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Medicine is feeling the effects of regulatory 
and legislative changes, increasing risk, and 
profitability demands—all contributing to an 
atmosphere of uncertainty and lack of control.

What we do control as physicians:  
our choice of a liability partner. 

I selected ProAssurance because they stand 
behind my good medicine and understand my 
business decisions. In spite of the maelstrom  
of change, I am protected, respected, and heard. 

I believe in fair treatment—and I get it.

 One thing I am certain about  
is my malpractice protection.”

“As physicians, we have so many 
unknowns coming our way...

Professional Liability Insurance & Risk Management Services

ProAssurance Group is rated A+ (Superior) by A.M. Best.  
ProAssurance.com  •  800.292.1036
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ronald e. Waldridge, ii, M.D., President

Yes, I am still here!  It has been the standing tradition that a KAFP President serves a 12-month term but I signed 
on for an additional 6 months. The reason I did it was to allow the KAFP to move its annual meeting from May to 
Nov 14, 2013 (at the Campbell House in Lexington). Our annual meeting in May was not drawing enough attendees 
and therefore, not financially viable for our organization. The KAFP Board is committed to keeping the state 
dues at the 2004 level and to do that we needed to make radical changes. Our annual meeting planning committee 
has identified topic areas that we know are needed for CME. Dr. Nancy Swikert will be doing a Federal Motor 
Carrier’s DOT Medical Examiner training that will allow attendees to sit for the DOT Medical Examiner test. If 
you didn’t know – CDL licensed drivers will be required in May 2014 to have their exam done by a certified DOT 
Medical Examiner. Also, The KBML has approved our Controlled Substance program for its mandatory training. 
For additional listings of courses -- you can download the annual meeting brochure by going to http://www.kafp.
org/2013-kafp-annual-meeting/ . There may be minor changes to the program but the above two programs will not 

change. If you do attend our annual meeting, as I hope you will, then I 
encourage you to seek out one of your KAFP officers or me to discuss 
what we have done towards fulfilling   our mission of ‘Improving 
the health of Kentuckians, promoting the value of family medicine, 
and serving the needs of our members in a supportive professional 
community’. The Board decision to hire MML&K as our lobbyist 
has been the right decision at the right time. They have opened 
legislative doors for us. As the metaphor goes – either you are at the 
table or you are on the menu. We are not only at the table but we have 
achieved recognition for our contribution and leadership on key issues. 
Legislators want to know, “What does KAFP think …”. 

One legislative issue that we have spent a great deal of time on is 
working with our Nurse Practioner colleagues and others to promote 
the Patient Centered Medical Home (PCMH) model of care. PCMH 
returns the patient to the center of the health care delivery team in a 

collaborative model designed to meet better  (and at reduced costs) that patient’s health care needs. I just returned 
from some PCMH training last month and am beginning the PCMH transition process in my practice. During my 
last year as your President I have had the opportunity to meet with our colleagues from other states to discuss PCMH 
and other issues. I find that PCMH is catching on and am excited to learn at our annual meeting about WellPoint’s 
PCMH initiative that they will be introducing in 2014. 

Lastly, I want to offer you a challenge – “Get involved”. Make a commitment to attend our annual meeting to 
learn more about the KAFP and how you can contribute. Our legislative team has a goal of identifying a family 
physician for each of our General Assembly’s Senators and Representatives. We want to continue the momentum 
of, “What does KAFP think …” and to do that we need you. There is a lot more I can say but will leave it to you to 
answer that question.

i find that pCMH 
is catching on and 
am excited to learn 

at our annual 
meeting about 

Wellpoint’s pCMH 
initiative...

message
from the 

President



Baptist Health Madisonville 

Physician Student Loan  
Repayment Program

 
If you can answer “Yes” to these three questions, you may be eligible to receive funding to repay some of 
your medical student loans.
 
1. Are you now or would you be interested in practicing in one of these Kentucky counties? Ballard, 

Caldwell, Calloway, Carlisle, Crittenden, Fulton, Graves, Hickman, Hopkins, Livingston, Lyon, Marshall, 
McCracken, McLean, Muhlenberg, Todd, Trigg, Union, or Webster

2. Are you board certified or board eligible in one of the following specialties? Family Medicine, General 
Pediatrics, General Internal Medicine, or OB/GYN

3. Have you been practicing for less than one year? The Baptist Health Madisonville Loan Repayment 
Program provides up to $20,000 per year for up to three years for qualified candidates to help repay 
loans that supported medical school expenses

 

Deadline to apply: April 1, 2014
For more information on this program and  
how to apply, please contact:

Mr. Robert Brooks or Mr. Steve Fricker
Baptist Health Madisonville
900 Hospital Drive  l  Madisonville, KY 42431
270.824.3440  l  PSLRP@bhsi.com BaptistHealthMadisonville.com
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KentuCKY aCaDemY oF FamIlY PHYSICIanS diReCtORyKentuCKY aCaDemY oF FamIlY PHYSICIanS diReCtORy

cOmmIttEE chAIrs 
AnD fOunDAtIOn

ADVOcAcy cOmmIttEE
Nancy swikert, m.D.
e-mail:  Ddwarrow@aol.com

brent wright, m.D.
e-mail:  rbwright@tjsamson.org 

ByLAws cOmmIttEE
Jerry martin, m.D.
email:   martinj@twc.com 

mont wood, m.D.
e-mail:  robert.wood@bhsi.com 

cOmmunIcAtIOn cOmmIttEE
william Crump, m.D.
e-mail:  wcrump@trover.org

a. stevens wrightson, m.D. 
e-mail:  alan.wrightson@eku.edu

m. eli Pendleton, m.D.
email: eli.pendleton@louisville.edu

EDucAtIOn cOmmIttEE
Patty swiney, m.D.
email:  PSwine@aol.com
 
fInAncE cOmmIttEE
John Darnell, Jr., m.D.
john.darnell54@gmail.com

gay Fulkerson, m.D.
e-mail:  drgfulk@kynet.net 

LEADErshIp cOmmIttEE
marshall e. Prunty, m.D.
email:  drprunty@bellsouth.net
mark boyd, m.D.
email: mboyd@stelizabeth.com

kAfp fOunDAtIOn-
rEsEArch
cOmmIttEE
tba

prActIcE EnhAncEmEnt 
cOmmIttEE
michael King, m.D.
e-mail:  mrking02@uky.edu

kAfp fOunDAtIOn
President
Nancy swikert, m.D.
email:  Ddwarrow@aol.com

secretary
baretta Casey, m.D. 
email:  bcase2@uky.edu

treasurer
John Darnell, Jr., m.D.
email:  john.darnell54@gmail.com

member-at-large
Patty swiney, m.D.
email:  PSwine@aol.com

member-at-large
lisa Corum, m.D.
email:  lisacorum@att.net 

2013 KAFP CAlenDAr

Mark Your C alendar for 
upCoMing Meetings !

kAfp AnnuAL mEEtInG
Nov. 14-17, 2013
Crowne Plaza
Lexington, KY

2013 AAfp AnnuAL mEEtInG
COD Sept. 23-25, 2013
Assembly Sept. 24-28, 2013
Westin Hilton Hotel
San Diego, CA

MEETING YOUR NEEDS
21 cmE, 12 sAms cmE AnD mOrE

• DOT Training fOr MeDical exaMiners
• KBMl apprOveD HB1 4.5 HOur HB1 cOurse
• pain ManageMenT saMs
• pcMH

go to http://www.kafp.org/2013-kafp-annual-meeting/ or call 1-888-287-9339

k entuCk Y aC adeM Y of faMilY phYsiCians
& foundation annual Meeting
62nd annual sCientifiC asseMblY

November 14-17, 2013
Crowne Plaza-Campbell House • Lexington, KY

cALL fOr rEsOLutIOns fOr 2013 
kAfp cOnGrEss Of DELEGAtEs

Please note the following deadlines for submission of Resolutions to be presented 
to the 2013 KAFP Congress of Delegates:  Deadline for receipt of Resolutions 
for reproduction and inclusion in Delegates’ handbook is November 1, 2013.  If a 
Resolution is not received by the KAFP office prior to November 1, 2013, any mem-
ber of the KAFP may present in WRITING at the opening of the KAFP Congress of 
Delegates’ meeting on Saturday, November 15, 2013, any Resolutions pertinent 
to the objectives of the KAFP.  Resolutions so offered shall be presented to the 
Congress of Delegates without debate at that time.  Resolutions presented from 
the floor of the Congress are to be provided in triplicate form, with one copy to 
the KAFP Speaker, one copy to the KAFP Executive Vice President and one copy 
retained by the presenter.

OffIcIAL cALL fOr thE 2013
kAfp cOnGrEss Of DELEGAtEs

Notice is hereby given of the 6nd Annual Scientific Assembly Session of the 
Kentucky Academy of Family Physicians to be held at the Crowne Plaza-Campbell 
House, November 14-17, 2013.  Pursuant to Article VII Bylaws of the Kentucky 
Chapter, American Academy of Family Physicians, the 53rd Annual Meeting of 
the Congress of Delegates will be held Friday, November 15, 2013 at 7:00am to 
receive and act upon reports of officers and committees, to elect officers and to 
transact any and all business that may be placed before Congress.
All Officers, AAFP Delegates/Alternate Delegates, Regional/District Directors are 
requested to register in advance.  Registration can be accessed from the KAFP 
web site http://www.kafp.org/2013-kafp-annual-meeting/.  If you should have any 
questions please contact Janice Hechesky at 1-888-287-9339.
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2012-2013 OFFiCers, DireCtOrs AnD DelegAtes

KAFP OFFiCers
immediate Past-President, mark boyd, m.D.

413 S. Loop Rd.
Edgewood, KY 41017

oFFiCe: 859-301-3800 
Fax: 859-301-3820
e-mail: mboyd@stelizabeth.com

President, ron waldridge, ii, m.D.
60 Mack Walters Rd.
Shelbyville, KY  40065

oFFiCe: 502-633-4622
Fax: 502-633-6925
e-mail:  r.waldridge@att.net

President-elect, Patty swiney, m.D.
266 Bourbon Acres Rd.
Paris, KY 40361

oFFiCe: 859-987-3230 
Fax: 859-987-1113
e-mail: PSwine@aol.com

vice President, oPeN

treasurer, John H. Darnell, Jr., m.D.
320 Sunset Dr.
Ashland, KY  41101

oFFiCe: 606-833-6201
Fax: 606-833-4269
e-mail: john.darnell54@gmail.com

secretary, melissa zook, m.D.
Bluegrass PCP, 803 Meyers Baker Rd., 
Ste. 150
London, KY  40741

oFFiCe:  606-657-0903 
Fax: None 
e-mail:  mzook@bluegrasspcp.com

AAFP DelegAtes AnD 
AlternAtes
Delegate, Nancy swikert, m.D.

10003 Country Hills Ct.
Union, KY  41091

oFFiCe: 859-384-2660 
Fax: 859-384-5232 
e-mail: ddwarrow@aol.com 

Delegate, mont wood, m.D.
200 Clinic Dr.
Madisonville, KY 42431

oFFiCe: 270-825-6690 
Fax: 270-825-6696 
e-mail: robert.wood@bhsi.com

alternate, Pat williams, m.D.
110 So. Ninth St.
Mayfield, KY 42066

oFFiCe: 270-247-7795 
Fax: 270-247-9013 
e-mail: dr.pat@bellsouth.net

alternate, richard miles, m.D.
124 Dowell Rd.
Russell Springs, KY 42642

oFFiCe: 270-866-2440 
Fax: 270-866-2442 
e-mail: rsmfp80@duo-county.com

KAFP COngress OF DelegAtes
speaker, sam matheny, m.D.

474 West Third St.
Lexington, KY  40508

oFFiCe:  859-323-5512 
Fax: 859-323-6661 
e-mail: matheny@uky.edu 

vice speaker, John Patterson, m.D., msPH
119 McDowell Rd. #2.
 Lexington, KY  40502

oFFiCe: 859-373-0033
Fax: None
e-mail: japatt@windstream.net 

KAFP resiDent/stuDent 
MeMBer
resident-glasgow
TBA

alternate resident-east KY, rebecca osborne, m.D.
141 Weslee Way, Apt 12
Hazard, KY 41701-9459

e-mail: becky.osborne@uky.edu 

uK student   
TBA

uofl student, luke murray-4th Year
Phone:  859-257-2826
Fax:  859-323-6661
e-mail:  luke.murray@uky.edu

regiOnAl DireCtOrs 
region I-(Districts 1, 2, 3 & 6) 
alben shockley, m.D.

Convenient Care
2211 Mayfair Dr., Ste. 101
Owensboro, KY 42301

office: 270-688-1352 
Fax: 270-683-4313 
e-mail: abshock@aol.com  

region II (Districts 5)
renee girdler, m.D.

5501 Meadow Stream Way
Crestwood, KY  40014

oFFiCe: 502-852-2822 
Fax: 502-852-2819 
e-mail: rvgird01@louisville.edu

region III (Districts 4, 7, 8, 9 & 10)
Kevin Pearce, m.D.

KY Clinic 302
740 S Limestone
Lexington, KY 40536

oFFiCe: 859-323-5938 
Fax: 859-323-6661 
e-mail: kpearce@email.uky.edu 

region IV (Districts 11, 12, 13, 14 & 15)
lisa Fugate, D.o.

1101 St. Christopher Dr. #4105
Ashland, KY  41105

oFFiCe: 606-836-3196
Fax: 606-836-2564 
e-mail: lisafugate@alltel.net

DistriCt DireCtOrs
District 1, oPeN  

District 2 (Daviess, Hancock, Henderson, 
McLean, Ohio, Union, Webster)
alben shockley, m.D.

Convenient Care
2211 Mayfair Dr., Ste. 101
Owensboro, KY 42301

oFFiCe: 270-686-6180 
Fax: 270-683-4313 
e-mail: abshock@aol.com 

District 3 (Caldwell, Christian, Crittenden, 
Hopkins, Lyon, Muhlenberg, Todd, Trigg)
brian Chaney, m.D.

1010 Med. Ctr. Dr.
Powderly, KY 42367

oFFiCe: 270-377-1608 
Fax: 270-377-1681 
e-mail: bwchaney@hotmail.com 

District 4 (Breckinridge, Bullitt, 
Grayson, Green, Hardin, Hart, Larue, 
Marion, Meade, Nelson, Taylor, 
Washington)
brian o’Donoghue, m.D.

741 Highway 1740
Harned, KY  40144

oFFiCe: 270-756-2178 
Fax: 270-756-6768
e-mail: none  

District 5 (Jefferson)
rajesh sheth, m.D.

332 W. Broadway, Ste. 600
Louisville, KY  40202

oFFiCe: 502-583-2759 
Fax: 502-583-2760 
e-mail: rkssheth@yahoo.com     

District 6 (Adair, Allen, Barren, 
Butler, Cumberland, Edmonson, Logan, 
Metcalfe, Monroe, Simpson, Warren)
Phillip bale, m.D.

1330 N. Race St.
Glasgow, KY 42141

oFFiCe: 270-651-6791 
Fax: 270-651-3182 
e-mail: balemd@glasgow-ky.com

District 7 (Anderson, Carroll, Franklin, 
Gallatin, Grant, Henry, Oldham, Owen, 
Shelby, Spencer, Trimble)
meredith Kehrer, m.D.

130 Stonecrest Rd., Ste. 106
Shelbyville, KY 41017

oFFiCe: 502-647-1000 
Fax: 502-647-1006 
e-mail: merekehrer@hughes.com 
 
District 8 (Boone, Campbell, Kenton) 
vicki Chan, m.D.

125 Saint Michael Dr.
Cold Springs, KY 41076

oFFiCe: 859-781-4111 
Fax: 859-957-2355 
e-mail: chickievan@yahoo.com 

District 9 (Bath, Bourbon, Bracken, 
Fleming, Harrison, Mason, Nicholas, 
Pendleton, Robertson, Scott) oPeN 

District 10 (Fayette, Jessamine, 
Woodford)
michael King, m.D.

K302 KY Clinic, 740 So. Limestone
Lexington, KY  40536

oFFiCe: 859-323-5264 
Fax: 859-323-6661 
e-mail: mrking02@uky.edu 
 
District 11 (Clark, Estill, Jackson, 
Lee, Madison, Menifee, Montgomery, 
Owsley, Powell, Wolfe)
Jon strauss, m.D.

305 Estill St.
Berea, KY 40403

oFFiCe: 859-986-9521 
Fax: 859-986-7369 
e-mail: jonstrauss@strauss-clinic.com 
  
District 12 (Boyle, Casey, Clinton, 
Garrard, Lincoln, McCreary, Mercer, 
Pulaski, Rockcastle, Russell, Wayne)
glyndon Click, m.D.

126 Portman Ave.
Stanford, KY  40484

oFFiCe: 606-365-9181 
Fax: 606-365-9183 
e-mail: pff@searnet.com 

District 13 (Boyd, Carter, Elliott, Greenup, 
Lawrence, Lewis, Morgan, Rowan)
lisa Fugate, D.o.

1101 St. Christopher Dr. #4105
Ashland, KY  41105

oFFiCe: 606-836-3196 
Fax: 606-836-2564 
e-mail: lisafugate@alltel.net

District 14 (Breathitt, Floyd, Johnson, 
Knott, Ltcher, Magoffin, Martin, Perry, 
Pike)
Joe Kingery, D.o.

750 Morton Blvd., Rm B-440
Hazard, KY 41701

oFFiCe: 606-439-3557 
Fax: 606-435-0392 
e-mail: jeking0@email.uky.edu 

District 15 (Bell, Clay, Harlan, Knox, 
Laurel, Leslie, Whitley)
David b. williams, m.D.

P.O. Box 127
Williamsburg, KY  40769

oFFiCe: 606-549-8244 
Fax: 606-549-0354 
e-mail: dwilliamsM.D.@bellsouth.net

2013 KAFP CAlenDAr

kAfp AnnuAL mEEtInG
Nov. 14-17, 2013
Crowne Plaza
Lexington, KY

2013 AAfp AnnuAL mEEtInG
COD Sept. 23-25, 2013
Assembly Sept. 24-28, 2013
Westin Hilton Hotel
San Diego, CA
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Get iNVOLVed
The Kentucky Academy of Family Physician’s Executive Committee needs 

your involvement. A standing committee list with a brief synopsis is listed 
below. If you are interested in serving you can either send us your prefer-
ence by faxing this page to (888)287-0662 or by emailing janice.hechesky@
gmail.org.

We recognize your time is valuable and therefore, we structure our com-
mittee meetings as needed. Typically committees meet as directed by their 
chairs via conference call. The agenda is sent in advance of conference call 
with the objective of holding the meeting under 50 minutes. Delegates to 
the KAFP Congress typically meet annually at the Scientific Assembly for 
approximately 2 hours. 

Advocacy Committee:  Chaired by Nancy Swikert, MD and Brent 
Wright, MD; this committee identifies members’ interests and use 
mechanisms to advocate for those interests, effectively and efficiently 
using the resources of the KAFP; identify the needs of our patients 
and advocate for those interests, effectively and efficiently using the 
resources of the KAFP; and, educate the public, public, private and 
governmental agencies about the importance of a “Medical Home”.

Bylaws Committee:  Chaired by Jerry Martin, MD and Robert 
Wood, MD. This committee is responsible for providing guid-
ance to KAFP leadership on policies and procedures for Chapter 
Governance.

Communication Committee: Chaired by Bill Crump, MD with 
the assistance of Stevens Wrightson, MD and Eli Pendleton, MD; 
this committee is responsible for communicating the activities of 
the KAFP as it pertains to the present and the future via Journal, 
Website and e-mail.

Education Committee:  Chaired by Patty Swiney, MD; this 
committee is responsible for developing CME that is targeted to the 
needs of membership. 

Finance Committee: Chaired by John Darnell, Jr., MD, Treasurer; 
this committee is responsible for financial operations of the KAFP.

KAFP Foundation:  Chaired by Nancy Swikert, MD and Baretta 
Casey, MD; this committee is responsible for the operation of the 
philanthropic organization that support undergraduate and graduate 
education in KY, and KAN’s research initiatives that support private 
practice of family medicine.

Delegates to the KAFP Congress:  Chaired by the Speaker Sam 
Matheny, MD; the KAFP Congress of Delegates meets annually or 
as called by the Board of Directors of the KAFP to review future and 
prior year programs and proposals; resolutions submitted by districts 
to be presented at the AAFP; and provide guidance to the KAFP 
Board of Directors on activities of the KAFP.

Yes, I am interested in: ___________

________________________________

KAFP Member: __________________

________________________________

________________________________
E-mail address 

________________________________ 
Phone Number

________________________________
Fax Number

Physicians
– Eastern KY 

Tri-State Occupational Medicine, Inc. (TSOM) is looking for Board 
Eligible or Board Certified physicians to join their group to perform 
disability evaluations in their eastern KY offices.  We have full-time and 
part-time opportunities. No treatment is recommended or performed. No 
insurance forms. No follow up. No call.  No weekends. No emergencies. 
Physicians working for us have various backgrounds and training including 
General Practice, IM, FP, Pediatrics, Pain Mgt., Surgery, Orthopedics, 
Neurosurgery, Cardiology, and Psychiatry/ Psychology. Our group provides 
training and all administrative needs including scheduling, transcription, 
assisting, and billing. Interested physicians must have a current KY medical 
license.  TSOM has an excellent reputation for providing Consultative 

Evaluations for numerous state disability offices. 

Contact Susan Gladys @ 1-866-929-8766 or email susang@tsom.com
For more information contact Susan Gladys at 866.929.8766 

or email susang@tsom.com

Return to:
thE kEntucky AcADEmy 
Of fAmILy physIcIAns
P.O. Box 1444
Ashland, KY 41105-1444 
E-mail:  information@kafp.org
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WilliAM J. CruMp, MD, JoAn lAng, MBA, r. STeve FriCker, MpA, 
MegAn SeTTle, M.D., AMAnDA leWiS, M.D. 

Acceptability of fecal occult blood testing for 
colorectal cancer screening:

A community-based effort
ABStRACt
BACkGROUNd

Screening for colorectal cancer is an important preventive 
measure, often limited by patient acceptability of available 
screening tests to patients. Nine years of experience with a 
community-based screening effort using free Fecal Occult 
Blood Tests (FOBT) demonstrated that as many as half of 
the patients who took a FOBT kit did not return it. Our goal 
in this survey was to understand the reasons that patients 
made this choice, as well as to discern what would motivate 
them to have screening colonoscopy.
MethOd

Of the 110 participants who received free kits during the 
2011 screening event, 56 participants were contacted and 
completed a detailed telephone survey administered by expe-
rienced endoscopy nurses. The survey included questions 
about motivation and concerns with the FOBT.
ReSULtS

Returners of the kits did not differ in demographic vari-
ables from non-returners but the uninsured were more likely 
to return the kits. The strongest predictor of return was 
previous use of FOBT, and the returners were more likely 
to be open to physician advice on the need for screening 
colonoscopy. The non-returners reported a much higher 
concern with the process of the test itself.
CONCLUSiON

There appears to be a group of patients who prefer repeat 
FOBT use despite the modification in dietary and medica-
tion use necessary as well as the unpleasant nature of the test. 
These motivated patients are also open to physician advice 
when considering screening colonoscopy. Included in this 
group are the currently uninsured who, if their FOBT is pos-
itive, may merit the use of scarce disproportionate share or 
charitable resources to arrange colonoscopy. In an attempt 
to increase the proportion of kits returned, the screening 
this year will use immunochemical-based (i-FOBT) methods 
that do not require any advance changes in dietary or medi-
cation routines. 

iNtROdUCtiON
To meet generally accepted criteria for disease screening, 

1)the disease of interest must have a significant burden of 
suffering, 2) early detection must make a real difference in 
outcome, and 3) a reasonably easy and inexpensive screening 
test must be available. Colorectal cancer (CRC) is the second 
most common cancer, and it results in 10% of all cancer 
deaths.1 About 1 in 20 Americans are expected to develop 
this disease within their lifetime and many of those will die 
from it.2 For the years 2005 – 2009, Kentucky’s annual mor-
tality rate of 19.0 deaths per 100,000 placed the state at 3rd 
highest in the nation behind West Virginia and Mississippi.3 
While there is little agreement on screening for many can-
cers, there is consensus on CRC.4

The primary obstacle in CRC screening is patient accept-
ability.4 All methods except the fecal occult blood test 
(FOBT) are invasive and uncomfortable and require a sig-
nificant amount of the patient’s time. Even first generation 
FOBT testing requires avoiding red meat and nonsteroidal 
anti-inflammatory agents (NSAIDs) for several days and 
is considered unpleasant by many patients. The use of 
fecal occult blood tests in the screening of colorectal can-
cer has traditionally had low patient compliance, ranging 
from 26-48% in large practice-based screening programs.5 
Inadequate payment for preventive counseling and difficulty 
working preventive issues into daily practice have also been 
identified as obstacles. While colonoscopy is considered 
the gold standard for colon cancer screening, randomized 
controlled trials have shown that screening with FOBT can 
reduce CRC mortality by 15 – 33 percent.6 FOBT kits fit 
public screenings well as they can be handed out quickly to 
large numbers of people. 

We reported previously the results of the first year of a 
community-based CRC effort using FOBT.7 The effort was 
well-received, with patients expressing appreciation for both 
the education and the kit. One hundred eighty eight patients 
were seen, and 106 returned the kits (56%). Twelve patients 
had at least one positive result (11.3%), and were sent a 
registered letter and tracked to definitive diagnosis. Since 
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this initial free screening in 2004, the 
Baptist Health Madisonville (former-
ly the Trover Health System) Cancer 
Program has distributed 1,351 FOBT 
kits at annual screening events with an 
average return rate of 45.5 percent. We 
recognized the need for a greater under-
standing of screening motivation on the 
part of our service population. 

Previously published literature pro-
vides some insight into the success of 
FOBT screening.5, 8, 9, 10, 11, 12, 13, 14, 15, 

16 These reports found that physician 
discussion, mailed reminders, and less 
change required in patient daily routines 
were associated with higher return rates. 
Several methods to improve patient 
compliance with fecal occult blood tests 
have been studied. An increase in FOBT 
adherence was seen with individual, 
10-15 minute educational sessions by 
nurses focusing on the importance of 
CRC screening and FOBTs.5 No study 
addressed the question of why patients 
did not return their FOBT kit obtained 
in a community event setting.

Our goal with this survey was to 
learn more about why some patients 
don’t complete the FOBT screen 
despite attending the health screening 
event and secondarily to understand 
what would motivate these patients to 
undergo screening colonoscopy.
MethOd

The annual free screenings were 
advertised and open to all. Extended 
hours were provided to allow partici-
pants to avoid time missed from work. 
Participants could pick up a kit in per-
son or have someone pick up a kit 
for them. Participants were provided 
general information on levels of cancer 
risk, tests available, and details of the 
use of FOBT kits. Anyone receiving a 
kit in person or by proxy was required 
to complete contact information. One 
hundred and ten kits were distributed at 
the screening in March, 2011 and form 
the basis for this survey. 

Experienced endoscopy nurses were 
trained in telephone interview tech-
niques by the survey evaluator (SF). 
This included a brief script to improve 
consistency from one call to another 

and to minimize interviewer bias, and 
a set of 18 questions was developed 
for participants who returned their kit 
and 17 questions for those who did 
not. The interview consisted of ques-
tions about participant motivation and 
demographics.

During initial field testing of the 
questionnaire, possible responses were 
developed for each question to facili-
tate recording and grouping participant 
comments and coding. As the interviews 
progressed, the survey evaluator worked 
with the interviewers to maintain con-
sistency. All responses were separated 
from identifiers prior to data entry or 
review. Fifteen men and 41 women 
responded to the survey for a total of 
56 interviewed. Others either could not 
be reached or declined the interview. 
Responses to the questionnaires were 
entered into a Microsoft Excel spread 
sheet and subsequently imported into 
SPSS 20. Simple frequencies were con-
ducted followed by cross tabulations 
comparing respondents who returned 
their FOBT to those who did not. 

Chi-square or fisher exact tests, where 
appropriate, were used to examine sta-
tistical significance.

The Trover Health System 
Institutional Review Board (IRB) 
reviewed the protocol and determined 
it was exempt from further review.
ReSULtS

The answers to the 17 or 18 ques-
tions were categorized using an iterative 
process by the survey evaluator and the 
project medical advisor (WC) until the 
categories shown in the tables captured 
most of the answers. Table One shows 
that there were no statistically significant 
differences in demographics between 
those who returned their kits and those 
who did not. As shown in Table Two, 
uninsured patients were more likely to 
return the kits, and among the insured, 
there were no differences among types 
of insurance.

Table Three shows that previous 
experience with FOBT kits was strongly 
associated with their repeat use, but 
time since last colonoscopy was not. 
The answer to the follow-up question 

CruMp, lAng, FriCker, SeTTle, leWiS continued

	  

 16 

TABLES 

 

Table 1: Demographics by FOBT Return 

    

 Yes No Significance 

Age    

   <40   0   0  

   41-49   2 (28.6%)   5 (74.4%) 

n.s.    50-69 13 (44.8%) 16 (55.2%) 

   70+ 11 (57.9%   8 (42.1%) 

Gender    

   Male   6 (40.0%)   9 (60.0%) 
n.s. 

   Female 20 (48.8%) 21 (51.2%) 

Race    

   White 23 (48.9%) 23 (51.1%) 

n.s.    Black or African American   3 (37.5%)   5 (62.5%) 

   Other 0   1 (100%) 

 

table One: Demographics by FOBT Return
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Table 3: Predictors of FOBT Return 

    

 Yes No Significance 

Previous FOBT Experience    

   Once   3 (30.0%)   7 (70.0%) 
P=0.0005 

   2 or more  14 (87.5%)   2 (22.2%) 

    

Time since last colonoscopy    

   < 5 years   9 (47.4%) 10 (52.6%) 
n.s. 

…5 or more years   5 (50.0%)   5 (50.0%) 

    

What would it take to get 

you to get a regular 

colonoscopy? § 

   

   Advice of MD 10 (76.9%)   3 (23.1%) 
P=0.042 

   Other reasons 10 (41.7%) 14 (58.3%) 

§Respondents provided a total of 19 different answers to this question which were 

collapsed into the categories shown above. “Advice of MD” includes: “MD 

recommendation”, “MD recommendation and knowing when to do it again”, “MD 

recommendation and not due yet”, and “MD said after age 80 risks outweigh the 

benefits.” “Other reasons include: “reach 50+ years of age”, “reason I need to have a 

colonoscopy”, “insurance coverage”, “affordable cost”, “ease of scheduling”, “ease of 
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Table 2: Insurance Coverage by FOBT Return 

    

 Yes No Significance 

    

Insured 17 (38.0%) 28 (62.0%) 
P=.018 

Uninsured   8 (80.0%)   2 (20.0%) 

    

Any Commercial 

Insurance 
11 (36.7%) 19 (63.3%) 

n.s. 

Medicare without 

Commercial 

Insurance or 

Medicaid 

  5 (47.7%)   7 (58.3%) 

Any other insurance   1 (33.3%)  2 (66.7%) 

 

table two: Insurance Coverage by FOBT Returnabout colonoscopy showed that kit returners were 
significantly more open to advice from their physician 
than non-returners.

Table Four shows the reasons the non-returners 
gave for their choice, with issues with the process of 
using the kits being the most common, but avoidance 
and self-diagnosis were also almost 20% each.
diSCUSSiON

Although the sample size was small, this survey 
provides a glimpse into the reasons why someone 
would expend the effort to attend a targeted screen-
ing event but then not complete the free screening 
test provided. We found no other publications that 
addressed this issue, although there are many publica-
tions that report that patients recruited in other ways 
found the FOBT testing unpleasant. Our finding 
that there seems to be a group of patients who prefer 
repeated FOBT screening to other tests was also 
reported previously.5,8

On first view of Table Two, it seems paradoxical 
that the uninsured would be more likely to return 
their kits, as the insured are generally assumed to have 
more resources required to complete any health task. 
In our selected group, this was not true. On reflec-
tion, it seems perfectly logical that those persons who 
have no other low cost option for screening but are 
still well-resourced enough to make it to the screen-
ing event would be more likely to take full advantage. 
Some authors have maintained that the greatest value 
of the FOBT, despite the false positives, is that it 
identifies a sub-group who should receive intensive 
advice for colonoscopy. In the uninsured, this may be 
particularly true. Scarce resources for disproportion-
ate share and charitable application processes can be 
focused on these patients who have a positive FOBT, 
with the goal of earlier diagnosis of colorectal cancer 
resulting in long-term savings.

Among those considering colonoscopy who 
returned their kits, physician advice was rated the 
most important variable. This reinforces the impor-
tance of the doctor-patient relationship in screening. 
This is also consistent with data published from the 

table three: Predictors of FOBT Return

§respondents provided a total of 19 different answers to this question 
which were collapsed into the categories shown above. “Advice of 
MD” includes: “MD recommendation”, “MD recommendation 
and knowing when to do it again”, “MD recommendation and not 
due yet”, and “MD said after age 80 risks outweigh the benefits.” 
“Other reasons include: “reach 50+ years of age”, “reason i need 
to have a colonoscopy”, “insurance coverage”, “affordable cost”,  
“ease of scheduling”, “i do [get regular colonoscopies]”, “next 
one due 5 years”, “not due yet”, “already scheduled at time of 
interview”, “making an appointment’”, “if i feel bad i will get one”, 
“finding time to do it”, “next colon due soon”, “reason i need to 
have a colonoscopy and change in bowl function/habits” and “i do 
get regular colonoscopies”.
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CruMp, lAng, FriCker, SeTTle, leWiS continued

Pennyrile region where citizens who 
reported that they did not get a colonos-
copy made this choice because it was not 
recommended by their doctor.17 When 
individual physicians are interviewed, 
they often report that so few patients 
follow through with screening that they 
may not mention it during an other-
wise busy visit. Physicians may be well 
advised to take the time to discuss colo-
noscopy screening with the patient who 
demonstrates commitment to screening 
by completing a FOBT kit, even if the 
FOBT test is negative. 

The reasons for not returning kits 
shown in Table Four are those expected. 
It takes a particularly motivated indi-
vidual to obtain the kits, avoid red meat, 
vitamin C and anti-inflammatory agents 
for three days, collect three sequential 
stools and smear them on the cards, and 
return the cards on time. Modification 
of this FOBT routine may make the test 
a little more acceptable. Some authori-
ties question the need for the 3-day 

preparation, and immunochemical-
based stool testing does not require diet 
modification because it measures only 
human blood. This immunochemical- 
based test (the i-FOBT) also does not 
detect small amounts of upper gastroin-
testinal bleeding, so usual doses of aspi-
rin and NSAIDs can be continued dur-
ing testing. “Drop in the bowl” testing 
avoids the most unpleasant aspects of 
the FOBT, but the ability of the patient 
to detect and record the color changes 
accurately is not yet proven.
CONCLUSiONS

After careful consideration, our 
group has decided to continue our com-
munity-based screening with modifi-
cations. Because each i-FOBT costs 
about $7 compared to the older FOBT 
kits that are currently about $3, we 
will provide careful counseling to each 
patient on all their cancer risks and 
give the free i-FOBT kit only if there 
is a high likelihood that the patient will 
return it. To facilitate compliance, we 
will recommend no change in dietary 
or medication routines during testing. 
Future surveys will give us feedback on 
these changes.
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Table 4: What caused you to not return your FOBT kit? ¥  

  

Lost kit   2 (6.9%) 

Avoidance   6 (20.7%) 

Self diagnosis   6 (20.7%) 

Issues with process 13 (44.8%) 

Other reasons   2 (6.9%) 

¥Respondents provided a total of 18 different answers to this question which were 

collapsed into the categories shown above. “Lost kit” is self-explanatory; “Avoidance” 

includes “did not really want to do it”, “fearful of positive results”, “just did not do it”, 

‘procrastination”, “did not have time”; “Self Diagnosis” includes “I recently had a checkup 

[and] everything was o.k.”, “read results [myself]”, “results read at another office”, 

“bleeding stopped”, and “I know I was fixing to have a colonoscopy”; “Issues with 

process” included “unsure of how to return kit”, “waited too long to return [kit]”, “forgot”, 

“health issues right after picked up kit and did not follow through”, “did not follow through 

with eating instructions/restrictions”;  

“Other” included “can not remember” and “never received the kit”. 

 

table four: What caused 
you to not return your 
FOBT kit? ¥ 

¥respondents provided a total of 18 different 
answers to this question which were collapsed 
into the categories shown above. “lost kit” 
is self-explanatory; “Avoidance” includes “did 
not really want to do it”, “fearful of positive 
results”, “just did not do it”, ‘procrastination”, 
“did not have time”; “self Diagnosis” includes 
“i recently had a checkup [and] everything was 
o.k.”, “read results [myself]”, “results read at 
another office”, “bleeding stopped”, and “i know 
i was fixing to have a colonoscopy”; “issues with 
process” included “unsure of how to return kit”, 
“waited too long to return [kit]”, “forgot”, “health 
issues right after picked up kit and did not follow 
through”, “did not follow through with eating 
instructions/restrictions”; 
“Other” included “can not remember” and 
“never received the kit”.

12
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“nine years of experience with a 
community-based screening effort using 

free Fecal occult Blood Tests (FoBT) 
demonstrated that as many as half of 
the patients who took a FoBT kit did 

not return it. our goal in this survey 
was to understand the reasons that 

patients made this choice, as well as to 
discern what would motivate them to 

have screening colonoscopy.”

Concentra has been a 
national leader in health 
care for more than 30 
years. Through our affiliated 
providers, we provide primary 
care, urgent care, occupational 
medicine, physical therapy, and 
wellness services from more than 
320 medical centers in 39 states. 
We are currently seeking full-
time and PRN providers for our 
Kentucky urgent care centers. 
Here is what you can expect with 
Concentra:

•	 Healthy	work-life	balance
•	 Competitive	compensation
•	 Unmatched	company	culture
•	 Leadership	opportunities
•	 401k,	CME,	PTO,	and	health	

benefits

A strong focus on patient care. 

Contact Crissy Krc today for 
information on opportunities 

in Kentucky. 

Call	877-219-1257	or	email:		
KrcC@workatConcentra.com.	

KYAFP.workatConcentra.com
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BenJAMin CourCHiA, M.D.

Reflections- Hazard, KY
Introduction by : Samuel C. Matheny, M.D., MPH,  Assistant Provost for Global 
Health Initiatives, University of Kentucky

We are pleased that the editors of the KAFP Journal have included a paper by Ben 
Courchia, a medical student who participated in  a family medicine elective in his final 
year of medical school with our department at our East Kentucky site in Hazard. A bit of 
explanation is in order to give some perspective about this student’s paper. Ben and his 
wife were students at Ben-Gurion University Medical School for International Health in 
Beer-Sheva, Israel. Both natives of France, they pursued a desire to learn more about 
rural communities and health care in the United States. 

Ben-Gurion is a unique institution, drawing students from all over the world who have 
an interest in global, community and preventive medicine, as well as primary care for 
underserved populations.  The University of Kentucky has had an exchange agreement 
with Ben Gurion for a number of years, and our students in turn have an opportunity to 
work with Bedouin populations in the Negev desert where the school is located. 

 Ben participated in all aspects of our clerkship experience, including writing a reflection 
paper which was required for all of our students. This paper is the result of that assign-
ment. His unique perspective, seeing our part of the world through a different lens, and 
the universality of his patient experiences we felt was important  to share with you. 

I have always been fascinated by the United 
States. Growing up in the south of France, 

television distilled the American culture through 
every outlet possible: TV shows, basketball 
games and interviews with American actors such 
as Will Smith. Every presidential election felt 
like we were electing our own chief in command. 
No matter how hostile French politicians pre-
tend to be towards the United States, the truth 
of the matter is that any French teenager wishes 
to live the American dream. Our understanding 
of U.S culture and geography is dictated by five 
television shows, that being in no way educa-
tionally optimal. Friends depicts the Northeast, 
Beverly Hills 90210 covers the west coast, Texas 
= Chuck Norris, Miami is the city with the 
coolest forensic cops and anything else is pretty 
much the Little House on the Prairie. 

In 2002, as a fresh high school graduate, I 
was fortunate enough to have the opportunity 
to study at Yeshiva College in New York City. 

Mission Driven: The Family Health Centers 
opened our doors in 1976 as part of the national 
Community Health Center movement dedicated 
to providing excellent primary and preventive 
health care to all, regardless of ability to pay. We 
serve the working poor, the uninsured, those 
experiencing homelessness, refugees from all 
over the world, and anyone seeking affordable, 
high quality care. 

Comprehensive services:  Today we are are 
located throughout Louisville Metro with seven 
centers providing access to primary care, women’s 
health, pediatrics, dental, behavioral health, phar-
macy, health education and more.

A Different way to Practice Medicine: 
Schedules are flexible and family friendly with no 
in-patient duties. We offer excellent benefits, in-
cluding Kentucky retirement, malpractice coverage 
through the Federal Tort Claims Act (FTCA), CME 
assistance, and eligibility for loan repayment through 
the National Health Service Corps (NHSC).

“I know that I’m in the right place.”

A health care job you’ll never forget. Serve the communities who 
need you most, receive money to pay back your student loans.

Dr. Peter Thurman, Medical Director / E: pthurman@fhclouisville.org / Family Health Centers, Inc / 2215 Portland Avenue 

Louisville, KY  40212 / P: 502.772.8600     www.fhclouisville.org    Find us on Facebook
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1-800-588-5260

In the six years that followed, my outlook 
on this country got more realistic but not 
yet objective. I then embarked on another 
adventure: Medical School in Be’ersheva, 
Israel. This medical school has a strong 
focus on international and rural health and 
all that really matters for the purpose of 
this essay is that as a fourth year student I 
chose to rotate in Hazard, Kentucky for my 
elective in international and rural medicine. 
Many friends and classmates picked sites 
that were much more “exotic” than rural 
southeast Kentucky. My best friends went 
to lend a hand in Nepal, others traveled to 
the Philippines, Vietnam, Argentina, South 
Africa, Papua New Guinea, and the list 
goes on. The little French boy in me could 
not pass up on the opportunity to live 8 
weeks in what would surely be exactly like 
the set of “a little house on the prairie”! As 
I told my wife Sarah and 2 year old daugh-
ter Raphaelle, it was going to be awesome. 
On December 31st, we filled our rental 
car to its breaking point, and left sunny 
Miami for a two day drive toward Hazard. 
Ten hours to Atlanta, where we spent New 
Year’s Eve at the Holiday Inn, we woke up 
at dawn to complete the second, 8 hour 
long, leg of our trip to Kentucky. We made 
it to Hazard around five o’clock in the eve-
ning, and settled in our new home kindly 
rented out to us by Ms. Castleman.

 The next day was dedicated to orienta-
tion and I was due to start the following 
day on January 3rd. Until then, I had the 
chance to meet a great bunch of people, 
all more welcoming than the previous one 
even if in some cases I was just getting a 
urinary toxicology screen. As a medical stu-
dent, my job description was fairly straight 
forward; see the patient, get a history and 
physical exam, present your findings to 
one of the residents, see the patient with 
the resident physician, and present your 
findings to the precepting physician. At 
this stage of my medical career, I was well 
qualified to perform those tasks. During 
my first week, it seemed to me that my 
patients were competing for the craziest 
story ever told. One patient back-flipped 
out of the bed of a pickup truck when his 
friend suddenly jammed on the accelerator 
leaving him with a broken patella; another 
crashed his monster truck while driving 
through hurricane Sandy in the New York 
area. Last but not least was the  patient 
complaining of leg pain six years after his 
mother shot  him and his then wife leaving 

her dead and him with a bullet permanently 
lodged in his brain. In complete honesty, 
these stories were sad yet entertaining. As I 
progressed through my rotation I started to 
be less entertained by my patients’ stories 
and more worried about their future pros-
pects. For many, those entertaining stories 
meant life with a permanent handicap and 
trying to obtain disability benefits. I then 
started to see my fair share of people with 
“low back pain” trying to score some pain 
medications after being kicked out of their 

pain clinic. It would be criminal to for-
get patients without health insurance and 
extremely limited financial means. I may 
not have been in a remote location in India 
but it surely felt like it when I had to advise 
a patient of mine to buy her omeprazole 
(heartburn medication) over the counter 
at the dollar store rather than at our phar-
macy, just so that it would be easier for her 
to make ends meet on her $124 check she 
draws every month. My love of this beauti-
ful country has not wavered one inch but I 
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was starting to see a reality not depicted on 
TV shows and that the great city of New 
York failed to show me.

I am rational enough to understand 
that something may not be apparent but 
yet still exist. However, when one patient 
explained to me that a free colonoscopy 
at the health department would not be of 
any benefit because she would not be able 
to afford the cost of treating a potential 
cancer, it became clear to me that poverty 
was not the same as misery. I understand 

poverty; as a student, poverty is my daily 
bread and butter. Misery, the true lack of 
positive prospect/outlook, is something I 
was not cognizant of. Was I ever taught, 
during medical school, to treat misery? Is it 
really my job to address such an issue? After 
all, I am in the business of treating health 
issues. Got palpitations? I can tell you how 
to fix that. Got headaches? I have pills for 
that. Feel short of breath? I have a solution 
to that as well. Can’t pay for your meds? 
Well, talk to some finance person who can 

“balance your budget” or talk to a social 
worker. One thing is certain, I am not your 
guy (after all, I am the one with $150,000 
in loans to repay.) The Merriam-Webster 
dictionary defines misery as “a circum-
stance, thing, or place that causes suffering 
or discomfort”. As a healthcare provider, 
that sounds very much like misery should 
be in my repertoire. I am ashamed to say 
that at the time, it was not. “What am I 
supposed to say to a patient who cannot 
pay for his medications? A social worker 
would be much more competent than I ever 
would,” I told Dr. Atkins, precepting me 
one day. His answer was the turning point 
of my rotation in Hazard; “Well, Ben, we 
don’t really have a choice, do we?” Indeed, 
we did not. Patients did not give their 
physicians the luxury to pick the issues that 
would be taken care of during a particular 
visit; in some cases it meant being a physi-
cian, social worker and therapist all at once, 
in twenty minutes mind you.

By the end of my rotation, I found 
myself comforting patients crying after 
the loss of a loved one, while helping 
them choose which medication they abso-
lutely needed versus the ones they could 
live without. “Definitely buy your heart 
medication; I can give you some samples 
for your constipation, you should get your 
aspirin over the counter at the dollar store 
and your heartburn can wait for the time 
being.” There I was, trying to make this 
person’s burden a bit lighter, one dol-
lar at a time. It felt good. This was not 
standard New York City “care.” That city 
is merciless, and physicians are most of 
the time, not your friend. Hazard taught 
me differently; to be your patient’s friend 
in a time of need is what is expected of 
you and should be the norm. Across the 
medical hierarchy, interns, resident, chief 
resident, and attending, each one is will-
ing to do whatever is necessary to make a 
patient’s life better. For that reason, when 
leaving this city after 8 weeks of life chang-
ing experiences, I was not worried for the 
welfare of the patients at the UK Center 
for Excellence in Rural Health because 
of what its physicians were willing to do. 
Les Brown, in Live Your Dreams said it 
best: You must be willing to do the things 
today others don’t do in order to have the 
things tomorrow others won’t have. Thank 
you, Hazard.

CourCHiA continued

OLBH currently 
o�ers practice 
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Family Medicine 

Physicians to 
establish and grow 

a solid medical 
practice.  Employed 

opportunities 
located in the 

beautiful region of 
Eastern Ky.  We are 

o�ering a 
competitive salary 

and generous 
bene�t package.  

See our web site at 
www.olbh.com

For more information contact Lisa Hu� at 
lisa_hu�@bshsi.org  or 606-833-4141
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BACkGROUNd
The transformation of primary care practices to an environment that is truly patient centered is based 

on the four goals shown in Table One.1 When describing the Patient Centered Medical Home (PCMH), 
the elements shown in Table Two are considered core principles or components.2 Physicians who have 
completed this transition report higher personal satisfaction and better patient outcomes, and both federal and 
private insurers are beginning to pay higher amounts for this service. The process of an individual practice 
change often takes 2-3 years and often begins with development of a formal “huddle.”  The huddle is a brief 
meeting among physicians and support staff, usually just prior to a patient care session. The goal is to increase 
communication, teamwork, efficiency and patient safety.3

While much has been written about the effectiveness of the huddle in practice 4-6, little attention has been 
paid to its implementation in a residency practice. A recent publication addressed the 
perceptions of participants in a family medicine residency in New Jersey 7, and we 
used their instruments to assess our situation.

We previously reported our first impressions of implementation of PCMH in our 
residency. 8 Our first step was to begin and optimize huddles, to be followed next by 
clear determination of patient panels for each resident and faculty, and then hiring 
of a nurse care manager to facilitate patient access between visits. Here we report 
participants’ views three months after beginning the huddle process.
MethOdS

Most PCMH huddles are comprised of front office staff who know about 
appointment availability, medical assistants (MA) who know the individual patients 
and the clinical processes, and the physicians who act as the patient’s primary care 
provider. In a residency, this can be a fairly large group that includes 4-8 residents, 
1-2 faculty and the support staff. Often then a leader, usually a faculty member, 
“runs” the group, with this transitioning to a senior resident over time. Early on, we 
determined that in our staff-lean system with only 2 front office staff for 6-10 resident 
and faculty physicians in a session and 23 physicians in the practice, they were better 
deployed continuing to answer the phone and schedule patients during the huddle 
time. Also, with our computerized appointment system, the medical assistants could 
manage appointments, so the huddle developed into just MAs and physicians. 

Our practice is divided into two “ends of the hall,” with all faculty and their MAs 

PAtieNt CeNteRed
Medical Home in a Family Medicine Residency Practice: 

First Steps Toward a 

The Huddle

table One

KEY QUESTIONS 
FOR PRACTICE 
TRANSFORMATION
How does this effort:

1) Make it easier for patients 
to get access to care and 
obtain continuity? 
2) Provide ways to increase 
the patient’s participation in 
their care? 
3) Provide the skills necessary 
for patient self-care? 
4) Coordinate care among 
different clinical settings?

WilliAM J. CruMp, M.D., roBerT l. (MonT) WooD, M.D., SvAriT DAve, M.D., ZeeSHAn JAvAiD, M.D.
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table two

AAFP/AAP/ACP JOINT PCMH PRINCIPLES 2007

1) Easy access (virtual or in office)
2) Team care (physician led, care coordination)
3) Chronic Disease Registry
4) Good EHR (evidence prompts and reminders)
5) Group visits
6) Patient centered (goals set by patient, e.g., A1C)
7) Efficiency (everybody works to the limit of their license, 

tight coordination with pharmacy)
8) Quality/safety (ongoing performance improvement, 

national guidelines)
9) Payment for coordination (roughly twice the fee for 

service rate)

at one end and all residents and their MAs 
at the other end. Rather than a group of 
participants at each end, what developed was 
a small meeting of the individual resident 
with the MA assigned to that resident 
for that session. This usually occurred at 
the work desk of the individual resident 
about 10 minutes before the session began. 
Supervising faculty could move among the 
meetings and observe the process. Since 
there were only 3 MAs at any time, a 
more junior resident might share an MA 
with another junior resident, meaning that 
that MA would need to do two shorter 
meetings. The focus was on the schedule 
for that session, and if the resident arrived 
soon enough to log in and open the EHR, 
they could review previous visits, lab, and 
imaging.

We used the huddle surveys reported 
previously 7 as well as their interview outline 
for faculty to obtain the perceptions of 
the participants. In addition, a process 
improvement form completed after each 
session by the MAs was developed to focus 
the huddles and to track changes in patient 
flow. (See Figure one.)  
ReSULtS

Table three shows the survey responses by 
category of job responsibility, with generally 
positive responses, but some uncertainty. 

Follow up discussions with those surveyed 
reported that the negative ratings on 
improving continuity were because the 
resident system already places a very high 
premium on continuity of physician, and 
they couldn’t imagine how huddles could 
improve it any further. Table four shows 
the comments, and again reflects that the 
definition of the MA/physician roles was 
still in transition. In the faculty interviews, 
they reported few new opportunities for 
resident evaluation provided by the huddles, 
largely because the faculty could not be 
present at each huddle. Most of the faculty 
also admitted that because of conflicting 
multiple responsibilities, they were often 
not present in the office at the time of 
the huddles.
diSCUSSiON

Although most participants were positive 
about huddles as a method to increase 
practice efficiency, it was hard to see how 
they would address the four key goals shown 
in Table one. Most just saw huddles as a 
necessary first step to a team-based care 
process that hopefully would then address 
the other aspects shown in Table two. To 
allow everyone to “work at the top of their 
license,” a successful PCMH must allow 
considerable autonomy by well-trained MAs. 
Studies have shown that this change alone 
increases quality in a PCMH. 5 Huddles are 

designed to bring this need into focus, but 
the training takes initiative on the part of the 
physicians. One resident reported that he 
began “mini-training” during his huddles, 
with his MA beginning to provide self-
care skills to his patients including dressing 
changes and blood sugar checks. For our 
PCMH to succeed, more MA training and 
support for their autonomy is necessary.

Our system still has some challenges on 
the coordination of care among different 
clinical settings. Our residency outpatient 
EHR cannot access lab and imaging ordered 
in the hospital or any other outpatient site, 
requiring a manual review of other EHR 
systems. For patients recently hospitalized, 
this can be a problem if the dictated discharge 
summary is not yet available even in the 
hospital EHR, and the daily hospital progress 
notes are still paper-based. Our residency 
outpatient EHR also cannot provide the 
kind of automated preventive maintenance 
and evidence-based chronic care prompts 
that are required for a successful PCMH. 
Active planning is underway to address these 
issues, and it may require change to an 
entirely different EHR vendor, with all the 
inefficiencies that come with the required 
learning curve for a new system.

 All the physicians were aware that they 
previously did a mental “pre-review” of 
each patient. This might be as the schedule 

figure 1

Patient Flow Form

DATE: ________________ 
Huddle Time: _____________
1st Pt Pulled Time: _________
Time Last Pt Left:  _________
Physician Name: 
__________________________
Planning for Today:
1. Review Schedule
2. Any Patients who require 
additional resources/forms/reports?
3. Who will need more time than 
scheduled?  Who will need less?
4. What can make today run 
smoothly for everyone?

WilliAM J. CruMp, M.D., roBerT l. (MonT) WooD, M.D., SvAriT DAve, M.D., ZeeSHAn JAvAiD, M.D.
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CruMp, WooD, DAve, JAvAiD continued

was viewed for the first time or sometimes 
just prior to entering the exam room. 
This review generated a mental list of 
needed preventive services or lab, based 
on the patient’s active problems, as well 
as administrative things like the need for a 
urine drug screen (UDS) or Kentucky All 
Schedule Prescription Electronic Reporting 

(KASPER) report. What changed with 
huddles was that this pre-review was 
verbalized to the MA and the MA was 
able to make suggested modifications. This 
was really the beginning of true team-
based care.

There was also consensus that even 
though there was not a continuity one-to-

one pairing of MA and resident, with the 
huddle process, they began to know and 
understand each other as persons. As a result, 
the residents learned the name of their MA 
much earlier than previously, and the MAs 
felt comfortable communicating with the 
physicians via texting. Overall, faculty saw a 
more collegial process between residents and 
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Table	  3	  
Survey	  Response	  by	  job	  category	  

	  
	  

Statement	  	  
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1.	  Our	  office	  
huddles	  help	  
provide	  good	  
patient	  care.	  

100%	   0%	   0%	   33%	   33%	   33%	   78%	   6%	   16%	   60%	   20%	   20%	  

2.	  Our	  office	  
huddles	  improve	  
patient	  flow	  

100%	   0%	   0%	   0%	   33%	   67%	   72%	   6%	   22%	   60%	   0%	   40%	  

3.	  Our	  office	  
huddles	  facilitate	  
communication	  
among	  all	  staff	  
caring	  for	  patients.	  

100%	   0%	   0%	   33%	   33%	   33%	   100%	   0%	   0%	   60%	   20%	   20%	  

4.	  	  Our	  office	  
huddles	  improve	  
patient	  continuity	  
with	  providers	  (help	  
ensure	  patients	  see	  
their	  primary	  doctor	  
by	  exchanging	  
appointments	  when	  
possible).	  

100%	   0%	   0%	   0%	   67%	   33%	   50%	   11%	   39%	   20%	   20%	   60%	  

5.	  	  Our	  office	  
huddles	  take	  up	  
more	  time	  than	  they	  
are	  worth.	  	  	  

33%	   67%	   0%	   33%	   0%	   67%	   6%	   83%	   11%	   0%	   80%	   20%	  

6.	  	  Our	  office	  
huddles	  improve	  
patient	  safety.	  

67%	   0%	   33%	   0%	   33%	   67%	   39%	   0%	   61%	   60%	   20%	   20%	  
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7.	  	  Overall,	  our	  
office	  huddles	  have	  
made	  my	  job:	  

0%	   100%	   0%	   33%	   33%	   33%	   6%	   67%	   27%	   20%	   60%	   20%	  

table 3
Survey Response by Job Category
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staff than previously. Also, communication 
among the residents improved in the faculty 
view. Where previously the residents would 
focus on patient flow and efficiency only 
during scheduled “gripe sessions,” during 
the huddle process these discussions 
happened nearly every day. Also, these 
discussions provided an immediate practical 
opportunity to implement solutions.

The strongest consensus of a positive 
effect of the huddles was getting residents 
and staff to the office on time. Historically, 
because of hospital responsibilities, 
residents and faculty might arrive late 

for a clinic session. This then resulted in 
staff feeling less pressure to get the initial 
patients of a session in a room on time. 
Staff, physicians, and even patients become 
accustomed to this pattern that sets up a 
light schedule for the first 30-60 minutes 
of the session but ultimately results in more 
pressure to complete it on time. There 
was also consensus that the addition of an 
administrative staff member with no clinical 
responsibilities whose role was to watch 
patient flow and bring issues to the attention 
of faculty was very effective.

The MAs were the least positive about 

the early experience with the huddles. If 
they already perceived themselves as too 
busy, sometimes responsible for more than 
one resident’s patients in a session, the 
additional workload could make their job 
harder. It may take some time for the 
MAs to perceive that shifting some of the 
workload to the period before the patient 
sees the resident might actually save time 
and work overall, if in fact it does. Their 
responses also must be interpreted through 
the lens of a recently implemented EHR 
that only a year ago began to require them 
to do full medication reconciliation and 
confirmation of medical history during 
their intake. For the effort to implement 
full PCMH to be successful by having 
these MAs work up to the limits of their 
capabilities, they will have to be convinced 
of its effectiveness. If funding would allow 
for one MA to each resident at each session, 
and continuity of the pair, this would be 
more easily accomplished.

For the full potential of huddles as 
evaluative opportunities for faculty to be 
realized, faculty must arrive in the office at 
the beginning of huddle time and listen in 
to the discussion, and then remember to 
ask the resident whether important issues 
arising in the huddle had been addressed 
during the patient visit. For faculty with 
multiple responsibilities, including caring 
for their own hospitalized patients, this is an 
ongoing challenge. With multiple huddles 
going on simultaneously, faculty may need 
to focus on one resident’s huddle process 
in a given session, rotating to be able to 
evaluate all the residents over time.

The next step for us is to automate the 
patient flow form shown in the figure so that 
we can see a summary of our process and 
focus on individual MA/resident pairs. Once 
a care coordinator is hired, training and 
morale-boosting among the MAs will be an 
important goal. The primary purpose of this 
position is managing patients between visits, 
but in our staff-lean environment, he or she 
will also have to work very closely with the 
MAs to optimize the care during patient 
care sessions. Time must also be found 
for these MAs to get this training, which 
will require either intermittent float MA 
coverage or closing some clinic sessions. 
A particularly educationally rich strategy 
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Table	  4	  

Survey	  comments	  by	  job	  category	  
	  

Clerical	  	   no	  comments	  

Medical	  Assistant	   no	  comments	  

Residents	   "I	  have	  not	  used	  this	  to	  its	  fullest	  potential."	  
	  	   "Helps	  ease	  the	  transition."	  
	  	   "Provides	  some	  good	  background	  info	  on	  the	  Pt."	  
	  	   "Should	  have	  more	  staff	  than	  what	  we	  have."	  
	  	   "I	  feel	  as	  though	  the	  huddles	  provide	  a	  brief	  summary	  

over	  the	  physician's	  schedule	  to	  look	  over	  the	  day	  and	  
what	  may	  be	  needed	  to	  do	  prior	  to	  MD	  seeing	  the	  
patient.	  	  It's	  not	  necessarily	  making	  it	  easier	  on	  the	  MD	  
but	  I	  don't	  think	  it	  makes	  it	  more	  difficult	  either.	  	  It	  also	  
depends	  on	  the	  nurse/staff	  overall	  and	  how	  efficiently	  
they	  work.	  	  Preventative	  medicine	  questions	  are	  rarely	  
asked,	  which	  is	  not	  helping	  the	  MD.	  	  	  

	  	   "Huddles	  are	  supposed	  to	  help	  provide	  good	  patient	  
care,	  but	  so	  far	  this	  hasn't	  worked	  in	  all	  situations.	  	  For	  
instance,	  a	  pt	  with	  several	  comorbidities	  and	  taking	  
several	  medications	  will	  take	  a	  longer	  time	  to	  check	  in	  
because	  their	  med	  list	  should	  be	  reviewed	  prior	  to	  
seeing	  MD.	  	  The	  med	  list	  is	  not	  always	  updated.	  	  Also,	  
having	  a	  brief	  overview	  of	  why	  the	  pt	  is	  here	  for	  visit	  
would	  be	  helpful,	  instead	  of	  just	  writing	  'recheck';	  
often	  times	  pt	  has	  other	  concerns	  that	  they	  may	  want	  
addressed."	  

	  	   "Some	  nurses	  are	  excellent	  in	  following	  up	  on	  what	  we	  
planned	  during	  the	  huddle	  but	  not	  all	  of	  them.	  	  Many	  
things	  are	  still	  not	  done	  as	  discussed."	  

	  	   "Useful	  if	  MD	  has	  time	  to	  review	  pts	  prior	  to	  Huddle	  if	  
time	  permits."	  

	  	   "It	  helps	  facilitate	  the	  ease	  of	  patient	  care."	  

Faculty	   "Helpful."	  

	  	  

"I	  think	  huddles	  provide	  an	  opportunity	  for	  physicians	  
to	  involve	  nursing	  staff	  more	  directly	  in	  patient	  care.	  	  
Also	  allows	  physicians	  to	  communicate	  concerns	  more	  
directly	  and	  vice	  versa	  with	  nursing."	  

	  	  

"There	  is	  some	  misunderstanding	  with	  staff	  as	  to	  the	  
use	  of	  the	  huddle.	  	  We	  need	  to	  work	  on	  it	  as	  it	  is	  the	  
preamble	  to	  the	  PCMC	  model."	  

Table 4
Survey Comments by Job Category
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would be to remove the MAs for a few 
sessions for training and during that time 
have the residents serve as their own MAs 
with a half-volume schedule. During this 
time, some reward for the “most effective 
resident/MA” may be needed to avoid 
resident unhappiness.

We, along with our other Kentucky 
Family Medicine residencies, will continue 

periodically to report our perceptions of the 
transition to a true PCMH. Huddles have 
been a good place for us to start.
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Richmond, Kentucky. Among the many 
positive aspects of this position are:

• Outpatient only 
• Phone call only
• Favorable payer mix
• Sophisticated EHR system
• Collegial work environment

Excellent Opportunity to Join Multi-Specialty Group Practice!

This position will off er a competitive salary 
guarantee with production-driven quarterly 
bonuses and excellent benefi ts. Opportunity 
for partnership is available after one year. 

Interested candidates please contact:

Audra Davidson, Manager, Physician Recruitment
o. 859.258.4135 | c. 859.230.4417
adavi@lexclin.com

Lora Neace, Recruitment & Credentialing Specialist
o. 859.258.4508 | f. 859.258.6122
lneac@lexclin.com

LexingtonClinic.com
Lexington Clinic is an Equal Opportunity Employer.                 
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a t  a t  2 7 0 . 7 6 2 . 1 9 0 6  o r  s d o s b o r n e @ m u r r a y h o s p i t a l . o r g

Murray-Calloway County Hospital is seeking a Family 

Practice Physician to join our Murray Medical Associates 

group in a hospital employed position. Excellent 

compensation, beneets, relocation pacakge, sign-on 

bonus, and student loan repayment program included.
Apply online at

 www.murrayhospital.org
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the Kentucky academy of Family Physicians
P.O. Box 1444
Ashland, KY  41105-1444

I don’t just 
have insurance.

I own the company.

Katrina Hood, M.D., F.A.A.P.
Pediatric & Adolescent Associates

Lexington, KY 
Pediatrics

Medical Professional Liability Insurance

“ Like me, you’ve probably noticed some professional liability insurance providers recently offering 
physicians what seem to be lower rates. But when I took a closer look at what they had to offer, I realized 
they simply couldn’t match SVMIC in terms of value and service. And SVMIC gives me the peace of 
mind that comes when you’re covered by a company with more than 35 years of service and the financial 
stability of an “A” (Excellent) rating. At SVMIC, I know it’s not just one person I rely on...there are 
over 165 professionals who work for me. That’s because SVMIC is owned by you, me, and more than 
14,000 other physicians across the Southeast. So we know our best interests will always come first. ”

Mutual Interests. Mutually Insured.

Contact Jesse Lawler or Susan Decareaux at mkt@svmic.com or call 1-800-342-2239. 

www.svmic.comFollow us on Twitter @SVMIC


