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From the Executive Vice President

By Vito Grasso, MPA, CAE

O

ur first controversies issue
was so popular, we had to reprise it.
That shouldn’t be so surprising. When
disagreement becomes a dispute, especially
in a public forum, that is what elevates it to
the status of controversy.
There is a lot of disagreement in health
care and medicine these days and our
contributors to both this issue and our
previous controversies issue reflect that
reality. Indeed, the best way to stimulate a
controversy in discussing health care is to
ask two doctors the same question.
Health care seems to have more than
its fair share of controversy. I think that
may be a consequence of our failure as a
society to define whether health care is just
another commodity with all the economic
considerations thereof, or is it something
people should be entitled to have because it
is uniquely important in determining quality
of life. We also recognize that the health of

individuals is a factor in determining the
productivity of society. There is a public
interest in the health of individuals in society
that makes health care a transcendent issue
for us as opposed to other transactional
relationships that occur in our economic
system.
Whatever the motivation, disagreements
that occur and which invite debate among
physicians are likely to be both entertaining
and enlightening. You will find in this issue
thoughtful and incisive assessments of
some of those current and controversial
issues in health care. In the case of our two
articles on medical marijuana you will see
how the evolution of an issue can impact
one’s personal perspective. Drs. David
and Wetterau contributed these articles.
Both have been consistent opponents of
legitimizing marijuana as a therapy in
treating pain. The recent enactment of a
limited medical marijuana program in NY,

however, has compelled Dr. Wetterau
to thoughtfully consider his position as
reflected in his contribution to this issue.
Once again, we have had more interest in
our second issue on controversies than we
can accommodate in our journal. We will,
therefore, have yet another controversies
issue in the coming year. I hope you will
enjoy this issue and that you will continue
to value the discourse and exchange of
ideas that is such a vital aspect of the
profession of medicine.

Vito Grasso, MPA, CAE, is the Executive Vice
President of the New York State Academy of Family
Physicians.

We…recognize that the health of individuals is a
factor in determining the productivity of society.
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President’s Post

W

elcome to the winter issue
of Family Doctor, presenting yet more
controversy in family medicine. We closed a
tumultuous 2014 which saw many advocacy
issues addressed by our Academy, as well
as dramatic upheaval through the electoral
process in November. Also, the AAFP rolled
out its expansive marketing campaign to
rebrand our specialty in a major fashion.
As we enter 2015, women’s health, medical
marijuana and issues regarding narcotic
usage and care of the Hepatitis C patient
remain on our agenda. These issues
continue to be debated by our politicians
and addressed within our Academy on an
ongoing basis. We offer a perspective here
for our readers to peruse and we welcome
your feedback.
New York physicians are about to be
mandated to E-prescribe controlled
substances, through the I-Stop program.
This will arrive on March 27th, despite
predictions and evidence that many EHR
systems will not be ready. The Academy is
sponsoring webinars throughout January to
help our members understand and comply
with the impending regulations. I hope that
you take part in these educational activities;
please reach out to NYSAFP for more
information.
Some of the largest controversies in
healthcare involve payment methodologies
and reimbursements. Enhanced Medicaid
funding remains a hotly debated topic as we
continue to struggle with achieving equality
in healthcare. Doctors’ offices throughout

By Mark Josefski, MD, FAAFP
the state are faced with the challenge of
whether to accept Medicaid patients as
the potential for falling reimbursement
continues to loom. We have advocated for
the governor and the Department of Health
to seek a solution and ensure that physicians
are adequately reimbursed for the care
of all patients, not just those with access
through their employers’ healthcare plans.
We have requested that 70 million dollars
be included in the FY 2015-2016 executive
budget to continue the Primary Care Rate
Increase (PCRI) in New York. We will
continue to work with other primary care
specialties to secure this funding, so that
physicians are not faced with the dilemma to
drop Medicaid patients from their practice.
We have also seen the recent decision of
Governor Peter Shumlin of Vermont to
discontinue his support of that state’s single
payer healthcare plan. This was a major
platform of his election, was met with
anguish by his supporters. Assemblyman
Richard Gottfried, the chair of the New
York State Assembly Health Committee,

is currently holding hearings
throughout the state to discuss single
payer coverage, as the assembly has
advanced repeatedly over the past
decade. The NYSAFP continues to
support the concept of single payer
plan, accompanied by the ability for
physicians to collectively negotiate
for reimbursement and patient
protections. The active discussions
are essential in order to consider
how to best provide for healthcare for
all in a state that still has significant
disparities in its delivery system and
reimbursement.
Happy New Year! I look forward
to advancing our advocacy efforts;
remember…Health is Primary!

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

The NYSAFP continues to support the concept of single
payer plan, accompanied by the ability for physicians
to collectively negotiate for reimbursement and patient
protections.
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Albany Update: 2014 Elections and Preparing for 2015
By Marcy Savage

A

s the winter edition of Family Doctor goes to print,
the Governor and State Legislature have just completed the 2014
elections and are preparing for the next session in Albany which
runs from January to June. In November, all 213 legislative seats and
the four statewide offices of Governor, Lieutenant Governor, Attorney
General and State Comptroller faced re-election. All statewide
seats were retained by incumbents, but twenty-six new members
were elected to the State Senate and Assembly. While some of the
changes were the result of retirements or sadly, legal troubles, this
significant a turnover surprised many at the Capitol who joke that
an incumbency protection plan exists in Albany whereby it is nearly
impossible to knock out a seated legislator.
The election results will not impact assembly control where
Democrats hold more than a 2/3 majority over Republicans under
the leadership of Speaker Sheldon Silver. In the State Senate
however, Republicans secured enough seats in the election to take
the majority free and clear. There have been reports that some
power sharing arrangement between Senate Republicans under
leader Dean Skelos will continue with the five-member Independent
Democratic Conference (IDC) led by Senator Jeffrey Klein. Exactly
what the arrangement will look like remains to be seen. Also of
note, one Democratic Senator who won his re-election bid, Simcha
Felder of Brooklyn, who is not a member of the IDC has caucused
with Senate Republicans over the last two years and is expected to
continue to do so.
While Governor Cuomo won re-election he did not win with the
mandate that we saw four years ago. The Governor first faced a
primary challenge from Zephyr Teachout of the Working Families
Party who proved to be a formidable opponent taking nearly 35%
of the vote. In the general election, the Governor secured 53% of
the vote despite outspending his Republican opponent Rob Astorino
by more than 5 to 1. Albany insiders are curious to see how these
results may impact negotiations and the power struggle between the

Governor and Legislature in the coming session, speculating that
legislators may exert more power to achieve their goals in 2015.
Below we have provided a breakdown of the election results. For the
new Senators and Assembly members we have included the legislator
whose seat each took and the counties that new members will
have in their districts. The Academy has always worked to cultivate
relationships with legislators in both houses and on both sides of
the aisle as well with the Governor’s office and other state officials.
We do not see the issues that matter to Academy members and your
patients as being partisan. Our strategy has been to garner support
by all officials who can help us to be successful. We would strongly
urge Academy members who live and practice in the districts of the
twenty-six new legislators to get to know them. It is very important to
educate them about the critical role that family physicians play in the
ever-evolving healthcare system and about the legislative priorities
of the NYS Academy on behalf of its members and your patients.
Following the charts below we have provided the NY Senate and
Assembly websites and switchboard numbers that can be used to
contact the new members.
All of the partners and staff at Reid, McNally & Savage enjoyed
working with the Academy and its members throughout 2014 and
look forward to continuing to work with you on the challenges that
lie ahead.
2014 Election Results:
Governor/ Lieutenant Governor: Andrew Cuomo (D) is reelected as Governor, 53 to 39% against challenger Rob Astorino
(R). Lieutenant Governor Robert Duffy (D) stepped down from the
position prior to the election and was recently named President and
CEO of the Rochester Business Alliance beginning in January. As
Duffy’s replacement the Governor selected former Congresswoman
from Western NY, Kathy Hochul, to serve as Lieutenant Governor.
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Attorney General: Eric Schneiderman (D) won re-election, 53 to 39% over challenger John
Cahill (R).
Comptroller: Thomas DiNapoli (D) also won re-election, 57 to 34% over challenger Robert
Antonacci (R).
Propositions
All three ballot propositions (enacting constitutional amendments) passed. Proposition 1,
establishing a new commission-led redistricting process passed, 43 to 32%; Proposition 2,
allowing bills to be electronically distributed to legislators for floor votes passed, 59 to 17%; and
Proposition 3, authorizing the state to issue $2 billion in bonds to invest in education related
technology, passed 49 to 30%. All three had at least 20% blank ballots.
New York State Senate
The Republicans will have a true majority in 2015, winning 32 seats, defending four open seats
currently held by Republicans and defeating three first-term Senate Democrats. Senate Democrats
retained two other open seats that they previously held and took one Republican seat.
Republicans

32

Democrats

26*

Independent Democrats

5

CONTINUED NEXT PAGE

*1 Democratic Senator Simcha Felder (D-Brooklyn) caucuses with the Republican Conference
District Senator

Party

Notes

3

Tom Croci

Republican

Formerly held by Lee Zeldin
Suffolk County

8

Michael Venditto

Republican

Formerly held by Charles Fuschillo
Nassau, Suffolk County(ies)

40

Terrence Murphy

Republican

Formerly held by Greg Ball
Dutchess, Putnam, Westchester County(ies)

41

Sue Serino

Republican

Formerly held by Terry Gibson
Dutchess, Putnam County(ies)

46

George Amedore

Republican

Formerly held by Cecilia Tkaczyk
Albany, Greene, Montgomery, Schenectady,
Ulster County(ies)

55

Richard Funke

Republican

Formerly held by Ted O'Brien
Monroe, Ontario County(ies)

62

Robert Ortt

Republican

Formerly held by George Maziarz
Monroe, Niagara, Orleans County(ies)

14

Leroy Comrie

Democratic

Formerly held by Malcolm Smith
Queens County

20

Jesse Hamilton

Democratic

Formerly held by Eric Adams
Kings County

60

Marc Panepinto

Democratic

Formerly held by Mark Grisanti
Erie County
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New York State Assembly
There will be at least thirteen new Assembly members for the 2015 legislative sessions.
There are currently three party changes, with Republicans taking the 3rd and 143rd and the
Democrats picking up the 114th district. One race as noted below remains too close to call.
Democrats

107*

Republicans

43

*ASSEMBLY TOTALS ARE UNOFFICIAL DUE TO ONE RACE DEEMED TOO CLOSE TO CALL
(SEE BELOW)
District

Assembly Member

Party

Notes

11

Kimberly Jean-Pierre

Democratic

Formerly held by Bob Sweeney
Suffolk County

20

Todd Kaminsky

Democratic

Formerly held by Harvey Weisenberg
Nassau County

42

Rodneyse Bichotte

Democratic

Formerly held by Rhoda Jacobs
Kings County

52

Jo Anne Simon

Democratic

Formerly held by Joan Millman
Kings County

53

Maritza Davila

Democratic

Vacant
Kings County

55

Latrice Monique Walker Democratic

Formerly held by William Boyland
Kings County

59

Roxanne Persaud

Democratic

Formerly held by Alan Maisel
Kings County

60

Charles Barron

Democratic

Formerly held by Inez Barron
Kings County

72

Guiellermo Linares

Democratic

Formerly held by Gabriella Rosa
New York County

76

Rebecca Seawright

Democratic

Formerly held by Micah Kellner
New York County

77

Latoya Joyner

Democratic

Formerly held by Vanessa Gibson
Bronx County

79

Michael Blake

Democratic

Formerly held by Eric Stevenson
Bronx County

98

Elisa Tutini *
(currently leading)

Democratic

Currently held by Anne Rabbitt
TOO CLOSE TO CALL
Orange, Rockland County(ies)

114

Carrie Woerner

Democratic

Formerly held by Tony Jordan
Essex, Saratoga, Warren, Washington
County(ies)

3

Dean Murray

Republican

Formerly held by Ed Hennessey
Suffolk County

134

Peter Lawrence

Republican

Formerly held by Bill Reilich
Monroe County

143

Angela Wozniak

Republican

Formerly held by Dennis Gabryszack
Erie County
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Contact Information:
NYS Senate:
www.nysenate.gov/ 518-455-2800
NYS Assembly:
www.assembly.state.ny.us/ 518-455-4100

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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Dear Family Doctor Editor:
Dr Henley brings up two important points in his response (AAFP &
Coca-Cola: Unhealthy Bedfellows, Family Doctor, Summer 2014, pg.
18). With regards to the Coca Cola Company (TCCC) Advisory Board:
It is true we can offer much to business leaders as representatives
of the family medicine community, including guidance on providing
healthy, successful products. However, all business and financial
relationships held by the AAFP must be forged in light of the central
mission of our organization, “to improve the health of patients,
families and communities,” and we believe that taking money to
advise TCCC represents a conflict of interest and violates that mission.
To Dr Henley’s second point about editorial control: what we have
learned in the last five years since the AAFP-TCCC alliance was
formed is that sugar-sweetened beverages (SSBs) are inherently
dangerous to our patients and their communities. Although the AAFP
board has repeatedly stated that the AAFP maintains “strict editorial
control” over any materials created with money from TCCC, we as an
academy have failed to use that control to temper TCCC’s presence
on our website or within our conference events. Furthermore, our
editorial control has not yet been leveraged to highlight the recently
known dangers of SSBs or link TCCC with the negative effects their
products have had on our patients’ health and happiness. It is very

clear from the research on pharmaceutical marketing that taking
gifts from industry changes behavior. This is why the nature of the
relationship puts the AAFP in an unethical position.
Unfortunately, the AAFP is not the only professional medical
association taking money from a soda company. Many members of
the American Academy of Pediatrics and the Academy of Nutrition &
Dietetics have also raised their voices in opposition to the corporate
influence of their academies. Yet, the AAFP has the opportunity to
lead the way by distancing themselves from TCCC—a move that
would likely encourage other groups to end their relationship with
the soda companies that profit from making our patients sick.
With successful resolutions passed this year by the AAFP students
and residents, and the Maryland and Rhode Island chapters, as well
as passionate testimony from numerous delegates at the Congress of
Delegates in October, a call for the end of the AAFP-TCCC alliance is
stronger than ever. Continued national media attention to the matter
has been damaging in light of the image we’re portraying in the
Family Medicine for America’s Health campaign. Perhaps we should
pose: “Shouldn’t your family doctor be free of industry influence
when recommending weight loss and diabetes control advice?”
Students and physicians in the AAFP who have shown concern over
this issue are not asking the board to stop pursuing new ways to raise
funds or to support development of health products. We do believe,
however, that the current arrangement with TCCC is a detriment to
our organization, its members, and our patient populations.
Richard Bruno, MD
Family & Preventive Medicine PGY2
MedStar Franklin Square & Johns Hopkins
Orlando I. Sola MD, MPH
PGY-1, Institute for Family Health Family Medicine Residency at
Mount Sinai Hospital

…AAFP has the opportunity to lead the way by distancing themselves from TCCC—
a move that would likely encourage other groups to end their relationship with the
soda companies that profit from making our patients sick.
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Hamilton Movie Theater — three-screen theater showing
the latest releases, plus film series and film festivals.

Excellent public schools

The Palace Theater — performing arts center that presents
professional touring acts and community productions.

Colgate University — concerts, musical and dance
performances, art exhibits, lectures, sporting events and
a planetarium are open to the public.
Lots of activities — festivals and events, annual 4th of July
celebration, summer concerts in the park, antiques shops and
shows, Saturday farmers’ market year-round, opportunities
for exercising mind and body, outdoor recreation, numerous
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A sound, fiscally-responsible local government

Local businesses include boutiques and gift shops, bookstore,
health food store, ice cream and candy shop, hardware stores,
coffeehouse, professional services and a variety of restaurants.
7 Oaks Golf Course — award-winning course
designed by Robert Trent Jones.
Hamilton Municipal Airport
And we’re close to Syracuse, Cooperstown,
the Finger Lakes and the Adirondacks.

Winter 2015 • Volume three • Number three • 13

The Concierge
Medicine
Movement
By Howard
Amann,MD
MD
Howie Amann,

A

s a family physician, working
in central New York for the better part
of 40 years, I have become increasingly
troubled by a new trend: the move to
concierge medicine. Here doctors morph
their long established practices into groups
that act like clubs, charging patients an
annual membership fee for the promise of
increased personal care and a physician’s
availability, for personalized privileges like
annual “executive” physicals, house-calls,
and after-hours access. Many of these
features, if sadly unavailable in today’s
market, were attributes of excellent,
expected care in former times.
As a patient, who wouldn’t prefer this
personal approach to medicine, at least if it
were free? And from the perspective of the
practitioner, the security of the additional
monies that these fees provide makes things
a little less anxiety provoking, financially at
least.
Indeed the concept seems like a communitysupported agriculture model, where a
contract is drawn up pre-season each year

for produce paid in advance of delivery.
But the comparison falls apart when we
realize that in the agricultural model all the
participants are pre-paying for services they
will eventually consume.

And of equal importance, the practice
excludes all who are not able to pay
the entry fee--regardless of their past
relationship to the physicians’ group or of
their personal circumstances.

In concierge medicine, you are ostensibly
paying to be a part of an elite practice, for
greater access to the doctor, but you are not
really receiving any services for your annual
“retainer.”

Maybe this is where medicine is going in an
environment in which private practices have
become quite rare, and solo practices are
essentially gone, in which personal contact
has become harder to obtain as physicians
are further shielded from their patients.
Indeed some of the dissatisfaction stemming
from today’s arrangements may have
produced the concierge model.

Emotionally, I struggle with the concept.
It has a feeling of exclusivity about it that
I find troubling. One large step beyond
practices that choose to accept only certain
insurances and reject others (and of
course this approach may still do just that),
concierge medicine also adds a large toll for
entry into the practice, a toll that is repeated
every 12 months.

It is disheartening to see this trend. Think
about it. Suppose you have 600 patients each
paying $1600 per year. Even before opening

…seems like a community-supported agriculture model, where
a contract is drawn up pre-season each year for produce paid in
advance of delivery.
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the door, your practice has an income of
almost $1,000,000 before any work is
performed or expenses accrued! Once
the insurance payments start rolling in, it
would likely be a 1.25 to 1.5 million-dollar
practice.
I have watched this trend from the outside
and have met patients like the woman who
was in a conventional practice for 23 years
and now finds herself unable to afford the
entry fee to the practice her own doctor is
in. She has been contacted several times
by this now “concierge” physician offering
to give her the “opportunity to join” his
practice, leaving her with very mixed
feelings, bitter about his decisions, and
sad that she is left out for purely financial
reasons.
We all have very basic and elemental needs
as we look to those who take care of us
medically. We need to be seen when these
needs arise, and to be listened to when we
express our thoughts and our fears. Our
providers need to be competent and up to
date, and equally, in certain tangible ways
at the moment of care, they need to be
altruistic, to put our needs above their own.
The sticking point in concierge medicine
surrounds its financial practices. An elitist
and selfish approach to providing exclusive
and excluding care, it should go the way of
the GP as a gatekeeper. There should be no
room for such practices in a medical world
that makes its resources available to all
who need them, not just a select few.
Move over on the shelf gatekeeper. Make
room for the concierge team.

Howard Amann, MD has worked as a family
physician for 40 years. He graduated from St.
Lawrence University with a BS in Chemistry, received
his medical degree from The University of Southern
California School of Medicine and completed his
family medicine residency at Highland Hospital
in Rochester, NY. He practiced all aspects of family
medicine in Hamilton, NY, including approximately
1500 deliveries. He worked as a locum tenens
physician for 10 years. He continues to practice in a
limited capacity.
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TWO VIEWS: MEDICAL MARIJUANA

LEGALIZATION OF MEDICAL
MARIJUANA IN NEW YORK

MEDICAL MARIJUANA –
CAN WE DO NO HARM?

By Jun David, MD

By Norman Wetterau, MD

C

ontrary to increasingly popular opinion,
marijuana is not a harmless herb. It is a powerful
drug with multiple adverse psychological, emotional,
and behavioral side effects. It is reportedly the most
commonly abused drug for children 12 years and
older and studies have shown that marijuana is a
gateway drug. Nevertheless, on July 5, Gov. Andrew
Cuomo signed the Compassionate Care Act into law,
making New York the 23rd state with a medical
marijuana law. The law went into effect immediately
despite a number of unanswered questions and
concerns regarding its safe administration and use.

Overview

One

History Cannabis was one of the 50 fundamental
herbs used in traditional Chinese medicine. Ancient
Egypt and India used cannabis for hemorrhoids, insomnia,
headaches, and gastrointestinal disorders and for pain. Ancient
Greeks used cannabis to dress wounds, treat nosebleeds and expel
tapeworms. It was also used as a diuretic, antiemetic, antiepileptic,
anti-inflammatory, analgesic, and as an antipyretic. In 1970,
tetrahydrocannabinol (THC) called dronabinol (Marinol) and
years later, nabilone (Cesamet) were approved for use in the United
States for the treatment of nausea associated with chemotherapy.
Marinol is also being used for anorexia associated with AIDS-related
weight loss. In 2013, another formulation, nabiximois (Sativex)
was approved in Canada, New Zealand and eight other European
countries to manage spasticity and neuropathic pain associated with
multiple sclerosis, treatment for intractable cancer pain, vomiting,
and for overactive bladder. Sativex is a liquid extract taken as a
sublingual spray. The Food and Drug Administration (FDA) approval
for Sativex is underway and most likely will be approved.
Pharmacology Cannabis has three popular species: Cannabis
indica, Cannabis sativa, and Cannabis ruderalis. Each contains
compounds called cannabinoids that interact with the cannabinoid
receptors in the brain. The most psychoactive cannabinoid is
tetrahydroxycannabinol (delta -9-tetrahydrocannabinol, or more
commonly called THC). The most popular method of consumption
is smoking but it has been reported that it can also be consumed
via food or drink or applied topically as oil. Marijuana smokers are
exposed to other adverse effects including the 400 toxins associated
with smoking. Absorption is also highly variable. Cannabis vaporizers

D

Two

r. David presents an excellent argument
against medical marijuana, especially smoked
marijuana. Indeed, he and I introduced the resolution
to the Medical Society of the State of New York (MSSNY)
that was passed opposing cannabinoid products unless
approved by the FDA, and not in smoked form. Dr.
David wrote his article in May, before Governor Cuomo
stated he would never sign the bill in the Assembly or
Senate, but he would sign a bill if it had certain other
provisions. For this article I would like to argue for the
revised bill and suggest how physicians who may want
to prescribe medical marijuana should do this. What is
proper and what is abusive?

I also want to contend that some of the ingredients in marijuana
have medical properties. The problem with that is that we are not
sure which ingredients have medical properties and how they should
be used. Several oral marijuana products are already available
in the United States for nausea and vomiting in cancer patients,
and for wasting in HIV. These can also be used off-label for other
conditions, but are controlled substances so a physician needs to
carefully document the rationale for prescribing them, especially if
for off- label use. Now that marijuana is available through the state
system, it is unclear whether a physician prescribing FDA approved
oral marijuana for off- label conditions would be bound by the new
Compassionate Care Act rules and regulations. I would assume they
would only be bound by FDA requirements, and could still prescribe
these FDA approved medications.
One of the main arguments against the original medical marijuana
bills introduced was the lack of specificity as to what type of
cannabinoid the person should be using. The governor’s bill will
not permit smoking as a delivery system. To smoke something for
one’s health is absurd. According to the bill it can be given orally,
trans-mucosal or by vaporizer. The marijuana must be tested in the
laboratory so the provider can order specific formulations and be
assured that this is what the patient will receive. Dispensaries will be
limited to 20 throughout New York State.
One of the best improvements over the previous bill was the
elimination of the advisory committee. Initially this committee had
to include members of the marijuana industry and people who used

CONTINUED ON PAGE 17
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are popular because of the perception that fewer harmful chemicals
are ingested when components are inhaled rather than smoked.

Physical Health Risk According to John Walters, Director of the
Office of the National Drug Control Policy, “smoked marijuana
damages the brain, heart, lungs, and immune system. It impairs
learning, interferes with memory, perception and judgment. It
contains cancerous compounds and has been implicated in a high
percentage of automobile crashes and work place accidents.”
Smoking 3-4 cannabis cigarettes a day is associated with the same
evidence of acute and chronic bronchitis and the same degree of
damage to the bronchial mucosa as 20 or more tobacco cigarettes
per day, according to the British Lung Foundation report. The
American Medical Association, Medical Society of New York and New
York State Academy of Family Physicians have each passed multiple
resolutions over the past years against cigarette-smoking. Endorsing
medical marijuana would be inconsistent with these public policies.

The majority of evidence as reported in research studies is
inadequate to prove marijuana’s efficacy. Many authorities claim
that there are numerous highly effective FDA approved medications
that can be used to manage pain better than marijuana. Doctors
should continue to prescribe antiemetic therapeutic agents of
proven efficacy, instead of marijuana. Additionally, according to the
Institute of Medicine, there have been reports of opportunistic fungal
and bacterial pneumonias in AIDS patients who used marijuana,
suggesting that marijuana can either suppress their immune system
or expose them to an added burden of pathogens.
Risk of Psychosis A Swedish study of more than 50,000 patients
who were exposed to marijuana on more than 50 occasions
showed a 6.7 fold increased risk of subsequent hospitalization for
schizophrenia and other psychoses. New York psychiatrist, Eric
Collins MD, in an addiction lecture he gave in February 2014, made
a similar observation. Exposure to marijuana at a young age also
resulted in depression and cognitive disturbances. Legalization
definitely sends an inappropriate message to our youth.
Household Sharing of Medications A number of studies
indicate that more than 60% of medications prescribed to a patient
are shared with other members of the patient’s household. One
can reasonably surmise that marijuana will be similarly shared.
Additionally, individuals exposed to secondhand marijuana smoke
can be negatively affected by it a way similar to secondhand tobacco
smoke.
Gateway Effect The United States Substance Abuse and Mental
Health Services Administration (SAMHSA) released a report in August
2002 that concluded that the younger children are when they first
use marijuana, the more likely they are to use cocaine and heroin
and become dependent on drugs as adults.

driver will need to be revisited for those who are under the influence
of medical marijuana when involved in motor vehicular accidents.
Legalization also paves the way for the proliferation of the more
deadly synthetic cannabinoids - K2, Spice, etc. According to a
2013 NIH-sponsored survey, marijuana is the most abused drug in
children under 12-years old. Almost 30% of students in 10th grade
reported using it during the past year. Synthetic marijuana came in
second, with a usage rate of 7.4 %.
The American Medical Association recently reaffirmed its opposition
to the legalization of medical marijuana and the American Society
of Addiction Medicine has repeatedly cited its dangers as well as the
lack of clinical research on a controlled substance with the potential
for abuse. With the recent legalization of this substance in New
York State, it appears that the numerous warnings from the medical
community have been ignored.
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Other Concerns With legalization in 22 other states, increased
non-medicinal use has been observed. The definition of an impaired
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medical marijuana but it did not have to
include physicians. Now the commissioner
of health will seek out appropriate experts
to advise him or her. The commissioner
also hopes that data collected on usage for
the approved diseases could have research
value.

Because of reports of widespread
prescribing abuses in other states,
physicians should know that it is a crime
for a patient to fraudulently seek medical
marijuana. Physicians will have to avoid
some of the practices of providers in other
states and will not be able to operate
“marijuana mills”. First, the physician has to
already be treating a patient for the chronic
condition. Second, the doctor has to take an
approved course on medical marijuana and
obtain a card to prescribe this, similar to a
doctor who wants to prescribe Suboxone. All
prescriptions will be tracked by the State as
part of the prescription monitoring system
(I-STOP). A physician who is recklessly
and illegally prescribing medical marijuana
could face penalties from the state medical
board in addition to criminal charges.
In many states medical marijuana is not
about medicine. Frequently the problems
have to do with manufacturers who push the
use of marijuana for almost any condition
and doctors who do not prescribe it with
care. The recent medical marijuana law
in Illinois was supposed to be very tight,
but was compromised by manufacturers
going to hospital parking lots and putting
advertisements under car windshields,
suggesting marijuana as a treatment for any
condition.1 In Illinois the pro-marijuana
groups are complaining that not enough
doctors are prescribing marijuana and
they want the state to encourage them to
prescribe.1
Suppose things go badly. Under the bill the
governor can unilaterally end the whole
program. The law will sunset after seven
years and will either end or be voted on
again. If drugs such as Sativex are on
the market, the program could easily be
terminated.

Provisions of the Compassionate Care Act:
• Patient Certification – A patient must have written certification from his or her
physician regarding the therapeutic benefit of medical marijuana for the patient, who
is in the provider’s ongoing care for a qualifying condition. The health department
will issue registry identification cards to qualifying patients and caregivers. Minors
(under 21) must have a parent or appropriate caregiver submit an application.
Certification will expire within one year unless the patient is terminally ill and then it
will expire when the patient is deceased.
• Physician Prescribing – A physician must register with the health department
and take a four hour course approved by the Department of Health. The health
commissioner may also allow nurse practitioners to certify patients.
• Qualifying Conditions – Cancer, HIV, ALS, Parkinson’s disease, multiple sclerosis,
spinal cord damage with objective neurological indication or intractable spasticity,
Huntington’s disease, epilepsy, inflammatory bowel disease or neuropathies. The
health commissioner may also add other conditions within 18 months of enactment
of the law.
• Limitations – Medical marijuana may not be smoked or consumed in a public place.
A 30-day supply may be refilled seven days before it runs out. Any form of medical
marijuana not approved by the health commissioner will be prohibited.
• Manufacturers/Suppliers – The health department will select no more than five
registered organizations as manufacturers, and dispensaries will be limited to
twenty throughout New York State. Registration will be valid for two years from date
of issue. Dispensing facilities must be directly supervised by a New York licensed
pharmacist.
(New York’s Compassionate Care Act, 2014)

Evidence of Usefulness
What conditions should marijuana be
prescribed for, and is there evidence for
its usefulness? There are many articles and
numerous reports, but few well conducted
studies. Studies had to be submitted to
the FDA to support the use of Marinol and
Cesamet in nausea and to increase appetite
in people with advanced AIDS and cancer.
There are also other medications with fewer
side effects for chemotherapy-induced
nausea. Some cancer patients believe that
that smoking marijuana actually prevents
the reoccurrence of cancer, which is why
there is so much myth and confusion around
medical marijuana. Women with a history of
cancer were interviewed by Dr. Sanjay Gupta.
They claimed that marijuana saved their lives
and these statements were not questioned.
Studies conducted with Sativex showed pain

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

relief, but when a similar spray with THC
only was used, it was no more effective than
placebo.2
Nora Volkov, MD, Director of the National
Institute on Drug Abuse, reviewed the effects
of marijuana in a recent article in the New
England Journal of Medicine. One page
was devoted to medical marijuana. There
is good evidence for use in chemotherapy
induced nausea, and AIDS induced anorexia
and wasting. There is evidence for relief
of naturopathic pain, often with very low
dosage and with better relief with oral
marijuana. There is good evidence that
THC and especially cannabidiol (CBD)
have anti-inflammatory properties. Animal
studies have shown promising effects that
might be helpful in rheumatoid arthritis and
inflammatory bowel disease.3 Inflammatory
bowel disease is on the list of conditions that

Legal cannabinoid products:
United States:

Dronabinol (Marinol) - synthetic delta- 9 THC
Nabilone (Cesamet)- synthetic cannabinoid

Canada, Europe, New Zealand and in
stage 3 trials in the US:

Sativex which is a spray 50% THC and 50 % CBD

can be treated with medical marijuana. If a
physician who is the main person treating
that disease wants to try a CBD product, this
would be legal and might help the patient. If
such use is well documented, it could add to
our knowledge base.
Another condition on the state approved
list is multiple sclerosis. Sativex has been
shown to reduce pain, disturbed sleep and
spasticity. As Sativex is not currently available
in the United States, a treating physician
might try a mixture of THC and CBD which
is similar to Sativex. Another neurological
condition, Huntington’s disease, might
benefit from the use of medical marijuana.
Guidelines from the American Academy of
Neurology state that clinicians may prescribe
nabilone for modest decreases in HD chorea
(Level C), but information is insufficient
to recommend long-term use, particularly
given concerns for potential abuse 4.
There are reports that CBD helps in epilepsy,
but often it is not helpful. It will be interesting
to see how many of the children brought to
Albany to promote medical marijuana have
their seizures controlled with marijuana.
There are other diseases which the DOH is
considering adding to the list of approved
conditions for medical marijuana, but there
is less quality medical evidence for usefulness
for most of these conditions.
Prescribing
How should doctors prescribe this? This
is to be prescribed as any controlled
substance - carefully, with frequent visits and
good documentation. One needs to define
the condition that it is being used for and
if the medication is continued, the chart
should show that the condition is improving
and that patient function has improved.
The doctor should ask about side effects

and make sure that the side effects do not
outweigh the benefits. Various people react
differently to marijuana. Some become
fearful and even psychotic. Others develop
memory problems, which can affect how
they take their other medications and how
they live and function. As with opioids,
if a person says he feels better but his
functioning has deteriorated, the medicine
should generally not be continued (with the
exception of hospice patients).
People can become both dependent on and
addicted to marijuana, and can develop
tolerance and withdrawal, characterized
by anxiety. In dependency, they take the
medicine as prescribed for a medical reason
and do not misuse it. If the medicine makes
them high, it is a side effect and not the
primary reason they are taking it. If they
become addicted to marijuana, they begin
to take it to get high. They may take more
than is prescribed and the medical reason
for taking it becomes less important. Often
their life becomes less functional which
is the opposite of what medications are
taken for. The same is true of opioids. Many
people on long term opioids are dependent.
They would have withdrawal if the medicine
was stopped but take them for pain as they
are prescribed. In addiction they take them
primarily to get high and often in large
quantities.
If a person has already been taking a drug
for psychogenic effect and is addicted,
whether it is an opioid, benzodiazepine
or marijuana, then the medicine should
generally not be prescribed. With the
exception of buprenorphine, it is illegal for a
physician to continue to prescribe an opioid
to an addicted individual simply to prevent
withdrawal. In the case of benzodiazepines
or marijuana, it is not illegal, but is not good
medical practice.

What about the person who seeks medical
marijuana and has already been using
marijuana for years to get high? Certainly
the person may already not be highly
functional due to the addiction. If a patient
has a long history of non-medical use of any
drug, including marijuana, it is usually not
appropriate to prescribe the drug.
Dosage
Start with low doses of cannabinoid. Studies
on pain sometimes show that low doses
work better than high doses. Oral marijuana
lasts longer so has been shown to be more
effective for long term pain control. The
spray Sativex can be easily used often with
just one spray. I am hopeful that the FDA
approves products such as Sativex. This
delivery system, a spray, is ideal and it is
50% CBD. Some patients might benefit from
marijuana prescribed under New York’s law
but not yet approved by the FDA, which is
what the law is about.
When taken orally the dosage can
accumulate. In Colorado, children have
ingested marijuana candy and ended up in
the ICU. Vaporizers can deliver very high
concentrations in a short time and cause
severe intoxication. Vaporizers can also
be used for delivery of a wide variety of
intoxicating substances. It will be interesting
to see what delivery systems become
available.
Conclusion
Jun and I have opposed all medical
marijuana laws. Legislatures should not be
in the business of approving medications.
However, if the New York law is properly
enforced, if doctors use extreme care, and
the industry does not advertise or promote
marijuana, it could benefit some patients.
If you have the interest and time to do it
correctly, are prepared to keep detailed
records, and want to contribute to the
research base of knowledge, then take
the course and prescribe it, but only for
appropriate patients. We may not know the
CONTINUED NEXT PAGE
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real truth about medical marijuana for many
years. Let’s hope that the truth is positive.
Endnotes
1 http://politics.suntimes.com/article/springfield/
group-some-docs-not-recommending-patients-medpot-program/thu-12042014-509pm#bmb=1
2 Johnson, Jeremy et.al Multicenter, Double-Blind
Randomized, Placebo-Controlled, Parallel-Group
Study of the Efficacy, Safety, and Tolerability of
THC:CBD Extract and THC Extract in Patients with
Intractable Cancer-Related Pain Journal of Pain and
Symptom Management Vol 39 No 2 Feb 2010 pp
167-179.
3 Volkow, Nora et. Al Adverse Health Effects of
Marijuana Use NEJM June 4, 2014 p 2219-2227
4 (Level U AAN Summary of Evidence =based Guideline
for Clinicians Pharmacologic Treatment of Chorea
in Huntington’s Disease https://www.aan.com/
Guidelines/home/GetGuidelineContent/559

Norman Wetterau, MD is a former member of the
board of NYSAFP. He is past president of the New York
Society of Addiction Medicine and is on the board
of the American Society of Addiction Medicine. These
organizations do not support medical marijuana unless
approved by the FDA, and while he concurs with this, he
agreed to write this article as a counterpoint to Dr. David’s
viewpoint. He feels the best case scenario he presents is not
likely to happen.
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CME & POST-TEST
SCREENING FOR DEPRESSION IN ADOLESCENTS – RISKS AND BENEFITS
BY MELISSA ARTHUR PHD, LCSW, LMFT AND ELIZABETH MCNANY, MD

Depression is a condition commonly
diagnosed in a family medicine physician’s
office, considered one of the 10 most
frequent diagnoses.1 Prevalence rates of
depression in primary care are as high as
23%.2 According to the CDC, the leading
cause of disability in America is due to
major depression (MDD), and twentyfive percent of adolescents are affected
by at least mild depressive symptoms.
Presentation of depression symptoms
for adolescents and children can be less
straight forward than adults. Childhood
depression is often presented as behavioral
or somatic complaints such as stomachaches
and headaches. Adolescents can also
present with somatic complaints and
behavioral concerns including irritability,
tantrums, anger outbursts, decrease in
school performance and social isolation.
Adolescents who experience unidentified
mental disorders are in poorer health and
engage in increased risky behaviors such as
fighting, carrying a weapon, unsafe sex and
substance use.10
The CDC (2011) reports suicide as the third
leading cause of death for adolescents,
higher than motor vehicle accidents or
homicides. Of those who complete suicide,
one-quarter are preceded by self-harm in
the previous year. Other psychological risk
factors for suicide include losses, adverse
events, physical illness, chronic pain and
decrease in social support. For adolescents,
an exposure to suicidal behavior also
increases the risk.3 Early detection and early
intervention can be effective for treating
depressed teens. However, the family
physician’s decision to screen for adolescent
depression should be related to a variety of
infrastructure considerations.

The United States Preventative Services
Task Force (2009) provides differing
recommendations for depression screening
for patients across the lifespan. For adult
depression screens, the grade is “B”,
recommending depression screening. The
recommendation to screen adolescents
(12–18 years of age) for major depressive
disorder when systems are in place,
ensures accurate diagnosis, psychotherapy
(cognitive-behavioral or interpersonal) and
follow-up (B recommendation). Evidence
is insufficient to warrant a recommendation
to screen children (7–11 years of age)
for major depressive disorder, “I” grade
indicated since there is insufficient
evidence.4
Risks

According to the US Preventative Service
Task Force, depression screening should
not be conducted with adolescents if
there is no system in place for proper
diagnosis, treatment and follow up. In
a busy practice, administrative support
may be limited and practices may not
have the time to properly administer the
screening procedure. There is also risk
to both the patient and the physician if
screening is conducted without the proper
infrastructure to follow through with patients
who indicate a positive depression screen.
If a patient indicates they are depressed
and suicidal on a screen and the doctor
is unaware of the results, liability risk is
increased should the patient attempt suicide.
Furthermore, screening can produce false
positives. False positives can send the
adolescent on a potentially unnecessary
treatment trajectory, causing harm such as
unneeded prescriptions. If an adolescent

is experiencing a stressful life event or is
in the midst of an adjustment disorder,
medication is unnecessary. Depression
medication is only recommended for teens
who meet the criteria for major depressive
disorder. Another potential risk is related
to SSRI antidepressant treatment for
adolescents. In 2007, the FDA ordered a
black box warning notifying physicians of
the potential risk for increased suicide when
prescribing adolescents an SSRI. Physicians
must monitor adolescents closely when
prescribing this medication. Systems must
be in place for the physician to monitor
and follow up when prescribing SSRI
medications.
Being falsely labeled as “depressed” may
also hinder mood rather than help improve
the adolescent’s emotional state. A false
positive may also lead to unnecessary
counseling referrals and in many parts of
New York State, counseling services are a
limited resource. An adolescent with a false
positive screen may unnecessarily engage
psychotherapy services.
Benefits

Screens indicating mild to moderate
depression can help facilitate psychosocial
conversations and patient education on
topics such as sleep, hygiene, diet and
exercise. The most important benefit of
screening adolescents is to assist in the
identification, diagnosis and treatment of
major depressive disorder. Depression is an
internalizing disorder and some adolescent
patients may not feel comfortable verbally
expressing concerns regarding their
mood and emotional condition. A written
screening instrument may assist the teen’s
CONTINUED NEXT PAGE
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ability to be forthright about their depressive
symptomatology. If screening assists with
identification of major depressive disorder,
then proper treatment protocols can be
implemented. Potentially, patients at risk
of committing suicide can be thwarted
with an accurate diagnosis and treatment.
One study indicated the majority of suicide
victims were not under psychiatric care and
75% had contact with their primary care
physician in the previous year.5 Helping
someone in a suicidal crisis can be life
saving.
Biopsychosocial Concerns

Family medicine is the one specialty other
than psychiatry that mandates a behavioral
health curriculum as part of residency
training. Family physicians are trained to
be attuned to the psychosocial concerns of
their patients. A biopsychosocial approach
is recommended when conducting
an adolescent well visit. Questions
regarding mood, eating behaviors, school
performance, relationships (friends,
family, partnering relationships including
sexual orientation questions), risk taking
behaviors, sexual activity, drugs and alcohol
use provide the physician with information
about the adolescent’s well being. These
questions can alert the physician to
depression and other mental health
concerns. Continuity of care, knowing the
family dynamics and family history of mental
health diagnoses assists with determining the
adolescent’s mental health baseline and risk
factors.
Changes in demeanor and functioning can
alert the physician to discuss issues related
to depression and to assess and diagnose
major depression vs. an adjustment disorder
due to a recent life event. However, the
comfort level for treating an adolescent
with a major depression disorder may vary
individually. There is a national shortage of
child psychiatrists, often placing the onus of
identifying and treating child and adolescent

mental health concerns with family
physicians or pediatricians. Fortunately,
physicians throughout New York State can
receive child and adolescent psychiatric
support. The CAP–PC (Child and Adolescent
Psychiatry for Primary Care) program is
available to provide consultation for family
physicians and pediatricians in New York.
After a family physician or pediatrician
identifies depression or another mental
health diagnosis they can speak to a mental
health specialist as well as a board certified
child psychiatrist. The psychiatrist will offer
consultation regarding treatment including
pharmacotherapy advice. A one- time, faceto-face evaluation of the child may also
be recommended by the psychiatrist. This
program involves five academic intuitions:
Departments of Psychiatry at the University
at Buffalo, University of Rochester, Columbia
University/New York State Psychiatric
Institute, SUNY Upstate Medical University,
and North Shore/Long Island Jewish.
Continued medical education training
programs are also available through CAPPC. The training incorporates diagnosis
and treatment of common childhood
psychiatry problems. The training is
conducted nationally and throughout
New York State from the CAP-PC/ REACH
Institution.6 For more information go to
http://www.cappcny.org.
Depression Screens

The following depression screening tools
have been identified as effective screening
tools for adolescent depression in the
primary care setting:
Brief verbal 2 question depression screen
Over the past 2 weeks, how often have
you been bothered by any of the following
problems?
1. Little interest or pleasure in doing
things
2. Feeling down, depressed or hopeless.

If the patient responds positively to
either one or both of the questions a full
depression assessment is indicated.
PDQ-9-A
9-item Likert scale questionnaire.
Interpretation of the total score: 1 to 4
Minimal; 5 to 9 Mild; 10 to 14 Moderate;
15 to 19 Moderately severe; 20 to 27 Severe
Beck Depression Inventory-Primary Care
Version (BDI-PC)
Seven item Likert scale questionnaire. For
the general population, a score of 21 or over
represents depression. For people who have
been clinically diagnosed, scores from 0 to
9 represent minimal depressive symptoms;
scores of 10 to 16 indicate mild depression;
scores of 17 to 29 indicate moderate
depression; and scores of 30 to 63 indicate
severe depression (MDD).
Treatment

The American Psychiatric Association
and the American Academy of Child and
Adolescent Psychiatry recommendations for
psychotherapy for adolescents vary based on
the depression severity. Psychotherapy alone
is recommended for adolescents with milder
depressive symptoms and a combination of
medication and psychotherapy in those with
moderate to severe depression. 7
Tricyclic antidepressants were
recommended in the past for treatment,
but studies have shown little efficacy.
Consensus guidelines recommend SSRI(s)
such as fluoxetine (Prozac), citalopram
(Celexa), and sertraline (Zoloft) as firstline treatments for moderate to severe
depression in children and adolescents. 8, 9
Conclusion

Recognizing, identifying, supporting and
assisting an adolescent who is depressed
is important and can be a life saving
measure. However, the decision to screen

for adolescent depression must be determined
by various factors for the physician based upon
both the office administrative infrastructure
and community mental health support. Both
risks and benefits must be considered for this
important decision.
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CME POST-TEST
1. The USPSTF adolescent depression screening recommendation is:
a. Grade ”I” insufficient.
b. Grade “B” offer depression screening - recommends the service. There
is high certainty that the net benefit is moderate or there is moderate
certainty that the net benefit is moderate to substantial.
c. Grade “B” if there is sufficient support while providing proper assessment
treatment, mental health support and follow up care.
d. Grade “”D”- recommends against the service. There is moderate or high
certainty that the service has no net benefit or that the harms outweigh
the benefits.
2. Before initiating Adolescent depression screening the office
should:
a. Have a system in place for the physician to review each screen.
b. Have a protocol set up for close monitoring of patients, if treatment with
SSRI is determined to be necessary, including monitoring and assessment
for suicidal ideation.
c. Know the mental health resources for counseling and know how to
contact CAP-PC if needed.
d. All of the above.
3. Adolescent depression symptoms can be different then adults.
They can take the form of:
a. Somatic complaints (headache, abdominal pain)
b. Irritability
c. School performance difficulties
d. All of the Above
4. Of those who complete suicide; what percentage of patients
preceded by self-harm behaviors in the previous year?
a. 75%
b. 50%
c. 25%
d. 10%
5. For adolescents, an exposure to suicidal behavior also increases
the risk for suicide.
a. True
b. False
6. Suicide is the third leading cause of death, higher then motor
vehicle accidents for adolescents.
a. True
b. False
7. The US Preventative Service Task Force suggests three different
depression-screening recommendations for the population
(across the lifespan) served by family physicians.
a. True
b. False

CONTINUED NEXT PAGE
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Evaluating the Need for Marijuana-Specific
Training and Licensure Programs for
Currently Practicing Physicians
By Jose Tiburcio, MD; Linette Rosario, MD; Robert W. DeJoy, III;
J. Douglas Reich, MD; Rao Kadiyala, MD; and Sunny Shah
INTRODUCTION:

Table 1. Characteristics of Survey Participants

New York’s recent policy change regarding medical marijuana
carries far-reaching implications not only for the community at
large, but also for healthcare providers. Marijuana’s introduction
into the physician prescription repertoire necessitates a new module
of education both in medical schools and in residency training
programs. In order to appropriately integrate medical marijuana
education into the aforementioned curricula, it is important to
evaluate physicians’ knowledge on the topic. Further, it is important
to assess how—and if—physicians’ knowledge affects their attitudes,
concerns, and practices about prescribing medical marijuana to
patients in primary care settings.

Variable

Little is known about physician knowledge, attitude, concern, and
prescribing practice in reference to marijuana use. The study
that follows was initially designed as an internal performance
improvement initiative to evaluate how Bronx-Lebanon Hospital
Center’s family medicine, pediatric, and internal medicine residents
feel about prescribing this newly legalized medical treatment. Yet,
the data collected is telling and should be publicized because it
may provide medical educators—particularly residency program
directors—with necessary information to integrate aspects of
medical marijuana education into their programs.
METHOD:
Procedure - This is an anonymous study that was conducted at
Bronx-Lebanon Hospital Center (Departments of Family Medicine,
Internal Medicine, and Pediatrics) in the South Bronx, NY. A 14-item
survey was handed out to 109 medical residents who are in their
first, second, or third year of the 3-year residency training program
at Bronx-Lebanon Hospital Center (Table 1).

N=109

Gender
Male

52

Female

51

No response

6

Race/ Ethnicity

N (%)

White

11(10%)

Black

13(12%)

Asian

53(48%)

Latino

8(7%)

Other

16(15%)

No response8(7%)

The survey, which is at right, was handed out before weekly grand
rounds. After physicians filled out their surveys, they were collected
immediately, and data were analyzed.
RESULTS:
Knowledge - Items 5, 6, 7, 8, 9, and 11 pertain to certain aspects of
physician knowledge about medical marijuana’s risks and benefits. A
majority of resident physicians in all departments agree that medical
marijuana has the potential for causing addiction along with serious
mental health risks (Items 5, 6). However, only family medicine
and internal medicine residents believe that medical marijuana
helps patients who are suffering from chronic, debilitating medical
conditions, while pediatric resident physicians are split between
believing this and being unsure (Item 7). Furthermore, internal
medicine residents overwhelmingly think that medical marijuana
will not reduce the likelihood of other treatment use, while pediatric
residents think in majority that medical marijuana could reduce the
likelihood of other treatment use. Family medicine is almost evenly
split between agreeing with pediatric residents and being unsure,
with a slight lean towards uncertainty (Item 8). Additionally, in
all three departments, a majority of resident physicians are either
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Questionnaire: Residents’ Attitudes and Beliefs about Prescribing Medical Marijuana in Primary Care Setting
Please identify your GENDER and RACE:
GENDER
Male
Female
RACE
White
Black
Asian/Indian
Latino
Other

unsure or do not feel they have
the knowledge to prescribe
medical marijuana appropriately
in a primary care setting
(Item 9). Finally, a majority
of the pediatrics department
believes that the Food and Drug
Administration (FDA) should
reclassify medical marijuana so
that it is no longer a Schedule
I Controlled Substance, while
majority of internal medicine
resident physicians do not
believe the classification should
be changed (Item 11). Table 2
contains a summary of physician
knowledge.

Please circle your response for the following list of questions/statements.
1. Are you willing to prescribe medical marijuana in a primary care setting?
YES / NO / UNSURE
2. Are you willing to do urine toxicology screening on all new patients being treated
for chronic pain BEFORE prescribing medical marijuana?
YES / NO / UNSURE
3. How often are you willing to do random toxicology screening on patients you would
prescribe medical marijuana to? Please Circle.
NEVER / ONCE A YEAR / TWICE A YEAR / MORE THAN TWICE A YEAR
4. Are you willing to prescribe medical marijuana to someone with a diagnosed chronic
medical condition who has a history of alcohol or drug abuse?
YES / NO / UNSURE
5. Are you concerned that medical marijuana causes addiction?
YES / NO/ UNSURE
6. Are you concerned that using medical marijuana poses serious mental health risks?
YES / NO / UNSURE
7. Do you believe medical marijuana helps patients who suffer from chronic, debilitating
medical conditions?
YES / NO / UNSURE
8. Do you believe medical marijuana reduces chances that other treatment will be used?
YES / NO / UNSURE
9. I have knowledge of regulations regarding safe, legal prescribing.
YES / NO / UNSURE
10. Training about medical marijuana should be incorporated into primary care residency
curriculum.
YES / NO / UNSURE
11. Should FDA reclassify medical marijuana so that it is no longer a Schedule 1 Drug (High
abuse potential, lack of safety, and no accepted medical use)?
YES / NO / UNSURE
12. Are you willing to prescribe medical marijuana to palliative care patients?
YES / NO / UNSURE
13. Would you consider prescribing medical marijuana as a first-line treatment?
YES / NO / UNSURE
14. Would you consider prescribing medical marijuana to minors who have consent from their
parents’ or legal guardians?
YES / NO / UNSURE

Table 2. Items related to physician knowledge about medical marijuana.
Family
Medicine

Internal
Medicine

Pediatric

Item
Number

YES

NO

UNSURE

YES

NO

UNSURE

YES

NO

UNSURE

5

43.75

34.38

15.63

50.00

26.79

23.21

61.90

28.57

9.52

6

40.63

31.25

25.00

50.00

41.07

5.36

61.90

28.57

9.52

7

68.75

12.50

18.75

46.43

28.57

23.21

42.86

14.29

42.86

8

34.38

28.12

37.50

28.57

44.64

26.79

57.14

14.29

28.57

9

25.00

46.88

18.75

44.64

33.93

19.64

38.10

33.33

28.57

11

25.00

34.38

40.63

26.79

44.64

28.57

42.86

38.10

19.05

CONTINUED NEXT PAGE
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Table 3. Items related to physician
attitudes about medical marijuana.
Family
Medicine

Internal
Medicine

Pediatric

Item
Number

YES

NO

UNSURE

YES

NO

UNSURE

YES

NO

UNSURE

1

34.38

40.63

25.00

32.14

50.00

17.86

14.29

52.38

33.33

4

34.38

34.38

25.00

19.64

57.14

23.21

23.81

66.67

9.52

10

62.50

21.88

15.63

66.07

10.71

23.21

57.14

14.29

28.57

12

68.75

18.75

12.50

82.14

5.36

10.71

57.14

33.33

9.52

13

28.125

50.00

21.88

3.57

78.57

17.86

0.00

90.48

9.52

Attitudes - Items 1, 4, 10, 12, and 13 pertain to resident
physicians’ attitudes, beliefs, and concerns regarding prescribing
medical marijuana in a primary care setting. Resident physicians
in all three departments, family medicine, internal medicine, and
pediatrics, overwhelmingly displayed concern about willingness to
prescribe medical marijuana in a primary care setting (Item 1).
However, a majority of resident physicians believe that medical
marijuana education should be integrated within their residency
curriculum (Item 10). Both internal medicine and pediatrics
resident physicians agree that they are not willing to prescribe
medical marijuana to patients with a previous history of drug or
alcohol abuse, while family medicine physician residents are evenly
split between prescribing and not prescribing these drugs to their
patients with an identifiable history of previous drug and alcohol
abuse (Item 4). While most resident physicians in all departments
are willing to prescribe medical marijuana to palliative care patients,
the majority of them are also unwilling to prescribe this drug as a
first-line treatment (Items 12, 13). Table 3 contains a summary of
physician attitudes.
Practice - Resident physicians are overwhelmingly willing to do
urine toxicology screening on all new patients being treated for
chronic pain before prescribing medical marijuana and think that
random toxicology screening should be administered at least twice
a year or more to medical marijuana patients (Items 2,3). Also,
a majority of resident physicians agree that they are not willing to
prescribe medical marijuana to minors, even with an adult’s consent
(Item 14).
DISCUSSION:
There were a number of significant deficits concerning resident
physician knowledge about medical marijuana’s risks and benefits.
First, although the National Institutes on Drug Abuse (NIDA) warn
that 9% of people who chronically use marijuana—medically, or
otherwise—will develop prototypical addiction to it (Volkow, 2012),
29.4% of total participants indicated no concern whatsoever over

the drug’s addictive potential. This insinuates a fundamental and
significant knowledge gap and points to a need for addiction-based
education modules in marijuana licensing programs.
Additionally, there was a discrepancy in participant responses
concerning medical marijuana’s therapeutic benefits for patients
suffering from chronic, debilitating illness. The fact that pediatric
residents were more uncertain about prescribing medical marijuana
to treat chronic illness than either other participant group highlights
a potential philosophical difference in practitioner methods, which
could be the result of difference in patient type. This must be
explored further in future research in order to determine whether
training for medical marijuana prescription licensure should be
specialty-specific.
Cannabis exposure has previously been found to be a component
cause of schizophrenia and other psychotic disorders (D’Souza,
Sewell, & Ranganathan, 2009). Yet, while a majority of participants
indicated that they were concerned about marijuana’s impact
on patients’ mental health, a surprisingly large percentage of
participants (47.7%) expressed either uncertainty about or no
concern about marijuana’s potential influences on the development
of psychiatric disorders. Although the body of evidence on
marijuana’s impact on psychosis development is somewhat
discordant, physicians must be made aware of potential damaging
effects.
The overall need for education pertaining to medical marijuana is
further supported by physician knowledge on safe, legal prescribing
of the drug. Physicians were, in majority (58.7%), uncertain or
unaware of how to prescribe marijuana safely and within regulatory
boundaries. This addresses a need for education on these two topics.
This also insinuates the potential cause for why only 29.36% of
resident physicians are willing to prescribe medical marijuana in a
primary care setting (Item 1), which is complemented by the fact
that only 10.1% of participants indicated willingness to prescribe as
a first-line treatment.

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

Marijuana’s classification as a Schedule I Controlled Substance
has been challenged frequently. The majority (70.6%) of residents
polled in this study have indicated either that they believe marijuana
is currently classified correctly or that they are unsure of whether
it should be reclassified. It is interesting that resident physicians
responded this way, even though they also tended to favor allowing
medical marijuana prescription for palliative care (Item 12).
Marijuana’s current classification status indicates that it has no
accepted medical use, a claim that has been disputed by a growing
body of empirical research (Taylor, 2008). The responses outlined
above are conflicting; marijuana cannot both be used for palliative
care and remain classified under Schedule I. Therefore, these
responses indicate a lack of knowledge about drug classification
and legality, which should be built into medical marijuana training
modules.
Overwhelming, resident willingness to conduct frequent (>twice per
year) urine toxicology tests prior to prescribing medical marijuana
indicates that participants understand the importance of identifying
and minimizing drug-seeking efforts and wrongful prescribing. This
is likely because resident physicians already prescribe drugs (i.e.
opioids) with high addictive potential and are, therefore, already
trained in recognizing drug-seekers.
CONCLUSION:
Resident physicians polled in this study demonstrated an overall lack
of knowledge about prescribing medical marijuana, particularly
in primary care settings. This lack of knowledge was accompanied
by attitudes of uncertainty about prescribing, as indicated above,
which suggests a need for physician education on this new drug.
The fact that a majority of resident physicians indicated that they
were unaware of how to prescribe medical marijuana safely further
supports the necessity of medical marijuana-based training. It should
be noted that specialized medical marijuana licensing programs
would be expensive to implement. In order to ultimately alleviate this
financial burden, medical marijuana education modules should be
integrated into medical school curricula and residency training to
eliminate the need for extra instruction altogether.
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My Pain –
The 5th

ITAL SIGN
By Steven Greenwell, MD

O

ne aspect of my psychiatry training as a medical student
at a Veterans Administration hospital was a videotaped interview
of a patient. I received a harsh critique of my interview technique
by my fellow students. They did not see how my interview related
to the textbook way of making a psychiatric diagnosis. I was very
embarrassed until the psychiatrist preceptor gave the patient’s
perspective. The patient felt it was the best therapy session he had
ever experienced because he had connected with me as a fellow
veteran. I believe now, as I did then, that the bond with my patients
is being overly critiqued by regulatory agencies. This oversight is
excessive, may not relate to good science and interferes with the art
of medicine. This article provides one example of how regulation
may be interfering with, instead of helping, patient care.

What was causing this problem?

In early 2002, I interviewed for a job as the Chief of Primary Care at
the Asheville Veterans Administration Medical Center (VAMC). One
interview question that was posed to me was, “How are you going
to fix your narcotic abuse problem in primary care?” I thought that
was a strange question, considering I was not yet the Chief of Primary
Care and I was not aware of a narcotic abuse problem. However, I
did become the Chief of Primary Care and did inherit a significant
narcotic overuse problem.

the patient die from a frown on the happy face scale or a 10 on the
numerical scale? The 10 may not kill you, but a medical condition
causing the 10 might. A case in point was a 42 year-old patient being
treated with morphine for his chronic rheumatoid arthritis pain.
Both the patient and the provider focused on alleviating the pain
instead of treating the inflammatory nature of the illness. The patient
later had a heart attack. Was the focus on alleviating his chronic pain
diverting attention from his chronic illness issue?

During my research I learned there was a new, “5th” Vital Sign –
“Pain.” I did not recall vital signs being numbered. There were:
(1) Temperature measured by a thermometer, (2) Blood pressure
measured by a sphygmomanometer, (3) Pulse measured by
palpation, and (4) Respirations measured by observation. How do
you measure pain? The Happy Faces Scale, of course!
A happy face indicated no pain and a frown indicated unbearable
pain. Now how did I miss that in medical school? The alternative
measurement instrument was the 0 – 10 pain scale. When using this
numerical scale, 0 is no pain and 10 is the worst pain. Frequently,
the response to “How do you rate your pain,” was 12. How accurate
are these “scientific measurements”? Is it a true “vital sign”? Will
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The phrase “Pain as the 5th Vital Sign” was initially promoted by
the American Pain Society to elevate awareness of pain treatment
among healthcare professionals. The Veterans Health Administration
National Pain Management Strategy was initiated on November 12,
1998. The overall objective of the national strategy was to develop
a comprehensive, multicultural, integrated, system-wide approach
to pain management that reduces pain and suffering and improves
the quality of life for veterans. Pain as a 5th Vital Sign was part of this
strategy.
In 1998 the Federation of State Medical Boards stated that doctors
would not face disciplinary action if using large amounts of narcotics
in the course of medical treatment. This was meant to alleviate the
doctors’ fears of using narcotics to treat pain.
On September 1, 1999, the Oregon Medical Board was the first in
the nation to discipline a physician for failure to prescribe adequate
pain relief medication. Physicians now had to balance the risks of
over-prescribing pain medications versus under- prescribing pain
medications.
The Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) established a pain management standard on January 1,
2001. This standard stated the following:
• recognize the right of patients to appropriate assessment and
management of pain
• screen patients for pain during their initial assessment and when
clinically required, during ongoing periodic re-assessments
• educate patients suffering from pain and their families about pain
management

In 2004, the Federation of State Medical Boards passed a model
policy on the use of controlled substances for the treatment of
pain. The policy revised their 1998 guidelines that gave state
medical boards direction on proper pain treatment. This new policy
encouraged state medical boards to view under-treatment of pain as
serious a violation as overtreatment of pain.
In 2012, the US Senate Finance Committee launched an investigation
into makers of narcotic painkillers and the groups that championed
them. At the same time the American Pain Foundation, which
described itself as the nation’s largest organization for pain
patients, stated it was dissolving “due to irreparable economic
circumstances”. Was the senate investigation the reason for its
dissolution? The Foundation received 90% of its $5 million in
funding in 2010 from the drug and medical-device industry. The
Senate committee suspected that drug companies were at least
partially responsible for the epidemic of accidental deaths and
addiction resulting from the use of powerful narcotic painkillers.
This was primarily due to the promotion of misleading information
about the drugs’ safety and effectiveness.
What were the effects of the push to screen and treat
pain nationally?
• Between 1999 and 2010 opioid pain reliever sales climbed from
under 2 kilograms per 10,000 people to almost 7 kilograms per
10,000 people. See Figure 1.
Figure 1: Rates of opioid pain reliever (OPR) overdose death, OPR
treatment admissions, and kilograms of OPR sold in the United States
during 1999-2010.

How does the Joint Commission survey an organization’s compliance
to the pain standard? A random survey will be conducted at least
once every 3 years by a team that does the following:
• Document reviews of your organization’s pain management
policies, procedures, practice guidelines, minutes of meetings,
and patient records.
• Observes and interviews staff members as well as patients and
families reference their experience with pain management.
What is the Joint Commission looking for? They want to know if you
are following established Joint Commission standards and if you
are following your own written policies and procedures. They are
looking at processes and not necessarily results of care.
Not only is a Joint Commission survey voluntary, but an organization
must also pay for the survey whose costs can easily exceed $50,000.
Why would someone pay for a survey? By passing the survey an
organization receives Medicare accreditation which then allows the
organization to bill Medicare. So is the survey really “voluntary”? Is it
really for improved patient care or is it for money?

MMWR, 04 Nov. 2011. Web 14 Oct 2014.
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• Between 1999 and 2008 opioid pain reliever death rates climbed
from slightly over 1 per 100,000 people to almost 5 per 100,000
people.
• Between 1999 and 2009 opioid treatment admissions climbed
from less than 1 per 10,000 people to over 4 per 10,000 people.
In recognition to these trends, the VA has become more proactive
as an organization in addressing the opioid problem. In 2014, the
VA started the Opioid Safety Initiative whose focus is to educate
providers and patients on the correct use of opioids. In addition to
this education and monitoring program, the VA has begun dispensing
opioid overdose reversal kits.
Recognizing and addressing the opioid problem is a good step. But
what might have created this problem? Could the zeal to screen and
treat pain be one etiology? We all agree that patients should not have
to suffer. Treatment of cancer pain is easy to agree upon, however,
the treatment of non-cancer chronic pain leaves plenty of room for
debate. As physicians we have been taught, “first, do no harm.” Is
aggressive screening for and treating pain linked to an increasing
number of deaths related to opioid overdose?
I was recently discussing my concerns about overzealous regulatory
oversight with a member of our quality management staff. I suggested
QM is reporting too much minutiae that then leads to fact findings,
root cause analyses, action plans, monitoring and a huge waste of
time for little if any improvement in care. Her response to me was if
we stop close monitoring, it is like leaving the fox to guard the hen
house! In other words, we as physicians cannot be trusted to do the
right thing for our patients. How did we get here?
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Nasal Naloxone: An Undertaker’s Tale
By Robert Morrow, MD and Sharon Stancliff, MD

“Why are these fingers twitching on my left hand? My hand and
arm are fine-- I’m fine. What ‘s wrong?”
Ms. T, who is a long term patient I know well [I thought], seems
worried a bit out of proportion to her symptoms. Her symptoms have
been stable but annoying for months. Her exam is normal. A recent
brain image done elsewhere is normal.
“Is something bothering you, or someone?”
“I’m stressed, yeah.”
“What’s stressing you?”
Several backs and forth, more prodding from me, then: “My
daughter. She’s out of rehab but I think she’s back on heroin.”
First déjà vu for me. Heroin, the scourge of my internship in the ED
of the 70’s, people dead and blue, young adults in great health now
dead. Waking them from death with the new wonder drug, naloxone
by intravenous. When I could find a vein. What a wonderful thing to
save a young life so easily!
I now know of the return of heroin, with the controls on prescribed
opioids tightening, and the price of heroin dropping, and the
availability and quality rising. Quality that can easily lead to death
from mistakes. Quality that makes death from overdose surpass those
from car accidents and gunshots.
And Ms. T isn’t the first parent to tell me of a teen on heroin. The
story is that it can be purchased easily in middle and high school,
and that story appears to be true from personal reports of my
patients.
Second déjà vu. I had recently read of nasal naloxone, the do-ityourself form of our wonder drug that for tens of dollars can reverse
death for any trained bystander with it and the knowledge of where

MMWR, November 21,2014/63(46);1095.

the nose is. No high from it, only a rapid and profound withdrawal,
for perhaps twenty minutes. No need to find a vein or to give an
injection. Easy to teach, easy to use, easy to buy.
Easy to buy? Not so quick folks, our heroine is still dead from her
heroin overdose.
Public health laws have permitted prescription to those at risk
of overdose forever and, in New York State, to those at risk of
witnessing an overdose since April 2006. In fact, legislation
passed in 2014 has made it a bit easier. Furthermore the law
protects responders from civil liability and criminal prosecution
for administering naloxone. Many organizations, including drug
treatment programs and syringe exchange programs have been
getting free naloxone kits from New York State or NYC Health
Departments. They train potential overdose witnesses and equip them
with a kit containing 2 doses of naloxone, instructions and a mask
for rescue breathing. First responders including EMTs and police
CONTINUED NEXT PAGE
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are rapidly being trained in its use across the state. Primary care
providers are also eligible for this program.
How can I prescribe it? First, I need to know about it and about my
patient’s issue. Just a few months ago, I knew about neither.
Second, the pharmacy must have it. This is beginning to happen in a
few states and it is expected that NYS will soon be among them.
Third, reimbursement systems must pay for it: this varies across
plans including Medicaid managed care providers.
First, yes, we must know of this lifesaver and make our patients
comfortable asking for it, no strings. We need posters in our waiting
rooms and toilets. And we must agree that saving our heroine is
worth giving the prescription to someone who wants it ‘for a friend’.
The second and third items on the list will require us to approach
local pharmacies to carry it, and ask insurance companies to pay for
it. This should be available like any other prescribed medication. In
the meantime, we can join the state distribution program. More on
that below.
Harm reduction is about saving lives. And look, the teenager is
waking up and has a chance…a chance to turn her life around.
We in family medicine take care of a lot of stuff and people that
make us hold our noses at times. Maybe this should be one of those
times. If it were our kid, would we keep naloxone on hand? If our
grandparents were taking large opioid doses for pain, should we
have it readily available?
Which leads us to the poor undertaker, whose job is safe because it
can’t be outsourced overseas. People are still dying, death panels or
not. But we can reduce the number of our kids dying by recognizing
and dealing with a real problem. Let’s take the undertaker out for a
beer and apologize.
Oh yes, the twitching hand. It got better.
The Basics
Opioid overdoses can be prevented from progressing to death
when naloxone is administered in a timely manner. As a narcotic
antagonist, naloxone displaces opiates from receptor sites in the
brain and reverses respiratory depression that usually is the cause of
overdose deaths.1 During the period of time when an overdose can
become fatal, respiratory depression can be reversed by giving the
individual naloxone.2
On the other hand, naloxone is not effective in treating overdoses of
benzodiazepines, alcohol or stimulants. However, if opioids are taken
in combination with other sedatives or stimulants, naloxone is likely
to be helpful. Naloxone injection has been approved by FDA and
used for more than 40 years by emergency medical services (EMS)
personnel to reverse opioid overdose and resuscitate persons who
otherwise might have died in the absence of treatment.3

Naloxone has no psychoactive effects and does not present any
potential for abuse.4,2 Naloxone comes in various formulations.
Injectable naloxone is relatively inexpensive. It typically is supplied
as a kit with two vials of naloxone, and 2 syringes/ needles, at a
cost of about $20-25 per dose and $40-50 per dose.5 Another
formulation of naloxone is used intra-nasally albeit off label. These
kits typically include 2 vials to be screwed into a syringe; an atomizer
is used instead of a needle. These cost about $100 per kit. These kits
are generally dispensed with a brief training on how to administer
naloxone using a syringe. The FDA has also approved a naloxone
automated injector, called Evzio® which does not require special
training to use because it has verbal instructions which are activated
when the cover is removed from the device. The per dose cost of
naloxone via the auto-injector is not yet determined but expected to
come in at over $500 per kit of 2.
Many Walgreens are now stocking the formulation used intranasally
with the atomizers. A prescription is necessary and thus far insurance
may not cover it.
Questions & Answers with Dr. Bob Morrow and
Dr. Sharon Stancliff:
Bob: Ok, I feel it is my moral duty as a physician to help people
survive an opioid overdose. My e-prescribing module doesn’t have
the nasal kits and my pharmacist threw a hissy when I discussed it
with him.
Sharon: Individual prescribers may register with the State program,
as may some medical practices since 2006, and receive free kits
from the State. You could always prescribe naloxone to someone at
risk of overdose and pharmacists could carry it. As you note there
are needs- doctors to know, pharmacists to carry AND naloxone on
enough formularies for pharmacies to see it reasonable to stock.
That last one has been in process - all those Medicaid managed
care providers - a challenge. And if they will pay for someone at
risk of overdose will they also pay for someone like your patient
with a family member at risk? I don't know yet. So I encourage you
to fill out the registration and get a supply of kits. A new law which
took effect in 2014 allows pharmacists to dispense naloxone in a
collaborative practice model with a physician; similar to vaccines,
except dispense instead of administer. And regardless of which way
pharmacies get it out, we still need to be approaching pharmacies!
Here is the link for the NYS program: http://www.health.ny.gov/
diseases/aids/general/opioid_overdose_prevention/
Bob: But the gap for me to prescribe is small but still a gap. Local
pharmacies are a challenge, health plans are a challenge, and people
don’t know to ask for it unless they are in a treatment program.
Sharon: All true. We can prescribe, but these challenges remain.
You can simply sign up, and if you are anxious to get the kits to some
patients soon, that would be the best first step as the pharmacy issues
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may not be solved easily. A number of agencies and organizations
have been very supportive of the program including MSSNY, NYSDOH
& OASAS. The state has worked to publicize the role and availability
of naloxone but so far it has not gained a lot of traction in primary
care circles.
Bob: The application form seems complex, and I don’t get what
I’m supposed to enter in several fields, since I’m in independent
practice.
Sharon: Yes, the application is geared towards organizations rather
than individual practitioners. See the list below for some tips to ease
the process.
Bob: I’ll bet our NYSAFP can help with this. Wouldn’t that be a way to
save lives and give some of our patients and their families a chance
to use those lives more safely! Sounds like our Congress of Delegates
should give our legislators thanks for making this possible.
Application Tips:
• The registration form is a brief sketch of all the regulations.

Public Health Law Atlas – Find out how many other states allow
similar programs
http://lawatlas.org/query?dataset=laws-regulating-administration-ofnaloxone
Endnotes
1 Enteen L, Bauer J, McLean R, Wheeler E, Huriaux E, Kral AH, Bamberger
JD. Overdose prevention and naloxone prescription for opioid users in San
Francisco. J Urban Health. 2010 Dec; 87(6):931–941.
2 BMJ Evidence Centre. Treatment of opioid overdose with naloxone. British
Medical Journal. Updated October 23, 2012. [Accessed March 24, 2013, at
http://www.bmj.com]
3 Seal KH, Thawley R, Gee L et al. Naloxone distribution and cardiopulmonary
resuscitation training for injection drug users to prevent heroin overdose death:
A pilot intervention study. J Urban Health. 2005; 82(2):303–311.
4 Centers for Disease Control and Prevention (CDC), National Center for Health
Statistics. CDC WONDER Online Database, 2012.
5 Enteen L, Bauer J, McLean R, Wheeler E, Huriaux E, Kral AH, Bamberger
JD. Overdose prevention and naloxone prescription for opioid users in San
Francisco. J Urban Health. 2010 Dec; 87(6):931–941.

• Clinical Director: must be a prescriber – MD, DO, NP or PA
• Program Director: may be an administrative person who can
oversee the program or can be the clinical director.
• Targeted Population: might be just your patients who may
encounter an overdose, or perhaps you will also offer training
to your community or an organization seeing at-risk people.
• Outreach: not applicable if just your patients. Cooperation with
local community groups might be a choice as well.
• Affiliated Prescribers: others in your practice that you wish to
work with.
Helpful Links:

Robert [Bob] Morrow, MD, received his MD from Mt. Sinai School of Medicine in
NYC and did his residency training at the Residency in Family Practice and Social
Medicine. He has been in the independent practice of family medicine since 1980. He
also works as an Associate Director for Interventional CME in the Center for CME at the
Albert Einstein College of Medicine. He is active in the Academy on state and regional
levels. Sharon Stancliff, MD, is an internationally known expert on opioid overdose
prevention and buprenorphine use. Dr. Stancliff has been working with people who
use drugs since 1990 including provision of primary care, drug treatment, HIV care
and syringe access. Dr. Stancliff currently provides services on drug related problems
in Zanzibar, the Ukraine and in New York State for the AIDS Institute, New York
State Department of Health. Dr. Stancliff graduated from the School of Medicine at
University of California at Davis, did her Family Practice residency at the University
of Arizona and completed the AIDS Institute-sponsored Nicolas Rango HIV Clinical
Scholars Program at Beth Israel Medical Center in New York City.

New York State Department of Health – Registration form, template
for policies and procedures, training guidelines and other resources
http://www.health.ny.gov/diseases/aids/general/opioid_overdose_
prevention/
Harm Reduction Coalition – Training resources including handouts
and links to videos
http://harmreduction.org/issues/overdose-prevention/
Prescribe to Prevent – Resources specific to prescribing naloxone
http://prescribetoprevent.org/prescribers/
Substance Abuse and Mental Health Service Administration: Overdose
Prevention Toolkits
http://store.samhsa.gov/product/Opioid-Overdose-PreventionToolkit-Updated-2014/SMA14-4742
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Improving Care for Patients with Behavioral Health
Conditions -Member Survey

M

any members of the Academy have requested that we
develop an office visit protocol for behavioral health conditions,
which includes mental health, alcohol and drug abuse. These
conditions affect a large number of our patients. Although physicians
and their staff can have an effective impact when they screen
and treat patients for behavioral health problems, our members
still feel they could use some help as they strive to make their
interventions even more effective. Others may not be currently
screening and treating patients for behavioral health conditions, but
would like to begin. To help meet these needs, we plan to develop
a comprehensive office visit protocol modeled on the structure we
created for tobacco cessation and weight-loss counseling, which have
proven to be valuable tools for our members (go to www.nysafp.org
and click Tobacco Cessation Counseling and Manageable Challenges
Patient Schedule for Office Visits and Telephone Calls under the
Resources tab.)

To meet your needs for an office visit protocol as precisely as
possible, we are first reaching out to you to better understand what
those needs are and what you may or may not be doing now. We
developed a brief survey that asks you simple-to-answer questions
regarding the activities of screening, counseling, and referring. Even
if you do not provide these services, please take the survey because
we need to understand the issues and obstacles you face. All answers
will be kept confidential and we thank you for helping the Academy
better meet the needs of its members.
There are three sections to this survey and it should take you 6-7
minutes.
Mental Health
Alcohol Abuse
Drug Abuse
To access the survey go to:
https://www.surveymonkey.com/s/MeetingPatientNeeds

Mark Your Calendars

SMTWTFS

2015 Winter Cluster
NYSAFP Commissions and Board of Directors Meeting
Sunday, March 8, 2015
Holiday Inn Express and Suites, Latham, NY

Lobby Day

Monday, March 9, 2015
Albany, NY
Details TBA
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NYSAFP Sponsors Writing Contest

F

amily Physicians have important stories to tell. In this era of evidence-based
medicine, where everything has a measure, it seems especially important for doctors to share
the essence of their profession. As integral members of the communities you serve, we want to
hear your stories- the patient that you will never forget, the diagnosis that changed someone’s
life, the family who you cared for in birth and in death.
We are pleased to announce a writing contest open to all NYSAFP members. Submit your stories
to us (2 pages or less) by February 23, 2015. Submissions should be non-scientific in nature
and tell the reader something unique about you and your profession. For confidentiality, please
don’t use actual names.
A top prize of $200 and three $100 prizes will be awarded. Winners will also be
published in upcoming issues of NYSAFP’s journal, Family Doctor,
as well as other NYSAFP outreach channels. Fellow family physicians
will serve as our judges.
Submit entries to penny@nysafp.org by February 23, 2015 to
participate. Check out the NYT article below for more on the topic:
http://opinionator.blogs.nytimes.com/2014/10/18/why-doctors-needstories/?_php=true&_type=blogs&emc=edit_th_20141019&nl=todaysh
eadlines&nlid=17382303&_r=0

Mindful Practice Advanced Workshop:

Enhancing Quality of Care, Quality of Caring, and Resilience
April 27 – May 1, 2015
A 5-day, retreat-like workshop designed to enable clinician and medical educators
deepen their skills in mindful practice and their ability to teach and develop programs in
mindful practice at their home institutions.
Designed for medical practitioners (physicians, NPs, PAs) and others involved in
medical practice and education, the program combines didactic presentations and
experiential exercises using narratives, appreciative inquiry, and contemplative practices
such as mindfulness meditation.
Session themes include attention, suffering, teamwork, difficult conversations with patients/
families, uncertainty in medicine, medical education, grief and loss, resilience and compassion.
The workshop will offer participants hands-on experience in teaching and facilitation.
There will be a brief application form to complete prior to acceptance into the program.
Prior experience with contemplative practices and teaching experience are desirable.
Early applications are encouraged, as workshops often fill several months in advance.
Course Directors: Ron Epstein, M.D. and Mick Krasner, M.D.
Sponsored by: The Department of Family Medicine,
University of Rochester Medical Center
Location/Accommodations: Chapin Mill Retreat Center, Batavia, NY
For more information about Mindful Practice® programs:
www.mindfulpractice.urmc.edu
To receive an application form: http://bit.ly/1krpcN2
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IT WORKS.
New York residents have saved over $45 Million through the New York Rx Card.
New York Rx Card offers free prescription assistance cards and is open to all residents of New York.
There are no applications, no waiting periods, and no enrollment forms to fill out. Save up to 75% on
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.

Francesco Ciccone • fciccone@nyrxcard.com
Toll Free: 800-931-2297 • Local: 917-715-1560
www.NewYorkRxCard.com

/NewYorkRxCard
@NewYorkRxCard
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