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BY MONICA SULLIVAN, MD, FAAFP, PRESIDENT

Rewind [verb ree-wahynd] – to wind 
back or toward the beginning; reverse.

Hi everyone!  It is the season of reflection, gratitude, 
and saying farewell to the long days of summer as the Fall 
season fades to the dark days of winter.  In reflection of 
the year passing, I find my mind wandering to the exact 
moment that I fell in love with medicine and decided on my 
path to become a physician.  What a journey it has been!  
Reflecting on the hard work and joy it has brought me, I 
have renewed strength and hope.  The pandemic brought 
many changes and added many overwhelming tasks to our 
already very long and busy days.  Amid so many tasks, it 
is easy to lose focus on what is important and necessary 
to the care of our patient.  In my first article as your KAFP 
President, I explored the concept of change and what leads 
us to it – disaster or decision.  Underneath the decision 
to change, or any decision, is the “why”.  Why change? 
Why continue to struggle? Why keep pushing and helping 
others – whether patient or colleague? What is the driving 

force? While the concept at first felt daunting, the answer 
became clear: rewind and begin at the beginning.

It was at the age of 7 that I decided to become a 
physician.  I went to the hospital for rounds with my 
father, who is a vascular surgeon – and is still doctoring 
at the age of 75.  I stood next to him that morning at the 
patients beside and watched him take her hand and ask 
her “how are you today?” – and her response “I am alive 
because of you.”  I felt the one-of-a-kind connection in 
that room on that very early morning and my path was 
set.  Fast forward through grade school, middle school, 
high school, and finally undergraduate school where all 
focus went toward getting to that place beside the bed 
in that long white coat.  The pause when I walked to 
the mailbox daily awaiting the letter that begins with 
“Congratulations on your acceptance…”.  Slow the fast 
forward through the grueling 4 years of medical school 
where you constantly expand your knowledge, push your 
physical and mental limits, and you meet the patient 
that chooses your path for you.  The patient that takes 
your hand and says, “I am alive because of you” or in my 
case, “I want to be alive because of you”.  You bring life 
into this world, sit while life is breathed out for the last 
time, and walk through the moments in between with 
your patients.  That is Family Medicine.  Family Medicine 
is me.  Again, you pause as you open your Match Day 
letter and wait with bated breath for your final years 
of training.  More years of learning, challenge, change, 
struggle, triumph, and healing.  Your next pause when 
you stand in front of the exam room door that holds 
your awaiting patient on your very first day as a family 
physician.  You smile, exhale, knock, and enter the 
patient room to begin the rest of your life doctoring.

That was my beginning – do you remember 
yours?  Do you remember what is underneath the 
endless paperwork, charting, EMR in-basket work, 
administrative tasks?  I needed a reminder.

Recently I was invited to speak with the University 
of Kentucky Family Medicine Interest Group.  I blocked 
time out of my office schedule to physically and mentally 
be present.  The 2-hour drive gave me the space to enjoy 
the sunshine, rushing breeze, loud music, and allowed 

From 
the President

In these times of uncertainty, I 
invite you to rewind; to review 

your path, examine it from 
different perspectives and 

then pause – feel the range of 
emotions that comes with it.
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my mind to drift.  Walking into the hospital and winding 
my way to the lecture room brought an onslaught of 
memories from my own days of medical school.  The 
sound of the rushed personnel, doctors, nurses, and 
everyone on their way to impact lives brought to the 
surface so many emotions.  I felt the original yearning 
that I had as I first started medical school to hurry up 
and get through, so that I could be in their shoes and 
help people.  Somewhere along the way and under the 
daily burdens, time constraints, stressors, deadlines, 
EMR, and demands of patient care, the focus on the 
face-to-face care of the patient was lost.  The focus came 
rushing back and slammed into me when I walked into 
the lecture room and met those bright inquiring faces.  
That room holds the future for us – sharing my journey 
with them gave me the pause that I needed to make 
the conscious effort to improve the specialty of Family 
Medicine.  The motivation to ease the administrative 
burden and narrow the focus back to the care of the 
patient.

Over the next few months, I will be exploring the 
bigger picture.  I have a Zoom meeting with the Kentucky 
regional CMS administrative director to explore the 
process of how decisions are made and ask questions 
regarding current issues.  I have plans to attend some of 

the decision-making meetings with the administrative 
team of my hospital system to find how I can make an 
impact and bring about change.  For me, knowing the 
questions to ask is a start, followed by exploring options 
and putting into place some new systems to see if they 
will lessen the administrative burden constraining daily 
practice.  I will continue to reach out to medical schools 
and residency programs to encourage discussions of 
important topics in those arenas.  

In these times of uncertainty, I invite you to 
rewind; to review your path, examine it from different 
perspectives and then pause – feel the range of emotions 
that comes with it.  Elation, triumph, frustration, 
sadness, nervousness, anger, uncertainty, fear, 
excitement, love, despair, peace.  Begin at the beginning.  
Ask questions, converse, push limits.  Our patients are 
depending on us.  Our colleagues and fellow Family 
Physicians are depending on us.  Let’s make it better.

Blessings,

Monica Sullivan, MD, FAAFP
President KAFP 2022-2023

To our heroes on the frontlines of healthcare for what you are doing each and every day. 

YOU ARE THE CHAMPIONS

14109 Taylor Loop Rd. | Little Rock, AR | 501-221-9986 | pcipublishing.com
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By A. Stevens Wrightson, MD
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Exceptional Advantages.
Exciting Opportunities.
That’s the Power of U.

To discover exciting opportunities with  
the Power of U, contact a recruiter today.   
ProviderRecruitment@UofLHealth.org

THAT’S THE POWER OF U

Joining UofL Health, and our medical group,  
UofL Physicians, gives you the professional 
advantage of being part of a world-renowned 
academic health system. As the largest 
multispecialty physician practice in the 
Louisville area, our expert network of specialists, 
community and academic physicians serves:

■ 7 hospitals
■ 4 medical centers
■ 250 physician practice locations
■ UofL Health – Brown Cancer Center
■ UofL Health – Eye Institute
As a fully integrated regional academic  
health system, we also offer positions in a 
traditional, community-based medical setting. 
Affiliated with University of Louisville School 
of Medicine, we help pioneer advanced 
treatments, technologies and groundbreaking 
research, every day. Kamara Garner, MD 

Family Medicine
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Key Dynamics - The 4 R’s
Registration: For the first time in the state’s history, 

the Fall 2022 election took place amidst registered 
Republicans outnumbering registered Democrats. The 
historic flip from D to R became official in June of this 
year. Percentages as of Oct 17 stand at 45.4% to 44.8%. 
Neither party has a majority given the notable rise in 
those registered “other” growing to 9.8%. Of course, 
turnout plays an important part in election results. 
In tight races, appealing beyond party lines was an 
advantage. 

Redistricting: Population shifts and GOP 
supermajority control were major factors in how lines 
were drawn for this election. This is the first time in 
decades the GOP drew maps for both chambers as they 
took control of the House in 2016 following a 95-year 
drought. The Fall 2022 election was the first peek at 
how these changes will impact the Kentucky General 
Assembly for a decade. 

Retirements: Notable names in leadership from Majority 
Whip Chad McCoy to Minority Leader Joni Jenkins to a 
handful of committee chairs, among others, did not seek 
reelection. The 20 members, 14 representatives and 6 
senators had an average of 12 years of experience among 
them. That, plus incumbent losses in the primary, mean 
institutional knowledge and experience is lost as new voices 
are gained.

Republican pick-ups: It was widely accepted going into 
the race that the House super-duper majority would gain a 
few members. The GOP had a major advantage going in with 
Republicans 40 running unopposed to the Democrat’s 11. As 
expected, the GOP picked up one Democratic state Senate 
seat. Minority Whip Dennis Parrett (D-Elizabethtown) chose 
not to seek re-election at the end of the 2022 Session, and 
no Democrat filed in the district making the Republican 
candidate Matthew Deenan unopposed. 

Letter From the Lobbyist
By Bob Babbage, MA, and Rebecca Hartsough, PhD

Highlights from the 2022 General Election

continued on page 10
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To learn more or apply, visit 
ChenMed.com/Physicians. 

Contact us now via email at 
mdcareers@ChenMed.com.

Our value-based care model works, for our 
physicians and our patients. Privately owned  
and physician-led, we need you to help us  
deliver better healthcare to the neediest 
population: seniors.

We’re expanding rapidly and looking for great,  
mission-minded PCPs (Internal Medicine, 
Family Medicine, Geriatricians, Fellows, and 
Residents) to become part of the growing 
ChenMed team!

We're transforming healthcare.  
You should join us.

Guaranteed Base Salary  
(No RVUs)

Shared-Success Bonus Plan 

Accelerated Path to Leadership  
and Zero Buy-In Partnership

Smaller patient panels (450 max)

Monday-Friday schedule (no  
hospital call or rounding)

Generous PTO, 401K Match  
& Relocation

Resident Stipends

And so much more

We have immediate opportunities in Kentucky  
and 14 other states.

We sponsor J-1 Visa Waivers and H-1B Visas for  
eligible candidates.

OUR PHYSICIANS ENJOY: 

WE’RE ON A  
MISSION 

ARE YOU?

 IT ISN’T JUST PRIMARY CARE, IT’S TRANSFORMATIVE CARE.®
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Turnout
Turnout for the 2022 midterms was higher 

across the nation - a trend Kentucky is on track to 
mirror, per KY Secretary of State Michael Adams. 
Voter turnout is expected to hit or pass 50% once 
results are final, according to Adams. Voter turnout 
surpassing 50% would make this year the highest 
since 1990. More than 300,000 Kentuckians voted 
early. 

Unopposed Races
51 House races were run unopposed, guaranteeing 

more than half of the 100 House members ahead of 
Election Day. 

New Faces
31 members are new to the Kentucky General 

Assembly. Eleven freshmen faced the ideal 
circumstances - unopposed races. 

Constitutional Amendments
Both proposed constitutional amendments were 

voted down this election. Amendment 1 would have 
given the Kentucky General Assembly the power to 
call themselves into session for a limited number of 
days each year. Amendment 2 would have affirmed no 
right to an abortion in the Kentucky Constitution.

Federal Races
All GOP Senate and Congressional candidates 

were re-elected to their posts. Senator Rand Paul, 
Congressman Jamie Comer, Congressman Brett 
Guthrie, Congressman Thomas Massie, Congressman 
Hal Rogers, and Congressman Andy Barr all easily 
won re-election.

Democratic candidate for the Third 
Congressional District, Morgan McGarvey, won 
his first federal race. McGarvey replaces retiring 
Democrat Congressman John Yarmuth.

 
Why Does this Matter to You?

With 31 new faces in the legislature, we have 
our work cut out for us to meet and educate 
new members about KAFP, its mission, and its 
membership. As health issues continue to percolate 
through the Legislative and Executive Branches, it’s 
critical to engage with leaders about good policy. 
You are poised to be healthcare champions. Our 
team will create opportunities and help KAFP foster 
even stronger relationships with key stakeholders. 

The 2023 General Session begins January 3rd. 
This year’s 30-day “short session” will be jam-
packed with important issues and will be moving at 
a breakneck pace given the shorter duration. The 
KAFP legislative breakfast last year was immensely 
successful, and we expect a similar outcome this 
year.

The upcoming year is also another major election 
year for constitutional officers. Kentucky is one 
of the few states with off-cycle, odd calendar year 
Governor’s races, making the state more prominent 
in national news. The large Republican candidate 
pool for Governor is sure to make for interesting 
debates and intra-party conflict. How the GOP 
Gubernatorial Primary victor will fare against 
incumbent Governor Andy Beshear is a hot topic 
across the state and country. 

We will continue to inform you regularly with 
updates and calls to action. We admire KAFP’s 
commitment to better health outcomes and to a 
healthier Kentucky.

continued from page 8

Bob Babbage, MA is a graduate of Eastern Kentucky University and holds master’s degrees from the University 
of Kentucky Patterson School of Diplomacy and Lexington Theological Seminary. He completed the Harvard 
University Senior Executive Program. Mr. Babbage heads Babbage Cofounder, the lobby and advocacy firm 
proudly representing family physicians in Kentucky. For more information on how to contact your legislator, visit: 
https://apps.legislature.ky.gov/findyourlegislator/findyourlegislator.html.

Rebecca Hartsough, PhD brings an extensive research background to Babbage Cofounder. Dr. Hartsough 
worked previously in higher education, legal, and healthcare sectors, most recently serving as the data 
science liaison for Embold Health. She earned a doctorate in Political Science & Quantitative Methods from 
Emory University.
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Check out more here! 

https://www.inova.org/locations/inova-primary-care  

 Opportunities 

Inova Primary Care 

Our primary care team across 39 practice locations is proud to be the 
first point of care for over 300,000 individuals and families in Northern 
Virginia, with an integrated care model and seamless referral access 
to Inova’s world-class specialists. 

We take pride in delivering outstanding clinical outcomes and celebrate 
our team members' contributions to advancing care. Practice alongside 
talented colleagues who care for each other while leveraging our 
leading reputation and best-in-class resources.

Position Features/Criteria: 
Family Medicine and Internal Medicine – Board Certified or Eligible 
Outpatient Only – Weekdays, No nights, Infrequent on-call hours 
Broad Scope of Practice – Preventative, chronic, and acute care.  In-
person and virtual services.
Comprehensive Compensation, Bonus and Benefits Package
Community Highlights -  Northern Virginia is next door to our nation's 
capital - Washington, D.C. - yet has kept its own character reminiscent 
of colonial times, rambling plantations, equestrian farms and
cobblestoned streets leading to quaint taverns, chic shops and
historical gems. The region is home to some of the best public schools 
in the country, making it one of the most desirable places to live in the 
United States.

Come joinourteamof providers. We are growing
and expanding ouroffice sites in manylocations.
For expedient application review
Contact Gene Itoh, Physician Recruiter at  
susumu.itoh@inova.org 

Inova is proud to be the only healthcare 
system in the Washington, DC region to 
have been named to the Forbes list of Best 
Employers for Women 2022. 

Through the work of the Inova Pride Team 
Member Resource Group, Inova received 
rankings within the Human Rights 
Campaign Healthcare Equality Index (HEI)

An initiative that challenges leading 
healthcare organizations to work together to 
transform diabetes care for Americans 
across the country. Inova and its Clinically 
Integrated Network, Signature Partners, 
were among the four organizations to 
receive a 2019 Together 2 Goal Award

All five Inova hospitals have again been 
awarded a grade of "A" for hospital safety 
by The Leapfrog Group, a national 
organization that aims to improve 
healthcare quality and safety 

Achievements and Recognition 

Join our mission to provide world-class 
healthcare – every time, every touch

AMGA’s 
2019 
Together 2 
Goal® 
Awards 
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Goals of Care in Geriatrics: 
Capturing Patient Wishes in Daily Practice

BY MEGHAN BRENNAN, DO, AND LAURA MORTON, MD

There has been a recent focus promoted by the Institute for 
Healthcare Improvement (IHI), John A. Hartford Foundation, 
and the American Hospital Association (AHA) on transforming 
health systems into Age-Friendly Health Systems (AFHS). 
Age-Friendly Health Systems utilize the 4Ms Framework: 
What Matters Most; Medication; Mentation; Mobility.1,2 In this 
article, we will focus on What Matters Most to patients with 
advance care planning in the primary care setting. Having open 
conversations about goals of care and advance care planning 
can help primary care providers make treatment decisions 
throughout a patient’s life rather than just at the end of life. In 
our experience, physicians initiating the conversation can reduce 
the burden for patients by starting the dialogue about a difficult 
topic. These discussions range from who patients trust to make 
healthcare decisions if they are unable, how patients imagine 
the end of life, and even to how to get support to allow patients to 
function and live independently as long as possible.

In 2016, Sudore et al3 provided a consensus definition of 
advance care planning: “a process that supports adults at any age 
or stage of health in understanding and sharing their personal 
values, life goals, and preferences regarding future medical 
care.” Patient goals of care are the objectives that a patient and 
caregivers hope to achieve through treatment. These goals may 
include symptom relief, improved quality of life, and extended 
survival. Primary care physicians are often the best people to help 
patients define their goals as these long-standing relationships 
provide a unique opportunity for patients to discuss daunting 
topics with a trusted healthcare professional. Facilitating these 
difficult conversations and eliciting the goals of care ensures that 
patients receive medical interventions that align with personal 
values, goals, and preferences. These conversations should occur 
with all patients across a lifespan as they are easier in non-urgent 
times. This continuous process will allow patient wishes to evolve 
over time or over the course of health and illness.

Physicians can guide their patients to make informed 
decisions about their future health using advance care planning. 
This guidance can be beneficial to both patients and their 
caregivers while improving the quality of life of dying patients. 
Although it is appropriate to address goals of treatment for all 
patients, this is most critical for patients who are at high risk of 
complications or dying. Identifying patients at risk of dying can 
be done using the reflective question, “Would you be surprised 
if this patient were to die in the next six months?” If the answer 
to this question for a patient is “no”, then addressing goals of 
care and advance care planning should become critical. While 
prognostication can be difficult, there are online calculators (e.g., 

https://eprognosis.ucsf.edu/index.php) available that assist with 
survival estimates.

Surveys show that >70% of Americans want to die at 
home. However, only about 30% actually die at home.4 Having 
conversations with patients about their goals for the end of their 
life can help remedy this problem. The vast majority of patients 
who have an in-hospital cardiac arrest are unlikely to survive. 
Of young, healthy patients, about 15% are expected to survive a 
cardiopulmonary arrest.5 The ones who do survive most often 
have severely diminished physical and cognitive functions. 
These numbers plummet as age and comorbidities increase. The 
survival rate for patients living in nursing facilities is <10% and for 
patients with cancer is <5%.5

When a patient is capable of directing his or her own care, it is 
critical that he or she be invited to participate in decision making. 
This will help to ensure that treatment is in line with the patient’s 
goals and can also alleviate a great deal of stress from family 
members who may be required to help make decisions when that 
same patient is incapable of making his or her own decisions. It is 
also appropriate to discuss choosing a surrogate decision maker 
with patients, should they be unable to make their own decisions 
in the future. While patients can delineate their preferences in 
a living will or advance directive, informing a surrogate decision 
maker of their preferences and values helps to ensure that these 
values are honored in the event of an emergency.

There are many different frameworks to help guide 
discussions in the office. One of these is the SPIKES protocol:6

- Setting: Choose a time that you can speak to the patient for 
as long as they need without being rushed out of the room. 
It is ok to schedule an office visit specifically to discuss 
Advance Care Planning, and there are add-on CPT codes 
for regular office visits as well.

continued on page 14
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Eligibility Requirements:
• Age 21 or older
• Has a household income at or below  

250% of the federal poverty level
• Has no health insurance (no Medicare,  

no Medicaid, or no private health insurance)

All I Need to Know is Where I Need to Go! Call 1-844-249-0708!

Do you have uninsured patients in need of FREE 
breast and/or cervical screening?

Please refer program eligible patients to a participating local health department or a 
contracted provider to receive FREE Mammograms and Pap Tests.

The Kentucky Women’s Cancer Screening Program (KWCSP) offers FREE breast and cervical cancer screenings. The program provides Mammograms and 
Pap tests and follow-up services, education and outreach to low income, eligible women. Once in the program, if a woman has an abnormal screening, the 
KWCSP covers the cost of most diagnostic tests. If a pre-cancer or cancer is found, the program connects her to treatment through Medicaid’s Breast and 
Cervical Cancer Treatment Program (BCCTP). The KWCSP provides services through Kentucky’s local health departments, community health clinics and other 
healthcare providers. A woman does not have to reside in the same county in which she receives services. Healthcare providers, please refer eligible women to 
a participating KWCSP clinic/provider. For a participating clinic/provider listing call KWCSP, 1-844-249-0708.

For a list of contracted 
screening providers, scan 
this QR code and scroll 
down to the state map.
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- Perspective: Ask the patient what they know about his or 
her illness.

- Invitation: Ask the patient’s permission to discuss the 
test result/ prognosis/ issues with care.

- Knowledge: Deliver the news in small, easily digestible 
chunks and give time and space for the patient to digest 
and ask questions.

- Empathy: Respond to the patient’s emotions. Name and 
normalize how he or she feels, respect emotions, and 
help support the patient.

- Summary: Use simple and clear statements to let him or 
her know that there is a whole team focused on helping.

Conversations about goals of care may come up within 
regularly scheduled office visits or can be scheduled as their 
own visits. Charges for these visits can be added to regular 
visits with a 25 modifier with 99497 for the first 16-30 minutes 
and 99498 for every additional 30 minutes.7 Documentation 
should include people present for the discussion as well as the 
contents of the conversation. An established rapport facilitates 
these conversations making the primary care physician the 
ideal person to address these difficult topics. Although time 
constraints of a busy practice can be a barrier, use of dedicated 
visits and the advance care planning CPT codes can facilitate 
doing the right thing for patients.

Engaging patients in meaningful goals of care discussions 
is critical to providing person-centered, individualized care. 
Patients with serious life-threatening illnesses often face 
challenging treatment choices, and high-quality discussions 
about what is important to them is critical to providing 
patient-centered, individualized care. Understanding a 
patient’s care goals in the context of a serious illness allows 
the clinician to align the care provided with what is most 
important to the patient.
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Abstract
Heart failure with reduced ejection fraction (HFrEF) is 

defined as Ejection Fraction (EF) < 40% and the prevalence of 
all types of heart failure is increasing.1 Preventive care in the 
primary care setting for common causes of heart failure is 
vital to reduce patients’ risk of developing the condition. Once 
diagnosed, identification of the symptoms of heart failure is 
vital to help reduce mortality. This case demonstrates the 
importance of considering a broad differential in the primary 
care setting to identify heart failure in a patient who would 
traditionally be considered low risk. 

Introduction
Prevalence of congestive heart failure has been increasing 

in part due to increased survivability with an estimated 6.2 
million American adults >20 years of age having any type 
of heart failure between 2013-2016 compared to 5.7 million 
between 2009 and 2012.2 Mortality as a result of heart failure 
is significant with 90% of patients dying within 10 years of 
diagnosis and 50% of patients dying within 5 years.3 Patients 
presenting in acute decompensated heart failure often 
have an identifiable underlying etiology. Common causes of 
heart failure include coronary artery disease (CAD), prior 
infarct, chronic obstructive pulmonary disease (COPD), 
and uncontrolled hypertension.4 We present a case of a 
42-year-old male with no significant past medical conditions 
who presented to the Emergency Department and was 
subsequently admitted to the Family Practice Center teaching 
service with progressive dyspnea, episodes of syncope, and a 
new diagnosis of heart failure.

Case
Our patient was a 42-year-old male who presented to the 

ED with several months of progressive fatigue and dyspnea 
on exertion that worsened acutely in the preceding week. He 
denied any known medical conditions. The patient reported 
he was normally very active, going to the gym weekly and 
playing soccer recreationally. Several years ago, he ran the 
Flying Pig Half-Marathon without difficulty. He denied fevers, 
chills, or chest pain but reports having a chronic dry cough 
that has been worsening over the past few weeks. Of note, the 
patient has had two episodes where he “passed out” within the 
preceding several weeks, once while he was climbing a flight 

of stairs and the other while on the treadmill. The patient also 
reports he noticed his worsening dyspnea while he was having 
intercourse with his wife. He sleeps with 2-3 pillows at night 
and says his fatigue has been “progressing.”

He has no reported past medical conditions, no surgical 
history, and has no notable family history. He takes no 
medications, lives with his wife, and has no children. He 
emigrated to the United States well over 20 years ago, having 
lived in various locations but in the Ohio River Valley for the 
past 10 years. He denies drug or alcohol use, and he was briefly 
incarcerated.

On exam, his vitals were stable except for tachycardia 
with a heart rate of 105 and a weight of 250 pounds (20 
pounds greater than his reported baseline weight). He 
generally appeared well otherwise. The patient did not have 
jugular venous distension but did have trace pitting edema 
in the lower extremities and trace rhonchi bilaterally in the 
lower lung fields was noted. Initial lab work demonstrated a 
D-Dimer of 1638 (normal < or = 500ng/mL FEU) and an NT 
Pro-BNP of 3402 (normal < or = 852 pg/mL). EKG findings 
met criteria for left ventricular hypertrophy. A chest X-ray 
and CT pulmonary angiogram demonstrated evidence of 
pulmonary edema with cardiomegaly and bilateral pleural 
effusions. No evidence of pulmonary embolism was identified. 
The patient was admitted to our service and started on 40 
mg of IV furosemide with appropriate diuretic response. An 
echocardiogram demonstrated a reduced left ventricular 
ejection fraction of 15% with structural abnormalities at the 
apex of the left ventricle. These structural changes were also 
visualized on the CT angiogram

Cardiology was consulted, and the patient underwent 
coronary catheterization which found no evidence of ischemic 
cardiac disease. A cardiac MRI demonstrated left ventricular 
noncompaction with a left ventricular ejection fraction 
estimated at 8%. 

While admitted, the patient was started on goal directed 
medical therapy with enalaprilat, metoprolol, furosemide, and 
spironolactone. He was recommended to have an implantable 
pacemaker/defibrillator device, but ultimately refused due 
to religious concerns. Once adequately diuresed, he was 
discharged on medical therapy with an external, wearable 
defibrillator and will follow with Cardiology. 

Case Report: 
An Uncommon Etiology for Heart Failure 
with Reduced Ejection Fraction

BY IAN COKER, DO, KENNETH BAZYDLO, MD, JESSICA FERRER MARTINEZ, MD, 
AARON BLAINE MOORHOUSE, DO, AND SHANNON BENTLEY, MD
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Discussion
Left ventricular noncompaction (LVNC) is a rare form of 

heart failure with an average age of diagnosis at 42 years +/- 
17 years.5 It is thought to be a genetic disease with multiple 
possible gene foci suggesting potentially autosomal dominant 
or X-linked recessive inheritance patterns.6 LVNC shares 
associations with Ebstein’s anomaly, coarctation of the aorta, 
and tetralogy of Fallot, though often presents in patients 
without history of those conditions.6 

Though this patient was not seeing primary care prior 
to this diagnosis, his is a cautionary tale highlighting the 
importance of considering broad differential diagnoses in the 
primary care setting. The United States Preventive Services 
Task Force (USPSTF) recommends against routinely screening 
with resting or exercise EKG in asymptomatic adults at low 
risk of coronary disease (D rating).7 Our patient, had he been 
seen by primary care, is likely to have been in this category. 
However, several recent events in his history are worth 
discussing.

Approximately 20% of syncopal episodes that present for 
medical evaluation are due to a cardiac etiology.8 Primary 
care clinicians may miss the indication for cardiac work up 
if these episodes are not recognized in the patient history. 
Cardiac causes of syncope are numerous and include 
arrythmia, structural disease, valvular disease, and autonomic 
syndromes. Patients with arrhythmias may present with 
family history of sudden cardiac death, palpitations or 
positionally induced symptoms. Patients with obstructive 
cardiomyopathies often have a systolic murmur that 
worsens with the Valsalva maneuver but can be otherwise 
asymptomatic.8 Additionally, patients presenting with cardiac 
ischemia may have syncope in addition to the more typical 
cardinal symptoms of acute coronary syndromes such as chest 
pain and diaphoresis.8 Valvular disease symptoms are usually 
dependent on severity of pathology, and patients may present 
with symptoms consistent with heart failure or angina.8,9 
Orthostatic syncope can be due to autonomic disease or 
pump failure, and the history will usually contain an element 
of postural change. Some data suggests that patients with 
cardiac syncope will have a two-fold increase in mortality 
over 17 years. This is likely related to the multiple potential 
etiologies discussed.8,10 

Once syncope is identified in a patient’s history, care 
should be taken to evaluate further with orthostatic blood 
pressure measurements, EKG, blood tests or further imaging 
depending on the patient’s specific risk factors. Once the 
diagnosis of cardiac syncope is made, patients should be 
risk stratified to either low or high-risk categories. High risk 
patients are those with family history of sudden cardiac 
death, hypotension, older age, known CAD or CHF, or those 
whose episodes occur during exercise, are associated with 
palpitations, or occur without warning and are therefore 

continued on page 18

Figure 1: EKG of the patient showing sinus rhythm with PVC, nonspecific ST changes, and 
evidence of left ventricular hypertrophy.

Figure 2: Chest XR of the patient demonstrating cardiomegaly with features suggestive of 
pulmonary edema. 

Figure 3: Pulmonary CT angiogram showing a bilateral pleural effusion larger on the right, 
evidence of trabeculations in the left ventricle, and cardiomegaly. No pulmonary embolism. 

Figure 4: Still images from an echocardiogram which show evidence of trabeculations in the left 
ventricle. Not shown is an EF reported of 15%. 
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suggestive of arrhythmic causes.10,11 These patients should be 
admitted for further evaluation with echocardiogram and 
may need evaluation for ischemic disease with a stress test.10,11 
If diagnosis is still uncertain, an implantable loop recorder 
would be recommended, and cardiology consultation would 
be appropriate. Low risk patients are defined as those 
lacking high-risk symptoms, are less than 50 years-old with 
normal EKG, and whose histories may be more suggestive of 
neurogenic or orthostatic hypotension.9,10,11 These patients 
should either have a Holter monitor or external loop recorder 
if symptoms are frequent, or an implantable loop recorder if 
episodes are rare.10,11 

Left ventricular noncompaction is a structural form 
of cardiac disease. Though the patient did not have this 
diagnosis at time of admission, he had symptoms of CHF 
and syncope during exercise, both of which placed him in 
the high-risk group. Patients with LVNC are high risk for 
arrhythmia due to the underlying pathophysiology.6,12 LVNC 
was first discussed in the literature in 1926 and officially 
recognized as a distinct disease in 1990.12 Prevalence 
is variable, ranging from 0.05% to 0.2% of all adult 
echocardiograms.6,12 It is a genetic disease that impacts 
cardiac development starting at gestational weeks 5 to 8 
of fetal development when intertrabecular recesses form 
in the LV that then become capillary beds.13 These beds 
become finger-like projections called trabeculae which then 
compact down to form a thickened layer that ultimately 
becomes the myocardium.13 Due to the loose nature of the 
abnormal myocardial tissue, EF is significantly reduced 
in these patients. Ventricular arrythmias are also very 
common with as many as 62% of patients having ventricular 
tachyarrhythmias.13 

Diagnosis of LVNC is ultimately made through cardiac 
MRI with specific criteria regarding the ratio of thin to 
thick layers of epicardial tissue visualized at different 
points in the cardiac cycle.6,12 Echocardiogram will show 
decreased ejection fraction, and EKG is often suggestive of left 
ventricular hypertrophy such as in this case.6,13 Management 
is similar to other forms of HFrEF, often co-managed 
with Cardiology as their assistance is often required to 
make the diagnosis on MRI. Patients should be started 
on goal-directed medical therapy with an ACE inhibitor, 
angiotensin receptor blocker (ARB) or angiotensin receptor/
neprilysin inhibitor (ARNI), beta blocker, and loop diuretic. 
Some patients will require escalation of care to include a 
mineralocorticoid receptor antagonist (MRA) and possibly 
a SGLT2 receptor inhibitor as well. Care should be taken to 
evaluate if the patient’s pathology is phenotypically similar to 
hypertrophic cardiomyopathy or dilated cardiomyopathy as 
hypertrophic heart failure patients may benefit more from 
propranolol or atenolol.12 With the high risk for ventricular 
tachyarrhythmias, patients should also undergo evaluation 

for implantable pacemaker/defibrillator device. In the setting 
of contraindications, an external, wearable defibrillator 
may be used.12 Mortality reports are varied in this patient 
population with one cohort study noted to have 86% survival 
at 5 years, but another cohort reported to have 35% mortality 
with four of the surviving patients having required cardiac 
transplantation.5,6 

Conclusion
There are many etiologies for heart failure and clinicians 

should be cognizant of rare causes as their presentations may 
be atypical and require early diagnosis to achieve optimal 
management. For example, potentially fatal arrhythmic 
events can be averted with proper defibrillator devices. 
Unfortunately, this patient’s disease was identified only after 
symptoms had reached a severely debilitating level, despite 
the prior history of syncopal episodes. This highlights the 
importance of evaluating cardiac syncope appropriately when 
it presents to identify the uncommon patients who will have 
rare forms of cardiac disease.
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BY DONALD SWIKERT, MD, NANCY SWIKERT, MD, AND RICHARD MILES, MD

Medical Marijuana Does Not Exist

There is really no such thing as “medical” marijuana.  
The marijuana plant contains over 100 chemicals called 
cannabinoids.  A few of these cannabinoids have been 
shown to be useful in specific medical conditions.  Many 
others are toxic to the body.  The issue then is medical 
cannabinoid, not medical marijuana – the plant.

History reminds us of an appropriate analogy – the 
foxglove plant.  Until the ninetieth century, the benefits 
of foxglove consisted of anecdotes about its use as a folk 
medicine. The medical use of foxglove was popularized 
by a British physician William Withering in 1785.  Today 
foxglove is still the source to produce Digitalis, a drug used 
to treat serious cardiac conditions.  But as Dr. Withering 
described, at a time when its effects were insufficiently 
understood, “the foxglove, when given in large and quickly-
repeated doses, occasions sickness, vomiting, purging, 
giddiness, confused vision, objects appearing green or 
yellow, slow pulse, convulsions, syncope and death.” 1

  Not unlike the foxglove plant, the marijuana plant 
is full of chemicals and compounds that interact with 
our bodies to produce a multitude of effects. Not unlike 
1785, the active ingredient of marijuana is insufficiently 
understood, not standardized, and unregulated.  Not 
unlike 1785, insufficient evidence exists for the use 
of marijuana for most conditions for which its use is 
advocated. Rather than science, the marijuana industry 
– looking to make money – informs the public which 
chemicals and compounds of the marijuana plant are 
effective for which conditions. And each year supporters of 

the movement convince state legislatures that marijuana 
successfully treats far more than 50 medical conditions.  
This legislative push is likely to gain momentum in the 
2023 Kentucky General Assembly.

So, what is the science behind the over 100 chemicals 
and compounds of marijuana? The components – known 
as cannabinoids – have been the subject of research 
for decades. Researchers know that the use of purified 
compounds derived from or based on the marijuana 
plant are more promising therapeutically than use of the 
whole marijuana plant or its crude extracts. Individual 
cannabinoids have unique pharmacologic profiles enabling 
development to manage specific conditions without having 
the psychoactive effects typically associated with marijuana. 
But it’s the psychoactive effect, mostly secondary to 
tetrahydrocannabinol (THC), that is in demand by millions. 
Such demand comes at a cost. Adverse neurological 
effects of THC cause acute and chronic conditions. Acute 
marijuana use is associated with impaired learning, 
memory, judgement, and attention potentially affecting 
important activities of daily living.  Even more serious 
are central nervous system excitation, paranoia, and 
delirium. Chronic marijuana use can lead to Cannabis use 
disorder contributing to impairment in school, work, and 
relationships in up to one third of adult users. In heavy 
marijuana users, there is a significant causal relationship 
with psychotic disorders.  These adverse neurological 
effects are particularly frequent in adolescents, young 
adults, and individuals with mental health illnesses. THC-

continued on page 22

Image of William Withering’s An Account of the Foxglove and Some of Its Medical Uses with 
the fold-out insert showing  a colored illustration of the Foxglove plant. P. I. Nixon Medical 
Historical Library.  

From the National Institute on Drug Abuse; National Institutes of Health. U.S Department of 
Health and Human Services.               
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laden Cannabis is more similar than dissimilar to other 
substances that are linked to “substance use disorders”, 
such as alcohol, opiates, nicotine, and others.  Like 
marijuana, all can provide relief from individual unwanted 
and undesirable states, but such benefits oftentimes are 
offset by the plant’s serious adverse impact.

Marijuana users today are consuming chemicals that 
are far more potent than ever before. The potency demand 
is driven by users wanting stronger highs - more quickly. 
In 1970, marijuana contained less than two percent THC. 
Due to sophisticated cloning techniques, today’s marijuana 
contains 20 to 25 percent THC. 

Conversely, some cannabinoids have high-quality 
evidence supporting their use medically and are approved 
by the US Food and Drug Administration (FDA). Dronabinol 
(Marinol®) and nabilone (Cesamet®) are approved for 
chemotherapy-induced nausea and vomiting.  Dronabinol 
is also approved for appetite stimulation in conditions that 
cause weight loss, such as AIDS.  Cannabidiol (Epidiolex®) 
is approved for two forms of epilepsy, Dravet syndrome and 
Lennox-Gastaut syndrome. Other medical conditions have 
a hypothetical rationale for the use of non-THC-ladened 
cannabinoid purified compounds. 

Rather than the marijuana industry driving public 
opinion and determining which compounds of the 
marijuana plant are effective for which condition, shouldn’t 
evidence-based medicine (EBM) be the driving force?  EBM 

integrates clinical experience and individual patient values 
with the best available clinical research information. 
In states that legalized “medical marijuana”, use has 
skyrocketed far above the legitimate recognized conditions. 
The active ingredients are currently not standardized, 
product concentrations are not regulated, and prescribing 
practices vary. Support for marijuana (Cannabis) reform has 
reached an all-time high. Support is highest for “medical 
marijuana”, but most Americans across age groups, and 
across all regions, also support full legalization. The 
challenge is that, while it is dramatically more popular, 
its importance as an issue in the broader public health 
has remained muted. Members of the Kentucky General 
Assembly need our counsel.  There is potential for purified 
cannabinoid non-THC-laden compound development 
for specific medical conditions backed by scientific 
evidence. Anecdotal evidence and public popularity are 
not substitutes for good public policy. “Medical marijuana” 
should not be a safe harbor protecting legislators from the 
issue of legalizing marijuana. This is not 1785. There is no 
such thing as medical marijuana.  

References:
 Withering, William.  An Account of the Foxglove, and 

Some of Its Medical Uses, 1875. The P.I. Nixon Medical 
Historical Library owns a copy of this book and is 
available on Kindle.
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Reflections from Madisonville  

Prologue
Each summer since 1998, rising second year medical students in the University of Louisville Trover Rural 

Track, have completed the Preclinical Program in Madisonville, KY.  This includes tutoring in physical exams 
before they assist with school physical exams in nearby underserved counties, as well as participating in 
group sessions learning clinical reasoning skills in a problem-based learning style. The third component 
is precepting with local physicians with a focus on patient stories.  We discuss published literature that 
demonstrates evidence that once the third year begins, students focus more on categorizing illness than on 
gathering the meaning of the illness from the human being in front of them.  As a vehicle for reflection, each 
student submits a 55-word essay during the program describing a particularly important interaction from the 
precepting sessions.  The stories below are from summer 2022.

Bill Crump, MD, Associate Dean, ULSOM Trover Campus 

“You Only Live Once” 
By James Dodds

“I quit smoking 10 years ago but something just 
brought me back”

She has had a valve replacement, double bypass, 
and severe coronary heart disease. Her heart disease 
is getting much worse, rapidly worse since she 
started smoking again. 

“Ya know doc, at some point you have to realize 
it’s bad and live your life”.

“Wonderful”
By Caitlan Jones

“I feel wonderful!”
She didn’t look wonderful. 
She is 99 pounds, skin and bones.
She stands, barely. 
The doctor uttered “Susan, I know something is 

wrong, your family knows it, and deep down you know 
it. If you keep wasting away, there won’t be a few 
months. We must figure out what’s wrong.”

“The Empathy of a Teacher”
By Summer Sparks

A busy resident allows me to shadow her. I 
respond yes ma’am when she asks me a question. 
She asks me not to call her that because it makes 
her feel old. She makes me comfortable and less 
apprehensive. She remembers what it is like to know 
so little. Her empathy extends beyond her patients.

continued on page 26
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NOW HIRING: Where 
Quality of Life and Work 
Matters for Physicians
We’re currently recruiting family medicine 
physicians in multiple locations! These 
positions offer competitive compensation, 
excellent benefits, relocation assistance and 
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team.
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“The Couple”
By Bradley Watson

As they watched each other take turns with 
the doctor, they spoke for each other without 
hesitation. They even finished each other’s 
sentences and knew each other’s medications. As 
they left, they held hands down the hall, almost 50 
years of doctor visits together now.

“A Sippy Cup of Mountain Dew”
By Cierra Woodcock

Five of her ten siblings and her parents died 
from heart disease. Three hundred pounds, 4 
stents, and a quadruple bypass later, nothing seems 
to change and no intention to do so. I suppose 
when you grow up on a sippy cup of Mountain Dew, 
knowing better doesn’t mean doing better.

continued from page 24
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SHE’S  
A FIGHTER

– Maribel H,  
Elsa’s mom

When Elsa needed complex, emergent neurosurgery, 
Goodman Campbell’s pediatric neurosurgeons were 
in her corner. Dr. Jodi Smith seamlessly integrated 
into her care team, bringing specialized expertise and 
determination to the treatment that saved Elsa’s life.

Learn more about Elsa’s story and find out how  
to refer patients at GoodmanCampbell.com.
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In the first two years of medical school, we are 
taught in blocks. Each block consists of physiology, 
pathology, and pharmacology related to one body 
system. Master the cardiovascular system, pass the 
test, move on to the gastrointestinal system, and 
repeat. With rigid lines demarcating one organ 
system from another, it is easy to forget the body’s 
complex interconnectedness. Changing one thing 
will create a ripple effect that has the possibility of 
presenting in all other systems. A simple respiratory 
infection can cause muscle aches and pains from 
constant coughing and, if left untreated, may find 
its way into the central nervous system wreaking 
havoc on the host’s entire body.

How poorly I grasped this interconnectedness 
on my first clerkship of third year. I was rotating 
on the inpatient psychiatric ward in our 
community hospital. I saw the embodiment of 
interconnectedness in the form of a 22-year-old 
patient named LJ (not her real name) presenting 
with suicidal ideation.  

LJ was sitting cross-legged on her bed when I 

introduced myself as a member of her care team. 
She seemed to be in a bright mood, a contrast from 
the usual patient on the ward. When I began her 
interview, I saw the full picture of the young woman 
sitting in front of me. As LJ began recounting the 
events of the last two months, her demeanor became 
gloomier with each life event she described leading 
up to her stay on the psychiatric ward. 

Two months ago, LJ woke with pelvic cramping. 
She was four months pregnant and excited at the 
prospect of having a child. “This baby was going to 
be something that was mine,” she said. However, as 
the day continued, the cramps grew more intense, 
and she decided to visit the emergency room. She 
was informed she was having a miscarriage and 
was sent home to follow up with her obstetrical 
provider. With a complete lack of support from 
family members and friends, she was left alone to 
mourn the shattered view of her future. “I felt like 

BY KENNEDY BREEDING 

“Unblocking” 
Our View

continued on page 30



29JOURNAL WINTER 2023

The Future of Medicine is 
Here. Opportunities, too.

That’s the Power of U.

Joining UofL Health, and our 
medical group, UofL Physicians, 
gives you the professional 
advantage of being part of a world-
renowned academic health system. 
Our expert network of specialists, 
community and academic 
physicians serves:

■ 7 hospitals
■ 4 medical centers
■ 250 physician practice locations
■  UofL Health – Brown Cancer Center
■  UofL Health – Eye Institute

As a fully integrated regional 
academic health system, we also 
offer positions in a traditional, 
community-based medical setting. 
Affiliated with University of 
Louisville School of Medicine, we 
help pioneer advanced treatments, 
technologies and groundbreaking 
research, every day. 

To discover exciting 
opportunities, contact a 
recruiter today. 
ProviderRecruitment@
UofLHealth.org

THAT’S THE POWER OF U

Odds of winning the U.S. Open twice

Odds of having a child 
diagnosed with autism

1/1.2 billion

1/88

© 2012 Autism Speaks Inc. “Autism Speaks” and “It’s time to listen” & design are trademarks owned  
by Autism Speaks Inc. All rights reserved.

Ernie Els encourages you to learn the signs of autism  
at autismspeaks.org

Early diagnosis can make a lifetime of difference.
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a failure. I didn’t want to make the situation worse 
by complaining, and at the same time I didn’t really 
know who I could talk to. I began isolating myself.” 

LJ’s tears flowed that day with me in her room. 
Though I personally had never endured anything so 
severe, her pain was palpable. My heart ached for her 
and the utter isolation she was feeling. LJ explained that 
she put on a happy face during follow up appointments 
and presented herself as a woman who was dealing with 
the loss in healthy ways, thinking that things would 
eventually get better if she pushed through the pain. This 
ultimately led to a suicide attempt that landed LJ in the 
psychiatric ward. 

While reflecting on LJ’s story I was left with one 
question: could the suicide attempt have been prevented? 
As physicians, it is easy to focus on the immediate 
problem in front of us. To put it into the language of a 
first-year medical student, we are tempted to stay in 
the boundaries of one’s block. But staying within such 
rigid margins prevents physicians from seeing the big 
picture.  Though I was not there during LJ’s treatment, I 
was wondering if she would even be standing in front of 
me in the psych ward had any physician on her care team 
stepped beyond the blocks of physical care and touched 
base with her feelings post miscarriage.

Through this experience, I began to “unblock” my 
perception of patient care. I began to understand 
that illness is not demarcated into neat lines and 
categories. The best medical care pays attention 
to the borders and where each block bleeds into 
the next. LJ‘s trauma was not only physical but 
equally psychological.  As future physicians we must 
understand that, unlike our curriculum, illness does 
not follow a blocked schedule. It is vital to see the 
patient as a whole rather than individual pieces, 
pathologies, or body systems. We risk some pieces 
falling through the cracks in order to focus on other 
pieces.  Sharing that suffering with LJ opened my 
eyes, but maybe more importantly, it opened my heart 
and unblocked my mind. A mindset I will carry with 
me for the rest of my career. 

continued from page 28

Kennedy Breeding is a third-year medical student at the ULSOM Trover Campus in Madisonville. Her 
hometown is Whitesburg, KY.
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Changing Health Care for Good 
The region’s largest and most comprehensive primary care network, located in one of the nation’s 
most sought after coastal destinations, is seeking a FAMILY MEDICINE PHYSICIAN to join our 
newest primary care in Lake Asbury Florida. As a Family Medicine Physician within our health system, 
you will have the advantage of broad-based support to provide excellent care to your patients. 

About Baptist Primary Care
Baptist Primary Care is physician lead and an integral component of the Baptist Health system in 
Jacksonville.  Chosen as the region’s most preferred health system since 1990, Baptist Health ranks 
highest in the categories of best doctors, best nurses, best quality and best reputation. Baptist Health 
is proud to have the strongest and most comprehensive specialty network in the region providing 
care for the whole patient.

There’s a Place for You Here 

Clay County is a paradise for those that enjoy being outdoors. Fleming Island, while not truly an 
island, is most definitely surrounded by water. Locals are usually playing on one of its rivers or 
lakes or taking in the beautiful nature trails that wind their way through the area. These natural 
amenities offer joggers, bird watchers, cyclists, and anglers a welcome rest from city life. Many 
residents are also drawn to the area’s cultural recreation options. The Orange Park Thrasher-
Horne Center for the Arts presents plays, concerts, and visual arts performances. Clay County 
offers that “small town” feel while being just a hop, skip and jump away from the eclectic shops 
and lively beaches of greater Jacksonville. There’s a place for you here.

© Baptist Health 2022

Interested in learning more? 
Call 904.202.5372, scan the QR code or                   
email your CV to PhysicianCareers@bmcjax.com
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The Kentucky Academy of Family Physicians
P.O. Box 1444
Ashland, KY 41105-1444

Come pursue your career at CHI Saint 
Joseph Health, one of the largest and most 
comprehensive systems in Kentucky. Consisting 
of 135 locations, including hospitals, physician 
groups, primary care centers, specialty institutes 
and home health agencies, and where Saint 
Joseph Hospital is ranked top 5% in the nation 
for clinical excellence by Healthgrades™, and is 
nationally ranked by U.S. News & World Report 
as high performing. Opportunities available 
through Central and Eastern Kentucky.  

You want more than a great place to work. You want 
a place that offers everything you need to enjoy 
life when you're not taking care of patients.

Humankindness
works here. 

CHISaintJosephHealthCareers.org

Benefits you'll receive: 
• Relocation assistance 
• Competitive base salary 
• Sign-on bonus 
• Student loan assistance 
• 401(k) matching 

To learn more, call or email Jillian. 
Jillian Edwards
Manager, Physician Recruitment 
C: 859.893.1633
E: JillianEdwards@sjhlex.org  


