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Time is ticking
Demographic changes and the Affordable Care 
Act, which will see millions of Americans gain 
health insurance for the first time, are augmenting 
the strain on an already ailing system.
Read more on page 20 

Why the Down Syndrome 
Information Act is a must for 
new and expectant parents 
October is National Down Syndrome Awareness 
Month. A new Kentucky law serves to raise that 
awareness by providing new and expectant 
parents resources when they receive a test result 
for Down Syndrome.
Read more on page 21

Healthcare immigration
As shortages in many healthcare occupations 
continue, healthcare employers are expanding 
the search to international healthcare workers 
who are already in the U.S. 
Read more on page 22
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ABOUT THIS ISSUE 
Business of aging 
Senior health is a critical national issue, especially 
in Kentucky, which ranked 45th for senior health 
according to the United Health Foundation’s Senior 
Report. This month we take an in-depth look at the 
report and examine the health challenges affecting 
today’s seniors. 

Kentucky seniors aren’t limited to dealing with 
their own health issues, but sometimes that 
of a child who lives with them. Grandparents 
raising grandchildren is common in Kentucky. The 
Kinship Care Program was created to help those 
grandparents. Although that’s about to change. 
We’ll tell you why.

America’s senior population is poised to grow 
more than 50 percent between 2015 and 2030. 
Currently, 38,000 geriatricians are projected to 
meet the country’s needs.  Problem is: there’s 
not enough interest with medical students. We 
discuss how medical schools can entice students 
to consider a geriatric specialty. 

We also look at how hospice is underutilized in the 
U.S. and the growing role of palliative care.

Articles begin on page 11

By Melanie Wolkoff Wachsman

In a state where approximately 25 
percent of the 4.4 million residents are 
children, improvement in child health is 
exactly what Kentucky needs. � e Com-
monwealth has one of the highest rates of 
pediatric obesity in the nation as well as 
one of the highest percentages of children 
who smoke. Diabetes and asthma are also 
among the chronic pediatric diseases af-
fecting Kentucky children at abnormally 
high rates. Couple that with Kentucky 
ranking among the worst in the country in 
terms of childhood poverty, and it’s pretty 
safe to assume that Kentucky’s children 
may not be getting access to the health-
care they need. � at’s about to change. 
Maybe.

Kentucky’s two children’s hospitals—
Louisville-based Norton Healthcare’s 
Kosair Children’s Hospital and Lexing-
ton-based UK HealthCare’s Kentucky 
Children’s Hospital – recently signed an 
agreement to join forces to better meet 
the healthcare needs and interests of Ken-
tucky’s children and their families.

In the Letter of Intent signed by the 
leadership of both organizations, the new 
partnership will maximize the hospitals’ 
combined resources to improve care and 
enhance access to quality services for kids 
throughout the state and ultimately im-

prove the health of children throughout 
the Commonwealth. � e two hospitals 
will remain independent organizations 
jointly operated through the collaboration.

“� is partnership represents a pow-
erful and innovative union that will 
allow both hospitals to leverage each 
other’s considerable strengths to do 
the most good for the children of Ken-
tucky,” said Dr. Michael Karpf, execu-
tive vice president for health aff airs at 
the University of Kentucky.

Statewide Children’s Hospital Network
� e partnership strives to serve the 

state’s 1.1 million children. 
“Our goal is to develop a more com-

prehensive statewide children’s hospital 
network to make sure every Kentucky 
family has access to top quality care for 
their children,” added Stephen A. Wil-
liams, CEO of Norton Healthcare, 
which owns and operates the Kosair 
Children’s Hospital. 

Both organizations will continue to 
fulfi ll the obligations and opportunities 
of their respective children’s hospital rel-
ative to the important teaching, research 
and clinical services needs of the medi-
cal schools at the University of Kentucky 
and the University of Louisville. 

“We are confi dent that both of our 
children’s hospitals will benefi t from this 
partnership. But, more importantly, we 
know that Kentucky’s children will ben-
efi t under a more coordinated system of 
care,” said Dr. Steve Hester, chief medi-
cal offi  cer, Norton Healthcare. “One of 
the many exciting elements of our part-
nership will be our ability to coordinate 
resources for the recruitment, retention 
and placement of top-notch pediatric 
specialists in order to improve and ex-
pand the availability of specialty services 
off ered to kids in Kentucky.”

partnership pitfalls 
However, not everyone is happy 

about the potential partnership. Univer-
sity of Louisville (UofL) said the part-

Continued on page 4

Kentucky’s two children’s 
hospitals — Norton Healthcare’s 
Kosair Children’s Hospital and 
UK HealthCare’s Kentucky 
Children’s Hospital  - recently 
signed an agreement to 
join forces to better meet 
the healthcare needs and 
interests of Kentucky’s 
children and their families.

A marriage 
or divorce?
Kosair Children’s Hospital and Kentucky 
Children’s Hospital want to advance 
pediatric care in Kentucky. 

Not everyone is happy about it. 
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After years of discussion, debate and confusion, we 
are off to the races on healthcare reform. October 1 is 
the beginning of open enrollment season in Kentucky, 
and we will begin to see how the changes to our 
healthcare system will affect the business of healthcare 
and the practice of medicine.

Putting partisan views aside, this is an important 
step in determining the future of our healthcare system.  
Both the federal government and Kentucky are putting 
a lot of money and effort to make sure those that have not had access to insurance 
know about the changes and take the time to sign-up for coverage. As they say, 
the proof is in the pudding, and we will soon see how many people opt-in for new 
insurance. This will be an important number not only to judge if the ACA will be 
successful, but also on the impact it has on your practice.

While this may be a confusing time for many, it is important that we all work 
together to make sure we make the most of these changes. As healthcare reform puts 
more and more responsibility on the physician and patient, it is increasingly critical 
that we take the time to understand our options and make the best choice for our 
family and our practices.

Sincerely yours,

Ben Keeton

And off we go…

Thoughts from the healthcare community
Signature HealthCare @LTCrevolution
Signature’s nursing team is impacting clinical outcomes in a big way with the help of 
new education/training programs blogs.ltcrevolution.com/shc-daily-news/2013/09/11/
key-clinical-metrics-see-improvement-with-help-of-new-programs/
KY Voices for Health @kyvoices4health
Webinar on what ACA means to Kentucky’s small business owners going 
on now. 89% of Kentucky small business are eligible for tax credit. 
Murray State @murraystateuniv
Latest MSU news: HIV/AIDS advocate to speak at awareness program: 
Murray State University is hosting... bit.ly/15X67Wf  #msutoday 
KentuckyOne Health @KYOne_Health
Saint Joseph Hospital Foundation Recognizes Donors on.fb.me/17S9rG1  
L&F Healthcare @LF_Healthcare
Injuries Linked to Da Vinci Surgeries Underreported ... interesting hlm.tc/17NWWgp 
IRJCI @ruraljournalism 
Study suggests that expanding Medicaid would benefi t many young, 
white males and cost less than expected  bit.ly/15Si67u  #rural 

Ben Keeton

Publisher
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nership could jeopardize UofL’s relation-
ship with Norton Healthcare, which owns 
Kosair Hospital. UofL Healthcare has 
long used Kosair Children’s Hospital as 
its pediatric teaching and research facility. 
According to the Courier-Journal “UofL’s 
pediatrics department educates medical 
students, helps take care of children and 
performs research at Kosair Children’s; 
and Norton, in turn, contributes to the 
pediatrics department’s annual $88 mil-
lion budget.”

At stake is the future of UofL’s pediat-
rics department. UofL fears a partnership 
will cut into revenue and doctor training; 
consequently leading to cut programs and 
pediatric residency slots. 

Fur ther,  Uof L accuses Nor ton 
Healthcare of violating a land-lease agree-
ment by entering into the partnership. Ko-
sair Hospital sits on state-owned land 
and under state rules it must be used for 
the benefit of UofL and the citizens of 
the Commonwealth.

UofL offi  cials say Norton’s partner-

ship with UK violates that agreement, and 
offi  cials issued a legal letter to Norton de-
manding that they end the agreement with 
UK within 30 days.

After receiving the letter Norton ac-
cused UofL of “evicting” them from a hos-
pital the own. UofL denies this. 

To further complicate matters, UofL 
also claimed in the letter that Norton owes 
UofL $24 million. Norton denies this. 

Failed Negotiations
Attempts to resolve the dispute so far 

have failed.
First, Norton asked UofL to with-

draw the legal letter. UofL, in turn, of-
fered a 30-day extension. When Norton 
rejected that off er, UofL off ered to sus-
pend the letter eff ective on the date of a 
negotiation. Norton declined.

Norton then fi led suit requesting the 
court “to declare (University of Louisville) 
threats against Kosair Children’s Hospital 
to be without legal basis.”

UofL issued a statement calling the 
fi ling of the lawsuit “unfortunate.”

“� e University of Louisville’s repeat-
ed attempts to meet and negotiate have 
been rejected again and again by Norton’s 
CEO, who told us today that he will nei-
ther meet nor negotiate while their lawsuit 
is pending,” the statement said. “� is is a 
disturbing trend in dealing with Norton as 
we try to resolve these complicated matters 
in a way that best meets the needs of Kosair 
Children’s Hospital, the patients we serve 
and UofL’s Department of Pediatrics.”

At press time, UofL is threatening 
legal action once the 30 days are up and 
has requested that the Attorney General’s 
offi  ce look into the matter.

Finally, a Breakthrough
After three weeks of back-and-

forth bickering, on September 17, 2013, 
the two sides sat down for their fi rst 

meeting. David Dunn, UofL’s executive 
vice president for health aff airs stated 
that as talks began UofL would amend 
its agreement with partner KentuckyOne 
Health, thus eliminating the possibility 
that UofL could transfer its pediatric 
affi  liation to KentuckyOne Health and 
try to “evict” Norton from Kosair. � ose 
were the most pressing issues Norton had 
concerns with. 

Dunn said in another statement that, 
“Our off er today shows without question 
that UofL has no intention of evicting 
Norton whatsoever, and that we simply 
want to get a master affi  liation agreement 
in place and end this confl ict.”

Following the meeting Norton 
offi  cials released the following statement: 
“We had a constructive meeting and plan 
to meet again.”

As for the healthcare needs of the 
state’s 1.1 million children, with the battle 
based on the future of Louisville’s only 
children’s hospital still brewing—only 
time will tell.

A marriage or divorce?
UofL issued a statement 
calling the filing of the law-
suit “unfortunate.”
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N E W S  in brief 

Neurodiagnostic Center first in 
state to receive accreditation 

Louisville-based Neurodiagnostic 
Center is the fi rst laboratory in Ken-
tucky to receive laboratory accredita-
tion with Exemplary Status from the 
American Association of Neuromus-
cular & Electrodiagnostic Medicine 
(AANEM). Vasudeva Iyer, MD, is the 
laboratory’s medical director. 

� e AANEM established labora-
tory accreditation criteria for electrodi-
agnostic (EDX) laboratories to ensure 
patients receive quality medical care in 
a safe environment. Exemplary Status 
is the highest level of accreditation an 
EDX laboratory can achieve under the 
AANEM Accreditation Program. 

Kentucky Homeplace receives gift 
from Anthem Foundation 

Kentucky Homeplace has been 
awarded a second gift of $150,000 from 
the Anthem Foundation to continue 
work on a special research project, Im-
proving Diabetes Outcomes Phase Two 
(I DO 2).

� e gift enables Kentucky Home-
place to expand the work in diabetes 
self-management education (DSME) 
that it began with the fi rst gift received 
from the Anthem foundation in 2011. 
� e DSME model involves Kentucky 
Homeplace community health work-
ers (CHWs) supporting nurse-led 
education modules. � ese modules are 
designed to help people with diabetes 
better manage their diabetes through 
improved self-testing and lifestyle 
changes that decrease complications 
and improve outcomes.

Diabetes Belt
Kentucky residents who live in ru-

ral counties, particularly those in Ap-
palachian counties within the “Dia-
betes Belt,” have some of the highest 
rates of diabetes in the nation. � e 
“Diabetes Belt” is defi ned by the U.S. 
Centers for Disease Control and Pre-

vention (CDC) as 644 counties cover-
ing 15 states. “Diabetes Belt” counties 
are those in which 11 percent or more 
of the adults have been diagnosed with 
having diabetes. By contrast, the diabe-
tes rate for the U.S. is 8.5 percent. � e 
severe prevalence of diabetes in Ken-
tucky is indicated by the fact that 68 
of its 120 counties are included in the 
“Diabetes Belt.”

Initial Outcomes
Outcomes of the fi rst study show a 

total of 215 participants from 26 coun-
ties completed the study. Participants 
were predominately female (65.7 per-
cent), characterized by low education 
level, poverty, limited health literacy, 
and no health insurance. Most had 
never been to a diabetes educator. 

Anthem’s additional gift to fund I 
DO Phase 2 enabled Kentucky Home-
place to expand the project to include 
regions in western Kentucky and enroll 
more than 300 additional participants 
for the DSME. More than 2,800 cli-
ents were screened by CHWs to deter-
mine if they either have diabetes or are 
at risk for developing diabetes.

Advanced MRI offers better images 
in shorter time

A new MRI at Baptist Health Pa-
ducah provides the clearest images cur-
rently possible of the human anatomy, 
improving diagnostic accuracy in less 
time for better patient care. 

“� e MRI is so precise, we are 
able to clearly detect and defi ne small 
tumors, tiny tissue tears and intricate 
blood vessels better than ever before,” 
said radiologist Bradley Williams, 
MD. “As a result, Baptist physicians 
can make more precise diagnoses and 
conduct better pre-surgical planning, 

resulting in better care for our patients.” 
Diagnostic imaging director Bob 

Seely said the new unit replaces one 
of two MRIs in the hospital; two ad-
ditional MRIs are in the freestanding 
imaging center adjacent to the hospital. 
Both locations now off er open MRIs 
for claustrophobic patients.

� e new unit is designed with a 
70-centimeter opening for patients of 
varying size, age and physical condi-
tion—something that was a challenge 
with the previous MRI. 

Predixion Software and Indiana Health 
Information Exchange partner 

Predixion Software, a provider of 
collaborative predictive analytics solu-
tions, and the Indiana Health Infor-
mation Exchange (IHIE) announced a 
strategic partnership to jointly develop 
predictive health analytics solutions 
that can save millions of dollars in pre-
ventable hospital readmissions. 

Predixion Readmission Insight, 
a predictive solution for reducing pre-
ventable hospital readmissions, will be 

the fi rst module available from the col-
laboration. It will help Indiana ACOs 
and hospitals determine proactive in-
tervention opportunities by applying 
advanced analytics to the country’s 
largest inter-organizational clinical 
data repository. For example, the solu-
tion could predict possible complica-
tions from a high-risk pregnancy, or 
identify patients that are likely to de-
velop diabetes.

UK HealthCare, Our Lady of Bellefonte 
hospital form ALS satellite clinic

UK HealthCare teamed with Our 
Lady of Bellefonte Hospital (OLBH) 
in Ashland to create a satellite mul-
tidisciplinary clinic for patients with 
amyotrophic lateral sclerosis (ALS). 
UK HealthCare conducts a multidis-
ciplinary ALS clinic in the Kentucky 
Neuroscience Institute with many pa-
tients from the tri-state region in Ohio, 
Kentucky and West Virginia traveling 
to Lexington to attend. 

During each clinic visit, patients 

are evaluated by a neurologist, physi-
cal therapist, occupational therapist, 
speech therapist, nutritionist, respira-
tory therapist, neuropsychologist, mo-
bility specialist and nurse. At the sat-
ellite clinic, patients are evaluated by 
similar team of specialists as patients 
in Lexington, but on the campus of 
OLBH. At the end of the appointment, 
OLBH and UK HealthCare clinicians 
consult on the patient’s status via tele-
conferencing.

Lourdes Foundation raises $78,000
Lourdes Foundation’s 14th Annual 

Charity Golf Open raised $78,000 at 
the annual event held this past Au-
gust at the Country Club of Paducah. 
� e Lourdes Foundation Charity Golf 
Open has raised more than $700,000 

in the past 14 years. Donations to the 
Foundation improve the health of the 
community by providing support for 
advanced technology and projects and 
services that enhance patient care at 
Lourdes.  

Nine Kentucky schools benefit from 
childhood obesity initiative

� e ninth Kentucky school to ben-
efi t from a Baptist Health partnership to 
fi ght childhood obesity launched its fi t-
ness program this past September. Ben-
ton Elementary is the latest recipient of 
the Project Fit America fi tness program.

Baptist Health, the fl agship spon-
sor for Kentucky, has partnered with 
Project Fit America since 2007. Project 
Fit America is a nonprofi t, public char-
ity that encourages exercise and fi tness 
among the country’s youth. In its 23 
years, it has implemented the program in 
870 schools in 300 cities in 43 states. � e 
two-year program includes teacher train-
ing and curriculum resources, as well as 

indoor and outdoor exercise equipment.
Baptist Health Paducah began the 

program in 2007 at McNabb Elementary 
in Paducah and Graves Central Elemen-
tary in Mayfi eld. It has since added pro-
grams at Lone Oak Elementary, Concord 
Elementary and Clark Elementary – all 
in Paducah – before expanding to Benton 
this year. 

Hardin Memorial Health in Eliza-
bethtown, managed by Baptist Health, 
launched the program at the Cecilia lo-
cation. Baptist Health Corbin started the 
program last year at Corbin Intermediate 
and this year at Corbin Middle School. 
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N E W S  in brief    

Global CEO initiative on Alzheimer’s 
fights against disease

The Global CEO 
Initiative on Alzheim-
er’s disease (CEOi), a 
new business consor-
tium leading the f ight 
against Alzheimer’s announced its 
commitment to a new global frame-
work to combat Alzheimer’s disease.  

 The total worldwide costs of de-
mentia, including Alzheimer’s dis-
ease, were estimated to exceed $600 
billion, which is equivalent to one 
percent of global gross domestic prod-
uct (GDP). Combined with a lack of 
treatment options and the aging of 
the global population, both preva-
lence and cost will skyrocket without 
proper attention and investment.  

The founding members of the 
CEOi include biopharmaceutical 
and healthcare companies AC Im-
mune, Eli Lilly and Company, Jans-
sen Research & Development, LLC, 
Merck, Pfizer, Inc. Sanofi and Nestlé 
Health Science; f inancial services 
provider Bank of America Merrill 
Lynch; healthcare solutions company 
GE Healthcare; and Banner Health, 
a large multi-state, not-for-profit 
healthcare system. 

Through collaboration with 
governments, non-governmental 

organizations and 
academia, the CEOi 
will build proactive 
strategies to meet 
four goals aimed 

at stopping Alzheimer’s disease by 
2025, including:
1. Develop a global Alzheimer’s 

framework to prevent and effec-
tively treat Alzheimer’s by 2025, 
with specif ic, milestone-driven 
actions to increase global research 
resources as well as reduce the 
time, cost and risk in developing 
Alzheimer’s therapies.

2. Develop a comprehensive global 
Alzheimer’s agenda aligning ba-
sic and translational academic 
and industrial research and drug 
development.

3. Articulate the f iscal and economic 
case for global action, new invest-
ment models and innovations in 
treatment, care and care delivery. 

4. Enhance public engagement em-
phasizing the value of early de-
tection and diagnosis and to in-
crease awareness of the econom-
ic, social and personal benef its of 
a public commitment to stopping 
Alzheimer’s.

Signature HealthCARE acquires 
nursing/rehab centers 

Louisville-based Signature 
HealthCARE acquired seven ad-
ditional buildings from Kindred 
Healthcare, bringing Signature’s total 
number of locations to 87.

The acquired centers are:
• Signature HealthCARE of Fort 

Wayne (formerly Kindred Transi-
tional Care & Rehab-Fort Wayne), 
Fort Wayne, Ind.

• Signature HealthCARE of Lafay-
ette (formerly Kindred Transitional 
Care & Rehab-Greater Lafayette), 
Lafayette, Ind.

• Signature HealthCARE of South 
Bend (formerly Kindred Transi-
tional Care & Rehab-South Bend), 
South Bend, Ind.

• Signature HealthCARE of New-
burgh (formerly Angel River Health 
& Rehab), Newburgh, Ind.

• Creekside Care & Rehabilitation 
Center (formerly Guardian Care of 
Ahoskie), Ahoskie, N.C.

• Scotland Manor Health Care Cen-
ter (formerly Guardian Care of 
Scotland Neck), Scotland Neck, 
N.C.

• Liberty Care & Rehabilitation Cen-
ter (formerly Liberty Care Center), 
Liberty, Ky.

The transaction marked Signa-
ture’s entry into North Carolina and 
expanded its presence in Indiana, 
another recently new market for Sig-
nature. 

Busin ess of A gin g N ews

Wellness of Life focuses on aging
It’s never too late to improve 

your health and well-being. That’s 
why Louisville-based Norton Audu-
bon Hospital offers free classes 
about maintaining lifelong wellness, 
whether participants are living with 
the challenges of aging or caring for 
an aging loved one. The Wellness for 
Life class series educates older adults 
and their families, allowing them to 
feel empowered by the knowledge 
they gain from each class. 

Each class in the series focuses 
on a specif ic theme related to healthy 
aging. Topics include breathing and 
lung health, illness prevention, se-
nior safety during the holidays, bone 
health and much more. Participants 
may attend just one class that inter-
ests them or the entire series. 

Once a year, Wellness for Life 

classes offers free health screenings 
such as bone density, blood pres-
sure and balance testing, which often 
prompt participants to join another 
class once they understand what their 
health risks may be. The average class 
size is about 25 participants, male and 
female, of varied ages. Often, family 
members of the elderly attend to learn 
more about their loved one’s health 
issues, what to expect and how they 
can be of the most help as their loved 
one ages.

Norton Audubon Hospital start-
ed the Wellness for Life series in 
2009 due to the great experiences of 
the facility’s Geriatric Resource Team 
and after receiving NICHE (Nurses 
Improving Care for Healthsystem El-
ders) designation. 

Congressman Barr honored by 
senior advocacy groups 

The National Grange, in col-
laboration with the Kentucky As-
sociation of Health Care Facilities 
(KAHCF), presented Congressman 
Andy Barr with the “Summer 2013 
Champion of Seniors Award.” The 
Congressman received the award 
for his unwavering efforts to protect 
the health benef its and security of 
Kentucky’s seniors and persons with 
disabilities. The Grange, a national, 

nonpartisan grassroots organization 
that advocates on behalf of Ameri-
ca’s rural seniors, and KAHCF, the 
trade association representing 234 
nursing facilities and personal care 
homes across the Commonwealth, 
presented Barr with the award dur-
ing a ceremony at Tanbark Health & 
Rehabilitation in Lexington.
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N E W S  in brief  

Appalachian Eye Network extends 
screenings in rural Kentucky

Thanks to a Health Resources 
and Services Administration (HRSA) 
grant from the Office for the Ad-
vancement of Telehealth (OAT), get-
ting an annual eye exam will be easier 
than ever for rural Kentuckians with 
diabetes.

Kentucky TeleCare, in conjunction 
with the Department of Ophthalmol-
ogy and Visual Sciences at the Univer-
sity of Kentucky College of Medicine, 
are partnering to bring technologically 

advanced diabetic eye screening to dia-
betics in rural Kentucky with the goal 
of preventing blindness.

Diabetic Retinopathy, the lead-
ing cause of blindness among diabetic 
adults, can be treated or avoided alto-
gether if the disease is detected early 
enough. Nearly 30 percent of diabetics 
over the age of 40 have diabetic reti-
nopathy. Although studies show that 
90 percent of diabetics consult their 
doctor for management of their dis-

ease, approximately 50 percent of dia-
betics in rural Kentucky do not have 
annual eye exams. 

� e project, “Don’t lose sight of 
the importance of eye exams—using 
telehealth in primary care centers to 
extend access to Diabetic Retinopathy 
(DR) screening,” will deploy fully au-
tomated, non-mydriatic fundus camer-
as in 11 primary care clinics in the St. 
Claire Family Medicine and the White 
House Clinics, which will connect to 
ophthalmology specialists at UK. 

� e partnership between the pri-
mary care centers, Kentucky TeleCare 
and UK Ophthalmology, known as the 

Appalachian Eye Network, will reach 
fi ve clinics in fi ve counties in eastern 
Kentucky with a combined population 
of nearly 77,000 and six clinics in four 
counties in central Kentucky with a 
combined population of over 129,000. 
� ere are 10 Health Provider Short-
age Areas (HPSA), one partial HPSA, 
and three Medically Underserved Ar-
eas (MUA) represented, all of which 
have rates of diabetes higher than the 
national average. � e expected number 
of telemedicine-based screening exams 
is 4,860 over the three-year period of 
the grant.
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N E W S  in brief    

New Eastern State Hospital opens
� e new Eastern State Hospital 

opened its doors on September 10, re-
locating 100 patients from the previ-
ous hospital to the new $129 million, 
300,000-square-foot facility located  
at the University of Kentucky’s Cold-
stream Research campus.

� e state-of-the-art facility hous-
es nine patient care units and 239 beds. 
Six of the nine units opened. � e Allen 
Tower, which will house the Acquired 
Brain Injury Unit and the Long-Term 
Care Unit, will open in 2014.

� e campus also is home to the 
Central Kentucky Recovery Center, 
four personal care homes that help in-
dividuals transition to the community. 
� e move brought 28 residents to two 
of the homes, and the remaining two 
homes will open at a later date.

� e new facility replaces a hospital 
that had been in operation since 1824, 
making it the second oldest psychiatric 
facility in the country. 

UK Medical Laboratory Science 
program 80th anniversary 
 Date: Saturday, October 12, 2013
Time: 6 p.m., reception, 7 p.m., dinner,    
8 p.m., program
Where: Embassy Suites Lexington, 1801 Newtown Pike,  
Lexington, Ky., 40511
Info: � e University of Kentucky Medical Laboratory Science (MLS) 
program will celebrate its 80th anniversary with a 30s-style black-tie optional 
gala. It will begin with a reception at 6 p.m., followed by dinner at 7 p.m. � e 
program will begin at 8 p.m., and the evening will continue with a live band 
and dancing until midnight.
To register: Tickets are $50 per person or $500 for a table of 10 and  
include dinner, a drink ticket and dancing. You may RSVP and pay online  
at www.mc.uky.edu/mls or by contacting Keturah Taylor at (859) 218-0479.
 

Village Anchor Celebrity Host Dinner:
Younger Woman’s Club of Louisville’s Charity Campaign
 Date: Monday, October 21, 2013
Time: 5 p.m. to 9 p.m.
Where: Village Anchor, 11507 Park Rd., Ancohorage, Ky., 40223
Info: Help support the YWC 2013 Charity Campaign. Reference YWC 
during  your dinner and 10 percent of the entire restaurant’s evening sales 
will benefi t the YWC Charity Campaign, which allocates 100 percent of its 
funds to local nonprofi ts. 
For reservations: Call (502) 708-1850 and mention YWC. 

Baptist Health Paducah Addiction Symposium
 Date: Saturday, October 26, 2013
Time: 8 a.m. to 3:45 p.m., with registration at 7:30 a.m.
Where: Baptist Health Paducah, 2501 Kentucky Ave., Paducah, Ky., 42001 
in the Baptist Heart Center Auditorium 
Info: Nationally-known experts on addiction and compulsive behaviors, 
including the manager of Kentucky’s KASPER drug reporting system, will 
speak at a symposium for healthcare professionals and educators.
To register: � e fee is $60 in advance; $75 at the door. Space is limited, so 
register by Oct. 23 by phoning (270) 575-2723. 
 

Event Calendar

Cincinnati PCP study 
Although there already was a per-

ceived shortage of primary care phy-
sicians (PCPs) in Greater Cincinnati, 
there had been no accurate, complete 
database of PCPs locally on which 
to base that view. That is until now. 
Under the direction of the Executive 
Stakeholders’ Council the Greater 
Cincinnati Adult Primary Care Capac-
ity Study was commissioned. 

The study found that Greater 
Cincinnati area currently has a short-
age of primary care physicians, and 
that, if no action is taken, the short-
age will grow by 2017. While multiple 
benchmarks exist for the number of 
PCPs a community needs, the most 
conservative estimates show the cur-
rent shortage in Greater Cincinnati is 
nearly 200 physicians, increasing to 
250 by 2017. 

The study also reported that de-
cisive action will be needed to ensure 
that adequate primary care resources 

are available to Cincinnati in the 
coming years. 

Cincinnati must also address the 
barriers to care that could prevent 
newly covered individuals from ac-
cessing existing PCP resources, in-
cluding factors such as geographic 
distribution of physicians and pa-
tients, a disproportionately smaller 
number of minority physicians, in-
adequate transportation to healthcare 
and a lack of providers who accept 
Medicaid. 

Greater Cincinnati has unique re-
sources and relevant, existing collab-
orations among providers, employers, 
insurers and public and private com-
munity health organizations to bring 
to bear on this issue. These resources 
and collaborations are essential in re-
alizing the recommended strategies 
for addressing and resolving the com-
munity’s need for an adequate supply 
of primary care physicians.

GLI’s EnterpriseCorp. Honors 2013 
“Hot Dozen”

 EnterpriseCorp, the division of 
Greater Louisville Inc. that specializes 
in nurturing the region’s fast-growth 
entrepreneurial sector, has named its 
annual “Hot Dozen,” twelve of the re-
gion’s most innovative up and coming 
companies. 

� e “Hot Dozen” is selected from 
the EnterpriseCorp’s Innovation Net-
work. � ese companies exemplify 
some of the high-potential work being 
done in the region’s entrepreneurial 
community. Past winners of the “Hot 
Dozen” include such stand outs as; 
GlowTouch Technologies (Inc. 500), 
Simpak International (Inc. 500), Gen-
scape, Impulcity, Mavizon and Mo-
bileMedTek. 

Medical and Healthcare   
Companies Represented 

Four of the winners included 
medical and healthcare companies:

Edumedics helps businesses save 
money through a unique approach to 
chronic disease management. Using 
the power of data, education and medi-
cine, Edumedics delivers management 
solutions to improve the health of em-
ployees and control healthcare costs.  

Liberate Medical is developing an 
abdominal electrical muscle stimula-
tor, which synchronizes with a pa-
tient’s breathing activity, as a plat-
form technology to treat patients with 
respiratory disease. They are initially 
focused on reducing air trapping in 
COPD patients and reducing hospital 
days for patients on mechanical ven-
tilation.  

Vivorte has a mission to identify, 
develop and commercialize orthopedic 
medical devices, which address a clear 
and unmet need in markets exceeding 
one billion dollars. 

Wicked Sheets is a luxury-medical 
bedding company that creates sheets 
that are comfortable, breathable, and 
silky to the touch. Wicked Sheets can 
heighten the sleeping experience for 
anyone, but are specifi cally designed 
to aid those who suff er from night 
sweats.  � e advanced technical fabric 
contains “smart” fi bers that wick away 
moisture from the body, keeping both 
the bed and the sleeper cool and dry all 
night long.
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brOwN

Baptist Health
Michael A. Baumgartner was named president of 
Baptist Health Madisonville. 

William A. Brown was named Baptist Health 
west regional executive and president of Baptist 
Health Paducah following President Larry Barton’s 
retirement. 

Robert Cacchione, MD, joined Baptist   
Surgical Associates.

Nicholas Kenney, MD joined Baptist Northeast 
Orthopedics, part of Baptist Surgical Associates.

Tawni Price has been named director of the mother 
and baby department at Baptist Health Paducah.

ephraim McDowell Health
Ephraim McDowell Health added Iram Nawaz, MD, 
to its medical staff .  

KentuckyOne Health 
Damian “Pat” Alagia III, MD, joined KentuckyOne 
Health as chief physician executive and chief medical 
offi  cer. 

Lexington Clinic
Lexington Clinic announced the association of 
Dr. Chih C. Chang with the Lexington Clinic 
Endocrinology Department. 

Lexington Clinic announced the association of 
Gabriel H. Phillips, MD, with the Lexington Clinic 
Neurosurgery Department. 

Masonic Homes of Kentucky
Debra Finneran joined Masonic Homes of Kentucky as vice president 
of clinical quality services.

Nick Cooper is executive director and administrator at Masonic 
Home of Shelbyville. 

Murray-Calloway
Murray-Calloway County Hospital welcomed back Stephen 
Compton, MD, as a member of the medical staff . 

Our Lady of Bellefonte Hospital
Kelli Brown, MD, joined the Our Lady of Bellefonte hospital  
medical staff . 

Owensboro Health
Philip Patterson is the new chief executive offi  cer of Owensboro Health. 

Retina associates of Kentucky
Retina Associates of Kentucky welcomed Andrew A. Moshfeghi, MD.

St. Claire Regional
Emily R. Bausch, DMD, joined St. Claire Regional. 

University of Kentucky
� e University of Kentucky College of Public Health appointed 
Kathryn M. Cardarelli as associate dean for admissions and student 
aff airs and associate professor in the department of health behavior. 

University of Louisville
Diane Medved Harper, MD, is chair of the department of family and 
geriatric medicine. She is also appointed as professor and Gradie R. 
Rowntree MD and Mary D. Rowntree endowded chairmanship in 
family medicine. She succeeds James G. O’Brien, MD, who is retiring.

brOwNbaUMGartNer

cacchiONe

P E O P L E  in brief  

WHERE TO TURN WHEN THE PRESSURE’S ON.

THIS IS AN ADVERTISEMENT

Practicing in All Areas 
of Health Care Law
Long Term Care, Senior Housing  
and Home Health
Physician Contracting
Professional Licensure Defense
Health Information and Technology
Hospitals and Health Systems
Fraud and Abuse
Reimbursement, Accreditation  
and Regulation
Health Care Reform

201 East Main St., Suite 1000  |  Lexington, KY 40507  |  (859) 231-8780 

brOwN

pattersON

cardarelliALAGIA fiNNeraN

brOwNcOOper 

MOshfeGhi

harper

Tawni Price has been named director of the mother 
price
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Continued on page 11

P H Y S I C I A N  S P O T L I G H T

Place of Employment: 
KentuckyOne Health Shelby Family 
Medicine, Shelbyville, Ky.

Why did you decide to 
become a doctor? 
My father is a fam-
ily physician, and his 
passion for service 
to his patients and 
the satisfaction 
he derived from 
his profession in-
spired me to do 
the same. 

Is being a doc-
tor di� erent than 
you thought? How? 
Medicine has been changing every 
year since I’ve been in practice. � e 
role of insurance companies and gov-
ernmental agencies have continued to 
encroach on the doctor-patient rela-
tionship.

What is the biggest miscon-
ception about your � eld?
� at all doctors are millionaires and 
great at golf.

What is the one thing 
you wish patients 

knew and/or un-
derstood about 
doctors?
The vast major-
it y of doctors 
a re tak ing ca re 
of pat ients be-

cause they gen-
u inely care about 

people.  Somet imes 
the diff iculty in com-

munication with patients 
leaves the impression (mistaken) that 

their doctor is aloof or doesn’t care.

What is your opinion of man-
aged care and how will this af-
fect you and your practice? 

Managed care is one of the realities of 
healthcare in our current environment. 
In my practice, we are transforming 
into a patient centered medical home 
(PCMH) to position us to be prepared 
to handle this inevitability.

What’s one thing your colleagues 
would be surprised to learn about you? 
I’m pretty good at fantasy football.

What’s the best advice you ever 
received? Who gave it to you? 
My father gave me two great “pearls” 
for the practice of medicine:
   “Treat every patient like they’re 
your family member and you’ ll do the 

‘right thing’ and be able to sleep well 
every night.”   
  “When interacting with patients, if 
you will just shut up and listen they 
will oftentimes tell you what’s wrong 
with them.”

Favorite daytime beverage? 
Diet Mountain Dew (not a great exam-
ple, but honest).

Meet Ronald “Ron” Edwin Waldridge, II, MD, physician 
executive, KentuckyOne Health Medical Group

‘right thing’ and be able to sleep well 
the role of 

insurance companies 
and governmental 

agencies have continued 
to encroach on the 

doctor-patient 
relationship.

Whether she needs 
a helping hand or 
just a hand to hold.

As a caregiver, you want to be sure your 
patients receive the same level of compassion 
and personal care from us that they get from 
you. With Elmcroft, you have a partner who 
shares your commitment to helping your 
patients get home faster. Call us to learn more.

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

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

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

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

ROCKFORD 
HEALTH & REHABILITATION 
4700 Quinn Drive 
Louisville, KY
502.448.5850

SUMMERFIELD 
HEALTH & REHABILITATION 
1877 Farnsley Road 
Louisville, KY
502.448.8622Elmcroft.com/skillednursing

Know a physician who deserves a 
chance in the spotlight? 
Email: melanie@igemedia.com and find out how you or 
someone you know can be considered for an upcoming Phy-
sician Spotlight profile. 
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By Melanie Wolkoff Wachsman

It’s no secret that Americans are living 
longer—but sicker lives. Couple that with 
America’s senior population poised to grow 
more than 50 percent between 2015 and 
2030 and senior health quickly becomes a 
timely and critical national issue. That is why 
United Health Foundation commissioned 
the America’s Health Rankings Senior 
Report: A Call to Action for Individuals and 
Their Communities to examine the health 
challenges affecting today’s seniors and to 
encourage the nation and local communities 
to find ways to improve senior health. 

And for Kentucky seniors, this couldn’t 
have come at a better time. According to the 
report Kentucky is ranked 45th for senior 
health. Among all 50 states: Minnesota leads 
the nation for senior health, followed by 
Vermont, New Hampshire, Massachusetts 
and Iowa. Mississippi ranks 50th, preceded 
by Oklahoma, Louisiana, West Virginia, 
and Arkansas.

Results No Surprise
“This is the first year we have 

conducted the America’s Health Rankings 
Senior report,” said Jeffrey Beardmore, 
MD, medical director, UnitedHealthcare of 
Kentucky. “However, for the past 23 years, 
we have issued a national America’s Health 
Rankings Report covering overall health, in 
which Kentucky ranked 44th for the past 
two years – so, unfortunately, the results 
in the Senior Report were not particularly 
surprising. 

“Although Americans are living 
longer due to medical advances, unhealthy 
behavior and preventable illness threaten 
quality of life. Among seniors, Kentucky 
ranks 50th in preventable hospitalizations, 
40th in physical activity and 23rd in 
obesity,” Beardmore continued. 

U n i t e d  H e a l t h  F o u n d a t i o n 
commissioned this special report because, 
explained Beardmore, “experience teaches 
us that we cannot improve what we do 
not measure. This report is a tool we can 
all use to identify health challenges in our 
communities, calling for a multi-stakeholder, 
multi-discipline approach to improve the 

health of our nation’s seniors.”
The America’s Health Rankings Senior 

Report assesses state-level performance 
on 34 different elements, including 
both health determinants and health 
outcomes. Beardmore hopes this tool helps 
individuals and professionals gain a greater 
understanding of the health challenges 
faced by Kentucky seniors. 

“Kentucky’s growing senior population 
points to the urgency of identifying key 
opportunities for improving senior health 
and pursuing effective solutions at the 
national, state, community and family 
levels,” Beardmore said.

Kentucky’s Strengths and Weaknesses
The America’s Health Rankings Senior

report finds that Kentucky has its share of 
strengths and challenges for senior health. 

Kentucky’s Strengths 
• Kentucky has a low prevalence of 

underweight seniors at 1.4 percent of 
adults aged 65 and older.

• Kentucky has a prevalence of activity-
limiting arthritis pain.

• At 7.1 percent Kentucky has a low 
percentage of low-care nursing home 
residents.

Kentucky’s Challenges 
• The prevalence of annual dental visits is 

low among older adults in Kentucky at 
58.3 percent of adults aged 65 and older.

• Kentucky has a high premature death 
rate.

• Kentucky has the highest rate of 
preventable hospitalizations in the U.S. 
at 102.8 discharges per 1,000 Medicare 
enrollees.

• Community support is low in Kentucky 
with total community expenditures at 
$358 per person aged 65 and older living 
in poverty.

• The prevalence of obesity among black 
seniors is 40 percent compared to 24 
percent in white seniors.

Health in Our Hands
The results of the report do not 

mean the end of the discussion, rather, 
the beginning. 

“Comprehensive and balanced public 

discussion of the overall health and well-
being of adults aged 65 and older is critical 
to making this report more than just a 
snapshot of seniors’ current health status,” 
said Beardmore. “Families, communities, 
governments, individuals and organizations 
must become increasingly aware of the 
issues facing America’s seniors and take 
action to improve senior health and prepare 
for future challenges.”

And as individuals, so much of our 
health and our state’s health is truly in 
our own hands. “The CDC estimates that 
50 percent of a person’s health status is 
a result of behavior – choices made each 
day with respect to physical and emotional 
well-being,” said Beardmore. “This can be 
as simple as grabbing a banana instead of 
a doughnut or going for a 30-minute walk 
instead of sitting on the couch. It’s the 
collective result of changing these types 
of behaviors that can bring big changes to 
population health.”

Kentucky’s bill of health 
Report finds state ranks 45th for senior health. 

“Kentucky’s growing senior 
population points to the 
urgency of identifying key 
opportunities for improving senior 
health and pursuing effective 
solutions at the national, state, 
community and family levels.”

— Jeffrey Beardmore, 
MD, medical director, 

UnitedHealthcare of Kentucky

Where Kentucky Seniors Rank

• Obesity: 23rd  • Physical Inactivity: 40th
• Smoking: 39th  • Overall Rank: 45th
• Diabetes: 19th

 — See more at: www.americashealthrankings.org/Senior/KY

A
M

E
R

IC
A

’S
A

M
E

R
IC

A
’S

A
M

E
R

IC
A

’S
 H

E
A

LT
H

 R
A

N
K

IN
G

S
 S

E
N

IO
R

 R
E

P
O

R
T

 H
E

A
LT

H
 R

A
N

K
IN

G
S

 S
E

N
IO

R
 R

E
P

O
R

T
 H

E
A

LT
H

 R
A

N
K

IN
G

S
 S

E
N

IO
R

 R
E

P
O

R
T

 2
0

1
3

 E
D

IT
IO

N
 2

0
1

3
 E

D
IT

IO
N

 2
0

1
3

 E
D

IT
IO

N

 A A A CALL TO ACTION FOR INDIVIDUALS CALL TO ACTION FOR INDIVIDUALS CALL TO ACTION FOR INDIVIDUALS
 AND THEIR COMMUNITIES AND THEIR COMMUNITIES AND THEIR COMMUNITIES

201320132013 EDITION EDITION EDITION

SENIORSENIORSENIOR

For additional 
information: 

For more information on both the 
america’s Health Rankings Senior  
report and the annual america’s  
Health Rankings reports visit   
www.americashealthrankings.org. 
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By Chelsea Nichols

One of the blessings of being a 
grandparent is being able to spoil the 
grandchild. Then there’s the added bonus 
of sending her home to her parents when 
she acts up. But what if you can’t send 
her home? Maybe the mom is abusive 
or the dad is an alcoholic. Should she 
go into foster care or do you make your 
home her new home?

Unfortunately, this isn’t a new story. 
Many Kentucky grandparents deal with 
this scenario. For years, grandparents 
and other non-parent relatives could 
turn to the state for f inancial help, but 
that changed as of July 1. 

Kinship Care program
About 63,000 Kentucky children 

live with a non-parent relative; that’s 
about six percent of all children in 
Kentucky. Though six percent sounds 
small, it’s big compared to the rest of 
the country. 

“The number of case loads increased 
dramatically and the recession hit at 
the same time,” said Patricia Tennan, 
s en ior  pol ic y  a na ly s t  a t  Kentuck y 
Youth Advocates.

The Kinship Care Program was 
introduced in 2000. It served as an 
alternative to foster care for a child who 
was neglected, abused or orphaned. 
About 12,000 children benefit from the 
program. In an ideal world, parents get 
better and raise their children. In the 

case that they don’t get better, the child 
has a permanent residence with a family 
member. Research shows children who 
stay with families and away from foster 
care do better in life.

It’s an uphill battle from the start. 
Relatives often have diff iculty enrolling 
children into school or getting access to 
healthcare because of custody issues.

Relatives receive $300 a month per 
child to offset costs. However, Tennen 
said many relatives take in more than 
one child. Money often goes toward 
rent, food and school as well as medical 
expenses. Many of the program’s 
children have behavioral problems, and 
they’re living with aging, unemployed 
relatives.

“We’re looking to see how we can 
make things easier when it comes to 
legal issues. We know that other states 
have passed educational and medical 
consent laws,” Tennen said. “Instead 
of having to get the birth parent to 
sign off or to pursue some other form 
of custody, they can fill out paperwork 
that says [the relatives is] the primary 
care taker of this child. That wouldn’t 
cost a thing.”

Budget and Blame
When the Kinship Care Program  

started, there was a solid amount of 
money and a small number of families 
enrolled. In about a decade, it became 
the opposite. Funding came in from 
additional resources, but later was not 
reauthorized. And let’s not forget the 

recession. It left the program vulnerable.
As of July 1, no new families can 

enroll. Those currently in the program 
cannot earn more than 100 percent of 

the federal poverty level. That’s about 
$19,000 for two grandparents and a 
grandchild. For those who don’t make 
the cut, Tennen reminds them that they 
may still be eligible for Medicaid, food 
stamps and the TANF child-only fund.

Kentucky Youth Advocates has been 
hard at work since f inding out about the 
cuts. In August, families and supporters 

rallied in Frankfort. Supporters of the 
Kinship Care Program, along with the 
Child Care Assistance Program, made 
their pleas and shared their stories. 

Where grandparents Find Support
“Kentucky’s practice has been to 

divert kids into relative placement,” 
Tennen said. “Then, [the relatives] have 
to get permanent custody, and they get 
f inancial help. Kentucky doesn’t really 
offer much else. I think that’s something 
else we should think about in addition 
to funding.”

In a small way, Jewish Family and 
Career Services has f illed that void.

A Louisville couple—who preferred 
not to be named—took in their three 
grandchildren, but it wasn’t without 
a f ight. For a year they battled the 
system to get permanent custody. For 

P E O P L E  in 

Grandparents raising grandchildren

B U S I N E S S  O F  AG I N G

Continued on page 13

“you can’t ignore the fi nancial 
need; that’s a huge problem.” 

 — patricia tennan, senior 
policy analyst at Kentucky 

Youth Advocates

“Grandparents who raise 
their grandchildren are true 
heroes who sacrifi ce so much 
to provide safe, loving homes 
to these kids who often have 
been exposed to abuse or 
traumatic situations.”

— Jo Ann Kalb, LCSW, 
therapist with Jewish Family 

and Career Services
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Grandparents raising grandchildren

about three years, they turned to JFCS 
for support and joined Grandparents 
Raising Grandchildren. 

Families in the support group share 
stories, many involving jail, drugs and 
not enough money to raise the children. 
The group serves as a space to vent 
and to find resources. Thanks to this 
support group, the couple learned about 
the Kinship Care Program as well as 
K ent uc k y  Tr a n s i t ion a l  A s s i s t a nc e 
Program and Passport Health Plan.

The grandmother said Grandparents 
Raising Grandchildren is a great place 
for grandparents who don’t know where 
to turn. Jo Ann Kalb, the facilitator of 
the group, agreed.

“The program is a success in that 
it connects grandparents to existing 
resources and support even though the 
supports are limited and in some cases 
have been cut or are phasing out,” she 
said. “The services offered under this 
grant have been a wonderful asset and a 
mechanism to connect grandparents with 
other grandparents in this situation, 
especially those new grandparents 
raising grandchildren or those in crisis.”

The grant Kalb referred to is funding 
from Kentucky Regional Planning and 
Development Agency (KIPDA). With 
that money JFCS can provide training 
for facilitators as well as support and 
counseling services for the community. 
JFCS doesn’t just help those in Jefferson 
County. Kalb said she receives call from 
grandparents outside Kentucky for help. 
Many need help finding resources, but 
just as many need a listening ear.

Securing Funding
Kalb said, “While the future looks 

uncertain as to whether state supports 

will be reinstated and current grants 
will continue, grandparents who raise 
their grandchildren are true heroes 
who sacrif ice so much to provide safe, 
loving homes to these kids who often 
have been exposed to abuse or traumatic 
situations.”

Tennan agreed.
“We need to make sure that we 

connect these kinship families with 
other support in their communities,” she 
said. “But you can’t ignore the f inancial 
need; that’s a huge problem. 

“We absolutely need to restore 
funding for kinship care in 2014.”

B U S I N E S S  O F  AG I N G

Your Voice Matters

Patricia Tennan, senior policy analyst at Kentucky Youth 
Advocates said kinship care doesn’t just affect the 12,000 
families receiving the money, but all of us. Children who wind 
up in foster care are more likely to become homeless, have 
decreased health and less likely to graduate from high school. 
“We can pay now or pay later,” Tennan said.
To voice concerns and opinions, you can:
• Write your senator or representative – Visit senate.gov 

and enter your state to find your senator. Visit house.gov 
and enter your zip code to find your representative.

• Visit kyyouth.com – Under the advocacy tab there are 
nine steps to becoming an effective child advocate. 

• Share stories with Kentucky Youth Advocates – Call (502) 
895-8167, email info@kyyouth.org or send a letter to 11001 
Bluegrass Parkway, Suite 100 Jeffersontown, KY 40299.

sevencounties.org
MENTAL HEALTH • DEVELOPMENTAL SERVICES • ADDICTION TREATMENT

Seven Counties Services, Inc.

At Seven Counties Services, our vision is 
for All Persons to live satisfying, productive 

and valued lives in our community.

HOPE
HAPPENS HERE

Funding slashed for Kentucky’s poor.
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Combating rising healthcare costs
The impact of tort reform in Kentucky.

B U S I N E S S  O F  AG I N G

By a. Courtney guild, esq.

In March 2013, Kentucky 
Senate Bill 9, which would 
have established a medical 
review panel system for use 
in civil litigation relating to 
long term care facilities, was 
withdrawn from consideration 

in the House before it could be voted on in 
the legislative session. This provision would 
have allowed for tort reform in the state, 
including the addition of a medical review 
panel to evaluate potential lawsuits against 
nursing homes, personal care homes and 
some facilities for the intellectually and 
developmentally disabled. The panel’s 
findings would be admissible in court but 
would not preclude a plaintiff or a family 
member from filing litigation. 

Advocates for tort reform promote that 

the medical review panel process helps reduce 
or eliminate frivolous lawsuits against the 
long term care industry. Those who oppose 
the bill argue that panels delay justice and 
create an undue burden for a plaintiff, as well 
as discourage attorneys from taking nursing 
home cases.

Tort reform legislation is believed by 
some to be one way to combat Kentucky’s 
significant burden from rising healthcare 
costs. Fear of medical malpractice lawsuits 
can push some doctors to perform more tests 
than necessary, which increases unnecessary 
costs. Reducing this fear of litigation may, in 
turn, reduce healthcare costs. 

Kentucky vs. Indiana
For example, Indiana established the 

Medical Malpractice Act in 1975, which 
requires cases claiming more than $150,000 
in damages to be evaluated by a medical 
review panel. The panel then issues an 

opinion of whether evidence is sufficient to 
support an allegation of malpractice. The 
Medical Malpractice Act also limits Indiana 
patients who are injured as a result of a 
doctor’s negligence to a maximum award of 
$1.25 million. 

Advocates indicate that this model 
provides stability for the state and helps 
parties to determine whether they have a 
strong case. Generally, the panel consists of 
an odd number of medical professionals and a 
non-voting attorney chairperson.

Currently, tort reform in Kentucky 
cannot mirror Indiana’s Medical Malpractice 
Act because Section 54 of Kentucky’s 
Constitution prohibits caps on damages. In 
Kentucky we have created a plaintiff friendly 
environment with regard to nursing home 
and other types of malpractice lawsuits. 

Medical Review panels
The impact of tort reform including 

the establishment of a medical review panel 
potentially allows for nursing facilities to 
allocate their expenses towards improving 
quality of care as opposed to excessive costs 
in order to defend lawsuits. While this panel 
would not stop a plaintiff from bringing 
the lawsuit, it would serve as a tool to gauge 
whether it is a valuable use of time and 
resources for the patient and provider to 
engage in litigation. 

Whether the adoption of medical review 
panels similar to those in Indiana make sense 
for Kentucky remains to be seen.  However, if 
Indiana’s experience serves as a guide, then this 
or similar reform would discourage frivolous 
malpractice lawsuits and increase healthcare 
providers peace of mind by allowing them to 
redirect funds toward patient care. 

Courtney Guild, Esq.is an attorney with 
Hall, Render, Killian, Heath & Lyman PSC.
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Medicine is feelig the effects of regulatory 
and legislative changes, increasing risk, and 
profitability demads—all contributing to an 
atmosphere of uncertainty and lack of control.

What we do control as physicians:  
our choice of a liability partner. 

I selected ProAssurance because they stand 
behind my good medicine and understand my 
business decisions. In spite of the maelstrom  
of change, I am protected, respected, and heard. 

I believe in fair treatment—and I get it.

 One thing I am certain about  
is my malpractice protection.”

“As physicians, we have so many 
unknowns coming our way...

Professional Liability Insurance & Risk Management Services

ProAssurance Group is rated A+ (Superior) by A.M. Best.  
ProAssurance.com  • 800.292.1036
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By Lynne Jeter

Not long ago, hospice referrals for end-
of-life care were typically made only a few 
weeks before the patient’s death. Now, good 
hospice referrals are made six months to a 
year in advance to allow time for patients 
and their families to transition to the final 
phase of life. Palliative care comes in sooner 
for patients suffering from serious illness, 
with specialists having the advantage of 
focusing on the patient, not the disease. 

“Hospice and palliative care deliver 
outcomes and experience of care at lower 
costs,” said Joe Rotella, MD, chief executive 
officier, Hosparus, in Louisville. “It increases 
quality of life and prolongs survival.” 

“Just about any patient with a serious, 
life-limiting illness can benefit from 

palliative care,” added Robert Lehmberg, 
MD, assistant professor of hospice and 
palliative medicine at the University of 
Arkansas for Medical Sciences (UAMS). 
“It improves the patient’s quality – and 
sometimes length – of life.” 

Hospice is definitely underutilized in 
the United States. According to Rotella, 
in 2010, 42 percent of patients who died 
received hospice care. Half of the hospital 
patients received less than 20 days of care. 
Derrick O’Connell, RN, chief quality 
officer for Esse Health, a St. Louis-based 
practice group with nearly 100 physicians 
and specialists agrees. 

“There are barriers to hospice because 
of the inability to confront mortality as a 
psycho-social issue,” he said, “and barriers 

within the medical community to refer 
patients to hospice because physicians and 
their teams may feel they’ve failed in the 
medical management of a patient.” 

Miguel A. Paniagua, MD, concurs. 
Because so many great technological 
advances in medicine have been made, he 
said a patient’s treating physician may view 
their death as failure. 

Smooth Transition
O’Connell, a former hospice manager, 

said the emerging Patient Centered Medical 
Home (PCMH) model has a mechanism in 
place to assist primary care providers (PCPs) 
with the transition of patients to hospice 
and palliative care. 

“Primary care providers and their 
teams can facilitate the documentation of 

advanced directives for each patient,” he 
explained. “Each patient is counseled on 
choices in the event of a life-ending medical 
condition or event. It’s important when 
provider teams recognize that the patient is 
nearing the end of their life cycle and can 
begin the patient-centered collaboration for 
appropriate end-of-life care with a statement 
like: ‘there’s nothing more medicine can do 
for you. We’d like to refer you to hospice 
care because they’re experts at keeping you 
comfortable at end-of-life care and can 
enable you to die with dignity.’” 

Paniagua, associate professor and 
director of the Department of Internal 
Medicine Residency Program at Saint Louis 
University (SLU) School of Medicine in 
Missouri, said a smooth transition is easier 

when the primary care provider (PCP) team 
clearly communicates the end-of-life plan 
with patients.

“We similarly teach many high-
tech and high-reimbursing procedures in 
medicine, but in my view, the most delicate 
and nuanced procedure we can teach and 
learn is the bedside conversation about goals 
of care and treatment planning,” he said. 

“Unfortunately, not enough emphasis 
is placed on teaching and learning this 
procedure, which leads to much variability 
in the way it’s delivered, as well as providers’ 
discomfort and unease with doing it.” 

Hindered progress
Paniagua also noted that mainstream 

media’s sensationalized coverage of 
euthanasia and physician-assisted suicide 
issues has hindered progress in the 
advancement of the specialty and public 
perception. 

“In reality, (euthanasia and physician-
assisted suicide) is such a miniscule practice, 
and in only three states,” he emphasized. 
“Too often patients feel they have no other 

way out of their suffering. More often than 
not, we providers don’t do an adequate job 
providing palliative care to most of the 
suffering.” 

Lehmberg, who switched specialties to 
hospice and palliative medicine after a neck 
injury prevented him from continuing his 
nearly 30-year plastic surgery practice, said 
the most common misperceptions about 
the specialty are the differences between 
palliative care and hospice, and getting the 
team involved early enough to “truly assist 
the patients, their families and the treating 
physicians.” 

“Most people, physicians included, 
think of us only in terms of hospice and end 
of life,” said Lehmberg. “However, palliative 
care improves the quality of life of patients 
and their families with life-threatening 
conditions through the prevention and relief 
of suffering, and also the treatment of pain 
and other problems – physical, psychosocial 
and spiritual.” 

Rotella agreed. “We’re afraid to talk 
about death. We don’t always elicit or honor 

Tapping into hospice and palliative medicine
PCPs benefit from services of underutilized specialty. 

Continued on page 17

Palliative vs. Hospice Care
palliative care:
• provides comfort and 

relief from pain and other 
distressing symptoms;

• is meant to neither hasten 
nor postpone death;

• integrates the psychological and 
spiritual aspects of patient care;

• affi  rms life while regarding 
dying as a normal process;

• assists patients in living as 
actively as possible until death;

• helps the family cope during 
the patient’s illness;

• uses a specialized team approach 
including physician, nursing, 
chaplaincy and social work; and 

• is provided in conjunction with 
therapeutic treatments such as 
chemotherapy and radiation. 

Hospice care:
• focuses on caring, comfort 

and dignity at end of life;
• provides relief from pain and 

other distressing symptoms;
• is meant to neither hasten 

nor postpone death;
• integrates the psychological 

and spiritual aspects 
of patient care;

• helps the family cope with 
the patient’s end of life and 
their own bereavement

• uses a specialized team 
approach including 
physician, nursing, 
chaplaincy and social work.
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patients’ values and preferences,” he said.
Rotella notes that further barriers to 

offering hospice and palliative care include 
medicare regulations, exclusions and 
reimbursement mechanisms.

Why palliative Care Helps physicians
Palliative care may be extremely 

helpful to physicians and patients in 
conjunction with therapeutic treatments, 
such as chemotherapy and radiation, said 
Lehmberg, noting that requests for hospice 
and palliative care consultations for the 
UAMS Department of Hematology and 
Oncology has increased significantly – from 
400 in 2007 to more than 2,200 estimated 
this year. 

“As evidenced by our program growth, 
an awareness of the role of palliative care is 
increasing,” he said. “Still, I’d like to continue 
to contribute to a better understanding of 
our subspecialty and how we can help. Once 
a patient has been diagnosed with a life-
threatening illness, it’s really never too 
early to involve a multi-disciplinary 

palliative care team.”
Palliative care transitions to hospice 

care when the illness progresses to the 
point that therapeutic treatments are no 
longer applicable, explained Lehmberg.

“In palliative care, an experienced 
team is best at fitting in with the 
primary medical approach, not rivaling 
it,” said Lehmberg. “As consultants, 
the palliative care team complements 
the treatment and care provided by the 
primary physicians.” 

Continued from page 16
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Palliative care may be 

extremely helpful to 

physicians and patients 

in conjunction with 

therapeutic treatments, 

such as chemotherapy 

and radiation.

Shortage Solutions
When it was established 25 years 
ago, the American Academy of 
Hospice and Palliative Medicine 
(AAHPM) had 250 charter 
members. Now, the professional 
organization has 5,000 members. 

Yet even though four out of fi ve 
large U.S. hospitals now have 
palliative care programs, and 
consultations for the specialty 
have spiked, new growth isn’t 
keeping pace with the coming 
demand. New hurdles hinder 
progress – a rapidly aging baby 
boomer generation coupled with 
the existing senior population, 
continued segmentation of 
care, and limited funding for 
specialty training programs.  

AAHPM leaders recently 
proposed a solution to the specialty 

shortage problem: Timothy 
E. Quill, MD, and Amy P. 
Abernethy, MD, president and 
president-elect of the AAHPM, 
respectively, suggested reserving 
palliative medicine physicians for 
more challenging cases, while also 
increasing the palliative skills of 
primary care providers (PCPs) and 
specialists who see patients daily. 

Using their model, PCPs would 
receive appropriate education to 
address management of pain and 
other symptoms and other basic 
palliative care needs. Palliative 
medicine physicians would be 
called in to manage diffi  cult-
to-treat pain, complicated 
depression, anxiety and grief 
and other more complex needs.

— AAHPM 
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By Lynne Jeter

Ken Brummel-Smith, MD, almost 
bypassed specializing in geriatrics because 
of the lack of educational opportunities 
at medical schools during the early 1970s, 
when he attended and the lack of geriatric 
residency slots nationwide. Instead, it was 
a chance encounter that sculpted his career 
path and enabled him to establish the na-
tion’s first Department of Geriatrics for an 
allopathic school. 

“My first job after fellowship was 
teaching a family medicine residency, and 
my director told me about the Society of 
Teachers of Family Medicine having a con-
ference on teaching geriatrics in the fam-
ily medicine residency program, and said it 
was going to be a big deal someday. When 
asked if I’d go and see what I could find 
out about it, my first thought was, ‘Wow!! 
A free trip to Boston!’ I really didn’t have 
much knowledge about geriatrics then,” 
said Brummel-Smith, past president of the 

American Geriatrics Society, and founding 
chair of the department of geriatrics at the 
Florida State University College of Medi-
cine (FSU-COM). “After getting enthused 

at the conference and involved in develop-
ing educational programs, I switched from 
family medicine to geriatric medicine.” 

Since then, the field of geriatrics has 
exploded. As baby boomers have aged, the 
need for geriatricians grows. Currently, 
38,000 geriatricians are projected to meet 
the country’s needs.

“We’re at 7,000 now,” said Brummel-
Smith. “The main problem is we don’t have 
enough applicants. When I started in 1980, 
hardly anyone believed it was worth talking 
about. Now, there’s interest from the gen-
eral public, but not enough interest from 
medical students. Lack of money and pres-
tige are two reasons why.”

addressing the Shortage
To address the shortage, Brummel-

Smith routinely encourages high school 
groups pursuing medical paths to strongly 
consider geriatrics. 

“I always give them data that says: if 
you look at the top income to the lowest 
income, geriatricians are at the bottom of 
the scale,” he said. “We actually make less 
money with a specialty in geriatrics than 
we would in our primary specialty of fam-
ily medicine or internal medicine. But in-
terestingly, you can line up the reverse in 
job satisfaction. Geriatrics has the highest; 
neurosurgeons, among the highest paid, 
have the lowest. We tell them to think 
about paying your bills and your loans, but 
don’t think you need to sacrifice your life 
to do it. Choose a specialty you love rather 
than one that pays well. And you’ll be hap-
py the rest of your life.”

Brummel-Smith also ensures that all 
medical students have rotations in geriatric 
medicine in the school’s community-based 
curriculum model.

“Otherwise, if you took 1,000 people 
in a community, 700 would have a rea-
son for thinking about their health during 
that month,” he explained, referencing the 
well-known study, “The Ecology of Care,” 
which first appeared in the New England 
Journal of Medicine in 1961, and was re-
cently revisited with similar results. 

When medical graduates after residen-
cy go into practice for family medicine phy-
sicians, 30 percent will be geriatric patients. 
For internists, it’s 40 to 50 percent. 

“And they’re just not prepared for it,” 

said Brummel-Smith. “During medical 
school and residency, students get a nega-
tive view of geriatrics because you’re not 
seeing that many older patients in aca-
demic medical centers, and they hardly 
ever see geriatricians as role models. Com-
bined with the negative financial incen-
tives, and the negative emotional incen-
tives that a lot of academic doctors put on 
geriatrics, it doesn’t surprise me that few 
people choose geriatrics.” 

Tide Slowly Turning
The tide is slowly turning in favor 

of geriatric medicine. CMS has elevated 
geriatrics to primary care status, paying 
$38,500 per resident annually, a 10 percent 
payment bonus from $35,000. The shift 
from production to value-based medicine 
also makes a difference. (South Carolina 
adopted a student loan repayment program 
as an incentive for geriatricians, a move 

Brummel-Smith hopes other states will 
emulate.)

“In general, there’ll never be enough 
geriatricians to take care of all people over 
the age of 65,” he said. 

Even though baby steps are helpful, it 
remains problematic for geriatricians, who 
don’t fit the standard productivity model of 
many medical groups. 

“Geriatric patients don’t fit into the 
15-minute visit model,” Brummel-Smith 
explained. “Older patients have more medi-
cal needs and take longer for each appoint-
ment. Also, the way our healthcare system 
works now and the way of reimbursement, 
you’re not being paid to make a patient 
well. You’re paid to provide certain servic-
es. And many things that need to be done 
aren’t strictly medical. There’s coordination 
with long-term services and supports and 
social issues.”

For example, on a recent clinic day, 
Brummel-Smith spent an hour with the 
wife and daughter of a geriatric patient 
who was too demented to understand his 
condition. 

“We wanted time to have an in-depth 
discussion about care planning,” he said. “I 

Making geriatrics a primary 
As baby boomers age, and the need for geriatricians grows, 
medical students interest in the field wanes. 

“If you look at the top 
income to the lowest 
income, geriatricians are 
at the bottom of the scale. 
But interestingly, you can 
line up the reverse in job 
satisfaction. Geriatrics has 
the highest; neurosurgeons, 
among the highest paid, 
have the lowest. Choose 
a specialty you love 
rather than one that pays 
well. And you’ll be happy 
the rest of your life.” 

— Ken Brummel-Smith, 
MD, founding chair, 

department of geriatrics, 
Florida State University 

College of Medicine

currently, 38,000 
geriatricians are projected to 
meet the country’s needs.

Continued on page 23
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Tumor target
Norton Cancer Institute first in Kentucky to obtain 
TrueBeam STx with Novalis Radiosurgery system.

By Courtney Bisig

A promising development for cancer 
patients has come to Louisville, Ky., in the 
form of the TrueBeam STx with Novalis 
Radiosurgery system. The TrueBeam 
STx is the latest and one of the most 
advanced radiotherapy technologies in 
the world, expanding treatment options 
for even the most challenging cases. 

N o r t o n  C a n c e r  I n s t i t u t e  i n 
Louisville is the first in the state to 
house the TrueBeam STx machine, 
along with the Novalis Tx technology 
it acquired in 2011. The facility’s high 
volumes and the expertise of radiation 
oncologist Aaron Spalding MD, allowed 
the institute to create the most powerful 
radiosurgery and radiat ion treatment 
duo in Kentucky. 

Quick & Sophisticated 
The TrueBeam STx with Novalis 

Radiosurgery from Varian Medical Systems 
and Brainlab was engineered to perform 
quick and sophisticated radiosurgery 
procedures with pinpoint accuracy. This 
technology will enable faster, more accurate 
tumor targeting in the treatment of 
challenging cancers throughout the body, 
including those in the brain, pancreas 
and liver. Because TrueBeam delivers 
treatments up to four times faster than most 
other systems, a complex radiosurgery can 
take five to 20 minutes to complete. The 
machine generates 3-D images of the tumor 
much faster than other systems, while 
using X-ray doses 25 percent lower, which 
helps keep patients safe from radiosurgery 
complications and protects healthy tissue 
and critical organs.

Diffi cult Cases, No Longer Challenge
Another advantage to the TrueBeam 

technology is that it enables surgeons to 
see clear images of the tumor they are 
treating, allowing them to target them at 
the source with precise accuracy. As the 
patient breathes and the tumor moves, 
motion management tools synchronize the 
radiation beam delivery with the patient’s 
motion. 

“The TrueBeam technology will allow 
us to treat the most difficult cancer cases 
with unprecedented speed and exactness,” 
Spalding said. “Along with the Novalis 
Tx technology, this makes it possible for 
us to offer more targeted treatment of 
tumors, even as they move within the 
body and change over time. We made a 
conscious decision to offer our community 
radiosurgery services that do not require the 

invasive frames or long treatment times that 
other services might require.”

TrueBeam can treat cancers anywhere 
in the body, opening the door for the 
most challenging cases in the lung, breast, 
abdomen, head and neck, as well as 
other cancers that are treatable through 
radiotherapy. Diseases other than cancer, 
such as chronic neurological conditions, can 
also be treated with TrueBeam. 

Courtney Bisig is public relations 
coordinator at Norton Healthcare.

trUebeaM stX iNside the radiatiON ONcOlOGy sUite at 
NOrtON caNcer iNstitUte.

this is an advertisement

If It’s Health Care
We Will Be There

Gain insight and understanding  
from our attorneys at  
hallrender.com/resources.

614 West main street | suite 4000 | Louisville, KY 40202 | (502) 568-1890

HallRender_KentuckyAd_112812.indd   1 11/28/12   2:37 PM



p a g e  2 0     M e d i c a l  N e w s  •    O c t O b e r  2 0 1 3

C O M M E N TA R Y

Time is ticking  
Policy makers need to ditch the sleeping pills and address the PCP shortage.

By aislinn Killian

A young primary care physician 
(PCP) stares at a computer screen while 
the adjacent waiting room becomes 
increasingly congested with patients. 
This image is becoming a frequent oc-
currence in rural clinics across the U.S. 
as the demand for the provision of ba-
sic healthcare rises almost concurrently 
with the number of administrative du-
ties doctors are expected to complete. 

Demographic changes and the Af-
fordable Care Act, which will see mil-
lions of Americans gain health insur-
ance for the f irst time, are augmenting 
the strain on an a lready ailing sys-
tem. Unfortunately, poorly structured 
graduate training schemes and low 
salaries comparative to the specia lty 
areas are continuing to turn doctors 

away from primary care. Research by 
Stephen Petterson at the Robert Gra-
ham Center estimates there will be a 
shortfa ll of 52,000 physicians in pri-
mary care by 2025.

The gMe Survival game
After years of stress, study and ex-

ams, one may finally put the letters MD 
after their name. Though in order to 
obtain a license to practice, a further 
year of training in a hospital is required. 
The Graduate Medical Education Sys-
tem (GME) accredits further training 
or “residency” programs. Unlike medi-
cal school, which is funded by the in-
dividual, the GME survives on federal 
funding to the tune of $13 billion. 

Currently, the amount of funding 
received by a program is not depen-
dent on where their graduates choose 

to work. A snapshot study of 759 pro-
grams found close to half of all primary 
care physicians came from just 20 pro-
grams. These programs combined re-
ceived $292 million in GME funding. 
Stomach churning findings considering 
another 20 programs that produced just 
6.3 percent of all primary care physi-
cians and yet received $842 million. 
A more structured approach to GME 
funding with allocations linked to the 
number of primary care physicians pro-
duced would counterbalance the skewed 
distribution of physicians towards the 
specialties.

Debt Challenges
Changes in the structure of funding 

may be helpful but do not address the 
overriding problem facing new doctors. 

In 2012, 86 percent of medical school 
graduates had upwards of $166,000 in 
debt from their undergraduate training, 
a notable point given the massive dis-
crepancy in salaries between specialty 
areas and primary care. A dermatolo-
gist in San Francisco can earn twice as 
much as their colleague in a rural clinic 
in Jackson, Calif. 

Federal policy makers should look 
to countries such as Australia and Nor-
way, which also struggle to deploy doc-
tors to their sparsely populated areas 
but utilize tax breaks or higher salaries 
as incentive. Equally, Canada’s Return-
For-Service scheme, which incorporates 
loan forgiveness, has seen some success.

apRN’s Becoming First Line of Basic Care
Physician lobby groups continue to 

f ight to maintain the status quo, but 
the shift from traditional doctor-patient 
care is eminent. Advanced practice reg-
istered nurses (APRNs) are frequently 
appearing as the f irst line of call in basic 
care. The extra training done by APRNs 
prepares them to work with an extended 
scope of practice so that they can assess, 
diagnose and manage patient problems. 

Research suggests the level of care 
provided by APRNs is comparable to 
that of physicians. The corporate world 
has also seen cost saving opportunities 
as pharmacy chains such as Walgreens 
have started opening retail clinics. 
These clinics open early and close late 
with many patients being treated solely 
by a nurse. Unfortunately only 19 states 
recognize APRNs. 

Draconian regulations in the re-
maining states need to be revised. This, 
in conjunction with increased clerical 
support for administrative duties, will 
free physicians to focus on more com-
plex cases and improve healthcare acces-
sibility. 

Time is ticking for policy makers to 
ditch the sleeping pills and address the 
primary care shortage. Several avenues 
are available to them, now all they need 
to do is choose one. In the meanwhile, 
eat an apple a day as the doctor is away.

Aislinn Killian is a medical student 
at the Royal College of Surgeons in the 
United Kingdom.

Federal policy makers 
should look to countries 
such as Australia and 
Norway, which also struggle 
to deploy doctors to their 
sparsely populated areas 
but utilize tax breaks or 
higher salaries as incentive. 
equally, canada’s return-
For-Service scheme, 
which incorporates 
loan forgiveness, has 
seen some success.

Do you want to stay up 

to date on the latest news 

in the business of healthcare?

Sign up for the 
Medical News eNewsletter 
at www.MedicalNews.md

to date on the latest news 

in the business of healthcare?

to date on the latest news 

in the business of healthcare?

Sign up for the 
Medical News eNewsletter Medical News eNewsletter Medical News
at www.MedicalNews.md
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C O M M E N TA R Y

By Mark W. Leach 

October is National 
Down Syndrome Aware-
ness Month. A new Ken-
tucky law serves to fur-
ther raise that awareness 
by providing new and ex-
pectant parents resources 

when they receive a test result for Down 
Syndrome.

The law, known as the Down Syn-
drome Information Act, took effect at 
the end of June. Six months earlier it 
could have helped a Kentucky mom.

The Huffington Post’s report on 
new prenatal tests for Down syndrome 
featured a Kentucky mom who received 
her test results last winter—and then 
nothing else. As she described it, “No-
body offered anything. Nobody told me 
about any resources. I had to do all of 
that on my own.”

passed Unanimously
The new Kentucky law should pre-

vent this mom’s experience from hap-
pening again. 

The law requires that when any 
healthcare provider delivers a test result 
for Down syndrome, they are to provide 
resources made available through the 
Department of Public Health. 

Senator Julie Denton, Republican 
Chair of the Senate Health & Welfare 
Committee, introduced the bill, and it 
passed unanimously through the Senate. 
It received the support of House Health 
& Welfare Committee Chair, Democrat 
Representative Tom Burch, and passed 
unanimously in the House, as well.

Governor Steve Beshear made a 

point of signing the bill into law in time 
for World Down Syndrome Day, held 
each year on March 21—the numeri-
cal date 3/21 representing three copies 
of the 21st chromosome, the cause of 
Down syndrome.

Resources Now available
The Department of Public Health 

has launched a webpage to implement 
the law. Medical guidelines have long 
recognized the value of connecting new 
and expectant parents to local parent 
support groups. The webpage lists the 
parent support organizations that serve 
across the Commonwealth. 

The webpage also provides links to 
the resources based at the University of 
Kentucky’s National Center for Prenatal 
& Postnatal Down Syndrome Resources.

The National Center has an online 
training program on how to deliver a 
diagnosis and provides written materi-
als that have been identif ied by expect-
ant mothers as the type of information 
they want to receive with a diagnosis. 
The National Center’s resources are ap-
proved by the National Society of Ge-
netic Counselors, and the American 
College of Medical Genetics and Ge-
nomics’ most recent statement on pre-
natal testing identif ies them as the re-

By complying with the law, 

mothers will no longer have 

to seek out information on 

their own from potentially 

unreliable sources

Why the Down Syndrome Information Act is a     
must for new, expectant parents 
Doctors to provide Down syndrome resources under new law. 

GOV. beshear siGNs the dOwN syNdrOMe iNfOrMatiON act with MeMbers Of KeNtUcKy dOwN syNdrOMe sUppOrt OrGaNiZatiONs.

Continued on page 23
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C O M M E N TA R Y

By Dwight Myfelt

As shortages in many healthcare 
occupations continue, healthcare employers 
are expanding the search to international 
healthcare workers who are already in the U.S. 
Physical therapists, occupational therapists, 
pharmacists, and many other healthcare 
professionals can obtain an H‐1B work visa 
from U.S. Citizenship and Immigration 
Service. The employer – not the employee – 
has to request the H‐1b work authorization 
on behalf of the employee, and it requires 
approval by the Department of Labor and the 
U.S. Citizenship and Immigration Service 
at a cost of $1,825 to $3,550 in government 
filing fees plus attorney fees.

Who pays? Who Shouldn’t?
Employers should be wary of offers 

from prospective employees or third‐party 
recruiters to pay the fees. Prospective 
employees, eager to work for the healthcare 

employer, sometimes volunteer to pay the 
expenses for the H‐1b. Yet, the Department of 
Labor (DOL) and United States Citizen and 
Immigration Services (USCIS) regulations 
prohibit the employee from doing so. Thus, 
if an employer allows an employee to pay, 
the DOL can impose penalties (including 
reimbursement to the employee who paid the 
fees as well as other penalties).

Likewise, some third‐party recruiters 
may offer to pay the filing fees for the 
healthcare worker—then obtain the fee from 
the foreign national healthcare worker to bear 
the costs. Some third‐party recruiters boldly 
state in their advertisements that these are 
employee‐paid cases in, which the employee 
bears all of the costs of the H‐1B process.

Such recruiters primarily target rural 
and smaller hospitals whom they perceive 
to have less experience with international 
workers, and less knowledge about the laws 
related to these cases. 

Both of these situations—fees paid 

directly by the employee or indirectly through 
a recruiting agency—should be avoided. 
Unlike many other immigration work visas, 
the H‐1b has stringent requirements on who 
pays the costs.

What employees Can Cover
Employees may pay some H‐1b 

expenses if their wage is still higher than the 
DOL required wage. There are, however, 
some expenses related to a H‐1B Visa 
petition, which the employee is allowed to 
pay: the costs to file visa applications for 
family members, the cost of the healthcare 
worker certificate (commonly referred to as 
“VisaScreen”), the costs for state licensure 
and the costs to expedite the government 
processing of the H‐1b visa application. 

Also, employees may pay some of the 
H‐1b expenses if their wage is still higher 
than the DOL required wage after paying 
the expense. But few employers pay a wage 
that far in excess of the DOL required 

wage so this is rarely an option for an H‐1B 
visa case.

expense Requirement 
The expense requirement extends 

beyond the term of employment. Expenses 
may not be paid by the employee before 
filing the H‐1b application, after approval 
of the H‐1b application, or even reimbursed 
by the employee as part of a breach of 
contract settlement.

International healthcare workers can 
be a great supplement to staffing needs, 
and the H‐1b can be a great method to 
employ them. But the healthcare employer 
itself is responsible for compliance and 
must ensure that it does not violate any 
of the regulations of the Department 
of Labor or U.S. Cit izenship and 
Immigration Service.

Dwight Myfelt, is an attorney with the 
Hammond Law Group LLC in Cincinnati.

Healthcare immigration  
Employers: be wary of no-cost tactics.

13-378

In March 2014, the American Pharmacist Association Annual Meeting 
makes its mark in Orlando, Florida—and registration is open! Sign up 
early for a discounted rate and guarantee yourself a place at the event 
dedicated to your profession.  

When this many pharmacists unite, the experience is powerful. Exchange 
ideas and recharge your bond with our profession’s promise—all while 
discovering the latest innovations and resources for future growth. Use the 
connections you make and the knowledge you gain as a positive force in 
your career and for the health of your patients.  

It all happens at APhA2014. We’ll see you there! 

Visit www.aphameeting.org now to learn more. 

APhA2014
Get Ready to Realize the Power and Promise of Pharmacy

Register Early for APhA2014 and Save!
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B U S I N E S S  O F  AG I N G

Continuing Care Hospital
Flaget Memorial Hospital
Frazier Rehab Institute
Jewish Hospital
Jewish Hospital Medical Center East
Jewish Hospital Medical Center South
Jewish Hospital Medical Center Southwest
Jewish Hospital Medical Center Northeast
Jewish Hospital Shelbyville
Jewish Physician Group
Our Lady of Peace
Saint Joseph Berea

Saint Joseph East
Saint Joseph Hospital
Saint Joseph Jessamine
Saint Joseph London
Saint Joseph Martin
Saint Joseph Mount Sterling
Saint Joseph Physicians
Sts. Mary & Elizabeth Hospital
VNA Nazareth Home Care
The Women’s Hospital at  

Saint Joseph East

Meet KentuckyOne Health. A new and unique partnership between two 
of Kentucky’s leading health providers—Jewish Hospital & St. Mary’s 
HealthCare and Saint Joseph Health System. Together we are investing 
$320 million to bring the latest treatments to more people across the 
state. Learn more about KentuckyOne Health at KentuckyOneHealth.org.

Better care is here.

Continued from page 21

Why the Down Syndrome 
Information Act is a must for 
new and expectant parents 

sources to be provided with a test result.

preparing for a Down Syndrome Child
The Down Syndrome Information 

Act comes at a time when that one Ken-
tucky mom’s experience of receiving a 
test result will become more common 
than ever.

While births have leveled off na-
tionally, there has been an increase in 
the number of births to women over the 
age of 30. The chance for having a child 
with Down syndrome increases with 
the age of the mother. Further, prenatal 
testing advances have resulted in all ex-
pectant mothers being offered prenatal 
testing for Down syndrome. Therefore, 
there will be more women expecting a 
child with Down syndrome and more 
will have the chance to f ind out earlier 
than ever.

Fortunately, the Down Syndrome 
Information Act is an example of bi-
partisan common ground that utilizes 
resources based right here in Kentucky. 
With the new law, doctors, nurses, ge-
netic counselors, and midwives have 
available the resources their patients 
need to receive with a Down syndrome 
test result.

By complying with the law, mothers 
will no longer have to seek out infor-
mation on their own from potentially 
unreliable sources. Instead, when deliv-
ering a test result for Down syndrome, 
Kentucky’s health providers will be 
providing the information and support 
resources recognized by professional 
medical organizations and required by 
Kentucky Law.

Mark W. Leach is a member of Stites 
& Harbison, PLLC. He is also the board 
president for Down Syndrome of Louisville. 

For additional 
information: 

The Down Syndrome Information 
act is codifi ed at KRS 211.192, 
available at the Legislative Research 
Commission’s webpage, lrc.ky.gov.

The Department of public Health’s 
webpage for Down syndrome resources 
can be accessed at: chfs.ky.gov/dph/mch/
ecd/DownSyndromeInformation.htm.

The National Center for prenatal & 
postnatal Down Syndrome Resources web 
site is at: downsyndromediagnosis.org

Continued from page 18

Making geriatrics a primary 

couldn’t bill for that because under Medi-
care rules, you can only bill for the patient’s 
care if the patient is there. But we were do-
ing deep patient care planning that was 
very emotionally difficult, and it’s going to 
lead not only to a very good outcome as he 
nears the end of his life, but also it’ll help 
save CMS a lot of money for unnecessary 
care he wouldn’t want in the first place. 
There’s no way I could bill for that.”

Who is the geriatric patient?
Overall, there’s an upside to the gap of 

supply and demand of geriatricians. Even 
though geriatrics is labeled for patients over 
the age of 65, most seniors up to age 74 are 
relatively healthy and don’t need a geriatri-
cian, Brummel-Smith said. 

“The perfect patients for a geriatrician 
are those above age 75, and especially those 
with multiple chronic conditions and long-
term care needs, such as dementia, and the 
kinds of problems that are very difficult 
for internists and family physicians to take 
care of in a standard 15-minute visit,” he 
said, pointing out the American Geriatric 
Society considers the specialty both a pri-
mary care and consultation model. 

“We manage primary care for that 
population of complex and frail elders, 
and consultations to other physicians for 
the ‘younger’ old people,” he explained, 
“and for older people who are generally 
receiving good care from their primary 
care provider.”



Qualified personnel are available in these fields:

• Clinical Assistant*
• Clinical Laboratory Assistant
• Healthcare Reimbursement Specialist
• Invasive Cardiovascular Technology*
• Limited Medical Radiography
• Massage Therapy
• Medical Administrative Assistant*
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• Medical Assistant
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Discover 
Our Talent.
At Spencerian College, we teach our students the 
skills and self-confidence they need to thrive. Our 
highly skilled graduates are ready to contribute 
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800-456-3253

LouisviLLe Campus
800-264-1799
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For more information about program successes in graduation rates, placement 
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Compiled by Melanie 
Wolkoff Wachsman 

UK Researcher Developing Over-
dose Treatment

By Keith Hautala, Dave Melanson 
Jan 17, 2013
__________________________

______________
LEXINGTON, Ky. (Jan. 24, 2013) 

— Chang-Guo Zhan, professor in the 
University of Kentucky College of Phar-
macy’s Department of Pharmaceutical 
Sciences, received a three-year, $1.8 mil-
lion National Institutes of Health (NIH) 
grant to develop a therapeutic treatment 
for cocaine overdose.

The development of an anti-cocaine 
medication for the treatment of cocaine 
overdose has challenged the scientific 
community for years. In fact, there is 
no current FDA-approved anti-cocaine 
overdose medication on the market.

“According to federal data, cocaine 
is the No. 1 illicit drug responsible for 
drug overdose related emergency depart-
ment visits,” Zhan said. “More than half 
a million people visit emergency rooms 
across the country each year due to co-
caine overdose.”

This new grant is the fourth in a 
series of investigator-initiated research 
project (R01) awards that Zhan has re-
ceived from the NIH to continue to 
discover and develop a cocaine abuse 
therapy. In previous work, Zhan has de-
veloped unique computational design ap-
proaches to generate of high activity vari-
ants of butyrylcholinesterase (BChE), a 
naturally occurring human enzyme that 
rapidly transforms cocaine into biologi-
cally inactive metabolites.

Zhan and his collaborators have im-
proved BChE catalytic activity specifi-
cally against cocaine by 4,000 times. The 
focus of this new grant is to optimize and 
stabilize these high-activity BChE vari-
ants. The hope is that at the end of this 

grant, this therapy will be ready for clini-
cal development.

“Dr. Zhan’s lab is at the leading-edge 
of cocaine overdose therapy,” said Linda 
Dwoskin, associate dean for research 
at the UK College of Pharmacy. “This 
grant is the culmination of the pre-clini-
cal, innovative and groundbreaking work 
that has been taking place in Dr. Zhan’s 
laboratory for many years. The next step 
will be to move this potential therapy 
into clinical use and make it available to 
those who need it.”

Z

“Handstand”, Bronze By Tuska, LexingTon, ky. a deceased UK fiNe arts prOfessOr, tUsKa was fasciNated with the 
beaUty aNd athleticisM Of the hUMaN fOrM.


