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By Ben Keeton

More than one in three Kentuckians 
are on Medicaid. Any significant 
changes to the Medica id program 
in Kentucky wi l l  have dramat ic 
implications to the healthcare system in 
Kentucky. This month, Governor Matt 
Bevin announced sweeping changes to 
the state’s program for the poor and 
uninsured, promising to dramatically 
reshape the delivery of healthcare in 
our region.

In his statement announcing the 
new 1115 wa iver,  Governor  Bev in 
indicated that his goal was to model 
the Medicaid program after the state’s 
employee benefit plan. The proposal 
called Kentucky HEALTH (Helping 
to Engage and Achieve Long Term 
Health) would encourage Kentuckians 
to get healthier and transition to the 
commercial health insurance model to 

become independent of the government 
program, Bevin said.

Among other changes that must be 
approved by the Obama administration, 
Governor Bevin’s proposal would allow 
monthly premiums. These premiums 
would be scaled based on income and 
would be collected by the Managed 
Care Organizations (MCO’s). Like more 
traditional insurance plans, recipients 
would allow the state to cut off Medicaid 
coverage for those who don’t pay.

While the plan keeps in place some 
of the benefit designs of traditional 
Medica id, it does make signi f icant 
changes that could impact the healthcare 
community. In addition to the premium 
charges, the plan also reduces instant 
access to dental and vision coverage and 
limits access to Medicaid for those low 
income employees that have access to 
benefits through their employer. The 
new premium model may also mean that 
Medicaid members move in and out of 
a “lock-out” period, meaning healthcare 
provides may have additional hoops to 
navigate for reimbursement.

According to recent reports in the 
Courier-Journal and WFPL, the U.S. 
Department for Health and Human 
Services must approve the changes, 
and a spokesman for the agency said 
the review will begin once Kentucky 
submits its waiver application. But the 
spokesman said officials will proceed 

carefully when it comes to approving 
changes to what has been widely viewed 
as a highly successful program.

Many healthcare leaders have come 
to the defense of Governor Bevin’s new 
plan, stating that the Medicaid model 
put in place by Governor Beshear 
was unsustainable. However, many 
healthcare advocates believe that the 
new model will put significant barriers 
to care in place that may harm the 
overall health of Kentucky.

“I ’m ver y d i sappointed,” sa id 
Bill Wagner, executive director of 
Family Health Centers. “I’m most 
disappointed that they’ve introduced 
premiums and lockouts.”

“It creates a lot of barriers,” said 
Sheila Schuster, a longtime Kentucky 
health advocate and member of the 
group Kentucky Voices for Health. Her 
group, she said, “has always been very 
clear that we don’t want barriers to care.”

The new plan does improve access 
to mental health services, news that was 
praised by health advocates concerned 
about the dramatic increase in addition 
related healthcare costs and a high rate of 
drug overdose deaths. The plan will help 
ensure access to treatment options for 
those seeking to tackle their addiction as 
well as help reduce the overall number 
of babies born with significant health 
challenges due to addicted mothers.

Continued on page 3
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Kentucky HEALTH encourages Kentuckians to get 
healthier, transition to commercial health insurance model 
independent of government program.

 

Bevin said he wants to 

ensure that people covered 

by Medicaid become more 

engaged in their own 

healthcare and become 

better consumers.
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HEALTHCARE LAW
This month we take a closer look at healthcare 
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By Ann Blackford

Managing and providing a continuum 
of care for patients with complex health-
care needs at a large academic medical 
center like UK HealthCare can be very 
complex when providers from multiple 
specialties and subspecialties are needed 
for tests, treatment and patient education. 

UK HealthCare is at the forefront 
of a growing trend among U.S. hospi-
tals to employ hospitalists, with more 
than 50,000 hospitalists now working in 
the U.S. Hospital medicine is the fastest 
growing specialty in the history of Ameri-
can medicine. At UK, hospitalists ensure 
coordination of quality care for acutely ill 
patients at the highest level from time of 
admission through discharge.

‘Hospitalist’ refers to an in-patient 
physician who dedicates his or her prac-
tice exclusively to the care of hospitalized 
patients. The hospitalist works with the 
patient’s primary care outpatient physician 
and specialists to coordinate and manage 
round-the-clock care, like what Dr. Paula 
Bailey does at UK Chandler Hospital and 
the Kentucky Children’s Hospital.

Bailey said hospital medicine ap-
pealed to her because she enjoys seeing 
acutely ill patients all the way through 
their hospital stay until they are well 
enough to go home. She also enjoys the 
variety of patients and problems she en-
counters on a day-to-day basis, and in-
teracting with all the subspecialists who 
keep her current on the huge amount of 
new medical information that is continu-
ally evolving.

“We are the quarterbacks of the care 
team and we make sure we all work to-
gether to provide the most effective and 
efficient care,” Bailey said. “Hospitalists 
must be current on the treatment of acute 
illness of all the systems of the body. We 

are experts in quality improvement and 
patient safety in the hospital. We are con-
stantly looking to improve the complex 
systems in which we work.”

Hospitalists typically spend their en-
tire work day in the hospital and can be 
more readily available to a patient than 

a doctor who spends much of the day in 
an office or other outpatient clinical set-
ting. Because the hospitalist is based at 
the hospital, they can gain a great deal 
of experience in the unique aspects of a 
patient’s needs during the hospital stay.
 A Greater Impact

Dr. Charles (Randy) Jones, associate 
chief for clinical services in the Division 
of Hospital Medicine at UK HealthCare’s 
Good Samaritan Hospital, and director of 
the Hospitalist Advanced Practice Provid-
ers (APP) program, left private practice 
in rural Kentucky to become a hospitalist 

because he felt he would have the greatest 
impact on the most vulnerable of patients 
in need of hospitalization. He knew he 
would have the opportunity at UK to care 
for the most medically complex patients 
from all over Kentucky that would push 
him to be the best physician he can be. He 
would also be able to do more teaching 
and mentoring of medical residents inter-
ested in hospital medicine.

“We must be advocates for our pa-
tients in the milieu of insurance regula-
tions, varying degrees of access to care, 
and the inherent challenges that come 
with taking care of patients with complex 
illnesses,” Jones said. “Hospitalists must 
be adept at processing a large amount of 
information accurately and in a timely 
fashion in order to provide excellent de-
livery of care.”

Dr. Mark V. Williams, chief in the 

Division of Hospital Medicine at UK, es-
tablished the first hospitalist program for 
a public hospital in 1998, and built two 
of the largest academic hospitalist pro-
grams in the U.S. at Emory University 
(1998-2007) and Northwestern University 
(2007-2013). Williams is a past president 
of the Society of Hospital Medicine, one 
of the first 10 Masters in Hospital Medi-
cine and the Founding Editor of the Jour-
nal of Hospital Medicine and continues to 
actively promote the role of hospitalists as 
leaders in delivery of healthcare to hospi-
talized patients. 

On his arrival at UK in January 2014, 
the Department of Internal Medicine 
established a new Division of Hospital 
Medicine which rapidly grew from 24 
hospitalists and two advanced practice 
providers (APP) to 60 clinicians now car-
ing for more than 200 patients per day, 
seven days per week, 24 hours per day.

UK’s Bailey and Jones are a good rep-
resentation of the hospitalists dedicated 
exclusively to improving the overall hos-
pital experience and quality of care for 
patients and their families.

“The thing I like most about my job 
is the sense that I am making a difference 
in the lives of my patients. Seeing patients 
flown in to the University of Kentucky and 
then be able to walk out under their own 
power is a reward in itself,” Jones said. “Of 
course, the story does not always end that 
way. Another rewarding aspect of my job 
is the opportunity to care for patients who 
have chronic life threatening illnesses.”

— Ann Blackford is with the University 
of Kentucky.

UK hospitalists enhance quality of care for patients

 

Hospital medicine is 

the fastest growing 

specialty in the history 

of American medicine.

 

We are the quarterbacks of 

the care team and we make 

sure we all work together to 

provide the most effective 

and efficient care.”  
— Dr. Paula Bailey, UK Chandler 

Hospital and the Kentucky 
Children’s Hospital

	 		HOSPITALIST,	DEFINED
A medical specialty dedicated to the delivery of comprehensive 
medical care to hospitalized patients. Practitioners of hospital 
medicine include physicians (“hospitalists”) and non-physician 
providers who engage in clinical care, teaching, research, or 
leadership in the field of general hospital medicine. In addition 
to their core expertise managing the clinical problems of acutely 
ill, hospitalized patients, hospital medicine practitioners work to 
enhance the performance of hospitals and healthcare systems. 
- hospitalmedicine.org



“That’s an opportunity,” said Steve 
Shannon, who represents the state’s 14 
regional mental health agencies. “We all 
acknowledge that addiction is the number 
one problem for the Commonwealth.”

According to reports from HHS, one 
of the concerns with the new waiver is the 
projection that the number of Medicaid 
enrollees will be reduced in Kentucky. 
This change that could clash with a federal 
directive that requires such waiver plans to 
provide consistent or improved coverage. 
The 70-page waiver document shows a 
decline in Medicaid enrollment of nearly 
86,000 people by 2021.

Bevin said he wants to create a plan 
that makes people healthier by getting 
better outcomes in a state with some of the 
nation’s highest rates of obesity, cancer, 
diabetes and cardiovascular disease.

Bevin said he wants to ensure that 
people covered by Medicaid become more 
engaged in their own health care and 
become better consumers.

And he said he wants to make the 

program sustainable. The governor’s office 
estimates that if approved, the Medicaid 
waiver would save the state about $331 
million over the next five years.

Though the federal government has 
fully subsidized Medicaid expansion since 
it rolled out in 2014, the state will have to 
start paying 5 percent of the cost starting 
this fiscal year, and Kentucky’s share will 
eventually increase to 10 percent.

Bevin said he is confident the federal 
government will approve the plan and 
hopes to have it in place by fall. At a recent 
presentation to healthcare executives, 
Bevin’s deputy chief of staff Adam Meier 
said that the administration had little 
doubt the federal government would accept 
the plan. “We’re pretty confident they’ll 
approve our waiver or something pretty 
close to it,” Meier said.

However, there is no clear timeline for 
approval from the federal government and 
many advocates believe is unrealistic given 
the months or years it has taken other states 
to have such proposals approved.

Bevin said if the federal government 
does not grant the waiver, he would 
still move ahead with his plan to repeal 
Medicaid expansion in the state. But he 

said that would be the fault of the federal 
officials for failing to approve his proposal. 
“This is in the hands of the federal 
government,” he said.
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WRITE FOR 
MEDICAL NEWS

Seeking experts in the medical field  
to share their knowledge with our  

Medical News readers. 
Contact  sally@igemedia.com.

PUBLIC	REVIEW	
AVAILABLE	

To achieve maximum transparency and accessibility, a complete 
draft of the Kentucky HEALTH waiver proposal will be available 
for public review online at chfs.ky.gov/kentuckyhealth or for in-
person inspection at the Cabinet for Health and Family Services, 
Office of the Secretary, 275 E. Main St., Frankfort, KY 40621.
 
Written comments regarding the Kentucky HEALTH waiver proposal 
may be mailed to Commissioner Stephen Miller, Department for 
Medicaid Services, 275 E. Main Street, Frankfort, KY 40621, 
or sent via electronic mail to kyhealth@ky.gov. All comments 
must be received by Friday, July 22, 2016 at 5 p.m. (EST).
 
In addition, the Commonwealth will conduct three separate formal public 
hearings in late June and early July. Following the close of the 30-day 
public comment period, the Commonwealth will review and summarize all 
public comments received on the Kentucky HEALTH proposal, and make any 
necessary revisions prior to submission of the final waiver proposal to the 
federal Centers for Medicare and Medicaid Services (CMS) for approval.



P A G E  4     M E D I C A L  N E W S  •  J U L Y  2 0 1 6

P E O P L E  I N  B R I E F

Hall Render   
K i m b e r l y 

Adams has been 
named a recipient 
of the 2016 Golden 
L a u r e l  a w a r d 
p r e s e n t e d  b y 
the Indianapolis 
Recorder Newspaper. 
The Golden Laurel 
award is presented 
a n n u a l l y  t o 

distinguished minority professionals in the 
field of law.

ADAMS

Hosparus 
Julie DeMunbrun 

was hired as legal 
counsel.

DEMUNBRUN

To learn more about opportunities in any of our seven 
Louisville Metro locations, please contact:   

recruitment@fhclouisville.org ǀ 502-772-8574   
www.fhclouisville.org        fhclouisville 

“I know that I’m in              
the right place”  

The Family Health Centers are dedicated to providing 
primary and preventive health care to all, regardless of ability 

to pay .  We serve the working poor, the uninsured, those 
experiencing homelessness, refugees from all over the world, 

and anyone in need of affordable, high quality health care.  

 

  Hosparus 
Lori Earnshaw 

was hired as medical 
director.

EARNSHAW

    KentuckyOne Health
Leah Ashby was 

hired as ARPN.

ASHBY

TEG Architects

Stacy Williams 
was h i red as 
a Professional 
A s s o c i a t e  – 
Architec ture. 
Williams expertise 
stems from more 
than 10 years 
of experience in 
healthcare facility 
design combined 
w i t h  h e a l t h 

administration studies at the University  
of Michigan.

Matt Miller 
was hired as 
a Professional 
A ssoc iate  – 
Architecture. 
Miller comes 
with 20 years of 
experience focused 
on healthcare 
planning and 
design in Chicago. 

David Bratcher 
was h i red as 
an Associate – 
Architecture. 
Bratcher brings 20 
years of CADD/
Revit Production 
experience. 

Louis Seidel 
was hired as 
an Associate – 
Architecture. 
Seidel has worked 
on a variety of 
e d u c a t i o n a l , 
c o m m e r c i a l , 
religious and 
medical projects 
in Baltimore and 
Louisville.

K a r i 
Va n A n t w e r p 
was h i red as 
an Associate – 
A rc h i t e c t u r e . 
Va n A n t w e r p 
joins the firm as a 
CADD technician 
to provide assistance 
in the design 
d e v e l o p m e n t 
process.

WILLIAMS

Know someone who is  
on the move?
Email sally@igemedia.com.

KentuckyOne Health  
Ch r i s tophe r 

Croot, MD, has 
joined Cancer and 
Blood Specialists 
l o c a t e d  i n 
Shelbyville, Ky.  

CROOT

    
Victoria Nnadi 

was hired as internal 
medicine doctor.

NNADI

Lexington Clinic   
B e t h a n y 

Borders, a registered 
dietitian, will provide 
instructional classes 
and one-on-one 
conferences within 
the newly established 
Dietitian Services. 

BORDERS

Stites & Harbison  
The Kentucky 

Bar Association’s 
Young Lawyers 
Division presented 
at torney Doug 
Farnsley with the 
2016 Nathaniel R. 
Harper Award.

FARNSLEY
   

M a n a g i n g 
Intellectual Property 
magazine recently 
selected attorney 
Mandy Wilson 
Decker to the 2016 
edition of Managing 
I n t e l l e c t u a l 
Property’s “Top 250 
Women in IP.”  DECKER

St. Elizabeth Healthcare  
R o b e r t 

P r i c h a rd ,  M D 
has been named 
president and CEO 
of St. Elizabeth 
Physicians. Prichard 
will also serve as 
Execut ive  Vice 
President and Chief 
Clinical Integration 
Officer.PRICHARD

MILLER

BRATCHER 

SEIDEL 

VANANTWERP 
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W hy did you become a doctor? 
My dad was a vet and as a child I loved 
being his assistant. I helped him with 
cesarean sections in the field, operating 
on small animals and nursing them back 
to health. He paid me in ice cream! I in-
tuitively knew back then that one day I 
would pursue a career in the health field.

Why did you 
choose this par-
ticular specialty? 
Early in my ca-
reer I didn’t have a 
clear career trajec-
tory and in many 
respects that has 
been a good. It 

left me open to opportunities. When I 
joined the faculty at the University of 
Florida the adolescent gynecology and 
student health clinics needed a physi-
cian and my department chair offered 
me the position. That was my introduc-
tion to the field of Pediatric and Adoles-

cent Gynecology. I liken the experience 
to trying on the right wedding dress, the 
fit resonated within!

Is it different than what you thought? 
How? 
Medicine as a whole has been more 
challenging both personally and profes-
sionally that I ever expected. It has also 
been more meaningful that I could ever 
have imagined.

What is the biggest misconception 
about your field? 

When I meet new people and tell them 
I’m a pediatric and adolescent gynecolo-
gist, they often look confused and a little 
horrified. I imagine they are wondering 
why in the world do girls need a gynecol-
ogist? In actuality we, as a subspecialty, 
provide essential and age-appropriate gy-
necological and reproductive healthcare 
to girls and young women.

What is your opinion of managed care 
and how does this affect you and your 
practice? 

While the intension is noble, better 
quality healthcare at lesser cost is hard 
to achieve. Managed care results in more 
guidelines, more documentation and less 
time to spend directly with our patients.

What’s one thing your colleagues 
would be surprised to learn about you? 
During medical school I took a year “off 
the books” to teach English to children 
in Nepal and explore the lands of South-
east Asia. This experience was formative, 
and I returned to medical school with 
renewed focus and perspective.

What’s the best advice you ever re-
ceived? Who gave it to you? 
It’s hard to single out one piece of advice. 
But in this season of my life the “Breath-
ing Room” series by Andy Stanley has 
wonderfully informed how my husband 
and I choose to live life. It speaks to the 
lack of margin both relationally and fi-
nancially in our lives today as well as the 
connection between our faith and our 
willingness to create margin.

Who are your heroes in healthcare? 
Catherine and Reginald Hamlin. To 
quote Catherine Hamlin, “I’m doing 
what I love doing and it’s not a hardship 
for me to be working in Ethiopia with 
these women.”

Who are your heroes in real life? 
Joel Abraham (you may not have heard 
of him, he’s my husband!). Doing life 
with him is my greatest joy.

Meet Maggie Abraham, MD, a gynecology specialist with Kosair Children’s Hospital

       FAST	FACTS
Hometown: Glin, Co. 
Limerick, Ireland
Family: Husband Joel and  
three children: Luke (5),  
Sive (2) and Fia (3 months)
Last good book read:  
The Glass Castle by Jeannette Walls
Favorite daytime beverage: Coffee
Motto: “Grow fearless”

www.teg123.com | 502.561.8440

Health Care  |  Commercial  |  Educational

    |  Innovative Facility Solutions  |  Exceptional Collaboration

Architecture   |   Planning   |   Interior Design

TEG ARCHITECTS

P H YS I C I A N  S P OT LI G H T

PRINT	TO	WEB:
Read the full interview online 
at www.medicalnews.md.

       FAST	FACTS
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N E W S  in brief  

MEDI STAR
AWARDS

THE 2016

A Medical News signature event 
brought to you by

View categories and nominate a person or 
program at medistarawards.com.

 THE 10TH
ANNUAL

Celebrating excellence 
in the business of 
healthcare since 2007

Nominations open 
June 27 – July 25

MEDISTAR
AWARDS

TUESDAY, OCTOBER 25, 2016

SUCOP Pharmacy Camp

Location: Sullivan University College of Pharmacy, 3101 
Gardiner Ln. Louisville, Ky. 40205
Info: High school students graduating in 2016, 2017 and 

2018 can explore the world of pharmacy as a potential career path at 
Sullivan University College of Pharmacy’s first-ever Pharmacy Camp. 
For more information visit Sullivan.edu.

Webinar: Falls Prevention & Response 

Time: 10 – 11 am
Info: Covers impact of infections in nursing facilities, 
incidence of infections by types, nursing facility challenges 

in managing infections and more.  
To register: Visit kahcf.org.

MCO Meetings   
Time: 9:15 am – 3:15 pm
Location: KHA headquarters in Louisville, Ky.
Info: KHA hosts monthly meetings between hospitals 

and Kentucky’s Medicaid managed care organizations (MCOs) 
to address issues. 
To register: No registration is required. For additional information 
(including dial-in details), contact Debbie Bonn at dbonn@kyha.com.

Webinar Series, “Risk Management & Compliance”
Time: 11:30 am
Info: Presented by Mark Hakim of ProAssurance. 
Visit the web at kentuckymgma.wildapricot.org.

Hepatitis: Breaking the Silence 

Location: Embassy Suites in Lexington, Ky
Info:This conference aims to educate attendees on 
prevention, diagnosis and treatment of those affected by 
hepatitis B and hepatitis C.

To register: Contact Kathy Sanders at kathyj.sanders@ky.gov or  
(502) 564-4478.

July
13

July
15

July
10

July
26

July
21

EVENT 
CALENDAR
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N E W S  in brief    

Recap of “What Providers 
Should Know: Overpayments 
and the False Claims Act”

By Lisa English Hinkle & 
Christopher Shaughnessy 

McBrayer held a webinar in May 
on what providers should know regard-
ing overpayments and the False Claims 
Act.  Lisa English Hinkle and Chris 
Shaughnessy, McBrayer healthcare law 
attorneys, guided participants through 
the interplay between overpayments from 
various federal 
healthcare pro-
grams and vio-
lations of the 
Fa lse Claims 
Act that can accrue heavy penalties. 

Some of the information shared by 
the presenters is also summarized below.

The Scope of the Problem
− Medicare pays over 4.4 million claims 

every single working day, paying over 
$430 billion per year for the benefit 
of more than 45 million beneficiaries.

− Medicaid pays 2.5 billion claims each 
year, covering more than 54 million 
beneficiaries in 56 state and territory-
administered programs.

− In Kentucky alone, a CMS report 
projects that the rate of Medicare 
overpayments will have been 15.4 
percent for 2015, which means that 
one out of every seven Medicare pay-
ments to Kentucky providers is pro-
jected to have been an overpayment.

− Kentucky has the seventh highest 
percentage of projected overpayments 
for 2015.

The False Claims Act
− The FCA provides civil penalties 

for anyone who knowingly presents, 
or causes to be presented, a false or 
fraudulent claim for payment or ap-
proval, or has possession of money 
owed to the government and know-
ingly cause to be delivered less than 
all of that money.

− “Knowingly” for FCA purposes also 
includes deliberate ignorance or reck-

less indifference to the truth.
− The penalties for violation of the 

FCA are treble damages and a pen-
alty of between $5,500 and $11,500 
PER VIOLATION. These numbers 
add up quickly.

− In addition to government investiga-
tions, violations of the FCA can be 
prosecuted by whistleblowers known as 
“relators,” who receive a portion of the 
government’s recovery against violators.
 

Overpayments
− Section 1128J(d)(1) of the Affordable 

Care Act requires a provider who re-
ceives an overpayment to report and 
return that overpayment within 60 
days of the payment being identified. 
This is known as the “60-Day Rule.”

− If an overpayment is not returned 
within 60 days, it can become a viola-
tion of the False Claims Act as a “re-
verse false claim.”

− An overpayment has not been truly 
“identified” until a provider “has, or 
should have through the exercise of 
reasonable diligence, determined that 
the person has received an overpay-
ment and quantified the amount of 
the overpayment.”

− Recipients of overpayments are obli-
gated to report and return overpay-
ments “within 6 years of the date the 
overpayment was received.”

Preventing False Claims
− 65.4 percent of the projected overpay-

ments in the CMS report cited “insuf-
ficient documentation” as the cause of 
the overpayment, which means that 
one of the easiest ways to avoid poten-
tial FCA liability is to provide proper 
documentation for all claims.

− Every healthcare provider should have 
a compliance plan and program, and 
compliance training for all personnel.

— Lisa English Hinkle and Christopher 
Shaughnessy are with McBrayer, Mc-
Ginnis, Leslie & Kirkland.

Louisville #2 for kids’  
physical activity 

The Kids Movement Index, re-
leased by GoNoodle, ranks Louis-
ville as the #2 large city and Ken-
tucky as the #3 state for kids physi-
cal activity.

Passpor t  Hea lth Plan,  the 
leading provider-sponsored, com-
munit y-based hea lth plan ad-
ministering Medicaid benef its to 
nearly 300,000 Kentuck ians, has 
been instrumental in bringing Go-
Noodle—an interact ive program 
designed to get students moving 
in the c lassroom—to elementary 
schools in Louisv i l le , Lex ington 
and other parts of Kentucky.

More than 550 elementa r y 
schools in the state were using Go-
Noodle as of April 2016. That trans-
lates to 4,000 different teachers lead-

ing nearly 110,000 students in more 
than 68,000 physical activity breaks. 
These physical activity breaks help 
to keep students engaged in learning 
throughout the day and improve aca-
demic performance.

Sullivan University to bring  
career-focused education to 
Northern Kentucky

Sullivan University, which for 
more than 50 years has provided 
students with higher education op-
portunities to improve their lives, is 
bringing its career-focused education 
programs to Northern Kentucky.

Based in Louisville, Sullivan Uni-
versity plans to offer classes later this 
year in the former Columbia Sussex 
building on Grandview Drive adjacent 
to Interstate 75 in Fort Mitchell.

Sul l ivan’s history of work ing 
closely with the business community 

to design education and skills train-
ing programs for employers will be a 
major asset in the region, said North-
ern Kentucky Chamber of Commerce 
President Trey Grayson.

The Sullivan University Center 
for Learning–Northern Kentucky 
will be led by Dr. Vicki Berling, a 
Northern Kentucky native and resi-
dent who has held administrative and 
management positions at Northern 
Kentucky University and Thomas 
More College.

Radiation therapy program moving  
to Louisville

As St. Catharine College closes, 
its radiation therapy program — the 
only such program in Kentucky — will 
transfer to a Louisville university.

The program will be offered at Bel-

larmine University, beginning this fall.
St. Catharine College is closing 

next month because of declining en-
rollment and unmanageable debt.
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UK Receives grant to connect 
Appalachian children to  
health insurance

T he  Un ive r s i t y 
of Kentucky Center 
of Excel lence in Ru-
ral Health(CERH) is 
one of 38 community 
organizat ions to re-
ceive funding from the 
Centers for Medicare 
& Medicaid Services 
(CMS) to help enroll eligible chil-
dren in Medicaid and the Children’s 
Health Insurance Program (CHIP) 
as part of the Connecting Kids to 
Coverage campaign. These awards, 
provided by the bipartisan Medical 
Access and CHIP Reauthorization 
Act  (M ACR A) leg is l at ion ,  a re 
designed to bui ld on the histor ic 
progress already made in increasing 
the number of chi ldren who have 
hea lth coverage.

The University of Kentucky Re-
search Foundation, on behalf of UK 
CERH, is a f irst-time participant 
in the Connecting Kids to Coverage 
Outreach and Enrollment Program.  
The award wil l support targeted 
strategies to enroll eligible children 
who do not have health coverage, 
including application assistance and 
targeted outreach for children and 
parents in 40 counties of the rural, 
mountainous, Appalachian region of 
the state.

Baptist Health signs binding 
purchase agreement for  
Floyd Memorial

With the go-ahead from gov-
ernment off icials and both hospital 
boards, Floyd Memoria l Hospita l 
and Health Services has moved one 
step closer to becoming part of the 
Baptist Health Family.

A binding asset purchase agree-
ment was signed on June 28, follow-
ing its approval by the Floyd Coun-
ty Commissioners, F loyd County 
Council and Floyd Memorial Board 
of Trustees. The Baptist Hea lth 
Board of Directors approved the 
transaction earlier today in a sepa-
rate meeting.

Signing of the agreement is the 
second step toward the hospita l 
being acquired by Louisv i l le, Ky.-
based Baptist Health. The f inal step 
wil l be the closing, expected to oc-
cur on Sept. 30.

After closing, the hospital wil l 
be known as Baptist Health Floyd, 

in keeping with Baptist Health’s tra-
dition of linking the hospital name 
with its geographic location.

The sale price includes capital 
investments by Baptist Health in 
Baptist Health Floyd of $140 million 
over the next seven years to expand 
services, invest in improved technol-
ogies and transition to Epic, one of 
the highest-rated electronic medical 
record systems in the nation.

Because the hospital was coun-
ty-owned, F loyd County wi l l re-
ceive about $75 mil l ion at c losing 
(after paying transaction costs). In 

add it ion,  another $61 
mil l ion wil l be paid over 
the next 10 years, some 
designated for ongoing 
healthcare-related needs 
and activities.

Baptist Health, one 
of three f inalists in the 
acquisition process, was 

considered a natural f it for Floyd 
Memorial because it has an estab-
lished and trusted presence in the 
Kentuck iana communit y. Baptist 
Health and Floyd Memorial already 
share some common services with 
their open heart and weight-loss 
surgery programs.

Vigilant Biosciences launches oral 
cancer test 

Vigilant Biosciences, Inc., a devel-
oper of solutions that aid in the early 
detection and intervention of cancer, 
announced the launch of the OncAlert 
Labs OraMark Test, the f irst quan-
titative oral rinse test to accurately 
measure a tumor-initiating and stem 
cell associated biomarker for oral can-

cer detection at its earliest stages. The 
OraMark test will be available to cli-
nicians in the U.S. as a laboratory de-
veloped test beginning in second half 
of 2016 exclusively through OncAlert 
Labs, LLC, a CLIA-certif ied labora-
tory and a Vigilant Biosciences aff ili-
ated company.

WellCare and KPA provide free 
heroin devices 

In response to Louisville’s grow-
ing heroin epidemic, healthcare com-
pany WellCare announced it would 
provide 1,000 free nasal atomizers 
to pharmacies for those who receive 
naloxone — a drug that reverses the 
effects of an opioid overdose and can 
save lives.

The nasal atomizers are foam 
cones that twist onto a naloxone sy-
ringe, making it a less-intimidating 

way for a non-medical professional to 
administer the drug to someone who 
has overdosed. While emergency per-
sonnel have long been equipped with 
naloxone sprays, legislation passed by 
the Kentucky General Assembly last 
year allowed pharmacists and health 
departments to distribute the drug 
without a prescription to addicts, so 
that family or loved ones could ad-
minister it quickly if they overdose.

Initial site work begins on new 
home for UofL pediatric healthcare

On July 18, the University of 
Louisville Foundation will begin con-
struction on a new, 170,000-square-
foot pediatric medical off ice build-
ing. The building will be designed 
to house all of the UofL Physicians 
pediatric specialty clinical practices, 
with a large general pediatrics loca-
tion on the ground f loor. The eight-
story building will have seven clinical 
f loors, plus a lab, pharmacy and ra-
diology services, as well as a rooftop 
garden and conference area.

The new building will be adja-
cent to the Uof L Physicians Out-
patient Center, located at 401 E. 
Chestnut St.

Planning for the building began 
in January 2015 and Architectural 
f irms GBBN, Stanley, Beaman & 
Sears and Messer Construction Co. 
have been engaged since June 2015.

An of f ic ia l  g roundbreak ing 
ceremony with more details on the 
overa l l v ision for the bui lding is 
scheduled for fall.
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Seven Counties opens  
women’s center

Seven Counties opened the Wom-
en’s Renaissance Center of Shelbyville 
in late June. The Women’s Renaissance 
Center is designed to serve pregnant 
women suffering from opioid use and 
co-occurring disorders.

Research indicates that babies born 
affected by opioids and heroin is increas-
ing every year. In a four-year period, the 
number of babies born with Neonatal 
Abstinence Syndrome (NAS) almost 
doubled, from 3.4 births per 1,000 in 
2009 to 5.8 births per 1,000 in 2012 – 
the equivalent to one baby born with 
NAS every 25 minutes.

The Center will specialize in provid-
ing a structured therapeutic environment 
that encourages, healthy social and emo-
tional development; secure attachment, 
healthy coping skills, parenting educa-
tion and treatment for substance use 
disorder aimed at establishing recovery 

and delivering a baby free from illicit 
substances.

Seven Counties recently announced 
a new national partnership with the Ha-
zelden Betty Ford Foundation to bring 
their COR-12™ Medication Assisted 
Treatment to our region, opening the 
first clinic of its kind in Bullitt County. 
The Women’s Renaissance Center will 
employ some of the same treatment op-
tions outlined in COR-12 to promote 
the unique approach that provides long 
term wraparound services individualized 
to the special needs of the mom and her 
unborn baby to help foster the develop-
ment of a strong and secure parent-child 
relationship. Counseling services will be 
provided by licensed professionals trained 
in the special needs and issues of preg-
nant women struggling with the disease 
of addiction.

Ashland hospital expands into 
wellness and prevention programs

King’s Daughters 
Medical Center in Ash-
land has developed an 
innovative strategy for 
building relationships 
with loca l employers 
to help their employees 
live healthier lives.

King’s Daughters 
began by focusing on 
self-insured employers, 
who can get the most direct benef it 
from reduced healthcare expenses. It 
used one-to-one employer outreach 
activities such as a farm-to-table em-
ployer lunch, to which more than 126 
local employers were invited.

King’s Daughters used Strategic 
Health Services of Alpharetta, Ga., 
to create a portal for health risk as-

sessment, biometric screening results, 
claims analytics and personal health 
prof iles of employees.

While the program is a imed at 
wel lness, it a lso f inds new cases for 
the hospita l . By means of screen-
ings for diabetes, cholesterol, and 
body mass index, employees be-
come patients.
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mately 1,875 Kentucky cl inicians 
with tools, information, and network 
support needed to improve quality of 
care, increase patients’ access to in-
formation, and spend healthcare dol-
lars more wisely.

As a member of the Great Lakes 
Practice Transformation Network, 
UK’s Kentucky Regional Exten-
sion Center and partners will sup-
port more than 15,500 clinicians to 

expand their quality improvement 
capacity, learn from one another, 
and achieve the common goals of 
improved care, better health, and 
reduced cost. The network will pro-
vide implementation science, process 
improvement and personalized pop-
ulation health management to help 
participating clinicians meet the ini-
tiative’s phases of transformation and 
associated milestones.

Corporate
Government Access
Healthcare Regulation
Real Estate
Litigation
Estate Planning

201 East Main Street, Suite 900

Lexington, Kentucky 40507

(859) 231-8780  |  www.mmlk.com

especially in healthcare, prevention can be the best medicine.

UK receives funding as part of 
National Quality Health Initiative

The University of Kentucky is 
partnering with the Indiana Uni-
versity School of Medicine in a 
$46 million grant-funded initiative 
with the aim of improving health-
care while lowering costs. UK will 
receive $4.6 million in funding to 
lead the Kentucky arm of a four-
state quality improvement effort 
funded by the Centers for Medicare 
and Medicaid Services (CMS) in the 
U.S. Department of Health and Hu-
man Services (HHS).

The Great Lakes Pract ice 
Transformation Network (GLPTN) 
trains and deploys “quality improve-
ment advisors” to transform the way 
over 10 million patients are cared for 
by more than 15,500 medical profes-
sionals throughout Indiana, Illinois, 
Michigan, Ohio and Kentucky.

The network is a collaboration 
among nearly three dozen university 
and state-connected partners de-
signed to reduce unnecessary visits 
and testing, while potentially saving 
$1 billion.

This network will provide tech-
nical assistance to equip approxi-

N E W S  in brief  

University of Louisville Hospital 
receives stroke award

University of Louisville Hospital, 
part of KentuckyOne Health, has re-
ceived the American Heart Associa-
tion/American Stroke Association’s 
Get With The Guidelines®-Stroke 
Gold Plus Achievement Award with 
Target: StrokeSM Honor Roll Elite 

Plus. The award recognizes the hos-
pital ’s commitment to providing the 
most appropriate stroke treatment 
according to nationally recognized, 
research-based guidelines based on 
the latest scientif ic evidence. 
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When elder abuse and substance abuse intersect
Multi-abuse form emerges and ripples.

By John (Jack) Rudnick, Jr. 

The announcement of World El-
der Abuse Day June 15, 2016 carries a 
dubious distinction. It is a tragedy that 
heinous acts against society’s most vul-
nerable warrants a public reminder with 
a dedicated and global awareness effort. 
Alleged elder abuse and neglect involv-
ing prominent public figures such as actor 
Mickey Rooney, broadcast mogul Casey 
Kasem, actress Zsa Zsa Gabor, and au-
thor Harper Lee call attention to a health 
and social challenge that knows no socio-
economic boundaries.

Awareness and increased knowledge, 
community education, and identification 
of intervention strategies are among the 
critical imperatives necessary to amelio-

rate this health and social challenge. A 
synopsis of awareness, education, preven-
tative, and intervention strategies is pro-
vided during an annual time of awareness 
promotion supported by the World Health 
Organization (WHO). 

According to the federal Administra-
tion on Aging’s National Center on Elder 
Abuse (NCEA)  (2016), elder abuse and 

neglect is defined as the intentional actions 
that cause harm or create a serious risk of 
harm (whether or not harm is intended) to 
a vulnerable elder by a caregiver or other 
person who stands in a trust relationship 
to the elder. This includes failure by a care-
giver to satisfy the elder’s basic needs or to 
protect the elder from harm.

Because this is an underreported phe-

nomenon, it is uncertain how many are 
victimized by elder abuse and neglect. It 
appears that female elders are abused at a 
higher rate than males and that the inci-
dence and prevalence rise with age.

More Training Needed
Signs of elder abuse may be missed by 

professionals working with older Ameri-

cans because professionals lack adequate 
training on detecting abuse. The elderly 
may be reluctant to report abuse themselves 
because of fear of retaliation, embarrass-
ment, shame, lack of physical and/or cogni-
tive ability to report; or because they don’t 
want to get the abuser (90 percent of whom 
are family members) in trouble.

Elders who experienced abuse are 300 
percent higher-at-risk of death when com-
pared to those who had not been abused 
(NECA, 2016). Victims of elder abuse 
have experienced significantly higher lev-
els of psychological distress and lower per-
ceived self-efficacy than older adults who 
have not been victimized. Older adults 
who are victims of violence have addition-
al healthcare problems than other older 
adults, including increased bone or joint 
problems, digestive problems, depression 
or anxiety, chronic pain, high blood pres-
sure, and heart problems.

Fiscal Costs
Abuse, neglect, and exploitation  pro-

foundly affect fiscal cost. The Department 
of Health and Human Services (2016) re-
ports that the direct medical costs associ-
ated with violent injuries to older adults are 
estimated to add over $5.3 billion to the 
nation’s annual health expenditures, and 
the annual financial loss by victims of elder 
financial exploitation were estimated to be 
$2.9 billion in 2009, a 12 percent increase 
from 2008.

Hybrid Financial Abuse (HFA) 
emerges as a new subcategory of elder 
abuse. Pure Financial Abuse (PFA) (i.e., 
those without other co-morbid  forms) 

rarely occurs without another concomi-
tant abuse type. Neglect, self- neglect, and 
emotional/psychological abuse types often 
accompany financial abuse (which includes 
material exploitation.) 

Accordingly, variations of HFA have 
been used to reflect multiple abuse forms—
or what this author refers to as Multi-abuse 
Form (MAF) involvement. Heroin and 
other substance abuse exacerbates the fi-
nancial abuse category. Financial abuse 
is the single most prevalent rising form 
among the seven excepted forms to date. 
heroin abuse in elder abuse form a danger-
ous intersection. Some elders find them-
selves in a grandparent trap and may be 
afraid not to lend money as requested. The 
reason is the potential fear of threatened 
alienation from loved-ones and or isolation 
from seeing grandchildren as retaliation for 
not acquiescing to a family member’s finan-
cial or material request. 

Tackling Abuse
Vigilance, awareness, education, pre-

vention and intervention strategies are 
among the means identified to ameliorate 
elder abuse and neglect in American com-
munities. An awareness that adult pro-
tective services (APS) or, in the event of 
imminent physical danger, the police are 
appropriate responses to consider contact-
ing should elder abuse, neglect, or exploi-
tation  to be suspected. Communities that 
catalyze elder abuse and neglect awareness 
efforts (along with, education, prevention, 
and intervention strategies) can ameliorate 
this rising public health epidemic.

Note Kentucky is in any person re-
porting state meaning that it is a Class B 
misdemeanor (KRS 209.990)) if it is de-
termined that one fails to report suspicions 
of abuse. 

— John (Jack) Rudnick, Jr. is Chief Op-
erating Officer at Tri-State Gastro in North-
ern Kentucky.
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INCIDENCE	AND		
PREVALENCE	
The Department of Health and Human Services (2016) provides the 
following public health findings on what is known about the incidence 
and prevalence of elder abuse and neglect as a growing epidemic: 

— Research indicates that approximately ten percent of 
study participants experienced abuse in the prior year. 

— Data from state Adult Protective Services (APS) agencies 
reflect an increasing trend in elder abuse reporting.

— An overwhelming number of cases of abuse, neglect, 
and exploitation go undetected and untreated each 
year. It is suspected that only one in five cases that 
should be reported actually result in a filed claim.

— Financial abuse and material exploitation was self-reported at a 
rate of 41 per 1,000 surveyed, which was higher than self-reported 
rates of emotional, physical, and sexual abuse or neglect.

N E W S  in brief  
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Physicians’ responsibility to obtain informed consent
Check your state’s laws so you know what is required for your informed consent 
discussions with patients. 

By Jeremy Wale, JD

A patient’s ab-
solute right to make 
informed decisions 
regarding his or her 
medical care is the 
foundation of in-
formed consent. The 
American Medical 
Association states, 
“Physicians should 

sensitively and respectfully disclose all rel-
evant medical information to patients. The 
quantity and specificity of this information 
should be tailored to meet the preferences 
and needs of individual patients.”

Informed consent as a legal require-
ment began in earnest with a New York 
lawsuit back in the early 1900s. Justice 
Cardozo of the New York Court of Ap-
peals stated, “[e]very human being of adult 
years and sound mind has a right to de-
termine what shall be done with his own 
body…” This Appeals Court decision laid 
the framework for our modern-day in-
formed consent laws and rules.

Over the years, case law relating to 
informed consent has evolved—with some 
states introducing statutes governing con-
sent requirements for healthcare providers.

Varies State by State
Informed consent laws differ by state in 

the amount of information a healthcare pro-
vider is required to disclose to the patient. 
Some states employ a “reasonable physician” 
standard, meaning a healthcare provider 
must provide the amount of information a 
reasonably prudent physician would provide 
in the same or similar circumstances. Other 
states use a “reasonable patient” standard, 
requiring that a physician provide informa-
tion that a reasonable patient would need to 

make an informed decision.
Generally speaking, physicians do 

well to provide patients with enough in-
formation to be able to make a fully in-
formed decision about medical care. Ex-
ceptions to the informed consent require-
ment can be made for emergencies where 
the patient is unconscious and arrives at a 
facility needing a life-saving procedure. 
Check your state’s laws so you know what 
is required for your informed consent dis-
cussions with patients.

Pediatric Patients
A parent may consent to treatment for 

his or her own child. There are certain in-
stances where a minor (under age 18) may 
consent to his or her own treatment. These 
instances differ by state, but generally in-
clude treatment for drugs/alcohol abuse, 
sexually transmitted diseases, HIV/AIDS 
testing, and reproductive health. Check 
your state’s laws before allowing a minor 
to be treated without parental consent.

Practices routinely ask our risk resourc-
es department what to do in situations of 
children with divorced parents. Typically, 
each parent maintains his or her right to 
consent to medical treatment for the child.

When you encounter a divorce decree 
granting full legal and/or physical custody 
to one parent, he or she has the sole right 
to make healthcare decisions for the child. 
If one parent has sole physical custody but 
legal custody is joint, then both parents 
maintain the right to make healthcare deci-
sions for their child. These guidelines may 
not hold true in all situations. Consult an 
attorney when you have questions regard-
ing the ability of a divorced parent to con-
sent to treatment for a child.

You also may encounter situations 
where a parent’s rights have been termi-
nated by the court. Then the guardian of 

the child will have related documenta-
tion. It can be helpful to keep a copy of 
this documentation in the patient’s record 
so healthcare providers with access to the 
record know who is allowed to consent to 
treatment for the child.

Foster Children
Foster children present a unique di-

lemma for many practices. Often, foster 
parent(s) will have documentation from 
the court giving them permission to 
make decisions on behalf of the child for 
routine healthcare.

Birth parents do maintain parental 
rights with most foster care situations. 
Usually the foster parent or guardian will 
have authority to consent to routine health-
care for a child, whether via court order 
or the birth parent(s) signing a document 
giving the foster parent this right.

Questions also arise as to whether 
the parent maintains a right to request the 
child’s medical record when the child is un-
der the care of a foster parent. A birth par-
ent’s right to review a foster child’s medical 
record is a tenuous situation best handled 
on a case-by-case basis.

If your practice treats foster children, 
consider contacting your state or local fos-
ter care agency to determine your legal ob-
ligations when treating these children. You 
also may wish to contact a local attorney 
to assist you in determining protocols to 
ensure that the proper person is consenting 
for a child’s treatment.

The Vaccination Challenge
When parents decide not to vaccinate 

their children, some practices have made 

the decision to refuse to provide healthcare 
to those pediatric patients. That said, how 
do you handle patients whose parents have 
decided to cease their children’s vaccina-
tions? You have two options: continue to 
treat the patients or terminate them from 
the practice.

Termination from the practice is best 
handled delicately and by the physician. If 
you decide to terminate, consider having 
several conversations to determine if the 
parents are willing to reconsider before 
acting. If the parents hold their position, 
proceed to share your decision to end your 
care, explaining you will continue care un-
til such time the parents are able to find 
another physician. This may require more 
than 30 days of care. Offer any assistance 
you have available to help these parents 
find another pediatrician.

If you decide to continue caring for 
patients whose parents refuse to allow vac-
cinations, document all conversations you 
have with the parents regarding risks re-
lated to the refusal. If you strongly advocate 
for vaccinations, you may want to counsel 
parents to consider vaccinating.

It may be helpful to obtain input from 
all healthcare providers and staff before im-
plementing a practice-wide policy refusing 
to treat patients whose parents refuse vac-
cinations. It is important that all healthcare 
providers are on the same page and agree 
on such a policy.

— Jeremy Wale, JD, is a risk resource ad-
visor with ProAssurance. 
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	 INFO
— You are informed. You have received information 

about your health condition and treatment options.

— You understand your health condition 
and treatment options.

— You are able to decide what healthcare treatment you 
want to receive and give your consent to receive it.
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House Bill 309
Kentucky enacts public-private partnership legislation, new opportunities for 
healthcare industries.

Cassidy Rosenthal and 
Charlotte Turner McCoy

With passage of House Bill 309, 
Kentucky has joined the majority of 
states with public-private partnership 
(commonly referred to as “P3”) legis-
lation. The legislation opens the door 
to public improvement projects in Ken-
tucky at a time when funding for state 
and local projects has dwindled. 

While P3 projects may traditional-
ly have been thought of as being limited 
to large transportation and infrastruc-
ture projects, Kentucky’s legislation is 
much broader, with no particular limits 
on the type of project or service and 
allowing the use of P3 at the local com-
munity level. Accordingly, industries, 
such as the healthcare business com-
munity, where historically such legisla-
tion did not have much applicability to 
them, may now find new opportunities.    

P3 Defined
P3 is a contractual agreement be-

tween a public owner (the state, a city 
or a county) and a private sector entity 
in which the private entity assumes f i-
nancial, technical, and/or operational 
risk for the project. P3s allow public 
and private entities to share their re-
sources and expertise in delivering a 

service or facility to the public. P3s 
provide state and local governmental 
entities a lternative ways to f inance 
needed projects when funding might 
otherwise not be available, al lowing 
them to partner and share revenue with 
private entities.    

Under Kentucky’s P3 legislation, 
state and local governmental entities 
may solicit proposals from the private 
sector for specif ic projects using tra-
ditional Requests for Proposals and 
bidding procedures. Additionally, the 
P3 legislation allows private entities 
to submit unsolicited project propos-
als. Also, combined local governments 
are permitted to jointly contract with 
private entities for projects that may 
benef it several cities or counties.

Examples of P3
Examples of successful P3 projects 

in other states include state park im-
provement and operation, schools, wa-
ter and wastewater projects, highway 
rest areas and transportation infra-
structure. The University of Kentucky 
is currently replacing all of its outdated 
student dormitories in phases using a 

public private partnership with a pri-
vate entity.  

Kentucky’s newly enacted legisla-
tion contains state oversight for state 
and local P3 projects.

 State Projects
− The Secretary of the Finance Cabinet 

must promulgate regulations to detail 
the P3 process.

− Copies of Requests for Proposals must 
be submitted to the Legislative Re-
search Commission’s Capital Projects 
and Bond Oversight Committee.

− State P3 projects over $25,000,000 must 
be authorized by the Legislature.

− The P3 contract must be submitted 
for review to the Legislative Research 
Commission’s Government Contract 
Review Committee.

 Local Projects
− The Secretary of the Finance Cabinet 

must promulgate regulations for the lo-
cal governments P3 process.

− A new board (the Kentucky Local Gov-
ernment Private Public Partnership 
Board) is created within the Finance 
Cabinet. Any local P3 for more than 30 

percent of a local government’s general 
fund shall be evaluated and approved by 
the Board.

Kentucky’s Secretary of the Fi-
nance Cabinet must promulgate regu-
lations for state and local P3 projects by 
December 31, 2016, and is directed by 
the legislation to consult with design-
builders, construction managers, con-
tractors, design professionals including 
engineers and architects, and other ap-
propriate professionals in its develop-
ment of the regulations. 

Benefits of P3
Once f inished, these regulations 

will provide more detail regarding re-
quirements and oversight for these type 
of projects. The public wil l have an 
opportunity to comment on proposed 
regulations prior to their adoption and 
implementation.    

P3 offers new opportunities to 
invest in Kentucky infrastructures, 
capital projects, and services. It offers 
opportunities for private enterprise to 
propose creative solutions to public 
problems and the f lexibility for public 
entities to incorporate new and innova-
tive ideas from the private sector. 

The potential applicability of P3 is 
not limited to large capital and infra-
structure projects and may be leveraged 
for smaller projects and for the delivery 
of services. This legislation gives Ken-
tucky a tool that the majority of states 
have successfully employed. 

— Cassidy Rosenthal and Charlotte 
Turner McCoy are members of Stites & 
Harbison in Lexington, Kentucky.
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Final 60-day rules
How will the rules affect practitioners?

By Lisa English Hinkle

When the Cen-
ters for Medicare and 
Medicaid Services 
(CMS) finalized the 
long awaited rules 
implementing the Af-
fordable Care Act’s 
(ACA) requirements 
for returning overpay-
ments within 60 days, 
a long and uncertain 

road toward False Claims Act liability for 
the knowing retention of overpayments 
(also known as reverse false claims) was 
finally paved. CMS’s proposed 2012 rules 
stunned providers with a 10-year lookback 
period and lack of clarity as to when an 
overpayment is considered “identified” for 
purposes of the rule. Four long years later, 
the good news is that CMS seems to have 
listened to commentators, backed off sig-
nificantly from earlier draconian proposi-
tions, and provided some flexibility in the 
identification and return of overpayments 
as well as a moderately truncated timeline 
for a lookback period. 

In Practice
Last fall, providers’ concerns with the 

lack of clarity of when an overpayment is 
identified only increased after the ruling in 
Kane v. Healthfirst, the first federal case to 
apply the 60-day rule of the ACA. In this 
relator case, a software glitch caused the 
use of incorrect codes that were not repaid 
until two years after detailed information 
had been provided to administration. 

The Court rejected the arguments of 

the defendant healthcare system that its 
obligation to repay the overpayment did 
not arise until a conclusive determination 
had been made as to the exact nature and 
amount of the overpayment, some two 
years after notification that had included 
a list of claims. The Court tracked the lan-
guage of the original proposed rule, which 
stated that an overpayment resulted if the 
person has actual knowledge of the exis-
tence of the overpayment or acts in reck-
less disregard or deliberate ignorance of the 
overpayment.

The final 60-day rule walks back the 
result in Kane, clarifying that an overpay-
ment has not been truly “identified” until 
a provider “has, or should have through 
the exercise of reasonable diligence, de-
termined that the person has received an 
overpayment and quantified the amount of 
the overpayment (emphasis added).”

 In other words, just the indication 
or mere notice of a potential overpayment 
is not “identification” of an overpayment. 
The 60-day window is not triggered un-
til the overpayment has been quanti-
fied after a reasonably diligent investi-
gation (which CMS strongly suggests 
should take no more than six months). 

The Good News
The practical upshot is that this clari-

fication is an incentive for providers to con-
duct reasonable inquiries into payments. 
This is a highly pragmatic approach that 
shifts the emphasis from the “knew or 
should have known” knowledge standard 

to the reasonable actions of the provider 
in investigating and quantifying overpay-
ments and giving six months to accomplish 
the review. 

CMS also makes clear that the pro-
vider may quantify the amount of an over-
payment using statistical sampling and 
extrapolation or other methodologies as 
appropriate. This approach rewards rea-
sonably diligent actors while maintaining 
liability for willful or negligent oversight. 

In the final rule, CMS went out of its 
way to emphasize reasonable diligence on 
the part of providers, particularly focus-
ing on the importance of compliance pro-
grams and expressed as much in the final 
rule by stating, “Providers and suppliers 
are responsible for ensuring their Medi-

care claims are accurate and proper and 
are encouraged to have effective compli-
ance programs as a way to avoid receiving 
or retaining overpayments.”

The lookback period received similar 
softening, with the 10-year lookback of 
the proposed rule shortened to a six-year 
window. This is a huge sigh of relief for 
providers, as the potential liability over ten 
years could be financially devastating. 
 
Still a Burden

Still, a six-year period is a lengthy 
period of time and potentially a difficult 
burden for providers as well as expensive 
if long standing errors are discovered for 
a provider who discovers a single overpay-
ment, the six-year lookback period seems 
particularly harsh. 

Comments in the preamble, however, 
indicate that CMS expects a provider to 
identify and quantify all related overpay-
ments and determine whether there are 
more overpayments for the same issue 
before reporting and returning the over-
paid claim. In any case, a six-year audit 
of records will be an arduous task for any 
provider, but at least it isn’t the 10 years it 
might have been.

All in all, the Final Rule, effective 
March 14, 2016, is a far more flexible and 
reasonable regulation for providers than it 
might have been otherwise, and it repre-
sents what may be a tacit admission on the 
part of CMS that the 60-day rule in the 
ACA on its face might lead to particularly 
harsh outcomes for largely unintentional 
occurrences on the part of providers. The 
advantage of robust investigation of billing 
errors is that potential liability for reverse 
false claims can be eliminated when repay-
ments of overpayments are made in a man-
ner consistent with the Final Rule. With 
liability of three times the amount of the 
claim on the line for a false claim, looking 
back six years and making the refund may 
be a small price to pay for elimination of 
potential liability for reverse false claims. 
Here again is a situation where providers 
should be proactive and establish a robust 
compliance program, one of the easiest 
methods available to stave off potential 
False Claims Act liability. 

—Lisa English Hinkle is with McBray-
er, McGinnis, Leslie & Kirkland in Lexing-
ton, Kentucky.
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Common law and common sense
Proposed changes to the Hospital and Critical Access Hospital Medicare CoPS.

by Adele Merenstein

On June 16, 
2016, the U.S. De-
partment of Health 
and Human Services 
Centers (DHHS) 
Centers for Medicare 
and Medicaid Servic-
es (CMS) published 
in the Federal Regis-

ter a proposed rule (Proposed Rule) that 
would update the requirements that hos-
pitals and critical access hospitals (CAH) 
must meet to participate in the Medicare 
and Medicaid programs (Conditions of 
Participation or CoPs). 

Hospitals and CAHs must meet the 
minimum health and safety standards 
established in the CoPs to be eligible for 
certification and reimbursement from 
these programs. Since most hospitals 
participate in the Medicare and Medicaid 
programs and a sizeable portion of their 
revenues derive from these programs, it 
is important for hospitals and CAHs to 
stay abreast of changes in the CoPs and 
to prepare for new standards introduced 
in proposed rules. 

Highlights of the Proposed Rule
Non-Discrimination: There are a 

number of federal laws prohibiting dis-
crimination including a new DHHS Of-
fice of Civil Rights final rule, effective 
July 18, 2016, that prohibits discrimi-
nation based on sex, gender identity 
and sex stereotyping in the provision of 
healthcare. Notwithstanding, the current 
hospital CoPs do not explicitly prohibit 
discrimination. Because discrimina-
tory behavior by healthcare providers 
can negatively impact access to and ef-
fectiveness of healthcare delivery, CMS 
proposes to amend the CoPs to establish 
requirements that hospitals (including 
CAHs) not discriminate on the basis of 
race, color, national origin, sex (including 
gender identity), sexual orientation, age, 
disability or religion. 

Further, hospitals must establish 

and implement written policies prohib-
iting such discrimination. The Proposed 
Rule would require hospitals to inform 
a patient (including the patient’s repre-
sentative and/or support person, as ap-
plicable) of the patient’s right to be free 
from discrimination and the process for 
filing a complaint if the patient encoun-
ters discrimination. 

Terminology Changes to Promote 
Access to Care: In the “Patient’s Rights” 
CoPs that govern the use of restraint and 
seclusion in the hospital setting, CMS 
proposes to eliminate the use of the term 
“licensed independent practitioner” (LIP) 
and substitute “licensed practitioner” to 
clarify that physician assistants (PA) may 
order and monitor the use of restraint or 
seclusion if permitted to do so by hospital 
policy in accordance with State law, not-
withstanding PAs do not practice inde-
pendently. The change was prompted by 
a recognition that independent practice 
is “not a measure of a healthcare profes-
sional’s educational preparation, compe-
tency or ability to provide quality medical 
care,” and that the LIP terminology is 
inconsistent with the movement toward 
team-based healthcare delivery.” Un-
necessary limitation of the PA’s scope of 
practice also burdens hospitals, particu-
larly small hospitals and rural hospitals. 

Medical Records Access in Electronic 
Format: CMS proposes to clarify that 
a patient has the right to access their 
medical records, upon an oral or writ-

ten request, in the form and format re-
quested if it is readily producible in such 
form or format including an electronic 
format when medical records are main-
tained electronically. Currently, the CoPs 
guarantee access but do not specify the 
format for production and do not spe-
cifically provide for access with a verbal 
request only. 

Quality Assessment and Perfor-
mance Improvement (QAPI) Program: 
Per the current CoPs, hospitals must 
maintain hospital-wide data-driven 
quality assessment and performance 
improvement programs. If amended, the 
CoPs will require hospitals to incorpo-
rate quality indicator patient care and 
other relevant data such as data sub-
mitted to or received from Medicare 
quality reporting and quality perfor-
mance programs including data related 
to hospital readmissions and hospital-
acquired conditions. 

By adding the highlighted language, 
CMS hopes to encourage hospitals to 
draw from the readily available and rich 
source of quality data produced by the 
Medicare quality data reporting pro-
grams (e.g., Hospital Inpatient Qual-
ity Reporting program, Hospital Value-
Based Purchasing Program) when de-
veloping their QAPI programs. In turn, 

use of this data can help drive continued 
improvement in care.

New Antibiotic Stewardship Re-
quirements and Focus on Infection Pre-
vention: CMS proposes to require hos-
pitals and CAHs to develop an “antibi-
otic stewardship program” as a means to 
improve hospital antibiotic-prescribing 

practices and reduce patient risk for po-
tentially life-threatening antibiotic re-
sistant infections. In addition, the CoPs 
would be modified to emphasize the role 
of prevention in infection control in-
cluding the surveillance, prevention and 
control of healthcare associated infec-
tions (HAI). The program would have 
to demonstrate adherence to nationally 
recognized prevention and control guide-
lines for reducing transmission of HAIs, 
and best practices for improving antibi-
otic use. 

For example, CMS proposes to elim-
inate the reference to “infection control 
officer” and substitute the more current 
“infection preventionist/infection control 
professional.” And instead of focusing on 
transmission of infections between “pa-
tients and personnel,” the Proposed Rule 
focuses on “transmission of infection” in 
a broader sense which encompasses, pre-
vention and control of infections between 
individuals across the entire hospital set-
ting, for example, among patients, per-
sonnel and visitors, and even between the 
hospital and other healthcare institutions 
and settings. The Proposed Rule would 
require hospitals to designate leaders 
of the infection prevention and control 
program and the antibiotic stewardship 
program respectively, who are qualified 

through education, training, experience, or 
certification. Finally, the infection preven-
tion and control program must reflect the 
scope and complexity of the services offered 
by the hospital.

—Adele Merenstein i s  with Hall 
Render Killian Heath & Lyman in 
Indianapolis , Indiana.
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CMS is accepting comments until 5 p.m. on  

August 15, 2016. The Proposed Rule can be found here:  

gpo.gov/fdsys/pkg/FR-2016-06-16/pdf/2016-13925.pdf.
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Ky.’s life expectancy is 76; 
fluctuates from county to county

A life lived in Kentucky is ex-
pected to vary up to nine years in 
length depending on the county in 
which it ’s spent.

Life expectancy is perhaps the 
most basic measure of a communi-
ty’s overall health. Health research-
ers say life expectancy is driven by 
a complex web of factors that inf lu-
ence health: opportunities for edu-
cation and jobs, safe and affordable 
housing, avai labi l it y of nutrit ious 
food and places for physical activity, 
and access to healthcare, child care 
and social services.

The state average is 76 years. 
Twenty-four of 120 Kentucky coun-
ties exceed that f igure, mostly in the 
counties near Louisvil le, Lexing-

ton, Frankfort, Bardstown, Eliza-
bethtown, Owensboro and Bowling 
Green, with a few exceptions. Old-
ham County has the state’s highest 
life expectancy, 79 years. Nine coun-
ties (Fayette, Jessamine, Scott, Gar-
rard, Shelby, Bullitt, Meade, Boone, 
and Calloway) share a life expectancy 
of 78.

The numbers are on a Kentucky 
life expectancy map released by re-
searchers at the Virginia Common-
wealth University Center on Society 
and Health and the Robert Wood 
Johnson Foundation. It shows that 
chances to lead a long and healthy 
life can vary dramatically by county, 
according to Kentucky Health News.

Nonprofit says most of the 52 
Kentucky hospitals got Bs and Cs 

A nonprof it group that rates 
hospitals recently doled out its hos-
pital safety scores and found that 
most Kentucky hospitals scored a 
‘B’ or ‘C’ in overall patient safety, 
and that f ive of the six Kentucky 
hospitals that got Ds are owned by 
the same hospital system.

The Leapfrog Group, a non-prof-
it organization that rates hospitals, 
evaluated more than 2,500 hospitals 
nationwide, including 52 in Ken-
tucky. Most of Kentucky’s hospitals 
were not rated because rural critical-
access hospitals don’t have to report 

their quality measures.
It found that 21.2 percent (11) of 

Kentucky’s hospitals got As, which 
was much lower than the national 
average of 31 percent, while 11.5 
percent (six) got Ds, more than the 
national average of 6.3 percent. Ad-
ditionally, 23 percent (12) got Bs and 
44 percent (23) got Cs.

KNI Stroke Center receives 
high designation 

UK Hea lth-
Care’s Kentucky 
Neuroscience In-
stitute (KNI) has 
received the “Get 
With The Guidelines 
- Stroke Gold-Plus 
Quality Achieve-
ment Award” by the 
American Heart As-

sociation/American Stroke Association 
for maintaining national ly recog-
nized standards for the treatment of 
stroke patients.

KNI also received the association’s 

Target: Stroke Honor Roll Elite for 
meeting stroke quality measures that 
reduce the time between hospital ar-
rival and treatment with the clot-buster 
tPA, the only drug approved by the U.S. 
Food and Drug Administration to treat 
ischemic stroke. Over 12 months, at 
least 75 percent of the hospital’s isch-
emic stroke patients received tPA within 
60 minutes of arriving at the hospital 
(known as door-to-needle time). Stroke 
patients who receive tPA within three 
hours of the onset of symptoms may re-
cover more quickly and are less likely to 
suffer severe disability.

Lung cancer breath ‘signature’ 
provides earlier diagnosis

A single breath may be all it takes to 
identify the return of lung cancer after 
surgery, according to a study authored 
by University of Louisville Researchers 
and posted online today by The Annals 
of Thoracic Surgery.

Exhaled breath contains thousands 
of volatile organic compounds (VOCs) 
that vary in composition and pattern 
depending on a person’s health status. 
A subset of four VOCs—called car-
bonyl compounds because of their car-
bon base—have been discovered in the 
exhaled breath of lung cancer patients. 

Being able to identify this lung cancer 
“signature” through a simple breath test 
has emerged as one of the most promis-
ing ways to diagnose the disease. Now 
the test is being used to monitor for dis-
ease recurrence.

Erin Schumer, MD, Victor van 
Berkel, MD, PhD, and colleagues from 
the University of Louisville analyzed 
breath samples collected before and after 
surgery from 31 lung cancer patients and 
compared their carbonyl VOCs levels 
with samples from 187 healthy patients.

N E W S  in brief    
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Reasonable and Prudent 
Parent Standard will benefit 
youth in residential care

By David Finke, PhD

For Uspiritus, and other private child 
caring facilities, one important factor in 
attaining a successful outcome is making 
the lives of the children for which we 
care as normal as possible while they are 
with us. In many cases, their lives have 
been anything but normal prior to being 
placed in residential care.

Federal and state laws have previ-
ously placed restrictions on what activi-
ties that youth in out-of-home care could 
participate in without staff first being re-
quired to follow an approval process and 
obtain permission from the child’s birth 
parent, social worker or the court. While 
designed to protect them, in many cases, 
these policies only proved to prevent the 
children from growing up, learning to 
solve real world problems and from par-
ticipating in activities with their peers. 
The approval process also took a lot of 
time for all parties involved – time that 
could have been better spent in helping 
the child heal.

On Sept. 29, 2014, President Obama 
signed the Reasonable and Prudent Par-
ent Standard (RPPS) into law, which 
amends various provisions of Title IV-E 
of the Social Security Act. One of the 
two main goals of this law is to make 
changes to the child welfare system to 
improve outcomes for children and youth 
in care. This law is applicable to all foster 
and pre-adoptive parents, private child 
care agencies and group homes.

“Normalcy” is defined, in relation to 
RPPS, as the right for ALL children and 

youth in out-of-home care to participate 
in age-appropriate extracurricular, en-
richment and social activities; and the 
opportunity for ALL children and youth 
in out-of-home care to achieve emotional 
well-being, as well as to develop valuable 
life-coping skills.

Two key paradigm shifts are occurring 
as a result:
− Safety is being reconsidered in an 

age and developmentally appropriate 
manner so that youth may be allowed 
to participate in “normal” age-related 
activities.

− Caregivers are empowered to make 
routine caregiving decisions without 
having to get permission first.

At Uspiritus, all of our private child 
care staff is being trained on the new stan-
dard, which we will implement on July 1. 
We will also have a designated person on 
each of our two residential campuses 24 
hours a day to make reasonable and pru-
dent parenting decisions. We are also pro-
viding training for Uspiritus foster parents 
and will have a designated RPPS person 
available to them as a resource.

RPPS will allow the kids to lead a 
more normal life while in residential care. 
They will be allowed to do more things 
that their peers are allowed to do, such as 
get their ears pierced and spend the night 
with friends. It will allow the treatment 
staff to make more parenting-like deci-
sions without having to track down a so-
cial worker.

Not only will the youth benefit from 
getting to participate in more age-ap-
propriate actitivies, but those age 14 and 
older will play an active role in case plan-
ning and transition planning for success-
ful adulthood. They can also help choose 
certain advisors/advocates who participate 
in their case planning. The law also man-
dates provision of a list of rights to youth 
age 14 and older be included in their case 
plan document.

— David Finke is the vice president of 
Residential Services for Uspiritus.

The call for non-pharmacologic 
approaches to address chronic 
pain in Kentucky

By Gerard Clum

The Unites States has awakened on 
every level to the crushing impact of the 
opioid use/abuse epidemic. Calls have 
come for a shift away from opioid use to-
ward non-pharmacologic approaches to 
address chronic pain. An important non-
pharmacologic approach in helping to solve 
this crisis is chiropractic care. 

Collectively, we must begin to extri-
cate ourselves from our current ineffec-
tive, dangerous and often fatal reality. The 
use of opiate drugs and the abuse of these 
products, has become the story of the day 
in the popular press -- as well as in the 
scientific literature. In the process, pain 
management is finally getting the atten-
tion it deserves. 

The data speaks for itself. Overdose 
deaths involving prescription opioids 
have quadrupled since 1999, as have sales 
of these prescription drugs. From 1999 
to 2014, more than 165,000 people have 
died in the U.S. from overdoses related to 
prescription opioids. Kentucky holds one 
of the highest rates of death due to drug 
overdose in the U.S., according to the 
Centers for Disease Control and Preven-
tion (CDC). 

The problem remains that opioids 
frequently are prescribed for acute and 
subacute low back pain, despite low qual-
ity or inconclusive supporting evidence 
regarding their use in this circumstance. 
Furthermore, there are no randomized 
control trials that have shown opioids to 
improve function.

A New Way
The CDC guidelines and the National 

Pain Strategy share an important element 
to address the out-of-control opiate envi-
ronment in the U.S.: encouraging medi-
cal doctors to utilize non-pharmacologic, 
conservative care and consider nonaddic-
tive alternative options, behavioral changes 
and non-addictive pain relievers.

Chiropractic care is a hands on, 
non-invasive approach documented to be 
effective in the acute and chronic neuro-
musculoskeletal pain environment, yield-
ing improved clinical outcomes, reduced 
costs and high levels of patient satisfaction.

Chiropractic patients may receive 
spinal adjustments and/or alternative 
drugless therapies that assist the in-
nate capabilities of the body to relieve 
pain, restore health and prevent dis-
ease. Chiropractic adjustments may 
aid in musculoskeletal mobilization to 
reduce pain and improve function.

With the prevalence of back, low back 
and neck pain, and the documented role of 
non-invasive, drug-free chiropractic care 
to successfully address these conditions 
and alleviate pain, providers in multiple 
disciplines and throughout the healthcare 
continuum are now advocating chiroprac-
tic care as a leading alternative to usual 
medical care.

The addition of chiropractic coverage 
for the treatment of low back and neck 
pain at prices typically payable in U.S. em-
ployer sponsored health benefit plans will 
likely increase value-for-dollar by improv-
ing clinical outcomes and either reducing 
total spending (neck pain) or increasing to-
tal spending (low back pain) by a smaller 
percentage than clinical outcomes improve.

— Gerard Clum, DC, is president 
emeritus at Life Chiropractic College West in 
Hayward, California.

PRINT	TO	WEB:
Read the full article online 
at www.medicalnews.md.
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†Program available online through the Louisville campus

At Spencerian College, we teach our students the  
skills and self-confidence they need to thrive. Our 
highly skilled graduates are ready to contribute to  
your healthcare organization’s success!

LEXINGTON CAMPUS

800-456-3253
LOUISVILLE CAMPUS

800-264-1799
spencerian.edu

For more information about program successes in graduation rates, placement rates 
and occupations, please visit spencerian.edu/programsuccess.
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UK Researcher Developing Over-
dose Treatment

By Keith Hautala, Dave Melanson 
Jan 17, 2014
__________________________

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

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

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

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

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

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

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

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

Z

“HANDSTAND”, BRONZE BY TUSKA, LEXINGTON, KY. A DECEASED UK FINE ARTS PROFESSOR, TUSKA WAS FASCINATED WITH THE 
BEAUTY AND ATHLETICISM OF THE HUMAN FORM.


