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Healthcare Innovation

Breathe in, breathe out
A local Louisville company is developing a medical 
device to reduce hyperinflation (or air-trapping) in 
patients with COPD.
Read more on page 21

Responding to the call 
In today’s post-reform world, healthcare 
providers have an exceptional opportunity to 
create the future through innovative approaches 
to care delivery.
Read more on page 22

Patient Safety Organizations
The peer review process has long been a vital 
tool that enables providers and physicians to 
evaluate and improve their methods of care. 
Now more than ever, providers should be 
focused on quality of care as reimbursement 
begins to account for quality. 
Read more on page 22
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Practice 
management 
This month we delve into 
practice management. Not 
only do our articles ask 
questions such as “does 
your staff know how to 
handle conflicts with 
patients?” and “how can 
you reduce nurse burnout?,” 
but we provide answers, too. We take 
a closer look at why hospitals embrace BlueBin 
lean supply system and what skill set is needed 
to be an effective leader today in the ever-
changing world of healthcare. 

No matter how big or small your practice 
is, most practice managers will agree that 
collecting from patients is one of the biggest 
challenges that hospitals and practices face. 
ZirMed, Inc., hope to change this.   
We’ll tell you how. 

Articles begin on page 9

By Kenny Colston

For the past few years, those in-
volved with aging care in Kentucky 
have been focused on a key legislative 
change to their industry: the institu-
tion of medical review panels. 

The Kentucky General Assembly 
has debated to review, or not, for the 
past several years as proposals have 
been submitted and modif ied to bring 
the practice to the Commonwealth. 

Yet none of the proposals have 
ever passed both chambers in the 
Kentucky legislature. A Republican-
controlled state Senate has repeatedly 
passed such bills, while a Democrat-
ic-controlled state House hasn’t given 
them much thought. 

In essence, the proposals in Ken-
tucky have been the same. A three- 
doctor panel, usually with one chosen 
by a nursing home, one chosen by a 
patient or its family alleging abuse at 
the nursing home and one agreed to 
by both sides would review a potential 
abuse case. 

Advocates of the practice contend 
it ’s not a legal hearing and doesn’t 
preclude or restrict the f iling of a 
lawsuit. But whatever the review pan-
el determines in a situation would be 
admissible in a lawsuit. 

The change is advocated for by 
those in the nursing home industry, 
who as a group called the Kentucky 
Association of Health Care Facilities 

have paid for T.V. and radio ads en-
couraging support of the change. 

Two other key groups, the Ken-
tucky Justice Association and the 
AARP of Kentucky, have strongly 
opposed the bills. 

Overall, 16 states and the U.S. 
Virgin Islands have some sort of 
medical review panel law, according 
to the National Conference of State 
Legislatures. 

Those states include Alaska, 
Delaware, Hawaii, Idaho, Indiana, 
Kansas, Louisiana, Maine, Massa-
chusetts, Montana, Nebraska, New 
Hampshire, New Mexico, Utah, Vir-

ginia and Wyoming.
Those states who have toyed with 

their laws the most, and most recent-
ly, according to various news reports 
a re Indiana, Louisiana, Wyoming 
and Virginia. 

According to its law, Louisiana 
is likely the toughest law for patients. 
The state charges $100 per named de-
fendant to f ile a case before the panel 
and there is a one-year stature of lim-
itations. An attorney chairs a panel of 
three doctors and the panel must be 
picked within two years of case f iling. 
The panel must hear a case before it 
goes before a court. 

Pros and Cons
Studies on medical review pan-

els are few and far between as well. 
The most recent appears to be a 1986 
study in the Journal of Health Politics, 
Policy and Law. 

That study looked at Arizo-
na’s review law and found “the data 
indicate(s) that a lthough the fre-
quency and average amount of (mon-
etary) recovery are not affected by the 
panel system, the system leads to an 
increase in the number of disputes 
seeking formal adjudication, an in-
crease in the cost of the process, and a 

Continued on page 4

Advocates of the practice 
contend it’s not a legal hearing 
and doesn’t preclude or restrict 
the filing of a lawsuit.  But 
whatever the review panel 
determines in a situation would 
be admissible in a lawsuit. 

Medical review panels
Is it wrong for Kentucky? Depends on who you ask.
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The Affordable Care Act is here and with it comes 
the glitches and enrollment problems that always seem 
to accompany any major new initiative. Although these 
are inexcusable and should have been prevented (We 
did have just over two years to get it right.), one thing 
is clear: people in Kentucky and southern Indiana are 
interested in signing up for insurance many thought 
would always be out of reach.

Over the course of the f irst month, Kentucky has 
processed just over 17,000 applications for coverage. We 
are second in the nation in number of applications processed, showing a clear demand 
from Kentuckians for access to a basic insurance plan. Many of these Kentuckians 
either did not have access to insurance before or could not afford the insurance offered 
to them. The Affordable Care Act has addressed both of these problems.

We can continue the debate about the merits of the Affordable Care Act and 
(more importantly) the implementation blunders of the program nation-wide, but it 
is clear that this is something that many Kentuckians both want and need. Kentucky 
has done a great job of leading the charge, both in electing to implement a Kentucky-
based exchange and helping people understand their options. 

There is still plenty of work that needs to be done and questions to be answered, 
but it is clear that Kentuckians want access to insurance and to take an active role in 
their healthcare system. Let’s hope that this is a catalyst for change and will lead to 
a healthier Kentucky.

Sincerely yours,

Ben Keeton

Glitches and demand

Thoughts from the healthcare community
heraldleader @heraldleader
Eastern State Hospital’s Allen Building comes tumbling down http://bit.ly/1cpdGKw 
T1DExchange @t1dexchange
We’re thrilled to be a special partner with JDRF, PureTech, and Joslin 
on T1D Innovations! http://prn.to/1an9Qhj  #type1 #diabetes
NPR Health News @NPRHealth
What Should Make A Hospital CEO’s Paycheck Bigger? http://n.pr/1andLLf
Medical News for You @MedNews4U
Louisville Hosting Aging Care Innovation Summit http://ow.ly/pNWHg 
Business First @BFLouisville
After two weeks of November, have you been able to get your head around Obamacare? 
http://news.bizj.us/Hbm
KY Youth Advocates @KYYouth
Congrats to Kentucky’s Health Benefit Exchange: kynect 
viewed as success http://wp.me/p3biex-198
KY Voices for Health @kyvoices4health
Over 200,000 people conducted pre-screenings to determine qualifications 
for subsidies, discounts or programs like Medicaid thru @kynectky.

Ben Keeton 

Publisher
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 through our 
merger with Reed Wicker PLLC, confirms our 
commitment to serving the legal needs of Louis-
ville clients. 

Since 1955, we have quietly built a reputation 
for excellence throughout the commonwealth. 
We represent a broad range of companies in 
health care, manufacturing, banking, and 
services, as well as individuals. 

We make Kentucky our home and headquar-
ters, and we want to be your law firm.

DBL Law. The Practice of Excellence.

DBL LAW’s 
new Louisville office,

Dressman Benzinger LaVelle psc

Now up and running in Louisville
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Continued from page 1

lengthening of the time within which 
disputes are resolved.”

A 2009 story in American Medi-
cal News took an opposite view, one 
favored by the healthcare industry 
that shows lower settlement costs and 
quicker resolutions. 

“Pinnac le Actuar ia l Resources 
Inc. The actuarial and consulting f irm 
conducted a 2008 study of the issue for 
the American Medical Association, 
which views the panels as a promis-
ing alternative for states that cannot 
achieve more effective, traditional li-
ability reforms such as noneconomic 
damage caps. The analysis found that 
states with screening panels generally 
had better overall medical liability in-
surance rates –20 percent below the 
national average — and lower claims 
costs than states without such laws. 
States with stronger panel laws also 
showed a higher percentage of cases 
that closed without any payout and 

quicker settlement times.”
Advocates of medical review pan-

els in Kentucky say the state is a “fer-
tile ground” for lawsuits and contend 
out of state lawyers harvest the state 
for cases to make money off of. 

They point to attorney seminars 
on nursing home cases, out of state 
lawyers advertising, a high volume of 
lawsuits and the decision of some com-
panies to leave the state as reasons to 
institute changes to current law. 

But those opposing medical review 
panels say the law is f ine and nursing 
homes are looking for a way to con-
tinue diminished care. 

“(Review panels) will cause delays, 
increase in costs and will decrease nurs-
ing homes’ accountability,” said Maresa 
Fawns of the Kentucky Justice Associa-
tion. “I think it’s wrong for Kentucky.”

Helping Kentucky Nursing Homes
Fawns cites numbers from the 

U.S. Center for Medicare and Med-
icaid Services that says 40 percent of 
Kentucky nursing homes rank below 
or well below average for care. Those 
same numbers rank Kentucky at the 
top for most nursing home f ines and 
the average number of severe def icien-
cies at each home, she said. 

“We need to f igure out a better way 
to get better care in nursing homes,” 
Fawns said. “We need more frontline 
workers to take care of people.”

Fawns a lso sa id bet ter pay and 
more staff ing would help nursing 
homes. She called the review panel a 
way to “impede on the right to trial by 
jury” saying such a panel would auto-
matically give three expert witnesses 
to nursing homes. And Fawns doubts 
doctors would rule against other doc-
tors in abuse cases. 

Advocates for panels point to their 
own statistics saying Kentucky has too 
much unnecessary litigation in nurs-
ing home cases and point to businesses 
pulling out of the state. 

Fawns said the best example of 
why Kentucky shouldn’t institute re-
view panels is its neighboring state, 
Indiana. As bad as Kentucky ranks, 
she said, Indiana is worse in care with 
its review panel legislation. 

“There are several states who have 
it, but there are also several states who 
had it and decided to repeal it,” she said. 

Medical review panels

Advocates for panels point 
to their own statistics saying 
Kentucky has too much 
unnecessary litigation 
in nursing home cases 
and point to businesses 
pulling out of the state. 
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N E W S  in brief 

New app improves communications
A new iOS app developed in part 

by University of Kentucky researcher 
Elaine Wittenberg-Lyles will assist 
healthcare professionals communi-
cate with patients during diff icult 
conversations.

The app, “Health Communication: 
Building Professional Skills,” allows 
quick and ready access to theory-driven 
and evidence-based communication 
tools that are useful in moments of ten-

sion, sorrow, fear, anxiety, awkwardness 
and hesitancy between healthcare pro-
fessionals and caregivers and patients.

A recent study authored by Witten-
berg-Lyles showed that more empathic 
communication is needed between 
caregivers and hospice team members. 
Researchers noted that most caregiver 
statements were met with biomedical or 
procedural talk from the hospice team. 
Few responses went beyond to offer 

Practice Ma na gemen t N ews

“MyICD-10 Timeline” launches 
ADP AdvancedMD, an all-in-

one, cloud-based electronic health re-
cord (EHR), practice management, and 
medical scheduling software, recently 
launched “MyICD-10,” a new web site 
aimed at helping medical practices pre-
pare for the October 1, 2014 ICD-10 
transition. The web site features a time-
line, tools, training and tips to help pri-
vate practices prepare for the change.

A lthough the dead l ine is 17 
months away, recent studies indicate 
that 75 percent of providers are 25 per-
cent or less complete with their ICD-10 
transition preparations.

ADP AdvancedMD tools and in-

formation available on MyICD10.ad-
vancedmd.com include:
•	 The	 ADP	 AdvancedMD	 ICD-10	

Trail Map, which recommends four 
phases of ICD-10 preparation for 
practices, beginning this calendar 
quarter and also provides templates 
and checklists.

•	 ICD-10	 webinars:	 a	 series	 of	 one-
hour sessions. Attendees receive free 
tools and tips to help them conduct 
an impact assessment, develop a 
timeline and set a budget. 

•	 Articles	 and	 news	 surrounding	 the	
transition to the new ICD-10 code set. 

Physician practices report 
increased IT costs

Informat ion technolog y costs 
are on the rise, as physician practices 
adopt and optimize electronic health 
records (EHRs). 

Since 2008, medical practices’ an-
nual expenditures per full-time-equiv-
alent physician for information tech-
nology costs have climbed 27.8 percent, 
from a median of $15,211 in 2008 to a 
reported $19,439 in 2012, according to 
the MGMA Cost Survey Report: 2013 
Report Based on 2012 Data.

Physician practices also reported 
increases in median staff ing costs as 
a result of adding business operations, 
clinical and ancillary support profes-
sionals to the practice. Total business 

operations staff per 10,000 patients 
increased 8.69 percent since 2011, 
from 6.56 to 7.13. This indicates that 
physician practices and hospitals are 
investing in sophisticated, knowl-
edgeable and certif ied staff to manage 
physician services. 

Staff costs are also on the rise as 
additional personnel are hired to man-
age operations and contend with a com-
plex regulatory environment. Increased 
staffing costs may have also been in-
curred as practices seek to improve 
their patients’ experience and satisfac-
tion with their visits beyond the time 
spent with the clinician. 

Bellarmine dedicates nation’s first 
endowed physical therapy service 
learning clinic

Louisville-based Bellarmine Uni-
versity opened the nation’s first endowed 
physical therapy service learning clinic 
on its campus, to prepare students in its  
Doctor of Physical Therapy program for 
careers of leadership and service.

The endowment for the newly-
named Michael E. Hobbs Service 
Learning Clinic allows Bellarmine to 
purchase equipment and supplies to en-
hance its physical therapy community 
service programs. The gift also supports 
expanded faculty and student commu-
nity engagement projects. 

growth of Physical Therapy Program
The Bellarmine University Lan-

sing School of Nursing also received an 
anonymous $375,000 gift this fall that 
will add an additional full-time pro-
fessor to the physical therapy program, 
who will be tasked with developing a 
post-doctoral clinical residency pro-
gram that will provide additional edu-
cational opportunities for Bellarmine 
students, with an emphasis on care 
for the elderly. In addition, a north-
ern California couple recently gifted 
$50,000 in seed money for a leadership 
initiative that will further enhance the 
national reputation of Bellarmine’s 
Doctor of Physical Therapy program.

confirmation with a positive remark to 
the caregiver and even fewer provided a 
shared experience to address the care-
givers’ emotional needs.

 100 Different Strategies 
Once downloaded, Health Com-

munication does not require internet 
access and features more than 100 dif-
ferent communication strategies. Pri-
mary features include a quick reference 
guide for what to say and how to say it, 
and a communications toolkit that sug-
gests important observations to make, 
simple ways of identifying health lit-
eracy levels and basic ways to improve 

team collaboration. Common, yet dif-
ficult clinical situations in a variety of 
contexts (i.e., bad news, decision-mak-
ing, cancer recurrence) are easy to find, 
each with a guide that provides users 
with appropriate questions to ask, what 
to say, and what to observe.

Wittenberg-Lyles developed the 
app with the University of Memphis’ 
Joy Goldsmith and the University of 
Oklahoma’s Sandra Ragan. Health 
Communication is currently available 
for free in the iTunes store for iPhones 
and iPads.

Baptist Health Foundation golf 
tournament raises more than $100,000 

The Baptist Health Foundation Pa-
ducah annual golf tournament recently 
raised more than $100,000 to help ex-
pand and enhance patient services, in-
cluding cancer, cardiology, neurol-

ogy and neonatal care. The sixth an-
nual tournament hosted 49 teams and 
included more than 40 volunteers at the 
Country Club of Paducah. 

Passport Health Plan ranks #21 of all 
Medicaid health plans in the U.S.

The National Committee for Qual-
ity Assurance (NCQA) ranked Louis-
ville-based Passport Health Plan #21 
among 131 Medicaid health insurance 
plans in “NCQA’s Medicaid Health In-
surance Plan Rankings 2013-2014.” 

Passport Health Plan is a managed 
care organization serving more than 
127,000 Medicaid members in Ken-
tucky. The rankings are based on clinical 
quality, member satisfaction and NCQA 
accreditation scores. 
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N E W S  in brief    

Practice Ma na gemen t N ews
Every patient, every encounter, every time
New training program enhances patient experience.

By Kristi Lopez

Providing high-quality patient care has 
always been a hallmark of UK HealthCare, 
but a new training program will help 
clinical and non-clinical employees create a 
patient-centered environment that enhances 
the overall experience of patients and their 
families. Beginning this past July 1, all 
new UK HealthCare employees will attend 
a Patient Centeredness Orientation that 
emphasizes how every position impacts 
patients, families and visitors.

“Patient-centered care is what patients 
know and expect while in our care, and it 
is our job to exceed those expectations,” 
said Kathy Bachman, patient experience 
manager in the office of service excellence. 
“We need to make sure that it is ‘all about 
the patient’ when they are here.”

Creating a patient-centered environment 
means a commitment to a set of beliefs about 
how patients will be cared for, how family 
is treated, how employees will care for each 
other and how leadership supports staff.

“It is a commitment to care for patients 
and families everyday with every encounter,” 
Bachman continued.

How it Works
The Patient Centeredness training has 

all new employees introduce themselves 
and position and then through-out the 
training Bachman references the impact 
each employee has on the patient/family 
experience.   Whether it is the shuttle bus 
driver, front information desk, café clerk, or 
bedside nurse, emphasis on each encounter 
with a patient/family is a moment to 
represent UK Healthcare as a professional 
healthcare environment. 

“I stress the importance of onstage 
behavior at all times and the how this 
behavior a llows us as employees to be 
welcoming, concerned and ready to assist 
in whatever avenue we can,” Bachman said. 

Office of Patient Experience is 
introduced in the first day of new employee 
orientation.  The Patient Centeredness 
Training is required within 90 days of 
employment. The session lasts from 2 to 2 ½ 
hours, with a maximum training size of 25 
employees. It is offered two times per week.

 The initial greeting to new employees 
is to introduce the Office of Patient 
Experience and how this department 

interacts in the care of patients/families 
through patient contacts as inpatients, clinic 
patients, emergency department and out-
patient services.

Office of Patient Experience is a 
resource for training and coaching to 
improve service initiatives by utilizing best 
practices, addressing and resolving patient/
family concerns and monitoring results 
to improve service, quality and safety.   In 
addition, the department is “Employee 
Engagement,” which directly relates to 
employee improvements and satisfaction. 
This would include Chaplin services for 
patient/family and employee spiritual 
support and volunteer services that operates 
gift shops, coordinates volunteers and host 
numerous special events.

Implementing Best Practices
Training is also being held in units 

throughout the health system to encourage 
and refresh employees on “best practices” 
and offer unit-specific guidance.

For example, the mother-baby unit 
at UK Chandler Hospital piloted some 
of the patient experience programs and in 
particular the Patient Rounding program, 
which emphasizes “rounding with a 
purpose.” Every nurse and technician has 
been trained on rounding requirements that 
include asking about pain, asking about 
positioning and anticipating and accessing 
the patient’s needs.

“Patient rounding is a best practice 
that nurses and nursing techs complete 
hourly and every two hours at night,” said 
Bachman.   “The purpose is to develop a 
partnership in care with patients to improve 
quality, safety and service by asking 
specific questions.   Each time a nurse/tech 
rounds on a patient they should knock on 

the door, introduce themselves and their 
position, make a connection with patient 
(i.e. call them by their preferred name), 
ask about using the restroom and talk 
about positioning and pain.   Nurses/techs 
complete an environmental assessment of 
the room and anticipate additional needs 
(water, supplies, and blankets).  Lastly, they 
tell the patient when they will be back.  The 
consistency of rounding reduces anxiety, 
improves communication, contributes to 
efficiency and improves care.”

 Impact already Felt 
“I am already seeing and hearing the 

results from patients who say their needs 
were met quickly, and often they didn’t need 
to use a call button because their needs were 

already anticipated and met by staff,” said 
Gwen Moreland, director of maternal and 
neonatal services. “Families think about the 
birth of their baby for nine months, and we 
want to give them the best experience we 
can during such an important occasion in 
their lives.”

Whether it is training for new employees 
or for those who have worked any number of 
years, it is important for every member of 
the team to put patients and families first, 
to provide quality care and excellent service.

“Our focus is every patient, every 
encounter, every time,” Bachman said. 
“But it is also about being mindful that 
sometimes it is the little things we do that 
make a big impact on people every day.”

“our focus is every patient, 
every encounter, every time.  
But it is also about being mindful 
that sometimes it is the little 
things we do that make a big 
impact on people every day.” 

— Kathy bachman, patient 
experience manager in the 

office of service excellence

Lowering your systolic by 20 mmHg and lowering 
your diastolic blood pressure by 10 mmHg may 

decrease your risk of stroke 
and ischemic heart disease 

by about 50%

The 
American Heart Association 
recommends a daily limit of 
1500 mg of sodium.
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Undergraduate program meets 
workforce demands

In an effort to meet the nation-
al shortage of trained public health 
professionals, the University of Lou-
isville School of Public Health and 
Information Sciences will launch a 
new undergraduate degree program 
in fall 2014. The Kentucky Coun-
cil on Postsecondary Education ap-
proved the program that will offer 
two degree options, a bachelor of 
science in public health for students 
focused on public health practice and 
a bachelor of arts in public health or 

liberal arts studies. 
The bachelor’s degrees will pre-

pare students for positions in specif ic 
sectors of public health, health ser-
vices and public policy, with career 
opportunities in policy change, com-
munity engagement, global health, 
maternal and child health, disease 
surveillance, non-prof it manage-
ment, health promotion, health care 
administration, health services re-
search and environmental health.

Board of health backs statewide 
Smoke-Free law

nizations in northern Kentucky.
More than 400 organizations 

and businesses have signed similar 
resolutions for a Smoke-Free law. 
At the time of the release, 32 oth-
er health departments or boards of 
health have indicated that they en-
dorse Smoke-Free Kentucky’s work. 

To date, 23 Kentucky communities 
have passed comprehensive Smoke-
Free laws, protecting 34 percent of 
Kentuckians. In northern Kentucky, 
only Kenton County has a Smoke-
Free law and it contains exemptions 
for bars and restaurants.

Recognizing the need to pro-
tect the public’s health by reduc-
ing exposure to secondhand smoke, 
the Northern Kentucky District 
Board of Health recently signed on 
as a supporter for Smoke-Free Ken-
tucky. At its September meeting, 
the board unanimously voted to en-

dorse Smoke-Free Kentucky’s efforts 
to pass a comprehensive statewide 
Smoke-Free law that would prohibit 
smoking in all worksites, including 
bars and restaurants. Further, the 
board authorized the health depart-
ment staff to promote Smoke-Free 
Kentucky and its work to other orga-

Simulation program trains home 
health workers

As the population ages, the need 
for professional caregivers to provide 
in-home services for ill and disabled 
patients is increasing. Workplace, pa-
tient homes may present more chal-
lenges than other healthcare settings 
because they can harbor hazards such 
as tobacco smoke, cluttered hallways 
and rooms, inaccessible bathrooms, 
rodents, bugs and more.

Thanks to a three-year, $870,000 
grant from the National Institute for 
Occupational Safety and Health, a 
part of the Centers for Disease Con-
trol and Prevention, University of 
Louisville School of Nursing Shirley 
B. Powers endowed chair in nursing, 

Barbara Polivka, PhD, RN, and re-
searchers from The Ohio State Uni-
versity will develop and test a virtual 
simulation training system to help 
home health workers recognize, as-
sess and respond to risks.

During the f irst two years of the 
project, the team will conduct focus 
groups and interview several stake-
holder groups including nurses, oc-
cupational therapists, physical thera-
pists, home healthcare aides, agency 
educators, nurse managers and health 
and safety experts. Based on this in-
formation, virtual scenarios will be 
created.

FraNxMaN

appalachian Regional Healthcare
Williamson Appalachian Regional Healthcare 
welcomed Scott Martin, MD, to its medical team. 

Williamson Appalachian Regional Healthcare 
welcomed Bethani K. Rose, DO, to its medical team. 

Baptist Health 
Timothy Jahn, MD, named Baptist Health chief 
clinical officer effective Nov. 4. 

Baptist Health GI Specialists announced the addition 
of Morris Wilson Beebe III, MD. 

DBL Law
DBL law partner Patrick Hughes was appointed 
to Kentucky’s State Board of Medical Licensure by 
Governor Steve Beshear. 

Family allergy and asthma
Tim Franxman joined Family Allergy and Asthma. 
 
Brandi Dyer joined Family Allergy and Asthma

Natalie Miller joined Family Allergy and Asthma.

galen College of Nursing
Galen College of Nursing announced that Patricia 
A. Mahoney was inducted into the National League 
for Nursing’s Academy of Nursing Education, with 
the credential of “fellow.” 

KentuckyOne Health
The Jewish Hospital & St. Mary’s Foundation, part of KentuckyOne 
Health, announced new appointments to its 2013-2014 executive 
committee and board of directors.

Current board members named to officer positions with the 
executive committee include:
William Summers V., chair of the executive committee
Robert V. Waterman, vice chair of the executive committee

New members to the board of directors include:
John Applegate
Hunt Schuster
Scott R. Townsend

Lexington Clinic 
Lexington Clinic orthopedic surgeon and founder of The Shoulder 
Center of Kentucky, W. Ben Kibler, MD, was recently named one of 
the top twenty-eight shoulder surgeons in North America. 

Wellspring
Wellspring announced its 2014 board of director’s officers: 
Jefferey Yussman, chair 
Paul Coomes, vice chair 
George Rapp, treasurer 
Cissy Mills, secretary 
Jack Trawick, new member 
Phillip Keller, new member 

JAHN

dyer

P E o P L E  in brief  
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GLP releases health report, 
Louisville ranks 10th out of 15

The Greater Louisville Project 
(GLP) issued a report that connects 
the health of Louisville’s residents to 
the city’s progress and competitiveness. 
For the first time, the GLP assessed the 
health of Louisville compared with 14 
peer cities. 

The report, Building a Healthier 
Louisville, explored the connections 
between health and the deep drivers of 
change: education, 21st century jobs and 
quality of place. 

One of the most significant findings 
in the report is the connection between 
health and education. While it is well 
known that education leads to better jobs 
and higher income, the report shows a 
direct relationship between educational 
attainment and reduced risk of illness, 
increased vitality and longevity. 

Louisville ranks 10th out of 15 in 
the health outcomes score, which is a 
combined factor of mortality and mor-
bidity. The report outlines four catego-
ries of health factors that impact a com-
munity’s health outcomes including: 
social and economic, health behaviors, 
clinical care and physical environment. 
The report also identifies the most stra-
tegic challenges for Louisville in each of 
these factors and suggests that focusing 
on these key challenges can affect the 
greatest improvement in the commu-
nity’s health outcomes. 

Report Revelations
The report revealed that in terms 

of life expectancy, place does matter. In 
the course of the project, review of the 
most recent Louisville Metro Health 
Equity Report revealed sharp differenc-
es in health outcomes by income, race 
and neighborhood. Factors, including 
educational attainment, high unemploy-
ment, poor access to healthcare and low 
investment in the built environment can 
impact life expectancy, by as much as 13 
years across neighborhoods. 
Suggested Steps

The report identifies four factors 
that need to be addressed to improve 
health outcomes in Louisville where 
people live, work and learn. 

The report suggests: 
· The GLP’s work on education led 

Louisville to a shared agenda focused 
on educational attainment. Louisville 
should develop a similar shared agen-
da for health and a new framework for 
collaboration and accountability.

 Louisville should pursue “health in 
all policies,” understanding that edu-
cational policy, employment policy, 
land-use policy (as much as healthcare 
policy itself) will have a significant im-
pact on health outcomes as well.

· Everyone in the community has a 
stake in improving health outcomes, 
and improving those outcomes will 
improve our economic health as well.

N E W S  in brief    

Women’s Empowerment luncheon for the 
University of Louisville Women’s Center
 Date: November 14, 2013
Time: 11:30 a.m. to 1 p.m., doors open at 11:15 a.m.
Where: University Club on Belknap Campus
Info: Ruth Brinkley, senior vice president of operations at Catholic Health 
Initiatives and president/CEO of KentuckyOne Health, will speak on 
“Women Leaders: Leveraging the Power of Excellence and Influence.”
To register: Tickets are $50 each or $400 for a table of eight; to reserve 
tickets by the Nov. 7 deadline, call the Women’s Center at 502-852-8976.

Event Calendar

Call for nominations

nominations will be accepted from 
December 1, 2013 –feb. 7, 2014.

For sponsorship information please contact              
Ben Keeton, Ben@igemedia.com, 502-813-7402.

Visit www.medistarawards.com 
to see all categories and 

make your nomination.

Call for nominations

BSN to DNP program starts 
In a world of medical provider 

shortages and shifts in care delivery, a 
new program between Norton Health-
care in Louisville and the University of 
Kentucky College of Nursing in Lex-
ington, is offering a solution.

The bachelor of science in nursing 
to doctor of nursing practice (BSN-to-
DNP) option offered by the University 
of Kentucky College of Nursing in part-
nership with the Norton Healthcare In-
stitute for Nursing allows nurses with a 
bachelor’s degree in nursing the oppor-
tunity to earn their doctor of nursing 
practice (DNP) degree and sit for cer-
tification as an advanced practice regis-
tered nurse (APRN) in three years.

A 2010 report from the Institute 
of Medicine urged the advancement of 
nurse education to assist with increased 
demand for healthcare services, specifi-
cally with primary care providers, which 
will come as a result of the Affordable 

Care Act (ACA).
With millions more patients ex-

pected to have access to health cover-
age through the ACA, the healthcare 
system needs to tap the capabilities of 
APRNs to meet the increased demand 
for primary care, according to a news 
release from the Institute of Medicine.

The Norton Healthcare program 
calls for 150 DNP-prepared APRNs to 
be added in the next few years to serve 
Norton Healthcare patients through 
new opportunities in its facilities and 
physician practices. 

The first cohort will begin studies in 
January 2014. Those who apply for the 
program must have a BSN and three 
years of service at Norton Healthcare. 
They will be selected through a rigorous 
interview and admissions process. Once 
selected, they will need to work full time 
at a Norton Healthcare location while 
attending school full time.

UK awarded JedCampus Seal 
The University of Kentucky was 

awarded the JedCampus Seal from The 
Jed Foundation, a leading organization 
working to promote emotional health 
and prevent suicide among college and 
university students. The seal recognizes 
schools that exhibit comprehensive men-

tal health promotion and suicide preven-
tion programming on campus. It is part 
of the foundation’s JedCampus program, 
the first nationwide program to facilitate 
a school’s ability to assess and enhance 
their mental health support system from 
a campus-wide perspective.

 With award of the JedCampus 
Seal, UK is among the first colleges and 
universities in the nation to be recog-
nized for comprehensive mental health 
programming on campus.

 As part of the process to earn the 
JedCampus Seal, the UK Counseling 
Center took a voluntary, online self-
assessment reviewing its campus mental 
health and suicide prevention program-
ming. The Jed Foundation then com-

pared the UK’s responses to the recom-
mended practices outlined in The Com-
prehensive Approach to Mental Health 
Promotion and Suicide Prevention on 
College and University Campuses devel-
oped by The Jed Foundation and Suicide 
Prevention Resource Center. As part of 
this process, UK received confidential 
feedback designed to help enhance its 
programming and resources. The seal is 
valid for two years. 
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By Melanie Wolkoff Wachsman

Your patients expect (and deserve) 
excellent care, and the vast majority of the 
time they get it. But what happens during 
those other times—when a mistake, 
misunderstanding, or some other type 
of grievance or conf lict leaves patients 
feeling that your organization didn’t take 
good care of them that can make or break 
your reputation. 

In an age of t ransparency, when 
low HC A HPS (Hospit a l  C onsu mer 
Assessment of Healthcare Providers and 
Systems) ratings and online complaints 
can have serious fallout, it’s crucial that 
your physicians and staff members know 
how to properly handle unhappy patients.

Dangerous Risk 
If you just assume they already know 

how to manage conflict with patients, you’re 
taking a dangerous risk, said Steven Dinkin.

“This is one of those areas in which 
you can’t take chances,” said Dinkin, 
co-author with Barbara Filner and Lisa 
Maxwell of both The Exchange Strategy for 
Managing Conflict in Health Care: How 
to Defuse Emotions and Create Solutions 
When the Stakes Are High (McGraw-Hill, 

2012), and The Exchange: A Bold and 
Proven Approach to Resolving Workplace 
Conflict (CRC Press, 2011). 

“When emotions run high, people 
get defensive and either shut down or lash 
out,” he added. “They need professional 
training to override their instincts and 
say and do things that calm patients 
down and lead to a positive resolution for 
everyone. Otherwise, if they follow their 
instincts, the outcome can be disastrous.”

Q u a l i t y  o f  c a r e  a nd  p a t i e n t 
perception of care are intertwined and 
inseparable, Dinkin continued. Satisfied 
patients are more likely to get well, for 
a variety of reasons. For one thing, they 

follow doctor’s orders if they’re open 
and receptive rather than anxious and 
resentful. And it’s no secret that stress in 
general impacts the immune system. 

Hurting Hospitals 
Conflict isn’t good for a hospital’s 

health either. Poor HCAHPS scores can 
cut into reimbursement. Angry patients 
can post online complaints that harm 
reputations and erode market share. And 
of course, litigation can cost millions.

“Teaching employees the right way to 
handle patient conf lict is not just a matter 
of giving good service on principle; it’s 
a matter of your organization surviving 
in an incredibly tough environment,” 
Dinkin said.

In his book The Exchange Strategy for 
Managing Conflict in Health Care provides 
healthcare organizations with a way to 
productively handle patient conf lict. It 
details the four-stage conf lict resolution 
process also known as The Exchange, 
which is derived from the mediation 
and conf lict resolution practices used 
for thirty years at the National Conflict 
Resolution Center.

Four-stage Conflict Resolution Process
1) Hear out the patient and the 

family. When a patient or a patient’s 
family member makes a complaint about 
a conf lict, it is important for them to 
know right away that the hospital staff 
has heard them and understands their 
situation.

“Feel ing heard helps them move 
forward,” noted Dinkin. “By hearing the 
patient or family member out, you are 
saying, ‘We’re listening. We understand 
you’re upset, and we’re here to help.’”

2) Talk to the healthcare provider. 
Before the patient and healthcare provider 
are brought together, an Exchange 
facilitator should meet with the provider 
one-on-one.

“Often you’ll find that providers are 
just as frustrated and upset by conf licts 
as the patients,” said Dinkin. “Meeting 
one-on-one with providers gives them the 
chance to air their own frustrations without 
being judged, which can lead to much 
more productive conversations between 
all parties as the process moves forward. 

Does your staff know how         
to handle patient conflicts? 
Conflicts stand in the way of providing excellent care,      
hurts hospital reputations and cost money. 

“If you just assume 
they already know 
how to manage 
conflict with 
patients, you’re 

taking a dangerous risk.” 
— steven dinkin, co-author, 
The Exchange Strategy for 

Managing Conflict in Health Care: 
How to Defuse Emotions and 

Create Solutions When the Stakes 
Are High (McGraw-Hill, 2012)

“our goal is to have 
all issues resolved 
immediately.”

— Melissa 
Marksbury-roe, 

system director patient and family 
experience, Kentuckyone Health

Continued on page 10
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It also provides the patient relations staff 
member a valuable opportunity to coach 
the provider. At these sessions, facilitators 
can give providers tips about listening and 
talking to patients and their families in a 
way that acknowledges their pain and tips 
on not sounding defensive.”

3) If all agree, have the patient and 
provider speak directly to one another. 
For patients, the chance to speak to the 
provider with whom they have a conflict 
is often a relief. Dinkin recalled the case 
of one female patient. During a periodic 
checkup for endometriosis, her gynecologist 
recommended a biopsy, and then an 
ultrasound showed thickening of the uterus. 
As was the standard of care at the time, she 
was given a total hysterectomy. Following 
the surgery, the tissue was examined by a 
pathologist who found no signs of disease. 
The patient was devastated and furious. 
Unable to speak directly to her surgeon to 
discuss what happened, she felt stonewalled 
and began to wonder about the doctor’s 
competence. She consulted an attorney 
about filing a lawsuit.

The ombuds at the hospital persuaded 
both the surgeon and the patient to 
participate in an Exchange. The chance to 
speak directly to her surgeon came as a relief 
to the patient. She asked questions about his 
decision-making, his past experience and 
how the situation had affected him. She 
found out he was haunted by the biopsy but 
felt that he had done the right thing, based 
on the information he had at the time. Each 
saw the other as a human being affected by 
a common experience.

“Mistakes, errors of judgment or 
whatever may give a patient concern are 
not necessarily ‘shoddy’ treatment but may 
be interpreted as such if not addressed,” 
explained Dinkin. “Our experience is that 
most patients can understand and accept 
mistakes or lapses in the quality of care as 
long as their concerns about the negative 
experience are acknowledged and any 
consequences addressed.”

4) Use the process to implement 
tangible changes. In another example, 
Dinkin described a patient who had been 

staying at and receiving care from a hospital 
where he was also a major donor. During 
his stay, he had several roommates, and his 
current one was a problem. The roommate, 
who appeared to have dementia, argued 
with people who weren’t there. He was so 
loud that the other patient couldn’t sleep. 
This patient put in a room transfer request, 
which was endorsed by his doctor, but the 
nurses hadn’t moved him. He felt his request 
was deliberately ignored.

The hospita l ’s pat ient relat ions 
representative spoke with the night nurse 
supervisor and found another exhausted 
person. The hospital was undergoing 
construction, and this, along with an 
unusually large patient load, took a toll 
on the nurses. The night nurse supervisor 
explained that under normal circumstances 
the room change request would have been 
easily accommodated, but that day there 
were fifteen admissions, and she didn’t even 
have beds for all of them.

“In the end, the patient and the night 
nurse supervisor agreed to meet,” said 
Dinkin. “Both apologized and explained 
their feelings about the situation. 
They discussed how to make future 
communications easier between nurses and 
patients. Since then, a new intercom system 
has been installed that allows patients to 
immediately communicate their needs to 
staff. In addition, as a result of the joint 
meeting, the hospital instituted a patient 
ombuds program.

“When patients aren’t happy with the 
care they’ve received, usually they all want 
the same things,” continued Dinkin. “They 
want an acknowledgment that a problem 
has occurred, an apology, a redress of their 
grievances, and an assurance that the same 
thing won’t happen to another patient. 
The Exchange provides the structure to 
facilitate this kind of communication with 
the patient. It offers patients and providers 
an opportunity to move past conflict and 
provides a respectful, helpful way to begin 
the future.”

Does your staff know how to handle 
conflicts with patients? 

Practicing Patient and Family Centered Care

KentuckyOne Health is no stranger to conf lict 
resolution. That is why it has a “Patient Family 
Experience Office” department. There is one person 
for each facility and a person at the corporate office 
who oversees this process for KentuckyOne Health.

“Our goal is to have all issues resolved immediately,” 
said Melissa Marksbury-Roe, system director patient and 
family experience, KentuckyOne Health. “Our staff is 
expected to address issues as they arrive. Our managers 
and directors round each day on their patients to identify 
any issue that a patient or family member may have. If 
a patient or family member would like to speak with 
someone else, our customer service support specialist/
patient and family experience representatives can be 
contacted to address any issue or concern. If patients or 
families want to speak with someone in the executive 
office we are available as well. We take all conf licts 
seriously and work very hard to come to resolution.”

Further, during orientation every new employee receives 
information about patient and family relations. 

“Patient and family centered care is what we practice,” 
said Marksbury-Roe. “Our patient and family 
advisory committee are involved in educating us about 
the needs of our patients and their families. These 
members participate on hospital committees as well 
as in focus groups. They meet with staff to help them 
better understand how we can include our patients and 
families in their care. This will help our patients to not 
only improve their own health, but also their family’s 
health and ultimately the health of our community.” 

Some KentuckyOne Health facilities even have 
diversity committees that provide staff education 
about the needs of the population they serve. “These 
committees enhance our knowledge of the different 
and unique cultures of our community so that we 
can better understand their expectations. Taking a 
broader approach of how our healthcare providers 
can partner with their community positions us to 
better meet their needs,” said Marksbury-Roe. 

Continued from page 9
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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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Quality Health Coverage. For Every Kentuckian.

We’ve got great news 
for your uninsured patients.ENROLL NOW

Oct. 1–Mar. 31, 2014

Now everyone can afford the healthcare coverage they need.
You know that covered patients are healthier patients. And now, kynect, Kentucky’s Healthcare Connection, 

is making that a reality for everyone. From now on, no one has to choose between medical care and other necessities.  

Even better, kynect will make wellness and preventive care a priority. So you can deliver the highest quality of care

and better outcomes for all of us. Help your patients take the fi rst step and let them know how easy it is to enroll.  

kynect.ky.gov                    1-855-4kynect 

Nurse burnout
How to improve the well-being of nurses and the quality of patient care. 

By Hayley Ryan

Nearly seven million hospita lized 
patients each year acquire infections 
while being treated for other conditions. 
The culprit, according to a study 
published in the American Journal of 
Infection Control, is nurse burnout 
and has been linked to higher rates of 
hospital-acquired infections (HAIs).

Nurse burnout is that feeling of 
emotional exhaustion and disillusionment 
nurses feel about their current job that 
can creep up when working with heavy 
patient loads and under stress. These 
problems affect nurses both personally 
and professionally, and it may affect their 
patients as well.

A  t e a m of  r e s e a rcher s  a t  t he 
Un ive r s i t y  of  Penn s y lva n i a  u s ed  a 

survey tool called the Maslach Burnout 
Inventory to analyze nurses’ job-related 

attitudes. It then compared a hospital’s 
percentage of burnout nurses to its rates 

of catheter associated urinary tract 
infections (CAUTIs) and surgical site 
infections (SSIs).

The researchers found that every 
10 percent increase in the number of 
high-burnout nurses correlated with one 
additional CAUTI and two additional 
SSIs per 1,000 patients annually.

At first glance, this might not seem 
like a big deal, but according to the 
Association for Professionals in Infection 
Control (APIC), using the per-patient 
average costs associated with CAUTIs 
($749 to $832 each) and SSIs ($11,087 to 
$29,443 each), researchers estimate that 
if nurse burnout rates could be reduced 
to 10 percent from an average of 30 
percent, imagine how many infections 
could be prevented and savings had. 

Continued on page 13



M e d i c a l  N e w s  •  N o v e M b e r  2 0 1 3     P a g e  1 3

P r AC t I C E  M A N Ag E M E N t

Quality Health Coverage. For Every Kentuckian.

We’ve got great news 
for your uninsured patients.ENROLL NOW

Oct. 1–Mar. 31, 2014

Now everyone can afford the healthcare coverage they need.
You know that covered patients are healthier patients. And now, kynect, Kentucky’s Healthcare Connection, 

is making that a reality for everyone. From now on, no one has to choose between medical care and other necessities.  

Even better, kynect will make wellness and preventive care a priority. So you can deliver the highest quality of care

and better outcomes for all of us. Help your patients take the fi rst step and let them know how easy it is to enroll.  

kynect.ky.gov                    1-855-4kynect 

Impact of Work environment
In addition, a study by the Agency 

for Healthcare Research and Quality 
(AHRQ) offers evidence that nurse-to-
patient staff ratios has been linked with 
patient outcomes. It seems rather clear-cut 
that, from time constraints alone, fewer 
caregivers would translate into a lower 
standard of care. But this study goes a 
step further, suggesting the issue is not 
simply the number of nurses on staff, but 
the quality of the work environment.

When nurses feel there is a lack 
of teamwork, or that management’s 
values conf lict with their own – putting 
f inancial concerns ahead of patient 
safety, for instance – stress can build 
up to the point that some nurses simply 
detach from their work.

Because Medicare and some private 
insurers are no longer reimbursing for 
CAUTIs and SSIs, it only makes sense 
that hospitals would do everything 
possible to eliminate these adverse events. 
That includes not only encouraging 
nurses to adhere to infection control 

practice guidelines, but also to improve 
the work environment as well.

Taking a Break
One common method to reduce nurse 

burnout is to make sure that staff has 
adequate time for rest periods. This means 
ensuring that nurses get their days off and 
are not asked to work additional hours 
due to staff shortages or that they get the 

regular breaks throughout their workday. 
“We plan ahead for staffing by hiring 

part-time and PRN (as needed) employees 
in order to increase staffing when volume 
increases,” said Mary Jane Adams, RN, 
MSN, senior vice president, chief nursing 
officer, University of Louisville Hospital, 
part of KentuckyOne Health. “We also 
have f loat pools that support unscheduled 
absences and increase in volume. When 
we need staff beyond this, we first ask 
for volunteers. Many times there is a staff 
member who is willing to work an extra 
shift. This generally results in additional 
pay, either overtime-pay or bonus-pay. 

“Next would be to offer another day 
off in return for working that particular 
shift,” she continued. “There also may be 
another unit that has a low census, and we 
could ask a nurse from that area to help 
out. We look at many different alternatives 
before we would mandate a nurse to work 
outside of their assigned shift.”

Processes in Place
While University of Louisville 

Hospital does not have a policy regarding 

nurse burnout, explained Adams, they 
do have processes in place to address 
burnout. For example, nurses are involved 
with decisions about their professional 
practice.

“This is a way that they have a voice 
and can provide input which gives them a 
sense of control and engagement in their 
unit and the organization,” said Adams. 

This is accomplished through frequent 
rounding by leadership, unit based practice 
councils, and staff meetings. Nurses also 
participate in hospital committees to 
address practice changes, evaluate new 
equipment, peer interviewing of new staff 
as well as promotions within specific areas. 
Some facilities even have a holistic council 
who address ways to support nurses to 
avoid burnout.

As the needs of the patients grow 
more complex and the pool of available 
nurses able to handle a multitude of 
patients with varying maladies shrinks, 
hospitals and practices need to seriously 
address the issue of nurse burnout. 
Patients depend on it.

“We look at 
many different 
alternatives before 
we would mandate 
a nurse to work 

outside of their assigned shift.” 
— Mary Jane adams, rN, MsN, 

senior vice president, chief 
nursing officer, University 

of louisville Hospital, part 
of Kentuckyone Health

Continued from page 12
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By Lynne Jeter

Expensive technology not needed. 
Ba rcode s  a re  t he  key.  Get  r id  of  t he 
warehouse. And take doctors and nurses out 
of the inventory control process. 

In 2009, Charles Hodge gave that 
advice on ways to streamline hospital 
supply inventory, when he served as chief 
procurement officer and vice president 
of supply chain management at Seattle 
Children’s Hospital.

At the time, Hodge was in the midst 
of a four-year journey to implement 
BlueBin, a smarter inventory process 
involving barcodes, simple bins and basic 
wire racks at key traffic areas and points of 
care. He developed BlueBin after working 
in the automotive industry for 15 years, 

and transferred its lean manufacturing 
processes to the healthcare industry’s supply 
management realm. 

Hodge’s just-in-time inventory system 
eliminated the hospital’s need for its $5 
million, 40,000-square-foot warehouse 
and millions in inventory. In its first year, 
the $200,000 system achieved a $2.5 
million return, said Hodge, the primary 
architect of BlueBin.

Supply Chain Process Redefined
“After I implemented the BlueBin 

system at Seattle Children’s Hospital, other 

hospitals started calling me, asking how we 
did it, and the timing seemed right to start 
my own consulting firm,” he said.

With the BlueBin system in five 
hospitals across the nation, from brand 
new to nearly 160 years old, Hodge said 
consulting groups are keen to learn more 
about the kanban conversion from the 
automotive to the healthcare industry. 

“When hospital leaders start to think 
about hospitals more like a manufacturing 
environment, the supply chain bubbles up as 
a problem because traditional management 
systems (like the par cart and automation 

methods) haven’t changed in decades, and 
they just don’t work very well. They only 
work because clinicians and technicians 
are heavily involved in managing their own 
supply chains,” Hodge continued. “Our 
program says no to that. Get those folks 
back to the patients, the bedsides, and the 
families. Let the supply chain do it all, and 
more efficiently. No inventory. No stat 
calls. No urgencies. No ‘hey, where is this?’ 
No off-contract purchases. It saves a lot of 
money, space and time, and gives that time 
back to the patient.” 

One Hospital’s Lean Journey
When Nemours Children’s Hospital 

in Orlando began its lean healthcare 
cultural transformation journey in 2008, 
the executive team huddled to define 
very specific and focused strategic goals, 
while also aligning all associates in the 
organization around those goals. 

“We’ve achieved great results but still 
had variation in those results, and we wanted 
to find something that would really help us 
catapult our work in a constant quest for 
perfection in everything we do – the highest 
quality, no safety errors, a 100 percent 
engaged workforce. Clearly, we’re focused 
around quality and patient care and safety, 
engaged people and stewardship,” said 
Mariane Stefano, vice president of service 

Goodbye, supply scavenger hunts 

Continued on page 15

Hospital leaders began 
seeking a more efficient 
and effective management 
system for medical supplies, 
the second largest expense 
for most health systems, 
accounting for up to 20 
percent of hospital costs. 

Hospitals embrace BlueBin lean supply system as part of continuous improvement process.

Nicole JoHNsoN, NUrsiNG direcTor oF eMerGeNcy services, NeMoUrs cHildreN’s HospiTal, explaiNs blUebiN iN THe e.d.

NeMoUrs cHildreN’s HospiTal’s blUebiN sysTeM.
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Goodbye, supply scavenger hunts 

and operational excellence for Nemours, 
whose healthcare career began “as a nurse, 
rummaging through supply closets.” 

As part of this quest, hospital leaders 
began seeking a more efficient and effective 
management system for medical supplies, 
the second largest expense for most health 
systems, accounting for up to 20 percent of 
hospital costs. 

They were encouraged to learn about 
Seattle Children’s Hospital recapturing 
an estimated 48,000 hours for patient 
care instead of scavenger hunts for needed 
supplies. The executive team embarked 
on a study trip to Autoliv, a manufacturer 
of air bags and other components for 
the automotive industry, followed by a 
“totally fascinating” tour of the Toyota 
plant in Kentucky to see how lean tools 
and principles impacted the end product, 
said Stefano. 

“We saw firsthand how these tools 
that were being used in the automotive 
manufacturing industry could easily be 
applied to a healthcare environment,” said 
Stefano. “We knew the tools and principals 
of a lean environment could really help in 
terms of problem solving, removing waste 
and inefficiencies from our system, and 
making sure that everything stays focused 
on the customer. We were sold on it once we 
saw how it worked.” 

Nemou r s  implemented  BlueBin 
three months before the children’s hospital 

opened last October, a timeline that proved 
challenging and in hindsight was “way 
too fast,” said Stefano, primarily because 
of changes in the vendor and supplier 
distribution flow. 

“It was a very fast process and we had 
bumps in the road,” she explained. “We had 
to change our main supplier to make sure 
we had suppliers that work in this type of 
demand flow system and would be willing 
to deliver supplies daily rather than weekly, 
and in the quantity we needed instead of 
bulk. If we need 10 Band-Aids for a supply 
unit, that’s now what we get.”

The investment of upfront manpower 
implementing the system “will be recouped 
10 times over,” said Stefano. “One, you’re 
no longer holding inventory so that cost 
decreases; two, the most powerful point 
of the BlueBin system is that it takes the 
clinical staff totally out of the supply 
management work. 

Demand-Flow Supply Replenishment Model
In early June, healthcare leaders from 

around the country – Stanford’s Lucile 
Packard Children’s Hospital, Oregon Health 
& Science University, UCLA Health, the 
University of Michigan Health System, 
and Vancouver Coastal Health – converged 
at Nemours in Orlando to see BlueBin in 
action. Here is a snapshot of what they saw:
•	 A	 dedicated	 supply	 technician	 used	

barcode scanning to initiate the 
automated supply management process. 

•	 Supply	areas	stocked	with	two	bins	for	
a particular supply. 

•	 The	front	bin	holds	a	specified	level	of	
supplies.

•	 When	the	 last	 item	of	the	front	bin	is	
used, nurses place it in a designated 
holding area, triggering a replenishment 
order. 

•	 Then,	nurses	pull	the	second	bin	to	the	
front.

•	 Before	 the	 second	 bin	 is	 emptied,	 the	
first bin’s supplies have already been 
reordered, restocked and replaced in 
the supply area. 
BlueBin has been implemented at 

Mercy Hospita l and Medical Center, 
Chicago’s f irst hospita l, Presbyterian 

Hospita l in Albuquerque, N.M and 
Nemours’ Alfred I. duPont Hospital for 
Children in Wilmington, Del.

“Before we implemented BlueBin, 
our store rooms were being overused and 
we weren’t centralizing the purchase of 
supplies,” said Rick Cerceo, executive vice 
president and COO of Mercy, a 410-bed 
acute care facility – Chicago’s first hospital 
– that transitioned to BlueBin in mid-2011. 
“Our staff was running out of supplies, 
which delayed procedures and patient 
care. This forced nurses to start ordering 
their own supplies and supply rooms began 
bulging at the seams because they were so 
afraid of running out. Now I can say these 
problems are completely gone.” 

Business Checking

Commercial Loan  
& Lines of Credit

Equipment Leasing

Remote Deposit Capture

Local Lockbox 
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Business Online Banking
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Hospitals embrace BlueBin lean supply system as part of continuous improvement process.

Continued from page 14
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By Melanie Wolkoff Wachsman

No matter how big or small your 
prac t ice i s ,  most prac t ice managers 
will agree that collecting from patients 
is one of the biggest challenges that 
hospitals and practices face. ZirMed, 
Inc., a sof tware-a s-a-ser v ice (SaaS) 
revenue cycle management solutions 
provider, has been tasked with taking 
the challenge out of collecting. The 
Louisville-based company responded 
with the ZirMed Patient Estimation, a 
web-based solution that enables provider 
organizations to accurately determine a 
patient’s f inancial responsibility prior to 
providing service or care. 

Medical News sat down with Nate 
Davis, product manager at ZirMed to 
find out how this software will enable 
providers to get paid faster and more 
accurately, while reducing days in A/R 
and ultimately improving cash f low, 
and why it’s critical to a practice or 
hospital’s success.

Medical News: What was the impetus 
behind creating the ZirMed Patient 
Estimation?

Na t e  D a v i s :  A  r e c ent  Tr a n sUn ion 
report released in June 2013 found that 
the average patient out-of-pocket cost 
for hea lthcare has grown by a lmost 

22 percent this year alone. In an era 
where patient f inancial responsibility is 
expected to continue to grow rapidly as 
a percentage of overall provider revenue, 
it is increasingly critical for healthcare 
providers to collect patient payments 
both efficiently and effectively. It is 
also crucial that they understand the 
huge impact that activities related to 
patient payment (such as collections) 
can have on patient satisfaction, patient 
engagement and outcomes. 

The healthcare industry has come a 
long way in transforming the dialogue 
between doctors and patients so that 
patients feel engaged in their own care 
while understanding their options and 
expected outcomes.  Transpa rency, 
f lexibility and customer service have 
t rad it iona l ly been ver y spa rse in 
f inancial interactions with patients, and 
yet these things are critical to creating a 
positive overall experience. 

W he n  p r ov id e r s  c om mu n i c a t e 
proactively with patients about the cost 
of care and offer them f lexibility and 
support with payment plans, it leads to 
a more meaningful overall engagement 
and ultimately improves outcomes and 
satisfaction.

MN: How does the ZirMed Patient 
Estimation work?

ND: ZirMed Patient Estimation analyzes 
past data, drawing from what payers 
have historically paid on claims so that 
estimates are based on real number s , 
a nd requ i re s  no cont rac t  loading, 
making it a cost-effective and highly 
accurate solution. The solution gives 
any provider the ability to estimate 
patient f inancial responsibility before 
rendering services. 

A patient’s demographic information, 
in su ra nce  in format ion,  encounter 
information, and procedure information 
are entered into Patient Estimation, 
and the patient’s benefit information 
is retrieved. Staff can then review the 

Early estimation informs and engages patients
Estimator starts financial relationship on the right foot. 

Continued on page 17

“When providers 
communicate 
proactively with 
patients about the 
cost of care and offer 

them flexibility and support with 
payment plans, it leads to a more 
meaningful overall engagement 
and ultimately improves 
outcomes and satisfaction.”

— Nate davis, 

project manager, ZirMed
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details, including the charge amount, 
allowed amount, co-pay, co-insurance, 
patient responsibility, and insurance 
responsibility before proceeding to create 
the estimate. 

The generated summary can be 
printed and provided to the patient, 
and if that provider also has ZirMed 
ZPay, staff can collect payment for the 
full estimated patient responsibility or 
set up a payment plan with the patient 
immediately. 

M N :  H o w  d o e s  Z i r M e d  P a t i e n t 
Estimation differ from other available 
Estimation Solutions?

ND: All of ZirMed’s solutions are 
software-as-a-service (Saas) solutions, 
so providers can be up and running 
in days as there is no hardware or 
sof tware to insta l l. Implementation 
includes uploading past remit data, 
which takes about 48 hours and begins 

before implementation. With ZirMed, 
no specialized training or expensive 
contract management system is required.

Other patient estimation solutions 
require providers to load in all of 
their payer contract information and 
constantly keep that information up to 
date, which is a time consuming and 
more expensive process. 

Bec au se  Z i rMed a na ly z e s  what 
payer s  h ave  h i s tor ic a l l y  pa id  e a ch 
provider for each kind of patient, plan, 
diagnosis and procedure combination to 
determine what the estimated patient 
responsibility will be, it requires no 
contract loading and is typically more 
accurate.

ZirMed patient estimation is designed 
to fit a provider organization’s workf low, 
and it can be easily implemented by back 
off ice billing or patient-facing staff. 
Anyone with an internet-connected 
computer can run a new or view an existing 
estimate. Staff can verify eligibility with 

hundreds of payers immediately using 
a rea l-t ime, web-based porta l.  Our 
cloud-based system enables anyone in 
a provider’s office to run an estimate in 
only a few clicks. 

M N: W hy i s  pat ient  e s t imat ion a 
critical best practice?

ND: As a result of the Affordable Care 
Act, 20 million newly-insured patients 
will enter the healthcare system by 2014, 
with 80 percent deemed at “high risk” for 
non-payment. Hospitals are incurring 
$49 billion of medical bad debt annually 
as a result of servicing patients without 
health insurance. Providing accurate 
patient responsibility estimates at or 
before the time of care improves revenue 
performance by clearly communicating 
patient responsibility, so that the full or 
partial amount owed can be collected at 
or before the time of care. 

By providing a summary of the 

estimate to the patient they can understand 
precisely how much they owe and why—
which greatly enhances satisfaction. 

Early estimation of patient f inancial 
responsibility is the best opportunity 
to help patients feel informed and 
engaged in the f inancial process of their 
care. Estimating a patient’s f inancial 
responsibility means determining what 
a patient will owe, and communicating 
the estimate at or before the time of 
service. This f irst step gets the f inancial 
side of the relationship off on the right 
foot, ideally setting a tone of accuracy, 
transparency and proactivity. 

It is critical to helping patients 
understand and feel good about the 
financial and clinical expectations of their 
care. As providers look to become more 
f lexible and transparent in the billing 
process, they must clearly and sensitively 
communicate an accurate upfront estimate 
to the patient prior to service.

Continued from page 16
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By Hayley Ryan

Patients like it and so do health or-
ganizations, but electronic communica-
tions in clinical care will likely not be 
widely adopted by primary care physi-
cians unless patient workloads are re-
duced, or they are paid for the time they 
spend phoning and emailing patients, 
both during and after office hours.

Those are some key conclusions of 
an in-depth examination by investigators 
at Weill Cornell Medical College of six 
diverse medical practices that routinely 
use electronic communication for clini-
cal purposes. The detailed report ap-
peared in the August issue of the journal 
Health Affairs.

“Leaders of medical groups that use 
electronic communication find it to be 
efficient and effective. They say it im-
proves patient satisfaction and saves time 
for patients. But many physicians say 
that while it may help patients, it is a 
challenge for them,” said the study’s lead 
author, Dr. Tara F. Bishop, an assistant 
professor in the department of public 
health and medicine at Weill Cornell 
Medical College.

“The lack of compensation is one is-
sue, and another is that unless the prac-
tice takes steps to reduce a physician’s 
daily workload of patients, communi-
cating with patients is extra work that 
makes some doctors feel that their day 
can never end,” she continued.

Still, pressure from patients and 
from practice management may ulti-
mately force physicians to communicate 
with their patients via electronic health 
records or secure email. 

Five to 50 emails Per Doc, Per Day
The push for electronic communi-

cations has been widely endorsed as a 
means to improve quality of care by, for 
example, emailing test results to patients, 
or managing clinical conditions without 
requiring a time-consuming and costly 
office visit. Still, few physicians use it. 
By 2008, the latest year for which figures 
are available, less than 7 percent of physi-
cians regularly communicated with their 
patients electronically.

Bishop and her team investigated 
how different practices use electronic 
communications, how successful they 
are and what barriers they face. They in-
terviewed leaders of 21 medical groups 
and healthcare staff. 

The leaders said they started elec-
tronic communication programs to im-
prove access to care and communication 
with their patients. All six practices used 
the program to communicate test results, 
to allow patients to request medication 
refills, appointments and to ask ques-
tions of their doctors. Three practices 
used nurses, medical assistants or case 

managers to triage messages from pa-
tients; in the other three practices, pa-
tients could email nurses for refills or the 
front desk for appointments, but they 
could also email their physician directly. 
The volume of emails that reached physi-
cians in the six programs varied from five 
to 50 daily.

Only one clinic charged patients for 
“e-visits”— email that involved clinical 
decision-making. This group negotiated 
reimbursement for e-visits with private 
insurers and patients paid a copayment. 
Another clinic imposed a $60 annual fee 
for unlimited electronic communication, 
but later dropped the charge because 
competitors provided the service for free.

Two medical groups added “desk-
top medicine time” to their physician’s 
schedules, while another allowed pro-
viders to decide how many patients they 
would see each day, thus providing time 
for electronic communication.

Work Never ends
The advantages of electronic com-

munication in these groups outweighed 

the disadvantages. “We were told that 
patients love this model. Leaders and 
frontline providers also said the system 
was efficient, safe, and helped them pro-
vide high-quality care. Physicians also 
said it was an efficient form of commu-
nication for them,” said Bishop.

More Work For Providers 
However, researchers found the pri-

mary disadvantage to using electronic 
communication is that it creates more 
work for providers. “One leader said that 
the work never ends. It takes a psycho-
logical toll on some people – the feeling 
of never being done,” said Bishop. “An-
other said that in one day, he sometimes 
sees 10 patients face-to-face but com-
municates with another 50, commenting 
that he works all the time.”

The researchers found that physician 
resistance to change and lack of payment 
are barriers to use of electronic commu-
nications. “One leader told us that insur-
ance companies said that if physicians 
are doing it for free, why should we pay 
for it?” added Bishop.

While electronic communications 
does seem to reduce office visits for in-
dividual patients, many physicians do 
not have a decreased overall workload—
their clinics send them additional pa-
tients to see.

These issues can be addressed by 
team-based care that manages elec-
tronic communications and work-
load, or by compensating physicians 
for electronic communication in ways 
other than traditional fee-for-service, 
which does not yet include payment 
for time spent on emails.

“Despite the fact that we found ex-
periences with electronic communica-
tions were, on the whole, very positive 
in the groups we studied that have em-
braced this technology, we believe the 
big stumbling block to its widespread use 
around the country will be compensa-
tion,” Bishop concluded. “Until differ-
ent payment models emerge, electronic 
communication is unlikely to be widely 
adopted by physician practices.”

The doctor will email you now 
Patients like medical practices’ use of electronic communications; 
doctors not so much. 

The researchers found that 

physician resistance to 

change and lack of payment 

are barriers to use of 

electronic communications.

desktop 
medicine time
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Recruiting in an era of reform
New landscape requires different leadership skills.

By Cindy Sanders

A s  h e a l t h c a r e  c o n t i n u e s  t o 
t r a ns form a nd evolve ,  t he  sk i l l  s e t s 
needed to  be  a n e f fec t ive  le ader 
a n d  p r o v i d e r  a r e  c h a n g i n g ,  t o o . 
From HIPA A and HITECH to the 
Affordable Care Act, the regulatory 
and reimbursement environments have 
impacted the recruit ing process by 
demanding that physicians, nurses and 
management teams be able to provide 
the best outcomes in the most eff icient 
manner possible.

“The hospital model is changing 
so those leaders don’t look the same 
anymore,” said Brian Kelley, a partner 
with The Buffkin Group, LLC. “You 
better have a deep bench,” he continued 
of the need to have an executive team 
with different areas of expertise. Just as 
the ideal applicant is changing, the most 
effective way to recruit that candidate is 
also undergoing a transformation. 

“We’re doing a lot of things 
differently than we did five or six years 
ago,” noted Susan Masterson, national 
vice president of provider recruitment 

for TeamHealth. “The day of placing an 
ad and waiting for the right candidate 
to appear is long gone.” 

As for the true impact of health 
reform on job recruitment, the experts 
all agreed that has yet to fully play out. 
“We’re building the plane engine as we 
f ly it,” Masterson said wryly.

So how are recruiting and management 
firms attracting and retaining the right 
people in a period of great transition, 
and what skills should candidates hone 
to answer new challenges posed by the 
nation’s complex healthcare system? 
Medical News asked a number of recruiters 
to share their insights. 

Physicians
On the national front, Masterson 

said the need for primary care physicians 
is anticipated to rise dramatically. Yet, 
she continued, only about a quarter of 
the applicants coming out of training 
are headed that direction. 

“We need more family practice 
and internal medicine physicians,” she 
said. “The government is going to have 
to make more slots for internship and 
residency, and they’re going to have to 
incentivize physicians to be primary 
care doctors.

“Regardless of the specialty,” she 
continued, “I think there are different 
competencies for doctors that are a 
‘must have’ today than (were necessary) 

years ago.” 
A focus on quality, prevention and 

evidence-based medicine were included 
on her list. Masterson also noted the 
need to be comfortable with technology 
and said two of the biggest skills were 
to be team-oriented and effective in 
mentoring and work ing a longside 
advanced practice clinicians (APCs).

“Another thing I think we’ll see 
is there will be a lot of physicians that 
are in small, private practices that will 
join larger companies or hospitals,” 
Masterson said. 

She added that her company 

is recruiting many physicians who 
are ready to hang up their shingle 
because of heavy workload, decreasing 
reimbursements, increased regulation 
and uncertainty over how healthcare 
reform will impact their practice. 

Another factor driving this trend, 
she added, is that the “new millennials” 
(born between the early 1980s and 
2000s) are very focused on a work-life 
balance and value personal time as much 
as career, which often translates into 
a willingness to be hospital employees 
rather than taking on the stress of 

sevencounties.org
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“The hospital 
model is changing 
so those leaders 
don’t look the 
same anymore.” 

— brian Kelley, partner, 
The buffkin Group, llc.

“The day of placing 
an ad and waiting 
for the right 
candidate to appear 
is long gone.” 

— susan Masterson, national 
vice president of provider 

recruitment for TeamHealth 

“When you’re in 
the heat of your 
business, it’s 
sometimes difficult 
to take a strategic 

look at your executive team and 
ask, ‘do we have the team in place 
to meet the regulatory demands 
that take place in 2014?’”  

— craig buffkin, 
managing partner/founder, 

The Buffkin Group



P a g e  2 0     M e d i c a l  N e w s  •    N o v e M b e r  2 0 1 3

P r AC t I C E  M A N Ag E M E N t

Recruiting in an era of reform

owning their own practices.
In her own company, Masterson said they 

have taken a much more proactive strategy to 
recruit residents for their key focus areas of 
emergency medicine, anesthesiology, urgent 
care and the ‘ists’ — hospitalists, laborists, 
surgicalists. TeamHealth created a number 
of support services—from online resources 
to shadowing opportunities to hosting 
discipline-specific boot camps—to help the 
young recruits settle into their new roles.

advanced Practice Providers
MedPlacer, a national recruitment 

and operational process improvement 
f irm, places hea lthcare providers and 
execut ives in a variet y of posit ions. 
Howe ve r,  s a id  Je f f  E .  Mc Cr a c k en , 
f ou nde r  a nd  m a n a g i n g  d i r e c tor, 
t he  c ompa ny ’s  c ore  bu s ine s s  i s  on 
emergency, surgical and cardiovascular 
service placement.

“When we origina l ly founded our 
company, we had a broader approach,” he 
noted. “Over time we’ve really focused in 
more on a couple of key niche areas, and 
it’s really driven by the market.” 

McCracken added, “About 90 
percent of the professionals we place have 
a nursing background of some sort.”

The company, he expla ined, has 
three main div isions — permanent 
nursing leadership recruitment, staff 
nursing recruitment, and interim 
depa r tmenta l  leadersh ip.  A lthough 
MedPlacer doesn’t always put an 
interim director on site, when the 
company does have a leader on the 

ground, that person helps clients assess 
operations, identify weaknesses, outline 
process improvements, set departmental 
objectives and align staff appropriately 
to achieve those goals.

McCracken said the strategy has 
been to not only glean the technical 
needs of a department but to understand 
the culture to recruit the right person.

“The retention rate has been much 
higher because we’ve had an on-the-
ground experience within the hospital,” 
he noted.

Like physicians, McCracken said 
nurses are now recruited nationa l ly. 
As the housing market has improved, 
he has found an increased willingness 
among nurses to consider positions in 
other parts of the country. An area of 
rapid growth has been placing staff level 
nurses in departments to help alleviate 
dependence on travel nurses. He was 
quick to add that travel nurses play an 
important role in helping a facility staff 
up for seasonal peaks or to meet the 
needs of increased patient populations 
for short periods of time. However, he 
added, hospitals ultimately want staff 
members who are engrained in their 
community.

Kipper Latham, RN, chief clinical 
officer for MedPlacer, is the person on 
the inside. He spends his time learning 
about the area (i.e. schools, activities, 
the housing market, and quality of life) 
to best match a job candidate with both 
the hospital and community. 

Finding the right match is more 
than just aligning skill sets. “You have 
to look not only on paper but also 
understand that professional’s long-
range goals and motivation,” he said.

As with physician recruitment, 
retention is a key to success. McCracken 
reiterated turnover not only hurts 
the bottom line, but it takes a heavy 
toll on key areas impacting quality 
a nd e f f ic ienc y inc lud ing mora le , 
in s t itut iona l  k nowledge ,  cu ltu ra l 
sensitivity, and patient and employee 
satisfaction.

While there is no crystal ball to 
know exactly how ACA will impact 
hospital staff ing, McCracken pointed 
out increased volumes are often seen 

in the emergency department f irst and 
then have a domino effect in other areas 
of operat ion. He sa id MedPlacer i s 
working collaboratively with colleagues 
in other f irms to try to prepare for 
increased demand. 

The executive Suite
The Buffkin Group focuses 

primarily on placements at the C-suite 
level for service providers and end 
payers. The landscape—and the skills 
needed to successfully navigate the new 
terrain—are definitely changing.

“When you’re in the heat of your 
business, it’s sometimes diff icult to take 
a strategic look at your executive team 
and ask, ‘Do we have the team in place 
to meet the regulatory demands that take 
place in 2014?’” said Craig Buffkin, 
managing partner and firm founder.

For non-profit hospitals, he added, 
that could mean a shift in attention. 
Previously, these facilities were much more 
focused on outcomes than on cost factors. 
Now, both must be equally weighed. 

“It’s put a lot of pressure on having 
a different type of leader in different 
parts of their organizations that didn’t 
exist f ive years ago because not only do 
they have to worry about outcomes but 
also on driving costs and efficiencies,” 
Buffkin said.

Meeting Today’s Needs 
The new regulatory environment 

and shifts in reimbursement models 
have brought about some consolidation 
of acute care facilities and hospitals 
taking over physician practices. 

In the short run, consolidation shrinks 
the leadership market. However, said 
Buffkin, “In the long term, it typically 
increases the need as companies get bigger.” 

I n  f a c t ,  he  c ont i nue d ,  “ We ’ve 
doubled the number of searches we’ve 

been completing on an annual basis in 
the last several years, and the majority 
of that demand has come from our 
healthcare clients because of regulatory 
pressures.”

Brian Kel ley, a par tner based in 
the f irm’s Connecticut office, added 
the complex delivery and regulatory 
environment has made it nearly 
impossible for one person to have 
all the skills necessary to meet the 
hospital’s or practice’s needs. Three 
areas he identif ied as “critical in any 
management setting” are knowledge 
and experience of healthcare services, 
profit and loss expertise to understand 
reimbursement challenges and a robust 
understanding of IT from both a quality 
and efficiency perspective. 

“You have to have a team—it’s not 
one person,” he said. 

That, however, has opened the door 
for others to break into healthcare. In 
hospitals, Kelley said, “The old world 
was to build from within, not so much 
anymore. They are willing to recruit 
from outside the hospital’s four walls,” 
he continued, noting this is particularly 
true in terms of technology positions.

Demand for Marketing Professionals 
B u f f k i n  a d d e d  i t  h a s  a l s o 

opened a greater need for marketing 
professionals—both to draw patients 
and to reach healthcare professionals as 
demand begins to exceed supply. 

“We work with academic medical 
centers, and one of the areas we’re 
seeing an increase is in chief marketing 
of f ic er s .  They a re  increa s ing the i r 
market ing depar tments a s they t r y 
to attract more applicants to medical 
school and nursing school to meet the 
rising demand.”

On the f lip side, the push for quality 
opened the door for more physicians to 
take on leadership roles. Kelley’s seen more 
doctors return to school to get a graduate 
degree in business. 

“We all are seeing more candidates who 
are taking the time to be better educated,” he 
added. “Healthcare has a lot of complexities, 
and I think people are preparing themselves 
better for the changes.”

Turnover not only hurts 

the bottom line, but it 

takes a heavy toll on key 

areas impacting quality 

and efficiency including 

morale, institutional 

knowledge, cultural 

sensitivity and patient and 

employee satisfaction.

Continued from page 19
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By angus McLachlan

A local Louisville com-
pany, Liberate Medical, is 
developing a medical device 
to reduce hyperinflation 
(or air-trapping) in patients 
with chronic obstructive 
pulmonary disease (COPD). 

COPD currently affects 24 million patients 
in the U.S., it is the third leading cause of 
death, and direct costs to the healthcare sys-
tem total $32 billion annually. In Kentucky, 
the prevalence of COPD is higher than any-
where else in the US. 

When COPD patients exercise or do 
any type of physical activity, for example 
going for a walk in the park, they start to 
breathe in before they have finished breath-
ing out their last breath. As a result, air be-
comes trapped in the lungs, which progres-
sively fill with air until they are completely 
filled or hyperinflated. When this occurs 
the patient has to stop what they are doing 
and attempt to squeeze air out of their lungs 
by using their abdominal muscles or by 
hunching over and using their accessory re-
spiratory muscles. Not only does hyperinfla-
tion result in severe breathlessness (dyspnea) 
for the patient, but it is part of a secondary 
cascade of complications which often lead 
to hospitalizations or in severe cases death. 

SecondBreath Offers COPD Patients  
Second Chance

Liberate’s solution, SecondBreath, 
makes use of the fact that COPD patients 
can use their abdominal muscles to clear 
trapped air, but that this only occurs af-

ter the lungs have become completely hy-
perinflated. This is because, although the 
abdominal muscles are a major expiratory 
muscle, they are mostly only used volun-
tarily, to assist, for example, with coughing 
or speaking. 

SecondBreath applies surface electrical 
stimulation of the abdominal muscles ap-
plied in synchrony with a patients’ volun-
tary exhalation. This puts abdominal mus-
cle contraction under non-voluntary control 
with the purpose of clearing an extra vol-
ume of air every time the patient breaths out 
to eliminate the problem of hyperinflation.

Major Findings 
Principal investigator Dr. Rodney Folz 

at the University of Louisville has recently 
assisted Liberate in testing this hypothesis 
in a clinical trial of seven moderate to se-
vere COPD patients. The major findings 
of this trial were that SecondBreath con-
siderably increased exhaled volume by an 
average of 270 ml. and reduced hyperinfla-
tion by 100 ml. while patients were sitting 
(both results statistically significant). Sec-
ondBreath significantly reduced breath-
lessness (measured by the Borg dyspnea 
scale) following moderate exercise (six 
minutes of continuous stepping). 

“Our seven subjects with COPD tol-
erated the device very well, and I was im-
pressed that the device seemed to improve 
their level of breathlessness and significant-
ly increased their tidal volume breathing,” 
said Folz. “While it is still too early to tell 
if this type of novel intervention leads to 
lasting improvements in overall health, the 
fact that we have already reached statisti-
cally significant improvements with such a 
small group raises my expectations that this 
approach to treating some types of patients 

with COPD will prove beneficial.”
The next step for the team is to show 

that SecondBreath can be used to increase 
endurance in COPD patients during stan-

dardized exercise testing. 
“The end goal for SecondBreath is 

to develop the technology into a wearable 
belt, which will incorporate the stimula-
tion electrodes, the respiratory sensor and 
the stimulator electronics,” said Folz. “The 
device will be small enough to be worn un-
derneath normal clothes and is envisaged 
as a natural complement to existing treat-
ment options, such as bronchodilators and 
exercise training. SecondBreath is a solution 
that can be used during physical activity to 
assist COPD patients with their breathing 
by eliminating the problem of hyperinfla-
tion. This will enable COPD patients to 
once again live an active lifestyle and greatly 
improve their quality of life.”

Angus McLachlan is the chief executive 
officer for Liberate Medical. 

when copd patients exercise 
or do any type of physical 
activity, for example going 
for a walk in the park, they 
start to breathe in before 
they have finished breathing 
out their last breath. As 
a result, air becomes 
trapped in the lungs, which 
progressively fill with air 
until they are completely 
filled or hyperinflated.

Breathe in, breathe out 
A novel method of reducing breathlessness in patients with chronic 
obstructive pulmonary disease.

secoNdbreaTH wearable belT.
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By William a. Fera, MD

Management expert 
Peter Drucker offered 
some timeless advice: 
“The best way to predict 
the future is to create it.” 
In today’s post-reform 

world, healthcare providers have an 
exceptional opportunity to create the 
future through innovative approaches 
to care delivery. Below is a look at 
four key areas of delivery innovation 
and their implications for physician 
practices. 

extending the Care Team
In 2014, millions of Americans will 

enter the health system at a time when 
the industry is already challenged by a 
shortage of physicians. The Association 
of American Medical Colleges estimates 
that by 2020, the U.S. will have 91,500 
too few physicians to meet the nation’s 
needs. Innovations are being tested 
to mitigate these shortages, maximize 
resources and create the workforce of 
the future. 

Progressive medical practices are 
shifting from traditional physician-
centered models to patient-focused 
teams that optimize a mix of health 
providers and increase primary care 
access for patients. These teams 
typically include advanced practice 
registered nurses, physician assistants 
and other allied health providers – 
physician extenders – that broaden 
the reach of physician capabilities 
and allow all professionals to practice 
at the top of their license. A recent 
study finds that while about half of 
Americans prefer physicians as primary 
care providers, they are willing to 
be treated by physician extenders to 
receive timely access to care. 

Implementing Population  
Health Management

In the transition to accountable 
care, where reimbursement is tied to 
quality and outcomes, providers will 
be paid to manage not only individuals 
but their patient population as a whole. 
This lends itself to a different kind 
of practice model. Providers need to 
redesign care processes with an eye 

toward keeping chronic-care patients 
healthy and out of emergency rooms 
and hospitals. More and different 
kinds of resources – from clinical 
care coordinators to chronic disease 
management specialists – will also be 
needed to engage patients in their care 
and drive positive outcomes. 

Innovations in population health 
management (PHM) are a key catalyst 
for succe s s .  Through physic ian-
super v i sed inter vent ions ,  PHM 
focuses on identifying and supporting 
the sickest patients, minimizing or 
preventing the progression of disease 
and promoting a culture of wellness. 
Patients are stratif ied into well-
defined risk groups, and different care 
strategies are developed based on each 
group’s needs – helping drive down 
costs by ensuring physicians deliver the 
right intervention to the right patient 
at the right time. 

Ef fec t ive PHM require s  robust 
business analytics and data management, 
captured in a way that faci l itates 
structured decision-making. Aided by 
the right technology, providers can 
continuously innovate by identifying and 
applying appropriate care interventions, 
efficiently managing patient outreach 
a nd monitor ing compl ia nce  w ith 
evidence-based guidelines.

Maximizing Physician Time 
In recent years, a growing number 

of practices have begun holding group 
appointments to reduce physician 
workloads and increase face-to-face 
time with patients. According to 
the American Academy of Family 
Physicians, the percentage of family 
physicians who conduct group visits 
has more than doubled over f ive years, 
from 5.7 percent to 12.7 percent. 

In group visits, a physician 
consults simultaneously with up to 
a dozen patients who have similar 
medical concerns. Types of patients 
seen in these settings include those 
suffering from such chronic conditions 
as diabetes and chronic obstructive 
pulmonary disease, as well as patients 
being treated for certain acute needs, 
such as breast cancer. The group 
appointment provides a forum for 

Responding to the call 
How innovation creates the future of 
healthcare delivery. 

Continued on page 23

By Lisa english Hinkle and 
anne-Tyler Morgan

The peer review 
process has long been a 
vital tool that enables 
providers and physicians 
to evaluate and improve 
their methods of care. 
Now more than ever, 
providers should be 
focused on quality of 
care as reimbursement 
begins to account for 
quality. Unfortunately, 
the Kentucky courts have 

essentially destroyed the confidentiality 
of the peer review process in some 
contexts. 

Confidentiality is a crucial element 
of peer review, as it promotes candor 
among colleagues and fosters aggressive 
critique of a physician’s medical care 
by peers. Peer review is so integral to 
quality control that each state has passed 
statutes deeming information gathered 
during the process legally privileged. 

Kentucky’s statute, KRS §311.377, 
states:

At all times in performing a 
de signated profe s s ional  r eview 
function, the proceedings, records, 
o p i n i o n s ,  c o n c l u s i o n s ,  a n d 
recommendations of any committee, 
board, commission, medical staff, 
pro fe s s i ona l  s tandard s  r ev i ew 
organization, or other entity, as 
referred to in subsection (1) of this 
section shall be confidential and 
privileged and shall not be subject to 
discovery, subpoena, or introduction 
into evidence, in any civil action in 
any court or in any administrative 
proceeding before any board, body, 
or committee, whether federal, state, 
county or city, except as specifically 
provided with regard to the board in 
KRS §311.605(2).

Despite its unambiguous language, 
the Kentucky Supreme Court has held 
that the protection offered by KRS 
§311.377 does not apply to medical 
malpractice suits. Further, the peer 
review privilege does not apply to 
materials sought in a wrongful death 

action. How can providers be expected 
to improve care if they cannot openly 
and honestly evaluate it, free from fear 
of court or disciplinary proceedings? 

another Option
Luckily, there is another option. The 

Patient Safety and Quality Improvement 
Act of 2005 created Patient Safety 
O r g a n i z a t i on s  ( P S O s).  P S O s  a r e 
designed to improve patient safety by 
encouraging voluntary and confidential 
reporting of adverse patient events. 
PSOs undertake the peer review process 
for members. Again, confidentiality is 
key. Much of the information reported 
by providers to PSOs, including actual 
evaluations, is privileged. Monetary 
penalties for confidentiality violations 
reassure providers that they can safely 
pa r t ic ipate  in  t he  orga n i z at ion’s 
activities. 

Genera l ly, hospita ls and hea lth 
systems are members of PSOs, but other 
organizations may also participate. 
Members may submit any information 
that tends to promote safety and improve 
medical care, such as root cause analyses 
and risk assessments. In return, the PSOs 
can undertake the peer review process 
and evaluate physician performance. 
PSOs can then assist in the development 
of better policies and procedures. 

It is important to note that while 
data , reports, records, memoranda, 
analyses, or written or oral statements 
that are assembled by a provider and 
reported to a PSOs are bestowed with 
the same privilege once enjoyed by the 
peer review process, some data is not 
protected. Medical and billing records, 
discharge information, or other original 
patient information is not privileged.  

Patient Safety Organizations 
Replacing the traditional peer review 
process in the wake of the ACA.

How can providers be 
expected to improve care 
i f  they cannot  openly 
and honest ly  evaluate 
i t ,  f ree from fear  of 
cour t  or  discipl inar y 
proceedings?

Continued on page 23
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Responding to the call

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 22

Patient Safety Organizations
Joining a PSO

W h i l e  t h e  A C A  r e p e a t e d l y 
emphasizes patient safety and quality of 
care, it specifically requires that hospitals 
with at least 50 beds participate in a PSO 
by January 2015 in order to contract 
with the Exchanges. So, while joining a 
PSO may currently be optional for some 
providers, hospitals must participate in 
these organizations. 

Hospitals should act now if they are 
not already a member; it takes time to 
find the right PSO and contract for its 
services, or to develop an internal one. 
The United States Agency for Healthcare 
Research and Quality lists qualified 
PSOs; members of unqualified PSOs do 
not enjoy confidentiality and privilege 
protections. PSOs are subject to several 
requirements to which they must strictly 
adhere to in order to maintain their 

qualified status.
Healthcare reform imposes new 

duties to monitor, measure, and report 
on quality of care. Even for those not 
subject to the 2015 requirement, joining 
a PSO provides an invaluable benefit. 
The Kentucky Hospital Association has 
organized a PSO, but the law allows 
for the development of smaller entities 
as a part of an internal organization. 
For Kentucky physicians and providers, 
conducting peer review through a PSO 
is the only viable way to maintain 
confidentiality of important records. 

Lisa English Hinkle is a member of 
McBrayer, McGinnis, Leslie & Kirkland, 
PLLC, in Lexington. 

Anne-Tyler Morgan is an associate of 
McBrayer, McGinnis, Leslie & Kirkland, 
PLLC, in Lexington.

discussing specific issues of interest to 
all, with a few minutes allotted for each 
patient to speak individually with the 
physician about personal concerns while 
the group addresses shared concerns. 

Advocates of the approach say 
these visits allow doctors to treat more 
patients, spend more time with them 
and increase appointment availability, 
as well as enable patients to learn from 
each other and take more responsibility 
for their health. 

Improving Patient engagement through 
Mobile Technology

Thanks to innovations in mobile 
health, or mHealth, medical practices 
are improving patient outcomes – 
and satisfaction – by helping patients 
outside of the office setting. Physicians 
are also seeing a boost in productivity 
and in their bottom line as they 
maximize patient outreach and improve 
eff iciencies in healthcare costs. 

Through such technologies as 
smartphones, tablets and telehealth 
devices, physicians can access patient 
information and diagnostic insights 
from wherever they are. Patients can 
receive health reminders, log into a 
personal health record or patient portal, 
send data to physicians from home-

monitoring devices, and consult with 
a clinician remotely through e-visits or 
video chats. 

More than 40,000 mobile health 
and wellness apps are currently 
available for smartphones or tablets, 
with about 500 new apps launched each 
month. Of these, an estimated 7,000 
apps are designed to assist clinicians in 
connecting with patients and improving 
the delivery of patient care. In the age of 
patient engagement, these innovations 
will be critical for medical practices to 
stay competitive and avoid losing out to 
those who have fully embraced them.

Although the healthcare industry 
has achieved remarkable advances in 
biomedical science, our system for 
delivering care has not kept pace with 
these breakthroughs. Today, spurred by 
government reforms and market realities, 
providers are pursuing innovation with 
new vigor. Those physician practices 
with a strong foundation, the capacity 
for growth and an eye for emerging 
opportunity can create a bright future 
in even the toughest of times. 

William A. Fera, MD, is chief medical 
of ficer of EY’s Americas Advisory Health 
Care practice in Pittsburgh, Penn. 
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• Healthcare Reimbursement Specialist
• Invasive Cardiovascular Technology*
• Limited Medical Radiography
• Massage Therapy
• Medical Administrative Assistant*
• Medical Administrative Management
• Medical Assistant
• Medical Clinical Specialties
• Medical Coding Specialist 
• Medical Laboratory Technician
• Medical Massage Therapy
• Nursing*
• Patient Care Assistant*
• Personal Trainer*
• Phlebotomy
• Radiologic Technology
• Respiratory Therapy*
• Surgical Technology*

*Program Available at Louisville Campus Only.

Discover 
Our Talent.
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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.


