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Diversity, Equity, and Inclusion (DEI) is a strategic initiative of 
the AAFP. In January, the AAFP announced the formation of a new 
DEI Commission which will apply diversity, equity, inclusiveness 
and antiracism lenses to inform and guide the Academy’s 
recommendations, policies and work addressing disparities 
in care, health and the workforce.1  At the state level, I have 
suggested that the KAFP organize a task force to organize a similar 
committee on DEI to address disparate healthcare delivery to our 
underserved populations to include race, ethnicity, gender, sexual  
orientation and socioeconomic status.  As family physicians, we 
can all recognize that we have patients dealing with the challenges 
of obtaining care that fall into one or more of these categories. 
Many of our patients are on government insurance (Medicare 
or Medicaid) or have no insurance at all; obtaining medication 
coverage or specialist referral can be challenging, and results in 
suboptimal care. It is my hope that the DEI committee can work 
with our state legislature to bring attention to and help rectify 
some of these challenges and address disparity issues. 

During my Family Medicine residency, I had the fortunate 
opportunity to do a rotation in pediatrics at an IHS (Indian 
Health Service) hospital on a Navajo reservation located in Fort 
Defiance, AZ. After residency, my experience motivated me to 
work as a hospitalist in a Navaho tribal hospital. Later I worked 
in the emergency department of a Lakota IHS hospital. I directly 
witnessed the disparity in care that Native Americans face, 
and my experiences have made me sensitive to the needs of 
underrepresented populations - I feel that this directly resonates 
with AAFP’s latest mission. Over the past 35 years, the AAMC, 
the Association of American Indian Physicians (AAIP), and 
other health professions and philanthropic organizations have 
developed and launched national initiatives to address not only 
the shortage of physicians, but the lack of diversity.12  Indigenous 
people face marked health inequities compared with the general 
U.S. population: Native Americans live with higher burdens of 
chronic, preventable diseases and die much younger; 25% of 
American Indian/Alaskan Native (AI/AN) deaths occur before age 
45, compared with 15% of African Americans and 7% of Whites.13,14

The Navajo Peoples
The Navajo (Dine) are part of the Athabascan speaking peoples. 

It is believed that the Athabascans originated in Asia and crossed 

the Bering Strait during the previous Ice Age2. Over thousands of 
years, the Athabascans traveled south, and reached the Southwest 
in about 1400 A.D. This southern group, called Apaches, began to 
filter into the mountains between Pueblo-held valleys. The Navajo 
split off from the Southern Athabaskans and migrated into the 
Southwest between 200 and 1300 A.D., and by the 16th century, 
the Navajos developed a rich and complex culture in present-
day northwestern New Mexico and northeastern Arizona and 
southeastern Utah.1

As eastern settlers moved towards the west, territorial 
differences arose between them and the Navajo and Hopi tribes 
of the area. The culmination of hostilities came in 1863, when 
the Army, under Christopher “Kit” Carson, used “scorched earth” 
tactics to force the surrender of the Navajo. This defeat resulted 
in the infamous Long Walk from their homeland to Fort Sumner 
in central New Mexico. Hundreds died or disappeared during 
the grueling three-hundred-mile forced march. After four years 
of internment, an 1868 treaty allowed the Navajo to return to 
their original homeland. The Navajo Reservation, formed by 
the Treaty of 1868 and enlarged in 1884, forms the present-day 
25,000 sq mile self-governed territory. In the 1920s, oil and 
mineral exploration began in the desert Southwest. Oil and gas 
discoveries in the 1950s and 1960s on the Utah portion of the 
reservation financially benefitted the Navajo, although oil wells 
have also caused environmental problems, contaminating water, 
and damaging rangelands. Uranium mining, which began in the 
1940s, brought much-needed capital to the tribal treasury, but 
radioactive contamination has left a legacy of death and disease in 
the surrounding communities.3 

Even though Native Americans were not granted citizenship 
until 1924, Navajos have a proud history of wartime service in 
the twentieth century. Many Navajos served in the First World 
War. During World War II, Navajo played a major part in winning 
the war in the Pacific by developing a code based on the Navajo 
language that proved impossible for the Japanese to break. These 
“Code Talkers” are now famous, but over three thousand Navajos 
also served in the Army, Navy, Marine Corps, and Women’s Army 
Corps. Several thousand more left the reservation to work in war-
related industries. Recent statistics show the Navajo tribe is the 
largest land-based tribe in the United States, numbering 300,000; 
over half the tribe still resides on the reservation.2

BY SYED A NASEERUDDIN, MD, FAAFP, CAQSM, PRESIDENT

Corner
President’s

Health Disparity in the Navajo Nation
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The Navajo peoples are a proud people who have maintained 
their heritage, language, and cultural beliefs for centuries. They 
are US citizens, yet they are of a unique culture within our country. 
The tribes’ Elders are respected and guide the beliefs and policies 
of the Nation. They have intense memories of their treatment by 
our government, and the elders still maintain a mistrust of the 
healthcare system and western medicine. Such misgivings are a 
barrier to healthcare provision, leading to disparity in outcomes 
in this population; for this reason, medical facilities within 
the reservation have native Navajo healers (Medicine men and 
Medicine women) who deliver traditional healing techniques and 
ceremonies.  Providing this cultural bridge can alleviate mistrust 
in non-native providers and a coordinated effort can improve 
success rates.

Fort Defiance Hospital - Tséhootsooí Medical Center2

Fort Defiance, AZ is located 2 hours northwest of 
Albuquerque. The landscape includes barren desert flatlands, 
rolling colorful plains and eerie mountainous region with huge, 
towering crags of rock. The rocks are all red due to the large 
amounts of iron deposits.  The hospital in Fort Defiance is nestled 
in a valley between four mountains, the sacred lands of the Dine, 
Navajo nation.

The original Fort Defiance Indian Hospital was built in 1912 
under the Bureau of Indian Affairs; in 1955 Congress transferred 
it to the Indian Health Service (IHS) within the U.S. Public Health 
Service. In 1965 the Fort Defiance IHS became an accredited 
hospital. Community leaders, along with the Navajo Nation 
Division of Health and the Navajo Area Indian Health Service 
joined efforts which led to the allocation of funds to construct a 
new hospital. In August 2002, the new fifty-six bed; 240,000 square 
foot hospital opened its doors.

The Hospital organized efforts to be governed by Public Law 
93-638, Indian Self-Determination, and Education Assistance 
Act. On March 28, 2010, the facility was approved and became 
the fourth Public Law 93-638, self-determined hospital on the 
Navajo Nation; it is no longer under the control of the IHS. The 
‘638 status gives the community control of the management and 
operation of the facility. The Fort Defiance Indian Hospital Board 
of Directors voted unanimously on April 15, 2011, to name the 
hospital Tséhootsooí Medical Center, translating to “meadow 
between the rocks”.

Chinle Comprehensive Health Care Facility3

In comparison is the IHS run Chinle Comprehensive Health 
Care Facility (CCHCF), based in Chinle, Arizona (Northeast 
Arizona near Canyon De Chelly National Monument). The 
CCHCF is a 60-bed hospital which serves as the health care hub 
for the region. Providers includes family physicians, internists, 
pediatricians, surgeons, OB/GYN’s, anesthesiologists, and a 
psychiatrist.

In addition to routine outpatient and inpatient primary 
care, services available include Adult Intensive Care, General 
Surgery (including laparoscopic surgery), routine and operative 
Obstetrics, and 24-Hour Emergency Room Services. Health care 
services are provided to approximately 37,000 active users. Strong 
Navajo cultural traditions exist within the community, and 
traditional Navajo medicine is practiced in the facility alongside 
western allopathic medicine.

Chronic Disease Prevalence in the Navajo
The first two leading causes of death, cardiovascular disease 

and malignant neoplasms, accounted for 36.6% of all deaths. 
Accidents (unintentional injuries) were the third leading cause 
of death, accounting for 10.6% of all deaths. Chronic liver disease 
and cirrhosis was the 4th leading cause of death (5.2% of all 
deaths).17 While the cause is not always known, some cases can 
be initiated by conditions such as chronic alcoholism, obesity, 
and exposure to hepatitis B and C viruses.18 While alcohol sales 
are banned on the reservation, there are several border towns 
off the reservation which have alcohol sales such as Gallup and 
Flagstaff.  

Diabetes in the Native American population was virtually 
unknown in 1940. Diabetes started in the 1950’s and its increasing 
frequency was noted in the mid-1960’s literature. 14  There is also 
strong evidence that Indians have a greater degree of insulin 
resistance and a stronger genetic predisposition to diabetes.15 
Gestational diabetes and large birth weights are also seen 
more frequently. American Indian populations have among 
the highest rates of Type II diabetes nationally (33%), including 
higher prevalence at younger ages; gestational diabetes is known 
to be associated with macrosomia, or high birth weight, (HBW, 
>4000 g) births.16   As traditional Navajo food use has declined 
and was replaced by fast food and less expensive snack options 
of lesser nutritional value, rates of diabetes and hyperlipidemia 
have increased.  As several of the factors associated with diabetes 
are potentially modifiable, this epidemic of diabetes can be 
curbed if proper measures are taken to increase physical activity 
and reduce obesity rates in adults, and most importantly, in 
children.15  Specialty services (Ophthalmology, Cardiology, 
Endocrinology) are infrequently available, once or twice a month, 
through visiting providers from Flagstaff or Albuquerque.  The 
result is a shortage of appointments and infrequent follow-ups, 
and one can imagine the impact on disease progression.

continued on page 6
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Some infectious diseases that can be encountered amongst 
the Navajo are primarily related to the desert environment in 
which the reservation is located. Hantavirus and plague are 
present as are black widow, scorpion, and snake bites. Most of the 
ERs have snake venom antidote available, but often the time it 
takes to reach a facility from the remote areas of the reservation 
can prove to be fatal. 

Pediatric Disease Prevalence in the Navajo
Navajo children are at elevated risk for RSV disease requiring 

hospitalization. During 3 RSV seasons (1997–2000), 51.3% of 1837 
admissions for acute lower respiratory tract infection among 
children younger than 2 years were attributed to RSV infection. 
The overall seasonal RSV hospitalization rate among children 
younger than 2 years was 63.6 per 1000 and 91.3 per 1000 among 
children younger than one year20. In comparison, the average RSV 
hospitalization rate amongst non-Navajo children is estimated at 
5.2 per 1000 among children under 24 months age.21  

In older children and young adults, RSV can cause a cough or 
flu symptoms, but in infants, especially under six months of age, 
RSV infection can cause airway inflammation. These illnesses 
can be severe and may require hospitalization. Some children 
develop wheezing or asthma that continues for years after the 
RSV infection is over. Rates of RSV in American Indian and Alaska 
Native (AI/AN) children have historically been high. One in 10 
Native American babies in the southwest United States will be 
hospitalized with RSV each year. There is no licensed vaccine to 
prevent RSV in children or adults, but many are in development. 
A monoclonal antibody called Synagis can be given to some very 
premature and high-risk infants to help prevent RSV, but nothing 
is currently available for healthy, full-term children.22

Geographic challenges faced by the Navajo
Exposure to radiation 

and heavy metal residue 
from past mining of 
Uranium and other metals 
as well as oil exploration 
have caused several 
unique disorders such as 
environmental-induced 
chronic lung disease (not 
COPD), rheumatic disease, and Navajo Neuropathy. The latter 
is a toxic neuropathy from multiple exposures to uranium, 
lead, and other radionuclides in abandoned Uranium mine pit 
waters. These innocent appearing pools of water are the exclusive 
source for drinking water and diluting infant formula in some 
communities. Additional fetal and postnatal toxicant exposures 
are attributable to lead, arsenic, and cadmium from sheep meat 
contaminated through grazing vegetation and pit waters.4 

Lack of transportation negatively contributes to the ability 
to seek care in a timely manner when emergencies arise. The 

reservation encompasses an area over 27,000 square miles; 
unfortunately, there are limited EMS services available on the 
reservation. For example, only EMTs staff the two ambulance 
units which service 30,000 residents in the Fort Defiance 
catchment area; there is no Paramedic currently staffing the 
area.19 The Chinle Comprehensive Health Care office has one 
or two ambulance units in operation. Two or four New Mexico 
license Emergency Medical Technician personnel (EMT-Basic, 
EMT-Intermediate and EMT-Paramedic level) are available for a 
population of 37,000. Response times ranges from 30 minutes to 
an hour or more in the Chinle Valley. Most of the areas are remote 
rural areas; most roads being dirt roads which makes it even 
more challenging for ambulances to go off road during the rainy 
season and winter season.19

Native Navajo Medicine
Sixty-two percent of 

Navajo patients had used 
Native healers and 39% 
used Native healers on a 
regular basis.10   Traditional 
healing provided a greater 
proportion of care for 
psychiatric (63.8% in the Southwest, 36.1% in the Northern Plains) 
than for physical health problems (44.6% and 13.9%). Compared 
with their counterparts in the Northern Plains, service users 
from the Southwest were more likely to use traditional healing 
only (22.0% vs. 3.5%) for physical health problems.11 Native Navajo 
healing techniques are administered to patients requesting 
the services of the Medicine Man/Woman. Chinle CHCF has 4 
Healers on staff to care for patients. Sometimes the patient is 
transferred to a Hogan, which is a traditional Navajo circular 
domed residence which has a central firepit and a doorway 
entrance. The traditional healer will provide various holistic and 
herbal remedies and spiritual cleansing ceremonies to try to 
alleviate the disease. There are 2 Hogans available for these care 
ceremonies in Fort Defiance. Sometimes sweat lodges are used to 
dissipate illness-causing toxins from the body through the sweat 
of the patient. There are also traditional Peyote ceremonies held 
as well.

Some Navajo traditional diagnostic specialties are also 
available through traditional healers. These include crystal 
gazing, hand trembling, water gazing, charcoal gazing, the 

Listening way, and 
feather gazing. 
Native healers also 
provide education 
to medical providers 
interested in learning 
about traditional 
Navajo beliefs and 
ceremonies. 10

continued from page 5
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Social Determinants of Health: Navajo 
Population vs. General Population of AZ5

Speak language other than English 70% (vs 24%)
Population below 200% Federal Poverty Line 66% (vs 34%)
Median Household Income $26,646 (vs $58,933)
Hospital Beds/1000 Residents 0.2 (vs 1.8)
Ratio Population: Provider 1,854:1 (vs 386:1)
Children <12 in poverty 49.7% (vs 24%)
Single Parent Families 47% (vs 27%)
Female Headed Households 23% (vs 12%)
Unintentional death* rate per 100,000 residents 127 (vs 37)

* includes motor vehicle crashes, falls, vehicular accidents, alcohol poisoning, cold 
exposure

As illustrated in the above table, several socioeconomic 
barriers to equitable healthcare are of note; language barriers 
pose a challenge to effectively communicate disease information 
and care instructions. Adequate interpreter services are not 
always available to translate aftercare instructions into the 
Navajo Language. Economic status is a second barrier; two-thirds 
of the population is under the 200% poverty line which has a 
major impact in obtaining healthy foods, shelter, water, and 
medications. The economics of our patients need to be considered 
when we prescribe care plans. 

Third is the shortage of hospital services and providers in 
certain populations; when a lack of services exists, one cannot 
expect to have equitable healthcare delivery to underserved 
groups. The geography and climate of our patients also can be 
a barrier to care. When a sizeable distance must be traveled to 
obtain hospital care, or when EMS services are scarce, survival 
rates cannot be expected to compare favorably to urbanized areas 
of the country. 

The family dynamics of our patients is also a major factor 
to consider; single parent households with female heads of 
households raises the questions of childcare, ability of the 
mother to garner employment and adequately provide for 
her family. Government insurance plans only provide a finite 
level of coverage and services. The IHS has a budget set by the 
government and cannot always authorize expensive novel therapy 
for Native Americans; most of them do not have private insurance 
coverage. 

All these factors are vital components of providing equitable 
healthcare for underserved populations and many of these 
factors can be addressed by increasing awareness with our 
state legislature to help balance the playing field for our rural 
and underserved communities, from the eastern Appalachian 
Mountain communities to the government housing communities 
of Louisville to the farm communities of Mayfield. It is a 
responsibility of every family physician in the state to advocate for 
our patients and help overcome inequity amongst our diverse and 
marginalized populations.
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February 15th marked the half point of the Kentucky 
General Assembly’s 2022 Legislative Session. Our team 
continuously advocates for your priorities and monitors 
relevant legislation. We are on the ground every day in 
Frankfort, inserting KAFP into important conversations 
and discussions. Legislators and Frankfort leaders 
routinely ask, “What do the Family Docs think, where 
do they stand?” We are proud of this cause and your 
continued commitment to the health and wellness of your 
patients and communities.

Our team has compiled the following list of important, 
relevant legislation. We begin with measures originating 
in the House and finish with those filed in the Senate. 
The bill filing deadline for the House is Monday, February 
28th and Wednesday, March 2nd for the Senate.

We look forward to KAFP’s Advocacy Day on Thursday, 
February 24th. In the meantime, please contact any 
member of our team should you have concerns or 
questions. Bob and Rebecca update the executive board 
every week during the legislative session.

House Bill 3 
This bill addresses the performance of abortions, 

including drug induced abortions and the pharmacy 
dispensing of abortion inducing drugs, among other things.  
It also includes language similar to SB 123 regarding 
the final disposition of fetal remains.  The Office of 
the Inspector General, CHFS, is the health oversight 
agency for audit.  The Kentucky Board of Pharmacy is to 
create a certification program to oversee and regulate the 
distribution and dispensing of abortion inducing drugs.

House Bill 75
This bill would create a new section of KRS Chapter 311 

governing medical practitioners to regulate the collection, 
use and transfer of human DNA samples and create 
penalties for the violations of the law.  The Act would be 
known as the “Protecting DNA Privacy Act.”   

House Bill 94
This bill would require naloxone to be among the 

medications schools are required to maintain for an 
emergency.

  

House Bill 136
This bill would establish a medicinal cannabis program 

in KRS 218A governing pharmaceuticals.  Tax on transfers 
of medicinal cannabis would be established and the sale 
of medicinal cannabis would be exempt from the state 
sales tax and from the excise tax on controlled substances.  
Hospital emergency departments would be required to 
report cases of Cannabinoid Hyperemesis Syndrome to the 
Department for Public Health.  DPH would utilize KASPER 
to monitor medicinal cannabis.  The Employer’s Mutual 
Insurance Authority would not be required to provide 
coverage to an employer if it would subject the authority 
to a violation of state or federal law.  

Similar bills have been introduced over the past several 
years.  In 2020 a similar bill (HB 136) passed the House 
65-30 but never got a hearing in the Senate Judiciary 
Committee.  HB 136 was never assigned to a committee 
in the 2021 Legislative Session.  SB 92 filed in 2021 was 
likewise never assigned to a committee of jurisdiction.  

House Bill 188
This bill would prohibit professional licensure boards 

from prohibiting the delivery of telehealth services to 
Kentucky residents who are temporarily located outside 
of Kentucky if the providers are credentialed in Kentucky 
and provide reciprocity.  Licensure boards would also 
be prevented from requiring health care providers to be 
physically present in their credentialing state to provide 
telehealth services to a person who is a resident of the 
same state.  

House Bill 219
This bill would establish the lung cancer screening and 

prevention program within the Department for Public 
Health.  It would also establish a restricted fund to be known 
as the Kentucky Lung Cancer Screening and Prevention 
Program Fund and establish its parameters.  Also created 
is the Lung Cancer Screening Advisory Committee that 
would provide oversight for implementation and conduct 
of the program.  The program is modeled after Kentucky’s 
Colon Cancer Screening Program. 

This bill passed the House 95-0 on January 26th.  This 
bill was referred to the Senate Appropriations and Revenue 
committee on January 31st where it awaits consideration.    

Letter From the Lobbyist
By Bob Babbage, MA and Rebecca Hartsough, PhD

Halfway There
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House Bill 317
This bill seeks to clarify 2021 SB 44 to ensure 

contributions, premium and cost-sharing payments made 
on an insured’s behalf will count towards the insured’s 
deductible.   

The bill passed the House on February 2nd 89-0.  This 
bill was referred to the Senate Banking and Insurance 
committee on February 7th where it awaits consideration.

House Bill 343
This bill would establish a standard by which prior 

authorizations would be removed based on a pattern 
of approvals similar to the “gold card” system recently 
enacted in Texas. 

House Bill 354 
This bill provides the manner in which an APRN may 

be exempt from the CAPA-NS and CAPA-CS.  The bill also 
establishes the Controlled Substance Prescribing Boards 
Advisory Council within the OIG at CHFS.  It would 
have 8 members and meet at least quarterly.  It would, 
among other things, discuss effective means to identify 
and eliminate prescription drug abuse, methods to assist 
professional boards, improvements in data collection and 
continuing education. 

This bill, absent the Council, and variations thereof, 
has been introduced over the years and continues to meet 
with significant opposition from the KMA and physician 
groups like us.   

House Bill 430
This bill would amend discriminating in price based on 

the age, gender, health status, claims experience, receipt 
of health care or medical condition or an applicant or 
person covered under the policy.  The policy would be 
prohibited from having a waiting period or preexisting 
condition limitation or exclusion.  Applications would be 
accepted throughout the year.  

House Bill 457
This bill would establish definitions for pharmacy-

related insurance practices and, among other things, 
establish a Pharmacy Benefits Management Advisory 
Council, 340B changes and prohibit “white bagging”.  

Senate Bill 8
This bill would overhaul the child abuse and neglect 

statute. Key changes include adding family preservation 
services for those at “moderate” – in addition to imminent 
– risk to enable early involvement, as well as an increase 
for Medicaid reimbursement rate for child medical 

evaluation. Lead sponsor Sen. Julie Raque Adams says 
Kentucky is currently “not a healthy place to raise some 
children,” citing the state’s poor rankings for abuse in 
recent years. 

The bill passed the Senate on February 2nd with a 32-4 vote.

Senate Bill 39
This bill would require health facilities and health care 

providers who provide prenatal care, postnatal care or 
genetic counseling to provide the expectant or new parent 
with information about a positive test result from a test 
for Down Syndrome or Spina Bifida.  Documentation of 
compliance is to be provided to CHFS and is a condition 
of payment or reimbursement by the Cabinet for the 
provision of health care services.  

Senate Bill 66 
This bill would specifically require coroners to receive 

instruction on the grieving process and best practices 
to deliver death notices. Coroners must give notice in 
person and “in a respectful manner.” Sen. Ralph Alvarado 
(R-Winchester) introduced the bill after hearing from 
constituents who learned of their son’s passing via a note 
posted to their front door. Kentucky is one of only seven 
states where county coroners are elected on a partisan 
basis.

Senate Bill 95
This bill would require CHFS to make postpartum 

depression information and a postpartum assessment 
tool available on its website.  It would further require 
birthing centers and hospitals to provide postpartum 
information to women, fathers and family members and 
require health care providers providing postnatal care 
to women and pediatric providers to invite women to 
complete a postpartum assessment tool.  

Senate Bill 105
This bill would include CMV-cytomegalovirus virus 

testing as part of the newborn screening program.  The bill 
was amended in committee to require certain conditions 
be present before testing is required. 

SB 105 passed the Senate 30-2 on February 7th.  The bill 
has been received in the House but not yet assigned to a 
committee.      

Senate Bill 130
This bill would use $81 million of ARPA state fiscal 

recovery funds in FY 2023 to retain and recruit nurses, 

continued on page 10
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nurse aides, respiratory therapists, emergency medical 
personnel and other critical medical staff in acute care 
hospitals and nursing homes.  Distribution would be a 
minimum of $3,000.00 per licensed hospital bed and a 
minimum of $1,500.00 per licensed nursing home bed 
which would be required.  

SB 130 was referred to the Senate Appropriations 
and Revenue committee on February 7th.  

Senate Bill 134
This bill would amend the Commercial Insurance 

Code to require rebates to be passed through and 
establish confidentiality requirements for the rebate 
information.  Compliance with the Uniform Trade 
Secrets Act is required. 

SB 134  was referred to the Senate Banking and 
Insurance committee on February 7th.  

Senate Bill 140
The bill would update the state’s statutes on 

insurers using step-therapy protocols including 
patient exceptions and heightened requirements for 
clinical review criteria to establish said protocols.

This bill passed out of the Senate Banking and 
Insurance Committee on February 15th.  

 
Senate Bill 142

This bill proposes an amendment to the Kentucky 
Constitution to limit non-economic damages for 
injuries resulting in death or injuries to persons and 
property.  

This tort reform bill has been introduced in the past 

several Sessions.  Most recently SB 17 in 2021, SB 51 in 
2020.  SB 17 was referred to the Senate State and Local 
Government committee where it never got a vote or 
hearing.  SB 142 was referred to the Senate Banking and 
Insurance committee on February 7th.  

Senate Bill 162
This bill would require the Department for Public 

Health to establish and implement a plan for achieving 
continuous quality improvement under a statewide 
system for heart attack response and treatment.  DPH 
would designate licensed hospitals as comprehensive 
cardiac centers, primary heart attack centers or acute 
heart attack ready hospitals and establish the criteria 
therefor.  The protocols of EMS providers would include 
trauma, cardiac arrest and heart attack.  

Senate Joint Resolution 80
This joint resolution directs the state to recognize a 

positive COVID-19 antibody test as equivalent to having 
been vaccinated against COVID-19. Joint resolutions 
have the force of law but do not change current 
statute.

SJR 80 cleared the Senate Chamber on February 
15th on a party line vote. All Republicans present voted 
for the measure while Democrats voted against the 
measure.

Bob Babbage, MA is a graduate of Eastern Kentucky University and holds master’s degrees from the 
University of Kentucky Patterson School of Diplomacy and Lexington Theological Seminary. He completed the 
Harvard University Senior Executive Program. Joining top state and regional leaders and Kentucky’s prominent 
congressional delegation, Bob is recognized as the “architect” of the award-winning DC Fly-In, managed by 
Commerce Lexington. He received a “Washington Influential” honor in 2012. Mr. Babbage is a frequent platform 
and boardroom speaker and workshop facilitator. He is a sought-after political analyst and commentator 
providing twice-weekly insights on WVLK Radio (ABC) and election coverage analysis for WLEX-TV (NBC). Mr. 

Babbage heads Babbage Cofounder, the lobby and advocacy firm proudly representing family physicians in Kentucky. For more 
information on how to contact your legislator, visit:  https://apps.legislature.ky.gov/findyourlegislator/findyourlegislator.html.

Rebecca Hartsough, PhD brings an extensive research background to Babbage Cofounder. Dr. Hartsough 
worked previously in higher education, legal, and healthcare sectors, most recently serving as the data 
science liaison for Embold Health. She earned a doctorate in Political Science & Quantitative Methods from 
Emory University.

continued from page 9
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Exceptional Advantages.
Exciting Opportunities.
That’s the Power of U.

To discover exciting opportunities with  
the Power of U, contact a recruiter today.   
ProviderRecruitment@UofLHealth.org

THAT’S THE POWER OF U

Joining UofL Health, and our medical group,  
UofL Physicians, gives you the professional 
advantage of being part of a world-renowned 
academic health system. As the largest 
multispecialty physician practice in the Louisville 
area, our expert network of specialists, community 
and academic physicians serves:

■ 6 hospitals
■ 4 medical centers
■ 200 physician practice locations
■ UofL Health – Brown Cancer Center
■ UofL Health – Eye Institute

As a fully integrated regional academic health 
system, we also offer positions in a traditional, 
community-based medical setting. Affiliated with 
University of Louisville School of Medicine, we 
help pioneer advanced treatments, technologies 
and groundbreaking research, every day. 

Ana Gonzalez, MD 
Primary Care
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Mayfield, KY

BY PATRICIA WILLIAMS, MD, FORMER KAFP PRESIDENT, KAFP DELEGATE TO THE AAFP

My husband and I, Drs. Wayne and Patricia Williams, have 
been family physicians working in Mayfield since the 1980s.  We 
combined our practices in the center of town in 2009. 

 We were very busy caring for patients with the Covid 
pandemic. Our office was in walking distance of many of our 
patients and functioned as a medical home for the community.  

In December an historic tornado hit our state. The base of it 
was one mile wide and it stayed on the ground for almost 200 
miles. Debris from the town could be found hundreds of miles 
away in Indiana and eastern Kentucky.  It reached a height of 
30,000 feet.  

The tornado hit at 9:30 at night. Most people were home and 
out of the downtown area. The local television station in Paducah 
was able to predict exactly when it would hit each area, and many 
people were able to take cover.   

There was great loss of life and property. Many homes did not 
have basements, and many people lived in trailers. Those were 
swept away with the families inside them.  

We first got pictures on the internet that night, immediately 
after the storm, of buildings in the downtown area half-missing. 
The First Christian Church across the street from our office was 
missing its entire top half. That was when we realized that our 
office was destroyed. Our home was spared, but the storm came 
within a mile of it.  

The next morning to make rounds at the hospital, Wayne 
needed a chainsaw to get down our driveway with all the 
downed trees.  

As we drove close to town, the destruction was 
unbelievable. There was nothing standing for miles. The silence 
of the town was deafening. The town was in shock. Power lines 
were down. There were no traffic signals, and people were out in 
the intersections helping to direct traffic. The water treatment 
plant and one of the water towers were destroyed, so there was no 
electricity or water for weeks later in the town. The hospital ran 
on a generator and trucked in water to keep operational. Patients 
in the hospital lost loved ones at home. Many could not be 
discharged due to their homes being destroyed. A local candle 
factory was in operation at the time of the storm, and workers 
were crushed in the debris, many not surviving.   

The impact of this storm was profound.  Businesses were 
lost downtown. Many were not insured. It was an old historic 
area with many of the buildings from the late 1800s. Insurance 
was excessively expensive due to the age of the buildings. The 
ones that were insured found out their insurance was not 
adequate. There were estimates of $80,000 to demolish one 

building when insurance covered a tenth of that cost.   
Out in the county homes and barns and equipment were all 

destroyed together leaving the farmers with nothing to even use 
to rebuild. Graves county, where we live, is the second largest 
agricultural county in the state, the first being Lexington with the 
horse industry. The losses of the farming community affected the 
rest of the state.  

Our first day back to work dealt with worried patients trying 
to get medication. The emergency room was inundated with cases 
that usually were seen in the office. We lost our computer system, 
and medical records were unavailable. Several pharmacies were 
also destroyed, further compounding the problems. We moved to 
another location at the hospital several days later. A local church 
that was next door to us offered to help move us. They arrived 
with trucks and volunteers, many of them college students from a 
neighboring town, and had us moved within hours.  We were able 
to salvage enough equipment inside to get us started in our new 
location by the next week. Our office staff worked hard helping us 
move, sorting out paper, cleaning up furniture and equipment so 
we could get back to work within a week of the storm.  

In the office every patient we saw had heartbreaking stories. 
We did what we could but felt so helpless with the enormity of 
their needs.  

The community response and the response of the country 
were enlightening. Volunteers came from all over to help clean 
up. Food trucks fed those in the town, both victims and workers. 
School gymnasiums and churches turned into shelters and then 
resource centers for clothing, food, bedding and even generators.  

The school system was affected as well. Students were 
displaced for miles in neighboring towns. Ten school buses were 
destroyed, and neighboring towns donated buses. Teachers spent 
their Christmas break locating students to arrange to get them 
services and get them back to class.  

There is a lot to be done. Cleanup will take several 
months. Then building will start. It is unclear how much will 
be able to come back. Hopefully, with prayers and financial 
assistance of generous donors, the town can come back to some 
semblance of what it was. The people are very resilient and hard 
working. They deserve every chance they can get. 

Our office located on 110 S 9th Street in the city of Mayfield, KY.
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Come pursue your career at CHI Saint 
Joseph Health, one of the largest and most 
comprehensive systems in Kentucky. Consisting 
of 135 locations, including hospitals, physician 
groups, primary care centers, specialty institutes 
and home health agencies, and where Saint 
Joseph Hospital is ranked top 5% in the nation 
for clinical excellence by Healthgrades™, and is 
nationally ranked by U.S. News & World Report 
as high performing. Opportunities available 
through Central and Eastern Kentucky.  

You want more than a great place to work. You want 
a place that offers everything you need to enjoy 
life when you're not taking care of patients.

Humankindness
works here. 

CHISaintJosephHealthCareers.org

Benefits you'll receive: 
• Relocation assistance 
• Competitive base salary 
• Sign-on bonus 
• Student loan assistance 
• 401(k) matching 

To learn more, call or email Jillian. 
Jillian Edwards
Manager, Physician Recruitment 
C: 859.893.1633
E: JillianEdwards@sjhlex.org  
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Message from your KAFP Foundation Chair
Giving Back Without Fanfare

Are you giving back?
Who made an impression on 

your career choice when you were 
experiencing medical school and 
residency?  Who took interest in 
you during those difficult years?  I 
am sure there were those who did it 
without fanfare. You can do the same 
for another through the Kentucky 
Academy of Family Physicians 
Foundation. We help you enrich 
medical student and resident career 
choice in the specialty of family 
medicine. It allows you to sow the 
seeds – small as they are – to grow into 
memorable events. Together you, along 
with many others, foster the future 
of Family Medicine. It often is the 
smallest thing that can have such an 
influence on another. Reflect on this 
poem “When You Thought I Wasn’t 
Looking.”  It was written by Mary Rita 
Schilke Korzan to her mother.  It has a 
powerful message for each of us.

When you thought I wasn’t 
looking you hung my first 
painting on the refrigerator, 
and I wanted to paint another.

When you thought I wasn’t 
looking you fed a stray cat, 
and I thought it was good to 
be kind to animals.

When you thought I wasn’t 
looking you baked a birthday 
cake just for me, 
and I knew that little things 
were special things.

When you thought I wasn’t 
looking you said a prayer, 
and I believed there was a God 
that I could always talk to.

When you thought I wasn’t 
looking you kissed me good 
night, and I felt loved.

When you thought I wasn’t 
looking I saw tears come 
from your eyes, 
and I learned that 
sometimes things hurt – but 
that it’s all right to cry.

When you thought I wasn’t 
looking you smiled, 
and it made me want to look 
that pretty, too.

When you thought I wasn’t 
looking you cared, 
and I wanted to be 
everything I could be.

When you thought I wasn’t 
looking – I looked…
and wanted to say thanks 
for all those things you did 
when you thought I wasn’t 
looking.

Little acts really do make a 
difference. Join us!  May your little act 
of giving back, done without fanfare, 
foster a wonderful career for another. 

By Nancy Swikert, MD, FAAFP, Former KAFP President
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Rural practice locations throughout western Kentucky
• Rural Signing and annual Retention Bonuses
• $100,000 student loan assistance and residency stipends
• Competitive base compensation guaranteed for two years
• RVU bonus potential, up-front bonus, and full benefits package
• Health system-employed position with integrated Epic EMR
• Outpatient-only or traditional models available
• Collegial culture and work/life balance
• J1 and H1b visa waiver available

Call, text, or email
Jerry Price
(502) 657-8678
Jerry.Price@owensboro health.org
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Our Public Health

“Public health is what we do together as a society 
to ensure the conditions in which everyone can be 
healthy.”1 Thus, public health belongs to everyone. 
This includes public health professionals, health 
care professionals, community health systems, 
employers, schools, and others. Although all are 
impact players, governmental public health is an 
essential partner.

The need for a robust public health 
infrastructure has grown. Yet, inadequate public 
health funding, has resulted in chronic neglect, 
outdated infrastructure, and a beleaguered 
workforce. For the first time in decades, life 
expectancy has begun to decline.2 Primary drivers 
include the growing burden of chronic diseases 
brought into even greater reality by disparities 
in health outcomes across racial groups and 
socioeconomic strata. Life expectancies can 
differ by as much as 20 years in communities 
just a few miles apart.3 A person’s zip code may 
be a stronger determinant of health than genetic 
code.1Unfortunately, the peril for failing to support a 
robust public health infrastructure is only revealed 
in the context of disasters and crisis such as Katrina, 
COVID-19, and now the Kentucky communities of 
Mayfield and Dawson Springs - a paradox. When 
public health is working, it is invisible. Senator 

Harkin once said: “We all understand the paradox 
of public health: When it’s done with excellence, 
public-health catastrophes don’t happen… people 
take [this] for granted, which makes it easier for 
politicians to slash funding. We need to change 
this dynamic…” There are lessons to be learned 
regarding compelling needs.

Politicization of Public Health and Legal Authority
COVID-19 has magnified politicization and 

mistrust of public health officials. This polarized 
climate has resulted in some receiving death 
threats and subjected to protest at their personal 
residencies.4 There is a lack of trust in government 
which for many reasons hovers at a low of 20 to 
30 percent.5 Public health officials must have the 
authority they need to lead and make evidence-
based decisions. There is an important role for us 
in standing up for science - against misinformation. 
This includes defending against efforts to 
countermand evidence-based recommendations 
and reign in public health officials’ authority. Even 
though improvements can be implemented, during 
the COVID-19 response public health leaders should 
be recognized for their successes and the tireless 
work they have done under incredibly challenging 
circumstances. In Kentucky, the accolades go to 
Steven J. Stack, M.D, MPH the Commissioner of the 
Department for Public Health, and his staff as well 
as local health departments.

Insufficient Public Health Workforce
A well-trained public health workforce is critical 

to protecting the public’s health. Yet, over the 
past decade there has been a growing workforce 
shortage. State health agencies have lost nearly 
10 percent and local health departments have lost 
about 16 percent of their workforce.6 Salaries are 
not competitive. This has resulted in fewer trained 
professionals available to do critical work. Support 
for strengthening the Commissioned Corps of the 
US Public Health Service, the Epidemic Intelligence 
Service Program and the expansion of preventive 
and family medicine residency programs are 
important solutions.

BY DON SWIKERT MD, FAAFP, FORMER KAFP PRESIDENT

Senator Harkin once said: “We 
all understand the paradox of 
public health: When it’s done 
with excellence, public-health 
catastrophes don’t happen… people 
take [this] for granted, which 
makes it easier for politicians to 
slash funding. We need to change 
this dynamic…”
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Insufficient Emphasis on Prevention
The United States spends trillions annually 

on healthcare, comparably far more than other 
developed countries. Yet we tend to be less 
healthy overall.7 One reason is our lack of focus 
on prevention. Prevention is interconnected 
between health care and public health, yet 
the work is done in silos. In addition, financial 
incentives do not align with a focus on 
preventing and treating chronic disease.8 Nor 
are there incentives in ensuring an adequate 
sufficiently trained clinical care workforce – 
such as family and preventive medicine. There 
is a need for a system that unites a shared goal 
of prevention. The CDC envisions integration 
across three areas: Traditional clinical 
interventions, interventions that extend care 
outside of the care setting, and population or 
community-wide interventions.9 (Figure). Public 
health agencies could help clinical care systems 
to partner with community organizations and 
reach vulnerable patients, provide population-
based services and surveillance data, and 
promote policies that improve community 
health.10

Insufficient Capability to Track the Health of a Community and 
Laboratory Testing

Our nation lacks the capacity to conduct 
adequate testing and surveillance of infectious 
diseases even though they have the technology. 
They often lack resources to keep up with 
the workload, especially demanded during 
pandemics. All laboratories have faced challenges 
obtaining necessary testing supplies throughout 
the pandemic. We should support more formal 

relationships between public health labs and 
commercial, hospital, and academic labs. In 
addition, there is a need to broaden supplies 
within the Strategic National Stockpile and the 
capacity to ramp up production of supplies.

The public health data systems are outdated 
and in dire need of modernization. Consistency of 
demographic data collection has been particularly 
poor. Public health department data and systems 
are siloed. They work independently of each other 
and do not have an easy way to share information. 
There is a need to ensure interoperability. The 
Council of State and Territorial Epidemiologists 
has developed a roadmap for creating a “data 
superhighway”, but such initiatives have lacked 
the necessary funding and policy support to 
become reality.11

Insufficient Sustainable Funding on Public Health
Funding for public health is not sufficient 

nor sustainable. While the United States spends 
an estimated $3.6 trillion annually on health, 
less than 3 percent of that spending is directed 
toward public health and prevention.12 Research 
indicates an annual cost of $32 per person to 
support public health capabilities. Yet national 
investment is currently about $19 per person.13 
The Prevention and Public Health Fund (PPHF), 
which was designed to expand and sustain 
the nation’s investment in public health and 
prevention, remains at half of where it should 
have been funded in fiscal year 2020.12 There is a 
need to restore, protect, and grow public health 
funding. Public health requires a nimble and 

continued on page 18
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flexible, high-quality public health system that 
has adequate capacity and resources to respond to 
public health emergencies, to provide sustained 
public health protection, and to prevent and/or 
address identified public health problems and 
threats.14

Conclusion
As the CDC states, “Public health is the science of 

protecting and improving the health of people and 
their communities.” Reflect on this thought by C. 
Everett Koop who served as the 13th Surgeon General 
of the United States under President Ronald Reagan, 
“Health care is vital to all of us some of the time, but 
public health is vital to all of us all of the time.”

Author Acknowledgements
The authors of reference 10 are from the 

University of Kentucky and common to both 10 & 14 is 
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the College of Public Health at the University of 
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Health Management & Policy, University of Kentucky. 
He is a Fellow of both the American College of 
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 The future of medicine is 

here. Opportunities, too.
That’s the Power of U.

Joining UofL Health, and our medical 
group, UofL Physicians, gives you 
the professional advantage of being 
part of a world-renowned academic 
health system. Our expert network of 
specialists, community and academic 
physicians serves:

■ 6 hospitals

■ 4 medical centers

■ 200 physician practice locations

■  UofL Health – Brown Cancer Center

■  UofL Health – Eye Institute

UofL Health – UofL Physicians offers 
opportunities to grow in your career  
as our health care system expands  
with the announcement of the new  
UofL Health – UofL Hospital – West Tower 
this spring and the opening of  
UofL Health – South Hospital in 2023. 

As a fully integrated regional academic 
health system, we also offer positions in 
a traditional, community-based medical 
setting. Affiliated with University of 
Louisville School of Medicine, we 
help pioneer advanced treatments, 
technologies and groundbreaking 
research, every day. 

To discover exciting opportunities with  
the Power of U, contact a recruiter today.   
ProviderRecruitment@UofLHealth.org
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Intermittent Fasting:   
What a primary care provider needs to know 

BY ASHLEY ILES, MD

In a climate of rapidly growing medical knowledge 
and popular health trends, primary care providers 
often find themselves researching topics based 
on patient interest and questions. Such was the 
inspiration behind the effort to compile the following 
summary of the latest research and information 
regarding intermittent fasting (IF). Patients who are 
curious about the technique may present with such 
questions as “Could intermittent fasting help me lose 
weight?”, “What is the optimal strategy for fasting?”, 
and “Is it safe for me?”. Approaching the literature 
from the viewpoint of these questions, this overview 
attempts to introduce providers to current, pertinent 
research to guide these patient-provider discussions. 

What is it?
While the practice of fasting can be traced through 

most of human history for mostly religious purposes, 
intermittent fasting has recently reemerged as a 
modern clinical intervention for various pathologies. 
Intermittent fasting is a term that generally refers 
to the practice of abstaining from caloric intake for 
a period of over 12 hours in some form of repeating 
pattern. Time restricted feeding is a specific type of IF 
that restricts caloric intake to usually a six- or eight-
hour section of a 24-hour day. Other specific strategies 
that represent forms of IF include alternate day 
fasting, modified alternate day fasting, and 5:2 fasting.1 
The heterogenic nature of IF strategies is a major 
obstacle in advancing the research and clarifying the 
benefits of the technique.

It is important to note that many types of religious 
fasts may fit the broad definition of intermittent 
fasting as well. Arguably the most studied of these 
in modern science is the Ramadan fast practiced in 
Islam, which constitutes a month-long form of time 
restricted feeding. 

The biochemical principle that characterizes 
these strategies is termed the “metabolic switch” 
where the body ceases to use glucose as its main 
energy source and opts for fatty acids instead.2 When 
glycogen stores run out, the body begins to break 
down triglycerides into free fatty acids, which the 
liver converts into ketone bodies for energy use. This 
“switch” to ketogenesis occurs in humans 8-12 hours 

after the last caloric intake. This informs the choice of 
fasting duration since this switch and the time spent 
in ketosis are believed to be the main drivers of the 
health benefits of short-term fasting.3 

The ketogenic diet is, of course, another popular 
health trend based on this principal. The major 
difference between intermittent fasting and the 
ketogenic diet is the switching that occurs daily (or 
every other day) in IF strategies compared to the 
persistent ketosis that is the goal of the ketogenic diet. 

Is it beneficial?
Perhaps the most common reason for patients to 

inquire about intermittent fasting is their interest 
in losing weight. While there have been numerous 
animal model studies on the topic, a few systemic 
studies have focused specifically on human research. 
Welton et al published a systematic review of 27 
studies, that demonstrated body weight loss ranging 
from 0.8% to 13.0%, with some evidence suggesting 
that IF induced weight loss independent of changes 
in caloric intake.4 The majority of these studies were 
of a 16 week or less duration and had 150 or less 
participants, demonstrating the need for additional 
research on longer term outcomes.4 While this and 
other studies have described weight loss effects of IF 
in varied scenarios, IF has not been demonstrated to 
be more effective for weight loss than more traditional 
caloric restriction strategies in comparison studies.4, 5 
However, IF may be more desirable for certain patients 
for lifestyle and sustainability reasons compared to 
strict calorie restriction. Some patients may find it 
easier to restrict their intake by skipping meals rather 
than limiting meals to a certain size.6 

Patients who are curious about the 
technique may present with such 
questions as “Could intermittent 
fasting help me lose weight?”, 
“What is the optimal strategy for 
fasting?”, and “Is it safe for me?”. 
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Independent of the weight loss effects, IF has shown 
beneficial effects for patients with type 2 diabetes 
including decreased hemoglobin A1c levels, fasting 
glucose levels, and markers of insulin resistance.2, 

4 Ramadan fasting, which only consists of a single 
month of time restricted feeding, has demonstrated 
improvement in hemoglobin A1c levels, fasting glucose 
levels, and overall metabolic profiles.7 

It is well known in general that caloric restriction 
has beneficial effects on aging and lifespan.6 IF 
specifically, has demonstrated potential benefits for 
neurodegenerative and cognitive disorders in animal 
models.6, 8 Results of biochemical studies show that it 
decreases oxidative stress and other processes known 
to contribute to such disorders.2, 3 Human trials are 
still needed to clarify impact in human patients. 

Similarly, it is well established that oxidative 
stress and systemic inflammation contribute to 
cardiac disease, both of which can be decreased by IF 
strategies.3 Other markers of cardiovascular health 
including blood pressure, resting heart rate, and LDL 
cholesterol levels have been shown to improve in many, 
but not all, human trials of IF.2, 3 Consensus is again 
limited by the heterogeneity of study design in human 
subjects.

A brief perusal of PubMed will demonstrate 
that researchers are also exploring the benefits of 
intermittent fasting for conditions as widely varied 
as chronic depression, COVID-19 infections, and 
polycystic ovary syndrome. The potential applications 
of IF are especially intriguing for chronic conditions 
for which no pharmacologic therapies have proved 
particularly effective. 

Is it safe? 
Given the great potential (if not yet fully 

established) benefits of IF, the next question to 
consider is the safety of the strategy. Are their 
any serious risks that would make IF too risky to 
recommend for patients? In general, adverse events 
in IF studies are quite rare.4 Given the relatively short 
fasting periods, many of the risks associated with 
longer term fasting do not apply to IF strategies. 

Patients with diabetes may be the population at 
highest risk for adverse events with IF since their risk 
of dangerous blood glucose fluctuations is already 
quite high. Because of the strong religious significance 
of Ramadan fasting, many Islamic patients with 
diabetes opt to participate despite the medical risks 
and advice.9 This has given the medical community 
opportunity to study the actual risks in greater detail. 

While there is still controversy over the risks and 

best practice for patients with type 1 diabetes,10 there 
are guidelines available to guide patient education 
and medication management in type 2 diabetes, even 
for patients on insulin.11, 12 Perhaps the most extensive 
of which are the Diabetes and Ramadan Practical 
Guidelines 2021 published by the International 
Diabetes Federation in conjunction with the Diabetes 
& Ramadan International Alliance.12 It has been 
demonstrated that pre-fasting patient education 
and physician support can reduce the risk of adverse 
events for these patients participating in IF.13, 14 Other 
recommendations include adjustments to the timing 
of medications in relation to feeding periods, using 
continuous glucose monitors when available, and 
individualized nutrition planning.11, 12, 15 It would be 
important for any provider to familiarize themselves 
with these studies and guidelines prior to managing a 
high-risk patient desiring to participate in IF. 

What can we tell patients?
In summary, there is some evidence-based advice 

that we can provide patients who desire to pursue 
IF, but it is also important to be honest about the 
limitations of the research thus far. Weight loss is 
indeed possible with IF, but not necessarily more 
likely than with other calorie restriction diets.4, 5 But 
if the patient prefers to try it for lifestyle or personal 
preference, the alternate-day fasting strategy may be 
more effective for weight loss than time-restricted 
feeding.2 Regardless of the specific strategy chosen, 
patients need to stay hydrated and maintain an 
appropriate macro- and micronutrient intake during 
feeding periods. 

As patients initiate an IF strategy, common sense 
tells us that symptoms of hunger, irritability, fatigue, 
etc. may occur. Therefore, it is advisable to implement 
a strategy gradually rather than all at once. For 
example, De Cabo et al propose a four-month gradual 
implementation.3 If the goal is to have a time restricted 
feeding strategy of eating within a six-hour window 
six days per week, one might start by imposing a ten-
hour feeding window five days per week and building 
from there.3 Depending on patient motivation and by 
anecdotal evidence, four months may be longer than 
needed to reach some patients’ goals. 

Finally, for patients with diabetes, risk stratification 
is an important first step.11, 12 The medical advice 
given for high-risk individuals should be carefully 
considered. On the one hand, there are demonstrable 
benefits for patients with type 2 diabetes, but 

continued on page 22
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complications can occur.9 On the other hand, patients 
with either type of diabetes may still desire to fast for 
religious reasons.9, 16 Hindering communication with 
the patient by simply advising against fasting could 
threaten their safety further if they chose to fast 
without provider support or involvement. For such 
a patient, pre-fast education should be prioritized, 
and a partnership with the provider throughout the 
process with frequent follow up can mitigate the risk 
of complications.11, 13, 15
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The morning of December 11th, hearing the news of the 
devastating tornadoes in Western Kentucky, the focus of 
several medical students at the University of Louisville 
School of Medicine (ULSOM) quickly shifted towards 
helping the areas impacted. “How can we help?” became 
the common question buzzing throughout each class. Plans 
were quickly put in place for collecting donations and the 
formation of groups to travel to various towns and assist in 
the start of long cleanup efforts. As future physicians, we will 
continuously be called to action and our response must be to 
step up and say yes. This standard was unquestionably met 
by ULSOM students to help Western Kentucky. 

When I reflect on how my fellow classmates united behind 
these communities, I see a group of future physicians who 
will step up and answer the call to action without hesitation. 
For other first year medical students and myself, the night 
the tornadoes hit was the weekend before our first medical 
school final exam.  But our priority was on collecting 

donations, checking in on classmates who were from those 
areas, and doing what we could to meet the needs of those 
hurting. What amazed me was the number of students who 
were a part of this effort who had no ties to Kentucky before 
they moved here for school. Many of the students had not 
even heard of some of the towns affected by the tornadoes, 
but quickly signed up to assist in any capacity they could. 
We are reminded that great physicians do not just treat, 
they care for their patients and community.  During this 
experience, I was surrounded by classmates who did just that 
and put people in need above their own needs.

A career in medicine brings a responsibility of service 
to our communities branching far beyond a white coat 
and stethoscope. My first semester of medical school 
we attended small groups as part of our Introduction to 
Clinical Medicine course to learn the qualities of being well-
rounded physicians. The lesson that resonated with me most 
powerfully was a panelist discussion on how we can begin to 

Sometimes It Is Right In Front Of You
BY ELIZABETH C. LYONS, ULSOM M-1

Front row (left to right): Elizabeth Lyons, Hannah Marshall, Bhavani Gudlavalleti, Claire Fell and Molly Fears. Back row (left to right), Shruti Wadhwa, Amna Zolj, Tanner Smith, Julianna Cobb, 
Danielle Graves, Tyce Riddle, Nathan Fielder, Ben Smith, Andrew Hey, Josh Hill, Meredith Hobbs, Kate Pierce and Alec Moore.  Not pictured* Emily Major and Charlie Paul.
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help our communities even if there is so much to be done. A 
pediatrician on the panel shared her idea that the best way 
a physician can improve the challenges faced in our society 
is to focus on the patient who is right in front of us in that 
moment, doing the best we can to advocate and care for them. 
We can thus discover and focus on the daunting challenges 
encountered by our communities, one person at a time. 

This idea is one that solidified in me when we traveled 
to Mayfield, KY to help. As we traveled through the town, 
buildings were unrecognizable, and destruction was seen all 
around. The amount of work to be done was overwhelming. 
Our group of several medical students was tasked to help with 
the removal of fallen trees near homes. Following several back-
and-forth trips of tossing limbs onto a pile, I thought how we 
could do a lot more than simply moving trees. There was so 

much to be done, and it seemed as though what we were doing 
was just a drop in a bucket. However, after listening to the 
family we helped as they expressed how much less stress and 
worry they felt because of our help, my perspective completely 
changed. Before hearing that, I was focused on everything 
that had to be done, devaluing the task right in front of me. 
Through my eyes, tree removal did not feel as though I was 
making a difference, but to the family that no longer had a 
fallen tree in their yard, it made all the difference. Answering 
the call to action is being willing to do what needs to be done, 
big or small. This experience showed me the importance 
of focusing on the task in front of me to address challenges 
one by one. Whether in a clinical setting or serving the 
community, I will hold tight to this principle to assist, care, 
and advocate for the needs right in front me. 

Elizabeth Lyons is from Danville, KY and completed her undergraduate education at Western 
Kentucky University. She chose the Trover Campus because of her interest in primary care and serving 
rural areas. She enjoys traveling, watching baseball, and baking.
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Just Do Something

BY TANNER SMITH, ULSOM M-1

If I were to ask you the significance of December 
10th, 2021, in your life you probably would not be able to 
recall very much of it. Besides birthdays, anniversaries, 
promotions or some chance memorable event, this was 
just another Friday in the calendar. Unfortunately, this 
date is infamous for a particular part of the United 
States, which happens to be largely located in the state 
of my medical school, and specifically my hometown, 
Mayfield, Kentucky. An EF-4 tornado ripped through 
western  Kentucky in one of the longest track  twisters 
to date anywhere in the country. Living in Louisville 
to attend medical school, all I could do was watch and 
check in with family after it passed. Physically everyone 
in my family was safe, but others were not as fortunate. 

It is difficult to understand damages of storms like 
these to a place if you’ve never been there previously, 
especially if you’re just seeing them through a screen. 
The pictures and videos that surfaced in the subsequent 
hours were unlike anything I had seen. Buildings I had 
driven by growing up, shopped in or shared a meal in 
were demolished; I could feel this pain on another level. 
My immediate reaction was to go, but as developments 
broke, the place became flooded with rescue teams 
and locals searching for their loved ones. I desperately 
wanted to help but knew that the timing was not right. 

With help from fellow University of Louisville 
School of Medicine students and faculty, we were 
preparing to send a team after our semester final 
exam to be the hands and feet of the recovery effort. 
I was moved at the willingness of students to give up 
part of their first weekend of Christmas break to help 
a place they most likely have never heard of before 
this storm. We had two groups of students take day 
trips to Mayfield to help in debris clean up and in the 
donation centers. From the big picture view of things, 
we did very little.  But volunteerism is not about doing 
big things: it’s the little things that matter, it is doing 
something that matters. 

The best part about volunteering is that each 
person gets to take away the meaning to them. We 
always want to do so much more, so often instead of 
doing a little, we do nothing at all. This experience 
taught me that you make an impact on one person’s 
life whether you know it or not, the time and energy 
are truly worth it. These students may not have 
felt like they did much on their trip, but they made 
an impact on my life that I will never forget. This 
opened my eyes about volunteerism in a way I never 
imagined.  There are so many opportunities to help 
others if we seek them.  And sometimes they just fall 
right in our lap. 

Medical school curriculum consists of various 
clinical lectures that emphasize empathy and 
compassion. These lectures seem so abstract until 
experiences such as these reorient our thinking.   I will 
carry these lessons with me during my medical school 
journey and beyond. Because of this experience in 
my hometown, I won’t see the downtrodden or those 
affected by a natural disaster in the same way, and I 
won’t be a bystander. I see them now as fellow humans 
that need a helping hand, and that hand is my very 
own. The most important thing is not the grandness 
of the gesture, it’s simply the commitment to do 
something.

Tanner Smith is from Symsonia, Kentucky and completed his undergraduate degree at 
Harding University. He chose the Trover program because of his interest to one day practice 
medicine in a rural setting. In his free time, he enjoys travelling, exercising, and relaxing 
with his wife, Alex, and dog, Mila.

The most important thing 
is not the grandness of 
the gesture, it’s simply the 
commitment to do something.
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ABSTRACT
Abdominal aortic aneurysms are defined as dilations of the aorta measuring greater than 3 cm. These are more 

common in men but are associated with higher rates of rupture and complications in women. Male sex, hypertension, 
hyperlipidemia, and tobacco usage are considered the greatest risk factors. We report on a case of a 77-year-old female 
who presented to the clinic with a chief complaint of low back and hip pain of three months duration. Upon imaging, 
a possible 10.2 cm abdominal aortic aneurysm was incidentally discovered and the patient was immediately referred 
for further evaluation. This case highlights the need to consider abdominal aortic aneurysms in elderly females with 
extensive smoking histories. 

KEY WORDS: Aortic Aneurysm, Tobacco Abuse, Back Pain, Abdominal Aortic Aneurysm

INTRODUCTION
Abdominal aortic aneurysms (AAA) are defined as 

permanent dilations of the aorta most commonly occurring 
in the infrarenal region.1 They are frequently asymptomatic 
upon diagnosis and are often found incidentally during 
routine screening or imaging. Even though AAAs are 
commonly a secondary finding, they are associated with 
catastrophic consequences if untreated.2  AAAs occur four 
times more frequently in males than females, but the 
annual risk of rupture for aneurysms greater than 6 cm 
is reported to be 22.3% in females as opposed to 14.1% in 
males.3,4 The greatest risk factors for developing an AAA 
include tobacco abuse, increasing age, and a family history 
of AAA. Hypertension, hyperlipidemia, and cardiovascular 
disease have also been implicated.5 We report on a case 
of a 77-year-old female who presented to the clinic with a 
chief complaint of low back and hip pain of three months 
duration. Upon imaging, an apparent 10.2 cm AAA was 
incidentally discovered on lumbar x-ray imaging, and the 
patient was immediately referred for further evaluation to 
the emergency department.

CASE PRESENTATION
An elderly 77-year-old female with a past medical history 

of hypertension, hyperlipidemia, gastroesophageal reflux 
disease, tobacco abuse, carotid artery stenosis status post 
left carotid endarterectomy, and osteoporosis (T score of 
-3.4) presented to the clinic with right hip and back pain 
of three months duration. She stated that her symptoms 
began while working in her garden. She described the pain 
as an intermittent ache without associated numbness, 
tingling, or radiation. The patient was hypertensive upon 
presentation with a measured blood pressure of 142/92 mm 
Hg, but otherwise stable. Her physical exam was significant 

only for mild tenderness over the right lateral trochanter 
that was reproducible with right hip internal rotation. 
Her home medications include clopidogrel, rosuvastatin, 
lisinopril, alendronate sodium, calcium carbonate–vitamin D, 
pantoprazole, citalopram, and loratadine. X-ray of right hip 
anteroposterior and lateral views and X-ray of lumbar spine 
with a minimum of 4 views were ordered along with complete 
metabolic and lipid panels. Lumbar X-ray was significant for 
a compression injury of L2. In addition, an incidental finding 
of an AAA was reported with a maximum width of up to 10.2 
centimeters and a height of 19 centimeters. Urgent computed 
tomography angiography (CTA) of the chest with and without 
contrast and CTA of the abdomen and pelvis with contrast 
were ordered from the emergency department. CTA of the 
chest showed no acute thoracic abnormality. CTA of the 
abdomen and pelvis was significant for an extremely large 
abdominal aortic aneurysm beginning at the level of the renal 
arteries and extending to the aortic bifurcation measuring 
7.7 centimeters in the greatest transverse dimension. No 
evidence of active extravasation was noted. At that time, the 
patient was transferred to a tertiary care facility for an urgent 
vascular surgical consultation. She ultimately underwent 
surgical repair without any known intraoperative or 
postoperative complications. She continues to do well 
several years later.

DISCUSSION 
AAAs are rare causes of low back pain compared to 

the frequency of mechanical low back pain.9 Ultrasound 
screening studies report that over the age of 65, the 
prevalence of AAA in males is 4-7% while only 1-2% in 
females.1 The United States Preventive Services Task Force 
(USPSTF) currently recommends a one-time screening for 
AAA with ultrasonography in men ages 65-75 with prior 

Incidental Abdominal Aortic Aneurysm in a 
Female with Back Pain: A Case Report

BY TONYA SHEA, DO, SIDNEY ELSTON, MS, AND MORGAN TURNOW, MS
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smoking history.6 Smoking history is defined as 100 or more 
cigarettes in their lifetime. The USPSTF states there is 
insufficient evidence to suggest routine screening for AAA 
in females.6 This does differ from The Society for Vascular 
Surgery recommendations, which are to do a one-time 
screening for both men and women with a history of tobacco 
use.11 Though AAAs are more common in males, the risk 
of rupture is higher in females if the AAA is greater than 6 
centimeters.3,4 This may be due to a later age at diagnosis, 
faster growth, frequency of rupture, and higher mortality 
rate in women.7 A retrospective review of 117 patients by 
Malayala et al. found that 65.7% of females admitted with 
AAA rupture were over age 85 while 65.5% of males were 
under age 85.8 They also concluded that female sex was an 
independent risk factor for longer length of intensive care 
unit stay after rupture, higher incidence of postoperative 
complications, and more frequent need of vasopressor and 
ventilator usage.8 

Smoking is considered the most potent modifiable risk 
factor for the development of AAAs. Ulug et al. found that 
smoking had a greater impact on the prevalence of AAA in 
females than males.9 This may be due to smoking’s influence 
on circulating sex hormone levels.10 While more common 
in males, AAA should be acknowledged as a differential 
diagnosis in elderly females with risk factors who present 
with back pain. 

It is crucial for providers to know when to refer a patient 
to vascular surgery for an AAA. By definition, an AAA has 
an aortic diameter greater than 3 centimeters.11 Vascular 
surgery referral is recommended at the time of diagnosis. 

The frequency of ultrasound is dependent 
on the size of the aneurysm (Table 1). A 
prospective cohort study conducted by 
Lederle et al. found that the rupture risk of 
AAAs 5.5 cm to 5.9 cm was 9.4%, 19.1% for 
AAA’s 6.0 cm to 6.9 cm, and 32.5% for AAAs 
greater than 7 cm.12 Overall, they concluded 
that the rupture rate is significantly higher in 
AAAs greater than 5.5 cm.13 

Table 1: Recommended AAA Surveillance 11
Aneurysm diameter (cm) Ultrasonography Frequency

2.5-3 Every 10 years
3-3.9 Every 3 years
4-4.9 Annually
5-5.4 Every 6 months

The two main methods of AAA repair are endovascular 
aneurysm repair (EVAR) and open aortic repair (OAR). Surgery is 
indicated in men with an AAA greater than 5.5 cm. In women it is 
indicated with an AAA greater than 5 cm.12 A majority of patients 
with an AAA undergo EVAR, while approximately 20% of patients 
undergo OAR which is indicated for patients with a longer 
life expectancy.12 If a patient has an AAA that requires EVAR, 
surveillance and follow-up are required. A CTA is required at 1 
month, 6 months, and 12 months post EVAR. If the 1 month CTA 
results are normal, the patient does not require a 6 month follow-
up scan and can wait until 12 months.14 In addition, annual CTA 
scans are highly recommended to monitor for complications 
including colonic ischemia, renal failure, myocardial infarction, 
graft infection, endoleaks, and aortoenteric fistulas.11,14 A patient 
undergoing repair via OAR requires less intense follow-up. 
These patients are recommended to receive an abdominal 
aortic ultrasound with color doppler to monitor for endoleaks 
and para-anastomotic aneurysms.14 The ultrasound should be 
performed every few years to monitor for these complications, 
and an annual CTA is not required. 

continued on page 30

Figure 1: AP Lumbar spine with incidental AAA. Figure 2: CTA abdomen/pelvis confirming large AAA.

Figure 2: CTA abdomen/pelvis confirming large AAA.
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CONCLUSION 
It is crucial for primary care physicians to appropriately 

screen for AAA and know when to refer a patient to vascular 
surgery. While mechanical back pain is more common, AAA is 
an important differential diagnosis that could be fatal if missed. 
Although unclear if the presenting symptoms were related to 
the large AAA or if it was a purely incidental finding, this case 
is an excellent reminder that AAA should not be forgotten in 
elderly females with extensive smoking history. Early detection 
and smoking cessation are key to limiting morbidity and 
mortality in patients with AAA.
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unforeseen challenges and help you solve the tough legal issues that come  
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