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Legislation will not solve this crisis, but Kentucky 
family physicians can make a difference. 

Every physician in Kentucky should obtain a waiver
to prescribe buprenorphine. Even if you decide never 
to treat addiction in your practice, you will have
the waiver necessary to potentially save a life of 
someone who presents to you in withdrawal from 
opioids. Medication assisted treatment (MAT) with 
buprenorphine saves lives. People who take medication 
for opioid use disorder are half as likely to die as people 
who attempt recovery without medication. Patients
who are recently discharged from an abstinence based
recovery center or released from prison are especially 
vulnerable to death by overdose.

Once licensed, consider finding a mentor to help 
you treat addiction to help address this critical need 
in your community. While methadone clinics and 
“suboxone” clinics undoubtedly save lives, addiction 
treatment belongs alongside primary care, with a 
physician who has formed a relationship with his/
her patients. Some physicians fear treating addiction, 
because they fear people with addiction, i.e. they don’t 
want “addicts” in their waiting room. This fear is based 
on stigma perpetuated by media and by our criminal
justice approach to substance use disorders.  All
people are susceptible to substance use disorders and
addiction, and we encounter people struggling in our
daily lives, in our waiting rooms, among our colleagues,
and in our communities. In fact, many nutrition experts 
would argue that our obesity epidemic results from 
“sugar addiction,” since sugar targets similar receptors 
in the brain, causing a dopamine release.

ED, CONSIDER FINDING ONCE LICENSE

O HELP YOU TREAT A MENTOR TO

TO HELP ADDRESS THIS ADDICTION TO

ED IN YOUR COMMUNITY.CRITICAL NEE

message
from Your 

g

President

4



5JOURNAL WINTER 2019

Recently, ASAM chose an essay I wrote as a finalist in their “why 
I treat addiction” campaign to recruit more physicians to the field of 
addiction. 

“I treat addiction because I’m a family physician. Although 
most physicians received insufficient education on addiction, 
we all see people with addiction in our daily practice of 
medicine. Family doctors encounter a variety of mental health 
problems, including substance use disorders. Why then, would 
I not treat addiction? Family medicine attracted me because of 
the relationships I establish with my patients, which enables 
me to know them and tailor treatment for each individual.

While I saw many patients with alcoholism, nicotine 
addiction, and cocaine addiction in residency, when I moved 
to Kentucky, I was introduced to addiction to opioid pain 
medication. Upon realizing that treatment was scarce here, 
I decided to obtain my DATA 2000 waiver and prescribe 
buprenorphine/naloxone. Once I started treating people with 
opioid dependence and observing the dramatic change in their 
lives, I knew I was called to treat addiction. I encourage family 
doctors to learn how to treat this chronic disease that is similar 
in many ways to other chronic diseases we treat, including 
diabetes, obesity, and COPD. In order to recruit more 
physicians and help more patients, we must work together to 
address stigma that surrounds this disease, which affects all 
families, including mine.”

Visit SAMHSA or PCSS-MAT websites to register for the free 8 
hour online course to obtain a buprenorphine waiver. At a time of 
unprecedented physician burnout, treating addiction offers a way for us 
to save lives and realize the rewards of truly making a difference in our 
patients’ lives. 

1 The Numbers Are So Staggering.’ Overdose Deaths Set a Record 
Last Year., New York Times, November 29, 2018. Accessed 
on 12/8/18 at www.nytimes.com/interactive/2018/11/29/upshot/
fentanyl-drug-overdose-deaths.html.

2 Alcohol is killing more people, and younger. The biggest increases 
are among women, USA Today, November 19, 2018. Accessed 
on 12/10/18 at www.usatoday.com/story/news/health/2018/11/16/
alcohol-deaths-emergency-room-increase-middle-aged-women-
addiction-opioids/1593347002/.

Jacob Sanchez
Diagnosed with autism

Lack of eye contact is a sign of autism.
Learn the others at autismspeaks.org/signs.
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Letter From the Editor

By A. Stevens Wrightson, MD

The Herald-Leader opened today with an article 
about the Medicaid waiver that Governor Bevin plans 
to enact despite ongoing lawsuits. As a reminder, this 
waiver, named Kentucky HEALTH, will allow the 
establishment of copays and insurance premiums for 
some Medicaid recipients. In addition, some recipients 
will need to demonstrate that they are working or 
engaged in some educational or community enhancing 
activity 80 hours a month. The work requirements 
are for able-bodied adults and Kentucky HEALTH 
has developed a plan to provide exemptions for those 
deemed medically frail. About 55% of our clinic 
patients receive Medicaid benefits, so we have been 
working to prepare for these changes for over a year. It 
looks like it is crunch time now because it seems like the 
stage is set to start the changes April 2019. 

Right next to the article on Medicaid was a photo 
of a homeless man on a street corner. You have seen 
these folks in Lexington, Louisville and other sizeable 
cities in the state. Sometimes the cardboard box signs 

they carry are quite honest, such as the one 
that said something like, “I’m not going to lie. 
I need money to buy beer.” The one in the 
paper today said, “Homeless but don’t give 
me money. Donate to New Life Day Center. 
#goodgivingchallenge.” I guess everyone 
tweets these days. As it turns out, our clinic, 
Bluegrass Community Health Center, goes to 
New Life Day Center once a week and provides 
health screenings and influenza, TDaP and 
Hepatitis A immunizations at no charge. Some 
of those folks actually make it to one of our 
regular clinics for more comprehensive care. 
Table 1 lists the FQHCs in Kentucky that 
currently have Homeless Projects and there 
are many other programs in the state geared 
at providing services for those experiencing 
homelessness. In 2017, over 15,000 individuals 
designated as homeless sought care at these 
centers.  I’d like to think that these efforts, 

mostly out of the public eye and perhaps even invisible 
to some, make an impact on the lives of these folks and 
our community. 

The final article on page one talks about the 
Hepatitis A epidemic in Kentucky and, in particular, the 
risk to those customers of certain eating establishments 
in Fayette and Clark Counties. The article points out 
the low risk of transmission to customers, but still, 
the Lexington-Fayette County Health Department is 
recommending anyone who ate at the listed restaurants 
be immunized with the Hepatitis A vaccine. I certainly 
agree with that recommendation, but I still feel as 
healthcare providers, we need to recognize who is 
truly at risk for this recent Hepatitis A epidemic. As 
of September, 75% of those infected had a history of 
illicit drug use. Another 17% were homeless without a 
history of drug use. Only 22% of those infected did not 
have homelessness or drug use as a risk factor. I realize 

continued on page 8

It is cold today, with a bit of snow on the 
ground. I thought I might muse a bit about 
the goings on at my clinic, my home and my 
state. I am going to start with my morning 
newspaper, which I still get in paper form and 
I do read. We will see where that takes me.  
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Email Kaci at kbrivers@qg.com to learn more or apply today.

FIND YOUR FUTURE 

AT QUADMED
We’re looking for a full-time Family Medicine Physician to work in our onsite  

Dart health center in Horse Cave, Kentucky. 

You’ll enjoy:

• Steady hours and excellent work/life balance

• Relocation and sign-on bonus potential

• The chance to provide care that’s focused on quality, not quotas — the way medicine should be

LexingtonClinic.com

Lexington Clinic is seeking BC/BE Family Medicine physicians
to join very busy primary care practices in Lexington, Nicholasville 
and Richmond, Kentucky.

bonus available

partners

guarantee

quarterly bonus

Interested candidates  please contact:

Chief Medical Officer
o. 859.258.4168 | rbrat@lexclin.com

Audra Davidson
Physician Services & Recruitment
o. 859.258.4135 | c. 859.230.4417
adavi@lexclin.com

Lexington Clinic is an Equal Opportunity Employer.

For Advertising Information
contact Michele Forinash
Publishing Concepts, Inc.

by phone at
501/221-9986 ext. 112

or by email at
mforinash@pcipublishing.com
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how important it is for Family Physicians to understand 
these issues and talk with our patients about their fears and 
concerns. Sure, provide Hepatitis A vaccines to everyone if 
possible. In our case, our pharmaceutical supplier has not 
been able to keep up with demand so we have to make those 
tough choices. All of our new patients seeing us for substance 
use disorder will get the vaccine. If we run out, we send those 
that can to one of the neighborhood pharmacies. They never
seem to have a problem getting vaccines. I’m glad they can 
fill in the gap. 

It continues to amaze me the responsibility of being 
a Family Physician. We are called to juggle quite a bit 
with each individual patient and keep an eye on our
Community’s health as well. It is challenging, exasperating, 
and heartbreaking at times. I lost another of my long-time 
patients last week to Alzheimer’s disease. I also gained a new 
patient who is wanting treatment for Hepatitis C along with 
her husband. They want to go through the process together 
and have chosen me and our clinic to receive their care. We
are participating in a program called Kentucky Hepatitis 
Academic Mentorship Program (KHAMP) through the
Kentucky Rural Health Association to help us deliver 
Hepatitis C treatment in a primary care setting. This couple 
realizes they are more likely to be successful if they have each 

other’s support. Helping this family achieve better health…
this is the essence of Family Medicine. This is the best news
I could receive.

Table 1: 
FQHCs in Kentucky with Homeless 
Projects
Federally Qualified Health Center Location
Family Health Centers, Louisville Louisville

HealthFirst Bluegrass, Lexington Lexington

Kentucky River Foothills, Clay City Clay City

Kentucky Mountain Health Alliance, Hazard Hazard

Mountain Comprehensive Care Corporation 
(Homeplace Clinics), Prestonsburg

Prestonsburg

Audubon Area Community Care Clinics, 
Owensboro

Owensboro

Bluegrass Community Health Center Lexington

1. Kentucky Cabinet for Health and Family Services. 
Hepatitis A Outbreak, Accessed 11/28/`18 at https://chfs.
ky.gov/agencies/dph/dehp/idb/Pages/Hepat it is%20
A%20Outbreak.aspx.

continued from page 6
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Our well-respected famiily medicine physiciaan Marshall Prunty, MD will 

retire at the end of 2019 after 34 years of servvice. We offer a unique

opportunity to grow intoopportunity to grow intoo and take over Dr. Pro and take over Dr Prrunty’s practice in Muhlenberg 

County. Enjoy a new faccility in an affordable, safe community that offers 

exceptional outdoor recreation and a beautifful, family-friendly atmosphere.

Competitive Compennsation Package

• $235,000 Base Salary, gguaranteed for two yyears

• Student loan forgiveneess, up to $100,000

• Residency stipends, $11,500/month

• Up-front bonuses

• Generous Benefits:  health, life, disability, reetiremeent,t, lliaiabibililityty//

malpractice/tail coverage, $6K CME annuallyy, 2400 hhooursrss PPTOT  annuallyy

Contact Kathryn Coble, Physician Recruiter aat 5002--2-55959933-6161611414 

or KKatathrhrynyn.Coble@OwensboroHealth.org.

Take over an established FAMILY MEDICINE 
practice in our new state-of-the-art facility 
in Western Kentucky.

After 34 years, patients are part family 
and friends.  It’s been a great opportunity 
to do old-fashioned family medicine.
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The New Year is a time to reflect on what we have 
accomplished as well as to look ahead to goals for the 
coming year; this is not only true for our own selves 
but also for KAFP.  Our annual meeting in November 
is usually a good time to start the review and start 
planning for the upcoming year but since it was 
held in September this year, it seemed a little early.  
Since this Journal article is being written in our usual 
November time frame, it will serve as the KAFP  
review of what we’ve done the past year in Advocacy 
and a look ahead for the coming Legislative Session.  
This coming year, 2019, is a Short Session which 
means there’s “a lot to do and only a little time to do 
it in.”  The Legislative Session is just the beginning 
of hearings and meetings where bills and regulations 
from various committees and Boards are presented 
for the good of the state of Kentucky.  

The KAFP continued our contract with MMLK 
for lobbyist services and to help us navigate Frankfort 
and the legislative process.  This relationship has 

enabled the KAFP to affect legislation and protect 
our patients and practices.  MMLK is also an adjunct 
lobbyist for the KMA now which gives us some 
insight as to that organization’s thoughts on health 
related bills.  MMLK also notifies us of pre-filed 
bills for this upcoming session and what has been 
heard in and around Frankfort during the Interim 
sessions and hearings.    

One of our biggest ‘wins’ last year was having 
SB112 signed into law due to the hard work from Dr. 
Chuck Thornbury.  SB112 is the Telehealth Parity 
Bill that requires the regulation of telehealth but 
also recognizes that a telehealth visit should be paid 
by insurances on an equal level as an office visit as 
it can accomplish the same goals for a patient. The 
Bill also recognizes the cost of overhead in providing 
telehealth services for our patients.   

As you may have read in the summer Journal, we 
addressed, and did have some success at reigning 
in, Pharmacy Scope of Practice issues.  The asks 

ADVOCACY UPDATE
A New Year, Resolutions and Regulations

BY PATRICIA SWINEY, MD
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from the Board of Pharmacy and the Pharmacy 
Association will be back this year as a start for 
the management of chronic diseases.  The Scope 
of Practice issues are very complex and more 
numerous each year.  2018 saw APRNs ask to be 
released from the Collabarative Agreement for 
Prescribing Authority (CAPA) that would allow 
them to prescribe scheduled drugs.  Thankfully, 
those in authority recognized the ill-advisedness of 
this decision in the most-prescribed-opioids state in 
the nation.  But the APRNs and also the Physician 
Assistant’s Association will be asking for the same 
independence on this issue this year and possibly in 
the future. 

Several years ago, APRNs were granted the 
ability to go into practice on their own if they had 
worked with a physician in that specialty for 4 years 
and were in otherwise good standing.  Physician 
Assistants are now seeking similar freedom as well as 
freedom to prescribe on their own.  KAFP has had 
members at all of these hearings to speak and give 
information to ensure quality healthcare to patients 
(and not because of threats to our financial bottom 
lines) through teamwork and we will continue to 
do so. The true meaning of more prescribers of 
opioids is obvious. A higher number of independent 
‘providers’ was supposed to mean more access to 
care for rural patients.  The true numbers did not 
show this through a Graham study of where those 
providers practiced.  The Advocacy Committee and 
KAFP Leadership will be looking at this again with 
the help of the Graham Center to see if access in 
rural areas is being helped by independent APRNs.  

KAFP also supported the Medical Review Panels 
that were signed into law that could be a first step 
into Tort Reform for Kentucky.  Tort Reform should 
mean a higher number of physicians for Kentucky as 
it is listed as one reason physicians do not stay in our 
state after residency.  Unfortunately, the Kentucky 
Supreme Court ruled against the Panels and Tort 
Reform was dealt another blow.  We continue to 
monitor the situations of bills that have been passed 
and how they affect our members as well as what 
education our members may require to stay up 
to date.  An example of this is 2017’s SB32 which 
provided drug conviction data on KASPER.  We 
have the data but have never been told if we have to 
use this data in decision making on our patients that 
we prescribe controlled substances or if we could 

be penalized for using the data or not using it.  For 
now, the KBML and OIG have communicated to do 
what is required of us under HB1 that enacted the 
KASPER requirements.  I love it when we get to 
practice good old-fashioned common sense!  

The Advocacy Committee is also asked 
by the Board of Directors to give opinions on 
whether to endorse AAFP policy statements or 
to address statewide issues to our Congressional 
representatives.  We were asked to consider whether 
the KAFP should endorse the AAFP position on 
gun violence this past year as a school shooting did 
occur in our state.  We recognize that our state is 
a very diverse state in its views on guns, as is our 
membership.  The KAFP is composed of hunters, 
those who have never touched a gun and never will, 
those who have patients who are very involved in 
gun sports, those who are far left and those who are 
far right.  We could not endorse a single opinion.  
But we could endorse our strategic plan and what we 
want for our patients.  We agreed that it is a public 
health crisis that needs more mental health support 
and intervention as well as more research to stop the 
problem correctly.  Just as we all cannot agree on a 
single way to pay for healthcare effectively and care 
for more Kentuckians, sometimes you have to go to 
the true meaning of our nearly 900 KAFP members- 
Family Physicians are the answer.  

That leads us to a few of the biggest issues we 
will be dealing with over the next few months 
and into 2019.  The first is dealing with the 1115 
Medicaid Waiver that was granted, challenged and 
subsequently rejected for our state.  The Opioid 
part of the Waiver has been approved however and 
should start in January.  A group of hospital officials 
have combined to form Balanced Health Kentucky 
(they want to balance the number of dollars needed 
to fund the Medicaid system here) that wants to 
bring back a provider tax on all 18 healthcare 
categories.  They do admit hospitals’ rates will be 
lowered but they “aren’t really advocating for that.”  
The group has already started the threats of ending 
healthcare for 500,000 Kentuckians if a provider 
tax is not passed.  Manipulating emotions of a large 
group of people is hard to fight against.  We will 
need our own numbers and stories of how taxing 
rural physicians can and will shut down healthcare 

continued on page 12
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for Kentuckians also.  Perhaps, presenting novel ideas 
to the Medicaid system of saving money in providing 
care, such as Direct Primary Care plans, could show our 
legislators our true worth and meaning in delivering 
care and not just coverage.   This committee will 
need your ideas and help on this issue as we will be up 
against highly funded groups.  

The second issue is even more controversial with 
very high stakes for our patients and their families.  
That is the issue of medical marijuana and the question 
of whether this will bring the eventuality of recreational 
marijuana for our state.  Medical marijuana is again a 
very emotional issue and proponents of its use are 
citing mostly anecdotal evidence. The medically active 
component of marijuana is the cannabinoid and it 
is already legal in our state.  Much more legitimate 
and scientific research needs to be done on this issue 
and that is what the KAFP will be advocating. We 
see the need for decriminalizing the use of it and 
also reducing the schedule of marijuana, so it can be 
studied. The way that medical marijuana has been 
presented to the Legislature this fall was very broad 
and without specifics which would leave interpretation 
to each individual prescriber as to what diagnosis it 
would treat. The KAFP has a White Paper on Medical 
Marijuana on our website for information and talking 
points.  

A third issue that we have been hearing about from 
meetings with other states and at AAFP advocacy 
meetings is the issue of Prior Authorization and 
Pharmacy Benefit Managers. This has taken up large 
chunks of time in our offices and limits our ability 
to prescribe appropriate medicines for our patients 
affordably. There was a bill last year that did not pass 
out of committee and it will be filed again this year.  
This is a great example of how our members can call 
their legislators when asked and speak in favor for a bill 

as well as asking our patients to also call and speak in 
favor.  When we advocate for these bills it will be for 
the benefit of our patients also.  

There are other bills that will be presented, and 
we monitor these constantly through MMLK and its 
tracker system. We also want our members to keep 
us aware of any issues you become aware of or have 
questions about. You may have an insight or different 
perspective on a bill that could change how we support 
or don’t support an issue.  As the Led Zeppelin song 
states:

 
There’s a sign on the wall 
But she wants to be sure 
‘Cause you know sometimes words have two 
meanings

The KAFP Advocacy Committee has weekly phone 
conferences during the session to keep up to date 
and formulate plans. We have tried to have a KAFP 
day at the house in the past and it seems to raise the 
probability of snow to 100% on that scheduled day.  
We encourage our members to stay in contact with 
your hometown legislators and representatives and 
express your views- start a conversation on healthcare 
so they can come to you with questions on the health 
and medical legislation. We want you to be their expert 
on medicine. Let your patients know how legislation 
could affect their healthcare and how they can help 
keep you providing their care. If you would like to 
join the Advocacy Committee or have a special area of 
interest or knowledge we can draw on for upcoming 
topics, email the KAFP office or contact myself or 
Nancy Swikert.

Patty Swiney, MD graduated from Georgetown College with a BS in Chemistry and Biology.  She received her 
MD from Wright State University School of Medicine (now Boonshoft SOM) in Dayton, Ohio and then returned to 
Kentucky for her Family Medicine Residency at the University of Kentucky.  She served as Chief Resident there and is a 
Fellow of the AAFP.  She has served the KAFP as President and now as Co-chair of the Advocacy Committee.  She works 
as an emergency room physician, as medical director of the local Health Department and just opened a Direct Primary 
Care, all in Paris, KY.  Patty is married with two college children.

continued from page 11
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Healthcare Professional Liability Insurance  
& Risk Resource Services

800.282.6242  •  ProAssurance.com              When you are treated fairly you are confident in your coverage.

healthy vitals
ProAssurance has been monitoring risk and protecting healthcare 

industry professionals for more than 40 years, with key specialists  
on duty to diagnose complex risk exposures.

Work with a team that understands the importance of delivering  
flexible healthcare professional liability solutions.
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“Not on my ship; not in my Navy” 

When I was commissioned into the United States Navy in the
early 1980’s, the Navy (and all the armed services) was recovering 
from a drug problem. Transition from the Vietnam era and
moving to an all-volunteer force had taken a toll. This issue was 
not limited to the military – the armed services drug use problem 
mirrored society’s drug problems. I remember having not only 
to pledge allegiance to my country, but also having to sign a 
form promising that I would never use drugs. The military had 
established a “zero tolerance” policy to drug use. 

Since I had no plans of ever using drugs, signing that form was
never a concern for me. In the nearly forty years since that time,
my thoughts on the subject, like many things, have matured. I 
have come to see the drug use issue not as simple as “Just say 
no.”  I have witnessed my patients using substances I did not 
even previously knew existed for personal pleasure or pain relief.  
I have learned that patients in pain (whether from physical, 
psychological or spiritual causes) will do anything for pain relief. 
Professionally, I have distinguished the differences between acute 
and chronic pain along with the differing treatment techniques 
and goals required for success with both, although I still do not 
think I do well with patients suffering from chronic pain.  I 
have witnessed first hand the adverse effects the current Heroin 
and prescription opiate abuse epidemic has had on my patients, 
our community and our Commonwealth. I thus remain open 
to newer evidence-based approaches that will help our patients 
suffering with chronic pain.

I am surprised by the number of my patients who readily 
admit to the regular use of marijuana.  They universally believe 
that it is more “natural” than synthesized drugs and say it helps 
them to “feel better.”  Is that a good enough reason to use it?  My 
libertarian leanings would allow 
decriminalization of marijuana for 
personal adult use.  Professionally, 
besides discouraging it to my 
patients because it is illegal, I have 
concerns about the unintended
consequences from marijuana use. 
I work hard in my practice every 
day trying to convince my patients 
to stop smoking tobacco. When 
I ask them why they smoke, they 
always say “I know it’s bad for
me, but it makes me feel better.” 
People focus on the immediate 
effects of tobacco use and often 
ignore the long-term risks and
unintended consequences. 

Physicians across the country are being asked about medical 
marijuana. Although marijuana has been around for centuries, 
there is no consensus on its safety and effectiveness.  Research 
on the efficacy of cannabinoids is not focused on raw/crude 
marijuana, but on individual components that may have medical 
use. 

Whole marijuana remains scheduled 1 making research into 
its use problematic. The cannabinoid derivatives that have shown 
possible health benefits include the following: 

• Marinol® and its generics: synthetic THC in sesame oil; 
yschedule III; nausea/vomiting in cancer chemotherapy 

gand AIDS wasting; 
•  Cesamet® (nabilone): a synthetic THC analogue;

schedule II; 
• tEpidiolex® (cannabidiol): used to treat Lennox-Gastaut 

y ySyndrome, Dravet Syndrome 
• Sativex®: a botanical extract, 1:1 CBD to THC; 

pp p yapproved in 28 countries (ex US) for spasticity in MS. 

 Epidiolex has recently shown benefits in controlling certain 
 pediatric seizure disorders. It has passed FDA approval, but is

awaiting DEA scheduling. Sativex is currently in phase 3 trials in 
the United States.

In an article from JAMA in April 2017: Medical Marijuana Is 
Legal in Most States, but Physicians Have Little Evidence to Guide 
Them, Donald Abrams, MD says “If you like having evidence 
on which to base your patient recommendations [for medical 
marijuana], it’s really not available.” I would like to see the 
evidence before I recommend the use of marijuana for my patients.

Recreational Marijuana is legal 
in seven states and is projected to 
be a $70 Billion dollar industry 
by 2022. Medical marijuana is 
legal in over half of our states. It 
has been approved in Ohio and 
is currently being discussed in 
our Commonwealth’s legislature. 
The American Academy of Family 
Physicians recognizes that there 
is support for the medical use of 
marijuana but advocates that usage 
be based on high quality, patient-
centered, evidence-based research 
and advocates for further studies 
into the use of medical marijuana
and related compounds. The AAFP 

BY MARK A. BOYD, MD, FAAFP
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requests that the Food and Drug Administration change 
marijuana’s classification for the purpose of facilitating 
clinical research. This process should also ensure that 
funding be available for such research. The AMA holds a 
similar position on medical marijuana.

SAM-Smart Approaches toAA Marijuana “promotes an
evidence-based approach to marijuana policy that prioritizes 
public health.” This is a non-partisan organization that rejects 
the false dichotomy that we must either lock up marijuana 
users or legalize pot. SAM points out several unintended 
consequences in states that have legalized marijuana:- increased crime around pot shops (Denver, Colorado)- increased MVAs caused by individuals using marijuana- increased ER visits for accidental exposure and

overdose in children- increased opiod use/misuse/abuse
I would like to see more research into the association of 

marijuana and opiod use. Our state legislators are looking 
for facts about marijuana use.  If they make it a liberty issue, 
I can see support to decriminalize marijuana for individual 
adult use. As medical professionals, when evidence exists 
showing that marijuana or one of its derivatives improves 
the health of our patients we should embrace it. Until then, 
caution is warranted to avoid unintended consequences.  
This is not an issue that should be put on the backs of 

Kentucky’s physicians. The vast majority of physicians I have
talked with in the Commonwealth do NOT want to be the 
medical professional legitimizing a patient’s recreational use 
of marijuana. 

Let your leaders and legislators know how you feel about 
the topic of medical marijuana. Hopefully our discussions can
lead to a healthier, safer Commonwealth for everyone.
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LET YOUR LEADERS AND LEGISLATORS 

KNOW HOW YOU FEEL ABOUT THE 

TOPIC OF MEDICAL MARIJUANA.

HOPEFULLY OUR DISCUSSIONS 

CAN LEAD TO A HEALTHIER, SAFER 

COMMONWEALTH FOR EVERYONE.

Mark A. Boyd, MD, FAAFP - Dr. Mark Boyd is a graduate of the University of Cincinnati College of Medicine.
He completed his family medicine residency at the Naval Hospital Jacksonville, Florida. He is past president of the KAFP 
and current president of the Northern Kentucky Medical Society (NKMS). His practice is located in Covington, Ky.
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It will come as no surprise to most practicing 
physicians when I state that the medical system is 
broken. In comparison to most other industrialized 
nations our system is more expensive and with worse 
general outcomes than most other systems. As of 
2015 the USA has .3 general practitioners (family 
doctors) per 1000 people. We spend 16.4% of our 
GDP on healthcare at $8,103 per capita. Our life 
expectancy is 81.2 years for females and 76.4 for 
males. Switzerland has universally mandated health 
insurance with regional insurance exchanges. They 
have 1.08 GPs per 1000 people. They spend 10.6% 
of GDP on healthcare or $5,486 per capita with life 
expectancies of 84.9 for females and 80.6 for males! 
Also, in the USA 6% of people waited two + months 
for healthcare. In Switzerland there were only 3% 
waiting two + months. 

  Germany has .67 GP/1000, spends 10.8% of GDP, 
at $4,517 per capita and life expectancy is 2 years 
greater than the USA. Germany utilizes statutory 
health insurance with various funds in a national 
exchange. They have more than twice as many 
generalists. When we in the US think of nationalized 
health services, free at the point of use, we think of 
England and Canada. England has .80 GPs/1000, 
spends 8.4 % GDP, or $3,063 per capita. The average 
wait is 7% (only 1% higher than the USA) and their 
life expectancy is 1-2 years longer than ours. Canada 
has a publicly financed single payer with a significant 
29% two months wait. They have 1.18 GPs/1000, 
spend 10.3% of GDP or $4,218 per capita with life 
expectancy 83.6 for females and 79.4 for males.1 

  Looking at these stats tells me that a universally 
mandated health insurance with competing nonprofit 
regional health insurance in association with 2-3 
times more generalists per 1000 patients is a cost-
effective system that gives better care with longer life 
expectancy.2 Since 2015 healthcare as GDP in the US 
fell to 8.5%, however private sector spending (i.e. out 
of pocket) rose from 3.9% in 1970 to 8.8% in 2016. If 
one looks at research by Barbara Starfield the obvious 
answer is that we have a severe primary care physician 
deficit.3 There is a shortage of physicians and people 
are having a hard time getting in to be seen and treated. 

Because of this many other providers are trying to 
step in to the gaps. We have recently seen pharmacist 
getting more prescriptive authority.4 As I speak to 
my local pharmacists, who are relatives, friends and 
people whom I respect, they have no desire to practice 
medicine. They had no training in examining patients 
and are uncomfortable with the concept of taking a 
responsibility that they did not sign up for. The push 
for this is coming from both the universities and from 
large drug store chains that are purchasing smaller 
pharmacies as well as insurance companies.5 It is my 
perspective that their desire is not to increase quality 
of care but rather to increase the reimbursements to 
their pharmacists and that once they own insurance 
companies, they will ensure that their pharmacist are 
well reimbursed. Most of the pharmacist that I know 
could have gotten into medical school, but they chose 
pharmacy as their path for health care and have no 

On Patient Care
BY RICHARD S. MILES, MD
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desire to be primary care providers. Sometimes the 
hardest part of medicine is not what you know but it 
is not knowing what you don’t know. 

It is a common assumption that almost anyone can 
be a “primary care provider.” I have known surgeons 
and OBGYN’s, who could no longer perform surgery, 
who felt that they could make the transition to become 
general practitioners but did not realize the breadth of 
knowledge required. As a freshman medical student, 
I worked as an orderly and I remember discussing 
a patient with a nurse. The patient had been in the 
hospital for 7 days for a work up of fever of unknown 
origin. I remember asking if they had checked the 
man’s hypothalamus. Years later I became more 
familiar with the work up for fever of unknown origin 
and I was embarrassed by the lack of sophistication of 
that question. But it was simply a matter of me not 
knowing everything that went into the workup. I once 

had a patient that had Rett syndrome. Prior to dealing 
with that patient, I had never had any experience, had 
never come across a case, and had never read about 
that syndrome. Apparently neither had the specialist 
at the 3 universities that I referred the patient to 
before I finally came across an article that showed me 
what the patient had. Again, the point being that I 
didn’t know what I did not know. 

Every year legislation is presented that attempts to 
fill the gap in available care by increasing the scope of 
practice of nurse practitioners, PAs, pharmacists, and 
multiple other providers with significantly less clinical 
training than physicians. I am in a collaborative with 
three nurse practitioners and they do an excellent 
job. One has many years of experience, has previously 
been in the military, and very likely could go into 
independent practice without a major deficit in quality 
patient care. The other two function very well in our 
collaborative agreement and we work well together 
as a team, with a physician team leader. The problem 
with the legislative process is that other providers 
that I’ve worked with as teammates since 1977 now 
become “the enemy.”

The universities make more money from 
subspecialties than they do from primary care and are 
not meeting their social responsibility of producing 
primary care physicians.6 As financing has decreased 
to our learning institutions by government entities7 

then practice revenue and student tuition become 
more significant. Universities choose not to train 
as many primary care physicians and many medical 
students choose more lucrative fields because of the 
increased student loan debt.8 I was once privileged to 
give the white coat ceremony speech to the University 
of Kentucky’s incoming freshman class. I had a 2-and-
a-half-hour interview with the Dean of the medical 
school. As president of the Kentucky Academy of 
Family Physicians, I asked him why he was supporting 
Med-Peds over family medicine? He bluntly stated 
that 65% of his Med-Peds residents would go into 
subspecialties and that made more money for the 
University. (today 50-55% do primary care; 18% 
do Subspecialty in Internal Medicine and  31 % do 
subspecialty  in Pediatrics.9)

  In a University setting the academic nurse 
practitioners are backed up by several hundred 
physicians. They do not realize what it is like to be 
providing care in a small rural area where there is 
very little back up. The gap between 2200 hours of 
training and 22000 hours of training becomes much 

continued on page 20
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more obvious when the cardiologist, nephrologist and
infectious disease consultants are two hours away.  Often the 
increased prescriptive authority being requested for nurse
practitioners, pharmacists, physician assistants and others 
is rationalized by stating that there is decreased access to 
health care in rural areas. However, the studies do not bear
out that these practitioners go to rural areas any more than 
family doctors. Studies in the state of Kentucky10 and North
Carolina show that about 50% of nurse practitioners are
practicing primary care with PAs at around 40%.11

The citizens of rural Kentucky deserve no less quality 
of care then the citizens of a metropolitan area. Care in 
rural Kentucky can be much more difficult than caring for
patients in most parts of our major cities due to economic 
and educational reasons. People of Kentucky, especially in 
rural areas, deserve quality family physicians, primary care
internists, and primary care pediatricians. The universities 
will not start producing those primary care physicians, 
especially family physicians who do not go back into 

subspecialties, until the federal government, entities that 
distribute grants, and to a lesser degree the state government 
demand that they produce more primary care physicians. 
There must be financial backing of primary care by society 
to improve the quality of care and improve the outcomes in 
our medical system.

To improve the quality of care in the Commonwealth 
of Kentucky, as we look at other industrial nation’s health 
care systems, we must realize that there is a need for more 
primary care physicians. especially more family physicians. 
Organized medicine fought against increasing the number 
of physicians until about 12 years ago.12 Since that time

there has been an increase in the demand on primary 
care physicians for preventive medicine, which reduced
the number of patients a day that could be seen by 
approximately 30%, as some estimates for chronic disease
management by a family physician added 6.7 hours per
day!13 Admittedly, it improved quality of care but at the cost 
to primary care physicians in income and increased stress.
With the introduction of the electronic health record there’s 
been an even further reduction in the ability of a physician
to see a greater number of patients and still provide quality 
care.14 It was not unusual for a family physician to see 40 
patients a day in the 1980s and 28 patients a day in the early 
2000s. With the advent of the electronic health record many 
physicians see 18 to 20 patients today or less. Even these
encounters are often rushed as more time is spent inputting 
information in the computer than is spent in evaluating and
talking with a patient.

   The solution is to increase the number of physicians 
and the number of primary care physicians for rural
Kentucky. We particularly need family physicians. Younger
family physicians are less likely to leave rural areas than
other primary care physicians.15 This may be because many 
communities are small enough that they cannot support 
multiple internists and pediatricians. Those physicians
would not wish to take call every night, if there is not 
another internist or pediatrician in their area. Whereas,
a family doctor can cover both areas and it is more likely 
to have 2 or 3 family doctors in a community than 2 or 3 
Internists or pediatricians in a smaller population.

Another solution is to decrease the hassle factor by 
improving the quality of the electronic health record. The 
office record is not just a billing record. Convenience of 
input and clinical use for the providers with the EHR is a 
necessity for quality and comprehensive care. 

We must increase the number of primary care physicians.
Until there is a financial incentive for the universities
to do that and until there is financial incentive for more 
medical students to go into primary care, particularly family 
medicine, then there will be a shortage of physicians. As long 
as there is a shortage of physicians then multiple entities
will see a need for increasing the ability of other providers
to provide care in a manner in which they were not trained.
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In the mid-twentieth century, 80% of the medical care in the 
U.S. was provided by general practitioners. Specialists confined 
their practices mainly to large urban areas and medical schools. 
By the 1960’s, medical school graduates choosing general 
practice had dropped to 11-15%. Over-specialization was 
recognized as a problem and led to Dr. William R. Willard, the 
dean of the new medical school at the University of Kentucky, 
chairing an American Medical Association committee. This 
committee produced a report that described the foundations of 
“Family Practice” as a new specialty, with the family physician 
defined as one who “accepts responsibility for the patient’s 
total health care within the context of his or her environment, 
including the community.”   This report was a major factor 
in the recognition of a new specialty, Family Practice, by the 
Graduate Medical Education Commission of the American 
Medical Association, in 1969.

While that recognition was still pending, Dr. Nicholas 
Pisacano, then a general practitioner and member of the faculty 
at the UK College of Medicine in the Department of Internal 
Medicine, worked with a group of other general practice 
activists to incorporate the American Board of Family Practice 
(ABFP) in Missouri in 1969, with headquarters in Lexington, 
Ky. Dr. Pisacano became the first Executive Director of the new 
specialty board.  In 2005, the specialty board was renamed the 
American Board of Family Medicine (ABFM).  The ABFM has 
maintained its headquarters in Lexington since its inception.

With the formation of the new specialty and its certifying 
board, residencies for training family physicians began to 
be established across the country. In Kentucky, practicing 
physicians in Lexington, and a Louisville general practitioner 
with a close relationship to an influential state legislator, 
convinced the Kentucky legislature to pass a bill that mandated 
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the establishment of departments of Family Practice in each of 
the two medical schools in the state. The Department of Family 
and Community Medicine, first known as the Department of 
Family Practice, opened in the UK College of Medicine in 1973, 
under the leadership of Dr. James Burdette, Dr. Max Crocker 
(both leaving their practices in Tennessee) , and Dr. Alan Sklar (a 
former classmate of Dr. Pisacano who left his practice in Reno, 
Nevada). Dr. Burdette served as the founding Department Chair.  

The impetus for the formation of the department was provided 
by local physicians, notably Dr. William Burkhart, his brother 
the late Dr. Robert Burkhart, the late Dr. Benjamin Roach, and 
others. Notably, one of the first staff employees was Theresa 
Davis, later Theresa Beatty, who had just finished college. Still on 
the staff at this writing, she is the longest-standing employee of 
the Department of Family and Community Medicine. 

After the Family Practice Residency Program obtained 
preliminary accreditation from the Residency Review Committee 
(RRC) of the Accreditation Council on Graduate Medical 
Education (ACGME), the above core of three medical faculty 
recruited the first residents and commenced the training program 
in 1973.  Other faculty members contributed significantly in 
launching the new department.  Contributing notably were Dr. 
Frank Lemon, an internist with a special interest in CME and 
the founder of the UK Family Medicine Review CME course, 
which has attracted participants from all over the world and 
remains in existence. Other faculty who contributed a significant 
amount of their time was the now deceased Dr. Myron Sandifer, 
a psychiatrist, also certified in internal medicine, and the late 
Dr. Robert Beargie, a general pediatrician who started the first 
neonatal intensive care unit (NICU) at UK. Both of these 
physicians later joined the department as full-time faculty for a 
few years before returning to their original specialties. Later, two 
other pediatricians, Drs. Grace Maguire and Mark Mahler, also 
joined the Department of Family Practice and were active on the 
faculty for a number of years.

In 1975, with the impending departure of Dr. Sklar, the 
department recruited Dr. William Foley of Versailles. Joining 
him was Dr. E. C. Seeley, then in solo practice in London, 
Ky. During the year following their appointments, the first 
ACGME accreditation review was to commence, and Dr. Seeley 
was asked to complete the application.  Participating specialists 
had to be identified and their qualifications ascertained, along 
with description of the physical facilities available and other 
application requirements. Thanks to these efforts, the task was 
completed just before the deadline, and the review was awarded 
full accreditation by the ACGME.

By the end of 1975, Dr. Burdette delineated specific faculty 
assignments. Dr. Crocker was given the responsibility for medical 
student education; Dr. Foley, clinic direction; and Dr. Seeley, 
residency director.  Dr. Seeley served as residency director from 
1976 until 1983, when he took a six-month sabbatical to study 
the health care system and the evolution of Family Practice 
in New Zealand. Upon his return, he served as vice-chair for 

two years, after which he again became residency director. He 
remained in that role until his retirement in 1991. After a brief 
period of travel, he rejoined the department in a part-time role 
as preceptor and remains in that role at the time of this writing.

The first FP residents were recruited by Dr. Burdette in 
1973, and the program quickly developed from six residents 
(two in their first and four in their second year), to 14 residents 
the following year. Clinical training for the residency at that 
time was conducted mainly at Central Baptist Hospital (CBH) 
in Lexington. The first-year residents performed virtually all of 
their rotations at the UK Hospital and the last two years at CBH, 
where all the Family Practice patients were hospitalized. The 
Family Medical Center for outpatients was located within UK 
Hospital, on the College of Medicine campus.

The climate at CBH was such that an overwhelming majority 
of the medical staff welcomed the residency with open arms.  
In order to maintain a census large enough to satisfy RRC 
requirements, all unassigned patients being admitted from the 
emergency department were admitted to the FP service. This 
was very popular with the CBH staff physicians. 

The faculty and residents were accorded ICU privileges 
at CBH, as well as electrocardiogram reading privileges. The 
only obstacles were in negotiating with the Obstetrics (OB) 
department for realistic delivery privileges. The controversy 
seemed incongruent since only Level 1 privileges had been 
applied for; the department had not sought C-section privileges. 
In particular, there was resistance to FP faculty and residents 
following fetal monitoring, a modality then in its infancy, in 
patients in labor. At the time, saddle-block analgesia was still 
being used and the FP faculty never obtained privileges to 
perform that procedure. To manage this, whenever one of 
the FP’s patients needed saddle block anesthesia, an OB staff 
member or the OB chief resident had to be called. As some of the 
younger obstetricians joined the CBH staff, better relations with 
the department began to develop.

The first faculty offices were in the former Toddle House 
Café on Rose Street. Later, the offices moved into a former drug 
store on Limestone Street where a Shell Station now stands. In 
the late 1970’s or early 80’s, Family Medicine patient care moved 
to a new building known as the Annex II, which now is the site 
of the Wethington Building. After the Kentucky Clinic building 
was constructed, the Department of Family Medicine offices and 
clinic moved into that structure.

Dr. Burdette continued as chair until late 1976, when he left 
to join the faculty at the Bowman Gray School of Medicine in 
North Carolina. Dr. Crocker was named interim chair until Dr. 
H. Thomas Wiegert became chair in 1977. Dr. Wiegert had 
first joined the UK faculty as the Associate Dean for Primary 
Care with the predominant task of developing the Area Health 
Education Center (AHEC) program in the state. After becoming 
chair, he initially served in both capacities. 

continued on page 24
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During Dr. Wiegert’s tenure as chair, the department 
obtained the first computer (an IBM 34) of any department in 
the College of Medicine. The computer occupied an estimated 
50-60 sq. ft. and its only use was for billing, being done by 
individual departments at that time. A programmer from 
California was flown in three or four different times to get the 
computer set up because that was less expensive than having the
work done by an IBM programmer located here in Lexington.

Dr. Wiegert also gleaned the unenviable task of conserving 

resources by having Certified
Medical Assistants (CMA’s) 
replace RN’s as our medical 
assistants, a painful transition. 
His time as chair included hiring 
of the first business manager of 
any department in the College of Medicine. In addition, the 
department was the first to have Doctor of Pharmacy Students, 
and if not the first, one of the early departments to have Nurse 
Practitioner Students. 

Several training grants were awarded during these years. 
A residency program was started in Georgetown, Ky. in 1979 
that was loosely affiliated with a private practice group that 
volunteered as clinical faculty. This program continued until 
1982 when it was decided that it could not be sustained due to 
lack of full-time faculty residing in the town. However, some of 
the original goals were met, such as attracting more physicians 
to that community.

Dr. Wiegert remained chair until 1985, when he resigned to 
rejoin the medical service of the U.S. State Department. At this 
writing he has retired from the State Department and is living 

in a retirement community on Mercer Island, Wash., where he 
is active in the administration of that facility.

The next chair was Dr. Alan David, who had been on 
the faculty for a few years prior to his appointment as chair.
The Accelerated Residency Program, sometimes call the 3+3 
program, was initiated by Dr. David. The program recruited
three students, carefully screened, at the end of their third 
year in medical school who would complete the fourth year of 
medical school and the first year of residency simultaneously. 
It was a very successful and popular program for many years,
but had been approved only as a pilot by the ACGME RRC.
In spite of the program’s success, the RRC declined to continue 
approval after the pilot period, and the program ceased after
approximately ten years. A current member of the faculty, Dr.
Scott Black, and Dr. Robert Bratton (a former department 
chair at Mayo Clinic-Jacksonville and Mayo Clinic-Scottsdale),  
now medical director of the Lexington Clinic, were two of the 
three initial residents chosen.

Dr. David was able to obtain approval to expand the faculty 
to 12 FTE, a big step in making possible many of the goals 
of the department. When Dr. Nicholas Pisacano died, it was 
due to the efforts of Dr. David that funding was obtained for a 
Pisacano endowed chair.

In 1990, the UK East Kentucky Family Medicine Residency 
Program was started in Hazard, Ky,
with the residents initially spending 
the first year in Lexington and later 
all three years in Hazard. Some of the
later graduates from the residency 
program in Lexington joined the 
Hazard faculty.  In 2004, under the
leadership of Baretta Casey, MD, 
Vice Chair for Rural Education , the
UK East Kentucky Family Medicine 
Residency Program in Hazard
partnered with the North Fork 
Valley Community Health Center. 

Since that time, the department has shared joint responsibility 
for the Community Health Center.  This included the addition 
of a new clinic site in Hindman, Ky.  That center has become 
highly successful, offering primary care, dentistry, behavioral
health, and pharmacy services. The UK East Kentucky Family 
Medicine Residency Program continues to graduate four
residents per year.

Dr. David left UK in January 1991 to accept the chairmanship 
at the University of Cincinnati Family Medicine Residency.  
He subsequently became Chair of the Department of Family 
Medicine at the Medical College of Wisconsin in Milwaukee.

Following Dr. David, Dr. Michael Hagen served as chair 
for two years and while in that capacity obtained a grant from 
the Health Resources and Services Administration (HRSA, an 
agency of the U.S. Department of Health and Human Services) 

continued from page 23

TO DATE, THE UK FAMILY MEDICINE 

RESIDENCY PROGRAMS HAVE GRADUATED 

A TOTAL OF 386 RESIDENTS; 272 FROM 

THE LEXINGTON PROGRAM, 87 FROM 

THE HAZARD PROGRAM, 24 FROM THE 

MOREHEAD PROGRAM, AND 4 FROM THE 

CORBIN PROGRAM. BASED UPON THE 

LATEST TALLY, 80% OF THESE GRADUATES 

ARE PRACTICING IN KENTUCKKY.



25JOURNAL WINTER 2019

support a Faculty Development Fellowship Program. In 1998, 
Dr. Hagen became part-time faculty after accepting a full-time 
position with the American Board of Family Medicine, where he 
served as a senior vice-president.

Dr. Samuel Matheny, a graduate of the UK College of 
Medicine, was recruited from California into the department 
chairman position in 1992, and served in that role until 2011. Dr. 
Matheny led major transformation and growth for the department 
and broadened its influence at UK and beyond.  In addition to his 
achievements at UK, Dr. Matheny became an influential leader 
in the national Association of Departments of Family Medicine, 
rising to serve as that organization’s president.

Dr. Matheny recruited Dr. Kevin Pearce from Wake Forest 
University to join the UK faculty as Vice Chair for Academic 
Affairs in 1998.  Among his first responsibilities was the Faculty 
Development Fellowship started by Dr. Hagen.  Dr. Pearce 
expanded the fellowship into a two-year program. This continued 
for ten years, and several of the fellows joined our faculty after 
they completed the program. Dr. Matheny also encouraged Dr. 
Pearce to develop the Kentucky Ambulatory Network (KAN). 
KAN is a Practice-Based Research Network  (PBRN) involving 
family physicians in private practice around the state in research 
projects. This work was partially funded by the foundation of 
the Kentucky Academy of Family Physicians. The KAN PBRN 
provides technical expertise and support for the physician’s projects 
and is very successful. This research network has grown further 
under the leadership of Dr. Roberto Cardarelli, who joined the 
department in 2013 as the founding chief of a new Division of 
Community Medicine.

Drs. Matheny and Pearce worked with leaders in developing 
the UK College of Public Health. Dr. F. Douglas Scutchfield, who 
joined the UK faculty in 1997, became founding director of the 
UK College of Public Health and has a joint faculty appointment 
with the Department of Family and Community Medicine.  The 
College of Public Health grew out of a new Center for Health 
Services Research for which Dr. Scutchfield was the founding 
Director. Dr. Matheny chaired the search committee for that 
position. Dr. Matheny also initiated the changing of the name 
of the department to Department of Family and Community 
Medicine (DFCM) to better identify the community-oriented 
research and teaching underway.

To make it possible for family medicine patients employed by 
UK to participate in the new HMO plan, the residency moved its 
second and third years from CBH exclusively to the College of 
Medicine in 1995, utilizing the Chandler Hospital for its rotations. 
Dr. Alan Maxwell, who was recruited as the Vice Chair for Clinical 
Affairs from the University of Alabama at Tuscaloosa, was given 
the responsibility of integrating the residency in-patient service 
in Chandler Hospital. No privilege problems were encountered, 
although initially the nursing staffs in the ICUs had some difficulty 
accepting orders from primary care physicians.

While chair, Dr. Matheny also introduced some innovative 
parameters in healthcare for prisoners utilizing our contract with 

the Blackburn Correctional Facility in Lexington. These services 
included the full range of adult general medicine, plus testing 
and treatment for HIV and chronic hepatitis. Dr. Matheny was 
also instrumental in developing the division of palliative medicine 
and expected it to be part of our department, but it went to the 
Department of Internal Medicine instead.

 In 1997, Dr. Matheny recruited Dr. Tom Armsey to establish 
and direct the Sports Medicine Fellowship. Dr. Rob Hosey joined 
him in 1998, as associate director, after completing his fellowship at 
UCLA. The UCLA program at that time was under the direction 
of Dr. James Puffer, now immediate past- president of the ABFM. 
Dr. Hosey later joined the UK Department of Orthopedics with 
a joint appointment. He practices sports medicine and is a team 
physician for various UK athletic teams.

 In 2016, the Sports Medicine Fellowship has been approved 
to expand to three fellows per year. To date, the UK Primary Care 
Sports Medicine Fellowship Program has graduated 34 fellows. 
Three of the fellowship graduates serve on our full-time faculty.

Two Rural Training Track Residency Programs were started 
in 2000 during Dr. Matheny’s tenure. The Morehead-St. Claire 
program has 24 resident graduates so far, including the 2016 class. 
The other UK Rural Training Track Residency Program was 
started in Corbin in 2000 but graduated just one class. Lack of 
community interest and support resulted in its discontinuation.

To date, the UK Family Medicine Residency programs have 
graduated a total of 386 residents; 272 from the Lexington 
program, 87 from the Hazard Program, 24 from the Morehead 
Program, and 4 from the Corbin program. Based upon the latest 
tally, 80% of these graduates are practicing in Kentucky.

Dr. Matheny served as department chair until January 2011, 
when he accepted the position of UK Assistant Provost for Global 
Health Initiatives.   Dr. Pearce was named interim chair by the 
interim dean, Dr. Emery Wilson. He then was appointed to the 
chairmanship March 1, 2012, by the new dean, Dr. Fredrick de 
Beer.

 Dr. Pearce gained approval to hire a new vice chair and to 
hire another new senior faculty member who would develop a 
new Division of Community Medicine, keeping in mind that the 
UK College of Medicine’s roots lay in Community Medicine. 
Dr. Roberto Cardarelli was recruited as the founding chief of this 
division. To date, Dr. Cardarelli has revitalized the department’s 
research and education activities related to community medicine 
and public health. He has earned major grant awards in support 
of these efforts and fostered the engagement of more of our 
faculty, residents and students in research. Dr. Cardarelli took the 
reins of the Kentucky Ambulatory Network, and revitalized this 
PBRN. Under his leadership, KAN is accomplishing its mission to 
enhance the ability of office-based clinicians to deliver high-quality 
primary health care to their patients through collaborative and 
transitional research in primary care settings, while emphasizing 
the healthcare priorities of its members. Dr. Cardarelli also 

continued on page 26
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partnered with the UK College of Public Health to improve the UK 
MD/MPH combined degree program.

 The role of vice chair was filled by Dr. Wanda Gonsalves in 
2013. Dr. Gonsalves took on broad responsibilities for strengthening 
the educational mission and impacts of the department. She 
re-organized the faculty around educational goals, and developed 
and implemented a strong faculty development and mentorship 
program. Dr. Gonsalves also led the development of a new special 
track for UK medical students interested in family medicine. The 
UK FamTrack program provides early clinical experiences and 
focused mentoring from family medicine faculty physicians over an 
18-month period, starting in the first year of medical school.

In 2013, plans were laid to expand the Department of Family 
and Community Medicine’s main site in Lexington and move it to 
a much larger space off campus, with easier access for patients. This 
included folding into the department another UK primary care 
practice, plus occupational medicine and travel medicine clinical 
services. These plans culminated in April 2015 with a move into 
new clinic space in Lexington (in what was once Turfland Mall) 
that almost doubled the prior space, and included new adjacent 
administrative and teaching space.  Prior to that time, Dr. Pearce 

arranged for another primary care clinic in Georgetown, Kentucky, 
that UK had purchased, to be folded into the department. Thus, 
by 2014, the department had clinics off the university campus in 
Lexington, Georgetown, Hazard, and Hindman (the latter two 
affiliated with the UK East Kentucky Family Medicine Residency 
Program).  Dr. Pearce also laid the groundwork for expanding and 
re-purposing clinical staff in preparation for improved models of 
care that would emphasize physician-led team-based care with 
improved preventive care.

In 2016, Dr. Pearce began leadership transition planning as 
he prepared to step away from the role of Department Chair. Dr. 
Pearce worked with Dean Robert DiPaola and Dr. Cardarelli to 
prepare him for this role, and Dr. Cardarelli accepted the position of 
Interim Department Chair in the summer of 2017. After a national 
search, Dr. Cardarelli was appointed as Department Chair in June 
of 2018.   He immediately set about to accelerate the transformation 
of all clinical operations in the department toward more value-based 
patient care, working closely with UK leadership.  This resulted in 
strengthening the department’s reputation as a leader in primary 
care service and training, and expanding access for patients.  Dr. 
Cardarelli also negotiated support for expansion of leadership and 
research faculty positions in the department, with recruitment now 
in progress.

continued from page 25

Max Crocker, M.D. Dr. Crocker received his medical school degree from the University of Tennessee, Memphis. 
He completed an internship at the Mobile General Hospital and then spent 2 years serving in the Army. He practiced in 
Hohenwald and Lexington, Tennessee until 1973 when he joined the University of Kentucky Family Medicine faculty. 
Dr. Crocker retired in 1998. 

Michael Hagen, M.D completed medical school and family medicine residency training at the University 
of Missouri-Columbia. Following residency, he practiced for several years in the Missouri Ozarks before joining the 
faculty at the University of Kentucky Department of Family and Community Medicine in 1981. At UK he has served 
as Residency Director, Clinic Director, Clerkship Director, Research Director, Associate Chair, and Chair.  After 
completing a National Library of Medicine fellowship in Medical Informatics at New England Medical Center from 
1987-1989, Dr. Hagen served a five-year term on the American Board of Family Medicine (ABFM) from 1991-1996, 
serving as President in his final year on the Board. He has led the ABFM’s clinical simulation project since 1996, first 
as a part-time appointment and then full-time since 1998. Dr. Hagen retired recently but still teaches part-time at the 
University of Kentucky, where he holds the rank of Professor in the Department of Family and Community Medicine. 
He is married with two daughters.

Kevin Pearce, M.D. is the Claire Louise Caudill Endowed Chair in Family Medicine.  A 1983 graduate of the 
University of Florida College of Medicine, he has served on the faculty of the UK Department of Family and Community 
Medicine since 1998.  Dr. Pearce is the Immediate Past President and now Board Chair of the Kentucky Academy of 
Family Physicians

E.C. Seeley, M.D. is a graduate of the University of Louisville School of Medicine class of 1947. He did his post-
grad at Duval Medical Center in Jacksonville, FL followed by  two years active duty as a Naval medical officer serving at 
Cecil Field, FL and St. Albans Naval Hospital in Queens, NY. He spent 25 years in rural practice in London, KY. before 
joining  the faculty at the University of Kentucky College of Medicine in 1975. Since retirement in 1993, Dr. Seeley has 
remained part time faculty until present in the Department of Family and Community Medicine at UK.
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HUMANITIES

There are days when I feel useless as a physician. The 
medications I prescribe don’t work, don’t get taken or don’t 
get filled for one reason or another. I deliver bad news, listen
to bad news and discuss bad news. I run out of ideas, have only 
less bad ideas or have ideas the patient doesn’t want to hear. 
Some days I just can’t deliver what people want, what they 
need or what they demand.

Thursday was one of those days.  By the time I got to my last 
patient of the day, I was exhausted, hungry and grouchy.  Ray, my 
last patient, was a man I’ve cared for intermittently for the better 
part of ten years. The last time I’d seen him was about eighteen
months ago when his last nursing home discharged him, then 
put him in a taxi, sent him to my office and abandoned him.  It 
took multiple staff members multiple phone calls to get him into
another facility the same day.

He showed up today because he got kicked out of this most 
recent nursing home for bad behavior, the details were suspicious 
and sketchy, but ultimately didn’t matter.  The fact was, the man
was in my office because the facility washed their hands of him. If 
I didn’t pick up his care today, become his advocate and his doctor,
this man would be in limbo. I saw the nightmare of him bouncing 
through the system from ER to ER, everyone passing the buck 
but no one taking ownership of his care. I wanted to scream and 
curse and rage at the nursing home staff. How could they let 
him go without a plan? Without a place to go? Without medical 
records? How could they live with themselves knowing that they 
packed him up and dropped him at a homeless shelter?  

I know Ray can be exasperating, but I like him. He suffered 
a devastating stroke in his late forties from severe vascular 
disease. The stroke left him with a dense paralysis on his left side, 
contractures of his left hand and some difficulty with speech. 
Without stable family, he was unable to live alone and was forced 
into long-term care at an early age. But, he’s an unrepentant 
smoker, and he’s still got his mind, so he doesn’t want to play 
BINGO and do arts and crafts with old people.  He refuses to lay 
down and die and I like that about him.

The staff of the nursing home took him to a local homeless 
shelter ten days before this visit with me because neither he nor 

they could locate any family and the facility social worker decided 
the shelter was the best alternative.  His medication list was seven 
pages long, he had open wounds on his legs from falling in the 
shelter’s shower.  The shelter was poorly equipped to deal with his 
complex medical needs and could offer almost no support to him. 
He hadn’t eaten since breakfast and it was now past five p.m. He 
was alone and had been brought by the transit van. 

So here we were at 5 pm on a Thursday. Sweet Mary Mother 
of of God. Where to start?

I just sat and eyeballed him from head to toe. This pitiful 
man in his duct-taped wheelchair and me. His wallet threatened 
to disintegrate and his meds were in a sack from Wal-Mart. He 
needed a shave, his sweatshirt was all twisted up around his torso 
and the brace that was supposed to keep his permanently curled 
up fingers from digging into the palm of his left hand was falling 
apart. I sat, elbows on knees, chin in hand, facing him and silent. I 
took a couple of long deep breaths and sighed.

“You wanna snack? I’m starved,” I finally said.
“Sure, that’d be great,” he said.
“I’ll be right back.”
I went to our office kitchen and rustled up some cherries, two 

bottles of water, some cheddar cheese, a couple of stale-looking 
donuts a hopeful drug rep brought our office yesterday and a box 
of saltines. I grabbed a couple of tri-fold paper towels from the
dispenser, and a styrofoam plate and headed back to the room.

We sat and visited for awhile, catching up, talking about 
television, politics, sports and the weather. Afterward I cleaned 
and dressed his wounds and trimmed his nails so they no longer 
dug into the palm of his left hand. I cut a little close on his pinky, 
he glared at me, and I stink-eyed him back. He winked at me.

I sent him back to the shelter with every unopened box, bag 
and can of food from our office pantry and fridge that was mine
and a few that weren’t. I filled his meds, and ordered some new 
medical equipment to be delivered to the shelter. Tomorrow I 
would beg home health to go to the shelter, even though they’d 
never been there before. I’ve no idea if or when I would see him 
again, but that day, in that moment, with that patient, I was about 
as useful as a physician as I have ever been.

ORIGINAL SHORT FICTION BY 

MELISSA ZOOK, MD, FAAFP

Ray and Me

Dr. Melissa Zook is a family physician at London Women’s Care in London, Kentucky. She graduated from Penn 
State College of Medicine and completed family medicine residency through UNC at the Moses Cone Hospital in 
Greensboro, NC. She is a buprenorphine-waived physician for 275 patients. Her clinical interests include addiction, HIV, 
hepatitis, mental health and healthcare issues unique to rural populations. 
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