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Letter from the President

MSRT Members: 

I am extremely honored to have been given the opportunity to 
serve the Mississippi Society of Radiologic Technologists as 
President for the upcoming year. I greatly appreciate the support 
and encouraging words from my fellow colleagues, and am 
looking forward to this leadership opportunity within our state 
society. We have an extremely knowledgeable Board of Directors 
who are dedicated to the imaging profession, and we will work 
diligently this year for the betterment of the society. 

Although I have volunteered on the MSRT Board of Directors for 
the past nine years in various positions, this is my first time 
serving as President. I believe my previous roles have helped me 
gain the insight necessary to identify goals for the MSRT Board of 
Directors to pursue this year. The MSRT members are at the core 
of all decisions made. It is our desire to retain students as they 
graduate so they will remain members of the MSRT as registered 
radiologic technologists. We also want to recruit new members, 
both students and RTs.  

I want to encourage MSRT members, both students and 
technologists, to get involved. You are more than welcome to 
attend the upcoming meeting of the Board of Directors, which is 
scheduled for January 2016. Please contact a member of the 
Board if you would like more information. Email addresses of all 
Board members are located on the MSRT website at 
www.msrt.biz. Volunteering for the MSRT is an excellent way to 
give back to your profession, while meeting technologists across 
the state. It is a great opportunity to network with others. I am 
excited to embark upon this journey and foresee great things 
from the MSRT in 2016! 

Thank you, 

Kristi Moore, PhD, RT (R) (CT) 
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MSRT North District Report

Pictured Above (L-R) Kathy Stegall, Jessica Reid, Leigh Moser, Emily
Short, Bradley Frederick Below (L-R) Kenneth Dunnam, Ben White

On Tuesday, November 17, 2015, the North District held a meeting to elect
officers for the new year. This year's elected officers are: Leigh Moser
(President), Jessica Reid (Vice President), Kathy Stegall (Treasurer), Emily
Short (Secretary), and Bradley Frederick (Reporter). Two students, Kenneth
Dunnam and Ben White were also chosen to shadow the president. Also
discussed during the meeting was the completion of conference duties. All
thank you notes were sent out and reports created.
Respectfully submitted by Bradley Frederick.
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I would like to extend my gratitude to the selection committee for choosing 
me as the 2015 Technologist of the Year for the state of Mississippi. I am 
extremely honored and humbled to have been selected for this award! I 
am fortunate to serve the MSRT with a great group of individuals and 
appreciate their hard work; the Board of Directors is a team who work 
extremely hard to make the society the best it can be. I am also grateful 
for the support and encouragement of my colleagues and students at the 
University of Mississippi Medical Center. It is wonderful to be surrounded by 
individuals who are also passionate about their chosen profession. Thank 
you, again, for this award. I will continue to work hard for our profession 
through involvement at both the state and national level.  

Thank you, 

Kristi Moore, PhD, RT (R) (CT) 

 

Te
chnologist of the Year - Kristi Moore
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The MSRT Business Meeting for the 74th Annual Conference was held at the Bancorp 
South in Tupelo, MS, on October 20, 2015. Shazowee Edgerton, President of the MSRT, 
welcomed those present and thanked everyone for attending the Conference.  
A quorum was established and the meeting was called to order by President Shazowee 
Edgerton at approximately 5:13 p.m.  

The minutes from Conference 2014 were accepted as published in The Beam.  

The following reports were given:  

1.  Treasurer:  

 A. Please refer to Appendix A for the MSRT Financial Report that was   
  presented at the board Meeting.  
  
 B. John Melvin presented Operating Budget 2015-2016 that has been   
  approved by the board.  

2.  Vice-President: Nothing to report at this time.  

3.  Secretary: Nothing to report at this time.  

4.  Editor of The Beam:  
  
 A. The deadline for the next issue of The Beam is tentatively set for   
  November 16, 2015.  
  
 B. Leigh Moser is taking over role as Editor of the Beam     
  effective October 20, 2015.  

5.  Executive Secretary/Website Administrator:  
  
 A.   As of October 19, 2015, there are a total of 318 MSRT members:          
  a. Active Members.......................132  
  b. Associate Members......................3  
  c. Honorary Members......................2  
  d. Life Members…………………………..10  
  e. Student Members.....................171  
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6.  ASRT Affiliate Delegates: 
  
 A.  Kristi Moore and Diane Mayo represented the MSRT as ASRT                   
  Affiliate Delegates at the June 2015 in Albuquerque, New Mexico. 
  a.  The ASRT Affiliate Delegates report can be found in the   
  summer 2015 issue of The Beam at www.msrt.biz. 

7.  President: Nothing to report at this time.   

8.  Conference Coordinator/Conference Chair: 
  
 A.   There are currently 197 Conference attendees preregistered  

9.  Nominations:  
  
 A.   President:  
  a.  Kristi Moore  
  
 B. Vice-President:  
  a. Leigh Moser 
  b. Lee Brown  
  c. Robbie Nettles  
  
 C. Secretary:  
  a. Mandy Pearson  
  b. Ramona Thomas  
  
 D. ASRT Delegate:  
  a. Sherrill Wilson 
  b. John Melvin  

10. Education Committee:  
  
 A. The Student Prep Bowl will be held Wednesday night of    
  Conference, beginning 7:00 p.m.  
  a.  Six teams submitted a team roster for Conference. The last   
   day to register teams will be on Wednesday.  
  
 B. People Choice:  
  a. The students were thanked for participating in manuscripts   
   and exhibit competitions.  
  b. Conference attendees were reminded to vote for their   
   favorite exhibit for the People’s Choice award, which will be   
   presented at the Presidential Awards Ceremony.  

11. Student Liaison: 
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A. Approximately two months prior to MSRT Conference, nomination    
 forms for student delegate were emailed to program directors for all   
 radiography programs in Mississippi.  
  a. The nominated students addressed the student body at the   
   student meeting prior to voting.  
  b. The following MSRT student delegates for the upcoming year  
   were elected by the student body at the student meeting:  
   i. Lexis Watson (JCJC)  
   ii. Will Lindsey (UMMC)  

12. Rules and Bylaws Committee: Nothing to report at this time New Business  
  
 A.  Election Results: 
  a.  Kristi Moore, President  
  b.  Lee Brown, Vice-President  
  c.  Mandy Pearson, Secretary  
  d.  John Melvin, ASRT Delegate  
  
 B.  Bill changes concerning LXMO: 
  a.  Law clarifying LXMO’s can not do Fluoro and CT 
  b.  Next step to require LXMO’s to take a national test  
  c.  Nurse Practitioner and Physician Assistant are able to do        
   x-rays  
  d.  MSRT support must grow in order to pass laws restricting   
   LXMO’s in the state of Mississippi E. Lobby Day for    
   Radiographers to be posted on the www.msrt.biz  

With no further business to be discussed, the meeting was adjourned at approximately 
6:25 p.m. Respectfully submitted,  
Ramona Thomas, B.S., R.T.(R)(T)  
!   



Appendix A
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MSRT Conference 2015 Speakers

Richard "Fuge" Fuchillo Dr. R. Hunt Bobo Deborah Shell

Nancy Adams Jeff Crowley Jeff Ballard

Dr. Susan Shamburger
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Student Manuscript
s

Student Papers were mailed to three (3) out-of-state judges for the student
manuscript competition. Pictured below are the five students whose papers
were selected for manuscript competition.

◼ "3D Printing: The New Hard Copy" by Virginia Endris
◼ "Breast Cancer" by Taylor Shumpert

Received 2nd Place
◼ "Melanoma" by Anne Howard Steinwinder

Received 3rd Place
◼ "Osteogenesis Impefecta: Brittle Bone Disease" by Alison

Sullivan Received 1st Place
◼ "Heterotrophic Ossification" by Liana Wooley

Left to Right - Virginia Endris, Taylor Shumpert, Anne Howard Stienwinder,
Alison Sullivan, Liana Wooley
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Student Manuscript: 1st Place Recipient - Alison Sullivan
(UMMC)

  Osteogenesis Imperfecta: Brittle Bone Disease  
  

 Imagine being born and already having seven broken bones. What 
about fracturing a rib with every sneeze or breaking a leg from bumping 
into a table just a little too hard? These situations are very real for at 
least 20,000 people in the United States (Osteogenesis Imperfecta 
Foundation [OIF], 2014). People who live with osteogenesis imperfecta, 
also known as brittle bone disease, can suffer from multiple breaks and 
fractures in their life as a result of minor trauma or no apparent cause at 
all (Kaneshiro, Zieve, & Black, 2013). 

Overview 

 Simply put, osteogenesis imperfecta (OI) is a genetic disorder that 
causes one’s bones to be abnormally fragile and fracture without 
difficulty. It is an autosomal dominant disease, meaning only one copy 
of the gene is needed in order to have OI (Kaneshiro et al., 2013). It is a 
congenital, incurable disease that has a 50 percent chance of being 
passed on to offspring (Kaneshiro et al., 2013). It occurs in an estimated 
1 out of 12,000 births. There are eight recognized types of the disease 
that range in characteristics and severity. A person diagnosed with OI 
will spend their life receiving various therapies and surgeries (Boston 
Children’s Hospital, 2011). Its frequency is equivalent among all gender, 
racial, and ethnic groups (National Human Genome Research Institute 
[NHGRI], 2012). Fractures tend to decrease with maturation but may 
increase again in menopausal women or men over the age of 60 
(American Academy of Orthopaedic Surgeons [AAOS], 2011). Various 
teams of specialists such as geneticists, physical therapists, orthopedists, 
and endocrinologists are vital to the life of someone with OI (Boston 
Children’s Hospital, 2011). 
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Causes 

 Ninety percent of osteogenesis imperfecta cases are caused by a 
single dominant mutation in either the COL1A1 or COL1A2 gene. 
These genes are responsible for providing the instructions for the 
formation of proteins used to create Type 1 collagen. It is the most 
common protein found in skin, bones, and other tissues that offers 
strength and structure to the body (NHGRI, 2012). The majority of Type 
I OI stems from genetic defects in the COL1A1 gene that reduce the 
amount of Type 1 collagen the body produces. Types II, III, and IV 
typically result from a genetic defect in either the COL1A1 or COL1A2 
gene that alters the structure of the Type 1 collagen (Osteogenesis 
Imperfecta, 2015). Osteogenesis imperfecta Type VII is a result of 
recessive mutations in the CRTAP gene (NHGRI, 2012). A defect in the 
P3H1 gene causes Type VIII. Mutations in the CRTAP and P3H1 genes 
form a disruption in the proteins that process collagen in its developed 
form. The cause is currently unknown for OI Types V and VI 
(Osteogenesis Imperfecta, 2015). Most cases are inherited through the 
parent, but some can result from spontaneous mutations (Kaneshiro et 
al., 2013). 

A person affected with OI caused by a dominant mutation has a 50 
percent chance of his or her children inheriting it. A child only needs to 
receive one copy of the gene from the parents in order to have OI. Ten to 
fifteen percent of OI cases are due to the recessive mutation. This means 
the parents are not afflicted with OI, but both carry the mutation. In 
order for the child to inherit OI, he or she must have a copy of the 
mutation from each parent. If a parent has OI due to a recessive 
mutation, all children will be carriers of the recessive mutation; their 
chance of developing the disease is dependent upon the other parent. If 
the child possesses the recessive 
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OI, a 25 percent chance for each future pregnancy exists that the parents 
will have another offspring with the disease (OIF, 2014). Most infants 
with Type II and III are born into a family without a history of the 
disease. Therefore, these children typically have a spontaneous mutation. 
In milder forms of OI such as Type I and IV, 25 to 30 percent of 
incidences are due to spontaneous mutations (NHGRI, 2012). 

Symptoms 

 There are eight identified types of osteogenesis imperfecta. Types 
II, III, VII, and VIII exhibit the most severe symptoms; Types IV, V, and 
VI moderate symptoms; and Type I mild symptoms (National Institute of 
Arthritis and Musculoskeletal and Skin Diseases [NIAMS], 2009). The 
classic symptoms of osteogenesis imperfecta are a blue tint to the sclera 
of the eye, multiple bone fractures, short stature, and premature loss of 
hearing. Hypermobility, poor dental development, and flat feet are also 
often seen. More severe symptoms include scoliosis, kyphosis, and 
bowed appendages (Kaneshiro et al., 2013). 

These various types of OI differ in their characteristics and 
severity, however all types have severity and symptoms that can be 
categorized within the range of the first four recognizable types (AAOS, 
2011). Type I is the most common form, and most fractures will occur 
before puberty is reached. Bone deformity is almost nonexistent, and 
stature is relatively normal. The Type 1 collagen is not abnormal but 
under produced. The affected person will have a triangular face and 
tendency towards a curved spine, along with the standard blue sclera, 
loose joints, and brittle teeth (OIF, 2014). Type II is the most severe 
form and is often lethal for infants typically due to underdeveloped lungs 
and numerous fractures in the womb. After birth the infant will appear 
crumpled with a narrow chest, misshapen ribs, an abnormally soft skull, 
outward hips, and bowed arms and legs. Type III also exhibits severe 
fractures after birth but does not share the mortality rate of Type II. In 
Type III OI, the abnormalities tend to worsen over time (NHGRI, 2012).
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The affected person will have a short stature, barrel shaped rib cage, 
brittle teeth, blue sclera, spinal curvature, severe deformities, etc. (OIF, 
2014). Type IV is the most variable type of OI. Twenty five percent of 
infants born with this form will have fractures at birth (NHGRI, 2012). 
Unlike the other forms of OI, the sclera appear as a near normal white 
color (OIF, 2014). Deformities are mild to moderate, and bowing of the 
legs decreases with maturation (NHGRI, 2012). The affected person has 
a short stature, brittle teeth, barrel shaped rib cage, and triangular face 
(OIF, 2014). 

Diagnosis 

 Doctors use a variety of ways to diagnose osteogenesis imperfecta. 
They employ family history, medical history, physical examinations, 
laboratory tests, and various imaging modalities (NIAMS, 2009). 
Because it is an inherited disease, doctors will discuss family history and 
the child’s medical history. Genetic counselors can determine the chance 
of recurrence and aid in prenatal diagnosis (OIF, 2014). The condition is 
often suspected when bones break with little force, and a physical 
examination is given that includes inspecting the eyes and teeth (AAOS, 
2011). 

A skin punch biopsy is used to detect changes in Type 1 collagen. 
DNA sequenced based testing requires a blood sample and can identify 
the type of mutation that altered the collagen protein (NHGRI, 2012). 
Both tests are capable of detecting 90 percent of Type 1 collagen 
mutations (OIF, 2014). 

Diagnostic radiography is the preferred initial imaging 
examination. The head, neck, and spine present the following 
radiographically: basilar invagination, wormian bones, kyphoscoliosis, 
vertebral compression fractures, codfish vertebrae, and platyspondyly. 
The chest will demonstrate pectus excavatum or carinatum. Acetabular 
protrusion is seen in the pelvis. General radiographic features include 
severe osteoporosis, over tubulated bones, cortical thinning, hyperplastic 
callus formation, popcorn calcification, zebra stripe sign, and 
pseudoarthrosis at healing sites (Luijkx et al., 2015). 
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In Type V, a dense band can be observed next to the growth plate on 
long bones, and there is membrane calcification between the ulna and 
radius that results in restricted forearm rotation. Hyperplastic callus 
formation is also notable. Those with Type VII have an underdeveloped 
humerus and femur. They also exhibit coxa vera (OIF, 2014). Fractures 
commonly seen are complete or incomplete in the diaphysis of long 
bones, compression fractures of the thoracolumbar region, and 
apophyseal avulsion fractures. In very young children with a mild form 
of OI or lack of family history, the radiographic features can sometimes 
tragically be mistaken as signs of child abuse (Renaud et al., 2013). 

Prenatal ultrasound is beneficial in fetal diagnosis of osteogenesis 
imperfecta. Type II OI can be seen in a fetus as early as 16 weeks 
(Kaneshiro et al., 2013). The following characteristics are useful in 
diagnosing forms Type II and III. Decreased calvarial ossification may 
cause over visualization of brain detail or cause the skull to depress with 
transducer pressure. Evidence of fractures may result in long bones 
appearing shortened or angulated, sonographic gaps along the shaft of 
the long bone, and a beaded appearance of the ribs. A presence of 
polyhydramnios may also be noted (Luijkx et al., 2015). 

Bone densitometry by dual-energy x-ray absorptiometry (DEXA) 
is the most preferred method for detection of a reduction in bone mineral 
density. However, an advanced knowledge of possible consequences 
related to puberty, skeletal development, age, and sex in children is 
necessary for proper interpretation of the findings. Although a reduction 
in bone mineral density is not solely confined to OI and can include 
various metabolic disorders, DEXA is still beneficial in diagnosing OI 
and monitoring bisphosphonate treatment (Renaud et al., 2013). 

Computed tomography (CT) shows much of what diagnostic x-ray 
can but also better reveals wormian bones, basilar invagination, and 
otosclerosis (Luijkx et al., 2015). When a diagnosis is unclear and 
termination of the pregnancy is being considered, low-dose CT can be 
performed into 26 weeks of gestation to create a three-dimensional fetal 
skeleton to help provide a more accurate diagnosis.
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Magnetic resonance imaging (MRI) is diagnostically limited unless the 
brain or visceral organs of the fetus are necessary to look for related 
abnormalities or to evaluate lung volume of the fetus (Renaud et al., 
2013). MRI is also used to determine the degree of basilar invagination 
(Luijkx et al., 2015). 

Treatment 

 Although there is no cure for osteogenesis imperfecta, there are 
certain therapies and surgeries that can help to lessen the pain and 
complications associated with the disease (Kaneshiro et al., 2013). These 
treatments seek to withhold or stabilize symptoms, increase mobility, 
and build ideal bone mass and muscle strength (OIF, 2014). Nonsurgical 
treatments include medication, immobilization, and exercise (AAOS, 
2011). 

Medications can include growth hormone treatments, an adult only 
injected drug called teriparatide, gene therapies, or, most commonly, 
bisphosphonates (OIF, 2014). Medical bisphosphonates have shown to 
be very effective in the management of symptoms, predominantly in 
children (Kaneshiro et al., 2013). They can be administered orally or 
intravenously by a physician and require monitoring (AAOS, 2011). 
Bisphosphonates increase strength and bone density by slowing its 
resorption. This aids in the reduction of bone pain and occurrence of 
fractures, particularly those in the spine (Kaneshiro et al., 2013). It is 
uncertain if people with recessive OI versus dominant OI will react in 
the same way to these treatments (OIF, 2014). 

Casting, bracing, and splinting are methods used to stabilize the 
bones so that healing may occur (OIF, 2014). Cast time should be kept to 
a minimum to avoid disuse osteoporosis from an extended period of 
dereliction (Kaneshiro et al., 2013). Wheelchairs and other mobility aids 
are commonly used with severe types of OI (OIF, 2014). 
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 Fracture prevention is enhanced through low impact exercises such 
as swimming and walking. Independent movement and weight bearing 
exercise help increase bone strength and muscle support (AAOS, 2011). 
People with osteogenesis imperfecta are also encouraged to maintain a 
healthy weight and diet, and avoid activities that might deplete bone 
such as smoking, alcohol consumption, and steroid usage (OIF, 2014). 

Orthopedic surgery is often necessary for repetitive fractures, 
fractures lacking proper healing, and bone deformities. A procedure 
called intramedullary rodding reinforces and properly positions long 
bones to improve function, reduce fractures, and manage bowing of 
bones. Rods can be fixed and require replacing or can “telescope” with 
age. Spinal fusion is recommended for scoliosis cases due to OI because 
bracing will cause the ribs to become deformed (AAOS, 2011). 

Prognosis 

The type of osteogenesis imperfecta a person has typically determines 
their life expectancy and quality of life. People with Type I can be 
expected to live a normal lifestyle whereas those with Type II usually 
reach fatality during their first year of life. Type III will likely become 
wheelchair bound and have a decreased life expectancy. Life expectancy 
in Type IV is normal, although braces and mobility devices are 
commonly required (Kaneshiro et al., 2013). Osteogenesis imperfecta 
can pose long term problems such as short stature, hearing loss, 
dentinogenesis imperfecta, hypotonia, and heart failure (Boston 
Children’s Hospital, 2011). The most common cause of death in people 
with OI is respiratory failure followed by accidental trauma. Despite the 
handicaps of OI, individuals with the disease are often able to lead 
dynamic and positive lives (OIF, 2014). 

In conclusion, osteogenesis imperfecta, the disease of “imperfectly 
formed bone,” is a lifelong disorder caused by the inevitability of 
genetics (AAOS, 2011). There are various types differing in severity, 
prevalence, and symptoms. Regardless of the type, any person affected 
with OI will undergo numerous fractures in their lifetime and obtain 
treatment and guidance from a number of specialists. 
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OI can be diagnosed in a variety of ways, including various imaging 
modalities that are crucial to monitoring the disease. Despite the 
imperfect implications of this disorder reducing the opportunity for a 
perfect quality of life, those with osteogenesis imperfecta can still live 
life, albeit one a little more fragile than most. 

18



References 
American Academy of Orthopaedic Surgeons. (2011). Osteogenesis 
imperfecta. Retrieved from http://orthoinfo.aaos.org/topic.cfm?topic=a00051  

Boston Children’s Hospital. (2011). Osteogenesis imperfecta in children. 
Retrieved from http://www.childrenshospital.org/conditions-and-treatments/
conditions/osteogenesis-imperfecta 

Kaneshiro, N., Zieve, D., & Black, B. (2013). Osteogenesis imperfecta. 
Retrieved from http://www.nlm.nih.gov/medlineplus/ency/article/001573.htm 

Luijkx, T., & Farooq, S. et al. (2015). Osteogenesis imperfecta. Retrieved from 
http://radiopaedia.org/articles/osteogenesis-imperfecta-1  

National Human Genome Research Institute. (2012). Learning about 
osteogenesis imperfecta. Retrieved from http://www.oif.org/site/PageServer?
pagename=fastfacts 

National Institute of Arthritis and Musculoskeletal and Skin Diseases. 
(2009). What is osteogenesis imperfecta? Fast facts: An easy to read series of 
publications for the public. Retrieved from http://www.niams.nih.gov/
health_info/bone/osteogenesis_imperfecta/ 
osteogenesis_imperfecta_ff.asp 

Osteogenesis Imperfecta Foundation. (2014). Fast facts on osteogenesis 
imperfecta. Retrieved from http://www.oif.org/site/PageServer?
pagename=fastfacts 

Osteogenesis imperfecta. (2015). Retrieved from http://ghr.nlm.nih.gov/
condition/osteogenesis- imperfecta 

Renaud, A., Aucourt, J., Weill, J., Bigot, J., Dieux, A., Devisme, L., & Boutry, 
N. (2013). Radiographic features of osteogenesis imperfecta. Insights into 
Imaging, 4(4), 417–429. doi:10.1007/s13244-013-0258-4 

19



Radiologic technologists have the opportunity to participate in theRT category
of both scientificmanuscript andexhibit competitionsat theMSRTConference
each year. Technologist papersweremailed to three (3) out-of-state judges for
the radiologic technologist manuscript competition. Pictured below are the
technologists whose papers were selected for manuscript competition.
◼ "Fetal Magnetic Resonance Imaging" by Kaitlyn Caston, B.S., R.T. (R)

Received 1st Place
◼ "Stroke" by Molly Koon, B.S., R.T. (R)

Received 3rd Place
◼ "Glioblastoma" by Whitney Waits, B.S., R.T., (R)

Received 2nd Place

Technologist Manuscript

s

Left to Right - Kaitlyn Caston, Whitney Waits, Molly Koon
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Student Exhibits

"The Grimcreeper"
1st Place

Students: Sara Beth Grant & Kaitlyn Blanton
(UMMC) 21



Student Exhibits

"X-Ray Crystallography Photograph 51"
2nd Place & People's Choice

Students: Destini Rollins, Hannah Ashley,
Jasmine Miller, & Kayla LeBlanc
(Co-Lin Community College)
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Student Exhibits

"CT Angiography"
3rd Place

Students: Harley Chandler, Angela Moore,
Perquisha Henderson, Kashayla Edwards

(Co-Lin Community College)
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Student Exhibits

"Radiographs That Go Boo: Ghost Images"
Students: Alison Sullivan & Tyler Burnett

(UMMC)
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Student Exhibits

"Black Lung: 'Coal Miners'
Pneumoconiosis'"

Students: Alex Noah & Kimberly Tolliver
(UMMC)
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Student Exhibits

"Rickets"
Students: Victoria Hardwick & Kala Ford

(UMMC)
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Student Exhibits

"50 Shades of Gray"
Students: Lacey Sanford, Sara Beth Grant, & Morgan Lambert

(UMMC)
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Student Exhibits

"Straight Outta Compton"
Student: Will Lindsey

(UMMC)
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Technologist Exhibit

"Alzheimers Disease"
1st Place

Technologists: Molly Koon, B.S., R.T.(R), Whitney Waits, B.S., R.T.(R),
& Kaitlyn Caston, B.S., R.T.(R)
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Congratulations!!

Congratulations!!

(Left) 1st Place Technologist
Exhibit
"Alzheimer's Disease"
Whitney Waits, Kaitlyn Caston,
Molly Koon

(Above) 1st Place Student Exhibit
"The Grimcreeper"
Sara Beth Grant & Kaitlyn Blanton

(Left) Student Delegates
Will Lindsey & Alexis Watson
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1st Place - Jones County Community College

Front Row (L-R) Amber Little, Meagan Clatworthy, Kelsey Quarles
Back Row (L-R) TK Hullings, Kaitlyn Kennedy
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2nd Place - Northeast Mississippi Community
College

Front (L-R) Abby Farr, Melissa Scott, Jessica Belden
Back (L-R) Brittany Moss, Lindsey Martindale
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3rd Place - University of Mississipi Medical Center
Front (L-R) Taylor Shumpert, Alison Sullivan, Alex Noah
Back (L-R) Shelby Erickson, Kimberly Tolliver
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Prep Bowl Participants - Copiah-Lincoln Community
College

Front (L-R) Destini Rollins, Chelsie Spears, Hannah Smith
Back (L-R) Perquisha Henderson, Jasmine Miler
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Prep Bowl Participants - Itawamba Community
College

Front (L-R) Cydnie Freeman, Allison Pinkston, Anna Garrison
Back (L-R) Kenneth Dunnam, Bradley Frederick
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Prep Bowl Participants - Mississippi Delta
Community College

Front (L-R) Hayden Roberson, Taylor Maxey, Eva Irby
Back (L-R) Beverly Kirkland, Allen Roberts
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MSRT

Costume Party
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Letter from the Editor
As most of you know, I am formally taking over as Editor of
The Beam. I appreciate this opportunity and look forward to
being part of such a wonderful society. Conference 2015 in
Tupelo was a success because of the many volunteers who
helped make it happen. This year the 75th annual conference
will take place in Nachez, MS. I look forward to this
conference being even better than the last. I can't wait to see
you all in Natchez 2016!!!

75th Annual MSRT Conference
October 25-27, 2016
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