
Services provided at LCH include 

If you do not want to receive this publication, please contact Betty Nelson at 

785-227-3308 ext. 237 or bettyn@lindsborghospital.org   Published for the 

purpose of informing and educating our readers, we value your feedback! 

    “Surgeons traveling so you don’t have to!” 
   Dwane Beckenhauer, MD   Jacob Breeding, MD  Tyler Hughes, MD 
  

“They are simply outstanding as individuals, and as a team. I 
greatly appreciated their professional skills, sensitivity, respect, 
attentiveness, and sense of humor during the entire procedure, 
including recovery time.”   David Matz, surgical patient 

Examples of Procedures Offered at LCH 
Gallbladder       Hernia Repair                   Carpal Tunnel                                                    

Trigger Finger             Knee & Shoulder Scope                 Colonoscopy 

Mastectomy       Tonsillectomy/Adenoidectomy    EGD                   

    Partners caring for the health of the Smoky Valley Partners caring for the health of the Smoky Valley Partners caring for the health of the Smoky Valley Partners caring for the health of the Smoky Valley communitiescommunitiescommunitiescommunities. 

Lindsborg Community Hospital 
605 W. Lincoln    Lindsborg, KS 67456 
Hospital: 785-227-3308   Clinic:  785-227-3371 
www.lindsborghospital.org               

NONPROFIT ORG 

 

US POSTAGE PAID 

 

LINDSBORG, KS 

 

PERMIT NO. 7 

Family Medicine · Emergency Care · Acute Care ·  Urgent Care · 

Skilled Nursing · Intermediate Care · Diagnostic X-Ray · CT · 

Ultrasound · Digital Mammography · Bone Density ·          

Nuclear Medicine · Physical Therapy · Speech Therapy ·         

Occupational Therapy · Cardiac Rehabilitation ·             
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 tests or treatment can be provided here for your convenience…. 

Just ask your medical provider! 

 Benjamin Dolezal, MD  

 Kelsey Swisher, PA-C  Miranda Brown, APRN-C 

Docs Who Care-locum tenens providers 

785-227-3371 
 

Specialty Clinics   
Specialty providers see patients by appointment 
Call 785-227-3308 for additional information 

  
           Radiology   
United Radiology                                              
Group of Salina 

 

 Digital Mammogra-
phy & 

 Bone Density   
 Teri Ellis, RT(R)(M) 

 
 

Nuclear Medicine 
 Dale Livengood, 

CNMT 
 

Anesthesia   
Frank Reese, CRNA                                                  
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Nurse Practitioner Provides New Perspective for Patients             

 

According to the American Aca-

demy of Nurse Practitioners, 

“Nurse Practitioners are licensed 

independent practitioners who 

practice in ambulatory, acute, and 

long-term care as primary and/or 

specialty care providers.” 
 

Lindsborg Community Hospital 

welcomed Miranda Brown,  

APRN-C to the Family Health Care 

Clinic staff in October.  Although 

the “NP” is a new type of provider 

for medical services to our hospi-

tal and clinic, there are currently 

more than 180,000 advanced 

practice nurses working in clinics 

and hospitals in the US. Sixteen 

states and the District of Colum-

bia allow NPs to have independ-

ent practices. In all states, NPs 

can prescribe most medications.  

There are 6 million visits to NPs 

every year. 
 

In addition to diagnosing and 

managing acute and chronic ill-

nesses, NPs emphasize disease 

prevention and health education.  

Services include conducting, su-

pervising, interpreting diagnostic 

and laboratory tests, as well as 

prescribing medication and thera-

pies. Education and counseling 

individuals, families, and groups 

are typically a major part of nurse 

practitioner’s role. 
 

A Salina native, Miranda gradu-

ated magna cum laude from Kan-

sas Wesleyan University with a 

BSN. Upon completion of a Mas-

ters of Science in Nursing from 

Wichita State, she achieved certi-

fication as an advanced practice 

registered nurse. Prior to joining 

LCH, she was employed at Health 

Ministries Clinic in Newton. 
 

Miranda cites a special interest in 

diabetes and asthma. Fluent in 

Spanish, Miranda will see patients 

in the clinic and provide coverage 

of the emergency department on 

rotation with Dr. Dolezal, Kesley 

Swisher, PA-C and locum tenens 

physicians, including Dr. Mark 

Wiles and the journeyMed staff. 
 

Miranda and her husband Aaron 

have three children; 11 year old 

Avery; 8 year Lainey and 21 

month old Graham.  Aaron is em-

ployed by Great Plains in Salina.  

They hope to re-locate to Linds-

borg in the near future. 

 

                                             -Photo courtesy of Jim Turner    

Spring 2012 was the last issue of our newsletter delivered to your mailbox and as you probably know, 

there have been a lot of changes since then.  Learn in this issue how the “beat goes on” as we provide you 

with updates, insight and news we hope you will find valuable. 
 

Our affiliation with Salina Regional Health Center is official, two new “mid-level” providers have joined 

our medical staff, one new physician has been signed, and four physician recruits have visited—with ex-

cellent potential for filling the physician vacancies created with the departures of Dr. Loder, Dr. Nickel and 

physician assistant Sheri Floyd.  We sadly acknowledge the loss of some clinic patients to out-of-town 

doctors, but we do not tire of hearing the positive comments we routinely receive from those willing to 

give the “Docs Who Care” locum tenens physicians a chance. We know change is hard—and sometimes 

painful— because so much of what was normal one year ago is changed today. 
 

Changes like the clinic and hospital consolidation and name change to Family Health Care Clinic. The 

change of the entire financial and clinical operations information system platforms—from general ledger 

codes, to accounts payable processes, to the patient registration process, to the delivery of bar coded 

prescriptions. Computers have changed and many now use dual monitors. The way employees clock in, 

the way payroll is processed and the way employees are paid is new.  There is change in the way inven-

tory is ordered and delivered—even name badges changed!  But those changes are palatable because we 

know we still work at “Lindsborg Community Hospital”—but much more important—we continue to pro-

vide the same excellent care our patients deserve and expect. The other big change?  We are confident 

we will be here serving the people of the Smoky Valley communities far into the future.                       ~BN 
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 There’s just no easy way to ask this one.  “Gotta go?” 

OT Driving Assessments: is taking away the keys the only answer ? 

We take for granted grabbing the 

car keys and going to work or 

running errands. But driving a 

car is a demanding activity—

one that requires not only physical 

ability, but mental alertness, quick reflexes 

and visual acuity. It is one of the most risky 

things we do in our everyday lives.  
 

The average American believes that not 

only is driving a right, but without it, our 

quality of life would suffer substantially. 

The loss of driving privileges is  equated 

with a loss of independence.  Even our   

very oldest citizens rely on driving them-

selves in order to remain socially active 

and meet essential mobility needs.   
 

Decisions are often made without objec-

tive information that driving is no longer    

a compatible activity for the aging person, 

or the individual that has suffered a stroke, 

spinal cord or head injury.  Those with a 

neurological disorder  (Parkinsons, multiple 

sclerois) or someone that has begun to 

experience vision, memory or comprehen-

sion deficits may find driving skills ques-

tioned and may benefit from an assess-

ment. Persons demonstrating a decrease in 

the management of personal hygiene, diffi-

culty getting in and out of a chair, or diffi-

culty maintaining attention may also be 

candidates for assessment.   
 

A “driving health inventory” conducted by 

occupational therapists at Lindsborg Com-

munity Hospital, may provide answers—

and possible solutions.  Occupational 

therapists use a battery of computer-based 

performance tasks called the MVPT-3. 

(Motor-free Visual Perception Test, version 

3) Tasks include measures of visual acuity, 

leg strength and stamina, head and neck 

flexibility, short term and working memory,  

the visualization of missing information,  

and the speed at which visual information 

is processed. No motorized vehicles are 

used for this level of testing. 
 

About 90% of what a driver identifies in a 

driving environment is through his or her 

sense of vision.  Spatial relationships, visual 

memory, visual discrimination—the ability 

to discriminate between the dominate fea-

tures of different objects such as position, 

shapes, forms, colors— and perception 

time are tested. 
 

The goal of the test results is not to ulti-

mately “take away the keys”.  Many times 

there are solutions that are indicated—for 

instance, leg weakness has slowed the re-

sponse time which may be solved with a 

lower extremity strengthening program. Or 

perhaps there will be recommendations for 

restrictions, i.e., no twilight or night driv-

ing. Vision retraining, corrective and/or 

assistive devices may also provide a solu-

tion. 
 

A physician must order the driving assess-

ment. Test results and  recommendations 

for action will be provided to the physician. 
 

Driving is a privilege. To own the independ-

ence that a car provides, “driving health” 

must be maintained. Without it, we put 

ourselves and others at risk.  The MVPT-3 

driving assessment can be a pro-active in-

tervention with resolutions that could help 

someone you know and love be independ-

ent longer. 

Twice as common in women as in men, millions of people suffer with UI—urinary incontinence, an acciden-

tal loss of urine.  It may also be known as “loss of bladder control” or  “leakage”. Some women may lose a 

few drops of urine when they cough or laugh. Others may feel a sudden urge to urinate and cannot control 

or “hold  it”.  Urine loss can also occur during sexual activity and result in great emotional distress.   
 

It is not a “normal” consequence of aging.  Pregnancy, childbirth and menopause can cause incontinence, 

but men and women may become incontinent for other reasons including brain injury, stroke or diabetes. UI 

is usually caused when the “pelvic floor” weakens or as the result of injury or a disease process that weaken 

the nerves and muscles that help to hold or pass urine. 
 

If you have symptoms of UI, don’t be embarrassed to tell your medical provider.  The average person waits eleven years to talk to 

their provider about urinary incontinence.  Don’t wait! Help may be as close as the LCH physical therapy department.   
 

Jacque Berkley, PT, has joined the LCH therapy team to bring pelvic floor rehabilitation to Lindsborg area patients. Jacque has more 

than twenty years of experience in pelvic floor rehabilitation.  This new service is intended to offer intervention to women with pel-

vic pain (tension syndrome, interstitial cystitis, vulvodynia, coccydynia) urethrocele, uterine prolapse and enterocele.   
 

Services are offered for those in their teens to late adulthood, and are provided in a private room setting. The qualified therapist 

uses specialized equipment and advanced training in pelvic-floor rehabilitation to provide the desired outcome:  pain relief and/or 

improved pelvic floor tone and strength. Patients may be asked to keep a “bladder diary”.  Educating the patient with pelvic floor 

disorders may include healing strategies and instruction about what can worsen and improve the symptoms.  
 

Training is provided by the qualified therapist so the individual can carry out the rehabilitative exercises in the privacy of their home. 

There is no intimate or invasive touching by the therapist. Services may typically require 6-8 physical therapy sessions and are usu-

ally covered through most insurances. A physician’s order is required.  
      

    For more information, contact the Lindsborg Community Hospital physical therapy department at 785-227-3308.   
        

 

finish a sentence”.  Friends and family often 

don’t understand. 
 

Noting that she will always have some pain, 

the pump has given her life back. Months of 

languishing in pain, pushing to achieve small 

tasks, had exhausted and weakened Beth’s 

body and she knew PT was once again in or-

der. PT to strengthen arms and legs, to im-

prove core strength and balance….all of the 

things she needed to live a “pretty normal 

life”. Physical therapist Sharon Vajgrt also 

recommended the use of a TENS (transcut-

aneous electronic nerve stimulator) for sec-

ondary pain relief, which Beth uses as need-

ed, often with increased physical activity. 
 

Beth knows 

the only way 

she will keep 

moving is by 

being diligent 

with the exer-

cise program 

developed by 

PT, and under-

standing her 

limitations. 

There are days 

it is tempting to skip exercise, but the respite 

is not worth the stiffness when she does skip. 

“Exercise without fail” has helped provide a 

path back to a “pretty normal life” which 

includes walking, vacuuming and best of all, 

weaving. 
 

Elizabeth’s is still for sale, but it is no longer a 

decision forced on her. Achieving 70 years, 

Beth is seeking an apprentice weaver, some-

one she can teach the art and carry on. 

I observed her for the first time as a patient 

over two years ago, in a hallway. She did not 

look like the Beth I have known for several 

years…the woman who weaves a brilliant 

palette of color into wearable art.  I greeted 

and walked with her, matching her painfully 

slow pace. 
 

It was obvious she was in pain and feeling 

beaten.  Her face was near expressionless 

but for an occasional grimace. No sunny dis-

cussions about a shared passion for garden-

ing. No inquiries about City goings-on. But 

there was talk about closing up shop at 110 

North Main, the home of Elizabeth’s for 

nearly 28 years. 
 

Fast forward two years to a spring day in 

April.  I walked into the shop to find Beth at 

her loom where she greeted me with a smile 

and offered freshly brewed coffee. In a cor-

ner of her shop, she shared her story. 
 

Her story is about years of hard, physical and 

repetitive-motion work and recreation (gar-

deners have a tendency to believe lugging 

bags of mulch, digging holes and tugging at 

stubborn weeds is recreation).  Those years 

contributed to degenerative disk disease…

the toothpaste-like disks that are intended 

to prevent the vertebral bones from grating 

against each other…and significant pain from 

a pinched or damaged sciatic nerve. The 

sciatic nerve is a large nerve fiber snaking a 

path from the lumbar spine, down the but-

tocks, extending to the foot. It is the longest 

and widest single nerve in the human body. 
 

Physical pain shadowed Beth for over twenty 

years as she suffered from repetitive motion 

injuries and strains to her knees, hips and 

shoulders. Cautious to claim weaving as the 

cause, Beth admits operating the large, wood-

en loom certainly exacerbated the pain and 

likely accelerated the degeneration of her 

spinal column. 
 

There were trials of cortisone injections into 

her spinal column, therapeutic massage, pre-

scription drugs and alternative treatments. 

Some worked for awhile, others didn’t work  

at all. Having had received physical therapy  

for an injury years before, she asked her doc-

tor if she could try PT. It was at this point in 

time I had seen Beth, as she left a PT session. 
 

“I learned a lot from the two sessions I took 

before I chickened out and quit. I learned you 

have to push hard, but you must pace and not 

push too hard, too fast”. Wanting nothing 

more than a return to her “normal”, Beth 

reached a point where she could barely walk 

with a cane. She couldn’t shop for groceries. 

Unsteady on her feet, she fell a lot.  Depres-

sion enveloped Beth, and her shop--her liveli-

hood--was closed more than it was open. “If it 

hadn’t been for Roy [her husband of 33 years] 

I would have had to go to a nursing home.” 
 

Within the last year, Beth found hope and 

help in the form of a pain specialist, a physi-

cian specializing in the treatment of (mostly) 

chronic pain. The solution was the insertion of 

a pain pump, a pump implanted in the lower 

right quadrant of her belly, with a small tube 

winding around to her back to the source of 

the pain, delivering an infinitesimal, but con-

tinuous stream of pain-relieving medication. 
 

Pain may be subjective, but it can also be inca-

pacitating. “This is not a headache kind of 

pain, but the kind of pain where you can’t 

Robert Lundstrom’s family wanted the hospi-

tal staff to know how very much they appreci-

ated the care received from the medical staff 

and hospital during his hospitalizations. His 

family requested the hospital be named as a 

way for those who loved Bob and wanted to 

honor his memory with a tribute gift to the 

hospital. Nearly $500 was received. The me-

morial money was used to purchase a laparo-

scopic grasper. This piece of equipment will 

provide the opportunity to enhance and ex-

pand the surgical services we offer to the 

people of the Smoky Valley.  Maridene 

stressed that it was very important to her 

that everyone know how much Bob appreci-

ated the hospital, and how much local health-

care has meant to them over the years. 

  

Memorial gifts celebrating the life and service 

of Virginia Swisher, long-time hospital board 

member and supporter, will help provide for 

the purchase of a bladder scanner.  A bladder 

scanner has been on the “wish list”  of the 

nursing staff for a long time, and will provide 

a non-invasive method to determine if a uri-

nary catheterization is necessary, greatly 

reducing the potential for infection and pa-

tient discomfort.  Memorial gifts directed by 

the family to the Hospital Auxiliary totaled 

nearly  $5000. The balance of the funds 

needed to complete the purchase will be pro-

vided by the Nurses’ Club.   
 

Marketing and Development Director, Betty 

Nelson: “We are both honored and blessed 

by the families’ decision to direct memorial 

gifts to our hospital and Auxiliary. These are 

wonderful examples of the support we are so 

fortunate to experience.”   

 Memorial blessings enrich services & patient care 

Making a Difference:   Beth Walker’s Story                                   by Betty Nelson   

    Elizabeth Walker at her loom 

Pictured from left to right: Tracy Littrell, RN; 
Maridene Lundstrom and Janice Peterson, LPN. 
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What is the difference between a community 

(retail) pharmacist and a hospital pharma-

cist ? “A pharmacist is a pharmacist.” But are 

they? Retail and hospital pharmacists have 

many things in common, but their job de-

scriptions are quite different.    
 

In a retail setting, pharmacists prepare and 

dispense prescription drugs,  advise patients 

regarding the use of medications and possi-

ble drug interactions, and counsel customers 

on over-the-counter medications. Most retail 

pharmacists enjoy the contact and interac-

tion with the public. 
 

Preparation and dispensing of prescription 

drugs is also a role for the hospital pharma-

cist, but they also provide special feeding 

solutions and diagnostic agents, too. Hospital 

pharmacists help doctors determine correct 

dosages, appropriate forms and times for 

medication administration, alert physicians 

to possible adverse reactions and monitor 

patient progress. Hospital pharmacists deal 

with a wider range of medications than their 

retail counterparts. Regularly preparing IV 

medications require specialized techniques 

and detailed calculations. Pharmacists in a 

clinical setting don’t have as much direct 

patient contact as retail professionals, but 

they interface regularly with other health-

care providers. In some places, hospital  

pharmacists make  patient rounds with doc-

tors and other members of the treatment 

team. 
 

Patients in the hospital are, of course, differ-

ent from customers at the community phar-

macy. In a retail setting, a person may re-

ceive services from the same pharmacist 

from infancy through adulthood. That type 

of long-term relationship is rare in a hospital 

setting, but hospital pharmacists become 

familiar with their patients through drug 

files, lab results, and medical notes. Here at 

LCH, the pharmacy offers a dosing service on 

certain medications. When a physician or-

ders a particular drug therapy, the pharma-

cist helps determine the appropriate dosage 

and orders lab work to monitor progress. 

This team approach optimizes treatment and 

minimizes risk.  Several years prior to the 

affiliation, Salina Regional Health Center 

(SRHC) provided pharmacy services. With the 

new affiliation, Steve Finch will continue as 

the pharmacist-in-charge at LCH, responsible 

for clinical operations and the legal aspects 

such as accreditation and licensure, through 

government agencies. 
  

Martha Hett, RN, is the LCH pharmacy nurse, 

assisting the pharmacist with physician order 

entry into the computer system  and per-

forming departmental tasks. The hospital 

pharmacist is on-site Tuesday and  Friday 

afternoons, during which time patient medi-

cation drawers are prepared, orders are re-

viewed, and communications with members 

of the healthcare team are completed. A  

SRHC pharmacist reviews patient orders 

daily (submitted electronically) Monday 

through Friday for accuracy and potential 

drug interactions.  
 

In short, “while a pharmacist is a pharma-

cist,” they’re NOT all the same! Our commu-

nity benefits from both retail and hospital 

pharmacy services, each within its own set-

ting.  The contracted pharmacy service at 

LCH is a hospital, not retail, operation. Our 

pharmacy enhances Lindsborg Community 

Hospital’s multidisciplinary environment and 

is a critical aspect of patient care.  

         Steve Finch, RPh and Martha Hett, RN 

Hospital Pharmacy...What is it?              contributed by Steve Finch, RPh 

It looks pretty simple—about the size of an ATM— but this piece of 21st century technology dispenses medications, not 

cash. And it knows the difference between Celebrex and Cerebyx —and 10 mg of Cetirizine versus 100 mg of Sertraline. 
 

Reducing the potential for human error in the dispensing of medications is a high priority in the health care business. In 

order for hospitals to avoid reduced Medicare reimbursement, medication management  is one rung on the ladder to 

achieve “meaningful use” of electronic health records (EHR).   
 

Mandated medication management is the barcode scanning of medication delivery to the patient. Information scanned 

from the patient’s wristband is forwarded to billing and becomes a part of the EHR. Working in conjunction with the 

electronic medical record system is an automated medication dispensing machine.  Automated medication management 

is a choice that improves patient safety and nursing efficiency. The Pyxis MedStation® system is the same system used by 

SRHC. Pyxis makes ordered medications accessible and provides a safer delivery process from the nurse to the patient by 

dispensing only medications ordered, providing another layer of patient safety. Before  medications are delivered, the 

patient’s wristband is scanned, confirming patient identify and recording the information in the patient record.  Detailed  

information about the medications dispensed from Pyxsis flows from Pyxis to the  billing  record.   
 

The bonus benefit to patients transferred between Lindsborg, SRHC and Salina Surgical Associates is that all three facilities are linked by 

Meditech, the EHR software. Medication lists managed or altered by any of the three facilities can be immediately visualized by the facility 

requiring the information. This will provide “checks and balances” of medications taken at home, recorded on admission and altered on ad-

mission or at anytime during a visit to either of the three facilities. It provides a quick, safe and simple way to confirm an accurate accounting 

of the medications and dosages ordered by the physician.   
 

Nursing efficiency is improved with Pyxis stations located in the emergency department, on the patient care wing and at the nurses station. 

Pre-Pyxis, only one nurse per shift had access to pharmaceutical supplies; now, with the swipe of a finger for fingerprint log-in, all nurses will 

have access.  Pyxis warehouses only what is required for patient care, making narcotic and inventory management more safe  and simple.   
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 Pyxis re-defines medication delivery  

     Larry Van Der Wege,         

             Administrator 

Under The Microscope:  Hospital and Clinic Consolidation 

As a result of the events 

of this summer, ques-

tions and comments 

have surfaced about the 

relationship between the 

clinic and hospital.  Some 

questions surround  em-

ployment of the physi-

cians and some questions  

                                   surround the  consolida-

tion of the Lindsborg Community Hospital 

and the Lindsborg Rural Health Clinic. My 

intent is to provide some answers to those 

questions. 
 

In 1993, the Lindsborg Community Hospital 

Board of Directors approached Dr. Duane 

Fredrickson about the concept of a Rural 

Health Clinic. Believing a partnership be-

tween the clinic and hospital would be in the 

best interest of everyone,  Dr. Fredrickson 

agreed, recognizing the difficulty of being an 

employer and physician, and concerned with 

the future for recruitment and retention of 

physicians to Lindsborg. He would have 

more time to be a physician and care for the 

patients of the Smoky Valley. 
 

A new clinic was built and became the Linds-

borg Rural Health Clinic, a new corporation.  

Dr. Fredrickson sold his practice to the new 

corporation, and he and the employees of 

the Fredrickson Medical Clinic became em-

ployees of the Lindsborg Rural Health Clinic 

in 1994. The LRHC and LCH were hand-in-

glove partners in providing care and both fell 

under the organizational structure of the 

Lindsborg Community Health Care Founda-

tion. As often seems to be the case here in 

Lindsborg, they were ahead of the curve.  

Integration between physician clinics and 

hospitals in some form has happened all       

across the country since that time. 

The LRHC and LCH each had a separate 

board of directors who met together to 

provide strategic, quality and fiduciary  

leadership to each entity.  Leadership 

below the board was consolidated and 

the CEO, CFO, human resources, IT and 

other functions served both organiza-

tions as one.  Each organization had 

their own finances audited but overall, 

the finances were viewed in a consoli-

dated fashion.  Physicians employed by 

the clinic also shared employment with 

the hospital which enabled the provision 

of competitive compensation and bene-

fits - something increasingly difficult for 

physicians in private practices to obtain. 
 

Since the early 2000's, the boards of 

directors, administration and medical 

staff have discussed changing the organ-

izational structure.  Part of the discus-

sion was due to the potential loss of the 

"Rural Health Clinic" designation and 

part was  looking at ways to increase 

reimbursement from insurance compa-

nies, especially Medicare.  Loss of the 

RHC designation was a looming possibil-

ity since McPherson County is no longer 

designated as a Health Provider Short-

age Area (a designation indicating a phy-

sician shortage) which is required  in 

order to have the RHC status.  Should  

the federal government chose to decer-

tify RHC's, our organization structure 

would be forced to change. 
 

On the reimbursement side of the dis-

cussion, we asked our auditors, BKDLLP  

to provide a three year analysis of finan-

cial impact to our finances if LRHC were 

to become a department of LCH 

(provider-based clinic) and lost the RHC 

status.  The first year analysis did not 

show a positive improvement to the bot-

tom line but the second year demon-

strated an improvement of approxi-

mately $70,000. The third year demon-

strated a significant increase of approxi-

mately $178,000.  Those amounts do not 

reflect the annual savings of roughly 

$15,000 due to the elimination of dupli-

cated services and fees that are required 

to administer two separate organizations. 
 

After years of discussion and analysis, in 

February of 2012, the Lindsborg Rural 

Health Clinic, Lindsborg Community Hos-

pital and Lindsborg Community Health 

Care Foundation Boards of Directors  

unanimously approved the plan to con-

solidate LRHC and LCH.  This action re-

quired the dissolution of LRHC, making 

the clinic a department of the hospital. 

Federal law required a new name for the 

clinic. On May 1st, the Family Health Care 

Clinic, a department of LCH was formed 

as a result of the unanimous action of the 

Foundation Board.  The Smoky Valley 

communities and our patients have al-

ways recognized us as one organization, 

so consequently, the consolidation re-

sulted in few obvious functional changes. 
 

Critical not just for Lindsborg, but across 

our state and the nation, working to find 

ways to improve the efficiency and stew-

ardship of a healthcare organization is 

the vital mission of board leadership, ad-

ministration and medical staff in order to 

survive.  We are fortunate that all three 

entities—boards, administration and 

medical staff—agreed with the experts:  

consolidation is the best choice.  It is a 

choice that will carry us into the future.    

 Update: Physician Recruitment     
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Julie Goetz, Senior Physician Recruiter for Salina Regional, has been working with the LCH Board, medical staff and administration in the re-

cruitment efforts for three family practice physicians. On-site visits with family practice physician candidates are taking place, a video featur-

ing Dr. Dolezal, hospital staff and community members has been developed and networked,  and enhanced package benefits for medical 

residents in family practice has been adopted by the Lindsborg Community Health Care Foundation. 
 

It is paying off.  A contract has been signed with one established family practice physician, and the potential for an announcement for addi-

tional full-time doctors is optimistic.  Armed with the ability to offer not only an attractive compensation and benefit package, but a commu-

nity with the amenities of Lindsborg, Goetz is confident the goal is reasonable.   
 

A detailed announcement of the first signing is delayed so as not to interfere with the existing practice of the newly signed physician, but the 

start date is slightly more than one year away, which is not unusual for a contracted physician.  Stay tuned, we’ll keep you informed! 



The clock struck midnight and a group of 

employees huddled around the time-clock. 

They swiped one ID badge on one time-

clock and swiped their new ID badge on a 

new time-clock. This was a historic moment 

for Lindsborg Community Hospital. The 

nurses working the night shift clocked out 

as Lindsborg Community Hospital employ-

ees and immediately clocked back in as Sa-

lina Regional Health Center employees 

working at Lindsborg Community Hospital. 
 

This was a much anticipated moment, a 

journey that was both exciting and anxious. 

What began as a presentation to board 

chairs and CEOs of the 16 member hospitals 

of the Sunflower Health Network in May of 

2011 culminated with a  management and 

operating agreement between two long-

time partners.  A new era has begun in the 

history of LCH and SRHC. The Lindsborg 

community still owns the hospital and clinic, 

but is  backed by SRHC to manage and oper-

ate the facility by employing the medical 

staff, administration team and staff. 
 

At a recent conference, a physician voiced 

concern about the small hospital in his 

hometown. He wanted to know how we 

were able to rally the board, employees and 

community to support this decision.  My 

response was to credit the foresight and 

wisdom of those involved to be open to  

understanding the need to create an affilia-

The Affiliation With Salina Regional is Official!   

   We hope you were underwhelmed: October  1, 2012 

tion with a regional hospital.  He fears  

that without the vision to change,  his 

hometown community’s local healthcare 

will be in jeopardy.  These concerns are 

shared by many people across the coun-

try, especially for small, rural, low-volume 

hospitals. 
 

Fortunately for us, the concern for the 

future of small town healthcare is shared 

by the board and administrative leader-

ship in Salina as well.  Many ask, "What is 

the advantage for SRHC to add LCH to 

their affiliates?" The reality is that in or-

der for larger hospitals to be "regional", 

they must maintain a region and a popu-

lation base. If Critical Access Hospitals in 

small towns don't survive, then the popu-

lation will  decline.  If the population fur-

ther declines, then the regional hospital 

will not have sufficient patients in their 

region to be successful. Regional hospi-

tals recognize that if they don't support 

small hospitals and their patients, then 

another regional hospital will. These rea-

sons offer our board and administration 

confidence in the partnership formed 

with SRHC, since it truly provides benefits 

to both organizations.   
 

The benefits to both organizations also 

involve the reformation of healthcare.   

Healthcare will continue to reform be-

cause the cost is unsustainable.  For hos-

pitals and physicians to survive, several 

things will have to happen.  We will have 

to reduce the costs associated with the 

care we provide.  Hospitals will have 

to provide care with higher quality, 

more evidence based medicine (which 

is more standardized to improve effi-

ciency) and produce more predictable 

results. To achieve these ends, part-

nerships need to be created between 

hospitals and between doctors and 

hospitals.  The care must be coordi-

nated and not competitive and our 

affiliation is a big step which should 

benefit the patients we serve. 
 

There are those that may question 

this decision and wonder if it is in the 

best interest of our hospital and Linds-

borg. Rest assured that the LCH Board 

of Directors and Administration are 

listening to state and national experts 

and reading literature which agrees 

that our affiliation is exactly what is 

needed to ensure our survival.  Some 

feel skeptical that local healthcare is 

doomed because of the affiliation, but 

many understand the reality that 

many small communities will be faced 

with the loss of local healthcare be-

cause they can’t or won’t affiliate with 

a regional partner.  Many hospitals 

across the state are watching this new 

partnership. Because of the strength 

and tenacity of the people at LCH and 

SRHC, 12:01 am on October 1st was 

just the start of our time to shine.          

   

                               ~Larry Van Der Wege  

Director of Nursing Beth Hedberg, staff nurses Lesli 
Schrader, April McGee and LeAnn Fast are the first out and 
first in! 
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 Lindsborg Community Health Care Foundation 

 LCH  Board of Directors,  

 Administration, Medical Providers and Staff 

            Partners caring for the health of the Smoky Valley communities. 

“Onward and Upward!” the banner proclaimed on the morning of October 1. Team lead-

ers, super-users, IT and the administrative team for hospital operations were in place at 

midnight as the switch was flipped for a complete conversion of operating and clinical 

platforms—the information systems—as they were converted from CPSI to Meditech for 

the official beginning of the SRHC affiliation.   
 

The goal for conversion in under four months was deemed monumental by the experts 

from the get-go, but Team LCH and SRHC were determined to make it hap-

pen. 
 

Imagine the complexity of a conversion that must address every process of 

moving patients through a health care system and the documentation, test 

results, medical supplies and compliance-privacy-legal and billing issues that 

follow each one. Now take each of those systems and break it down to real-

ize that every supply has a new code; every department will implement new 

processes for recording results and treatment plans and new general ledger 

codes for each and every supply for each and every department.  Now toss in all new software 

and electronic scanners. Configure all the computers—most of them new, many with dual 

screens—and make sure they all can “talk” to the computers in Salina...and the printers, too.   

And then there are the HR issues:  changes for the on-call staff, payroll from once monthly to 

every other week. Benefits—pension, ETO, health and life insurance...everything changes!  
 

Networking, interfacing, inventory, abstracting, AR/AP, imaging, diagnostic lab, pharmacy, 

archiving, scheduling, PT, OT, registration, health information management and the list goes 

on, and on and on.  
 

Bowls of stress-reducing chocolate could be found in crowded make-shift training rooms with COWS (computers on wheels) and thin cli-

ents. Don’t forget:  training can’t take place from 9-5. A hospital works 24 hours a day….and training takes place where nothing takes pri-

ority over patient care. More than one employee compared it to child birth...it was very, very hard—painful at times, and stressful, too. 

Training for over 100 people!   The hours were long, but from the beginning, the “can do!” spirit was there. Staff assistance from Salina 

Regional was generous—and top notch. New alliances, new friendships, new resources.  Onward and upward! 

T-minus 90 and counting...BLASTOFF! 
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Provider news—reminders, updates and changes 

 

Kelsey Swisher, PA-C           
Physician Assistant 

Family Practice 

Accepting new patients. 

 

Schedule an appointment 

with Kelsey by calling the 

clinic at 785-227-3371. 

  

  

  

Miranda Brown, APRN-C 
Nurse Practitioner 

Family Practice 

Accepting new patients. 

 

Schedule an appointment 

with Miranda by calling the 

clinic at 785-227-3371. 

Benjamin Dolezal, MD 
Family Practice 

 

Dr. Dolezal and Lindsborg Community Hospital  

Credentialed ImPACT Consultants for 

Immediate Post-Concussion Assessment and 

Cognitive Testing  

 
Funding for ImPACT testing for Smoky Valley ath-

letes made possible with grants from the Lindsborg 

Community Health Care Foundation and the Smoky 

Valley Community Foundation   

  

  

sports injuries ∙ minor cuts or burns ∙ muscle sprains 

or strains ∙ stomachache ∙  nausea ∙ headache           

dizziness ear ∙ nose or throat infections 

   No appointment necessary; use main lobby entrance 


