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History of the Campus

All or portions of 85% of Kentucky's counties are considered to be health professional shortage areas, having
far too few primary care physicians. Despite a recent increase in the number of primary care physicians trained
by U.S. medical schools, the number in non-urban areas has not changed over the last 20 years. The
published literature shows clearly that doctors tend to set up practice in towns like those in which they train.
The pipeline to the production of rural physicians begins with high school and continues through the retention
of rural physicians in practice. This pipeline is described as "leaky," with many opportunities along the way for
rural students to become attracted to big-city life during their education. Because of the "leaky pipeline"
phenomenon, some medical schools now have regional rural campuses that provide an opportunity for
students to spend the last two years of clinical medical school training in smaller towns.

Studies from the two traditional medical schools in Kentucky showed that there are some predictors of who will
ultimately practice in rural areas in Kentucky. The study from the University of Kentucky (UK) supported the
"affinity model" that suggests that a student who has a positive experience growing up in a small town is more
likely to practice in a similar-size town. The study from the University of Louisville also supported the affinity
model, but the mathematical model was better at predicting who would not ultimately practice in a rural area.
The authors suggested that to make a significant impact, our medical schools would have to admit more of
those from rural backgrounds, including some who are not currently applying. Although there are no published
reports as yet, the Pikeville College School of Osteopathic Medicine (PCSOM) is an osteopathic initiative
based on the affinity model, intended to produce physicians primarily for rural eastern Kentucky.

Education is a central element of Baptist Health Deaconess Madisonville (formerly Trover Health System),
begun more than 60 years ago in Madisonville by brothers Loman and Faull Trover. As it has developed into a
modern rural integrated health system with a large multi-specialty clinic and a regional tertiary care hospital,
education remains in the core mission. Trover Heath System began the first Family Practice residency in the
state in 1972, and 80% of the 247 graduates practice in rural areas. Over 40 years ago, the U of L Department
of Surgery began the Surgery Project that places 4-6 third-year medical students (M-3) at Trover each 8 week
block for their required general surgery rotation.

The next phase of rural medical education at Trover began with the collaboration with U of L that created the
Off Campus Teaching Center in Madisonville. Begun in 1994 with a proclamation by Governor Brereton Jones,
only summer programs were supported until 1998. During 1998-2000, the effort was supported by one-time
equal contributions from U of L and Trover Health System. These contributions began the period of clinical
campus activities, allowing rising third-year medical students to move from Louisville to Madisonville for their
entire third and fourth years of training. During this period an on-site Associate Dean was recruited and the
campus graduated 3 students, all entering FM residencies.

In 2000, the Madisonville program was continued through a special initiative from Governor Paul Patton's office
using coal severance funds. During this time the Trover Campus further developed the pipeline activities,
including college premedical programs and a High School Rural Scholar Program. The high school program
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was developed in close collaboration and co-sponsored with the West Kentucky Area Health Education Center
(WAHEC). This program placed students in health care settings in their hometowns and provided a virtual
classroom to assist them with development of skills needed to increase their chances to enter and complete a
premedical curriculum. Although there are other programs that give these rural students the opportunity to go
to a big city for a similar experience, the negative message in these programs is that to do something really
special in health care one must leave the rural area. The Trover Campus program reverses that process,
bringing the classroom to the students, allowing them to discover the positive aspects of small town practice as
they shadow health professionals in their hometowns. Also in 2000, an elective course in Rural Medicine for M-
2 students was developed in collaboration with the KAFP.

In 2002, the campus graduated 5 students who entered primary care residencies (2 FM, 2 OB/Gyn, and 1
Peds). The High School Rural Scholar program was expanded to 15 students and the virtual classroom
activities increased significantly in sophistication through collaboration with Murray State University. Students
from 91 Kentucky counties and 26 states have participated in the Madisonville programs so far. The Trover
Campus is unique and represents the best in collaboration between an urban medical center (U of L) with a
commitment to train physicians who meet the state's needs and a rural integrated health system (Baptist
Health Madisonville) with a 50-year experience in training students. In addition, the administrative infrastructure
now includes an on-site Associate Dean, and other support staff. This allows the further development of the
necessary pipeline activities for students beyond those at U of L.

Universities that have participated in the Trover Campus summer programs
Murray State University of Louisville Eastern Kentucky
Kentucky Wesleyan Bellarmine Transylvania
Brescia Centre College Campbellsville
Western Kentucky University of Kentucky Madisonville Comm. College

The campus does bring new costs. In addition to the personnel, the rural campus required new funding for
video-conferencing equipment, as the Trover-based students receive all the same lectures as the Louisville-
based students in real-time by interactive video connections. Fortunately, no additional facilities were required
because of the contribution of existing facilities by the Trover Foundation. With strong support from U of L, a
proposal for Trover Campus funding was approved by the Council for Postsecondary Education for the 2002-
2004 biennium, again funded by coal severance funds. Strong support from the Governor’'s office has
continued since, with continuing coal severance funding. During the U of L Medical School accreditation visit in
2005, the LCME cited the regional Trover Campus among the 10 strengths of the entire School of Medicine, a
remarkable statement rarely made by this organization. In 2013, a HRSA report conducted by the University of
Colorado ranked the ULTC second among all 35 Rural Medical Education programs in the U.S. For the 2016-
2018 biennium, the Trover Campus received a 30% decrease in coal severance funding. In 2018, all coal
state severance funding ceased, and efforts to obtain new state funding were unsuccessful. The future of the
campus depends on finding new sources of funding.

The Trover Campus has continued the development of all aspects of the rural education pipeline. This includes
active involvement with the U of L admissions process to facilitate entry of more rural students. Almost 30
years of studies show that while students from rural backgrounds (and therefore much smaller high schools)
have lower overall math and science scores on standardized tests, once they are admitted to medical school,
they perform on par with their urban classmates. Using the affinity model, students from small towns (whether
or not they are designated Health Profession Shortage Areas) are more likely to choose small towns to
practice. The Trover Campus exists to give those students another two years away from the "urban disruption”
that may result in their being attracted to a big city. At the same time, the campus provides the one-to-one
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instruction that community-based programs offer. Activities will continue at the premedical and high school
levels to facilitate the success of promising rural students to prepare them for admission to medical school.
Following the findings of almost 40 years of experience with regional campuses in other states, the Trover
Campus continues to place practicing physicians in Kentucky's smaller towns. This addresses the many health
problems created by inadequate access to medical care. In addition, physician recruitment is a powerful
economic engine for Kentucky's small towns. The Trover Campus Rural Pathways programs promote health
careers at the high school and college levels, ultimately leading to more medical school applicants from small
towns. This initiative is a unique collaboration, carefully crafted and proven, to assist development of
Kentucky's rural areas into the CPE's vision of: "vibrant communities offering a standard of living unsurpassed
by those in other states and nations."

U of L Trover Campus Classes of 2023, 2024 and 2026

1. RMAT (Rural Medicine Accelerated Track)

A small number of University of Louisville Trover Campus students have the option to be considered for the
Rural Medicine Accelerated Track (RMAT), which leads to completion of their medical degree in a total of three
years. The ULTC was the second such U.S. program to receive accreditation in 2011.

The track for completion of medical school in 3 years saves a year of time and tuition, allowing the ULTC
RMAT graduate to start residency a year earlier. However, it is only for very motivated students who are sure
they want to practice primary care in a small Kentucky town. It is a competitive process, with the decision
made after the student has demonstrated solid academic progress in the first 3 semesters of medical school
and outstanding performance during the RMAT1 and RMAT2 sessions completed after the M-1 year.



The program has graduated 5 students so far and all are in rural practice near their hometowns. Two RMAT

positions will continue to be offered each year.

Timing and Focus

RMAT 1 4 week summer after M-1 year in rural practice near hometown. Continuity of care and detailed

practice assessment

RMAT 2 4 week summer after RMAT-1 in Madisonville. Adolescent health and county-wide health assessment

RMAT 3 4 week rural community health rotation after M-2 year. Performance improvement in continuity care for

uninsured, working poor.

RMAT 4 6 week Acting Internship in Madisonville. Includes USMLE Step 2 CK prep

RMAT 5 4 week rural Family Medicine clerkship at the end of the M-3 (final) year

2. Service Learning

Each summer since 2006, rising M-2 medical students at the
Trover Campus have participated in experiential learning in
an underserved area. Since 2008, the group included
College Rural Scholar pre-medical students from rural towns
who are interested in returning to this campus for their M-3
and M-4 years. The activity is called Preclinical Student
Screening Teams (PSST).

In the summer of 2006, 2 local HPSA communities identified
the provision of school physicals for 6th graders as an
important need. Cost and access were the primary issues,
with only one provider in each community providing the
required sports physicals. In each case, the school-based
family resource center communicated the need to their
AHEC. The AHEC worked with community contacts to
establish the best place and time for these exams.

Teams of preclinical and pre-medical students provide over 80 exams each summer, supervised by a family
physician, with each team led by an experienced nurse at the health department site. Preparation includes
training in community assessment, patient education, and age-specific history and physical examination skills.
The preclinical (rising M-2) student conducts the individual assessment, supervised in the room by the nurse,
assisted by the pre-med student. Each 6th grader and parent is then accompanied to a patient education area
for a customized session conducted by the pre-med student, assisted by AHEC staff. All medical issues are
confirmed by the family physician and appropriate referrals arranged through the school nurse. Our
experience with this community-based service learning laboratory was recently published in the Journal of the
Kentucky Medical Association. These community activities were paused in 2020 because of the pandemic, and

were resumed in 2021.



3. Professional Identity Curriculum

Medical students learn not only how to act like Professional Identity Formation

their mentors but actually take on the identity of E'
a physician. During the 2015-2016 academic
year, the ULTC began a formal professional
identity curriculum to facilitate this process.
The year began with a baseline measure of

empathy, and students at each level also 7 T 0 T
completed a career eulogy as a reflective Premed M1 M3 Residency
exercise. Each month, one of the scheduled

Dean’s Hour sessions is dedicated to a
literature summary of development of

professional identity including concepts of cynicism and burnout. Then exercises of reflection, mindfulness and
self-assessment are continued across the academic year. The curriculum continues with modifications based
on student feedback. Longitudinal measures of empathy across all 4 years of medical school continue and
initial results have been published.

4. Community (Free) Clinic

€ The Hopkins County Community Clinic was founded in April, 2004 to serve the

@ working uninsured poor. A single evening session each week is staffed primarily

by medical students, supervised on-site by volunteer local primary care

physicians. The ULTC regional Dean serves as the medical director of the

Hopmmscoum\’«‘comwmw o student directed clinic. A volunteer community board sets policy for the clinic.

Since the advent of the ACA, our clinic also serves the underinsured who have

poor access to primary care. This experience can provide elective curriculum credit for the student who

completes a performance improvement project. The in-person clinic was paused because of the pandemic in

March 2020, re-started in June, and then transitioned to almost entirely telemedicine in September, 2020. We
have included essays from students about this experience below.

Micah Kaiser

The Hopkins County Community Clinic is a free clinic that we operate to
serve those in need in our community. In the clinic, we have our own
patients who we regularly see for follow-up visits, new complaints, and
regular health screening.

Furthermore, we recently established a new protocol to see patients at the
homeless shelter where we do cardiovascular screening. This allows us to
have patient encounters with people who are chronically underserved
medically. Originally, we would refer patients with abnormal screenings to
either see a doctor or follow up with us later in the free clinic. However, we
found that these patients frequently had difficulty following up for several
reasons. A few being lack of access to telephones, transportation, and time.
As a result, we began doing free clinic visits in the homeless shelter for
folks who need us. Thus, | have several patients that | see regularly in the
homeless shelter for their various needs who would not receive care otherwise.




The free clinic has really allowed me to have a lot of autonomy and responsibility over the care of my patients.
A supervising physician always sees them after me, but much of their care falls on my shoulders. It has been
very cool to have this level of trust with my patients, and in a sense be “their doctor.” If | did not see them, or if
the clinic didn’t see them, then they would likely not be able to receive timely medical care. It has allowed me
to frow in my comfort of managing many medical conditions and taking responsibility for my patients’ medical
care. Often times, it is a reminder of why | entered medical school in the first place: to help those in need.

Chelsea Lancaster

The Hopkins County Community Clinic is a free clinic that Trover 3™ year students run with Dr. Crump that
provides primary care services to medically underserved patients. We are assigned 2-3 patients to follow their
care and act as their primary care physicians. We follow up with them regularly and are able to order lab work,
run diagnostic tests, prescribe medications, etc. under the supervision of
Dr. Crump. We learn how to do things cost-effectively and only order things
that are absolutely necessary. The free clinic has shown me how to be
more intentional about the cost of the things | am ordering and how many
patients have varriers to adequate care. Currently, we are doing all of our
visits with the patients virtually. | think learning how to do telemedicine will
benefit us all in the future because it is likely that there will be continuing
developments in technology making Telehealth more prominent. The clinic
is very beneficial to the patients and the community because most of these
patients have chronic disease that they would otherwise not have someone
following because they cannot afford the healthcare. During my time
working with my patients at HCCC is when | really learned how to be
responsible for patients and more of what it is like to be a doctor, instead of
a student.

5. Community Cardiovascular Screening

As we discovered that the population we seek to serve has trouble getting to our clinic, we began going to
them in the summer of 2017. Directed by a steering committee of informal community leaders, we now do
cardiovascular screening at the time and place chosen by those who know each subgroup. Our screenings
are unique in that we do not choose the time and place, and each screened participant with a need can leave
with an appointment to be seen at our community clinic within a week. Our long-term vision is to host clinics at
natural gathering sites such as food banks and community events. This effort provides a real-world community
medicine education for our students. These activities were paused because of the pandemic in March 2020.
We resumed the screenings in June, 2021 and began temporary clinics on site during screenings at local food
banks. These activities were noticed by the local newspaper, shown below.

Changes happening at Madisonville Salvation Army
Madisonville Messenger

By Jodi Camp Reporter jcamp@the-messenger.com  Jun 23, 2021

As the seasons change, the Salvation Army in Madisonville is changing too.
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After years of only being a winter weather shelter, the Salvation Army is now an all-weather shelter. Salvation
Army Captain Lisa Good said an all-weather shelter means they can stay open 24/7 all year to house people,
instead of just six months for only 12 hours. “This year we have been able to maintain funding,” she said.

By this time in past years, the shelter normally has no one who needs shelter, but they have a full house and
have stayed full, she said. They are taking care of 20 to 25 residents at a time. “People have been needing to
come in out of the heat, so we have been able to provide housing,” said Good. “As long as we can keep the
funding coming in, we are going to be able to provide it.” Good said the Salvation Army has already applied for
more funding to stay open all year, and as the funding continues, they will be able to maintain the all-weather
shelter. If they can’t continue to find funding, then the shelter will close on March 15, 2022. She said the
community has been very supportive in donating items and money to keep the shelter going. Another change
is that Dr. Bill Crump, the dean of the medical school at the University of Louisville Trover Campus, will be
bringing his third-year medical students by the shelter to offer health care screenings. “We find that a lot of our
residents have health issues that have not been seen,” said Good. “We are starting to give them better health
care.” Crump said his goal is to find people in the community who do not have good access to primary care.
“We do the screenings, check blood sugar, check blood cholesterol, check blood pressure, ask folks questions
about their activity and smoking,” he said. “All the routine kind of stuff.” Op)

Before COVID-19, the students, under the direction of Crump, were going to Breaking Bread and Christian
Food Bank at least once a month to offer health care check-ups. Now, they can add the Salvation Army to the
list of places they visit. “We are just now getting started back,” said Crump. “We try to go to places where folks
don’t have good access.” He said two things that make them different than other places are that the students
only go where they are invited, and every patient walks away from the screening with an appointment at the
free clinic already set up. “Most of the time if you go through the screening, they will say call this number and
make an appointment at our free clinic,” said Crump. “People leave our screening table with an appointment.”
Since stops to the Salvation Army are new this year, they are trying to find out what is needed to determine
how often the students will visit, he said. Along with health care, the Salvation Army is also doing remodeling
with the soup kitchen with new floors being installed and fresh paint on the walls. “The jail came and was able
to paint our kitchen and we are getting new fresh floors in there,” said Good. “We are very grateful.” Since the
shelter can house people for the entire year and it is full, they need donations, she said. Snacks, bottled water
and pillows are a big need right now. “We are very low on pillows because with COVID we have to get rid of
them,” said Good. They will also accept donations of oatmeal, cakes, brownies and Little Debbie cakes, she
said, adding that milk, paper towels and toilet paper are needed as well. Good said volunteers would also be
appreciated. Anyone interested can stop by and talk to Crystal Doss, and
she can work them into the rotation.

The Salvation Army is located at 805 McCoy Avenue. For more
information, call 270-821-8112

Cody Tucker, a third-year medical student at the University of
Louisville, sets up a blood sugar and blood cholesterol test to
screen for any problems the resident may have. The students,
who are part of the branch campus in Madisonville, will visit

the Salvation Army to monitor the residents’ health.




Devin Clark, third-year medical student at
the University of Louisville, helps Cheryl
Redd answer a series of questions to better
understand her medical history, so he can
determine where to start the screening
process. The medical students will start
visiting the Salvation Army to screen and
keep the residents’ health care in check.

Photos by Jodi Camp/The Messenger

Devin Clark

During my community medicine elective with Dr. Crump, we focused our attention on
the community’s disadvantaged patient population. We spent our time devising a
system that would allow 3™ and 4" year medical students to act as patient
navigators at our local resident clinic. We met with the clinic’s lone social worker to
better understand the patient population. We found that many patients don’t have
access to proper housing, hygiene, food/water, or reliable transportation. We also
met with the president of ARCH, a large community outreach program in
Madisonville and began compiling resources to offer our patients. Ultimately, we
decided that medical students would be assigned 2-3 challenging patients at the
start of their third year and would follow these patients during clinicals.

I've always valued community involvement. During my undergraduate years, | often
volunteered at Habitat for Humanity, Relay for Life, and hosted multiple blood drives
for the American Red Cross. Each time | served; | felt a sense of pride helping those less fortunate than
myself. While working on this project, alongside Dr. Crump, some of those feelings of pride were rekindled. To
be honest, | sometimes feel a sense of “isolation” when practicing clinical medicine; especially when
interactions are confined to 10-minute appointments with hardly enough time to exchange pleasantries with
patients. With large-scale community projects and research, there’s more collaboration between medical
professionals and community members. You work alongside social workers, food banks, churches, and local
businesses. It draws you closer to your neighbors, builds connections, and allows you to grow with community
members. Another aspect of community medicine that | enjoy, is being able to build on an ongoing project. For
our proposed plan, it may take years, even decades, for community problems to be addressed. Although the
work is tedious, we hope to address (or perhaps prevent) root problems. Overtime, this will have a larger
impact on community health compared to temporary solutions, like medications.

| plan to enter Family Medicine, which has a large community component to it. Regardless of what specialty |
go into, I'll continue to volunteer and consider the needs of my community. A good rule of thumb is to start
compiling a list of community resources soon after you arrive to a new area, including housing options,
addiction clinics, and programs geared towards lower socioeconomic families. To get more involved with
community medicine, | plan to reach out to local departments to see what resources they have to offer. | can
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also contact other physicians directly to get their recommendations and to inquire about ongoing research
projects.

ULTC Program Summaries

The following summary of the Trover Campus programs is organized by the nine objectives that guide program
development.

Objective 1: Expose rural high school students to summer preceptorships in medical careers.

HIGH SCHOOL RURAL SCHOLARS

Medical students from rural communities are the most likely
candidates to practice in a rural setting upon completion of
training. The High School Rural Scholars program provides an
opportunity for high school students from a rural area with
interest in health careers to gain exposure to health
professions as well as improve their chances for success in
post-secondary education.

The High School Rural Scholars Program participants are
engaged in observations of health care services in their home
counties while being able to live at home for the duration of the
summer program. In the HSRS, students divide their time
between shadowing health care professionals in their home
counties and college entrance exam preparation.

2021 Virtual Anatomy Class

The Trover Campus serves as the central support site for the

program (1). Students from Hopkins County and the four contiguous counties are considered for the program.
All 5 counties are rural, and 3 are designated as Health Profession Shortage Areas (HPSA). To date, 311
students have participated in this program.

The High School Rural Scholars program allows students entering their senior year of high school to
experience health care professions without having to leave home. This program has been shown to foster
interest in rural health care. The HSRS program continues to make students aware of the need for rural health
care providers and encourages these students to return to rural areas to practice in the future. To date, 75% of
former HSRS are in or have completed some kind of health career training program, and 7 former HSRS
students have completed medical school. Because of the pandemic, HSRS was all virtual in 2020. We
resumed in person shadowing in 2021.

Objective 2: Support academic success of rural premedical students
COLLEGE RURAL SCHOLARS

The College Rural Scholar program was begun as a pilot in 2002. This program is designed for students from
rural western Kentucky counties (PEPP and non-PEPP) who may be most likely to become physicians and
return to similar communities. The students are nominated as early as their first term in college, and those
selected become scholars the following summer. They receive a small academic scholarship during their last
three years of college and participate in a three-week summer session each year.
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The summer program in Madisonville includes academic enrichment, shadowing physicians, and a series of
Rural Health Seminars (2). These scholars also receive mentoring from current M-3 and M-4 students in
Madisonville. The goal is to facilitate academic success for the pre-medical students and provide tangible
evidence to a medical school
admissions committee that these
Scholars have invested time in
understanding  the  practical
details of rural practice. Some
are nominated for an early
admission assurance option to U
of L Medical School. Through
July 2022, 110 students have
participated. Nine former High
School Rural Scholars have
participated in the College Rural
Scholar program, 41 CRS have
graduated from medical school
and 15 former CRS are in
medical school.

2022 PSST Teams — Preclinical and College Rural Scholar Students

Objective 3: Facilitate medical school admission of students in the “rural non-PEPP” category

RURAL ADMISSION INITIATIVE

Students from rural counties that are not medically underserved have greater Kentucky Rural
opportunities to receive mentoring from local physicians, which fosters interest in @ | Non-Pepp Counties
medical career. This is the basis of expanding the definition of "rural background" Boyle Martin
beyond the PEPP-designated counties. Although not extensive, the available .

literature supports the concept that medical students from small towns are more Carlisle Mason
likely to practice in small towns after completion of their training. Frequently, they | _Camoll Owen
return not to their hometown, but one that is very similar. This finding is true even if Clinton | Robertson
their hometown had an adequate number of primary care physicians. In fact, in the |[Cumberland| Russell
most popular "affinity model", a student with good role models of small town practice Floyd |Washington
would actually be more likely to choose small town practice later. This means that Johnson Wayne
requiring a Health Professions Shortage Area (HPSA) designation to define "rural" ,

for admissions purposes is counter-intuitive. Lewis

If there is any basis for providing special consideration in admissions for rural students, it is based on possible
academic disadvantages inherent in small town schools. Even in a town with an adequate number of
physicians, small town schools lack the resources of larger towns and are historically weak in math and
science education. This logically leads to slightly lower math and science college GPA and MCAT scores. This
has been the finding of those medical schools that have a special rural admissions track. However, once
admitted to medical school, these students perform on par with their classmates from larger cities.

Rural Non-PEPP counties were identified utilizing the percent of county population considered rural/urban,
calculated by the Kentucky State Data Center, and the Rural Urban Continuum Codes, all based upon the
2010 US Census data, as well as our knowledge and experience with rural counties in Kentucky.
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Objective 4: Expose pre-clinical medical students to rural practice and community medicine

PREMATRICULATION PROGRAM

The summer Prematriculation Program
is a three-week program designed to
provide academic, clinical and
community medicine exposure to
students prior to the start of their first
year of medical school at U of L.

Prematriculation students spend about
ten hours per week in classroom
activities  including medical case
studies, research, and discussions
about health care needs in rural
communities. Students are assigned to
physician preceptors for shadowing
opportunities for approximately fifteen
hours per week in various settings,
including small rural clinics, hospitals, Class of 2022, 2023 and 2025
and nursing home facilities.

Students spend approximately fifteen hours per week assessing the health care provided in an assigned rural
practice. A recent focus on health literacy assessment and patient motivation to change health habits has been
added.

This program provides clinical exposure as well as a framework for students to evaluate their future medical
practice before beginning their M-1 academic year (3). Participating students gain the experience of beginning
to think like practicing clinicians, as well as develop relationships with some of their classmates before medical
school begins.

PRECLINICAL PROGRAM

To date, the summer Prematriculation program and Preclinical
programs have allowed 360 M-1 and M-2 students to get an
introduction to rural practice. At the point of the last published report,
90% of these students who had entered residencies chose primary
care. In addition, since 1999 these students have completed a rural
community assessment as part of their summer activities. The 3-
week summer Preclinical Program is an opportunity for U of L medical
students to gain clinical experience as well as learn to assess a rural
site as a future practice opportunity prior to entering their M-2
academic year.

Students are involved in classroom activities that begin to prepare
them for the clinical setting. This curriculum is hands-on training that
teaches the students various clinical skills and the details of the
physical examination.  Physician preceptors provide shadowing
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opportunities. A focus on providing free school physical exams in the community has become the central
learning laboratory for the program.

Preclinical Group Activities

Overview of Patient Evaluation
Well Baby Exam
Video Otoscopy
Heart and Breath Sounds
The Pelvic Exam
Breast Exam
Prostate/Rectal Exam
Suturing Lab
Sports Physical Exam

Objective 5: Provide a Rural Medicine Elective for students in the Louisville Medical Center.

RURAL MEDICINE ELECTIVE

The Rural Medicine Elective is a one credit-hour (16 contact hours) course offered by the University of
Louisville School of Medicine for M-1 and M-2 students. Dr. Bill Crump is the course director, and the goal of
this elective is to provide regular exposure to issues of rural practice while the students are in an urban
environment. Occasional site visits to a rural practice sometimes replace the on-campus sessions. Topics
discussed include the future of Medicaid, school-based clinics, residency training options to prepare for rural
practice and detailed practice assessments, women's health in rural practice, making a rural practice financially
successful, working with rural health departments, balancing personal and professional life, mental health care
issues, working with nurse practitioners and physician assistants, children's health care, physicians as leaders
in rural areas, the future of rural hospitals, rural scholarship and loan forgiveness options, and how to find and
what to look for in a rural practice. Since 2000, 112 students have completed the M-2 elective. This curriculum
option was also made available for first year medical students in 2002, and includes a day during spring break
for the M-1s to visit Madisonville, tour the campus, and meet with rural docs. So far, 188 M-1s have completed
this elective.

At the beginning and end of the nine-month course, a survey of attitudes and knowledge provides insight into
the students’ understanding of rural practice. Overall, students showed favorable impressions about
physicians’ practice in a rural area. Students believe that physicians in rural areas have the ability to make a
positive impact in their communities both in health care and social leadership.
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For the outdoor enthusiast, some of
Kentucky’s finest state parks are within
an hour’s drive, and Land Between the
Lakes to the west offers 300 miles of
undeveloped shoreline, with outstanding
hunting, fishing, and hiking
(www.lbl.org). (photo by Pam Carter)

Objective 6: Provide M-3 and M-4 clinical training.

TROVER CAMPUS M-3 AND M-4 ACADEMIC YEARS

The Trover Campus provides a small group of
medical students the opportunity to complete
their third and fourth years of medical school in
Madisonville. After completing their first two
years of basic sciences in Louisville, Trover
Campus medical students move to Madisonville
and complete all their clinical rotations there.
Students are based within a rural integrated
health system with a large tertiary care hospital
(Baptist Health Deaconess Madisonville)
providing open-heart surgery and most other
services but can be in a truly rural setting with a
10 minute drive in any direction. Students
participate virtually in the same classroom
lectures as the Louisville campus students.
Clinical rotations on the Trover Campus provide
the unique opportunity for one-on-one learning with an experienced clinician preceptor. The typical teaching
group on rounds in an urban medical center is one faculty, 3-5 residents and fellows, and 4-6 medical students.
At the Trover Campus, the typical group is one student per faculty, sometimes with a Family Medicine resident
on the teaching service as well. The Trover students also experience the value of small group learning by
participating in problem-based learning sessions twice a month, facilitated by the Trover Campus Associate
Dean, a family physician.

Students indicate their interest in placement at the Trover Campus, apply, visit the campus, and are
interviewed. The selection committee ranks the candidates and offers are made to the selected students. This
process has drawn national attention, with publication of the Trover experience in premier peer-reviewed
Journals (4,5).
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Program Outcomes

The goal is for the quality of the Trover Campus M-3/M-4 medical training to meet or exceed the quality of the
training available at the downtown Louisville campus. The curriculum, learning materials, evaluations,
examinations, and grading system for the Trover Campus are identical to those used on-campus. In terms of
quantity, patient logs kept by Trover Campus students reveal that they see 2-4 times as many patients on most
rotations as their on-campus colleagues, and record 2-10 times as many procedures. One measure of quality
is the "paper and pencil" measure of National Board Examinations. On Step Two of the USMLE (United States
Medical Licensing Exam), taken during the M-4 (last clinical year) of medical school, first time pass rates of
Trover Campus students are comparable to those on campus. This campus has become a model for other
newly developing regional campuses and the experience with the first 10 years was reported in the premier
medical education journal Academic Medicine (4).

Another pertinent measure of Trover Campus quality is the perception of how these graduates perform in
subsequent residency training. The residency program directors of the programs having Trover Campus
graduates are surveyed each year concerning their evaluation of Trover Campus graduates' performance. The
summary reveals that the Trover Campus graduates show better scores when compared with non-Trover
Campus graduates. The Directors note that the Trover Campus graduates are especially well-prepared in the
categories of interview skills, oral presentations, overall patient management, clinical judgment, self-directed
learning, and interactions with patients. Most Trover Campus graduates report that they matched to their first
choice residency program.

Objective 7: Place Trover Campus graduates in specialties in proportions to meet Kentucky’s needs
(50% FM, 75% Primary Care, 90% Generalist - including General Surgery and Psychiatry).

Through 2022, 68 of 162 graduates (42%) have entered Family Medicine, 21 of 162 (13%) have
entered OB/Gyn, 16 of 162 (10%) have entered Pediatrics, Internal Medicine or Med/Peds and 12 of
162 (7%) entered Surgery. This summarizes as 123 of 162 (76%) entering primary care residencies
and 145 of 162 (90%) becoming Generalists (includes General Surgery and Psychiatry).

L-R: Class of 2021
graduates: Rohit Nair,
Paige Hart, Anne-Taylor
Beck, Leeandra
Cleaver, Katlyn Clark-
Fuqua, Josh Fuqua




Residencies Matched by Trover Campus Graduates

N = 162

Family Medicine (42%)

OB/GYN (13%)

Pediatrics (9.9%)

BHDM FM Residency
Madisonville, KY (18)
Southern lllinois University (2)
Carbondale, IL
Memorial Health
Savannah, GA
Anderson Medical Center
Anderson, SC
University of Cincinnati
Cincinnati, OH
Cabarrus
Concord, NC
St. Mary's
Evansville, IN
East Tennessee State
Johnson City, TN (3)

St. Elizabeth
Edgewood, Ky (4)
Greenville Hospital
Greenville, SC
Dartmouth
Concord, NH
Univesity of Louisville Glasgow
Glasgow, KY
Self Regional
Greenwood, SC
University of Louisville
Louisville, KY (5)
Phoebe Putney Hospital
Albany, GA
University of Wisconsin
Baraboo, W/

Ft. Wayne Medical Education
Ft. Wayne, IN
Florida State University
Ft. Myers, FL
UPMC Medical Education
Pittsburgh, PA
McLennan County FM
Waco, TX
Deaconess Hospital
Evansville, IN (3)
Wright State University
Dayton, OH
John Peter Smith Hospital
Ft. Worth, TX
Mountain AHEC
Asheville, NC
University of Kentucky
Lexington, KY (2)
Tacoma Family Medicine
Tacoma , WA
Honor Health
Scottsdale, AZ
Marshall University
Huntington, WV
Ball Memorial Hospital
Muncie, IN
UT St. Thomas Hospitals (4)
Murfreesboro, TN
Tallahasee Memorial Hospital
Tallahassee, FL
Lake Cumberland Hospital
Somerset, KY
Spartanburg Regional Healthcare
Spartanburg, SC

Mountain AHEC
Asheville, NC (2)
Brody SOM
Greenville, NC (2)
Good Samaritan
Cincinnati, OH (5)
University of Louisville
Louisville, KY (2)
University of Kentucky
Lexington, KY
St Johns
St. Louis, MO
Wake Forest
Winston-Salem, NC
University of Tennessee
Knoxville, TN
Geisinger Health System
Danville, PA
Mercy Hospital
St. Louis, MO
Memorial Health Univ. Med Center
Savannah, GA
St. Vincent Hospital Center
Indianapolis, IN
University Hospital
Columbia, MO
University of Tennessee
Memphis, TIN

Brody SOM
Greenville, NC
Indiana University
Indianapolis, IN (2)
Virginia Commonwealth Univ.
Richmond, VA
University of Missouri
Columbia, MO
Marshall University
Huntington, W'V
University of Tennessee
Memphis, TN (2)
University of Louisville
Louisville, KY (3)
Vanderbilt University
Nashville, TN (2)
East TN State University
Johnson City, TN
St. Vincent Hospital
Indianapolis, IN
Nemours Childrens Hospital
Orlando, FL

Med/Peds (3.1%)

Medicine (11.1%)
Good Samaritan
Cincinnati, OH
University of Louisville
Louisville, KY (5)
Keesler AFB Hospital
Biloxi, MS
West Virginia SOM
Morgantown, WV
Mayo School of Graduate Medicine
Jacksonville, FL
University of Kentucky
Lexington, KY (3)
Ohio State University
Columbus, OH
Loyola Univ. Medical Center
Maywood, IL
University of Cincinnati Medical Center
Cincinnati, OH
University of Alabama Medical Center
Birmingham, AL
Marshall University SOM
Huntington, W'V
Duke University Medical Center
Durham, NC

Medical University of SC
Charleston, SC
University of Kentucky
Lexington, KY
University Cincinnati Hospital
Cincinnati, OH
University of Louisville

Louisville, KY
UC San Diego Med Center
San Diego, CA

Surgery (7.4%)

Anesthesiology (3.1%)

University of Louisville
Louisville, KY (2)
Good Samaritan
Cincinnati, OH (2)
University of Kentucky
Lexington, KY
Banner Good Samaritan
Phoenix, AZ
University of Arkansas
Little Rock, AR
University of Indiana
Indianapolis, IN
University of South Florida
Tampa, FL
University of Tennessee
Chattanooga, TN

Memorial Health - Univ. Med Center

Savannah, GA
UCLA
Los Angeles, CA

University of Louisville
Louisville, KY
University of Texas SW
Dallas, TX
University of Tennessee
Knoxville, TN
Univ. of Alabama Medical Center
Birmingham, AL
University Hospitals
Jackson, MS

Dermatology (2.5%)

Psychiatry (3.1%)
Penn State
Hershey, PA

East TN State University

Johnson City, TN

Memorial Health

Savannah, GA
Pine Rest Christian Mental HS
Grand Rapids, M/
University of Florida
Gainesville, FL

Pathology (1.2%)

University of South Alabama
Mobile, AL
Virginia Commonwealth Univ.
Richmond, VA

Orthopedics (.6%)

Southern Illinois University
Springfield, IL

Southern lllinois University
Springfield, IL
East Carolina University

Greenville, NC

University of Vermont
Burlington, VT

University of Missouri
Columbia, MO

Diagnostic Radiology (.6%)

University of Louisville
Louisville, KY
Emergency Medicine (.6%)

GR Education/Research
Grand Rapids, Ml

Physical Medicine & Rehab (.6%)

Albany Medical Center
Albany, NY

Child Neurology (.6%)

LSU School of Medicine
New Orleans, LA

Urology (.6%)

University of Louisville
Louisville, KY

*Percentages show the proportion of Trover Campus graduates who chose that specialty.
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Objective 8: Provide each of the Trover Campus teaching departments an opportunity to have at least 8
student rotations per year, with compensation to the teaching faculty.

Recruiting and then retaining physicians for a large multi-specialty group in a town of 20,000 is a challenge.
Ideally, the Baptist Health Madisonville organization recruits those who are comfortable living in a small town
and share a common culture with western Kentuckians. When sometimes only two physicians in a specialty
must share all call, it takes someone special to stay with such a group. From the beginning, Trover Health
System had placed a very high value on teaching, and the funding for the Trover Campus has allowed a
reasonable reward for those clinician teachers who accept responsibility for assuring adequate exposure for
required clerkships. The Baptist Health system has continued this focus on education in Madisonville. The
faculty has taken this responsibility seriously, and the Trover Campus activities are viewed as a positive for
recruiting and retaining clinician faculty for Madisonville. An innovative teaching skills process for faculty has
been instituted and published in the Journal of Kentucky Medical Association.

Objective 9: Place at least 50% of graduates into practice in small Kentucky towns.

The purpose of the Trover Campus is:

By providing first-class medical education in a small Kentucky town,
place more graduating medical students in practice in small Kentucky towns.

Nationally, 5% of medical students report plans for rural practice. The five oldest rural programs in the U.S.
report that about 50% of their graduates are in rural practice. Of the ULTC graduates in established practice,
51% initially chose rural practice. Of those from rural Kentucky, 48% are now in rural Kentucky practice.

Publications

(1)Crump WJ, Fricker RS, Flick, KF, Gerwe-Wickham K, Greenwell, K, Willen KL. A Rural Pathways Program for High
School Students: Reinforcing a Sense of Place. Family Medicine. 2014; 46(9): 713-717.

(2)Whittington CP, Crump WJ, Fricker, RS. An invitation to walk a mile in their shoes: a rural immersion experience for
college pre-medical students. Journal of Regional Medical School Campuses. 2019;1(5). doi:10.24926/jrmc.v1i5.1565.

(3)Crump WJ, Fricker, RS. A Medical School Prematriculation Program for Rural Students: Staying Connected With
Place, Cultivating a Special Connection With People. Teaching and Learning in Medicine. 2015; 27(4): 422-430.

(4)Crump WJ, Fricker RS, Ziegler C, Wiegman DL, Rowland ML. Rural Track Training Based at a Small Regional
Campus: Equivalency of Training, Residency Choice, and Practice Location of Graduates. Academic Medicine. 2013;
88(8): 112-1128

kS)Crump WJ, Fricker RS, Ziegler CH, Wiegman DL. Increasing the Rural Physician Workforce: A Potential Role for
Small Rural Medical School Campuses. The Journal of Rural Health. 2016; 32(3):254-259.
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Kentucky Practice Locations

Albany Edgewood (2) [Hazard Madisonville (6) |Paducah (5)
Annville Florence Henderson (2) [Morehead Pikeville
Benton Frankfort Hopkinsville (2) [Mt. Vernon Princeton
Berea (2) Georgetown |Leitchfield Murray (6) Walton
Bowling Green (2) |Greensburg Lexington (6) Nortonville Whitesburg
Cadiz Grethel London Olive Hill Winchester
Calvert City Harold Louisville (11) |Owensboro (5)
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Awowrds

Dr. Sarah Fisher was awarded the Dr. Umar Mohammad was awarded the
“Couldn’t have done it without you” award for “Best Resident Teacher” award for 2021
both 2021 and 2022 by the ULTC students by the ULTC students

Dr. Reagan Gilley was awarded the Dr. Hassan Mohammad was awarded
“Golden Apple” teaching award for the “Best Resident Teacher” award for
2022 by the ULTC students 2022 by the ULTC students
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Reflections......

Clinical students are encouraged to write reflective essays putting their experiences into perspective. We
share some of these here.

Devin Clark

Ms. “Jean Smith” (not her real name), a 60-year-old woman | had the F
pleasure of working with towards the end of my third year, was a retired
schoolteacher recently diagnosed with metastatic pancreatic cancer. She
first noticed her symptoms while performing chores around the house in
spring of 2021. She remembers being severely fatigued with the simplest of
errands and recalls frequent bouts of stomach pain. Eventually, her
symptoms resulted in a trip to the local urgent care. Jean underwent a CT
scan of her abdomen and was instructed to follow up with a Gl specialist.
There, the diagnosis was revealed to her and the prognosis discussed.

Jean was initially devastated. She was in total disbelief and didn’t
understand how this could happen to her (a healthy 60-year-old who
exercised daily and had a healthy diet). The only mark against her was the
nasty habit of smoking cigarettes she had picked up as a teenager. Luckily,
the patient had overwhelming support from her husband and two girls. She
was also cheered on by friends, neighbors, and former coworkers. Jean
began chemotherapy 1-2 weeks after her initial diagnosis. She lost her hair,
her energy, and struggled to complete her daily routines. Her mood began to change which was first noticed by
her husband. Jean had become more tearful, anxious and pessimistic about her future. These observations
were eventually brought it up to her oncologist, who encouraged a referral to palliative care to help Jean
manage some of her through treatment not offered by their office. Ms. Smith agreed.

At Jean’s first palliative care meeting, she was stunned by the format of the appointment. Jean entered the
conference room where her family, along with the physician, the nurse, the social worker and the chaplain
were seated. Jean was positioned at the head of the conference table. The meeting began with a brief
overview of palliative care, led by Jessica, one of the social workers. It was explained to Jean that the goal of
palliative care was to ease her symptoms and help relieve physical and emotional burden. In addition, palliative
care was there to aid her navigate uncharted territories, including the unfamiliar medical field, her diagnosis,
and her life moving forward. Eventually the palliative care team began asking Jean questions, including: where
she was born (Kentucky), activities she had neglected but wanted to get back to (making soup for her family
and doing chores like laundry), and ideas/beliefs she held near/dear to her heart.

After the initial visit the patient remained in close contact with each member of the palliative care team. She
had monthly visits with her physician to review her medications and ensure that her pain was adequately
controlled. In addition, the doctor also addressed any new medical issues and provided appropriate treatment.
The social worker checked in with the patient a few times a week to ensure that she had access to all the
resources she needed to accomplish her daily tasks. She also worked with the patient to formulate goals and
direct her to support groups and websites for pancreatic cancer. Finally, the chaplain (an incredibly positive
presence during the interactions) offered spiritual resources and assessed Jean’s outlook on life and her
thoughts on death. He also went some thoughts on potential bumps and strains that the patient could
experience regarding her marriage.
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Overall, | was very impressed with the care provided by the palliative care team with each delivering a
separate assessment and plan for the patient and contributed to the goals of the group. The team was also
extremely inviting/approachable and sought input from the patient’s family members. For instance, they asked
the daughters what Jean’s favorite activities were. When asked, the girls mentioned that their mom loved
fishing. The team quickly responded with a planned family fishing trip to the local state park. The team also
sensed Jean’s fear of losing her independence and anxiety about her future and the upcoming changes in her
life. Rather than question her directly, the team gathered input from other family members. Jean’s husband
was able to step in and articulate/identify the most profound changes in the patient’'s mood/behavior. In
addition, he was able to list some of his favorite shared activities that had been disrupted by his wife’s
diagnosis.

Another aspect of palliative care is the personalized tailor-made plan constructed for each patient. There were
multiple instances where the palliative team members pushed Jean to go outside her comfort zone, rather than
put off events. On one occasion, Jean was considering skipping out on a school board related function to
devote more time to her immediate family and dealing with her diagnosis. Jean discussed her thoughts on this
with her social worker who quickly insisted that she go to the event because of its significance to her. On the
flip side, the social worker also counseled Jean about her anxiety caused by an inability to hang out with
friends. Jean noticed that the pain medications along with worsening fatigue, made it difficult to meet with all
her former acquaintances daily, which increased her anxiety. The palliative care team consoled her and
explained that while some events, like the aforementioned school function, are still important to attend, other
events like routine social meetings with friends may need to be postponed due to the physical toll of the drugs
and cancer. This helped alleviate some of Jean’s anxiety.

Discussing Ms. Smith’s palliative care experience was enlightening. It's a relief to know that no matter what a
patient’s diagnosis, prognosis, or support system is, they have access to resources to better adapt and handle
their situation. From a professional standpoint, it was refreshing to see so many disciplines come together to
accomplish common goals. | especially liked the holistic approach seen in palliative care and | loved that all
aspects of the patient’s health: a) physical, b) mental, c) emotional, and d) spiritual were addressed. Having
constant input from other friends/family was also beneficial to patient outcomes. | frequently see people
struggle to manage their problems solely on their own.

Professionally, there were plenty of learning points from this palliative care case. First and foremost, | was
refreshed on the precise definitions of palliative care, hospice care, and comfort care, along with the
consultation process involved for each. | learned that pain/symptom control is just a small sliver of the services
provided by the team. For Jean, the most valuable aspect of her palliative care team was the constant support
and assistance with overcoming obstacles encountered when navigating the healthcare system. Moving
forward with my medical career, I'll be sure to incorporate more holistic questioning and services. I'll ask more
about family members, encourage input from spouses/children, explore patient’s cultural and spiritual beliefs,
and dive deeper into patient’s internal motivations.
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Micah Kaiser

Mr. Frank (not his real name) is a 43 year-old gentleman who was admitted to
the Behavioral Health Unit for alcohol intoxication and suicidal ideation. He
stated that he had been “clean” two times previously, once for 6 years and
another time for 11 years; and that he ultimately wanted to try rehab again. He
stated this episode of binge drinking had only lasted a couple weeks;
unfortunately, he had severe withdrawals and had to be transferred to the
Critical Care Unit. While speaking with him one day in the CCU and probing
his suicidal ideation, he opened up to me. He said that he began drinking over
20 years ago after his young daughter had died in a car accident. One that
had been entirely his fault. He explained that he and his spouse at the time
were fighting vehemently in the car while she drove them home one rainy
night—escalating to vyelling, screaming, and her slapping his chest. He [8
responded instinctively by trying to grab the steering wheel to pull the car off to the side of the road. His wife
lost control and they spun into an oncoming 18-wheeler—Kkilling his daughter. His marriage broke down shortly
after that, as did he.

As Mr. Frank told me the story, tears welled up in his eyes that ultimately led to wracking sobs. The pain and
grief was as fresh today as it was 20 years ago. He still could not come to grips with the vast and shattering
guilt from being responsible for the death of his daughter. It haunted him. Anytime he felt happiness, it would
immediately be swallowed by a feeling of guilt due to his daughter not being alive due to his actions. He felt
unworthy of joy; in a sense, he felt irredeemable. And so he punished and numbed himself with alcohol. Even
as he was about to return to rehab he expressed that he was unsure if he would maintain his sobriety. that he
had done an unforgiveable act, one that he could not move on from nor accept. Ultimately, he was in the
hospital for 2-weeks, and | spent a lot of time speaking and listening to him. At the time of his discharge, |
shook his hand, wished him the best, and wondered if he would one day return again; still plagued by his
inescapable regret.

Throughout my numerous encounters with Mr. Frank, | was continually struck by the gravity of how one
moment had fractured this man’s entire life. Not only that, but it had essentially frozen him in time. He was
utterly unable to move past the moment his daughter died 20 years ago, his life remained mired in that one
unforgiveable act. And | realized that he never would move on, not until he figured out how to accept it. To be
honest, | am not sure that he will ever come to acceptance—he has spent the majority of his life carrying a
weight that he feels he utterly deserves.

The encounter caused to me to be introspective about how much regret sometimes plays a role in my life. As
medical students, we are used to holding ourselves to very high standards, and beating ourselves up when we
don’t reach them. However, this gentleman taught me first-hand how paralyzing regret can be, and how little |
should let it take hold in my own life. | remember the intense sadness | continually felt in talking to Mr. Frank.
He was a nice guy, but he had never experienced any growth or moved forward past this moment. He taught
me that regretting the past can sometimes prevent you from improving the future.

Mr. Frank taught me several things that will make me a better physician. One is empathy for every patient |
meet. Everyone has a story and a reason for the way they ended up, and trying to understand that story is
critical to being a good healer. Second, live life forward, not backwards. It is incredibly easy to be frustrated
and be mired down by “what-ifs”; however, being fixated on the past doesn’t allow for future growth unless you
accept and learn from your mistakes.
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Being a good physician should be a process of continual growth. Lastly, | gained greater appreciation and
gratitude for all the opportunities | have been afforded. It is truly a privilege to study medicine and to be able to
have these meaningful encounters with patients, it is not a privilege | feel that | should take lightly.

Alyssa Hounshell

When | first met Joe (not his real name) he was lying down, his blankets
pulled up tightly to cover his face. Taking in this scene, | stepped across the
threshold from the bright hallway into his dark room. | reflected back on the
notes from his admission | had just been reading. He had been moved
involuntarily from the ED to the Behavioral Health Unit after he told the
emergency department staff he was going to “blow his head off.” | greeted him
and asked politely if | could ask him a few questions. He huffed in agreement.
As | began asking what had brought him to the BHU, he informed me that all
of the information | needed should be in his chart already. Had | even looked
at it before | had barged in and interrupted his sleep? Was | stupid or just plain
rude? My cheeks reddening under my mask, | assured him that | understood
how he felt. “| doubt it,” he scoffed, “no one understands the pain I'm going
through right now.” As the conversation went on, he continually expressed that no one cared for him or listened
to him. He lamented that, had he known he would have been placed on an involuntary psychiatric hold, he
would have just bought some pain pills from John Doe down the street and never would have come to the
hospital in the first place. He repeatedly complained of being “locked up,” and rolled his eyes at every
empathetic statement | made. With each minute of the agonizing conversation | felt myself shrinking. Maybe if |
was lucky, | would disappear altogether. Getting nowhere, | thanked him for his time and left before | agitated
him any further. The laid-back introduction | had planned had been turned into what felt like an attack.

Later | would go to let him know that the doctor was ready to see him in the conference room. “You mean |
have to walk to him?” he grumbled. | nodded. “Do you need some help sir?” | asked as he slowly stood on
unsteady feet. “No | don’t need help. Nobody has helped me the whole time I've been here,” he spat. | gritted
my teeth as he continued to complain as we walked down the hall. My body felt hot and cold all at once. Anger
bubbled and then sank like a rock in the pit of my stomach. | felt a pang of guilt, and then shame for how | felt.
In medical school we had been taught to believe that we would spread joy and love and fix everyone. It would
all be sunshine and rainbows. As | entered the conference room filled with dread, Joe sat in his chair as the
psychiatrist greeted him. He hunched over, curling his body in on himself, somehow making himself even less
approachable. He didn't say a word for a long time. | watched as he clenched his jaw in protest to the
onslaught of questions from the doctor. Seconds seemed like hours as we all sat silently awaiting his reply.
When he finally spoke, it was clear he was annoyed about having his brain prodded when he felt our goals
were much different than his own. “How was your childhood then? Are you perfect?” He hurled his words at the
doctor like weapons. | wondered if this is how he talked to everyone. After what seemed like an eternity, the
doctor told him he was free to leave, and he slowly rose and staggered back down the hall, muttering
profanities with each shaky step. The room collectively let out a sigh of relief, and we were excused for the
weekend.

When | arrived on Monday morning, | opened Joe’s chart, expecting to see reports that he was guarded and
uncooperative throughout the weekend. To my surprise, every note indicated that he had been pleasant. Over
the weekend, his KASPER report had come back and it turned out his story about simply not being able to
contact his pain management clinic was true. | felt guilt wash over me. | had absolutely pegged this man as a
drug seeker, and it turned out he had been truthful throughout his entire stay. He had run out of his pain
medication and truly couldn’t get an appointment to get them refilled. He had laid at home in pain for a week
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before he finally arrived in the ER. Hurting so badly that he wished he would just die, he threatened to shoot
himself and finally ended up here on the behavioral health unit. | closed the EMR, logged out of the computer
and headed to his room. Before | got a chance, | caught a glimpse of him sitting at the end of the hallway,
staring out the common room’s only window. Early morning sunlight washed over him. In his white shirt and
light khaki shorts, it almost looked as if he was glowing. He looked so serene that it seemed impossible that
this was the same man who had been so rude to me on Friday. As | approached him, he turned his head to
look at me and for the first time, | noticed that his eyes were a rich chocolate brown. “Good morning!” | said,
“how are you feeling today?” “Much better,” he said with a smile. The wrinkles extending from the corners of
his eyes were clues that he had smiled often. His face was kind, cheerful even. | finished my conversation with
him and walked over to meet my attending in the conference room. Our first task of the morning was to call and
set up a follow-up appointment for Joe at his pain clinic. We called several times and received no answer. We
texted the number provided, still with no luck. Finally, my attending decided he would just walk over to the clinic
building across the parking lot so they couldn’t ignore him any longer. Eventually they did return our call and
we got the appointment set up. | went back to find Joe to give him the update, and | told him all about the
ordeal. “It looks like you all got a taste of what | was dealing with,” he laughed. We talked for a few more
minutes, and | wished him well as | said goodbye to him for the last time before he was discharged.

Joe was the first patient to push me to the point of anger. He was the first patient | saw who made me feel like
a nuisance, the first to yell at me, and the first to refuse my help. As much as | struggled having Joe as my
patient, he taught me perhaps the most important lesson a medical student can learn. We see patients at their
worst. We see the messy, ugly, raw reality of pain and suffering. Often, we see patients who have fallen
through the cracks. His behavior was not an indication that he was a bad person. Instead, it was a cry for help
from a man in misery. Joe may have been the first patient to make me angry, but he was also the first patient
to make me feel truly fulfilled. | hope | never forget him.

Talitha Jones MS4 Care That Doesn’t End In A Cure

As a medical student, there is a day we all dread, the day one of our patients’
lives ends. For some, this comes early in their career, others a bit later.
Sometimes we are notified simply by seeing the patient's name removed from
our patient list the next day, other times, end-of-life is a journey we take with
the patient. One journey | took was with a patient receiving palliative care due
to pancreatic cancer. The man was relatively young, only 60 years old,
married, and had kids about my age and grandchildren. | met this patient on
my first day of my third-year internal medicine rotation, but this experience will
always stay with me. He was extremely sick and had been suffering for
several months. In the last few weeks, his vitals had taken a turn for the worst,
and the end was near. | saw first-hand as we began shifting our patient care
goals from an emphasis on bettering outcomes and chasing lab values to
providing comfort for the patient and his family. At first, our conversations had
a very medical tone. We went over the status of each of his failing systems.
We explained how we were managing each, but, in the end, we backed off this
kind of discussion and instead transitioned to pain control and discussing
realistic plans with the family and supporting them during this trying time.

Each day, our team tried to view this situation not as if there was nothing left we could do but instead, how can
we could best support this transition. We spoke to the family often and learned the patient and his family were
devout Christians. One service we provided was an opportunity to speak with the Chaplin daily. This was a
huge comfort to the family and made them feel supported spiritually in a way we, as healthcare providers,
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couldn't. Another hurdle we had to address was that the hospital's current rules only allowed one family
member in the ICU. This was extremely difficult on the patient's grown children, who wanted to be with their
father in his last days. They also desperately wanted their young children to see their Papaw one last time. As
a team, we decided to keep them updated by calling them daily when we came by to see the patient and
allowing his wife to facetime the other family members while we were there. On what we believed to be the
final day, we were also able to enable the family to use an iPad and Facetime the family for goodbyes. The
nurses coordinated this, and each gave special attention and care to this family. We, as staff, were in the room
with the wife, so she knew she was not alone physically as well. Lastly, we allowed the patient's wife to
decorate the patient's room with family pictures and brought blankets from home so the room would feel
homier. Overall, | felt the entire care team, the nurses, physicians, medical students, social workers, and
Chaplin all played their roles well to help facilitate this challenging care.

If | were to change anything about this patient's care, | wish we would have been able to address some of the
family's end-of-life discussions sooner so that the patient could have been more coherent. Though the
prognosis was never good, the family held off as long as they could to discuss what his final days would look
like despite ample counseling. | wonder if we had been more direct with the family about how the pressure of
many decisions can weigh heavily during the final days and how the covid regulations were not changing, may
have better prepared them. Though difficult to think about early on, it could eliminate stress later when
everyone is more fragile. This is also a challenge because, as physicians, it is impossible to know precisely
when a patient might take a turn for the worst. Despite this, the team did an excellent job of keeping the care
patient-oriented and always reminding everyone that we want to do what is in the patient's best interest and
would be what he would have wanted. This helped the family navigate difficult decisions. | was happy to see
the care team act as guardrails in those conversations and even mediators between family members.

We were fortunate to have an incredible interdisciplinary team. The Chaplin, nurses and social workers were
all involved and communicated efficiently and gracefully. They had each other's phone numbers and knew to
respond quickly as this situation could need immediate action. One strength | saw was that the staff continued
care beyond the patient's life by setting the wife up with a support group and following up with the family.

This experience was my first as a member of an in end-of-life care team. | remember his final days were filled
with so much discussion and emotion, but in the end, it is all very quiet and peaceful. | will never forget how
anticlimactic | found death to be. | was touched by how every member of the team showed their humanism and
went above and beyond their duty to support and care for this family, even if it meant a big wig physician
helping tape up posters with pictures of the grandkids because he knew how important it was to the family.
This is the kind of provider | want to be. | don't want to stop at simply providing medical care but want to treat
my patients and their families holistically, caring for them mentally and spiritually. | want to always connect with
my human side that reminds me no matter how many times | have seen death that this is still so hard for the
family and go out of my way to provide comfort where | can. | initially thought palliative care was an easy form
of medicine because | didn't know what could be done medically. However, | learned that nothing in end of life
care is easy. Though the focus may shift from physical healing, to other forms of care such as spiritual, social,
and mental support they are still very challenging and necessary.

Publications by ULTC Studenty:
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Table 4 displays the demographics of screened
participants. Most of the participants were white,
which is representative of the county as a whole. The
age of participants ranged from 19 to 59 years, and
more males were screened.

Table 4: Demographics of Population Screened

Gender n (%) Percent Population of County*
n=531*
Male 344 (64.8%) 48.8%
Age;lt ;.ime of Screening n (%) Percent Population of County®
e
19-59 327 (63.5%) 58.3%
60+ 179 (34.8%) 19.0%
0-18 9(1.7%) 2.7%
Race/Ethnicity n (%) Percent Population of County®
n=4%"
White 395 (80.6%) 90.0%
Black or African American BO (16.3%) 6.8%
Hispanic/Latinx 7 (1.4%) 2.2%
Other 6(1.2%) 23%
American Indian and Alaska Native 2(0.4%) 0.3%
Asian 0(0.0%) 0.6%
#n excludes missing information not provided by
participants.

°County values obtained from U.S. Census Bureau
(21).

Table 5 shows the percentage of abnormal blood
pressure, blood glucose, and blood cholesterol
readings we collected, using two threshold values
defining “abnormal” for each element.

338

Table 5: CVD Screening Results

Abnormal Blood Pressure
n=547
S lic > 140 OR Diastolic | Systolic > 150 OR Diastoli
>90 > 100
Abnormal with Previous 117 (20%) 66 (12%)
Diagnosis
Abnormal with NO Previous 134 (23%) 64 (11%)
Diagnosis
Abnormal Blood Glucose
n =469
Bloed Glucose > 110 mg/dL | Blood Glucose > 125 mg/dL
Abnormal with Previous 76 (13%) 64 (11%)
Diagnosis
Abnormal with NO Previous 8BS (15%) 49 (9%)
Diagnosis
Abnormal Total
Cholesterol
n=471*
Total Cholesterol > 160 Total Cholesterol > 180
Abnormal with Previous 64 (11%) 48 (8%)
Diagnosis
Abnormal with NO Previous 211 (37%) 144 (25%)
Di 4

FExcludes missing information when participants
declined this portion of the screening.

Table 6 displays the prevalence of diagnosed
hypertension, diabetes, and hyperlipidemia in the
county, as compared to the percent of abnormal
readings for blood pressure, blood glucose, and total
cholesterol we found in our screenings.

Table 6: Prevalence of CVD Risk Factors in County

%Prevalence % in sample with % in sample with abnormal
in county* abnormal readings, readings, higher cutofl
lower cutofF limit. limit.
Hypertension 33% 43% 22%
Diabetes 20% 28% 20%
Hyperlipidemia 38% 48% 33%

3County data retrieved from Centers of Disease
Control and Prevention, BRFSS Prevalence and Trends

Data??

Before and after the regional campus programs that
included the screenings, we surveyed the students
involved concerning their confidence in their ability to
design and implement a community project (see
Table 7). Participants reported a large increase in
confidence. (p = 0.001). Sixty-two percent (42/68) of
our students were female and 84% (56/68) were from
small towns, which we defined as a population fewer
than 30 000 and non-metro Rural Urban Continuum

Code.Z




Table 7: Student Opinions
strongly disagree somewhat agree strongly agree*

| 2 3 4 5 Total P

Pre-test | 1 (1.4%) | 9 (13.0% | 22 (31.9%) | 23 (33.3%) | 14(20.3% | 69 (100.0%)

Post- 0(0.0%) | 0(0.0%) | 11(15.5%) | 30 (42.3%) | 30 (42.3%) | 71 (100/0%) | <0.001
test

Student Comments

“It was amazing to see how willing some people were to participate. Even those who had not

seen 4 doctor in many years were eager to see their results.”
“What surprised me most was that our participants were so willing to share their lives with us, as

well as participate in our screenings. One lady at the food bank shared with me very intimate

details of her life, including struggles with her family, which I think became therapeutic for her in
and of itself.™
él am comfortable planning and implementing a

community health project or | have a good
understanding of what it takes to design an effective
community activity.

®Mann-Whitney U = 1503.0, ny = 69 np = 71, P < 0.001
two-tailed.

“Two students did not complete their pre-test

Discussion

Overall, we accomplished our goal of demonstrating
that a group of students based at a regional medical
school campus could plan and implement a
successful CVD screening program. We learned that
students’ confidence in their ability to design and
implement a community health project was increased
dramatically. It is our hope that the training in a
community health project was successful in preparing
our students to implement other projects in the
future in the communities they will serve as
physicians.

Our sample yielded a percentage of participants
whose abnormal readings were like those of the
entire county, suggesting that they are representative
of the larger population. These initial results provide a
good basis for designing the implementation phase of
our project.

Limitations:

Although the primary data focus of the study was to
estimate overall CVD risk, without an HDL value we
were not able to calculate a numerical risk using
calculators based on national evidence. Test strips
that measured total blood cholesterol cost
approximately $1, while the test strips used to
measure HDL along with total cholesterol cost
approximately $8. Our funding for this study was not

sufficient to use the more expensive strips, so only
total serum cholesterol could be measured. Future
screenings could benefit from increased funding to
measure HDL levels.

Additionally, a formal diagnosis of hypertension
requires 3 separate high blood pressure readings on
three different occasions. Because we only measured
blood pressure several times at one sitting, no
definitive diagnosis of hypertension could be made.
Participants with elevated blood pressure readings
were directed to a definitive source of care so that a
diagnosis of hypertension could be made if
appropriate. Our blood glucose readings should be
considered random measures, as we were unable to
know precisely when the patient last ate.

Although we attempted to choose representative
screening venues, we went only where we were
invited, directed by our advisory council's community
contacts. Our initial results may be subject to
selection bias. Our original plan was to gather regular
data over several years. However, the COVID-19
pandemic forced us to suspend operations at our
screening locations, limiting our results to a 2-year
period. We expect to return to regular screenings
soon and will track how many participants
subsequently become established with our free clinic.

The Future

Due to loss of funding and logistical obstacles, the
renowned Franklin County CVD prevention program
reduced its leadership, staff, and programs beginning
in 2001. From 2006 to 2015, the county saw a gradual
increase in smoking and mortality rates. By 2015,
Franklin County's mortality rate had risen to be no
better than the expected mortality rate of Maine
based on income.? This shows that a CVD screening
program built over almost 25 years may lose its
benefits within 10 years if continuity is broken. With
sustained funding and support from the community,
we hope we can avoid this problem as we continue to
plan the implementation phase of our effort.

Conclusions

Our results show that regional campus medical
students directed by a representative county advisory
council and supervised by a regional dean can
successfully implement a community CVD screening
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effort. The students also expressed a dramatic 10.1177/1747493017730759. Epub 2017 Sep
increase in their confidence in designing and 13
implementing such a project. Lessons learned are 6. Bahramnezhad F, Asgari P, Zolfaghari M,

shown in Table 8, which we offer for consideration by
those at other regional campuses.

Table 8: Suggested Strategies for a Successful
Community Project

Farokhnezhad Afshar P. Family-centered
education and its clinical outcomes in patients
undergoing hemodialysis short running. Iran
Red Crescent Med J. 2015;17(6):e20705. doi:
10.5812/ircmj.17(5)2015.20705.

+ Identify a clinical/administrative leader with enough influence to act as project 7. Lingfors H, Persson LG. All-cause mortality
. m:n;mmiw advisory council with frequent free lunch meetings. among young men 24-26 years after a lifestyle
" Tchuda ielanic y voluniees o o eroning health dialogue in a Swedish primary care
: &:ﬁfﬂ,mm‘gg‘sj?;;‘mmﬁhw,_ setting: a longitudinal follow-up register study.
e e o e BM) Open. 2019;9(1):e022474. doi:
2 ;’:‘m;;;m m m':ﬂcﬁmfl:::} R BT 10.1136/bmjopen-2018-022474.
8. Crump W], Fricker RS, Ziegler CH, Wiegman
Ref DL. Increasing the rural physician workforce: a
EIEREnceEs potential role for small rural medical school
) ) campuses. ] Rural Health. 2016;32(3):254-259.
EPEDRH O A VIR G: RUfat-trkan Epub 2015 Oct 30.doi: 10.1111/jrh.12156.
disparities in the prevalence of diabetes and 9. Crump W, Fisher SM, Fricker RS. Community
coronary heart disease. Public Health. . Service as Learning Laboratory: A Report of
2012;125(‘:0):81 3-820. Epub 2012 Aug 24. doi: Six Years of a Rural Community-Academic
TEETER §/J.puhe.2012.05.02?. Partnership. ] Kentucky Med Assoc.
2. Samanic CM, Barbour KE, Liu Y, et al. 2014:112:131-136.
Prevalence of self-reported hypertension and 10. Record NB. Onion DK. Prior RE. et al.
antihypertensive medication use by county Community-wide cardiovascular disease
and rural-urban classification - United States, prevention programs and health outcomes in
AU DBAKIE el b0 Moikal K g a rural county, 1970-2010. JAMA.
2020;69(18):533-539. doi: 2015;313(2):147-55. Erratum in: JAMA.
10.15585/mmwr.mme6é918al. 2015:313(21):2185. doi:
3. Jennings CA, Berry TR, Carson V, et al.. UWALK: 10.1001/jama.2014.16969.
the development of a multi-strategy, 11. Ezzati M, Friedman AB, Kulkarni SC, Murray CJ.
community-wide physical activity program. The reversal of fortunes: trends in county
Transl Behav Med. 2017;7(1):16-27. doi: mortality and cross-county mortality
10.1007/s1 31.42'01 6'0417'5' ) disparities in the United States. PLoS Med.
4. Kamada M, KitayuguchiJ, Abe T, Taguri M, et 2008:5(4):e66. doi:
al, Commumty-WIde mterven_h_on and 10.1371/journal.pmed.0050066. Erratum in:
population-level physical activity: a 5-year PLOS Med. 2008:27:5(5). doi:
cluster randomized trial. Int J Epidemiol. 10.1 371/j0urnaljprr'1ed.00501 19.
2018,47(2):642-653. doi: 10.1093/ije/dyx248. 12. Dixon DC. Franklin County up to date. ] Maine
5. Mahon S, Krishnamurthi R, Vandal A, et al. Med Assoc. 1971 Nov:62(11):278-9.
Prim.ary prevenn‘on of s}:roke and ) 13. Puska P, Jaini P. The North Karelia Project:
cardiovascular disease in the community prevention of cardiovascular disease in
(PREVENTS): Methodology of a health wellness Finland through population-based lifestyle
coaching intervention to reduce stroke and interventions. Am | Lifestyle Med
cardiovascular disease risk, a randomized 2020;14(5):495-499. doi:
clinical trial. Int ] Stroke. 2018;13(2):223-232. 10.1 1'77/1 559827620910981.
Epub 2017 Sep 13. doi: 14. Blomstedt Y, Norberg M, Stenlund H, et al.
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Steve Fricker
was the
Director of
Student Affairs
for the Trover
Campus.

Steve retired
on May 6, 2022
after 21+ years.

It’s a Steve Thing

“How can we find that
digital file?”
That’s a Steve thing.

“I just got a needle stick.
What do | do?”
That's a Steve thing.

“A student got a medical bill.
What do we do?”
That’s a Steve thing.

“Can we reimburse for cat
food?”
That’s a Steve thing.

“This student’s not listed in
New Innovations.”
That’s a Steve thing.

“This video connection is
acting up.”
That's a Steve thing.

“l can’t get this manuscript
submitted.”
That's a Steve thing.

“We need to estimate the
cost of class size.”
That’s a Steve thing.

“How could one person
wear so many hats?”
It's a Steve thing.
We will miss him
immensely.

Bill Crump May 6, 2022

Steve with his wife Jan
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Trover Campus

TROVER CAMPUS ADMINISTRATIVE STAFF

Dr. William Crump is Associate Dean of the Trover Campus and Professor
of Family and Community Medicine at U of L. A graduate of Vanderbilt
Medical School, he completed residency at the University of Alabama in
Birmingham and a Faculty Development Fellowship at the University of North
Carolina at Chapel Hill. He was a faculty member at the regional campus at
Huntsville, Alabama for almost 10 years and Assistant Dean and Director of
Rural Programs at the University of Texas Medical Branch in Galveston for
almost 6 years prior to his move to Madisonville in 1998. Concerning his
activities in Madisonville, Dr. Crump says: "l feel that I've been preparing for
this job my entire professional life. It's a challenge | truly enjoy. As | look
back on the last 24 years here, it's remarkable how much fun it's been. | am
proud of our graduates and working with them has made me a better doctor
and teacher."
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Ms. Pam Carter is the Clinical Student Coordinator for the students that attend the Trover Campus. She
provides the primary staff support for the third and fourth year medical students including their clinical rotation
schedules, student records and other responsibilities such as this report and presentations that represent our
campus. Ms. Carter says: “22 years in the same job speaks for itself. | love working with the students”.

Mrs. Kendall Denny is the Pathways Coordinator for the Trover Campus. She
manages all day-to-day aspects for the High School Rural Scholars, College
Rural Scholars, Prematriculation, Preclinical programs, our admissions process
and our student-led free clinic. She says, “| am so blessed to have been able to
come full circle with the U of L Trover Campus. As a former High School Rural
Scholar myself, having the privilege of managing the program just puts a smile on
my face! | absolutely love that | get to play such an integral part in the beginning
of each student’s journey to medical school!”

i

Baptist Health Madisonville - West Kentucky AHEC

T =

Martha Pleasant, MS serves as the Director of the West Kentucky AHEC.
Martha's educational background includes a bachelor's degree in Community
Health from Western Kentucky University and a Masters of Science Degree in
Human Development and Leadership from Murray State University. Martha
was the Educational Programs Coordinator for West AHEC and prior to joining
West AHEC she served as the Community Education Coordinator at Regional
Medical Center. When reflecting on the work of West AHEC, Martha says,
"AHECs are in the unique position to change the health status in western
Kentucky by providing continuing education opportunities for healthcare
professionals, by facilitating student rotations in rural areas and by promoting
health careers to our youth."
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CHIEFS OF TEACHING SERVICES

Family Medicine - Dr. Bill Crump acts as the Teaching Chief of Family
Medicine at the Trover Campus. Dr. Crump's training is discussed in the
“‘Administrative Staff” section. He continues an active practice including
Obstetrics, and teaches both students and residents on the Family
Medicine and Obstetrics services. For a generation he has facilitated
groups and taught other faculty the iterative process of learning used in
problem based learning exercises and while in Galveston trained and
validated cases for the standardized patient program. Concerning his
teaching role, Dr. Crump says: "We really get to know our students well,
and it's fascinating to watch them develop into clinicians over a two-year
period."

Internal Medicine - Dr. B.N. Sreekumar is the Teaching Chief of Internal
Medicine at the Trover Campus. Dr. Sree earned his M.D. degree from
Madras Medical College College in India and completed a residency
program in Internal Medicine at Michael Reese Medical Center, University
of lllinois, Chicago and a Cardiovascular Medicine fellowship at the
University of Missouri, Columbia. Dr. Sree has been in practice since 1995,
in Madisonville since 1997, and on the ULTC faculty since 2001. His busy
cardiology rotation is a favorite of ULTC students. Dr. Sree says of his
teaching at the Trover Campus: ““The Trover campus provides a unique
opportunity for our motivated students to learn high quality medicine and
insights into complex decision making in a friendly environment. Teaching
stimulates me to keep up to date and sharing knowledge enhances the joy
of clinical practice.”

Neurology - Dr. Nahgma Mufti is the Teaching Chief of Neurology at the
Trover Campus. Dr. Mufti obtained her undergraduate and medical
degrees from the Khyber Medical College in Peshaswar, Pakistan and
completed Residency Programs at the Veterans Affairs Medical Center in
Wilkes Barre, Pennsylvania and North Shore University Hospital, New
York, where she also completed a Neurology Fellowship. Dr. Mufti has
been with the Madisonville campus since 2002. In regard to her teaching
role, Dr. Mufti says: "l really enjoy working with the students. When | work
with them and teach them, it gives me the stimulus to learn new things.
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OB/GYN — Dr. Sarah Fisher is the Teaching Chief of OB/GYN at the
Trover Campus. She earned her M.D. degree at the University of Louisville
with the clinical years at the Trover Campus. She completed her residency
at Geisinger in Danville, PA. Since graduating residency in 2019, she has
been practicing in her hometown of Madisonville here at Baptist Health
Deaconess Madisonville. With regards to teaching, Dr. Fisher says
“Teaching medical students is one of the best parts of my job. Students
keep us energized and constantly moving forward to strive for better care
that is evidence-based. On the OB/GYN rotation, students can expect to
see a diversity of patients in clinic and be involved with surgeries and
deliveries.”

Pediatrics - Dr. Carey Dodds is the Teaching Chief of Pediatrics at the
Trover Campus. Dr. Dodds grew up in Madisonville, earned her M.D.
degree from the University of Louisville and completed her residency there
as well. She served as a hospitalist at Kosair Children's Hospital and
Attending Physician at the Children and Youth Project in Louisville from
2000-2004. In 2004 she moved back to her hometown and became a key
part of the ULTC teaching team. Students regularly report that her teaching
made a difference for them, both in learning and specialty choice. She took
the Chief position in 2011. Describing her teaching activities, Dr. Dodds
says "Working with the students keeps you at the top of your game. You
must stay up to date on the latest recommendations and be able to provide
explanations to the students about your medical decisions."

Psychiatry - Dr. Shabeer Abubucker is the Teaching Chief of Psychiatry
at the Trover Campus. He earned his M.D. degree from Medical College of
Georgia and completed a residency program in Psychiatry at the Medical
College of Georgia. Dr. Abubucker has been in practice since 2007, and in
Madisonville and on the ULTC faculty since 2016. His busy Psychiatry
rotation is a favorite of ULTC students. Dr. Abubucker says of his teaching
at the Trover Campus: “People and their lives are fascinating. The diversity
of the human experience is humbling. The Psych rotation gives students an
opportunity to be introduced to the diversity of the human experience and to
appreciate pain and suffering as well as compassion and healing.”
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Surgery - Dr. Mohan Rao is the Teaching Chief of Surgery at the Trover
Campus. Dr. Rao earned his M.D. degree from the Ohio State University
College of Medicine in 1980 and completed his surgery internship and
residency at the University of Louisville. He also completed a fellowship in
burns and critical care at Cornell University in New York City. Dr. Rao has
practiced in Madisonville since 1986 and has been actively involved in
surgery education for more than 30 years. He has received numerous
teaching awards from the students and residents at the University of
Louisville and is a member of the Alpha Omega Alpha society at both Ohio
State and the University of Louisville. When discussing the Trover Campus,
Dr. Rao says: "The educational program of Trover is a vitally important
component of the surgical practice here in Madisonville. Our continued
association with enthusiastic and motivated students from the University of

Louisville is a privilege and a constant source of our own ongoing education.”
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U of L Trover Campus students in action
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http://ultc.BaptistHealthDeaconess.com
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U of L Trover Campus
200 Clinic Dr.
Madisonville, KY 42431
270-824-3515 800-217-9149
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Page/Row/Position

ULTC Student name

Home County

Year Graduation

1-1-1 Stacey Fazenbaker Hopkins 1999
1-1-2 Diana Stulc Middlesex (MA) 1999
1-1-3 Allen Wells Muhlenberg 2000
1-1-4 Tara McAllister Easley Patoka (IN) 2001
1-1-5 Daryl Green Ohio 2001
1-1-6 Stacy Gregory Bell 2001
1-1-7 Susan Hagan Bullitt 2001
1-2-1 Mary Harkleroad Warren 2001
1-2-2 Mike Howard Perry 2001
1-2-3 David Catlett Larue 2002
1-2-4 Sandy Gilkey Hopkins 2002
1-2-5 Ken Payne Henry 2002
1-2-6 Nick Sherrow Garrard 2002
1-2-7 Shevonda Sherrow Jefferson 2002
1-3-1 Tedros Andom Clay 2003
1-3-2 Antionette Caldwell Lorain (OH) 2003
1-3-3 Mildred Carson Orangeburg (SC) 2003
1-3-4 Susan Heffley Breckenridge 2003
1-3-5 Sarah Little Warren 2003
1-3-6 Matthew Price Calloway 2003
1-3-7 Karla Turley Russell 2003
1-4-1 Kevin Zent Jessamine 2003
1-4-2 Michele Brezinski Hennepin (MN) 2004
1-4-3 Bernard Eskridge Jefferson 2004
1-4-4 Larry Lawrence Jefferson 2004
1-4-5 Jessica Mendel Nelson 2004
1-4-6 Tanika Taylor Jefferson 2004
1-4-7 Amber Hurt Chambers Barren 2005
1-5-1 Hope Henson Casey 2005
1-5-2 Allison Hunt Taylor 2005
1-5-3 Tara Newsome Floyd 2005
1-5-4 Jeremy Parsons Floyd 2005
1-5-5 Toni Parsons Pike 2005
1-5-6 Darel Barnett Hopkins 2006
1-5-7 Aimee Bohn Greenup 2006
1-6-1 John Holeman Union 2006
1-6-2 Carrie Huber Marion 2006
1-6-3 Bethany Lucas Greenup 2006
1-6-4 Brad Collins Johnson 2007
1-6-5 Bethany Crispin Boone 2007
1-6-6 Crosby Rechtin Campbell 2007
1-6-7 Sara Huss Aboelsaad Mason 2008
1-7-1 Dustin Campbell Perry 2008
1-7-2 Erin Johnson Carroll 2008
1-7-3 Emily Kenner Hardin 2008
1-7-4 Suzanne McGehee Perry 2008
1-7-5 Jonathan Ballard Muhlenberg 2009
1-7-6 Clay Davis Muhlenberg 2009
1-7-7 Gabrielle Grundy Washington 2009
1-8-1 Joshua Kitchens Fulton 2009
1-8-2 Paul Quertermous Daviess 2009
1-8-3 Channing Slate Hopkins 2009
1-8-4 Matt Smith Christian 2009




Page/Row/Position

ULTC Student name

Home County

Year Graduation

1-8-5 Chris Sperry Webster 2009
1-8-6 Candace Lane Walker Cobb (GA) 2009
1-8-7 Ryan Beck Marshall 2010
2-1-1 Melissa Camiolo Oldham 2010
2-1-2 Brad Hughes McLean 2010
2-1-3 Marissa Stewart Jaynes Trigg 2010
2-1-4 Matt Kelleher Calloway 2010
2-1-5 Anna Uebele Pierce Brown (WI) 2010
2-1-6 Tia Robertson Richmond (GA) 2010
2-1-7 Uttam Shastri Jefferson 2010
2-2-1 Alissa Daugherty Christian 2011
2-2-2 Justin Hunsucker Carter 2011
2-2-3 Brandon Lancaster Muhlenberg 2011
2-2-4 Elizabeth Matera Muhlenberg 2011
2-2-5 Amy Law Patterson Simpson 2011
2-2-6 Hayley Trimble Johnson 2011
2-2-7 Jack Arnold Harrison 2012
2-3-1 Heath Cates Marshall 2012
2-3-2 Julie Davenport Calloway 2012
2-3-3 Nina Faghri Lecompte Jefferson 2012
2-3-4 Isaac Miller Grayson 2012
2-3-5 Jesse Miller Graves 2012
2-3-6 Tom Newcomb Rowan 2012
2-3-7 Katie Pohlgeers Kenton 2012
2-4-1 Steven Roby Daviess 2012
2-4-2 Allison Crump Rogers Hopkins 2012
2-4-3 Megan Settle Hopkins 2012
2-4-4 Tiffany Simpson Hopkins 2012
2-4-5 Amanda Lewis Brown Calloway 2013
2-4-6 Kimberly Case Shelby 2013
2-4-7 Reagan Gilley Bell 2013
2-5-1 Whitney Talbot Gilley Jefferson 2013
2-5-2 Scott Howard Knott 2013
2-5-3 Natalie Pettit Fleming 2013
2-5-4 Amanda Wood McCracken 2013
2-5-5 Austin Beck Marshall 2014
2-5-6 Emily Cottrell Grant 2014
2-5-7 Adam Craig Muhlenberg 2014
2-6-1 Chris Ethridge McCracken 2014
2-6-2 Audra Isaac Grossman Harrison 2014
2-6-3 Ashley Flanary (RMAT) Jessup* Marshall 2014
2-6-4 Jonathan Moore Nelson 2014
2-6-5 Katelyn Neely Hopkins 2014
2-6-6 Clay Williams Jefferson 2014
2-6-7 Sarah Fisher Hopkins 2015
2-7-1 Jessica Wood Ison Whitley 2015
2-7-2 Makinzie Mott Marshall 2015
2-7-3 Myra Irvin Rowe Calloway 2015
2-7-4 Travis Wheeler Mason 2015
2-7-5 Hannah Bennett Green 2016
2-7-6 Victoria Wilson Edwards McLean 2016
2-7-7 Katelyn Fulcher Flick Henderson 2016
2-8-1 Kathreina Greenwell Bullitt 2016
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2-8-2 Kelsey Willen Malloy Christian 2016
2-8-3 Josh Scearce Perry 2016
2-8-4 Kristin Gerwe Wickham Hopkins 2016
2-8-5 Corey Cox Pike 2017
2-8-6 James Kyle Damron Calloway 2017
2-8-7 Elizabeth Tarter (RMAT) Gerlach* Hart 2017
2-9-1 Rachel Evans Green Perry 2017
2-9-2 Samantha Hays Jackson 2017
2-9-3 McKinley Heflin McLean 2017
2-9-4 Ross Hempel Boyle 2017
2-9-5 Ryan Hicks McLean 2017
2-9-6 Mary Saylor (RMAT) Joenborg* Rockcastle 2017
2-9-7 Rebecca Raj Calloway 2017
3-1-1 Andrew Smith Graves 2017
3-1-2 Jeremy Webb Warren 2017
3-1-3 Collin Gamble Owen 2018
3-1-4 Lindsay Highbaugh Gamble Hart 2018
3-1-5 William Hunt McCracken 2018
3-1-6 Lauren Logan Woodford 2018
3-1-7 Kaleb Moore Muhlenberg 2018
3-2-1 Joshua Napier Henderson 2018
3-2-2 Suzanne Scott O'Nan Henderson 2018
3-2-3 Trent Pierson Union 2018
3-2-4 Annilin Severns McCracken 2018
3-2-5 Amber Shadoan* Pulaski 2018
3-2-6 Carli Whittington Hopkins 2018
3-2-7 Sydni Crowell Hopkins 2019
3-3-1 Sarah England Woodford 2019
3-3-2 Shannon Foster Christian 2019
3-3-3 Karie Jeter Metcalfe 2019
3-3-4 Ellie (RMAT) Jolly* Trigg 2019
3-3-5 Drew Kelleher Calloway 2019
3-3-6 John Locke Marshall 2019
3-3-7 Samantha Mullins Graves 2019
3-4-1 Ethan Walker Marshall 2019
3-4-2 April Butler McCracken 2020
3-4-3 Ali Farris McCracken 2020
3-4-4 Karl Hempel Boyle 2020
3-4-5 Kaitlyn Hounshell Fayette 2020
3-4-6 Claire Crawford Jones Grayson 2020
3-4-7 John Saylor Rockcastle 2020
3-5-1 Tyler Smith Muhlenberg 2020
3-5-2 Anne-Taylor Beck Muhlenberg 2021
3-5-3 Leeandra Cleaver Calloway 2021
3-5-4 Josh Clark-Fuqua Marshall 2021
3-5-5 Kaitlyn Clark-Fuqua Logan 2021
3-5-6 Paige Hart Caldwell 2021
3-5-7 Rohit Nair Hopkins 2021
3-6-1 Rebecca Bolinger Whitworth Knox 2021
3-6-2 Matthew Barber Johnson 2022
3-6-3 Shalyn Carter Bath 2022
3-6-4 Devin Clark Crittenden 2022
3-6-5 Allison Engelbrecht Rowan 2022
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3-6-6 Susan Hart Calloway 2022
3-6-7 Talitha Jones Woodford 2022
3-7-1 Sarah Parker Calloway 2022
3-7-2 Cody Tucker Marshall 2022
3-7-3 Sravya Veligandla Pulaski 2022
3-7-4 Ashton Ausbrooks Warren 2023
3-7-5 Alyssa Hounshell Breathitt 2023
3-7-6 Micah Kaiser Meade 2023
3-7-7 William King Meade 2023
4-1-1 Chelsea Lancaster Meade 2023
4-1-2 Jonathan Smith Nelson 2023
4-1-3 Kathleen Wilmes Daviess 2023
4-1-4 Kennedy Breeding Letcher 2024
4-1-5 Emma Doyle Barren 2024
4-1-6 Blake Edmonson Trigg 2024
4-1-7 Jacob Lawson Whitley 2024
4-2-1 Taryn Roby Miracle Nelson 2024
4-2-2 Maria Shields Nelson 2024
4-2-3 Nicholas 'Tate' Burris Hopkins 2025
4-2-4 Drew Dodds Hopkins 2025
4-2-5 Elizabeth Lyons Boyle 2025
4-2-6 Hannah Marshall Simpson 2025
4-2-7 Nita Nair Hopkins 2025
4-3-1 Emily 'Caitlan' (RMAT) Short* Muhlenberg 2025
4-3-2 Tanner Smith Graves 2025
4-3-3 Summer Sparks Muhlenberg 2025
4-3-4 James Bradley RMAT Watson* Nelson 2025
4-3-5 Cierra Woodcock Edmonson 2025
4-3-6 Emily Amyx Rockcastle 2026
4-3-7 Meghan Cawood Elkhart Co (IN) 2026
4-4-1 Matthew Collard Meade 2026
4-4-2 John Davis Union 2026
4-4-3 Riley Eriksen Hart 2026
4-4-4 Taylen Henry Marshall 2026
4-4-5 Shaina Magness Graves 2026
4-4-6 Hannah Newberry Ballard 2026
4-4-7 Elaina Perry Caroll Co (MD) 2026
4-5-1 Rafael Roberts Pulaski 2026

*Student participated in (or currently in) RMAT (Rural Medicine Accelerated Track)
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