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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 (Excellent) by A.M. Best.  
ProAssurance.com  •  800.433.6264
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Ronald E. Waldridge, II, M.D., PRESIDENT

message

My admiration goes out this month to our Past President Marshall “Eddie” Prunty for his 
attempt to become our District 15 Representative.  Though his bid for this political office 
was not successful, I admire his physical and moral courage to take on the ‘fight.’  We have 
all heard of ‘fight-flight’ as it relates to how animals react to a dangerous situation.  In this 
case I am using it as a simile to the action we take when we don’t agree with how things 
are being done.  Do we elect to drop out, or do we do as Dr. Prunty did - get engaged?  
Whether it is some policy or law that we don’t agree with that gets passed in Frankfort or 
Washington, or KAFP or AAFP, or at our local hospital, we all have a decision to make - do 
we get engaged or do we elect to drop out?  I do not agree with everything that is done in 
Frankfort but I am not going to move to another state away from my family and patients 
because of it.  I have to ask myself what I can do to make a difference.  

As I stated in my first article 
as President - I had some good 
mentors that were leaders who 
stayed engaged.  I was reminded 
the other day by one of those 
leaders of what it took to get a 
family medicine department at 
the University of Louisville.  It 
took leaders that defined a clear 
mission and set it as their num-
ber one priority.  Our priorities 
define us whether as individuals 
or organizations.  At KAFP’s last 
strategic planning meeting we set 
our mission as “Improving the 
health of Kentuckians, promot-
ing the value of family medicine, 
and serving the needs of our 
members in a supportive profes-
sional community.”  Our vision, 
though long term, is what we see 
as being successful in the mis-
sion which is ‘A family physician 
for all Kentuckians’.  To help 
achieve our mission the KAFP 
board recently approved the hir-
ing of a lobbyist.  Your leaders 
recognized that we need ‘boots 

from the 
President

6

I call on each of you to get 
engaged.  Your engagement 

can be as little as paying your 
dues, to putting forth your 

name as Dr. Prunty did for 
political office. Lastly, when 

you are with other colleagues 
I hope you will take a few 

minutes to speak up about the 
KAFP.  If they are not a member, 
please encourage them to do 

so as we need numbers.
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on the ground’ in Frankfort in order to 
get our priorities heard.  I want to say 
that a lobbyist is no replacement for a 
family physician that has established a 
good rapport with their legislators. Our 
specialty is at a critical junction in a 
health system that is deciding between 
fee-for-service and shared-saving model.  
In order for our lobbyist and your legis-
lative committee to be effective we have 
to be in Frankfort and we need to make 
the case that we represent family medi-
cine in the Commonwealth. 

 So, I call on each of you to get 
engaged.  Your engagement can be as 
little as paying your dues, to putting 
forth your name as Dr. Prunty did for 
political office.  Likely, there will be a 
policy or law that gets adopted that you 
do not agree with but I hope you will 
look at what our mission and vision are 
for the KAFP.  Lastly, when you are 
with other colleagues I hope you will 
take a few minutes to speak up about the 
KAFP.  If they are not a member, please 
encourage them to join as we need 
numbers. Tell them about our FREE 
CME webinars. Our webinars are in 
line with our strategic focus of serving 
your needs.   Our EVP has arranged our 
next webinar to be Tuesday, January 
22nd at 1 pm EST: ‘Extreme Makeover 
- PCMH Edition’ by Dr. John Bender 
from Colorado. We were made aware 
of Dr. Bender from an article in the 
Denver Post -- http://www.denverpost.
com/news/ci_21520974/key-medicaid-
reform-effort-colorado-shows-promis-
ing-savings.  To register for this webi-
nar go to the bottom of the KAFP 
web page or type this link into your 
browser – http://www.kafp.org/webi-
nar-2/. Leadership requires that your 
words match your actions so I am 
beginning my practice transformation 
to a PCMH.  My next few articles will 
focus on this transformation.  If you 
need more information about our past 
webinars or membership or whatever, 
please call our EVP Gerry Stover at 
888-287-9339 or email him at gerry.
stover@kafp.org. 1-800-588-5260

contact Michele Forinash
at 800-561-4686
mforinash@pcipublishing.com
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I know the risk of sounding like a Luddite 
but I am actually fairly well versed in the use 
of a computer. I have used Palm Pilots and 
smartphones with Epocrates, planning cal-
endars, and risk management calculators for 
years. I have looked at the Electronic Health 
Record for over ten years, and so far I see 
nothing that suggests that it improves quality 
of care. While the outflow of information is 
excellent and the research potential is very 
good, the input is not intuitive. My patients 
tell me that, as utilized, doctors who have the 
EHR spend less time looking at and com-
municating with the patient. As a solo prac-
titioner, the cost of installing the system and 
the loss of productivity, initially, with no real 
increase later makes the present incentives a 
joke.1 We are about to face the perfect storm.

As I read The American Medical News by the 
AMA recently, two articles stood out as rel-
evant. The first, “Lawmakers warned of the 
demise of solo medical practices,”2 and the 
second, “Researchers uncover new ‘weekend 
effect’ in cardiac care.”3

Few know the problems of solo care bet-
ter than I: no cost sharing; limited vacations 
because the weeks before and returning from 
result in increased work load; an inability to 
afford help with IT support; the inability to 
negotiate with insurers, which results in low 
pay; and the struggle to keep the practice 
open. But the tradeoff is that I can provide 
a high quality of care because I know my 
patients. I know about their children and 
their marital problems. I know about their 
financial ability to afford medications. I 
know not to put them on quinolones if I am 
called at night about a UTI, because they 
are on Coumadin for atrial fibrillation. As 

I cover at night or on weekends I find the 
decisions that I have to make on other physi-
cian’s patients to be more difficult.

The weekend effect, as explained in the 
article, is the differences in systems and the 
way care is given on weekends, which results 
in increased mortality with atrial fibrillation.3 
I share call with other physicians on week-
ends and I see hospitalists working during 
the week. I would suggest that the weekend 
effect holds true for many other problems as 
well. The fine-tuning involved in patient care 
requires an advanced knowledge of the indi-
vidual. Genetic studies are teaching us what 
physicians have known for years, that differ-
ent patients respond with great variability to 
treatments.4,5,6  Some may require a quarter 
of the standard dose of a drug and some may 
require twice the dose (Coumadin, chemo-
therapy, etc.) Some patients require instruc-
tions repeated again and again (hearing loss, 
short term memory loss, etc.) A doctor who 
knows a patient as an individual and has cared 
for that patient in the office and in the hospi-
tal can do a better job of individualizing the 
care. I contend that the weekend effect is as 
much a result of the physician not knowing 
patients as it is a systems effect. I took call 
24/7 for over seven years and it is impossible 
for one to do well over a long period, so I am 
not faulting physicians for wanting time off. 
I am stating that knowing the patient aids in 
the care provided.

I referred earlier to the perfect storm and 
here is what I mean. By 2015 I have to imple-
ment an EHR “meaningfully.”8 I also have to 
learn and implement ICD-10.7 This is after it 
took the concerted effort of my staff and me 
to implement ICD-9. In order to benefit from 

8

Rick Miles, M.D., FAAFP

SMALL
PRACTICE

Demise OF THETHE
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the Patient Centered Medical Home I will 
be required to totally change my practice. 
All three are Herculean efforts and none 
are proven to be fully operational, cost-
effective or to definitely improve patient 
care.8,9,10 At 61 years of age my course is 
clear to me. I have neither the energy nor 
the inclination to make these changes. I 
am of the opinion that all are financially 
based and not quality-proven changes. I 
will try to find someone to come into my 
practice and implement these changes. I 
will either try to find an organization to 
employ me and find me a partner (my 
local hospital is in no way ready to do this 
because of their own struggles), I will go 
to a cash-only system and tell Medicare, 
Medicaid, and the insurance companies to 
go to hell (which will make me feel won-
derful but leave my patients having to deal 
with them) or I will rationalize that I have 
done my job long and well and will retire, 
taking those long vacations and family 
visits I have given up as a solo doc. 

There are lots of primary care docs aged 
55 and over in my area who are going to 
do the same. There are four practices that 
I know of who, after spending the time and 
money needed to institute EHRs, went 
back to paper. Primary care docs do not 
make a lot of money, but we are not stupid. 

Several have other sources of income or 
other “jobs” to do - I will be a part-time 
Medical Review Officer for a drug screen-
ing company. There is a severe shortage 
of primary care physicians and, as Barbara 
Starfield pointed out, we are the basis of 
cost effective quality care in the medi-
cal system.11 A recent study in Jefferson 
County, KY pointed out that only 22% of 
the Nurse Practitioners are practicing pri-
mary care12 while the American Academy 
of Nurse Practitioners claim 75% practice 
in a primary care setting. 

The perfect storm is in the abundance 
of attempts to improve our medical sys-
tem, one that has been damaged by over-
regulation, and in applying a business 
model view to the medical profession 
for the last 25 years. The planning and 
implementation is done with little input 
from practicing physicians and almost 
no attempts to get feedback from those 
actually delivering the care, especially 
in rural areas. My Luddite heart fears 
for the future of my patients and my 
grandchildren. I beg the academicians, 
the politicians, and the medical organi-
zations to consider methods to ease the 
burden of older physicians and smaller 
practices so as not to lose the personal care 
that patients love. Is the supermarket an 

improvement from the old local grocery? 
Sure, but we had to go to food stamps 
for people who were given credit by the 
smaller old-time grocers. Is the delivery 
of medical care really a function of busi-
ness rules, or an art as held by Osler? Will 
we improve quality and save money with 
the coming changes? That remains to be 
proven. Will we lose experienced compas-
sionate physicians in the process? Of this 
I have no doubt. Plans need to be made 
to replace them with a system of quality 
care or a system to support them in mak-
ing these changes. So far the efforts to do 
either are woefully lacking.
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The perfect storm is in the abundance 
of attempts to improve our medical 
system, one that has been damaged 
by overregulation, and in applying a 
business model view to the medical 
profession for the last 25 years.
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You are just completing an office visit with 
a 42 year old male. His stated reason for the 
visit is to establish himself as a patient and 
get refills on his hydrochlorothiazide. Just as 
you are walking out of the room, he very hesi-
tantly asks you about premature ejaculation. 
He has had a problem with this for most of 
his sexual life and it is starting to be a problem 
for him and his wife. Can you help him?

The Diagnostic and Statistical Manual 
of Mental Disorders, Edition 4 (DSMIV) 
defines premature ejaculation (PE) as persis-
tent or recurrent ejaculation with minimal 
sexual stimulation before, on, or shortly after 
penetration, and before the person wishes it 
with the disturbance causing marked distress 
or interpersonal difficulty. Prevalence of the 
disorder in the United States was 24% in the 
2006 Premature Ejaculation Prevalence and 
Attitudes (PEPA) survey, and almost half of 
cases had the problem upon starting sexual 
activity.1 The above patient is typical in his 
presentation in that men often wait to seek 
help until the problem affects their partner. 
They also do not feel comfortable discussing 
the issue.  Twelve percent in the PEPA Survey 
were too embarrassed to discuss the issue and 
23% were not comfortable discussing sexual 
issues with their partner. A quarter of those 
surveyed would rather discuss sexual concerns 
with a physician who is not their regular physi-
cian and 17% were too embarrassed to discuss 
the issue with a physician at all.1,2

In order to identify PE within our patient 
population, physicians need to be open to 
addressing and comfortable discussing this 
issue. The physician should ask open ended 
questions to establish an accurate sexual and 
psychosocial history.3 This will help iden-

tify the etiology of the patient’s PE and help 
choose an effective treatment plan. It is impor-
tant to know if PE is associated with other 
sexual dysfunctions.4  It also should be estab-
lished if this is primary or secondary in nature.3  
It has been observed that if a male has erectile 
dysfunction he can develop secondary PE in 
his haste to orgasm before the erection fails.

In order to make the diagnosis, one must 
document the amount of stress caused to the 
patient and his sexual partner by PE as well 
as the patient’s perception of control of ejacu-
lation.  Knowing about onset and duration 
might help determine primary versus secondary 
cases. Documenting psychosocial parts of the 
patient’s history such as the presence of sexual 
abuse could point to a need for psychotherapy.  
The medical history is also important as the 
presence of diabetes and other neuropathies 
have been associated with ejaculatory dysfunc-

Robert Lamont Wood, M.D.
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The ICD-10 transition is coming October 1, 2014. The ICD-10 transition will change 
every part of how you provide care, from software upgrades, to patient registration 
and referrals, to clinical documentation, and billing. Work with your software vendor, 
clearinghouse, and billing service now to ensure you are ready when the time comes. 
ICD-10 is closer than it seems. 

CMS can help. Visit the CMS website at www.cms.gov/ICD10 for resources to get 
your practice ready.

2014 COMPLIANCE 
DEADLINE FOR ICD-10

Official CMS Industry Resources for the ICD-10 Transition
www.cms.gov/ICD10

NEW
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OCT 1, 2014
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tion.  A history of substance abuse and opi-
ate withdrawal can also be clues.3

It also is important to get an idea of 
the patient’s estimate of their Intravaginal 
Ejaculatory Latency Time (IELT).  This 
may not be accurate compared to the 
partner’s estimate but will give an idea 
as to how severe the patient’s problem 
is.  Ultimately the goal of treatment is to 
improve quality of life for the patient and 
their partner by improving satisfaction 
with sexual intercourse.5

The American Urologic Association 
states that PE is a self-reported diagnosis 
which does not require lab tests unless 
history of the patient indicates a need for 
tests.  The AUA suggest the following 
areas be addressed for proper diagnosis:
1. Frequency and duration of PE.
2. Whether or not PE is with one spe-

cific partner or all partners.
3. Whether PE occurs with all or some 

sexual attempts.
4. The degree of stimulus resulting in PE.
5. The nature and frequency of sexual 

activity.
6. The impact of PE on sexual activity 

and quality of life.6

Due to lack of studies looking at treat-
ment of PE, many treatments are behavior-
ally based.3 Masters and Johnson advanced 
the squeeze technique whereby the male 
withdraws the penis and squeezes the glans 
prior to ejaculation. Many view this as 
impractical and may be difficult for patients 
to do consistently. Another technique is the 
stop-start technique. The man pauses as 
often as is necessary during sexual stimula-
tion to delay impending ejaculation. With 
time and practice this can teach and devel-
op increased control of ejaculation.

Psychotherapy can also be of use, but 
generally requires a stable sexual relationship.  
Studies have shown that in the short term 
behavioral therapy is successful; however the 
benefit is not maintained three years out.3

Several pharmacologic approaches 
have been tried, off label, with variable 
results. One study, which looked at using 
prilocaine-lidocaine cream twenty minutes 
prior to intercourse, demonstrated an 80% 

Wood continued

1. The diagnosis of PE is based on sexual history alone.  A detailed sexual 
history should be obtained from all patients with ejaculatory problems 
(based on panel consensus).

2. In patients with concomitant erectile dysfunction and PE, treat the 
erectile dysfunction first (panel consensus).

3. The risks and benefits of all treatment options should be discussed with 
the patient prior to any intervention.  Patient and partner satisfaction is 
the primary target outcome for the treatment of PE (panel consensus).

4. PE can be treated effectively with Selective Serotonin Reuptake 
Inhibitors (SSRI’s) or with topical anesthetics.  The optimal treatment 
choice shall be based on physician judgment and patient preference.  
(Based on panel consensus and review of data).6

TABLE 1

AUA Guidelines
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increased pre-ejaculatory time.7 The 
obvious downside decreased sensation 
for the male, which the partner may also 
experience unless a condom is used. SSRI 
antidepressants may also delay ejacu-
lation and increase IELT.7 Sertraline 
(20-40mg), fluoxetine (25-50 mg), par-
oxetine (25-50 mg), and clomipramine 
(25-50 mg) have increased IELT, with 
the strongest effect seen with paroxetine. 
Chronic use increased IELT but was 
associated with decreased libido, erectile 
dysfunction and retrograde ejaculation. 
Short-term use was of little help.  

Phosphodiesterase inhibitors, typi-
cally used for erectile dysfunction, have 
been studied and have little effect on 
the IELT.  However, one study showed 

the combination of sildenafil and par-
oxetine increased sexual satisfaction 
and increased IELT.7 Dapoxetine, a 
short-acting SSRI, shows promise for 
acute usage in select populations. It is 
currently used in Europe but is not yet 
available in the US.

In summary, PE is a troubling con-
dition wherein the patient experiences 
ejaculation with minimal stimulation 
before or shortly after vaginal penetra-
tion.  It can cause significant distress 
for both patients and their partners, 
and is generally under recognized. A 
detailed history and physical and an 
openness to ask about and discuss this 
problem are key to proper identifica-
tion and treatment.
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Background on Diabetes
Management in Elders and
Primary Care

The percent of patients over 65 years of 
age presenting to all sub-specialty and pri-
mary care office visits combined constituted 
roughly 40% from 1998-2008. In addition, 
there was a 15% increase in the number of 
people over 65 years of age from 1998-2008, 
and a 37% increase in the population from 
45-64 years of age. Thus the proportion of 
people over age 65 is expected to double by 
the year 2030 due to the aging of the baby 
boomers. The increasing concentration of 
physician’s visits by this aging population has 
resulted in both an increasing frequency of 
visits per patient within this age group, and an 
increase in office visits where medications are 
prescribed or continued. The largest increas-
es in office visits address essential hyperten-
sion, cardiac dysrhythmias and diabetes.1

Because of this shift in patient population 
demographics and increased reliance on pri-
mary care physicians to provide sound geri-
atric care to the aging population, this article 
will focus on management of diabetes melli-
tus (DM), one of the top three co-morbidities 
in the older patient. Currently, we are not 
addressing DM management in the elderly 
very well. According to the National Diabetes 
Quality Improvement Alliance, of patients 
over 65 years of age, 42-60% have HA1c > 7 
and 20-28% have HA1c > 8. Of those 65-75 
years of age, over a third have LDL > 130 
mg/dL, a similar number have blood pres-
sures > 140/90 and almost half take daily aspi-
rin.  DM management in the elderly should 

be highly individualized because this cohort 
is a very heterogeneous group. Chronological 
age does not necessarily guarantee that an 
individual’s physiology, functionality or com-
bination of diseases will be the same as the 
next individual of the same age. 

Another reason for an individualized 
approach to the elderly diabetic is that the 
guideline data and clinical trials have not 
been inclusive of the older elderly patient 
cohort, thus application of clinical guidance 
and the use of certain treatment modalities 
requires careful consideration and monitor-
ing in older patients. The studies pertaining 
to DM management in older patients have 
produced surprising results. The Action to 
Control Cardiovascular Risk in Diabetes2 
trial is an example of the challenge of seek-
ing guidance applicable to the elderly. This 
trial compared tight glucose control versus 
normal control to see if stringent glucose 
control would result in improved and looked 
at outcomes in patients with DM who had 
existing CVD or additional CVD risk fac-
tors. The over-65 intensive glucose control 
arm was discontinued early due to an alarm-
ing increase in mortality and the entire 
trial (average age of subjects was 66 years 
of age) was discontinued due to increases 
in all-cause mortality in the intervention 
arm. The investigators concluded that it was 
the intensive therapy (use of many medica-
tions at aggressive doses) in combination 
with the older study participants which 
increased mortality due to increased drug-
drug and drug-disease interactions.2 The 
Veterans Affairs Diabetes Trial (VADT) 

Demetra Antimisiaris, Pharm.D. and Renee Girdler, M.D.
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(average age of subjects was 60 years old) 
also found increased all-cause mortality 
with intensive glycemic control.3 By con-
trast the UK Prospective Diabetes Study 
(UKPDS) looked at intensive glycemic 
control in younger DM patients, (enter-
ing study at about 48 years old with more 
recent diagnosis) and showed a benefit 
in decreased risk of all-cause mortality.4 
This may indicate intensive or aggressive 
glycemic control may be more beneficial 
in a less frail elder with more recent 
onset DM and history of better glycemic 
control. Conversely attempting intensive 
control in elders with long standing dis-
ease and macrovascular complications is 
not beneficial. The American Diabetes 
Association, as a result of recent trial 
data, has made changes to their treatment 
goal recommendations which address the 
elderly. (Fig. 1)

DM management in the elderly patient 
requires some important considerations 
such as: understanding the impact of life 
expectancy on DM management choices; 
avoidance of severe hypoglycemia; and 
understanding how common geriatric 
syndromes, multiple disease states and 
multiple concurrent medication use can 
affect DM treatment strategy. 

Care Plan Considerations
In considering factors specific to indi-

vidual elders of various levels of frailty, the 
following are important: life expectancy, 

goals of care including the impact of geri-
atric syndromes and other comorbidities 
versus day to day quality of life, patient 
preferences, and time required to benefit 
from therapy. To illustrate the typical 
concerns we will look at a hypothetical 
patient case.

Edna is a 79 year old female, with 
Alzheimer’s dementia, who lives in an 
independent living apartment within a 
retirement community. She eats one meal 
daily in the dining room but still cooks for 
herself and has staff assistance with house-
keeping, transportation to appointments, 
and shopping. She manages her own medi-
cations, although the staff helps her reorder 
them from the drug store. She is able to 
perform most activities of daily living but 
as mentioned, gets assistance with finances 
and transportation. Lately, she has been 
found down twice, and reports tripping 
on throw rugs in her apartment.  Edna has 
recently presented to your practice as a new 
patient and you have discovered that she 
has type 2 DM. What should be considered 
in developing her care plan?

Life Expectancy: At 80 years of age, 
Americans can expect to live 3-10 addi-
tional years. People with Alzheimer’s can 
expect, based on age of onset, to live any-
where from 3.8-10.7 years.5 Edna, who 
was diagnosed two years ago, would have 
a life expectancy of about three to four 
more years (assuming she was diagnosed 
shortly after onset).

Goals of Care: For Edna, the over-
riding goal of care is quality of day-to-day 
life over the next few years. Prevention of 
end organ damage due to hyperglycemia 
is less of a concern given her life expec-
tancy, whereas avoidance of hypoglyce-
mia is of primary concern. While poor 
glycemic control over years is associated 
with numerous complications, hypogly-
cemia can be far more harmful in the 
short term. According to one study of 
16,600 patients, those 65 and over with 
one severe hypoglycemic event requir-
ing emergency services or hospitalization 
have a 26% increased risk of developing 
dementia over the next five years.6 Those 
with two episodes had an 80% increased 
risk, and those with three or more have a 
94% increased risk. Edna also has a histo-
ry of falls, which is a geriatric syndrome of 
great concern, especially in a person who 
lives alone. We do not want to add addi-
tional risk with possible hypoglycemia.

A patient such as Edna should have 
a HA1C goal of 8.0%7 given her risk 
of hypoglycemia, cognitive impairment 
and likely inability to adhere to a strict 
glucose management regimen. Overall 
the risk of severe or fatal hypoglycemia 
in treated diabetics increases exponen-
tially with age due to a variety of fac-
tors: decreased awareness of the warn-
ing symptoms of hypoglycemia; impaired 
glucagon, growth hormone, epinephrine 
and cortisol response to hypoglycemia; 
other medications and co-morbidities 
which could blunt the normal response 
to hypoglycemia; and decreased func-
tional status and ability to get help dur-
ing hypoglycemic episodes. Conversely, 
avoidance of extreme hyperglycemia is 
important as well. Falls and incontinence 
can be made worse by polyuria and noc-
turia, and hyperglycemia has been shown 
to cause fatigue, loss of function, weight 
loss, and impaired wound healing.

Time to Benefit: Prevention of mac-
rovascular and microvascular complica-
tions is the long-term goal of diabetic 
management, but how does that change 
in a patient with a limited life expec-

continued on page 16 >>

2010 American Diabetes Association
Recommendations for Elderly Diabetics
“Older adults who are functional, cognitively intact and have significant 

life expectancy should receive DM treatment using goals developed for 

younger adults”

“HA1C goals less stringent than the general goal of 7% may be 

appropriate for patients with a history of severe hypoglycemia, 

limited life expectancy, advanced microvascular or macrovascular 

complications, extensive comorbid conditions, and those with 

longstanding diabetes in whom the general goal is difficult to attain.”

American Diabetes Association. Diabetes Care. 2010

FIGURE 1
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Antimisiaris, Girdler continued

tancy? The greatest risk of morbidity and 
mortality comes with the macrovascular 
complications of diabetes, including heart 
disease and stroke. Macrovascular com-
plications are observed in approximately 
80% of older diabetics and responsible 
for approximately 50-60% of diabetes 
related deaths.7 However, the time to 
benefit of glycemic control is prohibi-
tively long, especially in elderly patients. 
Therefore it is important to focus on 
control of hypertension and hyperlip-
idemia as well. In managing these risk 
factors, the estimated time to benefit 
is approximately two years but may be 
as short as six to twelve months.8,9 An 
important consideration is that the time 
to benefit data found in the literature 
is derived from a relatively young study 
cohort unlikely to have the same mix of 
medical and functional problems as any 
given elder you are treating. Again, it 
is important to individualize treatment 
while keeping the evidence in mind. 

Edna would likely benefit from appro-
priate blood pressure control if it is deter-
mined that her blood pressure medica-
tions can be managed alone or with help, 
that she is not significantly orthostatic, 
and that her blood pressure medications 
are not worsening her diabetes control 
(i.e. not masking signs of hypoglycemia or 
causing hyperglycemia). Lipid manage-
ment needs to be done in the context of 
the older patient who may have a decline 
in hypercholesterolemia due to decreased 
caloric intake and decreased endogenous 
production. Also important is to consider 
how the choice of statin can impact her 
level of muscle pain, which can impair her 
ADLs and exercise, and her cognition, as 
many can cross the blood-brain barrier.

What about microvascular complica-
tions? There is a striking lack of clinical 
evidence with respect to the elderly in 
terms of prevention of retinopathy, neu-
ropathy and nephropathy with intense 
glucose control. The Action in Diabetes 

and Vascular Disease (ADVANCE) trial, 
well-known for demonstrating slight 
benefit of intensive control on microvas-
cular disease but not on macrovascular 
disease, demonstrated approximately a 
20% decrease in albuminuria at 5 years 
and an impact seen at approximately 2 
years of tight control. It did not show 
a decrease in progression to worsening 
kidney disease.10 Alternately, the VADT 
study, at 5.6 years of follow up, demon-
strated minimal effects on microvascular 
complications. For our patient, tight con-
trol would not be beneficial given her age 
and the risk of hypoglycemia.

Patient Preferences: Usually this 
consideration centers on using the least 
number of medications at the lowest cost, 
and the least complicated dosing regi-
men. But it is also important to consider 
the patient’s attitudes towards treatment. 
Some patients would rather die than use 
insulin, and some patients do not compre-
hend or care about the problems associ-

•	Community	oriented	primary	care
•	Qualified,	experienced	team	of	healthcare	professionals
•	State-of-the-art	technology
•	Small	town	atmosphere
•	Affordable	living
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Risk of hypoglycemia Benefits/risks/pharmacology Special considerations in the elderly

Almost no hypoglycemia Can cause weight loss, also anorexia. FDA drug monograph warning about lactic acidosis, real risk not 
demonstrated in clinical trials. Studies seem to indicate safety in 
elderly, even those with some renal insufficiency.

Hypoglycemia Special caution with long-acting agents; 
glipizide preferred over glyburide due to its 
shorter duration of action.

Avoidance of any agent that can cause significant hypoglycemia is 
risky in isolated elders who have cognitive impairment who may 
forget to eat, or any elder who eats meals irregularly. Elders who 
take sulfonylureas have a 36 percent higher risk of hypoglycemia than 
younger patients. (Neumiller)

Glyburide should not be used in patients with CrCl<50ml/min and 
glipizide dose should be decreased 50 percent in patients with CrCl 
50ml/min.

Hypoglycemia (but less due to 
rapid onset and short duration 
of action)

Not often used. Similar to sulfonylureas 
with different binding site.

Dosed pre-prandial, useful in those who eat irregularly. Hepatically 
cleared, minimal amounts renally thus dose adjustment not necessary 
in those with renal impairment (except end stage renal disease).

Can be initial therapy choice in those elders who cannot tolerate 
metformin or sulfonylureas.

Not associated with 
hypoglycemia 

Improve insulin resistance and tissue 
sensitivity to insulin, can be used in renal 
impairment.

Limited use in elders due to propensity to cause edema and fluid 
retention and shouldn’t be used in patients with CHF. Also associated 
with increased fracture risk in women.

Not associated with 
hypoglycemia

Most effective for post prandial 
hyperglycemia. 

Limited use in elders due to high rates of diarrhea and flatulence. 
Avoid in patients with significant renal impairment.

Useful in overweight, fit individuals with 
weight related co-morbidities.

Limited use in elders due to significant weight loss. 10-40% report of 
nausea and vomiting with this class of drugs, not a good option for 
frail elders. Renal dosing.

Hypoglycemia Synthetic amylin analogue given at 
mealtime SC with insulin

Not commonly used in the elderly.

Minimal risk of hypoglycemia No dose adjustment for renal impairment Rarely used in elders due to expense. Long-term safety unclear and 
sparse data in elders.

Hypoglycemia less hypoglycemia with newer long acting 
insulin -can use with oral agents

Requires evaluation of patient or caregiver to provide good 
administration and management of dose and meals.
Avoid sliding scales. Renal dosing.

Biguanides: metformin

Sulfonylureas: glyburide and glipizide 

Meglitinides: repaglinide and nateglinide

Thiazolidinediones: pioglitazone (mainly since rosiglitazone use restricted by FDA)

Alpha-glycosidase inhibitors: acarbose and miglitol

Glucagon like peptide-1: exenatide, an incretin mimetic and liraglutide, a glucagon-like peptide 1 (GLP-1) analogue

Amylin analogue: pramlintide

Dipeptidyl-peptidase IV inhibitors: sitagliptin, saxagliptin, linagliptin

Insulin

continued on page 18 >>

TABLE 1
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ated with suboptimal control. It is impor-
tant to discuss and document all aspects of 
patient preferences, their ability to adhere 
to regimens, and any other patient-cen-
tered barriers to optimal diabetic care.

Medications
The selection of medications to use 

in an elder with diabetes is centered on 
avoidance of side effects and drug-drug 
or drug disease interactions. An addi-
tional consideration is the possibility of 
other medications causing or contributing 
to hyperglycemia. A list of medications 
known to contribute to hyperglycemia at 
the following reference: http://www.dlife.
com/diabetes/type-2/diabetes-treatment/
drugs-that-raise-blood-glucose. 

Table 1, on the previous page, summa-
rizes some of the risks and benefits associ-
ated with various diabetic medications.

Lastly, a few words on the various med-
ications used to manage the consequences 
of diabetes: statins, bone strengthening 
medications, ACE inhibitors, ARB agents 
and renin-blocking agents. The bone 
medications (except for denosumab and 
calcitonin) all require a renal adjustment 
or have renal contraindications. Of the 
statins, pravastatin is the least likely to 
cause cognitive or muscle side effects 
but also requires renal adjustment. ACE 
inhibitors, ARB agents and renin block-
ing agents have renal protective effects to 
a certain extent, but must be adjusted in 
advanced kidney disease. For most drugs 
in the elderly 80 years and older, consider 
that there has been little to no data col-
lected on octogenarians, especially frail 
octogenarians. Thus individualization and 
careful risk benefit consideration is the 

key to medication use for optimal out-
comes in this age group.

Summary
The care of elderly diabetics requires 

a balance between disease management 
goals and patient quality-of-life goals. 
Care should be taken in selection and 
dose of medications, giving consider-
ation to side effects and overall medica-
tion burden. Individualized care with the 
input of all concerned parties can lead to 
better adherence and tolerance, as well as 
patient satisfaction.
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Open Positions:

- Assistant or Associate Dean of Graduate    
  Medical Education

- Assistant or Associate Professor of Family                               
  Medicine

- - Assistant or Associate Professor of Osteopathic      
  Principles and Practices

- Assistant or Associate Professor of Microbiology

- Assistant or Associate Professor of Anatomy

The University of Pikeville is committed to providing equal employment opportunity 
to all qualified individuals without regard to race, ethnicity, gender, religion, national 
origin, marital or veteran status, sexual orientation, age, disability or any other 
characteristic protected by law, in all personnel actions.

Located in the heart of Appalachia, Kentucky 
College of Osteopathic Medicine provides an 
osteopathic medical education in a student-centered 
setting that emphasizes primary care, encourages 
research and promotes lifelong scholarly activity. In 
keeping with our mission, our graduates are 
committed to serving the health care needs of rural 
cocommunities in Kentucky and the Appalachian 
region.
 
Recognized for excellence by U.S. News & World 
Report, KYCOM has earned high marks among all 
medical schools in the nation, 
ranking 12th in rural medicine, 
second in the percentage of 
graduates who enter primary 
care and fifth in affordability 
among U.S. private medical 
schools.

The Coal Building, the home of the Kentucky College of 
Osteopathic Medicine, opened fall 2012. The $40 million 
facility includes a clinical skills training and evaluation center, 
research and teaching laboratories, an osteopathic manipulative 
medicine lab, classrooms, offices and student study spaces.

University of Pikeville
Kentucky College of Osteopathic Medicine
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Background
America’s rural areas are severely under-

served, with 20% of the U.S. population 
living in small towns, but only 9% of doctors 
practicing there.1  Family doctors distribute 
more evenly, with 22% practicing outside 
of urban areas.  The most effective meth-
ods for addressing this need are to facilitate 
medical school admission by students from 
rural areas and train them outside of urban 
areas.1  The effectiveness of this strategy is 
limited by the small number of successful 
rural applicants.  Pipeline programs facilitat-
ing academic preparation of rural students 
are promising, and once the students from 
small towns matriculate, they do as well as 
their urban counterparts in medical school.  
However, many rural students cite the length 
of training and the cost as significant barriers 
to their even considering medical school.2

One strategy to address this issue is to 
shorten medical school, saving an entire year 
of tuition while allowing entry into a paying 
residency position earlier.  An earlier “3+3” 
program that combined the fourth year of 
medical school with the first year of residency 
was very successful.  It was eventually halted 
by an ACGME decision that only graduates 
of medical school could be accepted into 
residency.  In 2005 the AAFP Commission 
on Education wrote to ACGME asking for 
reconsideration of this decision to no avail.

The idea reached national academic 
attention in 2006 with an essay by the 
Editor of Academic Medicine that made 
the case that financial barriers may exclude 
many students coming from families of 
modest means, the most likely to choose 
rural practice, from consideration of medi-
cal school.3  A companion editorial in the 
same journal suggested specific methods 
to shorten medical training to lessen these 
financial barriers.4 At the same time, a 
strategic planning process by the Kentucky 
Academy of Family Physicians supported a 
proposal for a 3-year track for rural prac-
tice, communicated in an editorial.5

In the academic setting, this option was 
discussed among the Dean’s staff at the 
University of Louisville School of Medicine 
(ULSOM) and the leadership of the Trover 
rural regional medical school campus6 with 
options for implementation considered.  
When Texas Tech announced in 2009 that 
they had received LCME (Liaison Committee 
on Medical Education) approval to institute 
such a track, the planning process began 
in earnest. The ULSOM Dean authorized 
the Senior Associate Dean for Education to 
convene a multi-specialty group including 
all the Academic Associate Deans to consider 
an accelerated track for primary care.  This 
work included review of published materials 
and personal discussions with leadership of 

William Crump, M.D., David L Wiegman, PhD, Steve Fricker

An Accelerated Track to Rural Practice:
An Option to Complete
Medical School in Three Years
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the schools experienced with accelerated 
tracks, including McMaster’s University, 
University of Calgary, Lake Erie College 
of Osteopathic Medicine, and Texas Tech 
University. The final recommendation 
was that this proposal be moved forward 
as soon as possible.

A formal application was submitted to 
the LCME, with final approval in March, 
2011 to begin the rural option for this 
accelerated track, based at the Trover 
rural campus in Madisonville. There was 
formal consideration for an urban under-
served option to be developed later.  The 
track was designated the Rural Medicine 
Accelerated Track (RMAT).  The struc-
ture did not change the basic science 
M-1 and M-2 years, except that the two-
month summer break after the M-1 year 
and the one-month break after the M-2 
year were incorporated into rural clinical 
rotations. These additions and allocation 
of all M-3 elective time to RMAT met 
the requirement for 130 weeks of medi-
cal education between matriculation and 
beginning residency.  The decision was 
made not to tie the RMAT to any specific 
residency program. The decision was also 
made to allow students to enter the track 
in the spring of the M-2 year rather than 
at admission. Those intending to apply 
for the RMAT would have participated 
in the summer activities prior to this 
decision point and either the student 
or the track director could suggest that 
the four-year option was better for this 
individual student. Waiting until this 
time provided a track record of both aca-
demic performance in medical school and 
demonstrated commitment to rural prac-
tice, making success more likely for the 
RMAT student. The first two students in 
the pilot began their first rural rotation 
(RMAT-1) in summer 2012. 

Rural Medicine Accelerated
Track (RMAT) Component
Descriptions
RMAT-1:

The first component of the RMAT is 
focused on a detailed analysis of a rural 
physician’s practice with an emphasis on 

continuity of care.  Most students consid-
ering the accelerated track will do RMAT-
1 at a location in or near their hometown 
during June after the first (M-1) year of 
medical school.  These students prepare 
chronic care notes on patients with a 
common chronic disease suggested by 
their preceptor, develop a brief manage-
ment protocol, follow-up with patients 
seen in the office, and prepare original 
patient education materials for their cho-
sen chronic condition that are suitable 
for continuing use in the practice.  In 
addition, the student completes a detailed 
county and practice assessment assisted by 
the preceptor and office staff.  

RMAT-2:
The second component of the RMAT 

is focused on patient education, commu-
nity assessment, anticipatory guidance 
for children, and physical examination 
skills.  Students complete this component 
as part of the Trover Campus Preclinical 
program during July after the M-1 year.  
This four-week program, which has now 
been operating for six years, includes 
a community-driven project that pro-
vides free school physicals to 6th grade 
students in two Health Professional 
Shortage Area (HPSA) counties near 
Madisonville.  The guidance materials 
and teaching props are produced by the 
RMAT-2 students working with Pre-med 
Trover Rural Scholars.  The RMAT-2 
students complete the physical exami-
nations under the supervision of certi-
fied Health Department nurses and a 
family physician.  Trover Scholars and 
Preclinical students jointly prepare and 
present a final report summarizing their 
findings from the examinations as well as 
the results of a county-wide community 
assessment.  This report is shared each 
year with key citizens in the county.  

RMAT-3:
RMAT-3 is a four-week experience at 

the end of the M-2 year that encompasses 
five of the eight goals of the existing M-3 
FM clerkship and is based in a rural com-
munity practice.

RMAT-4:
RMAT-4 is a four-week block in the 

new M-3 (final) year and is based on 
an existing elective in a student-led free 
clinic for working, low-income, unin-
sured families of Hopkins (Madisonville) 
and adjacent Webster Counties. RMAT-4 
takes what was a free clinic elective and 
makes it a requirement for the RMAT 
student.  Also, three of the eight goals of 
the existing M-3 Family Medicine clerk-
ship are moved into RMAT-4.  The elec-
tive was begun in 2006 and has focused on 
longitudinal continuity of outpatient care 
within a matrix of performance improve-
ment concepts using a simple electronic 
health record.  

RMAT-5:
The capstone of the RMAT is the six-

week clerkship (RMAT-5) at the end of 
the M-3 year.  This experience includes 
the goals of the existing four-week Family 
Medicine Acting Internship and allows the 
time needed for the students to review in 
preparation for USMLE Steps 2 CK and 
CS that are taken during this rotation.

Issues With Implementation
For those considering adding an accel-

erated track option, this six-year planning 
process taught us some lessons. First, 
institutional commitment is key. The 
ULSOM Dean initiated the process, and 
tasked the Senior Dean for Education 
at the main campus to obtain input and 
advice from all key academic leaders.  A 
16-month process then ensued including 
multiple meetings of the champions of 
the idea with all leaders of primary care 
on the main campus.  A separate meeting 
was held with key family medicine faculty, 
ultimately resulting in endorsement by the 
chair.  With the current interest in extend-
ing family medicine residency training 
beyond 3 years, some saw shortening 
medical school as an attractive option.  
Others expressed concern that if the accel-
erated curriculum were confined to those 
seeking a family medicine residency, the 
prestige of the discipline in the academic 

continued on page 22 >>
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center could be damaged.  When all con-
cerns were addressed, the final proposal 
was submitted to the LCME.

Secondly, there is the issue of recruit-
ment of students.  Initially, we thought it 
may be difficult to find many medical stu-
dents motivated to undertake the RMAT. 
It requires a mature student who is sure 
of specialty choice and comfortable with 
the high probability of matching with a 
regional residency.  Subsequently, several 
students have indicated that the opportuni-
ty to “just move once” from Louisville and 
spend the last four years in Madisonville 
is very attractive to them.  For students 
concerned with mounting debt, the oppor-
tunity to save one year of tuition cost while 
earning a PG-1 income is also very attrac-
tive – a net gain of about $100,000.  

The issue of limitation of residency 
choice was also a concern.  Most acceler-
ated programs assume that their graduates 
will stay in the residency associated with 
the campus, but some do not.  The accel-
erated graduates clearly have an advan-
tage in their local residency, as they 
are “known quantities.”  If the student 
decides during the M-3 year that they 
want to match elsewhere, even potentially 
in a different specialty, they may be at a 
competitive disadvantage.  

From a Residency Program Director’s 
perspective, these students’ USMLE step 
2 scores will not be available as the match 
list is completed and their accelerated 
clinical experience may be poorly under-
stood.  Directors interviewed reported 
that when considering accelerated gradu-

ates they will place more emphasis on 
clinical grades and shelf exam scores from 
the M-3 year, and one indicated he would 
place more emphasis on USMLE step 1 
scores.  The RMAT graduate who choos-
es a very competitive FM program outside 
of the region or in another specialty may 
not be viewed as positively as a graduate 
from a U.S. school with a traditional four-
year curriculum.  Potential RMAT par-
ticipants are advised of this in advance of 
their decision to participate, and adequate 

time is provided for interviewing at other 
programs in the fall of the M-3 year.  If 
their career plans change significantly, 
they have the option of returning to the 
four-year curriculum.

Conclusion
With heightened awareness of the need 

for more primary care doctors and the 
focus on maldistribution of physicians, the 
timing is right for innovative methods of 
producing more rural physicians.  RMAT 
may be a path for rural students from fami-
lies of modest means who otherwise may 
have chosen another career to complete 
medical school and practice near home.  
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