Volume one • Number one

Summer 2012

Family Doctor
A JOURNAL OF THE

NEW YORK STATE ACADEMY
OF FAMILY PHYSICIANS

www.nysafp.org

FEATURE
ARTICLES:
CME & POST-TEST

• Care Coordination,
Basic Principles and
Practical Pointers
• Strategic Planning
for Developing
Family Medicine
• Crisis Averted: How a
Medical Home Pilot
is Saving Health
Care in the NYS
North Country

Focus:
PROMOTING FAMILY MEDICINE

Family Medicine Physicians
for Primary Care Practices
Working collaboratively in a multi-specialty group
of 170+ providers, the successful candidates will be
provided the opportunity to practice a full spectrum
of family medicine (no OB). Positions are supported
by outstanding staff and premier ancillary services
in a financially sound healthcare system. The Arnot
Health system is located in the beautiful Finger Lakes
Region of Upstate NY, just adjacent to the PA Grand
Canyon and rural countryside. Enjoy the rewards
of a balanced personal and professional lifestyle
with a gentle call schedule.
If you are seeking a collegial practice with full and
welcome involvement in the provision of quality care,
then you must explore these opportunities!

1-800-295-4555 | recruitment@aomc.org | www.arnothealth.org

•

Traditional and OutPatient opportunities
available

•

2 year salary guarantee
up to $190K

•

$20K sign-on bonus

•

$10K residency stipend

•

Loan forgiveness
opportunities

•

Relocation assistance

•

Outstanding benefits
package

No Visa Opportunities

Family Doctor, A Journal of the New York
State Academy of Family Physicians, is
published quarterly. It is free to members
of the New York State Academy and is
distributed by mail and email. Non-member
subscriptions are available for $40 per year;
single issues for $20 each.
New York State Academy of
Family Physicians
260 Osborne Road
Albany, New York 12211
www.nysafp.org
Phone: 518-489-8945
800-822-0700
Fax: 518-489-8961
Letters to the Editor, comments or articles
can be submitted by mail, fax or email to
journaleditor@nysafp.org
Editor: Janet Lindner, MS
Editorial Board
Robert Bobrow, MD
Richard Bonanno, MD, Chair
Rachelle Brilliant, DO
Robert Ostrander, MD
New York State Academy
Officers and Board
President: Neil Nepola, MD
President-elect: Philip Kaplan, MD
Vice President: Ray Ebarb, MD
Secretary: James Mumford, MD
Treasurer: Robert Morrow, MD
Staff
Executive Vice President:
Vito Grasso, MPA, CAE...... vito@nysafp.org
Director of Education:
Kelly Madden, MS............. kelly@nysafp.org
Director of Finance:
Donna Denley................... donna@nysafp.org
Project Coordinator and Journal Editor:
Janet Lindner, MS............. janet@nysafp.org
Administrator:
Barbara Markowitz........... bobbi@nysafp.org
For Advertising Information:
Contact Don McCormick
at 518-783-9368,
fax 518-785-4088 or
donmccormick096@gmail.com

On the cover: Dr. Benjamin Rush
by Robert Thom, Collection of the
University of Michigan Health System,
Gift of Pfizer Inc, UMHS.21

Featured Articles
CME ARTICLE AND POST-TEST: Care Coordination,
Basic Principles and Practical Pointers.............................................
By Robert J. Ostrander, MD

15

Crisis Averted: How a Medical Home Pilot is Saving Health
Care in NYS North Country.............................................................................
By John Rugge, MD

20

Strategic Planning for Developing Family Medicine...........................
By Montgomery Douglas, MD

23

Departments

4
President’s Post....................................................................................... 6
Advocacy................................................................................................ 8
Two Views.................................................................................................................. 10
Clinical Notes............................................................................................................ 13
Coding and Documentation.................................................................................. 14
In the Spotlight....................................................................................... 25
Resident/Student Perspective................................................................................ 26
Message from the Executive Vice President..............................................

Index of Advertisers

27
Arnot Health........................................................................................... 2
Atlantic Health Partners........................................................................... 12
Core Content Review.............................................................................. 12
Energy Plus Holdings............................................................................... 13
Fidelis Care............................................................................................. 14
MLMIC.................................................................................................... 7
Paychex.................................................................................................. OBC
Samaritan Medical Center....................................................................... 9
St. Elizabeth Medical Center.................................................................... 9
St. Joseph’s (North) Medical Center......................................................... 5
American Dairy Association.....................................................................

WRITERS wanted to contribute articles for this
journal. Do you have a subject you are passionate
about that you would like to write about?
For more information please contact
journaleditor@nysafp.org.

From the Executive Vice-President

By Vito Grasso, MPA, CAE

W

elcome to the inaugural issue of
Family Doctor, A Journal of the New York
State Academy of Family Physicians.
Few images are more evocative for family
physicians than Benjamin Rush: Physician,
Pedant, Patriot, which graces our cover
for this issue. In my 18 year association
with the Academy I have been consistently
impressed with the people I have met whose
commitment to family medicine began with
the fundamental desire to care for people
in need. In many respects the qualities that
distinguish family physicians from others
who practice medicine begin with the
recognition that people matter more than
science.
The image of Dr. Rush standing beside
the bed of his patient and wearied from a
presumably lengthy and arduous process
of treatment underscores the essence of
family medicine. The physician alone with
his patient in obvious contemplation of the
circumstances and invested in the outcome
of his care on the most personal level is
in stark contrast to the image of modern
medicine with all the hi-tech equipment,
plethora of drugs and fragmentation
inherent in specialization that have become
so closely associated with the profession.
Certainly, family physicians in the modern
era are as skilled and knowledgeable as
their sub-specialty colleagues, conversant
and competent in all the current
accoutrements of medicine. But medicine
begins long before the prescription is
written or the procedure initiated. It begins

with the encounter between physician and
patient when two people connect at a deeply
personal level. It begins when someone
places his or her own health or that of a
loved one in the hands of another. It is
at this point where the essential bond is
formed that will enable effective treatment.
At its core, family medicine has always been
about trust. Once that connection occurs
it is sustained if patients remain convinced
that the physician can be relied upon to do
all that is necessary to preserve and protect
their health and understand their needs.
We hope this journal will establish a forum
in which to convey information about
current developments that will enrich the
specialty in the great tradition of medical
literature. Toward this end we will endeavor
to include articles that are worthy of

members possess. We invite contributions
from members in their areas of professional,
personal or creative interests.
Public policy intimately affects health care
and medicine, so we will feature a policy
topic of current interest in each issue. We
will invite commentary on selected topics
from authors with countervailing points of
view so that our readers may make a fully
informed opinion for themselves.
As always, we welcome comments and
suggestions from readers. We welcome your
feedback which will support our efforts to
give you a publication that remains relevant
and useful.

There is something compelling in the image
of Dr. Rush leaning against that dresser,
in the home of his patient and obviously
deep in thought. One
can only imagine the
…medicine begins long before the prescription is
written or the procedure initiated. It begins with the circumstances that
encounter between physician and patient when two placed him in that
room at that time and
people connect at a deeply personal level…when
with that patient whose
someone places his or her own health or that of a
lingering distress is
loved one in the hands of another.
also evident in the
painting. As we launch
this literary enterprise I offer this image of
accreditation and which physicians may use
the family doctor as a tribute to those men
to accumulate continuing medical education
and women who collectively define family
credits as necessary.
medicine and who individually earn the
We also will attempt to include articles of
respect and trust of the patients and families
special interest particularly by and about
they serve every day.
members of the Academy. Our greatest
Vito Grasso, MPA, CAE is the Executive Vice-President
resource as an organization is the diversity
of the New York State Academy of Family Physicians.
of talent and perspective which our
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President’s Post

By Philip Kaplan, MD

A

dvocacy is a major function of
our academy. Two democracies control our
advocacy efforts – the internal democracy in
which the delegates determine the advocacy
agenda of the Academy, and the external
democracy to which we direct our petitions.
The internal democracy, expressed primarily
at our Congress of Delegates, functions
according to the generally accepted
principles of parliamentary procedure
as codified in “Sturgis”¹. Majority rules,
but Sturgis warns (p8-9): “The rights of
the minority must be protected… The
minority of today is frequently the majority
of tomorrow…a member of the majority on
one question may be in the minority on the
next… .”
Delegates are defined by many
demographics: upstate/downstate, rural/
urban, gender, ethnicity, conservative/liberal,
academic/practice, hospital/office. If we
were equally divided in two categories for
each of each of these seven categories, there
would be two to the 7th power = 256 unique
possible combinations of demographics.
In a room of 100 delegates, it would be
unlikely that any two delegates could form
a perfect caucus. To arrive at a majority
decision we must therefore compromise,
which requires listening, empathy, tolerance.
Quotable examples from our Congress
demonstrate the complexity of the concept
of majority. A conservative delegate,
feeling defeated by the outcome of several
resolutions, asked how we could declare
a policy as representative of the family
physicians of New York State if we did not
all agree. Another member rose to declare

MAJORITY RULES
“the tax dollars of vegetarians are spent on
inspection of meat processing facilities –
that is the nature of democracy.” Nothing
divides a governing body more intensely
than debate containing the word “abortion”
and any subjects tangentially related –
sexuality, family values, contraception. Thus
our debate over a resolution to advocate for
mandating HPV vaccine for school entry was
one of the most intense in my experience.
Our differing demographics rose to the
surface – upstate versus downstate, inner
city experience versus suburban perspective,
affluent patients versus disadvantaged
patients. At the close of debate we arrived
at a tie vote. Only in this instance do our
bylaws provide for a vote by the speaker,
who defeated the resolution. The speaker
did not have a strong feeling about the
content of the resolution. He voted defeat
of the resolution because of the concept of
majority. How can NYSAFP declare as policy
a concept supported only by 50% plus 1 of
the delegates? This moves us toward the
perspective of the conservative delegate who
had felt so defeated.
This precedent suggests our policy is
determined by consensus rather than by
majority. When we debate a resolution
containing the “a” word, we modify
language to make the final resolution
achieve the intended goals without offending
the principled values of the minority. We
agree that fully informing pregnant patients
about options is a laudable goal. For
each controversy there are delegates with
passionate positions for or against, but
we are also blessed with many others who
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maintain a cohesive organization by crafting
compromise language. Any policy, which
so alienates a minority that they reconsider
their allegiance to the Academy, weakens the
ability of the Academy to prevail on other
matters of general agreement.
At three separate annual Congresses of
Delegates we have affirmed the commitment
of NYSAFP to the concept of a single payer
health care system. But our conservative
and liberal members each have a very
different concept of the structure of such a
system. Sometimes the crafting of language
is sufficiently vague to allow the appearance
of consensus where none exists.
Advocacy is hard work. We greatly
appreciate the commitment that brings
our delegates to the COD. We must also
recognize the contribution of the other 99%
- our dues paying members who not only
support our advocacy financially, but by their
numbers confer legitimacy. Every position
paper presented to our state government
concludes “The NYSAFP, representing 4,300
physicians residents and students, urges
that… .”
Thank you for your membership, thanks
to the delegates for their service to their
colleagues, and thank you to our staff and
contributors for the effort to launch this
NYSAFP Journal.
1 The Standard Code of Parliamentary Procedure
4th edition McGraw -Hill

Philip Kaplan, MD, is the President of the New York
State Academy of Family Physicians for 2013-14.
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BE an ADVOCATE FOR YOUR PROFESSION

By Marcy Savage

F

or nearly
two decades, the
Academy has employed
Weingarten, Reid & McNally (WR&M) to
represent it at the state level and work to
achieve NYSAFP’s budget, legislative and
regulatory goals on behalf of its members.
WR&M is an Albany-based government
relations firm with a select group of clients
in the areas of health, mental health,
developmental disabilities, education, the
environment, business and others. We work
with the Academy to pursue its priorities
through a combination of direct lobbying,
grassroots action, media advocacy and
political action.
The Academy’s advocacy efforts are
derived from two primary sources:
Academy members, and legislators and
policy makers in Albany. Each June at the
NYSAFP Congress of Delegates, a number
of resolutions authored by members and
local chapters are debated, passed and those
which relate to changes in law or regulation,
the budget and other advocacy efforts are
referred to the Advocacy Commission. The
Commission, which is chaired by Dr. Marc
Price, meets throughout the year and, joined
by representatives from WR&M, considers
the resolutions and develops a plan of action
to recommend to the Board for each.
Additionally throughout the year, WR&M
closely monitor the bills which are

introduced by state legislators, agency
regulations that are proposed and
other initiatives pursued by the
Legislature, Executive branch, state
agencies and others. WR&M flags those
which may impact the Academy and
sends them to Academy leadership and
members of the Advocacy Commission for
consideration. Members then determine
whether the Academy should take a position
and additional action on each proposal.
Member resolutions and legislation/
regulations which impact family medicine
are then added to the Academy’s priority list
to guide NYSAFP’s advocacy efforts during
the annual lobby day and throughout the
year.
As a result of this process and the
commitment of its leadership, Advocacy
Commission and full membership, the
Academy has a strong track record of
success in achieving its priorities in Albany.
Recent successes including securing several
million dollars in funding for primary care
recruitment and retention efforts like loan
forgiveness and physician practice support;
passage of a law to allow for HIV testing
of unconscious patients when a health
care worker has been exposed; and the
enactment of a law to permit the use of
expedited partner therapy for chlamydia, to
name a few initiatives.
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Also during his tenure as Advocacy Chair,
President-elect Dr. Philip Kaplan served as
Academy liaison to the State Department
of Health (NYSDOH) when implementing
the statewide vaccine registry for children
a few years ago. As a result of his efforts
and participation in several meetings over
a multi-year period, the Academy was able
to ensure that the implementation of the
registry was done by NYSDOH in a nonpunitive way while providing extensive
training and technical support for impacted
physicians.
Most recently, under the leadership of
President Dr. Neil Nepola, Executive Vice
President Vito Grasso and Advocacy Chair
Dr. Price, and the local actions by members
including participation in the March lobby
day, the Academy has been able to prevent
the advancement of legislation to remove
the collaborative agreement requirement
for Nurse Practitioners. The Academy
has also raised awareness with the State
Commissioner of Health and State Board
of Medicine on problems encountered
by International Medical Graduates with
licensure delays.
As the 2012 session continues, the Academy
is working to achieve passage of legislation
in both houses to allow physicians to
collectively bargain with health insurers,

along with a number of other bills that
we are working to advance or prevent
this session based on their impact on
family practice physicians. Also NYSAFP is
working with NYSDOH, medical schools
and other stakeholders to develop a plan
for new initiatives to enhance the State’s
primary care recruitment and retention
efforts.
We urge members to get involved in the
Academy’s advocacy process and have
provided suggested activities for members
who are interested in doing so. The more
politically active the membership is, the
greater the impact that the Academy can
have on the process in Albany on behalf of
the profession and your patients.

How to Get Involved
• Write a resolution on an issue that is of interest to you and that
impacts your practice and the patients you care for;
• Get to know your local legislators (nysenate.gov and assembly.
state.ny.us). They want to know what is important to their
constituents locally;
• Become a member of the Advocacy Commission;
• Participate in the Academy’s annual lobby day in Albany in March
each year; and
• Take action by contacting your legislators via phone, letter or faceto-face when you receive Action Alerts sent out by Vito Grasso and
his staff on pressing issues at the state level.

Marcy Savage is the Government Relations Counsel
for the NYSAFP from Weingarten, Reid & McNally.
LLC in Albany, NY.
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Two Views: medical school admission criteria

Diversifying Medical School
Admission Criteria to Meet NYS
Health Goals

HOW ARE WE DOING?
NYS MEDICAL SCHOOL APPLICATION
AND ENROLLMENT DATA

By Robert Ostrander, MD, and Ron Rouse

W

By Jo Wiederhorn

One

e have 16 medical schools in New York
State with 9,000 students. Critical shortages in
the number of primary care physicians compel
reassessment of the impact of medical school
admissions practices on the selection of specialty and
the ultimate location of physicians in practice.
Medical school admissions almost entirely correlate
with applicants’ scores on the Medical College
Admissions Test (MCATs) and their undergraduate
Grade Point Averages (GPAs). MCATs correlate with
academic performance up to a point after which
there is no distinction in likelihood of graduation
among applicants. MCAT scores also correlate highly with upper
socioeconomic and privileged urban/suburban backgrounds.
This factor influences choice of specialty and location of practice.
Key groups including the Association of American Medical
Colleges, the Associated Medical Schools of New York, and 36
leaders of medical schools around the country are expressing
a substantial, growing interest in diversifying admission criteria
beyond MCAT and UGPA to ensure that medical schools admit
students who reflect our societal make-up, including those
students who want to practice in underserved areas.
The Group concluded that “…While an applicant’s race or
gender may not be considered in admissions, universities may
give special consideration to such factors as the following:
• Service to groups historically under-represented in higher
education
• Potential to contribute to the educational program through
the candidate’s understanding of the barriers facing women,
minorities, and students with disabilities
• Demonstrated drive and motivation to persist and succeed in
spite of barriers that disproportionately disadvantage the
applicant

CONTINUED ON PAGE 11

T

Two

he Center for Healthcare Workforce Studies
has projected New York State will face a shortage of
approximately 16,000 physicians by the year 2030.
Much of the shortage will be in rural underserved areas
of the State. 1

As Dr. Ostrander has indicated, data suggests that
individuals who enter medical school from rural
areas are much more likely to return to that area to
practice. Other indicators include age, gender, race
and attending a public medical school. The Associated
Medical Schools of New York (AMSNY) concurs with
the national Association of American Medical Colleges
(AAMC) and Dr. Ostrander: admission committees
must look at more than applicants’ MCAT and GPA scores.
The largest allopathic medical school class in New York is
198 students. For this private school there were over 11,529
applications—or an acceptance rate of 2%. In total, at the
13 allopathic medical schools in the State there were 82,449
applicants and 1830 available slots—or 2.2% of all applicants
matriculate. Thus, the pool of excellent candidates far outweighs
the available slots.2
Considering the large number of applicants each year, medical
schools often must use GPA and MCAT scores in order to pare
down the pool to a more ‘manageable’ size for interviews. Each
school interviews about 1,000 prospective students each year, on
average. At the point of the actual interview process, interviewers
are not given the students’ MCAT scores or GPAs. Rather, they
are asked to review applicants based upon other criteria, i.e.,
critical thinking skills, community-based or research-based
activities, and their personal philosophies on the role of the
physician within their communities. It is through this one-to-one
contact during the interview process that decisions are made on
individual applicants.
Nationally, there were 609,312 applications to medical school
in 2011; of those 3,147 were New Yorkers. Of those, 1425 were
accepted into medical school and 65% matriculated into NYS
medical schools. At the four SUNY medical schools there were
606 slots available for incoming students—approximately 82% of
the accepted students (497) were from NYS. 3
CONTINUED ON PAGE 12

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

diversifying, continued

1

• Communication skills and cross-cultural abilities to maximize
effective collaboration within academic and healthcare
communities.“i

Preliminary recommendations of the 22-member advisory
committee for the fifth revision of the MCAT, the first in nearly 25
years, include adding questions on disciplines like sociology and
psychology, and testing analytical and reasoning skills in areas
like ethics, philosophy and cross-cultural studies, which could
include questions about how someone living in a particular
demographic situation, for example, might perceive and interact
with others.
There are mixed findings regarding the strengths of using
Undergraduate GPA and MCAT score to predict medical school
performance or personal and professional characteristics.
Studies have indicated that, although underrepresented
minorities have entered medical school with significant
educational disadvantages and have continued to score
lower than other students on some measures, their clinical
performances were nearly equivalent to those of other
students.2

The top MCAT score is 45. The majority of medical schools
in NYS prefer an MCAT score of approximately 33 and higher.
However, once a certain MCAT score and UGPA is reached,
increases beyond those thresholds make little difference in
predicting graduation rates. Nearly every student who scored
an MCAT score of 27 or higher and had a UGPA of at least 2.6 or
higher graduated from medical school (range was 93% - 97%).
This is the big point: once a certain threshold is reached (e.g., a
27 on the MCATs and a 2.6 or 2.8 UGPA), we can be assured that
the medical students will graduate. Therefore, other selection
variables can be introduced, such as those to predict who will be
most likely to practice in an underserved area.
• Ethnic and racial minority groups constitute an increasing
proportion of the U.S. population, and medical students
from underrepresented minority groups and low-income
backgrounds are more likely to care for underserved
populations. 3

• Extensive work has identified a cluster of characteristics in
medical school applicants that predict an increased probability
of eventual rural or urban underserved practice. These include
gender, older age at matriculation, rural or urban underserved
community of influence, and relatively lower family income.
• Women and African Americans more often choose to practice in
urban underserved areas, whereas men and underrepresented
minorities other than African Americans more often choose
rural practice.
• More than 20 years of experience in the Physician Shortage Area
Program at Thomas Jefferson University have shown that two
characteristics identifiable at enrollment – growing up in a rural
area, and a plan to enter family practice on entering the first
year of medical school – were strong independent predictors of
rural recruitment.
• Attending public medical school is more predictive of primary
care and underserved area careers than private medical school;
in fact, it increases the odds of choosing Family Medicine by 77%
and primary care by 27%.
We should be less interested in defining a qualified applicant as one
who will be capable of navigating through medical school, and more
interested in defining a qualified applicant as one who is likely to
help meet society’s needs. 4
endnotes
1 Revisiting the Medical School Educational Mission at a Time of Expansion. A
Conference Sponsored by the Josiah Macy, Jr. Foundation. Charleston, South
Carolina. October 2008.
2 Campos-Outcalt D, Rutala PJ, Witzke DB, Fulginiti JV. Performances of
underrepresented minority students at the university of Arizona College of
Medicine. Acad Med. 1994;69:577–82.
3 Komaromy M, Grumbach K, Drake M, et al. The role of black and Hispanic
physicians in providing health care for underserved populations. N Engl J Med.
1996;334:1305-1310
4 Freeman, Joshua MD; Ferrer, Robert L. MD, MPH; Greiner. Viewpoint:
Developing a Physician Workforce for America’s Disadvantaged. Academic
Medicine: February 2007 - Volume 82 - Issue 2 - pp 133-138.
Robert J. Ostrander, M.D., FAAFP is a Clinical Associate Professor in the
Department of Family Medicine at SUNY Upstate Medical University.
Ron Rouse is a health care consultant.
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How are we doing, continued

These statistics do not belie the fact that
students from underserved rural and urban
areas should have a strong presence in
the applicant pool. AMSNY has worked in
conjunction with the sixteen medical schools
in the State to help this happen. Since 1985
we have sponsored Science Technology Entry
Programs at 10 medical schools throughout
the State. Each year, over 500 students
from grades 9 through 12 are exposed to
academic enrichment, time management
and critical thinking courses, as well as
`shadowing a physician’ or participating in
lab research. We also provide MCAT Prep
programs, mentoring and summer programs
for college students and four separate postbaccalaureate programs—three of which
offer master’s degrees.
However, one of our most enlightening
programs was a conference we sponsored
a few years ago for college health advisors.
As part of the program the participants
were split into small groups and given
de-identified applications from students
interested in attending medical school.
The participants were asked, given the
information before them, if they would
recommend to the students that they apply
to medical school. Almost every participant
said `no’ to every application, and yet all of
the students were then in medical school.
The problems with finding physicians
to work in underserved areas are much
more complex than solely expanding the
admission criteria of medical schools.
When one looks at the Center for Health
Workforce Studies’ NY Resident Exit Survey
2008, only 23% of the respondents said they
were leaving the State due to proximity of
family. Other reasons included: better jobs
elsewhere, better salaries elsewhere, cost of
living, and overall lack of opportunities in
NYS, to name a few.4
In short, we need to work with the AHECs
(Area Health Education Centers) to develop
longitudinal programs that begin in junior
high or middle school and support the
students through high school and college;
we need more educational workshops for
high school and college counselors so they

2

are more understanding of what medical schools are looking for in their students; and yes, we
need a holistic approach towards admissions.
Endnotes

1 Center for Healthcare Workforce Studies, New York Physician Supply and Demand through 2030, 2010
2 Association of American Medical Colleges, US Medical School Applications and Matriculants by School, State
of Legal Residence and Sex, 2011
3 Association of American Medical Colleges, Applicants to US Medical Schools by In or Out-of State
Matriculation Status, 2011
4 Center for Healthcare Workforce Studies, New York Resident Exit Survey, 2008, April 2009
Jo Wiederhorn is the President and CEO of the Associated Medical Schools of NY (AMSNY) and the New York State
Academic Dental Centers (NYSADC).
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CLINICAL NOTES

Breaking the news of a miscarriage: Office Management – Summary

W

hen a woman first learns that
she is having a miscarriage, it can be very
upsetting news, even if the pregnancy was
unintended. News of a non-viable pregnancy
should be given clearly and empathetically
and as early in the visit as possible. The
patient’s feelings about the pregnancy
and worries about what it means need
to be heard. Her support system should
be assessed. Communication must be
sensitive and non-judgmental, with language
appropriate to the patient’s understanding.
Miscarriage should be normalized as a
common occurrence and concerns for
future fertility should be addressed. Women
and their partners should be reassured that
their normal daily activities have not done
anything to cause the miscarriage.
Options for care include expectant
management, medical management with
misoprostol or an aspiration procedure
done under local or general anesthesia.
All options (except general anesthesia) are
amenable to the family medicine practice.
Expectant and medical management could
be done in the initial visit.
Many patients will initially choose expectant
management. Anticipatory guidance should
be given about bleeding and pain; pain
medication should be given. She can wait
to pass the pregnancy as long as she is
comfortable doing so, with regular follow
up. Clear follow up should be arranged.
Explicit information about how to reach
her physician and receive attention for her
concerns at any time should be provided.
For medication management, misoprostol
800mcg inserted in the vagina is a common

By Ginger Gillespie, MD and Linda Prine, MD
protocol. A time convenient to the patient is
chosen, after premedication with ibuprofen
and with stronger pain medication available.
A second dosage of misoprostol may be
needed. Patient information handouts are
found at www.Familydoctor.org. and
www.reproductiveaccess.org. The expected
heavy bleeding for 3 to 5 hours should be
reviewed, with additional spotting on and
off for several weeks explained. Warning
signs of heavy bleeding are soaking 2 pads
per hour for 2 hours. Other side effects
of misoprostol include nausea, fever and/
or diarrhea. Rh negative women should be
given rhogam.

would require an outside referral and is
usually much more costly and carries the
risks of the general anesthesia. Patients may
change from one option to another i.e., from
expectant to medical management, medical
management to procedure, expectant
management to procedure.

In-office aspiration procedures can be
done for miscarriages under 10 weeks.
Procedures are done under local anesthesia
(paracervical block) with 800 mg of
ibuprofen. Aspiration procedures are
quick and the patient generally experiences
uncomfortable sensations of cramping and
pulling. Sterile, flexible plastic instruments
are used. The complication rate is very
low. A procedure under general anesthesia

Vol. 84 No. 1, borrowed with permission from the

Even pregnancies that are miscarrying
may not be intended, so there should be a
mention about contraceptive needs postresolution.
References
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Coding and Documentation

Keys to billing
based upon time
By Ronald J. Pope
1. Must spend greater than 50% of the visit with
counseling, education and coordination of
the patients care. This includes talking to the
subspecialist on the phone.
2. Other than the phone call to the subspecialist,
the rest of the time needs to be spent face to
face with the patient or in the case of a child
< 18 years of age, can include the parent or
legal guardian.
3. You must document what the education,
counseling or coordination of care entailed.
There is no minimum or maximum
requirement in documenting, but, it must
make sense to an auditor that you actually
needed this time. Chatting about your kids
and personal interests should not be part
of the billable time. If you are a very long
winded socialite in the office, that is your
time, not billable time. So, just document what
you discussed, how long you spent with the
patient/family and what percent of the total
time was spent on the counseling/ education/
coordination of care piece.

TABLE #1
Established Patient – Office New Patient – Office

Out patient – Consults

Code:
99212
99213
99214
99215

Code:
99241
99242
99243
99244
99245

Minimum Time
10 minutes
15 minutes
25 minutes
40 minutes

Minimum Time
15 minutes
30 minutes
40 minutes
60 minutes
80 minutes

It’s
Our
Mission.
Quality Health Coverage

Fidelis Care can be a blessing.

5. In adult patients, meeting with the family
without the patient does not constitute billable
time (exception: ICU setting, to be addressed
in a future journal issue).

Ronald J. Pope, D.O. is President of Coding Consultants
of NY, LLC.

Minimum Time
10 minutes
20 minutes
30 minutes
45 minutes
60 minutes

In Patient and Nursing Home times differ from these office related time billing
(covered at a later time)

4. It is a good idea to document who was in the
room with you, although not required.

6. Look at the next table to see which level of
service to bill, when doing time based billing
on the outpatient side.

Code:
99201
99202
99203
99204
99205

Fidelis Care can be an opportunity.

Fidelis Care is faithful.

Fidelis Care can be the answer.
Fidelis Care is The New York State Catholic Health Plan,
partnering with more than 49,000 providers to serve members of diverse backgrounds and faiths
with the highest levels of dignity and respect.

Quality health coverage. It’s always been our mission.
To find out if you are eligible for one of our government-sponsored health insurance programs, call Fidelis Care at:

1-888-FIDELIS (1-888-343-3547)
(TTY: 1-800-421-1220)

• fideliscare.org

H3328 FC 10147 File and Use 10052010
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CME & POST-TEST
Care Coordination, Basic Principles and Practical Pointers
by Robert J. Ostrander, MD

AS MEDICAL CARE HAS BECOME increasingly sophisticated, many,
if not most, patients will have more than one healthcare provider
participating in their care. Advances in diagnostic, therapeutic and
informational technology increase the need for multiple providers
with specialized knowledge and increase the amount of information
to be managed for each patient. Excellent explicit care coordination
is central to providing quality care.
There is no universally accepted definition of care coordination.
For the purposes of this discussion, care coordination is defined as
processes designed to efficiently and effectively share information
and enhance collaboration among those involved in the care of a
patient. This will be approached from the perspective of the primary
care team. For care coordination to be effective, complementary
(not identical) processes need to be in place with other providers
of care and the patient or family. The use of high-performing care
coordination processes by the primary care team can drive the
development of these complementary processes.
There is little outcomes based research on care coordination1, either
as an intervention to promote certain goals (decreased morbidity
or mortality, lower costs, improved satisfaction) or as an outcome
itself. There is a strong suggestion in various studies that enhanced
care coordination either alone or as a key feature of a family
centered medical home improves satisfaction, improves prescribing
practices and decreases emergency room utilization in children and/
or adults with chronic medical conditions.2,3 There is no clear cut
evidence of improved outcomes or lower costs in these patients. For
a few narrowly defined groups (e.g., acute stroke patients) some
improvement in outcomes has been demonstrated for specific care
coordination interventions.4 There is little research in its application
with the diverese patient populations seen in a typical primary
care practice. Nevertheless, most experts agree that the benefits of
enhanced care coordination are self-evident and that the lack of
“evidence” reflects the difficulty of investigating a matter of this much
complexity.
All practices engage in some care coordination. Care coordination is
a process that is continually improved and fine tuned, not a goal that
is achieved. There is no one “best process;” rather, optimal results
are achieved when proven principles are tailored to the specific
characteristics of each practice.

Circumstances in which care coordination is essential can be divided
into three groups:
1. Arranging Consultations
2. Co-managing Chronic Conditions
3. Transitions of Care
Consultation.

Case: J.D. Is a 33 year old man with several weeks of upper
abdominal pain, with an equivocal relation to meals. His exam is nonspecific and a basic laboratory evaluation is unrevealing. He still has
some symptoms despite a trial of a PPI. You have decided to send him
to a gastroenterologist for consultation.
Discussion: Patients assume that providers communicate with
one another. In fact, considerably less than one third of consultants
receive any information from the referring physician and only three
fourths of primary care providers received return communication
in one pediatric study.5 This leaves the patient as the sole conduit
of information, without any explicit discussion that this is the case.
Failure to communicate adequately leads to missed information,
redundant testing, unclear roles and conflicting treatment regimens.
Paradoxically, when sharing does occur in this era of electronic
medical records, it is often transmitted non-selectively, with key
information obscured by the sheer volume of material.
For J.D. you review with him your reasons and expectations for the
consultation and fill out a “fax back” form to which the medical
records staff attaches selected portions of your record. (See Figure 1.)
Co-management.

Case: C.P. is a 58 year old woman with difficult to control Type 2
Diabetes, hypothyroidism, coronary artery disease status post stenting
who has had a nephrectomy for a localized renal cell cancer. In
addition to you, she is followed periodically by an endocrinologist, a
cardiologist and a urologist.
Discussion: Coordination of care in a patient with multiple chronic
conditions results in a complex web of potential interactions among
providers and the patient. The responsibility of each participant
for surveillance, diagnostic testing and therapy needs to be clear.
Mechanisms for sharing data and information about modifications
in treatment regimes must be in place. Because of the complexity,
redundancy is an important safeguard. Engaging the patient as a
CONTINUED ON PAGE 16
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CME ARTICLE, continued

partner in care coordination can fill this role. Regional Health
Information Organizations (RHIOs) when available can play an
important part in sharing information about diagnostic tests, but
should not be relied on as the only channel of information sharing.
Individualized Care Plans, as opposed to standardized disease based
care plans, (See Table 1.) and portable medical summaries have
been used successfully in these patients, especially in the care of
Children and Youth with Special Healthcare Needs, where much of
the pioneering work in this was done 3,5,8,13.
For C.P. at the time of referral you communicated by phone or letter
with each of the consultants about surveillance and management.
You will be monitoring and managing lipids and hypothyroidism
(sharing results and medication changes with the cardiologist
and endocrinologist, triggered by a reminder alert sheet on your
electronic medical record). The cardiologist will arrange any
cardiac testing, the endocrinologist will manage and order testing
for diabetes and the urologist will coordinate laboratory and imaging
follow up for the renal cancer. You have educated your nurse about
care coordination so that laboratory requisitions have a notation to
send copies to the appropriate consultants, and at the time of each
visit recent consult letters are reviewed for medication changes and
C.P. is asked about any changes other doctors have made. You and
C.P. have developed a personalized care plan, (See Table 1.) which,
along with her current medication list, she carries with her to all
appointments and emergency or urgent care visits and which you
send to her co-managing consultants. C.P. is asked to write down any
tests ordered by her providers with a brief description of any results
she has been given, so they can be reviewed if necessary.

tachycardic and tachypneic and his oxygen saturation is 85% when
he first comes in, but 89% after sitting. You conclude that he has
failed outpatient management and likely needs admission to the
hospital, after initial evaluation in the emergency room. Since you no
longer do inpatient work, you will need to coordinate transitioning
primary responsibility for his management to the hospitalist and
again back to you after discharge.
Discussion: The need to transition care occurs in many different
situations. Just a few of these are from outpatient to inpatient care
(as in our example), to another primary physician when a patient
moves, to adult providers as children move through adolescence
to adulthood (which can be especially challenging for Youth with
Special Healthcare Needs.) Anticipating the transition and advance
planning are important. As with co-management, the patient’s role
as an active partner in the process cannot be over emphasized. The
entire primary care team needs to understand the importance of care
coordination and have procedures in place to make it as efficient and
effective as possible.

Transitions of Care.

L.D is well aware of the challenges of communication with
hospitalization because you have educated him through your website,
handouts in the waiting room and at routine visits. He knows to
review his medications from his list with the hospitalist during his
exam and his nurse once he gets settled in to be sure no crucial
medications are missed. He keeps a small notepad by his bed to
write down what tests are done and what results have been shared
with him. At discharge he compares his usual medications with those
on his instructions, and asks questions if anything is not clear. He
knows he can call your office at any point during the hospitalization
and ask his caregivers there to communicate with you about any
concerns he has.

Case: L.D. is a 70 year old man with chronic obstructive lung disease
and diabetes. He comes into the office feeling worse despite three
days of antibiotics and oral steroids for a COPD exacerbation. He is

As he leaves the office you call the Emergency Department and review
the key points with the triage nurse. You fax a copy of the office note
from three days ago and today’s office note (which contains his med

Table 1
Problem
Heart disease, diabetes
Heart disease
Kidney cancer
Kidney cancer
Kidney cancer
Hypothyroidism
Diabetes
Wellness
Multiple conditions
Influenza vaccine

Task
Monitor and manage lipids
Visit
CT
Visit
CBC, Alk phos
TSH
Labs
Exam and review
Visit
Vaccine

Schedule
Every 6 months
Yearly
Every year 2010-2015
Every 6 months
Every 6 months
Every year
Every 6 months
Every year
Every 4 months
September
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Responsibility
PCP
Cardiologist
Urology
Urology
Urology
PCP
Endocrinologist
PCP
PCP
PCP

list and past history review) where you have outlined your specific
concerns and insights. Additionally, you print a copy of these and give
them to the patient with instructions that they be handed directly to
the physician who examines him, recognizing how often faxed and
phoned information is not passed on. You make a note to check on
his status and talk with the admitting physician before you leave the
office for the day.
When the patient calls for his follow up appointment after discharge,
your secretary knows to call for a copy of the summary and
discharge instructions. Reviewing your schedule every morning
for hospital follow ups, on the day L.D. is scheduled your secretary

ascertains that these are in the chart, and if not, obtains them. Before
the visit, the nurse reconciles the medications and reviews them with
the patient when doing the intake.
Conclusion: Excellent coordination of care requires forethought
and planned processes. Too much information is as problematic
as too little.6 An important part of care coordination, beyond just
information sharing, is defining the responsibilities of each provider,
as well as of the members of the primary care team and patient.
Individualized care plans can be very helpful in organizing care
coordination in complex patients with more than one chronic
problem.

FIGURE 1

Valley View Family Practice Associates, LLP
Provider Names, Phone number, address.
Date: 04/19/12

Dear Dr. GI:
I am referring J.D. for the following:
Upper abdominal pain. I am especially interested in what further tests you think are needed. I
will defer to you whether to proceed to EGD.
Enclosed please find copies of
Office Notes 2/3/12 to present; med list; PFSH summary
Labs last 3 months
X-ray reports
Your help is appreciated.
Very truly yours,

ROBERT J. OSTRANDER, M.D.
CONTINUED ON PAGE 18
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FIGURE 1, reverse

Valley View Family Practice Associates, LLP
Provider Names, Phone number, address.
CONSULTATION SUMMARY
Dear Doctor ,
Thank you for evaluating J.D. in consultation and for sharing your expertise in the
management of the problem at hand.
For the purpose of efficient communication and good coodination, would you please
take a moment to fill in the information below and return it via fax transmission to my office.
Please forward a copy of your office notes, when completed by fax.
Diagnosis:
______________________________________________________________________________
______________________________________________________________________________
Investigations suggested:

______________________________________________________

______________________________________________________________________________
______________________________________________________________________________
Treatment started or modified:_____________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Follow-up suggested: ____________________________________________________________
Today's date:____________________________
Thank You
Fax# (555)555-5555
Dr. Signature____________________________
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CME POST-TEST
Instructions:
Health care professionals seeking AAFP credits will receive 1 credit for the year in which the quiz is taken upon completion of this quiz
online at www.nysafp.org under the Education and Events tab. Health care professionals seeking Category 1 AMA credits are eligible
to receive 1 credit in Category 1 of the Physician’s Recognition Award of the AMA.
NYSAFP staff will notify those who take the quiz of their scores.
Physicians are responsible for reporting their own CME credits to their respective organizations.
Choose all that apply:
1. Care coordination has been show to:
A. Lower overall health care costs
B. Improve patient satisfaction
C. Result in better outcomes in the general
population
D. Reduce emergency room utilization in
children with special healthcare needs.
2.

Which of the following can be useful tools in
coordinating care?
A. Simple fax tools for information exchange
B. Written care plans that define roles and
responsibilities
C. Educating the patient in being part of the
care coordination process
D. Regional Health Information Organizations
(RHIOs)

Choose the one best answer:
3. With regard to care coordination and consultations:
A. Patients assume that the physicians participating in their care communicate
effectively and efficiently.
B. When Regional Health Information Organizations (RHIOs) are in place, it is
reasonable to rely on them for sharing diagnostic data.
C. The referring physician should send as much information as possible as it
may contain overlooked clues to the diagnosis.
4.

With regard to care coordination and co-management:
A. The most important thing is to be sure subspecialists have access to
diagnostic tests that have been done.
B. The primary care provider should assure that there is one mechanism
in place for each care coordination task (e.g., diagnostic data sharing,
treatment plan sharing, etc.).
C. The roles and responsibilities of everyone involved in a patient’s care need
to be identified and shared as clearly as possible.

5.

With regard to care coordination and transitions:
A. Transitions are only an issue involving hospital admission and discharge.
B. Educating and involving the entire primary care team in transitions makes
the process smoother and safer.
C. Because each situation is different, transition planning should be done as
the need arises.

To complete the test go to: nysafp.org > Education & Events
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Crisis averted: how a medical home pilot is saving
health care in New York’s north country
By John Rugge, M.D.
PATIENT CENTERED MEDICAL HOME The Medical Home (PCMH) has
been the subject of much discussion and program development over the
past several years. The AAFP, other medical organizations, government
and the insurance industry have backed many of these initiatives. Dr.
Rugge’s article describes his experience with one Medical Home program
which has had some success, with the help of public and private support.
We would like to encourage our Members’ comment regarding their
experiences with the Medical Home concept. Send articles or comments
to journaleditor@nysafp.org, subject line PCMH. ◗ Editor

IN THE ADIRONDACKS, in the summer of 2007, things were
looking bleak for the health care system. “The Adirondacks are
hemorrhaging doctors,” proclaimed an article in the Albany
Times Union.
And the newspaper was right.
Between 2001 and 2005, the number of physicians in the north
country of New York State had declined by
eight percent, while the rest of the state
had seen a five percent increase. To
those of us who had to recruit new
physicians, it felt even worse.
Burned out by long hours
and low reimbursement,
doctors – especially

family doctors - were leaving the Adirondacks to practice in other
areas for better pay, more vacation time and fewer nights on call.
“One physician told me that he had come to the area knowing that he
would make less money, but wanted a rural lifestyle,” said Stephens
Mundy, CEO of Champlain Valley Physicians Hospital (CVPH) in
Plattsburgh. “But he never had time to enjoy the mountains. He said
that he would leave, make a lot more money and bring his family
back to the Adirondacks on vacation.”
At the time, CVPH had 20 openings for physicians, more than 10
percent of the medical staff at the 400-bed hospital.
Alarmed by the trend, local leaders organized a summit to raise
awareness among health care professionals, community leaders, and
local and state elected officials. The growing shortage of health care
providers presaged a crisis as surely as black clouds on the horizon.
Today, five years later, the storm has been averted. Adirondackbased health care providers are stable and have emerged as leaders
for policy makers by creating an “experiment” to restructure how
primary care is delivered and paid for. The initiative, the Adirondack
Medical Home Pilot, has
largely precipitated the
turnaround.
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The Political Will to Proceed

“The health care summit of 2007 was a wake-up call for the region
and for state health officials,” said Catherine Homkey, CEO of the
Adirondack Health Institute (AHI), a partnership of Adirondack
Medical Center, CVPH and Hudson Headwaters Health Network,
which coordinates the pilot. “People saw that the system could
collapse without enough compensation to retain physicians and
recruit new ones.”
The summit participants called upon the Governor to take action,
and media attention got the ball rolling. Over the next two years,
providers, state health officials and private payers met to find ways
to address the regional crisis. From these meetings emerged the
Adirondack Medical Home Pilot, an initiative that covers a rural area
the size of Connecticut, with a population of more than 200,000.
The Pilot became “real” in 2009, when NYS Governor Patterson
placed $4.5 million in the state budget to cover increased Medicaid
payments to participating primary care practices, while the
Legislature enacted a law to extend anti-trust protection to the
participants. After much wrangling, the private payers also agreed
to increase reimbursement. On January 1, 2010, the clock started
ticking; the Pilot has a five-year window to prove it can deliver both
higher quality and lower costs.
In all, the Pilot includes dozens of primary care practices
(representing some 100 physicians and a like number of physician
assistants and nurse practitioners), five hospitals, seven commercial
health plans, Medicaid, the New York State
Department of Health, the
Medical Society of the State of
New York, and the New York
State Association of Counties.
Medicare signed on in 2011,
thanks to one of eight demos
handed out nationwide by
the Center for Medicaid

and Medicare Services, making the initiative one of the nation’s only
all-payer medical home pilots.
Adopting the Patient-Centered
Medical Home Model

The Patient-Centered Medical Home (PCMH) concept has been
around for decades, at least in theory, and its premise is simple.
Instead of care based on episodes of illness and patient complaints,
the PCMH emphasizes coordinated care and a long-term healing
relationship between the patient and his/her primary care physician.
Thanks to better care and coordination of services, patients are
expected to stay healthier. Costs are then reduced because of fewer
emergency room visits and hospitalizations.
Because chronic diseases account for more than 75% of health care
costs, the Adirondack Pilot focuses on six of them, based on regional
health data: diabetes, hypertension, coronary artery disease, and
pediatric asthma, obesity and prevention.
That the Pilot’s approach could yield impressive value in the real
world had been demonstrated by the Geisinger Health System, a
large rural health care organization in Pennsylvania. In 2008,
Geisinger reported that its medical home program reduced hospital
admissions by 20%, saving 7% of total medical costs. Moreover,
Geisinger’s approach eliminated common health care delivery
problems such as unjustified variation (different approaches to care
in different locations), perverse payment incentives (more money
for more work with irrelevant outcomes), and lack of coordination
among caregivers.
While the Geisinger experience had dramatic results, it differs from
the Adirondack pilot in one crucial way. Geisinger is a highly
integrated health care system, meaning it controls the various
components of the health care system; Geisinger itself
represents the payer, hospitals, specialists and primary
care. The challenge for the Adirondack Pilot, and
for health care providers throughout most of
the nation, is to repeat Geisinger’s results
when reimbursement and the range of
clinical services are not controlled by a
single entity.

CONTINUED ON PAGE 22
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Crisis averted, continued
Tracking Clinical Value

Changed Routines and Results

“The pilot is a contract between insurance companies and primarycare physicians,” said Heidi Moore, M.D., who chairs AHI’s
board of directors. “It’s based on the premise that if given higher
reimbursement, doctors will use the extra resources to deliver higher
quality, lower cost health care.”

Interestingly, our patients are generally unaware of practice changes,
other than the tablet computers in the exam room and the portal
(which they love). Most changes have occurred in the infrastructure
of care, policies and procedures and improved coordination with
specialists and our local hospital. We continue to tweak how we
deliver care to improve patient care and provider efficiency.

As with any contract, there are deliverables. For Pilot physicians,
this means meeting clinical standards for patient-centered medical
home practices set by the National Committee on Quality Assurance
(NCQA). As part of the NCQA requirements, each Pilot practice has
implemented an electronic medical record (EMR) system. The EMR
is essential to tracking quality, with physicians capturing 45 measures
across the six chronic disease states targeted by the pilot. EMRs also
help track whether patients are following “doctor’s orders” (i.e.,
prescriptions are filled, referrals are acted upon) before the next
office visit.

While pay has inched up, hours spent at the job haven’t gone down,
though computer access to patient records has enabled remote
tasking from home (a mixed blessing!). For most providers,
learning the new EMR was the biggest change in their professional
lives. At Hudson Headwaters, we’re still learning how to mobilize the
power of information technology – even tasks as apparently simple
as managing the information coming to our electronic inboxes.

When the pilot was initially conceived, year three was targeted as
the “crossover,” when the pilot would begin to answer the core
questions: Will this kind of investment pay off? Do clinical outcomes
At Hudson Headwaters Health Network where I practice, enhanced
improve? Can costs be
prevention, case management
avoided by reducing
and communication are
Because chronic diseases account for more than 75% of health
emergency room
the main strategies for
care costs, the Adirondack Pilot focuses on six of them, based
visits and avoiding
meeting the Pilot’s broad
on
regional
health
data:
diabetes,
hypertension,
coronary
artery
hospitalizations?
goals. Diabetes is a case in
Have we improved
disease, and pediatric asthma, obesity and prevention.
point. Hudson Headwaters’
provider and patient
practitioners systematically
satisfaction?
And,
of
course,
have
we
stemmed
the flow of physicians
monitor different aspects of the disease and its treatment, including
out of the region?
blood pressure, hemoglobin A1C, eye health, cholesterol levels,
foot exams, and protein in the urine. When any of these measures
Except for the last question (a yes), we won’t have the data until after
indicate that a patient’s diabetes has not been controlled to NCQA
the end of 2012, and maybe beyond. Thus far, the payers have been
standards, case managers get involved. They call patients, and in
patient and remain committed to seeing the pilot through. The
some cases conduct a home visit -- services that are not covered
pilot’s coordinating body, AHI, is working to develop rapid cycle
under traditional fee-for-service reimbursement. Additionally, our
evaluation methods to help determine what’s working and what isn’t.
certified diabetes educators offer patients extensive education,
“The Adirondack health care issue was like the canary in the coal
especially for those new to the disease.
mine, a first alert for the rest of the state,” Homkey said. “If primary
Results have come quickly. In just 18 months, Hudson Headwaters
care, the foundation of the health care system, fails here, it can
is seeing progressively lower numbers and better control of diabetes.
fail elsewhere, even in more affluent areas. And if the foundation
Measuring how much this has reduced ER visits and hospitalizations
crumbles, what will hold up the rest of the health care structure?”
has not yet occurred and promises to be challenging. Data on
our results, as well as what other practices are achieving, is being
collected and evaluated by AHI.
John Rugge, M.D. is a practicing family physician and CEO of Hudson Headwaters
On the communication side, we’ve made most of the information
in our medical records available to patients online through our
website’s “patient portal.” Patients use the online capability to
direct clinical questions to their provider, request appointments and
prescription refills, or search a comprehensive database of medical
information.

Health Network, a Federally Qualified Health Center with 14 locations, providing care
to 60,000 people annually, accounting for 260,000 patient visits.
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Strategic
planning for
developing
family
medicine
By Montgomery Douglas, MD

FAMILY PHYSICIAN LEADERS ARE BEING convened to develop
strategies to address the shortage of primary care in New York State.
The first meeting, held on April 20th, 2012, focused on the shortage
in the downstate area and was attended by 21 physician leaders,
including medical school chairs and residency program directors,
and one medical student, who are continuing to work together to
address this challenge in that part of the state. A similar meeting
among family medicine leaders planned for Friday, June 15th will
address the same issue statewide.
We all agree that the state and nation need more primary care
physicians. What can be done to accomplish that? What are the
barriers that stand in the way of creating more family physicians, and
how can they be addressed? How can more primary care physicians
be supported to stay in this field, and even expand our availability to
better serve patients’ needs?
Much has been written about how to address these vexing questions,
because the solutions hold the key to improving health outcomes
and addressing the rising cost of medical care. Recently, the
national Council on Graduate Medical Education (COGME) issued
a comprehensive report analyzing these challenges and proposed a
number of policy recommendations to address them (COGME 20th
Report: Advancing Primary Care. December 2010). These included
payment reform and practice transformation, policies designed to
create a pro-primary care environment in which medical students
are taught, graduate medical education incentives to produce more
primary care physicians, and an enhancement of steps being taken
to address the geographic and socioeconomic misdistribution of
physicians.
But what can we ourselves as family physicians do to address this
shortage? That is the subject of a new initiative, spearheaded by the
New York State Academy of Family Physicians’ (NYSAFP) Education
Commission, strategic planning for developing family medicine. It

involves first asking that question of the family medicine leaders in
the state, and then leveraging the unique position of the Academy to
enhance collaboration among these leaders to address the shortage
of primary care physicians.
There are four major approaches that could be taken to strengthen
family medicine in downstate New York. First, we need to recruit
more New York City metro area medical students into family
medicine. This would include increasing the availability of clerkship
sites where medical students there can have access to good family
medicine role models and mentors, ensuring that each New York City
metro area medical school has a functioning family medicine interest
group, changing medical school admission criteria, etc.
Second, we need increased collaboration among downstate
educators to access available funding needed to develop and
maintain high quality undergraduate and graduate family medicine
education. This includes seeking philanthropic, corporate
and governmental funding collaboratively for family medicine
development activities and joint projects among the downstate
family medicine departments, medical groups, residencies, and
federally qualified health centers. We need to strengthen these family
medicine organizations as well as the ties that bind them together…
all of which results in stronger institutions that are better poised
to deliver on the mission of leading the production of well trained
family physicians for the downstate area.
Third, we need to provide career guidance and networking
opportunities for recent family medicine graduates and match them
to available downstate positions. Many who graduate from the
downstate area’s 11 allopathic and two osteopathic family medicine
residency programs have difficulty finding appropriate jobs in

CONTINUED ON PAGE 24
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the area. New FM residency graduates face financial constraints
in starting practice in New York, even though there are practice
opportunities available. The start-up costs for practice are high,
joining an existing practice does not guarantee a stable initial
income, and job offers in other less expensive areas of the country
offer significantly higher financial incentives. There is a need for a
uniform listing of available family medicine positions that includes
sufficient details so graduates can make intelligent choices; and an
interactive, electronic way for applicants to access this information.
Fourth, we should assist our upstate colleagues to recruit downstate
graduates into their positions. Similar to other states, New York has
a misdistribution of physicians and an acute shortage of primary
care physicians in the rural counties. For those who chose family
medicine because they were interested in working in a rural area,
there ought to be a way to facilitate their recruitment to upstate
counties instead of losing them to other states.
The next meeting of family medicine leaders from across the state
is open to all four constituencies: hospital department directors;
medical school chairs; program directors; and other family medicine
leaders, such as clinic and medical directors. It is being held the
night before the annual Congress of Delegates, thereby affording

attendees the opportunity to stay on to meet with their counterparts:
e.g., at the New York State family medicine program directors’
meeting; and/or the NYS family medicine hospital department
directors meeting. The event will also conclude with a meeting
between these assembled family medicine leaders and the NYSAFP
Executive Committee. In addition to the opportunity for collective
action to strengthen family medicine for the benefit of our patients,
the meeting will provide a networking opportunity for sharing of vital
information, and the chance to capitalize on our collective wisdom to
help each other in our own roles.
The message: at a time when family physicians have long since
become the largest providers of primary care in the nation, we are
being asked to rise to the occasion of being the family doctors for
more of the state’s population. There is already a shortage of us in
New York State, the NYSAFP is asking our leaders to work together
to address this shortage while strengthening family medicine all over
the State of New York. Better now than tomorrow. Better tomorrow
than later.
Montgomery Douglas, MD, is the Chair of the NYSAFP Education Commission and
Associate Professor and Chair of the Department of Family and Community Medicine
at New York Medical College.
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28th Winter Weekend & 65th Scientific Assembly
High Peaks Resort, Lake Placid

Approximately 44 CME credits
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Translation to Practice Panel
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& pizza party at the 1932
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IN THE SPOTLIGHT

2012 Family Doctor of the Year
Bruce Elwell, DO, of Marcy has been honored as Family Physician of the Year by the New York State Academy.
Dr. Elwell was nominated for the award by several of his patients. They cited his compassion, understanding
and diligence in pursuing a complete diagnosis.
Elwell

“I feel that Dr. Elwell goes beyond what is expected of a family practice doctor,” one 91-year-old patient wrote.
She explained that he routinely makes himself available to her as needed.
A resident of Marcy, NY , Dr. Elwell is a graduate of Colorado State University where he received a BS in
microbiology and chemistry. He received his DO from the Chicago College of Osteopathic Medicine and
completed a family medicine residency at the US Air Force Medical Center at Scott Air Force Base in Illinois.
Dr. Elwell has practiced family medicine since 1988. He is currently Medical Director for St. Luke’s Home in
Utica and is also affiliated with Adirondack Community Physicians in Barneveld.

2012 Family Medicine
Educator of the Year
Bennett

William Bennett, MD, of Bayville has been honored as Family Medicine Educator of the Year by the New York
State Academy. He was nominated for the award by several of his colleagues, who cited his commitment to
medical education over the course of his career and his effectiveness as an educator, mentor and colleague.
“We have worked together on the family medicine clerkship curriculum for our new medical school here on
Long Island, and he was part of the task force that helped create our department of family medicine,” wrote
Tochi Iroku-Malize, MD, chair of the Department of Family Medicine at Hofstra North Shore LI School of
Medicine.
Dr. Jana Galan wrote, “Dr. Bennett not only teaches and practices medicine, he inspires and stimulates his
residents and his peers.” Dr. Elzbieta Tworzydlo wrote, “Dr. Bennett has a wonderful rapport with people of all
ages. His ability to connect with his students and his talent at teaching, are both truly superior.”
Dr. Bennett is a graduate of Providence College where he received a BS in general science. He received his MD
from the University of Bologna in Italy and completed a family medicine residency at Glen Cove Hospital.
Currently Director of the Glen Cove Family Medicine Residency Program, Dr. Bennett is also Director of
Family Medicine Teaching Services and attending physician at North Shore University Hospital in Glen Cove;
assistant clinical professor in Family Medicine at SUNY Stony Brook; adjunct clinical associate professor in
the Department of Family Medicine at the New York College of Osteopathic Medicine; and Director of Medical
Education for St. Georges at Glen Cove and associate professor at St. George’s University School of Medicine.
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STUDENT PERSPECTIVE

The First Line of Defense
By Kristy Semenza

T

he rapidly growing and constantly morphing health system seems to bewilder even
those that work with it and within it every day. With so much change it would seem that any
source of familiarity would vanish in a constant dance of which specialist to go to for the latest
treatment. However, the most striking themes that were introduced and reiterated when I
entered medical school were, “they are people before they are patients” and “preventing is the
best and easiest treatment”.
While it is easy to walk through a hospital and see people busily trying to treat, help, and
comfort, it is a bit harder to find the few who might know the patient’s life story, transitioning
the patient from someone to treat to someone to understand and make better. Although many
specialties have aspects of this philosophy, family medicine takes this to a whole new level.
I first took an interest in family medicine based on going to my own family doctor. It was
easy to feel safe and comfortable there because she knew every detail of my health and,
moreover, details of my life that I thought had nothing to do with my health. She used all of
this information to try and make me better by the time I left her office. My family doctor knew
what to ask and I shared this knowledge without question because she had gained my trust
through her medical wisdom and, additionally and more meaningfully, through her concern
and compassion.

Resident/Student Perspective
We hope that students and resident
physicians will contribute to this column
in future issues, particularly to inform
Academy members about projects or
research in which they are involved or

Currently I have the opportunity to see both the clinical aspect of family medicine and the
long-term benefits the expansion of this practice would have. One of the issues in medicine is
access to care. If you live in a rural area or need to travel hundreds of miles to see a doctor the
chance that you will go early and often to someone you trust is smaller. More family doctors in
places that need that “first line of defense” could reduce the severity of a person’s health issues,
or even prevent the issues in the first place. Access to health care cannot be reduced to a
simple equation; as a framework for moving forward it could be as simple as this: more family
doctors in more places that need them would lead to more prevention and possibly less serious
health issues.
All specialties in medicine are significant and necessary, each contributing to the picture
of overall health. The unique aspect of family medicine is the power that comes with the
knowledge about medicine coupled with the level of knowledge about the person.

interesting clinical situations they have
encountered. (Email journaleditor@
nysafp.org for more information.) ◗ Editor

Kristy Semenza, B.A., is a medical student in SUNY Upstate College of Medicine’s class of 2016.
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a new conversation about lactose intolerance

Help Your Patients
Enjoy Dairy Again
Many health authorities agree that low-fat and fat-free milk
and milk products are an important and practical source of
key nutrients for all people – including those who are lactose
intolerant.1,2,3,4,5,6
In fact, the 2010 Dietary Guidelines for Americans (DGA)
recognizes dairy foods as an important source of nutrients for
those with lactose intolerance.7 Milk is the #1 food source of
three of the four nutrients the DGA identified as lacking in the
diets of Americans – vitamin D, calcium and potassium – and
the DGA recommends increasing intakes of low-fat or fat-free
milk and milk products to help fill these nutrient gaps.

A Solutions-Focused Approach

People who are lactose intolerant should know that when it
comes to dairy foods, practical solutions can help them enjoy
the recommended three servings of low-fat and fat-free
dairy foods every day*, without experiencing discomfort or
embarrassment:

• Gradually reintroduce milk back into the diet by drinking

Most people with lactose
intolerance say they are
open to dairy solutions
as long as they can avoid
the discomfort associated
with consuming them.7

smaller amounts of milk at a time, trying small amounts of
milk with food, or cooking with milk.
• Drink low-lactose or lactose-free milk products, which are real
milk just with lower amounts or zero lactose, taste great and
have all the nutrients you’d expect from milk.
• Eat natural cheeses, which are generally low in lactose,
and yogurt with live and active cultures, which can help the
body digest lactose.

Visit nationaldairycouncil.org for more
information, management strategies
and patient education materials.

And research shows that
people like lactose-free
milk more than non-dairy
alternatives.8

These health and nutrition organizations support 3-Every-Day™ of Dairy, a science-based education program encouraging
Americans to consume the recommended three daily servings of nutrient-rich low-fat or fat-free milk and milk products,
to help improve overall health.

1

U.S. Department of Health and Human Services and U.S. Department of Agriculture. Dietary Guidelines for
Americans, 2010. 7th Edition, Washington, DC: U.S Government Printing Office, January 2011

2

National Institutes of Health Consensus Development Conference Statement. NIH Consensus Development
Conference: Lactose Intolerance and Health. Draft statement, issued at 7:47 p.m. ET on February 24, 2010.
http://consensus.nih.gov/2010/images/lactose/lactose_draftstatement.pdf

3

American Academy of Pediatrics, Lactose intolerance in infants, children, and adolescents. Pediatrics. 2006; 118
(3):1279-1286.

4

USDA, FNS. Special Supplemental Nutrition Program for Women, Infants and Children: Revisions in the WIC
Food Package, Interim Rule; 7 CFR, Part 246.

5

National Medical Association. Lactose Intolerance and African Americans: Implications for the Consumption
of Appropriate Intake Levels of Key Nutrients. Journal of the National Medical Association. Supplement to
October 2009; Volume 101, No. 10.

6

Wooten, WJ and Price, W. Consensus Report of the Nationals Medical Association: The Role of Dairy and Dairy
Nutrients in the Diet of African Americans. Journal of the National Medical Association 2004; 96:1S-31S.

7

J N Keith et al. The prevalence of self-reported lactose intolerance and the consumption of dairy foods among
African American adults are less than expected. J Natl Med Assoc. 2001;103:36-45

8

Palacios OM, et al. Consumer Acceptance of Cow’s Milk Versus Soy Beverages: Impact of Ethnicity, Lactose
Tolerance And Sensory Preference Segmentation. Journal of Sensory Studies, 2009; 24:5.

* The 2010 Dietary Guidelines for Americans recommends 3 daily servings of low-fat or fat-free milk and milk products
for those ages 9 and older, 2.5 cups for children ages 4 to 8 years, and 2 cups for children ages 2 to 3 years.
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Cure Your Payroll and Benefits
Administration Aches and Pains

E

liminate the time-consuming and confusing chore of payroll and benefits
administration with cost-effective, confidential services from Paychex. When you
hire Paychex to handle your payroll processing and HR outsourcing, you can focus
on matters that add directly to your bottom line and leave the challenges to the
experts at Paychex.

Services include payroll processing and payroll tax administration, retirement plans, section
125 plans, workers’ compensation, time and labor solutions, and more!
Best of all, members of the New York State Academy of Family Physicians receive 20% off
Paychex Payroll Processing Services and HR setup fees.

CALL TODAY TO GET STARTED!

800-729-2439
Mention code 5882

