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The MDAd
visor

Editorial Board would like to dedicate this issue to Gerald N. Grob, PhD, a

member of our Editorial Board who passed away in December 2015. 

Dr. Grob was a historian of American medicine. At the time of his death, he was Henry E. Sigerist

Professor of the History of Medicine (Emeritus) at Rutgers University; a member of the Institu
te for

Health, Health Care Policy, and Aging Research at Rutgers; and Senior Research Associate

in Psychiatry at the New York Hospital-Cornell Medical Center in New York City. H
e was known for

his research on mental health policy and other provocative writings on health and medicine in Amer-

ica, including his books The
 Dea

dly T
ruth:

 A H
istor

y of 
Dise

ase i
n Am

erica
(Harvard University

Press, 2002) and Agi
ng B

ones
: A S

hort
 Hist

ory o
f Os

teop
oros

is (Johns Hopkins Press, 2013).

Dr. Grob contributed significantly to the content and quality of MDAd
visor

, having

served as an author himself as well as encouraging other serious scholars to
 submit their

articles for publication in our journal. He was an insightful observer, and a careful

and thoughtful writer, who quoted Shakespeare and the Bible, along with

medical texts, with equal facility. 

He noted that “history is a discipline that raises inconvenient

perspectives,” and used his perspective and skills as a historian to

remind us all to be skeptical of our own certainty with regard

to medical treatment protocols. He

frequently cited therapies that once

“held in high regard in one era are fre-

quently consigned to oblivion later.” In

his most re
cent book, “Ag

ing B
ones

: A

Sho
rt H

istor
y of

 Os
teop

oros
is,”

he

questions the pathologizing of bone

loss, a
nd questions how history will view

our current tre
atment of osteoporosis,

or even whether the legitimacy of the

diagnosis w
ill persist.

Dr. Gerald Grob was an active

member of our Editorial Board, and at

our discussions, he prodded us, lec-

tured to us (he was, after all, a professor),

irrita
ted us and, always, helped us make our publication a better journal.

We are honored to have had the opportunity to work with him and to

learn from him.

IN MEMORIAM

�

Gerald N. Grob, PhD

1931–2015
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ABIM Lifts MOC Requirements
The American Board of Internal Medicine (ABIM)

announced that it is lifting the requirement that physicians
earn maintenance of certification (MOC) credits for
improving patient care and safety and incorporating their
preferences in medical decision-making for an additional 2
years, bringing the suspension through the end of 2018.

Skyrocketing Drug Prices in the News
Both branches of Congress have launched investigations

into high drug prices. A U.S. Senate panel began a biparti-
san probe into companies that have hiked prices on life-
saving drugs, and a House of Representatives committee
said it would hold a 2016 hearing on the issue. The inquiries
come as a result of huge price increases for several drugs.

WHAT’S HAPPENING IN HEALTHCARE?
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Population
Health:  

How Two Community-Based

Collaborations Are 

Changing the Face of 

Healthcare in 

New Jersey and Beyond
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o progress within the evolution of healthcare
requires an understanding of and participation in
population health and community needs. The pop-
ulation health approach aims to improve the health
of a group of people, usually in a discrete geo-
graphic area. A priority of population health is
the reduction of health disparities among different

population groups. Health researchers now know that the
demographics of a community can serve as strong indicators
of the health and well-being of its residents.

This applies to the residents of the cities of Trenton
and Camden, New Jersey, who face significant socioeco-
nomic, safety and health challenges. Amid the burgeoning
and immature field of population health that provides no
clear answers on how to deliver better care at lower costs,
there exist some notable collaborations of healthcare
and community-based providers–known as the Camden
Coalition of Healthcare Providers and the Trenton Health
Team–that are showing real progress in their respective
cities. These teams have developed and continue to
develop groundbreaking research and action plans that
translate into measurable improvements in their urban
communities. 

The Camden Coalition of Healthcare Providers and the
Trenton Health Team are two collaborative approaches that
represent groups of organizations that are focused on
improving the health of a specific community. Although each
team has its own independent structure, methods and needs,
there are some notable similarities. Each is data driven, has
found a way to share meaningful data, is focused on a specific
geographic target to better understand the unique challenges
and issues of that population, has the support of leadership
in its respective community and is able to come together
for the greater good of its own city and its residents.

“It’s really not about an individual effort. 

It’s about organizations working together

because that is really what it takes. You

could have many heroic interventions that

show some results but that aren’t self-

sustaining. The Coalition is about focusing

many organizations to see the issue from 

the same collective perspective and 

developing a plan to change how healthcare

is being delivered in a systematic way.”

T
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CAMDEN COALITION OF HEALTHCARE PROVIDERS
The Camden Coalition of Healthcare Providers aims to

improve the health status of all Camden residents by increas-
ing the capacity and quality of, and access to, care in the city.
The Coalition was formed in 2003 by healthcare providers
and organizations, social service providers, churches and
community organizations, led by Jeffrey Brenner, MD. 

Dr. Brenner is a primary care physician who practiced in
the city of Camden and who learned firsthand that there
were very few primary care physicians there. He also noted
that some patients had multiple health and social issues but
did not have an opportunity to adequately deal with these
issues other than through the system that was in place at
that time, which was to seek care in emergency depart-
ments. There was no other access, especially for chronic
illnesses. A need was identified to restructure the system
in a way that would be more efficient and more effective
in providing the assistance and care that Camden
patients needed.

Dr. Brenner investigated the emergency department
utilization by patients in the city of Camden and quickly
found some challenging patients who were frequent
repeaters. He determined that one percent of patients
accounted for 30 percent of the costs. Early on, Dr. Brenner
partnered with Russ Harris, MD, and Al Sacchetti, MD, two
physicians from the Our Lady of Lourdes Medical Center
Emergency Department who understood the value of using
data-driven results and data transparency to drive change. 

The Coalition is made up of Camden healthcare
providers, including the Cooper, Virtua, Lourdes and
Kennedy Health Systems, CAMcare Health Corporation
(the Camden federally qualified health center [FQHC]) and
numerous other community organizations. The Coalition is
not just about the large providers of healthcare; it is also
composed of primary care physician offices, Project HOPE
Camden, nursing homes and behavioral health and addic-
tion service providers. As Lourdes President and CEO
Alexander J. Hatala pointed out, “If the Coalition was just
the physicians and hospitals, it might focus on triaging
patients out of the emergency department to provide the
care in a setting that was more cost-effective and better
from a primary care point of view, but the team would not

have gotten the kind of insights it has gotten from the
rest of the community.” Many of the recidivist patients are
homeless and do not have the healthcare access or the
social support to make the changes required to
become a productive member of society. The Coalition
has found that providing social services and housing
assistance helps people become much more main-
streamed in society and has had just as significant an
impact as the interventions in healthcare.

A large portion of the Camden Coalition members
are care managers, who tend to be social workers instead
of healthcare providers. They work with Camden residents
in their homes as coaches to help them manage and
take responsibility for their own health issues. A
provider, such as a physician, performs the initial
assessment and creates the care plan for an individual,
and social workers and other community-based individuals
then interact with the patients to ensure that they are
staying on their treatment regime and that their health

is improving. Through these efforts, the Coalition has been
demonstrating that human-centered, coordinated care,
combined with the smart use of data, can improve patients’
quality of care and reduce expensive, ineffective inpatient
stays and emergency department visits. 

Original funding for the Coalition came from grants
from The Nicholson Foundation, Merck Foundation and
Robert Wood Johnson Foundation. The member hospitals
have made significant contributions to the Coalition,
and additional grants continue to provide funding. The
Coalition’s vision is to make Camden the first city in
the country to bend the cost curve and improve quality at
the city level by achieving the right blend of social services,
medical care and mental health and addiction services to
really make a difference for people, in a data-driven way
that’s replicable and publishable. As Hatala stated, “It’s
really not about an individual effort. It’s about organizations
working together because that is really what it takes. You
could have many heroic interventions that show some
results but that aren’t self-sustaining. The Coalition is about
focusing many organizations to see the issue from the same
collective perspective and developing a plan to change how
healthcare is being delivered in a systematic way.”

CAMDENCoalition of Healthcare Providers
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TRENTON HEALTH TEAM
In February 2006, the Mayor of Trenton commissioned

an independent consulting firm to research and develop
a plan to improve the health status of and access to health-
care services for Trenton’s population. Although three
hospitals, an FQHC and a city health clinic served Trenton,
many residents of the city did not have a healthcare home
and were accessing a variety of disconnected providers as
needs arose. The utilization of hospital emergency
departments by Trenton residents was found to be 54 per-
cent higher than the national norm, leading to costly,
inefficient, duplicative, episodic and unsatisfactory
healthcare. The response to this identified need to improve
healthcare delivery in Trenton was a recommendation
to form the Trenton Health Team (THT). From 2007 to 2010,
the CEOs of St. Francis Medical Center, Capital Health and
Robert Wood Johnson-Hamilton, along with representa-
tives from the New Jersey Department of Health and the
City of Trenton Department of Health met quarterly to get

this collaboration off the ground, and the THT was
officially incorporated in February 2010.

The THT partnership has evolved to become a 
collaborative partnership among St. Francis Medical Center,
Capital Health, Henry J. Austin Health Center and the
Department of Health and Human Services of the City of
Trenton. The vision of the Trenton Health Team is to make
Trenton the healthiest city in the state, and the mission is
to transform healthcare for the city by forming a committed
partnership with the community to expand access to
high-quality, coordinated, cost-effective healthcare. 

The THT received its initial funding from the Centers
for Disease Control and Prevention (CDC) to hire an
Executive Director. The THT has also received significant
contributions from its partner organizations, notably Capital
Health and St. Francis Medical Center, along with grant
funding from The Nicholson Foundation and the Robert
Wood Johnson Foundation. Smaller, private grants have
continued to support the team’s efforts. 

Using a data-driven approach, the THT works intensely
with many community groups, assessing healthcare needs
and teaching residents how to care for and advocate for
themselves. The THT utilizes a community-based care

management effort through its care management team,
which is composed of a team of a nurse, two community health
workers and a social worker who provide in-the-home, high-
touch interventions to help patients with tremendous needs
navigate the healthcare system. The THT has successfully
created a forum for data sharing, coordination of
resources, including the identification of areas of duplication
of services and gaps in services. Additionally, the THT has
attracted additional funding for community organizations
to address gaps in services.

According to the THT’s Executive Director Greg Paulson,
“The real power of the Trenton Health Team is the degree of
collaboration and the team’s ability to think about what is
best for the residents of Trenton from a population health
standpoint. This type of thinking is unique and powerful and
fuels a much different energy. This kind of partnership takes
a long time to build, and is a very real and tangible resource
that allows us to do work we couldn’t otherwise do.”

THE NEED FOR A COLLABORATIVE AND 
SUPPORTIVE ENVIRONMENT

One of the first barriers that must be overcome in any
true population health initiative is the difficulty inherent in
building collaboration. One of the characteristics of an
underserved community in a city like Camden or Trenton
is that none of the health systems are competing for
increased market share of the most needy and vulnerable
population. As Dr. Brenner described, “When there is no
competition for the patients, it presents a great opportunity
to do the right thing, to create a system of care that really
benefits the individuals and improves the community in a
very collaborative way.”

In all population health initiatives, there is a need to
be able to think about what is good for the community,
which is not always easy when healthcare providers and
organizations also must be able to survive by remaining
financially independent. This is a real challenge, as the
reimbursement structure is not yet set up for population
health. The Trenton Health Team acknowledged that this
was certainly a challenge. Although the executive team
was motivated strongly around the table to collaborate,
each organization recognized that they also had to think

TRENTON Health Team
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of their own organization’s financial survival. This
applied to the smaller health organizations–even more
so. Reimbursement continues to be based on seeing a
certain number of patients, and many organizations
were paid by mechanisms that promoted the status quo
of more services instead of coordinated or focused serv-
ices. That challenge continues to exist today: Healthcare
providers need to be able to juggle what is good for the
city versus what is good for the indi-
vidual organizations.

In June 2015, the Camden Coali-
tion and the Trenton Health Team
were certified as Medicaid account-
able care organizations (ACOs) in
New Jersey, along with the Healthy
Greater Newark ACO. The Medicaid
ACO has provided both collaborative
teams with the legal and regulatory framework to do
their work. It provides some protection from the kind of
ACO activities that might otherwise be considered
competitive or subject to antitrust regulations, and it
provides a mechanism to see how the teams are per-
forming in their communities compared to other com-
munities.

Also unique to these two cities is the existence of a
parent hospital organization, Trinity Health, the parent
system to New Jersey’s Lourdes Health System (St. Francis
Medical Center in Trenton and Our Lady of Lourdes Medical
Center in Camden), which is highly supportive of collaborative
efforts in healthcare delivery. The focus on population
health is driven by Trinity’s President and CEO Richard J.
Gilfillan, who is a strong proponent of creating a care
model that will have a significant impact on transforming
how healthcare is being delivered in the United States.
According to Gilfillan, “Trinity Health is thrilled to be a
part of the...vision of delivering people-centered
care...These efforts are closely aligned with our own
commitment to serving those who are poor and our
strategic focus on managing the health of populations.”

COMMUNITY NEEDS FOCUS AND INVOLVEMENT
One key characteristic differentiates the Camden

Coalition and the Trenton Health Team from other health-
care initiatives: They are driven specifically by the needs
identified directly by the community. The overall approach
taken by both collaborations is to look at the whole person,
including homelessness, mental illness, addiction and per-

sonal safety issues. And they have taken one additional,
critical step: They have gone directly to the people they
serve in order to verify the accuracy of the data and to
learn more. 

For example, in Camden, a community advisory board
is made up of Camden residents who have a meaningful
involvement in the Coalition, including seats on the
board. The Trenton Health Team also has a community

advisory board (CAB) that grew
from an extensive community health
needs assessment, and now consists
of about 40 agencies, including
community- and state-based
organizations that provide behav-
ioral health, substance abuse and
social services, as well as school
systems and higher-level acade-

mia. Both collaborations utilize a variety of community-
based approaches, such as one-on-one interviews,
focus groups and a continuous feedback loop with those
who have trusted relationships in the community. 

DATA SHARING
Another key to the success of the Camden Coalition

and the Trenton Health Team has been their willingness to
share data and to use technology to improve their efforts.
This level of collaboration is not easy to achieve in any
competitive market, and certainly there were many
challenges to overcome in Camden and Trenton. 

In Camden, as the Coalition was started, there was a
willingness to share the utilization of the emergency
department and inpatient hospital utilization of Camden
residents so they could be tracked in a blind way. That
became the first data set that started to reveal to Dr.
Brenner and his team the extent and the magnitude of
the issues in Camden. The Camden Coalition began
to build a healthcare information exchange (HIE) that
shared data regularly instead of for just a one-time
analysis. The HIE started up about four years ago and
now feeds real-time data from Cooper, Lourdes, Virtua
and Kennedy. The team uses that data every day to target
the outliers and share information with primary care
providers. 

The Trenton Health Team also has been working to
build an HIE to bring together the clinical information sys-
tems of all of the healthcare partners to create a single
unified patient record. This enables information to be

“The investment in 
collaborations by providers 

is clearly evident in 
the initial successes.”
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shared among all involved in that patient’s care and
makes data available that can assist with identifying
trends in real time for individuals, diseases, locations and
time-of-day utilization. Whenever any of the patients cur-
rently under management goes to the emergency
department, the team is notified in real time and can
send a community health worker within minutes to be by
that patient’s side. The THT system and the Camden HIE
are fully linked and integrated, which allows data to be
shared across the two communities and helps both
teams compare results of the systems across communities.

The next steps in the process will be to marry claims
data and associated costs with utilization, enabling the
team to focus on patients by risk factors, disease processes
and costs. This will enable the teams to use the analytics to
identify and fine-tune the very population that needs the
most help. As described by THT’s Executive Director Greg
Paulson, “There’s a bit of a shift coming: Only focusing on
the highest-need individuals may not, in fact, be enough to
really move the needle on health overall. It appears that we
need a risk analysis to go right along with that, and we have
a great opportunity to identify that segment of the popula-
tion that’s not a high utilizer right now, but are at severe risk
of becoming high utilizers down the road.”

FUTURE CHALLENGES
The success of the collaborative approaches in Camden

and in Trenton will have implications throughout the state
and the nation, as urban areas work to improve healthcare
and rein in costs. The investment in collaborations by
providers is clearly evident in the initial successes. Through
various initiatives, the THT has significantly cut wait times
for appointments, enhanced patient-provider continuity
and reduced readmissions and emergency department
use. The Camden Coalition has made substantial progress
in meeting its goal of getting patients into primary care
within seven days of hospital discharge, drastically
decreasing the average number of days to the initial primary
care visit and reducing average hospital admissions for
patients enrolled in the care management initiative. 

Of course, a multitude of challenges face both
programs, as articulated by Robert Remstein, DO, Medical
Director of the THT Medicaid ACO, including where the
funding will come from in the future for such things as the
care management teams and the health information
exchanges. In addition, there is no stipulation thus far
that the Medicaid ACOs will be funded by the payors,

MDADVISOR 9

and it remains unclear whether gainsharing programs can
be successfully structured. 

The foundation that has been laid in Camden and Trenton
is powerful and groundbreaking; it is a model for all systems
statewide that translates to all populations being served by
large systems, networks, ACOs or government-funded entities.
In a state such as New Jersey that has often lagged behind the
rest of the nation in health outcomes, that is a legacy for
which the involved providers should be very proud.

The contributors of this article included Alexander J.
Hatala, President and CEO of Lourdes Health System;
Jeffrey Brenner, MD, Executive Director, Camden Coalition
of Healthcare Providers; Robert Remstein, DO, MBA,
Vice President, Accountable Care, Capital Health;
Christy Stephenson, MBA, RN, Former President and
CEO, St. Francis Medical Center; Gregory Paulson,
Trenton Health Team Executive Director; Jim Brownlee,
Health Officer, City of Trenton; and Debra Birkenstamm,
MBA, RN, DSRIP, Director of Clinical Transformation.

Janet S. Puro is Vice President, Business Development
and Corporate Communications, and Maria Falca-Dodson
is Vice President, Strategic Initiatives, at MDAdvantage
Insurance Company. 
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New Jersey is transitioning from a clinician-driven health-
care system of episodic care to one focused on wellness,
prevention and community engagement. Put simply, the
goal of population health is to keep the well healthy, support
those at risk for health problems and prevent those with
chronic conditions from getting sicker. Population health
refocuses healthcare on not only the sick but also on the
well. Population health requires that health considerations are
evaluated when developing policies and coordination
among government, employers, schools, local public health
officials, community health workers and community and
faith-based organizations. Population health aims to reduce

hospitalizations and costs associated with disease and
injury. Equally important, population health aims to
reduce and eliminate preventable illnesses and diseases
by creating an environment that is committed to wellness
and prevention.

Historically, the hospital setting has been at the
center of the healthcare system with collaboration among
primary care providers, pharmacists and other specialists.
However, the present system has not made a significant
impact on preventing hospitalizations and reducing readmis-
sions for preventable conditions. The clinical system of care
and the public health system can no longer be viewed as
separate silos. Jointly, they must be part of the solution
to improve population health. Public health preventive
measures such as building healthy environments, providing
health screenings and delivering health education are all
essential to improving health outcomes for residents.
The New Jersey Department of Health (DOH) is working to
foster communication and partnerships among the
traditional healthcare system and key public health
partners because without adequate communication and
coordination, it is difficult for clinicians to know what
community-based services are being provided for patients
and by whom. This lack of coordination makes it easier for
high-risk patients to fall through the cracks.1

Health leaders need to focus on transitioning from
silos to a collaborative and integrated health village that
is paid for the value it creates with improved outcomes
for the entire population–whether keeping the well
healthy or helping those with chronic conditions better
manage their diseases.

One of my first acts when I was named Acting Commis-
sioner was to create the Office of Population Health to
promote stronger collaboration among hospitals, local

A population 
health village
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“Put simply, 

the goal of 

population health

is to keep the 

well healthy, 

support those 

at risk for 

health problems

and prevent 

those with 

chronic 

conditions from 

getting sicker. 

Population health

refocuses 

healthcare on 

not only the 

sick but also on 

the well.” 

By Acting Commissioner Cathleen D. Bennett 
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health officials, healthcare providers, government,
employers and schools. The Office of Population Health
will help our partners deliver desired outcomes targeted
in our state health improvement plan, Healthy New
Jersey (NJ) 2020. Healthy NJ 2020 sets a vision for public
health, desired outcomes and the indicators that will help
us understand how well public health is being improved
and protected. Healthy NJ 2020 covers numerous topics,
including chronic disease, immunization and improved
birth outcomes. (For detailed information on Healthy NJ
2020, see nj.gov/health/chs/hnj2020/.)

The Office of Population Health will also help coordi-
nate funding streams from the federal government that are
increasingly focused on population health. The office will
work to knit together the efforts of our hospitals, municipali-
ties, community groups and others to broaden its impact.

The Department is also supporting the transition to
population health in several ways. Our hospital funding
program, the Delivery System Reform Incentive Payment
Program (DSRIP), focuses on better care for individuals,
improved health for the population and lower costs.
Payment to hospitals is contingent on achieving health
improvement goals in chronic conditions such as asthma,
diabetes and obesity. DSRIP is one example of how
hospitals are working to address population health. 

Hospitals are also increasing their focus on the health
of their communities and collaborating with local health
officials through community health needs assessments.
For example, Camden, Burlington and Gloucester county
health providers and public health leaders worked together
on identifying community needs. The Tri-County Health
Assessment Collaborative, consisting of hospitals, health
systems and health departments within Burlington,
Camden and Gloucester counties, collaborated in a com-
munity-wide effort to achieve the following: identify, analyze
and address health problems; assess applicable data;
develop measurable health objectives and indicators;
inventory community health assets and resources; and
develop and implement coordinated strategies to
improve health. This effort will improve the health of this
region by bringing together partners to focus on common
goals and harness efforts for greater outcomes.2

An essential part of improving coordination is the use
of health information technology. Health systems must
use the wealth of information-powered care, interven-
tions and prevention activities to improve patient care in

real time. The Department is funding the Trenton Health
Team’s development of a clinical decision support (CDS)
system to improve blood pressure and diabetes control for
patients in Trenton. The aim is to leverage health information
exchanges to improve quality, efficiency and community
provider coordination. The Trenton Health Team, Henry J.
Austin Health Center, Capital Health and St. Francis Medical
Center in Trenton share patient information electronically
to coordinate the care and services they provide. Using the
CDS system to address health and behavioral health
issues can lead to more successful and cost-effective serv-
ices. This DOH initiative combines the power of data,
clinical intervention and the coordination of community
providers to improve patient health.

Better integration of behavioral and primary healthcare
is also a part of population health. The Department has
supported this effort in a number of ways. Using $4.3 million
in federal Superstorm Sandy recovery funds, we provided
11 hospitals and community health centers with funding to
screen people for post-traumatic stress and other behav-
ioral health issues in Sandy-impacted counties. Thus far, more

“Public health 

preventive 

measures such 

as building 

healthy 

environments, 

providing health

screenings and 

delivering health 

education are 

all essential to

improving 

health outcomes 

for residents.” 
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than 63,360 residents have been screened. We also have
granted a global waiver that allows licensed ambulatory
care facilities to provide primary and behavioral health services
in the same clinical space. Our next step is providing
grants for a comprehensive statewide effort to serve vet-
erans’ primary care, behavioral health and other needs
and to support innovative or evidence-based mini-grants
that provide health, wellness and management services
and activities to veterans and their families.

The population health village recognizes that good

health is not something that can be addressed just during
a visit to the doctor’s office or hospital. Compared with
social, environmental and behavioral factors, medical
care has a small influence on the health of populations.3

Health, wellness and prevention must be addressed in an
individual’s everyday life. The Department has partnered
with the government, employers and community and faith-
based organizations to make changes in the local envi-
ronment to help residents build healthier lives. Through
the ShapingNJ and Office of Minority and Multicultural
Health initiatives, the Department has funded health edu-
cation, screening, healthy foods and environments and
opportunities for physical activity across the state, which
provide the foundation for good health. These initiatives
provide funding to local interventions because local
partners know best how to address the health needs of
residents. For example, the Faithful Families Eating Smart
and Moving More program provides grants to churches
and other faith-based groups to promote healthy eating
and physical activities among their congregations. Another
Department initiative, the Workplace Wellness Toolkit,
guides employers on how to enhance their worksite health
programs to help employees lead healthier lifestyles.
These efforts create wellness and prevention opportunities
where residents live, work and play.

Health improvement goes beyond care delivered
within the four walls of a hospital or clinical office. Physi-
cians and healthcare professionals should connect with
local health faith-based and community organizations to
make links to residents and to broaden their impact on
the health of their communities. Working together in the
population health village allows us to leverage efforts to
drive meaningful improvements in health outcomes for all
New Jerseyans.

Cathleen D. Bennett is the Acting Commissioner
of the New Jersey Department of Health. 

1 Stine, N. W., Chokshi, D. A., & Gourevitich, M. N. (2013,
February 6). Improving population health in U.S. cities. 
Journal of the American Medical Association, 309, 5, 449–450.

2 Camden County, New Jersey. (2007). Camden County 
Mobilizing Action through Planning and Partnership 
Coalition (MAPP). www.camdencounty.com/health/health-
human-services/health-human-services.

3 Eggleston, E. M., & Finklestein, J. A. (2014, February 26).
Finding the role of health care in population health. Journal
of the American Medical Association, 311, 8, 797–798.
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The Edward J. Ill Excellence in Medicine
Awards® are awarded annually to honor
those exemplary physicians and leaders
whose dedication to patient care,
education, research and public service
has significantly impacted the delivery of
healthcare in New Jersey and around
the world. The awards are named
after Edward J. Ill, MD, a New Jersey
physician who was a pioneer in promot-
ing continuing education in ways that
set the national standard. The event
debuted in 1939 at the annual meeting of
the Academy of Medicine of New Jersey
and has been sponsored by MDAdvan-
tage Insurance Company since 2003. 

This year’s awards dinner will be
held on Wednesday, May 4, 2016,
at Greenacres Country Club in
Lawrenceville, New Jersey. Profits
from the event will fund scholarships
at Cooper Medical School of Rowan
University, Rowan University School of
Osteopathic Medicine, Rutgers
School of Dental Medicine, Rutgers
New Jersey Medical School, Rutgers
Robert Wood Johnson Medical
School, Rutgers School of Health
Related Professions and Seton Hall
University School of Health and
Medical Sciences. The Scholarship Fund
was created to encourage young peo-
ple to study healthcare in New Jersey
and to help improve access to
healthcare for New Jersey residents. 

To order tickets, participate as a
Scholarship Honor Roll member, place
an ad in this year’s awards journal or
make a direct contribution, please
contact the Edward J. Ill Excellence in
Medicine Foundation at 609-803-2350
or visit www.EJIawards.org.

Outstanding Medical 
Educator Award
Presented to a medical educator
who has made an outstanding
contribution to graduate or
undergraduate medical educa-
tion in New Jersey.

Sara Cuccurullo, MD, is
Clinical Professor and Chairman,
Residency Program Director,
Rutgers Robert Wood Johnson

Medical School/JFK Medical Center and Medical Director
and Vice President at JFK Johnson Rehabilitation Institute.

Dr. Cuccurullo received her medical degree from SUNY
Downstate in 1987 and completed her residency in Physical
Medicine and Rehabilitation (PM&R) at Rutgers Robert
Wood Johnson/JFK Johnson Rehabilitation Institute (JRI).
She became board certified in 1992.

Joining the staff at the JFK/JRI in 1991, Dr. Cuccurullo has
served as the Residency Program Director (PD) since 1998. She
has taught the PM&R Board Review course since 1991. Dr. Cuc-
curullo is Editor-in-Chief of Physical Medicine and Rehabilita-
tion Medicine Board Review and published the first edition in
2004, the second edition in 2009 and the third edition in 2014.
The royalties from the sale of this textbook are donated to the
JRI PM&R Residency Education Fund, which supports educa-
tional endeavors. She has received the Teacher of the Year
Award six times and the RWJ Volunteer Faculty Award several
times. In addition, she received multiple awards, including the
Distinguished Alumni Award and the Middlesex County Aca-
demic Physician award. She is the VP of the National Residen-
cy and Fellowship PD Council. She has authored 29 book
chapters, multiple articles and more than 50 abstracts. She
heads the JRI PM&R Residency Competency Committee and
developed a competency model that was presented nationally.
She has published seven peer-reviewed papers on this model. 

Dr. Cuccurullo was appointed Chairman of the Department
of PM&R for Rutgers RWJ Medical School and the Medical Direc-
tor and VP for the JFK/JRI in February 2014. As Medical Director,
she has developed an aftercare program for the continued care
of the rehabilitation patients discharged from JRI and a compre-
hensive stroke recovery program for the care of stroke patients.
With this initiative, she is the principal investigator (PI) of two
institutional review board (IRB) proposals researching the ben-
efits of a rehabilitation program to treat stroke patients, includ-
ing cardiovascular conditioning sessions during their recovery. 

By Janet S. Puro, MPH, MBA
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Outstanding Healthcare
Executive Award
Presented to an executive in a
healthcare-related organization
or field who has demonstrated
exceptional leadership in the
enhancement of patient care and
medical practice in New Jersey.

Barry H. Ostrowsky is the
President and Chief Executive

Officer of Barnabas Health, New Jersey’s largest integrated
healthcare delivery system that annually provides treatment
and services for more than two million patient visits. He
leads the system’s initiatives in responding to the new
dynamics of health reform. Mr. Ostrowsky is spearheading
a system-wide endeavor to promote healthier living for
employees and the members of our communities. 

Barnabas Health includes seven acute care hospitals
(four are teaching hospitals), two children’s hospitals,
ambulatory care centers, geriatric centers, a free-standing
behavioral health center, New Jersey’s largest statewide
behavioral health network, comprehensive home care and
hospice programs, pharmacy services, multi-site imaging
centers, three accountable care organizations and a medical
group. The system is comprised of 21,000 employees, 5,200
physicians and 551 residents and represents the second
largest employer in New Jersey, one-fifth of the state’s
actively practicing physicians and the state’s largest
non-university complement of residents.

Mr. Ostrowsky joined Saint Barnabas Medical Center in
1991 as Executive Vice President and General Counsel and
served in the same role when Barnabas Health was created
in 1996. He became President and Chief Operating Officer
in 2010 and attained his present position as President and
Chief Executive Officer in January 2012.

Previous to this position, he was a senior partner at
Brach, Eichler. Among active memberships, Mr. Ostrowsky
serves on the Board of Directors of the New Jersey Chamber
of Commerce and the Board of Trustees of Public Media NJ,
Inc., operator of NJTV. He is a Council member of the 2015
American Hospital Association Health Care Systems
Governing Council. Mr. Ostrowsky received an AB degree
from Rutgers University and a JD from the University of
Tennessee School of Law.

Edward J. Ill 
Physician’s Award

®

Presented to a New Jersey
physician who merits recognition
for distinguished service as a
leader in the medical profession
and in the community.

Jean Anderson Eloy, MD,
joined Rutgers New Jersey
Medical School in July 2008. He

is currently Professor and Vice Chair of Otolaryngology–
Head and Neck Surgery at Rutgers New Jersey Medical
School. He serves as the Director of Rhinology and Sinus
Surgery, Director of Otolaryngology Research and
Co-Director of the Endoscopic Skull Base Surgery
Program. Dr. Eloy also has joint appointments as Professor
of Neurological Surgery and Professor of Ophthalmology
and Visual Sciences at Rutgers New Jersey Medical School.
His clinical/surgical interests and areas of expertise include
medical and surgical management of refractory rhinosi-
nusitis, endoscopic management of sinonasal neoplasia,
cerebrospinal fluid rhinorrhea, ventral skull base lesions,
endoscopic revision sinus surgery and computer-aided
sinus surgery. Dr. Eloy’s contribution to the fields of
otolaryngology–head and neck surgery and neurological
surgery include more than 270 articles in peer-reviewed
journals and numerous book chapters in the subfield of
rhinology, endoscopic sinus and skull base surgery, more
than 230 scientific presentations at regional, national and
international otolaryngologic and neurological surgery
meetings, as well as more than 160 invited lectures and
oral presentations. His research topics encompass the
fields of otolaryngology, neurological surgery and
ophthalmology, and include endoscopic and open sinus
surgery, minimally invasive endoscopic skull base surgery,
as well as studies of gender disparities in otolaryngology
and other surgical specialties.

Dr. Eloy is a member of the Rutgers New Jersey Medical
School Admission Committee and the Rutgers New Jersey
Medical School Faculty Council, and he is involved in
Otolaryngology–Head and Neck Surgery resident training.
He earned his medical degree from Rutgers New Jersey
Medical School and completed his residency at the Mount
Sinai School of Medicine of New York University and a
fellowship at University of Miami/Jackson Hospital.
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Verice M.Mason
Community Service
Leader Award
Presented to an individual who
has personified, led and provid-
ed the vision for an organization,
and to the organization served,
for extraordinary commitment to
improving the health and welfare
of the citizens of New Jersey.

Christopher O. Kosseff is the President and Chief
Executive Officer of University Behavioral Health Care
(UBHC) at Rutgers, The State University of New Jersey. 

Mr. Kosseff is responsible for a statewide system of
academically based mental health and addiction services
across New Jersey. In 1996, when he assumed responsibility
for this system, the operating budget was approximately
$50 million per year, with the majority derived from
Medicaid reimbursements. In 2015, the budget was $246
million, with a dramatically diversified portfolio.

Although all of the core clinical services remain vibrant
and serves the academic and clinical missions, the range
of services now includes correctional healthcare, an
administrative services organization, a statewide suicide
prevention hotline, a clinical research and training institute
and peer-operated helplines for service members, veterans,
mothers of children with special needs, law enforcement
officers and child protection workers.

Mr. Kosseff has a Master of Science degree from Syracuse
University. Additionally, he holds Clinical Assistant Professor
appointments in the departments of psychiatry at Robert
Wood Johnson Medical School and New Jersey Medical
School. He has received numerous awards, including the
Meritorious Service Medal from the National Guard.

Outstanding
Scientist Award
Presented to an individual who has
carried out biomedical research
leading to important advances in
biotechnology or to the under-
standing of disease processes.

Robert Korngold, PhD, is
the Chairman of the Department
of Research, Chief of the Basic

Research Division at the John Theurer Cancer Center, and
Senior Scientist at The David & Alice Jurist Institute for
Research at Hackensack University Medical Center (UMC).

For the last 11 years, Dr. Korngold has elevated the level of
research conducted at HackensackUMC. At the close of 2014,
there were a total of 645 active/open clinical research studies.
HackensackUMC remains the top independent hospital recipi-
ent of National Institutes of Health (NIH) research support in
New Jersey.

Dr. Korngold is an immunologist who has made remark-
able contributions to the field of science at the national and
international levels. His work regarding the role of donor T-cells
in causing graft-versus-host disease (GVHD), a life-threatening
complication of allogeneic hematopoietic cell transplantation
used to treat several forms of blood cancer, has been described
as “landmark.” The Korngold/Sprent mouse model for GVHD
and similar strain combinations that resembled matched sibling
and matched unrelated donor transplants has become a main-
stay of numerous future immunobiology studies in the field.

Dr. Korngold received his PhD in Immunology from the
University of Pennsylvania in 1979 in the laboratory of
Jonathan Sprent, MD, PhD; he was a postdoctoral trainee at
the Wistar Institute in Philadelphia under the mentorship of
Peter C. Doherty, PhD, and became a member of the Wistar
Institute; he was also the founding Director of the PhD Grad-
uate Program in Immunology at Thomas Jefferson University.
Dr. Korngold is on the Executive Board of the American
Society for Blood and Marrow Transplantation and has served
for the last 15 years as the Editor-in-Chief of the society’s
journal, Biology of Blood and Marrow Transplantation. He
has received numerous research grants from the NIH,
served on many NIH grant review panels and has nearly 120
peer-reviewed paper publications, 40 book chapters and
monographs and holds eight patents.

Excellence 
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Dr. Korngold received the Alumni Association Educa-
tion Award from Jefferson College of Graduate Studies,
Thomas Jefferson University, and will receive the Lifetime
Achievement Award from the American Society for Blood
and Marrow Transplantation in February 2016. 

PeterW. Rodino, Jr., 
Citizen’s Award®
Presented to a citizen or group of
citizens of New Jersey who merits
recognition for distinguished serv-
ice in advancing and promoting
the health and well-being of the
people of our state.

Anita Chopra, MD, is the
Director of the New Jersey Insti-
tute for Successful Aging and

Professor and Chair of the Department of Geriatrics and
Gerontology at Rowan University School of Osteopathic
Medicine, where she is the William G. Rohrer Endowed
Chair in Geriatrics. Dr. Chopra is a board-certified internist/
geriatrician, certified Medical Director for long-term care
and Fellow of the American College of Physicians and the
American Geriatrics Society. 

As an advocate for older adults since 1984, Dr. Chopra
has been integral in developing the field of geriatrics at the
University. Recognized as one of the premier sources of
geriatric care in New Jersey, the Institute is also nationally
recognized for the training it provides to physicians-in-train-
ing, community-based physicians, other health professionals,
human service providers, older adults and their caregivers.
She has served as Director of several extramurally funded
educational initiatives, including the statewide New Jersey
Geriatric Education Center and a Geriatric Medicine, Den-
tistry, and Psychiatry Fellowship that have received federal
funding for more than two decades. For these achievements,
U.S. News and World Report has ranked the Institute among
the top 20 graduate schools in geriatric medicine in the
nation for the 14th time since 2001. 

Dr. Chopra has authored or coauthored numerous pub-
lications and nationally disseminated enduring educational
materials. She has served as principal investigator or
coinvestigator for 20 clinical trials. In addition, she has

secured $11.8 million (federal) and $3.2 million (non-
federal) in grant funds as Principal Investigator. She has
also served in leadership positions for many professional
and community-based organizations, including several
advisory committees to the New Jersey Department of
Health and Senior Services.

Special Award
A special award is being present-
ed this year to the founders and
sponsors of Holy Name Medical
Center, among numerous spon-
sored ministries and missions, for
their service as champions of the
underserved, the poor, the sick,
immigrants and the powerless, in
New Jersey and beyond.

The Congregation of
the Sisters of St. Joseph of Peace (CSJP), a community
of vowed women religious and Associates, has championed
the underserved, the poor, sick, immigrant and powerless
since 1884. Promoting social justice as a way to peace,
CSJP projects and ministries include healthcare, edu-
cation, social work, parish ministry, counseling, retreat
work and spiritual direction, pastoral care, cultural
ministry, affordable housing, political advocacy, care
of Earth and ministry with those who are marginalized
and powerless. 

Soon after founding the Congregation in Nottingham,
England, Margaret Anna Cusack of Ireland (Mother Clare),
left for America to raise funds to educate immigrant Irish
women. Finding needy women in Jersey City, in 1891, the
CSJP established St. Joseph’s Home for the Blind (now the
Margaret Anna Cusack Care Center) and other institutions
that still provide essential services to the elderly and infirm
and support women and children.

In 1925, the CSJP responded to two physicians con-
cerned about serving the sick and indigent in northern
New Jersey by purchasing land and erecting Holy Name
Hospital and School of Nursing in Teaneck–administrative
and nursing staff provided by the Sisters. In 90 years, Holy
Name Hospital has evolved into a fully accredited, inde-
pendent nonprofit medical center recognized with numerous
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awards and known for its compassionate care and respect
for each patient, a direct influence of Holy Name Medical
Center’s founders, who continue to serve as its sponsors.

Born of the charismatic spirit of one person, CSJP
ministries in New Jersey and the U.S. West Coast, the
United Kingdom and special missions in El Salvador and
Guatemala and at Hôpital Sacré Coeur in Milot, Haiti, are

impacting the lives of tens of thousands of individuals and
serve as testaments to the CSJP’s continuing commitment
to reform, liberation and justice. 

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

Natalya Andriyanycheva
Rutgers University School of Health
Related Professions – Class of 2017

Ryan Miller
Cooper Medical School of 

Rowan University – Class of 2018

Ronak Mistry
Rowan University School of 

Osteopathic Medicine
– Class of 2018

Rachel Morales
Rutgers New Jersey Medical 

School – Class of 2016  

Melissa Villars
Rutgers Robert Wood Johnson 
Medical School – Class of 2016

Nicole Viola
Rutgers School of Dental Medicine 

– Class of 2017

Richard Steinwandtner
Seton Hall University School of Health and Medical Sciences – Class of 2017

MDADVANTAGE CONGRATULATES
the 2016 Edward J. Ill Excellence in Medicine Scholarship Recipients 
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reduction in morbidity and mortality. Diseases such as
diphtheria, polio, congenital rubella, measles, tetanus,
whooping cough, mumps, chicken pox, flu, hepatitis,
childhood meningitis and pneumonia are nearly non-
existent in North America. Moreover, smallpox has
been universally eradicated. Tellingly, patients’ families
are ignorant of and no longer fearful of these diseases’
ruinous consequences.2 Today, babies may receive as
many as 20 to 30 inoculations before the age of two, and
parents are barely aware of the routine side effects of
mild fever and pain.

early history of immunization programs
reveals that public confidence remains the cornerstone
of effective preventive care. However, despite over-
whelming evidence that vaccination is safe and clearly
outweighs any adverse effects, controversies have sur-
rounded inoculation protocols from the time of
Edward Jenner to Jonas Salk and beyond.

Contemporary history teaches that the effectiveness of
concerted, large-scale pediatric immunization campaigns
is scientifically irrefutable.1 This past century has seen,
as a result of routine childhood immunization, a dramatic

THE

“TODAY, BABIES MAY RECEIVE AS MANY AS 20 TO
30 INOCULATIONS BEFORE THE AGE OF TWO”

CONTEMPORARY 
CONTROVERSIES CONCERNING

CHILDHOOD 
IMMUNIZATION

By Hon. Paul W. Armstrong, JSC (Ret.)
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Although no federal laws require vaccination, all 50
states mandate vaccinations for children entering
school. Almost all states allow religious objections with
the exception of Mississippi and West Virginia, which limit
exemptions to verified medical necessity. Moreover, 20 states
allow the personal and philosophical beliefs of parents to
qualify as valid exceptions.

Alongside these milestones of medical and scientific
progress, myths and misinformation have flourished as the
diseases themselves have been subdued. Historically, with
the advent of compulsory vaccination, adamant antivaccination
movements spread, arguing that the therapy was ineffective
and dangerous.3 Early on, the antivaccination crusade
found members from many quarters of society; today, it is
seen as predominately a middle-class phenomenon.

THE GREATEST GOOD FOR THE GREATEST NUMBER
The English utilitarian philosopher and founder of the

University of London Jeremy Bentham posited the principle
of “the greatest good for the greatest number.” Applying this
notion to public health, we learn that increasing “herd immuni-
ty” by requiring vaccines in children reduces the risk of disease;

conversely, incomplete vaccine coverage increases the risk
of disease for the entire population, including those who
have been vaccinated, as it reduces overall herd immunity.
This salutary effect extends to those who have compromised
immune systems as they rely on others to be vaccinated for
certain diseases. That is to say, if an immunocompromised
child comes in contact with an unvaccinated child who has
a disease, it is highly likely the immunocompromised
child will contract the disease.4 The cost effectiveness of
commonly used vaccines, which provide a preventive way
of promoting health, weighed against the treatment of
chronic or acute disease is patently manifest.

The U.S. Congress, informed and authenticated by
medical and scientific discovery, first addressed the issue in
1902 when Congress passed An Act to Regulate the Sale of
Viruses, Serums, Toxins and Analogous Products (also known
as the Biologics Control Act), the first law designed to ensure
the quality of drugs, more specifically–the quality of vaccines.
Of persistent import, in 1905, the U.S. Supreme Court in
Jacobson v. Massachusetts5 upheld mandatory vaccination
as a condition of public school attendance, which led more
states across the country to implement similar legislation.

“ALTHOUGH NO FEDERAL LAWS 
REQUIRE VACCINATION,

ALL 50 STATES 
MANDATE VACCINATIONS 

FOR CHILDREN ENTERING SCHOOL.”
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This landmark Supreme Court precedent remains the law
of the land and formed the legal underpinnings for
further congressional, statewide, Centers for Disease
Control and Prevention and Federal Drug Administration
childhood vaccination initiatives.

AN IMPORTANT TRIUMPH FOR PUBLIC HEALTH 
This legislative history brings us to California’s new vac-

cination law, which may serve as a national model for the
protection of children’s health. On June 25, 2015, California
Governor Jerry Brown signed a comprehensive state law
mandating that the near total of children in daycare or
kindergarten must be vaccinated against a host of
infectious diseases beginning in 2016.6

Moreover, the legislation eliminates exemptions
based on a parent’s personal or religious belief that the
vaccines might prove harmful. Children with physician-
certified medical conditions, such as immune-system defi-
ciencies and allergies that make vaccination unsafe, will,
of course, be exempt. Moreover, parents may still decline
to vaccinate children who attend private, home-based
schools or independent studies off campus. (California
now joins Mississippi and West Virginia, which have
legitimized similar bans on vaccination waivers.) The law’s
immediate impetus came from the concern of public health
officials over the December 2015 outbreak of measles that
occurred at Disneyland and rapidly dispersed throughout
the West, infecting approximately 150 people. 

California’s Legislature and Governor overcame sub-
stantial opposition, which included arguments for parental
rights, religious and individual freedoms and a right to
education for all. Those arguments were initially bolstered
by British gastroenterologist Andrew Wakefield, who
published, in 1998, a research article in the prestigious British
medical journal Lancet that falsely linked the measles vac-
cine to a rise in autism. This research has since been wholly
discredited and retracted by the journal. Wakefield has
been stricken from the rolls of the British Medical Society
for his fraudulent clinical manipulations and conclusions.
However, his charade still holds sway over many parents.

Scholars credit Californians with an important triumph
for public health that may well strengthen vaccination
mandates across the nation.

LESSONS FOR NEW JERSEY
The lessons for New Jersey regarding the elimination

of religious and philosophical exemptions from strict
vaccination mandates are straightforward and compelling.
They require the following:
1. Strong leadership from the medical community.
2.  Legislative and executive resolve to protect the health of

our state’s children.
3. An emphasis on the New Jersey Health Department’s role

in clarifying the science and dispelling the discouraging
myths and misinformation.

4. The concerted effort of our healthcare community to
ensure that the fourth estate (media) properly reports
the benefits of vaccination policies to all New Jersey citizens.

This combination of artful public health education,
political will and strategy and stalwart legislative and executive
cooperation honor the ancient promise of one generation to
the next to keep our children healthy and ever well.

Paul W. Armstrong is a retired New Jersey Superior
Court Judge who served as Chairman of the New Jersey
Bioethics Commission and is Of Counsel to the healthcare
law firm of Kern Augustine Conroy & Schoppmann, P.C. 

1 Centers for Disease Control and Prevention. (2002, March
22). Progress toward elimination of Haemophilus influenzae
type B invasive disease among infants and children – United
States, 1998-2000.

2 Bronfin, D. R. (2008). Childhood immunization controversies:
What are parents asking. The Ochsner Journal, 8(3), 151–156.

3 Williamson, S. (2007). The vaccination controversy: The rise,
reign and decline of compulsory vaccination. Liverpool,
England: Liverpool University Press.

4 Heymann, D. L., & Aylward, R. B. (2006). Mass vaccination: When
and why? Current Topics in Microbiology and Immunology, 304,
1–16.

5 Jacobson v. Massachusetts, 197 U.S. 11 (1905).

6 California Legislative Information. (2015, June 30). SB-277
public health: Vaccinations. http://leginfo.legislature.ca.gov/
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INTRODUCTION
During 2001–2012, unsafe injection practices in the United
States affected an estimated 150,000 patients who
required notification advising them to get bloodborne
pathogen testing after potential exposure from unsafe
injection practices. From 2001 to 2011, more than 50 out-
breaks of either viral or bacterial diseases were related to
the improper use of syringes and vials in the provision of
injections. According to the Centers for Disease Control
and Prevention (CDC), approximately 90 percent of
these outbreaks occurred in an outpatient setting, 21
involved hepatitis B or HIV transmission and 28 involved
primarily invasive bacterial bloodstream infections. A
recent CDC survey found that more than 3 percent of
respondents reuse single-dose items, such as syringes
and needles.1, 2, 3

PROTECTING YOUR PATIENTS 
THROUGH SAFE 

INJECTION PRACTICES
By David Abel, DO, and Sindy M. Paul, MD, MPH

LEARNING OBJECTIVES

At the conclusion of this activity, participants will be
able to do the following:

1) Discuss the misuse of injectable therapeutics and
the adverse practice consequences related to
unsafe injection methods

2)  Identify viral and bacterial pathogens associated
with unsafe injection practices

3) Understand practices to prevent transmission of
pathogens via injections
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Patient protection from the potential harm of misuse
of these items requires a multidisciplinary approach that
includes all aspects of healthcare. Physicians need to
order the appropriate injectable medications/vaccines in
the proper doses and ensure that all safety regulations
are followed. Staff need to be up to date on the proper
procedures to draw up and administer injections. 

To this end, the CDC launched the Safe Injection
Practices Coalition (SIPC) in 2009. Through this coalition,
the One & Only Campaign was developed to promote
safety and to provide education. In 2014, Eli Lilly and
Company joined this campaign with the goal of expansion
and distribution of program materials to a wider audi-
ence. To date, the SIPC provides information to seven
state health departments, including California, Colorado,
Minnesota, New Jersey, New York, North Carolina and
Wisconsin.2

This article addresses the safety concerns of unsafe
injection practices and reviews the current recommenda-
tions regarding the safe practice of injection of therapeutics.

THE MISUSE OF INJECTABLE THERAPEUTICS AND 
ITS ADVERSE PRACTICE CONSEQUENCES

The misuse of injectable therapeutics can come in
two forms. The first is the multiple use of single-use items
such as syringes or vials. Single-use vials do not contain
preservatives and are not meant to be stored once the
seal is broken. Keeping these items after opening
them can put patients at risk by allowing bacteria or
viruses to grow in the vial.3 In 2012, an outbreak of
meningitis, mediastinitis, sepsis and epidural abscess
was associated with multiple uses of a single-use vial at
a pain management clinic.4

The second form of misuse involves multiple-use
vials. Although multiuse vials contain preservative, they
can become contaminated when pathogens are intro-
duced either through use of the same syringe barrel or
needle for multiple patients or through improper use of
sterile technique. These pathogens can then be transmitted
to the next patient.5 In 2010, an outbreak of hepatitis B
and C involving more than 2,000 patients occurred at a
pain management clinic that was reusing needles on
patients that subsequently contaminated a multiuse vial.6

The misuse of injectable therapeutics can put a
patient at risk for bloodborne pathogens and bacterial
infections and, additionally, may cause that patient to

receive an incorrect amount of the therapeutic. Certain
diluents can change the pH of solutions that can inacti-
vate medications.7 Therefore, the patient receiving that
injection may not receive the full dose. 

There are broader consequences for the misuse of
injectable therapeutics that involve more than just the
patient receiving the injection. A physician who is not
following sterile guidelines can be investigated by the
medical licensing board and potentially receive public
discipline. Recently, a New Jersey physician had his
license actively suspended, and thus, his practice was
closed to protect the public; he was also fined $30,000 for
his role in an outbreak of hepatitis B. Infection-prevention
breaches at his practice included the use of single-dose
medication vials for multiple patients, the reuse of a
saline bag for multiple patients and the use of multiuse
vials beyond 28 days. 

Patients who received an injection were placed at risk,
either by receiving direct inoculation of a pathogen or by
receiving inadequate doses of medications due to medication
expiration. This practice also calls into question all other
injections given by the physician. In this case, close to 2,700
patients had to be notified of their potential bloodborne
pathogen exposure and of the follow-up testing that was
then recommended. Twenty-nine patients were found to be
infected with hepatitis B.8

Reusing syringes for multiple persons, even if the needle
is changed, is a serious infection control breach that places
patients at risk for bloodborne pathogen transmission. On
September 30, 2015, the New Jersey Department of Health
(NJDOH) was notified that a nurse had reused syringes for
multiple persons at an employee influenza vaccination
clinic earlier that day. The NJDOH in consultation with the
CDC recommended notification and HIV, hepatitis B and
hepatitis C testing of the 67 employees who participated in
the clinic. Post-exposure prophylaxis with hepatitis B
vaccine was also recommended. Additionally, the nurse
used two multidose vials of 10 doses/vial for 67 persons, and
the vaccine storage and handling did not include temperature
monitoring. Influenza vaccine readministration was also
recommended. 9

PATHOGENS
The misuse of needles and vials has been associated

with many viral and bacterial outbreaks. The following
common pathogens have been seen with misuse.
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Bloodborne Pathogens
Hepatitis B Virus (HBV): HBV is a virus in the

Hepadnaviridae family with an incubation period up to 180
days. It can cause acute, chronic and fulminant liver disease.
An acute infection can cause jaundice, fever and abdominal
pain. Most patients clear the virus without intervention.
Chronic HBV may require treatment with antiviral medica-
tions as it can lead to cirrhosis and hepatocellular carcinoma.
Fulminant HBV with acute severe often life-threatening liver
failure without obvious previous liver disease can also occur.
HBV is the most infectious viral bloodborne pathogen with
the highest risk of postexposure infection.10

Hepatitis C Virus (HCV): HCV is a member of the
Flaviviridae family with an incubation period up to 45 days
that causes acute, chronic and fulminant liver disease.
Unlike HBV where most patients are able to clear the virus
after exposure, HCV is more likely to cause chronic disease.
Acute infections can be asymptomatic or be associated
with abdominal pain, fevers and jaundice. Chronic disease
requires treatment with antiviral medication to prevent
progression to cirrhosis and hepatocellular carcinoma.
Fulminant HCV with acute severe often life-threatening liver
failure without obvious previous liver disease is rare. The
risk of infection after exposure is lower than that of HBV.11

Human Immunodeficiency Virus (HIV): HIV is a
lentivirus that causes acquired immunodeficiency syndrome.
Acute infection results in a flu-like illness that includes
fevers, night sweats and fatigue. Infection requires treat-
ment with combinations of antiretroviral medications to
prevent advanced disease and immunosuppression. The
risk of infection after exposure is considered to be lower
than that of HCV.12

Bacterial Infections
Staphylococcus species: Staphylococcus species are

Gram-positive bacteria that are usually found on the skin
and in the respiratory tract. They are a common cause of
skin, soft tissue and respiratory tract infections that may be
difficult to treat due to antimicrobial resistance.13 

Streptococcus species: Streptococcus species are
Gram-positive organisms that are commonly found on the
skin and in the respiratory tract. They are common causes
of skin, soft tissue and respiratory tract infections, as well as
bacteremia with endocarditis.14

Pseudomonas species: Pseudomonas species are
Gram-negative bacteria that are commonly found in water

sources and on plants. These species may be difficult to
treat due to antimicrobial resistance.15

PREVENTION THROUGH SAFE 
INJECTION PRACTICES

Prevention of unsafe injection practices through the
proper use of needles, syringes, vials and ampules
requires a multifaceted approach that involves physicians,
staff and patients. The CDC’s One & Only Campaign was
designed to promote proper injection practices in healthcare
settings. The following recommendations have been put
forth by the campaign.

These recommendations apply to the use of needles,
cannulas that replace needles and, where applicable,
intravenous delivery systems. The CDC considers these
recommendations to have good evidence from a ran-
domized controlled trial supporting their use and thus
should always be followed.16

• Use aseptic technique to avoid contamination of
sterile injection equipment. 

• Do not administer medications from a syringe to
multiple patients, even if the needle or cannula
on the syringe is changed. Needles, cannulas and
syringes are sterile, single-use items; they should
not be reused for another patient or to access a
medication or solution that might be used for a
subsequent patient. 

• Do not administer medications from single-dose
vials or ampules to multiple patients or combine
leftover contents for later use. 

• If multidose vials must be used, the needle or
cannula and syringe used to access the multidose
vial must be sterile. 

• Do not keep multidose vials in the immediate
patient treatment area and store in accordance with
the manufacturer’s recommendations; discard if
sterility is compromised or questionable. 

• Use single-dose vials for parenteral medications
whenever possible.

The following CDC recommendations have moderate
evidence supporting their use and thus should generally
be followed.16 

• Use fluid infusion and administration sets (i.e., intra-
venous bags, tubing and connectors) for one patient
only and dispose appropriately after use. Consider a
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syringe or needle/cannula contaminated once it has
been used to enter or connect to a patient’s intra-
venous infusion bag or administration set. 

• Do not use bags or bottles of intravenous solution
as a common source of supply for multiple patients. 

To help medical practices comply with the current safety
standards, the One & Only Campaign also provides a
checklist of safety guidelines that should be followed.
Every question presented in Table 1 should be answered Yes
prior to performing an injection. If the answer is No, remedi-

ation steps are available on the One & Only Campaign website
at www.cdc.gov/injectionsafety/IP07_standardPrecaution.html
and in the CDC’s 2007 Guideline for Isolation Precautions at
www.cdc.gov/hicpac/pdf/isolation/Isolation2007.pdf.

DISCUSSION
Safe injection practices are part of the provision of

quality medical care. Improper injection practices can cause
adverse outcomes such as bacterial and viral infections,
inadequate dosing (which requires additional administration
of medication or vaccines), the potential for disciplinary

Injection Safety
Practice 

Performed?
If Answer Is No, 

Document Plan for Remediation

Injections are prepared using aseptic technique
in a clean area free from contamination or
contact with blood, body fluids or contaminated
equipment.

Yes         No

Needles and syringes are used for only 
one patient (this includes manufactured
prefilled syringes and cartridge devices
such as insulin pens).

Yes         No

The rubber septum on a medication vial is 
disinfected with alcohol prior to piercing.

Yes         No

Single-dose (single-use) medication vials,
ampules and bags or bottles of intravenous
solution are used for only one patient.

Yes         No

Medication administration tubing and 
connectors are used for only one patient.

Yes         No

Multidose vials are dated by HCP when they
are first opened and discarded within 28 days
unless the manufacturer specifies a different
(shorter or longer) date for that opened vial.

Yes         No

Multidose vials are dedicated to individual
patients whenever possible.

Yes         No

Multidose vials to be used for more than one
patient are kept in a centralized medication
area and do not enter the immediate patient
treatment area (e.g., operating room, patient
room/cubicle).

Yes         No

Table 1. Injection Safety Checklist17 

Note: Adapted from “Injection Safety Checklist,” by Centers for Disease Control and Prevention. 
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action against the practitioner’s medical license and the
potential for medical liability. Look-back investigations may
be necessary to rule out bloodborne pathogen transmission
and to identify patients who might require another dose of
medication or vaccine. 

All of these adverse outcomes come at great cost to
the community and practitioner. Following the CDC’s
guidelines from the One & Only Campaign can help reduce
the risk of unsafe injection practices and reduce the risk for
patients and providers. 

David Abel, DO, is a second-year infectious disease
fellow at Rowan University. Sindy M. Paul, MD, MPH,
FACPM, is Medical Director for the New Jersey Board
of Medical Examiners. 
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1) It is acceptable to reuse a syringe barrel if it 
is for another patient, provided the needle is
exchanged.

a) True
b) False

2) The following infections have been 
associated with outbreaks due to improper 
injection practices.
a) Meningitis
b) Septic arthritis
c) Epidural abscess
d) Hepatitis
e) All of the above have been associated 

with outbreaks

3) The following bloodborne pathogen has the
highest risk of transmission after improper
reuse of a needle:

a) HIV
b) Hepatitis B
c) Hepatitis C

4) Multidose vials should be dated when they are
first opened and discarded within 28 days,
unless the manufacturer specifies a different date.

a) True
b) False

5) A patient does not need to be offered 
another vaccination if the provider gave an
incorrect dosage, as long as the provider is 
sure that the patient received most of the 
recommended dose.

a) True
b) False

6) A multiuse vial of vaccine should be kept in patient
rooms so that it can be accessed more rapidly.

a) True
b) False

7) The following is an example of misuse of
injectable medications:

a) Using the same syringe barrel for multiple
patients

b) Using the same needle for multiple patients as
long as the syringe barrel was changed 

c) Combining the remnants of single-use items in
order to not waste any medicine 

d) Not wiping the rubber septum of a medication
vial with alcohol as long as a completely new
syringe and needle is used 

e) All of the above are examples of the misuse of
injectable medications

8) You should consider a syringe or needle 
contaminated once it has been used to enter 
or connect to a patient’s intravenous infusion
bag or administration set.

a) True
b) False

9) The CDC has published a set of guidelines that
can help practitioners safely administer injections.

a) True
b) False

10) Which of the following consequences can
occur if a single-dose vial or syringe is reused?
a) Bacterial infection
b) Viral infection 
c) Bloodborne pathogen investigation
d) All of the above

PROTECTING YOUR PATIENTS 
THROUGH SAFE INJECTION PRACTICES

CME EXAMINATION
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The New Jersey Legislature has been in a precarious situation
as Governor Chris Christie travels across the country trying
to win the Republican presidential nomination. The Governor’s
presidential bid often requires him to be out of New Jersey
campaigning in other states, which has left him less time
to extend his political clout in the State Legislature.
Governor Christie’s leadership could help resolve many
serious issues presently being addressed by state legislators,
such as fixing the financing mechanisms of the soon-to-be-
broke Transportation Trust Fund (TTF), dealing with the
state’s high property taxes, figuring out the state’s financial
obligations to the public employees’ pension system, finding
relief for economically distressed Atlantic City, determining
if casinos should be allowed outside Atlantic City and
addressing many health-related issues. 
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Topics in Trenton

By Michael C. Schweder
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Governor Christie Sends
Health Commissioner Selec-
tion to Senate: On December

14, 2015, Governor Christie announced
his selection for New Jersey Health
Commissioner–Acting Commissioner
Cathleen Bennett. Bennett has a long
career of public service and served as
the Health Department’s Director of
Policy and Strategic Planning prior to
the departure of Commissioner Mary
O’Dowd. The approval of Bennett’s
nomination by the New Jersey State
Senate is required by the New Jersey
State Constitution. The hearing has
yet to be scheduled.

Horizon Blue Cross Blue
Shield of New Jersey’s
Move to Tiered Insurance
Coverage: Horizon Blue

Cross Blue Shield of New Jersey
(HBCBSNJ) believes New Jersey
patients will benefit from lower
healthcare costs with the implementa-
tion of new tiered insurance plans.1

HBCBSNJ has been heavily marketing
its tiered system for hospitals and
doctors known as the OMNIA plan.
Michael Aron of NJTV described the
OMNIA plan as one that provides
“discounts at 36 hospitals designated
tier one, and excludes 33 hospitals
designated tier two” in New Jersey.2

HBCBSNJ claims that tiered plans
will allow patients to pay lower out-of-

pocket expenses if they visit certain hospitals and doctors
that are classified as Tier 1 providers.1 Opponents of
tiered plans have argued that HBCBSNJ has not pro-
vided the criteria for why it designated hospitals Tier 1 or
Tier 2. Currently, 17 Tier 2 hospitals have levied a lawsuit
against Horizon in an attempt to block the OMNIA
healthcare plan.3 In early September, the NJ Department
of Banking and Insurance (DOBI) reviewed the OMNIA
plan and then approved its application only two weeks
later. The doctors and hospitals left outside Tier 1 have
expressed concerns about losing patients, ultimately
leading to the closure and sale of Tier 2 medical practices
to Tier 1 hospitals.3

Many committee hearings have been held in the
New Jersey State Legislature to debate the OMNIA plan,
and, in response, Senate Commerce Chair Nia Gill and Sen-
ate Health Chair Joseph Vitale have introduced a four-bill
package that creates requirements for tiered health insur-
ance. These four bills have been designed to make sure
that the OMNIA plan is implemented by HBCBSNJ in an
open and transparent manner, while halting activation of
the package until 2017 to allow for discussion and debate.4

Another important feature of the bills would “bar
insurers from including some services in a hospital as Tier 1,
while leaving the rest of the hospital in Tier 2.”3 Opponents
have argued this practice of allocating some hospital
services Tier 1 and others Tier 2 was implemented
because it allowed HBCBSNJ to meet the minimum spec-
ifications required by the state to allow a tiered system.3

LEGISLATIVE BILLS TARGETING HEALTHCARE

Senate Bill No. S-20/ Assembly Bill No. 4444:
The Out-of-Network Consumer Protection,
Transparency, Cost Containment and Accountability

Act “requires providers to notify patients whether they’re
in the patients’ networks before scheduling a service and
allows binding arbitration for cases in which providers
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and payers can’t agree on the price of out-of-network
services that were provided in an emergency or invol-
untary situation.”5 Senate Health Chair Joseph Vitale
stated, “Our residents deserve greater transparency
and full disclosure that will ultimately lead them to
making informed choices about their health care, not
surprise bills that will push them to bankruptcy…I remain
deeply committed…to ensure that NJ’s health care
consumers are protected from these unethical practices.”6

S-20 also allows for binding arbitration for medical
providers, insurance companies and consumers to obtain
an independent ruling to determine if the payments are
acceptable.6

Previously, S-20 passed out of the Assembly Insurance
and Financial Institutions Committee with a vote of 8-0
with three abstentions. However, recently the bill hit a
snag in the Senate Commerce Committee and was
pulled from consideration. Senator Vitale asked for the
bill to be held because of “additional questions by
members, and the gross misrepresentation of the facts
by greed-driven special interests.”6

Assembly Bill No. A-647: The Minimum Nurse
Staffing Ratio Bill “establishes minimum regis-
tered professional nurse staffing standards for

hospitals and ambulatory surgery facilities and certain
DHS facilities.”7 It has been reported that “mandates in
the bill range from one patient per nurse in surgery to
six patients per nurse in a nursery with healthy babies,”
overhauling regulations dating back to 1987.8

If this bill were to pass and become law, New Jersey
would become only the second state, after California,
to enact such strict nurse staffing ratios. On December
10, 2015, A-647 passed out of the Assembly Health and
Senior Services Committee by a party-line vote of 8-4.
However, many pundits believe Governor Christie will
veto this bill if it ever reaches his desk.9

Michael C. Schweder is the Director of Government
Affairs at CLB Partners, LLC, in Trenton, New Jersey.
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A middle-aged Hispanic man presents with a history of
yellowing sclera and daytime somnolence. Upon visual
inspection, there are notable spider angiomata and red-
dened palms, with “track marks” running up both arms. He
has a history of smoking and is here today with his daughter.

These observations were not made in a clinical setting.
The man is at the library with his daughter, attending one of
the service projects established by Cooper Medical School
of Rowan University. The program, called Tutor Time, address-
es a lack of after-school programs in Camden, New Jersey,

by providing homework help and snacks. Our nonpatient
often stays with his kindergarten-aged daughter while she
participates in the program. Unfortunately, he often raises
his voice to his daughter, disrupting not only her work but
also the rest of the program. Some children in the program
are intimidated by his presence, as he yells at his daughter
incomprehensively every few minutes. There is little we can
do to calm him.

My classmates and I have him sized up, having learned
about his particular medical presentation and having an

understanding of the socioeconomic situation of the local
population. He perfectly fits the profile of an IV drug user
with significant hepatitis C–likely having made a series of
life decisions that brought him to where he is today. He
becomes a frequent topic of conversation, whether it’s a
simple observation such as, “He fell asleep mid-conversation
with me,” to a more serious, “Do you think his daughter
is safe with him yelling at her like that?”

After a few weeks, some of us built a rapport with this
man. Casual conversation had become a way to distract

him, thus redirecting his negative attention away from his
daughter. We eventually realized that his raised tones
were his attempts to motivate his daughter to do her
schoolwork, despite his own difficulties with the material.
His frustration with his inability to teach was misinterpret-
ed by us as anger. The way we summed up his medical
status had nothing to do with why he was there and how
we could help him.

He wasn’t there to act as a disruption or a clinical
vignette–he was there attempting to be the best father

“My classmates  and I  have him sized up,  

having learned about  his  part icular  medical  presentat ion 

and having an understanding of  the socioeconomic 

s i tuat ion of  the local  populat ion.”

By Kalvin Foo
Emerging Medical Leaders Advisory Committee Member

Human-Centric  
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he could be, using the resources available to him. (He was
also nontraditional in his appreciation and often tried
to “pay” us in gum.)

Having pieced this together, we focused on his
daughter, making sure to demonstrate to him that we
could be trusted to help with her education. Our initial
difficulty managing his outbursts was because we had not
framed the problem properly. We were medical students,
seeking to apply a medical lens to a man who was in our
company for a completely different reason. Conversation
about him was not addressing his chief concern and his
main reason for being there–his daughter. No amount of
medical conversation in this situation would have solved
the problem of the yelling man in a room full of children.
Tranquility (or what passes for tranquility in an after-
school program) was restored as we made efforts to
demonstrate that he could trust us with assisting in her
education and as she got better at doing her homework
and brought back some fantastic grades. As for our non-
patient, he became comfortable with dropping off his
daughter and picking her up like most other parents of
children in the program. 

As medical students, we are taught to treat the
patient and not the disease. That being said, by definition
our training necessitates learning that is focused on
disease states, best practices, epidemiological and statistical
predispositions and the effects of both. For some of us,
we inadvertently develop models or stereotypes to best
learn the materials that generations of healthcare profes-
sionals have worked through in the past as well. Although
this does not necessarily affect our capacity to care and
focus on the individual, it does create a lens suited

toward problem identification and problem solving in a
medical context. Medical students take every opportunity
to talk about medicine and apply a medical lens to the
world around them, but sometimes we forget that some
issues are simply human and don’t necessitate conversation
about metabolic systems or anatomy. It is important that we
keep our minds open to anything that can be ailing those
around us, whether in a clinical or nonclinical context.

Had this gentleman been one of our patients, what we
eventually learned about him would probably not affect our
clinical judgement. He would have received appropriate
diagnostics and subsequent guideline-suggested thera-
pies. The fact of the matter is, the majority of the cases that
we will see in the coming years will best be approached
with scientific and epidemiological approaches. Nevertheless,
at our current level of training, I believe it to be imperative
that we look past the scope of the diseases and take time
to acknowledge the motivations, intentions and stories of
those around us to emphasize human-centric healing.
That’s what we set out to do in the first place when we
started on this path, and we need to make an active effort
to reconcile this love of the human condition with the evi-
dence, models and statistics that are the foundation of
modern medical practice. Only then do we have a complete
picture. Bearing this in mind, I, personally, hope never
to practice in a world of medicine where the human
story isn't considered or appreciated.

Kalvin Foo is a medical student at Cooper Medical
School of Rowan University, Class of 2017, and a 2015
Edward J. Ill Excellence in Medicine Scholarship Recipient. 
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Located in the southern portion of the state, Salem
County is the least populous of the 21 counties in New
Jersey. Nonetheless, a number of nuggets and jewels
of historical interest are located there. These include a
more than 500-year-old oak that is a Salem County
landmark. The oak tree was already providing shade
for the 1675 signing of a treaty with the Lenni Lenape
Indians by John Fenwick as part of the establishment
of what was then known as West Jersey. A portion of
the court facilities in Salem County includes the oldest
active courthouse in New Jersey. Built in 1735, it is the
second oldest courthouse still in active use in the United
States. Although there are many books and records
about largely forgotten places and people of southern
New Jersey in its earliest days, one important resident
of this area is often overlooked–John S. Rock, who was
born in October 1825, in Elsinboro Township, border-
ing the county seat of the City of Salem.

Despite the humble circumstances of his birth into
a poor Black family, Rock was an incredible Renaissance
man. Known variably as John Stewart Rock, John
Sweat Rock and John Swett Rock, during the course of
his relatively short life, he compiled the following list
of accomplishments:

� School teacher and administrator
� Surgeon dentist
� Physician
� Lawyer
� Human rights and abolitionist activist
� Constant student
Rock was the first African American lawyer to win the

right to practice before the U.S. Supreme Court. His
admission to the bar of the Supreme Court of the United
States may be the high watermark of his career, but there
was much more to his rich and challenging life. His efforts
as a spokesman for his race are among the primary
reasons he is remembered in history.1

* Some of the information discussed in this article was included in a presentation to the Medical History 
Society of New Jersey in May 2015.

Dr. John S. Rock*
By John Zen Jackson, Esq.

T h e  M a n y  F a c e t s  o f  

EARLY LIFE AND QUEST FOR KNOWLEDGE–A
TEACHER: 1844–1848 (AGES 19–23)

Rock was a free-born African American. His mother,
Maria Willet, was born into a former slave family. She
outlived her son, dying in November 1877. His father, also
named John Rock, on the other hand, had been born free.
He worked as a general laborer and lived until at least
1860.2 As remarkable as the son’s accomplishments would
turn out to be, his parents’ dedication to their children,
especially young John, is particularly impressive. For
reasons that are not clearly stated, although of modest
means, they responded to their son’s thirst for knowledge
in reading and mathematics by choosing to keep him in
school rather than send him to work at an early age to help
support the family. As a result, Rock remained in school
until about the age of 18.3

He then became a teacher in the Quaker school in
Salem where he had finished his education. He taught there
from 1844 to 1848, becoming the head of the school in
1845.2However, similar to many young men of the time, Rock
did not view being an educator as the proper culmination
of his life and career efforts.1

DENTISTRY AND MOVE TO PHILADELPHIA: 1848–1850
While he was still teaching in Salem, Rock’s intellectual

appetite took him to the study of medicine with two local
physicians, Dr. Quinton Gibbon and Dr. Jacob Sterne
Thompson Sharp–both very prominent practitioners of the
day. Gibbon had become a medical student at the Univer-
sity of Pennsylvania in 1831 and graduated in 1833 but took
an additional year of lectures and instruction. He com-
menced the practice of medicine in 1834 in Cumberland
County where he had been born and then moved to Salem
in December 1836. Gibbon felt a commitment to medical
education and was regularly involved in activities of medical
societies, including those of the Medical Society of New
Jersey and the American Medical Association when formed

�
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in 1847.4 Sharp was born in Sussex County but was
educated at Princeton College. He studied medicine in
Philadelphia, graduating in 1825 from the University of

Pennsylvania. He eventually settled into practice in Salem.5

Rock is said to have spent some six hours a day teaching,
followed by two hours of tutoring and then eight hours of
studying the physicians’ medical books. Unfortunately, despite
these efforts, Rock encountered the barriers of racial prejudice
and found it impossible to get into a medical college.6He was
unable to pursue a medical career in New Jersey. 

Rock abandoned the idea of becoming a physician–tem-
porarily, it would turn out–and redirected his energy to the field
of dentistry, which did not require formal academic instruction.
He began an apprenticeship with Dr. Samuel C. Harbert,
who practiced in Salem. By mid-1849, Rock had completed
his studies of dental surgery and opened a practice in 1850
in Philadelphia, which had one of the largest free Black popu-
lations in the antebellum North and thus seemed to present
opportunity for the young African American dental surgeon.4

His skills in the dental arts were such that in April 1851 he won
an award for the specimens of artificial teeth he produced.7

FINALLY MEDICAL SCHOOL: 1851–1852 
It was in Philadelphia that Rock was able to advance his

medical studies and become a physician. While maintaining
his dental practice, he attended lectures at what was
originally called the American College of Medicine and
later known as the Eclectic Medical College of Philadelphia.
He received a degree in 1852 or 1853.2

Rock was one of the first African Americans to receive
a degree from an American medical school. (James
McCune Smith is identified as the first African American to
receive a medical degree, from the University of Glasgow in
1837.8 The earliest recipient of a degree from a recognized
American school is Dr. David Jones Peck, who graduated in
1847 from the Rush Medical School in Chicago.9) Finding
that the economic circumstances of the Black community
were such that he could barely support his wife and himself,
Rock remained in Philadelphia only until 1853.1 Rock’s medical
proficiency and surgical skills were nonetheless well regarded.
He left Philadelphia with strong letters of recommendation,
such as one from Professor Elisha Townsend, which stated
in part: “Dr. Rock is a graduate of a medical school of this
city and is favorably known and much respected by the
profession. Having seen him operate, it gives me great
pleasure to bear my testimony to his superior abilities.”10

ANTI-SLAVERY ACTIVISM AND RELOCATION TO 
BOSTON: 1850–1853

While still living and working in Salem and
Philadelphia, Rock had begun to participate in political
activities seeking suffrage and rights for Black Americans.
Having taken a first step in 1804 to abolish slavery, New
Jersey did not grant immediate emancipation but instead
put in place a “gradual abolition” of slavery. New Jersey
was the only northern state to actively enforce the Fugitive
Slave Act of 1850, which made it easier for a master to
recapture a runaway slave. Slavery was not outlawed
completely in New Jersey until after the ratification of the
13th Amendment. As provided in the constitutional
requirement of ratification by three-fourths of the states,
the 13th Amendment became part of the Constitution on
December 12, 1865, when 27 out of 36 states ratified it.
New Jersey was the last northern state to ratify the
amendment abolishing slavery, doing so on January 23, 1866,
after having rejected it on March 16, 1865.11

During his time in Philadelphia, Rock interacted with
such abolitionist leaders as William Still, the Father of the
Underground Railroad. However, Rock’s involvement with
the movement for equal rights had begun before then. In
April 1849, Rock was appointed Secretary and Lecturer at
the Colored Convention held at the Bethel Church in Salem
in preparation for discussion of what might be “the best
mode of proceeding to secure to the colored citizens the
rights of suffrage.”12 Then in 1850, Rock gave a speech in
which he called upon the White citizens of New Jersey to
treat the disenfranchised Black citizens fairly by extending
to them the right to vote. His speech entitled “Address to
the Citizens of New Jersey” was published in The North Star
on February 8, 1850. This was a four-page weekly newspaper
edited and published by the abolitionist Frederick Douglass.

In 1853, Rock relocated with his wife Catharine to
Boston. Rock opened a dental and medical practice there,
hoping for better prospects for his practice. Boston was a
magnet for Rock. Not only was the city known for its open
and liberal welcome to people of color, but also the aboli-
tionist movement was strong in Boston. Rock resided within
the African American community in Boston’s Beacon Hill.
He frequently treated fugitive slaves who came to Boston
using the Underground Railroad on their way to Canada
and elsewhere. In addition to his medical practice, Rock con-
tinued to write, lecture and speak publicly in support of the
recognition of equal rights for the members of his race.

�
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of American liberty.7 (In 1949, the New Jersey Legisla-
ture designated March 5 as Crispus Attucks Day and
as a day for general observance of respect for this
American patriot. It is still included on the New Jersey
Department of State calendar of commemorative dates.)
During his Crispus Attucks speech in 1858, Rock made
several important pronouncements.2 His comment about
“the beautiful, rich color” of the Negro features would later
resonate in the “black is beautiful” mantra that emerged
most prominently in the 1960s. In that same speech, he also
denounced Chief Justice Roger Taney who had written the
Supreme Court decision in the Dred Scott case, which had
been issued in March 1857.16

With two justices dissenting, the Supreme Court ruled
that African Americans were not citizens of the United States
and thus could not bring a case in a federal court. At some
length, Taney wrote of blacks as “beings of an inferior order,
and altogether unfit to associate with the white race, either in
social or political relations, and so far inferior that they had
no rights which the white man was bound to respect.”17

The opinion struck down the federal legislation known as
the Missouri Compromise as an unconstitutional exercise
of power. The Missouri Compromise had attempted to
regulate slavery in Western territories that had been part of
the Louisiana Purchase. There is consensus among historians
that whether or not it can be labeled as the cause, the Dred
Scott decision was a major precipitating factor in bringing
about the Civil War a few years later.18

ANOTHER CHANGE IN CAREER PATH–THE LAW: 
1858–1862

Rock remained active in the abolitionist movement but
began to have health problems. The nature of his illness is
not well defined but seems likely to have been tuberculosis
from which he would eventually die.19 He wanted to travel
to France for surgical treatment of a throat condition in
1858; surgeons there had recently been using indirect
laryngoscopy.20

Unfortunately, that plan was initially blocked when Rock
experienced a consequence of the Taney ruling–as a Black
man he was not an American citizen. U.S. Secretary of State
Lewis Cass denied Rock a passport. Citing the 1857 Dred
Scott decision, Cass claimed federal passports were evidence
of citizenship, and because African Americans were not
citizens, Rock could not be issued a passport. Ultimately,
the Massachusetts legislature issued a state passport so he

At times, he was in the company of the better-known
and remembered Frederick Douglass. Rock became part
of the circle of activists involved with William Lloyd
Garrison, and a number of Rock’s speeches were

published in Garrison’s The Liberator.13

During this period, Rock published an eloquent
article on “the importance of a liberal education” for
practicing dentists. The article appeared in a June 1854
issue of the Boston Medical and Surgical Journal, a
predecessor publication of the New England Journal of
Medicine. For a dentist to be more than a tradesman with
a moderate amount of mechanical talent, Rock asserted
the need for a facility with languages such as French and
German. Among other things, he wrote:

This habit of conceiving clearly and diagnosing
correctly, is not to be learned from any set of rules,
though these will assist and place us on the right track;
but it is observation and practice which must form and
establish this habit. We can then, as it were, with ease
grapple with any disease which may present itself, our
minds will soon become offended with obscurity and
confusion, and restrained from rash judgment. If we
adopt this course, we shall treat cases with credit to
ourselves, and satisfaction to our patients.14

Rock soon followed his own prescription and acquired
competence in French and German. In 1860, a German-
language newspaper in Boston, Der Pioneer, commented
on a lecture by Rock entitled “Character and Writings of
Madame de Staël.” A French Swiss woman of letters,
Anne Louise Germaine de Staël-Holstein lived between
1766 and 1817 and was an active opponent of
Napoleon. The focus of Rock’s remarks concerning this
defender of democracy in France was to indicate that
women were the intellectual equals of men. The lecture
demonstrated Rock’s command of French and German
language and literature. The Der Pioneer article continued:
“This thinking, educated German and French speaking
negro proved himself as learned in German as he is in
French literature.”15

REMARKS ON DRED SCOTT DECISION
Among Rock’s recurring activities were speeches on

Crispus Attucks Day given at Faneuil Hall in Boston.
Attucks, a Black slave shot on March 5, 1770, during the
Boston Massacre, was the first person to die in the cause
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appointed Salmon P. Chase the new Chief Justice on
December 6, 1864. Chase had a long record as a liberal
and antislavery advocate from Ohio. He had also
been the Secretary of the Treasury in Lincoln’s adminis-
tration–part of the Team of Rivals–until June 1864.

With this change, Rock decided to renew his request
of Sumner. “Within hours of Chase’s accession to the
Court,” Rock wrote “a hopeful letter” to Sumner.23 Rock also
described his plan in a letter dated December 13, 1864, to
John Jollife, an abolitionist lawyer from Ohio who had
moved to Washington, DC, in 1862 (see Figure 1). In both
letters, Rock wrote that there was “now a great and good
man for our Chief Justice, and with him I have no doubt
my color will not be a bar to my admission.”24

�

could travel.7 Rock had surgery in Paris in late 1858.
Continuing his pursuit of intellectual growth, while in
France for some eight months, Rock studied French
and German.
When Rock returned to the United States, his French

physician advised that his condition would not permit
the continued practice of medicine.2 Although Rock cut
back on his medical practice, his commitment to equal
rights and freedom for his race led him to continue his
involvement with the abolitionist movement and to begin
the study of law. He was admitted to the Massachusetts bar
in 1861 and set up a law practice. He was the fourth African
American to become a lawyer in Massachusetts.2 Before
long, he received a commission appointing him a Justice of
the Peace for Suffolk County and Boston.1

As part of his continuing involvement with the antislavery
movement, in a speech to the Massachusetts Anti-Slavery
Society on January 23, 1862, he denounced a proposal by
Abraham Lincoln to colonize Haiti and Liberia with freed
American slaves.2 However, after telegraphic confirmation of
the signing by President Lincoln of the Emancipation
Proclamation on January 1, 1863, Rock joined Fredrick
Douglass in singing the Jubilee song “Blow Ye the Trumpet,
Blow” at the Tremont Temple in Boston. Rock’s commitment
on behalf of the war effort included recruiting young Blacks
to fight with the Union Army after the enlistment of Black
men was approved by Congress in 1863.21 This included the
famous 54th Massachusetts Regiment led by Robert Gould
Shaw, immortalized in the movie Glory.

SUPREME COURT ADMISSION AND DEATH: 1863–1866
Charles Sumner, the U.S. Senator for Massachusetts,

was among the prominent people with whom Rock associ-
ated at this time. Because of Sumner’s antislavery views and
speeches, in 1856 he was attacked at his desk on the Senate
floor by Preston Brooks, a Congressman from South Carolina.
Starting in 1863, Rock asked for Sumner’s support in
seeking admission to the bar of the Supreme Court of the
United States. At that time, the protocol for admission to
the nation’s highest court rested with the Chief Justice. The
Senator counseled against the action at that time and
informed Rock that as long as Roger Taney remained Chief
Justice, Rock had no chance of being admitted.2 Taney was
then in his mid-80s. Rock wrote to a friend that “I suppose
the old man lives on out of spite.”22

On October 12, 1864, Taney died. President Lincoln

From “John S. Rock (1825–1866) to Mr. Jollife, 
December 13, 1864.” William A. Gladstone 
Afro-American Military Collection, Manuscript 
Division, Library of Congress. [Digital ID# cw0181]

�FIGURE 1. LETTER FROM ROCK TO JOLLIFE
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Rock’s letter to Sumner enclosed a list of references
that included the sitting Governor of Massachusetts and
other prominent officials. Senator Sumner transmitted
the list with his own letter to Chief Justice Chase and

commented: “I know not how far the Dred Scott decision
may stand in the way. Of course, the admission of a
colored lawyer to the bar of the Supreme Court would
make it difficult for any restriction on account of color to
be maintained any where.” He further hypothesized:
“Streetcars would be opened afterwards.”24 History
would show that he was wrong by nearly a century in this
latter supposition.

Chief Justice Chase responded with a note written in
pencil that he would confer with the other members of
the court on the upcoming Saturday. The collected
papers of Senator Sumner include additional correspon-
dence between them. 

Not having quickly heard from Chase, Sumner sent
the following on January 16, 1865: “In re John S. Rock,
Counsellor at Law, Massachusetts. What say you?” The
Chief Justice responded with another note written in
pencil: “Nothing at present–but not forgotten.” Then in
another penciled note, on Thursday, January 28, 1865,
Chase invited Sumner to make a motion for Rock’s
admission at any time that was convenient.25

�

From “Admission of John Stewart Rock to the United
States Supreme Court on February 1, 1865,” Library of
Congress Collection.

�FIGURE 2. ADMISSION OF JOHN S. ROCK
TO THE U.S. SUPREME COURT

On February 1, 1865, Rock went to the U.S.
Supreme Court with Senator Sumner. Four of the justices
who had joined in Taney’s decision in Dred Scott were
still sitting on the Court, and several were present in the
courtroom. Following Sumner’s simply stated motion for
Rock’s admission to the bar, the Chief Justice nodded. A
clerk then administered the oath26 (see Figure 2).

The timing of the admission was exquisite. Just the day
before, on January 31, 1865, the House of Representatives
had joined the earlier vote of the Senate in April 1864 to
pass the 13th Amendment, abolishing slavery in the United
States. President Lincoln signed the 13th Amendment,
the only constitutional amendment to have a presidential
signature. It was ultimately ratified by the necessary votes
of the states in December 1865.

The momentous nature of Rock’s admission to the bar of
the Supreme Court of the United States was captured in a news
account in the New York Daily Tribune on February 7, 1865:

This inky hued African stood, in the monarchical power
of recognized American Manhood and American
Citizenship, within the Bar of the Court which had
solemnly pronounced that black men had no rights
which white men were bound to respect; stood there a
recognized member of it, professionally the brother of
the distinguished counselors on its long rolls, in rights
their equal, in the standing which rank gives their peer.
By Jupiter, the sight was grand.27

Recounting the succinctly stated motion by Sumner
for Rock’s admission, the Tribune’s special correspon-
dent continued:

The grave to bury the Dred Scott decision was in that
one sentence dug; and it yawned there, wide open,
under the very eyes of some of the Judges who had
participated in the judicial crime against Democracy
and humanity. The assenting nod of the great head of
the Chief Justice tumbled in the corpse and filled up
the pit, and the black counselor of the Supreme Court
got on to it and stamped it down, and smoothed the
earth to his walk to the rolls of the Court.27

An equally laudatory account of Rock’s admission to the
Supreme Court bar appeared in the Harper’s Weekly issue
of February 25, 1865, referring to him being “known in
Boston as a first-class lawyer” and his admission being “an
act [that was] almost sublime”28 (see Figure 3).
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While the 13th Amendment abolished and ended
slavery in the United States, the 14th Amendment,
adopted on July 9, 1868, actually overturned the
Dred Scott ruling regarding the noncitizenship status

of African Americans. Unfortunately, Rock would not 

experience that ruling; he died before the 14th Amendment
was adopted. Furthermore, although admitted to the
Supreme Court bar, Rock never actually argued a case
there. 

Rock’s return from the Washington swearing-in had a mark
of bitter irony. He was arrested as he boarded a train to return
to Boston because he did not have the travel pass required of
Blacks in the nation’s capital at that time.7 The triumph of the
swearing-in had another tragic twist. While in Washington,
Rock developed a respiratory infection and never fully
recovered. He died of tuberculosis on December 3, 1866.

Rock is buried in the Woodlawn Cemetery in Everett,
Massachusetts. His gravestone has this inscription: “The
first colored lawyer admitted to the Bar of the U.S. Supreme

Court at Washington; On Motion made by Hon.
Charles Sumner. Feb. 1, 1865.”29 Over the years, the
stone marker became fractured and disfigured. In
2005, the Salem County Historical Society raised funds
for a replacement monument. The new marker added
the location of Rock’s birth in Salem, New Jersey, along
with his death in Boston (see Figure 4).

Some commentators felt that Rock had been “a
much neglected historical figure.”30 However, without
question, his accomplishments and contributions persist.
For more than a decade, the Salem County Historical
Society has conducted a memorial lecture in his name in
mid-October. The society also sponsors a scholarship
named for Rock through the Salem Community College.
He is included in the official webpage for Black History in
New Jersey. Rock’s belief in the dignity and rights of all
Americans and his passion for knowledge, as well as justice,
continue to be an inspirational model and standard.

John Zen Jackson, Esq., is a partner in the law firm
of McElroy, Deutsch, Mulvaney & Carpenter, LLP, and is
certified by the Supreme Court of New Jersey as a civil
trial attorney. 
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From “John H. Rock, Colored Counselor,” 
photographed by Richards, Philadelphia. 1865.
Library of Congress. [Digital ID# cph 3c 10530] 

�FIGURE 3. IMAGE OF JOHN ROCK

Grave of John S. Rock at Woodlawn Cemetery and 
Crematory in Everett, Massachusetts. Copyright 2005.
Used with permission of original photographer and proud
Find a Grave member, eobfindagrave (#46779688).
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