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DAVID WROTEN
EXECUTIVE VICE PRESIDENT

You will be hearing a lot over 
the next few months about 
the bills passed by your 

AMS during the recently completed 
session of the General Assembly.  
One such bill is the Combatting Prescription 

Drug Abuse Act.  With an epidemic of prescrip-

tion drug abuse/diversion facing our nation and 

state, the AMS leadership felt it was critical that 

physicians take a stand and start doing some-

thing positive to address this problem. In 2012 

alone, 259 million prescriptions were written 

in the US for pain medication. Representative 

Steve Magie and Senator Missy Irvin were the 

lead sponsors of a bill containing the following 

provisions supported by the AMS:

Changes to the Prescription Drug Monitor-

ing Program. Physicians and other prescrib-

ers will now be able to delegate access to the 

database to persons under their supervision or 

employment.  If funds are available, the PDMP 

will also develop algorithms that will alert pre-

scribers if any of their patients are prescribed 

opiates/opioids by more than three physicians 

within any 30 day period.  Licensing boards will 

have the added authority to require licensees 

with prescribing violations to register with the 

PDMP and to require that they access a patient’s 

PDMP record prior to writing a prescription for 

opiates/opioids.

Prescribing Guidelines for Emergency De-

partments.  Hospital Emergency Departments 

will be required to adopt guidelines on opiate/

opioid prescribing in the Emergency Depart-

ment.  At a minimum, the guidelines will address 

treatment of chronic, non-malignant pain, acute 

pain, limits on amounts or duration of opiate/opi-

oid prescriptions, and identify situations where 

opiate/opioid prescriptions should be discour-

aged.  The legislation specifically states that the 

guidelines shall not be construed as establishing 

a standard of care. Best of all, model guide-

lines are already available and in use in some 

emergency departments.  These were written 

and approved by Arkansas’ major health care 

organizations including AMS, AHA, ACEP, Health 

Department and others. However, the Act does 

not dictate any specific guidelines that must be 

adopted.

Prescribing Education.  Within the first two 

years of being granted a license in Arkansas, 

prescribers will need to obtain a minimum of 

two hours of prescribing education approved by 

their respective licensing board. This provision 

applies to all prescribers newly licensed begin-

ning in 2016.  Approved programs will include 

information on prescribing rules, regulations, 

and statutes that apply to individuals licensed in 

the State of Arkansas. 

Uniformity Among Licensing Boards.  This 

provision requires other licensing boards who 

license individuals with prescriptive authority 

(i.e. Board of Nursing) to adopt rules that are at 

least as stringent as those of the Arkansas State 

Medical Board relating to the use of narcotics 

(not limited to Schedule II) for the treatment of 

pain not associated with malignant or terminal 

illness.

Treatment of Chronic, Non-malignant Pain.  

This provision will require all licensing boards to 

have rules for treatment of chronic, non-malig-

nant pain that, at a minimum require the pre-

scriber to check the patient’s prescription his-

tory on the PDMP at least once every six months; 

have a signed treatment agreement detailing the 

prescriber’s expectations for the patient’s be-

havior; and a requirement that the patient be 

examined by a physician at least once every six 

months, if the prescriber is a “non-physician” 

such as an APRN or PA.

The Act contains a definition of chronic, 

non-malignant pain to be used for purposes of 

the above requirements that was developed in 

cooperation with AMS leadership and members 

specializing in pain management.  The act ex-

cludes treatment for patients with a terminal 

condition and those enrolled in hospice, pallia-

tive care programs, or residents of health care 

facilities. The definition is as follows: 

Pain requiring more than three consecutive 

months of prescriptions for (a) opiates/opioids 

that are written for more than the equivalent of 

90 tablets, each containing 5 milligrams of hy-

drocodone, or (b) a morphine equivalent dose of 

more than 15 milligrams per day.  

There is more work to be done on this front, 

but this new Act is a starting point to address a 

problem that kills 46 people every single day in 

the United States.  

WHAT HAVE WE DONE FOR YOU LATELY?

Combatting Prescription Drug 
Abuse – AMS Efforts

The Act contains a definition of 
chronic, non-malignant pain to be 
used for purposes of the above 
requirements that was developed 
in cooperation with AMS leadership 
and members specializing in pain 
management. 
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Show Me The Numbers

My husband Brad (the father of our 
children, my business partner, the 
love of my life, etc) and our won-

derful children are numbers people.  They like 

to know exactly how many miles to our destination, how many 

calories they burn, how much to tip to the penny at a restaurant to 

make sure it is 22% of the bill.  When cooking, they will follow a 

recipe exactly.   I am definitely the odd one in the family.  I estimate 

how much of a cup of flour to use when cooking; if I follow a recipe 

at all.  I round my numbers up or down to make the math easier.  

I don’t balance my checkbook. All of this drives them crazy.  To 

emphasize my point even more, they all wear fitness trackers and I 

gave mine away months ago.  My rationale is that I love exercising 

and moving.  I did not have trouble meeting the fitness goals.  I just 

completed my eighth marathon.  I don’t need something to tell me 

I just took my 10,000th step for the day.  I like to think of myself as 

a quality not a quantity person. They just think I am bizarre.  

Numbers however are important in life.  Not just the actual 

numbers either but how we process those numbers.  I am not go-

ing to digress and discuss common core or the changes in math 

education.  I am not going to discuss counting bullet points for 

evaluation and management visits. I am not even going to discuss 

the numbers for meaningful use.  

The purpose of this editorial is to 

garner any interest from the members 

of Arkansas Medical Society regarding 

numbers.  More precisely, the num-

bers and data one obtains by wear-

ing activity trackers or using health 

and fitness apps.  Fitness trackers 

and apps are a common part of our 

personal life now and provide us with 

data.  Brad uses the Withings app to monitor his data. He tracks his 

food intake by entering every morsel into his “my fitness pal” app 

on his phone.  His calorie output and activity is tracked by wearing 

his Fitbit.   His blood pressure is tracked with his Withings blood 

pressure monitor. He tracks his sleep.  His weight is tracked with a 

Withings scale that he bought me for Christmas 3 years ago.  Yes 

you read that right—my husband bought me a scale for Christmas 

that connects wirelessly to his phone so that he can track my (and 

his) weight.  As I previously stated, he is a numbers guy.  

To help support his claims of the benefits of tracking his num-

bers, we googled the benefits of these trackers.  There are sundry 

articles written about the accuracy, reliability and predictability of 

some of the various devices.  There are articles to support the im-

provement in the quality of life of individuals who use these apps and 

trackers.  We have also read where some physicians, companies, 

insurance providers, etc., are collecting this data and using it to help 

people make better decisions regarding their health care.  He also 

read where one insurance company is offering discounted premi-

ums to people who use these apps and make improvements in their 

personal health.   

To prepare for this editorial, I did a PubMed search.  There are 

many scientific articles also pertaining to this topic.  While I did not 

look at the actual numbers in any of these studies, they all concluded 

that these apps and trackers provide positive health benefits.  There 

is also positive reinforcement when people see these numbers regu-

larly.  In general, the scientific literature supports these trackers and 

apps.  

Even though I am not wearing a tracker, I now agree that track-

ing these numbers is valuable.  Whenever anyone takes control of 

their health, everyone wins.  Knowledge is power.  Looking back, this 

is not a novel idea.  I remember watching my grandparents track 

their blood pressure on a notebook using a home blood pressure 

monitor.  Patients with diabetes who track their glucose tend to fare 

better than those than people who bury their head in the sand and 

take a languid approach to their condition.  

As health care professionals, maybe we should be empowering 

ourselves, our loved ones, and our patients with numbers.  Maybe 

we should encourage people to track their sleep, diet, weight, exer-

cise/activity, and laboratory values on their own.  Maybe that would 

help us all take ownership in our health and make better life choices.   

Maybe that would help the obesity epidemic in our country.  

When you add it all up, knowing the quantity does improve the 

quality.  Or as Brad says, if you cannot count it then it does not count. 

Stay skintastic, 

Sandy Johnson, MD

BY SANDY JOHNSON, MD

COMMENTARY

Maybe we should encourage 
people to track their sleep, 
diet, weight, exercise/
activity, and laboratory 
values on their own. 
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Abstract

H
epatitis C infection is the 
most common blood-borne 
infection in the United States 
with an estimated 2.7 million 

individuals suffering from chronic infec-
tion. Of those who are infected with Hep-
atitis C virus, 75-85% develop chronic 
infection. Without treatment for chronic infection, 

individuals can develop liver diseases, such as cir-

rhosis and hepatocellular carcinoma, during many 

years of asymptomatic infection.   To examine the 

burden of Hepatitis C virus infection in the state, 

the Arkansas Department of Health created an epi-

demiologic profile based on data collected in 2013 

from several data sources, including the depart-

ment’s Hepatitis C surveillance program. In order 

to make more Arkansans aware of their infection, 

the local health units in all 75 counties of the state 

recently began screening individuals at risk for the 

disease, including persons born during the years 

1945-1965. Despite recent advances in treatment 

efficacy, identifying infected individuals and con-

necting patients to affordable HCV treatment and 

care remain priorities.

Background
Since its discovery in the late 1980s, Hepati-

tis C has become the most common blood-borne 

infection in the United States (U.S.) and is now 

the leading cause for both liver transplantation 

and hepatocellular carcinoma.1,2 Hepatitis C virus 

(HCV) is a blood-borne infection that, prior to 1992, 

was commonly spread through organ transplants 

and blood transfusions. While this is still a com-

mon method of transmission outside of the devel-

oped world, blood supply screening has effectively 

eliminated this mode of transmission in the U.S. 

Currently, the primary method of transmission is 

through injection drug use. HCV is less frequently 

spread through occupational exposure to an in-

fected individual’s blood, tattooing, sex, or vertical 

transmission (mother to child). 

After initial infection with HCV, only 20-30% of 

persons develop symptoms of acute HCV infection 

such as fever, fatigue, nausea, vomiting, abdomi-

nal pain, and jaundice, and signs such as abnormal 

By Alexandria Beebe, MPH(c)1,2; 

Taylor Quattlebaum, MPH (c)1,2;  

Rachel E. Gicquelais, MPH, PhD (c)3; 

Namvar Zohoori, MD, PhD, MPH1,2; 

Dirk T. Haselow, MD, PhD1,2; 

Nathaniel H. Smith, MD, MPH1; and 

Corresponding Author:

Naveen Patil, MD, MHSA, MA 1,2                                                                                                                                              

Medical Director, HIV/STD/

Hepatitis and TB Programs                                                                                                                        

Arkansas Department of Health     

naveen.patil@arkansas.gov

501-661-2152

1Arkansas Department of Health, 

Little Rock, AR, 2University of Arkansas 

for Medical Sciences, Little Rock, AR, 
3University of Michigan, Ann Arbor, MI

Hepatitis C in Arkansas: 
Updates on Epidemiology,

Testing and Treatment

248 • THE JOURNAL OF THE ARKANSAS MEDICAL SOCIETY VOLUME 111



Table 1. Risk factors for HCV in Arkansas from the ARCHES study4

Variable
Unadjusted 
Odds Ratio

95% 
Confidence 

Interval

Adjusted 
Odds 
Ratio

95% 
Confidence 

Interval

Annual Income < $10,000 4.7 (1.5 - 14.7) 5.3 (1.6 – 18.1)

Ever injected drugs 38.7
(9.8 – 
153.0)

24.4 (6.5 – 91.7)

Ever had sex with an injection drug 
user or someone with HCV

19.6 (6.2 – 61.7) 11.4 (3.7 – 35.3)

Born 1945-1965 5.9 (1.9 – 18.2) --- ---

alanine aminotransferase, aspartate aminotrans-

ferase, and bilirubin levels.3 Spontaneous elimina-

tion of the virus occurs in approximately 15-25% 

of those who are exposed to the virus without any 

intervention or treatment.3 The remaining 75-85% 

develop chronic HCV infection.3 Studies show that 

approximately 45-85% of chronically infected per-

sons are unaware of their infection.3 Over time, the 

hepatitis C virus attacks and kills liver cells, leading 

to liver disease in 60-70% of those infected, with 

5-20% developing cirrhosis and 1-5% dying from 

chronic liver diseases, such as cirrhosis or liver 

cancer.3 Accordingly, HCV infection is often termed 

the “silent killer”. In Arkansas, there are approxi-

mately 30,000 adults living with chronic Hepatitis 

C.4 It is estimated that there are approximately 2.7 

million chronically infected individuals in the U.S 

and up to 150 million around the world.5,6 There 

are at least six genotypes of HCV (labeled 1-6) and 

multiple subtypes of each genotype. According 

to the Arkansas Department of Health (ADH) HCV 

surveillance data, for genotype results reported in 

Arkansas over the last two years, nearly 75% of 

infections were genotype 1 while genotypes 2 and 

3 each accounted for around 12-13% of the re-

maining infections.7 These numbers are similar to 

those found nationally, with HCV genotype 1 being 

the most common in the U.S.3

HCV testing is recommended for individuals 

who have known risk factors for infection (current 
or past injection drug users, those who received 
blood transfusions, those who underwent organ 
transplants, those who were potentially exposed 
to the blood of an infected individual, children 
born to mothers who are infected, or those who 
received a tattoo with non-sterile instruments).8 
In 2012, the Centers for Disease Control and 
Prevention expanded testing recommenda-
tions to include all individuals born between 
1945 and 1965. Persons born in this age group 
account for 75% of the total burden of HCV in 
the U.S. and have likely been infected for sev-
eral years, which makes them most at risk to 
develop cirrhosis and liver cancer in the near 
future. Further, many are unaware of their infec-
tion status. Reasons for the high rate of infection 
in this age group are not fully understood.9 As 
improved treatment options become available, 
the identification of infected individuals will be-
come increasingly important in the prevention 

of future morbidity and mortality associated 
with chronic HCV infection. 

HCV treatment options available before 
2011 required interferon injections that were 
associated with many side effects such as flu-
like symptoms, fatigue, depression, and gastro-
intestinal issues. Further, these drugs only cured 
HCV infection in approximately 50% of treated 
persons, as measured by sustained virologic 
response (SVR), an indicator of HCV cure where 
the virus is not detected at 24 weeks after 
completion of therapy.10,11  In late 2014, several 
new treatment options became available, offer-
ing all-oral treatment regimens with SVR rates 
above 90% and far fewer side effects. While this 
is a promising new development, the new treat-
ments are incredibly expensive. For example, 
the new drug Sovaldi licensed in 2014 costs 
$84,000 for a twelve-week course of therapy, 
which equates to about $1,000 per pill.12 Fur-
ther, this price does not include the cost of other 
drugs, such as ribavirin, included in the treat-
ment regimen or costs of other healthcare ser-
vices required while on treatment. Widespread 
availability of new treatment options has been 
stunted while insurers and policymakers assess 
the feasibility and cost of rolling out new treat-
ment programs. 

Arkansas
Prior to 2013, there was limited knowledge 

of the burden of HCV infection in Arkansas. 
Acute HCV cases that were reported to ADH as 
part of the state’s mandatory notifiable disease 
reporting were followed-up as part of the de-
partment’s acute HCV surveillance activities. 
With only 20-30% of those who are acutely in-
fected with HCV ever showing symptoms and 
with no staff dedicated specifically for HCV sur-

veillance, there were very few cases identified 
before 2013. 

Despite being focused primarily on cardio-
vascular health, the Arkansas Cardiovascular 
Health Examination Survey (ARCHES), a cross-
sectional survey conducted in 2006-2008, pro-
vided some data on HCV in Arkansas as HCV 
antibody testing was included in the blood work 
conducted as part of the survey.13 The ARCHES 
study showed that 1.8% of adult, noninstitution-
alized Arkansans were either currently infected 
with HCV or had been infected at some point in 
the past. Since 75-85% of acutely infected indi-
viduals develop chronic HCV infection, ARCHES 
results suggest that chronic HCV prevalence in 
Arkansas is approximately 1.4%, which is close 
to the national prevalence of 1.0%.5 As part of 
the ARCHES study, a multiple logistic regression 
analysis was conducted to determine risk fac-
tors associated with HCV infection in Arkansas.4 
The ARCHES study revealed that individuals 
who injected drugs were 24.4 times more likely 
to have ever had HCV infection compared with 
individuals who did not inject drugs (Table 1).4 

Additionally, Arkansans who ever had sex with 
an injection drug user (IDU) or someone infected 
with HCV were 11.4 times more likely to have 
ever had HCV than persons without an IDU or 
HCV-infected sex partner.4 Much like the na-
tionwide trend, ARCHES results demonstrate 
that injection drug use is the most common risk 
factor associated with HCV in Arkansas. These 
results are subject to a number of limitations. 
The survey only involved non-institutionalized 
individuals who were at least 18 years of age, 
so those who were incarcerated, living in men-
tal health institutions, or less than 18 years of 
age were not included. Second, the only test 
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included in the study was an HCV antibody test, 
therefore results do not distinguish between a 
current infection (acute or chronic) or a past in-
fection that had resolved. 

In recent years, there have been several 
studies indicating a trend of an increasing num-
ber of HCV infections among individuals under 
30 years of age. This increase was hypothesized 
to be attributable to increases in prescription 
opioid abuse and injection drug use.14,15,16 Based 
on these studies, ADH officials decided that the 
primary focus of surveillance activities in Ar-
kansas should be on persons aged less than 
30 years. Starting in January 2013, every HCV 
case that was reported to ADH for an individual 
under 30 years of age was followed-up by fax-
ing a form to the reporting physician request-
ing information on HCV test results and risk 
factors. Completed forms were then reviewed 
and entered into a database. In 2014, ADH re-
ceived a grant from the Association of State and 
Territorial Health Officials (ASTHO) to create an 

epidemiologic profile of Hepatitis C infection in 
the state of Arkansas, and the 2013 HCV sur-
veillance data was included in the profile to 
describe the burden of HCV infection among 
persons under 30 years of age. The character-
istics of Arkansans aged 13-29 years who were 
reported as HCV positive to ADH and had a fol-
low-up form faxed and completed can be seen 
in Table 2. Notably, 82.7% of cases were Cauca-
sian, 63.4% reported that they injected drugs in 
their lifetime, and 52.2% were incarcerated at 
some point in time.4

While the primary focus of ADH surveillance 
is on Arkansans under 30 years of age, Hepati-
tis C is affecting Arkansans of all ages. As part 
of the epidemiologic profile prepared in 2014, 
ICD-9-CM and ICD-10 codes were analyzed 
for 3,604,442 hospitalizations that occurred 
between 2004-2012 as well as death certifi-
cate records for 398,123 deaths that occurred 
between 1999-2012. Hospitalization records 
documenting Hepatitis C infection have shown 

a statistically significant increase from a low of 
2,837 in 2004 to a high of 4,141 in 2012 (crude 
hospitalization rate per 100,000 persons of 
103.2 and 140.4, respectively). There was also 
an increase in the documentation of comorbid 
conditions such as chronic liver diseases and 
cirrhosis in those with reported HCV infection. 
As shown in Figure 1, Hepatitis C is now a lead-
ing cause or contributing factor in more deaths 
than HIV.4

In September of 2014, ADH began offering 
HCV antibody testing in the local health units 
(LHU) located in all 75 counties of the state. 
Testing is offered to individuals with at least 
one of the HCV risk factors (injection drug use, 
occupational exposure, etc.) and also to indi-
viduals born between 1945 and 1965.17 The 
goal of this initiative is to help more Arkansans 
become aware of their infection status before 
they develop complications associated with 
chronic HCV infection. Persons who test positive 
in the LHU are contacted and made aware of 
their infection status and referred to receive an 
HCV Polymerase Chain Reaction (PCR) test. Un-
like the antibody test, the PCR test detects the 
presence of virus in the blood and therefore de-
ciphers between current and past infection. The 
crucial next step is treatment for persons with 
HCV infection. Ideally, all persons with chronic 
hepatitis C would be referred for treatment, 
but with the substantial costs associated with 
current treatment options, it would be incred-
ibly expensive to treat every chronic case in the 
state. Recently released recommendations from 
the American Association for the Study of Liver 
Diseases (AASLD) and the Infectious Diseases 
Society of America (IDSA) state that individuals 
already showing signs of liver disease, such as 
cirrhosis or other HCV related symptoms, should 
receive treatment first. Those who are not cur-
rently showing symptoms should be monitored 
and wait until future, less-costly therapies be-
come available.18

Conclusion
The morbidity and mortality due to Hepatitis 

C virus infection is increasing in Arkansas and in 
the United States, with many people unaware 
of their infection due to the asymptomatic prog-
ress of the disease. In response to this public 

Table 2. Characteristics of HCV infected individuals between 13 – 29 years of age4

Characteristic

Number 
of Cases 
(Total N 
= 596)

% Characteristic

Number 
of Cases 
(Total N 
= 596)

%

Age (Years)
Ever Injected Drugs 

in Lifetime

13-19 28 4.7 Yes 378 63.4

20-24 209 35.1 No 71 11.9

25-29 359 60.2 Unknown 147 24.7

Sex
Ever in Jail or Prison 

in Lifetime

Female 275 46.1 Yes 311 52.2

Male 321 53.9 No 60 10.1

Unknown 225 37.8

Race
Ever Received a Tattoo From 

an Unregulated Source

White 493 82.7 Yes 161 27.0

Black 15 2.5 No 80 13.4

Multi-Racial 6 1.0 Unknown 355 59.6

Other or Unknown 82 13.8 Ever Been Homeless

Incarceration Status 
at Time of Testing

Yes 86 14.4

Incarcerated 266 44.6 No 208 34.9

Non-Incarcerated 330 55.4 Unknown 302 50.7
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Figure 1. Deaths indicating Hepatitis B, Hepatitis C, or HIV as a cause or 
contributing condition to death in Arkansas from 1999 – 2012.4

health problem, the Arkansas Department of 
Health has implemented a statewide screening 
system for all persons at risk for the disease to 
identify cases and subsequently connect them 
with care and treatment.  
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Newborn screening is a public 
health activity carried out 
in every state in the nation 

and in most developed countries. 
Newborn screening can identify 
conditions that are present but not 
clinically evident in the newborn 
period. Early identification and 
subsequent treatment of selected 
disorders can prevent permanent 
mental or physical damage, or death 
in affected children. The goal of 
newborn screening is to identify 
newborns who have rare and clinically 
unapparent but treatable syndromes. 
This can prevent developmental 
impairments, delayed physical 
growth, severe illness and death. 

Newborn screening has been under 
scrutiny by public health officials 
since a November 2013 article was 
published in the Milwaukee Journal 
Sentinel. The article reported that 
thousands of hospitals throughout 
the country were late in sending 
newborn blood samples to state labs 
that perform the screening tests. 
The Journal Sentinel analyzed nearly 
three million newborn screening tests 
from hospitals across the country to 

determine how long it took newborns’ 
samples to reach state laboratories. 
The newspaper described cases from 
several states where late deliveries 
delayed diagnosis, including an 
Arkansas case where the hospital was 
late in sending a sample for testing. 
The newborn was critically ill by the 
time his blood sample reached the 
state lab, five days after collection, due 
to a state holiday followed by the lab 
being closed for inclement weather. 
It took an additional six days from 
receipt of sample by the lab until full 
testing was completed and the treating 
physician notified. The newborn 
experienced significant developmental 
delay from an easily treatable 
condition because of the delay in 
sending his blood sample for testing.1 

Arkansas hospitals were slow in 
sending newborn screening samples to 
the Arkansas Department of Health’s 
(ADH) Public Health Laboratory for 
testing. At the end of the 2013 state 
fiscal year, only about 13 percent of 
the samples had been delivered within 
the specified period. 

RECOMMENDED TIME PERIODS
The American Academy 

of Pediatrics recommends that 
blood specimens be collected after 
newborns are at least 24 hours of 

age.2 Specimens collected prior to 24 
hours of age can be used to screen for 
some disorders but are not reliable for 
amino acid disorders, cystic fibrosis, 
hypothyroidism and several others. 
Analyses of screening results suggest 
that a specimen taken on the second 
day of life is suitable for all testing. 
This small delay allows testing to 
be performed only once and has 
minimal effect on the outcome of the 
conditions of interest. 

The American College of Medical 
Genetics recommends3 that newborns’ 
samples arrive at a testing lab within 
three days after collection, with a five-
day maximum elapsed time between 
birth and the availability of test 
results. With some of these abnormal 
conditions, a newborn baby often 
appears healthy at birth, becoming 
extremely ill within days, leading to 
disability or death within a few weeks 
without treatment.

The Arkansas State Board of 
Health’s Rules and Regulations 
Pertaining to Testing of Newborn 
Infants purpose is to assure that 
all Arkansas newborns have the 
opportunity to be screened for 
genetic metabolic illnesses. New 
rules go into effect May 2015. For 
healthy infants born in medical 
facilities, the optimum time for 
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blood specimen collection is 24 to 
72 hours after birth. The collected 
specimen should be submitted to the 
ADH’s Public Health Laboratory in 
Little Rock within one business day, 
(previously 48 hours) of collection. 

In Arkansas, the newborn screen 
is collected between 24 and 72 hours 
after birth. Blood samples from the 
newborn are collected by pricking the 
heel of the baby and collecting drops 
of blood on a piece of filter paper. The 
blood sample should be sent to the 
state lab within one business day. 

The ADH laboratory tests 
newborn blood samples for 28 genetic 
disorders, providing an invaluable 
snapshot of information about the 
newborn’s health. Some health 
disorders can cause serious lifelong 
damage within five days after birth. 
The earlier the lab processes the 
tests, the sooner families can be 
notified of health concerns and 
consult with their physicians about 
further testing or treatment. 

Hospital and public health 
officials in many states, including 
Arkansas, have pledged to end delays 
by changing processes and improving 
how samples get to state labs. 
Arkansas offers a courier service to 
transport blood samples from county 
health units to the ADH lab at no 
charge to hospitals. Hospitals also 
have the option to utilize overnight 
delivery services. Recently the ADH 
lab added Saturday hours of operation 
for newborn blood samples.

TIMELY SUBMISSION
IMPROVES 400%

In January 2014, the ADH, 
Arkansas’ Division of Medicaid 
Services (DMS), Arkansas Foundation 
for Medical Care (AFMC), Arkansas 
Hospital Association, and Arkansas 
birthing hospitals began a coordinated 

effort to reduce newborn screening 
delays. Leveraging the innovative 
and successful Arkansas Medicaid 
Inpatient Quality Incentive (IQI) 
program, AFMC and DMS developed 
two newborn screening quality 
measures. These measures both 
challenge and incentivize Arkansas 
hospitals to reduce the time between 
taking newborns’ blood-screening 
samples and sending them to the 
ADH lab. 

Newborn screening specimen 
collection and submission 
requirements from the Arkansas 
Board of Health were the basis for 
development of the IQI newborn 
screening quality measures. The two 
quality measures are: 
n Newborn Screen 1 (NBS-1): 

Timely Collection of Newborn 
Screening Specimen

n Newborn Screen 2 (NBS-2): 
Timely Submission of Newborn 
Screening Specimen

These quality measures 
complement ongoing efforts in 
birthing facilities to examine their 
current process for collection and 
submission of newborns’ blood samples 
and enhance their ongoing quality 
improvement efforts. Each facility 
must determine the best approach to 
meet its needs and assist the facility in 
reaching established targets. 

Since Nov. 2013, the ADH reports 
that Arkansas’ hospitals have attained 
an almost 400 percent improvement 
in the timely submission of blood 
samples for testing by the ADH lab. 
From July through September 2014, 
about half of newborn blood samples 
collected at Arkansas hospitals arrived 
at the state lab within 48 hours. 
Arkansas hospitals are working hard 
to achieve the more stringent target 
of one working day. Many hospitals 

in Arkansas have addressed and 
eliminated issues with collection and 
delivery of newborn blood samples.

Time is critical, and the newborn 
screening process is a team effort. 
Hospital physicians, nurses, and 
related staff take care of newborns. 
Newborns’ blood samples are typically 
drawn from the baby before it is 
released from the hospital. After 
blood samples are sent to the state lab 
and the results obtained, the ADH 
sends test results to the physician for 
follow-up. The physician can then 
advise and assist families in finding the 
right resources and team of specialists 
to get appropriate treatment. 
Getting the right treatment, which 
starts with timely collection and 
testing of blood samples, makes a 
great difference in affected infants’ 
chances for a healthy outcome. s

Mr. Chasteen is manager of quality 
programs for the Arkansas Foundation 
for Medical Care; Dr. Golden is professor 
of medicine and public health at the 
University of Arkansas for Medical 
Sciences and medical director of Arkansas 
Medicaid and Dr. Smith is director 
and state health officer of the Arkansas 
Department of Health.
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STUDYCASE

Diagnosis and Successful Surgical Management of Posterior 
Nutcracker Syndrome in a Patient with Loin Pain Hematuria

Abstract
The syndrome of loin pain hematuria 

in the absence of stones is poorly under-

stood but must be considered in the dif-

ferential diagnosis for patients with clinical 

manifestations resembling nephrolithiasis. 

A 22-year-old white female with a 4-year 

history of left flank pain and hematuria un-

derwent an extensive workup with normal 

renal ultrasound and cystourethroscopies. 

CT scan and MRI revealed a retro-aortic left 

renal vein. Posterior nutcracker syndrome 

was considered the most likely diagnosis. 

The patient underwent a left laparoscopic 

nephrectomy with auto-transplantation in 

the right iliac fossa. She developed azotemia 

shortly after, which resolved and since then 

has become asymptomatic. 

Introduction
Nutcracker syndrome (NCS) is a rare cause 

of loin pain hematuria syndrome. In certain cas-

es it can lead to relentless pain, gonadal swell-

ing, and pelvic congestion to the point that sur-

gical intervention becomes necessary. Anterior 

and posterior nutcracker syndromes have been 

described in the literature; 1 in the former, the left 

renal vein is compressed between the abdomi-

nal aorta and superior mesenteric artery. In the 

latter, the left renal vein has a retro aortic course 

and is compressed between the abdominal aorta 

and vertebral body. We report a case of symp-

tomatic posterior nutcracker syndrome treated 

with nephrectomy and renal autotransplantation.

Case Report
A 22-year-old Caucasian female presented 

to us with left-sided flank pain and hematuria 

that had been occurring for at least four years. 

The patient was involved in a motor vehicle acci-

dent in 2008. As part of her trauma work-up, she 

had a CT scan performed at an outside facility 

which suggested the possibility of left-sided re-

nal vein compression or “nutcracker syndrome.” 

No intervention was done at that time. Her pain 

and frank hematuria got significantly worse dur-

ing her last pregnancy in 2012. The patient had 

microscopic as well as frank hematuria. On ex-

amination, she had no evidence of abdominal or 

vulvar varicosities, and she had a soft abdomen 

with no significant flank tenderness.

The patient was first referred to the urology 

clinic. She described having intermittent gross 

hematuria accompanied by pain that sometimes 

would be severe enough to require oxycodone 

for relief. A renal ultrasound was normal; how-

ever, an abdominal duplex revealed a dilated left 

renal vein that appeared compressed beneath 

the aorta. A cystourethroscopy revealed normal 

bladder mucosa, no diverticula or stones, and a 

clear efflux from both ureteric orifices. Given her 

history of nutcracker anomaly, an MRI was done. 

It revealed a compressed retro-aortic left renal 

vein (Figure 1). The patient was subsequently 

referred to the vascular surgery service for fur-
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Figure 1. CT scan of this patient showing entrapment and compression of 
the left renal vein between the aorta and the vertebral body with proximal 
dilatation of the renal vein.
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ther work-up and treatment. Although retrograde 

phlebography and angiography with reno-caval 

pressure gradient determination is accepted as 

the gold standard in establishing a final diagno-

sis of NCS, in this patient, the left renal vein was 

compressed to such a degree that the vascular 

surgeon was unable to get a wire across the le-

sion. A gradient between the left renal vein and 

inferior vena cava of > 3 mmHg clinches the di-

agnosis of NCS (normal 0-1 mmHg).

Given the diagnosis of posterior nutcracker 

syndrome and continued symptoms of severe 

left flank pain and hematuria, one treatment 

strategy considered was transposition of the left 

renal vein anterior to the aorta and lower on the 

inferior vena cava. However, this would require a 

major abdominal operation with its concomitant 

morbidities. After discussions with the trans-

plant surgery service a less invasive approach 

was conceived: a left laparoscopic nephrectomy 

with autotransplantation in the right iliac fossa. 

Her preoperative CT angiogram demonstrated 

the presence of a single artery, retro-aortic re-

nal vein, and only one ureter (Figure 2A). The 

patient’s surgery was uneventful. However, she 

was admitted once postoperatively with acute 

kidney injury due to pyelonephritis of her auto-

transplanted kidney. This was treated with anti-

biotics and she improved. Overall, her hematuria 

resolved and her loin pain subsided. The left 

nephrectomy and autotransplantation resulted 

in resolution of her symptoms and a function-

ing transplanted kidney (Figure 2B, 2C). Fifteen 

months later, her last creatinine was 0.6 mg/dL. 

Her postoperative urine analyses have consis-

tently demonstrated less than 2 red blood cells 

per field.

Discussion
Nutcracker syndrome is a well-known but 

under-recognized cause of hematuria. The more 

common variant is anterior nutcracker syn-

drome, in which the left renal vein is compressed 

between the superior mesenteric artery and the 

aorta. Our patient had posterior NCS in which a 

retroaortic left renal vein (LRV) is compressed 

between the abdominal aorta and the vertebral 

body. In both types of nutcracker syndrome, it is 

postulated that congestion from the obstructed 

flow in the left renal vein causes loin or pelvic 

pain and hematuria, likely resulting from the 

rupture of thin-walled intrarenal venous sinuses 

into calyceal fornices. This renal vein hyperten-

sion also results in a pelvic congestion syndrome 

with reflux of blood down the left gonadal vein, 

often resulting in symptoms such as dyspareu-

nia, dysmenorrhea, atypical pelvic pain, or vulvar 

and lower abdominal varicosities.2 Our patient’s 

symptoms worsened during her last pregnancy, 

suggesting that the gravid state or fluid shifts 

caused her symptoms to worsen.

The natural history of NCS is characterized 

by a delayed diagnosis and repeated diagnostic 

procedures that may be avoided by early diag-

nosis. Imaging such as ultrasound, computed 

tomography, and magnetic resonance imaging 

are required to diagnose NCS.3The most accurate 

method of diagnosis is left renal venography with 

measurement of the pressure gradient between 

the left renal vein and the inferior vena cava.
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The differential diagnosis of patients pre-

senting with loin pain and hematuria includes 

nephrolithiasis, renal cell cancer and other ma-

lignancies, polycystic kidney disease, IgA ne-

phropathy, recurrent renal papillary necrosis with 

obstruction, recurrent renal thromboembolism, 

recurrent renal artery dissection, endometriosis 

and nutcracker syndrome.4-5 Other rare cases of 

giant kidney worm and polyarteritis nodosa lim-

ited to the kidney have also been reported in the 

literature.4 To arrive at the diagnosis of renal nut-

cracker syndrome, K. Ahmed et al. proposed an 

algorithm that starts off with urinalysis, urine mi-

croscopy, and culture followed by an ultrasound 

scan. If these tests are negative and hematuria is 

present, the next step is to perform a cystoscopy 

+/- ureteroscopy. If this procedure is negative 

as well, patients should undergo a color Doppler 

evaluation of renal vessels to examine the flow, 

followed by a CT angiogram or MR angiogram. 

The gold standard for the diagnosis of renal nut-

cracker syndrome is renal vein phlebography 

and manometry to look at pressures within the 

renal vein.3

Reported treatments for posterior nutcrack-

er syndrome include transposition of the left 

renal vein, venolysis, widening of the window 

behind the aorta, and omental packing.1, 5-6 Re-

nal autotransplantation has been also success-

fully used to treat idiopathic loin pain hematuria 

syndrome and anterior nutcracker syndrome.7-8 

In our case the autotransplant was preferred 

over the transposition of the vein because the 

nephrectomy offers the advantage of denervat-

ing the kidney, as well as a less morbid surgical 

approach by negating the need for a laparotomy 

incision. We conclude that renal autotransplan-

tation is a viable option in patients with refrac-

tory symptoms from nutcracker syndrome.
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Figure 2. (A) Preoperative CT angiogram showing patient’s retro-aortic 
vein. The small arrow is the aorta and the long thin arrow is the left renal 
vein; (B) CT scan showing autotransplanted kidney in the right lower 
quadrant; (C) Renogram showing both kidneys working on the right side.
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Abstract

The definition of beauty has 
evolved as the trends valued 
by the top of society change.  

For centuries, fair skin was a requirement of the 
Western definition of beauty; however, a shift in 
the 1920s made tanned skin the new standard.  In 
this article, smoking and tanning are presented as 
risky behaviors that are perpetuated through indus-
try advertising and exploitation of the authority of 
health professionals.  The article further explores 
the culture of complexion in Western society before 
and after the 1920s as well as the consequences 
of tanning and efforts to rewrite society’s definition 
of beauty. 

Throughout history, people of Western society 
have engaged in various socially promoted behav-
iors that proved to be detrimental to their ultimate 
survival.  For example, through the first half of the 
twentieth century, cigarette smoking was an essen-
tial element of socialization and physicians were 
even known to offer cigarettes to patients to help 
calm their nerves. However, by the mid-twentieth 
century, cigarette smoking began to be associated 
with several new and uncommon diseases includ-
ing intermittent claudication, peripheral vascular 
disease, and lung cancer.1  

As the newfound dangers of smoking be-
came more evident, tobacco companies relied on 
advertising campaigns to reassure the public that 
cigarettes were safe. A common advertising strat-
egy was employed by the 1940-1949 “More Doc-
tors Smoke Camels” campaign in which Camel 
advertisements were placed in conjunction with 
images of physicians and a storyline of health ad-
vancements.  However, consumers did not know 
that the advertisements were based on unsup-
ported claims and surveys that were specifically 
designed to ensure that physicians would support 
Camel cigarettes.2

Tanning Culture
Around the same time that health concerns 

associated with smoking began to surface, an-
other dangerous culture began to emerge, shifting 
the definition of beauty and ideal complexion for 
decades to come. Tanned skin has not always been 
considered beautiful. In Western Cultures, white 
skin was the standard of beauty for centuries, and 
it was not until the 1920s that tanned skin became 
socially acceptable. 

During the Elizabethan Era, Queen Elizabeth 
was the picture of ideal beauty. In order to main-
tain this youthful appearance of the Virgin Queen, 
she used multiple cosmetics with a white powder 
base. Her appearance inspired most European 
women to cover their own skin with whitening 
powders, paints, and creams.3 A particular favor-
ite, called “ceruse,” was a combination of white 
lead and vinegar.4

Fair skin remained the standard of beauty 
until 1923, when the prominent French fashion 
designer, Coco Chanel, accidentally received too 
much sun while sailing on a yacht in the French 
Riviera. When she returned with a golden 
complexion, her accident was quickly revo-
lutionized into an industry.5 Tanned skin 
became a trademark of the new affluent 
upper class lifestyle, and as proclaimed 
by Coco Chanel herself, “The 1929 girl 
must be tanned. A golden tan is the index 
of chic!”6

The 1920s were only the beginning 
of a new international obsession with 
the sun.  During the following decades, 
sunbathing became socially accept-
able, beaches became common vaca-
tion destinations7 and the advertising 
and entertainment industries developed 
a culture that promoted fun in the sun. 
In 1953, a Coppertone advertising cam-
paign headlining “Don’t be a Pale Face” 
depicted the now iconic image of 
a cocker spaniel tugging at the 
bathing suit bottoms of a young 
girl.8 During the 1960s, Brigitte 

Bardot, a French film star, began to flaunt her 
tan on the beach. Her youthful and sexy appear-
ance inspired celebrities to embrace tanning and 
magazines quickly filled with images of bronzed 
celebrities.9

Another wave of tanning frenzy overcame 
Americans when the German scientist, Friedrich 
Wolff introduced tanning beds to North America in 
1978. Within a few years, tanning beds became a 
popular method of quickly obtaining a tan through-
out the United States. In a 2006 study, Hoerster et 
al. examined the prevalence of tanning salons in 
the 116 most populated cities in the United States. 
The researchers found that there were more tan-
ning salons than McDonald’s restaurants or Star-
bucks coffee houses.10 

Consequences of Tanning
Not coincidentally, skin cancer rates have 

continuously increased since the 1970s.  As 



American culture has demanded tan skin, people 
have deliberately sought ultraviolet radiation (UVR) 
exposure through direct sunlight and tanning beds. 
Tanning bed use has become a well-known risk 
factor for both melanoma and non-melanoma skin 
cancers. In a retrospective case study, Christenson 
et al. examined rising rates of non-melanoma skin 
cancers, which were propelled by increasing rates 
in young women. For women between the ages of 
26-30, the incidence of basal cell carcinoma in-
creased approximately 300 percent between the 
late 1970s and 2003.11 In addition to the increases 
in non-melanoma skin cancers, cutaneous mela-
noma has also increased drastically among young 
Americans. Reed et al. observed a 6-fold increase 
in the incidence of melanoma in young adults over 
the past 40 years.12 

In the early 2000s, several articles were pub-
lished correlating tanning device use with an in-
creased risk for developing skin cancer. In a 2002 
population-based case control study, Karagas et al. 
found that those who used tanning devices were 
1.5 times more likely to develop squamous cell 
carcinoma and 2.5 times more likely to develop 
basal cell carcinoma, compared to those who did 
not use tanning devices.13 In 2005, Gallagher et 
al. reported that there is a significantly increased 
risk of cutaneous melanoma subsequent to sunbed 
use. Melanoma is associated with intermittent sun 
exposure, and tanning beds, by their very nature, 
expose individuals to intermittent UVR.14 

As mounting evidence exposing the danger-
ous consequences of tanning threatened to com-
promise the multi-billion dollar enterprise, the 
tanning industry relied heavily on advertising and 
promotion to save face. Many advertising methods 
mimic those utilized by the tobacco industry begin-
ning in the early twentieth century. 

Greenman and Jones found that both smok-
ing and tanning advertisements fall into four major 
categories.15 One category, mitigating health con-
cerns, closely reflects the “More Doctors Smoke 
Camels” campaign of the 1940s.  As illustrated by 
an advertisement that portrays a resident physi-
cian claiming, “After working 16-hour shifts for 
my residency, I tan because it recharges me for 
work tomorrow,” the tanning industry has relied 
on the cultural authority of the medical profession 
to reassure consumers that tanning is safe.  The 
advertisements fail to mention that in a 2006 study, 
“100% of dermatologists and 84% of non-derma-
tologist physicians would discourage UV tanning for 
non-medical purposes even in healthy patients.”15

Striving for Solutions
During the 1990s, the medical community 

made extensive efforts to educate the public on the 
dangerous effects of sun exposure as well as the 
benefits of sun protection through print, radio, and 
television. Despite the efforts, adolescents contin-
ued to report frequent sunburns. Robinson et al. ac-
knowledge, “Skin cancers are potentially prevent-
able with adequate sun protection of the population 
during occupational and recreational exposure to 
ultraviolet light.”16 

By conducting phone interviews with 658 Il-
linois teenagers, Robinson et al. found that teens 
were aware that too much sun could cause sun-
burns and skin cancer.  Despite awareness, teens 
with fair skin reported an average of 3.3 sunburns 
within the past year.16 

Ultimately, changing the public perception of 
tanned skin as the most desirable appearance has 
proven to be difficult. Tanning has become so en-
grained in our culture that tan skin has become a 
requirement in our definition of beauty. Psychologi-
cally, the need to appear beautiful outweighs the 
risk of skin damage leading individuals to use tan-
ning beds and sunbathe despite knowledge of the 
associated dangers. Understanding the influence of 
such social implications, organizations such as the 
American Academy of Dermatology and the Rich-
ard David Kann Melanoma Foundation encourage 
those who want to be tan to utilize spray-tans and 
other sunless tanning products (STPs) rather than 
UVR sources.17

While they are a great alternative to tanning 
beds and tanning outdoors, research indicates that 
STPs are not a perfect solution.  A 2006 study by 
Brooks et al. shows that both users and potential 
users of STPs were more likely to have burned dur-

Though not capable of enacting 
large-scale changes on their 
own, the combination of 
legislative changes, promotion 
of skin cancer prevention by 
foundations, and celebrity 
endorsement of fair skin might 
prove to be effective in changing 
the perception about complexion 
that has been engrained in the 
minds of American women for 
nearly a century.
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ing the previous summer and more likely to have 
used tanning beds than those who did not use or 
had no intentions of using STPs.18

It appears that STPs are not serving as the safe 
alternative to UV tanning that the professionals had 
hoped for. Brooks et al. propose multiple explana-
tions for the higher sunburn rates among sunless 
tanners: users might be unaware that the products 
do not provide protection against the damaging ef-
fects of the sun, use may be more common among 
those with tan-promoting attitudes, or tanners 
might be using the products to accentuate tans re-
ceived from sunbathing or tanning beds.18

The association of STP use with tanning bed 
use and sunburns leaves many concerned that STP 
use might be encouraging, rather than discour-
aging, intentional exposure to UVR. Promoting a 
tanned appearance, even through artificial means, 
continues to fuel its social value.18

Combined Efforts 
The truth about tanning is that people are dy-

ing from melanoma.  As reported by The Ameri-
can Academy of Dermatology, the incidence of 
this cancer “has been rising for at least 30 years 
– particularly among young, white women in the 
most recent years.”19 Pressing concern over the 
health consequences associated with tanning and 
the importance of preventing UVR damage from a 
young age has prompted the regulation of tanning 
bed use by minors. Currently, five states, includ-
ing California, Illinois, Nevada, Texas, and Vermont, 
have banned tanning bed use by minors, and Wis-
consin has banned use for minors under the age 
of 16.  Over 30 other states regulate tanning bed 
use through means such as parental permission 
requirements, time limits, and public school educa-
tion. Arkansas requires in-person parental consent 
for anyone under the age of 18.20    

In addition to governmental intervention, The 
Skin Cancer Foundation urges people to “Go With 
Your Own Glow.” This campaign was developed 
“to encourage women to love – and protect – their 
skin, whatever its natural hue.”21 Using simplistic, 
yet attractive, advertisements, the campaign aims 
to draw attention to the consequences of tanning 
and to encourage women to be confident with their 
natural complexion. The Foundation states, “Once 
people stop associating tanned skin with beauty, 
we will really make headway against skin cancer.”21

Throughout the evolving nature of ideal com-
plexion, there has been one constant – the influ-

ential role of high-status individuals.  Inevitably, 
changes introduced by celebrities trickle down to 
become the trends of the general public.  While 
tanned skin has dominated the pages of magazines 
and television screens for some time now, images 
of celebrities, such as Anne Hathaway, embracing 
their natural, fair complexions are becoming more 
common. Hathaway was recently commended for 
protecting her skin while walking around New York, 
and her look was described as “reminiscent of Au-
drey Hepburn’s classic glamorous style.”22

Though not capable of enacting large-scale 
changes on their own, the combination of legisla-
tive changes, promotion of skin cancer prevention 
by foundations, and celebrity endorsement of fair 
skin might prove to be effective in changing the 
perception about complexion that has been en-
grained in the minds of American women for nearly 
a century.  Tanned skin is not necessary to be 
beautiful and it does not provide the appearance of 
health and youthfulness. As women grasp that the 
consequences of UVR exposure outweigh the sat-
isfaction of temporary beauty as described by soci-
ety, the definition of beauty will continue to evolve.
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AMA HONORS FORMER ARKANSAS 
SURGEON GENERAL WITH TOP 

GOVERNMENT SERVICE AWARD

On February 24, 2015, the American Medi-
cal Association (AMA) presented former Arkan-
sas Surgeon General Joseph W. Thompson, 
M.D., M.P.H., with the Dr. Nathan Davis Award for 
Outstanding Government Service. Dr. Thompson 
was presented the award in conjunction with the 
AMA’s National Advocacy Conference in Wash-
ington, D.C.

Dr. Thompson was selected for the AMA’s 
top government service award for his contribu-
tion to vastly expanding health insurance cover-
age in Arkansas, and halting an escalating child-
hood obesity crisis in the state. He is credited as 
the creative force behind innovative solutions to 
provide tens of thousands of Arkansans with ac-
cess to the health care coverage they need. He 
is also recognized for helping Arkansas build a 
leading-edge program for successfully confront-
ing the problem of childhood obesity.

Dr. Thompson is one of seven honorees 
chosen this year to receive the Dr. Nathan Da-
vis Award for Outstanding Government Service. 
The award, named for the founding father of the 
AMA, recognizes elected and career officials in 
federal, state or municipal service whose out-
standing contributions have promoted the art 
and science of medicine and the betterment of 
public health. During the past 26 years, the AMA 
has honored more than 200 men and women 
with the Nathan Davis Award.

“The AMA’s Nathan Davis Awards recog-
nize government officials who go above and 
beyond the call of duty to support our nation’s 
health,” said Dr. McAneny. “Award winners 
have come from every branch of government 
service and are a testament to the important 
role that policymakers play in improving the 
health of our nation.”

The American Medical Association 
(AMA) honored former Arkansas Gov-
ernor Mike Beebe with the Dr. Nathan 
Davis Award for Outstanding Government 
Service in conjunction with its National 
Advocacy Conference in Washington, D.C.

Gov. Beebe was selected to receive 
the AMA’s top government service award 
for his leadership in expanding health 
care coverage to uninsured Arkansans, 
as well as for his leadership in creating a 
robust funding effort to establish a state-
wide trauma system through instituting 
an increase in the state’s tobacco tax.

“It is an honor to present former Gov. 
Mike Beebe with the Dr. Nathan Davis 
Award in recognition of his unwavering 
commitment to the uninsured population 
of Arkansas,” said AMA Chair Barbara 
McAneny, M.D. “Through his support of 
innovative statewide initiatives, he has 
positively impacted the lives of hundreds 
of thousands in Arkansas.”

Gov. Beebe is one of seven honor-
ees chosen this year to receive the Dr. 
Nathan Davis Award for Outstanding 
Government Service. The award, named 
for the founding father of the AMA, rec-
ognizes elected and career officials 
in federal, state or municipal service 
whose outstanding contributions have 
promoted the art and science of medi-
cine and the betterment of public health. 
During the past 26 years, the AMA has 
honored more than 200 men and wom-
en with the Nathan Davis Award.

(L) Clark Fincher, MD; Joe Thompson, MD; Jennifer Thompson; 
David Wroten; Scott Ferguson, MD
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LITTLE ROCK – Thomas Henry Wortham, 
MD, died on January 20, 2015. Dr. Wortham 
served in the U.S. Navy from1944-1946 as a 
corpsman. He received his MD in 1953 from 
UAMS, graduating Magna Cum Laude. He also 
was awarded the Faculty Key as the outstand-
ing student for four years of medical school and 
received the Joseph Roberts Award as the Out-
standing Scholar for the four years of medical 
school. Dr. Wortham helped expand medical and 
other community services to meet the demand 
after the opening of the Little Rock Air Force 
Base in Jacksonville. He ran a thriving family 
practice clinic for 43 years. He rallied community 
support for funding of a hospital and then helped 
establish Rebsamen Medical Center. He served 
on many UAMS boards and committees and vol-
unteered as a clinical preceptor for the College 
of Medicine residents and students, as well as 
the UAMS Family Medical Clinic. Dr. Wortham is 
survived by his children, Clay Alan and Jan Ellen 
and two grandchildren.

MAGNOLIA – Charles Warren Kelley, 
MD, passed away January 13, 2015. Dr. Kel-
ley graduated from Tulane University School 
of Medicine, was a Lieutenant in the United 
States Navy where he was a medical officer 
stationed in Quantico, Virginia, and returned 
to Magnolia and cared for numerous pa-
tients in his private practice for many years.  
He is survived by his two children, Jonathan Kel-
ley and his wife Renee Kelley, Melinda Volker 
and her husband Britt Volker, and three grand-
children. 

PINE BLUFF – William Joseph “Joe Bill” 
James, Sr., MD, passed away January 16,  
2015. He graduated from the University of Ar-
kansas for Medical Sciences in 1953, earning 
his MD degree. After serving a year residency at 
the University of Arkansas for Medical Sciences, 
Dr. James entered the United States Air Force 
in 1955. He served as a medical officer for the 
Strategic Air Command (SAC) 6th Bomb Wing 
from 1955 to 1957. Thereafter Dr. James com-

pleted a Urology Residency at Tulane University, 
New Orleans 1957 – 1960. In 1960, he moved 
his wife and family to Pine Bluff, where he es-
tablished a practice in urology. He later entered 
a residency in psychiatry at UAMS and Arkansas 
State Hospital. After completing his psychiatry 
residency, he practiced as a staff and Medi-
cal Director of the Southeast Arkansas Behav-
ioral Health Center until his retirement in 1997. 
Dr. James received the 1980 Attending Physi-
cian of the Year Award from UAMS Area Health 
Education Center, Pine Bluff. He also served on 
numerous committees at Jefferson Regional 
Medical Center in Pine Bluff, including the JRMC 
Board of Directors, also serving as JRMC Medi-
cal Chief of Staff. He served as a board member 
of Jefferson Comprehensive Care Association, 
was a member of the board of Trinity Village Re-
tirement Center, and was a member of Jefferson 
County Red Cross Disaster Relief Team. He was 
also a member of the Arkansas Medical Society, 
Jefferson County Medical Society. Dr. James 
served as past President of Arkansas Psychiatric 
Society, diplomat of the American Board of Psy-
chiatry and Neurology and a distinguished Life 
Fellow of American Psychiatric Association. He 
served in the American Psychiatric Association 
Assembly of District Branches as an Arkansas 
Delegate from 1976 until 1992. Dr. James was 
a National Peer Reviewer for the American Psy-
chiatric Association from 1978 until 1992. He 
worked part time as a staff psychiatrist since 
1997 for Delta Counseling Associates in Mon-
ticello, McGehee and Dumas. Dr. James is sur-
vived by his loving wife of over 60 years, Sunny 
James; his children, William Joseph James, Jr. 
(Vicky), Lisa Ann James Gray (Mike), Jane Caro-
lyn James Neely (Wayne), and Maribeth James 
Hartsfield along with eight grandchildren and 
four great-grandchildren. 

LITTLE ROCK –  Byron Lester Brown, MD, 
passed away January 25, 2015. Dr. Brown in-
terned at what is now Ben Taub Hospital in 
Houston, Texas, and entered active duty as a 
Navy doctor aboard the APA Thomas Jefferson.  
In 1949 he began general medical practice in 
Superior, Nebraska, where he practiced for eight 
years. He maintained a private orthopedic prac-

tice in Fort Smith, Arkansas, until 1987.  He is 
survived by his wife, Yleen Brown; sons Thom-
as (Fran) Brown and Steven (Pamela) Brown; 
daughters Margaret (Wiley) Coley and Susan 
(Mike) Molitor as well as nine grandchildren.

PARAGOULD – Donald I. Purcell, MD, 
passed away January 27, 2015. Dr. Purcell grad-
uated from Rector High School one year early.  
At the age of 16, while waiting to be eligible to 
enlist in the military, he began his college edu-
cation at the University of Arkansas, where he 
walked on as a Razorback football player for a 
short time. He was also a member of the Sigma 
Chi Fraternity. He transferred to the University of 
Louisville in Kentucky, where he completed his 
undergraduate degree at 19. He obtained his 
Medical Degree from the University of Arkansas 
Medical School in Little Rock at the age of 22. 
He was drafted by both the Army and the Navy. 
He served as a physician at the Millington Na-
val Base, just north of Memphis, TN, for about a 
year. He then served for another year at Camp 
Lejeune, a Marine division that used Navy Doc-
tors located in Jacksonville, North Carolina. Dr. 
Purcell went on to work for 13 years as a General 
Practitioner in Paragould, and later went back to 
Medical School in Little Rock where he special-
ized in Radiology. He worked as a Radiologist 
for Arkansas Methodist Hospital for close to 20 
years. He retired from the hospital when we 
was about 70 years old. Dr. Purcell was always 
looking for opportunities to serve in and for the 
community. He served as a dedicated member 
of the Arkansas Medical Board. He was an active 
member of the Paragould Rotary Club, receiving 
the organizations Lifetime Achievement Award 
in 2014. Dr. Purcell is survived by his daughters 
and son-in-law: Lee Purcell and her Fiancé, Bob 
Dahlquist, and Paige and Phillip Wooldridge, five 
grandchildren and four great-grandchildren. 

OBITUARIES
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