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I 
started this column writing about the need for 
positive communication to counteract the 
anti-vaccination movement. In research-
ing this topic, I stumbled upon a World 
Health Organization (WHO) Bulletin1 
about the effect that vaccines have 
had on the world. I expected the usual 

reports on reductions in morbidity and mortality, 
but there were facts in this bulletin that I never knew 
or even suspected. For example, did you know that the 
only other substance more effective in reducing the burden 
of infectious disease is clean water? Other examples of the positive effects of 
vaccines include:

	 •		Global	Eradication:	once	a	pathogen	has	been	eradicated	it	cannot	re-
emerge (unless reintroduced either accidently or intentionally). This allows 
vaccination and other preventative measures to be discontinued. Smallpox 
falls into this category. Polio is the next disease targeted for eradication. 
Type 2 polio has already been eliminated, but types 1 and 3 still exist.

	 •		Elimination:	Diseases	can	be	eliminated	locally	without	global	eradication.	
Substantial progress has been made in four of the six WHO regions to 
eliminate measles. The disease is no longer indigenous in these regions and 
importing the virus does not result in a sustained spread of the virus. How-
ever, for this fact to remain true there must be more than 95% population 
immunity through the two-dose vaccine regimen. Measles has already been 
eliminated in the Americas, and measles, mumps, and rubella have been 
eliminated in Finland. The elimination of the viruses from these regions is 
proof of the feasibility of their eventual global eradication. However, it must 
be noted that local elimination does not remove the danger of reintroduc-
tion of the disease in such as the re-emergence of measles introduced back 
into the U.S. by those originally infected in other WHO regions.2

	 •		Reduction	of	morbidity	and	mortality:	Vaccines	protect	the	individual	if	
administered before exposure, and some vaccines are effective even after 
exposure, i.e., rabies, hepatitis A and B, measles, and varicella. On a global 
level, vaccines prevent almost 6 million deaths, and in the U.S. there has 
been a 99% decrease in nine of the diseases for which immunization is 
routinely recommended.

	 •		Protection	of	unvaccinated	populations:	Herd	immunity	protects	the	unvac-
cinated when a sufficient number of the population is immunized. Source 
drying also protects unvaccinated populations by stopping the reservoir 
of the infection, for example immunization of food handlers to control 
typhoid and hepatitis A.

	 •		Protection	against	related	diseases:	Vaccines	can	prevent	against	disease	
that	are	related	to	the	target	disease.	Research	has	shown	that	the	influ-
enza vaccine can be protective for otitis media in children, and measles 
vaccination protects against complications such as dysentery and bacterial 
pneumonia.

	 •		Cancer	prevention:	Chronic	hepatitis	B	infection	is	known	to	lead	to	liver	
cancer, and some cervical cancers are linked to the human papillomavirus. 
Immunization can prevent these cancers from occurring.
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Dr. Shaffrey is president of the New Jersey Academy of Family 
Physicians. He is in private practice in Bound Brook, NJ.

A
s in the past, each year brings new challenges and 
new opportunities. 2014 opened with significant 
changes	related	to	the	Affordable	Care	Act,	and	
2013 closed with a significant proposal to eliminate 
the	Medicare	calculation	known	as	the	SGR,	the	

means by which the federal government determines what it will pay 
for health care services. Both changes are likely to have significant 
effects on how practices operate.
	 At	the	end	of	2013,	members	of	the	U.S.	Congress	offered	a	
proposal	regarding	Medicare’s	payment	formula,	the	SGR.	Most	
of us are aware that this formula, first adopted in the 1990s, is 
tied to economic indicators for the national economy. For the past 
decade, this formula has dictated that Medicare payments be 
reduced.	Each	year,	Congress	has	passed	what	has	become	known	
as	the	“Doc	Fix”	to	prevent	this	from	happening,	but	the	end	result	
has only compounded the need for greater reductions the follow-
ing year. Last fall, a bipartisan proposal was presented that would 
eliminate	the	SGR	and	freeze	Medicare	payments	at	the	2013	level	

for the next 10 years. The American Academy of Family Physicians 
(AAFP) held conference calls with representatives of state chapters 
to discuss this proposal. After due consideration, the AAFP gave 
its conditional support to the proposal and is pursuing changes to 
strengthen aspects of primary care payments.
 Since the beginning of the year, I have heard stories of difficulties 
from colleagues whom I have known for quite some time. One 

colleague had to obtain short-term 
loans this month to pay for practice 
expenses because of increased delays 
in payments. Another colleague 
informed me that last year, after nearly 
2 decades, his practice was no longer 
viable and he had to seek employment 
elsewhere. The reason? The lack of 
payment increases as well as outright 
payment cuts. A third has asked when, 
after funding the expenses and obtain-
ing	PCMH	certification,	she	could	
expect to see increases in payments to 
justify those expenses. These are not the first occurrences of such is-
sues that I have encountered. I would venture that other colleagues 
are experiencing similar problems. 
 It is critical that you be heard and not keep the problems that 
you are facing to yourself. I have made a point of discussing these 
topics with local colleagues as well as those from other states. 
Many of these issues are being felt across the state and across the 
country. Unless there is recognition of common problems, there 
cannot be a unified effort to find a common solution. The NJAFP 
is here to represent you, but in order to do so, you must be willing 
to share the obstacles that are affecting you and your practice. As 
I noted last June, one of the simplest but most powerful quotes 
that I believe is important is, “I cannot keep my patients healthy 
if	I’m	not	healthy.”	To	that	purpose,	I	ask	you	to	let	me	know	
what is happening to you, the problems that you are facing, and 
the successes that you have had. Please feel free to contact me 
at president@NJAFP.org, and consider joining the AAFP listservs 
to read and share your experiences with colleagues from across 
the country, available at http://www.aafp.org/about/membership/ 
services/aafp-connection.html 
 I also urge each member to consider being a county representa-
tive	to	the	2014	House	of	Delegates,	which	precedes	the	yearly	
Scientific	Assembly	in	June.	The	House	of	Delegates,	when	in	ses-
sion, is the governing body of the NJAFP. It is here where members 
can best inform the NJAFP Board and, by extension, the AAFP 
of what is happening to you and your practice, and direct what 
changes are needed to help maintain your practice and keep it 
viable for years to come. s

Editor’s Note: The NJAFP House of Delegates will convene at 
8:00 am on Friday, June 13, 2014 at the Sheraton Atlantic City 
Convention Center Hotel. Visit www.njafp.org/SCSA for updates 
and registration information.

New Challenges, 
New Opportunities 
Thomas A. Shaffrey, MD

It is critical that you be heard 
and not keep the problems that 
you are facing to yourself.  
You must be willing to share 
the obstacles that are affecting 
you and your practice.
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Transformative Ideas
Ignore at Your Own Risk Ray Saputelli, MBA, CAE

Raymond J. Saputelli, MBA, CAE is the Executive Vice President 
of the New Jersey Academy of Family Physicians (NJAFP) and the 
Executive Director of the NJAFP Foundation.

T
he	Patient	Centered	Medical	Home	is	a	doomed	
failure. It must be. It’s all over the healthcare news. 
The first indication was the February 25th JAMA 
article that studied “One of the first, largest, 
and longest-running multipayer trials of patient-
centered medical home medical practices in the 

United	States”	and	found	it	to	be	“associated	with	limited	
improvements in quality and was not associated with reductions 
in use of hospital, emergency department, or ambulatory care 
services	or	total	costs	of	care	over	three	years.”	Shortly	after,	we	
heard	from	MedPAC	Chair,	Glenn	Hackbarth,	JD,	who	said,	“In	
order	to	meet	all	the	NCQA	requirements,	there	are	a	lot	of	bells	
and whistles that have been added. My impression is that not all 
of them have really been validated as added value, but they add 
cost. I’m worried that maybe the medical home model has a real 
cost	disadvantage.”	In	the	wake	of	these	comments	almost	every	
healthcare reporter, blogger, observer, and commentator has had 
something to say about the failure of the model. Why wouldn’t 
they? After all, bad news is good for business in the cut-throat, 
get-it-first game of news reporting in our sound-bite hungry 
culture. It’s even better if they can tell us what we should think in 
140 characters or less. 
 My first reaction to the news was that this was all coming from 
people with something to gain by the failure of the model. I came 

to the opinion honestly. My father always said “don’t believe 
anything you read and only half	of	what	you	see.”	Of	course	he	
wasn’t quite that cynical, but he did instill a healthy skepticism 
in his son. He would tell me that every experiment sets out to 
prove or disprove something, and smart people with a stake in the 
outcome can often mold the results to support of their vision. Like 
Mark Twain said, “There are three kinds of lies: lies, damned lies, 
and	statistics.”	While	I	am	certain	that	the	desire	to	see	the	PCMH	
model fail in order to maintain a status quo that is more comfort-

able is the motivation behind some of 
the naysayers, I don’t really know if that 
is	the	motivation	for	everyone.	Cer-
tainly there are some people who really 
do want to find a way to lower cost, 
improve quality and the patient experi-
ence, and improve the overall health of 
the population. 
 So why the myopia? How does one 
who is not simply motivated by the de-
sire to mute change argue against the 
changes	to	healthcare	delivery	that	the	PCMH	model	advocates?	
In my opinion it is because too much of the dialogue is focused 
on immediate cost reduction while the model likely “bends the 
cost	curve”	over	a	longer	interval.	At	the	risk	of	being	glib,	if	we	
are simply interested in reducing immediate healthcare costs we 
would	make	it	MORE	difficult	to	access	care.	If	my	chronic	condi-
tion is undiagnosed and/or untreated, and if I am then denied 
access	to	the	ER	for	the	acute	episodes	that	are	the	result	of	that	
undiagnosed and untreated condition, I do not consume any 
healthcare	resources.	Costs	in	that	short	window	of	time	are	in	
fact reduced. We know that is not a sustainable, nor a socially 
acceptable	model.	Conversely,	if	the	system	diagnoses	and	treats	
more chronic illness sooner and more effectively by employing 
team-based, efficient, and effective care that is easily accessed; 
and if the system provides the patient with the tools and resources 
to more effectively manage their condition; and if we replace the 
perverse incentives of our volume-based payment system with 

one that pays for value, we may actually see a spike in cost in the 
near term, but the investment in those changes will undoubtedly 
pay dividends over time. Of course if we continue to refine the 
model, for example utilizing data and information to deliver the 
right care to the right patients at the right time, we can even blunt 
some of that initial spike. I know this is not news to most of the 
people who will read this; yet for so many the results of one trial 
are deemed to be a death-knell rather than another step towards 
the desired end of redesigning our continued on next page

We must continue to learn how to 
improve the PCMH model, what we 
value, and how we pay for it.
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healthcare delivery system to be financially sustainable.
 In 1932 while discussing the potential to harness nuclear en-
ergy,	Albert	Einstein	said	“There	is	not	the	slightest	indication	that	
[it] will ever be obtainable. It would mean that the atom would 
have	to	be	shattered	at	will.”		It	is	reasonable	to	assume	that	an	
intellect	such	as	Einstein	had	some	degree	of	confidence	when	he	
made that statement. In fact, it is likely that he based his opinion 
on the research and empirical data that was available at the time. 
I can imagine such research and data described using statements 
such as: Interventions to transform the atom into harnessable 
energy sources are increasingly common, but their effectiveness in 
improving power quality and containing energy costs is unclear. 
Perhaps I am being too facetious, but I am glad that we never 
stopped trying.
	 Almost	one-hundred	years	earlier,	French	surgeon	Dr.	Alfred	
Velpeau	wrote:	“The	abolishment	of	pain	in	surgery	is	a	chimera.	
It is absurd to go on seeking it... Knife and pain are two words in 
surgery that must forever be associated in the consciousness of 
the	patient.”	Having	been	a	surgical	patient	in	the	past,	I	can	offer	
first-hand gratitude that early attempts to dull the pain of surgery, 
as disappointing as they may have been, were not abandoned in 
favor of sharper scalpels.
	 In	July	of	last	year,	the	2012	results	of	the	PCMH	program	were	
published. This program, its roots almost 5 years prior, was at the 
time a most unlikely collaboration between NJAFP and Horizon 

Blue	Cross	and	Blue	Shield	of	NJ.	The	program	compared	how	
health care was delivered to 70,000 members in patient-centered 
practices to the health care delivered to members in other primary 
care practices. The results showed impressive improvements in 
care and reduced costs to those members in the program. Some 
of the highlights included: 5% higher rate in improved diabetes 
control (HbA1c), 3% higher rate in breast cancer screenings, 11% 
higher rate in pneumonia vaccinations, 23% lower rate in hospital 
inpatient	admissions,	12%	lower	rate	in	Emergency	Room	(ER)	
visits, and 9% lower cost of care for diabetic patients. The 2013 
results (when published), buttressed in some ways by the addi-
tional transformative efforts and improved payment model and 
funding	of	the	Comprehensive	Primary	Care	Initiative	in	practices	
where there is crossover, will likely show even better results.  
 Much like those who continued to study and refine research 
in support of transformative ideas proved the initial doubters 
and naysayers wrong in the areas of nuclear energy, surgical 
anesthesia, and in many other examples throughout history of 
transformative ideas that might have been abandoned if only 
viewed through the single lens early expectations and small result 
samples (examples abound from radio to the telephone, and from 
the automobile to space travel), we must continue to learn how to 
improve	the	PCMH	model,	what	we	value,	and	how	we	pay	for	it.	
We know what the alternative gets us, and it’s simply not sustain-
able. As always, that’s simply my opinion. I welcome yours. s

Transformative Ideas continued from previous page
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On Smoking and Health
JANuARy 11, 2014, marked the 50th anniversary of the 
surgeon general’s landmark report on smoking and its effect on 
health. This scientifically rigorous report was the first federal gov-
ernment report to link smoking with diseases such as lung cancer 
and heart disease.
  Since the release of this historic publication, 31 more surgeon 
general reports have been published, increasing our understanding of 
the health and financial burden caused by tobacco use. We know 
now that a host of other cancers and illnesses are attributable to 
tobacco use, which remains the leading cause of preventable death 
in the United States. There is good news, however, when it comes 
to tobacco control. The number of American adults who smoke 
has fallen from about 43% in 
1965 to about 18% today.1 In 
addition, mortality rates from 
lung cancer, the leading cause 
of cancer death in the United 
States, are declining.1 The 50th 
anniversary report stated, “For the United States, the epidemic 
of smoking-caused disease in the twentieth century ranks among 
the greatest public health catastrophes of the century, while the 
decline of smoking consequent to tobacco control is surely one of 
public	health’s	greatest	successes”	(p.	1).1

Reference
1.	 	U.S.	Department	of	Health	and	Human	Services.	(2014).	The health consequences of 

smoking—50 years of progress: A report of the surgeon general.	Atlanta,	GA:	Centers	
for	Disease	Control	and	Prevention,	National	Center	for	Chronic	Disease	Prevention	and	
Health Promotion, Office on Smoking and Health.

AAFP Policies on Tobacco 
and Smoking
The AAFP (2014) has several policies aimed at helping to curb 
the use of tobacco in the United States. The AAFP recently 
added a policy on electronic cigarettes, or e-cigarettes. The 
policy states, “There are concerns about the lack of any regula-
tory	oversight	by	the	Food	and	Drug	Administration’s	Center	for	
Tobacco	Products	(FDA	CTP)	on	the	manufacture,	distribution	
and safety of e-cigarettes. Therefore, the AAFP calls for rigorous 
research in the form of randomized controlled trials of e-ciga-
rettes to assess their safety, quality, and efficacy as a potential 
cessation	device.”1 To read all of the AAFP’s policies on tobacco 
and smoking, visit www.aafp.org/about/policies 

Reference
1.	 	American	Academy	of	Family	Physicians.	(2014).	Electronic	cigarettes:	Policies.	

Retrieved	from	http://www.aafp.org/about/policies/all/e-cigarettes.html

AAFP Resources for 
Preventive Services Under 

the Affordable Care Act

T he AAFP has developed an Affordable Care Act (ACA)/
clinical preventive services resources page on the AAFP 
website to assist members in helping their patients take 
full advantage of the 2014 changes coming to preventive 

health care coverage benefits under the ACA. The resource page 
will help family physician members to better counsel patients on 
the new benefits as well as help them provide and code for 
preventive services. 

Learn which preventive services are covered under the ACA, and 
help your patients take full advantage of their new health care benefits 
for issues such as immunizations, obesity, and tobacco cessation. 
In addition, update yourself on coding changes, and receive current 
information on the AAFP’s ACA-related advocacy efforts.

What Have You Done
For Me Lately?

EVP	Ray Saputelli, MBA, CAE, and NJAFP President Tom 
Shaffrey, MD, represented New Jersey in an AAFP-led 
conference	call	focused	on	the	SGR.
––––––––––––––––––––––––––––––––––––––––––––––––––––

The NJAFP has teamed with ArcheMedX to create a unique 
online course on the treatment of major depressive disorder. 
See	New	Jersey	View	(p.	23)	for	details.

To read the 32rd surgeon general’s 
report, The Health Consequences 
of Smoking – 50 Years of Progress, 
visit http://www.surgeongeneral.
gov/initiatives/tobacco/

Perspectives Volume 13, Issue 1 • 2014   9
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O
nce	again,	the	Advisory	Committee	on	Immunization	
Practices	(ACIP)	of	the	Centers	for	Disease	Control	and	
Prevention	(CDC)	have	updated	their	recommenda-
tions to the vaccine schedule for children, adolescents, 
and	adults.	Readers	will	find	one	significant	change	to	

this	2014	report:	Rather	than	having	to	scroll	through	a	long	list	of	
footnotes explaining the schedules, readers now will be able to click 
on	a	link	to	the	CDC’s	online	version	of	the	schedules.	This	new	for-
mat will facilitate the timely revision of future scheduling information.
 With few exceptions, most of the changes to the schedules 
involve the clarification of existing recommendations. Highlights of 
the changes are summarized in this document. Additional informa-
tion can be found in the February 7, 2014, edition of Morbidity and 
Mortality Weekly Report (MMWR; Akinsanya-Beysolow, 2014)1 or 
on	the	CDC	website	(cdc.gov/vaccines).

Schedule Changes Since Last Release: Child and 
Adolescent Table
•			Meningococcal	conjugate	vaccine	footnotes	updated	to	reflect	re-
cent	recommendations	for	use	of	MCV4-CRM	in	high-risk	persons	
2 months of age and older.

•			Footnotes	organized	to	reflect	vaccine	recommendations	for	each	
high-risk condition.

	•			Influenza	vaccine	footnotes	updated	to	provide	guidance	for	dos-
ing for children between the ages of 6 months and 8 years for the 
2013-2014 and 2014-2015 seasons.

	•			Pneumococcal	vaccine	footnotes	updated	to	provide	guidance	for	
vaccination of persons with high-risk conditions.

•			Hepatitis	A	vaccine	footnotes	updated	to	provide	guidance	for	
unvaccinated persons who are at increased risk of infection.

	•			Catch-Up	Immunization	Schedule:	Haemophilus influenzae type 
b (Hib) conjugate vaccine, pneumococcal conjugate vaccine, and 
Tdap vaccine catch-up schedules updated to provide more clarity.

Schedule Changes Since Last Release: Adult Tables
Figure Changes
•			A	row	for	Hib	vaccine	was	added
•			PCV13	vaccine	row	was	moved	before	PPSV23	as	a	reminder	that	
PCV13	vaccines	should	be	administered	first	among	patients	for	
whom both vaccines are recommended.

Footnote Changes
•			Hib	vaccine	recommendations	were	updated.	
  –  The vaccine is recommended for certain adults at increased risk 

for	Hib	who	have	not	received	the	vaccine	before.	The	ACIP	
has also recommended that adults who have had a successful 
hematopoietic stem cell transplant receive a 3-dose series of 
Hib vaccine 6 to 12 months after the transplant, regardless of 
prior Hib vaccination status. Prior Hib vaccine guidance recom-
mended	that	Hib	vaccination	of	persons	infected	with	HIV	be	
considered, but updated guidance no longer recommends Hib 
vaccination	of	previously	unvaccinated	adults	with	HIV	infec-
tion because their risk for Hib infection is low.

•			RIV	and	IIV:	Information	on	the	RIV	and	the	use	of	RIV	and	IIV	
among egg-allergic patients was added to the footnote and indi-
cates	that	RIV	or	IIV	can	be	used	among	persons	with	hives-only	
allergy	to	eggs.	The	RIV	contains	no	egg	protein	and	can	be	used	
with persons between the ages of 18 and 49 years who have egg 
allergy of any severity.

•			Td/Tdap	vaccine:	The	footnote	was	edited	to	harmonize	language	
between and among pediatric immunization schedules. 

  –  A single dose of Tdap vaccine is recommended for previously 
unvaccinated persons who are 11 years of age or older, and 
Td booster should be administered every 10 years thereafter. 

	 	 –		The	ACIP	has	also	recommended	that	pregnant	women	
receive a dose of Tdap vaccine during each pregnancy, prefer-
ably during 27 to 36 weeks’ gestation, regardless of the 
interval since the prior dose of Tdap or Td vaccination. 

•			HPV:	Information	was	added	to	the	footnote	to	clarify	the	timing	
between the second and third doses and to harmonize language 
between the pediatric and adult immunization schedules; no 
changes in recommendations were made.

•			Specific	to	health	care	personnel	(HCP):	Both	the	HPV	vaccine	
and the zoster footnotes were simplified, with removal of the 
bullet	regarding	HCP.	Being	a	health	care	worker	is	not	a	specific	
indication	for	these	vaccines,	but	they	should	be	given	to	HCP	and	
others who meet age and other indications for these vaccines.* 

•			PCV13/PPSV23:	Because	PCV13	is	recommended	to	be	adminis-
tered	before	PPSV23	among	persons	for	whom	both	vaccines	are	
recommended,	the	PCV13	footnote	now	precedes	the	PPSV23	
footnote	and	includes	wording	to	remind	HCP	of	the	appropriate	
order of these vaccines when both are indicated.

	 	 –		For	PCV13	in	high-risk	patients,	the	timing	is	PCV13,	with	
a minimal interval of 8 weeks before administration with 
PPSV23.	If	patient	has	already	received	PPSV23,	then	a	
minimal	interval	of	1	year	since	receiving	PPSV23	should	pass	
prior	to	administration	of	PCV13.

•			Meningococcal	vaccine:	The	footnote	was	edited	to	clarify	which	
persons need either 1 or 2 doses of vaccine and to provide greater 
clarity regarding which patients should receive the meningococcal 
conjugate	(MenACWY)	versus	the	meningococcal	polysaccharide	
(MPSV4)	quadrivalent	vaccines.

Contraindications Table Changes
 The contraindications and precautions table was updated to in-
clude	information	on	RIV,	an	influenza	vaccine	that	contains	no	egg	
protein and is indicated for persons between the ages of 18 and 49 
years. The Hib vaccine was added to the table.

*Information on HCP vaccination for all vaccines can be found in the MMWR 
“Immunization of Health-Care Personnel” (http://www.cdc.gov/mmwr/pre-
view/mmwrhtml/rr6007a1.htm)

Reference
1.  Akinsanya-Beysolow, I. (2014). Advisory committee on immunization practices rec-

ommended immunization schedules for persons aged 0 through 18 years - United 
States, 2014. Morbidity and Mortality Weekly Report, 63, 108-109.

Updates to the 2014 Immunization Schedules 
Everett Schlam, MD

Everett Schlam, MD, is the assistant director at the 
Hackensack UMC Mountainside Hospital Family 

Medicine Residency Program in Verona, NJ.
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Recommended adult Immunization schedule 
     and 
Recommended Immunization schedules for 
    Persons aged 0 Through 18 years
United States, 2014

T
he	2014	ACIP	Adult	Immunization	Schedule	was	approved	by	the	Centers	for	Disease	Control	
and	Prevention’s	(CDC)	Advisory	Committee	on	Immunization	Practices	(ACIP),	American	
Academy	of	Family	Physicians	(AAFP),	the	American	College	of	Physicians	(ACP),	the	American	
College	of	Obstetricians	and	Gynecologists	(ACOG),	and	the	American	College	of	Nurse-Mid-

wives	(ACNM).		On	February	3,	2014,	the	adult	immunization	schedule	and	a	summary	of	changes	from	
2013 were published in the Annals of Internal Medicine, and a summary of changes was published in the 
MMWR	on	February	7,	2014.

The	Recommended	Immunization	Schedules	for	Persons	Aged	0	Through	18	Years	includes	recommen-
dations in effect as of January 1, 2014. Any dose not administered at the recommended age should 
be administered at a subsequent visit, when indicated and feasible.  The use of a combination vaccine 
generally is preferred over separate injections of its equivalent component vaccines.  

Vaccination	providers	should	consult	the	relevant	ACIP	statement	for	detailed	recommendations,	
available on line at http://www.cdc.gov/vaccines/hcp/acip-recs/index.html. All clinically significant 
postvaccination	reactions	should	be	reported	to	the	Vaccine	Adverse	Event	Reporting	System	(VAERS).		
Reporting	forms	and	instructions	on	filing	a	VAERS	report	are	available	at	www.vaers.hhs.gov or by 
telephone, 800-822-7967. 

Adult Immunization Schedule has been approved by:

• American Academy of Family Physicians (AAFP) – http://www.aafp.org/home.html

•	American College of Physicians (ACP) – http://www.acponline.org/

•	American College of Obstetricians and Gynecologists (ACOG) – http://www.acog.org/

•	American College of Nurse-Midwives (ACNM) – http://www.midwife.org/ 

Recommended Immunization Schedules for Persons Aged 0 Through 18 Years 
has been approved by:

•	Advisory Committee on Immunization Practices (ACIP) – http://www.cdc.gov/vaccines/acip 

•	American Academy of Pediatrics (AAP) – http://www.aap.org

•	American Academy of Family Physicians (AAFO) – http://www.aafp.org

•	American College of Obstetricians and Gynecologists – http://www.acog.org 
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Mary E. O’Dowd, MPH, is the Commissioner of Health for the 
State of New Jersey

T
wo important projects designed to create a 
healthier New Jersey were the focus of the 
department	of	health’s	(DOH)	work	this	winter:	
(a) a new plan to reduce chronic disease, and 
(b) an expanded effort to improve maternal and 
child	health.	Efforts	to	improve	maternal	and	
child health and ensure that newborns have the 

healthiest start in life were the focus of two important conferenc-
es	that	the	DOH	and	the	National	Governors	Association	(NGA)	
participated in recently.
	 Last	fall,	members	of	the	NGA	chose	New	Jersey	and	four	other	
states,	Alabama,	Arizona,	Nevada,	and	Virginia,	to	participate	
in a conference, titled, Learning Network on Improving Birth 
Outcomes. The goal was to assist states in developing, aligning, 
and implementing key policies and initiatives related to improv-
ing	birth	outcomes.	Recently,	I	joined	leaders	of	these	other	states	
for	a	2-day	conference	in	Washington,	DC.	We	learned	about	the	
best practices and quality improvement principles of other states 
so that we could use those same strategies to reduce disparities, 
improve birth outcomes, and reduce costs. I gave an overview of 
a	workshop	that	the	DOH	cohosted	with	the	NGA	to	explore	the	
issue of improving birth outcomes and set the agenda for where 
we as a state need to focus efforts. 
 Because improving birth outcomes is a complex and expansive 
topic, we focused on a few indicators: preterm births, ways to 
ensure the health of women before pregnancy, and smoking dur-
ing	pregnancy.	In	addition	to	presentations	from	the	NGA	and	the	
DOH,	the	departments	of	education,	human	services,	and	children	
and families shared their efforts to improve birth outcomes.
	 Representatives	from	the	department	of	human	services	spoke	
about Medicaid performance-based contracting, which was designed 
to motivate managed-care organizations to demonstrate quality 
improvement in specific areas, including preterm birth. Medicaid 
launched this project in July 2013. Preterm births were chosen as 
an area for improvement because the preterm birth rate among the 
Medicaid population has been increasing (i.e., from 11.6% in 2007 
to 12.1% in 2010), whereas the rate for the non-Medicaid popula-
tion has been falling (i.e., from 13.2% in 2007 to 11.3% in 2010).
	 State	partners	discussed	some	of	their	initiatives.	Representa-
tives from the New Jersey Hospital Association (NJHA) discussed 
the association’s work to end early elective deliveries. The NJHA’s 
Perinatal	Collaborative	has	shown	dramatic	success	in	reducing	
early	elective	deliveries	through	its	Hard	Stop	Campaign.	The	NJHA	
has	encouraged	hospitals	to	adopt	a	“hard	stop”	to	the	schedul-
ing of elective deliveries prior to Week 39 to reduce poor birth 
outcomes. In the first quarter of 2012, the rate of early elective 
deliveries was 4.78%, which was significantly above the national 
benchmark of 2%. By July of 2013, the rate had declined dramati-
cally to .38%, which was well below that national measure.
  We also focused on the indicators of preterm births, ways to 

ensure the health of women before pregnancy, and smoking during 
pregnancy. Participants discussed some promising programs and 
best practices that could be replicated and expanded. We engaged 
some new partners in improving birth outcomes, specifically third-
party payers. In a time when grant funding is limited, involving 
payers in thinking about the sustainability of programs is critical. 
 New Jersey has recently begun its work as part of the network, 
so	the	Learning	Network	Conference	on	Improving	Birth	Out-
comes provided critical lessons learned from other states that will 
enhance our work as we move forward.  
	 At	a	conference	at	Cooper	University	Hospital	in	Camden,	I	met	
with stakeholders to discuss Partnering for a Healthy New Jersey: 
New	Jersey	Chronic	Disease	Prevention	and	Health	Promotion	
Plan 2013-2018, the state’s framework for reducing the burden 
of chronic disease. I outlined the plan to more than 60 executives 
and public officials representing hospitals, academic institutions, 
businesses, nonprofit organizations, trade associations, and state 
government. I explained that reducing chronic disease is the public 
health challenge of the 21st century. I asked attendees to work 
on initiatives in their communities to reduce chronic disease and 
transition from a focus on chronic disease treatment to an empha-
sis on prevention and wellness. The plan, called Partnering for a 
Healthy New Jersey, outlines evidence-based prevention programs 
and environmental strategies that support healthy lifestyles. The 
plan	outlines	six	“winnable	battles:”

	 •	 Improve	environmental	health
	 •	 Promote	self-management
	 •	 Increase	early	detection
	 •	 Improve	access	to	quality	health	care
	 •	 Eliminate	tobacco	use
	 •	 Improve	nutrition

	 The	DOH	is	asking	all	of	our	partners	in	public	health,	business,	aca-
demia, and government to make a commitment to adopt and promote 
these strategies within their communities. We have established a series 
of work groups to report on the progress that is being made around 
the state. We will convene a larger group so that we can share the data 
that have been collected and the best practices and strategies that have 
proven to be the most efficacious in and around the state.
		 The	stakes	for	success	are	high.	Chronic	diseases	such	as	heart	
disease, stroke, cancer, diabetes, and arthritis are among the most 
common, costly, and yet preventable of all health care problems 
in the United States. They currently account for about 70% of all 
deaths nationally and nearly 10% of disabilities among Americans. 
In New Jersey, seven of the leading causes of death are chronic 
diseases: Heart disease, cancer, stroke and diabetes caused an 
estimated	59%	of	deaths	in	the	state	in	2013.	Chronic	disease	is	a	
major factor in the escalating health care costs. An estimated 83% 
of health care spending in the United States is related to the treat-
ment of patients with chronic diseases. Unless we substantially 
reduce the number of people affected by chronic disease, we will 
not see cost savings. To have an impact, New Jersey must shift the 
focus from illness to wellness. s

Striving for A Healthier 
New Jersey in 2014 Mary E. O’Dowd, MPH
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QuIZ

Members are responsible for reporting their credit to the AAFP. To report credit, go to https://nf.aafp.org/cme/ or call 800-274-2237.

Instructions:	Read	the	articles	designated	with	the													icon	and	
answer each of the quiz questions. Mail or fax this form within one 

year	from	date	of	issue	to:	NJAFP	CME	Quiz,	224	West	State	Street,	

Trenton,	NJ	08608	•	Fax:	609/394-7712

This medical journal activity, Perspectives: A View of Family Medicine in 
New Jersey, has been reviewed and is acceptable for up to 8 Prescribed 

credits by the American Academy of Family Physicians. AAFP certification 

begins January 1, 2014. Term of approval is for two years from this date. 

Each	issue	is	approved	for	1	Prescribed	credit.	Credit	may	be	claimed	for	

two years from the date of each issue. Physicians should claim only the 

credit commensurate with the extent of their participation in the activity.

AAFP Prescribed credit is accepted by the American Medical 
Association as equivalent to AMA PRA category 1 credit toward the 
AMA Physician’s Recognition Award. When applying for the AMA 
PRA, Prescribed credit earned must be reported as Prescribed credit, 
not as category 1.

Members – To obtain credit:
1.	Complete	and	return	this	quiz	to	the	NJAFP	

2.	Report	your	credit	directly	to	the	AAFP

Nonmembers – To obtain credit:
1.		Complete	and	return	this	quiz	to	the	NJAFP	with	a	check	for	$15	

made payable to the NJAFP and a self-addressed, stamped envelope 

to	NJAFP	CME,	224	West	State	Street,	Trenton,	NJ	08608.	A	certificate	

of completion will be sent to you.

Name:______________________________________________________ AAFP Membership Number: _________________________________

Street Address: ________________________________________________________________________________________________________

City/State/Zip: _________________________________________________________________________________________________________

Email	Address: ________________________________________________________________________________________________________

Phone: _____________________________________________________ Fax: _____________________________________________________

1.  True or False: Many of the changes to this year’s vaccine schedule 
included recommendations for high-risk persons.

2.  The catch-up immunization schedule provided clearer recommenda-
tions for administration of:

 a.  Haemophilus influenzae type b (Hib) conjugate vaccine
 b.  Pneumococcal conjugate vaccine
 c.  Tdap vaccine
 d.  All of the above

3.  True or False: There was no change in the adult vaccination schedule 
regarding PCV13 vaccine and PPSV23. 

4.  True or False: ACIP recommends that adults who have had a success-
ful hematopoietic stem cell transplant receive a 3-dose series of Hib 
vaccine 6 to 12 months after the transplant, regardless of prior Hib 
vaccination status.

5.  True or False: Current guidance states that unvaccinated adults with 
HIV infection receive a Hib vaccination.

6. ACIP recommends that pregnant women should receive the Tdap vaccine:
 a.  Only if they have never been vaccinated
 b.  With every pregnancy 
 c.   Depending on the interval between the last vaccination with Tdap or 

Td
 d.  ACIP does not recommend pregnant women be vaccinated

7.  True or False: Being a healthcare provider (HCP) is a specific indication 
for receiving both the HPV and zoster vaccines.

8.  True or False: When indicated and feasible for persons aged 0 through 
18 years, ACIP recommends any vaccine dose not administered at the 
recommended age should be administered at a subsequent visit.

9.  True or False: Combination vaccines are not generally preferred over 
separate injections of the equivalent component vaccines.

10.  True or False:  Adults born prior to 1957 are generally considered 
immune to measles and mumps. 

ANSWERS ON PAGE 28
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T
he NJAFP has partnered with ArcheMedX to launch 
the first-ever virtual course, along with educational 
elements accredited with AAFP-prescribed credit, for 
family physicians in collaboration with seven state 
chapters of the AAFP. The 8-week course offers 
members of the participating state chapter an entire-

ly new way of connecting learning to practice as they dive deeper 
into	the	treatment	of	major	depressive	disorder	(MDD)	through	
a curriculum of self-directed lessons and collaborative learning 
activities that recreate the critical elements of small, problem-based 
workshops in a secure online learning environment.
	 As	Ray	Saputelli,	EVP/CEO	at	NJAFP,	explained,	“We	are	thrilled	
to	announce	the	launch	of	the	MDD	Virtual	Course	and	believe	it	

signifies a turning 
point in the way 
continuing educa-
tion can and should 
be delivered to 
clinicians, especially 
family physicians 

who are constantly challenged to balance their limited time with 
providing the highest quality care and staying up to date on the 
latest best practices. By partnering with ArcheMedX to design and 
deliver this virtual course, we have created a far simpler and more 
engaging way for primary care teams to acquire new knowledge 
and	apply	critical	lessons	to	practice.”
	 The	MDD	Virtual	Course,	powered	by	the	ArcheCourse,	
enables	faculty	to	deliver	a	flexible	curriculum	of	weekly	video-,	
slide-, discussion-, self-assessment-, and case-based lessons; 
collaborative exercises; and self-directed learning activities to 
small,	trusted	cohorts	of	learners.	The	ArcheCourse	also	makes	it	
simple for faculty to communicate with and engage cohorts and 
individual learners, and the administrative dashboard provides 
access to learning data in real time so that faculty can assess 
course effectiveness immediately and use lesson tools to direct 
individual learners to engage more actively or to focus on areas 
where they need more support.
	 Learners	participating	in	an	ArcheCourse	can	track	their	prog-
ress	as	they	engage	in	accredited	CME	activities	and	collaborative	
learning exercises; communicate with faculty; and learn from each 
other in a safe, secure, and private virtual classroom. As they par-
ticipate in accredited lessons and learning activities, the participant 
can access learning tools to take, synchronize, share, and archive 
their own notes; set personal reminders that will be delivered via 
a spaced-based reminder system to maximize recall and action; 
discuss planned content and learning activities with faculty and 
classmates; and quickly search through relevant resources (i.e., 
journal articles, clinical studies, patient education tools, etc.) that 
have been carefully selected by faculty.
	 Recent	data	have	suggested	that	the	majority	of	clinicians	
are using new social technologies to engage specifically in life-
long learning and professional development. These findings, 
along with a growing body of literature evaluating the impact 
of new learning technologies in medical education, provide 

a robust body of evidence 
leveraged to develop the 
educational design for the 
MDD	Virtual	Course,	the	first	
in a series of accredited and 
collaborative learning initia-
tives delivered by the NJAFP 
and ArcheMedX.
	 Brian	S.	McGowan,	PhD,	
cofounder and chief learning 
officer at ArcheMedX, stated, 
“The launch of our first virtual 
course with NJAFP is the first 
step in the transformation of team-based and inter-professional 
learning, which is essential as greater coordination of care is re-
quired	across	the	healthcare	system.”	Dr.	McGowan	added,	“The	
ArcheCourse	provides	the	best	of	‘small,	group-based	learning	
formats’ in a secure and trusted online model and by working 
with NJAFP, we are bringing together primary care physicians and 
primary care teams to learn collaboratively in a simpler and more 
efficient	manner.”
 The individual participating state chapters will activate their own 
classrooms within the virtual course following 1-hour live faculty-
led sessions held at the participating state chapter meetings. 

In the News…
Executive Vice President Ray Saputelli, MBA, CAE 
(Trenton), recently appeared on NJTV News. He spoke 
about the fact that New Jersey does not have enough 
primary care physicians in the state. To see the interview, 
clink on the NJTV News link at  http://www.njtvonline.
org/news/video/saputelli-says-proposed-program-gives-
200000-reimbursment-to-primary-physicians/

Robert Eidus, MD, MBA (Cranford), was quoted in a 
Medical Economics article entitled, “Can the Doctor-
Patient Relationship Survive?” To read the article, click on 
the Medical Economics link at http://medicaleconomics.
modernmedicine.com/medical-economics/news/can-
doctor-patient-relationship-survive?contextCategoryId=146

Chelsea Brower, fourth 4th-year student at Rutgers 
New Jersey Medical School and student trustee for the 
NJAFP, and Government Affairs Director Claudine Leone, 
Esq. (Trenton), appeared in an NJSpotlight article on the 
massive amount of debt incurred by young physicians. 
The article can be read by clicking the NJSpotlight link 
at  http://www.njspotlight.com/stories/13/12/16/for-young-
doctors-drowning-in-debt-legislation-offers-lifeline/

The NJAFP thanks the follow-
ing members for volunteering 
to act as faculty moderators 
in the virtual course room: 
Sal	 Bernardo,	 MD;	 Mary	
Campagnolo,	 MD;	 Richard	
Corson,	MD;	Robert	Gorman,	
MD;	Christina	Medrano,	MD;	
Arnold	 Pallay,	 MD;	 Kathleen	
Saradarian,	MD	and	Thomas	
Shaffrey,	MD.
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This Is Not The Time 
To Stand Idly By…
Changes	are	occurring	daily	that	are	going	to	affect	the	way	
that you practice medicine now and into the future. Are you 
going to stand by and let others decide your fate, or are you 
going to get involved and let your voice be heard? It is time 
to speak up.

Help to shape the way that the NJAFP represents you. Bring 
your	ideas	and	perspectives	to	the	annual	House	of	Del-
egates.	You	can	author	a	resolution	or	simply	participate	in	
the	debate	and	dialogue.	Either	way,	don’t	keep	your	ideas	
to yourself. Join us on Friday, June 13, 2014, at the Sheraton 
Atlantic	City.	Attendance	is	free.	Be	assured	that	your	input	
can make a difference in the policies not only of the NJAFP 
but also, in some cases, of the AAFP because many of the 
resolutions	passed	at	the	NJAFP	House	of	Delegates	will	be	
brought	forward	to	the	AAFP	Congress	in	October.	Contact	
NJAFP	EVP	Ray	Saputelli	for	more	information.

Writing a resolution is a formal, but not difficult, process. 
Visit	http://www.njafp.org/SCSA.	Click	on	the	Call	for	Reso-
lutions and Nominations link on the left menu bar, and then 
follow	the	instructions	for	submission.	Resolutions	are	due	
into	the	NJAFP	office	by	April	30,	2014.	Questions?	Contact	
EVP	Ray	Saputelli,	MBA,	CAE,	at	ray@njafp.org.

Leaders Wanted
“ Innovation distinguishes between a leader 
and a follower.”  – Steve Jobs

Are you considered a leader by your colleagues or your community? 
The NJAFP is seeking member family physicians to lead and shape 
Academy policies over the coming years. Interested members are 
asked to review the nomination criteria at http://www.njafp.org/
SCSA.	Click	on	the	Call	for	Resolutions	and	Nominations	link	on	the	
left menu bar, and scroll down to nominations.

Nominations are being sought for the following positions:
	 •	 Board	Trustees:	three	positions	
	 •	 Resident	Trustee:	one	position
	 •	 Student	Trustee:	two	positions
	 •	 AAFP	Delegate:	one	position
	 •	 AAFP	Alternate	Delegate:	one	position

Nominations are due into the NJAFP office by April 30, 2014. 
Questions?	Contact	EVP	Ray	Saputelli,	MBA,	CAE,	at	ray@njafp.org

With Sympathy…
The NJAFP extends condolences to the family of 

Dr. Anthony T. Oropollo of Montclair, NJ, who passed away in 
December 2013 and to the family of Dr. Oscar Ruiz (father of 

John Ruiz, MD) who passed away in March 2014 in Miami, FL.
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The New Jersey Family Physician 
of the Year Award embodies the 
principles of excellence, combined 
with comprehensive and compas-
sionate care, for which family 
physicians are known. Full details 
on how to nominate a colleague 
for this award are available on the 
NJAFP website at http://www.
njafp.org/SCSA. Click on the 2014 
Call for Family Physician of the Year 
link on the left menu bar.

The recipient of the NJAFP Family 
Physician of the Year Award also is 
presented to the AAFP for consid-
eration for the AAFP Family Physician of the Year Award.

Nominations are due into the NJAFP office by April 30, 2014. 
Contact Candida Taylor at candida@njafp.org for more information. 

Call for 2014 New Jersey 
Family Physician of the Year

Join us for our Pre-Conference Workshop in Atlantic City! 
Advanced Topics in Healthcare Delivery 2014: 
Ensuring a Viable Practice Using Patient-Centered Approaches
Sheraton Atlantic City Convention Center Hotel  •  Thursday, June 12, 2014

A s physician practices, hospitals, community 
health centers, and other healthcare entities seek 
to navigate the ever-changing and dynamically 
challenging healthcare environment, it is becom-

ing increasingly critical to develop, implement and monitor 
processes, techniques, communications and tools to help 
ensure your practice remains prosperous and viable.

The New Jersey Academy of Family Physicians is hosting its 
second annual one-day symposium designed to provide at-
tendees with access to experts, resources and best practices 
to assist in key functional areas vital in driving practice success. 
These include teach back technique and motivational interview-
ing , integrating additional disciplines into primary care practice, 
using Medicare Transition Codes, implementing shared deci-
sion tools into practice, conducing behavior change readiness 
assessments, and utilizing electronic communications with 
patients and external providers. As organizations strive to 
meet the demands of a patient-centered model and cultivate a 
patient-centered community, it is paramount that those leading 
the charge have the resources and access to best practices to 
assist in the necessary transformational activities. This one-day 
symposium provides this opportunity.

ThE NJAFP is a leader in providing patient-centered 
medical	home	(PCMH),	practice	transformation,	and	quality	
improvement assistance to primary care practices, residency 
programs, health systems, health plans, community health 
centers, and other key healthcare providers and stakehold-
ers. The NJAFP strongly supports and seeks to advance the 
adoption of the patient-centered care model locally, region-
ally, and nationally. 

Since 2009, the NJAFP has worked with physicians, provid-
ers, and healthcare teams to develop innovative approaches 
to patient-centered care. To highlight practice achievements, 
the NJAFP seeks to recognize practices through the Patient-
Centered	Innovation	Award.	This	unique	award	program	gives	
practice care teams the opportunity to showcase innovations 
that they have designed and implemented that have had a 
positive impact on approaches to patient-centered care. The 
Patient-Centered	Innovation	Award	was	designed	to	recog-
nize and acknowledge practices and practice care teams, their 
innovative programs and projects, and their commitment to 
excellence in patient care through innovation.

Eligibility
Any New Jersey practice is eligible to submit an application 
for	the	Patient-Centered	Innovation	Award	as	long	as	the	
following criteria have been met:

	 •	 	The	implemented	innovation	has	been	supported	with	
quantitative data.

	 •	 	The	innovation	focused	on	enhancements	in	the	qual-
ity of patient care and level of patient satisfaction, 
cost reduction, staff development, health information 
technology, patient engagement, or other category 
that the practice perceived as innovative in supporting 
the patient-centered care model.

For	complete	details	on	the	award,	contact	Cari	Miller	at	
cari@njafp.org,	or	visit	www.njafp.org/SCSA and scroll 
down to Advanced Topics Symposium. Look for the 
topic	entitled,	“Announcing	the	NJAFP	Patient-Centered	
Innovation	Awards.”

Announcing the NJAFP 
Patient-Centered 

Innovation Awards
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Important 
Deadlines 
to Remember
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Deadline for resolutions to be considered for 
the House of Delegates: April 30, 2014
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Deadline for nominations for board positions: 
April 30, 2014
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Deadline for nominations for Family Physician 
of the Year: April 30, 2014
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Deadline for Patient-Centered Innovation 
Awards: April, 30, 2014

Tired of the Snow? 
Think Flip Flops!
IT Is TIme to mark your calendar for the 2014 Summer 
Celebration & Scientific Assembly.  Hopefully, the snow will have 
melted away by then, and flip flops will be the footwear of choice.

Plan now to attend so that you don’t miss out on all the fun. 
What do you have to look forward to? Read on:

•	 	The	Friday	plenary	session	will	feature	
Dr. Peter Anderson, family physician 
and author, who will discuss his 
perspective on the perfect storm 
that marks a sea of change for 
family medicine.

•	 	On	Saturday,	Dr.	Robert	Wergin,	AAFP	
president-elect, will provide the latest infor-
mation from the AAFP on how the Academy is 
responding to the current health care environment.

•	 	CME	sessions	will	include	speakers	from	across	the	state	
and the nation. The educational sessions will cover a broad 
scope of topics that you are sure to find of interest. Topics 
will range from physician burnout to ways to manage an 
evidence-based practice. You are sure to find a topic that 
interests you.

•	 	Don’t	forget	the	SAM	Study	Hall.	This	year’s	session	is	all	
about congestive heart failure. Join your colleagues for this 
unique opportunity, and leave Atlantic City with your SAM 
completed and with a passing grade, too.

Dates to Remember
•	 	Preconference:	Advanced	Topics	in	Health	Care	Delivery:	

Thursday, June 12, 2014

•	 Town	Hall:	Thursday,	June	12,	2014

•	 House	of	Delegates:	Friday,	June	13,	2014

•	 	Scientific	Assembly:	Friday,	June	13,	2014,	to	Sunday,	June	
15, 2014

•	 President’s	Gala:	Saturday,	June	14,	2014

•	 	SAM	Study	Hall:	Sunday,	June	15,	2014

Information on the conference is posted on the NJAFP website 
and updated as more information becomes available. 
Visit www.njafp.org/SCSA

26  Perspectives Volume 13, Issue 1 • 2014



gOVeRnmenT
affaIRs VIeW

Claudine M. Leone, Esq. is the Government Affairs Director for the NJAFP.

O
n	February	25,	Governor	Christie	presented	his	
Budget	Address	for	Fiscal	Year	2015	before	the	
New Jersey State Legislature.  For the fifth year in 
a	row,	the	Governor	has	proposed	a	policy	of	“no	
new	taxes.”	The	Fiscal	Year	2015	budget	includes	
$34.4	billion	in	spending,	which	is	4.2	percent	

higher	than	the	FY	2014	budget	signed	by	Governor	Christie.
	 The	Governor	proposed	additional	funding	for	New	Jersey	edu-
cation,	totaling	$12.9	billion	with	$9	billion	in	direct	school	aid.	
He	proposed	more	than	$1.2	billion	in	direct	property	tax	relief	
to New Jersey’s homeowners, seniors and disabled residents.  An 
additional	$4.5	million	has	been	recommended	to	expand	New	
Jersey’s mandatory drug court program and funding for substance 
abuse	treatment	centers.	Approximately	$8.5	million	has	been	
suggested to assist local governments engaged in consolidation 
and shared service.
	 Governor	Christie	discussed	the	$12	billion	in	federal	and	state	
funding to provide coverage for 1.4 million New Jerseyans on 
Medicaid	and	NJ	FamilyCare,	with	a	$21	million	increase	to	NJ	
FamilyCare.	New	Jersey	will	receive	matching	dollars	from	the	fed-
eral government due to the state’s participation in the Medicaid 
expansion	offered	through	the	Affordable	Care	Act.		
	 The	highest	costs	in	Medicaid	and	FamilyCare	come	from	
individuals with chronic emergency room visits, repeat inpatient 
hospital stays, and those who face complications of treatment for 
multiple complex behavioral, mental health and substance abuse 
conditions.  
	 •		More	than	16,000	Medicaid	recipients	visited	emergency	

rooms six or more times last year. 
	 •		Almost	7,000	Medicaid	recipients	had	3	or	more	hospital	

inpatient stays last year. 
	 •		More	than	5,000	of	the	highest	use	Medicaid	recipients	had	

care for a primary behavioral health diagnosis. 
	 •		5%	of	New	Jersey’s	Medicaid	recipients	account	for	50%	of	

the program’s costs. 
	 •		More	than	27%	of	New	Jersey’s	Medicaid	and	FamilyCare	

spending is dedicated to just 1% of enrollees. 
 New Jersey will look to address ways in which to make the 
system more cost effective, while preserving standards.  
 A three-year accountable care organization pilot program is in 
place to assess how care management and coordination has as-
sisted	in	lowering	costs.	Rutgers	Biomedical	and	Health	Sciences,	
University	Hospital	and	Rutgers	Camden	will	join	New	Jersey’s	
Medicaid managed care organizations to devise a program to 
innovate and improve healthcare delivery under Medicaid and 
FamilyCare.	The	Center	for	Medicare	and	Medicaid	Services	

(CMS)	recently	awarded	Rutgers	with	
a	$14	million	grant	to	study	strategies	
for	“super-utilizers”	to	decrease	costs	
and	improve	quality	of	care.		Rutgers’	
examination will result in recom-
mendations	to	the	Governor	and	the	
Commissioners	of	the	Department	
of	Human	Services	and	Department	
of Health for enhancing New Jersey’s 
programs, improving quality of care, 
advancing preventative care and low-
ering costs.
 These budget proposals, as well as others, will be considered 
by the Legislature in April 2014.  The budget must be signed 
before July 1, 2014.

BOARD OF MEDICAL EXAMINERS DEBATES USE OF “DR.”
	 In	February,	the	New	Jersey	State	Board	of	Medical	Examin-
ers	(BME)	discussed	whether	physician	assistants	with	doctoral	
degrees	are	permitted	to	be	called	“doctor”	in	hospitals,	medical	
offices	and	other	clinical	settings.	Many,	including	BME	Board	
Member Kevin Walsh, a physician assistant, claimed that the pro-
posal would avoid confusion among patients. If approved by the 
BME,	physician	assistants	would	also	be	barred	from	using	the	title	
on	stationary	and	prescriptions.	The	BME	Executive	Committee	will	
consider the proposal and may recommend adoption at a future 
meeting.

ACA UPDATE: EMPLOYER MANDATE DELAYED
 In February, the Obama Administration announced yet another 
delay	to	the	Affordable	Care	Act,	this	time	delaying	the	mandate	
for medium size employers. The employer mandate, which was 
expected to take effect January 2014, has been delayed to 2015.
	 •		Employers	with	50-99	employees	will	not	have	to	comply	with	

the coverage requirement until 2016, but will have reporting 
requirements.

	 •		Employers	with	100+	employees	will	need	to	offer	coverage	
to 70% of full-time employees in 2015 and 95% in 2016 and 
later years, or be subject to tax penalties.

	 •		Employers	with	fewer	than	50	employees	are	exempt	from	the	
requirement to offer coverage or fill out any forms in 2015 or 
thereafter.

ALERT: FDA CRACKS DOWN ON SALE OF ILLEGALLY 
IMPORTED DRUGS
	 The	U.S.	Food	and	Drug	Administration	and	other	law	enforce-
ment agencies are cracking down on physicians who are buying 
illegally imported drugs and selling 

Christie Focuses on Medicaid 
in FY2015 Budget Message 
 Claudine M. Leone, Esq.
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them in the United States. 
	 In	November,	the	Food	and	Drug	Administration’s	Office	of	Crimi-
nal Investigations announced guilty pleas by several individuals for 
importing and selling misbranded drugs. This followed  an August 
announcement	from	the	U.S.	Department	of	Justice	that	seven	Ohio	
doctors	were	charged	with	violating	the	Food,	Drug	and	Cosmetic	
Act	(FDCA)	by	importing	cancer	medications	that	had	not	been	
approved	by	the	FDA,	as	well	as	the	guilty	plea	of	a	Florida	man	for	
conspiring to import unapproved foreign oncology drugs.
	 As	is	the	adage,	“if	it	is	too	good	to	be	true,	it	probably	is,”	so	
is the purchasing of illegally imported drugs. This illegal practice, 
which is driven globally by criminal syndicates, violates Federal 
and State law and places medical professionals in danger of losing 
their medical license or litigation if a patient suffers injury from 
using these illegally imported products.
 How does this happen? As is common practice, pharmaceutical 
companies ship their products all over the globe. Some foreign 
governments have the ability to apply cost controls to the sale of 
these products, thus selling them for a cost far below the market 
dictated price. When these products are delivered to a medical 
professional wholesaler, they are then being re-sold – in many 
cases to organized crime – and thus leaving the secure supply 
chain of custody. Once in the hands of these unscrupulous actors, 
they are being shipped back to a remote a location, often times 
without the safety precautions that are provided by drug compa-
nies	and	are	required	by	the	FDA.	Once	secured	at	an	undisclosed	
location, they are illegally imported into the United States, many 
times	through	a	“Canadian	Pharmacy.”		
 Why is this a concern?  First and foremost, the aforementioned 

practice violates several Federal and State laws - and as has hap-
pened - could subject a medical professional to prosecution and/
or loss of their medical license. Patient safety is also an enor-
mous	concern.	The	FDA	places	several	specific	requirements	on	
pharmaceutical companies to ensure that the public is going to 
receive products that are safe to ingest/inject. By removing these 
products from the chain of custody, there is little assurance that 
these products have not been tampered with or adulterated in 
some manner.
 In the last several months, we have witnessed these illegal ac-
tors going to great lengths in an attempt to make their business 
practices look legitimate. This includes using counterfeit packag-
ing, false advertising and in some cases actually hiring a sales staff 
to visit medical professionals.
	 As	a	result,	the	Food	and	Drug	Administration	(“FDA”)	and	
Department	of	Justice	(“DOJ”)	have	started	to	track	down	these	
illegal actors. There have been instances where illegal import-
ing companies have been raided and have had their operations 
destroyed. More importantly, law enforcement is also investigating 
medical professionals and, as a result, several indictments have 
been issued against those who have shown a blatant disregard for 
the law.
 If you are emailed/faxed/approached to purchase a pharmaceu-
tical	product	and	it	seems	“to	good	to	be	true”	make	sure	you	
contact the maker of that product to ensure its legitimacy.
 If you believe you have been sold, or solicited to purchase, 
illegally imported drugs, you can report this suspected criminal ac-
tivity	to	the	FDA’s	Office	of	Criminal	Investigations	(OCI)	by	calling	
1-800-551-3989	or	visiting	the	OCI	website.	s

	 •		Immunization	saves	money:	While	it	is	true	that	a	strong	immuni-
zation program requires funding, the amount of money saved in 
morbidity and mortality costs far outweighs the cost of putting an 
immunization program in place.

	 •		Preventing	antibiotic	resistance:	Vaccines	reduce	the	need	for	
antibiotics, thereby reducing the change of the development 
of resistant strains. When the conjugate pneumococcal vaccine 
for infants was introduced in 2000, there was a 57% decline in 
invasive disease caused by penicillin-resistant  strains.

	 •		Protection	against	bioterrorism:	Vaccine	preventable	disease	
surveillance and response play a critical role in the identification 
and response to potential biological weapons such as smallpox or 
anthrax. 

	 •		Promoting	economic	growth:	Health	is	fundamental	to	the	eco-
nomic growth of countries. Poor health has been shown to stunt 
economic growth, while good health has been shown to promote 
it.	Vaccination	programs	provide	the	foundation	for	public	health	
programs. 

There were many more benefits to immunization than can be 
explored here. But even this brief overview provides evidence for 

the importance of a comprehensive vac-
cination program. NJAFP understands 
the importance of vaccines. We will 
be working with the New Jersey 
Immunization Network to ensure a 
strong immunization program for 
New Jersey, for the benefit of you 
and your patients.
  
	 Happy	Reading,

 Theresa J. Barrett, MS
 Managing Editor
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Susan B. Orr, Esq., is a health law attorney with the firm of Rhoads & 
Sinon, LLC, located in Exton and Harrisburg, PA

f
or those physicians relying on hospitals to assist them 
in their purchase of electronic health records, the good 
news	is	that	on	December	27,	2013,	the	Office	of	the	
Inspector	General	(OIG)	of	the	U.S.	Department	of	Health	
and	Human	Services	(HHS),	and	the	Centers	for	Medicare	

&	Medicaid	Services	(CMS)	extended	(with	certain	modifications)	
the	electronic	health	record	(EHR)	exception	to	the	Stark	Law	and	
the analogous safe harbor to the Anti-Kickback Statute that permits 
certain	arrangements	involving	the	donation	of	EHR	items	and	
services.	The	final	regulations	amend	the	rules	regarding	EHR	dona-
tions in five ways: 

 1.  They extend the expiration dates of the exception and safe 
harbor	from	December	31,	2013,	to	December	31,	2021.	

 2.  They exclude laboratory companies from the types of entities 
that	can	donate	EHR	items	and	services.

 3.  They update the provisions under which software is deemed 
interoperable. 

 4.  They clarify the prohibition against any actions that limit or 
restrict the use, compatibility, or interoperability of donated 
items. 

 5.  They remove the requirement related to electronic prescribing 
capability.

I .  Background
 The Stark Law prohibits physicians from making referrals for 
certain	designated	health	services	(DHS)	payable	by	Medicare	to	en-
tities with which the physicians or their immediate family member(s) 
have a financial relationship (i.e. ownership or compensation), 
unless an exception applies. The companion federal Anti-Kickback 
Statute is a criminal statute that imposes civil money penalties for 
violations that proscribe the exchange (or offer to exchange) of 
remuneration (anything of value) in an effort to induce or reward 
the referral of federal health care program business. To promote the 
adoption	of	electronic	health	records,	in	2006,	the	CMS	promul-
gated	an	exception	to	the	Stark	Law,	and	the	OIG	correspondingly	
adopted a safe harbor to the Anti-Kickback Statute, subsequently 
allowing	permissible	donors	to	donate	interoperable	EHR	items	and	
services to physicians. 

II .   December 2013 Revisions to the EhR Exception 
and Safe harbor

	 The	final	rules	issued	by	the	OIG	and	the	CMS	impose	no	new	

requirements on donors or physicians 
involved	in	EHR	transactions.	Conversely,	
the laws extend the protection for 
EHR	donations	and	relax	the	require-
ments related to interoperability and 
e-prescribing capabilities. However, lab 
companies are disqualified from making 
EHR	donations	under	the	final	rules,	
and clarification has been provided with 
respect to prohibited donor restrictions 
and/or limitations on software. 

A .  Exclusion of Lab Companies
 The final regulations exclude lab companies as permissible donors 
of	EHR	items	and	services.	Notably,	hospital	laboratories	are	still	
covered by the exception and safe harbor. 

B . Interoperability Revisited
	 Donated	EHR	software	must	be	interoperable,	defined	by	the	
Code of Federal Regulations as “[being] able to communicate and 
exchange data accurately, effectively, securely, and consistently with 
different information technology systems, software applications, 
and networks, in various settings; and exchange data such that 
the clinical or operational purpose and meaning of the data are 
preserved	and	unaltered”	(p.	778).
 Under the old rules, software was deemed interoperable if “a 
certifying body recognized by the Secretary has certified the soft-
ware within no more than 12 months prior to the date it is provided 
to	the	recipient.”	The	final	rules	eliminated	the	12-month	period	
and now state that donated software is deemed interoperable “if, 
on the date that it is provided to the physician, it has been certified 
by	a	certifying	body	authorized	by	the	[ONC]	to	an	edition	of	the	
electronic health record certification criteria identified in the then-
applicable	[regulation]”	(Federal Register, 2010, p. 2018)
 Therefore, physicians can now ensure compliance either by meet-
ing new relaxed certification requirements or by simply complying 
with the definition of interoperable. 

C .  Clarifications Regarding Restrictions on the use of       
Donated EhR

 The goal of preventing misuse of the exception and safe har-
bor that could result in data and referral lock-ins was reaffirmed. 
Arrangements involving the donations of software with limited or 
restricted use resulting from actions taken by physicians or others 
on their behalf would not satisfy the requirements because to do 
so would be inconsistent with the purpose of the exception, which 
is to promote the use of technology that can communicate with 
products from other vendors.

Extension of the Electronic 
Health Record Exception 
to the Stark Law Susan B. Orr, Esq.
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Gerald Banks, MD, is a family physician at Capital Health in Trenton 
and a resident trustee on the NJAFP Board of Trustees.   

h
ello, family medicine resident colleagues! My 
name	is	Gerald	Banks,	and	I	am	your	NJAFP	
resident trustee. I am also the AAFP resident 
delegate	to	the	Congress	of	Delegates.	In	
these capacities, I have had the opportunity to 
attend	most	AAFP	National	Conferences.	I	was	in	
Kansas	City	recently	to	attend	the	Winter	Cluster	

meeting, and I would like to share with you what I learned about the 
status of resident education and funding going forward. 
	 When	I	arrived	in	Kansas	City,	the	conference	was	already	buzzing	
about	the	possibility	of	the	sustainable	growth	rate	(SGR)	formula	
repeal. The day was Thursday, February 6, 2014, and congressional 
lawmakers had finally unveiled a bicameral, bipartisan agreement to 
repeal Medicare’s physician payment formula and replace it with a 
system that would provide stable payment updates for 5 years and 
shift Medicare to a payment system that rewards value and qual-
ity	care.	In	addition	to	repealing	the	SGR	formula,	the	proposed	bill	
includes automatic positive payment updates of 0.5% for 5 years, a 
consolidated and restructured Medicare quality reporting program, 
and transitions to alternative payment models. 

	 For	those	of	you	who	are	not	familiar	with	the	SGR,	it	is	an	anti-
quated 17-year-old system designed to control Medicare spending by 
limiting annual increases to reimbursements for physicians. That system 
was	widely	seen	as	broken,	and	year	after	year,	Congress	refused	to	
hold	the	line	on	those	fee	limits.	In	fact,	over	the	last	12	years,	Con-
gress	has	spent	$153.7	billion	on	SGR	patches,	far	more	than	the	cost	
of permanently reforming the Medicare physician payment system. 
 On your behalf, the NJAFP and I have been lobbying for this repeal 

in	Washington,	DC.	Last	April,	we	(i.e.,	
Thomas Shaffrey, NJAFP president; Krish-
na	Bhaskarabhatla,	president-elect;	Rich-
ard	L.	Corson,	AAFP	delegate;	Raymond	
Saputelli, executive vice president, and I) 
were	in	Washington,	DC,	as	part	of	the	
Family	Medicine	Congressional	Congress	
to lobby New Jersey federal legislators in 
support	of	this	important	SGR	repeal.	As	
recently as Monday, February 10, 2014, 
the AMA and 111 other medical as-
sociations, including the AAFP, sent a joint letter to both chambers of 
Congress	in	an	effort	to	urge	lawmakers	to	seize	this	opportunity	to	
eliminate	the	SGR	formula.	It	appears	that	we	are	finally	approaching	
a	positive	outcome	regarding	the	SGR,	but	I	would	encourage	you	all	
to	closely	follow	this	legislation,	the	SGR	Repeal	and	Medicare	Pro-
vider Payment Modernization Act, and urge your lawmakers to seize 
this opportunity to strengthen Medicare and end the costly pattern of 
short-term patches. Tell them to vote as soon as possible in support 
of	repealing	the	SGR	formula	and	reforming	the	Medicare	physician	
payment system.
	 Although	the	buzz	regarding	the	SGR	repeal	certainly	set	the	tone	
of	the	Winter	Cluster,	the	Commission	on	Education	approved	many	
important resident-related issues. As the AAFP resident delegate, I 
also sit on and am a voting member of the AAFP’s Subcommittee on 
Resident	and	Student	Issues	(SRSI)	and	the	Subcommittee	on	Gradu-
ate	Curriculum	(SGC).	Following	is	a	brief	summary	of	what	was	
covered	in	both	subcommittees	and	the	outcomes	in	the	Commission	
on	Education	(CoE).
	 	 The	AAFP’s	SRSI	is	exactly	what	it	sounds	like,	namely,	a	com-
mittee devoted to family medicine residents and students. One issue 
coming	out	of	this	subcommittee	was	2013	COD	Resolution	No.	
609	–	Medical	School	Feedback	to	Students	Choosing	Family	Medi-
cine, which asked that the AAFP survey all new family medicine 
residents for feedback, positive and negative, that they received 
from medical school faculty about their choice of family medicine 
as a specialty and that the AAFP work with medical schools to 
encourage educational environments that are more supportive of 
students’	choice	of	family	medicine.	SRSI	members	discussed	the	
optimal	vehicles	for	a	survey	to	PGY-1	residents	as	well	as	potential	
opportunities to collect the input that this resolution requested from 
4th-year student members, some of whom will not have matched 
into family medicine. The group also discussed the types of ques-
tions that should be included in a survey, including questions about 
issues and optimal timing. Ultimately, we requested that the staff 
experts from marketing research and education submit a concrete 
recommendation to the board.

ResIDenT
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state of the union for family 
medicine Residents Gerald Banks, MD

Over the last 12 years, Congress 
has spent $153.7 billion on SGR 
patches, far more than the cost 
of permanently reforming the 
Medicare physician payment 
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Monali Desai is a 4th-year medical student at Rutgers New Jersey 
Medical School in Newark and a student trustee for the NJAFP.

I
t was one of the last dog days of 3rd year…and it 
felt	good.	I	came	floundering	and	bumbling	into	
clinical rotations, unable to find the fax machine, 
let alone diagnose patients, but 11 months later, 
I emerged a history-eliciting, chart-reviewing, 
note-typing diagnosis-attempting machine. The 
beauty of 3rd year is how quickly we can adapt, 
how quickly we get used to an algorithm…and 

also how quickly we can be reminded that people’s lives do not 
follow an algorithm. 
 I was called for my final consult of the day: a 71-year-old man 
with depression who came in in septic shock, was refusing to take 
his medications, and wanted to be left alone. A quick dive into his 
records revealed that he lived in a nursing home and had rampant, 
poorly controlled diabetes that had left him with bilateral am-
putations. His closest family member was in Nevada. A nice and 
neat picture was forming in my head based upon these concrete 
details. Textbook reasons for his depression appeared like bullet 
points on a PowerPoint: old age, residence in a nursing home, 
medical conditions, disability, and no close family members nearby. 
I was determined to solve the puzzle, get his life story, write one 
fantastic note, and perhaps enjoy some May sunshine. Like any 
good, eager-to-please medical student, I had risk assessments and 
history templates all ready to go.
 He was lying in bed, feigning sleep. His head stubbornly tilted 
to the left side. He had grizzled gray hair and large, black aviator 
glasses. I reached deep into my toolbox of ways to get people 
to open up, but no matter how much I coaxed, cajoled, gently 
inquired, or forcefully inquired; no matter whether I stood up, 
crouched down, or leaned over, and no matter how long I waited, 
he refused to talk to me. Occasionally, he would open his eyes 
and shout out some mumbling, incoherent answer (most likely a 
“No.”),	but	as	I	sat	at	my	computer,	frustrated	and	disappointed,	
I overheard a phone conversation between the nurse and the 
patient’s sister. I went over to her, and she underlined the word 
“Asperger’s”	on	her	notepad.	I	phoned	the	sister	back	immediate-
ly. It was then that my patient’s real story, not the neat PowerPoint 
version, appeared before my eyes. 
 He had been diagnosed with Asperger’s syndrome when he 
was	a	child.	He	was	always	a	little	“different”	from	the	other	
kids	and	had	his	“quirks.”	He	lived	with	his	parents	all	their	lives.	
They trained him to take care of himself in the hope that he could 
survive without them. That terrible day came in 1985, when his 
father died, leaving him parentless at last, and it was from then 
on, his sister said quietly, that things started going downhill. A 
hired cleaning service would notice a fine layer of dust in the 
bathtub: He no longer took showers. The job that he had held 
for many years as an electronics tester ended when the owner 
of the company, who had long been accustomed to the patient’s 
idiosyncrasies, retired and sold the business. This man, my patient, 
became more and more withdrawn, refusing nursing aids. In 

2006, a cleaning service worker found 
the	patient	lying	on	the	floor	of	his	
apartment in a diabetic coma and suf-
fering with necrotic legs. 
 After that episode, he was placed 
in a nursing home facility. For years, 
his baseline communication now has 
been	to	say	“No,”	lie	in	bed,	and	
talk little. However, with some clever 
bribery, he could be persuaded to 
communicate a bit more openly. He 
was a big fan of animated movies. A comment such as, “Sarah 
won’t	send	you	any	more	DVDs	if	you	don’t	take	your	medi-
cation!”	would	get	the	staff	as	least	1	or	2	weeks	of	compli-
ance.	“He’s	brilliant,”	his	sister	noted;	he	had	a	photographic	
memory and a love of classical music. When asked about his 
mood lately, she said, “I really don’t know…I talk to him once 
a	week…but	he	won’t	ever	confide	in	me,	you	know?”	with	a	
slightest trace of bitterness. 
 Suddenly other stories emerged from his story, blooming like 
drops of watercolor on a blank page. His parents struggled to 
understand this awkward child, who started to grow up so differ-
ent in temperament from other children; who did not want to be 
touched;	who	did	not	say,	“I	love	you,”	and	who	wanted	to	be	
left alone in his room. His sister, whom he hardly interacted with 
growing up, either by choice or by circumstance, lives in Nevada 
and	sends	his	favorite	DVDs	in	the	mail	and	learns	from	strang-
ers the cataclysmic events in her brother’s decline. When we are 
young, we resent the slightest disappointments and the slightest 
deviation from the normal. I wonder how she felt not having a 
typical relationship with her brother, a brother who would never, 
as she remarked, confide in her. 
 My patient is 71 years old. He is grizzled and gray, and he wears 
eyeglasses from the 1980s. I can write under past medical history, 
“Depression,	diabetic,	Asperger’s,”	but	there	is	so	much	more	to	
my patient. He used to be a boy who became a man, and he has 
felt grief and loneliness. The fate that his parents so adamantly did 
not want for him is upon him now: growing up alone in a nursing 
home, no longer willing or able to take care of himself, and limbs 
chopped off. Were the reasons for his amputations ever explained 
to	him?	Did	someone	comfort	him,	or	did	he	wake	up	to	one	day	
to find that his legs were gone, just like his job was gone and his 
parents were gone? 
 There is so much that I wonder about him, and there is so 
much more that I want to know. My paltry history-taking tem-
plate feels unseemly, even ludicrous. His life does not fit into 
a template, and for him, there is no clear solution and no May 
sunshine to escape to. In medicine, we want problems to be 
defined and then resolved, but messy details of people’s lives 
get in the way. They are like overgrown foliage that simply can-
not be ignored. We want to follow the template and be told 
we are good at what we do, but our patients continue to lie 
quietly in their beds with ghost limbs and grief, and only they 
know the truth of our successes and failures. s

When Templates Fail  
   Monali Desai
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	 The	scope	of	work	of	the	SGC	includes	the	development	and	
review of the curriculum guidelines; discussion of regulatory 
issues	from	the	ACGME,	ABFM,	and	other	regulatory	agen-
cies; review of AAFP policy; and discussion of any other issues 
pertinent to the training of family medicine residents. Another 
issue	coming	from	the	SGC	was	2014	COD	No.	512	–	Revised	
Current	CMS	Regulations	Limiting	Resident-In-Training	Prescrib-
ing for Medicaid Patients, which suggests that the AAFP notify 
family medicine residencies and state chapters to be aware that 
there might be technical problems with resident-in-training 
prescriptions until those prescribers are enrolled in their states’ 
Medicaid ordering/referring/prescribing provider databases and 
that those family medicine residencies and state chapters need 
to work with their state Medicaid directors to ensure a smooth 
transition. A one-page document with detailed information 
will be sent to all family medicine residency programs apprising 
them of this new requirement. The ability to write prescriptions 
is especially relevant to residents because the roll-out of the 
ACA	will	affect	our	ability	to	write	prescriptions,	even	if	they	
are cosigned by faculty. The document will make residency pro-
grams aware of this new requirement so that they can address 
it before it becomes problematic. 
	 The	mission	of	the	CoE	is	to	provide	a	venue	for	the	development	
of recommended policy and the dissemination of expertise and 
new information related to the education and professional develop-
ment of family physicians until completion of the residency training 
period.	The	CoE	acted	accordingly	at	its	meeting	by	approving	the	
aforementioned	action	items.	The	CoE	also	heard	intriguing	reports	
from	liaisons,	especially	in	regard	to	the	ACGME.	It	was	reported	that	
milestones for core family medicine have been finalized and posted to 
the	ACGME	website,	with	an	effective	date	of	July	2014.	Milestone	
development on the family medicine fellowships (i.e., sports medicine, 
geriatric medicine, hospice and palliative medicine, and sleep medi-
cine) will begin in 2014. 
	 It	also	was	noted	that	the	RRC	for	Family	Medicine,	in	partnership	
with the American Board of Family Physicians, received approval 
from	the	ACGME	Board	of	Directors	for	a	pilot	project	that	will	
examine the length of training in family medicine. Specifically, al-
though the project was not designed to provide a definitive answer 
as	to	which	length	of	training	is	“the	best”	for	residency	education	
in family medicine, the data gleaned from the project will help to 
tailor future conversations regarding the fundamentals (taken from 
both 3- and 4-year formats) required to prepare residents in family 
medicine to enter the practice of medicine with the medical knowl-
edge and skills necessary to treat the most broad-based patient 
population. Thirteen programs began the pilot on July 1, 2013.
 There were many other interesting and debates focusing on liai-
son	reports,	including	those	from	the	ABFM,	AMA,	AOA,	AFMRD,	
and STFM. I will be happy to fill you in on these and other emerg-
ing family medicine resident-related issues. Please email me at 
GBanks@capitalhealth.org	for	more	information.
	 As	always,	keep	your	head	up,	and	remember	that	WE	are	the	
future of family medicine.  s

state of the union 
continued from page 30

	 Following	are	two	examples	of	EHR	donation	transactions	that	
would not qualify for protection: (a) a transaction in which the 
donor requires a written agreement restricting the use or interoper-
ability	of	the	donated	EHR	items	or	services,	precluding	competitors	
from	interfacing	with	the	donated	EHR,	and	(b)	an	action	taken	by	
a	physician	limiting	the	use	of	the	donated	EHR	items	or	services	by	
charging fees to prevent nonrecipient providers and/or the donor’s 
competitors from interfacing.

D . Elimination of the E-Prescribing Requirement
 There is no longer a requirement that the donated software have 
electronic prescribing capabilities. 

III . Conclusion
	 The	final	regulations	have	afforded	protection	to	qualified	EHR	
donations for an additional 7 years, and the rules about software re-
quirements and interoperability standards have been relaxed. Labo-
ratory companies and those hoping for quid pro quo arrangements 
appear to be the only parties adversely affected by the revisions to, 
and clarification of, the prior regulatory scheme. Notwithstanding, 
all	parties	to	EHR	donations	should	be	diligent	in	planning	such	
transactions because of the complicated nature of fund allocations 
and the parameters regarding business dealings. 

For more information about or assistance with an EHR donation, 
please contact either Susan B. Orr, Esq., or Nicole Radziewicz, Esq., 
at Rhoads & Sinon, LLP, at 610-423-4200 or sorr@rhoads-sinon.com 
and nradziewicz@rhoads-sinon.com

Diabetes Screening 
During Pregnancy

Finally aligning with organizations such as 
the	American	Diabetes	Association,	the	
American	College	of	Obstetricians	and	
Gynecologists,	and	the	American	Associa-
tion	of	Clinical	Endocrinologists,	the	U.S.	

Preventive Services Task Force recom-
mends that all pregnant women be 
screened for gestational diabetes 
at 24 weeks of pregnancy, even in 

the absence of symptoms. 

To read the full recommen-
dation, visit: 
http://www.uspreventive 

servicestaskforce.org/uspstf/
uspsgdm.htm

Electronic 
Health Record
continued from page 29
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In this space	every	First	Quarter	of	Perspectives we 
thank those who have provided support to the Foundation to 
enable it to carry on its vision:

 •  Increase interest in Family Medicine among medical students 
and college students through scholarship and grant programs

 •  Assist new physicians entering into the practice of Family 
Medicine in New Jersey through preceptor programs and 
resident repayment opportunities

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

We thank these important stewards of our Foundation – our phil-
anthropic arm. These are the Academy members who have quietly 
contributed to the NJAFP Foundation throughout 2013 because 
they value and recognize the important impact that the Founda-
tion can provide by enhancing the experience of our residents and 
students who have chosen family medicine for their career path. 

So ThANK yOu to David Swee, MD; Mike Doyle, MD; 
Robert Maro, MD; John Ruiz, MD; Everett Schlam, MD; 
Terry Shlimbaum, MD; Mary Campagnolo, MD and George 
Leipsner, MD for your 2013 donations to the New Jersey 
Academy of Family Physicians Foundation .

We	also	extend	a	very	important	and	special	thank	you	to	Ruth	
Corson	and	Sue	Zlotnick	for	their	continued	support	and	dedication	
to making the Foundation booth a success at the annual meeting.

Everyone’s	generosity	and	support	is	greatly	appreciated.	Won’t	
you please join your colleagues by donating to the Foundation in 
2014 to help us better serve those who wish to stay and practice 
Family Medicine in New Jersey? 

Consider	providing	a	monthly	gift	–	donating	over	time	provides	
continual support to these important programs and enables us to 
better plan the future of the Foundation and expand its outreach.

YES! I would like to support the NJAFP Foundation!

o Enclosed is my check in support of the Resident and Student Trustee initiative for $ ____________________________ . 

o Please charge my credit card to support the Resident and Student Trustee initiative for $ _______________________ . 

o I would like to make regular monthly donations to the NJAFP Foundation . 
  Please charge my credit card  $_____________  per month . 

																														Card	#	_____________________________________________________________	Exp.	Date:	 ________________

Name:  _______________________________________________________________________________________________________ 

Telephone: (_______________) ____________________________________________________________________________________

Billing/Mailing Address:  _________________________________________________________________________________________ 

City:	________________________________________________________	State:	________	Zip:	 _______________________________ 

Mail	to	NJAFP	Foundation	(Resident/Student	Initiative);	224	West	State	Street,	Trenton	NJ		08608	or	Fax	to	609-394-7712

New Jersey Academy of Family Physicians Foundation is a non-profit 501(c)3 corporation and the philanthropic arm of the New Jersey Academy of Family Physicians. Donations are completely tax-deductible,
However, you should always consult your tax advisor. All donations will be acknowledged. Upon receipt of your donation, the NJAFP/F will send you a card acknowledging your gift for your records. Contributions
are accepted via regular mail to: NJAFP Foundation, 224 West State St., Trenton, NJ 08608-1002. Donations may be made online by visiting www.njafp.org and clicking on “NJAFP Foundation/Make a Donation”
under the tab “About NJAFP.” Donations may be made in memory of someone special. Please contact Candida Taylor at candida@njafp.org or call 609/394-1711.

ThankYou!
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“I know how disheartening it can be to hear colleagues 
complain about family medicine’s future, but 

NJAFP’s work will make a difference.”

MeMber HigHligHt: Dr. Lauren Carruth-Mehnert

Dr. Mehnert is a family physician at a special care center affiliated 
with the AtlantiCare Regional Medical Center. She also serves as a 
trustee on the NJAFP Board.

“ Love what you do and do what you love. 
Don’t listen to anyone else who tells you 
not to do it.” 

T
his	sentiment	aptly	describes	Lauren	Carruth-Mehnert’s	
attitude toward family medicine. While in her 3rd year 
of medical school, Lauren shadowed three family phy-
sicians, all of whom reinforced her impression of family 
medicine as an engaging and challenging specialty. 
Watching as her mentors interacted with patients and 

focused on treating their conditions in the context of the biological, 
psychological,	and	social	factors	that	influenced	their	lives,	Lauren	
realized that family medicine remains one of the few specialties that 
can still present diverse and complex professional challenges while 
supporting long-term patient relationships.
 Lauren’s initial enthusiasm for family medicine was dampened by 
the attitudes of classmates and colleagues, who encouraged her to 

consider	other	specialties.	Despite	the	pervasive	antifamily	medicine	
bias that she encountered, Lauren was resolute and persevered with 
her	decision.	A	graduate	of	Rutgers	Robert	Wood	Johnson	Medi-
cal School, Lauren completed her residency in family medicine at 
Hunterdon	Medical	Center.	After	working	as	a	family	physician	for	7	
years in the specialty, Lauren still loves what she does and values the 
relationships that she has established with her patients. She com-
mented,	“Effective	family	physicians	are	committed	to	nurturing	

trusting relationships with their patients. 
Establishing	trust	takes	time	and	effort,	
and it is essential to understanding the 
factors that are impacting your patients’ 
[lives] and health. These relationships 
make	family	medicine	so	fulfilling.”	
 Although she derives immense satis-
faction from her work, Lauren is candid 
about the specialty’s challenges. Aware 
that many of her colleagues are disil-
lusioned by ongoing salary issues, time 
constraints, bureaucratic requirements and paperwork, she remains 
a fervent advocate of family medicine. She attributes her positive 
attitude to her involvement with the New Jersey Academy of Family 
Physicians (NJAFP).   
 Lauren serves on the NJAFP Board and is involved with initiatives 
that not only will change but also improve the environment in which 
family physicians practice. Her excitement was evident in her comment 
that “involvement with a change agent like NJAFP is key. “I know 
how disheartening it can be to hear colleagues complain about family 
medicine’s	future,	but	NJAFP’s	work	will	make	a	difference.”	Lauren	
feels	that	she	can	play	a	positive	role	in	influencing	the	future	of	family	
medicine. She stated, “I realize that it is easy to slip into negativity 
when you feel powerless in the face of events that are taking place. 

Working with NJAFP, I see potential solutions, and little by little, I expect 
to	see	the	practice	environment	improve.”
 Lauren practices 4 days/week at one of the special care center loca-
tions	affiliated	with	the	AtlantiCare	Regional	Medical	Center.	She	also	
is the mother of two children. Lauren summed up her attitude toward 
family medicine by stating, “Practicing family medicine resonates with 
me. I am happy to work with patients who may feel disenfranchised 
to	help	them	receive	care	that	will	improve	their	quality	of	life.”	s
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Advice From the Trenches 
Involvement is Key to a Better Perspective on 
the Future of Family Medicine NJAFP Editorial Staff
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