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Unbridled enthusiasm

Meet the finalists

How and why Louisville became
an epicenter of cardiovascular
stem cell research.

The 2014 MediStar Awards is Tuesday, May 13.
Join us in celebrating the best-of-the-best in the
region. First, meet our honorees.
Read more on page 19
Dr. Atul Chugh at YMCA Wellness. Photo Credit: University of Louisville Physicians.

By Atul R. Chugh, MD
As we say goodbye to events that
define Louisville’s position on an international stage with celebrations such as
the Kentucky Derby, Thunder over Louisville and various other arts and social
happenings, I am almost embarrassed to
admit that before moving here, I had no
idea that these even took place in Louisville. (The Kentucky Derby was a toss-up
between Louisville and Lexington.) As a
physician-in-training focused on emerging research, Louisville was only synonymous with one thing to me: cardiac
regenerative therapies.
For many years, Dr. Roberto Bolli
and his team had been recognized in the
scientific community for spearheading
some of the most pivotal cardiac stem cell

As a physician-in-training
focused on emerging research,
Louisville was only synonymous
with one thing to me: cardiac
regenerative therapies.
studies in animals. The studies showed
the ability of an animal’s own cells to
regenerate parts of the heart damaged
by laboratory-created myocardial infarctions. The strength and novelty of this
work prompted me to apply for my cardiovascular medicine fellowship in Louisville, and I was very fortunate to be accepted. Since then, I feel honored to be
a part of our clinical work with Phase I
stem cell studies.

Sebelius out, Burwell in?

Joining the CCTRN
On the basis of our work in this field,
Dr. Bolli and his team were asked to be a
part of the Cardiovascular Cell Therapy
Research Network (CCTRN), a small
but very prestigious group of researchers funded through the National Heart,
Lung, Blood Institute (NHLBI) and
tasked with developing and performing
cutting-edge clinical trials to investigate
the potential advancement of cardiac regenerative therapies.
Aside from just focusing on the
safety and efficacy of these approaches,
a great amount of effort is spent on understanding mechanisms, the methodology of trial design and measuring the
changes attributed to the therapies using
state-of-art techniques such as cardiac
Continued on page 3

After a five-year tenure that included the controversial rollout of the
healthcare law, Department of Health
and Human Services Secretary Kathleen Sebelius turned in her resignation. White House officials said Sebelius notified the president in early
March of her decision.

Sebelius, a former
Kansas governor, became
the “public face” of the
administration’s campaign to reform the country’s healthcare system.
She also became
Kathleen Sebelius
the public “face” of the
health law’s f lawed rollout last October when the federal online insurance

An insidious condition, schizophrenia is
estimated to occur in about one percent 		
of the population worldwide.
Read more on page 20

The “responsible party”
Most business entities, including corporations, LLCs,
partnerships and nonprofit organizations, obtain
employer identification numbers for their businesses
from the IRS in order to facilitate their required
federal tax filings and reporting.
Read more on page 21

The attack on out-of-network doctors
A patient who wanted to have a procedure at our
facility asked us to file insurance. We discovered that
if she had her surgery at our facility rather than at an
in-network hospital, her deductible would be $3,000
instead of $1,500.
Read more on page 22

HHS Secretary Sebelius resigns; Obama nominates Sylvia Mathews Burwell.
By Melanie Wolkoff Wachsman

Solving the schizophrenia puzzle

marketplace, healthcare.gov, suffered
numerous technological problems that
stymied enrollments and frustrated
millions of potential customers.
Despite the web site’s re-launch
in December, the web site’s handling
and errors triggered numerous congressional oversight hearings. Sebelius, once again, found herself the pubContinued on page 3

Tuesday, May 13, 2014
Hyatt Regency, Grand Ballroom
MediStarAwards.com
Where the region’s healthcare “stars” align for one night.

Serving Kentucky and Southern Indiana

About this issue
Architecture 		
& Design
There are many things to think about when
planning for a design project—funding, project
delivery methods, hiring the right contractor—
the list continues. We’re here to help.
This month Medical News assembled its own
“project team” knowledgeable in healthcare
facility development and design for our
architecture & design issue. Articles describe
emerging advances in bariatric, ambulatory
facilities and emergency department design
elements. We look at why construction contracts
require compliance with healthcare laws. We
also divulge what facility design strategies work
best for your bottom-line and much more.
Articles begin on page 9
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Letter from the publisher
Healthcare architecture – combining
beauty and functionality

Publisher

Ben Keeton
ben@igemedia.com

This month, we focus on the beautiful side of
healthcare: healthcare architecture. It is always one of my
favorite issues, because the buildings and rooms designed
by skilled architects are one of the few aspects of healthcare
that are both functional as well as beautiful.
Ben Keeton
As we do with each issue, we talked with experts in
Publisher
the field to get their take on the hot issues in the industry.
We were more than pleased to see that many of the local
healthcare architecture firms are busy with new projects. Not only does this mean growth
and health in the healthcare economy, but it also allows for improvements to the delivery
of health to many of our residents.
The hot topic on many architects’ minds is how to make buildings aesthetically pleasing
as well highly efficient. Many of the topics explored in this issue touch on such topics, and
we have a wealth of knowledge in this community at our disposal. No longer is it enough
to have a stunning building or a functional workflow. Now, our hospital systems demand
and achieve both.
Over the last month, I had the opportunity to visit one of the newest facilities in
Kentucky that combines beauty and functionality. The new campus at Owensboro Health
is an impressive facility that took great strides in creating a space that is friendly to
employees, patients and their families. One of the features that left an impression on me
was a simple design element that helped eliminate 7,500 steps for each nurse, each day.
Kentucky is a wealth of healthcare knowledge, and our healthcare architecture is no
different. After preparing this issue, it became clear that we are taking significant steps to
improve the look and feel of our healthcare system in Kentucky.
Sincerely yours,
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Unbridled enthusiasm
Continued from cover

Dr. Roberto Bolli with Dr. Atul Chugh.
Photo Credit: University of Louisville

MRI, PET and cell labelling. The Network, at this time, focuses on adult cell
types which allow us to harvest cells, often
times, from the patient herself undergoing
the therapy. The objective is to find circulating cells that have the ability to regenerate parts of the cardiovascular system
damaged by disease.
Who’s Who of Researchers
Within the Network resides a veritable “who’s who” of researchers considered
to be world-class leaders in their given
fields. Of note, this consortium includes
the following medical centers: Stanford
University, Minneapolis Heart Institute
Foundation, Texas Heart Institute, University of Florida, University of Miami,
Indiana University and the University of

Louisville. The Coordinating Center is
housed at the University of Texas School
of Public Health in Houston.
As the proverbial new kid on the
block, interacting with the members of
the CCTRN, for me, is akin to sneaking
into a celebrity-charged, ultra-exclusive
Derby party. Having just returned from
our semi-annual face-to-face meeting
in Houston, the experience of the inner
workings of the Network are very fresh in
my mind.
After a grueling day of trying to refine the protocols of the studies that we are
currently working on, it was surreal to be
having a drink with Dr. Doris Taylor, who
I just saw on 60 Minutes a few weeks ago.
It is, however, equally stressful, having a
difference of opinion with the likes of Jim
Willerson (the longest-serving editor-inchief of Circulation) or Dr. Carl Pepine (a
past president of the American College of
Cardiology and a pioneer in the field). To
illustrate the depth of talent, our coordinating center’s director, Lem Moyé, is not
only a brilliant trialist and biostatistician,
but also writes his own highly recognized
works of fiction in his free time.
Quest for Answers
Antithetical to what one would expect
from such talented figures, what I find
most admirable in this Network is a true,
unfettered quest for answers. Never have
I worked with a group so wholly committed to a single goal: to find an alternative
therapy for cardiovascular diseases, which
currently have limited options in the cardiovascular realm. Egos are left at the door
and everyone rolls up their sleeves equally.
What has been gratifying is how
open and inviting the Network has been
to the Louisville team. Dr. Bolli is now
the head of the publications committee,

Sebelius out, Burwell in?
Continued from cover

lic “face” and was called in to explain
what went wrong.
After the web site recovered, more
than 7.5 million people enrolled in
health plans on the marketplaces; the
same number that the Congressional
Budget Off ice predicted before the
web site problems occurred.
Burwell Expected Easy Confirmation
President Barack Obama nominated Sylvia Mathews Burwell, the
current director of the Off ice of Management and Budget, to replace Sebe-

lius. Her resume includes serving as
president of the Walmart Foundation
and as a deputy chief of staff to President Bill Clinton.
Burwell isn’t expected to face a
serious conf irmation threat. She was
approved in her current post by a 96-0
vote last year.
In addition, Democrats rew rote
the rules to eliminate f ilibusters for
most president ia l nominees. T hat
means only 51 votes are needed for
Burwell’s conf irmation.

The Network allows the
community access to clinical
trials and potential treatments
in populations where other
treatments are not feasible.
which oversees the publishing productivity of the Network. I have been fortunate
enough to play a leadership role in the developmental phase of a heart failure study
which for the first time, uses a combination of cells for the treatment of heart
failure. Additionally, Dr. Bolli is heading
up the development of a new trial, which
will hopefully focus on patients with heart
failure secondary to chemotherapy used in
cancer treatments.
Local Impact
Internally, the Network has been a
catalyst for our partner, KentuckyOne
Health and the University of Louisville

to work even more closely by joining resources and adding efficiency to our research processes. The combined team
has made great strides with an unbridled
enthusiasm to perform well within the
Network. Thus far, our selection into the
Network represents, arguably, our greatest collective achievement in the arena of
clinical and translational cardiac regenerative research.
While it would be easy to focus on
the CCTRN’s benefits to the University
of Louisville and KentuckyOne, I would
argue that very few cities in the country
need such a vehicle more than ours. Unfortunately, Louisville has made local and
national news as a result of abysmal rates
of hypertension, coronary artery disease
and heart failure. As per the 2014 Louisville Metro Health Equity Report, cardiovascular death rates in Louisville are still
above the national average, and these high
rates are driven largely by co-existing risk
Continued on page 4

Providing Unique and Easy Solutions to
the Medical Community for over 25 Years
4 Medical Fellows & Resident Home Loans
• No down payment, close 60 days prior to start of residency
4 New Physicians Home Loans
• No down payment, low closing costs
4 Hospital Physicians Home Loans
• Reduced closing costs and rates
4 Business Banking Private Practice
• Line of Credit, Equipment Financing,
Treasury Management-Lockbox
4 Internet Banking and Mobile Deposit*
• Bank at the comfort of your office or home
without the commute

SHARON MCGEE
VP, TREASURY
MANAGEMENT OFFICER
502-560-8616
smcgee@republicbank.com
ASHLEY MAST
AVP, PRIVATE
BANKING OFFICER
NMLS #419157
502-394-4483
amast@republicbank.com
TONY THOMPSON
PRIVATE BANKING
OFFICER
NMLS #849181
502-329-4588
tthompson@republicbank.com

* Message and data rates may apply from your wireless carrier.
Qualification restrictions and fees apply for mobile deposit transactions.

Page 4

Medic al Ne ws • M ay 2014

C OV E R S TORY

Unbridled enthusiasm
Continued from page 4

factors such as diabetes, smoking, obesity
and hypertension. It is imperative that a
population with such high rates of disease
have access to all available forms of treatment, both established and experimental.
This is where our involvement with
the CCTRN is of great value for the community. The Network allows the community access to clinical trials and potential
treatments in populations where other
treatments are not feasible. For instance, in
our patients with end-stage heart failure,
options are limited to left ventricular assist devices and heart transplantation-two
therapies where eligibility and feasibility
on a large-scale would be challenging.
Of note, only 2,000-2,500 heart
transplants have taken place in the U.S.
yearly for the last 10 years due to a lack of a
donor pool. Therefore, a very elegant solution to the problem would be to regenerate
parts of the heart, which have already undergone extensive injury. This is what we
have the opportunity to study and develop

with our place in the CCTRN.
Current Trials
Currently, the University of Louisville and KentuckyOne Health have a
trial through the CCTRN that is enrolling called the PACE (Clinical and MR
Imaging Assessments in Patients with
Intermittent Claudication Following Injection of Bone Marrow Derived ALDH
Bright Cells) trial. The study focuses on
individuals with atherosclerotic (cholesterol plaques) disease of the legs and uses
the patient’s own cells in hopes that they
can ameliorate symptoms that arise from
decreased blood flow to the extremities.
And, we are looking forward to
bringing other studies from the pipeline to
Louisville, which will be very novel studies in patients with heart failure, coronary
artery disease and peripheral arterial disease. We anticipate one such study to be
up and running in the next six months,
with others following in quick succession.
Given these developments, it is an ex-

Dr. Roberto Bolli, center front, leads about 100 individuals in the work of the Institute of Molecular Cardiology.
Photo Credit: University of Louisville

citing time to be in Louisville. I hope that
in the coming days, as we take pride in being Louisvillians sipping our mint juleps
and singing along to “My Old Kentucky
Home” at the races, we also think of our
scientific achievements and associations.
One such association is our involvement with the CCTRN and with it, what
the future holds for Louisville, both as an
epicenter of research and as a city that of-

fers its denizens cutting-edge therapies
difficult to find anywhere else in the world.
Atul R. Chugh, MD, is director of advanced cardiac imaging and director of preventive cardiology for University of Louisville Physicians and assistant professor in the
department of medicine at the University of
Louisville School of Medicine.
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A r c h i te c tu r e N e ws
UK Early Childhood Lab 		
breaks ground

Incomplete data places Somerset
hospital in last place

The UK Early Childhood Lab celebrated a ceremonial groundbreaking
to mark the beginning phase of renovations of a building that will house
the Early Childhood Lab (ECL) and
Visually Impaired Preschool Services
(VIPS), a nonprofit organization that
provides services to visually impaired
children of the Commonwealth. The
new facility, which should open in
January 2015, will allow the ECL to

Consumer Reports released safety
rankings for hospitals across the country, compiled from government data.
Miles Memorial Hospital in Damariscotta, Maine, received the best safety
rating in the U.S., 78 on a scale of 100.
That was 12 points higher than the hospital labeled Kentucky’s safest, Georgetown Community Hospital. Lake Cumberland Regional Hospital in Somerset,
Ky., received, the lowest rating in Kentucky, a 20.
Lake Cumberland Regional Hospital officials responded in a statement

double in size, serving more than 100
children using best early childhood
practices.
The ECL’s new location is in a
10,0 0 0 -squa re-foot, f reesta nd ing
building next to the facilities of the
former Lexington Theological Seminary, recently acquired by UK. The
ECL is currently located in the basement of Erickson Hall.

MedSynergies developing service
center for KentuckyOne Physicians
Texas-based MedSynergies Inc. is
establishing a physician billing service
center in Louisville to serve physicians
at KentuckyOne Health, a Catholic
Health Initiatives (CHI) healthcare organization.
Last year, MedSynergies and CHI
announced an agreement to build a
national management services organization (MSO), Catholic Health Initiatives Physician Services (CHIPS). The
Louisville service center will provide

key MSO services for KentuckyOne
Health’s employed physicians.
MedSynergies will transition approximately 150 employees beginning
this summer. These employees currently
reside in a service center dedicated to
KentuckyOne Health physician services. As part of this transition, the employees will move to a new MedSynergies facility. The facility will house more
than 30 employees dedicated to CHIPS.

that, “The information used to calculate
the Consumer Reports scores does not
provide an accurate picture of our hospital’s quality and safety performance,”
because “we learned several years ago
that we had not been submitting complete clinical information to Medicare.”
The hospital employed a clinical
documentation improvement program
that helped quality scores back into the
expected ranges. Because the report
featured data from 2009-2012, these
improvements were not represented in
the results.

Fort Hamilton Hospital completes
ER renovation
The Cincinnati Business Courier
reported that Fort Hamilton Hospital
completed a 5,000-square-foot addition and renovation of its emergency
department. The project added six

total rooms, including a new lobby for
the emergency department, and also
added 24 acute-care hospital beds.
The completion of the project totaled
$5 million.

Indiana gov. signs
anesthesiologist bill

UofL Physicians – Family Medicine
earns recognition for primary care

Indiana Governor Mike Pence
(R) signed into law Senate Bill 233,
which authorizes licensure for anesthesiologist assistants. The American
Society of Anesthesiologists and the

UofL Physicians – Family Medicine was recognized for quality primary
care by the National Committee for
Quality Assurance (NCQA), becoming
one of the first in Kentucky to meet rigorous criteria to earn a Level 3 rating as
a Patient-Centered Medical Home.
The Patient-Centered Medical
Home (PCMH) is a way of organizing
primary care that emphasizes coordina-

Indiana Society of Anesthesiologists
applauded this action, which makes
the services of anesthesiologist assistants available to Indiana patients.

Noonan named “Gifted Educator”
Dr. Jacqueline (Jackie) Noonan,
long-time faculty member at the University of Kentucky College of Medicine and former chair of the department
of pediatrics, was named the “Gifted
Educator” for 2014 by the American
College of Cardiology (ACC).
The award recognizes someone
who has demonstrated innovative,
outstanding teaching characteristics

that contribute significantly to the
field of cardiovascular medicine.
The ACC is a nonprofit medical
association established in 1949 as the
world’s leading advocate for quality
cardiovascular care, providing clinical practice guidelines, education,
credentialing and other services to its
40,000 members.

tion and communication to transform
primary care into “what patients want it
to be,” according to the NCQA. “Medical homes” can lead to higher quality
and lower costs and improve patients’
and providers’ experience of care.
The NCQA recognizes outpatient
primary care practices as Level 1, 2 or
3, with Level 3 being the most difficult
to achieve.

Gill Heart Institute receives gold
designation from the AHA
UK HealthCare’s Gill Heart Institute received the “Get With The
Guidelines-Resuscitation Gold Quality Achievement Award” for maintaining specific quality measures out-

lined by the American Heart Association for the treatment of patients who
suffer cardiac arrests in the hospital.
This year marks the first year that
Gill has received gold designation.

Page 6
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Physicians in academic settings
yield higher compensation

KNI Comprehensive Stroke Program
earns gold-plus quality award

According to the MGMA report, Academic Practice Compensation and Production Survey for Faculty
and Management: 2014 Report Based
on 2013 Data, general internists and
pediatricians reported an increase in
median compensation since last year,
when billable clinical responsibility occupied more than two thirds of
their time. They also reported less
overall median compensation if they

For the fourth year, UK HealthCare’s Kentucky Neuroscience Institute (KNI) received the “Get with the
Guidelines-Stroke Gold-Plus Quality
Achievement Award” for maintaining specific quality measures outlined
by the American Heart Association/
American Stroke Association for the
treatment of stroke patients.
KNI also received the association’s “Target: Stroke Honor Roll”

spent more than two-thirds of their
time on research.
The report contains academic-specific data encompassing physician and
non-physician provider faculty as well
as management positions. This year’s
report contains data on 20,876 faculty
physicians and non-physician providers categorized by specialty and more
than 1,996 managers.

for meeting stroke quality measures
that reduce the time between hospital
arrival and treatment with the clotbuster tPA, the only drug approved by
the U.S. Food and Drug Administration to treat ischemic stroke. Stroke
patients who receive the drug within
three hours of the onset of symptoms
may recover more quickly and are less
likely to suffer severe disability.

Balancing healthcare issues
can be complicated.
Choosing a legal team
shouldn’t be.
Feel like you have a “split personality”
when it comes to all the health care
industry issues? Let our Health Care
Service Group help bring order to the
chaos around you.

HEALTH CARE SERVICE GROUP
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Lexington Clinic
S. Nichelle Graham, MD, joined
the Lexington Clinic Hospital
Medicine Department.

Baptist Health Paducah
Bonnie Schrock, FACHE, has been named chief
operating off icer of Baptist Health Paducah.

Schrock

University of Kentucky
Anika Hartz, PhD, joined the faculty at the University
of Kentucky Sanders-Brown Center on Aging.

University of Louisville
Gregory Barnes, MD, PhD, is the
inaugural permanent director of the
University of Louisville Autism Center.

Lin

Janie Heath will take over as dean of the UK College
of Nursing and Warwick Professorship Aug. 1,
pending UK Board of Trustees approval.

Hartz

Ai-Ling Lin, PhD, joined the faculty at the University
of Kentucky Sanders-Brown Center on Aging.

University of Louisville pediatrician V. Faye
Jones, MD, PhD, was elected to the Alpha
Omega Alpha Honor Medical Society.
Graham

Frederick Schmitt, a professor in the University of
Kentucky Department of Neurology and the SandersBrown Center on Aging, received the 2014 Mary Carter
Award from Down Syndrome of Louisville.
Barnes

Heath

Jones

To Submit to People In Brief
Each month, Medical News recognizes newly hired or promoted professionals who work in the business of healthcare in Kentucky or Southern Indiana. To be considered, the employee must work in or directly support a healthcare business. Listings will be published in order of receipt as space allows
and not all photos will be published. Please submit a brief description and high resolution color photo saved as jpeg, tif or eps (pdfs will not be accepted)
via email to melanie@igemedia.com.

Celebrate the Region’s
Best-of-the-Best in Healthcare

Tuesday, May 13
Hyatt Regency Louisville

Healthcare Innovation

! now!
Get your tickets
OU T
S OL

D

www.medistarawards.com

Architecture
Planning
Interior Design
Louisville | Jeffersonville | Shreveport
www.teg123.com | 502.561.8550
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Event calendar
Telehealth
Date: Friday, May 9
Time: Registration and networking, 		
7:30 – 8 a.m.; program, 8 – 9 a.m.
Where: Harshaw Trane, 12700 Plantside
Dr., Louisville, Ky., 40299
Info: Rob Sprang, director of Kentucky TeleCare, and Tom Morris, associate
administrator for rural health policy for the U.S. Department of Health and
Human Services will speak.
To register: Members of Health Enterprise Network can register for $50,
non-members for $75 and row sponsors for $300 (includes tickets for eight).

Meaningful Use Survival Seminar II
Date: Thursday, May 22
Time: 12:45-5:30 p.m.
Where: Owensboro Health Regional Hospital, 				
1201 Pleasant Valley Rd., Owensboro, Ky., 42303
Info: Kentucky REC and KHIE offers continuing education programs to all
healthcare professionals including information regarding: Meaningful Use
(incentive payments, stage 2, 2014 changes, HIE updates); patient-centered
medical home; HIPAA breaches and audits; and ICD-10.
To register: Registration is free to all Kentucky REC clients. For additional
information and online registration visit cecentral.com/live/7876.

Meaningful Use Survival Seminar II
Date: Friday, May 23
Time: 7:45 a.m. - 12:30 p.m.
Where: Western Kentucky Community & Technical College,
4810 Alben Barkley Dr., Paducah, Ky., 42001
Info: Kentucky REC and KHIE offers continuing education programs to
all healthcare professionals including information regarding: Meaningful Use
(incentive payments, stage 2, 2014 changes, HIE updates); patient-centered
medical home; HIPAA breaches and audits; and ICD-10.
To register: Registration is free to all Kentucky REC clients. For additional
information and online registration visit cecentral.com/live/7876.

Innov8 for Health 2014 Business Concept Expo
Date: Saturday, May 31
Time: 9:30 a.m. – 12:30 p.m.
Where: Cincinnati Children’s Hospital Medical Center
3333 Burnet Ave., Cincinnati, Ohio, 45229
Info: Innov8 for Health presents business concepts designed to solve
challenges impacting the health of individuals, communities and people
around the world. The health topic challenge is “putting the triple aim at
work” through patient engagement, population health management and data
access and insights. Innovators with best business concepts will be invited to
present to a group of health innovation experts.
To register: The event is free. Visit innov8forhealth.com or eventbrite.com 		
to RSVP.

Kaiser Permanente, Humana earn
top customer experience rankings
Kaiser Permanente and Louisville-based Humana deliver the
best customer experience among a
poor scoring group of health plans,
according to the 2014 Temkin Experience Ratings, an annual ranking
of companies based on a study of
10,000 U.S. consumers.
Kaiser Permanente earned the
top spot with a 68 percent rating,
positioning the company in 109th
place overall out of 268 organizations
across 19 industries. Humana earned
a rating of 63 percent and placed
160th overall.
At the other end of the spectrum, Coventry Health Care (BCBS)
declined 18 percentage points from
2013, leaving it in last place across all
268 companies in the ratings with a
score of 41 percent. Empire (BCBS),
Highmark (BCBS), and Medicaid

joined Coventry as the lowest-rated
companies across any industry.
The ratings of all health plans in
the 2014 Temkin Experience Ratings
are as follows:
• Kaiser Permanente (68 percent)
• Humana (63 percent)
• Medicare (62 percent)
• TriCare (62 percent)
• United Healthcare (59 percent)
• Blue Shield of California
(58 percent)
• Aetna (57 percent)
• Health Net (55 percent)
• CIGNA (54 percent)
• Anthem (BCBS) (53 percent)
• CareFirst (BCBS) (48 percent)
• Medicaid (45 percent)
• Highmark (BCBS) (44 percent)
• Empire (BCBS) (42 percent)
• Coventry Health Care (41 percent)

ZirMed partners with EyeFormatics,
acquires TransEngen solutions
ZirMed, a Louisville-based health
information connectivity and management solutions company, is partnering
with EyeFormatics, an electronic medical record (EMR) system provider for
eye care professionals.
Under the terms of this agreement, EyeFormatics will bundle
ZirMed’s core revenue cycle management (RCM) solutions within the
EyeFormatics EMR system to enable
eye care professionals to streamline
claims submissions and boost patient
payments within an integrated EMR
and RCM solution.
EyeFormatics users will now have
access to ZirMed’s core solutions, including patient statements, ZirMed’s
web-based patient billing platform
and ZPay, the company’s secure payment transaction terminal. Users will

also have the option to add on other
ZirMed solutions, such as Patient
Estimation, a tool that calculates an
upfront payment estimation prior to a
patient’s appointment or ZirMed Analytics, which provides insight into
the practice’s operational and financial performance.
ZirMed also acquired the payment
processing, patient eligibility and patient estimation business solutions
owned by TransEngen Inc., a company
located in Shelton, CT. The TransEngen solutions bring to ZirMed deep
integration with practice management
systems, expanded HIPAA- and PCIcompliant patient online bill pay capabilities, and a unique patient responsibility calculator.

Baptist Health Louisville named Center
of Excellence in Bariatric Surgery
Baptist Health Louisville’s Bariatric Surgery Center achieved re-accreditation from The American Society
for Metabolic and Bariatric Surgery

Bariatric Surgery Center for Excellence program. The program has been
a center of excellence since 2010. The
accreditation is for a three-year period.
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(c)space
The Foundation for a Healthy Kentucky places
mission-aligned entities under one roof.
By Chelsea Nichols
Envisioned as a “hub for nonprofit
work,” (c)space is the latest project from
the Foundation for a Healthy Kentucky.
The nonprofit, philanthropic organization
wanted to do something in addition to
its grant-making that would continue
to improve health as well as access to
healthcare. Chief operating officer, Mary
Jo Shircliffe, pitched the concept of a
nonprofit center to the board of directors.
“[They] embraced the idea as a more
impactful solution than simply renting space
for our offices alone,” she said. “(c)space is a
tangible product of the Foundation’s efforts
to collaborate and strengthen nonprofits
that are working to make Kentucky a better
play to live, work and play.”
Positive Atmosphere for Productivity,
Creativity
(c)space is part of a 28,000-square-foot
office building owned by The Foundation.
The 5,000-square-foot office includes
common areas, full kitchen facilities, a
multi-tenant server and free parking. Tenant
space ranges from a simple workstation to
private offices. A modern conference center
accommodates more than 100 people and
includes video conference capabilities.
The layout, Shircliffe said, creates
a positive atmosphere for productivity
and creativity.

(c)space tenant space ranges from a simple workstation to private offices.

“(c)space brings together different
skill sets and points of view in a group of
occupants all committed to improving life
in Kentucky, making this a healthier and
more productive state. Those working at

(c)space will be able to share concepts and
ideas with one another,” she said.

specifically for tenants who fall under one
of five categories:
1. Funders – philanthropic organizations
that make grants or investments in the
Commonwealth.
2. Nonprofit, (501c3) organizations –
strictly needing office space and not
offering direct client or patient services.
3. Professional services – such as
legal, accounting and IT work
with nonprofit clients.
4. Researchers – organization with
resea rch initiatives t hat inform
health policy.
5. Technical assistance – providers
who c a n provide a ssista nce to
nonprofits in a certain area such as
communications or sustainability.
“The aim is to get ‘mission-aligned’
entities under one roof, so we can work
smarter together and go further in our
efforts to improve the quality of life in
Kentucky,” Shircliffe said. “The diversity
of work by the various agencies and
individuals that will utilize (c)space will
serve as a ‘melting pot’ for new strategies
and approaches to challenges faced in
many areas that intersect with health, such
as education, economic development and
the environment.”

Seeking Specific Tenants
To stay true to the vision, (c)space is

What’s in a name?
The inspiration behind the
name (c)space came from
the 501(c)3 designation the
IRS provides for nonprofit
organizations with a charitable
mission. “For us, (c) also stands
for collaboration and creativity,
which (c)space will support,”
said (c)space chief operating
officer, Mary Jo Shircliffe.
(c)space is located at 1640
Lyndon Farm Court, Suite
100 in Louisville, Ky., 40223. There will be an
open house on May 19 from 4 – 7 p.m.

Those working at (c)space will be able to share concepts and ideas with one another.
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Design: The ultimate tool for re-inventing high performance facilities.

By Janet Lively Heberle
As uncertainty and
paralysis
continue
to
pervade the healthcare
landscape, high performance
healthcare facilities must
create dynamic results. We
live in a world where innovation drives
success, where simply reacting to change
is not enough. The key is to re-invent,
not respond. Similarly, how you design
and develop your facility assets demands
innovation and creative strategies.
Traditionally, acute c a re c a mpu s e s
g row, not s u r pr i si n g ly, out of ne e d .
This has led to unrecognizable
entries, conf using circu lation,
remote interrelated depa r tments,
staff observation locations that limit
productivity, or support services that
require extraordinary travel distances.
To thrive, facility design strategies that
address these issues, must be a priority.
W he n f a c i l it ie s a re m a x i m i z e d ,
working for you, they:
• Improve care delivery.
• Provide a quality work environment.
• Deliver care efficiently.
• Provide staff productivity
enhancements.
• Improve public perception
and reduce outmigration.
Collaborative Design Engagement
Design is the ultimate tool for reinventing high performance facilities.
Creating efficient facilities, which
maximize the return of the investment,
while increasing the productivity of
every clinician, requires innovative and
creative talent, on the part of design firms
and clients. That is where collaborative
design engagement pays off.
If you can improve productivity,
therefore reducing the clinical staff
need by one RN and one tech, you
can eliminate almost $98,000 in
annual payroll cost (not including
overtime and benefits). This may seem
insignificant, but multiply that across
the emergency room, surgery, radiology,
medical/surgical units, and it becomes
significant – quickly.

Design improvements, such as creating more patient-centric rooms improve patient care and satisfaction.

Aligning Strategic Initiatives
Where do you begin? Start with
a facilit y master plan that a ligns
strategic initiatives. The solution to
restoring efficiency and productivity
to a medical center or health system is
to examine every aspect of the patient,
staff, physician, logistical and public
experience, which occurs thousands of
times daily. From there, make changes
to improve the experience.
The tangible benefits of a strategic
master plan include providing a f lexible
guide for future capital improvements,
a nd t he elimination of inef f icienct
clinical silos built over years of additions
and/or renovations. This is an inexpensive
proc e s s. Qu a l it y pla n n i ng i nc lude s
demographic composition case mix data
and population projections and physician
recruitment strategy alignments.

A focused design effort combines
predictive analytics, innovation and
evidence-based design. Examples of
immediate areas of improvement lie
within the emergency department and
medical/surgical nursing units. When
design strategies are implemented it can
reduce wait times and length of stay,
increase and improve the quality of time
and care given to patients, reduce travel
distances, staffing and wear and tear on
an aging nursing staff.
These design improvements, directly
impact the bottom line by improving
patient care and satisfaction (potentially
outcomes) and improving the work
environment, therefore reducing turnover.
Patient Room Improvements
Likewise, in a medical/surgical
unit, right-sizing spaces, providing

appropriately-located support spaces for
clinical staff, reducing noise levels and
creating patient-centric rooms with family
zones can improve outcomes and efficiency.
The patient room itself must be
clinically-focused and patient centric.
For example, a high-performance 32bed nursing unit with an average daily
census of 75 percent can cost a hospital
approximately $6,000/day in total
wages. A less efficient unit lacking
adequate, adjacent support, that does not
support the current standards of c a re,
c a n c ost a n aver a ge of $2 ,0 0 0/d ay
more, wh ic h a n nu a l ly equ ate s to
$76 6 ,0 0 0, sig n i f ic a nt sav i ng s due
to de sig n.
T he s e a re ju s t t he nu mb e r s ,
which do not account for provid ing
an environment inspiring healing.
Continued on page 11
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Design prototype.
continued from page 10

Incorporating a “family zone” with
amenities, such as a mobile charging
station and desk, natural or specialty
lighting for comfort and safety should
all be considerations.

Additionally, patient room design
and material selection must address
infection control measures, allow ample
light for procedures, support multiple/
varied medical devices and allow care
documentation to occur. Each of these

can also positively be ref lected in scores,
revenue, turnover and recruitment.
The objective is to create or re-invent
facilities with innovations promoting
efficiency and productivity related to
staffing, square footage metrics and
how design translates positively to a
hospital’s profitability and success.
Resultant planning and design
strategies involve tra nsitiona l idea s
centered on patient satisfaction
and outcomes and how design can
improve t he c a re patients receive,
while equally focusing on improving
st a f f produc t iv it y. Spac e s bec ome
“right-sized,” travel distances reduced
and “frequenc y of use” determines

THIS IS AN ADVERTISEMENT

Health Care Is Shifting Ground.
Be Supported by Solid Counsel.

Learn more from our attorneys at hallrender.com/resources.

614 West Main Street | Suite 4000 | Louisville, KY 40202 | (502) 568-1890

Creating efficient facilities
while increasing the
productivity of every clinician
requires innovative and
creative talent, on the part
of design firms and clients.
adjacencies. These environments ser ve
the clinical and social needs of patients
and staff while, optimizing efficiency,
productivity and facility investments.
Janet Lively Heberle is an associate
A I A , vice president - marketing and
business development, at TEG Architects.
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Why I became a healthcare architect
Building a commitment to the community isn’t
By Sydney Goetz
I a m a he a lt hc a re
architect. My little Rotary
badge categorizes me that
way. I never mention that
I am just an architect.
That just sounds naked
to me. I really can’t say
when I started using the term healthcare
architect, but I can say that my affection
with healthcare architecture started with
my first job in a healthcare facility. It was
love at first sight. All of a sudden my craft
had a purpose.
When I think about the mission to
protect the health, safety and welfare of
the public, I can’t imagine a more pertinent
arena. You contribute to people’s health,
quality of life and life expectancy. But it is
even more than those factors.

When I think about the mission
to protect the health, safety
and welfare of the public, I
can’t imagine a more pertinent
arena. You contribute to
people’s health, quality of life
and life expectancy. But it is
even more than those factors.

Interior finishes must be discussed before the lighting calculations and ceilings are designed.

When you work in a hospital, you are
working inside a monumental structure, or
you are making a monumental structure.
W hen you build a hospita l, you are
building the commitment to a community.
A commitment that you will have good
paying jobs that allow for personal growth,
that you care for the wellness of people and
that care is something people can count on
for years to come.

people have a more intense relationship with
than, say, with the nail salon next door.
Five years ago, I was diagnosed with
two vertebral aneurysms. I will never forget
lying in the facility I helped build finding
out that my headache had a very real cause.
I remember vividly the room I prayed in the
night before my surgery with my mother.
I remember the heartache I had as I was
discharged from the hospital. I waited on
the curb for a ride and was scared to death
that I wouldn’t be able to take care of myself.

Patients’ Headquarters
Not all healthcare work is monumental
though. But it all matters. When you build
a cancer treatment center in a strip mall, it
becomes the headquarters for patients’ lives.
It is the backdrop to creating one of the
most important chapters in someone’s life.
My work therefore is creating a place that

Putting My Ability into Overdrive
After that (and some recovery time)
almost all of my work began to take
on monumental meaning. I had always
enjoyed my work in healthcare. I was always
passionate about listening to people, but in
many ways I couldn’t walk in the shoes of
the patient. Okay somewhat, but being the

patient really put my ability into overdrive.
For years, I worked with doctors and
facilities people, and I had gotten really

good at seeing their point of view. I
enjoyed negotiating all of the personalities
of the healthcare faculty and staff, but I

A rendering of a project.
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just a passion, but a career.
The ten best ways to work with your 		
healthcare construction project team
At project kick off:
1) Even if you believe the project program is set in stone, always have a
review of the program in a written form with area calculations (square
footage numbers, occupants, etc.) with your architect, mechanical
engineer and project team decision makers. (You will have to
review your facility departments prior to this exercise to ensure the
project team isn’t missing someone who has ownership of a portion
of the project.) Determining a program that all parties can agree
and sign off on will keep the project in line from the beginning.
2) Be prepared to provide authorization for a baseline test and balance,
possible electrical metering, lead/asbestos testing information,
a geotechnical report and site survey (if required). In addition,
architect and engineers will be helped if they have access to
existing drawings or information pertinent to the project site.
3) Be prepared to discuss a wider facility plan that might be in place
that could include finish or construction standards or upcoming
projects. Have the on-site mechanical, electrical and plumbing
representatives from your facility prepared to provide information too.
For the duration of the design:
4) At each design project milestone, the facility project
representative and architect should take time to discuss budget,
construction alternates, phasing and constructability issues.

was unaware that I was removed from the
other perspectives.
It was only after I watched my mother
sleep night after night on a stretcher pad
in my shared patient room that I thought
about what families really go through.
When I talk about care, I never forget to
walk in the shoes of the friends and families
that are also caring for their loved ones.
Their care becomes as important to the
process as anyone else’s. My own hospital
stay gave me the perspective about how care
really transpires in the space. All of a sudden
my little hospital canvas came alive, and I
got to experience it.
Consideration for All
My aneurysm changed who I was,
but it also solidified my purpose. When
I design an entrance canopy for a facility,
it is like I am the veteran waiting for the
bus. When I design a dialysis clinic, it is
like I am the daughter that accompanies

her dad there every other day. But it isn’t
just the patients I feel this way for. When
I left the hospital, having my life saved, I
felt differently about the people who treated
me. I still have a picture of Dr. Paulsen on
my refrigerator five years later that was cut
out of newspaper. So now I feel it, when
care providers discuss their issues with me. I
know how hard they work to help patients.
I now program every project with
consideration for all of the healthcare staff.
I want to hear from the maintenance staff,
housekeeping, the chaplain, you name it—they
all matter to the care. I value what they bring to
the table. I want to help them care for people.
When you work on healthcare, your
work impacts communities. I know how deep
the commitment is from survivors of any
condition to the facilities that save people.
My career is dedicated to helping create these
environments for our community.
Sydney Goetz, AIA, is owner of Sydney
Goetz Architect, LLC in Louisville, Ky.

5) The facility maintenance staff, environmental services and
security personnel should participate in portions of the
design process (when planning the design don’t forget about
volunteers and transport—wheelchairs need a home).
6) By the end of schematics, it is very helpful to give equipment
and fixture cut sheets to the architect. An equipment layout
is key to ensuring that the design will really work.
7) Interior finishes must be discussed before the lighting calculations
and ceilings are designed. It is important to have that discussion
early on and finalized by the end of design development.
8) Design development planning will most likely not be done in
one meeting. This includes things like signage, door hardware,
medical gas head walls, wall protection, casework, interior and
exterior FFE/finishes, lighting, nurse call, electrical outlets, data
and so on. It is unlikely that you will be able to get all of the details
right unless you plan to spend a little time on the minutia.
9) Make infection prevention a portion of every meeting and a
part of every day of construction too. Keeping patients, staff and
families safe has to be designed into the construction project.
10) Letting every person on the team feel like their ideas are part of the
process is very important. It gives everyone pride over their facility
when they are able to voice their goals, needs and vision for their
space. An approach that gives all team members a stake in the
final product breeds better care of the patient and the facility.
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Red light, green light, construction, go
Developing and designing effective ambulatory
By Cindy Sanders
The recession took a heavy toll on
healthcare construction projects across
the nation. However, as the economy has
begun to improve, projects are beginning
to move forward again.
Experts in healthcare real estate
development and evidence-based design
recently shared their insights with
Medical News regarding the current state
of healthcare construction projects in the
ambulatory setting.

Real Estate Development
After seeing a number of plans put
on hold over the last few years, Bond
Oman, CEO of OGA, a national fullser vice real estate development and
project management firm based in
Nashville, said there has been an increase
in activity lately.
W hile d ia lysis projects have
remained fairly steady throughout, he
said, the improved financial environment
has resulted in an uptick in ambulatory
surgery centers, urgent care centers and
behavioral health facilities.

One trend Oman is seeing nationwide
is an emphasis on building smarter. He
noted clients are being more efficient by
using basic green design to lower ongoing
costs and keeping the building footprint
as tight as possible.
For example, clients may employ
green design when it comes to choosing
lighting, insulation, windows, paint
and other elements that increase energy
efficiency. In most cases, developers are
still trying to strike a balance between
the cost of adding green elements and
the payoff in reduced monthly costs. As a

whole, Oman said he thinks facilities are
being built a little smaller on the front end
with room for growth.
Rebounded Pricing
Another surprise is how quickly
pricing has rebounded. Oman noted
those considering developing healthcare
properties aren’t going to find any real deals.
“The cost of doing business is getting
back to where it was pre-recession,” he
said. “We’re definitely going to see an
increase in cost because the economy is
doing better—not great, but definitely
doing a little better each year.”
L a ndow ner s who su r v ived t he
recession are holding firm on real estate
prices. Many municipalities that dialed
back or waived impact fees to try to entice
developers a few years ago have reinstated,
and in many cases increased, those fees.
Prices are also inching up for mechanical,
electrical and plumbing.
“There’s this real
need to be nimble.
You can’t have
a room that’s
just designed for
one purpose.”
— Ellen Taylor, AIA, director of
research, Center for Health Design

In general, healthcare development
doesn’t tend to be speculative in nature.
“It’s a different animal than a lot of the
other real estate sectors,” Oman said,
noting a demonstrated patient base and
service need must be present before most
in the medical industry will consider
building. While some markets are “on
fire” right now, there is still a feeling of
cautiousness across most of the nation.
Still, projects that were halted a few
years ago are beginning to get the green
light again.
Continued on page 15
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facilities.
Continued from page 14

“The cost of doing
business is getting
back to where it
was pre-recession.”
— Bond Oman,
CEO, OGA

An Evidence-Based Design Aesthetic
Where facilities are sprouting up,
more and more of them are relying on
research to inform design decisions.
Ellen Taylor, AIA, an architect, director
of research for the Concord, Calif.-based
Center for Health Design (CHD), helps

spread the word about the best available
information and latest credible research to
help those creating healing spaces.
A Design Movement Launches
While elements of evidence-based
design (EBD) have intuitively been
incorporated in healing spaces for
centuries, the formalized concept is
relatively new. Taylor said a landmark
1984 study by Roger Ulrich, PhD —
which found surgical patients with a
view of nature had a reduced length of
stay, required reduced levels of narcotics
and had fewer complications — really
captured people’s attention and launched
the EBD movement. Since 2009, CHD
Continued on page 16

CONGRATULATIONS
all medistar award nominees!
Together we’re improving patient care in Kentucky.
We’re proud of our Finalists!

Dr. Carol Steltenkamp, Mark D. Birdwhistell,
Kentucky Regional Extension Center
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Red light, green light, construction, go
Continued from page 15

Other design tweaks
might shift the traditional
power concept between
physician and patient.
more engaged in a conversation with a
physician when fully clothed in an office
compared to sitting on an exam table in
a cold room while wearing a thin gown?
Does the setting change patient behavior?
Does the setup change outcomes? Finding
quantifiable answers to those types of
questions is key to EBD.

has offered the evidence-based design
accreditation (EDAC) to those who have
proven their expertise in the field.
Although launched in the acute
setting, Taylor said an increased awareness
of how design impacts outcomes and
a focus in the Affordable Care Act on
engaging patients and keeping them out
of the hospital have combined to create a
recognition that EDB has an important
role in outpatient settings, as well.
Another major trend for ambulatory
spaces, Taylor said, is the notion of
flexibility and adaptability. It isn’t
uncommon for one specialty to utilize
a space two days a week with another
specialty using it the rest of the time.
“There’s this real need to be nimble,”
Taylor said. “You can’t have a room that’s
just designed for one purpose.”
Patient-Centered Medical Home
Taylor added that the concept of
the patient-centered medical home has
really had an impact on facility design,

as well. It is increasingly common to
see outpatient clinics and facilities,
particularly community health centers,
include larger multipurpose rooms that
could be used for a support group, to teach
a health class or to hold neighborhood
meetings. Some facilities have installed
walking trails, playgrounds or community
gardens. Along the same vein, Taylor said
it is becoming increasingly common for
outpatient settings to be embedded in
retail locations.
The Mayo Clinic, she continued,
offers another example of innovative,
flexible design.
“They started realizing not everyone
needed to disrobe for every appointment
with physicians,” Taylor said.
To address this, “Jack and Jill” rooms
were created — two offices with an exam
room in between them. One patient could
meet with his physician in the office, while
another patient was using the exam room,
or a patient might begin in the physician’s
office and then move to the exam room to

complete the appointment.
“You have a more ef f icient f low,”
Taylor said. “You free up va luable
exam space.”
Is it easier to pay attention and be

Shifting Power
Other design tweaks might shift
the traditional power concept between
physician and patient. Something as
simple as having patients and physicians
sit side-by-side and share a computer
screen while discussing treatment options
or giving a patient the ability to choose
what they wish to view on a video monitor
while waiting to see a provider can shift
the perception of power.
“That’s creating much more equality
in care,” Taylor said. “There is a cultural
awareness that needs to happen from a
physician side, but then the design needs
to accommodate that, as well.”
Taylor concluded, “Ultimately
what we hope is that the design of
the built environment is one tool in
the toolkit to improve outcomes and
improve health overall.”

2014 Healthcare Design Conference
With a theme of “better care through better design,”
the annual Healthcare Design (HCD) Conference
is scheduled for November, 15-18, 2014 at the San
Diego Convention Center in San Diego, Calif.
The premier event devoted to how the design of responsibly
built environments directly impacts the safety, operation,
clinical outcomes and financial success of healthcare facilities,
the conference attracts architects, interior designers, top
hospital and practice administrators, facility managers,
healthcare construction professionals and researchers.
For more information on the 2014 agenda or to register,
visit to healthcaredesignmagazine.com/conference.
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Do construction contracts require compliance with
applicable healthcare laws?
Yes. Here’s why.
By Brian A. Veeneman
Your organization is
building a new healthcare
facility. There are so
many things to think
about when planning for
t he proje c t— f u nd i ng ,
project delivery methods, facility space
use and design, how healthcare reform
affects the future use of the facility,
hiring numerous consultants, hiring
the right contractor—the list goes on
and on. Assembling a project team that
is knowledgeable in healthcare facility
development is an essential element to a
successful project.
However, not only is it important
for your architect and contractor to be
experienced in healthcare construction,
but recognition of specific healthcare law
requirements are a necessity in today’s
complex regulatory environment.
The last thing an organization
wants is for some aspect of
their construction project to
violate healthcare laws.
The contracts that govern these
relationships should specifically address
healthcare law compliance requirements.
As we all know, healthcare regulations
are voluminous and always changing.
The last thing an organization wa nts is
for some a spect of t heir constr uction
p r oj e c t t o v i o l a t e h e a lt h c a r e l a w s .
What to Include?
In addition to the many important
c ont rac t prov isions relat ing to
c o n s t r u c t i o n i t s e l f, w h a t s h o u l d
healthcare entities consider including
in these contracts related to healthcare

laws? As a healthcare provider, you want
to ensure regulatory compliance with
the following issues:
Access to Books and Records
According to Section 952 of the
Omnibus Reconciliation Act of 1980
and associated regulations, healthcare
entities should ensure the Comptroller
General, the Secretary of the Department
of Health and Human Services, and
authorized representatives are provided
access to books and records related to
the project if requested accordingly.
This access to books and records should
be confirmed with the contractor via
the contract.
Anti-Kickback Law
The contracts should confirm the
parties’ intent to fully comply with the
provisions of 42 U.S.C. 1320a-7b – the
“anti-kickback statute” and require the
parties to comply with any reporting
and disclosure requirements that may
be applicable.
Exclusion from Federal Healthcare Programs
Hea lthcare organizations should
ensure their contract includes provisions
confirming contractors are not excluded
from federal healthcare programs and
that if any future exclusion occurs that it
is disclosed and remedied appropriately.
Compliance with Privacy Laws and Health
Information (HIPAA)
Projects in the healthcare arena may
require contractors to be near patients and/
or protected private patient information.
This is especially true if the project
is a renovation project or a new project
that connects with an existing building
that houses ongoing healthcare services.
Not on ly s hou ld it b e e n s u re d
t h at a ny c ont r a c tor s on a proje c t a re

appropriately compliant with HIPA A—
i.e. are they a “business associate” under
the regulations—procedures should be
outlined to prevent incidental contact
with private patient information and the
appropriate steps regarding disclosure
should incidental contact occur.
Patient Safety / Life Safety Codes
Doe s you r contract requ ire
appropriate steps be taken to ensure the
safety of patients that may be nearby
during a project? Is the design and
construction compliant with healthcare
specific codes? Is your medical
equipment housed appropriately to
protect patients, staff and visitors from
potential harmful materials or waves?
These types of compliance issues should
be outlined in your contract.

Certificate of Need
The introduction of new healthcare
facilities in certain states is governed by
Certificate of Need (CON) regulations.
Is your project subject to CON
requirements? These requirements may
require additional work by the contractor
to ensure compliance and should be
outlined accordingly in your contract.
Americans with Disabilities Act 		
(ADA) Compliance
Of course all new projects must
be designed in compliance with the
ADA. However, if you are engaging in
a renovation project or a project that
connects to an existing building that
houses ongoing healthcare services,
there may be a need to make temporary
ADA accommodations for the duration
Continued on page 23
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Bariatric design strategies
Evidence-based design respects the dignity of obese patients.
By Thomas Hammer
Hospitals are struggling with ways to serve
the growing number of
obese patients. As a result, healthcare systems
are turning to design professionals for bariatric design strategies to accommodate the additional services these patients will require.
In addition, healthcare organizations are
being forced to change their delivery of
care model in addition to the staff-related
physical issues associated with administering this care.
An evidence-based design (EBD)
process for healthcare is the deliberate attempt to make building decisions on the
best available evidence with the goal of
achieving the best possible outcomes for
patients, family and staff. Through advocating specific design solutions as a crucial tool in the care of bariatric patients,
the result will significantly improve longterm outcomes.

tion’s goals. Considering the popularity
of bariatric surgical programs, hospitals
should begin planning to address the special design and equipment needs of obese
patients on both a short and long-range
plan. What follows are a few strategies to
consider on a future project:

ability of patient lifts. Other furnishing
obstacles, such as handrails to reduce falls,
along with the aid of several care givers
require additional supplementary space.
Bathing facilities should allow staff access to all sides, and toilet fixtures should
mount to the floor as opposed to the wall

Fleming County Hospital Waiting Area

Bariatric design should
emphasize the similarities
between patients rather than
accentuating their differences.
Bariatric design should emphasize
the similarities between patients rather
than accentuating their differences. This
keeps patients from feeling alienated and
restricted as they ambulate throughout
the facility. Evidence suggests a carefully
choreographed EBD project can help the
patient, family and staff come together to
enhance the experience, increase safety
and deliver a higher quality of care.
There is a very compelling case for
building better and safer hospitals through
the integration of evidence-based design.
Understanding the balance between onetime capital costs and ongoing operational
savings are critical in deciding whether an
EBD approach aligns with the organiza-

Fleming County Hospital entrance

Bariatric Patient Room
Bariatric room design modifications
are typically implemented to existing private or semiprivate rooms with a headto-footwall of approximately twelve feet.
However, research shows that fourteen
feet with a headwall of at least fifteen feet
is best for obese patients. Room layouts
apply accordingly, and are altered for specialized equipment, as well as maneuver-

Fleming County Hospital Nurses Station

to withstand bodyweight. By implementing proper space requirements, EBD
increases administrative efficiency and
encourages patient participation while everyone’s safety is considered.
Waiting Areas
Generally there are two types of
obese patients: Those whose weight is concentrated below the hips and thighs, while

the second type’s weight is concentrated in
the waist and chest area. Understanding
the difference between the two is imperative to maximize the design of the space.
Standard and over-sized seating with arms
are a significant problem in basic waiting
areas’ furnishings because they often lack
the proper size and weight capacity that
are necessary to address the obese patient’s needs. Providing seating that accommodates both types of obese patients
also serves the general public and those
accompanying bariatric patients, making
the decision to modify the waiting area
apparent. Special consideration should be
given to the percentage of bariatric seats
provided in high volume areas, such as the
emergency department, cardiac rehab, and
other specialty clinics.
Appropriate Accommodations
There are numerous reasons why an
evidence-based design approach to address the needs of bariatric patients is
necessary, but perhaps the most important
reason is the need to maintain the respect
and dignity of the patient.
For years, facilities have not had the
infrastructure and space to care for obese
patients, often giving care on an ad hoc
basis, ultimately inflecting severe humiliation to the patient. Although some facilities have begun the process of responding to this need, unfortunately many have
not embraced the unique need of this patient population.
Obesity will continue to rise significantly, which will have enormous implications for our healthcare system and pending reform. Increasing clinical outcomes
and respecting the dignity of the obese
patient can be achieved through an evidence-based design approach. Design is
one of the critical tools which can be utilized to improving the long term outlook
for these patients by providing appropriate facilities and spaces, proper equipment
and furnishing.
Thomas Hammer, AIA, is director—
healthcare at Luckett & Farley in Louisville.
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Laura Crump, RN, Floyd Memorial Hospital and Health Services
Stephanie Jensen, RN, UofL Physicians - Pediatrics
Tracy Williams, RN, Norton Healthcare
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Solving the schizophrenia puzzle
Genome-wide study uncovers clues.
By Cindy Sanders
An insidious condition, schizophrenia
is estimated to occur in about one
percent of the population worldwide.
Characterized by a breakdown in thought
processes, the mental illness has been
described f o r c e nt u r i e s t h r o u g h
a c c o u nt s o f individuals suffering from
delusions, paranoia and hallucinations.
This chronic, debilitating disorder
takes a heavy toll not only on affected
individuals but also on their families
and society as a whole. An early onset
disorder, many patients are first diagnosed
during the late teens or early adult years
and struggle throughout their lifetime to
manage symptoms.
“It’s a huge public health problem, and

“Our study is a step forward
in understanding the genetic
basis of the disorder. This is
really, truly nice progress.”
—Patrick Sullivan, MD
it’s one where the scientific discussion has
been dominated on partial information.
We’ve been debating the cause of
schizophrenia for the better part of a
century now,” said Patrick Sullivan, MD,
director of the Center for Psychiatric
Genomics at the University Of North
Carolina School Of Medicine.
Sullivan and colleagues helped
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move that conversation forward with the
online publication of a new genome-wide
association study (GWAS) in the journal
Nature Genetics.
Largest Published Study in Field
“This is the largest published study
we’ve done in the field,” said Sullivan.
Collaborators in the study include coauthors from the Karolinska Institutet in
Sweden, the Stanley Center for Psychiatric
Research at the Broad Institute of MIT and
Harvard, and the Mount Sinai School of
Medicine in New York.
“We discovered there were 22 places in
the genome, 13 of which to our knowledge
had never been described before, and each
is a clue about the cause of schizophrenia,”
Sullivan said of identifying nearly two
dozen locations in the human genome
that are involved in the disorder, including
one that has previously been implicated in
bipolar disorder.
“If finding the causes of schizophrenia
is like solving a jigsaw puzzle, then these
new results give us the corners and some of
the pieces on the edges,” he stated, adding
the number of genetic variants probably
numbers in the thousands. “These 22 are
the tip of the iceberg.”
Two Takeaways
The study was based on a multistage analysis that began with a Swedish
national sample of 5,000 schizophrenia
cases and 6,200 controls followed by
a meta analysis of previous GWAS
studies and then a replication of single
nucleotide polymorphisms (SNPs) in 168
genomic regions in independent samples
for a total of more than 59,000 people
included in the research.
The results underscored two takeaways
for Sullivan. The first, “We need to do

more studies urgently. We’re actually quite
encouraged and believe larger studies of this
type will lead to more knowledge,” he said.
The second, that “The early results we
have here certainly indicate two different
biological processes are involved.”
Calcium Channel
The research uncovered two distinct
pathways that might be associated with the
disorder — a calcium channel and microRNA 137. Calling the calcium channel,
which includes the genes CACNA1C and
CACNB2, the “queen of the channels,”
Sullivan explained there are a number of
FDA-approved calcium channel blockers on
the market today that are used for a variety
of conditions ranging from hypertension
and angina to migraines.
Stressing that it was much too early to
draw conclusions, Sullivan said the findings
at least indicate the calcium channel might
be an area that deserves further attention
from those studying schizophrenia.
Hypothetically, he continued, calcium
channel blockers might be found to have
unexpected efficacy in schizophrenics.
“That’s something that needs to be
evaluated in a careful, rigorous way,”
Sullivan said, again cautioning against
jumping too far ahead.
Genetic Component
Schizophrenia has long been known
to have a strong genetic component. While
it occurs in about 1 percent of the general
population, the disorder is found in about
10 percent of people with a first-degree
relative diagnosed with schizophrenia. The
National Institute of Mental Health notes
the highest risk for developing the illness —
40 to 65 percent — occurs in an identical
twin of an individual with schizophrenia.
Continued on page 23
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The “responsible party”
New IRS rule obligates all entities that have EINS to report changes.
By Scott R. Townsend
Most business entities,
including corporations, LLCs,
partnerships and nonprofit
or g a n i z at ion s , obt a i n
employer identif ication
numbers (EINs) for their
businesses from the Internal Revenue
Service (IRS) in order to facilitate their
required federal tax filings and reporting.
In the healthcare industry, this would likely
encompass most hospitals, long term care
and assisted living facilities and physician
practices, as well as suppliers and vendors
that provide products and services to those
types of entities.
Effective January 1, 2014, a new IRS
rule obligates all entities that have EINs
to report to the IRS any changes in the

Responsible parties can
be individuals or entities.
“responsible party” with respect to that
EIN. Now, any changes to the identity of an
entity’s responsible party must be reported
to the IRS using Form 8822-B, Change
of Address or Responsible Party – Business
within 60 days of the change occurring. For
any such changes occurring prior to January
1, 2014 that have not yet been reported to
the IRS, those changes must be reported on
or before March 1, 2014.
Form SS-4
The “responsible party” is initially
identified by an EIN applicant on Form SS4, which is the IRS form of application for an
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employer identification number. Form SS-4
provides that for most entities (excluding
entities with publicly traded shares or
interests and entities that are registered with
Securities and Exchange Commission).
The entity’s “responsible party” is the
person who has a level of control over, or
entitlement to, the funds or assets in the
entity that, as a practical matter, enables
the individual, directly or indirectly, to
control, manage or direct the entity and the
disposition of its funds and assets.
Responsible parties can be individuals
or entities. If the responsible party is
an individual, then this new reporting
requirement may be triggered by that
individual’s death, retirement or change
in employment duties. If the responsible
party is an entity, then this new reporting

requirement may be triggered by a merger,
sale or consolidation involving that entity or
the dissolution of that entity.
Form 8822-B
The instructions to Form 8822-B
provide that the use of that form to update
a change in responsible party is mandatory,
while other use of the form (e.g., change in
business address) is optional.
More importantly, the instructions
also provide that there is not any penalty
for failure to file Form 8822-B, though
such a failure may result in the taxpayer not
receiving a notice of deficiency or notice of
demand for tax, in which case penalties
and interest could continue to accrue on
any tax deficiencies.
Scott R. Townsend is a member with
Stites & Harbison, PLLC.
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The attack on out-of-network doctors
Why employer groups are carving out more medical services from carrier/PPO groups.
By G. Keith Smith, MD
A patient who wanted
to have a procedure at our
facility asked us to file
insurance. We discovered
that if she had her surgery
at our facility rather than
at an in-network hospital, her deductible
would be $3,000 instead of $1,500. Her
copay would be 50 percent of the charge
rather than 20 percent, and she had to
agree to a 25 percent penalty for coming
to us instead of an in-network hospitals.
Never mind that the hospital would
receive multiples of our fee from the
insurance company, and the patient’s
copay at the hospital was more than our
entire charge.

In order to steer patients to
in-network facilities, insurance
companies financially punish
patients for wandering outside.
This insurance company (a huge
national company) made it clear when
they came to our state that they were not
interested in contracting with facilities
that were not hospitals or affiliated
with hospitals. Because of this, our
facility is out-of-network. In order to
steer patients to in-network facilities,
insurance companies financially punish
patients for wandering outside.
These networks were ostensibly

devised to control cost and to guide
patients to quality care. They have done
the opposite, as you can see by comparing
what you were charged for your medical
care or insurance premiums 10 years
ago with what you are charged now.
Fewer and fewer good physicians with
busy practices have remained in these
net work s a s t hese orga niz ations cut
their fees every year.
What Was Lost, Once Profits Increased
Cutting the physicia n fees
introduced a soft form of rationing
that was central to the prof itability
of t h e c a r r i e r-PP O c on c e pt , a s
preposterously low payment to a
physician for a ser vice resulted in little
of that ser vice being rendered.
You may well ask, “If profitability i s
w h a t d r o v e t h e s e c a r r i e r / P P O ’s ,
why would they want to pay more at a
hospital?” This doesn’t make any sense.
It doesn’t make sense until you
understand that the giant hospital
bills gave the PPOs an opportunity to
profit from “repricing” charging for the
extent to which they are successful in
“discounting” these inf lated bills.
T he out- of-ne t w or k p e n a lt ie s
didn’t work well at first because our
acceptable profit margin was so low
that even what the PPOs and carriers
c on sid e re d g i a nt p e n a lt ie s we re n’t
sufficient to put us in the red.

All the employer groups
needed to see the scam
clearly was for someone
to post prices online.
The carriers started to punish
patients more aggressively, but our
prices were so low that we could work
with patients individually, making
sure that their cost for working with
us out-of-network was less than if
they stayed in their network at more
expensive hospitals.
More Punishments
While these punishments were
limited by statute, the carriers found

Fewer and fewer good
physicians with busy
practices have remained
in these networks as
these organizations cut
their fees every year.
ways around them. Carriers finally hit
on a solution to stop the leakage. They
made the “in” and “out” of network
deductibles separate, so they didn’t
cross-apply.
That meant that if you had met
your $1,500 deductible at an in-network
facility, and you chose to go out-ofnetwork for other care, you started at
zero. Your $1,500 did not apply toward
the new and separate $3,000 deductible.
This solution worked. The number
of these carriers’ patients we saw at
our facility plummeted. Their hospital
pals rewarded the carriers by giving
better rates for certain hospital services,
so c a r r ier s c ou ld now muc h more
effectively loot the employer groups
with their repricing fees. Everyone but
patients and their employers won.
Tables are Turning
Increasingly aware that something
was wrong, managers of employer
health plans became more skeptical
when their insurance broker rambled
on about the spiraling cost of care and
the next year’s 10 percent premium
increase. All the employer groups
needed to see the scam clearly was for
someone to post prices online.
T he t a ble s a re t u r n i n g now.
Employer groups (self-funded plans) are
carving out more medical services from
carrier/PPO groups and are directly
contracting with facilities like ours. As
prices fall and quality soars, all patients
will benefit, even those who are not
beneficiaries of these employer plans.
G. Keith Smith, MD, is medical
director/CEO of the Surgery Center of
Oklahoma, and member of the A APS.
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Do construction contracts
require compliance with
applicable healthcare laws?
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Better care is here.

Continued from page 17

of the project for patients and other
visitors to the facility.
Wavier of Consequential Damages
Oftentimes, parties agree to waive
consequential damages incurred by
eit her pa r t y. A ny potentia l wa iver
should be carefully considered with
the understanding that the healthcare
entity may be unable to recover
any damages incurred as a result of
violations of applicable healthcare laws
by a contractor.
By no means is this a comprehensive
list of healthcare related contract
provisions—all projects have specific

unique attributes and require specific
contract provisions—and there are many
other very important non-healthcare
provisions in a construction contract.
However, if you are considering a
healthcare construction project, take
the time to make sure your project team
and your project will be compliant with
all applicable healthcare laws. By doing
so, you’ll protect your organization,
prevent disputes and help ensure your
project’s success.
Brian Veeneman is an attorney with
Hall Render Killian Heath & Lyman.

Solving the schizophrenia puzzle
Continued from page 20

Yet, most scientists believe genetics is only
one component in developing the disorder,
which probably has environmental triggers,
as well.
While Sullivan said each different
approach to solving the enigma of
schizophrenia is important, he noted the
genetic approach offers a strong foundation
for discovery.
“We can measure the DNA part
of people particularly well these days,”
he said. “Our study is a step forward in
understanding the genetic basis of the
disorder. This is really, truly nice progress.”
He added the new findings provide

a couple of good strides forward even
though an endpoint isn’t yet in sight. “But
for researchers and scientists, it shows us
a bunch of things we’ve never seen before
and that’s pretty cool,” Sullivan said.
And Sullivan expects more information
to be forthcoming. “What’s really exciting
about this is that now we can use standard,
off-the-shelf genomic technologies to help
us fill in the missing pieces,” he said. “We
now have a clear and obvious path to get a
fairly complete understanding of the genetic
part of schizophrenia. That wouldn’t have
been possible five years ago.”
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UK Researcher Developing Overdose 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 Pharmacy’s Department of Pharmaceutical
Sciences, received a three-year, $1.8 million 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 department visits,” Zhan said. “More than half
a million people visit emergency rooms
across the country each year due to cocaine overdose.”
This new grant is the fourth in a
series of investigator-initiated research
project (R01) awards that Zhan has received from the NIH to continue to
discover and develop a cocaine abuse
therapy. In previous work, Zhan has developed unique computational design approaches to generate of high activity variants of butyrylcholinesterase (BChE), a
naturally occurring human enzyme that
rapidly transforms cocaine into biologically inactive metabolites.
Zhan and his collaborators have improved BChE catalytic activity specifically against cocaine by 4,000 times. The
focus of this new grant is to optimize and
stabilize these high-activity BChE variants. The hope is that at the end of this
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grant, this therapy will be ready for clinical 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-clinical, 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.

