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Bill Parcells understands what it takes to win. After all, he has had his share 

of success facing the highest levels of competition during his career. That’s 

why it’s no surprise Coach Parcells has selected NJ PURE as the only medical 

professional liability insurance carrier he endorses. Born and raised in New 

Jersey, like NJ PURE, he believes that integrity, transparency and stability 

are the ingredients it takes to make a champion. “With a track record of 

hard work and dedication to physicians, NJ PURE’s rise to the top of the 

insurance field is no surprise to me,” says Bill Parcells. 

Experience what it’s like to be insured by a championship team, contact NJ 

PURE directly for more information and a quote.

To learn more, call 877.2NJ.PURE  

BILL PARCELLS  
Hall of Fame Coach

“NJ PURE has a  
 Championship Team.”
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Escape Fire 
O

n August 5, 1949 a brief lightning storm moved through bone-dry Mann 
Gulch, located in the mountains of central Montana, and ignited several 
fires. At approximately 3:10pm, 15 smokejumpers parachuted into 
the area. The temperature in Helena, 20 miles to the south, was 97° F. 

Strong winds blew from the southwest and the humidity hovered at 3%. 
 In Mann Gulch, the makings of a disaster were beginning. The terrain in the 
Gulch is rocky, filled with crevices and crags that mask the topography. The Mis-
souri River flows through 
the bottom of the area. 
Wagner “Wag” Dodge, 
the foreman of the 
smokejumpers, and James 
Harrison, the recreation 
and fire prevention guard 
for Merriwether Canyon 
Campground, decided the 
best approach to fight the 
fire would be to hike to 
the river, come around the back of the fire and attack. Completely unaware of the 
danger they were walking into because of the terrain, the crew headed toward the 
river, walking into the strong winds. 
 As Dodge cleared a crest, he realized that the fire had jumped the Gulch and 
that they were walking directly into it. He ordered his crew to turn around. At that 
point the fire was about 200 yards away. They hadn’t retreated far before Dodge 
realized the fire was gaining on them. Dodge knew they were not going to be able 
to out run the fire. Competing with exploding superheated tree sap and the roar of 
the grass fire, he ordered the crew to drop their gear, something they were trained 
never to do, to speed their race up the gulch. 
 Whether his men didn’t hear him over the deafening roar of the fire, or they were 
just unable to go against their training, Dodge was ignored. He turned to face the 
inescapable flames that were about to encompass the group. In a moment of inspi-
ration, Dodge realized there was a way to escape…a way that seemed impossible, 
yet incredibly simple.
 Dodge set fire to the grass in front of him. As his fire burned, he stepped into the 
cleared area. Dodge called for his men to do the same. Then he pressed himself into 
the ground. The wall of fire split around the area he had burned and roared past 
him. He survived because there was no fuel left to feed the fire. 
 Perhaps because of panic or through incomprehension of Dodge’s motives, 13 
crew members ran past Dodge and his “escape fire” only to be burned to death 
seconds later by the uncontrolled blaze. The Mann Gulch fire is the worst fire-
fighting disaster in Forest Service history to date. But because of his innovative 
method of survival, Wag Dodge’s escape fire is standard education for every fire 
jumper in the world.
 So, why this history lesson? Wag Dodge’s escape fire was an inspiration for 
Escape Fire: The Fight to Rescue American Healthcare. This award-winning docu-
mentary focuses on a healthcare system that no longer works. Like the fire in Mann 
Gulch, our healthcare system is ready to combust into an uncontrollable blaze. 
 However, the movement to bring innovative methods of prevention and 
healing to our costly system is finally gaining ground. Escape Fire presents the 
dramatic stories of patients caught in the system, as well as highlights leaders 
working to transform healthcare at the highest levels of industry, medicine, 
and government.
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Sal Bernardo, MD is a family physician in private practice in Freehold 
and President of the New Jersey Academy of Family Physicians.

I am amazed to see how quickly this past year has gone by. 
This will be my last message to you as President of the NJAFP. 
As I look back on the past year I am very much encouraged, 
as I feel it was a productive and educational year for me as 
an individual and for the Academy as a whole. 

 Fortunately, in the past year there was not much that occurred ex-
ternally; the main issue was and continues to be the APN bill currently 
in the New Jersey Assembly. Also fortunately, our NJAFP representa-
tives had an opportunity to voice our concerns to the appropriate 
people in Trenton. The outcome remains to be seen.
 In the past two years we have focused on our internal processes 
and policies and we will continue to do so. We have developed a stra-
tegic plan. We have worked on leadership, and have focused a little 
more on fostering student interest in family medicine and engaging 
family medicine residents to remain in our fine state. This is only the 
beginning, though. We still have a long way to go. 
 I recognize that the times are changing. It has been my desire and 
the desire of the board and staff to provide you all with greater value 
for your membership. It is obvious that there has been a paradigm 

shift in the practice and business of family medicine. Some of it is fi-
nancial. Some of it is generational. Some of it is cultural, meaning the 
culture of the practice of medicine. It is my hope to have the Academy 
provide value to all its members, whether solo or group, owners or 
employed, private, academic, or hospital-based. 
 I recently attended the AAFP Annual Leadership Forum in Kan-
sas City. I went to a lecture that proposed that by 2015 as much as 
80% of us may be employed physicians. I hope that will not be the 
case because I am currently a private practice solo physician and it is 
my opinion that this is best for me. The point is that every physician 
should be afforded the right to practice in the situation they feel is 
best for them. Unfortunately though, that does not seem to be the 
way that medicine is evolving. As you know, it is becoming more and 

more difficult to survive in the environ-
ment in which we all practice. 
 Thanks to the work of NJAFP mem-
bers, the AAFP has recognized and acknowledged the concept of the 
distressed practice environment. Practices are closing simply because 
they cannot make ends meet. In New Jersey, we continue to be a net 
exporter of family medicine-trained physicians to other states basi-
cally because graduates are overwhelmed with educational debt and 
salary offers out-of-state are typically significantly higher. But as I look 
back on the last one to two years, and as I look forward to the next 
few years, I am encouraged by the young family physicians entering 
practice at this time. There appears to be a renewed interest and an 
excitement about our specialty in New Jersey. I have had the oppor-
tunity to work with a few of these people and I am excited about the 
family docs that are coming up behind me. 
 Currently, as part of our internal process improvement, we are 
working towards engaging new physicians, and we will be adding 
two new positions on the board for New Physicians. 
 In April we held a meeting of New Jersey residency directors to dis-
cuss issues surrounding the residencies and to exchange ideas about 
recruiting and retaining physicians. It was attended by a majority of 
the programs and was well-received. There was also a resident caucus 
held last spring that will be continued this year at our annual Scientific 
Assembly in June. 
 Overall, although I am concerned about the direction medicine 
is taking, I am optimistic about what I am seeing with regard to 
our young physicians. As I look forward to June and the Scientific 
Assembly and the end of my term I must ask you all again; please 
take the time to get involved in the Academy and the governance 
of your specialty. The perfect place to start is the House of Del-
egates on Friday morning, June 21st, at the Assembly. Register as 
a delegate for your county, or just show up and be heard. I have 
been directly involved with the Academy for over 10 years and for 
me it was definitely a worthwhile investment. I will continue to 
serve you next year as Board Chair and hopefully beyond that in 
some other capacity. 
 I would like to take this opportunity to thank you all for allow-
ing me to represent you this past year. I would also like to thank the 
NJAFP staff for their support, and the board members for their hard 
work and guidance in moving our organization forward. It has been 
a privilege to work with the executive officers of the board. They are 
a great group of people and have worked tirelessly with me this past 
year. I would like to thank Bob Eidus, our outgoing board chair, for his 
guidance and hard work, and as I move into the board chair position I 
would like to congratulate Tom Shaffrey, our incoming president, and 
wish him good fortune in the coming year at the helm of our Acad-
emy. I hope to see you all in Atlantic City in June. s

Times Are Changing, 
But Hope Abounds 
 Salvatore Bernardo, Jr., MD

Although I am concerned about 
what direction medicine is taking, 
I am optimistic about what I 
am seeing with regard to 
our young physicians.
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The Function of Leadership 
    Ray Saputelli, MBA, CAE

Ray Saputelli, MBA, CAE is the Executive Vice President of the New 
Jersey Academy of Family Physicians and the Executive Director of the 
New Jersey Academy of Family Physicians Foundation.

“ The function of leadership is to produce 
more leaders, not more followers.”

                                                                                  – Ralph Nader

O
k, I admit it. I am not Ralph Nader’s biggest sup-
porter, but I have always loved this quote. It has 
relevance here because in just a few weeks, cur-
rent NJAFP leaders will have the opportunity to 
live this quote, while other NJAFP members will 

become the new leaders for which Mr. Nader’s words call.
 The NJAFP House of Delegates, the principal governing body of 
the Academy, will meet on June 21st at Bally’s in Atlantic City and 
all NJAFP members are invited to participate. I can hear the ques-
tions: “Why would I give up my time?”; “What good does it do?”; 
“What happens there that would capture my interest?” Let’s start 
with the easy question and lead the answer with what may be a 
bit cliché, but has never been more true; If not you, then whom? 
As I have written in this space on so many occasions, the NJAFP 
is the only organization in the state exclusively dedicated to the 
support of and advocacy for family physicians. There is no other. 
There are organizations who represent family physicians as part of 
a larger constituency, but none who represent you as a family doc 
with no conflict. Sounds easy, right? The issue is that we are not 
as homogenous a group as we might think. In fact, in many ways I 
believe that family medicine is among the most diverse of special-
ties. We are culturally and socially diverse. Our members practice in 
widely varying situations and locations, not to mention the diverse 
patient populations that we serve. We are young and old, male 
and female, business-owners and employees, solo docs and large 
integrated groups, we see patients in the hospital and we do not. 
We have very wide “full-spectrum of family medicine” practices, 
and more narrow, focused scopes. We are similar, but far from the 
same. As a result, it is critical that we have leadership who can bring 
that diversity to our dialogue to ensure that as we debate issues, 
form opinions, reach consensus, and ultimately make policy, that all 
perspectives and voices are heard. So if not you, then whom?
 “Still, what good does it do?” 
 So much of our work is long, hard, and doesn’t show up in a 
splashy headline. That doesn’t make it any less critical. Most of 
you reading this will agree that this is a pivotal time in our state, 
and our country, with healthcare as a central issue. You will likely 
also agree that family medicine is at a potentially precarious 
juncture, on the sharp edge of the proverbial crisis and opportu-
nity sword. While many, including me, believe that we are at 
the beginning of what will be a renaissance of sorts for family 

medicine, with high quality primary 
care delivered by well trained, highly 
skilled, efficient, effective, satisfied, 
and happy family physicians, oth-
ers fear the imminent demise of the 
discipline. Almost daily there is some 
reason for each of those opinions to 
be reinforced. 
 The work that the NJAFP staff and 
leaders do every day is dedicated to 
ensuring that when the history of this 
time is written it will detail the positive outcome for which we all 
hope, and that we as citizens and at some point patients, deserve. 
But it is slow, plodding, deliberate work. Every time a group of 
family physician leaders debate an Academy position, reach con-
sensus, and formulate a policy around an issue; each time a family 
physician leader, or member of the NJAFP staff has a conversa-
tion with a legislator about that policy, in each interaction with a 
member of the media, we take another step in the direction of 
the goal. That’s the good it does. What starts as a conversation 
in 2009 about how to help family physicians in New Jersey be 
prepared for potential opportunities to participate in innovative 

programs designed to change the way primary care is delivered 
and valued becomes the selection of New Jersey as one of the 
first regions for the roll-out of the Comprehensive Primary Care 
Initiative in 2011and 2012. There are many other examples where 
it would be easy to ask at some point in the middle of the process 
“What good does it do?” The better question might be “What 
good can come if I don’t?” 
 For those of you who may still wonder what happens at the 
House of Delegates that might capture your interest, consider that 
over the course of the day we will not only debate and formulate 
policy that will guide the NJAFP’s work in the coming year, but 
also shape our dialogue with the AAFP. We will communicate with 
leaders from a number of healthcare stakeholder organizations, 
allowing us to share perspectives, gain new understanding, and 
perhaps even shape opinions. Guests as of the time of this writing 
include: AAFP President-Elect Reid 

The issue is that we are not as 
homogenous a group as we might 
think. In fact, in many ways I believe 
that family medicine is among the most 
diverse of specialties.
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 At this year’s Scientific Assembly we will hear from some of the lead-
ers who are working to change the healthcare system. On Friday, June 
21, Rosemary Gibson, co-author of Wall of Silence, and The Battle Over 
Health Care: What Obama’s Reform Means for America’s Future; and 
editor of JAMA’s Internal Medicine Series, Less is More, will present a non-
partisan analysis of healthcare reform and what it means for America, its 
future, and the future of patient care. Then on Saturday, June 22, AAFP 
President Elect, Reid Blackwelder, MD, will discuss what the changes in 
healthcare mean to family medicine and what AAFP is doing to keep 
family medicine in the forefront of change.
 I hope you have registered to attend this year’s Scientific Assembly. 
You won’t want to miss what these two incredible speakers have to say 
about your future. If you haven’t registered, there is still time. Just go to 
www.njafp.org/SCSA and click on the link to register online.
 I’m looking forward to seeing all of you in Atlantic City.

 Happy Reading,

 Theresa J. Barrett, MS
 Managing Editor
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Escape Fire continued from page 3

Blackwelder, MD, senior executives Jim Albano and Kevin Conlin 
from Horizon Blue Cross and Blue Shield, and physician colleagues 
in MSNJ leadership. 
 As you read this I would encourage you to go to www.njafp.org/HOD 
for more information on the agenda, guests, resolutions, and other 
activity scheduled for the House. If you plan to join us you might 
also wish to take part in the Town Hall Forum on Thursday evening 
June 20, from 7-9pm. This annual informal gathering allows NJAFP 
members the opportunity to dialogue with leaders from both NJAFP 
and AAFP on current trending issues. This year we expect that we will 
discuss everything from new payment models, the Independent Pay-
ment Advisory Board, the SGR, and the AAFP response to APNs and 
other providers seeking to gain independent practice authority and 
potentially undermining the kind of team-based care that is critical to 
reforming our fractured healthcare system.
 Finally, one of our most important activities at the House of 
Delegates is the election and installation of new leaders for the 
coming year. This year the Delegates will elect a new slate of 
officers, five new physician members of the NJAFP board, as well 
as new resident and student members. The function of leaders 
is to produce more leaders, not more followers. Join us. Be a 
leader. We’ve never needed you more. 
 I, along with my colleagues on the NJAFP staff and leader-
ship team are available to answer any questions you might have 
about how to get involved. I hope to see many of you in just a 
few weeks in Atlantic City. s
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Reprinted with permission: AAFP Leader Voices Blog. March 29, 2013 

Blog; http://blogs.aafp.org/cfr/leadervoices/entry/overtime_finish-
ing_the_story_on

O nce again, the media is reaching out to get family medi-
cine’s perspective on an important healthcare issue.  
  I recently was interviewed about scope of practice issues 
by The Washington Post. As a result of that opportunity, I 
was invited to be on “The Diane Rehm Show,” a Washing-

ton-based radio program that is distributed by National Public Radio 
and SIRIUS satellite radio. It reaches more than 2 million listeners 
nationwide. Happily, AAFP staff members were able to arrange 
for me to drive to a Knoxville, TN, radio station rather than flying to 
Washington, and I was able to link-in and be a part of the discussion. 
 The show’s other guests were Mary Agnes Carey of Kaiser Health 
News; Ken Miller, PhD, RN, CFNP, Associate Dean at Catholic Uni-
versity School of Nursing; and Sandra Nattina, MSN, APRN, NP, Past 
President of the Nurse Practitioner Association of Maryland. I was the 
sole physician, and we had a lively discussion about scope of prac-
tice, including whether or not nurse practitioners should be allowed 
to practice independently.

 Unfortunately, there is never enough time to provide all the need-
ed information. I applaud all our members who participated through 
email, tweets and other social media. It is important, however, to 
address a couple of issues that needed more time than provided 
in this hour-long program. Many aspects of this discussion can be 
misunderstood or misrepresented, so I want to be sure that all of our 
members – as well as other health professionals – hear these points.
 Primary care is being defined by some in creative ways, and even 
in this broadcast, the suggestion was made that nurse practitioners 
can do everything we do as family physicians. I made it very clear 
that although many different professionals can provide some primary 
care tasks and services, nurse practitioners are not family physicians. 
Both members of the team play critical roles, but we are not inter-
changeable.
 Family physicians are intensely prepared for practice through a na-
tionally standardized process of education, training and certification. 
Family physicians have a clear and consistent path from undergradu-
ate through residency. By the time they graduate, each and every 
family physician has an undergraduate degree and a total of 21,000 

hours of didactic and clinical training. They 
also have passed national exams at several 
stages in their training.
 Depending upon the state and system, 
an NP may or may not have an advanced 
degree, may or may not have extensive clinical 
experience, and may or may not be receiving 
ongoing recertification. Examples of individual 
NPs with many years of clinical experience 
being able to provide independent practice 
cannot be used to overcome an inconsistent 
and non-standardized educational and training 
system for NPs as a whole. Moreover, a Health Affairs blog this week 
pointed out that 63 percent of all NPs are older than 45 years and 
15 percent are older than 60 years. In hard numbers that means of 
the 155,000 NPs in the United States, 98,000 are older than 45 and 
23,000 are older than 60. This means the most experienced NPs 
likely will soon leave the primary care workforce, emphasizing the 
need to standardize education and training for their replacements.
 Regulatory frameworks are not designed to limit access. Instead, 
they are in place to ensure patient safety. That is one mechanism by 
which patients receive the right care from the right provider at the 
right time. No healthcare professional can function within their scope 
of training without a regulatory framework. In scope-of-practice bills 
all over the country, states are pursuing different kinds of legislation 
regarding different processes from different providers, which further 
fragments our already broken healthcare system and creates more 
silos of providers.
 Despite these changing, yearly legislative discussions, the AAFP 
consistently has championed the physician-led, patient-centered 
medical home. We need to be creative in developing these teams in 
each state given different situations. But the end result must be the 
right care from the right professional at the right time. Healthcare 
team members do not have to be in the same building or practice, 
but they do need to be involved with connecting the healthcare 
pieces throughout each community and system. Only family physi-
cians are uniquely and consistently trained to provide leadership for 
this type of team-based care.
 One of the other guests said during the broadcast that NPs can 
diagnose and make the right referrals. This concept of treating 
diseases based on specialty has contributed to the high cost and 
poor outcomes of our system. Family physicians have the education, 
training and experience to be able to manage many problems that 
often are sent by nurse practitioners to high-cost specialty care.
 Not everyone with a broken ankle needs to see an orthopedist…
Not everyone with congestive heart failure needs to see a cardiolo-
gist….And not everyone with COPD needs to see a pulmonologist. I 
could go on.
 We must be the next layer of care and referral when an advanced 
practice registered nurse reaches the limit of his or her scope, not a 
limited-practice specialist.

Finishing the Story on the Scope of Practice

Reid Blackwelder, MD
AAFP President-Elect

Family physicians have the education, 
training and experience to be able to 
manage many problems that often are 
sent by nurse practitioners to high-cost 
specialty care.

continued on page 8
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 Finally, much is made of the “wealth of research” that supports 
similar outcomes between care provided by nurse practitioners and 
family physicians. Although often quoted, this data has been care-
fully evaluated, and it has several flaws in its methodology. Perhaps 
most important is that the majority of the studies included in this 
review were from collaborative and not independent NP practices. 
Generalizing outcomes from nurse practitioner care alone is impos-
sible with this kind of data. Moreover, much of the data comes 
from studies done after a diagnosis has been made. You cannot 
compare outcomes produced from following a treatment protocol 
for a diagnosed problem with those from the process of taking an 
undifferentiated problem, making the diagnosis and implementing 
a treatment plan.
 There obviously are many other points that are important in these 
discussions. However, our impact improves when we speak with the 
same facts and emphasis. Decisions our citizens and politicians make 
should be with facts in hand, not based on the strong emotion of 
personal belief or anecdote.
 This is the essence of informed consent and good communication.
 Thank you for your support, keep listening and keep tweeting.

 – Reid Blackwelder, MD

Choosing Wisely
Choosing Wisely,® an initiative of the ABIM (American Board of Internal 
Medicine)  Foundation to help reduce overuse of tests and procedures, 
and support physicians in helping patients make smart and effective 
choices for their care, recently released a list of nearly 90 ordinary tests 
and procedures that are commonly used, but often unnecessary. This 
batch of Choosing Wisely materials focuses on tests for a particular type 
of patient – the one without symptoms.

The 2013 release for Choosing Wisely features recommendations from 
17 medical societies, including the AAFP. Among the new recommen-
dations from the AAFP are “Don’t schedule elective, non-medically 
indicated inductions of labor or Cesarean deliveries before 39 weeks, 
0 days gestational age,” and “Don’t screen for carotid artery stenosis 
(CAS) in asymptomatic adult patients.”

A complete list of all the Choosing Wisely recommendations can be 
found at http://www.choosingwisely.org/

Choosing Wisely is a registered trademark of the ABIM Foundation.

Improved CLAS Standards 
Now Available

T
he National Standards for Culturally and Linguistically Appropriate 
Services in Health and Health Care, known as the National CLAS 
Standards, were developed to advance health equity, improve quality, 
and eliminate healthcare disparities. The CLAS Standards present a 

blueprint for organizations to deliver effective, understandable, and respectful 
services at every point of patient contact.

In April, the Office of Minority Health launched the enhanced National CLAS 
Standards and The Blueprint, their accompanying guidance document. These 
materials are available at www.ThinkCulturalHealth.hhs.gov

NJAFP features a series of videos on culturally competent care on our Online CME 
site at http://www.njafp.org/courses. These courses all carry Prescribed credit.

Online Medical Professionalism

I n the April 2013 issue of the 
Annals of Internal Medicine, 
the American College of Physi-
cians and the Federation of 
State Medical Boards pub-

lished a position paper entitled Online 
Medical Professionalism: Patient and 
Public Relationships: Policy Statement 
From the American College of Physi-
cians and the Federation of State Medical Boards.
 The purpose of this paper was to provide guidance to physicians 
on professional conduct when operating in the digital environment. 
According to the authors of the paper (Farnan, et al. 2013)1:
 
  This article provides a framework for analyzing medical ethics and 
professionalism issues in online postings and interactions, including the 
use of electronic resources for clinical or direct patient care involving 
patient information outside of the electronic health record, and the 
nonclinical or personal use of these media (p. 620).
 
 The position paper provides guidance on communicating with 
patients, use of social media, use of online educational resources, 
physician produced blogs, posting physician personal information on 
public social media sites, and using digital venues to communicate 
with colleagues about patient care. 
 To review the entire article, go to 
http://annals.org/article.aspx?articleid=1675927

Reference
1.  Farnan, JM, Sulmasy, LS, Worster, BK, Chaudhry, HJ, Rhyne, JA, Arora, VM. Online medical 

professionalism: Patient and public relationships: Policy statement From the American Col-
lege of Physicians and the Federation of State Medical Boards. Annals of Internal Medicine, 
2013;158(8), 620-627. doi: 10.7326/0003-4819-158-8-201304160-00100.

NEw JERSEy 
MEDICAID REMINDER

The Centers for Medicare & Medicaid Services (CMS) man-
date for ICD-10 Diagnosis and Surgical Code Implementation 
is quickly approaching. This mandate requires all providers to 
transition to the new ICD-10 codes and exclusively use only 
these new codes for the date of service beginning October 
1, 2014. New Jersey Medicaid will open their testing window 
for all providers as of January 1, 2014 and remain open for 
the full period until the compliance date of October 1, 2014. 
For all updates concerning these new codes and the feder-
ally mandated compliance date, please visit our Medicaid 
website at www.njmmis.com/headlines and look for “Web 
Announcement: ICD-10 is coming, will you be compliant?”

Finishing the Story continued from page 7
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Dear Editor:
 The doctor is in… and so are the nurse practitioner, physician 
assistant, social worker, nutritionist and other healthcare providers 
who collaborate within the same practice on physician-led health-
care teams. A hallmark of the team approach is that patients 
receive the right care from the right professional at the right time. 
Seamless, highly skilled and efficient services are always deliv-
ered under the supervision of a licensed physician. But members 
of the New Jersey Legislature and the New Jersey State Nurses 
Association are proposing that Advanced Practice Nurses/Nurse 
Practitioners (APNs) be allowed to provide healthcare services and 
prescribe medication to patients without any collaboration or con-
nection to a licensed physician and independent of a healthcare 
team. This proposed bill (S-2354 and A-3512), according to the 
New Jersey Academy of Family Physicians (NJAFP), will compro-
mise patient care and encourage further fragmentation in health 
care delivery.
 For family physicians, it’s all about what’s best for the patient. 
The coordinated, integrated care provided by the physician-led 
healthcare team has been shown to produce better outcomes 
for patients. The approach has been nationally recognized as 
contributing to enhanced care, and New Jersey is one of the na-
tional leaders in the implementation of team-based services. New 
Jersey’s physicians understand that collaboration on the healthcare 
team – especially between physicians and APNs – is essential to 
ensuring high-quality patient care. But this proposed legislation 
poses a threat to the cohesiveness of these teams by giving APNs 
the authority to operate independently.

The Synergy of Patient Care
 A popular business term, synergy suggests that when working 
toward the same goal, teams are more successful in achieving 
desired results than when individual team members work indepen-
dently toward the same goal. It’s no different within the health-
care system. The goal of the physician-led team is to provide the 
best care to the patient to ensure the best results. Currently, APNs 
are required to work in collaboration with a licensed physician. 
APNs possess a specific set of skills that make them valuable team 
members. Their skills, however, are not interchangeable with those 
of physicians. The level and type of education, as well as clinical 
training, differ dramatically between the professions. Typically, 
APN training includes a four-year bachelor’s degree in nursing and 
a two-year master’s degree in nursing. By comparison, a 

New Jersey licensed physician receives a minimum of 11 to 12 
years of medical education, residency and clinical training. In col-
laboration, the team presents an impressive skill set available to all 
patients. Individually, APNs have limited tools to provide high-
quality and comprehensive patient care.
 When patients are no longer cared for by a team, and instead 
receive care from independent APNs, the situation changes. Due 
to differences in training and education, independent APNs will 
be unable to offer complex diagnoses, develop treatment plans 
that address multiple organ systems and interpret tests in light 
of patients’ overall health conditions. To offer these services, an 
independent practice APN must refer patients to physician spe-
cialists, a situation that will contribute to fragmented care and 
increased costs.

 Composed of family physicians, the NJAFP is committed to sup-
porting healthcare policy that is in the best interest of the patient. 
Placing the medical care of patients in the hands of independent 
APNs whose training and expertise do not allow the patient access 
to the full spectrum of medical expertise is not in the patient’s 
best interest. To pass the proposed legislation would be a step 
backward for New Jersey. 
 Health care is best given by a medical team. Physicians and 
nurses share the same goal: providing the best care and working 
for the best possible outcomes for their patients. The state should 
be encouraging policy to ensure the team remains intact rather 
than supporting proposals that diminish the team’s effectiveness.

Very truly yours,
Raymond J . Saputelli, MBA, CAE
NJAFP Executive Vice President
Trenton, NJ

What Have You Done For Me Lately?
NJAFP EVP Ray Saputelli (Trenton) crafted a letter to the editor (see below) on the issue of a proposed bill (S-2354 and A-3512) that 
would grant Advanced Practice Nurses/Nurse Practitioners (APNs) the ability to provide healthcare services and prescribe medication 
to patients without any collaboration or connection to a licensed physician and independent of a healthcare team. This letter to the 
editor was picked up by several New Jersey publications. 

For family physicians, 
it’s all about what’s best 
for the patient.
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Purpose: To validate that the usage of a non-mydriatic retinal cam-
era at the primary care level can result in high quality, easily conve-
nient, cost effective, and timely screening for diabetic retinopathy 
(DR).1

Introduction: Given the epidemic of diabetes in the United States 
and the known risk of DR, this study was designed to provide 
patients with complete retinopathy screening on a routine basis at 
their primary care physician’s office, at the time of routine follow-
up. The prevalence of diabetic retinopathy is high; 20 years after 
diagnosis, >90% of patients with type 1 diabetes and >60% of 
those with type 2 diabetes will have some degree of retinopathy.2,3

 The majority of patients with diabetic retinopathy remain asymp-
tomatic until the late stages of the disease, therefore yearly routine 
screening is recommended by the American Diabetes Association 
(ADA) and the American Academy of Ophthalmology (AAO).4 Un-
fortunately, on average, fewer than 50% of diabetic patients in the 
United States meet these recommendations for multiple reasons. In 
addition, access to adequate and timely retinal screening is limited 
by factors such as financial considerations, patient compliance, and 
availability. 
 Given the need for screening and the subsequent logistical dif-
ficulties in acquiring and targeting populations who need to be 
screened, this study sought to explore whether retinopathy screen-
ing at the primary care level could identify patients requiring further 
evaluation and appropriately refer these patients to an ophthal-
mologist,5 as compared to blanket screening referrals for diabetic 
patients that may not require intervention, thereby increasing 
financial burdens, causing referral overload, decreasing compliance 
and lowering the availability of referral appointments.
 We chose to study the non-mydriatic camera as it had been 
previously demonstrated to be as good for retinal screening in the 
identification of new retinopathy or the absence of retinopathy as 
ophthalmoscopy with mydriasis.6,7

 In addition, the captured image could be electronically transferred 
to an ophthalmologist to be read when an underlying concern was 
present.

Methods: This study was conducted from 2009-2012 at a Pri-
mary Care Center staffed by board certified family physicians and 
residents in-training under the American Board of Family Medicine 
(ABFM) guidelines and certification. The study group included a 
total of 202 diabetic and non-diabetic patients who agreed to be 
included in the study after proper informed consent was obtained.

 A Topcon TRC-NW8 non-mydriatic retinal camera (Figure 1) suf-
ficient for DR screening was used for imaging in an outpatient clinic, 
funded by St. Joseph’s Regional Medical Center Foundation.8 A 
group of primary care physicians participated in a two-week training 
course, conducted by a board certified ophthalmologist, in order to 
learn how to take and read non-mydriatic retinal images. Training 
included recognition of early to late retinopathy 9,10 and examination 
of cup to disc ratios suggestive of potential glaucoma patients.

Figure 1 . Topcon TRC-NW8 Non-mydriatic Retinol Camera

  Referral criteria were then established, in agreement with an oph-
thalmologist, including but not limited to abnormal cup/disc ratio, 
vessel appearance and caliber, as well as the presence of hemor-
rhages and exudates.11

 Retinal images (Figure 2) were compiled from 202 diabetic and 
non-diabetic patients, for a total of 404 retinal images, during rou-
tine follow-up within the primary care center. 

Figure 2: Example of a Topcon Normal Retinal Image

Diabetic Retinopathy Screening 
in the Primary Care Setting

Alan-Michael Vargas, MD; Bonnie S. Walsh, MD; Michael DeLisi, MD; 
Swati Parekh, MD, FAAO; Richard Ruben, MD; K. Patel, MD

Drs. Vargas, Walsh, DeLisi, Ruben and Patel are members of the Department of Family Medicine 
at St. Joseph’s Regional Medical Center in Paterson, NJ. Dr. Parekh is a member of the Depart-

ment of Ophthalmology at St. Joseph’s Regional Medical Center in Paterson, NJ.
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 All patients with signs of diabetic retinopathy or suspicious retinal 
images were referred to an ophthalmologist. Patients with difficult 
to read images or inadequate images were also referred to an oph-
thalmologist for further ophthalmoscopy with pupil dilatation. 
 All retinal images were initially reviewed by a primary care trained 
resident and sorted based on need for referral, dependent upon 
findings consistent with retinopathy changes. All images were also 
reviewed by an ophthalmologist blinded to the initial screening deci-
sion at the primary care level, serving as a benchmark. Concordance 
was then calculated as a percent agreement between the initial 
reading completed by a primary care trained physician and the final 
reading by our board certified ophthalmologist. 

Results: Of the total population, 404 images were reviewed by a 
primary care physician. Of those images there were approximately 
149 (36%) that were thought to be consistent with retinopathy and 
were referred to the ophthalmologist. Further review of these images 
by the ophthalmologist excluded from the previous reading (serving 
as the benchmark), revealed 138 (34%) images reflected changes 
consistent with retinopathy for the population in question. Of these 
149 images, 123 were in concordance with the ophthalmologist’s 
reading, producing a concordance percentage of 89.9%. Noted 
within the population there were a total of 26 over referrals and 15 
under referred, the “under reads” were largely cup-to-disc errors, 
suggesting potentially elevated intra-ocular pressure (Figure 3).

Figure 3 . Study Population Concordance . Observed (Retinop-
athy identified via a Family Physician) V . Expected (Verified 
Retinopathy via an Ophthalmologist)

 

 Comparisons of these findings were further examined using a 
Chi Square Goodness-of-Fit Test (Table 1) resulting in a P value >0.1, 
showing no significant statistical difference in diagnosis of retinopa-
thy between ophthalmologist versus primary care physician. 

Table 1 . Comparison of Ophthalmologist V . Family Physician 
Test in Recognition of Retinopathy with Non-mydriatic 
Imaging

 Non-mydriatic retinal screening in the primary care setting dem-
onstrated 90.2% sensitivity and specificity of 91.1% for diagnosis of 
retinopathy for the study population (a negative predictive value of 
94.7%).
 Of the 202 patients participating in the study, there were a total 
of 152 diabetic patients with an average HbA1c level of 8.5.12 From 
this population 304 diabetic images were reviewed, of which 118 
(38%) reflected changes consistent with retinopathy when reviewed 
by the ophthalmologist. Previous independent review of the im-
ages by a primary care physician revealed 128 (42%) images with 
changes consistent with retinopathy. In this population there were a 
total of 10 images that were over referred (referred when retinopa-
thy was not present in the ophthalmologist’s opinion) and 5 under 
referred (not referred when retinopathy was present in the ophthal-
mologist’s opinion) (Figure 4).

Figure 4: Diabetic Population Concordance . Observed (Reti-
nopathy identified via a Family Physician) V . Expected (Veri-
fied Retinopathy via an Ophthalmologist)

 
 

Of the diabetic patients, 59 were identified by an ophthalmolo-
gist as having signs indicative of diabetic retinopathy, ranging from 
mild non-proliferative DR to proliferative DR. Of the 59 identified 
diabetic patients with DR, 54 were appropriately recognized and 
timely referred to the ophthalmologist by the primary care physician, 
resulting in a concordance percentage of 91.5%.
 Further comparison of these findings with a goodness of fit test 
(Table 2) concluded a P value of >0.1, with no significant differ-
ence between the ophthalmologist’s and primary care physician’s 
readings. 

Table 2 . Comparison of Ophthalmologist V . Family Physician 
Yielded a P value >0 .1 Using a Chi Square Test in Recognition 
of Retinopathy with Non-mydriatic Imaging on the Diabetic 
Population
 

 Non-mydriatic retinal screening of the diabetic population in 
the primary care setting has a sensitivity of 92.2% and specificity 
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of 90.3% for diagnosis of retinopathy. Review of the images by a 
primary care physician also produced a negative predictive valve of 
94.9%. 

Conclusions: With this study, it was concluded that non-mydriatic 
DR screening can, with a high level of accuracy, sensitivity, and 
specificity be performed in a primary care setting. Patients requir-
ing urgent care by an ophthalmologist were appropriately screened 
and referred. Patients with no signs of DR were to be followed with 
convenient yearly retinal imaging in the primary care setting. 
 Currently the mainstay of diagnosis of DR is a complete ophthal-
mic examination with a dilated retinal examination performed by 
an ophthalmologist or retinal specialist.13 Primary care screening has 
the potential to increase screening coverage of high-risk patients 
with DR in remote and resource-poor settings or in areas where 
no ophthalmologist or retinal specialist is available. We believe this 
study has proven the non-mydriatic retinal camera to be a cost 
effective, efficient, and high quality process. Based on our study 
results, maybe it’s time to consider changing the approach to DR in 
the primary care setting. s

Find us on Facebook for further questions or inquires at:
http://www .facebook .com/Diabeticretinopathyinprimarycare
Or Twitter @DiabeticR 
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nJaFP offers Cme online
Several unique e-learning programs are available on 
the NJAFP website, ranging from programs in cultural 
competency to performance in practice programs 
centered on improving colorectal cancer screening rates. 

Visit www .njafp .org and click on the education tab.
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T
o date, the New Jersey Academy of Family Physicians 
(NJAFP) has worked with more than 350 practices and 
more than 700 physicians on patient-centered practice 
transformation and patient-centered medical home 
(PCMH) recognition. This has included all types and 

sizes of practices – including solo provider practices, large integrated 
delivery systems, residency programs, community health centers and 
many, many others. When patient-centered strategies are intro-
duced, many new terms come into use. As work continues to ex-
pand, so does the necessary vocabulary; while certain nomenclature 

is self-explanatory, some can be complex 
and confusing. 
 To support physicians, providers and 
other team-based staff, NJAFP has 
compiled the following list of those most 
frequently used terms, and provided 
definitions to assist with acclimating to 
the new patient-centered care vocabu-
lary. Feel free to share this with your staff 
and team.

QualITy
VIeW

Advanced Patient-Centered Care: 
New Model, New Terms Cari Miller, MSM

Cari Miller, MSM is Director of Private Sector Advocacy 
and Project Operations for the NJAFP.

Attribution

Care coordination

Care transition

Co-management agreement

Empanelment

High-risk patient population

Integrated care

Patient advisory 
board/council

Patient empowerment

The assignment of a patient to a provider, provider team or practice. A fundamental aspect of empanelment.

A collaborative process of assessment, planning, facilitation, communication, evaluation, and 
advocacy for options and services to meet an individual’s comprehensive health needs. Often care co-
ordination is focused on patients who have multiple medical concerns that cannot be met by a single 
clinician /clinical organization and are ongoing with mix and intensity subject to change over time.

A set of actions designed to ensure the coordination and continuity of health care as patients transfer 
between different locations or different levels of care within the same location. Representative 
locations include, but are not limited to, hospitals, sub-acute and post-acute nursing facilities, the 
patient’s home, primary and specialty care offices, and long-term care facilities.

A document that summarizes the arrangement between a physician, practice, hospital or other perti-
nent entity, which outlines specifics regarding responsibility for provision of services, communica-
tions and overall expectations between the two parties who mutually care for a patient. 

The continuous process of ensuring a patient has an identified provider at all times; that both agree 
with the assignment; and that the provider has a right-sized panel of patients.

Patients with complex healthcare needs, including high healthcare expenditures, frequent hospital-
izations, and care in multiple settings or with many providers. May also be referred to as complex 
patients.

Bringing together inputs, delivery, management, and organization of services related to diagnosis, 
treatment, care, rehabilitation, and health promotion. Integration is a means to improve services in 
relation to access, quality, user satisfaction, and efficiency.

A group usually comprised of patients, families, and healthcare professionals. A patient board/council 
enhances patient-physician/practice team communications by promoting dignity and respect, infor-
mation sharing, patient/family participation, and collaboration.

Allowing patients access to choices that affect health outcomes.

Glossary of Advanced Patient-Centered Care Terms
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NJAFP Plays Important 
Role in New NCQA PCMH 
Program
Cari Miller, MSM, and Cathy Cardea, RN, MSN, have 
been certified by NCQA as Patient-Centered Medical 
Home (PCMH) Content Experts ™ . The Certified Con-
tent Experts completed two rigorous PCMH education 
seminars and passed a comprehensive exam validat-
ing their knowledge of NCQA Recognition standards 
and guidelines, application procedures, survey pro-
cesses and documentation requirements . The designa-
tion of NCQA PCMH Certified Content Expert is valid 
for two years and is renewable . In addition, Cari Miller 
served as one of the 11 members of the External Advi-
sory Panel for NCQA 
which contributed to 
the development of 
the PCMH Content 
Expert Certification 
(PCMH CEC) program . 
In an effort to help 
practices identify experts with a proven understanding 
of the NCQA PCMH Recognition program and to pro-
vide professionals with a way to validate their knowl-
edge base, NCQA developed the PCMH CEC program . 
Professionals who achieve the PCMH CEC credential 
have demonstrated their comprehensive knowledge 
of the standards and guidelines, application process, 
survey process, and documentation requirements of 
the NCQA PCMH Recognition program .

The procedure by which patients take more active roles in their care process.

A paradigm that complements traditional patient education by supporting patients to have higher 
quality of life with their chronic conditions. Self-management teaches problem-solving skills and self-
efficacy (confidence to carry out a behavior necessary to reach a desired goal).

A data visualization tool that provides instant practice performance data – can include a variety of 
measures, including but not limited to quality, utilization, satisfaction, financial, and more. A dashboard 
can serve as a benchmarking tool that contains data collected from a number of practices, allowing 
comparison.

A process for identifying and predicting patient  risk levels relating to healthcare needs, services, and 
coordination, with a goal to identify those at the highest risk  or likely to be at high risk and prioritiz-
ing the management of their care in order to prevent poor health outcomes.

Patient engagement

Patient self-management 
education

Practice dashboard

Risk stratification

Glossary of Advanced Patient-Centered Care Terms
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ISusan B. Orr, Esq. is a partner in the law firm of Tsoules, Martin, 
Sweeney & Orr, LLC in Exton, PA.

I f patients have to schedule appointments with your 
practice weeks or months in advance or if your 
practice is unable to accommodate same day ap-
pointments, you should consider bringing a mid-level 
provider such as an advanced practice nurse (APN) or 
a physician assistant (PA) into your practice. Bringing 

mid-level providers into your practice is an effective means of 
boosting practice revenue, freeing up the physician’s schedule 
and increasing patient satisfaction. 
 These mid-level providers provide many of the same services as 
physicians, including history and physicals, diagnosing and treat-
ing illnesses, ordering/interpreting tests, prescribing medications, 
preventive care, patient education and counseling services, both 
in outpatient and inpatient settings. Many practices use them to 
accommodate same day and urgent care appointments, freeing 
up the physicians for more chronic patients. Since these provid-
ers tend to be less busy than physicians, they have more time to 
spend with patients. 
 

New Jersey requires that a PA work under the direct supervision 
of a physician, meaning that the supervising physician must be 
available by telephone for either consultation or for recall back 
to the office. The supervising physician must personally review all 
charts and patient records and countersign all orders within seven 
(7) days of the entry in the patient’s chart. Medication orders must 
be reviewed and countersigned by the supervising physician within 
48 hours of their entry. In an in-patient setting, the physician must 
be “intermittently” present on site and available to the PA by tele-
phone. All entries by the PA must be reviewed within 24 hours. 
Keep in mind that one physician can supervise up to 4 PAs. 
 The APN statute and regulations, on the other hand, simply calls 
for the APN to “collaborate with” a physician and requires that 
the APN and physician enter into a written joint protocol to docu-
ment the services provided, accepted standards of practice, the 

method of communication between 
them and to outline the circumstances 
and conditions under which the APN 
may prescribe medication. Unlike the 
PA, there are no supervision require-
ments other than making sure the 
physician is immediately available to 
the APN either in person or by tele-
phone and that the physician periodi-
cally reviews the records of patients 
treated by the APN. 
 Not all third party payers credential PAs or APNs, but if they do 
not, they will allow you to bill under the name of the supervising 
physician, that is, the physician that is on site at the time the PA or 
the APN provides the services. Medicare does credential both PAs 
and APNs. However, if you bill under the PA’s or the APN’s provider 
number, Medicare will only pay 85% of the physician fee schedule. 
The alternative is to bill “incident to,” for which payment is made at 
100% of the physician fee schedule. Even though billing “incident 
to” is more attractive to your bottom line, there are strict require-
ments that must be met including: (a) the physician must perform 
the initial new patient visit; (b) the physician must see the patient 
for any new problem that arises; (c) services must be furnished un-
der a physician’s direct supervision; and (d) billing must be under the 
physician who is present in the office suite at the time the services 
are provided by the PA or APN. “Incident to” billing is limited to 
office visits only. Services provided by mid-level providers in nursing 
homes or hospitals must be billed under the PA’s or APN’s provider 
number. However, in a hospital setting you can take advantage of 
billing a split E & M (Evaluation & Management) service where both 
you and the mid-level provider see the patient on the same day, but 
not at the same time and correlate the two visits into a single E & M 
Code based on both of your notes. 
 It may take time for some patients to understand who this new 
APN or PA is and the role he or she will play in your practice. Train 
your staff about your mid-level provider so that they can educate 
patients when they call to schedule appointments or have ques-
tions. Always make sure that patients are informed when they 
schedule their appointments with your practice that they will be 
seeing an APN or a PA and not a physician. s

If you have any questions about bringing in a new mid-level provider, 
contact Susan B. Orr, Esq., Tsoules, Sweeney, Martin & Orr, LLC at 
610-423-4200 or email her at sorr@tshealthlaw.com. 

PRaCTICe
managemenT

VIeW

adding mid-level Providers 
To your Practice Susan B. Orr, Esq.

Bringing mid-level providers into your 
practice is an effective means of boost-
ing practice revenue, freeing up the 
physician’s schedule and increasing 
patient satisfaction. 
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Claudine M. Leone, Esq. is the Director of Governmental Affairs 
for the NJAFP.

T
he New Jersey Academy of Family Physicians 
(NJAFP) continues to work to reduce the admin-
istrative hassle factors affecting your practice 
operations and, ultimately, the impact of those 
administrative hassles on payment for the cov-
ered services you provide. Managed care hassle 

factors continue to be one of NJAFP’s top government affairs 
and advocacy priorities.
 Most recently, under the leadership and direction of NJAFP’s 
Board Chair, Dr. Robert Eidus, the NJAFP alerted the New Jersey 
Association of Health Plans and several individual health plans in the 
state to a significant hassle factor impacting primary care physicians, 
and an issue that, particularly, sabotages the concept of PCMH and 
comprehensive care: The plan’s communications to members/
patients about coinsurance when a physician uses a 25-Modi-
fier code associated with a patient’s well-visit. 
 Hopefully you recently received an informational tear off sheet 
for distribution to your patients from Horizon regarding this issue. 
This was produced by Horizon Blue Cross/Blue Shield of New 
Jersey as a direct result of the NJAFP’s discussions on the 25-Modi-
fier issue over the last year. On-line readers, please click here for 
a PDF of this tear off sheet, which has been reprinted along with 
this article. We strongly encourage you to distribute this to your 
Horizon patients at their well-visits. NJAFP continues to work with 
the Association of Health Plans and individual plans operating in 
New Jersey for a similar resolution to this issue.
 If this is all “news” to you… There was a time when health 
plans paid physicians for both a preventative care office visit and a 
problem-focused issue presented by the patient during the same 
visit or on the same day. Plan policies changed at some point and 
stopped this practice. This caused physicians to choose one of two 
undesirable paths: (1) forego payment for one of the services pro-
vided on the same day or (2) reschedule patients for another day 
to address the problem-focused issue. We know why the first op-
tion didn’t work. And, the latter jeopardized the patient-physician 
relationship, as it was often met with resentment by the patients 
having to return for another day and another co-pay. 
 Ultimately, we got to a point today where the health plans 
and Medicare wisely changed that policy; physicians can now 
appropriately use a 25-Modifier and get paid 100% of the pre-
ventive visit fee and 50% of what you would be paid normally 
for the problem focused issue when providing covered services 
during the same visit. See side-bar for 25-Modifier/well-visit 
coding practice .

 So, all was good. Patients were happy 
and physicians were being paid. 
 So what’s the problem, now?
 In recent years and as a result of the 
Affordable Care Act, all health plans 
have changed their benefit packages 
such that members do not pay co-pay 
for preventive care visits. Patients love 
this and it is arguably a solid policy 
to remove any financial barriers for 
patients to receive regular preventive care by their PCP.
 So, here you are, again, with a new version of the original 
problem. 
 A patient comes in for their well-visit with the understanding 
that they do not have co-pay. During that well-visit they present 
a new problem(s) and you provide “substantial” services, pre-
scriptions or referrals necessary to address this new issue, as well 
as the well-visit. Your office bills the health plan appropriately us-
ing the 25-Modifier with the well-visit and the problem-focused 
issue Evaluation and Management (E/M) code. You are paid by 
the plan and all is good. However, the patient is now respon-
sible for a co-pay or coinsurance related to the covered services 
provided for the problem-focused issue – and this often presents 
a problem at your front desk or ultimately through billing.
 The patient sees this as a “free” well-visit and does not have an 
understanding of the 25-Modifer policy that their health benefits 
package supports. The patient is not only displeased to pay a 
co-pay at the time of the visit, but they are also being advised by 
the health plan’s member services/customer service representa-
tives that what their physician did was wrong and the “well-visit” 
should be without any out of pocket expense. This is simply a 
result of the plan’s member services having limited knowledge of 
the benefits package and/or the 25-Modifier policy, as well as the 
patient’s lack of understanding the complexities of coding.
 The NJAFP not only raised concerns to the plans, but made sev-
eral recommendations for the plans to better educate their mem-
bers and the plan’s member services employees so that correct 
information is disseminated to their members and your patients 
when this scenario occurs. 
 At this time, Horizon is the only plan that has developed the 
tear-off sheet on this topic. NJAFP will continue to advocate on 
your behalf on administrative hassles related to your participation 
in managed care. 
 Please feel free to email me at Claudine@njafp.org with input 
on this issue or other administrative hassle factors that continue 
to plague your practice. NJAFP will continue to make resolution of 
hassle factors a top priority in our advocacy efforts. s

25-Modifier and Well-visits 
A solution to patient confusion Claudine M. Leone, Esq.
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The Breakdown 
on Modifier 25

In Appendix A of the Current Proce-
dural Terminology (CPT) 4 Manual, 
Modifier 25 is defined as follows: 

“Modifier 25 is a Significant, Separate-
ly Identifiable Evaluation and Manage-
ment Service by the Same Physician 
on the Same Day of the Procedure or 
Other Service.”

The use of Modifier 25 has specific re-
quirements: 

1.  The E/M service must be significant. 
The problem must warrant physician 
work that is medically necessary. This 
can be defined as a problem that re-
quires treatment with a prescription 
or a problem that would require the 
patient or family to return for anoth-
er visit to address it. A minor problem 
or concern would not warrant the 
billing of an E/M-25 service.

2.  The E/M service must be separate. 
The problem must be distinct from 
the other E/M service provided (eg, 
preventive medicine) or the proce-
dure being completed. Separate 
documentation for the E/M-25 
problem is helpful in supporting the 
use of Modifier 25 and especially 
important to support any necessary 
denial appeal.

3.  The E/M service must be provided 
on the same day as the other pro-
cedure or E/M service. This may be 
at the same encounter or a separate 
encounter on the same day.

4.  Modifier 25 should always be attached 
to the E/M code. If provided with a 
preventive medicine visit, it should be 
attached to the established office 
E/M code (99211–99215).

5.  The separately billed E/M service must 
meet documentation requirements 
for the code level selected. It will 
sometimes be based on time spent 
counseling and coordinating care for 
patients with chronic problems.
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In the News…
EVP Ray Saputelli’s editorial, “Keep nurses as part of super-
vised care team” received a lot of press in New Jersey (see 
Academy View). The article, and rebuttals, ran in New Jersey 
Newspapers.

The Camden Coalition of Healthcare Providers, founded by 
Jeff Brenner, MD (Camden) was featured in a National Pub-
lic Radio Morning Edition story on New Options for Primary 
Care. To read the transcript, visit http://www.npr.org/blogs/
health/2013/04/03/176020285/in-south-jersey-new-options-for-
primary-care-are-slow-to-take-hold?sc=17&f=1001

Sloan Robinson, MD (Marlton) was featured in a story on 
HealthIT.gov regarding his implementation of EHR as a small 
physician practice. Robinson is quoted as saying “I feel like 
a pioneer in the transformation of medicine. There’s a great 
sense of accomplishment in improving healthcare delivery 
through Health IT.” To read the full article, go to http://www.
healthit.gov/providers-professionals/dr-robinson-implements-
ehr-system-small-physician-practice

Thinking About Not 
Going to the Assembly 
This year? 
Maybe you Should Think Again

T
he Education Committee has worked hard to create 
a program that is full of new information. Yes, there 
is one diabetes talk, but the speaker is Neal D. 
Barnard, MD. Dr. Barnard is a clinical researcher and 
author and is one of America’s leading advocates 

for health, nutrition, and higher standards in research. He is also 
founder and president of the Physicians Committee for Respon-
sible Medicine. Guaranteed this is not going to be your same old 
diabetes talk.
 We also have two awesome plenary speakers. On Friday, 
Rosemary Gibson will speak on healthcare reform. Ms. Gibson 
is an author, speaker, and national leader in U.S. health care. She 
is the principal author with Janardan Prasad Singh of The Battle 
Over Health Care: What Obama’s Reform Means for America’s 
Future, a non-partisan analysis of the reform and what it means 
for America and the future. On Saturday, AAFP President Elect, 
Reid Blackwelder, MD, will speak on what the changes in health 
care mean for you, your practice and your patients.

And we haven’t forgotten the fun...
 Who will walk (or maybe run) away with the “Coveted NJAFP 
Resident Knowledge Bowl Cup?” (Friday evening, following the 
Exhibitors’ Reception).
 Come to the President’s Gala on Saturday evening to honor our 
incoming president, Tom Shaffrey, MD and dance to the Kenny I 
Orchestra in the spectacular Ocean Ballroom! 
 And there a lot of new exhibitors this year who can’t wait to 
meet you. Join us on Friday evening at 6:30pm for the Exhibitors’ 
Reception in the Grand Ballroom.
 There will be prizes… and pizza!
 Plus a Sunday morning meditation class and other surprises.
 Online registration is open. Go to http://www.njafp.org/SCSA 
to register and to stay updated on what we are planning for you. 

We Are Appified
Download our mobile app in June to find session times 
and locations as well as speaker’s names and program 
descriptions. Go to http://www.guidebook.com/getit or 
scan the QR code below with your phone’s QR scanner. 
More details will be available at the Scientific Assembly. 

Scan this QR code to download 
the Guidebook application.

Around the State… 
The Overlook Family Medicine Residency Program (Summit) 
announced that they were selected to participate in the GO! 
Diabetes program, as diabetes care “change agents” for 2013. 
This program, limited to 40 family medicine residency programs 
nationwide and supported by an educational grant from Sanofi, 
provides practice improvement tools for physicians, faculty, resi-
dents, and clinicians who care for patients with diabetes. 

Overlook’s change agents, Family Medicine resident, Alexander 
Nathanson, MD, (center) Certified Diabetes Educator Elfie We-
gner, NP (left) and Family Medicine faculty Elise Butkiewicz, MD, 
(left) attended the Train the Trainer workshop in New Orleans in 
March. The work-
shop features case 
studies and inter-
active lectures to 
help them facili-
tate, lead and im-
plement changes 
to improve diabe-
tes care to patients 
treated at their 
residency program.

For more information, visit godiabetes.org, or contact Susan 
Reichman, BSN, Program Director, by email at susan@godiabetes.
org or by phone at 1-888-388-8215.



With Sympathy…
The NJAFP sends condolences to Past President Tom Bellavia, MD 
(Hasbrouck Heights) on the passing of his mother on February 26th.

If at First You 
  Don’t Succeed
     Try, Try Again…
 
Whereas, I understand the importance of adding my voice 
to other NJAFP members to improve family medicine in 
New Jersey, and,

Whereas, Resolutions are an important part of expressing 
my opinion, and,

Whereas, Resolutions are also the best way to influence 
Academy policy, and,

Whereas, Resolutions are a way to bring issues to the at-
tention of the AAFP, therefore be it 

Resolved, I will write a resolution to be debated at the 
NJAFP House of Delegates that will convene on Friday, 
June 21, 2013 at 8:00 AM at Bally’s Atlantic City. And be it 
further 

Resolved, I will submit my resolution to the NJAFP office 
even if I miss the deadline of May, 13, 2013. And be it 
further

Resolved, I will beg, cajole, and implore every NJAFP 
member that I meet to do the same and invite them to join 
me at the House of Delegates on Friday, June 21, 2013 at 
Bally’s Atlantic City.

It is easy to write a resolution. Don’t be discouraged 
by the formality of it. Help is available. Just contact the 
NJAFP office for assistance. 
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Laura Knobel, MD addresses 
the 2012 HOD.
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Dr. Anderson is the NJ-HITEC Director for Strategic Initiatives.

T
he Meaningful Use (MU) process is fluid. Providers have 
to make adjustments based upon new rulings, changes 
in procedures, and modified processes outlined by the 
Centers for Medicare and Medicaid Services (CMS). NJ-
HITEC’s Meaningful Use Director, Bala Thirumalainambi, 

is a national subject matter expert on this topic and wants providers 
to clearly understand what is required to be successful to achieve 
Meaningful Use to receive their federal incentives.
 Thirumalainambi explains, “Keeping up with the rulings can be 
very cumbersome for providers. However, there are some very im-
portant changes related to Stage 2 Meaningful Use (MU), Electronic 
Health Record (EHR) system upgrades, and patient portals that doc-
tors need to understand so they can be, and remain, in compliance.”
 Some of the rules are simple. For example, for Medicare, once a 
provider has successfully completed two reporting years of Stage 1 
MU, they can move onto two reporting years of Stage 2 MU. The 
same rule applies to Medicaid, however the provider begins with 

the Adoption, Implementation, or Upgrade (AIU) of an EHR system, 
followed by two years of Stage 1 MU, then moves onto two years 
of Stage 2 MU. Although this is a simple rule, there is a slight excep-
tion for Medicare providers who began in 2011; this is because 
Stage 2 MU reporting only begins from January 1, 2014 regardless 
of when a provider began the process.
 The Medicare providers who began the MU process in 2011 and 
successfully completed Stage 1 cannot begin their Stage 2 reporting 
period until 2014. Thirumalainambi explains, “The early adopters 
are ahead of the game because they have an extra year (2013) of 
using their 2011 EHR system for Stage 1 MU. If they stay on track, 
they will receive the full financial benefit from CMS. However, re-
gardless of where a provider falls in the stages of MU, in 2014, they 
must use an upgraded 2014 edition of a certified EHR system to be 
in compliance with Stage 1 or Stage 2 MU rules. At present, very 
few systems are available as the EHR vendors are currently working 

on the software modifications.”
 The important point to note is that 
the providers must implement an up-
graded Office of the National Coordina-
tor (ONC) certified EHR system before 
beginning the Stage 2 MU process in 
2014.
 Another important difference from 
the norm in 2014 is the reporting 
period. The change is that, regardless 
of how far a provider has moved along in the MU process, Stage 1 
or Stage 2, in 2014 only a 90-day reporting period will be required. 
This 90-day reporting period will be a continuous 90 days for first 
year Stage 1 Meaningful Users and in quarters (Jan-Mar, Apr-Jun, 
etc.) for everyone else. For example, if the Stage 2 providers do not 
successfully meet the requirements in the first quarter of 2014, they 
will begin the cycle again on April 1. Every Stage 2 reporting year 
after 2014 is for a full calendar year. The State will decide on the 
nature of the reporting period for the Medicaid providers. 
 This also means that the providers, who began or are beginning 
the MU process in 2013 and successfully attest, will be doing 90 days 
of Stage 1 MU again in 2014, instead of the usual full year of Stage 1 
MU. For those providers who are very late starters and begin the MU 
process in 2014, they must demonstrate MU for a 90-day reporting 
period in 2014 to avoid payment adjustments in 2015. This reporting 
period must occur in the first nine months of calendar year 2014, and 
Eligible Professionals (EPs) must attest to MU no later than October 1, 
2014 to avoid the payment adjustments.
 “The important piece of the MU puzzle is that a provider must 
be on a 2014 ONC certified EHR system to begin Stage 2. We 
strongly encourage providers to speak with their vendors and 
find out when the upgrade to their EHR system will be available 
and get in the queue. We want providers to be thinking about it 
now, pushing their vendors, and planning ahead,” urges Thirum-
alainambi. “Once a provider has the upgraded system, then the 
practice can begin Stage 1 or Stage 2 in 2014 based upon the 
above discussion.”
 To learn more about the MU timeline, please visit the CMS My 
EHR Participation Timeline at http://cms.gov/Regulations-and-Guid-
ance/Legislation/EHRIncentivePrograms/Participation-Timeline.html 
 The above CMS link explains the length of time a provider is 
required to demonstrate MU at each stage and the maximum incen-
tive payment for each year of participation.

hI-TeCh 
VIeW

Meaningful Use Update
Timeline, EHR Upgrades & Patient Portal Denise Anderson, PhD
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Keeping up with the rulings can 
be very cumbersome for providers. 
However, there are some very 
important changes…



Providers Can Be Penalized under the CMS 
Medicaid Incentive Program
 Medicare EPs who first demonstrated MU in 2011 or 2012 must 
demonstrate MU for a full year in 2013 to avoid payment adjust-
ments in 2015. They must continue to demonstrate MU every year 
to avoid payment adjustments in subsequent years, as well. EPs who 
first demonstrate MU in 2013 must demonstrate MU for a 90-day 
reporting period in 2013 to avoid payment adjustments in 2015. 
Again, they must continue to demonstrate MU every year to avoid 
payment adjustments in subsequent years.
 A very important point to note for Medicaid providers is that 
Congress mandated that an EP must be a meaningful user in 
order to avoid the payment adjustment; therefore receiving a 
Medicaid EHR incentive payment for AIU, an EP’s certified EHR 
technology would not exempt them from the payment ad-
justments. Providers must demonstrate MU according to the 
timelines detailed above to avoid the payment adjustments. They 
may demonstrate MU under either Medicare or Medicaid. So 
even though providers can skip years in between the Medicaid 
EHR incentive program timeline, it is essential to start or achieve 

MU during 2013 or at least start the MU process by July 2014 
in order to avoid Medicare payment penalties. It may have a fi-
nancially low impact on the Medicaid practice, but the Medicare 
payments will take a hit.
 The amount of penalties is clearly outlined through tip sheets 
provided by CMS. To look at these tip sheets and learn more about 
the penalties, please visit http://www.cms.gov/Regulations-and-
Guidance/Legislation/EHRIncentivePrograms/Downloads/Paymen-
tAdj_HardshipExcepTipSheetforEP.pdf

Prepare to Offer a Patient Portal
 Another piece of the Stage 2 MU puzzle is that providers will 
be required to implement and offer a patient portal in 2014. CMS 
removed some MU measures and replaced them with the patient 
portal access requirement for Stage 1 and Stage 2.
 The key is that for Stage 1 in 2014, the providers must facilitate 
the portal to be compliant. The rule does not require the patients 
to get on the portal and use the information; it is about providing 
access. But in Stage 2, 5% of patients will have to get on the portal 
and access their information. s

Save the Date

Wonca 2013 Prague
20th World Conference

Family Medicine
Care for Generations

June 25-29, 2013 
Prague, Czech Republic

Approved for 20.25 AAFP Prescribed Credits

www.wonca2013.com

The 20th WONCA World Conference will be held June 25-29, 
2013 in Prague, Czech Republic. The overall theme of the confer-
ence is “Family Medicine - Care for Generations,” which will 
address all dimensions of the discipline including clinical, profes-
sional, health policy, education, research, and quality issues.
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ello colleagues and friends. My name is Gerald Banks 
and I am a PGY-1 from the UMDNJ/RWJMS Family 
Medicine Residency Program at Capital Health. I grew 
up in a small town in northern Idaho and attended 
Boise State University. When I give this bit of back 

story to people I meet out here in Jersey, the most common question I 
get is, “Why did you chose Trenton?!” “Well,” I say with a wry smile, 
“New Jersey is actually pretty AWESOME!” If I was being completely 
forthcoming, I guess I would have to admit initially that I landed in 
Trenton because of Adity [Bhattacharyya] and Alan [Remde]. “Dr. 
B,” as my resident colleagues affectionately call her, is my program 
director and Dr. Remde is a core faculty member at my residency 
program. They single handedly won me over based on their breadth 
of knowledge and enthusiasm for not just the program, but for the 
entire Garden State. Interestingly enough it wasn’t until after I arrived 
that I realized how “awesome” New Jersey really is.
 Certainly, I had some preconceived misconceptions about New Jersey, 
ultimately based solely on The Sopranos and Jersey Shore. What I found 
was an amazing children’s museum in Cherry Hill (The Garden State 
Discovery Museum), and as a father of two young children (ages 2 and 
4), this was quite a “discovery.” And just a little bit down the road in 
Camden is the Adventure Aquarium, which the kids loved so much, we 
had to get a season pass. The Newark Museum was equally amazing, 
featuring more than 83,000 objects ranging from rare seashells to a 

mastodon skeleton. And the beaches at Cape May are breathtaking! I 
can go fly fishing in the morning and deep sea fishing in the afternoon, 
golf at Mercer Oaks in the morning and be in Atlantic City playing black-
jack by 5:00 PM. I can take my kids to Veterans Park and later be at the 
Planetarium in Trenton watching the latest solar system display. What I 
came to realize was New Jersey was totally underrated!
 I do fully understand this expression of my perspective on New 
Jersey is tantamount to “preaching to the choir.” I do appreciate 
that there is no need for me to bestow upon you the awesomeness 
of New Jersey because frankly you get to live it every day. I’m clearly 
not telling you something that you don’t already know. But what I 
wonder is how many of your colleagues know about the awesome-
ness of New Jersey? How many of your colleagues in the AAFP know 

how marvelous New Jersey is? How 
many medical students outside of New 
Jersey know how great this state is? How 
many young doctors graduating from residency programs all over the 
country know how incredible this state is?
 I am writing this in an effort to, pardon the pun, spread the awesome-
ness that is New Jersey. I believe we, as the NJAFP, can do two simple 
things to reach hundreds of young medical students, residents, and 
physicians. I believe that if more young physicians knew what I know, we 
would never have a shortage of quality family physicians in this state. 
 First, I think it’s important to take advantage of the AAFP’s 
National Conference. Many of you may know of the conference; 
it is an amazing opportunity to get in front of hundreds of medical 
students and residents at one place at one time. This is a tremen-
dous opportunity to get the word out. There are representatives 
from over 100 residency programs throughout the country for this 
one weekend in Kansas City. We have 13 family medicine residency 
programs in New Jersey, yet only one program was represented last 
year. We have an opportunity to reach hundreds if not a thousand 
residents and 3rd and 4th year medical students. This should be an 
occasion that we eagerly seize. We could adopt what the programs 
in California and Texas do and have an entire aisle devoted to just 
family medicine residency programs in New Jersey or simply have 
one large booth representing all of the programs in the state. Let’s 
share how great we are!
 Finally, I think it is important to embrace social media. Thomas 
Jefferson used newspapers to win the presidency, FDR used radio 
to change the way he governed, JFK was the first president to fully 
understand and utilize television. And according to most pundits 
from Washington, the major success factor for Obama’s victory in 
2008 and 2012 was how the campaign used social media and tech-
nology as an integral part of the strategy, to raise money, and, more 
importantly, to develop a groundswell of empowered volunteers 
who felt they could make a difference. In 2008, the future president 
and leader of the free world, Barack Obama announced his vice 
presidential nominee via text message!
 Like it or not, we live in an age when even the White House has a 
Twitter following, quite a substantial one at that. So why can’t we, 
like the past and current president, embrace social media? It could be 
a very powerful tool if wielded correctly to recruit new residents into 
our programs and to obtain/retain new physicians and graduating 
physicians from other residency programs, to come here and practice 
in our state. The low cost and high reward for implementing these 
sorts of programs make them quite appealing. I believe it’s time to let 
everyone else know what we already do…that New Jersey is actually 
pretty AWESOME! s

my VIeW

New Jersey is actually 
pretty AWESOME!   Gerald Banks, MD, MS

H

I believe that if more young physi-
cians knew what I know, we would 
never have a shortage of quality 
family physicians in this state. 

Gerald Banks, MD, MS is a PGY1 at UMDNJ-RWJ at Capital Health in 
Trenton and is a candidate for NJAFP’s open Resident Trustee position.
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New Materials Available to Help 
Your Patients Quit Smoking

For more information on the Tips program visit http://www.cdc.gov/tobacco/campaign/tips/

Ask and Act
 AAFP has updated the Ask and Act 
tobacco cessation resources. Many of the 
resources are 
available online 
for free, and some 
can be ordered. 
 You can help 
stop tobacco use 
with ASK and 
ACT. ASK your 
patients about 
tobacco use, and ACT to help them quit. 
Go to http://www.aafp.org/online/en/home/
clinical/publichealth/tobacco/toolkit.html to 
explore new and updated tobacco cessa-
tion patient education tools, pharmacologic 
product guide, and coding information for 
your practice. 

The Centers for Disease Control and Preven-
tion’s (CDC) Office on Smoking and Health 
(OSH) is building on the success of the 
Tips From Former Smokers campaign by 
expanding its campaign efforts in 2013. The 
Tips 2013 campaign will continue to raise 
awareness of the negative health effects 
caused by smoking, encourage smokers to 
quit, and encourage nonsmokers to protect 
themselves and their families from exposure 
to secondhand smoke. 
 Tips ads featuring new participants 
will air Monday, April 1 through Sun-
day, June 23, 2013. The ads include 
television, radio, billboards, magazines, 
newspapers, and online in video, display, 
and mobile formats. Facebook, Twitter, 

YouTube, and Pinterest will help OSH 
amplify the campaign’s messages more 
broadly. 
 The 2013 campaign features addition-
al health conditions (chronic obstructive 
pulmonary disease [COPD], asthma in 
adults, smoking-related complications in 
a person with diabetes) and population 
groups (American Indian/Alaska Native 
and LGBT communities [lesbian, gay, bi-
sexual, and transgender]) that were not 
featured in the first campaign. The ads 
illustrate the toll that smoking-related 
illnesses have taken on these individu-
als’ lives, provide encouragement to quit 
smoking, and include information on 
how to access free help.

sPeCIal 
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MedFest XIII

O
n April 17 NJAFP, together with the Athletic Trainers 
Society of New Jersey (ATSNJ) presented another 
MedFest program at the Special Olympics headquar-
ters in Lawrenceville. MedFest is the annual program 
(sometimes bi-annual program) that provides pre-

participation physicals to special needs students, allowing them to 
participate in Special Olympic activities. We have been holding this 
program for over 10 years and we wish to thank all the important 
people who have made it such a success. 
 Without the enthusiasm, commitment and passion of NJAFP 
past president and current NJ Healthy Athletes Coordinator, 
Jeff Zlotnick, MD, CAQ this program would not be possible. Dr. 
Zlotnick continues to volunteer his time to improve and expand 
the program and learn more ways in which we can better serve 
the special needs population. His outreach extends to other states 
that have heard of NJ’s success and invited Dr. Zlotnick to consult 
on their efforts to build similar programs in conjunction with their 

state’s Special Olympic chapters. 
Through these collaborative ef-
forts, new recommendations can 
be implemented, making MedFest 
an effective, up-to-date program.
 Over the years, our Family 
Medicine residency programs have 
generously provided residents who 
take the time away from their of-
fice practices to participate in Med-
Fest and experience caring for this 
underserved population. Residents 
perform an important community 
service while familiarizing themselves with specific conditions and 
needs unique to this special group.
 The Athletic Trainers Society of New Jersey has also been an 
important contributor to this program, volunteering time and 
expertise in the musculoskeletal exam station for the past ten years. 
Athletic trainers are allied health professionals uniquely trained and 
qualified to focus on the prevention, recognition, management and 
rehabilitation of sports-related injuries. By evaluating special needs 
students’ musculoskeletal dexterity, they help to determine potential 
athletes’ capabilities, rather than limitations.
 It is rewarding to know that a program we have fostered here 
in New Jersey is being implemented in many other states for the 
purpose of providing special needs individuals with opportunity 
to succeed on their own merits and talents—and to be respected 
within their communities for their accomplishments. Thank you to 
all who have worked to make this program an important resource 
to the special needs population and an enjoyable experience for 
those who have unselfishly volunteered their time over the past ten 
years. We look forward to the next ten. sJohn Metz, MD takes a student’s history at MedFest XIII

NJAFP Healthy Athletes Coordi-
nator, Jeff Zlotnick, MD, CAQ
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D
o you want to make a positive impact that 
will be appreciated? Please take a moment 
and consider making a contribution to sup-
port the vision of the NJAFP Foundation. You 

can make a donation to recognize someone special, 
perhaps honoring their commitment to health care, or 
maybe their commitment to your health care.  Consider 
the ways your contribution will be used to enhance the 
vision of the NJAFP Foundation.

New Jersey Academy of Family Physicians 
Foundation Vision
•  Increase interest in family medicine among medical students and 

college students through its scholarship and grant programs 

•  Assist men and women in entering the practice of family 
medicine in New Jersey through preceptor programs and 
resident repayment programs 

•  Enhance the specialty through encouragement and support of 
research by medical students and family physicians s

FOunDaTIOn
VIeWInspiration

“It is in giving that we receive.” 
   – Saint Francis of Assisi

“ No one has ever become 
poor by giving.” 

   – Anne Frank

“  Give when asked, 
even be it a little.” 

   – Siddhartha Gautama

“  When you learn, teach. 
When you get, give.” 

   – Maya Angelou

“  To give without any reward, 
or any notice, has a special 
quality of its own.” 

   – Anne Morrow Lindbergh
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ClOsIng 
VIeW

T
his is the most 
difficult article I 
have ever had to 
write. 18 years 
ago I packed my 
worldly possessions 
up from my North 

Philadelphia apartment and, late at night, 
hauled everything to New Jersey. The next 
morning I began my residency training in 
Family Medicine at what was West Jersey 
Hospital in Voorhees, NJ. Later this summer, 
I am again packing to move. Only this time 
I am moving out of New Jersey.

 I love New Jersey and all of the wonder-
ful people I have had the honor to work 
with. I have also loved working with and 
for all of you in my different roles with the 

New Jersey Academy.
 I want you to know that I am not leaving 
because of the climate for family medicine 
in New Jersey. To the contrary, I believe the 
climate for family medicine within the state 
is showing signs of improvement. I am go-
ing to, rather than leaving from. I have the 
opportunity to create a new family medi-
cine residency program with Penn State 
University in State College, PA. To me, this 
is an exciting opportunity. I will take all that 
I have learned here and apply it to creating 
a training site for family medicine residents 
in Central Pennsylvania.

 
 

   State College is near my family of origin 
as well. I am learning that you can come 
home again. My Dad, siblings, cousins, 
nieces and nephews have all been sup-

portive and 
happy for my 
return home. 
 I hope that 
I have had a 
positive effect 
within New 
Jersey. I always 
try to leave 
things better 
than I found 
them, and as my faculty will tell you, I am 
fond of saying “anything toward the good, 
is good.” I hope I have contributed to “the 
good.”
 I also do not know where life will lead 
me. I do not think of this as “Goodbye,” 
but rather “Until we meet again.” Also, 
realistically, I am just moving next door, not 
half way around the world.
 Thank you all for all that you have given 
to me. I will leave you with two of my 
favorite Winston Churchill quotes:
 
“Never, never, never give up!” 

“ We make a living by what we get, 
but we make a life by what we 
give.”

 I hope that I have given to you. As always, 
I look forward to your comments. s

_____________________________________

From the Managing Editor, 
Theresa Barrett, MS:

It has been an honor and a pleasure to 
serve as Dr. Wiedemer’s Managing Editor. 
His quiet patience as we dealt with publi-
cation issues and his inspirational column 
“Closing View,” have taught me much. He 
will be greatly missed as a valued member 
of the publication staff and a dear friend 
to all of us.

I wish you Happy Reading.

– Theresa

Until We Meet Again  Joseph P. Wiedemer, MD
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I am going to, rather than leaving from.

Joseph P. Wiedemer, MD is a Trustee of the NJAFP and is the Director of the 
Mountainside Family Medicine Residency Program in Verona. He has been an 

Academy member since 1995. Dr. Wiedemer and his family live in Ringoes.
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CME Post Test
Diabetic Retinopathy Screening in the Primary Care Setting

1.  According to the American Diabetes Association and the American Acade-
my of Ophthalmology screening guidelines, patients with diabetes should 
be screened for diabetic retinopathy every: a)  month; b) 3 months; c) 4 
months; d) 6 months; e) 12 months.

2.  In addition to abnormal cup/disc ratio and vessel appearance and caliber, 
the referral criteria included: a) macular edema b) presence of exudates; 
c) presence of hemorrhages; d); a and b; e) b and c.

3.  In the study population, non-mydriatric retinal screening in the primary 
care setting demonstrated sensitivity of 90.2% and specificity of:  a) 
51.1%; b) 61.1%; c)71.1%; d)81.1%; e) 91.1%.

4.  In the early stages of diabetic retinopathy, the majority of patients have: 
a) blurred vision; b) eye pain; c) nausea; d) no abnormalities; e) vision loss.

5.  Based on the study results, the researchers proposed that the current ap-
proach to screening patients for diabetic retinopathy in the primary care 
setting: a) requires more research to determine efficacy; b) should remain 
the same; c) should be reconsidered; d) should be discontinued; e) none 
of the above.

6.  True or False: The purpose of the study was to validate whether the use 
of a non-mydriatric retinal camera at the primary care level can result in 
high quality, convenient, cost effective, and timely screening for diabetic 
retinopathy.

7.  True or False: Twenty years after diagnosis, more than 90% of patients 
with type 1 diabetes and more than 60% of those with type 2 diabetes 
will have some degree of retinopathy.

8.  True or False: The majority of patients with diabetic retinopathy are as-
ymptomatic until the late stages of the disease.

9.  True or False: The reason for the majority of the “under reads” were cup 
to disc errors suggesting potentially decreased intra-ocular pressure. 

10.  True or False: Comparisons of study findings with a Chi Square Goodness 
of Fit test showed no significant difference between the ophthalmolo-
gist’s and primary care physician’s readings.

ANSWERS ON PAGE 9
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It pays to examine the health 
of your medical liability insurer.

Medical Professional Mutual Insurance Company and ProSelect Insurance 
Company, both Coverys member companies, were recently rated ‘A’
for fi nancial strength by A.M. Best. We earned this distinction as a result 
of excellent capitalization, strong underwriting results and favorable  
historical investment income. In short, it means we will be there when  
you need us. And that should make you feel a lot better.

To fi nd out more, visit us online at www.coverys.com

Medical Professional Mutual Insurance Company • ProSelect Insurance Company  
MHA Insurance Company • Washington Casualty Company

COVERYS MEMBER 
COMPANIES RECENTLY 

EARNED AN ‘A’ FOR 
FINANCIAL STRENGTH 

FROM A.M. BEST.




