
By Ben Keeton

Dr. Michael Karpf recently announced 
his decision to retire (or transition, as he 
refers to it) in 2017 following the hiring 
and appropriate transition period for  
his replacement.

Karpf ’s original mandate when recruited 
to the position by then UK president Lee Todd 
was to revitalize the clinical enterprise at UK 
incorporating both the hospital system and 
the College of Medicine. Since his arrival in 
2003, they have made considerable progress. 
Karpf said that the original goals established 
have been achieved and a strong foundation 
has been built for UK HealthCare.

Under Karpf ’s leadership, in the past 13 
years, UK has invested close to $2 billion for 
faculty recruitment, program development, 
technology acquisition as well as facilities, 
while also fostering partnerships with leading 

regional health providers across the state to 
extend care to those who need it most.

We sat down with Dr. Karpf to hear 
his thoughts and points of pride during his 
tenure at UK. Here are the highlights.
Medical News: What was your first job 
in healthcare, how did you get there and 
what did you learn from it?
Michael Karpf: I started out as an academic. 
My first real job after training was as a gung 
ho assistant professor in hematology and 
oncology. Shortly after, I was invited to be 
the chief resident by the individual who was 
my mentor as a medical student, who was 
retiring. He introduced me to educational 
programs and administration and I got a 
broader view of where healthcare was going. 
I became interested in educational programs 
and how hospitals function.
MN: When you were recruited to the 
University of Kentucky, what did you see 
that interested you? How did you feel UK 
HealthCare could impact the health of 
Kentuckians?
MK: It was the larger of the two academic 
medical centers. It hadn’t established in 
its community what an academic medical 
center means and what it should be doing.  
Specifically, by focusing on advanced specialty 
care, we could provide services and programs 
that weren’t available in Kentucky. By 
developing relationships with other hospitals, 

we could help Kentucky hospitals understand 
that UK would back them up, as opposed to 
compete with them. 

I spent my life in major academic 
medical centers in communities that were 
central to the health delivery system in the 
area. At UK, that hadn’t happened yet. If 
that happened at UK, we could improve 
services available to people and also develop 
relationships to develop a broader base of 
healthcare in Kentucky.
MN: How has UK HealthCare worked with 
rural healthcare providers to facilitate and 
increase access to coverage?
MK: When we did strategic planning, we 
decided that on campus, we should focus on 
the high end services that major academic 
medical centers do that community hospitals 
don’t do, such as trauma transplantation, 
pediatric sub-specialties and high-end 
cancer. We needed to build relationships 
with providers who were committed to 
doing things efficiently. Specifically, keeping 
appropriate patients close to home and then 
backing those hospitals up when they had 
patients they couldn’t take care of.

We’ve done that in several ways. For 
example, we’ve recruited physicians, we’ve 
done outreach, we’ve put networks together 
and helped them build their cancer programs, 
such as the Markey Cancer Center Research 
Network, and we’ve recruited cardiologists 
for the Gil Heart Institute. 

Continued on page 3

Michael Karpf, MD,  
executive vice president for 
Health Affairs at the University  
of Kentucky, discusses his tenure.

 

The system in Kentucky is 

still relatively fragmented and 

steeply embedded in fee-for-

service management. That  

won’t work in the long haul.
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636,000 in 2nd quarter of 2016
78 percent covered under expansion program, 
which was most important for young adults. 
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People who have served report 
better overall health
The majority of people who have served in the 
U.S. military report being in very good or excellent 
health despite facing notable health challenges, 
including higher rates of cancer and coronary heart 
disease, than those who have not served (also 
referred to as civilians). 
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As we’ve helped these hospitals 

expand their capabilities, they’ve 

helped us by focusing on us 

when they have patients that 

they just can’t take care of. 

It’s been a win-win situation.
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Pharmacogenetics company files  
for bankruptcy

A loca l pharmacogenet ics com-
pany that has a partnership with the 
Universit y of Louisv i l le Foundat ion 
f i led Chapter 11 bankruptcy in No-
vember, c it ing a recent overpayment 
demand of $26.3 million from a Medi-
care contractor.

Pharmacogenetics Diagnostic Lab-
oratory, LLC — also known as PGXL 
Laboratories — was founded in 2004 

by Dr. Roland Valdes Jr. and Dr. Mark 
Linder, both professors in Uof L’s De-
partment of Pathology and Laboratory 
Medicine. PGXL is a commercial and 
research laboratory that works to bring 
genetic drug sensitivity testing into the 
medical mainstream, offering diagnos-
tic services to physicians and hospitals.

Kentucky Colonels awards grant to 
support C.A.R.E. 

The Honorable Order of the Ken-
tucky Colonels has awarded $10,300 
to the Saint Joseph Hospital Founda-
tion, part of KentuckyOne Health, to 
support the installation of its Continu-
ous Ambient Relaxation Environment 
(C.A.R.E.) Channel.  

To improve patient outcomes, the 
hospital ’s C.A.R.E. Channel will pro-
vide patients with 24-hour relaxation 
TV programming, including nature 
imagery and soothing music. 

 According to C.A.R.E. Channel 

developer Healing Healthcare Systems, 
hospitals across the country, including 
national ly renowned Johns Hopkins 
Hospital, have conducted case studies 
that provide compel l ing evidence for 
C.A.R.E. Channel effectiveness. Stud-
ies show the C.A.R.E. Channel helps 
reduce hospital stays and reliance on 
pain medication. C.A.R.E. program-
ming has been shown to support circa-
dian rhythms, enhance sleep and reduce 
the impact of hospital noise.

Sullivan University System schools 
recognized as military friendly

Three schools in the Sullivan Uni-
versity System have been recognized as 
Military Friendly Schools.

Sul l ivan University, the Sul l ivan 
College of Technology and Design and 
Spencerian College have been named 
by Victory Media – publisher of G.I. 
Jobs and the Guide to Military Friendly 
Schools – as Military Friendly Schools 
for 2017.

The 2017 Military Friendly Schools 
list honors the top 15 percent of colleg-
es, universities and trade schools doing 

the most to embrace America’s military 
service members and student Veterans.

This marks the seventh consecutive 
year Sul livan University schools have 
been recognized as Military Friendly. 
Sullivan University ’s long partnership 
with and commitment to active duty, 
reserve and veteran mil itary person-
nel includes operating an extension at 
Fort Knox in Kentucky for more than 
30 years.

Medicaid enrollment nears 
636,000 in 2nd quarter of 2016  
78 percent covered under expansion program, 
which was most important for young adults.

By Ben Keeton

Medicaid covered almost 636,000 
adult Kentuckians ages 19 to 64 in the 
second quarter of this year, according to 
a report released by the Foundation for a 
Healthy Kentucky.  Nearly 78 percent, or 
493,199 people, obtained coverage under 
expanded Medicaid eligibility enabled 
by the Affordable Care Act, the report 
said. And almost half of the newly cov-
ered Kentuckians were young adults ages 
19 to 34.

 “Medicaid expansion was most im-
portant for younger Kentucky adults,” 
said Ben Chandler, president and CEO 
of the Foundation for a Healthy Ken-

tucky.  “This tends 
to be the healthiest 
population but, if they 
lose insurance, they’re 
not likely to take ad-
vantage of the preven-
tive care that will help 
keep them healthier 
throughout their lives. 
Moving forward, then, 
the goa l has to be 

keeping them insured.”
The f indings are in the latest report 

from an ongoing study of the impact of 
the Affordable Care Act (ACA) in Ken-
tucky, commissioned by the Foundation 
in 2015. Of the 635,747 Kentuckians 
covered by traditional and expanded 
Medicaid as of June 30, 2016, 493,199 
comprised the expansion population 
and 142,548 were covered by traditional 
Medicaid, the report said.

Of the Medicaid expansion adult 
populat ion, 46.5 percent ranged in 

age from 19 to 34. That age range also 
comprised the largest group for tradi-
tional Medicaid.

The report also shows that expan-
sion of Medicaid signif icantly boosted 
coverage across the Commonwealth, 
including in both the urban population 
centers of Lexington and Louisville, as 
well as the more rural regions of West-
ern, Eastern and Northern Kentucky. In 
addition, the distribution of Medicaid 
expansion enrollment across Kentucky 
remains virtually unchanged from the 
third quarter of 2015.

A copy of the new report, the sixth 
quarterly snapshot of the Study of the 
Impact of the ACA Implementation in 
Kentucky, is available at healthy-ky.org.

CHANDLER

N E W S  I N  B R I E F

Ohio County Healthcare, Norton 
announce affiliation

Ohio County Healthcare, located 
in Hartford, Ky., and Norton Health-
ca re in Louisv i l le have announced 
that the two healthcare organizations 
have entered into a formal aff i l iat ion 
agreement to expand access to care for 

key specia lt y physician serv ices with 
a goa l to enhance access to c l in ica l 
resources, continuing education pro-
grams and increased specia lt y physi-
cian support.
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As we’ve helped these hospitals expand 
their capabilities, they’ve helped us by 
focusing on us when they have patients that 
they just can’t take care of. It’s been a win-
win situation.
MN: The most obvious visual aspect of 
the growth of UK HealthCare is the new 
hospital. Discuss the plans for the new 
hospital and how it serves all regions in 
Kentucky.
MK: The hospital is an enabler. We built it, 
not because we wanted a fancy edifice, but to 
have high-end programs for patients who are 
very sick. Our patient severity is among the 
highest of any medical facility in the country. 
We looked at our facilities and saw that the 
old Chandler hospital couldn’t handle those 
kinds of patients.

It is a technologically advanced 
building, as well as an empathetic building. 
It’s a place where people can relax before 
dealing with complex health issues. It’s also 
an empathetic building for our staff. We 
are an intense place to work. So, as we built 
this technologically advanced building, we 
also focused on landscaping, art, music and 
architecture to give it a more comfortable feel.

MN: What would you do to change and 
help the overall health of the population in 
our state and make the state a better place 
for providers to practice?
MK: The system in Kentucky is still 
relatively fragmented and steeply embedded 
in fee-for-service management. That won’t 
work in the long haul. The healthcare 
system in Kentucky needs to consolidate 
and become more rational. Kentucky is a 
high utilization state. Utilization needs to 
come down for healthcare to be affordable 
in Kentucky. If I could pull a magic string, 
I would try and build systems that focus 
on efficiency and quality, understanding it 
will be a painful transition, but one that is 
fundamentally necessary.

One way we are addressing that is 
through the Kentucky Health Collaborative. 
That’s the first step--to get ten organizations 
to understand that change is necessary. The 
front end is about saving money, but if that 
works, then it’s about building programs.

Kentucky needs a more rational system 
of care than what it has now. It runs 125 
percent of the national average in utilization. 
The fundamental problem is the cost and 

structure of healthcare in Kentucky. We 
can’t sustain that level of utilization. If you 
think we can cut out 25 percent of services 
delivered, it’s going to cause a lot of pain 
but it’s the only way Kentucky will have a 
sustainable healthcare system. 
MN: What is one piece of advice you have 
for new physicians entering the practice?
MK: New physicians are going to hear 
from lots of other physicians who have been 

practicing a long period of time who say, 
“Being a physician is not as much fun; it’s not 
the same as it was in the past.” That’s bologna. 
New physicians should realize that what they 
do each day is going to be good for people. 
Their focus should be on doing the right 
thing. I feel privileged that I’ve been able to 
do good things for people and make a living.

Career reflections
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Season’s Greetings
from

ACCOMPLISHMENTS 
Strategic direction Karpf led in 2004 has produced surprising 
growth across every meaningful dimension:

– Led development of a strategic plan – UK HealthCare Growing 
to Serve Kentucky: 2004-2020 – to work with local community 
providers and expand the care UK offers so Kentuckians can stay 
closer to home for their healthcare.

– Those initiatives “have succeeded beyond our highest expectations,” 
wrote Karpf in 2011.

– Released “Advancing to meet the healthcare needs of Kentucky 
and beyond: 2011-2015,” as an evolution of the earlier plan.

– Led development of new strategic plan – Rationalizing Health Care 
in Kentucky: 2015-2020 Strategic Plan.

– Since 2004, hospital patient discharges have grown by 88 percent.
– Since 2004, outpatient visits have grown from almost 665,000 in 

2004 to 1.1 million in 2015.

C O V E R  S T O R Y
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Baptist Health Floyd
M i c h a e l 

Bousamra II, MD, 
joined the Baptist 
Health Medical Group 
network.

BOUSAMRA

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

C E L E B R AT I N G  5 0  Y E A R S  O F  S E R V I N G  C E N T R A L  K E N T U C KY  W I T H  

S E R V I C E S  I N  M E N TA L  H E A LT H ,  S U B S TA N C E  U S E ,  B R A I N  I N J U R Y  

A N D  I N T E L L E C T UA L  A N D  D E V E LO P M E N TA L  D I S A B I L I T I E S .

W E  H E L P  Y O U  G E T  T H E R E .

OPPORTUNITY
R E C O V E R Y
G R O W T H

2 4  H O U R  H E L P L I N E :  1 . 8 0 0 . 9 2 8 . 8 0 0 0
F O R  A P P O I N T M E N T S  A N D  S U P P O R T :

Hosparus
Denise Gloede 

has joined Hosparus 
as executive director of 
palliative care. 

GLOEDE

KentuckyOne Health 
Theresa Clifford 

joined KentuckyOne 
Health Primary 
Care Associates in 
Shelbyville, Ky.

CLIFFORD

Lexington Clinic 
A n d r e w 

Usery, MD, joined 
Jessamine Medical and 
Diagnostics Center. 

USERY

Norton Healthcare  
Mary Jo Bean 

was promoted to senior 
vice president, Planning 
and Business Analysis.

BEAN
 

Lynnie Meyer 
was promoted to 
senior vice president, 
Women’s and 
Children’s Community 
Partnerships & Chief 
Development Officer.

MEYER
 

Laura Chandler 
was promoted to 
system vice president, 
Administration and 
Governance.

CHANDLER
 

S t e p h e n 
Williams, CEO for the 
past 23 years, is retiring. 

WILLIAMS

St. Elizabeth Healthcare   
Carri Chandler 

was appointed vice 
president of the 
Foundation. 

CHANDLER
Stites & Harbison 

Attorney Ozair 
Shariff was named 
to the Speed Art 
Museum’s Board of 
Trustees.

SHARIFF

University of Kentucky   
Lee Vermeulen 

Jr.,was named director 
of the Office for Value 
& Innovation in 
Healthcare Delivery.

VERMEULEN

Wesley Manor   
Jerry Hoganson 

was recognized with 
the Caring Heart 
Outstanding Service 
Award by Leading 
Age of Kentucky, for 
his leadership in helping 
older adults, families 
and staff.

HOGANSON

WRITE FOR 
MEDICAL NEWS

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

Medical News readers. 
Contact  sally@igemedia.com.

P E O P L E  I N  B R I E F
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To refer a patient or learn more, 
call (855) 492-0812. 

Reduce hospital re-admissions, 
improve HCAHPS scores, 
manage costs and more. 
Our commitment to unsurpassed hospice care remains 
the same. Yet Bluegrass Care Navigators also provides 
a growing continuum of evidence-based care to help 
patients with most progressing, serious illnesses.

Bluegrass Care Navigators’ expert team provides the right 
care at the right time in the right setting through 
services, including:

  Extra Care 
  Transitional Care 
  Palliative Care 
  Hospice Care
  Grief Care

New name. 

SAME EXPERTS. 
More ways to improve 
patient outcomes.

©2016 Bluegrass Care Navigators

Hospice of the Bluegrass is now

BGKY-016_5 Medical News ad_10x12.25.indd   1 11/28/16   11:49 AM
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Alert—ACA section 1557 
now in effect

Children’s Environmental Health Summit

Time: 9 am – 4 pm
Location: Boone County Library, 1786 Burlington Pike, 
Burlington, Ky. 41005

Info: The Kentucky Department for Public Health in collaboration 
with the Kentucky Population Health Institute and Northern 
Kentucky Health Department is hosting.
To register: Register at Eventbrite.com.

Kentucky Mental Health Coalition: General Membership Meeting

Location: Louisville, Ky.
Info: Visit advocacyaction.net for more information.
To register: RSVP to Sarah at kyadvocacyoffice@gmail.com.

KHC Community Healthcare Forum

Time: 7:30 – 10 am; Breakfast 7:30 – 8 am
Location: Galen College of Nursing, 1031 Zorn Ave., 
Louisville, Ky. 40207

Info: Join the Kentuckiana Health Collaborative for a community 
forum about diabetes care in the region.
To register: Register at khcollaborative.org.

Kentucky Voices for Health Member Meeting

Time: 2 – 4 pm 
Location: Frankfort, Ky. (TBD)
Info: The agenda will include updates on open 

enrollment and the proposed 1115 Medicaid waiver, overview 
of Kentucky’s recently formed CHW Association and 
sharing 2017 policy priorities and other member updates.
Info: For more information, visit kyvoicesforhealth.org.

Workforce Development Cure

Time: 8:15 – 11 am
Location: Norton Medical Plaza II (Orthopedic 
and Hand Center), 9880 Angie’s Way

Louisville, Ky. 40241
Info: Join Health Enterprises Network for a discussion on 
the innovative strategies implemented by large healthcare 
employers to combat issues seen in workforce development.
To register: Register on Eventbrite or email 
Register@HealthEnterprisesNetwork.com.

Dec. 
12

Dec. 
1

Dec. 
5

Dec. 
6

Dec. 
8

By Molly Nicol Lewis  

In October, Section 1557 of the Afford-
able Care Act (ACA) went into effect, re-
quiring all recipients of money from federal 
healthcare programs to provide language as-
sistance for individuals with Limited English 
Proficiency at no cost. This section applies to 
rural health clinics (RHCs) as well, which 
means they must now comply with notice 
and assistance regulations as well as griev-
ances in the cases of larger entities. 

The goal of Section 1557 is to reduce 
discrimination based on race, color, national 
origin, sex, age or disability. Limited English 
Proficiency individuals are within the scope 
of these prohibitions on discrimination, and 
the ACA requires accommodation accord-
ingly. RHCs must post a tagline – a short 
statement written in non-English inform-
ing individuals that language assistance ser-
vices are available free of charge – in the 15 
most spoken languages within the state. In 
Kentucky, these are Spanish, Chinese, Ger-

man, Vietnamese, Arabic, Serbo-Croatian, 
Japanese, French, Korean, Pennsylvanian 
Dutch, Nepali, Cushite, Russian, Tagalog 
and Bantu.

The rules also require a qualified trans-
lator to be used when written content is 
translated. If meaningful access requires it, 
oral interpretation must be provided as well. 
If the RHC has 15 or more employees, it 
must designate an employee to handle Sec-
tion 1557 compliance and grievance issues.

Section 1557 also includes a myriad 
of provisions pertaining to discrimination 
based on disability, sex and others that re-
quire compliance, and the Center for Medi-
care and Medicaid Services has created a 
set of training and compliance materials for 
covered entities. 

— Molly Nicol Lewis is an associate of Mc-
Brayer, McGinnis, Leslie & Kirkland.

People who have served report better 
overall health, face higher rates of 
chronic health problems

The majority of people who have served 
in the U.S. military report being in very 
good or excellent health despite facing no-
table health challenges, including higher 
rates of cancer and coronary heart disease, 
than those who have not served (also re-
ferred to as civilians).

That is according to the 2016 America’s 
Health Rankings Health of Those Who 
Have Served Report, newly released by 
United Health Foundation in partnership 
with the Military Officers Association of 
America (MOAA). Through the analysis of 
24 health measures, the report, developed 
in collaboration with an advisory group of 
leading public health, military and veterans’ 
organizations, establishes a national base-
line and a holistic portrait of the health of 
people who have served in the U.S. mili-
tary. For example: 

People who have served have a 13 per-
cent higher rate of cancer, 62 percent higher 
rate of coronary heart disease and 67 per-
cent higher rate of heart attacks.

Individuals 18-39 years of age who 
have served have a 39 percent higher rate 
of insufficient sleep and 23 percent higher 
rate of smoking.

The report found physical inactivity for 
all age groups is 22 percent lower among 

people who have served in the military 
compared with those who have not served. 
Specifically, physical inactivity is 38 percent 
lower among individuals 18-39 years of age 
who have served vs. their civilian peers, and 
21 percent lower among individuals over 80 
years of age.

The report found people who have 
served in the military have higher rates of 
health insurance coverage, fewer unmet 
medical needs and higher utilization of 
certain preventive services compared with 
those who have not served. However, they 
also are less likely to have someone they 
regard as a personal doctor or healthcare 
provider. For example:

More than 90 percent of people who 
have served in the military have health in-
surance coverage, compared with about 83 
percent of civilians.

Individuals 18-39 years of age who have 
served are far less likely to have a personal 
doctor or healthcare provider (59.3 percent) 
compared with their older peers with mili-
tary service and civilians of all ages.

To read this report and additional 
America’s Health Rankings materials, visit 
americashealthrankings.org.  

HAVE AN EVENT FOR 
OUR PRINT OR ENEWS 
CALENDAR?

Email news@igemedia.com.

N E W S  I N  B R I E F E V E N T  C A L E N D A R
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By Ben Keeton

Legislation to speed up the federal 
approval of new drugs and medical 
devices and to increase funding of 
medical research passed the U.S. House 
of Representatives 392-96 on Wednesday, 
Nov. 30 and is likely to get a Senate vote 
soon, though it faces opposition from 
some Democratic senators.

“This medical innovation bill is one 
that can have a substantial impact for 
families across the country,” said Senate 
Majority Leader Mitch McConnell, R-Ky., 
a strong supporter of the legislation. 
He has pushed for a provision in the 
bill to allow the U.S. Food and Drug 
Administration to accelerate approval 
of stem cell therapies, formally called 
regenerative advanced therapies.

The provision calls for devices used 
with a stem cell product to be considered 
moderate risk, unless the secretary of 

Health and Human Services determines 
that the device or use requires a higher 
risk classif ication.

Opponents of the provision believe 
stem-cell therapies should be more closely 
regulated and subject to clinical trials.

Sen. Elizabeth Warren, D-Mass. said a 
big contributor to McConnell’s campaign 
would benefit from this stem-cell therapy 
provision. “This mega-donor has poured 
millions of dollars into Mitch McConnell’s 
personal campaign coffers and into his 
Republican super PAC, and now he wants 
his reward. So the Cures Act offers to sell 
government favors,” she said.

The $6.3 billion legislation would 
give states $1 billion to fight the opioid 
crisis; provide $4.8 billion for continuing 
three “signature Obama administration 
research programs” over the next 10 years, 
including: Vice President Joe Biden’s 
cancer moonshot, the BRAIN Initiative, 
and the Precision Medicine Initiative; a 

$500 million increase to the FDA and a 
number of programs to improve mental 
health care.

A major sticking point for the bill is that 
House Democrats required it to have funding 
for medical research, but Republicans on 
the Senate Health, Education, Labor and 
Pensions Committee would not approve 
funding without determining where the 
money would come from.

But now that the Patient Protection 
and Affordable Care Act is likely to be 
repea led, with the elect ion of Dona ld 
Trump, Democrats have agreed to 
underwrite the Cures Act with some 
money from the ACA, and some to be 
generated by sales of part of the Strategic 
Petroleum Reserve. NPR adds that it will 
also be paid for through reduced payments 
to Medicare and Medicaid.

Leaders from both parties have called 
passage of the Cures bill the most important 
thing Congress could do this year.

Some oppose the Cures Act because it 
had been hijacked by the pharmaceutical 
industry. The bill has been debated at 
length over the past three years with 
celebrities and more than 1,300 lobbyists 
representing pharmaceutical companies, 
medical device f irms and patient advocacy 
groups pushing for its passage.

 

This medical innovation 

bill is one that can have a 

substantial impact for families 

across the country”  

Republicans agree on bill to speed medical research 
and drug approval, increase funding

— Senate Majority Leader  

Mitch McConnell, R-Ky.,  

a strong supporter of 

the legislation.

She’s one reason 
Passport is the 
top-ranked 
Medicaid MCO  
in Kentucky.

We can give you 23,483* more.
Passport Health Plan is the only provider-
sponsored, community-based Medicaid plan 
operating within the commonwealth. So, it’s 
no coincidence that Passport has the highest 
NCQA (National Committee for Quality 
Assurance) ranking of any Medicaid MCO  
in Kentucky. 

Our providers make the difference.
*Passport’s growing network of providers now includes  
3,720 primary care physicians, 14,014 specialists,  
131 hospitals, and 5,619 other health care providers.

Ratings are compared to NCQA (National Committee for  
Quality Assurance) national averages and from information sub-
mitted by the health plans.

MARK-51677  |  APP_11/16/2015

pass5564v1_ASK Provider Ad_10x6.125.indd   1 1/4/16   8:45 AM
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Medical News: As a physician, how has 
the expansion of Medicaid affected the 
practice of healthcare in Kentucky?
Ralph Alvarado: Unfortunately, in my 
opinion, the expansion of Medicaid has 
not been good for the practice of medi-
cine in Kentucky. While some uninsured 
patients have benef ited from receiving 
health insurance, the only true benefac-
tors have been the Medicaid Managed 
Care Organizations (MCOs) and their 
Pharmacy Benef it Managers (PBMs) 
who have both realized record prof its 
in Kentucky as a result of the expan-
sion. There has been a physician/ medi-
cal practitioner shortage in Kentucky for 
some time. Expanding Medicaid with 
an inadequate medical workforce was 
like building a home with an inadequate 
foundation. 

Primary care access continues to be 
l imited, and as a result, this has only 
driven increased numbers of new Med-
icaid recipients into emergency rooms 
for routine non-emergent issues. Pay-
ments to providers by the MCOs has 
also been a major roadblock. Medical 
providers, at all levels, continue to com-
plain about not receiving payments for 
services rendered to Medicaid recipi-
ents. Kentucky Medicaid MCOs have 
a denial rate that is over triple that of 
the national average. Consequently, less 
and less providers are willing to contract 
with Medicaid and patients are less able 
to get medical tests and services; all the 
while, further limiting access to care. 

Patients are now expecting a 25 per-
cent increase in their Medicaid premi-
ums for 2017. The f inancial savings and 
jobs from Medicaid expansion that were 
promised by the Beshear administration 
have not been realized. All Kentucky 
has encountered is increased expendi-
tures and increased frustration from pa-

tients and their medical providers. 
MN: W hat is your vision for improv-
ing the deliver y of healthcare in Ken-
tucky?
R A: A detailed response to this question 
is impossible in just a few words. There 
are multiple issues, which if improved, 
would have an immediate impact on im-
proving healthcare and reducing costs. 

In order to improve the del ivery 
of healthcare, one must have health-
care providers. Without providers, pa-
tients will never have suff icient access 
to healthcare. The Commonwealth of 
Kentucky Healthcare Workforce Ca-
pacity Report was commissioned by the 
Governor in 2013 to assess the situation 
with our medical manpower throughout 
the Commonwealth; especially after the 
implementation of the Affordable Care 
Act and Medicaid expansion. The report 
notes that we are 3,790 physicians short 
in Kentucky. The study recommended 
several things to help attract more pro-
viders to Kentucky. I would recommend 
following many of those recommenda-
tions, including: the immediate imple-
mentation of medical review panels and 
caps on non-economic damages, paying 
providers in a timely and fair fashion, 
lessening the ever increasing regula-
tions on providers, implementing loan 

forgiveness to attract physicians to the 
Commonwealth and creating more med-
ical residency positions in Kentucky.

Also, healthcare in Kentucky would 
be best if more patients were receiving 
private health insurance through em-
ployment. We must increase participa-
tion in the workforce and attract higher 
paying jobs to Kentucky through mean-
ingful tax reform, right to work legisla-
tion and having an adequately trained 
and educated workforce. 

We must a lso incent iv ize good 
medica l behavior and dis-incentiv ize 
bad medical behavior from our citizen-
ry. I would support a similar model for 
Medicaid as can be found in the Healthy 
Indiana Plan which provides incentives 
to Medicaid recipients similar to what 
you would see in the private insurance 
market. It has led to a healthier popula-

tion with a f inancial saving to the state 
of Indiana. I believe similar results can 
be achieved in Kentucky. 

We must also do everything possible 
to reduce our tobacco use rates and com-
bat the overwhelming opiate drug prob-
lem that is killing so many Kentuckians. 
MN: W hat legislation (if any) is need-
ed to help ensure the prov ider com-
munit y is treated fairly and properly 
compensated for improving the overall 
health of Kentuckians?
R A: Fortunately, I was able to spon-
sor and pass several important provider 
bills during the 2016 General Assembly 
session. Senate Bil l 18 was effectively 
a fair contracting bill that helped level 
the playing f ield of medical contracts 
between MCOs and medical providers. 
Senate Bill 20 helped create a Medicaid 
MCO appeals process for all providers 
that should signif icantly decrease the 
payment denial rates in Kentucky and 
permit providers to a fair administrative 
hearing in the event of denials. 

However, there is stil l much to be 
done to ensure the provider community 
is treated fairly. We need to pass leg-
islation to create Medical Review Pan-
els and impose caps on non-economic 
damages in medical malpractice cases. 
We also must pass legislation to f inally 
protect the Medical Review process in 
our hospitals. 

Much work is being done by the new 
Cabinet with regards to current MCO 
contracts and their medical loss ratios to 
help ensure that the money that MCOs 
receive actual ly go to provide care for 
patients and not to the MCO prof it 
margins. 
MN: How can we increase access to 
care, especially among the Medicaid 
population, in rural Kentucky?
R A: Again, as mentioned earlier, one 
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HOW TO ATTRACT MORE 
PROVIDERS TO KENTUCKY

— The immediate implementation of medical review panels and 
caps on non-economic damages.

— Paying providers in a timely and fair fashion.
— Lessening the ever increasing regulations on providers.
— Implementing loan forgiveness to attract physicians to the 

Commonwealth.
— Creating more medical residency positions in Kentucky.

Continued on page 9
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way to increase access to care is to at-
tract more physicians (primary care, 
general surgery and psychiatry) to Ken-
tucky to practice. My response above 
provides quite a bit of detail in this re-
gard. 

However, I stil l feel that reducing 
the cost of healthcare is dependent on 
el iminating the practice of defensive 
medicine in Kentucky. The l it igious 
state of healthcare makes it diff icult to 
attract medical providers to invest in 
our communities. Because of the num-
ber of lawsuits and lack of civil protec-
tion, most physicians order unnecessary 
tests in order to ‘cover’ themselves in the 
event of a lawsuit. The trial lawyers in 
Kentucky have done a tremendous job in 
destroying the public’s trust in a physi-
cian’s judgment. As a result, physicians 
no longer trust their own training, but 
place more trust in tests, even to con-
f irm their own diagnosis. 

A model that has seemed to increase 
access to healthcare is the Healthy Indi-
ana Plan. I would like to see this emu-

lated in Kentucky, and Governor Bevin 
is making an attempt to duplicate a 
similar plan through the 1115 Medic-
aid waiver process. Indiana implemented 
health savings accounts for Medicaid 
recipients and used the funds in those 
accounts for emergency department co-
pays, pharmaceutica l copays, durable 
medica l equipment costs and hospi-
talizations. Patients were also granted 
incentives for keeping medical appoint-
ments, cessat ion of smoking, losing 
weight, keeping diabetes under control, 
and decreased utilization of the emer-

gency department. Indiana patients be-
came healthier, Indiana was able to pay 
their medical providers Medicare rates 
for their services, and the state saved 
seven percent on their overall costs. Be-
cause physicians were paid better, more 
physicians were willing to take Medic-
aid and access improved across the state. 

Also, some type of loan forgiveness 
plan for physicians who are wil ling to 
settle in rural Kentucky will help attract 
providers and improve access in those 
areas. 
MN: W hat changes would you like to 
see from the managed care organiza-
tions to improve the overall healthcare 
environment?
R A: The principal change I would like 
to see our MCOs implement is to pay 
providers in a fair and timely fashion. 
It seems that MCOs are more concerned 
about managing money than managing 
care. Thus far, they have been poor 
partners for the medical community ; 
more interested in gaining prof its by 
merely denying payments and coverage 

for services. It wil l be diff icult to re-
build a bridge of trust between providers 
and the insurance community. 

Our MCOs would also be of more 
benef it if they would interact with pa-
tients and f ind ways of motivating their 
populations to use outpatient services. 
MCOs would be more effective institut-
ing incentives for healthier living.

Managed care organizations a lso 
must do a better job in covering the cost 
of mental health of Medicaid recipients.

Also, in l ight of the heavy prof it-
ability of the MCOs in Kentucky, I have 
recommended that they use those excess 
funds to fund residency programs in ar-
eas of need in order to help attract vital 
medical specialties to Kentucky.
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Medical News: As one of the primary 
architects of Gov. Bevin’s Medicaid 
waiver proposal, can you tell our read-
ers about your goals when putting to-
gether the new plan? 
Mark Birdwhistell: First, obviously I 
was honored when Gov. Bevin asked 
me to help him review the current state 
of the Medicaid program in Kentucky. 
After 30 plus years in Medicaid pub-
lic policy, I am astounded by the size 
and complexity of Medicaid fol lowing 
the passage of the Affordable Care Act. 
Medicaid is now the largest expendi-
ture in the Commonwealth ’s executive 
branch budget. 

Second, as someone who fol lows 
health policy closely, I am interested in 
seeing where the President-elect goes 
with regards to health policy. It has 
been well reported that the Governor’s 
proposed Medicaid waiver was in-part 
modeled after Indiana’s Medicaid plan. I 
am looking forward to seeing Gov. Bevin 
work closely with the Vice President-
elect and his new administration on find-
ing common sense reforms for Medicaid. 

The proposed Medicaid waiver (KY 
HEALTH) seeks to encourage healthi-
er lifestyles and propel Kentuckians to 
economic security. The program’s stated 
goals are to:
− Improve participants’ health and help 

them be responsible for their health.
− Help individuals move from passive 

beneficiaries to active participants and 
consumers of healthcare.

− Empower people to seek employment 
and transition off public assistance.

− Implement delivery system reforms to 
improve quality and outcomes.

− Ensure f iscal sustainability.
For the next f ive years, costs associ-

ated with the current Medicaid expan-
sion model are projected to be around 
$1.2 bi l l ion for Kentucky taxpayers. 
Despite high spending on the Medicaid 
expansion population under the current 
model, Kentucky ’s hea lth outcomes, 
with regards to obesity, smoking, cancer 
and other areas, are still not where we’d 
like them to see them. This proposed 
waiver’s coverage for members is intend-
ed to look and feel l ike a commercial 
insurance plan. The Governor sees KY 
Health as a way to empower members, 
educate them on common health insur-
ance provisions and ultimately assist 
them as they transition into private or 
employer-sponsored insurance. 

These goals are the reason why the 
proposed waiver includes provisions like 
monthly premiums, a Rewards Account 
(like a f lexible spending account) and a 
robust set of covered services that mir-
rors the State Employees Health Plan. 
Taken together, these all are in service of 
improving health outcomes, getting Ken-

tuckians more active in their healthcare, 
and ensuring that the program is f iscally 
secure for the Commonwealth. 
MN: How does the proposed waiver 
help Kentucky reach those goals?
MB: In terms of making the program 
more f iscally sound, the proposed waiver 
is expected to save taxpayers over $2.2 
billion dollars (federal and state) over the 
next f ive years, per actuarial estimates. 
These cost savings are achieved by:

− Helping many enrollees transition to 
employer-sponsored or QHP coverage.

− Initiating a minimal monthly premi-
um payment among some members.

− Eliminating automatic access to some 
benefits (dental, vision, etc.), though 
there are numerous ways to earn back 

those previously-covered services.
Recent and future negotiated re-

forms to the managed care contracts 
will work to promote the “Triple Aim” 
of improving the patient experience, 
populat ion hea lth goa ls and lower-
ing costs. Research has shown that the 
more individuals are engaged in their 
health, the better their outcomes are. 
KY HEALTH seeks greater member 
engagement through the program’s com-
mercial market policies, penalties for 
non-payments of premiums, community 
engagement requirement and more. 

The plan’s delivery system reforms 
include some chronic disease manage-
ment components and a new proposed 
pilot program for select high risk coun-
ties to help f ight the substance abuse 
epidemic sweeping the nation. This sub-
stance abuse provision is something that 
everyone is eager to implement and has 
the propensity to dramatically improve 
substance abuse treatment in Kentucky, 
which is ground zero for this epidemic. 
We have seen people from across Ken-
tucky and the entire political spectrum 
come together and uniformly they tell us 
how excited they are and just how impor-
tant this can be for the Commonwealth. 
MN: What is your long-term vision for 
Medicaid in Kentucky?
MB: We need to start thinking about 
Medicaid as two or three different pro-
grams. First, we need to consider how we 
manage a population of low income, able 
bodied adults and what incentives we can 
create to help transition individuals into 
commercial insurance with Medicaid as 
a safety net. Second, we need to develop 
a very different strategy for the individu-
als with long-term complex and chronic 
health needs who have no family support. 
Finally, we cannot lose the intent of the 
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RECONSIDERING MEDICAID

— First, we need to consider how we manage a population of low 
income, able bodied adults and what incentives we can create 
to help transition individuals into commercial insurance with 
Medicaid as a safety net. 

— Second, we need to develop a very different strategy for the 
individuals with long-term complex and chronic health needs 
who have no family support. 

— Finally, we cannot lose the intent of the children’s health 
coverage.  
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children’s health coverage.  
While the Affordable Care Act and 

Medicaid expansion specif ica l ly has 
greatly expanded access to care for vul-
nerable populations, it ’s also important 
that we don’t forget about the folks for 
whom Medicaid was originally designed 
– the elderly, the blind, those with dis- abilities and pregnant women and chil-

dren. This isn’t getting nearly enough 
attention from some folks. I worry that 
with the unsustainable cost growth of the 
expansion program is going to threaten 
those in the traditional Medicaid pro-
gram. I would hate to see those who’ve 
depended on the program since way be-
fore Medicaid expansion times have their 
funding crowded out by the rising costs 
of the expansion population. 

In terms of the Medicaid expansion 
population, the hope is that this waiver 
can help folks in bettering their own sta-
tions in life to be in a position to obtain 
QHP or commercial insurance. This 
plan, developed by a team, is designed 
to be a transitional coverage for as many 

people as possible. I understand that 
there will always be folks with a need 
for Medicaid or similar coverage, but I 
hope this program can be a way to lift 

people off a government program and 
play some part in empowering them to 
improve their lives. 

 

Research has shown that 

the more individuals are 

engaged in their health, the 

better their outcomes are. 
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DUAL ROLES IN 2016

Birdwhistell currently serves as the vice president for 
Administration and External Affairs for the University of 
Kentucky HealthCare. In this capacity, he provides executive 
leadership in administration and strategic direction across the 
clinical enterprise, collaborating effectively with physicians and 
other leadership of the healthcare team. 

Birdwhistell also serves on loan from the University of Kentucky 
as a special adviser to Gov. Bevin’s office and the Cabinet 
for Health & Family Services to assemble a team of experts 
to assist in the drafting of a Medicaid waiver solution for the 
Commonwealth that addresses the financial unsustainability of 
the current Medicaid program. 
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Medical News: Much of the focus of 
the conversation related to the A f-
fordable Care Act (ACA) is focused on 
expanded Medicaid, however the pro-
gram is much larger than that segment. 
W hat changes have you seen that af-
fect the long-term care industr y?
Betsy Johnson: That is an excel lent 
question. Many of the provisions in 
the Affordable Care Act that impacted 
Kentucky’s nursing facilities already ex-
isted in some form or fashion – such as 
transparency and accountability, which 
includes disclosure of ownership, re-
quirements for compliance programs, 
and information available on the Nurs-
ing Home Compare Medicare website. 
These went largely unnoticed by the 
public because for the most part – nurs-
ing facilities were already in compliance. 

Two of the main requirements in 
the ACA that have impacted our mem-
bers is the implementation of the Pay-
roll Based Journal (PBJ), which became 
mandatory on July 1, 2016. PBJ requires 
nursing facil ities to submit direct care 
sta f f ing informat ion to Centers for 
Medicare & Medicaid Services (CMS) 
through electronic transmission. Based 
on these reports, CMS believes it wil l 
be able to track staf f ing tenure and 
turnover more accurately – and help the 
federal government better track quality 
in nursing facil ities. 

The other main requirement is the 
national check program. Since 1987, 
the federal government has prohibited 
nursing faci l it ies from employing in-
dividuals who are convicted of crimes 
against residents. Kentucky state stat-
utes and regulations have incorporated 
the federal requirements and requires 
state background checks for individu-
als employed in nursing facilities. Under 
the ACA, Kentucky received a grant to 
design a voluntary national background 
check program for nursing facility em-
ployees. Our member nursing facilities 
have worked with the state Off ice of 
Inspector General to develop this pro-
gram in such a way that it is “eff icient, 
effective, and economical ” as required 
by federal law.  
MN: Do you think the long-term care 
should emulate other forms of Medic-
aid and implement managed care? 
BJ: Kentucky ’s pr ice-based system, 
which is used to pay nursing faci l-
ity services, is already “managed care,” 
since the costs to provide services to 
Kentucky ’s nursing faci l it y residents 
are already highly managed under the 
current system. When Kentucky’s cur-
rent Medicaid managed care system 
is mentioned, it is referring to private 
managed care organizations who have 
contracted with the Commonwealth of 
Kentucky and are reimbursed on a capi-
tated per-member-per-month fee. For 
that capitated rate, the Managed Care 
Organization (MCO) is incentivized to 
control the medical costs for the mem-
ber. The MCO does this by ensuring or 
encouraging the member to get preven-
tative screenings, well-visits etc. 

In Kentucky’s long-term care set-
t ing, the costs of prov iding care to 
the nursing facility resident is already 
tightly controlled. An individual cannot 

be admitted to a nursing facility and ex-
pect Medicaid to reimburse for the cost 
of that care if he or she does not meet 
the nursing facility level of care require-
ments. Medicaid only reimburses for 
nursing facility services if an individual 
meets both the f inancial requirements for 
obtaining Medicaid and the level of care 
requirements for obtaining nursing facil-
ity services. There is no overutilization 
of nursing facility services. Additionally, 
the Medicaid price-based reimbursement 
system ensures that Medicaid ’s nursing 
facility costs are controlled. 
MN: What are the biggest challenges fac-
ing Kentucky’s long-term care community?
BJ: Increased regulat ion, work force 
shortages, the constant threat of frivo-
lous lawsuits, f lat reimbursement, and 
the increased costs associated with these 
things! It overwhelms me just thinking 
about it. Government policymakers need 
to work with our provider community to 
f ind solutions to these problems. The 
demand for long-term and short-term 
nursing facility services is only going to 
increase – we need to support our pro-
viders rather than overburden them. 
MN: W hat areas of care can the long-
term care community address that can 
help reduce overall Medicaid costs for 
the state?
BJ: Rehabilitation services. Providing 

rehab services in the long-term care sec-
tor is the lower cost option. Patients ob-
taining rehab services in long-term care 
hospital or in the acute care setting do 
so at a much higher cost. In addition, 
caring for patients in a nursing facility 
for other types of il lnesses can save the 
state Medicaid dollars.
MN: W hat laws or regulations would 
you like Kentuck y legislators to ad-
dress to help make Kentucky a better 
place for long-term care operators?
BJ: Kentucky needs some form of tort 
reform. It is that simple. All of Ken-
tucky’s bordering states have enacted 
some form of medical l iability reform 
legislation. Providers are leaving Ken-
tucky and new companies will not even 
consider locating in our Commonwealth 
because of the high cost of healthcare 
liability. Kentucky long-term care pro-
viders are paying $9,350.00 per bed in 
liability insurance – the highest of any 
state, per the most recent AON study. 
We f irmly believe that nursing facilities 
should be held accountable if there is 
actual negligence on behalf of the nurs-
ing facility. 

However, in Kentucky, because of 
the lack of tort reform, out of state tri-
al attorneys f ind it a haven for f i l ing 
frivolous lawsuits against nursing facili-
ties knowing that many will just settle 
rather than f ight. There is a cost associ-
ated with that and it is costing money 
that should be going toward caring for 
residents not to line the pockets of out 
of state trial attorneys.  

Elizabeth “Betsy” Johnson

President of the  
Kentucky Association of  
Health Care Facilities 
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Medica l News: How has the expan-
sion of Medicaid affected your ability 
to provide care to the people you ser ve 
at Family Health Centers (FHC)?
William Wagner: The Medicaid ex-
pansion has had a positive impact on 
FHC and the patients we serve. Over 
the past three years, we have could serve 
more patients, add additional services, 
expand and modernize facilities, grant 
salary increases to be more competitive, 
reduce uncompensated care, eliminate 
an operating def icit and build f inancial 

reserves for future capital projects and 
contingencies. More of our patients are 
receiving preventive health screenings 
and we can more easi ly make refer-
rals for specialty care. This in turn has 
helped our patients fol low through on 
important health issues that they may 
have otherwise ignored because they did 
not have the money to pay for services 
up front. 
MN: Has Medicaid expansion had a 
dif ferent impact on r ura l vs. urban 
Federally Qualif ied Health Centers 
(FQHC)?
W W: Both rura l and urban FQHCs 
have benef ited from the Medicaid ex-
pansion. The increased Medicaid rev-
enues and decreased uncompensated 
care have helped stabilize the f inancial 
performance of health centers and al-
lowed them to expand services and see 
more patients. 

MN: Will the changes proposed by the 
Bevin administration set back your ef-
forts to provide care?
W W: The changes proposed in Gov. 
Bevin’s Medicaid waiver, known as Ken-
tucky HEALTH, would reverse much of 
the progress we have made in the past 
three years. As currently proposed, the 
changes would create signif icant bar-
riers to insurance coverage and reduce 
access to services, while creating costly 
administrative red tape for providers. We 
know from experience that the best way 
to keep people covered is to make the 
process simple, and Kentucky HEALTH 
is a complex program. People will fall off 
their coverage because the process will be 
too much for them to manage. 
MN: W hat changes would you like to 
see to the proposed waiver to help pro-
tect your ability to provide care?
W W: While I share the goal of en-
couraging Medicaid recipients to take a 
more active role in their own health and 
healthcare decisions, I would like to see 
changes made to the proposed waiver. 
These changes include: the el imina-
tion of monthly premiums for low in-
come adults and the lockouts for fail-
ure to pay; elimination of the work and 

community engagement requirements; 
el imination of the annual recertif ica-
tion and lock-outs; and restoration of vi-
sion, dental and non-emergency medical 
transportation benef its for adults. These 
are but a few of the issues and concerns 
that I have with the proposal. 

I anticipate that many of the pa-
tients we serve will lose their Medicaid 
coverage because of these changes. Our 
health centers serve many high risk/high 
need patients including the homeless, 
immigrants and refugees and persons 
suffering from mental health and sub-
stance abuse problems. These patients 
would have a diff icult time satisfying 
the complex requirements necessary to 
maintain coverage over time, which will 
ultimately lead to increased morbidity 

and mortality. 
MN: What changes to the overall 

Medicaid system would you propose to im-
prove access to care for all Kentuckians?
W W: First and foremost, I would pro-
pose that the Medicaid expansion un-
der the Affordable Care Act be contin-
ued. The expansion of health insurance 
to nearly 440,000 adult Kentuckians 
presents an unprecedented opportu-
nity to improve the health and wellbe-
ing of Kentucky’s families and work-
force. Healthy parents help chi ldren 
remain healthy and succeed in school, 
and healthily employees contribute to 
the economic prosperity of the com-
monwealth. The expansion needs to be 
continued to reap the long-term benef its 
of the new federal investment in Ken-
tucky’s health.

Second, I would simplify the ad-
ministration of the Medicaid program 
by reducing the number of Medicaid 
Managed Care Organizations (MCOs). 
Having f ive MCOs in Kentucky in-
creases red tape and complexit y for 
providers, causing higher administra-
tive costs and reducing effectiveness. 
Patients and the commonwealth would 
have adequate choice and competition 
with two to three MCOs. 

Third, I would encourage the 
MCO’s to develop value-based payment 
mechanisms that recognize and incentiv-
ize patient centered medical homes and 
improved quality outcomes. I would en-
courage Medicaid to reimburse for com-
munity health workers and lay health 
navigators that help address the social 
determinants of health that lead to high-
er costs and poor health outcomes.
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SUGGESTED CHANGES TO 
THE PROPOSED WAIVER

— The elimination of monthly premiums for low income adults 
and the lockouts for failure to pay.

— Elimination of the work and community engagement 
requirements.

— Elimination of the annual recertification and lock-outs.
— Restoration of vision, dental and non-emergency medical 

transportation benefits for adults.

William Wagner

CEO of Family Health Centers 
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Medical News: What is your long-term 
vision for Medicaid in Kentucky? 
A nthony Zipple: Today, Medicaid is 
the single largest payer for behavioral 
health services both in Kentucky and 
the United States. I do not expect that 
this will change anytime in the near fu-
ture. In fact, my expectation is that the 
importance of Medicaid as a payer for 
behavioral health services wil l expand 
rather than contract. This means that 
Medicaid, both nationally and in Ken-
tucky, needs to develop a clear vision 
for the value and structure of behavioral 
health services. I believe that the single 

greatest opportunity for Medicaid is 
achieving true integration of behavioral 
health services and other medical ser-
vices. We now have decades of evidence 
that providing better and more asser-
tive, evidence-based behavioral health 
services simultaneously improves out-
comes, increases client satisfaction, and 
decreases the total Medicaid spend. In 
spite of 40 years of research that docu-
ments the importance of behav iora l 
hea lth in hea lthcare and population 
health, Medical systems in the United 
States have been slow to organize in a 
way that recognizes and maximizes this 
reality. I would like to see a system in 

which Medicaid takes a far stronger 
leadership role leveraging the oppor-
tunities presented by behavioral health 
ser v ices and pushes the entire U.S. 
healthcare system to ful ly incorporate 
the importance and potential of great 
behavioral health services.
MN: Has the expansion of Medicaid 
and the implementation of the A f-
fordable Care Act helped or hurt your 
ability to provide care to the Medicaid 
population in Kentucky? 
A Z: The Affordable Care Act (ACA) 
and expansion of Medicaid in Kentucky 
has, on balance, been a very positive 
development. More than 450,000 Ken-
tucky citizens who had limited access to 
behavioral health and medical services 
prior to the ACA and Medicaid expan-
sion now have greatly improved access to 
services that have the potential to trans-
form their lives. Most of these individu-
als have limited incomes and prior to the 
ACA and Medicaid expansion struggled 
to afford even the most basic care that 
middle-America takes for granted. In a 
country as aff luent and compassionate 
as the United States, this was a shocking 
and painful everyday reality. 

Medicaid expansion a long with 
the ACA has also expanded the range 
of available behavioral health services. 
For example, substance use treatment 
services are now a required part of state 
Medicaid plans, a welcome addition in 
Kentucky. We have a well-documented 
crisis with heroin and other opiates in 
Kentucky, and today we now have access 
to evidence based treatment at provider 
organizations like Centerstone which 
means patients have far greater hope for 
recovery and a good life. This kind of ac-
cess changes everything for our friends, 
neighbors and relatives who previously 
lacked access to critical services. 

We also know that simply providing 
access to care is not enough. Creating 
a payment mechanism for services does 
not guarantee that everyone has exactly 
the healthcare that they need and de-
serve but it is a foundational step in the 
process of reinventing and providing an 
enhanced system of healthcare in Ken-
tucky. The ACA and Medicaid expan-
sion has provided a great foundation on 
which we can build.
MN: If you could run a pilot program 
within the Medicaid space what would 
you do to significantly move the needle 
and improve overall health outcomes 
for this population? 
AZ: Nationally, as well as in Kentucky, 
we have not taken full advantage of the 
promise offered by behavioral health ser-
vices and their recognition as a central 
component of overall healthcare, par-
ticularly for individuals with complex 
behavioral health conditions and co-oc-
curring medical illnesses. If I could run 
a single pilot in Kentucky to improve the 
health of a large group of those under-
served in our communities, it would be 
to aggressively develop behavioral health 
provider based health homes for special-
ized populations who present high cost 
and high risk. These would include for 
example, individuals with serious and 
persistent mental i l lness, individuals 
with signif icant substance use and ad-
dictions problems, and children with 
complex emotional disorders. 

We know that indiv idua ls with 
these complex conditions consume high 
levels of behavioral health service as 
well as high levels of medical services. 
We know that we are not serving them 
well. People with serious mental il lness 
die 25 years earl ier than the general 
population, most often from cardiac 
and metabolic conditions that we think 
of as preventable. We know that pro-
viding appropriate and effective behav-
ioral health services improves clinical 
outcomes and extends the lives of these 
individuals. And we also know that pro-
viding evidence based behavioral health 
interventions reduces medical costs and 
the overall Medicaid spend. These are 
facts that have been established in states 
l ike Arizona, Indiana and Tennessee. 
Better outcomes, better quality of care, 
better quality of l ife, lower mortality 
rates and lower overall cost is a compel-
ling argument for assertive development 
of behav iora l hea lth specif ic hea lth 
homes for specia l ized populations. I 
have watched other states develop sys-
tems of care that achieve these successes 
and I know that we could do it here if 
we commit to making it happen. 
MN: W hat steps would you like to see 
Kentucky and federal off icials take to 
improve the prov ider env ironment, 
specif ically as it relates to ser ving the 
Medicaid population? 
A Z: The Medicaid system is sti l l too 
focused on traditional medical inter-
vention and not focused enough on 
community intervention and managing 
population health variables. We know 
that clinical intervention accounts for 
only about 20 percent of the variance in 
health outcomes and yet that is where 
almost the entire $500 bil l ion annual 
Medicaid budget is spent. Individual 
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Continued on page 15

Anthony Zipple

President and CEO of Centerstone  
(formerly Seven Counties Services) 
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circumstances (including housing status, 
poverty, and educational status) and as 
well as individual behaviors (including 
exercise, nutrition, and social supports) 
account for at least twice as much of the 
variance in health outcomes and Medic-
aid spends almost nothing on addressing 
these factors. 

On one level, this is not a surprise. 
Medicaid is structured as a medical in-
surance program focused on traditional 
fee for service reimbursement for tradi-
tional medical illnesses. As such, it has 
great diff iculty responding to behavioral 
and circumstantial factors that may be 
more important to health outcomes and 
the medical interventions themselves. 
The bright future for state as well as 
federal Medicaid programs is develop-
ing provider contract and reimbursement 
structures that reward providers for pop-
ulation health interventions that improve 
outcomes, but these may not look like 
traditional medical intervention. 

This is easy to say but hard to do. It 
will require revisions to medical train-
ing, a radical shift from fee for service 

reimbursement to population based con-
tract structures, and the ability to think 
of patients as whole people rather than 
as a list of conditions for which we can 
bill. Medicaid is in the unique position 
to be both a thought leader and a con-
tract driver in this essential but chal-
lenging evolution.

KEY ACCOMPLISHMENTS

— Led the development of SCS’s first comprehensive strategic 
plan in more than a decade.

— Implemented open access and collaborative documentation 
across all locations. Reduced outpatient no-show rate from 
44 percent to 11 percent. Decreased time from first call to 
first non-medical appointment from an average of more than 
15 days to less than five days.

— Expanded integrated healthcare services by partnering with 
medical providers to implement physical health/primary care 
integration projects in multiple locations. SCS was selected by 
the National Council as a site for 2011-2012 SAMHSA funded 
learning community on integrated care.

— Co-founded new state-wide behavioral health trade 
association.
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Medical News: How has the expansion 
of Medicaid affected the physician com-
munity? Over 400,000 people enrolled 
in Medicaid in Kentucky since the ex-
pansion, with nearly thirty percent of 
Kentuckians now covered by Medicaid. 
Patrick Padgett: When looking at the 
impact of Medicaid expansion on physi-
cians, certain facts about Kentucky should 
also be considered. For instance, we lead 
the nation in cancer deaths and the per-
centage of smokers. Kentucky is also one 
of the leaders in heart disease and obe-
sity. We are very unhealthy, which means 
that the usage and cost of care provided 
to Kentuckians generally is going to be 
higher here than in most other areas of 
the country. 

Medicaid is not immune to these 
facts. According to national statistics, 
Kentucky spends nearly $5,000 per Med-
icaid adult recipient, while the national 
average is $3,247. That means we spend 
more per person, no doubt because we are 
an unhealthier population than the nation 
as a whole. 

Those who may not have had insur-
ance prior to the expansion are now able 
to obtain treatment and provide some 
level of payment for the services. Unfortu-
nately, Medicaid expansion also saw Med-
icaid management turned over to Man-
aged Care Organizations (MCO). The 
administrative issues associated with this 
change--most notably high volumes of 
rejected pre-authorizations–has certainly 
added to physicians’ level of frustration. 
As physicians see it, some of these MCOs 
manage money rather than healthcare. 
Kentucky needs a Medicaid system that 
is incentivized to make people healthier 
and address the underlying health issues 

(i.e., smoking) that make us a costly pop-
ulation. 
MN: Have physicians seen an increase 
in the number of patients they are see-
ing? Are the new patients covered by 
insurance? 
PP: I don’t know that physicians have 
seen an increase in the number of pa-
tients generally, but they have most likely 
seen an increase in the number that have 
Medicaid. They have also seen an increase 
in the number of patients with commer-
cial insurance who have high deductibles, 
some as high as $5,000 per year. This cer-
tainly adds to the already high level of 
administrative work physician offices and 
patients must endure. 

Along with Medicaid and commercial 
insurance, Kentucky has also experienced 
an increase in the percentage of people 
on Medicare. That increase is not near as 
large as Medicaid, but with a fast-aging 
population, the percentage of Kentuck-
ians on Medicare has gone up from six-
teen percent to nearly twenty percent in 
just a few years. With recent changes to 
Medicare’s administrative and regulatory 
structure, that program has also added 
more administrative burdens to both phy-
sicians and patients. 

As it stands today, approximately 49 
percent of Kentuckians are covered by ei-
ther Medicaid or Medicare. By the time 
you count state and local government em-
ployees, including teachers, along with 
military and retired military, some 55-60 
percent of Kentuckians are covered by 
some form of government health insur-
ance. Whether through the government or 
commercial insurance, however, Kentucky 
needs to create systems to make people 
healthier and address the underlying 
health issues we have in this state. 
MN: What steps have physicians had to 
take to address the increase in the num-
ber of people that have access to health 
insurance? 
PP: Healthcare providers at every level, 
including physicians, have created ad-
ministrative systems that help those who 

may not have any insurance find coverage. 
Some hospitals have individuals tasked 
with helping people, and many physician 
practices have become adept at helping 
patients navigate various sources to f ind 
coverage. I think medical providers in 
Kentucky have done a great job with that.

Unfortunately, while people found 
new sources of coverage, the insurers and 
government programs providing the cov-
erage created very complicated systems to 
document care and report information. 
Different insurers require different infor-
mation and the new electronic health re-
cord systems have in many cases not been 
able to keep up with the requirements. 
The fact that we now have dozens of dif-
ferent electronic health systems coupled 
with different requirements from each 
insurer has led to new and highly com-
plicated administrative problems, both 
for physicians and patients. This must be 
addressed.
MN: What does Kentucky need to do to 
ensure all Kentuckians have access to 
healthcare providers? Does it differ in 
rural vs. urban areas? 
PP: Access would be helped greatly by 
regulatory relief for the entire healthcare 
system. The more administrative bur-
dens put on physicians and patients, the 
less time there is to treat their underly-
ing conditions. Today, part of practicing 
medicine is as much about documenting 
various measurements that Medicare, 
Medicaid, and commercial insurers re-
quire of physicians and other providers. 

They are supposed to measure quality, 
but if each insurer has different standards 
for determining quality – which they do 
– how can we as a state truly say what 
quality might be? If we want to measure 
quality as part of our medical system, we 
need to f irst decide the answer to a basic 
question – what is quality? Otherwise, we 
are wasting physicians’ and other provid-
ers’ time documenting the various things 
they do. It also wastes patients’ time and 
confuses them.

I grew up in Somerset, Kentucky, 
which is a rural area with a vibrant and 
robust medical community. Other strong 
medical communities exist in rural areas. 
But there is a migration of people and 
businesses toward urban areas in this state 
as evidenced by the most recent census 
data. These trends certainly impact the 
availability of physicians and other medi-
cal providers. It has been shown that the 
presence of physicians creates jobs and 
opportunities since businesses want to be 
near strong medical communities. Pro-
grams such as the SOAR initiative (Shap-
ing our Appalachian Region, a network 
that unites 54 counties with a mission 
to expand job creation, enhance regional 
opportunity, innovation, and identity and 
improve the quality of life) certainly bring 
a spotlight on these issues and will hope-
fully address the various challenges facing 
rural communities.
MN: How will the Medicaid waiver, if 
approved as it was submitted, affect the 
practice of physicians that see Medicaid 
patients? 
PP: It would keep many people covered 
by Medicaid or some other form of in-
surance, which, despite the systemic 
problems I mentioned previously, helps 
everyone. But I am hopeful it would also 
present opportunities to refashion the sys-
tem to address Kentucky’s most pressing 
healthcare issues. For example, the en-
tire Medicaid system could concentrate 
on smoking cessation. If everyone in the 
medical community – physicians, nurses, 

Patrick Padgett

Executive vice president and CEO  
of the Kentucky Medical Association
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Medical News: Much of the focus of the 
conversation related to the Affordable 
Care Act (ACA) is focused on expanded 
Medicaid, however the program is much 
larger than that segment.  What changes 
have you seen that affect the long-term 
care industry?
      Joe Steier: The ACA was the largest land 
grab by the federal government since Medi-
care was first created. Unfortunately, the 
Medicaid expansion portion became noisy 
and polarizing because there is an unmet 
need, regardless of how you propose to solve 
it. The ACA is problematic because the rising 
costs related to the expansion is to be paid 

for by the following: provider cuts, reduced 
choice and new money from fines, penalties 
and additional enforcement that intensifies 
at each phase. 

Constant compliance changes are add-
ing excessive overhead to post-acute opera-
tors as they answer the new government 
mandates, as well as decreasing revenue for 
the providers doing the real work. Great 
companies such as Golden Living, Kindred 
and Elmcroft left the marketplace imme-
diately because it was an unfair business 
proposal.  Only mission based organiza-
tions with extremely patient investors can 
stay in to see if there is any future, or to 
see if this period of punitive enforcement 
will disappear.   

Long-term care (LTC) providers have 
seen a steady decline in census, occupancy 
and revenue per admission.  LTC provid-
ers have also seen operating costs related 
to wage inflation and medical malpractice 
expense. Headwinds are catastrophic and 
needed to become more innovative in pi-
loting the future state of post-acute care to 

outpace and even keep up with the rate of 
industry change. 
MN: Do you think that long-term care 
should emulate other forms of Medicaid 
and implement managed care?
JS: That depends. Consumer advocates worry 
that Medicaid recipients will lose some ben-
efits in managed care because plans have an 
incentive to cut costs to increase profits. We 
are working with the state to analyze pros 
and cons of various states. Utilizing our mar-
ket intelligence data and state best practices 
to include Florida, we’ll help the state run 
simulation modeling using the PAL index 
(Post Acute Leverage) which has gain-shar-
ing built in. It could help create the appropri-
ate utilization and incentives to change the 
managed care game.

We are in 10 states and have seen 
every model of states transferring con-
trol and authority to Managed Care 
Organizations (MCOs) to better man-
age the Medicaid dollar. All states have 
good intentions as they work to improve 
access and enhance affordability. How-
ever, these intentions are met with a 
wide range of outcomes, ranging from 
disastrous to excellent.    

With most of the south having Re-
publican governors, Medicaid Managed 
Care has rolled out in 24 states and will 
most likely happen here as well.  We are 
good with this, assuming legal reform is 
addressed at the same time.

The states we should model are Min-
nesota and Massachusetts, which were de-
signed in compliance with the MCO Bill 
of Rights. If we follow the MCO Bill of 
Rights, Kentucky can get it right. The fol-
lowing should also be included: an active 
state off ice for bad behavior by MCOs; a 
strong ombudsmen off ice to protect resi-
dents’ rights; transparency in the state 
procurement process; rate guarantees set 
by the state; and timely payment within 
30 days of a claim.
MN: What are the biggest challenges fac-
ing Kentucky’s long-term care community?
JS: Just trying to survive until the change 
comes! Most of our industry competitors and 
collaborative peers have left the state and we 

miss them. We have 141 hospitals and over 
half of those are designated as critical access 
hospitals. This leaves us with challenges no 
other states have.  Poor health demograph-
ics, bifurcated access, unfair legal process 
and system, regional talent shortage, older 
asset quality and a punitive regulatory en-
vironment are challenges. Since West Vir-
ginia secured tort reform, we are the single 
worst state to provide healthcare services in 
the U.S. Every out-of-town firm considers 
Kentucky the last great gold rush. 

Other challenges include Medicaid ex-

pansion unknowns and the unrealistic medi-
cal malpractice climate. Also challenging is 
the unmet workforce capacity needs to be 
felt by the entire healthcare industry. Not to 
mention the rate of healthcare change based 
on a higher acuity patient and often un-vet-
ted reimbursement experiments challenging 
long-term care’s ability to take care of the 
escalating baby boomer population.  
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Joe Steier

President and CEO  
of Signature HealthCARE
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Continued from page 16

Patrick Padgett
hospitals, patients and even payers – were 
all provided with the same message, in-
formation, treatment options and incen-
tives to get Kentuckians to quit smoking, 
everyone would win. 

As I said previously, the healthcare 
community has done a great job f inding 
sources of coverage for people who do not 
have insurance. If the waiver is approved 
as submitted, that assistance would prob-
ably have to be more robust than it is 
today. But if there is one set of rules to 
follow, the healthcare system is good at 
meeting those administrative needs. It 
is when they are overly complicated, du-
plicative or contradictory that physicians 
and patients have the most issues. 
MN: What steps does Kentucky need to 
take to create a better environment for 
physicians? 
PP: First and foremost, pass meaningful 
tort reform. Ask anyone who tries to re-
cruit physicians to this state and they will 
tell you that one of the biggest hurdles 
is competition from states that have tort 
reform. The lack of tort reform also adds 

to the utilization of healthcare services 
at every level, which helps to explain the 
high cost of care here in Kentucky. 

But we also need systems in place to 
address the healthcare needs of Kentuck-
ians. I have mentioned smoking a great 
deal because it not only causes lung can-
cer; it also leads to other problems such 
as asthma, heart disease and even heal-
ing from surgery. Many roads to several 
health problems lead back to smoking. 
That’s why KMA launched its own smok-
ing cessation campaign last year called 
“Commit to Quit” that encourages peo-
ple to talk to their physician about quit-
ting smoking. If Medicaid managed care 
companies, and insurers generally, would 
help to manage the care of our population 
rather than simply manage money, we 
could better address our healthcare needs. 

Physicians are trained to heal the 
sick. If we could take steps to heal our 
state in an eff icient way, we could be 
the model for the nation. Any physician 
would like to be part of that system!

By Debra Ness and Sam Ho, MD

November was National Prematu-
rity Awareness Month, an ideal time for 
families in Kentucky to think about ex-
pectant mothers’ and babies’ health, and 
to raise awareness about how to increase 
the likelihood of a safe and healthy preg-
nancy and delivery. 

One out of 10 babies nationwide each 
year is born premature, according to the 
Centers for Disease Control & Preven-
tion. While preterm births represent a 
small percentage of all births, these in-
fants represent a large proportion of all 
infant deaths. In Kentucky, the infant 
mortality rate is 6.8 per thousand live 
births, putting the state at No. 34 nation-
wide, according to United Health Foun-
dation’s America’s Health Rankings: The 
Health of Women and Children Report. 

Access to appropriate prenatal, post-
partum and well-child care is critically 
important for the health of mothers and 
babies. It is also important for mothers, 
families and physicians to recognize the 
dangers associated with non-medically 
indicated elective deliveries before 39 
weeks of pregnancy and the potential 
impacts. The American College of Ob-
stetricians and Gynecologists (ACOG) 
def ines weeks 39 and 40 as a full-term 
pregnancy, and advises against elective 
deliveries before 39 weeks. 

Babies born before 39 weeks are 
more likely to have breathing problems 
and developmental delays, according 
to many published studies. A review 
of c la ims data by UnitedHealthcare 
showed that 48 percent of newborns 
admitted to the neonatal intensive care 
unit (NICU) at select hospitals were 
from scheduled admissions for deliv-
ery – many before 39 weeks of gesta-
tion. After sharing these f indings, some 
physicians and hospitals altered practice 
patterns and realized a 46-percent de-
crease in NICU admissions.

Preterm births and infant-mortality 

rates have declined in recent years, but 
we need to do more to help parents and 
healthcare providers recognize the risks 
associated with non-medically indicated 
preterm deliveries. About one in three 
U.S. births happen by cesarean section, 
an increase from about one in 20 births 
(f ive percent) in 1970. 

Kentucky is one of more than 30 
states that rates worse than the national 
target for cesarean deliveries, with a rate 
of 32 percent, according to a recent analy-
sis by Consumer Reports. The national 
target for f irst-time mothers with low-
risk deliveries is 23.9 percent or lower, 
as set by the Department of Health and 
Human Services. 

Emerging technology, including 
myriad mobile apps, are helping preg-
nant women and new parents. Online re-
sources and mobile apps enable expectant 
mothers to better track and manage their 
prenatal visits, making it easier for them 
to follow recommended appointments be-
fore and after delivery. 

Encouraging a healthy and full-term 
pregnancy – and avoiding medically un-
necessary C-sections –is the responsibili-
ty of parents and health professionals, and 
technology is helping make that possible. 
The last few weeks of pregnancy can be 
challenging, but they are important for 
the baby’s development and health. 

— Debra Ness is president of the National 
Partnership for Women & Families and 

Sam Ho, MD, is chief medical officer at 
UnitedHealthcare.

National Prematurity 
Awareness month
Reflecting on the importance of  
healthy pregnancies.

Tom Haselden
tom@ezoutlook.com
www.ezoutlook.com
800-219-1721  ext. 103
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THE FUTURE  
OF HEALTH CARE  
MAY BE UNCERTAIN. 
OUR EXPERIENCE CAN 
GUIDE THE WAY. 
As the nation’s largest health care-focused 
law firm, Hall Render is distinguished by its 
knowledge, experience and understanding of 
the evolving landscape of today’s health care 
environment. Hall Render has represented the 
industry, including more than 1,500 hospitals and 
health systems, in general and special counsel 
matters. Put our singular focus to work for you.

HEALTH LAW IS OUR BUSINESS. 
Learn more at hallrender.com.

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

ANCHORAGE • ANNAPOLIS • DALLAS • DENVER • DETROIT 

INDIANAPOLIS • LOUISVILLE • MILWAUKEE • PHILADELPHIA 

RALEIGH • SEATTLE • WASHINGTON, D.C.

HallRender_KYMedicalHealthNews_trees5x12_111616.indd   1 11/18/16   9:13 AM

facebook.com/kymedicalnews@kymedicalnewsFIND US:



At Spencerian College, we teach our students the 

skills and self-confidence they need to flourish. Our 

talented graduates are prepared to contribute to 

the success of your healthcare organization and are 

currently working in fields like:

• Nursing

• Surgical Technology

• Respiratory Therapy

• Medical Assisting

• Laboratory Sciences

• Medical Administrative Management

• Medical Massage Therapy

… and many more!

For more information about program successes in graduation rates, placement rates 
and occupations, please visit spencerian.edu/programsuccess.

spencerian.edu

LOUISVILLE  
800.264.1799 

LEXINGTON
800.456.3253 

  Educating the 
new network of care




