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Patty swiney, M
M.D. , PRESIDENT

message
g
from Your

President

One More
Time…
It is hard to believe that this is my last article as president in the Journal. It has been quite a year! Mostly it
has been a learning experience – I’ve had to learn to budget my time much more closely than I was before. And
I’ve learned to pack more efﬁciently, but I don’t think that will ever be my area of excellence! I’ve really enjoyed
working with the staff of KAFP and meeting new Family Physicians from Kentucky and around the US. I have
learned an amazing amount of information on boards and governance and how an organization really works.
And it has been eye-opening to see what changes we can make for the good by working together with a plan,
both at the state and national levels.
Many of the leaders of the KAFP have been working for a very long time to impact the future of Family
Medicine and the healthcare environment. They have been very involved in advocating for our specialty and for
us as the primary providers for our patients. Once upon a time, they too took that very ﬁrst step to be involved
in the Kentucky Academy. This year I have tried to focus my attention on increasing our membership and on
making the KAFP more accessible or “friendly” as we need some fresh ideas to better align ourselves with the
changing landscapes. Quite frankly, no one is showing up for the business meetings – rarely district directors
and certainly not delegates. We need YOUR involvement to
continue what was started. And that’s why the KAFP needs to
Why
h push to change
make a few changes in how things are done.
By no means does anyone want to discount where we’ve been
or those who established our current organization. But we need
to a
an All-Member Open
to think outside of the box so that the KAFP will be here in the
future to continue advocating for us and being of value to our
Business Meeting, and thus
members. We need to be of use to younger members. Depending
on which decade you became a family physician, you might even
disso
olve the Congress?
say the KAFP needs to “get some groove back” or inject some
“cool factor” into the way we do things. Maybe we just need to be
Because by limiting who
a little more “hip.” (I hope my kids read this – it’s a mom’s job to
embarrass them!) That’s why you received a survey this summer
can be involved, we
c
about changing our current Congress of Delegates annual
meeting to an All-Member Open Business Meeting concept.
effectiv
vely close the KAFP
Thank you for responding and for your comments. The concerns
that were expressed are being addressed in the reorganization of
to new
w Family Physicians.
this new system. It was overwhelmingly in favor of changing to
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the All-Member concept and this is what will be proposed at the Annual Meeting in November. The Congress of Delegates will still
meet, and the Delegates that attend representing their Districts will vote on the proposed changes to the Bylaws.
Why do this? Why push to change to an All-Member Open Business Meeting, and thus dissolve the Congress? Because by limiting
who can be involved, we effectively close the KAFP to new Family Physicians. If we want to further Family Medicine we have to do
it together with fresh and innovative members and with new perceptions of who we are. The KAFP leaders want to be open to new
possibilities. The dictum that “Once you’ve seen one Family Practice you’ve seen them all,” is no longer true. We practice Direct Care,
Concierge Medicine, Urgent Care, Emergency Medicine, Patient Centered Medical Home, Sports Medicine, and Hospital Medicine.
The one-size-ﬁts-all standard no longer applies, and we need input from those in the trenches. And to get that input we need to make
it easier for you to be involved and have a say in the direction of your Academy.
How will it work? Anyone who is an Active, Life, Student, or Resident Member attending the Annual Assembly, or who comes to
the Business Meeting only, will be able to vote on resolutions, express their views and affect where and how Family Medicine goes into
the future. Every KAFP member will have a voice. And hopefully, increased participation will make the KAFP a more active, more
visible, and stronger organization. Plus, your participation helps us ﬁnd the future leaders of the Academy. We need your skills and talents
to take ownership of Family Medicine and give value to being a member of KAFP.
We really want to see you at the Annual Meeting in November. Your President-Elect has worked very hard to make those three
days a valuable experience and to keep us up to date and current. And as we learned at the AAFP’s Annual Leadership Forum, we’ve got
to make it fun! It can be a time for YOU – a time to connect with colleagues, acquaint yourself with new colleagues, and take a break
from your routine. This isn’t your momma’s KAFP anymore! There will be workshops on skin biopsies and spirometry, and I am very
excited about our social media set up. We’ve got Hepatitis C updates and a workshop on how to be mindful during our day. Does anyone
else need to get some mandated CME? We’ve got you covered! Do you ever wonder what all those name badge ribbons mean and
how some people seem to have enough ribbons to hang down to their waists? Come get your own set of ribbons and see what others’
REALLY say! And this may be your last chance to be a Delegate. Come serve as a Delegate for your District and have the opportunity
to jumpstart your involvement and begin making changes.
It truly is an exciting time of change at KAFP and a great time to be a Family Physician. America may ﬁnally realize just how much
they need us!
There are so many Led Zeppelin lyrics I could leave with you this last time, and because it’s too hard to choose, I will leave you with
a few. Thanks for giving me the opportunity to be your President. It’s been a hectic year, but it’s been a blast. See you in November.

So if you wake up with the sunrise, and all your dreams are still as new,
And happiness is what you need so bad, the answer lies with you.
-What Is and What Should Never Be

Why don’t you take a good look at yourself and describe what you see,
And….do you like it?
There you sit, sitting spare like a book on a shelf rustin’
….I know that it’s all a state of mind.
-Misty Mountain Hop

Leaves are falling all around, it’s time I was on my way
Thanks to you, I’m much obliged for such a pleasant stay
But now it’s time for me to go. The autumn moon lights my way
….but I know I’ve got one thing I’ve got to do…
Ramble on, And now’s the time, the time is now.
-Ramble On
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KENTUCKY ACADEMY OF FAMILY PHYSICIANS

ALL BUSINESS MEETING RESOLUTION

Sponsored by: Patricia “Patty” A. Swiney, MD; Ron Waldridge, MD, II;
Melissa Zook, MD; John Darnell, Jr., MD; Lisa Corum, MD; William “Chuck” Thornbury, MD

Submitted: October 1, 2014

WHEREAS, the Kentucky Academy of Family Physicians desires to increase
membership participation in the business activities of the chapter; and
WHEREAS, the Kentucky Academy of Family Physicians has used a Congress of
Delegates with elected representatives from geographic areas to serve as the body that
administers the control of the chapter; and
WHEREAS, the concept of electing delegates is laborious and carries with it
negative perceptions among members resulting in fewer members electing to be
delegates and participating in the Kentucky Academy of Family Physician’s Congress of
Delegates; and
WHEREAS, the majority of state chapters have moved from a Congress of Delegates
to an All Member Business Meeting to accommodate an open administrative and business
process to all members; and
WHEREAS, the All Members Business Meeting is open to all paid members of the
chapter to vote and participate in the administrative process of the meeting similar to the
activates and duties once performed by elected geographic delegates; and
WHEREAS, these chapters that have an All Member Business Meeting ﬁnd that it
increases participation among all members; and
RESOLVED, that the Kentucky Academy of Family Physician replace the Congress of
Delegates with an All Members Business Meeting; and
RESOLVED, that the Kentucky Academy of Family Physicians direct its Board of
Directors to revise the existing bylaws to accommodate the change to an All Members
Business Meeting.1

NOTE: THIS RESOLUTION WILL BE VOTED ON AT THE KENTUCKY ACADEMY OF FAMILY PHYSICIANS’
ANNUAL MEETING AT THE CAMPBELL HOUSE IN LEXINGTON ON FRIDAY NOVEMBER 14, 2014 AT 11:30AM
1
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ACCELERATED RURAL MEDICAL EDUCATION PROGRAM

Graduates First Physician
Ashley Flanary Jessup, 24, intends to return to practice in
hometown Benton, Ky.
Ashley Flanary Jessup always
wanted to be a doctor when she
grew up. She just never imagined
that along the way she would blaze
a new trail for medical education in
Kentucky. Growing up in the small
rural town of Benton, Ky., Jessup
didn’t ﬁt the typical demographic for
a medical school candidate. But she
held on to her dream and now, at age
24, that determination has paid off.
When Jessup received her
medical degree in June, the
University of Louisville celebrated
not only her success, but a historic
ﬁrst when Jessup became the ﬁrst
person to graduate the School
of Medicine’s Rural Medical
Dr. Ashley Jessup, ﬁrst RMAT graduate,
Accelerated Track program, or
receiving her diploma from D
Dr. Toni Ganzel,
RMAT. This new program enables
Dean, ULSOM
students to ﬁnish medical school in
three years, reducing cost and time
commitments for rural students who
plan to open practices in small towns in Kentucky.
Rural doctors are desperately needed in the
United States. Nationwide, 20 percent of the U.S.
population is living in small towns or far away from
big cities, but only 9 percent of physicians practice
in those rural areas. Family doctors are distributed
more evenly, with 22 percent practicing outside large
cities, but the need is still greater. Proponents of the
RMAT model hope that more successes like Jessup’s
will pave the way for more doctors to go where they
are needed.
William Crump, M.D., associate dean of the
Trover Campus of the University of Louisville School
of Medicine, says that outcome is likely, considering
Kentucky’s numbers. He stressed that “most of the
counties in Kentucky that are underserved are only
underserved by an average of 1.5 full-time equivalent
positions. This means that placing one or two more
physicians permanently in a county may move it
from being an underserved to an adequately served
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county. It’s hard enough to recruit a doctor to a small
town. The key is to ﬁnd one who ﬁts the community
and will stay long-term.”
The idea for an accelerated medical track gained
national attention in 2006 with an essay by the editor
of Academic Medicine, an internationally renowned
medical journal. The essay made the case that
ﬁnancial barriers may keep many students coming
from families with more modest incomes—the ones
most likely to choose a rural medical path—from
considering medical school. At the same time, a
strategic planning process by Kentucky Academy
of Family Physicians supported a proposal for a
three-year track to rural practice. The University of
Louisville began the planning process in 2009.
Crump says the RMAT program will deﬁnitely
help Kentucky’s shortage of doctors and healthcare
providers in rural areas. In his opinion, “The best
way to get a doctor to a rural area is to get a medical
student from a rural area.” The program channels
students from small towns that truly want to study
family medicine, and then keeps them in that channel.
And it is the ﬁrst in our region.
Students in the RMAT have the same required
curriculum as traditional four-year medical students,
but it is condensed into three years with an emphasis
on rural practice. The program begins with a fourweek experience in a rural community practice near
the student’s home done just after the ﬁrst year of
medical school. It also includes a six-week Family
Medicine Acting Internship on a busy hospital
teaching service in Madisonville during the middle of
the third (and ﬁnal) year. They take step 2 CK and
CS in the spring of their third year.
Jessup says the program was fast-paced, but
manageable. “At ﬁrst glance, it sounds overwhelming,
but if you take things one step at a time, it isn’t.” In
fact, Jessup was able to ﬁnd the time to get married
during her time in the RMAT program. She says the
biggest advantage of the program was the ﬁnancial
aspect. “One less year of school means one less
continued on page 10
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year of tuition, and I was ﬁnished one year
sooner,” she said.
Denying the label of a trailblazer, Jessup
gives the credit to others. “I would consider
all of the faculty and staff who envisioned the
program as the trailblazers,” she said. “They
laid the plans for me and made it all possible.”
She simply says she worked hard and did
what every other medical student does—
just in a smaller amount of time. She views
herself as just another kid who dreamed of

Dr. Ashley Jessup, ﬁrst RMAT graduate, discussing the implementation of the Patient Centered
Medical Home concept in her residency at Baptist Health Madisonville with Dr. Bill Crump.

Most of those programs require grads
to move right into the Family Medicine
residency at the site of the medical school
campus, with no ability to interview other
places and go through the match. We
made a decision early on that we would
not limit RMAT grads to specialty or site.

becoming a doctor, and hopes that more will
follow in her footsteps at UofL.
Crump says students who have chosen
to take the accelerated path have done very
well with the course load despite initial fears
to the contrary. “Even though the program
is stressful and does not leave much wiggle
room, students who are focused and efﬁcient
will succeed,” he says. Two second-year
medical students have ﬁnished eight weeks
of clinical rotations and Crump says several
ﬁrst-year students have expressed an interest
in the program.
In Crump’s view, the RMAT program
has had an amazing start. “I tend to think of
it as my ‘baby’,” he says. “When we started
in 2006, we had a vision, and we have seen
that vision come true. We have overcome the
doubters and the skeptics. The former and
current Deans were both vocal advocates for
the approval of our program. When we were
approved for accreditation in 2011, we were
the second program in the country to be
approved. There are now 14 other medical
schools that have such accelerated programs,
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but Trover is the only one with a rural focus.”
“Most of those programs require grads
to move right into the Family Medicine
residency at the site of the medical school
campus, with no ability to interview other
places and go through the match. We made
a decision early on that we would not limit
RMAT grads to specialty or site. RMAT
students interview and go through the match
like anyone else, just during their third year.
This means that program directors have to
decide whether to rank RMAT students
before Step 2 scores are available. In these
students’ Dean’s letters, we highlight that
they have had eight weeks of clinical rotations
before the beginning of the third year as well
as eight weeks each of internal medicine and
surgery during the third year. The grades
and shelf exam scores from these rotations
should be good predictors of the likelihood
of passing step 2.”
“Our program also allows the RMAT
student to move back to the 4-year
curriculum any time prior to entering the
match during the third year. If an RMAT

student has a signiﬁcant illness, academic
difﬁculty, or decides along the way that
rural Family Medicine is not for them, they
can transition back to the four-year path.
Another unique aspect of our program is
when the decision to enter RMAT must be
made. Most accelerated programs admit
the student to the program as they begin
medical school. This naturally leads the
admissions staff to choose students with
higher grades and MCATs to ‘hedge their
bet’ that the student will be able to succeed
with an accelerated schedule. However, this
approach may exclude the ‘late bloomers’
who have all the predictors of successful
small town practice, but maybe not the best
grades. Students apply for RMAT during the
spring of their second year of medical school,
and the selection committee then has three
semesters of basic science performance and
evaluations from eight weeks of rural clinical
rotations to serve as a basis for the decision.”
Jessup says she is proof of the RMAT
program’s success. With her successful
graduation from UofL’s program, Jessup
hopes to return to her hometown of Benton
to begin her practice after her residency in
Madisonville. She says she is very excited
to have the chance to make a difference
in her community, and is optimistic about
the program’s future. “We wanted to make
the RMAT successful, and we all worked
together to make it happen.”
Sarah Bode at ULSOM Ofﬁce of
Communications and Marketing wrote the ﬁrst
version of this story.
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BY R . BRENT WRIGHT, MD, MMM, M ALLIK ARJUN SAM ALA, MD, MPH, PH.D.

Disrupting the
telemedicine paradigm:
Google Glass in healthcare
Background

For decades we have been challenged to design
a new healthcare system that will deliver care that is
both high quality and low cost. The Affordable Care
Act has given legislative direction to the healthcare
system of the future. Technology designed to enable
ﬂuidity of information exchange across the healthcare
continuum currently exists, but we ﬁnd ourselves within
a quagmire of patchworked software solutions that
does not deliver its promise of seamlessly connected
information exchange.
Like rest of the world, the United States has a
growing elderly population. By 2050, the United States
population is expected to grow to 400 million, from
the 317 million of today.1 The population above 65
years of age is expected to increase from 43 million
in 2012 to 92 million by 2060. The population above
85 years of age, who require the most healthcare, is
expected to increase to 18.2 million by 2060 from
the 5.9 million of today.2 The aging population will
have an impact on shifting healthcare towards chronic
disease management through long-term services such
as nursing home, home health, personal care, and adult
day care.
Estimates from the National Health Interview
Survey in 2012 showed that half of U.S. adults have at
least one chronic condition and one in four adults have
multiple chronic conditions.3 According to Centers for
Medicare and Medicaid Services, the healthcare cost in
the U.S. is expected to increase from 3 trillion dollars in
2013 to 5 trillion dollars by 2022.4 The Association of
American Medical Colleges in 2008 projected that there
will be a shortage of 124,000 physicians by 2025, 46,000
of whom will be primary care physicians.5
Telemedicine has for years shown promise in
connecting patients and providers from different
locations through video connectivity, and is considered
to be a viable option for enhanced healthcare delivery,6
but the universality of telemedicine has not been
realized throughout all of medicine. Statistics from the
American Telemedicine Association show that there are
more than 200 telemedicine networks connecting 2000
healthcare institutions across the United States and
the approximate total cost of a telemedicine encounter
is $35, which is equal to the co-pay of a major health
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visit.7 By utilizing telemedicine, medical personnel can
deliver patient care in a volume that far exceeds face
to face care,8 but numerous barriers have existed such
as cost and administrative buy-in. Even though the
U.S. government is spending $240 million per year on
telemedicine9 and telemedicine promises greater access,
adoption and execution of telemedicine practices into
the current healthcare system has been suboptimal
with varied distribution.10,11 Use of telemedicine in
healthcare is time consuming and more cumbersome as
it requires additional effort and technical expertise. The
equipment is massive, requires more space to use in the
ofﬁce, and appears chaotic with added connections.11
Unfortunately, traditional telemedicine design prevents
a seamless workﬂow and there has not been a solution
that is low cost, mobile, and wearable until now.
Introduction

Glass, made by Google, is a wearable technology
in the form of eyeglasses that offers media collection,
photo and video, as well as internet connectivity. It is this
connectivity that offers great promise. The University
of Louisville/Glasgow Family Medicine Residency in
January of 2014 obtained this wearable technology to
assess for potential beneﬁts in patient care. Faculty,
Residents, and Staff were given opportunity to wear
and comment regarding the functionality of Glass and
discuss the possibility for patient care. The following
were found to be possibilities and challenges for utilizing
Glass within healthcare.
Possibilities

Telemedicine
Telemedicine appears to be the biggest opportunity
for use of Glass in healthcare with its hands free,
video recording and transmitting capabilities in a form
that is more part of rather than an adjunct to the
provider. Telemedicine with Glass promises to provide
a higher quality, lower cost, virtual medicine for the
future. In utilizing an existing product, eyeglasses, Glass
incorporates itself into the workﬂow by being easily
worn by the caregiver. Current telemedicine equipment
is an expensive commodity that has been seen as a
tool to deliver specialty care. The potential ubiquity
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of Glass allows us to expand our view of
telemedicine to one of telepresence.
Telepresence
Telepresence uses technology to
create a sense of presence over distance.
Glass can be used to perform surgeries
by telepresence.12 A general surgeon in
a remote area can be assisted by a more
specialized surgeon in an urban center
with the help of Glass. Telepresence
has been successfully conducted within
United States and globally. Glass has
successfully been used to train medical
students and residents.13 Telepresence
moves beyond connectivity mediated by
specialized equipment to accessibility for
procedural and educational intervention.
Glass is a tool to decrease waiting time,
which is the waste of our most precious
commodity.
Telehealth
What Glass allows us to do is to
think more broadly on how we connect
within healthcare. Telehealth needs to
be viewed as healthcare communication
that is immediate and robust, existing to
connect medical homes and form medical
neighborhoods. Glass needs to be viewed
as a tool, much like a blood pressure
cuff or otoscope to deliver healthcare.
Health Departments can record and send
video and pictures for comment and
consultation from experts in neighboring
communities or institutions across the
nation. Glass gives us new possibilities
to reexamine multiple processes in
healthcare.
Proposed use cases

In evaluating the use of Glass in the
care environment, the members of the
residency community within Glasgow
offered the following ideas:
• Long-term Care: Physician can
interact with a nursing home patient
without interrupting their clinic
schedule with the help of someone
at the facility using Glass. Providers
of various skills can utilize Glass
from the Long Term Care setting
to present patient information
JOURNAL
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to experienced clinicians. Nursing
home personnel would have the
ability to connect with emergency or
other personnel with ease.
Home Care: Home Health agencies
could connect or record elements
of exam to review later with their
consulting physician. Attendants
with questions regarding wound care
or other procedural service could
have real time, virtual guidance by
experts thereby reducing the need for
inconvenience to family and patient.
Emergency Medical Services (EMS):
EMS technician can videotape
or scan the incident and interact
with ER physician so that the ER
can prepare and categorize their
incoming patients. Glass has the
potential to bring the Emergency
Physician or Trauma Surgeon to the
disaster scene for guidance of on the
scene personnel.
Wound Care: Wounds need to be
monitored on a continued basis for
improvement and treatment changes.
Family, aides, or others could connect
via Glass to Wound Care centers for
monitoring and guidance, reducing
the travel and cost associated with
direct encounters.
Telemedicine: There exists the
capability of connecting team
members who are practicing across
different systems. If two individuals
are in different care settings, they
can consult via Glass, promoting
efﬁciency.
eVisits: The cost of Glass is such
that caretakers could use the device
to connect with physicians or other
providers, reducing the necessity for
travel and unnecessary face to face
visits.

Challenges

Adoption
Any new technology will face adoption
challenges. The use of the test unit

SVMIC Declares
$10.0 M Dividend
SVMIC
CELEBRATES 31
YEARS OF
EXCELLENCE
BRENTWOOD, TN – State Volunteer Mutual Insurance Company
(SVMIC) has again received an “A”
(Excellent) financial strength rating
from A.M. Best Company. SVMIC
has maintained an “A” or better
rating for more than 30 years.
“SVMIC is committed to supporting our policyholders through the
uncertainties they face now and in
the future. Maintaining financial
strength is a key to achieving this
goal. We are very pleased that
A.M. Best has again recognized our
success in this area through
reaffirming our A rating,” said
John Mize, Chief Executive Officer.
The A.M. Best Company is the
oldest, most experienced rating
agency in the world and has been
reporting on the financial condition
of insurance companies since 1899.
The Best’s Financial Strength
Rating is an independent opinion
of an insurer’s financial strength
and ability to meet its insurance
obligations.
Founded in 1975, SVMIC is one of
the largest and most successful
insurance companies of its kind,
insuring physicians and surgeons
in Tennessee, Arkansas, Kentucky,
Virginia, Alabama, Mississippi,
and Georgia.

For additional information, call
SVMIC at (800) 342-2239, email
svmic@svmic.com, or visit our
website at svmic.com.
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showed that while there is great promise,
the quality of video and photo capture will
have to be improved for wider acceptance.
This does not mean that we should discount
this technology; as we have all experienced,
technology will advance and improve.
Our challenge in healthcare is to identify
and formulate improvement before others
within the industry make assumptions
regarding our current needs.
Security/Conﬁdentiality
As with any technology used for
patient care, there are concerns regarding
security and conﬁdentiality. There is
clear opportunity for companies to create
applications that are secure for the delivery
of telemedicine solutions using Glass.
Secure applications will need to be piloted as
they are developed for the market.
Efﬁciency
Use of Glass in healthcare has shown
promise for efﬁciency and safety in areas
like wound care, anesthesiology, surgery,
intensive care, cardiology, pediatric surgery
and emergency care.14-17 Healthcare has to
learn to be efﬁcient and Glass holds promise,
but there is a need for further development
in areas such as privacy, video quality
and streaming. Additionally application
development will aid its ultimate best use
and adoption.
EMR/EHR integration
Glass prepares for market at a time
when many physicians are frustrated with
the current roll out of Electronic Medical
Records and meaningful use. If applications
for Glass are developed to promote better
use of electronic records, there may be a
way to increase its use within the ofﬁce
environment.
Cost
Currently America is spending 3 trillion
dollars per year on healthcare and is expected
to increase in the future4. According to a
recent report, implementation of Glass in
fall injuries management in older population
will reduce healthcare costs to the
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government by 30 billion dollars per year.18
Even though it is relatively expensive to
buy Glass currently ($1500), the advantages
will make Glass a cost-effective technology
for future healthcare delivery. Remember
that Glass is much less expensive than early
telemedicine technology which cost well
above $50,000 for one unit.

Summary & Conclusion

The development of wearable technology
is changing the promise of telemedicine
in a way that makes remote delivery of
healthcare ﬂuid, efﬁcient, and practical.
Some of the hospitals in the U.S. have
already brought Glass into their practice.
Some hospitals like Rhode Island, Beth
Israel Deaconess Medical Center, and UCIrvine Medical center have started pilot
projects on the use of Google Glass in the
Emergency Room and Indiana University
Medical Center is using it in the Surgery
Department.19, 20 More pilot projects should
be conducted to explore the further beneﬁts
of Glass in healthcare.
The consensus conclusion of the
Glasgow Residency was that Glass and
other augmented reality devices need
further evaluation for use in healthcare and
have particular promise to Rural Health for
the connection of patients with providers.
Thought leaders in health information
technology have called for this area to be
exercised further.21
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TRAINING CHIEF RESIDENTS
IN GERIATRIC MEDICINE
University of Louisville Geriatrics, part
of the Department of Family and Geriatric
Medicine, received a grant to train Chief
Residents in the care of older adults. This
grant was supported by the Donald W.
Reynolds Foundation, Hearst Foundations,
and The John A. Hartford Foundation.
The Chief Resident Immersion Training
Program (CRIT) was co-sponsored by
the Association of Directors of Geriatric
Academic Programs and Boston Medical
Center. CRIT participants included chief
residents, residency program directors

It was felt by all that CRIT
has had a positive impact.
Communication between the
geriatric medicine faculty
and faculty and residents
in other departments has
increased.

responsible for training in surgical and
medical specialties, and Geriatric and
Internal Medicine faculty to facilitate
the course. The program brought these
individuals together for an intensive twoday program focused on:
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1. incorporating geriatrics principles
into chief resident teaching and
administrative roles;
2. developing
teaching
and
leadership skills with a focus on
the care of complex older patients;
3. enhancing leadership and teaching
skills that are necessary for a
successful term as chief resident;
4. enhancing abilities to collaborate
with other disciplines in the
management of complex older
patients;
5. and developing an achievable
action project focused on a
geriatrics care issue to be carried
out during the chief residency
year.
CRIT consisted of a retreat held
at French Lick Resort in French Lick,
Indiana on June 7-8, 2014. About an hour
away from Louisville, it was felt to be
far enough away from clinical duties to
focus on learning geriatric medicine and
leadership skills, but close enough for
ease in logistical planning and costs. The
atmosphere allowed for the participants to
associate geriatric medicine with a pleasant
experience and allowed families a chance to
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enjoy the free time and social events.
Geriatric medicine faculty presented
the geriatric medicine content and
Internal Medicine faculty presented
the teaching and leadership skills
content.
The program was well attended.
Thirteen chiefs and ten program
directors attended the conference.
Nine University of Louisville faculty
members were present to teach the
material. The specialties represented
included:
Emergency
Medicine,
Family Medicine (both the Louisville
and
Glasgow
sites),
Internal
Medicine, Otolaryngology, General
Surgery, Dermatology, Medicine/
Pediatrics,
Podiatry,
Radiation
Oncology, Urology, and Psychiatry.
The
material
presented
was
standardized (from a set curriculum),
and consisted of core geriatrics
principles and leadership and
teaching skills. Through breakout
sessions, and during time to work on
action projects, the participants had
the opportunity to learn from each
other and share diverse perspectives
on caring for older adults. They also
had the opportunity to discuss and
reflect on the special challenges that
all providers face in caring for this
population.

As mentioned above, the Glasgow
Residency
program
participated
in CRIT as well. This further
disseminates
information
about
geriatric medicine throughout the
Commonwealth of Kentucky. In the
future, the goal is to include the
other Family Medicine residencies
throughout the state.

Action Projects

Each chief resident designed a
preliminary action project during
the retreat weekend and was paired
with a Geriatric Medicine faculty
or other designated faculty advisor
to ensure completion of their action
project over a six-month period. The
project ideas covered educational
intervention, diagnosis or systemsbased issues. Specific projects such

as advance care planning, cancer,
cognitive disorder, delirium, gait
disorder, polypharmacy and pressure
ulcers were designed to address
various patient care settings. The
ongoing role of the faculty will be to
advocate with the Chair or Program
Director for each department to
ensure the sustainability of the
project.
Existing forums will be used to
disseminate the knowledge garnered
through the chief resident action
projects. Each department at the
university has didactic sessions, grand
rounds, and journal clubs. UofL
Geriatrics will ask each participating
department/division to select at least
one of these forums for the CRIT
project presentation. The chiefs will
continued on page 18

Impact of the program

It was felt by all that CRIT has had
a positive impact. Communication
between the geriatric medicine
faculty and faculty and residents in
other departments has increased.
There are approximately 215
residents throughout all departments
at the UofL School of Medicine,
and all have a teaching role with
medical students. Educating the
chief residents extends the reach
of this program to the residents at
large, thereby greatly influencing
the number of medical students who
are educated about geriatrics.
JOURNAL
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continued from page 17

also present their CRIT projects
at the UofL Geriatrics Annual
Symposium – a one day regional
geriatric medicine meeting.
Sustainability

The CRIT retreat will occur again
in 2015 due in a large part to grant
funding. The plan is to sustain CRIT
in 2016 and beyond with funding
from UofL’s Graduate Medical
Education office, the Undergraduate
Medical Education office, and the
UofL Geriatric Medicine Advisory
Board.
Given the aging population and
limited numbers of geriatricians,
training all physicians about caring
for frail elders is an imperative task.
CRIT allows the dissemination of
geriatric principles to physicians
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in various specialties and at
various levels of training – chief
residents and program directors
directly, and residents and medical
students indirectly. In this way,
geriatric medicine principles will
be propagated to current and future
physicians. In addition, the hope is
that early exposure to best practices
for caring for frail elders will spark
interest in geriatric medicine as a
specialty for developing physicians.
Beyond geriatric medicine, CRIT
also imparts practical leadership and
educational, thereby training young
physicians to be leaders in their
respective fields. These educational
endeavors have great potential to
profoundly influence the practice of
all areas of medicine through cultural
change regarding patient-centered
care of frail elders.

Personal reflection by Dr.
Neil Patil, chief resident,
UofL Family Medicine
Residency

Merriam-Webster defines the act
of immersing as “instruction based on
extensive exposure to surroundings or
conditions that are native or pertinent
to the object of study.” The CRIT
retreat was a perfect opportunity to
immerse a wide variety of residents
from different specialties in the
importance and complexities of care
for Geriatric patients.
As one of the chief residents in
attendance, I was able to see firsthand
the impact this program had not only
on me but also on my colleagues from
UofL. From the lectures, to the small
groups work shops, to the action
plans, I was consistently impressed by
the reception from the group and the
relevance to our work in the hospitals
and clinics. Most valuable was the
vast knowledge the faculty provided
as well as the perspectives shared
by physicians from the represented
specialties. I learned many valuable
lessons that I have already begun
to share with the residents in my
program. I also continue to work
with chief residents from other
departments to make the university
as a whole collectively more aware of
the current guidelines when dealing
with the aging population.
From my perspective, CRIT
has shown great potential to have
a lasting educational impact. It
provides residents with knowledge
and clinical skills to adequately care
for our geriatric patients and will
be a great opportunity to establish
a strong foundation for residents in
the years to come. I was honored to
participate, and I recommend the
future chief residents and faculty to
take advantage as well.
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PH YS ICI A N A S S I S TANT
The Orthopaedic Institute provides care for every
subspecialty area of orthopaedics including total
joint reconstruction, shoulder & knee, hand & wrist,
sports medicine/arthroscopy, back & neck, foot &
ankle and general orthopaedics. At The Orthopaedic
Institute, the physician support and ancillary staff are
dedicated professionals who work together to
provide you with exceptional care and return you to
your normal activities as soon as medically possible.
Along with our specialty clinics, we also have the
most advanced diagnostic equipment as well as the
regions premier rehabilitation specialists. The fact
that we provide only orthopaedic services has
allowed our rehabilitation team to become experts in
the field. The level of care and service provided at
The Orthopaedic Institute is unsurpassed in this
region as proven by our patients consistently
providing us with the highest marks in patient
satisfaction and overall medical experience.
The Orthopaedic Institute of Southern Illinois and
Western Kentucky….One Company….Two
Divisions….One Mission
“To be the region’s premier orthopaedic center;
providing patient-first, comprehensive, state-of-the-art
musculoskeletal care in an honest and ethical
manner.”

We are seeking to recruit full-time Physician Assistants for both our western Kentucky and southern Illinois
locations.
Qualified applicants must be certified with some surgical experience. Position includes surgical assisting, clinic
responsibilities and emergency department coverage.
Highly competitive salary and very generous bonus structure offered. Generous CME and great benefits package
available.

THE ORTHOPAEDIC INSTITUTE

ATTN: HR
510 LINCOLN DRIVE
HERRIN, IL 62948
FAX IT TO 618-998-9124, ATTN: HR
ILLINOIS OPENINGS: EMAIL TO KTROUTT@ORTHOPAEDICINSTITUTE.COM
KENTUCKY OPENINGS: EMAIL TO CWALKER@ORTHOPAEDICINSTITUTE.COM

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, 2015
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 ● Madisonville, KY 42431
270.824.3440 ● PSLRP@bhsi.com
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BY BENJAMIN RISNER, MD, MPH AND SAR AH MOYER, MD, MPH

Louisville Health Department
reduces clinical services –

rationale and impact
The
Louisville
Metro
Department of Public Health and
Wellness
(LMPHW)
recently
announced that it will no longer
offer certain clinical services
including family planning and
STD clinics, and will reduce
immunization clinics to one day
per week. This reduction in clinical
services coincides with the recent
advancement and implementation
of the Patient Protection and
Affordable Care Act (PPACA)
through which almost 80% of
previous uninsured Kentuckians
have access to affordable health

insurance. By gaining access
to affordable health insurance,
patients now have access to a wide
network of primary care providers
in Louisville and comprehensive
care through expanding Patient
Centered Medical Homes (PCMH).
Additionally, this reduction frees
up funding for other, larger-scale,
public health projects. Current
efforts such as school nurses,
smoking cessation programs, and
maternal-child health initiatives
will continue and are sure to
benefit from an increase in money
and focus.

Family Medicine with Sentara Medical Group
Live On The Shores of the Atlantic in Virginia and North Carolina
Sentara Medical Group brings together more than 650 providers to care for patients across Virginia and
Northeastern North Carolina – a vibrant and temperate region of the Atlantic Ocean and Chesapeake Bay.
We are a division of Sentara Healthcare, one of the most progressive and integrated health care
organizations in the Nation employing over 25K. The region boasts exceptional well-planned community
living, breathtaking waterways, safe cities and endless entertainment.

Urgent Care, New Practice and Growth Outpatient Family Medicine Opportunities
In Virginia… Virginia Beach, Gloucester, Suffolk, Yorktown, Newport News, Hampton and Williamsburg.
In North Carolina… Elizabeth City.
s #OMPETITIVE #OMPENSATION AND "ENEFITS
s 2EDUCED )NDIVIDUAL 2ISKS
s !DMINISTRATIVE 3UPPORT
s !CCESS TO )NNOVATIVE 4OOLS AND 4ECHNOLOGIES
s %XCELLENT 3CHOOLS AND #OMMUNITIES

Can you see yourself here?
We do. Contact Us Today.
Lisa Waterﬁeld at
lmwaterf@sentara.com or call 757.252.3025.
www.sentara.com
EOE, M/F/D/V. Drug-Free Workplace
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Louisville has enjoyed a local
health department, in some form
or fashion, since 1866. Over that
time the services provided have
continually changed to meet
new and expanding threats to
public health. For many years,
the LMPHW continued to offer
services including an STD clinic
to care for those who might not
otherwise have access to care
prior to the implementation of the
PPACA. Services offered by the
health department have, at one time
or another, included immunization
clinics, a tuberculosis clinic, family
planning, and primary care services
among others. These services have
traditionally provided a “safetynet” for those individuals in the
community without insurance or
access to care.
Since the PPACA, over three
quarters of all previously uninsured
Kentuckians now have insurance.
The Office of the Kentucky Health
Benefit Exchange has employed and
specially trained individuals called
“kynectors” to help previously
uninsured individuals navigate the
state’s health exchange, kynect.
gov. Kynectors have traveled
throughout the state and Louisville
Metro holding seminars at local
libraries, churches, and community
functions to help individuals enroll
with kynect. In addition, LMPHW
formed a committee to design a
curriculum to help individuals
within Louisville Metro understand
how to enroll, and fully realize the
benefits of health insurance.
Dr LaQuandra Nesbitt, Director
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of LMPHW, believes that the decision
as to whether or not to offer clinical
services should remain up to each
local health department. Kentucky
is a largely rural state and in many
counties the local health department
does serve as a true safety-net as there
are few other sources of primary
care services. However, in Louisville
Metro, with a population around
one and a quarter million, there are
numerous primary care options. By
eliminating certain services that can

be managed by a patient’s primary
care physician, Dr. Nesbitt is helping
to reduce fragmentation of care and
improve continuity by encouraging
individuals who are now insured to
establish and seek care from a primary
care PCMH.
By reducing clinical services and
improving the health consciousness
of individuals through community
education programs, Dr. Nesbitt is
increasing the connection between
public health and clinical medicine.

The concept of PCMH has long been
championed by both Dr. Nesbitt and
others within the national healthcare
community as way to reduce overall
healthcare costs while simultaneously
improving patient outcomes. By
reduced offering of competing
clinical services, Louisville Metro
will see improved health outcomes
as it realizes benefits of increased
utilization of the PCMH, and frees up
their own services to focus on larger
scale public health issues.

Benjamin Risner M.D., M.S., M.P.H. is a PGY-3 Family Medicine resident at the University of Louisville.

Sarah Moyer, M.D., M.P.H is an Assistant Professor in the Department of Family and Geriatric Medicine at the University of
Louisville School of Medicine. Dr. Moyer completed her MPH at Dartmouth and her residency training at Wake Forest before moving to
Kentucky in 2013.
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