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The lighthouse
The Lighthouse, Seven Counties Services 
Adolescent Recovery Center, is in danger of 
closing its doors due to lack of funding. To 
lose this beacon of hope for these high school 
students would be a set-back in the fight to 
rehabilitate teens suffering from substance 
abuse and other related issues. 
Read more on page 20

The world is still changing one 
year later
Last year I had the opportunity to highlight 
trends in behavioral healthcare that I 
anticipated would emerge in 2013. In 2014, I 
anticipate that we will see a growing number 
of previously uninsured individuals covered by 
these new opportunities as well as continued 
evolution in several other areas. 
Read more on page 21

Veterans’ Community Alliance 
of Louisville 
Louisville native John William Kayse joined 
the Army at age 17. Soon after, he was serving 
in Vietnam. After four years in the Army, John 
worked at the former Phillip Morris cigarette 
plant and during the 1970s began “drinking 
and drugging.”  He tried a series of treatment 
programs, but relapsed every time.  
Read more on page 22
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Behavioral health
Each March, Medical News provides 
comprehensive coverage on behavioral health. 
This year experts in the field contributed 
articles on new developments in pediatric 
behavioral and mental health in Kentucky, the 
importance of family support and noteworthy 
events. We reveal why a program such as 
Assertive Community Treatment (ACT) works 
and explore the potential of Transcranial 
Magnetic Stimulation (TMS) therapy for 
patients with depression. Further, we take 
a closer look at some often overlooked 
professions within the behavioral health arena 
in the article “More than a therapist.” What 
does it mean when a mood swing is more than 
just a mood swing? Read on to find out. 

Articles begin on page 9

By Kenny Colston

As other states debate medical mari-
juana legislation, Kentucky, like in many 
other instances, is just now dipping its 
toe into the waters.

However, Kentucky leg isla-
tors took the fi rst step toward legiti-
mizing marijuana use—two legislative 
committees recently approved versions 
of medical marijuana bills. � e Sen-
ate Health and Welfare Committee 
approved chairwoman Julie Denton’s 
Senate Bill 124. 

On ly Sen.  Dav id Givens ,  (R-
Greensburg), voted against the marijua-
na oil bill. 

� e bill would allow the University 
of Kentucky and the University of Lou-
isville’s medical hospitals to conduct re-
search that would allow anyone enrolled 
in a U.S. Food and Drug Administration 
trial to be treated with marijuana oil. 

Fate of Bills Uncertain
The House Health and Welfare 

Committee than approved Rep. Mary 
Lou Marzian’s House Bill 350, which al-
lows broader use of marijuana for medical 
purposes. However, the fate of that bill—
and other bills pertaining to legalizing 
medical marijuana—remains uncertain.

Despite the fact that the issue of 
legalizing medical marijuana has seen 
the most press, and attention, from 
lawmakers than ever before, even its 
chief advocate, state Sen. Perry Clark, 
admits 2014 isn’t likely the year it pass-
es in the Commonwealth. 

“In Kentucky it could be 20 years 
(before a bill passes),” Clark said of his 
bill’s chances. “But realistically, we have 
to be aware of what’s going on in Frank-
fort. It’s a victory to even be talking 
about it.”

And polls, including one recently 
taken by the Louisville Courier-Journal, 
show a majority of Kentuckians sup-
porters legalization, although numbers 
of support have varied based on how the 
questions were worded. 

For Clark, the last stumbling blocks 
to passage of his bill isn’t necessarily the 
law enforcement community, but the 
medical one. 

“It’s pretty simple. � e issue is, is 

cannabis medicine or not?” Clark said. 
“� e medical community needs to get be-
hind removing prohibitions on research.”

Clark said he has heard many doc-
tors, including at least one in his Sen-
ate district and one at the University of 
Louisville, come out in favor of more re-
search on marijuana as medicine. But as a 
whole, the community has been silent on 
the issue in Kentucky. 

“� e question is, is the medical com-
munity ready to embrace cannabis as 
medicine,” Clark said. 

Warming Up
An embrace might be a stretch, but 

it seems Kentucky’s medical community 
is at least warming to Denton’s, Mar-
zian’s and Clark’s ideas. 

“It is an issue our leadership has dis-
cussed, will discuss and will continue to 
discuss,” Cory Meadows, director of ad-
vocacy and legal aff airs for the Kentucky 
Medical Association, said. “It’s a signifi -
cant issue that deserves a due amount of 
attention from the medical community 
before we take a stance.” 

Instead, Meadows pointed to the 
stance of the American Medical Asso-
ciation (AMA), which he called “well-
reasoned.” � e AMA is interested in lift-
ing the restriction on research of medical 

Continued on page 4

A medical decision
Is cannabis medicine? The public thinks so. 
So do some legislators. Now the medical 
community needs to decide. 

“it’s very diffi cult to fi nd a 
physician who will support solving 
one issue while creating another.” 

— Cory Meadows, director of 
advocacy and legal affairs for the 

Kentucky Medical association
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This  month,  Medica l  News  was  plea sed to 
launch our new initiative focused on celebrating and 
improving healthcare innovation in our region. The 
aptly named Healthcare Innovation Exchange is a 
membership based organization that works to connect 
entrepreneurs and ideas with capitol, resources and 
companies who can be valuable partners. There are a 
lot of terrif ic healthcare innovators in our region and 
we want to make sure their story is told.

The f irst meeting demonstrated that a variety of hea lthcare leaders are 
interested in work ing to address hea lthcare chal lenges. The attendees at the 
meeting ranged from investors to inventors, and physicians to healthcare technology 
managers. Their varied expertise is what makes this endeavor successful; their 
questions, inquiries and professional opinions led to an in-depth conversation about 
topics ranging from healthcare education to the structure of healthcare patents.

The Healthcare Innovation Exchange will continue to evolve organically as 
the group works to promote an environment of healthcare innovation. If you would 
like to be a part of this discussion, we invite you to be a part of the Healthcare 
Innovation Exchange. As always, I welcome you to contact me directly to discuss 
or visit www.medicalnews.md/innovation.

Sincerely yours, 

Healthcare Innovation Exchange

Ben Keeton

publisher

Thoughts from the healthcare community

Ky Pharmacists Assoc @KyPharmAssoc
KPhA Legislative Update: Pharmacy TAC bill clears House 
conta.cc/NjtKFD  http://fb.me/2Po7BV3Yq
Foundation4HealthyKy @healthyky 
We’ve issued a new RFP: funds will target areas to strenghten local public 
health: bit.ly/OD9j8b  #healthyky  pic.twitter.com/xO2rAL2Jom
Douglas L. McSwain @DouglasLMcSwain  
Poll: For Right Price, Consumers Will Accept Limited Choice Of Doctors, Hospitals 
– Capsules-� e KHN Blog capsules. kaiserhealthnews.org/index.php/2014/02/for-the-
right-price-consumers-will-accept-limited-choice-of-doctors-hospitals/ … via @khnews
Kentucky REC @KentuckyREC 
Avg doc/patient time together = 120 mins/year. Must fi gure out how to get 
patient to manage their own care the other 525,480 mins. #HIMSS14
KY Voices for Health @kyvoices4health 
Gov. Beshear to hold ceremonial signing for nurse practitioners bill 
TODAY at 1 p.m. EST in the Capitol State Reception Room
LouMetroHealth @LouMetroHealth 
Congrats UofL Physicians on today’s opening of their MDA Clinic to 
improve care for kids with neuromuscular disease. ow.ly/tKT8o
 L&F Healthcare @LF_Healthcare  
Over 70% of ED nurses have been yelled at, cursed at, intimitated, 
or threatened with sexual violence hlm.tc/1gm6Mba
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Quality Health Coverage. For Every Kentuckian.

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 

We’ve got great news 
for your uninsured patients.

ENROLL NOW

Oct. 1–Mar. 31, 2014
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Continued from page 1

UK gets NIDA grant to study drug abuse
� e National Institute on Drug 

Abuse (NIDA) launched the Juvenile 
Justice Translational Research on In-

terventions for Adolescents in the Legal 
System (JJ-TRIALS). Seven research 
centers, including the University of 

Passport Health Plan will partici-
pate in the Association for Community 
Affi  liated Plans’ (ACAP) Substance 
Abuse Coalition. Passport will be one 
of 16 plans nationwide participating in 
the Coalition with the goal of sharing 
best practices for treating Medicaid re-
cipients with substance abuse diagnoses. 

According to a recent study by the 
Robert Wood Johnson Foundation, 
Kentucky has the third highest rate of 
fatal drug overdoses. � e number of 
drug related deaths has quadrupled, ris-
ing from 5.9 per 100,000 in 2000 to 23.6 
per 100,000 in 2010.

Teens raise suicide awareness 
During the annual Spread the 

Love-a-� on suicide prevention event 
held this past February, local high school 
students sparked dialogue about youth 
suicide and mental health using tab-
lets, cellphones and laptops. A group of 
about 20 students spent a couple hours 
at the Temple Adath Israel in Lexing-
ton sending out “Lifelines,” or messages 
that contain at least two compliments 
and statistics about suicide in Kentucky, 
to friends and relatives. � e event was 
sponsored by the University of Kentucky 
Division of Adolescent Medicine and 
affi  liated nonprofi t Stop Youth Suicide.

Suicide is the second-leading cause 
of death in people ages 10-24 in Ken-
tucky and the third-leading cause of 

death in this age group nationally. 
Twelve out of 15 regional medical cen-
ters in Kentucky report a youth suicide 
rate above the national average. Suicide 
kills more Kentucky youth than any 
congenital disease or asthma. 

Passport Health Plan chosen for 
Substance Abuse Coalition 

cannabis, Meadows said, to allow for 
greater clinical research to determine 
the real benefi ts and to see if there were 
more productive ways of ingesting, rath-
er than smoking. 

Meadows said the fact that smoking is 
a key way to take in medical marijuana is 
an issue the medical community has.

“It’s very diffi  cult to fi nd a physician 
who will support solving one issue while 
creating another,” Meadows said. 

Even treatment agencies, like Seven 
Counties Services, Inc., seem to be com-
ing around. “Seven Counties Services is 
certainly opposed to the abuse of mari-
juana, but is not opposed to the limited 
use of medical marijuana as a part of a 
plan for medical services,” said Gwen 
Cooper, vice president for external aff airs 
of Seven Counties.  
Three-tiered system

With supporters building, questions 
then move to what the system would look 
like in Kentucky. Under Clark’s bill, it 
would be a three-tiered system. 

As it’s currently written, there 
would be regulations governing grow-
ers, distributors and retail outlets, called 
compassion centers. 

“Kentucky understands the three-
tier system,” Clark said. “We use it 
for a lcohol and tobacco. It ’s layered 
quite purposeful ly.”

Of course, there are exemptions, in-
cluding for patients who want to grow 
their own medical marijuana, but there 
are strict limits for doing so.  And if not 
at a growing facility, a patient can only 
carry three ounces of medical marijuana 
at one time.  � ey can only receive the 
same amount from a retail outlet once ev-
ery two weeks. 

Patients who are prescribed medical 
marijuana must register with the state 
Department of Public Health and carry 
an ID card proving their registration at 
all times. � e ID cards must be renewed 
every year and the department will have 
a 24-hour accessible database of all med-
ical marijuana patients and caregivers in 
the state, available to retail outlets and 
law enforcement. 

No one under 18 can use medical 
marijuana, unless given parental and doc-
tor consent and only if the parent registers 
with the department as a caregiver and ad-

ministers the marijuana themselves. 
And no one under 21 can sell medical 

marijuana at a retail outlet or be a care-
giver that administers marijuana. A reg-
istered caregiver can only treat up to fi ve 
medical marijuana patients at a time.

 Even if prescribed, marijuana couldn’t 
be used on school buses, school properties 
or in jail, according to Clark’s bill. It also 
couldn’t be used on public transportation 
or in public spaces, driving under the in-
fl uence of medical marijuana is barred 
and any other illegal activity isn’t excused 
while using medical marijuana. 

Private work places and homes can 
bar the use of medical marijuana on their 
property, but schools and landlords cannot 
refuse someone because they are a regis-
tered user, the bill says. 

No one in the three-tiered process, 
sans a patient in their home, can even be 
within 500 feet of a school. A retail medi-
cal marijuana outlet can’t share space with 
a doctor’s offi  ce and doctors can’t refer pa-
tients to a specifi c center. 

And insurance agencies aren’t re-
quired to reimburse patients for their 
medical marijuana, even if prescribed. 

Cultivators and retail outlets must all 
pay registration fees with the department 
before starting business and prove they can 
securely handle marijuana against theft. 
Only fi ve retail outlets, called compassion 

centers, will be allowed within the fi rst 
year of legalization. Growers will be taxed 
on the sale of medical marijuana. 

Additionally, there are safeguards 
protecting patients, doctors and lawyers in 
the process, as well as multiple regulations 
on the business side of things. 

Bill Based on Best practices
Clark said his bill is taken from the 

model of other states.  “� e details on how 
it’s going to get done are simple. It looked 
at other states and took their best prac-
tices,” he said. 

� e bill also specifi cally lists which 
illnesses qualify for medical marijuana. 
� ere’s also the ability for other illnesses 
to be added to the list, through a petition 
process with the department. 

In the end, it’s unlikely Clark’s bill 
will be passed “as is” by the end of the 
2014 session, something the lawmaker 
quickly admits. But he’s pleased with the 
progress so far. 

“� e underlying support is larger 
than imagined,” he said. “We have peo-
ple in serious pain who don’t want to 
take other things. Cannabis is the most 
benign plant on Earth. Of course mari-
juana is medicine.” 

for clark, with the public on 
his side of the debate, the last 
stumbling blocks to passage of 
his bill aren’t necessarily the 
law enforcement community, 
but the medical one. 

C O V E R  S T O R Y

A medical decision

Beha viora l Hea lth N ews 
Kentucky Center on Drug and Alcohol 
Research (CDAR), will work together to 
determine how juvenile justice programs 
can eff ectively adopt science-based pre-
vention and treatment services for drug 
abuse and HIV.

According to recent estimates, ap-
proximately half of all teens who enter 
the juvenile justice system need treat-
ment for substance use disorders. � e re-
maining half would benefi t from a drug 
abuse prevention intervention.

Many evidence-based interventions 

targeting adolescent substance abuse 
and HIV screening, assessment, pre-
vention and treatment currently exist. 
Unfortunately, implementation of these 
interventions within juvenile justice set-
tings has been variable and incomplete.

CDAR and other grant awardees 
will develop and execute collaborative 
multi-site studies across a variety of ju-
venile justice settings, including juvenile 
probation and drug courts.
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N E W S  in brief 

Healthcare providers join REC Cohort 
Ten healthcare provider orga-

nizations in Kentucky attended the 
Kentucky Regional Extension Center 
(REC) Inaugural Patient-Centered 
Medical Home (PCMH) Cohort 
Kick-Off  held this past January.

Members included UK Family and 
Community Medicine, UK Health-
Care-Georgetown, Family Medi-
cine Clinic of Danville, Van Bussum 
Family Practice, Physicians Affi  liated 
Care, Bluegrass Community Family 
Practice, Central Internal Medicine, 
Georgetown Pediatrics, Drs. Borders 
and Associates and Primary Care 
Centers of Eastern Kentucky.

Kentucky REC will assist these 
prac t ices  in  ach iev ing Nat iona l 
Committee for Quality Assurance 
(NCQA) PCMH Recognition within 
a 15-month period. � e Patient-Cen-
tered Medical Home (PCMH) is a way 

of organizing primary care that empha-
sizes care coordination and communi-
cation to transform primary care into 
“what patients want it to be.” Medical 
homes can lead to higher quality and 
lower costs, and can improve patients’ 
and providers’ experience of care. � is 
recognition is the most widely used way 
to transform primary care practices into 
medical homes. 

Kentucky REC has helped health-
care providers implement electronic 
health records and qualify for federal 
incentive funds. Now, the REC is 
helping practices prepare for the next 
wave of innovation by using technol-
ogy together with changes in practice 
culture and workfl ow to radically im-
prove patients’ experience of care and 
the eff ectiveness of the healthcare sys-
tem overall.

Health Enterprises Network 
Family Tree of Health-Related 
Companies Unveiling
Date:  � ursday, March 6, 2014
Time: 10 am, doors open; 10:45-11:45 am, 
unveiling ceremony
Where: � e Nucleus (the new Nucleus building),     
1st fl oor lobby, 300 East Market St., Louisville, Ky., 40202
Info: � e 6th edition of the Health Enterprises Network Family Tree of 
Health-Related Companies is ready to be unveiled. Come see the latest HEN 
publication, which displays over 625 companies, and hear from community 
and corporate leaders. Confi rmed speakers include: Mayor Greg Fischer; 
Eric Friedlander, deputy secretary, Kentucky Cabinet for Health and Family 
Services; Joe Steier, CEO, Signature HealthCARE and board chair, Health 
Enterprises Network.
To register: � is event is free-of-charge and open to all HEN members  
and the public. Email: Register@HealthEnterprisesNetwork.com or  
call (502) 625-0179.

Innov8 for Health 2014 Challenge 
and Idea Expo
Date:  Friday, March 7, 2014
Time: 1 to 5 pm
Where: NKU METS Center, 
3861 Olympic Blvd., Erlanger, Ky., 41018
Info: A forum for innovators to introduce ideas, compete for prizes and 
initiate engagement with the community to get the support and assistance 
needed to move a health innovation from idea to business concept to a startup 
company in just one year.
To register: Visit innov8forhealth.com or email sunnie@innov8forhealth.com.

Event calendar

Most Wired survey, benchmarking 
study still open

Since 1999, Hospitals & Health 
Networks, the journal of the American 
Hospital Association, has annually 
recognized the nation’s Most Wired 
hospitals and health systems. � e 
Most Wired Survey is a benchmarking 
tool that looks at how hospitals and 
health systems are leveraging infor-
mation technology to improve perfor-
mance for value-based healthcare and 
implementing IT strategies essential 
for future delivery systems.

Participating hospitals and health 
systems are assessed based on progress 
in adoption, implementation and use 
of information technology in four crit-
ical areas: infrastructure, business and 
administrative management, clinical 
quality and safety (inpatient/outpa-
tient hospital) and clinical integration 
(ambulatory/physician/community).

In 2013, Kentucky’s Most Wired 
recipients included: King’s Daugh-
ters Medical Center and Our Lady of 
Bellefonte Hospital, both in Ashland; 
Marshall County Hospital, located in 
Benton, Ky.; and Ephraim McDow-
ell Health, which is in Danville, was 
awarded most improved.

User ID codes and passwords have 
been emailed to all hospital CEOs and 
CIOs. � e annual survey link and the 
Innovator Award application are avail-
able at hhnmostwired.com. Hospitals 
may also be named to the Most Im-
proved and/or Most Wired—small 
and rural lists. Hospitals that have 
unique IT projects may also compete 
for the Innovator Award application. 
� e deadline for submission is March 
15, 2014. 

Ashland Chemical employees 
support Lourdes cancer treatment 

Employees of Ashland Chemical 
in Calvert City made a $1,140 gift to 
the Lourdes Foundation. � e funds 
will help expand the Beads of Courage 
program in support of women under-
going treatment for breast cancer.

Beads of Courage helps connect 
women undergoing cancer treatment 
with nurse navigators Courtney Le-

neave, RN, and Amy Manley, RN, 
in the Lourdes Women’s Center. � e 
navigators act as a liaison to enhance 
the quality and continuity of care for 
breast cancer patients. Leneave and 
Manley are the region’s only certifi ed 
breast patient navigators in imaging 
and cancer.

NKU adds bachelor’s programs in 
radiologic science, respiratory therapy

� e Northern Kentucky Univer-
sity College of Health Professions will 
add two new bachelor degree programs 
this year that will replace existing as-
sociate degrees.

A new bachelor of science in ra-
diologic science is designed to educate 
and prepare students for work in diag-
nostic radiography, which is an imag-
ing modality that employs radiation to 
produce images of the body’s tissues, 
organs, bones and vessels. � e pro-
gram will integrate classroom instruc-
tion, lab work and clinical education at 
affi  liating local hospitals and orthope-
dic offi  ces.

� e university will also add a 
bachelor of science in respiratory care. 

� is program was developed to educate 
individuals who will function as entry-
level advanced respiratory therapists 
in acute care, sub-care and home care 
environments. � e program will also 
provide expanded clinical skills that 
refl ect the needs of the community, 
such as disease-specifi c case managers, 
clinical specialists and researchers.

Both programs will be the only 
baccalaureate programs of their kind 
in greater Cincinnati or Kentucky. 
The NKU board of regents approved 
both programs at its January meet-
ing. Both still require f inal approval 
from the Kentucky Council on Post-
secondary Education, which is ex-
pected next month.
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P H Y S I C I A N  S P O T L I G H T

Why did you become a doctor? 
I enjoyed basic science classes in 
college and gravitated towards or-
thopedics due to my interest in ath-
letics and the satisfaction of return-
ing patients to their jobs and sport-
ing activities.

Is being a doctor different 
than you thought? How? 
The hours are longer. 
But I wouldn’t trade 
what I do for any-
thing else.

What is the big-
gest misconception 
about your field?
That we don’t listen, 
which can unfortunately be 
true. I strive every day to pay at-
tention to what my patients say.

What is the one thing you 

wish patients knew and/or un-
derstood about doctors?
That most of us really are doing this 
because we want them to feel better 
and have less pain. We’re not doing it 
for the money. 

What is your opinion of managed 
care and how will this affect 

you and your practice?  
I think some of the aims 

of managed care and 
he a l t hc a r e  r e f o r m 
have merit. I hope 
increased access will 
improve the health of 
our community. I am 

worried that some of its 
changes are not patient-

centered and will burden 
an already over-managed health-

care profession.

What’s one thing your col-

leagues would be surprised 
to learn about you? 
I almost went into politics before 
choosing the medical profession.

What’s the best advice you ever 
received? Who gave it to you? 
A professor during my residency said, 
“That most of the time the patient will 
tell you their diagnosis if you listen.” 

What’s the last good book you read? 
The Cornbread Mafia: A Homegrown 
Syndicate’s Code of Silence and the Big-
gest Marijuana Bust in American History 

by James Higdon (Lyons Press, 2013).

Favorite daytime beverage? 
Sweet tea.

Meet Kris Abeln, MD, orthopedic surgeon and sports medicine physician, 
Floyd Memorial Medical Group in New Albany, Ind.

by James Higdon (Lyons Press, 2013).Most of 

the time the patient 

will tell you their 

diagnosis if

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

Efficient Design
Productive Care 

Attract patients.
Elevate care. 
Improve outcomes.

www.teg123.com

DESIGN CHANGES LIVES

UK physician assistant student 
featured in Forbes 

Glenn L. Means 
III, a University of Ken-
tucky physician assistant 
student, was one of three 
graduate students se-
lected for an eight-week 
fellowship with Health 
for America in the sum-

mer of 2013. � e fellowship, which was 
a pilot-program, garnered the attention 
of Forbes online magazine.

Means, along with two other fel-
lows, worked on fi nding innovative, 
technology-based approaches to dealing 
with childhood asthma. MeaNs

Kentucky startup inks deal with 
Signature HealthCARE

A Louisville-based startup, Neu-
ronetrix, backed by an equity invest-
ment from the Cabinet for Economic 
Development ’s  Enterpr ise Fund, 
signed an agreement with Louisville-
based Signature HealthCARE and its 
Serenity Healthcare Division, to make 
Neuronetrix’s emerging neurodiag-
nostic devices known as the COGNI-
SION System available at 27 special 
care facilities located throughout the 
United States. 

The COGNISION System, a 
unique piece of non-invasive headgear 
that scans the brain to help determine 

and measure cognitive function, has 
been in development for more than 10 
years. The COGNISION System has 
applications in diagnosing Alzheim-
er’s disease, concussions and other 
brain disorders. 

Signature’s Serenity Healthcare 
works with universities to provide spe-
cialized care to individuals suff ering 
from Alzheimer’s disease and other 
forms of dementia through testing and 
evaluation of non-pharmacological 
interventions that might improve out-
comes for Serenity’s special needs and 
elderly residents.
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Healthcare Strategy group, LLC. 
Larry Brumleve joined 
Healthcare Strategy Group, 
LLC as senior consultant. 

Jerry W. Haynes joined Healthcare Strategy 
Group, LLC as senior consultant.

Dr. Terrence McWilliams joined Healthcare 
Strategy Group, LLC as senior consultant.

Hospice of the Bluegrass
Hospice of the Bluegrass board 
o�  cers for 2014 include:
Chair Mark Nabity, Grayhawk, LLC
Vice chair Eric Frankl, Blue Grass Airport 
Treasurer Jen Shah, Dean   

Dorton Allen Ford, PLLC
Secretary Shannon Arvin, 
 Stoll Keenon Ogden, PLLC

New board members for 2014 include:
David Brennen, University of
 Kentucky College of Law
Jenna Canning
Jeff  Raines, Raines, Buechel,
 Conley & Dusing, PLLC

Mercy Medical associates
The Lourdes employed and owned physician practice 
welcomed Brian Hawkins, MD to its medical staff. 

The Lourdes employed and owned physician practice 
welcomed Robert B. Lee, MD to its medical staff. 

Sullivan University
Dr. Cindy Stowe was selected as the new dean of the 
College of Pharmacy at Sullivan University. 

University of Kentucky
Dr. Mark V. Williams is the new director for the University 
of Kentucky Center for Health Services Research.

WellCare Health plans, Inc.
WellCare Health Plans, Inc., named Dr. Howard 
J. Shaps medical director for Kentucky.

brUMleVe hayNes

McwilliaMs

caNNiNG

Nabity hawKiNs

raiNes

lee

fraNKl shah

arViN breNNeN

stowe williaMs

shaps

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

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

Please submit a brief description and high resolution 
color photo saved as jpeg, tif or eps (pdfs will not be 
accepted) via email to Melanie@IGEMedia.com.
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N E W S  in brief   

ULP, MDA opens new 
multidisciplinary clinic 

Children with neuromuscular dis-
eases and their families have a conve-
nient new option for treatment with 
the recent opening of a multidisci-
plinary clinic in Louisville, a partner-
ship between UofL Physicians, Kosair 
Children’s Hospital and the Muscular 
Dystrophy Association (MDA).

� e collaboration provides highly 
specialized medical care for children 
with the nine main forms of muscu-
lar dystrophy and more than 30 other 
neuromuscular diseases. 

At the clinic, patients can see a 
variety of board-certifi ed specialists 
related to their care in one, central-
ized location, including doctors in 
neurology, cardiology, pulmonology, 
orthopedics and psychology. � e af-
fi liation with the MDA will also allow 

patients and families to benefi t from 
the MDA’s range of support services 
and resources.

� e specialized care available at 
the clinic includes physical, respira-
tory and speech therapy, which some 
patients may need because their mouth 
and throat muscles have weakened. 
Healthcare social workers will also be 
available to help families with their 
daily challenges related to the disease, 
and support groups for families will be 
off ered where they can meet and share 
experiences with each other. 

Other services include diagnostic 
testing for neuromuscular disease, and 
genetic testing for aff ected families to 
see whether other members might be 
at risk. 

Bastos-Carvalho receives grant
Ana Bastos-Carvalho, a visiting 

scholar in the Ambati research group 
in the department of ophthalmology 
and visual sciences at the University 
of Kentucky College of Medicine, 
received the Global Ophthalmology 
Research Award from Bayer Health-
Care for her research, “Mechanisms of 

geographic atrophy expansion in age-
related macular degeneration.” 

In 2012, Bayer Hea lthCare 
launched the Global Ophthalmology 
Awards Program (GOAP) with the 
aim of advancing the scientifi c under-
standing and clinical management of 
retinal ophthalmic disorders. 

Baptist Health Paducah receives 
national performance award 

Heart attack treatment at Bap-
tist Health Paducah was recently 
recognized among the nation’s best 
by the American College of Cardiol-
ogy. Baptist Health is one of only 197 
hospitals nationwide to receive the 
NCDR® (National Cardiovascular 
Data Registry) ACTION Registry®–
Get with the Guidelines Platinum 

Performance Achievement Award. 
The award recognizes the hospi-

tal ’s commitment and success in im-
plementing a higher standard of care 
for heart attack patients as outlined by 
the American College of Cardiology/
American Heart Association clinical 
guidelines and recommendations.

Nazareth Home introduces two 
new programs

Louisville-based Nazareth Home 
recently launched two new programs: 
Music & Memory and Namaste Care.

Music & Memory is a nonprofi t 
organization that brings personalized 
music into the lives of elderly through 
digital music technology, such as 
i-Pods, vastly improving quality of life.

Namaste Care™ takes place in a 
designated space that helps to create 
a safe and comforting environment 
for all who enter; residents, their 
families and staff. This program 
provides a wide range of meaningful 
activities that help bring pleasure to 
people with advanced dementia or 
who have other physical or mental 

impairments due to aging. 
Hand and foot massage, brush-

ing or combing a person’s hair with 
slow movements and moisturizing 
the ladies faces with cold cream, a 
scent they may remember from their 
youth, are a few ways that bring plea-
sure when done with compassion and 
individualized focus. 

The overall focus of the Namaste 
program is to gently stimulate the 
f ive senses and empower the elder 
to interact with their surroundings 
even though the elder may have lost 
the ability to speak or recognize the 
world around them.

Patients satisfied at independent 
pharmacies

Readers of Consumer Reports 
magazine gave independent community 
pharmacies high marks for overall 
customer satisfaction and the best 
ratings of any pharmacy provider in key 
categories such as “speed and accuracy,” 
“cou r tesy  and he lpf u lness”  and 
“pharmacists’ knowledge,” according 
to the publication’s pharmacy survey, 
featured in the March 2014 issue.

Patients at independent pharmacies 
reported shorter wait times and a greater 

likelihood that independents would 
have medication in stock, compared to 
other pharmacy options.

Independent community phar-
macies are also known for meeting 
individual patient needs through the 
provision of niche services such as 
same-day home delivery, compounding 
customized medications, durable medi-
cal equipment, medication synchroni-
zation, disease state management pro-
grams and immunizations. 

FNU textbook receives AJN book of 
the year award

H y d e n ,  Ky.-
b a s e d  Fr o n t i e r 
Nursing University’s 
(F N U ) tex tbook 
Best  P ract i ce s  in 
Midwife r y:  Using 
the  Evidence  to 
Implement Change, 
written and edited 
by FNU faculty 

and alumni, received a 2013 American 

Journal of Nursing (AJN) Book of 
the Year (BOY) award. Published 
by Springer Publishing Company, 
Best Practices in Midwifery: Using the 
Evidence to Implement Change, is a 
second place winner in the maternal-
child nursing/childbirthing category. 
It is the f irst book of its kind released 
in the U.S. focusing on evidence-
based practice for nurse-midwives. 

ZirMed named best in KLAS
Lou isv i l le-based Zi rMed,  a 

health information connectivity and 
management solutions company, was 
ranked Best in KLAS®, recognized as 
the number one claims and clearing-
house vendor in the healthcare mar-

ket. The 2013 Best in KLAS: Soft-
ware and Services report recognizes 
top-scoring healthcare vendors based 
on performance data collected from 
healthcare professionals. 

Catholic Health Partners receive 
delivery award

Catholic Health Partners, (CHP) 
received Premier, Inc.’s 2014 Richard 
A. Norling Premier Alliance Excel-
lence Award for its leadership in ac-
celerating innovation in care delivery. 

� e award recognizes a Premier 
member that has most advanced the 
alliance’s work to improve quality and 
reduce costs over the past year.

� e CHP health system provides 
care for 5 million people across 23 
hospitals and more than 250 care lo-
cations in Ohio and Kentucky, includ-
ing Lourdes in Paducah and Marcum 
and Wallace in Irvine, Ky. It has been 
nationally recognized consistently as 
one of the top providers in the U.S. for 
clinical performance and effi  ciency. 
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By p. gail Williams, MD

T h e r e  a r e  s o m e 
exciting new developments 
in pediatric behavioral and 
mental health in Kentucky. 
The need for strategies to 
address behavioral health 

concerns in the medical home has been 
increasingly recognized in our state. 

A  2 011  s u r v e y  o f  K e n t u c k y 
ped iat r ic ians documented concerns 
regarding the need for additional mental 
health resources, lack of confidence in 
diagnosis and treatment of mental health 
disorders in children and communication 
gaps between primary care physicians and 
mental health providers. Pediatricians and 
other primary care providers are on the 
frontline in dealing with mental health 
concerns of patients and families, which can 
account for up to 30 percent of office time.

early Brain and Child Development
The importance of addressing 

behavioral and mental health needs, as 
well as physical health and wellbeing, 
has become a priority for the American 
Academy of Pediatrics based on recent 
research on early brain and child 
development. This literature suggests that 
neural connections are formed on the basis 
of early experiences and relationships. The 
environment shapes the architecture of the 
brain in early childhood. 

Positive and nurturing experiences are 
protective and build resilience against stress. 
In contrast, toxic stress involving prolonged 
activation of the physiologic stress system 
can disrupt brain circuitry and results in 
vulnerability to mental health problems. 
This knowledge should be empowering to 
those who care for children.

Physicians can share this information 
with families and encourage caregivers to 
engage in the five Rs of early education: 
reading together on a daily basis; 
establishing routines around meals and 
bedtime; engaging in rhyming, play 

and cuddling activities; rewarding with 
praise for everyday success, and creating 
rec iproca l ,  nur tur ing re lat ionsh ips . 
Pediatricians should also screen for 
behavioral and developmental problems 
in order to identify these and intervene as 
early as possible.

alliance Builds Community
The Alliance of Pediatric Behavioral 

and Mental Health was formed in October 
2010, and includes University of Louisville 
and community pediatricians, psychologists, 
social workers, child psychiatrists, nurse 
practitioners and representatives from 
community organizations involved in 
mental health, including Jefferson County 
Public School System, Seven Counties, 
Our Lady of Peace, The Brook, NAMI 
Louisvi l le, Kentucky SPIN (Specia l 
Parent Involvement Network), Kentucky 
Youth Advocates, Home of the Innocents, 
Passport, Spalding University and WellCare. 

The Alliance has served as a forum 
for those concerned about child mental 
health in our community and has 
promoted models of integrated behavioral 
healthcare at the University of Louisville 
continuity practices, electives in mental 
health for pediatric residents, improved 
communication between primary care 
and mental health providers, advocacy 

efforts and creation of a web site with 
behavioral health resources. The Alliance 

has also produced two successful symposia 
on pediatric mental health that were well 
attended and received positive feedback.

Opportunities for advocacy in 
pediatric mental health are increasingly 
available. Dr. Sheila Schuster, executive 
director of the Kentucky Mental Health 
Coalition, recently offered an advocacy 
training session for those interested in 
learning more about direct involvement. 
Children’s Advocacy Day in Frankfort on 

January 16, 2014, provided a full-day venue 
to meet with legislators and demonstrate 
support for all aspects of children’s health 
and wellbeing. 

Noteworthy events
There a re a number of  recent 

noteworthy events in pediatric mental 
health in our state. 
• Th e Bingham Clinic at the University of 

Louisville recently celebrated its 100th 
anniversary with a mental health sym-
posium and celebratory dinner. 

• Kentucky Youth Advocates recently 
published their annual report, high-
lighting legislative wins such as the es-
tablishment of a panel to review child 
abuse deaths and the recognition that 
child traffi  cking victims require help 
rather than prosecution. 

• An autism advisory council was recently 
appointed by the governor to develop a 
plan on how to best serve children with 
autism spectrum disorders and their 
families in our state. 

• Recent state legislation no longer places 
restrictions on Medicaid reimburse-
ment for allied mental health providers. 

• The Affordable Care Act includes ex-
pectations that mental health needs 
be addressed in the primary care 
medical home. 

• Blueprint for Kentucky’s Children pri-
oritizes protecting children from ne-
glect and abuse, increasing accessibility 
to childcare and preschool programs, 
supporting kinship care and improving 
response to child behavior. 

All of these issues have direct impact on 
the mental health of children in Kentucky. 
Many of these developments present 
with opportunities for improvement in 
our current provision of pediatric mental 
healthcare and underscore the importance 
of optimizing the potential for every child 
in our state.

P. Gail Williams, MD, is professor of 
pediatrics at the Weisskopf Child Evaluation 
Center at the University of Louisville.

New developments in pediatric 
behavioral and mental health 
Alliances formed, new research explored.  

physicians can encourage 
caregivers to engage in the 
fi ve rs of early education: 
reading together on a 
daily basis; establishing 
routines around meals 
and bedtime; engaging in 
rhyming, play and cuddling 
activities; rewarding with 
praise for everyday success, 
and creating reciprocal, 
nurturing relationships. 
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More than a therapist
From development to public relations—behavioral health careers 

aren’t limited to just clinical opportunities.

By Chelsea Nichols

Psychiatry and social work are obvious 
career paths into behavioral health, but what 
about less obvious choices such as business 
development or communications? Though 
these paths don’t offer direct services, they’re 
of equal importance. After all, in order to 
provide services there must be funds and 
to get the word out about services provided 
someone has to share them to the public.

 Vice president of external affairs Gwen 
Cooper and marketing director Amanda 
Newton, both of Seven Counties Services, 
do just that. While Cooper handles 
media and government relations and fund 
development, Newton balances referral 
relat ionship development, reputation 
management and strategic planning. Both 
women, as well as their departments (and 
their fields in general), are integral parts to 
the success of behavioral health services.

What Their Jobs are ...
“I’m not sure a l l  depar tments 

understand the va lue of what our 
department provides,” Cooper said. While 
therapists are busy with clients, Cooper is 
out building the image of the agency.

“We are the front line people working 
in the community with corporate leaders 
and potential funders to tell our story,” she 
continued. “[We] shape the reputation and 
tout the successes that our direct service 
providers are involved with every day. We 
paint a picture of Seven Counties that many 
in our community never see.”

External affairs works with consumers 
and businesses. For example, a woman 
may come in to address a substance abuse 
problem, but may not be aware that her 
son can receive help for developmental 
disabilities. Cooper makes them aware 
of that service. She also shows that just 
because they are not utilizing the service 
doesn’t mean you can’t help the agency. 
Seven Counties is always in need of support. 
If the department does its job well, money 
is raised for unfunded programs. 

“Part of our job is to tie the brand 
awareness to the service awareness,” Cooper 
said. “You can provide great services, but if 
no one knows you’re here, you can’t provide 
great services.”

While Cooper colors in the picture, 

Newton sketches the next one. Strategic 
planning is all about vision. The plan helps 
the agency to know what’s going on in the 
community and mental healthcare and 
decide where it needs to go, Newton said. 
She also has a hand in damage control. 
When a referral source has a problem with 
accessibility, customer service or procedures, 
she ensures that it gets resolved. 

In addition, Newton carves out a part of 
her day for clinical work. After sitting down 
and discussing treatment with patients, she 
personally walks them into the Jefferson 
Alcohol and Drug Center. In a week, she 
checks backs on them, many of whom are 
already doing better.

“Many times they will express their 
gratitude for me being there and being a 
part of saving their life. It just doesn’t get 
better than that,” she said. “I make sure to 
always include a small part of clinical work 
in my day to keep me centered and focused 
on our mission.”

…and How They Landed Them
The ladies agreed that their jobs can 

be overlooked when discussing careers in 
behavioral health. Newton said people 
typically think you’re either going to be 
a doctor, therapist or a technician if you 
decide to work in behavioral health. 

“I also think that people generally 
assume that if you are not a doctor in this 
field, then you cannot be successful; that is 
simply untrue,” she said.

To work as a marketing representative 
in behavioral health, Newton said it takes 
the knowledge of a clinician, but the sunny 
disposition of a sales person. Finding people 
to fill positions is hard; people have the 
credentials or the spirit, but rarely both.

In order to find that balance, Newton 
studied psychology, receiving a bachelor 
and master’s degree, while working at a 
hospital. Before helping open a psychiatric 
hospital, she worked as a mental health 
technician, unit secretary, activity therapist 
and executive administrative assistant. She 
dabbled in human resources, utilization 
management, evaluation and referral, 
marketing and accounts payable. And as if 
that wasn’t enough, she worked as therapist.

“The only dif f icult piece about 
obtaining one of these positions is that they 
are limited, and one generally has to have 
worked in the field and become well-known 
and respected,” she said. “My advice to 
someone wanting to work in mental health 
marketing is to be a jack-of-all trades and 
know a little about everything.” 

Cooper’s path didn’t start in healthcare, 
but rather radio. With a bachelor’s degree 
in mass communications and experience 
working in the public eye, she set herself 
up for success. She surrounded herself 
with people whose careers she wanted 
next and had bosses and mentors who 
allowed her to take risks, which shaped 
her into becoming a leader. Before moving 
into fund development, she spent years in 
program development.

“Working in public relations, event 
management and communications is not 
a traditional nine-to-five job. You must 

be willing to work crazy and long hours. 
The payoff is that you learn incredible 
organization skills that you can combine 
with people skills,” she said.

Further, Cooper received a certificate 
in advanced grant writing as well as a 
fundraising executive credential. Currently, 
she’s enrolled in the MPA master’s program 
at Indiana University Bloomington.

“There is no such thing as ‘I have my 
degree; now my education is complete,” 
she said. “Keep an open mind to new 
techniques and technology to help and 
improve your job.”

After all, you never what job is available 
in your field.

“i also think that 
people generally 
assume that if 
you are not a 
doctor in this fi eld, 

then you cannot be successful; 
that is simply untrue,” 

— amanda Newton, marketing 
director, seven counties services

“part of our 
job is to tie the 
brand awareness 
to the service 
awareness…you 

can provide great services, but 
if no one knows you’re here, you 
can’t provide great services.” 

— Gwen cooper, vice 
president of external affairs, 

seven counties services

A Peer Helping Peers
Sarah Brumfi eld works for NAMI Lexington at Participation Station, 
Kentucky’s fi rst peer-operated recovery center, as training coordinator 
and warm line coordinator. (The warm line is a non-emergency phone 
line for people living with a mental illness. It is staffed by peer supporters 
trained to offer support, help with appropriate referrals or just to listen 
without judgment.)

She also works for the Department of Behavioral Health, Developmental 
and Intellectual Disabilities as a KY peer specialist trainer. (A peer 
specialist is an adult with a psychiatric disability who completes a fi ve-
day training program provided by the Kentucky Division of Behavioral 
Health and passes both a written and an oral test.) 

Being a KY peer specialist has, in the past, not been Medicaid billable.  This 
only allowed peer specialists to volunteer. However, as of January 1, 2014 
it was approved as a billable service.  

“This has opened so many opportunities for peer specialists to work in the 
mental healthcare system,” said Brumfi eld. 

This is especially true for Brumfi eld. “I did not understand about mental 
illnesses and did not realize that recovery was a possibility,” she said. 

Today, ask Brumfi eld what her favorite part of her job is, and she quickly 
answers, “The ability to help others improve their lives.” 
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By Michael gray

Severe and persistent 
mental illness impacts 
every level of society 
from the individual to the 
national consciousness. 
Unfor tunate ly,  people 
who suffer from these 

types of brain disorders often have 
great diff iculty seeking help and 
adhering to treatment because of a 
lack of understanding at both the 
community level and within their own 
families. Without a proper network of 
support, mental health consumers have 
a diminished chance of recovery.

Community Support
Fear is a powerful motivator, and 

the fear of widespread discrimination 
has prevented people with mental illness 
from seeking diagnoses, treatment and 
support for years. Much of the public 
holds a stigma about mental health 
consumers and their families because of 
outdated beliefs and attitudes towards 
mental illness. It is the responsibility 
of healthcare providers, counselors, 
advocates and the rest of the mental 
health community to educate the public. 

A l t h o u g h  t h e y  m a y  h a v e 
environmental triggers, mental illnesses 
are brain disorders. They affect a person’s 
ability to think clearly, process his or 
her feelings, relate to others and carry 
out daily functions. People affected by 
mental illness, as well as their families, 
often suffer from a lack of support from 
their friends, coworkers, and in some 
cases, their healthcare providers. Mental 
health consumers will not be able to free 

themselves from stigma until the public 
is better educated and supportive of 
their medical conditions.

The stigma surrounding mental illness 
prevents the people in a neighborhood, city, 
and sometimes even the consumer’s own 
family from learning about the illness and 
empathizing. Without an understanding 
of the illness, the consumer’s community 
cannot provide a support structure to aid 
in recovery.

Family Support 
Families should be involved in the 

treatment and recovery process of patients 
with severe and persistent mental illness. 
Dedicated and informed family members 
improve a menta l hea lth consumer’s 
chances of recovery. The people who 
care the most about an individual are the 
ones in the best position to impact his 
or her mental health. The public stigma 
surrounding mental illness can prevent 
consumers from trusting anyone through 
the treatment process, but their families 
and close friends can provide a support 
system during the most challenging 
times. For that reason, a consumer’s loved 
ones, along with healthcare providers, 
are in the best position to impact the 

fulfillment of a treatment plan. 
Families provide a natural support 

structure for a person undergoing 
treatment for a mental illness. Along with 
the mental health consumer, families 
bare a great deal of the discrimination 
caused by stigma, but they are most 
likely to have the trust of the person 

suffering from the illness. From the early 
stages of the illness, families are in a 
position to witness symptoms and urge 
their loved one to seek help. They often 
take the consumer for an evaluation and 
diagnosis. In some cases, families face the 
difficult task of calling law enforcement 
because someone close to them is 
experiencing a mental health crisis. Even 
in those strenuous situations, families 
should work with healthcare providers 
from the moment of evaluation through 

the duration of the treatment plan.

educational Support
Although it is diff icult to face, 

families can educate themselves on 
their loved one’s illness and make the 
treatment process easier for themselves 
and the consumer. Physicians, hospital 
staff, therapists, and social workers 
can make information available on 
mental illness, including strategies for 
caregiving, the hard science behind the 
respective disorders, and up-to-date 
research on medications and therapy. 

In addition, nonprofit mental health 
service organizations must make their 
programming information available to 
providers, who can in turn pass it on to 
families who are learning about mental 
illness for the f irst time.

Wit hout  f a m i l y  supp or t  a nd 
increased community understanding, 
consumers of mental health services 
will continue to suffer from the stigma 
associated with mental illness. Increased 
effort from families, providers, and the 
public can improve the treatment and 
recovery process.

Michael Gray is executive director of 
NAMI Louisville.

Stopping the stigma
The role of community and family in mental health.

fear is a powerful motivator, 
and the fear of widespread 
discrimination has prevented 
people with mental illness from 
seeking diagnoses, treatment 
and support for years.
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without an understanding of 
the illness, the consumer’s 
community cannot provide 
a support structure to 
aid in recovery.
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Addiction treatment—then, now and in the future
The road to recovery is not an easy one. Healthcare professionals 

are here to help.

By Cherie Raymond

Addiction is a disease. To make a 
comparison, it’s often equated to cancer. 
Cancer, no matter how sad or unfortunate 
it may be, is not something people are 
usually ashamed of. When you find out 
you have cancer, you get help. When you 
realize you have an addiction, however, 
you need to get help.

“[The] common lay view of addiction 
is that it is the result of moral failing and 
that inability to stop using is the result of 
lack of will power,” said Mark Jorrisch, MD, 
medical director of the MORE Center. 
“This is a biologic process with actually 
identified brain changes…that as the disease 
progresses likely leads to damage that likely 
is not reparable completely.” 

The road to recovery is not an easy 
one; relapse happens. With that being said, 
people have more options than ever before 
to get help. Between a behavioral approach, 
medication, support groups or some 
combination of the three, addicts can find 
a return to sobriety.

This was not always the case, 
recalled Jorrisch.

In the 1980s, there existed only two 
methadone clinics in the region: The now 

MORE (Methadone Opiate Rehabilitation 
and Education) Center in Louisville (part of 
the Louisville Metro Health Department) 
and Bluegrass Treatment Center in 
Lexington. It was a big problem. People 
traveled from out of state to get here and 
waiting lists for admissions were long—
sometimes as long as one year.

Jorrisch submitted a letter to the 
editor at the Courier-Journal commenting 
that it was an “unfortunate circumstance.” 
Following his submission, he found himself 
serving on the advisory board of the MORE 
Center. Not long after, he became medical 
director when the current one stepped down.

Since then, Jorrisch completed training 
in addictions (specifically opiate addiction), 
became a fellow with the American 
Society of Addiction Medicine (ASAM) 
and ultimately shaped his practice into a 
place to treat addictions. In addition to his 
position at the MORE Center, Jorrisch is 
also medical director, addiction services, 
at Our Lady of Peace hospital, a part of 
KentuckyOne Health, as well as medical 
director for the Behavioral Health Group 
Opiate Treatment clinics in Lexington, 
Paintsville, Pikeville and Hazard. 

Healthcare professionals’ Roles
Today, there exists many facilities and 

resources for addicts to get help. However, it 
takes a united front to deal with addictions 
and treatment. Responsibilities of healthcare 
professionals boil down to this—education.  

Jorrisch said physicians and mid-level 
practitioners have to better understand the 
pharmacology of opiates to consider the 
addictive potential of a drug, which may 
lead to safe prescribing. They also need 
to be aware and skilled in techniques of 
interventions, or at minimum, be able to 
refer for an intervention. That ties into 
having greater knowledge of available 
community resources.

“[And] more exposure during training 
in school to develop a comfort level in 
interaction with patients with addictive 
disorders,” Jorrisch added.

Ot her  point s  he  r e c om mended 
inc luded  be t t e r  ut i l i z i ng  SBIRT 
(screenings, brief inter vent ion and 
referra l  to t reatment),  promot ing 
specialty training with fellowships through 
ASAM, working with third party payers to 
cover treatment costs of addiction services 

and honor new parity laws.

Treating Narcotic addiction with Medication
Treating narcotic addictions with 

medication may sound counterintuitive, 
but it can be helpful. And, contrary to 
belief, Jorrisch said, overdose deaths 
overwhelmingly occur not as the result 
of opioids used in treatment, but opioids 
used as prescriptions for pain management 
frequently combined with other drugs. 

Jorrisch believes there are benefits in 
treating narcotic addiction with medication 
despite an epidemic of prescription drug 

abuse. With so much false information 
floating around, it can be difficult to 
decipher the truth. Jorrisch corrects these 
mistruths regularly.  

“Viewing addiction in the chronic 
disease model, it is easy to see that it is a 
disease prone to relapse. Patients entering 
treatment for addiction usually undergo two 
or three treatment episodes before success is 
reached,” Jorrisch said. “Therefore ongoing 
treatment is necessary whether it included a 
behavioral approach alone or in combination 
with medications.”

“Viewing addiction 
in the chronic 
disease model, 
it is easy to 
see that it is 

a disease prone to relapse. 
Patients entering treatment for 
addiction usually undergo two 
or three treatment episodes 
before success is reached 
suggests commonplace relapse.
therefore ongoing treatment is 
necessary whether it included a 
behavioral approach alone or in 
combination with medications.”  

— dr. Mark Jorrisch, 
medical director,
the More center 

Dear Governor,

In 1980, Dr. Mark Jorrisch, got the public’s attention with a letter 
to the Courier-Journal citing the lack of methadone clinics in the 
area and long waiting lists for admission. 

Medical News asked Jorrisch if he were to write another letter 
to you, what would be on his “wish list” to make his, and others 
working in addiction treatment, more productive. His list is below: 

1. Encourage complete and better third party coverage for 
addiction treatment.

2. Promote more availability to addiction treatment services 
including inpatient, outpatient, residential and halfway house.

3. Ensure a safe medical environment with ongoing oversight of 
prescribers.

4. Create a community program to identify this as a biopsychosocial 
disease, eliminate associated stigma.

5. Create more availability to ancillary care as drug abstinence 
necessitates. Then rehabiliation due to physical mental, social 
effects from addiction.

6. Engage others within the community, including social services 
and criminal justice through education and understanding of the 
disease process as a means to dismiss prejudice and stigma.

(screenings, brief inter vent ion and 
referra l  to t reatment),  promot ing 
specialty training with fellowships through 
ASAM, working with third party payers to 
cover treatment costs of addiction services 

6. Engage others within the community, including social services 
and criminal justice through education and understanding of the 
disease process as a means to dismiss prejudice and stigma.
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Magnetic relief for depression? 
Non-drug treatment available for those who don’t respond to antidepressants.

By Sally McMahon

According to the National Institute 
of Mental Health (NIMH), depression 
continues to be the leading cause of 
medical disability in the United States, 
accounting for nearly 10 percent of 
all medical disability. A report from 
the Centers for Disea se Control 
(CDC) found that more than 1 
in 10 Americans report tak ing an 
antidepressant medication. 

What a Relief
Transcranial Magnetic Stimulation 

(TMS) therapy uses magnetic pulses to 
change the chemistry in the part of the 
brain thought to control mood.  

TMS is a non-systemic and a non-

invasive treatment for people who have 
not benefited from antidepressant 
drugs. The treatment is pain-free and 
provided in a doctor’s office. It was FDA 
approved in 2008. 

It’s Not Shock Therapy
TSM is also very different from 

electro convulsive therapy (ECT). 
Unlike ECT, patients remain awake 
and don’t need anesthesia. There’s no 
confusion or memory loss as sometimes 
happens with ECT. 

Patients go in five times a week 
for treatment over a four to six week 
period. This is an average of 20-
30 total treatments. Each treatment 
session lasts approximately 40 minutes. 
NeuroStar TMS Therapy is available 

at the UofL Depression Center and is 
currently covered by Aetna in Kentucky. 
Representatives at NeuroStar said that 
more health insurance companies would 

be covering it in the future.
Although antidepressant drugs can 

be effective for many patients, they do 
not work for everybody.
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MEDISTAR AWARD NOMINEES
The A.O. Sullivan Award for Excellence in Education 

American Diabetes Association
Floyd Memorial Hospital and Health Services Association Education
Health Enterprises Network 
Kentucky Regional Extension Center
Seven Counties Services
Norton Healthcare
Nucleus
UofL Dept. of Pediatrics, Office of Medical Education

The Hall Render Leadership in Healthcare Award 
Rob Edwards, Kentucky Regional Extension Center 
Mary Haynes, Nazareth Home
Keith Knapp, Christian Care Communities
Phil Marshall, Hosparus, Inc.
Helen Overfield, American Diabetes Association
Gregory Postel, MD, UofL Physicians
Gerard Rabalais, MD, UofL Dept. of Pediatrics
Suzanne Rinne, Masonic Home of Louisville
Carol Steltenkamp, MD, Kentucky Regional Extension Center
Sue Stout Tamme, Baptist Health

The Seven Counties Services Healthcare    
Advocacy Award 

Stephanie Barnett, Choose Well-Louisville
Mark Birdwhistell, University of Kentucky Medical Center
Alice Bridges, KentuckyOne Health
Barbara DiMercurio, RN, University of Louisville Hospital
Gray Street Farmers Market
Healthier Communities Initiative, 
 Floyd Memorial Hospital and Health Services
Hope Health Clinic
Janice Johnston, Dept. for Behavioral Health,    
 Developmental and Intellectual Disabilities
 Kentucky Regional Extension Center
Sheila Shuster, PhD, Advocacy Action Network
Anita Roper, KY Impact
Jean Wells, Wells Health Systems
Stephen Wright, MD, Kosair Children’s Hospital 

The Aging Care Award 
Atria Senior Living
Creative Strategies
ElderServe
Greater Kentucky - So. Indiana Alzheimer’s Association 
Nazareth Home
Signature HealthCARE
UofL Physicians - Geriatrics
UofL School of Nursing and Greater Kentucky -    
 So. Indiana Alzheimer’s Association

The Facility Design Award 
Arrasmith, Judd, Rapp, Chovan Architects and Planners, Nucleus Innovation
LMH Architecture, Suburban Hospital 
Luckett & Farley, UofL School of Dentistry

The Healthcare Innovation Award 
Bridgehaven Mental Health Services
InnovateLTC
Kentucky Regional Extension Center
Louisville Metro EMS
Nazareth Home
Norton Healthcare
UnitedHealthcare and the myHealthcare Cost Estimator tool
UofL Institute for Cellular Therapeutics
UofL Institute of Molecular Cardiology

The Nurse of the Year Award 
Laura Crump, RN, Floyd Memorial Hospital and Health Services
Elizabeth Fitzgerald, EdD, Bellarmine University 
Kim Hobson, RN, Nazareth Home
Stephanie Jensen, RN, UofL Physicians - Pediatrics
Barbara Polivka, PhD, RN, UofL School of Nursing 
Frances “Libby” Smith, RN, University of Louisville Hospital
Thomas Steven Spalding, RN, Jewish Hospital, part of KentuckyOne Health
Carla Thompson, RN, Baptist Health La Grange
Theresa Watson, RN, Seven Counties Services
Tracy Williams, RN, Norton Healthcare

The Physician of the Year Award 
Deepak Azad, MD, Floyd Memorial Medical Group - Scottsburg
Toni Ganzel, MD, University of Louisville
Manoochehr Manshadi, MD, Seven Counties Services
Donald Miller, MD, PhD, JGBCC, part of KentuckyOne Health
Tad Seifert, MD, Norton Healthcare 
Shiao Woo, MD, Louisville Cyberknife

Tuesday, May 13, 2014   •   Hyatt Regency, Grand Ballroom
MediStarAwards.com
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By Stephen Taylor, MD

When I was a psychiatric 
resident I operated under 
t he  f a l s e  prem i s e  t ha t 
ps ych iat r i s t s  t re ated a 
veritable cornucopia of 
psychiatric conditions in 

their outpatient practices and that I would 
constantly be seeing a variety of mental 
illnesses and conditions. 

It was not long into my private 
practice that I soon learned that most 
patients being treated for mental illness 
were suffering from only a few psychiatric 
illnesses and not the grab-bag variety 
pack my residency experience led me 

to expect. In hindsight, it should come 
as no surprise that the scope of patient 
complaints in clinical practice should be 
so narrow; after all, “common” illnesses 
are common.

In actual fact, depression occurs at 
a rate of about fifteen to twenty percent 
in society, so it stands to reason that a 
lot of my patients should suffer from 
depression. Anxiety disorders make up 
about eighteen percent of the population. 
Moving down the line attention deficit 
disorder makes up about nine percent 
of the population. Well, that seems 
about right when I look at my patient 
population. Most of what I treat is 
depression and anxiety, with attention 

deficit coming in at third place. 

Bipolar puzzle 
In contrast, bipolar disorder only 

occurs in a population at a rate of 
three to f ive percent, which means 
I should be seeing as many patients 
with bipolar disorder as I see patients 
with schizophrenia. However, there is 
a puzzle here. I encounter a very large 
number of patients and clinicians who 
seem to think they either have or are 
treating bipolar disorder. The fact that 
so many patients come into my office 
with prior diagnoses of bipolar disorder 
leads me to think that there must be 
some disconnect between recognizing 
the symptoms of bipolar illness and the 
criteria laid out in the DSM (Diagnostic 
Statistical Manual).

Mood and affect
For one thing, “mood swings” may 

not indicate bipolar disorder. When 
a patient presents to a psychiatrist or 
primary care clinicians office with 
a complaint of “mood swings,” it is 

often taken to mean that the patient 
suffers from the manic episodes of 
bipolar illness. The problem we face 
as clinicians, and as patients for that 
matter, is that “mood swings” can mean 
a lot of things. We often have trouble 
distinguishing mood symptoms from 
affect. A person who is bipolar has a 
mood issue, not an affect issue.

Mood and affect are two terms 
psychiatrists use to discuss our 
experiential interactions with our 
environment. We often use the terms 
interchangeably, but they are in fact 
quite different. 

I often use an analogy to climate 
and weather when I am teaching medical 
students and residents the difference 

When a mood swing means       
more than a mood swing
Common psychiatric problems and recognizing clinical symptoms.

Continued on page 17

Most of what I  treat is 
depression and anxiety, 
with at tention def ici t 
coming in at third place.
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between the two. Mood can be thought 
of as the climate, where affect is the 
weather. The climate changes slowly 
over time. Mood likewise, changes 
slowly over time. A depressive episode, 
for example, will last on average for a 
period of six to nine months. The manic 
episode of bipolar illness will last from 
four days to two weeks on average. A 
rapid cycling bipolar patient will have 
four manic episodes in a year. So as you 
can see, mood evolves slowly over time. 

Affect, on the other hand, 
changes rapidly often in response to 
our interactive environment. Under 
the umbrella of our mood, we can 
experience anger, joy, pleasure and 
pain. All of these perceptive reactions 
change rapidly, and we can have many 
contradictory affective changes in a 
single day or even from moment to 
moment. In common parlance we call 
this our “mood” i.e. “how’s your mood 
today,” or “don’t bother me, I’m in a bad 
mood,” but what we are really describing 
is our affect and not our mood. The 
weather changes quickly from day to 
day; remember the polar vortex? Our 
mood however, evolves slowly over time. 

Irritability and agitation are 
common psychiatric symptoms that are 
common to many psychiatric illnesses. 
Depressed patients often complain of 
irritability and agitation. They often 
describe these symptoms as mood swings 
that are in turn taken to be “manic 
episodes.” Patients who actually have 
attention deficit disorder will present 
with irritability and agitation and have 
presented to me as being bipolar as 
well. Once again, we see the irritability 
and agitation being confused for mood 
states and not the affective states that 
they really are. 

Missed Bipolar Disorder Hallmarks
I think that one of the hallmarks of 

bipolar disorder that is often missed is 
that bipolar symptoms are episodic and 
not a continuous phenomenon. Patients 
who suffer from bipolar illness have 
episodes of increased energy, decreased 
need for sleep, increased goal directed 
activity and grandiosity that may or 

may not be accompanied with states of 
hyper arousal. Patients feel irritated and 
agitated in states of hyper arousal and 
will often describe these states as “mood 
swings.” They are easily irritated and 
easily agitated. It is diff icult for them 
to tolerate conf lict or confrontation. A 
patient who presents with a complaint of 
mood swings, irritability and agitation 
could be depressed, anxious or have 
bipolar disorder. 

Time Line Symptoms 
One clinical f inding that helps us 

distinguish the three is time. If the 
occurrence is isolated in time, with long 
periods of stable moods before and after, 
then the probability of bipolar disorder 
increases. A chronic state of irritability 
and agitation, points us more in the 
direction of depression or anxiety. If 
time rules out bipolar illness then we are 
free to examine other symptoms to see 
if the patient suffers from depression, 
anxiety, attention problems or some 
combination of the three. 

By simply looking at the factor of 
time and the periodic nature of the 
patient’s complaints, we can narrow our 
search quickly and effectively.  Whether 
the patient has excessive energy or lack 
of energy can help us tease apart the 
symptoms of depression and anxiety. 
Patients suffering from depression often 
have low energy, poor appetite and loss 
of interest in activities. When we see 
patients suffering from anxiety disorders, 
we often see states of psychomotor 

agitation, and/or a heightened awareness 
of their surroundings. Anxious patients 
are often hyper vigilant, and worried 
about the “unseen” dangers in life. Like 
with depression, they often have low self 
esteem, but don’t usually complain of 
poor appetite or loss of energy. 

Patients who suffer from attention 
problems can have some symptoms 
of depression. They often have low 
self esteem simply because they have 
never felt they “measure up.” It is not 
uncommon for them to have a life-long 
history of agitation and irritability. 
Patients with attention deficit disorder 
are more likely to suffer from substance 
abuse disorders and are often impulsive. 
They are often confused for patients 
with bipolar illness because of their 
impulsivity. Again, we can look at 

the time line of symptoms to see that 
patients with bipolar disorder will have 
periods that are symptom free, whereas 
patients who suffer from attention 
deficit disorder will not. 

As we look back at some of the most 
common i l lnesses psychiatrists face, 
keeping in mind that they share similar 
features to bipolar illness, we find that 
taking a careful history and careful look 
at the time line of symptoms, can help 
us better distinguish clinical symptoms 
and improve our understanding of 
the patient and their illness. Doing so 
will better guide our decisions about 
treatment, patient care and potential 
impact on quality of life for the patient. 

Stephen Taylor, MD is a psychiatrist with 
KentuckyOne Health Pyschiatric Services. 

B E H AV I O R A L  H E A LT H 

Continued from page 16

the fact that so many 
patients come into my 
of f ice with prior diagnoses 
of bipolar disorder leads 
me to think that there 
must be some disconnect 
between recognizing the 
symptoms of bipolar i l lness 
and the DSM (Diagnostic 
statist ical  Manual).
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By gwen Cooper

Sixteen percent of the 
population in corrections 
facilities nationally has 
a serious mental illness. 
Most are incarcerated for 
non-violent offenses or 
crimes committed while 

their illness was left untreated. And without 
support on discharge, these “frequent fliers,” 
as they are sometimes called, cycle through 
homeless shelters, alleys and abandoned 
buildings, emergency rooms and back to jail 
or prison. Frequent fliers cost the taxpayers 
millions of dollars in expense and chronic 
distress for friends and families. 

enter aCT
Assertive Community Treatment 

(ACT) is designed to engage persons with a 
severe mental illnesses (SMI) whose needs 
cannot be met by traditional outpatient 
services. The goal is to help individuals 
achieve better mental health and to avoid 
the crises that lead to hospitals, emergency 
rooms and jails. The typical ACT client 
has a SMI, history of treatment non-
compliance, has been homeless and 
usually has a co-occurring substance abuse 
problem. Many times, frequent f liers make 
excellent ACT candidates. 

ACT services are delivered in the 
community, 24 hours a day, seven days a 
week. The services are fully mobile and 

flexible. Services include intensive case 
management, outreach, individual and 
group therapy, nursing services, medication 
management, psychiatric services, peer 
support and housing services. ACT services 
are not time limited and the ACT team, with 
its can-do attitude, does whatever it takes to 
help each client succeed for as long as it takes. 

All individuals receiving this service 
face multiple challenges including a 
diagnosis of schizophrenia, schizoaffective 
disorder or a severe mood disorder, and a 
history of multiple hospitalizations and/or 
incarcerations. Clients may currently be in 
an institutional setting like a personal care 
home or a nursing home. Most have substance 
abuse disorders, chronic physical health 
problems and histories of homelessness. All 
need intensive assistance.

Seven Counties Services, in partnership 
with Louisville Metro Department of 
Corrections and the Kentucky Department 
of Behavioral Health and Developmental 
and Intellectual Disabilities recently initiated 
an innovative ACT program targeting 50 
people who need these services in order to 
end the cycle of incarceration. The Louisville 
Department of Community Services and 
Revitalization and the Louisville Metro 
Housing Authority are also partners on this 
project and are working hard to help meet 
the housing needs of ACT clients. 

an evidence-Based Success Story
Although this is the first high fidelity 

Assertive Community Treatment program 
in Kentucky, ACT is not new. More than 40 
years of research demonstrates that ACT is 
both clinically successful and cost-effective. 
ACT is recognized internationally as an 
evidence-based practice and is endorsed by 
the Substance Abuse and Mental Health 
Services Administration (SAMHSA). 

The Louisville ACT program consists of 
a skilled and experienced team of full-time 
staff, including a nurse, psychiatrist, social 
worker, peer specialists, and case managers 

who work with clients to help them find 
decent, safe and affordable housing and 
around-the-clock support. 

The ACT team ensures clients follow 
substance-recovery plans, helps them obtain 
employment, helps them shop for food and 
clothes, teaches them to cook and clean, take 
medications, attend medical appointments, 
and anything else that will aid them in 
having a better quality of life. The success 
of ACT is measured by its ability to reduce 
inpatient time, jail time and crisis episodes. 

ACT reduces inpatient admissions, 
arrests and crises. The team’s ability to deliver 
services in the client’s own community 
anytime that services are needed rather than 
in an office combined with the team’s can-
do attitude and deep clinical skill are at the 
heart of ACT’s success. 

Cost Savings
ACT costs about $21,000 a year 

including housing and related supports. 
Some may view the cost as high, but 
providing this intensive one-on-one help for 
as long as it is needed actually saves taxpayer 
dollars. Taxpayers already pay to care for 
these individuals at a cost of $70-$200 a day 
at jails, $1,300 a day for psychiatric hospitals 
and $1,000 per emergency room visit. And 
this cost does not include the countless 
hours that prosecutors, police, judges, 
medical crews and counselors spend dealing 
repeatedly with the same offenders. On an 
annual basis a community without an ACT 
program can easily spend $50 to $250,000 
on each of these clients. ACT is a bargain.

ACT is a well-researched, clinically 
effective and fiscally responsible intervention 
for reducing hospitalization and other crises 
for people with severe mental illnesses. It 
can be effectively used with corrections 
populations to improve transition services, 
ongoing supports and inter-agency 
coordination. ACT can simultaneously 
restore lives, save money and improve the 
quality of our community. The ACT team 
brings a long-term, evidence-based program 
to create the win-win-win situation for 
Louisville. ACT keeps individuals on track 
and on the road to recovery. And most 
importantly, ACT offers HOPE. 

Gwen Cooper is vice president of external 
affairs for Seven Counties Services.

Assertive Community Treatment 
Pilot program helps “frequent fliers.”

Some may view the cost 
as high, but providing this 
intensive one-on-one help for 
as long as it is needed actually 
saves taxpayer dollars.
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H E A LT H C A R E  I N N OVAT I O N

By Lynne Jetter

Rabih Bechara, MD, says the most diffi-
cult part of his job is telling patients, “You’ve 
got lung cancer.” 

“Once you tell patients they have cancer, 
no matter the stage, they’re usually very dis-
traught,” said Bechara, chief of the pulmo-
nary division at Cancer Treatment Centers of 
America at Southeastern Regional Medical 
Center (CTA at Southeastern) and professor 
of medicine at Georgia Regents University. 
“The beauty is, if we catch it early, we can 
cure them.” 

Bechara is a staunch supporter of the 
national push for lung cancer screening, 
hoping to see it join the ranks of the mam-
mogram for breast cancer or colonoscopy 
for colon cancer. 

Cancer Doesn’t Discriminate 
“More people will die from lung cancer 

this year than any other type of cancer, in-
cluding breast, prostate, colorectal and colon 
cancers combined,” said Bechara. “Unlike 
other types of cancers that are prominent 
among certain genders and ethnicities, lung 
cancer doesn’t discriminate and remains the 
leading cause of cancer deaths, regardless of 
sex or race.”

According to the most recent data 
from the National Cancer Institute (NCI), 
roughly two-thirds of all new lung cancer di-
agnoses are among patients who have never 
smoked. Some are former smokers who quit 
decades ago. 

Lung Cancer Screenings
In 2012, the American Lung Associa-

tion (ALA) released guidelines on low-dose 
lung cancer screenings, based on the NCI’s 
National Lung Cancer Screening Trial. The 
U.S. Preventive Services Task Force recently 
issued draft recommendations for annual 
low-dose CT screenings for patients at high 
risk for lung cancer, which translates to an 
estimated 7 million Americans, including 
smokers ages 55 to 79 who have consumed 
the equivalent of a pack a day for 30 years. 

“We’re excited about launching this 
tool and the low-dose screenings,” said ALA 
president and CEO Harold P. Wimmer. “We 
created this online tool to help people under-
stand quickly whether they’re candidates for 
low-dose CT screening.”

The upside of lung cancer screening was 
discussed in the September 5, 2013 edition of 
the New England Journal of Medicine. “Prob-
ability of Cancer in Pulmonary Nodules De-
tected on First Screening CT” showed how 

the percentage of patients dying from lung 
cancer could be cut by 20 percent via a low-
dose CT scan versus regular x-rays. 

“Catching lung cancer early requires a 
very streamlined and collaborative process 
between PCPs [primary care providers]
and interventional pulmonologists,” said 
Bechara. “Getting the CT scan results in 
a timely manner and discussing the results 
between specialists and subspecialists is vi-
tal so that patients have a ready plan when 
they receive a diagnosis.”

Front Line assistance
“PCPs are at the forefront and play a 

major role in identifying or at least raising 

the knowledge of patients with lung cancer,” 
said Bechara. “Unfortunately, there are no 
specific symptoms for lung cancer. Patients 
may cough and be short of breath sometimes, 
but that can happen to anyone with sinus is-
sues or allergies. I urge PCPs to recommend 
screening for high-risk patients. They should 
at least be aware of the screening recom-
mendation if patients come to them with 
non-specific symptoms they can’t explain. 
We can refer them to a low-dose CT scan of 
the chest, which identifies patients with lung 
problems and hopefully catches lung cancer 
in an early stage.”

Until recently, lung cancer was consid-
ered a man’s disease; statistics show it’s now 
the leader of cancer deaths in both genders. 
And, the rate of smoking for the subsection 
of young females is on the rise. 

“They may start smoking as young as 12 
or 13, mainly because nicotine is an appetite 
suppressant and being thin is the main goal. 
PCPs may tell them there are many other 
healthier ways to keep their bodies in shape,” 
said Bechara. “If we can reach them at an 
early age, and bring awareness to the younger 
generation of the consequences of choices 
they make early on, imagine how much can-
cer we can prevent down the road.”

Detecting lung cancer earlier
National push for screening as more non-smokers are diagnosed.

according to the most recent 
data from the National Cancer 
institute (Nci), roughly two-
thirds of all new lung cancer 
diagnoses are among patients 
who have never smoked. 
some are former smokers 
who quit decades ago. 
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By Robert Daniels

The Lighthouse, Seven Counties 
Services Adolescent Recovery Center is 
in danger of closing its doors due to lack 
of funding. To lose this beacon of hope 
for these high school students would be a 
set-back in the fight to rehabilitate teens 
suffering from substance abuse and other 
related issues. 

For the past 20 years, the Lighthouse, 
a 16-bed facility that serves both male and 
females in a residential setting, has assisted 
more than 600 Kentucky teens and their 
families with substance use problems. 
This highly effective program uses best 
practices to provide these teens with a 
fighting chance at recovery. 

Over the years the nature and types of 
substances used among teens have changed, 
the research to create new therapy programs 
to treat these addictions has gotten more 
extensive, and treatment success today 
looks somewhat different than it did 20 
years ago. But, unfortunately, the funding 
for these services has remained flat; in fact 
it has been more than twelve years since 
the Lighthouse has received a rate increase. 

Because of the positive outcomes 
and the need for the Lighthouse, Seven 
Counties continues to operate the facility 
and continually seeks new funding streams 
and referrals to keep the doors open. 

Why is the Lighthouse so important? 
Kentucky has a drug problem, and we all 
have an obligation to try to stop it, figure 
out why teens use drugs in the first place 
and to help them on a path to recovery. 
The Lighthouse is often the last hope for 
Kentucky teens who have failed other 
substance abuse programs. 

Substance abuse among Teens Changing
The nature of substance use has 

shifted to include a gradual increased use 
of opiates such as heroin and prescription 
pills, while alcohol and marijuana rates 
have also been on the rise since 2002. 

It’s e st imated that the current 
standard marijuana product is 300 percent 
more potent than that of the 1970s. A 
2011 CDC report states that 5.2 percent 
of Kentucky’s high schoolers reported 
using heroin—nearly double the national 

average. By the time teens hit their senior 
year of high school heroin use is five times 
the national average.

Not only has substance potency 
increased in type and cultivation, some 
outcome studies have shown trends in 
relapse potential for various substances to 
be as one might predict; the higher the 
potential risk in substance, the higher the 
rate of relapse. 

Benefi ts of early Treatment
There are some longitudinal studies, 

which indicate if a youth uses substances 
before the age of 15 then he or she is likely 
to have a 27-year career of use. The good 
news, according to the same study, is that 
the sooner they get to treatment then the 
shorter that career spans. So, if a youth 
uses substances prior to age 15, and gets 
to treatment within a year, then they will 
shorten their career to around nine years. 
That’s a 300 percent improvement (yet still 
a nine-year problem period). Among the 
successful youth with a nine-year career, 
an average number of treatment episodes 
is three or four—unfortunately relapse is 
the norm. 

However, on the positive side, if youth 
stay in treatment for 90 days then the risk 
of relapse is greatly reduced. The current 
length of stay at the Lighthouse averages 
around 90 days as a result. The program 
designed its outcome measures to be re-
administered every 90 days for up to a 
year after treatment ceases to assist with 
connecting youth to follow-up services 
should problems re-emerge.

In response to the literature and 
lessons learned throughout the years the 
types of services offered while staying at the 
Lighthouse are both individual and family 
driven. It’s no surprise that involved family 

members can aid in recovery dramatically. 
Treatment at the Lighthouse includes 

multiple family sessions per week and 
multi-family groups on the weekend, 
as well as individual counseling and 
psychiatry to bolster the group work that 
also takes place. Paying attention to the 
severity of the substance use as well as 
the type of substances are all factors that 
are a deliberate part of the Lighthouse 
program planning. 

Community part of Treatment
Evidence-based approaches have 

begun to emerge to assist with data-
driven programming decisions, and there 
are even some that are specific to certain 
substances (such as the Cannabis Youth 
Treatment series) and levels of care (like 
the Matrix model for Intensive Outpatient 
Programs). Because of this, Lighthouse 
residents are taken to meetings in the 
self-help community almost daily and 
offered a chance at connecting to 12-step 
groups all over town. Early research on 
the effectiveness of traditional 12-step 
programming with teenagers is mixed, 
but with concessions and adaptation in 
program design the more adult-oriented 
model has proved helpful for the teens in 
our program. 

In addition, residents are often taken 
to community events and activities as an 
effort to assist in re-discovering positive 
and pro-social ways to enjoy themselves. 
In other words, the Lighthouse is not a 
locked down facility. It is designed to 
help participants stay connected to the 
community and even begin working on 
how to return to it as soon as they arrive. 
Especially poignant are the opportunities 
for the teens to tell their story to area high 
schools and community programs. Helping 
one teen at the Lighthouse can and does 
have a domino effect to help other teens in 
our community. 

Substance abuse is Not the Only problem
Trauma histories are a common co-

morbidity among substance using teens, 
and there are estimates that anywhere from 
60 to 90 percent of youth in substance use 
treatment have a trauma history. The effort 
to become more trauma informed is never-

ending for most health providers, so one 
model of treatment that’s trauma informed 
is already being employed and is expanding 
over the next several months. 

Considering also that youth with 
substance use problems frequently 
have other risk behaviors such as court 
involvement and school problems, a 
critical component to treatment is trauma 
informed care and assisting with court 
proceedings and schoolwork; all part of 
treating the whole person, not just the 
substance abuse.

Over the 20 year history of operation, 
Lighthouse staff have cultivated strong 
relationships with justice agencies across 
the state and are able to provide feedback 
and treatment progress reports to the 
courts that assist with youth successfully 
meeting any of their court obligations. 

T h r ou g h  ou r  l on g - s t a nd i n g 
partnership with Jefferson County Public 
Schools two senior teaching staff visit 
the Lighthouse every weekday to assist in 
continuing education, and to help teens 
make up for lost credits. 

There are some barriers to providing 
residential treatment in the current 
financially stressed environment, and 
there’s a certain amount of pressure 
on out-of-home programs to shorten 
their lengths of stay in order to control 
costs. While it is certainly fair to call 
into question the most efficacious use 
of treatment dollars where youth are 
concerned, it’s also a good use of effort to 
let research and demonstration projects 
help with program decision-making. 

In all, the Lighthouse is an adolescent 
rehabilitation program that is using 
such literature to harness the benefits 
of residential treatment while focusing 
treatment and attempting to re-connect 
youth to the community, their families and 
ultimately a successful cycle of recovery. 

We know the benefits of the 
Lighthouse, the only licensed facility in 
the state for teen girls and only one of 
three for teen boys; but without financial 
assistance, the future of Lighthouse 
remains in jeopardy.

Robert Daniels is Lighthouse director 
and CD counselor supervisor.

The lighthouse
A beacon of light along the path to adolescent recovery.

Kentucky has a drug problem, 
and we all have an obligation 
to try to stop it, fi gure out 
why teens use drugs in the 
fi rst place and to help them 
on a path to recovery. 

C O M M E N TA R Y
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By anthony Zipple, ScD

Last year I had the 
opportunity to highlight 
t rends in behav iora l 
healthcare that I anticipated 
would emerge in 2013. 

While some changes 
have occurred, the roll 
out of the Affordable 

Care Act and the expansion of Medicaid 
has taken longer to implement than we 
anticipated. Kentucky has received well 
deserved recognition for its effectiveness 
in helping uninsured citizens enroll. 
While we still have some distance to go, 
Kentucky is off to a great start, and we 
should be proud of our progress.

In 2014, I ant icipate that we wi l l 
see a growing number of previously 
uninsured individuals covered by these 
new opportunities as well as continued 
evolution in several other areas. 

Below are my top six predictions 
for 2014.

1. Deeper integration of behavioral health 
into primary care. 

Kentucky Medicaid Expansion allows 
“any willing provider” to serve Medicaid 
el igible consumers. This provides an 
opportunity for more individuals with 
mild to moderate behavioral health 
conditions to be served adequately in 
primary care settings. 

While people with complex and high 
risk behavioral health conditions will 
continue to be better served in specialty 
behavioral health practices, we look for 
more integration of primary care to take 
place in combined settings using models 
such as a behavioral health home. The 
goal is to improve the life expectancy of 
those living with a severe mental illness.

A health home model, where 
behavioral health and general medical 
care for this special population is 
coordinated through a behavioral health 

home is still needed in Kentucky and will 
gain attention in the coming year. 

2. expanded use of evidence-based practices. 
The past two decades have seen a 

dramatic expansion in the availability of 
effective, well-researched, evidence-based 
practices for treating behavioral health 
conditions. Increasingly, providers will be 
expected by payers and patients to provide 
services demonstrated by research that 
provides best outcomes. 

Some of these emerging practices 
a re  a l re ady in  u se .  For  ex a mple , 
computerized treatment systems can now 
be used in combination with face-to-
face treatment for depression, improving 
outcomes and reducing cost. Databases 
of available research combined with 
clinical algorithms are used to improve 
the selection of interventions and the cost 
effectiveness of treatment. Diagnostic 
testing to aid in prescribing the correct 
psychiatric medication is more common. 
These examples will expand and help us 
to improve outcomes and reduce costs. 

3. a statewide effort to combat Kentucky’s 
growing substance abuse problem. 

Me d ic a id  e x pa n s ion  a nd  t he 
ACA will make many substance abuse 
treatment options available to previously 
underserved populations. New outpatient 
and community-based services in this 
area will expand. 

While efforts to regulate synthetic 
opioids have been very successful, we are 
watching a rapid expansion in the use of 
heroin that is stressing hospitals, jails, 
medical providers and families across our 

community. More access to treatment 
will help us to treat addiction as a health 
problem rather than as simply a criminal 
justice problem. 

4. Increased use of behavioral health inter-
ventions to reduce incarceration, emer-
gency room visits and homelessness.

We know that it is both clinically 
advantageous and cost effective to serve 
people with behavioral health disorders in 
an organized fashion. For example, there 
is a population of individuals with severe 
mental illness who are also frequently seen 
in the courts, emergency rooms, homeless 
shelters and on the streets. Treating them 
in scattered, disconnected services is 
expensive and ineffective. 

Seven Counties Services, in partnership 
with Louisville Metro Department of 
Corrections and the Kentucky Department 
of Behavioral Health and Developmental and 
Intellectual Disabilities recently initiated an 
innovative Assertive Community Treatment 
(ACT) program targeting 50 people who 
need intensive case management and 
integrated services to break the cycle of 
incarceration, homelessness and emergency 
crisis. [To learn more about ACT see article 
on page 18.]

5. Continued attention to early mortality in 
behavioral health populations.  

Because we know that people with 
severe mental illness are at much greater 
risk of early death as the result of treat-
able conditions including tobacco use, 
obesity, diabetes, hypertension, high 
blood pressure and high cholesterol we 
are continuing to develop integrated 
physical and mental health programs 
to address the special needs of behav-
ioral health populations. As mentioned 
above, the goal is to improve the life 
expectancy of those living with a severe 
mental illness as statistics state that this 
population dies 25 years earlier than the 
general population.

6. Diminishing institutional care. 
In 2013, Kentucky Protection & 

Advocacy reached a settlement with 
the state, which provides much-needed 
community supports and services to 
eligible individuals with serious mental 
illnesses who reside in or are at risk 
of residing in personal care homes. In 
the settlement, Kentucky committed 
to building a modern and ef fective 
clinical infrastructure needed to provide 
alternatives to these settings. 

This bold move to expand the 
use of community services will reduce 
the high cost of institutional care and 
improve the quality of life for our fellow 
citizens who are unnecessarily placed in 
dead-end institutions. 

Hospitalization, residential treatment, 
nursing home use for behavioral health 
conditions, personal care homes, and 
other institutional approaches to serving 
adults and children with behavioral 
health conditions are often unnecessary 
if we have a robust and effective network 
of community behavioral health services. 
The work of Protection & Advocacy 
Settlement will provide this structure. 

The next several years will bring 
intense clinical fiscal and administrative 
changes to all branches of medicine. While 
this poses intense challenges, it also offers 
a tremendous opportunity to rethink and 
restructure services to better meet patient 
needs at a lower cost. Behavioral health 
services, particularly low cost, easily 
accessible, and integrated services, are 
important elements of this effort.

Anthony Zipple, ScD, is president  and 
CEO of Seven Counties Services.

The world is still changing one year later 
Top six trends in behavioral healthcare for 2014.

this bold move to expand the 
use of community services 
will reduce the high cost 
of institutional care and 
improve the quality of life 
for our fellow citizens who 
are unnecessarily placed 
in dead-end institutions.  

the goal is to improve the 
life expectancy of those 
living with a severe mental 
illness as statistics state 
that this population dies 
25 years earlier than the 
general population.
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By Christina Jullian 

Louisville native John 
Wi l l i a m K ay s e  jo i ne d 
the Army at age 17. Soon 
after, he was serving 
in Vietnam. After four 
years in the Army, John 

worked at the former Phillip Morris 
cigarette plant and during the 1970s 
began “drinking and drugging.”  He 
tried a series of treatment programs, but 
relapsed every time.  

His counselor at the VA encouraged 
him to try again and recommended 
Volunteers of America. This time Kayse 
said he was truly ready for a change. 
“This is a good program,” he said.  “I 
have been to many others, but this 
one is different.  They teach us to be 
responsible not just for our lives, but for 
our actions. They teach me how to live.”

Kayse, an honorable citizen, continues 
to struggle with emotions and bad 
memories from those years in Vietnam. 

The issues he faces are all too 
common in society. As we begin the 
conversation about the needs of our local 
veterans, it is important to remember 
that every veteran is a person and every 
human being is unique. Overarching 
assumptions and glittering generalities 
are discriminatory and detrimental to 
the dialogue. 

Many of our nation’s soldiers adjust 
to the civilian world quickly, using their 
various skills, talents and leadership 

qualities to establish successful, thriving 
lives at home. A fraction of veterans 
struggle to overcome a wide range of 
obstacles that may be directly related to 
their service. Awareness and sensitivity 
are integral to understanding the current 
environment and the desired end state 
of veterans’ services in Louisville.  

Coming Home
More than 50,000 veterans live 

in Jefferson County – and more than 
20,000 more post 9/11 veterans are 
expected to return to Kentucky by 2020. 
The nature of warfare has changed and, 
as a result, we must address the changing 
needs of our local veteran population. As 
suicide rates, drug and alcohol addiction, 
homelessness and unemployment have 
grown among our veterans, there is an 
urgent community need. Revolutionizing 
the way we care for veterans and their 
families requires a community-wide, 
collaborative initiative as many of the 
barriers to high-quality care are complex, 
systemic and widespread. 

Long and repeated deployments, high-
explosive blast injuries, and changing 
demographics of our soldiers have 

presented unique circumstances for post-
9/11 veterans. Improved protective gear 
and advances in medicine have helped 
more than 90 percent of casualties in 
Iraq survive their wounds, the highest 
survivability rate of any U.S. conf lict. 
The most common combat casualties 
involve injuries to vulnerable extremities 
that can sustain extensive tissue damage, 
often resulting in mangled limbs and 
traumatic amputations. In addition to 
musculoskeletal, nerve and tissue injuries, 
impairment to psychological well-being is 
prevalent in returning veterans. 

The U.S. Department of Veterans 
Affairs recently recognized the growing 
behavioral health needs of veterans 
by hosting regional Mental Health 
Summits across the country, including a 
meeting for veteran service stakeholders 
here in Louisville on August 22, 2013. 
Though the federal government is 
working to expand its capacities to serve 
our veterans, it will never be able to 
fully meet the demand. Communities, 
however, are urged to look at the issues 
facing veterans and their families locally 
and take a greater role in helping service 
men and women reintegrate when they 

return home.
When veterans return from service, 

they can face a wide range of challenges. 
These can include finding employment, 
getting access to healthcare and benefits, 
coping with posttraumatic stress disorder, 
traumatic brain injury and depression, 
completing post-secondary education, 
dealing with family/relationship issues 
and realizing financial and housing 
stability. There are significant backlogs 
in VA claims for compensation, pension 
and benefits. The latest Monday Morning 
Workload Report published by the VA 
shows the Louisville regional office 
currently has 11,605 pending claims— 
and the average time to complete a claim 
is 285 days. 

Many organizations are dedicated 
to helping veterans overcome these 
obstacles. In fact, there are more than 
400,000 web sites for organizations that 
support the men and women who serve in 
the military, and around 800 providers 
in Louisville alone. The resources to 
help our veterans are out there; the 
diff iculty in navigating the network 
of providers and matching services to 

Veterans’ Community Alliance of Louisville  
Revolutionizing the way we care for veterans and their families requires a 
community-wide, collaborative initiative.

Continued on page 23

More than 50,000 
veterans l ive in 
Jef ferson county – and 
more than 20,000 more 
post  9/11 veterans are 
expected to return to 
Kentucky by 2020.

Gulf War Era-
(Post 9/11) 

Soldiers in KY

31,714

34,263

36,885

40,827

43,724

46,488

48,783

50,441

Year

2013

2014

2015

2016

2017

2018

2019

2020

Post Gulf War 
Era- (after 9/11) 

0

0

0

0

202

475

954

1,812

Total # of 
Soldiers in KY

31,714

34,263

36,885

40,827

43,926

46,963

49,737

52,253
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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

Veterans’ Community 
Alliance of Louisville

veterans in need is overwhelming. 

Time to Take action
It is time to take action. Volunteers 

of America of Kentucky and Seven 
Counties Services have partnered with a 
team from Leadership Louisville Center’s 
Ignite Louisville program to develop a 
solution: to create a community-wide, 
collaborative strategic plan to identify 
the most pressing services needed to 
support local veterans and ensure a 
seamless system of care in Louisville. 

All providers of veterans’ services—
from healthcare to criminal justice, 
education and employment—must work 
together to provide an efficient route to 
specific, quality behavioral healthcare. 
Coordination between the variety of 
social services, VA services, and other 
systems involved in veterans’ lives 
has the potential to expose critically 
important gaps in service, while 
simultaneously enhancing quality and 
delivery of care. 

Consistency in services and 
adherence to formal treatment plans has a 
great impact on a veteran’s overall success, 
stability and reintegration into his or her 
local community. Collecting and utilizing 
data across organizational lines could 
provide a clear, ongoing resource for our 
local community and service providers. 
Most importantly, it has the potential 

to create quality of place for some of our 
community’s most honorable members to 
live independently.

Looking beyond service providers, 
it is the responsibility of the general 
population to make Louisville a veteran-
f r i end ly  de s t i na t ion .  C om mu n it y 
relations have a tremendous impact on 
the real and perceived attitudes toward 
military and veteran affairs, and we are 
all accountable for our own education 
and understanding of reintegration. 
Inclusion, rather than distinction, can be 
a comforting communal strength. 

We have the opportunity to make 
a difference in the lives of veterans and 
their families, people who have made 
unlimited sacrifices to uphold the 
founding principles of our country. We 
need a solution that will allow all veterans’ 
access to the self-evident truths we often 
take for granted.

Christina Jullian is a member 2014 
Leadership Louisville Yum! Ignite Team 
working with Seven Counties and Volunteers 
of America.

Want to join our cause? 
Whether you are a runner, walker, or part of our support-
scream team, register to “Run with Our Heroes” at the 2014 
Kentucky Derby Festival Marathon or miniMarathon. To join 
our team, sign up at active.com/donate/sevencounties. If 
you plan on running or walking, make sure you also register 
at derbyfestivalmarathon.com/registration and select Seven 
Counties Services as your charity. For more information, visit 
facebook.com/scsrunwithourheroes or call 502-589-8600.

inclusion,  rather 
than dis t inc t ion, 
can be a comfor t ing 
communal  s treng th.
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UK Researcher Developing Over-
dose Treatment

By Keith Hautala, Dave Melanson 
Jan 17, 2014
__________________________

______________
LEXINGTON, Ky. (Jan. 24, 2014) 

— 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.


