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EDITOR’S PAGE

University of Wyoming’s
Nurse Practitioner Program

BY ROBERT MONGER, MD

he Fay Whitney School of Nursing at the University of

I Wyoming (UW) is helping to address the healthcare

provider shortage in our state through their excellent

nurse practitioner (NP) program, and we physicians should

look for ways to support and collaborate with our nursing
colleagues.

UW’s NP program originally started in the early 1980s with a
master’s NP program, which graduated its first student in 1982
and its last students in 2012. In the early 2000s, many health
care disciplines started offering more advanced degrees to
recognize the highest levels of practice within their discipline,
such as pharmacy programs offering PharmD degrees. Simi-
larly, UW’s NP program also evolved to offer a more advanced

We physicians should look for
ways to expand interprofessional
collaboration with our nursing
colleagues as they continue to
increase their role in patient care.

degree, and in 2010, UW’s Board of Trustees approved the cre-
ation of a three-year nursing doctorate, the Doctor of Nursing
Practice (DNP), which started in 2010 and graduated its first
students in 2015. UW continues to offer a master’s program
for nurses who want to teach or move into administrative posi-
tions; however, UW’s master’s program focuses on leadership
and teaching and is not a clinical degree.

UW’s DNP program accepts 18 students per year and offers
two clinical concentrations: family nurse practioner (FNP),
which prepares students for careers in rural primary care, and
psychiatric mental health nurse practioner (PMHNP), which
prepares students for careers in rural psychiatric mental health
care. Each year, the program aims to enroll 12 students into
the FNP track and 6 students into the PMHNP track, and the
program is considering offering an adult-gerontological acute
care nurse practitioner (AGACNP).

In order to be accepted into UW’s DNP program students
must have a BSN degree. Prior nursing experience is not re-
quired; however, many DNP students have years of clinical

experience prior to starting the program. Physicians have gen-
erally been very supportive of the program, and many DNP stu-
dents participate in clinical rotations supervised by physicians.
UW’s DNP program is committed to Wyoming and has a strong
rural emphasis, and the FNP program generally focuses on out-
patient primary care, not inpatient hospital care or deliveries.
Most of UW’s DNP students are from Wyoming and following
graduation around two-thirds of the graduates stay in the state
to practice.

There are several different degrees and certifications in the
nursing world which can be confusing to non-nurses. To clarify,
the term “advanced practice registered nurse” (APRN) includes
four different types of practitioners, including NPs (the larg-
est group), Certified Registered Nurse Anesthetists (CRNAs),
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Clinical Nurse Specialists, and Certified Nurse Midwives. All
of Wyoming’s APRNs are licensed through the Wyoming State
Board of Nursing, and like many other states, Wyoming is what
is known as a full independent scope of practice state, meaning
that APRNs may provide care in all settings, and supervision or
collaboration agreements with any other provider are not re-
quired by Wyoming law. Additionally, Wyoming’s APRNs are
also eligible for full prescriptive authority.

There are number of similarities between UW’s DNP program
and the Wyoming WWAMI medical school program, including
the size of the programs: 20 Wyoming WWAMI students are
admitted each year compared to 18 Wyoming DNP students.
Both programs are physically located in the same building at
the College of Health Sciences in Laramie, and although the
two programs have traditionally been siloed without much in-
teraction between them, this is beginning to change. The DNP
students, for example, now use the same anatomy lab as the
WWAMI medical students (although not at the same time),
and several of the WWAMI faculty are teaching DNP classes
this year, and at least one DNP faculty member is now teaching
WWAMI students. In addition, for the last several years, UW’s
DNP, WWAMI, and PharmD students have participated in a
one-day interprofessional event related to opioid prescribing
and they are exploring other interprofessional learning events.

There are also significant differences between UW’s DNP

and Wyoming’s WWAMI programs. For example, following
graduation most newly minted DNPs go straight into practice
without completing post-graduate training such as a residency.
Also, while not trivial, the in-state tuition for the UW DNP pro-
gram is much less expensive than medical school, with aver-
age in-state cost for tuition and fees of around $12,000 each
year for three years (compared to many medical students who
graduate with more than $200,000 dollars in debt). However,
unlike the Wyoming WWAMI medical school program, there is
no state loan repayment program available for DNP students.
The 18 members of the class of 2019 graduated in August,
and they are the 5th class to graduate with a DNP degree from
UW. The program is becoming nationally recognized for its
emphasis on rural primary care and will likely continue to grow
in the future under the outstanding leadership of the DNP pro-
gram director Dr. Ann Marie Hart, PhD, FNP-BC, FAANP.
We physicians should look for ways to expand interprofes-
sional collaboration with our nursing colleagues as they contin-
ue to increase their role in patient care. For example, Wyoming
APRNSs have their own state-wide organization, the Wyoming
Council for Advance Practice Nurses (WCAPN), which hosts an
annual meeting. The WMS works with the Wyoming Associa-
tion of Physician Assistants to co-host educational opportuni-
ties, and we should do the same with the WCAPN. All of us
need to work together to improve patient care in Wyoming.
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FROM THE DIRECTOR

Painting the Picture of Health Care
Delivery Costs in Wyoming

BY SHEILA BUSH

hen asking what drives the cost of health care in

Wyoming you’re bound to get a host of different

answers ranging from pharmaceutical pricing and
insurance policies to increasing expenses associated with keep-
ing pace with advancing medical technology. Certainly, some
will say it’s the cost of recruiting physicians to practice in ru-
ral Wyoming while others are quick to blame our health care
facilities. The legislative committee charged with diving into
the details of Wyoming health policy, the Joint Labor, Health
and Social Services Committee (JLHSS), continues their quest
to solve why health care costs in Wyoming consistently soar
above prices in surrounding areas, and they’re landing on some
interesting ideas and solutions. Not to sound like a broken re-
cord, but as I mentioned in my spring column, there’s truly no
better time for physicians to be engaged in this conversation
than right now, and WMS remains committed to
making that happen.

During the 2019 Session, the leg-
islature voted to spend $200,000
on facilitating a study of high
Wyoming hospital costs and
health care services. The state
contracted Milliman, Inc. to
conduct the study and report
to JLHSS on or before Oc-
tober 1, 2019. This report is
available on the WMS website.
Despite the unavailability of that
report that was not released in
time for the September JLHSS meet-
ing, the Wyoming Business Coalition on
Health (WBCH) offered the committee some in-
teresting health care cost data of their own for the committee
to sink their teeth into during their Evanston meeting.

The data presented was drawn only from the claims sub-
mitted to the multi-payer claims database (MPCD), roughly
about 41% of all state claims, but it painted an eye-opening
picture for Wyoming’s lawmakers. Throughout the nearly
three-hour presentation, we combed through graphs and
charts comparing Wyoming to Montana, other like-posi-
tioned states and national averages for per member per
month costs, inpatient stay lengths, outpatient visits, and so
much more. As you might suspect, the data presented didn’t
necessarily reveal anything we didn’t already know, health
care in Wyoming is expensive, but it undoubtedly elevated

o

the conversation around health care cost and successfully
caught the attention of lawmakers.

If the goal of painting this eye-opening picture was to
raise awareness to what appear to be alarming differences
in reimbursement between our own Wyoming facilities, or to
highlight the number of medical imaging devices in certain
WY communities, then the presentation was a wild success.
However, if painting the complete picture of health care de-
livery costs in Wyoming, and the drivers behind those costs,
was the goal, I believe medicine would argue the palette was

missing a few important colors.

We have our work cut out for us, starting with putting
some context around the picture and educating lawmakers
to what those key missing colors are on the palette. Conver-

sations around price

transparency policy initiatives

., aimed at identifying high-
' value/low-cost care are good
conversations to have. But,
absent some important context,
those conversations quickly lead to
potentially ill-advised solutions.
Without all the right colors,
well-intending lawmakers
are at risk to believe that

the solutions to Wyo-

ming’s woes live in policy

changes designed to en-
courage artificially nar-
rowing provider networks,
returning to certificate of need
practices that expand beyond facility
construction to include medical devices and
imaging, limiting out-of-network charges, and pursuing bun-
dled payments options.

Rather than being presented a finished painting, lawmak-
ers were given a canvas with some nice starting outlines. It’s
now the job of medicine and our community facilities to help
fill in the details and provide the insights that really bring
that painting to life. The best results and solutions will come
if we can work together to peel back the layers of this com-
plex problem and embrace that the answers won’t be sim-
ple ones. WMS will be relentless in our mission to educate
around what this cost picture looks like from the perspective
of those delivering direct patient care, and there’s no ques-
tion that we will need your help to do it.
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Stroke Care in Wyoming

BY DAVID B. WHEELER, MD, PHD, FAAN, FAES

In the past several years there have been stunning ad-

vances in stroke including: expansion of the time window

for thrombolytics to at least 4-1/2 hours, development of
highly effective mechanical revascularization techniques and
the arrival of imaging modalities that reveal how much brain
can be saved by intervention regardless of time elapsed since
symptom onset. Stroke remains the fifth leading cause of death
and a leading cause of long-term disability. We lose nearly 2
million brain cells per minute during a stroke, so the faster
normal blood flow is restored the more likely we are to achieve
a positive outcome.

As the least populous state in the lower 48, Wyoming faces
unique challenges in delivering time-sensitive care. With re-
spect to stroke care, the farther one lives from a hospital the
less likely one is to receive thrombolytic therapy, so there is
a lower probability of an excellent outcome. In other words,
people living in rural settings are more likely to die or be per-
manently disabled because of stroke than those who live in
more densely populated areas. While advances in stroke care
have been remarkable, the cost and complexity of delivering
this care is such that not every hospital in Wyoming can hope
to provide it. It is, therefore, essential that clinicians and hospi-
tals across the state begin working together to develop the or-
ganizational infrastructure needed to ensure every Wyoming-
ite has access to the best possible stroke care.

There is abundant data showing that hospitals participating
in clinical data registries and using the information for process
improvement have better stroke outcomes. Recognizing this,
Wyoming enacted a law in 2013 requiring Emergency Medi-
cal Services to transport patients with stroke to the nearest ap-
propriate stroke center. In this statute, an appropriate facility
is defined as “designated” by the state Department of Health
as a stroke center and this requires participation in data sub-
mission and process improvement programs. Only one hospi-
tal in Wyoming has been designated as a stroke center so far,
so the law has not yet helped the state achieve its worthy goal
of clinically organizing a system of care for stroke. Participa-
tion in clinical registries and process improvement programs
is expensive, requires considerable administrative support and
clinical effort. Clinicians tend to believe they are delivering ex-
cellent care unless and until they are shown data to the con-
trary, so they rarely push administrators to embark on process
improvement missions without some coaxing. The Depart-

ment of Health has not enforced the rules pertaining to stroke
transport and facility designation, so there is no consequence
to not participating.

I am confident that we can overcome the financial and ad-
ministrative barriers to participation by delivering this service
on a regional or statewide basis. The American Heart Associa-
tion’s Get With the Guidelines (GWTG) program is the inter-
national standard for stroke registries and has provided the
basis for our rapidly developing practice parameters in this
field. Abstracting charts and entering data into this registry is
time consuming and hard to do well if it is done only inter-
mittently. Hospitals with low stroke volume may struggle to
provide needed staffing and expertise to do this work properly.
Q-Centrix is a company that specializes in supporting hospi-
tals participating in registries like GWTG. They work remote-
ly to abstract charts and enter data into GWTG charging per
chart, based on the complexity of the registry, along with a 15%
service fee.

WMS is proposing that Wyoming provide a subscription to
GWTG, stroke limited, and that we contract with Q-Centrix
to provide chart abstraction and data entry for GWTG, stroke
limited, to every hospital in the state. We should also provide
for a “Superuser” account to be used by a Clinical Coordina-
tor and a Medical Director who would work with participating
hospital to develop both site-specific and system wide process
improvement plans based on the information collected. The
larger hospitals already participating in GWTG will see signifi-
cant financial savings if GWTG, stroke limited, is provided to
them for participating in the statewide system and these net
savings could be diverted toward financial support of the Coor-
dinator and Director.

We can dramatically improve access to the best available
stroke care in by helping Wyoming’s hospitals and clinicians to
work together in an organized fashion to deliver the right care
at the right time. Together we will lead the way for improved
health care delivery in rural environments across the country.
Our efforts are being closely monitored and many groups and
agencies are looking to us for guidance. If through these efforts
even a few people avoid long-term disability from stroke, the
financial expenditures on this program will be easily offset by
savings to the state for healthcare services for the survivors. @
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Family/Practice of a
Different Kind

BY DAVE SHELLES

Drs. Larry and Greg Seitz enjoyed sharing a dermatology practice in Cheyenne from July 2011 to December 2018 when Larry retired after 42 years

in practice. Seitz Dermatology continues under Greg's ownership.

he family that practices medicine together
stays together.
Just ask the Winters and Seitzes- practicing families
in Wyoming who enjoy working together each day.

Drs. John and Bret Winter have worked as orthopedists at
Wyoming Orthopedics and Sports Medicine in Cheyenne since
2013 when Bret joined the practice, while Drs. Larry and Greg
Seitz practiced at Seitz Dermatology in Cheyenne from July
2011 until December 2018. Larry retired in 2018 after 42 years
in practice, leaving the practice in good hands.

“It’s rewarding (to see the business thrive under Greg). I did
this for 42 years, so I've got 42 years of energy in developing
a dermatology relationship with our community, and it’s very
nice to have that 42 years continue to blossom.”

When John Winters’ sons pondered their careers, he stressed
the importance of finding bliss at work.

“T have another son (Eric) who’s two years older than Bret,
and he works as a dentist. When they were both still at home
in high school is when, at the dinner table one night, they were
talking about careers and both of them did well in school,” he

said. “I said to them, ‘T'm not going tell you what you ought to
do in life because you have to decide for yourself, but the most
important thing is you're lucky enough to choose a career you
like and you want to do it, instead of one you just can’t stand.” I
think that was important for both of them.”

From the beginning, each father let his sons do their own
things and never pressured them to follow into the footsteps of
medicine- let alone a specific branch of medicine.

A Cheyenne native, Greg earned bachelor’s degrees in zool-
ogy and psychology from the University of Wyoming before
earning his medical degree from Oregon Health Sciences Uni-
versity and rotating through a few specialties during that time.
Growing up with a dermatologist father, Greg knew the ins and
outs of that field while also experiencing other things.

“It takes time to hone in and focus on a specialty because
it’s a life choice and you've got to be comfortable with that life
choice and understand what that life choice means,” he said.
“You've got to work out the nuances of the good and the bad of
lots of different practices.

“It’s fairly easy at the beginning to remove some of the dif-



ferent specialties. Everybody has their own ideas about, ‘T don’t
want to do this for sure, this might be OK,” and it goes back and
forth. It was probably midway through my third year of medi-
cal school when I started to focus on dermatology and say, ‘“This
is really what I want to do.”

Also born and raised in Cheyenne, Bret spent time working
in his father’s orthopedic practice in high school and for a sum-
mer in college. After earning a degree in biology from the Uni-
versity of Kansas he went on to KU medical school in Kansas
City, going through rotations but keeping orthopedics in mind.

“Part of it was working with my dad while I was in high school
and then maybe one summer while I was in college,” Bret said.
“And then when I decided to go to medical school, orthopedics
was the thing that interested me the most. I like the fact that
you get to work with your hands and I like the fact that there
are mechanical things involved. I felt like there were concrete
ways to make people better, but I've learned that’s not always
the case. I like that problem-solving aspect.”

After graduating medical school, Bret had practiced ortho-
pedics in the Salt Lake City area while his wife, Natalie, com-
pleted her internship, residency and fellowship in anesthesiol-
ogy at the University of Utah. Over time the two decided they
wanted to move back to Cheyenne, and during a family ski trip
in Steamboat Springs, John made Bret a job offer.

“So we were riding the ski lift, and I told him, ‘If you decide
you want to come [to Cheyenne], there’s a place for you, and
I'll basically give you whatever surgery I can give you to get you
started. But that’s your choice, whatever you want to do.” That
was the end of the conversation,” John said.

“Six months later or so, he called and said, ‘We want to come
to Cheyenne.’ I said, ‘That’s great.” He knew that I had offered
to make a place for him. Growing up here, he knew what it was
like... And there was a good practice opportunity for his wife,
and I think that was part of it.”

Larry made a similar offer to Greg when the youngster fin-
ished his medical degree.

“T actually asked him to join the practice when he got out of
medical school,” Larry said. “But we kept those communication
doors open, and there’s a lot of unsettled decisions being made
throughout that whole time. And I think as he got to the end of
his residency we firmed it up. I think that he understood that
the door was open for him to come here for a long time.”

Greg said he signed the standard three-year contract, under-
standing that he and his wife might change their minds about
Cheyenne. That didn’t happen, and he purchased the practice
in 2014, before the initial three-year contract was up. Now he
said he can’t imagine being anywhere else, in any other field.

“Let’s be honest, I hope someday that one of my children
comes in and takes over for me. I can’t think of any easier tran-
sition,” he said.

“There’s something about being able to have an understand-
ing of what happens and how the patients and how the practice
runs, and then have someone you know and love take over for
you. That’s true of all business. I think most parents want their

Dr. Bret Winter, left, joined his father Dr. John Winter in 2012 at
the Wyoming Orthopedic and Sports Medicine office in Cheyenne.

kids to come into their business. It’s what I like and what I en-
joy doing. It’s nice to share a common interest with your kids.
I'm here until I retire at this point. Hopefully someday I have
somebody who takes over for me.”

While Larry has headed into retirement with the dermatol-
ogy practice in the worthy hands of his son, John said he tried
to retire once but admitted got bored without the work. He con-
tinues to practice, heading to work every day alongside Bret.
The two said they have a nice back-and-forth, things one doctor
might have a greater knowledge of than the other.

And neither one sees an end in sight.

“It’s nice to have someone you can bounce ideas off of, and
look at things together,” Bret said. “We share interests at work
and interests outside of work as well. I probably won’t be in
practice with my son when he gets into a field where he’s work-
ing. But if I am, it would be nice to share a common interest
with him like that.”

“I get to see him in ways I wouldn’t get to otherwise,” John
said. “It’s been quite a pleasure to see how well he takes care of
patients. He’s an excellent surgeon and it’s fun to operate with
him. We’ve had the last few years, almost always having a good
time together, more than what most people get to do. It’s been
a pleasurable existence.”

‘ Wyoming Medicine ‘ 13
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Opioid Law Changes:

Wyoming Opioid
Legislation

BY NATALIE WINTER, MD

ince the opioid epidemic started in 1999, more than
700,000 Americans have died of a drug overdose. On av-
erage, 130 Americans die every day from an opioid over-
dose. As the deaths reached epidemic proportions, lawmakers
have been working on legislation to combat the epidemic. Mas-
sachusetts was the first state to pass opioid legislation in 2016.
Since that time, most states have passed laws restricting opioid
prescribing for acute pain. At this time, there is limited data
on whether these laws mediate opioid-related morbidity and
mortality or whether they are associated with negative unin-
tended outcomes.
In Wyoming, opioid legislation was passed in 2019. The ma-
jor changes took effect 7/1/19.

The laws state as follows:

« No practitioner shall prescribe nor shall any per-
son dispense any opioid or combination of opioids
for acute pain to an opioid naive patient for more
than a seven (77) day supply in a seven (7) day pe-
riod. The board shall by rule establish reasonable
exceptions to this section, in consultation with
other professional licensing boards that license
practitioners, including exceptions for chronic
pain, cancer treatment, palliative care and other
clinically appropriate exceptions. As used in this

subsection:

> (i) “Opioid” means an opium-like compound
that binds to one (1) or more of the major
opioid receptors in the body;

o (ii) “Opioid naive patient” means a patient
who has not had an active opioid prescription
in the preceding forty five (45) day period.

Except as otherwise provided in this subsection,
when a practitioner, other than a veterinarian,
prescribes a schedule II, III, IV or V controlled
substance, the practitioner or his delegate shall
search the prescription tracking program for prior
prescriptions issued to the patient before first is-
suing the prescription and shall repeat the search
every three (3) months thereafter for as long as
the controlled substance remains a part of the pa-
tient’s treatment. A practitioner who prescribes a
schedule V controlled substance shall only be re-
quired to search the program as otherwise provid-
ed in this subsection if the substance is an opioid.
The board shall require three (3) hours of continu-
ing education related to the responsible prescrib-
ing of controlled substances every two (2) years.

On and after January 1, 2021, except when dis-
pensed directly by a practitioner other than a



pharmacy to an ultimate user, no controlled
substance included in any schedule shall be dis-
pensed without the electronic prescription of a
practitioner.

Most states now have laws restricting amounts of opioids
prescribed for acute pain. There is data in the literature to
support this as we now know that patients can become opioid
dependent in just three days. There is also evidence that the
greater amount of initial opioid exposure (higher total dose,
longer duration prescription) is associated with a higher risk of
long-term use, misuse, and overdose. In addition to this, most
who abuse opioids obtain them first from diversion—many
from a family member or friend for free. There is a lot of evi-
dence in the literature that patients receive more medication
than they actually take, such as after surgery, and there is risk
then that these excess pills may not be taken as prescribed.

Dr. Winter is a board-certified anesthesiologist specializing in pain
management at CRMC.

Wyoming has had a prescription drug monitoring program
(PDMP) since 2004. The database provides information on
all controlled substances prescribed to a patient in the state of
Wyoming. Over the last few months, the database also gives
information on other states through Interconnect. This infor-
mation is helpful in identifying patients who may be doctor
shopping as well as patients that are at increased risk for an
opioid related complication—those that are on another sedat-
ing medication which may interfere with opioid therapy. In
2015, 23% of people that died of an opioid overdose tested
positive for benzodiazepines as well. A study in North Carolina

showed that a patient prescribed both opioids and benzodiaz-
epines had a tenfold increased risk of overdose related death.
Another reason to check the database is to find out exactly how
much opioid medication a patient has truly received. It gives
information on the dose, amount, and date of fill. Patients who
are opioid naive are at higher risk of complications related to
opioids, and even if a patient has been on a high dose in the
past, restarting at these doses could result in a fatality if they
have not been on opioids recently.

In terms of best practices for opioid prescribing, there are
many recommendations. Most notable is the CDC recommen-
dations for managing chronic pain which was released in 2016.
These recommendations focused on ways to improve safety
and effectiveness of pain management as well as decrease risks
associated with long-term opioid therapy. First, opioids should
not be first-line treatment for chronic pain. Other treatments
are likely to be more effective in long-term management of
chronic pain. If, however, these other treatments are not effec-
tive or there are limited options, opioid therapy may be consid-
ered but only after a thorough discussion takes place between
practitioner and patient on the risks with opioid therapy and
the goals for treatment efficacy. Immediate-release opioids are
safer and should be used first at the lowest dose for the shortest
amount of time possible. Providers should caution increasing
the dose above 50mg morphine equivalents (MME) and should
avoid going above 90 MME without a significant reason. At this
dosage, patients have a higher risk of overdose and death. At
50 MME, the risk doubles for overdose death; at 9o MME, the
risk increases tenfold. For acute pain, clinicians again should
use the lowest dose for the shortest amount of time, and no
more than the amount needed should be prescribed. Three
days is often enough, and more than 7 days is rarely needed.
This is in line with the new legislation limiting initial prescrip-
tion in the opioid naive to 7 days.

In addition, there are recommendations for monitoring in-
cluding evaluating patients within 1-4 weeks of initiation of
opioid therapy for chronic pain or with any dose changes. On
continued therapy, clinicians should be reevaluating the ben-
efits and harms every 3 months or more frequently. If benefits
do not outweigh the risks, then opioid therapy should be ta-
pered. This does not mean forcing patients off of opioids com-
pletely. This should be an ongoing evaluation and decision.

The CDC recommendations also include checking the PDMP
at least at 3 month intervals, urine drug testing before initiat-
ing long-term opioid therapy and then again at least annually,
avoiding concomitant benzodiazepine use, recognizing pa-
tients with an opioid use disorder so they can receive appropri-
ate treatment (possibly medication assisted treatment such as
suboxone in combination with behavioral therapy).

The new state legislation and the CDC guidelines both re-
quire a lot of time and consideration, but as we have seen since
1999, this is necessary to avoid more unnecessary deaths. Opi-
oid related death is preventable, and with responsible prescrib-
ing, more deaths may be avoided.

‘ Wyoming Medicine ‘ 15
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Wyoming Women in Medicine is a group for currently practicing female physicians in Wyoming. The group recently formed and is accepting new

members. More information can be found on their Facebook page.

Wyoming Women in Medicine

WMS CONTRACTED CONTENT

hen Lillian Heath Nelson packed her .32 caliber

revolver and rode horseback 40 miles to see her

patients—stitching up bullet holes and delivering
babies—she blazed a trail across Wyoming history that has left
a remarkable path for all other female physicians in Wyoming
to follow.

Now, 126 years after she graduated from medical school
and became the first woman doctor in Wyoming, women are
still pioneering firsts as physicians. Though only 25 percent of
the state’s doctors are women even now, Wyoming has had its
share of women leading the way.

Whether they are like Dr. Marion Smith of Torrington who
served as the first female president of the Wyoming Medical
Society or Dr. Betsy Spomer of Powell who is pioneering ways

for doctors to find a work-life balance that is successful for
them, Wyoming’s women physicians are doing great things for
the state.

A new organization called Wyoming Women in Medicine
(WWM) now seeks to offer an opportunity for women doctors
to network with each other, advocate for female physicians and
promote the medical field to young women.

Alexis Anderson, a medical student in her second year of
training with WWAMI at the University of Wyoming is spear-
heading the group. When she first entered medical school she
started investigating whether a group just for women doctors
was available. She asked women who were already practicing
medicine and they told her nothing like it currently existed.
That prompted her to work toward organizing WWM.
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“I thought it would be a really great way to give female pro-
viders a platform to talk to each other around the state and cre-
ate a coalition of female physicians,” Anderson said.

During her research, Anderson discovered that not only was
the state low on providers, Wyoming is also especially low on
female providers.

“We found that Wyoming has the lowest percentage of fe-
male providers to male providers in the United States,” Ander-
son said. “The group could be a way to bring a little bit of light
to that fact and to see why that is happening.”

Wyoming Women in Medicine held their first meeting at the
Wyoming Medical Society conference in Jackson, with both
medical students and current providers in attendance.

“At this point, we're really just discovering what every-
body wants from a group like this,” Anderson said. “Our goal
is to start reaching out more and contacting more female
providers.”

With the group still in its nascence, WWM members are
working to decide what role the organization will play in Wy-
oming. Anderson said it could become a legislative advocacy
group that works on behalf of women doctors. Alternatively,
it could serve as a support group where female providers can
get information and advice from one another, discussing things
that affect their career.

Though she is early into her medical career herself, Ander-
son has anticipated factors that affect women physicians more
than their male counterparts, and these are things that could be

discussed if WWM leans toward becoming that kind of group.

“I think women just have a few different things we need to
think about when we become a physician,” Anderson said.
“How can you have a family or children one day? What does
that look like when you go through residency? Men are parents
as well, obviously, but women are the ones who physiologically
carry the baby.”

Another direction Anderson would like to see the group go is
becoming an advocate for education and teaching young peo-
ple about the medical field. She envisions WWM taking time to
go into schools to tell young people—especially girls—about the
possibility of becoming physicians and trying to get more Wyo-
mingites excited about the prospect of going into medicine.

“Educating young people about what it is to be a physician in
Wyoming, what the perks are and how it’s achievable—it could
be really cool for this organization to move into that kind of
realm in the future,” Anderson said. “I do think sometimes it
can seem daunting to become a provider because you haven’t
seen someone do it before or you don’t know how you can.”

Dr. Yvette Haeberle, who is the clinical curriculum coordi-
nator for first and second year medical students in WWAMI,
is helping Anderson get the group up and running. She said
WWAMI students have an annual ladies night out where prac-
ticing physicians come and speak to the female medical stu-
dents to discuss the challenges women doctors face.

“This is something more formal for all the women across the
state,” Dr. Haeberle said of WWM. “As small of a state as we're

Wyoming Women in Medicine held their first meeting during the Wyoming Medical Society Conference in Jackson.
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in, it’s nice to have networking.”

She said those WWM members who met in Jackson came to
the consensus that membership would be for practicing physi-
cians and they would try to have quarterly meetings.

Anyone who identifies as female and would like to join WWM
can do so by contacting the group through their Facebook page
or by emailing them at wyowomeninmedicine@gmail.com.

Before Dr. Haeberle became the clinical curriculum coordi-
nator, she worked as a family medicine doctor. She completed
her residency in 1997 and then went on to work in private prac-
tice, as a hospitalist and then in emergency room care—so she
knows the challenges her female students are facing as they
enter the medical field.

“I feel like I can advocate more for the female students,” Dr.
Haeberle said. “This isn’t a sprint—it’s a marathon. Pace your-
self and sign up for the long haul, but don’t forget to live your
life outside of medical school and residency.”

She can also advise about what it means to be a doctor who
is a woman.

“Women have more household responsibilities and are may-
be more torn between career and families,” she said.

But that’s not to say it’s all negative, she noted. Dr. Haeberle
brought up a study published online in December 2016 that
reported on research done at Harvard’s T.H. Chan School of
Public Health. The report said elderly hospital patients treated
by female physicians rather than males were less likely to die
within 30 days of admission or to be readmitted within 30 days
of discharge.

“On the positive side, there have been studies that show
female physicians connect better with their patients or have
more empathy,” she said.

Dr. Haeberle said if she made an educated guess about why
there are still fewer women than men doctors in Wyoming, she
thinks it could be based partly on the difficulty of being a sole
provider in a small community and trying to also have a family.

“Most of the Wyoming communities are fairly small,” she
said. “To go hang a shingle and be a self-employed physician
in a small community in Wyoming as a primary care provider
would be kind of a daunting task. It’s probably not conducive to
a family lifestyle. I'm guessing that may be a barrier.”

She said that a factor for women doctors who are in a group
practice is that they are likely to see more of the female patients.

“Practicing in a group you tend to get more of the complex
patients—a lot more maternal medicine and women’s medi-
cine—which tends to be a little bit more challenging and time
consuming,” Dr. Haeberle said.

Many women physicians in Wyoming have experienced just
what Dr. Haeberle is talking about. While they were earning

their spot on the list of firsts for female physicians, they were
also facing the challenges that go along with being female in
what is a male dominated career in this state.

Dr. Betsy Spomer’s path leads to coaching

Like many doctors in rural communities, Dr. Betsy Spomer
soon found herself with a booming practice when she arrived
in town. She was the first female physician in Powell to de-
liver babies, and she was also the only female physician cov-
ering obstetrics for several years. The women of Powell were
happy to have a female doctor care for them during childbirth
and beyond.

“It really helped my practice because my practice was ul-
timately largely female,” she said. “I think it gives you some
credibility—especially once you've been pregnant and had kids.
They know you get them and can relate. That seemed to be a
real advantage.”

She said being female can give a doctor an edge that is help-
ful in patient care, no matter whether the patient is a man
or a woman.

“I'm of course biased, but I think women have a special way
of connecting with patients—male or female,” Dr. Spomer said.
“I suspect it is the way we connect with people and our ability

Dr. Betsy Spomer is a Powell family practitioner who now works
with physicians seeking to gain a better work-life balance.
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to empathize with people. It really matters how we show up—
it matters on a physiological level. People just do better when
they are cared for in a compassionate way— and women have
the edge.”

Needless to say, with a patient population that was mostly
female, she soon found herself delivering babies on nights and
weekends even when she wasn’t on call.

“If T was in town, I would do the delivery,” she said. “That
took its toll. You can predict it’s going to happen when you're
not on call and in the middle of the night.”

Though she was pioneering as a female doctor in Powell, she
never felt that she was treated differently from her male peers.
There were some things she had to navigate through that her
colleagues didn’t though.

She became the first physician in the practice who ever need-
ed to take maternity leave.

“In fact, I had to write the maternity leave policy myself
because they never had dealt with that,” she laughed. “It was
great because I made it like I wanted it.”

Other situations, mostly dealing with household and chil-
drearing issues, looked different for her.

“I think being a working mom I had different needs and re-
quests than my male counterparts—everything from working
through pregnancies to child care issues and breastfeeding,”
Dr. Spomer said. “Plus my husband worked full-time as well.
Many of my male counterparts’ wives weren’t working or were
working part-time.”

Over the course of her practice, she eventually stopped see-
ing male patients or going on nursing home rounds. The ob-
stetrics work was what she loved, but also very time consuming
and intensive.

“I basically was carving out my practice just to accommodate
more OB,” she said. “There was a point when I stopped doing
OB, and I was left with a skeleton of a practice I could have
filled up.”

Instead, she took a hard look at what kind of life she wanted
to be leading. She knew she wanted to have time to do things
outside of her medical career.

“T decided to just give myself a breather,” she said. “I never
went back on a regular basis.”

After she made her slow exit from practicing medicine full-
time, she was able to take a clear look at the factors that led to
her wanting to take a break.

“Now I'm on the outside, I can actually see clearly now what
was going on,” Dr. Spomer said. “I was exhausted. I couldn’t
even access my brain half the time if I wanted to.” It was then
that she made a turn in her career path that helped her to trail-
blaze in a different direction as a physician.

She became a life coach, using her own experiences as a
doctor to help other physicians who are facing burn-out or
exhaustion.

“I feel like now I am in a place rather than healing patients,
I'm in the business of hopefully healing health care providers—
one provider at a time,” she said.

Dr. Spomer was familiar with life coaching after having used
one herself, so she knew the value of the work. Coaching had
helped her to look at her own experience and ask herself some
important questions.

“How could I have trained to do this and love it so much and
feel like I needed to leave it?” she wondered. “It’s been a really
interesting journey, and I'm at a place now where I am really
recognizing how we physicians seem to be trained to think in
such a way that doesn’t serve us well. We have this way of just
putting it all on the line, thinking if we do it really, really well,
everything will be great, but not recognizing the significance of
self-care.”

She points to eating right, getting enough sleep, exercising,
having a spiritual life and focusing on mental well-being as
things that are important aspects of self care.

“All of those things are so important, and we’re not trained
well at all in the importance of that,” Dr. Spomer said. “Now I
am almost obsessed about the need for physicians to have that
kind of training and wellness. It’s not just about being happy. It
translates to quality patient care and correlates with fulfillment
and joy in the work.”

After noting that more than half of physicians report feeling
burned out, she said she believes the health-care field is cur-
rently broken in many ways. Her goal is to get physicians to a
place where they can find fulfillment in their work, by helping
them figure out what works for them and knowing how to be a
bigger and better voice for themselves.

“I really feel strongly that providers are key to figuring it
out,” Dr. Spomer said. “I don’t believe we are at an impasse in
health care—we just need to learn to be different as providers.”

For female providers in particular, especially those who are
navigating some of the same issues she faced, Dr. Spomer has
suggestions for ways to increase the percentage of women pro-
viders in the state. She believes women physicians might find
more job satisfaction if they had a better opportunity to em-
brace or accommodate their unique female needs.

Everything from medical facilities offering child care on site
for providers to letting a doctor practice-share their panel of
patients with another physician are ways Dr. Spomer thinks
the industry can attract more women.

“I want to encourage female physicians to use their voice and
trust it,” she said. “It’s new territory. We have to be a little bit
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brave too. It’s not an easy conversation to have in a room full of
nearing-retirement male physicians.”

Now Dr. Spomer is living life more on her own terms and is
happier for it. In addition to her life coaching business, which
is called Soul Honey Coaching, she also fills in periodically as a
physician in Powell and also does consulting with the hospital
where she is offering a physician resilience program.

“T am no longer practicing on a regular basis, but people still
call me Dr. Spomer,” she said. “My kids see me modeling this
life where I am able to achieve and be who I was designed to
be—their mom, a wife, a community member and a physician—
and I do it my way.”

Dr. Marion Smith first female president
of WMS

If Dr. Marion Smith had let naysayers stand in her way or
deter her on her way to becoming a doctor, she might not have
gone on to become the first female president of the Wyoming
Medical Society.

She remembers a discouraging conversation she had with an
older male doctor when she learned she had been accepted to
Creighton Medical School in Omaha. Prior to the conversation,
she grew up in Buffalo, always knowing she wanted to do some-
thing in science.

“The human body’s workings were just fascinating to me,”
Dr. Smith said. She had earned a zoology degree from the Uni-
versity of Wyoming and started thinking about medical school
at the end of her time in Laramie. She was excited to learn she
had been accepted into Creighton.

Back home in Buffalo, she was telling a visiting specialist her
exciting news.

“T had known him forever,” Dr. Smith said. “When I told
him that I had been accepted to medical school he said, “‘Well,
that’s too bad because you will be taking a spot from a man, and
you're just going to have babies and not practice.”” Dr. Smith
remembers feeling shocked by his statement.

“It certainly wasn’t called for,” she said.

Well, she did go on to become a doctor, and she did indeed
have babies—four sons, in fact—and she didn’t give up her
practice. After she finished her family practice residency at St.
Joseph’s in Omaha, she began practicing in Torrington in 1985
and is still going strong.

“Of course it’s challenging,” Dr. Smith said. “My husband and
family are very supportive. Everybody helped me. I couldn’t
have done it without help of course.”

Being a doctor was challenging in itself, but being a woman
added some challenges as well.

“T think the home-work balance is more challenging as a
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Dr. Marion Smith was the first female president of the Wyoming
Medical Society, and she encourages other women doctors to take
an active role in the society.

woman,” Dr. Smith said. “We are just more concerned about
birthday cards and things have to be right, and the laundry has
to be done. The home things weigh more.”

But Dr. Smith says that is a positive thing.

“I think the fact that we are more sensitive to those kinds
of feelings make our performance better as well,” she said. “Tt
makes us sensitive to what other people are feeling.”

Early on in her career, Dr. Smith was very active in the Wyo-
ming Medical Society. She became the first female president
the society ever had.

“That was a very male dominated field and I feel it still is,”
she said. “I would encourage women to be more active in the
medical society. We need more numbers there to have political
influence. I think that’s where decisions are made and influ-
ences are exerted.”

Dr. Smith said she is absolutely glad when she sees young
women coming up through the ranks to become physicians,
and she only has one piece of advice for them.

“Just make sure youre doing what makes you happy,” Dr.
Smith said. @
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A View
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the Safety
Net

BY DAVID W. CARRINGTON, M.D.
Medical Director, Wyoming State Hospital

uman societies have always had to cope with the nu-
merous challenging issues related to serious mental
illness (SMI). I can imagine a tribe of early hunter
gatherers having to insist, perhaps at the tip of a spear, that
a member whose behavior had become too disruptive to tol-
erate leave the safety of the community after the usual ritu-
als had proved ineffective. After a variety of not so successful
treatment modalities — including exorcism, imprisonment and
exile —what is thought to be the world’s first psychiatric hos-

pital was established in London in 1247. Bethlam Royal Hos-
pital (commonly referred to as Bedlam) was an early example
of government’s acknowledgement of SMI as an important is-

sue requiring its attention and resources. In the United States,
the early 1800s saw the rise of the asylum system of care for
persons affected by SMI. This movement was spearheaded by
Dorthea Dix and Dr. Thomas Story Kirkbride and was centered
on providing a relatively pleasant and humane environment
for persons affected by SMI to reside and recover.

Despite having a population of only around 30,000, in 1886
the Wyoming Territorial Legislature recognized the need for

a publicly supported system of care for SMI persons and ap-
propriated $30,000 for the construction of what was originally
named the Wyoming Insane Asylum (later named the Wyoming

Statue from the gates of Bethlem Royal Hospital c. 1676.
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State Hospital (WSH)). Like most asylum systems at the time,
the Wyoming Insane Asylum followed the Kirkbride Model of
Care in which SMI was believed to be curable as long as “moral
principles” were followed. These principals included the pro-
vision of pleasant surroundings, fresh air, and decent food as
well as physical and intellectual engagement. This model also
emphasized a professional staff trained to provide care with
gentleness and compassion.
Despite the progressive and
hopeful mission of the hospi-
tal, many patients spent the
remainder of their lives there
as the numerous graves at the
hospital cemetery will attest.

Throughout the early 1900s
various psychiatric treatments
came and went including such
now discredited and distaste-
ful practices as hydrotherapy,
insulin shock and lobotomy.
Though the goal of care at
WSH was “cure” or at least
stabilization to the point that
discharge was appropriate, the increase in the hospital census
over the years attest to the challenges of treating persons with
SMI. When the hospital was established in 1887 the census was
twenty. In 1955 it grew to 655, reaching its peak of 750 in 1968.
With the advent of psychotropic medications in the 1950s and
the implementation of Medicaid and Medicare in the 1960s,
the process of deinstitutionalization of State Hospitals began.
The idea was that a small number of hospital beds should be
available for the acute stabilization of SMI persons in crisis but
that the vast majority of care should be provided by outpatient
clinics. This continues to be the model we aspire to today but
the reality is not quite that simple.

The Present State of Affairs

The Substance Abuse and Mental Health Services Admin-
istration (SAMSA) defines SMI as “someone over 18 having
(within the past year) a diagnosable mental, behavioral or
emotional disorder that causes serious functional impairment
that substantially interferes with or limits one or more major
life activities”. The Center for Behavioral Health Statistics and
Quality (CBHSQ) estimates that in 2018 there were 23,758
such individuals in the State of Wyoming. Virtually everyone is
in agreement that persons with SMI are ideally served by out-
patient services in the community where they reside. Psychiat-
ric hospitals should only be used in cases where less restrictive

The practice of involuntary
hospitalization remains a
necessary but reluctantly
utilized option of last resort
in psychiatric medicine.

DAVID W.

alternatives do not exist. Just this month a federal judge found
the State of Mississippi has violated the Americans with Dis-
abilities Act by failing to provide adequate levels of community
based care for their mentally ill citizens, thereby unnecessarily
confining them in state mental institutions.

In Wyoming the civil commitment of mentally ill persons is
governed by Title 25 of the civil code. This statute sets forth
the procedures as to when
and how someone is to be in-
voluntarily hospitalized. In-
voluntary hospitalization is
an issue largely unique to psy-
chiatric medicine. People are
not involuntarily hospitalized
for other medical conditions
with the rare exception of
communicable diseases pos-
ing a risk to the public. The
practice of involuntary hospi-
talization remains a necessary

CARRINGTON, MD
WYOMING STATE HOSPITAL
but reluctantly utilized option

of last resort in psychiatric

medicine. On occasion, the
very nature of some psychiatric illnesses impairs or precludes
SMI individuals from having insight into their illness and their
need for treatment. Other factors such as the societal stigma
of mental illness and an understandable aversion to the loss of
liberty and autotomy make people reluctant to seek or accept
psychiatric hospitalization. To be sure, the majority of persons
with SMI either alone or with the assistance of their support
systems, seek treatment voluntarily when their symptoms in-
crease to a level of discomfort or disability. These individuals
are more readily treated by means of outpatient care or short
stay voluntarily hospitalization in their communities and they
are typically more willing and able to adhere to the course of
treatment recommended by their providers. It is for the minor-
ity of SMI persons who lack the insight or ability to seek help
when needed that the civil commitment laws are intended.

In order to be involuntary hospitalized in Wyoming, a person
must be found by a court to be both mentally ill and a danger
to themselves or others as a result of that mental illness. In
Wyoming the statutory definition of mental illness includes the
presence of dangerousness:

Title 25-10-101: “Mental Illness” and “Mentally I11”
means a physically, emotional, mental or behavioral dis-
order to cause a person to be dangerous to self or others
in which requires treatment, but do not include addic-
tion to drugs or alcohol, drug or alcohol intoxication or
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developmental disabilities except when one or more of
those condition co-occurs as a secondary diagnosis with
mental illness.

The Wyoming statutory definition of mental illness differs
from a more clinical definition which does not require a finding
of dangerousness. If an examiner (defined as a licensed psy-
chiatrist, physician, advanced practice registered nurse, phy-
sician assistant, psychologist, professional counselor, addic-
tions therapist, clinical social worker or marriage and family
therapist) finds a person to be mentally ill under the statute
(if the examiner is not a physician or psychologist the court
must appoint one to review the findings) and the court finds
by clear and convincing evidence that the individual is men-
tally ill, the court is obliged to consider the least restrictive
and most therapeutic alternative available. This may include
directed outpatient commitment or more typically, involuntary
hospitalization at the WSH. If the committed person is found
to be incompetent to make medical decisions, the Court can
authorize the involuntary administration of medication subject
to the medical judgement of licensed practitioner.

Directed outpatient commitment is a relatively new and
underutilized alternative available to the Courts. This option
essentially orders an individual to comply with the terms and
conditions of a treatment plan as established by an examiner
in consultation with any gatekeeper designated by the Depart-
ment of Health and approved by the court. If the person does
not comply with the treatment plan, i.e. take medicine, show
up to appointments and refrain from using drugs and alcohol;

the court may revoke the outpatient commitment order and
schedule an involuntary commitment hearing which could re-
sult in the person’s being ordered to the WSH. The reason why
directed outpatient commitment is used so infrequently likely
stems from unfamiliarity with this option (it was enacted in
2016) on the part of the Courts and county attorneys as well as
a lack of community resources and expertise available to treat
difficult and brittle SMI individuals on an outpatient basis.

Once a court has found by clear and convincing evidence that
an individual is mentally ill (and thereby a danger to them-
selves and others under the statutory definition) and has been
ordered to the State Hospital as the least restrictive and most
therapeutic option, the committed individual typically doesn’t
go there right away. There is usually a waiting list to get into
the WSH due to the volume of civil commitments that occur
throughout the state. As of late the wait list has been in the
teens but a few years ago it reached as high as forty or more.
The WSH currently has 103 beds available for occupancy. The
census of the hospital is typically in the low to mid 70s for a
few reasons. The patient rooms in the civil part of the hospital
are double occupancy and particularly ill patients with violent
or disruptive behaviors may require their own rooms — a chal-
lenge we hope to resolve with the construction of the new facil-
ity which I will touch upon later. Also of late, patient rooms
and treatment areas have had to be closed in order to effect
required physical plant renovations including ligature point
abatement and the installation of door top alarms to reduce
the risk of suicide by hanging.

Natrona Hall currently serves as the administration building of the Wyoming State Hospital.
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Due to the waiting list, people who have been ordered to the
State Hospital for treatment are usually first diverted to a des-
ignated hospital until they are admitted to the WSH or have
recovered to the point that admission is no longer required
and the Tile-25 order can be dismissed. Most people waiting
for admission are diverted to Wyoming Behavioral Institute in
Casper, but Cheyenne Regional Medical Center, Ivinson Me-
morial Hospital and a few others also admit those waiting to
get into the State Hospital. The State pays these designated
hospitals a per diem while the patient awaits admission. In
some cases a committed individual with violent or difficult be-
haviors will be denied admission by a designated hospital. In
such instances, committed persons are sometimes held in local
emergency rooms or detention centers while they wait for ad-
mission. These individuals are given priority on the State Hos-
pital waiting list and are brought in as soon as possible.

Once admitted to the WSH, an individual treatment plan is
developed and a variety of treatment modalities including psy-
chotropic medication, medical care, and individual and group
therapy are employed in order to reduce the person’s symp-
toms of illness to the point that they are no longer a danger to
themselves or others. When this point is reached, the court is
notified by the treating provider that conditions necessitating
hospitalization no longer exist and three days later (a statu-
tory requirement) the individual is released to the community
for outpatient follow up. The rate limiting step in this process
is frequently obtaining housing and funding. People that are
committed to the State Hospital frequently do not have others
who are willing to help provide shelter and care. Group homes,
assisted living centers and nursing home beds are in short sup-
ply. These limitations make it difficult and time consuming to
place hospitalized patients with SMI back into the community.
Other challenges that significantly delay discharge include the
lack of available guardians to authorize care and placement
for patients who are not competent to direct their care; skilled
nursing home beds willing and able to cope with challenging
behaviors and supported living facilities able to accept persons
with intellectual disabilities and the challenging behaviors that
sometimes co-occur.

In addition to treating civilly committed persons, the WSH
provides forensic services to the state criminal courts under the
jurisdiction of the Title 7 Criminal Code. Forensic services are
provided to the entire State on both an inpatient and outpa-
tient basis. A criminal court may order an assessment of a de-
fendant’s competency to stand trial or criminal responsibility
on either an in or outpatient basis. In FY 2018, 177 outpatient
evaluations and 51 inpatient evaluations were ordered. These
evaluations are typically conducted by a psychologist with fo-
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The entry way to the Criminal Justice services unit of the Wyoming
State Hospital

rensic specialization, usually in county detention centers on an
outpatient basis or at the WSH when defendants are ordered
to be evaluated as inpatients. The inpatient evaluations are
conducted on the Criminal Justice Services unit at the WSH.
This is a 28-bed unit that is designed to provide greater secu-
rity than the civil unit. This unit also serves as the treatment
unit for the several civil patients with aggressive behaviors that
require a greater level of structure and security than can be
provided on the civil adult psychiatric services unit of the hos-
pital. If a defendant is found incompetent to stand trial, they
are generally ordered to the State Hospital for the purpose of
competency restoration. This involves treatment of the symp-
toms of mental illness that pose a barrier to the defendant’s
competency to stand trial but also includes group and individ-
ual education regarding the legal system and its processes. If a
criminal defendant is found not criminally responsible for their
actions (not guilty by reasons of mental illness or NGMI) they
may be ordered to the State Hospital for an indeterminate pe-
riod of time. Individuals adjudicated NGMI, particularly those
who have committed violent or notorious acts, may remain at
the hospital for a long time. When NGMI aquittees are deemed
to be treated to a point that they no longer pose a substantial
risk of danger to society, the hospital may petition the court for
conditional release to the community.

The Future

The goal of the WSH is to provide acute stabilization of
acutely ill persons with SMI and to transition them back to the
communities in as short period of time as possible. A major
challenge to the State Hospital’s ability to accomplish this goal
is its role as the safety net provider for persons with a variety
of psychiatric, intellectual, cognitive, neurological or medical
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A Feature on the Wyoming State Hospital

Construction of the new State Hospital is ongoing and slated for
completion sometime in the Summer of 2020.

conditions for whom no alternative treatment facility can be
found. The hospital is frequently placed in the position of pro-
viding custodial care for patients with dementia, intellectual
disabilities and personality disorders who exhibit challenging
behaviors that other treatment facilities are unable or unwill-
ing to address.

Recognizing these challenges, in 2014 the Wyoming State
Legislature established a Joint Executive and Legislative Task
Force on Wyoming Department of Health Facilities. This task
force presented options for the Legislature to consider govern-
ing populations served and the services offered by facilities op-
erated by the Department of Health — primarily at the WSH in
Evanston and the Wyoming Life Resource Center (WLRC) in
Lander. The Task Force Report advised that the proper role of
the State is that of a safety net provider, i.e. the State should
not compete with services provided by the private sector. The
safety net concept refers to the State’s obligation to ensure ac-
cess as a provider of last resort of facility level services for those
individuals that would otherwise be critically endangered or a
threat to public health and safety. With this role in mind, a
strategic plan defining the roles of the WSH and the WLRC was
adopted. Under the plan that has been adopted, the WSH’s role
is to provide acute short term psychiatric services to Title 25
involuntary hospitalization for civil patients and to continue
to provide a variety of forensic services to the criminal courts
throughout the State under Title 7. The role of the WLRC is
envisioned to expand beyond providing care to the intellectu-
ally disabled and traumatic / acquired brain injured persons
that they currently serve. The new role of the WLRC will also
include providing intermediate level care for SMI persons; long
term care for individuals that are hard to place in the private

Architect’s rendering of the new State Hospital.

sector, have high medical needs, or require geriatric psychiat-
ric care and manifest challenging behaviors.

To support this strategic vision, the Wyoming Legislature
has appropriated $182 million for the construction of new fa-
cilities at the WSH and the WLRC. Construction at the WSH is
expected to be completed by the summer of 2020 with the fa-
cilities at the WLRC anticipated to be completed the following
year. A primary benefit of the clearly articulated roles for these
“sister facilities” is expected to be shorter wait times for civilly
committed patients awaiting admission to the State Hospital
and thus a reduced civil commitment waiting list, thereby re-
ducing costs to the State as longer term patients are transferred
to the WLRC. The total number of beds at the new State Hos-
pital facility will remain essentially the same (104 vs. 103) but
with the shorter length of stay resulting from a focus on acute
stabilization, more people will be able to be served.

Wyoming, like all other societal or governmental entities in
the history of civilization grapples with difficult decisions re-
lated to the care of those of their citizens who struggle with
severe mental illness. The care of the mentally ill involves a
complex interplay of clinical, legal, financial and moral issues.
I am optimistic and encouraged by the attention and concern
demonstrated by the Wyoming State Legislature and the Wyo-
ming Department of Health to these universal challenges. No
society has ever developed a perfect system to address the dif-
ficult issues posed by the effects of severe mental illness. The
pendulum of society’s willingness to allocate thought, time and
treasure to the effects of serious mental illness on both people
and institutions has always swung back and forth. From where
I'm standing, at least in Wyoming, it appears to me that the
pendulum is swinging forward.

(N " .
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Director of the Wyoming Department of Health

Ceballos Takes
Helm for Health

IN JANUARY, GOV. MARK GORDON APPOINTED MIKE
CEBALLOS TO LEAD THE DEPARTMENT OF HEALTH.
CEBALLOS BRINGS DECADES OF BUSINESS AND STATE

BOARD EXPERIENCE TO THE ROLE.

BY JULIETTE K. RULE
Wyoming Medical Society

sk Mike Ceballos what he knows about health and he’ll

tell you he doesn’t have to know everything, that he’s

in a position of learning and listening, and it’s a role
for which he’s well suited.

“This is where my generalist background pays off,” Ceballos
said in a September phone interview. “You can’t be the subject
matter expert in all areas.”

In January, the Democrat was tapped by Republican Gov-
ernor Mark Gordon to replace a retiring Tom Forslund, to
lead one of the state’s largest agencies. Ceballos and Gordon
connected in their work on the Wyoming Retirement Sys-
tem Board, on which Ceballos continues to serve as a mem-
ber at-large.

Since retiring from Qwest, now known as CenturyLink, in
2011, Ceballos has kept busy. In 2014, he ran (and lost) a bid
for Superintendent of Public Instruction. He began his work on
a PhD in educational leadership at the University of Wyoming
and has just one class remaining. A clear nod, he says, to his
generalist approach in his career.

For 30 years at Qwest, Ceballos was in “learning mode,” he
says, citing the 14 different roles he filled before retiring as the
telecommunications carrier’s Wyoming state president.

“When you've held many positions, you set up a different
way for making decisions,” he explains.

As Director of the Wyoming Department of Health, Ceballos
is heading out on a listening tour, visiting communities around
the state to hear from patients, local leaders, and providers.
When it comes to the latter, he wants to learn what they do
and how they do it. (The Department of Health issues press

releases in advance of the listening tour events, and those re-
leases also are shared on the department’s website.)

He sees a lot of commonality in his capacity as a business
leader and now a leader in the public sector. His approach at
Qwest was to “get close to the customers,” and that’s an oppor-
tunity he believes dovetails with his current role.

“T’d like for us (the Department of Health) to be innovative,
take risks, and I don’t see that as being much different from
where I came from (professionally),” he explains. “State em-
ployees do have ownership over their work... I think maybe it’s
an assumption that the state doesn’t do things effectively and
efficiently with best practices.”

Cultivating a culture of curiosity and continuous improve-
ment leads to his encouragement of innovation and new ideas.
When things don’t go as planned, his approach will be to re-
group, debrief and learn.

“That’s important in today’s world with a such a quick change
of pace,” he notes. “The challenge in our work is that we're go-
ing to do this, then you can’t tell me all the good things. What’s
working? What’s not? Where are the struggles?”

Early in his conversations with Gordon, Ceballos says he
recognized the critical importance of healthcare policy and
leadership.

“I wanted to take this opportunity to apply what I've learned
in business to help the department meet its challenges,” he ex-
plains. “Plus, when your governor asks you to take a role, that’s
arequest that’s hard to ignore.”

The key to his success in this role will be engaging with cus-
tomers, he says, noting it’s a similar approach to his work with
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Qwest customers in Wyoming.

“We should explore best practices from business for ideas
we can employ in government to improve our effectiveness (in
communities),” he explains. “It’s trying to get as close to the
customer as you can. One of the direct deliverables is commu-
nity visits.”

Ceballos’ interest is in having community members come
forward before there’s a problem, so he’s being prospective in
going to the providers, and setting up meetings at community-
minded facilities, and visiting with public health nurses and
other key stakeholders.

Those relationships include legislators he says, but he’s
also come to recognize the critical nature of the work county
commissioners do in partnership with providers in Wyoming.
Health is one of the state’s biggest spenders with a nearly $2
billion budget ($900 million of which comes from federal
coffers).

As such, Ceballos is well-aware money can’t be the only issue
raised by his department, providers and other stakeholders.
Instead, his attention will turn on efficiently spending what has
been appropriated. If the community meetings lead people to
tell him they simply need more money, he says, then he doesn’t
really need to visit.

“Tell me what’s working,” he says. “Tell me what’s not and
tell me why and what you would do.”

Hard decisions will have to be made, that’s the job of a de-
partment director.

“T understand we can’t be everything for everyone,” Cebal-
los says. “I want to work with my staff, stakeholders and state
leadership to develop and understand our priorities for state
and private efforts.”

Ceballos is no stranger to the question of managing an aging
population in a rural state.

“That will affect us all,” he explains. “We expect heavy budget
pressures in Medicaid as a result and there will be increased
demand for care. What can be done to help keep people in their
homes as long as possible?”

Mental health emerges an issue, too. Can people in crisis get
the help they need?

And that circles around to attracting and retaining talent.
Prioritizing mental health care practitioner recruitment and
retention is key. That means attracting younger people to the
profession and figuring out how to retain the people with the
knowledge and experience.

While expertise in Wyoming is remarkable, there’s also the
reality that small, rural states don’t always have the resources
or customers. Salaries are high. Physicians are in demand.

“It’s not that we don’t have money in mental health,” he con-

tinues. “Those docs are just hard to come by. Those docs are in
high demand. The salaries are harder for small communities to
come up with, if they can even afford it.”

All of that creates frustration at the community and fam-
ily levels.

“If (practitioners) have more expense than revenue, they’re
not going to stay,” he explains. “We have at tremendous work-
force of credentialed professionals with great backgrounds.
They are disciplined professionals with a process-mentality.”

While Wyoming might have less money, there’s never enough
money to “do it all,” he says.

He is a supporter of telehealth but notes that ensuring ac-
cess to the availability of high speed internet at the municipal
level isn’t a Department of Health challenge even as improving
access to healthcare remains an open question. It’s a promis-
ing approach and allows Wyoming communities to bring high-
ly-specialized services and care that are otherwise harder to
maintain in a rural state.

“We need to examine any existing barriers to growth in the
telemedicine’s adoptions so that we make the most of this op-
portunity,” he explains.

It’s not lost on him that the questions facing Wyoming health
care today are pretty much the same as they were 20 years ago.
That drives his interest in his on-the-ground learning through
his community visits.

“We can’t do what we did in the past, and we’re not sure
what to stop doing,” he explains. “How do we really talk to-
gether about what our priorities can be and how do we do that
with the right amount of resource? And how we do that without
scaring people?”

Have a concern or an
idea about healthcare
in Wyoming?

Wyoming Department of Health Director
Mike Ceballos wants to hear from you.

Michael.Ceballos@wyo.gov | 777-7656

*Ceballos asks that email communications and
voicemails be succinct so he can absorb and respond to
the inquiries and ideas.
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Stephen Brown is WY's Physician of the Year

Dr. Brown's friends know him as someone who puts his family first. “He is the epitome of the family man,” Dr. Sigsbee Duck said. “He loves his
family—his children and his lovely wife. Medicine is great, and his devotion to pediatric psychiatry and the Medical Society—they're all great.
But they are secondary to how much he loves and cares for and is so proud of his family.”

Meet Stephen Brown, MD:

Wyoming Physician of the Year

BY ELIZABETH SAMPSON
Wyoming Medical Society

rying to hold back the tide in the middle of a land-
locked state may seem impossible to some, but that is
just what one Wyoming doctor has been doing since he

arrived here.

Casper’s Dr. Stephen Brown, a child and adolescent psychia-
trist, has at times been the only one standing between trauma
and Wyoming children in need of mental health care. He start-
ed his practice in Wyoming in 1990, and since then there have
been times when he was alone as the only child and adolescent
psychiatrist practicing in the state.

Now, 30 years into his practice, Dr. Brown has not only held

back the tide for those children—he has worked to turn the tide
of mental health care throughout Wyoming for the better.

“He has been a champion for increasing access to mental
health services for children and adolescents in Wyoming,” said
Cheyenne’s Dr. Robert Monger who has known Dr. Brown for
about 20 years. “That’s something he is well known for, and he
has done a great job.”

To honor his tireless efforts and commitment to his field, Dr.
Brown has been named the Wyoming Medical Society’s Physi-
cian of the Year for 2019. His friend, Dr. Sigsbee Duck of Rock
Springs, himself a former Physician of the Year, nominated



’—‘

Wyoming Medicine

Dr. Stephen Brown has been named as the Wyoming Medical
Society’s 2019 Physician of the year. He is a child and adolescent
psychiatrist based in Casper.

Dr. Brown.

“T can’t think of a more gracious, caring and intellectual per-
son and physician to represent our state as Physician of the
Year,” Dr. Duck said. “Dr. Brown has been an invaluable asset
and resource for pediatric psychiatry. He essentially established
pediatric psychiatry in the state of Wyoming. He’s a very caring
man and goes the extra mile to try to help kids with psychiat-
ric issues.”

There is no shortage of practitioners in Wyoming who agree
with Dr. Duck’s assessment.

“Steve is a clear choice for Physician of the Year,” said long-
time friend Dr. Paul Johnson of Cheyenne. “He has a long his-
tory of advocating not only for his patients in the exam room
but for patients in the entire state and country.”

Throughout his career, Dr. Brown has worked to not only in-
crease access to mental health care, he has also been an advocate
for a better understanding of the field of mental health itself.

“T've always been trying to make sure that mental health is
recognized and appreciated,” he said.

Doing so has meant volunteering with various medical boards
and societies, working to improve the mental health education
for medical students in the state and challenging those who

would try to cut funding for mental health care.

Dr. Brown grew up on a farm and ranch near Brush, Colo.
where he earned the title of 4-H Eastern Slope Livestock Judg-
ing Champion. He attended Colorado College in Colorado
Springs where he received his undergraduate degree in physics.
While there he played small college football as a defensive end.
His team was nationally ranked every year and even went to the
national playoffs.

Following his junior year of college, he and some friends
prospected for gold in the backcountry of Alaska.

“We found enough gold that it would have paid for our trip
and then some,” he said. Dr. Johnson joked he was glad Dr.
Brown didn’t take to prospecting full-time.

“We are all lucky Steve wasn’t a very good prospector or Wyo-
ming would have lost an amazing physician,” he said.

Dr. Brown went on to earn a Bachelor of Science in electrical
engineering and an MBA at Washington University in St. Louis
before graduating from Keck School of Medicine at the Uni-
versity of Southern California. He completed his residency in
general psychiatry at Barnes Hospital at Washington University
in St. Louis where he received the first Award for Clinical Excel-
lence. From there he completed a child and adolescent psychia-
try fellowship at St. Louis Children’s Hospital and Washington
University.

After he completed his training he knew he wanted to reside
in the west. He and his wife Helen had intended to move back to
Colorado for his practice, but nothing seemed to fit, prompting
them to look north to Casper instead.

“It was actually the only place we looked in Wyoming, and we

‘

Dr. Brown and his wife Helen enjoy spending time in Jackson Hole.
Dr. Brown said he relies on his wife Helen for support and advice.
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Stephen Brown is WY's Physician of the Year

fell in love with it,” Dr. Brown said.

Upon his arrival in Wyoming, he quickly got to work improv-
ing the state’s mental health care, and he hasn’t stopped since.
Dr. Brown is a Distinguished Fellow of the American Psychiat-
ric Association (APA), and he has a private practice in Casper
with both outpatients and inpatients. He is the Chief Medical
Officer for Wyoming Behavioral Institute (WBI). He helped the
facility go from 50 beds to 120 beds and become even more of
a full-service psychiatric hospital after he arrived in the state,
which is one of the things he is most proud of in his career.

Since his arrival, he has seen some changes for the better in
the way mental health is viewed by people of Wyoming.

“There’s a much higher recognition of the importance of men-
tal health treatment,” he said. “There’s more recognition that
society has a really significant problem in this state. I think
there’s been a lot of work in trying to get people to recognize it,
but it is just affecting so many people. Wyoming is usually the
number two or three state in the nation for suicide rates.”

Other changes he has seen include mental health treat-
ment itself.

“The art of treating kids has improved some,” he said, and he
noted that there are now more child psychiatrists in the state—
though there is still room for more.

“We actually have extremely competent physicians in this
state that everybody should be thankful for,” Dr. Brown said.
“But there is a shortage, and an even bigger shortage of child
and adolescent psychiatrists. I was often one of one, two or
three child psychiatrists in the state. When there was one it was
just me. Now I think we are up to eight or so.”

The sheer size of Wyoming makes the shortage of psychia-
trists even more of a burden. Some patients have been known to
have to drive a couple of hundred miles to find psychiatric care.
Knowing this, Dr. Brown took to the air to reach his patients.
For about 15 years he flew to clinics in Gillette, Cody, Jackson
and Rock Springs. He still keeps up with his clinic in Jackson.

Helping so many children and adolescents made the extra ef-
fort to see them worth it.

“My favorite memories are when a light bulb goes on in a
child’s brain over a therapeutic issue and they suddenly do bet-
ter,” Dr. Brown said. “Sometimes you don’t think an adolescent
has really got it. They leave and you’re not sure they are doing
well, and then a few years down the line you get a thank you note
saying ‘I finally understood what everyone was trying to get me
to do,” and then they’ll tell you how much better they are.”

Dr. Brown remembers an adolescent patient he had who was
bi-polar, but her parents were against using medication to treat
her. When she reached adulthood, she arrived in his office with-
out her parents and told him she was old enough now to be in

Dr. Brown enjoys traveling to spend time with his children.

charge of her own health and medical choices.

“She showed up in my office, and I said, ‘Why are you here?””
He remembered. “She said, ‘T'm 18 and I can now choose to
have my own medicine, and I know I need it.

Advocating for patients like this adolescent whose parents
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didn’t want to get her treatment has been a big part of Dr.
Brown’s career. He has pushed to make people understand the
importance of physician care for mental health patients.

“The reliability of diagnoses in psychiatry is one of the highest
in any field of medicine,” Dr. Brown said. “People don’t recog-
nize it because we don’t do blood tests and lab tests as much,
but the diagnoses criteria is pretty clear and pretty reliable.”

Over the 30 years he has been practicing, there have been
some consistent challenges to face.

“There continues to be prejudice against providing resources
in the mental health field,” he said. He added that even though
there are mental health parity laws in place ensuring that men-
tal is covered equally, health insurance companies seem to have
ways to get around those laws.

“They do it in subtle ways, but they really do it,” Dr. Brown
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said. “Insurance companies fail to recognize that rural mental
health doesn’t have some of the resources of big cities, so it
complicates it.”

Other hurdles go beyond problems with insurance companies
to the political arena.

“There’s always struggles with the Department of Health fi-
nances and providing adequate treatment,” he noted. “In this
state one of the biggest expenditures is on mental health, and
that’s one of the ones that often gets targeted when cuts come.”

Despite these struggles with outside forces, Dr. Brown said
he has been pleased with the support the mental health field
has received.

“T've been pleasantly surprised with how other medical doc-
tors are quite supportive of mental health,” he said.

As part of his advocacy work, Dr. Brown has been a long-time
member and leader of the Wyoming Medical Society. He has
served two terms as president and has been a long-term mem-
ber of the executive committee.

Dr. Duck served with Dr. Brown on the WMS board for many
years and counts him as a great leader.

“Steve’s very level-headed,” Dr. Duck said. “He has the ability
to tell the truth in a way that other people respect his opinion,
and most of the time that opinion is followed. He’s honest. He’s
caring. He’s smart. He says what he thinks, but he’s very gra-
cious and tactful.”

Beyond the Wyoming Medical Society, Dr. Brown has served
as the Wyoming delegate to the the American Medical Associa-
tion and the representative to APA Assembly. He represented
the western area of the APA, was chairman of the council for
the western area and served on the APA Assembly executive
committee.

“T've always been advocating for mental health, and psychia-
try in particular,” he said.

His efforts to establish a third-year clerkship in psychiatry
in Wyoming for the state’s medical students were successful,
which helps to ensure future psychiatrists will be available here.

Dr. Brown has also volunteered his time for the community
of Casper. He was again the president of the Natrona County
Medical Society several years ago to help revive the organiza-
tion, and this year he received their Physician Service Award.
He was a long-time member of the Rotary Club in Casper and
served on the board of directors and acted as president for the
Casper Development Center. He also served in those same roles
for Mountain Pacific Quality Health, which is a four-state not-
for-profit quality improvement organization.

Outside of his practice and volunteer work, Dr. Brown makes
time to travel extensively with his wife and their family. In addi-
tion to visiting with their three children, including 28-year-old

Dr. Stephen Brown and his wife Helen have three children. His
twin daughters are named Julie and Danielle, and his son is named
Matt.

twin daughters and a 27-year-old son who live in Denver and
Los Angeles, Dr. Brown and his wife like to go boating, utilizing
their boat slip at Jackson Lake in the Tetons. They also like to
enjoy other Wyoming pastimes like skiing, hunting and fishing.
In addition, Dr. Brown enjoys backpacking into the Wind River
Mountains.

“He is the epitome of the family man,” Dr. Duck said. “He
loves his family—his children and his lovely wife. Medicine is
great, and his devotion to pediatric psychiatry and the Medical
Society—they’re all great. But they are secondary to how much
he loves and cares for and is so proud of his family.”

Dr. Brown said that his wife is someone he can look to when
he needs help.

“I rely on my wife for support and advice,” he said. “She has a
lot of wisdom.” Undoubtedly it will be her advice that he looks
to when he decides it’s time to transition to retirement. For now
though, he doesn’t see that in his immediate future.

“I don’t have any present plans to retire,” he said. “Probably
what I will do is try to figure out how to slowly limit what T am
doing, but I still enjoy seeing patients get better.”

Perhaps young doctors just entering their field could ben-
efit by heeding Dr. Brown’s description of what makes a good
psychiatrist.

“As with most physicians, having compassion, using the sci-
ence of medicine to help people and being flexible are key,” he
said. “Use your intuition. Then you pick up on things much
quicker, and you use science to confirm things, but science
doesn’t have the solution to everything. That’s true of every field
of medicine.” @
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UW Residency Program Profiles

In the fall edition of the Wyoming Medicine Magazine, we take the time to profile
the third-year University of Wyoming family medicine residents in the Casper and
Cheyenne programs. This year we asked them the following questions:

1. Where are you from originally and where did you attend medical school?
. What made you consider Wyoming for your residency?
. What makes Wyoming a unique place to practice?

. If you were recruiting medical students to UW Family Medicine Residency Program, what would you tell them?

C NS

Please share a great experience that you have had while practicing in Wyoming.

Courtney Dahl, DO

Cheyenne, Wyoming

. I'm originally from central Iowa. I went to medical school in the heart of Appa-
lachia at the University of Pikeville Kentucky College of Osteopathic Medicine.

2. Cheyenne family medicine residency program was my top choice program
primarily because it offered traditional full scope training including procedures
and obstetrics that T want to include in my future practice.

3. Ienjoy farming and ranching communities and the lifestyle that goes
along with it.

4. I'would tell medical students interested in the Program that if they want train-
ing in every aspect of family medicine then they should consider Cheyenne.

5. There have been a lot of good experiences for me here. For example as residents here we might work at a rodeo one day

and deliver a baby the next morning. That kind of variety is what I really enjoy.

Jesse Miller, DO
Casper, Wyoming

1. Iwas born and raised in Casper, WY. I attended medical school at A.T. Still Uni-
versity — SOMA in Mesa, AZ .

2. The UW Family Medicine Residency offered excellent, comprehensive training
within my hometown community.

3. Wyoming is host to beautiful mountain lakes, wonderful people, and rural com-
munities who need comprehensive primary care services.

4. The UWFMR will provide everything you want in a comprehensive, full-spec- h
trum training and personalized education tailored toward your professional P N
goals. Wyoming will provide beautiful open landscapes (with torrential winds),

beautiful mountain ranges (with unrelenting blizzards), and excellent educational opportunities for your children.

5. The indescribable feeling the first time a patient says, “I play bridge with your grandmother.
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Michael Snarr, DO
Cheyenne, Wyoming

I am from Salt Lake City, Utah. I attended Midwestern University

in Arizona.

2. The major pull to this program was the opportunities to learn and prac-
tice full scope family medicine in an unopposed residency. I also like
that my commute time is around 10 minutes.

3. Practicing in Wyoming is especially unique for Family Physicians in the
ability to more easily practice full spectrum medicine.

4. Most, if not all residencies, will allow you plenty of experience in the
clinic, but one of the major benefits of this residency is the ample
amount of procedures and skills you get outside of clinic that can
broaden your scope of medicine, which allows you to define ex-
actly how you want to practice medicine the way you want to after
residency.

5. One of my favorite days in residency was when I delivered a few babies in the morning, helped in the ED by performing a

lumbar puncture and then rounded on a few patients before I finished my day at clinic in the afternoon. The variety of my

experiences throughout the day was gratifying.

Jacob Bailey, MD

Cheyenne, Wyoming

1. Iam originally from Nephi, Utah. I attended Trinity School
of Medicine.

2. What drew me to Wyoming for residency is the fact that this program
is unopposed. After interviewing here, I found I like Cheyenne and
the fact that it is not a huge city but still has everything I need.

3. Ienjoy the fact that in practicing in Wyoming I can do full spectrum
medicine. I enjoy the small town feel of Cheyenne and how friendly
people are.

4. This is a great place especially if you would like to learn many proce-
dures and want to do full spectrum medicine.

5. During my time here I have enjoyed all the hands on learning we get.
Not only that but the continuity of care that we get to enjoy. I have
had the wonderful pleasure of seeing a patient in clinic, following them through for a procedure and see them after for

follow up.
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Sam Christensen, DO
Casper, Wyoming

1. I'm from St. George, Utah and attended Midwestern University / Arizona
College of Osteopathic Medicine

2. Family was the primary reason I considered Wyoming for my residency
as my brother is a practicing physician in Casper. I also liked that it is
close to home.

3. Wyoming-specifically Casper- is a great place to practice and train because
it is a small, tight knit medical community but also is a referral center so
there is a lot of patients and experiences.

4. When I recruit medical students to our program, I talk about the great rural
medicine training that makes you feel comfortable doing a little bit of every-
thing as a family physician.

5. A great experience that I have had while in Wyoming is when my patients refer their family and friends to me.

Adrian Durham, DO
Cheyenne, Wyoming

1. Iam originally from Hartford, CT. I went to Med school in Spartanburg, SC
at Edward Via College of Osteopathic Medicine.

2. I'wasin Emergency Medicine initially but after 2 yrs, even though I learned
a lot, I was great at doing emergency procedures, but I didn’t feel like I was
truly helping anyone. I thought traditional family medicine was going to
be a waste of my skills, but found that the rural tracks of FM were places
that I could use all of my skills. From the time I got to Cheyenne, I felt like

I was home!

3. The altitude, the outdoors, the unpredictability of the environment, and you
are exposed to everything!

4. I'would say that this is a unique environment where you can find a way to
learn whatever you want to. Everyone encourages you to learn. It’s a safe
environment to learn, but you are treated like a grown physician. When you start here, you aren’t an intern. You are a Phy-

sician (with no experience, but that comes with time). When you leave, you are more than ready to tackle life on your own.

5. There are so many daily. But, one of my patients were referred to me, since no one could explain her strange leg pain. After
a complete medical workup, to include Rheumatology, and neurology. Nothing serious could be found, but no answers. I
figured that maybe it was structural and recommended Osteopathic assessment and found her hips were shifted causing a
short leg. I fixed it and she saw me weeks later stating that she thought this was just going to be an old age thing and was
never going to get better. Now she feels like she has a new lease on life. This can happen anywhere, but my point is, that
no one in this community feels like they can’t ask anyone for help. In residency, everyone knows they have limitations and

when they can’t figure it out, they get help.
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Greg Christian, MD
Cheyenne, Wyoming

. I grew up in Mamaroneck, NY and attended New York Medical College.

2. The lifestyle, environment and people. It has small town charm even in its
biggest city.

3. Working in a rural area offers so many different practice options. These
range from full spectrum to a more focused practice. Working with small
rural populations also lets us get to know our patients better on a per-
sonal level.

4. Itell them it is a great place to practice and learn. We are unopposed and get
to work with great attending physicians both in our program and with other
local physicians in various specialties. We are a very “hands-on” program
and encourage our residents to be proficient in all types of procedures.

5. During my intern year I met a man in the hospital whom I spent a lot of time with and got to know pretty well. I followed
him in the hospital, a rehab facility and then the clinic. Through my encounters I also got to know his daughter and her
family very well. They are a very nice and caring family and they invited me out to their beautiful ranch for my first brand-
ing. It was one of the few special times as a resident where you truly connect with a patient and their family.

Hannah Dupea, MD
Casper, Wyoming

1. I'm from Bigfork, Montana and attended University of North Dakota School
of Medicine.
2. I came to Wyoming for the full spectrum training and I liked that Wyoming

was not just close to home, but a lot like my home.

3. Wyoming provides a great rural training but with a big hospital experience

that provides a good volume and broad view of patients.

4. When 1 recruit medical students to our program, I tell them that I have really
enjoyed being here and wouldn’t have changed anything. The program pro-
vides a supportive environment and a good team approach. Hard work pays
off and prepares you well for broad scope of practice.

5. My best experiences have been the patient relationships, especially with my continuity prenatal patients. I enjoy taking care
of them all through pregnancy, labor, and delivery as well as then taking care of them and their babies after delivery. We get
to share these incredible and sometimes scary life experiences with these patients, but hopefully can provide support and

education as they become new parents.
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Taylor Pederson, DO
Casper, Wyoming

1. I'm from Missouri and attended Kansas City University of Medicine and

Biosciences.

2. I came to Wyoming for my residency because it provided unopposed training
with a strong OB experience, especially with the OB track.

3. Wyoming is a unique place to train and practice because even though Casper
is a bigger city, it still provides a rural practice experience.

4. When I recruit medical students to our program, I tell them that we have
a great culture throughout: the clinic, faculty, residents, and hospital. The
core faculty love to teach and the community physicians respect our program and also enjoy teaching us. The program and

faculty work hard to find a way to meet our educational goals.

5. Ilove my OB patients. I love that I take care of them from the beginning of their pregnancy, through labor and delivery and

then afterwards when they are new moms. I like being a part of them growing a family.

Jordan Palmer, DO
Casper, Wyoming

1. I'm from Missouri and attended AT Stills-Kirksville College of Osteopath-

ic Medicine.

2. I came to Wyoming for my residency because it is an unopposed program

that provides a strong rural training emphasis.

3. Wyoming is a unique place to practice because of its culture of self-reliance
and independence, which creates a challenging and rewarding practice

experience.

4. When I recruit medical students to our program, I tell that that it is a
second-to-none program that provides unopposed and full-scope training.
It is a unique opportunity to train in a large hospital and yet have so much

direct patient access as family medicine residents.

5. A good experience I had was just recently when I took care of a sameday/walk-in patient who was very ill but resistant to go
to the hospital because he did not have insurance. We did our best to follow his wishes and attempted to work him up and
stabilize him in our clinic, but he was too ill and so I had to convince him that he needed to go to the hospital and not worry

about the cost. The patient was grateful for our efforts.
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Baier Rakowski, DO
Cheyenne, Wyoming

1. Originally from Long Island, New York I attended medical school at Western
University of Health Sciences College of Osteopathic Medicine of the Pacific,
Northwest Campus.

2. I'was looking for unopposed residency programs west of the Mississippi. The
breath of training and opportunities do develop a wide range of skills were an
enticing part of the opportunities available here.

3. The opportunity to practice in an area of such stark beauty, the close knit com-
munity, and the opportunity to work at some of the best training institutions in
the country as electives made practicing in Wyoming very appealing.

4. Our program in Cheyenne provides unfettered access to some of the best
specialists I have ever had the opportunity to work with. The people we have the opportunity to work with here are bright,
committed professionals who take great pride in their work. I always encourage medical students to observe the people
they are interviewing with and to compare the residents and professionals here to those anywhere else and ask, “could I be
happy here?” I most certainly have been.

5. Working with several specialists at CRMC, our hospital team, as well as a number of consulting physicians in Colorado,
we were able to successfully transition a long-term diabetic with a hereditary renal deficit back to a full working life as a
productive member of society. I was so impressed during that process with the willingness to collaborate seen between the
primary team and our consulting care providers. Everyone, from the nursing staff to the residents and attending physi-
cians and social workers pushed to establish a plan to ensure a positive outcome for this person. That hospital stay and the
patient’s subsequent success is by far one of my proudest moments as a resident.

Sarah Richardson, MD

Casper, Wyoming

1. I'm from Colorado and attended St. George’s University School of Medicine.

2. I came to Wyoming to do my residency because I wanted rural training and it
was close to home.

3. Wyoming is a unique place to practice because of the people, who are kind and
easy to work with.

4. When I recruit medical students to our program, I tell them that it is a great
residency with excellent teaching. Everyone gets along. Wyoming is a great
place to live.

5. A great experience that I have had during my training was with a challenging
continuity patient who has multiple medical and mental health issues that have
resulted in recurrent admissions to the hospital. We were able to do a home visit with her, and that really helped us to con-
nect and she now trusts me more and has opened up to me.
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Ben Willford, DO
Casper, Wyoming

1.

. Itell medical students that there is good quality and value of patient ex-

. A great experience I had was with a patient that I delivered my intern year. She went to the emergency room with abdomi-

I'm from San Diego, CA and attended Lincoln Memorial University, DeBusk
College of Osteopathic Medicine.

I came to Wyoming because as a high school student, I went to Boys Scout
camp outside of Evanston and I thought it was beautiful. Then, I met Dr.
Miller at the AAFP National Conference in medical school, who recommend-
ed that I do a sub-internship rotation in Casper. That experience was great
and so I sold on coming here for residency too.

Wyoming is a unique place to practice because Casper has a community hos-
pital, but also takes patients from across the state, so there is a lot of patients
with diverse pathology-yet the experience is not impersonal like an academic
health center.

periences, including procedures, clinic, and hospital. The program has a supportive environment. There is lots to do on

your days off.

nal pain and found out that she was pregnant. She established care for her pregnancy with me, which was challenging at
first because she smoked tobacco and meth. I was able to help her quit these when she found out that she was pregnant and
she was able to get her life together. She and the baby are still my patients and they are doing great.

Nick Loughlin, DO

Casper, Wyoming

I'm from Cherokee, Iowa and attended Kirksville College of Osteopath-
ic Medicine.

I came to Wyoming for my residency because I wanted to receive rural
medicine training. I also like that Wyoming has great outdoor activities

and a down to earth culture.

Wyoming is a unique place to practice and train because it allows a lot

of autonomy as well as the ability to individualize my residency training
experiences.

When I recruit medical students to our program, I tell that that our faculty
are very engaged in teaching us and that I have learned a lot. Residency
has been a good time.

A great experience that I have had while in Wyoming is that I was able to purchase land on Casper Mountain and build a

cabin. T also had a really great experience on my rural rotation in Thermopolis.
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WYOMING
Community Impact Update

Building Healthy Partnerships

ince 1945, Blue Cross Blue Shield of Wyoming has pro-

vided health care coverage to people in Wyoming let-

ting them live free of worry. We've also had the privi-
lege through corporate giving, employee volunteerism and the
BCBSWY Caring Foundation to support programs and partner-
ships that have a positive effect on the health and well-being
of all Wyoming communities. Our
deep local roots help BCBSWY
understand the importance of
prioritizing the needs of our local
communities.

Nearly 5 years ago, we started
a partnership with the Boys and
Girls Club Alliance of Wyoming
to implement Healthy Habits—a
healthy lifestyles program that
is designed to help Wyoming’s
youth live healthier lives. The
program teaches Club members
goal setting, selecting healthy
food and better eating habits,
and provides healthy meals
and snacks.

Expanding our partnership
with the Boys and Girls Club Al-
liance of Wyoming, the BCBSWY
Caring Foundation funded a new
statewide program to support suicide prevention through
training for Club staff and teen members, provided by Grace
for 2 Brothers. With Wyoming’s high suicide rate, we think
it’s important to help young adults deal with potential sui-
cide situations among each other, their friends and their
families.

We also continue to address health care workforce de-
velopment through scholarship opportunities. Renewing
our multi-year commitment in 2019, the BCBSWY Caring
Foundation increased the number of scholarships it sup-
ports for students accepted in the Doctor of Nurse Practice
(DNP) program at UW Fay W. Whitney School of Nursing,

The program teaches
Club members goal
setting, selecting
healthy food and
better eating habits,
and provides healthy
meals and snacks.

with an emphasis on DNP students who specialize in psychi-
atric mental health (PMHNP). In response to a match chal-
lenge by the BCBSWY Caring Foundation, hospital partners
St. John’s Medical Center in Jackson and Wyoming Medical
Center in Casper, also pledged to fund a scholarship for a
DNP student to complete the program.

Wyoming faces significant
challenges in meeting the health
needs of its population and ad-
dressing the capacity of the
workforce is a critical part of the
solution. Our scholarship gift
also provides scholarships to
each community college through
the ReNew BSN program and
our Health Professions Scholar-
ship program. Ben Mortiz, Chief
Academic and Student Services
Officer with the Wyoming Com-
munity College Commission
shared, “The Wyoming Com-
munity College Commission is
deeply thankful to Blue Cross
Blue Shield of Wyoming for its
expanded commitment to train-
ing the next generation of nurses
and health professionals. Wyo-
ming is experiencing a growing need for health care work-
ers, and programs like this allow the Wyoming Community
Colleges to train more students to work in the health care
industry.”

BCBSWY has been a trusted community partner for nearly
75 years by working with physicians and health care pro-
fessionals to ensure the best health care system possible.
Though there’s more work to be done, these investments and
important partnerships aim to improve the overall health
and well-being of people throughout the state. Our commit-
ment to Wyoming is unwavering and local community in-
vestment will always be important to us.
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a UMIA ‘ @ Constellation

Together for the common good

Technology and a team-based approach can
increase patient safety and reduce risk.

Are Your Opioid Pain
Management Practices

Current?

BY LORI ATKINSON
RN, BSN, CPHRM, CPPS

he opioid addiction crisis continues to dominate head-
T line news. According to the Centers for Disease Control

and Prevention (CDC), in 2016, 40 percent of opioid
overdoses involved prescription opioids, with more than 46
people dying every day.1 The most common drugs involved in
prescription opioid overdose deaths are methadone, oxycodo-
ne and hydrocodone.

While the overall prescribing
rate of opioids has been declining
since 2012, the amount of opioids
prescribed in 2015 remained ap-
proximately three times as high as
in 1999 and varied substantially
across the country.2 There is con-
tinuing evidence of problematic
prescribing patterns. In 2017:

« There were still almost 58
opioid prescriptions written
for every 100 Americans3

« 17 percent of Americans
had at least one opioid pre-
scription filled, with an av-
erage of 3.4 prescriptions
dispensed per patient

 The average number of days
per prescription continues
to increase, with an average of 18 days in 2017.3

A review of Constellation medical professional liability
(MPL) claims asserted from 2010 to 2015 found that opioids
were involved in 19 percent of claims where medication was a
factor, and 24 percent involved more than one medication. The
opioids most involved were hydromorphone, methadone and
oxycodone. The combination with the highest indemnity and
severity was fentanyl and oxycodone. Death was the outcome

patients.

A team-based approach
to workflows ensures
that clinicians have
time to spend with
complex chronic pain

in 22 percent of all cases.

Clinicians continue to face scrutiny of their opioid prescrib-
ing practices through DEA investigations, state medical board
sanctions and medical professional liability claims—and for
good reason. Some clinicians and organizations still are not us-
ing best practices outlined by the CDC, state boards, and other
organizations.

Following current best practic-
es can prevent harm and protect
organizations from allegations
of negligent prescribing, over-
prescribing and failure to recog-
nize and treat opioid use disor-
der (OUD).

Keep current on best
practices

Reducing injuries in patients
being treated with opioids and the
resulting malpractice claims can
be accomplished by implementing
the following:

1. Use a team-based ap-
proach, which redistributes roles
and accountabilities across the
team and empowers team members to work up to the scope of
their license and education. A team-based approach to work-
flows ensures that clinicians have time to spend with complex
chronic pain patients. Redesign workflows to assure tasks are
appropriately and efficiently delegated to team members in
these areas:
« History intakes and updates
+ Medication reconciliation



« Review of the prescription drug monitoring pro-
gram in your state

« EHR documentation during and after exams

« Follow-up system that track exams, refills, tests,
test results and referrals

« Patient education, goal setting and coaching

+ Monitoring of pain patient dashboards

2. Employ technology to automate processes:
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Thank you

for leading by example.

We recognize Wyoming physicians for their
commitment to affordable, quality health care.
Their dedication is an inspiration to us all.
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"' Cheyenne Regional

Medical Center

Bariatric Surgery Success Rates:

Important Information for
Referring Physicians

BY NAPOLEON E. CIEZA, MD

General and Bariatric Surgeon at Cheyenne Regional Medical Center

ariatric surgery has been shown to be a safe and effec-
B tive weight-loss treatment for the morbidly obese, but
some primary care physicians (PCPs) remain hesitant
about postoperative treatment and managing patients who
have undergone the surgery and recommend it to their obese

patients infrequently.

Definition of Obesity

The disease of obesity is no longer considered a cosmetic is-
sue that is caused by overeating and a lack of self-control. The
World Health Organization, along with national and interna-
tional medical and scientific societies, now recognize obesity as
a chronic progressive disease resulting from multiple environ-
mental and genetic factors.

Obesity is specifically defined as a body mass index (BMI)
of 30 kg/m2 or more. It is linked to more than 40 diseases,
including type 2 diabetes, heart disease, stroke, osteoarthritis
and cancer.

Results from the 2015—-2016 National Health and Nutrition
Examination Survey indicate that 39.8% of adults are affected
by obesity, and no state had an obesity rate under 20%.

In Wyoming 65% of individuals are either over-
weight or obese. Our state is ranked 32nd for its overall obe-

Individuals with morbid
obesity have a 50-100%
increased risk of premature
death compared to individuals
with a healthy weight.

sity rate; however, it is ranked second to last for the number of
bariatric surgeries performed each year.

Over the next decade, the obesity epidemic is pro-
jected to increase both in number and severity.

+ The Centers for Disease Control and Prevention
projects that 42% of the United States population
will suffer from obesity by 2030.

« Itis also estimated that 11% of the population will
suffer from severe obesity (BMI of 40 or more).

Various studies show that the general attitude of PCPs to-
ward bariatric surgery is supportive. Yet, fewer patients are be-
ing informed that they are obese or overweight by their health
care professional.

Studies also show that physicians are largely aware of the
indications and benefits of bariatric surgery; however, many
express concerns about surgical and medical complications fol-
lowing bariatric surgery. This, in part, might be the reason why
there is such a low rate of referral for bariatric surgery.

Bariatric Surgery Overview
Qualifications for bariatric surgery include:
« BMI > 40, or more than 100 pounds overweight
« BMI > 35 with at least one or more obesity-related
co-morbidities such as type 2 diabetes, hyperten-
sion, sleep apnea and other respiratory disorders,
non-alcoholic fatty liver disease, osteoarthritis,
lipid abnormalities, gastrointestinal disorders or
heart disease
Inability to achieve a healthy weight loss sustained
for a period of time with prior weight-loss efforts

Safety of bariatric surgery

When compared to the risks of living with obesity — includ-
ing complications related to diabetes, sleep apnea, hyperten-
sion and the increased likelihood of premature death — the
risks of bariatric surgery are minimal.

Clinical studies report significant improvements in metabolic
and bariatric surgery safety. The primary reasons for improved



safety include the increased use of laparoscopy, advancements
in surgical techniques and the American Society for Metabolic
and Bariatric Surgery and American College of Surgeons ac-
creditation program.

The overall mortality rate for bariatric surgery is about 0.1%
— less than gallbladder (0.7%) and hip replacement (0.93%)
surgery — and the overall likelihood of major complications is
about 4.3%

Clinical evidence shows that the risks of morbid
obesity outweigh the risks of metabolic and bariat-
ric surgery.

Effectiveness of bariatric surgery

Studies show patients typically lose the most weight one to
two years after surgery and maintain substantial weight loss
with improvements in obesity-related conditions.

Patients may lose as much as 60% of excess weight six
months after surgery and 77% of excess weight as early as 12
months after surgery. On average, five years after surgery, pa-
tients maintain 50% of their excess weight loss.

Impact of bariatric surgery on mortality
Bariatric surgery helps to improve or resolve more than

40 obesity-related diseases and conditions, including type 2

diabetes, heart disease, certain cancers, sleep apnea, GERD,

Quality Improvement

Organizations
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high blood pressure, high cholesterol, sleep apnea and joint
problems.

Individuals with morbid obesity have a 50-100%
increased risk of premature death compared to in-
dividuals with a healthy weight. Successful bariatric
surgery reduces that risk by 30% to 40%, including the
following specific risk reductions:

* 60% reduction in mortality from cancer, with
the largest reductions seen in breast and co-
lon cancers

» 56% reduction in mortality from coronary ar-
tery disease

» 92% reduction in mortality from type 2 diabetes

In 2017, 228,000 bariatric procedures were performed in
the United

States. Despite being the most successful long-lasting treat-
ment for morbid obesity, metabolic and bariatric surgery re-
mains underused, as approximately 1% of all patients who qual-
ify for bariatric surgery actually have the surgery. Studies have
also shown that the mean preoperative BMI for the patients
who underwent a primary bariatric surgery was 48.1 kg/m2.

As a whole this information shows that we could do a better
job of providing patients with the best tools to treat obesity and
that we could also provide these tools in a more timely manner.
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Mountain-Pacific Quality Health is part of a network of quality improvement organizations

that operates locally under the direction of the Centers for Medicare & Medicaid Services .
(CMS). Mountain-Pacific brings together health care providers and communitiesto
achieve the national quality goals of making care safer, better coordinated, more
patient- and family-centered, more affordable and of the highest quality.

P Nursing homes to improve resident satisfaction 4
P Communities to decrease the number of adverse drug events related to opioids and e

increase access to behavioral health services
P Outpatient settings to improve antibiotic stewardship .

P Medicare beneficiaries to help improve the prevention of and outcomes for:" i
chronic disease, including cardiac and vascular health, diabetes, chronic kldney
disease (CKD) and end stage renal disease (ESRD) A :

» Hospitals to reduce all-cause harm e

Visit www.mpqhf.org or call 307.472.0507 to learn more.

Developed by Mountain-Pacific Quality Health. Contents do not necessarily reflect CMS policy. 11SOW-MPQHF-WY-AT-19-19
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The intersection of health care and
law is a puzzling place. We can help

put those pieces together.

Health care is a constantly and quickly changing field, and health
care law is no exception. Since 1895, Crowley Fleck attorneys have
developed significant experience advising physicians on the impact
of the myriad laws affecting their practices, and and we spend a
great deal of time and energy staying on top of current developments
in health care law to better serve Wyoming’s physicians.

The Wyoming State Bar does not certify any lawyer as a specialist or expert. Anyone considering a lawyer should independently
investigate the lawyer’s credentials and ability, and not rely upon advertisements or self-proclaimed expertise.

Casper ® Cheyenne ® Sheridan ® www.crowleyfleck.com




Samuel Vigneri, MD
Mark Vuolo, MD

Lee Warren, MD
David Wheeler, MD, PhD
Daniel White, MD
Allan Wicks, MD
Caleb Wilson, MD
Todd Witzeling, MD
Cynthia Works, MD
Demian Yakel, DO
Linda Yost, MD

Jerry L. Youmans, MD

Cheyenne, WY
Rodney Anderson, MD

Janet Anderson-Ray, MD
David Armstrong, DO
Alissa Aylward, PA-C
Ashley Aylward, PA-C
John Babson, MD

Jean Denise Basta, MD
Carol Wright Becker, MD
Steven Beer, MD

Jake Behringer, MD
Kristina Behringer, MD
Casey Berry, MD
Jacques Beveridge, MD
Landon Bluemel, MDC
Phillip Brenchley, MD
Nancy Brewster, PA-C
Kimberly Broomfield, MD
John Bryant, MD
Kenneth Buran, MD
Rudold Burcl, MD
Marian Bursten, MD
James Bush, MD

Jerry Calkins, MD

Tracie Caller, MD

Jeffrey Carlton, MD
Jason Caswell, MD
Jasper Chen, MD
Matthew Cohen, MD
Mary Cole, MD

Harmon Davis II, MD
Robert Davis IT, MD
Omar Al Dhaybi, MD, MS
Don Dickerson, MD
Joseph Dobson, MD
Laryssa Dragon, MD
Dustin Durham, MD
Douglas Edgren, MD
Sarvin Emami, MD
Sharon Eskam, MD
Arthur (Joe) Farrell, PA-C
Carol A. Fischer, MD
Carlotto Fisher, MD
Mary-Ellen Foley, MD
Timothy Gajewski, MD
William P. Gibbens, MD

Lakhman Gondalia, MD
Rayna Gravatt, MD
George J. Guidry, MD
Phillip Haberman, MD
J. Sloan Hales, MD
Thor M. Hallingbye, MD
Jean Halpern, MD
Brian Hardy, MD

Amy Jo Harnish, MD
James Harper, MD
William Harrison, MD
Joanne Hassell, MD
Scott Hayden, MD
Taylor H. Haynes, MD
John P Healey, MD
Michael C. Herber, MD
J. Richard Hillman, MD
Rene Hinkle, MD

W. Joesph Horam, MD
Brian Horner, MD

Brian Horst, MD

Mark Howshar, MD

Eric Hoyer, MD

James Hubbard, MD
Alireza Izadara, MD
Paul Johnson, MD
Robert R. Kanard, MD
Matthew Kassel, DO

D. Michael Kellam, MD
Mary Louise Kerber, MD
William Ketcham, MD
David Kilpatrick, MD
Kenneth Kranz, MD
Charles Kuckel, MD
Michael Kuhn, MD
Ronald LeBeaumont, MD
Robert W. Leland, MD
David M. Lind, MD
Daniel J. Long, MD
Megan Looby, DO

Kory Lowe, PA-C

Pat Lucas, PA-C

James Lugg, MD
Charles Mackey, MD
Mary MacLeod, DO
Julie Maggiolo, MD
Ronald L. Malm, DO
Michael Martin, MD
Mohammed Mazhar, MD
Theodore N. McCoy, MD
Caitlyn McCue, PA-C
Ronald McKee, MD
Shauna McKusker, MD
Scott McRae, MD
Jonathon D. Medina, MD
Arthur Merrell, MD

R. Larry Meuli, MD
Samantha Michelena, MD

Anne Miller, MD
Kathleen Mondanaro, DO
Robert Monger, MD
Glenn Nanney Jr., MD
Michael Nelson, DO

Julie Neville, MD

Evan Norby, DO

Jennifer Nottage, MD
Lawrence O'Holleran, MD
Dimiter Orahovats, MD

Marilu Orozco-Peterson,
MD

Douglas S. Parks, MD
Ambrish Patel, PA-C
John Paulus, DO
Peter Perakos, MD

Gergana Popova-Orahovats,
MD

Daniel R. Possehn, MD
Robert Prentice, MD
Take Pullos, MD

Mark R. Rangitsch, MD
Harlan R. Ribnik, MD

Margaret L. “Peggy” Rob-
erts, MD

D. Jane Robinett, DO
Kevin Robinett, DO
Earl W. Robison, MD
John Romano, MD
Andrew Rose, MD
Stanley Sandick, MD
Carol J. Schiel, MD
Greg Seitz, MD

Larry Seitz, MD

Reed Shafer, MD

Kirk Shamley, MD
Michael Shannon, MD
Philip Sharp, MD
Amy Shaw, PA-C
Brent D. Sherard, MD
Paul V. Slater, MD
Bruce Smith, MD

G. L. Smith, MD
David Smits, MD
Reuben Smits, MD
Danae Stampfli, MD
Greg Stampfli, MD
Jakub Stefka, MD
Ronald Stevens, MD
Jeffrey Storey, MD
Rex Stout, MD

Robert Stuart Jr., MD
Sandra Surbrugg, MD
Daniel Surdam, MD
Kathleen Thomas, MD
Thomas V. Toft, MD
Richard E. Torkelson, MD
Melissa Tuck-White, MD
Kristine Van Kirk, MD

Ronald W. Waeckerlin, MD
Philip L. (Bert) Wagner, MD
James Wantuck, MD

Paul Washburn, MD
Alison Watkins, PA-C
Russell Williams Jr., MD
Howard Willis, DO

John E. Winter, MD
Natalie Winter, MD
Megan Woodward, MD
John Wright, MD

William Wyatt, MD
Georgia Young, DO
Katarzyna Zarzycki, MD

Chula Vista, CA
David Silver, MD

Cody, WY

Tom Anderson, MD
Jeffrey Balison, MD
Jimmie Biles, Jr., MD
Adair Bowbly-Joskow, MD
Gregory Cross Jr., MD
Kathleen DiVincenzo, MD
Stephen Emery, MD

Rand E. Flory, MD

Randy Folker, MD

Allen Gee, MD

Travis Graham, MD
Lee K. Hermann, MD
Charles E. Jamieson, MD

James L. (Bo) Johnson
I, MD

Elise Lowe, MD
Gregory McCue, MD
Dale Myers, MD

Mark Ryzewicz, MD
Catherine Schmidt, MD
Frank Schmidt, MD
Robert Treece, MD
Jennifer Warner, PA-C
Barry Welch, MD
Charles Welch, MD
Sally Whitman, PA-C
Derek Wille, MD

Lisa Williams, MD
Jay Winzenried, MD

Columbia, MO
Donald Lawler, MD

Crosby, TX
Michael Holland, MD

Dallas, TX
James Randolph, MD

Denver, CO
James E. Stoetzel, MD
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Douglas, WY
Deeanne Engle, MD

Sandra Gebhart (Smylie),
MD

Terri Marso, PA-C

Mark Murphy, MD
Michelle Neice, MD
Tristyn Richendifer, PA-C
Patrick Yost, MD

Dennis Yutani, MD

Englewood, CO
Robert Curnow, MD

Eureka, MT
Ronald Gardner, MD

Evanston, WY
Michael Adams, MD

Jared Barton, MD
Bird Gilmartin, MD
Jason Haack, MD
Ardella Kemmler, MD
Thomas Simon, MD
Spencer Weston, MD

Evansville, WY
Jack V. Richard, MD

Fort Collins, CO
Jason Merritt, MD

Mattson Mathey, MD

Clinicians are the most
trusted source of health
information for adults.
Patients listen to your
recommendations. Share
why vaccines are important.

http://bit.ly/AdultVaccine

Quality Improvement 5

Organizations

Sharing Knowledge. Improving Health Ca
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VICES

@)Mougptain acific
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Contents presented do not necessarily reflect Centers for Medicare & Medicaid Services
(CMS) policy. 11SOW-MPQHF-AS-F1-19-09
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Gillette, WY
Gerald Baker, MD

Attila Barabas, MD
David Beck, MD

Garry Becker, MD
Angela Biggs, MD
Rodney Biggs, MD
Kris Canfield, MD
Amber Cohn, MD
Thomas Davis, MD
Tyler Dickey, MD
John P. Dunn, MD
David Fall, MD
Jennifer L. Frary, PA-C
Robert Grunfeld, MD
Timothy Hallinan, MD
Sara Hartsaw, MD
Jonathan M. Hayden, MD
William Hoskinson, DO
Stephen Houmes, MD
Helen D. Iams, MD
Michael Jones, MD
Mindy Keil, PA-C
Nahida Khan, MD
James LaManna, MD
Joseph Lawrence, DO
Landi Lowell, MD
John Mansell, MD

Francesca McCaffrey, DO
Margaret McCreery, MD
Philip McMahill, MD
Kelly McMillin, MD

Alan Mitchell, MD

James J. Naramore, MD
Kirtikumar L. Patel, MD
Jessica Quinlan, MD
Paul Rigsby, DO

Erica Rinker, MD

Jacob Rinker, MD
Nicholas Stamato, MD
Michael Stolpe, DO

Tan Swift, MD

Donald B. Tardif, PA-C
William Thompson, PA-C
Linda Walby, MD

Grace Wang, MD

Billie Fitch Wilkerson, MD

William Boyd Woodward
Jr, MD

Glenrock, WY
Charles L. Lyford, MD

Greeley, CO
Robert Kahn, MD

Dennis Lower, MD

Green River, WY

Charles J. Amy, PA-C
Gordon Lee Balka, MD
Lynn Eskelson, MD
Jacob Johnson, DO

Joel Robertson, PA-C
Kristine F. Sherwin, PA-C

Guernsey, WY
Sheila Sterkel, PA-C

Hulett, WY
Robert C. Cummings, PA-C

Jackson, WY
Berit Amundson, MD

Giovannina Anthony, MD
Joshua Beck, MD
Robert Berlin, MD
David Bigelow, MD
Brent Blue, MD
Andrew Bullington, MD
Dennis Butcher, MD
Edward Callaghan, MD
Cheryl Collins, MD
Lars Conway, MD

Marce Domsky, DO
Jonathan Figg, MD

Lisa Jo Finkelstein, DO
Roland Fleck, MD
Jennifer Fritch, PA-C

Shirl George, MD
Angus Goetz, DO
Christopher Haling, MD
Bruce Hayse, MD

Gary W. Heath, MD
Christopher Hills, DO
Robert Jones, MD
David Khoury, MD
Randy Kjorstad, MD
Ludwig Kroner, ITI, MD
Maura Jean Lofaro, MD
Phillip Lowe, MD
Marcia Lux, MD

Heidi Michelsen-Jost, MD
Tiffany Milner, MD
William Mullen, MD
Mary Neal, MD
William Neal, MD
Kathryn Noyes, MD
Holly Payne, DO

John Payne, DO
Thomas Pockat, MD
Travis Riddell, MD
Shannon Roberts, MD
Michael Rosenberg, MD
Paul Ruttle, MD

Kevin Sanville, MD
Geoffrey Skene, DO

William Smith, MD
Martha Stearn, MD
Simon Stertzer, MD
David Tomlinson, MD
Martin Trott, MD
Christine Turner, MD
Larry Van Genderen, MD
Laura Vignaroli, MD
Keri Wheeler, MD
Eric Wieman, MD
Rafael Williams, MD

Kelly, WY
David Shlim, MD

Lander, WY
Charles Allen, MD

Mary Barnes, DO
Richard Barnes, MD
Lawrence Blinn, MD
Edwin Butler, MD
Alexa Callison-Burch, PA-C
Perry Cook, MD

Peter Crane, MD
David Doll, MD
Edward Dowie, PA-C
Thomas Dunaway, MD
Brian Gee, MD

Phillip Gilbertson, MD

Donald Gullickson, MD
Jim Hutchison, PA-C
Hart Jacobsen, MD
Troy Jones, MD

Cori Lamblin, MD
Clint McMahill, MD
Charles McMahon, MD
W. Davis Merritt, MD
Robert Nagy, MD
Susan Pearson, MD
Douglas Phipps, MD
Steven Platz, PA-C
Carol Quillen, PA-C
Jan Siebersma, MD
Cynthia Stevens, MD
Karla Wagner, MD
John Whipp, MD

Mark Woodard, MD, PC

Laramie, WY
Nicole Alexander, PA-C

Debra Anderson, MD
Ryan Aukerman, MD
Calvin Bell, DO
Thomas Bienz, MD
Dave Brumbaugh, PA-C
Marten Carlson, MD
Jay G. Carson, MD

As a health services and innovation company, Optum is tackling the biggest challenges in health
care by partnering across the entire system. It's how we help states open up the possibilities for
more efficient Medicaid and Health and Human Services delivery systems.

Learn how we're partnering with \Wyoming providers to serve the health needs of Medicaid clients.
Ask your provider relations representative how we can help.

1-888-545-1710

optum.com/government

WYhealth




Charles Coffey, MD

J. David Crecca, MD
Nathan Eliason, MD
William Flock, MD
Andrew Georgi, MD
Timothy Gueramy, MD
John Haeberle, MD
Yvette Haeberle, MD
Eric Harris, MD
Angele Howdeshell, MD
Michael Kaplan, MD
Travis Klingler, MD
Daniel Levene, MD
Randall Martin, MD
James Martinchick, MD
Robert Martino, MD
Mark McKenna, MD
Clinton Merrill, MD
Darren Mikesell, DO
Chris Mygatt, PA-C
Dalva Olipra, MD
Harold Pierce, MD

Kenneth Robertson, MD,
FACP

Shawn Rockey, PA-C
Shaun Shafer, MD
Michael E. Smith, MD
EricJ. Uhlman, MD
Ashley Ullrich, MD
Gregory Wallace, MD
Doug Watt, MD

Mark Wefel, MD

Kim Westbrook, MD

Las Vegas, NV
Stanley Siegel, MD

Lead, SD
William Forman, MD

Lovell, WY
David Hoffman, MD

Lyman, WY
Bailey Snyder, PA-C

Maricopa, AZ
Hein H. Kalke, MD

Moran, WY
Dale A. Lavallee, MD

Newcastle, WY
Michael L. Carpenter, PA-C

D. Charles Franklin, MD
Willis Franz, MD

Regg Hagge, MD

Aaron Jagelski, MD
Michael Jording, MD

Tonu (“Tony”) Kiesel, MD
Peter Larsen, MD

Jan E. Mason-Manzer, PA-C
Lanny Reimer, MD

Pinedale, WY
Renae Dorrity, MD

J. Thomas Johnston, MD
David Kappenman, MD

Powell, WY
Dean Bartholomew, MD

Michael Bohlman, MD
Robert Chandler, MD
Nicole Comer, MD
Sarah Durney, MD
Robert Ellis, MD

Lynn Horton, MD
Valerie Lengfelder, MD
Jacob Merrell, MD
Bradley North, DO
Juanita Sapp, MD
Elizabeth Spomer, MD
Michael Tracy, MD
John Wurzel, Sr., MD
Mark Wurzel, MD

Rawlins, WY
David Cesko, MD

Riverton, WY
Brooks Allison, MD

Jason Brown, MD
Robert L. Darr, PA-C
Michael Fisher, MD
Michael J. Ford, MD
Roger L. Gose, MD
Richard M. Harris, PA-C
Jack Hildner, PA-C
James Taylor, MD
Richard C. Wecker, MD
James White, DO

Rock Springs, WY
Peter Allyn, MD

Neal Asper, DO
Michael Bowers, DO
Cody Christensen, DO
Gerard Cournoyer, MD
Steven Croft, MD
Brianne Crofts, MD
Wallace Curry, MD
David Dansie, DO
Jacques Denker, DO
Sigsbee Duck, MD
Preetpal Grewal, DO

Brian A. Holtan, MD,
FACC.

John Iliya, MD

Augusto Jamias, MD
Peter M Jensen, DO
Samer Kattan, MD
Charles Knight, MD
Lawrence Lauridsen, DO
David Liu, MD

Brytton Long, DO

Kerry McKenzie, PA-C
Joseph Oliver, MD
Rahul Pawar, MD
Tony Pedri, MD
Kishore Rasamallu, MD
William Sarette, MD
Jed Shay, MD

Jean A. Stachon, MD
Israel Stewart, DO
Michael Sutphin, MD
Banu Symington, MD
Jeffery Wheeler, MD
Chandra Yeshlur, MD

Salt Lake City, UT
Richard Ofstein, MD

Saratoga, WY
William Ward, MD

Seattle, WA
Robert Hilt, MD

Sheridan, WY
Jason Ackerman, MD

Fred J. Araas, MD
Thomas Bennett, MD
Mary Bowers, MD
Christopher Brown, MD
Lindsay Capron, MD

David Fairbanks, MD,
FAAFP

James Ferries, MD
Rebecca Franklund, MD
Lawrence Gill, MD

Luke Goddard, MD
Shaun J. Gonda, MD
Sierra Gross, MD
Hannah Hall (Tenney) MD
Bradley Hanebrink, DO
Amy Herring, PA-C
Marilyn K. Horsley, PA-C
Karl Hunt, MD

Ian Hunter, MD

Corey Jost, MD

Brian Laman, MD

Kelly Lieb, PA-C

Robert Marshall, MD
Thomas Mayer, MD
Brenton Milner, MD
Scott Morey, PA-C
Howard L. Mussell, MD
Suzanne Oss, MD

Christopher Prior, DO,
FAAFP

Anthony Quinn, MD
Jamie Alex Ramsay, MD
Amber Robbins, MD
Michael Sanderson, MD
Walter Saunders, MD
Kristopher Schamber, MD

Dennis Schreffler, MD
Timothy Scott, MD
Colleen R. Shaw, MD
Chris T. Smith, MD
Sara Smith, MD, FACS
Erin Strahan, PA-C
Michael Strahan, MD
William Taylor, MD
Seymour Thickman, MD
Patricia Tobi, MD
James Ulibarri, MD
Bairn Walker, MD
Charles F. Walter, MD
Barry Wohl, MD
Jeremy Zebroski, MD

Steamboat, CO
Donald Cantway, MD

Jeanne Hennemann, MD
Lawrence Jenkins, MD

Story, WY
William Doughty, MD

Sundance, WY
Heath Waddell, MD

Teton Village, WY
John Feagin, MD

Jack A. Larimer, MD
Kenneth J. Wegner, MD

Thayne, WY
Donald Kirk, MD

Thermopolis, WY
Hallie Bischoff, DO

William Bolton, MD

W. Travis Bomengen, MD
Thomas McCallum, MD
Vernon Miller, MD

Kurt Pettipiece, MD
Jason Weyer, DO

Timnath, CO
Dale Brentlinger, MD

Torrington, WY
Erica Barrows-Nees, MD

Kay Buchanan, MD
Norma Cantu, MD
Ezdan Fluckiger, MD
Jose Lopez, MD
Bonnie Randolph, MD
Marion Smith, MD

Tucson, AZ
William F. Flick, MD

Thomas J. Gasser, MD

Vancouver, WA
John Glode, MD

Wheatland, WY
Ty Battershell, MD

Jeffrey Cecil, MD
James Hawley, MD
James Kahre, MD
Lauri A. Palmer, MD
Steve Peasley, MD
Willard Woods Jr, MD

Wilson, WY
Annie Fenn, MD

James Little, MD

Michael Menolascino, MD
Elizabeth Ridgway, MD
Jacques Roux, MD

Anna Tryka, MD

Richard Whalen, MD

Worland, WY
Marvin W. Couch I, MD

Diane Noton, MD
Richard Rush, MD
John Thurston, MD

Wright, WY
Scott Johnston, MD

Physician Assistant
Students
Zulia Anderson

Effie Bird

Joesie Bowdish
Moriahn Bunney
Miles Gilbreath
Ali Piaia

Taylor Stinnett
Breanna Young

WWAMI Students
Lingga Adidharma

Alexis Anderson
Madeleine Birch
Adam Blaine

Caleb Brackett
Dillon Brown
Brittany Christensen
Glen Clinton

Marcus Couldridge
Christopher Ellbogen

Samantha Erickson-
Pettigrew

Rida Fatima
Thomas Fenn
Janelle Fried
Amanda Galambas
Tappy Gish
Alexandra Gobble
Brittney Goeken
Amanda Golden
Laurel Green
Daulton Grube
Allana Hall

Heidi Hanekamp
Cody Hansen

\ Wyoming Medicine

Caleb Hardt
Joshua Henry
Jesse Hinshaw
Teal Jenkins
Jacob Kennedy
Amanda Kinley
Daniel Lancaster
Shay Lanouette
Austin Lever
Tyler Loose
Bradley Lutz
Reno Maldonado
Sarah Maze

Sean McCue
Peter McCullough
Anthony Menghini
JayCee Mikesell
Trevor Mordhorst
Conner Morton
Kevin Muller

Dan Nicholls
Megan Olson
Spencer Pecha
Natasha Radosevich
Marley Realing
Jordan Reed
Savanah Richter
Reed Ritterbusch
Caleb Rivera
Quinn Rivera
Aaron Robertson
Michael Robison
Olivia Rogers
Giandor Saltz
Lauren Scandrett
Jackson Schmidt
Larissa Siirila
Ethan Slight
Annie Smidt
Perry Smith
Aaron Spurlock
Mason Stillman
Chae Sutherland
Logan Taylor
Trey Thompson
William Trebelcock
Elliott Trott
Hayden True
Kelsey Tuttle
Jaryd Unangst
Sabrina Westover
Peter Wilcox
Ryan Winchell
Renae Wollman
Michael Yeradi
Aleksandra Zarzycka
Jacob Zumo

WWAMI Residents
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Ryan Abbaszadeh, MD
Widya Adidharma, MD
Michael Alley, MD
Marcus Bailey, MD
Tyler Baldwin, MD

Jeff Bank, MD

John Barnes, MD
Makenzie Bartsch, MD
Kelly Baxter, MD

Sean Bell, MD

Danielle Borin, MD
Millie Boyd, MD
Hannah Chapman, MD
Lydia Clark, MD
Tanner Clark, MD
Alexander Colgan, MD
Kimberly Cranford, MD
Allison Dawson
Lindsay Dodds, MD
Brandon Douglass, MD
Melissa Dozier, MD
Bryan Dugas, MD
Roberta Enes, MD
Bryan Feinstein, MD
Andrew Fluckiger, MD
Steven Flynn, MD
Matthew Fournier, MD

Aaron Freeman, MD
Rage Geringer, MD
Sarah Gregory, MD
Ryan Griesbach, MD
Daniel Grissom, MD
Andrea Habel, MD
Levi Hamilton, MD
Weston Hampton, MD
Kyle Hancock, MD
Isaac Hayward, MD
Daniel Holst, MD
Christopher Ideen, MD
Erik Jacobson, MD
Kyle James, MD
Tricia Jensen, MD
Lauren Johnson, MD
Morgan Johnson, MD
Matthew Kapeles, MD
Sarah Koch, MD

Max Kopitnik, MD
Claire Korpela, MD
Aislinn Lewis, MD
Karren Lewis, MD
Krista Lukos, MD
Craig Luplow, MD
Stephanie Lyden, MD
Andrew Maertens, MD

Amanda McCormick (John-

son), MD
Mathias McCormick, MD
Daniel McKearney, MD

Natalie Meadows (Egg-
leston), MD

Katelyn Miller, MD
Lauren Millett, MD
Galen Mills, MD
Arla Mayne Mistica, MD
Dana Morin (Peralta), MD
Kayla Morrison, MD
Mary Mrdutt, MD
Brittany Myers, MD
Coulter Neves, MD
Russ Orpet, MD
Rishi Patel, MD
Hannah Phillips, MD
Rachael Piver, MD
Hope Richards, MD
Justin Romano, MD
Anna Rork, MD
Benjamin Ross, MD
Kymberly Ross, MD
Brian Schlidt, MD
Casey Slattery, MD
Elise Sylar, MD

Ellen Thompson, MD

Jory Wasserburger, MD
Isaac Wentz, MD
Lindsay White, MD
Stephanie White, MD
Sawley Wilde, MD
David Wilson, MD

University of

Wyoming Residents

- Casper

Matthew Balls, DO
James Calamia, DO
Samuel Christensen, DO
Andrew Crandall, DO
Katrina Culmer, DO
Kevin Donovan, MD
Hannah Dupea, MD
Adam Heessel, DO
Renae Hepfner, DO
Austin Huitzacua, MD
Trevor Irvine, DO
Jared Lambert, MD
Damian Lara, MD
Nicholas Loughlin, DO
Jesse Miller, DO
Jordan Palmer, DO
Taylor Pedersen, DO
Zachary Pendleton, DO

David Pratt, DO

Sarah Richardson, MD
Timothy Tetzlaff, MD
Patricia Tu, DO
Benjamin Willford, DO
Anne Wilson, DO

University of

Wyoming Residents

- Cheyenne
A. Carsen Bahn, MD

Jacob Bailey, MD
Nancy Bergquist, MD
Gregory Christian, MD
Courtney Dahl, DO

Adrian Durham, DO
Charity Durham, DO
James Eggert, MD

Hope Ferguson, MD
Olivia Klinkhammer, DO
Lincoln Mosier, DO
Crystal Purdy, MD

Baier Rakowski, DO
Bernard Roscoe, DO
Michael Snarr, DO
Matthew Strang, MD
Samantha Townsend, MD
Caleb West, DO

Italicized Names denotes New Members in 2019

Red names denote Wyoming
Medical Society Board Members
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Serving those who provide care.

IT'S IN OUR DNA.

We're taking the mal out of malpractice insurance.
Delivering the best imaginable service and unrivaled
rewards is at the core of who we are. As an organization
founded and led by physicians, we understand the value of
superior care. Because for us, it's not just a best practice,
it's in our unique code. Contact Susan Miller of

The Doctors Agency of Wyoming at 800.451.9829,

or smiller@tdawy.com, or join us at thedoctors.com

Exclusively endorsed by

WYOMING

MEDICAL
SOCIETY /\THEDOCTORSCOMPANY
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Children’s

HOSPITAL & MEDICAL CENTER
OMAHA

When one number connects you
to the region’s best neonatal and
pediatric transport team,
Anything can be.

1.855.850.KIDS (5437) is your 24-hour link to pediatric specialists for
physician-to-physician consults, referrals, admissions and transport.

Education * Research * Advocacy * Care




