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Know Ticks, No Lyme

Spring is in the air, and with 
spring, comes ticks and Lyme 
disease; the most common vector-

borne disease in Maine. We had over 1,000 cases reported in 2011 
– the most ever. Ticks may be active any time that the temperature 
is above freezing. With this year’s mild winter ticks may be more 
active, so it is never too early to start doing tick checks.  Celebrate 
May as Lyme Disease Awareness Month with the Maine CDC, and  
remember this is a great opportunity to educate your patients about 
ticks and how to prevent Lyme disease.

What’s important to remember about Lyme disease? 
1. Lyme disease is caused by the bacteria Borrelia burgdorferi, 

which is spread through the bite of an infected deer tick, Ixodes 
scapularis.  The tick must be attached for at least 24 hours to 
transmit Lyme disease. 

2. Lyme disease can manifest itself with dermatologic, 
rheumatologic, neurologic and cardiac abnormalities.  The 
most common symptom of early Lyme disease is erythema 
migrans (EM), also known as “the bull’s eye rash” (seen 
about 60 – 80% of the time nationwide).  EM lesions are often 
accompanied by other acute symptoms such as fatigue, fever, 
headache, arthralgia, myalgia or mildly stiff neck.  

3. Late manifestations include arthritis characterized by brief 
attacks of joint swelling, Bell’s palsy or other cranial neuritis, 
radiculoneuropathy, lymphocytic meningitis, encephalitis, and 
2nd or 3rd degree atrioventricular block.  

4. Last but not least, Lyme disease is preventable. The easiest way to 
prevent Lyme disease is to avoid contact with the ticks that carry it.

Ixodes scapularis, the deer tick, is the most problematic tick 
for human disease in Maine. It transmits not only Lyme disease, but 
two other emerging tick-borne infections in Maine: Anaplasmosis 
and Babesiosis.  Cases of all these diseases are on the rise in Maine.  
Other tick-borne diseases, such as Rocky Mountain Spotted Fever 
(RMSF), Ehrlichiosis, and Tularemia, are uncommon in Maine, but 
they are becoming more common nationwide.  The majority of tick-
borne illnesses occur during the summer months when ticks and 
humans are active in the same outdoor environments.  If you see 
a patient with “summer flu,” especially if their WBC is low - think 
Anaplasmosis or Babesiosis and send samples for PCR testing.

What’s the best way to diagnose tick-borne illnesses?
• Lyme disease – Two-tier antibody testing including ELISA, 

followed by Western Blot for both IgG and IgM.
• Anaplasma, Babesia and Ehrlichia – PCR is the preferred 

method.
• RMSF and Tularemia – Serologic testing – always get both 

acute and convalescent samples.
All tick-borne diseases are reportable in the state of Maine so 

that we have accurate surveillance. Please remember to also report 
erythema migrans (early Lyme disease) rashes to Maine CDC by 
fax 1-800-293-7534 or phone 1-800-821-5821 24/7.   We want to 
hear about all of your tick-borne diseases, so together we can work 
to reduce the number of cases of Lyme (and the other tick-borne 
diseases) in Maine.

Resources:
IDSA treatment guidelines available at 
 http://cid.oxfordjournals.org/content/43/9/1089.full 

Lyme disease case report form available on the web at  
http://www.maine.gov/dhhs/mecdc/infectious-disease/epi/vector-borne/
lyme/index.shtml under Resources for Physicians

“Tick-Borne Disease in Maine:  A Physicians Reference Manual” is 
available online at http://www.maine.gov/dhhs/mecdc/infectious-disease/
epi/vector-borne/index.shtml under Tick Resources. Paper copies can be 
requested through disease.reporting@maine.gov. 

Stephen D. Sears, M.D.

From the State Epidemiologist
By Stephen D. Sears, M.D., M.P.H., State Epidemiologist, Maine Center for Disease Control and Prevention

On Wednesday, April 4, 2012, more than 500 health stakeholders from across 
Maine participated in QC 2012:  Partnering with Patients:  Finding the Bright 
Spots to Transform Care.  This conference, presented by Maine Quality Counts 
(QC) in collaboration with the Maine Primary Care Association and the Maine 
Public Health Association, has become the premier quality improvement event in 
the state of Maine.  

The conference began with a six minute “Partnering with Patients”, a Maine 
produced narrative video, comprised of patient interviews emphasizing what 
“Partnering with Patients” means to them, as health care providers and as patients.  
It set the stage for Dr. Jessie Gruman, founder and president of the Center for the 
Advancement of Health, an independent, nonpartisan Washington-based policy 
institute.  Dr. Gruman’s talk “Expanding the Parameters of Our Participation in Our 
Health Care, explored her perspective and personal experience responding to a 
devastating diagnosis, the uncertainty about what’s wrong; and the many treatment 
options to choose from that will impact ones life from that given moment in time.  
She emphasized the reluctant health care consumer, and how the role of patients 
impacts health outcomes.  

Drs. Groopman and Hartzband, the luncheon keynote 
speakers, discussed the research they conducted leading up to 
the publication of their best-selling book titled, Your Medical 
Mind:  How to Decide What is Right for You.  Both Drs. 
Groopman and Hartzband, partners in life as well as work, teach 
at Harvard Medical School.   They resonated as well with the 
attendees, through their personal stories that were exceedingly 

meaningful for both healthcare providers and lay people attending the conference.  
Regina Holliday, a patient rights arts advocate encapsulated the day with her 

talk, entitled, “A Story before Dying”, a riveting keynote presentation about her 
late husband’s medical treatment before dying from complications associated with 
metastatic kidney cancer in 2009, and has since become an arts advocate, for all 
patients’ rights to their own medical data.

QC celebrated in finding the bright spots to transform care in the second annual 
presentation of the Quality Counts Quality Improvement Leadership Award.  This 
annual award was initiated to recognize outstanding efforts and to distinguish leaders 
who have been dedicated to advancing health care quality, provided an example for 
others to follow, and raised awareness of QCs commitment to transform health care 
quality.  This year’s individual Leadership Award was presented to Edward “Ned” 
Claxton Jr., MD of Lewiston, who was recognized for his role in the care integration 
project at Central Maine Medical Center in Lewiston.  The organizational award was 
given to the Bangor Beacon Community, which was recognized for their tremendous 
job in pulling together the healthcare community in Bangor to drive improvements 
in care.  As noted by Ted Rooney who nominated the group, “The Bangor Beacon 
leaders have clearly put patients first as they’ve worked to build a new system of care 
that brings together patients, doctors, and nurses while using health information 
technology to help them build an effective team approach.”  Several leaders of the 
Bangor Beacon Community accepted the award on behalf of the wider initiative, 
including Drs. Barbara Sorondo, Jim Raczek, Bob Allen and Don Krause, and Lisa 
Harvey-McPherson.

    Also introduced this year was the “QC Patient and Family Leadership Award”, 
recognizing the exemplary work that has created the foundation for QCs work 
with patients and families to improve the quality of health care.  Arthur Hill and 
Kim Humphrey received the award on behalf of the Patient and Family Leadership 
Team, a group of patient and family leaders working with primary care practices, 
for their shared goals and commitment in transforming health care in Maine.

Maine Quality Counts (QC) 2012 Attracts Over 500 to Augusta

continued on page 2

MaineCare Director 
Stephanie Nadeau

Quality Counts Executive Director Lisa Letourneau, MD 
presents Edward “Ned” Claxton, Jr., MD of Lewiston with the 

Annual Quality Improvement Leadership Award (individual) Kirsten Thomsen, PA-C won the painting donated 
by speaker Regina Holliday

Jessie Gruman, PhD, 
morning keynote speaker

Quality Counts Board Chair 
Gordon Smith opened the 

conference
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Dark and difficult times lie ahead. Soon we must all 
face the choice between what is right and what is easy.

J. K. Rowling, Harry Potter and the Goblet of 
Fire: The Movie.

In health care today, this pretty much sums it up: we 
have the Supreme Court ruling on the ACA’s individual 
mandate comparing health insurance to broccoli, some 
of the most needy individuals are slated to lose their 

health care coverage, MaineCare computer errors are costing an already stressed budget 
millions and Maine hospitals are once again owed millions (almost half a billion) for the 
services they have provided. As J.K. Rowling says above, it is the choice between what is 
right and what is easy that will determine the legacy of this era of health care in America. 

On April 4th, I was reassured that what is right will take precedence. I had the pleasure 
of participating in the Quality Counts 2012: Partnering with Patients: Finding the Bright 
Spots to Transform Care, which was attended by over 500 people at the Augusta Civic 
Center. The program was highlighted by three keynote talks. Throughout the day, there 
were also breakout sessions for smaller group interactions on many important topics 
regarding patient centered care in Maine, with a plethora of stories of successful patient-
physician outcomes of patient centered care. The first Keynote was by Jessie Gruman, PhD 
from the Center for Advancing Health, a Washington-based non-partisan foundation whose 
work involves enhancing patient engagement in their healthcare. She has unfortunately 
experienced the health care system through four cancer diagnoses. She emphasized the 
keys to patient centered care: understanding what should be done, how does it benefit or 
hurt the patient and removing the barriers for patients to become engaged. Next, Jerome 
Groopman, MD and Pamela Hartzband, MD discussed their new book “Your Medical 
Mind” dealing with what biases influence our decisions as patients and providers and how 
to obtain the Institute of Medicine’s holy grail: Informed Patient’s Choice. In medicine 
today, the experts frequently disagree on the appropriate treatment of a condition.  There 
are a lot of gray zones that are made black and white only by the patient’s family history, 
stories available from the patient and provider and the provider’s history. Finally, the most 
compelling and emotional talk was given by Regina Holliday, the wife of Frederick Allen 
Holliday, father of two young sons, who passed away on June 17, 2009 from metastatic 
kidney cancer. Their journey through the health care system included 11 weeks of 
continuous hospitalization at five different facilities. They encountered multiple obstacles 
in obtaining patient centered care, including timely communication of her husband’s 
diagnosis, which was delayed (and finally came from a nurse and not a physician), 
his medical record and prognosis. Regina is an artist who paints to promote clarity, 
transparency in medical records, and patients’ rights.  When she finished their story of 
their journey through the health care system, you could hear a pin drop in the auditorium. 
It was a very moving, emotional reminder of what it is like to be on the other side of the 
stethoscope and the importance of simple direct communication, something easy and 
right. Her courageous rendition was definitely a “Bright Spot” and allowed me to make 
some peace with my current nemesis, the EMR. 

“Quality” to those of us practicing medicine today can be at the least, a double 
entendre; this conference was an example of quality in its highest/ purest form. Although 
this conference will be a hard one to top, I look forward to next year’s Quality Counts 
forum on April 3, 2013.  I am very proud that the Association is a founding member of 
Quality Counts and was a co-sponsor of the conference.

I look forward to your thoughts.  I can be reached at 207-778-9001 or  
president@mainemed.com.   

President’s Corner  

Nancy Cummings, M.D. 
President, MMA

What makes for a successful membership 
association?  The elements are well known and are not 
rocket science (quantum physics seems to be the more 
popular expression now).  They include dedicated 
voluntary leaders, engaged members and a committed 
staff.  The Maine Medical Association continues a 
record of success through a blend of all three.  We have 
completed a solid first quarter of 2012 highlighted by 
a very active legislative session but also focused on 

education, outreach and growth.  The winter included specialty society meetings 
involving anesthesiologists, urologists, gastroenterologists, emergency physicians, 
orthopedic surgeons and ENT’s.  This spring, MMA will be presenting at the Maine 
Academy of Family Physicians conference, the Maine Osteopathic Society 101st 
Annual Meeting and the Maine Chapter of the American College of Surgeons joint 
meeting with the chapter in New Hampshire.  These conferences provide MMA with 
important opportunities not only to provide education, but also to receive feedback 
on what issues physicians are interested in currently.  And all these activities are 
overseen by our officers, led by President Nancy Cummings, M.D. and a very active 24 
member Board of Directors.

A lot of our legislative work and educational efforts the past few months has 
revolved around the issue of appropriate prescribing of opiates for pain management 
and the corollary issue of diversion, misuse and addiction.  While the L.D. 1501 Task 
Force work is complete, the new Work Group established by the Attorney General 
and the Governor is just beginning.  This issue is not going away and the need to 
balance the legitimate needs of patients with the societal interest in preventing abuse 
is well recognized but extremely difficult to achieve.  While many of the issues have 
played out in the context of MaineCare coverage of opioid-based medication, the 
same issues exist with respect to many patients regardless of insurance coverage or 
economic status.  MMA will continue to assist members with these issues and make 
available several tools including the chronic pain consultation program, the recently 
updated home study CME course available on line (www.mainemed.com) and the 
new chronic pain module offered through our academic detailers.  Please join your 
colleagues in utilizing these free resources offered through MMA.

With most of the 125th Legislature’s work behind us, we look forward to 
continuing our educational efforts through our re-designed website and our monthly 
First Fridays series of webinars. And by all means, don’t forget our 21st Annual 
Practice Education Seminar at the Augusta Civic Center on Wednesday, July 25 and the 
Association’s 159th Annual Session in Bar Harbor Sept. 7-9, 2012.  An outstanding 
group of speakers have been recruited for both programs.

A special thank you to all of our members who have renewed membership by 
paying their 2012 dues.  We appreciate your support and we are here to assist you 
in these uncertain times.  Contact me at any time at gsmith@mainemed.com or by 
calling 622-3374 ext: 212.

Notes from the EVP

Gordon H. Smith, Esq.

SAVE THE  
DATES   

MMA FIRST 
FRIDAYS 

EDUCATION 
SEMINARS

Register for  
these seminars at  

www .mainemed .com

All seminars take place at 
the MMA Headquarters in 
Manchester, Maine with 
Registration and Breakfast at 
8:30am and the Session from 
9:00am – 12:00pm .

June 1, 2012
Annual HIPAA Update

September 7, 2012
Risk Management Seminar 
- Handling Patient Complaints 
(Medical Mutual Insurance 
Company of Maine)

October 5, 2012
Physician Compensation, 
Recruitment and Retention - 
Employment Contracts

November 2, 2012
Annual Compliance Seminar 
- Plans for small practices, 
coding, etc .

December 7, 2012
All You Wanted to Know 
About the Affordable Care Act 
and more

The programs are also 
available off-site/on-line 
through Webex . Contact the 
MMA office at 622-3374 for 
more information .

Subscribe to MMA's 
Maine Medicine  
Weekly Update
Each Monday, Maine 
Medicine Weekly Update 
keeps physicians and practice 
managers in the loop with 
breaking news  by email only . 
It's a free member benefit – 
call 622-3374 to subscribe .

MMA Annual Benefit Golf  
Tournament

If you are a golfer, don’t miss the MMA Annual  
Benefit Golf Tournament, Monday, June 4th at the 
Augusta Country Club.  Proceeds from this year’s event  
will benefit the scholarship fund of the Maine Medical  
Education Trust.  The event begins with lunch on the outdoor deck  
at 11:00am followed by a “shot gun” start at noon.  A traditional  
scramble format will be played.

Any questions should be directed to Gordon Smith  
at gsmith@mainemed.com or 622-3374 ext: 212.  
Brian Jumper, MD is the chair of the tournament. To  
register online and for sponsorship opportunities, visit the  
MMA website at http://www.mainemed.com/calendar/programs/2012/GolfReg.php. 

MMA Welcomes  
New Staff Member

MMA is pleased to announce the hiring 
of Dianna Poulin as Coordinator of Peer 
Review & Quality Improvement Activities, 
and staff support for the Maine Association 
of Psychiatric Physicians (MAPP).

Dianna comes to MMA from Franklin 
Memorial Hospital where she was employed for over 23 years, the last 
six as the Manager for the Office of Medical Affairs.  In this role she was 
responsible for ensuring compliance with all aspects of medical staff 
credentialing, meeting management, compliance with regulatory agencies, 
and facilitation of external peer reviews and quality reports for hospital 
and office-based providers.  

She is a member of the Maine Association of Medical Staff Services 
(MeAMSS) and continues to serve as an active Board member for the group.  
She is also a Board member for Tri-County United Way in Farmington, and 
serves on their Event Planning Committee.  

She is a graduate of the University of Maine, Farmington, where she 
received a Bachelor of Science Degree in Community Health Education.   

Dianna has two grown children, Jeremy and Julie, and four grandchildren.  
She enjoys gardening, hiking, camping, kayaking and quilting.  

Dianna can be reached at MMA at 622-3374, ext. 223 or via e-mail to 
dpoulin@mainemed.com.

This extraordinary leadership is unparalleled in Maine and in the nation.  Maine is held 
up as an example of what is possible in terms of health care transformation, and “Partnering 
with Patients” is the next step.  Creating partnerships with patients and family members is 
changing the way health care providers view their patients and their practices, as discussed 
in many of the conference break out sessions.  In fact, many of the breakout sessions 
offered at QC 2012 reflect cooperative efforts that will only expand and cause ripple effects 
in collaborating and aligning quality improvement efforts.  The patient video and content 
of the 25 breakouts sessions has been posted online at www.mainequalitycounts.org to 
provide ideas and insights and to serve as a resource for information and support.

Each year, this conference allows the opportunity to share and demonstrate the results 
achieved by the successful collaborations in hopes that they will further galvanize Maine’s 
great health care and health community, and to lift the quality of healthcare to ensure that 
every person has access to patient-centered care that is uniformly high-quality, equitable 
and low cost.

For more information, see www.mainequalitycounts.org. 

Maine Quality Counts...continued from page 1

From left, Maine State Senate President Kevin Raye, Gordon Smith, MMA EVP and Maine 
Attorney General William Schneider confer during conference in Lubec, Maine, Feb. 6, 
2012, addressing the issue of prescription drug abuse in Washington County.
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Upcoming Specialty Society Meetings
 
JUNE 8-10, 2012 Omni Mount Washington Resort – Bretton Woods, NH
Maine Chapter, American College of Surgeons 2012 Joint Annual Meeting
For more information call 877-249-9321 or register online at www.mainefacs.org.

JUNE 28, 2012 Fisherman’s Wharf – Boothbay Harbor, ME
Maine Chapter American College of Emergency Physicians 
Lobster & Clam Bake on Cabbage Island
Contact:  Maureen Elwell 622-3374 x219 or melwell@mainemed.com

SEPTEMBER 8, 2012 Harborside Hotel & Marina – Bar Harbor, ME
Maine Urological Association Fall Business Meeting
(To be held in conjunction with the MMA Annual Session)
 Contact:  Maureen Elwell 622-3374 x219 or melwell@mainemed.com

SEPTEMBER 12, 2012 MMA Headquarters – Manchester, ME
Maine Chapter American College of Emergency Physicians 
Fall Business Meeting
Contact:  Maureen Elwell 622-3374 x219 or melwell@mainemed.com

SEPTEMBER 14-16, 2012 Point Lookout – Northport, ME
 Maine Chapter of the American College of Physicians Annual  
Chapter Meeting
Contact: Warene Eldridge 207-215-7118 or warene54@yahoo.com

SEPTEMBER 28, 2012 Harborside Hotel & Marina – Bar Harbor, ME
Maine Society of Eye Physicians and Surgeons Fall Business Meeting
 (To be held in conjunction with the 11th Annual Downeast Ophthalmology 
Symposium)
MMA Contact:  Shirley Goggin 207-445-2260 or sgoggin@mainemed.com

SEPTEMBER 28-30, 2012 Harborside Hotel & Marina – Bar Harbor, ME
11th Annual Downeast Ophthalmology Symposium
(Presented by the Maine Society of Eye Physicians and Surgeons)
MMA Contact:  Shirley Goggin 207-445-2260 or sgoggin@mainemed.com

MAINE MEDICAL
ASSOCIATION
30 Association Drive 
P.O. Box 190
Manchester, ME  04351     
207-622-3374  
1-800-772-0815   
Fax: 207-622-3332
info@mainemed.com
www.mainemed.com

NEWSLETTER EDITOR
Richard A. Evans, M.D.
207-564-0715
Fax: 207-564-0717
raevans95@earthlink.net

PRESIDENT
Nancy M. Cummings, M.D.
207-778-9001  
president@mainemed.com 

PRESIDENT-ELECT
Dieter Kreckel, M.D. 
207-369-0146  
edelweiss124@gmail.com

EXECUTIVE VICE 
PRESIDENT
Gordon H. Smith, Esq.
207-622-3374 ext. 212
Fax:  207-622-3332
gsmith@mainemed.com

Information in this newsletter is  

intended to provide information  

and guidance, not legal advice.   

Since exact language and 

definitions of key terms are  

critical to understanding the  

requirements of legislation, rules  

or laws, we encourage you to  

read each carefully.  Articles  

submitted to Maine Medicine 

represent the views of the author  

only and do not necessarily  

represent MMA policy.

Upcoming at MMA

MAY 10 1:00pm – 3:00pm OSC HIT Steering Committee

MAY 14 4:00pm – 7:00pm Medical Professionals Health Program      
  Committee

MAY 16 9:00am – 11:00am Coalition for the Advancement of 
  Primary Care
 11:00am – 1:00pm Patient Centered Medical Home,  
  Working Group
 1:00pm – 4:00pm Aligning Forces for Quality, Patient   
  Family Leadership Team

MAY 17 6:00pm – 8:00pm Maine Association of Psychiatric 
  Physicians Executive Committee

MAY 23 11:30am – 2:00pm MMA Senior Section

JUNE 1 8:30am-12:00pm First Fridays Seminar 
  (Annual HIPAA Update)
 1:00pm-3:00pm Maine Child Health Improvement 
  Partnership Advisory Council

JUNE 6 8:30am-12:00pm Maine Health Management Coalition
 1:00pm-2:00pm Aligning Forces for Quality, Executive 
  Leadership Team
 2:00pm-3:00pm Quality Counts, Executive Committee
 3:30pm-5:00pm Behavioral Health Committee of  
  Quality Counts
 4:00pm-7:00pm MMA Board of Directors 

JUNE 13 4:00pm-6:00pm MMA Public Health Committee

JUNE 14 1:00pm-3:00pm OSC HIT Steering Committee

JUNE 20 9:00am -11:00am Patient Centered Medical Home - Conveners
 11:00am - 1:00pm Patient Centered Medical Home - Working,
  Group
 1:00pm - 4:00pm Aligning Forces for Quality, Patient Family
  Leadership Team

JUNE 21 8:30am - 4:00pm Pathways to Excellence (Maine Health 
  Management Coalition)
 6:00pm-8:00pm Maine Association of Psychiatric Physicians
  Executive Committee

JUNE 27 9:00am-12:30pm Maine Health Management Coalition

JULY 9 4:00pm – 7:00pm Medical Professionals Health Program      
  Committee

JULY 12 1:00pm-3:00pm OSC HIT Steering Committee

JULY 18 9:00am-11:00am Coalition for the Advancement of Primary 
  Care
 11:00am-1:00pm Patient Centered Medical Home,  
  Working Group
 1:00pm-4:00pm Aligning Forces for Quality, Patient Family
  Leadership Team

JULY 19 6:00pm-8:00pm Maine Association of Psychiatric 
  Physicians Executive Committee

JULY 24 6:00pm – 9:00pm ME Chapter American Academy of Pediatrics

**All MMA Committee Meetings are now being offered through WEBEX

Thanks to 2012  
Sustaining  
Members  
Thank you to the following  
individuals and practices who  
have shown their support for  
the MMA’s long-term growth  
by renewing at an additional  
sustaining membership level .

Jo Linder, MD

Michael Parker, MD

Goodall Hospital

Pines Health

Sunbury Primary Care

Time for  
a checkup?
Physicians Need Protection Too

Licensing Issues

Employment Agreements

Estate Planning

Philip M. Coffin III

www.lambertcoff in.com   |    2 0 7 . 8 7 4 . 4 0 0 0

Incentive payments will include:

•	 Up	to	$44,000	for	eligible	professionals	in	the	Medicare	EHR	Incentive	Program

•	 Up	to	$63,750	for	eligible	professionals	in	the	Medicaid	EHR	Incentive	Program

•	 A	base	payment	of	$2	million	for	eligible	hospitals	and	critical	access		

hospitals,	depending	on	certain	factors

The	Centers	for	Medicare	&	Medicaid	Services	(CMS)	is	giving	incentive	payments	to	eligible	professionals,	hospitals,	and	critical	access	
hospitals	that	demonstrate	meaningful	use	of	certified	electronic	health	record	(EHR)	technology.

Go Paperless and Get Paid 
Register NOW for CMS ElectronicHealth Record Incentives

Get started today! To	maximize	your	Medicare	EHR	incentive	payment	you	need	to	

begin	participating	in	2012;	Medicaid	EHR	incentive	payments	are	also	highest	in	the	

first	year	of	participation.

Register NOW to receive your maximum incentive. 

For more information and to register, visit: 

www.cms.gov/EHRIncentivePrograms

For additional resources and support in adopting certified EHR technology, visit the Office of the 

National Coordinator for Health Information Technology (ONC):  

www.HealthIT.gov

CMS_EHR-Maine Medicine.indd   1 4/18/12   5:40 PM

Visit the MMA website at: www.mainemed.com

Save the 
Date: 
MMA's 159th  

Annual Session 

September 7-9, 2012 

at the Harborside 

Hotel in Bar Harbor
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TOTAL LIABILITY PROTECTION MEANS ANTICIPATING
WHAT’S AROUND EVERY CORNER

Surprises can be fun. But not when it comes to professional liability.
That’s why over 20,000 physicians, dentists, allied healthcare
professionals and hundreds of hospitals, health centers and
clinics don’t leave things to chance. They choose Coverys.
Financial strength, innovative products and services, and
commitment to your protection make us the company you
can depend on. Get more than you expect. Get Coverys.

EXPECT THE UNEXPECTED.

www.coverys.com
Medical Professional Mutual Insurance Company • ProSelect Insurance Company
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By mid-April, the 186 members of the 125th 
Maine Legislature were engaged in passing 
unanimous bills and debating divided reports as 
most legislative work has moved from committees 
to the floor of the House and Senate.  The week 
ending April 13th was the last full week of 

legislative business, as Republican leadership decided not to return to deal with 
the Governor’s line-item veto of several pieces of the second supplemental budget 
(L.D. 1903).  The full legislature recessed to allow the Appropriations Committee to 
negotiate a FY 2013 supplemental budget for the Department of Health & Human 
Services (L.D. 1746).  The full legislature then would return to Augusta on May15th 
for just enough time, perhaps one to three days, to debate the DHHS budget and 
consider any remaining business, including any additional gubernatorial vetoes.  

Because the Maine Constitution requires maintenance of a balanced budget and 
because the Maine legislature meets part-time (approximately 6 months in the first year 
and approximately 4 months in the second), each legislative session usually includes 
consideration of at least one supplemental budget to adjust the biennial spending plan 
and keep the state budget balanced.  The supplemental budget work in the Second 
Regular Session of the 125th Legislature that began in January has been substantially 
more complicated because the LePage Administration has taken the unusual step 
of proposing significant policy initiatives, including major structural changes to the 
state’s Medicaid program (MaineCare) and to other parts of state government such 
as the State Planning Office and the natural resource agencies, in the supplemental 
budget documents.  By the end of this session then, the legislature likely will have 
enacted three separate supplemental budgets.

On February 23, 2012, the legislature enacted and the Governor signed the first 
of the three bills, L.D. 1816, a bill including the recommendations of the Streamline 
and Prioritize Core Government Services Task Force (a part of last session’s biennial 
budget, L.D. 1043/P.L. 2011, Chapter 380) and DHHS supplemental budget items 
primarily for FY 2012.  This budget bill restored some of the MaineCare cuts to hospitals 
originally proposed by the Governor, but eliminates MaineCare eligibility for parents 
between 200% and 133% of the federal poverty level and requires DHHS to develop a 
plan for transition of childless adults now covered through the “non-categorical” waiver 
to other MaineCare coverage for which they may be eligible, if any, in anticipation of a 
December 31, 2012 elimination of such coverage.  This budget document also includes 
limits on MaineCare coverage for suboxone and opioids, as well as provisions on 
participation in the Prescription Monitoring Program and review of physician assistant 
prescribing.  Because of concerns expressed by some in the medical community about 
the strict limits on opioid coverage and assertions by low-income advocates that the strict 
limits are contrary to federal law, the Department staff has been working on alternative 
proposals to address the legislature’s prescription drug cost and diversion concerns.

The MMA expressed strong opposition to the Governor’s original FY 2012-2013 
supplemental budget proposal, L.R. 2678, and you can see the MMA’s testimony on 
the web at:  http://www.mainemed.com/spotlight/2011/LR2678.pdf.  You can find the 
Appropriations Committee’s working documents on the supplemental budgets on the web 
at:  http://www.maine.gov/legis/ofpr/appropriations_committee/materials/index.htm.

The Governor, in mid-March, released a more traditional supplemental budget 
that makes adjustments across all agencies of state government.  This bill, known first 
as L.R. 2847 and later printed as L.D. 1903, deals primarily with state agencies other 
than DHHS and includes a considerable amount of restructuring of executive branch 
agencies and senior positions to suit the preferences of the LePage Administration.  
For example, it eliminates the State Planning Office and distributes SPO duties to 
various other state agencies.  The Governor proposes to replace the SPO with the 
Governor’s Office of Policy and Management.  Two aspects of this budget document are 
noteworthy for the physician community.  It saves $2 million through the elimination 
of 91 positions at the Dorothea Dix Psychiatric Center in Bangor, about half of which 
are filled.  Also, it transfers slightly more than $4 million in unexpended funds from 
the Fund for a Healthy Maine to the General Fund un-appropriated surplus.  Such 
a “sweep” of unexpended funds from various accounts across state government is 
not unprecedented when the legislature is trying to balance the budget.  One of the 
contentious issues in this budget is the Governor’s proposed restriction on municipal 

General Assistance and Housing Assistance.  The Appropriations Committee reached an 
agreement on this issue and other aspects of L.D. 1903 early in the week of April 9th and 
the full legislature approved it by an overwhelming majority.  The Governor announced 
line item vetoes of the legislature’s plans for General Assistance and Riverview, stating 
that the legislature did not go far enough in making structural changes in the funding 
for these programs.  The legislature has decided to let the Governor’s action stand and 
address these issues in the final supplemental budget (L.D. 1746).  

In late-April, the Appropriations Committee will return to work sessions on L.D. 
1746, the bill dealing with the DHHS FY 2013 budget with its challenges including 
potential further cuts in MaineCare eligibility and reimbursement, DHHS eligibility 
system IT issues, the still open question of appropriate limits on opioid coverage, cuts 
to the Fund for a Healthy Maine, and overall state revenue re-projections.  While the 
DHHS FY 2013 budget gap is a “moving target,” it is likely that the Appropriations 
Committee will have to agree upon approximately $100 million in cuts or a combination 
of cuts and new revenue, though it is unlikely that new revenue sources will be part of 
the equation.  It is also too early to predict whether the bipartisan negotiations on L.D. 
1746 will result in a product that can achieve a 2/3 vote in both chambers or it will be 
a Republican-only, majority budget.  

In addition to the budget, the other significant health care bills before the legislature 
in the final month dealt with aspects of health care reform and the Affordable Care Act.  
L.D. 882, a bill that concerned many health care advocacy organizations because of its 
uncertain impact on existing mandated benefits, such as mental health parity, in the state 
Insurance Code, died in conflict between the House and Senate after coming out of the 
Insurance & Financial Services Committee on a party-line vote.  After debating the issue 
in the IFS Committee, Republicans and Democrats could not agree upon a consensus 
approach to establishing a health insurance exchange as required by the ACA.  In the 
end, majority Republicans passed a bill to regulate “navigators” (L.D. 1497) should an 
exchange eventually be established in Maine, either by the state or federal governments, 
and defeated a Democratic proposal to create a state-based exchange.

The 2012 election campaigns will begin in earnest as soon as the legislature 
adjourns sine die in May and the primary election is scheduled for June 12, 2012.  You 
can find a list of candidates for the primary election on the web at:  http://maine.gov/sos/
cec/elec/2012/2012candidate.pdf.  The Maine Physicians Action Fund (MPAF), MMA’s 
affiliated political action committee (PAC), encourages you to get to know the candidates, 
particularly your state legislative candidates.  MPAF Trustees draw your attention in 
particular to the following physician candidates for the 126th Maine Legislature:

n Geoffrey M. Gratwick, M.D., a Democratic challenger to Senator Nichi S. Farnum 
in Senate District 32, Penobscot County;

n Jane P. Pringle, M.D., a Democrat in House District 111, a part of Windham, 
running against Republican Stuart A. Pennels in an open race; and

n Linda F. Sanborn, M.D., a Democrat incumbent in House District 130, part of 
Gorham, running against Republican Matthew L. Mattingly.

If you have not yet done so, your MPAF Trustees urge you to join them in helping 
to elect state legislative candidates who are sensitive to issues of concern to Maine 
physicians:  https://www.mainemed.com/mpaf/application.php.

During the legislative session, the MMA staff provides links to bills for review and 
comment, updates on the legislature’s work, and calls-to-action through our weekly 
electronic newsletter, Maine Medicine Weekly Update.  Also, the MMA Legislative 
Committee holds a weekly conference call to review bills and brief members on 
legislative action every Tuesday night at 8:00 p.m. for any interested physician or 
physician staff member.  The conference call information is published each week in 
the Maine Medicine Weekly Update. 

To find more information about the MMA’s advocacy activities, visit the Legislative 
& Regulatory Advocacy section of the MMA web site, www.mainemed.com/legislation/
index.php.  You will find more information about the Maine Legislature, including 
schedules, committee assignments, legislator contact information, audio coverage of 
legislative work, and newly enacted laws on the web at:  http://www.maine.gov/legis/. 

The MMA welcomes your participation in our legislative advocacy activities.  
For more information, please contact Andrew MacLean, Deputy Executive Vice 
President, at amaclean@mainemed.com.  

Legislative Update 
125th Maine Legislature Winds Down Second Regular Session, 
But Difficult DHHS Budget Decisions Remain

Andrew MacLean, Esq.

Maine Chapter of AAP 
Wins National Award 
for Outstanding Work

The Maine Chapter of the 
American Academy of Pediatrics 
brought home an “Outstanding 
Chapter Award,” one of only four 
national awards given annually 
by the American Academy of 
Pediatrics (AAP) .  Maine won 
for the “small chapter” category 
at the AAP’s annual leadership 
forum in Chicago on March 17 . 

The Outstanding Chapter 
Awards recognize excellence 
in programs that promote the 
health and welfare of children .  
Maine pediatricians were 
commended for their “breadth 
and wealth of innovative, 
collaborative initiatives with 
limited resources .”  Dr . Carol 
Allen of Massachusetts, who 
chairs the district including 
Maine said, “We are delighted 
that your chapter has received 
this award as recognition of the 
outstanding work you do for the 
children of Maine!”

Maine Chapter President, 
Dr . Steve Feder, FACOP, FAAP of 
Boothbay, accepted the prize, a 
plaque and $4,000, on behalf of 
the Chapter’s 200 members who 
practice pediatrics throughout 
the State .  “We are a small 
chapter with very limited 
dollars, yet we have repeatedly 
shown an extraordinary ability 
to do a lot with a little,” Dr . 
Feder explained .  The three 
key areas the Chapter focused 
on, leading to competing 
successfully for the award 
included: projects to improve 
the quality of health care 
delivered to Maine’s children; 
advocacy at the state, national 
and local levels on behalf of 
Maine’s youth and families; and 
engagement of the Chapter 
members in professional 
education to advance their own 
continuous learning as well as 
activities to meet the needs of 
Maine children .   

Dr . Janice Pelletier of 
Bangor, Vice President of the 
Maine Chapter said, “We are 
energized to move forward 
and to continue to work 
collaboratively with others 
who care for kids . We have been 
nominated three out of the last 
five years for the Outstanding 
Chapter Award .  We are thrilled 
and tremendously appreciative 
that this was the year for 
Maine .”

Membership of the Maine 
Chapter consists of nearly 
every pediatrician in Maine, 
even though membership 
is voluntary and requires an 
annual dues fee .  Maine has 
among the highest rates of 
participation among the 59 
chapters in the United States .

The Maine Medical 
Association congratulates Dr . 
Feder, President, Dr . Pelletier, 
Vice President, Leslie Goode, 
Executive Director and all 
the chapter members upon 
receipt of this significant award 
recognizing the important work 
the chapter does in support of 
the children of our state .
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Medical Mutual Insurance Company of Maine Risk Management Practice Tip:   
Telephone Triage:   A Must Have Office Practice System to Manage All Telephone Communications

All physician offices practice 
some level of telephone triage from 
appointment scheduling and referring 
patients to complex systems utilizing 
clinical protocols to provide medical 

direction.  A telephone triage system, when properly implemented:

• Increases patient satisfaction
• Improves resource utilization 
• Positively influences patient safety 
• Minimizes provider liability

All office practice systems pose a risk of liability when there is 
a lack of proper system design, orientation and training, or staff 
utilization.  Failure to diagnose was the most common allegation 
involving telephone communications identified in a 2007 study 
of closed medical malpractice claims (68%).  Leading errors 
with telephone communications were documentation (88%) and 
incomplete history taken (84%).  Lack of policies and protocols 
were identified in 38% of the claims.

I. Triage Systems that Offer Medical Direction
A telephone triage system is not a replacement for 
medical care. A telephone triage system does not replace 
a physician’s (provider’s) physical exam and independent 
professional judgment.  Staff and patients need to be aware 
of the limitations of telephone communication.

Triage systems that involve screening of patient symptoms 
and subsequent clinical advice should utilize registered 
nurses with the appropriate background, training and 
clinical experience. Written clinical protocols should be 
utilized by the triage nurse to guide this process. Because 

the physician is responsible for any information staff 
provide to patients, protocols should be reviewed and 
approved annually by the physicians in the practice. 

 II. Improve Telephone Communication
The following recommendations will assist in the 
development of a structured telephone triage system to 
improve telephone communication.

•  Establish a written policy that defines the telephone 
triage system to include the following:

– Define Scope:  Describe what the program will cover.

– Define Purpose:  State the intent of the program.

– Define Personnel: Define staff qualifications required 
and duties to be performed.

– Define Hours of Operation. 

– Define Program Components:  Telephone call 
management process, written clinical protocols if 
any, documentation process and quality review.

•  Provide staff training and education annually, more 
often if needed.

•  Standardize documentation through the use of a 
telephone encounter form.  When an EMR is in place, 
create and utilize a standardized telephone encounter 
screen. 

•  Practice consistent management of patient telephone 
communications.

•  Monitor the program regularly and provide relevant 
staff feedback and education. 

III. Minimize Professional Liability
A telephone consultation poses the same level of 
professional liability risk as a physician office visit.  The 
duty to provide care is legally established from the moment 
the patient seeks advice. Minimize professional liability by 
practicing the following:

• Utilize written protocols as an adjunct to, not a 
replacement for, critical thinking and clinical decision 
making.

• Document an explanation when deviation from written 
protocols occurs.

• Return patient calls in a timely manner according to 
defined parameters, inform patient when to expect a 
call back.

• Require provider review of triage documentation as 
defined by policy, including time, date of the review, 
and provider signature. 

• Document all telephone communications immediately, 
utilize standard encounter form.

• Assure patient understands advice given and document 
this understanding.

• Advise the patient when to call back or go to the 
emergency department, e.g., symptoms are worse.

 Medical Mutual’s “Practice Tips” are offered as reference information 
only and are not intended to establish practice standards or serve as 
legal advice. MMIC recommends you obtain a legal opinion from a 
qualified attorney for any specific application to your practice.
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Common Sense Compliance
HIPAA, Facebook and Temporary Staff  
By Stacey Mondschein Katz, Esq.

When I train medical professionals or draft policies for practices or hospitals, 
I always include a prohibition against sharing patient information on social media 
sites. Providers tell me that this policy is unnecessary, because posting patient 
information to the internet is an obvious privacy violation.  Unfortunately, it wasn’t 
obvious to a California temporary agency staffer who allegedly posted a medical 
record, complete with a patient’s name and other identifying information, to 
Facebook.  According to reports, this agency employee rejected complaints of 
a HIPAA violation and thought the post was both funny and perfectly acceptable 
content for her page.   

Along those same lines, a client recently asked me what to do in terms of privacy and security when a student or temporary 
staff member comes on board.  My response?  Education should be first and foremost. Clearly, the agency employee in 
the alleged Facebook incident had not received appropriate education or preparation on privacy and security issues.

Practices and hospitals frequently reveal that they do not consistently disable local or remote access to their 
electronic record systems immediately upon termination of a temporary or contract worker. And still other providers 
allow a locum tenens physician or medical student to have unlimited remote access to their electronic health record 
when that individual is only on site for a few days per month. By failing to restrict the student’s or temporary employee’s 
password to those periods when there is an actual need, the organization unwittingly opens itself up to a sizeable risk of 
a privacy or security breach. 

A “temp” is considered part of your workforce. A new workforce member should never access protected health 
information (PHI) without first reviewing your applicable privacy and security policies, and signing off on a confidentiality 
agreement that acknowledges the sanctions that will be triggered by a misuse of PHI in any format, including paper charts, 
electronic records, or portable media.  

To protect your PHI and your business assets, screen any temporary agency and potential staffer to confirm that 
privacy and security education has been provided. Then, see that the new workforce member is trained on your practices, 
and the “do’s-and-don'ts” of accessing, creating, using and disclosing your PHI. Ensure that access to your electronic 
health record system is granted only during those hours that the temporary workforce member is actually working for 
your organization.  Be sure to have policies and procedures that address appropriate uses and disclosures of PHI in any 
format and in any location, and include parameters around remote access to electronic PHI and use of portable devices. 
Retain documentation of your efforts. 

And while there is often a rush to put clinical staff right to work, remember: if a privacy or security incident were to 
be caused by your temporary workforce member, the regulators would still come to you.

By proactively attending to these items up front as a matter of your office business practices, you reinforce a culture 
of compliance, and may spare your organization the headache and extreme expense of responding to a regulatory 
enforcement action later on.

Stacey Mondschein Katz, Esq. is the founder and president of  SMK Consulting Services, LLC, a healthcare 
compliance and education company.  She may be reached at stacey@smkconsultingservices.com or through her 
website at www.smkconsultingservices.com.

HealthInfoNet Receives Grant to Link 
Maine’s Health Exchange with Statewide 
Claims Database

 
HealthInfoNet has been awarded a $198,659 grant from the Maine Health Access 

Foundation (MeHAF) to link Maine’s statewide health information exchange (HIE) 
with Maine’s all-payer claims database. HealthInfoNet operates the HIE and the claims 
database is operated by the Maine Health Data Organization. This will help Maine’s 
medical community both improve health care quality and drive down costs. 

 “Maine’s annual health care spending per person is about 20% higher 
than the national average. So it is imperative that we find effective health 
care payment reform strategies to flatten or bring down our costs,” said 
Dr. Wendy J. Wolf, MeHAF’s President and CEO. Linking the data contained in the 
HIE to the claims database will allow providers and researchers to compare trends 
in health care treatment with corresponding cost data. “This kind of research will 
help providers and policy leaders more quickly identify and implement effective care 
improvement strategies that can contain costs.”

 In order to link the clinical and claims databases together, HealthInfoNet 
will create a new system called a data warehouse. “In this system, information is 
reorganized so that it can more easily be analyzed to generate reports and population 
health statistics,” said Devore Culver, HealthInfoNet’s CEO. To protect patient privacy, 
Culver said the data will be de-identified before it is made available. This means 
patient information like name, birthdate and address are removed, to make the data 
anonymous within reports. 

HealthInfoNet is the state-designated entity for managing the HIE in Maine. 
Maine’s statewide HIE was launched in 2008. The system now contains records for 
close to one million of Maine’s 1.3 million residents and has close to 3,000 registered 
clinical users. Already 21 hospitals and 58 physician practices are connected, and 
HealthInfoNet has 11 more hospitals and dozens of practices under contract and 
slated for connection by the end of 2012. 

For more information contact: Amy Landry, Communications Manager, 
HealthInfoNet at 207-541-9250 ext. or email alandry@hinfonet.org.

About HealthInfoNet
HealthInfoNet is an independent, nonprofit organization using health information 

technology to improve patient care quality and safety. The organization’s core service 
line is the management of a secure computer system, called a health information 
exchange, for doctors, hospitals and other caregivers to share important health 
information and improve patient care. The organization also serves as the Maine 
Regional Extension Center, helping primary care providers adopt and effectively use 
electronic health records. The organization is based in Portland, Maine and serves 
health care providers and their patients statewide.

Calling Hospice of Southern Maine doesn’t mean you’re giving up...

It means you’re taking charge.

Southern Maineof
When each moment counts

  866-621-7600  •  hospiceofsouthernmaine.org

Southern Maineof
When each moment counts

Many patients tell us they wish they’d come 
into hospice sooner. Contact us today to 
learn more about the care we provide 
through our home program and Gosnell 
Memorial Hospice House.
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The past several months have been a busy time for 
the Public Health Committee.    At the February meeting, 
Committee members set their top four priorities for 
2012-2013.   The Committee has already been quite 
active in all four areas. 

1. Obesity and Environmental Toxins
This priority topic includes supporting implementation of Maine’s Kid Safe Product 
Act and reform of the Toxic Substance Control Act.   The federal Toxic Substances 
Control Act has not been updated since its passage in 1976, is not based on science, 
and has succeeded in banning only five chemicals in its history.   The Safe Chemicals 
Act, currently pending before Congress, would overhaul how the federal government 
regulates environmental toxins.  Following visits from members of the Public Health 
Committee, Drs. Syd Sewall and Daniel Oppenheim, the Portland Press Herald and 
Journal Tribune both published editorials calling on Senators Snowe and Collins 
to cosponsor the bill.  MMA EVP Gordon Smith also recently joined meetings in 
Washington D.C. asking for the Senators’ support.  

2. Physician Wellness 
With MMA President Dr. Nancy Cummings’ announcement that physician wellness 
would be the theme of her presidency, the Committee has been exploring ways 
to assist in her efforts to ensure that physicians are supported in their practice of 
medicine and have resources for maintaining their mental and physical health.  

3. Preserving the Fund for a Healthy Maine and Public Health Infrastructure 
The Committee has been dedicated to fighting efforts to divert money from the Fund 
for a Health Maine in the legislature’s appropriations process this year.   Committee 
members testified before the Appropriations Committee, submitted op-eds and 
letters to the editor, and contacted legislators emphasizing why it is so important 
for the health of Mainers and the sustainability of the health care system to invest in 
prevention.  Along with the efforts of other “Friends of the Fund for a Healthy Maine” 
the Committee was successful in preventing cuts to the Fund in the first two budget 
bills the legislature passed this session – though major cuts are still on the table for 
the DHHS budget that is likely to be debated in May.  The Committee also monitored 
LD 1887, a bill that will restructure the Department of Health and Human Services 
by merging the Offices of Substance Abuse and Adult Mental Health Services into 
the Office of Substance Abuse and Mental Health Services (SAMHS) and merging 
the Offices of Elder Services and Cognitive and Physical Disabilities Services into the 
Office of Aging and Disability Services (OADS).  

 
4. Domestic Violence 

After discussion in February, the Committee elevated domestic violence to a priority 
topic.  The Committee has monitored several bills in the legislature that deal with 
domestic violence from a criminal justice perspective, including LD 1711 (instituting 
risk assessments for defendants when setting bail), LD 1760 (requiring a jail to notify 
a victim when a defendant is released on preconviction bail) and the Governor’s bill, 
LD 1867 (limiting who can set bail and when bail can be available in certain cases).  
The Committee has also been following the Physician’s for Social Responsibility 
domestic violence training initiative for health care providers to ensure it has a new 
home as it is spun off from PSR.   

Finally, the Committee encourages you to visit our updated webpage at  
www.mainemed.com/public.  The page links to further resources in the Committee 
priority areas and also contains a new document cataloging all public health-related 
resolutions that have passed at MMA Annual Sessions from 2001 through 2011.  We 
encourage any MMA member who is considering drafting a resolution on a public 
health topic to review this document.

Public Health Spotlight

Updates from the Public Health 
Committee 

Jessa Barnard, J.D., 
Director of Public 
Health Policy, MMA

Collaborative Rural and Small Hospital General Surgery Planning
By Jonathan C. Sprague, President, Rocky Coast Consulting

  
In 2010 and 2011, the National Rural Health Association and the National Organization of State Offices of Rural Health 

studied rural and small hospital general surgery.  Their findings are applicable to all of rural America and certainly in Maine.  
In the spring of 2011, a multi-disciplinary workgroup provided NRHA members with an assessment of the future of rural 
general surgery.  It stated that: 

“The future of general surgery services in rural America is at best clouded by uncertainty.  Many rural hospitals 
have ceased providing surgical services, others are only offering services on a part-time basis, and many 
others are at risk of changes that will create greater access barriers.  Without intervention, surgical care and 
health status will increasingly be compromised, and, primary care, emergency services, even obstetrics will be 
undermined.  Future deterioration of rural surgery will erode hospitals’ economic vitality with ripple effects 
that will affect a variety of non-self-sustaining services, as well as on the economies of rural communities.

Recruitment and retention challenges are increasing daily.  Some important contributing factors are a mal-
distribution of general surgeons, a trend for fewer surgical residents to choose general surgery, the need to 
expand targeted training for general surgeons who may practice in rural areas, and inadequate incentives 
to encourage and support rural practice.  Workforce development strategies are essential; but alone, 
they will be insufficient.  Strategies that only embrace the training of more surgeons, with the hope that 
they will practice in rural communities will take too long and still be inadequate, while significant damage 
to access occurs.”

The National Organization of State Office of Rural Health, which also participated in the NRHA study, recently adopted 
the position that: 

“The future of Rural General Surgery is a significant topic warranting involvement of the National 
Organization of State Offices of Rural Health’s and of individual State Offices of Rural Health at the state 
and national levels.  It remains an underappreciated issue with potentially profound negative implications.

While general surgery may not be provided in all rural hospitals, adequate access to services should be 
considered as a primary or fundamental health care need in rural areas, similar to access to primary 
medical care, obstetrical care, and emergency medical/trauma services.”

The Maine and Wisconsin Study of General Surgery
During 2010 and 2011, using the above findings as a backdrop, twenty-three hospitals in Maine and Wisconsin 

participated in a unique project that evaluated the future of rural and small hospital general surgery services.  Eighteen of 
the hospitals were Critical Access Hospitals.  The project was sponsored by the hospitals, the Maine Office of Rural Health 
and Primary Care, the Wisconsin Office of Rural Health, the Rural Wisconsin Health Cooperative, and the Department of 
Veterans Affairs’ Rural Health Resource Center.  Jonathan Sprague, President of Rocky Coast Consulting developed and 
managed the project. 

The core purposes of the project were:
•  To assure that the participating hospitals had the right strategies to develop or sustain appropriate local general 

surgery services
• To assure appropriate patient access, if services could not be provided locally
• To strengthen rural delivery systems, consistent with demonstrable quality parameters

Over 50 general surgeons participated with 250 other individuals who represented a diverse mix of other physicians, 
nurses, CRNA’s, quality managers, and hospital administrative staff, as well as representatives from the other partners.

The findings were integrated with the results from three general surgery work groups: the multidisciplinary study by 
the National Rural Health Association, a similar assessment by the National Organization of State Office of Rural, and the 
work of a Rural General Surgery Coalition that represents a diverse mix of national organizations and interested individuals. 

The resulting joint project is the most comprehensive, national assessment of the challenges faced by many rural and small 
communities.  The clinical, professional, and economic findings and impacts varied depending on each hospital’s or other 
partner’s unique circumstances.  Many of the findings and recommendations had immediate and critical applications.  Others 
will have intermediate and long-term effects, following additional study.  Some of the findings and recommendations addressed: 

• Improvements in population-based surgeon need forecasting
• Strategies for recruitment and retention, and the use of locum tenens surgeons
• Options for multi-hospital collaboration
• Strategies to reduce call coverage demands
• Local and out-of-area, primary care referral patterns
• Medical versus surgical needs of emergency department patients 
• Sedation strategies
• Quality improvement and patient safety strategies
• The implications of general surgeons, primary care providers, and gastroenterologists providing colonoscopy services

Beyond the Maine and Wisconsin initiative, the intent is to expand the project to other states and to regional multi-
hospitals systems; and to continue to build an accessible knowledge base, a dynamic surgical service assessment process, 
and useful analytic tools that reflect an increasing depth and breadth of experience.  

Please feel free to contact me at 207-990-0880 or JonathanSprague@RockyCoastConsulting.com with any questions or 
for further information.

Save the Date

MMA Practice 
Education Seminar

July 25th
8:00am - 4:00pm

at the 
Augusta Civic Center

Call the MMA office 
for more details
207-622-3374

Visit the MMA website  
at: www.mainemed.com
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Since 2009, Maine and Maine physicians 
have been leaders in the PCMH movement with 
the introduction of the Maine Patient Centered 
Medical Home (PCMH) Pilot.  Convened by the 
Dirigo Health Agency’s Maine Quality Forum, 

Maine Quality Counts, and the Maine Health Management Coalition, the Maine PCMH 
Pilot is a multi-stakeholder statewide effort to implement and evaluate the PCMH 
model, initially in 26 primary care practices, as the first step in achieving statewide 
adoption of a patient centered medical home model of care.  The Maine PCMH 
Pilot was launched in January 2010 and recently crossed the “halfway” mark in its 
original 3 year timeline.  From the time the Pilot was launched, many more primary 
care practices have made the commitment to move towards the PCMH model, as 
evidenced by over 100 practices recently submitting an application to participate 
in the upcoming Pilot expansion.  These efforts are truly building a medical home 
“movement” in Maine, and there are early signs that the Pilot offers lessons for future 
efforts within the state and elsewhere.  

PCMH Pilot Practice Changes
Within six months of selection, all 26 Pilot practices achieved national (NCQA) 

medical home recognition, with nine Pilot practices achieving Level 3 recognition.  
Pilot practices have also made significant progress implementing the Pilot’s 10 “Core 
Expectations” – the key changes outlined as key to moving to a more patient-centered 
model of care.  While the formal evaluation of the Pilot is still pending, early reports 
from Pilot practices show that several report implementing a number of practice 
changes aimed at reducing hospital readmissions and ED use, including maximizing 
staff roles to build a stronger team-based approach to care; expanding office hours 
to improve access; developing systems for more timely collection of data; making 
outreach calls within 24 hours of ED visits or hospitalizations; scheduling follow up 
primary care visits within a week of hospital discharge; offering more proactive patient 
education about appropriate use of hospital services; and improving medication 
management to improve safe prescribing and reduce medication complications.  
Several Pilot practices have reported significant early successes in reducing avoidable 
hospital admissions and ED visits. 

Lessons Learned:
·	 Support for practice change and collaborative learning are key -- PCMH 

Pilot practices report high satisfaction with the Pilot Collaborative Learning 
Sessions and regional meetings with other practices that provide opportunities 
for providers and staff to learn from each other.  Pilot practices are asked to 
identify best practices, and to exchange ideas, challenges and lessons learned.

·	 Leadership and flexibility are essential to supporting change – Within 
Pilot practices, physician leadership has clearly shown to be a strong predictor of 
success.  Physicians and other practice leaders are recognizing the importance 
of understanding the concerns of staff in different professional roles to maximize 
positive impacts, particularly as physicians and other clinical personnel often 
report their experiences of practice change differently than administrative staff.  
Building a strong culture of teamwork, understanding, and supporting open 
communication among providers are critical to success, and can help deal with 
the “change fatigue” that can often accompany this type of innovative work.

·	 Consumer engagement works – Maine PCMH Pilot practices have designed a 
number of efforts to better assess and address patient need and have learned that 
the meaningful inclusion of patients in practice improvement is vital to success.  
These include use of patient experience surveys; developing patient advisory 
councils (now in place in over half the Pilot practices!); and including patients 
in practice redesign teams.

The Road Ahead:
As the Maine PCMH Pilot enters into its next phase of work, Pilot practices will benefit 

from several new developments to support their continued efforts to improve care:
·	 Medicare Advanced Primary Care Practice (MAPCP) Demonstration – extends 

the timeline of the original Pilot from three to five years, through 2014 and 
provides an opportunity to expand the Pilot, with plans to add 20 new practices 
to the Pilot in 2013.  The Pilot Conveners will be selecting new practices from 
over 100 applicants by June 2012.

·	 Community Care Teams (CCTs) – multi-disciplinary, community-based, practice-
integrated care management teams that work closely with PCMH Pilot practices 
to provide enhanced care management services for the most complex, most high 
needs patients in the practice.   Payments from Medicare, Medicaid, and the 
commercial payers help support these CCTs as part of the PCMH Pilot.

·	 MaineCare (Medicaid) Value Based Purchasing and Health Homes – MaineCare 
has decided to make the PCMH model as a key component in their “Value Based 
Purchasing” strategy and Medicaid Health Homes initiative.  Medicaid is defining 
a “Health Home” as the combination of a PCMH practice and a Community Care 
Team to serve the most high-needs patients of the practice.  

·	 Accountable Care Organizations (ACOs) – Many provider organizations are 
working to develop ACO models to improve the delivery of care for specific 
populations of patients in exchange for new payment models that reward high 
value care are being developed.  There is growing agreement that well-designed 
and supported primary care/PCMH systems are foundational to wider payment 
reform efforts such as ACOs.

Our challenges are many -- we live in a state where 61% of our population reside 
in rural areas, the most rural state in the nation (according to the 2010 census 
figures), which has an implication on how we deliver critical health care services 
to a population that’s very dispersed.  The Pilot has captured the attention of key 
stakeholders in the state and nationally and holds great promise for reaching its goals 
of providing effective, efficient, and accessible health care supported by appropriate 
payment, as well as delivering sustainable value to patients, providers, purchasers, and 
payers.  There is much still to be accomplished to build on these early investments, 
but with the collaboration and dedication of our Pilot practices, the Maine physician 
community, and the many other stakeholders involved in this effort, we will succeed.

For a complete copy of the Maine PCMH Pilot Half Way Report,  
go to www.mainequalitycounts.org 

Maine Quality Counts, is a regional health care collaborative committed to 
improving health and health care for the people of Maine through leadership, 
collaboration and alignment.  For more information and to learn more about 
their work, go to mainequalitycounts.org.

Quality Counts  
By Lisa M. Letourneau, M.D., MPH, Executive Director, Quality Counts

Maine Leads the Way:  The Medical Home “Movement” in Maine

Lisa M. Letourneau,  
M.D., MPH

Chances are the 
Sunshine Act 
Will Affect You – 
Here’s How

Even minimal manufacturer 
gifts, payments and grants will 
be posted online

Beginning January 1, 2012, 
a new reporting provision 
for biological device, drug or 
medical manufacturers goes into 
effect, but it may impact you .  
Under the Physician Payment 
Sunshine Act, gifts or amenities* 
given to you by manufacturers 
must be reported to the U .S . 
Department of Health and 
Human Services (HHS) .  That 
means anything exceeding $10 
or totaling $100 annually must 
be disclosed .

Additionally, manufacturers 
must disclose if you or your 
family members have any 
ownership or investment in their 
companies .

Information will be public

But there’s more .  HHS will 
collect this information and post 
it on a public website beginning 
September 13, 2013, and on 
June 30 of each calendar year 
thereafter .  Manufacturers, 
physicians, teaching hospitals 
and the payment amounts will 
be searchable on this website .  
Anyone can search for you by 
name, specialty and address, to 
see what items were provided 
to you, as well as their value .  
However, the rule allows you 
to review and correct any 
information 45 days before it is 
available to the public .

Maine law requiring disclosure 
of gifts/honoraria, etc . was 
repealed in 2010, but the AMA 
has developed policy on  
this issue .  Find it at:  
http://www .ama-assn .org/
ama/pub/physician-resources/
medical-ethics/about-ethics-
group/ethics-resource-center/
educational-resources/
guidelines-gifts-physicians .
page

Reportable Payments*
A manufacturer must disclose these 
payments or amenities to individual 
physicians or teaching hospitals:

· Food
· Gifts
· Entertainment
· Travel
· Honoraria
· Research
· Grants
· Education
· Charitable contributions on a 

physician’s behalf
· Direct compensation for serving 

as faculty or speaker for a 
medical education program

· Consulting fees
· Ownership or investment 

interest
· Royalties or license fees
· Speaking fees
· Dividends
· Profit distribution
· Stock or stock option grants
· Any categories the secretary 

determines appropriate

Invite a Physician to Join MMA
Encourage your colleagues to become an  

MMA member and take advantage of the benefits  
of membership.

Contact Lisa in the MMA Membership  
Department at 622-3374 ext 221  

or email lmartin@mainemed.com.

SMK Consulting Services, LLC
Healthcare Compliance and Education

Stacey Mondschein Katz, Esq.
P.O. Box 205   Hallowell, Maine 04347
207.592.4639   stacey@smkconsultingservices.com
www.smkconsultingservices.com

Helping you simplify and solve the compliance puzzle in an ever-changing regulatory world.
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Offshore 
structures & 
strategies.
International sophistication

Local Maine counsel  

Expert design & execution

U.S. tax compliant

F. R. Jenkins, Esq., Barrister, Solicitor & Attorney-at-Law
Meridian 361 International Law Group, PLLC
97A Exchange Street, Suite 202, Portland, ME 04101

meridian361.com

Offshore Captive Insurance

Offshore Asset Protection

Offshore Funds

Offshore Banks

Offshore Yacht Registration

Offshore e-Commerce 

Offshore Intellectual Property Licensing

Offshore Investigations, Litigation & 
Dispute Resolution

Latin America & Caribbean Market Entry

D
r. M

asucci found a better w
ay.

After 30 years running a solo pediatric practice, D
r. Peter E. M

asucci* 
found a better w

ay to m
anage his practice. N

ow
, he spends m

ore tim
e 

w
ith patients than ever and getting paid the m

oney he’s ow
ed —

 w
hen 

he’s ow
ed it. H

ere’s how
 he did it.


   Low

-cost, w
eb-based, CCH

IT-certifi ed softw
are


   A constantly updated, patented database of insurance and clinical 
rules
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S
ound interesting? As a M

aine M
edical Association m

em
ber, 

you m
ay qualify for an 8

%
 discount off the im

plem
entation fee 

of athenaCollector
®. To learn m

ore about our billing, practice 
m

anagem
ent and EH

R services, and the discount, visit

l
   athenahealth.com

/m
m

a
or call 8

00.98
1.508

5
*  D

r. Peter E. M
asucci participates in athenahealth’s N

ational S
how

case Client Program
. 

For m
ore inform

ation on this program
, please visit w

w
w

.athenahealth.com
/N

S
C.


