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SEPTEMBER
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September 9
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Fall Conference & Trade Show
September 10–12
Hyatt Lost Pines, Cedar Creek
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This edition of Rural Matters is aimed at subjects that really matter to us:
the spring conference, the Gordon Russell Award, the legislative session,
managed care contracting, and what it means to be a nurse.
A year from now, I think what I’ll remember about our spring conference
are Jim’s comments about the things he learned from Russell followed
by Russell’s acceptance speech where he talked about his family legacy
in rural healthcare and his strong connection to home. That was the
good stuff – such a powerful reminder of what it means to lead and care
for patients, families, coworkers and communities.
We’ll leave it to others to score our performance with regard to the state
legislative session, and Don’s piece will go into greater detail, but I want
to mention a couple things: at time of publishing, we are one of the few
acute care hospital or physician provider groups that got new Medicaid
money this session and the Medicaid underpayment is funded with
state general revenue. Those of you who live in the IGT/supplemental
payment world will understand the significance of that – $45 million is
actually $45 million in Medicaid payments, not $18 million in IGT to get
$27 million in federal money.

When our advocacy committee helped us set legislative priorities,
there were things we would push for (Medicaid Underpayment) and
push against (Property Tax Caps). Although these issues were very
fluid during the session, we feel good about where they – and most
of our other issues – landed.
Last thing – during Nurse and Hospital Week – we appreciate the
way y’all shared your recognition and photos with us, and one essay
really grabbed our attention. We are sharing as the end note of this
publication a rural nurse’s perspective around the important personal
connections of a nursing career.
Hope you enjoy reading this issue as much as we enjoyed putting it
together for you.

John Henderson
President/Chief Executive Officer of TORCH
and publisher of Rural Matters

SOUND OFF: What are some of the traits you like best about Russell?
“Always search for new ways to serve your community.
Russell opened a dialysis center and built a wellness center
in Fort Stockton. He built a new hospital in Andrews. They
are about to break ground on a memory care center in
Andrews very soon. He searches for community needs and
then tries to fulfill them. We should all strive to do this.
Your housekeepers are just as important as your doctors.
You can have a world-renowned surgeon in your hospital,
but if your hospital is dirty and you have a high infection
rate, nobody will come. Respect your housekeepers and
dietary staff just as much as you respect your physicians.
They are truly just as important.
Have fun. Healthcare is fun. Taking care of your community
is fun. Enjoy every minute of it and never let the stress of
healthcare take away the joy of healthcare. Russell’s sense
of humor and ability to stay positive through the tough
times make him a phenomenal leader. We should all try to
have more fun.

“Russell is a straight shooter! He is
energetic, knowledgeable and a very
passionate leader that cares deeply
about the healthcare that he and
his team provide for the patients
that they care for in his facility and
community.”

Robbie Dewberry
Chief Executive Officer
Mitchell County Hospital District
Colorado City, TX

“Russell is a true friend. He is always
willing to listen, provide suggestions
and great advice. When I was a brand
new CEO, he was a big help to me
and after 10 years, I consider him
a trusted colleague. I admire his
love for his family, his hospital and
community. He truly believes in his
mission and purpose in all aspects of
his life. I treasure his friendship, his
humility, and his leadership in our
industry. Rural Texas, and Texas in
general, is a better place because of
his contributions.”

Donna Boatright, RN, MSN
Chief Executive Officer
Rolling Plains Memorial Hospital
Sweetwater, TX

Russell Tippin is just as fine a human being as he is a
hospital administrator. He has made a positive impact on
people every step of his career. He is focused on service
above self and always makes sure his people are taken care
of long before he worries about himself.”

Jim Horton, RN, MBA
Chief Executive Officer
Rankin County Hospital District
Rankin, TX

s u m m e r

2 0 1 9

R U R A L

M A T T E R S

3

M

E M B E R

S E R V I C E S

Hot Hand?
by John Henderson, President/CEO, TORCH

W

When I was young and VCR movie rentals became popular, my Dad
would sometimes rent and then insist we watch his favorite classic
movies. I remember struggling to make it through Giant, Hud, and
Butch Cassidy. Actually, the only oldie I remember enjoying was Cool
Hand Luke, and one of my favorite scenes involved Luke (Paul Newman)
bluffing his way through a hand of poker, then saying “sometimes
nothing can be a real cool hand,” which earned him the nickname. I was
reminded of that scene when Kevin Reed, Lynn Falcone and I met with
Senator Lois Kolkhorst and her staff very early in the state legislative
session. As we discussed rural health priorities, the closures in her
district, and the monumental challenges you face, she was bullish
and even made a reference to having a “hot hand” for the 86th session.
We left that meeting hopeful, and I started thinking about the session
differently.

The fluidity of the legislative session is a lot like a card game, and
outcomes can shift on a daily basis. Rural perpetually suffers from
being a low priority: dwindling representation and limited campaign
contributions almost guarantee that condition. But Senator Kolkhorst
quickly recognized and understood the political dynamics were lining up
in our favor. Consider these current factors:
• The rural hospital closure crisis is getting a lot of attention,
and statewide elected officials have retained control following
surprisingly competitive mid-term elections because rural Texas
(not urban or suburban) is red;
• The state comptroller’s revenue estimate was strong, which allowed
the legislature to spend a little money;
• Rural issue price tags are modest – relative to some of the higher
priority issues – the $5k teacher pay raise in SB3 was projected to
cost a whopping $4 billion;
• An alleged scandal caused the prior Senate health chairman
(Charles Schwertner) to step down and be replaced by a more
supportive chairwoman (Kolkhorst), and Senator Kolkhorst’s right
hand on the committee (Senator Charles Perry) – although very
fiscally conservative – has 38 rural Texas hospitals in his district and
showed a willingness to stick his neck out for us;
• Representative Four Price (there is no one better – one of the best)
was willing to shepherd our legislation through the house.
It took all of this good fortune and star alignment, plus serious effort
from Don (McBeath), and calls/letters/testimony from so many of you to
achieve our priorities. My takeaway is a mix of gratitude for the outcome
along with lingering concern – I know it won’t be enough to comfortably
cushion some rural Texas hospitals from their vulnerabilities.
The biggest lesson for me is around the way we frame advantages and
disadvantages – our weaknesses are often misunderstood or undercapitalized. Although closures are the worst-case scenario for rural
Texas communities, they helped move legislative priorities in a way I
underestimated. Vulnerability forces innovation, and the legislature is
willing to allow flexibility to rural hospitals who stretch to meet patient
needs. So as each of you work to maintain access to life-saving care in
your communities, and the path seems daunting, I would just remind you
that “sometimes nothing can be a real cool hand.”
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Meet Your New Board Members

A

At the April Annual Membership Meeting the following new TORCH
Board Members were elected:

skilled nursing care, injury treatment and more. Both hospitals have been
providing care in their communities for 69 years.
Lorenzo J. Serrano, CEO, Winkler County Memorial
Hospital in Kermit, TX

Don Bates, CEO, Golden Plains Community
Hospital in Borger, TX

About his hospital: Golden Plains Community
Hospital, is a new 25 bed state-of-the-art hospital
that opened in 2011 and operates as a Level
IV ER/trauma facility. The facility offers surgical
procedures, labor and delivery, full lab and
radiology services, rehab capabilities, wound
management and operates a swing bed program and more.
Golden Plains Community Hospital is located in Hutchinson County and
has been providing care in the community for 92 years. The population
was 13,251 at the 2010 census.

About his hospital: Winkler County Memorial Hospital
has been dedicated to meeting the health care needs
of the citizens of Winkler County and its surrounding
areas. In 2000, the hospital received designation as a
Critical Access Hospital and in 2011 was designated
a Level IV Trauma center. This 19-bed facility offers full laboratory services,
pharmacy services, physical therapy services, and radiology services as well
as a swing bed program and more. Winkler County Memorial Hospital has
been providing care in the community for 71 years.

John Graves, CEO, Dimmit Regional Hospital in
Carrizo Springs, TX
About his hospital: Dimmit Regional Hospital is
a 501(c)3 not-for-profit first known as Dimmit
County Memorial Hospital. The hospital opened
its doors in 1949 with 25 beds. In 1975, the
hospital was remodeled and enlarged to 48 beds.
In 2010, hospital district election passed overwhelmingly and became
Dimmit Regional Hospital. The facility offers full lab services, imaging,
surgical services, labor and delivery, physical therapy services as well as,
respiratory care and more.

MAXIMIZING REIMBURSEMENT
for rural healthcare centers, hospitals & clinical staff
by providing affordable and quality-driven coding
and educational services based 100% in the USA

Service Lines include:
Dimmit Regional Hospital is located in South Texas in the city of
Carrizo Springs, County of Dimmit and has been providing care in the
community for 70 years. The population for the county is approximately
18,000.
Erin Marietta, CEO, CHI St. Joseph Health
Madison Hospital in Madisonville, TX and CHI
St. Joseph Health Grimes Hospital in Navasota,
TX
About her hospitals: CHI St. Joseph Health
Madison Hospital and CHI St. Joseph Health
Grimes Hospital are both 25-bed critical access
hospitals offering a Level IV trauma center, in-patient and out-patient
services, physical therapy, emergency care, occupational therapy,
s u m m e r
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Coding for All Inpatient &
Outpatient Specialties
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Documentation
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•

Auditing Compliance
Consulting

Sharon L. Nicka, RN, CPC
President, CEO & Founder

Call for your FREE
consultation and
866-556-5976
coding feasibility
study today!
www.nicka-associates.com
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Breaking Free From Insurance Codependency
by Brant Couch, CPA, CIC, HealthSure President
To Turn Employee Benefit Risk into an Asset

Steps to independence

With about half their annual budget going to salaries and benefits, it’s

Co-Dependents Anonymous has adapted Alcoholics Anonymous

little wonder rural hospital CEOs, CFOs and board members leave no

12-step program to help its members. While we haven’t come up with

stone unturned looking for ways to contain costs.

12 steps (yet!), there are a few simple steps you can take to break the

W

While cost control is an essential survival and success strategy, a
growing number of leaders are broadening their perspective by looking
for new ways to get the best possible return on their investment in
employees.

cycle of insurance codependency. A definition of codependency is: A
codependent relationship is dysfunctional in that a person’s self-esteem
and happiness is completely tied up in their partner’s wellbeing instead of
their own. Codependency involves unhealthy helping and even enabling
behaviors, a lack of inner boundaries, and a need to feel needed. While

The notion that employee benefits are an investment, not just an
expense, is leading some to question the traditional practice of
transferring risk by buying insurance. Cost control alone focuses

codependency most frequently applies to romantic relationships, such
as spouses or partners, virtually any relationship can be affected by
codependency.

primarily on the annual insurance bill. As
we have all seen, this has led to relentless
annual premium increases, and to what many
recognize as a benefits death spiral.

What is insurance codependency?
For the sake of argument, let’s borrow from
the mental health world and call it insurance
codependency. A codependent relationship
is dysfunctional. It occurs when one person’s
self-esteem and happiness is completely tied
up in another person’s wellbeing instead of
their own. Codependency involves unhealthy

The first step is fundamental: you need

The first step is fundamental: you
need to explore and eventually
embrace the philosophy that risk is
an asset…by paying the insurance
company to take away your risk, you
are in fact paying them to take away
an asset. They continue to make
record profits because they know how
to charge you more than what it costs
them to manage your risk.

between the insurance company and rural hospitals.

before, but it bears repeating: by paying the
insurance company to take away your risk,
you are in fact paying them to take away an
asset. They continue to make record profits
because they know how to charge you more
than what it costs them to manage your risk.
When you believe risk is an asset, then you
have the opportunity to manage it just as
to the second step: in order to effectively

(profitably) manage risk, you need access to information. You need to
know where you are vulnerable, what that vulnerability is costing you,
and how to reduce or eliminate that vulnerability. Thanks to insurance

By giving away risk, rural hospitals leaders are giving away responsibility

codependency, that information has always been controlled by the

for their employee’s wellbeing and, by reason, the wellbeing of

insurance.

their hospital. In return, they get nothing but abuse in the form of
premium increases, reduced benefits, and increasingly stricter terms
and conditions. But, despite the abuse, they continue to enable their
codependent by dutifully paying premiums.
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you manage any other asset. This leads

helping and even enabling behaviors.
Insurance codependency maps a similar dysfunctional relationship

to explore and eventually embrace the
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The diagram on the right presents a model for turning risk into an asset.
You will notice there is a turning point near the middle that hinges on
becoming fully or partially self-funded.
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Time to break the cycle?

community hospitals. By leveraging the collective buying of many

When you look at the diagram, can you find where your hospital sits?

hospitals and, more importantly, providing a dynamic collaborative
structure for sharing proven wisdom and new ideas, CHIC promises to

If you are still on the codependency side of things, or if your progress

deliver greater cost control, better health outcomes for employees and

toward risk asset management is stalled, you now have the opportunity

the potential for a significant cash return.

to reconsider how you’ve been addressing employee benefits.
You can visit our web site at healthsure.com to learn more, or visit
At HealthSure (the TORCH Insurance Program manager), we have played

the web site at rhiaprogram.com for the NRHA sponsored insurance

a part in leading the charge away from insurance codependency within

program we also manage. It’s called Rural Hospital Insurance of

the rural hospital leadership community by encouraging collaboration

America (RHIA) and there are a number of recorded webinars that

between TORCH member hospitals, exploring and introducing new

explore and explain how some of the nation’s Top 20 rural and critical

strategies for taking back control from big insurance, and innovative

access hospitals have escaped insurance codependency.

ways to manage risk.
For example, we created the Community Hospital Insurance Coalition

Brant Couch, President | (512) 292-3315 | brantc@healthsure.com

(CHIC), a medical stop-loss reinsurance program for rural and
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Maternal Care Designation Rules: The Journey to
Better Maternal Outcomes
by Carla Rider, D.N.P., M.S.N., M.B.A., RNC-LRN

I

Responding to a Public Health Concern
In 2010, Texas’ maternal mortality rate – 18.8 percent – already was on
the high side among states nationwide. But alarmingly, from 20102012, data showed the maternal death rate had doubled. After further
in-depth review of the data, the maternal death rate was lowered to 14.6
out of 100,000 cases. While that was good news, the numbers still were
disturbingly high.
The public health concern wasn’t specific to Texas, but the sudden
increase here quickly got the attention of providers, the public and the
Texas Legislature. In 2013, the Legislature went into action, forming a
Maternal Mortality Task Force and a Perinatal Advisory Council. These
groups were tasked with reviewing maternal morbidity/mortality

trends and data; developing criteria for both
neonatal and maternal levels of designation;
establishing perinatal care regions to
encourage regional coordination of care; and recommending best
practices to improve outcomes.

Levels of Care Designations Launch
The criteria for neonatal levels of care designation became effective first,
and hospitals seeking that designation already have completed their first
designation cycle. Quickly on its heels, the state went to work on finalizing
maternal care designation rules. Those became effective March 2018.
We’ve had more time to roll out the maternal process, whereas the
neonatal process was much tighter. Hospitals have until Aug. 31, 2021, to
apply for maternal designation.

What Level 1 Hospitals Need to Know
The maternal levels of care designation rules are outlined in the Texas
Administrative Code. 133.201-133.210. The state defines a Level 1 Maternal
Designated Facility as one that provides care for pregnant and postpartum
patients who are generally healthy and don’t present a significant maternal
morbidity or mortality risk. The hospital must also follow rules related to
having skilled personnel with documented training.
Unlike hospitals seeking higher-level designations, hospitals seeking Level
1 designation are not required to have a third-party survey conducted.
Rather, they may submit a self-survey to demonstrate compliance. In
addition, Level 1 hospital designation applications to the Department
of State Health Services must include a letter of participation from its
Perinatal Care Region, and a plan of correction if the facility has potential
deficiencies. The application must include a written plan of the maternal
program that with details on scope of services, the maternal patient
population to be treated, consistent with accepted standards of practice
and ensuring the patient’s health and safety.

What Level 2 Hospitals Need to Know
According to the state’s definition, a Level 2 Maternal Designated Facility
provides care for pregnant and postpartum patients with low to moderate
risk. Unlike Level 1s, Level 2 facilities must be surveyed by an approved
third-party organization such as TETAF and evaluated for compliance and
non-compliance with the rule. They too must include a detailed plan of
care as well as a plan of correction for any potential deficiencies, along
with other application requirements.

8
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Meeting the Timelines

Get Informed, Stay Informed

To receive Medicaid reimbursement, hospitals must receive maternal
care designation from DSHS by Aug. 31, 2021. That is a one-year
extension from the state’s original deadline, as a result of the recently
passed Senate Bill 749. TETAF was actively involved in legislative
discussions on that bill, recognizing the importance of avoiding the
burdens that hospitals incurred following the rapidly implemented
neonatal levels of care. The good news is the legislation allows hospitals
to pursue designation well in advance of the new deadlines.

One of the great benefits of the maternal levels of care designation
process is the sharing of knowledge and best practices identified
through the survey process. Webinars, user forums and online resources
are providing critical value in program development, leading to
improved patient outcomes. In coordination with TORCH, we are hosting
a two-part webinar series, July 9 and 28, specifically for Level 1 and Level
2 TORCH member facilities. We’ll go into more depth about the specific
requirements and process for seeking each of those level designations.
Watch your TORCHCast emails for registration details, and visit our
website at texasperinatalservices.org for great resources to help guide
your hospital through this journey.

It’s important to use this time to hospitals’ advantage to refine and
improve their programs and be fully prepared to meet the designation
rules. The additional time allows a better focus on patient care and
improved maternal care delivery for Texas mothers and babies. It also
gives hospitals time to complete their surveys – whether self-surveying
Level 1s, or third-party Level 2 surveys – to avoid the last-minute
crunch of application submissions and processing at DSHS, resulting in
potential designation delays, as experienced with the neonatal survey
deadlines.

About the author: Carla Rider is Director of Perinatal Services for TETAF/Texas
Perinatal Services. She has more than 25 years’ experience in women’s and
children’s nursing including Level II and III NICUs, maternal care and pediatrics.
Contact her at crider@tetaf.org.

Facility Assessments
Master Planning
Comprehensive Design Services
Project Management
Construction Administration
Metrics & Analytics
team-psc.com
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STRUGGLES
GAIN
ATTENTION
OF TEXAS
LEGISLATURE

exas rural hospitals had their most successful session in the Texas
Legislature in decades with a marked response to the rural hospital
closure crisis and other struggles. With attention driven by 21 Texas
closures since the beginning of 2013, and a number of those hospitals still
closed, the Legislature responded in several ways.
First is a substantial increase to Medicaid rates for rural hospitals to reduce
their losses. $90.5 million more to be exact across the next two-year budget
cycle starting September 1. It is projected that rural hospitals are paid
60 cents for every dollar they spend treating a Medicaid patient which,
according to the Texas Health and Human Services Commission, adds up to a
payment shortfall per year to rural hospitals of more than $150 million. While
the $45 million more per year in Medicaid payments will make a dent in the
underpayment, it still leaves rural hospitals short by over $100 million a year.
Rural hospitals are appreciative of the legislative response but also concerned
that it didn’t dig them out of the financial hole with Medicaid patients.
Struggling rural hospitals will hopefully buy some time with the higher rates
and then will renew the effort in two years to seek full cost recovery from
treating Medicaid patients.
One issue that will be different in two years is a new state law on the books,
which came about this session courtesy of SB 170 by Senator Charles Perry.
It mandates that rural hospitals are to get a payment bump September 1,
followed by conversion to a full cost payment system starting September 1,
2021. The new law does contain language that the payments are subject to
appropriations which means if state lawmakers fail to budget the full amount
to cover losses, their payment obligation stops when the money runs out. But
certainly, it is fair to say that rural hospitals will argue to budget writers in two
years that full cost payments to rural hospitals is state law and they should be
budgeted accordingly.
In recognition of the dwindling access to labor and delivery care in rural
Texas, with only 66 of 161 rural hospitals now providing obstetrical care, a
$500 add-on payment was authorized in the new state budget when babies
are delivered in a rural hospital and covered by Medicaid. While falling well
short of covering that cost, it is an increase and one that will hopefully be
bumped even more in two years when the Legislature reconvenes.
Rural hospitals view the increased payments as a life preserver that will
hopefully give them some more time, and then payments in two years that
are more aligned with the cost to provide the services.
Rural hospitals also saw help and support from the session in terms of several
bills that passed. Here are some highlights:

Special thanks to James Janek, FACHE, CEO of
Rice Medical Center. This was his second time to
testify – he drove in early for house public health
committee testimony and then headed back to
the hospital in Eagle Lake for work.

• SB 749 by Senator Lois Kolkhorst provides regulatory relief for hospitals
associated with the delivery of babies:
– Allows any Level I or II maternal/neonatal designated hospital to
fulfill obstetrical requirements with a family practice physician
having OB experience.
– Allows use of telemedicine to access any required OB coverage in
a Level I, II, or III.
– Sets up a formal appeal and waiver process from requirements
when a hospital believes they cannot comply but can still provide
appropriate care.
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is not always feasible, especially in communities with only one or
two physicians. Some hospitals contract with locum tenens visiting
physicians for emergency room coverage but are often challenged
by the cost in a low volume setting. Many of those hospitals have
been forced to drop their trauma designation faced with the
inability to comply with the current requirements. Those hospitals
will soon be able to seek redesignation if they desire when using
telemedicine coverage.

On April 30, Rep. Four Price (seated, facing the House Human Services
Committee) is explaining SB170, the rural hospital Medicaid payment
increase bill he sponsored in the House. Don McBeath, Director of
Government Affairs, TORCH; James Janek, FACHE, CEO of Rice Medical
Center; and John Henderson, CEO, TORCH, are seated behind Rep. Price.

– Deadline for hospitals providing deliveries to have a maternal
designation deadline moved from Aug. 31, 2020 to Aug. 31, 2021.
The change brought about in the maternal/neonatal law is especially
important in maintaining labor and delivery care in rural Texas. Some
rural hospitals have historically provided Level II maternal type care
for pregnant mothers with minor health issues but are challenged to
comply with each and every requirement in the new designation system.
Accepting a Level I designation, limiting care to only healthy
mothers, could lower patient volume in some rural hospitals to
such a level that a hospital could be forced to shut down labor
and delivery. A waiver under the new law from some of the
Level II requirements would allow a hospital to admit pregnant
mothers with minor health challenges and thus keep the labor
and delivery volume at a higher level.

• SB 2, the so called “property tax cap” bill included a provision
for hospitals that could be a lifesaver some day for a public rural
hospital on the verge of closure. The cap on property tax rate
increases before an automatic election for voters to say “yes” or “no”
(also historically referred to as the rollback rate) was set at 3.5% for
cities, counties, and many other taxing entities. For schools, it was
set at 2.5%. But for hospital districts, as well as community colleges
and entities with a rate of 2.5 cents and less per $100 valuation,
the rollback rate remains at 8%. This bigger margin is important to
rural public hospitals for several reasons. With smaller tax bases, a
larger increase on a low rate could become necessary to generate
sufficient additional revenue to keep the hospital open. Plus, unlike
any other taxing entities, hospital districts almost exclusively use
their tax dollars toward indigent health care costs which is an
unfunded state mandate. For the few county owned hospitals that
are funded out of the county budget, while the 3.5% rollback cap
applies to the county budget, the hospital portion of the budget
could be raised up to 8% without counting against the overall 3.5%
cap and putting the county in the position of holding an election.
It was a good session and rural hospitals are breathing just a little bit
easier.

• SB 1621 by Senator Lois Kolkhorst should bring more focus
and attention to the continuing struggles of rural hospitals:
– Directs the hospital licensing authority in Texas
(Department of State Health Services) to license as a
hospital any step-down, limited services rural hospitals
that may be authorized in the future by Congress.
– Requires the Texas Health and Human Services
Commission (HHSC) to develop a strategic plan on rural
hospitals to maintain access to care in rural areas.
– Requires HHSC to create a rural hospital advisory
committee.
– Requires HHSC to collaborate with the state office of rural
health at the Texas Department of Agriculture.
• HB 871 by Representative Four Price acknowledges the
advances in telemedicine and will allow rural hospitals
in counties of 30,000 population and less the option to
access required emergency physician coverage under their trauma
designation via telemedicine. Level IV trauma designated hospitals
(which most rural hospitals are so designated) must have a doctor
respond to the emergency room within 30 minutes. Such a response
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State Representative Four Price of Amarillo (second
from right, wearing jacket) watches an emergency
room telemedicine demonstration arranged by
TORCH at Parmer Medical Center in Friona on July 27,
2018 which inspired the filing of HB 871.
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IT TAKES A VILLAGE, AND THANKS TO THE VILLAGE

T

he old African proverb of “it takes a village to raise a child” held true
this now past Texas Legislative session. The village in the Texas Capitol
stepped up and took care of this child. So many worked together in
different ways and notes of appreciation and thanks are due.
First to Governor Gregg Abbott, Lieutenant Governor Dan Patrick, and Speaker
of the House, Dennis Bonnen. No, they were not out-front cheerleading the
cause for rural hospitals. But they were aware of the needs and kept the door
open for the workhorses in the Legislature to guide the bills and money
through. Nothing would have occurred if they were not on board.
Thanks also go to the chairs of the committees that the money and
bills maneuvered through. If the chair doesn’t like it, it usually dies.
Specific mention of Senate Finance chairwoman Jane Nelson and House
Appropriations chairman John Zerwas is due for the additional funding.
Then to the work
horses. Senator
Charles Perry, with
38 rural hospitals
(and a 39th that
closed a year ago),
started the push
and set the tone
with the filing of
his rural hospital
Jim Janek, CEO of Rice Medical Center in Eagle Lake
(left) and Don McBeath, TORCH (right), testify before payment bill all
the Senate Health and Human Services Committee on
the way back in
March 19 about SB 170.
November. He
gave one of the most impassioned speeches ever in the Texas Capitol about
the struggles of rural hospitals when he explained his payment bill before
the Senate Health and Human Services committee on March 19. You should
watch it sometime. It can be found in the archived video of the hearing at:
http://tlcsenate.granicus.com/MediaPlayer.php?view_id=45&clip_
id=13985. (Click on the start button and advance forward 1 hour 21 minutes
into the video. The hearing on SB 170 is about 21 minutes long.) Senator Perry
guided the bill through the Senate, even with a few changes that were not
popular but necessary to move the bill. It certainly did not hurt that he was the
vice-chair of the Senate Health and Human Services Committee which the bill
traveled through.

The moment on May 17 they read
HB1 conferees’ decisions regarding
the biennial state budget. Rural
hospitals will get an additional
$45,243,020 a year in Medicaid
underpayment and $8 million a
year in OB add-on ($500/Medicaid
delivery) for a total of $53,243,020 a
year in new money. We were pushing
hard for more but that’s an average
of $330,701 (real money) for each of
the 161 rural hospitals in Texas.
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Then the biggest “thank you” note is addressed to Senator Lois
Kolkhorst with 17 rural hospitals in her district and several past closures.
She was literally energized from day one in her pursuit to protect rural
hospitals. She chaired the Health and Human Services Committee and
was determined to get the payment bill through. She also teamed with
Perry in pursuit of the dollars to go with it, burning a path to Nelson’s
office regularly. Kolkhorst also knew rural hospitals needed regulatory
relief and pushed an agenda of bills to make life better by filing the
maternal/neonatal bill with a primary intent to help rural hospitals and
then the bill to honor any new step-down rural hospital that Congress
may soon create, along with the study on the future of rural hospitals
which places the ongoing plight of rural hospitals a little higher on the
list at the Health and Human Services Commission.
It takes two legislative chambers to effect change and that was in play.
Representative Four Price, who thinks of rural from a statewide policy
perspective and not just his district, took the lead on the bill to give
small rural hospitals with a trauma designation the option of accessing
distant emergency physicians via telemedicine when they don’t have
one available on-site. Senator Perry picked that one up in the Senate
once it cleared the House where it started. Price then latched onto
the Senate bills coming over to the House like the neonatal/maternal
revisions and the step-down rural hospital. He guided those to passage
in the House. Mention in this article also goes to Representative Dustin
Burrows, with five rural hospitals and who penned the property tax
cap bill on the House side. While the initial senate version of that bill
left smaller taxing jurisdictions with total tax collections of $15 million
a year and less under current law with the higher 8% rollback limit,
Burrows wanted to make sure that all hospital districts, large and small,
were not hand tied. Burrows understood two factors being that hospital
districts are a very small part of a taxpayer’s property tax bill and, unlike
other taxing entities, hospital districts use all of their tax collections to
pay for the unfunded state mandate to provide indigent health care. It
was a priority for Burrows to let hospital districts maintain the resource
of the higher rollback rate.
As one can imagine, there were other players this session working on
behalf of rural hospitals – too many to mention and already running
the risk of not publicly giving some the credit they deserve. And final
credit goes to those that never get mentioned. The staff of those named
above, staff in offices we didn’t name, and the staff of the various
committees. They are the front line in the offices and study the issues
and often guide their bosses to
the ultimate policy vote. These
staff members in the right places
had the back of rural hospitals
and to them, a big “thank you.”
It does take a village and that
village in the Texas Capitol
helped protect rural hospitals.
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Lower plan fees mean helping
your hospital’s team reach
their savings goal faster.
Email Lea Anne Porter at lporter@tha.org
or call 512/465-1544 for your free evaluation.

When MRI, CT
Service is Needed
KEI Medical Makes a Big Difference

512.477.1500
info@keimedicalimaging.com
www.keimedicalimaging.com
kei medical.indd 2

KEI MEDICAL

MRI & CT Services
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Russell Tippin giving his speech after receiving the Gordon
Russell Merit Award at the 2019 TORCH Annual Conference
awards luncheon at Union Station in Dallas.
Congratulations to the TMSI Endorsed Partner of the Year award winners
Wilco Data. Pictured left to right: William Newcomer, Vice President;
Kylie Quintero, Executive Assistant; Dustin Hawk, President and Jered
McMahan, Director of Sales.

For the last 20 years,
the Texas Organization

Big props to every hospital leader,

of Rural & Community

endorsed partner, vendor and friend

Hospitals has honored a

who attended the 2019 TORCH

rural hospital CEO who

Annual Conference and Tradeshow.

embodies the qualities of

We didn’t break the attendance

service to a community

record, but we did have 700 in
attendance, and it’s still hard to

we all aspire to. The award

believe we have the biggest rural

recognizes outstanding

hospital conference in the country.

achievement by rural
hospital leaders and

As y’all know, there are several

their dedication to the

reasons we gather: among them

profession.

are education around the pressing
advocacy, regulatory, legal and

Gordon Russell, the

compliance issues of the day, the

award’s namesake, was the

peer to peer networking and learning

administrator of Hi-Plains

that naturally occur, the business

Hospital for more than 40

intelligence and relationship building

years and a former mayor

with vendor partners that we need
to make our organizations more
efficient and accountable, and to just
have a little fun. I hope you were able
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Congratulations to
Russell Tippin,
our 2019 Gordon Russell
Merit Award Recipient!

of Hale Center, Texas.
This year’s recipient is
Russell Tippin, CEO of
Permian Regional Medical
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The HealthSure TORCH Light Award went to Peterson Regional
Medical Center, Kerrville. From left to right: Brant Couch, President/
CEO, HealthSure; Pat Murray, CEO, Peterson Regional Medical Center;
Barry Couch, CEO, HealthSure Strategic Advisory Services and Patti
Johnston, Account Manager, HealthSure.

Conference goers enjoyed the hospital display in the lobby
area. All combined, over 5,300 years of care have been
provided by the attending hospitals.

The 2019 Gordon
Russell Merit Award
winner, Russell
Tippin, center,
pictured with
two of the TORCH
founders – Ernest
Parisi, left and Lynn
Heller on the right.

to check each of those boxes again
this year, and plan to be with us again
in the fall and next spring.
We always enjoy the Gordon Russell
award, but can’t remember being
more inspired by the comments of
a recipient than we were moved by
Russell Tippen this year. Meeting
his family and hearing his story and

Center in Andrews, a remarkable organization and facility in west Texas
between Odessa and Lubbock. His 19 years of combined leadership in
Fort Stockton and Andrews – his hometown – are marked by service and
building expansion aimed at meeting local need.

values were a real encouragement.
We were also proud to honor
longstanding TMSI relationships and
an outstanding insurance program.
We were excited to announce the

Russell led efforts to add dialysis services for a vulnerable population, add

TORCH Foundation awarded $27,000

wellness centers to improve community health, recruit professionals who

this year in education stipend awards

understand the vision, build a desperately needed replacement facility,
and improve quality and outcomes every step of the way.
Russell is a steady and consistent leader for rural health, an accessible

to our member hospitals. And, as
always, we experience a special mix
of pride and nostalgia when we get to
spend time with our founders.

friend and mentor to his colleagues, and an advocate at the state and
national level. “We all have one or two people in our careers who make a
continued on page 17
s u m m e r
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You know we aim to be a totally memberdriven association, and we are only as
healthy as our hospitals, and only as good
as our board leadership. We are so grateful
for the service of Pat Murray, Peterson
Regioinal Medical Center/Kerrville, Fran
McCown, Haskell Memorial Hospital/
Haskell, and James Vanek, Columbus
Community Hospital/Columbus, who ended
their service on TMSI, Foundation and

Jim Horton,
CEO, Rankin
County Hospital
District,
introduced
Russell Tippin
as the 2019
Gordon Russell
Merit Award
recipient during
the Awards
Luncheon.

TORCH boards. But we are eager to work
more closely with our new board members:
Lorrenzo Serrano (Winkler County
Memorial Hospital/Kermit), Erin Marietta
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(CHI St. Joseph Health Madison Hospital/

great impact (on you),”

Madisonville) and (CHI St. Joseph Health

said Jim Horton, CEO of

Grimes Hospital/Navasota), Don Bates

Rankin County Hospital

(Golden Plains Community Hospital/Borger)

District. “Russell is one of

and John Graves (Dimmit Regional Hospital/

those people. “

Carrizo Springs).

Russell has gathered

Thanks again for your participation at

credit and accolades

our spring conference. If you didn’t make

along the way, but the

it, repent and make plans to attend both

recognition of the Gordon

our fall (September 10–12 at Lost Pines in

Russell Merit Award most

Bastrop) and spring conference (April 14–16

personifies Russell’s

in Dallas) in the next year where we will

service to rural Texas.
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Russell Tippin (left) with Morgan Mason,
Jessica Wilson Booth, and Donny Booth
after the awards ceremony.

celebrate our 30 year anniversary.
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Congratulations to our 2019 Award Winners at
this year’s TORCH Annual Conference!
Gordon Russell Merit Award
Russell Tippin

15 Year TORCH Corporate Member
Emergency Staffing Solutions

TMSI Endorsed Partner of the Year
Wilco Data

10 Year TORCH Corporate Members
Evident
Envision Physician Services
HealthShare/THA
KAI Engineering
Robins & Morton
THA Retirement Plan

HealthSure TORCH Light Award
Peterson Regional Medical Center
John F. Boff Memoral Scholarship
Joshua Toole

And our 28 award winners for our TORCH Foundation
Scholarships and Stipends!
s u m m e r

2 0 1 9

R U R A L

M A T T E R S

19

Designed for critical access, rural and community hospitals, StrateqEHR offers an affordable,
native cloud-based solution that includes fully integrated clinical, revenue cycle, and financial
applications accessible from any device.
Strateq’s mission is to help rural hospitals thrive by providing affordable, user friendly solutions that enhance clinician workflow
while increasing the overall financial health of the hospital.
Security is paramount for Strateq and we are proud to partner with Armor, a cloud security company that takes the complexity
out of protecting your data. Armor provides managed security solutions that give you a clear picture of threats facing your
organization and provides you with the people and security resources to stop attacks before they happen and react quickly and
effectively when they do, keeping your data safe and compliant. www.armor.com
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TORCH Managed Care Rate Exchange Initiative – (MC-REX)
Jim McCoy, Managing Director, WayPoint Healthcare Advisors

W

When negotiating managed care contracts, hospitals do not get what
they deserve, they get what they negotiate. Managed care plans’
primary objective is to achieve the lowest cost. They don’t adjust their
objectives due to your hospital’s mission, or the challenges of being a
rural hospital. If a hospital doesn’t have the experience and information
required to effectively negotiate a contract, bad contracts happen.
Avoiding bad contracts requires solving the experience and information
deficit. Managed care companies respond favorably to reasonable
counterproposals. Making a reasonable counterproposal requires
understanding the contract’s reimbursement mechanics across service
lines. Very rarely is a contract entirely good or bad across. Managed
care representatives are likely truthful when they say a specific rate is
too high. However, they are not likely to volunteer where a hospital can
achieve a corresponding rate increase. A proper negotiation requires
informed representatives on both sides.
It is for this reason that TORCH has launched the managed care rate
exchange initiative (MC-REX) working with Jim McCoy at Waypoint
Healthcare Advisors. Waypoint is a Fort Worth, Texas based consulting
firm that specializes in managed care, population health, and
accountable care initiatives.
Launched
Without data, you’re just another
in April, the
TORCH MCperson with an opinion.
REX initiative
— W. Edwards Deming
will provide
otherwise
unavailable market data to TORCH and its participating members to
aid competitive managed care and clinical integration strategies. The
MC-REX work effort has been designed consistent with Statement 6 of
the DOJ and FTC on Provider Participation in Exchanges of Price and Cost
Information (Statement 6). This DOJ/FTC framework includes but is not
limited to the following conditions:

“

”

• Data collection, aggregation and analysis must be conducted by a
third party.
• At-least five providers must fully participate.
• No individual entity’s data can represent more than 25 percent of
the applicable dataset.
• Lastly, results must be sufficiently aggregated such that no
particular provider’s prices or compensation may be identifiable.
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The MC-REX is necessarily about more than just rates. Statement 6
encourages rate exchange initiatives to incorporate “other non-price
information” in their survey procedures. Accordingly, the survey tool
collects information pertaining to service mix, integration, telehealth/
virtual care platforms, clinical process improvement, population health,
and claims payment practices. The project scope and survey tool were
developed working with the MC-REX steering committee, the members
of which appear in the table below.

MC-REX Initiative Steering Committee
Kevin Latimer

Childress County Hospital District

Terry Scoggin

Titus County Hospital District

Rebecca McCain

Electra Hospital District

John Henderson

TORCH

Rance Ramsey

Martin County Hospital District

Kevin Reed

RCMH Law/TORCH

Lynn Falcone

Cuero Regional Hospital

Jim McCoy

WayPoint Healthcare Advisors

At the completion of MC-REX work effort, each participant will receive
a customized observations and recommendations report. Each report
will contain summary findings on non-price information and identify
applicable market trends in reimbursement format and level. WAYPOINT
will review and discuss the findings with each participant’s leadership
team.
Data collection is ongoing and targeted for completion by the end
of June. Database development and analysis will be conducted
throughout July and August. Reports will be finalized and delivered in
the fall.
It is not too late to participate. To date approximately 40 member
hospitals have agreed to participate in the MC-REX initiative. If you want
to enroll your hospital or have questions, please contact John Henderson
or Jim McCoy.
Jim McCoy, Managing Director, WayPoint Healthcare Advisors,
Cell: (817) 422-1628 or Office: (817) 332-0010, jmccoy@waypointhc.com
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New Changes to Midlevel Supervision Requirements
by Ben Nipper, Attorney, Reed, Claymon, Meeker & Hargett, PLLC

A

As the 86th Regular Session of the Texas Legislature came to a close,
several bills affecting rural healthcare providers were passed by both
houses and appeared on Governor Abbot’s desk for his signature. One
of those bills, HB 278, will help ease both financial and administrative
burdens for many rural practices by simplifying the requirements for
physician supervision over advanced practice registered nurses (“APRN”)
and physician assistants (“PA”), also known as midlevel providers, to
whom a physician has delegated prescriptive authority.
Under current law, physicians are generally required to “adequately
supervise” their midlevels. With a few exceptions, the particulars of
what constitutes adequate supervision are left to the judgment of
the physician and the midlevel he or she supervises. One of those
exceptions relates to “periodic meetings” that the physician and
midlevel are required to hold, at which they are supposed to discuss
topics such as patient care issues encountered by the midlevel since the
last meeting. The frequency and manner in which these meetings are
required to be held depend on whether the supervised midlevel is an
APRN or a PA. Meetings with PAs must be held at least monthly and can
be conducted over the phone, videoconference, or any other method
that allows for real time communication.
On the other hand, periodic meetings with APRNs must be held in
person, face-to-face every month for at least the first three years of
the physician-APRN supervision relationship. But if the APRN was
supervised by a physician under another prescriptive authority
agreement (“PAA”) during at least five of the previous seven years, or
if the delegating physician changes at any point after the first three
years, then the face-to-face meetings must be held every month for
only the first year after the PAA is executed. Thereafter, face-to-face
meetings may be held quarterly, as long as the physician and APRN
continue to meet monthly via some other method that allows for real
time communication. This disparate treatment of PAs and APRNs has
historically – and understandably – created some confusion among
healthcare providers about how to ensure their physicians are providing
adequate supervision over all their midlevels.
However, with the passage of HB 278, beginning September 1, 2019,
the confusion should be cleared up. Both PAs and APRNs working under
PAAs executed after that date will be subject to the same requirements
relating to periodic meetings as PAs are subject to currently – i.e.,
monthly meetings that may be conducted by remote electronic
communication. Physicians will no longer have to keep track of how
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long APRNs have been under their supervision, nor will they have to
worry about whether their midlevel is a PA or APRN when determining
when and how to hold their meetings; though, physicians should still
be mindful of the relevant scope of practice for PAs and APRNs when
determining which acts may be delegated.
The simplified regulatory scheme should especially benefit rural
healthcare providers, who may find it difficult to attract physicians and
thus rely on the services and skills of midlevels to provide necessary care
to their communities. Rural providers should consult with their legal
counsel to ensure they comply with and obtain the benefits of the new
law, as well as to determine how to handle periodic meetings related
to PAAs executed prior to September 1, 2019. In addition, they and
their counsel should continually monitor legal developments related
to midlevel providers and their scope of practice, as the landscape is
constantly changing. For instance, the Texas Medical Board (“TMB”)
recently published a proposed rule that would allow midlevels to read,
interpret, and diagnose radiological studies under certain conditions.
Keeping up with these developments can help rural providers get as
much value as possible from their physicians and midlevels alike.
In sum, the passage of HB 278 means that physicians will have a much
clearer idea of what may qualify as “adequate supervision” over midlevels
to whom they have delegated prescriptive authority, as the legislation
collapses what was effectively a two-tiered regulatory scheme into one.
Nevertheless, physicians should always remember: The TMB considers
supervising physicians to be in compliance with requirements related
to PAAs only if they provide “adequate supervision” over their midlevel
providers. Although the requirements laid out in the Occupations Code
and TMB rules are necessary for compliance, they may not be sufficient
in all cases. A physician who knows or should know that a particular
midlevel provider may require more supervision (e.g., due to experience
or competency), but who only complies with those requirements would
likely not be providing “adequate supervision.” Therefore, supervising
physicians should take the periodic meetings seriously and keep an eye
out for indications that a midlevel provider may need more supervision
than is called for under an applicable PAA.
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get geared up for the TORCH Fall Conference and
Trade Show!
pre-events september 9, 2019 | conference begins September 10-12, 2019
Hyatt Lost Pines Resort in Cedar Creek
Join us at the Hyatt Lost Pines Resort for our track-based fall conference with sessions on Information Technology, Critical Access
Hospital, Leadership, Finance and Operations, and Quality Management. There are also informative general sessions and an off-site
event in Bastrop where all are invited to attend. The fall conference will also have a trade show for our member hospitals to meet with
corporate partners on the services they offer. TORCH has a lot of great events
planned for Monday, September 9 – choose from trap shooting, tomahawk
and archery, a rafting trip or rock wall climbing and zipline. Early Tuesday
morning get your body going with a 5K fun run/walk and on Wednesday
morning, start your day off with a stretching yoga event on the lawn.
Hospital registration is at http://bit.ly/TORCHFall19 or torchnet.org/upcomingevents.html for vendors for all events and the conference. You can also
contact TORCH at (512) 873-0045 for more information.
A block of rooms is reserved at the Hyatt Lost Pines Resort and
Spa, 575 Hyatt Lost Pines Road, Cedar Creek, TX 78612.
Call the hotel at (512) 308-1234 before August 19, 2019 for
room reservations. The special conference rate is $169
(single/double) before the deadline.
See y’all at the conference!
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Dashboard Tools to Soon Benefit TORCH Hospital Members

I

24

Hospital Dashboard

RHC Performance Dashboard

In June 2018 TORCH created a conceptual drawing of a hospital
performance dashboard. With the help of Dr. Peter Yu from the
Rural Community Health Institute (RCHI), that prototype is coming
to life and soon TORCH members will have access to a new online
tool to help track, benchmark and compare performance against
targets and peer groups. The tool is designed to allow participating
hospitals to track and monitor key metrics across three performance
domains: finance, operation, and quality/patient satisfaction. Once
a quarter, members will log into an online portal and submit 12 data
points (in a prior request for data, it took most hospitals less than
10 minutes to submit their data). Hospitals then will be able to see
current performance against set targets and can benchmark against
peers (rural Texas hospitals, Texas CAHs, Texas PPS, other providers
by geography). Further, hospitals will be able to trend performance
longitudinally from quarter to quarter. We have plans to demo the
tool in the coming months before releasing for use later this summer.

Concurrently, TORCH is also working on developing a strategic performance
dashboard specifically for Rural Health Clinics (RHC). Similar to the hospital
dashboard, this tool will include key metrics in finance, operation, staffing/
productivity and quality. RHCs are vital access points to essential primary care
services for underserved populations in rural communities. Yet, relatively little
is known about these providers. This is due to the acute lack of performance
and operational data that limits evaluation of policy impacts on RHCs and the
clinics’ ability to optimize their role in the new value health economy. We hope
to demo and provide access to the RHC tool later this fall.
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Success in these efforts will serve as a scalable platform toward a more
robust performance improvement and measurement system that can be
used to define performance standards, set targets and provide cross-practice
benchmarking to illuminate gaps and needs across provider sites. Over time,
our intent is to align and connect these tools to achieve a more integrated,
system-wide or community-level view of performance, while expanding
functionalities. We aim to make these tools available to rural hospitals and
clinics in Texas as ways to encourage engagement, use and collaboration to
provide quality health services.
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Greg Seiler, FACHE, is now the CEO of
Methodist Hospital South in Jourdanton,
in addition to his responsibilities as CEO
(since 2012) for Metropolitan Methodist
Hospital, a campus of Methodist Hospital in
San Antonio. In 2008, Seiler was CEO at Rio
Grande Regional Hospital in McAllen, TX,
and COO at Riverside Community Hospital
in Riverside, CA. From 2001 to 2004, Seiler
served as COO at Gulf Coast Medical
Center in Panama City, FL. A native Texan,
he started his career in 1992 at Methodist
Hospital.
Andy Kolb is the new CEO of Sutton
County Hospital District in Sonora, TX. Kolb
previously was CEO of Stonewall Memorial
Hospital in Aspermont for eight years. He
has a BBA from Texas Tech University and a
MHCA from Kaplan University.

Corporate Call-Out
Welcome new corporate member Allevant
Allevant is a joint venture between Mayo Clinic and Select
Medical helping Critical Access Hospitals thrive by developing
post-acute Transitional Care programs using available
swing beds.
With Allevant, Critical Access Hospitals become a referral
destination for patients following an acute care episode,
while providing additional revenue. Our proven clinical model
helps your staff become confident in caring for more complex
patients, allowing hospitals to accept a wider range of referrals,
while also transferring fewer patients out.
As your partner for marketing the program, Allevant helps
establish effective referral relationships to enable success. Our
clients have reported improved financial sustainability, better
patient outcomes, high rates of patient and staff satisfaction,
and a reduction in long-stay cases and readmissions for
partner hospitals.

John Hughson is the new CEO of Frio Regional Hospital, a Methodist
Healthcare-San Antonio managed hospital in Pearsall, TX. Most recently,
John was the CEO of Gonzales Healthcare System in Gonzales, TX and
previously served as CEO of Baylor, Scott & White Medical CenterBrenham; CEO of Alpine, Texas based Big Bend Regional Medical Center;
and as Administrator of Burleson St. Joseph Health Center in Caldwell, TX.
Cory L. Edmondson, FACHE, is the new President and CEO of
Peterson Health in Kerrville. Previously, he served as Senior Vice President
of Strategic Development at Midland Memorial Hospital where he joined
in 2001 as Director of Community Health Services.
Tommy Johnson, RN, MSN, is the new Administrator/COO of
Crockett Medical Center. Tommy was previously CEO at the following
organizations: Quartz Mountain Medical Center in Mangum, OK;
Muleshoe Area Medical Center; and Rankin County Hospital District, both
in Texas.
Billie Carter, LVN, CPhT, is new Administrator/CEO at Stonewall
Memorial Hospital in Aspermont. Billie is a graduate of TSTC and Liberty
University. She has served as the COO, Clinics Administrator, Foundation
President for Stonewall Memorial Hospital for over seven years.
The Interim CEO for TMC Bonham Hospital is Michael Hall. TMC
Bonham is managed by an affiliate of Texoma Medical Center, a
subsidiary of UHS. Mr. Hall is currently Associate Administrator at Texoma
Medical Center and has been employed since 2016. Previously, he was
with Augusta Health in Fishersville, VA as Special Projects Administrator,
beginning there in 2010.
The Interim CEO for the Bellville Hospital District in Bellville, TX
is Juanita Romans. Ms. Romans is the Principal of TRG Healthcare
Solutions which she founded in 2011. Juanita’s previous healthcare
experience spans over 30 years, where she held positions from clinician,
to administrative positions of greater spans of responsibility to CEO of
Memorial Hermann’s Texas Medical Center (TMC) Operations in Houston
Texas, from 2001-2011.
The Interim CEO at UT Health at Athens is Scott Campbell. Mr.
Campbell spent the last year as CEO at Bay Medical Center Sacred Heart
located in Panama City, FL. He has worked in healthcare leadership for
30 years, most recently as the CEO of the two-hospital Providence Health
Care system in Columbia, SC. He worked with Health Management
Associates (HMA) for 24 years, leading market operations for Physicians
Regional Health System in Naples, FL, and HMA’s Mid-Atlantic Division in
Richmond, VA.
Patty Stewart, currently the CFO at Gonzales Healthcare System in
Gonzales, TX, is the Interim CEO while a search is being conducted for a
permanent CEO.

Allevant is a National Rural Health Association (NRHA) “Rural
Hospital Preferred” partner for swing bed.
BACKGROUND GRAPHIC DESIGNED BY FREEPIK
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Frio Regional Hospital

Frio Regional Hospital
Adding New Primary/
Urgent Care Clinic in Dilley, TX

E

Expanded medical services are coming to South Texas as Frio Hospital
District officials broke ground on May 9, 2019 for a new $2.1 million
Primary and Urgent Care Clinic in Dilley, Texas. The 5,600 square foot facility
incorporates clinical space with X-ray imaging, laboratory and pharmacy
services. With the closest hospital emergency services over 15 miles away,
the new facility will provide the only available urgent care for the region in
addition to extended hours for clinical visits.
O’Connell Robertson, a corporate member and a healthcare planning and
design firm, provided comprehensive architectural, interior design and
engineering services. The design of the facility efficiently incorporates the
respective healthcare services and can be easily expanded to accommodate
long-term growth of services and patient volumes. Occupancy of the clinic
is projected for January 2020.
“Today’s event is the culmination of two and a half years of planning and
hard work by our Frio Hospital District Board and our Building Committee,”
FRH Interim CEO and current CFO Thomas Grimert said during the event.
“Rural hospitals are struggling across our country and the state of Texas.
What we are witnessing and participating in today sets us apart from those
hospital districts.” Work on the project began in April and is expected to
take 270 days, according to Grimert.
The directors of the Frio Hospital District Board were instrumental in
bringing the facility to Dilley because they saw a real need in expanding
healthcare services in the area.
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Left to right: Shirley Robinson, THT President; Danny Pawlik, FHD
Vice President; Mary Ann Obregon, Dilley Mayor; Thomas Grimert,
FHD CFO; Fred Lancaster, FHD President; Reynaldo Gonzalez,
Summit Building & Design; and Xavier Cantu, O’Connell Robertson.

Several in the Texas healthcare community made the trip for the
groundbreaking, including TORCH President/CEO John Henderson, TORCH
Foundation President Quang Ngo, and THT President/CEO Shirley Robinson.
Frio Regional Hospital is located in Pearsall, TX. Pearsall is a city in and
the county seat of Frio County. The population was 9,146 at the 2010
census. The railroad was completed by 1881 next to the depot and a tent
community grew around it to form Pearsall. Pearsall was named after the
railroad vice president, Thomas W. Pearsall.
Dilley is a little over 16 miles south of Pearsall on I-35. The population was
3,894 at the 2010 census. The community was originally called Darlington,
after a local landowner who settled in the area in the mid-1860s. Dilley has
been famous for its summer watermelons.
Building content and rendering supplied by O’Connell Robertson. O’Connell
Robertson is a full-service architecture and engineering firm whose mission-driven
approach creates education environments that enrich the lives of the people they
were designed to serve. For more information, please visit oconnellrobertson.com.
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Welcome
NEW TORCH CORPORATE MEMBERS!
Allevant
Jordan Tenenbaum
jtenenbaum@allevant.com
131 S. Barstow Street, Suite 5D
Eau Claire, WI 54701
(314) 302-5373
allevant.com

Sirius
Richard Plessala
richard.plessala@siriuscom.com
10100 Reunion Place, Suite 500
San Antonio, TX 78216
(210) 310-4761
siriuscom.com

Luby’s Culinary Services
Felica Provada
felica.n.provada@lubys.com
13111 Northwest Freeway, Suite 600
Houston, TX 77040
(713) 817-7508
lubyscs.com

Smrtdo Medical Billing
Arlen Perez
Arlen@smrtdo.com
299 Alhambra Circle, #312
Coral Gables, FL 33134
(305) 704-8845
smrtdomedicalbilling.com

Nicka & Associates, Inc.
Sharon Nicka
info@nicka-associates.com
4500 W. Eldorado Pkwy., Suite 3400
McKinney, TX 75070
(972) 964-5330
nicka-associates.com

Tech Knowledge Associates (TKA)
David Francoeur
david.francoeur@ii-techknow.com
1 Centerpointe Drive, Suite 200
La Palma, CA 90623
(615) 934-2381
ii-techknow.com

Nuance Communications
Natalie Holtgrefe
natalie.holtgrefe@nuance.com
One Wayside Road
Burlington, MA 01803
(781) 565-5000
nuance.com/healthcare
Reclaim Construction, LLC
Adam Cavrell
adam@reclaimconstruct.com
8668 John Hickman Pkwy., Suite 804
Frisco, TX 75034
(214) 501-0631
reclaimconstruct.com
RVH Solutions
Thomas Camp
tcamp@rvhsolutions.com
570 Lexington Ave., Suite 2600
New York, NY 10022
(212) 980-0100
rvhsolutions.com
Signature Performance Healthcare, LLC
Chris Vairo
cvairo@signatureperformance.com
10330 Regency Parkway Drive, Suite 305
Omaha, NE 68114
(401) 650-3710
signatureperformance.com
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What it Means to be a Nurse
by Kathryn Ward, RN, Emergency Department,
Medina Regional Hospital, Hondo

Medina Regional Hospital held their first essay contest for Nurses
Week. The winner received a nursing conference trip of their choice.
The topic was, “What does it mean to be a nurse?” TORCH wanted
to share the winning essay by Kathryn Ward with it’s members.

Billie Bell, CNO; Kathryn Ward, RN; and Ronda Cote,
ED Director, at Medina Regional Hospital in Hondo

N

Nursing is not a profession; it is who I am. While I am truly honored to
be a part of the most trusted profession in the United States for 20 years
running; for me, it’s about making people feel better physically, mentally,
emotionally and spiritually. I believe that anyone can be trained in the
science of nursing, but one cannot be taught the inherent ability to
make the personal connection that provides healing and wellness on an
entirely different level.
Nursing is perception. To quote Maya Angelou, “At the end of the day,
people may not remember what you did or what you said, but they
will remember the way you made them feel.” As nurses, we have a very
powerful ability to affect the outcome not only for our patients and their
families, but our peers, subordinates and superiors. In the interest of
science, we will certainly provide the medical interventions to promote a
positive outcome, but there is so much more than that. Making a person
feel important, validating their concerns, providing honest feedback,
a smile or a gentle touch…these are also very important in promoting
positive outcomes.
Nursing is a balancing act. As nurses, we are trusted with the very
fragile balance between life and death. There is nothing more powerful
than helping a newborn baby enter this world or holding someone’s
hand as they leave this earth for their heavenly home. There have been
times when I have done both in the span of one twelve-hour shift.
Nursing is a ministry. We are the ones that people look to for guidance,
answers and advice. As nurses, we often find ourselves in difficult
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situations where the only answers we have bring fear or sadness. There is
absolutely nothing more healing for my heart, as a caregiver, than being
able to pray with my peers, a patient or their family. Sometimes the only
positive thing we can offer is the power of prayer. I have comforted, and I
have been comforted many times.
Nursing is advocacy. There are so many times that we encounter situations
where our patients continuously fall through the cracks. Some examples
are lack of mental health care/services, self-neglect or neglect at the hands
of a caregiver, lack of family support or resources and the list goes on. We
not only have the ability; we have the duty to advocate for our patients in
order to get them the services and resources they deserve. A small victory
for nurses, equal life changing victories for our patients.
Nursing is an art. Being able to balance the science, perceptions,
ministerial and advocacy aspects of nursing is truly an art form that many
find daunting and cumbersome. It is such a part of my being, that I find
those characteristics carry over into nearly everything I do. And by doing
so, it brings peace, fulfillment, blessings and joy in all aspects of my life.
Kathryn “Kat” Ward is the youngest of 11 children and one of four registered nurses
in the family. Having worked in long term care as an LVN for 11 years, and filling
various roles as a charge nurse, TILE nurse, MDS coordinator and assistant director
of nurses – she went back to school and obtained her RN in 2016. As an RN, Kat
served as the director of nurses in long term care, but was able to transition to
the emergency department where she is able to be back at the bedside where
she truly loves to be.
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