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By: Dr. Rhett L. Brown
2015-2016 NCAFP President

T
alking about sex is hard. Even 
though as family physicians we 
are trained to inquire about a 
patient’s sexual history, for many 
of us it is still a very difficult 

subject to bring up. However, it is critical 
to providing optimal care for our patients. 
Frequently as providers we get caught up 
in our own embarrassment and discomfort 
with discussing sexual behavior that limits 
our ability to provide support, guidance and 
acceptance for our patients.  Sex is an integral 
part of the human experience and a family 
physician can provide information on family 
planning, long term forms of birth control, 
safer sex practices, and prevention of sexually 
transmitted diseases.

For many of us, it’s still uncomfortable to 
talk about high-risk sexual behavior. If the 
patient just did what was right or appropriate 
(i.e. abstain from sex until marriage and only 
have sex with their partner) there would not 
be a need for these hard conversations.  
Nonetheless, as human beings we do not 
always follow the rules about right behavior.  
For example, pre-diabetes is often a conse-
quence of poor behavioral choices. We know 
that changing lifestyles and living the right 
way with diet, exercise and weight manage-
ment, pre-diabetes is a preventable and 
avoidable disease.  However, when patients 
with pre-diabetes are not able to manage their 
lifestyles, we provide life-saving medications 
to prevent the progression of the disease. HIV 
is now able to be similarly prevented.  

Abstinence and safe sex remain the best 

way to prevent acquiring HIV, but now we 
also have new tools to prevent it. 

Until recently there have been few primary 
care office-based strategies to reduce the  
transmission of HIV.  In May 2014, the 
Centers for Disease Control and Prevention 
published updated practice guidelines 
recommending the use of preexposure 
prophylaxis (PrEP) with daily oral dosing of 
tenofovir/emtricitabine to help prevent HIV 
infection in high-risk individuals (strength 
of recommendation, A).1   The FDA approved 
emtricitabine/tenofovir disoproxil fumarate 
(www.fda.gov) (Truvada) for HIV prevention 
in 2012. Taken daily, it can reduce the risk of 
sexually acquired HIV infection by more than 
90 percent. Daily PrEP also can reduce the 
risk of HIV infection in IV drug users by more 
than 70 percent. "PrEP isn't reaching many 
people who could benefit from it, and many 
providers remain unaware of its promise," 
said CDC Director Tom Frieden, MD, MPH, 
in a news release (www.cdc.gov). "With about 
40,000 HIV infections newly-diagnosed each 
year in the U.S., we need to use all available 
prevention strategies."2

 Knowledge of PrEP among primary care 
providers is low, however, and this interven-
tion is likely reaching only a small fraction of 
eligible patients. PrEP is recommended for cer-
tain injection drug users, non-monogamous 
men who have sex with men, heterosexual 
women who have sex with men who have sex 
with men or injection drug users, and those 
in HIV serodiscordant relationships. Providers 
should obtain baseline laboratory values and 

Talk with Your Patients About 
HIV Prevention

provide initial counseling before prescribing 
PrEP. Regular office visits are necessary to 
ensure adherence, provide ongoing counsel-
ing, and monitor for side effects, including 
nausea, abdominal pain, headache, and less 
commonly, increased creatinine. Guidelines 
and toolkits have been developed to assist in 
incorporating PrEP into primary care practice. 
PrEP is gaining widespread acceptance and 
has become a crucial tool in the fight to stop 
the spread of HIV.1

AAFP member Ronald Goldschmidt, M.D., 
of San Francisco, is the director of the CDC-
funded PrEPline, which provides free, expert 
advice to clinicians in the United States. The 
hotline can be reached by calling 855-448-
7737 from 11 a.m. to 6 p.m. EST, Monday 
through Friday.

The PrEPline is manned by staff in the  
Department of Family & Community  
Medicine at the University of California,  
San Francisco.

"Family physicians are increasingly 
being requested to consider prescribing pre-
exposure prophylaxis for their patients, as 
this important HIV prevention intervention 
becomes more widely implemented," Gold-
schmidt told AAFP News.

But he said many physicians prescribing 
PrEP have had limited experience prescribing 
antiretroviral drugs, and this is where the  
PrEPline can help.

MESSAGE TO NCAFP MEMBERS

PRESIDENT’S

New strategies exist for reducing transmission in high-risk patients
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"We provide guidance to clinicians as they 
work through decisions about who might 
benefit from PrEP, how to prescribe these 
medications and protocols for follow-up 
to ensure safe medication use averting and 
identifying new transmissions," Goldschmidt 
said. "Key to PrEP will be continually evaluat-
ing patients' ability to adhere to a daily PrEP 
regimen, as missed doses can negate the 
benefits of PrEP."

He also highlighted the important role 
family physicians play in increasing aware-
ness and uptake of PrEP, because primary 
care physicians will likely be the clinicians 
who provide care to most of these uninfected 
patients who are at risk for HIV. 
 
"They can discuss PrEP with their patients as 
an additional way of reducing risk in combi-
nation with condom use and other safe sexual 
and injection drug practices," Goldschmidt 
said. 25

According to the NC Department of 
Health and Human Services, in 2014 there 
were 1,351 newly diagnosed HIV infections 
in NC. 40% of these new infections were in 

young people ages 13-29 and two-thirds are 
among African Americans. How many may 
have been prevented if family physicians 
had initiated the difficult conversation with 
our patients?  More than ever, HIV is now  
a preventable disease.4
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Challenges for Primary Care Physicians. Mayer HK, Krakower 
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HEALTH POLICY By: Peter Graber
NCAFP Director of Communications

S T A T E  G O V E R N M E N T

Y
ou could feel the anticipation 
building in late February. Health 
policy watchers of every persua-
sion were on edge waiting for the 
'big reveal' at the North Carolina 

General Assembly.  After more than three 
years of wrangling, endless debate and a  
virtual mountain range of highs and lows, 
North Carolina's Medicaid Reform saga was 
poised for its next scene.  Finally, the pro-
gram's future would come into better focus. 

The waiting officially ended on Tuesday, 
March 1st, 2016, when leaders with the NC 
Department of Health and Human Services 
(DHHS) unveiled their draft of the state's 
Medicaid Reform plan.  A team of DHHS's top 
brass led by Secretary Richard Brajer, Deputy 
Secretary Dave Richard, and reform leaders 
like recently-named Medicaid policy advisor 
Dr. Warren Newton of UNC, presented the 
proposal to a packed meeting of the NC 
General Assembly's Joint Legislative  
Oversight Committee in Raleigh. 

As reported late last year, the legislature 
approved a bill last fall, setting the course for 
the plan.  The bill included moving Medicaid 
from strictly fee-for-service to capitated plans.  
The plans dictated by the legislation included 
three statewide plans (which can either be 
through an insurance company or a provider-
led entity, but either must take risk) and up 
to two regional, provider-led capitated plans 
in each of 5-6 regions. The legislation also 
dictated that the Department draft a formal 

waiver request to the federal government 
to be presented to the General Assembly by 
March 1st and ultimately submitted to the 
federal government by June 1st.

Reform Built on The Triple Aim 

Beginning on almost the first page of the 
waiver (i.e., the reform plan developed by 
the Department), it's evident that DHHS 
wants to build on the key strengths of 
today's Medicaid program -- a strategy 
long advocated by the NCAFP and family 
medicine leaders.  Broadly, the plan is 
anchored around the central theme DHHS is 
calling 'The Quadruple Aim,' essentially the 
Triple Aim that wraps-in several provider 
engagement and support components. 
The following paragraphs provide a quick 
overview of the plan's four core elements: 
patient experience, population health,  
payment, and provider support. 

Patient Experience

Patient experience and how it contributes 
to enhancing Medicaid accountability is 
the first element in the reform plan. New 
capitated Pre-Paid Health Plans (PHPs) will 
be the vehicles through which quality and 
performance will be measured.  Program 
accountability will be driven at the practice 
level with 'person-centered health com-
munities (PCHCs)' that DHHS describes as 
evolutions on the current patient-centered 
medical home (PCMH) model.  As advanced 

Medicaid Reform
Builds on The Triple 
Aim
Draft waiver application contains a number of  
elements long-stressed by NCAFP leaders 

Quadruple   
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our acclaimed teaching partner, The Brody School of Medicine at East Carolina University.  
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medical homes, 
PCHCs will sup-
port a variety of 
specialty care pro-
grams and offer 
tighter behavioral 
health integra-
tion.  In aiming 
for 'whole-person 
healthcare,' DHHS 
acknowledges the 
limitations of the 
existing payment 
system to support 
full integration, 
but proposes 
some constructive 
demonstration 
pilots and 
programs to close 
the gap.

Population 
Health

The plan's next 
aim is advancing 
community 
and population 
health, especially 
in the state’s 
rural areas and among children and parents 
in the state's child welfare system. Each 
Person-Centered Health Community (PCHC) 
will draw on practice supports like enhanced 
informatics and a familiar lineup of care 
management and technical services. PCHCs 
will in-turn deliver specialty care services like 
pregnancy medical home, pharmacy, and oth-
ers.  Additionally, each PCHC (and all provid-
ers) will be required to connect to the state's 
health information exchange (HIE).  The 
HIE, an expanded health informatics layer, 
and telemedicine services are envisioned as 
a means to better serving Medicaid's entire 
population, especially its rural patients.   
Finally, the plan also seeks to improve 
services provided to North Carolina's child 
welfare system by designating a statewide 
health plan for foster children and even pro-
viding Medicaid coverage to a foster child's 
biological parents while the child is  
in foster care.   

Payment

Payment and financial predictability 
within the system -- an issue at the very heart 
of last year's reform legislation -- comprises 
the next element.  DHHS will pay health 
plans on a per-patient, risk-adjusted basis 
in amounts determined using conventional 

actuarial standards.  DHHS will also require 
all health plan contracts to provide payment 
mechanisms other than traditional fee-for-
service for a 'preponderance of health spend-
ing.'  Although not specifically mentioned 
in the plan, it's anticipated that value-based 
payment approaches may vary among these 
plans.  These could include bundled pay-
ments, shared savings, value-modified fee-for-
service, or other mechanisms. The plan also 
addresses other important payment-related 
issues like prompt payment standards.    

Provider Support 

The plan's final element seeks to enhance 
provider engagement and support.  DHHS's 
plan describes offering direct technical assis-
tance, changes in health workforce training, 
wider use of health informatics, and some 
standardization across administrative and 
quality improvement processes. DHHS's new-
ly-created Transformation Center is expected 
to play a big role and will provide technical 
assistance to both providers and health plans, 
and act as a hub for peer-to-peer collabora-
tions, innovations sharing and education. 
While it's currently unclear which specific 
supports will be provided by plan insurers 
versus the DHHS Transformation Center, the 
goal is to standardize these where possible 
and to encourage continued innovations.  

Finally, the plan will also significantly expand 
participation on the state's Health Information 
Exchange by requiring all types of providers 
to register. This should help expand the use of 
health informatics as decision-support tools. 
The proposal also ties-in changes to provider 
residency training and GME aimed at helping to 
address rural workforce shortages. 

There are many more specifics in the proposal 
outside of what's been highlighted here.  Mem-
bers wishing to download DHHS's entire plan 
can do so at:  www.ncdhhs.gov/nc-medicaid-
reform/about-nc-medicaid-reform-plan.

Sharing Perspectives

DHHS held a formal 45-day commenting 
period on the proposal that included a 12-stop 
listening tour and the opportunity to share per-
spectives directly with the Department.  NCAFP 
leaders and family medicine representatives 
were fully engaged in both efforts. Academy 
representatives attended and spoke at most of 
the public listening sessions and even submitted 
formal comments to DHHS in mid-April.  

In its official comments, the NCAFP outlined 
what family medicine leaders consider positive 
with the proposal, what they saw as potentially 
problematic, and what aspects of the plan need 
additional clarification.  The Academy's over-
arching message stressed the critical importance 
of maintaining widespread program participa-
tion by NC's primary care physicians.  With 
approximately 90% of the state's primary care 
physicians currently serving Medicaid patients, 
the Academy strongly urged DHHS to ease 
administrative burdens, establish a primary care 
rate floor at parity to Medicare, and to continue 
building on the state's existing investments in 
informatics, technical supports, quality, and care 
management.  Also very important to Academy 
leaders were Medicaid's current patients and 
their ability to maintain their current primary 
care physician in the reformed system.  Due to 
the large number of specific points discussed in 
the comments, NCAFP members are encouraged 
to read them at www.ncafp.com/medicaid-
reform-comments.

DHHS expects to submit its final reform 
waiver to the Centers of Medicare & Medicaid 
Services (CMS) on June 1st.  CMS must approve 
the plan before any system reforms or changes 
can begin and it's estimated that this approval 
process could take between 18-24 months.  Dur-
ing that time, the NCAFP expects to continue to 
advocate for the interests of family physicians 
and their respective patients. The goal is to 
ensure the transition to Medicaid's new system. 
is as smooth as possible.   

NCAFP Secretary-Treasurer Dr. Alisa Nance, RPh, of Mooresville, NC, 
shares comments in Winston-Salem during DHHS’s Medicaid Waiver 
Public Sessions tour last month.
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The NCAFP Foundation is excited to 
announce the date for its 2016 Family 
Medicine Gala:  

Saturday, August 27th, 2016 
at  

The Raleigh Convention Center

This will be a fun and glamorous black tie 
(optional) event that will include food, 
spirits and an evening spent honoring  
and roasting North Carolina’s  Dr.  
Maureen E. Murphy. 

  The Family Medicine Gala will help 
raise money for the NCAFP Foundation’s 
Family Medicine Interest Initiatives. These 
initiatives play vital roles in helping to 

Honoring

Dr. Maureen E. Murphy

Thank You to Our 2015 Family Medicine 
Gala Gold Sponsor, Friends and Patrons!

Blue Cross and Blue Shield of NC
Brody School of Medicine at ECU, Dept. of Family Medicine

Campbell University Jerry M. Wallace School of Osteopathic Medicine
Maureen E. Murphy, MD

Maxwell Tool Sales
Medical Mutual of NC

Novant Health Family Medicine Residency Program
UNC Health Care and Department of Family Medicine

Wake Forest School of Medicine Department of Family Medicine

Charles W. Rhodes, MD • David A. Rinehart, MD
Frank W. Leak, MD •  Holy Trinity Greek Orthodox Cathedral 

Foundation •  J. Thomas Newton, MD • Janice Huff, MD and Dar-
lyne Menscer, MD •  L. Allen Dobson, MD • Levine Cancer Institute 

• New Hanover Regional Medical Center • North  
Carolina Medical Society • Novant Health Crown Point Family 

Physicians • Novant Health Midtown Family Medicine
Rex UNC Health Care • The Family Health Centers Asheville, Arden 

& Hominy Valley, PA • Thomas Rhyne White, MD
Vidant Medical Group • William A. Dennis, MD •  Lin Church, MD

FriEnDS PaTrOnS

Save The Date for The 2016 Family Medicine Gala 

ensure the future of Family Medicine 
in North Carolina through valuable, 
first-hand clinical experiences for North 
Carolina medical students that help them 
experience and embrace family medicine. 
  
  NCAFP members wishing to support 
the event but who cannot attend in-
person can still be a part of the Gala 
through financial support. To learn 
more about sponsorship options for this 
fantastic event, please contact the NCAFP 
Foundation’s Tracie Hazelett at thazelett@
ncafp.com or via telephone at (919) 
833-2110.  

2016 National Family Physician
of The Year



You are cordially invited to attend the
2016 North Carolina 

Family Medicine Gala
to Celebrate and Roast one of  North Carolina’s most  

inspirational mentors in Family Medicine

Dr. Maureen E. Murphy
 

Saturday, August 27th, 2016

6:30 pm - 10:00 pm

at

Raleigh Convention Center
Raleigh, North Carolina

If  unable to attend, you can still honor Dr. Murphy and support the  
Foundation’s programs to encourage student interest in Family Medicine.   

Please visit: www.ncafp.com/fmgala to send 
a message to Dr. Murphy or make a donation 

to honor her or another mentor in your life.  
You can also Send-A-Student  

in your place or reserve your seat or  
sponsor a table at the same link.  

Direct questions to Tracie Hazelett at thazelett@ncafp.com or 919-833-2110

FOUnDaTiOn
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CHAPTER AFFAIRS

I 
recently read an editorial in USA Today 
that reminded me once again of why I 
enjoy working for physicians,  
particularly family physicians.  

The opinion piece by an Internal 
Medicine resident at Harvard (although he 
really sounded like he should be in Family 
Medicine) highlighted how practicing as a 
physician is almost the polar opposite of our 
current political environment.  While politics 
has become overly bitter and devisive, a good 
primary care physician treats whomever he or 
she sees with dignity and respect.

Let me have Dr. Druhv Khullar, the resident 
in Massachusetts, speak for himself.  Here’s 
an excerpt from the USA Today opinion piece 
he wrote:

“Physicians as individuals hold both conserva-
tive and liberal views. In some ways, medicine 
models the balance, compromise and bipartisan-
ship absent in our politics — because it has 
to.  Providing patient care forces us away from 
the deepest evils of politics: avoiding nuance, 
shunning uncertainty, clinging to labels, hating 
“the other.”  Medicine simply doesn’t allow this.  
If Occupy Wall Street protesters or the Oregon 
Bundy gang showed up in my office, I’d treat 
them the same way.  I don't mean with antibiot-
ics.  I mean with compassion.”

Isn’t that’s what it’s all about – simply 
taking care of your patients, regardless of who 
they are?  The editorial reminded me of our 

current president, Dr. Rhett Brown, speaking 
at our annual meeting about providing  
patients with support, guidance and  
acceptance. 

I’ve at many times talked about the quality 
improvement work that CCNC has done with 
primary care in North Carolina, and always 
tell others that the work that has been done 
with Medicaid patients has also improved 
care for Blue Cross and Blue Shield patients, 
the uninsured and more.  That’s because if 
you implement a new quality improvement 
process for your patients, you don’t care 
what insurance they have – you’re trying to 
provide great care – regardless of the patient 
or the payer.

As I thought about it, it also made me 
understand why sometimes family physicians 
may shun politics or political involvement.  
It’s because you don’t see patients as Republi-
cans or Democrats or liberal or conservative, 
you simply see them as patients. And you just 
want to take care of your patients, period, end 
of story.

But the true foundation of your Academy’s 
involvement in policy and politics I believe 
is just that: providing you the opportunity 

to take care of your patients, and to take care 
of your patients without the government or 
insurance bureaucrats in your patient care 
room.  And in many ways, what makes you 
want to shun politics is exactly why I think 
you can be so effective at helping us work in 
the political arena.

As family physicians, you have credibility.  
And more importantly, you have stories.  
Stories of your patients.  Stories about the 
day-to-day struggles you have to provide 
better care for your patients.  Stories about 
what’s keeping your patients from living a 
healthy lifestyle.  Stories and more stories.  
They say a picture is worth a thousand words, 
but in politics, a story can be even more im-
portant.  In fact, I’ve heard a few sages from 
within North Carolina say that the plural of 
an anecdote is public policy.

That’s why I hope you will get involved.  
We need every member’s help.  We need your 
stroies.  We need you talking to your local 
elected officials about the day-to-day struggles 
your patients face.  Many times, you are their 
voice.

In another article I found that Dr. Khullar 
wrote for a New York Times blog, he talked 
about algorithms and technologies and the 
good and bad of cookbook medicine.  Most 
importantly, he talked about the difference 
that the humanity of a physician can make.  
His conclusion was striking – that the true 
benefit of technology and algorithms won’t 
be improved safety and efficiency, but 
“crystallizing only what human physicians 
can do: critical thinking, clinical intuition, 
empathetic care, exploring what’s important 
to patients so they can make the decisions 
that are right for them.”

So thank you for your critical thinking, for 
your clinical intuition, for your empathetic 
care for all patients, and for helping your 
patients make the decisions that are right for 
them.

It makes me glad I have a personal family 
physician.  And it makes me even more glad 
that I represent our state’s family physicians 
every day, even when it may have to involve 
the dirt, grime and divisiveness of today’s 
political environment.

EXECUTIVE’S DESK

Patient
Stories are 
Powerful
Advocacy 
Tools

By: Gregory K. Griggs, MPA, CAE
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In December 2014, when I was inducted as President of your North 
Carolina Academy of Family Physicians, I made reference to Coach K 
of Duke University and his use of the “fist” metaphor for promoting 
unity and teamwork. In other words, we are much stronger together 
than individually, and working together we can accomplish so much 

more. And indeed - with all the changes in health care, and the chal-
lenges of primary care - we must be strong and we must be an effective 
association.

Across the pages that follow you’ll get a glimpse of our Academy’s 
progress in 2015.  You’ll read of our successes in five key areas, the tough 
issues we’ve faced, and how this Academy is preparing for a changing 
tomorrow. Throughout it all, our work was guided by two principles: 
keeping the needs of patients front and center, and positioning family 
medicine as the best answer in a rapidly changing environment.  

Our key areas of focus in 2015 included:

•	 Legislative Advocacy:  We fought hard to represent family medicine 
within a demanding state legislative session that saw landmark 
change to our state’s Medicaid program. 

•	 Continuing Education:  Adapting to our members’ changing learn-
ing styles, we intensified our focus on integrating new technology, 
broader formats and timely topics. 

•	 Membership Development:  We touched and engaged NCAFP 
members in new ways, achieving some enviable milestones along 
the way.  

•	 Communications & Public Relations:  From hosting the national 
Health is Primary Campaign to beginning a comprehensive strategic 
communications review, NCAFP’s voice is changing.   

•	 Practice Enhancement:  Change management was ever present as 
family medicine continues to move headlong into a value-based 
healthcare world. 

The sum of our work in these areas strengthened this chapter like 
never before. With the rapid pace of innovation and change happening 
everywhere, family medicine and the NCAFP have extraordinarily bright 
futures.  

The opportunity to serve you as president and help achieve this has 
been profoundly memorable for me, and one I will never forget.

2014-2015 NCAFP Board of Directors
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President .........................................................................Thomas R. White, MD 
President-Elect ................................................................... Rhett L. Brown, MD 
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Board Chair .....................................................................William A. Dennis, MD 
Past President (w/voting privileges) .............................Shannon B. Dowler, MD
Executive Vice President  ...................................... Gregory K. Griggs, MPA, CAE
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Thomas R. White, MD
2014-2015 NCAFP President
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Advocating for 
    Family Medicine

2015 NCAFP Annual Report

State in National Spotlight
North Carolina hosted the Health is Primary City Tour 

in Raleigh, focusing national attention on the state 
and raising awareness of the effectiveness of family 

medicine and primary care to improve  
health and save money.

Developing Advocates
NCAFP members conducted direct  

outreaches with members of the NC General  
Assembly, driving home our positions on key issues  

like Medicaid reform and speaking for family physicians.  

The NCAFP continued to put patients at the center of its advocacy  
efforts as it navigated a demanding state and national legislative  
session. Several key state issues dominated its work in 
Raleigh,including:
 
Medicaid Reform:  Sweeping changes were approved but family  
physicians helped preserve the medical home as a core tenet.

Scope of Practice:  NC family physicians successfully fought 
to maintain physician freedom to conduct certain proce-
dures irrespective of board certification.

Evidence-Based Medicine:  NC family physicians worked 
to ensure that new or updated state health policies are 
firmly based on medical evidence.

New Coverage
Public events like Health is Primary 

helped generate significant earned 
media coverage for family  

medicine across North Carolina, raising the
profile of family medicine leaders.



Education & 
Development

The North Carolina Academy of Family Physicians

NCAFP’s educational programs delivered learning through an 
expanded lineup of formats, integrated new technology, and even 
touched family physicians nationally through NCAFP’s work with 
other AAFP chapters.

4
1,076 Total learners attended the  

NCAFP’s 4 live CME events 
in 2015

Live CME  
Events Held  
in 2015

    New Conference Tech
The NCAFP expanded the technology tools 

it uses to help learners engage, connect and 
participate in its professional CME  

conferences.  From registration to evaluation, 
NCAFP’s meetings went all digital.

Expanded Online Courses
The NCAFP grew its list of free online CME course
offerings with (2) new MOC-IV programs.

Fighting in Washington, DC:  NC family  
physicians visited the US Capitol and  
advocated for family physician interests, 
including repeal of Medicare’s outdated SGR. 

73+
AAFP  

Prescribed  
Credits



Supporting Our  
Membership

Member Practice Visits
NCAFP leaders are now conducting visits to 
member practices across the state. Leaders 
listen to feedback, gather issues and build 

key connections.  

NCAFP Receives National Membership Awards
The NCAFP earned several membership awards from the AAFP,  
including first place among x-large chapters for Active Member Retention 
(96.7%); New Physician Retention (94.1%); and second place for  
Resident-to-Active Conversion (86.7%).  And while not offically recognized 
by the AAFP, the NCAFP also ranked #1 in state marketshare among  
x-large chapters at 86.7%! 

2015 NCAFP Annual Report

#2
Resident  

Conversion

The NCAFP strengthened member services through direct contacts, new  
support programs and a committment to adapting for the future. It also began 
several transformation projects expected to pay big dividends when complete:

Chapter Governance:  The NCAFP began working to adapt its overall  
structure to better serve the specialty and its members.

Communications Strategy:  The NCAFP is working to improve 
the what, when, where and how of its messaging.
 
Assets & Facilities:  The NCAFP is committed to 
directing our financial resources in the best pos-
sible way for the benefit of members.

Chapter
Marketshare

#1
X-Large Chapters

National Family  
Physician of the Year
NCAFP’s Dr. Maureen Murphy of  
Concord, NC, was named the 2016  
AAFP National Family Physician of the 
Year, the specialty’s most prestigous 
honor!

#1
Active 

Member
Retention

#1
New 

Physician
Retention



Strengthening The
Specialty

Family Medicine Gala Raises Over $51K
The NCAFP Foundation held its inaugural gala to raise funds 

for its student interest programs.  The event honored North 
Carolina’s Dr. James Jones of Wilmington and was a resounding 

success, raising over $51,800.00!

The Academy and its philanthropic organization, the NCAFP Foundation, 
helped strengthen the family medicine through an expanded lineup of 
resident and student programs. 

Engaging NC Medical Students
The NCAFP Foundation worked hard to promote 
family medicine through direct student experiences 
that provided nearly 3,500 hours of clinical and 
didactic education in 2015.  Efforts also drove  
attendance at family medicine meetings, provided 

student scholarships and financially supported each 
state FMIG. This impacted hundreds of medical  

students in North Carolina! 

Serving Residents
Resident support was expanded with 

new communications tools and a unique 
resident-physician mentoring program 

targeted at career development.

2015 Direct Financial Support to Residents & Students
The NCAFP and NCAFP Foundation continued to make

significant financial investments in student and resident programs  
to promote interest in the specialty and to ensure  

residents are successful in their careers.

$144,000

RPM

The North Carolina Academy of Family Physicians

Investing
in Medical
Students  
The NCAFP 
Foundation 
continues to invest 
heavily in medical student interest 
programs. This year, the Founda-
tion held its largest fundraising 
event and also increased operat-
ing funds through a successful 
Silent Auction and a “freakin’ 
awesome t-shirt” sale.  The 
Endowment for Medical Student 
Programs now stands at just over 
$1,081,000. 
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NCAFP members and supporters of the Academy are encouraged to make gifts of on-going significance or annual contributions to the NCAFP  

Foundation.  The following individuals contributed to the Foundation in 2015.  ThANK you! 

Medical  
Students Give 

Back
NCAFP student  

members raised over 
$800 at the 2015 
Student Section  

meeting. 

2014-2015 NCAFP Foundation Board of Trustees



ADVERTISE
reach many types of Family Medicine professionals in north 

Carolina. Contact Peter Graber with the nCaFP at 919-833-2110

PHYSICIANS 
NEEDED FOR 
OUTPATIENT 
EXAMS

Tri-State Occupational  
Medicine, Inc. (TSOM) is looking 
for physicians to join their group 
to perform disability evaluations in 
their NC offices. Part-time  
opportunities. No treatment is  
recommended or performed. No  
insurance forms. No follow up.  
No call, no weekends and no 
emergencies. Physicians working 
for us have various backgrounds 
and training. Training and all 
administrative needs including 
scheduling, transcription,  
assisting, and billing are provided. 
Must have a current NC medical 
license. TSOM has an excellent 
reputation for providing Consul-
tative Evaluations for numerous 
state disability offices.

CONTACT: 

Susan Gladys 
866-929-8766 
866-712-5202 (fax) 
susang@tsom.com.

Professional Liability

Find out more by calling 800.662.7917 or visiting 

www.medicalmutualgroup.com

Corporate Sponsor of the North Carolina Academy of Family Physicians

Employee Benefits

We Listen. We Respond.  
We Protect.

A.M. Best has awarded Medical Mutual’s professional liability coverage 

the highest rating of “A” (Excellent) for thirteen consecutive years.

More than 220 Risk Management 
educational resources available!

RISK ASSESSMENTS WEBINARSTOOLKITS

RM
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a beautiful, convenient 
and relaxing location.  
  
 
informative and timely  
CME with expert speakers. 
 

a flexible conference  
schedule that allows time 
for family, friends and fun. 
  

W
e've got all the important stuff 
covered, so the only worry 
you'll have this summer is 
if the tide is gonna reach 

your chair!  Make your plans soon to attend 
a fantastic week of "CME by the Sea" during 
our annual Mid-Summer Family Medicine 
Digest scheduled for Sunday, July 3rd - 
Thursday, July 7th. It's a great opportunity 
to capture 30+ AAFP Prescribed Credits while 
also spending time with family and friends at 
the beautiful oceanfront Kingston Plantation 
& Embassy Suites in Myrtle Beach, SC over 
the 4th of July holiday.

Program Chair, Dr. Alisa Nance, RPh, has 
put together the perfect remedy for your CME 
needs this summer with tentative lecture top-
ics that include IBS, Type 2 Diabetes, Lipids, 
Hypertension, Pediatrics, Sleep Disorders, 
Sports Medicine, ADHD, Telemedicine, and 
more. Our flexible conference schedule, 
with lively, interactive half-day sessions and 
optional afternoon workshops, allows you 
time to soak up the sun, splash in the ocean 
or sip refreshing beverages by the pool in 
the lazy afternoons. Each morning begins 
with breakfast at 7:00 am in the Exhibit Hall 

followed by General Sessions from 7:30 am 
to approximately 1:15 pm. And, for those 
interested in additional optional CME op-
portunities, Tuesday afternoon will include 
a SAMS study working group on Coronary 
Artery Disease, a vein management workshop 
and a wound care workshop. 

Hold on to your boogie board, there's 
more! A Pre-Conference Primary Care 
Women's Health Forum will be held on 
Sunday, July 3rd from 12:15 pm to 7:15 pm. 
Participation in this forum is free with your 
paid conference registration and is a great 
way to pick up six credits of CME on a Sunday 
afternoon. Participants will enjoy six, 1-hour 
plenary sessions led by family physicians 
with expertise on women's health. Tentative 
topics include MDD, Migraine Management, 
Menopause, Overactive Bladder, Contracep-
tion, and Hormone Therapy. 

While making your plans for Myrtle Beach, 
be sure to call the Kingston Plantation & 
Embassy Suites early to make your reserva-
tions. The NCAFP has reserved a large block 
of hotel rooms, condos and villas with rates 
ranging from $249 to $488 depending on 
size and location. Simply call 800-Embassy or 
800-876-0010 and request the North Carolina 
Academy of Family Physicians block rate. The 
cut-off date for reserving your rooms at the 
group rate is June 1, 2016. Please note, this 
does not guarantee that rooms will be avail-
able up until this date as our block typically 
sells out each year for this event. 

Visit our conference website at  
www.ncafp.com/msfmd for full confer-
ence coverage and to register online. Keep in 
mind, online registration for this event will 

close on Monday, June 20th.  After that date, 
only on-site registrations will be accepted. 
Note: On-site registration fees will increase 
by $50 for all registration types. Register early 
and save!  

Last, this event will feature our free user-
friendly mobile conference app and a web 
link for laptop users. As we continue our 
efforts to cut meeting costs and to be more 
environmentally conscious, a paper syllabus 
will not be provided for this event. Instruc-
tions for printing lecture handouts and other 
program materials will be made available in 
advance of the conference. Complimentary 
Wi-Fi and access to electrical outlets will be 
provided in the main hall for your laptops 
and mobile devices. 

Please contact Kathryn Atkinson, Manager, 
Meetings & Events, at Katkinson@ncafp.com 
or at 919-833-2110 / 800-872-9482 (NC only) 
with any questions you may have. I hope to 
see you there!

[Slight reference above to The Zac Brown Band and 
Jimmy Buffett's "Knee Deep" song off the 2010 album 

"You Get What You Give" ... one of my favorites!]

CME by the Sea this July: 
Worry-Free, Relaxing & Fun...  

C O N F E R E N C E S  &  E V E N T S

2016 Mid-Summer Family Medicine Digest - July 3-7 in Myrtle Beach

4

4

4

ncafp.com/cme

THE 
NORTH CAROLINA

Online at

EDUCATION By: Kathryn Atkinson
NCAFP Meetings & Events Manager



Family medicine  
is in your hands.

Now the AAFP is too.

Apple, the Apple logo and iPad are trademarks of Apple Inc., registered in the U.S. 
and other countries. App Store is a service mark of Apple Inc.

Google Play is a trademark of Google Inc. 
MKT15021025

Download the AAFP’s mobile app and get enhanced access  
to AAFP services and benefits.

Download it now.

Board Review 
Assess your medical knowledge and get 
CME credit with more than 1,000 Board 
prep questions.

CME Reporting
Use your mobile device to report your CME, 
when and wherever you choose.

Immunizations
Access up-to-date information on adolescent 
and adult immunizations including interactive 
charts, FAQs, and more.

Clinical Recommendations
Make evidence-based decisions with AAFP 
clinical recommendations, sortable by topic 
or title.

AFP Journal

CareerLink

Social MediaEvents

For StudentsImmunizatio..

Practice Qu..Speak Out

Discounts

News & BlogsMy AccountAAFP.orgAbout AAFP

FPE/FPA CMEPatient InfoFPM Journal

Clincal Recom.. CME Reporting
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& NEW PHYSICIANS

RESIDENTS

By: Alyssa Shell, MD, PhD
NCAFP Resident Director-Elect

THE 
NORTH CAROLINA

ncafp.com/residents
Online at

Fifteen Tips to Lifelong Personal Wellness

A
s a first year resident, personal 
wellness is frequently on my 
mind. Between long hours in the 
hospital and frequent switching 
from day shift to night float, 

it is easy to feel exhausted and emotionally 
depleted. Long work hours and mental and 
physical exhaustion also limit engagement 
in healthy behaviors like sleep, exercise, a 
healthy diet and social connection.1 Even 
rates of seat belt use diminish in residency!2

Undoubtedly, the stress takes a toll on 
residents’ physical and mental health. Studies 
suggest that rates of burnout are as high as 
50% or more among residents and medical 
students.3–8 Even more impressively, around 
one-quarter to one-third of residents develop 
depression sometime during residency.3,9–12 
In a small Canadian study on critical care fel-
lows, participants exhibited 21% prevalence 
of ketonuria and 100% prevalence of arrhyth-
mia or other heart rate abnormality.13

Most frightening is a young physician’s 
risk for suicide. Unfortunately, most of our 
data on physician suicide dates to the 70s 
and 80s.14–17 However, at that time, physicians 
were at least twice as likely to complete 
suicide as the general population, and what 
we do know about current suicide rates 
among physicians suggests things haven’t 
changed.18–20 Given the high rates of depres-
sion among resident physicians, suicide rates 
likely remain alarmingly high among this 
population. 

Clearly, resident wellness is a critical topic 
in GME curriculum development. Many of 
us have sat through the requisite lectures on 
self-care and healthy habits. While these  

sessions are well-intended, they often pre-
scribe solutions that residents cannot imple-
ment. In reality, residents’ health depends 
heavily on the work environment since work 
is where they spend nearly all of their waking 
hours. If exercise, healthy food, meaningful 
social connection and spiritual reflection are 
not part of the day-to-day at-work routine or 
integrated into structured wellness sessions, 
then many healthy habits will inevitably fall 
away. 

Thus far, few high quality studies have 
investigated the impacts of wellness 
intervention programs in residency.  Further 
exploration with validated tools will be a 
key component in moving forward on this 
topic. In the meantime, here are some of 
my favorite ways to spread brief moments of 
health and healing throughout the day.

1) Smile! It changes your brain chemistry 
and makes others happier to see you, which 
always makes interactions easier.

2) Take the stairs. Raising your heart rate 
increases energy, shakes off sleepiness and 
brings in fresh breath. Even 15 push-ups can 
do the trick.

3) Text the people you care about; tell 
them you’re thinking of them. Chances 
are they’ll text you back. Those warm fuzzies 
can help you through a tough shift.

4) read a short story or poem. Good 
narrative fiction tickles the neglected creative 
part of your brain. For just a few moments 
relief, try poetry, like this from Rumi21:

Out beyond ideas of wrongdoing and 
rightdoing

there is a field. I will meet you there…
When the soul lies down in that grass,
the world is too full to talk about.
Ideas, language, even the phrase each other
doesn’t make any sense.

Or this, from Mary Oliver22:

…I don’t know exactly what a prayer is.
I do know how to pay attention, how to 
fall down
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into the grass, how to kneel down in the 
grass,
how to be idle and blessed, how to stroll 
through the fields, 
which is what I have been doing all day.
Tell me, what else should I have done?
Doesn’t everything die at last, and too 
soon?
Tell me, what is it you plan to do
with your one wild and precious life?

5) Check-in. Chances are, the residents 
around you feel stressed, too. Checking in for 
even a few moments brings the connection 
that all humans crave.

6) Develop a mantra that helps you  
reframe. Residency is tough no matter 
where you train. Having a mantra for the 
hard days helps you stay positive. Here is one 
of my favorites: “Residency is a special time 
to work a lot and learn a lot.” This period will 
not last forever.

7) Develop a mantra that brings you 
peace. Making decisions as a novice clinician 
can be scary. Training your brain to stay 
calm not only helps you feel better, but also 
supports the decision-making process. Try 
something like, “My mind is clear and my 

body is full of light.”

8) Journal. Dr. Rachel Naomi Remen 
encourages a 3-line daily journal requiring 
no more than 10 minutes a day. Answer three 
questions: 1) What surprised me today? 2) 
What touched me today? 3) What inspired 
me today? Write the answer that comes to 
you first.23 

9) Give and request hugs. Research shows 
that touch releases hormones that make our 
brain feel good. Let that oxytocin flow!

10) relax your forehead. Have you ever 
noticed that residents develop deep forehead 
furrows? Don’t let your tension get the best 
of your brow. Rub your palms together to 
create heat. Then, place them over your eyes. 
Imagine the warmth drawing tension from 
your mind. You can even place gentle traction 
on your brow: up, down, outwards – whatever 
feels good. 

12) Take some deep cleansing breaths. 
One traditional method for reducing stress is 
called Viloma breathing, three part breath. 
Inhale slowly. Pause. Exhale slowly. Repeat. 

12) Meditate. Even three minutes a day will 

tone your sympathetic nervous system.

13) Practice muscle relaxation. While 
sitting at the computer writing an H&P, pause 
and survey your body. Which muscles are you 
clenching? Take 10-seconds to encourage your 
body to relax, then resume your work.

14) Stretch. There are countless moments in 
the day to stretch – whether at the computer, 
in the bathroom or on the elevator. Don’t 
miss an opportunity to release stale energy. 

Finally, number 15, when these methods 
stop working, or you feel too overwhelmed to 
complete the tasks ahead, or days off no lon-
ger bring moments of happiness, let someone 
know. Don’t go through residency alone.
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Cheers, Tears and Smiles, Oh My! 

M
arch 18, 2016. Match Day. 

The envelope rips open. 

There are shouts, shrieks or 

squeals, often accompanied 

by tears of joy - and relief - beaming smiles 

and hugs, lots of hugs!  Hugs with family 

& loved ones.  Hugs with friends.  Hugs 

with mentors.  A soon-to-be resident learns 

where home will be for the next three or 

more years.  This day is like no other and 

will be forever etched into the memory 

bank of 422 graduating North Carolina 

medical students.  The last four years have 

been fraught with challenges - intellectual 

and physical. Late nights, early mornings, 

stress of that next big exam, Boards, 

infrequent visits and perhaps living apart 

from family, friends and significant others.  

The list of challenges and sacrifices to get 

to this day is long.  It’s also symbolic of 

new friends, new “family” members and 

mentors that have shared their passion 

for medicine and helped shape you into 

the physician you have already become.  

Match Day.  It’s the start of your future.  

It’s exciting and terrifying and the next 

great adventure.  Congratulations to the 

class of 2016!

By: Tracie Hazelett 
NCAFP Family Medicine Interest  
Initiatives Manager

For NC Medical Students:
• 422 NC medical students representing four medical schools, participated in the MATCH
• 47 students selected the specialty of Family Medicine (11%)*
• 27 will remain in NC for training (57.5%)*
*Represents the highest rate dating back to at least 2010

Brody School of Medicine at East Carolina University ......................14 students (22.6% of class)
Duke University School of Medicine .................................................  6 students (6.5% of class)
University of North Carolina School of Medicine .............................18 students (11.25% of class)
Wake Forest School of Medicine ......................................................9 students (8.3% of class)

2016 National NMRP MATCH Highlights: (does not include data from the AOA Match)
• 27,860 PGY-1 positions offered in all specialties; 26,386 accepted for a fill rate 94.7%
• 3,260 Family Med positions offered. Filled 3,105 for a fill rate of 95.2%
• 11.7% of all matching students selected Family Medicine

For NC Family Medicine Residency Programs: 
• 19 total state programs (includes allopathic, osteopathic and uniformed services programs)
• Total State Slots (all state programs): 123 (vs 106 in 2015)
• 118 Total positions filled (87.2% MATCH rate)

2016 National resident matching program

2016 North Carolina MATCH At-A-Glance

STUDENTS



 

FAMILY MEDICINE 
Physician Career Opportunities 

 
Carolinas HealthCare System, a 
national leader in the transformation of 
healthcare services, is actively seeking 
dynamic Family Medicine physicians to 
join our growing team throughout North 
and South Carolina. 
 
General details include: 

 Primarily outpatient only with a few 
locations offering inpatient 

 Positions are Monday–Friday,  
8 a.m.–5 p.m. 

 Comprehensive Care Teams 
 
At Carolinas HealthCare System, you 
will work as a key member of a 
supportive team that is responsive to 
your opinions and respects your 
expertise. With more than 1,000 primary 
care physicians across our System, we 
are One team dedicated to transforming 
the delivery of healthcare while 
providing a superior patient experience. 
 
Our service area allows for an 
exceptional quality of life, giving you the 
option of living and working anywhere 
between the world-famous Carolina 
beaches and the breathtaking Blue 
Ridge mountain chain. 
 
We offer a comprehensive 
compensation and benefits program 
designed to be competitive and 
responsive to the varied needs of our 
diverse workforce. 

You belong on our team. 

  
For more information about a career with 

Carolinas HealthCare System,  
please contact: 

 
MICHELE ROCCO 

PHYSICIAN RECRUITER 
 

Michele.Rocco@CarolinasHealthCare.org 
 

(800) 847-5084 
 

EOE/AA 

NCAFP

Resident+Physician
Mentoring PROGRAM

RESidENT
CAREER
speed

www.ncafp.com/rpm

Sign-UP &  
ConneCt  
with a 
MentoR  
today!
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PHYSICIANS HELD LIABLE FOR PATIENTS’ CRIMINAL BEHAVIOR 
 
Physicians who prescribe pain medication can be held liable for patients’ addictions and for their addiction-related 
behavior. Although this mid-year 2015 decision by the Supreme Court of West Virginia was likely directed at 
providers who knowingly over-prescribed pain medications, the ruling may have an impact on any physician who 
prescribes potentially addictive drugs. 
 
The case involved 29 patients from Mountain Medical Center in West Virginia who were prescribed large quantities of 
controlled substances for pain caused by accidents or workplace injuries. The patients became addicted and 
subsequently engaged in criminal activities, such as fraud, theft, forgery, and doctor shopping. The plaintiffs sued four 
physicians and three pharmacies for negligence (e.g., prescribing large quantities, allowing for early refills), which 
resulted in these damages. 
 
Advice for Physicians 
 
The ruling brings with it many unanswered questions, for example, what are the implications for palliative care 
specialists, who may prescribe large amounts of controlled substances in good faith? Because the legal ramifications of 
the decision are currently unclear, prescribers may want to consider the following: 
 

¥ Prescribe non-opioid therapies whenever possible. Non-pharmacologic adjuncts such as physical therapy may 
be helpful. 

¥ When opioids are clinically required, consider prescribing them for as short a time as possible and at the 
feasible lowest dose. 

¥ Adhere to state and local opioid prescription guidelines. 

¥ Review the patient’s prior medical and pharmacy records. 

¥ Discuss with patients the risks of opioid analgesics, including addiction, at the time of prescribing. 

¥ Follow up with a patient’s other physician and other caregivers.  

 
Risk Management Assistance 
 
In light of the West Virginia ruling and the wide-spread national concerns with opioid use, we have taken steps to help 
our members: 
 

1. A key statement was added to the Narcotic Drug Treatment Agreement consent form: 
 
I confirm that I have not given any false health facts and am not seeking treatment under false pretense. I 
agree to release my doctor and his/her staff from any liability caused by or due to my misuse of narcotic 
drug(s). 
 
The updated consent is posted on the Medical Mutual website (https://www.medicalmutualgroup.com/informed-
consent-toolkit/) and is available in both English and Spanish. While this added language is not guaranteed to 
prevent a lawsuit, it can mitigate risks. 
 

2. Members can now access the online training tool, “Pathways to Safer Opioid Use.” This resource, created by 
the Office of Disease Prevention and Health Promotion, covers best practices for prescribing opioids and 
includes role plays and other interactive exercises. It can be found at: http://health.gov/hcq/training-
pathways.asp 
  
“Pathways to Safer Opioid Use” is based on the 2014 National Action Plan for Adverse Drug Event (ADE) 
Prevention and supports its goal of increasing medication safety to reducing preventable ADEs nationwide. 

  
We hope you will find these resources helpful. If you have questions regarding this topic, please contact the Medical 
Mutual Risk Management Department at 800.662.7917. 

A D V E R T O R I A L
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WHERE HEALTH IS PRIMARY.

#MakeHealthPrimary

Long-term relationships between doctors and patients build trust 
and lead to better outcomes.  

Family doctors work with their patients throughout their lives. We 
want to give all patients access to this kind of continuing care.

Let’s make health primary in America.  
Learn more at healthisprimary.org.

KNOWS 
YOUR NAME

EVERYBODY
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PRACTICE
ncafp.com/practice-mgt

THE 
NORTH CAROLINA

I
t’s not news that electronic health 
records (EHRs) are a major cause of 
job dissatisfaction among physicians.1 
Advances in patient portal technol-

ogy over the past few years, however, have 
opened numerous opportunities for health 
information technology to actually improve 
your office and your job satisfaction. Patient 
portals, when implemented well, can increase 
workplace efficiency and reduce practice 
costs. 

When I decided to leave my traditional 
group practice three years ago and open a 
solo office, I centered my workflow com-
munication around the patient portal instead 
of the telephone. The majority of my patients 
followed me to the new office and have en-
thusiastically adopted this model. My patient 
satisfaction scores have never been higher. 
In addition, my staffing needs have been cut 
in half; I require only a medical assistant and 
an office manager to operate my practice. 
With the reduced overhead, I can maintain 
the same income while seeing seven to eight 
fewer patients per day. 

Making full use of the patient portal - in-
cluding automated scheduling, secure patient 
messaging, and patient engagement - has 
transformed my practice. The approach I've 
taken can be emulated by practices of all 
sizes. 

In this segment, I will review how auto-
mated scheduling has improved my practice.

Automated Electronic Scheduling 

Many patients already make restaurant 

Lowering Your Practice Overhead  
with A Patient Portal

and airline 
reservations 
online, and 
patient 
portals are 
increasingly 
giving them 
the ability 
to schedule 
their own 
visits. Some 
portals limit 
patients to only requesting an appointment. 
This is quicker than a phone call, but it still 
requires staff to complete the task. Success-
fully implementing more advanced portals 
with full scheduling features can significantly 
increase efficiency.

My practice uses eClinicalWorks, which we 
chose after much testing because it is orga-
nized in a simple, straightforward way that 
makes sense to most of our patients. Other 
products that allow self-scheduling include 
Epic, Athenahealth, e-MDs, and Centricity, as 
well as third-party portals like Medfusion and 
Updox, among others.

Virtually all of our patients are expected to 
schedule their own appointments, a require-
ment we set from the beginning. Once new 
patients complete the online registration, we 
contact them by e-mail with instructions for 
how to log-on to the portal and select their 
first office visit. Should they have difficulty, 
we provide assistance by e-mail or phone. 
The vast majority of our patients require 
little or no assistance when setting up their 
first appointment and are quite excited upon 

arrival at our office that they were able to do 
so. This would be an easy first step for other 
practices to take: Ask new patients to enroll 
and schedule through your portal. 

During the patient's first appointment, the 
medical assistant sets aside 10-minutes to 
explain the system and make sure the patient 
is comfortable making future appointments 
through the portal. I also make a point at the 
end of this first visit to personally encourage 
the patient to use the portal and its self-
scheduling features, explaining how using 
the patient portal increases my availability 
and time for them. When patients hear this 
strong endorsement from their doctor and 
the reasons behind it, most will at least give 
it a try.2

The next step is making sure patients have 
a positive experience when they schedule 
an appointment. We do this by simplifying 
our scheduling process and offering plenty 
of same-day and next-day appointments. At 
my previous group practice, each physician 
was allowed to customize his or her schedul-
ing templates. With five physicians in the 
office, each having different expectations 

 Reprinted with permission from the AAFP. Dr. McNeill is a family physician and owner of Trillium Family Medicine in Asheville, N.C. He would like to thank John Bachman, 
MD, Allen Wenner, MD, and Robert Geist, MD, for their guidance in improving this article, and Sue Stigleman for her research assistance. 

By: S. Mark McNeill, MD 
 Trillium Family Medicine 
 Asheville, North Carolina

implementing practice portal technology - Part I in a series
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PERSONAL FINANCE

Diagnose Your  
Financial Future

By Whit Newton, CFP®, a Northwestern  
Mutual Financial Advisor based in Raleigh, NC 

In hospital conference rooms, private practice offices 
and across kitchen tables, I’ve heard hundreds of 
Raleigh medical professionals with unique questions 
about retirement and more. 

Generally, newer physicians have big dreams and big 
medical school debts. Most want strategies to pay off 
debts quickly, start saving for their kids’ college fund, 
and start saving for retirement. After age 45, many are 
thinking about when they can retire.

While these medical professionals are different, one 
thing unifies them all – they don’t have a full-picture 
financial plan. I often see doctors with $3 million 
in investments who aren’t sure if that’s good or bad. 
Others believe that if they’re maxing out their 401k, 
they’re guaranteed a stable and vulnerability-free 
retirement. 

The professionals believe these things because no 
one has ever asked them life’s tough questions:

If you didn’t make it through the night and I’m 
sitting here with your spouse, how do you want his or 
her life to unfold?

If you got injured and were unable to practice, what 
would happen? Would your kids go the same school? 
Would you be able to stay in your house?

Where would you hope to send your kids to college? 
How much of the tuition would you hope to pay for? 

Anyone can put money into an account. But to 
remove feelings of vulnerability and uncertainty, it’s 
essential to diagnose your risks, document your goals, 
and develop a full-picture financial plan. Consider 
working with a financial representative to help you 
build a comprehensive plan.

Article prepared by Whit Newton with the cooperation of 
Northwestern Mutual.  Whit Newton is a Financial Advisor 
with Northwestern Mutual based in Raleigh, NC. Newton is 
a licensed insurance agent of NM. Northwestern Mutual is 
the marketing name for The Northwestern Mutual Life Insur-
ance Company (NM), Milwaukee, WI, and its subsidiaries. 
Northwestern Mutual Investment Services, LLC (NMIS), 
(securities) subsidiary of NM, broker-dealer, registered invest-
ment adviser, member FINRA and SIPC.

Certified Financial Planner Board of Standards Inc. owns 
the certification marks CFP®, CERTIFIED FINANCIAL 
PLANNERTM and CFP®  (with flame design) in the U.S., 
which it awards to individuals who successfully complete 
CFP Board's initial and ongoing certification requirements.

Please remember that all investments carry some level of risk 
including the potential loss of principal invested. They do not 
typically grow at an even rate of return and may experience 
negative growth. No investment strategy can guarantee a profit 
or protect against a loss.

and demands, the schedule was almost 
byzantine in its complexity. My current 
practice offers only 20-minute office 
visits through the portal. Patients pick 
what appointment time best meets their 
needs. Our system does allow us to offer 
different types of visits, such as physicals, 
and limit how many of each type are 
available per session. But we do not use 
these features in favor of simplicity for 
our patients. Fewer choices mean less 
confusion and higher adoption.

The challenge to this approach is 
making sure patients have enough 
time. A 20-minute appointment is truly 
insufficient for physicals, many office-
based procedures, and providing care 
to patients with complicated concerns. 
My practice manager addresses these 
challenges by reviewing patient appoint-
ments throughout the day and allocating 
more time for those who may need 
it. The entire health care team at my 
practice also reviews the schedule at our 
daily morning meeting and expands the 
time for a patient deemed to need more 
of it or blocks out catch-up time later in 
the day. Ultimately, I spend more than 
25-minutes with each patient, which is 
considerably longer than the national 
average of 16-minutes.3

We can guarantee same-day appoint-
ments by offering 20 appointments daily. 
To determine this number, we took our 
average of 12 patient visits a day plus two 
standard deviations above that (six ad-
ditional visits a day), and then we added 
two more slots to give us additional 
flexibility. Statistically, we will meet our 
daily patient demand 97.5 percent of the 
time. 

Meeting daily appointment demand is 
important because if patients log-on to 
the portal for the first time and do not 
find an appointment that meets their 
needs, they quickly lose trust, get frus-
trated, and pick up the phone instead. 
If they find an appointment that meets 
their needs, they usually are instant 
converts to the new system.

To enforce self-scheduling, we do 
not offer appointments by phone for 
most patients. We do welcome walk-in 
appointments if the portal does not meet 
a patient's needs. Also, if a patient is 

significantly disabled or lacks Internet 
access, we provide a special telephone 
number to reach staff who can schedule 
appointments in the traditional manner. 

This approach has resulted in 75 
percent of our appointments being 
scheduled online. It has also drastically 
reduced my after-hours calls to less than 
four per month because patients can 
book an appointment when they are up 
in the middle of the night worrying and 
then go back to sleep.

Self-scheduling can produce its own 
problems, such as five patients schedul-
ing physicals in the same afternoon or a 
patient inappropriately booking a visit 
for chest pain three days in the future. 
Complications such as these are rare, 
but when they occur my practice man-
ager will contact patients to reschedule 
them for a time slot that works better or 
is more clinically appropriate. 

This back-end management of 
patient-centric scheduling may seem 
just as burdensome as traditional phone 
scheduling. But the reality is patients 
can usually judge their appointment 
needs far better than a receptionist 
can. Complications are infrequent and 
easily managed, requiring far less time 
and overhead than hiring a scheduler 
and relying on traditional phone-based 
scheduling.

Group practices with higher patient 
volumes may look at this approach as 
daunting. However, switching as little 
as 10 percent or 20 percent of patients 
to online scheduling can significantly 
reduce phone call volume and generate 
additional practice efficiency. The 
principles of good patient training and 
a commitment to providing a positive 
patient portal experience will result in 
changed patient behavior regardless of 
clinic size.
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HEART HEALTH NOw 

Heart Health nOW recruiting Primary 
Care Practices for innovative Program

The University of North Carolina at Chapel Hill and a cooperative team of health care and 
quality improvement experts are working to improve heart health of millions of Americans, 
and they are recruiting primary care practices to help make it a reality!   Heart Health Now! 
Advancing Heart Health in NC Primary Care will use a variety of interventions to help small 
and medium-sized primary care practices build their capacity to use the ABCS of cardiovascu-
lar disease prevention.  In North Carolina, the latest data show an annual cardiovascular death 
rate of 263 per 100,000, explaining almost one-third of deaths in the state, more than any 
other cause. The program is engaging 250-300 small, independent primary care practices and 
providing quality improvement services typically not available to them because of their size. 
Practice sites qualify for Heart Health Now if they have 10 or fewer FTE primary care providers 
at the site, have an EHR, and take care of at least a few Medicaid patients. Both the state AHEC 
System and CCNC are involved in this project. 

To learn more about Heart Health NOW or if your practice would like to participate, please 
contact: Eastern NC: Jill Boesel at jboesel@n3cn.org; Western NC: Kerry Kribbs at kkribbs@


