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Dear MAFP members.

I 
hope this letter finds you well. 
Thank you for your service to your 
community, your patients, and the 

health needs of our state.  Your service 
is appreciated.  Your work matters 
more than ever in these difficult 
circumstances.  

Our national membership has recently 
concluded the Congress of Delegates 
(CoD).  This is the policy making 
meeting for the AAFP.  Each chapter 
sends 2 delegates and 2 alternates.  
CoD was virtual this year, and I want 
to thank the 4 Montana representatives 
for taking a couple days of personal 
time to represent us at the national 
level.  Thank you Montana delegates 
Dr. Janice Gomersall and Dr. Jeff 
Zavala, and alternates Dr. Heidi 
Duncan and Dr. LeeAnna Muzquiz. 
If there is something you are passionate 
about, in regards to family medicine, 

we would invite you to participate in 
the statewide leadership of MAFP.  By 
the time you get this letter, the AAFP 
Family Medicine Experience (FMX) 
will be completed.  It is an annual 
conference to “get family physicians 
CME, be inspired, and find patient 
care solutions.”  This year’s conference 
was also virtual but hopefully next 
year we can meet in person again. I 
was unable to attend this year, but I 
have attended a couple of times in the 
past and I have always found them to 
be very educational and inspiring. For 
highlights from both the CoD and 
FMX, visit the AAFP News coverage 
webpage at https://www.aafp.org/
news/2020-congress-fmx.html.

Due to the current COVID-19 
pandemic, the MAFP has made the 
difficult decision to cancel the 2021 
Big Mountain Medical Conference 
which was scheduled to convene in 
Whitefish in January. This conference 

has been well 
attended in 
past years, with 
great CME 
presentations 
and ski races for 
registrants and 
their families.  
The conference 
also provides 
for a relaxed 
venue for social 
interaction among attendees. We are 
looking forward to be able to hold this 
in person meeting again in 2022. Also, 
stay tuned for details regarding the 
MAFP summer CME meeting as the 
program committee assesses options in 
the coming months.

We are here to represent Montana 
Family Physicians in our state and at 
the national level. Please reach out to 
myself and the board at any time.

MAFP President’s Welcome

Jeremy Mitchell, DO
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Have a career.

Have a life.

For more information, visit MeetLifePoint.com

Submit your CV for consideration to LPNT_Provider.Recruitment@lpnt.net

We are an equal opportunity employer. All qualified applicants will receive consideration for employment  
without regard to race, color, religion, sex, sexual orientation, gender identity, national origin, disability or veteran status.

LifePoint Health offers unique opportunities for providers 

to prosper professionally and personally at hospital 

campuses nationwide. Quality care is our top priority – 

we give you access to the tools, resources, and support 

you need to help you care for your patients and grow your 

business. In addition, we offer competitive compensation 

packages, which may include a sign-on bonus, student loan 

reimbursement, and residency stipends.

Join us in Making Communities Healthier.®



• Grew up on a cattle ranch near Hammond, MT in the 
eastern corner of the state. 

• Attended elementary in a 1-room rural schoolhouse, high 
school in Broadus, and college in Bozeman (Montana 
State University). 

• Attended medical school at the University of Washington 
and was in the first group of students to participate in the 
TRUST program (targeted rural/underserved track). 

• Completed the Montana Family Medicine Residency 
in Billings & Rural/high risk OB fellowship in Tacoma, 
Washington. 

• Started practice for Billings Clinic in Miles City in 
November 2016. I practice outpatient and inpatient 
medicine for adults, pediatrics, and obstetrics- including 
performing c-sections. I also teach students and residents on 
a regular basis as University of Washington clinical faculty. 

• Current positions: Vice president of Holy Rosary Med 
Staff, Chairman of Perinatal committee, & Medical 
director of Powder River EMS services.  

• My passion is providing high quality OB & pediatric care. 
Given the isolated nature of my practice, I coordinate with 
MFM and pediatric specialists in Billings (and sometimes 
Denver) to provide services that hopefully keep these 
patients and their families living here and utilizing our 
medical services. 

• During my 4 years here in Miles City, I have witnessed a 
large flux of physicians coming and leaving the area. This 
rapid cycling, which I assume happens in many small 
Montana communities, is very challenging and frustrating 
to our patients. I believe that the future of rural medicine 
is to “recruit from within”, and that is where I hope 
teaching through the TRUST program will help with 
physician retention in our rural medical facilities.

• I got married last year to my husband Chase. We have 2 
dogs, Poppy (4) and Boo Boo (13). We love to hunt, fish, 
and golf together. We also love to travel- although COVID 
has restricted that this year! Chase loves to cook and I love 
to eat! We enjoy getting away to our ranch property, riding 
horses and working cows with our family and neighbors. 

MAFP Board of Directors Profile

KayCee Gardner, MD
Miles City

Chase and KayCee riding in the Bob Marshall wilderness, July 2019
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Practice at Kalispell Regional 

Healthcare, just minutes 

away from the beauty of 

Glacier National Park.

Isn’t it time for a 
change of scenery?

KALISPELL REGIONAL HEALTHCARE

To view our job opportunities, visit krh.org/JoinOurTeam 

WORK, LIVE & PLAY
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Highlights from the Virtual AAFP Congress of Delegates
The following articles are reprinted with permission from the American Academy of Family Physicians

Delegates Have 
Their Say 
on Practice 
Enhancement 
Issues
October 15, 2020, 9:15 pm News Staff – 
AAFP members took full advantage of the 
opportunity to make their views known on 
a range of issues related to the business of 
family medicine practice during this year’s 
Congress of Delegates — the Academy’s 
first-ever virtual COD. 

M
ore than three dozen chapter and 
member constituency delegates, 
alternates and members testified 

on resolutions submitted to the Reference 
Committee on Practice Enhancement, with 
some offering written testimony before 
the COD officially convened and others 
presenting their views during an Oct. 3 
virtual hearing.

Here’s a rundown of topics discussed and 
how delegates voted on them.

Primary Care Standards of 
Ethics and Equity

A resolution introduced by the Hawaii AFP 
called for the Academy to develop a set of 
principles establishing appropriate ethical 
standards in primary care technologies, 
with the goal of applying these standards 
to companies selected to partner with the 
AAFP Innovation Lab. 

The resolution further directed the 
Academy to involve members in creating 
the principles, outlined areas that should be 
explored, and called for a report back to the 
2021 COD.

Both written and verbal testimony 
presented on the measure was firmly in 
support of the resolution’s intent, although 
one speaker pointed to the $46,000 fiscal 
note attached to it.

Safeguarding data collected from a 
diverse panel of patients is paramount, 
several commenters noted — specifically, 
ensuring that technologies such as artificial 
intelligence/machine learning don’t 
reinforce unconscious biases and exacerbate 

health inequities across different 
populations. Setting appropriate 
ethical standards and guardrails as 
part of the AAFP’s work with industry 
vendors is essential to guaranteeing 
transparency and protecting both 
patients and the integrity of the 
profession.

Also key to this effort, members 
testified, is ensuring members are 
aptly represented. That’s reflected in 
the substitute resolution delegates 
adopted, which stipulates that the 
AAFP “establish a work group with  
a wide representation of membership 
to develop a set of principles for 
primary care technologies to apply to 
companies partnering with the AAFP.”

Specific factors the work group 
should evaluate, according to 
the substitute measure, include data 
collection modes, the use of anti-bias 
algorithms, equitable access to and ease 
of use by smaller physician practices, 
technological transparency, level of AAFP 
financial investment, and patient privacy 
concerns.

Furthermore, work group members should 
consider issues such as

• how to prevent the commodification 
of primary care through technology, 

• how to humanize technology within 
the scope of primary care, 

• how tech companies should work with 
primary care and

• what the AAFP’s relationship to the 
tech industry should be.

Finally, the adopted resolution calls for 
a report back to the 2021 COD on the 
principles.

Prescription Cancellation 
Functionality 
in EHRs

Another resolution submitted to the 
reference committee sought to increase 
the implementation of prescription 
cancellation functionality in EHRs used 
in outpatient practices.

Introduced by the Utah AFP, this measure 
also drew overwhelming support, with 
virtually every commenter stating it 

would improve patient safety, particularly 
by reducing the risk for polypharmacy.

Briefly, the resolution asked the AAFP to 

• engage with regional and national 
pharmacy chains to request that 
they work with physician practices 
to enable prescription cancellation 
functionality;

• educate members “through articles, 
toolkits and other forms of educational 
campaigns” on the potential benefits of 
this functionality;

• support members’ efforts to engage 
directly with their pharmacies to 
implement cancellation functionality; 

• ask EHR vendors to collaborate with 
FP practices to enable this type of 
functionality.

A number of those who testified declared 
that prescription cancellation functionality 
in EHRs should already be an industry 
standard — from both a patient safety 
perspective and because it would greatly 
decrease practices’ administrative burden. 
And given that widespread implementation 
of this functionality would benefit 
physicians of all specialties and their 
patients, one commenter even suggested 
that the AAFP should not bear the costs 
associated with achieving this goal alone.

During the virtual reference committee 
hearing, a member of the AAFP Board 
conveyed the Board’s support for the 
measure, saying it was important that the 
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Academy provide leadership in this area. 
That member offered slightly amended 
language, which the committee included in 
its substitute measure. Those changes were 
to delete the reference to regional pharmacy 
chains in the first resolved clause, remove the 
reference to specific educational resources in 
the second resolved clause and note in the 
third resolved clause that the AAFP outreach 
would be to “major” EHR vendors.

The substitute measure was included in the 
committee report’s consent calendar, which 
delegates unanimously adopted during the 
Oct. 12 COD business session.

Patient Access to 
Pharmacy Services

A resolution from the Michigan AFP 
sought to ensure all patients have ready 
access to pharmacy services by calling 
on the Academy to work with licensing 
bodies to “prohibit any and all pharmacies 
and pharmacy chains” from rejecting 
handwritten prescriptions in favor of 
solely electronic orders. A second resolved 
expanded that to include working with 
Congress and CMS to the same end.

Testifying in support of the resolution, 
one speaker noted that Walmart had 
recently announced it would no longer 
accept written prescriptions for controlled 
substances. That, said the member, impedes 
physicians’ ability to use their prescriptive 
power in accordance with valid medical 
practice.

Proponents of the measure pointed to the 
sizeable financial investment associated 
with implementing an EHR system — 
both the initial cash outlay and ongoing 
maintenance costs. Moreover, in some 
areas, EHR use may not be feasible due to 
sketchy or no access to broadband internet.

Citing challenges involved in balancing 
the advantages of electronic prescribing 
with the need to ensure all patients — 
particularly those in less well-resourced 
areas — can access needed medications, one 
member suggested referring the measure to 
the AAFP Board for further consideration.

That proposal was welcomed by a Board 
member who participated in the hearing, 
saying it would allow issues with the 
wording of the measure to be resolved.

Based on the totality of the testimony, 
however, the reference committee chose 
instead to offer a substitute resolution that 
addressed both “the complexity of the issues 
and the specificity of the original resolved 
language, which might restrict the AAFP’s 
ability to act.”

Accordingly, the measure delegates 
ultimately adopted directs the Academy 
to “develop a policy for appropriate 
accommodations for prescription-
receiving entities to accept handwritten 
prescriptions when electronic prescribing 
is not feasible.” It also calls for the AAFP 
to advocate with CMS, state licensing 
boards and major pharmacy chains 
“to encourage acceptance of written 
prescriptions” in such circumstances.

Telehealth Payment Issues

Two separate resolutions that came before 
the committee dealt with various aspects of 
telehealth. The first of these, introduced by 
the Idaho AFP, asked the AAFP to
• advocate with CMS and commercial 

health plans to make permanent the 
telehealth coverage and payment 
policies enacted during the current 
Public Health Emergency, 

• ensure site-of-service payment parity 
with established patient office visits of 
like duration, 

• provide payment parity for audio-only 
telehealth visits conducted in lieu of 
in-person visits, and

• standardize eligible patient originating 
and distant sites of service to include 
home and work settings.

The second measure, jointly submitted 
by the Michigan and Minnesota chapters, 
focused solely on payment parity for virtual 
and in-person visits.

Not surprisingly, both measures received 
unanimous support, with one member 
referring to telehealth as the “hidden 
gem” that allowed family physicians to 
continue caring for their patients during 
the pandemic, when face-to-face visits were 
not possible.

Another member, who spoke during the 
reference committee hearing, acknowledged 
that the Academy and other groups are, 
in fact, pursuing these goals through 
legislative and regulatory means, but stated 

that delegates’ action on the issue would 
further drive home its importance. Rural 
health centers and federally qualified 
health centers must be allowed to provide 
distant site services, this member stated, 
adding that payment parity for audio-only 
telehealth services specifically benefits 
physicians practicing in rural areas.

The members of the reference committee 
agreed with a number of those who 
testified that the two resolutions could 
and should be combined, offering a 
substitute measure that encompasses the 
specific topics raised in both, while adding 
a resolved clause that the AAFP advocate 
to CMS and commercial insurers that 
primary care telehealth services “occur 
within the context of a comprehensive 
primary care relationship.”

Other Issues

The reference committee also considered 
a number of Board reports dealing with 
various AAFP policy issues, including 
deletion of outdated policies, revisions 
to certain existing policies and position 
papers, and adoption of new policy 
statements
• opposing the use of restraints on 

incarcerated women during labor,
• calling for coverage of vitamin D 

supplementation for infants by third-
party payers, 

• opposing credentialing and privileging 
decisions about family physicians 
being made by “nonphysician 
practitioners,”

• denouncing hospital privileges 
or credentials being considered 
a requirement for insurance 
participation,

• opposing restrictive covenants in 
employment contracts as disruptive to 
the patient-physician relationship,

• identifying valid and useful 
performance measure criteria 
and outlining appropriate and 
inappropriate use of performance 
measures, and

• supporting family physicians’ access to 
accurate and reliable point-of-care testing.



10  •  Montana Family Physician

WWAMI Student Reflections on the COVID-19 Pandemic

Paige Harris, MS1

Tell Me About Yourself. 
I was born and raised in Plentywood, MT. 
I completed my undergraduate degree in 
Biological Sciences at North Dakota State 
University in Fargo, ND. While doing that 
I was also a part of the track and field team. 
Athletics have always been a large part of 
my life, and I think my favorite thing about 
them was being a part of a team. This is also 
one thing I love about medicine. Working 
with a team who has a common goal is both 
challenging and rewarding, and I welcome 
the opportunity. Currently, I am very 
interested in Pediatrics and OB/GYN  but I 
am trying to keep an open mind as I begin 
my medical school journey.

What are the main ways that COVID has 
impacted your life?
I was finishing my undergraduate career 
when COVID hit. Our track season was 
cancelled, and we finished the remainder of 
our schooling online. This was really hard 
for me because I didn’t get to participate 
in my final season or get the chance to 
try to fulfill some of the goals I had set 
for myself. Additionally, I wasn’t able to 
say goodbye to many of my friends and 
teammates. Since then, I have moved to 
Bozeman so I haven’t had to opportunity 
to see them since the closing of school.

What are some of the main lessons you have 
learned from the pandemic so far?
I have learned the importance of finding 
joy in the little things in life. I am a 
very active person and really enjoy being 
outside and being with people. I wasn’t 
able to do a lot of these things since we 
were all instructed to limit our exposure to 
people. This gave me a lot of free time to 
reflect on how blessed I really am.

How has this experience shaped how you’ll 
act in your future medical practice?
This experience will help me handle any 
frustrations or stressors that present as I begin 
my career. It has been helpful because now I 
know that it isn’t worth it to worry about things 
we cannot change. This will give me patience 
when I work on challenging cases. 

Lance Watson, MS2 

Tell Me About Yourself. 
I’m a first-generation Medical student from 
Missoula who’s lived in Montana since 
2008. Before medical school I worked in 
intensive care, emergency care and quality 
as a registered nurse until I matriculated 
into University of Washington’s WWAMI 
program in 2019. I’m interested in General 
Surgery and OB/GYN. I have a fifteen-
month old daughter who keeps me busy 
but otherwise enjoy music, running, biking 
and skiing. 

What are the main ways that COVID has 
impacted your life?
COVID-19 has turned our curriculum 
upside down and it’s been quite an 
interesting challenge to say the least. 
Transitioning from a spring of entire 
online learning to a hybrid curriculum 
this fall of mostly in-person learning with 
social distancing and facemasks, it’s tough 
to say what tomorrow will bring. As a 
future physician it’s important to learn to 
be flexible, but I’ve felt that I’ve missed out 
on some opportunities previous cohorts 
were able to experience. Throughout this 
pandemic it’s been difficult to balance 
quality of life and time with my family.

What are some of the lessons you have 
learned from the pandemic so far?
Trust the science. It can be so easy to 
try and compare what we see based on 
previous anecdotal information from our 
past and root ourselves in a reality that’s 
yet to be determined. My views have 
changed starkly since the beginning of 
the pandemic to now and will continue 
to evolve. I keep reminding myself if my 
actions of following infectious disease 
doctors’ recommendations could save a 
single life, then my sacrifice is worth it no 
matter what. 

How has this experience shaped how you’ll 
act in your future medical practice? 
This experience has taught me that just saying 
I’m a student in the community makes me an 
“expert” to some other individuals, reminding 
me that I may need to give a statement of 
opinion on a hot topic from the media at any 
moment. I’ve learned that it’s important to 
remain humble and to stick with what I know 
and to help individuals reason and decipher 
their own meaning.

Students’ Perspectives on a Pandemic 

I t has been 8 unique months of adjustment for Montana WWAMI students both here in Montana and at various regional sites. As the 
Coronavirus spread throughout the country Medical Schools were forced to ask important questions about what their instruction should look 
like. The University of Washington officially pulled all WWAMI students from classes, clinical experiences, and volunteer opportunities in early 

March, but that decision looked, and affected students very differently based on the stage of medical education they were in. For some students it 
meant transitioning to classes online, while for others it included vast sections of time without clinical elective experiences, or delays in taking STEP 
1. For current applicants, the changes have slowed the application process and are requiring students to conduct their interviews online. I sat down 
with several Montana WWAMI students to discuss how the past 8 months have impacted them, and what lessons they will take from this into their 
future practices.

By Cierra Dauenhauer, WWAMI MS2 

MS1s participate in socially distanced 
orientation
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Do you have any additional reflections?
These are tough times for everyone, and I’ve 
learned the power of using “I” versus “We” 
language. Through assuming positive intent 
and sharing how I feel and what emotions 
I’ve experienced has been more beneficial 
than shielding behind a collective attitude 
or opinion, which tends to draw up defense 
mechanisms. I’ve found that if I can tell 
someone I’m concerned, that I care about 
them, and reflect on how their words or 
actions are being perceived by me in an 
empathetic way then I can avoid projecting 
and psychological blaming I would otherwise 
be creating. By doing this I’m able to allow 
someone to validate their own emotional 
response and build a better relationship with 
that individual moving forward. 

Michelle Hiebert, MS4 

Tell Me About Yourself. 
I am from the town of beautiful Butte, 
Montana. I attended Concordia College in 
Moorhead, Minnesota for undergraduate 
schooling and currently attend University 
of Washington for medical school. I am 
applying to OB/Gyn residency this year! 
My future career plans are to practice 
small-town/rural OB/Gyn. My hobbies 
include backpacking, hiking, camping, 
and skiing (very original as a Montanan). 
I am also very involved with my faith 
community and church.

What are the main ways that COVID has 
impacted your life?
As far as medical education goes, the 
COVID crises erupted at the end of my 3rd 
year of medical school and interrupted my 
clinical rotations. This was a very weird and 
anxiety-producing time because, like most 
medical students, I am very in to planning. 
I had planned a “perfect” fourth year with 
great electives in great locations and that all 
came abruptly to a stop and was forfeited. I 
was in a unique and wonderful position as I 
had already done my OB/Gyn sub-internship 
and thus was not held back in my schedule 
for need of a letter of recommendation. But 
it was an abrupt change in plans and learning 
to be flexible in this time of crisis.

In my personal life, the COVID crises 
affected my main sources of de-stressors 
– being with friends and going to church 
gatherings. During the stay-at-home orders 
it was very hard on my extroverted self 

to not be able to see my friends or attend 
my church. This created a lot of fatigue 
and anxiety in my emotional state on top 
of trying to figure out how my medical 
education was going to look from now on.

What are some of the lessons you have 
learned from the pandemic so far?
The biggest and BEST lessons I have 
learned from the pandemic are flexibility 
and adaptability! I typically describe myself 
as an intense planner and very type A, to 
the point of much anxiety if things veer 
from the plan. The pandemic has taught 
me that I need to be flexible with my 
plans and that the world, my future, and 
things important to me will not end if 
plans are changed. Throughout all of this 
medical school requirements, rotations, 
residency applications, and interviews have 
all changed what they will look like. Even 
aside from schooling, my family trips, 
friends’ birthdays, church services, and 
so much more have had to adapt to the 
situation at hand. I have learned to adapt 
along with what is currently going on in 
the world and be able to change as things 

change. This has been very freeing and 
stress-reducing!

How has this experience shaped how you’ll 
act in your future medical practice?
This pandemic experience has helped 
me to understand the need for flexibility 
in my future practice. Things – events, 
miscommunications, tragedies, and 
pandemics – happen sometimes. I will try 
my best to be flexible when these things 
happen to me, my colleagues, and patients. 
I have also particularly noticed the fear 
than many non-medical people (and I guess 
medical people as well) have concerning 
unknowns. COVID was and is still very 
unknown territory and people react quite 
differently to this unknown. Similarly, 
in practice, my patients will face MANY 
unknowns, even if these are known to me 
– pregnancy, losses, cancer diagnoses, etc. I 
hope to be able to give my patients grace to 
face their unknowns how they need to face 
them and also provide guidance to face the 
unknown together with my patients since it 
may be less unknown to me (at least as far 
as the science goes).



12  •  Montana Family Physician

MT DPHHS Updates

T
he 2017 State Health Assessment (SHA) and 2019-2023 State 
Health Improvement Plan (SHIP) were published in February 
2019 following a period of public comment and engagement 

of stakeholder groups across the state. Updates to these documents 
occur every five years. The reports were developed in collaboration 
with the State Health Improvement Coalition, a group of cross-sector 
partners invested in the health of Montanans. A list of participating 
members is available on the A Healthier Montana website at dphhs.
mt.gov/ahealthiermontana.  

The SHA provides a broad overview of the current state of the health 
of Montanans. It uses a variety of sources to cover health issues 
spanning all stages of a person’s life: from birth to death, physical 
health to mental health, and communicable disease to chronic 
disease. The SHIP serves as a multi-year call-to-action to improve 
the health of Montanans, with key priority areas and evidence-based 
strategies to guide progress. 

Copies of the SHA and SHIP are available on the A Healthier 
Montana website. The methodology used in developing these reports 
and the community review processes used to identify the top health 
priority areas for Montana is described in the full reports available on 

the website. The five key priorities for the 2019-2023 SHIP include:

• Behavioral health;
• Chronic disease prevention and self-management;
• Motor vehicle crashes;
• Healthy mothers, babies, and youth; and
• Adverse childhood experiences. 

The SHIP is a tool for everyone to use. As a physician, consider 
reading the SHIP to identify areas where it matches what you are 
seeing in your own community and with your patients. Each section 
offers examples of “clinical strategies” that providers can incorporate 
into their own practice. The health of our communities goes beyond 
health care providers and public health practitioners. This report 
may provide an opportunity to align with other partners in your area 
working to address different facets of the same health needs. This 
collaboration may allow providers to better support the health and 
wellbeing of your patients. Collaboration and alignment at the local 
level will lead to improvements across the state for all Montanans. 

Montana Public Health Training Center

I
n January 2020, the Montana Public Health Training Center (MPHTC) opened its virtual doors, offering a calendar full of training 
opportunities for public health and healthcare professionals throughout the state and region. In partnership with the University of 
Montana MPHTC’s aim is to provide capacity building and professional development opportunities to bolster public health and 

healthcare workforces. Since last summer, the Training Center’s experienced instructors have delivered 13 online training courses, with 
content ranging from public health policy development to a contact tracing certificate course. The trainings delivered are evidence-based 
and consistently updated to meet the current demands and needs of health professionals. COVID-19 has certainly brought new challenges 
to the state, and MPHTC continues to develop trainings to educate, offer insight, and improve resiliency during these trying times. Some 
current trainings offered are Workplace Resilience in the time of COVID-19, Ethical Decision Making, Conflict Resolution and much 
more. The trainings are posted at http://health.umt.edu/mphtc/. We’re all in this together! 

With support from Montana Department of Public Health and Human Services, the Montana Healthcare Foundation, and Rocky 
Mountain Public Health Training Center, MPHTC seeks to strengthen the technical, scientific, managerial, and leadership competencies 
of the current and future public health and healthcare workforces in the state and region. To date, the Training Center has welcomed more 
than 300 attendees to its online webinars, with 16% of those participants returning to attend more than one training. Participants hail 
from state, local and tribal health departments, hospitals, health clinics, and more. The Training Center looks forward to offering in-person 
trainings in the future and are expanding to offer tailored trainings and consulting services., A personalized training can be created to meet 
the needs of an organization if a training is not currently offered. MPHTC is also pleased to offer its expertise in online learning—we’ve 
learned a lot and want to share it! 

The Montana Public Health Training Center has worked with many public health and healthcare organizations around the region already 
and continues to engage with the movers and shakers of the public health and healthcare workforces to strengthen and advance health 
services. As one attendee said “I am so motivated to do my work even more because of all these great resources and learning about others 
across the West.” MPHTC is honored to support these wonderful professionals and help make our communities healthier.

The Montana State Health Assessment and State Health 
Improvement Plan: Why They Matter to Family Physicians
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continued on page 14 >

Focus on Asthma
From the Montana Department of Health and Human Services

National and Local Asthma Resources for Family Physicians

T
he National Asthma Education and Prevention Program 
(NAEPP) EPR-3 guidelines provide recommendations to 
care providers about the routine management of asthma. 

The guidelines are meant to offer tools for providers to help 
manage asthma, with specific recommendations about selecting 
initial therapies, systematically assessing response, and adjusting 
therapies based on the individual response to medications. 
Establishing the diagnosis of asthma primarily rests on a clinical 
symptom history suggestive of airway hyperreactivity that includes 
shortness of breath (SOB), cough, wheezing, or chest tightness 
and objective evidence of reversible airway obstruction based 
on the results of spirometry or methacholine challenge testing. 
The provider may also rely on additional imaging studies and 
pulmonary function testing to rule out other causes of airway 
obstruction. A proactive partnership between the patient and 
provider that identifies the patient’s perception of their asthma 
control and quality of life will enable the development of a 
treatment plan that emphasizes long-term control through 
medications, trigger avoidance, and asthma self-management.

The current NAEPP guidelines rely on a stepwise approach to 
managing asthma symptoms. There are 6 steps, which are based 
on the patient’s asthma severity. The patient’s lung function 
impairments, frequency of exacerbations, and medication use 
determine the assessment of asthma severity. The guideline 
facilitates a stepwise assessment of symptom control achieved 
with a treatment regimen and guides the provider to step up or 
step down their clinical management strategy. The selection of 
a treatment strategy is determined by the persistence of day and 

nighttime symptoms, the frequency of asthma 
exacerbations requiring oral steroids, symptom-
associated activity limitations and the frequency 
of short-acting beta agonists to control symptoms.
Optimal management of asthma involves a 
well-rounded approach that includes mitigating 
contributing factors that precipitate symptoms. 
It is imperative to assess comorbidities, such as 
gastroesophageal reflux disease, allergic rhinitis 
and atopy, sinus disease, sleep apnea, vocal cord 
dysfunction, and obesity, throughout all the steps 
of asthma management. In addition, management 
of environmental exposures and/or triggers, 
tobacco use, and irritants is essential. Asthma 
education and the improvement of patient health 
literacy are key elements to for asthma care. It is 
often challenging for a busy practitioner to review 
proper inhaler technique and provide in depth 
asthma self-management education, but these are 
essential components of disease management. 

Fortunately, there are resources are available 
to help Montana providers improve their 
clinical asthma care and patient education. The 

Montana Asthma Control Program (MACP) offers free and low-
cost continuing education opportunities on the most up to date 
evidence based guidelines and best practices. Annual opportunities 
include the Big Sky Pulmonary Conference, the Certified Asthma 
Educator review course, hosted in conjunction with the Association 
of Asthma Educators, and multiple lunch and learn webinars. 
A learning lending library is available for individuals to access 
study materials for the Asthma Educator Certification (AE-C) 
exam preparation. The MACP also provides grants and technical 
assistance to healthcare organizations interested in asthma focused 
quality improvement.  

In addition to improving clinical care, the Montana Asthma 
Control Program supports health care providers and their patients 
through the administration of the Asthma Home Visiting Program 
(MAP). The MAP has helped over 600 individuals improve their 
asthma control and quality of life since its inception in 2011. 
MAP home visitors work together with primary care providers and 
asthma specialists to help patients gain control of their asthma 
by reinforcing key education, conducting home environmental 
assessments for trigger identification, and identifying and referring 
to community-based services that address the educational, 
environmental, social and cultural needs of patients. Taken together, 
these resources are not replacements for clinic-based services, but 
rather effective tools that support successful and high-quality asthma 
care. Providers can find more information about this program and all 
MACP programs by visiting dphhs.mt.gov/asthma. 



14  •  Montana Family Physician

continued from page 13>

Community Children’s Asthma Clinical Pathways

C
ommunity Children’s at Community Medical Center in 
Missoula has developed simple, evidence-based clinical pathways 
to guide care for common pediatric conditions. Clinical 

pathways can be a base upon which to improve the use of evidence-
based therapies and help standardize care throughout Montana. These 
are free for distribution and can be used by anyone, with attribution.
Pathways are intended only as a guide for providers and staff. No 

pathway can cover every clinical scenario, so they should be adapted to 
specific patients and situations based on clinicians’ professional judgment.

The clinical pathways can be found at https://www.communitychildrens.org/.  
Montana Family Physician will highlight additional pathways in future 
editions, but please go to the website for the most current versions as these 
will be updated regularly.

Pediatric Asthma Pathway - ED

MILD (RS 0-2)

• Prednisone/Prednisolone

2 mg/kg (max 50 mg)

• Albuterol 8 puffs via MDI with 

spacer OR 5 mg neb (2.5 mg for 

<2 yo) 

RESPIRATORY SCORING 0 1 2

SaO2 90-100% On room air On NC O2 < 2 L/min On NC O2 > 2 L/min

Inspiratory breath sounds Normal Abnormal Decreased to absent

Accessory Muscle Use None to mild Moderate Severe

Expiratory Wheezes None Moderate Marked

Alertness (LOC) Normal Depressed or agitated Difficult to arouse

MODERATE (RS 3-4) OR SEVERE (RS > 4)

• Prednisone/Prednisolone 2 mg/kg (max 50 mg)

Nebulized continuous therapy over 1 hour:

• Ipratropium 1.5 mg neb (0.75 mg for <2 yo) PLUS

• Albuterol 10 mg nebulized

If severe:  

• Consider Methylprednisolone 2 mg/kg IV (max 60 mg)

• Consider increasing albuterol to 1 mg/kg/hr (max 40 

mg/hr)

• Consider early pediatric hospitalist or PICU consult

Includes: Patients 1-18 yo with wheezing, respiratory distress, presumed diagnosis of asthma 

Excludes:  Patients with alternate diagnoses such as clinical bronchiolitis (1-2 yo), or medically 

complex kids (chronic lung disease, cardiac disease, immunodeficiency, technology dependent)

Focused assessment, respiratory score, start nasal cannula O2 for SpO2 < 90%

Reevaluation, repeat respiratory score

MILD (RS 0-2)

If initial RS also 0-2: Discharge

with prednisone 2 mg/kg daily x 

5 days

If initial RS >2: Observe for 1-2 

hours  

If worsens: Repeat albuterol 5 

mg neb and give ipratropium 

neb 1.5 mg (0.75 mg for <2 yo), 

call hospitalist for admission

MODERATE (RS 3-4) OR

SEVERE (RS > 4)

Second hour of nebulized 

continuous therapy:

• Albuterol 10-20 mg/hr

Magnesium sulfate IV 50 

mg/kg x 1 (max 2 grams) if 

over 2 years 

Call hospitalist for admission

No need for routine CXR. Obtain if:

- Focal exam

- Failure to improve with therapy

- Concern of Foreign body

Discharge Instruction / 

Teaching:

• PCP follow up within 

48 hours

• Continue to use 

albuterol every 4 

hours until seen by a 

provider

• Trigger avoidance / 

smoking cessation 

• MDI administration -

observed (RT)

• Asthma action plan

• Med teach-back
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Pediatric Asthma Pathway - Inpatient

RESPIRATORY SCORING 0 1 2

SaO2 90-100% On room air On NC O2 < 2 L/min On NC O2 > 2 L/min

Inspiratory breath sounds Normal Abnormal Decreased to absent

Accessory Muscle Use None to mild Moderate Severe

Expiratory Wheezes None Moderate Marked

Alertness (LOC) Normal Depressed or agitated Difficult to arouse

PHASE 1

Albuterol 10-20 mg/hr neb continuous

Evaluate Q1 hour

Advance to Phase 2 for RS  <5

Includes: Patients 1-18 yo with wheezing, respiratory distress, presumed diagnosis of asthma 

Excludes:  Patients with alternate diagnoses such as clinical bronchiolitis (1-2 yo), or medically 

complex kids (chronic lung disease, cardiac disease, immunodeficiency, technology dependent)

Admit from ED/transport – can admit to PHASE 2 if only mild/moderately distressed (RS < 5)

Focused assessment, respiratory score (RS), nasal cannula O2 for SpO2 < 90%

RT/RN to advance phase as follows:

For RS 0-2, advance to next Phase

For RS 2-4, maintain at current phase

For RS >4, step back to previous phase 

and notify MD

For non-pathway patients, phase advance 

must be by physician order.

PICU patients are OFF PATHWAY.

Discharge instruction:

• Continue to use albuterol every 4 hours 

until seen by a provider

Discharge teaching:

• Asthma education and trigger 

avoidance / smoking cessation 

• MDI administration - observed (RT)

• Asthma action plan

• Med teach-back (RN or MD)

• Follow up scheduled within 48 hours (if 

possible)

PHASE 2

Albuterol 8 puffs MDI with spacer Q2 hours

Evaluate Q2 hours

Begin MDI/discharge teaching

PHASE 3

Albuterol 8 puffs MDI with spacer Q4 hours

Evaluate Q4 hours

Do not advance to Phase 4 until off O2

PHASE 4

Albuterol 4 puffs MDI with spacer Q4 hours

Evaluate Q4 hours

Ready for discharge after 2-4 hours in Phase 4

Last updated 6/2020
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PREVALENCE, RISK FACTORS AND 
SCREENING 
Osteoporosis is a common condition with significant mortality. 
Fifty percent of post-menopausal women will have an osteoporotic 
fracture in their lifetime.  15% of those fractures will be hip 
fractures.  Up to 20% of women die within 1 year of a hip fracture 
and up to 50% of women with a hip fracture will end up with long 
term care. 
 
The United States Preventive Task Force (USPTF) recommends 
screening all women over age 65; and younger women with risk 
factors for osteoporosis.  USPTF reports insufficient evidence 
for screening in men.  The National Osteoporosis Foundation 

recommends screening for men over 70.  This recommendation 
is based on an assumption but not on evidence.  The National 
Institute for Clinical Evidence (NICE) from the United Kingdom 
recommends we consider assessment of fracture risk in men over 75.  
In my opinion the approach should be screen all women over age 65 
and think about risk factors for older men and younger women.   

USPTF and other organizations recommend the FRAX tool to 
calculate the 10 year risk of osteoporosis.  If the 10 year risk of 
a fracture in a women younger than 65 is the same as a white 
female 65 or older without other additional risk factors you should 
consider bone mineral density (BMD) assessment.  Dual Energy 
Xray Absorptiomety (DEXA) is the gold standard test for BMD 
assessment.

The 10 year risk of an osteoporotic fracture for a 65 year old white 
female without additional risk factors is 9.3%.

So for women under 65 a calculated risk of  >9.3% warrants 
consideration of a DEXA scan.  

-Please note that when using the FRAX tool online the last variable 
it asks for is the DEXA result.  You can leave this blank and calculate 
the 10 year risk of fracture based on age, BMI, sex and risk factors.  

SECONDARY OSTEOPOROSIS

A significant portion (30% women, 50% men) of osteoporotic 
fractures can be attributed to a secondary cause. Several 
medications including PPIs, SSRIS, TZDs, tamoxifen, 
methotrexate, steroids and some seizure meds are known to 
weaken the bone matrix.  Numerous chronic diseases affect the 
bone structure and strength including poorly controlled thyroid 
disease, DM1, COPD, disorders of absorption such as celiac 

Elizabeth Paddock MD, FAAFP
Clinical Associate Professor of Medicine
Family Medicine Residency of Western Montana/
University of Montana 

Osteoporosis: 
A Review of the Evidence

Key Points for Practice:  

• Osteoporotic fractures are frequent. There is a high rate of morbidity and mortality around hip fracture:  Up to 20% of women die within 
1 year, over 50% of women will end up with long term care.  

• USPTF recommends screening for osteoporosis in women 65 or older, and in younger women whose fracture risk is the same as or greater 
than that of a 65 year old while women who has no additional risk factors.    There is insufficient evidence to recommend screening in men.  
The 10 year risk of fracture in healthy white women with no additional risk factors at age 65 is 9.3%.  

• The FRAX tool (https://www.sheffield.ac.uk/FRAX/tool.aspx) is the recommended tool to calculate the 10 year risk of fracture.  
• Non-pharmacologic therapy to reduce the fracture risk includes limiting alcohol to less than 2 per day, smoking cessation, weight bearing 

and resistance strength training exercise, fall prevention, hip protectors and limiting caffeine to less than 2.5 units per day.  
• There is conflicting evidence on Vitamin D. At this point no apparent evidence of benefit.  Calcium likely harmful except perhaps in a 

calcium deficient diet.  
• DEXA is the gold standard for diagnosis of osteoporosis.  Osteoporosis is defined as T score more than - 2.5 standard deviations from a 

comparison bone mineral density to young females.  
• Best evidence for benefit of treatment is in:  1. Women with a T score less than -2.5.  2.  Women with a history of hip or vertebral fractures. 
• Alendronate has the best evidence for treatment.  Side effects are exceedingly rare.  
• Osteoporotic women should be treated for 5 years.  Longer duration of treatment seems to have minimal benefit and increased harms.  
• Do not monitor bone density while on treatment.  

Table 1: Risk Factors for Osteoporosis

• Having had a prior fracture without trauma

• Low body weight

• Tobacco use

• Drinking >3 alcoholic drinks per day

• Early menopause

• Starting or taking long term (>3 months) glucocorticoids

• A family history of spine or hip fractures.  

• An incidental finding of osteopenia on xrays

• Rheumatoid arthritis

Table 1 lists the most common risk factors for  osteoporosis
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disease, history of gastric bypass, IBD and other disease states 
such as end stage liver disease, alcohol use, CKD and autoimmune 
disorders.   The FRAX tool attempts to consider some secondary 
causes of osteoporosis but it is not able to account for intermittent 
steroid use, degree of tobacco exposure or many medications that 
are associated with osteoporosis.  FRAX is a really good tool but it 
is not able to consider every clinical situation and you may need to 
use your own clinical judgement in the risk calculation.  

PREVENTION  
Table 2 lists some non-pharmacologic therapies to reduce Fracture risk.  
You will notice that Vitamin D and Calcium supplementation are 
not included on this list - this is because there is lots of conflicting 
evidence.  The American College of Physicians (ACP) 2018 
guideline found that “the overall effect of calcium or Vitamin D 
on fracture risk is uncertain” (Moderate quality evidence).  My 
recommendation here is to encourage a healthy balanced diet 
that includes foods with calcium and vitamin D; as well as some 
sunlight exposure.  For patients at risk of or with known vitamin D 
deficiency supplementing does not seem to have harms aside from 
cost.  Calcium supplementation increases the risk of heart attacks 
and may increase the risk of stroke so only those with a calcium 
deficient diet might benefit from supplementation.   

You can easily screen for falls risk in your office via two 
mechanisms: the first is using the get up and go test; the second is 
simply asking about number of falls in the past year.  A referral to 
physical therapy can help with gait and balance with the goal of 
reducing fall risk.  

DIAGNOSIS 
Dual Energy Xray Absorptiometry (DEXA) is the gold standard 
for diagnosing osteoporosis.  It is an accurate tool for the diagnosis 

of osteoporosis and is considered an accurate estimator of fracture 
risk—there is no evidence from RCTs actually demonstrating a 
benefit of fracture reduction when used for treatment decision 
making.  DEXA uses a very small amount of radiation (less than 
1/10 the dose of a chest xray).   
 
A DEXA scan provides you with T and Z scores which compare 
your patient’s bone mineral density (BMD) to a control population 
using standard deviations.  The T score compares your patient to 
a young adult of the same gender; the Z score compares adults of 
the same age and gender.  The T score is what is used to diagnosis 
osteopenia and osteoporosis.   
 
The World Health Organization (WHO) defines osteoporosis as 
a T score less than or equal to -2.5 SD.  Osteopenia is a T score 
between -1 and -2.5.  In addition the WHO defines a fragility 
fracture in the setting of osteopenia as osteoporosis.  A fragility 
fracture is any fracture that results from a fall from standing height 
or less.  These most commonly occur at the hip, spine and wrist. 
 
The best data for predicting a fracture seems to be in those with low 
T scores or a personal history of hip or vertebral fractures.  

TREATMENT 
Randomized control trials have shown benefit of treatment in only 
two groups:  post-menopausal women with a T score of less than 
-2.5 or post-menopausal women with a history of hip or vertebral 
fractures.  ACP and Essential Evidence Plus recommend that 
anyone with a T score of less than -2.5 or anyone with a fragility 
fracture warrants consideration of treatment.  You will see other 
guidelines recommending treatment for patients with osteopenia 
and risk factors.  My assessment is that the majority of the time you 
would just treat in the two groups referenced above, but know that 
there are going to be some special circumstances where you might 
consider treatment outside of this.  

Essentials of treatment
-Alendronate (Fosamax), Risedronate (Actonel), Zoledronic acid 

(Reclast) and Denosumab (Prolia) reduce the risk of hip, vertebral 
and non-vertebral fractures.   For most alendronate should be used 
first line.  Oral bisphosphonates are the best studied, are effective, 
have limited side effects and are inexpensive.  

-For most treatment should continue for 5 years.  There is no 
evidence to support monitoring BMD during treatment.  -Do not 
use hormone replacement therapy or Reloxifene (Evista) for the 
treatment of osteoporosis.  

• Oral Bisphosphonates: Alendronate has the best 
evidence.  A Cochrane review of 11 studies showed 
alendronate prevents hip (ARR 1%), vertebral (ARR 6%) 
and non-vertebral fractures (ARR 2%).  Both ACP and 
the American Academy of Family Physicians (AAFP) 
recommend alendronate as first line.  The NNT.com is a 
website that very conservatively reviews evidence.  They do 
view bisphosphonates favorably finding that 1 in 20 
had vertebral fractures prevented, 1 in a 100 had hip 

Table 2.  Therapy to Reduce Fracture Risk

Limit alcohol to no more than 2 per day

Smoking cessation

Exercise: weight bearing and resistance strength training

Fall Prevention

Hip Protectors

Limit caffeine to less than 2.5 cups per day

continued on page 18>
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fractures prevented and a very small number were harmed. 
USPTF also finds the risks of oral bisphosphonates low.  
The serious side effects of oral bisphosphonates are very 
rare.  Osteonecrosis of the jaw is primarily associated with 
high dose IV formulations.  Atypical femur fractures also 
are uncommon and seem to be associated with longer 
duration of therapy. Using oral formulations for 5 years 
or less has almost no risk.  It is important to counsel your 
patients on how to take these meds:  Ideally they take it in 
the morning, 30 minutes before eating or drinking with 
a full glass of water and they should stay upright for 30 
minutes after taking.  If they do these 3 things they are 
unlikely to have GI side effects.  

• Denosumab:  This is a human monoclonal antibody that 
inhibits osteoclast mediated bone resorption.  A 2019 RCT 
found that denosumab is no better than bisphosphonates 
for treating osteoporosis and the cost is much higher.  1 
in 56 had vertebral fractures prevented and 1 in 200 had 
hip fractures prevented. Denosumab is associated with 
an increased risk of infection.  The NNT.com finds that 
denosumab has unclear benefit and more research is 
needed. Most guidelines recommend saving it for people 
who do not tolerate oral bisphosphonates.  

• Teriparatide and abaloparatide: (Forteo and Tymlos).  
Teriparatide is a recombinant parathyroid hormone, 
abaloparatide is a similar more recently approved 
parathyroid hormone-related protein analog. There is 
limited data on these medications. Teriparatide seems to 
prevent vertebral and non-vertebral fractures in very high 
risk women with prior fractures. Evidence suggests 1 in 11 
had vertebral fractures prevented, and 1 in 34 had non-
vertebral fractures over 21 months in high risk women.  
NICE recommends considering teraparatide only in women 
with a prior fracture whose BMD has fallen even with 
bisphosphonates.  The American Association of Clinical 
Endocrinologists (AACE) recommends using in patients 
with very high fracture risk or those whom bisphosphonate 
therapy has failed. These meds are used for 18 months and 
then the patient is switched over to an oral bisphosphonate.  

Duration of treatment: 
For the majority of women with osteoporosis you should 
plan treatment for 5 years.  There are minimal benefits and 
increasing harms when used longer than 5 years.  

Monitoring of BMD: 
Do not monitor bone density while patients are on 
treatment.  Current evidence does not show any benefit 
for BMD monitoring during treatment.  There is moderate 
quality evidence that shows that women treated with anti-
resorptive therapy benefited from reduced fractures with 
treatment, even if there was no increased in BMD or if 
BMD decreased. If a patient has a low risk of fracture that 
is unlikely to change over the next 15 years and you do not 
need to continue to monitor BMD.  

FINAL CONCLUSIONS

• All women 65 years old and older should be screened for 
osteoporosis with DEXA.  

• Fragility fractures are caused by osteoporosis and we should 
consider treatment in these patients. 

• Encourage lifestyle changes including smoking cessation, 
limiting alcohol to less than 2 drinks per day, incorporation 
of weight bearing and resistance training exercise, review 
med lists and if possible remove meds associated with 
secondary osteoporosis.  

• Oral Bisphosphonates should be used as first line 
pharmacological therapy.

• Consider denosumab or teraparatide for women who can’t 
tolerate bisphosphonates.  These are much more expensive, 
have less data and more potential side effects.  

• Treatment should be for 5 years.
• Do not monitor BMD during treatment.
• For more complicated cases, consult endocrinology.  

ACP 2018 GUIDELINE RECOMMENDATIONS 
(Endorsed by the AAFP)

 ❍ Offer treatment with alendronate, risedronate, zoledronic 
acid or denosumab to reduce the risk for hip and vertebral 
fractures in women who have known osteoarthritis.   
(Strong evidence)

 ❍ Treat osteoporotic women with pharmacologic therapy for 
5 years (Weak evidence)

 ❍ Offer treatment with bisphosphonates to reduce the risk for 
vertebral fracture in men who have clinically recognized 
osteoporosis (Weak evidence)

 ❍ Do not monitor BMD during the 5 year treatment window 
for osteoporosis in women.  (Weak evidence)

 ❍ Do not use HRT or raloxifene for the treatment of 
osteoporosis in women (Strong evidence)

 ❍ Make the decision to treat osteoporotic women >65 who 
are at high risk for fracture based on discussion of patient 
preferences, fracture risk profile and benefits, harms and 
costs of medications (Weak evidence).  
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American Academy of Family Physicians Foundation

To honor Dr. Salisbury’s legacy, a memorial fund has been 

established through the AAFP Foundation. To make a donation in 

his honor, please visit  https://www.aafpfoundation.org/donate/

html and select the “Dennis Salisbury Fund” from the designation 

drop down menu. Thank you for considering this token of 

remembrance and celebration of our dear friend and colleague.
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COVID-Myocarditis in Student Athletes

By Laurie Carter, MD, Pediatric Hospitalist and Joshua Sticka, MD, Pediatric Cardiologist



Montana Family Physician  •  21



22  •  Montana Family Physician

*Please be aware that these guidance documents are based on best available scientific evidence and expert opinion, which are ever 
changing. No specific national guidelines exist. Health care providers should apply these recommendations at their own discretion. These 
guidance documents may continue to be updated on the MT AAP website.

Return to Play Recommendations for Adolescent Athletes

(Letter to Physicians, Coaches, Athletic Directors, and Parents of Montana Athletes:)

Summary:

The following recommendations were created based on expert opinion from Montana pediatric cardiologists and available 
national guidelines from the American Academy of Pediatrics and American College of Cardiology.

• Athletes or participants who exhibit any signs or symptoms of COVID-19 should be held out of ALL practices, games, and 
events.

• They should seek the advice of their healthcare provider and/or public health for recommendations on testing, isolation, and 
return-to-play.

• Following MHSA guidelines, all athletes with a positive test should have an evaluation by a licensed healthcare 
provider for new symptoms of dyspnea, chest pain, palpitations, or dizziness/syncope.

• National and local pediatric cardiologists also recommend the following:

 ¾ Asymptomatic: The athlete should not return to sports until 14 days after receiving their test results and be evaluated by 
a healthcare provider.

 ¾ Mild illness (no fever and symptoms lasting less than 3 days): The athlete should not return to sports until 14 days after 
their COVID-19 symptoms have resolved AND have a normal EKG before return.

 ¾ Moderate illness (prolonged fevers lasting more than 3 days, bedrest but no hospitalization or abnormal cardiac testing): 
The athlete should not return to sports until 14 days after their COVID-19 symptoms have resolved AND a referral to 
a pediatric cardiologist for further evaluation should be done before return.

 ¾ Severe illness (hospitalization, abnormal cardiac testing, Multisystem Inflammatory Syndrome in Children (MIS-C)): 
The athlete should not return to sports until they have complete cardiac testing done and be cleared by a pediatric 
cardiologist. Some of these patients may require a 3-6 month restriction from sports due to concern for heart 
inflammation (myocarditis).

COVID-19 Return to Play Form

https://www.mtpeds.org/covid-19-resources/

Montana Chapter of the American Academy 
of Pediatrics COVID-19 Resources*
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Billings Clinic is nationally 

recognized for clinical 

excellence. Since you are a 

Montana family physician,  

you already know about our 

friendly communities, great 

schools, exciting outdoor 

recreation and fabulous family 

activities. This is home.

Contact: Jessica Ott, Billings Clinic Physician Recruitment

E-mail: physicianrecruiter@billingsclinic.org

billingsclinic.com/physicianopportunities

Family Medicine &  
Urgent Care 
Opportunities
Practice Family Medicine or Urgent Care Medicine at one of  

our beautiful Montana locations! We are seeking BE/BC family 

medicine physicians to join our multi-specialty group practice. 

Montana’s largest health system offers a collegial network of 

regional physicians and strong specialty support. 

Stipend and generous loan repayment

Physician-Led 
Medicine in Montana 

• Leadership & teaching 
opportunities

• Integrated Electronic  
Health Record

• Our health system provides 
vital rural support, including: 
- Virtual care 
- Specialty outreach clinics 
- Telemedicine 

• On-site lab and X-ray 

• Magnet® Certified 
Nursing facilities

• Mayo Clinic Care 
Network provides 
clinical resources and 
direct access to Mayo 
Clinic specialists
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GFCLINIC.COM | LIFE TAKES GREAT CARE

If you’d like to balance working in a busy, forward-thinking 
clinic while playing in a recreational paradise,
contact Samantha at 406-771-3107
or email Samantha.Shinaberger@gfclinic.com.

The Great Falls Clinic is a progressive, physician-led healthcare 
leader, and we think living a good life is just as important as 
building a career. Our comprehensive care facilities are located 
in and around Great Falls, Montana—an exceptionally safe, 
affordable town surrounded by three mountain ranges.

• CME allowance
• Generous PTO plans
• Quick access to supporting specialists, 

in-house diagnostics, and emergent care

• Competitive wages, bonuses 

and benefits
• Student loan repayment options
• Residency stipends

The Great Falls Clinic is seeking providers in a variety of 
specialties to join a robust, respected and successful 

team in a multi-specialty group practice.

you live .
thriving  where

WHAT MAT TERS IS:


