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resistance and diabetes and many expensive, devastating 
health consequences.  Many scientists and physicians have
demonstrated the striking increase in obesity and diabetes 
that occurred after Americans were told to decrease dietary 
fat intake. As I critically examined the science on nutrition, 
I was shocked to learn that Americans have been getting 
bad nutritional advice for the past 50 years and that the 
food industry has played a major role in our government 
adopting the harmful nutritional information contained in 
the food pyramid. In fact, the food pyramid is upside down. 

The “diet-heart” hypothesis originated in 1950 with 
Dr. Ancel Keys and ultimately resulted in our current 
nutritional guidelines, which continue to recommend a
low fat diet. Since then, several high quality studies have 
demonstrated no relationship between dietary fat intake 
and cardiovascular disease risk, morbidity or mortality. In 
2006, results from the largest ever clinical trial (Women’s 
Health Initiative) examining the effect of a low fat diet on 
various health outcomes showed that reducing dietary fat 
intake had no effect on the risk of cardiovascular disease 
and stroke. Within the past decade, several scientists in 
the United States and the United Kingdom have begun to 
question the prevailing nutritional advice to limit dietary 
fat, specifically saturated fat, and their findings will likely 
surprise most physicians. One review published in the 
British Journal of Sports Medicine by Zoe Harcombe, 
PhD titled “Dietary fat guidelines have no evidence: where
next for public health nutritional advice?” summarizes 
the findings of several rigorous reviews. Overwhelming 
evidence demonstrates that reducing dietary fat does not 
reduce cardiovascular risk. While statins prevent further 
cardiovascular events after a person is diagnosed with heart 
disease, this effect is thought by many cardiologists to be
due to anti-inflammatory properties rather than simply 
reducing blood cholesterol. 

While Americans have followed the nutritional advice
to significantly cut fat, particularly saturated fat from their 
diets, they have naturally replaced those calories with 
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carbohydrates, mainly in processed foods, and the rates 
of obesity and diabetes have steadily increased as a result. 
Meanwhile, evidence is lacking that reducing dietary fat in 
our diets decreases our risk of heart disease. I am ashamed 
to admit that I have been providing this bad advice to 
patients for years, telling patients that weight gain is simple 
math (calories out – calories in), that eating cholesterol and 
saturated fat causes heart disease, and that a healthy diet 
must include several servings of whole grains daily. 

For years, I prescribed medications to help people lose 
weight, and they always regained the weight they lost plus 
more. I prescribed insulin for type 2 diabetes, causing 
weight gain and worsening the underlying problem of 
insulin resistance. Last year, I offered a nutrition class for 
members of my Direct Primary Care practice and decided 
to take the class as well. The class lasted 5 weeks and 
started with a 3 week carb/sugar detox. At the beginning 
of this class, I completed a symptom questionnaire, which 
revealed many of my chronic health issues. While I have 
never struggled with weight thanks to my genetics, I have 
dealt with gastrointestinal discomfort since I was a child and 
was diagnosed with collagenous colitis about 3 years ago. 
After changing to a whole foods diet, avoiding processed 
foods, eliminating added sugar and most carbohydrates, my 
symptoms resolved. In addition, I sleep better at night and 
no longer feel like napping in the middle of the day. I have 
recommended the low carb high fat diet to several other 
patients with amazing results. One patient with PCOS 
experienced normal menstrual cycles for the first time 
in years; another patient no longer needs medication for 
psoriasis. 

Last week, I had the privilege of telling a patient that he 
cured his diabetes by changing his diet. He did not take any 
medications for diabetes after he was diagnosed in November 
2018. His hemoglobin A1C was 10.5 in December, and at 
that time, I suggested starting metformin. He declined and 
said he was very motivated to change his nutrition and lose 
weight. When I saw him last week he had lost 16 pounds and 
his hemoglobin A1C was 5.8. How did he accomplish this? 
He simply changed his diet. It turns out that Type 2 diabetes, 
once thought to be a chronic, progressive disease is reversible. 
You can learn more about how to help your patients prevent 
or reverse diabetes by reading The Diabetes Code and The 
Obesity Code by Dr. Jason Fung. 

Direct Primary Care thankfully allows me the time 
necessary to spend educating patients on nutrition and 
room in my schedule for frequent follow up appointments, 
but I believe every family physician would benefit from 
critically examining the history of the existing nutritional 
guidelines and asking patients what they eat. It will likely 
take several more years for our government to change 

the prevailing nutritional guidelines, but we physicians 
have an obligation to our patients to critically examine 
these guidelines and the existing science regarding low 
fat diets. Dr. Aseem Malhotra, a cardiologist practicing in 
the United Kingdom, and Dr. Robert Lustig, a Pediatric 
Endocrinologist, among other trailblazing physicians, are 
leading the way to help reform the process for developing 
nutritional guidelines and correct the bad advice people in 
the US and the UK have been given for the past 50 years. 
I recommend following their groundbreaking research. 
Other books worth reading, which discuss the history of 
our obesity epidemic in more detail include Why We Get 
Fat and What To Do About It by Gary Taubes and The Big 
Fat Surprise by Nina Teicholz. 

As rates of obesity and type 2 diabetes continue to 
increase in our state, we must remain well informed on 
how to best guide our patients on nutrition. While many 
people may not realistically be able to adhere to a very 
low carb diet like my friend did, all of us stand to benefit 
from reducing our reliance on highly processed foods, 
which often contain added sugar and harmful trans fats. 
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Letter From the Editor

By A. Stevens Wrightson, MD

This was going to be the journal where I talked 
about successes in getting patients treated for Hepatitis 
C at our Health Center. I remember how sick my 
patients got when they received their treatment in the 
early 2000s, those who were lucky enough to get into 
a gastroenterologist office. But maybe they weren’t 
so lucky because the medication used, interferon-
alpha and ribavirin, needed to be used for several 
months and often caused severe adverse effects like 
fatigue, flu-like symptoms, depression, and suicidal and 
homicidal thoughts.  Now we have the new Hepatitis 
C medications that have a higher cure rate, shorter 
duration of treatment and fewer side effects. The catch: 
they come at a cost of tens of thousands of dollars per 
treatment. Who needs treatment? Anyone with chronic 
Hepatitis C. And in Kentucky, the increase in Hepatitis 

C parallels  the increase in opioid use disorder. These 
folks have barriers to care based on their substance use 
alone, but if they are fortunate enough to have health 
insurance and can get screened for Hepatitis C, until 
recently they had the additional burden of waiting 
until their liver disease was advanced and they were 
consistently free of substance use before they could be 
considered for treatment. These were arbitrary hurdles 
placed by insurance companies. 

Now, I understand that we have limited resources, 
and re-treating a patient who is nonadherent to his/her 
treatment plan creates a situation whereby resistance 
can develop.  I also believe that the relationships forged 
in a primary care office, especially with your family 
physician, can add to creating a successful treatment. 
So I have been encouraged by the programs developed 
at the University of Kentucky and the University 
of Louisville that mentor and support treatment of 
Hepatitis C in the primary care setting. It is through 
one of these programs in particular, Kentucky Hepatitis 
Academic Mentoring Program (KHAMP), that we have 
successfully referred (virtually) and treated several 
patients for their Hepatitis C. By the way, all of 
our patients who have been referred and had their 
medication approved and started thus far came to us 

for treatment of their substance use disorder. 
I, personally, have several patients waiting 

to be approved, including a married couple. I 
hope their story ultimately demonstrates again 
the value of family medicine. The husband 
came to see me for buprenorphine treatment. 
He was having trouble finding a clinic close 
to home that would accept his insurance, and 
we were on a list of potential prescribers. 
He has been an exceptional patient, always 
on time, willing to have his counseling and 
other studies as required. He says he is doing 
so much better, as evidenced by his work, his 
home relationship and his overall sense of 
well-being. We tested him for Hepatitis C, 
which is our norm, and he is positive. He knew 

that. I started the process of getting him treatment. He 
asked if his wife could get treatment as well, and I said 
sure. So I saw her and started that process. Here is the 
rub: though the Medicaid insurances have agreed to 
allow treatment for all patients with Hepatitis C, with a 
virtual consult through KHAMP, other private insurers 
still require the patients to have more advanced fibrosis 
and be substance free for 6 months. This family has 
a “marketplace” insurance which does not follow the 

Now we have the new Hepatitis C 
medications that have a higher cure rate, 
shorter duration of treatment and fewer side 
effects. The catch: they come at a cost of tens 
of thousands of dollars per treatment. 
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Medicaid guidelines. Neither husband nor wife have 
advanced fibrosis, thank heaven, and only the husband 
has a substance use disorder.  I have gone around and 
around with the pharmacy and the insurance company 
and cannot get their medication approved. We are not 
finished with trying to get this accomplished, but we still 
apparently have some way to go before we can provide 
the care that our patients should receive. 

I was invited to attend the Ten State Meeting in 
Orlando last month. This is a gathering of the state 
family medicine chapters from mostly the northern, 
eastern and midwestern states. I think Florida was there 
as well. We discussed issues that were important to our 
states and to the family medicine community as a whole. 
Michael Munger, the AAFP Board Chair was present and 
gave the top 5 priorities from AAFP members. These 
included compensation reform and primary care spend 
(the percentage of medical dollars spent on primary 
care, a new concept for me), administrative burden 
(especially the endless pre-authorizations we are asked to 
obtain), scope of practice, physician well being and board 
certification. I found it quite useful to hear the views on 
these topics and how they impact our ability to provide 

care for patients. Without ruffling too many feathers, I 
think we need to help patients with pain, substance use 
and chronic conditions such as Hepatitis C, and that 
does not mean referring those folks to a pain clinic, 
an addiction specialist and a hepatologist. It is clear, 
however, that the compensation issue, the administrative 
burdens and physician burnout all impact our ability 
to address these complex patients. Yet, it is that ability 
that sets us, the family physicians, apart and supports 
any “scope of practice” argument that we have. We are 
the medical providers best positioned to address these 
community-based issues. I feel encouraged that our state 
and national academies have our backs where it comes 
to helping us provide this comprehensive health care for 
those we serve. 

I do not yet have resolution for my married couple 
in my practice. I feel that our health center’s ability to 
treat patients with Hepatitis C will help our community 
and will allow more patients to value their primary care 
experience and the better health they could attain. If you 
have other innovative or exciting programs you would 
like to share with your state colleagues, please let me or 
one of the associate editors know. 
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CALL FOR RESOLUTION 
Please note the following deadlines for submission of 

Resolutions to be presented to the KAFP All Member Meeting:
Deadline for receipt of RESOLUTIONS for 

reproduction and inclusion in All Member Handbook is
August 1, 2019.  If a RESOLUTION is not received by 
the KAFP office prior to August 1, 2019, any member of 
the KAFP may present in WRITING at the opening of 
the KAFP All Member Meeting on September 6, 2019 
any RESOLUTIONS pertinent to the objectives of the 
KAFP.  RESOLUTIONS so offered shall be presented
to the ALL Member Delegates without debate at that 
time.  RESOLUTIONS presented from the floor of the 
All Member Meeting are to be provided in triplicate form, 
with one copy to the KAFP Speaker, one copy to the
KAFP Vice President and one copy retained by presenter.

CALL FOR ALL MEMBER MEETING
Notice is given of the 68th Annual Scientific Assembly, alsoh

known as the KAFP Annual Meeting to be held September 
5-6, 2019 at the Holiday Inn East, Louisville, KY.

Pursuant to Article VII bylaws of the Kentucky 
Chapter, American Academy of Family Physicians, the 
59th Annual All Member Meeting will be held Friday,
September 6, 2019 at 2:00pm to receive and act upon 
reports of officers and committees, to elect officers and 
to transact all business that may be placed before all 
members.

All Officers, AAFP Delegates/Alternates, Regional
Directors, All Member Delegates are requested to register 
in advance. Registration for meeting is accessible from 
the KAFP website www.kafp.org. If you have questions,
please contact Janice Hechesky at 1-888-287-9339.

2019 KAFP CALL FOR RESOLUTIONS 
AND ALL MEMBER MEETING

TIDBITS ON RESOLUTION WRITING
When writing a Resolution:  “Whereas” clauses explain the problem and/or situation the resolution is addressing; and

“Resolved” clauses are action statements and/or the desired end result if this resolution is approved.
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Advocacy is the process of supporting a cause or having 
your voice heard on issues that are important to you.  
When I was growing up in southern Kentucky, advocacy 
was equated with politics. At that time, politics was 
considered “dirty.”  Issues were discussed “behind closed 
doors,” unavailable to the vast majority of the people, and 
so were misunderstood. Unfortunately, that belief has 
persisted in America and actually is still the main belief of 
Americans even today.  

But somewhere along the way, in many physicians’ 
offices, advocacy has started to return to that original 
definition of supporting your cause.  Now, more than 
ever, if you don’t advocate, you will not succeed.  Most 
success has been for three main reasons:

1) Internet availability to educate oneself on the 
issues, 

2) The development and growth of Grassroots 
organization advocacy tool kits and available 
information already collected and categorized for 
you, and 

3) Active involvement of the individual physicians to 
take matters into their own hands in their medical 
practices due to frustration with the state of 
medical and business issues. 

Despite the increasing need to become an advocate, 
many physicians still “hide their heads in the sand” by 
immersing themselves completely in work and family and 
ignore the path that medical issues are taking.  Without 
their help, medical legislation decisions are being made 
without proper medical advice from those physicians to 
their legislators.  This results in a lose-lose situation 
for both the physician and the patient.  All parties 
suffer when the physician doesn’t actively engage in the 
advocacy process.  

The Advocacy Committee of the KAFP has tried 
to remedy this lack of physician legislative input by 
providing advocacy information and support to the 
grassroots physician membership.  This committee works 
closely with a very well known and capable lobby group 
in Frankfort. Weekly legislative emails with concise 
information for the overworked physician are sent during 

ADVOCACY UPDATE
So, what is advocacy and why is it 
important to a physician practice?  

BY NANCY SWIKERT, M.D.
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both long and short sessions in Frankfort.  MMLK is 
our lobbyist group, and they daily scour the halls of 
Frankfort and often work into the evening hours on 
our behalf, gaining the access to those legislators that 
is hard for practicing physicians to get.  They work 
hard for KAFP while also working for KMA, Hospice 
of KY, and others.  The Advocacy committee has found 
that collaboration with sister organizations on common 
matters before the legislators has made all the parties 
stronger.

Each session in Frankfort brings back many issues 
that didn’t pass the previous years. These issues are 
mainly concerned with expanding scope of practice 
for non-physicians, tort reform issues, violence (gun, 
domestic, etc), preventing CME mandates, and the 
business of medicine (to name a few). Both the Senate 
and the House review the pre-filed bills and prioritize 
some of the issues as being more important to these 
chambers. These high prioritized bills are labeled SB 
(Senate Bill) or HB (House Bill) 1, 2, 3, etc.

As of the end of February 2019, listed below are the 
main bills:• SB1/HB1 – School safety, especially addressing 

gun violence, passed the Senate and is in the 
House now, HB1 in committee• SB11 – Limits noneconomic damages in law 
suits –in Senate committee• SB27 – Smoke free schools –in Senate committee• SB54 – Decreases prior authorization hassles – 
passed the Senate, going to the House• SB132 – Promotes APRNs independently 
prescribing controlled substance after 4 yrs of 
practice under a collaborative agreement• SB133 – Immunization of college kids – in 
senate committee

• HB 93 – Allows PAs to prescribe controlled 
substances – in House committee• HB 136 – Medical Marijuana – in House 
committee

In addition to the above main bills, there are over 
700 bills our lobbyists have to sort and prioritize for 
the KAFP.  KAFP leaders and our lobbyists also meet 
with Departments in the Cabinet to address some of the 
following issues:  allowing Medicaid recipients to utilize 
Direct Primary Care facilities for health care to decrease 
costs, meeting with Pharmacists to address electronic 
prescribing and other health issues, tracking the Medicaid 
Waiver status, and testifying at committee hearings on 
behalf of KAFP members.

KAFP leadership and the Advocacy Committee 
have tagged some members to be key advocates on 
individual issues.  These key members are called upon 
whenever those particular issues arise to provide advice 
or testimony to legislators.  These key members are 
critical to KAFP and often have detailed knowledge 
on a subject or detailed contact with a key legislator to 
help get legislation passed that is Pro-Medicine. KAFP 
is extremely appreciative of these special members who 
often change their daily practice of medicine to go to 
Frankfort on all of our behalves to champion the position 
of KAFP on important medical matters.  This is vital to 
the citizens of Kentucky to help address our overall poor 
health history as compared to the healthcare of other 
states in the US.

If you are not signed up with KAFP to receive the 
weekly emails or information, please contact Gerry 
Stover, EVP, at gerry.stover@kafp.org today to help us. 

So, advocacy is vital to the survival of medicine that 
most of us believe in. The future holds so much promise 
with new advances in medicine, but still, in the face 
of all that new technology, the future needs individual 
physician input in the process of implementation of those 
advances.  KAFP is here for you, but you must be here for 
KAFP.  We need your voice, your ideas, and your passion.

Please join us!  Together we are stronger. 

Nancy Swikert, MD, FAAFP, is from Union, KY where she practiced Family Medicine 
for over 39 years.  She has served as President of the KAFP in 1996, Citizen Doctorr of the Year 
in 2007, KAFP Distinguished Service Award winner in 2012, Treasurer of the AAFP Foundation, 
and delegate to the AAFP for 6 years. She currently serves as Co-Chair of the KAFP Advocacy 
Committee.  Dr. Nancy is married to Dr. Don Swikert, MD, FAAFP (also a Past President of 
the KAFP) and they have two children, Kevin and Montine.
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Our well-respected family medicine physician Marshall Prunty, MD will 

retire at the end of 2019 after 34 years of service. We offer a unique

opportunity to grow intoo and take over Dr. Prunty’s praactice in Muhlenberg 

County. Enjoy a new faccility in an affordable, safe commmunity, that offers 

exceptional outdoor recreation and a beautiful, familyy-friendly atmosphere.

Competitive Compennsation Package

• $235,000 Base Salary $235,000 Base Salaryy, guaranteed for two yearrsy, guaranteed for two yearrs
• Student loan forgiveness, up to $100,000
• Residency stipends, $$1,500/month
• Up-front bonuses
• Generous benefits: hhealth, life, 240 hours of vaacatioon,n, CCME,
   disability and retirement

For information about this and other physician opporttuniittiieeeseses wwwwwiitthh h hh  

Owensboro Health, contact Kathryn Coble, Physician Reecruuuititititteererererr 

atat 5502-593-6114 or Kathryn.Coble@OwensboroHealth.oorgggggggggg......

Take over an established FAMILY MEDICINE 
practice in our new, state-of-the-art facility 
in Western Kentucky.

MARSHALL PRUNTY, MD

After 34 years, patients are part family 
and friends.  It’s been a great opportunity 
to do old-fashioned family medicine.

ADDITIONAL FAMILY MEDICINE AND URGENT CARE OPPORTUNITIES 
IN OWENSBORO, HENDERSON, AND MADISONVILLE.



Jennie Stuart Health offers outstanding employment opportunities for physicians 

seeking a strong team environment focused on quality patient care. For more than 

100 years, Jennie Stuart Health has been guided by a mission to provide excellence in 

service, and to promote, preserve and accommodate the growing health care needs of 

our community.

Surrounded by the lush countryside of a thriving agricultural community and popular waterways of the Land Between 

the Lakes, Hopkinsville is only a short drive to Nashville, Tennessee, for those who enjoy national and collegiate sporting 

events, concerts and fine dining.

For more information about opportunities to work with our family of providers, and a lifestyle with both country and 

city conveniences, please contact Jayme Tubbs at 270-887-0100, ext. 4447, or jtubbs@jsmc.org.

Current Openings  
• ENT
• Family Practice
• OB/GYN
• Urology

PHYSICIAN 
OPPORTUNITIES

Jennie Stuart Health complies with applicable Federal civil rights laws and does 
not discriminate on the basis of race, color, national origin, age, disability or sex.
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AGENDA

KAFP 68th ANNUAL MEETING 
Thursday-Friday, September 5-6, 2019 

Holiday Inn East Louisville-1325 S. Hurstbourne Parkway-Louisville, KY 40223 

Thursday, September 5, 2019 

  6:30pm-10:00pm BOARD DIRECTORS & COMMITTEE CHAIRS DINNER MEETING 
Ellis Room 

Friday, September 6, 2019 

  7:00am-8:00am REGISTRATION/BREAKFAST/EXHIBITS in the ATRIUM 

 8:00am-9:00am  Succeeding in the Management of Heart Failure:   
The Evolving Role of the Family Practitioner  
Speaker:  TBA-Provided by Integrity CE 
Room:  Keeneland 

 9:00am-10:00am Obesity Lecture Relevant to Kentucky (2 hour lecture & roleplaying workshop) 
Speaker:  TBA-Provided by Integrity CE 
Room:  Keeneland 

BREAK/EXHIBITS in the ATRIUM 

Obesity Workshop Relevant to Kentucky  
Speaker:  TBA-Provided by Integrity CE 
Room:  Group #1-Keeneland, Group #2-Claibourne, Group #3 Calumet 
Intro to Dermoscopy Lecture/Hands-on Workshop 
Speaker:  Josh Cusick-Lewis, MD, MPH 

 WVU Family Medicine Center-CAMC 
     Charleston, WV 

Room:  Keeneland 

KHIE PRODUCT SPONSORED LUNCHEON 
Room:  Ellis/Turfway 

 ALL MEMBER MEETING/INSTALLATION OF OFFICERS 
 Room:  Ellis/Turfway 

10:00am-10:15am

10:15am-11:15am 

11:15am-1:00pm 

1:00pm-2:00pm 

2:00pm-3:00pm 

3:00pm-6:00pm Asthma Knowledge Self-Assessment (ABFM-KSA) Workshop 
 (8 AAFP Live Prescribed CME for Attendees eligible for KSA and 

     8 AAFP Enduring CME for Attendees that are not eligible) 
Room:  Keeneland      
Trainer:  Monica Sullivan, MD 

 Cincinnati, OH 

  CME ACCREDITATIONS ARE BEING REVIEWED FOR THE FOLLOWING:
• Up to 12.75 prescribed credits through the AAFP AMA PRA Category 1-Pending Approval
• AOA Category 2-A Credit-Pending Approval
• 8 Enduring credits from AAFP AMA PRA 1 through ABFM for the KSA Session-Pending Approval
• Nurses, Physician Assistants and other Professional Boards
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Kentucky Academy of Family Physicians  
68th Annual Meeting  
September 5-6, 2019  

           Holiday Inn East-Hurstbourne, Louisville, KY 
Name_____________________________________________________ Profession (MD, DO, PA, RN, etc.) ____________ 
Spouse/Guest(s) Attending ____________________________________________________________________________ 
Address___________________________________________________________________________________________ 
City/State/Zip_______________________________________________________________________________________ 
Phone____________________________________________Email____________________________________________ 

CONFERENCE FEES 
 Full Conference Fee (CME & KSA)                                          $350.00 

Only Attending-ABFM Knowledge Self-Assessments 
   KSA Workshop-Asthma------------------------------------------------- $250.00 

--------------------------------------------------------------- $  50.00 
Students---------------------------------------------------- $  50.00 

Non-Members---------------------------------------------------------------$400.00 
TOTAL REGISTRATION COST----------------------------------------- $______ 

NO CHARGE FOR SPECIAL EVENTS, BUT YOU MUST INDICATE IF ATTENDING: 
Thursday, September 5, 2019, 6:30pm-10:00pm KAFP BOD/COMM Reception & Dinner Mtg.     # Attending_________
Friday, September 6, 2019 All Member/Installation/Awards                                           # Attending_________ 

Refund Policy: The refund policy is based on events with a registration fee of $50 or more.  A processing fee of $50.00 will be charged for any 
cancellations before the event. There will be no refunds for cancellations made 30 days prior to events.  Refunds will not be provided for registrants 
who do not attend the conference.  Notice of cancellation must be made via email to janice.hechesky@gmail.com. A cancellation acknowledgement will 
be sent within 10 working days and fees refunded within 30 working days. As a customer, you are responsible for understanding this refund policy upon 
purchasing any product or services at our web site.  Because the KAFP & KAFP-FND offers non-tangible irrevocable services, we do not issue refunds 
once the order is accomplished. 

IF PAYING BY CREDIT CARD PLEASE CALL JANICE HECHESKY AT 1-888-287-9339 WITH 
INFO OR FAX TO 1-888-287-0662.   DO NOT EMAIL CREDIT CARD INFO.      

 

Card Number___________________________________________________________ Exp Date____________Security Code______ 

Cardholder_________________________________________________________________Zip Code__________________________    

Signature_________________________________________________________________Phone Number______________________          

THE HOLIDAY INN EAST 1325 Hurstbourne Parkway ouisville, KY  40222 
Group Code: A5F Group Name: Kentucky Academy of Family Physicians 
Cut-off Date: Before 12:01am EST on August 22, 2019 Room Rate: Single/Double $124.00 plus tax 
Booking Link  
https://www.holidayinn.com/redirect?path=hd&brandCode=HI&localeCode=en&regionCode=1&hotelCode=SDFE
A&_PMID=99801505&GPC=A5F&viewfullsite=true  
Phone Registration: 1-502-426-2600                                                            

 
Janice.hechesky@kafp.org 

KAFP 
P.O. Box 1444 

Ashland, KY 41105 
Questions call 1-888-287-9339 

Fax 1-888-287-0662 
Downloadable Registration: 

http://www.kafp.org/kafp-annual-meeting/ 
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These health and wellness organizations support consumption of three daily servings of low-fat or fat-free dairy foods to help build healthy eating patterns as identified by the DGA:1

EATING THREE DAILY SERVINGS OF DAIRY 

FOODS LIKE MILK, CHEESE OR YOGURT 

CAN HELP PEOPLE CLOSE KEY NUTRIENT 

GAPS, CONTRIBUTING TO NUTRIENT-RICH, 
HEALTHY EATING PATTERNS.1,10

DAIRY FOODS HELP NOURISH LIFE  
Three daily servings of dairy foods, like milk, cheese or yogurt in 

those 9 years and older contribute to healthy eating styles and

well-being.1

Milk has a unique nutrient package and contains nine essential 

nutrients important for growth and development.1,2,3,4

Healthy eating patterns that include low-fat or fat-free dairy foods 

are linked to reduced risk of cardiovascular disease, type 2 diabetes 

and lower blood pressure among adults.1 Dairy foods also are linked 

to better bone health, especially in children and adolescents.1

DAIRY SUPPORTS THRIVING COMMUNITIES 
AND A HEALTHY PLANET
Dairy foods are responsibly produced, nutrient-rich foods that 

help nourish people, strengthen communities and foster a 

sustainable future.

The dairy community contributes:

• 2% of greenhouse gases (GHGs) in the U.S. with a voluntary 

goal to reduce GHGs by 25% by 2020.5

• ~3 million jobs and generates $625 billion for the economy

every year in the U.S.6

• to the livelihoods of up to 1 billion people worldwide.7

CHILDREN AND ADULTS FALL SHORT ON 
RECOMMENDED DAIRY SERVINGS AND 
ESSENTIAL NUTRIENTS 
The 2015–2020 Dietary Guidelines for Americans (DGA)

recommends three servings of low-fat or fat-free dairy foods 

daily for those 9 years and older, 2½ cups for those 4–8 years 

and 2 cups for those 2–3 years.1

By age 6, consumption of milk, cheese and yogurt falls below 

the DGA recommendation, and the trend continues into

adulthood (average is less than two daily servings).8,9

It can be hard to meet nutrient recommendations—especially

calcium, vitamin D and potassium (three nutrients of public health

concern)1—without eating three daily servings of dairy foods.

BUILD HEALTHY, NUTRITIOUS EATING PATTERNS 
WITH THREE SERVINGS OF DAIRY EVERY DAY



18 KENTUCKY ACADEMY OF FAMILY PHYSICIANS

I’ve heard this in a large variety of iterations over 
recent times from patients, staff, and even physicians, 
expressing their frustrations with newer rules and 
contractual arrangements that are intended to influence 
care delivered by the health system. The thought 
of seemingly faceless, profit-driven organizations 
attempting to shape our medical decision-making 
generally neither sits well with us as providers, nor 
our patients. Truthfully, I have been part of such 
laments at times. I’d like to take a moment, though, 
to paint this development in a different, somewhat 
brighter light. 

My experiences through the years have varied 
from full-time practice, to part-time practice and 
part-time in training of residents, to a role in helping 
develop an approach within our organization to the 
CPCI and CPC+ (the Comprehensive Primary Care 
Initiatives) Medicare experimental projects.1 Briefly, 
these are projects looking at how to achieve better 
overall outcomes for patients from Quality and Cost 
Efficiency standpoints by considering how practices 

and groups might rethink some of the ways in which 
they deliver care, to target certain health measures. 
Success in these could lead to quality bonuses and 
sharing in any resultant overall savings over previous 
years. It was through my experience adapting to these 
programs that I gained a bit of a new perspective.

To start, it might be helpful to race through a brief 
history of recent payment approaches.

Years ago, the standard payment schedule was 
“UCR,” or Usual, Customary, and Reasonable, a 1965 
amendment to the Social Security Act of 1935: “the 
amount paid for a medical service in a geographic area based 
on what providers in the area usually charge for the same 
or similar medical service.”2 Basically, what we generally 
charged for a given service in our area was the UCR 
rate. Conceptually this is not a problem…unless the 
charges begin to steadily increase, and the fees for new 
procedures or services are being set at elevated rates, 
while in the setting of limited healthcare funding for 
payers to spend (sound familiar?). In this case, it could 
be a challenge.

“Those d@#* insurance companies are 
calling all of the shots these days….” 

Painting Value Based Care in a Different Light 
(or Value-Based Care is Not a 4-letter Word)

BY KARL SCHMITT, MD, MBA, FAAFP
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The HMO act of 1973 allowed HMOs 
(Health Maintenance Organizations) to 
be “for profit”, as long as they could
deliver the same or more care for the 
same or less cost.3 The “Managed Care” 
of HMOs initially meant “Managed
Cost,” controlling the outflow of payers’ 
dollars through medical necessity 
decisions and negotiated rates for a given
aliquot of service, whether an office visit 
or procedure. The issue here, though, 
is that it remains a volume-based system. d
While the fees then may be limited, the 
incentivized action to compensate for
the difference is to create more charges.
I am definitely not suggesting that any 
individual provider would unnecessarily 
create additional charges, but in this
arrangement, there is certainly no
incentive to do things more efficiently or
with higher quality or better outcomes.
That kind of experimentation and
innovation costs time and money and
is not reimbursable or rewarded in this 
payment system.

So, indulge me in stepping out of our 
stereotypical white coats and stethoscopes for
a moment, and imagine being placed in charge
of the whole financial ball of wax. You are the 
ultimate payer. How would you design our 
payment system? In facing this challenge, let’s 
accept that these are realities:

1.The population is aging, with greater
burden of illness.

2.New medicines and new 
technologies are being 
developed, some of them answers
to long-standing needs, some of 
them answers just looking for
questions.

3.Physicians and Health Systems 
do not want to lose money in the
process of caring for patients.

4.You do not have an ever-
increasing dollar to spend, and 
may, like CMS, be on course to
run out of dollars in the not too 
awfully distant future.

continued on page 20

800-489-1839  
www.aamro.com

Comprehensive MRO Training including Hair, Sweat, 
Oral Fluid, Interpretation of Optiates, Alcohol Testing, 
and AAMRO Certification Exam (Friday–Sunday) 
Nashville, TN  August 9–11, 2019
Las Vegas, NV  December 6–8, 2019 
Approved for 21.75 AAFP CMEs

NEW!  Advanced Comprehensive MRO  
Training and Certification Exam (Saturday–Sunday) 
(1.5 Day Program—Certified MROs only) 
Nashville, TN  August 10–11, 2019 
Approved for 13.25 AAFP CMEs

Medical Review Officer Training

Special CME Programs
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Consider now what you would like to accomplish with 
your new design. Consider, also, that whatever you decide 
upon you need to be able to measure, so that it can be 
incentivized. 

Perhaps in pursuit of the ideal, you would want 
improved outcomes: less mortality, fewer events such as 
AMI, and fewer complications of advanced disease such as 
dialysis, amputations, and advanced stage cancers.  Some 
of these are measurable; others pose significant difficulty, 
especially in the short run, and particularly tagging them 
to individual providers. 

Closer, then, to our daily practice, I think as a clinician 
you might most want to encourage better and more 
consistent quality care. I believe that we all strive for 
this on a regular basis. So, this certainly sounds like a 
good place to start, though quantifying and measuring 
it still could be somewhat of a challenge. You could 
consider measuring use of protocols of care or measuring 
specific surrogates for good outcomes, such as A1c levels, 
BP levels, cancer screenings, etc., all of which we could 
probably agree upon. This may look familiar.

Further, though we may not enjoy admitting it, since 
we have a limited supply line, we would probably want a 
decrease in the overall cost of care. Since physicians 
and health systems would rather not be paid less per unit 
(office visit or admission), figuring out how to decrease the 
utilization of these units per patient might be preferred.  In 

addition, it might be easier to think of this in the context 
of tracking total cost, allowing flexibility of resource 
utilization to achieve an end, i.e. it might be ok to increase 
office visits or use of social workers, if implemented to 

avoid additional ED visits or admissions/readmissions. 
Use of more cost-effective medications and testing would 
fall in here as well. Then you might consider ways of 
incentivizing these through bonuses or sharing of the 
savings.  Notably, though, we need to be vigilant for the 
possibility of unwanted outcomes.  We have recently seen 
unintended consequences, with the ACC calling for a 
withdrawal of CHF readmission metrics upon the apparent 
association between lowered readmissions and increased 
mortality.4

Consider also a desire for patient-centeredness, an 
attempt to create a positive patient perception of 
care. Creating satisfaction and buy-in from our patients 
has been shown to improve treatment adherence and 
outcomes.5 You then have arrived at something familiar: 
Higher Quality, Lower Cost, More Patient-Centered 
care. This is the Triple Aim about which you have 
probably heard CMS and other payers speak, the Institute 
for Healthcare Improvement’s identified target for the 
future of healthcare.6 At this point it might be worth 
mentioning the so-called Quadruple Aim, which adds an 
important factor: the sense of accomplishment and well-
being of the providers of care. Many may feel like aspects 
of this outside involvement in our healthcare delivery 
works against success in this fourth aim. I would submit 
that, to a large degree, it depends on our approach to 
these other three goals.

So, considering these Triple Aim targets, do they 
benefit the payers? Most likely. More importantly though, 

if you think about it, are they better for 
our patients and the healthcare in our 
communities? Certainly. 

The task, then, for you as the payer is to 
design ways to incentivize these things to 
occur. There are a number of strategies that 
have been employed in this pursuit. Further, 
as you put your stethoscopes back on, the 
challenge for providers of healthcare is to 
create systems in our practices and groups 
and hospitals to ensure that we are making 
strides toward these goals, not just seeing 
more patients in the same manner, only faster.  
Rather it means developing processes that 
include targeting, where appropriate, cancer 
screenings, diabetic health maintenance, 
preventive immunizations, and other 
important parts of care which research and 
our training tell us make an impact on the 
health of our patients. Unfortunately, many 

times these very things seem to be the extra add-on pieces 
in an already time-pressed visit, and thus do not always 
get the full benefit of our attentions.

The specifics of processes that might help accomplish 

continued from page 19

WHILE IT MIGHT FREQUENTLY FEEL THAT 

THE CHANGES DRIVEN BY A VALUE-BASED 

EMPHASIS DETRACT FROM OUR MISSION, I 

THINK WE’LL FIND THAT WITH THE RIGHT 

MINDSET, MORE OFTEN THAN NOT, THESE 

PURPOSES ARE CLOSELY ALIGNED. 
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the goals discussed above are not only beyond the scope of 
this article, but are also so varied, flexible, and innovative 
that the span of potentially successful possibilities is truly 
vast. Importantly, while strategies might differ with group 
size and resources, some very successful tactics have been 
implemented in single offices with minimal investment 
of money.  I would say, though, that while I (and many 
others) might dislike the idea of “cookbook medicine,” 
there is a reason why Barnes and Noble stores have 
shelves full of cookbooks: there are some pretty good 
recipes out there. And upon these blueprints, we can all 
make some personalizing modifications. The important 
message, I believe, is that we SHOULD be looking for 
these processes, rather than shaking our fists at this as 
another intrusion into our committed and well-intended, 

but, unfortunately at times, less effective delivery of 
healthcare.  This is not to say that we should abdicate 
our role or downplay the importance of our judgement in 
caring for the individual patient, which we often find to be 
a very rewarding component of our profession.  Rather, it is 
considering that personal care in the context of an overall 
higher quality, lower cost, and more patient-centered 
approach. Hopefully, knowing that we are measurably 
improving the well-being of our patients and communities 
will continue to be a noble and rewarding aspect of our 
calling, completing the Quadruple Aim.  

While it might frequently feel that the changes driven 
by a value-based emphasis detract from our mission, I 

think we’ll find that with the right mindset, more often 
than not, these purposes are closely aligned. 
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Chronic pain is one of the most pervasive and frustrating 
problems encountered by health care practitioners and is 
projected to swell as baby-boomers march (or shall we say 
stumble) into the geriatric population. Opiates have not 
served this population well, and many pain procedures are 
expensive, time-consuming and risky. Acupuncture has been 
used for millennia for a variety of conditions, including 
pain. Its mechanisms of action have been investigated 
over the past few decades but they have not been fully 
elucidated. Auricular Acupuncture (AA), for example, has 
not been well studied, but recent reports have shown some 
exciting potential for this relatively simple and inexpensive 
procedure that may be a useful tool in the treatment of 
acute and chronic pain.

 Reports of patterns of intentionally placed ear scars have 
peppered ancient literature from around the world. The 
Chinese medicine classic, The Yellow Emperor’s Classic 
of Internal Medicine, outlined a complex link between 
points on the external ear and the internal organs.1 It was 
Paul Nogier, a French neurologist, who became intrigued 
with the use of this treatment modality and mapped 
specific points on the ear to holographically correlate with 
the body as a whole.2 The dawn of the new millennium 
brought renewed interest in this modality and, with it, a 
number of small studies showing potential benefit in the 
treatment of pain, anxiety, and other conditions. Richard 
Niemtzow, a radiation oncologist, Air Force physician and 
acupuncturist, developed a systematized technique of AA, 
called Battlefield Acupuncture (BA),3 which appears to 
attenuate pain in just a few minutes.  Some of the evidence 
for the efficacy of AA and BA for pain will be reviewed here 
later. Though there is some evidence auricular acupuncture 
may be beneficial in addiction and insomnia, this will not 
be included.

The ear has a rich source of innervation, including 
the auricular branch of the vagus nerve, glossopharyngeal 
nerve, facial nerve, greater auricular nerve, lesser occipital 
nerve, and auriculotemporal nerve. In sum, these nerves 
have representations from the endoderm, mesoderm and 
ectoderm providing generous potential access to the central 
nervous system.  The mechanism of action of AA is thought 
to work partially through the sympathetic nervous system 

by eliciting a parasympathetic response, especially with the 
vagus nerve, and the analgesic effects have been shown to 
be blocked by the opiate antagonist naloxone.4  

Modern AA can be accomplished with acupuncture 
needles, piercings, lasers, fine darts, or magnetic seeds.  
Fine, gold-plated darts are most commonly used in BA, 
though this author is not aware of robust head-to-head 
comparisons of the methods.  Needles and darts may be 
used with gentle electrical stimulation, and are left in place 

anywhere from 1 hour to 5 days.  BA (see photographs) is 
accomplished by using a standard set of auricular points, 
and the darts are left in place until they spontaneously fall 
out, usually lasting about 3 to 5 days.  

BA was used in one randomized, controlled study on 
patients with chronic pain and insomnia.5 The study had 45 
participants and was open to some bias, as the patients were 
randomized to either usual care or BA. The BA patients had 
significantly better scores with pain and insomnia. Another 
study randomized 30 patients who presented with low back 
pain to standard care alone, or standard care with BA. Pain 
scores were assessed at 5 and 60 minutes post intervention, 
and were significantly reduced in the BA group.6 A 
randomized controlled trial for chronic musculoskeletal 
low back pain placed 110 patients into 3 groups: AA, 
placebo (received sham AA), and control (received no 

Auricular and Battlefield Acupuncture 
for Acute and Chronic Pain

BY MARY ANN BARNES, MD

ASP® needle (Semi-Permanent 
gold-plated
photo by Mary Ann Barnes, MD

Battlefield Acupuncture 
photo by Mary Ann Barnes, MD
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intervention). There was a significant decrease in pain 
intensity and lower impact of pain on daily activities 
in the AA group over a 15 day period.7 A larger cohort 
study done at the Veterans Affairs in Connecticut used 
BA in group clinics or individual encounters on 284 
veterans with pain, primarily chronic but also acute. Pain 
scores were recorded using the Defense and Veterans 
Pain Rating Scale.8 There were significant decreases in 
pain scores in both groups,9 showing group settings may 
be effective delivery options for BA as well.  In addition, 
a recent systematic review and meta-analysis of AA 
in the emergency setting showed a significant benefit 
in pain scores versus sham acupuncture and standard 
care10. There was significant heterogeneity in the studies 
included in this review in both design and how standard 
of care was defined. The ear points most commonly used 
in the studies for that review were BA.  

In conclusion, BA is a potentially exciting new 
treatment for both acute and chronic pain.  As a 
standardized technique, it is easily taught and is included 
in residency training, for example, at the St. Elizabeth 
Healthcare Family Medicine Residency program. 
Though as of this writing there are not many studies yet 
documenting its efficacy, the Veterans Administration 
recently expanded the training and implementation of 
BA throughout its system.11 It offers a simple approach 
to help dampen our impending tsunami of acute and 
chronic pain patients without adding to the current 
epidemic of opiate use.  
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EXCITING NEW TREATMENT 
FOR BOTH ACUTE AND 
CHRONIC PAIN.  AS A 
STANDARDIZED TECHNIQUE, 
IT IS EASILY TAUGHT…
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What’s New in Hepatitis C Care: Part 1 
Epidemiology, Prevention, Screening, and 

Diagnosis in the State of Kentucky 

BY CHRIS ZOWTIAK MD, MEGAN BORCHERS PHARMD AAHIVP, AND BRIAN TRAPANI MD

Introduction
As we reach the nexus of the opioid epidemic and 

the golden years of the Baby Boomer generation, we 
find ourselves confronted with an ever-growing need for 
efficient detection and proficient care of hepatitis C virus 
(HCV) infected patients. It is estimated that half of the 
approximately 2.5-3.5 million Americans infected with 
HCV are unaware of their infection status.1,2 These are our 
friends and relatives, the people we see daily in practice, 
our fellow community members. Ten years ago, we had 
only “warehousing” (monitoring and waiting), pegylated 
interferon, ribavirin, or sympathies to offer these people.3 

We watched them struggle through the terrible depression 
or other side effects of their arduous interferon-based 
treatment courses. We watched helplessly as a percentage 
of them developed cirrhosis or hepatocellular carcinoma 
(HCC) and died. 

However, starting around 5-8 years ago we began to see a 
burst of new, curative therapies becoming accessible to these 
patients. The screening recommendations, care options 
and secondary prevention strategies for our HCV patients 
have changed so much in subsequent years that many 
family doctors find themselves scrambling to brush up on 
current care recommendations and how to guide our HCV 

Summary: This article will provide an update on Hepatitis C virus (HCV) infection trends and prevalence in the state of 
Kentucky and nationally. It will review recommendations for screening for HCV infection in terms of populations at risk and 
appropriate screening intervals, as well as discuss interpretation of detected anti-HCV antibody and differentiation between 
past HCV infection with spontaneous clearance and chronic HCV infection. 
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patients through their options. Whom do we screen? How 
often should we screen? What additional tests should we seek 
in HCV antibody positive patients and when should we send 
them to a specialist for HCV treatment? What are the tests and 
treatments being recommended to them by these specialists? 
What care could we be offering our patients through their 
medical homes? These are the questions we all face in this new 
era of hepatitis C care, and these are the questions we will seek 
to answer in this article. Thankfully, there are some wonderful 
resources to help guide us, such as the AASLD/IDSA HCV 
guidelines website, which will be referenced here frequently.1 

Hepatitis C Basics: Virus Characteristics, Transmission, and Natural 
History

The hepatitis C virus is a blood-borne, single-stranded RNA 
virus that infects the liver.4 There are seven HCV genotypes 
of which to be aware: 1a, 1b, 2, 3, 4, 5, and 6, with genotype 1 
being the most prevalent worldwide.5 It is generally spread via 
parenteral routes, with most cases of transmission attributable to 
exposure through injection drug use (IDU), accidental exposure 
to infected fluids or tissues via needle sticks or other sharp 
injuries in healthcare workers, transfusions of blood products 
prior to 1992, transplantation with infected tissues, unregulated 
tattooing, vertical transmission or sexual transmission.1-4 Of 
these transmission routes, it is currently estimated that 60% of 
acute HCV infections are being caused by IDU.1 Interestingly, 
there is also a small but increased risk of HCV infection 
conferred by frequent receipt of percutaneous procedures, such 
as hemodialysis. Tattooing, vertical transmission and sexual 
transmission prove to be very inefficient except in a small 
percentage of cases. In fact, the risk of vertical transmission 
from an HCV RNA positive mother to her infant perinatally 
is estimated at approximately 5-6%, unless there is maternal 
HIV coinfection, in which case the risk jumps to 10-20%.4 This 
increase in risk of HCV transmission with HIV coinfection 
is also true in the case of sexual routes of transmission and 
increases with increased viral load burden. In general, the risk 
of HCV sexual transmission is exceedingly low, except among 
HIV-infected men who have sex with men (MSM) engaging in 
unprotected intercourse.1 

Patients are often unaware of their exposure to or infection 
with HCV. Only about a quarter may experience vague 
constitutional symptoms such as fevers, jaundice, myalgias, 
arthralgias or anorexia, or more specific GI symptoms and 
evidence of hepatic inflammation such as abdominal pain, nausea, 
vomiting, diarrhea, jaundice, dark urine or pale stools. Moreover, 
these symptoms may be separated temporally from the actual 
transmission event by as much as three months,2 which can also 
make them difficult for patients and their healthcare providers to 
correctly attribute to exposure and hepatitis infection.2 

For about 15-25% of individuals acutely infected with 
HCV, spontaneous clearance of the virus will occur, resulting 
in negative subsequent testing for viral RNA but persistently 

positive HCV antibody. However, the vast majority (75-85%) 
of infected patients will go on to suffer chronic HCV infection.2 
A significant proportion of these chronically afflicted patients 
(15-30% according to the WHO) will develop cirrhosis over 
the ensuing 20-30 years of infection.6 Further, these patients 
with chronic HCV and cirrhosis are at elevated risk for 
hepatocellular carcinoma (HCC), hepatic decompensation, 
and death.2 To compound the problem, it is estimated that 
roughly half of all infected individuals are unaware of their 
infection status and therefore unaware of their own health 
risks, treatment options, and the need to prevent transmission 
to others.1  

Epidemiology of Hepatitis C Infection Nationally and Locally 
National data from the CDC show an increase in the annual 

rate of acute HCV infection from 0.6 per 100,000 persons 
in 2012 to 1 per 100,000 in 2016.7 The rate in Kentucky 
for 2016, however, was 2.3 per 100,000 persons, more than 
two times higher than the national incidence, but still lower 
than the peak Kentucky rate of 5.1 per 100,000 in 2013.2 

This is to say nothing of the growing prevalence of chronic 
HCV infection in the state of Kentucky, which is difficult to 
accurately estimate due to the lack of available data. National 
numbers suggest there are about 3.5 million cases of chronic 
HCV in the US, but this is based on data reported by just 42 
states and adjusted for presumed underreporting.8 According 
to the Northern Kentucky Health Department’s epidemiologic 
report on HCV in Northern Kentucky (NKY) in 2015, the 
statewide HCV incidence rate in 2015 was 2.7 per 100,000, 
while the NKY incidence was an alarming 9.5 per 100,000 
persons that year, more than 11 times the national rate of 0.8 
at that time. Voluntary reporting of chronic HCV in NKY 
revealed a prevalence rate of 286.6 per 100,000 residents in 
2015 as well. The report estimated, based on hospitalization 
claims data, HCV infection had contributed an approximate 
$72 million economic burden to the state of Kentucky in 
the 2011-2015 period, with much of that cost being borne 
by Kentucky taxpayers through the state’s Medicaid program 
as well as through Medicare. Moreover, the vast majority of 
chronic HCV patients in NKY are people aged 24-44 years old, 
at the theoretical peak of their reproductive and working lives.9 

Prevention Strategies in the Era of the Opioid Epidemic
The opioid epidemic and concomitant sharp rise in IDU 

have had a significant influence on HCV transmission. As 
noted previously, it is estimated that more than half of acute 
HCV infections are associated with injection drug use.1 In the 
authors’ home region of NKY, the NKY Health Department 
attempted to survey 249 potential acute HCV patients using 
CDC Viral Hepatitis Case Report questions and found that 
40.6% of respondents reported injection drug use as a risk 

continued on page 26
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factor, 34.9% reported illicit drug use without injection, and
24.9% reported sharing needles; however, these results were 
notably impacted by the inability to obtain answers from 
over one quarter of the targeted cases.9 This highlights the
real difficulty encountered by public health professionals 
and epidemiologists in accurately tracking, reporting, and 
addressing this epidemic. Kentucky’s response to the parallel 
crises of opioid abuse and HCV spread has ramped up slowly, 
as in many other states, in part due to past slow recognition 
of the magnitude of the problem by healthcare professionals, 
policymakers and the public. Harm reduction strategies, such 
as needle exchange programs, can be difficult concepts to
persuade communities to accept, despite evidence supporting 
their efficacy in preventing disease transmission. We finally 
saw the hard-won legalization of needle exchange programs 
in Kentucky in 2015 with the passage of SB 192 and the first 
programs rolling out in Louisville and Lexington later that 
same year.10,11

Risk and Population-Based HCV Screening
Recognition of high-risk populations is a key step in timely 

diagnosis and reduction of morbidity and mortality associated 
with HCV. Candidates for HCV screening can be broken 
down into 3 major groups: individuals with evidence of liver 
disease, individuals who are part of a major demographic with 
a high prevalence of HCV, and individuals who have taken 
part in high risk activities. Although in many cases hepatitis 
C infection can be asymptomatic with no identifiable lab 
abnormalities, many patients with unexplained elevations
in transaminases may be HCV infected.15,16 The CDC and 
USPSTF both endorse the screening of birth-specific cohorts, 
specifically the “baby boomers.” Any person born between 
1945-1965 should be screened at least once due to the high 
prevalence of HCV.16,17 Some estimates put individuals in this
cohort at up to 6 times higher risk for HCV than the general 
population. Other groups identified as having increased 
prevalence and therefore greater need for HCV screening 
include persons infected with HIV, dialysis patients, men 
who have sex with men (MSM), persons with current or past 

incarceration, or history of residence in a country with high 
prevalence of HCV. The prevalence of HCV among the 
HIV infected population can be attributed to shared routes 
of transmission, especially IDU. Among incarcerated adults, 
rates of HCV prevalence in some regions can be as high as 
35%.16

Screening during pregnancy is somewhat controversial, 
although commonly practiced. The IDSA endorses universal 
screening for all pregnant women, while ACOG currently 
does not. Arguments against universal screening include low 
risk of vertical transmission (~5%) and lack of treatment 
options, as current antiviral therapies are not recommended 
during pregnancy.

Finally, persons with specific individual risk factors should
be screened. The following are patients with specific risk 
factors who would warrant screening as per the current 
CDC and USPTF guidelines: former or active injection 
or intranasal drug users, persons with unregulated tattoos, 
children born to mothers with HCV, recipients of clotting 
factor concentrates made before 1987, and recipients of blood 
transfusions or solid organ transplants prior to 1992.18

Testing and Prevention Strategies 
One common question shared by many primary care

providers is: what is the appropriate HCV screening interval 
for at-risk patients? The answer can vary depending upon 
patients’ individual levels of risk. For the baby boomer cohort,
i.e. those born between 1945 and 1965, in the absence of 
other identifiable risk, the recommendation is a one-time 
screening.19 For those with ongoing risk of HCV exposure, 
such as IDU, there are no clear recommendations, although 
these patients would likely benefit from at least annual
screening. The KDIGO 2018 Clinical Practice Guidelines 
for the Prevention, Diagnosis, Evaluation, and Treatment 
of Hepatitis C in Chronic Kidney Disease, recommend 
screening every 6 months for patients on hemodialysis.20 For
infants at risk of vertical transmission from HCV infected 
mothers, IDSA guidelines recommend screening for anti-
HCV antibody at 18 months of age, after maternal antibodies 
are no longer present. For infants with positive HCV 
antibody screening, a follow up nucleic acid test (NAT) for
HCV RNA should be obtained after 3 years of age to confirm
chronic infection.21

There are two major tests for detecting hepatitis C: the 
serologic assay which detects antibodies to HCV and the 
NAT which detects the presence of HCV RNA. As per IDSA 
& AASLD joint guidelines, at-risk persons should be screened 
with the HCV antibody test. Any positive result should be 
followed by an HCV RNA test for confirmation of ongoing 
current infection.1

Currently, most patients in the U.S. with HCV acquired
the virus via IDU or blood transfusion. With current screening 
of blood donors, the risk of acquiring HCV via transfusion is 

VACCINATION IS AN IMPORTANT STEP 

IN PREVENTING COINFECTIONS THAT 

ACCELERATE CHRONIC LIVER DISEASE. 

HAV AND HBV ARE IMPORTANT 

COINFECTIONS WHICH CAN COMPOUND 

LIVER DAMAGE AND CONSTRICT 

THERAPEUTIC OPTIONS FOR HCV.
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estimated to be less than one in a million per unit transfused.16 
It is essential to counsel patients with known or prior IDU 
on the risk of transmission with shared needles or other 
drug paraphernalia. Development of local syringe exchange 
programs can been associated with reduced risk for HCV 
transmission. Although the risk of sexual transmission is 
actually extremely low, rates of transmission are higher among 
the MSM group, especially those practicing unprotected 
receptive anal intercourse.16 To reduce the risk of sexually 
transmitted HCV as well as other STIs, patients of the MSM 
group should be counseled to use condoms with all sex acts. 

Healthcare workers are at risk of HCV from unintentional 
exposures, such as needle sticks. After a needle stick or 
sharps exposure to HCV-positive blood, the risk of HCV 
infection is 0.1%.22 Currently there is no effective pre or 
post exposure prophylaxis for HCV. Proper use of personal 
protective equipment is essential when performing procedures 
which may involve blood exposure. Disposable syringes 
and suture needles are among the top devices associated 
with percutaneous injury. It is important after a potential 
exposure that the source be screened for HCV RNA, among 
other blood borne diseases. If the source is negative no 
further testing is required. In the event of an HCV positive 
or untestable/unknown source, obtain a baseline anti-HCV 
antibody test from the potentially exposed healthcare worker 
within the first 48 hours. If this is positive, it indicates the 
injured individual had already had prior HCV exposure. All 
positive anti-HCV antibody results should be followed up 
with HCV RNA testing; if the healthcare worker’s RNA test 
is positive, this indicates preexisting chronic HCV infection. 
If the anti-HCV antibody test is negative, follow up HCV 
RNA testing must be obtained at least 3 weeks or more after 
exposure. Earlier testing can be indicated if symptomatic, 
but even in the case of negative results, repeated testing at 
3 weeks post-exposure should still be obtained, as per CDC 
recommendations. If this follow up test is negative, no further 
HCV testing is required.23,24 

Vaccination is an important step in preventing coinfections 
that accelerate chronic liver disease. HAV and HBV are 
important coinfections which can compound liver damage 
and constrict therapeutic options for HCV. Fortunately, 
health care providers can prevent these coinfections through 
vaccination. A patient’s vaccination status can be ascertained by 
checking the HAV antibody/antigen as well as HBV antibody/
antigen test. A positive antibody in the absence of detectable 
antigen indicates immunity either via immunization or past 
exposure and spontaneous clearance. A negative antibody/
antigen test indicates lack of immunity, in which case the 
CDC, IDSA and AASLD (among other groups) recommend 
vaccination against HAV and HBV. It is also recommended 
to administer the 23 valent pneumococcal polysaccharide 
vaccination (PPSV-23) to patients under the age of 65 with 
evidence of chronic liver disease.16 

In a follow up article, we will discuss emerging treatment 
options for patients with Hepatitis C.  The role of patient-
specific characteristics, genotype testing, liver disease staging, 
treatment options, vaccination and monitoring will be 
discussed in detail. Some attention will be paid to ethical, 
medical and public health considerations when treating 
patients continuing to use illicit substances or experiencing 
relapses of injection drug use (IDU). Finally, it will focus on 
the role (or potential role) of the primary care provider in 
caring for our HCV infected patients during and after their 
treatment versus the indications for specialty-managed care of 
HCV infection.
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I have served for two years as a resident board 
member on the Northern Kentucky Medical Society 
(NKMS). This exposure helped give me some 
experience in how physicians can push for public 
health changes or political changes with local 
government. Over the past 18 months I have worked 
through NKMS to help create a syringe exchange 
program in Campbell and Kenton counties to aid 
in harm reduction from the opioid epidemic. I 
was pleasantly surprised at how much weight local 
government leaders gave a young physician’s opinion. 

Wearing a white coat was valued both as a physical 
symbol of physicians and the value of the physician 
career, and was felt in my interactions with these 
local politicians. 

At the KMA Physician Day at the Capitol, I was 
again pleasantly surprised at how welcoming and 
interested state politicians were in the opinions of 
physicians. I enjoyed seeing physicians, residents and 
medical students from across the state and a variety 
of specialties come together to move important pieces 
of legislation forward.  Dr. Donald Swikert, a faculty 
member at my residency program, has a lifelong 
career in organized medicine at state and national 
levels. He introduced the other residents and me to 
a state politician from Boone county with whom he 
has worked for over 20 years. They had a very cordial 
relationship and they both admitted that, while they 
did not always see eye to eye on specific pieces of 
legislation, they always valued each other’s opinions 
and perspectives. It was truly inspiring to hear 
some stories of decades of physicians and politicians 
working together to create positive change in the 
health of the state of Kentucky. 

I was born, raised and educated (college, medical 
school and residency) all in the state of Kentucky. 
Kentucky is my home; I plan to practice my entire 
career in the state, raise my family in the same small 
farm community I was raised in and retire on my 
family farm. Organized medicine at the state and 
local levels can help me create an impact on the 
health of my community and my state that extends 
beyond my office practice.  Kentucky is unfortunately 
in the bottom 5 states in most major population 
health metrics such as cancer, smoking, obesity, 
opioid addiction, and diabetes. I hope throughout 
my career many of these measures will improve; and 
I hope young physicians like myself and others take 
up the torch to participate in organized medicine to 
create as large an impact as possible.

Dr. James Schack is originally from a rural area in California, Kentucky. He is a graduate of 
Thomas More College and earned his medical degree from the University of Louisville. He is currently 
a third year resident and Housestaff President at St. Elizabeth Family Medicine Residency. He lives in 
NKY with his beautiful wife, Mahala, and their two young children, James Jaxson and Bennett.
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