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Controversies

By Vito Grasso, MPA, CAE

A

s we plan issues of Family
Doctor: A Journal of the NYSAFP,
we typically worry about whether we can
find enough material to fill an issue. Our
decision to devote this issue to controversies
was no exception. Our concern, however,
was misplaced. There was no shortage
of ideas for controversial topics and we
received plenty of material to consider; so
much so that we are planning a second issue
on controversies.
Controversy generally suggests absence of
clear consensus. Opinions on subjects such
as the use of testosterone, relearning opiate
dependency or combining behavioral health
with primary care likely have a foundation
in personal experience and scientific
evidence. A physician whose patients
respond favorably to a specific therapy such
as testosterone or methadone may rely
upon that experience to form an opinion
on when and whether to use that treatment
option. Similarly, a primary care practice
that can also accommodate behavioral
health must have both the personnel and the
will to include behavioral health. Even then,
opinions may differ as to the effectiveness
or professional propriety of such integrated
practice.
The issue of whether the Academy should
accept money from Coca-Cola or whether
the Affordable Care Act has been good for
the medical profession present a different
form of controversy. There is a fine line
between differences of opinion on clinical

matters and disagreement over policy.
Clinicians disagree all the time over a
diagnosis or treatment plan. Generally,
however, there is a scientific and/or evidence
basis for such disagreements and there is
evidence in support of each perspective on
the issue.
Disputes regarding policy are often
complicated by other elements. Conflicting
values and politics often form the basis for
policy debates. The Coca-Cola controversy
is a good example. Coca-Cola products
clearly contribute to the obesity epidemic,
yet the revenue generated by the company’s
advertising with the Academy supports
many important programs that advance the
Academy’s overall mission. Additionally,
many Academy members respect the right
of corporations to promote products that
are legal and which consumers want.
The dilemma for the Academy is where to
draw the line in establishing what we, as

an organization committed to promoting
the best health for all, stand for. For many
taking money from Coca-Cola is tantamount
to taking money from pharma; regardless
of how necessary the revenue may be in
supporting the Academy’s mission, there
is little doubt that it is tainted by the
appearance of influence and the implication
of tolerance if not endorsement of the
company’s products.
Controversies can certainly be stimulating.
Debates over controversial subjects can
illuminate our knowledge and decision
making in ways that solitary research cannot.
We hope you find this issue informative and
provocative. As we plan our next issue on
controversies we may even reserve room for
some thoughts on compromise as well.
Vito Grasso, MPA, CAE, is the Executive Vice
President of the New York State Academy of Family
Physicians.

Debates over controversial subjects can illuminate our
knowledge and decision making in ways that solitary
research cannot.
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President’s Post

By Mark Josefski, MD, FAAFP

I

n this, my first column as the
newly installed NYSAFP President, I want
to welcome the new editor, Penny Ruhm,
and offer my sincere thanks and kudos
for a job well done to the recently retired
Janet Lindner.
This edition is devoted to “controversies”
in family medicine, which are plentiful:
it is a challenging time to be a family
physician. There are clinical decisionmaking controversies such as our recently
published discussion of the pros and cons
of the annual physical exam, the value of
Hepatitis C testing, the use of low-dose
chest CT screening for lung cancer, and the
appropriate use and misuse of antibiotics
and narcotics. These are issues which beg
a search for better answers and additional
research to provide truly evidence-based
approaches to care. They also require
ongoing education of the public, as well
as engagement with policy decisionmakers. Your Academy is involved in these
discussions and will continue to raise
awareness of the complexity inherent in
much of what we do.
There are numerous, more complex and
nuanced public health policy controversies
swirling; why do we as family physicians
need to care about public policy? I
would posit that the decisions made in
Washington and Albany impact our lives
and our profession on a daily basis; they
fundamentally affect relationships with
patients and alter our ability to provide the

best care. The recent legislative session
had numerous issues requiring our input,
including the debate around medical
marijuana, the continued potential for
fracking to be permitted in New York, and
efforts to control the abuse of narcotics.
Advocating for the health and safety of
our communities is every physician’s
responsibility. Who is better educated to lead
the discussions than we are?
What is not controversial is that we can
improve healthcare nationally and in New
York State. Statistics tell us that we have
designed an expensive system that does not
compare favorably with systems of other
industrialized countries. There are major
efforts underway to effect the fundamental
redesign of our healthcare system and its
funding. I urge you to learn about the New
York State Health Innovation Plan (https://
www.health.ny.gov/technology/innovation_
plan_initiative/), which offers a roadmap to
transforming health care with a true focus
on primary care.
Reform that we have proposed is of a more
radical nature: NYSAFP's position has
been to advocate for a single payer with
the protection of collective negotiation
for physicians. In the tradition of Gayle
Stephens and Gene Farley, pioneers of our
specialty, we now have the opportunity to
be the agitators in a fundamentally flawed
healthcare system. How to do this is
open for debate as are all of these issues;
regardless of how you feel about the nature
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of our profession and our current positions,
we need each voice in our discussions.
At our recently concluded NYSAFP Congress
of Delegates we heard a report of the
upcoming release of the “Future of Family
Medicine II”. The AAFP, along with other
major family medicine organizations,
is prepared to invest in our specialty’s
initiatives to make the necessary changes
to improve the healthcare system. I urge
you to follow this discussion, get involved,
be an advocate, and help move the needle.
Hopefully, the AAFP’s efforts won’t be as
controversial as the decision to partner with
Coca-Cola. For a provocative account of
this subject, I would encourage you to read
Orlando Sola’s article.
As Family Physicians we struggle to care
for our patients every day in a system that
challenges us to maintain perspective, sense
of humor, enthusiasm, energy, integrity,
balance and compassion. Continue to
discuss, engage and debate the merits and
flaws of our positions without losing sight of
our similarities. I invite responses: email us,
get involved with your local county chapter,
seek out a board member, engage your local
representatives, offer thoughts and energy.
I look forward to working with you!
Mark Josefski, MD, FAAFP, is the President of the
New York State Academy of Family Physicians for
2014-2105.
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Impact of the
Affordable
Care Act on
Physicians
and Their
Practices

“The future ain’t what it used to be.”
– Yogi Berra, Baseball Hall of Fame player, coach, manager and often quoted philosopher

By Mark H. Belfer, DO, FAAFP
The Recent Healthcare Landscape

T

he United States has seen an unsustainable growth in
healthcare costs. From 1998 to 2011, we have seen total healthcare
spending grow from 1.2 trillion dollars to 2.9 trillion dollars. Over
that same period, total annual family health insurance premiums grew
at 8.4 percent annually; Medicare expenditures per enrollee increased
by 6.8 percent annually; and healthcare spending grew at a rate of two
to three times the growth of the gross domestic product (GDP).
Compared to other industrialized nations, the United States spends
almost double on healthcare, yet our life expectancy averages two
to three years less, and the amount spent on people over age sixty
is approximately eight times that which is spent in similar nations.
In 1970, Medicare costs were 3.5 percent of the Federal budget; by
2020, it is projected to be 17.4 percent.
Healthcare has been facing the “perfect storm.” Rising costs
and declining revenues; shifting demographics (i.e., the aging
population); an increasing demand for quality and cost performance;
and limited access to capital and payment reform are all contributing
to the problem. Medicaid is virtually bankrupt and Medicare’s trust
fund is projected to be bankrupt by 2024. For employers, their
benefit costs have threatened their viability and consumers lack
affordability in the individual market.
Patients, employers, providers, and payors are each utilizing
strategies to deal with the crisis. Examples include: high deductible
plans; increased utilization of emergency departments; self-insured
employer plans; a massive shifting of costs to patients; reduced
reimbursement to providers; added penalties for non-value-added
work (i.e., “never events” and 30-day readmissions); formation of
clinically integrated networks; and partnerships between payors and
purchasers to transform care.

The current system hasn’t been working and there has been the need
for significant change. The Patient Protection and Affordable
Care Act (ACA) was signed into law in March 2010 and has since
been upheld by the U.S. Supreme Court. The key elements of the
ACA are to decrease costs, increase access to care, and improve
quality. These goals are similar to the “Triple Aim,” promoted by
the Center for Medicare and Medicaid Services (CMS): improve the
health of entire populations, reduce the cost of care, and improve
the experience of care. For health systems, a “two curve” strategy
is being developed, moving from a “heads in beds” mentality to an
“integrated care continuum.” Both physicians and health systems
will move from clinical production to clinical performance and
fees for activities will become fees for results. Healthcare is moving
from transactional care to outcomes-based care. Payer risk is
becoming provider risk.
So, How Will the ACA Affect You?
First, there will be more patients with coverage and thus more
patients requiring care. The ACA provides for more (and new)
covered services for patients with 63 preventive services now covered
without patient co-pays; lifetime limits have disappeared. Patients
with pre-existing conditions can no longer be discriminated against.
Expansion of Medicaid to 138 percent of the poverty level and federal
and state-run health exchanges have recently been instituted. There
is much pressure to keep premiums down to increase coverage
for low-income patients. Some physicians are refusing to join
exchange networks; therefore, be aware of “all-products” clauses in
commercial contracts now and in the future. Health plans will need
to provide reasonable rates to retain physicians, especially those in
primary care.
Patients previously without coverage will need resources and
education to use the new system. Many younger patients will also

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

join the exchanges. To meet the needs of the increasing number
of patients, practices may want (or need) to expand hours and
possibly hire new providers. As there may be higher “out of pocket”
payments and higher deductibles, many physicians are responding
by collecting these charges prior to providing care and offering
budget plans or accepting credit card payments in offices. Perhaps
the greatest impact will be on specialists with expensive services.
As existing commercial “customers” move into exchanges creating
lost revenue, there will be more uninsured patients moving into the
exchanges as well, creating new revenues.
The ACA increases demand (and prestige) for primary care. There
will be higher reimbursements from Medicare and Medicaid, for
practices designated as patient-centered medical homes (PCMH),
and for preventive services. Some payers are now paying for phone
“visits” and subsequently reducing costs. More students seem to be
going into primary care since the ACA was enacted; however, rising
costs of medical education and debt at graduation are still deterrents
to entering the field of primary care.
The demand for advanced practice providers – physician assistants
and nurse practitioners – will grow to accommodate expanded
access and cost pressures for this lower cost delivery system. “Care
managers” in practices and the use of more community-based
services for care delivery have become necessary. Coordination of
care across an integrated continuum has become the new operating
model. Ambulatory services will continue to grow as care migrates to
less expensive settings. Group employment of physicians will steadily
increase due to the rising demands of market forces and regulations
on individual practitioners.
New payment systems are now rewarding high-quality, low-cost
care. Fee for service is broken and will be phased out over time.
Physicians will be living in two “worlds” for the next five years - fee
for service and new payment systems for providing quality outcomes
and lower cost. These changes require good information systems and

significant data sharing. Providers are learning how to work in teams
and need to learn how to better engage patients in their own care. In
many areas, payments reward physicians for non-face-to-face visits
and this will certainly increase. Over the next few years, one will
see “risk” shifting from the employer and payer to the provider and
patient.
Currently, the public is demanding greater “transparency” among
physicians and health systems. This will create a more rational
economic market with decision-making driven by quality, patient
safety, patient experience, and cost. Patients have been rating their
providers over the past few years through internet sites and these
ratings will increasingly become more publicly reported. CMS
penalties will reduce payments if not using E-prescribing, reporting
on PQRS metrics, or meeting meaningful use criteria. CMS’ recent
Physician Compare website now includes PQRS data for large groups
in ACO’s; later it will do so for individual providers.
America’s healthcare system has been broken and is now in a radical
state of flux. All of us, from patient to employer to payer to provider,
have a stake in improving this system. All want to achieve the “triple
aim,” to have a high-quality, low-cost system that provides us with a
great patient experience. We are all part of the solution. As Charles
Darwin stated, “It is not the strongest of the species that survive, nor
the most intelligent, but the one most responsive to change.”
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TWO VIEWS: OPIATE DEPENDENCY

THE SOUL OF FAMILY PRACTICE

CONTROVERSY AND RELEARNING
OPIATE DEPENDENCY: ONE FAMILY
DOC’S VIEWPOINT

H

By Col (R) Laurence Plumb, MD, FAAFP

I

n this article I would like to encourage my fellow family
physicians to rethink their position and ideas about opiates in
chronic, non-cancer pain.
Which treatment is best for your patient? Which patients
are dependent on opiates? Should opiates be started in
the first place? Is complete cessation and avoidance of
opiates a possible option or should continued opiate
dependence with buprenorphine (TM Suboxone or
Zubsolv) be considered?

By Raymond Harvey, MD

One

I will describe my experience as a family physician
who has been working in primary care for 35 years.
Initially during residency training and perhaps the
1980s, I was reluctant to prescribe opiates for nonterminal pain. Sometime after that I was “retrained”
that prescribing opiates for chronic non-terminal pain
was a useful and correct thing to do; after all it was
our job to relieve suffering right? This was especially reinforced
by the addition of the “pain scale” to the vital signs. When I began
working as a contracted VA physician, I was somewhat surprised
by the number of veterans and patients I was seeing who were
receiving opiates for pain. I did not start a patient on opiates, but
when they came to me already using them, it was almost impossible
to discontinue them. I felt like this was not something that the VA did
of its own accord, but more likely was a part of the national climate
and response to pain treatment. If patients have pain why aren’t you
treating them with opiates like hydrocodone? I thought that I must
be a physician that does not understand pain. The message was “give
them hydrocodone, give them oxycodone, give them morphine…
this relieves pain, right?” The pendulum swung back and forth, but
I thought back on the Hippocratic Oath “to do no harm”, and today
I believe that for many patients, the harm of opiates outweighs the
good.
In my experience, opiates do not work very well for chronic, nonterminal pain the majority of the time. Instead, in a significant
proportion of patients, opiates actually do not decrease the pain, but
induce a state of increased pain (hyperalgesia). In my last 3 years
as a contracted physician with the VA and in my community practice,
I chose almost never to increase a dosage of narcotics, but not to

aving come from a practice in Brooklyn to a small city
and rural area 7 years ago, I found myself engaged with what I
consider to be the biggest problem facing western medicine in
the last 100 years. I’m speaking of course of the escalation in
prescriptions for pain. The ground was laid in
the early ’80’s and ‘90’s when it was discovered
that Americans were suffering unnecessarily, and
seemingly disproportionately, when compared with
the rest of the world. Fortunately, this is America and
Two
we have the wherewithal to address our problems.
Since then, thanks in no small part to industry dollars,
the attitudes toward pain medication underwent a
sea change. We learned that if you are treating pain,
there is no need to worry about the risk of addiction.
We also learned that there is no ceiling to what you
can prescribe, as patients become tolerant and can
handle high doses of narcotics. We learned about
pseudo-addiction, how it can give the appearance of
addiction, and how the “answer” is to give increasing
doses of pain medication. We learned so many things.
The sheer volume, if not the quality, of evidence was enough to
convince even the most reluctant prescriber. So today, we have risen
to the challenge and currently consume about 99% of the world’s
hydrocodone and 80% of its oxycodone. No American should suffer
unnecessarily, as long as they have good insurance.
Today, however, we are learning about the effects of our actions
over the last 20 years. Skyrocketing rates of addiction and overdose
deaths claim more and more of our family members and friends,
with youth, good health and unbridled potential offering no
protection. Some areas of the country have been hit harder than
others, and in some communities whole generations have been
decimated. I remember reading about an Appalachian community
where they changed parents’ day at school to guardians’ day, as
there were too many kids being raised by other people for a variety
of drug-related reasons, premature death of the parents being chief
among them.
A huge catalyst to this epidemic was oxycontin, basically high dose
oxycodone which was eminently abusable. It quickly earned the
nickname of “hillbilly heroin”. Marketed as just another tool against
this epidemic of untreated pain, and safer because of its long-acting

CONTINUED ON PAGE 11
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one, continued

completely deny them either. Certainly in the case of a patient dying
of a terminal disease, one should use anything necessary to relieve
suffering and I have been happy to do this. Having frequently seen no
benefit from increasing opiate dosing in terms of pain relief, I have
referred patients to pain management, but refused to be the provider
who increased the level of addiction.
Enter my good friend and fellow physician Dr. FME. He chose
to get involved with addiction treatment and the prescribing of
buprenorphine. After a year of working closely with him, he reported
that he felt it was a worthwhile treatment. Since I felt some insecurity
with this aspect of treatment, I decided to pursue the certification
necessary to prescribe buprenorphine. It took 10 hours of CME over
a period of perhaps 6 weeks to finish the online course, in addition
to listening to my colleague and learning from his experience. About
4 weeks later I received my certification to prescribe buprenorphine.
The “drug rep” stopped by office because he knew I had been
certified. We had a discussion that was educational to me in a lot of
ways. I offered my services as a buprenorphine prescriber to my then
current employer and to the VA as a contract physician and they were
definitely not interested. Eventually I ended up working part-time in
an addiction program. My young, smart and hard-nosed psychiatrist
mentor, Dr. JM, helped me learn the ropes at my new job.
Having passed the age of 65, in addition to losing my wife to cancer,
I was unclear about what I should do in terms of my life. It occurred
to me that I should help patients who became addicted to opiates
with my new training in buprenorphine. Early on I was very skeptical
about it – after all I was substituting one opiate for another. Many
organizations like Narcotics Anonymous favor complete abstinence
which is probably the ideal solution. Unfortunately from what I can
see, the success rate of abstinence (think alcohol or teenage sex)
is not all that great. The New England Journal of Medicine in their
4/23/2014 article “Medication Assisted Therapies-Tackling the
Opioid–Overdose Epidemic” aptly points out that the overdose death
rate from provider prescribed opiates is 5 times higher than the
overdose death rate from street heroin.
It is my opinion that some percentage of the population is absolutely
predestined, based on their brain receptors, to become addicted to
opiates even when used correctly. I can’t tell you how many times I
have heard the story about absolutely appropriate post-op opiates
being prescribed at hospital discharge, and watching the patient
receive more and more from the prescriber when they were only
needed for a few days. I would estimate that about 6-10% of the
population is predestined to get addicted even when opiates are
used “in a correct way”. I also have observed a fairly significant
correlation with addiction, broken families and mental illness,
but it is not an absolute as addiction clearly crosses all social and
economic boundaries. Most of the patients I see in my job with a

chemical dependency program, want to stop but remain unable to
because the withdrawal is too severe. The ones that can abstain or
stop almost never get to me, so my sense of true numbers is probably
skewed. My experience in buprenorphine treatment for the past
several years is that in 60-70% of the patients, buprenorphine is
almost a “miracle” treatment; many of these patients resume a near
normal life.
I begin my initial conversation with a new patient (who has already
met a number of times with a chemical dependency counselor
and is known to have positive urine toxicology) by listening to
their story, looking for red flags (severe mental illness, suicidal
actions etc.), then explaining that the way I can help them is to
block their withdrawal, a key to recovery. This is MEDICATION
ASSISTED THERAPY. I explain that buprenorphine does not solve
their problems, but will block withdrawal which is what keeps them
returning to active addiction. It may help them get their life back
together, get a job, reunite with their families and begin to lead a
near normal life. Counseling, both group and individual is key to
reestablishing a normal life. I simply enable that process to happen
by blocking withdrawal with buprenorphine.
After a period of time, perhaps 6-months to a year during which
near normal life has been restored, we discuss trying to get off the
buprenorphine with a very gradual taper over months. Some are
able to quit completely (my guess is 30%) without relapse and some
never get off it. In this case it becomes a life-long treatment like
treating diabetes, hypertension or a chronic disease.
Even with a carefully selected group of patients, relapse is always
potentially there. I tell my patients that once you are hooked you will
always be hooked. Thirty-years from now, even if you haven’t used
an opiate, you are still addicted. You are either a using addict or a
non-using addict. I try to reinforce that patients must always keep
their guard up and never think that they can do it “just this one time”
and not become immediately re-addicted. Most programs report a
relapse rate in the vicinity of 50% and that is why life-long counseling
and treatment is essential.
Some of you family docs may already be prescribing buprenorphine
and I’d like to hear about your experiences. If you are considering
receiving the training and certification, I think you can significantly
help many patients. If you don’t wish to get involved (and I know
20 reasons why you would say no), please considering referring
your addicted patients to your fellow providers who do prescribe
buprenorphine. Don’t forget though, that counseling is just as, if
not more important, than the drug itself. You will need to have a
counselor available or be prepared to do the counseling yourself.
The cost to society of becoming addicted is great-a staggering
amount both in dollars and destroyed lives. Buprenorphine is not a
perfect solution, but a perfect treatment is rare in medicine. In the
CONTINUED ON PAGE 12
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right patient with motivation to quit, good treatment by a provider
who prescribes buprenorphine coupled with counseling, can
occasionally result in the restoration of hope, dignity and family. I
recommend that you consider adding buprenorphine to your tool
box of potential therapies – you will save some lives and if you are
successful, your patients will be eternally grateful for their release
from the personal hell that comes with opiate addiction.
References
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Call for Authors:
We are looking for writers for future issues of Family Doctor:
Our fall issue in October will feature the topic of Technology.
Possible subjects include: EMRs (pro and con), technology
in medical education (patient simulations, robotic mockup), clinical applications for new technology, useful apps for
family physicians. The deadline for submission will be in early
September.
The winter issue in January will be Controversies II, which
can include additional clinical, policy and political topics that
impact your practice as family physicians. The deadline is to be
announced.
Contact our journal editor with topic ideas, for additional
information or guidelines at journaleditor@nysafp.org.
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effects, the secret was soon out that this pure form of oxycodone
could be crushed, snorted, and injected. The perception was that
abusing oxycontin, because it was filtered through our medical
system, was somehow safer. The numbers belie that of course, with
death rates from prescription drugs much higher than ever seen
before, even during our worst heroin epidemic.

drop a patient for a bad urine drug screen. It seems that in their view
the fact of inappropriate drug use negates any possibility of an actual
condition requiring pain medication. Likewise, when a patient arrives
at the door of an addiction specialist the diagnosis is generally clear.
They’ve already been through an awful lot to get to that spot. For the
average family doctor it’s never so black and white.

So here we go again. Bucking the advice of its own advisory panel,
which voted 11-2 against it, Zohydro has been approved by the
FDA. Zohydro is not pure oxycodone at a high dose - that would be
ridiculous. The FDA has stated that if you are marketing a new pain
medication it must have the same or better abuse deterrence than
the ones currently on the market. (That, incidentally, explains the
rash of advertising you see for oxycontin, as its makers are eager to
share with us this tacit endorsement by the FDA). No, this is pure
hydrocodone at a high dose, and since there is no pure high-dose
hydrocodone out there, there is no statutory need for any abuse
deterrence. Hopefully, no one will figure out ways to crush, snort,
and inject Zohydro, as this would probably lead to a second wave in
the prescription drug overdose epidemic, something I’m sure we all
would like to avoid.

We need to take ownership of this problem, one that we are in large
part responsible for. We have amassed a large body of information
over the last 20 years, and it’s waiting to be evaluated. It’s not
information that has been carefully cultivated, and I wouldn’t expect
to find that in our family practice offices the risk of addiction is
along the lines of 1/200. It is real life information that needs to be
examined to see what has been good or bad about what we have
been doing, what we should keep and what we should throw away.
We need to find where we fit in the spectrum of pain management
and addiction medicine, roles we have whether we choose to accept
them or not.

So why “the soul of family practice”? Because sometimes it does
feel like a war is being waged for the soul of medicine, with pain
specialists on one side and addiction specialists on the other. The
battleground is primary care.
Each side has its true believers, and no one is completely right or
wrong. On the one hand, the attitudes about pain medication were
probably overly cautious before we embarked on this experiment.
Increased access to pain medication has certainly eased suffering,
and prescribers should feel comfortable with judicious prescribing
of pain medication for acute pain, and less commonly for
chronic pain.
On the other hand, injudicious use of opioids has devastated lives.
The side effects of pain medication are not simply constipation
or drowsiness, but the hijacking of a life, or even untimely death.
Anyone who has stepped up to help someone struggle through the
recovery process has seen firsthand the devastating effects of the
combination of an addictive drug, a susceptible individual, and a
source. The hope that a pharmaceutical company offers a safer
source has not been born out, nor does filtering an opioid through a
prescription pad offer any protection.

The truth is we already own this problem. We are shaping the future
of medicine, in what we do and in what we fail to do. The only
question is will we listen to our own counsel, or will we wait for the
next expert to tell us what to do.
References
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So as family doctors what should we do? How do we navigate through
this seeming quagmire? Historically it seems we have been waiting
for the “experts” to interpret the evidence and tell us what to do. The
problem is that the experts don’t see what we see. There is no fine
line separating pain and addiction. It’s always been troubling to me
that those experts who are more versed in analgesic medications will
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ADVOCACY

ALBANY REPORT
By Marcy Savage

A

s the summer 2014 Family Doctor goes to print, we are
entering the final stretch of the 2014 State Legislative Session in
Albany. According to the official calendar, the session is scheduled
to end on Thursday, June 19th. With all two hundred and thirteen
members of the Legislature as well as Governor Andrew Cuomo
facing re-election campaigns in November, we do not expect the
session to go much beyond this scheduled date.
With thousands of bills introduced each two-year legislative cycle,
the last month of the second year (this June) is always a mad dash
by lawmakers to get priority bills passed to address constituent
issues and other pet projects to demonstrate their success in Albany.
While some are local bills or extenders of existing laws, most are
substantive and can be characterized as controversial. After all, as
one Senator recently said to me, “There are always at least two sides
to every issue.”
In the last week alone, we have worked closely with Academy
leadership including President-elect Mark Josefski, MD and Advocacy
Chairman Marc Price, DO to weigh in with key legislators on a variety
of pending bills that would impact members and their patients. To
name a few: we have been working to defeat legislation to essentially
eliminate the 2 ½ year statute of limitations in medical liability
cases, absent much-needed, meaningful medical liability reform. We
recently had a series of meetings with key legislators, to express our
strong concerns for a bill to provide state authorization and Office
of Professional Medical Conduct (OPMC) protection to health care
practitioners prescribing long term antibiotic therapy for “chronic
Lyme disease,” contrary to the recommendations of the CDC and
other national health organizations and experts. We have also shared
the Academy’s concerns on a bill to legalize medical marijuana
putting physicians in the position to certify patients as eligible,
violating federal law and prescribing a substance that is not regulated
by the FDA. Finally, we have been advocating for physician oversight
and stronger standards and protections to be added to a measure to
create hospital-owned midwife birth centers in New York State.
While these and many other issues remain in play, there is one longdebated policy change that was enacted in the final State Budget this

year related to the existing law governing the collaborative agreement
between physicians and nurse practitioners.
For over a decade, efforts have been made by the nurse practitioner
(NP) and nursing associations to seek independent practice
in New York. Once the law was changed allowing midwives to
have “collaborative relationships” with physicians rather than
“collaborative agreements”, this change has become a focus for the
NP organizations. In addition, an NP independent practice proposal
was included in the list of recommendations and embraced by the
State Medicaid Redesign Team (MRT) a couple of years ago as a cost
saving measure for the State.
Since that time, the Academy has been deeply involved in this issue
from the perspective of protecting patient access to high quality
medical care in New York. For the first time last year, the Governor
included the proposal for greater NP independence in his Executive
Budget. Through strong advocacy efforts, the Academy working
together with others in medicine, was successful in preventing its
enactment.
This year, we again saw the proposal in the Governor’s Executive
Budget when it was released in January. Pressure was mounting to
expand access to health care services given the Affordable Care Act,
physician shortages and hospital support for a change to the NP law.
The 2014-15 Executive Budget proposed to:
• Allow NPs to collaborate with another NP with more than 3600
hours of experience where they could demonstrate that no
physician is available;
• Allow NP’s with more than 3600 hours of experience to
have “collaborative relationship(s)” with one or more licensed
physicians of same specialty or a hospital that provides services
through licensed physicians of same specialty who have privileges
at such institution and the NP would document the relationship(s)
on a form provided by the State Education Department (SED); and
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• Require SED to collect information from
NPs and evaluate access to needed services,
including the location and type of setting
where each NP is practicing, if the NP has
practiced for fewer than 3600 hours and is
practicing with a written practice agreement
with a physician; if the NP practices with a
written agreement with another NP; or if
the NP practices pursuant to a collaborative
relationship with a physician or hospital and
other information that is deemed relevant.
Immediately following the release of the
Executive Budget, the Academy, led by thenPresident Raymond Ebarb, MD, held a series
of meetings on this issue, making it a focal
point of all March lobby day meetings with
state legislators and the Governor’s office.
Additionally, a number of public relations
activities and other efforts to raise strong,
patient care-related concerns with the proposal
were conducted. We pointed out that based
on the experiences of other states, greater NP
independence has not increased patient access
to health care, and patient quality of care would
be jeopardized. Further, fragmentation of the
patient-centered medical home and other
collaborative care team models would take a step
backwards from where health care is heading in
New York and nationally.
When the final State Budget was enacted on
March 29th it included changes to the law related
to the collaboration requirements between
physicians and nurse practitioners (NPs) with
some important modifications that could not
have happened without all of the efforts by the
Academy and its membership.

“Family physicians view nurse
practitioners as an integral
part of the healthcare team.
Through this collaboration, we
help our patients get and stay
healthy. Given the success of this
collaboration, we believe this
proposal would only fragment
this proven model which expands
the primary care reach at a time
when there is not only a shortage
of primary care physicians but
also of nurses.”
Philip Kaplan, MD,
Immediate Past President
Syracuse Post-Standard
Op-Ed, March 3, 2014

“The Academy’s top priority
is maintaining high quality
primary care services in New
York. Studies have shown that
physician-led team-based care
can improve patient outcomes
and reduce costs while using
less available primary care
providers more efficiently.
This is where the future is
going. The Executive Budget
proposal, if enacted, would
take a step backwards and
weaken primary care services.”
Raymond Ebarb, MD
President
NYSAFP Press Release on Lobby Day,
March 10, 2014

The final Budget rejected the Governor’s proposal to
allow NPs to collaborate with another NP with more than 3600
hours of experience. Also, while NPs with more than 3600 hours of
experience would be permitted to have a “collaborative relationship”
versus a “collaborative agreement” with a physician or hospital with
licensed physicians and attest to such with a form developed by SED,
collaborative relationship was defined to mean that the NP shall
communicate with a licensed physician to exchange information
to provide comprehensive patient care and make referrals as
necessary. The form also must reflect the NP’s acknowledgment
that if reasonable efforts are made to resolve any dispute that arises
with the collaborating physician about a patient’s care and they are
unsuccessful, the recommendation of the physician shall prevail.

Failure on the part of the NP to comply with
the requirements would be grounds for
professional misconduct.
Further, the final Budget retains the
requirement that as a condition of each
triennial registration, SED shall collect
information from the NP as required
to evaluate access to needed services,
determine which NPs are practicing with
a written agreement, which are practicing
with collaborative relationships and
other information deemed relevant. The
Commissioner of Education, in consultation
with the Commissioner of Health is required
to issue a report based on these findings
and any recommendations by September
1, 2018. And finally, these changes to
the law take effect January 1, 2015 and
expire June 30, 2021.
While not the outcome we were hoping for,
we were able to achieve some important
changes and patient protections which could
not have happened without the aggressive,
multi-year advocacy efforts by the Academy,
its leadership and all members on this
long-debated, controversial proposal. It
is important to note that no physician is
required under this new law to agree to a
“collaborative relationship” with a NP if he/
she is not comfortable with doing so and
we suspect many practicing NPs may opt to
maintain the existing written agreements
that are in place. Further, this law sets forth
the minimum standards for collaborative
relationships. In agreeing to one, a physician
could request stronger standards or
protections as he or she sees fit.

We thank all members for their efforts in this regard and will keep
the membership updated on final end of session actions on other
priority bills of interest.
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.
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Dairy Can Help You Meet Your Protein Needs
The Institute of Medicine recommends that 10 to 35
percent of total daily calories should come from protein.
That’s about 50 to 175 grams per day if you normally
eat about 2,000 calories each day. Although most
people meet minimum protein requirements (i.e., the
low end of this recommended range), many may benefit
from a moderately higher protein intake, such as active
individuals and older adults. Some experts suggest
that you may benefit from consuming approximately
20 to 30 grams of high-quality protein at each meal.
But please remember to check with your doctor or
registered dietitian before making changes to your diet
and/or exercise routine.
— Leslie Bonci, MPH, RD, LDN, CSSD, Director of Sports Nutrition,
University of Pittsburgh Medical Center

Protein in Common Foods
Serving
Size

Protein
(grams)

Milk

1 cup

8-10

Choose low-fat or fat-free varieties, including flavored or lactose-free options.

Cheese, such as Cheddar

1.5 oz.

9-11

Choose reduced-fat or low-fat cheese.

Cottage cheese

½ cup

13

Choose low-fat or fat-free varieties.

Greek-style yogurt

6 oz.

14-18

Choose low-fat or fat-free varieties.

Traditional yogurt

6 oz.

5-7

Choose low-fat or fat-free varieties.

Lean beef

3 oz.

22-27

Choose cuts with round or loin in the name, such as sirloin, round tip, tenderloin and top
round.

Lean pork

3 oz.

24-26

Choose cuts with loin in the name, such as tenderloin, top loin and Canadian bacon.

Lean poultry

3 oz.

25-26

Choose breast meat, and remove the skin before eating.

Seafood and fresh water fish

3 oz.

18-22

Eggs

1 large

6

Beans

½ cup

7-8

1 oz.

6-8

2 Tbsp.

8

3 oz.

6

Nuts
Peanut butter
Tofu

Tip

Choose beans such as kidney or pinto.

For Illustration purposes only. Check the nutrition label for product specific protein content.

>

Get recipes that include protein at wheyprotein.nationaldairycouncil.org and nationaldairycouncil.org.
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AAFP & Coca-Cola:
Unhealthy Bedfellows
By Richard Bruno, MD and Orlando Sola, MD, MPH

S

ince 2009 the American Academy of Family Physicians
(AAFP) has had a financial relationship with the Coca-Cola Company
(TCCC), providing advertising space and consultation in creating
what they define as “healthier” forms of sugar-sweetened beverages
in exchange for contributions totaling over $1 million. This
corporate sponsorship is used to keep membership fees down while
maintaining an adequate level of services to justify membership.
However, for the past four years, students and residents– the future
of family medicine –have requested that the AAFP Board of Directors
end any relationship with corporations that are deemed to profit
on products linked with poor health outcomes, aligning the AAFP’s
financial and public health priorities. The question continues to be
raised in our minds as it should be in yours: How did we come to
this alliance in the first place?
Sugar-sweetened beverages (SSBs) are products that have been
well studied by the medical and research community at large. SSBs
are defined as any drink to which sugar has been added, often in
the form of high-fructose corn syrup. These not only encompass
what is commonly known as “soda,” but include drinks of all forms
that use sugar as an additive. Several studies have documented the
increasingly large role that SSBs play in our diet: in 2004, 13% of the

caloric intake for children under the age of 13 years was in the form
of SSBs.1 Further research has shown that the calories from SSBs do
not have the same physiological activity as do calories from other
foods.2 Unlike calories from fat or more complex carbohydrates, the
refined sugars found in SSBs are more likely to be converted to fat
reserves instead of being converted into energy, leading to increased
risk for obesity, insulin resistance, and type II diabetes.
On October 6, 2009, TCCC was forced to defend its business
model as the corporation came under increasing scrutiny for its
contribution to the obesity epidemic. For various reasons, including
the recent economic recession, the Academy accepted the financial
relationship with TCCC, entering into a quid pro quo business
relationship that continues today. Shortly after, a page appeared
on FamilyDoctor.org, a patient health information website run
by the AAFP, called Added Sugar (underwritten by TCCC), which
recommend limiting daily intake of SSBs. Foreshadowing the
future repercussions of the AAFPs business decisions, however,
the public health message was soon to be usurped by a prominent
advertisement for Coca-Cola’s “Live Positively” website, which
maintains that SSBs are completely benign–an unfortunate and

2012: Student National Congress passes
resolution asking Board of Directors to
rescind relationship with TCCC
2010: AAFP Board of Directors
develops the Strategic Partners
Division to review corporate
relationships

2014: No reports produced, or
shared with the public, by the
Strategic Partners Division

2009: TCCC and AAFP join corporate
sponsorship for $900,000 over two years

2010: 6 state chapters (CA, NY, MD, IL, WA, OR)
and the Student National Congress pass
resolutions asking the AAFP Board of Directors
to end its sponsorship with TCCC.

2013: Student and Resident National Congresses pass
resolution asking Board of Directors to rescind its
relationship with TCCC

2011: AAFP renews contract with
TCCC, 2 years for $1.6 million.

CONTINUED NEXT PAGE
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confusing circumstance of mixed messages. In fact, two days before
the partnership was announced, the CEO of TCCC wrote an op-ed in
the Wall Street Journal clinging to the notion that SSBs are completely
benign.
Many Academy members were upset by the AAFP’s financially
motivated decision, and some quit. The ethics of the move were
called into question (Brody, Annals of Family Medicine, 2010).
Each year since, at the AAFP’s National Conference of Students and
Residents, concerned members have spoken out against this alliance
and passed resolutions calling for an end to partnerships with TCCC
and other companies whose ethical shortcomings represent conflicts
of interest with the Academy. The Academy’s Board of Directors
has ignored these actions, and a two-year alliance was renewed in
November 2013 as the TCCC prepares for the ongoing public health
battles led by advocates across the country resolutely stating the
dangers of SSBs. The financial support from TCCC may have been
acquired with ease, but the question remains as to whether the
additional effort by the AAFP to continue to solicit their funds is too
onerous to consider.
Any person who spent their childhood in America has strong
memories of Coca-Cola, with fuzzy bears gracing our television
screens during the winter months and cool pop-stars extolling the
virtues of a cold can of “pop” during the summer. Psychologists have
labeled this “predatory marketing,” with recent research estimating
the average child is exposed to almost 200 Coca-Cola ads each year
(Speers et al., Am J Prev Med, 2011). For more than a century TCCC
has pushed its saccharine products on the American public, but
are they products we truly need? By funneling profits into worldrenowned marketing strategies and diversifying their product lines,
TCCC has succeeded in tapping the American psyche and making
almost every citizen a consumer of its products. And now, as the
adverse health effects of SSBs have become well accepted within the
medical and lay communities, TCCC has reached out to the family
medicine community to defend itself from the attentions of public
health advocates. In the 20th century, the motor vehicle industry
fought seat-belt regulations in the name of personal independence,
and tobacco manufacturers defended their product using research
“experts.” Now the SSB industry has reached out to those experts
who make up the vanguard of physicians fighting for the treatment
and prevention of chronic diseases, such as diabetes, linked to SSBs.
In the face of increased public awareness, studies have begun
to demonstrate how gifts in all shapes and sizes affect physician
behavior, finding that gifts both large and small have conscious and
unconscious behavioral effects (Dana & Lowenstein, JAMA, 2003).
We understand through research and personal experience, the
ethical dilemma in providing unbiased health recommendations to
our patients when companies focus marketing resources toward
the medical community. The TCCC exists for the sole purpose of
increasing its market share and returns for investors. The AAFP

exists as a venue for family medicine physicians to advocate for the
health of our patients, a mission that not only has more worth than
the financial contributions of the TCCC, but one that has inspired
countless students to join the family medicine community. We now
return to that same community that has inspired our careers as
health professionals and ask for their assistance. The student and
resident sections of the AAFP have voiced our concerns, but have
not been heard. With your voice, and that of your colleagues, we can
send a collective message to the AAFP Board of Directors decrying
any business relationship with organizations whose products
increase the prevalence of the very chronic diseases we have
dedicated our lives to preventing and treating. TCCC may give the
AAFP millions of dollars, but the students, residents, and physicians
of the AAFP provide the moral compass and public health grounding
that make the AAFP a strong and vital organization.
Endnotes
1 Wang YC, Bleich SN, Gortmaker SL. Increasing caloric contribution from sugarsweetened beverages and 100% fruit juices among US children and adolescents,
1988-2004. Pediatrics. 2008;121(6):e1604-1614.
2 Stanhope KL, et al. Consumption of fructose and high fructose corn syrup
increase postprandial triglycerides, LDL-cholesterol, and apolipoprotein-B in
young men and women. J Clin Endocrinol Metab. 2011 Oct;96(10):E1596-605.
doi: 10.1210/jc.2011-1251.
Dr Richard Bruno is a second year resident at the combined family and preventive
medicine residency program at Franklin Square and Johns Hopkins in Baltimore,
MD. Dr Orlando Sola is a first year resident at the family medicine residency
program at Mt Sinai in New York, NY.

The AAFP has effectively managed relationships with external
funders, including our Consumer Alliance partners, for
more than 65 years. The AAFP does not endorse any specific
brand, product, or service and maintains complete editorial
control over all materials that are developed as a result
of these partnerships. The AAFP was the first professional
organization to clearly indicate with the Coca Cola Company
(TCCC) its desire to have a role in guiding the company in
its efforts to meet the changing needs of consumers to live
healthier lives. This, in part, is what led to the establishment
of a TCCC Advisory Board consisting of members from the
AAFP, American College of Cardiology, American Academy
of Pediatrics, American Cancer Society, American College
of Sports Medicine, and American Dietetic Association. The
organizations will help guide TCCC through interactions with
its Live Positively team, and Scientific and Regulatory Affairs
team.
Douglas E. Henley, MD
Executive Vice President/CEO
American Academy of Family Physicians
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CME ARTICLE

CME & POST-TEST
Testosterone Therapy in Older Men
BY DEMETRI BLANAS, MD, MPH, BRIAN ROSS, MD, CHRISTINE CHIM, PHARMD

Background

Testosterone is an endogenous hormone secreted from Leydig cells
in the seminiferous tubules of the testes in response to luteinizing
hormone. It has stimulating effects on sperm development and
maturation, skeletal muscle mass, osteogenesis, hematopoiesis,
external genitalia and prostate growth, and male pattern baldness,
among other effects (Figure 1). It is not uncommon for primary
care physicians to receive requests from generally healthy male
patients for testosterone therapy for a variety of symptoms including
decreased libido, mood disorders, decreased bone strength,
and declining cognition. These requests may stem in part from
media representations of the benefits of exogenous testosterone
administration. This popular depiction contrasts with testosterone’s
Food and Drug Administration approved use for treating medical
conditions associated with endogenous testosterone deficiency such
as toxic effects of chemotherapy, radiation, or alcohol, among other
conditions.
Currently, there is low quality or very low quality evidence (GRADE
system) for screening, treatment, and monitoring men for androgen
deficiency.1 Additionally, the Endocrine Society does not recommend
screening for androgen deficiency in the general population except
in patients with clinical manifestations suggestive of symptomatically
low testosterone such as reduced libido, decreased spontaneous
erections, and low trauma fracture or low bone mineral density.
When tested, providers should measure a morning total testosterone
level as an initial diagnostic test followed by a confirmatory total
testosterone level. Primary (testicular) and secondary (pituitaryhypothalamic) hypogonadism can be distinguished with serum
luteinizing hormone and follicle stimulating hormone levels. The
Endocrine Society recommends testosterone therapy for symptomatic
men with classical androgen deficiency syndromes aimed at inducing
and maintaining secondary sex characteristics and improving sexual
function, mood, and bone mineral density. The Endocrine Society
does, however, recommend against testosterone therapy in patients
with breast cancer or prostate cancer, patients with a hematocrit
above 50%, and those with a palpable prostate nodule or elevated
prostate specific antigen (PSA) levels without additional urologic
evaluation.
Besides compliance to FDA-approved uses and the lack of clear data,
physicians should also be aware of a recent FDA safety warning.
This warning followed two studies that demonstrated increased
cardiovascular risk in men using testosterone.2 One of the studies

Figure 1: Hypothalamic-pituitary-testicular testosterone axis
identified increased risk of stroke, heart attack, and death in men
using testosterone therapy.3 The second study also reported an
increase in heart attacks.4 The wide range of symptoms for which
patients may request testosterone therapy contrasts with the limited
FDA-approved uses and the recently discovered possibility of
increased cardiovascular risk. In order to clarify the existing data
and assist providers in conversations with patients and clinical
decision-making, we reviewed the evidence regarding initiating
testosterone therapy for older men with low to borderline-low
testosterone levels and without other major comorbidities.
Search strategy

We reviewed the literature for benefits of testosterone compared
to placebo in improving sexual function, fracture rates, mood, and
cognition in men over the age of 50 years with low-normal to mildly
decreased testosterone without other significant comorbidities.
We searched PubMed, Embase, and Cochrane Central using
CONTINUED NEXT PAGE
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Table 1
Clinical consideration

Strength of Recommendation*

Sources

Men with sexual dysfunction with low testosterone benefit from testosterone therapy

B

5-15

Testosterone therapy decreases fracture rates in men with low testosterone

No data available

None

Hypogonadal men with dysphoria or depression experience an improvement in symptoms
with testosterone therapy

Inadequate evidence to support
this statement

5,7,16,17

Testosterone therapy improves cognition in hypogonadal men

Inadequate evidence to support
this statement

5,17-23

B = inconsistent or limited-quality patient-oriented evidence. (For further details on the Strength of Recommendation (SORT)
criteria see page 6324).
“testosterone therapy” and “men” in combination with “sexual;”
“musculoskeletal;” “mood;” or “cognition.” We included only
randomized control trials (RCTs) or prospective cohorts in English,
and excluded studies of men with a mean age less than 50, or any
male participant under 30 years.
Results

The search yielded 672 articles, of which 24 met the inclusion and
exclusion criteria. Of these articles, 11 pertained to sexual function
(six RCTs and 5 observational cohort studies),5-15 none were found
relating to fractures, four dealt with mood disorders (two RCTs and
two observational cohorts),5,7,16,17 and eight pertained to cognition
(seven RCTs and one observational cohort).5,17-23 (See Table 1)
All of the studies assessing the effect of testosterone on sexual
function, including two high-quality RCTs9,11 with large sample sizes,
found improvements in either sexual desire or erectile function,
however the results were not consistent between studies. Some of the
studies found evidence for improved sexual desire, but no change
in erectile function,10,15 whereas others found improvements only
in erectile function.12-14 The studies also used different measures of
sexual desire and erectile function complicating a comparison of
their results.
The four articles assessing the effect of testosterone treatment on
mood found conflicting results with three showing improvements5,7,16
and one showing no change.17 These studies also used different
measures of mood, and were limited by small sample sizes.7,16,17
Finally, of the eight studies examining the impact of testosterone
therapy on cognition, three demonstrated improvements in memory
or concentration,5,22,23 four found no evidence of any effect,17,18,20,21
and one found a decrease in short term memory with testosterone
therapy.19

Discussion

This review examined the existing literature regarding testosterone
therapy to treat sexual dysfunction, reduce fracture rates, improve
mood disorders, and improve cognition in men with borderline
testosterone levels and without other major comorbidities. However,
this review identified evidence only for its use in treating sexual
dysfunction. Although all of the studies assessing testosterone’s role
in improving sexual function found evidence of its efficacy, only two
of these were truly high quality RCTs with sample sizes greater than
300.9,11 A comparison of the studies’ findings is also limited by the
different outcome measures used in each study with some assessing
sexual desire, others using erectile function scores, and still others
using composite metrics of sexual function. For this reason, the
evidence for testosterone therapy for sexual dysfunction qualifies as a
level B strength of recommendation (Table 1).
Additionally, this data is limited by inconsistent interventions such
as different doses and routes of testosterone, inconsistent outcome
measures, and inconsistent definitions of hypogonadism (different
cut-off levels for normal serum testosterone). These studies also
used differing measures of cognition, and all but one high quality
RCT (which showed no change in cognition)21 were limited either by
small sample size17-20,22,23 or other limitations.5
In considering these findings, it is important to keep in mind that
they pertain only to men above the age of 50, and do not include
patients with other significant comorbidities such as HIV, for
whom there is some evidence of testosterone’s benefits. Similarly,
the studies that prompted the FDA’s recent investigation about
testosterone’s cardiovascular safety, included men who were at least
60 to 65 years of age.2
Finally, prior to starting testosterone therapy, it is vital to weigh
the potential risks against the hoped-for benefits. Testosterone
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has a stimulating effect on the hematopoietic system leading to
polycythemia thereby increasing the potential risk for adverse
cardiovascular events, as demonstrated by the two recent studies
mentioned above.3,4 Similarly, testosterone stimulates the prostate
thus raising the possibility of leading to or accelerating prostate
cancer. For patients taking oral anticoagulants, testosterone
may potentiate their action, thereby decreasing anticoagulant
requirements. For patients on insulin, testosterone may decrease
blood glucose concentrations leading to a decrease in insulin
requirements for patients with diabetes mellitus.1 For these
reasons, extreme caution should be used in starting testosterone
therapy, and prostate cancer (PSA, digital rectal exam),
hematologic (hemoglobin/hematocrit), and cardiovascular
monitoring should be conducted before and after its initiation.
The Endocrine Society recommends monitoring testosterone
levels 3 to 6 months after initiation of therapy with the goal of
achieving serum testosterone levels in the mid-normal range. It
is also recommended that hematocrit be determined at baseline,
at 3 to 6 months, and then annually with cessation of therapy if
hematocrit is > 54%. Finally, in men 40 or older with a baseline
PSA > 0.6 ng/ml, it is recommended that clinicians perform a
digital rectal exam and PSA before initiating treatment, at 3 to 6
months, and then in accordance with established guidelines.1 Also,
PT/INR and blood glucose measurements should be followed in
specific populations requiring anticoagulant therapy and those
with diabetes.
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CME POST-TEST
1 Before initiating testosterone therapy in a male patient over 50 without comorbid conditions, appropriate first
steps include all of the following EXCEPT:
a. PSA and digital rectal examination
b. DEXA scan to evaluate for bone mineral density
a. Hematocrit
b. Discussion of the risks and benefits
c. Assessing cardiovascular risk factors
2 Following initiation of therapy, testosterone has been shown to:
a. Decrease fracture risk
b. Improve mood
c. Increase cognition
d. Improve sexual function
e. Decrease risk of myocardial infarction
3 According to guidelines from the Endocrine Society, appropriate screening for testosterone deficiency in male
patients include all of the following EXCEPT:
a. Reporting symptoms of depressed mood
b. Reduced libido
c. Age over 55
d. Low trauma fracture
e. Decreased spontaneous erections
4 With regard to testosterone’s effect on cognition, there is conflicting evidence showing:
a. An improvement in memory
b. Decreased overall cognition
c. No net effect on cognition
d. A and B
e. A and C
f. All of the above
5 Regarding cardiovascular risk, the Food and Drug Administration (FDA) concludes that testosterone:
a. Has no effect on cardiovascular risk
b. Increases risk of serious cardiovascular events
c. Increases risk of MI only in patients with preexisting risk factors (ie: smoking, HTN)
d. May have an adverse effect on cardiovascular risk, however, further investigation into risk is needed
e. Has a protective effect on the cardiovascular system
6 When tested, providers should measure a morning total testosterone level as an initial diagnostic test; this
should be followed by a second confirmatory measurement.
a. True
b. False
7 Regarding testosterone’s role in improving sexual dysfunction, there was agreement between studies on the
route and dosage required to achieve efficacy between patients.
a. True
a. False

To complete the test, please go to: www.nysafp.org > Publications > Journal and select the current edition 'Post Test'.
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Models for Integrating Primary Care Prevention,
Chronic Disease Management and Mental Health
By Paul Rosen, MD, Joseph Capogreco, MSIV, Kavita Kumar, MSIV and Leigha Clarkson, MSIV
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rimary care medicine faces
myriad challenges in the 21st century.
The challenges of universal health
care coverage, the dwindling
supply of post graduate
physicians training for primary
care, the aging of the adult
patient population in the
United States and the
concomitant increasing
complexity and costs of
that care coupled with
the failure of the “family
doctor as gatekeeper”
model in current health care
practice...all these items and
more fill those of us working in
the trenches of primary care with
a sense of justified dread. To further
complicate the delicate balance of effective
health care delivery v. costs and resources,
we must factor in a newly emerging and potentially
troubling phenomenon… the number of patients whose primary
or secondary complaint is psychiatric and the increasing need for
the primary care physician to recognize and treat mental illness as
part of the primary care process. “Mental disorders are increasingly
common, an estimated 26.2 % of Americans 18 and older suffer
from a diagnosable mental disorder in a given year. In addition,
mental disorders are now the leading cause of disability in the U.S.
and Canada.”1

Chronic Disease
Management

Primary Care
Prevention

Amidst all this seeming doom and gloom should there be any reason
for hope? Can certain portions of primary care adaptation that have
shown some success be re-modeled to reflect and service the new
realities? This article represents a first step to define and clarify the
model of combined care in its various forms, to set the groundwork
for ongoing study and ultimately to consider how successful models
can be reproduced.
Dr. Alexander Blount, a professor at University of Massachusetts
Medical School, one of the most prolific and articulate spokesmen
for the inclusion of behavioral health services in the primary care
setting is the starting point for anyone interested in this topic.2,3,4,5  

Butler, another authority in this field,
defines integrated or combined care
as occurring whenever general
care providers and mental health
specialists work together to
address both the physical and
the mental health needs of
their patients.6

According to Dr. Blount,
“the case for behavioral
health providers working
side by side with physicians
(in primary care) has
already been made” and the
advantages both “economic”
and in terms of outcomes
are “obvious.” 2,3 He further
defines the subtypes of collaborative
and integrated care, distinguishing
between coordinated services that exist in
separate settings, co-located services provided
within the same practice locations and finally integrative
care wherein “medical, behavioral health and possibly other
components exist within the one treatment plan for a specific patient
or patient population.” 4

Mental
Health

Of the four subtypes of integrated care described by Blount,
Brooklyn Hospital’s model (with which we are most familiar) will
serve as our starting point. Our clinic exists within the department
of family medicine; it has been in operation for eleven years and
consists of a single primary care doctor (double boarded in
family medicine and psychiatry), a certified social worker with a
background in psychotherapy and a mix of residents and medical
students.
Patients are chosen to be seen in the clinic on referral from the
department of family and internal medicine. Patients must have
a primary care physician who has already seen the patient for at
least a basic physical exam and routine labs, at least two defining
medical illnesses (e.g. CHF, DM, COPD, HTN, CAD) and one prescreened behavioral or neurological illness (e.g. mood disorder,
anxiety disorder, dementia, suspected Parkinson’s, or history of
CVA).
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Patients with active alcohol or heroin dependence, history of
psycho-stimulants, or whose sole complaint is chronic or acute pain
are excluded and scheduled for a separate appointment with the
social worker for other placement. Patients with chronic persistent
mental illness (e.g. chronic paranoid schizophrenia) who have
previously been treated in mental health clinics are admitted on a
case by case basis following a review of treatment needs. Unstable or
very complex patients may be co-managed by an off-site psychiatric
or duel diagnosis facility for a higher level of care.
The goal of each encounter following the initial evaluation is to
further assess the patient’s psychiatric complaints, to evaluate
the status of health care maintenance (e.g. mammogram,
pap, colonoscopy, dexascan, etc.), check vitals and recent
labs, diagnose and treat acute medical complaints (e.g. joint pain,
sore throat, cough, earache, constipation, UTI), defer management
of chronic conditions to a separate clinic appointment and to
further evaluate patient compliance with medication and treatment.
Necessary screening tests, labs etc. are ordered and typically a
patient will leave with three appointments...one with the social
worker to address social needs or actual supportive psychotherapy
sessions, one for follow up in our clinic (one week to two months
hence) and one for the primary care physician who will follow up
our labs and tests, and manage chronic medical conditions. The
most comprehensive visits are reserved for patients with newly
diagnosed or suspected dementia.
As part of our program we offer all three years of residents’ special
training consisting of class work, research assignments and practical
clinical applications in the basic psychiatric diagnostic exam, the
basic neurologic exam, and the workup for Alzheimer’s, Lewy body
and vascular dementia. As a result of this training, our residents
are expected to evaluate and treat a wide variety of psychiatric
and neurologic conditions in the family practice setting. When not
in the integrated clinic, many residents “pick up” these integrated
patients in their regular family medicine continuity care clinics.
The ultimate goal is to create a subset of family doctors who feel
comfortable seeing and treating patients with a wide variety of
comorbid medical, neurologic, and psychiatric illnesses.
Let us consider the case of LR, a 76 year old Spanish speaking
female as typical of our referrals and patients at the integrated clinic
at Brooklyn Hospital. LR lives alone in a one bedroom apartment
in a housing project. Her grown children and grandchildren all
live outside of NYC. Until recently she was active in her church but
decreased mobility has interfered with many of her previous social
activities.
Past medical history is significant for HTN (well controlled),
type II DM (HbA1c of 9.2), CHF (EF of 35), asthma, obesity and
hyperlipidemia and she is status post CVA (2011). She has only been
attending Brooklyn Hospital FM clinic for 4 months since a recent
hospitalization secondary to exacerbation of her CHF. Her chief
complaints upon initial presentation were accelerating memory loss,
difficulty in adhering to her meds and chronic constipation.

During the first visit, the attending, a resident and a student were
able to administer several tests of cognition (MMSE in Spanish, Name
Twenty Animals Test and Trails B). Additional labs relevant to the
dementia workup and an MRI of the brain were ordered. All of her
meds were reviewed for duplication, over sedation, constipation and
appetite stimulation.
After two medical visits two weeks apart and a one-hour session with
the social worker the following help was provided – LR’s med list
was reduced from 12 to 9. Dexascan and colonoscopy appointments
were made. Patient was provided with access to free transportation
from clinic to home. An application was filed to provide five
hours daily of home health care and arrangements were made for
the Visiting Nurse Service to come to the home twice a week for
medication evaluation and compliance. Patient was scheduled to see
our pharmacist at the specialty DM clinic (part of our department).
LR was diagnosed with early stage multi-infarct dementia v. MCI
and appropriate meds were started. We are now seeing this patient
in our integrated medicine clinic every month where she sees the
social worker, cardiologist, pharmacist and primary care physician
separately. We continue to monitor her health care maintenance,
cognition and deal with acute problems as they arise.
Integration can also be achieved by the co-location of a medical team
within a psychiatry setting as exemplified by both Woodhull Hospital
in Brooklyn and Lincoln Hospital in the Bronx.
The integrated clinic serves 850 patients from neighboring
communities.7 It was created in 2009 to address the large proportion
of psychiatric patients not receiving routine medical care. Woodhull
participates in a Depression Care Collaborative where the PCPs
receive support from a depression care manager and a psychiatric
consultant.7 At this time, there is no formal training program for
resident physicians on providing integrated care at the Center for
Integrated Health at Woodhull.7 Lincoln Medical Center in the
Bronx offers a similar program and plans to expand the program are
underway.8   
Of all the existent programs in the New York Metropolitan area
(more are in the planning stages), we have focused on the
model of total integrated care utilized at Brooklyn Hospital. The
“clinical piece” while very successful in both cost savings and
patient outcomes, is perhaps the most difficult to replicate at other
primary care clinics since it requires specially trained physicians
who are double boarded. The “training piece” however, where
family medicine residents are trained to practice various levels of
psychiatry and neurology as part of routine family practice should be
reproducible.
Sadly, the number of double trained doctors is shrinking. Combined
residency programs in the US, once over twenty, are currently only
five. The co-location models used at Woodhull and Lincoln Hospitals
and in the planning stages at four or five other New York hospitals
CONTINUED NEXT PAGE
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may prove easier to copy and to implement. Our long term goal
should be to continue to explore the patient and cost data from all
of these combined programs, to help create best practices based
on our conclusions, which can ultimately help bring about the
implementation of improved models.
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IMPROVING YOUR BOTTOM LINE

CODING, COMPLIANCE ARE CRITICAL FOR MEDICARE PAYMENTS
By Pam Klugman
With newly proposed reductions in the rates
that the Centers for Medicare and Medicaid
(CMS) pays Medicare Advantage (MA) plans,
physicians here in New York and across the
country must brace for yet another round
of reduced revenue. The guidance issued by
CMS in February 2014 calls for reductions
ranging from 1.9 to 3.65 percent in the
rates paid to privately run Medicare plans.
Industry analysts, in crunching the numbers,
estimate the net effect to be a 3 to 6 percent
reduction in payments in 2015.
The stakes are high for physicians caring
for patients enrolled in Medicare managed
care plans. Since the Affordable Care Act
(ACA) went into effect, enrollment in MA
has increased nearly one-third. New York
itself is home to nearly 3.1 million Medicare
enrollees, the fourth largest population of

seniors in the country surpassed only by
California, Florida and Texas’ Medicare
enrollment.
As if payment reductions in caring for
this population were not enough, the
financial picture is especially worrisome
because CMS may be shifting how it sets
the reimbursement rate to MA plans. The
changes tie back to the precision with which
physicians document the care they provide
to their MA patients prior to submitting
reports to CMS. In this case the devil
truly is in the details – or lack of them.
Physician groups, along with the MA plans
with which they work, stand to collectively
lose significant dollars in revenue if they
don’t quickly learn how to adapt to the new
reimbursement environment.
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Documentation is Key
Currently, the rate setting for MA plans
is based on the cost of covered Medicare
services using data collected from fee-forservice (FFS) providers. In a significant
change, CMS will begin calibrating payment
on the FFS equivalent pricing using
“encounter data” submitted by MA plans.
While medical record documentation will
continue to be the source for diagnosis
validation, the reimbursement for provider
groups that work with these plans will be
based on how closely the data they send to
the health plans for MA members resembles
an actual FFS claim for payment with all
the accompanying nuances required for
calculation of FFS reimbursement.

That single change will require a more
comprehensive approach to data capture
and submission than has traditionally been
the norm in a managed care environment.
Traditional FFS medical billers will continue
to focus on procedure coding for original
Medicare as this drives their payments. But
for MA members, capturing both procedure
and diagnostic codes within the full
encounter data format – including precise
coding that denote the conditions with which
each patient has been diagnosed – will be
critical. Failing to code to this level could
result in significant reductions in rates and
thus, reimbursement to medical practices
as well as the plans that work with them.
This could have a chilling effect on both the
services provided to MA plan members as
well as on a physician’s entire practice.
This change in the methodology for setting
MA plan rates comes on the heels of another
massive change in the discipline of coding.
By now New York’s physicians and physician
groups should be well aware that the ICD-9
code sets used to report medical diagnoses
and inpatient procedures will be replaced
by ICD-10 code sets on Oct. 1, 2015. These
new codes are not simply greatly expanded
and renumbered but include fundamental
differences such as changes in terminology
and a greater level of diagnosis detail to
appropriately reflect advances in medical
knowledge. Errors in using ICD-10 code
sets can have a significant detrimental effect
on physicians’ cash flow. The degree and
complexity of these changes underscores
the need for physician groups to have the
right tools, knowledge, people and foresight
in place to make this conversion as easy as
possible.
Now is the time for New York’s physician
groups to ensure that they have the
technological infrastructure in place to
capture and submit complete claims data to
payers. Here are four things you can do to
be ready:
• Ensure that your practice management
software can accommodate the much
higher data management demands of
larger procedure and diagnosis code sets.
• Consider code mapping to help you
prepare for ICD-10. By mapping your

most commonly used ICD-9 codes to their
ICD-10 equivalents, you can familiarize
yourself and your staff with your new
codes before the transition. It will also
improve the accuracy and precision of
your billing.
• Confirm your billers are equipped with
the latest codebooks, not just now but
each year to ensure that they are using the
most up-to-date codes.
• Check that all services provided are
not only documented and coded
appropriately, but that submitting
diagnoses and linked conditions are fully
noted in the patient encounter record.
Remember, MA plans have a significant
stake in submitting accurate information
to CMS. Physicians closely aligned with MA
plans may find that resources are available
from the plans to assist them in refining the
process for data capture in their practices. It
is worth checking out.
Ongoing Compliance
In addition to all of the steps physician
groups should take to be prepared for these
changes, it is also recommended that these
groups conduct quarterly chart audits to
ensure patient data capture is complete
and fulfills the differing requirements
mandated by each patient’s specific type of
Medicare coverage. Identifying problems

and correcting them early can save practices
thousands of dollars in rejected claims and
aid in cash flow.
Given that rejected claims are an unfortunate
reality for most practices, physicians would
be well advised to have a system in place
that provides regular reports to trend
these items. Keeping a record of rejections
by reason codes and seeing if there are
patterns may unearth an ongoing problem
with the data being submitted. By correcting
the codes and resubmitting them quickly,
practices can capture dollars they may have
otherwise left on the table.
The changes taking place in respect to data
capture, coding and billing are some of
the most significant transformations ever
in the MA industry. Those physician groups
that are well versed about these changes
and which prepare by building new billing
competencies that better align with their
provider partners not only will be ahead
of the game, but also will ensure that their
practices remain profitable in a rapidly
changing world.
Pam Klugman has more than two decades of
healthcare experience, specifically in the area of
Medicare in both the health plan and provider arenas.
She is currently vice president and chief operating
officer of Clear Vision Information Systems.
www.cvinfosys.com.
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Mark Your Calendars

Capital District Regional Family Medicine
Conference
• September 13, 2014~Siena College, Loudonville

Downstate Regional Family Medicine
Conference, Expanding Your Horizons

information and
registration at
www.nysafp.org

• November 22, 2014~Hofstra University, Hempstead

Winter Weekend & Scientific Assembly
• January 22 – 24, 2015~High Peaks Resort, Lake Placid
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rx medications at more that 56,000 pharmacies nationwide. Both brands and generics are included.

Simply cut this card out and use it! It is pre-activated
and accepted at most major pharmacies.
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www.NewYorkRxCard.com

/NewYorkRxCard
@NewYorkRxCard

As Seen On:

New York Rx Card
Preferred Pharmacy
Free Program Helps Provide Affordable Prescriptions

