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Officers and Directors Installed:   Five Arkansas FP’s Receive Degree of Fellow

Doctor Tommy Wagner, his wife, 
Heather and children Ty and Emma

Our 69th AR AFP President



AEL is a medically-led, community-
based laboratory with personal service.

We are a partner for physician practices 
to reduce laboratory costs and provide 
diagnostic tools to improve patient care.

Can Laboratory Testing Improve 
Patient Care and Lower Costs?

To learn more about AEL and its innovative technology to assist in 
utilization management, call Pam O’Brien at 901.405.8200.

Yes. Let us show you how.



Dear Academy Member, 

An outstanding Annual Scientific Assembly was held August 
3-6 in Little Rock at the Doubletree with more than 177 in 
attendance!  We thank each of you that participated and also 
for those of you that exhibited with us to make our program a 
success!

Elsewhere in this publication you will find pictures 
and articles of our newly elected President, Officers and Directors and Fellowship 
Convocation which we held for the second year in a row!

Our program will again be at the Embassy Suites in 2017 with dates of August 2-5 so 
please mark your calendars and plan to join us for another great program and as always 
your input is desired!

Next month, I will join the AR AFP Delegates and Alternate Delegates  Doctors Dennis 
Yelvington, Julea Garner, Lonnie Robinson and Jeff Mayfield to Orlando to attend the 
AAFP Congress of Delegates!  The Congress is the policy making body of the AAFP and 
we are co sponsoring with the Missouri , Kansas and Tennessee Chapters a resolution  in 
favor of a National Prescription Drug Monitoring Program written by the Missouri AFP, 
our border state and the only state without a prescription drug monitoring program. We 
look forward to a successful Congress of Delegates where next year’s national officers 
and board will also be elected. 

Our board meetings are set for the coming year and as always members are always 
invited to attend:  Our first meeting will be held November 2, January 25, April  5 and 
August 4 during our Annual Assembly.  Locations have yet to be set. 

And if you are one of our members lacking CME hours for re-election at year end, 
please take advantage of the online CME from the AAFP Journal that offers at least three 
hours per issue and you can go back twelve months to do this quiz’s for credit;  if you 
teach students, residents, nurses, etc., you may claim up to 20 AAFP Prescribed Hours 
per year and don’t forget your enrichment activities (meeting with colleagues , hospital 
staff meetings – activities that enhance your practice of medicine) – up to 25 hours of 
Elective credit per year. 

Dues billings for the coming year will be mailed in about two months from our 
headquarters in Leawood, Kansas and includes national and state dues .  If you have 
had your membership lapse for non payment you may simply pay the back dues for 
reinstatement  and always, please call our office if we can assist you in any way -  501-
223-2272 or arafp@sbglobal.net.

Sincerely,

Carla Coleman
Executive Vice President
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Tommy Wagner, M.D. of Manila was 
installed the 69th President of the 
Arkansas Chapter, American Academy 
of Family Physicians in Little Rock 
at the Academy’s Annual Scientific 
Assembly’s Installation of Officer’s 
Ceremony held on Friday, August 5 at 
the Embassy Suites Ballroom in Little 
Rock. Doctor John Meigs of Alabama, 
President Elect of the American 
Academy of Family Physicians presided 
over the installation. 

Doctor Wagner is a native of 
Manila and graduated from Arkansas 
State University. He received his 
Medical Degree from the University 
of Arkansas for Medical Sciences 
in 2002 and completed a Residency 

in Family Medicine at AHEC Family 
Medicine Program – UAMS in 2005.  He 
practices medicine at Wagner Medical 
Clinic and is very active in the AAFP 
and in governmental affairs pertaining 
to medicine. 

In his speech to more than 175 
family physicians attending, he thanked 
those who had influenced his career 
in medicine, Dr. Joe Stallings of 
Jonesboro, Dr. Mike Moody of Salem 
and Dr. Elton Cleveland of Little Rock. 
He spoke of his family  - his parents 
and brother who have been so involved 
in legislative affairs in our state for 
many years influencing him to be active 
in medical issues affecting medicine.  
He stated he looked forward to serving 
the Family Physicians in the state in 
the coming year and ask for their help 
and suggestions in implementation 
of programs and services to assist 
members.  

He has served on the AR AFP Board 
since 2005, is a Diplomate of the 
American Board of Family Medicine 
and resides in Manila with his wife 
Heather and two children.  An avid 
outdoorsman, he enjoys golf and 
hunting.

Dr. Tommy Wagner Installed President
of the ARAFP

Dr. Wagner takes oath of office

Dr. Drew Dawson presents President’s Pin 
to President Wagner

Dr. Dawson presents engraved Duck Call 
to Dr. Meigs

Doctor Wagner’s family -  brother Wes Wagner; wife, Heather; son Ty and daughter Emma ; Dr. Tommy Wagner, and his parents Mr. 
and Mrs. Wayne Wagner



High 
Speed 
Access

OrthoArkansas will see your referrals promptly and provide them superb orthopedic care.  
Our surgeons, nurses and therapists have one goal - help your patients live active, painfree 
lives. OrthoAccess offers same-day or next-day evaluations of patients and is staffed by one of 

Just call ahead.

NO WAITING FOR AN OPEN SLOT ON OUR APPOINTMENT CALENDAR

OrthoArkansas.com

Arkansas  
Musculoskeletal  
Institute 
10301 Kanis Road 
Little Rock, AR 72205 
501-604-6900 
1-800-264-5633 
Fax: 501-604-6941

North Little  
Rock Branch 
4104 Richards Road
North Little Rock, AR 72117
501-955-5519 
Fax: 501-955-5529 

Benton/Bryant 
Branch 
2305 Springhill Road, 
Suite 4
Benton, AR 72019
501-847-0158

Branch Locations
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Four Arkansas AFP members received the Degree of Fellow 
during a special convocation ceremony by AAFP President 
Elect John Meigs of Alabama on Thursday, August 4. 
Receiving recognition certificates and pins for their 
accomplishments were:

Angela Driskill, M.D., FAAFP,  Alexander
Allan Martin, M.D., FAAFP, North Little Rock
Philipp C. Narcisco, M.D., FAAFP, El Dorado

Joseph Sarnicki, D.O., FAAFP, Hampton
Garry L. Stewart, M.D., FAAFP, Conway

AAFP Fellowship  Convocation Held 
at the ARAFP Annual Meeting

Recognized for distinguished 
service to family medicine by their 
advancement to healthcare to the 
American people, and by their 
professional development through 
medical education and research, 
Fellows of the AAFP are recognized 
as champions of family medicine 
and are the physicians who make 
family medicine the premier specialty 
in service to their community and 
profession. 

Established in 1971, the AAFP 
Fellow Degree criteria consist of 

a minimum of six years of membership in 
the AAFP, extensive continuing medical 
education, participation in public service 
programs outside medical practice and 
serving as a teacher in family medicine. 

This is the second year the Arkansas 
Chapter has held the convocation ceremony 
recognizing Arkansas Fellows in our 
Chapter.  If you wish to participate in next 
year’s convocation, please complete the 
Fellowship application found on the AAFP 
website and the AAFP will inform you if you 
have met the criteria for participating in 
either the state chapter’s convocation or the 
national convocation. 

Dr. Garry Stewart, Dr. Allan Martin, Dr. Joseph 
Sarnicki, Dr. Angela Driskill, Dr. Philipp Narcisco
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arkansasbluecross.com MPI 2003  11/13

We’re a knowledgeable connector of people, physicians and 
health care places.

One way we keep physicians and patients connected is 
through a Personal Health Record (PHR), available for each 
Arkansas Blue Cross, Health Advantage and BlueAdvantage 
Administrators of Arkansas member. A PHR is a confidential, 
Web-based, electronic record that combines information 
provided by the patient and information available from their 
claims data.

A PHR can help physicians by providing valuable information 
in both every day and emergency situations.

To request access, contact PHR Customer Support at
501-378-3253 or personalhealthrecord@arkbluecross.com

or contact your Network Development Representative.

Physician opportunities await. 
Contact us: physicianrecruitment@baxterregional.org  |  (870) 508 -1010
624 Hospital Drive, Mountain Home, Arkansas 72653  |  www.baxterregional.org

3D Mammography    da Vinci® Surgical System    3T MRI

If you think the sights are astounding, 
wait ‘til you see our technology.
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The CMS will launch an ambitious 
primary care quality improvement 
initiative in four regions and 10 
states that include Arkansas, 
Colorado, Hawaii, Kansas City 
Metro,  Michigan, Montana, New 
Jersey, New York (Hudson Valley), 
Ohio (includes Northern Kentucky 
counties),  Oklahoma, Oregon, 
Philadelphia Metro  Rhode Island 
and Tennessee.  The markets for the 
Comprehensive Primary Care Plus 
(CPC+) initiative were selected based 

on density and interest shown by 
practices and payers. Fifty-seven not-
yet-named payers will participate. 
The regions include Kansas City, the 
North Hudson valley in New York, 
Philadelphia and Northern Kentucky.

 This is an exciting opportunity to 
engage members and their practices in 
the largest ever initiative to transform 
and improve how primary care is 
delivered and paid for.   Under CPC+, 
the CMS and other insurers would pay 
physicians a monthly fee for patient 

primary-care visits. The new model 
aims to improve health outcomes 
and lower cost not only for Medicare 
beneficiaries, but also consumers 
enrolled in commercial plans and 
other coverage options such as 
insurer-managed Medicaid plans.  The 
CMS said it would only launch the 
model in markets where there was 
significant private payer interest. 
Some plans reacted with concern over 
how the model was structured.  CPC+ 
has two tracks. Under track one, 
providers receive a monthly fee for 
specific services in addition to the fee-
for-service Medicare payments.  But 
in track two, practices will receive an 
upfront monthly care-management fee 
and reduced fee-for-service payments. 
This hybrid model is designed to let 
practices provide care outside of the 
traditional face-to-face encounter, 
the agency said.  Companies offering 
preferred provider organization (PPO) 
and high-deductible plans told the 
CMS they could not participate in the 
program because of legal restrictions 
in many states. Some states have 
laws that prohibit non-HMO plans 
from offering capitated or risk-
based payments to physicians.  CMS 
saw interest in fewer markets than 
expected. The model was supposed 
to launch in up to 20 regions. Still, 
the CMS estimates that up to 5,000 
primary care practices serving an 
estimated 3.5 million beneficiaries 
could participate in the model.  “We 
see CPC+ as the future of primary 
care in the U.S. and are pleased 
to partner with payers across the 
country that are aligned in this 
mission to transform our health 
care system,” CMS’ Chief Medical 
Officer, Dr. Patrick Conway said in a 
statement.    The agency is soliciting 
applications from eligible practices 
within the 14 regions from August 
1-September 15, 2016. The model 
kicks off January 2017.

BREAKING: 
CMS selects markets for new primary-care payment initiative

Revitalize your revenue in a more patient-centered environment.

"Breathing New Life 
into Your Practice"

 • Credentialing
  * Available to billing clients

 • Process Review
  * Cost analysis
  * HIPAA Compliance

 •  IT Services

All services are individualized to the needs of your clinic. 
CPR partners with you to achieve your financial health goals.

Specialized Services include:
 • Billing
  * 100% claims follow-up
  * Coding audit/compliance 
     (Certified Coders on staff)
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The first mention of a hospital in Arkansas is 
documented in Morris Arnold’s book, Colonial Arkansas 
1686-1804. A military commander comments on having a 
hospital cabin for use by the sickest soldiers in the late 
17th century; the fevers (malaria and typhoid) were a 
major problem.

In 1817 a military post was established on the western 
border of what would be the Arkansas Territory. In late 
1819 a military cabin at Fort Smith was set aside to deal 
with the malaria that plagued the river valley. Interestingly, 
the army regulations allowed for a nurse matron and males 
nurses to care for the soldiers who suffered from malaria. 
The male nurses were usually soldiers recuperating from 
illness. The medical personal were chronically short 
of medicine and the men often turned to corn liquor, 
amplifying the disease processes.

In the 1819 Doctor Nathan Smith, a university trained 
physician from Fairfield Medical College in New York, made 
his way up the Red River and set up camp in southwest 
Arkansas near the town of Fulton. He built a series of 
cabins in the side yard to his home to take care of sick 
people who had traveled from afar. His “hospital” offered 
them the opportunity to have a place to stay as they 
recuperated.

After 1820 steamboats made their way up the rivers 
of Arkansas. With the influx of new immigrants came 
the spread of small pox, cholera, and eventually yellow 
fever. These violent diseases triggered many Arkansas 
communities to establish “pest houses” or quarantine 
houses to help prevent the spread of disease. The Arkansas 
Gazette of the 19th century has repeated mentions of these 
facilities especially toward the end of the century. Most 
of these facilities were temporary and provided very little 
care. Their primary function was quarantine. Alms houses, 
charnel houses and poor houses were occasionally used for 
the same temporary hospital purposes. 

In the 1850’s the 
U.S. Marine Services. 
(Predecessor to U.S. Public 
Health Services) created a 
series of Naval Hospitals up 
and down the Mississippi 

to house injured or ill seaman. One of these hospitals was 
at Napoleon, Arkansas at the mouth of the Arkansas River 
near Arkansas Post. Like the rest of the town, the hospital 
was eventually consumed by the river.

The Civil War created a 
great need for hospitals; one 
such hospital was on the 
grounds of St Johns College 
in Little Rock near present 
day MacArthur Park. Another 
of these facilities was one at 
Helena on the Mississippi. 
Freedman Hospitals were established near the end of the war 
and were designed to care for the newly freed slaves. Most of 
these hospital facilities, military and Freedman, were death 
camps.

In the mid-19th century, 
medicine and hospitals began 
to improve. Several important 
factors were at work: some 
of these factors included the 
sanitation and nursing efforts 
of Florence Nightingale in the 
1850’s, the various Sanitary 
Commissions before and 

during the Civil War, the development of effective anesthesia 
for surgery and acceptance of the germ theory. 

In the 1870’s the Benevolent Ladies of Little Rock 
established a charity hospital that was housed in the small 
military barracks behind the Old State House. After several 
years the Pulaski County Judge assumed responsibility for the 
hospital and it eventually morphed into the Pulaski County 
Charity Hospital.

 
The 1880’s saw the 

appearance of modern 
hospitals in Arkansas. The first 
of these was the Arkansas-
Navy Hospital that opened 
on January 17th, 1887 in 
Hot Springs; it focused its 
attention on veterans of the 
Civil War. Later in the year 

St. John’s Hospital in Fort Smith, an Episcopal facility, opened 
its doors; it eventually morphed into Sparks Hospital.  In 1888 
Charity Hospital of Little Rock opened and two years later was 
renamed St. Vincents. In 1888 the Sisters of Mercy purchased 
a small physician-run hospital in Hot Springs that became 
St. Joe’s Hospital. In 1896 Logan Roots Hospital opened in 
downtown Little Rock; it served as small surgical hospital for 
the University medical school. 

  Arkansas 
Hospitals by:  Sam Taggart, M.D.
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In 1900 St. Bernard Hospital in 
Jonesboro began accepting patients. 
Davis Hospital of Pine Bluff was built in 
1908 and eventually became Jefferson 
Memorial Hospital.  The City Hospital 
of Fayetteville officially opened in 1912. 
In Sept 1916 St. Michaels in Texarkana 
admitted its first patient. In January 
1921 Warner-Brown Hospital in El 
Dorado was opened and in full operation. 
In 1913 the Arkansas Children’s Home 
was created. In 1923 construction was 
begun on Arkansas Children’s Hospital 
and the first patient was accepted in 
March of 1926.

Sanitariums and sanatoriums 
began to emerge in the same time 
frame. The two words are often 
used interchangeably but technically 
sanitariums are health resorts developed 
to promote health lifestyle such as the 
Battle Creek Sanitarium in Michigan 
and sanatoriums are facilities developed 
to deal with chronic disease processes 
such as tuberculosis and leprosy. The TB 
Sanatorium in Boonville, Arkansas was 
created in 1910.  In 1900, William Claire 
Green, a nurse trained at the Battle 
Creek Sanitarium established the Little 
Rock Sanitarium at the corner of 13th and 
Marshall Streets in Little Rock. In 1923 
the Baptist denomination purchased his 
facility and renamed it Central Baptist 
Hospital.

Clearly the large tertiary care 
hospitals in Arkansas were located in 
the major population centers. At the 
beginning of the 20th century the road 
system of Arkansas was a patchwork 
of dirt roads that often stopped at the 
county line and were barley passable 
in times of bad weather.  Almost every 
little town even those close to the 
metropolitan areas were on their own 
medically. In the late 19th and early 20th 

century many small doctor’s hospitals 
were created around the state. Included 
in this group was the Paris Hospital 
built and run by the three generations 
of Smith physicians. The Wakenight 
Sanitarium in Searcy eventually morph 
into White County Memorial hospital.  

In the 1940s the Hill-Burton Act 
was passed allocating money to help 
improve the medical infrastructure 
especially in the rural United States.  
A study was commissioned by the 
Arkansas Department of Health that 
examined the available beds and their 
quality in the state. With the exception 
of the few tertiary care hospitals the 

study found that the state of medical 
care infrastructure was very poor. The 
1950s and 1960 saw a great deal of 
money injected into the state and a large 
number of community hospitals emerged 
helping to create the infrastructure for 
the second half of the 20th century. The 
first of these Hill-Burton Hospitals was 
the Crittenden County Hospital in West 
Memphis.

The 
emergence of 
general health 
insurance and 
the passage of 
Medicare and 
Medicaid in 
the mid-1960’s 
resulted in 
the injection 
of large amounts of money into health 
care in the state, much of this financing 
has enhanced and extended the role of 
hospitals in Arkansas.

 

 

What is SavingsPlus?
SavingsPlus is an exclusive benefit for Arkansas Farm Bureau members. Using 
the nation’s largest private discount network, you’ll find savings on everyday 
necessities like food, clothing, car care plus more. In fact, you’ll save enough 
to offset the entire cost of your membership ... and beyond!

 

Thousands of locations
in Arkansas, and over 

100,000 locations
nationwide.

Arkansas
Fayetteville: 740

Jonesboro: 707

Fort Smith: 360

Little Rock: 1,087

Hot Springs: 874

Pine Bluff: 389

Texarkana: 331

Contact your County Farm Bureau to start saving today!
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TMF Quality Innovation Network’s May 24
webinar, “Lessons Learned – Overcoming 
Challenges to Successfully Report PQRS 
and Meaningful Use,” featuring speaker 
Jennifer Sewell, project manager for EHR 
Incentives/Meaningful Use at SSM Health. 
Log in to https://www.tmfqin.org/ to view the/
recording.

1. Decide how you are going to report 
(choose your method).  
• Now is the time to move forward with

your chosen reporting method for 2016 
(i.e., group or individual reporting).
Note, the Group Practice Reporting
Option registration deadline ended 
June 30, 2016.

• Do you have an electronic health

record (EHR)? Does it support PQRS
and meaningful use reporting? If yes, 
typically reporting from your own
vendor product will prove beneficial
and timely.

• Determine a method that will work 
effectively for your clinicians. Some 
systems will need to use more than 
one method.

• If your EHR vendor is unable to easily 
pull measures for your practice or 
specialty, you may want to consider 
using a certified PQRS registry.

• Reference the 2016 PQRS How to Get 
Started webpage for more information.

2. Determine which measures you are 
going to select.

If you found measures that worked

well in 2015, consider using the same
measures. Implement processes to 
improve measure capture. Look at your 
practice and clinician type to identify 
what measures work for you. Using
the same electronic clinical quality 
measures for meaningful use as you
report on for PQRS can streamline your 
focus and efforts to produce the best
results.

3.Continue to attest for meaningful use 
and report PQRS.
Through legislation, the Medicare 

Access and CHIP Reauthorization Act of 
2015 replaced the Sustainable Growth 
Rate formula with a new approach to pay 
physicians and clinicians. The Centers for 
Medicare & Medicaid Services is merging
PQRS, the Value Modifier Program and 
the Medicare Electronic Health Record 
Incentive Program into a new program 
called the Merit-based Incentive Payment
System (MIPS). This program, along 
with the Advanced Alternative Payment 
Models (APM), are the two new programs
physicians and clinicians will be required to 
participate in that will allow them to choose 
measures and activities that are applicable 
to the type of care they provide. Beginning 
in 2017, physicians and clinicians will 
choose to participate in either MIPS or the
Advanced APM.

Visit the TMF Quality Innovation Network
Quality Improvement Organization website 
and locate the Value-based Improvement 
and Outcomes Network, under the Networks 
tab, to learn more about these initiatives
and how you and members of your practice 
or hospital can stay up to date on the latest 
program changes: http://www.tmfqin.org. 

Upcoming Events

The TMF Quality Innovation Network
is hosting upcoming events for the benefit 
of physicians and hospital health care
professionals. Learn more by visiting www.
TMFQIN.org and clicking on the Events tab.

Meaningful Use and the Physician Quality 
Reporting System (PQRS): 

What Physician Practices and Hospital Settings Need to Know

CANCER FOCUSED. PATIENT CENTERED.

 
CARTI is pleased to welcome Ryan Hall, M.D.,as our 
newest hematologist/oncologist. A graduate of the 
University of Arkansas for Medical Science, Dr. Hall 
has recently finished his fellowship at Wake Forest 

Baptist Medical Center in the Division of Hematology
and Oncology following  his Internal Medicine 

Residency Program at University of Kentucky, where he 
served as chief resident.

As one of the largest private cancer clinics in the South, 
CARTI has medical and surgical oncologists, diagnostic 
radiologists and radiation oncologists on staff to treat all 

types of adult cancers and blood disorders. Dr. Hall will be 
seeing patients in Little Rock, Conway and Stuttgart. 

 
 
 
 

To schedule an 

appointment with 

Dr. Hall, call CARTI 

at 501-906-3000 

or 855-552-2784.

carti.com

CARTI Welcomes Dr. Ryan Hall



11501 Financial Centre Parkway
Little Rock, Arkansas 72211

501.223.3322 • 800.880.3322
www.PinnaclePointeHospital.com
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Uncontrolled hypertension is considered 
Public enemy number 2 following smoking 
which still holds the number 1 role steady.1  
Uncontrolled hypertension is responsible 
for about 1,000 deaths per day and $131 
billion dollars in health care costs annually.1  
According to the Centers for Disease 
Control and Prevention, there are 67 million 
American adults with high blood pressure. 
Only 46% of these adults (31 million) 
have their blood pressure controlled.1 
Uncontrolled hypertension is a major cause 
of heart disease and stroke-related deaths.2 
Population-based strategies to address 
uncontrolled hypertension on these 36 
million American adults should target one 
or more of the following sub-groups:

1. Those with hypertension but unaware 
hence untreated – 14 million American 
adults

2. Those with hypertension who are aware 
but untreated – 6 million American 
adults 

3. Those with hypertension who are 
aware, treated but uncontrolled – 16 
million American adults.

Below is a brief summary of evidence-
based strategies that could assist in 
addressing uncontrolled hypertension 

Strategies: The strategies used to 
address uncontrolled hypertension varied 
from mass media campaigns, office-based 
practice transformation, to community 
based participatory research. 3, 4

Unaware hence untreated. Most 
of the strategies were from State and 
National public health agencies, though 
some of them were driven by employers, 
pharmaceutical companies and other 
private entities. They were mainly in the 
form of mass media campaigns such as 
radio spots, newspaper ads and TV ads 
emphasizing the importance of checking 
the BP and the importance of BP control. 
Some of them were health fair screenings 
on BP or worksite screenings on BP. Office-
based approaches such as using electronic 

medical record (EMR) to run a query on all 
patients with 2 elevated blood pressures 
without a diagnosis of hypertension, and 
bringing them to the clinic to evaluate for 
hypertension has shown some promise in 
identifying undiagnosed hypertension. One 
of the public health initiatives in Arkansas 
is, ‘STAR Health’ program, primarily 
targeting southeastern counties of the state. 
In this program, automatic BP monitors 
were strategically placed in pharmacies and 
in areas where people are likely to gather 
such as grocery stores and pharmacies 
along with information on the importance of 
BP control and its ill health consequences. 
The other initiative is, ‘Arkansas Minority 
Barber and Beauty Health Initiative,’ a 
program implemented by the Office of 
Minority Health and Chronic Disease 
Branch at the Arkansas Department of 
Health. The objective of this program is to 
screen people for hypertension and diabetes 
at barber shops where they frequently visit. 
Most of these strategies aim to increase 
awareness among general public about 
BP and its impact on health. The intent of 
these programs is that the individuals who 
are aware about their high BP will seek 
assistance of health care professionals if 
they find an elevated BP. 

Aware but untreated. The strategies to 
address hypertension among individuals 
who are aware but untreated were primarily 
to increase access and affordability to care. 
While the Affordable Care Act increase 
the health care coverage of individuals, 
rural states still bore the heavy burden of 
inadequate access to health care providers. 
Most of the strategies were to increase 
access to care through expansion of 
public and private health clinics in rural 
underserved areas. Some of the strategies 
include expanding provider network to 
include physician extenders such as APNs, 
PAs and pharmacists to treat hypertension 
with or without supervision of a physician. 
Some of the strategies addressed increasing 
affordability to medications.  One such 
population-based strategy was Medicare 
Part D which includes prescription drug 
coverage for Medicare recipients. Several 
pharmaceutical companies have started 

prescription drug assistance programs 
and some private entities/employers are 
also providing prescription drug assistance 
to address the problem of medication 
nonadherence due to lack of affordability.

Aware, treated and uncontrolled. 
Most of the population-based strategies 
address the three key areas of this 
problem – nonadherence to medications, 
nonadherence to lifestyle modification and 
suboptimal therapy for hypertension. The 
population-based strategies to improve 
nonadherence to medications include 
high-risk care management (‘Team-based 
care) to address the barriers such as low 
health literacy, fostering low-cost or no-cost 
medication availability and pill remainders. 
Primary care practices that embraced 
team-based care in to their practice 
through care coordination, self-management 
support and decision support has shown to 
increase adherence to medications, lifestyle 
modification and provide optimal therapy 
for hypertension management. 

Conclusion. Uncontrolled hypertension 
is a serious medical and public health 
threat to our society. A systems approach 
involving both individual and population-
level strategies are essential to combat 
uncontrolled hypertension and its ill-health 
consequences. 
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At MedExpress, we’re dedicated to providing the best possible patient-centered care. And we want your skills and talents to be part of it. 
We’re a national leader in health care with more than 175 locations nationwide and offer to our medical professionals a more innovative, 
flexible, and satisfying way to work, including:

–   Regular, flexible schedules with full-time, part-time and casual options available

–  Full-time benefits, starting at 11 shifts

–  A varied and challenging caseload, with patients of all ages

– A warm and welcoming state-of-the-art center

–  A highly qualified and consistent support team

–  Generous compensation, benefits and relocation assistance

Discover how you can be part of our team.

– Call (304) 906 - 3553

– Email Rachel Leaseburg at rachel.leaseburg@medexpress.com

– Visit medexpress.com/physicians.aspx

Make an impact in your patients’ health and 
join a team that’s transforming healthcare.

POSITIVE WORK  
    ENVIRONMENT?

LLLOOOOOOOOOOOOOOOOOOOKKKKKING FOR A

or board-eligible family medicine physicians in the beautiful and booming Northwest Arkansas area. Employed and 

salary guarantee opportunities are available. Northwest Arkansas is one of the fastest-growing areas in the United 

States and we are looking for dedicated physicians who want to make a difference in the community.

 Competitive salary 

  Commencement and/or  
sign-on bonus
  Possible stipend for the  
remainder of training 

  Student loan repayment  
assistance
  Marketing, relocation, CME  
and more!

For more information, call 479-757-4042 or email  
cldavis@nw-health.com.

NorthwestHealth.com

 may include: 
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Developed in collaboration with:

Agenda

 7:00 am Registration, Breakfast in Exhibit Area

 7:55 am Welcome and Introduction

 8:00 am Update on the Epidemiology of Type 2 Diabetes Mellitus 
and Obesity in Arkansas, the U.S., and Worldwide

 8:15 am Prediabetes and Diabetes Prevention 

 9:00 am Managing Obesity as a Disease and Its Impact on T2DM: 
2016 Evidence-Based Guidelines

 9:45 am Pharmacology Update: Overview of Current Drug Classes, 
Treatment Options, Guidelines, and the Emergence of 
Biosimilar Agents

 10:15 am Break, Refreshments in Exhibit Area

 10:45 am Gestational Diabetes in Arkansas: A Call to Action

 11:15 am Managing Comorbidities: Cardiovascular Complications, 
Kidney Disease and Depression

 11:45 am Pharmacology Update: Incretins, SGLT2s, and Insulin Therapies

 12:30 pm Q&A Panel Discussion

 1:00 pm Adjourn

2016 Arkansas Diabetes Symposium:  
Focus on Prevention, Current 
Treatments, and Comorbidities

 

Course Director
Philip Levy, MD, MACE
Clinical Professor of Medicine 
University of Arizona College of Medicine 
Endocrinologist 
Banner University Medical Group

Faculty
W. Timothy Garvey, MD, FACE
Butterworth Professor and Chair 
Department of Nutrition Services 
University of Alabama at Birmingham

Associate Professor of Obstetrics 
and Gynecology 
University of Arkansas for Medical Sciences

Zachary Stowe, MD
Director, Women’s Mental Health Program 
Professor of Psychiatry, Pediatrics, Gynecology 
& Obstetrics
University of Arkansas for Medical Sciences 
Arkansas Children’s Hospital Research Institute

Linda Siminerio, RN, PhD, CDE 
Professor of Medicine
Executive Director
University of Pittsburgh Diabetes Institute

A FREE CME/CNE/CDR ACTIVITY

ARKANSAS ACADEMY OF PHYSICIAN ASSISTANTS

ARKANSAS COALITION FOR OBESITY PREVENTION

PULASKI COUNTY MEDICAL SOCIETY

Jointly Provided by 
St. Joseph’s Hospital and Medical Center 

and MandatoryCE, LLC.

This activity is supported by an 

This activity is supported by an 
educational grant from Novo Nordisk Inc.

Saturday, Sept. 17, 2016, 7:00 am–1:00 pm
Little Rock Marriott, 3 Statehouse Plaza, Little Rock, AR 72201

Directions: (501) 906-4000
(For overnight accommodations, please call the phone number above to receive the conference rate 

of $116.00 plus tax and reference “Diabetes Symposium”)

Replace with To register call 888-968-7231 or visit www.MandatoryCE.com/ARdiabetes. Application for AAFP Prescribed Credit has 
not yet been approved. This “live” activity has been approved for 4.5 AMA PRA Category I Credits.
(This activity is supported by an educational grant from Sanofi US and Novo Nordisk Inc. )
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AAFP Supports Turn 
the Tide Rx Campaign 
to End Opioid Abuse 

 Surgeon General’s 
Initiative Offers Physician, 
Patient Resources 
August 09, 2016 05:10 pm News Staff 

Every 18 minutes, someone 
in the United States dies from a 
prescription drug or heroin overdose. 
And although this epidemic has 
devastated communities and cost 
thousands of lives, it is still only 
poorly understood by health care 
professionals and the public.

Family physicians can do their 
part to address the opioid abuse 
crisis by tailoring their prescribing 
practices to reduce the supply of 
misused opioids while still treating 
pain safely and effectively. To help, 
Surgeon General Vivek Murthy, M.D., 
M.B.A., has launched a national 
campaign called Turn the Tide 
Rx(turnthetiderx.org) that is based on 
the concept of “prescribers talking to 
prescribers.”

This effort is designed to educate 
and mobilize prescribers to take 
immediate action to stem the opioid 
epidemic, provide patients with 
information to protect themselves 
and their families from opioid 
misuse and overdose, learn from 
communities around the country that 
are finding creative ways to tackle 
the epidemic, and change the cultural 
perceptions about addiction so that 
it is not seen as a moral failing but a 
chronic illness that must be treated 
with skill, urgency and compassion.

Turn the Tide Rx is composed of 
three elements:

the TurnTheTideRx.org website 
that offers practical tools 
and resources for physicians, 
as well as anecdotes about 
physicians’ experiences 
treating their patients with 
pain;

a national tour(turnthetiderx.
org) of communities hit by the 
opioid epidemic during which 
Murthy is visiting treatment 
facilities, performing grand 
rounds with health care 
professionals and conducting 
town halls with community 
members; and

a letter Murthy plans to send 
in late August to more than 
2 million opioid prescribers, 
urging them to improve 
prescribing practices, inform 
patients about the risks of 
opioid addiction and connect 
patients who have opioid use 
disorders to evidence-based 
treatment. The letter will 
also contain a pocket card 
for opioid prescribing, based 
on recent opioid prescribing 
guidance(www.cdc.gov) from 
the CDC.

TurnTheTideRx.org
The TurnTheTideRx.org website 

launched Aug. 8 as a digital 
platform with resources for 
physicians and their patients.

Among physician 
resources(turnthetiderx.org) on 
the site is a pain treatment toolbox 
that features nonpharmacologic 
and nonopioid therapies for use 
in patients with chronic pain who 
aren’t receiving active cancer 
treatment, palliative care or end-of-
life care.

Resources for physicians also 
include a checklist and pocket 

card that were adapted from the 
CDC Guideline for Prescribing 
Opioids for Chronic Pain(www.cdc.
gov) that offer long-term therapy 
considerations. In addition, there is 
information on assessing patients 
who use opioids, opioid dosing, 
opioid use disorder and overdose 
risk, and overdose prevention.

Family physicians can direct 
patients to resources on the site 
that are designed for them, such 
as information on commonly 
prescribed opioids and images 
of those medications, a handout 
on the risks of addiction and 
overdose, information about side 
effects associated with these drugs, 
and step-by-step directions for 
taking opioids that minimize the 
chances of becoming addicted or 
overdosing. The patient section also 
includes links to safe storage and 
disposal information, as well as the 
phone number for the Substance 
Abuse and Mental Health Services 
Administration’s treatment help 
line: 800-662-HELP [4357].

An innovative approach the 
website uses is to share stories 
from physician colleagues who 
offer ideas on dealing with 
topics such as tapering patients 
off opioids(turnthetiderx.
org); the art of prescribing 
these drugs(turnthetiderx.
org); alternatives to opioid 
treatment(turnthetiderx.
org); and using empathy, not 
shame(turnthetiderx.org), with 
opioid abusers.

Finally, TurnTheTideRx.
org asks physicians to take a 
pledge(turnthetiderx.org) to educate 
themselves on how to treat pain 
safely and effectively, screen 
patients for opioid use disorder, 
and provide or connect them with 
evidence-based treatment. Also key 
is to talk about and treat addiction 
as a chronic illness, not a moral 
failing.

From 
AAFP 
NEWS 
NOW:
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Len Kemp, M.D.  of Paragould was installed as President Elect for the coming year.  Dr. Kemp 
graduated from UAMS in 1978 and completed a Family Medicine Residency at John Peter Smith Hospital 
in Texas. He is board certified by the American Board of Family Medicine. He enlisted with the Army 
Reserves in 2003  at the start of the crisis in Iraq and and served the Reserves for 6 years after which he 
joined the Arkansas Army National Guard for another six years serving in Germany, Iraq two times and 
Afghanistan two times.  He has practiced in Paragould for 35 years. 

Scott Dickson, M.D. of Jonesboro was installed Vice President for the year 2016-17.  He graduated 
from UAMS in 1998 and completed a residency in Family Medicine at AHEC NE in Jonesboro in 2001. He 
is a Diplomate of the American Board of Family Medicine and serves as Director of the AHEC NE Family 
Medicine Residency in Jonesboro.  

Matthew Nix, M.D. of Texarkana will serve as the AR AFP’s Secretary for the coming year.  A graduate 
of UAMS in 2006, he completed a residency in Family Medicine at AHEC SW in Texarkana in 2006.  He 
currently serves as Medical Director at the Family Medical Clinic. 

Amy Daniel, M.D. of Searcy was installed Treasurer for the coming year.  A graduate of UAMS in 2002, 
she completed a residency in Family Medicine at UAMS NE in Jonesboro in 2005. A diplomate of the 
American Board of Family Medicine, she is a Family Physician for ARCare and practices in Augusta. 

Newly Elected Board Members

William Brent Bennett, M.D. of Hope  was elected as the New Physician to the Board.  He is a 2012 
graduate of UAMS and completed a residency in Family Medicine at AHEC SW in Texarkana in 2015.  He 
is a Diplomate of the American Board of Family Medicine and practices in Hope, Arkansas. 

Marion “Eddy” Hord, M.D., was re-elected to another term on the Board. A graduate of the University 
of Arkansas for Medical Sciences in 1997, he completed his residency at AHEC SW in Texarkana in 2000 
and practices in Stuttgart.  He is a Diplomate of the American Board of Family Medicine. 

Meet our Newly Elected 
Officers and Board Members
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Ross Halstedt, M.D.  was re-elected to a three year term on the Board.  A graduate of the University of 
Arkansas for Medical Sciences  in 2010; he completed a  family medicine residency at Cox Family Medicine 
Residency Program in Springfield, Mo. in 2013 and practices family medicine at Regional Family Medicine 
Clinic in Mountain Home. He is a Diplomate of the American  Board of Family Medicine. 

John P. Wornock, M.D., of Searcy  was elected to a three year term as 
Director. Dr. Wornock is a 1995 graduate of the University of Arkansas for 
Medical Sciences and completed a Family Medicine residency at AHEC South in Pine Bluff in 1998. He 
is a Diplomate of the American Board of Family Medicine and is the owner of PrimeCare Medical Clinic 
with locations in Searcy, Conway and North Little Rock. 

Brittany Ackley, M.D., was appointed as the Resident Director to the Board for a one year term.  Dr. 
Ackley graduated from medical school at the American University of the Carribbean and is a third year 
Resident in Family Medicine at AHEC SW in Texarkana. 

Evan Branscum is a fourth year medical student at the University of Arkansas for Medical Sciences who 
will serve a one year term on the Board. President of the ArAFP’s Family Medicine Interest Group, he is 
a native of Marshall and is a graduate of the University of Arkansas at Fayetteville. 

Along with our President Tommy Wagner being 
installed as President, the following officers were 
installed for the coming year by Dr. John Meigs, 
AAFP President Elect

2016-17 Elected Officers
President Elect……..Len Kemp, M.D., Paragould
Vice President -  Scott Dickson, M.D., Jonesboro

Secretary -  Matthew Nix, M.D., Texarkana
Treasurer -  Amy Daniel, M.D., Searcy
Delegate -  Julea Garner, M.D., Hardy

Alternate Delegate -  Lonnie Robinson, M.D., 
Mountain Home

Newly Elected Directors Installed
Brittany Ackley, M.D., Texarkana 

Evan Branscum, Little Rock 
William Brent Bennett, M.D., Hope

Ross E. Halstedt, M.D., Mountain Home
Eddy Hord, M.D., Stuttgart 

John P. Wornock, M.D., Searcy

Newly Elected Officers and Directors 
Installed at ARAFP Annual Assembly



20

In spite of record high temperatures in Arkansas combined with the largest group ever to hit Central 
Arkansas at the same time as our meeting, our assembly was very much a success in terms of attendance, 
participation and evaluations of our topics and speakers. 

We held the meeting this year in August rather than June which seemed to help attendance; the meeting 
was held at Embassy Suites in West Little Rock where all rooms are suites and parking is free with many 
comments made about the advantages of the Embassy over downtown hotels; and very favorable remarks 
were made about the topics and speakers. 

With 177 Physicians, two FP Residents and two medical students along with three RNP’s our registration 
was excellent but attendance was the best ever with an estimated 150 in each lecture throughout Saturday!

The top rated speakers on our program was Family Physician Dr. Mark Jansen of Little Rock; Family 
Physician Dr. Elton Cleveland, Family Physician Dr. Lonnie Robinson, Little Rock Dermatologist Dr. Scott 
Dinehart of Little Rock; Northwest Arkansas OB/GYN Dr. Erin Large;  Family Physician Dr. Wayne Blount 
of Atlanta, Georgia.  Favorable remarks were made on the first time ever held TED Talks by our board 
members, Doctors Scott Dickson, Julea Garner and Jeff Mayfield and there were several topics suggested 
for next year that will be reviewed. 

Please mark your calendars for next year’s meeting which will be held again at Embassy Suites in Little 
Rock August 2, 3, 4 and 5, 2017!

ARAFP’S ANNUAL ASSEMBLY – A SUCCESS!
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ARKANSAS S LARGEST COMPREHENSIVE 
PAIN MANAGEMENT PRACTICE SPECIALIZING IN THE 

TREATMENT OF ALL CHRONIC PAIN CONDITIONS.
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West Little Rock 
Family Practice 

Clinic is seeking a 
full time physician to 
join an established 
practice. Our clinic 
provides diagnostic 
testing, treatment 
and preventative 

services in a warm, 
caring comfortable 

environment. We are 
seeking a physician 

who desires to step into 
an existing practice 
with no evening or 
weekend  hours. 

Competitive salary 
and excellent benefit 

package provided. 
Email resume or 

contact information to 
chenalfamilypractice@

yahoo.com
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Get Back to Life

The inaugural class of the new 
osteopathic medical school in Arkansas 
began August 8 with 120 students of 
which 58 graduated from a university 
in Arkansas.  Other states represented 
by the students are Texas, Louisiana,  
Mississippi, Missouri, Tennesssee, 
Florida and Illinois. 

New York Institute of Technology 
College of Osteopathic Medicine at 

Arkansas State University is accredited 
by the Commission on Osteopathic 
College Accreditation and is the states 
first osteopathic medicine medical 
school.  

A second osteopathic medical school 
is being built in Fort Smith with plans to 
open in the fall of 2017. 

As many of you know, we have many 
osteopathic physicians as members 

who have completed a Family Medicine 
Residency program.  We look forward 
to working with the new osteopathic 
schools in establishing Family 
Medicine Interest Groups in hopes 
of increasing the numbers of Family 
Medicine residents in our state in the 
coming years.  Approximately 60% 
of Osteopathic Physicians nationwide 
choose a primary care specialty.

New York Institute of Technology College of Osteopathic 
Medicine Started Classes August 8 in Jonesboro
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WE OFFER:  
Competitive Salaries, Benefits, Federal Law 
Enforcement Retirement, Recruitment, and 
Retention Bonuses. We  also offer Credit For Non 
Federal Service For Vacation Time .  In addition, we 
cover all Malpractice Coverage and there are no 
insurance hassles to deal with.  

APPLY ONLINE AT USAJOBS.GOV 
Announcement BOP-N-0602-2016-GP 
For more information/assistance call:  
870-494-4216 

FCC Forrest City, AR currently has (2) vacancies for Medical 
Officer. Please note the following requirements:  



ABFM Simplifies, 
Streamlines Family 
Medicine Certification 

 Clinical Simulations No Longer 
Required, Plus Other Changes 
July 26, 2016 01:30 pm Cindy Borgmeyer 

The American Board of Family Medicine 
(ABFM) launched its Maintenance of 
Certification for Family Physicians (MC-FP) 
Program nearly 15 years ago, but the work 
of fine-tuning the continuing certification 
process to best meet family physicians’ 
professional development and lifelong 
learning needs continues.

As ABFM President and CEO James 
Puffer, M.D., said during a recent AAFP visit 
to the board’s headquarters in Lexington, 
Ky.: “We have a lot of exciting things going 
on that we think will benefit your members.”

For starters, the term “MC-FP” is going 
by the wayside; it’s the Family Medicine 
Certification process now. And although 
the four core elements that make up the 
certification process -- Professionalism, 
Self-Assessment & Lifelong Learning, 
Cognitive Expertise, and Performance 
Improvement -- remain with some 
modifications, other terms have changed, as 
well, to more accurately describe what they 
are. It’s all nicely laid out in the ABFM’s 
Summer 2016 Phoenix newsletter(www.
theabfm.org), but here’s a quick cross-walk 
from the old to the new: 
 
STORY HIGHLIGHTS

Although the American Board of 
Family Medicine (ABFM) Maintenance 
of Certification for Family Physicians 
Program is nearly 15 years old, the ABFM 
continues to improve its processes.
Much of the language associated with the 
program is changing to more accurately 

describe the individual components.
In addition, the clinical simulation portion 
of the program’s previously structured 
self-assessment activities is being 
decoupled from the knowledge assessment 
portion and will no longer be a required 
component.
Part II modules -- also called Self-
Assessment Modules (SAMs) -- are 
now known simply as Self-Assessment 
activities,
Part IV modules -- also known as 
Performance in Practice Modules (or 
Methods in Medicine Modules for FPs 
who do not provide continuing care for 
patients) -- are now called Performance 
Improvement activities,
The MC-FP Examination is now referred 
to as the Family Medicine Certification 
Examination,
MC-FP Stages are now Certification 
Stages, and
MC-FP Points are now Certification 
Points.

And it’s not just the terminology that’s 
changing. Perhaps the most substantive 
change to Family Medicine Certification 
was based on ABFM diplomates’ feedback 
regarding the SAMs. Namely, that the 
clinical simulation portion of these activities 
was not as useful as the knowledge 
assessment portion in helping to enhance 
clinical practice.

Accordingly, the ABFM has now 
uncoupled the two elements. Whereas 
family physicians previously were required 
to complete a SAM that included both a 
60-question knowledge assessment plus 
a clinical simulation, the Knowledge 
Self-Assessment (KSA) will now be 
the minimum required self-assessment 
activity. A completed KSA will provide 
10 certification points and eight CME 
credits toward diplomates’ certification 
requirements.

The Clinical Self-Assessment (CSA) is 
being evaluated and redesigned based on 
physician feedback, but will be available as 
an optional self-assessment activity that can 
be completed for five certification points 
and four CME credits toward certification 
requirements.

ABFM CHANGES ECHOED IN AAFP 
WORKING GROUPS

Recently announced changes to the 

American Board of Family Medicine’s 
(ABFM’s) continuing certification process 
have important implications for the AAFP-
sponsored live activities formerly known as 
Self-Assessment Module (SAM) Working 
Groups.
In keeping with the ABFM’s decision 
to uncouple the clinical simulation 
requirement from the knowledge 
assessment portion of the former SAMs 
-- leaving the Knowledge Self-Assessment 
(KSA) as the minimum required self-
assessment activity -- these groups will now 
be known as KSA Working Groups. Note 
that although the name has changed, the 
content of the knowledge assessment has 
not.
And whereas before, SAM Working Groups 
carried no CME credit (credit was earned 
only after the physician completed the 
clinical simulation portion of the SAM 
and paid an ABFM fee), physicians who 
complete an AAFP-approved KSA Working 
Group activity will now be eligible for eight 
Live AAFP Prescribed credits.
Already completed a SAM during your 
current certification stage? Don’t worry, 
it still counts. A completed SAM will meet 
the minimum KSA requirement and provide 
15 certification points along with 12 CME 
credits toward certification requirements.
Those now in the process of completing 
a SAM have until July 31, 2017, to do so. 
Take note, however: To satisfy the minimum 
requirement and receive the 15 certification 
points, both the 60 questions and the 
clinical simulation must be completed.
Overall, the introduction of KSA and CSA 
activities that results from splitting the 
SAM allows diplomates to more closely 
tailor how they complete their certification 
requirements, and the ABFM is reinforcing 
that flexibility by applying a points system 
to all physicians’ certification requirements 
regardless of when they last certified or 
which certification pathway they have 
chosen.
All the details are outlined in the Phoenix, 
but here’s a key takeaway: The changeover 
to the point system does not require 
diplomates to complete any new activities.
Finally, the ABFM is simplifying how 
diplomates pay for certification, shifting 
from the current methodology -- which 
amortized the total cost of certification 
(including the cost of the next examination) 
based on whether the physician was 
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following the seven- or 10 year certification 
cycle option -- to simply paying the same 
amount annually regardless of certification 
pathway. The annual payment will still 
include the cost of the next examination.

FDA Safety Alert 
 Use Fluoroquinolones Only as 

Drug of Last Resort for Some 
Infections 

Before you reach for the proverbial 
prescription pad for a patient with an acute 
bacterial sinus infection, consider this: The 
FDA has upped the stakes when it comes 
to warning prescribers and Patients about 
the possible adverse effects of systemic 
fluoroquinolone use.  

Ruptured tendon injuries are one 
possible adverse effect seen with use of 
systemic fluoroquinolones.

According to a July 26 FDA Drug Safety 
Communication(www.fda.gov), these 
medications have been associated with 
disabling and potentially permanent side 
effects involving tendons, muscles and/
or joints, as well as peripheral nerves and 
the central nervous system. Some patients 
may even experience more than one such 
adverse effect.

Therefore, said FDA officials, 
fluoroquinolones should be used in patients 
with acute bacterial sinusitis (ABS), acute 
bacterial exacerbation of chronic bronchitis 
(ABECB) or uncomplicated urinary tract 
infections (UTIs) only when no other 
treatment options are available, “because 
the risk of these serious side effects 
generally outweighs the benefits in these 
patients.”

“Fluoroquinolones have risks and 
benefits that should be considered very 
carefully,” said Edward Cox, M.D., director 
of the Office of Antimicrobial Products in 
the agency’s Center for Drug Evaluation 
and Research, in a news release(www.fda.
gov). “It’s important that both health care 
providers and patients are aware of both 
the risks and benefits of fluoroquinolones 
and make an informed decision about their 
use.”

The agency has revised the boxed 
warning for all drugs in this class of 
antibiotics to reflect these serious safety 
concerns. Those drugs are

moxifloxacin (Avelox)
ciprofloxacin (Cipro)

ciprofloxacin extended-release (Cipro 
extended-release)
gemifloxacin (Factive)
levofloxacin (Levaquin) and
ofloxacin (Ofloxacin generic brand).
Other sections of the drugs’ labels 

have also been updated with new warning 
language, and their respective patient 
Medication Guides have been revised.

The FDA based its actions on a review 
of placebo-controlled clinical trial results 
involving various antibacterial drugs 
used in patients with ABS, ABECB and 
uncomplicated UTIs. Although some trials 
showed a treatment benefit for ABS and 
ABECB cases, and most trials showed a 
treatment benefit for uncomplicated UTIs, 
many patients who received placebo also 
saw clinical resolution of infection.

In addition, FDA officials evaluated 
postmarketing reports of adverse events 
associated with fluoroquinolones to 
re-evaluate their relative risks and benefits 
in treating these conditions. A search of 
the FDA Adverse Event Reporting System 
database from November 1997 to May 2015 
identified 178 cases in which apparently 
healthy patients who took an oral 
fluoroquinolone to treat ABS, ABECB or 
uncomplicated UTI developed disabling and 
potentially irreversible adverse reactions.

Mean duration of these reactions was 14 
months, with the longest duration reported 
at nine years. Three out of four cases 
occurred in patients ages 30-59 years.

Specific events reported include
tendinitis and tendon rupture,
muscle pain or weakness,
joint pain and/or joint swelling,
peripheral neuropathy, and
central nervous system effects (e.g., 
psychosis, anxiety, depression, suicidal 
thoughts).

Effects can begin within hours of starting 
the medications, but they may not be seen 
until after weeks of treatment. Patients 
should be advised to discontinue the drugs 
immediately if they experience any serious 
adverse effects.

The benefits of fluoroquinolones 
continue to outweigh the risks when used 
for certain serious bacterial infections (e.g., 
pneumonia, intra-abdominal infections) and 
the FDA says it is appropriate for them to 
remain available as a therapeutic option in 
such cases.
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YOUR OWN
CUSTOMIZED 

HOSPITAL
PATIENT GUIDE

No Cost To You.
Fiscal restraints and budget line item 
cancellations have hospitals cutting back 
in all areas. Here’s help. Our Patient 
Guides are an excellent perceived patient 
benefit saving your hospital time and 
money while informing and educating 
patients about your facility and their care. 
Best of all, there’s no effect on your 
bottom line, we produce them at 
absolutely no cost to you.

Your full-color, glossy, Patient
Guide is completely customized for 
your hospital.

You also get an easy-to-use ePub 
version to send to patients with 
email-also at no cost.

Inform and educate your patients 
quickly and efficiently. Your 
professional staff can now spend less 
time answering routine questions.    

Your hospital needs one
and you can get it free.
For complete, no obligation, information

on how we can provide your 
Hospital Patient Guide, call or email today.

Gary Reynolds 1-800-561-4686 ext.115 
or greynolds@pcipublishing.com

SAINT LUKE’S
PATIENT
INFORMATION
& VISITOR 
GUIDE

Saint Luke’s Hospital

&PATIENT
              VISITOR   

INFORMATION     
         GUIDE
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Hospice Care Increases Comfort; Quality of Life

By Kimberly Garner, MD, JD, MPH

Medicare’s hospice benefit is increasingly being used 
by providers, patients and their families for end-of-
life care. In 2010, approximately 1.5 million patients 
received hospice care from more than 3,500 Medicare-
certified hospice organizations.1 The Medicare hospice 
benefit does not seek a cure, but focuses on comfort, 
including pain control and quality of life. 

In most cases, patients are cared for in their home, 
but services can be provided in hospice centers, 
hospitals, nursing homes and other long-term care 
facilities.2 Specially trained physicians, nurses, social 
workers, chaplains and volunteers provide hospice care 
to the patient and their family.

Medicare Part A pays a daily rate to the hospice 
organization for hospice care, regardless of the number 
or types of services provided. To qualify for hospice 
benefits, two physicians must certify that a patient 
has less than six months to live if his or her disease 
process runs its expected course. The patient’s treating 
physician and the hospice physician usually provide this 
certification. 

After receiving hospice 
benefits for two, 90-day benefit 
periods, the hospice team will 
evaluate whether the patient 
continues to have a prognosis of 
less than six months. Following 
this evaluation, the hospice 
will evaluate every 60 days to 
determine if continued care under 
hospice is still appropriate. When 
a hospice provider recertifies the 
six-month or less prognosis, the 
judgment is made based on the 
patient’s current status, not on the 
admission date.2

Length of services varies

Many healthcare providers wait 
to recommend hospice until they 
are very certain of a terminal 
prognosis or all treatment options 

have been exhausted. This frequently results in shorter 
hospice stays and patients not receiving all the benefits 
that hospice can provide. The median length of hospice 
services in 2011 was 19.1 days; the average length of 
service was 69 days.4 In 2012, about a third of hospice 
patients used hospice for less than a week; nearly two-
thirds received care for less than a month.6 

The difficulty in establishing prognosis can also 
result in patients receiving hospice care for longer than 
six months.2   This has resulted in an increasing number 
of patients being discharged from hospice. The overall 
rate of live discharges increased from 13.2 to 18.1 
percent between 2000 and 2012.5 

A recent study revealed that a third of living patients 
discharged from hospice died in the subsequent six 
months, potentially signifying ongoing need for hospice 
care. This suggests that discharged patients should 
receive palliative care and be evaluated frequently 
for changes that would indicate the need for hospice 
readmission, especially within the first weeks to months 

after discharge.

Palliative care options

If a patient does not currently 
meet eligibility criteria or chooses 
not to receive hospice, he or she 
can receive palliative care to 
manage symptoms at any point 
from the initial diagnosis onward. 
Palliative care is a medical 
approach that also addresses 
pain, distressing symptoms, care 
planning and patient concerns. 
According to the World Health 
Organization, “palliative care 
improves the quality of life 
of patients and families who 
face life-threatening illness, by 
providing pain and symptom 

continued on page 28
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relief, spiritual and psychosocial 
support, from diagnosis to the 
end-of-life and bereavement.”7

Hospice and palliative care 
have similar treatments and 
philosophies of care. However, 
the difference between the 
two is the patient’s wishes 
regarding curative treatment 
and/or whether a six-month 
prognosis is expected. Patients 
can receive palliative care while 
also receiving curative care. 
Many patients and their families 
misunderstand the distinction 
between palliative and hospice 
care and this often leads to an 
underuse of palliative care.

Provision of palliative care 
can be divided into three 
levels. The first level is primary 
palliative care, which ideally 
any health care provider should be able to deliver. 
Secondary palliative care refers to the specialty-

trained providers and medical 
centers that provide palliative care 
consultation and on-going specialty 
care. Tertiary palliative care refers 
to academic medical centers that 
provide specialist care for the most 
complex cases. Tertiary palliative 
care providers and centers are 
also usually involved in research 
and education of palliative care 
providers and usually found in 
academic settings.3 Increasing 
the number of providers trained 
in palliative care as well as the 
number of palliative care programs 
in community settings and nursing 
homes is desperately needed.

While palliative care can be 
provided by any clinician with this 
knowledge and skills, care can 
be enhanced by programs that 
add additional layers of support 
from an interdisciplinary team. 
A team can assist patients and 
families to understand treatment 

options, identify resources, and help them explore their 
feelings, beliefs and values.

continued from page 26
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Palliative and hospice care increase value

Palliative care and hospice care contribute to 
health care value by effectively controlling symptoms
and clarifying goals of care. One study reported 
an 85 percent improvement in pain management, 
reduced costs and a 17 percent reduction in hospital
readmissions. The study also found that the earlier the
patient received palliative or hospice care, the greater
the savings.8

Dr. Garner is a dual-boarded physician in geriatrics 
and hospice and palliative medicine and works at the 
VISN 16 Geriatric Research, Education and Clinical 
Center for the Department of Veterans Affairs.

REFERENCES

1. “Hospice and End-of-Life Options and Costs.” 
Online at http://www.debt.org/medical/hospice-
costs/. Oct. 16, 2014.

2. “Hospice Services.” Online at http://www.
medpac.gov/documents/reports/mar13_ch12.
pdf?sfvrsn=0. Oct. 23, 2014.

3. Von Gunten CF. Secondary and tertiary 

palliative care in US hospitals. JAMA.
;287(7):875-81.

4. Hoyert DL, Xu J. Deaths: Preliminary Data for 
2011, National Vital Statistics Reports, vol 61
no 6. National Center for Health Statistics, CDC.
Online at http://www.cdc.gov/nchs/data/nvsr/
nvsr61/nvsr61_06.pdf. Oct. 22, 2014.

5. Kutner JS, Meyer SA, Beaty BL, et al. Outcomes
and characteristics of patients discharged alive
from hospice, J of Amer Geri Soc, 2004; 52(8):
1337-42.

6. “The Right Care at the Right Time: 
Hospice Length of Stay.” Online at http://
hospiceactionnetwork.org/linked_documents/
get_informed/policy_resources/PolicyBriefing_
LengthofStay_March2014.pdf. Oct. 21, 2014. 

7. “World Health Organization. “http://www.who.int/
cancer/palliative/en/ 11/2/2015./

8. Amer Soc of Clin Oncology, Choosing Wisely: an
initiative of the ABIM Found, retrieved Feb. 14,
2016.

a f m c . o r g / h e a l t h i t

HealthIT

AFMC HealthIT
Will Help

Relieve Your Pain

Sign up for no-cost technical assistance
for Medicaid Meaningful Use 

Maximize incentives    Streamline processes
Align measures

501-212-8616
afmc.org/healthit



30

For over 30 years, The BridgeWaWW yaa has been
caring foff r Arkansans of all ages. Now,ww The
BridgeWaWW yaa offeffff rs Senior Care to adults, 55 and
older,rr struggling with mental health concerns.
In honor of those who raised us, we provide
the foff llowing:

• New,ww state-of-ff the-art faff cility
• 24-hour nursing care
• Medication management and phyh sician care
• Discharge and aftercare planning
• Neuropsychological testing
• Safeff , serene envnn ironment in central Arkansas

Here we treat each patient with dignity and
care that mayaa bring hope, help and healing to
those seeking a sense of wellness.

www.TheBridgeWay.com
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TO HEAL and get 
back to what I love 
about family medicine.

Do yyouou remmmmememember whhy y you became a faammilyy phyhysician? When yyou 
pracctiticcee iniii tttthhehh AArmmy oror Army Reservvee, yyyyou ccanna  ffoocus on cararing g g
for ourur  SSoloolo did ers ana dd ththheieir FamiliFF es. Yoouu’’’lll ppYY rracactticcee in an
environnmement withthouo tt ccooncerns about yyooooouoo r patattttiennts’ abillity y tto o 
pay or ovovererheadadd eexpxpenenses s. Moreover, ,rr yyyooooouo ’ll seeee yyour efforttss
making aa ddiifffeerenenccee..

©2010000.. Paaiiiddd ffffor bbyy tthe hhhe UUUUninin tted e Statteees As As Arrmyyyy... . AAAlAyyyyy ll ririririggggghtttsss rrrese ervvvvedededdeddeded...

To learn more, call SSG Christina
Graggs at 877-571-0980 or visit
healthcare.goarmy.com/dy94.



Arkansas Academy of Family Physicians
500 Pleasant Valley Drive, Building D, Suite 102
Little Rock, Arkansas  72227

Presorted Standard
U.S. POSTAGE PAID
LITTLE ROCK, AR
PERMIT NO. 2437

Medical 
Professional
Liability 
Insurance

870.540.9161  SVMIC.com ContactSVMIC@SVMIC.com

As we proudly celebrate 

40 years of insuring physicians, 

our commitment to you 

is stronger than ever.

•    Claims handling expertise

•  Highly acclaimed 

   policyholder service

•  Patient safety education

•  Risk evaluation services

•  Practice management consulting

• Local representatives


