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Physician 
employment 
agreements
Understanding assignment 
provisions

BY ANTONIO “TONY” FRICANO, JD

As legislators debate the politics of the 
single-payer system (or a version of that), 
the free market continues down the path of 

consolidation, oblivious to the political discussion. 
Health systems and payers are purchasing physician 
practices, and larger health systems are purchasing 
smaller health systems.

If you are a physician with an equity stake 
in the group that is being acquired, you are in a 
pretty good spot. You will likely be compensated 
for the sale of that equity consistent with a fair 
market value analysis, and you will likely receive an 
employment contract as the new owner attempts to 
establish continuity for the clinic operations.

But what if you are an employed physician? 
What if you are a contracted physician? You will 

Adverse childhood experiences to page 104

Adverse childhood 
experiences
Trauma in youth affects long-term health

BY PAM BECKERING, MS, LPCC

I met “Donna” several years ago when I was practicing as a therapist. She was coming to 
see me because she was struggling with life and was getting tired of being unable to live 
a quality lifestyle. Talking with her, I found out that Donna was married, was not able 

to work due to some chronic health issues, had a bout with cancer, and was not able to 
function in her daily living activities. Whenever she smelled a hot smell, she would have 
a panic attack. As I learned more about her, I found out that she had a close call with 
death and was recovering from drug and alcohol use. She had a tumor residing in her 
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We will examine the diversity of care teams and how they 
interact. We will explore benefits that could result from im-
proved coordination of these care teams. We will identi-
fy the barriers to this improved communication, such as 
incompatible EHRs and data privacy issues, and ways 
around them. We will provide examples of successful inte-
gration of clinical and non-clinical care teams and a road 
map for adopting and scaling these models for all elements 
of our health care delivery system.

As health care costs constantly rise, containment strategies 
involve care teams. Many individuals are now part of every 
physician-patient encounter. Some are hands-on with the 
patient, some the patient never sees. New entities become 
part of care teams offering services from chronic care man-
agement, to behavioral health screening, to care coordi-
nation, to coding, charting and much more. With goals of 
lowering costs, increasing reimbursement, and improving 
outcomes, clinics can customize teams to individual patient 
needs. Keeping up with this rapidly evolving landscape can 
exceed the capacity of many medical groups.
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Benton County passes 
tobacco age ordinance 

Tobacco 21, a ClearWay Minne-
sota initiative to curb tobacco use, 
gained one more adherent as the Ben-
ton County Commissioners voted 
unanimously to raise the legal age for 
buying and using tobacco products.

Youth e-cigarette use has in-
creased nearly 50 percent in the past 
three years, according to the Minne-
sota Department of Health. Nearly 
one in five Minnesota high school 
students currently use e-cigarettes, 
according to the 2017 Minnesota 
Youth Tobacco Survey. Approxi-
mately 95% of current adult smokers 
started before they turned 21. 

Benton County is the ninth coun-
ty and 40th community in Minneso-
ta to raise the tobacco sales age to 21. 
Edina, Saint Louis Park, Blooming-
ton, Plymouth, North Mankato, Fal-
con Heights, Shoreview, Minneapo-
lis, Saint Peter, Richfield, Roseville, 

Minnetonka, Excelsior, Lauderdale, 
Hermantown, Brooklyn Center, 
Mendota Heights, Otter Tail, Pope, 
Beltrami, Isanti, Olmsted, Wilkin, 
Stevens and Hennepin counties, 
Eden Prairie, Waseca, Duluth, North 
Oaks, Bemidji, Robbinsdale, Albert 
Lea, Arden Hills, Austin, Little Can-
ada, Lilydale, Mankato, New Brigh-
ton and Byron have taken this step. 

Commissioner Tony Lourey 
resigns in DHS shake-up 

The commissioner of the Depart-
ment of Human Services abruptly re-
signed July 15, after just six months 
on the job, producing the first major 
shake-up of the new administration 
of Gov. Tim Walz.

Tony Lourey, who left the state 
Senate to become the commissioner 
of Human Services in January, wrote 
a letter to Walz saying his resignation 
would take effect at the end of the 
day, stunning some members of the 

Minnesota Legislature. No reason 
was given.

Lourey’s sudden departure comes 
after resignations of his two top dep-
uties the previous week. Less than 48 
hours after Lourey’s announcement, 
those deputies—Claire Wilson and 
Charles Johnson—decided to re-
scind their resignations.

Gov. Walz announced that Pam 
Wheelock—most recently chief op-
erating officer at Twin Cities Habitat 
for Humanity, with a long résumé of 
top private and public sector jobs—
will take over as acting commission-
er. It’s unclear whether she or her 
permanent replacement will ask the 
deputy commissioners Claire Wilson 
and Charles Johnson to stay now that 
Lourey is out.

Walz, who was inaugurated in 
January, said during a news confer-
ence that Lourey was not fired and left 
of his own volition. The governor de-
clined to address mounting specula-
tion over Lourey’s departure: “There’s 

going to be a desire to find more dra-
mas than is there. Those of you who 
know me know I don’t do drama.”

CentraCare Correctional 
Care program honored

The CentraCare Correctional 
Care program in Stearns County has 
received the Harold E. Hughes–Ex-
ceptional Rural Community Award 
from the National Rural Institute on 
Alcohol and Drug Abuse at the Uni-
versity of Wisconsin-Stout. Jail Ad-
ministrator Mark Maslonkowski ac-
cepted the award for Stearns County 
and Katy Kirchner, Director–Coordi-
nated and Correctional Care, accept-
ed the award on behalf of CentraCare.

The program provides coordi-
nated, cost-effective care to inmates 
at the jail facilities and in a clinic, 
upon release.

This innovative correction-
al-medical partnership includes 
CentraCare, correctional facilities, 
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local law enforcement, social services, 
public health, probation, commu-
nity-based mental health, Veterans 
Affairs, and the National Alliance on 
Mental Illness organization.

In the St. Cloud area, this collab-
orative group coordinates care with 
the goal of reducing re-offense and 
making an impact on individuals 
with mental health concerns.

The CentraCare Correctional 
Care program has served approx-
imately 1,000 inmates in Benton 
County and 2,854 inmates in Stea-
rns County this past year. After be-
ing released from jail, 164 inmates 
sought care at CentraCare’s Coor-
dinated Care Clinic. The clinic has 
expanded its hours and is now open 
five days per week.

University increases  
access, options to treat 
opioid use disorder

University of Minnesota Phy-
sicians (M Physicians) Broadway 
Family Medicine Clinic is offering 
patients with opioid use disorder al-
ternative treatment options to the 
traditional methadone clinic. It will 
allow patients to decrease their of-
fice visits from every day to twice a 
week and eventually once a month 
for treatment using buprenorphine 
or the option of monthly injections 
of naltrexone.

Providers must go through eight 
hours of training in order to prescribe 
buprenorphine, hindering the oppor-
tunity for some providers. In addi-
tion to providing the treatments on 
site, the Broadway Clinic is working 
to increase the number of qualified 
providers in the region with its fam-
ily medicine residency program. All 
24 residents are being trained to pre-
scribe medication-assisted treatment.

 “With eight to 10 residents grad-
uating every year, that’s eight to 10 
physicians beginning their practices 
that can take this knowledge and 
skill to the community,” said Family 
Medicine Physician Kacey Justesen, 
MD, with the Broadway Family 

Medicine Clinic.
These efforts from the Broadway 

clinic will provide more patients with 
alternative options as more physi-
cians will be qualified to administer 
the treatments.

Star Tribune names  
UCare a 2019 Top  
150 Workplace 

UCare, an independent, nonprof-

it health plan, has been named one of 

the Top 150 Workplaces in Minneso-

ta by the Star Tribune.

Produced by the same team that 

compiles the 28-year-old Star Tri-

bune 100 report of the best-perform-

ing public companies in Minnesota, 

Top Workplaces recognizes the most 

progressive companies in Minnesota 

based on employee opinions mea-

suring engagement, organizational 

health, and satisfaction. The analysis 

included responses from over 140,000 

employees at Minnesota public, pri-

vate and nonprofit organizations.

UCare was ranked 16 on the large 

company list, and one of only a hand-

ful of companies to be named a Top 

150 Workplace all ten years of the 

program. In 2014 and 2016, UCare 

also received a special award for Com-

munications from the Star Tribune.

“It’s a real honor to be recognized 

by our employees and the Star Tri-

bune for our strong workplace culture 

ten years in a row,” said Mark Tray-

nor, UCare’s President and CEO. 

“Our people powered brand says it 

all. UCare is special because of our 

people—both the people we serve 

and the people who work at UCare.”

Most PTSD patients  
using medical cannabis 
report benefits

A recent survey by the Minnesota 
Department of Health (MDH) Of-
fice of Medical Cannabis found near-
ly three-quarters of patients using 
medical cannabis for post-traumatic 
stress disorder (PTSD) reported a 
high level of benefit.
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MDH researchers surveyed 751 
patients who listed PTSD as a qual-
ifying condition when enrolling in 
the state’s medical cannabis program 
during the five months after PTSD be-
came an approved condition for med-
ical cannabis use in Minnesota. Most 
of the patients surveyed saw benefits, 
based both on the MDH survey and 
a validated measure of PTSD severity.

At enrollment, 96% of the PTSD 
patients included in this survey 
scored above 33 points on an initial 
checklist, meeting the threshold for 
a PTSD diagnosis. Of those who 
completed the same checklist three 
months after their first cannabis pur-
chase, 71% saw their scores improve 
by at least 10 points. According to 
Dr. Tom Arneson, a research manag-
er with the MDH Office of Medical 
Cannabis, this is a clinically mean-
ingful improvement.

“This study shows many patients 
with PTSD enrolled in the pro-
gram are experiencing substantial 

benefits,” Arneson said. “It is par-
ticularly encouraging to read com-
ments from some patients that their 
participation in the program has 
made their engagement with other 
therapies for PTSD more feasible or 
more effective.”

In addition, when asked on the 
survey how much benefit they’ve re-
ceived from medical cannabis, 76% 
of responding patients indicated a 
benefit rating of 6 or 7 on a scale of 
1 (no benefit) to 7 (great deal of ben-
efit). Across all responding patients, 
a small but important proportion of 
patients indicated little or no benefit: 
4% gave a rating of 1, 2 or 3. Also, 
about one-fifth of patients reported 
side effects, including a few who re-
ported increased anxiety.

When patients were asked about the 
most important benefit, 23% indicated 
anxiety reduction, 16% indicated im-
proved sleep, 13% indicated improved 
mood and/or emotional regulation, 
and 12% indicated pain reduction. 

When asked via a similar survey, health 
care practitioners saw benefit levels sim-
ilar to the patient ratings.

MDH added PTSD to the list of 
qualifying conditions for the program 
in 2016, and patients with PTSD start-
ed receiving medical cannabis Aug. 1, 
2017. As of May 23, 2019, there were 
2,873 people with PTSD in Minneso-
ta’s medical cannabis program.

Shriners Healthcare for 
Children breaks ground  
on new location

CityPlace Medical II—a new 
facility in Woodbury that will serve 
as home for Shriners Healthcare for 
Children—broke ground on July 19. 
Shriners will lease the first floor of 
the new two-story, 42,000-square-
foot building, a project spearheaded 
by real estate developer Davis, gen-
eral contractor Timco Construc-
tion, and architecture firm Synergy 
Architectural Studio.

The planned facility will re-
place the current 29-year-old Shri-
ners Healthcare building located in 
Minneapolis. This will be the third 
facility for Shriners Healthcare for 
Children in the Twin Cities, hav-
ing originally opened in 1923. The 
new clinic space is centered around 
their transition in late 2018 to an 
outpatient clinic model versus a 
full-service hospital.

All surgeries will continue to be 
performed by Shriners Healthcare 
for Children–Twin Cities physi-
cians at Gillette Children’s Specialty 
Healthcare in St. Paul, Minnesota, or 
at other nearby pediatric hospitals.

Shriners Healthcare for Chil-
dren’s new facility will allow staff to 
provide a wide range of services for 
children with orthopaedic condi-
tions, including clinic services, child 
life, radiology, rehabilitation, orthot-
ics and prosthetics, and telehealth.   

Marissa Linden Jennifer Waterworth Tracy Jacobs

Matthew FrantzenAngela Nelson Ryan Ellis

MEDICAL MALPRACTICE ATTORNEYS
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Donn Dexter, MD, neurologist with 
Mayo Clinic Health System in Eau 
Claire, has received the inaugural Donn 
Dexter Physician Excellence Award from 
University of Wisconsin Organ and 
Tissue Donation for his comprehensive 
leadership and clinical work to support 
organ donation. The program decided 
earlier this year to create a new physician 

award to recognize high standards in donation support—while the team 
was creating the award criteria, Dexter’s work was cited as examples of the 
gold standard, leading to the decision to name the award in his honor. 
Dexter earned his medical degree at Mayo Clinic College of Medicine. 

Macaran Baird, MD, MS, Professor 
Emeritus and retired department head in 
the University of Minnesota department 
of family medicine and community health, 
has received the 2018 Shotwell Award 
from the Twin Cities Medical Society 
Foundation, for making significant 
contributions in the field of health care. 
Baird began his career practicing in the 

rural community of Wabasha for five years. He launched his academic 
career in 1985 by serving as an assistant professor at the University of 
Oklahoma, followed by an appointment as professor and chair of the State 
University of New York Medical School, Syracuse, department of family 
medicine. He returned to Minnesota in 1996 to serve as associate medical 
director for HealthPartners, then moved to Mayo Clinic where he served as 
medical director of Mayo’s health insurance program and professor of family 
medicine. He then returned to his alma mater, the University of Minnesota, 
as professor and head, department of family medicine and community 
health within the Medical School, where he served from 2002 through his 
retirement in December 2017. In November 2017, he was called on to serve 
as the interim chief executive officer of University of Minnesota Physicians. 
During the 12-month assignment, he was a key leader who helped create 
new institutional partnerships and strengthened key relationships within 
and beyond the university group practice. He is now retired.

Nancy Guttormson, MD, a surgeon 
with Fairview Health Services, has received 
the 2018 First a Physician Award from the 
Twin Cities Medical Society. The award is 
given annually to a member who selflessly 
gives of their time and energy to improve 
the health of their patients, has made a 
positive impact on organized medicine and 
the medical community’s ability to practice 

quality medicine, and/or has been instrumental in improving the lives 
of others in the community. Guttormson’s colleagues at Fairview Ridges 
Hospital recognize her as a highly skilled head and neck endocrine surgeon 
and breast surgeon, as well as a respected leader and teacher. She is credited 
with pioneering the thyroid cancer program and helped establish the Breast 
Center at Fairview Ridges Hospital, as well as a multidisciplinary tumor 
board. She earned her medical degree at the University of Minnesota.  
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Please define the term “health equity.”
The Minnesota Department of Health 

(MDH) defines health equity as: “A state where 
all persons, regardless of race, creed, income, 
sexual orientation, gender identification, age or 
gender have the opportunity to reach their full 
health potential without the limits of structural 
barriers.” This is from our 2014 “Advancing 
Health Equity in Minnesota: Report to the 
Legislature” (www.tinyurl.com/mp-mdh-equity).

Please tell us about the mission of the 
Center for Health Equity.

The Center for Health Equity’s (CHE) mission 
is to connect, strengthen, and amplify health equity 
efforts within MDH and across the state. Within 
MDH we serve as a consultant to the agency, 
providing training and technical assistance on how 
to embed equity into policy, research, and more. 
Externally across the state we connect and strengthen 
networks of health equity leaders and partners and 
administer the Eliminating Health Disparities 
Initiative (EHDI) grant program. CHE was 
created in 2014 and houses the Office of Minority 
and Multicultural Health, which has worked on 
Minnesota health inequities for over two decades.

You are part of a larger MDH initiative 
called the Center for Health Equity and 
Community Health. What can you tell us 
about this entity and how you interact with 
its different divisions?

Our division’s name and structure has recently 
changed. We are now the Community Health 
Division and are comprised of five different offices 
or centers: Center for Health Equity, Center 
for Health Statistics, Center for Public Health 
Practice, Emergency Preparedness, and the Office 
of Statewide Health Improvement Initiatives. 
Together we address health equity and community 
health from multiple perspectives, strategies, and 
with many partners across the state.

What are some of the biggest challenges 
you face?

Some of the biggest challenges are the 
numerous barriers to health equity, many of 

them beyond the scope of what CHE or MDH 
has the capacity or ability to influence or address. 
There is still much that we can influence, such as 
our internal operations and how we do business. 
Transforming the internal culture, policies, and 
systems within the agency has been the focus of 
our current five-year strategic plan and came out 
of recommendations from the 2014 report. MDH 
leadership agreed with community voices from 
across the state that in order to advance health 
equity externally, we first had to look internally.

What are some of the biggest success 
stories you can share about your work?

While there is still much work to be done, there 
have been examples of phenomenal work across the 
state that is advancing health equity. Internally, one 
of the ways we have worked to spread awareness 
of this work is through a Health Equity Showcase, 
which brings the agency together to learn how 
divisions have embedded equity into their work. 
Our first showcase in February 2019 highlighted 
12 programs addressing a range of statewide issues, 
such as food safety and food equity, sickle cell 

disease, breastfeeding, health equity data analysis, 
tuberculosis, radon testing, and more.

Externally, we have administered the EHDI 
grant program for nearly 20 years. This program 
continues to be a core source of funding to 
organizations and institutions that address health 
equity in American Indian communities and 
communities of color across the state. In that time 
we have seen the capacity of organizations doing 
this work grow and have seen shifts in health 
outcomes across the state. According to our most 
recent data, the current grantees have collectively 
reached one-third of the state’s populations 
of color and American Indians through their 
outreach and educational programming.

What kinds of interactions do you have 
with the health care delivery system?

CHE’s work with the health care delivery 
system is through partnerships, training on 
health equity in Minnesota, and collaboration 
to think through how to best serve Minnesotans 
most impacted by health inequities. For 
example, our recent launch of a statewide Health 
Equity Leadership Network, comprised of over 
100 cross-sector members, including many 
health care delivery systems, works on systems 
transformation to advance health equity.

How do the issues of health equity differ 
between Greater Minnesota and the 
metro area?

The root causes of health inequity can be 
thought of through the same framework no 
matter where you live in the state. In the MDH 
2017 Statewide Health Assessment (www.
tinyurl.com/mp-mph-assessment), we talk about 
three things that influence health: opportunity, 
belonging, and nature. This is a helpful 
framework when thinking about different areas 
across the state and the specific challenges 
a community may face. Within CHE we’ve 
identified priority populations as populations 
of color/American Indians, rural communities, 
disability communities, LGBTQ communities, 
and low-income communities. This is based on 

Addressing health inequities
Bruce Thao, MS, MA

Director, Center for Health Equity and Office of Minority & Multicultural Health, MDH
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Tools and strategies for managing the chronic pain patient.

Chronic Pain
Conference

Joint sponsorship by Minnesota Medical Association and Nura Pain Clinics

Please join us at this one-day 
CME conference where a variety of 
specialists will share tools, strategies 
and expertise on managing pain 
patients. Individual presentations, 
followed by a panel discussion, 
will provide new perspectives on 
providing care in the midst of the 
opioid epidemic. 
Go to nuraclinics.com for agenda
and speaker information.

Friday, November 8, 2019 CME Conference at the Westin Galleria Edina

Designation of Credit Statement 
for Jointly Sponsored Activities:
The Minnesota Medical Association 
designates this live activity for a maximum 
of six point seven five (6.75) AMA PRA 
Category 1 Credit(s)TM. Physicians should 
claim only the credit commensurate with the 
extent of their participation in the activity.

Register today at 
nuraclinics.com

data on communities most impacted by health 
inequities. We use these as lenses to frame our 
work. We know that these communities don’t 
live in silos—they have intersecting identities. 
We know that the more identities you have 
overlapping from these categories, the more you 
may be potentially impacted by health inequities. 
When thinking about challenges across metro 
areas or Greater Minnesota, we may change the 
primary lens we are using (in one community it 
may be about rural challenges; in another it may 
be access to services for disability communities), 
but we cannot lose sight of the other lenses and 
how they may overlap and compound inequities.

How do equity/disparity issues impact 
health outcomes?

There are numerous studies and publications 
that can speak to the impact of social determinants 
of health on health outcomes. Clinical care only 
accounts for about 10% of health outcomes, 
while social determinants account for 40%. At 
our 2019 Health Equity Summit in March, over 
200 health equity leaders from across sectors 
and communities came together to discuss the 
most pressing issues impacting our health. The 

number one priority identified was institutional 
racism. Things like housing, food security, and 
mental health were also named as important, 
but were lower on the list. While those factors 
are important to health outcomes, the group 
determined that root causes of inequities across 
sectors and systems are tied to institutional 
racism, historical trauma, and discrimination in 
its many forms. This echoes what we found in the 
2014 MDH Advancing Health Equity report.

What can be done to address these issues?
Until institutions acknowledge the impact of 

institutional racism, discrimination, and other 
forms of oppression embedded within our systems, 
policies, and practices, inequities will continue. 
The first step is acknowledgement and recognition. 
Next is looking within to assess how an institution’s 
internal workings may be contributing to inequity 
and what needs to change. This is the journey 
MDH has been on for the past decade, and we have 
only just scratched the surface. There have been 
significant strides, however, and we have begun to 
shift agency culture and are building greater trust 
with our partners in community, health systems, 
and across government agencies.

How does the physician-patient 
relationship benefit from your work?

Physicians play an integral role in advancing 
health equity. Just as institutions must 
acknowledge how racism or discrimination show 
up consciously or unconsciously within systems 
or policies, individuals must do the same. This is 
deep work and requires new skills and training 
that most physicians do not receive in medical 
school. But the reality is that most of us do not 
ever receive training or naturally have the skills 
to navigate and address systemic inequities. It 
takes commitment and investment of time and 
resources at both individual and institutional 
levels. Yet the payoff is improved health for all—
and isn’t that something we all want?

Bruce Thao, MS, MA, is director of the Center for 
Health Equity and Office of Minority & Multicultural 
Health at the Minnesota Department of Health. Bruce 
holds an MS in psychology from St. Joseph’s University 
and an MA in social welfare from the University of 
Chicago. He is a 2013 Bush Foundation Fellow, 
a 2014 White House Champion of Change, and 
a 2017 Aspen Institute Scholar.  
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abdomen that could not be removed due to its proximity to vital organs. As 
she continued to tell me her story over many sessions, I learned that she had 
been involved in a fire where a family member died, and she barely escaped. 
She eventually revealed that she had been abused 
by her father, but felt that she justly deserved it.

I had just completed two classes on trauma and 
adverse childhood experiences (ACEs). I started to 
make some connections. Was it possible that the 
trauma she had suffered as a child was affecting 
her now? Could her past trauma relate to her 
current health, mental well-being, and substance 
use? Research shows that it could, and that Donna 
is not alone.

Early research
ACEs were first studied in 1997 by Kaiser 
Permanente and two scientists from the Centers for Disease Control and 
Prevention (CDC). They studied over 17,000 individuals who were mostly 
middle-aged, white, and college educated. They found that people who 
had experienced some form of adverse childhood experience—which 
could include abuse, neglect, living with a parent that had mental illness, 
domestic violence that occurred between their parents, or parents who were 
not together—had a significantly higher chance of suffering from chronic 
health issues, mental illness, and substance use when they grew older. 

Further research has shown that babies become hard-wired by their 
experiences and that each area of the brain is sensitive to toxic stress during 
different times of development. ACEs can even affect gene expression, 
according to a study by the National Scientific Council on the Developing 
Child, which stated that “environmental influences can actually affect whether 

and how genes are expressed… . [E]arly experiences 
can determine how genes are turned on and off and 
even whether some are expressed at all.”

This can happen any time there is continued 
or frequent exposure to toxic stress or trauma: 
parents engaging in intense arguments, a 
mom that is suffering from mental illness and 
struggling with daily living activities, or a 
parent that suffers from substance use. Parents 
and families that live in poverty, have a parent 
in prison, or have a mom that does not engage 
in nurturing activities with their baby, can 
cause physical changes in the young brain that 

contribute to learning disabilities when the child enters school, along with 
physical and mental health issues as the child grows into adulthood.

ACEs and long-term health
Researchers at Kaiser Permanente, the CDC, and other institutions 
developed the ACE Pyramid (https://bit.ly/2J4k8xv), which presents 
potential consequences of childhood exposure to ACEs: social, emotional, 
and cognitive impairment; adoption of health-risk behaviors; disease, 
disability, and social problems; and early death. Clinicians often assess each 
of ten ACEs—five personal, and five related to behaviors of other family 
members—and assign one “point” for each.

Someone who has experienced two or more ACEs has a 390% greater 
chance of Chronic Obstructive Pulmonary Disease (COPD), 1,220% 
greater chance of suicide, and 490% greater chance of depression. ACE 
scores have been correlated with cancer (190%), heart disease (220%), 
obesity (180%), diabetes (160%), stroke (240%), depression (460%), and 
fetal demise (180%). Someone who has experienced six or more ACEs has a 
significant chance of shortening their life span by 20 years.

In addition, families that have experienced trauma or toxic stress can 
suffer from intergenerational trauma or epigenetics. Their DNA is modified 
by their response to traumatic events. A study in the Netherlands, focusing 
on children born during harsh winters in the 1940s, showed that they 
were at an increased risk for diabetes and heart disease, possibly due to the 
famine and conditions during that time. Animal studies have shown that 
when electric shock was administered in the presence of strong odors—in 
one case, that of cherry blossoms—subsequent generations also displayed 
trauma when faced with the same smell. Some have suggested that similar 
intergenerational, epigenetic trauma could appear in humans, particularly 
among Native Americans, people of color, and others at high risk of 
experiencing ACEs. More research is needed in this area.

Uncovering ACEs
Identifying ACEs in someone’s life is sometimes difficult. The person may have 
created adaptations that disguise the true issues. Assessing all your patients could 
uncover the underlying issue for individuals that continue to lack resolution 
of their problems. It is also helpful to identify social determinants that may 
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contribute to or fuel the health condition. The main theme of recognizing 
ACEs is to look at the whole person, including their life outside of your office. 
It is only by putting the pieces together that we can solve the puzzle.

Multiple ACE questionnaires are available to help practitioners identify 
individuals that may have ACEs. Some question the advantage of this 

approach, arguing that people will not be honest in answering questions that 
might implicate themselves—e.g., “Do I physically or emotionally abuse my 
child?” The Center for Youth Wellness ACE questionnaire addresses this by 
allowing the patient to identify the ACEs, but revealing only the number of 
ACEs to the provider.

The ACE questionnaire does not address social determinants of health, 
so finding a way to identify those through assessment is helpful in completing 
the big picture. The American Academy of Pediatrics has been outspoken 
in weaving adverse childhood experiences into pediatric practices, and has 
offered multiple courses on identifying and treating trauma and ACEs.

The ACE questionnaire that is used throughout CentraCare’s behavioral 
health programs, both inpatient and outpatient, and at our Clara’s House 
facility (which provides day treatment for children), is the Center for Youth 
Wellness quiz. We have had conversations about starting to implement this 
in our Pediatric Clinic as well. We have also placed a social worker and Legal 
Aid lawyer in the clinic to identify and help those that are facing social 
determinates that affect their health and that of their family. We have placed 
a parent educator in our Pediatric Clinic to identify resources for parents. 
The clinic has become a “No Hit Zone,” a program that identifies alternative 
methods of disciplining children.

Coping with ACEs
The good news is that our brains can be rewired at any time during our lives. 
The most important factor for developing resiliency in a child is to have a 
loving, nurturing, supportive adult who displays the traits of predictability, 
compassion, and availability in the child’s life. A supportive adult can 
include teachers, librarians, grandparents, neighbors, coaches, and mentors.

The brain can also be re-wired by therapy that is specific to treating 
trauma. The benefits of talk therapy have been debated in this context, as it 
seems that most trauma lies in the area of the brain that is not reached by talk 
therapy. There is scientific data that shows that trauma is also fragmented 
throughout the body, if it cannot be released after the event(s). Therapies such 
as EMDR (Eye Movement Desensitization and Reprocessing) or trauma-
focused play may be helpful. It also suggests that healing body practices 
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BY CHARLES R. WATTS, MD, PHD; THOMAS SORENSON, BS; AND 
JANE M. KORDUCKI, MD

“The workouts have positively impacted the astronauts’ bones and muscles, 
and they are coming back in really good shape. But some are losing bone and 
muscle but not as much as we saw in the early days.”

—Scott Kelly, NASA Astronaut (Ret.), 520 days in space, the most 
cumulative time in space for an American.

O
steoporosis (OPO) is a disease characterized by low 
bone mineral density (BMD). The concomitant 
micro architectural deterioration leads to fragility and 
consequently increased fracture risk. Fragility fractures 
(FFs) result from either a fall from standing height or less 

or in the absence of trauma. The most common sites of FF are: femoral 
neck/hip, wrist, spine (thoracic and lumbar most common), humerus, 
pelvis, and forearm. The 10-year probability of FFs can be assessed using 
the Fracture Risk Assessment Tool (FRAX, www.sheffield.ac.uk/FRAX/), 
which stratifies risk according to: ethnicity, age, sex, weight, height, fracture 
history, family history of femoral neck/hip fracture, current smoking status, 
history of glucocorticoid use, history of rheumatoid arthritis, history of 

secondary OPO, history of alcohol consumption ≥3 beverages/day, and 

femoral neck/hip BMD.

OPO poses a Brobdingnagian public health problem, with approximately 

16 percent of adults (5 percent men and 25 percent women) ≥65 years 

affected, according to the Centers for Disease Control and Prevention—an 

estimated 8 million Americans, according to U.S. census data. This is also 

a global issue affecting a calculated 8.5 percent of the word population ≥65 

years (www.worldbank.org/data).

OPO incidence varies with race: Hispanics (25 percent), whites (16 

percent), and African Americans (10 percent). Marriage or cohabitating 

appears to decrease the risk—perhaps due to lower levels of psychosocial 

stress—while occupation, employment status, and residence have limited 

associations. Income and education yield mixed and inconsistent associations.

Economics
In 2016, the mean impact of treating an FF in the U.S. was $10,300 per 

patient, with a cumulative cost to taxpayers of $17 billion. Some European 

Union countries have established fracture liaison services to ensure 

patients receive appropriate preventive care. Estimated cost savings with 
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implementation of these programs is approximately $30,000 per 1,000 

patients treated. Not only do FFs result in pain, functional disability, and 

decreased quality of life; they are associated with an increased risk of death 

within five years of diagnosis. Despite effective treatments to stabilize BMD 

and decrease FF risk, there is a lack of appropriate 

care. In the U.S., fewer than 20 percent of patients 

who sustain an FF receive therapy to decrease FF 

risk within a year of diagnosis, and <10 percent of 

elderly women with OPO receive therapy. There 

are multiple reasons for this. Media, in conjunction 

with product liability attorneys, have emphasized 

rare complications of bisphosphonate medication 

therapy—osteonecrosis of the jaw, atypical femoral 

neck/hip fractures, and atrial fibrillation—while 

ignoring patient and societal benefits. Physician 

surveys have indicated that providers fear 

complications of treatment more than the morbidity of OPO/FF.

Medical Management
Preventive care. World Health Organization (WHO) criteria for 
medical management of OPO/BMD are: history of femoral neck/hip or 
spine FF at ≥40 years, BMD T-score ≤−2.5, or BMD T-score −2.5 to −1.0 
with an elevated FRAX ≥20 percent for non-femoral neck/hip major 
FF, and/or FRAX ≥3 percent for femoral neck/hip FF. U.S. guidelines 
for screening are: dual energy X-ray absorption (DXA) measurements 
of the femoral neck/hip and lumbar spine in women ≥65 years without 

risk factors or ≤65 years with risk factors and/or known FF. Routine 
screening of men is currently not supported by the medical literature; 
however, some authors advocate screening men ≥70 years without risk 
factors and ≤70 years with known risk factors or history of FF (www.

uspreventiveservicestaskforce.org). Prospective 
study of women ≥65 years demonstrated that 
neither repeated DXA measurement nor the 
change in BMD after eight years was more 
predictive of subsequent FF risk than the BMD 
original measurement.

Providers should obtain a detailed patient 
medical history with emphasis on drug 
classes with known OPO association such as: 
androgen deprivation therapy, anticoagulants, 
anticonvulsants, aromatase inhibitors, calcineurin 
inhibitors, glucocorticoids, medroxyprogesterone, 

proton pump inhibitors, selective serotonin inhibitors, and 
thiazolidinediones. Comorbid conditions, such as diabetes, chronic 
obstructive pulmonary disease, gastrointestinal diseases of malabsorption, 
dementia, and rheumatoid arthritis, are also strongly associated with 
OPO. Alcohol, tobacco, and drug abuse should also be documented along 
with cessation counseling. Fall-risk assessment is important and can be 
obtained in consultation with physical therapy (PT). A PT program 

MINNESOTA PHYSICIAN  JULY 2019  13

Osteoporosis incidence 
varies with race.

Osteoporotic vertebral compression fractures to page 224

Relax.
We’re just going to 
insert a new logo.
Minnesota Gastroenterology 
has a new look.
Refer patients today by using our secure referral site at 

referrals.mngi.com or by calling 612-870-5400.

https://www.mngi.com/


BY ANDREA WESTBY, MD; MICHELLE D. SHERMAN, PHD, LP, ABPP; 
AND JAMES SMITH, MD, MPH

A
dolescence. For many parents, educators, and health care 
providers, this word elicits some combination of terror, 
uncertainty, and excitement. Adolescence (defined by the 
World Health Organization as ages 
10–19) is a time of tremendous 

change across physical, social, relational, and 
spiritual domains, as youth transition from 
dependence on caregivers to greater autonomy 
and independence. Young people strive to form 
their own identities and to separate from their 
families, while simultaneously becoming more 
connected to peer groups. The health care 
needs and experiences of teenagers are distinct 
from those of young children and early adults. 
Physicians and other health care professionals need to provide culturally 
appropriate and trauma-informed care and consider numerous complex 
issues such as confidentiality when supporting these young people.

Choices adolescents make can have lasting effects on long-term 
health. For example, contracting HIV, experiencing a traumatic injury 
that leads to paralysis, poorly controlling chronic health conditions such 
as diabetes, unintended pregnancies, or substance abuse can lead to 
future disease burden. It is essential that providers empower adolescents 

to take responsibility for their behaviors and for 
health-related decisions. Four specific domains 
of health that involve unique challenges for 
adolescence include substance use, depression 
and elevated risk for suicide, sexuality, and 
transitions of care from pediatric to adult-based 
primary care and specialty services. All of these 
domains of health, but particularly substance 
use and depression, are impacted by social 
determinants of health, as well as interpersonal, 
household, and community dynamics.

The developing brain
Prior to addressing these four domains, it is important to note how the 
adolescent brain is extremely plastic and malleable, able to learn and 
change very quickly. The limbic system (the reward center of the brain) 
matures well before the prefrontal cortex (the area responsible for planning, 
higher level decision-making, and executive function, which does not fully 
develop until the mid-20s). This mismatch in brain development sets up 
adolescents to be prone to risk-taking behaviors and impulsivity without 
considering all the potential consequences. If those risk-taking behaviors 
impair brain development, such as in the case of substance use, they can 
have significant long-term effects, particularly because the brain is so 
plastic at this stage.

Historically, risk-taking, experimentation, and exploration were 
considered pathologic in adolescents. However, our improved understanding 
of brain development has changed this thinking. These behaviors are now 
considered a normal part of development, and the challenge (for all who 
work with teenagers) is to help mitigate the potentially negative effects of 
risky behaviors through appropriate health behavior counseling and adult 
support. Understanding the etiology of some of adolescents’ risk-taking 
behaviors can help providers have more patience and engage in respectful, 
non-judgmental discussions with youth.

Substance use
Adolescent brain development and long-term health are closely linked to 
substance use. The plasticity of the adolescent brain, learning quickly and 
adapting to changes, makes it particularly susceptible to substance use 
disorder. According to 2014 data from the Substance Abuse and Mental 
Health Services Administration (SAMHSA), 74 percent of adults aged 
18–30 who were admitted to long-term substance use treatment started 
using substances before the age of 17, and of the patients who were receiving 
treatment for multiple substances, more than 70 percent had started using 
before the age of 11.
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Electronic cigarette use rates are rising; in the 2017 Minnesota Student 
Survey, 19 percent of high school students reported e-cigarette use, compared 
to 10 percent who reported conventional cigarette use. The Minnesota 
Department of Health has named e-cigarettes an emerging public health 
threat. The potential legalization of cannabis 
products also has significant implications for the 
well-being and brain development of adolescents.

For primary care physicians and health care 
professionals in all fields, screening, intervention, 
and prevention are imperative to decrease the 
burden of substance use disorders. Incorporating 
a SBIRT screening (Adolescent Screening, Brief 
Intervention, and Referral for Treatment; see 
www.tinyurl.com/mp-sbirt and www.tinyurl.
com/mp-sbirt-toolkit), or the CRAFFT screener 
(Car, Relax, Alone, Forget, Family or Friends, 
Trouble; see www.tinyurl.com/mp-crafft) into your clinical practice can be 
useful to increase detection of these problems. 

Mental health
Often intertwined with issues of substance abuse are mental health 
concerns. According to the Centers for Disease Control and Prevention 
(CDC), suicide is the second leading cause of death among youth ages 
10–24, surpassed only by accidents. Further, many more teens attempt 
suicide than actually complete it. In the national 2017 Youth Risk 
Behaviors Survey, about 17 percent of teens (22 percent of females and 
12 percent of males) had seriously considered attempting suicide and 7 
percent (9 percent of females and 5 percent of males) reported that they 
had made at least one suicide attempt in the preceding year. Underlying 
these concerning statistics are numerous factors, including but not 
limited to mental illness, bullying, social isolation, substance abuse, 
family violence, LGBTQ status, loss, impulsivity, and hopelessness. 
Thus, it is important for health care professionals to screen adolescents 
for depression and suicidality, have processes in place for when there is 
imminent danger, and collaborate closely with mental health professionals 
to co-manage teens in significant distress.

Sexuality
Another aspect of health that is particularly notable in the adolescent period 
is sexuality. The teenage years are a time of normal exploration regarding 
one’s sexual attraction, fantasies, identity, and behaviors. However, rates of 
sexually transmitted infections are reaching record highs. The CDC says 
that almost half of all new cases of chlamydia in 2017 were in females 15 to 
24 years old. Furthermore, rates of depression, substance abuse, and suicide 
are considerably elevated among LGBTQ youth, with recent data showing 
over half of female-to-male transgender youth have attempted suicide 
(Toomey et al., Transgender Adolescent Suicide Behavior, in Pediatrics; see 
www.tinyurl.com/mp-toomey.)

Thus, issues surrounding sexuality are important and highly relevant 
for physicians to address with youth. However, physicians often do not 
discuss sexuality at all, and such discussions, when they do occur, can be 
brief and awkward. Providers may feel unsure about what terms to use, 
worry about offending the teen and damaging the therapeutic relationship, 
and have insufficient time to discuss sensitive issues. Similarly, teens 
may feel embarrassed, worry about potential disclosure of their personal 

information, worry about the provider’s judgment, and not understand 
medical terminology.

For example, during a prenatal visit, a 17-year-old girl who was 24 
weeks pregnant described her experience at her school’s Sexual Health 

Fair. She had listed “gay-curious,” and was 
subsequently told she was at low risk for STIs 
or pregnancy. The screener missed the fact 
that she was having sex with males and was 
pregnant. In general, explaining to teenagers 
your medical rationale for assessing their sexual 
behavior, reassuring them about confidentiality 
and its limits, asking open-ended questions, 
using inclusive and person-centered language, 
and emphasizing that your goal is to help them 
make good choices can be useful strategies when 
discussing this domain of health.

Autonomy
As adolescents begin to desire and gain more autonomy, it is important 
to foster independence in interactions with medical providers. Adolescents 
should be encouraged to be the main focus of the visit and answer most 
of the provider’s questions—transitioning away from prior visits in 
which parents or caregivers did most of the talking. Teenagers should be 
interviewed and examined separately from their parent or caregiver to give 
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BY JOAN WILLSHIRE, MPA

W
hat’s the worst part about a routine trip to the 
doctor’s office—the long wait, the old magazines, 
the fear of needles? Add a disability, and you’ve got a 
recipe for a very stressful event, instead of a routine 
medical visit.

According to the Centers for Disease Control and Prevention (CDC), 
26% of the adults in the U.S. have some type of disability. The majority of 
disabilities fall in the category of physical (mobility, hearing impairment, 
vision loss). Intellectual and cognitive issues may also create challenges 
when accessing medical care. However, medical professionals should be 
concerned less about the type of disability, and more about whether or not 
their clinics are accessible to all of their patients. 

Connect with patients
If your medical staff is going to treat people with disabilities successfully, 
diagnosis is only part of what you need to know about your patient. The 
patient’s diagnosis will not tell you what that person needs to be able to 
collaborate with health care professionals and follow treatment protocols.

Ask your patient with disabilities these questions:

• What is their home and work life like?

• What are their abilities? 

• How do they get to places? Transportation can be a huge problem, 
no matter what part of the state you live in. 

• Do they use technology to make their world better and more 
accessible? 

•  Do they use a personal care attendant (PCA)? Should they 
consider using a PCA? There is currently there is a shortage 
of PCAs, which has made it a challenge for some people with 
disabilities to remain independent. 

All of these questions are vital if you are going to be successful in treating 
people with disabilities. Your patients’ answers will give you a more accurate 
picture of how they manage to live independently.

Assess your facilities
Accessibility in health care clinics, doctors’ offices, and other health care 
provider facilities is essential for people with disabilities seeking medical 
care. Some people with mobility issues actually avoid going to the doctor 
because of their experiences on the dreaded exam table! It’s a serious matter 
involving access, safety, and dignity, all of which should be basic rights for 
patients with disabilities. 

The primary function of the exam table is to support the patient in 
prone or supine side-laying positions. In most doctor’s offices, exam tables 
are typically designed for use at a fixed height of 32 inches. This height 
makes independent transfers difficult to almost impossible for many people 
with disabilities, especially those who use mobility aids such as walkers, 
wheelchairs, and scooters—devices also used by many seniors. The same 
problem applies to exam chairs that are meant to support a person in a 
seated or semi-supine position. Frequently these chairs do not allow for 
independent transfers by patients with mobility disabilities.

My experience, when visiting a provider’s office, is that the exam tables 
are the standard 32-inch height, making it literally impossible for me to self-
transfer independently. Newer types of exam tables, which look like a seated 
table, are still a challenge because of their fixed positions. Hydraulic designs 
are better, although sometimes they still don’t go down far enough for a safe 
transfer. Support staff are always eager to help, but I decline every time. I 
use a scooter, and my experience is that the majority of medical providers do 
not know how to transfer patients with disabilities appropriately and safely 
on and off exam tables. 

Medical staff should first ask the patient with a disability if he or she 
is able to get on the exam table without assistance. If the patient says “no,” 
medical staff should not try to talk them into using the exam table by 
saying “oh, we will help you.” Persons assisting a patient should be trained 
in safe transfer techniques for people with disabilities. When transferring 
the individual with a disability, they should always listen to the patient’s 
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directions and suggestions as well. The patient with the disability knows 
what works best for a safe and respectful transfer.

Understand your legal obligations
In 2009, the state Legislature passed the Minnesota Safe Patient Handling 
in Clinical Settings Act (MN Statute 182.6554), 
which applies to physicians, dentists, and outpatient 
care facilities where services require movement of 
patients from point A to point B as part of the scope 
of service. Every clinical setting in the state was 
required to develop a written safe patient handling 
plan by Jan. 1, 2012, with the goal of ensuring the 
safe handling of a patient by minimizing manual 
lifting of a patient by direct patient care workers 
and utilizing safe patient handling equipment.

Under the law, these plans required an 
assessment of hazards, acquisition of safe patient 
handling equipment, initial and ongoing training of direct patient care 
workers, procedures to ensure that modifications are consistent with plan 
goals, and periodic evaluations. Health care organizations with more than 
one covered clinical setting may establish a plan at each clinical setting, or 
develop one plan that serves this function for all clinical settings.

The bottom line is that a clinic should have either an automated exam 
table that moves up and down and/or a mechanical lift that clinic staff have 
been trained to use to assist people safely on and off an exam table.

Part of what we are dealing with is the fact that the medical community 
has not kept up with the 1990 federal Americans with Disabilities Act 
(ADA). Health care providers—along with many businesses in America—
have not met the intent of the law and eliminated barriers to allow people 
with disabilities to access their services. The medical community is 
obligated to follow the ADA and provide access to health care and give 
people the equal opportunity to be a patient at the clinic of their choice. 
People with disabilities are not alone in this issue of accessibility. The 
aging community mirrors the disability community’s issues in many ways.

Assess your patient communications
Some common patient concerns and suggestions that physicians might 
follow to correct the situation:

“I don’t feel safe when the patient room door is shut because I can’t open the 
door on my own.” Patients with paralysis feel real fear when left in an exam 

room and the door closes. Ask the patient before leaving the room if he or 

she would prefer having the door left open.

“I sometimes don’t understand what the doctor is doing.” Because of 

the demands of the clinic, doctors too often rush through exams and 

explanations. More two-way conversation needs to occur. Ask how the 

patient learns best: by writing, pictures, and/or verbal discussion.

“I feel like my doctor doesn’t listen to me.” This often occurs, so perhaps 

the physician can alleviate the situation by slowing down, speaking plain 

English, asking more questions, and taking more time with the patient.

“I feel like the doctor is in a hurry. I need more time.” This is a difficult 

point for most medical professionals due to a variety of issues, ranging 

from the number of patients that must be seen by a physician in a day and 

insurance reimbursement issues.

“The doctor puts me in the same category as all the other people who have 
my condition. I am my own person.” The physician should focus more on the 
individual as a person and not on the medical diagnosis.

“I don’t want to do more tests. How do I say ‘no’ to my nice doctor I 
have seen forever?” Understand that even people 
with disabilities have the right to say “no” to 
treatment options.

“I don’t have access to my digital chart because it’s 
not accessible.” Digital accessibility is required by 
the ADA and should be adhered to. Websites and 
documents need to be accessible for everyone. The 
medical provider and the clinic should be asking 
themselves, “Are the documents on the website 
accessible? Is the My Chart system accessible?”

“I feel that assumptions have been made regarding 
my intellectual abilities.” We all have different 

abilities and physicians should give patients the benefit of the doubt.

“I want to make my own decision(s).” This is called “self-determination” 
for patients with disabilities.

“I need more time with my doctor.”  Specify in patients’ charts that they need 
a specific amount of time to be adequately seen by the physician. Prepare in 
advance for patients with disabilities by reviewing their history. Ask patients 
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with disabilities to bring in a list of concerns they may have, or to email 
them to the doctor ahead of time. Consider their access to transportation, 
PCA hours, and other factors. Remember that a 
disability is different than an illness. 

“The exam table is just too high to get up on and 
I feel unsafe trying to get up there.” Once you get an 
automatic exam table in a patient-exam room, make 
a note in the patient’s chart for those that require the 
room with the automatic lift table or mechanical 
lift, so the scheduler will know to schedule the 
patient in that room when visiting the clinic.

“The medical professionals always want to grab 
my arm and lead me into the patient room and this 
interferes with my use of my cane. As a blind person, 
I am used to navigating with my cane.” Clinic staff should talk concisely to 
individuals who have vision impairment and ask the person if it would be 
helpful to describe the layout of the exam room.

“Can I ask my doctor to provide sign language interpreters?” Doctors’ 
offices are public accommodations and are required to provide auxiliary 
devices, such as sign language interpreters.

Create a partnership
Integrating physical health with mental health can benefit all patients. 

Going to the doctor’s office for a medical visit doesn’t need to be filled with 
stress, fear, and distrust. It should be an opportunity to look forward to 
working together by creating a partnership in a welcoming environment for 
all patients, but especially patients with disabilities and seniors.

Joan Willshire, MPA, is executive director at 

the Minnesota Council on Disability, which advises 

the Governor’s office, state Legislature, state 

agencies, and the public on disability-related issues. 

Throughout her career, Willshire has been active 

within the disability community and has served on 

several boards, including the Minneapolis Advisory 

Committee on People with Disabilities.  
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•  67% of patients rate their pain reduction between 50-100%

•  74% of patients rate their headache reduction between 50-100%

•  64% of patients rate their use of  medications decreased 50-100%

•  109% increase in Lumbar Extension ROM & strength

•  165% increase in Cervical Rotation ROM & strength 
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Learn more

Resources for physicians treating people with disabilities:

• ADA Mobility Impairment Guidelines (HHS):  
www.tinyurl.com/mp-tips-guidelines

• “Accessible Medical Examination Tables and Chairs” 
(ADA National Network): www.tinyurl.com/mp-tips-02

• Re-envisioning Care for People with Involved Disabilities 
(Institute for Healthcare Improvement):  
www.tinyurl.com/mp-tips-03

• Medical Treatment and Care for People with Disabilities  
(Swiss Academy of Medical Sciences):  
www.tinyurl.com/mp-tips-03b

• Disability and Health Information for Health Care 
Providers (CDC): www.tinyurl.com/mp-tips-o4a

• Disability & Health Resources for Facilitating Inclusion 
and Overcoming Barriers (CDC): www.tinyurl.com/
mp-tips-05

• Are Doctors or Hospitals Required to Provide Interpreters 
for Deaf Patients? (Disability Independence Group, Inc.):  
www.tinyurl.com/mp-tips-06

• 10 Tips to Prepare for a Doctor’s Visit for People who 
are Blind (Perkins School for the Blind): www.tinyurl.
com/mp-tips-07

• Primary Care Physicians’ Perceptions on Caring for 
Complex Patients with Medical and Mental Illness (NIH):  
www.tinyurl.com/mp-tips-08 

• Communicating with People with Disabilities (National 
League for Nursing): www.tinyurl.com/mp-tips-09

https://pdrclinics.com/


them the opportunity to engage with medical providers confidentially, and 
to empower them to take control of their health and medical interactions.

In Minnesota, minors can seek care 
without parental consent for a select number 
of conditions, including pregnancy testing and 
care, sexually transmitted infections, and alcohol 
or drug abuse. Providers should assure teens that 
what they share will be kept confidential, except 
in the case of suspected abuse or intent to harm 
themselves or others. However, if a parent’s 
insurance is to be billed for any testing, parents 
may find out indirectly what was discussed. 
Generally, providers should encourage teens 
to talk openly with their parents, but empower 
them with the knowledge that they have the right to privacy should they 
choose not to do so.

Transitioning into adult care
Additionally, adolescents with special health needs or chronic disease need 
to begin to transition from a pediatric-focused health care approach to an 
adult approach. For children living with chronic diseases, the pediatric 
specialist clinic serves as their medical home; often these pediatric patients 
do not have a regular primary care provider. However, in adult health 
care, primary care providers (PCPs) are the first contact point for acute 
and chronic needs; PCPs consult with specialists as indicated and assist 
with coordination of care. This change in health care models can be 
challenging for adolescents and their families. It is important to help teens 
begin to take responsibility for their health, independent of their parents 
or caregivers. Accessible providers and clearly defined role expectations for 
each provider involved in care can minimize confusion and frustration.

Additional training in adolescent medicine
The specialty of adolescent medicine is relatively new. The Society of 
Adolescent Health and Medicine was founded in 1968, and is celebrating 
its 50th anniversary this year.

Physicians who have completed residencies in family medicine, pediatrics, 
internal medicine, or combined internal medicine/pediatrics and who seek 
additional training in working with adolescents may consider speciality 
fellowships, most of which are three years. Fellowships provide additional 
experience as well as access to cutting-edge research and training in best 
practices in working with adolescents. Multiple professional societies also 
have continuing education and conferences about adolescent health, including 
the Society for Adolescent Health and Medicine, the American Academy of 
Pediatrics, the American Academy of Family Physicians, the American College 
of Physicians, and the International Association for Adolescent Health.

The Society of Adolescent Health and Medicine has an excellent 
repository of learning modules and links to materials to improve skills and 
knowledge about working with adolescents, including modules about sexual 
and reproductive health, transitioning to adult care models, and substance 
use and abuse. See www.tinyurl.com/mp-curriculum.

Conclusion
It is important for health care professionals, parents/caregivers, and teens 

themselves to be aware of the unique developmental and social needs 
of adolescents, and to seek appropriate care. Interdisciplinary, holistic 
approaches to health, partnerships with community resources, and diverse 
well-trained providers who are nonjudgmental and easily accessible are key 

tenets of effective care for adolescents.

Andrea Westby, MD, is an assistant professor 

in the University of Minnesota Medical School’s 

Department of Family Medicine and Community 

Health and core clinical faculty at the North 

Memorial Family Medicine Residency Program in 

North Minneapolis.

Michelle D. Sherman, PhD, LP, ABPP, is a board-

certified couple and family psychologist and a 

professor in the Department of Family Medicine and Community Health at the 

University of Minnesota–Twin Cities. She is the director of behavioral health at 

the North Memorial Family Medicine Residency Program.

James Smith, MD, MPH, is a first-year family medicine resident at the 

University of Minnesota’s Family Medicine Residency program. He earned an 

MPH at the University of Minnesota. He has a particular clinical interest in 

adolescent health.  

It is essential that providers 
empower adolescents to take 

responsibility for their behaviors.
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BY ZANE BAIL, MA, AND CHANDRA M. MEHROTRA, PHD

S
ocial connection is a fundamental human need—one that, 
unfortunately, can become limited as people age. This 
is especially true for older adults who lose mobility, lack 
transportation options, or live alone 
or away from family. The American 

Medical Association reports that 43 percent of 
older adult Americans experience social isolation 
and feelings of loneliness. Social isolation—the 
lack of meaningful connections with other people 
and community—has been linked to a myriad 
of health risks, including cardiovascular disease, 
Alzheimer’s disease, and dementia. The good 
news is that numerous studies demonstrate that 
social connectedness and community engagement 
have a positive effect on the cognitive functioning and overall health of 
older people.

Older adults who remain actively engaged in life and connected to 
those around them are generally happier, enjoy better physical and mental 

health, and feel more empowered to cope with change and life transitions. 
Remaining isolated substantially increases the risk of poor health.

Northeastern Minnesota, like many rural areas across the state, has a 
growing population of older adults. Over 20 percent the region’s residents 

are 65 and older, among the highest percentage in 
the state. Many of them live alone and do not have 
family nearby. While these older adults may be eager 
to be engaged in their community, they often lack 
awareness of how to become connected.

Tapping the talents of older adults  
to build intergenerational connections
In 2007, the Northland Foundation, a regional 
foundation serving northeastern Minnesota, 
conducted a community engagement study of 
older adults in rural communities and Tribal 

Nations. The study revealed that older adults were highly concerned about 
the well-being of youth, but lacked opportunities to interact with young 
people. Older adults were also concerned with the continuing vitality of 
their towns.

“In rural areas there are very limited resources and minimal civic 
engagement opportunities,” said Lynn Haglin, vice president of the 
Northland Foundation and director of KIDS PLUS, its children and youth 
program that includes the intergenerational AGE to age program. Many of 
these communities lack even a senior center, and young adults often move 
away for better jobs, leaving grandparents far from their grandchildren.

Based on this regional study, the Northland Foundation launched 
AGE to age in 2008. The program brings generations together with the 
goal of helping communities create intentional pathways aimed at actively 
engaging older adults to help youth and communities thrive. Launched 
with 10 sites, the program soon expanded to 16 and now is growing to 18 
rural communities, including three Tribal Nations. These sites, which range 
in population from 391 to 16,265 and include many regions experiencing 
high poverty rates, are implementing locally designed intergenerational 
programs. The foundation conducted a series of meetings to identify needs 
and opportunities, engage in intergenerational dialogue, craft a vision, and 
develop an action plan driven by older adults, youth, and the generations 
in between.

The program is “filling a great need, especially for older adults, as far 
as reducing isolation,” said Haglin. “They are connecting with community 
and connecting with young people. Young people have a vibrancy that is 
definitely contagious and that helps older adults feel they have purpose and 
meaning in life.”

Intergenerational activities benefit all ages
Originally designed to link generations and build friendship and 
community, the program grew into what Haglin described as a “win-
win-win.” Older adults share knowledge and skills with the younger 
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generation, provide young people with connections to caring adult role 
models, and help to make communities even better places for growing up 
and growing older.

Each of the participating communities plans activities tailored to 
their unique needs. Older adults teach youth activities such as gardening, 
woodworking, or Native American language and traditions, including 
ricing and beading. They also serve as tutors and mentors in enrichment, 
homework help, and reading programs. Older adults and youth also work 
together on beautification efforts, including park improvements, flower 
planting, and cleanups.

These efforts pay off for all parties:

Benefits to older adults. Older participants report that their primary 
reasons for getting involved included the opportunity to help their 
community, share their knowledge and skills, and remain connected 
to other people and their community. Older adults find an intentional 
avenue to support the healthy development of children and youth in 
distinctive ways that did not previously exist in their rural communities. 
They are empowered to share their stories and draw upon their talents 
and experience to benefit youth, engage with youth to perform volunteer 
service and be community leaders, and provide friendship and mentoring 
to children and youth.

Evaluation findings consistently show improvements in the health 
and well-being of older adult participants, resulting in increased 
relationships, a renewed sense of purpose, reduced feelings of isolation, 
and improved health.

Benefits to youth. The program also helps children and youth thrive. 
Community leaders report that the program has increased the number of 
older adults involved in the lives of young people, leveraged significant older 
adult volunteer support for youth programming, and assisted with reducing 
age-segregation and apathy between youth and older adults. Young people 
report that the program has helped them do better in school, feel more 
connected to their communities, increase their self-confidence, improve 
their leadership skills, and develop important mentoring relationships with 
older adult role models.

Benefits to community. The program has also made a positive impact 
on the participating communities, the environment, and the way of life. 
On an annual basis, AGE to age engages 9,500 people at participating sites: 
4,000 youth, 2,500 older adults, and 3,000 adults ages 19–54. It has spurred 
hundreds of local partnerships to support intergenerational programming. 
Annual volunteer service among people of all ages across the participating 
sites represents over 13,000 hours, valued at nearly $365,000.

Generations United, a national advocacy group based in Washington, 
DC, named the Two Harbors Age to age community as the “Best 
Intergenerational Community” in the country in 2017. Since 2012, the Two 
Harbors community has implemented intergenerational efforts that include 
a Tech and Coffee program, where teens help older adults learn how to use 
their smart phones and communicate via Skype and email; a community 
radio station with intergenerational programming; and a service program 
where young people help older adults maintain their independence by 
assisting with yard work and other household chores.

Research supports value of intergenerational connections
The Journal of Aging Life Care reports that social isolation and loneliness 

among older adults represents a significant public health issue. Researchers 
compared the effects of social isolation on the health of older adults with other 
health risks that have spurred major public interventions, such as high blood 
pressure, smoking, and obesity. Despite this documented health impact, 
limited efforts have been made to reduce social isolation and loneliness among 
older people, especially those from rural communities with limited resources.

An August 2018 article in the National Institutes of Health’s newsletter 
also reported on the negative impacts of loneliness and isolation on older 
adults and people of all ages. The article said that volunteering to help others 
and having a sense of purpose in life can fight the effects of loneliness and 
support better health.
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should strengthen antigravity muscles and promote postural retraining, 
helping prevent deformity and mitigating fall-risk. Physical exercise using 
progressive and safe-monitored activities has been 
demonstrated to preserve and increase BMD and 
to improve physical function.

Pharmacologic Management. Those 
patients meeting WHO criteria should be treated. 
Medication should be tailored to the individual 
patient, and an endocrinology consultation is 
strongly encouraged, especially if combination 
therapy is considered.

Bisphosphonate anti-resorptive agents are 
generally considered first-line therapy, having 
been shown to reduce the risk of hip and vertebral 
compression fractures (VCFs). Bisphosphonates are well studied, generally 
safe, and cost-effective. Before initiating therapy, patients should have a 
dental evaluation and complete any necessary invasive dental procedures. 
Zoledronic acid is the most potent bisphosphonate, published in the 
HORIZON study in 2007. The trial examined 7,765 patients randomly 
assigned to receive single treatment versus placebo infusion with one-year 
follow-up. Treatment resulted in a significant increase in BMDs of the 
spine and hip and significant decrease in FFs. A drug holiday may be 
considered in those patients who have been treated for five years with oral 

bisphosphonates or three years with IV bisphosphonate if no fractures 
have occurred, are considered low risk for FF, and whose T-score is 
greater than −2.5.

Denosumab is a monoclonal antibody that decreases bone turnover by 

inhibiting osteoclast differentiation. It is generally 

not a first-line medication but can be effective for 

patients with chronic renal disease. Hypocalcemia, 

increased risk of serious infection or skin 

infection, and rarely osteonecrosis of the jaw are 

the most common potential adverse effects. The 

FREEDOM trial randomized 7,868 women OPO 

patients to receive treatment or placebo every six 

months with 36 months of follow-up. There was 

a statistically significant increase in BMD of the 

hip and spine and a significant decrease in FFs. 

Optimal duration of therapy is unknown and 

BMD does decline with cessation.

Teriparatide, a recombinant form of parathyroid hormone, is a potent 

anabolic agent and is utilized in patients who have been intolerant or 

experienced further FFs on other treatments, or in those with severe 

OPO. It is typically used for two years and then followed by an anti-

resorptive agent to maintain gains in BMD. It should not be used in 

persons with primary or secondary hyperparathyroidism, hypercalcemia, 

those with skeletal malignancies or metastasis, patients at increased 

risk for osteosarcoma or with unexplained elevations in alkaline 

phosphatase, or with a history of radiation. The pivotal trial published 

in 2001 enrolled 1,637 postmenopausal women randomized to receive 

either treatment with 1 of 2 doses (20 μg/d 544 patients or 40 μg/d 

552 patients) compared with 544 placebo-receiving patients. The trial 

demonstrated significant increases in BMD of the hip and spine with a 

significant reduction in FFs.

Hormone replacement therapy and raloxifene are anti-resorptive 

therapies. Estrogen is no longer considered first-line treatment due to the 

well-known risks of breast and endometrial cancers, thromboembolic 

disease, and stroke. The MORE study (7,705 women, 31–80 years, placebo 

controlled) tested two doses of raloxifene, a selective estrogen receptor 

modulator, versus placebo and demonstrated that treatment increased hip 

and spine BMD and decreased risk of FFs.

Calcitonin is an anti-resorptive peptide that reduces osteoclast function. 

It has been used for many years and has been associated with decreased 

pain of VCF. Recently, the European Medicines Agency (www.ema.europa.

eu) concluded that “the benefits of calcitonin containing medicines do not 

outweigh their risks in the treatment of OPO and they should no longer be 

used for this condition.”

Vertebral compression fracture management
Pain management is the cornerstone of VCF treatment. The first-line use 

of opioids in the setting of severe acute pain is reasonable, but caution 

must be exercised. Significant problems may occur when prescribing 

these agents to elderly patients: altered mental status, increased fall risk, 

and other medical complications. Opioids should be dose- and duration-

limited with a planned early transition to either other agents or methods 

of pain control.
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Bracing has traditionally been prescribed for pain and prevention of 
deformity. Clinical trials have demonstrated mixed results with regard to 
pain management and failed to protect patients from progressive kyphosis. 
Percutaneous procedures that inject polymethylmethacrylate (PMMA) 
bone cement  into a VCF, such as vertebroplasty 
(VP) and/or kyphoplasty (KP), are postulated to 
provide structural support and pain control. The 
two techniques are practically the same and may 
be considered equivalent. Industry-sponsored 
KP studies used to obtain FDA clearance were 
designed as non-inferiority trials and were not 
designed nor sufficiently powered to demonstrate 
superiority of KP over VP.

Buchbinder et al. reported the first 
randomized clinical trial of VP versus sham 
procedure in the New England Journal of 
Medicine in 2009. A total of 78 patients were randomized to either VP 
(35/38) or sham procedure (36/40) using an intention-to-treat analysis. 
The results failed to show a clinical advantage to VP. A more recent meta-
analysis of VP using two placebo controlled randomized controlled studies 
was published by the Cochrane Collaboration in 2015. Key conclusions 
were that VP did not differ from placebo for pain and quality of life at one 
month and no statistically significant difference with regards to patient 
judgment of success.

VP and KP also have known low incidence perioperative risks: PMMA 
embolism, spinal cord/spinal nerve root compression, osteomyelitis, and 
adjacent segment VCF. Routine VP/KP of VCFs as first-line therapy is 
therefore not indicated and should be reserved for patients failing conservative 
management or with spine structure, alignment, and/or stability factors 
requiring a more aggressive treatment. In those cases, the quality of PMMA 
fill and preservation of height and alignment are important.

Spinal instrumentation may be used for progressive or severe deformity 
requiring correction. Procedures have both risks and limitations; the surgery 
may be extensive, especially in the setting of poor BMD and/or severe 
deformity with adverse effects that include: significant blood loss potentially 
requiring transfusion, the associated risk of receiving blood products and 
perioperative complications such as myocardial infarction, respiratory failure, 
acute renal injury, and multi-organ system failure. The chance of an adverse 
event is elevated in elderly patients, and a careful preoperative risk assessment 
with physiological optimization must be done prior to consideration. In some 
patients, risks may be mitigated with the use of percutaneous instrumentation 
with or without concurrent VP/KP. Other delayed risks to consider are: 
generating a proximal kyphotic deformity at the segment just cranial to the last 
instrumented level (which is elevated in patients with OPO), instrumentation 
failure, and non-healing bone (pseudarthrosis). These surgeries also have 
permanent effects on spinal flexibility and mobility that may increase fall 
risk and require a long convalescence. In the OPO patients, it is important 
to remember that postoperative bone growth and remodeling, which is 
necessary for fusion, may be hindered by the underlying diagnosis as well 
as comorbidities such as: smoking, alcohol consumption, malnutrition, and 
other comorbidities that contributed to the development of OPO.

Conclusion
As a large population of baby boomers begins to reach ≥65 years, the 

prevalence of OPO and associated comorbid conditions along with FFs 
and VCFs will increase. Utilization of evidence-based therapies will help 
optimize patient outcomes and contain societal costs. In general, medical 
management of OPO and VCFs is preferred. Interventions such as VP/KP, 

bracing, and spinal fusion with instrumentation 
are options in those patients who fail to respond 
or are at risk of spinal instability and/or deformity.

Charles R. Watts, MD, PhD, is a staff neurosurgeon 
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at Methodist Hospital, St. Louis Park. He is board-

certified in neurosurgery, surgery critical care, and 

neurocritical care.
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University of Minnesota’s College of Medicine in Minneapolis.

Jane M. Korducki, MD, is the chair of the Department of Endocrinology, 

Mayo Clinic Health System–La Crosse and practices in La Crosse, WI.  

This article is a condensed version of “Comprehensive Management of 
Osteoporotic Thoracic and Lumbar Vertebral Compression Fractures,” published 
in Contemporary Neurosurgery, Vol. 40, No. 16, 2018, DOI: 10.1097/01.
CNE.0000547765.47045.88.    
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not be choosing the acquiring organization and you will not be receiving 
a payout upon the sale. The acquiring organization will have new policies 
and procedures, which may not be consistent 
with those you signed up for. Below are a few of 
the common issues physicians face when their 
employer is acquired by a new organization:

• Changes to PTO/sick days/benefits.

• Increased responsibility and time 
commitments.

• Higher levels of bureaucracy and oversight.

• Uncertainty around discretionary bonuses.

• Uncertainty around noncompete 
requirements.

• Loss of ability to obtain an equity interest.

Types of acquisitions
Acquisitions are generally accomplished through either asset sales or equity 
sales. An asset sale involves the sale of specific assets and operations from 
one legal entity to another legal entity (e.g., Party A sells its widget factory 
to Party B). An equity sale involves the purchase of ownership interest in 
one entity by another entity (e.g., Party B purchases 100 percent of the 
voting stock in Party A). This distinction can be important because the 
type of transaction at issue may affect your rights as described below.

Prior to transaction: review assignment and change of 
control provisions
Most employment agreements include an assignment provision, which 
specifies conditions under which contract provisions may be assigned to 

the acquiring entity. This provision will indicate 
whether an assignment is allowed and whether 
consent is required. The distinction between an 
equity sale and an asset sale is important in this 
situation, as an asset sale will require the practice 
to assign your contract to the acquirer, and an 
equity sale will usually not require an assignment.

If the sale is an equity sale, then the change 
of control provision would usually be the relevant 
provision (as opposed to assignment). If there is a 
change of control provision defining certain rights, 
such as consent, payment, or termination, the other 

party will usually have to provide notice of any change that involves a change 
in ownership of greater than 50 percent, and sometimes the consent of the 
other party will be required. Change of control provisions are uncommon in 
physician employment agreements.

If your employment agreement requires you to consent to a change 
in control or assignment, then you will have some options. If you refuse 
to consent to the assignment or change in control, you will usually have 
the option to terminate the contract if the sale proceeds without your 
consent. Depending on how critical your individual practice is to the 
overall sale, this may place you in a position to negotiate a retention bonus 
from your current employer or a better deal from your future employer 
(subject to the Stark Law governing physician self-referral and fair market 
value requirements).

Responding to unwelcome change
After the transaction is complete, you will get your first glimpse into the 
operations of the new administration. Assuming that your employment 
contract was not amended as part of the transaction (which should require 
your consent), your rights as a physician shouldn’t change from what they 
were previously. However, even though your rights have not changed, a 
lot of changes will be implemented. The question of whether you need 
to accept these changes depends on the language of your employment 
agreement. If your agreement specifies a certain number of days off or a 
specific bonus structure, then the new employer will need to adhere to 
those requirements. However, if those issues are not specifically addressed, 
then it will be difficult to require that the new employer treat situations in 
a particular way. That is why it is important to be specific when discussing 
rights and obligations. If an employer promises you something, they 
shouldn’t object to including it in the agreement (see detailed discussion 
below). The same logic applies with respect to after-hours work, time 
limits during patient consults, etc. If your prior employer had authority to 
enforce certain requirements or to establish new requirements during the 
course of the agreement, then the new employer will have that same level 
of authority.

The noncompete
Another common issue and question is whether a noncompete provision in 
the employee’s agreement can be assigned as part of an asset sale. Minnesota 
generally holds that agreements with noncompete provisions are assignable 
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if the agreement allows for assignment. However, if you find that the 
noncompete provision becomes more onerous as a result of the sale, then 
you may have a good argument that the scope should be reduced. In order 
for a restrictive covenant to be enforceable, it must protect a legitimate 
business interest of the employer and be reasonable 
in scope, duration, and geographic region. 
In some jurisdictions, courts will completely 
invalidate unreasonable noncompete provisions, 
but Minnesota courts are not required to rule in 
an “all or nothing” fashion and can effectively 
rewrite the provisions so that they are equitable. 
An example that often comes up as it relates to 
sales or acquisitions is that an employer restricts 
the employee’s ability to work within a certain 
radius of an employer-owned clinic. If there is 
a sale that increases the number of clinics, that 
would effectively increase the geographic scope of 
the restrictive covenant in such a way that it would be inequitable to uphold 
the restrictive covenant.

Negotiation of a consent requirement for assignment
During the negotiation process, lawyers spend a large chunk of their 
time negotiating noncompete, indemnification, and termination 
provisions. In my experience, there usually isn’t a lot of negotiation on 
the assignment or change of control language. Most physicians aren’t 
thinking about their employer getting acquired when they start their 
employment, and this usually isn’t high on the employer’s list either. 
A typical assignment provision will not allow either party to assign the 
agreement without the consent of the other, except if there is an asset sale 
of the employer, in which case the agreement can be assigned without the 
physician’s consent.

In the employment agreement context, an employer will never agree to 
a clause allowing an individual physician to assign the agreement. With 
that being the case, if a physician were to argue that any assignment rights 
should be equal, the likely compromise would be that any assignment 
requires the other party to consent (without exceptions). The assignment 
right is certainly more important for the employer than the physician, 
but with the tendency to “meet in the middle” during the negotiation 
process, some employers may agree to allow a mutual consent requirement 
for assignments. With a mutual consent requirement for assignments, the 
physician can opt to terminate an employment agreement upon the sale 
of the group practice.

Bigger picture solution
While obtaining a mutual consent requirement might give a physician some 
leverage during an asset sale, drafting a specific employment agreement that 
includes the detailed rights and obligations of both parties is really the best way 
to ensure a successful employment relationship. If the rights and obligations 
between employer and physician are clear, then the changes implemented by a 
new operator should not affect those rights. Being clear and specific is a good 
practice for any contract, though, and admittedly sometimes it is easier said 
than done as specificity needs to be balanced against the need for a contract 
that is flexible enough to be operationalized. At a minimum, the primary 
obligations of the physician should be spelled out and the physician should 
have a chance to review any employer policies that they will be bound to.

Disclaimer
Notwithstanding the benefits of strategic negotiation, the end result 
from negotiations has a lot to do with each party’s leverage. Larger 
employers have leverage and will insist on standardization given their 

need for efficiency and scale. However, smaller 
practices lack this type of leverage and will often 
negotiate to obtain the right candidate. In either 
scenario, it is always in a physician’s interest to 
have their contract reviewed by an experienced 
attorney. Most health law attorneys can review 
and comment on an employment agreement 
pretty efficiently. An ounce of prevention is 
worth a pound of cure.

Antonio “Tony” Fricano is a health care attorney 

in Gray Plant Mooty’s Health and Nonprofit practice 

group. He advises health care organizations on transactional and regulatory 

matters, including the negotiation of contracts, corrective actions and disclosure 

responsibility related to audits, and regulatory issues. Tony has extensive 

knowledge and experience advising clients in regard to Stark Law, the Federal 

Anti-Kickback Statute, Antitrust Law, and HIPAA. Prior to joining Gray Plant 

Mooty, Tony served as in-house counsel to a large Catholic health care system 

and worked in the Accountable Care Division at one of the largest pharmacy 

chains in the U.S.  
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BY JACKIE RUSSELL, RN, JD, AND FELICIA IKEBUDE, DNPC, MSN, 
FNP-BC, APRN

R
ecognizing that effective communications and coordination benefit 
all parties, doctors at Johns Hopkins Hospital years ago designed 
a system to reduce medical errors through improved teamwork 
and communication. It involved a patient safety checklist and one 
golden rule: listen to nurses and other frontline staff when safety 

rules aren’t followed. Initially, the system was so successful at lowering 
mortality that other hospitals adopted it to reduce medical errorss.

But more recently, Johns Hopkins failed to follow its own system, 
the Tampa Bay Times has found. The result? Allegations of preventable, 
egregious adverse events. According to the report, in at least nine recent 
cases, basic safety rules were not followed, even though nurses and 
other frontline staff brought the safety lapses to the attention of hospital 
executives, and those problems continued long after. At least eight employees 
warned supervisors about issues with two heart surgeons at Johns Hopkins 
All Children’s Hospital. The complaints fell on deaf ears. By the time the 
hospital responded, the mortality rate in its Heart Institute had tripled, and 
at least 11 children had died.

Johns Hopkins Hospital responded, “The Tampa Bay Times has 
identified occasions where it is apparent that as an organization we failed to 
act quickly enough, we failed to listen closely enough and, in some instances, 
we failed to deliver the care our patients and their families deserve.” It’s clear 
that breakdowns in health care team communications create dangerous 
gaps in care.

It takes a team
Health care teams include not only nurses and physicians, but others 
involved in care delivery. These professionals work cooperatively and share 
responsibilities to provide quality and effective care through trust and 
mutual respect. Effective teams that trust each other, respect each other, and 
collaborate to work through challenges ensure the best outcomes.

Interdisciplinary teamwork promotes effective communication and 
cohesiveness during patient handoffs among caregivers with different levels 
of education, skills, and patient care goals. Over the course of a five-day 
hospital admission, a patient may interact with more than 50 hospital staff. 
Interactions among health care teams are far more frequent.

Under the strains of a fast-paced, stressful, high-liability setting, critical 
information must be communicated accurately and effectively. Also, positive 
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communication between nurses and physicians can improve job satisfaction, 
improve patient outcomes, and result in fewer medical errors.

Effective communication promotes teamwork and information flow; 

clarity of purpose; quality patient care, safety, satisfaction, and decreased 

lengths of stay; the prevention of delays in patient care; reduced medical and 

treatment errors; heightened staff morale, satisfaction and retention; and 

reduced costs to insurers, government, and patients.

When communications break down
Teams that don’t know what the others are doing are ineffective and put 

patients at risk. And it’s not just patients. Breakdowns in communication 

take a toll on physicians and nurses as well. Physician and nurse suicides are 

on the rise. One nurse cited poor communications between health care team 

members as a likely cause during a recent podcast on physician suicide.

A 2015 Malpractice Risks in Communications report shows that 

communication breakdown was a key factor in 30% of all malpractice claims 

and 37% of all high-severity injury cases (including death) filed between 

2009 and 2013. The study of 7,149 cases examined facts, figures, or findings 

that were miscommunicated between persons who had the information and 

those who needed it.

Improving individual communication skills is not the answer. Health 

care team members already have good communication skills. Critical 

medical mistakes arise when vital information is unrecorded, misdirected, 

never received, never retrieved, unclear, overlooked (such as changes in a 

patient’s status), or simply ignored.

Modes of communication
Webster’s Dictionary defines communication as “the imparting or interchange 
of thoughts, opinions, or information by speech, writing, or signs.” However, 
93% of communication involves body language, attitude, and tone. While 
spoken and/or written words contain critical information, it’s only 7% of the 
communication. When caregivers rely on written communication and don’t talk 
to each other at all, nuances in body language, attitude, and tone are missed.

Structured communication techniques streamline the process and 
decrease miscommunications. An environment where frontline caregivers 
can express concerns in the best interest of patient care—without fear of 
retaliation—reduces medical mistakes and improves overall effectiveness. 
Health care facilities that tolerate ineffective interpersonal working 
relationships among health care staff or that do not support educational 
efforts to improve behaviors perpetuate unacceptable conditions that put 
patients at risk.

The nurses’ perspective
An effective care team can provide quality, improved patient care through 
collaboration. For example, an Advance Practice Registered Nurse (APRN) 
depends on the pharmacist to provide alternative formularies that might be 
cheaper but equally effective as brand-name medications. A good best practice 
for an APRN is to always discuss difficult cases with other nurse practitioners 
and doctors on the care team to identify better treatment options. Good 
health care team communication and collaboration is just as important 
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for patients who need community services. APRNs collaborate with social 
workers to assist patients and their families find available community 
resources, providing quality care while utilizing 
the expertise and skills of team members.

Attributes of successful care teams include 
open communication, nonpunitive environments, 
clear direction, clearly defined roles and tasks, 
respect, shared responsibility, an appropriate 
balance of member participation, acknowledgment 
and processing of conflict, clear specifications 
regarding authority and accountability, clear and 
known decision-making procedures, regular and 
routine communication and information sharing, 
an enabling environment with access to needed 
resources, and mechanisms to evaluate outcomes and adjust accordingly.

Accountability
Many people believe that individuals—not organizations—should be held 
liable for serious medical mistakes through lawsuits, fines, and suspensions 
or other encumbrances on a professional’s license. The human tendency to 
blame bad outcomes on an individual’s personal inadequacies, rather than 
on situational factors beyond the individual’s control, is a serious barrier 
to preventing or mitigating inevitable errors that occur in all complex 
organizations, not just health care.

Miscommunication and medical errors are not always the sole fault of 
a team member. Organizational barriers may also play a role. For example, 
care teams may be challenged by the layout of a hospital, or even a unit. 
When a charge nurse is responsible for both a second-floor transitional care 
unit and a first-floor emergency department, it is reasonable to assume there 

may be serious systems communication barriers.

Lean management

From an APRN’s perspective, there continues 
to be waste in health care, despite the push to 
manage resources. For example, unnecessary tests 
may be ordered by different providers who fail to 
communicate or collaborate as a team. The same 
test may even be ordered by different providers for 
a single patient.

Lean management can address some of these 
issues, but multiple challenges remain:

Electronic handoffs. Lean principles stress efficiency in all phases of 
care and may urge eliminating face-to-face or phone communications during 
handoffs. Time is money. However, handoffs are a critical point of care, because 
the exchange of information between caregivers is critical.

According to the Joint Commission, health care professionals must avoid 
making hand-offs using solely electronic or paper communications. If face-to-
face communication is not possible, communicate in real time via telephone or 
videoconference. Provide ample time and opportunities to ask questions and get 
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feedback. The Joint Commission requires all health care providers to “implement 
a standardized approach to handoff communications including an opportunity 
to ask and respond to questions” (2006 National Patient Safety Goal).

In addition, e-handoffs do not allow for one-to-one interaction and leave 
no room for questions, clarification, and feedback between providers, which 
might lead to medical and treatment errors. Still, proponents of e-handoffs 
argue that e-handoff tools such as those presented at www.tinyurl.com/
mp-handoffs help resident physicians improve patient care, increase medical 
efficiency, and reduce errors caused by faulty/ineffective communication.

Value-based reimbursement models may also limit autonomy and 
decision-making authority, as can consolidation and increasingly large 
organizations. Quality of communication is key to both large and small 
teams. To assess improvements in care team communication, look at team 
effectiveness on a case-by-case basis.

Online care models. To ensure continuity of care and appropriate follow-
up, telemedicine providers—both in rural and urban areas—must make 
efforts to communicate/share information with their patients’ primary care 
providers. Remote “tele-sitters,” where one person monitors several high fall 
risk patients from a single room, is Lean Management that puts patients at 
high risk of harm and impedes efficient communication between the “sitter” 
and the primary care nurse. A physical presence in the patient room allows 
for quick reaction and intervention. Nurses agree, it cannot be emphasized 
enough that remote tele-sitters create a dangerous intervention time lag that 
puts the patient at risk of serious injury or death.

Team size. Smaller teams work best when each member knows and owns 
a specific role. The chain of communication is shorter, and information 
reaches each team member at a quicker pace. As a team grows, it is critical 
that each team member is assigned a specific role to avoid duplication and 
confusion. Large-team communication must be specific, clear, and concise. 
There must be trust and mutual respect, and opinions from each team 
member must be considered.

Summing up
Care team communication has gradually improved as health care organizations 
push for better communication and partnership. Studies have shown that 
health care professionals cite improved teamwork and communication as 
among the most important factors in improving both clinical effectiveness and 
job satisfaction. Still, nurses continue to find their complaints to management 
falling on deaf ears, putting patients at grave risk of serious harm. Working 
together to achieve a high-functioning team is ever more challenging in our 
continuously changing health care system—especially when expectations 
around quality become directly linked to patient outcomes.

Providing the most effective patient care that decreases the risk of harm 
begins with clear and appropriate communication. Without communication, 
true collaboration among professionals is impossible.

Collaboration between physicians, nurses, pharmacists, and other 
health care professionals increases each team member’s awareness of the 
type of knowledge and skills of their colleagues, leading to continued 
improvement in decision making and high quality, efficient patient care. 
Effective teams have trust, respect, open communication, clear direction, 
shared responsibilities, mechanisms to handle conflicts, clear specifications 
of authority, and accountability.

Team members must communicate effectively.

Jackie Russell, RN, JD, is the Nursing Practice and Regulatory Affairs Specialist 

at the Minnesota Nurses Association (MNA). A registered nurse for 21 years, she 

started her nursing career in open-heart step-down, then moved to emergency and 

trauma. She has practiced in various levels of hospitals, including remote access, 

community, and Level II Trauma. She practiced as a prosecutor in New Mexico 

before relocating to Minnesota to work for MNA and will begin her Master of 

Laws (L.L.M.) in Health Law at Loyola University Chicago School of Law in fall 2019. 

Felicia Ikebude, DNPc, MSN, FNP-BC, APRN, works as a nurse practitioner 

at Hennepin County Medical Center in Minneapolis. She is currently completing 

her Doctor of Nursing Practice (DNP) program at the University of Wisconsin-

Eau Claire.  
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In their book “Successful Aging,” John W. Rowe, MD, and Robert L. 
Kahn, PhD, stress the importance of social support networks as an essential 
ingredient in promoting healthier lives. Minnesota’s 
own Wilder Research prepared a 2012 report 
focusing on the importance of social connections on 
health. The report illustrates how a person’s number 
of close friends, frequency of interactions with 
family and friends, trust in neighbors, and level of 
participation in volunteer activities or community 
events all play a role in supporting well-being and 
can also affect health, both directly and indirectly.

Researchers at John Hopkins have studied the 
benefits of intergenerational engagement on older 
adults who volunteer for the Baltimore Experience 
Corps, a national program model that places older adults in public 
elementary schools to serve as volunteer tutors for at-risk children. Older 
program volunteers improved their executive functioning, as measured by 
MRI testing. The program has also demonstrated improved motivation for 
learning and academic performance among schoolchildren.

Our internal program evaluations demonstrate improved physical 
and social well-being, decreased isolation, and increased connection to 
community among older adult participants. Fostering intergenerational 
connections just makes sense.

The role of physicians
Primary care physicians—and health care professionals in all fields—can 
play a crucial role in promoting intergenerational connections. Encourage 
your older patients to engage with youth and to continue relationships 

with family, loved ones, and neighbors. Your 
younger patients may also benefit from these 
connections. Whether these contacts take the form 
of a structured program such as AGE to age or in 
everyday contacts, they can address the risks that 
social isolation presents to cognitive functioning 
and overall health. With just a few words, you 
could be the starting point.

Conclusion
AGE to age has helped create communities of 
generations in northeastern Minnesota. Older 
adults have given their time and talents to teach, 

guide, and support area children and youth. Young people have increased 
connections with caring adult role models, productive activities during 
non-school hours, and opportunities to volunteer. The participating sites 
have benefited from increased social, recreational, and volunteer efforts; 
reduced age segregation; and a new cadre of volunteers of all ages to enhance 
community vitality.
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CAR T-cell 
therapy
Modifying cells to fight cancer

BY VERONIKA BACHANOVA, MD, PHD

University of Minnesota Health is now 

among the few selected centers in the nation 

to offer two new immunotherapy drugs for 

the treatment of diffuse large B-cell lymphoma. 

Both drugs—Yescarta and Kymriah—are part of 

an emerging class of treatments, called CAR T-cell 

therapies, that harness the power of a patient’s own 

immune system to eliminate cancer cells. 

CAR T-cell therapy involves drawing blood 

from patients and separating out the T cells. Using 

a disarmed virus, the patient’s own T cells are 

genetically engineered to produce chimeric antigen 

receptors, or CARs, that allow them to recognize 

and attach to a specific protein, or antigen, 

on tumor cells. This process takes place in a 

laboratory and takes about 14 days. After receiving 

the modification, the engineered CAR-T cells are 

infused into the patient, where they recognize and 

attack cancer cells. Kymriah received initial FDA 

approval in 2017 for the treatment of pediatric 

acute lymphoblastic leukemia.
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Physician/employer 
direct contracting
Exploring new potential

BY MICK HANNAFIN

With the continuing escalation of health care costs, large and midsized self-
insured employers are once again looking for an edge to manage their 
medical plan costs and their bottom line. They understand that they are 

ultimately funding health care as they pay for their population’s claims.

Many of these employers have employed the same overarching set of strategies: shop 

for a new carrier that is willing to lower the administrative costs or underprice the risk, 
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Haglin encourages communities across the state to explore creative 
ways to foster meaningful connections among people of all ages. Tips and 
strategies for your community:

• Engage local citizens in a discussion about 
what activities are available that bring older 
adults together with young people in an 
intentional way.

• Explore ways to make existing community 
events intergenerational by intentionally 
engaging different age groups and providing 
opportunities for people from different age 
groups to get to know one another.

• Invite older adults to serve as volunteers in 
schools to assist children with their reading 
skills and provide enrichment activities, including crafts and 
homework help.

• Provide a range of opportunities that draw upon the talents, skills, 
and wisdom of older adults.

• Create a welcoming environment for people of all ages with food 
and fun.

Zane Bail, MA, is the director of development and special projects at 

the Northland Foundation. She develops new programs and services with 

a particular focus on addressing health and social service needs of older 

people and their families in rural communities and Tribal Nations. During 

her 20+ years at the foundation, she has provided 

leadership and support for several nationally funded 

initiatives focusing on aging and intergenerational 

community building.

Chandra M. Mehrotra, PhD, is visiting professor 

of psychology at the College of St. Scholastica in 

Duluth. Over the course of his career, his research 

and service activities have included study of aging, 

cultural diversity, and program evaluation. He 

has authored several books related to aging and 

program evaluation and has served as evaluation consultant for the United 

Nations Population Fund, several federal agencies, private foundations, and 

higher education institutions. Mehrotra has been involved in designing and 

evaluating Northland Foundation’s AGE to age program since its inception.  
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Social connectedness and 
community engagement have a 
positive effect on … the overall 

health of older people.

Carris Health is a multi-specialty health network 
located in west central and southwest Minnesota. 
Carris Health is the perfect match for healthcare providers 
who are looking for an exceptional practice opportunity  
and a high quality of life. Current opportunities available  
for BE/BC physicians in the following specialties:

• Anesthesiology
• Dermatology
• ENT
• Family Medicine
• Gastroenterology
• General Surgery

• Hospitalist
• Internal Medicine
• Nephrology
• Neurology
• OB/GYN
• Oncology
• Orthopedic Surgery 

• Psychiatry
• Psychology
• Pulmonary/ 

Critical Care
• Rheumatology
• Urology

Loan repayment assistance available.

FOR MORE INFORMATION: Shana Zahrbock, Physician Recruitment | Shana.Zahrbock@carrishealth.com | (320) 231-6353

Carris Health is the perfect match

“I found the  
  perfect match  
  with Carris 
  Health.”

 Dr. Cindy Smith,  
 Co-CEO & President of Carris Health

Carris Health is an innovative health care system committed to reinventing rural health care in West Central and Southwest Minnesota. 
Carris Health was formed in January 2018 and is part of CentraCare Health. Visit www.carrishealth.com for more information.

3AGE to age from page 30

https://www.carrishealth.com/
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Join the Best.
Join Entira Family Clinics.
Entira Family Clinics is an award-winning, physician owned 
and operated group of primary care, after hours care, and express 
care clinics serving the East Metro for over 50 years. If you want 
the opportunity to influence how your practice is run, then 
look no further. 

Where Generations Thrive®:  Our community-based clinics 
offer high-quality care specializing in family medicine and 
serve families at all stages of life.

| entirafamilyclinics.com |    |

Join our team today! 
For more information, contact:
Len Kaiser: 651-772-1572 or
lkaiser@entirafamilyclinics.com

Urgent Care Physicians
HEAL. TEACH. LEAD. 
At HealthPartners, we are focused on health as it could be, 
affordability as it must be, and relationships built on trust. 
Recognized once again in Minnesota Physician Publishing’s 100 
Influential Health Care Leaders, we are proud of our extraordinary 
physicians and their contribution to the care and service of the 
people of the Minneapolis/St. Paul area and beyond. 

As an Urgent Care Physician with HealthPartners, you’ll enjoy: 

• Being part of a large, integrated organization that includes many 
specialties; if you have a question, simply pick up the phone and 
speak directly with a specialty physician

• Flexibility to suit your lifestyle that includes expanded day and 
evening hours, full day options providing more hours for FTE  
and less days on service

• An updated competitive salary and benefits package, including 
paid malpractice

HealthPartners Medical Group continues to receive nationally 
recognized clinical performance and quality awards. Find an exciting, 
rewarding practice to complement all the passions in your life.  
Apply online at healthpartners.com/careers or contact Maly at  
952-883-5425 or maly.p.yang@healthpartners.com. EOE

Family Medicine &  
Emergency Medicine Physicians

• Immediate Openings
• Casual weekend or evening shift coverage
• Set your own hours
• Competitive rates
• Paid Malpractice

Great Opportunities

763-682-5906 | 763-684-0243 
michelle@whitesellmedstaff.com

www.whitesellmedstaff.com

http://www.whitesellmedstaff.com/
https://www.healthpartners.com/hp/careers/index.html
https://entirafamilyclinics.com/


may be beneficial. So as adverse experiences create deficiencies in building a 
child’s brain, positive experiences create a brain wired for resiliency.

The definition of resiliency can vary and is ambiguous. Some define it as 
the ability to rebound from adverse events. Most 
of the time when we hear the word resiliency, we 
think about deep breathing, meditation, yoga, 
and mindfulness. But that is only the beginning 
of resiliency. True resiliency is diving down into 
the person’s depth and confronting the negative 
thoughts, events, and beliefs that they have hung 
onto throughout their lives. Once they have 
changed the messages that the brain is giving 
them, they will have created new paths. The older 
the adult gets, the longer it takes to change the 
hard-wired paths in their brain, but science is 
telling us that they can do it at any age.

ACEs do not just include individual events that are adverse; they also include 
community events such as poverty, violence, lack of education or economic 
ability, lack of food access, and structures that propagate the systems that give 
birth to the above. Some of the highest ACE scores are found in individuals 
that are homeless, LBGTQ, foster kids, and incarcerated individuals.

Summing up
There is hope for those who have experienced a toxic or traumatic childhood. 

There is nothing to be ashamed about. It does not define who we are, but 
is an important piece of us that can cause chronic physical illness later in 
life. ACEs have been recognized as having an impact on the health of our 
population in general, and in the 5% of the population that uses 80% of our 
health care resources at the end of life.

But we also need to be aware of the “other” 
picture of our patients that occurs outside of the 
clinic. Social determinants play a significant role 
in what happens to our patients. Studies have 
shown that clinical care only impacts 10% of 
an individual’s health and that 80–90% of their 
health comes from their social determinants.

Resiliency is an important factor in changing 
the outcome of a child’s life, both physically and 
mentally. Teaching parents how to nurture and 
interact with their child is probably one of the 
most important pieces of changing the trajectory 
of that child’s life.

Further information about trauma and ACEs can be found at www.
FeelingGoodMN.org.

Pam Beckering, MS, LPCC, is Trauma Informed Care Program Manager at 

CentraCare Health Foundation.  
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3Adverse childhood experiences from page 11

Three patients.
Who is at risk for diabetes?

When there are no signs or 
symptoms, you may not know 
until it’s too late. Act now. 

Screen your patients for type 2 
diabetes. It’s easy. It’s covered. 
It will reduce their risk.
• Refer your at-risk patients to a proven

lifestyle change program and help cut
their risk of developing type 2 diabetes
in half.

• For patients who already have
diabetes, send them to a quality
diabetes self-management program to
improve control and reduce
complications.

Find groups in Minnesota at 
www.health.mn.gov/diabetes/programs

Minnesota 
Department of Health
DIABETES PROGRAM

1 in 3 adults are at risk!

Someone who has experienced 
six or more ACEs [risks] shortening 

their life span by 20 years.



STAY FOCUSED 
AMONG THE DISTRACTIONS.

M E D I C A L  P R O F E S S I O N A L  L I A B I L I T Y  I N S U R A N C E    A N A LY T I C S    R I S K  M A N A G E M E N T    E D U C AT I O N

Insurance products issued by ProSelect® Insurance Company and Preferred Professional Insurance Company®

Minimize the things that get in the way of why you’re in healthcare to begin with.
A focus on reducing lawsuits is just one way we do this. For more information or your nearest agent, 
contact us at 800.225.6168 or through coverys.com.

MINNESOTA PHYSICIAN  JULY 2019  35

https://www.coverys.com/
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University of Minnesota Health is leading  
the way in children’s healthcare. 

We’re committed to bringing the latest treatment options to children. 
We see patients at four convenient clinic locations and University  

of Minnesota Masonic Children’s Hospital, ranked again as one  
of the best children’s hospitals in the nation for 2019-20*.

Refer your patients by calling 888-543-7866.

University of Minnesota Health pediatric clinic locations:  
Burnsville • Maple Grove • Minneapolis • Woodbury 

Visit 
Mhealth.org/childrens

is for kids.

https://www.mhealth.org/childrens



