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From the Executive Vice President

By Vito Grasso, MPA, CAE

P

hysician education has been
a priority and foundation benefit of the
Academy since its inception in 1948.
Indeed, the AAFP CME mission statement
provides: The American Academy of
Family Physicians (AAFP) seeks to provide
family physicians and other health care
professionals learning opportunities
that improve their competence, support
their performance and preparedness for
certification/ licensure, and increase the
vitality and efficiency of their practice by
providing educational programming that
is high-quality, evidence-based, up-to-date,
and learner-driven to enrich their continued
professional education and development to
improve patient outcomes.
Content of Academy educational programs
is developed by members and guided
by various forms of needs assessment.
Principally, CME provides a forum for
exchange of information and ideas on
current challenges and emerging trends
in practice. Programs are delivered in a
variety of formats and the overarching goal
is always to provide learning opportunities
that can support immediate application
of information presented in practice.
Policymakers and payers have recognized
the value of continuous professional
development and often attach educational
requirements to initiatives designed to
change or influence physician behavior.
Mandatory CME for prescribing controlled

substances or for treating pain are examples
of the use of physician education to support
specific public policies in health care.
Although the Academy supports physician
education we have generally opposed
mandatory education or training in specific
and limited areas.
Physician education is highly regulated and
this oversight establishes a high threshold
for physician competence for those who
complete their education through continuing
medical education. Various licensing and
accrediting bodies monitor the education
and training physicians receive. Additionally,
board certification and the maintenance
of the certification process assure that
physicians will remain current in their
knowledge and competencies. The Academy
supports and participates in this regulatory
and oversight activity in a variety of ways
including having representation on the
American Board of Family Medicine and
offering educational programs and products

that are accredited by Accreditation Council
for Continuing Medical Education (ACCME)
certified bodies, including the AAFP.
CME and advocacy are the two most valued
benefits of Academy membership and the
two are interrelated in many ways. The
Academy was the first medical society to
establish CME as a condition of maintaining
membership. This has been a significant
factor in establishing the respect and
credibility which the Academy has earned
in its advocacy efforts. Policymakers, payers
and consumers appreciate the value which
the Academy places upon education and
training for physicians. While everything
else in health care seems to be changing,
the Academy’s commitment to education of
its members remains a stable and valued
benefit of membership.
Vito Grasso, MPA, CAE, is the Executive Vice
President of the New York State Academy of Family
Physicians.

While everything else in health care seems to
be changing, the Academy’s commitment to
education of its members remains a stable and
valued benefit of membership.
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MILKʼS PROTEIN AT BREAKFAST

HELPS YOU WIN THE DAY
PROTEIN AT
BREAKFAST
EXPERTS RECOMMEND INCLUDING

20-30 GRAMS

OF PROTEIN AT EACH MEAL

BREAKFAST IS THE MEAL AMERICANS ARE LEAST LIKELY TO

SEEK OUT PROTEIN, BUT MAY BE THE MOST IMPORTANT

On average, adults
get about 10-12g
OF PROTEIN AT
BREAKFAST

ALMOST TWO THIRDS

(57%) OF AMERICANS

SAY THEYʼRE TRYING
TO GET MORE PROTEIN

Spreading out your protein throughout the
day can optimize how your body uses it –
and that means MAKING SURE YOU
INCLUDE ENOUGH PROTEIN AT BREAKFAST.

IN THEIR DIET

WHY MILKʼS PROTEIN
Not all protein sources are created equal.
Milk protein is a HIGH-QUALITY PROTEIN.

BENEFITS OF PROTEIN
HEALTHY WEIGHT

BUILD MUSCLE

Milk is a delicious,
easy and affordable
way to get HIGH-QUALITY
PROTEIN IN THE MORNING

PROTEIN = HEALTHY FULL

PROTEIN IS THE BUILDING BLOCK FOR YOUR BODY
DELICIOUS
VERSATILE

FROM MUSCLES TO HAIR, BONES TO TEETH, YOUR BODY

NEEDS PROTEIN TO BE STRONG AND HEALTHY

CONVENIENT
AFFORDABLE

Protein at breakfast can help power you through
the morning, SO YOU CAN WIN THE DAY.

IFIC Food and Health Survey 2012, 2013.
What We Eat in America, NHANES, 2001-2002.
Layman DK. Dietary Guidelines should reflect new understandings about adult protein needs. Nutr & Metab. 2009;6:12.
USDA National Nutrient Database for Standard Reference, Release 25.
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President’s Post

By Mark Josefski, MD, FAAFP

W

elcome to the spring edition
of the New York State Academy of Family
Physicians Family Doctor Journal,
highlighting education. Even though the
journal says “spring” on the front cover, it
has yet to feel that way, following a harsh
winter in the Northeast. Hopefully, we can
anticipate beautiful weather in the not-toodistant future.
The Academy has been busy throughout the
winter, addressing multiple challenges and
opportunities. The House of Representatives
has just overwhelmingly passed a bill
providing for a permanent fix to the SGR,
allowing for stabilization of Medicare
payment rates, which has long been sought
by the AAFP. We are still awaiting action
by the Senate; hopefully by the time of this
publication, it has been passed and sent to
the President for his signature. Included
in that bill is an extension of funding for
the Teaching Health Centers Program for
two more years. This has been one of the
most innovative medical education projects
that emerged from the Affordable Care Act,
and has produced an additional 500 family
physicians, with more still in training in
residencies across the country.
Nationally, many questions are being raised
about Maintenance of Certification (MOC)
programs; specifically the ABIM recently
acknowledged a flawed product. Questions
of how physicians maintain certification and
achieve continuing medical education in a
meaningful way continue to be challenging
for our academy and the ABFM as well.

The 2015 NRMP Match proved to be
successful for family medicine programs
throughout the country. Despite a minimal
increase in the number of US graduates
selecting family medicine, we saw an overall
increase in the fill rate, with a larger number
of positions available. New York State
programs were equally successful and we
anticipate the continued active participation
of our resident membership.
At the state level, we successfully advocated
to postpone the March 27th mandatory
electronic prescribing deadline for one
year. This will allow for better preparation
by EHR vendors and medical offices, so
as not to catastrophically disrupt patient
care. Governor Cuomo and the legislature
continue to work toward the budget
decisions which will affect healthcare
enormously. There is no agreement as yet
to extend the Medicaid waiver and maintain
parity with Medicare rates; we will continue
to press this issue in Albany. DOH has
delayed the implementation date for the
Statewide PCMH Incentive Payment Program
changes from April 1, 2015 to January 1,
2016, which is very welcome news for PCMH
physicians and for the patients throughout
the state who might have been forced to look
elsewhere for care. This allows more time
for offices to further transform practices to
achieve NCQA 2014 standards.
Dr. Angelotti describes the successful
completion of the NYS DOH Medical Home
Demonstration Pilot. This project involved
118 residency programs, including most
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family medicine programs in the state. It
introduced residents to the complexities
and challenges of future practice, and
promoted the value of the PCMH. This and
other innovations in medical education are
highlighted throughout this journal and I
would encourage you to read the thoughts of
our authors.
This is my final column as president, since I
will turn the reins over to Dr. Tochi IrokuMalize in June. I will continue to remain
involved and look forward to seeing our
Academy members at the Family Medicine
Congressional Conference in Washington, DC
in May, or the Family Medicine Experience
in Denver next September! We must
continue to advocate for our patients and
our profession in view of the complex care
issues and challenges that we face.
Peace, Mark Josefski

Mark Josefski, MD, FAAFP, is the President of the
New York State Academy of Family Physicians for
2014-2105.
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ADVOCACY

Successful NYSAFP Lobby Day, March 9, 2015
By Marcy Savage

O

n Monday, March 9th NYSAFP held its annual Lobby Day
in Albany. With more than thirty physicians, residents and students
in attendance, Reid, McNally & Savage (RMS) arranged nearly forty
legislative visits led by President Mark Josefski, MD; Advocacy Chair
Marc Price, DO and EVP Vito Grasso. Meetings included the chairs of
the State Health Committee, the Governor’s office, the NYS Department of Health and state legislators who represents the districts
where participants live and work. The focus of the day was on the
Academy’s top budget priority to secure $70 million to continue the
Primary Care Rate Increase in the new fiscal year. We also urged
legislators to support bills to allow physicians to collectively negotiate with health insurance plans, to establish a single payer healthcare
system in New York and to allow minors to consent for the HPV vaccine. In every meeting, we thanked legislators for their swift passage
of legislation to delay the mandatory electronic prescribing law for
one year.
During lobby day we met with the Governor's Counsel on the eprescribing bill which was on his desk awaiting action. This was a
very important and timely meeting since his Counsel had many questions for us on the bill and physician readiness. We received good
news following lobby day when Governor Cuomo signed the bill into
law on Friday, March 13th. This could not have happened without all
of the Academy's efforts leading up to the lobby day and this critical
discussion with the Governor's office a few days before he made his
decision. Finally, the Academy met with State Department of Health
staff including the new Bureau Director on Immunizations to discuss
the Academy's position and recommendations related to a number
of vaccine issues. The discussion included measles, HPV vaccines,
the VFC program, the NYSIIS registry and others. We covered a lot of
ground and agreed to meet with the Department's immunization staff

regularly to discuss working together to achieve shared goals and to
bring to them member experiences and concerns related to vaccine
policies and access.
Overall, the 2015 lobby day was a great success. We hope members
will continue the momentum through follow up with legislators locally as well as hold local meetings and activities by Academy members
who could not travel to Albany to lobby with us on March 9th.
E-Prescribing Campaign
We are proud of the Academy’s efforts on behalf of extending the
e-prescribing law. Below is a summary of the efforts undertaken by
Academy members:
At the fall 2014 cluster, Academy leadership discussed concerns with
provisions in the ISTOP law requiring physicians and other prescribers to electronically prescribe for all drugs effective March 27, 2015.
The Board resolved to push for a one-year delay in implementation
of this law to ensure that our members and all physicians would be
able to comply with this requirement and to ensure patient access to
needed medications. Following this decision, Reid, McNally and Savage (RMS) developed a letter to Governor Cuomo urging this delay.
The letter was sent in November to the Governor, State Health Commissioner, State Education Department Commissioner and legislative
leaders. In addition, at the request of the Academy, RMS reached out
to MSSNY and other specialty societies to ask them to join with us in
seeking a one year delay in the law.
When the 2015 session began in January, NYSAFP worked with MSSNY and others to get legislation (S.2486/ A.4274) introduced by
Senator Hannon, Chair of the Senate Health Committee and Assem-
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blyman McDonald, a pharmacy owner, to provide for the one-year
delay. We also joined with organized medicine and other licensed
healthcare provider organizations including nursing homes, dentists,
physician assistants and nurse practitioners in sending a joint letter
to Commissioner Zucker in this regard.
Following a series of meetings, grassroots activities and media
outreach including an interview that NYSAFP President Mark Josefski,
MD participated in with bill sponsor Assemblyman McDonald on
the Susan Arbetter Capitol Pressroom show, the bill was passed by
both houses. On Monday, March 2nd the Senate sent the legislation
to Governor Cuomo for consideration. During our lobby day on

You’ve spent 20 years
building your career.
We’ve spent 60 years
protecting your investment.
Call (866) 794-2513 or visit aafpins.com for more
information including exclusions, limitations, rates,
eligibility and renewal provisions.
Underwritten by New York Life Insurance Company 51 Madison Avenue • New York, New York 10010
On Group Policy G-29119 (Policy Form G-29119/GMR-FACE)

facebook.com/aafpinsurance

twitter.com/aafpinsurance

March 9th, NYSAFP leaders met with the Governor’s Health Counsel
to discuss our support and the need for this legislation and urge
Governor Cuomo’s approval. Governor Cuomo signed the bill into
law on Friday, March 13th.
Marcy Savage is Government Relations Counsel for NYSAFP from Reid, McNally
& Savage, LLC in Albany, NY. Reid, McNally & Savage has been working with the
Academy for nearly two decades providing its legislative, regulatory and budget
representation before state government. Prior to joining Reid, McNally & Savage
in 2003, Ms. Savage worked for the American Cancer Society in cancer control and
advocacy, focused on tobacco control and prevention.

You’ve worked hard establishing yourself as a family
physician. And AAFP Insurance Services has spent
decades creating insurance programs that protect your
achievement … and the family you love.
Up to $2 million in AAFP 10 Year Guaranteed-Level-Premium
Term Life Insurance is available to members at exclusive group
rates. Find out more. Call today.

(Agency licenses AR#246260 CA#0547642)
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TWO VIEWS: TECHNOLOGY FOR LEARNING

INNOVATIVE TECHNOLOGY

OUR EXTERNAL BRAIN

By Tochi Iroku-Malize, MD

By Derek Koller, MD

I

am a self professed geek. I love technology and all that
can be done to assist in creating innovative methods
One
of teaching. This likely stems from the fact that my
attention span, like many adults, is limited to about
15 minutes! So I am excited by the waves of innovative technology that have flooded the academic arena
over the past decade and enjoy keeping up with what
others in academia are doing to incorporate technology into their curriculum. This article will overview
what is trending in technology in the academic arena.
It is by no means an exhaustive list, but does cover
some broad areas.

T

echnology exists as a way for mankind to extend power
and control over their surroundings. Cars and planes
allow us to travel farther and faster than we ever could
by foot. We also have tools that greatly enhance our sensory abilities, such as microscopes and stethoscopes.
Likewise, our intellectual technologies, including
Two
the calculator and computer, exist as a way for us to
enhance our mental faculties. Every major shift in our
cultural history has been preceded by some advancement in these areas of technology. The invention of the
written word, for example, allowed mankind to shift
from an oral culture to one based in literature. With the
invention of the printing press, the modern day book
Let’s begin at the beginning. Technology is the appliwas brought to the masses. Today, we are living in the
cation of scientific knowledge for practical purposes,
midst of another major cultural shift as the printed page
especially in industry. The practical purposes for
is becoming replaced by the digital age of computing.
technology in medical academia include curriculum development,
This evolution of our intellectual technologies has brought about a
learning activities and assessment and/or evaluation in undergradudramatic change in the way we think, learn and in the way we pracate, graduate and continuing medical education environments, spantice medicine.
ning the continuum of education for life-long learning. Regardless,
the health and educational industries are flooded with innovative
The digital page is not equivalent to its inked predecessor. While
technology and medical academia has its work cut out to keep up.
a page in a book consists of finite paragraphs, with clean edges
that encourage reading in a linear fashion, our digital pages
The smartphone helped change how physicians interact with one
are immersed in a world of constant distraction. We are faced
another. But it was likely medical students who began the trend by
with countless links, navigation tools and multimedia all vying
searching the web for information they did not readily have at their
for our attention. A 2008 study by Professor Gary Small of UCLA
fingertips. Of course, their need to be in continuous contact with
utilized functional brain imaging scans to quantify the effects
each other via social media and by texting contributed. Combininternet searching is having on our brains. In comparing groups
ing these characteristics has changed the way in which classroom
of experienced and unexperienced internet users, he discovered
learning occurs. Rather than chastising students for using their
a nearly threefold increase in the total area of brain activation in
smartphones and tablets during class, instructors are encouraging
computer savvy test subjects while using the internet. These areas
them. Lectures now include audience response systems that work
of increased activation corresponded to those dedicated to decision
through such devices. Poll Everywhere requires the instructor to
making and judgment. This makes sense. With each new link we
create questions online and insert them into their presentation. A
come across, our brains must make a snap decision: to click or not
question is posed to the audience and they text their responses to a
to click. While this decision may happen in a split second, it still
predetermined number using their smartphones. This provides real
derails us from the task of reading and comprehension. We may
time responses which gauge the student’s understanding of the matenot realize it, but there is a cognitive switching cost as the brain
rial being presented and allows the instructor to appropriately tailor
must repeatedly re-orient itself to new tasks, with new objectives,
any discussion. Instructors no longer have to carry along expensive
and block out interference from its previous activities. Due to
portable response devices, or worry about upgrading these systems
the plasticity of our brains, we adapt. The online world causes
as they become obsolete. The disadvantage is for learners who might
certain skills to be strengthened while others are weakened. We
not be up to speed on using text services, or do not have unlimited
enhance our short-term memory, with increased speed of thought
texting features on their devices.

CONTINUED ON PAGE 11

10 • Family Doctor • A Journal of the New York State Academy of Family Physicians

CONTINUED ON PAGE 13

one, continued

1

Microblogging (Tumbler, Twitter, Soup) while in the midst of a session is another use for handheld devices. The presenter sets up a site
where participants discuss what is occurring in the classroom in real
time. This has been used in settings with large groups of individuals
and allows peers to answer each other’s questions without tying up
the presenter. Usually it requires an assistant or designated audience
member to keep track of the discussion to make sure that common questions are answered. The feed can also be accessed by the
presenter on a separate laptop so they can also follow the conversation. Advantages include greater collaboration within the room as
well as the ability for virtual participation. An instructor will need to
frequently multi-task and pause however, to address questions that
pop-up on the site. It can be distracting for some learners who get
carried away with the online discussion and no longer pay attention
to the presenter.

Another innovative technology is the interactive whiteboard and
tablet such as MimioPad, Splashtop, Whiteboard and Note Anytime.
These allow content to be manipulated by both the instructor and the
learner on their respective devices by importing illustrations, tables
and other media into the lesson. An example is morning rounds discussing renal failure. The attending brings up a diagram of the renal
system. After syncing devices, one learner can begin to label while
another adds the areas where diuretics would affect the system. Another can add side effects of the diuretic and further management of
the particular patient. The final display, with all of the added material
is saved by all for review at a later date. This is great for the visual
learner or a large team as all can easily see the information. Potential
disadvantages are learning how to use the technology, the need for an
internet connection and downloaded software for all learners.
Prezi have taken over PowerPoint as the latest method for presentation based on the premise that straight lecturing from very detailed
slides is not effective for learning. Prezi provides visual stimulation
and allows for the mind to reboot between slides. The cloud based
software zooms in and out, pans, rotates and edits objects within
the presentation. Imagine a lecture on heart disease with the first
slide being the anatomy of the heart. The next view zooms into the
ventricles showing an animation of ventricular issues. Then back to
original view and into the SA node to review conduction issues. And
so forth. Some complain that so much movement can cause nausea;
another criticism is that it is flash based and a screen reader cannot
be used later by participants. It may also be inaccessible via certain
institutional systems, making a PowerPoint version necessary after
the event - which obviously defeats the purpose.
Virtual classrooms are online educational portals for remote learning
(e.g. Blackboard). The number of online only course enrollments
has grown exponentially over the last decade. As such, medical institutions are creating digital resources to take advantage of distance

learning incorporating online games, social media, videos, etc. Users
log in to a classroom that has learning objectives for the session,
with links to literature sources, pdfs and videos that the instructor has created to supplement the material. Students can work on
assignments interactively via email, phone, text, Skype, or whatever
means is necessary to get the project done. This is a great lesson on
teamwork and is an economical option for many, also allowing for
flexibility in terms of geography. Not being able to apply skills in the
presence of the instructor and classmates however, is a disadvantage
for some.
Team based learning is not really a new phenomenon but the way in
which it is incorporated into a curriculum can make it innovative.
A flipped classroom requires learners to review material prior to
coming to the class and then work in teams on specific problem sets
which require a high level of understanding to solve. For instance,
students are told to review diabetes and when they arrive in class
they work in teams to solve problems (case based multiple choice
questions on diabetes and complications). All teams discuss their
answers and the latest guidelines in an open forum, including how
one would manage patients in various settings. The learner then gets
to manage a simulated or live patient who has diabetes, followed by a
debriefing to review everything learned in the session. This approach
requires a fair amount of pre-work for the instructor, though cases
are being published daily for mass utilization. It also can be quite
time consuming. There may also the financial cost if utilizing mobile
devices for simulation as part of the team based learning session.4
Massive Open Online Courses (MOOCs) are open access courses via
the web (e.g. Coursera, Khan Academy). Some have open licenses
and others are closed (similar to the virtual classroom models of
certain schools). There are different types depending on objectives
for the student. Learners watch or read assigned materials for each
module followed by a test which is graded by peers using a grading
grid, or by instructors if available. A final exam is given at the end of
the course as well as a certificate of completion. Courses are offered
by universities and institutions in the US and around the world. Creating MOOCs requires authoring systems (e.g. Lectora) and asynchronous delivery via a joint open source platform (e.g. XBlock SDK).
Advantages are no geographical boundaries, peer-to-peer collaboration, low barriers to entry and multiple options for lifelong learning.
Both instructors and learners require digital literacy however, and
if shared as open-source, the material may evolve into a different
lesson than originally intended by the author so learners need to take
responsibility for their sessions.

Studies have shown that simulation serves as a useful adjunct
to medical education1, and encompasses many different
modalities. According to the Society for Simulation in Healthcare
(SSH),”healthcare simulations have four main purposes - education,
assessment, research and health system integration in facilitating
CONTINUED NEXT PAGE
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one, continued

1

patient safety”, and 95.5% of medical schools and all teaching
hospitals use simulation to train medical students.12 For education,
there are now advanced tools such as computerized mannequins
with greater human functions (SimMan), as well as virtual clinical
settings to practice handling day to day activities (Virtual Medical
Office, Virtual Clinical Excursions). For assessment there are now
computer based programs that modify the level of difficulty during an
online exam and let the learner and instructor know which concepts
are not fully mastered. Virtual environments for oral examinations
offer an inexpensive, more comfortable, yet rigorous alternative
to in-person oral examinations.6 Learners have the opportunity to
make mistakes without causing harm to an actual patient or practice,
and the opportunity for repetition regardless of call schedule, is
invaluable. Computerized systems however, are not cheap. One
mannequin could cost $250,000 depending on the features, plus
trained specialists and certifications in simulation technology are
usually needed.
Podcasts are often used by medical schools for asynchronous learning and as review material for flipped classrooms. This is an example
of a technology designed for purposes other than education that
is now frequently used in medical education.7 Instructors also can
use YouTube to make their own sessions or to locate other sources
produced on the web. Shotgun Histology, Handwritten Tutorials,
and Dr. Najeeb Lectures are some of the most popular channels for
medical students, residents and physicians. If an instructor’s version
of a lesson doesn’t make sense, learners go to YouTube. It has the
same advantages and disadvantages as podcasts with the added benefit of endless resources.
Other types of technology including telemedicine and hand held
diagnostic tools are worthy of a mention, and have been covered
in previous journal issues. And let’s not forget mobile apps for just
about every technology listed above, which have also been covered in
depth in previous issues of Family Doctor.
Though there may be naysayers who believe that this technology is
just a fad, remember that the learners in medical school grew up
with ever changing technology, awaiting the latest version of software
and learning how to write code. As educators, and lifelong learners,
we should search for the tools that enhance the medical learning
environment and understand that it is not necessary to adopt all of
technology (remember Betamax?). Remember, if a learner is not
satisfied, they will find another source for their education. It’s better
to be the transformer than the dinosaur.

Endnotes

1 J Surg Educ, vol. 68(6) pp. 542-6 Surgical resident training using real-time
simulation of cardiopulmonary bypass physiology with echocardiography ; Martin, JT; Reda, H; Dority, JS; Zwischenberger, JB; Hassan, ZU
2 J Med Syst, 2014 vol. 38(7) pp. 73 Assessing the prognoses on Health care in
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and processing of visual cues. In turn, our ability for depth of
understanding, creativity and long-term memory is diminished.

In parallel with this cultural shift, some assert it has become more
valuable knowing where to find information than actually knowing
that information itself. We tend to have less recall of information
when we know it will be stored and readily available elsewhere, a
phenomenon referred to as the “Google Effect”. The reliance on
external memory stores, or transactive memory, isn’t necessarily
specific to the computer age. Prior to internet search engines, our
memory stores consisted mainly of friends, family, co-workers or
others we knew we could turn to for information we were lacking.
With the emergence of mobile devices, however, Google became our
constant companion, with instant access to almost anything we could
possibly need to know a mere finger swipe away. This outsourcing of
our memory is viewed as a welcome relief. As one New York Times
columnist states “the magic of the information age is that it allows
us to know less. It provides us with external cognitive servants…we
can burden these servants and liberate ourselves.” With increasingly
powerful computer processing speeds, these digital servants have
come to do more than simply store memory for us. We’ve been able
to off-load many other tasks to them with the emergence of increasingly complex automation systems.

The realization of what automation could do for us, at least in terms
of physical labor, first occurred in a Ford automobile production
plant. There was excitement at the prospect of increasing productivity
and efficiency with minimal need for human intervention. The task of
operating a production line could be offloaded from human workers
to a fully automated electronic system.
In similar fashion, computers have begun to take over mental tasks
for us in the form of ‘user-friendly’ software programs. The effect
such software programs have on us was the focus of a 2003 study
carried out by Dutch psychologist Christof Van Nimwegen. This study
evaluated the performance of two groups of test subjects in solving a
computerized puzzle game. Group 2 was given an “externalized version” of the game, full of hints, clues, and high-lighted moves to help
solve the puzzles quicker. Group 1, on the other hand, was given an
“internalized version” of the same game with no such assistance in
solving the puzzles. The findings of the study were revealing. Group
2 demonstrated more proficiency early on by a reliance on trial and
error; they were found to solve puzzles mainly by clicking around
aimlessly on the screen until the next clue popped up. Group 1, on
the other hand, did require more time to become proficient, however
they were better able to plan ahead and plot a strategy. Dr. Nimwegen
concluded that as we “externalize” problem solving, the brain is less
able “to build stable knowledge structures to be applied to new situations.” In short, while extremely helpful computer programs may
relieve us of mental struggle, they inhibit our creativity and problemsolving capabilities.

Medicine has become full of such ‘helpful’ automation systems offering similar hints and high-lighting preferred courses of action. Physician EMR notes are full of automatic templates encouraging screendriven interviews during a patient visit. Hospital admission orders
are pre-filled, requiring little more than a cursory look and click for
submission. Even the decision of when to start treatment for high
cholesterol, as well as which medication to prescribe, has become
an automated process based on the recommendations of an online
risk score calculator. The insinuation of these programs is that there
is little need for physician understanding of the reasoning behind the
on-screen recommendations; all that is required is the input of raw
data and adherence to a pre-determined algorithm.
The danger in this, as in all automation, stems from disengagement
of the human operator. We are lulled into a false sense of security
that our operating systems will always work flawlessly. The better the
automation, the worse this complacency and the quicker we stop
paying attention. Our automation systems function so well that the
user rarely suffers the consequences of such inattention…until the
unexpected occurs. Consider our increasing reliance on GPS. The
mental task of navigation is handed over to our devices, and suddenly
there is no need for us to have a contextual understanding of where
we are, where we’re heading or how to get there. All that is required
is to follow the blue arrows on our screens. Most of the time, we do
end up getting where we need to go. However, what happens when
the satellite signal directing us is suddenly lost? In turn, what should
happen if access to our electronic medical tools unexpectedly fails,
however briefly, and we are suddenly left without the on-screen cues
and automated algorithms we are coming to rely on so heavily?
The price of automation is that of being left ill-prepared to act
instinctively and automatically to new and unexpected situations. In
medicine this can lead to fatal consequences. Even the best automation systems will eventually encounter a situation not anticipated by
a programmer or algorithm. In addition, even the most thorough
and meticulous algorithms are not always sufficient to deal with the
more complex medical issues a doctor must deal with. In order to
solve such problems, a physician must rely on creativity: the ability to apply previously learned knowledge to novel situations. An
overdependence on the explicit steps spelled out for us in guidelines
and algorithms hampers the development of such creative problemsolving skills.
The need for a physician to cultivate their own internal stores of implicit knowledge also becomes evident in times of medical emergencies. There is no time in such instances for a doctor to work slowly
and methodically through an algorithm or consult an automated
diagnostic software system. In these circumstances, a decision must
be made nearly instantaneously. Being able to do so depends on
drawing from a physician’s own stores of implicit knowledge developed over years of study, personal experiences and mental struggle.
CONTINUED NEXT PAGE
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In the mind of a well-trained physician, thinking and acting become
inseparable as signs and symptoms are immediately recognized as a
specific pattern of disease. If we allow ourselves the so-called ‘liberation’ of foregoing the intense mental struggle required to form and
maintain this type of implicit knowledge, we may never develop such
higher order skills, or at the very least, they may begin to deteriorate.
This is the dilemma we face in this modern era of such technologically enhanced healthcare. The care we are able to provide to our
patients is really a product of a doctor’s own skill and knowledge
plus the super-computing capabilities of our electronic tools. While
the advancement of these tools may lead to some improvement in the
healthcare product, the mistake is assuming that the physician, the
human component in this equation, is improved in the process. Our
healthcare technologies are not making us better doctors; they were
never designed for this purpose. In fact, they may be having the opposite effect. As the technical component of this equation increases,
we are diminished. We are discouraged from developing implicit
knowledge, and our skills as doctors are eroding; as we become
complacent to our automation systems and reliant on transactive
memory we are left ill-prepared for emergencies, as well as those
times when technology malfunctions or is simply not available to
us. We should avoid the fallacy of assuming that the newest, greatest
technology is always best. Tools should be valued and incorporated
for how they shape the user and whether they strengthen our abilities, not weaken them. If we fail to do so, we may one day find ourselves diminished to the point of wondering how we ever practiced
medicine without our external brain.
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IN THE SPOTLIGHT
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Vaccine Policy Advocacy

our NYSAFP Vaccine Policy Committee has good news

to share:
1) Section 2112 of NYS Public Health Law, passed in 2008, prohibits the use of thimerosal containing vaccine in children under 3
years and in women who know they are pregnant. The letter of the
law allows an exemption to this prohibition if the commissioner of
health determines there is an inadequate supply of the preservative

New York State Academy of Family Physicians
November 14, 2014
Howard Zucker, M.D.
Commissioner of Health
Corning Tower
Empire State Plaza
Albany, NY 12237
RE: Mercury free vaccine

free vaccine. That determination was announced in the 2009-10 flu
season, applying only to that season. There followed annual policy
announcements articulating a process for applying for exemption on
a local basis if you were unable to find preservative free flu vaccine.
This year for the first time we learned of a more permissive policy,
allowing each physician to use the prohibited vaccine without formal
application to the NYS DOH. One must maintain evidence of having made an effort to obtain the vaccine, and must obtain informed
consent from any patient receiving the “prohibited” vaccine.
The letter from DOH articulating this policy appears below
and may be copied and retained for future use. Clearly, any
unproven harm from preservative containing vaccine is overshadowed by harm from missed opportunities to vaccinate
during a shortage of preferred vaccine.

Dear Dr. Zucker:
The NYS Academy of Family Physicians (NYSAFP) represents over 5,900
family physicians, residents and students. I am writing to you on behalf of the
Academy regarding the important public health issue of immunizing children
and pregnant women against influenza.
Many of our members are reporting that they are missing opportunities to immunize toddlers and pregnant women in their practices because they have had
difficulty obtaining mercury free influenza vaccine. Paragraphs 4 and 5 of §2112
of the Public Health Law has been interpreted to require a state-wide shortage
of mercury free influenza vaccine to invoke a declaration by your office which
would allow the use of mercury containing vaccine for such patients. We urgently request that you provide a mechanism for physicians unable to locate such
mercury free vaccine to apply for and be granted a waiver allowing the local
individual use of any available influenza vaccine where a physician is unable to
acquire mercury free vaccine. While there may not be a statewide shortage, some
of our members have none of the required mercury free vaccine.
We are concerned that failure to provide this waiver will result in some of our
most vulnerable patients remaining unprotected.
Sincerely,

Mark Josefski, MD
President

2) Section 2168 of NYS Public Health Law defines the NYSIIS
vaccine registry. It was amended in January 2015 to allow
pharmacists access to the registry and to require their submission of immunization data on adults they immunize. NYS law
allows many adult vaccines to be administered outside the
medical home, resulting in duplication of vaccinations that
is wasteful and sometimes harmful. You may also submit
vaccine data on your office patients to the registry. The law
was amended in 2013 to allow such submission with patient
permission that may be verbal. Prior to the amendment,
permission had to be obtained in writing on a state specified
form. With a robust adult vaccine registry receiving data from
offices, pharmacies and hospitals, we may eventually arrive
at an accurate adult vaccine record that is as durable as that
which we maintain for kids. And the kids’ mandated registry
data need not disappear and become useless upon reaching
the age of majority. A lifelong registry account allows us to
provide needed vaccines, neither more or less.
3) Last August ACIP announced the recommendation for
use of Prevnar in adults over 65 and in others with qualifying
conditions. Initially Medicare would not pay for the vaccine
until it reworked its budget at least a year into the future. NYS
DOH has posted an announcement that the Prevnar would be
covered by Medicare retroactive to the initial determination by
ACIP in August.

CONTINUED NEXT PAGE
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Your NYSAFP had lobbied for each of the
successes noted above. We can never be
sure whether our voice helped reach a
tipping point for policy change. Your voice,
in the form of membership and committee participation, helps amplify our voice.
To develop our agenda, we need to know
what concerns our membership. Have VFC
inspections been educational or confrontational? Do you have concerns about the
recommendations surrounding Gardasil 9?
To participate in vaccine policy discussion,
send an email to vaccine@nysafp.org. To volunteer for service on a commission, email
president@nysafp.org.

Strengthen Your
Immunization Efforts With
The Leading Vaccine Resource
BENEFITS OF JOINING ATLANTIC HEALTH PARTNERS:
• Lowest prices for Sanofi, Merck and MedImmune vaccines
• Discounts for medical and office supplies and services
• Reimbursement support and advocacy
• Medicare Part D Vaccine Program
• Patient Recall Program Discount

Contact Atlantic at 1-800-741-2044 or info@atlantichealthpartners.com
www.atlantichealthpartners.com

Philip Kaplan, MD, FAAFP
President 2012-13
Chair Vaccine Policy Committee

NYSAFP PARTNERS WITH NEW
YORK STATE PAIN SOCIETY

T

he New York State Academy of
Family Physicians is pleased to partner with
the New York State Pain Society to present
educational programming in pain management
at the NYSPS Annual Meeting June 5-7, 2015
at the New York Marriott Marquis Hotel, New
York New York.
Special sessions for the family practice physician and health care practitioner will include
common pain conditions, opioid management,
interventional options, complementary medicine, and addiction. If you have not completed
your REMS Certification, this will be offered
Sunday without fee.
Friday, June 5th sessions, Pain Management
Review and Pain Management for the Addicted
Patient, co-chaired by Jun David, MD and
Norm Wetterau, MD.
For more information, visit
www.nypainsociety.org
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OFFICIAL NOTICE OF NYSAFP CONGRESS OF DELEGATES
JUNE 27 – 28, 2015 (SATURDAY AND SUNDAY)

T

he 67th annual Congress of Delegates of the NYSAFP will meet June 27–28,
2015 at the Desmond Hotel in Albany, NY.
The Congress is an annual meeting of the
membership of the NYSAFP. This is the forum
wherein active members voice their opinions
on Academy positions and operations and
present suggestions for Academy programs
and positions.
All members are invited and encouraged
to attend the Congress, to participate in
discussions of current issues and to debate
Academy policy. Delegates to the Congress
include delegates elected by county chapters
and family medicine residency program
chapters, members of the board of directors, past presidents, delegates selected by
resident and student members, and delegates selected from counties that do not
have a component chapter. County chapters
are entitled to two delegates and alternates.
Counties with more than 100 members have
an additional delegate and alternate for
each additional 100 members. In counties where there is no component chapter,
any member(s) interested in becoming
a delegate must provide written notice to
the Speaker of the Congress. If more than
one member in a county where there is no
component chapter want to be delegates,
the Speaker will conduct an election not
less than 30 days prior to the Congress and
will limit participation in that election to

members in good standing of that county.
Although all members may participate in the
Congress, only delegates may vote.
Resolutions which have been submitted
in advance and reports of commissions
and officers are presented at the Congress.
Reference committees meet and hear
testimony regarding resolutions and reports
and make recommendations regarding
resolutions and reports. Any member may
submit a resolution.
Resolutions must be submitted to the
NYSAFP no later than 60 days (by April 27,
2015) prior to the Congress to be published
in the Delegates Handbook. Resolutions may
also be submitted at the Congress, but the
Congress may decline to consider resolutions, which were not presented 60 days
prior to the opening of the Congress.
Guidelines for writing resolutions are:
1. Staff assigns numbers to resolutions
2. The author of the resolution is responsible for identifying the subject of the
resolution
3. The resolution must include name of the
member, commission or organization
presenting the resolution

5. After the various "Whereas" paragraphs,
the "resolves" paragraphs should clearly
establish the purpose of the resolution
such as a change in Academy policy,
amendment of the bylaws, referral to
another organization or individual.
Additional information on the Congress of
Delegates including the constitution and
bylaws is available at www.nysafp.org under
“About Us”.
The Congress also conducts elections. Elections will be held for the following offices at
the Congress: president-elect, vice president,
secretary, treasurer, director (3 positions),
delegate to the AAFP Congress, and alternate
delegate to the AAFP Congress, speaker and
vice speaker. The three director positions
are for 3-year terms. The AAFP delegate and
alternate positions are for 2-year terms. All
other offices are for 1-year terms. There
will be a dinner and installation ceremony
(black tie optional).
If you are interested in becoming a delegate and you live in a county that does
not have an organized county chapter,
contact EVP Vito Grasso for information
regarding how you can become a delegate.
You may reach Vito at vito@nysafp.org or
518.489.8945.

4. Each justification for the resolution
should be included and should begin
with the word "Whereas"
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The Center for the History of
Family Medicine is devoted to
preserving and sharing the
history of family medicine.
Through exhibits, research,
and reference services, the
Center promotes family
medicine’s distinguished
past and looks forward to its
promising future. Claim your
family medicine heritage!
www.aafpfoundation.org/chfm
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Mead Johnson “Doctor’s Office A Century Ago” Exhibit at AAFP Headquarters.
1975-1984, from CHFM photo collections.
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CME & POST-TEST
COMMUNITY PRECEPTORS & MEDICAL EDUCATION: DISPELLING MYTHS ABOUT
HAVING A STUDENT IN YOUR OFFICE
BY KRISEMILY MCCRORY, MD AND ANNIE RUTTER, MD, MS

Community preceptors play a fundamental role in medical education.
Generally, community preceptors are defined as medical providers
that work with students in a community setting, typically without full
time faculty appointments, and serve as teachers, mentors and role
models.1 The community preceptors provide care in a communitysetting where the bulk of current medical care in the US is delivered,
thus role modeling for students what clinical practice is really like.2
In family medicine in particular, the student’s experience with their
preceptor is a valuable recruiting tool and imperative to the future
sustainability of our specialty.
It can be a challenge for medical schools to recruit and retain community preceptors, and it is only becoming more difficult to find
preceptor sites for each student. Established medical schools are
increasing their class size, new medical schools (both allopathic
and osteopathic) are forming, and international medical schools
are training their students at preceptor sites in the United States, all
putting stress on the system. And, perhaps most importantly, on the
side of the community preceptors, there are many perceived barriers
to having a student learn in their office: increasing demands to see
more patients in less time, the challenges that come with the use of
the electronic medical record and documentation demands including meaningful use requirements, and the seemingly endless amount
of paperwork and phone calls that are now accompanying the care
of patients in the outpatient setting. And while all of these concerns
are a reality to physicians in clinical practice, there are some pearls
of wisdom that can be shared to dispel myths about such an endeavor and can make having a student learn in your office setting a
worthwhile, meaningful and even fun experience for both student
and teacher.
Myth #1:
“I don’t have time to have a student in my office.”

“Show me a med student that only triples my work, and I’ll kiss
his feet.”
– The House of God 1
A common concern among community preceptors is the increased
amount of time teaching a student in the office adds to the work
day.1,2 The question becomes, how can one maintain efficiency in the
office while a third or fourth year medical student participates in the

care of patients? Family physicians already feel the pressure of cramming in more and more patients while being subject to meaningful
use and PCMH documentation mandates; the thought of adding one
more responsibility can be overwhelming. Fortunately, with planning,
medical students do not have to be a time drain, but can actually add
to clinical efficiency.
First, a medical student does not have to see every patient that
comes in the door. Sending a medical student into an exam room to
complete a history and physical on a new patient, while the teaching physician continues to see other patients, permits the medical
student to practice important patient care skills. By reviewing the
daily schedule, a plan can be made to determine which patients are
appropriate for a medical student, and which ones may be better
served by seeing only the attending. One scheduling strategy could
be to double book patients in one time slot, and leave the next
slot empty. That way, the preceptor can see one patient, while the
student can see the other. Another option is having the student work
on other tasks while the precepting physician sees the next patient.
These tasks could be documentation of a prior patient visit, looking
up treatment options or common medication side effects, calling
a consulting provider’s office for medical records or even looking
ahead at patients on the schedule to determine health maintenance
tests that may be due.
In group practices, a student can be shared among partners allowing everyone to learn from the experience. If one partner runs a
specialty clinic, such as an IUD or minor surgery clinic, they may
also be able to have a student observe and learn skills related to that
specialty.
Additionally, medical students can gain important insight by working
with non-physician providers as well. Having a student follow your
nurses or medical assistants while assisting them in taking vitals,
phlebotomy, giving injections, or obtaining EKGs can free up the
physician while still providing the student with valuable experience.
Many students learn how to perform these skills prior to starting
their clinical rotations, but may not have hands on experience with
patients.
Finally, even though students are rotating all year round, it is often
unnecessary for a community preceptor to host a student during
CONTINUED NEXT PAGE
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every rotation. Looking at your work flow, maybe there are months
when having a student is less burdensome and it makes sense to
commit only to those times.
Myth #2:
“My patients won’t be comfortable talking to a student.”

Going to the doctor can be stressful for a patient, and we all strive to
make the experience as painless and comfortable as possible. Some
patients do prefer not speaking to medical students, or become
stressed at having to repeat the same story and set of symptoms to
multiple people; however, studies have shown that many patients
enjoy helping the next generation of physicians. One study in 2001
did not show negative patient perceptions on student interactions,
and in fact, showed an increase in patient satisfaction.1 A similar
study in 2012 also found that patients perceived their experience
with medical students as positive.1 Again, a little pre-visit planning
will help identify patients that may prefer not to be seen by a student,
or patients that would be happy to spend some extra time telling their
story to a student. Instructing the clinical staff rooming the patient to
identify the presence and role of a medical student, as well as asking
permission for the medical student to participate in their visit will
give patients the option to allow a student if they wish.
A student can contribute at whatever level the patient is comfortable
with. Most patients love having the undivided attention to tell their
history to a student. Sometimes students are even able to elicit part
of the social or family history a patient failed to bring up previously.
Even patients that would prefer not to be examined by a medical
student often allow students to observe an attending physician and
this can be beneficial to the student as well.
Finally, students can be a great resource for counseling and educating your patients. Many physicians have their usual “script”
for different clinical scenarios such as symptomatic treatment of
viral illnesses or smoking cessation. After the student observes you
educate patients on these topics, you can then observe the student. If
you are satisfied with their approach, you can allow them to provide
this education while you move on to paperwork, documentation or
seeing your next patient.

once they start their clinical rotations that they are able to put that
information to practical use. Community physicians are in a unique
position to show students how available treatments work with actual
patients as well, identifying the social and financial aspects of care.
You don’t need to spend your time re-teaching cardiac physiology,
but can instead point out pitting edema in a patient with congestive
heart failure and illustrate to students how the basic sciences manifest in a clinic setting.
Medical students can also help preceptors keep their knowledge up
to date.4 Students may present questions you haven’t thought of, or
question why you do something a certain way. By looking up these
answers together, you are showing medical students your point of
care resources which assists both of you in continuing to learn medicine, and also shows medical students the skills of life-long learning
that are imperative for all physicians. Students may also show you
new resources you can continue to use after they have moved on to
the next rotation. Very often a perk of becoming a community preceptor is having access to a medical school’s online resources and
educational tools.
There are quite a few organizations, including your local medical
school, that offer CME in areas of faculty development. These CME
events can help to hone skills related to point of care teaching,
providing feedback and evaluation, as well as how to better integrate
students into your practice. You likely have more teaching skills than
you know!
TEACHING PEARLS
Adapted from “Effective Clinical Education: Strategies for Teaching Medical Students and Residents in the Office” Cayley, William.
Wisconsin Medical Journal Aug 2011, vol 110 (4): 178-181.

Myth #3:
“I can’t teach! I don’t have any teaching skills.”

Most of us know that “doctor” comes from the Latin, to teach. Every
day in the office you teach patients about their medical conditions,
their medications, and ways to improve their health. Medical students are looking for similar instruction. Although students receive
plenty of instruction on normal physiology as well as pathology, it is
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One Minute Precepting
1. Get commitment: What is the student’s assessment
and/or plan for the patient?
2. Probe for supporting evidence: What about the
patient’s presentation prompted the decision.
3. Teach general rules: Explain general medical principles that apply to the present patient.
4. Reinforce what was done right: Identify correct
assessments/plans.
5. Correct mistakes: Identify areas for further study.

“Aunt Minnie: If the lady across the street walks like your
Aunt Minnie and dresses like your Aunt Minnie, she is probably your Aunt Minnie”: Pattern recognition for common
ambulatory problems.
1. Student takes history and examines patient independently then presents chief complaint and suggested
diagnosis.
2. Student begins writing up the case while the preceptor
evaluates the patient.
3. Preceptor reviews case with student.
4. Reviews student’s documentation, edits as appropriate,
and signs note.

Myth #4.
“Getting started as a community preceptor is too difficult.”

It’s easy! And you are a desired commodity! If you are interested in
finding out how to be a community site for medical students, the
easiest place to start is by contacting your local medical school’s
department of family medicine. This is most often the office in charge
of placing students with community faculty. Most schools have a
required family medicine or primary care rotation, and those that
do not still have students interested in those fields looking for places
to rotate and gain clinical experience. Many of these departments
struggle with every rotation to find enough slots to fit students. Just
this year, one New York medical school needed to find approximately
26 students a place to rotate every six weeks throughout the year. The
need is there. Other organizations, such as the Society of Teachers
of Family Medicine (http://www.teachingphysician.org/become-apreceptor/) have options to register as a preceptor, and even within
the American Academy of Family Physicians it is possible to locate
medical schools looking for help. Another option is to reach out
to colleagues who have had students themselves and speak to their
contacts. Physicians who practice at academic health centers may
be sitting next to you at your upcoming county academy meeting, so
introduce yourself and ask how to get started!

For most preceptors, there is a value in teaching that extends beyond
these perks. Time and again surveys of preceptors have demonstrated that the intrinsic benefits of teaching, the intellectual stimulation
of teaching, and the enhanced enjoyment of clinical practice that
comes with teaching are what keep community physicians involved in
medical education.1,4,5 It is a service to the profession of medicine to
pass on your knowledge to the next generation of physicians. So get
excited about teaching, and contact your local medical school today!
Endnotes
1 Neutens, JJ. Introduction to Preceptorship & Preceptors. The Effective Preceptor
Series, #1. The Association of Professors of Gynecology & Obstetrics. 11/2006.
2 Greene, LA, et al. The Ecology of Medical Care Revisited. N Engl J Med 2001;
344:2021-2025. June 28, 2001.
3 Shem, Samuel. The House of God. New York: Richard Merak, 1978.
4 Baldor, RA, et al. A survey of primary care physicians’ perceptions and needs
regarding the precepting of medical students in their offices. Medical Education
2001; 35: 789-795.
5 Latessa, R, et al. Satisfaction, Motivation and Future of Community Preceptors:
What Are the Current Trends? Academic Medicine August 2013, Vol 88, No.8:
1164-1170.
6 Prislin, MD, et al. Patients’ perceptions of medical students in a longitudinal
family medicine clerkship. Family Medicine, 2001 Mar 33 (3): 187-91.
7 Lucas, B, Pearson, D. Patient perception of their role in undergraduate medical
education within a primary care teaching practice. Education for Primary Care,
2012 23:277-85.
8 Ryan, MS, et al. Benefits and barriers among volunteer teaching faculty: comparison between those who precept and those that do not in the core pediatrics
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Once you are connected to a medical school, there are quite a few
benefits to becoming a community preceptor. Some schools will offer
academic appointments, discounted CME, and “computer linkages
for clinical information and library access.”4 Also, the American
Academy of Family Physicians offers prescribed CME credits for
providing instruction to health professions students.
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CME POST-TEST
1.

Physicians can earn CME credit for community precepting.
a. True
b. False

2.

3.

Medical students must spend the entirety of their rotation with a physician.
a.

True

b.

False

Community preceptors are required to host rotating medical students during every rotation.
a.

True

b.

False

		
4.

Many patients enjoy having medical students participate in their care.
a.

True

b.

False

Choose all correct answers:
5.

6.

7.

Which of the following has led to increased need for community preceptors?
a.

Increase in average medical school class size

b.

Formation of new medical schools

c.

Placement of international medical students in the United States for clerkship

d.

ACGME requirement that all medical students complete a family medicine clerkship

Which of the following are reasons physicians hesitate to become community preceptors?
a.

Concern that medical students will take up too much time

b.

They believe patients will not want medical students involved in their care

c.

They feel they do not have sufficient teaching skills

d.

They don’t know how to become a community preceptor

Which of the following are potential benefits of community precepting?
a.

Source of additional income

b.

Opportunities for CME credit

c.

Access to medical school educational resources

d.

Assist in keeping knowledge up to date

To complete the test, please go to: www.nysafp.org > Publications > Journal and select the current edition 'Post Test'.
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Meeting the ACGME Milestones through
Group Prenatal Care
By Scott Hartman, MD; Mila D’Cunha, MD, MSc; Anastasia Kolasa-Lenarz, MD, MPH; and Karolina Lis, MD

Background
Anecdotal reports and published studies indicate that group prenatal
care (PNC) in family medicine residency programs improves resident
satisfaction with maternity care training.1 Sites seeking to implement
group PNC are faced with the challenges of resident schedules, provider turnover and other competing interests of residents and staff.
Our family medicine residency program at the University of Rochester Medical Center has conducted diabetes group visits for more
than 5 years, and has periodically conducted smoking cessation, pain
management, depression and asthma group visits as well. In 2013,
we implemented a 5-month long rotation for R2 residents focused on
psychosocial medicine and systems-based care. During this rotation,
residents received some exposure to group medical visit facilitation.
We hypothesized that we could implement group prenatal care effectively at our family medicine center by focusing on relating it to
resident desire for continuity in patient care experiences. We further
projected that group PNC would offer an innovative way to meet the
new Accreditation Counsel for Graduation Medical Education (ACGME) requirements in the Family Medicine Milestone Project.2
Preterm birth affects approximately one in every eight births in the
United States and eleven percent of births in New York State annually,
and prematurity is the most frequent direct cause of infant death.3
Infants born before 37 weeks gestation are at greatly increased risk
for immediate and long term respiratory, gastrointestinal, endocrine,
cardiovascular and neurodevelopmental complications.4,5 Despite
increasing expenditures on prenatal care in the United States,
prematurity rates have continued to rise and maternal satisfaction
with prenatal care has decreased.6-8 This has caused maternity care

leaders to seek newer models of care that may positively impact
outcomes. Our Family Medicine Center serves a culturally diverse,
urban, underserved patient population primarily insured by Medicaid, with a baseline preterm birth rate of 12%.
Centering pregnancy (Centering) is a model of group prenatal
care which focuses on risk assessment, education, and support
via patient involvement and empowerment. Starting in the second
trimester, groups meet for ten sessions and are led by a facilitator
and a clinician. Multiple studies have demonstrated the superiority
of Centering compared to other PNC models, with decreases in
prematurity, low birth weight, and cesarean deliveries9-12 and
increased rates of breastfeeding and maternal satisfaction with
care.10,11 The New York State Department of Health thus advised that
health care systems implement the Centering model as a means of
prematurity prevention.13
Project Description and Implementation
Our project involved several steps. We first completed a resident
focus group and patient needs assessment to determine interest and
feasibility of the project. About one-half of residents expressed interest in facilitating groups and seventy percent of maternity patients
expressed interest in attending. We organized two “pilot” prenatal
groups starting in September and November 2013 after holding resident training sessions. Residents volunteered their time to function
as clinicians and facilitators, with a precepting physician and nurse
facilitator also present at each group.
CONTINUED NEXT PAGE
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We collaborated with the
Perinatal Network of Monroe
County (http://www.pnmc-hsr.
org/) which was funding eight
sites in the city of Rochester
for model implementation and
training through the Centering Healthcare International
(CHI). Certification with CHI
is a 2-year process. Although
we have begun the process,
we are not yet a “certified”
Centering site. We have initiated new groups every two to
three months, with each group
enrolling women with similar
estimated delivery dates. We
conducted a follow-up resident
focus group in August 2014 to
assess resident perceptions of
the program and make changes
based on resident feedback.

Figure 1. Centering Milestone Score Improvement. By the conclusion of Centering Pregnancy
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cohort, and then repeated the
evaluation after their cohort
was completed. We designed the evaluation forms based on The
Family Medicine Milestone Project to assess progress in resident physician competencies, focusing on: Patient Care (PC), Systems-Based
Practice (SBP), Practice-Based Learning (PBL), and Communication
(C). Twelve upper-level family medicine resident physicians at the
University of Rochester Medical Center participated in a Centering
prenatal group at Highland Family Medicine. There were 10 prenatal
group sessions spanning a 20-week period.
We also tracked patient-oriented outcomes required by CHI: rates
of prematurity, cesarean delivery and breastfeeding initiation, as
compared to our general practice population.
Results
Resident Outcomes
Compared to the first prenatal group session, resident physicians
demonstrated an overall improvement in milestone achievement at
the conclusion of the prenatal group cohorts in which they participated. Scores improved by 26.8% in Patient Care (PC); 26.9% in
Systems-based Practice (SBP); 36.6% in Practice-Based Learning
(PBL); and 35.5% in Communication (C), (Figure 1).

PBL

C

Patient-oriented outcomes
Our initial outcome measures included data for 27 pregnancies
encompassing 4 prenatal group cohorts. There was only one preterm
delivery, so the incidence was 3.7%, compared to the practice’s
incidence of 12%. We also tracked incidence of exclusive breastfeeding at hospital discharge. For women attending groups, we found
67% (18/27) to be exclusively breastfeeding at hospital discharge,
compared to 58% for the practice. See Figure 2.
We are currently evaluating patient satisfaction data as our women
who attended groups return for our postpartum “parties.” So far, in
surveys distributed at postpartum celebrations, all women said that
they would choose group care again and all women checked “satisfied” or “very satisfied” with all aspects of group care. In subjective
comments, women stated that they preferred group care to individual
care, felt more prepared for labor and birth, and felt more connected to the prenatal care team.
Discussion
Our initial data shows an association with Milestone score improvement among residents participating in group prenatal care, and also
reflects national data showing improvements in patient-oriented
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outcomes.9-12 Milestone score improvement can be attributed to
several factors including gain in medical knowledge and skill set
as resident physicians progressed through their rotations over the
20-week period.
Our patient-oriented outcomes from prenatal groups, specifically
rates of prematurity and exclusive breastfeeding appear similar to
those reported in the literature. Our Family Medicine Center cares
for women from some of the racial and socioeconomic groups
at highest risk for prematurity and non-breastfeeding. Yet when
compared to women receiving standard prenatal care who delivered at the same hospital, our group participants had lower rates of
prematurity (4% compared to 12%) and higher rates of exclusive
breastfeeding at hospital discharge (67% compared to 58%).
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The data we present here are not results of
a randomized trial, merely outcomes of a
program evaluation. The impact of group
medical visits (prenatal and otherwise)
deserves further study by family medicine
educators. We have described a potential
framework that could be used for assessment for residency programs that choose
to incorporate group medical visits into
resident education.

Residents’ perceived experiences are
ultimately as (or more) important than any
data collected. Below we share some feedback from one resident
involved in the groups:
“Participating in Centering Pregnancy group prenatal visits has
been a unique and valuable addition to my education as a family
medicine physician. First, the semi-structured, patient-driven nature of Centering Pregnancy group visits allows patients to raise
concerns that are common but may not come up in an individual
visit. Listening to patients ask and answer each other’s questions,
and also hearing nursing and preceptor responses to these questions, has taught me an incredible amount about prenatal care
and common prenatal concerns.
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Additionally, the emphasis on facilitation (as opposed to structured leading) of group conversation has been an excellent lesson
in the benefit of allowing patients to direct conversation. I have
found myself carrying these facilitation skills forward into individual clinic visits, especially when family members accompany
a patient during a clinic visit.
Finally, family medicine as a specialty prides itself on dedication to caring for the psychosocial aspects of our patient’s health.
Group prenatal visits allow us to witness patients from our
community interacting with their spouses, friends, and other
community members. Observing this provides us with unique
insight into our patient’s relationships and environment, and
the impact that these have on their health and wellbeing. Group
prenatal care is an increasingly appealing option for patients
and providers, and being trained in this model has prepared me
to incorporate it into my future practice as a family physician.”
Conclusion
Our data show that group prenatal care evaluations were useful in
tracking milestone achievement and improvement. This represents a
valuable tool and new avenue for family medicine residency programs to assess resident physicians as they progress through their
training.
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Families, Family Physicians and
Transgender Patients
By Anita Radix, MD, MPH, FACP; Peter Meacher, MD, FAAP; and John Paul Sanchez, MD, MPH

U

sing current estimates, a family physician would be expected to manage 10 transgender patients within a panel of 2000 patients.1 Family medicine physicians are uniquely positioned through
their specialty to evaluate and address the biopsychosocial needs of
transgender individuals throughout their life course within family
systems, including comprehensive medical care, health maintenance,
preventive health services and transgender-specific health needs.
Transgender individuals are those whose gender identity differs from
their sex assignment at birth. Many, but not all, may wish to have
their physical appearance congruent with their current gender identity and seek out appropriate medical and/or surgical interventions,
a process called medical transition.2,3 Regardless of their wishes for
medical transition, all transgender persons need access to culturally
affirming preventive and primary care services.
Medical and Resident Education
In recent years greater attention has been given to how well
healthcare professionals are prepared to care for the lesbian, gay,
bisexual, and transgender (LGBT) communities. Medical students
with increased clinical exposure to LGBT patients tend to perform
more comprehensive histories and hold more positive attitudes
towards and greater knowledge of LGBT patients.4 Yet, a survey of
medical schools in the USA and Canada revealed that the median
time spent covering LGBT issues was only 5 hours, with quality and
content varying significantly, with little or no coverage of transgenderrelated health issues. Nearly 7% of schools had no LGBT content
whatsoever.5 Similar findings regarding the lack of LGBT curricular
content have been observed in post-graduate trainees6, mental health
providers7, and among dental and public health students.8,9 Several
agencies and professional societies, including the Joint Commission, the Association of American Medical Colleges, GLMA (formerly
the Gay and Lesbian Medical Association) and the Hispanic Serving
Health Professions Schools, among others, have published recommendations calling for improved training and cultural competency
of health care providers in order to reduce disparities for LGBT
populations.10-13

Since the publication of these reports, several universities have
implemented changes in their curricula to improve content on LGBT
health issues. These interventions have resulted in increased knowledge as well as improved attitudes towards LGBT patients.14-17 The
published trainings have had different formats, including case-based
training, webinars, didactic lectures and panels. Integrating LGBT
persons in the training, e.g., to be trainers or on panels, has been
shown to be highly successful at raising LGBT awareness.18 None of
these educational interventions have evaluated whether increases
in knowledge are associated with improvements in patient health
outcomes.
Health Disparities in Transgender Communities
In 2011, the Institute of Medicine released a report on the health of
lesbian, gay, bisexual and transgender (LGBT) people which highlighted the health care disparities encountered by transgender communities and underscored the need for further research in all areas
of transgender health.11 Transgender persons appear to experience
higher levels of anxiety, depression, suicidality, tobacco use, HIV and
STIs compared to non-transgender persons.19-22 Cross-sex hormone
therapy has been found to be safe and effective23 however those who
receive estrogens may experience high rates of venous thromboembolism, cardiovascular disease and lipid disorders (estrogens),
while those on testosterone may have higher rates of acne, atrophic
vaginitis and erythrocytosis.2,3 Transgender individuals often face discrimination in healthcare settings, including verbal and physical harassment, outright denial of health care services and difficulty finding
providers who are adequately trained in transgender health.24,25 The
perception of, and actual discrimination experienced by transgender
persons, results not only in avoidance of urgent and preventive care
but may also cause individuals to seek transition services outside of
traditional medical settings – such as obtaining hormones over the
internet or from friends, and the use of silicone and other soft tissue
filler injections for body modification.26-28

CONTINUED NEXT PAGE

Spring 2015 • Volume three • Number four • 27

families, continued

Legislative Changes
Transgender individuals have also faced financial constraints to obtaining medical transition services since historically most insurance
plans excluded reimbursement of cross-sex hormones and gender
confirming surgeries. Without these interventions, many individuals were then unable to obtain corrected birth certificates or photo
identification documents that matched their gender identity. Recent
legislative changes in New York have directly affected access to transition-related healthcare and eased requirements for identification
documents, both of which will likely result in increased healthcare
utilization by transgender persons. In December 2014, commercial
health insurance plans in New York State were advised that they
could no longer exclude coverage for medical services if required for
the treatment of gender dysphoria. New York State has also proposed
similar changes that will remove a long-standing Medicaid exclusion
for transition-related healthcare. In 2014, both New York State and
New York City changed the requirements for amendments to the sex
designation on birth certificates, eliminating the need for individuals to first undergo gender confirming surgeries. A recently released
New York City ID program allows individuals to self-declare their
gender marker.
Experiences from Callen Lorde Community Health Center
Callen Lorde Community Health Center is a federally qualified health
center in New York City with the mission to provide sensitive, quality
health care and related services targeted to New York’s LGBT communities. Over the last 2 decades the Center has provided an elective
designed to introduce medical and nursing students to LGBT health,
as well as an orientation program to develop LGBT competencies
among newly hired medical providers and other center staff. A successful model has been one of experiential training or ‘learning by
doing’. This allows trainees to learn and practice communication
techniques and develop skills working with LGBT clients. Trainees
are monitored and given feedback on their sexual history taking
skills as well as their ability to evaluate and treat LGBT clients. Trainees learn how to assess and care for transgender clients who request
assistance with medical transition. Medical charts are reviewed to
monitor quality of care and adherence to standard of care guidelines.
In 2014 Callen Lorde conducted 96 external LGBT health trainings
at universities and health centers, and hosted 13 trainees (residents,
medical and nurse practitioner students.) For those who have undertaken the LGBT health elective, most have attributed their increase in
patient communication skills to direct interactions with patients and
feedback from preceptors.
The Role of Family Medicine
Family Physicians are often the first medical providers to identify and
evaluate transgender children and adolescents, where an understanding of family dynamics is essential to ensuring the wellbeing of
transgender youth. The most recent standards of care that provide

guidelines for hormonal treatment of transgender persons underscore the need for comprehensive primary care and preventive care
services, which is a primary domain of family medicine.3 As far as
medical transition services, e.g., providing cross-sex hormone therapy, family physicians are already familiar with prescribing hormonal
therapies in other contexts, such as for contraception, treatment of
hypogonadism and in menopause.
The American Academy of Family Physicians has been at the forefront
of recognizing the importance of physician competency in transgender health, and is one of the only professional entities to publish
transgender-inclusive curricula for medical residents as well as to include gender identity in its patient non-discrimination statement.29,30
The AAFP has also joined other medical organizations in making a
statement strongly advocating for the inclusion of transition related
health care in private and public health insurance policies.31
The American Family Physician Journal of the AAFP has included
several articles over the last decade that address care of the transgender-patient and related health issues. Furthermore, family physicians have an important role in advocating for transgender clients,
providing necessary documentation for identity documents and birth
certificate amendments as well as assisting their clients in navigating
often complicated insurance and pre-authorization paperwork to
allow coverage of transition-related health care.
What is Still Needed
Despite the 2011 recommendations from the Joint Commission
to assist health facilities in creating welcoming, safe and inclusive
environments for LGBT patients, most health centers have not been
able to fully implement these strategies. Central to better care for
transgender individuals is building a competent and affirming physician workforce. Additionally, few health centers have implemented
a two-step registration question (birth assigned sex and current
gender identity) to identify transgender individuals (Figure 1). Challenges have arisen in the ways that electronic health records are able
to identify and track transgender individuals.32 We need to be able
to collect sexual orientation and gender identity data in a uniform
way in order to track trends in health care utilization by sexual and
gender minorities. The current method of linking a health prevention
template to gender markers is problematic for transgender persons.
For example, a transgender man may not be flagged appropriately
for cervical cancer screening.
Even among health centers that have a long history of providing care
to LGBT patients, there are no universally accepted quality measures
to monitor health outcomes of LGBT persons. Standardized measures
to assess health outcomes for transgender patients are urgently
needed to evaluate the ongoing education, medical and structural
interventions that are currently underway.
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Figure 1. Collection of Gender Identity on a Patient Registration Form. Adapted from
the Callen-Lorde Community Health Center

1. What is your current gender identity?
(Check and/or circle ALL that apply)
 Male/Man
 Female/Woman
 Transmale/Transman
 Transmale/Transwoman
 Genderqueer/Gender nonconforming
 Something else: ________________________________
 Decline to answer
2. What sex were you assigned at birth? (Check one)
 Male
 Female
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POGOe.org: A User’s Guide for
the Geriatrics Educator
By Ravishankar Ramaswamy, MD, MS, FAAFP

A

few months ago, a colleague asked you if you could help out by teaching a
session on urinary incontinence in the elderly for the residents, and you had gladly
accepted, hoping you’ll get some time over the ensuing months to prepare a really
nice lecture. After all, you see patients with UI all the time and even teach about it at
the bedside. While you were busy with your day-to-day clinical and administrative work,
the day has crept up on you. As you look at your calendar for the week, you realize that
your teaching session is scheduled in 2 days.
You start hunting for material to use for your presentation for the talk, expecting
that you’ll need about 4-6 hours to create and practice the talk, at the minimum.
You wish you had not agreed to give this talk, because you have so many other
engagements this week.
Medical education in the 21st century is changing
in how it is delivered and how learners are assessed.
In 2010, the “second Flexner report” explored the
challenges facing medical education in the US.1 Until
recently, medical education has predominantly involved teaching in traditional didactic format, and in
large groups; learning is focused on test performance,
largely on proficiency with answering multiple-choice questions
(MCQs); overall, a one-size-fits-all approach with little focus
on knowledge application and problem-solving ability.2
The new paradigm for medical education is intended to be
learner-centered, flexible and focused on true skills and
behaviors as a professional. Today, competency-based
curricula are preparing the learner to become skilled
at doing what is expected of them at the end of
their training in the real world.3 Teaching is less
didactic and more in small groups. Learners
are being evaluated by demonstration of
proficiency in specific competencies in addition to tests of knowledge acquisition.
Millennial learners, defined loosely as
those born after 1982, are expert
users of digital media
and prefer its
time flexibility,
interactivity and
immediate feedback.4
Active learning, including formats like
simulations and cooperative learning, increase student
engagement and satisfaction, and have been shown to
be as effective as traditional learning formats.5
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The majority of educators, on the other hand, are not well-versed
with non-traditional formats. Productivity pressures further limit
clinical faculty members’ teaching and preparation time. Family
physicians manage older patients in multiple settings - outpatient,
inpatient, post-acute care, nursing home, etc. Geriatrics education is
an important component of medical education today because the demographic of the US population is getting older and more complex.
While primary care physicians and geriatricians are integral to the
future of healthcare, severe workforce shortages in these fields add
to the challenge.2
POGOe (Portal of Geriatrics Online Education) was funded
by Donald W. Reynolds Foundation to serve as an online repository of educational materials created by educators and geriatricians
at grantee institutions, with an aim to encourage free exchange of
teaching and assessment materials and to promote geriatrics education. Today, it houses ~1000 educational materials in geriatrics, and
is visited monthly by an average 5500 users from around the world.6
All materials are subject to a rigorous editorial review for clarity of
objectives, appropriateness of instructional method, medical accuracy, and appropriateness and relevance to geriatrics education.
Free use with attribution: All educational materials can be freely
accessed by registered users (registration is free too) and are subject
to Creative Commons licensing (http://creativecommons.org/licenses), which provides a standardized way to grant copyright permissions. Most materials on POGOe can be downloaded, modified and/
or repurposed, as long as credit is given to the original author.
Diverse Resource Types: POGOe contains educational materials
in a variety of instructional formats, enabling teachers and learners
to search for and utilize the product best suited to their learning
environment, learning level and discipline, goals and objectives. To
improve the search yield, all POGOe educational materials are organized under six broad categories: caring for the older adult, geriatric
syndromes, diseases, patient safety, care settings and models, and geriatric palliative care. A variety of search filters are available to help
locate a specific type of educational resource. For example, a search
for ‘delirium’ will reveal a total of 180 materials – 25 lectures, 22
case-based learning modules, 21 self-directed / independent learning
modules, 13 quick reference / pocket card materials, 11 facilitator
guides, 11 learner assessments, 9 videos, 6 educational games, 6
standardized patient materials, 5 simulations, 2 audio materials, etc.
Also, depending on learner type (clinical medical student, resident,
fellow, practicing physician, etc), you can further narrow the list to
better suit your need.
Competency-Based Education: In 2009, the Association of
American Medical Colleges endorsed a list of 26 minimum geriatrics competencies under eight domains for a graduating medical
student.7 In subsequent years, competencies for family medicine,
internal medicine and emergency medicine residents, and curriculum milestones for geriatrics fellows have been established. POGOe

lists these competencies for review by educators, and program and
clerkship directors, to enable planning of balanced and effective curricula. Also, a really helpful tool called ‘Geriatrics Wizard’ lists the
most pertinent and high-quality POGOe educational materials by the
medical student competency it fulfills, for each of the 26 competencies, in an easy-to-use drop-down menu format. Once identified, the
material may be shared with learners, colleagues or others by using
the “send by email” option or via Twitter, Facebook or LinkedIn
social media links.
Flipping the Classroom: This exciting model of learning maximizes knowledge application and critical thinking, by providing
learners with online material to review at their own pace so that the
classroom time can be utilized for problem solving and to reinforce
learning with a skilled facilitator.2 POGOe has self-directed and independent learning material that can be assigned to students and house
staff for their review prior to a scheduled session. Videos, images and
questions from individual products have been extracted to create a
POGOe Video Library, POGOe Image Library and POGOe Question
Bank respectively. One could use a video clip from the Video Library
as a trigger tape to initiate a discussion and make the teaching session more interactive and enjoyable. For example, pre-clerkship
medical students can start a learning session on communication with
an older patient by viewing one of the videos available on POGOe that
demonstrates both poor and good communication in the setting of
the emergency room at a large urban hospital.
Teaching “on-the-fly”: Family physicians are always teaching
during ambulatory visits and during hospital rounds to a multitude
of learners, often at varying levels of training. Associating learning
of key concepts to a clinical setting is timely, effective and engaging for the learner. Educators can utilize some of the many quick
reference or pocket card materials available on POGOe, including
the University of Chicago’s series of Care of the Hospitalized Medical
Patient (CHAMP) bedside teaching triggers which focus on inpatient
geriatric topics.
Learner Assessments: Assessment of learners is changing from
being focused mainly on knowledge acquisition (e.g. MCQs) to more
observable behavior and skill assessments.2,3 Learner assessments
comprise approximately 10% of the educational materials on POGOe
- OSCEs (Objective Structured Clinical Examination) and standardized patients, mini-CEXs (Clinical Evaluation Exercises), Question
Bank and other assessment tools.
web-GEMs: The latest offering within POGOe is the web-Geriatric
Education Modules, a series of 24 self-directed interactive learning
modules. These are authored by academic faculty, are peer-reviewed
and evidence-based, to teach medical students different geriatric
competencies in a case-based format. There are videos and questions
along the way that can help educators gauge learner proficiency.
Each case also has a summary document with key take-home points
CONTINUED NEXT PAGE
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and a PubMed-linked reference page. These could be assigned to
learners in part or as a whole curriculum for a geriatrics block or
other similar elective experience.
Interprofessional Educational Materials: In recognition of the
interprofessional nature of clinical geriatrics, educational content
from nursing educators, surgical specialties and other professionals
involved in caring for and teaching about the older adult have been
included. Eight toolkits created as part of the Geriatrics Education
for Specialty Residents (GSR) project by American Geriatrics Society
targeting specialties like Anesthesiology, General Surgery and Orthopedics are also available.
Evidence-Based Journal Clubs: Most medical school and residency training includes regular journal club appraisal of recent and
seminal literature articles, generally presented by trainees and facilitated by faculty.8 POGOe has two resources that can make it easy for
both the educator and the learner: LitLinks provides an automatically
renewing bibliography on key geriatrics topics with PubMed links;
and McMaster Evidence Updates provides a listing of quality and
relevance-rated citations from over 120 premier clinical journals.
In conclusion, competency-based education and evaluation in
undergraduate and graduate medical education, and greater use
of active learning and technology resources in learning, presents
challenges and opportunities to educators today. For those teaching
geriatrics, use of POGOe resources can enhance learning, improve
learner engagement and save time, energy and costs associated with
preparation, some of which can then be used to focus on knowledge
application rather than on knowledge acquisition. So, the next time
you get called to teach a session on geriatrics, don’t sweat. Log in to
www.POGOe.org.
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Call for Authors:
We are looking for writers for future issues of Family Doctor:
Our fall issue will focus on geriatrics in family medicine. Possible topics include: geriatric conditions, dementia, polypharmacy,
end-of-life care, family practice physicians as geriatric care providers and the like. Submission deadline will be mid August.
Contact our journal editor with topic ideas, for additional information or guidelines at journaleditor@nysafp.org.
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The New York State Department of Health’s Hospital Medical Home Demonstration Pilot (HMH):

Improving Patient Care and Resident Training
in Primary Care Clinics

By Marietta Angelotti, MD; Kate Bliss, MSW; Dana Schiffman, MPH; Erin Weaver, BS; Laura Graham, MS; Thomas Lemme, PA-C, MBA; Veronica
Pryor, RN, MPA; Foster C. Gesten, MD, FACP

D

ramatic changes in expectations and requirements for primary care
have increased the pressure on already busy primary care physicians. New
regulations and payment arrangements have forced physicians to find time and
resources for training in the use of electronic health records, reporting quality
metrics, team-based care, patient-centered care and care management. In New
York State (NYS), the patient-centered medical home (PCMH) is becoming the
standard of care for all primary care practices. Competencies in all of these
areas are required to become a PCMH and to participate in the new pay for
performance/value-based care reimbursement arrangements. Yet few physicians have received this training during medical school or residency.
The Hospital Medical Home (HMH) Demonstration, funded by the NYS Department of Health (DOH) and the Centers for Medicare and Medicaid Services
(CMS), was a three year-$250 million pilot to support primary care residency
programs in PCMH training for residents in their outpatient clinics. The intent
of the program was to improve coordination, continuity, and quality of care for
individuals receiving primary care in hospital outpatient departments operated
by teaching hospitals, as well as other primary care settings used by teaching hospitals to train resident physicians. The demonstration was influential
in educating the next generation of practitioners in the critical concepts of
PCMHs.
Sixty academic hospitals across NYS participated in the demonstration with
their 156 associated training clinics and 118 residency programs divided
between family medicine, internal medicine, and pediatrics as well as four
med/peds programs. Approximately 5,000 residents were trained through the
demonstration, which concluded on December 31, 2014.

The key milestone of HMH was achievement of high level
PCMH recognition through the National Committee of
Quality Assurance (NCQA). PCMH recognition is a process
that requires practices to develop and implement specific policies and procedures to improve access to care,
utilize electronic health records, coordinate care between
specialists, identify and manage care for high risk patients,
measure quality, track population health, and demonstrate
cultural competence as well as patient-centered care.
As of June 2014 there were 5,277 PCMH-recognized
providers in NYS. Almost 600 of these providers became
recognized between January and June of 2014 which was
primarily due to the work of the HMH demonstration. At
the start of the program, an informal survey of residents
showed that the majority of those who responded (approximately 20 percent or 1,000 residents) were already familiar
with PCMH concepts and wanted to practice in a PCMH
after graduation. Additionally, 83 percent reported they felt
that patients benefited from receiving care in a PCMH. It is
anticipated that residents will strongly benefit from training
within a PCMH as they seek to structure their practice to
meet the new expectations of patient-centered care.
In addition to becoming PCMHs, academic hospitals and
their training clinics were required to restructure their
CONTINUED NEXT PAGE
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electronic health records (EHRs) to enhance coordination of care.
More specifically, allow for capabilities that provide interoperability
between hospitals and clinics and connect to the Statewide Health
Information Network for NYS through their Regional Health Information Organizations (RHIO). By the end of the project, 97 percent of
sites upgraded their EHRs, 82 percent implemented interoperable
systems, and 96 percent connected to the RHIO from the outpatient
site, a rate far surpassing that achieved in non-academic settings.
Furthermore, each site was required to analyze their population demographics and needs, and begin tracking five relevant standardized
clinical performance metrics of their choosing. This was a challenging task as many programs were not familiar with measurement and
data reporting including sampling methodologies, risk adjustment,
and validation. Throughout the demonstration, programs and their
residents participated in coaching calls in which they learned about
quality measurement, health information technology, transitions of
care from hospital to outpatient setting, increasing eye exams for
people with diabetes, and medication reconciliation. Many applied
subject content from these learning collaboratives to engage in rapid
plan-do-study-act cycles during their outpatient sessions in order to
more successfully drive improvement in their care of patients. Some
achievements in rates across sites from baseline to final reporting included 47 percent to 60 percent breast cancer screening, 70
percent to 86 percent for tobacco use assessment, 58percent to 86
percent for weight and physical activity assessment for children and
adolescents, and 68 percent to 82 percent for nephropathy testing
for adults with diabetes, among many others.
Over the course of the demonstration, innovations were implemented
within participating resident training programs in their outpatient
clinics. Most hospitals created PCMH electives, training in PCMH
during noon conferences, and required PCMH curricula to be done
on-line or throughout their training. Residents were trained to lead
PCMH or patient care “huddles” at the beginning of each session to
discuss the patients coming in that day and address acute needs as
well gaps in their screenings or other issues. Specific specialty care
referral guidelines were written by specialist residents to be used by
primary care residents, co-management guidelines were developed,
and satisfaction surveys on communication between specialists and
primary care were conducted.
Most residents were assigned a panel of patients to follow and were
provided with periodic dashboards on the care of their patients
including, for example, control of diabetes and preventive screenings. By the end of the demonstration 93 percent of sites reported
that their residents were assigned to a panel of patients for whom
they were responsible over an extended time period, and 82 percent
of sites restructured their resident training schedules to increase
resident exposure in an ambulatory primary care setting. More
specifically, many programs altered schedules from a half-day, one
to two times a week clinic schedule, to a two weeks every six weeks

schedule of dedicated time in the clinic. This time, devoid of hospital
call, allowed them to focus on their patients and learn practice
management skills.
Each program was also required to choose one of four care integration and coordination projects: Improved Access and Coordination
between Primary and Specialty Care; Integration of Physical and Behavioral Health Care; Enhanced Interpretation Services and Culturally
Competent Care; or Care Transitions and Medication Reconciliation.
The coordination of specialty care project required sites to work with
their colleagues in specialty care settings to facilitate timely referral appointments, improve overall communication between primary
care teams, specialists, and patients about reasons for the consults
and recommendations. At the same time, sites were encouraged to
enhance their ability to provide procedures and disease management
that is well within the purview of primary care such as basic gynecologic and dermatologic care, suturing, diabetes and CHF management.
The integration of physical and behavioral health project focused
mainly on bringing collaborative care to the residency programs.
Collaborative care is a method of screening for and managing
depression that was developed at the University of Washington AIMS
Center. It largely depends on a depression care manager that works
directly with a consulting psychiatrist to adjust medications and
maintain contact with the patient between visits with their primary
care physician. The collaborative care model has a substantial
evidence-base and is being used throughout the country to improve
treatment of depression in primary care.
Enhanced interpretation services and culturally competent care
provided support to clinics to ensure prompt access to interpreters, discharge instructions and prescription labels in the preferred
language of patients, as well as training to residents and attendings
in a culturally competent manner. The average rate of all non-English
speaking patients who were discharged with discharge instructions
in their preferred language went from 46 percent to 97percent.
Lastly, the care transitions and medication reconciliation project
focused on maintaining full information and contact with patients
if they circulated between outpatient and inpatient care settings.
Hospitals were required to create prompt discharge summaries and
send them to the outpatient sites, perform medication reconciliations through contacting the outpatient site both on admission and
on discharge, risk stratify their patients, and demonstrate allocation
of resources, including case management, to prevent unnecessary
readmissions to the hospital. The average rate of all high-risk Medicaid patients discharged from the outpatient site that had a followup phone call within 48 hours after discharge increased from 47
percent to 73 percent over the course of the demonstration.
The last component of the demonstration required involving
residents in improving quality and safety in the inpatient setting. Resi-
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dents were trained in the data collection and quality improvement
methodologies used in hospital quality offices and participated on
quality committees. Projects in this domain included goals to reduce
hospital-acquired and surgically-related infections, expedite identification and treatment of sepsis, prevent DVTs, and reduce elective
pre-term births. This aligns with the ACGME goals to train residents
in quality improvement.
By the end of the Hospital Medical Demonstration Program, December 3, 2014, the majority of primary care residents in New York State
trained in an outpatient clinic structured as a PCMH. Most primary
care residency programs now include formal education on PCMH
principles. Resident schedules were restructured to increase their
time in the health centers. In addition, clinics training primary care
residents became more skilled in care coordination, population
health, use of performance data, and measure reporting, and an
increased emphasis on the outpatient center treatment of patients.
Issues of care transition, cultural competency, behavioral health,
patient empanelment, coordination across specialties and supportive
services were stressed. The majority of participating residency programs reported that they will continue to train primary care residents
in the PCMH model, maintain increased time in the outpatient setting,
and continue to involve residents in quality improvement activities in
inpatient and outpatient settings.
More information about the program can be found on the Hospital
Medical Home website at https://hospitalmedicalhome.ipro.org.
Note: An article on the Hospital Medical Home program has been
provisionally accepted by the Journal of Graduate Medical Education.
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Vital Lesson
Monday morning. Lecture hall.
Topic. Lung cancer.
Types. Adenocarcinoma. Small-cell.
Smokers. Asbestos. Pollution.
Stage 3. Lymph nodes. Metastasis.
Chemotherapy. Surgery. Prognosis.
Moving on. Next lesson.
Friday evening, my in-laws house
Topic, upcoming holidays
What to eat for dinner, set the table
You two should sit, they found a spot
The air escapes my lungs as though
I am the one with the disease
It’s small, but they think it’s cancer
Thoughts race, what did I learn?
I remember too much, but not enough
We meet with the surgeon Tuesday
How could this be, things like this
Only happen in textbook pages, right?
We’ll find out then my prognosis
Trying to remove the small percentages
And high mortalities from my mind
We love you, it will be all right
Monday, I knew it all.
Statistics, diagnosis, prognosis, treatment.
Types, histology, stages, syndromes.
Friday, I know much more
What it feels like to hold my husband’s hand
As his father’s future slips through his
The look of calm layering a sea of panic
Forced smile, we’ll get through this, optimism
It can’t be as bad as it seems
Right now, it doesn’t matter what is written
It matters what is spoken, felt, lived
What we do with the time we have
Today, I am not a student of medicine
I have learned instead the importance
Of presence, support, love
The most vital lesson of my education

Poem submitted by a third year medical student in
Upstate New York
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Medical Education in Cambodia

By Madeline Haas

T

he drive across Phnom Penh to the University of Health
Sciences (UHS) is harrowing. My mother and I sit in a tuk-tuk, backpacks hugged tightly across our laps, outer arms holding the metal
railing of what is essentially a small tin cabin slung onto a motorcycle. Swarms of motorbikes pull up beside us at every traffic light. We
turn off of the main road onto a quiet tree-lined street and zip past
outdoor restaurants, fruit stands, and a pet store. The street life here
is enviable: all transactions, from soup to piles of green coconuts
to stacks of fish tanks, take place on the wide sidewalks. The city is
full of contrasts like this, with luxury apartments and commercial
buildings going up around markets and low two-story buildings. We
turn left once again and arrive at UHS: four large, rectangular, white
buildings with open-air corridors and red tile floors.
Around us, medical students arrive on motorbikes, dressed neatly in
navy skirts or slacks and bright blue blouses. We enter the campus
on foot. I bid my mom goodbye—she is off to facilitate a meeting
with faculty, and walk up the six flights of stairs to my classroom.
Upon entering, I am greeted by the intimidating sight of 60 desks
filled with uniformed medical students. Although this is new to me,
I try to project confidence as I walk across the front of the room to
where a desk has been set up for me with a projector and a bottle
of water. The class monitor, a prim-looking young woman with
long, straight black hair welcomes me and shows me how to use the
microphone.
I move to the center of the classroom and begin my first presentation, “A Day in the Life,” about my experience as a third-year student
at Albany Medical College. I am lucky enough to have a mother who
is an academic family doctor, and she invited me to Cambodia as part
of the Boston University (BU) Family Medicine Global Health Col-

laborative. For many years, the Collaborative has been working with
several Southeast Asian countries to strengthen the training and quality of general practitioners; now they are working with Cambodia’s
public medical school to design a competency-based undergraduate
medical curriculum. As part of an effort to raise standards for its
graduates, UHS recently created a simulation lab to help students
practice clinical competencies. I asked for my own role on the trip,
and was given the opportunity to teach clinical skills for the week. I
decided to teach history-taking and the oral presentation, tasks that
I feel confident with by this point in third year; my goal for this first
morning is to lay out the context for these skills.
The students in my class are part of an international program and
were chosen for their language skills in French and English in
addition to Khmer. After some coaxing, they raise their hands and
speak in accented but free-flowing English; they have the mixed
confidence and shyness of academically successful college students.
The front row is a little bolder than the rest: after I explain the U.S.
medical education system, they want to know why we have four years
of college before medical school and how we study for the USMLE
exams, which they have heard of. Some of these students will go on
to pursue specialty training abroad in France or the Philippines; their
curiosity suggests a dream of studying in the United States as well.
In exchange, I ask them how the Cambodian medical education
system differs from the US system. I want to know my audience, and
I hope to be helpful to the BU Collaborative by sourcing information directly from students as their peer. I learn that these students
entered medical school just after high school; after three preclinical
years, they have just begun half-days of rotations while continuing
to attend lecture in the afternoons. In the mornings, they shadow at-
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tendings on rounds; afterwards, they have some time to return to the
patient to practice history and physical exam skills. Their aim at this
point is to recognize the signs and symptoms of known diseases. Unfortunately, because they have afternoon lectures, they do not have an
opportunity to do admissions until the fifth and sixth years of medical
school, when they take call. As a result, they are unfamiliar with the
concept of team-based learning and skeptical that the complete history and physical ever takes place.
A few hours into teaching, I have already discovered a challenge for
the rest of the week: how can I teach history-taking and oral presentation skills to an audience that doubts their value? Fortunately, the
students remain engaged and this becomes a focus of discussion,
rather than an excuse to lose interest. Why take a complete history?
When to take a complete history? How to maintain the patient’s goodwill and cooperation? While these have been challenges that I have
faced throughout my first semester of third year, I am surprised to
hear them articulated by my Cambodian peers. Throughout the week,
I am challenged to strengthen and communicate my understanding
of these questions.
To teach history taking, I had prepared a series of activities based
on my clinical skills and medical Spanish courses. What made me
think I could teach clinical skills? At my medical school, we learned
clinical skills from the fourth years, who take a required rotation
called “Learning to Teach, Teaching to Learn”. While our curriculum
is faculty-led, fourth years demonstrate for us, provide one-on-one
instruction, and observe and grade us taking histories and doing exams on standardized and real patients. We begin teaching our peers
as early as first year, when we teach anatomy to each other in small
groups around our dissection tables. Although I am still a year out
from my Learning to Teach rotation, I feel comfortable with the format and methods of this process. I also studied medical Spanish, and
have a sense of what it is like to study medicine in another language.
I break the history down into pieces, as I had learned it: introduction
and chief complaint, history of present illness, past medical history,
family history, social history, and review of systems. First we review
the complete history as a class. To make the session more interactive,
we discuss the purpose and value of certain components, such as a
proper introduction or taking a social history. The students proved
themselves active participants. Based on their high level of comfort
with English, we move faster through the material than I had anticipated, and finish reviewing the complete history after the first day.

Finally, we reconvene as a large group for questions and feedback
from the attending physicians.
Clinical skills faculty were present throughout to observe these interactive exercises and the impact they had on the medical students.
They later told me that they were impressed by the dramatic progress
the students had made in just a few days, which they attributed to
the role playing. The students displayed an impressive comfort with
medical English. They understood the nuanced differences between
taking a history from a patient in lay terms and giving an oral presentation in technical language; they even challenged me to explain the
difference between tachypnea and palpitations and to describe “dull”
pain. I loved the energy in the room and appreciated how teaching
forced me to better understand the role of the medical student.
This was my first experience with academic family medicine, and
it was thrilling to join a team of attending physicians with years of
experience in teaching and global health. I was even able to dip my
toes into research by conducting a survey for students at the end of
the week. Many noted that they felt more comfortable asking questions of a peer teacher. Similarly, practicing in the simulation lab was
a relaxed setting that helped to combat the time pressure they had
reported they felt on the wards and gave them an opportunity to receive feedback. Returning home, I felt some trepidation at giving up
the role of the teacher for the job of the third year medical student.
Re-entering rotations, I was reminded of how much basic medical
knowledge, patient interaction, and inter-professional communication I have to continue to learn and practice. I feel freshly aware of
medicine as an iterative process, a continuing exchange between
learning and teaching.
Madeline Haas is a third year medical student at Albany Medical College in New
York. Before medical school, she majored in history at Harvard College and learned
to give presentations as an associate consultant at The Bridgespan Group, a nonprofit
organization. Her interests include medical education, advocacy, and the medical
humanities. You can follow her reflections on being a medical student in her blog
and column, The Med School Cookbook, on www.medschoolcookbook.blogspot.com
and at www.in-Training.org. She will be following her mother into family medicine.

On the second day, we launch into exercises. First, I demonstrate a
segment of the history in front of the class with my mock patient, a
young Cambodian attending physician. Next, I ask a volunteer from
the class to ask questions of our patient, which gets the class talking
and using English phrases. Then we break into small groups of three
and the students take turns role-playing patient, medical student,
and listener/observer. Faculty from the simulation lab and two young
attending guests circulate to answer questions and give feedback.
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Shared
Collaborative
Curricular
Materials
By Joshua Steinberg, MD

I

f you are part of an educational program where you have
too many educators and not enough work to do, feel free to skip
this article. If however, your program has too few educators and too
much to do, please read on. There are over 400 family medicine
residencies in the country, oftentimes doing the same things and creating the same resources 400 times. Most of this local work is necessary, but I suspect some could be shared. My example is obstetrics,
an educational area I direct.
Think back to your residency obstetrics rotation. Remember the quip
about OB, “hours of boredom punctuated by moments of terror”?
I was handed a thick sheaf of articles to read during those hours of
boredom. Maybe you were, too. Fast forward to the present where
our residents are getting a thick stack of articles as well. I inherited
management of this rotation. I updated the articles, got them in electronic PDF form, and put them up on the web so that residents could
read them on a computer, anytime or anywhere. Nothing excellent or
clever there.

for use. Colleagues at other programs have been thrilled to have a
package of learning materials ready for use. When signing up, faculty
often ask me, “what does this cost?” and “what do I have to do to
participate?” I reassure them that it is absolutely free and that they
don’t have to reciprocate in any way. But if they want to reciprocate,
I ask that they give me feedback on the materials and help me make
them better. This is the clever part!
In the couple years since launch, colleagues elsewhere have written
spontaneously to say, “There’s a great new article on hypertensive
disorders in pregnancy- here it is.” So I substitute it for what I
previously had, making the materials better. Others have written, “I
think it would be great to include material on the topic of chorioamnionitis” or labor dystocia or genetic screening in pregnancy,
and others have added these lessons. Recently a collaborator in the
Midwest found a great free eBook on OB ultrasonography, and he
built materials for our residents utilizing this source. From there we
opened up a section of optional key articles from the literature which
would be great resources for residents who want more information
on various topics. By investing time and work to put together the
resources I wanted for my residents anyway, and by sharing with colleagues everywhere, I am now doing less work as others continue to
contribute. And my residents and I enjoy materials which are much
better than what I put together on my own!

I thought that it would be nice if I could post the articles at one of
those online learning websites which tracks the use and progress of
learners. I found a free open source website for just that purpose,
and I made little quizzes for the residents after each reading, which
nicely replaced the old long test at the end of the OB rotation. The
website keeps track. Nothing excellent or clever there, either.

My foray into collaborative shared educational materials was spontaneous and independent, but is consistent with larger nationwide
collaborative efforts. The academic wing of AAFP, the Society of
Teachers of Family Medicine (STFM), has a marvelous shared educational materials website called the Family Medicine Digital Resources
Library at www.FMDRL.org. Educators and clinicians upload all types
of educational materials for free use by anyone. Want to give your
residents a talk on contraception? You could write it from scratch, or
you could go to FMDRL and find 59 uploaded presentations, worksheets and articles ready for sharing and use. Ready to teach your
residents about PCMH? There are 154 submissions on a wide variety
of PCMH-related topics found just by entering the letters PCMH.

Then I went back to my community of OB educators. Every few years
the family medicine residency faculty on the “Moderated Family
Practice Obstetrics List”, aka Fam-Del OB listserv, would share their
lists of articles from the resources that they given their residents. It
was clear that several residencies were all making a similar effort.
Are we reinventing the wheel hundreds of time in hundreds of places
in our little local operations? What if we shared a single stack of
articles?

STFM has something even bigger in the works. Go to www.STFM.org
and click on “resources for medical school faculty” or “resources
for residency faculty”. Amidst the many valuable things, you’ll find
STFM is spearheading development of packages of curricular materials for nationwide sharing. The residency curricula site is slated to
launch this spring. It will offer peer-reviewed packages of materials
on scores of topics to assist and elevate what each of us does locally.
So pay attention and get involved. It could make your life easier!

In 2012, after building an educational website of OB readings for my
residents, I offered the whole package, for free, to family medicine
obstetrics educators and residencies throughout the nation. So far,
over a dozen programs and more than 400 residents have signed up

Joshua Steinberg, MD, is family physician and faculty member at UHS Wilson
Family Medicine Residency in Binghamton, NY. He has no financial relationship with
any apps or software. He can be reached at jds91md@gmail.com.
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SKYPE Interviews for Residency Recruiting
Vishalakshi Sundaram, MD and Shantie Harkisoon, MD

T

he NYMC Phelps Family Medicine Residency is a new
residency program located in Sleepy Hollow, NY. We started utilizing Skype interviews during our first interview season. Due to the
immediate success and promising outcomes, we expanded Skype
interviews to more applicants during subsequent interview seasons,
and during our last season, all qualified applicants were interviewed
by Skype prior to being granted a live interview. This helped the program and applicants get to know each other prior to live interviews
and reduced the number of individuals interviewed in person.
Skype is a software application that facilitates virtual meetings over
the Internet and has been part of the business world for many years.
Recently, medical schools have begun to use Skype as well, and it
can be easily adopted by any residency program to enhance the cost,
quality and efficiency of the interviewing process. We found only one
other family medicine residency program that had used this technology as part of their interview process.
Methods include selecting qualified applicants via ERAS who are then
invited to schedule a Skype interview. Along with their appointment
date and time, applicants receive instructions including “how-to”
advice for virtual interviews. Interviews are scheduled for 15 minutes
with one of the core faculty members. Initially we used the same
evaluation forms for both in-person and virtual interviews; however,
a standardized Skype questionnaire used during the last interview
season proved to be a more effective tool. The questions consist
primarily of behavioral questions based on the program’s mission.
Each question is framed to target sought after qualities in applicants.

Questions are assigned a point value and the cumulative points
determine whether a candidate qualifies for a live interview. Promising candidates are invited for an in-person interview and surprisingly,
not everyone accepts this invitation, which effectively narrows the
applicant pool.
Faculty and interviewees alike felt that the experience was rewarding
and innovative. Utilizing Skype allowed for 68 additional interviews in
2012-2013, and 50% of candidates in 2012-2013 were selected for
the incoming class, as opposed to 33% in 2011-2012. Subsequently
100% of applicants were given Skype interviews prior to having a live
interview. We found that Skype gave us greater access to qualified
candidates at a significantly reduced cost, enhanced time management, and provided a more personal overall experience. Candidates
also felt this was an innovative way to get to know the program.
Virtual interviews will continue to play a primary role in upcoming
interview seasons, with possible involvement from senior residents,
which will enhance team participation in recruitment. For additional
details on the program contact the authors at vsundaram@pmhc.us
or sharkisoon@pmhc.us.
Vishalakshi Sundaram, MD is a core faculty member at the NYMC Phelps Family
Medicine Residency program at Phelps Memorial Hospital Center in Sleepy Hollow, NY.
Shantie Harkisoon, MD is the Program Director for the new NYMC Phelps Family
Medicine Residency Program at Phelps Memorial Hospital Center in Sleepy Hollow, NY
and sees patients in at the affiliated FQHC, Open Door Family Medical Center.
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