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Special section where the JAMS will feature short dermatology cases.

Derm Dilemma

0 Kevin St. Clair, MD

his 61-year-old woman has slowly
Tdeveloped over the past two years a
reticulated, erythematous, asymp-
tomatic rash involving only the lower back
and flanks. Based solely upon the clinical ap-
pearance and the absence of cutaneous findings

elsewhere, what might be your first question to
this patient?

Do you have type 1 diabetes mellitus?
Do you have chronic low back pain?

Do you have thyroid disease?

o o = >

Are you taking any blood thinning
medications?

E. Are you using any illicit drugs?

Answer:

B. This condition is known as erythema ab
igne, and results from prolonged exposure to
thermal heat of insufficient intensity to create
a burn. Affected areas include the lower legs
(fireplace, space heater) and the lower back in
patients suffering from chronic back pain (heat-
ing pad), as in this patient. The erythematous
component may improve after recognition and
removal of the infrared heat source, but post
inflammatory hyperpigmentation and atrophy
may persist indefinitely. Rarely, squamous cell
carcinoma has been reported to arise within
erythema ab igne. AMS
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by CASEY L. PENN *

Working Toward
Lasting Tort Reform
in Arkansas

AMS Supports Senate

Joint Resolution 8

0 you ever wonder, what is a
tortand how many times must
we reform it before it sticks?

Silly question, perhaps, but unfortunately,
we know that here in Arkansas, tort reform leg-
islation hasn’t had the lasting effect for which
it was designed. This article — part trip down
memory lane / part update and call to action
— will remind us of the continuing struggle and
share details about a more permanent solution.
AMS officials are hoping that, come November,
tort reform will be firmly established through the
passage of a constitutional amendment that was
referred to the voters by the Arkansas General
Assembly through Senate Joint Resolution 8.
More to come on that, but first ...

A Review of What’s at Stake

A 2007 journal article (by this author) de-
fined the issue, its application being the heart-
breaking experiences of respected orthopedist
(retired) and former AMS president, John Lofton
Wilson, MD. Even then, the issue was all too
familiar. (All following excerpts are from April
2007’s issue, which looked back at the results
of existing tort reform legislation.)

The term fort reform refers to the
reformation of a portion of civil law.
In 2003, Arkansas legislators passed
The Arkansas Civil Justice Reform Act

(House Bill 1038), tort reform legisla-
tion related to medical malpractice li-
ability. Some opponents of House Bill
1038 said there was no need for the
reform. Others saw things differently;
these argued that without tort reform,
many of our state’s brightest and most
capable physicians would be forced to
abandon or severely limit their prac-
tice of medicine and thus limit the
medical services offered to patients in
our state. Proponents also

Dr. John Lofton Wilson, orthopedist
for OrthoArkansas, remembers the
stakes of tort reform all too well ...
After 30 years of practicing orthope-
dics without incident, Dr. Wilson was
unjustly accused of violating the ex-
pected standard of care. From 2001 to
2002, he was hit with three lawsuits
— all from patients seen during weekly
visits to Helena, Ark.

“You try to be as honest

pointed to tort reform as a
necessary tool for keeping
malpractice insurance at
a reasonable level and for
preventing malpractice car-
riers from leaving our state.

Medical tort reform contin-
ues to be an issue here in

as you can in your care of
people,” said Dr. Wilson.
“When someone criticizes
you, you feel terrible.” Un-
fortunately, bad feelings
were simply the beginning
of the repercussions of the
suits. Even though all three
lawsuits were without merit

Arkansas and across the
nation. President Bush, in
his recent State of the Union address,
called for all states to pass medical
malpractice liability reform. Although
it’s been a few years since our state’s
reforms were enacted, the Arkansas
Medical Society urges members to be
reminded of what is at stake without
such legislation and therefore be on
guard to defend medical tort reform
now and in the future.

Missy Irvin

and therefore never argued
in court, Dr. Wilson suffered
anyway — as did his malpractice in-
surance carrier. After his carrier, State
Volunteer Tennessee Mutual, spent
roughly $40,500 to process the frivo-
lous suits, Dr. Wilson had few options
left regarding his Helena practice. Wil-
son received word from his insurance
carrier that if he continued practicing
in Helena — something he had done
for 21 years — he could be placed in
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a high-risk insurance group. The base
cost of this could be $10,000 per
month for liability coverage. “I had
to stop practicing in Helena, which |
truly hated to do,” said Dr. Wilson. “If
| stayed, I'd be working for the insur-
ance company rather than for myself,
and that didn’t make sense. For a few
years after | left, | still saw three to five
patients a week who drove two-and-
a-half hours from Helena to see me.”

Faced with his situation, Dr. Wilson didn’t
give up and quit — though he did cease practic-
ing in Helena to the detriment of patients who
would otherwise have had access to his care.
Instead, he put his experiences to

Sponsored by long-time friends of the Soci-
ety, Sen. Missy Irvin and Rep. Bob Ballinger, SUR8
was adopted during the 2017 legislative session.
Sen. Irvin explains the reasoning behind introduc-
ing the measure.

“Doctors led the legislative effort to pass tort
reform in 2003 and the results were overwhelm-
ingly positive,” said Sen. Irvin. “Malpractice filings
dropped by almost 33% by 2006. Fourteen years
later, our Arkansas Supreme Court has reversed
our progress, making it clear that the constitution
must be amended to ultimately pass tort reform.

“l sponsored Senate Joint Resolution 8
(SJR8) with more than 66 co-sponsors to refer a
tort reform constitutional amend-

work for good. Along with that of
fellow Arkansas physicians and
the AMS, Dr. Wilson’s testimony
helped bring about change.

... Signed into law on March
25, 2003, The Arkansas
Civil Justice Reform Act of
2003 capped punitive dam-

ment to voters in 2018. | know
it will be a tough campaign be-
cause trial lawyers will stop at
nothing to defeat tort reform in
Arkansas. NOW is the time for
Arkansas’ doctors and medical
community to stand together
with the coalition dedicated to
winning this effort. Contribute to

ages at $1 million. It also
reduced physician liability
exposure under the joint and several
liability laws, and — what some say is
its most important aspect — required
an affidavit of merit by a physician of
the same specialty as the one being
charged. The affidavit must be filed
within 30 days of filing the suit.

Coming Around Again

A little more than a decade and two U.S.
Presidents later, the provisions set down in the
Arkansas Civil Justice Reform Act have been
systematically stripped away, piece by piece.
Even so, the AMS and many others continue to
work toward lasting tort reform in Arkansas.

Current efforts, as mentioned, center on
Senate Joint Resolution 8, a constitutional
amendment to come before voters this year.
AMS Executive Vice President David Wroten laid
out the specifics of SJR8 in his commentary in
November 2017 of The Journal. Speaking with
authority on this long-unresolved issue, Wroten
urged members to dig in and help. “Ok Arkan-
sas physicians,” he wrote, “here is your chance
to have realtort reform.”

David Wroten

the campaign. Speak out in your
community. This issue is impor-
tant for our state and will enable
us to recruit and retain physicians and grow jobs.
Physicians must use their voice with patients,
colleagues, and businesses in their communities
to rally the votes for passage. It is vital.”

SJR8 Includes Four
Primary Components:

* 331/3% cap on attorney contingency
fees

« $500,000 cap on non-economic
damages

* (Cap on punitive damages equal to
the greater of $500,000 or 3 times
compensatory damages

* Provisions designed to authorize the
General Assembly to adopt other tort
reform measures

The latter may be the most important, per
Wroten. “Previous tort reform statutes have been
overturned by the courts on the grounds that
those provisions amounted to ‘rules of the court’
and were the sole purview of the court. If SIR8
passes, the General Assembly will be consti-
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tutionally authorized to adopt these ‘rules of the
court.” That would enable the legislature to con-
sider legislation replacing the 2003 tort reform
measures and more.”

A Coalition in Support of SJIR8

“The coalition dedicated to winning this ef-
fort” that Sen. Irvin mentioned is the legislative
question committee, Arkansans for Jobs and
Justice, created to support SJR8. Membership is
diverse and — with the AMS — includes Arkansas
State Chamber of Commerce, the Poultry Fed-
eration, Arkansas Trucking Association, Arkansas
Health Care Association, Arkansas Farm Bureau
and Arkansas Hospital Association.

The Society’s participation was initially led
by former AMS President Scott Cooper, MD. “My

Physician
Leadership

Opportunities

No entity has more influence over
health care in Arkansas than the

Arkansas Medical Society. If you are
ready to take an active role in channeling that
influence, consider running for the AMS Board of
Trustees. There are currently 37 District Trustees
representing ten geographic areas of the state.
Half of those positions are up for election/re-
election every year. District Trustees are elected
directly by AMS members in their respective
district through a written and online ballot. Voting
takes place from February 15 through February
28, 2018. The AMS Board of Trustees meets
quarterly for approximately two hours.

If you are interested in serving on the AMS Board
of Trustees as a district trustee contact Kay
Waldo at kwaldo@arkmed.org or 501-224-8967
for more information.

Winning candidates will be notified and should
be prepared to attend the AMS House of
Delegates meeting on May 5, 2018 at DeGray
Lodge in Bismark.

Deadline for nomination/application
is February 1, 2018.

last act as AMS president was to appoint an ad
hoc committee that will spearhead our efforts to-
ward getting SJR8 passed in the general election
of November 2018,” recalled Dr. Cooper. Commit-
tee members are President Amy Cahill, Vice Presi-
dent Bill Dedman, President-Elect

in our civil justice system through the passage
of SJR8 on the 2018 Arkansas ballot,” explained
Vogelpohl, citing the failure of past reforms as
part of his own interest in leading this campaign
to victory. “Arkansas needs tort reform. The Ar-

Lee Archer, and I'm the chairman.
Our first order of business was to
recommend to the Board of Trust-
ees a dollar amount that we would
be willing to put up in support of
the campaign. That figure was
$500,000, and the board readily
approved it ... 40% of that was
distributed immediately to Arkan-

kansas Supreme Court said it
requires a constitutional amend-
ment, so that is exactly what we
are working to do.

“Physicians will be critical to
that effort now as they were then,”
said Vogelpohl, who went on to
make some specific requests of
AMS member physicians: be a

sans for Jobs and Justice.”

Carl Vogelpohl

An outspoken and passionate proponent of
lasting tort reform, Dr. Cooper had much to say
about SJR8 and the coalition working to pass it. “In
2003, AMS was instrumental in getting tort reform
passed legislatively, but all those potential benefits
are long gone.

“We need a constitutional amendment to put
these commonsense policies into effect. Obvi-
ously, our primary interest here is on the medical
liability side, but as you can see from the coalition
membership, a variety of Arkansas interests know
that we need real, durable tort reform. | think any-
thing that can be done that keeps the courts from
being seen as a lottery game makes sense from a
simple fairness point of view. There is nothing in
this constitutional amendment that inhibits an ag-
grieved citizen’s right to seek relief in court. It will,
however, inhibit the trial lawyers’ ability to gain
more than those they represent ... and what’s
wrong with that?”

Carl Vogelpohl- a Name
You Should Know

Arkansans for Jobs and Justice Campaign
Manager Carl Vogelpohl is a seasoned campaign
veteran who has managed and advised on local,
state and federal campaigns since 2004. An Ar-
kansas native, he most recently served as chief of
staff to Arkansas Attorney General Leslie Rutledge
and before that was chief of staff to former Con-
gressman and current Arkansas Lt. Governor Tim
Griffin. He will work closely with committee mem-
bers to develop strategies that he hopes will lead
to a win in November. “Arkansans for Jobs and
Justice was formed to improve the economy in
Arkansas by creating jobs and ensuring fairness

voice (to patients, legislators, and
fellow physicians), be a contribu-
tor financially, and be present. “It is important that
physicians lead on this effort and tell their stories
about the impact of trial lawyers on healthcare in
our communities. This will be a historically expen-
sive campaign that the state can’t afford to lose.
Your financial support will be critical.”

The AMS, too, must put its money on the
table, Wroten indicated. “Make no mistake, this
will be difficult and expensive. Arkansas trial at-
torneys have been stock-piling money since the
2003 statute in anticipation that sooner or later
the supporters of that law would seek a consti-
tutional amendment. The AMS Board of Trustees
has pledged $500,000 from AMS reserves to
support the effort. We are reaching out to AMS
membership and other physician organizations
to help fund what is expected to be a multi-mil-
lion-dollar campaign.”

Interestingly, that 2007 article concluded with
a plea to AMS members to remain vigilant on the
issue of tort reform and ready to defend tort re-
form. “... The AMS must continuously monitor ...
and be ready to help defend the provisions of the
Civil Justice Reform Act,” was the quote then from
Wroten, who, now that CJRA has been nullified by
the courts, is calling for your help.

1. For details about SJR8, or for information
about helping financially or in kind, call Scott
Smith or David Wroten at AMS. Arkansas
Jobs for Justice can accept contributions of
any size from individuals or businesses. Con-
tributions can be mailed to P.0. Box 250207,
Little Rock, AR 72225, or made online at AR-
JobsandJustice.com. AMS
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@ STUDY

Spontaneous Splenic Artery Aneurysm
Rupture during Pregnancy

Muhammad Tariq Shakoor, MD'; Samia Ayub, MD?; Zunaira Ayub, MD?; Abdul Ahad*
"Hospitalist, Baptist Health Medical Center, Little Rock; 2Pulmonary Critical Care Fellow, University of Arkansas for Medical Science, Little Rock
SMedical Officer, Sir Ganga Ram Hospital, Lahore, Pakistan; *Medical Student, Nishter Medical College, Multan, Pakistan

Abstract:

plenic artery aneurysm (SAA) is a

rare pathology, mostly discovered

incidentally on imaging. Symptom-
atic cases present with rupture. Prevalence in
the general population is variable ranging from
0.1 -0.2% in a large autopsy series and 0.78%
in an angiogram-based study. SAA rupture is
associated with a high mortality rate of 25%
which increases disproportionately to 75%
among pregnant women with a fetal mortal-
ity of 95%. We report a case of septic shock
secondary to chorioamnionitis, complicated by
hemorrhagic shock due to SAA rupture with
survival of the patient.

Background:

Splenic artery aneurysm (SAA) is a rare pa-
thology, mostly discovered incidentally on imag-
ing. Symptomatic cases present with rupture.’-
Its prevalence in the general population is vari-
able ranging from 0.1- 0.2% in a large autopsy
series,* whereas a study of 3600 arteriograms
found the incidence to be 0.78%.5 SAA rupture
is associated with a high mortality rate of 25%
but increases disproportionately to 75% among
pregnant women with a fetal mortality of 95%.5%
|

> In symptomatic cases, immediate
treatment is warranted which
can be surgery (laparotomy
or laparoscopic) which
usually involves Splenectomy/
splenopancreatectomy with
splenic artery ligation or
embolization of the aneurysm.®

Congenital defects and atherosclerosis of
the arterial wall have been described as the
key cause of SAA.° Preliminary weakness of
the arterial wall with concomitant physiological
changes in pregnancy are considered to pro-
mote the aneurysm rupture.'® We report a case
of septic shock secondary to chorioamnionitis,
complicated by hemorrhagic shock due to SAA
rupture in the postpartum period with survival of
the patient.

Case Presentation:

A 20-year-old female who is 37 weeks preg-
nant presented to the emergency department
with abdominal pain, vaginal discharge and low
grade fever. Past medical history included de-
pression and vaginal herpes. Her initial vitals in-
clude temperature (T) 99.9 Fahrenheit, heart rate
and blood pressure don’t need to be capitalized
but either lower case all or upper case pressure
(BP) 129/68 mm Hg and oxygen saturations of
99% on room air. Her BP dropped to 58/30 mm
Hg in the next one hour and she started com-
plaining of vaginal pressure. Fetal ultrasound did
not show any fetal heart sounds or fetal move-
ments, suggesting fetal demise. Initial labs were
remarkable for White Blood Count of 36000 per
microliter, Hemoglobin 8.3 g/dl and lactic acid
12.6 mmol/L. Her urine analysis and chest x-ray
were unremarkable. She was started on broad
spectrum antibiotics and resuscitated aggres-
sively with intravenous fluids and vasopressors
for septic shock from presumed chorioamnion-
itis. Her condition improved after fetal delivery
and she was off vasopressor support and her re-
peat lactic acid levels normalized. Her vitals im-
proved to T 98.8, BP 130/85 mm Hg (without va-
sopressors), HR 94 and 02 saturations 100% on
room air. Later that evening she suddenly devel-
oped hypotension with BP of 79/51 mm Hg, HR

132/min and 02 saturations dropped to 84% on
3 liter nasal cannula. On examination her abdo-
men was remarkably distended and very tender
to palpation. CT scan of abdomen and pelvis was
done to look for the cause of acute abdomen,
with suspicion of possible bowel or uterine per-
foration. Repeat labs were remarkable for WBC
26000 per microliter, hemoglobin 6.1 g/dl, plate-
lets 25000 per microliter. Blood transfusion was
started immediately. To our surprise, ruptured
splenic artery aneurysm with hemoperitoneum
was seen on the CT scan (Figure). Patient was
taken for emergent laparotomy, splenic artery
ligation and total splenectomy. Patient stabilized
after the procedure weaned off the vasopressors
and mechanical ventilator support. She was sub-
sequently discharged home after 2 days.

Discussion:

The true prevalence of SAA in pregnancy is
unknown as most of them are asymptomatic.
Unfortunately symptomatic cases present with
rupture. Current data estimates maternal and
fetal mortality rate as high as 75% and 95%,
respectively.®® Risk factors for the development
of SAA include female sex (4:1), congenital ab-
normalities of the vessels, inherited vascular and
connective tissue disorders, vascular trauma,
inflammatory processes, multiparity and portal
hypertension."" Two-thirds of aneurysms rupture
in the third trimester."

The precise etiology of SAA is unclear. Dif-
ferent mechanisms have been proposed to con-
tribute in the pathogenesis. Pregnancy is asso-
ciated with a number of physiological changes,
such as increased intravascular volume with
relative portal congestion, increased flow veloc-
ity through the splenic artery as a result of dis-

> Continued on page 182.
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A CLOSER LOOK AT QUALITY
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Home Visits Improve
Preterm Infants’ Health

BY PATRICK H. CASEY, MD;
CARMEN IRBY, MSN, BSN, CNS-BC;
SANDRA WITHERS, APRN, BSN,

PPCNP-BC; SUSAN DORSEY;
JINGYUN LI, MS;
and MALIK RETTIGANTI, PhD

he benefits of home visiting

programs on the mortality,

health and development of
infants and young children of families
at risk has been emphasized by the
American Academy of Pediatrics, the
Academic Pediatric Association and
the Zero to Three program. Low-birth-
weight, preterm (LBWPT) infants are
at greater risk for death and long-term
health, development and behavioral
problems. In addition, parents of
these infants are at greater risk for
various psychoemotional problems
like anxiety and depression.

Home visiting helps families at

risk get support services, links to
health care and ongoing education.
Nurse home visits have improved
maternal and child mortality rates,
and child behavior and learning.’-3
An increasing number of preterm
infants survive and a large percentage
have neurodevelopmental and health
complications.*> Additionally, the
families of medically fragile children
have significant financial, physical
care and emotional challenges after

a neonatal intensive care unit (NICU)
discharge. Caring for low-birth-weight
infants is a particular challenge for
lower socioeconomic-status families;
increasing the infants’risk for long-
term morbidity.® These families have a
particular need for special community
services and coordination of health
care after discharge from a NICU.

The Following Baby Back Home
(FBBH) program, which began in 2009
and funded by Arkansas’ Medicaid
program, assists families of high-risk,
LBWPT infants after NICU discharge.
FBBH goals include maximizing
children’s health and development
within the constraints of their medical
conditions, and improving family skills
and confidence in providing a safe,
stimulating, nurturing home.

FBBH uses nurse-social worker
teams that focus on feeding, safe
sleep, growth and development,
medications, managing symptoms, in-
jury prevention, early identification of
complications and service coordina-
tion. The teams facilitate communica-
tion between the family and medical
providers, identify local resources, as-
sure follow-up with medical appoint-
ments and provide parent education.
The team assures the child receives
required immunizations as they age,
monitors growth and development,

and aggressively refers the child for
evaluation and treatment, as needed.

Parents of preterm infants face
greater challenges in parenting and
have more risk for anxiety or depres-
sion.” FBBH teams monitor these
issues, support the family’s needs and
make referrals.

FBBH home visiting teams provide
two home visits per month for the
first two months, one monthly visit
until age 1, one home visit every other
month until age 3 and telephone
contacts on nonvisit months. Case
management helps identify child/
family issues that require assistance,
coordination or referral.

The FBBH program evaluation
included LBWPT infants, referred from
all NICUs in Arkansas, and discharged
with serious chronic medical condi-
tions, as identified by a neonatologist.
Chronic conditions included lung dis-
ease, congenital heart disease, brain
injury, infections, feeding problems
and growth concerns.

FBBH results for both mortality and
immunizations — two key metrics
reflecting children’s health and well-
being— are impressive. The infant
mortality rate (IMR) —defined as
death in the first 12 months —for the
FBBH cohort was 9.2 per 1,000 infants,
compared to 50.4 per 1,000 infants

THE ARKANSAS FOUNDATION FOR MEDICAL CARE, INC. (AFMC) WORKS COLLABORATIVELY WITH PROVIDERS, COMMUNITY GROUPS AND OTHER STAKEHOLDERS TO PROMOTE THE QUALITY
OF CARE IN ARKANSAS THROUGH EDUCATION AND EVALUATION. FOR MORE INFORMATION ABOUT AFMC QUALITY IMPROVEMENT PROJECTS, CALL 1-877-375-5700. « FEBRUARY 2018
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nationally and 51.7 Arkansas infants
(both P <.001). In comparing the IMR
rates of children born <37 weeks’ ges-
tation, the FBBH cohort’s IMR was 9.2
per 1,000 infants; lower than both the
national rate of 34.5 and the Arkansas
rate of 33.6 (P =.01).

The IMR of the FBBH cohort was
nearly six times lower when com-
pared with low-birth-weight children
in Arkansas and nationally. The IMR
was nearly four times lower when
compared with preterm children in
Arkansas and nationally.

The receipt of required
immunizations by the FBBH cohort
in the 0- to 12-month range was =96
percent. The FBBH cohort received
a significantly higher percentage
for every immunization series for
0- to 18-month-old children and
for 19- to 35-month-old children,
compared to national and Arkansas
data. Overall, 92.2 percent of the FBBH
sample received all recommended
immunizations to age 18 months; this
rate persisted to age 35 months. This
compares with 61.5 percent of the
national sample, and 49.5 percent of
the Arkansas sample (P <.001).

The cost of neonatal stay was more
than three times higher for FBBH
infants compared with the control
group (P <.0001). The NICU length of
stay and the Neonatal Health Index,
markers of the complexity of neonatal
stay, were almost three times greater
in the FBBH group (P <.0001). Clearly,
infants referred to FBBH were sicker
and more medically involved, com-
pared with non-FBBH preterm infants.

The number of hospitalizations,
outpatient and emergency
department (ED) visits, pharmacy
claims, and developmental
interventions for both the FBBH
and matched control groups were
not statistically significant in post-

NICU admissions, readmissions, ED
visits or associated costs. Like most
other studies, and as expected for
this medically fragile population,

our evaluation of FBBH showed

no change in hospitalization or
readmissions. Although the FBBH
infants’ average length of stay (almost
three days) was impressively lower
than the control group, it did not
reach statistical significance. The
shorter length of stay may be due to
the attending physicians’ willingness
to discharge early, knowing the family
had FBBH support.

The FBBH group had significantly
more routine and nonroutine clinic
visits, pharmacy claims and develop-
mental intervention claims, compared
to the matched control group. We
speculate that education, health
status monitoring and FBBH support
resulted in families more frequently
utilizing outpatient medical care and
pharmacy, which likely contributed to
lower IMR.

Our results suggest that nurse-so-
cial worker home visiting teams who
follow carefully designed intervention
protocols can positively affect the
health of medically fragile, LBWPT
infants when measured by mortality
and immunization rates. To prevent
future complications, it may be ben-
eficial to use acute care and pharmacy
services more frequently during the
first year of life. The literature suggests
that the impact of home visits on
health utilization and cognitive devel-
opment is delayed in the first year of
life, but appears in later years.®10

LBWPT children, particularly those
discharged to socially vulnerable
families, are an appropriate group to
receive home visits. Considering the
high NICU cost to keep these infants
alive, home visits are a wise invest-
ment to optimize their health.

For more information about

FBBH program, contact Patrick Casey
at caseypatrickh@uams.edu or

Carmen Irby at irbyc@uams.edu or
call 501-526-8732. A

The authors are employees of
the University of Arkansas for
Medical Sciences.
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Figure: 2.8 * 3.5 cm2 splenic artery aneurysm rupture with large amount of blood in abdomen.

tal aortic and iliac compression from the gravid
uterus and weakening of the ground substance
of the arterial media (estrogen and progesterone
cause histological changes in the arterial wall
mainly medial degeneration leading to aneurys-
mal dilatation).” These physiological changes
increase the stress on the arterial wall leading to
SAA rupture. In our case aggressive fluid resus-
citation and vasopressors further increased the
stress on the arterial wall and most likely lead to
SAA rupture.

In 20-25% of the cases the rupture consists
of two stages, characterized by initial rupture
within the lesser sac contained by either omen-
tum and/or blood clots that block foramen of
Winslow. This is followed by rupture into greater
sac due to increased tension within the lesser

sac.” This phenomenon results in a pattern of
sudden initial abdominal pain with an interme-
diate stable period followed by sudden collapse
(syncope, hypotension and shock). There are no
physical signs that reliably indicate the presence
of SAA rupture which makes early diagnosis
very challenging.'? Placental abruption is one of
the most commonly made misdiagnosis.'®

Radiological investigations are quite helpful
in making the diagnosis. Abdominal X-ray is not
the first line test for SAA rupture but in cases
of visceral perforation it can show free air. Ul-
trasound and Doppler ultrasound are preferable
in pregnancy as it is non-invasive and does not
involve any radiation exposure to the fetus. It can
reveal presence of free fluid in abdomen and
the diagnosis can be confirmed at laparotomy.
Although contrast-enhanced CT and MRI are
quite useful in evaluation of the splenic artery,
safety of the fetus has to be considered during
pregnancy. The National Radiological Protection
Board arbitrarily advises against use of MRI in
the first trimester. Teratogenesis is not a major
concern after diagnostic CT studies in pregnan-
cy as the radiation dose is generally too low to

cause such effects. However, intravascular con-
trast media should be avoided in pregnancy due
to the concern of possible hazard to the fetus
and should only be used if absolutely necessary
and only after discussion of risks and benefits
with the patient.™

There is no consensus regarding manage-
ment of asymptomatic cases. However it is rec-
ommended to treat the aneurysms that are larg-
er than 2 cm. In pregnancy, minimally invasive
techniques should be utilized like transcatheter
embolization/coiling, percutaneous angiographic
embolization or laparoscopic ligation. In patients
with no planned pregnancy, the recommenda-
tions for management of aneurysms less than 2
cm is inconclusive because the understanding of
natural history of SAA is incomplete. However, in
pregnancy proactive management of aneurysms
less than 2 cm should be carried out.™

In symptomatic cases, immediate treatment
is warranted which can be surgery (laparotomy
or laparoscopic) which usually involves Splenec-
tomy/splenopancreatectomy with splenic artery
ligation or embolization of the aneurysm.'®
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This case illustrates that a high degree of

suspicion is required to make the diagnosis of
SAA rupture in pregnancy having sudden hemo-
dynamic instability with or without sharp abdom-
inal pain. Immediate resuscitation and cessation
of hemorrhage is the key to maternal survival.
Further research is required to understand the
natural history, pathophysiology, prognosis and
management strategies especially in asymptom-
atic SAA.
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Abstract
XERTIONAL HEAT ILL-
NESS (EHI) IS A SERI-
OUS HEALTH CONDITION
THAT IS COMMONLY
SEEN IN ATHLETES EXPOSED
TO EXTREME ENVIRONMENTS
IN COMBINATION WITH VIGOR-
OUS PHYSICAL ACTIVITY. Nu-

merous intrinsic and extrinsic risk fac-

tors can contribute to the development
of EHI; however, many of these can be
modified or mitigated with appropriate
preventative strategies. If a patient ex-
periences heat-related symptoms, the
key to treatment is early recognition

and rapid cooling.  Once resolved, the
athlete will need to be closely monitored
and activities modified to ensure he or
she can safely return to play.

Introduction

Every year as summer approaches and the
temperature steadily increases, one of the big-
gest concerns for physicians covering athletic
events is the risk for exertional heat illness (EHI).
Every year, there are reports of severe health epi-
sodes and even deaths from exposure to extreme
environmental elements. The number of sports-
related exertional heat stroke (EHS) deaths in the
United States has doubled since 1975, and more
deaths were reported between 2005 and 2009
than during any 5-year period of the preceding
30 years."? Heat illness is the third most com-

mon cause of sports-related death, accounting for
15.6% of reported deaths and it is estimated that
6500 high school football players annually are
treated for EHI.3*

Because of this serious health risk, there has
been a concerted effort to raise awareness of
heat-related illness with a focus on education for
athletes, parents, coaches, and emergency medi-
cal personnel. National and local organizations,
such as the Korey Stringer Institute and the Ken-
drick Fincher Organization have focused efforts on
education initiatives and legislation to help prevent
these events in the future. Despite these programs,
little attention is directed towards educating pro-
viders in the recognition, management, and pre-
vention of EHI.

Pathophysiology

Thermoregulation is the process in which the
body maintains core temperature in a predefined
range despite exposure to diverse internal and
external environments. Heat illness occurs when
the thermoregulatory pathway and dissipation of
heat is either interrupted or overcome by stressors.
The body dissipates excessive heat by increasing
cardiac output and shunting blood from the core
to the skin. The majority of essential thermoregu-
lation occurs through four mechanisms: conduc-
tion, convection, radiation, and evaporation.> At
lower levels of exertion, the majority of heat loss
is through conduction, convection, and radiation.
As environmental heat exposure and exercise in-
tensity increases, evaporation of sweat at the skin
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surface becomes the predominant mechanism for
body heat dissipation.

Risk Factors

Risk factors for EHI can be divided into intrinsic
and extrinsic factors. Intrinsic risk factors include a
history of previous EHI, poor physical fitness, lack
of heat acclimatization, inappropriate clothing or
protective equipment, young or old age, and inad-
equate sleep. Medical conditions include obesity,
recent febrile illness, gastroenteritis, sickle cell trait,
diabetes, sunburn, and cardiovascular disease.®

Extrinsic factors include intense exercise with-
out appropriate breaks, lack of education among
coaches, athletes, and medical personnel, lack
of an emergency action plan, minimal access to
fluids, and elevated wet bulb globe temperature
(WBGT). The WBGT is the best measurement of ex-
ternal thermal load; it factors the temperature, the
relative humidity, air velocity, and solar radiation in
its calculation. This temperature serves as the stan-
dard for determination of overall environmental risk
for activities and the greatest risk for EHI occurs
when the WBGT exceeds 82°F. [Figure 1]

Definitions

There is a continuum of heat-related ill-
nesses with definitions based on the patient’s
symptoms and core body temperature. Heat
illness can be divided into three categories: ex-
ercise-associated muscle cramps (EAMC), heat
exhaustion, and heat stroke.

EAMCs are often one of the earliest indica-
tions of heat illness. This occurs after prolonged
heat exposure with profuse sweating and inad-
equate fluid intake. The skeletal muscles begin to
spasm and painfully contract, which is believed to
be due to excessive sodium loss.” The most com-
mon symptoms include muscle contractions, thirst,
and fatigue. The core body temperature is often
normothermic, and does not exceed 104°F. These
commonly occur in people who are not sufficiently
physically fit or have not trained appropriately for
the proposed activity.

Heat exhaustion occurs when the body is un-
able to exercise in the heat due to fatigue, hypoten-
sion, inadequate energy stores, or cardiovascular
insufficiency.? They often complain of nausea, vom-
iting, and headaches with profuse sweating, but
cold, clammy skin on exam. However, they have no
changes in mental status. The core temperature is
often elevated, but less than 104°F.

WBGT (°F) Recommendations

<82° Normal activities

Figure 1. Activily Restrictions Based on the Wet-Bulb Globe Temperature (WBGT)

82-86.9°

3 rest breaks per hour for at least 4 minutes each

4 rest breaks per hour for at least 4 minutes each

87-89.9°

2 hour maximum duration for actvity

Consider removal of some equipment (foothall pads)

Maximum of one hour of outdoor activity

90-92.0°

Minimum of 20 minutes of breaks

No protective equipment during event

Cancel proposed event, consider indoor alternatives

Brady LT, EbermanL, and SmithM. Exertional Heat llinesses and Environmental Conditions During High

School Football Practices. Am J Sports Med. 2015.

Exertional heat stroke (EHS) is the most severe
form of heat illness and is a medical emergency.
This occurs when the metabolic production and
environmental heat load overwhelms the body’s
thermoregulatory system and the core body tem-
perature increases to greater than 104°F. This el-
evation causes profound mental status changes
including irritability, aggressiveness, or confusion
and can lead to end-organ damage.® These indi-
viduals often have hot, dry skin and require imme-
diate treatment.

Treatment of Exertional Heat lliness

Management of exercise-associated muscle
cramps and heat exhaustion emphasizes rest,
rehydration, and gradual return to activity over a
period of 24-48 hours. Most often, these events
do not require treatment in the emergency depart-
ment or activation of emergency medical person-
nel as long as a trained health care provider, in-
cluding a physician or athletic trainer, is available
to evaluate the patient.

EAMCs are treated with rest, oral rehydra-
tion with an electrolyte-rich fluid, stretching, and
muscle massage. Most often, these athletes can
return to activity on the same day after appropriate
rehydration and rest.

Management for athletes with heat exhaustion
includes aggressive oral rehydration, removal from
environmental exposures, and cooling with cold
packs to the axilla, forehead, and groin. Rehydra-
tion should utilize electrolyte and carbohydrate-rich
fluids; if the athlete cannot tolerate oral hydration
well, IV hydration can be utilized, however, these
individuals should not be cleared for return to play
until re-evaluated. For cooling, excessive clothing
and equipment should be removed and they should

be moved to a shaded or indoor location. Heat ex-
haustion is a significant risk factor for progression
to heat stroke; these individuals should not be al-
lowed to return to activity for a minimum of 24-48
hours. However, if they can maintain appropriate
oral hydration, they do not require transport to an
emergency department.

Heat stroke should be treated immediately and
aggressively. These individuals need to be trans-
ported to a local emergency facility; however, the
adage is “Cool first, transport second.” The goal of
treatment is to lower the core body temperature to
less than 102.5°F within 30 minutes of presenta-
tion.' A rectal temperature should be obtained for
an accurate assessment of core temperature and
reassessed every five minutes. If EHS is suspected,
the athlete’s torso and extremities should be im-
mersed in a cold-water tub. Any excessive clothing
or equipment should be removed after immersion.
If full immersion is not available, other options, in-
cluding cold towels to the forehead, groin, and axilla
can be used, with constant exchanging of the tow-
els to ensure maximum cooling. Adequate cooling
should result in lowering of the core temperature
19F every 3 minutes and the patient should be
removed from immersion once the temperature
reaches 102°F to avoid overcooling. Once this tem-
perature is reached, the patient can be transported
via EMS for further evaluation and treatment. If a
rectal thermometer is not available, cool the patient
for 10-15 minutes then transport. If a trained medi-
cal professional is available, an IV can be estab-
lished during the cooling process to begin rehydra-
tion and support cardiovascular function.

There are no structured protocols for return to
activity after EHS. Most guidelines suggest a mini-
mum of 14-21 days of rest after labs (including a
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Figure 2. Summary of Heat-Related lliness

Painful muscle contractions, thirst, fatigue

Heat Associated

Usually normothermic

Muscle Cramps

Can occasionally return to play same day

Weakness, fainting, dizziness, headache,
hyperventilation, nausea, diarrhea, profuse
sweating

Heat Exhaustion

No mental status changes

Core temperature elevated, but less than 104°F

Minimum 24-48 hours before return to play

Tachycardia, hypotension, dizzyness, confusion,
irritabilty, disorientation

Exertional

Core temperature >104°F

Heat Stroke

to ER

Requires immediate cooling and eventual transfer

Casa DJ, et al. National Athletic Trainers’ Association Position Statement: Exertional Heat llinesses. J Athl

Train. 2015 Sep;50(9):986-1000.

renal panel, electrolytes, and creatinine kinase)
normalize. Once this period of rest concludes, the
athlete can begin a progression of activity with
heat acclimatization and close supervision by a
health care professional. Often, an athletic trainer
will be tasked with monitoring the patient during
this period. Any symptoms during training should
stop or slow this return to play progression. In
most instances, an athlete should not be cleared
to return for @ minimum of one month following
an episode of EHS.

Prevention

There are numerous modifiable risk factors
before and during events that can help prevent
EHI. Prior to scheduled activities, previous episodes
of EHI should be thoroughly investigated and dis-
cussed yearly during the pre-participation physi-
cal (PPE). Details of these events should be made
available to an athlete’s athletic trainer if available
to ensure proper supervision throughout the sea-
son. Also, during the PPE, appropriate hydration
prior to a scheduled activity should be discussed.
Preventing a greater than 2% body mass loss dur-
ing an event can reduce the risk of significant de-
hydration and EHI. Confirming that adequate water
is available during events, and ensuring that state-
mandated protocols concerning the time and num-
ber of fluid breaks made available to these athletes
is extremely important.

Generally, the first two to three weeks of pre-
season football practices have the highest risk
of EHI. The biggest factors that play a role in this

include typical weather patterns during the sum-
mer months and a lack of acclimatization by ath-
letes during the offseason. Acclimatization is an
important tool to help prevent heat-related illness.
Individuals should be exposed to extreme environ-
mental conditions incrementally over a period of
7-14 days. This process includes gradually increas-
ing the duration of activity, intensity, and clothing
or equipment such as football pads and helmets.
Furthermore, any individual that is noted to have
an acute iliness, especially one associated with a
fever, should be excluded from high risk activities
until symptoms resolve.

Appropriate planning for events is essential
in prevention of EHI. An updated emergency ac-
tion plan (EAP) should be onsite and reviewed by
all coaches and medical personnel prior to each
season. This EAP should include protocols for
management of C-spine injuries, transportation
procedures, and weather related issues. Neces-
sary supplies include a WBGT device and a rectal
thermometer. A rectal temperature is the only reli-
able method for obtaining core body temperature;
use of an oral, axillary, or tympanic temperature
can lead to a delay in appropriate treatment. There
is understandably some hesitation about the use
of rectal thermometers due to privacy concerns;
it is imperative that parents, athletes, coaches,
and administrators be properly educated about
the utility prior to each season. If environmental
conditions are concerning, an ice water tub and
cold towels should be available and positioned for
easy accessibility.

Conclusions

Despite increased awareness, exertional heat-
related illness continues to be a significant health
issue in our community. Concerted efforts to im-
prove education and prevention from organizations
such as the National Athletic Trainers’ Association
has been beneficial, but a continual effort from
health care professionals on the field, in the clinic,
and in the community is instrumental in ensuring
the safety of our young student-athletes.
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Humphrey, Toya
Hunter, Charles
Hutson, Elizabeth
Huynh, Michelle
Ivy, Austin
Jackson, William

Jacobson, Sandra Emily

James, Amy
James, Ryan
James, Steven
Jasso, Erika
Jennings, Carole
Johnson, Dallas
Johnson, John
Johnson, Kemmian
Johnson, Paige
Johnson, Sarah
Jones, Paige
Kamath, Nikhil
Kaur, Jaskiran
Keith, Joseph
Kelly, James
Kelver, Daniel
Khan, Nadia

Kim, Alexandrea
King, David

Kline, Joseph
Klucher, Justtin
Kockara, Neriman
Krishnan, Akshay
LaFerney, Brianna

Laman, Evan

Larey, Adam

Lee, Kenneth
Leibrock, Hayden
Light, Jeremy
Lindsey, Miki

Little, Jessie
LoBianco, Francesca
Lombardi, Andrea
Lowan, Phillip
Lowder, Harrison
Lowery, Curtis Il

Ly, Victoria

Lynch, Jeffrey

Lyon, Joshua
MacLeod, Ryan
Mardanbigi, Mohamad
Martin, Benjamin
Martin, Elissabeth
Martin, Sarah

Martindale, Christopher

Massey, Colmon
Massey, Virgil
Mathews, Edwin
May, Michael
Mayo, Rachel
Mazzo, James
McCarthy, Hannah
McClure, Spencer
McCracken, Graham
McCully, Catherine
McGowan, Joel
McKissick, Jasmine
McLeod, Cody
McNeely, Landon
Meece, Trevor
Mehl, Steven
Mercier, Nicole
Minner, Rebecca
Minton, John
Mize, Brandi
Moran, Gisele
Morehead, Lauren
Morgan, Austin
Morrison, Bethany
Morrison, Steven Jr.
Moulton, Aaron
Moutos, Christopher
Murphy, Chesley
Musser, John
Needham, Taylor
Nett, Jordan
Newhart, Hamilton
Nichols, Matthew
Norton, John
O’Brien, Patrick
0’Connell, Kristen
Obregon, Fabiola
Qbrien, Erin
Ohyuru, Paige
Oliver, Jessica
Oliver, Margaret
Oliveto, Trey
Onyuru, Paige
Oseguera, Rasilia
Oudin, Edward
Padgett, Hannah
Parks, Kelsey
Patel, Akashkumar
Patel, Anjali

Patel, Jay

Patel, Tulsi

Patel, Ujasbbai
Pattesson, John

Patton, Samuel
Peckham, Merry
Peeler, Eric

Petrus, Shannon
Phillips, Kara
Picetti, Dominic
Pickhardt, Margaret
Pitre, Christina
Plumley, Melissa
Polk, David

Porter, Ashton
Power, Margaret
Preston, Clayton
Privratsky, Anthony
Provaznik, Douglas
Punatar, Shil
Quattlebaum, Taylor
Rabalais, Jeanne
Radecki, Hannah
Ragni, Olivia
Ramey, Hunter
Ravikumar, Pratheepa
Ray, Sasha

Reams, Emily
Reiners, Zachary
Resendez, Victoria
Rhea, Brian

Riaz, Mahrukh
Rice, Kristen

Rice, Logan

Rice, Madison
Richards, Mitchell
Richardson, Michael
Riley, Emily
Rinchuso, Mary
Roberts, Aaron
Roberts, Jeffrey
Robinson, Keely
Rose, Tyler

Roses, Brittany
Rutlen, Christine
Saccente, Jennifer
Sanders, Karina
Sardar, Sehrish
Scarbrough, Catherine
Scarbrough, Megan
Schemel, Kristen
Schwope, Hong
Scott, Amy

Scott, Michael
Seay, Hayley
Serrano, Maria
Shah, Jesal

Shah, Varun
Shelton, Reid
Sherrill, Julie
Shields, Emily
Siddiqui, Mohammad
Siddons, Upton
Sideroff, Laney
Silva-Nash, Jennifer
Simon, Emily
Smashey, Hannah
Smith, Conor
Smith, Jacob
Soliman, Mohammed
Sowaty, Griffin
Spencer, Jordan
Spradley, Jonathan
Spradley, Thomas
Sra, Natasha
Stahler, Katie
Stanley, Marc
Steed, John

Steele, Ryan
Stephens, Kathryn
Stevenson, Jason
Stringfellow, Samuel
Stroud, Cody
Sullivan, Elizabeth
Sullivan, Nicole
Suresh Kumar, Gayatri
Suresh Kumar, Vasupradha
Tabassum, Annika
Taylor, Lauren
Tedrowe, Michelle
Tharp, Emily
Theriot, Sarah
Thomas, Amanda
Thomas, Kevin
Tibbs, Molly

Tillack, John

Tilley, Zachary
Timmermann, Cody
Tremwel, Martin
Trinh, Daniel

Tripod, Morgan
Trostel, Caitlyn
Troxel, Jackson
Trussell, Taylor
Turner, Todd

Varela, Hayley
Ventrano, Victor
Verkamp, Bethany
Vo, Jimmy

Von Edwins, Kirby
Waddell, Ryan
Wagnon, Asher
Walajahi, Amad
Walls, Joshua
Ward, Rebeckah
Waymack, Ashley
Weatherford, Erin
Webb, Michael
Webb, Shelby
Webster, Cody
Weir, Dawn
Weldon, Emily
West, Danielle
Wiggins, Blake
Wilhite, Abigail
Wilkes, Joshua
Williams, Benjamin
Williams, Chatondra
Williams, Madeleine
Williamson, Jonathan
Wilson, Allison
Wilson, Connor
Wilson, Lance
Wilson, Lori

Wilson, Mikaila
Wise, Alexandra
Wolfe, Chelsea
Wolfe, John

Wolfe, Jordan
Wolfson, Jill
Woods, Bryce
Woods, Forrest
Woodward, Morgan
Worthen, Laura
Wray, Jesse
Yancey, Erin

Young, Jesse
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Resident - Members of the Arkansas Medical Society 2017

Aguiar, Clinton
Albashaireh, Arwa
Algam, Bilal

Ali, Heather

Ali, Mir

Allen, Charles
Allen, Justin
Almomani, Ahmed
Anaman, Zoe
Ananthula, Aneesha
Anderson, Jerrod
Anderson, Zachary
Annibale, Robert
Arze, Elizabeth Mary
Ashraf, Azka
Atkinson, Daniel
Atwal, Dinesh
Atwood, Danielle
Auerbach, Sarah
Azim, Irum

Baer, Hannah
Bagwell, Taylor
Bajaj, Gitanjali
Baker, Kristen
Barber, Kevin
Barefoot, Thomas
Barkley, Kevin
Barnette, Daniel Il
Bartels, Heather
Battle, Bennett
Battle, Laura
Beasley, Drew
Beckett, Emily
Behrens, Alice
Belknap, Toby
Belt, Michael
Bezold, Samuel
Bibb, Terrell

Bider, Erin

Bider, Lucas
Bindrick, Courtney
Bingham, Daniel
Blair, Kyle

Bonilla Velez, Juliana
Borchert, Heather
Bowlin, Brian
Bradney, Laura
Broadfoot, Brannon
Broussard, Kali
Brown, Elizabeth
Brown, Noel
Brummett, Shawn
Bruno, Edward
Bucolo, Paul
Burgener, Kala
Byram, George lll
Camp, Sara
Carlson, Jacob
Casey, John
Chacko, Jeffrey
Chang, Jonathan
Chapman, Cynthia
Chaudhary, Sonia
Chen, TsungYen
Clawson, April
Cockerell, John
Coffield, Sarah
Coleman, Morgan
Collins, Gene Il
Coltrain, Michael Il
Cooper, James
Cooper, Kasa
Couch, Cory
Coulter, Jennifer
Courtney, Ashleah
Crain, Emily
Crawford, Lee
Crocker, Caroline

Cross, Michael
Cryar, Kipp
Cunningham, Cordell
Daigle, Olivia
Dajani, Omar
Dalby, Stephen
Darland, Katharine
Davenport, Bianca
Davis, Kelly

Davis, Lauren
Dawkins-Richards, Jheanelle
Depper, Mary
Deputy, Loren
Devgan, Arushi
DeWall, Michael
Dickson, John
Dimski, Mark

Dinh, Kevin
Doerner, Phillip lll
Doucet, Ashley
Dragosljvich, Steven
Dunn, Andrew
Eads, Lauren
Eichhorn, Joshua
Ekici, Sina
Enuganti, Sridhar
Epping, Stephen
Esmaeilpour, Dianna
Eveld, Hannah
Ezika, Christopher
Faircloth, John
Ferguson, Heather
Fiedorek, Michael
Filip, Ari

Fincher, Justin
Finlay, Christopher
Fleck, Scott

Floyd, Sarah

Flynn, Victoria
Franklin, Bonita
Franklin, Sarah
Fricke, Robert
Fullove, Tracie
Gaines, Grant
Gamble, Georgia
Gann, Michael
Gau, Victoria
Gauldin, Donald Jr.
Gheith, Zaid
Ghobadimanesh, Alexander
Gibson, Lauren
Giddings, Robert
Gillett, Ethan

Goel, Akshay
Gokarakonda, Srinivasa
Gomez, Alberto
Gonzales, Amy
Gray, Brandon
Green, Matthew
Greer, Jordan
Guess, Katherine
Gunasekaran, Induja
Gurram, Pooja
Guthrey, Caleb
Guzman, Loren
Habash, Fuad
Haffler, Tyler
Hanson, Allyson
Hardin, Joshua
Hardin, Olga
Hargis, Alexander
Harrington, Hannah
Harris, Brittney
Harris, Michael
Harris, Zachary
Harvison, Matthew
Haydar, Ali

Hayes, Kyle

Haynes Busch, Joyce
He, Bei

Hearne, Aja Nia
Hearnsberger, Christopher
Heflin, Rebecca
Helmich, Melissa
Helton, Michelle
Henderson, Renea
Henderson, Samuel
Hennessy, Rebecca
Henson, Hannah
Herington, Danielle
Hinson, Andrew
Hobbs, Noelani
Hollenberg, Sophie
Holthoff, Joseph
Hoover, Dustin
Horton-Bertrand, Julia
Hoss, Michael
Huggins, Amy
Hunter, Holly
Hunton, Sarah
Hurtado, Cesar
Huynh, Nhanmy
Hyatt, William
Hyder, Sarfaraz
Ibanez, Nicholas
Innabi, Ayoub
Jacks, Blake
Jackson, Derek
Jackson, Samuel
Jayakrishnan, Deepa
Jeffers, Charles
Jillella, Anusha
Johnson, Adam
Johnson, Jessica
Jones, Cameron
Jones, Stephen
Joseph, Joyce
Joshi, Bhakti

Joshi, Krishna
Kaczenski, Alex
Kallarackal, Naveen
Kaushik, Jason
Kee, James

Keen, Alicia

Keller, Zachary
Kerin, Meghan
Kern, Malan
Khaled, Khaldla
Khatri, Danish
Khetpal, Salochna
Kilgore, Kenneth
Kim, Kevin

Kleppe, Scott
Kotler, Alexandra
Kovelamudi, Swathi
Krishnan, Gayathri
Kubala, Michael
Kumbla, Pallavi
LaCroix, Gary
LaCroix, Priscilla
LaGrone, Rodney
Lavender, Lauren
Lea, Payton
Leggett, Porcha
Lewis, Zachary
Lim, Alan
Littlefield, Rachel
Littlejohn, Nathan
Liu, Zhuo

Lock, Wallace
London, Marquita
Lone, Samea

Long, Kristen
Lovett, Howard
Lovichit, Wanwiwat
Lyon, Julia

Mack, Jeffery
MacNeil, Jordan
MacNeil, Juli

Majors, Isaac

Malik, Mohammed
Malyutin, Grigoriy
Mangroo, Navin
Marks, Matthew
Matin, Aasiya
Matlock, David Jr.
Matthews, Chelsea
Matthews, Ryan
McAlister, Amanda
McCaslin, Lauren
McClellan, Kelsey L.
McClelland, Sarenthia
McCutcheon, Joseph
McDaniel, Christopher
McElroy, David
McEntire, David
McKeever, Sara
McMillon, Jacob
McNamara, Timothy
McSpadden, Stanley
Melton, Meredith
Merchant, Azhar
Middleton, Derek
Middleton, Paul
Milosavljenz, Elena
Minniear-Corrons, Megan
Mitchell, Kristin
Mohan, Meera
Mohney, Lindsay
Mohr, Kayla

Momin, Sunil

Moore, Morgan
Morris, Thomas Il
Moser, Jonathan
Murphy, Linda
Murphy, Richard
Nadeem, Meshaal
Nardi, Caroline
Nash, Nicole
Nazaire, Yves-Mary
Nelson, Kurt

Neoh, Matthew
Newton, Lisa
Nguyen, Thao Phuong
Nichols, Kody

Nix, James

Nodurft, Danielle
Nooruddin, Sameen
Nymeyer, Hugh
0’Guinn, Devon

0Obi, Emmanuel
Omowanile, Omololu
Onedo, Akpevwoghene
Ong, Soraya
Orisakwe, Chiricka
Ottis, Paul

Owens, Sarah

Page, Patrick
Pagteilan, John
Pahls, Grant

Palagiri, Raga Deepak
Palmer, M. Angela
Palmer, Quinton
Pandey, Yadav
Papillion, Nneka
Parikh, Richa

Patel, Dhara

Patton, Jason
Pearson, Courtney
Penny, William
Peterson, Rondell
Petrus, Jordan
Pettis, Zachery
Peyton, Caleb

Pham, Jennifer
Phan, Nhan Marc
Philamlee, Whitney
Philip, Nessa
Pierce, Allison
Pinckard, Heather
Plyler, Blake
Pollack, Stacy
Pollitzer, Rachel
Powell, Renee
Powers, Jordan
Price, Allyson
Probst, Nathan
Rais, Afsha
Randall, Amy
Ransom, Ryan
Ravilla, Rahul
Reed, Andreya
Reed, Thomas
Renfroe, Shyann
Reynolds, Kimberly
Richison, Abigail
Roark, Carly
Roberts, Matthew
Robins, Larry
Romenska, Olena
Rose, Robert
Rosson, Brent
Ruby, Bethany
Rush, Jess

Saito, Christopher
San Miguel, Kelly
Sarver, David
Sassoon, Patrick
Schurhamer, Benjamin
Scruggs, Stewart
Selby, Samuel
Shah, Parth
Shaikh, Tabeer
Shamma, George
Shearer, Bryan
Shelnutt, Mark
Sheng, Sen
Sherrill, Holly
Sherrill, John
Shipman, Samantha
Shirazi, Lily
Shnaekel, Kelsey
Shukla, Vijeta
Simmons, Christian
Simmons, Pamela Marie
Singh, Lovepreet
Skarda, Adam
Sketas, Gregory
Small, Luke

Small, Mariah
Smith, Brittany
Smith, Daniel
Smith, Gregory
Smith, Steven
Smithson, Kaleb
Smtih, Daniel
Sobik, Sarah

Solis, Brittany
Sonawalla, Ambreen
Southard, Ryan
Spence, Leisa
Spencer, Kyle
Spinks, Kara
Stack, John
Stallings, Tammy
Stawski, David
Stephenson, Krista
Stevenson, William
Stokes, Erica
Stoner, Ashley
Stovall, Jessica
Stuckey, Ryan

Sullins, Patrick
Suvar, Tolga

Swain, Gregory
Swamy, Nayanatara
Sylvester, Lauren
Tanner, Jacey

Tart, Anna

Tart, Karen

Taylor, Cameron
Tennyson, Joshua
Thirunavukarasu, Thirosha
Thomas, Joseph
Thompson, Chelsea
Thompson, Jon
Thorpe, James
Tingle, Sarah
Tingquist, Nicholas
Tippit, Danielle
Tolly, Renee
Tourchi, Ali

Trapp, Clark

Trapp, Jamie
Trisha, Shirin
Valentine, Michelle
VanderSchilden, Jaclyn
Varghese, Ron
Vleerapaneni, Poornachand
Velikovsky, Chelsie
Veluvolu, Kavya
Vick, Brandon
Vovor-Dassu, Komi
Vuong, Mai
Walters, Ashton
Walters, Jordan
Walthall, Cody
Wantulok, Natasha
Warford, Brock
Watson, Jessica
Watts, Martin
Wayne, Michelle
Webb, Jennigale
Welborn, Franklin
Wells, Devin
Wendel, Michael
Whisman, Michella
Whitcombe, Dayna
White, Justin
Wilansky, Jaquelyn
Wilcox, Andrew
Wilkins, John
Willard, Erin
Williams, David
Williams, Emily
Williams, Hillary
Williams, Koriand’r
Wilson, Heather
Wittie, Meredith
Wobga Pasiah, Emilia
Wood, Cole
Woodle, Benjamin
Workman, Matthew
Wright, Kent
Wright, Steven M.
Wright, Trevor
Wyeth, Autumn
Yadala, Vivek

Yuen, Brian

Yusuf, Muhammad
Zimmerman, David
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AS AN AMS MEMBER YOU ARE PART OF THE REASON

Arkansas is such a great place to live and practice medicine. Keep it up.
Renew your membership for 2018 now at arkmed.org/renew or watch your mail for a dues statement.

\_

VIE=

PINE BLUFF - William Deneke, MD, 70, passed away December 8,
2017. Dr. Deneke had a successful cardiology practice in Pine Bluff
for over 37 years, retiring in 2016. He was an avid reader, a sports
fan, and a gardener. He thoroughly enjoyed spending time with his
beloved Great Danes, Taz and Gracie. He is survived by his wife, Sue
Gordin Deneke; three sons, Dr. Matthew Deneke (Shannon); Dr. Ed-
ward Deneke (Christy); and Alex Deneke along with six grandchildren.

FORT SMITH - Marlin Boyd Hoge, MD, passed away November 14,
2017. Dr. Hoge was a graduate of Tulane University and received his
MD in 1940. He served four years in the US Army during WWII where
he spent two years in the Northwest Service Command on the Alaska
Highway, and one year in the European Theater with an evacuation
hospital. He was a practicing surgeon in Fort Smith from 1945 to 1993.
He is survived by one daughter, Catherine N. Hoge; one son, Rollins G.
Hoge; four grandchildren and four great-grandchildren.

NEWPORT - K. Wade Falwell Sr., MD, passed away September 28,
2017. He began working at Newport Hospital and in 1992 opened Dr.
Wade Falwell, MD, Family Practice. He gave 25 years of care to many

OBITUARIES

patients who considered him not only their doctor, but also a friend. He
is survived by his wife, Debra; two sons, Dr. K. Wade Falwell Jr., and
wife, Autumn, and W. Craig Falwell, and wife, Alesha; one daughter,
Druanne Falwell and five grandchildren.

ROGERS - Purcell Smith, Jr., MD, passed away October 27, 2017.
He attended University of Arkansas Medical School, obtaining his
medical degree in 1953. He entered the Air Force and did his in-
ternship at City Hospital in St Louis, Mo. Returning to Little Rock,
he joined his mentor Dr. Alan Cazort in the Arkansas Allergy Clinic
where he practiced for the next 35 years. He was a long-time mem-
ber of the American Medical Association (AMA) and was a 12-year
Arkansas delegate to the national AMA Organizational meetings, and
was president of the Arkansas Medical Society for 1981. Dr. Smith is
survived by his wife Joan; his children Dr. Purcell Smith, lll and wife,
Susan; daughter Cynthia, and husband Dr. Thomas Youngblood; two
grandchildren as well as two great-grandchildren. Additionally, he
will be missed by Dr. Gustavo Zubieta, his exchange student ‘son’ of
La Paz, Bolivia. AMs

J
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UAMS Orthopaedics is

ON THE MOVE

At UAMS, you have access to specialty orthopaedic care unlike anywhere else in the

state. Here you'’ll find a comprehensive team approach to improving your patient’s

mobility. Our goal is to deliver the best specialty orthopaedic care as we continue to

expand our programs and clinics to meet the needs of you and your patients.

Back & Spine
David B. Bumpass, M.D.
Richard McCarthy, M.D.

Foot & Ankle
Robert D. Martin, M.D.
Ruth L. Thomas, M.D.

Hand & Upper Extremity
John W. Bracey, M.D.
Tom Frazier, M.D.

Mark Tait, M.D.

Theresa Wyrick-Glover, M.D.

Hip & Knee
C. Lowry Barnes, M.D.
Paul K. Edwards, M.D.

Simon C. Mears, M.D., Ph.D.

Jeffrey Stambough, M.D.

Musculoskeletal Non-Op
Michael Cassat, M.D.
Kristin Garner, M.D.

Nonsurgical
Michael Cassat, M.D.
Kristin Garner, M.D.
Michael Israel, M.D.

Oncology
Corey Montgomery, M.D.
Richard W. Nicholas, M.D.

Pediatric

Dale Blasier, M.D.
Michael Israel, M.D.
Brien Rabenhorst, M.D.
Brant Sachleben, M.D.

Same- or next-day appointment availability,

Call 501-526-1046

UAMShealth.com/orthopaedics

Shoulder

Shahryar Ahmadi, M.D.
Lawrence O’Malley, M.D.
Chuck Pearce, M.D.

Sports Medicine

Lawrence O’Malley, M.D.
Chuck Pearce, M.D.

John L. Vander Schilden, M.D.

Trauma

Steve Cherney, M.D.
Robert Garrison, M.D.
Regis Renard, M.D.

UAMS.

| Orthopaedic Clinic



SVMIC

Mutual Interests. Mutually Insured.

Medical
Professional
Liability
Insurance

Now in our fifth
decade of insuring
physicians, we
continue to proudly
protect, support and
advocate for you.

* Claims handling
expertise

* Highly acclaimed
policyholder service

» Patient safety
education

* Risk evaluation
services

* Practice
management
consulting

* Local representatives

SVMIC.com
870.540.9161

ContactSVMIC@SVMIC.com



