
PHYSICIAN
MINNESOTA

Defining the physician-patient relationship 
to page 104

JUNE 2019

THE INDEPENDENT MEDICAL BUSINESS JOURNAL                                                                                                 Volume XXXIII, No. 3

Defining the 
physician-
patient 
relationship
The Warren v. Dinter ruling

BY RYAN ELLIS, JD; MATT FRANTZEN, JD; 
TRACY JACOBS, JD; AND ANGELA NELSON, JD

In an April 17, 2019 opinion, the Minnesota 
Supreme Court surprised the health care 
community when it held in Warren v. Dinter 

that “a physician-patient relationship is not a 
necessary element of a claim for professional 
negligence.” This decision upends what had been 
thought to be settled law: That doctors do not owe 
a “duty of care”—a “duty of care” in a medical 
malpractice case is a legal obligation imposed on 
a health care provider which requires that person 
to adhere to a standard of reasonable care and is 
a prerequisite for a finding of negligence—when 
there is no physician-patient relationship. The 
Court’s decision in Warren created an immediate 
buzz within the medical community and has left 
Minnesota health care professionals questioning 
the effect this holding may have on medical 
negligence cases. To be sure, the Court’s holding 
in Warren is a distinct departure from what has 
long been understood to be the accepted rule in 
Minnesota. Namely, that a medical negligence 
claim will not stand absent a physician-patient 
relationship. So, what does this case really mean, 
and what are its implications?

Background
Warren is based on a specific set of facts involving 
conflicting testimony between a hospitalist and 
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Blockchain technology
The future of medical innovation

BY DAVID R. BROWN, MD, FACE; JOEY WILSON, MS; CHARLIE HU, MSC; AND 
DOUGLAS CORLEY, BSC

Digital finance is a rapidly evolving, disruptive technology incorporating elements 
effective for large-scale transactions in a globally integrated economy. The health 
care arena is particularly conducive to the concepts of “cryptocurrencies” such 

as bitcoin and the underlying technology of blockchain as an economic, integrative, 
and data management technology. Within clinical medicine, blockchain applications 
could address innovative—yet highly expensive—new therapies, unleashing potential 
advantages and creative economic opportunities. Large-scale financing of biomedical 
companies, drug development, genomic technologies, and molecular-based precision 



2  JUNE 2019  MINNESOTA PHYSICIAN  

https://www.childrensmn.org/services/care-specialties-departments/neonatal-program/meet-the-team/


MINNESOTA PHYSICIAN  JUNE 2019  3

   

JUNE 2019   |   Volume XXXIII, Number 3

INTERVIEW  4
Launching careers to serve rural and 
Native American patients  
Paula M. Termuhlen, MD 
University of Minnesota Medical School, 
Duluth Campus

BEHAVIORAL HEALTH 12
Play therapy
Helping medically complex  
pediatric patients 
By Monica Oberg, MSW, LICSW

ARCHITECTURE  28
Are You USP <800>  
Compliant?
New guidelines for handling  
hazardous drugs 
By Nicholas (Cole) Helbling, PharmD; 
Stanley Schimke, CID; and  
James Anderson, AIA, NCARB, LEED AP

DEPARTMENTS

Blockchain technology
The future of medical innovation
By David R. Brown, MD, FACE; Joey 
Wilson, MS; Charlie Hu, MSc; and 
Douglas Corley, BSc

Defining the physician-patient 
relationship
By Ryan Ellis, JD; Matt Frantzen, JD; 
Tracy Jacobs, JD; and Angela Nelson, JD

COVER FEATURES

Acute aortic dissection   30
Timely recognition and multidisciplinary care 
By Jasmine Curry, BS; Matt Pavlovec, RN, BSN; and Kevin M. Harris, MD

PROFESSIONAL UPDATE: CARDIOLOGY

Recognizing Minnesota’s Volunteer Physicians   14
By Richard Ericson

COMMUNITY CAREGIVERS 2019

PUBLISHER _____________________________________________________________ Mike Starnes, mstarnes@mppub.com

EDITOR __________________________________________________ Richard Ericson, rericson@mppub.com 

ART DIRECTOR ______________________________________________Scotty Town, stown@mppub.com

www.MPPUB.COM

Recognizing outstanding achievement in new facilities design  20
By Richard Ericson

HEALTH CARE ARCHITECTURE HONOR ROLL 2019

PURCHASE YOUR TICKETS AT MPPUB.COM

BACKGROUND AND FOCUS: 

OBJECTIVES:

Thursday, November 14, 2019, 1–4 p.m. 
The Gallery, Hilton Minneapolis | 1001 Marquette Avenue South

We will examine the diversity of care teams and how they 
interact. We will explore benefits that could result from im-
proved coordination of these care teams. We will identi-
fy the barriers to this improved communication, such as 
incompatible EHRs and data privacy issues, and ways 
around them. We will provide examples of successful inte-
gration of clinical and non-clinical care teams and a road 
map for adopting and scaling these models for all elements 
of our health care delivery system.

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

University of Minnesota 
Medical School, Duluth Campus

As part of the University of Minnesota 
Medical School, what unique curriculum 
does the Duluth campus offer?

Our University of Minnesota Medical 
School, Duluth Campus provides a setting that 
attracts students from rural and Native American 
communities. We have a holistic admissions 
process that looks beyond grades and test scores 
to find the best and the brightest who come from 
small towns and Native American communities 
and who wish to serve in those communities as 
physicians. We have specific courses that help 
all of our students learn about rural health and 
how to engage with American Indian and Alaska 
Native people to deliver the best possible care.

What does it mean that you are a “mission-
based” campus, and how does this benefit 
the community?

For over 40 years, we have focused our education, 
research, and community engagement efforts to serve 
rural and Native American communities. In addition, 
we have nurtured an interest in family medicine 
such that almost half of our students choose family 
medicine as a career. Approximately two-thirds of our 
graduates will return to practice in Minnesota and 
most of those will practice in communities of 50,000 
or less. Forty-four percent of our graduates practice in 
communities of 20,000 or less.

Rural medicine is a major component of 
your program. Please tell us about your 
rural health curriculum.

In the first year of medical school, students are 
assigned to a family medicine preceptor located in 
one of our Minnesota rural communities as part of 
the Rural Medical Scholars Program (RMSP; see 
www.tinyurl.com/mp-umd). Each student spends 
one week with the preceptor, shadowing their 
practice and often living with them. They do this five 
separate times over the course of two years so that by 

the time our Duluth students join their classmates 
from the Twin Cities in their third year, they will 
have had the benefit of living and experiencing 
rural medical practice as they start their full-time 
clinical rotations. As part of the RMSP experience, 
our students also learn about the community health 
needs assessment at their site and create a poster 
presentation at the annual Minnesota Rural Health 
Association conference in Duluth. More than half of 
our students will join the Rural Physician Associate 
Program (RPAP) for their third year and spend the 
majority of their full-time clinical rotations at a rural 
site, often located at a critical access hospital. In 
addition to these immersive clinical experiences, the 
Duluth Campus students have the opportunity to 
learn from regional health care leaders in the Rural 
Academy of Leadership course.

Please elaborate on the other rural health 
initiatives the Duluth campus has to offer. 
What can you share with us about the Center 
of American Indian and Minority Health?

The Center of American Indian and Minority 
Health (CAIMH) was created over 30 years ago 

to support the development of Native American 
physicians. On almost all health measures, 
American Indian and Alaska Native people have 
worse outcomes. Part of the challenge is providing 
a health care workforce to these communities to 
improve access to medical care. The programming 
in the center spans the educational continuum from 
early elementary school through medical school 
to provide a culturally supportive environment 
for our students to explore careers in medicine 
and other health professions. The CAIMH works 
locally, regionally, and nationally in partnership 
with tribal nations to raise awareness about the 
challenges and successes that Native American 
people have in addressing health outcomes.

Rural residents and Native Americans often 
suffer inequities in health. Please describe 
some of the factors contributing to this, as 
well as your initiatives to address them.

The health disparities that rural and Native 
American communities experience are often related 
to access to health care and the experience of chronic 
health conditions. The two-part mission of the 
University of Minnesota Medical School, Duluth 
Campus is to serve rural and Native American 
communities and is designed specifically to address 
these health disparities. When the campus was 
started, it was recognized that there was a great 
need for increasing the physician workforce in these 
areas as one way of improving access to health care. 
Our commitment to developing family medicine 
physicians was specifically designed to develop the type 
of physician for practice that is most needed, and who 
has the broadest skill set to serve these communities 
and to identify and treat chronic health conditions. 
Our research mission has followed our educational 
mission by ensuring that we have investigators whose 
work is of great importance in rural Minnesota and 
our tribal nations. We have current investigators 
who study cancer, opioid and other substance abuse 
problems, the role of diabetes in dementia, and 
culturally relevant behaviors that help people succeed, 
in addition to the many other areas in science and 
public health. We also have one investigator who is 
studying how access to legal services relates to health 
outcomes in rural communities.

Launching careers to serve rural and 
Native American patients 

  INTERVIEW

We have a holistic admissions 
process that looks beyond 
grades and test scores.“...”

“...”
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Please tell us about your Bridges and 
Pathways program and how it helps to 
advance students academically.

The Bridges and Pathways programs are 
federally funded training programs to introduce 
students in high school and in college to the 
scientific method. Students are brought together 
to experience being part of scientific projects, 
such as studying Lyme disease. Being able to learn 
directly from scientists as role models helps to 
inspire students to consider studying the STEM 
fields in college and to consider continuing their 
education to obtain master’s and doctorate degrees 
to continue making scientific discoveries.

What does the Memory Keepers  
Medical Discovery Team do and how  
did it get started?

The Memory Keepers Medical Discovery Team 
is one of four medical discovery teams created 
by the University of Minnesota Medical School 
after receiving funding from the Minnesota State 
Legislature in 2015. Memory Keepers studies 
the impact of diabetes and dementia on Native 
American communities. Both diabetes and dementia 
disproportionately impact Native American 

communities. Understanding the interplay between 
the two diseases is of great interest to our Northern 
Minnesota tribes who are mostly located in rural 
areas. In addition, Memory Keepers is working to 
develop rural health projects that explore conditions 
that disproportionately impact all rural communities.

What can you share with us about the 
Duluth Global Health Research Institute?

The Duluth Global Health Research Institute 
emphasizes the importance of connecting with the 
world at large to identify and explore health care 
delivery and research in rural and under-resourced 
areas. Part of the work focuses on helping our medical 
students learn about other cultures by traveling 
to areas where we see growth in the immigrant 
population of Minnesota. This summer two of our 
students will travel to Uganda to understand how 
rural family medicine care is delivered. In return, we 
will host medical students from Makerere University 
in Kampala, Uganda, who want to learn how we 
practice medicine in rural Minnesota communities. 
Several of our researchers work with scientists in other 
countries to help us better understand disorders such 
as substance abuse and infectious diseases, including 
those caused by parasites.

You recently ranked second in the nation 
for graduating Native American students. 
What can you tell us about this?

We are extremely proud of the success that 
our Duluth Campus has had in developing Native 
American physicians. In a recent publication by 
the Association of American Medical Colleges, 
the University of Minnesota Medical School was 
recognized as being number two in graduating 
Native American physicians. Less than 1 percent 
of all U.S. physicians are Native American. We 
actively recruit to our medical school classes, 
individuals who are members of Native American 
tribes and/or who are committed to working with 
Native American communities to provide health 
care. We provide all of our students coursework 
about the unique cultural aspects of working with 
Native American people and information about 
health disparities that we are trying to resolve.

Paula M. Termuhlen, MD, is Regional Campus 
Dean at the University of Minnesota Medical 
School, Duluth Campus, and a Professor in 
the University of Minnesota Medical School’s 
Department of Surgery.  
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medicine will be greatly enhanced and accelerated by the opportunities and 
advantages of blockchain technologies and Initial Coin Offerings (ICOs) 
of cryptocurrencies.

A blockchain primer
This revolutionary technology is currently disrupting whole industries, 
offering unparalleled levels of both hope and hype. Simply referring to 
blockchain can skyrocket valuations of a company; Long Island Iced Tea, 
now Long Blockchain Corp., increased 500 percent in one day. The largely 
unregulated and dynamic blockchain industry 
currently holds a market valuation of around $250 
billion. (U.S. individuals or businesses that use 
virtual currencies to pay for goods or services, sell or 
exchange them, or hold them as an investment may 
incur tax liability.)

But blockchain is about much more than the 
financial world. Blockchain may seem abstract, but 
it is tangible and easily applied to solve numerous 
problems. The point of blockchain is simplified, 
efficient, and secure data storage. At a micro level, 
a blockchain is simply a series of “blocks” linked 
together, thus forming a “chain.” A block is generally a data container that 
holds a record of recent “transactions” and a reference to the block before it. 
These blocks of information are then validated, linked to the other blocks, 
and put on the public ledger—the “blockchain.” From a macro lens, it is “an 
incorruptible digital ledger of economic transactions that can be programmed 
to record not just financial transactions, but literally everything of value,” 
according to Don and Alex Tapscott, authors of “Blockchain Revolution.” It 
provides an unalterable, distributed ledger system that may be used for the 
tracking of any sort of “transaction” across systems.

Users—individuals, governments, companies, or a combination of 
actors—can see the past and present conditions of whatever they are tracking 
without the need for “independent” verification by an intermediary. Further, 
this information is independently verified by an additional layer of processes.

When combined with artificial intelligence (AI) and Internet of Things 
(IoT) devices, blockchain provides a thorough and effective analytic system 
that is unparalleled in comparison to other current technologies. Each 
element works together to integrate systems, collect and analyze information, 
and make decisions. Blockchain technology is decentralized, trustless/peer-
to-peer, immutable, and transparent.

The core of the distribution ledger technology, which underpins blockchain 
in the broadest context, is that it induces trust between parties, in the absence 
of a central core such as government. This is accomplished by ensuring that 
information cannot be unilaterally altered nor manipulated. Once smart 
contracts are added to the equation, which are already being given recognition 
by the courts, these trustless systems offer unparalleled capacity for parties to 
engage with each other with minimal interaction or prior connection.

Cryptocurrencies 
People frequently conflate and/or confuse blockchain and cryptocurrencies. 
Bitcoin, perhaps the most commonly known cryptocurrency, utilizes 
blockchain technology and can be thought of as a blockchain application. 

Consider blockchain as the base technology, and cryptocurrency as the 
tokenized, monetized entity that is used to pay for and power the infrastructure 
of the overall network, incentivize users to employ a specific network, and 
play a role in transaction validation based upon governance structure. The 
creator of bitcoin, an anonymous user known only as Satoshi Nakamoto, 
announced the release of an “electronic cash system that uses a peer-to-peer 
network to prevent double spending” in late 2008. With this, Satoshi created 
a digital currency. Unlike the U.S. dollar, bitcoin does not depend on a central 
authority for governance. It relies instead on mathematics and cryptography 
to encode and thus enforce its rules, creating a trustless system that is recorded 

on a decentralized blockchain ledger.

People also frequently mistake bitcoin with 
Ethereum, a separate dominating cryptocurrency 
that serves very different functions. Bitcoin can be 
thought of as a stable commodity like gold, a store of 
value. Ethereum currency—Ether—is a commodity 
like oil or gas, a usable fuel that powers processes. 
When you buy Ether, you are in theory buying 
computational power on its platform to run programs 
and complete processes, such as smart contracts, as 
well as decentralized applications (dApps).

Blockchain “contracts”
Ether is the “what” or the currency that enables you to get things done, 
and smart contracts are the “how” or the means by which things get done. 
Smart contracts enable the direct and almost instantaneous payment for 
services upon their completion. Contracts may be written with terms 
that are met and validated in real time, until the fulfillment takes 
place and the pre-decided transaction completed. Using the Ethereum 
platform, programmers can create their own dApps and projects that 
run on their own currency. Thus, you can view the Ethereum platform 
like the internet, and dApps as websites that run within the framework. 
dApps frequently utilize their own tokens, further increasing simplicity 
and integration as well as token-specificity, accounting for execution of 
specific commands within smart contracts. These commands are defined 
by the Ethereum-20 token governance protocol, which applies to specific 
dApps and their functionality.

Tokens, whether on the bitcoin platform or created independently, 
are sometimes also referred to as “altcoins.” In fact, all non-bitcoin 
cryptocurrencies are generally classified as an alternative coin or an 
“altcoin.” Altcoins have varying purposes. Altcoins range from “joke coins” 
like Dogecoin to coins with real world applications, such as Ripple, a coin 
designed for money settlement and remittance payment.

Tokens also allow blockchain companies to finance in a completely new 
way. ICOs have taken the space by storm—jointly bringing in over $6.8 billion 
in 2017. They are known as the cryptocurrency variant of crowdfunding, 
and they operate in a similar manner. ICOs allow blockchain companies 
to raise money efficiently and effectively for projects (usually in bitcoin or 
Ethereum, which offer liquidity) from investors who get tokens from the 
platform in exchange. These tokens are not equivalent to equity, but still 
offer potential for strong short- and long-term return on investment. On the 
other hand, these investments are highly speculative and carry a higher risk 
profile. Because of the regulatory inaction as of yet (which may soon change), 
as well as regulatory uncertainty (as ICOs span national borders), there are 
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few laws to protect consumers from bad ICOs. In fact, current regulation 
leaves room for ICOs to get around barriers to entry by labeling themselves as 
“crowdsales” or “donations,” even if this designation does not reflect reality.

There have been recent talks about labeling various cryptocurrencies 
as securities and requiring ICOs to register with the U.S. Securities and 
Exchange Commission (SEC). This has been put on hold, however, and, 
even if done, not all ICOs (as defined by functionality) would be categorized 
as an investment in a security. In every case, investors must conduct thorough 
due diligence and tread carefully.

Many use-cases for blockchain projects exist; however, some of the most 
promising use-cases on the horizon are in the field of medicine and health care.

Precision medicine and why it should be on the blockchain
Blockchain opportunities in the clinical setting focus on rapidly advancing 
yet expensive diagnostics and precise therapeutics not currently integrated 
into third-party private or public reimbursement programs. Health 
insurance has not prepared for the economic implications of advanced 
stem cell (iPSC) therapies, CAR-T cell applications, and the introduction 
of molecular medicine developments involving gene editing technologies 
such as CRISPR and TALENs. In many cases, costs are several hundred 
thousand dollars per treatment and exceed available patient resources. 
Genomic diagnostics and multiomic-based precision medicine involving 
potentially thousands of biomarkers (genomic, proteomic, metabolomic, 
epigenomic, and microbiomic) also may not be covered by traditional 
financial reimbursement schema.

The advent of genome editing treatments for degenerative neurologic diseases 
(Huntington’s, Parkinson’s), various forms of dementia, single-gene Mendelian 
disorders, and individualized molecular and cellular cancer therapies will further 
challenge current financial mechanisms for health care reimbursement.

Current approaches to health care costs impact the introduction and 
development of innovative clinical advances—and blockchain could help. 
New concepts of cost sharing, peer-to-peer economics, and blockchain 
approaches are highly applicable to the current realities and needs of 
precision medicine. Many of these technologies are emerging from the 
private sector, which needs innovative financial investment, increased data 
security, and verification tools. These will also generate new applications 
of blockchain to address the issues of cost containment, and allow the 
intrinsic value of their data to underwrite cost reductions for their products.

One potential example would be long-term, multi-patient clinical 
research studies involving complex, multifactor studies of newborn infants, 
followed over many years to identify and characterize the determinants and 
financial challenges of adult-onset disorders.

Clinical implementation of these advanced procedures will, by necessity, 
require a global effort incorporating private and public sector advancements 
in ways that previous medical endeavors have not. Blockchain is particularly 
applicable to this aspect of development, incorporating financial realities 
with the required data security and verification elements.

MINNESOTA PHYSICIAN  JUNE 2019  7

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

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

Blockchain technology to page 84

https://www.mngi.com/


One particularly interesting example that addresses many aforementioned 

concerns comes in Nebula Genomics, which is in the realm of genomic 

sequencing. Companies like 23andMe and Ancestry.com offer well-

marketed, popularized genetic data services for individuals; however, they 

are encountering worrisome problems, more specifically related to sequencing 

costs, data protection, data acquisition, and the memory cost of genomic “big 

data.” With these challenges in mind, Nebula Genomics is innovating and 

enabling the enhanced commercialization of genomic sequencing.

How? It all involves their nebula token economy. 

Through token incentives and pay schemes, 

individuals will have their genomic data subsidized 

by buyers in the research or pharmaceutical 

industries, lowering the cost of sequencing. In 

fact, after some time, individuals should actually 

be able to make money from their data through 

this licensing process. The data is safe because of 

memory-efficient encryption, which minimizes the 

data footprint while keeping it secure, accessible, 

and available; further, the system will keep sellers 

anonymous while making buyers completely 

transparent. Individuals have complete control over 

who can use their data and how they can use it, so they have peace of mind. 

Blockchain smart contracts are integrated so that whenever users make the 

decision to sell their data, payment is instant, as is the transfer of data 

to the end-user, creating a win-win for researchers and individuals alike. 

The lowered sequencing costs and benefits will incentivize more people to 

sequence their genome, thereby cyclically growing the data marketplace. 

Comprehensive datasets are created anonymously through smart surveying 

tools and AI.

Blockchain could be used in many instances across the clinical care 

cycle to solve issues ranging from data access to data security to product 

verification/reliability and more. One of the most intuitive (and thus 

most common and wide-ranging) health care applications relates to 

digitizing and sharing of health records. Currently, patients’ health 

records are fragmented across the health care system; further, even if 

effectively shared, data hygiene is a consistent problem due to frequent 

changes to patient identifiers (e.g. name, address, insurance policy). If 

comprehensive, quickly accessible health records were available, effective 

health care provision for everyone, from doctors to insurance companies, 

would increase exponentially. Blockchain solutions aim to create a Master 

Patient Index (MPI) that could safely and securely enable the sharing of 

health information in a streamlined system, even enabling patients to set 

“permissions settings” for their data. You could let a designee have access 

to your entire file, while ensuring your ophthalmologist wouldn’t be able 

to access your sexual health history.

An MPI that includes one’s genomic data provides many possibilities 

for patients. One example is the option to sell one’s genomic data (or 

demographic, fitness, nutrition, or innumerable other kinds of personal data) 

for scientific research or other purposes. This could help solve the massive 

patient recruitment and retention problem impacting clinical trials: over 50 

percent of trials are delayed, 30 percent of successfully recruited patients 

drop off, and 85 percent fail to retain enough patients to continue. Further, 
for trials that do complete, 80 percent are delayed by at least one month. At 
an estimated cost anywhere from $600,000 to $8 million per day for trials, 
the waste of time and money is substantial.

Genomic data, quickly available, could help identify patients who 
not only qualify for clinical trials, but would benefit from participation. 
Genomic information could also enable machine learning applications 
that use these diverse, wide-ranging data sets to show the positive or 
negative health impacts of specific behaviors, genomic traits, biomarkers, 
or other personal identifiers. This, in turn, would allow doctors and 

patients to attempt to alter behaviors for positive 
health outcomes or to monitor certain aspects of 
their health that appear to be at risk.

One example of this is related to precision 
medicine, an emerging field that combines robust 
and comprehensive data sets of multiple natures 
over a patient’s life-cycle to determine likely health 
risks and outcomes. However, the personal sale of 
genomic data raises some ethical concerns—and 
requires further verification within service providers’ 
dAPPs to ensure that people do not provide untrue 
information to attempt to make their own data 
more valuable.

The use of blockchain to minimize and eliminate fraud is also 
promising. Each year, 800,000 people die worldwide due to complications 
from taking counterfeit drugs. The pharmaceutical industry suffers an 
annual loss of up to $200 billion because of the production and sale of fake 
drugs. Blockchain has already been widely used across the supply chain to 
verify everything from designer handbags to luxury alcohol brands, so its 
use in verifying manufacturing materials, date, and location is certainly 
possible. The Chronicled Smart Supply Chain Platform has teamed up 
with The LinkLab to work on the MediLedger Project. This project was 
designed to comply with the U.S. Drug Supply Chain Security Act and 
GS1 Standards, while also being interoperable for the most efficient and 
effective practical application in the pharmaceutical industry. It aims to 
improve the track-and-trace capabilities for prescription medicines, from 
raw materials sourced and used to temperature during drug transport to 
countless other aspects across the supply chain. Supply chain components 
that were once unlinkable can now be connected. The open network allows 
full privacy and protection of business intelligence, while still allowing for 
the necessary levels of verification and reporting across the supply chain. 
For the end user, it allows identity provisioning, app-based verification, 
and counterfeit product fraud reporting integrated with law enforcement.

Also related to fraud is billing and claims for health insurance. Smart 
contracts could be instated that automatically link satisfactory completion 
of a procedure with billing to create a seamless transaction for clinics and 
patients. Further, blockchain could be used to double-verify patients’ 
treatments in clinics to ensure insurance claims are both real and accurate. 
Blockchain-based double verification would help insurance companies verify 
claims and ensure that patients and care providers are on the same page 
before bills come back in the mail. SimplyVital Health is a company that 
is already doing this. They are seeking to increase the level of security and 
transparency throughout the entire clinical cycle of care. More specifically, 
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SimplyVital Health is challenging the status quo of the reimbursement and 
billing process. ConnectingCare centralizes different medical organizations 
onto a single platform. Here, records are shared across the network for shared 
patients, enabling better communication and more synergistic collaboration 
for treatment. Further, embedded algorithms utilizing AI analyze financial 
and clinical data to provide actionable suggestions for treatment to optimize 
cost and patient outcomes in real time.

The idea is that providers both can and must work together to 

minimize cost and duration of care for the patient. For example, in the 

modern context, orthopedic surgeons and physical therapists are relatively 

disconnected, resulting in wasted money and time for both patients and 

the entire health care system. The ConnectingCare system aims to prevent 

that by tying reimbursement to variables like patient outcomes and cost, 

as well as interoperability and coordination between providers, monitored 

by an audit trail. Thus, the system drives providers to collaborate in 

the patient’s best interest and focus on results and patient follow-up. 

Further, by examining the patients’ treatment and results, the system can 

suggest beneficial paths of treatments for the same individual and other 

individuals thereafter. Interestingly, another SimplyVital Health product, 

the HealthNexus data validation and governance protocol, which utilizes 

Ethereum’s system to safely share health data, is the first health care 

blockchain protocol to be HIPPA-compliant.

Summing up
Health care finance and innovation implementation are facing an economic 
paralysis as a consequence of factors such as accelerating technological 

advancement, population growth, governmental and regulatory changes, 
decentralized markets, and a critical need for transformation of capital 
services. In addition, rapid accumulation of digital content, data storage 
limitations, data verification and security issues, developments in AI 
applications for clinical medicine, and rapidly evolving legal and ethical 
issues regarding emerging biotechnologies all make blockchain-based 
technologies exciting opportunities to address challenging issues effectively 
and concurrently.

David R. Brown, MD, FACE, is senior vice president of biomedical innovation 

at DHB Global.

Joey Wilson, MS Tsinghua University (global affairs), is a DPhil candidate 

at Cambridge University (Oncology).

Charlie Hu, MSc Neyrode Business Universiteit (financial management), is 

Chinese blockchain advisor and cofounder of the DAOONE Blockchain Community.

Douglas Corley, BSc Creighton University (biological sciences), is CEO of 

DHB Global.  
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a nurse practitioner. The case arose following the death of a patient 
from sepsis three days after the patient had been examined by a nurse 
practitioner. The nurse practitioner testified that 
she believed the patient required hospitalization. 
According to the Supreme Court, however, 
when she called the local hospital the hospitalist 
with admission authority declined to admit the 
patient. This decision was apparently based on 
a ten-minute phone call between the hospitalist 
and the nurse practitioner.

While many of the details of the phone 
call are disputed, it is alleged the hospitalist 
ultimately advised that the patient’s abnormal test 
results were likely caused by diabetes, and that she 
should get this issue under control and see the nurse practitioner again 
for a follow-up the next Monday. Following her death, the patient’s son 
brought a medical malpractice claim against the hospitalist and hospital. 
The District Court granted summary judgment to the defendants and the 
Minnesota Court of Appeals affirmed, holding that the hospitalist did not 
owe a duty of care to the patient because no physician-patient relationship 
was created as a result of the phone call between the nurse practitioner and 
the hospitalist.

The high court reverses
Although it acknowledged that “most medical malpractice cases involve 
an express physician-patient relationship,” the Minnesota Supreme Court 
reversed the rulings of the lower courts and stated that it had “never held 

that such a relationship is necessary to maintain 
a malpractice action under Minnesota law.” 
Rather, the Supreme Court maintained that “for 
100 years in Minnesota, a physician has had a 
legal duty of care based on the foreseeability of 
harm.”

Under the foreseeability standard applied by 
the Supreme Court, a duty of care “arises where it 
is reasonably foreseeable that [a patient] would be 
injured if … advice is negligently given.” In other 
words, a legal duty of care is owed to a patient 
when 1) a doctor provides medical advice, that 2) 

could reasonably be relied upon in the treatment of a patient. If both of those 
elements are met, then a physician owes a duty to provide medical advice 
consistent with the standard of care. If the medical advice falls below the 
standard of care and causes harm to a patient, then a physician may be liable 
for that harm.

In Warren, the Supreme Court observed that the nurse practitioner 
could not admit the patient to the hospital on her own, but that the 
hospitalist was “specifically tasked with making admission decisions.” In 
describing the hospitalist, the Supreme Court used the term “gatekeeper” 
several times. Ultimately, the hospitalist had the sole authority to “make a 
medical decision on whether to accept and admit a new patient.” Because 
of this decision-making or “gatekeeping” authority, the Supreme Court 
found that the foreseeability standard applicable to establishing a legal duty 
had been met. The Supreme Court reasoned that the hospitalist “knew, or 
should have known, that his decision whether or not to admit a prospective 
patient, based on his own medical judgment, would be relied on by [the 
nurse practitioner] and her patient. He also knew, or should have known, 
that breach of the applicable standard of care could result in serious harm.” 
Therefore, the Supreme Court found that the hospitalist had a duty to use 
medical judgment that met the standard of care.

Notably, the Supreme Court did not decide whether the standard of care 
was actually breached in this case by the hospitalist. Instead, this ruling 
applies only to the element of duty; it does not relieve the plaintiff of their 
burden to obtain expert witness testimony that establishes the standard of 
care, causation, and damages. If a jury finds that the hospitalist’s decision 
not to admit the patient was consistent with the standard of care, then he 
will prevail at trial.

Aftermath of the case
What are the implications of the Supreme Court’s holding in this case? One 
important takeaway is that the Supreme Court has clearly extinguished the 
idea that direct personal contact between a physician and a patient is required 
to create a duty of care. Rather, the “standard for a physician’s duty is not 
based on personal contact; it is based on foreseeability of harm, which means 
the risk to another or to another within the range of apprehension.” Therefore, 
medical advice that is given through email, text message, or like in the case of 
Warren, over the phone, can create a duty of care if it is foreseeable that it will 
be relied upon in the course of patient care.
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What about curbside consults? The Supreme Court specifically stated 
that the interaction between the nurse practitioner and the hospitalist 
“was neither a curbside consultation nor … a professional courtesy.” 
Here, the Supreme Court distinguished between informal conversations 
between medical colleagues, and a physician 
“gatekeeper” with the sole authority to determine 
a course of treatment. The Supreme Court noted 
that its decision “should not be misinterpreted as 
being about informal advice from one medical 
professional to another” because the nurse 
practitioner did not contact the hospitalist to 
“pick a colleague’s brain about a diagnosis”—
she instead called pursuant to a “protocol for 
hospital admissions.”

In light of the Supreme Court’s analysis, brief 
“curbside” or “informal” consults between health 
care providers will likely not impose legal liability. That being said, the 
Minnesota Supreme Court distinguished curbside consultations without 
providing specific guidance on what will ultimately be deemed to be a 
curbside consultation. Accordingly, there is some uncertainty as to where 
this case leaves us.

Despite this uncertainty, the Warren holding suggests that it is good 
practice to document in a patient’s chart, when possible, extensive discussions 
or opinions regarding complex medical cases. The record reflects that the 
telephone call between the nurse practitioner and the hospitalist may have 

been long enough to discuss the patient’s symptoms and whether hospital 
admission was appropriate under the circumstances; however, it is unclear 
from the case whether or not the hospitalist documented that exchange. In 
contrast, the nurse practitioner noted her findings and concerns, including her 

request that the patient be admitted to the hospital.

Overall, the Warren holding may not greatly 
impact clinical practice at this time. It goes 
without saying that health care providers strive to 
give sound medical advice that is consistent with 
the standard of care, and this is true whether or 
not it is foreseeable that the advice might be relied 
upon. If, however, a health care provider is asked 
to opine regarding a course of treatment for a 
patient that is unknown to them, they ought to 
exercise caution about the advice they provide to 
their colleagues and make sure they understand 

the nature and extent of the medical issue because the advice and guidance 
they provide may ultimately be determinative. Further, informally consulted 
health care providers should have a low threshold for recommending formal 
consultations if there is any uncertainty about whether their opinions will 
ultimately determine a course of treatment for the patient.

Perhaps most importantly, if a health care provider is a “gatekeeper” 
who determines the course of care or treatment for a patient, they should 
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HAVE YOU REGISTERED WITH THE MINNESOTA  
MEDICAL CANNABIS PROGRAM?

Registration can be done online; there is no fee and it takes only a few minutes. 

Visit the registry website: mn.gov/medicalcannabis

Your account will provide access to medical cannabis purchasing information from patients you certify. 
Once you are registered, you will be able to certify patients with a variety of conditions, including:

OFFICE OF 
MEDICAL CANNABIS

(651) 201-5598: Metro  
(844) 879-3381: Non-metro 

P.O. Box 64882, St. Paul, MN 55164-0882
health.cannabis@state.mn.us 

mn.gov/medicalcannabis

Many patients have reported improvement in their health status from medical cannabis — some 
describing dramatic improvements. Smoking cannabis is not allowed under the program.

Visit our website for educational resources about cannabinoids and the endocannabinoid system 

and for scientific literature on the efficacy of medical cannabis in treating certain conditions.

See our website for a detailed first year report. 

• Cancer, Glaucoma, Tourette  
Syndrome, HIV/AIDS, and ALS

• Seizures, including those characteristic of Epilepsy

• Severe and persistent muscle spasms, including 
those characteristic of MS

• Obstructive sleep apnea

• Alzheimer’s

• Inflammatory bowel disease,  
including Crohn’s disease

• Terminal illness, with a probable  
life expectancy of less than one year 

• Intractable Pain

• Post-Traumatic Stress Disorder

• Autism

Cannabis Patient Centers are now open to approved patients in Minneapolis, 
Eagan, Rochester, St. Cloud, Moorhead, Bloomington, Hibbing, and St. Paul. 

V  Alzheimer’s is now an approved condition  V

Defining the physician-patient relationship to page 384

It is good practice to document 
in a patient’s chart … extensive 

discussions or opinions.

https://www.health.state.mn.us/people/cannabis/index.html


BY MONICA OBERG, MSW, LICSW

S
ix-year-old Hannah has required around-the-clock care for spina 
bifida and other complex medical conditions her entire life. A 
trach tube, feeding tube, and wheelchair are indicators of her 
numerous days and nights spent in 
a hospital or clinic awaiting another 

test or surgery—experiences that have impacted 
how she manages her emotions and interprets 
the world around her today.

While Hannah’s entire childhood has been 
surrounded by medical professionals dedicated 
to improving her physical health, there wasn’t a 
care plan in place to focus on her mental health 
and how she can learn to effectively communicate 
feelings or cope with challenges.

In addition to Hannah living through her 
own traumatic experiences, her parents have felt the emotional, physical, 
and financial impact of being primary caregivers, coordinators, appointment 

schedulers, and more. Her 8-year-old sister Sophie has also been affected by 
the care Hannah requires as she internalizes feelings about the attention, 
time, and difficult procedures she’s seen her sister endure.

An underrepresented segment of care
At Pediatric Home Service (PHS), we often see 
medically complex patients and the caregivers 
who support them focusing the majority of their 
attention on physical health care needs while 
overlooking emotional health—understandable, 
given the physical hurdles and challenges these 
individuals consistently face. But when mental 
health counseling is included in the conversation, 
another piece of the puzzle helps us to assemble a 
more holistic care plan—one that could also provide 
tips for physicians and other health care providers.

With many methods of counseling available, 
the age and cognitive level of a client can be an effective indicator of which 
approach will work best. Three types in particular—play therapy, individual 
therapy, and sibling support programs—have been efficient in meeting the 
needs of clients as young as age 2 through adulthood. They may have a 
diverse range of interactions with physicians and health care interventions, 
depending on their medical history or personal experience.

Clients who benefit from receiving therapy may be personally or closely 
connected to someone facing a chronic or life-threatening disease like 
cancer or muscular dystrophy. Multiple factors can impact their mental 
health: dealing with the long-term effects of repeated surgeries, therapies, 
and procedures; processing an unexpected life event like a divorce or death 
of a family member; or any number of other experiences.

By helping individuals, regardless of age, address their fears surrounding 
medical procedures or confusion about a personal experience, they can 
begin to build tools that will enable them to more effectively understand 
and express their feelings in the future.

Expressing emotion through play
It’s natural and healthy for play to bring out emotions from a child’s past 
experiences, and this is no different for children like Hannah who have 
endured extensive medical care in their short lives. At just 6 years old, she 
may not completely understand the feelings she is experiencing or how to 
express them—but that doesn’t make them less important.

In our play therapy sessions, children ages 2 to 10 use toys as their tools 
and play as their words. This therapeutic method is based on metaphors and, 
while it may look unstructured to an untrained eye, counselors are educated 
in observing and recognizing behaviors that indicate points of tension and 
insight on stress or emotional trauma. Throughout a series of sessions, the 
client and facilitator will organically work through what is presented in 
child-led play—not with the goal of solving all their issues, but to provide 
them new tools to help cope with future situations in a healthy way.
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Helping medically complex pediatric patients

 Medical care generates a 
great deal of emotion 
for everyone involved

Solutions through 
experience and 
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The Gray Plant Mooty 
Health Law team knows 
the health care business. 
Partner with us for smart, 
practical solutions to all 
of your legal challenges. 

https://www.gpmlaw.com/


Play rooms may look like a random assortment of toys, but fall into 
categories specifically designed to help children process emotions. Categories 
may include:

• Realistic toys—a real stethoscope, Band-Aids, and medical kits.

• Nurturing toys—play food, a kitchen set, baby dolls, and bottles.

• Aggressive toys—plastic swords, chain saws and guns, aggressive 
animals like lions and tigers, and an angry puppet.

• Expressive toys—a sand table, art and craft supplies, and musical 
instruments.

• Pretend and fantasy toys—dress-up clothes and masks.

Mental health professionals conduct these play therapy sessions, but 
primary care physicians are in a position to watch for signs of trauma or stress 
in their pediatric patients and encourage parents to consider a treatment like 
play therapy, just as they would recommend a care plan for any physical 
ailment. For parents of a play therapy client like Hannah, mental health 
counseling is an opportunity to prepare for success as their child learns to 
manage emotions in a healthy way, while also navigating the challenges that 
may arise with their physical health.

Remembering to focus on self-care
While Hannah and Sophie are top priorities for their parents, primary caregivers 
like mothers, fathers, and other close relatives would be remiss to overlook 
the importance of focusing on their own mental health needs. Through 
individual therapy, one-on-one conversation facilitates an opportunity for 
adolescents and adults to work through challenging experiences.

Parents carry their own risk of secondary trauma as they maintain a 
routine of complex cares, endure their child undergoing invasive procedures, 
and work to maintain a normal family dynamic that doesn’t always have to 
focus on the medical aspect of their life. Hannah’s parents have encountered 
a wide array of circumstances since having their second daughter. Through 
individual therapy, they have been able to process the feelings of grief, 
trauma, anger, and anxiety left behind as a result—empowering them to 
improve their own emotional health.

Clients who are 11 or older—and therefore not good candidates 
for play therapy—would still benefit immensely from counseling and 
an opportunity to have conversations surrounding their emotions. As 
Hannah gets older, she may use individual therapy as a way to process 
new challenges she encounters, such as social issues at school or loss 
of people she has met along her medical journey. While older patients 
may have a better understanding of the procedures and care they’re 
receiving, this is still not without an abundance of emotion. Individual 
therapy provides an outlet for this processing to take place in a more 
age-appropriate setting.

Through this simple act of self-care, adolescents and adults can work on 
making sense of the experiences that have led them to where they are, and 
create a plan moving forward—a resource that all individuals can benefit 
from. Physicians and other health care professionals can stress this point 
during their patient visits, encouraging patients to take care of their physical 
and behavioral health needs.
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La Pasión según San Marcos
(The Passion According to St. Mark)

Fri Aug 2 & Sat Aug 3   8pm 

CELEBRATING THE MUSIC OF LATIN AMERICA
Jul 6 - Aug 3

Energized by the spirit of Afro-Cuban music, bossa nova, 
tango, rumba and mambo, Osvaldo Golijov brings the rich 
tradition of Latin American music to his interpretation 
of the final days in the life of Jesus Christ as described 
in the Bible’s Gospel of Mark. This performance 
features the Minnesota Orchestra and brings together 
international soloists, choristers and soloists from 
Border CrosSing and the Minnesota Chorale.

Tickets: $30-$97

La Pasión según San Marcos

Música Juntos is sponsored by

612-371-5656  /  minnesotaorchestra.org/sommerfest 
                      Orchestra Hall  /  

María Guinand

Minnesota Orchestra 
María Guinand, conductor
Marcela Lorca, stage director
Jessica Rivera, soprano
Luciana Souza, mezzo
Reynaldo González-Fernández,  
    vocalist and dancer
Ahmed Anzaldúa, 
    choral preparation
Border CrosSing
Minnesota Chorale

F E AT U R I N G

https://www.minnesotaorchestra.org/


Derek Beyer, MD
Grand Itasca Clinic & Hospital

Derek Beyer, MD, an obstetrician-gynecologist at Grand Itasca, 
traveled with a group called Community Health Initiative (CHI) 
to Haiti last March. The group consisted of a general surgeon, 
reproductive endocrinologists, and other OB/Gyns. Dr. Beyer also 

brought along his high school-aged daughter, who has an interest in the field 
of medicine.

Beyer learned about CHI through a colleague who had accompanied his 
son on a CHI medical visit to Haiti. Based on that account, Beyer and his 
daughter made plans to volunteer themselves. CHI representatives provided 
extensive background and advice prior to the trip. As their journey approached, 
Beyer still had some concerns.

“I worried about being prepared to actually treat potentially very ill 
patients with little or no support,” he wrote in an account of his trip. “I worried 
about contracting one of a multitude of infectious diseases that could be life 
threatening to me or my daughter.” Once he arrived in Haiti, however, he 
quickly engaged with patients and CHI team members, and his worries faded.

The group spent most of their time in the village of Do Digue, hiking up 
to a nearby mountain community for one of the days. On the first day they 
triaged about 200 men and women for services to be provided throughout the 
week. About 100 women were screened for cervical cancer, with 12 of them 
requiring treatment.

The team also provided prenatal care. For many women, this was the 
only time during their pregnancy that they ever saw a doctor. They identified 
placental location problems and preeclampsia, and administered malaria 
prophylaxis. They also performed hysterectomies, primarily removing fibroid 
tumors. They saw patients from sun up to sun down and traveled with their 
own drugs and record-keeping system.

“Many of my misconceptions about Haiti have been dispelled,” Dr. Beyer 
wrote. “I now know what proud, dignified, and wonderful people inhabit that 
nation. They have challenges, to be sure, but they need our help, not our pity. 
A little goes a long way there.”

Dr. Beyer intends to go back to Haiti in the coming year, and may bring 
his son, who is also interested in pursuing a career in medicine.  

 By Richard Ericson

Recognizing Minnesota’s Volunteer Physicians

Each year, Minnesota Physician 

Publishing recognizes physicians 

and health care providers who have 

volunteered their medical services. 

Whether volunteering at home or 

overseas, these caregivers help 

people in need and come away 

with a revitalized sense of their work. 

Their compassion, commitment, 

and generous spirit reflect the 

deeply held values in Minnesota’s 

medical community.  

14  JUNE 2019  MINNESOTA PHYSICIAN  

   2019 COMMUNITY CAREGIVERS

I now know what proud, dignified,  
and wonderful people inhabit [Haiti].



MINNESOTA PHYSICIAN  JUNE 2019  15

Y. Ralph Chu, MD
Chu Vision Institute

Chu Vision Foundation was created to target, treat, and prevent 
blindness through educational and surgical mission trips. In many 
countries, cataract sufferers require a sighted person to guide 
them through daily life. Cataract surgery gives patients back their 

independence, and also increases the productivity of formerly sighted guides.

Chu Vision Foundation has traveled to countries such as Myanmar and 
Fiji and plans to continue mission work in under-served communities, teaching 
local ophthalmologists and performing surgery. Recent missions:

Myanmar. After joining the Hawaiian Eye Foundation (HEF) volunteer 
faculty, Dr. Chu and Chu Vision Foundation traveled to the capital city 
of Yangon in Myanmar. While there, Dr. Chu performed surgery while 
instructing dozens of Burmese ophthalmologists and ophthalmology residents 
on the latest technologies and procedures. The location’s isolation contributes 
to a large number of residents living with treatable blindness and a lack of 
trained physicians to treat the problem.

After joining the HEF volunteer faculty once again, Dr. Chu and Chu 
Vision Foundation returned to Yangon in Myanmar for an education-
based mission trip. The goal was to continue to educate and train Burmese 
ophthalmologists and ophthalmology residents to help create sustainable 
eye care.

Fiji. Chu Vision Foundation also traveled to Fiji to help at Ba Vision 
Eye Center. While at Ba Vision Eye Center, Dr. Chu and the Chu Vision 
Foundation performed sight-saving surgeries with hands-on patient care. Dr. 
Chu also shared his techniques with the local ophthalmology community. 

Dr. Chu is a recognized opinion leader, innovator, and global voice for 
research aimed to improve and impact eye health for patients of all ages, 
cultures, and economic conditions. With a personal commitment to forge 
new frontiers in the field of ophthalmology, Dr. Chu regularly participates in 
clinical evaluations and FDA studies regarding cataract and intraocular lens 
implantations, phakic lens implantations, laser vision correction, and ocular 
therapeutic treatments. 

Chu Vision Foundation also works with local charities in Minnesota and 
provides care to uninsured or under insured members of the community.  

Fred Bogott, MD
Mayo Clinic Austin

After retiring as a family practice physician at Mayo Clinic–Austin, 
Fred Bogott, MD (pictured third from left above), drew upon 
his PhD in physics and writing background to provide volunteer 
consulting services to scientists through The Hormel Institute 

(HI), an Austin-based cancer research facility affiliated with the University of 
Minnesota’s Masonic Cancer Center. Zigang Dong, MD, executive director 
at HI, praised Dr. Bogott’s work in the lab, where he supported researchers in 
preparing papers to be published in top tier/high impact journals and wrote 
grants to be submitted to institutions such as the National Cancer Institute 
and the Department of Defense.

In addition to his volunteer consulting here in Minnesota, Dr. Bogott 
traveled to HI partner labs in China to provide research, support, and 
consulting. He assisted with papers and conducted a weekly informal class 
that covered English as a spoken language—an approach that differed from 

what Chinese researchers had been taught in school. He also provided a link 
to the local community for Chinese researchers who work long hours and are 
often unable to get out of the lab.

His travels extended beyond the research facilities as well. “We go to areas 
where Americans very rarely go, and I have been invited as a speaker in their 
institutes and hospitals,” Dr. Boggot wrote. “In some of the many cities I have 
visited, I have encountered professionals for whom I am the first Westerner 
they have ever met, and I represent the U.S. and American medicine as best 
I can. The scientists and doctors are often very interested in how we live and 
do things, and I represent a non-threatening, non-governmental source of 
information and contacts.”

Recently, Dr. Boggot was referred as an editor to a nurse—the wife of 
a scientist in Zhengzhou—who was working on a proposal for post-stroke 
home care. Dr. Boggot arranged a contact between her and an Austin nurse 
working the same field. “A web of contacts like this among scientists, doctors, 
and others, spreading and linking, can only be for the good,” he wrote. “I also 
spend time with Americans, explaining what things are like in China. Most 
Americans know little of China and what they do know is 20–30 (or more) 
years out of date and is totally wrong. So I represent a two-way source of 
information and cultural exchange.”   

A web of contacts like this among scientists, doctors, 
and others … can only be for the good.

Cataract surgery gives patients  
back their independence.
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Melissa Gleaves, FNP-BC
Fairview Lakes Medical Center

When a friend initially invited her to join a medical team in 
Haiti, Melissa Gleaves had never traveled outside North 
America and certainly hadn’t considered using her medical 
expertise globally—but faith and an inner voice told her 

that “sometimes you have to say ‘yes’ to opportunities that seem bigger and 
more challenging than you can imagine and figure out the details later.”

Working with Healing Haiti, a nonprofit Christian organization, she and 
her colleagues traveled to Port au Prince, Haiti, to treat patients via mobile 
clinics in several tent cities. She soon realized that the trip was only the 

beginning of a journey, and determined to continue delivering care beyond 
the walls of her local clinic and the borders of her home country.

She later joined a colleague in developing a Maternal Child Program at 
Grace Clinic in Titanyen, Haiti, which strives to reduce maternal, fetal, and 

neonatal morbidity and mortality. Using WHO guidelines, the program 
enrolls pregnant women to the local clinic for scheduled prenatal care with 
a Haitian provider. Expectant mothers are provided education, prenatal 
vitamins, fetal ultrasounds, lab testing, and screening for high-risk conditions, 
and are offered post-partum care and education.

The program also connects with community midwives to assist with most 
of the home births, teaches hygiene, safety, and maternal care, and provides 
education about nutrition, breastfeeding, sleep safety, and other parenting 
issues. Teams include obstetricians, labor and delivery nurses, neonatal nurse 
practitioners, lactation consultants, home care nurses, medical assistants, 
and other medical staff. Gleaves and her team have been asked to bring this 
program to the Cité Soleil in Hope Clinic, Healing Haiti’s newest clinic. 

She will continue her regular visits to Haiti to champion the work she and 
her colleagues started from a small Haitian “tap tap or taxi.” Delivering care 
in Haiti demands bold leadership and risk taking in a country with limited 
resources. One of the most basic challenges has been letting local women know 
about their services and providing transportation to the clinic. Despite these 
challenges, she derives great rewards from the clinic visits, and in building  
deeper, personal relationships within the community.    

Sometimes you have to say “yes” to opportunities ... 
and figure out the details later.

Carson Harris, MD
Retired ER physician and current pain management physician

Dr. Harris is the medical director and inspiration behind Medical
Educators for Latin America (MELA), which partners with Mano a
Mano Bolivia to provide acute care conferences for local physicians
and nurses in Bolivia.

He recently helped organize the 12th conference with volunteer 
physicians, nurses, social workers, psychologists, and interpreters to train 
medical personnel serving the rural population of Bolivia and educate them 
on management of acute trauma, emergency care, acute and chronic medical 
care, and mental health care.

As they teach and share knowledge, MELA’s teams of medical professionals 

develop meaningful and strong relationships with Latin American colleagues. 

MELA partners with organizations committed to improving the health care of 

their communities and country. In addition to its ongoing continuing medical 

education conference, MELA has completed smaller courses in advanced trauma 

management, fundamentals of critical care, and pre-hospital trauma management.

Volunteers include doctor and nurse educators as well as physician extenders, 

paramedics, dentists, psychologists, and social workers. The only prerequisite to 

volunteer with MELA is to have a passion or a desire to teach and learn. Although 

some degree of Spanish fluency is helpful, MELA does not require it, since it 

provides professional Spanish interpreters.

Dr. Harris believes that the experience of teaching with MELA is ideal for 

residents-in-training, and encourages their participation. For residents and others 

who are interested, MELA helps coordinate a Mobile Clinic (Jornada de Salud) 

to rural areas of Bolivia where the volunteer can consult alongside local Bolivian 

physicians, nurses, and dentists to provide care to patients with limited access to care. 

Participating residents get a first-hand look at medical systems located in a resource-

poor country and learn to appreciate the abundance of our own health care system.

“Leading groups of health care professionals to Bolivia to share potentially life-

saving knowledge has been one of the most rewarding aspects of my involvement 

with MELA,” Dr. Harris said. “The hospitality and friendship of our Bolivian 

colleagues has been paramount to our continued involvement in coordinating and 

developing educational programs.”  

The hospitality and friendship of our Bolivian colleagues 
has been paramount to our continued involvement.
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Thomas J. Haus, MD
Glacial Ridge Health System

Dr. Haus signed up years ago with International Health Services (IHS) 

to go to Honduras—and has been there four times. Each February, 

150 people from around the world disperse throughout Honduras 

with teams of doctors, nurses, pharmacists, an interpreter, and a 

communications person with a short-wave radio. Medical staff frequently 

diagnose and treat malnourishment, hypertension, diabetes, chronic wounds, 

and ocular conditions related to sun exposure. Honduran dentists also join 

each team for dental care and tooth extractions. Local college students serve 

as interpreters, visiting each village and then going to the next. They set up in 

a municipal building with sheets hung up for patient privacy. Patients line up 

for hours, return home when it gets dark, and return to line up again the next 

day. “You look at all of the people that are lined up, and they keep coming,” 

Haus said. “It doesn’t take long to realize, yes, it matters to each and every 

individual you are helping.”

The local Honduran Army provides security and Dr. Haus has always felt 

safe. On his last three trips, he has taken one of his four children along as a 

member of the team. Two of his three high school daughters, who are fluent in 

Spanish, assisted at clinics and helped communicate as needed. Dr. Haus often 

has Rural Physician Associate Program students. Last year when he went to 

Honduras, his student, Daniel Harren, who also lived with Dr. Haus’ family, 

accompanied him on the medical trip.

In addition to volunteers, medical centers in Honduras need equipment 

and supplies. Dr. Roderick Brown, a colleague of Dr. Haus’ at Glacial Ridge 

Health System, has helped work with local hospitals to get the equipment they 

are replacing or upgrading donated to hospitals in other countries. Rotary 

Clubs in Honduras cook for them and do what they can to help. A Rotarian 

himself, Dr. Haus and others met with local Rotarians and hospital staff last 

year to find out what equipment they need most, and is currently seeking a 

Rotary grant to get a badly needed ventilator for one of the hospitals, along with 

a service contract for sustainability. “Imagine their priority needs compared to 

ours in the United States and at our own hospitals,” he said. “We’re definitely 

making a difference on mission trips—one person at a time.”  

It matters to each and every  
individual you are helping.

John Kvasnicka, MD
St. Joseph’s Hospital

Shoulder to Shoulder, in conjunction with Global Health Ministries, 
has partnered with Ilula Lutheran Hospital in Ilula, Tanzania, for 
more than 15 years to develop and improve the services provided to 
the local area by the hospital.

Starting in 2014, Shoulder to Shoulder presented the inaugural Ilula-
Minnesota International Healthcare Conference. The first course was presented 
in January 2014 with 30 attendees. Based on extremely positive feedback from 
the initial conference, the partners in Tanzania encouraged them to significantly 
expand the conference to offer this educational experience to a much larger 

audience of caregivers. As a result, they expanded the 2015 conference to 
include all 28 Southern Zone Lutheran Hospitals with a total attendance 
of approximately 80 professionals. For the 2016 conference, they added an 
administrative track to the conference and included over 100 attendees. The 
2017 conference expanded attendance to include nursing school staff. For the 
2019 conference they hosted over 100 Tanzanian health care professionals.

Five principles of the work: lifelong learning, inter-professional teamwork, 
mutual respect, continuous improvement, and sustainable impact. In 
addition to the benefits to patients and staff in Tanzania, participation in 
this program provides a unique opportunity for volunteer U.S. physicians, 
nurses, pharmacists, administrators, and students by promoting engagement 
in the profession, providing an opportunity to serve and learn about medicine 
in the developing world, engaging interest in contributing to global health 
development, and fostering a culture of education.

Course evaluations rank the conferences as 9/10 and participants rave about 
the experience. Dr Kvasnicka has served as a volunteer course director for this 
work since its inception and is passionate about the importance of health care 
education and quality improvement. He actively plans the curriculum, recruits 
speakers, and collects feedback for ongoing refinement of the conference 
and topics. All the faculty involved in the program provided all services on 
a volunteer basis without any compensation and are fully responsible for all 
costs of their own transportation, travel expenses, and living expenses while 
volunteering to serve in this program. See also a published paper highlighting 
this work: http://www.journal.cjgh.org/index.php/cjgh/article/view/129.     

[The program provides] an opportunity to serve and 
learn about medicine in the developing world.
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Richard Peller, MD; Susan Peller, 
APRN, CPN; and Cathy Davis, MD
Mankato Clinic

Mankato Clinic providers Richard Peller, MD; Susan Peller, 
CNP; and Cathy Davis, MD, provide free medical care to 
people living in remote areas of Guatemala and Mexico through 
Minnesota Doctors for People (MDP). Cofounded by Susan 

Peller in 2006, MDP has completed 27 medical mission trips with the help of 
more than 200 volunteers, establishing pop-up primary care clinics in remote 
villages that have served more than 12,000 people. For many, this may be the 
only opportunity to see a doctor all year.

MDP took three week-long medical mission trips in 2018. In April, 
Davis and Susan Peller led a trip to San Lucas Tolimán, Guatemala, and in 
November the Pellers returned to serve. In February, Richard Peller was a 
provider on a medical mission to Chiapas, Mexico.

Davis and Susan Peller’s group of eight included three health care providers 
who treated mostly coughs, colds, rashes, OB issues, and malnutrition and 
strengthened partnerships with community health promoters.

Chronic pain related to physical work is prevalent among the Highland 
Maya people. Serving on the team to Chiapas, Richard Peller and his colleagues 
taught patients the importance of water intake with foods rich in potassium 
and sodium to prevent dehydration during outdoor work on hot days. To 
prevent giardia, they reminded people to boil water at night for use the next 
day. With Mankato Clinic physical therapist Megan Linder, PT, DPT, they 
demonstrated ways to relieve and prevent chronic neck and back pain.

In November, Richard and Susan Peller traveled to San Lucas Tolimán, 
Guatemala, to set up primary care clinics and to give a talk on diabetes and 
women’s health to the local health providers in the villages. “They’re doing a 
phenomenal job improving the health of their communities,” wrote Richard 
Peller. “We can definitely see a big difference when we visit these communities.” 

“Coming home from Guatemala is always a transition. I don’t wake to the 
roosters and the smell of smoke in the morning and I find I miss that,” Susan 
Peller wrote. “Most of the people I encounter during the day don’t worry about 
not having enough food for their family. The stark differences between there 
and here are painfully apparent.”   

The stark differences between  
there and here are painfully apparent.

Tom Schrup, MD
CentraCare Clinic Pediatrics

Tom Schrup, MD, provides critical wellness visits and consults to 
homeless youth at Pathways 4 Youth, a newly opened homeless youth 
resource center in St. Cloud (www.Pathways4YouthMN.org). Once a 
week, Dr. Schrup sees youth for a variety of reasons, from strep throat 

to addiction issues. He also sees single homeless moms and their children with 
a variety of medical needs. Dr. Schrup says many of the youth he visits with 
each week have not been seen by a doctor in many years. 

Pathways for Youth is a St. Cloud Rotary project, serving youth ages 
16 to 23 experiencing homelessness in the St. Cloud area. Each night, 
approximately 150 homeless youth in the St. Cloud area sleep outside, in cars, 

porta potties, or couch-hop with friends. In addition to medical and addiction 
services, Pathways 4 Youth provides youth experiencing homelessness with the 
opportunity to learn about and gain access to resources that can put them 
back on a path that will help them to grow as individuals and be contributing 

members of their community. Pathways 4 Youth is a partnership project with 

HOPE 4 Youth, a nonprofit that provides pathways to end youth homelessness 

in the north metro suburbs of the Twin Cities. Some of its nonmedical services 

include providing connections to local resources for prevention, outreach, 

employment/education, and housing.

Tim Wensman, who has been a local leader in starting the center, said Dr. 

Schrup’s work is valuable in not only helping youth with health challenges but 

also with connecting them with medical resources. According to Wensman, “The 

youth, volunteers and staff at Pathways love Dr. Tom! ‘He is so approachable and 

easy to talk to’ is the quote I hear quite often. Without his help, the youth would 

not have any idea how to navigate the health system in our community.”

Dr. Schrup is a true ambassador for CentraCare Health, and he is making 

an impact on the homeless population in the central Minnesota community 

through this work. He provides referrals and makes sure that the youth have a 

“place to call home” when it comes to their medical needs.

He began his CentraCare career in 1994 as a pediatrician and continues 

his pediatric practice part-time in addition to his administrative duties as 

CentraCare’s executive vice president, chief physician officer.  

Many of the youth ... have not been  
seen by a doctor in many years.
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Stephen Setterberg, MD
PrairieCare

Building a thriving, vibrant society requires every citizen to be fully 
engaged in the economy, political process, and community. But this 
can be impossible for citizens in the Republic of Kosovo, who have 
experienced trauma, depression, debilitating anxiety, or existential 

despair after years of war.

Dr. Setterberg, pictured third from left with research colleagues at 
the Kosovo Ministry of Health, addresses these psychological obstacles by 
providing a model for psychiatry and psychology to support healthy societies 
and economies, and also to fight radicalization, violent extremism, political 

corruption, and authoritarianism worldwide. His work began with an extensive 
field-research survey in collaboration with Dr. Evangelos Tsempelis of Zürich, 
Switzerland. The aim of the 500 assessment interviews across ethnicities and 
regions in Kosovo, and the subsequent statistical analysis thereof, was to diagnose 
the psychological state, not of an individual, but of an entire society. The results, 
based on the Kissane Demoralization scale, were shocking: in Kosovo, nearly 20 

years after the war, rates of demoralization are comparable to those of terminal 
cancer patients in palliative care in Western Europe and the United States.

In response, Dr. Setterberg—leading his co-founders and team at the 
humanitarian nonprofit Stillpoint Engage—continues to share research results 
across Kosovo in hopes of improving the functioning of the nation’s mental-
health system. They also launched a collaborative program-design phase in 
collaboration with the local field researchers. Providing both professional 
training, transportation, and room and board for these all-women research 
teams, Dr. Setterberg worked toward gender parity and youth empowerment 
in Kosovo, while also supporting and leveraging local knowledge.

The result is a community-based, psychosocial healing methodology, 
Reparative Narrative, the basis of the intervention Dr. Setterberg continues to 
lead and provide the resources for. Now in its pilot phase, Reparative Narrative 
draws widely from the psychologies to build local expertise through training; 
help individuals heal by integrating past traumas into the life-story narrative; 
strengthen communities through innovative dissemination of materials; and 
intervene in authoritarian, biased, and extremist ideologies by leveraging—
through the use of digital medias—shared experiences.    

Rates of demoralization [in Kosovo] are comparable to 
those of terminal cancer patients in palliative care

Samreen Vora, MD
Children’s Simulation Center at Children’s Minnesota

Dr. Samreen Vora, medical director of the Simulation Center at 
Children’s Minnesota, has always known that she wanted to give back 
in a big way, and the perfect opportunity to give back internationally 
presented itself in 2018.

Dr. Vora’s mentor from a fellowship in simulation and medical education 
connected her to the Certification Program in Emergency Medicine at Indus 
Hospital, a charity hospital in Karachi, Pakistan. “It was the perfect time 
to apply to this program,” said Dr. Vora. “With becoming an instructor for 
Pediatric Advanced Life Support (PALS) from Children’s and expanding my 

knowledge of the nuances in pediatric care, I knew I had unique contributions 
to make to Indus Hospital’s emergency department.”

Emergency medicine is still a developing discipline in Pakistan. In order 
to develop this specialty, Indus Hospital hosted one international expert in 
emergency medicine each month to train medical officers and residents to 
better manage initial triage and stabilization with varying medical, surgical, 

and traumatic conditions. The certification program acts as an intermediate 
solution to the lack of emergency medicine specialists in the country.

Dr. Vora spent one month teaching and working in emergency medicine, 
and worked to develop the hospital’s simulation program. In her current role 
at Children’s Simulation Center, she works on developing simulations for all 
specialties, not just emergency medicine, making it a very integrated program. 
Dr. Vora worked to bring more integration to Indus Hospital’s program to help 
physicians prepare for any emergency situation. “Anytime you go to a new setting 
it can be challenging, even in the U.S.,” said Dr. Vora. “Hospitals don’t always have 
the same tools to do simulation but regardless of available technology, it was my 
responsibility to make the exercises feel ‘real’ to the cohort.” Emergency medicine 
and simulation are in early development phases in Pakistan, so the simulation 
program at Indus Hospital relied fully on donated adult simulation tools. Dr. Vora 
made the most of the limited technology and resources to create simulation lessons 
that lent themselves to culturally appropriate, real-world application. By stepping 
out of her comfort zone of providing care to kids at Children’s Minnesota, Dr. 
Vora was able to not only enrich her own learning but provide a few pediatric care 
pearls to practicing physicians from emergency departments across Karachi.  

Anytime you go to a new setting it  
can be challenging, even in the U.S.
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H
ealthEast Care System sought to consolidate a number of 
health care services and specialty groups to create an ideal 
ambulatory destination. Under health care developer Mark 
Davis, the project was initially strategized to be built in 
three phases, but as demand for tenancy skyrocketed, 

construction plans were revised three times to launch at full capacity. Local 
architect firm bdh+young designed the concept, delivering a finished 

product as beautiful as it is logical. Lush landscaping lines the massive 
parking lot, helping patients feel at ease as they approach the grand front 
entrance. A player piano and roaring fireplace greet guests as they arrive in 
the modern, open-concept lobby, and the breathtaking view from inside 
showcases local art, with the feature piece being a massive glass sculpture 
suspended from the vaulted ceiling. The space presents a warm color 
palette, light and bright glass staircase, and cozy lounges.

HealthEast Clinic and  
Specialty Center–Maplewood
Type of facility: Multi-specialty ambulatory care center
Location: Maplewood
Ownership organization: Davis
Architect/interior design: bdh+young
Engineer: KOMA
Contractor: Timco Construction
Completion date: October 2017
Total cost: $48 million
Square feet: 147,926 
 
 

Minnesota Physician’s Health Care Architecture Honor Roll 
recognizes outstanding achievement in new facilities design. 
Each year we present an overview of the widely varied work that 
creates the brick and mortar of patient care. The nine projects 
featured in 2019 include a multi-specialty clinic in a new retail 
park spearheaded by the City of Chaska, hospital remodeling 
to accommodate cutting edge diagnostic equipment, onsite 
spiritual centers, a surgery center, a cancer center, and more.

We thank all those who participated in this year’s Honor Roll.

By Richard Ericson
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L ocated in Woodbury’s mixed-use CityPlace 
development, CityPlace Medical provides a     
gorgeous specialty medical center for patients 

in the east metro and western Wisconsin. Davis, 
the local development firm chosen to lead the 
project, introduced the space to current anchor 
tenant Minnesota Gastroenterology (MNGI) 
due to its convenient location, optimal visibility, 
and wholly customizable footplate. All parties 
wanted the building design to be creative and 

unique, while complementing the existing 
structures inside the development. The finished 
product surrounds guests with natural light, 
warm wood tones, and neatly polished accents, 
creating a relaxing vibe throughout the space 
that makes guests feel right at home. The bold 
stone exterior and cascading glass curtain help 
the building to stand out while still fitting in, 
encouraging patients and general shoppers alike 
to come for a purpose but stay for the experience.

CityPlace Medical
Type of facility: Multi-specialty ambulatory care 
center
Location: Woodbury
Ownership organization: Davis
Architect/interior design: bdh+young
Engineers: Loucks, Gilbert Mechanical Contractors, 
Inc., and KOMA
Contractor: Timco Construction
Completion date: June 2018
Total cost: $16 million
Square feet: 50,500
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To better serve patient needs, EAPC 
designed a complete remodel for the 
treatment space of the Linear Accelerator 

as well as waiting and common space areas 
outside the vault. This new equipment allows the 
hospital to conduct more accurate and refined 
treatments for patients while providing a grand 
atmosphere within a relatively small room. 
The point of design emphasis was the Linear 
Accelerator vault itself, with special attention 

paid to the new machine’s strict requirements. 
All-new casework and finishes were installed. An 
enchanting and inviting display was created by 
a drop-down ceiling featuring fiber-optic panels 
and a cove with color-changing LED lights 
designed to enhance the patient experience, and 
soften the room for an otherwise hard and chilled 
environment. The sub-wait area just outside the 
vault includes new work to the soffit and a new 
privacy glass wall configuration. 

HealthEast St. John’s Hospital–
Fairview 
Type of facility: Diagnostic and therapeutic facility
Location: Maplewood
Ownership organization: HealthEast
Architect/Interior design: EAPC Architects Engineers
Engineers: Parsons Electric LLC, Palanisami 
& Associates, and Metropolitan Mechanical 
Contractors, Inc.
Contractor: Kraus-Anderson
Completion date: July 2018
Total cost: $700,000
Square Feet: 1,410 SF Remodel

Developed by MSP Commercial, the 
Engler Health Center is part of the 
80-acre Chaska Creek Business Center 

anchored by Hy-Vee, to be completed in 2020. 
The building represents a growing trend of 
incorporating health care access into a retail 
shopping experience. The architectural design 
conveys a Main Street feel. Exterior materials 
evoke Chaska’s history of creating brick using 
river clay and buff colors, dark bronze metal 

paneling, and classic brick recalling its industrial-
era cast iron foundry. Handsome unitized 
patterns and stacking techniques are derived 
from German traditional construction styles, 
referencing geological stratification on the river. 
The lobby and overall interior design employ 
warm colors, abundant natural light, and wood 
flooring tile to create a welcoming atmosphere. 
Current tenants include Southwest Eye Care, 
Catalyst Medical Center, and Town Dental.

Engler Health Center
Type of facility: Multi-specialty ambulatory care 
center
Location: Chaska 
Ownership organization: MSP Commercial
Architect/Interior design: Sperides Reiners 
Architects
Engineers: Sambatek, Inc. (Civil); Ericksen Roed & 
Associates (Structural)
Contractor: RJM Construction
Completion date: April 2018
Total Cost: $9 million
Square Feet: 28,613
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This project involved the fit-up of approximately 
22,217 square feet of existing third-floor shell 
space in the south wing of Essentia Health 

hospital. Combining the services of the existing 
Progressive Care Unit and Telemetry floor into one 
unit, EAPC designed a 28-bed cardiac telemetry 
patient care unit where each individual patient room 
includes a private toilet-shower room and a family 
seating area. Four of the patient rooms were designed 
to accommodate airborne infection isolation 

control capabilities, one of which also includes 
bariatric patients. Recessed nursing care stations 
were integrated into the corridors to allow direct 
staff observation of patients from outside the room, 
a configuration that mirrors the design of an ICU 
room. Pass-through cabinets allow replenishment 
of care supplies without disturbing the patient. Staff 
and support spaces now consist of cardiac telemetry, 
infection control, pharmacy, consultation, offices, 
and a break room.  

Essentia Health–Fargo
Type of facility: Cardiac and intermediate care unit
Location: Fargo, ND
Ownership organization: Essentia Health
Architect/Interior design: EAPC Architects Engineers
Engineer: EAPC Architects Engineers
Contractor: Olaf Anderson Construction
Completion date: December 2018
Total cost: $6 million
Square feet: 22,217

MSPCommercial.net | 651.287.8888

HEALTHCARE REAL ESTATE 
Project Management | New Development

Asset Management | Property Management
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This project acknowledges the needs of an 
increasingly diverse community of patients, 
visitors, and hospital staff. An early consensus-

building process recognized a common desire for a 
place of refuge that would be conducive to reflection, 
prayer, and decision-making, and in using nature to 
unify the breadth of individual spiritual traditions. 
The design utilizes natural and timeless materials to 
establish a point of departure from the surrounding 
hospital environment. The existing chapel has been 

clad in granite, punctuated by wood-framed views 
into the project’s screened interior. A pair of wooden 
screen walls—representative of an abstracted forest 
understory—delineates and guides visitors through 
a small collection of sub-spaces, each with its own 
function and scale of inhabitation, culminating in a 
communal space defined by a starry clearing above. 
The existing chapel entrance is re-oriented to take 
advantage of proximity to a renovated emergency 
department and lobby seating area.

Center for Reflection and Renewal 
at Abbott Northwestern Hospital
Type of facility: Renovation of existing hospital 
prayer/meditation space
Location: Minneapolis
Ownership organization: Allina Health, Abbott 
Northwestern Hospital, and Tony LaCroix-Dalluhn
Architect/Interior design: HGA
Engineer: Dunham Associates, Inc.
Contractor: JE Dunn
Completion Date: December 2018
Total Cost: Confidential
Square Feet: 1,800
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IS YOUR 
PHARMACY 
USP 800  
COMPLIANT?

EAPC.NET

Contact EAPC healthcare 

design experts, to comply 

with these federal upgrade 

requirements by December 1, 

2019. We have implemented 

USP 795, 797 and USP 800 

across the United States.

Essentia Health Inpatient Pharmacy, Fargo, North Dakota

https://www.eapc.net/
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Patients with regenerative 
medicine questions?

Regenerative medicine focuses on the body’s natural ability to repair, replace, and regenerate damaged 

or aging tissues. At MINNESOTA REGENERATIVE MEDICINE (MRM), a specialty clinic of HOGUE CLINICS, 

autologous bio-cellular agents such as plate let-rich plasma (PRP), fat aspirate concentrate (FAC), and 

bone marrow aspirate concentrate (BMAC) are used to treat degenerative conditions. To ensure proper 

placement, ultra sound or fluoroscopy guidance is used when clinically indicated during regenerative 

medicine treatments.

Regenerative medicine treatment categories at MRM include:
• Bio-cellular treatment of OSTEOARTHRITIS and CHRONIC TENDINITIS (all peripheral joints &  

tendons, excluding spine)

• Bio-cellular hair restoration for HAIR LOSS, HAIR THINNING, EARLY SCALP BALDING

• Bio-cellular treatment of ERECTILE DYSFUNCTION, PEYRONIE’S DISEASE, and PENILE  
GIRTH ENHANCEMENT

8 Hogue Clinics locations in Minnesota www.mregm.com • (763) 447-2500 or Toll Free (866) 219-4699
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The Sanford Joe Lueken Cancer Center, an 
addition to the Sanford Bemidji Medical 
Center, includes 20 infusion suites, 15 exam 

rooms, and lab and integrative services, as well as 
an onsite pharmacy, meditation room, infusion 
therapy lounge, boutique, and bistro. Named 
after Joe Lueken, a local businessman who built 
his grocery store business into a thriving staple in 
the Bemidji community, the center has expanded 
and centralized cancer care in the Bemidji area, 

offering patients a full range of services to guide 
them through treatment. This includes space 
for financial counseling, social services, genetic 
counseling, and survivorship. The design, 
structure, and layout ensure that the center 
will remain on the cutting edge of treatment 
and continue to evolve as a medical leader. The 
forward-thinking, patient-focused center offers 
amenities designed to be warm, welcoming, and 
comforting for patients and families.

Sanford Joe Lueken Cancer Center
Type of facility: Cancer center
Location: Bemidji
Ownership organization: Sanford Bemidji Medical 
Center
Architect/Interior design: HGA
Engineer: HGA
Contractor: Kraus-Anderson
Completion date: August 2018
Total cost: $10,675,794
Square feet: 23,852 
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Carris Health—a partnership between 
Affiliated Community Medical Center 
(ACMC), Rice Memorial Hospital, 

and CentraCare Health—sought a replacement, 
stand-alone 29,000 square foot ambulatory 
surgery center to satisfy current surgical volumes 
and provide accommodations over the next 
10–15 years. The center was designed for five 
ORs, two endoscopy suites, one procedure room, 
and necessary ancillary functions, including 

waiting rooms, Phase I and Phase II recovery 
areas, care delivery stations, decontamination 
and central processing, and other staff support 
spaces. The design team conducted user group 
sessions to hear first-hand how care providers 
desired to work and what they required to do 
their best work. That information, coupled with 
the design team’s experience in creating custom 
care delivery models, resulted in an efficient and 
functional staff and patient flow model.

Carris Health Surgery Center
Type of facility: Ambulatory surgery center
Location: Willmar
Ownership organization: Carris Health
Architect/Interior design: Mohagen Hansen 
Architecture | Interiors
Engineer: Dunham Associates
Contractor: Marcus Construction
Completion date: July 2018
Total cost: $9,463,800
Square feet: 29,000
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Creating Healing Environments  
for 40 Years

“We wouldn’t hesitate to work with Engan Associates again.” 
(Matt Reinertson, Heartland Orthopedic Specialists)

Contact us: (320) 235-0860 • http://engan.com

ENGAN ASSOCIATES

This in-progress, multi-phase, $3.5 million 
Town Center renovation is infusing new 
life into the existing, original main building 

of the Bethesda campus in Willmar. Highlights 
include extensive renovation of the chapel, a 
family cafe for resident and visitor enjoyment, a 
new gift shop, and areas for family dining and 
gathering. Residents and visitors comment on the 
warm, inviting feeling of the new areas—places 
people come to live and celebrate life together. 

The second stage of the project will renovate 
the existing nurse’s stations, tub rooms, and 
small-group dining areas of the facility. Bethesda 
provides a full continuum of care, including skilled 
nursing care, short-stay therapy centers, home 
health care, outpatient therapy, independent and 
assisted living, adult day services, and a wellness 
center. This project is the second stage of a $21 
million redevelopment project to unite the 
Bethesda organization onto one campus.

Bethesda
Type of facility: Long-term care
Location: Willmar
Ownership Organization: Bethesda
Architect/Interior design: Engan Associates
Engineers: Asche Engineering; Willmar Electric 
Service; Design Tree Engineering; Applied 
Engineering Design; and Kvernstoen, Rönnholm, & 
Associates
Contractor: Marcus Construction
Completion date: December 2018
Total cost: $2.3 million
Square feet: 21,911
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BY NICHOLAS (COLE) HELBLING, PHARMD; STANLEY SCHIMKE, 
CID; AND JAMES ANDERSON, AIA, NCARB, LEED AP

H
ealth care facilities have until December 1, 2019, to comply 
with new, federally enforceable rules and regulations issued by 
the U.S. Pharmacopeial Convention under USP <800>. The 
primary objective of the rules and regulations is to promote 
patient safety, staff safety, and environmental protection from 

hazardous drugs.

USP <800> requires health care facilities to maintain a list of hazardous 
drugs used in the facility. The National Institute for Occupational Safety 
and Health (NIOSH) provides a list of hazardous drugs. The facility must 
address any agent listed as hazardous by NIOSH. However, facilities may add 
other items that are not on the NIOSH list. The three groups of hazardous 
drugs to be considered are antineoplastic drugs, non-antineoplastic drugs 
that meet one or more of the NIOSH criteria for hazardous drugs, and 
drugs that primarily pose a reproductive risk. Safe-handling precautions 
may vary based on activity and formulation of the drug. For some facilities, 
these precautions may require architectural redesigns and rebuilding.

Background
In 2004, NIOSH published an alert intended to increase awareness about the 
health risks posed by working with hazardous drugs. Exposure to hazardous 
drugs may occur from skin contact, inhalation, ingestion, or injection from 
a wide array of activities, and the results in health effects can include skin 
rashes, adverse reproductive outcomes, and possibly leukemia and other 
cancers. USP <800> clearly states that there is no acceptable level of personnel 
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Are You USP <800> Compliant?
New guidelines for handling hazardous drugs

Common redesign and rebuilding 
measures to ensure compliance  
with USP <800>

While individual needs will vary, some health care facilities 
have found it necessary to: 
• Add a hazardous drug storage room with adequate negative air 

pressure and at least 12 hourly “air changes,” defined as how 
many times the air enters and exits a room from the HVAC.

• Install a dedicated hazardous drug refrigerator.

• Add adequate hoods for sterile and non-sterile compounding.

• Upgrade rooms to support dedicated hazardous drug hoods and 
optimal air flows.

• Place hand washing and eye wash stations for maximum efficiency.

• Enact architectural finish requirements for sterile compounding 
under USP <795>. These include providing smooth, seamless, and 
impervious surfaces.

• Install continuous-sheet vinyl flooring with integral cove base (no 
vinyl composite tile or carpet flooring).

• Provide for external ventilation of all negative pressure hoods.

• Install an air handler capable of providing adequate air 
exchanges and room pressures.

• Build HVAC “chases”—ducts used to carry or return air from the 
air handler—and provide low air returns near the floor.

• Build separate unpacking/receiving rooms for hazardous 
drugs. Room air pressure must be negative or natural to prevent 
contamination to areas outside of these rooms. This has been a risk 
factor at many facilities.

• Replace acoustical ceiling tiles with “gypsum board clean room 
#5” tiles; include gasketed grid and hold-down clips.

• Install recessed sprinkler heads.

• Add more “data drops”—network cables and ports to share 
computer data.

• Include HEPA filter test ports.

• Replace existing pass-through cabinets and storage cabinets with 
interlocking, gasketed cabinets to comply with 797/800 requirements. 

Of note, some pass-through cabinets may need to be HEPA filtered.

https://www.mohagenhansen.com/


exposure to hazardous drugs, and it is intended to provide containment of 
hazardous drugs to as low a limit as reasonably achievable.

In addition to NIOSH, other organizations, such as the Occupational 
Safety and Health Administration (OSHA), the American Society of 
Health-System Pharmacists (ASHP), and the Oncology Nursing Society 
(ONS), have provided documents and/or best practices addressing 
hazardous drug handling. Where conflicts exist, the most stringent 
requirements prevail.

USP <800> provides safe practice requirements for receipt, storage, 
mixing, preparing, compounding, dispensing, administering, disposing, 
counting, crushing, and pouring hazardous drugs. The standard 
impacts sterile and non-sterile hazardous drugs. It applies to any health 
care setting, including pharmacies, hospitals, clinics, physician offices, 
veterinarian offices, and other locations and facilities where hazardous 
drugs are stored, transported, and administered. While a key component 
is focused on primary and secondary engineering controls, USP <800> 
covers everything from organizational planning to spill control and 
environmental monitoring.

Preparing for compliance
Three action steps to consider in preparing for USP <800>:

1. Complete an assessment of risk and gap analysis for the facility.

2. Upgrade the existing facility to meet standards.

3. Educate and train personnel.

The first step is to have your pharmacist and technicians perform an 
assessment of risk of their facility. Review this thorough checklist for USP 
<800> in health care facilities: www.tinyurl.com/mp-800-checklist. Several 
organizations have provided gap analysis tools that can be extremely helpful 
in developing action plans for USP <800> compliance. Some examples of 
gap analysis tools include: www.HazMedSafety.com, www.800gaptool.
com, and www.tinyurl.com/mp-compounding.

Some health care facilities may need to redesign and rebuild their 
physical space. See sidebar for a list of common improvements necessary to 
meet the new standards.

Seeking outside help
After the assessment of risk has been completed, it is a good idea to hire a 
third-party organization that specializes in pharmacy LEAN design and 
understands the required changes, such as developing evidence-based standard 
operating procedures that are compliant with USP <800> but also meet the 
specific needs of their organization, workflows, HVAC (heating, ventilation, 
and air conditioning) improvements for proper air exchanges, adjustments 
to the facility’s footprint to comply with storage guidelines, temporary 
construction phasing if renovating in place, and cost of construction.

Once capital improvements are made, and new procedures are 
rolled out, personnel training and education is a key component of the 
compliance process. It’s not a one‐time event, but more a continuing cycle 
of training, assessment, and improvement, all of which keeps patients 
safe, themselves safe, and our environment safe.

Aside from primary and secondary engineering controls, adequate 
work practices with donning and doffing of personal protective equipment 
(PPE) are important to protect the worker and the work environment from 

contamination with hazardous drugs. Highly reliable cleaning procedures 
can prevent worker exposure and environmental contamination. Personnel 
performing cleaning activities need to be protected from inadvertent exposure 
to hazardous drugs. USP <800> provides comprehensive requirements and 
best practice recommendations for PPE and cleaning procedures.

USP <800> recommends environmental quality and control monitoring. 
To evaluate hazardous drug practices, wipe sampling is recommended at 
baseline and every six months. Wipe sampling can help to identify work 
practices or environmental controls that need to be altered to prevent worker 
and environmental contamination.

MINNESOTA PHYSICIAN  JUNE 2019  29

Are You USP <800> Compliant? to page 364

When loved ones need to be close

THE SAINT PAUL HOTEL has a long-standing 
special pricing policy for guests with loved ones that 

require hospital stays. If you have patients from either out of 
state of suburbs that require hospitalization at any of the 
outstanding St. Paul area hospitals, please let them know 
that family members and loved ones are welcome to our 

discounted health care stay pricing.

SAINTPAULHOTEL.COM  |  651.292.9292  |  350 MARKET ST., ST. PAUL

https://www.saintpaulhotel.com/


BY JASMINE CURRY, BS; MATT PAVLOVEC, RN, BSN; AND KEVIN 
M. HARRIS, MD

A
n acute aortic dissection (AD) occurs when there is a tear in 
the intima, the inner layer of the aorta, allowing blood to 
travel through a separate channel (false lumen), often leading 
to complications which may include cardiac tamponade, aortic 
regurgitation, ischemia of the branch vessels, and, ultimately, 

aortic rupture. The patient’s symptoms depend on the path of the dissection 
and which organs are malperfused. Most commonly, patients with AD have 
symptoms of chest or back pain that may mirror the much more prevalent 
acute coronary syndromes, and are frequently mistreated as such. If the 
ascending aorta (Type A) is involved, this condition represents an acute 
surgical emergency, with a mortality that is historically 1 percent per hour 
until surgery can be performed. The Minneapolis Heart Institute (MHI) at 
Abbott Northwestern Hospital (ANW) has developed an AD Program with 
a goal of increasing recognition and more rapidly instituting treatment.

Clues to recognition
A focus of the American Heart Association guidelines for aortic disease is 
timely recognition of AD. On average, in the International Registry of Acute 

Aortic Dissection (IRAD), the median time for presentation to diagnosis of 
AD is 4.3 hours, with an additional 4.3 hours until surgical intervention. 
Given that delays may be even longer when patients are transferring from 
outlying hospitals, there is a need for a streamlined process to rapidly 
diagnose and transfer these critically ill patients. Unfortunately, delays in 
recognition do occur. In some cases the diagnosis is not established until 
autopsy, which illustrates how critical early recognition is.

Early recognition is best made by the clinician integrating high-risk 
historical features (known aortic aneurysm, aortic valve disease, family 
history of aortic disease, prior cardiac surgery), symptoms (severe, sudden 
chest/back pain), and exam findings (blood pressure discrepancy, pulse 
deficit, diastolic murmur suggestive of aortic regurgitation, or neurologic 
finding). The vast majority of patients with AD will have one of these 
clinical findings. Most ADs occur in males with a mean age of 62 years, 
though it can occur in patients across a wide age spectrum. Younger 
patients that have connective tissue disease may be afflicted, and although 
rare, females during or after pregnancy can be at risk. Overall incidence is 
approximately three per 100,000 people annually. Although more common 
in males, females typically present with AD at an older age, and often have 
more severe in-hospital complications and mortality. 

Significant delays in recognition can occur in patients with atypical 
presentations, such as those without pain, in females, and among those 
presenting to non-tertiary hospitals. Clinical suspicion is confirmed via 
diagnostic testing, most commonly computed tomography (CT) imaging—
though transesophageal echocardiography (TEE) or magnetic resonance 
imaging (MRI) could also be used.

Initial treatment
Once an AD is recognized, the principles of medical therapy include control 
of the patient’s blood pressure with beta blockade principally, but also with 
pain medications. At the time of transfer, the focus of the team is blood 
pressure and heart rate control preferentially with beta blockers. The goal 
of care during this early phase is to prevent the dissection from extending 
or rupturing by both lowering the pressure and by lowering the number of 
pulses being generated. This last point, limiting pulse generation, is one of 
the keys to using beta blockers over other anti-hypertensives.

If the patient presents to a non-tertiary hospital, it is imperative the 
patient move quickly to a facility with expertise in surgical treatment. If 
the ascending aorta is involved, (Type A AD), and the patient is a surgical 
candidate, then urgent surgery should occur. The corrective surgery includes 
graft replacement of the ascending aorta (often including the under surface 
of arch). With a Type B AD (where the tear starts in the descending aorta), 
consultation with a vascular surgeon is needed, and if high-risk features are 
present, such as ischemia of the mesenteric or peripheral vessels, then an 
urgent surgical procedure (often stent grafting) should take place.

Needs for improvement
Since AD is significantly less common than acute coronary syndromes, the 
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clues suggesting the diagnosis are less evident and, without a point-of-care 
laboratory assay, the diagnosis is often delayed or missed. Death in AD is 
most frequently due to aortic rupture, and thus lifesaving surgery must be 
initiated before this occurs. The AD Program was created based on the same 
principles of the Level 1 Heart Attack program for ST elevation myocardial 
infarction, which emphasizes standardized and protocolized care in concert 
with a regional referral network resulting in rapid transport directly to the 
cath lab for emergent percutaneous coronary intervention.

Components of the AD Program
The multidisciplinary AD Program goals included standardizing diagnostic 
testing/imaging, decreasing the time to diagnosis and surgical treatment, 
early and aggressive blood pressure control, rapid access to blood products, 
and standardizing intraoperative imaging and surgical techniques.

Once the diagnosis of AD is confirmed, a call through a dedicated 
emergency phone number is used to arrange transfer to the AD team, including 
cardiothoracic and/or vascular surgeons, cardiologist, and emergency physician. 
Image transfer is also a priority. Throughout this phase in the AD protocol, 
order sets (which specify blood pressure goals, including recommended doses of 
beta blockers) are utilized by the transferring team to standardize care between 
providers and hospitals within the same system. This process focuses the team 
on clinical priorities and ensures critical steps are addressed during the final 
preparation for surgery. (For current AAD protocols, install the MHI/ANW 
CV Resources App, which includes information on cardiovascular protocols, 
as well as a checklist on Aortic Dissection (AoD) Protocol. This latter checklist 
is also available at www.tinyurl.com/mp-AD-Protocol).
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Figure 1. CT sagittal view of a Stanford type B aortic dissection showing the true 
lumen separated from the false lumen by the intimal flap. 
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While the patient is en route, a page goes out to assemble the surgical 
team, and to notify the emergency department (ED) and accepting units 
of impending arrival of an AD. With outside 
transfers, all surgical emergencies go through 
the ED, where the patient meets the emergency 
physician, cardiologist, and cardiovascular and/
or vascular surgeon. This allows time for massive 
transfusion orders to be placed, the operating 
room (OR) to be prepped, and the opportunity 
for repeat imaging if needed. The OR staff, 
led by the anesthesiologist, moves the patient 
from the ED to the OR and rapidly prepares 
the patient for surgery. The use of TEE for 
intraoperative imaging is universal and helps 
confirm the anatomy of proximal aorta and 
additional cardiovascular findings. These TEE findings aid in surgical 
decision-making regarding concomitant need for aortic valve surgery. 
Over the past five years, vascular surgery has been actively involved in all 
Type A AD. Selected patients with high-risk features, including branch 
vessel ischemia or descending aorta progression, are managed with a 
hybrid approach where a concomitant stent graft is placed at the time of 
ascending/arch repair. Following surgery, hospitalized patients are cared 
for by a multidisciplinary team including the surgical teams, intensive care, 
and cardiology.

Follow-up
An additional key component of the AD Program is systematic 
surveillance, including standardized imaging and clinical follow-up. Clinic 
visits emphasize blood pressure management with guideline-directed 

pharmacotherapy; work and lifestyle advice, 
including tobacco cessation; genetic screening in 
specific cases; and coordinated familial screening. 
AD is a lifelong disease that requires regular follow-
ups to decrease adverse outcomes. Patients are at 
continued risk of progressive aortic expansion, new 
dissection, and aortic rupture years after the initial 
event (see Figure 1).

Patients undergo CT or MRI imaging prior 
to discharge, along with an echocardiogram, 
and tomographic imaging should be repeated 
at three, six, and 12 months, and then annually 

thereafter as suggested by American Heart Association’s aortic guidelines. 
Patients who are compliant with follow-up clinic visits and imaging have 
improved outcomes.

Successes
Data shows that both time to diagnoses and treatment of AD has improved 
with the implementation of the AD Program. Since the initiation of 
the protocol, the median time from outside hospital presentation to 
diagnosis decreased by 43 percent, and time to OR by 30 percent. For 
patients transferred from outlying hospitals, the overall time from arrival 
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decreased by over six hours, a rather significant time in a condition that 
has a 1 percent/hour mortality. The 30-day mortality rate for surgical 
Type A’s has decreased and is at 14 percent for the last three years, while 
30-day Type B mortality has decreased to 14 percent overall. Additional 
improvements include almost all eligible 
patients receiving beta blockers at time of arrival 
and discharge, and intraoperative TEE is now 
used in all surgical cases.

Conclusion
Aortic dissection represents a high-risk surgical 
emergency that requires immediate recognition 
and streamlined management. Patients with AD 
present with acute chest or back pain, and clues 
to recognition may include high-risk historical 
features (aortic valve or connective tissue disease, 
family history of aortic disease, prior cardiac 
surgery) or physical exam features including perfusion deficit, diastolic 
murmur, or hypotension.

The AD Program was the first of its kind to systematically treat these 
high-risk patients with a multidisciplinary care team in conjunction with 
regional partners. This approach has led to earlier recognition, decreased 
time to treatment, and guideline-directed blood pressure and heart rate 
management. Additionally, MHI surgeons have adopted a hybrid approach 
to Type A AD patients, allowing cardiothoracic and vascular surgeons 
to work simultaneously, address high-risk potential complications, and 

reduce the potential need for future surgeries. Following initial treatment 
of AD, patients remain at lifelong risk for complications and benefit from 
ongoing surveillance and guideline-driven management of risk factors to 
ensure longevity.

Jasmine Curry, BS, is a physiology graduate 

from the University of Arizona, and worked at the 

Minneapolis Heart Institute Foundation summer intern 

program on aortic dissection research in 2018. She 

is now enrolled in the Wy’east Post-Baccalaureate 

Program at Oregon Health and Science University, 

where she will attend medical school.

Matt Pavlovec, RN, BSN, is the clinical coordinator 

for the CV Emergencies Program at Minneapolis 

Heart Institute/Abbott Northwestern Hospital, which includes the Level 1 

STEMI, ECPR, and Aortic Dissection Programs. He brings over 20 years of 

combined nursing and paramedic experience in cardiovascular, critical care, 

and emergency medicine.

Kevin M. Harris, MD, is a clinical cardiologist, echocardiographer, site 

director of cardiology training, and the aortic dissection program at the 

Minneapolis Heart Institute/Abbott Northwestern Hospital. He is a member of 

International Registry of Acute Aortic Dissection.  
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Support for siblings
It would be an oversight to focus on medically complex patients and 
parents and ignore the siblings who also observe 
medical care and deal with its impact on family 
dynamics. Hannah’s sister Sophie, along with 
countless siblings in this community, carry their 
own concerns and often feel isolated from their 
peers who don’t have a medically complex sibling 
in the home, or a sibling undergoing treatment for 
chronic illness or repeated medical procedures.

In a PHS support program created specifically 
for siblings, children ages 6 to 11 meet in a 
group setting where they have a space to process 
thoughts, work through feelings, and express 
themselves amongst other individuals who have encountered similar 
experiences. While the conversation may not always be around their 
brother’s or sister’s medical needs, just having the knowledge that they’re 
in a safe environment of peers brings a sense of comfort and belonging as 
they interact and find a community.

“Our older daughter requires a lot of our attention because of her 
medical treatments and appointments,” said one mom whose daughter 
participated in a sibling support program. “Our younger daughter notices 
it and we talk to her, but recognizing she is not the only one who has a 

sister with some medical issues was very eye-opening for her. Now, she is 
a lot more comfortable talking about feelings, and knows there are other 
kids out there dealing with these same feelings she has.”

Utilizing different formats
As clients get older or their circumstances change, 
it is sometimes appropriate or necessary to shift into 
another type of therapy. In one circumstance, the 
sister of a child with medical complexities started 
in a 12-week sibling support program and then 
moved into play therapy—allowing her one-on-one 
interaction that continues to address her emotions.

“We used mental health services to help our 
5-year-old cope with the implications of having 
a medically complex child in our home,” said 
another mom. “We wanted to make sure our 
daughter had an outlet and a way to express those 

feelings and emotions regarding her sister’s medical needs later in her life 
and give her the tools to deal with those, not only now but into the future 
as well.”

Data supports approach
In post-session surveys distributed following the completion of a sibling 
support program, 67 percent of parents who had a child enrolled said that 
their child is more comfortable talking about his or her emotions since 
attending the group. Seventy percent reported that their child realized that 
kids share similar experiences if they have siblings with medical support 
needs, thanks to the support group.

An abundance of options to fit needs
Clients may shift from play therapy to individual therapy or from the 
sibling support program to play therapy or individual therapy, or find 
another type of therapy that better suits their needs. It’s important to 
remember that there are numerous styles available beyond these three 
types that will best suit different needs, ranging from diagnosis-specific 
groups, family psychotherapy, medical support groups, or a number of 
other theory-based types of therapy. It is worth investing the time to find 
the right option for each person, and to remember that those needs may 
change over time.

Medical care generates a great deal of emotion for everyone involved in 
a patient’s journey, and taking time to address these feelings and concerns 
leads to better mental health for the individuals involved while providing 
lifelong tools for children, adolescents, and adults.

While these examples target the medically complex children we serve 
and their families, all patients—at all ages—benefit by focusing on both 
physical and mental health. Watch for signs of trauma or stress factors, and 
encourage your patients to seek help.

Monica Oberg, MSW, LICSW, is a clinical social worker at Pediatric Home 

Service, where she provides individual therapy, play therapy, and sibling 

support programming for children, adolescents, and adults. She received her 

Bachelors of Science degree in social work from Bemidji State University and 

her Master’s degree in social work from Augsburg College.  
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CAR T-cell 
therapy
Modifying cells to fight cancer

BY VERONIKA BACHANOVA, MD, PHD

University of Minnesota Health is now 

among the few selected centers in the nation 

to offer two new immunotherapy drugs for 

the treatment of diffuse large B-cell lymphoma. 

Both drugs—Yescarta and Kymriah—are part of 

an emerging class of treatments, called CAR T-cell 

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

immune system to eliminate cancer cells. 

CAR T-cell therapy involves drawing blood 

from patients and separating out the T cells. Using 

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

genetically engineered to produce chimeric antigen 

receptors, or CARs, that allow them to recognize 

and attach to a specific protein, or antigen, 

on tumor cells. This process takes place in a 

laboratory and takes about 14 days. After receiving 

the modification, the engineered CAR-T cells are 

infused into the patient, where they recognize and 

attack cancer cells. Kymriah received initial FDA 

approval in 2017 for the treatment of pediatric 

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

BY MICK HANNAFIN

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

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

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

for a new carrier that is willing to lower the administrative costs or underprice the risk, 
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Knowing that USP <800> will become official on December 1, 2019, 
most facilities need to take USP <800> into account so that any newly built 
or renovated facility does not become obsolete in terms of conformance to 
standards after the deadline. To cover all bases, it 
is recommended that any facility contemplating 
this decision contact its State Board of Pharmacy 
to verify its position on this matter.

Redesigns and upgrades
Hospitals and clinics are constantly changing, so 
rearranging existing space is usually necessary to 
integrate modern equipment and technology into 
these buildings. Facilities that are 30–60 years 
old can present many challenges. New medical 
equipment is often needed. For example, a new 
pharmacy chemo hood requires larger or reconfigured rooms in which to 
operate due to changing workflow, equipment layout, and clearances. As 
new medical equipment is added to support the new spaces, the existing 
mechanical and electrical infrastructure may need to be modified and/or 
upgraded to support the new spaces. When installing new handling units, 
for example, additional structural support may be required. The key to 
a successful retrofit project is to select a design and construction team 
that has worked together and is qualified and knowledgeable working 
in a health care environment. Bringing these professionals on early in 

the process of considering a retrofit can save the owner money caused by 
unforeseen delays.

Nicholas (Cole) Helbling, PharmD, is the Pharmacy Operations Senior 

Manager at Essentia Health St. Mary’s Regional 

Health Center in Detroit Lakes. He graduated with 

his Doctorate of Pharmacy from North Dakota 

State University and completed a PGY-1 pharmacy 

practice residency at Sanford Health in Fargo, ND. 

He is a Board-Certified Pharmacotherapy Specialist.

Stanley Schimke, CID, is Director | Health Practice 

at EAPC Architects Engineers Health Studio, which 

has implemented USP <795>, USP <797>, and USP 

<800> across the U.S. He is a recent co-speaker 

on USP <800> requirements and guidelines at the North Dakota Healthcare 

Engineering Society’s 2018 Annual Fall Education Conference.

James Anderson, AIA, NCARB, LEED AP, is an Architect/Sr. Project Manager 

at EAPC Architects Engineers. He received his Bachelor of Architecture degree 

from the University of Minnesota Institute of Technology.  
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care clinics serving the East Metro for over 50 years. If you want 
the opportunity to influence how your practice is run, then 
look no further. 

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

| entirafamilyclinics.com |    |

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

3Are You USP <800> Compliant? from page 29

There is no acceptable level  
of personnel exposure to 

hazardous drugs.

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

• Dermatology
• ENT
• Family Medicine
• Gastroenterology
• Geriatrician 
• Hospitalist

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

• Psychiatry
• Pulmonary/ 

Critical Care
• Rheumatology
• Urology

Loan repayment assistance available.

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

Carris Health is the perfect match

“I found the  
  perfect match  
  with Carris 
  Health.”

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

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

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

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

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

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

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

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

YOU’D MAKE A REALLY GOOD 
DOCTOR IF YOU WEREN’T 

BEING AN OFFICE MANAGER.

For more information, contact 
TSgt  James Simpkins
402-292-1815 x102
james.simpkins.1@us.af.mil 
or visit airforce.com 

©2013 Paid for by the U.S. Air Force. All rights reserved.

https://www.airforce.com/
https://www.carrishealth.com/
https://www.healthpartners.com/hp/careers/index.html


assume that their advice and guidance will be relied upon by their 
colleagues. Under these circumstances, the Supreme Court in Warren 
has determined that it is reasonably foreseeable that negligent advice 
could harm a patient—and therefore a legal duty 
of care applies.

Summing up
It remains to be seen what impact the holding in 
Warren will have on the nature, extent, or volume 
of medical malpractice litigation. The Supreme 
Court’s decision has certainly created an opening 
through which plaintiffs may attempt to draw in 
consulting health care providers. But the door has 
not yet been thrown wide open, and health care 
providers should not be deterred from acting in the 
best interest of a patient.

This article is not intended to be responsive to any individual situation or 
concerns as the contents of this article are intended for general informational 
purposes only. Readers are urged not to act upon the information contained in 
this article without first consulting competent legal advice regarding implications 
of a particular factual situation.

Ryan Ellis, JD, is a partner at the law firm of Gislason & Hunter, LLP. He is a 

civil litigation attorney who concentrates his practice on medical malpractice 

defense. He also represents health care professionals before their respective 

licensing boards.

Matt Frantzen, JD, is a partner at Gislason & Hunter, LLP, where he focuses 

on civil litigation and is dedicated to the defense 

of physicians, hospitals, and other health care 

providers. He also represents medical professionals 

called before their applicable licensing boards.

Tracy Jacobs, JD, is an attorney at Gislason & 

Hunter, LLP, where she focuses her practice on 

medical malpractice and personal injury defense. 

She also teaches Health Law, Organization and 

Finance at Mitchell Hamline School of Law as an 

adjunct professor.

Angela Nelson, JD, is a partner at the law firm of Gislason & Hunter, LLP, 

where she focuses primarily on defending health care providers who are faced 

with claims of malpractice and before licensing boards. Her work includes 

representing health care professionals, hospitals, and clinics.  
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3Defining the physician-patient relationship from page 11

WORK AT THE U
Boynton Health is a national leader in college student health. 
We serve the University of Minnesota, delivering comprehensive 
health care services with a public health approach to campus  
well-being. Our patients are motivated and diverse undergraduate, 
graduate, and international students, faculty, and staff.

On campus, you will have access to cultural and athletic events 
and a rich academic environment. Boynton is readily accessible 
by transit, biking, and walking. With no evening, weekend, or  
on-call hours, our physicians find exceptional work/life balance.

PRIMARY CARE PHYSICIAN
Boynton Health is hiring a primary care physician to join our 
talented staff, appointment 80–100% FTE. We have in-house 
mental health, pharmacy, physical therapy, eye clinic, lab, x-ray, 
and other services to provide holistic care to our patients. 
We offer competitive salary, excellent and affordable health 
benefits, University-paid contributions to your retirement 
account, 22 paid vacation days per year as well as sick leave 
and 11 paid holidays. Reduced eligible tuition 75%–100%. 
Veterinary insurance. No weekends! No calls!

To learn more, contact Michele Senenfelder, Human Resources Generalist, 
612-301-2166, msenenfe@umn.edu.

Apply online at https://hr.myu.umn.edu/jobs/ext/329054.

The University of Minnesota is an equal opportunity educator and employer.

Change Lives

410 Church Street SE, Minneapolis, MN 55455  •  612-625-8400  •  boynton.umn.edu

The hospitalist had a duty to use 
medical judgment that met the 

standard of care.

https://boynton.umn.edu/


STAY FOCUSED 
AMONG THE DISTRACTIONS.

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

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

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


University of Minnesota Health is a collaboration between University of Minnesota Physicians and University of Minnesota Medical Center.
©2019 University of Minnesota Physicians and University of Minnesota Medical Center

Visit: 
Mhealth.org/gendercare

For referrals and appointments, call: 
612-676-4227

University of Minnesota Health 
Comprehensive Gender Care

We support patients wherever they are in their transition.  
Our coordinated team provides world class therapists, hormone  

therapies and, if desired, chest and lower surgeries. And, we are the only  
healthcare system in the Twin Cities to offer gender confirmation surgeries.  

It’s the kind of care patients deserve through this very important life journey. 

is for gender care.

https://www.mhealth.org/



