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As we celebrate the 80th anniversary of recognizing excellence in healthcare through 
the EJI Excellence in Medicine Awards, I am reminded of the privilege it has been to 
acknowledge physicians, scientists and leaders who have made significant contributions 
to the field of medicine in New Jersey and beyond. The event became significantly more 
meaningful in 2009, when MDAdvantage developed the scholarship fund in support of 
medical and healthcare students.

According to the Association of American Medical Colleges (AAMC), the United States is 
facing a serious shortage of physicians. A 2018 study conducted for the AAMC by IHS Inc. 
predicts that the United States will face a shortage of between 42,600 and 121,300 primary 
and specialty physicians by 2030. These shortages pose a real risk to patients. Because 
training a doctor takes up to 10 years, projected shortages in 2030 need to be addressed 
now, so that patients will have access to the care they need.

In columns beginning on page 11, this year’s honorees eloquently provide insights into 
how to best prepare the next generation of medical and healthcare students. As Dr. Bonita 
Stanton notes in her column, medical students today will determine health outcomes over 
the next several decades. Advocating for physicians, therefore, means not only creating a 
culture of wellness and efficiency for those currently in practice, but also working hard to 
ensure that the healthcare community has the resources it needs to continue to provide 
the very best care long into the future. 

Sincerely,

Chairman & CEO 
MDAdvantage Insurance Company

From the Desk of  

Patricia A. Costante
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What’s Happening in Healthcare?
FDA ANNOUNCES PLAN TO REVIEW SURGICAL STAPLER SAFETY
Medical device safety researchers are calling on the FDA to release 
hidden injury and malfunction reports related to approximately 100 
medical devices, including surgical staplers. The FDA has announced 
a sweeping plan to review the safety of surgical staplers and will 
convene an advisory committee on the issue.

E-MAIL NOW TOP SOURCE OF HEALTHCARE BREACHES
Nearly 200 million people in the U.S. have had their health 
information exposed in data breaches since 2010, according to 
federal data. There has been a marked increase in e-mail breaches 
in recent years, and since 2017, e-mail has been the primary outlet 
through which health data is exposed. Many e-mail breaches stem 
from phishing, a tactic in which hackers obtain sensitive data by 
posing as a trusted entity.

Announcing the Newest Members 
of our Emerging Medical Leaders 
Advisory Committee:
Fernando Arias 
Rutgers Robert Wood Johnson Medical School (2019)

Nicole Caltabiano 
Rowan University School of Osteopathic Medicine (2019)

Jodie Kunkel 
Rutgers School of Health Professions (2019)

A. Michael Luciani 
Cooper Medical School of Rowan University (2019)

Christina McArdle 
Rutgers School of Dental Medicine (2019)

Morit Segui 
Rutgers New Jersey Medical School (2019)

The Advisory Committee advises the Publishing Staff and Editorial 
Board on topics, themes and invited papers for future issues of 
MDAdvisor that address the issues impacting young healthcare 
providers. Look for columns from Advisory Committee members 
that provide insights into their experiences throughout their 
education and training in upcoming issues.

Material published in MDAdvisor represents only the opinions of the authors and does not 
reflect those of the editors, MDAdvantage Holdings, Inc., MDAdvantage Insurance Company 
and any affiliated companies (all as “MDAdvantage®”), their directors, officers or employees 
or the institutions with which the author is affiliated. Furthermore, no express or implied 
warranty or any representation of suitability of this published material is made by the 
editors, MDAdvantage®, their directors, officers or employees or institutions affiliated with 
the authors. 

The appearance of advertising in MDAdvisor is not a guarantee or endorsement of the 
product or service of the advertiser by MDAdvantage®. If MDAdvantage® ever endorses a 
product or program, that will be expressly noted. 

Letters to the editor are subject to editing and abridgment. 

MDAdvisor (ISSN: 1947-3613 (print); ISSN: 1937-0660 (online)) is published by MDAdvantage 
Insurance Company. Printed in the USA. Subscription price: $48 per year; $14 single copy. 
Copyright © 2019 by MDAdvantage®. Postmaster: Send address changes to MDAdvantage, 
100 Franklin Corner Road, Lawrenceville, NJ 08648-2104. 

For advertising opportunities, please contact MDAdvantage at 888-355-5551. 
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To Be or Not to Be Is Not the Question:

DYING PATIENTS
By Marianne Holler, MSW, DO

LEARNING OBJECTIVES
AT THE CONCLUSION OF THIS ACTIVITY, PARTICIPANTS WILL BE ABLE TO:
  

  Identify the communication skills required to have conversations with seriously ill patients that can move the conversation 
forward in a positive but meaningful way 

  Describe at least one strategy for responding to the common concerns of patients and families when difficult end-of-life 
conversations are needed  

  Describe a strategy for helping patients and families make decisions about treatment options based on goals

1

2

3
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1. Review the CME information along 
with the learning objectives at 
the beginning of the CME article. 
Determine if these objectives match 
your individual learning needs. If 
so, read the article carefully.

2. Complete the post-test questions. 
They have been designed to 
provide a useful link between the 
CME article and your everyday 
practice. Read each question, 
choose the correct answer and 
record your answers on the 
registration form.

3. Complete the evaluation portion 
of the Registration and Evaluation 
Form. Forms and tests cannot be 
processed if the evaluation section 
is incomplete.

4. Complete the Registration and 
Evaluation Form online at:  
 www.surveymonkey.com/r/ 
 Spring2019CME 
 
If you cannot complete the form 
online, you may mail it to: 
 MDAdvisor CME Dept 
 c/o MDAdvantage Insurance  
 Company 
 100 Franklin Corner Rd 
 Lawrenceville, NJ 08648   
 
Or fax it to: 
  978-244-5112

5. Retain a copy of your test answers. 
Your answer sheet will be graded, 
and if a passing score of 70% or 
more is achieved, a CME certificate 
awarding AMA PRA Category 1 
Credit™ and the test answer key will 
be mailed to you within 4 weeks. 
Individuals who fail to attain a 
passing score will be notified and 
offered the opportunity to reread 
the article and take the test again.

6. Mail the Registration and Evaluation 
Form on or before May 1, 2020. 
Forms received after that date will 
not be processed.

IN ORDER TO OBTAIN AMA PRA CATEGORY 1 CREDIT™, PARTICIPANTS ARE REQUIRED TO ADHERE TO THE FOLLOWING:

1

2

3

4 5

6

Author: Marianne Holler, MSW, DO, FACOI, FAAHPM, Chief Medical Officer at VNA Health Group, Holmdel, New Jersey.

Accreditation Statement: HRET is accredited by the Medical Society of New Jersey to provide continuing medical education 
for physicians. This activity has been planned and implemented in accordance with the accreditation requirements and policies 
of the Medical Society of New Jersey (MSNJ) and through the Joint Providership of Health Research Education and Trust of 
New Jersey (HRET) and MDAdvantage. HRET is accredited by the Medical Society of New Jersey to provide continuing medical 
education for physicians.

AMA Credit Designation Statement: HRET designates this enduring activity for 1.0 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of their participation in the activity.

Disclosure: The content of this activity does not relate to any product of a commercial interest as defined by the ACCME; 
therefore, there are no relevant financial relationships to disclose. No commercial funding has been accepted for the activity.

Physicians are typically  
well trained to diagnose and 
prescribe treatment.
 If the patient has “A,” we should do “B.” So, when a patient 
becomes terminally ill, it is not surprising that we may jump 
to apply this mindset in a way that allows us to work within 
our comfort zone: Terminally ill means medical treatment can 
no longer sustain the life of this person—death is inevitable. 
But what can we do when our patient or the patient’s family 
responds to our logical conclusion by insisting, We have 

hope. We have faith that God will heal her. I hear what you are 
saying, but my mom is a fighter? Too often, at that point, the 
conversation ends. We back out of the room and write on the 
chart: “Full code. Family wants everything done.” And we 
continue on, and complain to our colleagues that this family 
just does not get it. 

Unfortunately, doing “everything” does not usually change 
the outcome, just how the patient and family experience 
the outcome. We end up doing things to patients that do 
not end up being for them in the long run. Those patients 
receive costly, burdensome care, suffer unnecessarily and 
often die in a strange environment among strangers. 
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All of this happens through no fault of our own. Our medical 
training does not always cover these real-world scenarios. 
When physicians lack proper training, breaking bad news 
can lead to negative consequences for patients, families 
and physicians. In a recent study of physicians, 90 percent 
of respondents perceived that delivering bad news was 
needed, but only 40 percent felt they had the training to 
effectively deliver such news.1 I, myself, had only three days 
devoted to end-of-life care in the middle of my second year 
of medical school. My experience working with terminally 
ill patients has led me to believe that patients and families 
need good information as much as, if not more than, they 
want good news.

Certainly, there is strong evidence of the benefits of 
end-of-life care communication with patients with life-
threatening illness and with their families. Discussing a 
greater number of end-of-life care topics increases the 
likelihood of concordance between patient-reported goals 
of care and the goals documented within their medical 
records, and it increases patient satisfaction with care. For 
example, in a study of patients with chronic obstructive 
pulmonary disease (COPD), those who reported having 
end-of-life care discussions were significantly more likely 
to be very satisfied with their medical care.2 Furthermore, 
end-of-life care discussions also influence subsequent 
treatment decisions. A prospective study of more than 1,000 
patients with cancer found that end-of-life care discussions 
before the last 30 days of life were significantly associated 
with fewer aggressive medical interventions.3 Although 
aggressive medical interventions may be appropriate for, 
and preferred by, some individuals, patients’ quality of life 
and relatives’ bereavement adjustment are reported as 
significantly better when patients receive fewer aggressive 
medical treatments toward the end of life.4

Rather than continue the practice of pretending that 
medicine can reverse what we know is inevitable, we need 
to develop skills that provide compassion and guidance to 
patients and families facing life-limiting illnesses. Perhaps 
learning some responses to common statements by patients 
and families can help us navigate the perils associated with 
providing appropriate, patient-centered end-of-life care. 

HOW TO BEGIN THE CONVERSATION 
I start every difficult conversation with the same 
introduction: “I have difficult things to tell you. It will not 
help you or your family member if I do not tell you the truth.” 
This gives me some room in the conversation to go deeper 
when things get emotional or difficult for the patient and 
family. Many times, the response I receive is: “Please. We 
want the truth.” 

Before giving bad news to a patient, you may need to take 
a few minutes to prepare. It makes sense to think through 
what you are going to say to the patient in advance. You 
should also consider where the conversation will take place 
and who should be present. The conversation should be 
in a quiet location that is free of distractions, interruptions 
and ringing cell phones. The message should be delivered 
with empathy and respect, and in language that is 
understandable to the patient, free of medical jargon and 
technical terminology. It may also be helpful to brainstorm 
additional resources that you can offer the patient, such as 
a social worker or support group.5

HOW TO RESPOND
Let’s explore some of the common phrases that often stump 
providers when difficult conversations are needed.

Please do everything possible. 
This response opens the door to a discussion regarding 
the patient or family expectations. 

You might say: “I reviewed the records, and in this 
situation, everything is being done. I am concerned at 
this time that the burdens of everything we are doing are 
greater than any benefit to you or your family members. 
I am very concerned about prolonging unnecessary 
suffering. What more do you think can be done?” 

Now you have the opportunity to sit down and have an 
honest conversation. 

We have hope. 
The underlying meaning to this statement really is: “If we 
have hope, she lives; if we don’t have hope, she dies.”
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You might say: “Let’s talk about what you are hoping 
for. Do you hope she is not in pain? That she knows she is 
loved? That she is not suffering? That she lived the life she 
wanted? Do you hope to pass away peacefully with family 
nearby?” 

This conversation can help grow a new definition of hope.

God will heal.
 A person’s faith or religion is an opportunity, not an 
obstacle when discussing end-of-life care. When people 
say this, they are essentially acknowledging that recovery 
is beyond the help of medicine—that a miracle is needed 
to change the outcome. 

You might say: “I am so glad you are a family of faith. 
People without faith do not understand that something 
greater than us controls the big picture.”

 Embrace their faith, and use it to help them make good 
decisions. Invite their minister, priest, rabbi, imam or 
spiritual leader to be a part of the discussion. 

Mom is a fighter; she would never give up. 
Being a fighter is an emotional, mental and spiritual state. 
But when the prognosis is terminal beyond a doubt, it is 
important to ask what one is fighting for. 

You might say: “Regardless of how mentally tough she 
is, her body is now failing. Sheer will to survive will not 
prevent her life from coming to an end. I would love to tell 
you that all of this can be fixed, but it cannot.” If the family 
persists, add: “Despite all we have to offer, her body will 
continue to fail. If we continue to treat her medically, 
we will not change the outcome—just how she and all 
of you experience the outcome. As a doctor and more 
importantly, as a human being, I do not want her to suffer 
for no particular gain.” 

How can you let him to starve to death? 
At the end of life, everyone will eat less and sleep more. 
It is the way our bodies are designed to shut down. 
Interrupting the natural process could add suffering and 
symptoms that would not otherwise have been present. 
If patients or families request artificial nutrition and 
hydration in advanced illness, they do not understand the 
negative effects of that request. It is important to explain 
in a direct and simple manner. 

You might say: “Although it seems more compassionate 
to feed and hydrate a person at the end of life, it is, in fact, 
rather cruel. The body needs to slowly shut down, and 
feeding can cause aspiration and vomiting, and agitation. 

It is much kinder to withhold food at this time.”  

Or, if you do agree to feeding, you as the physician must 
define a goal and a period of time to achieve that goal. For 
instance, what is the family hoping to achieve by placing 
a feeding tube or starting total parenteral nutrition (TPN) 
in a patient with advanced cancer? If that goal is not 
achieved within a certain number of weeks, be up front 
about the next step.

Honest, truthful, evidence-based conversation is far more 
helpful than blindly ordering intervention simply to avoid 
upsetting the family. 

Silence. 
Do not be afraid of being silent with patients and families 
when you are discussing serious issues. This skill is 
difficult to develop. To soothe our own discomfort, it is 
tempting to interrupt silent pauses with more information. 
But in doing so, we lose the opportunity for the patient 
and the family to process the news, to collect their 
thoughts, to construct their questions, to give grief its due. 
Sometimes, it is best to say nothing. 

HOW TO SET GOALS WITH THE TERMINALLY ILL
After responding to these initial pleas for more time, more 
intervention, more hope, it’s time to ask the patient and 
family to talk about goals going forward. Many times, the 
retort is: “Well, doc, my goal is to live as long as I can.” How 
true—and certainly, that is your goal for the patient too. 
However, every life comes to a natural end, and when that 
moment nears, what would be important to the patient 
and family? To be home? To attend an important event? To 
gather with family and friends? What steps are necessary to 
achieve these goals? When the family looks back at this time 
6 or 12 months or years after the patient dies, they need to 
know they made good decisions for the patient.

MAKE IT A TEAM EFFORT
Be very careful to base all treatment decisions and options 
on the patient’s stated goals. All physicians and caregivers 
should coordinate their key prognosis points to avoid giving 
the patient mixed messages.

Sadly, I had a single mother once with end-stage liver 
disease and renal failure. She knew she was dying and 
would not live long. She was not a transplant candidate for 
a variety of reasons. Her daughter was 16, and in the fall 
school play. Her mother’s goal was to be at home, spend 
time with her daughter and go to her rehearsals, in case 
she did not live long enough to see the play. Through a 
few family meetings, her mom, brothers, sisters, daughter 
and cousins all embraced her goal, and were determined 
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to make it happen. The plan was communicated to the 
medical team, hospice was called and efforts to get her 
home were in the works. A doctor came in, not on board 
with the plan, met with the family, and urged them not 
to just “give up.” Why not just transfer to a transplant 
center, get a full evaluation and then decide? It had been 
established that she was not a candidate for transplant, but 
there may be other things that could be offered. The plan 
for going home was derailed, and she was transferred to a 
university 75 miles from home, where she died three weeks 
later—away from her daughter, away from home and not 
meeting her goals. 

WHO KNOWS BEST? 
Regardless of how you develop your skills in having 
these conversations, you will come across that patient or 
family who makes it difficult to expand the dialogue in a 
meaningful way. When that happens (and it will), always 
support the decision they make, but do not be afraid to 
express what concerns you about their decision. 

I am not a fan of the 
statement “in my 
experience.” It is used 
too often by too many 
in medicine, and 
leads to care that is 
not always fact- or 
evidence-based. I 
recently had a patient 
tell me that a doctor 

told her that “in her experience, she had many elderly 
patients do well after a Whipple procedure, so the patient 
should definitely give it a go.” The patient was 79, had a 
creatinine of 3.8 and a cardiomyopathy and severely limited 
mobility due to COPD and osteoarthritis. I do not blame the 
doctor. However, in her desire to give good news, she failed 
to give good information.

Ultimately, you should never talk a patient into or out of 
a particular intervention. Medicine no longer follows a 
paternalistic pattern. We do not always know what is “best.” 
In addition, you should not blindly agree to the patient’s 
or family’s plan without a dialogue about the benefits and 
burdens of what is being requested. Speak your truth when 
you believe any of the following:

• The patient would not be helped by that particular 
intervention.

• The burden would be greater than the benefit.

• The suffering would be increased without meeting a 
specific goal.

Use your training, your knowledge and experience to guide 
your terminally ill patients and their families. Too many 
times, practitioners are afraid to express what they are 
thinking, in an attempt to placate the patient and family. At 
these times, patients end up getting burdensome care, not 
consistent with treatment goals, not evidence-based, not 
helpful and potentially, harmful in the end.  

If you recognize that you are not good at having difficult 
end-of-life discussions, you are not alone. Don’t be afraid 
to seek out additional resources and ask for help. We all 
learned at some point during our training how to deliver a 
baby. In an emergency, we could probably do it. However, 
when confronted with a pregnant patient, we would refer 
her to our OB/GYN colleagues. It is the same here. Know 
who among your colleagues has developed this skill set, 
likely someone with training in hospice and palliative care, 
and refer the patient or family to that colleague. 

As you strive to guide your patients with advanced illnesses 
to appropriate end-of-life care, remember that as much as 
you owe them all of your skill and knowledge, you also owe 
them a chance at a peaceful and meaningful death. 

Marianne Holler, MSW, DO, FACOI, FAAHPM, is Chief 
Medical Officer at VNA Health Group in Holmdel, New 
Jersey.
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Always support the 
decision they make, 
but do not be afraid to 
express what concerns 
you about their decision. 
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To Be or Not to Be Is Not the Question:

DYING PATIENTS

1. Communication regarding end-of-life medical treatments should be: 
 a. Delivered with empathy and respect 
 b. Delivered in a language that is understandable to the patient 
 c. Free of medical jargon and technical terminology 
 d. All of the above

2. It is the physician’s duty to always do everything medically possible to keep a patient alive as long as possible.   
 a. True 
 b. False

3. Relatives’ bereavement adjustment tends to be significantly better when patients receive fewer aggressive medical 
treatments toward the end of life. 
 a. True 
 b. False

4. When a patient and/or family says God will heal, the physician might best respond by saying: 
 a. Even God cannot heal in this case. 
 b. I am so glad you are a family of faith. 
 c. I agree that this is always a possibility. 
 d. That is something you have to talk about with your spiritual advisor  

5. Patients who have end-of-life care discussions with their physicians tend to be more satisfied with their medical care.  
 a. True 
 b. False 

6. When the family requests artificial nutrition and hydration in advanced illness, the physician:  
 a. Should automatically oblige 
 b. Should explain the negative effects of such actions 
 c. May choose to agree while setting a goal and a period of time to achieve that goal 
 d. B and C

7. When setting end-of-life goals with a patient or family, the medical team should: 
 a. Refer the patient or family to either a lawyer or a hospital social worker 
 b. Remain silent, deferring to the wishes of the patient or family 
 c. Defer to the wishes of the patient or family after expressing any concerns regarding their decisions 
 d. Make it clear that all medical decisions must be made by the medical team

8. Ultimately, appropriate end-of-life care requires the physician to offer: 
 a. Medical care that is possible and appropriate 
 b. An opportunity to experience a peaceful and meaningful death 
 c. Both A and B 

9. It is the treating physician’s sole responsibility to have end-of-life discussions with his or her patient, regardless of whether 
the physician feels prepared to have that conversation. 
 a. True 
 b. False

10. Physicians and caregivers should coordinate their key prognosis points to avoid giving patients mixed messages. 
 a. True 
 b. False

1

2

3

4

5

6

7

8

9

10

CME EXAMINATION          Deadline for Response: May 1, 2020

THIS POSTTEST MAY ALSO BE COMPLETED ONLINE AT WWW.SURVEYMONKEY.COM/R/SPRING2019CME
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1. The content of the article was: Excellent___ Fair___ Good___ Poor___
2. The author’s writing style was: Excellent___ Fair___ Good___ Poor___
3. The graphics included in the article were: Excellent___ Fair___ Good___ Poor___
4. The stated objectives of this program were: Exceeded___ Met___ Not met___

5. Will the knowledge learned today affect your practice: Very Much___ Moderately___ Minimally___ None___
6. Based on your participation in the CME activity, describe ways in which you will change the way you practice medicine. 

 ¨  Yes Describe___________________________________________________________________________________________ 

 ¨  No Why Not___________________________________________________________________________________________ 

 ¨  N/A Were you the wrong audience for this activity?________________________________________________________
7. Did this CME Activity change what you know about:

 •    The communication skills required to have conversations with seriously ill patients that can move the conversation 
forward in a positive but meaningful way.     Yes ¨    No ¨

 •    Strategies for responding to the common concerns of patients and families when difficult end-of-life conversations 
are needed.     Yes ¨    No ¨

 •   Strategies for helping patients and families make decisions about treatment options based on goals.  Yes ¨    No ¨
8. Based on your participation today, what barriers to the implementation of the strategies or skills taught today have you 

identified? _________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

Suggested topics for future programs:____________________________________________________________________________________

First Name Middle Initial Last Name Degree

Address

City State ZIP

Phone Email Address Specialty

REGISTRATION FORM

ANSWER SHEET

EVALUATION

Circle the correct answer.

Completed by ¨  Physician ¨  Non-Physician

Number of hours spent on this activity _______ (reading article and completing quiz)

I attest that I have read the article “To Be or Not to Be is Not the Question: How to Talk to Dying Patients” and am claiming 1 AMA 
PRA Category 1 Credit.™

Signature Date

1)  A  B  C  D 2)  A  B 3)  A  B 4)  A  B  C  D   5)  A  B
6)  A  B  C  D 7)  A  B  C  D 8)  A  B  C 9)  A  B 10)  A  B

Was this article free of commercial bias?    Yes ¨    No ¨

If not, why not_______________________________________________________________________________________________________
Please share your name and contact information so that we may investigate further.

Participant Name __________________________________________ Telephone/Email:_________________________________________

To Be or Not to Be Is Not the Question: DYING PATIENTS
REGISTRATION & EVALUATION FORM
(Must be completed in order for your CME Quiz to be scored)        Deadline for Response: May 1, 2020

MDADVISOR   |    Spring 201910



The 2019 EJI Excellence in Medicine honorees are distinguished professionals who 
are making a significant impact on their respective healthcare fields. They stand out 
as leaders who have earned the admiration and respect of their peers for their commitment 
to providing quality care to patients, while preparing the next generation of medical and 
healthcare students. We asked this year’s honorees to discuss the challenges they face in 
their professions, particularly when it comes to providing equitable care to patients of diverse 
backgrounds and evolving the educational curriculum and requirements so that students are 
best prepared for their future professions. Their answers give us a unique opportunity to better 
understand the work, as well as the concerns and the hopes, of these honorable leaders in 
healthcare who have made such significant contributions in their respective fields.

Edited by Janet S. Puro, MPH, MBA

Perspectives on Healthcare 
from the 2019 EJI Excellence 
in Medicine Honorees
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STEPHEN GARRETT, PHD
Associate Professor, Rutgers New Jersey Medical School (NJMS); Associate Dean of Student Affairs, 
Rutgers School of Graduate Studies

OUTSTANDING MEDICAL EDUCATOR AWARD

BONITA F. STANTON, MD
Founding Dean, Hackensack Meridian School of Medicine at Seton Hall University; President, 
Academic Enterprise, Hackensack Meridian Health

OUTSTANDING MEDICAL EDUCATOR AWARD

Although recent developments 
provide exciting opportunities 
for individualized medicine and 
improvements in the quality of 
healthcare, they also present 
significant challenges to the 
education and training of future 

physicians. One of these developments is the exponential 
increase in basic science and clinical information 
obtained through “big” science. Although this information 
explosion will provide future physicians with an awesome 
armamentarium of diagnostics and therapies, it also places 
increasing demands on basic and clinical educators to 
differentiate between foundational, specialized, historical 
and irrelevant/incorrect information. A second development 
is the recognition and gradual acceptance that educational 
pedagogy matters, but can be highly individualized. A third 
development has been the seismic change in healthcare 
delivery, as individual family doctors who make house calls 
have largely been replaced by group practices and networks 
made up of a potpourri of healthcare professionals, 
influenced by insurance company administrators and 
changing government policies. 

Thus, medical school educators must continuously update 

basic and clinical sciences, integrate the new field of 
health services science, while incorporating changes in 
medical education delivery. If that weren’t enough, these 
demands must be accomplished at a time when fiscal and 
administrative pressures leave basic scientists and clinicians 
with even less time to dedicate to education. 

There will be no single solution to these challenges; 
however, at least one approach that has been adopted 
at some schools (including Rutgers NJMS) is the creation 
of an educational track, with faculty hired primarily (or 
exclusively) to focus on basic and/or clinical education. 
These faculty have training and experience in education, 
something that is often an afterthought in the training of 
many PhDs and MDs. Adoption of this track has ensured 
that these faculty have the necessary expertise, support 
and personal commitment to provide integrated curriculum 
design and course direction, which, in turn, has freed up 
basic researchers and clinicians to focus on their primary 
duties, while still contributing to medical education in a 
more specialized, if limited, way. Although time will tell 
whether this approach will provide the desired outcomes, 
the changing landscape of medicine makes action necessary 
and timely.

Medical students today will 
determine the health outcomes of 
the state of New Jersey over the 
next several decades. Our state—
and our nation—has learned that 
any approach that ultimately 
favors some citizens over others 

must be avoided. Our determination in this regard has driven the 
articulation of our vision for the Hackensack Meridian School of 
Medicine at Seton Hall University: Curriculum must build upon 
the successes of medical education and progress in medical 
technology of the past decades, and—equally important—learn 
from and avoid the mistakes made in both areas. 

Our School of Medicine was built upon the shared 
conviction that the medical profession should be committed 
to a vision in which all persons, regardless of race or 
socioeconomic status, enjoy the highest levels of wellness, 
and that this vision can be accomplished in an economically 
and behaviorally sustainable fashion. This vision represents 
a radical departure from the current reality in the U.S. with 
health outcomes well below and costs well above those of 
our peer nations around the world. 

We are determined to realize this reality through our 
medical students, by working with them to enable each 
one to graduate from our school with the ability and 
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GARY S. HORAN, FACHE
President and Chief Executive Officer, Trinitas Health and  Trinitas Regional Medical Center

OUTSTANDING HEALTHCARE EXECUTIVE AWARD

ROGER K. STRAIR, MD, PHD
Chief of the Division of Blood Disorders, Rutgers Cancer Institute of New Jersey; Professor of 
Medicine, Rutgers Robert Wood Johnson Medical School

EDWARD J. ILL PHYSICIAN’S AWARD®

As a teaching institution, 
Trinitas has long been involved 
in preparing future physicians 
through our Internal Medicine 
and Psychiatry Residency 
programs. In fact, I’m very proud 
to note that many of our former 
residents are now among the 

most highly valued members of our medical staff, and have 
been for years. Trinitas residents are highly trained and can 
be found in every corner of the world.

Recently, Rutgers New Jersey Medical School became the 
sponsor of our residency programs. This is a wonderful 
investment in our residents and our patients, as it brings 
Rutgers’ strong academic commitment to our institution. 
Scholarly activities, including research and the use of 
the New Jersey Medical School’s exceptional laboratory 
facilities, are just some of the benefits that help prepare the 
next generation of physicians.

Our training of physicians is not limited to clinical matters. 

We are one of the few hospitals that works to ensure that 
the physicians of tomorrow are fully aware of their impact 
on healthcare costs, including ways in which savings can 
be achieved through value analysis. Through their role in 
ordering tests and directing patient care, physicians control 
much of the costs in healthcare. Therefore, it makes sense 
to shine a light on physicians’ power to conserve during 
their training, while never compromising patient care. This 
initiative sensitizes new doctors to their role in generating 
cost, and how they can potentially reduce healthcare costs 
throughout their professional lifetimes. 

The last area that I’d like to touch on is the importance of 
creating a culture of innovation. Because the craft of healthcare 
is constantly changing, our future physicians will be in a 
much better position to succeed if they are able to embrace 
innovation. At Trinitas, we set our standards high, and just 
as important, we know that there is not one set way of doing 
things. An excellent example is robotic surgery. Our physicians 
constantly stay alert for newer and better techniques. The 
benefit to the patient cannot be overestimated.

determination to follow these principles: 1) to act on their 
understanding that community and behavior are critical 
determinants of health and disease; 2) to understand,  
and act upon this understanding, the importance of 
empathy, humility and excellence in care in all of their 
interactions with their patients and their patients’ families 
and communities; 3) to actively seek, serve and learn from 
the engagement of underrepresented minority populations 
as patients, students, faculty, staff and communities; 4) 
to recognize, embrace and continuously act upon their 

commitment to lifelong learning and the pursuit of new 
knowledge; and 5) to develop and sustain effective working 
relationships with individuals from a wide range of fields 
and professions to assure that at all times the patients and 
communities they are serving are receiving the best care 
and support available. Our curriculum has been built on this 
vision and these five principles. We—the school leadership, 
the faculty and the students—frequently refer to them 
directly and indirectly through our strategic plan, which is 
based on these principles. 

The U.S. Affordable Care Act 
was designed to increase the 
number of U.S. residents who 
have health insurance. Subsidies 
are provided for many who do 
not have workplace insurance, 

and insurers have to accept clients independent of health 
status. In many states, Medicaid was expanded and 
Medicare reforms instituted. It is estimated that nearly ten 
million previously uninsured people in the United States 
have gained coverage. Nevertheless, high copayments 
and deductibles continue to limit healthcare, even among 
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Motivating students to consider 
careers in health professions has 
been a long-standing passion. 
Given that thousands of medical 
school applicants are not accepted 

every year, it is reasonable to ask, “Why?” Unfortunately, as Leila 
Janah, CEO of Sama Group, said, “Talent is equally distributed, 
but opportunity is not.” Those who apply to medical school tend 
to be similar—have middle or upper income, live in a suburban 
environment and attend excellent schools, have the benefits 
of role models in the health professions and are a member of 
a majority population. If we ignore other groups, we will not 
diversify our health professions workforce. Diversifying is critical 
to effectively reduce healthcare disparities and better meet the 
needs of our diverse society. 

How can we improve? We need to start early. The Hackensack 
Meridian Health community outreach programs begin with 
ninth graders, but this is probably too late for many, especially 
African American boys. Many of these individuals have left 
the health professions pipeline, never to return. We need to 
expose students to passionate role models willing to share their 

journey. We need to understand that focusing on medicine 
alone may be too restrictive.

Mini-Medical School is an annual event designed to inspire high 
school students to consider careers in the health professions. 
Presentations—whether of careers or clinical problems—
emphasize how healthcare professionals work together, and 
send the message that no one career is better or worse than 
another in patient care. A six-week program may light a spark, 
but continued contact builds the fire. Mini-Medical School 
topics change year to year, which encourages students to 
continue to participate. A hands-on session on suturing led 
by a physician assistant, a narrated video of a transplant by a 
surgeon or a discussion of the biology of the lifespan of a cancer 
cell pushes students to that next level. 

I ask our faculty to teach at a high level, and encourage them 
to find ways to inspire students by looking outside the box. 
According to Sam Walton, “High expectations are the key to 
everything.” We celebrate success and achievement, and take 
great pride in finding creative ways to inspire future generations 
of healthcare professionals. 

those with higher-end insurance. There are still many 
patients with serious diseases who are either uninsured 
or underinsured. What is our ethical obligation to those 
without adequate insurance? The answer may lie in our 
biology, encoded in human DNA. 

We humans are very dynamic, the product of hundreds 
of thousands of years of evolution that has defined us 
as a species. To be human, we must have a lot of genetic 
information. We must each copy so much DNA every time a 
cell divides that random no-fault errors occur. There is only 
so much you can do error free, and humans must exceed 
those limits to survive. These errors are the price of our 
complexity and adaptability. Occasionally, they result in 
diseases like cancer. 

Fortunately, we have adapted a philosophy of survival. 
Any single cell gone bad (with deleterious DNA errors, 
mutations) can do harm, but no single cell is essential, so 
we have mechanisms to get rid of nearly any cell that has 
a hint of a problem. Nevertheless, sometimes errors build 
up, and a cell develops with accumulated mistakes that 

direct it to grow independently. This can result in a cancer, a 
no-fault side effect of being human. In this case, the process 
of disease is a mandatory byproduct of biological success. 
Evolution has spared most of us by sharing the risk. It is 
insurance for our species.

The same is true of many other diseases. Even some behavioral 
diseases evolve in the context of social stresses that are 
adaptive and evolutionary. Our success as a society may 
be dependent also upon processes that benefit most, but 
cause problems for others. Adaptive changes may result in 
neuropsychological changes or behaviors that may be labeled 
or perceived as illness. As DNA must blunder, so must we. 

Perhaps nearly all disease occurs as a consequence of the 
biological and sociologic processes that make us human. 
We are linked by the interrelatedness of our life-sustaining 
processes, and the risks inherent in these processes are shared 
among all humans. The risks are essential for all, but result 
in illness for some. Our biology is based upon shared risk. We 
must find a way to care for everyone sharing the risk.

DAVID S. KOUNTZ, MD, MBA (on behalf of Hackensack Meridian Health)

Co-Chief Academic Officer and Vice President for Academic Diversity at Hackensack Meridian 
Health (HMH); Vice President, Academic Affairs, HMH Jersey Shore University Medical Center; 
Founding Associate Dean for Diversity and Equity at Hackensack Meridian School of Medicine at 
Seton Hall University

VERICE M. MASON COMMUNITY SERVICE LEADER AWARD
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Participation in the training of 
the next generation of physicians 
is a critical endeavor requiring 
instruction at many levels. The 
advent of artificial intelligence 
and pocket tablets raises so 

many possibilities that may markedly enhance personalized 
patient care and health outcomes. At the same time, it may 
adversely affect the doctor–patient relationship that has 
historically been such an important part of medical care. 

The new onslaught of infectious diseases is also a marked 
change and a challenge. This is partly a result of increased 
transportation and mobility across the world, and the 
increased resistance developed by bacterial pathogens against 
antibiotics, which have so effectively protected us since World 
War II. As this shield of relative isolation and potent anti-
infective drugs erodes, new approaches and treatments will 
be needed to deal with this emerging threat. In addition, the 

increasing incidence of inflammatory and allergic diseases 
in developed and developing countries—ranging from 
inflammatory bowel disease to obesity, from diabetes to 
asthma—are a growing concern. At this time, only nonspecific 
or partially effective treatments are available to control these 
diseases originating from our own immune systems. 

Research from the bench to the bedside is required of our 
physicians and our scientists to deal with this growing threat 
of infectious and inflammatory diseases. Training in this area, 
including an understanding of, and even participation in, 
research, is required of our next generation of physicians and 
physician-scientists. Even the non-scientist clinician needs to 
be taught how to critically evaluate new scientific advances to 
best apply them to patient care. Teams of physicians and basic 
researchers are now needed more than ever to develop novel 
approaches to rebuild this shield against infectious pathogens, 
and to understand how inflammatory diseases develop, and 
how they may be controlled.

As a leader in healthcare, there 
are many challenges that I 
am faced with each day. One 
of my greatest challenges is 
improving the quality, delivery 
and affordability of healthcare 
services while improving the 

lives of those less fortunate. I am a proponent of support 
programs that promote health and wellness in our 
communities and provide access to services that would 
otherwise be unavailable to certain populations. It is of the 
utmost importance that we continue to provide the best 
primary care as well as acute care for our patients and that 
access is both convenient and timely. Additionally, one of 
the greatest challenges in growing the RWJBarnabas Health 
system is to find a balance between bringing in the most 
advanced medical equipment, supporting research and 
technology and updating infrastructure, while at the same 
time staying on budget. As a leader, I try to accommodate 

everyone’s needs while being mindful of not overburdening 
the system.

Contemplating decisions that will ultimately be best for 
our patients, as well as our physicians, in all aspects of 
our healthcare system is another challenge. Finding great 
talent, not only physicians but administrators, as well, is 
a painstaking but critical process in building a top-notch 
healthcare system. Having an affiliation with Rutgers Medical 
School also provides challenges and rewards as we tackle 
academia, research and the need to have our students stay 
within our program during and after their residencies.

As Chairman of RWJBarnabas Health Board of Trustees, I 
welcome these challenges with great determination, pride 
and optimism. 

Janet S. Puro, MPH, MBA, is Vice President of Business 
Development and Corporate Communications at 
MDAdvantage Insurance Company.

WILLIAM C. GAUSE, PHD
Senior Associate Dean for Research, Rutgers New Jersey Medical School (NJMS); Director, Rutgers 
Biomedical and Health Sciences Institute for Infectious and Inflammatory Diseases; Director, NJMS 
Center for Immunity and Inflammation

OUTSTANDING SCIENTIST AWARD

JACK MORRIS
Chief Executive Officer and President, Edgewood Properties, and Chairman, RWJBarnabas Health 
Board of Trustees and Robert Wood Johnson University Hospital Board of Directors

PETER W. RODINO, JR., CITIZEN’S AWARD®
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New Jersey Poised to  
Bring Control and Dignity  
to Terminally Ill Residents:

POINT OF VIEW

A CONVERSATION WITH ASSEMBLYMAN JOHN BURZICHELLI*

On March 25, 2019, New Jersey lawmakers approved 
legislation allowing physician-assisted suicide. 
Assemblyman John Burzichelli (a Democrat 
representing New Jersey’s 3rd Legislative District and 
the Deputy Speaker of the Assembly) has been one of 
the bill’s key sponsors, along with Senator Nicholas 
Scutari, and has supported this important issue for 
more than six years. In a recent conversation with 
MDAdvisor staff, Assemblyman Burzichelli shared his 
perspective and his thoughtful point of view on the 
Medical Aid in Dying for the Terminally Ill Act.

*  This article represents the views of Assemblyman John Burzichelli 
as expressed in an interview with Janet Puro.MDADVISOR   |    Spring 201916



As the prime sponsor of this legislation and someone who 
has worked on this issue for more than six years, I am proud 
to say that the legislative process has been thoughtful, 
respectful and sound, and has produced a well-researched 
bill. The legislators listened to all perspectives and asked 
careful questions before coming to a conclusion on where 
the law should come down on this issue. I feel that this 
legislation is just and represents what the majority of New 
Jersey residents want. I am proud of the process and the 
ultimate decision.

New Jersey is poised to become the eighth state permitting 
physician-assisted suicide, behind Oregon, California, 
Colorado, Hawaii, Vermont, Washington and Montana 
(where the “right-to-die” was established under a court 
ruling that provides physicians a legal defense or immunity 
from prosecution). Additionally, the practice is also legal 
in Washington, D.C. The legislation, which is based on 
Oregon’s Death with Dignity Act enacted in 1997, would 
give an adult New Jersey resident who has the capacity to 
make healthcare decisions and who has been determined 
by that individual’s attending and consulting physicians to 
be terminally ill to obtain medication that may be self-
administered to terminate his or her own life. Under the bill, 
terminally ill is defined as “a patient who is in the terminal 
stage of an irreversibly fatal illness, disease or condition with 
a prognosis, based upon reasonable medical certainty, of a 
life expectancy of six months or less.”1 (Disabilities are not 
considered terminal illnesses according to the legislation.)

This legislation places a high value on personal autonomy 
and relies on personal responsibility. It is packed with 
redundant safeguards to prevent abuse. For example, 
terminally ill patients must have a six-month prognosis, 
confirmed by two doctors, and go through a multi-step 
process to request the prescription. When a patient initially 
makes a request for medication, the attending physician 
is required to provide the patient with information and 
recommend a consultation regarding alternative treatments, 
palliative care, comfort care, hospice care and pain control 
options. Patients would need to be able to take the drugs 
themselves, and prescribers can decline to participate in 
the program. Anyone seeking to coerce a patient would face 

criminal prosecution with severe penalties.  It is important 
to note that in the other states that have existing physician-
assisted suicide laws, there has been no evidence of abuse. 

This legislation also protects participating physicians by 
providing immunity from civil and criminal liability and 
professional disciplinary action when they act in compliance 
with the bill. This includes being present when a qualified 
terminally ill patient takes the medication prescribed 
to the patient under the bill’s provisions. This immunity 
also applies to any refusal to participate in a request for 
medication made under the bill. Any action undertaken in 
accordance with the bill will not be deemed to constitute 
patient abuse or neglect, suicide, assisted suicide, mercy 
killing, euthanasia or homicide under any state law, and 
the bill expressly exempts actions taken pursuant to the bill 
from the provisions of N.J.S.2C:11-6, which makes it a crime 
to purposely aid a person in committing suicide. 

The New Jersey law (commonly called Aid in Dying) 
provides patients nearing the end of life with peace of mind 
by providing ultimate control over their final days. There is 
absolutely no intention to force anyone’s hand or pressure 
anyone to do something that he or she does not want to 
do. This is a very individual decision. Those who make the 
request are free to change their minds at any time, and 
those who obtain the medication don’t have to use it. Those 
who feel morally compelled to fight to the very end are able 
to make that choice as well. 

I am confident that New Jersey’s Aid in Dying legislation can 
benefit our citizens by providing more choices and more 
control for those with terminal illness, and I consider it a 
positive step for the citizens of New Jersey. 

 

Janet S. Puro, MPH, MBA, is Vice President of Business 
Development and Corporate Communications at 
MDAdvantage Insurance Company.

1  Burzichelli, J. J., Eustace, T., & Danielsen, J. (Pre-filed for Introduction in the 
2018 Session). Assembly, No. 1504; State of New Jersey 218th Legislature.   
www.njleg.state.nj.us/2018/Bills/A2000/1504_R2.HTM.

On March 25, 2019, the state Assembly voted 41-33 with four abstentions to pass the Medical Aid in Dying for the 
Terminally Ill Act.1 On the same day, the state Senate approved the bill 21-16. This legislation grants “the right of a 
qualified terminally ill patient, protected by appropriate safeguards, to obtain medication that the patient may choose 

to self-administer in order to bring about the patient’s humane and dignified death.”1 Governor Murphy is expected to sign this 
measure into law soon, and the law is anticipated to take effect on August 1, 2019.
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When  
Physicians  
Can Kill

POINT OF VIEW

By James C. Salwitz, MD
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Whoever said that politics is not relevant should have been 
in my office last Wednesday. Jill* came in for an “urgent” 
appointment. Two days earlier the New Jersey Senate and 
Assembly ratified the Medical Aid in Dying for the Terminally 
Ill Act. This fulfilled a dream for which Jill had long waited. 
She rushed into the office to get the kind of medical care for 
which she longed. Jill wanted me to kill her.

Jill’s cancer is not out of control. She is without significant 
symptom. She is without pain. If Jill wishes, she can eat 
what she wants, go out of the house and even travel. The 
anti-cancer therapy is oral and does not cause nausea, 
profound fatigue or any of the myriad of side effects 
that often plague cancer patients. It is not the disease or 
treatment that overwhelms Jill. It is the uncertainty of living.

Jill has told me for years that she wants to die. She has seen 
therapists, had family meetings, taken antidepressants 
and talked through this difficult journey with me on many 
occasions. She has isolated herself, waiting for this special 
moment when New Jersey will finally allow me to end her 
life. The possibility that someday the state would provide 
her with the method to die has undermined her ability 
to cope. So, on Wednesday there she sat, demanding the 
terminal script.

As I was trying to figure out how to deal with Jill’s ultimate 
existential crisis, a husband and wife came into the office. 
He is under my care for cancer and also doing very well. 
However, they were terrified that because his therapy is 
expensive and because this new law “obviously was pushed 
by the insurance companies to save money,” soon payment 
for his critical treatment would be cut off. 

They had been told that the New Jersey euthanasia 
legislation allows, perhaps even requires, that termination 
be proposed to all patients as a viable alternative to more 
complex and expensive therapy. My reassurance that this 
was not the intent or the letter of the legislation seemed to 
give pale comfort. They were quite frightened.

Both of these cases distort the intent of physician-assisted 
suicide. The goal is to give an alternative in the extremely 
rare situation that palliative care completely fails. This 
would be a reasonable goal if this was indeed a significant 
problem and if the possibility of doctor-directed death was 
without major side effect.

The problem is that in 38 years of oncology practice, having 
taken care of thousands of cancer patients at the end of 
their lives, I have never seen a situation where deliberately 
killing a patient was the indicated or needed therapy.  
There have always been ways to provide comfort and 

support. Therefore, while there is little apparent benefit to 
giving doctors the power to kill, I am already seeing the side 
effect of confused, undermined and scared patients. The 
medical mission is distorted. Patients will be harmed.

Many will say, the physician is not killing anyone—this is 
assisted suicide; the patient is the one who swallows poison. 
However, for the physician, it is about intent. The goal of a 
lethal prescription is to kill. In no other area of medical care 
is the intent of the doctor ignored. No clinician can ethically 
or legally justify saying, “But the patient takes the pill; I am 
not responsible.” Yes, patients consent to medical care, but 
the doctor orders it to happen. If I push someone off a cliff, it 
is no defense to say that gravity does the work.

Jill and I talked about her disease, which is stable, and her 
challenge in coping with that Damocles sword. Her fear of 
the natural dying process precludes her from either stopping 
treatment or continuing to wait for what will happen. For 
now, the discussion is moot because the bill is not yet a law, 
and the regulations and the process for legal medical suicide 
are not written. Therefore, Jill will continue therapy for now. 
As soon as the bill is signed by the Governor, as soon as the 
process is in place, Jill will find another doctor.

My frightened couple will be all right, as long as I keep my 
patient under care. They remain skeptical of the intent of a 
law, which they fear may push seniors or others on society’s 
“fringe” away from the doctor’s office and toward the 
mortician. I know that many patients will be having similar 
anxieties in the coming years, as the law causes bizarre 
distortion of the healing relationship. The oncologist, always 
a person to raise anxiety because of what he or she may find 
or say, now also has the power to take life.

Healthcare givers must be always committed to the beauty of 
life. Yes, life ends, and to deny that reality is folly and futile. 
We must make decisions in that clear, if harsh, light. Often 
comfort care is the indicated medicine. However, somewhere 
in the tough, challenging, complex journey of living, someone 
must stand for hope, healing and dignity. That person must 
be clear in his or her mission, whether it is cure or comfort. In 
our society we call that person doctor.  

James C. Salwitz, MD, is board certified in internal 
medicine, medical oncology and hospice and palliative 
medicine and practices at Regional Cancer Care 
Associates – Central Jersey Division.

* This patient’s name has been changed to protect her privacy. MDADVISOR 19



New Jersey’s expanded Paid Family Leave bill highlights 
the increasing focus on legislating compassionate care. 
Additionally, recent legislation in several East Coast states 
has focused on the compassionate care topic of death with 
dignity and medical aid in dying. 

NEW JERSEY
Assembly Bill No. 3975. Paid Family 
Leave:1 On February 19, 2019, Governor 
Phil Murphy signed this bill into law, 
expanding the original paid family leave 
program enacted in 2008. The new law 

extends the program to provide additional job protections 
for those who miss work while caring for a newborn child or 
a sick loved one.

The legislation expands the definition of family members to 
include siblings, grandparents, grandchildren, parents-in-
law and others related by blood or relationship equivalent 
to a family relationship. The law allows paid leave to care 
for a family member who has been a victim of an incident 
of domestic violence or a sexually violent offense. It also 
extends benefits to parents of adopted children, foster 
children or children conceived using a surrogate or through 
a gestational carrier agreement.

The expansion of the program doubles the maximum 
number of weeks of family temporary disability leave from 
6 to 12 weeks. It also increases intermittent leave from 42 to 
56 days, which can help parents and caretakers stay at work 
on a part-time basis while still caring for a sick loved one or 
bonding with a newborn.

The legislation strengthens protections for program 
participants by specifying that an employer may not 
discharge, harass, threaten, discriminate or retaliate against 

an employee with respect to the compensation, terms, 
conditions or privileges of employment based on the 
employee’s request for or receipt of family leave, to which 
he or she is entitled. 

Senate Bill No. 2703/ Assembly Bill 4497. New 
Jersey Cannabis Regulatory and Expungement Aid 
Modernization Act:2 New Jersey may or may not be close 
to legalizing recreational marijuana. The bill, sponsored 
by Assemblywoman Annette Quijano and Senators 
Nicholas Scutari and Stephen Sweeney, would allow for 
the possession of up to an ounce of cannabis to be used in 
private homes and defined consumption establishments, 
which would include outdoor seating areas. The bill does 
not limit the number of businesses that can be opened, 
but it does give municipalities the ability to ban the sale 
of cannabis. The bill calls for the expungement of prior 
marijuana offenses, a key provision for many legislators and 
social justice reform advocates. A March vote on legalization 
was canceled because there was not enough support in 
the State Senate for the bill. Legislators are still working to 
secure enough votes, hoping to hold the vote in May. If not, 
the vote would be delayed again. 

Senate Bill No. 1072/ Assembly Bill No. 1504. Medical Aid 
in Dying for the Terminally Ill Act:3 On March 25, 2019,  
New Jersey lawmakers approved legislation allowing 
terminally ill patients to end their lives with medical 
assistance. Governor Murphy has promised to sign the bill 
sponsored by Senator Nicholas Scutari and Assemblyman 
John Burzichelli. The Aid in Dying bill authorizes medical aid 
in dying for terminally ill adults with fewer than six months 
to live and found by two doctors to be mentally capable 
of making this medical decision. This legislation would 
give an adult New Jersey resident who has the capacity to 
make healthcare decisions and who has been determined 
by that individual’s attending and consulting physicians to 
be terminally ill to obtain medication that the patient may 
self-administer to terminate his or her own life. Under the 
legislation, terminally ill is defined as “a patient who is in 
the terminal stage of an irreversibly fatal illness, disease or 
condition with a prognosis, based upon reasonable medical 
certainty, of a life expectancy of six months or less.”3

For a terminally ill patient to receive a prescription for 
medication under the legislation, he or she is required 
to make two oral requests and one written request to his 
or her attending physician. The legislation requires at 
least 15 days to elapse between the initial oral request 
and the second oral request, and between the patient’s 
initial oral request and the writing of a prescription for the 
medication. The patient may submit the written request 
for medication either when he or she makes the initial oral 
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request or at any time thereafter, but a minimum of 48 hours 
must elapse between the attending physician’s receipt of 
the written request and the writing of a prescription for 
medication. When a patient makes an initial oral request 
for medication under the bill’s provisions, the attending 
physician is required to provide the patient with information 
about the risks, probable results and alternatives to taking 
the medication; recommend that the patient participate 
in a consultation concerning concurrent or additional 
treatment opportunities, palliative care, comfort care, 
hospice care and pain control options; and refer the patient 
to a healthcare professional who is qualified to discuss 
those alternative care and treatment options. The patient 
may choose, but is not required, to participate in such 
consultation. The attending physician is also required to 
recommend that the patient notify the patient’s next of 
kin of the request, but medication may not be denied if a 
patient declines or is unable to provide this notification.

The attending physician is required to refer the patient 
to a consulting physician for the purpose of obtaining 
confirmation of the attending physician’s diagnosis. Both the 
attending physician and the consulting physician are required 
to verify that the patient has made an informed decision 
when requesting medication under the legistlation. When 
the patient makes the second oral request, the attending 
physician is to offer the patient an opportunity to rescind the 
request. In addition, the attending physician is required to 
notify the patient that a request may be rescinded at any time 
and in any manner, regardless of the patient’s mental state.

CONNECTICUT
House Bill No. 5898. Aid in Dying for 
Terminally Ill Patients:4 Sponsored by 
Representatives Jonathan Steinberg 
and Joseph Gresko, this bill allows 
a physician to dispense or prescribe 

medication at the request of a mentally competent patient 
who has a terminal illness to seek an appropriate means 
of ending his or her life. Connecticut’s proposed law is 
modeled after Oregon’s Death with Dignity Act, which took 
effect in 1997.

The bill specifies that a patient requesting aid-in-dying 
medication must meet the following criteria: 

• Is 18 years old.

• Is a Connecticut resident.

• Is mentally capable of making and communicating 
healthcare decisions.

• Has been diagnosed with a terminal disease that will 
result in death within six months.

A patient who meets these requirements would be 
prescribed aid-in-dying medication only if he or she meets 
these additional requirements:

• The patient gives two written requests to the doctor, 
signed in front of two qualified adult witnesses, at 
least 15 days apart.

• The prescribing doctor and one other doctor confirm 
the patient’s diagnosis and prognosis.

• The prescribing doctor and one other doctor 
determine that the patient is capable of making 
medical decisions.

• The patient has had a psychological examination, if 
either doctor feels the patient’s judgment is impaired.

• The prescribing doctor confirms that the patient is not 
being coerced or unduly influenced by others when 
making the request.

• The prescribing doctor informs the patient of any 
feasible alternatives to the medication, including care 
to relieve pain and keep the patient comfortable.

• The prescribing doctor asks the patient to notify the 
next of kin of the prescription request; however, the 
doctor cannot require the patient to notify anyone.

• The prescribing doctor offers the patient the 
opportunity to withdraw the request for aid-in-dying 
medication before granting the prescription.

To use the medication, the patient must be able to ingest 
the medication on his or her own. A doctor or other person 
who administers the lethal medication may not face 
criminal charges. In addition, no other person, such as a 
healthcare agent, attorney-in-fact, guardian or conservator, 
may make a request for aid-in-dying medication on behalf of 
the patient.

The bill awaits action in the Joint Committee on Public Health.

DELAWARE
House Bill No. 160. End of Life Options 
Act: 5 This bill provided the option for 
terminally ill adults nearing death to 
lessen pain and suffering. 

The legislation stipulates the following  
procedures as necessary for making the request:

• The presentation of all end-of-life options, which 
include comfort care, hospice care and pain control.

• A physician’s evaluation.
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• Medical confirmation by a second physician.

• Psychiatric/psychological counseling when indicated.

• The passage of two waiting periods.

• The completion of a formally witnessed request for 
prescribed medication.

The bill provided many safeguards to ensure the patient 
is making an informed decision, the right to rescind 
any request for medication, and immunity for persons 
participating in good faith compliance with the procedures. 
When the process is followed with its safeguards, the 
terminally ill patient would be provided the right to receive 
medication to peacefully end his or her life in a humane and 
dignified manner.

The legislation did not become law in 2018, but Delaware 
State Representative Paul Baumbach plans to reintroduce 
an aid-in-dying bill in the 2019 session.6

MARYLAND
Senate Bill No. SB311/ House Bill No. 
HB399. Richard E. Israel and Roger 
“Pip” Moyer Aid in Dying Legislation:7 
Sponsored by Senator William Smith, 
Jr., and Delegate Shane Pendergrass, 

this bill created a process by which an individual may 
request and receive aid in dying from his or her attending 
physician. 

The bill allowed an attending physician licensed to practice 
medicine in the state who follows specified procedural 
safeguards to prescribe self-administered medication to a 
qualified individual to bring about his or her death.  

The bill defined the medical practice of prescribing such 
medication as “aid in dying.” A qualified individual is 
defined by the bill as an adult who 1) has the capacity to 
make medical decisions, 2) is a resident of the state, 3) has a 
terminal illness with a prognosis of death within six months, 
and 4) has the ability to self-administer medications. 

An individual may request aid in dying by making an initial 
oral request for such aid to his or her attending physician. 
After the initial oral request, the individual is required to 
make a written request on a form substantially similar to 
the one specified in the bill. The request must be signed and 
dated by the individual and two witnesses. 

The attending physician may not be a witness, and only 
one witness may be a relative or a person entitled to any 
benefit on the individual’s death. The individual must wait 
at least 15 days after the initial oral request and at least 48 

hours after the written request before making a second oral 
request to the attending physician for aid in dying. At least 
one of the oral requests must be made while the individual 
is alone with the attending physician. The physician’s 
participation in the process is voluntary. If the physician 
cannot or does not want to participate, the physician must, 
on request, transfer the individual’s care and a copy of the 
individual’s records to another attending physician. The 
bill exempted from civil or criminal liability state-licensed 
physicians who, in compliance with specified safeguards, 
dispensed or prescribed a lethal dose of medication 
following a request made by a qualified individual. 

This bill passed a Joint Committee meeting of the House 
Health and Government Operations Committee and the 
House Judiciary Committee on March 1, 2019, by a vote of 
24-20.8 The bill went to a full vote by the Maryland House on 
March 7, 2019, where the Aid in Dying bill was approved with 
a 74-66 vote. However, the bill failed on a tie vote, 23-23, in 
the Maryland Senate on March 27, 2019. It was the fourth 
time the measure has been introduced since 2015; the bill 
advanced further than it ever had just by making it to the 
floor of both chambers. 

PENNSYLVANIA
Senate Bill No. 238. Death with Dignity 
Act:9 IIn 2018, Pennsylvania failed to 
pass this bill, sponsored by Senators 
Daylin Leach and Lisa Boscola. This 
bill would have allowed people with 

a terminal disease, under certain conditions, to request 
a prescription for medicine that would end their life in a 
humane and dignified manner. This bill is largely based on 
an Oregon law, which has been in effect since 1997 and was 
upheld by the United States Supreme Court.

The bill required that the following strict criteria be met 
before a person could be prescribed life-ending medicine:

• The patient is a resident of Pennsylvania.

• The request comes from the patient, on a form 
prescribed in the statute.

• The request is witnessed by two people, one of whom 
is a non-relative with no financial stake in the death of 
the patient.

• Those witnesses certify that the patient was of sound 
mind when he or she signed the request.

• The patient’s attending physician certifies that the 
patient has a terminal disease, has fewer than six 
months to live and has been told about all his or her 
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options, including the possibility of comfort care, 
hospice care or pain control.

• A second consulting physician certifies everything the 
attending physician did.

• The patient has the right, at any point, to decide not to 
seek the prescription described in this bill.

Advocates are working on getting the legislation 
reintroduced in 2019.

RHODE ISLAND
Senate Bill No. 0157. Lila Manfield 
Sapinsley Compassionate Care Act:10 
Rhode Island State Senators Gayle 
Goldin, Cynthia Armour Coyne, Dawn 
Euer and Joshua Miller introduced 

this bill on January 28, 2019. Similar to Connecticut, 
Rhode Island’s proposed law was modeled after Oregon’s 
Death with Dignity Act, which took effect in 1997. The 
requirements mirror those outlined under Connecticut 
House Bill No. 5898. Aid in Dying for Terminally Ill Patients.

WEST VIRGINIA
West Virginia has not officially 
considered adopting a death with 
dignity law or even introducing 
legislation. However, advocates 
continue to push for introduction of 
legislation.11

DISTRICT OF COLUMBIA
DC B21-0038. Death with Dignity Act 
of 2015:12 In December 2016, the Mayor 
of the District of Columbia, Muriel Bowser, 
signed this bill, and it became law in 
February 2017, when the U.S. Congress 

failed to pass a joint resolution disapproving of the act.

This act allows terminally ill adults seeking to voluntarily end 
their lives to request lethal doses of medication from licensed 
physicians in the District (MDs and DOs). Terminally ill patients 
must be District of Columbia residents who have been 
medically confirmed to have fewer than six months to live.

This legislation establishes procedures and safeguards 
regarding the request for and dispensation of covered 
medications to qualified patients who are terminally ill and 
who wish to die in a humane and dignified manner. The act 
establishes dispensation and reporting requirements for 
physicians and for the Department of Health. The legislation 
also defines its effect on contracts, wills, insurance and 
annuity policies and requires that they not be conditioned 

upon or affected by the making or rescinding of a request for 
medication or by a patient ingesting covered medication. 

The act also establishes terms for immunity from criminal 
and civil liabilities, establishes penalties and provides an 
opt-out provision for healthcare providers. The legislation 
provides for claims by the government for costs incurred 
from a patient terminating his or her life pursuant to the 
legislation. 

Jon Bombardieri is a Partner at CLB Partners, LLC, in 
Trenton, New Jersey. 
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MDADVISOR: THE ROLE OF THE PRACTICE MANAGER HAS 
CERTAINLY CHANGED OVER THE PAST 15 YEARS. HOW HAS 
THIS CHANGE AFFECTED THE EDUCATIONAL NEEDS OF 
THESE MEMBERS OF THE HEALTHCARE COMMUNITY? 
Wilno: The educational needs of practice managers have 
changed dramatically. Unlike when I started 15 years ago, 
practice managers today have to deal with legislative 
compliance, regulatory and technological changes that 
come in rapid succession. Practice managers now have to 
be highly educated, and must network with like-minded 
individuals who have the same professional goals. I believe 
that the Medical Group Management Association has been 
the leader in education, utilizing the American College of 
Medical Practice Executives (ACMPE) for all of our continuing 
education units. The ACMPE Body of Knowledge domains 
make up the six main components that set the gold standard 
for the practice management community today: financial 
management, human resource management, organizational 
governance, operations management, patient-centered care 
and risk and compliance management. 

MDADVISOR: WHAT ARE YOU HEARING FROM PRACTICE 
MANAGERS THAT THEY NEED MORE EDUCATION OR 
INFORMATION ON THE MOST? 
Wilno: Practice managers want to hear from other practice 
managers—from those who are in the trenches. They want 
to hear about what’s pertinent to them and their practices, 
and that can include a long list of topics. That is especially 
true for those that are going through changes or thinking 
about changes. In the past year, New Jersey Medical Group 
Management Association (NJMGMA) has provided webinars and 
sessions regarding the pros and cons of staying independent 
versus going with a large system. In addition, those in 
independent practice have so much to learn and keep up 
with, added to the fact that they must now market themselves. 
They’re calling me up, asking, What can I do to ensure our 
computer systems are secure? Are we HIPAA compliant? What’s 
search engine optimization? How do I manage our patient 
portals? These things all add to the growing need for help.

MDADVISOR: WHAT RESOURCES DO YOU HAVE AVAILABLE 
TO PRACTICES THROUGH THE STATE AND NATIONAL 
WEBSITES TO TARGET THOSE INDIVIDUAL NEEDS?  
Wilno: We have many tools and resources, and sample 
documents ranging from human resources policy and 
procedure manuals to employee evaluation forms. 
Additional tools include a mentoring program, education 
on demand and templates provided by our speakers 
and experts that include items like employee evaluation 
forms and collection invoices. MGMA also collects practice 
management data and benchmarking that provide 
information on provider compensation, management and 
staff compensation, practice operations, cost and revenue 
and more. We have links to the resources offered by national 
MGMA as well. We have direct connections to Congress 
and to all state legislatures. We have direct links to other 
associations and to the Centers for Medicare and Medicaid 
Services. We also have on-demand education with our 
archives of webinars and newsletters. 

MDADVISOR: HOW CAN MEDICAL PRACTICE 
ADMINISTRATORS BECOME CERTIFIED MEDICAL 
PRACTICE EXECUTIVES (CMPES)?
Wilno:  Practice administrators can become certified 
through the ACMPE, the certification and Fellowship 
authority of MGMA. As the only board certification of its 
kind, the CMPE credential is recognized as the gold standard 
in medical practice administration. MGMA introduced two 
board certification pathways in 2019 to allow candidates to 
enter the program, including one in which you can become 
ACMPE Board Eligible if you have passed the exam but may 
not have yet met all of the other credentialing requirements. 
Once the CMPE credential is earned, administrators must 
retain their MGMA membership and earn 50 continuing 
education (CE) hours every three years. Administrators who 
demonstrate mastery of the healthcare practice industry 
can go on to become a Fellow in the American College of 
Medical Practice Executives (FACMPE) as well. 

THE ROLE OF THE MEDICAL GROUP MANAGEMENT 
ASSOCIATION IN HELPING PRACTICE MANAGERS:

Interviewed by Catherine E. Williams and Lee Ann Trulio

AN INTERVIEW WITH DAWN WILNO

Dawn Wilno is an Executive Director on the state level for eight state Medical Group Management Associations (MGMAs): New Jersey, 
Maryland, Massachusetts, Rhode Island, Maine, New Hampshire, Vermont and California. In this role, she advocates for practice managers 
and empowers practices, providers and patients to create meaningful change in healthcare. Recently, Ms. Wilno responded to questions 
posed by MDAdvisor, sharing her insights into the role of state MGMAs and the challenges facing medical practice administrators today. 
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MDADVISOR: HOW HAS THE PRACTICE STRUCTURE 
CHANGED OVER THE PAST 5 TO 15 YEARS, AND HOW DO 
NJMGMA AND THE OTHER STATE ASSOCIATIONS YOU 
REPRESENT ADDRESS THAT?
Wilno: We tend to see hospitals buying up and selling off 
practices in cycles. The current trend is that hospitals are in 
a buying mood, which leaves a lot of practices, especially 
the ones that intend to stay somewhat independent, in 
need of help determining how the practice will now be 
structured. I think the various state associations, as a whole, 
are trying to address all those issues by offering certain 
tracks for resources and education for hospital-owned 
practices. We offer separate tracks for those practices that 
are still independent. It is important for us to educate our 
members in this evolving healthcare market, and to help 
them stay ahead of changes coming down the pipeline.

MDADVISOR: DO PHYSICIANS SOMETIMES FEEL THAT 
THERE JUST ISN’T ENOUGH TIME TO BE EFFECTIVE WHEN 
THE DEMANDS OF PATIENTS AND THE DEMANDS OF 
PRACTICE MANAGEMENT COLLIDE?  
Wilno: Yes. Here’s a recent example: I was talking with a 
physician who was being onboarded into a large hospital 
system as a leased practice, and I asked if he was accepting 
new patients. He said, “No, we aren’t accepting any new 
patients right now, because it takes so long to get everybody 
reregistered on the new electronic health record that’s 
required by the health system. We had people lined up to the 
elevator waiting to be onboarded before their appointment, 
so we had to pull back on accepting new patients so that 
our current patients won’t get so frustrated.” Whether 
independent or not, if you’re getting a new EMR, you have to 
meet somebody else’s measure before you’re even talking 
to the patients. That’s just one example of the things that 
frustrate physicians as they try to balance patient care with 
practice requirements. Another physician I recently spoke 
to discussed how the weight of his administrative burdens 
have left him feeling like he did when he was in residency, 
working about 20 hours a day. He felt his quality of life has 
deteriorated because of this, leaving little time for his family. 
This gave me the opportunity to discuss physician burnout, 
another important topic for physicians today.

MDADVISOR: RIGHT. SO WHAT DO YOU THINK ARE  
THE BIGGEST CHALLENGES FOR PRACTICE MANAGERS 
GOING FORWARD?
Wilno: There are just so many challenges that it becomes 
overwhelming to practice managers at times. First, keeping 
up with regulation changes at the state and federal 
levels. Administrative simplification is one of the major 
issues we are looking at from an advocacy standpoint, at 
not only the state level but also the federal level. Then, 

practice managers are also focusing on things like payer 
reimbursement and patient satisfaction. They are always 
going to be areas that practice managers and physicians are 
looking to improve, because it affects their bottom line.

MDADVISOR: WHAT ARE THE CHALLENGES AFFECTING 
REIMBURSEMENT? 
Wilno:  Getting information. Every year, there are changes, 
but there’s a disconnect between a lot of the payers that have 
cut back on their troops on the grounds. Our members tell 
us they’re not able to reach somebody to get the questions 
answered that they need answered, which certainly makes 
it difficult. That is why our payer day is such a popular event, 
second only to our annual conference. It is normally a time for 
our practice managers to get information on new programs, 
changes, updates and what’s coming down the pike for the year, 
which is why we have it right before the year starts in December. 

MDADVISOR: DO YOU FEEL THAT THE CHANGES IN 
PAYMENT STRUCTURES HAVE PUT MORE OF AN ONUS 
ON PATIENTS TO BE RESPONSIBLE FOR THE FINANCIAL 
ASPECT OF HEALTHCARE, AND THEREFORE, CAUSE 
PATIENTS TO BE MORE DEMANDING ABOUT THE 
HEALTHCARE THEY ARE PAYING FOR?  
Wilno: The practice management community as a whole 
always preaches to patients that they have to be their own 
healthcare advocates, and that the reimbursements and the 
financial aspect are just as important as their healthcare. 
This is something we’re going to target in New Jersey at the 
2019 Practice Management Conference, with an emphasis 
on patient communication. We will have a speaker giving a 
keynote speech on the seven deadly communication sins, 
and they will be tied to healthcare specifically. 

Patients are different now, especially the younger 
generation: They’re increasingly educated, they educate 
themselves online and they understand what their 
responsibilities are, and they take the time to understand 
their own plans, and understand what they can and can’t 
do. This sometimes causes patients to be more demanding, 
especially if they’re paying out of their pocket, which, in 
turn, can make things a little bit more difficult for practices. 

MDADVISOR: WHAT IS THE MAKEUP OF THE INDIVIDUALS 
ON THE NJMGMA BOARD? 
Wilno: We have expanded this year from 13 to 16 members, 
and we try to keep a mix of 25 percent vendors and 75 
percent practice administrators. In addition to our South 
Jersey Chair, we’ve added a North Jersey Chair, and we 
brought on a historian and a member at-large. We have also 
added an Organizational Collaboration Chair for continued 
outreach. We have done a lot of outreach in the last three 
years with organizations and events such as the Healthcare 
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Financial Management Association, medical societies and 
Healthcare Information and Management Systems Society 
(HIMSS), and we want to continue to build on those synergies.

MDADVISOR: WHAT DOES THE MEMBERSHIP PROFILE 
LOOK LIKE FOR THE VARIOUS STATE MGMAS?
Wilno: The members are a diverse group, and of course, 
vary by state. We have members from every specialty; 
we have practices that have one provider, and we have 
practice administrators from large health systems. All these 
members feel like they have an army of practice managers 
behind them. NJMGMA members can go on a listserv and 
send a question to approximately 850 members in  
New Jersey, and in an instant, start getting responses.  
All the states have these same tools that make life easier. 

MDADVISOR: ARE THERE DIFFERENT LEVELS  
OF MEMBERSHIP?
Wilno: Right now, there is just one level of membership 
for practice managers in New Jersey. Some states, such 
as Maryland, Massachusetts and Rhode Island, offer 
an organizational membership, and New Jersey is 
definitely looking into that for 2019. One of the benefits 
of organizational membership is transferability. Let’s say 
a group has purchased a 20-member package. If we’re 
presenting a payer seminar, the group might want to send 20 
billers. Then, on the day we’re covering risk and compliance, 

the organizational membership allows them to send a 
different group of 20 people. You’re always going to have 20 
seats available to the organization to use as you need them.

MDADVISOR: WHY DO YOU THINK PRACTICE 
MANAGEMENT ORGANIZATIONS ARE RELEVANT IN 
TODAY’S HEALTHCARE ENVIRONMENT? 
Wilno: Members of the practice management community 
are at a place in time when they need to support each other. 
I personally do not know how practice managers do it all. 
I’m grateful to be in the position where I am, and I definitely 
enjoy helping as much as I possibly can. When I can bring 
practice managers pertinent information that can help 
them with their everyday lives and responsibilities, it’s a 
pleasure. I think that people underestimate the need to have 
a professional network—it’s important to associate with 
likeminded individuals with similar professional goals. All of 
the state MGMAs, especially the ones that I manage, try to be 
a one-stop resource for the practice management community. 
We have the resources to find answers for whatever questions 
the practice may have. I don’t think there’s a single practice 
manager out there who can do it all alone. 

Catherine E. Williams is Senior Vice President, Business 
Development and Corporate Secretary, and Lee Ann 
Trulio, RN, is Assistant Vice President, Risk Management, 
at MDAdvantage Insurance Company.
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The New Jersey Department of Health is committed to 
increasing health data exchange so physicians can have 
the information they need to better care for patients. This 
interoperability across healthcare systems is foundational to 
improving patient outcomes. 

Health information networks allow for trusted data sharing 
throughout the state, ensuring the most up-to-date medical 
information is available in real-time throughout the 
healthcare continuum. This connectivity allows healthcare 
providers to have electronic access to patient information 
such as medical histories, medication allergies and lab 
test results at the point of care—even if the patient was 
previously seen by a different healthcare provider.

They also offer the potential to bring healthcare information 
to consumers, caregivers and family members through 
innovative applications that allow patients to access their 
health data seamlessly for their own healthcare needs.

THE NEW JERSEY HEALTH INFORMATION NETWORK 
With these goals in the mind, the Department of Health, in 
partnership with the New Jersey Innovation Institute (NJII), 
has developed a shared services platform called the New 
Jersey Health Information Network (NJHIN) that provides 
the infrastructure for electronic exchange of patient 
health information among healthcare providers, health 
information exchanges and state health data sources. This 
network connects regional health information exchanges 
and independent medical facilities, which are currently 
sharing data among local healthcare providers including 
hospitals, doctors’ offices, Federally Qualified Health 
Centers and laboratories. 

Expanding this network has been a key priority since I 
began leading the Department last year. In January 2018, 
two hospitals had joined the network. As I visited hospitals 
around the state, I explained the importance of joining this 
network, and I’m happy to say that as of January 2019, 
we have expanded the number of participating hospitals 
to 64. Additionally, 6 health information exchanges, 6,000 
physicians, 91 long-term care providers, three Federally 
Qualified Health Centers and 64 hospitals have joined the 
NJHIN. Going forward, the Department wants all hospitals 
to be part of the NJHIN and has made this a condition of 
receiving state hospital funding. Also, all hospitals that 
receive Charity Care Subsidy will be required to connect 
with the NJHIN to improve interoperability. 

Connection to the NJHIN is consistent with proposed 
federal rules from both Centers for Medicare and Medicaid 
Services and the Office of the National Coordinator for 
Information Technology that require hospitals to establish 
open application interfaces that allow patients to access 
their own health information electronically. Part of these 
rules also require hospitals to operationalize admission, 
discharge and transfer (ADT) notifications, a tool for care 
coordination across separate entities of care.

MASTER PERSON INDEX & COMMON KEY SERVICE 
In the past, interoperability across the state has required 
many point-to-point connections. The NJHIN model, 
which serves as a data highway, provides a more organized 
hub-and-spoke model that reduces redundant interfaces 
and establishes a common framework for sharing. The 
Department has piloted the exchange of data and has been 
able to successfully identify patients and maintain data 

By Commissioner Shereef Elnahal, MD, MBA

Promoting 
Interoperability 
to Improve Health 
Outcomes
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quality and security. The NJHIN will ultimately allow New 
Jersey’s more than nine million residents to use the statewide 
Master Person Index that offers the provider a complete view 
of a patient’s medical and treatment history. The index can 
uniquely identify patients across systems and provide a list 
of all treating facilities at which a patient has received care.1 
Additionally, the statewide Common Key Service provides a 
consistent and reliable way to match patients across multiple 
organizations, applications and services. 

THE RANGE OF NJHIN BENEFITS
Overall, the network will improve safety, reduce medical 
errors and duplicative testing, help prevent fraud and 
reduce healthcare spending. And there’s more. The benefits 
to our patients, their families, our communities, and our 
state are many. 

For those facing an emergency. The data available through 
this network can be lifesaving. For example, imagine you 
have a medical emergency, and you are rushed into the 
emergency department unconscious, making it impossible 
for providers to take your full medical history. If the hospital 
is connected to other providers through the network, it will 
have quick access to the critical health information needed 
to treat you. Or, in another scenario, if a provider attempts to 
order a medication that you should not receive—an allergy 
alert pops up and anaphylactic shock is avoided. The safety 
advantages are innumerable. 

For caregivers. Electronic health data exchange can also 
greatly benefit those who are caring for patients. Without 
health information exchange, family members, caregivers 
and friends often struggle to provide patient medical 
history, track medication, bring copies of previous test or 
procedure results and so on for their loved ones. Sharing 
data in real time relieves caregivers of this burden while 
giving providers an accurate and up-to-date view of the 
medical history. This allows for the best possible care and 
may reduce future health complications.

For population health. Interoperability also offers great 
potential to foster population health in our state. In 
particular, regarding the opioid crisis, we are working to 
make the Health Information Network promote greater 
efficiency and coordination among licensed substance 
use disorder treatment providers. With Governor Murphy’s 
recent investments in the opioid crisis, we are working to 
ensure that substance use disorder providers can exchange 
information through the NJHIN. 

In addition, we are working on ways to integrate information 
into the network that is now maintained in the prescription 
drug monitoring program—a system that contains data 

on controlled substance prescriptions dispensed by 
pharmacies. Making this information available through 
the NJHIN may help reduce the misuse and diversion of 
controlled substances, including prescription opioids.

For the economy. The NJHIN will be a pillar of the 
Governor’s vision for an innovation economy. Healthcare 
and life sciences represent high-growth, core sectors 
emphasized in the Governor’s master plan to foster 
more innovative, home-grown businesses and the jobs 
and the economic mobility that come with them. Armed 
with an encompassing, interoperable network of health 
information, residents will truly own their own health 
information and have it available at their fingertips. 
This capability represents a public good through which 
substantial innovation is possible vis-à-vis application 
program interfaces (APIs). Explained simply, an entire world 
of effective self-management and caregiver apps, armed 
with real-time health information could make New Jersey 
the best place in America for a healthcare IT startup.

As more providers join the system and share data, we will 
build a more thorough network that can reduce medical 
errors and redundant testing and allow for more informed 
care delivery. The Department of Health is asking more 
providers to consider advancing their use of electronic 
health records and connecting these platforms to the 
NJHIN. Working with our healthcare leaders, we can make 
New Jersey a national leader in data-driven healthcare to 
improve patient outcomes. 

Shereef Elnahal, MD, MBA, is the Commissioner of the 
New Jersey Department of Health.

1 Biddle, M.  (2015). Maintaining the Master Patient Index: The 
impact of patient registration processes on data integrity.  Applied 
Research Projects. https://dc.uthsc.edu/cgi/viewcontent.
cgi?article=1015&context=hiimappliedresearch.

NJHIN PATIENT PRIVACY CONCERNS
When implementing the NJHIN, patient privacy can and 
must continue to be respected and, certainly, every party 
must adhere to patient privacy laws. The Department of 
Health’s privacy officer is actively engaged in this effort, and 
all standards, including the Health Information Portability 
and Accountability Act (HIPAA), provide important bounds 
on how data is shared, stored and secured.

MDADVISOR 29



REVITALIZING  
CANCER SURVIVORS

By Michael D. Stubblefield, MD, Tiffany D. Kendig, PT, DPT, MPH, CLT, and Ashish Khanna, MD

MAKING CANCER REHABILITATION 
THE STANDARD OF CARE
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Cancer rehabilitation is an emerging field that helps  
cancer survivors obtain and maintain the maximum 
possible physical, social, psychological and vocational 
functioning within the limits created by cancer and its 
treatments. Rehabilitation has many components, including 
physiatry (cancer rehabilitation medicine), physical 
therapy, occupational therapy, speech-language pathology, 
neuropsychology, cognitive rehabilitation, lymphedema 
therapy and pelvic floor therapy.

Although the Institute of Medicine has recognized cancer 
rehabilitation as a major component of delivering high-
quality cancer care,1 finding suitable services has been a 
challenge for most of the millions of cancer survivors, given 
that the field of cancer rehabilitation exists only in small 
enclaves across the country. 

It is time the healthcare community works to change 
this reality by providing high-quality, multidisciplinary, 
comprehensive, cost-effective services that are within easy 
reach of most cancer survivors.  

CONSIDER THE NEED
The need for organized, quality cancer rehabilitation is self-
evident with a glance at these numbers:

• There are more than 15.5 million cancer survivors in 
the United States with more than a million added to 
this count annually.2 

• At least half of survivors will experience impairments 
resulting from their cancer and/or its treatment with 
a potentially significant and long-lasting impact on 
their function and quality of life.3 For instance, 60 
percent of breast cancer survivors experienced at least 
one or more side effects amenable to rehabilitative 
intervention at six years following diagnosis.4 

Cancer survivors’ livelihoods are commonly affected; 
survivors are more likely to be unemployed or take early 
retirement, and are less likely to be reemployed. One study 
reported that 26 to 53 percent of cancer survivors lost or 
quit their jobs during the 72 months following treatment.5

OVERCOMING BARRIERS
Many barriers limit patients’ access to cancer rehabilitation. 
Making cancer rehabilitation a standard component of 
survivorship care will require considerable effort, dedication 
and persistence. Providers will not only have to work with 
academic medical centers but also expand services to 
community-based oncology programs.

Key components of such an effort will include work in 
education, operations, research and relationship development.
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Education. Physical, occupational, speech-language 
and other therapists do not generally receive more than 
introductory training in oncology as part of their graduate-
level education (see Figure 1). However, advanced 
knowledge and experience with cancer and its treatments 
are necessary to maximize the effectiveness and safety 
of therapy interventions. For instance, treating shoulder 
dysfunction in a patient with breast cancer should 
incorporate an understanding of the type of resection 
and reconstruction the patient received, the impact of 
radiation and chemotherapy, and the presence of axillary 
cording, lymphedema, chemotherapy-induced peripheral 
neuropathy and other disorders. Failure to do so may 
result not only in a suboptimal treatment plan and limited 
functional outcome, but also in potentially iatrogenic 
complications, such as infection or flap failure. 

Efforts to fill the education gap are ongoing.  The 
American Physical Therapy Association now offers clinical 
specialization in oncologic physical therapy. In addition, 
multiple credentialed residency programs for oncologic 
physical therapy have been developed with many more on 
the way. Industry has also recognized and endeavored to fill 
the education gap. Select Medical has developed the ReVital 
Cancer Rehabilitation Program to provide comprehensive 
cancer rehabilitation services. This rapidly growing program 
has, as of this writing, trained more than 600 therapists at 
300 facilities in 10 states.

Operations. There are a number of cancer rehabilitation 
programs scattered throughout the country. They range in 
size from a single lymphedema therapist in private practice 
to large practices in tertiary-care cancer centers. These 
programs vary tremendously not only in terms of size but 
also in the scope of services they provide. Many offer only 
lymphedema services. Others may offer physical therapy, 
but not occupational therapy or speech-language pathology. 
Physiatry services are rare. Even taken as a whole, the 
programs that exist are inadequate to reliably provide 
services to the Americans who need them.

Embracing the heterogeneity of oncology care is an 
important component of instituting a successful cancer 
rehabilitation program. Each oncology practice, be it 
academic or private, has a unique way of transitioning 
patients through the system. Every component of 
operations, including the computer system, intake forms, 
order forms, policies and procedures, etc., can vary 
dramatically. Creating a rehabilitation program that is 
malleable enough to operate in such a dynamic landscape 
is challenging and requires innovative thinking. Operations 
should be customized to meet the individual needs of the 
referrers. Input representing all operational levels, from 
the CEO to the oncologist and front office staff, should be 

sought and incorporated. Information should be relayed 
back to the practitioners in ways they want it received 
(i.e., fax, e-mail, phone call etc.). By personalizing services 
and partnering with referrers, many of the barriers to 
rehabilitation care that have plagued cancer rehabilitation 
programs can be overcome.

Internal operations are every bit as challenging as 
coordinating with oncology practices. Therapists should 
accurately assign ICD-10 and program codes to the 
patients they treat. Patients should be comprehensively 
assessed using appropriate patient-reported outcome 
(PRO) measures, objective measures and performance-
based standardized outcome measures as indicated. These 
instruments are ideally used to guide interventions, track 
the patient’s clinical progress and provide a valuable 
research tool to assess the success of the entire program, 
as well as the individual patient. Dashboards can help 
track key data, and ensure that patients and referrers are 
receiving the highest possible level of service. 

Research. Cancer rehabilitation does not have nearly as 
robust an evidence base as oncology. In a world where 
payments are moving away from fee-for-service to a quality-
based system, new programs must demonstrate their worth 
if they are to survive. Cancer rehabilitation programs should 
endeavor to create an integrated research process to answer 
key questions about cancer rehabilitation. This research 
should explore the effect of specific cancer rehabilitation 
interventions on quality of life and function, and investigate 
the impact of cancer rehabilitation on quantity of life, return 
to work, emergency department visits, hospitalization, cost 
of care and many other important aspects of the cancer 
experience.

Relationship Development. A comprehensive cancer 
rehabilitation program is unlikely to have a meaningful 
effect without buy-in from oncology clinicians and 
patients. Lack of awareness about the benefits of cancer 
rehabilitation is a major barrier to adoption of cancer 
rehabilitation. Gaining this recognition requires extensive 
education and communication with all members of 
the oncology team, including administrators, medical 
oncologists, surgical oncologists, radiation oncologists, 
nurses etc. Upon finding a cancer rehabilitation program, 
patients often complain that they are puzzled why they 
weren’t referred earlier. On the oncology practitioner’s part, 
barriers to referral may include limited time, focus of office 
visits on critical medical issues and lack of suitable cancer 
rehabilitation programs in the area. 

An ongoing relationship with cancer survivors is also 
necessary if they are to understand and reap the benefits 
of cancer rehabilitation. One strategy for ensuring that 
patients receive the rehabilitation services they need is to 
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follow them prospectively for the development of functional 
issues—this has been termed prospective surveillance 
but is sometimes referred to as prehab. The idea is to 
comprehensively evaluate patients for functional issues 
before cancer treatment starts, educate them on the issues 
likely to develop and then follow them on a regular basis 
during their cancer treatment and beyond. After the initial 
face-to-face evaluation and post-treatment visit, patients 
should be evaluated at strategic time points throughout the 
continuum of their cancer treatment and survivorship. This 
evaluation ensures that patients not only know the functional 
issues that might develop but also when to seek help.

THE COST
Many questions concerning cancer rehabilitation center on 
economics. Is it worth it? Is it paid for? Does it save money? 
The question of worth is simple to answer. No one questions 
the value of treating cancer for the simple reason that it 
goes to the core value of medicine itself—to relieve suffering. 
Rehabilitating functional issues in patients with cancer (gait 
dysfunction, shoulder issues, neuropathy, lymphedema etc.) 
is also about relieving suffering and improving the human 
experience. Thus, most people would have difficulty seriously 
questioning the worth of cancer rehabilitation to the 
individual patient. That said, just as we recognize that some 
of the care provided to oncology patients is futile, ineffective 
and inappropriate, we should constantly question the value 
of our rehabilitation interventions with the same rigor. 

The question of payment is also simple to answer. If the 
patient’s insurance covers rehabilitation services (physical 
therapy, occupational therapy, speech-language pathology, 
physician consultation, neuropsychology), then it will 
cover medically necessary cancer rehabilitation services. 
Therapists bill using conventional, appropriate CPT codes 
that reflect the skilled services provided to address key 
impairments, functional limitations and progress toward 
patient-centered goals. 

The question of cost savings is more difficult. As healthcare 
moves from fee-for-service to value-based payments, 
demonstrating cost savings has become progressively more 
important. Currently, very little literature has explored 
cost savings from cancer rehabilitation. The studies that 
have been conducted showed favorable cost-effectiveness 
ratios.6  Continued research into specific aspects of cancer 
rehabilitation will likely help bolster this finding.

As cancer rehabilitation emerges as a cancer care priority, a 
truly comprehensive program incorporating all disciplines 
will be essential to safely and effectively return cancer 
survivors to their highest possible level of function and 
quality of life. Ultimately, access to such programs will help 
survivors live well—beyond cancer. 

Figure 1

Therapists undergoing training in lymphedema management.  

Michael D. Stubblefield, MD, is Medical Director for Cancer 
Rehabilitation, Kessler Institute for Rehabilitation, National 
Medical Director for ReVital Cancer Rehabilitation and 
Select Medical Clinical Professor, Department of Physical 
Medicine and Rehabilitation, Rutgers New Jersey Medical 
School. Tiffany D. Kendig, PT, DPT, MPH, CLT, is ReVital Cancer 
Rehabilitation Program Director at the Kessler Rehabilitation 
Center. Ashish Khanna, MD, is a physician specializing 
in cancer rehabilitation medicine at Kessler Institute for 
Rehabilitation and Assistant Professor, Department of 
Physical Medicine & Rehabilitation, Rutgers New Jersey 
Medical School.

1  Levit, L., Balogh, E., Nass, S., & Ganz, P. A. (Eds.). (2013). Delivering high-quality 
cancer care: Charting a new course for a system in crisis. Washington, DC: 
National Academies Press.

2  American Cancer Society. (2018). Special section: Ovarian cancer. Cancer facts 
& figures 2018. www.cancer.org/content/dam/cancer-org/research/cancer-
facts-and-statistics/annual-cancer-facts-and-figures/2018/cancer-facts-and-
figures-2018.pdf. 

3  Ness, K. K., Wall, M. M., Oakes, J. M., Robison, L. L., & Gurney, J. G. (2006). 
Physical performance limitations and participation restrictions among cancer 
survivors: A population-based study. Annals of Epidemiology, 16, 197–205. 

4   Schmitz, K. H., Speck, R. M., Rye, S. A., DiSipio, T., & Hayes, S. C. (2012). 
Prevalence of breast cancer treatment sequelae over 6 years of follow-up: The 
pulling through study. Cancer, 118, 2217–2225. 

5   Mehnert, A. (2011). Employment and work-related issues in cancer survivors. 
Critical Reviews in Oncology/Hematology, 77, 109–130. 

6 Mewes, J. C., Steuten, L. M., Ijzerman, M. J., & van Harten, W. H. (2012). 
Effectiveness of multidimensional cancer survivor rehabilitation and cost-
effectiveness of cancer rehabilitation in general: A systematic review. Oncologist, 
17, 1581–1593.
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Steve Adubato, PhD, recently sat down with Dr. Nadine Burke Harris, a compelling author, pediatrician and entrepreneur, for an 
interview on his public television series Caucus: New Jersey with Steve Adubato. Dr. Burke Harris is Founder of the Center for 
Youth Wellness and the Surgeon General of California. She has played an integral role in bringing the science of adverse childhood 
experiences (ACEs) to a wide audience through her book The Deepest Well: Healing the Long-Term Effects of Childhood Adversity, 
and her 2014 Ted Talk, How Childhood Trauma Affects Health Across a Lifetime, which has been viewed nearly five million times.

ADUBATO: WHAT HAVE YOU SEEN AS A PEDIATRICIAN 
THAT HAS FOCUSED YOUR EFFORTS ON THE TOPIC OF 
ADVERSE CHILDHOOD EXPERIENCES?
Burke Harris: As a pediatrician, I have seen a lot of children 
who were referred to me with various issues. Parents were 
bringing in their children, saying, “Please, I think my child 
has attention deficit hyperactivity disorder (ADHD). He 
needs Ritalin. Can you put him on some medicine?” As a 
doctor, when I investigated how early adversity affects the 
developing brains and bodies of children, what I found was 
that for most of the kids I was seeing, Ritalin actually wasn’t 
the right prescription. What I was seeing was their bodies’ 
normal reaction to the abnormal experiences that they 
were dealing with. Things like domestic violence or having 
a parent who is mentally ill or substance dependent—these 
things can be common in a family, but are really harmful to a 
child’s development and well-being. Adversity in childhood 
can lead to an overactive stress response, which is what we 
call the toxic stress response, and this can lead to lots of 
health problems down the line.

ADUBATO: I THINK WE CAN ALL UNDERSTAND THAT 
THERE WOULD BE SHORT-TERM EFFECTS ON CHILDREN 
EXPERIENCING THESE ADVERSE EXPERIENCES, BUT YOU 
ALSO DESCRIBE SOME VERY SIGNIFICANT LONG-TERM 
EFFECTS. CAN YOU EXPLAIN THAT FURTHER?
Burke Harris: When we talk about the effects of early 
adversity, for a lot of us it’s common sense that if you have 
a rough childhood, you may be more likely as an adult to 
drink and smoke, or experience depression or other mental 
health or behavioral conditions. But now, researchers from 
the Centers for Disease Control and Prevention (CDC) and 
Kaiser Permanente have shown that high levels of adverse 
childhood experiences can dramatically increase one’s 
risk for heart disease, stroke and Alzheimer’s disease later 
in life. That was surprising to many people. It has been a 
fascinating journey for me as a doctor to begin to uncover 
how it is that early adversity leads to an increased risk of all 
these different health problems.

The Importance of Pediatric Screening 
for Adverse Childhood Experiences
An Interview with Nadine Burke Harris, MD, MPH
By Steve Adubato, PhD
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ADUBATO: HOW CAN WE ADVOCATE FOR CHILDREN WHO 
MAY HAVE BEEN EXPOSED TO ACEs?
Burke Harris: It is critically important for pediatricians to 
screen for adverse childhood experiences in the primary 
care setting. We now know that early intervention improves 
outcomes. We need to start from the very beginning, which 
means raising awareness with parents. The message should 
be that you don’t have to hand down your adversity to your 
kids. There’s actually a tremendous amount of healing 
that can happen. What the science shows us is that when 
stressful or traumatic things occur and activate a child’s 
stress response, the way that we buffer the response is with 
a safe, stable and nurturing caregiving relationship. This is 
why I have dedicated my professional life to raising national 
awareness and helping clinicians to gain the tools to be able 
to address toxic stress in children. 

Steve Adubato, PhD, is a four-time Emmy® Award-
winning anchor for Thirteen/WNET (PBS) and NJTV 
(PBS), and has appeared on the TODAY Show, CNN 
and FOX as a media and communication expert. Steve 
currently anchors three television series produced by 
the Caucus Educational Corporation (CEC): Think Tank 
with Steve Adubato, State of Affairs with Steve Adubato 
and One-on-One with Steve Adubato.

ADUBATO: WHEN WE TALK ABOUT CHILDREN EXPOSED 
TO THESE ADVERSE EXPERIENCES, ARE WE ALSO TALKING 
ABOUT VERY YOUNG CHILDREN WHO MAY NOT EVEN 
REMEMBER WHAT HAPPENED? 
Burke Harris: Absolutely. Many people think, “My child was 
too little to remember what happened, and therefore, it 
probably didn’t affect him.” But what we now know is that 
those earliest years—the zero to three-year time period—is 
a time of what we call critical and sensitive periods in brain 
development, when these harmful experiences can have an 
even greater impact on long-term health. Helping children 
have a healthy start right from the beginning is absolutely 
critical in preventing these long-term effects.

ADUBATO: TO WHAT DEGREE IS THE IMPACT OF ACEs A 
NATIONAL CRISIS?
Burke Harris: This is a public health crisis. Across the United 
States, we’re talking about almost 35 million children at 
risk for toxic stress. When we are talking about individuals 
who have been exposed to at least one adverse childhood 
experience, we’re talking about two-thirds of adults. When 
we’re talking about the number of people who have been 
exposed to four or more adverse childhood experiences 
(which is a very high threshold, where we see double the 
risk for heart disease, two and a half times the risk of stroke 
and triple the risk of chronic lung disease), that’s one in 
eight Americans. This is not a small problem that happens 
only with certain folks in certain communities. In fact, the 
research conducted originally by the CDC was done in a 
middle-class community that was 70 percent Caucasian and 
70 percent college educated.

ADUBATO: WHEN IT COMES TO POLITICAL DISCOURSE 
AMONG THE LEADERS IN OUR NATION, I’VE NEVER  
HEARD ONE MAJOR POLITICAL FIGURE TALK IN DETAIL 
ABOUT ANY OF THIS. IS IT SOMETHING THEY DON’T 
KNOW ABOUT?
Burke Harris: Our political leadership is being awakened 
to this issue. This past June, I provided testimony at a 
congressional hearing about the topic of toxic stress when 
the issue of immigration policy and separating kids from 
their caregivers at the border was an important concern. 
When we have kids who have gone through adversity and 
who are coming to our country as refugees because of the 
trauma that they are leaving, and then we set a policy of 
separating them from their caregivers, we are knowingly 
inflicting physical harm and putting their health at risk. As 
a nation, we have to understand that once we know this 
science, we can’t unknow it or disregard it. We must use it to 
inform our policies. 
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We have all seen the results of a diagnostic test at some 
point, either as a patient or as a practitioner. We may have 
picked up a disc, viewed them online or obtained a hard 
copy of a report and read the results, scanning for the 
impression or interpretation. Some of us understanding 
what it meant, while others request an online consult  
from Dr. Google. 

Last year, I had an experience that made me reconsider 
both the accessibility and the formatting of diagnostic test 
results released to patients. A close family member had a 
laminectomy performed to help treat low back pain and a 
right foot drop that had been attributed to a herniated disc 
in his lumbar spine. At his two-month post-operative check, 
he was still losing function of his right leg. Therefore, an MRI 
and a follow-up EMG were ordered and performed. Under 
the instruction of the surgeon, he obtained copies of the 
reports and discs to bring to his visit. No big deal, right? It is 
something most of us have done before.

The MRI report contained words he had heard before and 
most of the verbiage was clear. The interpretation suggested 
a diagnosis of cervical stenosis. He understood what that 
meant and he was told that he had lumbar stenosis by the 
surgeon previously. The EMG report contained tables with 
numbers and waveforms, the impression was the only part 
of the report that was clear and concise and it read:

“This is an abnormal study. There is electrodiagnostic 
evidence of a widespread axonal process that can be 
consistent with a motor neuron disease such as Amyotrophic 
Lateral Sclerosis. Referral to a neurologist is recommended.”

I was at home the day he received that report and he sent 
me a text message. It read:  

To this day, when I read that text my heart still sinks. After 
I told him ALS- his response was “OMG, I am going to die.” 
Unfortunately, further tests would reveal that, in fact,  

it was ALS and we lost him in January 2019, six short 
months after he was officially diagnosed.

Once my family member received that report, things 
changed. He focused his energy in preparing for the 
inevitable and no longer tried to regain strength. It wasn’t 
worth it in his mind. He gave up on trying to find joy 
in life, he became depressed and he restricted himself 
to a chair, and progressive atrophy ensued. I know the 
disease is inevitably fatal, but I still can’t help but wonder 
if hearing those words from a provider, in a controlled 
setting, would’ve changed the way he initially processed 
the diagnosis. By the time he got to the neurologist, it was 
already over for him.

Did the report give him ALS? No, he already had ALS. Prior 
to that day, he didn’t know what ALS stood for, he wasn’t 
even told that it was on his differential. 

Do I think that he should have heard that from his 
doctor instead of reading it on the report? Yes, although 
it doesn’t change the diagnosis, it is an open forum to ask 
questions and ask for clarification. 

Do I think that maybe that line should have stopped after 
motor neuron disease? That question is harder to answer. 

In an ideal world, a centralized medical record would 
be best for situations like these. Results could easily be 
accessed by other practitioners and could be “released” 
to the patient once reviewed by the ordering practitioner, 
allowing them the opportunity to counsel the patient  
about their results. Until we are there, only reports 
released to practitioners should include the “impression/
interpretation” section, and reports released to patients 
should omit that section to encourage patient follow-up and 
counseling. The first time a patient hears ALS, cancer or any 
other life-changing diagnosis should not be on a report. It 
should be from their practitioner.  

Jodie Kunkel is a physician assistant student at Rutgers 
School of Health Professions, Class of 2019, and a 2019 
EJI Excellence in Medicine Scholarship Recipient. 

“Big question: results of latest  
   EMG- Amyotrophic Lateral Sclerosis,  
   what is that?” 

By Jodie Kunkel 
Emerging Medical Leaders Advisory Committee Member

The Role of Healthcare Providers:  
Communicating Diagnostic Results
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