VOL. LXXXII

NUMBER 4

2016-17 Columbia Medical Society
Scholarship Recipients

Matthew Blackburn, Katherine Bolling, Sean Christensen, Paige Cisa, Jayme
Looper, Johnathan Stathopoulos, Jacob White and Tyler Willenbrink are recipients
of this year’s scholarships. Committee Chair Dr. Trey Castles (left) and USC SOM
Student Services Assistant Director Jerel Arceneaux (right) are pictured above with
the winners who attended the 2016 Annual Business Meeting. Scholarships are
provided annually and supported by the Society’s Sporting Clays Tournament.

On the Cover: This photograph of a Costal Brown Bear was taken by our own
Dr. Prithvi Reddy on one of his recent trips to the Katmai National Park in
Alaska.
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PRESIDENT’S LETTER
“The Times They Are a-Changing” Bob Dylan (1963-64)
Donald J. DiPette, MD
Come gather around people
Wherever you roam
And admit that the waters
Around you have grown
And accept it that soon
You’ll be drenched to the bone
And if your breath to you is worth saving
Then you better start swimming or you’ll sink like a stone
For the times they are a-changing
Who would have thought that members of the baby boomer generation
would wake up one morning and read or hear that Bob Dylan had just
been awarded the Nobel Prize in Literature for 2016!? That is, as of this
writing, if they can find him. I am a member of that generation and I am
completely astounded. I will leave it up to more authoritative scholars of
literature to debate whether Bob Dylan’s song writing is literature or not,
but there were many a day that young and old listened to and
contemplated his every word.
How ironic it is that we should be discussing Dylan’s writing, especially the
song and verse above, during the present concerns and challenges facing
medicine and the Columbia Medical Society today. This issue and
contents of The Recorder, embodies The Times They Are a-Changing. To
begin, this is the first issue of The Recorder that is totally electronic and
on-line. There are good reasons for such a change. For example, more
content can be included and there will be much needed cost-savings.
However, I must admit that I feel a sadness regarding the loss of the paper
copy of The Recorder. There is something special about a paper copy of
any journal (many of which have or will meet the same fate). One can
leave it on the table, desk, or other places (I will leave it up to the
imagination of the members to think of those “other places”) and return
time and time again to find it and pick it up, spontaneously, without having
to log-on to some device. Yes, the times are a-changing and we must
change with them. I look forward to the many advantages of an electronic
Recorder and its information and technologic tools.
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In this issue are other examples of changing times. Dr. Chris Goodman
discusses the announcement and prospective rollout of MACRA, the new
payment structure for Medicare that ties quality measures more tightly to
payments, in his article MACRA and the Pathos of Marcus Welby. He does
so through the persona and era of Marcus Welby, MD, the 1970s television
show aired during the baby boomer years.
Dr. Gregg Talente discusses Young Adults: The Forgotten Demographic,
which describes the situation of young adults with chronic health
conditions and the regional and national efforts to address their situations.
In an interview, Dr. James Stallworth describes the planning, and now
implementation, of the new USC School of Medicine Physician Assistant
Program.
In addition, Dr. Warren Derrick discusses Universal Health Care and
continues to urge thoughtful discussion of change in our current health
system. This is the last edition of The Recorder under Dr. Derrick’s wise
and dedicated leadership. I cannot express the gratitude of the members
of the Society for his effort and stewardship over the last six years.
Dr. Derrick….THANK YOU! We look forward to your continued
involvement, words of wisdom and yes, even occasional cartoons in
editions to come.
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EDITORIAL
Universal Health Care: Just Whistling Dixie?
C. Warren Derrick, Jr., MD
Will the U.S. ever join the rest of the civilized world and institute universal
health care? The short answer is “probably not”. But the issue just won’t
seem to go away. Physician led groups throughout the country are now
calling for a single-payer health care system and even some of our
politicians are getting on board. Bernie (“Feel the Bern”) Saunders has
proposed a ‘Medicare for all’ health care bill, which seemed to resonate
with his supporters and even gave Hillary pause. Universal health care or
not, there is no denying our current health care system is broken. Our
health care per capita spending is 2-3 times as high as most other
developed countries and yet our life expectancy is lower than most of
them.

And of this $9,523 per capita spending, only $300 is spent on public
health. That’s only 3% of our health care dollar spent on prevention of
disease! Our administrative cost to run this bloated health care system is
2-3 times the cost of our European friends. And did you know, more than
60% of all physician jobs are now administrative? No wonder we have a
shortage of practicing physicians.
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Thus, it seems self-evident that our current health care system is too
costly, too inefficient, and too ineffective. So why don’t we change it? We
all know the answer to that one—politics. The medical insurance and
pharmaceutical lobbies are so powerful that getting any changes through
Congress is just whistling Dixie. It ain’t gonna happen. Obamacare was
an attempt to dip a toe in the universal health care pool and look where
that landed. Unfortunately, it seems universal health care’s time has not
yet come. The best we can do is to continue to build support and hope
that one day we will have enough political support to force change. Or
maybe we should all move to Canada!

Editor’s Note: This is my last edition of “The Recorder.” It has been an
honor and pleasure to have been your editor for the past six years. I hope
we have occasionally enlightened you and/or challenged you and that we
have always entertained you. In any event, it’s time for this dinosaur to
make way for the digital age. Shortly, “The Recorder” will be web-based
with a new format and a new editor. I want to thank all the contributors to
“The Recorder” over the past six years, especially Tom Austin, Prithvi
Reddy, Don Wuori and Bill Lindler. And I want to thank Nancy Walborn
without whose help none of these issues would have been published.
Nancy is the glue that keeps this Society functioning.
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………AS I SEE IT
An Interview with James R. Stallworth, M.D.
Professor of Pediatrics
Medical Director, Physician Assistant Program
University of South Carolina School of Medicine-Columbia
Editor’s Note: Dr. James Stallworth has been a member of the
Department of Pediatrics at USCSOM since 1979. He has been the
recipient of many teaching awards highlighted by the Robert Glaser AOA
national teaching award in medicine. He is currently the Pediatric Clerkship
Director, Vice-Chair of Education and Faculty Development for the
Department of Pediatrics, and Director of Student Recruitment for the
medical school. As Medical Director of the Physician Assistant program, he
has been responsible for the development of the PA curriculum and
implementation of the program.
The USC School of Medicine has recently implemented a Physician
Assistant Program under your leadership. Why has the School
decided to start this program and what will your role be?
I am the Medical Director of the new PA program. I serve as only part of
the leadership team. The Program Director is Amy Allen PA. Dr. Frank
Spinale serves as the medical school leader of graduate programs, the PA
being one of those programs.
How many students do you plan to take initially and do you anticipate
future growth?
The initial class will be 20 students and the next two years’ classes will
contain 30 students. After the first 3 years, we plan to evaluate the
program and submit to the Accrediting Body of the PA programs,
consideration to increase the class size.
What are the prerequisites for admission to the PA Program and what
is the curriculum?
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An undergraduate degree from an accredited institution. A competitive
GPA and a competitive GRE score. There is certain course work that is
required prior to being accepted to the PA program, e.g., medical
terminology. The curriculum is divided into the more classic type of basic
science year and a clinical year. The clinical year will include four-week
rotations in pediatrics, internal medicine, psychiatry, OB/GYN, surgery,
orthopedics, and emergency medicine. Family Medicine will be an eightweek rotation. There are two electives of four weeks duration. The
program lasts 27 months. This program will include ultrasound training as
one of its components. Fundamental to our program is its interdisciplinary
nature- meaning our students will train with the medical students, nurse
anesthetist students, etc., yet maintain their own individual educational
curriculum.
Is there a strong market for Physician Assistants in South Carolina,
and, since physician supervision is required, do you anticipate any
problem securing physician mentors for your graduates?
A graduate degree in PA is one of the top sought after graduate degrees in
the country currently. The future of health care is in line with the increase in
the number of physician extenders. As the class size grows, more quality,
interested preceptors will be needed.
One of our biggest needs in South Carolina is medical care in our
rural counties. Do you see a role for PA’s here?
Precisely. That is in concert with the mission of the PA program.
Nurse Practitioners and Physician Assistants have similar training but
more and more NP’s are able to practice without physician
supervision. Do you see that happening with PA’s?
To some degree, this is a loaded question. NP’s come from a nursing
model and PA’s come from a physician model. I think both have strengths
and weaknesses. During the application process, one of the attractions
that the PA applicant verbalizes uniformly during the interview, is his/her
ability to be part of the medical team and the desire to work under the
leadership of a physician.
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Any final comments?
I think the key to a successful PA graduates is that they are well- trained
under a rigorous curriculum that maximizes the ability of the PA’s to know
their limits and teaches and instills in them the professionalism,
communication skills, etc. of being important members of our health care
system.
As an aside, our program is very interested in those applicants with
military backgrounds as the genesis of the PA world began with medics
returning from the war and having expertise that would allow them to
continue practice stateside.
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MACRA AND THE PATHOS OF MARCUS WELBY
Christopher Goodman, MD
Editor’s Note: Dr. Goodman is an assistant professor of internal medicine at
USC School of Medicine; he joined the faculty in 2013. He obtained his BS at
Clemson University, MD at USC SOM, and residency training at Emory
University. His academic interests are in interprofessional education, social
determinants of health, and quality improvement. You can reach him at
cgoodman@seemed.sc.edu
Payment reform, on the horizon for years, is now looming in front us in the form
of MACRA, which will start January, 2017. MACRA is the new payment
structure for Medicare that will require more quality reporting of physicians and
tie our payments to outcomes – so-called “pay for performance.” If you have
not heard of MACRA you are not alone. In a recent study by Deloitte, 50% of
physicians surveyed said they had not heard of it either.
MACRA is not the reason people got into medicine, but it is things like MACRA
that may cause people to leave medicine. A recent survey by The Physicians
Foundation found that 62.8% of physicians were “somewhat or very
pessimistic about the future of the medical profession” and a significant
number were considering retiring early. The growing demands of things like
meaningful use and quality reporting are putting even more pressure on small
practices to keep up, and these small practices are what have defined medical
care in our state and the rest of the country for years.
Frustrations with the paperwork, dealing with insurance companies, and
reporting requirements lead many to conclude medicine is heading in the
wrong direction. When considering what the “right” direction might be, the pop
culture mythological hero many appeal to is Dr. Marcus Welby.
Marcus Welby, MD was a television show in the 1970s that needs little
introduction. A grandfatherly primary care physician with a genial bedside
manner, Dr. Welby embodied the idealized qualities of a primary care physician.
Equally caring and competent and still making house calls as well as hospital
visits for his patients. It was a model of the primary care physician who knew
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his patients completely, involved in all aspects of their health care.
This model is what many fear we are losing today as the pace of change
accelerates. Paperwork and other documentation take more of our time.
Decision-making seems to be shifting away from the physician-patient
relationship towards insurance companies and health systems. The archetype
of Dr. Welby and its seeming decline have become a part of our metanarrative as physicians. To be a physician now is to have altruistic ideals yet
participate in a Sisyphean struggle against health system changes like
MACRA. The problem with this tragic meta-narrative is that we idealize both
the mythological physician hero and the antiquated health system he
practiced within.
When we lament the direction of medicine, the main gripe is that competing
demands, especially clerical responsibilities, leave us with inadequate time to
be the type of physician we want to be – to practice in a manner congruent
with our ideals. These challenges to time and energy are legitimate, but in
some ways the daily frustrations are side effects of progress.
In the golden era of medicine most of the country did not have insurance and
treatment options were more limited. Our understanding of health and
disease, while growing rapidly, had not yet led to many significant
breakthroughs in treatment. If you had a heart attack, the main treatment was
strict bed rest. Left heart catheterization, beta blockade, and aspirin were still
under development in the 1960s. How about high blood pressure or chronic
kidney disease? Counseling was about the only option. No prior
authorizations existed for Dr. Welby because insurance coverage was scarce,
and there was not much to authorize.
Health care in its practice and policy is much more complex now.
Unfortunately, that growing complexity in Rube Goldberg-esque ways does
lead to more work for physicians. This not to say that we should accept the
system given to us. On the contrary, I think it makes it even more important to
learn about the larger system and especially to learn how to be advocates – to
speak up within our practices, communities, and at state or national levels.
I think most of us recognize the progress in the health system and the
difference between the practice of Dr. Welby and the historical context. For
primary care physicians, our lament is just as much about the ideals as it is
the type of practice represented. Dr. Welby worked in a small self-owned
group; the small, self-owned group that still dominates modern American
medicine despite its decline in recent years. The decline is likely going to
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accelerate as administrative and financial burdens accumulate and it
becomes more rational to turn much of that over to the administration of a
larger practice. Payment reform efforts are a big part of the trend and
MACRA will add further pressure.
Is this good or bad? It is hard to say. The appeal of the small group / solo
practice is not simply a matter of control, but it is tied up in something
deeper about the American psyche. We have always admired
independence from the do-it-yourself mentality to small “mom-and-pop”
businesses. There is a piece of Americana in the small group / solo practice
that both patients and physicians recognize, and it is fading. That is the part
of the meta-narrative lament that rings true. There is uncertainty about what
it means for our future as physicians, especially primary care physicians.
To end on a positive note, national surveys do show that younger
physicians are much more positive about the future of medicine and for the
most part are growing with the changes. Our teaching programs here at
USC are preparing future physicians for the modern practice of medicine.
The inpatient teaching services for the Palmetto Health / USC internal
medicine and family medicine programs have moved to team-based care,
and the growing camaraderie and attention to teamwork are making a
difference in the care we provide. Our medical students at the USC School
of Medicine learn what it means to work in inter-professional teams through
a mega-course with other health professions and are exposed to quality
improvement modules that teach them how to lead improvement projects.
The student-led USC IHI Open School Chapter brings together students
from all the health professions locally to discuss larger health system issues
and consider how they can make a difference in healthcare. Dr. Welby’s
ideals are alive and well here.
Changes to the practice of medicine are inevitable, but they do not amount
to a tragic story. While we may be losing something intangible as primary
care shifts to a more corporate structure, the future is bright for our
students who not only carry the ideals of Dr. Welby but also are trained how
to apply them in an increasingly team-based and quality-focused
environment.
Corporations, hospitals, and the larger health system may not always make
changes in the interest of the little guy, whether physician or patient, so we
must be prepared to advocate. We can still make house calls today despite
the burdens – including house calls to our legislatures. That, I think, is the
most important way to apply the meta-narrative of the decline of Dr. Welby.
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YOUNG ADULTS: THE FORGOTTEN DEMOGRAPHIC
Gregg Talente, MD
Editor’s Note: Dr. Talente attended medical school at the University of North
Carolina at Chapel Hill and completed Residency in Internal Medicine and
Pediatrics at the University of Kentucky. He is currently an Associate Professor
of a medicine and pediatrics at the USC SOM.
Health care is filled with individuals, organizations, and institutions that work to
bring attention to the unique health care needs of populations at risk for
adverse outcomes, or health disparities. Attention is focused on children,
adolescents, and the geriatric populations. There is vocal and influential
advocacy for women’s health issues and the needs of minorities in our health
care system. Mostly forgotten amongst these discussions are young adults,
especially those young adults with special health care needs.
While most people assume that young adults are healthy, this is not true.
Young adults have high rates of serious mental health conditions, unintentional
injury, substance abuse, and sexually transmitted infections (1). In addition
each year in the United States, nearly half a million children with special care
needs cross the threshold into adulthood. One generation ago, most of those
with severe disabilities died before reaching maturity; now more than 90%
survive to adulthood. Despite this, young adults are more likely to use
emergency room services and less likely to access outpatient care than
children or older adults. (1) Young adults with special health care needs report
that they are not receiving recommended preparation for the transition to adult
health care. (2)
Young adults with chronic health conditions and their family members that I
have spoken with share similar experiences with health care. First, they
describe a struggle to find the health care they need. They have difficulty
identifying physician practices that are either willing or capable of managing
their health care needs once they reach adulthood. They particularly struggle
to find adult primary care physicians. The common reasons for this difficulty
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are issues related to insurance; not knowing how or where to look to find
physicians; and when they did find new physicians, ultimately discovering
that the physicians were not comfortable managing them. General
dissatisfaction with the providers they connect with is also a common
theme.
The difficulty in identifying physician practices is also impacted by the
incompatibility of the current health care system with the young adults’
mobility. Young adults move for school, for jobs, or just because they want
to live somewhere new. However, geographic limitations to insurance
coverage, lack of portability of medical records, lack of family support and
the above issues make this challenging for young adults especially those
with chronic conditions. Those I talk with have concerns about the quality
of their primary care: not being taken seriously about health complaints;
lack of care coordination; struggling with different opinions; difficulty in
paying for medications; and language barriers. Relationships matter and
they need to trust their physicians.
Finally, a common concern I have heard is that their healthcare outcomes
need to focus on quality of life, not just managing their health condition.
Young adults’ focus is on careers, school, and maintaining a social life
typical for their age. They all found that the health care they received was
not helpful, and at times, the providers did not even understand the
importance of these issues to them. Their conditions impact their
professional and personal lives and they need help with accommodations
and assistance in these areas.
Local providers I have spoken with admit that their practices have done
little or nothing to prepare for the unique needs of young adult patients.
Few have any systems of care specific for young adults especially those
with chronic conditions. Materials they have to orient new patients to their
practice or for patient education are not designed with young adults in
mind. Fewer than half report that they address non-health related life
outcomes that young adults and their families are most focused on. This is
consistent with what the literature shows regarding adult providers’
attitudes about caring for young adults with complex conditions. Many
feel unprepared, sighting lack of time, inadequate payment and training as
major barriers. (3)
So how do we improve the care of young adults in our country and in our
community? First, everyone involved in health care needs to take up the
cause of these young adults. They are not invulnerable. In fact, they are
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suffering from a lack of knowledge about their needs and available supports
to assist them in the health care setting, and also in other areas such as
education and vocation. As a nation, we don’t really know who they are,
what their health outcomes are, and how to truly improve their quality of
life. A detailed look at this population is needed. A comprehensive,
inclusive, national advocacy movement is needed to increase awareness of
this population; give voice to young adults so that they can direct health
care, government, and private agencies to focus on what they themselves
deem is important; and to push for support from all parties for the research
and transformation of our support systems to provide for these young
adults what we want for them: health, happiness, and independence.
Individually though we can all begin to make a difference through some
very simple steps. First and foremost we need to acknowledge a need
within our own practices to implement systems of care specific for young
adults. Some easily achievable things include developing practice
orientation materials specific for young adults, performing a self-care
assessment of new young adult patients to determine their understanding
of their condition and their capability for navigating and managing their own
health care and then assisting them with identified gaps, or identifying and
being familiar with community resources to help our young adult patents
with their educational, vocational and social goals.
The barriers we face in our practices to providing young adults with an ideal
system of care are real and can’t be denied. This is why a larger national
focus on young adults is needed. In the meantime though we should not
let perfection be the enemy of good. We can’t instantaneously transform
our practices to perfectly meet the unique needs of young adults and to
eliminate every problem and less than ideal outcome, but we can apply
quality improvement processes to start to make a difference. Fortunately,
to accomplish this, a number of easily accessible resources exist. The
Maternal and Child Health Bureau (MCHB)-funded Center for Health Care
Transition Improvement has a toolkit that health care providers can
download and implement in their offices (www.gottransition.org). In January
2015, the American College of Physicians (ACP) launched a Pediatric to
Adult Transition Initiative with 22 subspecialty societies participating and
adapting the Got Transition tools for specific specialty conditions. These
tools were released at the ACP 2016 meeting in Washington, DC in May
2016 and are available on the ACP website
(https://www.acponline.org/pediatric-adult-care-transitions). The
Society for General Internal Medicine (SGIM) Adults with Chronic
Conditions Originating in Childhood Task Force has recently written a
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textbook for internists titled Care of the Adult with a Chronic Childhood
Condition: A Practical Guide that will be published by Springer by 2017.
Any of these resources can help you take a first step toward improving the
care young adults receive in our community and in making a difference for
this often forgotten population.
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