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Editorial

14301 FNB Parkway, Suite 207  |  Omaha, Nebraska  |  fostergrp.com/sdsma
PLEASE SEE IMPORTANT DISCLOSURE INFORMATION at https://www.fostergrp.com/disclosures. A copy of our written disclosure 
Brochure as set forth on Part 2A of Form ADV is available at www.fostergrp.com. ©2025 Foster Group, Inc. All Rights Reserved. 

Interested in more 
content on the latest 
current events? 
Check out our Financial 
Perspectives and sign 
up for our eNewsletter.

We continually hear that women are statistically 
likely to live longer than men. The CDC reports that 
the average life expectancy for males is 74.8 years 
and 80.2 years for women. If you have already 
reached age 65, the numbers go up to 84 and 87 
years, respectively. If you are a woman, you may 

there are a few things you can think about.

When you are working and saving money, 
it is important to take enough risk with your 

are more conservative about your investment 
approach, not taking any risk in your portfolio 
can be the same as losing money, because your 
dollars buy less and less overtime. It is important 
to talk with your advisor about how much risk you 

have a longer life expectancy, it may be worth 
being a little more aggressive in our investing.

If you are part of a couple, there could be a 
pension or income stream that is only distributed 
to one spouse. It may be wise to consider adding 
the joint life option when you are making your 
pension selections so that both spouses are 
provided for if the spouse that owns the pension 

received each month may be less, but the 
ongoing distributions can be invaluable in the 
event of an early death. Another option to provide 
for a spouse is life insurance. Keep in mind that 
if both spouses are receiving social security 
income, the amount will be decreased when one 
spouse dies.

We often see one spouse in a couple take the 

advisor, tax professional, and any other members 
of the team. It can be stressful to lose your 
spouse and then have to form new relationships 
with the team at the same time. Both spouses 
need to know the team, so either of you are ready 
if your spouse predeceases you.

Having a solid estate plan is important no matter 

attorney to make sure they have an up-to-date 
will. Some people will also choose to create a 

and healthcare. These documents help ensure 
your assets go where you want and determine 
who will make decisions if you are no longer able.

$23,201 to $92,300 in the 12% bracket. A single 
person in the 12% bracket can only have income 
of $11,601 to $47,150. This can be a surprise to 

The important thing in all of this is that no matter 
what your age, gender, or tax bracket, you should 

advisor who is there to guide and give you the 
best possible advice. If we as women do end up 

a more complete picture of 
wealth by getting to know our 
clients and understanding what 
drives them.
Sources:
https://www.cdc.gov/nchs/fastats/life-
expectancy.htm
https://www.ssa.gov/history/lifeexpect.
html
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Editorial

Welcome to January! By the time that you read this 
the Holidazzle will have faded, the decorations 
will have been stowed, the gathering of friends 

and family will have become fond memories, and you will 
have settled into a predictable rhythm again. Notice I did 
not mention that life would slow down. Because I am sure, 
no matter how much we would like it to, it won’t. I always 
chuckle slightly when my friends in the academic world ask 
if the pace slows down for holidays, or the summer, like it 
does on a traditional college campus, because as we know, 
medical education never rests. 

For those of us at USD SSOM the beginning of the year 
brings its own challenges. Our students are either finishing 
their preclinical work, taking STEP 1, and preparing to move 
to a new phase of their education in a new and sometimes 
distant location, or finishing their clinical rotations and 
preparing to take STEP 2 and start the residency interview 
process. In this time, I am blessed to have many conversations 
with our students, some relating that they feel they are facing 
impossible odds, and the one thing I stress over and over is 
that it is all about your attitude. If you take a positive attitude 
to a situation the outcome will assuredly be better. As the 
late, great, Audrey Hepburn once said, “nothing is impossible 
for the word itself say’s I’m possible.”

Often, upon reflection of these conversations, I find myself 
thinking I should take my own advice more often. Like 
many of you, my year never stops, between faculty issues 
and governance and my role in student support my attitude 
dips into the less than happy category sometimes. I imagine 
it is the same for many of you. Between your practice, the 
committee work you may have for your system, some may 
have research, let alone a personal life, things are hectic. Now 
you must deal with a student as well, I know it’s a lot. At 
times, our attitudes may become somewhat gloomy, but like 
I tell the students, our attitude affects everything around 
us. Especially the students and their learning. The AMA 
reminds us that an attending physician’s attitude can have 
a significant impact on a medical student’s learning, with a 
positive attitude fostering engagement, motivation, and 

knowledge retention, while a negative attitude can lead to 
decreased learning, stress, and potentially a negative impact 
on the student’s future practice due to decreased confidence 
and willingness to ask questions. The trick is to find out why 
you are feeling like you are and set about ways to adjust it 
for the benefit of both you and the student. A moment of 
self-reflection is often helpful. Identify what you are feeling 
and more importantly why you are feeling the way you are. 
Identifying this emotion will help you eventually figure out 
how to address the action you need to take to help adjust that 
emotion ( If this idea piques your interest be sure to check 
out the SSOM’s YouTube page. The Pediatric Department 
has had a great series on emotional intelligence that deals 
with this topic).  As I have started doing this, I realize that 
often I am reacting poorly simply because I feel overwhelmed. 
To help alleviate this feeling I take a few simple steps when 
working with students. First, set small achievable goals. This 
is a process that we use with students and faculty alike. By 
achieving small goals, you can build some positive traction 
on what you are trying to accomplish. Second, connect with 
the student that interacts with you. Take time to understand 
them, their interests and background. This will allow you 
to tailor your teaching to what they need and make it less 
onerous for you. And finally, engage in some self-care with 
your students. Let them know how you manage stress, and 
what you enjoy about your career. This will help students 
identify with you and may make your interactions better. 

Will these steps help make the days less busy and help you 
overcome all your challenges? The honest answer is no, but 
at the very least it will make your day more enjoyable and 
give you a chance to enjoy some of the time in a sometimes-
chaotic life. As one of my favorite British literary characters 
“The Doctor” once said “We are all just stories in the end, 
just make it a good one eh? 

New Year, New Attitude
Jason J. Kemnitz, EdD
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About the Author:
Jason J. Kemnitz, EdD, Associate Dean, Academic Development and Faculty Affairs; Assistant Professor, 
Family Medicine, University of South Dakota Sanford School of Medicine, Sioux Falls, South Dakota.
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ENCOMPASS HEALTH REHABILITATION 
HOSPITAL OF SIOUX FALLS

Encompass Health Rehabilitation Hospital of Sioux Falls is a 40-
bed inpatient freestanding rehabilitation hospital that offers com-
prehensive inpatient physical rehabilitation services. Patients are 
post-acute with complex diagnoses such as CVA, critical illness,  
orthopedic surgery, and debility. Our hospital provides a wide 
range of physical rehabilitation services, physicians and therapist, 
and most innovative equipment and rehabilitation technology, 
ensuring that all patients have access to the highest quality care.

OPPORTUNITY HIGHLIGHTS
We are looking for a full/part time Associate Medical Director 
leader interested in building a practice and growing in the Sioux 
Falls community and area. The physician will serve as an  
important and visible leader in the hospital. This opportunity  
has a great financial package available including income  
guarantee, signing advance, and full relocation.
•	 Medical Director stipend paid monthly with estimated yearly  
	 earnings of up to $100k
•	 Patient revenue earnings of $300k
•	 Flexible schedule

Contact Info: Kristina Schroder, CEO
Kristina.Schroder@EncompassHealth.com
605-305-5600
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President’s Comments

Caring for Vulnerable Populations 
Jen Tinguely, MD, MPH 
President, South Dakota State Medical Association

Last week I received a letter from a specialty clinic here 
in Sioux Falls making me aware that they were stopping 
their care of a 12-year-old type I diabetic patient 

because he had no-showed too many appointments and was 
non-compliant with the plan of care that had been laid out 
for him. I was simultaneously heartbroken and furious when 
I read the letter, but I suppose I was also grateful they let me 
know that they were stopping their care for him. This allowed 
my team at Falls Community Health to get in touch with the 
family and get the patient scheduled with me for ongoing 
care, because a type I diabetic needs to continue receiving 
prescriptions for insulin and testing supplies in order to 
maintain life. We were able to reach the family and see him. 
Yes, his A1C is above 11, but does that mean I should stop 
caring for him? I couldn’t fathom doing such a thing and our 
medical clinic would never “fire” a patient for no-showing too 
many appointments. This is the inherent challenge of being a 
safety net provider. We do not get to pick and choose which 
patients we want to care for, and we must create scheduling 
templates that take into consideration the more than 25% 
no-show rate that our patients leave us with. 

The high no-show rate in our clinic is reflective of the fact 
that we provide care for some of the most marginalized 
and vulnerable populations in the community. The word 
“vulnerable” comes from the Latin word for wounded 
(“vulnus” means “wound”).  Kevin Grumbach, MD, professor 
of family and community medicine at UCSF, and colleagues 
write that, “in a sense, medically vulnerable populations are 
those that are wounded by social forces placing them at a 
disadvantage for their health.” It is easy to say that my young 
diabetic patient is at a disadvantage for his own health. First, 
he relies on his family for transportation to appointments, 
so his no-shows are out of his control. Second, his parents 
work overnight shifts, which means daytime appointments 
are often difficult and must be strategically scheduled. Third, 
his family recently immigrated to the United States and 
English is not their first language. All these factors pile up, 
which means that we, as a clinic, must work harder to help 
him achieve better health. I have worked in this type of clinic 

environment for long enough to know that the hard work is 
worth it. I’ve been here before with patients like him, and 
I anticipate with glee the eye roll I’ll get from this pre-teen 
patient when I reach out for a fist bump when his A1C drops 
below 10 (because we all have to start with practical goals)!      

All clinicians will interact with vulnerable populations, and it 
cannot be ignored that these populations often have staggering 
health disparities when compared to a “non-vulnerable” 
population. Some of these vulnerable populations include 
low socio-economic status individuals, racial and ethnic 
minorities, immigrants, women, LGBT individuals, people 
with disabilities (including mental health and substance 
use disorders), incarcerated individuals and rural. Many 
of these groupings overlap — ethnic and racial minorities 
are more likely to be poor, incarcerated populations have 
staggeringly high rates of mental health disorders and are also 
disproportionately non-White. The data on incarceration 
rates within the United States is deplorable, with a rate of 
380/100,000 White persons compared to 2,207/100,000 
Black persons. While we, as physicians, cannot fix the justice 
system, we can provide competent and compassionate care 
to incarcerated individuals when given the chance. We must 
also be aware that Black people have much higher rates of 
diabetes, hypertension and heart disease than other groups.  

I think living in South Dakota, we are all aware of the health 
disparities that exist among our Native American residents. 
We know of their high rates of diabetes and chronic kidney 
disease, but we should all pay closer attention to the mental 
health crisis that is unfolding on our reservations. Each one 
of us, no matter our specialty, has an opportunity to make 
a positive impact for patients who fall into one of many 
vulnerable populations mentioned earlier. And, as for my 
12-year-old refugee patient with diabetes, this family practice 
trained physician now gets to practice being the pediatric 
endocrinologist. I’m very confident that I’ll find joy and 
satisfaction in doing just that.
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State of South Dakota’s Child: 2024
Ann L. Wilson, PhD; Tyler A. Hemmingson, MPH; and Brad Randall, MD

Abstract
There was a slight decrease (n=23) in the 11,170 live births  in South Dakota between 2022 and 2023 with the 
state’s birth rate falling to its lowest rate (12.2 per 1,000 population) in its recorded history. The state’s percentage 
of American Indian, Black and Other (AIBO) live born infants is declining and currently comprises 21% (down 
from 25% in 2017) of the 2023 birth cohort with American Indians decreasing in their respective contribution to 
it as diversity of newborns is increasing. Though lower than observed nationally, the state’s newborns with birth 
weights of 1,500 to 2,499 grams are also increasing. In 2023, AIBO, compared to White newborns, have a higher 
percent of very low birth weight (2% vs 1%) and mid low birth weight (7% vs 6%). First trimester prenatal care is 
used by over 80% of White pregnant women but only 53% of AIBO pregnant women for whom 8% received no 
prenatal care. In 2023, there was a decrease in the state’s infant mortality rate from 7.8 to 6.4 (deaths per 1,000 
live births 0 to 364 days of life) with declines noted in both the neonatal (0 to 27days of life) and the post neonatal 
(28-364 days of life) period. Between the years 2019-2023, the state’s rates of death for AIBO infants in the neonatal 
and post neonatal periods were significantly higher (p<-01) than these rates for White infants. Contributing to this 
observation are higher AIBO than White rates (p<0.01) of infant deaths for perinatal causes, congenital anomalies, 
sudden unexpected infant death (SUID). The racial disparity in infant mortality has recently become more apparent, 
especially in the post neonatal period when SUIDs are the leading cause of death.

Warmest greetings I share with you as I hope our new year will be healthy, gratifying, and happy for you and your families.  

Each year the January edition of South Dakota Medicine includes this article that describes the births and sad deaths of the 
infants that arrived in our state the previous year. This year’s report shares the good news that our 2023 infant mortality rate 
declined from the previous year but remains higher than that of the nation. Further, the report highlights racial disparities. These 
are challenging issues that require determined efforts to assure a strong future for us all.

I thank you always for your dedicated care for the health of our communities. Let’s move forward this new year with continued 
dedication to providing the best start for our youngest and precious citizens!

Tim Ridgway, MD, MACP, FASGE

Dean, University of South Dakota Sanford School of Medicine

Vice President for Health Affairs

This annual report provides a review of data on South 
Dakota’s births and deaths of infants and compares outcomes 
within the state and with the nation. This information is 
provided to understand needs that could be addressed to 
prevent the loss of life during the first year of a family’s 
journey into the future. 

Natality

The year 2023 brought 11,170 live born new babies to the 

state of South Dakota.1  Figure 1 shows that this number is 
slightly less (n=23) than the number of newborns arriving 
in the state the previous year. Quite apparent in this same 
figure, however, is the nearly 10% (9.8%) decline in South 
Dakota’s live births between 2015 and 2023.

South Dakota’s decline in births accompanies national trends 
that are receiving considerable attention. In May 2024, the 
White House released a report on the macroeconomic 
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figure shows that 71% of all mothers who delivered a live 
newborn this year were White and non-Hispanic, while 
29% were of other racial backgrounds. American Indians 
comprise the largest segment of non-White newborns and 
12% of all 2023 births. Figure 3 also contrasts the racial 
backgrounds of the 2023 birth cohort with its distribution 
for the total population of all ages in the state as a whole. 
Noted in this figure is how the most recent 2023 cohort 
of White newborns is approximately 10% smaller than the 
White composition of the state’s entire population (71% vs 
79%). Alternately, the percents of the state’s Hispanic and 
American Indian newborns are slightly larger than what is 
observed in the state’s total population.1,4

Figure 4 allows an understanding of the shifting contribution 
of what is referred to in this article as the American Indian, 
Black, and Other population (AIBO). To enable use of 
longitudinal data, Hispanics are included as part of the 
White population. As differentiation of state and national 
data for these two groups (Whites and Hispanics) has only 
recently begun, they are combined throughout this article so 
that there may be consistency in the longitudinal trends that 
are plotted in the figures that follow.   

Specifically, Figure 4 shows that the AIBO contribution to 

Figure 2. Birth rates, South Dakota and United States, 1910-2023.

Figure 1. Total births, South Dakota,1960-2023.

implications of the nation’s fertility rate (births per 1,000 
women ages 15-44) in 2023 that declined to its lowest level 
(56.0) in recorded history.2 Figure 2 compares the South 
Dakota’s 2023 birth rate of 12.2  (births per 1,000 population) 
with the 2022 rate of 11 for the nation.1,3  Apparent in this 
figure is that South Dakota has recorded in 2023 its lowest 
birth rate to date.  Nonetheless, as noted, the state’s birth 
rate remains slightly higher than the national rate.   Further, 
the most recent national data available (2022) show that the 
state’s fertility rate (66.5) was the highest reported for any 
state in the country. Yet, in 2023, provisional data show that 
it declined to 65.5 with racial variation noted (60.9 White; 
85.7 American Indian; 86.5 Hispanic and 72.2 Black).1

A look beyond the absolute annual numbers and their rates 
provides a view of dimensions of the recent birth cohort 
that contribute to an understanding of social determinants 
affecting perinatal outcomes.  Data on the geography of 
births provide one such view that shows how approaching 
half (47%) of all newborns are residents of two West River 
neighboring counties (Pennington and Lawrence) and two 
East River neighboring counties (Minnehaha and Lincoln).1  
Another social variable is race and Figure 3 presents these 
data for mothers of South Dakota’s 2023 newborns.  This 
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all births in South Dakota and the United States is declining 
– especially in South Dakota. At its peak in 2017, a quarter 
of all the state’s births were AIBO compared to 21% of all 
births in 2023.1,3  Accompanying this recent downward trend 
has been the decreasing respective contribution of American 
Indians to all of South Dakota’s AIBO newborns. Currently, 
58% of AIBO newborns are American Indian while this was 
true of 87% of AIBO state live births in 2020. 

Weight at birth is related to mortality and morbidity during 
the first year of life. Data on this parameter are used to assess 
the outcomes of pregnancy. Figure 5 shows the parallel 
increasing trends in the percentages of low birth weight 

(LBW=less than 2,500 grams) for both South Dakota’s and 
the nation’s newborns. Also apparent in Figure 5 is how 
LBW is lower in the state (7.2%) compared to 9% of all live 
births in the national birth cohort.1,3

Figure 6 helps to clarify trends in LBW. Data in this figure 
show that the very low birth weight cohort (VLBW = < 1,500 
grams), both for the country as a whole and for South Dakota, 
has often accounted for slightly more than one percent of all 
births. Alternately, the percent of all births that are mid low 
birth weight (MLBW=1,500-2,499 grams) is increasing and it 
is this group of newborns that is contributing to the increase 
in the LBW birth cohort. Specific to the state’s perinatal 

Figure 4. AIBO and American Indian newborns, South Dakota, 1980-2022.

Figure 5. Low birth weight, United States and South Dakota, 1965-2023.

Figure 3. Racial background of total population and newborns, South Dakota, 2023.
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More signs of potential suicide can be 

found at Avera.org/AskTheQuestion.
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Teens thinking 
about suicide may 
not know how to 
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outcome are the 2023 data in Figure 6 showing the slight 
increase in VLBW but a decrease in its MLBW cohort. This 
increase in the 2023 VLBW cohort was observed among 
both the White and the AIBO populations of the state’s 
newborns.1

A subset of the VLBW cohort that varies from year to year 
and impacts infant mortality are those newborns with weights 
less than 500 grams, few of whom are likely to survive. Figure 
7 shows that in 2023, 8% (n=9) of all newborns in the state 
were among this weight cohort, a decrease from the previous 
year when there were 18 births in this cohort.1

Figure 8 provides a look at racial variation in the state’s 

total births of VLBW and MLBW newborns.  This figure 
shows that over time the AIBO newborns are more likely 
than Whites to be both VLBW and MLBW. This disparity 
has become more apparent in recent years especially in the 
MLBW cohort of newborns.1 

Prenatal care is fundamental for optimal outcomes of 
pregnancy and its use is monitored to measure achievement 
of health goals for the nation. The federal “Healthy People 
2030 Goal” for prenatal care beginning in the first trimester 
is 80.5% for pregnant women with the national status of 
achievement of this goal declared to be “getting worse.”5  
Nationwide, in 2018, 76.4% of pregnant women received 

Figure 7. Percent of all VLBW births <500 g, South Dakota and United States, 2000-2023.

Figure 8. Very low birth weight (VLBW), mid low birth weight (MLBW), White and AIBO live births, South Dakota, 1965-2022.

Figure 6. Percent of  all births, mid low birth weight (1,500-2,499 grams), very low birth weight (0-1,499 grams), 
South Dakota and United States, 1965-2023.
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care in the first trimester of pregnancy decreasing to 75.9% in 
2022. Alternately, Figure 9 shows that 82% of South Dakota’s 
White pregnant women have already achieved this national 
2030 goal.1  A different picture, however, emerges as data 
for the state’s AIBO population are examined. Only 53% of 
these pregnant women are currently receiving prenatal care 
in the first trimester. Most concerning in Figure 9 is the 
finding that 8% of the state’s AIBO population of pregnant 
women received no prenatal care in 2023. This percent has 
gradually increased from 2.7% in 2019.1  Emphasizing the 
importance of this care are state data for the years 2018-
2022  showing  that the infant mortality rate (IMR) is over 
seven times higher for babies whose mothers received no 
prenatal care than for those who received care in the first 
trimester of pregnancy (36 vs 5 deaths before the 364th day 
of life per 1,000 live births).6  This link between prenatal care 
and infant survival is powerful and further data on infant 
mortality will now be explored. 

Infant Mortality 

Deaths of babies during the first year of life are tragic losses 
for families and its rate is often used as an indicator of the 
health of communities and nations. Figure 10 shows that 
South Dakota and the nation have seen their IMRs decline 
by approximately 73% over the past six decades.  

Currently, approximately 20,000 babies die annually in the 
United States. Seventy-one infants died in South Dakota in 
2023, a decrease from 87 infant deaths in 2022. The state 
IMR in 2022 was 7.8, the second highest in the nation.7 
The state’s 2023 IMR of 6.4 would improve South Dakota 
ranking to approximately 35th place on the 2022 scale.  

The annual variation in the state’s IMR is apparent in Figure 
10 that shows the more jagged presentation of data for the 

state over time compared to the smooth decline in rates 
for the nation.  Fluctuations in annual numbers of infant 
deaths and the state’s low numbers of annual births, which 
serve as the denominator for calculating the IMR, generate 
these sharp increases and decreases in state’s rate of death for 
infants as it is plotted over time.  The trend line presented 
in Figure 10, however, provides clear evidence of the gradual 
decline in the rate of death for the state’s infants. 

Figure 10 shows, as typically occurs, the state’s 2023 IMR 
(6.4) remains higher than the preliminary national rate of 
5.5.1,8  To further understand this observation, the infant 
mortality rate is broken down in Figure 11 to represent rates 
of neonatal deaths that occur before day 28 of life, neonatal 
mortality rate (NMR) and the post neonatal mortality rate 
(PNMR=deaths between 28 and 364 days of life). This figure 
shows that in 2023 the decrease in the IMR was accounted 
for by declines in both the NMR and the PNMR, yet both 
these rates remain higher than those noted with provisional 
2023 national data.

To further understand the dynamics reflected in the neonatal 
and post neonatal mortality rates, Figure 12 breaks these 
data down to show most recent three-year comparisons of 
total rates for South Dakota and the United States and then 
compares them for the state’s White and AIBO populations 
of infants.1,7,8  Very apparent in these data are the striking 
racial differences noted between the state’s NMR and PNMR.  
The NMR is 2.4 times higher for the state’s AIBO (7.1) vs 
White (3.0) newborns and 3.7 times higher for its AIBO (6.7) 
vs White (1.8) infants over 27 days of age.

Figure 13 presents the five-year moving average state ratios 
of AIBO to White rates of death in both the neonatal and 
post neonatal periods of life and show how they have recently 

Figure 9. Trimester prenatal care began, South Dakota, 2023.
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increased.1 Though the ratio for the post neonatal period is 
higher (as also noted most recently in Figure 12), its trend line 
over time reveals progress. The trend line for the neonatal 
mortality ratio, though fairly stable in over the past 10 years, 
does show somewhat of an increase over time. Most apparent 
in this figure is how both of these ratios show an increase 
in the past few years that defies the goal of decreasing racial 
disparity in IMRs.  

Data on the causes of infant deaths are helpful in 
understanding the racial disparities noted in Figures 12 
and 13. These data are presented in Figure 14 and compare 

the most recent three year mean (2021-23) rates of causes 
of neonatal and post neonatal deaths for the state’s White 
and AIBO populations.1 Perinatal causes of death (related 
to maternal health, delivery and prematurity) lead those 
in the neonatal period and are considerably higher for 
AIBO than White newborns and compliment the data in 
Figure 8 showing  that LBW is higher for this population 
of infants.  In the neonatal period, rates of death due to 
congenital anomalies (CA) are also higher among AIBO than 
White newborns (2.3 vs 1 deaths per 1,000 live births) as 
are deaths due to “other” causes that include infections and 
malignancies. 

Figure 12. Neonatal and post neonatal mortality rates, South Dakota and United States, 2021-2023.

Figure 10. Infant mortality, South Dakota and United States, 1964-2023.

Figure 11. Neonatal and post neonatal mortality rates, total population, South Dakota and United States, 1965-2022.
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In the post neonatal period, the most apparent disparity 
between the mean 2021-23 White and AIBO mortality 
rates is seen for sudden unexpected infant death (SUID) 
that varies from 0.76 vs 2.9 deaths per 1,000 live births for 
White and AIBO infants. While these rates show disparity, 
SUID contributes to nearly identical proportions (42% vs 
43%) of all post neonatal deaths for White and AIBO infants 
after the 27th day of life. Differences in rates of death due to 
congenital anomalies, accidents/homicide, and other causes 
are also noted to have higher rates for the AIBO than the 
White infants.  

To further examine the disparity noted for deaths of 

newborns due to “perinatal” causes are the birth weight 
specific data presented in Figure 15. LBW is higher among 
South Dakota’s AIBO than its White newborns and Figure 
15 shows that death for their VLBW (29%)  and MLBW 
(4%) infants is also more likely. This descrepancy likely 
contributes to the higher mortality observed for all VLBW 
infants in the state (23%) compared to its total for the nation 
(20%).1,9  Similar, though less pronounced, are differences 
noted among MLBW infants.

While data revealing means for recent years provide a current 
view of perinatal outcomes, trends over time enable views 
of progress and are helpful in examining changes in the 

Figure 13. Five-year moving averages of ratios, AIBO to White NMR and PNMR, South Dakota.

Figure 14. Mean rates of causes of neonatal and post neonatal mortality, White and AIBO infants, South Dakota, 2021-2023.

Figure 15. Birth weight specific infant mortality, United States total, 2022 and South Dakota total White and AIBO, 2021-2023.

Neonatal Post Neonatal
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causes of infant death. Figure 16 provides data from 2010 
to 2023 on rates of the three leading causes of death for the 
state’s White and AIBO infants.1,10  Trend lines in this figure 
show that progress has been achieved over these years by the 
White population in decreasing the rates of perinatal causes 
of death, and those for CAs and SUIDs. For AIBO infants, 
improvement is only noted for perinatal causes with trend 
lines showing increases in their rates of death for CAs and 
SUIDs.  

The following tables expand the data so far presented using 
five-year means (2019-23) that enable statistical comparisons 

between rates for the state’s White and AIBO populations 
and for the state’s and the national rates of infant death.1,9  
Table 1 shows that aside from accidents/homicides (for 
which the numbers were too small for comparisons), all other 
causes of death are significantly higher for the state’s AIBO 
than White infants ( p<0.05). Comparisons of these same 
mean rates for all South Dakota infants with those for the 
United States in 2022 (most recent data available) show that 
the state’s rates of causes of death due to CAs, SUID, and 
Other causes are significantly higher (p<0.05) than noted 
nationwide. 

Figure 16. Rates of three leading causes of infant death for White and AIBO populations, South Dakota, 2010-2023.

Table 1. Causes of death in South Dakota and United States.
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Finally, to summarize, all infant mortality data presented, 
Table 2 using the same five-year mean (2019-2023) data 
show that total rates of death during both the neonatal and 
post neonatal periods are statistically higher (p<0.01) for the 
state’s AIBO than White infants. The state’s NMR is not 
statistically significantly different compared to that of the 
nation but its PNMR and the total IMR are significantly 
higher (p<0.01) revealing the greater risk of death for infants 
in South Dakota than is experienced nationwide.1,10

Discussion
A story emerges as annual data on South Dakota’s births 
and infant deaths are explored, plotted on graphs, and then 
analyzed. Each year this story is updated as new observations 
are made that contribute to an understanding of trends 
that hopefully may assist efforts to prevent future losses of 
life in the first vulnerable year of life. The state’s relatively 
small population and cohort of less than 12,000 annual 
births demands caution when data from any one year are 
examined. Nonetheless, analyses describe the unique annual 
observations while trends overtime highlight ongoing needs 
for focused attention to prevent death during infancy, 
which will never again be as likely until close to the age of 
retirement.  

South Dakota’s perinatal outcome data received recent 
media attention when its 2022 fertility rate was touted as 
the highest in the nation. Accompanying this observation are 
data from this year also showing that the state had the second 
highest IMR in the country.  Such markers startle attention 

Table 2. Infant mortality: South Dakota and United States.

but often are not sustained with yearly shifts in rates that 
swing with slight changes in the raw numbers upon which 
they are determined.  

In 2023, the state experienced a 23 baby decrease in live 
births and an accompanying decrease of 16 fewer infant 
deaths than observed the previous year that yielded an IMR 
rate of 6.4 compared to its previous annual rate of 7.8. Both 
these rates exceeded the provisional US 2023 rate of 5.5.  
Among the variables impacting this decline in the state’s 
IMR was the 50% (n=9) decline in births between these two 
years of <500 grams newborns, for whom there is only an 
approximate 10-15% rate of survival. Overall, there would 
have needed to be 10 fewer infant deaths in 2023 for the state 
to have matched the IMR of the nation.  

Among the consistent trends noted over time in the state’s 
data on infant mortality is the disparity between how 
NMRs in South Dakota (though jagged in their plots on 
graphs) remain fairly consistent and statistically similar to 
the country as a whole. This similarity in survival, however, 
is not observed for infant deaths following the 27th day 
of life. PNMRs for the state have consistently been higher 
than national rates with the AIBO population contributing 
disproportionately to these higher than national rates. 
Specifically, AIBO newborns comprise 21% of the state’s live 
newborns but 34% of the state’s neonatal deaths and 55% 
of the post neonatal deaths. 

While in the past American Indians have predominately 
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comprised the AIBO population, its contribution to this 
cohort of newborns is declining while Black, Multi-Racial 
and other groups are increasing in their representation in 
it. This observation reflects the need for enhanced cultural 
competence in how prevention strategies are designed 
with recognition of the need to address multiple cultural 
practices and perceptions as education on perinatal health 
is provided. For example, the data showing that 8% of AIBO 
pregnant women receive no prenatal care prior to delivery, 
and that this percent is increasing, begs the question – why? 
Are barriers to care geographic, financial or are there other 
factors affecting reception of services by the various racial 
groups who comprise the AIBO population?  

Consistently, South Dakota has had a lower than national 
percent of LBW newborns. The state’s rate of death due to 
perinatal causes has not been significantly different from 
what is observed nationwide and this is true of its total 
NMR as well. Yet, the NMR due to perinatal causes is 
currently 2.4 times higher for the AIBO population than 
for Whites raising questions about prenatal experiences of 
women and the outcomes of their pregnancies. Further, 
birth weight specific mortality for LBW newborns is higher 
for AIBO than White infants. What factors may be more 
likely associated with complications of pregnancy, premature 
delivery or LBW for the AIBO than the White mothers and 
their infants? Are there educational or behavioral supports 
that may mitigate the likelihood of death for these infants? 
In recent years, attention has been given to the importance 
of physician-patient racial concordance and data suggest that 
this impacts the survival of newborns.11

Also consistent over time has been South Dakota’s 
significantly higher (p<0.01) than national rates of infant 
death due to CAs. The recent data also show that the rate of 
these deaths is higher among AIBO than White newborns 
and infants. It has been suggested that parents in the state are 
less likely than elsewhere to choose, or be able, to terminate 
a pregnancy when fatal fetal defects are prenatally identified. 
Difficulties in accessing desired care could also limit its 
availability.  

Deaths due to SUID have long been a focus of local 
prevention efforts, yet South Dakota’s rate of SUIDs remains 
significantly higher (p<0.01) than noted nationally. Though 
the AIBO rate of SUID in the state is also significantly (p<0.1) 
higher than that of White infants, it is increasing for both 
groups of infants. Education on “safe sleep,” specifically the 
need to put babies to sleep on their backs and alone in a crib 
with no soft materials, has been presented in multiple media 

campaigns and direct education in various health settings. 
In spite of these efforts, questions about the state’s rates of 
SUIDs must be asked. Are prevention efforts reaching all new 
parents? Or are they inconsistent with some cultural child 
rearing practices, too difficult for compliance by exhausted 
parents, or contrary to the realities of households? Certainly, 
these same realities exist nationwide, why then are South 
Dakota’s SUID rates persistently higher than national rates 
and what can we do to reverse the trend?   

Not to be overlooked as causes of infant death are examined 
are those that are clustered into the category of “Other” 
that accounts for 13% of all infant deaths. Some of these 
deaths are due to infections raising questions about their 
identification, prompt treatment and circumstances that 
contribute to a rate that is significantly higher for AIBO 
than White infants. Another 7% of infant deaths are due 
to accidents or homicide. Again, what community supports 
are missing when such tragic maltreatment or hazards in care 
occur?  

A nation’s or community’s IMR has long been used as a 
marker of its health and well being. South Dakota is facing a 
range of issues that stress young families. Having the highest 
percent (85%) of employment in the nation for women ages 
25 to 54 requires supports for rearing infants and young 
children.12  The state, however, is facing a childcare crisis 
that is currently being studied by a task force created by 
the state legislature. The data presented in this report do 
not separately examine deaths in childcare settings but the 
current crisis that impacts the availability and affordability 
of these services speaks to the kind of pressures families face 
as they care for infants in the first year of life.  

Declining annual births create real challenges for the future. 
A little over half of the babies born in the state are from 62 
counties that are likely some distance or very far from the east 
and west river regional centers of tertiary perinatal care and 
many normal deliveries occur some distance from a family’s 
residence. Outreach services, use of technology, transport 
and other modes of care require continued development and 
expansion to assure the reach of obstetric and neonatal care 
to every pregnant woman and her baby regardless of the place 
of their residence. 

The racial disparities for infants identified by this report 
reveal a consistent theme as birth weight, use of prenatal 
care, rates of infant death and mortality rates by cause 
and birth weight have been explored. The complexity of 
addressing these issues is recognized as cultural sensitivity 
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to individuals and ethnic groups is essential for care to be 
effective. Nonetheless, data identify needs that must be 
addressed to assure the safest beginning of life for all of South 
Dakota’s babies. 

Key Points
1.	The total number of live births in South Dakota in 2023 

(11,170) was 23 fewer than in the previous year and 10% 
less than in 2015. The state’s birth rate (births per 1,000 
population) of 12 was the lowest ever recorded in state 
history, though it remains higher than that of the nation.

2.	In 2023, 71% of all births were White/non Hispanic 
with the next largest cohort (12%) American Indian. The 
percent of American Indian, Black and newborns of other 
races (AIBO) has been decreasing in recent years and now 
comprises about 21% of all births. American Indians 
are decreasing in their representation among AIBO live 
births.

3.	The percent of the state’s low birth weight newborns 
is increasing, primarily among those weighing between 
1,500 and 2,499 grams, but it remains lower (7.2%) than 
the percent of LBW observed nationally (9%).

4.	Both very low birth weight (0-499 grams) and mid low 
birth weight (500-2,499 grams) is more likely among AIBO 
than White newborns in the state.

5.	White pregnant women have achieved the federal Healthy 
People 2030 goal of 80% entry into prenatal care during 
their first trimester but only 53% of AIBO women 
received this care. Eight percent of AIBO women received 
no prenatal care, an increase from 3% in 2019.

6.	The infant mortality rate (IMR) decreased from 7.8 in 
2022 to 6.4 in 2023, yet both these state rates are higher 
than the United States preliminary rate of 5.5 infant 
deaths per 1,000 live births.

7.	The state’s three year mean neonatal mortality rate (0 to 
27 days of life) is 2.4 times higher for its AIBO than White 
infants and its post neonatal mortality rate is 3.7 times 
higher for it AIBO than White infants. Five-year data 
(2019-2023) show that these differences are statistically 
significant (p<0.01).

8.	Mean data for 2019-2023, show that causes of Infant death 
(perinatal, congenital anomalies, sudden unexpected 
infant death, and other) are significantly higher (p<0.05) 
for the state’s AIBO than White infants. With the 
exception of perinatal causes, they also are higher (p<0.05) 
for all of the state’s infants compared to those of the 
United States..
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Is a Switch to Nurse Administered Nitrous Oxide Sedation 
Feasible and Effective? A Quality Improvement Project  
Alexandra Kracht, MS IV; Matthew Billion, MS IV; Kevin Feldhaus, MS IV; and Mir Ali, MD

Introduction

Sedation has become essential in a number of medical 
procedures. In pediatric procedures, sedation helps to 
decrease patient discomfort and any associated mental 
trauma. The inhaled anesthetic nitrous oxide mixed with 
oxygen (N2O), commonly known as laughing gas, is used for 
minimal and moderate sedation procedures. According to 
the American Academy of Pediatrics, the goals of sedation 
are patient safety, analgesia, amnesia, anxiolysis, and return 
to a functional state.1 N2O is a tasteless, odorless gas that 
causes analgesia and amnesia. It has an advantage against 
other sedative drugs due to its quick onset of action 
and resolution of effects making it effective for various 
procedures.2 Currently at Sanford Children’s Hospital, the 
pediatric critical care physicians are the only providers who 
administer N2O as minimal sedation for pediatric purposes. 
Because of patient load and schedule constraints, physicians 
aren’t as readily available to administer N2O. Sanford 
Children’s Hospital is looking to pursue nurse administered 

Abstract
Background: Nitrous oxide (N2O) is used for minimal and moderate sedation procedures. It has an advantage against 
other sedative drugs due to its quick onset of action and resolution of effects making it effective for various pediatric 
procedures. Currently, pediatric intensivists at Sanford Children’s Hospital administer N2O. 

Methods: A survey was completed by nurses on the Pediatric Outpatient Sedation Unit after they administered N2O 
that determined the nursing comfort level with administering N2O while transitioning from physician administration 
to nursing at Sanford Children’s Hospital. This questionnaire aimed to identify the perspectives of the nursing team 
while progressing through the switch.

Results: A total of 46 surveys were collected from May 2023 to May 2024. Nursing ratings of their comfort with 
administering N2O increased over the data collection period (P-value: <0.001, 95% (CI): 0.018–0.04). Their 
knowledge of the mechanism of action of N2O (P-value: <0.001, 95% CI: 0.02–0.041) and adverse effects (P-value: 
0.016, 95% CI:0.003–0.028) of N2O increased. The patients’ comfort during their sedation did not significantly 
change (P-value: 0.207, 95% CI:-0.009–0.042).

Conclusion: Over the course of one year, the survey showed improvements in nursing comfort levels with administering 
N2O, while maintaining patient satisfaction. As time went on, the nurses’ knowledge of the mechanism of action 
and adverse effects increased significantly. Concerns for patient safety showed a significant decrease. These correlated 
trends suggest applicability for a nurse-administered N2O program at Sanford Children’s Hospital. 

N2O outpatient procedures in the near future to improve 
procedural efficiency and increase patient satisfaction with 
a more streamlined process. The implementation of nurse 
administered N2O is seen in healthcare as having low 
adverse effects and high patient satisfaction.3 This quality 
improvement project surveyed perspectives of the nursing 
staff monthly. The survey compiled variables such as comfort 
level, procedural satisfaction, and efficacy of the switch from 
physician to nurse administered nitrous sedation. With 
results from this study, the procedural protocol may show 
improvements in nursing comfort levels with administering 
N2O while maintaining patient satisfaction.

Methods
This research was approved by the Sanford Health IRB 
in Sioux Falls, South Dakota. The survey was accepted as 
non-human research according to the Protocol Template for 
Human Research Determination (HRP-503c) as the study 
did not meet the FDA definition of clinical investigation or 
for a human subject. Funding for this research was provided 
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by the NIH-T35 funded Child Health Innovative Research 
Program (CHIRP).

Implementation of a questionnaire that determined the 
nursing comfort level with administering N2O while 
transitioning from physician administration to nursing at 
Sanford Children’s Hospital. This questionnaire aimed to 
identify the perspectives of the nursing team while progressing 
through the switch. The staff at Sanford’s Children Hospital 
filled out surveys after every N2O sedation with no patient 
personal information collected. The survey had questions 
for the administering nurse with a rating system of 1 to 5 (5 
being the highest). Questions were related to their knowledge 
of the mechanism of action and adverse effects of N2O, level 
of concern from the parent, how comfortable the patient 
was with the procedure, if the patient had any negative side 
effects such as respiratory distress, hypoxia, vomiting, mask 
intolerance, agitation, nausea, dizziness, or any comment, 
and the level of physician supervision. Additionally, the 
staff was asked if they required more training, and how they 
would prefer to receive it (online, in person, a mix of online 
and in person). Finally, staff opinions were gathered asking 
if a nursing-led administration of N2O could increase safety 
concerns of the patient. 

This survey was filled out by nurses after administration of 

N2O for a 12 month period starting in May 2023 and ending 
in May 2024. No patient personal information was collected. 
The data was collected and saved under the protected 
software Research Electronic Data Capture (REDCap). Data 
from the survey was analyzed using Microsoft Excel (Version 
16.77.1; 2023). The data from the surveys was measured 
separately for their defining aspects. The responses to each 
question of the survey were plotted separately in the order 
that they were received, and analyzed with a line of best fit 
to show change over time. 

Results

Overall, the data shows that as time went on, the nurses 
became more comfortable with administering N2O (P-value: 
<0.001, 95% confidence interval (CI): 0.018–0.04) (Figure 
1). Their knowledge of the mechanism of action of N2O 
(P-value: <0.001, 95% CI: 0.02– 0.041) and adverse effects 
(P-value: 0.016 95% CI:0.003–0.028) of N2O increased 
(Figure 2,3). Additionally, the level of concern the nurses 
had for patient safety decreased (P-value: 0.245, 95%  
CI:-0.028–0.0007), as well as the level of concern the nurses 
perceived from the patients’ parents (P-value: 0.001, 95% 
CI:-0.054– -0.014) (Figure 4). The level of supervision by the 
physician decreased over the data collection period (P-value: 
<0.001, 95% CI: -0.083– -0.03) (Figure 5). The patients’ 

Figure 1. Trend of nursing confidence during N2O administration 
(ranked 1-5 with 5 being the highest level of confidence).

Figure 2. Trend of nursing knowledge of the mechanism of action of 
N2O (ranked 1-5 with 5 being the highest level of knowledge).

Figure 3. Trend of nursing knowledge of the adverse effects of N2O 
(ranked 1-5 with 5 being the highest level of knowledge).

Figure 4. Trend of nursing concern for patient safety during  
nursing-led N2O administration (ranked 1-5 with 5 being the  

highest level of concern).
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comfort during their sedation did not significantly change 
with a (P-value: 0.207, 95% CI:-0.009–0.042) (Figure 6). The 
requests for additional training by the nurses decreased from 
15 in the first half of data collection, to 6 in the second 
half. After the first three months of data collection, all of 
the nurses filling out the survey had experience with N2O 
administration. Out of the 46 surveys, 43 reported no 
adverse effects (93.48%), there were two reports of agitation 
and one report of mask intolerance. 

Discussion
The study is an attempt at quality improvement for 
healthcare administration by use of nitrous oxide. N2O 
sedation is often used throughout healthcare settings like 
dentistry and the emergency department. However, most 
settings require a physician’s presence during the procedure. 
With a combination of improved efficiency and employee 
confidence, a switch from a physician-administered nitrous 
sedation to a nurse-administered one may prove greatly 
beneficial. 

Over 12 months, aspects of a nursing-led N2O administration 
program were measured through self-evaluations of the 
Pediatric Outpatient Sedation nursing team at Sanford 
Health in Sioux Falls. Specific targets included: previous 
handling of nitrous equipment, the self-confidence of the 
nurses in administering nitrous sedation, and comfortable 
sedation of the patient. Among the 46 surveys in 12 
months, we found positive trends in nursing confidence 
levels, nursing knowledge of N2O mechanism of action, and 
adverse effects. We found a decreasing trend for nursing and 
parental concern in patient safety during nitrous procedures. 
Over the data collection period, the aforementioned targets 
were associated with decreased physician supervision levels. 
These correlated trends suggest applicability for a nurse-
administered N2O program and support our goal of the 
study.

Figure 5. Trend of physician supervision of nurses during  
N2O administration (ranked 1-5 with 5 being the highest  

level of supervision).

Figure 6. Trend of nursing rating of patient comfort during  
nursing-led N2O administration (ranked 1-5 with 5 being the  

highest level of comfort).

The findings of this physician-supervised nurse-administered 
project of N2O present promising implications for patient 
care and clinical practice. Through our investigation, we 
have highlighted the potential use of a nursing-administered 
N2O program that ensures safe and effective delivery while 
maximizing therapeutic outcomes. Furthermore, our 
study underscores the importance of nursing leadership in 
advancing evidence-based medicine, as the nursing role is 
pivotal in the implementation and monitoring of N2O. 

The first limitation of the study is the small sample size of 
nurses at Sanford Health. The project was focused on the 
Pediatric Outpatient Sedation Unit, with a limited patient 
population. The second limitation of the study was the 
nature of data collection through self-surveys. These were 
collected through paper documents and asked to be filled 
upon completion of a N2O procedure. There was no time 
frame for completion beyond post-procedure.

Further recommendations pertain to the implementation of 
nurse-administered N2O protocol for pediatric procedures. 
The study represents the opinions of nursing staff and their 
level of comfort and confidence with N2O administration as 
it grew over time with physicians supervising the procedure. 
This transition would possibly improve workflow while 
maintaining the current standard of care for pediatric 
sedation. 

Funding for this research was provided by the NIH-T35 funded Child Health 
Innovative Research Program (CHIRP).
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A Rare Case of Clinically Isolated Aortitis in a 51-Year-Old 
Male with Infrarenal Aorta Involvement 
Muhammad Hasan, MD; and J. Austin Simonson, MD

Introduction
Aortitis refers to a large group of diseases characterized by 
inflammation of the aorta. It can be divided into infectious 
and non-infectious. Systemic diseases leading to non 
infectious aortitis include giant cell arteritis (GCA), Takayasu 
arteritis, rheumatoid arthritis, systemic lupus erythematosus 
(SLE), Behçet disease, ankylosing spondylitis, and IgG4-
related diseases. Infectious causes can be secondary to syphilis, 
histoplasmosis, tuberculosis (TB), human immunodeficiency 
viruses (HIV), brucella and bartonella. Clinically isolated 
aortitis (CIA) is a rare inflammatory disorder characterized 
by localized inflammation of the aortic wall in the absence 
of systemic features of large-vessel vasculitis. According to 
the updated Chapel Hill vasculitis nomenclature, CIA would 
be classified as a form of single-organ vasculitis, indicating 
that the inflammation is primarily confined to the aorta 
without systemic involvement. A large analysis done in 2017 
combined multiple case series and case reports and showed 
that the predominant location of CIA was ascending aorta 
(69%) and arch/descending aorta (17%) with mean age at 
65 years.1

Case Presentation 
In this case report, we present a 51-year-old gentleman with 
a medical history significant for coronary artery disease, 
hypertension, and hyperlipidemia, who presented to the ER 
with abdominal and flank pain accompanied by bilateral 
lower back discomfort radiating to the groin, along with a 
low-grade fever of 99°F. He denied nausea, vomiting, chest 
pain, or shortness of breath, and his review of symptoms 
was otherwise unremarkable including headache, vision 

Abstract
Aortitis can be broadly classified into infectious and non-infectious. Infectious causes include tuberculosis, 
salmonella and syphilis where as noninfectious causes include rheumatological diseases such as giant cell arteritis, 
Takayasu arteritis and antineutrophil cytoplasmic antibodies (ANCA) vasculitides. Clinically isolated aortitis refers 
to inflammation of the aorta without infectious or systemic causes. Most cases of aortitis involve the aortic root, 
thoracic aorta and ascending aorta. We present a rare case of clinically isolated aortitis in a 51-year-old male with 
infrarenal aortic involvement. 

symptoms, neck pain, edema and neuropathy. He has prior 
history of tobacco use but stopped smoking 10 years ago. 
He drinks alcohol approximately three times per week. 
Initial suspicion of kidney stones was ruled out by CT 
abdomen pelvis (Figure 1), which instead revealed focal 
circumferential wall thickening of the infrarenal abdominal 
aorta with adjacent inflammatory changes. The aorta at this 
level measured 2.5 x 2.8 cm suggesting nonspecific aortitis.  
Subsequent imaging with CTA abdomen pelvis (Figure 2) 
and PET/CT (Figure 3) supported the diagnosis of clinically 
suspected localized aortitis by showing mural thickening 
of the infrarenal abdominal aorta. His lab results were 
negative for antinuclear antibodies (ANA), antineutrophil 
cytoplasmic antibodies (ANCA) and cyclic citrullinated 

Figure 1. CT abdomen pelvis shows focal circumferential wall  
thickening (red arrow) of the infrarenal abdominal aorta with  

adjacent inflammatory changes.
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peptide (CCP). Tests for various pathogens including syphilis, 
histoplasmosis, TB, HIV, brucella and bartonella were all 
negative.  His ESR was slightly increased at 21 (normal 0-19). 
Transesophageal echocardiogram performed to look for any 
valvular vegetations was negative.  Patient was suspected to 
have clinically isolated aortitis and was initiated on high-
dose methylprednisolone followed by a prednisone taper and 
methotrexate, with Bactrim for pneumocystis pneumonia 
(PCP) prophylaxis. At discharge, he was asymptomatic, 
and follow-up CT demonstrated a decrease in aortic wall 
thickening from 1 cm to 0.6 cm, suggesting an appropriate 

response to treatment. Another CT abdomen is due six 
months after discharge. 

Discussion 
Aortitis, broadly categorized into infectious and non-
infectious etiologies, poses significant clinical implications 
due to its potential for serious complications, including 
aortic aneurysm, dissection, and rupture. While infectious 
causes such as tuberculosis, salmonella, and syphilis are 
well-recognized, non-infectious causes encompass a range of 
rheumatological diseases, including giant cell arteritis (GCA), 
Takayasu arteritis, and ANCA-associated vasculitides. The 
rarity of CIA warrants a prompt evaluation of infectious and 
non-infectious causes, to prevent potential complications. 

In a comprehensive analysis of CIA cases involving multiple 
case series and case reports, the predominant locations of 
CIA were identified, with 69% affecting the ascending aorta 
and 17% involving the arch/descending aorta. The mean 
age of individuals with CIA was reported at 65 years, and 
the distribution between genders was notable, with 69% of 
cases occurring in females.1 In the case mentioned above, we 
had a 51-year-old male with infrarenal aortic involvement. 

The management of CIA poses several challenges, including 
the absence of standardized treatment guidelines and the 
potential for disease progression and complications. The 

Figure 2. CTA abdomen pelvis shows significant mural thickening  
(red arrow) of the infrarenal abdominal aorta.

Figure 3. PET CT reveals intense uptake surrounding the periaortic soft tissue thickening (red arrows), consistent with the  
clinically suspected isolated aortitis.
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primary treatment approach for large vessel vasculitis 
typically involves glucocorticoids and targeted biologic agents 
such as IL-6 inhibitors. However, the role of glucocorticoids 
in CIA remains uncertain. Additional medications that have 
been used to treat CIA are methotrexate, cyclophosphamide, 
tozilizumab and anakinra.2 In this case, the patient was 
initiated on high-dose methylprednisolone followed by a 
prednisone taper and adjunctive therapy with methotrexate, 
aiming to suppress inf lammation and prevent disease 
recurrence.

In conclusion, this case report highlights the importance 
of employing standardized diagnostic and treatment 
approaches for CIA presenting with infrarenal involvement. 
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By integrating thorough clinical assessments, multimodal 
imaging techniques, and laboratory investigations, clinicians 
can effectively identify and address the complexities associated 
with CIA, thereby preventing potential complications and 
improving patient outcomes.
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Updates in Advance Care Planning in South Dakota 
Amanda Kay Sedlacek DO, FACOI, MSA; Michele Snyders, MSW, CSW-PIP, APHSW-C;  
Sarah Mollman, PhD, RN, CHPN, CNE; and Michelle Gierach, EdD, RN, CNE

Over the past five decades, there have been policies 
and initiatives developed to ensure healthcare 
professionals are having conversations about and 

ensuring documentation of their patients’ healthcare goals.1 
Most often the objective of having these conversations 
is enhancing patient autonomy, their quality of life, and 
relationship with their provider as well as planning for end-
of-life and diminishing overtreatment.2 However, a recent 
study reported that only 67% of conversations addressed all 
components of a goals of care conversation with frequent 
incomplete documentation of the patient’s goals and values 
(38%). Documentation regarding the patient’s understanding 
of their illness was missing (33%), not discussed (33%), or 
incorrect (5%) in most records reviewed.3 Furthermore, it has 
been found that goals of care were less likely to be addressed 
and/or have documentation in rural hospitals.4 

The Advanced Care Transformation Index for South Dakota 
report card notes 2.0% of South Dakota Medicare fee-for-
service patients had a documented and billed advance care 
planning (ACP) session in 2023 as compared to the national 
average of 4.6%.5 Healthcare professionals report a variety 
of barriers to having discussions with patients and families 
around advanced care planning and goals of care. One of the 
most common barriers identified is inadequate knowledge 
and skills.6 Therefore, the purpose of this article is to define 
advance care planning and goals of care conversations and 
introduce legal documents that may be completed as products 
of these conversations. Having these legal documents and 
knowing where to find them can help ensure that South 
Dakota healthcare teams provide goal concordant care to 
their patients. 

Abstract
Advance care planning (ACP) is important to be outlined for patients, their family and healthcare team. Defining the 
difference between advance care planning vs goals of care planning and the appropriate documentation in records is 
essential and can at times be confusing. South Dakota has several advance care planning documents including SD 
Medical Order for Scope of Treatment and SD Comfort One that can be utilized along with their medical living will 
to help define patient’s wishes. In this article, we will describe the resources for South Dakota ACP, documentation 
challenges, and provide examples of forms. 

Advance Care Planning

ACP entails the healthcare professional discussing a patient’s 
values and beliefs, uncovering what is most important so 
that the healthcare received aligns with the desires of the 
patient.7 ACP can take place at any age and under any health 
circumstance. For example, a healthy 18-year-old may want 
to have this conversation with their doctor and family as 
they prepare for college. They can also create a medical 
power of attorney which appoints someone to speak on 
their behalf should they be in a serious accident or have a 
serious illness that leaves them unable to share their wishes. 
A Medicare Annual Wellness visit is another opportunity to 
conduct ACP allowing for review of current health status and 
corresponding documents. This allows open communication 
between providers and patients surrounding their healthcare 
wishes while the patient is not acutely hospitalized. The time 
spent reviewing and completing corresponding paperwork 
is billable as “99497” as long as 16-45 minutes was spent.8,9 
While ACP discussions center on planning for healthcare 
decisions that may occur in the future, goals of care 
conversations concentrate on current healthcare decisions.7

Goals of Care Conversations

Goals of care is a commonly used phrase that has been difficult 
to define10 but is an important part of ACP. As a person ages 
or is diagnosed with a serious illness, conversations turn from 
general ACP to specific goals of care conversations that reflect 
the personal situation of the patient, their values, hopes, and 
fears as they live with a serious illness.

Goals of care has been defined as “the overarching aims 
of medical care for a patient that are informed by patient’s 
underlying values and priorities, established within the 
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clinical context, and used to guide decisions about the use 
or limitation on specific medical interventions.”11 However, 
some healthcare providers and patients may use it as a bridge 
to end-of-life and hospice conversations.11,12 This contributes 
to the misconception that healthcare providers and patients 
have about goals of care conversations.

Goals of care conversations take place between a trusted 
healthcare provider, a patient and often family members 
which may also include their medical power of attorney. The 
discussion focuses on what kind of medical care the patient 
values given their current and likely future healthcare status. 
They can include discussions on prognosis, code status, and 
other medical interventions including intravenous fluids, 
intravenous antibiotics, artificial nutrition and hydration, 
blood products, and hospitalizations including intensive 
care unit stays and surgeries. Based upon the patient’s past 
medical history, it may be beneficial to know if they would 
want dialysis, left ventricular assist device (LVAD), pacemaker, 
defibrillation, non-invasive ventilatory support such as bilevel 
positive airway pressure (BIPAP), chemotherapy, or radiation.

Code Status. When a medical emergency occurs such 
as cardiopulmonary arrest the medical team will look for 
code status documentation. When discussing code status, 
traditionally the terms full code (all aggressive measures 
including CPR, defibrillation, vasopressors, and intubation)13 
and no code (none of the above) have been used; however, 
more patients are requesting some interventions, but not all. 
We have other options which include:

	 •	 DNR/DNI (do not resuscitate/do not intubate)  
		  okay with medical treatment

	 •	 DNR/DNI- comfort care (focusing on symptomatic  
		  relief and may be under hospice care)  

Documentation

The most common documentation of ACP conversations 
is advance directives, which are generally scanned into an 
electronic medical record (EMR) under a tab different from 
where their code status is located. What is more difficult to 
find, however, is documented goals of care conversations. 
These conversations are often free text within a provider’s 
note making them difficult to find.14  

Unfortunately, recent studies have shown that despite 
documented goals of care conversations, care received by 
the patient has not correlated with their wishes and their 
families were not aware of the patient’s wishes.3,13 One 
way to address this discrepancy is completing a form that 

provides structure to address the necessary elements of ACP 
and goals of care conversations. Currently, there are local 
resources that best address these conversations, the South 
Dakota Medical Order for Scope of Treatment (SD MOST) 
and South Dakota medical order known as Comfort One.

South Dakota Medical Order for Scope of Treatment 
(SD MOST). SD MOST can be used as part of a goals of 
care conversation with those patients who have a terminal 
illness. LifeCircle South Dakota helped create legislation for 
the passage of the SD MOST in 2019. The MOST form is 
a transportable medical order like a Physician’s Order for 
Life Sustaining Treatment (POLST), but it reflects the laws 
of South Dakota. Even though it is specific to South Dakota 
law, the medical orders in this document are recognized 
in any other state with a similar document, making the 
orders transportable across not only healthcare settings, but 
also state lines. The original form or a copy that has been 
signed by both a healthcare provider and the patient or legal 
surrogate must be made available for a treating provider to 
follow a patient’s wishes. Information on the SD MOST and 
the form itself in both English and Spanish can be found on 
the South Dakota Association of Healthcare Organizations’ 
website at https://sdaho.org/most/.

Comfort One. The South Dakota medical order called 
Comfort One can be completed by anyone who indicates 
they do not want cardiopulmonary resuscitation. This 
form provides the medical orders needed by South Dakota 
emergency medical services (EMS) to withhold chest 
compressions, defibrillation, advanced airway procedures, 
assisted breath and resuscitation medications when 
responding to a call. Because this form is specific to South 
Dakota, it is not honored elsewhere. When a Comfort One 
form has been completed it is to be returned to the South 
Dakota Department of Health – Office of Rural Health/
EMS where it is recorded in their database and the local EMS 
is updated with the patient’s healthcare wishes. The original 
white form that has been signed by a healthcare provider and 
the patient or legal surrogate must be made available to the 
EMS personnel for them to follow a patient’s wishes. The 
patient may also order and wear a Comfort One bracelet that 
serves as the original form.

Both SD MOST and Comfort One forms have pros and cons 
concerning their use. See Table 1.

Decision Making
Both ACP and goals of care conversations should include 
the patient if they have capacity and/or their legal surrogate 
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decision maker.  If the patient does not have capacity, the 
legal surrogate can still complete Comfort One or SD MOST 
documents. A legal surrogate cannot complete a medical 
power of attorney, or a living will on behalf their loved 
one. If there has been no legal document created, one must 
follow South Dakota Healthcare Consent statute (https://
sdlegislature.gov/Statutes/34-12C) to identify who can make 
medical decisions. If there is no one available or willing to 
make healthcare decisions, one would have to apply for and 
get guardianship of the patient to make healthcare decisions. 
To do this, one would have to work with an attorney and go 
to court to get letters of guardianship.

Medical power of attorney is a legal document that identifies 
who would make medical decisions for a person when they 
no longer have capacity to make medical decisions either 
due to illness or injury. This document may or may not 
contain information on the type of medical care a person 
would want. During ACP conversations or goals of care 
conversations where a person is not yet eligible to complete 
a MOST document, it may be helpful to encourage the 
patient to use another tool that documents their healthcare 
preferences such as What Matters to Me Workbook” from 
The Conversation Project (https://theconversationproject.

org/new-workbook-what-matters-to-me/).

Medical Living Will. This legal form can be completed at 
any time by a healthcare professional or attorney and must 
be notarized or witnessed by two individuals. It provides 
direction if a person has a terminal condition and imminent 
death. This form can include information about resuscitation; 
however, it must include information about patients’ wishes 
for artificial nutrition and hydration. Other living wills 
may include a list of treatments that patients will identify 
if they would or would not want. For an example, please 
see Monument Health’s medical living will declaration at 
https://monument.health/wp-content/uploads/2022/05/
Living-Will_05172022.pdf.

Conclusion
ACP is essential to learning and reinforcing patients’ 
healthcare wishes. Barriers have included confusion on 
which document to use and finding the documentation in 
EMRs. By providing definitions for ACP and examples of 
different legal documents based upon patient’s health and 
wishes (Figure 1), we hope to bridge the gap in ACP and 
its documentation with goal congruent care based on the 
patient’s wishes, values, and beliefs.

Figure 1. Continuum of advance care planning conversations.

Table 1. Advanced care planning form details.

Continuum of advance care planning conversations along the health trajectory to foster the honoring of patients’ goals, values, and wishes.
*Update periodically
**Repeat as necessitated by illness/injury or changing circumstances
SD MOST: South Dakota Medical Order for Scope of Treatment
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Review of Electrosurgical Unit Terminology and Applications 
in Orthopaedic Surgery 
Alexander J. Bergeson, MS III; and Nathan W. Skelley, MD

Introduction

An electrosurgical unit (ESU) is a tool commonly used in 
orthopaedic surgical procedures to facilitate tissue handling. 
ESUs harness and utilize energy from electricity in order 
to perform tissue dissection and hemostasis.1 Through 
advancements in technology, there are now a variety of 
handheld instruments that are commonly utilized. Despite 
their widespread use in orthopaedic surgery, there frequently 
remains confusion as to how ESU instruments work and 
differ from one another. The purpose of this review is to 
explore terminology surrounding ESUs used in orthopaedic 
surgery to understand the types of ESU instruments, 
monopolar and bipolar electrosurgery, and the cut and 
coagulation features of electrosurgery. 

Radiofrequency Electrosurgery Versus Electrocautery

Under the umbrella of ESUs, there are two main categories 
of instruments: radiofrequency (RF) electrosurgery and 
electrocautery instruments, as shown in Figure 1. Both types 
of devices use electricity to impart cell death and hemostasis, 
although through two different mechanisms. 

RF electrosurgery, also known as RF ablation, is a commonly 
used tool during both open and arthroscopic orthopaedic 
surgeries. RF electrosurgery passes electricity through the 
patient’s body to impart its effects on tissue. During RF 
electrosurgery, an alternating current of electricity at a 
high frequency is passed from the device into the patient’s 
tissues.2 The frequency range used in electrosurgery exists 
within the radiofrequency broadcasting band, therefore the 
electrosurgical unit is often referred to as “radiofrequency.” 

Once the electrical impulse reaches tissue, the tissue behaves 
as a resistor, thereby converting electrical potential energy 
into thermal energy.2,3 That conversion allows the RF 
electrosurgical device to impart its effects on tissue to stop 
bleeding and cause tissue destruction. After entering the 
tissue, the electrical impulse then travels to a return electrode 
or pad that completes the electrical circuit.1,2,3 

There is a subunit of RF electrosurgery called plasma RF 
ablation that is commonly used in orthopaedic surgery 
during arthroscopic procedures. An example of one of 
these bipolar radiofrequency devices is displayed in Figure 
2. To understand the plasma RF ablation, one must first 
understand the basic principles of plasma and its formation. 
When enough energy is applied to an electrically neutral 

Figure 1. Organizational chart of electrosurgical units.

Figure 2. Handheld plasma bipolar radiofrequency  
electrosurgical device. 
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medium, electrons are stripped away from their respective 
nuclei. That leads to the formation of plasma, a net neutral 
mixture of positive and negative charged particles within a 
medium. Despite the net charge of plasma being neutral, 
the free electrons within the mixture allow for conduction 
of electricity.4 During use in arthroscopic procedures, fluid 
within the joint space acts as the medium for creation of 
a plasma bubble at the tip of the bipolar instrument. The 
plasma bubble then acts as the application electrode, rather 
than the metal tip used in RF electrosurgery.2 As tissue 
alteration occurs, resistance increases, and the contact spot of 
the plasma tends to move towards areas with less resistance. 
Because of this, plasma RF ablation has limited penetration 
depth and is best utilized for superficial applications.2

Electrocautery does not pass an electrical current into the 
patient’s body and instead works on the ancient principle 
of thermal cautery.1,5 Figure 3 displays an example of an 
electrocautery device. Thermal cautery works through 
heating an object to scorch tissue similar to a toaster or a 
soldering iron, with the intent of causing hemostasis or tissue 
necrosis via heat energy. Within the electrocautery unit, a 
direct current of electricity is applied to exposed metal at the 
tip of the tool. Through resisting electrical current, the metal 
at the tip of the instrument becomes heated. The heated tip 
is then applied to the tissue to cauterize, or scorch, tissue.5 
It is important to note that there is no passing of electricity 
through the patient with an electrocautery device. Therefore, 
the main use for electrocautery devices is when hemostasis is 
needed in a patient where the passing of an electrical current 
into the body would be contraindicated.1,5 Examples include 
some instances where the patient has an implanted electrical 
cardiac device or in anatomical areas where there is high risk 
of damage to surrounding tissues when the electrical current 
disperses.3,6,7 

Monopolar Versus Bipolar Devices

RF electrosurgical devices can be further classified as being 
monopolar and bipolar, as shown in Figure 1. While there 
must be two poles in each type to have a complete circuit, 
one active and one dispersive electrode, the nomenclature 
is based on how many poles are present at the surgical site. 

With monopolar electrosurgical devices, only the active 
electrode is present at the surgical site. Figure 4 displays 
an example of a monopolar device. The return electrode 
typically consists of a pad that is placed on the skin, away 
from the surgical site. The electrical impulse is applied to the 
desired tissue by the active electrode, disperses throughout 
the patient’s body, and is returned to the ESU system via 
the return electrode pad.1,3,5 The relative surface areas of 
the active and return electrodes are important. The tip of 
the active electrode has a smaller surface area than the pad 
for the return electrode.3 That is important for two reasons. 
First, the small surface area of active electrode concentrates 
electricity, allowing for lower voltages needed and precision 
of application. Secondly, the large surface area of the return 
pad prevents concentration of electricity at any one point, 
thereby reducing the chance of tissue damage at the return 

Figure 3. Handheld electrocautery device. 

Figure 4. Handheld monopolar radiofrequency electrosurgical device. 
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site.3 Because electricity disperses throughout the patient’s 
body with a monopolar device, there are two important 
considerations that must be made before operating the device. 
First, the return electrode must be placed on a flat surface of 
the body. Electricity concentrates at areas with sharp angles; 
therefore, a burn can occur if the return pad is not placed on a 
flat section of skin.1,3 Additionally, precautions must be taken 
when a patient has an implantable electronic medical device. 
Implantable electronic medical devices can be damaged from 
the electricity from a monopolar electrosurgical device.3,6,7 

That makes it important to determine if the patient’s device 
is compatible with monopolar electrosurgical devices. If it is 
not, it may be necessary to use either a bipolar device or an 
electrocautery unit to reduce risk of damage.3,6,7

In contrast to monopolar devices, bipolar electrosurgical 
devices have both an active and return electrode as part of the 
handheld device. An example of a bipolar device is displayed 
in Figure 5. Tissue is grasped between the two electrodes, 
allowing the electrical impulse to travel from the active 
electrode, through the grasped tissue, and directly into the 
return electrode on the same handheld device.1,3,5 Because 
of the proximity of the active and return electrodes, only the 

grasped tissue is involved in the circuit. That allows for lower 
voltage needed, prevention of spread of electricity throughout 
the entire body, and limits effects to a smaller area.1,3,5 That 
decreases the risk of alternate site burns and impacts on 
implantable electronic medical devices. Additionally, bipolar 
devices work in any medium, allowing them to be used in 
wet surgical fields.1 Disadvantages of bipolar devices include 
a limited ability to cut or coagulate large areas of tissue. That 
is due to its smaller area of thermal damage and needing to 
grasp the tissue on both sides.3,6

Coagulate Versus Cut
RF electrosurgical devices can have two effects on tissue: 
coagulation and cutting. These two effects on tissue differ 
due to the rate of temperature change that the electrosurgical 
device imparts on tissue. 

Coagulation occurs with slower heating of the tissue and is 
used for hemostasis. During coagulation, the device delivers 
interrupted bursts of electricity. Between bursts of electricity, 
the tissue is allowed to cool, allowing for slower heating of 
the tissues. That slowed heating process leads to the drying 
out of cells and the denaturing of proteins. Through that 
process, cells transform into a gelatinous consistency that 
blocks open blood vessels and causes hemostasis.2,3,6 The 
process of coagulation can be done through both desiccation 
and fulguration. Desiccation is done through direct contact 
of the active electrode with the tissue and leads to deeper 
coagulation.3,6 Fulguration, on the other hand, does not 
involve direct contact of the active electrode with tissue. 
Instead, the device is activated in the air at a short distance 
from the tissue. That allows for the electrode to ionize the 
air above the tissue and form sparks that contact the tissue. 
Through this process, superficial coagulation occurs over a 
wider surface area.3,6

Cutting happens when rapid heating of tissue causes 
vaporization of cells.2,3,6 The cut function on an RF 
electrosurgical device can be used as either a pure cut 
or blended cut. During pure cutting, there is constant 
application of current to the tissue.3 The tissue rapidly 
heats to over 100° Celsius, leading to fluid vaporization and 
explosion of the cell.2,3 Because there is no repeated heating 
and cooling, there is less damage to the surrounding tissue 
and the device can mimic a scalpel as it dissects through 
tissue.3 One disadvantage of the pure cut setting is that there 
is minimal hemostasis that occurs. That lack of hemostasis 
can be addressed by using a blended cut.3 By using the blend 
function, some hemostasis can be achieved while cutting. It 
is achieved by introducing breaks between bursts of electrical 

Figure 5. Handheld bipolar radiofrequency electrosurgical device. 

Photo courtesy of Hao Li, MD.
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current in a similar fashion to coagulation, although the 
breaks are shorter and further apart. By varying the ratio 
that the electric current is on versus off, one can control the 
amount of coagulation that occurs while dissecting tissue.3,5 
One disadvantage of a blended cut is increased damage done 
to cells near the cut site.3

Conclusion
Through education on terminology surrounding ESUs, one 
can better understand and compare RF electrosurgery and 
electrocautery, monopolar and bipolar electrosurgery, and 
cut versus coagulation during electrosurgery. Knowledge of 
this topic allows orthopaedic surgeons to better understand 
the tools that they are using and improve patient safety 
during tool utilization. 
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High BMI in Pregnancy: A Case for Referral
Shelley Feng, MD; Elizabeth Hultgren, MD, PhD; and Rachel Rodel, MD

Introduction

Obesity, defined as a BMI of greater than 30 kg/m² in 
the general adult population, is further divided into three 
categories, class I for BMI 30 to <35, II for BMI of 35 to 
< 40, and III for >40.1 It is associated with several medical 
conditions, including cardiovascular disease, stroke, and 
diabetes mellitus.2-4 From 2017-2018, an estimated 41.9% 
of adults in the United States have obesity, increased from 
30.5% from 1999-2000.5 Among women of reproductive age, 
the prevalence of obesity was roughly 40% in 2017-2018.6 
Obesity during pregnancy has been correlated with several 
adverse maternal and neonatal complications, including 
gestational diabetes, preeclampsia, congenital abnormalities, 
and stillbirth.7-9 Elevated maternal BMI poses increased risk 
of complications and necessitates consideration of several 
factors during the labor and delivery period in particular. 

Methods

MEDLINE, ScienceDirect, and ClinicalKey databases were 
searched. A last search was conducted in September 2023. 
Search terms included “obesity”, “pregnancy outcome”, 
“obstetric labor complications” (MeSH terms in MEDLINE). 
Manuscripts were selected by one primary reviewer and 
verified for inclusion by two other independent reviewers 
who are practicing obstetricians. Articles published from 
2006 to 2023 were considered. No language restrictions were 
applied. Obstetrics and gynecology, anesthesia, and pediatric 
journals websites and references of included articles were 
also reviewed. Articles were included if they were practice 
guidelines, primary studies, systemic reviews. 

Abstract
Obesity leads to higher risks of complications in pregnancy and at the time of labor and delivery, including preterm 
delivery, shoulder dystocia, operative vaginal delivery, and cesarean delivery. In addition, there is a dose-response 
relationship between increasing obesity class and risk of severe maternal morbidity at the time of delivery to include 
acute renal failure, heart failure, mechanically assisted ventilation, anesthesia complications, postpartum hemorrhage, 
and blood transfusion. In this brief review, we highlight the importance of referral specifically for delivery due to 
higher risk of complications for pregnant patients with elevated BMI, although certainly referring to a tertiary care 
center early in pregnancy would be preferred for medical optimization, detailed fetal anatomic evaluation, and 
delivery preparation.

General Labor and Delivery Complications 
Although obesity itself is not currently a Centers for Medicare 
& Medicaid Services (CMS) indication for early term delivery, 
obesity has been associated with indicated preterm delivery in 
the setting of increased risk of conditions such as gestational 
diabetes and hypertensive disorders of pregnancy.10 This is in 
contrast to pregnancies without indicated preterm delivery, 
in which increasing BMI has been connected to higher risks 
of post-term birth.7 These findings are consistent with data 
showing increased rates of labor induction and oxytocin 
augmentation.7,11-13 Importantly, obesity has been shown to 
be connected with labor complications such as decreased 
cervical dilation rate, increased risk of shoulder dystocia 
and operative vaginal delivery,7 leading to potential adverse 
neonatal outcomes including neonatal intensive care unit 
admission.14-16 These complications have been postulated 
to be secondary to a suboptimal response to oxytocin in 
addition to the increase in soft tissues narrowing the birth 
canal.17 

While obesity alone is not typically an indication for cesarean 
delivery and vaginal birth is preferred in the absence of other 
factors,7 patients with elevated BMI are at higher risk of 
cesarean delivery compared to patients with normal BMI.8,18 
These cesarean deliveries are further complicated by longer 
incision-to-delivery intervals as well as total operative times.19 
Between elective and emergent cesarean deliveries, obesity 
has been shown to have a stronger, albeit non-significant, 
association with emergent cesarean delivery.7 In addition, 
pregnant patients with obesity or morbid obesity were found 
to be at greater risk of complications associated with cesarean 
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delivery OR 2.05; 95% CI 1.86–2.27),20 including higher 
volume blood loss (p = 0.003),21 wound complications (1.14; 
95% CI, 1.06-1.23),22 and complications with trials of labor 
after cesarean (p = 0.03).23

In addition to the other forementioned increased peripartum 
risks to pregnant individuals with elevated BMI, obesity itself 
also presents challenges to anesthesia management. Platner 
et al found that women with class III obesity had significantly 
higher odds of severe anesthesia complications compared to 
patients of normal weight (OR 3.85; 95% CI 1.82–8.15).8 In 
particular, obesity increases risks of complications associated 
with general anesthesia, including risk of hypoventilation 
during emergence and recovery, as well as risk of airway 
obstruction.7 In a more recent multicenter analysis, elevated 
BMI >40 was found to be associated with increased odds of 
difficult intubation in patients undergoing general anesthesia 
for cesarean delivery (OR 2.71; 95% CI 1.53–4.8).24 Neuraxial 
anesthesia is preferred whenever possible. However, pregnant 
patients with morbidly elevated BMI are also at increased 
risk of difficult placement and failure of neuraxial anesthesia 
compared to their normal-weight counterparts (p < .01),25 
resulting in inadequate analgesia, unilateral block, or catheter 
replacement26. In circumstances when general anesthesia 
is needed, preparations for a potential difficult intubation 
should be made, including having a video-laryngoscope 
immediately available if needed.27 In addition, for pregnant 
patients with obesity, it is especially important to carefully 
assess any preexisting co-morbidities that may develop into 
complications with general anesthesia. For example, it is 
recommended to screen pregnant individuals with BMI >30 
for obstructive sleep apnea, a condition that is a risk factor 
for difficulty with airway management due to obstruction.28,29

Postpartum Hemorrhage
Compared with pregnant patients of normal BMI, those 
with elevated BMI have been shown to have significantly 
higher odds of postpartum hemorrhage in cases due to 
uterine atony after vaginal delivery.17 Risk increases with 
obesity class, with patients in World Health Organization 
obesity class III (BMI >40 kg/m2) at twice higher risk of 
atonic postpartum hemorrhage. In this particular subset of 
patients, the risk of postpartum hemorrhage in general is 
increased after normal vaginal delivery (OR 1.8; 95% CI 
1.05–3.12) and even more so after instrumented delivery 
when compared to patients of normal weight.30 The 
increased risk of postpartum hemorrhage in patients with 
elevated BMI is likely multifactorial, including risk related 
to operative vaginal delivery and secondary effects, such as 

perineal tears, vaginal and cervical lacerations, as well as 
vaginal and uterine ruptures.31 Other potential risk factors 
for increased blood loss include a larger area of distribution 
for uterotonic agents and greater difficulty in performing 
bimanual massage. Subsequent to the risk of postpartum 
hemorrhage, patients with class III obesity were found to 
have significantly higher odds of blood transfusion at the 
time of delivery (OR 1.23; 95% CI 1.07–1.43).8 

Infection, Venous thromboembolism, and Others

Platner et al found that pregnant individuals with class 
III obesity were found to have significantly higher odds 
of acute renal failure, heart failure during procedures, 
mechanically assisted ventilation, adult respiratory distress 
syndrome, pulmonary edema, heart failure, anesthesia 
complications, and sepsis.8 BMI is an independent risk factor 
for postpartum endometritis after normal vaginal delivery.32 
Following cesarean delivery, high BMI has been identified as 
an independent risk factor for surgical site infections.33,34 In 
particular, patients with obesity class II have a significantly 
greater risk when compared with patients with normal BMI, 
(OR 4.07; 95% CI 2.48–6.69).33 While superficial infections 
can be managed by antibiotics alone, deep surgical site 
infections may require wound exploration and debridement.9

In addition to infection, obesity has been linked to higher 
odds of venous thromboembolism in pregnant individuals.7,9 
Platner et al showed that women with super obesity (defined 
as 225% of ideal body weight or BMI > 50 kg/m2) in 
particular have higher odds of air and thrombotic embolism 
when compared to women with normal BMI.8 Another 
study demonstrated that the risk of thromboembolism 
is four times higher in pregnant individuals with BMI 
>40 kg/m2 than in those with normal BMI and that high 
pre-pregnancy BMI and large pregnancy weight gains 
contributed to this increased risk.7 The American College 
of Obstetricians and Gynecologists recommends that 
mechanical thromboprophylaxis be initiated in obese 
patients before cesarean delivery and continued postpartum.9 
In very high-risk patients such as individuals in obesity class 
III, weight-based pharmacologic thromboprophylaxis should 
be considered.9 

Conclusion

Obesity class III during pregnancy is well associated with 
several adverse maternal and neonatal outcomes.7,8 Pregnant 
patients with high BMI are more likely to have gestational 
diabetes mellitus and hypertensive disorders of pregnancy 
in the antepartum period, as well as cardiac dysfunction, 
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sleep apnea, and stillbirth.7-9 In the labor and delivery 
period, elevated BMI is associated with elevated risk of 
complications such as cesarean delivery, instrumental 
delivery, postpartum hemorrhage, blood transfusion, sepsis, 
venous thromboembolism, and other possible serious 
maternal morbidity events. Obesity is a clear risk factor for 
adverse outcomes at the time of labor and delivery which 
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warrants careful consideration for referral to a hospital 
with a higher level of maternal and neonatal care35 with 
obstetricians, anesthesiologists, and other hospital support 
such as blood blank availability. Referral during pregnancy 
is strongly recommended, especially for those individuals in 
obesity class III (BMI >40) for accurate assessment of fetal 
and maternal comorbidities along with a plan for delivery.



Volunteers Needed! 
Sign Up to Be Doctor of the Day 

Don’t Let Your SDSMA Benefits Expire –  
Renew Today! 

Member News
Visit www.sdsma.org for the latest news and information.

The SDSMA is looking for volunteers for the association’s Doctor of the Day Program at the State 
Capitol during the legislative session. 

This volunteer commitment involves one day at the State Capitol in Pierre by providing basic med-
ical assistance to elected representatives and staff as needed. South Dakota’s 2025 legislative 
sessions open January 14. Sign up to volunteer at sdsma.org.

Doctors of the Day have the unique opportunity to interact with legislators and get a first-hand 
look at the legislative process and how it affects the practice of medicine. Your presence at the 
Capitol shows legislators not only your expertise, but also your concern for the health of South 
Dakotans.

It is critical that volunteer physicians are serving each day of session. Every year we receive  
requests from PAs and NPs who wish to participate in the program.

Questions? Contact Justin Ohleen, SDSMA Director of Advocacy and Policy, at 605.336.1965 or 
johleen@sdsma.org.

Thank you for your membership in the SDSMA. Association renewal is annual and runs on the 
calendar year from January-December. If you haven’t yet, please visit the link that was sent to your 
email to renew. There is still time!

We look forward to another great year of providing physicians with valuable benefits. SDSMA  
membership gives you access to networking and leadership opportunities with your local  
colleagues in your District Medical Society, a monthly subscription to South Dakota Medicine, your 
name and practice information in the physician directory, and advocacy on behalf of patients and 
the medical profession.

•	 Advocacy. Participate in opportunities to have your voice heard. The SDSMA advocates at the  
	 state and federal levels on key health care issues impacting patients and physicians.

•	 Professional growth. Grow leadership skills through the SDSMA Health Leadership Institute,  
	 committee involvement, collaborative efforts, and events. 

•	 Education. Access education programs on current topics and publication opportunities in  
	 the peer-reviewed medical journal, South Dakota Medicine.

•	 Well-Being. Navigate the stressors of today’s ever-changing healthcare landscape and  
	 prioritize wellness with the South Dakota Physician Well-Being Program.

Thank you to those who have already renewed. If you haven’t yet, please complete your renewal 
at sdsma.org today!

BENEFITFor Your Benefit:
SDSMA is Your  

Legislative Advocate
SDSMA’s legislative staff is your eyes, ears and 
voice in Pierre and Washington. We track hundreds 
of pieces of legislation that affect you, as well as  
coordinate opportunities for you to get involved in 
the process. 

Do you want to be the Doctor of the Day during 
the South Dakota legislative session? How about a  
Physician Lobbyist? You can, and we can make it 
possible.

There are more SDSMA benefits to tell you about, 
and you’ll hear about them in the months to come. 
In the meantime, if you’d like more information 
about our legislative services and advocacy  
programs, give us a call at 605.336.1965 or visit 
www.sdsma.org.

Thank you for your membership in SDSMA. 

“For Your Benefit” is the Association’s  
monthly update on programs and services 

available to physicians through their  
affiliation with the SDSMA.

Follow us on 
Social Media!

Stay up to date with the latest from the South Dakota
State Medical Association. We are on Facebook, Twitter,

and Instagram! Follow and connect with us.   
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American Medical Association Delegate Report – 2024 Annual Meeting

Make Sure the Voice Of South Dakota Physicians is Heard at the National Level

Legal Brief Highlight: Peer Review and Discovery

The 2024 Interim Meeting of the American Medical Association House of 
Delegates was attended by South Dakota’s delegation – Rob Allison, MD; 
Mary Carpenter, MD; and Robert Summerer, DO – in Lake Buena Vista,  
Florida, November 8-12. Medical students who attended were Alivia  
Ankrum, Olivia Heinecke, Riley Hellman, and Sam Vassar. Here are some of 
the highlights of the meeting:

Medicare cuts start to hit home in Congress
Physicians need support in Congress to back changes to a broken  
system that is in line to cut the payments that support doctors’ practices by 
2.8% January 1, further endangering access to high-quality physician care. 
That is why fixing Medicare is the AMA’s top advocacy priority. Already, a 
bipartisan majority of 233 members of the U.S. House of Representatives 
has written to leadership demanding inclusion of a positive 2025 pay-
ment update for physicians in the year-end omnibus. Just a week prior to 

the AMA meeting’s opening, H.R. 10073, the Medicare Patient Access and  
Practice Stabilization Act of 2024, was introduced. Congress must prioritize  
passing this legislation during the lame-duck session. The measure would 
raise physician payment rates by one-half of the Medicare Economic  
Index by applying a 12-month payment update of 4.7%. Following SDSMA  
advocacy on this issue, Congressman Dusty Johnson recently signed on as 
a sponsor of the bill. 

Having a physician on site is best way to deliver  
emergency care
Physicians are best equipped to assess, stabilize and arrange for trans-
fer the patients who arrive at hospital emergency departments. But rural 
and remote facilities may not always be able to have a physician on site,  
according to an AMA Board of Trustees report adopted at the meeting. 
“Without the availability of a physician’s expertise, patient safety is put at 

The SDSMA encourages you to be a member of the American Medical  
Association to support South Dakota’s presence on the national stage as 
well as expand your professional base. The SDSMA receives a commission 
from the AMA if members join through the SDSMA office instead of the AMA 
directly.

At a time when health care is front and center in the national debate,  
members of the South Dakota State Medical Association should have a 
powerful say in how health policy is shaped. The AMA offers that platform.  
An AMA membership means a stronger voice for SDSMA to influence  
national health care policy that puts patients and physicians first. 

•	 Advocate for your patients to preserve health insurance for all Americans 

•	 Get world-class clinical content including materials on prediabetes and  
	 the opioid epidemic 
•	 Maximize lifelong learning with affordable, reputable CME, plus access  
	 to the latest in health care news and research in The JAMA Network 
•	 Optimize your practice with strategies to improve satisfaction and  
	 tools to help you stay up to date and informed on payment and  
	 reimbursement 
•	 Save on insurance and lifestyle offers with physician specific financial  
	 strategies and tailored disability and life insurance 

Learn more at sdsma.org or send an email to membership@sdsma.org.

The Health Care Quality Improvement Act of 1986 sets out standards for 
professional peer review actions. If a professional review body meets  
these standards, then neither the professional review body, nor any person 
acting as a member or staff to the body, will be liable in damages under 
most federal or state laws arising out of their peer review activities. 

The proceedings, records and reports of peer review committees relating to 
peer review activities are confidential, not subject to discovery and gener-
ally are not admissible as evidence in any court or arbitration proceeding. 
Similarly, no member of the peer review committee or any other person in 
attendance at a meeting of the committee may be required to testify as 

to what transpired at such meeting. Members of a peer review committee  
who act in good faith are immune from claims for monetary damages  
arising out of their peer review activities. This immunity does not, how-
ever, extend to professional societies or hospitals acting in a peer review 
capacity.

For more information, download the SDSMA legal brief Limitations of  
Actions at sdsma.org. The SDSMA provides legal briefs for member  
physicians on a variety of rules and regulations that apply to the medical 
profession. For nonmembers, legal briefs are available for purchase.

Member News
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risk,” says the report, whose recommendations support physician-led care 
in all health care settings while addressing the special needs of rural emer-
gency departments. The South Dakota delegation was pleased with the 
newly adopted policy because it strikes a balance: it will bolster the AMA’s 
work in fighting scope creep, but acknowledges the challenges of staffing 
emergency rooms in rural hospitals.

Boost aging patients’ meaningful access to health tech
It is critically important to make health IT accessible for all and to achieve 
equitable adoption among aging patients, people with hearing and eye-
sight impairment, as well as those who live in communities underserved by 
a lack of high-speed broadband access. “Access to telehealth services can 
be a lifeline to patients across the country and facilitates unprecedented 
expansion in access to crucial health care services,” notes an AMA Board of  
Trustees report whose recommendations were adopted by delegates.  
Research shows that millions of older adults are not ready to use video  
visits due to barriers including that they are inexperienced with the  
technology, have trouble hearing or seeing well enough, or lack internet- 
enabled devices. In addition, EHRs lack a standard way to store and retrieve 
the advanced-care planning documents that are especially important in 
the care of older-adult patients.

Give fellows the same benefits that resident physicians have

Graduate medical education is funded through both private and public  
sources. The largest source of GME funding for residency positions is 
through Medicare. Fellowship positions, conversely, rely on funding from 
private foundations, direct funding from the institution, government 
grants, endowments and donations and other sources. The differences in  
funding structure can allow institutions to provide inferior benefits and  
salaries for fellows as compared with residents. Citing that all residents 
and fellows deserve to be eligible for the same benefits, no matter what the 
funding source is for their program, the AMA modified existing policy in the  
“Residents and Fellows’ Bill of Rights” to address the issue. The policy  
further amends AMA policy related to adequate compensation and benefits 
that provide for resident well-being and health.

Make sure doctors can intervene on AI-influenced  
health decisions
The House of Delegates adopted as policy a comprehensive set of princi-
ples on the development, deployment and use of AI. The newly adopted 
policy is in large part drawn from the set of health AI principles approved 
by the AMA Board of Trustees last year that addresses: health care AI over-
sight; when and what to disclose to advance AI transparency; generative AI 
policies and governance; physician liability for use of AI-enabled technolo-
gies; AI data privacy and cybersecurity; and payor use of AI and automated 
decision-making systems. Delegates adopted some changes aimed at bol-
stering the overall aim of ensuring AI is properly used and that physicians 
can intervene, when necessary, especially as the risk of patient harm rises.

CME must be streamlined across states, specialties
The process of lifelong learning is necessary for physicians to continuously 
grow their skills. The mechanisms through which doctors must earn and 
receive credit for continuing medical education (CME) and maintenance 
of certification, however, are unnecessarily cumbersome, says a resolution 
introduced at the 2024 AMA Interim Meeting by the American College of 
Physicians. With all of the other administrative burdens physicians face 
every day, it is vital to take steps toward simplifying the CME reporting 
process. If time-consuming and repetitive reporting can be streamlined 
and standardized, physicians can focus on what matters most — providing 
high-quality care to patients. The AMA Ed Hub, an online learning platform 
that brings together high-quality CME, maintenance of certification, and 
educational content from trusted sources all in one place, provides auto-
mated credit tracking and reporting for some states and specialty boards.

After prior authorization approval, health plan should  
pay for care

No more take backsies. That is the AMA’s message for payers who force 
patients and physicians to meet burdensome documentation requirements  
in order to prior authorize or precertify care and then — after the care has 
been delivered — decide to back out of paying or try to recoup payment 
already made. Insurers will frequently cite vague reasons such as over-
payment on their part, a redetermination that approved care was not  
medically necessary or incomplete paperwork. Prior authorization should be  
sufficient to guarantee payment.

Make all physicians eligible for leave on day 1
A 2021 study of top-ranked hospitals and cancer centers found that the  
average paid maternity leave for patients giving birth was 7.8 weeks. The 
average parental leave for nonbirthing parents was 3.6 weeks. Those  
figures are well below the 12-week paid family leave recommendation of 
the American Academy of Pediatrics. Recent graduates, many of whom  
delayed having a child until after training, are face an additional deterrent 
to parenthood: some state-based parental leave laws that also require  
employees to have worked at least 12 months. Citing the burden that man-
datory time-triggered leave policies pose for new residency and fellowship 
graduates, delegates modified existing policy to recommend “that medical 
practices, departments and training programs strive to provide 12 weeks of 
paid parental, family and medical necessity leave in a 12-month period for 
their attending and trainee physicians as needed, with the understanding 
that no parent be required to take a minimum leave, and with eligibility 
beginning at the start of employment without a waiting period.

Robert L. Allison, MD, Delegate
Mary S. Carpenter, MD, Delegate
Robert J. Summerer, DO, Alternate Delegate



UNITED STATES SENATORS
MIKE ROUNDS (R)

Office: 716 Hart Senate Office Building
Washington, DC  20510
Phone: (202) 224-5842  

Website: rounds.senate.gov 

JOHN THUNE (R)
Office: 511 Dirksen Senate Office Building

Washington, DC  20510
Phone: (202) 224-2321

Website: thune.senate.gov

UNITED STATES REPRESENTATIVE
DUSTY JOHNSON (R)

Office: 1714 Longworth HOB
Washington, DC  20515
Phone: (202) 225-2801

Website: dustyjohnson.house.gov

SOUTH DAKOTA GOVERNOR
KRISTI NOEM (R)

Office:  State Capitol; 500 E. Capitol Avenue; Pierre, SD  57501
Phone: (605) 773-3212

Website: sd.gov/governor

SOUTH DAKOTA LIEUTENANT GOVERNOR
LARRY RHODEN (R)

Office:  State Capitol; 500 E. Capitol Avenue; Pierre, SD  57501
Phone: (605) 773-3212

SOUTH DAKOTA SENATE
State Capitol, 500 E. Capitol Ave, Pierre, SD  57501

All senators can be reached by phone during the Legislative Session by 
calling the senate lobby at 605-773-3821. 

	 President Pro Tempore
  		  Sen. Chris Karr (R)

	 Majority Leader
  		  Sen. Jim Mehlhaff (R)

	 Asst. Majority Leader
  		  Sen. Carl Perry (R)

	 Majority Whips
  		  Sen. Randy Deibert (R)
		  Sen. Kevin Jensen (R)
		  Sen. Sue Peterson (R)
		  Sen. Tom Pischke (R)

	 Minority Leader
  		  Sen. Liz Larson (D)

	 Asst. Minority Leader
  		  Sen. Jamie Smith (D)

	 Minority Whips
  		  Sen. Red Dawn Foster (D)

Senator	 Dist.	 Home	 Email
Michael Rohl	 1	 Aberdeen	 michael.rohl@sdlegislature.gov
Steve Kolbeck	 2	 Brandon	 steve.kolbeck@sdlegislature.gov
Carl Perry	 3	 Aberdeen	 carl.perry@sdlegislature.gov
Stephanie Sauder	 4	 Bryant	 stephanie.sauder@sdlegislature.gov
Glen Vilhauer	 5	 Watertown	 glen.vilhauer@sdlegislature.gov
Ernie Otten	 6	 Tea	 ernie.otten@sdlegislature.gov
Tim Reed	 7	 Brookings	 tim.reed@sdlegislature.gov
Casey Crabtree	 8	 Madison	 casey.crabtree@sdlegislature.gov
Joy Hohn	 9	 Hartford	 joy.hohn@sdlegislature.gov
Liz Larson	 10	 Sioux Falls	 liz.larson@sdlegislature.gov
Chris Karr	 11	 Sioux Falls	 chris.karr@sdlegislature.gov
Arch Beal	 12	 Sioux Falls	 arch.beal@sdlegislature.gov
Sue Peterson	 13	 Sioux Falls	 sue.peterson@sdlegislature.gov
Larry Zikmund	 14	 Sioux Falls	 larry.zikmund@sdlegislature.gov
Jamie Smith	 15	 Sioux Falls	 jamie.smith@sdlegislature.gov
Kevin Jensen	 16	 Canton	 kevin.jensen@sdlegislature.gov
Sydney Davis	 17	 Burbank	 sydney.davis@sdlegislature.gov
Lauren Nelson	 18	 Yankton	 lauren.nelson@sdlegislature.gov
Kyle Schoenfish	 19	 Scotland	 kyle.schoenfish@sdlegislature.gov
Paul Miskimins	 20	 Mitchell	 paul.miskimins@sdlegislature.gov
MyKala Voita	 21	 Bonesteel	 mykala.voita@sdlegislature.gov
David Wheeler	 22	 Huron	 david.wheeler@sdlegislature.gov
Mark Lapka	 23	 Leola	 mark.lapka@sdlegislature.gov
Jim Mehlhaff	 24	 Pierre	 jim.mehlhaff@sdlegislature.gov
Tom Pischke	 25	 Dell Rapids	 tom.pischke@sdlegislature.gov
Tamara Grove	 26	 Lower Brule	 tamara.grove@sdlegislature.gov
Red Dawn Foster	 27	 Pine Ridge	 reddawn.foster@sdlegislature.gov
Sam Marty	 28	 Prairie City	 sam.marty@sdlegislature.gov
John Carley	 29	 Piedmont	 john.carley@sdlegislature.gov
Amber Hulse	 30	 Hot Springs	 amber.hulse@sdlegislature.gov
Randy Deibert	 31	 Spearfish	 randy.deibert@sdlegislature.gov
Helene Duhamel	 32	 Rapid City	 helene.duhamel@sdlegislature.gov
Curt Voight	 33	 Rapid City	 curt.voight@sdlegislature.gov
Taffy Howard	 34	 Rapid City	 taffy.howard@sdlegislature.gov
Greg Blanc	 35	 Rapid City	 greg.blanc@sdlegislature.gov
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Representative	 Dist.	 Home	 Email
Logan Manhart	 1	 Aberdeen	 logan.manhart@sdlegislature.gov
Christopher Reder	 1	 Warner	 christopher.reder@sdlegislature.gov
David Kull	 2	 Brandon	 david.kull@sdlegislature.gov
John Sjaarda	 2	 Valley Springs	 john.sjaarda@sdlegislature.gov
Al Novstrup	 3	 Aberdeen	 al.novstrup@sdlegislature.gov
Brandei Schaefbauer	 3	 Aberdeen	 brandei.schaefbauer@sdlegislature.gov
Dylan Jordan	 4	 Clear Lake	 dylan.jordan@sdlegislature.gov
Kent Roe	 4	 Hayti	 kent.roe@sdlegislature.gov
Josephine Garcia	 5	 Watertown	 josephine.garcia@sdlegislature.gov
Matt Roby	 5	 Watertown	 matt.roby@sdlegislature.gov
Aaron Aylward	 6	 Harrisburg	 aaron.aylward@sdlegislature.gov
Herman Otten	 6	 Lennox	 herman.otten@sdlegislature.gov
Roger DeGroot	 7	 Brookings	 roger.degroot@sdlegislature.gov
Mellissa Heermann	 7	 Brookings	 mellissa.heermann@sdlegislature.gov
Tim Reisch	 8	 Howard	 tim.reisch@sdlegislature.gov
Tim Walburg	 8	 Madison	 tim.walburg@sdlegislature.gov
Tesa Schwans	 9	 Hartford	 tesa.schwans@sdlegislature.gov
Bethany Soye	 9	 Sioux Falls	 bethany.soye@sdlegislature.gov
Bobbi Andera	 10	 Sioux Falls	 bobbi.andera@sdlegislature.gov
Erin Healy	 10	 Sioux Falls	 erin.healy@sdlegislature.gov
Brian Mulder	 11	 Sioux Falls	 brian.mulder@sdlegislature.gov
Keri Weems	 11	 Sioux Falls	 keri.weems@sdlegislature.gov
Amber Arlint	 12	 Sioux Falls	 amber.arlint@sdlegislature.gov
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SOUTH DAKOTA HOUSE OF REPRESENTATIVES

State Capitol, 500 E Capitol, Pierre, SD  57501

All representatives can be reached by phone during the Legislative Session 
by calling the house lobby at 605-773-3851.  

	 Speaker of the House
  		  Rep. Jon Hansen (R) 

	 Speaker Pro Tempore
  		  Rep. Karla Lems (R)

	 Majority Leader
  		  Rep. Scott Odenbach (R)
	 Asst. Majority Leader
  		  Rep. Marty Overweg (R)

	 Majority Whips
  		  Rep. Jessica Bahmuller (R)
		  Rep. Les Heineman (R)
		  Rep. Greg Jamison (R)
		  Rep. Brandei Schaefbauer (R)
		  Rep. Bethany Soye (R)

	 Minority Leader
  		  Rep. Erin Healy (D)

	 Asst. Minority Leader
  		  Rep. Eric Emery (D)

	 Minority Whips
  		  Rep. Kadyn Wittman (D)
		  Rep. Nicole Uhre-Balk (D)

Greg Jamison	 12	 Sioux Falls	 greg.jamison@sdlegislature.gov
John Hughes	 13	 Sioux Falls	 john.hughes@sdlegislature.gov
Tony Venhuizen	 13	 Sioux Falls	 tony.venhuizen@sdlegislature.gov
Tony Kayser	 14	 Sioux Falls	 tony.kayser@sdlegislature.gov
Taylor Rehfeldt	 14	 Sioux Falls	 taylor.rehfeldt@sdlegislature.gov
Erik Muckey	 15	 Sioux Falls	 erik.muckey@sdlegislature.gov
Kadyn Wittman	 15	 Sioux Falls	 kadyn.wittman@sdlegislature.gov
Karla Lems	 16	 Canton	 karla.lems@sdlegislature.gov
Richard Vasgaard	 16	 Centerville	 richard.vasgaard@sdlegislature.gov
Chris Kassin	 17	 Vermillion	 chris.kassin@sdlegislature.gov
William Shorma	 17	 North Sioux City	 william.shorma@sdlegislature.gov
Julie Auch	 18	 Yankton	 julie.auch@sdlegislature.gov
Mike Stevens	 18	 Yankton	 mike.stevens@sdlegislature.gov
Jessica Bahmuller	 19	 Alexandria	 jessica.bahmuller@sdlegislature.gov
Drew Peterson	 19	 Salem	 drew.peterson@sdlegislature.gov
Jeff Bathke	 20	 Mitchell	 jeff.bathke@sdlegislature.gov
Kaley Nolz	 20	 Mitchell	 kaley.nolz@sdlegislature.gov
Jim Halverson	 21	 Winner	 jim.halverson@sdlegislature.gov
Marty Overweg	 21	 New Holland	 marty.overweg@sdlegislature.gov
Lana Greenfield	 22	 Doland	 lana.greenfield@sdlegislature.gov
Kevin Van Diepen	 22	 Huron	 kevin.vandiepen@sdlegislature.gov
Spencer Gosch	 23	 Glenham	 spencer.gosch@sdlegislature.gov
Scott Moore	 23	 Ipswich	 scott.moore@sdlegislature.gov
Will Mortenson	 24	 Fort Pierre	 will.mortenson@sdlegislature.gov
Mike Weisgram	 24	 Fort Pierre	 mike.weisgram@sdlegislature.gov
Jon Hansen	 25	 Dell Rapids	 jon.hansen@sdlegislature.gov
Les Heinemann	 25	 Flandreau	 les.heinemann@sdlegislature.gov
Eric Emery	  26A	 Rosebud	 eric.emery@sdlegislature.gov
Rebecca Reimer	  26B	 Chamberlain	 rebecca.reimer@sdlegislature.gov
Liz May	 27	 Kyle	 liz.may@sdlegislature.gov
Peri Pourier	 27	 Rapid City	 peri.pourier@sdlegislature.gov
Jana Hunt	  28A	 Dupree	 jana.hunt@sdlegislature.gov
Travis Ismay	  28B	 Newell	 travis.ismay@sdlegislature.gov
Terri Jorgenson	 29	 Rapid City	 terri.jorgenson@sdlegislature.gov
Kathy Rice	 29	 Black Hawk	 kathy.rice@sdlegislature.gov
Tim Goodwin	 30	 Rapid City	 tim.goodwin@sdlegislature.gov
Trish Ladner	 30	 Hot Springs	 trish.ladner@sdlegislature.gov
Mary Fitzgerald	 31	 Saint Onge	 mary.fitzgerald@sdlegislature.gov
Scott Odenbach	 31	 Spearfish	 scott.odenbach@sdlegislature.gov
Steve Duffy	 32	 Rapid City	 steve.duffy@sdlegislature.gov
Nicole Uhre-Balk	 32	 Rapid City	 nicole.uhre-balk@sdlegislature.gov
Phil Jensen	 33	 Rapid City	 phil.jensen@sdlegislature.gov
Curt Massie	 33	 Rapid City	 curt.massie@sdlegislature.gov
Heather Baxter	 34	 Rapid City	 heather.baxter@sdlegislature.gov
Mike Derby	 34	 Rapid City	 mike.derby@sdlegislature.gov
Tina Mulally	 35	 Rapid City	 tina.mulally@sdlegislature.gov
Tony Randolph	 35	 Rapid City	 tony.randolph@sdlegislature.gov
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Board News is a monthly feature sponsored by  
the South Dakota Board of Medical and Osteopathic 

Examiners. For more information, contact the Board at 
SDBMOE@state.sd.us or write to SDBMOE, 101 N. 

Main Avenue, Suite 301, Sioux Falls, SD 57104.

SecretaryPresident

Aaron Shives, MD

Maurice Chessmore, MD

Rachel Sunne, MD

Christopher Dietrich, MD

Richard Hainje

Jennifer Tegethoff, MD

Scott Blanchard, DO

Heather Spies, MD

Suzanne Veenis

•	 Protects the health and 
welfare of the state’s 
citizens by ensuring that 
qualified medical health 
care professionals are 
licensed to practice in 
South Dakota

•	 Licenses and regulates 
about 11,500 licenses  
within ten different  
medical categories

•	 Establishes regulations  
by proposing legislation 
and adopting  
administrative rules

•	 Provides Safe Haven, 
supports, and promotes 
confidential monitoring  
of its healthcare  
providers



The South Dakota State Medical Association Foundation,
the philanthropic arm of the South Dakota State Medical
Association, is a tax-exempt 501(C)(3) non-profit corpora-
tion, was established to assist and support medical research,
medical teaching and medical education at the Sanford
School of Medicine.

On average, medical students graduate with $130,000 in 

debt. Contributions to the South Dakota State Medical 
Association Foundation provide financial assistance to 
students at the Sanford School of Medicine and are all 
designated for scholarships, grants and low-interest loans 
for students.

Any amount can be donated at any time throughout the 
year. If you have questions or want more information, 
please call 605.336.1965.

Send Your Contributions Today To:
South Dakota State Medical Association Foundation
2600 W 49th St Ste 100, Sioux Falls, SD 57105
Or contribute online at www.sdsma.org

Help Shape the
Future of  Medicine

in South Dakota

State Medical Association Foundation
Shaping  the  Future  of  Medicine  in  South  Dakota
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Your focus is them;
our focus is you.
At Copic, we believe that by supporting you—offering the resources and knowledge to 
prevent unexpected outcomes—we’re not only protecting you, we’re protecting your 
patients. That’s improving medicine for everyone. We’re here for the humans of healthcare. 

copic.com  |  800.421.1834

Copic is proud to be the endorsed carrier of the South Dakota State Medical 
Association. SDSMA members may be eligible for a 10% premium discount.


