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I
RECENTLY ATTENDED 
a conference where author and 
CNN analyst, Mel Robbins 
was the closing keynote speak-
er. I found Robbins’ perspec-
tive on change interesting. She 
stated that we know we can do 
anything we want to do – start 
a business, write a book, trans-
form a practice - and we know 
exactly how to do it or find out 
how to do it (thank you, Goo-

gle). The problem comes down to having the will to 
make the changes necessary to accomplish it. Ac-
cording to Robbins, you are either going to do “it” 
(fill in whatever “it” means to you) or you are not. 
 What keeps us from making the change to tack-
le the “its” in our life? There is a lot of brain sci-
ence out there that explains why we avoid change. 
Change equals danger. Our brains evolved to scan 
the environment and recognize any change that 
might pose a threat to survival…movement in the 
tall grass might be the wind or it might be a tiger 
looking for lunch. Everything we are today is built 
upon the need for survival. While the chance of 
being a tiger’s lunch is relatively slim these days, 
our brain still scans the environment, sees any 
change to the status quo as a threat, and reacts ac-
cordingly – activating the fight or flight response. 
We are hard-wired to have a negative reaction to 
change, at least until we have more information.
 If we want to change we need to act quickly, be-
fore our brain can talk us out of it. The brain will 
always act to maintain homeostasis. Robbins’ solu-
tion – adopt the “5 second rule.” The minute you 
want to change something, you have 5 seconds to 
act on it.1  Take any longer than that and your brain 
will tell you all the reasons why it is a bad idea.
 So the next time you want to change something 

in your life, whether finding more time to spend 
with family, learning a new skill, becoming a con-
tributor to Perspectives (yes, shameless plea here) 
or getting more involved in the Academy act – im-
mediately. Write it down, pick up a pen, or send an 
email. Outsmart your brain by taking an action to 
make your change real in the world. Once you do 
that, it will be much easier to change and accom-
plish your goal.
 Happy Reading.  s

Reference
1.  Robbins, M. Mel Robbins: Follow the Five-Second Rule. 

Success, 2012.
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Working to Improve 
Family Medicine
n ROBERT T. GORMAN, MD

PRESIDENT’SView

I 
JUST CONCLUDED a visit with a 
longtime patient during which I was 
regaled with stories about grandchil-
dren; given a homemade apple pie, 
and a great big hug. Reluctantly, I then 
turned back to my computer to trans-

late the 8 medical problems we addressed from 
ICD-9 into ICD-10 codes. This exemplifies the 
sharp contrast of the things we love about being 
family doctors, and the ever increasing list of 
things we need to get through to complete our 
daily work.
 At the end of October, I had the pleasure of at-
tending the Tennessee Academy of Family Phy-
sicians annual meeting. I represented New Jersey 
at their meeting, and I presented a CME talk on 
SGL2 inhibitors in the treatment of diabetes, 
which was developed by the NJAFP. The day I 
presented, the conference attendees were asked 
to wear a Halloween costume depicting one of 
their heroes. I dressed as Marcus Welby, MD 
from Santa Monica, California. Dr. Welby was a 
big hit. My television hero was part of a two doc-
tor group that practiced the full scope of Family 
Medicine across the entire lifespan, and in every 
healthcare setting imaginable. He was faithfully 
assisted by only one support staff, Consuelo. The 
good doctor was never challenged or harried by 
such things as meaningful use, EHR, MACRA, 
APMs, MIPS, or narrow networks, and Consue-
lo was blissfully ignorant of pre-certs. It was a 
pleasant time warp trip back to simpler days, but 
as I look at the security fob on my desk, which I 
will now need to e-prescribe scheduled medica-
tions, I am rudely jolted back to 2015, mindful of 
all that we must deal with in present day. 
 

W hile I was in Denver for the COD and 
the FMX meetings, I had the opportu-
nity to participate in an “Ideas Summit 

on Delivery System Reform and Alternative Pay-
ment Models.” This was attended by leaders from 
a number of state chapters, insurance company 
executives and key representatives from the AAFP. 
HHS and CMS are looking to the AAFP for input 
on how to make MACRA work in a way to sustain 

a healthy primary care base, which our country so 
desperately needs. 
 In early November, AAFP board chair, Dr. 
Robert Wergen summarized a number of our con-
cerns in a letter to Andy Slavitt, Acting Adminis-
trator of CMS. Some of the points that were made 
include:  
Measure Harmonization to streamline, harmo-
nize, and reduce the complexity of quality report-
ing in the MIPS and APM programs.  
Define PCMH according to the “Joint Principles 
of the Patient-Centered Medical Home” as they 
were defined in 2007, and not to require a physi-
cian to pay a third party to secure recognition to 
participate in a Medicare program. 
Comprehensive Primary Care Payment Re-
form to move away from fee for service and to-
ward quality over volume. There should also be a 
combination of a global payment for direct patient 
care services and a global care management fee. 
Virtual Groups should be used as a means of 
allowing solo and small practices to aggregate 
patient populations, align resources, and form a 
structure to help them to improve their perfor-
mance while maintaining their independence. 
Patient Attribution tools have been used in the 
CPCI program which has been piloted here in 
NJ and recommendations on improving accuracy 
and fairness are included. 
Meaningful Use has become a huge obstacle 
that most of us have been unable to overcome, 
and it needs to be improved if it is to be used as a 
MIPs performance tool. 
Clinical Practice Improvement Activities 
should be offered with multiple options for com-
pleting them. PCMH certification is one path 
already defined, and those practices should be 
given maximum points. However, there should be 
other methods available to measure practices that 
are not PCMH certified. 
Health Disparities of practice panels need to be 
accounted for, so that physician performance can 
be properly measured.

 These issues are very complex, and we need the 
depth of talent available to us with AAFP resources 
to have our voices heard. The board of the NJAFP 
reviewed these issues at our December meeting in 
order to keep ourselves up to date and educated 
about all of these national developments.
 Here in NJ, we have also focused our advo-
cacy resources on improving the new law re-
quiring prescribers to consult the Prescription 
Monitoring Program (PMP). We recognize the 
importance of such a program, and we also un-
derstand the work flow issues required for it to 
work well. We are pleased that the requirement 
for checking the PMP is limited to Schedule II 
CDS prescribed for acute and chronic pain at 
the initial visit, and then at least quarterly for 
patients requiring ongoing prescriptions for pain 
management. The comment period for this new 
law ended January 15, 2016. Having the option 
to delegate the ability to look up a patient record 
in the database is invaluable. Requiring that the 
staff member be a “Certified Medical Assistant” 
who has clinical training does seem to be an un-
necessary requirement to simply check a data-
base for us. An employee who is covered by the 
practice HIPAA privacy rules and who demon-
strates an understanding of these rules should be 
able to perform that function too, allowing the 
clinically trained medical assistant to directly as-
sist in patient care. 
 All of the issues I have mentioned above play 
a role in our Academy members working to 
achieve the “Quadruple Aim.” I am continuing 
to explore educational tools addressing physician 
burnout, which I mentioned in my address to the 
House of Delegates in June and in my last article 
in Perspectives. 
 I want to thank all who do the work of the 
NJAFP. We have a dedicated and tireless staff and 
an engaged and committed leadership on the Ex-
ecutive Committee and Board of Trustees. May 
we all enjoy a happy and healthy 2016. s

Robert T. Gorman, MD is President of the New Jersey 
Academy of Family Physicians and a practicing family 
physician in Verona, NJ.
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I
N 2012, the amount of data that 
crossed the Internet every sec-
ond exceeded the total size of all 
the data stored on the Internet 
20 years earlier. One data junkie 
recently told me that the amount 
of data in bytes (or gigabytes or 
terebytes or petabytes or whatev-
er-bytes) that Walmart collected 
every two days in 2015 exceeded 
the total amount of data collected 

and warehoused in the entire world in 2003. An-
ecdotal to be sure, but it is also entirely believable 
when you consider Moore’s Law (for the non-da-
ta junkies among us, Moore’s Law states that the 
number of transistors on an affordable CPU would 
double every two years.1) 
 With the data junkie conversation still fresh in 
my mind, I was recently part of a conversation be-
tween several physicians focused on telemedicine. 
A few of those in the conversation seemed highly 
concerned at the possibility that telemedicine would 
lead to poor care, while others suggested that for 
certain cases it could be useful, appropriate, and 
cost-effective. Most of the participants were, with 
good reason, concerned with how physicians who 
do tele-visits would be compensated, noting appro-
priately that the payment issues surrounding this 
and other technology-driven innovations further 
highlight the need to move from our fee-for-ser-
vice based system to one that is more value-based 
where innovation and processes that add value are 
simply in the equation, not an “add-on” to be ne-
gotiated. One physician even offered his colleagues 
the familiar caution that they all would be wise to 
embrace technology, especially consumer-friendly 
technology, lest they all be left behind. 
 What if that’s already happening?
 If you’ve watched any television lately, you’ve 
probably seen the IBM/Watson commercial featur-
ing Bob Dylan. After you got over the shock of sim-
ply seeing a counter-culture hero and poet of the 
1960’s doing a television commercial, you may have 
given just a little thought to what the commercial 
was really about. Technology and data are coming 
together right now in a way that was the stuff of the 

science fiction worlds created by people like Gene 
Roddenberry only a few decades ago. There is no 
doubt that the delivery of, and access to healthcare 
services is about to change dramatically. Perhaps it 
already has. How far-fetched is it to imagine basic 
screenings being done in the home with smart tech-
nology? What about an on-line patient interview 
that not only gathers answers, but provides a po-
tential diagnosis and list of next steps?  Impossible 
you say? In his book “Health Attitude: Unraveling 
and Solving the Complexities of Healthcare,” for-
mer VP of Internet Technology at IBM, John R. 
Patrick suggests that the modern consumer does 
not need to be pushed to embrace (or at least try) 
new technology.2 He notes the huge number of 
mobile-health devices being approved by the FDA, 
and offers the Cedars-Sinai decision to connect 
more than 80,000 patient EHRs with the Apple 

Health app as evidence of 
the speed with which con-
sumer (patient)-focused 
technology is reshaping 
healthcare delivery. Still, 
he and others are quick 
to point out what to many 
of you reading this may 
be obvious: that flashy 
and futuristic technology 
gets headlines and garners attention, but what can 
truly change healthcare delivery by improving cost, 
outcomes, and the patient and physician experi-
ence – the quadruple aim – is the data that these 
devices collect and the new data-driven relationship 
between physician and patient. Patrick notes that 
Phillips North America recently surveyed more 

Watson can sing too
n RAY SAPUTELLI, MBA, CAE

EXECUTIVE VICE PRESIDENTView

One physician offered his colleagues the familiar 
caution that they all would be wise to embrace 
technology lest they all be left behind. 

Continued on page 22
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ADULTS AGE 50 TO 59 
NOW LARGEST AGE 
GROUP IN OPIOID 
TREATMENT 
PROGRAMS
Drug use patterns are changing, especially among 
older adults. It has been shown that admissions to 
substance abuse treatment centers and increased 
injection drug use have been rising among those 
over the age of 50. 

In a study entitled, “Demographic Trends of Adults 
in New York City Opioid Treatment Programs - An 
Aging Population,” researchers used data collect-
ed by New York State’s Office of Alcoholism and 
Substance Abuse Services  (OASAS). Their anal-
ysis found that in 1996 adults aged 50-59 made 
up 7.8% (N= 2,892) of the total patient treatment 
population. In 2012 that same age group represent-
ed  35.9% (N= 12,301) of the population.

Patients aged 60-69 who were in opioid treatment 
programs also saw a dramatic increase in  num-
bers. Originally constituting 1.5% of patients (N= 
558) in 1996 to to 12.0% of patients (N= 4,099) 
in 2012. During the same period, those age 40 and 
below, who in 1996 accounted for 56.2% of pa-
tients (N=20,804), were a fraction of that in 2012, 
responsible for 20.5% of total patients (N= 7,035).

Benjamin Han, MD, MPH, an instructor at New 
York University School of Medicine and the study’s 
principle investigator stated, “These increases are 
especially striking, considering there was about a 
7.6% decrease in the total patient population over 
that period of time, and suggests that we are facing 
a never before seen epidemic of older adults with 
substance abuse disorders and increasing num-
bers of older adults in substance abuse treatment.  
Unfortunately there is a lack of knowledge about 
the burden of chronic diseases and geriatric condi-
tions or the cognitive and physical function of this 
growing population.” 

It is suspected that the increased utilization of 
opioid treatment programs by older adults is likely 
to continue into the next decade. The research-
ers called for further studies to better understand 
unique and specific health needs of this growing 
population from a geriatric perspective. More infor-
mation regarding the study can be found at http://
bit.ly/1PlDT2T

ACADEMYView

A
PPROXIMATELY 75 percent 
of recently emerging infectious 
diseases that affect humans be-
gan as diseases in animals.  Re-
cently, the Centers for Disease 
Control and Prevention (CDC) 
has been responding to many 

disease outbreaks that have been associated with 
animal contact.  These diseases include Ebola, avi-
an influenza, and salmonella, among others.
 To help protect both people and their pets, the 
CDC developed a website. Healthy Pets, Healthy 
People is a website where pet owners and their phy-
sicians can find information about diseases people 
can catch from pets, farm animals, and wildlife. 
This “one-stop-shop” allows users to search alpha-
betically by animal, learn which zoonotic diseases 

the animal may carry, and find simple actions they 
can take to protect themselves – and their pets.

The website features:

 •   An alphabetized list and description of diseases 
that can spread from animals to humans

 •   A list of animal species with the description of 
diseases associated with the animal

 •    Specific groups of people that may be more 
susceptible to diseases from animals

 •   Tips for preventing illnesses acquired from 
pets and other animals

 •   Detailed information about the health benefits 
of owning a pet

 The “Animal Tales” section of the website takes 
a closer look at how animals are positively affect-

ing human lives.  Visitors will find stories 
that explore the rich connections between 
animals and people and will learn tips and 
valuable information on how to protect 
against diseases that can spread from pets 
and other animals.  The site also includes 
specific precautions that people with 
weakened immune systems, children, and 
pregnant women should take when inter-
acting with animals. 

Healthy Pets, Healthy People can be 
found at www.cdc.gov/healthypets 

Healthy Pets, Healthy People
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T
HE FDA recently approved the use of Narcan nasal spray 
(naloxone) (a version of naloxone hydrochloride). Narcan 
is a life-saving medication that can stop or reverse the ef-
fects of an opioid overdose. When administered quickly, 
naloxone can counter-act the overdose effects of opioid 
abuse, usually within two minutes. Up until this approval, 
the drug was only available to be delivered via injection. 

 Drug overdose deaths have surpassed motor vehicle crashes as the leading 
cause of injury or death in the United States. The FDA acknowledged that 
naloxone will not solve the underlying problems created by opioid abuse, but 
it will save lives that might have otherwise been lost due to overdose. Narcan 
nasal spray delivers a consistent, measured dose when used as directed and 
can be used on adults and children. The drug is sprayed into one nostril while 
the patient is lying on his or her back, and can be repeated if necessary. It is 
important to note that the administration of Narcan is not a substitute for im-
mediate medical care.
 The FDA granted fast-track designation and priority review for Narcan na-
sal spray. Fast-track is a process designed to facilitate development and expe-
dite review of drugs intended to treat serious conditions and that demonstrate 
the potential to address an unmet medical need. 
 The agency’s priority review program provides for an expedited review of 

drugs that offer a significant improvement in the safety or effectiveness of the 
treatment, prevention, or diagnosis of a serious condition. 
 For information on the use of Narcan in New Jersey, visit the NJ Department 
of Health website at http://www.state.nj.us/health/ems/naloxone_info.shtml. 
Additional information of the FDA approval of Narcan can be found on the 
FDA website at http://www.fda.gov/NewsEvents/Newsroom/
PressAnnouncements/ucm473505.htm s
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        Vaccine View 
n THERESA J. BARRETT, PHD, CMP, CAE

Theresa Barrett, PhD is the Deputy Executive Vice President for the New Jersey Academy of Family Physicians

CLINICALView

This article was made possible through a grant from 
the New Jersey Department of Health Vaccine Prevent-
able Disease Program. 

Introduction
 The role of the Advisory Committee on Immu-
nization Practices (ACIP) is to provide guidance to 
the Director of the CDC on vaccine-preventable 
diseases and vaccinations for the civilian popula-
tion of the U.S. When recommendations are adopt-
ed, they are published as official recommendations 
in the Morbidity and Mortality Weekly Report 
(MMWR). ACIP has recently updated their rec-
ommendations for several vaccines, including 
HPV, Influenza, and Meningococcal.1

 
Human Papillomavirus (HPV) Vaccine
 There are over 40 types of Human Papillomavi-
rus (HPV) which can be spread through direct sex-
ual contact.2 These types fall into low-risk HPVs 
(non-cancer causing) and high-risk HPVs (can-
cer causing). In females, HPV is associated with 
vaginal, vulvar, and cervical cancer3 and in males, 
penile cancer.4 In both male and females, HPV is 
associated with anal and oropharyngeal cancer.5 
While over a dozen high-risk HPVs have been 
identified, HPV types 16 and 18 are responsible 
for the majority of HPV-caused cervical cancers.6

 There are three types of HPV vaccines avail-
able in the U.S. – bivalent (HPV2), quadrivalent 
(HPV4), and 9-valent (9vHPV).7-9 Both HPV2 
and HPV4 provide protection against HPV types 
16 and 18, which are responsible for 70% of cervi-
cal cancers.9 HPV4 provides additional protection 
from HPV types 6 and 11, the cause of 90% of 
genital warts.10 In February of 2015, ACIP recom-
mended the vaccine 9vHPV, which includes HPV 
types 6, 11, 16, and 18, and five additional onco-
genic types (31, 33, 45, 52, and 58) as one of the 
three vaccines for use against HPV.8,11

 In February 2015, ACIP included 9vHPV as 
one of three HPV vaccines that can be used for 
routine vaccination.11 ACIP recommends routine 
HPV at age 11 or 12 years.12 Vaccination is also rec-
ommended for females aged 13 through 26 years 
and males aged 13 through 21 years not vaccinated 
previously and through age 26 years for men who 

have sex with men and for immunocompromised 
persons (including those with HIV infection) if not 
vaccinated previously.12

 Supplemental information and guidance for 
vaccination providers regarding use of 9-valent 
HPV vaccine can be found on the CDC website - 
http://www.cdc.gov/hpv/downloads/9vHPV-guid-
ance.pdf

Influenza
 In August of 2015, ACIP updated its recom-
mendations on the use of seasonal influenza vac-
cines. The update for the 2015–16 season focused 
on four areas:13

 1.  Antigenic composition of U.S. seasonal influ-
enza vaccines

 2.  Information on influenza vaccine products 
expected to be available for the 2015–16 
season

 3.  An updated algorithm for determining the ap-
propriate number of doses for children aged 6 
months through 8 years

 4.  Recommendations for the use of live atten-
uated influenza vaccine (LAIV) and inacti-
vated influenza vaccine (IIV) when either is 
available, including removal of the 2014–15 
preferential recommendation for LAIV for 
healthy children aged 2 through 8 years

 ACIP recommends that all persons six months 
and older, who do not have any contraindications 
be vaccinated for influenza.13 Ideally, immuniza-
tion should occur before the start of flu season, but 
should be offered as long as flu is active in the com-
munity.13 When the vaccine is available, vaccination 
should be offered to all unvaccinated persons six 
months and older during routine healthcare visits 
and hospitalizations to avoid missed opportunities 
to immunize patients.
 The full ACIP recommendation for influen-
za can be found in the August 7, 2015 edition 
of MMWR (http://www.cdc.gov/mmwr/preview/
mmwrhtml/mm6430a3.htm).

Meningococcal
ACIP now recommends that adolescents and 
young adults aged 16–23 years be vaccinated with 

a serogroup B meningococcal (MenB) vaccine 
to provide short-term protection against most 
strains of serogroup B meningococcal disease.14 
The preferred age for immunization is 16 to 18 
years.14 While current data seems to indicate that 
the vaccine will provide protection against most 
circulating strains, they are not expected to protect 
against all serogroup B strains circulating in the 
United States.14

 ACIP determined that there is insufficient evi-
dence to recommend all adolescents be vaccinated 
with the MenB due to the current low prevalence 
of meningococcal disease and because evidence 
for making policy recommendations for MenB is 
not yet available.14 As meningococcal disease is 
recognized as serious and given the fact that vac-
cines are available, ACIP has concluded that there 
is sufficient evidence to encourage individual clini-
cal decision making.14 
 The full ACIP recommendation on the use of 
serogroup B meningococcal vaccines can be found 
in the October 23, 2015 edition of the MMWR 
(http://www.cdc.gov/mmwr/preview/mmwrhtml/
mm6441a3.htm ).

The Physician’s Role in Immunization
 There are several steps you can take to ensure 
your patients are immunized. One important step 
is to participate in the New Jersey Immunization 
Information System (NJIIS). Immunization in-
formation systems are confidential, state-based, 
digital information systems designed to collect 
vaccination data for children and adolescents, and 
to provide vaccination reminder notifications.15 
Physicians wishing to leverage the NJIIS can find 
more information, including enrollment informa-
tion, on the NJIIS website (https://njiis.nj.gov/nji-
is/). Participation is free and does not require the 
purchase or use of software or other programs. 
The NJIIS website encourages provider participa-
tion “to meet the full potential and functionality of 
the system for your office and your patients.”16
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Foundation. 

Editor’s Note: February is Turner Syndrome Awareness 
month.

T
URNER SYNDROME occurs in 
about 1:2000 live female births.1 It 
is characterized by the absence of 
all or part of the normal second sex 
chromosome, and presents with a 

constellation of physical findings that often in-
cludes congenital lymphedema (puffy hands and 
feet), short stature, and gonadal dysgenesis.

Diagnosis
 Puffy hands and feet (congenital lymphedema) 
alerts one to the diagnosis of Turner Syndrome 
(TS) in about one quarter of affected girls.2 Some 
infant girls may have webbed neck. Occasionally, 
infants receive the diagnosis because of the pres-
ence of coarctation of the aorta. However, many 
girls with TS do not have any obvious stigmata. 
One third of girls with Turner Syndrome are diag-
nosed in mid-childhood on investigation of short 
stature. Most of the remaining females with Turn-
er Syndrome are diagnosed in adolescence when 
they fail to have normal pubertal breast develop-
ment and/or fail to have initiation of menses. In 
rare cases, the diagnosis is not made until adult-
hood, because of recurrent pregnancy loss.
 Typically, the diagnosis is confirmed by stan-
dard cytogenetic analysis (karyotype). There are 
faster and less expensive methods for diagnos-

ing TS, using the detection of single nucleotide 
polymorphisms (SNPs) on the X chromosome.3 
Approximately half of the karyotypes in females 
with TS reveal a single X chromosome (45, X) in 
all cell lines. Others have mosaicism, meaning that 
they have additional cell lineages besides 45, X. It 
is important to know the exact cell lines present, 
since girls with mosaicism for a cell population 
with a Y chromosome are at increased risk for ma-
lignancy (gonadoblastoma) in the streak gonads.4

Manifestations and Management
Short Stature
 Women with Turner Syndrome reach an adult 
height of 20 cm below their expected mid-paren-
tal height.5 The mean final adult height is about 
143 cm, which is about 4 feet, 8 inches.5 At birth, 
the length tends to be close to the normal range. 
However, by 18 months of age, many girls with 
Tuner Syndrome will have a decrease in their 
growth velocity. Approximately 2% of girls whose 
height is below the 5th percentile have a diagnosis 
of Turner Syndrome. It is important to point out 
that children with Turner Syndrome may not be 
very short; however, they will be shorter than ex-
pected for their mid-parental target height.
 Treatment with recombinant human growth 
hormone is now the standard of care for girls 
with Turner Syndrome. Data reported from the 
National Cooperative Growth Study (NCGS) in-
dicate that from 1995 to 2000, girls with Turner 
Syndrome were not started on growth hormone 
until an average age of 9.0 ± 3.8 years. Further-

more, their height at initiation of growth hormone 
therapy was -2.9 ± 0.9 SDS (Standard Deviation 
Scores), which is approximately the 0.1%.6  This 
delay in starting growth hormone therapy is likely 
related to delayed diagnosis of Turner Syndrome 
in some girls, and in others it is due to delay in 
referral to a pediatric endocrinologist. The later 
growth hormone therapy is started, the longer 
it will take for the patient’s height to improve to 
the normal range, and the less likely she will be to 
reach a final adult height within the normal range.
 A recent randomized controlled trial evaluat-
ed the effect of early growth hormone therapy in 
the toddler years in girls with Turner Syndrome. 
During this two year study, the control group 
had progressive growth failure, with a decrease in 
height from -1.8 ± 1.1 SDS (at baseline) to -2.2 ± 
1.2 SDS (after 2 years). This is in contrast to the 
growth hormone treated girls, whose mean height 
score increased from -1.4 ± 1.0 SDS (at baseline) 
to -0.3 ± 1.1 SDS (after 2 years).7 This means 
that after 2 years, the untreated girls were at about 
the 1% and the growth hormone treated girls were 
at about the 40%.

Gonadal Failure
 The ovarian cells in females with Turner Syn-
drome undergo premature cell death. By 20 weeks 
gestation, 70% of ovarian germ cells were apop-
totic in those with Turner Syndrome, compared 
to 3% in age-matched normal XX ovaries.8 The 
ovarian failure manifests itself as both estrogen 
deficiency as well as a lack of fertilizable ovum.

        Strategies to Prevent Delayed 
Diagnosis in Turner Syndrome 
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 Girls with Turner Syndrome tend to have nor-
mal pubic and axillary hair development, as these 
are due to adrenal androgens, rather than ovarian 
estrogens. However, most girls with TS will not 
have full breast development nor menstrual cy-
cles. Occasionally, there is enough residual ovarian 
function for breast development and/or menstrual 
periods. Because of the ovarian failure, natural fer-
tilization is quite rare in women with TS.
 The estrogen deficiency is treated with replace-
ment estrogen, either as pills or estrogen patch-
es. Studies show that estrogen patches have the 
advantage of not causing liver enzyme elevations9 

and promote increased growth factor (IGF-1) 
levels.10 There are various estrogen replacement 
regimens that are used, but the common point 
among all of them is to start with low dose estro-
gen, and slowly increase the dose over a couple of 
years. This allows for normal uterine and breast 
development.
 There is much research looking into various 
forms of assisted reproductive technologies to help 
women with TS carry a pregnancy. There have 
been reports of ovarian tissue wedge freezing as well 
as oocyte cryopreservation in young women with 
Turner Syndrome, in order to preserve fertility.11

Developmental and Learning Issues
 In general, most people with TS have normal 
intelligence. Some of the deficits that are more 
common in females with TS include: visuospatial 
organization, social cognition, and math abilities. 
Attention deficit disorders are also more common 
in these individuals.2 As with anyone with learning 
disabilities, early diagnosis and interventions are 
very important.

Cardiovascular Issues
 Approximately one quarter to one half of all 
females with TS have congenital heart disease. 
Therefore, all individuals with TS should at least 
have an echocardiogram at the time of the di-
agnosis of TS. Typically the malformations are 
left-sided defects, with coarctation of the aorta 
and bicuspid aortic valve being the most com-
mon. There seems to be an increased risk of aortic 
root dilatation and subsequent aortic aneurysms 
in individuals with TS.12

Endocrine Issues
 Acquired hypothyroidism is more common in 
females with TS. Approximately, 41% of women 
with TS have anti-thyroid antibodies, with about 
one-third of these women having hypothyroid-
ism, requiring thyroid replacement. Interestingly, 
83% of the women with the particular karyotype, 
X-isochromosome, have anti-thyroid antibodies. 
The hypothyroidism tends to occur in the 20s and 
the 30s, but a few percent of cases present in early 
childhood.13

 Some studies have found an increased inci-
dence of obesity, insulin resistance, and type 2 
diabetes in women with TS.2

Otological Concerns
 Recurrent ear infections are quite common in 
females with TS. By a mean age of 2 years, over 

50% of girls already had a history of recurrent oti-
tis media.14 This increased incidence of infection 
is due to a shorter, more horizontal eustachian 
tube, interfering with middle ear drainage and 
causing nasopharyngeal reflux.
 Approximately, one-quarter of girls with TS will 
have hearing loss, typically conductive hearing loss 
related to the middle ear dysfunction and chronic 
ear infections. However, sensorinueral hearing loss 
is also more common in females with TS.14

Renal Concerns
 Approximately, one third of females with TS 
have kidney malformations.15 These anomalies in-
clude: horseshoe kidney, single kidney, duplicated 
collecting system, and pelvic kidney. Therefore, a 
renal ultrasound is recommended at the time of 
diagnosis of TS.15

Musculoskeletal and Orthopedic Concerns
 Commonly, increased carrying angle of the arm 
is found, due to malformation of the ulnar head. 
Congenital dislocation of the hip and scoliosis 
tend to be more common in girls with TS. Other 
malformations that occur in TS are: webbed neck, 
widely spaced nipples, nail dysplasia, high arched 
palate, and short forth metacarpal.

Dermatological Concerns
 The congenital edema of the hands and feet 
tend to resolve on their own within the first cou-
ple years of life. Nevi tend to be more common 
in females with TS. There also seems to be an 
increased incidence of keloid formation in these 
individuals.

Strategies to Prevent Delayed Diagnosis
 One study found that girls with TS were not 
diagnosed until an average of five years from the 
time that their height fell below the 5th percen-
tile.16 The authors of that study proposed the fol-
lowing guidelines for screening for TS: 

 • Any girl with one or more of the following: 
   – Short stature (height <5th percentile), 
   – webbed neck, 
   – peripheral lymphedema, 
   –  coarctation of the aorta, or delayed puberty, 

should be screened for TS. 

 •   Additionally, any girl who has at least two or 
more of the following: 

   – nail dysplasia, 
   – high arched palate, 
   –  short fourth metacarpal, and strabismus, 

should be screened for TS.16
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P
LAY IS CRITICAL for chil-
dren’s development because it pro-
vides time and space for children 
to explore and gain skills needed 
for adult life. Children’s playtime 

has steadily decreased due to limited access to 
play spaces, changes in the way children are ex-
pected to spend their time, parent concerns for 
safety, and digital media use. Between 1981 and 
1997, the amount of time children spent playing 
dropped by 25 percent.1 During this same time 
period, children ages 3-11 lost 12 hours a week of 
free time and spent more time at school, complet-
ing homework, and shopping with parents.2 
 Play can be defined as “any spontaneous or 
organized activity that provides enjoyment, enter-
tainment, amusement or diversion.”3 When chil-
dren play, they engage with their environment in 
a safe context in which ideas and behaviors can be 
combined and practiced. Children enhance their 
problem solving and flexible thinking, learn how 
to process and display emotions, manage fears and 
interact with others.4 Free, unstructured play al-
lows children to practice making decisions without 
prompted instructions or the aim of achieving an 
end goal. They can initiate their own freely chosen 
activities and experiment with open-ended rules. 
 Social changes and new technologies have 
greatly impacted the way children play and the 
amount of free time they are given. Children’s 
playtime continues to decrease as a result of:

 •  Emphasis on academic preparation at an ear-
ly age - 30% of American kindergarteners no 
longer have recess.1

 •  Electronic media replacing playtime - 8-10 
year olds spend nearly 8 hours a day engaging 
with different media, and 71% of children and 
teenagers have a TV in their bedroom5

 •  Less time spent playing outside - a study fol-
lowing young children’s play found that kids 
under 13 years old sometimes spend less than 
30 minutes a week outside.

 •  Perceived risk of play environments - in one 
study, 94% of parents cited safety concerns, 
e.g. street traffic and stranger danger, as a fac-
tor influencing where their children play.1

 •  Limited access to outdoor play spaces - only 
20% of homes in the U.S. are located within a 
half-mile of a park.1

 As a result of reduced playtime, children are 
spending less time being active, interacting with 
other children, and building essential life skills, 
such as executive functioning skills, that they will 
use as adults.6 During well-child visits, healthcare 
professionals can inquire about children’s play-
time and media usage, and provide suggestions to 
promote quality playtime. The American Acade-
my of Pediatrics recommends health professionals 
pick two targeted questions to ask parents at well-
child visits such as:

 1.  The number of hours the child spends en-
gaged in screen time 

 2.  Whether there are digital devices in the 
child’s bedroom.5

 Children’s play behaviors may vary based on 
cultural norms and family preferences. While 
some cultures emphasize individualism and in-
dependent play, others engage in more parent-di-
rected play and activities. This can influence how 
children play with toys and interact with their 
peers and family members.7 To help provide ad-
vice to families with different values, styles of play, 
and communication, health professionals can of-
fer these recommendations from the American 
Academy of Pediatrics:

 •  Allow for 1 hour a day of unstructured, free 
play5

 •  Limit child’s media time to less than 1 to 2 
hours a day 

 •  No media usage for children under two 

 •  Establish “Screen free zones” by keeping TVs, 
computers and video games out of children’s 
bedrooms 

 •  Limit “background media” use during play-
time and family activities because it is dis-
tracting for children and adults 

 •  Establish a plan for media use, e.g. when and 
where media is used and length of time child 
uses media 

 For more tips on how to encourage children’s 
play time Pathways.org offers a free brochure en-
titled “Play: It’s More Than You Think.” The bro-
chure is available at http://pathways.org/print/ 

About Pathways.org:
 Pathways.org is a national not-for-profit ded-
icated to maximizing children’s development by 
providing free tools and resources for medical 
professionals and families. To help parents learn 
about important topics in development and mile-
stones for their child, Pathways.org provides free 
supplemental materials for well child visits and 
parent classes. s
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1.  True or False: HPV types 16 and 17 are responsible for the majority of 
HPV-caused cervical cancers.

2.  True or False: ACIP recommends routine HPV at age 11 or 12 years.

3.  True or False: Men who have sex with men may be vaccinated with HPV 
vaccine up to age 21.

4.  True or False: One reason ACIP determined that there is insufficient evi-
dence to recommend all adolescents be vaccinated with the MenB due to 
the current low prevalence of meningococcal disease.

5.  True or False: The NJIIS encourages practices meet the full potential and 
functionality of the system for the benefit of the office and its patients.

6.  True or False: Puffy hands and feet (congenital lymphedema) is an indica-
tor of Turner Syndrome (TS) in about one quarter of affected girls.

7.  True or False: Diagnosis of Turner Syndrome is usually confirmed by clin-
ical symptoms.

8.  True or False: Ovarian failure in Turner Syndrome manifests as both es-
trogen deficiency as well as a lack of fertilizable ovum.

9.  True or False: Children aged 8-10 spend nearly 8 hours a day engaging 
with different media.

10.  True or False: Children’s media time should be limited to no more than 3 
hours a day. 

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

True or False: 

Answers on page 22
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NEW JERSEYView
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Angie Halaja-Henriques - Program Director.  
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Kristine Samara - Program Manager. Kris has over 
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 Angie, Sue, and Kris were formally with the Penn-
sylvania AFP Foundation.

THE NJAFP has redesigned its Practice Transformation Team into the Healthcare Transfor-
mation and Quality Improvement Team. While continuing to assist physician practices with 
the transition to patient-centered care and attaining NCQA recognition, the team will also fo-
cus on combining CME and quality improvement to further enhance outcomes for patients. 

The expansion of the Healthcare Transformation Team will also allow NJAFP to engage in regional 
quality improvement efforts, to reach practices that work across state borders. Joining the existing 
team of Karen Foster, Tara Perrone, Jessica Runyon, and Pam Joyce, are: 

Congratulations to…

Past NJAFP President, Jeff Zlotnick, MD, 
CAQ was recognized by Special Olympics 
New Jersey (SONJ) for his 20 years of ser-
vice to the organization and its athletes. He 
was inducted into the SONJ Hall of Fame, 
credited with the development of MedFest 
and the countless pre-participation exams he 
has completed over the years. Dr. Zlotnick is 
the first volunteer physician to receive this 
honor. To read more about Dr. Zlotnick, see 
the Physician Profile View on page 21.

In the News
Vikram Gupta, MD (Clifton) was featured 
in an EIN News piece entitled “Northern 
NJ Primary Care Physician, Says Chronic 
Disease Management is Crucial for Those 
with Chronic Kidney Disease.” Read the 
full article at http://bit.ly/NJAFPGupta.  
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N JAFP continues to work on your behalf 
to monitor, promote and oppose legis-
lation that impacts the practice of fam-

ily medicine, the education and training of fam-
ily physicians and your patients’ access to health 
care. NJAFP regularly works on the issues below 
with other physician specialty societies with com-
mon advocacy goals as NJAFP.  January 2016 is 
the start of a new two-year legislative session and 
many of these issues may continue to be debated.
 We have compiled a list of bills that are cur-
rently pending (not law) or some that have been 
signed in the last two years’ sessions. This list is 
not exhaustive of NJAFP’s advocacy efforts, but 
provides a good sampling of the issues that come 
up in Trenton every day.

HEALTH INSURANCE
• Out of Network Legislation (A-4444/S-20)
  NJAFP continues to ensure that in-network 

family physicians and primary care physicians 
are not impacted with additional administrative 
responsibilities in the disclosure section on this 
new bill. We have been successful with the spon-
sors thus far in concept, but the bill continues 
to have language that may impact family phy-
sicians. NJAFP remains active on behalf of its 
members and patients. This is a significant lame 
duck issue and we will not know the outcome until 
early January. It is likely this issue will be revisited 
in the new legislative session.

• Patient Data (support) (S562/A3322)
  The Governor signed S562/A3322, which was a 

response to the Horizon data breach of patient 
information on laptops. The law requires health 
insurance carriers to encrypt certain informa-
tion. NJAFP supported this bill through the leg-
islative process.

•  Standard Explanation of Benefits Forms 
(support) (A1447/S1384)

  This is a bill that NJAFP has supported for 
many legislative sessions. The Assembly Finan-
cial Institutions Committee approved A-1447, 
which requires health insurance carriers to use 

a standard explanation of benefits form. NJAFP 
will continue to support this bill and other simi-
lar measures. The bill will not likely be approved in 
this legislative session.

SCOPE OF PRACTICE
• Advanced Practice Nurses
  Independent Practice (oppose) - After many leg-

islative sessions, the effort to push independent 
practice has been stalled, again. The NJ State 
Nurses Association and the APNs remain intent 
to eliminate the requirement for a joint protocol 
with a collaborating physician through the regu-
latory process. This Diagnosis of Cause of Death 
(oppose) – After two successful vetoes in 4 years 
and continued NJAFP opposition, the Gover-
nor signed this bill this spring. However, when 
the writing was on the wall, we were able to get 
amendments to narrow the circumstances under 
which an APN can certify diagnosis of death for 
the death certificate. 

•  Psychologists Prescribing (oppose) (A2892/
S1684)

  Psychologists have been seeking prescriptive au-
thority through legislation for several years now. 
This bill with physician opposition has failed to pass 
in the Assembly or move in the Senate.

• Physician Assistants (oppose – then neutral)
  PAs sought to eliminate any scope of practice in 

this legislation. They were seeking to have their 
scope exclusively delegated by their supervising 
physician. NJAFP worked to bring the bill down 
to reality and they maintained their enumerated 
scope in the current law, but left some flexibil-
ity for delegation at the supervising physician’s 
discretion and lighten the load for chart review/
sign offs for supervising physicians. The PAs are 
actively moving this in lame duck, but at this point 
requires some additional action.

PRIMARY CARE WORKFORCE
• Primary Care Loan Redemption 
  We continue to work with the Program to improve 

access, increase approved sites and utilization. We 

are still working to in-
crease funding for the 
program, particularly 
by accessing additional 
matching funds from 
the federal government, 
previously untapped 
by the state. To do this 
New Jersey needs key 
workforce data that we 
do not have . . . see below.

• Physician Workforce Data Collection
  Working with the NJ Council of Teaching Hos-

pitals, we worked with the NJ BME to eliminate 
the ridiculously worded voluntary survey includ-
ed in their license renewal and streamlined the 
license renewal questionnaire so that it complied 
with federal requirements necessary to access 
additional federal funds for teaching hospitals/
residency programs and loan redemption. 

PHYSICIAN MANDATES
• Hepatitis Testing (oppose) (S876/A2555)
  S876 would require physicians and hospitals 

to provide testing for Hep C for all adults born 
1945-1965. The bill would require that the test 
be offered at every patient encounter unless the 
patient confirms that he/she has already been 
tested. NJAFP opposes this mandate, which 
goes beyond the CDC and Preventive Care 
Task Force (PCTF) recommendations. The bill 
barely passed the Senate and is stalled in the As-
sembly Health Committee. NJAFP will continue 
to oppose this legislation and recommend the state 
continue to follow the PCTF recommendations.

•  Sports Physical Cardiac Module (implementa-
tion of law)

  NJAFP had a physician seat on the Student 
Athlete Cardiac Health Working Group charged 
with developing an educational module for phy-
sicians. While well intended the legislation that 
established this Working Group and the mod-
ule needed to be reined in at every turn. NJAFP 
made sure that this was a one-time requirement 

GOVERNMENT AFFAIRSView

2014-2016 Legislative Session 
NJAFP Government Affairs State Advocacy

n CLAUDINE M. LEONE, ESQ.
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and we have continued to monitor how the De-
partment of Education is implementing this 
requirement. Effective 2015-2016 school year, 
when you fill out a student’s sports physical 
form you will have to attest that you completed 
the module on the bottom of the form.

• All Physicals Cardiac Module (oppose – success-
fully amended)
  NJAFP had to jump into action again when the 

Legislature wanted to extend the requirements 
for sports physicals (module) to all children’s 
physicals. When we saw there was no stopping 
this bill, we were able to reduce its impact, 
which, as proposed, would have required physi-
cians, PAs, and APNs to take the cardiac mod-
ule as a condition of their license renewal and 
file their completed certificates with the BME. 
NJAFP narrowed the bill to be a one-time require-
ment and you will only have to attest on your BME 
license that you completed the module. This bill was 
signed by Governor Christie.

•   Suicide Prevention CME (oppose) (A3834/
S3068)

  A bill was considered by the Assembly Educa-
tion Committee with a lot of requirements on 
suicide prevention CME for physicians. We suc-
cessfully worked with the sponsor to recognize 
that the bill, while well intended, wasn’t quite 
right. The bill has been stalled in the Assembly to 
date, but we have captured the interest of the sponsor 
to address some other mental healthcare issues and, 
particularly, insurance barriers and coverage for 
mental illness.

PUBLIC HEALTH
•   Limiting Exemptions for Vaccinations (support) 
(A1931/S1147)

  NJAFP continues to support legislation that 
would narrow the religious exemptions for 
childhood vaccinations. With the recent measles 
outbreaks, we finally have the Legislature’s ear 
on the concept of herd immunity and impor-
tance of vaccinating according to CDC guide-
lines.  This bill is still pending approval.

PRESCRIPTION DRUG 
•  Naloxone and Civil Immunity (support)(S2378/
A3720)

  NJAFP supported legislation in 2013 that au-
thorized physicians to prescribe naloxone in the 
name of the person receiving the prescription 
(not just the end user).  NJAFP has supported 
the BME’s waiver of the physical examination 
requirement for prescribing naloxone as well as 
advocated for clarification on the provider im-
munity provisions of the law, including immu-
nity from disciplinary action – not just liability. 
Governor Christie signed a new bill clarifying im-
munity provisions.

•  Prescription Drug Monitoring Program Amend-
ments (oppose – neutral) (S1998)

  Legislation was introduced to improve the 
functionality of the PMP. As introduced, it 
was terrible. Now, after 2 years of negotiating, 
the PMP changes are much better, and while 
we did prevent the bill’s “mandate to check” 
provision, we limited the circumstances where 
the mandate to check is required. As it stands, 
employees of physician offices (certified med-
ical assistants) and residents will now be able 
to access the PMP database. There will be in-
creased operability with other states’ databases; 
it increases the AGs ability to send reports to 
physicians and pharmacies, and reduces phar-
macy data submission timeline from one month 
to one week to make the PMP more current. 
The mandate to check will be for prescribing 
a schedule II pain medication for a NEW pa-
tient and quarterly thereafter if the prescriber 
continues that course of treatment. The original 
language was a full blanket mandate for all med-
ications at every prescription - not just for pain. 
The Governor signed this bill and the State has 
proposed regulations to implement, however, have 
tried to limit some of the legislative intent as it re-
lates to non-physician access to the PMP (medical 
assistants).

• Medication Disposal (support with amendments)
  This bill requires physicians and pharmacies 

when dispensing CDS to inform patients about 
proper and safe disposal. With clarification that 

this was only for CDS dispensing from a physi-
cian practice and pharmacy, this has very limit-
ed impact on family physician practices.

• Informed Consent (oppose) )(A3712/S2366)
  We continue to successfully oppose legislation 

that would require healthcare practitioners 
(physicians, PAs, APNs) to inform patients in 
writing - on a form developed by the State and 
based on guidelines developed by the State - of 
addictive potential of all CDS prior to issuing 
the prescription. While NJAFP is not opposed 
to the concept, the requirements of this bill and 
the legal implications of the proposal, as written, 
interfere with the practice of medicine. This is 
another lame duck issue and, while it appears to be 
stalled, anything can happen.

• Addiction Treatment (support)
  NJAFP is supporting legislation that would pro-

hibit utilization management review for behav-
ioral health treatment.

• Mental Health Services (support)
  The Governor signed two bills which require De-

partment of Human Services and Corrections 
to coordinate to ensure provision for mental 
health services to inmates. The Governor also 
signed a bill that requires the Department of 
Human Services to make public an annual re-
port on substance abuse providers. s

Claudine M. Leone, Esq. is the Director of Governmental 
Affairs for the New Jersey Academy of Family Physicians.

              NJAFP offers CME online
NJAFP in conjunction with ArcheMedX has launched a 10 part e-learning 
program designed to address educational and practice gaps in the treatment 
of Major Depressive Disorder (MDD), a leading cause of disability through-
out the world that afflicts 7% of the U.S. population every year. To access the 
course go to https://mddlesson.archemedx.com/initiatives/managing-major- 
depressive-disorder/register/new

CME
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A
PPLICABLE LARGE 
EMPLOYERS under the 
Affordable Care Act (the 
“ACA”) are required to 
offer substantially all (95%) 
of their full time employees 
and dependents health cov-

erage that is affordable and of minimum value to 
avoid monetary penalties. Therefore, it is import-
ant for employers to determine whether they meet 
the definition of an Applicable Large Employer 
and if they meet the definition to understand their 
obligations under the ACA. 
 Applicable Large Employers are those who em-
ploy an average of at least 50 full-time employees 
during the preceding calendar year. A “full-time” 
employee is anyone who works 30 hours or more per 
week or 130 hours a month which is in contrast to 
the 36-40 hours per week that most employers con-
sider full-time. In determining the number of full-
time employees, seasonal and part-time employees 
must be accounted for using the full-time equivalent 
(FTE) methodology. This methodology involves 
simply adding up the total number of hours worked 
by all of the part-time employees each month and 
dividing that number by 120, thereby giving you the 
number of FTEs. If your FTE employees plus your 
full-time employees total 50 or more, you meet the 
definition of an Applicable Large Employer. When 
calculating the number of full-time employees, in-
clude those working at all locations and those work-
ing for an affiliate company. 
 Once you have determined that you are an 
Applicable Large Employer, the next step is to 
determine which employees you are required to 
offer insurance. Those individuals clearly working 
over 30 hours a week are easy to track, but how 
do you track “variable hour” employees, which 
many practices have?  These are employees who 
work different hours each week, some of whom 
may work hours that hover around 30 hours. To 
avoid penalties, an employer is required to track 
the hours worked for all variable hour employ-
ees, during a “Measurement Period” of 3 to 12 

months. At the end of the measurement period, 
review the hours to determine which employees, 
if any, worked an average of 30+ hours a week. We 
suggest a 12-month measurement period, to allow 
for more consistent tracking. In month 13, deter-
mine the average hours worked and for those who 
worked an average of 30 or more hours, the em-
ployer must offer health insurance to the employee 
and his/her dependents during the next 12-month 
period (the “Stability Period”). Note that the 
length of the stability period must match the length 
of the measurement period. Even though you are 
now in the stability, you are required to continue 
to track hours worked to determine whether or not 
to offer insurance for the next 12-month period. 

Note that insurance must be offered not only to 
the employee, but also to the employee’s depen-
dents, which are children under the age of 26. A 
spouse is not considered a dependent.
 

H ow about new hires? The ACA allows 
an employer to have no more than a one 
month orientation period and a 90-day 

(not 3 months) waiting period, but health insur-
ance coverage must become effective for an eligible 
employee no later than the first day of the fourth 

month of employment. 
For example, if an em-
ployee is hired on January 
15th, orientation would 
be from January 15 to 
February 15, a waiting 
period would then begin 
and the insurance must 
be effective no later than 
May 1. For new hires that 
are variable hour employees, you would simply 
track their hours as discussed above. 
 The ACA also requires that any health plan 
offered to employees be affordable and provide 
minimum essential coverage. A plan is considered 
affordable if the employee’s required contribution 
for his or her coverage (do not include dependent 
coverage) does not exceed 9.5% of the employee’s 
income for the year. The plan must provide certain 
essential health benefits, including, but not limited 
to preventive care, prescriptions, laboratory and 
hospital services and it must cover 60% of all the 
medical expenses incurred by the employee. 
 Penalties can be severe if an Applicable Large 
Employer does not offer a plan to at least 95% of 
its full-time employees and if at least one employee 
receives a tax credit or a cost sharing subsidy in 
the federal marketplace. Failure to meet this re-
quirement will subject the employer to a penalty 
of $2,084 multiplied by the number of full-time 
employees minus 30 (the penalty is waived for the 
first 30 employees). For example, if the employer 
has 50 employees, the penalty would be $41,680 
per year, that is 20 (50 minus 30) times $2,084. 
 For offering inadequate insurance, the penalty 
is less draconian and is $3,126 for each full-time 
employee that actually receives a tax credit or cost 
sharing subsidy.  
 There are also mandatory IRS reporting require-

Are you an “Applicable Large Employer” 
under the Affordable Care Act?
n SUSAN B. ORR, ESQ.

PRACTICE MANAGEMENTView

For questions or assistance with policies and procedures, please contact Susan B. Orr, Esquire, 
Rhoads & Sinon, LLP at 610-423-4200 or sorr@rhoads-sinon.com 

Those individuals clearly 
working over 30 hours a 
week are easy to track, but 
how do you track “variable 
hour” employees, which 
many practices have?

Continued on page 22
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T
HE MODERN PHYSICIAN 
is called to provide twenty-first 
century health care upon the 
foundation of a twentieth century 
training. Today’s physician trainees 

enter a world of teamwork and collaboration in 
healthcare delivery. Evidence-based medicine 
and quality initiatives reinforce the fact that bet-
ter outcomes and lower costs are driven by such 
a team-oriented approach. Complementing these 
internal healthcare initiatives has been the strong 
response of policy reform and regulation. Togeth-
er, new models for healthcare delivery facilitate 
patient care under the joint banner of teamwork 
and communication. At every step of the journey, 
physicians accept the role of team leader, facilita-
tor, and communicator.
 The ability for future physician leaders to em-
brace the role of team leader can be best cultivat-
ed and enhanced through the response of medi-
cal educators. This next generation of physicians 
must be equipped to deal with an expanded skill 
set that goes beyond the approach to developing 
the traditional clinician. It must also relinquish 
the outdated belief that physician administrators 
are the only group in need of leadership train-
ing. Rather, all physicians must be prepared to 
be active leaders. The academic medical com-
munity can go a long way to develop this sort 
of physician leader, one that is prepared for the 
challenges and successes of twenty-first century 
health care.
 This call for a new model of leadership devel-
opment in the medical academic community was 
recently emphasized in Academic Medicine,
 “The full benefits of such a model will not be ap-
parent for years. Early benefits, however, include re-
duced costs of care, increased availability of health 
care, improved quality, and a focus on wellness rather 
than disease management. Long-term benefits include 
increased involvement of physicians in all aspects of 
healthcare administration, with younger physicians 
leading changes in health care delivery.”1

 Research suggests that there is a link between 
the engagement of doctors in leadership and qual-
ity improvement- with correlative improvements 

in patient care.2 It has become evident that trained 
physician leaders are better able to both initiate 
positive change as well as respond to negative or 
unexpected diversions. This flexibility to interact 
with change is crucial to the maintenance of eq-
uitable and sustainable high quality patient care. 
With the continued mantra of placing the patient 
first in health care, investment in such leadership 
development should be a priority.
 

M eanwhile, contemporary legislative 
and regulatory output continues to in-
terplay with systems of development 

to drive the evolution of patient care around the 
foundation of team-based approaches. Healthcare 
systems continue to grow, and to further integrate 
the various levels of providers and practitioners, 
in an effort to find a cost-saving blend of quality 
care. The constant in all of these regulatory models 
remains that the physician is placed at the center 
of delivery and as the leader of the team. If the 
academic community does not strive to meet the 
demands of these evolving healthcare systems, per-
haps other licensed providers will be offered the 
chance to step into the void. Physician leaders must 
be prepared to both interact with, as well as facili-
tate and lead, these future healthcare teams. Finally, 
perhaps the most systemic influence on leadership 
development will be driven by financial incentives.
 Bundled reimbursements, value-based pur-
chasing of healthcare resources, and pay-for-per-
formance all indicate that providers will be re-
warded in concert with team-based care. To 
complement this, several national societies, think-
tanks, and government bodies have suggested 
stratified incentives to academic institutions that 
engage medical core competencies to differing 
degrees. All of this is indicative of a likelihood that 
institutions and residency programs that address 
necessary competencies, such as leadership devel-
opment, could see greater funding.
 Some would argue that the movement towards 
leadership development in medicine is already 
upon us. To be fair, much discussion has taken 
place and early adoption has followed in, mostly, 
isolated settings. But, as a profession, we must still 

be doing something wrong. Physician burnout 
is at an all-time high with studies demonstrating 
that 1 in 3 physicians is experiencing such burn-
out at any given time.3 Further studies show that 
90% of professionals, who leave their profession, 
either voluntarily or involuntarily, leave not be-
cause of technical incompetence, but because of 
a non-technical shortcoming or difficulty. Mean-
while, the most commonly raised issues in both 
medical student and physician performance con-
tinue to be within the domain of the non-techni-
cal competencies. These areas of concern include 
professionalism, ethics, and perhaps most im-
portant - interpersonal skills.4 
 The time for leadership development in med-
icine is at our doorstep. It is quite clear that the 
business community tapped in to the importance 
of recognizing and advancing these principles 
over three decades ago. In review of the literature 
on leadership development, it is evident that these 
topics have only just begun in earnest within the 
past five to ten years in the medical community. 
As a profession, physicians have likewise lagged 
behind - with only recent mutterings and support 
for the importance of structured and focused 
leadership in academic medicine. The necessi-
ty for developing a new generation of physician 
leaders is without question. The call for such lead-
ership development is now loud and clear. How-
ever, the response of the academic community 
must be considered. As a profession, we cannot 
miss the opportunity to answer the door. s
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New Tools Available for Tobacco 
and Nicotine Prevention

SPECIAL PROJECTSView

First Place poster in the 2015 NJ Tar Wars Poster Contest
Fifth grader, Lauren McDonough’s submission from Franklin Elementary School, Westfield, NJ.

T
HE AAFP HEALTHY INTERVENTIONS: Tobacco and 
Nicotine online toolkit is now available at www.aafp.org/tobacco- 
tools. The website provides office-based tools and guidance on 
community engagement, advocacy, and science and education. 
Within the site you will find:

•  New and updated comprehensive resources all 
in one place

•  Options to use just the tools you need

•  Coding Reference updated with ICD-10 info on 
billing for tobacco cessation counseling 

•  Patient education handouts on e-cigarettes, ‘pre-
scriptions’ to quit smoking, and guides for those 
who set a quit date

•  Office tools for your practice including ideas 
for systems changes and training staff on moti-
vational interviewing

•  PowerPoint slides to educate residents and other 
clinicians

•  The latest guidelines and policies 

•  Tar Wars artwork for your office and a kid’s word 
search

•  Information about your communities health sta-
tus, smoking prevalence, and how your county 
ranks within your state 

•  Find out information on local, state and national 
tobacco-related advocacy

Updates 
on Tobacco 
Smoking 
Cessation
The U.S. Preventive Services Task Force 
(USPSTF) released its final updated recom-
mendation on tobacco cessation. USPSTF 
gives tobacco cessation treatments an ‘A’ 
for efficacy. The Affordable Care Act re-
quires most health insurance plans to cov-
er all preventive services given an ‘A’ or ‘B’ 
recommendation by USPSTF.  

AAFP Clinical Preventive Service 
Recommendation can be found at:
http://www.aafp.org/patient-care/clinical-
recommendations/all/tobacco-use.html 

The USPSTF final recommendation 
statement is available at:
http://www.uspreventiveservice
staskforce.org/Page/Document/final-
recommendation-statement143/ tobacco-
use-in-adults-and-pregnant-women-
counseling-and-interventions1#Pod5
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Family Physicians Make Competing 
Possible for Special Olympics Athletes

PHYSICIAN PROFILEView

I
N 2000, when Jeffrey Zlotnick, MD, 
CAQ was serving on the Board of 
Trustees of the New Jersey Acade-
my of Family Physicians (NJAFP), 
the board received a phone call from 
Marc Edenzon, President and CEO 
of Special Olympics New Jersey 
(SONJ), requesting help.  The or-
ganization was running into a prob-

lem getting athletes to complete their pre-par-
ticipation physicals due to various barriers that 
are characteristic of the special needs population 
when it comes to accessing health care.  Athletes 
had difficulty finding and making appointments 
with physicians, or if they were able to make ap-
pointments, they simply lacked the transportation 
to get them there.
 As a Board Certified family physician with a 
background in sports medicine, the issue resonat-
ed with Dr. Zlotnick and he made finding a solu-
tion his priority.  On behalf of NJAFP, Dr. Zlot-
nick met with SONJ athletes and their parents, as 
well as state legislators to determine the best  way 
to meet the needs of all those involved.  He began 
looking for ways to successfully see as many ath-
letes as possible in a quick and efficient manner. 
 The solution was in college station exams.  Us-
ing the station exam concept as a model, SONJ 
athletes would be seen by a physician in groups 
of three or four at a time, allowing the exams to 
be completed quickly while lessening the anxiety 
athletes may feel when visiting the doctor alone. 
 Once Dr. Zlotnick and SONJ decided on the 
right pre-participation exam model for the ath-
letes, Dr. Zlotnick reached out to New Jersey’s 
family medicine residency programs in an at-
tempt to garner support and mobilize volunteers. 
 “Residency programs were ecstatic and imme-
diately welcomed the idea,” says Dr. Zlotnick. “It 
was a great way for family medicine residents to 
meet their volunteer requirements, as well as sup-
plement their medical training with exposure to 
individuals with developmental delays.” 
 With Dr. Zlotnick’s research and support from 

the residency programs, the event known today 
as MedFest was born.  Dr. Zlotnick, NJAFP and 
New Jersey family medicine residency programs 
held the first event in Lawrenceville, at SONJ’s 
headquarters in March 2003.  Schools from 
across the state provided athletes with bus trans-
portation to MedFest, eliminating the need for 
athletes’ families to drive. 
 During MedFest, each athlete underwent a 
pre-participation exam that consisted of seven 
station stops.  Before the medical examinations, 
athletes were first processed by SONJ volunteers 
who ensured all the medical history paperwork 
was in order so that the athletes could proceed.  
They were divided into small groups and began 
with Station # 1- Intake, where they were mea-
sured for height, weight, and a history review,  
followed by stations for blood pressure, heart and 
lungs, ear-nose-throat, abdominal, musculo-skele-
tal and finally, check-out. 
 Prior to volunteering for the event, participat-

ing resident physicians took a CME accredited 
training course developed by Dr. Zlotnick in order 
to be more familiar with the special needs pop-
ulation.  The important mission of the pre-par-
ticipation exams is not to prohibit or restrict a 
Special Olympic athlete, but rather to qualify the 
athlete for activities they CAN participate in. Per 
the training, nurses and medical students would 
complete the Intake portion of the exam; resident 
physicians provided the main screening stations 
of the pre-participation exam (History, Ear/Nose/
Throat, Heart/Lung, Abdominal); and certified 
athletic trainers ran the musculo-skeletal portion.  
Dr. Zlotnick acted as the supervising physician in 
charge of reviewing and signing the forms to clear 
athletes for competition. 
 

T he MedFest program proved to be a huge 
success for a significant portion of New 
Jersey’s special needs students.  Howev-

er, some athletes were still having trouble finding 

Jeff Zlotnick, MD (r) pictured with SONJ MedFest program associates, Carmen Bannon (l) and Andrea Picariello (c). 
Photo: Michael Friedman
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transportation to Lawrenceville.  In an attempt to 
reach every athlete across the state, SONJ recently 
took the next step and made MedFest mobile by 
customizing a Winnebago.  The customization al-
lowed Dr. Zlotnick to hit the road with the “Med-
Fest Winnebago” and a handful of resident family 
physicians, medical students and SONJ volunteers.  
They are now able to visit locations throughout 
New Jersey to give the athletes more opportunities 
to receive pre-participation physicals. 
 To date, between 1,500 to 2,000 athletes have 
been able to compete in the Special Olympics 
Games and activities thanks to MedFest.  The 
program has grown nationally – spreading to 
other states and giving Special Olympic athletes 
across the country the clearance to participate in 
the Games.  No one is ruled out based on their 
physical limitations. Instead, family physicians 
identify what limitations the athlete has, and Spe-
cial Olympics uses that information to adapt the 
activity to the athlete. 
 “There are a hundred different things these 

kids can do.  Why exempt them for the one thing 
they can’t do?” says Dr. Zlotnick. 
 “Family physicians are the reason that Med-
Fest is possible.  I think that’s a testament to the 
kind of people involved in family medicine - we 
are willing to do whatever we can to help people 
make the most of their lives.”
 Recently, Dr. Zlotnick was recognized for his 
work and dedication to SONJ.  At the 2015 Special 
Olympics New Jersey Awards Dinner, he was in-
ducted into the SONJ Hall of Fame for his 20 years 
of service to the organization, the development of 
the MedFest program, and the countless pre-par-
ticipation exams he has completed.  Presented 
each year to an individual who has advanced the 
Special Olympics movement, Dr. Zlotnick is the 
first volunteer physician to receive this honor.  
 “It takes a lot to make me speechless, but re-
ceiving this honor has left me without words,” 
says Dr. Zlotnick.  “I am excited and thrilled to 
be honored to this degree by such a tremendous 
organization.”  s

than 1,000 consumers and found that one-fourth 
of the respondents used self-diagnostic technology 
as often as they visited their doctor. About the same 
number of patients said that they used these tools 
instead of visiting their doctor.  
 

While these concepts may be frightening 
to some, imagine a world where phy-
sicians are able to leverage technolo-

gy to gather real-time data on their patients with 
chronic conditions, and then get alerts on patients 
who are trending in the wrong direction, and 
then focus their attention on those patients. This 
is work that no person can do without the aid of 
technology, and I submit that when that technolo-
gy is utilized to its best potential, the relationship 
between patient and physician will become more, 
not less, important. That is, provided the physi-
cian has embraced that technology and is guiding 
the patient toward the appropriate use and under-
standing of those tools.  
 If health care is complex now, if patients with 
chronic conditions are confused today, if their fam-
ily caregivers are both physically and mentally ex-
hausted from the pressure of both caring for, and 
understanding the needs of their loved one, and if 
the family physician is truly the best physician to 
manage care and help the patient and their family 
navigate the choppy and complicated waters of the 
healthcare system in the current environment, won’t 
it be more important that the physician and patient 
cultivate that relationship to understand and sort 
through the noise created by the volumes of data 
created? Won’t it be critical that patients understand 
not just the “what,” but the “why” of the data gath-

ered? Parenthetically, won’t the e-visit or tele-visit 
improve the cultivation of that relationship?  
 The change isn’t coming. It’s here. The tech-
nology that we are already using in health care 
is just the tip of the iceberg. Consider that right 
now there is a little robot –  coincidentally named 
“Opportunity” – rolling around Mars taking sam-
ples of everything it finds, analyzing it, and mak-
ing determinations about what is and isn’t there. 
Certainly, the scientists here on Mother Earth 
have a lot to say about the interpretations of the 
data that robot spits out, but the robot is making 
the initial diagnosis. While we are talking about 
the novelty of physicians connecting with their 
patients across video screens instead of in-per-
son in an exam room, and while we ponder just 
where we will find the people to process the huge 
amounts of population-health data we collect in 
order to use that data most effectively, the leading 
edge is artificial intelligence that will process data 
and make decisions – and if we allow ourselves to 
believe that such artificial intelligence will capture 
the science but certainly never the art of medicine, 
guess again. Watson can sing too, and I’ll bet that 
there are quite a few of you still reading this article 
who are wearing a Fitbit on your wrist. s
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ments for both the employer and the employee. 
Applicable Large Employers are required to 
prepare and file IRS Forms 1095-C and 1094-
C. Form 1095-C reports information about the 
health insurance coverage and enrollment infor-
mation. This form is provided to all full time em-
ployees to send in to the IRS along with their tax 
returns. Form 1094-C is filed as a transmittal doc-
ument by the employer along with Form 1095-C 
and provides a summary to the IRS of aggregate 
employer-level date. Form 1094-C helps the IRS 
to determine whether an employer is subject to an 
employer penalty. 

 What are your next steps? 

 1.  Determine if you are an “Applicable Large 
Employer;”

 2.  Review your policies and procedures, includ-
ing your Employee Manual to ensure that the 
policies are consistent with the ACA require-
ments;

 3.  Develop or obtain certain employee forms 
such as a Waiver Form for eligible employees 
who do not elect coverage;

 4.  Develop a communication plan to speak to 
your employees about who is eligible for 
healthcare coverage, when coverage is avail-
able and what coverage is provided;

 5.  Assess your ability to track variable hour em-
ployees and to prepare end of year IRS forms, 
look into vendors such as payroll/benefit com-
panies to assist you with this. 

 For more information on Applicable Large 
Employers, visit: https://www.irs.gov/Affordable-
Care-Act/Employers/Information-Reporting-by-
Applicable-Large-Employers s
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ANSWERS:
1. False - HPV types 16 and 18;  2. True;  
3. False – age 26;  4. True;  5.True;  6.True;  
7.False - Diagnosis is confirmed by standard 
cytogenetic analysis (karyotype);  8. True;  9.True;  
10. False – The recommended limit is no more the 
1-2 hours per day
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