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PROBLEMS YOU MAY SEE
BREASTFEEDING  

State Physical Activity & Nutrition for Arkansas
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Fifteen family physicians in 13 counties 
have committed to promoting 
breastfeeding. Join the Breastfeeding 
Initiative and you’ll get a copy of Dr. 
Thomas Hale’s book, Medications & 
Mother’s Milk, the Breastfeeding and 
Protocol Guide and earn free CME 
at the UAMS Family Medicine Spring 
Review April 25 - 28.  
Email wmitchell@uams.edu for details.

Hear more from Dr. Misty Virmani 
on breastfeeding issues providers 
may see.

Scan to view

A common issue you’ll see with 
breastfeeding moms is pain with 
breastfeeding, often linked to plugged 
ducts the first three to eight days  
post-partum. Teach her to empty her 
breasts with heat compresses, massage, 
or vibration. If she has a fever or flu-like 

symptoms, it’s likely mastitis. Even though 
her breast may show no redness, 

start her on antibiotics immediately 
(doxycycline, clindamycin, 
Bactrim, and Augmentin) along 
with pain medication such as 
ibuprofen and acetaminophen. 
For questions on medications 
and breastfeeding, email 

breastfeedingmedicine@uams.edu. 

Breastfeeding is best.
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Greetings Everyone,

As most of you know, the 2023 
Arkansas Legislative session is 
underway.  The ArAFP Legislative 
Committee has been hard at work 
reviewing bills that may impact our 
patients and our specialty.  There are 
several scope of practice bills that 
I’d like to bring to your attention.  
SB79 sponsored by K. Hammer seeks 
to allow full independent practice 
authority for clinical nurse specialists; 
SB86 sponsored by C. Penzo seeks 
to create the Arkansas Naturopathic 
Physician Licensure Act.  I would like 

to encourage each of you to review 
these and if you have any concerns 
about these bills, please contact your 
legislators and reach out to the Board 
for more information.  A decision 
was made by our executive committee 
to support SB178 the Psychiatric 
Collaborative Care Model and HB1271 
the Gold Card Bill, which will exempt 
certain healthcare providers that 
provide certain healthcare services from 
prior authorization requirements. We 
need you to reach out to your respective 
legislators to encourage their support 
of these bills.  Also be aware that a 
resolution on legalizing recreational 

use of marijuana with the ability to 
home grow has been presented by 
Senator J. Bryant.  The ArAFP position 
was in opposition to the recreational 
use of marijuana as it made it to the 
ballot on last year.  If you have strong 
feelings on either side of this issue, 
again please reach out as we would like 
to truly represent the consensus of the 
membership on this issue.  The ArAFP 
is working to create a toolkit for family 
physicians to provide education and 
educational materials for our members 
as it relates to medical marijuana use.  
As I have said many times before, we 
need YOU! Your voice needs to be 

Tasha Starks, MD, MPH
President 2022-2023

Impatient Treatment (24-hour care)
• Psychiatric
• Dual diagnosis
• Medical detoxification (adults only)
• Specialty program for women

Outpatient Treatment: Adults
• Partial hospitalization (full-day group

therapy)
• Intensive outpatient morning sessions
• Changing Paths medication-assisted

treatment
• Outpatient treatment for partial

hospitalization offered in person or on
telehealth

Specialized Behavioral Health Programs
Inpatient, Partial Hospitalization and Intensive Outpatient 

Programs for Adolescents and Adults

With limited exceptions, physicians are not employees or agents of this hospital. For language assistance, disability accommmdations, and the 
non-discrimination notice,  visit our website at springwoodsbehavioral.com. 

Outpatient Treatment: Adolscents
• Partial hospitalization evening

program (group therapy)

Call to speak with a Clinician today about our programs
888.521.6014

Family Physicians Needed 
in Paragould, Arkansas

Arkansas Methodist Medical Center is 
seeking to hire Family Practice Physicians 
for Clinic and Urgent Care.

•  Student Loan Repayment Assistance
•  Stipends and Bonuses Available

Contact:
https://www.myammc.org/joblistings/
category/physician_opportunities 
or Leigh Ann Jones, Executive 
Assistant and Physician Recruitment
at leigh.jones@arkansasmethodist.org

A MESSAGE FROM THE PRESIDENT

Working For You
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heard and as this legislative session 
continues, we may call upon you to 
allow your voices to be heard.  Our 
patients and colleagues depend on and 
need you.  The ArAFP is monitoring 
bills being put forth and working 
closely to develop our positions and 
to ensure that they represent you.  We 
want each of you engaged to help us 
prevent bills that threaten our ability 
to provide care to our patients and 
communities. We want to prevent 
those that impede or infringe upon 
the work that you do each day.  We 
need YOU! Please feel free to reach 
out via phone or email, I want to hear 
from YOU! 

We (Tasha Starks, Leslye 
McGrath, Mary Beth Rogers), 
just returned from Dallas, TX for 
our Multi-State Forum.  Arkansas 
served as the host chapter for this 
meeting.  Meeting attendees came 
from Arizona, California, Colorado, 
Illinois, Iowa, Kansas, Missouri, 
Montana, Nebraska, New Mexico, 
Oklahoma, and Texas.  Mary Beth 
worked very closely with the Texas 
Chapter and made this meeting 
an overwhelming success!  Our 
National President, Dr. Tochi Iroku-
Malize was in attendance and gave 
a very passionate presentation on 
her experience as a patient.  Shawn 
Martin, Executive Vice President 
and Chief Executive Officer for the 
AAFP did a “Between the Ferns” 
Question and Answer session 
with yours truly.  He answered 
questions (for over an hour) 
concerning the mission, strategy 
and vision the AAFP is providing 
to its members.  Specifically he 
discussed how the AAFP plans to 
support small/solo/rural practices, 
membership value, value based 
care, and balancing political 
advocacy with member expectations.  
Aledade gave an excellent 
lecture on Value Based Care and 
have been strong supporters of 
the academy.  Dr. Gary Leroy, 
ABFM VP of Diplomate Affairs, 
gave an update on maintenance 
of certification, discussed the 
Longitudinal Assessment (FMCLA) 
and discussed the removal of the 

$250 application fee for continuing 
certification candidates to register for 
the Family Medicine examination, 
as well as allowing up to 2 attempts 
at no additional costs for repeat 
examinations for those who are 
current with their annual process fee 
payments, and so much more was 
presented at this meeting.  Dr. Leroy 
will be speaking at the Scientific 
Assembly in August to update us on 

maintenance of certification.  Please 
make plans to attend August 9-12, 
2023. 

I want to thank each of you for 
the work you do.  Family medicine 
in Arkansas is better because of your 
consistency and efforts to advance the 
specialty.  Thank you for improving the 
lives of Arkansans daily!

Tasha Starks, MD, MPH

"Getting You Back to
Better Health."

-Amir Qureshi, MD

6 CONVENiENT LOCATiONS 
iN CENTRAL ARKANSAS

Little Rock
5700 West Markham St.
Benton
115 W. McNeil St.
White Hall
202 Frankie Ln.
Searcy
3524 East Race Ave.
Jacksonville
140 John Harden Dr.
Conway
1506 Dave Ward Dr.

501-227-0184     WWW.ARKANSASSPINEANDPAIN.COM      

ARKANSAS’S #1 SOURCE 
FOR PAiN MANAGEMENT
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To order your copy of CDC’s updated PrEP Toolkit, visit: 
cdc.gov/PrescribeHIVPrevention. 

Stay up to date on HIV prevention with the 
Centers for Disease Control and Prevention’s 

(CDC’s) updated PrEP Toolkit. 
PrEP (pre-exposure prophylaxis) is a powerful tool for preventing acquisition 
of HIV. When taken as prescribed, PrEP reduces the risk of getting HIV from 
sex by about 99% and from injection drug use by at least 74%.

CDC’s updated PrEP Toolkit contains essential resources for you, your 
patients, and your practice, including:

 • Easy-to-use Clinicians’ Quick Guides with answers to your frequently 
asked questions about PrEP.

 • Practical strategies for discussing sexual health—including HIV 
prevention—with your patients.

 • Updated brochures for your patients to help them learn more about 
the power of PrEP.

NEW CDC RESOURCES
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Dyslexia, our Role as Family 
Practice Physicians

Dyslexia affects 20% of children and 
as Family Practice Physicians it is our role 
to not only recognize the children who are 
struggling academically, but to also help 
these children and their parents by giving 
them the education and tools to navigate the 
medical and education systems. Dyslexia is a 
specific learning disability (SLD) that affects 
a person’s ability to read.  It is characterized 
by difficulties with accurate and fluent word 
recognition along with poor spelling and 
decoding abilities. Dyslexia is an inherited 
condition that affects the parts of the brain 
responsible for learning to read. These 
difficulties are typically out of proportion 
to a child’s cognitive ability. Acquiring the 
ability to read is an intrinsic part of today’s 
society providing the foundation needed for 
education and the ability to navigate just 
about every aspect of daily life.  

As a mother of a dyslexic child and 
a physician to many dyslexic children, I 
am passionate about early diagnosis and 
intervention. As Family Physicians, we 
are in a unique position to recognize these 
children that we serve, especially the ones 
that have fallen through the educational 
gaps and are falling behind in school. These 
children usually have normal or high IQ’s 
and many times have an amazing ability to 
partially compensate and adapt, making late 
diagnosis common.  Dyslexia is commonly 
undiagnosed despite the fact that the child 
has failed to learn to read. Late diagnosis 
can cause a child to continue to fall further 
behind academically and persistent failure 
greatly increases the risk of low self-esteem, 
anxiety and depression. Adults with 
specific learning disabilities (SLD), are 46% 
more likely to attempt suicide.  In a study 
conducted by the University of Texas (2000), 
the prevalence of dyslexia in prisoners was 
found to be 48%, over twice that of the 
general population.  

Dyslexia is now known to be an 
inherited neurobiological disorder. 
Molecular genetic studies in families with 

dyslexia have identified several chromosome 
regions linked to dyslexia. The nature of 
genes identified, suggest a disturbance in 
the cortical neuron migration during fetal 
development resulting in reduced activity in 
the left-hemispheric brain regions correlating 
with dyslexia. A child with an affected 
parent has a 40-60% risk of developing 
dyslexia. If their sibling is affected, there is a 
3-10 fold increase risk of dyslexia.      

It is critical that we identify these 
children EARLY. The brains of younger 
children are more plastic and better able 

to learn and form the correct neural 
connections. As physicians, we can screen 
preschoolers as part of their wellness visit. 
They should be able to recognize rhyming 
sounds, repeat nonsense words, report the 
sounds that a letter makes, learn nursery 
rhymes, correctly pronounce words, learn 
names of letters, and know the letters of 
their own name. Kindergartners and First 
graders should be able to understand that 
words come apart, that letters are associated 
with their phonic sound, and they should be 
able to read simple one-syllable words. We 

Shawn Peyton, MD
Family Practice Physician

Artwork by Shawn Peyton, MD
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should ask parents about a family history of 
dyslexia as up to 50% of these individuals 
will have a 1st degree relative with dyslexia. 
One of the earliest clues to identify dyslexia 
is a delay in speaking as approximately one-
half of children with language disorders have 
dyslexia. We should also be on the lookout 
for dyslexia when we see other learning 
disorder such as ADHD, as up to 40% of 
these children will also have dyslexia. 

To understand the difference in how a 
non-dyslexic and a dyslexic brain reads, 
we can look at the studies performed with 
functional MRI’s (fMRI). Blood with 
higher oxygen concentration produce a 
stronger magnetic signal. Thus, a person 
carrying out a specific cognitive task will 
show activation in regions of brain where 
blood flow is increased.  fMRI’s show 
during the early stages of learning to read, 
non-dyslexics use the parieto-temporal 
area of the left brain to analyze a word, 
pull it apart, and link its letters to sounds. 
As the reader becomes skilled the area of 
the left brain called the occipito-temporal 
region becomes active. This region is the 
express pathway to reading and responds 
quickly, taking less than 150 milliseconds, 
to see a word. This area does not need to 
analyze a word, instead it reacts almost 
instantly to the whole word as a pattern. 
To summarize, the non-dyslexic activates 
neural systems mostly on the left back 
of the brain. In contrast, dyslexic readers 
activate areas on the front of both sides 
of the brain, and the right back of the 
brain. This area in the left frontal lobe 
is called Broca’s area, responsible for 
articulating spoken words. This is why a 
dyslexic reader can sometimes develop 
awareness of the sound structure of a 
word by physically forming the word with 
subvocalization, allowing them to read, 
albeit very slowly. This inability to use the 
left occipito-temporal express pathway IS 
the fundamental problem in dyslexia. 

In the book ‘Overcoming Dyslexia’, 
Sally Shaywitz, M.D. wrote about a 
startling discovery. They used fMRI to 
study children with dyslexia during and 
after receiving a yearlong experimental 
reading program.  Images early in 
intervention showed the emergence 
of primary left-sided activation of the 
occipito-temporal area. The final set of 
images at one year showed not only less 
prominent right sided activation, but also 

new activation on the left occipito-temporal 
express pathway. These findings show 
powerful evidence that with early reading 
intervention programs, dyslexic children can 
form new neural connections. They can learn 
to use the left sided express reading systems.  
These children CAN become skilled readers. 

To advocate for the dyslexic child, 
we need to KNOW the laws governing 
their rights. In Arkansas, ACT 1294 was 
signed into law on February 11, 2021. 

This ACT, called the Arkansas Dyslexia 
Law, requires public schools to screen 
children K-2nd grade for characteristics 
of dyslexia each year. Also, grades 3rd-12th 
are to be screened if requested by a parent 
or teacher. If a child has characteristics of 
dyslexia, the school is required to provide 
appropriate dyslexia intervention services. 
Arkansas law also requires schools to 
report students reading level, not just 

continued on page 10

YOU’D MAKE A REALLY GOOD
DOCTOR IF YOU WEREN’T BUSY
BEING AN OFFICE MANAGER.

As a Physician in the U.S. Air Force, you’ll have one job: treat patients.
You won’t manage finances, wrangle insurance red tape or worry
about overhead expenses. We’ll give you all the support you need—
from personnel to equipment—so you can be the doctor you were
ment to be. For more information, contact your local recruiter or
visit airforce.com

Technical Sergeant Christopher Hill /618-553-4938/christopher.hill.21@us.af.mil
Technical Sergeant Cody Rosenberger/618-606-2150/cody.rosenberger@us.af.mil

©2015 Paid for by the U.S. Air Force. All rights reserved
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the grade they received in reading class.  
Parents should watch these number to 
make sure their child progresses. 

The IDEA (Individual with Disabilities 
Education Act), is a federal statute that 
ensures students with disabilities are 
provided free appropriate public education 
that is designed to address their individual 
needs. Dyslexia falls under the IDEA 
eligibility category of specific learning 
disability and EACH state or district 
may have its own criteria for determining 
eligibility. This is important as eligibility 
varies, and physicians and parents must 
become familiar with the process in their 
state and district. 

How can we advocate for students 
with Dyslexia in the public-school setting? 
Research has shown that early identification 
and intervention is key when it comes to 
treating dyslexia. The younger the child, the 
more successful intervention becomes in 
re-wiring the brains reading ability. First, 
we need to screen for educational problems 
during their wellness visits. If they are 
exhibiting characteristics consistent with 
dyslexia, then I recommend formal testing 
for dyslexia. A parent, physician, or teacher 
who suspects dyslexia, may make a referral 
for a special education evaluation. Options 
for testing are limited, as many insurance 
companies do not cover the cost of testing. 
Some public schools have a certified special 
educator trained to perform and interpret 
the testing. Some public schools join with 
other schools to use a co-op to perform the 
testing. I have found most public schools 
try to accommodate testing requests, but 
I recommend all referrals be in writing by 
either the parent or the physician.

If you as the physician or the parent 
do not agree with the results of the 
districts evaluation, there is an option of 
an independent educational evaluation.  
Arkansas Children’s hospital’s Dennis 
Development Center does an excellent 
full evaluation for not only dyslexia, but 
other specific learning disabilities including 
ADHD and an IQ evaluation. I have found 
the waiting time for ACH referral may be a 
wait of over 6 months, so I usually start first 
with requesting a school evaluation. There is 
also the option of private testing with a child 
psychologist, but this may be cost prohibitive 
for some children. The Apple Group in 

Jonesboro, also provides dyslexia screening. 
There are also a few independent evaluators 
throughout the state including Educational 
Edge, Melissa Hannah-Satterfield, (both 
in Little Rock) and Courtney Holt in Bald 
Knob.   Average dyslexia screening costs 
somewhere around $800-900. The Apple 
group has scholarships that may be available 
for those that qualify through the Wendy 
Anderson Charity Fund. Another option, 
to cover the cost of testing, with private 
insurance is to consider using Flex spending. 

Once a child has the diagnosis of 
Dyslexia, the school will set up a Response 
to Intervention (RTI) model which is a 
system of tiered levels of support to identify 
a struggling learner and to provide a range 
of general education interventions. These 
models can be very effective at delivering 
timely support when evidence-based reading 
interventions are used. I also recommend 
advocating for the school to set up a 504 or 
IEP. Some children with dyslexia are served 
under 504 plans when it is determined 
they need certain accommodations and 
modifications. Specific examples are 
extended time on tests, copy of the class 
notes, grid paper for math, grade for content 
not spelling/grammar, and/or use of a 
computer for spell checking. If a student is 
found eligible for special education services 
under Individual Education Program, he/
she may qualify for an IEP (Individual 
Education Program). The IEP is a written 
statement describing the specifically 
designed instruction and related services 
required to meet the child’s needs such as 
Structured Literacy instruction and assistive 
technology tools. The child, parent, and 
teacher together with the school’s education 
team all work together to develop the IEP. 

Next step is setting up a Reading 
Intervention Program. This program will be 
specific for each school and some schools 
offer several different programs. My strong 
recommendation is for a child to receive 
ONE program, not a mix of programs, and 
for the program to remain the same until 
completed.  When implementing a reading 
intervention program, it is vitally important 
to do so with fidelity. This means that 
the teacher must deliver the intervention 
using the techniques, processes, or methods 
according to the design of the program. 

The International Dyslexia Association 

(IDA), has a list on their website of 
Independent Teacher Training Programs 
that have received accreditation. For 
Arkansas, this is The Apple Group in 
Jonesboro. Their intervention program 
is Connections OG in 3D, which is an 
Orton-Gillingham (OG) based program. 
OG approach is a multisensory, structured, 
sequential approach that breaks reading 
and spelling down into smaller skills 
involving letters and sounds incorporating 
visual, auditory, and kinesthetic pathway to 
actually change the wiring of the dyslexic 
brain. In 2020 a study ‘pedagogical efficacy 
of Connections-OG in 3-D: A Reading 
Program based on the Science of Reading’ 
was published, which showed significantly 
increased reading scores in multiple school 
districts (in Arkansas and Missouri).  

A child that never learns to read 
effectively, has very little opportunity to 
succeed in this modern world where reading 
is a fundamental required skill. Today, we 
have the ability to diagnose dyslexia early 
in childhood. We now have study proven 
effective teaching systems that can be offered 
to ALL children. And, we as the Family 
Physician, can lead society forward making 
change, one child at a time.  
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The craniofacial and pediatric plastic surgery team at Arkansas 

Children’s specializes in comprehensive maxillofacial care for 

patients with conditions ranging from congenital birth defects 

to traumatic injuries. 

 

Children have unique plastic and reconstructive surgery 

needs because their bodies are continually growing and 

changing. Our pediatric plastic surgeons are experts in 

microsurgery techniques designed for young patients. Our 

specialists can remove damage from cancer treatments 

or traumatic injuries and restore normal functions to the 

damaged area.

CONGENITAL DEFICIENCIES
   // Facial Palsy and Anomalies
   // Hand Anomalies

TRAUMATIC INJURIES
   // Facial
   // Hand and Arm
   // Foot and Leg

CANCER RECONSTRUCTION

WE PROVIDE OPTIMAL COSMETIC AND 
FUNCTIONAL OUTCOMES FOR CHILDREN

MICROSURGERY 
FOR CRANIOFACIAL CARE //

LEVERAGING

Arkansas Children’s Hospital
1 Children’s Way
Little Rock, AR 72202-3527
501-214-4128

Arkansas Children’s Northwest
2601 Gene George Boulevard
Springdale, AR 72762
479-334-3268

archildrens.org/smile
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Arkansas Enters the Fray

Sam Taggart , M.D.
Family Physician and Author

On April 16th, 1948, the Arkansas Medical Society met at the 
Marion Hotel in downtown Little Rock. A group of twenty-two 
interested general practitioners met to give voice to the subject 
of forming an Arkansas Chapter of the American Academy of 
General Practitioners. Among these physicians were men who 
would become face cards for the local Academy over the next 30 
years. Dr. R.B. Robins of Camden, acting as the Chairman of 
the meeting, asked Dr. Fount Richardson of Fayetteville to read 
the draft of a constitution and By-Laws. Once the documents 
were read, Dr. Ben Saltzman of Mountain Home moved they be 
accepted, and Dr. J.D. Rush of Forrest City seconded the motion. 
The motion was carried unanimously.  Dr. Paul Davis of Akron, 
Ohio, who had been elected as the First President of the National 
Academy, spoke to the assembled group. The election of officers 
was the next act of business. Dr. Robins of Camden was chosen 
as the first President, Dr. Fount Richardson of Fayetteville was 
the President Elect, Dr. L.H. McDaniels of Tyronza was chosen 
as the Secretary-Treasurer. The decision had already been made 
to have 10 slots on the Board of Directors to coincide with the 
Arkansas Medical Society’s ten councilor Districts. Seven of the 
positions were filled that day including: Dr. Charles Reagan of 
Marked Tree, Dr. A.S. Drennan of Stuttgart, Dr. John Wilson 
of Magnolia, Dr. Norman W. Peacock of Ashdown, Dr. W.B. 
Grayson of Little Rock and Dr. Ben Saltzman of Mountain 
Home. Three slots were left vacant, to be filled at the next yearly 
meeting. 

It should be noted that Dr. James Kolb, who along with 
Richardson and Robins, was one of the principal architects of the 
formation of this organization and a major part of the institutional 
memory, was not present for most of the meeting because of a 
committee obligation. He arrived just as the group adjourned. 

Once the Medical Society Meeting and business of the 
fledgling State Academy was complete, Dr. Fount Richardson 
hand-carried the documents of the new organization to Kansas 
City where he encouraged the Executive Secretary Mac F. Cahal 
to “get the show on the road and charter Arkansas before some of 
those Yankees beat us on the draw.” With that on April 20th, 1948, 
Arkansas became the 11th state to be chartered by the American 
Academy of General Practice.

The first fifteen years of the Arkansas Academy was dominated 
by (1.) working to increase the numbers of general practice 
physicians in the state, especially in the rural areas where the need 
was the greatest, and slowly building the Academy’s membership 
(2.)  enhancing opportunities for continuing education for 
its members and (3.) creating an Academy Newsletter for its 

members. There were several other issues that raised their heads 
including the progressive involvement of women in Arkansas 
family medicine, the racial integration of medicine in Arkansas and 
two failed attempts at establishing a general practice residency at 
UAMS in the 1950s and early 1960s. 

There were only a handful of women in general practice and 
family medicine in Arkansas in the first half of the 20th century. 
Dr. Ruth Ellis of Fayetteville in the Anthology of Arkansas 
Medicine and Amelia Martin in her book, Physicians and Medicine: 
Crawford and Sebastian Counties, Arkansas 1817-1976 document 
the presence of a handful of women in northwest and west 
Arkansas in the first half of the 20th century. By the time of the 
creation of the Academy there were still a few women in private 
practice of medicine, but most were there against the odds and 
by pure perseverance. The first Arkansas woman that can be 
documented to be a member of the National Academy of General 
Practice was not actually in Arkansas at the time. Dr. Mary Jane 
Northcutt was born in Exeter, Missouri. At age four, her family 
moved to Rodgers, Ar. She attended the University of Arkansas 
in Fayetteville for undergraduate work and then the University 
of Arkansas Medical School in Little Rock. She graduated from 
UAMS in 1937. She and Dr. Pauline Kearney were the 12th  and 
13th women to graduate from medical school in Arkansas since 
they began keeping records in 1880. Dr. Northcutt completed a 
one-year internship at the Hospital of Women’s Medical College 
in Pennsylvania and then returned to general practice in Eureka 
Springs. Within a few years, she married Dr. George Newman 
of Cassville, Missouri (a stone’s throw across the border in Barry 
County, Missouri.) Almost as soon as the American Academy of 
General Practice was created, she joined and stayed a member for 
the rest of her years in practice. Her membership card is on display 
at a local museum in Cassville. At this point, it appears that she 
was the first woman in Arkansas to be a member of the national 
organization. During the 1950s, the numbers of women in the 
medical school classes began to increase and a few of these women 
became active members in the Arkansas Academy: three that stood 
out are Dr. Barbara Barksdale of Risen, Dr. Elizabeth Fields of 
Marianna and Dr. Rosemary Coffelt of Central Arkansas. 

Prior to the 1950s, African American physicians and 
dentists and for the most part their African American patients 
were systematically excluded from the medical establishment. 
Segregation began to erode with the admission of Edith Irby Jones 
to the 1949 freshman class at UAMS.  During the mid-1950s 
as school desegregation was proceeding apace, a small number 
of family doctors, all members of the Arkansas General Practice 

ARAFP HISTORY (PART 5)
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Academy, headed by Dr. Amil Chudy of North Little Rock took it 
on themselves to begin desegregating medicine. They approached a 
small group of African American physicians including Dr, Morris 
Jackson and Dr. Oba White and began working to establish 
privileges for these physicians in the local hospitals. It was an 
uphill fight but, in the end, they were successful in breaking down 
the barriers. 

The principal issues that occupied the time and efforts of the 
General Practice leadership from 1948 to the mid-1960s had to 
do with educating and growing the general practice community in 
Arkansas and providing pertinent, meaningful, ongoing, continuing 
medical education. 

It was a daunting task that required a great deal of political 
skill, but these men were not political novices. Fount Richardson 
and R.B. Robins were both involved in local, state, and national 
politics. They understood the concept of realpolitik: realism and 
pragmatism. 

The Coddington Study of 1947 put pen to paper and clearly 
identified the fact that there was a significant healthcare manpower 
shortage in the state, that the physicians who were here were aging 
and the there was a maldistribution of doctors with two-thirds of 
the physicians in areas (larger cities) where only one-third of the 
population lived. 

Since the retirement of Dr. Morgan Smith as the Dean of 
the Medical School in 1927, the medical school had given lip 
service to producing general practice physicians and continuing 
postgraduate medical education for practicing physicians but there 

were always limited financial, facility and personal resources. There 
had been a smoldering level of animosity between the medical 
school and the private physician community that worked against 
shared projects.  Since 1939, the Deanship at the Medical School 
had been a revolving door with most of the leaders lasting only 
a year or two and the medical school had lived under the regular 
threat of being de-certified.

Starting in 1948 when the Arkansas Academy of General 
Practice was formed, there were a series of political and social 
events that aided the new Academy in its goals.

The Peebles Act of 1949 was a result of the fact that one-third 
of the students at the University of Arkansas Medical School came 
from Central Arkansas. It had been known for decades that the 
place of birth and the place where a physician was trained were 
two major factors in where they settled. The Act required that all 
freshman class positions be allocated on the basis of population 
to the state’s seven congressional districts. This act was a mixed 
blessing in a school that did not have an abundance of applicants. 
For the first few years after the act was passed, the attrition rate in 
the first two years of medical school was quite high as many of the 
students were not adequately prepared. On several occasions over 
the next two decades, the act had to be substantially modified. 

In 1947, Dean Joseph Thomas Roberts was hired, and it 
quickly became obvious that he did not have the temperament 
to deal with the academic/political climate of Arkansas and was 

continued on page 14
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immediately in conflict with his boss at the University of 
Arkansas in Fayetteville. While in office, he did create a 
Statewide Committee on Continuing Medical Education, this 
was the first mention of CME as a real issue to be dealt with 
as a shared cause between the medical school and the private 
physician community. This new committee was headed by Dr. 
James B. Growdon of UAMS. In 1951, this committee was 
incorporated into the new Office of Postgraduate Medicine 
headed by Dr. Willis Brown.  Because of conflicts with 
President of the University, Roberts was terminated in 1948. 
His replacement was William Clever Langston.  Doctor 
Langston, a beloved anatomy professor, did not want to be 
the Dean but agreed to serve until a replacement could be 
found. It was during his tenure that the plans to build the 
new medical school on the grounds of the State Hospital 
on Markham Street began to take shape. Part of the stated 
rationale for building the new facility was that it would allow 
the school to expand its student population and begin to 
recruit students who would then hopefully return to replace 
the generalists who were getting older and dying.

The next piece to this puzzle was the election of Sid 
McMath of Hot Springs as 
Governor.  McMath was a 
progressive who ran against the 
conservative Democratic party 
machine and won. The planks 
of his campaign included a 
dramatic improvement in the 
rural road system, consolidation 
and improvement of schools 
and the building of the new 
medical school. He helped 
to push through a 2-cent tax 
on cigarettes to help fund the 
building of the new   medical 
center.

In 1950, Hayden Coler 
Nicholson, M.D., born and 
raised in Redwood Falls in rural 
Minnesota, was hired as the new 
Dean of the Medical School. 
Dr Nicholson proved to be just 
the man for the job. He quickly 
developed a close working 
relationship with the President 
of the University. Almost as 
quickly, he was able to enlist the 
almost unanimous support of 
the Arkansas Medical society 
and their leadership including the leaders of the Arkansas 
Academy of General Practice. 

Dr. Nicholson had a warm smile and a sensitivity to the 
issues of concern to the state’s doctors and their patients. 
He was the first dean to actively focus on the needs of rural 
Arkansas. He understood that the major medical needs were 

in the small towns and quickly began to emphasize general 
practice careers and gave special priorities for admission to 
those who agreed in advance to practice in rural areas. 

By 1949, the University offered 44 residency positions in 
Pathology, Pediatrics, Obstetrics and Gynecology, Radiology, 
Surgery and Medicine but there was no program that 
focused on developing General Practice or Family Doctors. 
Students had no role models during their training that weren’t 
specialists; in fact, there were no programs where students 
could be exposed to Generalists. In September of 1951, 
Dean Nicholson proposed a General Practice Residency, 
it was greeted by both the Arkansas Medical Society and 
the Arkansas Academy of General Practice.  Although the 
program made friends for the school it was not approved by 
the AMA and was not implemented. 

Not to be deterred, in 1952, Nicholson proposed an eight-
week preceptorship as a part of the Senior year of Medical 
School. They sent out a call through the Arkansas Medical 
Society and the Arkansas Academy of General Practice for 
volunteers to serve as mentors. The stated purpose of these 
preceptorships was to allow the students to be exposed to and 
share in all phases of general practice. From the first, there 
were a surprising number of volunteers to act as preceptors. 
In the first year of the program, there were sixteen physicians 
scattered around the state who volunteered. There were 
enough slots for the entire senior class to rotate through at 
eight-week intervals. Many of these physician volunteers were 
members of the Arkansas Academy. At the end of the first 
year, a survey of the students judged the preceptorship to be 
a priceless experience. Clearly, the preceptorship program was 
a success on many levels. It exposed the students to general 
practitioners/family doctors giving them a role model to 
attain to. It demonstrated to the legislature/politicians that 
the medical center was not just giving lip service to the idea 
of producing generalists who would fill a need perceived by 
the community. It was a success in helping the newly formed 
Arkansas Academy to establish a toe hold as an important 
player in the arena of general practice/family medicine. 

In 1954, the Rural Practice Loan and Scholarship program 
was enacted by the state legislature. This allowed progressive 
loan forgiveness for young physicians who practiced in small 
towns.  This program was modestly successful and like the 
Peebles Act was revised on several occasion over the next three 
decades.

Sometime in 1948-49, Dr. M.D. McClain of Little Rock 
made a formal recommendation that the Academy link up with 
the medical school to create postgraduate education programs. 
Based on his suggestion, Dr. Richardson (the 2nd president) 
promptly appointed him to be the head of the Education 
Committee. Over the next seventy-five years, the education 
committee established itself as one of the most important 
functions in the Academy.  On October 14th, 1949, the First 
Fall Clinical Assembly was held at the Albert Pike Hotel in 
Little Rock with a variety of subjects being covered, most of 
the presentations were made by physicians from UAMS. The 

continued from page 13
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subject included subjects such as Ano-rectal problems, Diabetes, 
Leukorrhea, Traumatic amputations and Eye problems in children. 
The featured speaker was Dr. Edgar Hull of LSU who spoke 
on Anti-coagulants. Registration for the meeting was $2.00 per 
physicians and cost of the meal was $1.50. On the back of the 
program was the statement: “The program is aimed toward the every-
day practical application and interest of the general practitioner.” 

In April of 1950, a 3-day symposium on General Surgery and 
Orthopedics was given at the University Medical School in Little 
Rock; this was co-sponsored by the Arkansas Academy of General 
Practice and the Arkansas Medical Society.

In the next few years, these programs would grow each year. In 
1951, under the cooperative leadership of Dr. Nicholson there were 
eleven post-graduate courses during one seven-month period. 

These meetings proved to be most popular. In 1959, with 
financial assistance from E.J. Lilly, the Academy announced that 
they would establish regional seminars around the state. El Dorado, 
Harrison, Monticello, and Jonesboro were chosen for the first year of 
these programs. 

The post-graduate courses in the 1950s were quite successful and 
proved to be a valuable asset for practicing physicians. In addition 
to keeping the members up to date, they provided necessary CME 
hours to stay active in the Academy. Over the years, these meetings 
were an important tool for recruiting new members.

On December 15, 1957, Dr. John Riggin of the Dean’s office at 
UAMS gave a discussion to the Board of the Arkansas Academy 

about a General Practice Residency program that was in the 
process of development. On July 30th, 1959, a suggestion was 
made that a panel be convened on the topic of The Evolution of 
a General Practice department at the Medical Center. On Oct 
14, 1959, the Academy board adopted a resolution urging the 
formation of a Department of General Practice to be presented to 
the Dean and Provost at the university. There is little written of 
the residency program until late 1962, when Dr. James Patrick, the 
chairman of the Education Committee for the Academy, gave a 
rather alarming report that stated that by July of 1962, ten of the 
nineteen residents had resigned. It turned out that nine of the ten 
who resigned were 2nd year residents. It seems that the second year 
of the program had a bad reputation. Another poll of the first-year 
residents revealed that none of the residents planned on staying 
for a second year. Even though the first year seemed to provide a 
good experience, the impression among the residents was that the 
second year was: “nothing but scut work.” Among a number of 
physicians who had finished the program, they unanimously agreed 
that there was a need for general practitioners on the staff of the 
medical school to coordinate the G.P. Residency Program. 

As late as 1965, there were 200 two-year general practice 
residencies in the United States. The records from the AMA 
Council on Medical Education reveal that as late as 1965, the 
Arkansas residency continued to exist but does not state if there 
were any residents. It appears that the residency simply faded away.

New York Institute of Technology College 
of Osteopathic Medicine (NYITCOM) at 
Arkansas State University is committed to 
training talented physicians who aspire 
to become servant leaders that positively 
impact their communities. 

Contact us to learn more about the 
two degree programs offered on our 
Jonesboro campus:  

Doctor of Osteopathic Medicine (D.O.)
Master of Science, Biomedical Sciences

nyit.edu/arkansas | 870.680.8816 | ComjbAdmissions@nyit.edu

Leaders in 
Medical Education
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Family Clinic of Ashley County is 
seeking motivated Board-Certified/Board 
Eligible Family Medicine Physicians 
to join our long established and well 
respected practice. Family Clinic of Ashley 

County is a provider-based clinic owned by 
Ashley County Medical Center, a critical 
access hospital located in Crossett, AR. 
We’re offering an outpatient only employed 
position that offers a generous benefits 

package and a highly-desired work-life 
balance. Opportunities to include inpatient 
care and OB also exist. Ashley County 
Medical Center is a 25-bed Critical Access 
Hospital, Level IV Trauma Center, and 
has been providing quality healthcare to 
Ashley County and surrounding areas 
for over 100 years. In partnership with 
the University of Arkansas for Medical 
Sciences, Family Clinic of Ashley County 
and Ashley County Medical Center are 
establishing a Family Medicine Rural 
Training Program. Enjoy a balanced 
practice of clinical care and graduate 
medical education as you train the 
future Family Medicine Physicians of 
Arkansas. Please visit our website at 
www.acmconline.org to find the job 
description along with more information 
about the facility 870-364-0500.

Ashley County Medical Center Now Hiring

Reinstate Now 
for Membership 

Cancellations
The American AFP has now 

cancelled memberships for those 
members that have not reported CME 
for 2022 re-elections and unpaid 2023 

dues.

Please contact us to update 
your CME,  use “Quick Pay” at 

www.aafp.org, to pay your 2023 dues 
or contact the member resource center 

at 1-800-274-2237.

We value your membership and 
hope that you choose to reinstate 
soon!  If you have any questions or 

concerns, please contact the Arkansas 
AFP office at 501-316-4011 or by email, 
michelle@arkansasafp.org and we will 

be happy to assist you!

PRACTICE OPPORTUNITY

COVID-19 Vaccines
saving lives one shot at a time

Strong recommendations from healthcare
providers are important for vaccine acceptance.

Vaccines prevent death and serious complications
from vaccine preventable diseases.

As a healthcare provider,
YOU are the gatekeeper of  truthful information.

COVID-1 9 vaccines are the safest and most effective
way to protect your patients from severe illness and
death from COVID-1 9 infections.

Protect your patients from misinformation and COVID-1 9.

Recommend COVID-19 vaccines for patients six months and older.  
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Borrower must have a Simmons Bank deposit account with the bank.
Account can be opened at time of application.

Subject to credit approval.  
Simmons Bank NMLS #484633.

Simmons Bank has all your healthcare banking needs in one place, with flexible 
financing to construct or expand your practice and equipment leasing to 
help you keep up with technology innovations. Talk to a healthcare banking 
specialist today and learn how we can help ensure your healthy future.

Healthy banking for 
healthy results.

Tiffany Barger
VP, Medical & Professional Banking 
 17901 Chenal Parkway, Little Rock, AR 72223 
Tiffany.Barger@simmonsbank.com 
NMLS #586831



18 Arkansas Family Physician

THE IMPORTANCE OF FAMILY MEDICINE IN

Arkansas
Family physicians are residency-trained, primary care specialists dedicated to treating the whole person. With a focus on 
prevention, primary care, and overall care coordination, family physicians provide a wide variety of clinical services, and, 
when necessary, refer their patients to a specialist, while continuing to advocate for that patient’s care.

Family Physicians in the U.S. Health Care System
More Americans depend on family physicians than on any other medical specialty. AAFP members are the main source of 
primary health care for the Medicare population and see a large proportion of new Medicaid beneficiaries.1

Family Physicians2,3,4 in

Family Medicine/General 
Practice2

Family Medicine Residency 
Programs3

Teaching Health Center 
Programs4

Physician Shortage5 in

Health Professional 
Shortage Areas

people living in a Health 
Professional Shortage Area

Medically Underserved
Areas

Family Medicine’s Contribution to the Economy

In Direct and Indirect
Economic Output

of Jobs Direct and Indirect 
Positions

in Direct and Indirect Wages 
and Benefits

In a week, the average family physician:7

MON TUES WED THURS FRI

sees 65 patients 
in the office

makes 7 hospital 
visits

makes 3 nursing 
home visits hosts 8 e-visits

makes 
approximately

1
house

call

AAFP Headquarters
11400 Tomahawk Creek Pkwy., Leawood, KS 66211-2680

(800) 274-2237 • (913) 906-6000 • fp@aafp.org

AAFP Washington Office
1133 Connecticut Avenue, NW, Ste. 1100, Washington, DC 20036-1011
(202) 232-9033 • Fax: (202) 232-9044 • capitol@aafp.org

participate in 
traditional Medicare 87% accept new 

Medicare patients78% accept new 
Medicaid patients60%

increase23%

1,741 13 1

75 2,053,430 92

needed by 20306

$1.7 billion 11,869 $827 million

Arkansas

Arkansas

(410 physicians)
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2

Arkansas
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Austin Porter, DrPH, MPH; 
Nakita Lovelady, Ph.D., MPH; 

M. Kathryn Allison, Ph.D., MPH

Since 2013, more than 500 Arkansans have died yearly 
due to suicide. Historically, white Arkansans have been 
disproportionately impacted by suicide, accounting for nearly 95% 
of suicides in 2015 while accounting for 78% of the population. 
This trend has continued for years until recently, when the state is 
experiencing an alarming increase in the rate of Black Arkansans 
who have died by suicide. 

Since 2015, the rate of Black Arkansans who have died by 
suicide has more than doubled (4.7 per 100,000 in 2015 to 
10.4 per 100,000 in 2020), while the suicide rate among white 
Arkansans slightly decreased during the same period (22.2 per 
100,000 in 2015 to 21.1 per 100,000 in 2020; Table 1). Even 
more startling is the 55% increase in the suicide rate among Black 
Arkansans between 2019 and 2020, while the suicide rate among 
white Arkansans decreased slightly. 

The COVID-19 pandemic has been and continues to be 
associated with increased levels of stress and depression, which 
are risk factors for suicide. The impact of the pandemic may be 
disproportionately affecting the mental health and well-being of 
Black Arkansans. Other states have experienced similar trends. 
A study by Bray et al. found that the suicide rate among Blacks 
living in Maryland significantly increased in 2020 compared to 
previous years.1but national mortality data remain unavailable. 
African American individuals are disproportionately impacted by 
the virologic and socioeconomic consequences of COVID-19, 
with probable implications for mental health. We hypothesized 
rising suicide mortality among Black residents of Maryland 
during COVID-19 crisis periods. Characterizing these trends may 
inform policy with implications for population health.”,”container-

title”:”JAMA Psychiatry”,”DOI”:”10.1001/jamapsychiatry.2020.
3938”,”ISSN”:”2168-622X”,”issue”:”4”,”journalAbbreviation”:”JA
MA Psychiatry”,”page”:”444-447”,”source”:”Silverchair”,”title”:”Rac
ial Differences in Statewide Suicide Mortality Trends in Maryland 
During the Coronavirus Disease 2019 (COVID-19 Although the 
number of Black Arkansans who die from suicide is relatively low 
compared to whites. The emerging trends are particularly troubling. 

Age
The average age of people who die from suicide can provide 

critical information for health care professionals seeking to identify 
at-risk populations and implement interventions to reduce the 
risk of suicide. In 2015, the average age of decedents of suicide 
for white and Black Arkansans was 47 and 44 years, respectively, 
a difference of approximately three years (Table 2). In the years 
leading to 2020, the average age of decedents from suicide among 
white Arkansans remained unchanged, while the average age 
among Black Arkansans decreased by 11 years. 

The decrease in the average age among Black Arkansans 
indicates an increase in the frequency of younger people dying by 
suicide. In 2015, less than half of Black Arkansans who died by 
suicide were ≤44 years compared to 84% in 2020. Additionally, 
in 2020 approximately 14% of Black Arkansans who died from 
suicide in 2020 were children (<18 years), compared to 3% among 
White Arkansans for the same year. National data from the 
Youth Behavioral Risk Factor Surveillance System have shown 
that suicidal ideation, creation of a suicide plan, and attempts 
have all statistically increased among Black youth from 2009 
through 2019.2

continued on page 22

Changing Trends in Suicide: 
Young Black Arkansans Are at Risk

Figure 1. Suicide Rates, By Race in Arkansas 2015-2020 Figure 2. Average Age of Decedents from Suicide in Arkansas 
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Call to Action
To address this increasing rate of suicide among Black 

Arkansans, our state needs culturally appropriate community 
programs that engage appropriate community partners and 
settings. Churches, workplaces, and schools are vital for 
promoting mental health and suicide prevention. One example 
of a workplace program is The Confess Project, which has 
trained barbers to listen, validate, and be advocates to help 
others get comfortable talking about their emotions. Programs 
like The Confess Project help create environments where Black 
community members feel comfortable discussing mental health 
and asking for help. 

Community leaders also play a role in creating cultures that 
destigmatize mental health. Black community leaders should 
discuss mental health and suicide prevention openly to reduce 
stigma and promote help-seeking. The role of the church and 
church leaders may prove instrumental in destigmatizing mental 
health care in the black community.3 

We must also expand access to culturally appropriate mental 
health care for Black communities. Only one in three Black 
adults with mental illness receive treatment.4 Some reasons 
why treatment rates are so low among Black adults are due to 
the mistrust of the healthcare system. Historical and current 
negative experiences such as the Tuskegee Syphilis Study 

and systemic barriers and biases within the healthcare system 
against minorities exacerbate distrust in these communities.5 
Expanding insurance coverage for mental health care, including 
in-person and telehealth-delivered therapy, would reduce barriers 
to mental health care. Black Arkansans should be made aware 
of virtual resources for mental health treatment, such as AR 
CONNECTNOW—a call center and virtual clinic. 

Furthermore, practitioners should be trained on how 
diagnoses such as depression and anxiety may be expressed 
differently between Black and white youths. A study by Kendrick 
et al. showed that Black children are more likely to express 
depression or despair differently, which may lead clinicians to 
misdiagnose these symptoms as a conduct disorder, another type 
of mental health disorder, or remain undiagnosed.6 In 2019, the 
United States Congressional Black Caucus released a document 
entitled “Ring the Alarm: The Crisis of Black Youth Suicide 
in America,” which raised awareness and called for increased 
research funding to address the increasing rates of suicide seen in 
Black Youth.7  

The pandemic has undoubtedly created a tremendous amount 
of stress on all communities; however, we must understand and 

continued on page 24

continued from page 20
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Visit our website 
for more 

information. 

UAMS.Info/Opioid

Scan to visit.

In collaboration with the Arkansas 
Department of Human Services, the 
UAMS Center for Addiction Services 
and Treatment (CAST) is providing 
funds to facilities across Arkansas 
offering medication-assisted 
treatment to patients with opioid 
use disorder. The money will allow 
medical providers to offer treatment 
to patients without insurance or the 
ability to pay for services.

Medication-assisted treatment 
involves the use of medication to 
relieve cravings and withdrawal 
symptoms along with counseling 
and support to overcome the 

use of opioids. This includes 
methadone, which can only be 
dispensed through an opiate 
treatment program, products 
containing buprenorphine 
that require a federal waiver 
for prescribers and injectable 
naltrexone, which does not 
require special qualifications for 
prescribing.

The funds will cover expenses 
including the cost of medication, 
hiring peer support specialists, 
providing treatment services and 
even travel costs for patients using 
medication-assisted treatment.

To learn more about these funds and how to receive them: 
call (501) 526-8459 or (833) 872-7404  
or e-mail Anner Douglas at ADouglas2@uams.edu.
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address why we are seeing an increase in younger Black Arkansans 
dying by suicide. More importantly, we must implement evidence-
based interventions and policies to address this growing public health 
problem.   

Disclaimer: The views expressed in this paper are those of the author(s) 
and not necessarily those of the Arkansas Department of Health.
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Support your patients' oral health by providing fluoride varnish.
Healthy Teeth = Healthy Patients!

Learn how to:
provide oral health risk assessments &
screenings 
help close the gap for children who do not
have regular access to comprehensive dental
care
bill for fluoride varnish services

Schedule a training at: tinyurl.com/adhpas

Contact the ADH Office of Oral Health
adh.ooh@arkansas.gov

501-280-4051
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(844) 215-0731
www.PTCOA.com

15 Locations Across 
Arkansas, Mississippi 

and Texas to Treat 
Your Pain Patients 

Bentonville • Conway  • Fayetteville • Little Rock • Little Rock - Freeway Dr. • North Little Rock • Fort Smith
Hot Springs • White Hall • Searcy • Jonesboro • Texarkana, TX • Fort Smith • Greenwood, MS • Greenville, MS • Rolling Fork, MS 

What does it mean to be taken care of? At 
Arkansas Blue Cross and Blue Shield, it means 
providing peace of mind. We’ve been taking 
care of Arkansans for over 70 years, providing 
affordable, reliable health insurance … to 
keep Arkansans healthy and help them heal. 
We’re investing in communities to keep this 
diverse and wonderful state strong. We’re 
committed to a whole person approach to 
health, including physical and behavioral well-
being. And we recognize that total health is 
influenced by many factors, including medical 
history, genetics, lifestyle, environment, 
nutrition, safety and physical activity. We also 
realize that it will take all healthcare providers 
working together to ensure future generations 
of Arkansans can live their best life their whole 
life long. Let’s take good care, Arkansas.

00803.08.01-0223
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The Core Content Review  
of Family Medicine

Why Choose Core Content Review?

• Online and Print Editions Available 

• Cost Effective CME with No Travel 

• Stay Medically Relevant - Make sure  
you are ready for the new FMCLA  
(Family Medicine Certification Longitudinal  
Assessment) Exam alternative 

• 98% Board Exam Pass Rate - Pass or get your 
Money Back 

• For Family Physicians by Family Physicians 

• Core is produced by the CT Academy of  
Family Physicians

North America’s most widely 
recognized program for:
• Family Medicine CME 
• ABFM Board Preparation

The Core  
Content Review  

of Family Medicine

Ordering is Easy
• Visit www.CoreContent.com
• Call 888-343-CORE (2673)

Follow us on Facebook:  
Core Content Review of Family Medicine
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Refresh. Renew. Restore.
Family medicine physicians,
bring healing and health to families across Northwest Arkansas, 
just as the serene beauty of the Arkansas countryside brings 
wellness to you and yours. 

There’s a place waiting for you — at Mercy.

For more information, please contact: 
Mark Rowe | Senior Physician Recruiter 
mark.rowe@mercy.net

Sarah Wilson | Senior Physician Recruiter
sarah.wilson2@mercy.net

Your life is our life’s work.mercy.net/ARrefresh

For Advertising
Information, contact:
Michelle Gilbert
mgilbert@pcipublishing.com

1-800-561-4686
ext. 120

A certificate of Added Qualification of 
Headache Medicine (AQH) is an opportunity 
for practitioners to give the best possible 
care to patients living with migraine disease 
and headache disorders. Only available twice 
yearly during an examination time period.  

Deadline August 28
for next session.
 

Sign up today: 
headaches.org/aqh

Add Headache Certification  
to your resume.
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Overall Impact in Arkansas

ORN Data Brief:  
Arkansas

The Opioid Response Network (ORN), funded by SAMHSA, was 
established to provide local training and educational resources. 
ORN supports locally identified needs and promotes evidence-
based practices for opioid use disorder (OUD) and stimulant 
use disorder in the areas of prevention, treatment, and recovery. 
This data brief describes ORN’s technical assistance (TA) efforts, 
including training and education, in Arkansas.

Funding for this initiative was made possible (in part) by grant no. 1H79TI083343 from SAMHSA. The views expressed in written conference 
materials or publications and by speakers and moderators do not necessarily reflect the official policies of the Department of Health and Human 
Services; nor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government.

Common unique 
population TA requests

• 3 requests from
adolescents and
transitional age youth

• 3 requests in rural or
remote areas

• 1 request from
people experiencing
homelessness

ORN in Arkansas:

Reached  
352  

Arkansans

Responded to 
20 requests  

for help

Top TA Activity Topics

Recovery Coalition 
and Community 
Building was the 
most frequent topic 
of the 54 TA activities 
conducted in Arkansas. 
Additional TA topics 
focused on peer 
support/recovery 
coach models, 
prevention coalition 
building, and 
adolescent/young 
adult.

Conducted  
54 educational 
activities as a 

result

Number of TA Topics

Prevention Treatment Recovery

Evidence-Based Prevention Programs

Peer Workforce Development

Adolescent/Young Adult

Peer Support/Recovery Coach Models

Coalition/Community Building

0 5 10 15 20 25 30 35
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TA Strategy  Virtual Face-
to-Face

1. Distribute educational  
materials or resources 6 0

2. Build a coalition 6 0

3. Conduct local discussions  
and strategic planning 5 0

Intensive TA TA Participants

Top 3 Strategies

Distributing educational 
materials or resources 
and building coalitions 
were the most frequent 
strategies for delivering 
TA. All TA was delivered 
virtually.

Intensive TA requires a 
stable, ongoing relationship 
between ORN staff and 
the TA recipient in which 
they work to develop a 
plan. Intensive TA should 
result in changes to policy, 
program, practice, or 
operations that support 
increased recipient capacity 
of improved outcomes at 
one or more system levels.

36%

Intensive TA 
accounts for 
36% of TA 
requests 
in Arkansas

Opioid Response Network Data Brief: Arkansas

Funding for this initiative was made possible (in part) by grant no. 1H79TI083343 from SAMHSA. The views expressed in written conference 
materials or publications and by speakers and moderators do not necessarily reflect the official policies of the Department of Health and Human 
Services; nor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government.

The most common 
professions among TA 

participants

TA Requests

Arkansas received 20 
TA requests.

Many TA requests were related to a combination 
of OUD prevention, treatment, or recovery, 
followed by OUD recovery and OUD prevention.

Percentages may not total 100% due to rounding.

10%
14%

21% Peer Specialists

Prevention 
Specialists

Family 
Members

20
Multiple 35%
Recovery 26%
Treatment 15%
Prevention 24%
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With the creation of the Arkansas 
Academy of General Practice in the Spring 
of 1948, the motto For Every Family, A 
Family Doctor became the mantra for the 
new organization. For the first ten years, 
the phrase was part of the mast head of the 
state newsletter. It was coined by Dr. Fount 
Richardson of Fayetteville, the editor of the 
newsletter, the 2nd president of the state 
organization and the 12th president of the 
national organization.

We are now in our seventy-fifth year 
of existence and the motto still holds 
true. As a part of our celebration, we 
have published a history of the Arkansas 
Academy of Family 
Physicians entitled For 
Every Family, A Family 
Doctor. In this volume we 
have liberally drawn from 
the historical writings of Dr. 
James Kolb of Clarksville, 
Dr. Fount Richardson of 
Fayetteville, and Dr. Tom 
Honeycutt of Little Rock. 
The lion’s share of this 
history of the modern family 
medicine movement in 
Arkansas is told through the 
lives of the men and women 
who led the organization.  

Our goal is that each 
physician in the Arkansas 
Academy of Family 
Physicians will purchase 
a copy of this history for 
their own personal library 
and each member will 
place copies of the book in 
their exam rooms and their 
waiting rooms for their 
patients to see and read. 
This is an excellent way of 
promoting the Academy 
with the general public. 
In addition, we want each 
member to purchase enough 
copies to give to their local 
politicians and educators. It 
is important that they know 
what we as an organization 
have done over the last 75 

years. In addition, we would encourage the 
members to purchase copies of the book 
and make them available for the Family 
Medicine Interest Groups in the medical 
and the osteopathic schools in Arkansas. 
We hope that you will help to make sure 
that all of the Family Medicine residents 
in training in Arkansas receive a copy of 
the book. 

The official publication date will be 
April 25th, 2023. We will celebrate with a 
public reception and kickoff at 6:00 PM 
at Blue Heaven Restaurant, 15228 I-30, 
Benton, Arkansas.  We cordially invite all 
those who can to attend. 

The books costs $12.00 to produce and 
sells for $20.00 (plus tax and shipping). All 
the profit from each book will be donated 
to the Arkansas AFP Foundation to act as 
seed money to endow ongoing scholarships 
for medical students and residents who 
have shown an interest in Family Medicine.

If you have any questions, please don’t 
hesitate to call me, Sam Taggart, at 501-
773-7830 or email at samtaggart@att.net. 
Or you can contact and purchase the books 
at the Academy office at 501-316-4011 or 
michelle@arkansasafp.org. 

Sam

Sam Taggart, MD Releases Arkansas AFP Book

FOUNDATION MATTERS
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CANCER RACE
ARKANSAS 

CHALLENGE

Decide if you want to race individually, as a team, or as a family
Choose if you'd like to walk/run the 5k, 10k or cycle
Plan your route
Register ($35 entry fee).
Pick a day in May to complete
Become a member of the Arkansas Cancer Coalition, it's free
Share your photos - tag us on Facebook
Keep track of your distance and time
Submit your results

How to participate your way:

3rd Annual

Fi
nisher Medal

For the registration link and more information, go to
arcancercoalition.org.

5014042363
10825 Financial Centre Parkway, Suite 425



Arkansas Academy of Family Physicians
2101 Congo Road
Building D2, Suite 500
Benton, AR 72015

Dr. Smith is one of the few physicians in the state to reach a 
75% colorectal cancer screening rate with his patients.
He’s close to the national goal of 80%.*

Why is his rate so high?
He talks facts to his patients — colorectal cancer ranks 2nd  
for cancer deaths in the state* and is highly treatable if 
caught early.

He reminds them at every visit about screening, refusing to 
wait for a wellness appointment they may never book.

He gives options of FIT, Cologuard or colonoscopy  
and explains the simplicity of at-home tests, leading  
to better compliance.

He cares. His grandmother died from colorectal cancer 
after dismissing early signs, so no one knows better 

than he that, “It’s better to prevent a problem 
than to have to treat it later.”

For more information, visit UAMS’  
Partnerships in Colorectal  

Cancer Screening for  
Arkansas at bit.ly/PiCS-AR  

or email mcurtis@uams.edu.

*National Colorectal Cancer Roundtable
*U.S. Cancer Statistics Working Group

Clinton Smith, DO
1st Choice Healthcare in Corning, Arkansas

Sign up for the UAMS Family Medicine Spring Review April 25 – 28 at cme.uams.edu.
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