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Dear Academy Member, 

As we begin another year, we focus our efforts on membership 
in the AR AFP. One of the areas we will be looking at will be 
membership recruitment and retention. A strategic planning 
session will be held in February at our regularly scheduled 
meeting of the board to plan for not only short term but long 
term for membership and for financial stability. 

As usual, we would like your input!  If you have suggestions for us to be more member 
friendly, how we can best represent you and areas that you would like our Board to focus 
on, please email our office!

We have as usual a lot going on!  The Arkansas Chapter will host the Annual Multi State 
Meeting February 18-19 in Dallas. Maybe it is a sign of my age or I would like to think 
rather a sign of my nearly 30 years with the AAFP, but I am the only original member of the 
Multi State Meeting which began in 1986!  The meeting will be held on Saturday afternoon 
and Sunday morning and will offer 5.5 hours of AFP Prescribed Credit. The meeting is 
attended by more than 50 officers , directors and chapter execs of 12 state chapters of the 
AAFP and we always learn something from each other!

A new website is now being developed that will be ready for you in January!  It will be 
something to be proud of and offer you glimpses of national headlines, a direct link to the 
AAFP for a look at your hours and dues as well as Arkansas news of importance to you. 
We plan on posting lots of pictures of our members from meetings and events with updates 
on our Patient Centered Medical Home pilot programs in Heber Springs, Van Buren and 
DeQueen and our Journal will also be online for your convenience!

With our Annual Scientific Assembly being more than one month earlier in 2012 than 
usual, we hope that you will mark your calendars now and be with us at the Doubletree 
Hotel for another great CME event!  At your request, we have changed the days too, not just 
the month and will begin the Assembly on Thursday June 14 and conclude on Saturday at 
Noon. For those of you that need additional hours and have the time to take, we will have 
an optional half day CME program on Wednesday, June 13 preceding the Annual Meeting .  
Dr. Rick Madden of New Mexico who is a member of the AAFP Board of Directors will be 
with us to install our officers and provide an update on the AAFP. Please plan to be with 
us June 14-16, 2012 for our Annual Scientific Assembly and for the Pre Assembly on June 
13!  The official program will be available in February. 

On behalf of our officers and directors, we wish each of you a Merry Christmas and a safe 
and happy Holiday Season and New Year!!  Thank you for being a member!!

Sincerely,

Carla Coleman
Executive Vice President
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The health status of adults and children 
in Arkansas has been ranked 47th among 
the states (United Healthcare State Health 
Rankings, 2010) - the third worst in the 
US.  Considering Arkansas’ children only, 
Arkansas is ranked 49th (Macy Foundation, 
2010). Arkansans’ poor health rankings 
are based on the known relationship 
between health and a wide array of 
risk factors including the population’s 
low educational level, poverty, crime, 
occupational and environmental hazards, 
and harmful lifestyle. There are also 
substantial health disparities in the state 
that place a proportion of the population at 
even higher risk for cancer, diabetes, and 
obesity. 

The poor health status of Arkansans 
has generated an interest in improving 
our health status in innovative ways 
such as expanding the family physicians’ 
capacity and effectiveness to address the 
state’s health priorities. The University of 
Arkansas for Medical Sciences (UAMS), 
Division of Research and Practice 
Improvement chose to make use of 
a practice- based research network 
(PBRN), named the Arkansas Practice- 
Based Research Network (APBRN), 
as an organizational approach to test 
quality improvement and innovations 
in primary care offices throughout the 
state. Established in 2010 with support 
and direction from D. Mark Mengel, Vice 
Chancellor for Regional Programs and 
UAMS Chancellor Dr. Dan Rahn, the 
APBRN has conducted an organizational 
meeting with community providers, UAMS 
faculty and other institutional parties.  

The Arkansas Practice- Based 
Research Network’s (APBRN) mission 
is to support its members as they plan, 
conduct, and evaluate research and 
practice improvement projects and 
disseminate findings to improve the health 
of Arkansans.  The APBRN is recruiting 
a network of members drawn from 
family medicine and other primary care 
practices statewide to assist in quality 
improvement and practice-based research 
initiatives. Nation-wide, there is increasing 
emphasis by federal health agencies to 
translate biomedical breakthroughs to 

the primary care and community setting. 
The APBRN will serve as a structured 
access point between members from 
family medicine and faculty researchers 
from UAMS and other Arkansas 
institutions of higher education, staff from 
public health agencies, and community 
members to test novel ways to improve 
primary care treatment and prevention 
of many chronic diseases. The APBRN 
will provide resources to enhance the 
translation of these advances in biomedical 
sciences, sociology, public health, health 
organization management, informatics, 
nursing, and/or behavioral science into 
primary care office settings. Additionally, 
the APBRN will plan to become active in 
transitioning through the patient centered 
medical home (PCMH) and meaningful use 
requirements.

 
Benefits of APBRN Membership:

The APBRN leadership and staff will 
provide guidance to family medicine 
clinicians who are interested in practice-
based research and quality improvement 
projects designed to improve the health 
of Arkansans by improving primary care 
delivery systems. Benefits of membership 
include: 

•	 Structured access point for mutually 
beneficial collaborations between 
members and clients

•	 Incentives and/or monetary 
reimbursement for research project 
participation

•	 Resources and tools for designing, 
developing, implementing and 
evaluating practice-based initiatives 

•	 Opportunities for local, state and 
national collaborations

•	 Access to practice-relevant CME 
related to meaningful use and 
patient centered medical home

•	 Quarterly APBRN newsletter, 
bulletins and email listserv 

The APBRN will aid clinical sites in 
regulatory paperwork and processes 
required to participate in biomedical/
behavioral research and quality 
improvement projects. Many family 
physicians have creative ideas about 
how to use their clinical skills and 

community relationships to enhance 
quality of chronic disease management 
and preventive services in their practices. 
The APBRN supports and encourages 
physicians to take active roles in 
advancing practice improvement and 
sharing their knowledge among peers.  
The APBRN will assist teams in identifying 
financial resources to support quality 
improvement and office based clinical 
research projects. Additionally APBRN 
will assist in dissemination of findings and 
advancements throughout the state. 

How to join:
Membership in the APBRN is voluntary 

and is open to any clinically active, 
primary care clinician (MD, DO, RN, PA, 
NP) whose practice is based in Arkansas. 
Primary care clinicians who meet these 
criteria may become members by agreeing 
to supply initial information about 
themselves and their practice through 
the APBRN Member Survey available on 
our website. APBRN strives to develop a 
reputable and sustainable practice-based 
research network to meet the demands 
of the evolving health care environment. 
The network encourages enhanced 
clinician involvement in practice-based 
initiatives with an emphasis on building 
robust state and national collaborations. 
A staff member from the APBRN is 
available to visit family practices to 
explore their interest in medical office 
based quality improvement and clinical 
research projects. Family physicians, their 
office managers, or quality improvement 
coordinators are invited to contact us for 
more information at 501-686-6195 or 
apbrn@uams.edu. Visit us online: www.
ruralhealth.uams.edu/apbrn and www.
facebook.com/apbrn 

Robert Price, PhD, Director,              
rdprice@uams.edu

Geoffrey Goldsmith, MD, Co-Director, 
goldsmithgeoffry@uams.edu 

Marcia Byers, BSN, Assistant Director, 
mabyers@uams.edu

Zuzana Gubrij, MA, Research Manager, 
zgubrij@uams.edu

The Arkansas Practice-Based Research Network
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On Monday, November 7, 2011, the 
Medicaid Electronic Health Record (EHR) 
Incentive Program launched in Arkansas, 
Delaware, Montana, New Jersey, New York, 
and North Dakota.  This means that eligible 
professionals (EPs) and eligible hospitals 
in these six states will be able to complete 
their incentive program registration.  More 
information about the Medicaid EHR 
Incentive Program can be found on the 
Medicare and Medicaid EHR Incentive 
Program Basics page of the CMS EHR 
website.

 If you are a resident of Arkansas, 
Delaware, Montana, New Jersey, New 
York, or North Dakota, and are eligible to 
participate in the Medicaid EHR Incentive 
Program, visit your State Medicaid Agency 
website for more information on your state’s 
participation in the Medicaid EHR Incentive 
Program.

 As of Monday, November 7, 2011, 
39 states have launched Medicaid EHR 
Incentive Programs; and through October, 
23 states have issued incentive payments 
to Medicaid EPs and eligible hospitals who 

have adopted, implemented, or upgraded 
certified EHR technology.  CMS looks 
forward to announcing the launches of 
additional states’ programs in the coming 
months. 

 For a complete list of states that have 
already begun participation in the Medicaid 
EHR Incentive Program, see the Medicaid 
State Information page on the CMS EHR 
website.

 
Want more information about the EHR 

Incentive Programs?
Make sure to visit the EHR Incentive 

Programs website for the latest news and 
updates on the EHR Incentive Programs.

 
-------------------------------------------------
Each Office Visit is an Opportunity. 

Medicare patients give many reasons for 
not getting their annual flu vaccination, 
but the fact is that flu seasons are 
unpredictable and can be severe. Each year, 
it is estimated that 90 percent of seasonal 
flu-related deaths and more than 60 percent 
of seasonal flu-related hospitalizations 

occur in people 65 years and older. Please 
talk with your Medicare patients about 
the importance of getting their annual flu 
vaccination. And remember, vaccination is 
important for healthcare workers too, who 
may spread the flu to high risk patients. 
Don’t forget to immunize yourself and 
your staff. Protect your patients. Protect 
your family. Protect yourself. Get the Flu 
Vaccine—Not the Flu.

 Remember – The flu vaccine plus its 
administration are covered Part B benefits.  
CMS has posted the 2011-2012 seasonal 
flu vaccine payment limits at http://www.
CMS.gov/McrPartBDrugAvgSalesPrice/10_
VaccinesPricing.asp.  Note that the flu 
vaccine is NOT a Part D-covered drug. 

 
For more information on coverage 

and billing of the flu vaccine and its 
administration, as well as related 
educational provider resources, visit 
http://www.CMS.gov/MLNProducts/35_
PreventiveServices.asp and http://www.cms.
gov/immunizations.

In a continuing effort to meet 
the demands of our new physician 
members (those in practice seven 
years or less following residency 
completion), a targeted retention 
campaign was implemented in April for 
approximately 16,000 new physician 

members. To gain insight into new 
physician members’ goals and values, 
the theme of the campaign was “What 
Great Things Will You Do?”   The new 
physicians were asked two questions, 
“What Great Things Will You Do” and 
“How Can the AAFP Help You?”

 Nearly 750 responses were received 
and 734 new physicians updated their 
contact information. The campaign also 
collected 2011 membership dues for 68 
new physicians – 6 in Arkansas!! 

The National Health Service 
Corps (NHSC) Students to Service 
Loan Repayment Program (S2S LRP) 
application cycle is now open!

We hope that you will help us 
spread the word about the program 
and the opportunities available to 
fourth-year medical students pursuing 
a career in primary care and who 
are committed to serving areas with 

limited access to care.
NHSC S2S LRP recipients receive 

up to $120,000 for three years of full-
time or six years of part-time service.  
Upon completion of residency, S2S 
LRP recipients serve as primary care 
providers in an NHSC-approved site 
in a high-need Health Professional 
Shortage Area (HPSA).

Please feel free to forward 

this announcement or direct 
prospective applicants to http://
nhsc.hrsa.gov/loanrepayment/
studentstoserviceprogram/index.
html for more information regarding 
eligibility and to begin the application 
process.

As always, thank you for your 
support of the National Health Service 
Corps.

CMS Medicaid EHR Program

New Physician Retention Campaign Results

NHSC Students to Service Loan Repayment Pilot 
Program 2012 application cycle is now open!
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Arkansas Musculoskeletal Institute
10301 Kanis Road 

Little Rock
501-604-6900

North Little Rock Branch
4104 Richards Road 
North Little Rock

501-955-5519

Benton/Bryant Branch
2305 Springhill Road, Suite 4 

Benton
501-847-0158

OrthoArkansas.  
Growing to better serve you.
Introducing five new physicians, proudly providing excellent care in these communities: 
Little Rock, North Little Rock, Benton/Bryant, Clinton and Heber Springs.

Michael Chesser, MD
Neurology

Rob Garrison, MD
Orthopedic Trauma Fellow

Allan Smith, MD
Sports Medicine Fellow

Hank Wallace, MD
Sports Medicine Fellow

Adam Smitherman, MD
Shoulder and Elbow Fellow

www.orthoarkansas.com
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Introduction
Residency is a phase of medical 

education where a medical student 
assumes the responsibility of caring 
for individual patients under the 
guidance and supervision of faculty 
physicians. 1 The resident duty hours 
are typically long, and it includes 
time spent on clinical work related 
to patient care; academic activities 
related to program requirements; 
administrative activities related to 
patient care; and on-call related 
duties. This does not typically 
include the time spent on reading 
and preparation required by the 
residency program. 1 The impact 
of long resident duty hours on 
resident health and patient care 
has been well documented in 
several studies over the years. 2-5 
Consequently, ACGME implemented 
the new duty hour rules effective 
July 2011. Some of the key changes 
in resident duty hours per the new 
duty hour rules include: The duty 
periods of Post Graduate Year -1 
(PGY-1) residents are not to exceed 
16 hours; PGY-1 residents should 
have 10 hours free of duty between 
their duty periods; PGY-1 residents 
will always need to be supervised 

during their duty periods; the duty 
periods of PGY-2 residents or above 
may not exceed 24 hours with an 
additional four hours to ensure 
transition of care; and PGY-2 
resident or higher should have at 
least 14 hours free of duty between 
their duty periods after a 24 hours 
of in-house duty. Further details 
on the new ACGME duty hour rule 
can be found at the ACGME website 
(http://www.acgme.org/acWebsite/
dutyHours/dh_index.asp).

The Arkansas Academy of Family 
Physicians’ resident committee 
was interested in assessing the 
perspectives of the family medicine 
residents in Arkansas. The Chief 
residents serve as the communication 
hub for the residents and the Family 
Medicine residency program staff. 
Hence, an email communication was 
sent to all the Chief residents of 
Family Medicine residency programs 
in the six AHEC programs and the 
University Family Medicine program 
in Arkansas. We did not receive 
responses from all the respondents. 
We have summarized the perspectives 
shared by the few Chief residents who 
responded to our email request; hence 
the views may not be representative 

of all the Chief residents from 
different Family Medicine residency 
programs in Arkansas. However, the 
perspectives gives us a first snap shot 
view of the family medicine residents 
in the state and their views on the new 
ACGME duty hour rules.
Perspectives on the new ACGME 
duty hour rules

The Chief residents who shared 
the perspectives on the new ACGME 
duty hour rules expressed the 
views on how the interns (PGY-
1) and the residents (PGY-2 or 
higher) felt about impact of the 
new ACGME duty hour rules. They 
also shared their experiences in 
coming up with a call schedule  to 
abide by the new duty hour rules, 
as the Chief residents are the ones 
who are entrusted with developing 
a call schedule for the residency 
programs.

Often times, changes of this 
magnitude are bound to have some 
positive and negative effects on the 
system as whole. Below are some of 
the key perspectives, positives and 
negatives as reported:

Positive aspects
1. The interns felt that the 

supervised exposure during 
their PGY-1 year helps them 
to adjust to the new system/
work ambience.

2. The interns also felt that 
restricting the duty hours 

NEWS FROM OUR FP RESIDENTS!

New ACGME Duty Hour Rules: 
Perspectives from Family Medicine Residents in Arkansas

continued on page 10

By: Appathurai Balamurugan, M.D., MPH, Department 
of Family and Preventive Medicine, UAMS, Little Rock & 
Brandon Thurow, M.D., Area Health Education Center, 
UAMS, Pine Bluff Resident Representatives to the 
Arkansas AFP Board of Directors
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Scott Hogan, M.D., 
Child and Adolescent 
Psychiatry

Thomas (Chris) 
Stinnett., M.D., 
Psychiatry

Jim Aukstuolis, M.D., 
Child and Adolescent 
Psychiatry

Lynn Thomas, M.D., 
Psychiatry

®

Physician to Physician – 

A personal note from Benjamin Nimmo, M.D., 

Medical Director at Pinnacle Pointe Behavioral Healthcare System . . . 

Pinnacle Pointe Hospital is the leading child and adolescent behavioral hospital in Arkansas for many 
reasons.  As Medical Director of this facility since March, I have had the privilege of working with five 
other psychiatrists, three of whom are boarded in child and adolescent psychiatry. With a limited number of 
psychiatrists in Arkansas who are certified within this specialty, I am pleased to lead a team that has attracted 
such qualified and reputable physicians in the field of psychiatry.

Acute and residential services, supported by less restrictive school-based mental health and day treatment 
programs, provide a full continuum of services to ages 5-17.

As you serve children and families in Arkansas, please know that we as a medical team at Pinnacle Pointe 
are available to assist you in facilitating services for children and adolescents in crisis.

Benjamin Nimmo, M.D., 
Child and Adolescent 
Psychiatry

Brian Kubacak, M.D., 
Child and Adolescent 
Psychiatry
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to 16 hours decreases their 
stress level in an environment 
where they are already over-
burdened and taxed with 
numerous duties related to 
patient care.

3. The PGY-2 level or higher 
residents welcomed the 
new duty hours rule which 
restricts them to 24 hours of 
patient care unlike 30 hours 
of patient care earlier. As 
they felt stressed, when they 
had to attend a half-day clinic 
or in-patient care following a 
24 hour call previously.

Negative aspects
1. The Chief residents felt that 

scheduling calls with a third 
of the residents not being 

able to be on call without 
supervision was an absolute 
nightmare.

2. The PGY-2 level or higher 
residents are taxed with an 
increase in the number of 
calls per year due to the new 
ACGME duty hour rules. This 
was a widespread concern 
across the board among 
residents PGY-2 level or 
higher regarding this added 
burden.

3. The PGY-1 residents already 
are anxious about the sudden 
transformation which will 
occur on July 1, 2012, when 
they will be PGY-2 and must 
not only be able to take 24 
hour calls but will also need 
to supervise the new PGY-1 
residents. The current PGY-1 
residents felt that there 
needs to be a transition 

period (a few months), where 
they will be able to provide 
unsupervised patient care and 
build their decision making 
skills before they become 
PGY-2 residents, which is not 
possible with the new ACGME 
duty hour rules.

As the residents and the 
residency programs across the 
State and the Nation are trying to 
adjust to the new ACGME duty hour 
rules, it is important to remember 
that patient care always comes 
first in our journey to become a 
practicing physician.

 
References

1. Accreditation Council for 
Graduate Medical Education. 
ACGME duty hours. 2011 
Standards. Common 
Program Requirements. 
Accessed at http://www.
acgme.org/acwebsite/
home/Common_Program_
Requirements_07012011.pdf 
on November 14, 2011.

2. Philibert I. Sleep loss and 
performance in residents and 
nonphysicians: a metaanalytic 
examination. Sleep. 2005; 
28(11):1392-1402.

3. Landrigan CP, Rothschild JM, 
Cronin JW, et al. Effect of 
reducing interns’ work hours 
on serious medical errors in 
intensive care units. N Engl 
J Med. 2004; 351(18):1838-
1848.

4. Fletcher K, Reed D, Arora 
V. Systematic Review of the 
Literature: Resident Duty 
Hours and Related Topics: 
ACGME; 2009.

5. Jefferson Medical College 
Duty Hours Review Group. 
Systematic Review of the 
Literature on the Impact of 
Variation in Residents’ Duty 
Hour Schedules on Patient 
Safety: ACGME; 2009.

continued from page 8

Your life is busy.  Mineral 
make up is healthy for your 
skin, quick and easy to use.  
You can even sleep in it 
without clogging your pores.

Natural
MiNerals

A portion of your 
purchAses help 
educate Nurses. 

Visit our web site 
for monthly specials 
and to find your 
perfect shade today at 
Myjestore.com/11668.

To order other high quality home spa products from Jordan Essentials, go 
to www.jordanrep.com/11668 or www.jordanessentials.com and choose 
consultant #11668 for purchase. Portions of the 
proceeds go to Think About It Nursing Scholarship 
Fund. All products are made in America!

Enjoy beautiful 
healthy skin with 
botanical easy to use 
Mineral Make up from 
Jordan Essentials.
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nursingThinkaboutit

scholarship
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ARKANSAS CHAPTER NEWS 

	A new and much needed  
website for the Arkansas 
Chapter will be unveiled 
the first of the year. It will 
be colorful, have links to 
join or to access the AAFP 
membership site as well as 
many other items to assist 
you in your membership!! 
The Website will still be 
ArkansasAFP.org!!  Please 
visit the new site in January! 

	Dr. Barry Pierce of Mountain 
View was reappointed to the 
Governor’s Trauma Advisory 
Council for a three year 
period. 

	The Arkansas AFP Board of 
Directors approved supporting 
Midwest Dairy’s “Fuel up 
to Play 60,” a school based 
nutrition and physical fitness 
initiative. The Board also 
approved membership in 
the Arkansas Oral Health 
Coalition, Inc.

	The Arkansas Chapter 
co-hosted  a welcome 
reception for Andy Allison, 
Arkansas’ new Medicaid 
Director. Mr. Allison began 
work the week of December 5 
and came to us from Kansas 
where he was the Medicaid 
Director there as well as the 

President of the National 
Association of Medicaid 
Directors. 

	Our chapter will host the 
Annual Multi State Conference 
in Dallas the weekend of 
February 18 . This meeting is 
a two day meeting of chapter 
officers and directors to share 
ideas and learn from each 
other. Chapters in the Multi 
State Group are: Kansas, 
Iowa, Oklahoma, New Mexico, 
Arizona, California, Nebraska, 
Colorado, Texas, Missouri and 
Arkansas. 

ARKANSAS AFP ANNUAL 
SCIENTIFIC ASSEMBLY

JUNE 13-16, 2012 - DOUBLETREE HOTEL, LITTLE 
ROCK, ARKANSAS

NEW FORMAT, NEW MONTH -  ALL AT YOUR 
REQUEST!!

Due to many requests of attendees of our Annual meeting and 
from members of the AR AFP, we have changed the format for 
2012 to accommodate your schedules! The official Assembly 
will be held Thursday through Saturday Noon, June 14-16 at 
the Doubletree Hotel in Little Rock!! For those of you that need 
additional CME hours, we will offer a 4 hour optional program on 
Wednesday, June 13. Exhibitors will move in that afternoon and 
display on Thursday and Friday ‘til Noon. With a change in the 
days, our Installation of Officers Banquet will be held on Friday 
night, June 15. 

PLEASE MARK YOUR CALENDARS AND PLAN TO BE WITH 
US FOR ANOTHER GREAT ANNUAL MEETING !!!
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Expedited Partner Therapy (EPT) 
is “the practice of treating the sex 
partners of persons with sexually 
transmitted diseases (STD) without 
an intervening medical evaluation or 
professional prevention counseling” 
(Centers for Disease Control, 2006).

 The two most commonly 
reported communicable diseases 
in the U.S. are gonorrhea and 
chlamydia, with 1,244,180 cases 
of chlamydia reported in 2009 and 
an estimated 2 million infections 
that go undetected because most 
chlamydia infections in both male 
and females are asymptomatic.  In 
2009, there were also 301,174 cases 
of gonorrhea reported, and just as 
many cases that went unreported.  
Genital infections can lead to pelvic 
inflammatory disease (PID), chronic 
pelvic pain, ectopic pregnancy, and 
preventable infertility in women.  
Repeat gonorrhea infections, which 
increase the risk of complications, 
occur in up to 11% of women 
and men within six months after 
treatment.  Patients with these 
infections are also at increased risk 
of acquiring HIV.

 In 2010, Arkansas reported 
15,425 cases of chlamydia and 4,765 
cases of gonorrhea, and currently 
ranks in the top ten in the U.S. for 
both of these sexually transmitted 
diseases.  Seventy three percent 
of the reported chlamydia cases 
and 57% of the reported gonorrhea 
cases in Arkansas are in women.  
Approximately two-thirds of reported 
gonorrhea cases in the U.S. are 
among African Americans.  Reported 
chlamydia rates are seven times 
higher in African American women 
than white women and eleven times 
higher in African American men than 
white men. 

For Arkansas Department 
of Health (ADH) patients with 
chlamydia, fewer than 40% of their 
partners came in for treatment in 

2010, with this percentage being 
even lower for partners of patients 
diagnosed with gonorrhea.  These 
infections are easy to treat, yet more 
than half of partners to patients with 
confirmed infections go untreated.  
The current practice for getting 
partners in for treatment consists 
of asking the patient to inform their 
partner about the need for evaluation 
and treatment.  This is not working. 

EPT is an innovative treatment 
option for the partners that now 
go untreated, and it has been 
proven to increase treatment rates 
and decrease re-infection rates.  
To elaborate more on the CDC 
definition listed above, EPT is when 
a patient delivers either medication 
or a prescription to his/her sexual 
partner.  The partner is not examined 
by the doctor or health care provider.  
Since 2005, the Centers for Disease 
Control and Prevention (CDC) has 
been recommending the use of EPT 
as an option for treating partners of 
patients diagnosed with chlamydia 
or gonorrhea.  Heterosexual patients 
with uncomplicated gonorrhea and 
chlamydia infections have lower 
rates of re-infection when their 
sexual partners are provided with 
EPT, according to published research 
supported by CDC.

 A “Dear Colleague” letter dated 
May 11, 2005 from Dr. John M. 
Douglas Jr., Director of the CDC 
Division of STD Prevention, stated 
that the “CDC has concluded that 
EPT is a useful option to facilitate 
partner management, particularly 
for treatment of male partners of 
women with chlamydial infection 
or gonorrhea.”  Dr. Douglas’ letter 
urged state health departments to 
work toward removing legal and 
administrative barriers that prevent 
use of EPT. 

Currently, thirty states in the 
U.S. allow EPT, including Texas, 
Mississippi, Missouri, Louisiana, 

and Tennessee.  South Carolina and 
Massachusetts are the most recent 
states to remove their legal and 
administrative barriers to allow the 
use of EPT.  There are only seven 
states that CDC says clearly have 
legal and administrative barriers that 
do not allow EPT.  Arkansas is one of 
these seven.

 EPT is endorsed by the following 
organizations:  CDC, American 
College of Obstetricians and 
Gynecologists, American Medical 
Association, Society for Adolescent 
Medicine, American Bar Association, 
and most public health departments.  
These organizations support the 
use of EPT because they know that 
many infected partners will not 
come in to the clinic to be treated 
and that EPT is effective for treating 
gonorrhea and chlamydia.  They also 
know that EPT decreases re-infection 
rates for patients.  EPT is effective 
for chlamydia and gonorrhea 
because each can be treated with 
a single oral dose of appropriate 
antibiotic (azithromycin or cefixime, 
respectively) with minimal risk of 
side-effects or allergic reactions. 

Below is the CDC guidance for use 
of expedited partner therapy:

 

•	 Gonorrhea and chlamydial 
infection in women:  EPT can 
be used to treat partners 
as an option when other 
management strategies are 
impractical or unsuccessful.  
Symptomatic male partners 
should be encouraged to seek 
medical attention, in addition 
to accepting therapy by EPT, 
through counseling of the 
index case, written materials, 
and/or personal counseling 
by a pharmacist or other 
personnel. 

•	 Gonorrhea and chlamydial 

Arkansas Department of Health’s Proposal for 
Expedited Partner Therapy in Arkansas
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infection in men:  EPT can 
be used to treat partners 
as an option when other 
management strategies are 
impractical or unsuccessful.  
Female recipients of EPT 
should be strongly encouraged 
to seek medical attention, 
in addition to accepting 
therapy.  This should be 
accomplished through written 
materials that accompany 
medication, by counseling 
of the index case and, when 
practical, through personal 
counseling by a pharmacist 
or other personnel.  It is 
particularly important that 
female recipients of EPT who 
have symptoms that suggest 
acute PID, such as abdominal 
or pelvic pain, seek medical 
attention. 

•	 Gonorrhea and chlamydial 

infection in men who have 
sex with men:  EPT should 
not be considered a routine 
partner management 
strategy, because data 
are lacking on the efficacy 
in this population, and 
because of a high risk of 
co-morbidity, especially 
undiagnosed HIV infection, 
in partners.  EPT should only 
be used selectively, and with 
caution, when other partner 
management strategies are 
impractical or unsuccessful.

•	 Syphilis:  EPT is not 
recommended for routine 
use in the management of 
patients with infectious 
syphilis.

With the proven effectiveness 
of EPT, various organizations 
supporting its use, Arkansas’ rank 

within the top ten states in the U.S. 
for both chlamydia and gonorrhea, 
and the partner treatment rate 
for chlamydia in Arkansas being 
less than 40% and the gonorrhea 
treatment rate being even less, the 
Arkansas Department of Health is 
also supporting the use of EPT. For 
these reasons, we are asking that 
the Arkansas State Medical Board 
consider granting a specific waiver 
to the Arkansas Code State Medical 
Board Regulation 2(8) to allow 
physicians to prescribe EPT for a 
person with whom the physician has 
not established a proper physician/
patient relationship.

ADH intends to follow CDC 
guidance on EPT and will only be 
offering treatment to heterosexual 
partners of patients diagnosed with 
chlamydia or gonorrhea infections.

* The Arkansas Chapter has 
endorsed EPT.

Medicine is feeling the effects of regulatory and legislative  
changes, increasing risk, and profitability demands—all  
contributing to an atmosphere of uncertainty and lack of control.

What we do control as physicians: our choice of a liability partner. 

I selected ProAssurance because they stand behind my good medicine.  
In spite of the maelstrom, I am protected, respected, and heard. 

I believe in fair treatment—and I get it.

 One thing I am certain about is my malpractice protection.”

“As physicians, we have so many unknowns coming our way...

Professional Liability Insurance & Risk Management Services
ProAssurance Group is rated A (Excellent) by A.M. Best.  
www.ProAssurance.com  •  800.492.7212
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First “Health Home” Program Gets CMS Approval 
Arkansas Looking in Same Direction 

The first health home program 
to get approval from the Centers for 
Medicare and Medicaid Services offers 
an important roadmap for similar efforts 
in Arkansas, including methods for 
reimbursing providers. Mental health 
and developmental disabilities providers 
as well as primary care physicians and 
nurses play crucial roles in this model. 

The Centers for Medicare and 
Medicaid Services (CMS) approved the 
Missouri program (called “Healthcare 
Homes”) in a letter dated October 20, 
2011, accompanied by a press release 
and news conference. The approval 
means that for those beneficiaries with 
qualifying chronic conditions, the federal 
government will pay 90% of their health 
home services for two years starting 
January 1, 2012. After that, the regular 
state-federal match will apply. 

The Missouri program is the first 
one approved under Section 2703 of the 
Affordable Care Act. 

Arkansas Medicaid received a 
$500,000 planning grant under this same 
section of the Act back in February. The 
state has brought in a consultant and is 
in the process of hiring a health homes 
planning coordinator. Health homes are a 
popular concept, with pilots underway in 

the private sector as well. 
The Missouri program includes 

several methods of reimbursement to 
providers for health home activities -- 
activities that payers do not traditionally 
reimburse. It also includes helpful 
delineations of job functions for a health 
home team. While Arkansas may differ in 
the reimbursement amounts or job titles 
and other details, the Missouri program 
is likely to serve as an important model. 

The term “health homes” is sometimes 
used interchangeably with “medical 
homes.” However, the term “medical 
home” usually refers to a primary care 
practice while “health homes” involves a 
mental health, developmental disability, 
or other ancillary provider with linkages 
to primary care physicians and other 
providers. 

The goal is to reduce hospital 
admissions, ER visits, duplicate tests, 
and excessive referrals to specialists; 
reduce reliance on institutional care; 
improve overall health and satisfaction; 
and reduce costs. Care coordination and 
wellness activities are hallmarks of this 
evolving model. 

Missouri estimates savings of 16% 
over expected costs without health 

homes. Missouri piloted an earlier health 
home model, with a study indicating that 
costs increase at first, but decline later 
as the health home efforts take hold. 

To obtain the temporary 90% 
match under the Affordable Care Act, 
beneficiaries must meet the following 
criteria: 

(1) Have two chronic conditions; 
or 

(2) Have one chronic condition 
and at risk for another; or 

(3) Have a serious and persistent 
mental illness (SMI or SED). 

The Missouri program is focused on 
serving those beneficiaries dealing with 
one serious mental health condition, or 
less severe mental illness in conjunction 
with other chronic conditions, namely 
diabetes, chronic obstructive pulmonary 
disease, cardiovascular disease, 
obesity, tobacco use, or developmental 
disability. However, a state is free 
to target different populations, and 
Arkansas appears to be looking in 
particular at behavioral health and 
developmental disabilities populations 
for health homes. Arkansas officials 
also have advocated the broader use 
of medical homes or health homes for 
all Medicaid beneficiaries as part of 
its Payment Improvement Initiative or 
“Transformation.” 

States may vary from the 
requirements in the Affordable Care 
Act, but they will not then receive the 
temporary enhanced match. In the 
Missouri program, the state predicts 
that the vast majority, but not all of 
those in the mental health system will 
qualify for health home services. 

Behavioral Health, Developmental 
Disabilities, PCPs, RNs, and LPNs 

Providers in Arkansas, particularly 

By David Ivers, J.D. , Mitchell Blackstock Ivers Sneddon  PLLC 

9101 Kanis Road, Suite 400  •  Little Rock  AR  72205

Phone: 501.978.8618  •  Referral Line: 501.224.4001

Fax: 501.224.4003  •  www.mocekspine.com 
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mental health and developmental 
disability providers, may want to 
consider the health home approach for a 
number of reasons: 

•	 The state’s outpatient Medicaid 
program, called rehabilitative 
services for persons with mental 
illness (RSPMI), no longer pays 
for significant case management 
and care coordination services, 
which has left many individuals 
without needed supports, or 
providers without reimbursement 
if they provided those services 
anyway. These services would 
be reimbursable again under the 
health homes program. 

•	 Arkansas Medicaid is looking at 
implementing another outpatient 
mental health program through 
1915(i) of the Social Security 
Act for individuals with serious 
and chronic mental illness. 
Many of the coordination, care 
management, and community 
supports features in 1915(i) are 
well-suited to a health home. 

•	 The state has struggled for 
years with how to mandate 
and measure quality outcomes 
and cost efficiency by mental 
health providers. Consequently, 
the program is now burdened 
by excessive layers of complex 
regulations and is administratively 
top heavy. The health homes 
program addresses the state’s 
concerns in a way that might 
appeal to providers since it 
provides reimbursement for what 
are now considered basically 
unfunded mandates. 

•	 While the Missouri model 
focuses on behavioral health, 
much of it transfers easily to 
the developmental disabilities 
population. Indeed, Missouri 
went out of its way to include 
individuals with dual diagnoses 
(mental illness and developmental 
disabilities) in its program 
because they are often medically 

fragile and high utilizers of 
medical care who see many 
different providers. The same is 
true in Arkansas. Developmental 
disabilities providers have urged 
Arkansas Medicaid to implement 
DD health homes. In addition, 
the state and DD providers are 
attempting to address a crisis 
at the Arkansas State Hospital 
involving dually diagnosed 
children. 

No matter which populations are 
targeted, primary care physicians and 
nurses likely will be in strong demand 
to help guide the health homes. RNs 
and LPNs will be needed as full-time 
employees in the health homes, providing 
the vast majority of care coordination 
and wellness services. Each health home 
likely will have to retain a physician at 
least on a part-time consulting basis. 

Of course, no health home program 
will attract sufficient provider interest 

unless the state comes up with an 
adequate reimbursement. With this new 
approach, which will be viewed by many 
providers as risky, it will be imperative 
that the state provide assurances that 
it will review reimbursement rates early 
after starting the program and that it 
will make needed rate adjustments much 
more quickly than the usual process. 

Health Home Teams 
Health home teams in the Missouri 

program include: 
Nurse Care Managers will perform 

the bulk of the work. They will develop 
wellness and prevention initiatives; 
participate in initial treatment plan 
development for enrollees; coordinate 
with medical providers and hospitals for 
admission/discharge; provide training to 
staff on chronic diseases, treatments, and 
medications; monitor health information 
technology tools and reports; and monitor 

www.ArkansasCancerCenters.com • 877-877-7870
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With 5 locations in Arkansas, Arkansas Oncology is committed to helping patients in The 
Natural State win the battle against cancer.  Together, our physicians have over 35 years 
experience treating cancer and are united with US Oncology, combining the knowledge 
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Thomas Sneed, M.D.
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continued on page 16
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and report performance measures and 
outcomes. While some care managers 
may be LPNs, each health home must 
have at least one RN. However, it appears 
that in smaller organizations, an RN can 
serve as both care manager and health 
home director. 

A health home director is in charge 
of the implementation and monitoring of 
the health home activities. 

A consulting physician provides 
medical leadership by participating in 
treatment planning, consulting with the 
team psychiatrist, consulting regarding 
specific consumer health issues, and 
assisting in coordination with external 
providers. 

Administrative support staff will 
be needed, especially for the extensive 
patient data requirements. 

Payment Methodology 
The payment methodology works like 

this, according to documents submitted 

to CMS and other information provided by 
the state: 

(1) Time-limited infrastructure 
payments to cover the start-up costs 
associated with recruiting, training 
new and existing staff, and IT changes. 
Amount based on two-thirds of projected 
auto-enrollment. 

(2) Ongoing infrastructure payments 
to cover the cost of the health home 
director and support staff. Quarterly 
payments for actual costs incurred. 

(3) “Per member per month” (PMPM) 
payments for each enrollee to cover the 
costs for nurse care managers and the 
physician consultant and new support 
staff. These may be adjusted later or 
tiered based on patient condition. 

Nurse Care Manager ($105,000/yr): 
PMPM $35.00 

1 FTE per 250 enrollees. 

Health Home Director ($115,000/yr): 
PMPM $19.17 

1 FTE per 500 enrollees. 

Primary Care Physician Consultant 
($150/hr): PMPM $12.50 

1 hour per enrollee per year or .25 
FTE per year per 520 enrollees 

Administrative Support: PMPM 
$12.07 

(4) Possible pay-for-performance 
allowing providers to share in any 
savings. 

Missouri noted that even these 
payments will not cover all the training 
and technical assistance costs of 
implementing health homes, and that 
private foundations, providers, and state 
agencies are spending over $1.5 million 
more for the program. 

Arkansas is also trying to develop 
bundled payments for episodes of care, 
so it is not clear whether the bundled 
payments would include the health 
home activities or whether the health 
home activities would be structured as 
supplemental reimbursement. Either way, 
costs for these services will have to be 
determined. 

Other Features 
Missouri officials and CMS worked 

out a number of the thorny issues that 
state officials and providers face as 
they attempt to develop health homes. 
Important features include the following: 

•	 After starting services as a health 
home, providers will have 18 
months within which to become 
certified as a health home by 
a national accrediting body or 
through a state program. 

•	 Electronic health records (EHR) 
are not required, but providers 
“will be hard pressed to perform 
successfully as Healthcare Homes 
in the long run if they do not have 
an electronic health record.” 

•	 Whether they have their own 
EHR system or not, all health 
homes must use the state’s EHR 

continued from page 15
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to conduct care coordination and 
prescription monitoring; track 
state-specified performance 
measures; utilize pharmacy 
management system; and 
complete status reports on 
an individual’s housing, legal 
employment status, education, 
custody, etc. 

•	 Practice transformation will 
be required, including open 
access scheduling to expedite 
appointments, increased patient 
input, significant increases in 
data reporting and outcomes 
measurements, evidence-based 
practices, patient registries, 
automatic care reminders, and 
exception reports. 

•	 Health homes will use patient 
registries to track dates of 
delivered and needed services, 
laboratory values, and general 
health status; patient risk 
stratification; analysis of patient 
population health status and 
individual patient needs; and 
various other data reporting 
requirements. 

•	 Health homes must submit 
quarterly reports documenting 
performance on quality measures 
and practice transformation, 
and undergo six and 12-month 
assessments by the state 

•	 Clinicians in the health home are 
assigned “patient panels,” so that 
a patient sees the same team of 
providers each time rather than 
whoever is available. 

•	 Beneficiaries for whom certain 
types of claims were filed in each 
of the three previous months 
will be assigned to a previously 
accessed provider for health home 
auto enrollment, but will be given 
information on alternative health 
home providers and the choice to 
opt out of health home status. 

•	 When an individual has more than 

one avoidable hospitalization 
within a 12-month period, he or 
she will be added to “a list of 
persons to be actively sought for 
engagement.” 

•	 The state will use a “disease 
management analytics contractor” 
that will process a daily list 
of hospital admissions and 
discharges against a list of 
those individuals on the “active 
engagement” list. The matches 
from the list will be sent to the 
health home for that region 
each day. A similar process will 
be followed for individuals who 
frequently use the ER. 

•	 The state generates for the health 
home an electronic history of care 
on an individual for the previous 
three years, including prescription 
drug history, adherence, and 
interactions, plus all inpatient 
and outpatient clinical episodes 

with date, provider, diagnosis and 
procedure. 

•	 A health home provides treatment 
and care coordination on behalf 
of Medicaid and is therefore 
entitled to Medicaid beneficiaries’ 
protected health information 
without violating HIPAA. 

•	 The state’s timetable is ambitious: 
Training of providers started 
in July, with submission of the 
plan to CMS; health homes are 
to begin operating in December. 
However, the state had piloted a 
similar program ahead of this.

 
While Missouri is far ahead of 

Arkansas in this area, the Missouri 
program provides a wealth of ideas for 
how Arkansas might chart its course. 
More details on the Missouri program 
are available at: http://dmh.mo.gov/about/
chiefclinicalofficer/healthcarehome.htm.
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■■ Educational Pipeline for 
Physicians in Peril
ACGME Study Highlights 
Impact of Potential Cuts to 
GME Funding

By Sheri Porter  Posted: 11/15/2011, 5:45 
p.m.

As the Joint Select Committee on Deficit 
Reduction, known as the “super committee,” 
goes about its budget-trimming business in 
Washington, the Accreditation Council for 
Graduate Medical Education, or ACGME, 
released the results of a survey aimed at 
assessing the impact that potential cuts to 
GME funding, which currently are under 
consideration by the supercommittee, would 
have on America’s educational pipeline for 
physicians.

The survey findings are outlined in 
“The Potential Impact of Reduction in 
Federal GME Funding in the United States: 
A Study of the Estimates of Designated 
Institutional Officials” The report paints 
a picture that greatly concerns ACGME 
Executive Director and CEO Thomas Nasca, 
M.D.  “We will actually reduce the number 
of physicians who are trained in the United 
States at a time when all workforce studies 
are demonstrating a mounting deficit of 
physicians,” said Nasca in an interview with 
AAFP News Now. “That will place us in a 
position where our physician-to-population 
ratio in 2020 and beyond is below (that 
of) most of the developed countries in the 
world.”  Nasca pointed out that program 
reductions were not confined to what 
he called the “GME-heavy states” in the 
Northeast and on the West Cost. “They are 
across the country, which indicates that 
rural family medicine and general internal 
medicine programs will equally be harmed,” 
he said.

Story Highlights
•	 The Accreditation Council for 

Graduate Medical Education, or 
ACGME, recently released a study 
based on survey responses from 
institutions representing nearly 70 
percent of all U.S. ACGME accredited 
programs.

•	 The study assesses the impact of 
potential GME funding cuts being 
discussed by the Congressional 
“supercommittee” on the U.S. 
educational pipeline for physicians.

•	 Core residency programs, such as 
family medicine and general internal 
programs, likely would see dramatic 
reductions in residency positions, 
which could leave underserved 
communities without access to 
medical care, according to the study.

In addition, Nasca noted, “There 
was a more dramatic reduction than we 
expected in core (or specialty) residency 
programs -- which has huge implications 
for the country.”  Perry Pugno, M.D., 
M.P.H., AAFP vice president for education, 
agreed. “The fact is that any cuts to GME 
that go across the board are going to 
hurt primary care -- especially those of 
us who disproportionately take care of 
adults with chronic illnesses,” said Pugno. 
“In communities where primary care 
residency programs are present, those 
programs become the access point for 
the poor and disenfranchised of the area. 
That’s the reality.”   Pugno pointed out 
that it’s not unusual for family medicine 
residency programs to see patients who 
live both in poverty and with numerous 
chronic illnesses. “The payment for 
taking care of those patients is so low 
that the local medical community often 
doesn’t want to provide that care,” said 
Pugno. “But residency programs take all 
comers.”  Survey responders also spoke 
to this issue. “In the comment section of 
the study, we heard from a large number 
of institutional officials that their ability to 
provide access to the poor and underserved 
would be dramatically and adversely 
impacted, and that is true whether it’s a 
large urban inner-city hospital or whether 
it’s a rural community,” said Nasca.

Study Highlights
The study is based on e-mail survey 

responses from 306 institutions 
representing nearly 68.9 percent of all U.S. 
ACGME-accredited programs and 68.4 
percent of all resident positions available 
in 2011.   The survey instructed responders 
-- designated institutional officials, or DIOs 
-- to indicate how federal funding would 
affect their institutions’ programs and 
positions. DIOs were asked to estimate 
the potential impact under three different 
funding scenarios:

•	 funding to remain stable at 2011 
levels,

•	 funding to be reduced by 33 percent 
and

•	 funding to be reduced by 50 percent.

Stable funding did not produce dramatic 
changes in programs and positions. 
However, the outlook worsened when cuts 
were introduced into the equation. With a 
33 percent reduction in GME funding

•	 68.3 percent of responders said they 
would reduce the number of core 
residency positions,

•	 60.3 percent would reduce the 
number of subspecialty fellowship 
positions,

•	 4.3 percent would close all core 
residency programs, and

•	 7.8 percent would close all 
subspecialty programs.

Core residency programs and their 
positions include specialties -- such 
as family medicine or general internal 
medicine -- that lead to initial board 
eligibility by an American Board of Medical 
Specialties certifying board. Subspecialty 
programs and subspecialty fellowship 
positions involve training that occurs after 
initial board certification.   Significantly, 
even though there were fewer core, or 
specialty, programs, core positions (2,783) 
outnumbered subspecialty positions 
(1,151); therefore, the majority of positions 
lost would be core positions. The number of 
those core positions would drop from 2,783 
to 1,656 with this level of funding cut.  The 
numbers dropped even lower with a 50 
percent reduction in GME funding. At this 
level,

•	 82.3 percent of responders would 
reduce the number of core residency 
positions,

From 
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continued on page 20
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•	 76.2 percent would reduce the 
number of subspecialty fellowship 
positions,

•	 14 percent of responders would close 
all core residency programs, and

•	 20.9 percent would close all 
subspecialty programs.

A 50 percent funding cut would result 
in the elimination of 3,037 core medical 
specialty positions.

Looking Forward
Nasca said that the increase in U.S. 

medical school enrollment in recent years 
was a step forward in finding a solution 
to the nation’s looming physician deficit. 
However, he added, GME positions have not 
been increased.   “Now we’re talking about 
significant reductions in the number of GME 
positions, to the point where we may not 
even have enough residency positions for 
the graduates of our domestic allopathic 
and osteopathic medical schools,” said 
Nasca.   He pointed out that another 3,700 
U.S. citizens enter the United States after 
training in Caribbean medical schools. 
“There would be no spaces for any of those 
individuals under some of these scenarios,” 
said Nasca.  The ACGME also is concerned 
that just discussing cuts in GME funding 
could cause a reduction in programs and 
positions, even if cuts don’t materialize. 
Residents represent a significant financial 
investment, said Nasca, and the anxiety 
about possible removal of funding “might 
cause institutions to either limit their 
growth or even begin to reduce just to 
be on the safe side.”  “I think the irony 
is that the graduate medical education 
community is responding to the needs of the 
public, as expressed in the new (ACGME) 
competencies and a whole series of other 
areas, to meet future needs. At a time when 
we need a stable training environment, 
we’re forced into a situation of talking about 
dramatic reductions in funding,” Nasca said.

Follow-up Capitol Hill 
Visit Focuses on Medicare 
Payment Fix, Adequate 
GME Funding
By James Arvantes  • Washington, D.C.  Posted: 
11/15/2011, 5:40 p.m.

AAFP President-elect Jeffrey Cain, M.D., 
of Aurora, Colo., returned to Capitol Hill on 
Nov. 9 to continue pressing for a long-term 
Medicare payment solution and adequate 
funding for graduate medical education, or 
GME, programs during meetings with key 
congressional staff members.

AAFP President-elect Jeffrey Cain, 
M.D., recently visited Capitol Hill to press 
Congress for a long-term Medicare payment 
solution and adequate funding for graduate 
medical education.

Cain last visited Capitol Hill on Oct. 
20 with several other AAFP leaders, 
including AAFP President Glen Stream, 
M.D., M.B.I., of Spokane, Wash., AAFP 
Board Chair Roland Goertz, M.D., M.B.A., 
of Waco, Texas, and AAFP EVP Douglas 
Henley, M.D. The group met with a variety 
of congressional leaders and staff to push 
for a repeal of the SGR, a stable Medicare 
payment rate for a fixed number of years, 
and a higher payment rate for primary care 
physicians within that rate. 

During this latest series of meetings, 
Cain met with a senior health care policy 
adviser for Rep. Allyson Schwartz, D-Pa., 
who soon is expected to introduce a 
bill that calls for a repeal of the SGR. 
Cain reiterated the Academy’s position 
on Medicare physician payment, which 
includes instituting a stable payment rate, 
an increase for primary care and repeal of 
the SGR. 

“We have to make sure family physicians 
are paid a fair price for taking care 
of Medicare patients,” Cain said in an 
interview with AAFP News Now. 

Cain’s Capitol Hill visits came 
as the Joint Select Committee on 
Deficit Reduction, also known as the 
“supercommittee,” continues to meet to 
develop a plan to achieve reductions in the 
federal deficit. If the government fails to 
enact the committee’s recommendations by 
Dec. 23, across-the-board cuts totaling $1.2 
trillion will be triggered automatically.

Story highlights
•	 AAFP President-elect Jeffrey Cain, M.D., 

recently made a follow-up visit to Capitol 
Hill to emphasize the AAFP’s pursuit of 
a Medicare payment fix.

•	 Cain, who met with a variety of 
staff members of congressional 

representatives, reiterated the message 
spread by AAFP leaders last month: a 
repeal of the sustainable growth rate, a 
three-to-five year stable payment rate 
for Medicare, and within that rate, a 
higher rate for primary care physicians.

•	 Cain also stressed the importance of 
stable funding for graduate medical 
education programs, particularly for 
primary care residency programs.

Cain also met with a senior policy 
adviser to Rep. Steny Hoyer, D-Md. The two 
discussed Medicare payment issues and the 
need to protect funding for GME programs 
as a way to sustain and strengthen family 
medicine residency programs. Hoyer 
is a member of the House Democratic 
leadership.

Cain said he described the SGR as 
“broken” during the meeting and noted that 
he hoped the Democratic leadership would 
encourage the bipartisan supercommittee 
to repeal the flawed payment formula as 
part of its final recommendations. Cain also 
discussed GME funding with the Hoyer aide, 
explaining that across-the-board reductions 
in GME would disproportionately harm 
family medicine residency programs.

Both Congress and the Obama 
administration have proposed cuts in 
GME funding as part of deficit reduction 
proposals. Cain pointed out that although 
subspecialist residency programs generate 
income for teaching hospitals that receive 
GME funds, family medicine residency 
programs often are not recognized as 
generating revenue and, thus, may be 
eliminated if GME funds are reduced. 

“Primary care residencies rely on GME 
funds to be able to keep their doors open,” 
said Cain.

Cain also met with health care 
aides to Sen. Robert Casey, D-Pa., 
about prescription drug abuse. Casey is 
co-sponsor of a bill introduced by Sen. John 
Rockefeller, D-W.Va., that would require 
physicians to undergo mandatory CME as 
a condition for prescribing certain drugs, 
such as opioids.

“We know that the diversion of 
(prescription) drugs involves a small 
number of physicians and a small number 
of patients,” said Cain. “Requiring all 
physicians to undergo CME to prescribe 
targeted narcotics is taking a sledgehammer 
approach to a problem that would be better 
addressed with a scalpel.”
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Medicare 10th Statement of Work: New QIO 
program aims for bold goals, system-level 

transformation

As Arkansas’s Medicare Quality 
Improvement Organization, the 
Arkansas Foundation for Medical 
Care (AFMC) has a long record of 
collaborating with the state’s health 
care providers to improve care in 
Arkansas. Our newest contract 
with the Centers for Medicare & 
Medicaid Services (CMS) — the 10th 
Statement of Work (SOW), in effect 
from August 2011 through July 
2014 — marks a dramatic departure 
from how QIOs have historically 
approached the task of improving 
health care.

This change is characterized by: 
bold goals; transformation at the 
systems level; a patient-centered 
philosophy; collaborative learning; 
and breaking down organizational, 
cultural and geographical barriers 
to quality improvement. 

Using these new approaches, 
AFMC will focus its efforts on 
three critical areas: better patient 
care, better population health, and 
lowering health care costs through 
improvement. These areas of focus 
align with the U.S. Department 
of Health and Human Services’ 
National Quality Strategy, part of 
the Affordable Care Act, and the 
Partnership for Patients, a new 
CMS public-private partnership 
working to improve hospital care. 
As a Medicare QIO, AFMC will 
pursue four “aims” identified 
by CMS as keys to system-wide 
improvement.  

AIM 1: MAKE CARE BENEFICIARY 
AND FAMILY CENTERED

Patient-centered care is the 

QIO program’s top priority. AFMC 
will be working with providers 
to promote responsiveness to 
beneficiary and family needs, 
encourage listening to and 
addressing beneficiary and family 
concerns, and provide decision-
making resources for patients and 
caregivers. 

This aim has three main parts: 

Empowering beneficiaries and 
families to be more engaged in 
health care decision-making. The 
Patient and Family Engagement 
Campaign, set to begin Aug. 
1, 2012, will include tools and 
strategies to help providers engage 
patients and families, as well 
as self-advocacy information for 
patients and families.

Contributing to safer, 
more effective care through 
quality improvement work with 
providers. AFMC will use what 
we learn from reviewing quality 
complaints to improve the way 
providers deliver health care. 
We will also work to increase 
patients’ access to care regardless 
of socioeconomic, cultural or 
educational background.

Providing a streamlined 
process for making and reviewing 
quality-of-care complaints. 
Instead of contacting AFMC directly 
to file complaints and appeals, 
patients and their advocates will 
go through the newly established 
Beneficiary- and Family-Centered 
Care National Coordinating Center 

(BFCCNCC). The center will then 
send the appropriate cases to AFMC 
for review or refer beneficiaries to 
another agency for help.

Upon request, AFMC will also 
assist providers who are required 
to perform a root cause analysis, 
implement systems change or 
develop a quality improvement 
plan to resolve any quality of care 
concerns identified.  

AIM 2: IMPROVE INDIVIDUAL 
PATIENT CARE

This aim has four main goals:

Reduce health care-acquired 
infections (hospitals). Work will 
begin with central line-associated 
blood stream infections (CLABSI) 
and then move on to other HAIs, 
such as Clostridum difficile 
infections (CDIs) and surgical site 
infections.

Reduce health care-acquired 
conditions (HACs) by 40% (nurs
ing homes). The first phase 
(through January 2013) will focus 
on reducing pressure ulcers and 
the use of physical restraints. The 
second phase (January 2013-July 
2014) will take on other HACs such 
as catheter-associated urinary tract 
infections and falls.

Eliminate adverse drug events. 
As part of the Health Resources and 
Service Administration’s Patient 
Safety and Clinical Pharmacy 

By Pam Brown, BSN, RN, CPHQ
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I got the help 
that I needed.

501-212-8616
hitarkansas@afmc.org
www.hitarkansas.com

This maTerial was prepared by 
hiTarkansas, a division of The 

arkansas foundaTion for medical 
care, in collaboraTion wiTh The 

universiTy of arkansas for medical 
sciences. afmc is a cooperaTive 

parTner of The office of The 
naTional coordinaTor (onc).

dr. lochala, hiTarkansas member since oct. 2010, was one of the first 
arkansas health care providers to receive a payment from the federal 

ehr incentive program. hiTarkansas can help you do the same, and 
we’ll be here to help you through each step of ehr conversion.

Call or email us today to find out if you 
qualify for federal EHR incentive payments.

“attesting to meaningful use for the ehr incentive program wasn’t a cakewalk. 
i’m grateful to hiTarkansas for the support they provided. They removed all 
guesswork and made the process much smoother.” 

— Dr. Richard Lochala,
the first meaningful use attestee in Arkansas
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Collaborative, AFMC will work 
with a small group of communities 
in Arkansas to improve care 
coordination and medication 
reconciliation as beneficiaries move 
among care settings. This effort 
integrates evidence-based clinical 
pharmacy services into the care 
of high-risk, high-cost, complex 
patients. 

Quality reporting and 
improvement. Data can tell us 
much about the state of quality 
and safety in hospitals. In the 
10th SOW, AFMC will continue 
to provide technical support in 
reporting clinical data to Medicare’s 
Hospital Inpatient Quality Report
ing Program, and will assist with 
the Hospital Outpatient Quality 
Reporting Program as well.  
These programs both include 
financial incentives for success
ful participation — as much as 2% 
extra payment from Medicare. In 
addition, the Medicare Value-Based 
Purchasing Program will incentivize 
hospitals based on quality as of Oct. 
1, 2012. Hospitals will be paid not 
just for the services they provide, 
but for how well beneficiaries fare 
under that care. These payments 
will be calculated using data from 
the quality reporting programs. 

AIM 3: INTEGRATE CARE FOR 
POPULATIONS

Avoidable hospital readmissions 
strain patients and families and 
increase costs unnecessarily. Begin
ning Oct. 1, 2012, more of those 
costs will be shifted to hospitals: 
Under the Readmissions Payment 
Reduction Program, hospital DRG 
rates will be decreased if hospitals 
meet CMS criteria for “excess 
readmissions.” 

AFMC will work with hospitals 
and other health care facilities to 

improve care transition processes 
and reduce readmissions within 
30 days of discharge by 20% 
over three years.  We will use 
proven interventions and focus 
on communities with the highest 
30-day hospital readmission rates. 
We will also work with community 
groups to encourage wider adoption 
of improved practices.

AIM 4: IMPROVE HEALTH FOR 
POPULATIONS/COMMUNITIES

The goal of this aim is to improve 
health at the community level — to 
keep Medicare beneficiaries as 
healthy as possible for as long 
as possible through system-wide 
changes to processes of care in 
physician practices.

AFMC will work with physicians 
on three areas:

Using electronic health 
records (EHRs) to improve 
preventive care. EHRs can be 
used to coordinate preventive 
services, increase utilization 
rates, and report data to CMS’ 
Physician Quality Reporting System 
(PQRS — formerly PQRI), which 
ultimately will help boost the 
quality and safety of ambulatory 
care. Medicare is providing 
financial incentives for physician 
practices to participate in PQRS: up 
to 2% of estimated Part B charges, 
in addition to standard Physi
cian Fee Schedule rates. Starting 
in 2015, Medicare will penalize 
practices that don’t report data to 
PQRS. For more information, visit 
www.cms.gov/pqrs.

Reduce cardiac risk factors. 
AFMC and other QIOs will be 
launching a national campaign to 
improve cardiac health through 
aspirin use, blood pressure 
monitoring, lipid management, and 
smoking cessation.

Integrate health information 
technology into clinical practice. 
AFMC will collaborate with HITAr
kansas, the state’s Health IT 
Regional Extension Center, to 
promote physician office EHR 
adoption and participation in 
CMS’ EHR incentive program. 
For more information about this 
program, visit www.cms.gov/
ehrincentiveprograms.

DRIVERS OF CHANGE
Under the 10th SOW, 

AFMC will be using some new 
approaches in our work. We will 
be de-emphasizing the technical 
assistance model, focusing instead 
on the creation of topic-specific 
“learning and action networks.” 
These networks will bring 
providers, beneficiaries and other 
stakeholders together to spread 
best practices and spark change 
through peer-to-peer learning and 
sharing of solutions. 

We will also be using the CRISP 
model — Care Reinvention through 
Innovation Spread — to integrate 
strategic communications into the 
10th SOW initiatives. One example 
of a CRISP activity is identifying 
project successes and channels for 
rapidly sharing those successes.

In the 10th SOW, AFMC 
will be working on goals and 
priorities shared by a number of 
national groups. The participation 
of Arkansas’s providers and 
stakeholders is crucial to this 
effort, and AMFC looks forward 
to building on our existing 
relationships in the 10th Statement 
of Work.

Pam Brown is assistant vice 
president for the Health Care 
Quality Improvement Program 
(HCQIP) at the Arkansas 
Foundation for Medical Care.
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Two lakes, three rivers and four seasons
add up to our unique quality of life. 
To learn more about our opportunities  
available, contact us at: 
624 Hospital Drive
Mountain Home, Arkansas 72653
physicianrecruitment@baxterregional.org
(870) 508-1010 www.baxterregional.orgW
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We’re searching Arkansas to find the one nurse 
we can say is the most outstanding in our state. 
Do you know a nurse that you feel is the most 
compassionate, caring and empathetic caregiver? 
A nurse who has given comfort or care to you, 
a family member or friend? We are asking you 
to send us their name, where they work, phone 
number and a short message expressing why 
you think they are the most deserving nurse in 
Arkansas. Deadline March 31, 2012.
We hope to have nominees from every county 
and every medical facility in Arkansas. From 
approximately 48 finalists, we will choose two 
“Runners Up” and finally, one nurse will be named 
Arkansas’ Most Compassionate Nurse at a special 
ceremony. The nurses will be recognized in the 
ASBN Update magazine and the Winner will be 
featured inside and on the cover. Watch for more 
details coming soon!
 Send or email your nomination to:
 NURSING COMPASSION
 P.O. Box 17427
 Little Rock, Arkansas 72222
 sramsel@pcipublishing.com
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The opinions, conclusions, summaries 
and recommendations herein are Dr. 
Helm’s alone.  They do not represent the 
opinion or official policy of any agency or 
institution of the State of Arkansas.  This 
commentary has not been reviewed or 
endorsed by any state agency.  Links to 
official policy are provided.

Beginning November 8, 2011, 
children insured through ARKids (up 
to age 18) who begin treatment with 
antipsychotics are covered by new 
policies.  These policy changes are 
designed to increase baseline and 
ongoing monitoring for adverse effects 
of antipsychotics and to ensure that 
complete informed consent for parents/
guardians and/or patients is provided 
and documented.  DHS’ official notice 
is here, but this commentary provides 
information relevant for PCPs and 
background (Appendices 1 and 2).

Fiscal Note and Patient Impact
Antipsychotic medications are the 

largest single category of medication 
expenses for Arkansas Medicaid.  The 
majority of this cost pays for medications 
for children, not for treatment of serious 
psychiatric disorders in adults.  Total 
spending for newer antipsychotics by 
Medicaid accounted for $57 million 
in 2009 – of this approximately $30 
million was for use in children.  
Historical data revealed around 
3500 to 4500 children treated with 
antipsychotics in any given month, with 
a total patient count exceeding 12,000 
individual children in 2007 (likely 
higher since that time).  

Many children are started on these 
medications and use them for only a 
few weeks or months.  High medication 
discontinuation rates are seen though 
reasons for this are not clear.  Both 
systematic and case reviews have 
revealed that these medications are 
frequently used without behavioral or 

family therapy.
  The policies effective November 8, 

2011 will apply only to newly treated 
patients.  DHS estimates that between 
one third and one half of the children 
currently receiving antipsychotics have 
used these medicines for more than 18 
months.  Still several hundred children 
each month are newly started on 
antipsychotics.

Policy Changes
1)	 DHS raises the age at which an 

antipsychotic can be prescribed 
without psychiatrist case review 
from 5 to 6 years of age.  This 
policy change was based on 
their own internal review.  This 
change may make it marginally 
more difficult for 5 year old 
children to obtain Medicaid 
coverage of newer antipsychotic 
medications.  Some providers 
will continue to respond to this 
policy by prescribing older or 
generic antipsychotics, initiating 
treatment with samples, or simply 
telling parents and guardians to 
purchase antipsychotics for their 
preschooler themselves.

2)	 Requirement for prior 
authorization for new 
antipsychotic medication 
use.  Based on treatment 
standards advocated by the 
American Academy of Child and 
Adolescent Psychiatry, Medicaid 
coverage of an antipsychotic for a 
child will require documentation 
of informed consent and on-going 
monitoring of medication safety.  
Any prescribing provider may 
obtain authorization for coverage 
of an antipsychotic medicine 
providing:

a.	 Informed consent is 
documented.  Informed 
consent includes 

documentation of the 
medication, initial dose, 
targeted symptoms, and 
that discussion about the 
risks, effects, and role of 
medication in the context of 
comprehensive treatment 
has been provided.  Standard 
forms for informed consent 
were developed and are 
available for provider use.

b.	 Initial/baseline information 
for safety/adverse effect 
monitoring is collected 
and documented.  Baseline 
weight, height, and lab 
values must be collected 
prior to start of antipsychotic 
medication in children.  
This information must be 
documented on a single 
“flowsheet” document.

c.	 Informed consent and 
documentation of baseline 
monitoring must be 
submitted to the UAMS 
College of Pharmacy Prior 
Authorization  
Call Center.  Submission of 
this information results in a 
prior authorization, assuming 
compliance with other 
existing policies.  Specifics 
on this process are available 
by calling the PA Call Center 
at (501) 526-4200 or (866)  
250-2518

3)	 Metabolic monitoring must 
continue through at least the 
first two years of treatment.  A 
flowsheet for safety monitoring 
information was developed 
to facilitate data collection.  
Various monitoring protocols 
are advocated by different 
organizations ranging from the 
medical specialty organizations 
in the US and Canada, the State 

Policy Changes Affecting Antipsychotic 
Prescribing in Children and Adolescents

By Mark E. Helm, M.D., MBA, FAAP



of Texas and several European 
country health systems (for 
references, contact Dr. Helm).  
In all cases, the monitoring 
protocols advocated by other 
authorities are more rigorous 
than the minimum Arkansas 
DHS requirement.   Elements of 
appropriate monitoring include:

a.	 Patient weight, height 
and BMI – recommended 
with every visit. Monitoring 
weight changes is especially 
important early in treatment 
or when medications or 
doses change. An increase 
of weight of more than 5 
to 7 percentage points in a 
short period is a cause for 
concern.

b.	 Blood pressure – 
monitoring is recommended 
prior to treatment and 
as often as practical 
(at least every three 
months according to most 
recommendations).

c.	 Blood sugar – fasting and 
long-term measures of blood 
glucose control (HbA1c) 
at baseline and as often as 
every three months following 
initiation of treatment.

d.	 Lipid profile – including 
LDL, HDL and triglycerides 
at baseline and every 6 
months according to most 
recommendations.

e.	 ECG. TSH, LFTs, prolactin, 
insulin levels – these and 
a few other laboratory 
tests are advocated 
in some monitoring 
guidelines. Generally the 
recommendations advocate 
obtaining this information 
at baseline and every 
six months.  Prolonged 
Q-T interval has been 
documented for some 
antipsychotic medications, 
and may be a greater risk 
with concomitant medication 
use.   Pituitary adenoma 
and hyperprolactinemia/
galactorrhea are 
documented complication of 

certain antipsychotics.
f.	 Evaluation for extra-

pyramidal symptoms and 
other complications – 
These signs and symptoms 
should be evaluated 
on every visit, and are 
a significant concern.  
Signs can be subtle and 
varied.  Recognition of 
these complications is 
especially challenging in 
children who may lack the 
vocabulary or awareness 
to communicate symptoms 
which may be medication 
related.  If movement 
disorders occur, they may 
become permanent.  The 
lab monitoring flowsheet 
developed for DHS does 
not include assessment for 
EPS, akathisia, sedation or 
cognitive impairment, though 
specific questionnaire tools 
exist to aid detection of 
problems.

Why should PCPs Care?
These policy changes can help 

primary care physicians in several ways.
1)	 Documentation of the reasons 

for starting antipsychotics will 
be accessible from the initial 
prescriber or from the PA Call 
Center.

2)	 PCPs may participate more 
completely in safety monitoring 
and lab interpretation.

3)	 The medication informed 
consent document can be 
used for anxiety, depression 
or ADD/ADHD treatments 
by PCPs – in the event of a 
medication-related adverse 
outcome, this documentation 
may help to establish the 
prescriber provided adequate 
counsel on medication risks.

4)	 In time, PCPs may gain more 
information about practice 
styles of mental health 
provider consultants.

5)	 Patients will be less likely 
to “fall through the cracks” 
regarding unmonitored use 
of antipsychotic medication.  

Minimizing risks of 
complications should lower 
costs.

 
Limitations of the Policy

Significant issues not addressed by 
this policy include, but are not limited 
to,:

•	 Primary Care and 
Mental Health Provider 
Communication - This policy 
creates an opportunity for more 
dialog and cooperation, but does 
not ensure that more cooperation 
and information exchange will 
occur.  At a minimum the policy 
can provide access to a standard 
document which explains why a 
medication was started.

•	 Medication Treatment Link 
To Disability Determination 
- Parents are aware that a 
major factor in SSI disability 
determination for a child is 
whether or not the child is 
treated with a “mental health” 
medicine.  Some parents desire 
their child to qualify for disability 
and may resist treatment with 
behavioral approaches even if 
these may be more appropriate.

•	 No Assurance of 
Comprehensive Care – The 
great majority of children’s 
mental health authorities agree 
that any child “sick enough” 
to consider antipsychotic 
medication is also “sick enough” 
to need counseling interventions 
for the patient, family or 
both.  The policy as it stands 
does not build a link between 
medication treatment and 
participation in comprehensive 
behavioral therapy or mental 
health treatment.  Primary care 
providers should discuss the 
need for comprehensive care 
with their consultants and patient 
families.  There are several 
simple mechanisms which could 
be implemented by mental health 
providers to reduce the likelihood 
“medication only” treatment. 
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•	 Previously Treated Patients are 
Omitted - Children previously 
treated with antipsychotics 
for extended periods in the 
past will be largely exempted 
from any requirements of the 
new policies.  In most cases, 
primary care providers have no 
documentation of why a medicine 
was started, and it is possible 
that for many there may be no 
need for continuation.  These 
“pre-existing” patients represent 
a considerable number of the 
children treated.  Primary care 
providers should feel encouraged 
to push for re-evaluation of 
patients who have been treated 
for many years, in some cases 
this may be done best by referral 
to a board-certified child and 
adolescent psychiatrist.

•	 Psychiatric Hospital Response 
To “Disruptive Behavior” - 

This policy does not stem the 
tide of parents seeking help 
with an “out-of-control” child 
at the emergency room.  This 
scenario typically leads to a 
psychiatric hospital stay.  In 
Arkansas, it is rare for a child to 
be discharged from a psychiatric 
hospital without psychotropic 
medications (most often including 
an antipsychotic). 

•	 Identification of “At-Risk” 
Patients - Primary care providers 
do not have tools to identify 
all of their assigned children 
who receive antipsychotic (or 
other psychiatric) medications.  
Identifying treated children would 
assist in instituting monitoring 
protocols to identify and manage 
complications.  Record review 
activities may qualify as billable 
coordination of care services.  
Provider relations representatives 
of the Arkansas Foundation for 
Medical Care may be a resource.   

Related Resources:
For questions on behavioral or 

psychiatric problems in children or 
adolescents, Contact UAMS’ Psych TLC 
program at (501) 526-7425 or (866) 
273-3835.

For questions about forms, 
monitoring or patient medication 
use history, contact the Prior 
Authorization Call Center at (501) 
526-4200, or (866) 250-2518. 

Final Note
As the primary driving force 

behind these changes, Dr. Helm is 
keenly interested in comments and 
thoughts from providers regarding 
DHS’ new policies on antipsychotic 
medication use.  Please forward 
your comments and experiences to 
mehelm@ymail.com.  Note that Dr. 
Helm is not affiliated with DHS or the 
Division of Behavioral Health Services, 
and confidential patient-specific 
information should not be shared.
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Day Port Arrive Depart
April 22 New Orleans, Louisiana -- 04:00 PM
April 23 Fun Day At Sea -- --
April 24 Fun Day At Sea -- --
April 25 Montego Bay, Jamaica 09:00 AM 06:00 PM
April 26 Georgetown, Grand Cayman 07:00 AM 04:00 PM
April 27 Cozumel, Mexico 10:00 AM 05:00 PM
April 28 Fun Day At Sea -- --
April 29 New Orleans, Louisiana 08:00 AM --

CRUISE

CECE

CRUISE
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inkNurse.com

ThinkNurse.co

m

Cruise your way to 
Nursing CE Credits 
on the Caribbean Sea aboard 
Carnival’s Conquest!

Who says Continuing Education can’t be 
fun?

Join ThinkNurse and Poe Travel for our 7th Annual CE 
Cruise. Cruise the Caribbean on Carnival’s Conquest while 
you earn your annual CE credits and write the trip off on your 
taxes! Prices for this cruise and conference are based on 
double occupancy (bring your spouse, significant other, or 
friend) and start at only $855 per person (not including airfare 
to New Orleans) A $250 non-refundable per-person deposit 
is required to secure your reservations. Please ask about our 
Cruise LayAway Plan!

There’s no better way to conquer the High Seas than 
with the ship Carnival Conquest! Beautiful destination spots, 
award-winning stage shows, swanky clubs and lounges plus 
Spa Carnival, a friendly casino, delicious dining options and 
the Carnival Seaside Theatre. Make your reservations today! 

For more information about the cruise and the 
curriculum, please log on to our Web site at 
ThinkNurse.com or call Teresa Grace at 
Poe Travel Toll-free at 800.727.1960.

Seventh 
Annual

Nursing Continuing Education 

  Cruise
April 22-29, 2012
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In the fields or the suburbs.
In the chicken houses or the downtown lofts.

With nearly one in every four Arkansans belonging to 
a Farm Bureau family, chances are you can find one of 
our members anywhere.

Furthermore, the diversity of our members is a 
direct result of the diversity of benefits we offer. 

An advocate at the Capitol or affordable insurance.
A discount on a new vehicle or a college scholarship.

We really do have something for everyone.

Where 
membership 
matters.

®

www.arfb.com

www.facebook.com/arkansasfarmbureau

twitter.com/arfb

www.youtube.com/arkansasfarmbureau



Cardiovascular Care

Heart Clinic Arkansas
Kanis Road Clinic
10100 Kanis Road
Little Rock, AR 72205
501-255-6000   
Fax 501-255-6400

C. Douglas Borg, M.D.
Margaraju (Raj) Chakka, M.D.
Charles W. Clogston, M.D.
Tom Collins, M.D.
Debasis Das, M.D.
Van H. De Bruyn, M.D.
David D. Griffin, M.D.
Forrest D. Glover, M.D.
David C. Hicks, M.D.
Randy A. Jordan, M.D.
Eleanor E. Kennedy, M.D.
Donald F. Meacham, M.D.
Tena E. Murphy, M.D.
Aravind “Rao” Nemarkommula, M.D.
Scott W. Rypkema, M.D.
James E. Shuffield, M.D.
Sayyadul M. (Sid) Siddiqui, M.D.
Thomas W. Wallace, M.D.

North Little Rock Clinic
4000 Richards Road, Suite A
North Little Rock, AR 72117
501-758-5133
Fax 501-758-5173

Marvin W. Ashford, M.D.
John A. Colleran, D.O.
Morris E. Kelley, M.D.
Valerie McNee, M.D.
Rod Parkhurst, M.D.
Mark A. St.Pierre, M.D.

University Ave. Clinic
415 N. University Ave.
Little Rock, AR 72205
501-664-6841
Fax 501-664-0296

J. Lynn Davis, M.D.
Andrew G. Kumpuris, M.D.

Saline Clinic
#5 Medical Park Drive S-308
Benton, AR 72015 
501-315-2940 
Fax 501-315-2945

Searcy Clinic
711 Santa Fe Drive
Searcy, AR 72143
501-279-9393
Fax 501-279-9073

Leon R. Blue, M.D.
David M. Evans, M.D.
Bradley R. Hughes, M.D.
Eric J. Robinson, M.D.

Satellite Locations:
Arkadelphia
Cabot
Camden
Clinton
Fordyce
Heber Springs
Jacksonville
Malvern
Morrilton
Nashville
Newport 
Russellville
St. Vincent Family Clinic 
Stuttgart
Warren

Orthopedics and Sports Medicine

Arkansas Specialty Orthopaedics
600 S. McKinley, Suite 405
Little Rock, AR 72205
800-550-5755

Other locations in Sherwood, Cabot,  
Heber Springs and Hope

Hip and Knee Replacement
C. Lowry Barnes, M.D.
D. Gordon Newbern, M.D.

 Foot and Ankle
Steven A. Kulik, M.D.

 Adult Reconstruction and Shoulder
David N. Collins, M.D.

 Sports Medicine and Arthroscopy – 
Knee and Shoulder

Charles E. Pearce, M.D.
James C. Tucker, M.D.
Ethan J. Schock, M.D.
Eric H. Gordon, M.D.

 Orthopaedic Trauma – Fracture Care
Michael J. Weber, M.D.

 Hand and Upper Extremity
Michael M. Moore, M.D.
G. Thomas Frazier, M.D.
Marcia L. Hixson, M.D.
Jeanine A. Andersson, M.D.
Robert C. Matthias, M.D.

 Orthopedics Spine
Richard E. McCarthy, M.D.
Edward H. Saer, M.D.
Richard D. Peek, M.D.
Wayne L. Bruffett, M.D.

 Neurology
Reginald J. Rutherford, M.D.

Physical Medicine and Rehab
W. Brent Sprinkle, D.O.
Bruce L. Safman, M.D.

Orthopaedic First Care
Victor G. Vargas, M.D.
Kent W. Davidson, M.D. 

OrthoSurgeons
Arthroscopic and Reconstructive 
Surgery of the Hip, Knee, and Shoulder

W. Scott Bowen, M.D.
William F. Hefley, M.D.

 Hand and Upper Extremity Surgery
David M. Rhodes, M.D.

General Orthopedics
Jason G. Stewart, M.D.
Joe W. Crow, M.D.

 Foot and Ankle Surgery
Jesse B. Burks, D.P.M.
Larry L. Nguyen, M.D.

Blandford Physician Building
#5 St. Vincent Circle, Suite 100
Little Rock, AR 72005
501.663.6455 
1.800.336.2412

East McCain Medical Plaza
4020 Richards Road, Suite I
North Little Rock, AR 72117
501.771.1600

Satellite Locations:
Cabot Medical Park

2039 West Main, Suite C
Cabot, Arkansas, 72023

Jacksonville Medical Clinic
1300 Braden St., Pod #B
Jacksonville, AR 72076
800.336.2412

 Phillips Family Medicine
7400 Dollarway Road
White Hall, AR 71602
800.336.2412

OrthoArkansas, P.A.
David C. Barnett, M.D.
William F. Blankenship, M.D.
David L. Gilliam, M.D.
Herbert L. Hahn, M.D.
Philip H. Johnson, M.D.
Reed W. Kilgore, M.D.
Jay M. Lipke, M.D.
Kevin C. McLeod, M.D.
D. Gordon Newbern, M.D.
Richard A. Nix, M.D.
Larry Nguyen, M.D.
Earl Peeples, M.D.
Tad C. Pruitt, M.D.
Martin L. Siems, M.D.
John G. Slater, M.D.
S. Berry Thompson, M.D.
John L. Wilson, M.D.
John H. Yocum, M.D.

Little Rock Branch
The Musculoskeletal Institute

10301 Kanis Road
Little Rock, AR 72205
501-604-6900

North Pulaski Branch
3401 Springhill Drive, Suite 265
North Little Rock, AR 72117
501-955-5519

Arkadelphia Branch
2910 Cypress
Arkadelphia, AR 71923
870-246-5097

Satellite Locations:
Benton Family Clinic

2018 Carpenter
Benton, AR 72015

Bryant Medical Clinic
101 N.E. Third St.
Bryant, AR 70722

St. Anthony’s Hospital
#4 Hospital Drive
Morrilton, AR 72110

Jacksonville Medical Clinic
1409 W. Braden
Jacksonville, AR 72076
(501) 985-7434

Ouachita Valley Family 
Clinic, P.A.

353 Cash Road
Camden, AR 71701
(870) 836-8101

Southwest Hospital 
11321 Interstate 30, Suite 102
Little Rock, AR 72215-5270

Stuttgart Memorial Hospital
North Buerkle Road
Stuttgart, AR 72160
(870) 673-2511

Pulmonary and Critical Care

Southwest Pulmonary
Associates

Christopher Leigh John, M.D.
11321 Interstate 30, Suite 205
Little Rock, AR 72209
501-407-0200   
Fax 501-407-0220

Consultant Directory

Reserve Your Space Now
for as little as $140

(includes five lines)

E-mail Tom at
tkennedy@pcipublishing.com

or call 501.221.9986



Satellite Offices In:

Arkadelphia
Cabot
Camden
Clinton
Fordyce
Heber Springs

Jacksonville
Malvern
Morrilton
Nashville
Newport 
Russellville

St. Vincent 
  Family Clinic
Stuttgart
Warren

Kanis Road Clinic
10100 Kanis Road
Little Rock    
501-255-6000
Fax 501-255-6400
C. Douglas Borg, M.D.
Margaraju (Raj) Chakka, M.D.
Charles W. Clogston, M.D.
Tom Collins, M.D.
Debasis Das, M.D.
Van H. De Bruyn, M.D.
David D. Griffin, M.D.
Forrest D. Glover, M.D.
David C. Hicks, M.D.
Randy A. Jordan, M.D.
Eleanor E. Kennedy, M.D.
Donald F. Meacham, M.D.
Tena E. Murphy, M.D.
Aravind “Rao” Nemarkommula, M.D.
Scott W. Rypkema, M.D.
James E. Shuffield, M.D.
Sayyadul M. (Sid) Siddiqui, M.D.
Thomas W. Wallace, M.D.

University  
Avenue Clinic
415 North University Avenue
Little Rock
501-664-6841
Fax 501-664-0296
J. Lynn Davis, M.D.
Andrew G. Kumpuris, M.D.

North Little  
Rock Clinic
4000 Richards Rd, Suite A 
North Little Rock
501-758-5133
Fax 501-758-5173
Marvin W. Ashford, M.D.
John A. Colleran, D.O.
Morris E. Kelley, M.D.
Valerie McNee, M.D.
Rod Parkhurst, M.D.
Mark A. St.Pierre, M.D. 

Saline Clinic
#5 Medical Park Dr. S-308, 
Benton  
501-315-2940
Fax 501-315-2945 

Searcy Clinic
711 Santa Fe Drive
Searcy
501-279-9393
Fax 501-279-9073
Leon R. Blue, M.D.
David M. Evans, M.D.
Bradley R. Hughes, M.D.
Eric J. Robinson, M.D.

Marcia L. Atkinson
CEO

A Comprehensive  
Cardiology Clinic

Specializing in General Diagnostic, 
Electrophysiology, and Interventional Cardiology 

including... 
stress testing • echocardiography • nuclear medicine

coronary and peripheral angiography and stenting
pediatric and congenital • heart transplantation

 congestive heart failure • coronary and peripheral CTA
cardiac magnetic resonance • cardiovascular research
device management • EECP • and wellness services

Leon R. Blue, M.D.Marvin W. Ashford, M.D. Margaraju (Raj) Chakka, M.D.

Charles W. Clogston, M.D. John A. Colleran, D.O. Debasis Das, M.D.Tom Collins, M.D.

J. Lynn Davis, M.D. Van H. De Bruyn, M.D. David M. Evans, M.D. Forrest D. Glover, M.D.

David D. Griffin, M.D. David C. Hicks, M.D. Bradley R. Hughes, M.D. Randy A. Jordan, M.D.

Morris E. Kelley, M.D. Eleanor E. Kennedy, M.D. Andrew G. Kumpuris, M.D. Valerie McNee, M.D.

Donald F. Meacham, M.D.

Sayyadul  M. (Sid) Siddiqui, M.D. Mark A. St.Pierre, M.D. Thomas W. Wallace, M.D.

C. Douglas Borg, M.D

Tena E. Murphy, M.D. Aravind “Rao” Nemarkommula, M.D

James E. Shuffield, M.D.Scott W. Rypkema, M.D.

Rod Parkhurst, M.D.

Eric J. Robinson, M.D.



Arkansas Academy of Family Physicians
11330 Arcade, Suite 8
Little Rock,  Arkansas 72212

I don’t just
have insurance.

I own the company.

Medical Professional Liability Insurance

Mutual Interests. Mutually Insured.
Contact Thad DeHart or Susan Decareaux at mkt@svmic.com or 1-800-342-2239. svmic.com.

“We live in uncertain economic times. So the way I see it, this is the time to be more diligent than ever when choosing
a professional liability insurance carrier. I need a company with the proven ability to protect my livelihood for the long
haul. That’s the reason I chose SVMIC. They protect more Arkansas physicians than anyone else, with 20 years of
service in the Razorback state. The combination of their extensive physician governance system, consistently high
A.M. Best ratings, and their long commitment to Arkansas physicians is unmatched. Only SVMIC has the track
record and financial stability my career deserves. And, my career is much too important to settle for anything less

Wayne Hudec, M.D.
Surgeon

THE OZARK SURGICAL ASSOCIATES
FAYETTEVILLE, AR
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