
By Peter Taylor, with  
contributions by Tiffany Arrows 

The Treatment Advocacy Center reports 
over the past decade county jails and prisons 
have emerged as America’s new asylums 
housing 10 times more mentally ill persons 
than hospitals. As many communities 
struggle to manage this mental health crisis, 
Bluegrass.org marks 35 years of mental 
health services to the Fayette County 
Detention Center. 

The Fayette County Detention Center 
(FCDC) Mental Health program was created 
as a partnership between the Lexington-
Fayette Urban County Government and 
Bluegrass.org with the goal of lowering the 
risk of suicide in county jails and providing 
care for individuals with mental illness 
while in custody. 

Beginning in 1982, clinicians started 
screening at-risk inmates as they were booked 
into the Fayette County Jail and provided 
services based on assessments. The program 
began operations with three employees and 
a part-time psychiatrist working inside the 
detention center. Since then, the program 
has continued to grow to keep pace with the 
increasing inmate population with mental 
health problems. 

In 2005, Bluegrass increased services to 
provide staff 24 hours a day, seven days a 
week. Having staff on-site around the clock 
provides a high level of care for inmates 
and support to jail administration. FCDC 
is one of only two county jails in Kentucky 
with on-site mental health services. The 
FCDC program served as a catalyst for the 
development of the Bluegrass.org Jail Triage 
Program which facilitates community 
mental health and county jail partnerships 
throughout the state. 

Managing risk and providing 
psychiatric care have proven to be a highly 
effective strategy for reducing suicide and 
self-injury at FCDC. The facility’s suicide 
rate over the last 35 years is dramatically 
lower than the rate for incarcerated persons 
nationally. According to the Bureau of 
Justice Statistics a jail the size of the Fayette 
County Detention Center would average 
6.75 suicides a year. In the past 10 years, 
there have been no suicides. 

Continuity of Care
Providing continuity of care measurably 

improves an inmate’s quality of life while 
incarcerated and the goal is to carry this 
improvement after release. With discharge 
planning, Bluegrass.org matches clients to 
a range of community partners including 
outpatient services, recovery programs, 
hospitals, Assertive Community Treatment 
teams, Adult Protective Services and the 
Fayette Mental Health Court. This program 
was created to address the high suicide rate 
in county jails across the nation and to 
provide care for persons with mental illness 
while in custody. 

The collaborative approach has 
significantly reduced the cycle of Fayette 
County’s most severely mentally ill citizens’ 
needless involvement in the criminal 
justice system. Further, facilitating access 
to treatment promotes functional recovery 
and has proven to be significantly more 
cost-effective than repetitively cycling 
individuals with mental illness through the 
jail and the court system. 

Bluegrass.org’s mental health program 
at FCDC is an integral part of the jail’s 
daily operation. In 2016, the staff averaged 
38 contacts per day for a total of 14,366 
contacts. In addition, Bluegrass.org provides 

Continued on page 3

Bluegrass.org and the  
Fayette County Detention 
Center partnership provides 
care for mentally ill.
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in Kentucky
This month 
Medical News 
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behavioral health 
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in the opioid 
crisis. What are 
three things 
to think about 
when prescribing 
Suboxone in Kentucky? We’ll tell you. How can you 
allow individuals to stabilize so they can engage 
in the treatment process? We’ll also explore that. 
We also take a closer look at how integrating 
behavioral health and primary care will improve 
access to care. 
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Addiction initiative.   
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Mitigating risks:  
Five key areas of focus.
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providers reduce risk, Jeremy Wale with 
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help remind healthcare providers of common risk 
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New medical office breaks ground at 
Old Brownsboro Crossing 

A new, four-story medical 
office building now under con-
struction will add even more 
amenities to the shopping and 
services hub at Old Brownsboro 
Crossing in Louisville, Ky.

The McMahan Group, along 
with lead contractor Messer 
Construction Co., recently broke 
ground on the 100,000 square 
foot, four-story facility – the 
third medical office building at the develop-
ment. The McMahan Group will lease the 
space to multiple tenants upon its comple-
tion in spring 2018. 

“Adding another medical office build-
ing to Old Brownsboro Crossing under-
scores the fact that this development is at-
tracting visitors from across the city and 
beyond for unique shopping, dining and 
consumer service experiences,” said Rory 
McMahan, managing partner of the Mc-
Mahan Group. “We are excited to help 
meet the expanding health services needs 
in this community and we welcome the ad-
ditional jobs and services to Old Browns-

boro Crossing.”
Approximately 300 construction work-

ers will complete the project. After ground-
breaking, McMahan Group estimates that 
foundations will be finished in April 2017, 
with the entire facility under roof within a 
year. Weather permitting, the entire build-
ing should be complete in spring 2018. 

The McMahan Group hired TEG 
Architects, CMTA Engineers and BTM 
Engineering to design the project. 

THE NEW MEDICAL OFFICE BUILDING UNDER CONSTRUCTION 
AT OLD BROWNSBORO CROSSING WILL BE COMPLETE IN 

SPRING 2018. CREDIT: TEG ARCHITECTS

SOAR recognized in Washington DC 
for work in Appalachia 

The Appalachian Regional Commission 
recognized SOAR in Washington, DC for 
the work it is doing in Eastern Kentucky. 

SOAR (Shaping our Appalachian Re-
gion) showcased some of its leadership ca-
pacity building work during the POWER 
(Partnerships for Opportunity and Work-
force and Economic Revitalization) Grant 
recipients Convening for Economic Diver-
sity in Appalachia. Included in what was 
showcased by SOAR was the International 
Economic Development Training at the 
Kentucky Institute for Economic Develop-
ment, the Connect Your Economy Con-
ference and a Broadband Readiness Pilot 
Project. 

Jared Arnett, SOAR executive direc-
tor, was part of the 140 people invited to 
attend the convening and participated in 
the closing panel titled “Next Steps for Suc-
cess.” The convening provided a space where 
grantees, private funders and ARC staff con-
tinued collaboration efforts centered around 

a shared commitment to Appalachia’s eco-
nomic future. 

In 2016, SOAR created nearly 1,500 
jobs while still building organizational 
capacity. SOAR will be working to forge 
partnerships and drive action in line with its 
Blueprint for Economic Development, de-
rived from its original working group report. 

While in DC, SOAR also participat-
ed in the Amazon Web Services (AWS) 
Cloud Leadership Institute. Kentucky 
was one of four states invited to the small 
gathering of about 25 people. During the 
meetings, partnerships with a variety of 
organizations were formed and future de-
velopment plans were discussed. 

SOAR is a network in Appalachia 
that unites 54 counties with a mission 
to expand job creation, enhance regional 
opportunity, innovation and identity, im-
prove the quality of life and support all 
those working to achieve these goals in 
Appalachian Kentucky.

MEMBERS OF THE SOAR TEAM IN DC.

UofL School of Nursing lab revamp for 
simulated clinical learning 

University of Louis-
ville School of Nursing stu-
dents soon will double their 
hands-on clinical simula-
tion learning through a ma-
jor lab renovation funded by 
two donations of $125,000 
each, one from The Bufford 
Family Foundation and the 
other from Trilogy Health 
Services.

The funds will allow 
a lab on the third floor of 
the School of Nursing to 
be transformed into a four-
room simulation suite and 
home healthcare space called 
the Trilogy Health Services Simulation Lab. 
In addition, a separate observation room for 
instructors will be built. Construction will 
start this summer and will be completed in 
the fall.

Also, the school will buy a fourth high-
fidelity adult patient simulator that will be 
housed in the lab. The school has been re-
stricted to using only two of its three adult 
simulators because of space constraints. 
During labs, groups of five to 10 observe a 
single student’s interaction with a patient 
simulator, and because of the limited space, 

students spend more time observing rather 
than administering interventions. 

The renovated lab will allow continuous 
use of all four adult simulators, doubling the 
time students spend as the caregiver from 20 
to 40 hours during undergraduate education.

Hands-on learning in patient simula-
tion labs is essential to educating healthcare 
students, enabling them to sharpen complex 
skills in preparation to face real patients. 
Simulators present numerous conditions 
that students respond to, including difficulty 
breathing, seizures and heart attacks.

UofL SCHOOL OF NURSING STUDENTS ABIGAIL BABBITT, LEFT, AND COURTNEY ALBERS 
PRACTICE ADMINISTERING MEDICATIONS ON A PATIENT SIMULATION MANNEQUIN.

Connection between intimate partner 
violence, barriers to cancer recovery

Researchers in the UK College of Pub-
lic Health, UK College of Medicine and 
Center for Research on Violence Against 
Women collaborated on a recent study indi-
cating victims of intimate partner violence 
(IPV) experience poorer quality of life dur-
ing a cancer diagnosis.

Ann Coker, a professor in the UK Col-
lege of Medicine, Diane Follingstad, director 
of the UK Center for Research on Violence 
Against Women, and Heather Bush, a UK 
College of Public Health associate profes-
sor of biostatistics, recently published find-
ings from a cross-sectional study of female 
cancer survivors. Participants were asked to 
indicate whether they experienced current 
or past physical, sexual or psychological vio-
lence by an intimate partner. The investiga-
tors found a correlation between reports of 

intimate partner violence and poorer cancer-
related quality of life, including instances 
of depression, anxiety and physical health 
functioning. Their findings were published 
in the winter 2017 issue of Cancer Causes 
and Control.

More than 3,200 women included in 
the Kentucky Cancer Registry, which is 
managed through the UK Markey Cancer 
Center, or North Carolina Central Cancer 
registries were surveyed through telephone 
interviews. Women who reported IPV, com-
pared with those women not experiencing 
this form of violence,  were more likely to 
report two or more comorbid health con-
ditions and more symptoms of depression 
and stress. The investigators also observed 
that current violence had a greater effect on 
women’s quality of life than past episodes.  
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psychotropic medication for 20 percent of 
the inmate population. In 2016, the Fayette 
County Detention Center was identified 
by the Community Oriented Correctional 
Healthcare Services Organization as one 
of the safest and best connected jails in the 
nation in a Pew Foundation report to be 
published at a future date. The Mental Health 
Program was noted to be an important factor 
in that success.

The problem created by incarcerating 
the mentally ill is clearly a tremendous 
challenge. But mental health programs 

demonstrate incarceration can create an 
opportunity to connect underserved persons 
with life-changing services. Providing mental 
healthcare to the incarcerated population 
has proven to make jails safer, improved the 
quality of life for persons living with mental 
illness and lowered the aggregate cost of 
mental illness to the community. 

— Peter Taylor is Team Leader at the 
Fayette County Detention Center Program 
and Tiffany Arrows is an FCDC clinician at 
Bluegrass.org.

Jails as the new asylums

C O V E R  S T O R Y

JAIL TRIAGE PROGRAM 

A particular type of health difference that is closely linked 
Referral: Individuals are routinely screened for mental health 
and safety issues upon entering the facility. Referrals can also be 
prompted by arresting or transport officers, medical request or risk 
alerts indicating a history of mental health or safety issues. 

Intake Assessments: Clinical assessments include screening for current or past 
suicidal thinking or behavior, intentional self- injury, current or past medication, 
acute distress and current or past symptoms of mental illness or impairment. 

Recommendations: Specialized housing or observations due to 
safety risk or mental status are recommended based on clinical 
assessments. Clinicians also recommend risk alert flags to be placed in 
the inmate’s file for continued officer notification when warranted. 

CLINICAL SERVICES OFFERED
There are a variety of mental health issues occurring within the inmate 
population. Bluegrass.org has developed an array of services to address 
the needs of individuals while in custody. Custody staff, medical staff, 
concerned outside individuals and inmates can request an assessment 
if they have concerns about risk for self-harm or mental status. 

Suicide Observation: When an assessment indicates there is an elevated 
risk for self-harm, inmates are under continuous direct observation and 
access to items that could be used for self-harm is controlled. Daily follow-
up and plans for on-going assessments and safety are established. 

Mental Health: Individuals who exhibit active symptoms of mental illness that 
could affect safe functioning, such aggressive or threatening behavior, active 
psychosis, poor reality orientation or pronounced mood instability are assessed 
for treatment and a weekly follow-up is performed by a case manager. 

Medication: Inmates who report they are currently taking medications 
are referred for verification. Current medications are started the 
next day when possible and psychiatric follow-up is provided for the 
duration of their stay in custody. Prescriptions and assistance making 
outpatient appointments are also provided prior to release. 

Therapeutic Services: Bluegrass.org believes therapy should be solution-
focused and person-centered. When interventions are targeted to specific 
issues, evidence indicates individuals are better able to achieve and 
sustain recovery. Psychoeducational support and referrals for issues 
such as domestic violence and abuse, and recovery are also provided. 

Mental Status Examinations: Performed by court order, these consist of 
biographical and psychosocial data, psychiatric history, current mental 
status and recommendations for competency evaluations, treatment, 
involuntary hospitalization and treatment over objection as needed. 

Prior to Release: Individuals are assessed to determine potential danger to self 
or others due to either active suicidality or acute mental illness and referred for 
outpatient appointments, medication and involuntary hospitalization if needed.
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Stites & Harbison

G r e a t e r 
Louisville Inc. re-
elected attorney 
Brian Cromer to 
serve on its Board of 
Directors for a three-
year term.  

CROMER

American Heart Association
Keisha Deonarine 

was hired as a senior 
community health 
director.

DEONARINE

Cedar Lake
Cassandra Tembo 

was promoted to Chief 
Administrative Officer.

TEMBO

Health Enterprises Network
David Buschman 

was promoted to 
managing director.

BUSCHMAN 

KentuckyOne Health
A n t h o n y 

Flannery, MD, 
joined KentuckyOne 
Health Primary Care 
Associates in Wilmore.

FLANNERY

Lexington Clinic
S t e p h e n 

Umansky, MD was 
elected president of the 
Board.

UMANSKY

Lexington Clinic
Michael Cecil, 

MD was elected vice-
president of the Board.

CECIL

 
K i m b e r l y 

Hudson, MD was 
elected secretary of the 
Board.

HUDSON

 
A n d r e w 

McGregor, MD was 
elected treasurer of the 
Board.

MCGREGOR

Masonic Homes
Minesh Patel was 

hired as rehabilitation 
manager.

PATEL 

 
C a r r i 

Featheringill was 
named assistant 
director of Nursing 
for the Sproutlings 
Pediatric Daycare.

FEATHERINGILL

Masonic Homes
Ann Gurnee 

was hired as director 
of Nursing for the 
Sproutlings Pediatric 
Daycare.

GURNEE 

Norton Healthcare
M o n a l i s a 

Tailor, MD joined 
Norton Community 
Medical Associates – 
Shepherdsville.

TAILOR

 
Ashley Stivers, 

MD joined Norton 
Inpatient Specialists.

STIVERS

 
Renee Girdler, 

MD joined Norton 
Community Medical 
Associates – LaGrange.

GIRDLER

GUELDA SCHOLTZ
 

Sheila Guelda, MD and Ana Scholtz, MD 
joined Norton Children’s Medical Associates – 
Springhurst.

 
Bill Geisen was 

named first president of 
Construction Lawyers 
Society of America.

UK HealthCare
The American 

Cancer Society 
honored UK Markey 
Cancer Center surgeon 
Dr. Timothy Mullett 
with the Lane W. 
Adams Quality of Life 
Award.

MULLETT 

Know someone 
who is on  
the move?

Email sally@
igemedia.com.

GEISEN
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Experience and knowledge are the best medicine. 

The health care industry is rapidly changing and under increased scrutiny. You deserve legal counsel that has 
the experience, understanding and agility to help you successfully navigate challenging situations. Whether 
you need advice on mergers and acquisitions, regulatory compliance, HIPAA, clinical trials, antitrust issues, or 
other key areas, Stites & Harbison has the health care attorneys capable of handling your most complex matters. 

For more information about how we can help, visit stites.com.

K E N T U C K Y  •  I N D I A N A  •  T E N N E S S E E  •  G E O R G I A  •  V I R G I N I A

Medical News: Why did you become  
a doctor? 

Julia Richerson: In 
high school and col-
lege I had excellent 
science teachers and 
loved science. In col-
lege I did a summer 
program at a Com-
munity Health Cen-
ter in rural West Vir-
ginia and from then 

on knew that I wanted to do primary care 
medicine and practice in a health center.

MN: Why did you choose this  
particular specialty?
JR: Pediatrics is so interesting. Not only is 
the practice of medicine interesting, but the 
opportunities for advocacy are very exciting. 
Every visit is so different, seeing newborns 
through adolescents. Being able to meet 
families and assist them on their journey as 
a parent is a privilege.

MN: What is the biggest misconception 
about your field? 

JR: I speak with young people who have an 
interest in medicine, and they are sometimes 
discouraged by what they are hearing from 
physicians. There have been a lot of changes 
since I started practicing 20 years ago, and 
some are very challenging for us. I believe 
being a physician is a wonderful profession 
and we should be encouraging young people 
to pursue their dreams.

MN: What is the one thing you wish 
pat ients k new a nd /or understood  
about doctors? 
JR: I hope people know that we truly care 
about them and their health and wellness.

MN: What is your opinion of managed 
care and how will this affect you and  
your practice? 
JR: I have had a great experience working 
with health insurance/managed care pro-
viders. The focus has been on improving the 
health of individuals and of populations, and 
how to do that best, with limited resources. 
As a physician I have found that the closer I 
have worked with managed care companies 
the better care my patients receive from me 
and their managed care company.

MN: What’s one thing your colleagues 
would be surprised to learn about you? 
JR: I hiked the Inca Trail (a hiking trail in 
Peru that ends at Machu Picchu, the Lost 
City of the Incas).

MN: What’s the best advice you ever re-
ceived? Who gave it to you? 

JR: I read it in a book. The answer to 
“how” is “why”. When you are wonder-
ing how to do something, make sure you 

know exactly why you are doing it, and 
things are much clearer. 

MN: If you weren’t a doctor, what would 
you be?
JR: A teacher 

MN: Who are your heroes in real life?
JR: The families in my practice. They give 
me great inspiration.

MN: What’s the last good book you read? 
JR: Hillbilly Elegy: A Memoir of a Fam-
ily and Culture in Crisis by J. D. Vance (an 
account of growing up in a poor Rust Belt 
town with a broader, probing look at the 
struggles of America’s white working class).

MN: Who are your heroes in healthcare?
JR: Dr. Donald Berwick, with the Institute 
for Healthcare Improvement, and Mary 
Breckenridge, founder of the Frontier Nurs-
ing Service.

Meet Julia Richerson, MD, pediatrician at  
Family Health Centers in Louisville, Ky.

Hometown: Mayfield, Ky.

Family: Husband and a 
second grade daughter

Hobbies: Travel, hiking, being 
a Brownie Scout’s mother

Education: BA from Transylvania 
University, MD from University 
of Kentucky and pediatric 
training at UCLA/Cedar Sinai

PRINT TO WEB:
Read the full interview with Dr. 
Richerson online at medicalnews.md.

FAST FACTS

N E W S  I N  B R I E F

Treatment services for substance 
use increased by 740 percent for Med-
icaid expansion benef iciaries over the 
30 months from the beginning of 2014 
through mid-2016, according to a re-
port released by the Foundation for 
a Healthy Kentucky. The expanded 
Medicaid program in the Common-
wealth under the Affordable Care Act 
(ACA) covered approximately 11,000 
substance use treatment serv ices in 
the second quarter this year, compared 
to about 1,500 in the f irst quarter of 
2014.

The report suggests that expanded 
Medicaid eligibility in Kentucky under 
the ACA, as well as other elements in 
the health law, have helped increase 
access to substance use treatment in 
the state. But rising Kentucky rates of 
prescription opioid and heroin abuse 

are also likely to have played a role in 
the growth of several types of treat-
ment for substance use in the Com-
monwealth, the report said.

The report, Substance Use and the 
ACA in Kentucky, is the latest data 
release from the Foundation’s ongoing 
study of the impact of the Affordable 
Care Act (ACA) implementation in 
Kentucky.

Kentucky was one of the earliest 
and hardest-hit states in the national 
opioid epidemic, and the report con-
f irms that the problem continues to 
grow in the Commonwealth. While 
overal l inpatient admissions for sub-
stance use treatment in 2015 (19,005) 
were down from 2005 (22,705), heroin 
and other opioids accounted for nearly 
half (46.2 percent) of those admissions 
in 2015, compared to just 11.6 percent 

in 2005, the report said. 
The report also found that doses of 

buprenorphine, a medication that doc-
tors can prescribe as part of treatment 
for opioid addiction, rose from two 
million in the f irst quarter of 2013 to 
three and a half million in the second 
quarter of 2016.

According to the Kentucky Off ice 
of Drug Control Policy, 67 Kentucky 
counties had overdose death rates of 
more than 20 per 100,000 people in 
2015, up from 64 counties in 2014. Just 
nine counties nationwide had overdose 
rates that high in 2000. While prescrip-
tions for hydrocodone, the most com-
monly prescribed opioid painkil ler, 
are declining in the Commonwealth, 
the state is now seeing an increase in 
deaths related to heroin. The Centers 
for Disease Control and Prevention 

released data for 2015, which showed 
that heroin related deaths increased 20 
percent nationwide over 2014.

In 2012, before the ACA, approx-
imately 585,000 Kentuckians lacked 
coverage for treatment of drug and 
alcohol disorders because they had no 
hea lth insurance. The hea lth plans 
that covered an additional 326,000 
Kentuckians weren’t required to cover 
these treatment serv ices, and plans 
that voluntari ly covered the services 
often had strict limitations. Since the 
ACA, Kentucky has extended coverage 
for at least some services to 635,500 
non-elderly traditional and expanded 
Medicaid enrollees. 

— Foundation for a Healthy Kentucky

Substance use treatment services covered for  
Medicaid expansion population jumped 740 percent  
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HAVE AN EVENT FOR 
OUR PRINT OR ENEWS 
CALENDAR?

Email news@igemedia.com.

Resilience: A Documentary 

Time: 7 p.m.
Location: Spirit Fi l led New Life Ministr ies, 4936 
Hazelwood Ave., Louisville, Ky. 40214

Info: Trailblazers in pediatrics, education and social welfare are 
using cutting-edge science and f ield-tested therapies to protect 
children from the insidious effects of toxic stress—and the dark 
legacy of a childhood that no child would choose. For more 
information, email bounce.louisville@aol.com.

SOAR Executive Board Meeting

Time: 1 p.m.
Location: EKU Regional Manchester Campus, 50 
University Dr., Manchester, Ky. 40962

Info: SOAR is a network of Appalachia that unites 54 counties 
working to expand job creation, enhance regional opportunity, 
innovation, and identity, improve the quality of life, and support 
all those working to achieve these goals in Appalachian Kentucky.

Mannatt Webinar: How will the Trump Administration  
Impact Healthcare Litigation?

Time: 1 - 2:30 p.m. 
Info: Donald Trump has vowed to eliminate the Affordable 
Care Act (ACA)—and the repeal and replace process 
has begun. The webinar begins with an analysis of the 

current state, setting the context with a detailed update on   politics, 
policies and procedures.  We explore the latest information on where 
repeal and replace efforts stand…the major ACA provisions that 
are at risk vs. those likely to remain…vehicles for change…likely 
legislative and administrative actions…and the implications for the 
key stakeholders. Register at https://goo.gl/JIT3Rn

Kentucky Council of Churches: Prayer in Action Days  
at the State Capitol

March 7: Environment/Energy
March 14: Immigrants/Refugees
Time: 9:30 a.m.

Location: Capitol Rotunda, Frankfort, Ky.

Inside Opioid Addiction Forum (Rebroadcast)

Time: 11 a.m.
Info: This town hall forum brought together policy 
makers, treatment providers, law enforcement 

and inf luencers to discuss ways to battle the opioid crisis. 
For more information, visit ket.org/health/opioids.
The forum featured the following panelists:
- John Tilley, secretary of the Kentucky Justice and Public Safety Cabinet.
- Vickie Yates Brown Glisson, secretary of the Kentucky Cabinet for 

Health and Human Services.
- Nancy Hale, president and CEO of Operation UNITE in Eastern 

Kentucky.
- Emerson Goodwin, corporate regional director of KentuckyCare in 

Western Kentucky.

March 
7, 14

March 
2

March 
3

March 
8

March 
7

 Tara Moseley, a student at the University of Louisville who is in recovery 
from substance use disorder and who works with the advocacy group 
Young People in Recovery.

- Charlotte Wethington, who works with People Advocating Recovery. 
Wethington’s son, Casey, died from an opioid overdose, and she lobbied 
for the passage of Casey’s Law in 2006.

Reaching for Hope: A dialogue with Sue Klebold, the mother of 
Columbine shooter, Dylan

Time: 6 p.m.
Location: Louisville Boat Club,  
4200 River Rd., Louisville, Ky. 40207
Info: For more information, contact 

Kentucky Psychiatric Medical Association at 
blcook@kypsych.org or visit kypsych.org.

2017 Healthcare Question: What’s Coming, What’s Going? 
Game Changers, Measurement Mayhem and Payment Fixes

Location: The Olmsted,  
3701 Frankfort Ave., Louisville Ky. 40207
Time: 7:30 a.m. - 4 p.m.
Info: For more information and to register v isit 

khcollaborative.org/conference2017. 

Obesity and Diabetes Roundtable

Time: 9 a.m. – 2 p.m.
Location: Union College, 310 College St., Barbourville, 
Ky. 40906

Info: A roundtable to gather information and start formulating a 
regional strategic action plan to help combat growing obesity and 
diabetes numbers. 

Flatlined: Resuscitating Long Term Care 

Time: Registration begins at 8:15 a.m.; Presentation 
begins at 9 a.m.
L ocat ion:  The Universit y Club, Uof L Campus,  

200 East Brandeis Ave., Louisville, Ky. 40208
Info: A panel discussion taking a strategic look into the future 
of sk i l led nursing faci l it ies in Kentucky. Register online at  
register@healthenterprisesnetwork.com. 

Virtual Dementia Tour

Location: 5012 East Manslick Rd., Louisville, Ky. 40219
Info: This tour is designed to help careg ivers/
family of those with dementia /Alzheimer ’s bet ter 

understand what they ’re going through. It wil l be open to  
healthcare professionals as well. For more information, contact 
cwhalin@wesman.org or visit WesMan.org.

March 
21

March 
10

March 

15

March 
16

March 
23
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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 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

To refer a patient, call (855) 492-0812.   
Or learn more at bgcarenav.org

BGKY-016_4 Medical News ad_5x12.25.indd   1 1/6/17   3:54 PM
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UK HealthCare unveils new 
hematology, oncology clinic

Kentucky Children’s Hospital (KCH) 
staff, UK President Eli Capilouto, and 
UK DanceBlue student-volunteers and 
organizers and UK HealthCare officials 
celebrated the opening of the new $1.6 
million DanceBlue Kentucky Children’s 
Hospital Hematology/Oncology Clinic 
with a ribbon-cutting ceremony in the 
clinic on February 6.

The more than 6,000-square-foot 
DanceBlue Clinic was relocated from the 
UK HealthCare Kentucky Clinic to the 
fourth floor of the UK Chandler Hospital, 
doubling the space in the former clinic. 
The relocation was designed to ease the 
flow of care and provide closer proxim-

ity to inpatient services, providers and 
resources at KCH. 

The facility includes four private in-
fusion rooms and three semi-private in-
fusion rooms designated for specific age 
groups. Patients and their families con-
sult with members of their medical team 
in one of six exam rooms and one private 
consultation room. The clinic also in-

cludes a phlebotomy station and 
a pharmacy dedicated to pediat-
ric patients.

Since its inception in 2006, 
DanceBlue, the largest student-
run philanthropy at UK, has 
made a profound impact on chil-
dren receiving cancer treatment 
at KCH. The annual DanceBlue 
Marathon benef its the Golden 
Matrix Fund and, in turn, the 
DanceBlue Clinic. DanceBlue 

students also shape patients’ treatment 
experience by volunteering in the clinic. 
DanceBlue has raised more than $9.8 
million for children and pledged more 
than $1 million to support the new clinic 
in 2013.

ARH and Galen College of 
Nursing partner 

Appalachian Regional Healthcare 
(ARH) and Galen College of Nursing 
announced a partnership to offer an asso-
ciate degree in nursing program at a new 
location based in the ARH System Cen-
ter building in Hazard, Ky. In response 
to the continued and growing nursing 
shortage in the region, Galen College 
and ARH have joined together to offer 
additional nursing education opportuni-
ties, in support of both the local nurs-
ing workforce, and the need throughout 
Eastern Kentucky. 

“The need for nurses to support the 
growing demand of healthcare throughout 
the country is a frequent conversation. We 
hear concerns regularly from our partner 
hospitals and healthcare facilities in our 
campus communities,” said Audria Den-
ker, Prelicensure Nursing Education at 
Galen. “Through connections within state 
nursing organizations, we had a relation-
ship with nursing leadership at ARH and 
often discussed the dire need for nurses in 
Eastern Kentucky.” 

“The need for nurses is great in Haz-
ard and across the region,” said Joe Gross-
man, president and CEO at ARH. “This 
partnership helps provide a solution to the 
growing need for nursing care and greater 
access to nursing education.” 

Two program options will be offered 
to award an Associate Degree in Nursing 
(ADN). A two-year program for those 
new to nursing, and a 15-18 month pro-
gram for Licensed Practical Nurses (LPN) 
to continue their education in pursuit of 
an RN, called an LPN to ADN Bridge. 

Additionally, Galen offers an on-
line RN to BSN program and can sup-
port area nurses who hold an associate 
degree to pursue their BSN online while 
they continue to work. The campus is now 
open, and will be celebrated with a grand 
opening in spring. The inaugural class will 
start March 30 at the newly renovated 
Galen College of Nursing at the ARH 
System Center located at the original 
ARH hospital. 
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Flaget Memorial Hospital honors 
employees 

Flaget Memorial Hospital, part of 
KentuckyOne Health, has named Dai-
sy Award and Rose Award winners for 
the fourth quarter of 2016. Stephanie 
Bradshaw, RN, 
wound care ser-
vices, was the 
recipient of the 
Daisy Award. 
Jamie Hohl, unit 
clerk and nurs-
ing assistant , 
medical surgical 
unit ,  received 
the Rose Award.

The Daisy 
Award is a na-
tionwide pro-
gram that cel-
e b r a t e s  t he 
e x t r aord i na r y 
clinical skill and 
compassionate 
care given by 
nurses every day. 
K ent uc k y One 
Health is a Daisy 
Award Partner, 
recognizing a 
nurse with this 
specia l honor 
every quarter. 

JAMIE HOHL, RECIPIENT, FOURTH FROM RIGHT.

St. Elizabeth preserves rotator cuff 
St. Elizabeth Healthcare is the first in 

the world to offer a new shoulder replace-
ment surgery that preserves the patient’s ro-
tator cuff, resulting in less pain and shorter 
recovery time. It’s called the Rotator Cuff 
Sparing Method for Total Replacement 
Surgery, developed by Dr. Michael Greiwe, 
orthopaedic surgeon with Commonwealth 

Orthopaedic Centers, practicing with St. 
Elizabeth Healthcare. 

With his new technique, Greiwe re-
places the patient’s arthritic ball and socket, 
without cutting the rotator cuff. To do this, 
he approaches the shoulder joint from the 
back, instead of the front. 

Delta Dental of Kentucky collaborates 
with Home of the Innocents 

Home of the Innocents received a 
$70,000 grant from Delta Dental of Ken-
tucky’s charitable initiative, Making Smiles 
Happen. Funds will support the organiza-
tion’s one-stop pediatric medical practice, 
Open Arms Children’s Health.

Open Arms Children’s Health offers 

medical, dental, hearing, vision, radiology, 
pharmacy, behavioral health and rehabili-
tative services for its residents and is open 
to the public, including clients of partner 
agencies, children in foster care, children of 
refugee families and children with special 
needs from around the region.

STEPHANIE BRADSHAW, RN, RECIPIENT, SECOND FROM LEFT.

N E W S  I N  B R I E F

UK’s New Institute for  
Biomedical Informatics advances 
data-enabled discovery 

The progressively routine acquisition 
of many types of data in health care has 
created numerous opportunities, as well as 
challenges, in the analysis and interpreta-
tion of this data. The emerging academic 
discipline of data science — which covers 
the entire lifecycle of data collection, cura-
tion, annotation, provenance, integration, 
exploration, sharing, secondary use and bio-
informatics analytics — has the potential 
to enable great advances in health care and 
medical knowledge.

At the University of Kentucky, the new 
Institute for Biomedical Informatics (IBI) is 
leading the effort to translate big data into 
actionable information and leverage the 
latest technologies to advance biomedical 
sciences. A campus-wide center for data-
intensive, interdisciplinary research, IBI 
promotes translational team science, leads 
informatics and data science training pro-
grams, shares research and data infrastruc-
ture and enables technology innovation.

UK is distinctly positioned in this ca-
pacity because of its large health data reposi-
tory housed in the UK Center for Clinical 
and Translational Science (CCTS) Enter-
prise Data Trust, which contains regional, 
state, and national data on clinical and 
health outcomes.

GQ Zhang, PhD, leads the IBI. He 
also serves as chief of the Division of Bio-
medical Informatics (BMI) in the UK Col-
lege of Medicine and director of the bio-
medical informatics core of the CCTS. The 
division of BMI in the College of Medicine 
serves as the academic home for a group 
of IBI faculty, while the overlap with the 
CCTS BMI core connects IBI to the clini-
cal and translational research enterprise.

The CCTS led the recruitment of 
Zhang to UK in 2015 to develop a campus 
wide program in biomedical informatics.

The IBI has already made great strides 
in its mission since it was approved by the 
UK Board of Trustees in June 2016. In only 
six months, the institute has won extramural 
funding, launched collaborative and educa-
tional initiatives, and expanded its research 
staff. It is also now inviting faculty to join 
as IBI members.

In August 2016, the IBI was 
awarded a $2.4 million Major Research 
Instrumentation Award from the National 
Science Foundation to create a big data 
computing infrastructure, called the 
Kentucky Research Informatics Cloud 
(KyRIC). KyRIC will markedly enhance 
advanced computational infrastructure for 
accelerating scientific discovery through 
computat iona l  -  and data-intensive 
research that exploits enormous amounts 
of data available at UK. The project will 
specifically advance a number of exciting 
research programs across many disciplines, 
such as bioinformatics and system biology 
algorithms, large graph and evolutionary 
network analysis, image processing, and 
computational modeling and simulation.

IBI’s collaborations extend beyond 
campus, as well. The institute serves as the 
data coordination center of the Center for 
SUDEP (sudden and unexpected death of 
a person diagnosed with epilepsy) Research 
at Case Western Reserve University. Zhang 
also serves as one of the principal investiga-
tors on a collaboration with Harvard Uni-
versity to develop a big data resource called 
the National Sleep Research Resource 
(NSRR), which provides access to a rich 
collection of sleep research data collected 
on children and adults across the U.S. Both 
collaborations are funded by the National 
Institutes of Health.

— Mallory Powell, UKNow
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Mitigating risk: Five key areas of focus 

PRINT TO WEB:
Read the four other key areas at 
medicalnews.md.  

1. Track and Follow Up on Your Tests

2. Set and Review Policies  
 and Procedures

3. Maintain Accurate Medical Records

4. Keep Your Team Trained  
 and Informed

Health Care  |  Commercial  |  Educational

Architecture   |   Planning   |   Interior Design

TEG ARCHITECTS

www.teg123.com | 502.561.8440

     |  Aligning Strategic Visions  |  Exceptional Collaboration

By Jeremy Wale

Healthcare l i-
ability insurers can-
not tell physicians or 
midlevel prov iders 
how to better prac-
tice medicine or avoid 
surgical mistakes—
but can offer guid-
ance that can help 
you mitigate r isk . 

Here are f ive key areas to focus on that 
can help protect your practice.

Use Technology with Caution
Healthcare looks very different than 

it did 25 years ago. Physicians are using 
tablets, smartphones, interactive apps 
and other electronic means to provide 
eff icient healthcare to patients.

According to several sources, be-
tween 75 and 85 percent of physicians 
use a smartphone or tablet for profes-
sional purposes. Uses include email, 

research, EMR entry, x-ray review, 
telehealth and more. While electronic 
devices have many benef its, their use 
presents new risks.

Risk Exposure
Chief among these risk exposures 

is the increased possibility of a HIPAA 
violation. While a HIPAA violation is 
not the same as a malpractice claim, it 
can still negatively impact you and your 
practice, staff and patients.

HIPAA concerns arise in several 
areas of electronic device use. Losing a 
device may allow an individual access 
to protected health information (PHI) 
stored on the device. If the device is not 
properly encrypted or secured, an indi-
vidual may access PHI through apps, 
email or hacking into a system using the 
device’s connectivity.

Risky Apps
Another risk arising from mobile 

electronic devices involves app us-
age. There are approximately 26,000 
healthcare apps available and 7,400 of 
those apps are marketed to physicians. 
Somewhat surprisingly, the FDA has 
only approved 10 healthcare apps as of 
July 26, 2016.

One physician wrote about a blood 
pressure app he was using that gave inac-
curate readings. When he contacted the 
app’s developer, he was told the app was 
in the beta-testing stage and intended 
for entertainment purposes only. Despite 
this information, the developer was sell-
ing the app to end-users—without any 
disclaimers or mention of its test status.

Healthcare providers need to be 
vigilant when deciding whether to use 
certain apps. Research the app’s usage 
and do preliminary testing to ensure its 
accuracy. Use the app, then verify the 
results with traditional testing until the 
physician is satisf ied the app’s results are 
accurate. Another suggestion is to con-

tact the app’s developer and request test-
ing/clinical trial results on its accuracy.

Use of smartphones, tablets, lap-
tops, etc., in healthcare becomes more 
mainstream every day. Be sure you are 
proactive in mitigating the accompany-
ing risks. You may need to contact an IT 
security specialist to help ensure you are 
managing potential risks as effectively 
as possible.

— Jeremy Wale is a licensed attorney in 
Michigan where he works as a risk resource 
advisor for ProAssurance.

WALE
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Parity at last 
But will it last?

By Sheila Schuster

For too long a time, there had been 
significant barriers to accessing behav-
ioral health services for the treatment of 
mental illness and substance use disorders 
(SUD). Insurance plans were sold that 
had no coverage for behavioral health, or 
had such tight limits on inpatient days 
and outpatient therapy that they were of 
little help. Those who were insured found 
to their dismay that their behavioral 
health copay or coinsurance was signifi-
cantly higher than for physical health vis-
its. Annual and lifetime limits were lower 
for behavioral than for physical health. It 
was a dismal situation, compounded by 
stigma and difficulty in locating the ap-
propriate provider and services.

As early as 1978, advocates with the 
Kentucky Mental Health Association 
went to Frankfort to seek a remedy. The 
result was, at best, a toe in the door with 

a bill requiring insurers to offer a rider 
covering mental health services at parity 
or equality with physical health services. 
It was a hollow victory, as the cost of the 
rider made it unaffordable for any but the 
most aff luent.  

HB 268
Efforts at the national level to ad-

dress the situation had met with repeat-
ed failures until 1996 with a bill that 
required parity of annual and lifetime 
limits for behavioral health. That ac-
tivity spurred Kentucky advocates to 
take up the f ight and after 18 months 

of preparation and education, the Ken-
tucky Mental Health Coalition led the 
charge to pass HB 268 in the 2000 
Kentucky General Assembly. 

It did mandate behavioral health 
coverage in all plans, but required par-
ity with physical health if they did. Ken-
tuckians could no longer be charged a 
higher copay or coinsurance, no longer 
have arbitrary day or therapy limits, nor 
different annual and lifetime limits. But 
the legislation applied only to insurance 
plans for groups of 50 or more, leaving 
out those in the individual and small-
group markets.

More progress was then made at the 
federal level with the passage of the Do-
minici-Wellstone Mental Health Parity 
Act in 2008. It gave the policy-holder 
the assurance of parity in all aspects of 
payment and full access, if the policy in-
cluded behavioral health coverage. The 
legislation covered large-group policies 
and even included the self-insured mar-
ket. But, once again, those individuals 
who were covered by small-group or in-
dividual plans were excluded from the 
parity protections.

Game Changer
The Affordable Care Act (ACA) 

was a game-changer! It laid out the ten 
Essential Health Benefits and mandated 
their inclusion in every insurance plan: 
individual, small group, large group, 
self-insured and government-provided. 
One of those ten benefits is the diagno-
sis and treatment of mental illness and 
substance use disorders. 

That behavioral health mandate re-
sulted in a signif icant change in Ken-
tucky’s Medicaid program. Before the 
ACA, Kentucky Medicaid provided cov-
erage for SUD only for pregnant women 
and youth. With the advent of the ACA, 
Medicaid Expansion plans were required 
to include SUD services along with men-
tal health treatment. The Beshear Ad-
ministration then extended that same 
coverage to traditional Medicaid mem-
bers, increasing access to much-needed 
services for those individuals.

The ACA requirement for behav-
ioral health went beyond mandating ser-
vices. It accomplished what no legislative 
efforts at the federal or state level had 
been able to accomplish. It required that 

behavioral health services be covered at 
full parity with physical healthcare.  At 
long last, equality! And with the very 
successful roll-out of Medicaid expan-
sion and kynect in our state, we now 
have nearly 500,000 Kentuckians who 
have coverage, and with coverage, full 
access to equal physical and behavioral 
health services. 

Equality Short Lived
Equality may be short-lived, as there 

are signif icant threats on the horizon. 
The Governor’s Medicaid waiver propos-
al would place barriers to maintaining 
coverage and access that pose a poten-
tial threat, particularly to those seeking 
recovery from SUD. The larger threat 
is, of course, the potential repeal of the 
ACA. With it, the mandate for inclusion 
of behavioral health services and the re-
quirement for parity.  

A Harvard Medical School report 
just released noted that with repeal 
“61,463 Kentuckians suffering from 
mental illness or substance use disor-
der will lose access to critical behavioral 
health services made available by the 
ACA.” The number is probably twice 
that, using the nationally-recognized 
f igure of one in four with a behavioral 
health issue in their lifetime.

There is no doubt that Kentucky has 
signif icant mental illness and addiction 
issues which need to be addressed. The 
ACA has demonstrated that access (cov-
erage) and parity are key elements. We’ve 
had a taste of that promised land and we 
will f ight to stay there!

— Sheila Schuster, PhD, is a licensed 
psychologist and executive director of the 
Kentucky Mental Health Coalition.

 

Before the ACA, Kentucky 

Medicaid provided coverage 

for SUD only for pregnant 

women and youth.

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.  

 

And with the very successful 

roll-out of Medicaid Expansion 

and kynect in our state, we 

now have nearly 500,000 

Kentuckians who have coverage, 

and with coverage, full 

access to equal physical and 

behavioral health services. 
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By Ellen Thomson

People with a major mental illness 
typically die between 14 and 32 years ear-
lier than the general population. They are 
more likely to suffer comorbid  conditions, 
such as heart disease, obesity (often a con-
sequence of the long use of psychoactive 
medications) and addiction related illnesses. 
Additionally, poverty and poor educational 
status impact their ability to access high 
quality, affordable healthcare. 

The American Hospital Association 
published a report in January, 2012 detail-
ing the effect that mental illness has on 
health. In 2007, 57 percent of U.S. adults 
met diagnostic behavioral health crite-
ria and 32 percent had experienced issues 
within the prior 12 months. The monthly 
healthcare expenditure for chronic condi-
tions in 2005 was $860 without a diagnosis 
of comorbid depression and $1420 with the 

comorbid diagnosis, a significant difference. 
At the same time, cost of services is a 

significant barrier for 45.7 percent of adults 
reporting an unmet behavioral healthcare 
need. The report concluded that integrating 
behavioral and physical healthcare would 
improve access to care. In fact, it was shown 

that costs decreased significantly when pa-
tients with care management interventions 
were compared to those without ($5908 per 
year versus $6840 per year).

Patient Centered
The Centers for Medicare and Medic-

aid Services (CMS) are promoting patient 
centered primary care, an approach to care 
that involves addressing a patient’s health-
care issues holistically, designed to meet 
the Triple Aim of improving the patient’s 
experience of healthcare (quality and satis-
faction) and improving the health of popu-
lations, while at the same time reducing the 
per capita cost of healthcare. 

In general, primary care is the first ac-
cess point for many patients to the health-
care system. In recognition of this, CMS 
has issued new chronic care management 
codes to support the work of the primary 
care providers in coordinating the health-
care of their patients. Codes that address 
Behavioral Care Management are included 
in this new set of codes, which will encour-
age the integration of behavioral health 
professionals into the primary care team. 

Some of the benefits would include 
de-stigmatization of care, rapid access to 
behavioral healthcare and an increased un-
derstanding by the clinicians of the physi-
cal, cognitive and behavioral challenges a 
patient may be experiencing. Warm hand-
offs and continued collaboration amongst 
the team members enhance continuity of 
care. 

CMS has detailed the duties of an in-
tegral member of the team – the Behavioral 
Healthcare Manager. This team member 
will be a clinician with formal education 
or specialized training in behavioral health, 
who provides care management services, 
as well as an assessment of needs, includ-
ing the administration of validated rating 
scales, the development of a care plan, pro-
vision of brief interventions (face to face 
or telephonically), ongoing collaboration 
with the treating primary care provider and 
maintenance of a registry, all in consulta-
tion with a psychiatric consultant. 

Education Needed
The integration of behavioral health-

care into the primary care setting requires 
education for the clinicians involved. Often, 
this includes the development of a clear de-
scription of the culture and vision of the 
team, and a delineation of roles and respon-
sibilities for each team member. 

New hires should experience inter-pro-
fessional shadowing in order to gain an un-

derstanding of the roles of the various team 
members, and be closely mentored so that 
questions and concerns can be addressed in 
a timely fashion. 

Work flow should also be addressed. 
This would include processes for referring 
a patient to the Behavioral Healthcare 
Manager (BHCM). Interdisciplinary com-
munication processes should be outlined, 
which would include a discussion of roles 
and boundaries between the different levels 
of the team. 

Documentation tends to differ between 
medical and behavioral clinicians, and 
training must be provided for the BHCM 
so that the notes they write will include a 
clear structure and easy-to-find facts. Nar-
rative notes should be minimized. Often, 
the pace and rhythm of a primary care set-
ting is vastly different to that of a behavioral 
healthcare setting, and adjustments to in-
terventions will need to be made in order to 
maintain efficiency. 

MD2U, a home based primary care 
practice, has been working to integrate 
behavioral healthcare for our particularly 
vulnerable patients – patients who have 
cognitive, behavioral or physical conditions 
that make it extremely difficult to access an 
office based practice. Increased isolation, 
combined with severe chronic illnesses, 
increases the prevalence of various mental 
health conditions. 

Medicare determined that beneficiaries 
less than 65 years of age (who are primarily 
disabled) were 2.3 times as likely to have 
depression and 1.8 times as likely to have 
asthma, compared to aged beneficiaries. 
Anecdotally, we have increased patient 
retention, improved medication and treat-
ment plan adherence, and reduced recur-
rent hospitalizations. We look forward to 
quantifying our success through utilization 
of the patient register that the chronic be-
havioral care management codes support.

— Ellen Thomson is senior director of 
Clinical Quality and Behavioral Health of 
MD2U in Louisville, Ky.

A natural partnership
Integrating behavioral health and primary care will improve access to care.
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Teaching resilience  
It’s a medical provider’s responsibility to deliver behavioral 
health support to patients.

By David Whittaker

The National Institute of Mental 
Health estimates that 26.2 percent of 
Americans, or one in four people, suffer 
from a mental condition in any given year. 
When you apply the 26.2 percent to the 
2004 census estimate, it affects approxi-
mately 57.7 million - a massive number 
of people who could benefit from mental 
health services. 

Access to care is often delayed due to 
many factors, including limited resources 
for treatment, difficulties with the stigma 
that cause people to hide their mental 
health problem, lack of awareness of the 
resources available, proximity to care and 
the cost to the individual with or without 
insurance. 

In general, primary care is the first ac-
cess point for many patients to the health-
care system. Primary care physicians play 
important role in detecting behavioral 
health issues. That means more patients will 

be turning to their primary care doctors for 
help with emotional and behavioral health 
problems.

Teaching Resilience
People deal with difficult and stressful 

events all the time. Many people react to 
such circumstances with a flood of strong 
emotions. Yet some people generally adapt 
well over time to life-changing situations. 
What enables them to do so? It involves 
resilience--a process that involves effort 
and purposeful work to overcome adversity. 

Resilience is the process of healthy 
adapting in the face of disaster, trauma, 
tragedy, overwhelming stress or threats. 
How can we teach our patients to become 
resilient? By encouraging the following 
ten habits:
1. Make connections. Good relationships 

with close family members, friends or 
others are important as is accepting help 
and support from others. 

2. Avoid seeing crises as an insurmountable 
problem. You have control over how you 
think and frame stressful events. Stay 
positive whenever possible.

3. Accept changes as normal. Accepting 
circumstances that cannot be changed 
can help you put your energy into other 
things you can change.

4. Take decisive actions. Act on adverse 
situations as much as you can. 

5. Look for opportunities for self-discov-
ery. People often learn something about 
themselves that they did not know be-
fore a tragedy. 

6. Nurture a positive view of yourself. De-
velop confidence in your ability to solve 
problems while rebuilding self-esteem.

7. Keep things in perspective. Avoid mak-
ing the stressful event worse than it is. 
Try to look at the event in a broader 
long-term context.

8. Maintain a hopeful outlook. This enables 
you to expect things will get better. 

9. Take care of yourself. Pay attention to 
your own needs and feelings. Engage in 
activities that you enjoy and find helpful. 
Exercise regularly.

10.Avoid illicit drugs and alcohol. 
And as a medical provider, it is our re-

sponsibility to deliver the best healthcare 
and behavioral health support possible to 
our patients and their families as there are 
a range of available resources for treating 
mental health disorders. 

  — David Whittaker is with Baptist 
Health Medical Group Behavioral Health.
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Controlling addiction
Three issues to consider when prescribing Suboxone in Kentucky.

By Mitchel Denham

In the face of the devastating opi-
oid epidemic, treatment professionals 
are searching for ways to help patients 
control their addict ion. Medica l ly 
Assisted Treatment (MAT) with bu-
prenorphine is one treatment which has 
greatly expanded. From 2012 to 2015, 
there was an 82 percent increase in bu-
prenorphine dispensing. The Kentucky 
Department of Medicaid Services paid 
over $20 million just for prescriptions 
of MAT drugs alone in 2013. 

Suboxone, which combines bu-
prenorphine with the opioid antago-
nist naloxone, is the most commonly 
prescribed drug for opioid treatment. 
Still, many healthcare professionals are 
concerned addicts need greater access 
– particularly in rural areas.

On the other hand, many in the 
regulatory and law enforcement com-
munities are concerned that Suboxone, 
which is itself a Schedule III opioid, 
is being abused and diverted at high 
rates. Overdose deaths involving bu-
prenorphine ra ised to thir t y-seven 
in 2014 from less than f ive in 2011. 
Nearly f ive percent of all submissions 
to the Kentucky State Police laboratory 
involve buprenorphine. 

To at tempt to ba lance these con-
cerns, both the federal and state gov-

ernments have taken actions aimed at 
both increasing access and combat-
ting diversion. To ensure compliance 
with these regulations and to stay on 
the r ight side of the law, responsible 
Suboxone prescr ibers must be aware 

of these var ious issues before t reat-
ing pat ients.

Know Federal Law
First, know the federal laws and 

regu lat ions. To beg in prescr ibing 
Suboxone for opioid treatment, a pro-
vider must obtain a waiver from the 
Substance Abuse and Mental Health 
Services Administration (SAMSHA).  
For a waiver, a physician must meet the 
following requirements:
− Possess a license to practice medi-

cine under state law.
− Register to dispense controlled sub-

stances by the Drug Enforcement 
Administration.

− Hold either a special certif ication 
or complete an approved training 
course. For the f irst year, a physi-

cian may only treat 30 patients. Af-
ter that, the limit raises to 100.

Over the past year, the federa l 
government has expanded access in 
two critical ways. First, the Secretary 
of Health and Human Serv ices in-
creased the patient limit to 275 annu-
ally for physicians holding additional 
credentialing or practicing in a quali-
f ied practice setting. As with the ini-
tial waiver, eligible practitioners must 
submit a request through SAMSHA. 

Next ,  in Ju ly 2016, President 
Barack Obama signed the Compre-

hensive Addiction and Recovery Act 
(CARA) into law. After CARA, qual-
ify ing nurse practitioners and physi-
cian assistants can now seek a SAM-
SHA waiver to prov ide a fu l l spec-
trum of treatment services, including 
MAT services. The same limits apply 
to these providers.

Other federal regulations – too nu-
merous to list - include the strict feder-

al record keeping requirements related 
with substance abuse treatment records 
and Medicare/Medicaid regulations.  

Know State Law
Second, know the state laws and 

regulations. Last year, the Kentucky 
Board of Medical Licensure (KBML) 
issued minimum requirements and pro-
fessional standards for practit ioners 
prescribing buprenorphine. 

The KBML requires addit ional 
medical education specif ic to addiction 
medicine. The regulation also provides 
a laundry list of prescribing standards 
including requirements before one be-
gins treatment and for ongoing treat-
ment. These range from dosage limits 
to frequency of KASPER checks and 
include evaluation requirements. Fol-
lowing these standards are critical for 
Kentucky physicians.

Expect Scrutiny
Third, prepare and guard against 

increased scrutiny. For years, federal, 
state and local agencies have joined 
forces to curb prescription drug abuse 
through a combination of regulatory 
actions and criminal investigations. 
From the regulatory side, the KBML 
can immediately suspend or restrict a 
provider license. Federal agencies can 
take similar action to suspend a pre-
scribing license. 

Criminal investigations are often 
conducted jointly by state and federal 
authorities. While these investigations 
are usually reserved for more serious 
cases, often a case’s seriousness cannot 
be judged until after records have been 
seized, reviewed and analyzed. Re-
sponding to these inquiries can be time 
consuming and expensive. The best way 
to limit the effects of any of these ac-
tions is to keep good records showing 
compliance with the regulations.

Time wil l tel l if the federal and 
state regulations achieve the goals of 
increasing access while controlling di-
version. One thing is certain – as Sub-
oxone prescribing grows, providers will 
be under increased scrutiny. However, 
if providers follow the regulations and 
document their activ it ies, they can 
limit their exposure to these actions.

— Mitchel Denham is a partner at 
the Louisville, Ky. law f irm of Thompson 
Miller & Simpson. 
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By Susanne Crysler and Carrie Joshi 

The 21st Century Cures Act (the 
Act), which was signed into law on De-
cember 13, 2016, includes signif icant 
mental health reforms and funding to 
help states combat mental health and 
substance abuse disorders. Specif ic 
funding includes $1 bil lion for State 
Targeted Response to the Opioid Cri-
sis Grants, as well as the reauthorizing 
of funding to states for existing Com-
munity Mental Health Services Block 
Grants (MHBG) and Substance Abuse 
Prevention and Treatment Block Grants 
(SABG) (col lectively referred to as 
Block Grants). 

The Act also modifies state plan re-
quirements for states to be eligible for 
Block Grants, which may impact how 
states administer current programs. 
Community Mental Health

Community Mental Health Ser-
vices Block Grants (MHBG) are given 
to states for comprehensive community 
mental health services to address the 
needs of children with serious emo-
tional disturbance or (SED) and adults 
with serious mental illness or (SMI). 

Children with SED refers to per-
sons from birth to age 18 and adults 
with SMI refers to persons age 18 and 
over who: 
− Currently meet or at any time during the 

past year have met criteria for a mental 
disorder – including within developmen-
tal and cultural contexts – as specified 
within a recognized diagnostic classifi-
cation system (e.g., most recent editions 
of DSM, ICD).

− Display functional impairment, as deter-
mined by a standardized measure, which 
impedes progress towards recovery and 
substantially interferes with or limits 
the person’s role or functioning in fam-
ily, school, employment, relationships or 

community activities. 
According to the National Insti-

tutes of Health, in 2014, there were 
an estimated 9.8 million adults in the 
United States with SMI or approxi-
mately 4.2 percent of all U.S. adults.

To be eligible for MHBG funding, 
a state must submit a plan to the Sec-
retary of Health and Human Services 
(HHS Secretary) every two years for 
approval explaining how the state in-
tends to meet the MHBG plan criteria 
set forth under PHSA Section 1912 (b). 

Section 8001 amends the plan cri-
teria, which results in the additions of 
several new criteria, and will require 
states to review their current programs 
and services and make any necessary 
changes to meet the updated minimum 
plan criteria. As revised by the Act, 
states will be required to describe how 
the state meets criteria that include:
− Identifying a single state agency respon-

sible for administration of the program 
covered by the MHBG.

− Providing for a community-based system 
of care for individuals with mental ill-
ness with available services and resource 
that are to include services for individu-
als with co-occurring disorders.

− Addressing how state and local enti-
ties coordinate services such as health, 
medical, rehabilitation, educational, law 
enforcement and social services to maxi-
mize efficiency, effectiveness, quality and 
the cost-effectiveness of services for best 
outcomes.

− Describing how the state promotes 
evidence-based practices, including 
evidence-based programs that address 
the needs of individuals with early SMI 
(regardless of the age of onset).

− Providing information on case manage-
ment services.

− Describing activities that are aimed at 
engaging adults with SMI and children 
with SED in making health care deci-
sions and that are intended to enhance 
communication among individuals, fam-
ilies, caregivers and treatment providers.

− Outlining, as appropriate to the state’s 
use of MHBG funds, initiatives to re-
duce hospitalizations and hospital stays, 
efforts to reduce suicide, activities to in-
tegrate mental health and primary care 
and recovery support services.

− Estimating the incidence and prevalence 
of adults with SMI and children with 
SED and expanding upon the data to be 
provided about programs and services by 
adding outcome measures to the existing 
quantitative target data.

− Establishing goals and objectives for the 
duration of the plan period.

The Act reauthorizes funding for 
MHBG at the last appropriated level 
of $532, 571,000 for f iscal years 2018-
2022. Although states have f lexibil-
ity to use MHBG funds to address 
the unique needs of the state, Sec-

tion 8001 modif ies how states utilize 
MHBG funding by requiring that at 
least 10 percent of the funds received 
each f iscal year are al located to sup-
port programs addressing the needs of 
individuals with early SMI. 

The 10 percent is to include psy-
chotic disorders and apply to all indi-
viduals with SMI, regardless of the age 
of onset. If states do not spend the 10 
percent by the end of the f iscal year for 
which the funds are granted, states will 
have the option to spend at least 20 per-
cent of the MHBG by the end of next 
f iscal year.

— Susanne Crysler and Carrie Joshi are 
with Hall, Render, Killian, Heath & Lyman.

21st Century Cures Act and Title VIII  
What significant mental health reforms and funding mean for states.
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and Treatment Block Grant, visit  
medicalnews.md.  
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By Scott Hesseltine

It is wel l establ ished that Ken-
tucky has a signif icant substance use 
disorder crisis specif ica l ly related to 
the proliferation of opioids.  In 2015, 
more than 1,200 Kentuck ians lost 
their l ives to drug-related overdoses. 
Statewide, the Commonwealth expe-
rienced double-digit increases in 2015 
overdose rates: 17 percent in Kentucky 
and 31 percent in Jefferson County 
(Kentucky ODPC 2015 Report). 

Addict ion is a chronic d isease 
of brain reward that has biologica l, 
psychologica l ,  soc ia l and spir itua l 
manifestations. Therefore, treatment 
requires individualized care and cre-
ating multiple pathways to recovery. 
At Centerstone Kentucky, 70 percent 
of a l l adults contacting our rural cen-
ter locations are seek ing evaluations 
related to issues with opioid use dis-
order, and more than 80 percent of 
adults seek ing help at the Center-
stone Addiction & Recovery Center 
(formerly JADAC) present with issues 
related to opioids. 

Most of our c l ients began the 
process of addict ion with prescr ip-
tion pain medications and progressed 
to heroin. The process of recovery is 
just that, a process and the journey 
often requires initia l participation in 
clinical and medical services coupled 
with ongoing environmental and re-
covery support services often leading 
to a l ifelong recovery. 

 Addressing the Epidemic
Recover y Or iented-Medicat ion 

Assis ted Treatment (M AT) was 
launched in April 2016 and introduced 
the addiction medicines of buprenor-
phine and vivitrol as adjunctive support 
to the full continuum of clinical ser-

vices. This continuum includes medical 
detoxif ication, residential treatment, 
Intensive Outpatient Programming 
and continuing care coupled with high-
intensity wraparound recovery support 
services provided by case managers and 
peer support specialists. 

Recover y Or iented-M AT is  a 
comprehensive approach, which treats 
heroin and opioid use disorders by 
treating the biologica l symptoms of 
addict ion with addict ion medicine. 
This a l lows indiv idua ls to stabi l ize 
so they can engage in the treatment 
process, which improves their chances 
for sustained recovery. The psycho-
logica l , socia l and spir itua l aspects 
of the disease are addressed through 
evidence-based practices consisting of 
counsel ing, behavioral therapies and 
recovery support services. 
Co-occurring Concerns

Many of our clients benef it from 
our services addressing co-occurring 
mental health concerns and assertive 
linkage to the full continuum of com-
munity based mental health, children 
and family services. Research indicates 
when treating substance-use disorders, 
a combination of medication and be-
havioral therapies is most effective. 

Centerstone Kentucky’s Recovery 
Oriented-Medication Assisted Treat-
ment program fol lows the framework 
of Hazelden’s COR-12 approach and 
implementat ion model “ Integrat ing 
the Twelve Steps with Medicat ion 
Assisted Treatment.” The COR-12 
framework is focused upon time lim-
ited use of addiction medicine that al-
lows for engagement in treatment and 
connection to recovery. 

This approach of blending Medi-
cation Assisted Treatment, with wrap-

around serv ices and supports, helps 
to bet ter address bra in chemist r y 
changes created by addiction, reduces 
physical cravings, provides therapeu-
tic interventions and helps to prohibit 
relapse. By investing resources toward 

the most successful interventions to 
curb the r ising t ide of addiction we 
ultimately save dol lars and, more im-
portantly, save l ives.

— Scott Hesseltine is vice president 
of Addiction Services at Centerstone.

Comprehensive approach to opioid addiction 
Treating biological symptoms with addiction medicine allows individuals to 
stabilize so they can engage in the treatment process. 
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THE ROLE OF 
PRIMARY CARE 

Molly Rutherford, MD of Bluegrass Family Wellness in 
Louisville, Ky. discusses the importance of direct primary 
care in tackling substance abuse.

Medical News: W hat is the role of 
direct primar y care in identif ying 
and addressing behavioral health 
concerns, especially around sub-
stance abuse? 
Mol ly Rut her ford:  Diagnosing 
substance use disorders takes time, 
something that is lacking in pri-
mary care in the traditional health-
care system. Direct Primary Care 
(DPC) al lows the time necessary 
to diagnose substance use disor-
ders and fosters the doctor-patient 
relationship, builds trust and there-
fore opens the door to someone ad-
mitting a problem with addiction. 
The f ive-minute (sometimes less) 
encounter in the traditional sys-
tem impairs a physician’s ability to 
diagnose most complex i l lnesses, 
especial ly mental health problems 
such as substance use disorders. 
MN: Compare treating substance 
abuse to t reating ot her chronic 
health diseases.
M R : Li fest y le  and behav iora l 
counseling is helpful for Substance 
Use Disorders (SUDs) and for dia-
betes, but patients with diabetes or 
other chronic i l lnesses tend to be 
more honest about behaviors. 

People in active addiction en-
gage in deception daily and it can 
take some time to bui ld trust so 
that patients in recovery feel com-
fortable admitting a lapse. Every 

time I am able to stabilize a patient 
on medication, I know that patient 
is less l ikely to die, even if he/she 
relapses. That’s a great feeling that 
most primary care physicians don’t 
get to experience daily. 
M N: W hat steps does Kent uck y 
need to take to prov ide more (or 
bet ter) resources for Kent uck y ’s 
physicia n commun it y to tack le 
the drug epidemic?
MR : Kentucky should come out 
in favor of Medicat ion Assisted 
Treatment (MAT), support physi-
cians who do the work, educate the 
criminal justice system about MAT 
and encourage drug courts to sup-
port MAT. We need to renew trust 
of physicians in Kentucky. 

Kentucky should pass legislation 
al lowing physicians to opt out of 
Medicaid. This would allow people 
with Medicaid to benefit from DPC 
and other direct pay treatment and 
still have referrals, prescriptions and 
other orders honored. 

Indiana has a “referr ing, or-
dering, and prescribing” status for 
their Medicaid providers. Because 
of administrative burden, increased 
overhead, and low reimbursement, 
it is very diff icult for independent 
practices to sustain a business and 
bil l Medicaid. That ’s why the hos-
pitals are buying up practices left 
and right.
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By Mark Bolton and Anthony Zipple 

Louisville Metro Corrections is, by 
default, one of the largest mental health, 
addictions treatment and detox facilities in 
the state. A combination of lessened fund-
ing for in-patient psychiatric treatment 
coupled with a growing drug epidemic 
has put additional pressure on corrections 
facilities to house an increasingly complex 
inmate population. 

Of the 33,000 plus individuals who 
cycle through our system annually, at 
least a quarter struggle with mental ill-
ness and many are uninsured. In terms 
of impacts of addiction on our system, 
most of which is attributable to opioid 
and heroin, on any given day we may 

have between 110-120 inmates detoxing. 

Necessary Partnership
As the numbers of our inmates with 

co-occurring mental health and substance 
abuse issues have soared, our team has 
identified new ways to serve an increasing-
ly complex inmate population. Since we, 
as a jail, were not designed to be experts 
in addictions treatment or mental illness 

we have teamed up with one of the state’s 
largest not-for-profit providers of behav-
ioral health services, Centerstone, to col-
laborate and launch a range of evidence-
based interventions to better serve inmates 
with co-occurring addictions and mental 
health concerns. 

Partnerships such as these are critical 
in reducing the staggering costs associated 
with housing complex populations as well 
as increasing outcomes and supporting 
those who cycle in and out of our system.  

Centerstone acknowledges that the 
right treatment at the right time can keep 
people out of costly institutions and lead to 
more fulfilling lives.  That’s why Center-
stone has actively welcomed the partner-
ship with Metro Corrections, acknowledg-
ing that community-based service provid-
ers working together can play a meaning-
ful role in reducing prison overcrowding 
and recidivism.  

To accomplish this, we have evaluat-
ed evidence-based diversion and re-entry 
programs specif ically designed to serve 
adults managing substance abuse and/or 
psychiatric concerns in more compas-
sionate, lower cost and clinically effec-
tive environments.   

Diversion
According to Louisville’s Metro Cor-

rection Fact Sheet (Department of Correc-
tions, 2015) the average cost for complex 
individuals can range from $152 – $228 
per day. The average length of stay per 
inmate across all populations is 23 days. 
Many of these individuals are being picked 
up on low-level, drug related crimes and 
could be diverted from jail and court hear-
ings into more compassionate, supportive 
and lower cost environments.  

Programs such as LEAD (Law En-
forcement Assisted Diversion) and the 
Living Room Model (a place where low-
level offenders can connect to community-
based treatment and supports) have rigor-
ously documented costs savings within the 
criminal justice system as well as improved 
client care outcomes. 

For example, just one deflection from 
jail to the Living Room could save up-
wards of $5,244 given a cost of $228 per 
day for 23 days. Despite this immense cost 

savings, our current system still tends to 
fund institutionalizing individuals, rather 
than treating them in their community. 

Re-Entry
Furthermore, when it comes to re-

entry, or releasing individuals with co-oc-
curring psychiatric and addictions treat-
ment needs from jail into the community, 
we provide a re-entry pathway for those 
who meet certain criteria. One of these 
pathways is through a Forensic Assertive 
Community Treatment (FACT) team. For 
individuals who qualify, we offer services 
such as peer support specialists, case man-
agement, housing coordination, transition-
al sober living environments, vocational 
specialist services/supportive employment 
and medications when necessary.  These 
services have proven to be highly effective 
in helping individuals stay in the commu-
nity and out of jail. 

Thus, keeping people in their com-
munity and/or diverting individuals from 
corrections results in overall cost savings 
and increased outcomes for the health and 
wellbeing of this population. The programs 
are vastly underfunded and only able to 
serve a fraction of the population that 
could benefit. 

Increasing funding and community 
support to ensure that evidence and re-
sults-driven interventions were available 
to all qualifying individuals would break 
the cycle of mass incarceration, better ad-
dress mental health, save money and build 
momentum on addressing addiction.  

— Mark Bolton is director of the Lou-
isville Metro Corrections and Dr. Anthony 
Zipple is Chief Executive Officer for Center-
stone Kentucky.

Breaking the cycle
Addressing overcrowding in jails through treatment and recovery programs.
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Entire Sullivan University PA 
graduating class passes key exam

Every member of Sullivan University’s 
2016 Physician Assistant (PA) Program 
inaugural class have passed the national 
certification exam.

The graduates have all passed the Phy-
sician Assistant National Certifying Exam 
(PANCE), which assesses basic medical 
and surgical knowledge.

 “This good news of our class of 2016 
points toward bright futures ahead for 
graduates of the Sullivan University PA 
Program,” said Steven Gaskins, the pro-
gram director and director of clinical edu-
cation for Sullivan University’s physician 
assistant program. “Many of our second-
year students currently in the clinical phase 
of their education are receiving offers of 
employment upon their graduation.”

Physician assistants practice medicine 
on a team in collaboration with physicians 
and surgeons. They are formally educated 
to examine patients, diagnose injuries and 
illnesses, and provide treatment. Students 
prepare for a professional role as clinicians 
with an emphasis in primary care and un-
derserved areas, focusing on preventive 
healthcare services as well as acute and 
chronic disease management in an efficient 
and cost-effective manner.

Sullivan’s PA program--the only pro-
gram in Louisville and one of just three 
PA programs in Kentucky--was launched 
less than three years ago and is already 
achieving the success that university ad-
ministrators led by Chief Operating Of-
ficer Tom Davisson originally envisioned.

“The faculty and staff of Sullivan Uni-
versity’s PA program are providing our 
students the knowledge and skills neces-
sary to succeed,” Davisson said. “Sullivan 
University administration has provided 
support from its inception. Particularly vi-
tal is the strong relationship between new 
leadership in the program and mentors in 
the administration.”

According to the United States 
Department of Labor Bureau of Labor 
Statistics, employment of physician as-
sistants is projected to grow 38 percent 
from 2012 to 2022, much faster than the 
average for al l occupations. Increased 
demand for healthcare services from the 
growing and aging population and wide-
spread chronic disease, combined with 
a shortage of physicians, will result in 
increased demand for healthcare provid-
ers, such as physician assistants.

Baptist Health Lexington adds 
inpatient hospice services

Baptist Health Lexington, in con-
junction with Bluegrass Care Navigators 
(formerly Hospice of the Bluegrass), is now 
offering inpatient hospice services so that 
patients nearing the end of life can stay in 
the hospital – usually in the same room 
they’ve been in for acute care – and receive 
specialized hospice care.

“The hospital added inpatient hospice 
services through the scatter bed model 
so that patients and families with strong 
affiliations with Baptist Health provid-
ers and staff could remain in the hospital 
where they’re comfortable but still receive 
hospice care,” said Kay Ross, vice president 
of clinical services.  

Under the scatter bed model, patients 
can receive hospice services from virtually 
any bed. The patient is officially discharged 
from the hospital, but then admitted as 
a hospice patient without having to leave 
the facility. 

Hospice services at Baptist Health 
Lexington are directed by a team of Blue-
grass Care Navigators hospice profession-
als. Baptist Health Lexington nursing staff 
and ancillary professionals work to carry 
out the specialized plan of care. Baptist 
Health Lexington plans to establish a unit 
with designated beds for hospice care later 
this year.

School of Dentistry expands clinical 
operation to southeastern Kentucky

Transportation difficulties, poverty and 
too few dentists make proper dental care al-
most impossible for many people who live 
in the Appalachian Mountains. In an effort 
to improve the oral health of southeastern 
Kentuckians, the University of Louisville 
School of Dentistry will collaborate with 
the Red Bird Clinic, Inc. to offer compre-
hensive, general dentistry for children, youth 
and adults in Clay county and nearby Bell 
and Leslie counties.

Beginning in February, dental and den-
tal hygiene students began clinical rotations 
at the Red Bird Clinic. Each week, six stu-
dents will travel to Beverly, Ky. and help staff 

the dental clinic.
The Red Bird Clinic, Inc. grew out of 

Red Bird Mission, Inc., which started in 
1921 with a private school, and expanded 
to include medical and dental services, job 
training, clothes closet, food pantry, adult 
education and services to senior citizens 
and more.

The School of Dentistry has a long 
history of helping serve the people of rural 
Kentucky, having participated in multiple 
Remote Area Medical events in Pikeville, 
Ky., where students and faculty provided free 
dental care to hundreds during each event.

Centerstone bans the box
Governor Matt Bevin announced that 

he will “ban the box,” meaning job ap-
plications for positions within the state 
government’s executive branch will not in-
clude a section asking the applicant to mark 
whether they’ve ever been convicted of a 
crime. Bevin challenged private companies 
to follow suit. 

Centerstone will implement the 
change. Banning the box will allow the 
prospective employee to lead with their per-
sonality and accomplishments and create a 

pathway that may not have been possible 
previously.

Centerstone is considered a second 
chance employer, which means they run 
background checks, but a previous con-
viction does not automatically disqualify 
someone from employment. These employ-
ment policies keep applicants in the run-
ning, allowing the opportunity to show the 
potential employer that they are not defined 
by their past conviction.

Yes, Mamm! receives money 
for screenings 

The Saint Joseph Hospital Founda-
tion, part of KentuckyOne Health, has 
been rewarded a $10,000 grant. from the 
Lexington Cancer Foundation to help as-
sist the foundation’s Yes, Mamm! program, 
which provides mammography screenings 
and diagnostic services to women in need 
in central and eastern Kentucky.

One in eight women will be diagnosed 
with breast cancer in her lifetime, but with 
early detection, the five-year survival rate 
is more than 80 percent. Mammograms are 
an important tool in early detection, and 
this grant will ensure the continued success 
of the Yes, Mamm! program.

 

In addition to helping provide mam-
mography screenings and diagnostic ser-
vices, money will also be used to assist with 
patient navigation and travel assistance for 
those who are low-income, medically-un-
derserved, or have fallen through the cracks 
of services currently available.

The Yes, Mamm! program was created 
in 2012. Since then, the program has pro-
vided help to more than 600 individuals, 
with 100 percent of funding spent on pa-
tient care for women across the state.

Stites & Harbison is Best Place to Work 
Stites & Harbison has been named one 

of the “Best Places to Work in Kentucky” 
for 2017. The firm has been honored for 13 
consecutive years, ever since the competi-
tion began in 2005.

“Best Places to Work in Kentucky” is 
hosted by the Kentucky Society for Hu-
man Resource Management in conjunction 
with The Kentucky Chamber of Commerce. 

Winners are selected from three categories: 
large company (more than 500 employees), 
medium company (150-499 employees) and 
small company (15-149 employees). The 
specific rankings for this year’s winners 
will be announced at an awards dinner on 
April 26, 2017. Stites & Harbison’s Ken-
tucky offices include Covington, Frankfort, 
Lexington and Louisville. 

N E W S  I N  B R I E F
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By Robert Couch, MD

It happens every day in Kentucky’s 
healthcare system. You are sick and 
want to see a physician, but there is a 
long wait. Instead of waiting, you go 
to the emergency 
room, where costs 
a re s ign i f icant-
ly higher. Once 
treatment is re-
ceived, you may 
be told additional 
tests are needed 
to rule out more 

serious conditions. This means more 
costs in the form of high deductibles, 
more time spent away from work and 
more emotional stress awaiting results 
that may not reveal any problems.

I know this story al l too well be-
cause I practice emergency medicine 
and experience it every day. Kentucky 
is the land of epidemics: poor health 
outcomes and increased healthcare costs 
due to high rates of heart disease, obe-
sity and drug abuse. Kentucky’s anti-
quated legal liability system is another 
contributing factor. The fear of being 
wrongfully sued hangs over the entire 
medical system, forcing increased and 
unnecessary costs upon Kentuckians. 

Legal Threats
Unfortunately, mistakes can hap-

pen by medica l professionals. Those 
mistakes should be compensated to 
the patient. But the threat of legal ac-
tion forces patients to pay too much 
for tests that in other states would be 
deemed unnecessary because of more 
modern forms of patient f inancial re-
covery. In Kentucky, much needed leg-
islation is pending that would create a 
similar system. 

Independent medical review pan-
els consisting of three medical experts, 
picked by both the patient and the med-
ical provider, would render an expert 
opinion as to whether a mistake oc-
curred. This is a more eff icient process 

for everyone, including the patient since 
it would be given great weight in any 
malpractice litigation, forcing quicker 
settlements or dismissals. It does not 
prevent the patient from stil l pursuing 
action in court if they choose. 

Other states that have created simi-
lar systems by passing tort reform also 
f ind it easier to entice physicians to 
practice there. States compete for the 
limited number of physicians available. 
Physicians often choose to practice in 
states that have tort reform because 
they know they can more adequately 
treat patients without the fear of an 
unjustif ied lawsuit.

 Kentucky ’s system of fear, high 
cost and bad health will get much worse 
as Medicare and other insurers pay for 
treatment that is ineff iciently delivered. 
Kentuckians will not fare well in such a 
system without tort reform.

I try to recruit physicians al l the 
time, only to lose out to tort reform 
friendly states like Indiana or Tennes-
see. A recent Louisvil le Courier-Jour-
nal article noted that healthcare jobs 
wil l be good for Louisvi l le because, 
nationally, healthcare jobs stimulate job 
growth in other industries. But it will 
not and cannot happen here without 
our elected leaders in Frankfort passing 
common sense legal liability reforms. 

— Robert Couch, MD is a board-certi-
f ied emergency physician in Louisville, Ky.

Tort reform 
Getting Kentucky out of the dark 
ages by improving access to care 
and lower costs.

 

The fear of being wrongfully 

sued hangs over the entire 

medical system, forcing 

increased and unnecessary 

costs upon Kentuckians. 

C O M M E N TA R Y

By Ron Bridges

AARP Kentucky has just launched 
a campaign to let Congress know we 
oppose any plan to increase Medicare 
costs and risk for seniors and today’s 
workers. We believe Kentuckians have 
earned Medicare by paying in with each 
and every paycheck. 

Proposals to turn Medicare into a 
voucher system would take healthcare 
in the wrong direction – ramping up 
costs for current and future retirees, 
and eroding protections that Americans 
have earned through many years of hard 
work and taxes.

Unfortunately, in a short-sighted 
attempt to save money, vouchers are 
being promoted on Capitol Hill as an 
answer to rising costs.

They are not the answer. Vouch-
ers pose troubling risks for more than 
813,000 Kentuck ians who are cur-
rently in Medicare, not to mention the 
906,000 Kentucky residents age 50 and 
older who will enter the program over 
the next 15 years. 

Fortunately, President Trump has 
promised to protect Medicare and So-
cial Security, telling older voters: “I am 
going to protect and save your Social 
Security and your Medicare. You made 
a deal a long time ago.”

Congress needs to follow the Pres-
ident ’s lead. Vouchers would break a 
basic promise of Medicare, which is to 
provide a guaranteed benef it package. 
Under a voucher system, also known as 
premium support, this promise could be 
tossed aside. Instead, consumers would 
get a f ixed dollar amount to help pay for 
care in the private marketplace. 

If that amount turns out to be in-
suff icient? Tough luck. Seniors and 
future retirees could have to pay thou-
sands of dollars out of their own pock-
ets at a time in their lives when they can 

least afford it. 
In the Bluegrass state, residents 

in poor health would quick ly feel the 
pain of a voucher system. That includes 
the 30 percent who have two or three 
chronic health conditions and desper-
ately rely on care they can afford. Many 
with limited resources could end up in 
health plans that restrict their choice of 
doctors and demand high out-of-pock-
et spending to get care. No one should 
have to choose between going to the 
doctor or keeping their lights on.

The risks posed by a voucher pro-
posa l go against President Trump’s 
commitment to protect Medicare. Older 
voters helped decide the election and 
they’re counting on Congress to aban-
don this proposal. 

Medicare does need to be strength-
ened for future generations, but shifting 
costs to seniors and workers who’ve paid 
into the system their entire working 
lives is the wrong approach. We can put 
Medicare on stable ground with com-
monsense solutions, such as clamping 
down on drug companies’ high prices, 
improving coordination of care and use 
of technology and cutting over-testing, 
waste and fraud.

For  e xa mple ,  t he  average  cos t 
for  a  yea r ’s  supply  of  a  pre sc r ip-
t ion d r ug more than doubled s ince 
2006 to over $11,000 in 2013. That ’s 
about  th ree-fou r ths  of  the average 
Soc ia l  Secu r it y  ret i rement benef it , 
or a lmost ha l f  the median income of 
people  on Med ica re .  Mu lt iply  th is 
by the t wo to four d rugs that many 
sen iors take, and you can c lea rly see 
the magnitude of the problem.

— Ron Bridges is the AARP Kentucky 
state director.

Fighting to protect Medicare
Medicare voucher program would hurt 
hardworking Americans who have paid into 
the program their entire working lives.

 

Vouchers would break a basic 

promise of Medicare, which 

is to provide a guaranteed 

benefit package.

 

Many with limited resources 

could end up in health plans 

that restrict their choice of 

doctors and demand high out-

of-pocket spending to get care. 
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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


