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BY ADNAN AHMED, M.D., PRESIDENT

message
from Your 

President

4

Looking toward our future while embracing our past

I would like to use this opportunity 
to express my gratitude for the trust and 
responsibility placed on me, as I assumed 
the role of the President of the Kentucky 
Academy of Family Physicians on the 
6th of September for the upcoming year 
2019-2020. The goals listed below might 
sound lofty and may have varied levels of 
success over the next 12 months, but the 
KAFP leadership and I will do our best to 
try to achieve them while dealing with 
the issues that the membership faces over 
time. Looking after the interests of Family 
Physicians across the commonwealth 
regardless of their practice locations 
or styles; where they might be in their 
individual careers and safeguarding how 
they choose to deliver care remains a 
primary concern for each President; I will 
try my best to work towards continuing 
this goal while ensuring that the voices 
and concerns of our membership continue 
to be heard, and when possible  to 
forwarded to the appropriate avenue to 
help overcome the challenges they might 
be facing. Sharing of our individual and 
collective experience can often be without 
parallel; and I can attest to have used it to 
my advantage over time. 

The services provided in this regard 
by the Advocacy Committee remain 
invaluable to the Chapter year after 
year. While part of their work comes 
from dealing with the challenges we 
face externally, trying to ensure that our 
combined interests in providing access 
and timely delivery of quality and cost 
affective healthcare to all people remains 
paramount. The business of healthcare 
can be a tricky area which most physicians 

might not be as well-versed in. Dealing 
with employers (when applicable), 
insurance companies and other players 
in the care team for patients can often 
be challenging with diverse and differing 
viewpoints at times. As Family Physicians, 
we firmly believe in collaborative and team 
based approach of care delivery, while 
respecting what every member brings to 
the table.     

Despite the transition of the percentage 
of practicing physicians being employed 
by larger single- or multispecialty groups 
from 30 to 80% over the past decade and 
a half, family physicians still practice in 
a wide variety of settings and models. 
The leadership of the Kentucky Academy 
strives to continue to represent and 
be the voice for all Family Physicians, 
regardless of their type or level of training 
(Allopathic or Osteopathic, with or 
without Fellowship, all the way from being 
grandfathered from General Practice to 
the present); duration of practice; type 
of practice (continuous or episodic); 
employed or independent; urban or rural; 
academic or private; part or full time. But 
we can’t do it unless we hear from the 
membership itself and engagement is a 
bidirectional process. I have  often heard 
from Family Physicians who are not active 
in the academy about the value of being an 
active participant on either the national or 
chapter level might be. These benefits are 
not always tangible in terms of networking 
or opportunities for mentorship/mentee 
ship, updates on current guidelines or 
practice enhancement. They give us an 
opportunity to have our voice be heard 
and be refined, and sometimes become 

integrated into new policy. It gives us 
opportunities to share our passion with 
others or sometimes use them as sounding 
boards. And it opens avenues for us to 
deal with the burnout epidemic that is 
affecting Family Physicians along with 
other specialties and healthcare providers 
in alarming numbers. The American 
Academy of Family Physicians website 
has a section on physician wellbeing and 
how to deal with burnout and I would 
like to encourage all members and their 
associates to explore it when possible. The 
chapter is always looking for new ideas on 
engagement with its membership and we 
look for forward to hearing from everyone. 
Kudos to everyone in the membership 
committee and the chapter staff in this 
regard.  

On a side note, several members of 
the board of the Kentucky Academy and 
I are products of the investment made by 
membership dues in years past; when we 
were sent to leadership events that are 
held by the American Academy on a yearly 
basis and have over time, served in one 
capacity or another. In my mind, this is a 
way to give back to the Academy which has 
invested so graciously in honing leadership 
skills in its members. The opportunity is 
available to every member who might be 
interested, regardless of whether they are 
still in training or in practice. 

The healthcare landscape is ever 
changing. Not only is this true in terms of 
how rapidly our knowledge base about the 
human body and how to care for it evolves; 
how we are accessing said knowledge 
and trying our best to integrate it in our 
practice; the challenges we as physicians 
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(and other healthcare providers) 
face in accepting new information 
as we sometimes try to look past our 
own experience (and our biases); 
while presenting what we know 
and learn to the people we care for 
in a balanced and succinct fashion. 
We don’t need to be reminded that 
each day, every patient encounter 
and every interchange presents 
with it an opportunity to learn 
and grow (and sometimes be 
schooled in ways we never thought 
possible), sometimes from unexpected 
avenues or people. This also continues 
to instill a sense of humility in all Family 
Physicians because we continue to be 
reminded that despite knowing what we 
know, provision of healthcare remains a 
partnership between the Physician (with 
the healthcare team) and the patient 
(with their family and often friends) and 
care is best delivered when a consensus 
is reached and accepted by all parties 
involved. 

As we decide whether what new 
information we are presented with will 
be immediately accepted or whether 
we will keep a watchful eye as things 
continue to develop and new information 
or cutting edge technology would become 
mainstream before being deemed obsolete 
over time; how we apply this to improve 
the lives of the individuals, families and 
communities we care for also changes over 
time. Those of us, who have been around 
the block for a while, know that things 
have come full circle and sometime circle 
several times during the course of our 
careers. The example of how hypertension 
is managed or how Basic (BLS) and 
Advanced Cardiac Life Support (ACLS) 
are delivered over the course of the past 
two decades comes to mind, but there 
are numerous others. This doesn’t mean 
that new information is not relevant or 
that there should be a mandatory delay 
in adopting new information. The average 
time period from when information 
is integrated into guidelines and start 
dispersing to when they become widely 

well-known and accepted can be at least 
a decade or more; and this is not taking 
individual practice location, style, patient 
or communal reaction or other nuances 
into consideration. This is where our 
efforts to continue educating ourselves as 
well as the people and communities we 
care for, remain essential. 

I remain confident that the 
information delivered to our membership 
both from the American Academy and 
the state chapter would live up to the 
quality which our membership has come 
to expect and rely on over the past several 
years. The Continued Medical Education/
Practice Enhancement Committee for the 
Kentucky Academy remains open to new 
suggestions on the topics to be covered or 
improved delivery of information while 
ensuring that the mandatory topics for 
maintenance of State Licensure continue 
to be offered; or at least the membership 
can be directed to appropriate avenue 
when needed. 

Equally important but much less 
talked about are Academy Operations, 
which encompass leadership, finances 
and its accountability as well as the 
Chapter Bylaws and policy. The Chapter 
website continues to openly post Consent 
Agenda of the board meetings along 
with policies, procedure and bylaws and 
any updates to them over time. I remain 
grateful to the staff for continued service 
in this regard. While this might seem 
mundane, this keeps everyone in the 
leadership accountable for their actions 
and helps us ensure that the interests 
of the membership stay primary at all 

times. The Kentucky Academy and the 
Foundation take great care that the money 
entrusted to them from membership dues 
and other avenues is used judiciously over 
time and invested properly. This includes 
the investment in its membership as 
mentioned above. While much of what 
is mentioned in this article might be 
repetitious for some, it is being reiterated 
for newer members or other curious 
parties who might be interested in how we 
conduct ourselves as a chapter Academy. 

Lastly, I would like to congratulate the 
Advocacy Committee in going through 
the rigorous and time consuming process 
of finding a new lobbyist to better serve 
and represent our interests on a state 
government level, and we look forward to 
working with our new partners. We also 
look forward to potential partnerships in 
the future with other entities who share 
our goal of delivering quality healthcare 
to all people of Kentucky in an efficient 
manner. We recognize how the ranks of 
Family Physicians are becoming more 
diverse and would like to encourage more 
participation from the membership 
in reflecting this. Communication 
works best, when it is a dialogue, not a 
monologue.  

In humble service, 

Adnan Ahmed, M.D.

Molly Rutherford, MD, MPH, KAFP Chair presenting Adnan Ahmed, MD 
as KAFP President

Windel Stracener, MD, FAAFP, AAFP Board of Directors, 
swearing in Adnan Ahmed, MD as KAFP President
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Letter From the Editor

Bread Making

rightson, MDBy A. Stevens Wr

making day. Saturday is usually bread Today is bread m
if it is not a work day, you have time tomaking day because, 

rise, punch it down and let it rise again, mix the dough, let it r
smell of bread baking…there is nothing and bake it. Oh, the s
often find ways to not be around in caselike it. My kids, who o

hores that need to be done, would usuallythere are Saturday ch
as the bread was removed from the oven.know when to arrive a
t is a rule that everyone must taste the Because, you know, it

sh and hot. Ah, there is nothing like it.bread when it is fres
eachers, or co-workers would always say,My kids’ friends, or te

he best bread!”  And they would quickly “Your Mom makes th
akes all the bread in our house!”  respond, “My Dad ma

w, Marie, always made the bread for herMy mother-in-law,
married her daughter, Michelle, 30 years family and when I m
with many family meals that includedago, I was blessed w
bread. Every once in a while, we were Marie’s home-made b
f home, where it was consumed in short allowed to take a loaf 
before I thought, we should serve home-order. It wasn’t long b
time. My wife said, sure, go ahead and made bread all the t
o Marie’s, asked her to teach me, wrote make it. So I went to
rie’s White Bread) and the rest is history.down the recipe (Mar
ay or Sunday as my kids were growing Almost every Saturda
es of white bread. We needed that muchup, I made 6 or 9 loave

because I had 5 or 6 sandwiches to make every day for school 
and we had bread on some nights with dinner, too. Not bread 
and butter, mind you. We had bread the Italian way, with olive
oil or dipped in the juice left over when you make a tomato 
salad. That was one of Michelle’s favorite things to do. She
would throw a piece of bread into the tomato salad and cry
out, “Oh no, my bread fell into the salad. I guess I have to eat
it that way.” 

And I would sometimes take my bread to work. My
co-workers would ask, “Do you use a bread machine?” and I
would proudly lift up my hands and indicate they were my 
bread machine. I remember once, bringing bread to work that 
had not yet been sliced. One of my colleagues cut off the heel
and THREW IT IN THE TRASH. I was appalled and screamed. 
“This is not the Rainbow bread of your childhood. The heel is 
the absolutely best part!” Clearly, a home-made bread rookie!

Over the years, I experimented with my bread, adding 
flax and whole wheat and sometimes, cinnamon sugar. Yum. 
Bread became such an important part of our family life that 
my daughter, a few years ago, gave me a memoir on bread-
making for Christmas. I learned how to use sourdough starter 
and went from white/whole wheat bread to a seed laden
sourdough loaf that my family has completely embraced. I
will occasionally make Marie’s White Bread, but it doesn’t go
as fast as it once did. Instead, I make sourdough bread for the
handful of sandwiches we still eat each week.  We are all “carb- 
conscious” these days, but it is impossible to give up bread
entirely. Besides, what will I do with my hands if I am not 
making bread on Saturday?  Therapy, that’s what it is. My wife 
knows it. Seeing my children cut into a warm loaf of bread,
taking bread to a new neighbor or sharing it for the holidays,
it is what adds to the fabric of our family.

Patient care demands much from us, specifically, that we
perform at a constantly high level. Yet physician burnout is real
with its emotional exhaustion, interpersonal disengagement, 
and low sense of personal accomplishment. Those weeks
that are increasingly stressful, where I cannot see how I can
accomplish all that I think I need to accomplish, where my
efforts seem to be producing so little effect, I always have one
thing. I get to make bread on Saturday for my family. How cool 
is that!

hildren cut into Seeing my ch
f of bread, takinga warm loaf
ew neighbor orbread to a n

or the holidays, itsharing it fo
s to the fabric of is what adds

our family.
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Rick Miles, MD from Russell Springs,
KY, was selected by his peers to be the 2019
Recipient of the KAFP Distinguished Service
Award.  He has served in every leadership 
position and has countless volunteer hours 
advocating for family medicine in Frankfort 
as well as Washington, DC.  His most recent 
work in assisting communities and his fellow 
family physicians to effectively deal with 
their patients’ opioid addiction reflects his
untiring devotion not only to the specialty 
of family medicine but to the people of the 
Commonwealth of Kentucky. Dr. Miles was 
born in Louisville and is a 1977 graduate of 

the University of Louisville School of Medicine.  
He completed his family medicine residency 
at University of  Louisville St. Anthony, 
graduating in 1980.  Dr. Miles is board certified 
by the ABFM and serves as Associate Clinical 
Professor for The University of Louisville, 
The University of Kentucky Health Sciences 
Department, and the Pikeville College of 
Osteopathic Medicine. Dr. Miles retired from 
solo Family Practice after 35 years in Russell 
County, KY in July 2015 and now serves as
Medical Director for the Russell County 
Hospital Rural Health Clinic where he is in a 
collaborative agreement with three ARNPs.

50 YEAR AWARDS

KAFP Outstanding Full-Time 

Faculty Teaching Award

This is the 39th year we have honored physician
members of the Kentucky Academy of Family Physicians
who graduated from medical school 50 years ago.

Here are the Honorees from the Class of 1968 that were 
present at the annual awards ceremony.

Lucy Cleaver Young, MD, FAAFP from Lexington, KY was 
unable to attend but sends many thanks.

The 2019 KAFP Exemplary Teaching Award recipient is Donna Roberts, MD from the University 
of Louisville School of Medicine.  Dr. Roberts joined the faculty at UofL in 1984 and in 1997 became 
Director of Predoctoral Education.

During her tenure as clerkship director, Dr. Roberts has consistently achieved high marks as 
evidenced by student evaluations during 22 years as the course director. Dr. Jonathan Becker, 
Chair of UofL’s Family and Geriatric Medicine had this to say, “In an era, when less than 5% of US 
medical students select this specialty, U of L consistently places over twice that national average 
of students that pursue this specialty. I contribute the high rate at which University of Louisville
students choose Family Medicine as a specialty to her mentorship and leadership”

Dr. Roberts is active in the Society of Teachers of Family Medicine as displayed by her numerous 
posters and oral presentations. The topics and content have been broad but have included 
innovative work on inter-departmental collaborations, faculty development, health literacy, 
development of a Medical Spanish elective, and implementation of a peer-assisted learning program.  Dr. Roberts graduated in 1977
summa cum laude from from Marshall University, Huntington, WV and received her medical degree from West Virginia University in 
1981.  In 1982 she started her family medicine residency at the University of Louisville and was Chief Resident from 1983 to 1984.

DISTINGUISHED SERVICE AWARD

Kevin Pearce, MD, MPH, KAFP Immediate
Past Chair, presenting to Jose T. Lorenzo, MD,
FAAFP from Lexington, KY

Kevin Pearce, MD, MPH, KAFP Immediate 
Past Chair, presenting to Cecil D. Martin, MD, 
FAAFP from Carrolton, KY

Kevin Pearce, MD, MPH, KAFP Immediate Past Chair, 
presenting to Richard Miles, MD, FAAFP

Jonathon Becker, MD, University of Louisville
Chair of the Department of Family and Geriatric 
Medicine, presenting award to Donna Roberts,
MD, FAAFP
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Eligibility Requirements:
• Age 21 or older and younger than 65
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Quick Guide for Health Care Providers 
to Kentucky’s Breast & Cervical Cancer 

Screening and Treatment Programs

• The Kentucky Women’s Cancer Screening 
Program (KWCSP) provides breast and 

cervical cancer screening and follow-up

diagnostic services for eligible Kentucky

women.

• The Breast and Cervical Cancer Treatment 
Program (BCCTP) provides treatment for

breast or cervical cancer, or precancer of the 

breast or cervix for eligible Kentucky women.

• Women who may qualify for the KWCSP or 

BCCTP must be referred to the local health 

department p PRIOR to screening or treatmentg

by the health care provider.*

• The local health department will facilitatep

completing the application for Medicaid who p g pp

will determine participant eligibility for p p g y BCCTP.

• KWCSP eligibility requirements:

– Age 21 or older and younger than 65

– Has a household income at or below 250% 

of the federal poverty level

– Has no health insurance (no Medicare, no 

Medicaid, or no private health insurance)

• BCCTP eligibility requirements:

– Has been screened and diagnosed with cancerg

by the Kentucky Women’s Cancer Screeningy y g

Program through a local health department and/g g p

or contract providersp

– Has been found to be in need of treatment for 

either breast or cervical cancer, including a 

precancerous condition or early stage cancer

– Age 21 or older and younger than 65

– Has a household income at or below 250% of 

the federal poverty level

– Does not otherwise have credible health 

insurance coverage

– Is a United States citizen or qualified immigrantd

– Is a resident of Kentucky

– Is not eligible for medical assistance or public

insurance in any other eligible group

– Is not a resident of a public institution (e.g. prison)

* Please refer program eligible patients 
to the local health department or call 
1-844-249-0708 prior to screening 
or diagnosis.

All I Need to Know is Where I Need to Go! Call 1-844-249-0708!
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Substance Use 
                 in Athletes

BY BRADY A. FLESHMAN, MD; ROBERT G. HOSEY, MD; M. KYLE SMOOT, MD

Introduction

Substance use, particularly in athletes, has been an ongoing 
major health concern for many decades. Both athletes and non-
athletes are at risk for abusing different substances. However, 
athletes may use these substances to enhance their performance, 
increase concentration during competition, improve physique, 
deal with physical pain, or to self-treat underlying mental illness.  

Substance use is highly monitored in college and professional 
athletes. The World Anti-Doping Agency (WADA) publishes an 
annual list of prohibited substances with a list of substances 
“prohibited at all times” and “prohibited in-competition” only. 
Multiple international organizations use WADA, including the 
summer and winter Olympic associations. Most United States 
professional sport teams and the National Collegiate Athletic 
Association (NCAA) have their own anti-doping programs that are 
completed privately in-house by that specific organization.   

Alcohol, cannabis, nicotine, prescription opioids, and 
stimulants (such as ADD/ADHD medications) are the most 
commonly used substances in elite athletes.1,2 Generally, these 
are used at a lower rate than in their non-athlete counterparts.1,3 
This is likely for two reasons. First, is fear of punishment or 
disqualification on self-reported surveys, and second, is close 
surveillance of drug abuse via random urine and blood drug 
testing.2 While anabolic-androgenic steroids (AAS) are discussed 
often in the media, the rates of use are considerably lower than the 
other previously mentioned substances and used at fairly similar 
rates when compared to non-athletes.3 The goal of this article 
is to give a brief synopsis on the prevalence, adverse effects, and 
treatment of substance use in athletes.

Substances

Alcohol
Alcohol is the most abused recreational drug in the United 

States. The 2017 NCAA Student-Athlete Substance Use Survey 
collected surveys on approximately 23,000 student-athletes in 
all three divisions.3 The survey found 77% of athletes reported 
drinking alcohol in the last year, which is slightly less than the 
percentage of non-athletes that drink.3 Athletes reported drinking 
on a weekly basis 36% of the time and 2% reported daily drinking.3 
Binge drinking, which is defined as four or more drinks for women 
or five or more drinks for men in one sitting, was reported by 42% 
of athletes.3 This is a decrease compared to the 2009 survey, which 
reported 55% binge drinking.3 The highest rates of reported binge 
drinking by sport for males and females, respectively, include: 
lacrosse (69% and 57%), hockey (64% and 56%), and swimming 
(55% and 49%).3  

Alcohol does have adverse effects in relation to athletic 

performance including delayed reaction times, hand-eye 
coordination, accuracy, balance, and impaired thermoregulation.4 
Other effects include dehydration, insomnia, higher injury rates, 
slower injury healing, and athletic underperformance.5 It does 
not significantly affect physical performance based on VO2 max 
testing.4

Several tools are available to help identify athletes with alcohol 
problems including the CAGE questionnaire. A score of two or 
more is considered clinically significant and should be investigated 
further for alcoholism. Other questions to consider asking athletes 
when discussing alcohol use include a positive family history of 
alcoholism, arrests for driving while intoxicated, and their typical 
regular consumption of alcohol.4 

Cannabis
Cannabis is a naturally occurring cannabinoid with the 

active ingredient 9-tetrahydrocannabinol (THC). It has 
replaced nicotine as the second most commonly used substance 
in athletes.5 WADA considers natural and synthetic cannabis a 
prohibited in-competition substance. In 2018, cannabidiol (CBD) 
was excluded from the list since it is not a cannabimemetic 
and lacks psychotropic properties.6 However, the NCAA list of 
banned substances includes cannabinoids and any substance 
chemically related to the class without approval by a regulatory 
health authority. It is very difficult to obtain pure CBD extract 
from a cannabis plant, and it may likely contain components such 
as THC.

Self reported use in student-athletes is 25%, which is lower than 
in non-athlete college-aged students, which is estimated between 
33%-39%.3,7,8 Nearly 77% of athletes use for social reasons, and 19% 
use it for pain management.3 Use was higher among those who 
lived in a state where it is legal for recreational or medical use.3 
Lacrosse had the highest level of marĳuana use, and Division 
III athletes had the highest reported use.3 Currently, there are 
no validated screening instruments for cannabis within athlete 
populations.

Common signs and symptoms of cannabis use include bloodshot 
eyes, increased appetite, slowed responses, cough, anhedonia, 
or paranoia.2 Consequences on athletic performance depend on 
a variety of variables including frequency, route, dose, and prior 
use. This can include cardiovascular effects such as tachycardia 
(dose-related), hypertension, and orthostatic hypotension.4,5 
Central nervous system effects include impaired motor function, 
decreased short-term memory, difficulty in concentration, and 
increased likelihood of anxiety, psychosis, and delirium.4,5 Male 
reproductive effects include decreased testosterone, gynecomastia, 

continued on page 14
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and oligospermia.4 Other athletic-specific adverse effects include 
premature achievement of VO2 max and inhibition of sweating 
leading to an increase in core body temperature.4,5 A study of 
20 healthy volunteers smoking 1.4g of cannabis containing 1.3% 
THC concluded that cannabis increased heart rate, systolic blood 
pressure, diastolic blood pressure, and reduced physical work 
activity, but there was no change in grip strength, forced vital 
capacity, or expiratory flow rate.9 Athletes may report positive 
effects such as improved sleep and reduced levels of pain and 
anxiety, but this is generally not supported by scientific evidence.5 

Nicotine
Nicotine is an addictive substance found in all tobacco products 

and can be in the form of smoked tobacco or smokeless tobacco. 
The most frequently used types of nicotine substances in NCAA 
athletes include cigars (17%), spit tobacco (13%), cigarettes (11%), 
hookah (10%), and electronic cigarettes (8%).3 These percentages 
are based on a student-athlete using the nicotine product at least 
once in the last year. Cigarette use is lower among student athletes 
than non-athletes.3,7 In male athletes, approximately 46% of ice 
hockey players and 44% of baseball players reported using spit 
tobacco and almost 20% of those athletes reported using daily.3 
Among women sports, ice hockey players had the highest rate of 
spit tobacco use at 13%.3 

 Nicotine is not a prohibited substance according to the 
WADA, but the NCAA prohibits tobacco use during practice or 
games, and may result in ejection from the game. The negative 
and long-term effects of nicotine are well known but for athletes 
in particular it can increase blood pressure, anxiety, insomnia, 
and increase chronic respiratory infections.1 Smokeless tobacco 
has a 50-fold increase in oral carcinomas and a 2.4-fold increase 
in dental carries.4 The WADA is currently investigating nicotine’s 
possible ergogenic effects on performance including athletic 
perceptions of improved alertness, concentration, energy, 
relaxation, muscular strength, and weight control.1 One non-
systematic review attempted to assess muscular strength, power, 
maximal endurance, and high-intensity exercise when nicotine 
was used as an intervention.10 In their investigation, they found 
no significant effect on the aforementioned variables.10 However, 
evidence was limited both in quantity and quality.  

Stimulants
Stimulants are a broad term used that encompasses a variety 

of different substances including caffeine, nicotine, ADD/ADHD 
medications, pseudoephedrine, cocaine, and many others. It has 
been shown that stimulants improve focus, endurance, anaerobic 
performance, improve reaction time, help with weight loss and 
decrease fatigue.2 

A large number of stimulants are listed on the WADA list of 
prohibited in-competition stimulants; however, caffeine is not 
one of those listed. Caffeine is a banned substance by the NCAA 
when urinary concentration is greater than 15 mcg/ml, which 

is typically between 500-1000mg of caffeine two to three hours 
before competition.4 Excretion of caffeine can be affected by a 
number of variables including exercise and medications such 
as SSRIs and cimetidine.4 Phenylephrine and pseudoephedrine, 
commonly found in over the counter medications, are not banned 
by the NCAA, but WADA prohibits pseudoephedrine when urine 
concentrations are greater than 150mcg/ml.11,12 

The NCAA survey reported 6.6% of athletes used ADHD 
stimulants in the last year with a prescription and 7.5% used ADHD 
stimulants without a prescription.3 Since 2009, use of ADHD 
stimulant medications has increased in athletes both with and 
without a prescription.3 The percentage use of ADHD stimulant 
medications increased each academic year with freshman using 
the least (9.7%) and seniors using the most (14.7%).3 Also, those 
athletes associated with a Greek affiliation had nearly twice the 
likelihood of using stimulants in the last year.3 

While athletes may see stimulants as an advantage, it 
is important to consider the side effects of these medications 
which include hypertension, tachycardia, myocardial infarction, 
stroke, heat stroke, rhabdomyolysis, weight loss, tremor, insomnia, 
anxiety, agitation, psychosis, etc.2 Although there are side effects 
and risk of abuse from ADHD medications, some athletes truly 
have a medical need for these medications in order to function 
normally. Therapeutic Use Exemptions (TUE) allow athletes to 
take otherwise banned substances if their physician attests that 
they need to for medical reasons.4 This is used for many athletic 
organizations including WADA and United States Anti-Doping 
Agency (USADA). Major League Baseball (MLB) releases a public 
document yearly on number of TUE and reported 101 for ADD and 
one for hypertension.13 The NCAA has separate regulations and 
forms for medical exemptions, particularly for ADHD medications.

Prescription Opioids
Pain management specifically with opioids has been an 

increasing public health concern, particularly with the increase 
in opioid-related deaths and the lack of literature supporting long-
term opioid use. The Centers for Disease Control and Prevention 
(CDC) investigated nearly 1.3 million opioid naïve, cancer free 
adults who received an opioid pain prescription. They found 
that the likelihood of chronic opioid use increased with each 
additional day of medication starting with the third day.14 Sharpest 
increases in chronic opioid use were seen with the following 
situations: continuing medication on the 5th and 31st day, a second 
prescription or refill, 700mg morphine equivalent cumulative 
dosing, and an initial 10 or 30 day prescription supply.14 The 
highest probability of continued opioid use at one and three years 
were among individuals who were initiated on a long-acting opioid, 
followed by those whose initial treatment was with tramadol.14

One study with over 21,000 sport participants looked at past-
year 12th grade prevalence of nonmedical use of prescription 
opioids and heroin. They chose to look at 16 high contact sports. 
Among 12th graders, 8.3% used prescription opioids for nonmedical 
use and 0.6% concurrently used heroin.15 Interestingly, 12th graders 

continued from page 12
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playing ice hockey had the highest statistically significant odds 
of past heroin use (4.4%, adjusted odds ratio 3.00, 95% CI 1.47-
6.10) and combination of nonmedical prescription opioid use and 
heroin (3.4%, adjusted odds ratio 3.74, 95% CI 1.66-8.40).15 Past year 
opioid use alone was not statistically significant for ice hockey.15 
Involvement with soccer was the only statistically significant 
contact sport that was associated with lower odds of past year 
nonmedical use of prescription opioids.15 The authors concluded 
that there are no differences in nonmedical use of prescription 
opioids and heroin among those who participated in sports and 
those who did not.15 A separate smaller longitudinal study of 1,540 
adolescents found that males participating in organized sports 
had higher odds ratio of past-year medical use and misuse of opioid 
medications on at least one occasion when compared to male 
nonparticipants.16 

According to the NCAA survey, narcotic pain medication 
used within the last year with a prescription has decreased from 
18% in 2013 to 11% in 2017.3 Nearly 3% of student athletes use 
narcotic pain medication without a prescription, and this has also 
decreased from 6% in the 2013 survey.3 Of all NCAA sports, women’s 
gymnastics were the highest users of narcotic pain mediation at 
18% followed by men’s lacrosse at 17%.3 A separate study collecting 
data from the National College Health Assessment found that 
specific individual factors such as having an injury, being a varsity 
athlete, and being male all had greater risk for non-medical use of 
prescription opioids.17 

The adverse effects of opioids are well known. Some of the 
potential effects are physical dependence, nausea, vomiting, 
constipation, fatigue, and decreased coordination.2 When a 
physician is considering starting a prescription opioid, they should 
always keep in mind risk factors for long-term use, what athletes 
are at high risk for using or misusing opioids, and being aware of 
the many potential adverse effects of opioids. 

Anabolic-Androgenic Steroids (AAS)
AAS are synthetic testosterone analogs that promote tissue-

building (anabolic effect) and masculinization (androgenic effect).18 
Athletes abuse AAS to help improve performance, improve lean 
body mass, and to help enhance their physique and body-image.18 
Males use AAS at a higher frequency than females and abusers 
do not often participate in organized sports.18 Abusers often use 
AAS in repeated 6-12 week cycles and will “stack” or use them 
simultaneously based on their perceived half-life of the particular 
AAS that are used.18 

NCAA and WADA both prohibit AAS while in and out of 
competition. In the NCAA survey, 0.4% of athletes reported AAS 
use within the last year, which is slightly lower than the general 
college population at 0.6%.3,8 For NCAA athletes, AAS use has been 
fairly unchanged when compared to the 2009 and 2013 survey.3 
Not surprisingly, men have a higher prevalence at 0.6% than 
women at 0.1%.3 Highest risk sports for AAS use within the last 
year were wrestling (1.9%), baseball (1.1%), and football (0.8%).3 

Professional football players have a 9% lifetime self-reported use of 
AAS at some point in their career.19 Competitive power lifters have 
some of the highest reported use at 67%.18,20 

There are a variety of adverse effects associated with AAS on 
various body systems and organs. Most common side effects for 
males include acne, gynecomastia, testicular atrophy, fertility 
changes, and behavioral problems.1 Females can have hirsutism, 
alopecia, deeper voice, menstrual dysfunction and aggression.1 
Side effects for adolescents using AAS include premature closure 
of epiphyses and increase risk of suicide.4 Long-term side effects 
include thrombotic risks, death from myocardial infarction and 
stroke, infertility, addiction, hepatocellular carcinoma and other 
liver issues, and multiple psychiatric disorders.1,4 

Anytime a physician is suspecting AAS use, drug testing should 
be considered. Although testing can reach nearly 100% accuracy 
with gas chromatography—mass spectroscopy, abusers try to 
find ways to avoid detection.4 This can include use of masking 
agents like diuretics, using AAS that only have short half-lives, and 
creative ways to substitute their urine sample for a clean urine.4 
Fat-soluble injectable AAS can remain in the urine for 6-12 months, 
but water-soluble oral AAS can be eliminated from urine detection 
in 1-6 weeks.4 

Treatment

The determination for athletes to be the best in their sport 
has dated back for years and with increasing pressure, it’s not 
surprising that substance use exists in all sports and for all 
age groups. Unfortunately, there is little research to help guide 
physicians on treating substance use in athletes. Motivational 
interviewing has been suggested to play a role in treatment.1,2 Some 
suggest having key family members or supporters of the athlete in 
the room during these brief individual interventions.1 A study of 
170 NCAA athletes who met criteria for heavy episodic drinking 
and underwent one session of brief intervention highlighting 
the relationship between alcohol use and athletic performance 
showed significant reductions in alcohol use at three months post 
intervention compared to a no-treatment group.21 

There has been minimal research into strategies such as 
Alcoholics Anonymous, Narcotics Anonymous, intensive outpatient 
treatment, or residential treatment for elite athletes.1,22 For these 
reasons, interventions that focus on exploring athletes ideas of 
who they are as people, why they compete, and their purpose or 
motivation for competing may be more effective at cessation of 
substance use than typical psychological interventions.22

Medications are another possibility for treatment for some 
substance use disorders. For athletes who cannot stop drinking 
or have intense cravings, physicians should consider starting 
naltrexone, acamprosate, or disulfiram.

Opioids are prohibited in-competition by WADA, and athletes 
under WADA regulations require a break from training and 
competition if agonist therapy is used.1 One option could be 
the use of an oral or extended-release naltrexone for OUD.1 For 
athletes with nicotine dependence, cravings, or a desire to quit, 
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physicians should consider nicotine replacement therapy and/
or medications like bupropion and varenicline. Devices such as 
electronic cigarettes are not recommended due the unknown 
effects on respiratory function on athletes.1 Currently there are no 
FDA approved medications to treat cannabis addiction.

While there is insufficient evidence of best practices for 
treatment, it’s imperative to have a multi-disciplinary team 
involved in the care of athletes with substance use disorders. 
Family members, coaches, athletic trainers, team physicians, and 
mental health professionals should all be part of this team. 

Conclusion

Physicians play a crucial role in identifying and treating 
substance use disorder. For many athletes, the pre-participation 
physical examination may be the only time to screen and detect 
substance use, and unfortunately the physician doing the 
exam may have no established rapport with the athlete prior to 
discussing personal matters such as alcohol and drug abuse. It is 
imperative for doctors serving as team physicians in all levels of 
athletics be familiar with signs, symptoms, adverse effects, and 
consequences of substance use and know the proper protocol for 
identifying athletes who are at high-risk or in need of treatment. 
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What’s new in Hepatitis C care:  
testing, diagnosis and treatment 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 6-8 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 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  

Laboratory Evaluation of HCV Patients Prior To Treatment

When a patient screens positive for HCV antibody, this 
indicates past exposure to HCV, and a thorough history should 
be elicited to explore the patient’s potential exposures, any 
previous treatments, and any source of ongoing exposure. 
If a substance use disorder is suspected or diagnosed, every 
effort should be made to treat this medical problem effectively 
while also pursuing workup of the patient’s HCV status. Lab 
evaluation of patients positive for HCV antibody should include 
nucleic acid testing (NAT) for HCV RNA and reflexive genotype 
and viral load quantification in order to distinguish between 
past HCV exposure with spontaneous clearance or treatment 
with cure and chronic HCV infection.  Many patients can 
spontaneously clear the infection during the acute phase of 
HCV,1 thus most insurance companies may require proof of 
chronic HCV through two positive HCV RNA tests six months 
apart. If chronic HCV infection is indicated by these labs (i.e. 
the detectable presence of HCV RNA), then additional workup 
should be performed prior to initiation of therapy. This would 
include clinical evaluation for signs of advanced liver disease 
as well as testing for complete blood count, serum creatinine, 
HAV antibody/antigen, HBV antibody/antigen, HIV antibody/
antigen, urine drug screen, blood alcohol screen (depending 
on insurer requirements), and liver function testing including 
aminotransferases, bilirubin, serum albumin and INR. These 
investigations will allow the treating provider to calculate the 
patient’s severity of liver disease and degree of compensation, 
which are fundamental to determining the patient’s 
therapeutic options. 

If a patient has decompensated liver disease, they should 
be referred to a medical practitioner with expertise in 
that condition, ideally in a liver transplant center. To 
determine if a patient is decompensated, providers can 
utilize the Child-Turcotte-Pugh (CTP) scoring system (see 

Summary: This article is the second in a two-part review of Hepatitis C virus (HCV) infection trends and treatment in the state 
of Kentucky (KY) and nationally. In this part, we will review interpretation of detected anti-HCV antibody and differentiation 
between past HCV infection with spontaneous clearance, previously treated infections, and chronic HCV infection. 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.

continued on page 22
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table 1).1 If a patient scores a 7 or higher or exhibits physical 
exam findings consistent with decompensation, the patient 
is considered decompensated and will require a more 
complex drug regimen with stricter monitoring. Similarly, 
patients who have failed a previous treatment for HCV can 
be challenging to treat effectively and should be referred 
for specialty management. For this article, we will instead 
remain focused on those patients who are treatment-naïve 
with compensated liver disease from HCV.  

Table 1. 
Child-Turcotte-Pugh Classification1,4

1 2 3

Encephalopathy None Grade 1 or 2 Grade 3 or 4

Ascites None Mild to moderate 

(diuretic responsive)

Severe 

(diuretic 

refractory)

Bilirubin (mg/dL) < 2 2-3 >3

Albumin (g/dL) >3.5 2.8-3.5 <2.8

Prothrombin time

-Seconds prolonged 

OR

-International 

normalized ratio (INR)

<4

<1.7

4-6

1.7-2.3

>6

>2.3

*Adapted from https://www.hepatitisc.uw.edu/page/clinical-calculators/ctp

Fibrosis Staging

Aside from determining basic compensated versus 
uncompensated status, more specific hepatic fibrosis 
evaluation is also recommended. Fibrosis is the natural 
hepatic response to injury and involves a process of deposition 
of fibrous scar tissue in place of normally functioning 
hepatocytes. This scarring accumulates in the liver over time 
with ongoing injury and causes stiffening of the hepatic tissue. 
Eventually, the scarring may progress to the point of causing 
widespread replacement of functional hepatic tissue and 
results in cirrhosis. There are several staging schemata that 
can be used to characterize fibrosis. One widely used staging 
scale is the METAVIR scale, as below:5 

F0 = No Fibrosis
F1 = Portal Fibrosis without Septa (Mild Fibrosis)
F2 = Some Septa (Moderate Fibrosis)
F3 = Numerous Septa (Severe Fibrosis)
F4 = Cirrhosis 

Liver biopsy has historically been the gold standard for 
assessment of fibrosis; however, given the invasiveness and 
risks associated with serial biopsy for staging and monitoring 
of fibrosis, less invasive methods are preferred when possible. 
There are some simple calculation techniques that utilize 

traditional lab markers of liver function (AST to platelet 
ratio index, or fibrosis 4 score utilizing AST/ALT, platelet 
count, and age, for example) or traditional imaging such 
as simple ultrasound to approximately assess liver damage. 
There are also several more advanced, minimally invasive 
tests available for assessment of liver damage, including 
commercial panels/algorithms combining serum fibrosis 
markers (for example, FibroSure, Hepascore, FibroSpect). 
These can be used alone to predict the likelihood of significant 
fibrosis or in conjunction with special imaging techniques 
such as transient elastography (for example, Fibroscan), which 
basically measures liver stiffness in order to estimate fibrosis. 
In fact, this strategy of combining a noninvasive serum fibrosis 
panel with a noninvasive, office-based imaging technique to 
estimate fibrosis has become much more popular in recent 
years and allows many patients to achieve staging while 
avoiding liver biopsy.5 

Fibrosis staging is important not only for determining 
treatment options from the insurer, but also for providing 
some prognostic information about progression to cirrhosis. 
Moreover, much like CHF staging, it can change based on 
controlling modifiable risk factors and can improve with HCV 
eradication with direct acting antivirals (DAA) in some cases.5 

Approach to Pharmacologic Treatment with Direct Acting Antivirals

Many insurers continue to impose requirements regarding a 
minimum degree of fibrosis (i.e. F2 fibrosis) prior to approving 
treatment with DAA meds. This, in some ways, is a holdover 
from the past days of “warehousing” patients and triaging 
access to treatment for chronic HCV due to cost, tolerability, 
and risk. The warehousing strategy, or postponement and 
surveillance, sought to delay attempts at treatment for chronic 
HCV until evidence of progressive liver disease developed in 
the hope of sparing patients the difficult interferon-based 
therapies in favor of newer therapies on the horizon. Now 
those better-tolerated, more effective DAA therapies are here, 
but their extraordinarily high price tags are still creating 
resistance from some insurers and, therefore, barriers to 
access for many patients.3 At this point, the state of Kentucky 
has eliminated minimum fibrosis severity requirements for 
its general Fee-For-Service Medicaid patients. However, the 
vast majority of Kentucky patients on Medicaid are actually 
enrolled in one of several Managed Care Organizations (MCOs) 
with which Kentucky contracts rather than in the general FFS 
pool.6 This brings us to another important step in selecting 
a medication: determining which DAAs are accessible to the 
patient based on any insurance caveats which may restrict 
the patient’s options. As an example, see Table 2 below, 
which details some of the Kentucky-specific Medicaid MCOs’ 
requirements. 

continued on page 24
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Table 2. 
Restrictions on DAA prescribing by KY Medicaid and Managed Care Organizations (MCOs)6

Insurer Prior Auth Fibrosis Restrictions Sobriety Requirement Prescriber Restrictions

KY Medicaid Fee 
For Service

Yes No minimum fibrosis requirement Recommends screening for substance use, but NO 
mandated period of abstinence for 1st time treatment

Rx must be written by or in 
consultation with a specialist

CareSource-
Humana

Yes Requires severe (F3) fibrosis for Zepa-
tier
Requires moderate (F2) fibrosis for 
Epclusa
All other meds: No

Requires one negative UDS and alcohol screen 
within the 60 days prior to treatment to demon-
strate patient is not currently engaging in alcohol 
or illicit substance use; for patients with hx of SUD, 
requires monthly negative urine drug and alcohol 
screen x 3 consecutive months

Requires Rx to be written by 
specialist

Passport Health 
Plan

Yes Requires at least moderate (F2) or 
greater fibrosis

Requires screening for current substance abuse 
and counseling re: the risks of substance use 
during treatment

Requires Rx to be written by or in 
consultation with specialist

Anthem BlueCross 
BlueShield or KY

Yes Requires at least severe fibrosis (F3) No stated sobriety requirements No stated prescriber requirements

Aetna Better 
Health

Yes No minimum fibrosis requirement Requires screening for current substance abuse 
and counseling re: risks of use during treatment

Requires Rx to be written by 
specialist

WellCare Yes Unclear
(in practice, does not seem to be imposing 
a minimum fibrosis requirement)

Requires screening for current substance abuse 
and counseling re: risks of use during treatment

Requires Rx to be written by 
specialist

*Based on Hepatitis C: State of Medicaid Access Report Card6

Beyond insurer-mediated accessibility, selection of a therapeutic 
regimen for a treatment-naïve, compensated hepatitis C patient 
comes down to a few key characteristics: HCV genotype, drug-
drug and drug-disease interactions, and extent of liver damage. 
As you recall, there are 7 relevant genotypes of HCV which infect 
humans: 1a, 1b, 2, 3, 4, 5, and 6, with genotypes 1 and 3 being the 
most prevalent (44% and 25% respectively).7 

In terms of genotype, there are some medications which are 
pan-genotypic, meaning they can be used to treat any genotype. 

These are glecaprevir/pibrentasvir (brand name MavyretTM) 
and sofosbuvir/velpatasvir (brand name Epclusa®). Some other 
commonly used medications cover a more limited number of the 
genotypes. Ledipasvir/sofosbuvir (brand name Harvoni®) covers 
genotypes 1a, 1b, 4, 5, and 6. Elbasvir/grazoprevir (brand name 
Zepatier®) covers 1a, 1b and 4, but is susceptible to some genotype 
resistance; therefore, further testing for resistance (NS5A RAS) is 
required when using this particular medication for treatment of 
genotype 1a. This information is summarized below in Table 3. 

Table 3. 
Common Hepatitis C Medications for compensated liver disease

Medication 1st line option for genotype 

(treatment-naïve)1

Drug-Drug Interaction Concerns8 Length of 

therapy1

FDA approval 

date9-12

glecaprevir (300 mg)/pibrentas-

vir (120 mg) [MavyretTM]

1a, 1b, 2, 3, 4, 5, 6 Substrate: CYP3A4
Inhibits: P-gp/ ABCB1; weak CYP3A4/ CYP1A2; OATP1B1/ SLCO1B1
Proton-pump inhibitors

8 weeks 

CC: 12 weeks**

8/2017

ledipasvir (90 mg)/sofosbuvir 

(400 mg)

[Harvoni®]

1a, 1b, 4, 5, 6 Inhibits: P-gp and BRCP

Induces: weak CYP3A4, CYP2C, UGT1A1

Acid reducing agents

8 weeks***

CC: 12 weeks**

10/2014

sofosbuvir (400 mg)/ velpatasvir 

(100 mg) [Epclusa®]

1a, 1b, 2, 3, 4, 5, 6 Substrate: P-gp; CYP2B6, CYP2C8, CYP3A4

Inhibits: weak p-gp, OATP1B1, OATP1B3; moderate BCRP

Acid reducing agents

12 weeks 6/2016

elbasvir (50 mg)/grazoprevir 

(100 mg) [Zepatier®]

1a*, 1b*, 4 Substrate: CYP3A4

Inhibits: P-gp, BCRP

12 weeks 1/2016

*patients without baseline NS5A RASsa for elbasvir

**CC: compensated cirrhosis

*** 1,B recommendation: Daily fixed-dose combination of ledipasvir (90 mg)/sofosbuvir (400 mg) for patients with genotype 1 and who are non-black, HIV-uninfected, and 

whose HCV RNA level is <6 million IU/mL; 12 weeks for all others

continued from page 22
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One additional note on duration of therapy: the extent of 
fibrosis for compensated, treatment naïve patients is important 
for glecaprevir/pibrentasvir (MavyretTM) and ledipasvir/
sofosbuvir (Harvoni®). If patient has cirrhosis (F4 fibrosis), 
glecaprevir/pibrentasvir is used for a 12-week course of therapy 
rather than an 8-week course of therapy.1 Similarly, Ledipasvir/
sofosbuvir is used for an 8 week course in patients who have 
genotype 1a or 1b, F3 fibrosis or below, and meet certain other 
demographic and co-infection criteria, but must be used for 12 
weeks in all others1 (see Table 3 footnotes). 

As previously mentioned, it is also important to evaluate 
for any co-infections, specifically hepatitis A (HAV), hepatitis 
B (HBV), and human immunodeficiency virus (HIV). Within 
Northern Kentucky, we have seen an increase in the incidence 
of hepatitis A outbreaks.13 As both HAV and HBV have the 
potential to compound damage to the patient’s liver when 
contracted in addition to HCV, it is important to screen for 
these. HBV is particularly important to prevent and/or detect 
because our treatments for HCV have the potential to re-activate 
HBV. Some cases of coinfection with HBV reactivation have 
resulted in fulminant hepatitis, hepatic failure, and death.9-12 
Due to the shared mechanisms of transmission and, therefore, 
high incidence of HIV and HCV coinfection, it is also important 
to remember to screen for HIV.

After ascertaining the HCV genotype and obtaining the 
aforementioned labs, the next step is to determine which 
medication carries the lowest risk of significant drug-drug 
interaction with the patient’s current medication regimen. 
As there is a lengthy list of potential interactions (see Table 
3 for a list of involved enzymes), prescribers should, at a 
minimum, utilize an automated drug interaction assessment 
tool, such as the University of Liverpool Interaction Checker, 
as a means to evaluate each DAA medication prior to initiation 
and throughout therapy (https://www.hep-druginteractions.
org/).8 This site reviews current literature on the interaction, 
the clinical significance of the interaction, and provides ways 
to help mitigate a potential interaction. The most common 
drug-drug interaction encountered when using a DAA 
is with statin medication. This combination can cause an 
increase in statin concentration leading to an increased risk 
of myopathies, including rhabdomyolysis. Other common 
interactions include those with acid-reducing medications 
like proton pump inhibitors, which may not allow for full 
absorption of DAAs, resulting in potential treatment failure. 
The combination of glecaprevir/pibrentasvir (MavyretTM) with 
hormonal contraceptive pills that include ethinyl estradiol has 
been associated with ALT elevations, and the combination is 
therefore contraindicated, as is combination with many psych 
medications due to the CYP enzyme interactions. Finally, it 
is important to use caution with some “natural” or herbal 
products as they may cause interactions that have not been 
studied.8 Clinical pharmacists can be great resources to help 
evaluate and maneuver through these interactions. 

Treatment Monitoring

The goal of therapy with DAAs is sustained virologic response 
(SVR), or cure, which is achieved when a patient previously 
positive for HCV RNA subsequently tests negative for the HCV 
RNA via NAT testing and maintains that negative viral serology 
for at least 12 weeks after completing DAA treatment.14 

The AASLD and IDSA recommend monitoring kidney and 
liver function during DAA treatment with a serum creatinine 
level, GFR, hepatic function panel, and quantitative HCV RNA 
at 4 weeks after initiation of therapy. If the 4 week HCV RNA 
check is positive, they recommend a repeat quantitative HCV 
RNA viral load at 6 weeks of therapy, with discontinuation of 
the DAA therapy at that point if the viral load has increased 
by at least 10-fold or more, as this would indicate treatment 
failure. If the patient is being treated with elbasvir/grazoprevir 
(brand name Zepatier®), hepatic function should be checked at 
8 weeks and 12 weeks of therapy.14 

Other indications for discontinuation of DAA therapy 
include an increase in ALT > 10 times the patient’s baseline, 
or an increase in ALT < 10 times baseline but accompanied by 
clinical signs of significant liver dysfunction. Asymptomatic 
ALT elevations < 10 times the baseline should prompt repeat 
labs every 2 weeks until resolved. An HCV quantitative viral 
load should be checked again at 12 weeks after DAA course 
completion. Additionally, quantitative HCV viral load testing 
can also be considered at the end of treatment and again at 24 
weeks or longer after completion of DAA therapy.14 

At this point in time, DAA therapy is not recommended 
during pregnancy, and measures should be taken to exclude 
a diagnosis of pregnancy prior to initiation of therapy and to 
prevent pregnancy during the course of treatment.14 

Controversies in Treatment of Patients with Substance Use Disorders

Although several KY Medicaid MCOs continue to impose 
sobriety requirements prior to approval of DAA treatment, this 
is increasingly seen as an unnecessary barrier to HCV cure and 
reduction of transmission in our communities. While it is true 
that a patient treated with a DAA and cured of HCV can become 
re-infected with subsequent or ongoing IDU exposures, there 
is an argument to be made for eradicating HCV wherever and 
whenever possible to reduce transmission events. The AASLD 
states that recent or acute IDU should not be seen as an absolute 
contraindication to hepatitis C treatment. In fact, they argue 
strongly to remove barriers to treatment for this population 
and urge an increase in efforts to seek out, screen, diagnose and 
treat this population early and aggressively instead.1, 15 

Another consideration which may arise is what to do in the 
case of re-infection with HCV in a patient previously cured 
with DAA therapy. These are very expensive therapies, and it is 
unclear whether insurers will restrict payment for additional 
treatment courses. We know that relapse is a part of the disease 
of addiction; however, we also know that healthcare resources 
are finite and that these therapies are not without risk. Ideal 

continued on page 26
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timing and efficacy are major concerns for all of us, and this 
becomes a complex medical and societal conversation in 
which primary care physicians should participate. 

Other points of contention regarding HCV care include 
minimum fibrosis requirements and prescriber restrictions. 
As discussed above, several insurers continue to deny 
coverage of DAA therapy until some degree of liver damage 
has been demonstrated. From a public health perspective, 
delaying treatment allows for not only continued risk of 
disease transmission and increase of disease burden within 
our communities, but also risk of disease progression 
requiring more and more costly treatment. Requiring 
fibrosis progression to an arbitrarily defined level of severity 
prior to treatment runs counter to recommendations from 
the AASLD and IDSA. These organizations aim to reduce 
liver-related health problems, end-stage liver disease, 
hepatocellular carcinoma and all-cause mortality in HCV 
patients, citing these reductions as important secondary 
goals of DAA treatment. They also cite evidence that suggests 
the survival benefits of SVR may be more significant when it 
is achieved earlier in disease.15 

Finally, the prescriber restrictions imposed by many 
insurers unnecessarily limit treatment accessibility, 
especially in rural and underserved communities.6 Costs 
and logistics associated with travel for specialty treatment 
can be prohibitive for many of our patients. In many urban 
and academic settings, HCV treatment is already being 
administered by a wide range of trained providers in many 
different disciplines through collaboration with specialists. 
Easing of these insurer restrictions could improve patient 
access to curative care, although many primary care providers 
feel ill-prepared to manage DAA treatment for chronic HCV 
patients and need further training. Thankfully, there are 
some collaborative care, advanced training, and mentorship 
programs to help bridge this gap. 

Role of the Primary Care Provider

In the face of such rapid advancements in hepatitis C 
care, there is a need for primary care providers to constantly 
refine their knowledge of the new tests and treatments being 
offered to patients. There are many challenges to navigate, 
from the simple hurdle of achieving diagnosis through 
appropriate targeted screening to combating unnecessary 
and burdensome restrictions on timing of DAA use for 
HCV eradication. Patients are sometimes struggling with 
concurrent substance use disorders (SUD) when they are 
diagnosed with HCV, and the process of addressing the SUD 
while also digesting the diagnosis and securing treatment 
for chronic HCV can be overwhelming. However, with the 
help of their informed primary care providers, patients can 
successfully navigate the screening, workup, and treatment 
processes. 

Whether you are a healthcare provider who prescribes DAAs 
or not, you have a role in guiding Kentucky patients with HCV 
through their treatment. You have the ability to make their 
chronic HCV diagnosis and initiate their further lab workup. 
You have the ability to counsel them on what it means to have 
chronic HCV and how to decrease the risk of further liver 
damage by taking steps to curb hepatic steatosis, eliminating 
hepatotoxic agents such as alcohol, avoiding coinfections 
through vaccination, or perhaps engaging in SUD treatment. 
You can protect our citizens from the spread of HCV infection 
by supporting and teaching harm reduction models, such as 
needle exchanges or safer needle use practices. You can also 
pursue further training and mentorship to directly treat HCV 
infection in your community through the Kentucky Hepatitis 
Academic Mentorship Program (KHAMP).16 

The KHAMP program is a tele-mentoring program 
developed by a multidisciplinary group of hepatitis C experts 
from across the state in partnership with the Kentucky Rural 
Health Association. The goal of the program is to train primary 
care providers throughout Kentucky to screen, diagnose, treat, 
and monitor patients with hepatitis C infection, especially 
in underserved areas. The program is designed to make the 
training accessible to providers in many different settings 
and thereby expand the workforce of primary care providers 
trained to care for and cure patients with hepatitis C.16 If you 
are interested in taking further action to treat and eradicate 
HCV in your community, consider pursuing further training 
to treat patients with DAA therapy through KHAMP or a 
similar mentorship program. 
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Note from the Editor
Currently, the USPSTF has a draft recommendation 

to screen all adults age 18-79 at least once for hepatitis C. 
The final comment period for this draft recommendation 
ends September 23, 2019 and the Final Recommendation 
Statement will be produced subsequently. Here are a few of 
the statements from the Draft  Recommendation:

 “HCV is the most common chronic bloodborne pathogen 
in the United States.   HCV infection is associated with more 
deaths than the top 60 other reportable infectious diseases 
combined, including HIV.  The estimated prevalence of 
chronic HCV infection is approximately 1.0% (2013 to 2016). 
An estimated 41,200 new HCV infections occurred in the 
United States in 2016. Cases of acute HCV infection have 
increased approximately 3.5-fold (2010 to 2016) over the last 
decade. The increase in acute HCV incidence has mostly 
affected young, white persons who inject drugs (PWID), 
especially those living in rural areas. There has also been an 
increase in the number of women ages 15 to 44 years with 
HCV infection.”

Reference:

Draft Recommendation Statement Hepatitis C Virus 
Infection in Adolescents and Adults: Screening
https://www.uspreventiveservicestaskforce.org/
Page/Document/draft-recommendation-statement/
hepatitis-c-screening1  Accessed on  9/6/19.
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Challenging Implicit Bias:  
    Chasing Tina

BY KATE CLARK, THIRD YEAR MEDICAL STUDENT, ULSOM TROVER CAMPUS

On the third day of my psychiatry 
clerkship, we received a consult 
for a young woman, Tina (not her 
real name), who had been chased 
through the woods by aliens. She 
ran to her neighbors for help, 
who then took her to the hospital. 
She had been in the woods for an 
unknown period of time wearing 
only her underwear and was thus 
covered in small cuts, scrapes 
and insect bites. My psychiatry 
attending and I went down to the 
medical floor and asked her how 
she had come to be in the hospital. 
Tina seemed to find it difficult to 
focus on my attending’s face, and 
although her speech was pressured 
and tangential, she was able to give 
us her story. While scratching her 
entire body uncontrollably, she said 
she had “done a bunch of meth,” 
that she knew the aliens weren’t 
real, that she was not going to 
take any medications, and that she 
needed to get home so she could 
pack her clothes and get everything 
in order to go to rehab. She was very 
emotionally labile, but redirectable 
and she remained relatively 
calm until she was told that she 
could not go home. Tina became 
very agitated, sat up quickly and 
started swinging her arms around, 
gesticulating wildly. At this point, 
my heart rate quickened and I was 
trying not to look as terrified as I 
felt. My attending was still sitting 
calmly within Tina’s reach as he 
explained why she needed to stay 
in the hospital and why she needed 
to begin taking medications. 

Tina began to curse loudly at my 
attending, calling him choice names 
for trying to fix her drug problem 
with more drugs and demanded 
that he leave her room. As we went 
out into the hallway and began to 
discuss the dopaminergic effects of 
methamphetamines on the brain, 
Tina stripped off her hospital gown, 
put on regular clothes and started 
down the hallway, muttering that 
she was going to leave this place 
and walk home. Tina passed all 
of the obvious exits, stairwells 
and elevators, wandered onto the 
opposite wing of the same floor, 
and hurried around corners 
anytime she noticed the nurses, 
me, or my attending following her. 
She disappeared in a hallway that 
ended in an emergency exit. She 
was found in an empty room with 
the lights off, hiding behind the 
door, holding a piece of paper over 
her head. Tina was frustrated to be 
found and began to wander off in 
a new direction. Campus security 
then arrived and helped her back to 
her room. After further discussion, 
Tina was still agitated and unwilling 
to take any medications, so campus 
security had to restrain her as the 
nurse gave  her a dose of IM Geodon. 

A few days later, Tina was getting 
ready for discharge. She told me she 
remembered me from somewhere 
but couldn’t place me. The clarity 
in her eyes and the change in her 
pattern of speech were in such 
stark contrast to that first day. 
Tina was very pleasant, laughing 
and apologizing for her previous 

behavior and telling us that her 
last time on meth had scared her so 
badly that she never wanted to take 
it again. She recalled seeing the 
aliens, but also told us that she had 
seen God during that episode, and 
He walked her through her life and 
mistakes. She left in good spirits, 
expressing her desire to get clean 
and get closer to God. She wished 
me good luck in school. 

Tina took me out of my comfort 
zone. At first, she scared me. A 
patient under the influence of illicit 
substances can become physically 
aggressive, and I appreciated the 
way my attending modeled an 
approach that kept the situation 
under control. She was the first 
person I had ever seen who was 
acutely intoxicated on any sort of 
illicit substance and I had no idea 
how to navigate such an interaction.  
I was still a bit uncomfortable when 
I was sent to try to  get more  history 
the morning after the consult. She 
did not like to be asked the same 
questions over and over again, 
especially when I had no control 
over her situation or the ability to 
let her go home. I did not push 
her as much as I normally would 
due to witnessing her behavior the 
day before. Once she calmed down, 
I started to sympathize with her 
situation. She was trapped in an 
unfamiliar place, suffering from 
methamphetamine intoxication, 
itching uncontrollably, and simply 
wanting to sleep in her own bed. 

continued on page 30
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Most patients would rather not be in 
the hospital, regardless of the reason. 
Patients do not typically like to be 
awakened by medical students and 
asked numerous, repetitive questions. 
Yet, I have a responsibility to all of my 
patients to gather enough information 
to make informed decisions about
their healthcare. Patients may not 
like me for it, but I will be providing 
the best health care I can. Tina was a 
bit of desensitization therapy for my
fears of agitated patients and conflict. 
She pushed me one step closer to
being as calm as my attending was 
while staring down an angry and
threatening patient. 

Tina’s improvement during  her 
stay and her determination to begin 
rehab was a nice reminder that people
will sometimes gain the insight and 
motivation required to change their 
lives for the better. I do not want to be
completely naïve and take everything 

patients tell me at face value, but I 
also do not want to become cynical or 
jaded towards every patient that says 
they will try lifestyle modification. 
Lifestyle changes, whether they 
are related to substance abuse or 
diet and exercise, are difficult to 
make, especially when complicated 
by addiction and dependence. As 
physicians, we cannot force patients 
to change their behaviors, but we 
must be supportive, even if they are 
attempting to change for the 50th time.
It is easy to assume that people with
substance use disorder want to be
imprisoned by a drug, but it is much
more difficult to see the person and
their struggles and how they arrived 
at where they are now. Unrecognized
biases place a wall between the
patient and physician that does
not allow a functional relationship 
to form. Tina left me with a lot to
think about and several behaviors of 
my own to modify. I will continually

search for and challenge my biases
throughout medical school and my
career to attempt to eliminate their
negative effects on my patients’ care.

EPILOGUE

Katlyn Clark is a third-year medical
student at the Trover Campus. She
has worked with us for five years, 
having completed our college rural 
scholar program. She is from a town 
of 1400 in western Kentucky and has 
always shown as much interest in 
the patient as a person as she did in
the pathophysiology involved.  Her
essay is a powerful representation of 
her genuine interest in the patient
as person.  If she follows through
with her current interest in Family
Medicine, our discipline will be made 
better by her choice.

Bill Crump, M.D.
Associate Dean, 
ULSOM Trover Campus

continued from page 28

PRACTICE MEDICINE WITH PREMIER HEALTH

Premier Health,  
Southwest Ohio’s largest 
health system, is hiring:

•  Neurosurgeons

•  OB/GYNs

•   Orthopedic spine  
specialists

•   Primary care physicians

•  CRNAs

•  Hospitalist

•  GI

•   Pulmonary/Critical Care

•  Trauma Surgery

WHY CHOOSE PREMIER HEALTH YOUR NEXT OPPORTUNITY AWAITS! 

To learn more, please contact:
Eric J. Sedwick, MBA, CPC
System Director, Physician & APP Recruitment

ejsedwick@premierhealth.com
(937) 208-2482 

Based in Dayton, Ohio, Premier Health has more than  
130 locations, with a network of 2,300 physicians.  
Premier Health operates five campuses.

Nationally Recognized by:  
•   Healthgrades

•   U.S. News & World 
Report

•   Press Ganey

•   Beacon

•   Becker’s

•   IBM Watson Health 
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CALLED TO SERVE.
Join us. And let’s make a difference in people’s lives.

Welcome to your next rewarding career move. CHI Saint Joseph Health, one of 

the largest and most comprehensive health systems in the Commonwealth, has more 

than 200 locations, including hospitals, physician groups, clinics, primary care centers, 

specialty institutes and home health agencies in Kentucky.

If you are a primary care physician who is called to serve and looking for a health system 

who shares your values, we would like to hear from you. Immediate opportunities are available. 

Please contact Jill Edwards at  or JillianEdwards@sjhlex.org to learn more.
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As a mutual malpractice insurance company, SVMIC has 

developed a fast and easy alternative for accessing policy 

information online. This new web-based tool was designed 

to match the responsive service that our policyholders 

already experience with us over the phone. 

doesn’t always require a microscope.

SEEING ALL 
THE DETAILS

See our new policy management platform                                              at svmic.com/vantage


