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Putting patients first

Clark Memorial uses community needs assessment 
and Lean tools to make access for the Medicaid 
population a strategic priority.  

Read more on page 12

Challenging times

New study released by Dean Dorton with 
updated findings as it relates to the challenges of 
successfully integrating physician group operations. 

Read more on page 14

Medicare program integrity

Final regulations require doctors prescribing 
drugs for Part D patients to enroll in Medicare 
and establishes authority for CMS to revoke a 
doctor’s Medicare eligibility for abusive prescribing 
practices, among other provisions.  

Read more on page 16

Above the curve

A new Louisville-based company recently launched 
using proprietary technology to help hospitals 
maximize the benefits of the federal 340B program.

Read more on page 17
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About this issue 

Practice 
Management
Managing a successful practice takes skills, 
patience and an openness to try new strategies. 
This month Medical News takes an in-depth look 
at such strategies. For example, we show how 
difficult it is to successfully integrate physician 
group operations. We also look at how physicians 
and pharmacists can collaborate to improve 
patient care. Want to avoid getting an “excluded 
provider” title?  Be sure to read the article on 
new Medicare regulations. Bottom-line, to run a 
successful practice, you must be informed. Doing 
so makes delivering exceptional, patient-centered 
care easy and adds depth to practice offerings. 

Articles begin on page 12
Continued on page 4

By BC Childress, PharmD, Joshua 
Montney, PharmD and Dan Fisher

Incidence estimates suggest that 
more than 1.5 mil l ion preventable 
medication-related adverse events 
occur each year in the United States, 
accounting for an excess of $177 billion 
in terms of medication-related morbidity 
and mortality. Drug-related morbidity 
and mortality in the ambulatory setting 
alone costs the nation $76.6 billion 
annual ly. Additional ly, physicians 
are facing increases in time demands 
and liability for practice decisions, and 
decreases in insurance reimbursement 
for services. Collaborative Drug Therapy 
Management (CDTM) is a solution that 
can aid practices in addressing these 
concerns while improving patient care. 

CDTM is an agreement between 

a physician and a pharmacist that 
a l lows the pharmacist to init iate, 
modify, or continue drug therapy for 
specific patients as defined in a written 
guideline or protocol. CDTM improves 
patient adherence, optimizes drug 
therapy outcomes and saves the practice 
time and money. Evidence shows that 
CDTM is particularly successful when 
implemented in practices with high 
incidences of chronic conditions such as 
asthma, diabetes and dyslipidemia.

Current ly 47 states and the 
District of Columbia authorize CDTM 
agreements between pharmacists and 
physicians, each with a different set of 
acts and regulations. In Kentucky, current 
regulations allow physicians to enter into 
collaborative practice agreements in any 
healthcare setting. These regulations 
permit pharmacists to perform physical 
assessments, order clinical tests, and 
initiate, modify, or stop drug therapy for 
chronic disease patients. 

Benefits Of CDTM 
There is growing evidence to support 

the use of CDTM in clinical practice. 
1. Improvement in therapeutic out-

comes. A study published in the Ar-
chives of Internal Medicine found 
that CDTM reduced negative thera-
peutic outcomes by 53-63 percent 
and avoided $45.6 billion in direct 
healthcare costs.

2. Allows physicians to spend more 
time treating patients with urgent 
medical needs.

3. Increased patient access to healthcare. 
4. Enhanced patient care through opti-

mized drug therapy management. 
5. Decreased drug-related problems (ad-

verse drug reactions, drug interactions, 
poor compliance, etc.) through the use 
of scientifically designed drug therapy 
protocols and management.

6. Reduced costs through optimal use of 
medications and minimization of drug 
related problems. 

7. Pharmacist identification of underly-
ing conditions that require the care of 
a physician.

Practice Models
CDTM is emerging in various health 

Collaborative relationships between 
pharmacists and physicians proves beneficial.

Dynamics of 
pharmaceutical care

CDTM improves patient 
adherence, optimizes drug 
therapy outcomes and saves 
the practice time and money.

Adopting CDTM
1. Hire A pHArMACisT   

Hiring a pharmacist is an 
effective way for a practice to 
start saving time and money, 
but the pharmacist and the 
practice need to be on the 
same page. Without a plan, a 
detailed arrangement and a 
practice agreement, employing 
a pharmacist can create 
chaos in the practice setting. 

2. CollAborATe wiTH A 
pHArMACy Many practices 
know where their patients fill 
prescriptions. If you have a 
pharmacy that you know and 
trust, approach them about 
how you can work together 
to achieve the goals that you 
have set for your patients. 

3. work wiTH A ConsulTAnT  
There are many consultant 
pharmacists in practice 
today, and they specialize 
in optimizing drug therapy. 
Some work with nursing homes, 
long-term care facilities or 
independent pharmacies 
in the community. Often, 
these consultants have 
received special licenses or 
credentials. Look for one with 
the following credentials: 

• Board Certification 
in pharmacotherapy 
or ambulatory care 
- BCPS, BCACP

• Certified Geriatric 
Pharmacist - CGP

• Certified or Licensed Diabetes 
Educator - CDE, LDE
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Please answer the questions below, cut it out and drop it in the mail:

1)  Would you like to continue receiving Medical News each month?  YES   NO  

2) Do you have a new address or email?   YES   NO  

 If so, please write it here ____________________________ ___________________________________________________________

3)  Name  ________________________________________ ___________________________________________________________

 Address  __________________________________________________________________________________________________

Three easy ways to update your information:
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    Visit medicalnews.md/renew and complete the form.

    Cut this form out and mail it in with changes.

    Email news@igemedia.com or call (502) 333-0648. 

Thank you for being a loyal Medical News subscriber!  

N E W S  in brief  
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We are in the process of updating our mailing list, and would appreciate your help. Nothing is changing.  

You will still receive our great newspaper covering the business of healthcare every month – free of charge.   

Foundation for a Healthy Kentucky 
puts more money into grants 

The Foundation for a Healthy 
K ent uc k y  made  g r a nt s  to t a l-
ing $2,355,838 in 2013, a 24 per-
cent increase over the 2012 total of 
$1,903,660, according to the annual 
report it released recently. Last year 
was the f irst in which the founda-
tion made grants for two major ini-
tiatives: Investing in Kentucky’s 
Future and Promoting Responsive 
Health Policy.

The f irst initiative’s seven grant-
ees are Fitness for Life Around 
Grant County, the Clinton County 
Schools (for the Healthy Hometown 

Coalition), the Foundation for Ap-
palachian Kentucky (for the Perry 
County Health and Wellness Coali-
tion), the Green River Area Devel-
opment District (for the Partnership 
for a Healthy McLean County), the 
Kentucky Heart Foundation (for 
work in Boyd and Greenup counties), 
Kentucky River Community Care 
(for the Breathitt County Health 
Planning Council for Children) and 
the Louisville Metro Department of 
Health and Wellness (for the Coali-
tion for Louisville Youth).

Lourdes breaks ground on 
emergency department 

More than 200 people gath-
ered under a tent at Lourdes for the 
groundbreaking of your “Emergency 
Department of the Future.” The 
$8.6 million expansion and renova-
tion will provide state-of-the-art 
technology including the ability to 
expand trauma response, a central-

ized nursing station for direct over-
sight of patient rooms and improved 
access and parking. The expansion 
will allow the emergency department 
to double in size to approximately 
15,000 square feet and is expected to 
be completed by the end of 2015. 

grouNdbreakiNg participaNts froM left to right: steveN griNNell, lourdes presideNt& ceo, JereMy Jeffrey, 
Mercy regioNal eMs, dr. aNdrew pierce, lourdes er physiciaN, dr. briaN hawkiNs, er physiciaN, dr. casey 
braNtley, er physiciaN, dr. tiMothy raNval, lourdes chief of staff, father pat reyNolds, st. thoMas More 
church pastor, dr. JereMy klope, lourdes er Medical director, roger harris, chairpersoN, Mercy health 
partNers-ky board of directors.
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practice settings, and it is not limited to 
any specific setting. Primary care clinics, 
long-term care facilities, and various 
service centers in hospitals are shifting 
to this model of practice. As physicians 
are increasingly pressed for time, patients 
inevitably receive less attention. Many 
repeat visits that cost a practice time and 
money can be prevented by using CDTM. 
Pharmacists are trained to manage drug 
therapy, improve patient adherence and 
follow evidence-based therapy guidelines. 
In collaboration with physicians and other 
healthcare providers, pharmacists add 
value to the patient care team.

BC Childress, PharmD, Joshua 
Montney, PharmD and Dan Fisher are with 
Sullivan University College of Pharmacy, 
International Center for Advanced Pharmacy 
Services (INCAPS).

Dynamics of pharmaceutical care

C o v E r  S t o r y

Continued from page 1

Decoding the Acronyms 

States that authorize pharmacists to collaborate with physicians are shown in blue. 

 - Alliance for Pharmaceutical Care

Collaborative Drug Therapy Management (CDTM): A collaborative 
practice agreement between one or more providers and pharmacists 
in which qualified pharmacists working within the context of a 
defined protocol are permitted to assume professional responsibility 
for performing patient assessments, counseling, and referrals; 
ordering laboratory tests; administering drugs; and selecting, 
initiating, monitoring, continuing and adjusting drug regiments.

Pharmacist Collaborative Practice Agreement (CPA):
A formal agreement in which a licensed provider makes a 
diagnosis, supervises patient care, and refers the patient to 
a pharmacist under a protocol that allows the pharmacist 
to perform specific patient care functions.

Medication Therapy Management (MTM): A distinct service 
or group of services that optimizes therapeutic outcomes 
for individual patients. Unlike CDTM, MTM services do not 
require the development of formal practice agreements.

CDTM allows physicians to 
spend more time treating 
patients with urgent medical 
needs, since pharmacists are 
able to provide care to those 
with chronic, stable conditions. 
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N E W S  in brief  

Stand Up! For Recovery 
Date: Friday, August 7
Time: 6 pm
Where: Victor Jory Theatre inside Actors Theatre of Louisville
Info: Actors Theatre is partnering with Seven Counties Services to craft a 
personal story to perform at Actors Theatre August 7 and during the Conference 
August 8.  
To register: The public is invited to The Power of Stories…The Seven 
Counties Story Slam but you must pre-register to attend as seating is 
limited. To register visit goo.gl/RXH8g8 or send an email to Story Slam 
Registration to sevencountiesky@gmail.com. For more information about the 
Seven Counties Story Slam, contact Gwen Cooper at (502) 498-0783 or 
gcooper@sevencounties.org.

CreateAworld:  A new Innov8 for Health event featuring Steve Deal
Date: Saturday, August 16
Time: 8 am – 5 pm
Where: The Brandery, 1411 Vine St., Cincinnati, Ohio 45202
Info: Science fiction writers and film makers imagine new worlds with 
inventions that technologists subsequently make reality. This is a day-long, roll-
up-your-sleeves, participative, brown-bag session facilitated by systems engineer 
and innovator, Steve Deal, founder of Deal Corp., IFG Health, Poyzd and the 
Aretê Party. 
To register: Learn more about Innov8 for Health, this event and join the online 
community at Innov8forHealth.com.

Patient Safety TeamSTEPPS Training for Small Rural Hospitals
Date: August 18 and August 20
Time: 9 am – 3 pm
Where: UK Centre for Rural Health, 750 Morton Blvd., Hazard, Ky., 41701 on 
August 18; The Medical Center at Franklin, 1100 Brookhaven Rd., Franklin, 
Ky. 42134 on August 20
Info: Patient Safety TeamSTEPPS training will provide participants with the skill 
sets needed to build a culture of safety within their organizations. Participants will 
learn to organize the work of patient safety and empower clinicians with the use of 
tools to effectively manage conflict and implement change. 

Event calendar
To register: Call Sharon Perkins at 
(502) 426-6220 or visit 
secure.kyha.com/meetingregistration.

Business for Breakfast: Controlling the Cost of Healthcare
Date: Thursday, August 21
Time: Registration/Breakfast: 
7:30 - 8 am; Education Session: 
8 - 9 am
Where: Hardin Memorial Hospital
Info: In this education session, healthcare decision makers will learn more 
about the current state of healthcare including the challenges businesses are 
facing as they begin to address financial issues brought on by the Affordable 
Care Act. 
To register: RSVP by August 15 at hmh.net or by phone at 
(270) 706-1199.

The Healing Place 25th Anniversary Celebration
Date: Friday, August 22 
Time: Registration at 5:30 pm; Event at 6:00 pm
Where: Louisville Marriott Downtown, 280 W. Jefferson, 
Louisville, Ky., 40202
To register: For more information and to register email 
events@thehealingplace.org.

Sailing for a Cure Regatta
Date: September 5-7
Time: All day
Where: Waterfront Park
Info: Sailing for a Cure Foundation raises money to support Gilda’s Club of 
Louisville and their efforts to help those affected by cancer. Over 40 boats and 
hundreds of people will gather at Waterfront Park for a weekend of racing, music, 
food and supporting Gilda’s Club.  
For more information: sailingforacure.org

Louisville Healthcare Fellows accepting applications
The Louisvil le Healthcare Fel-

lows is an executive education ex-
perience providing rising health-
related leaders the opportunity to 
connect and learn more about team 
building, leadership and different 
healthcare sectors within Health 
Enterpr ises Net work ’s  27-count y 
service area. 

T h r o u g h  p r e s e nt a t i on s  a nd 
d i s c us s ions  w it h  orga n i z at iona l 
leaders, elected off icia ls, metro 
government and entrepreneurs, fel-
lows are chal lenged to share their 

expertise with their peer fel lows, 
selected from different healthcare 
sectors (e.g. law, acute care, aging, 
accounting). Classes range from 18 
to 26 fel lows a year.

To qualify, participants must 
be nominated by their CEO/presi-
dent and submit a completed nomi-
nation form, a current resume and 
a digital picture. Program fees are 
$3400 and are due before the pro-
gram commences. To learn more, 
contact (502) 625-0149 or register@
healthenterprisesnetwork.com. 
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N E W S  in brief 

Effective and timely communication is  

crucial to every relationship.

We wrote the book on client service. 
Imperative #7: Communicate

THIS IS AN ADVERTISEMENT

G e o r g i a  •  I n d i a n a  •  K e n t u c k y  •  T e n n e s s e e  •  V i r g i n i a 

The Ten Imperatives of Quality Client Service© 
Stites & Harbison PLLC, Louisville, KY

www.stites.com/about/our-ten-imperatives/

78557_SH_Imperatives_10_25x6_75c.indd   1 7/10/14   11:38 AM

Telemedicine catches blinding 
disease in premature babies

Telemedicine is an effective strate-
gy to screen for the potentially blinding 
disease known as retinopathy of pre-
maturity (ROP), according to a study 
funded by the National Eye Institute 
(NEI). The investigators say that the 
approach, if adopted broadly, could help 
ease the strain on hospitals with limited 
access to ophthalmologists and lead to 
better care for infants in underserved 
areas of the country. NEI is a part of 
the National Institutes of Health.

The study was conducted by the 
e-ROP Cooperative Group, a collabo-
ration that includes 12 facilities in the 
United States and one in Canada. The 
University of Louisville was the only 
site in Kentucky among the collabora-
tive group. 

Onex explores $1 billion sale of its 
ResCare holding: sources 

ResCare, which provides home 
care services to the elderly and disabled, 
is in the early stages of exploring a sale 
that could fetch more than $1 billion, 
according to Reuters.  

The Louisvil le, Kentucky-based 
company, which is owned by Canadian 
private equity firm Onex Corp (OCX.
TO),  i s  work ing w ith investment 
banks Goldman Sachs Group (GS.N) 
and Jeffries Investment Banking on 
the potential sale, sources said, asking 
not to be named because the matter is 
private. Representatives for ResCare 
and Onex could not be immediately 
reached for comment. Goldman Sachs 
and Jefferies declined to comment.

ResCare posted annual revenues in 
2013 of around $1.6 billion, according 
to a company filing. The company has 
more than 45,000 employees and oper-
ates in 43 states, as well as Washington 

D.C., Puerto Rico and Canada.  Onex 
took an initial 25 percent stake in then-
publicly traded ResCare in 2004 and 
acquired the rest in 2010 in a deal that 
valued the company at $380 million.  

ResCare provides home care to the 
elderly, as well as educational and voca-
tional training and job placement for all 
age groups. National Mentor, a com-
petitor owned by Vestar Capital Part-
ners, is also exploring a sale or initial 
public offering, people familiar with 
the matter said.

preMature iNfaNt with rop beiNg exaMiNed by 
pediatric ophthalMologist.
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P E o P L E  in brief 

to submit to People in brief

lowdeNback
Baptist Health 
Roy Lowdenback, formerly associate vice president and chief development officer 
for Georgetown College, has been named director of advancement for Baptist 
Health Paducah.

Cardiologist Brian Lea, MD, has joined the medical staff at Baptist Health Paducah. 

Hematologist/oncologist Yashpal Modi, MD, has joined the medical staff at Baptist 
Health Paducah.

LEA Modi

 briNgarder

Humana
Jeff Bringarder, 
formerly Humana’s 
market president 
for Kentucky, 
was named vice 
president for 
regional market 
development. 

cao

KentuckyOne Health
Luyen Van Cao, 
MD, has joined 
KentuckyOne 
Health Primary 
Care Associates 
(formerly Saleem 
Family Medicine) 
on the campus of 
Medical Center 
Jewish South. 

JeNkiNs

Klondike Center
Stefanie Jenkins 
has been appointed 
as administrator.  

rich

Northern Kentucky District Board of Health 
Jonathan Rich, DMD, Richard Schuck, OD, and Julie Metzger Aubuchon, OD, 
have been named officers by the Northern Kentucky District Board of Health for its 
fiscal year 2015.

schuck Metzger

May

Passport  
Health Plan 
Troy May, formerly 
with University 
Hospital, has been 
appointed chief 
information officer 
at Passport  
Health Plan.  

McNeviN

Signature  
HealthCARe
Mary McNevin, 
chief learning 
officer at Signature 
HealthCARE,  has 
joined the Board 
of Directors for 
the Association for 
Talent Development. 

speNcer 

The Christ Hospital 
Health Network
Shelley Spencer has 
been named chief 
marketing officer 
and vice president.

croftiN

TriHealth 
Michael 
Croftin has 
been promoted 
to senior vice 
president and 
chief financial 
officer.

lofgreN

University of Kentucky
Rick Lofgren, MD, a health professional with ties to 
the University of Kentucky (former vice president for 
healthcare operations and chief clinical officer at UK 
HealthCare), was named as the next president and CEO 
of UC Health in Cincinnati.

rataJczak

University of Louisville 
Mariusz Ratajczak, MD, PhD, has been selected to receive the Karl Landsteiner 
Prize from the German Society for Transfusion Medicine and Immunohematology. 
Ratajczak holds the Henry M. and Stella M. Hoenig Endowed Chair at the University 
of Louisville.

Craig McClain, MD, has been named the associate vice president for Health 
Affairs/Research. 

Monica Wendel has joined the University of Louisville School of Public Health & 
Information Sciences as associate dean for public health practice and associate professor 
of Health Promotion and Behavioral Sciences.

MCCLAIN WENDEL

MuNsoN

WellCare 
Kelly Munson, formerly state president of WellCare Kentucky, 
has been named region president with responsibility for 
Arkansas, Kentucky, Mississippi and Tennessee. 

rabkiN

Passport Health Plan 
Michael Rabkin, formerly with the Tennessee Department 
of Mental Health and Substance Abuse Services, has been 
appointed communications director at Passport Health Plan.  

 browN

Hospice of the  
Bluegrass
Gretchen Marcum 
Brown will retire 
in September 
after 32 years.  
Brown was named 
president and 
CEO of Hospice 
in 1982. 
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Continued on page 11

N E W S  in brief 

AARP ranks Ky. last in the nation 
for long-term care, support 

Kentucky ranks last in the nation in 
its long-term care services and support 
for seniors, people with disabilities and 
family caregivers according to a report 
compiled by AARP. The state ranked 
46th in the last study, in 2011.

Long-term services and support, 
which includes home-care services, 
family-caregiver supports and residen-
tial services such as nursing homes, were 
evaluated in five different areas with a 
total of 26 indicators.

Kentucky ranked 51st in affordabil-
ity and access, 50th in choice of setting 
and providers, 50th in quality of life 
and quality of care, 46th in support for 
family caregivers and 42nd in effective 
nursing-home transitions.

The report said Kentucky spends 81 
percent of its funds aging and physical 
disability on institutional care, and only 
19 percent on community-based care. In 
addition, waiting list for many programs 
at the Department of Aging and Inde-
pendent Living are as long as five years.

AARP reports that more than 
730,000 Kentuckians are considered un-
paid family caregivers often because the 
cost of long-term care remains unafford-
able for most middle-income families.

Since 2011, 24 states increased 
the percentage of Medicaid funds that 
support home- and community-based 
services. Kentucky did not, and ranks 
50th among the states and the District 
of Columbia. 

Raising Expectations 2014: A 
State Scorecard on Long-Term Services 
and Supports for Older Adults, People 
with Physical Disabilities, and Family 
Caregivers takes a multi-dimensional 
approach to measure state-level perfor-
mance of long-term services and sup-
ports (LTSS) systems that assist older 
people, adults with disabilities, and fam-
ily caregivers 

The Scorecard measures system 
performance from the viewpoint of ser-
vice users and their families. It is de-
signed to help states improve the per-
formance of their LTSS systems so that 
older people and adults with disabilities 
in all states can exercise choice and 
control over their lives, thereby maxi-
mizing their independence and well-
being. State policymakers often control 
key indicators measured, and they can 
influence others through oversight ac-
tivities and incentives. The full report is 
available at longtermscorecard.org.
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DiMensions RAnk
Overall 51

Affordability and Access 51

Choice of Setting & Provider 50

Quality of Care & Quality of Life 50

Support for Family Caregivers 46

Effective Transitions 42

UofL pediatricians reorganizing 
primary care operation

The University of Louisville de-
partment of pediatrics is reorganiz-
ing its general pediatrics division. 
The division provides primary care 
services to children in Louisville and 
Campbellsville, Ky. The department 
is closing its off ice at Floyd St. and 
Broadway and creating a single ex-
panded downtown practice, the Chil-
dren & Youth Project.

The department will partner with 
an east Louisville pediatric practice, 
expand its Campbellsville, Ky., prac-
tice partnering with Taylor Regional 
Hospital to open a satellite off ice in 
Columbia, Ky. and will soon provide 
general pediatric care in the West 
End of Louisville.

UofL pediatric scientists partner with 
Chinese research institutions

The University of Louisville de-
partment of pediatrics has signed 
agreements with three Chinese uni-
versities that will generate approxi-
mately $1 million of research support 
over three years, create new partners 
for other UofL pediatric researchers 
and foster new academic opportuni-
ties for trainees. 

 

Current research is focused in 
three major areas: diabetes, sleep and 
respiratory neurobiology, and tumor 
biology and cellular therapies. Re-
searchers are actively pursuing the 
causes and complications of diabetes, 
focusing primarily on diabetes’ effect 
on the kidney and heart.

UK Healthcare recognized for a 
patient safety initiative 

UK Healthcare has been recog-
nized by America’s Essential Hospi-
tals for a patient safety initiative that 
has resulted in a signif icant decrease 
in mortality at the hospital compared 
with the general population.

America’s Essential Hospitals, 
a national organization representing 
hospitals committed to high-quality 

care for all people, including the vul-
nerable, awarded UK Healthcare a 
2014 Gage Award honorable mention 
for improving quality. UK Healthcare 
received the award for the develop-
ment of an internal process called 
SWARMING to help the hospital 
improve overall patient safety. 
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RMAT graduates first physician
Ashley Fla-

nary Jessup of 
Benton, Ky., is 
the first person to 
graduate from the 
Uof L’s School 
of Medicine’s 
Rura l  Med i-
cal Accelerated 
Track program, 
o r  R M A T . 

This new prog ra m enable s  students 
to f inish medical school in three years, 
reducing cost and time commitments 

for rural students who plan to open 
practices in small towns in Kentucky.

Students in R MAT have the 
same required curriculum as tradi-
tional four-year medical students, but 
the lens in which they f ilter the mate-
rial is focused on a rural practice, and 
undertaken in a condensed amount of 
time. It begins with a four-week ex-
perience in a rural community prac-
tice, and students must complete their 
capstone, a family medicine clerkship 
at the end of their f inal year.

N E W S  in brief 

Jessup

UK superfund research center 
receives grant

The University of Kentucky has 
received a $12.2 million grant from 
the National Institutes of Health to 
continue its work to better under-
stand and minimize negative health 
and environmental impacts from 
hazardous waste sites.

The Nutrition and Superfund 
Chemica l Toxicit y grant funded 
through the NIH’s National Institute 
of Environmental Health Sciences is 
administered through the UK College 
of Agriculture, Food and Environ-
ment. It supports the efforts of more 
than 50 scientists and students from 

15 departments within the colleges of 
Agriculture, Food and Environment; 
Arts and Sciences; Engineering; 
Medicine; and Public Health. UK is 
one of only four programs funded in 
2014, placing it in a group of just 19 
centers nationwide. 

UK Sanders-Brown Center on Aging 
selected for clinical trial 

The University of Kentucky’s 
Sanders-Brown Center on Aging is 
participating in a landmark multi-
center clinical trial of an experimental 
drug that has the potential to prevent 
Alzheimer’s disease (AD). Sanders-
Brown is the only center in Kentucky 
participating in the study.

The A4 study will recruit 1,000 
participants ages 65-85 to test an 

amyloid antibody that may prevent 
memory loss caused by Alzheimer’s 
disease. Amyloid is a protein nor-
mally produced in the brain that can 
build up in older people, forming 
plaque deposits in the brain. Scien-
tists believe this buildup of deposits 
may play a key role in the eventual 
development of Alzheimer’s.

 

UK, Norton expand collaborations 
UK Health-

Care and Nor-
ton Healthcare 
are expanding 
r e s e a rc h  a nd 
educational col-
laborations be-
tween the two 
i n s t i t u t i o n s , 
with the goal 
o f  i mprov i ng 

h e a l t h  a n d  h e a l t h c a r e  f o r  a l l 

K ent uc k i a n s . 
Educational and research initia-

tives between UK and Norton will be 
lead by Stephen Wyatt, MD. Initial 
areas for collaboration include UK’s 
National Institutes of Health research 
center grants for cancer (Markey Can-
cer Center), translational research 
(Center for Clinical and Translational 
Science), and aging (Sanders-Brown 
Center on Aging). wyatt

Cardiovascular Science Program 
receives money to prepare scholars 

The Nat iona l  Inst it utes  of 
Health has renewed a f ive-year, $1.2 
million grant to the University of 
Kentucky to help prepare clinical 
scholars for leadership positions in 
cardiovascular research.

The UK Training Program for 
Clinical Scholars in Cardiovascular 

Science prepares clinical and post-
doctoral fellows in medicine, nursing 
and pharmacy to assume leadership 
positions directing multidisciplinary 
research in the f ield of cardiovascu-
lar medicine. 

HMH Foundation receives gift 
for rehab equipment

The Hardin Memorial Hospital 
Foundation purchased new vibration 
technology rehabilitation equipment 
called the VibeTech One rehabilita-
tion chair. The purchase was made 
possible through a donation from 
Rober t Robbins, MD. Vibrat ion 
technology is used to improve muscle 
tone and strength in patients who 
are unable to tolerate weight bearing 
physical activity. 

This patented, clinical ly tested 
neuromuscu loskeleta l st imulat ion 
technology is FDA-registered and has 
now been extended for use in hospi-

tals, skilled nursing facilities, physical 
therapy clinics, sports medicine facili-
ties and other rehabilitation centers. 

WA N t  M o r E  M E D I C A L  N E WS? 
v I S I t  W W W. M E D I C A LN E WS . M D
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ARGI opens Michigan office, 
expands Louisville office

ARGI Financial Group has ex-
panded into Michigan and is ready 
to break ground on a building expan-
sion in Louisville. ARGI’s expanded 
into Michigan by hiring a team of 
f ive who formerly worked at Cascade 
Financial Group. The f irm’s former 
owner, f inancial adviser Shari Hoop-
er, closed the business to join ARGI. 
She will run the Grand Rapids of-
f ice. At the same time ARGI is ex-

panding its operations out of state, it 
also is getting set to expand its Lou-
isville headquarters.

Plans are underway to expand the 
company’s current off ice building in 
Louisville’s East End in late August.  
The $3 million expansion project will 
nearly double the size for ARGI’s 
off ices from 18,000 square feet to 
33,000 square feet. 

Passport announces contract with 
Owensboro Health Regional Hospital 

Passport Health Plan announced 
they have contracted with Owensboro 
Health Regional Hospita l to pro-
vide services to members of Passport 
Health Plan. Owensboro Health is li-

censed for 477 beds, has nearly 3,400 
staff members and serves the medi-
cal needs of nine counties in western 
Kentucky and two counties in south-
ern Indiana. 

Baptist Health hospitals take top 
spots in ranking

Baptist Health hospitals earned 
the top two spots in Kentucky as the 
best hospitals for 2014-15 according 
to U.S. News & World Report. Baptist 
Health Lexington was number one 
and Baptist Health Louisville was 
tied for number two. The annual U.S. 
News Best Hospitals rankings, now 
in their 25th year, recognize hospitals 
that excel in treating the most chal-
lenging patients. 

Baptist Health Lexington moved 
from number four in last year’s rank-

ing to number one in 2014-15. Bap-
tist Health Louisville again tied for 
number two with last year’s top-rated 
hospital, St. Elizabeth Edgewood. 
Bapt ist  Hea lth Lex ing ton ranked 
in ten medical specialties and Bap-
tist Health Louisville ranked in nine 
medical specialties.

Union Springs Integrative Medi-
cine, a subsidiary of Union Springs, 
has launched its direct-to-physician 
par tnership init iat ive. This busi-
ness model offers extensive health 
and f inancial benefits to physicians, 
patients and the organization’s inde-
pendent marketing representatives by 

providing healthy products directly to 
consumers based upon a physician’s 
recommendation - eliminating costly 
middlemen. The four key components 
of the business model are superior 
quality products, in-off ice patient 
education, patient starter kits and pa-
tient home delivery. 

Union Springs Integrative Medicine 
launches new model
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By Wade Mitzel

You can call it 
denial, a focus on other 
concerns or even just 
being unaware, but 
eight months ago I 
would have denied we 
had a problem getting 
Medicaid patients into 

our physician offices. However, our patients 
thought otherwise. Clark Physician Group 
(CPG) is the employed physician group of 
Clark Memorial Hospital. It was shocking 
for us to consider we were not meeting our 
community’s needs or expectations.

In 2013, Clark Memorial Hospital 
completed a community needs assessment. 
The focus groups that gave input into the 
needs assessment stated multiple times that 
it was very hard to get into our system of 
care. This was especially the case for people 
who had Medicaid coverage. We looked 
at our medical practices to investigate 
if any barriers existed for our patients. 
Unfortunately, we found the focus group 
results were correct – it was very difficult to 
get into our system. 

Our primary care physicians carried 
very small Medicaid patient panels allowing 
only a limited number of patients access to 
appointments. Some providers accepted no 

Medicaid patients. In addition, our wait 
times and patient survey scores among this 
population of patients were not strong. 
With Medicaid web sites difficult to 
navigate and very little educational support 
on how to access healthcare systems, many 
patients were left using the emergency room 
for their healthcare needs. This pattern 
resulted in backlogs in the emergency 
department. The upcoming expansion of 
Medicaid eligibility in Indiana necessitates 
a solution to this problem.

Changing the Model
Leaders made access for the Medicaid 

population a strategic priority. This involved 
pulling key people, including physicians, 
practice managers, patients and front line 
staff, into developing a new model. Using 
Lean tools, solut ions were developed. 
Through this development, four key points 
brought us success.

1. Use all team members at the top of 
their licensure

Following the national trend, our 
primary care physicians were at capacity 
and only getting busier. Opening up access 
to them is very difficult. We leveraged 
our team-based care approach and used 
nurse practitioners and physician assistants 
to help increase capacity in our offices. 
Developing this team approach and strong 
collaboration between physicians and 

Putting patients first
Improving wait times and healthcare access for the 
Medicaid population.

Since we have empowered 
team members to work at 
their highest level, our wait 
times in the offices have 
continued to decrease.
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lean principals in 
Healthcare
lean is an operating philosophy that 
originally derived from the Toyota 
production system. it focuses on 
shortening the time that elapses 
between a customer’s order and 
the shipment of the product or 
the provision of the service that 
fills the order. Lean accomplishes 
this by eliminating waste from 
processes, with waste being 
defined as anything that is not 
necessary to produce the product 
or service. lean helps organizations 
reduce both costs and cycle time, 
resulting in a more agile and 
market-responsive company. Clark 
Memorial used the following tools:

kAizen TeAMs

in lean programs, kaizen teams 
make specific changes to address 
bottlenecks or constraint areas. 
by using the lessons learned 
from these experiences, lean 
implementation can then spread 

to other areas of the operation.

VAlue sTreAM MApping

This technique details the specific 
actions required to bring a product 
family to the state of being finished 
goods, based on customer demand. 

MisTAke proofing

The mistake proofing process can 
be modified to make it nearly 
impossible for mistakes, spills, leaks 
and other process upsets to occur.

THe fiVe s TeCHnique 

This technique is named after 
five words that begin with the 
letter “s” in Japanese. it aims to 
bring orderliness, tidiness and 
cleanliness to operations — along 
with the discipline needed to 
keep processes standardized.

Continued on page 13
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advanced practitioners allowed us to double 
our capacity for accepting new Medicaid 
patients. We also looked at nursing, medical 
assistants and other office staff roles to see 
how each role could be used to make a 
difference and provide the best care. 

2. Understand the adaptive change 
challenge

Improvement work typically involves 
adaptive change and this project was 
no exception. Adaptive change involves 
transforming behaviors and preferences 
within the people providing care. The 

Medicaid population is often seen as non-
compliant with a high no-show rate in the 
offices. When we understood some of their 
difficulties like transportation, language 
barriers, and education on when to access 
different services, the adaptive change was 
not as difficult. 

3. Encourage patient involvement
We reviewed our patient surveys 

for this population to see if we could 
see common concerns and areas for 
improvement. We also did personal surveys 
in the offices and group discussions to hear 
how we could improve access and decrease 
wait times. A few suggestions included 
giving more appointments in the afternoon 
when transportation is easier, offering the 
ability to book consecutive appointments 
for family members to avoid multiple trips, 
having transportation options available 
and giving education in the medical office 
regarding the most appropriate time is to 
use the emergency department, the urgent 
care or the medical office. 

4. Develop strong partnerships
We developed partnerships with 

local organizations that also work with 
the Medicaid population to see how we 
can meet their needs together. These 
partnerships included shelters, churches, 
c iv ic organizat ions ,  s t ate and loca l 
government and insurance companies. 
Pooling resources and abilities allowed each 
group to play a role in providing care but did 
not overwhelm any one individual group. 
We also developed a community outreach 
coordinator position to educate and assist in 
bringing these groups together.

The Toyota Way
This manufacturing system: 

1 .  P u r s u e s  o p t i mu m  s t r e a m l i n i n g 
throughout the entire system through the 
elimination of Muda (non-value added).

2 .  A i m s  to  bu i ld  qu a l i t y  i n  a t  t he 
manufacturing process while recognizing 
the principle of cost reduction. 

3. Includes all the accompanying technology 
necessary to accomplish those aims. 

4. The two main sub-systems supporting 
the Toyota Production System are “Just-

In-Time” (only what is needed, in the 
amount needed) and “Jidoka” (ability 
of production lines to be stopped in the 
event of such problems).

The 2013 Community Health Needs 

Assessment and the 2013 Implementation 
Plan can be found at clarkmemorial.org/
community.

Wade Mitzel is CEO at Clark Physician 
Group in Jeffersonville, Ind.

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

With Medicaid web sites 
difficult to navigate and very 
little educational support on 
how to access healthcare 
systems, many patients were 
left using the emergency room 
for all their healthcare needs.

steps to success 
1. use all team members at 

the top of their licensure, 
such as nurse practitioners 
and physician assistants.

2. understand the adaptive 
change challenge which 
involves transforming 
behaviors and preferences 
within the people 
providing care.

3. encourage patient 
involvement by 
implementing and 
reviewing patient surveys.

4. Develop strong partnerships 
with local organizations 
that also work with the 
Medicaid population.

Continued from page 12

lean in kentucky
There is a lean systems program at the university of kentucky. working 
with Toyota, the uk College of engineering established the lean 
systems program to provide training in the Toyota production system.

The program offers certification in Lean Systems, featuring former Toyota 
employees as instructors. Leadership training was also first offered that 
same year, with the creation of the lean executive leadership institute.

The lean executive leadership institute is scheduled november 
11-13 in lexington, ky. Activities are led by faculty and 
Toyota executives. for information and registration contact 
sandra Dunn at sdunn@engr.uky.edu or (859) 257-4886.

Do you want to stay up 

to date on the latest news 

in the business of healthcare?

Sign up for the 
Medical News eNewsletter 
at www.MedicalNews.md
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 By David Richard and Adam Shewmaker

Later this summer, 
Kentucky-based CPA 
and business advisory 
services f irm Dean 
Dorton Allen Ford 
(Dean Dorton) will be 
releasing its updated 
findings as it relates 
to the challenges of 
successfully integrating 
p h y s i c i a n  g r o u p 
operations. In last 
year ’s publ icat ion, 
a survey of nearly 
eighty hospitals was 
conducted to gain 

valuable insights into the challenge of 
integrating physician group operations. 

Survey responses were solicited and 
received from 26 healthcare executives 
(CEOs and CFOs) representing 79 
hospitals. Most of these hospitals are 
located in Kentucky.

The report was created in response 
to a clear need – nearly every hospital 
and health system that the healthcare 
team interacted with was actively 
acquiring or seeking to acquire physician 

group practices, yet most of them were 
realizing substantial operating losses 
from those groups. 

Integration of physician groups is the 
right answer for many hospitals. It allows 
them to achieve their strategic goals, 
to provide the appropriate levels of care 
for their communities and it ensures a 
consistency in the type of care provided. 
Thus, many hospitals are already heavily 
invested in it. But very few have achieved 
a sufficient level of integration to operate 
physician practices without sustaining 
significant financial losses. Downstream 
(hospital) contribution margin does not 
provide an overall return if it merely 
offsets physician practice losses. 

Integration Challenges
The study details how hospitals 

a re cur rent ly operat ing physic ian 
groups, where they are experiencing 
chal lenges, and what best practices 
might be uncovered to assist healthcare 
executives in identifying pathways to 
improving physician group operations. 
Key f indings included:
•	 41	 percent	 of	 a l l	 respondents	 re-

por ted that  t he i r  average  a nnua l 
loss for hospita l-owned physician 
groups is greater than $100,000 per 
physician. An additiona l 29 per-
cent had losses between $50,000 
and $100,000; in tota l, 87 percent 
of respondents reported some level 
of loss.

•	 Losse s 	 on	 physic ian	 group	 opera-

Challenging times
Integrating physician group operations can equal substantial operating losses.

$100,000+

$50,000 -$99,000

$25,000 - $49,000

$1.00 - $24,000

No Loss

THE INTEGRATION CHALLENGE
Forty-one percent of all respondents reported that their average annual loss for hospital-owned physician 
groups is greater than $100,000 per physician.  An additional 29 percent reported an average annual 
loss of $50,000 to $100,000 per physician, and 13 percent reported losses of $25,000 to $50,000.  
These segments together represent 83 percent of the sample, all losing at least $25,000 per physician, 
each year. This is consistent with the national issue — last year, the MGMA Cost Survey reported a median 
net loss per physician in excess of $100,000 for US hospitals.

These results are raising major concerns, although one might expect close to 100 percent concern 
over such a critical issue.  Sixty-eight percent said their boards were concerned over the financial 
performance of employed physicians, and nearly 85 percent said their hospital administration was 
concerned.  More than 65 percent said their physician groups themselves were also concerned about 
the financial performance.  It is likely that the physician groups, because of the current disconnect due to 
lack of integration, are not feeling the same pressure that might be expected from these financial results.  

It’s clear there is a desire to integrate physician group operations.  There can be local and regional market 
share advantages to having employed physicians.   External market forces such as healthcare reform 
legislation, declining reimbursements, and staff shortages provide incentive to continue to do so.  The 
Affordable Care Act in particular is changing the game, and makes building a well-integrated network 
essential.  However, if hospitals are to continue with this strategy, they must rapidly improve physician 
operations and narrow the immense losses physician groups are now incurring.

in·te·gra·tion
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Continued on page 15

Nearly every hospital and 
healthcare system...was 
actively acquiring or seeking 
to acquire physician group 
practices, yet most of them 
were realizing substantial 
operating losses. 

AggregATe, AssiMilATe AnD inTegrATe 
The systems that are successfully integrating employed 
physicians are doing so by recognizing the three major 
development phases, each part of the same process.

PhAse key sTRATegy inDiCATions you ARe 
heADeD off CouRse

  Aggregate
   Acquire and recruit 

a market-balanced 
mix of physicians 
into an employed 
physician group 
under a common 
set of expectations

- You have more 
specialists than 
primary care 
(particularly cardiology, 
neurosurgery and 
orthopedics)

- The organization only 
considers inpatient 
admissions as the 
indication of alignment

  Assimilate   Bring the disparate 
physicians into a 
single governance, 
operating, and 
clinical model

- You are heard telling 
an acquisition target 
“you can keep your 
operations the same as 
they have always been”

- You let the acquired 
practice keep its name 
and you refer to it by its 
historical group name

  integrate

  
   Create a culture 

focused on the 
populations’ needs 
such that there is 
not dif ferentiation 
between the aims 
of the physician 
group and the 
health system   

- There is no clear 
expectation about the 
organization’s purpose 
or how clinical activity 
will be aligned

- Finances are about 
downstream revenue 
or patient attribution 
rather than total 
cost of care

- The vision is 
integration rather than 
population health

 - Kate Lovrien and Luke Peterson, 
Health System Advisors

average aNNual loss
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t ions a re occurr ing at  a l l  s i z e s  of 
ho sp i t a l s .  R ep or t e d  lo s s e s  we r e 
widespread rega rd le s s  of  whether 
they were la rge urban hospita l s  or 
sma l l  rura l  hospita l s .

•	 The	longer	a	hospita l	has	employed	
physicians, the higher the likeli-
hood that it is experiencing losses 
for those groups. 

•	 The	more	physicians	 a	hospita l	 or	
system employs, the more l ikely 
operat ing losses become. It’s a l so 
t rue that the more physicians em-
ployed, the more l ikely it i s that 
the hospita l has added sub specia l-
t ies that drive up cost s that resu lt 
in higher losses. 

•	 The	 length	 of	 physician	 employ-
ment contracts does not appear 
to have an impact on whether the 
hospita l-owned physician group is 
experiencing losses. 

With the transformation of the 

healthcare delivery system, the study 
tackles issues such as population health 
management, coordination of care, value 
based payment models, data integration, 
and a further understanding of physician 
practice losses by specialty. The study also 
looked at the hospitals’ assessment of their 

downstream contribution margins from 
the hospital for the physician’s patients 
in addition to the physician practice 
losses. Plans for the development of a 
clinically integrated system along with the 
appropriate tools and controls for these 
networks were also investigated.

Successful integration takes time. 
Organizations must act now to prepare 
for the new reality, by identifying their 
unique issues, developing the right 
strategies to position themselves for a new 
environment, and finding the metrics to 
accurately measure progress. 

David Richard is director of Assurance 
Services and Adam Shewmaker is associate 
director of Healthcare Consulting Services at 
Dean Dorton Allen Ford.

early this year, ocr reported 
that since 2009 it has 
received over 800 reports 
of breaches that have 
affected approximately 
29.3 million individuals.
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But very few have achieved a 
sufficient level of integration 
to operate physician 
practices without sustaining 
significant financial losses.

INTRODUCTION
This report on the integration of physician groups into hospital operations is based on a recent survey of 
hospitals and health systems conducted by Dean Dorton Allen Ford PLLC.

We created this report in response to a clear need.  Nearly every health system and hospital our 
healthcare team has interacted with has recently acquired physician groups, is actively seeking to 
acquire them, or both.  Yet, nearly every health system and hospital with integrated physician groups is 
realizing substantial operating losses from those groups.

Integration of physician groups is the right answer for many hospitals.  It allows them to achieve 
their strategic goals, to provide the appropriate levels of care for their communities and it ensures a 
consistency in the type of care provided.  Thus, many hospitals are already heavily invested in it.   But 
very few have achieved a sufficient level of integration to operate physician practices without sustaining 
significant financial losses.  Downstream (hospital) contribution margin does not provide an overall 
return if it merely offsets physician practice losses. 

We felt that taking a close look at how hospitals are currently operating physician groups, where they are 
experiencing challenges, and what best practices might be uncovered, would result in a report that can 
be beneficial to healthcare executives in identifying pathways to improving physician group operations.

THE SURVEY PARTICIPANTS

Survey responses were solicited and received from 26 healthcare executives (CEOs and CFOs) 
representing 79 hospitals.  Most of these hospitals are located in Kentucky.

26
Healthcare 
Executive 

participants

79

Hospitals

in·te·gra·tion
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By Christopher Shaughnessy

T h e  C e n t e r s 
f o r  M e d i c a r e  & 
Medica id Ser v ice s 
(CMS) ha s i s sued 
f i n a l  r e g u l a t i o n s 
which require doctors 
prescribing drugs for 
Part D patients to 
enrol l in Medicare 

and establishes authority for CMS to 
revoke a doctor’s Medicare eligibility 
for abusive prescribing practices, among 
other provisions.

According to CMS, in a release 
dated May 19, the regulations are part 
of the ongoing effort to curb fraud and 
abuse and to improve benefits and the 
quality of care for seniors and people with 
disabilities enrolled in these programs. 

The changes follow on the heels 
of last year’s release of the Prescriber 
Checkup database. In 2013, ProPublica, 
an independent nonprofit that produces 
invest igat ive journa l i sm, re lea sed 
a series of stories about Medicare’s 
failure to oversee its own drug program, 
Part D, effectively. Using data obtained 
under the Freedom of Information Act, 
ProPublica created a massive database 
of Part D records collected from 2007-
2010. The searchable database consisted 
of physicians’ identities and prescription 
patterns, prescription trends by state, 
top-prescribed drugs, and other Medicare 
Part D figures. Before ProPublica first 
obtained the data in 2012, Medicare had 
not released prescribing information with 
provider identities.

Data Dump 
The historic data dump made 

headlines, much like CMS’s release 
in April of this year that detailed the 
same kind of information about the 
Medicare Part B fee-for-service program. 
After ProPublica mined the data several 
d i s c onc er t i ng  s t a t i s t i c s  su r f a c ed , 
including one that showed about 70 
providers each churned out more 
than 50,000 prescriptions and refills, 
averaging at least 137 a day, in 2010. 

One of the problems with ProPublica’s 
data, as they acknowledged, is that some 
prescriptions may have been attributed 
to a doctor, although another prescriber 
actually wrote the prescription. For 
example, Indiana physician Daniel Hurley 
led the country with more than 160,000 
prescriptions under Part D in 2010, but 
subsequently explained that nursing 
home pharmacies had credited him with 
prescriptions by other health professionals 
in his practice. These are the same kind of 
provider concerns that followed the more 
recent Part B database release.

After the ProPublica information 
became public, the popular consensus was 
that Medicare Part D was overrun with 
rampant fraud, with doctors prescribing 
inappropriate or risky medications and 
Medicare wasting billions of dollars 
on needlessly expensive drugs. In the 
past, Medicare publicly stated it had no 
authority to discipline Medicare Part 

D doctors or providers even if troubling 
prescriber behavior was found. The new 
regulations greatly change that stance. 

Changes and Conditions
The rule will give CMS new and 

enhanced tools in combating fraud and 
abuse in the Medicare Part D program:
1. Physicians and eligible profession-

als who prescribe covered Part D 
drugs must be enrolled in Medicare 
or have a valid record of opting out 
of Medicare in order for prescrip-
tions to be covered under Part D. 

2. CMS now has the authority to re-
voke a physician or eligible profes-
sional’s enrollment in the program if 
it so determines that he or she “has 
a pattern or practice of prescribing 
that is abusive, represents a threat 
to the health and safety of Medicare 
benef iciaries, or otherwise fails to 
meet Medicare requirements.” 

3. CMS may now revoke Medicare 
enrollment upon the suspension or 
revocation of a DEA registration 
or suspension or revocation of pre-
scribing privileges from a state li-
censing board. 

The changes provide CMS with a 
great amount of prosecutorial discretion, 
a s  “abu s ive”  pre s c r ib ing ,  w it hout 
further definition, appears to be open to 
interpretation. Particularly alarming is 
the fact that CMS can revoke enrollment 
following a suspension from the DEA 
or state licensing board, even though a 

suspension is often lifted after a provider 
complies with stipulated requirements. An 
“excluded provider” title from Medicare is 
a death knell in the industry and is not on 
par with a temporary suspension. Entities 
who hire excluded providers may become 
an excluded provider themselves, virtually 
guaranteeing that someone with this 
title becomes unhireable. It is extremely 
impor tant that prov iders  t ake the 
necessary steps now to enroll in Medicare 
or formally opt out in order to continue 
prescribing. The deadline is June 1, 2015.

CMS projects it will save an estimated 
$1.615 billion over the next ten years 
thanks to the changes. In addition to its 
new disciplining power, CMS will also 
broaden the release of privacy-protected 
Part D data and expand on prevention 
and health improvement initiatives. 

C h r i s t oph e r  S ha u ghn e s s y  i s  a n 
a t t o r n e y  a t  McB r a y e r ,  McG inn i s , 
L e s l i e  &  K i r k l a n d . 

Medicare program integrity
Following abuses, Medicare tightens reins on drug program.

Particularly alarming is the 
fact that CMS can revoke 
enrollment following a 
suspension from the DEA or 
state licensing board, even 
though a suspension is often 
lifted after a provider complies 
with stipulated requirements.

It is extremely important that 
providers take the necessary 
steps now to enroll in Medicare 
or formally opt out in order 
to continue prescribing. The 
deadline is June 1, 2015.
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I N N ovAt I o N

By Ben Keeton

A new Louisvi l le-based company 
recent ly launched using proprietary 
technology to help hospitals maximize 
the benefits of the federal 340b program. 
PrescriptLink, a new company focused 
on managing prescription utilization by 
healthcare organizations, has recently been 
launched by David Laird, Doug Howell and 
Dan Scott, as an outgrowth of consulting 
work for a health system client two years 
ago. The company also includes Kevin 
Bramer, former president and CEO of 
MedVenture Technology Corporation and 
David Anstey. 

The company operates as a Health 
Information Organization (HIO), collecting 
and mining patient data from multiple 
sources to improve health system financial 
performance and patient outcomes. 
“Innovations come in a number of different 
forms,” sa id Bramer, PrescriptLink ’s 
president and CEO.

“PrescriptLink’s innovation began 
as an attempt to solve a problem for a 
single client who needed to enhance 340B 
reimbursement in a way that fully complied 
with the myriad of rules for this program.”

Simple Solution
The 340B program was originated 

in 1992. The program is managed under 
HRSA (Health Resource and Service 
Administration). The program enables 
disproportionate share and rural hospitals 
the ability to receive discounts on drugs for 
their patients. These discounts are provided 
by the pharmaceutical companies under 
340B. However, the ability for providers 
to claim theses discounts is complicated, 
as it requires significant compliance with 
HRSA regulations to ensure the accuracy 
of the claims. 

According to Bramer, “Since 1992 
very few hospitals have taken advantage 
of the program given the complexity, time 
and effort to ensure the integrity of the 
claims. In addition, hospitals must undergo 
audits by HRSA and in some cases the 
pharmaceutical companies. The penalties 
for filing erroneous claims can be significant 
and negate the value of the program.” 

Howe ve r,  i n  r e c ent  y e a r s  a s 
reimbursement has gone down significantly 
in other hospital services, hospitals have 
become more interested in how the program 
works and how it can help supplement lost 
revenues in other areas. PrescriptLink 
provides its customers an algorithm-based 
technology that ensures patient eligibility 
within all components of the 340B program 
matching all necessary data from qualified 
hospitals and retail pharmacies to ensure 
compliance. The PrescriptLink technology 
is built to ensure hospitals will successfully 
complete the required audits, but also put 
the hospital in a position to better manage 
population health.

Broader Use
The outcome of this problem solving 

is a proprietary, compliant program that 
uses a data extract from the health system 
and matches it with contract pharmacy 
data. The program then analyzes the data 
for the necessary links in the chain of care 
with proprietary algorithms developed 
specifically for this task. While that 
analysis is initially used to identify 340B 
opportunities for a health system, its 
broader use in the management of patients 
and their prescribed medications may prove 
even more valuable as population health 
concepts become reality.

“Any 340B program is subject to 
complex, shifting rules and guidelines. The 
expansion of 340B in 2010, which allowed 
prescriptions written in health system 
departments, clinics and, in some cases, 
physician offices to be counted, greatly 
compounded those rules and the definitions 
contained within them,” said Bramer. 

“PrescriptLink was created especially for 
those rules. Our flexible program design 
will accommodate these changes and 
various interpretations of rules and allow 
for the collection of other data elements in 
the future.” 

The technology isn’t limited to the 
340B program alone. According to Bramer, 
“Our mission is to become the leading 
company in the market for accumulating, 
managing, and analyzing data to improve 
overall population health.” He gives an 
example of congestive heart failure patients 
that fail to stay on their medications and 
end up being readmitted to the hospital 
four to five times per year. The cost of 
these readmissions is significant to the 
healthcare system. Hospitals are becoming 
more interested in these this type of data 
because payment is being either eliminated 
or reduced by government and third party 
payors. In addition, the overall well-being of 
the community improves.

According to Bramer, the handling of 
protected health information requires full 
compliance with HIPAA regulations. “As 
an HIO, we exchange data with clients 
and their pharmacy partners through a 
system that is secure and verified on both 
ends. Our database is fully encrypted and 
obsolete data is either returned to the client 
or certified as destroyed. At the heart of 
our product is a firm commitment to the 
security of patient data.”

Maximize benefits, minimize confusion
Louisville-based company using technology to enhance hospital 340B programs.

Hospitals are becoming 
interested in these this type 
of data because payment 
is being either eliminated 
or reduced by government 
and third party payors.

“PrescriptLink’s innovation 
began as an attempt to solve 
a problem for a single client 
who needed to enhance 340b 
reimbursement in a way that 
fully complied with the myriad 
of rules for this program.”

— kevin bramer, president 
and ceo, prescriptlink

Case Study 
After using PrescriptLink technology, five months of prescription 
data was reviewed and more than $1M in discounts were 
found; the hospital was able to file and be reimbursed for 
under the 340b program. The annual review disclosed $6M.
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C o M M E N tA r y

By Angela Young 

It may come as a surprise that arthritis 
is one of the most c om mon i l l ne s s e s 
among Kentuckians with more than 
one m i l l i o n  r e s i d e n t s  suffering 
from arthritis or related diseases. In fact, 
Centers for Disease Control data shows 
that arthritis is the leading cause of 
disability in our country as conditions 
like rheumatoid arthritis, psoriatic 
arthritis, juvenile arthritis, lupus and 
other severe forms can be extremely 
painful and debilitating.

For tunate ly,  breakthroughs in 
new medicines—particularly biologic 
drugs—that treat many forms of arthritis, 

including rheumatoid arthritis, juvenile 
arthritis, lupus and others, are helping 
prevent disability and allowing patients to 
function and remain in the workforce. 

Hefty Price to Pay
Along with the effectiveness of these 

treatments can come a hefty price tag for 
consumers as insurers often place such 
drugs in what is known as a specialty class 
or tier. A specialty tier pricing system 
is also commonly referred to as a cost-
sharing or co-insurance model. Under 
this system, medications are broken into 
tiers (one through five) based on their 
cost, increasing in price respectively. For 
tiers one through three a typical co-pay 

ranges from $5-$60, capping out at the 
latter. However, for tiers four and five 
consumers are forced to cover anywhere 
from 20-50 percent of the costs out of their 
own pockets. The insurers’ special cost of 
these medicines can reach several hundred 
to even thousands of dollars a month—
something many Kentuckians simply 
cannot afford. 

Of course, patients with arthritis 
aren’t the only ones affected. These cost-
sharing models are used for a variety of 
medications, including those treating 
chronic diseases like cancer and diabetes. 

These innovative new medicines 
are often the most effective in treating 
symptoms for patients and helping them 
live more productive and independent lives. 
This certainly begs the question that, if a 
patient is seeing successful results with a 
specific medication, does it makes sense for 
them to be forced off that medication just 
because they can not afford to pay these 
unexpectedly high, insurer-driven costs? 

groceries or Medicine
No matter what the insurers choose 

to call it, this pricing model puts patient 
access to critical medications at risk, forcing 
them to forgo life necessities, including 
groceries, gas to get to work, or rent, in 
order to cover the costs of medicines that 
allow them to function. 

Kentuckians must have access to the 
medications that work best for them not 
just because they can reduce symptoms 
and improve quality of life, but because 
it means saving on long term catastrophic 
care and promoting a more productive 
workforce. When patients are utilizing 
the most effective treatment plan, it cuts 
down on emergency room visits and 
hospitalizations caused by switching or 
using a less effective medication. 

T h e  p r e v a l e n c e  o f  a r t h r i t i s -
attributable work limitation in Kentucky is 
as high as 51 percent. So while insurance 
companies may save money in the short 
run, by passing large percentages of the 
cost of specialty medications onto patients, 
they are actually costing themselves and 
our economy much more. 

Cap It
Fortunately, there is a solution. These 

so-called specialty medication prescriptions 
should be capped at a reasonable amount 
just like their lower tier counterparts. 
This will ensure patients are able to seek 
the treatment they need at prices they can 
afford. The Kentucky General Assembly 
established a meaningful precedent in 
2014 by passing oral chemotherapy fairness 
legislation requiring insurance plans to 
provide the same level of coverage for 
oral chemotherapy drugs as provided for 
intravenous or injected treatments. 

Legislators should take the next step 
to protect all Kentuckians who need 
these medicines and ensure any required 
copayment or coinsurance on specialty 
tier medications does not exceed $100 per 
month for any single 30-day medication 
supply or that the amount paid by the 
patient in the aggregate (meaning the out 
of pocket costs to the patient for all of their 
medications combined) does not exceed 
$200 per month. 

It is important that we do not disrupt 
the care and treatment of Kentuckians. If 
quality of life and patient independence 
weren’t enough, improving the productivity 
of our workforce and reducing the number 
of Kentuckians on disability is a good 
reason to implement this new model. 

Kentuckians must be allowed to stay 
on the medications that work for them. No 
one should have to choose between a life 
of pain or going without basic necessities. 

 Diagnosed with arthritis herself and 
the mother of a child with juvenile arthritis, 
Kentuckian Angela Young and her son 
are two of the many “ faces of arthritis.” 
As an Arthritis Foundation advocate and 
Ambassador, she regularly speaks out on issues 
that impact people with arthritis.

A choice no one should have to make
Patients lose with cost sharing drug pricing programs.

The insurers’ special cost of 
these medicines can reach 
several hundred to even 
thousands of dollars a month—
something many kentuckians 
simply cannot afford. 
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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.



Congratulations to our seven Louisville students 
who competed at the Health Occupation 
Student Association (HOSA) National Leadership 
Conference!  All of Spencerian’s students 
placed in the top 10 in the nation with the 
HOSA Bowl Team making the elite 8, and 
one student taking top honors for Prepared 
Speaking!  Spencerian College is proud of 
its students and their accomplishments!

Congratulations!

Spencerian College 
WINS BIG at

National Leadership Conference!
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