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FROM THE DESK OF PATRICIA A. COSTANTE

Welcome to the Winter issue of MDAdvisor, our first issue of 2018. There will clearly be 

many important healthcare topics to cover in the coming year, as physicians and 

healthcare leaders, along with all Americans, focus on the ever-changing political 

landscape and its impact on the healthcare environment. Certainly, cybersecurity, 

opioid abuse, population health, healthcare reform and the elimination of the 

individual mandate, the impact of tax reform and the transition to value-based 

reimbursement will be issues that will continue to be monitored.

Additionally, we will continue to follow the political landscape with our ongoing 

legislative updates. New Jersey will certainly look a lot different than it did in 2017,  

as Democratic Governor Phil Murphy brings his progressive policy outlook to the 

state. We look forward to continuing our relationship with the NJ Department of 

Health and its new Commissioner, as we wish Cathleen Bennett all the best in 

her new leadership role at the New Jersey Hospital Association. We are 

also expanding our reach to include important legislative news in our 

surrounding mid-Atlantic states, in appreciation of the fact that 

many of our readers extend beyond New Jersey’s borders.

And on a celebratory note, I hope you will join me in 

congratulating this year’s EJI Excellence in Medicine 

Award honorees and supporting the Excellence in 

Medicine Scholarship Fund. Being able to 

recognize all the progress that has been 

made in healthcare since the awards 

were first bestowed in 1939 is an honor 

and a privilege, and my hope is that by 

highlighting these advances, we will 

be able to inspire the healthcare 

providers and leaders of tomorrow. 

For more information on how to 

participate in this year’s event, visit 

www.EJIawards.org.

Sincerely,

Chairman & CEO 

MDAdvantage Insurance Company 
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WE WANT TO HEAR FROM YOU!
We’d like to hear about your favorite or most memorable 
MDAdvisor issue or article. Or, what topic have we not covered that 
we should include in a future issue? Send your comments, which 
we may edit before publication, to Editor@MDAdvisorNJ.com.  
Please remember to include your name and location.

A PUBLICATION OF MDADVANTAGE INSURANCE COMPANY
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There has been genuine enthusiasm within the oncology 
community about the future development of more 
targeted approaches to cancer management. Although 

perhaps overly simplified, the basic concept is to increasingly 
be able to deliver the right drug to the right patient at the 
right time in the course of a given patient’s malignancy.

This process, frequently labeled precision cancer medicine, 
has gained remarkable traction over the past decade due 
to revolutionary changes in our understanding of the 
fundamental biology of malignant disease, including 
molecular events associated with the initiation, growth 
and spread of cancers, as well as the multiple mechanisms 
of resistance to therapy. Further, there is a recognized 
pragmatic urgency to this effort, considering the costs and 
potential serious side effects associated with innovative, anti-
neoplastic drug therapy. The administration of an expensive, 
toxic and ineffective drug is of no value to the patient with 
cancer or to society.

THE AIM OF PRECISION CANCER MEDICINE
It would be inaccurate to characterize precision cancer 
medicine as being a new therapeutic concept. In fact, decades 
ago, general surgeons learned the clinical value of removing 
the ovaries of premenopausal women with metastatic breast 
cancer, and urologists performed bilateral orchiectomies in 
the management of metastatic prostate cancer. While the 
underlying biology supporting the performance of these 
procedures was poorly appreciated at the time, it is now well 
understood that the favorable, short-term outcomes often 
observed resulted from the influence of surgical ablation of 
a hormonally mediated growth factor targeting the patient’s 
tumor cells. 

Today, cancer is understood to be a large constellation of 
diseases associated with dysregulation of extremely complex 
molecular pathways. Further, while it is the cancer cell that 
invades, grows and spreads, it accomplishes these tasks 
within an individual patient whose normal molecular and 
physiological processes substantially influence observed 
outcomes. The aim of precision cancer medicine is to more 
fully understand the potential molecular drivers of malignant 
disease in general and translate that knowledge into specific 
knowledge of what is occurring to permit the cancer to 
progress within an individual patient.

An increasing number of exciting, even remarkable, 
examples can be highlighted where the process of precision 
cancer medicine has substantially impacted clinical 
outcomes, including extending survival. These results have 
been observed in solid tumors, as well as hematologic 
malignancies, and include both common diseases (cancers 
of the breast, lung and colon) as well as rarer conditions 
(metastatic basal cell carcinoma).

Precision 
Cancer
Medicine

By Maurie Markman, MD
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BREAST CANCER AND THE PARADIGM OF PRECISION 
CANCER MEDICINE 
Precision cancer medicine has been employed in the 
management of breast cancer for many decades, with the 
use of anti-estrogen agents replacing surgical interventions 
in the management of malignancies found to contain hormonal 
(estrogen [ER] and progesterone [PR]) receptors). The next 
precision medicine strategy to impact the management of breast 
cancer was the discovery of the relevance of the overexpression 
of another cellular receptor (Her-2) and the subsequent 
development of a highly effective class of anti-neoplastic drugs 
that target and inhibit the biological activity of this growth 
factor. Thus, for more than a decade, systemic therapeutic 
strategies for the management of breast cancer have been 
considered to be divided into three broad categories based on 
the utility of these targeted approaches: hormone-sensitive 
(ER+ and PR+), Her-2 overexpressing and “triple negative”  
(no expression of ER, PR or Her-2) disease.

Data recently reported in the peer-reviewed medical 
literature have demonstrated the major clinical relevance 
of yet another novel molecular target in breast cancer and 
have added an important new strategy to the armamentarium 
of oncologists caring for women with this malignancy. In a 
phase 3 randomized trial, women with metastatic breast cancer 
who had received no more than two previous chemotherapy 
regimens for metastatic disease and were revealed to have a 
germline BRCA mutation were randomized to receive either the 
PARP inhibitor olaparib or one of several recognized, standard 
of care cytotoxic agents commonly employed in this setting.1 

Patients treated with olaparib in this trial experienced a 
statistically significant improvement in the time to subsequent 
disease progression-free survival (PFS) compared to individuals 
receiving cytotoxic therapy (median 7.0 months versus 4.2 
months; hazard ratio 0.58; p < .001).1 As a result of these 
impressive data, knowledge of a breast cancer patient’s 
germline BRCA status (documented mutation or wild type) 
should now be added to information related to the tumor’s 
ER, PR and Her-2 status in helping to define optimal therapy.

LUNG CANCER AND THE PARADIGM OF PRECISION 
CANCER MEDICINE
In advanced lung cancer, there are now several well-defined 
molecular sub-groups, knowledge of which can help determine 
optimal systemic therapy. For example, randomized trial 
data support the superiority of utilizing a specific class of 
targeted therapeutics in the presence of a well-defined 
group of mutations in the epidermal growth factor receptor 
(EGFR) within the cancer, versus the delivery of cytotoxic 
chemotherapy, as well as the negative impact of utilizing such 
drugs in the absence of the biomarker in an individual cancer.2

Further, rapidly progressing research is helping to define 
unique molecular mechanisms of resistance to targeted 

therapies in lung cancer with the idea that subsequent 
treatments be based on the specific abnormalities observed at 
the time of progression. Multiple drugs are currently in the clinic 
being examined as strategies to favorably impact novel targets.

At this point, it is relevant to acknowledge a particularly 
exciting development in the precision cancer medicine area: 
the increasing ability to observe unique clinically relevant 
molecular events in the blood of patients (so-called liquid 
tumor biopsy).3 It is not difficult to appreciate the relevance 
of this strategy in following the clinical course of individual 
patients and in the selection of the most rational approach to 
subsequent disease management if a cancer should progress. 
Use of this strategy has been impactful in lung cancer, especially 
in cases where obtaining sufficient solid tissue for molecular 
analysis, particularly at the time of disease progression, can 
be quite problematic. 

It is important to note that this particular line of clinical 
research, as provocative as it is for the future of precision 
cancer medicine, remains in its infancy. For the present, the gold 
standard for defining the presence of clinically relevant targets 
within solid tumor oncology remains the cancer tissue itself.

TARGETED THERAPY OF CML AND GIST
Any discussion of precision cancer medicine would not be 
complete without mention of the simply remarkable impact 
of this approach on the natural history of the hematologic 
malignancy chronic myelogenous leukemia (CML). Following 
the identification of the defining molecular abnormality 
in CML (balanced chromosomal translocation leading to 
a constitutively active tyrosine kinase [BCR-ABL1]), there 
was quite logical interest in developing a therapeutic 
management strategy based on this characteristic finding.

What was not fully appreciated at the time this drug 
discovery effort was initiated was the unique nature of this 
abnormal cell signaling event that appears to be essential for 
the abnormal cells to sustain the malignant process (with the 
term oncogene addiction being applied). As a result, successful 
inhibition of this target has been shown to be highly effective in 
controlling the disease for extended periods of time (measured 
in years).4 In fact, recently available data reveal that the life 
expectancy for patients diagnosed with CML and treated with 
a targeted therapeutic for the condition currently approaches 
normal population-based life expectancy (based on the age 
at diagnosis).5 

Unfortunately, this requirement for the use of a single growth 
pathway is very much the exception rather than the norm in 
malignant disease, and ultimately, in most clinical settings, 
alternative pathways (resistance mechanisms) are eventually 
able to be utilized by the cancer resulting in disease progression. 

A final word must be added regarding the paradigm-changing 
aspect of targeted therapy of CML: a hematologic malignancy. 
In the investigation of the uncommon solid tumor malignant 
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subsequently validate biomarkers that can be employed 
to select patients likely to benefit from such therapy and 
conversely avoid this approach in the presence of sufficient 
evidence for the inactivity of this costly and potentially highly 
toxic strategy.

The substantial relevance of the role to be played by 
precision medicine in the rapidly evolving arena of cancer 
immunotherapy was highlighted by the recent approval by 
the U.S. Food and Drug Administration (FDA) for the use of 
an anti-neoplastic agent (checkpoint inhibitor) based solely 
on the documented presence of a biomarker (microsatellite 
instability-high [MSI-high]) completely independent of the site 
of origin of the malignancy.10

It can reasonably be anticipated that many more such 
regulatory approvals will be forthcoming focusing on the utility 
of a precision medicine strategy to optimize the chances for a 
favorable clinical outcome associated with the selection of a 
specific approach to cancer management.  

Maurie Markman, MD, is associated with the Cancer Treatment 
Centers of America, Philadelphia, PA, and Drexel University 
College of Medicine, Philadelphia, PA.
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condition gastrointestinal stromal tumor (GIST), researchers 
learned that the driver mutation in most cases is essentially 
the same molecular abnormality seen in CML. Use of the same 
targeted agent as employed in CML proved to be highly effective 
in controlling GIST, despite the fact that the cancer clearly has 
rather striking differences in histology and site of origin.6 

This observation was the first of many that followed, which 
clearly demonstrated that a given therapeutic clinically active 
against a target in one tumor type (e.g., HER-2 overexpression 
in breast cancer) may be beneficial when employed against a 
completely different cancer, assuming the relevant molecular 
target is revealed to be present (e.g., HER-2 overexpression in 
gastric cancer).7 

CANCER IMMUNOTHERAPY AND THE PARADIGM OF 
PRECISION CANCER MEDICINE
After decades of mostly unfilled promises, immunotherapy 
of cancer has finally begun to impact clinical outcomes—in 
a most impressive manner. Over the past several years, a 
group of immunotherapeutic anti-neoplastic agents, known 
as checkpoint inhibitors, has become a component of the 
standard of care in a number of solid tumors and hematologic 
malignancies. Additionally, new indications continue to be 
rapidly added, based upon often remarkable results observed 
in clinical trials.2,8,9

Despite the unequivocal benefits associated with the 
administration of checkpoint inhibitors, only a modest 
proportion of treated patients who present with advanced or 
metastatic cancers currently achieve a genuinely prolonged 
response. Therefore, it becomes critical to discover and 
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LEGISLATIVE UPDATE
By Michael C. Schweder

The political landscape in New Jersey is beginning to 
look a lot different than it did in 2017. Republican 
Governor Chris Christie left office after eight years 

of leading the state with a conservative agenda. Democratic 
Governor Phil Murphy replaced him, bringing a very different 
and progressive policy outlook. Governor Murphy plans to 
immediately depart from the policies of the Christie admin-
istration by raising the minimum wage to $15 and legalizing 
recreational marijuana (which is predicted to bring in an esti-
mated yearly revenue of $300 million in sales tax revenue). 

Additionally, New Jersey has a new Speaker to the New 
Jersey General Assembly, Assemblyman Craig Coughlin 
(D-Middlesex), who was designated by the Assembly member-
ship of the Democratic caucus to lead the Assembly during the 
2018–2019 legislative session. He presides over an Assembly 
led by Democrats 54–26, the largest Democratic majority since 
1978.1 Former Speaker Vincent Prieto (D-Hudson) is expected 
to be named as the head of the state’s Sports and Exposition 
Authority.2 Other New Jersey Assembly leadership positions 
remain the same with Assemblyman Jerry Green (D-Union) 
once again taking the oath as Assembly Speaker Pro Tempore 
and Assemblyman Louis Greenwald (D-Camden/Burlington) 
serving another term as the Assembly Majority Leader.3

The 80-member General Assembly also features new leg-
islators, including John Armato (D-Atlantic), Carol Murphy 
(D-Burlington), Ryan Peters (R-Atlantic/Burlington/Camden), 
Roy Freiman (D-Hunterdon/Mercer/Middlesex/Somerset), 
Yvonne Lopez (D-Middlesex), Harold Wirths (R-Morris/Sussex/
Warren), Shanique Speight (D-Essex) and Christopher DePhillips 
(R-Bergen/Essex/Morris/Passaic).

In the New Jersey Senate, the Democrats picked up an 
additional seat to increase their majority to 25 – 15 over the 
Republicans.4 The New Jersey State Senate will be led by 
Senate President Stephen Sweeney (D-Gloucester), Senate 
Majority Leader Loretta Weinberg (D-Bergen) and Senator 
M. Teresa Ruiz (D-Essex, who was voted by her fellow caucus 
members to serve as the Senate President Pro Tempore). The 
40-member State Senate has four new Senators, including 
Chris Brown (R-Atlantic), Troy Singleton (D-Burlington), Vin 
Gopal (D-Monmouth) and Declan O’Scanlon (R-Monmouth).5 

Changes in the administrative landscape in New Jersey 
include Governor Murphy’s nomination of Assemblywoman 
Marlene Caride (D-Bergen/Passaic) as the next Commissioner of 
the Department of Banking and Insurance6 and Shereef Elnahal, 
MD, as New Jersey’s next Health Commissioner.7



HEALTHCARE 
LEGISLATIVE BILLS
NEW JERSEY
Assembly Bill No. 3917/Senate Bill No. 103: 
Sponsored by Senator Joseph Vitale 
(D-Middlesex), Senator Colin Bell (D-Atlantic) 
and Assemblyman Herb Conaway 
(D-Gloucester), this bill “enters New Jersey 
in [a] multistate Nurse Licensure Compact.”8 
A-3917/S-103 would allow nursing profes-
sionals registered in New Jersey to practice 
in more than two dozen other states around 
the nation, and vice versa.9 Delaware and Maryland are current 
members in the compact, but Pennsylvania and New York are 
not.10 Assemblyman Conaway stressed that the “current system 
of duplicative licensure for nurses practicing in multiple states 
is cumbersome and redundant for both nurses and states; uni-
formity of nurse licensure requirements throughout the states 
promotes public safety and public health benefits.”9 This bill 
has passed unanimously through the Assembly and will now 
proceed to the Senate Budget and Appropriations Committee. 

Assembly Bill No. 2665/Senate Bill No. 837: Sponsored 
by Senator Nellie Pou (D-Bergen/Passaic) and Senator James 
Beach (D-Camden/Burlington), this bill “extends health benefits 
coverage of a newborn infant.”11 A-2665/S-837 would extend the 
time period in which newborns are covered under their parents’ 
health benefits to 60 days after birth. Senator Beach explains 
that “this legislation will ensure that the parents of a newborn 
have ample time to get their child enrolled and covered. This 
will both benefit the newborn child and prevent parents from 

being stuck with costly medical costs from their baby going 
uninsured.”12 The full Senate approved this bill unanimously, 
and it will go back to the Assembly for a final vote. 

Assembly Bill No. 3338/Senate Bill No. 862: Sponsored by 
Senator Brian Stack (D-Hudson) and Senator Loretta Weinberg 
(D-Bergen), this bill “dedicates one percent of cigarette and 
other tobacco products tax revenues to anti-smoking ini-
tiatives.”13 This law will bring in an estimated $7 million for 
anti-smoking programs in New Jersey in the first year alone. 
Senator Stack explained that “the money we spend in the 
reduction of smoking will be made back multi-fold in decreased 
health costs. This is a modest expenditure that will have enor-
mous benefits.”14 A-3338/S-862 passed unanimously through 
both the Assembly and the Senate and was signed into law 
by Governor Christie.

DELAWARE
House Bill No. 21: Sponsored by Representative 
Debra Heffernan and Senator Harris B. McDowell, 
this bill is an “act to amend Title 16 of the Delaware 
Code relating to nondiscrimination to organ 
transplantation.”15 HB-21 has passed through 
both houses and was recently signed into law by 
the Governor. This “act takes steps to ensure that 
individuals with disabilities are not denied access to organ 
transplant procedures based solely on their disability.”16

House Bill No. 250: Sponsored by Representative Helene M. 
Keeley and Senator Margaret Rose Henry, this bill is an “Act to 
Amend Title 30 of the Delaware Code Relating to Opioid Tax.”17 

HB-250 would “impose a tax on the first sale of opioids in the 
State at a rate of 10 percent of the purchase price. Prescription 
drugs used exclusively for the treatment of opioid addiction 
are excluded from the tax.”18 This bill was recently introduced 
and assigned to the Revenue and Finance Committee.

CONNECTICUT
Proposed Bill No. 6015: Sponsored by 
Representative Kevin Ryan, this bill is an “act 
to protect patients against surprise out-of-
network medical bills.”19 This bill attempts to 
further protect consumers by requiring cer-
tain healthcare providers to be more trans-
parent with up-front billing costs. Some of 
these requirements include, but are not limited to, “providing 
written, good-faith personalized estimates of charges upon 
request…creating online methods for patients to estimate out-
of-pocket expenses…providing an itemized bill to a patient not 
later than seven days after discharge or request for such bill…
creating pretreatment transparency obligations.”19 PB-6015 was 
introduced and referred to the Committee on Public Health.
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MARYLAND
House Bill No. 0957: Sponsored 
by Delegate Christian Miele, 
this bill is entitled, “State Board of Physicians 
– Medical Professional Liability Insurance Coverage 
– Verification, Publication, and Notification Requirements 
(Janet’s Law).”20 This bill requires a “specified physician to 
provide the State Board of Physicians with verification or docu-
mentation within 25 business days after the physician receives 
the request from the Board that the physician maintains medi-
cal professional liability insurance; requiring the public profile 
of specified licensees of the Board to include information on 
whether the licensee maintains medical professional liability 
insurance; requiring each licensee practicing medicine to pro-
vide a specified written notification.”20 This bill passed both 
houses and was recently signed into law by the Governor. 

PENNSYLVANIA
Senate Bill No. 3: Sponsored by 
State Senator Michele Brooks, 
this bill is an “act amending 
Title 18 (Crimes and Offenses) of 
the Pennsylvania Consolidated 
Statutes, in abortion, further pro-
viding for definitions, for medical consultation and judgment 
and for the offense of abortion on unborn child of 24 or more 
weeks gestational age, providing for dismemberment abortion 
ban further providing reporting.”21 This is the second attempt 
by the Republican-controlled Legislature to restrict abortion 
rights in Pennsylvania. Senator Brooks argued that fetuses 
can feel pain at 20 weeks.22 Governor Tom Wolf just recently 
vetoed this bill. Governor Wolf stated, “SB3 is a vile assault on 
women’s ability to make their own decisions about their own 
health care…This legislation is a disingenuous and bald-faced 
attempt to pass the most extreme anti-choice legislation in 
the country. This legislation is an attempt to criminalize the 
decisions that women must be allowed to make about their 
own health care.”22  

Michael C. Schweder is the Director of Government Affairs at 
CLB Partners, LLC, in Trenton, New Jersey.
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LEARNING OBJECTIVES
At the conclusion of the activity, participants will be able to: 

  Describe the requirements of the New Jersey Vaccines 
for Children Program.

  Explain how to properly store vaccines as required 
by Vaccines for Children Program and the Centers for 
Disease Control and Prevention.

  Understand how to properly monitor the minimum  
and maximum temperatures of vaccine storage units.

  Discuss how to address a temperature excursion.

 1

2

3

4

As we move into the new year, medical practices that participate in the New Jersey Vaccines for Children 
program (NJ VFC) should take note of some important changes that went into effect on January 1, 2018. 
One of the chief amendments is the requirement to utilize digital data loggers with detachable probes in 
a buffer material for monitoring the temperature of storage units where federally funded VFC and/or 317 
vaccines are stored. Additionally, medical practices are now required to assess and record the minimum 
and maximum temperatures at the start of each clinical day.
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BACKGROUND
As a result of the 1989–1991 measles epidemic in the United 
States, Congress passed a law mandating each state estab-
lish a pediatric vaccine distribution program—the Vaccines 
for Children (VFC) program. The mission of the VFC program, 
administered by the Centers for Disease Control and Prevention 
(CDC), is to provide vaccines to children whose families may 
not be able to afford to vaccinate their children and to ensure 
that all children have an opportunity to get the vaccinations 
recommended by the Advisory Committee on Immunization 
Practice (ACIP). 

The New Jersey VFC program is federally funded and oper-
ated by the New Jersey Department of Health. In order for a 
medical practice to be able to provide NJ VFC-funded vaccines 
to eligible children, the group must participate in the NJ VFC 
program. This requires annual enrollment. The re-enrollment 
application for the 2018 year must be completed online. For 
the 2018 enrollment period, the individuals who will be the 
primary and back-up vaccine coordinators must successfully 
complete recently released webinars found on the New Jersey 
Immunization Information System (NJIIS), as well as additional 
training offered by the NJ VFC program and the CDC.* At the 
time this article was written, the 2018 re-enrollment period 
was tentatively scheduled to take place between February 5, 
2018, and March 5, 2018.

Once the medical practice is enrolled in the NJ VFC program, 
it can order and receive federally funded vaccines to adminis-
ter to eligible children. For the most part, eligible children are 
those in the state-funded health insurance program, Medicaid. 
As of July 1, 2014, VFC vaccines can be utilized only for those 
children who are Medicaid eligible covered by FamilyCare Plan 
A or are American Indian or Alaskan Native or do not have any 
health insurance. Underinsured children are also eligible to 
receive VFC vaccines, but these children should be referred to 

a federally qualified health center (FQHC). Eligibility of the 
child must be screened at every immunization visit, and 
the documentation must be kept for at least three years, 
even if there is no change in eligibility. 

BILLING
One of the benefits of being an NJ VFC provider is that although 
the practice cannot charge for the actual vaccines (because 
they are being provided at no cost to the practice), a charge 
can be made for administering the vaccines.2 The practice can 
charge for administration per vaccine,3 not per antigen. The 
practice can charge a fee cap of $24.23 per vaccine† to unin-
sured individuals and for children covered by Medicaid Part A. 
The NJ VFC provider agrees to accept the reimbursement rate 
set by NJ Medicaid. Please note that although the practice can 
charge an administration fee, they cannot deny VFC-eligible 
children vaccination due to inability to pay.

It is vital that the practice has safeguards in place, including 
periodic audits to ensure that Medicaid is not being billed for 
the VFC vaccines themselves for patients covered by Medicaid 
Part A. Patients covered by Medicaid Parts B, C and D are not 
entitled to VFC vaccines, and therefore, the practice can be 
reimbursed only for the vaccines it purchases and administers. 
It is not uncommon for a patient’s Medicaid Plan coverage to 
change; thus, this must be monitored at each visit. It is very 
easy to make a clerical error and accidentally bill Medicaid 
Part A for the vaccines that were provided by NJ VFC. Such a 
mistake can be very costly to the practice in the event of an 
audit or an investigation.

Medicaid can seek civil penalties for violating Medicaid reg-
ulations, specifically, the limitation that VFC providers cannot 
bill for VFC vaccines administered to VFC-eligible children. 
Medicaid can seek civil penalties under the federal False Claims 
Act of between $5,000 and $10,000 for each claim falsely sub-
mitted.4 Even in a case where only a handful of claims were 
inadvertently submitted, the civil penalty can quickly become 
excessive. It would be prudent of every practice to employ mea-
sures to ensure compliance with Medicaid billing requirements.

INVENTORY
All NJ VFC providers must register with the NJIIS and report 
vaccinations in the NJIIS within 30 days of administration. 
Please note, not only do NJ VFC providers need to register with 

the NJIIS, but so do all providers who administer vaccines 
to children less than 7 years of age.5 While on its face this 

appears to be a relatively simple requirement, it cannot 
be stressed enough how important it is to ensure that 

staff is properly trained to track inventory and enter 
the information in a timely manner and correctly. 

The practice should have a designated person who 
either enters the information into the NJIIS or 

oversees that it is done in a timely manner and 

NJ VFC providers are required to 
store vaccines under proper  

storage conditions at all times and 
to follow the recommendations 

and best practices set by the CDC.
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correctly. It is imperative to ensure that accurate information 
is entered into the NJIIS and that the information matches 
that of the medical record. 

NJ VFC tracks all VFC vaccines provided to the practice, and 
the practice must be able to account for each vaccine. During 
periodic site visits, NJ VFC staff conduct a physical inventory 
check and compare the inventory to the information in the 
NJIIS. If the resulting discrepancy rate is between 25 percent 
and 50 percent, the provider will be issued a corrective action 
plan and provided with an opportunity to rectify the situation. If 
the discrepancy rate is higher than 50 percent, the provider will 
be placed on a restitution plan for all unaccounted vaccines, 
meaning the provider will have to purchase vaccines to replace 
each unaccounted VFC vaccine. The provider is not given the 
reduced negotiated CDC vaccine rate and must re-purchase the 
vaccines at the rate the provider purchases private vaccines. 
The result could be very costly to the practice. 

As of January 1, 2013, “borrowing” vaccines between feder-
ally funded and private inventories is no longer permitted. NJ 
VFC recommends that to prevent running low on VFC inventory, 
the practice maintain at least a three-week supply between 
each ordering cycle. (Running low on supply is one of the 
most common causes of “borrowing.”) It is also important to 
promptly update the NJIIS to be able to track vaccine stock 
and allow for timely ordering of additional inventory. In the 
event that a VFC vaccine is used to vaccinate a non-eligible 
patient, the NJ VFC program should be notified immediately. 

STORAGE AND TEMPERATURE LOGGERS
NJ VFC providers are required to store vaccines under proper 
storage conditions at all times and to follow the recommenda-
tions and best practices set by the CDC. Refrigerated vaccines 
should be stored at temperatures between 2°C and 8°C (36°F 
and 46°F), and vaccines stored in the freezer should be stored at 
a temperature range of -50°C to -15°C (-58°F to +5°F). It is recom-
mended that VFC vaccines be stored in temperature-monitored, 
alarm-equipped, stand-alone refrigerators and freezers. The 
VFC program recommends a purpose-built unit designated to 
either refrigerate or freeze. If using a household-grade combina-
tion refrigerator/freezer unit, use the refrigerator compartment 
for storing vaccines and use a separate, stand-alone freezer to 
store frozen vaccines. A dormitory-style unit is not allowed, 
even for short-term storage.

Each medical office that participates in NJ VFC should des-
ignate a primary vaccine coordinator and a back-up vaccine 
coordinator, who will be responsible for handling and storing 
VFC vaccines. These two individuals will also educate the other 
office staff on proper vaccine storage and handling procedures. 
Although each office has two designated staff members, it is 
recommended that the participating practitioners be actively 
involved and have periodic meetings with the coordinators, as 
well as oversee the storage and handling process. The office 

should also ensure that it has a written vaccine storage and 
handling plan, as well as a plan to relocate vaccines in case 
of an emergency. 

Effective January 1, 2018, VFC providers must utilize a digital 
data logger (DDL) with detachable probes in a buffer mate-
rial to monitor the temperature of VFC vaccines and have an 
additional DDL as a back-up thermometer.‡ Unlike a simple 
minimum/maximum thermometer, which displays the coldest 
and warmest temperatures, a DDL continuously tracks the 
temperature and once the data are downloaded, can present 
temperature readings at set intervals. (It is recommended that 
the programmed logging intervals be set at 30-minute time 
periods.) The DDL must also have an alarm for out-of-range 
temperatures, display accuracy within +/-1°F (+/- 0.5°C), have a 
low battery indicator and measure current and daily minimum 
and maximum temperatures in the unit. 

 Additionally, as of January 1, 2018, NJ VFC providers must 
assess and record the minimum and maximum temperatures 
of each storage unit at the beginning of each clinical day. Each 
storage unit should have a temperature monitoring log sheet 
attached or placed near the unit where the staff is required to 
record the temperature readings. 

Specifically, the following information 
should be recorded on the temperature 
monitoring log sheet: 

•  The minimum and maximum temperatures 
obtained since the last clinical day when 
the minimum and maximum temperatures 
were recorded and reset

•  The date, time, name or initials of  
the person who checked and  
recorded the temperatures

•  Any action that was taken if a  
temperature excursion occurred 

MDADVISOR 13

*The link for all the training webinars and modules can be found on the NJ 
VFC website: https://njiis.nj.gov/njiis/html/vfc.html.
†At the time this article was written, the cap fee set by NJ VFC was $24.23; 
however, a participating provider should refer to the Provider Agreement 
with NJ VFC to verify the currently applicable cap fee.
‡Pursuant to the NJ VFC Fall 2017 Newsletter, VFC offers a DDL to all VFC 
providers at no cost.

It is also recommended that the current temperature be 
assessed and recorded twice daily; however, the minimum and 
maximum readings are mandatory. The temperature monitor-
ing log sheet must be kept for three years.



MDADVISOR  |  Winter 201814

CME

TEMPERATURE EXCURSIONS
Any temperature reading outside the CDC-recommended tem-
perature range of 2°C to 8°C (36°F to 46°F) for refrigerators 
and -50°C to -15°C (-58°F to +5°F) for freezers is considered a 
temperature excursion (regardless of whether it is the current 
reading or the minimum or maximum reading). Temperature 
excursions require immediate attention. The primary vaccine 
coordinator and/or the back-up vaccine coordinator should be 
immediately notified. Additionally, although not a VFC require-
ment, it is strongly encouraged that the VFC physician(s) be 
advised as well and actively participate in the measures nec-
essary to address a temperature excursion.

The vaccine coordinator(s) should assess the situation and 
identify the cause of the temperature excursion and if possible, 
correct the issue. All vaccines that were exposed to out-of-range 
temperatures must be quarantined and labeled “DO NOT USE,” 
pending the determination of viability and the restoration of 
the appropriate temperature. The coordinator(s) must also 
complete the Vaccine Storage Troubleshooting Records and 
contact NJ VFC to report the temperature excursion. In sit-
uations where there is an extended period of temperature 
excursion, the entire review and viability process can become 
complicated and may warrant the advice of counsel.

Once the NJ VFC has been notified, the vaccine coordina-
tor(s) will coordinate with vaccine manufacturers to obtain 
viability for the quarantined inventory. Depending on the vac-
cine manufacturer, notification may be followed by a request 
for information to assess viability, such as the name of the 
vaccine, lot number, expiration date, duration of the tempera-
ture excursion and temperature range of the excursion. Once 
the manufacturers issue viability reports for the quarantined 
vaccines, those reports should be provided to NJ VFC, which 
may release the viable vaccines from quarantine. Vaccines 
found to be non-viable will most likely need to be replaced 
by the provider pursuant to a restitution plan. If any patient 
received compromised vaccines for which the manufacturer 
cannot provide viability, the provider will be required to notify 
the patient and/or family and offer to revaccinate the child. 

It is important to recognize that any temperature excursion 
must be treated as detailed above, regardless of duration. The 
practice should recognize that an out-of-range minimum or 
maximum reading is considered a temperature excursion and 
must be immediately acted upon. Recently, non-compliance 
with this requirement has been one of the major sources of 
NJ VFC investigations. 

WHAT TO DO IF YOU ARE BEING INVESTIGATED
While physicians routinely rely on their staff to coordinate with 
NJ VFC, it is imperative for them to be involved and informed. 
Even if the VFC primary coordinator and/or the back-up coordi-
nator oversees the VFC program in the office, the physician(s) 
should periodically supervise the process, get an update and 

always be notified when an event occurs that must be reported 
to VFC. Being actively involved and ensuring the understanding 
of the VFC requirements and compliance measures in place 
will considerably limit the practice’s and physicians’ exposure 
to investigations.

NJ VFC participants should expect to have a routine on-site 
visit inspection at least once every two years. These on-site 
inspections can be announced or by surprise, and they can 
occur more frequently than every two years. Generally, these 
visits are routine to ensure that the practice is following the 
requirements imposed by the program and to provide addi-
tional recommendations to ensure compliance. Thus, the 
practice should always strive to stay current in education and 
compliance.

If non-compliance is identified by an auditor during a site 
visit, NJ VFC may commence an investigation. The NJ VFC pro-
gram can also begin an investigation in response to a complaint 
or a report of an adverse event that occurred due to a child 
receiving a VFC vaccine. Regardless of the source of the inves-
tigation, it is imperative to fully cooperate with VFC.

In general, NJ VFC tries to handle noncompliance issues 
internally and, if possible, resolve the matter without public dis-
position. In cases where the NJ VFC provider fails to cooperate, 
the NJ VFC program may refer the matter to the NJ Medicaid 
Fraud Investigation Unit and the New Jersey State Board of 
Medical Examiners. Both agencies have their own investigative 
powers and, more importantly, the ability to publicly disci-
pline physicians, including the right to debar from Medicaid, 
discipline the physician’s medical license and seek cost and 
penalties. Therefore, it is prudent to cooperate with the NJ VFC 
program and reach a resolution of the investigation in which 
there is no public discourse with no referral to outside agencies. 
Depending on the severity of the issues being investigated and 
the number of agencies involved, retention of counsel who has 
experience with VFC matters, Medicaid and the New Jersey 
Board of Medical Examiners should be seriously considered.

CONCLUSION
Although the steps described in this article may appear to be 
a bit burdensome, they are not negotiable with NJ VFC as it is 
their position that a compromise on any of these steps would 
potentially jeopardize the safety and the well-being of the 
children covered by VFC. Therefore, any provider wishing to 
participate in the VFC program must be prepared to comply 
with and uphold these requirements and standards.  

Svetlana (Lana) Ros, Esq., and David L. Adelson, Esq., are 
members in the Health Care & Life Sciences Department of 
Norris McLaughlin & Marcus, P.A., in Bridgewater, NJ. 

1. 42 USC §1396s(a).
2. 42 CFR 441.615(a).
3. 42 CFR 441.615(e).

4. NJSA 30:4D-17(e).
5. NJAC 8:57-3.16.
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MONITORING THE “TEMPERATURE” OF YOUR  
VACCINES FOR CHILDREN PROGRAM COMPLIANCE

CME EXAMINATION
Deadline for Response: February 1, 2019

 1   How frequently must the physician/medical group screen the eligibility of the child?
a. At every visit
b. At every immunization visit
c. Every 3 months
d. At initial visit

 2   A practice can charge Medicaid for the vaccine and its administration for all Medicaid patients.
a. True 
b. False 

 3   If a practice runs out of VFC vaccines but has already placed a new order with NJ VFC, the practice is allowed to borrow a 
vaccine from private inventory, as long as the private vaccine is replaced with the VFC vaccine once it arrives.

a. True 
b. False 

 4  Only VFC providers must register with the NJIIS.
a. True 
b. False 

5   A VFC provider should designate a primary vaccine coordinator and a back-up vaccine coordinator to be responsible for 
storage and handling of VFC vaccines.

a. True 
b. False 

 6   At the beginning of a work day, staff shall:
a. Review and record the current temperatures of each VFC storage unit
b. Review and record the minimum and maximum temperatures of each VFC storage unit
c. Reset the minimum and maximum temperature
d. All of the above

 7  As of January 1, 2018, VFC providers must record the minimum and maximum temperatures at least once a day.
a. True 
b. False 

 8  What is the CDC-recommended temperature range for a refrigerator?
a. 36°F to 46°F
b. 35°F to 46°F
c. 36°F to 48°F
d. 35°F to 48°F

 9   If the minimum and maximum temperature readings show readings outside the CDC-recommended ranges, a temperature 
excursion may have occurred.

a. True 
b. False 

  The VFC program conducts an on-site inspection only when there is a problem.
a. True 
b. False 

10

This post-test may also be completed online at www.surveymonkey.com/r/Winter2018CME
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REGISTRATION FORM

 
First Name Middle Initial Last Name Degree

 
Address

 
City State ZIP

 
Phone Email Address Specialty

ANSWER SHEET Circle the correct answer.
1)   A   B   C   D 2)   A   B   3)   A   B 4)   A   B 5)   A   B 

6)   A   B   C   D 7)   A   B    8)   A   B   C   D 9)   A   B   10)   A   B   

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

I attest that I have read the article “Monitoring the ‘Temperature’ of Your Vaccines for Children Program Compliance”  
and am claiming 1 AMA PRA Category 1 Credit.™

 
Signature Date

EVALUATION Completed by Physician  Non-Physician 

1. The content of the article was: Excellent           Good           Fair           Poor          

2. The authors’ writing style was: Excellent           Good           Fair           Poor          

3. The graphics included in the article were: Excellent           Good           Fair           Poor          

4. The stated objectives of this article were: Exceeded           Met           Not met          

Was this article free of commercial bias? Yes No

If not, why not  

Please share your name and contact information so that we may investigate further.

Participant Name   Telephone/Email:  

5. Will the knowledge learned today affect your practice? Very Much           Moderately           Minimally            None          

6. Based on your participation in the CME activity, describe ways in which you will change the way you practice medicine.
Yes Describe  

No Why not?  

N/A Were you the wrong audience for this activity?  

7. Did this CME activity change what you know about:
• The requirements of the New Jersey Vaccines for Children program.    Yes No
•  The proper storage of vaccines, as required by the VFC program and the CDC. Yes No
• The proper monitoring of minimum and maximum temperatures of vaccine storage units. Yes No
• The requirements for addressing a temperature excursion. Yes No

8. Based on your participation, what barriers to the implementation of the strategies or skills taught in this article have  
you identified?  
 

Suggested topics for future programs:  

MONITORING THE “TEMPERATURE” OF YOUR  
VACCINES FOR CHILDREN PROGRAM COMPLIANCE

REGISTRATION AND EVALUATION FORM
(Must be completed in order for your CME Quiz to be scored) 

Deadline for Response: February 1, 2019
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Excellence

EJI Excellence in Medicine 
Award Honorees

Each year, THE EJI EXCELLENCE IN MEDICINE FOUNDATION recognizes a group of 
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 mission of the EJI Excellence in Medicine 
Foundation is to promote and encourage excellence in medical care and healthcare for 
the citizens of New Jersey. This event, which debuted in 1939, has been sponsored by 
MDAdvantage Insurance Company for the past 15 years. 

All profits from this annual event are dedicated to the EJI Excellence in Medicine 
Scholarship Fund, which was formed in recognition of a strong need to support healthcare  
education in New Jersey—a need that continues to grow year over year as tuitions rise 
and pressures continue to mount for aspiring healthcare professionals. New Jersey lags 
far behind surrounding states in its ability to attract and retain talent. The goal of the 
Scholarship Fund is to support young healthcare providers so they can afford to remain 
in our state and go on to have successful, productive careers for the benefit of all the 
citizens of New Jersey. The scholarship recipients are comprised of extraordinary New 
Jersey residents who demonstrate excellence in academics and a commitment to the 
community and the state of New Jersey. 

This year’s awards dinner will be held on Wednesday, May 2, 2018, at Park Château 
Estate and Gardens in East Brunswick, New Jersey. 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 EJI Excellence in Medicine Foundation at  
609-803-2350 or visit www.EJIawards.org.

Announcing the 2018

By Janet S. Puro, MPH, MBA

MDADVISOR  |  Winter 201818



Excellence

Executive Award
Physician 

Award

MDADVISOR 19

EJI Excellence in Medicine 
Award Honorees

ANDRE GOY, MD, MS, is Chairman and Director of John Theurer 
Cancer Center (JTCC) at Hackensack University Medical Center. 
As Chief of the Division of Lymphoma, he leads New Jersey’s 
largest program for lymphoma. Dr. Goy has trained and/or 
worked at some of the world’s leading medical institutions, 
including Memorial Sloan Kettering Cancer Center, MD 
Anderson Cancer Center, University Hospitals Group of Paris 
and the Pasteur Institute in Paris. He is widely known for his 
work on mantle cell lymphoma (MCL) and was the lead/co-in-
vestigator for the development of all four FDA-approved drugs 
for MCL (bortezomib, lenalidomide, ibrutinib and acalabruti-
nib). He believes that a revolution is happening in cancer med-
icine, driven by cell-based therapies and precision medicine. 
Under Dr. Goy’s direction, JTCC became one of the few sites 
in the country offering chimeric antigen receptor (CAR) T-cell 
therapy—a highly promising immunotherapy for certain blood 
cancers. Dr. Goy was instrumental in developing JTCC’s Tissue 
Bank, where samples are stored and analyzed for research. 
JTCC has also grown to become one of the largest bone marrow 
transplant programs in the tri-state area. Dr. Goy has published 
extensively and serves as reviewer for many journals in the field 
of hematology and oncology research, including Journal of 
Clinical Oncology, Blood, Cancer and The New England Journal 
of Medicine. Dr. Goy is Professor of Medicine at Georgetown 
University, Founding Chair at Seton Hall University School 
of Medicine and Co-Founder of Children’s Organ Transplant 
Association (COTA). He is a member of the Scientific Advisory 
Board (SAB) for the Lymphoma Research Foundation (LRF) and 
National Cancer Institute (NCI) study group on lymphoma, a 
member of the World Economic Forum and the Co-Chair of 
the Global Future Council on Global Health and Healthcare.

SOLY BAREDES, MD, FACS, is Professor, Chairman and Director 
of Head and Neck Surgery, Department of Otolaryngology, 
Head and Neck Surgery at Rutgers New Jersey Medical School 
in Newark, New Jersey. He is a recognized expert in the manage-
ment of tumors and other complex disorders of the head and 
neck, including minimally invasive robotic and laser surgery. He 
began his career on the faculty of Columbia University where he 
was the recipient of a Clinical Investigator Development Award 
from the National Institutes of Health (NIH). He came to the 
New Jersey Medical School in 1988 and directed the Division of 
Otolaryngology, Head and Neck Surgery from 1992 until 2011, 
when he helped establish the first independent academic depart-
ment in the specialty in the state of New Jersey. His head and 
neck cancer program at University Hospital in Newark is a mul-
tidisciplinary effort focused on effective treatment of tumors, 
while maintaining maximum quality of life for patients. Beyond 
technically challenging surgery and humanistic care for patients, 
Dr. Baredes is passionate about medical education and clinical 
research. He directed the only allopathic residency training pro-
gram in otolaryngology in the state for more than two decades 
and has written more than 200 peer-reviewed research publica-
tions. He has held leadership positions in local and national orga-
nizations and is the recipient of honors, including the Edmund 
Prince Fowler Award of the Triological Society and the Certificate 
of Honor of the American Academy of Otolaryngology—Head 
and Neck Surgery.

EDWARD J. ILL 
PHYSICIAN’S AWARD®
Presented to a New Jersey 
physician for dedication and 
extraordinary service to the 
profession and to the citizens of 
the state.

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.



Service Scientist
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Karl Hoegler
Rutgers New Jersey Medical 

School, Class of 2018

Tara Beck
Rowan University School of 

Osteopathic Medicine,  
Class of 2019

PRANELA RAMESHWAR, PHD, is a Professor of Medicine, 
Division of Hematology and Oncology at Rutgers New 
Jersey Medical School. She received a BS degree in Medical 
Microbiology from the University of Wisconsin at Madison 
and a PhD in Biology from Rutgers University, New Jersey.  
Dr. Rameshwar continued her training as a postdoctoral fellow 
in hematopoiesis at New Jersey Medical School. Thereafter, 
she became a faculty member in the same department.  
Dr. Rameshwar’s research interest is in the translation of stem 
cells, including the use of these cells as a vehicle for drug deliv-
ery, with emphasis on aging. Her laboratory also studies breast 
cancer dormancy with a focus on cancer stem cells, neural 
regulation of hematopoiesis and the immunology of adult 
human mesenchymal stem cells. Her research continues to be 
funded by federal, state and other agencies. Dr. Rameshwar 
has trained several doctoral students, including those in the 
physician scientist track. In addition, Dr. Rameshwar mentors 
junior faculty members. Dr. Rameshwar has authored more 
than 200 publications, including original articles, reviews, 
editorials and book chapters. She has also edited books and 
is involved in teaching. She initiated a certificate program in 
Stem Cell Biology and directs four graduate-level courses in 
stem cell biology. Dr. Rameshwar is also a university Master 
Educator. She is an active member of several grant review pan-
els both nationally and internationally and has given numerous 
invited seminars nationally and internationally. Dr. Rameshwar 
is Editor in Chief, Associate Editor and Editorial Board member 
of several journals.

OUTSTANDING 
SCIENTIST AWARD
Presented to an individual or 
individuals who have made 
important contributions leading  
to advances in treatment.

The 2018 Verice M. Mason Community Service Leader Award 
will be presented to the SISTERS OF CHARITY OF SAINT 
ELIZABETH in recognition of their impact on healthcare and 
education in New Jersey. In 1853, Bishop James Roosevelt 
Bayley, nephew of Saint Elizabeth Ann Seton, sought a com-
munity of women religious for his newly established Diocese 
of Newark, which encompassed all of New Jersey. In 1859, 
Sister Mary Xavier Mehegan, a New York Sister of Charity, was 
appointed to lead the new foundation, the Sisters of Charity of 
Saint Elizabeth. Following in the tradition of Mother Seton and 
St. Vincent de Paul, Mother Xavier and her Sisters responded 
to requests to care for those in need, especially the poor, the 
sick, the orphaned and immigrants and to meet the systemic 
needs of the new society in education and healthcare. During 
the first century, the Sisters established seven hospitals, three 
orphanages, a residence for women and homes for the aged 
and the incurably ill. In addition to founding seven acade-
mies for girls and the first college for women in New Jersey, 
the Sisters taught in 90 parish schools. As Catholics gained 
acceptance in American society, their ministries expanded 
beyond the cities to the suburbs. The needs of God’s people 
led the Sisters of Charity of Saint Elizabeth to New England, the 
South, Puerto Rico, the Virgin Islands, China, Bolivia, Mexico, 
El Salvador and Haiti. Their response to the Church’s call for 
renewal in the 1960s led to new ministries and the revitalization 
of older ones. To this day, supported by their benefactors, col-
leagues and lay Seton Associates, the Sisters serve all aspects 
of society in secondary and higher education and a broad spec-
trum of healthcare services. Their special concern for the most 
vulnerable is expressed through direct service, such as seen 
in Josephine’s Place for women, their ongoing advocacy and 
their invitation to others to join in this ministry.

VERICE M. MASON 
COMMUNITY SERVICE 
LEADER AWARD
Presented to an individual who 
has personified, led and provided 
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.

MDAdvantage congratulates the 2018

 EJI Excellence in Medicine Scholarship Recipients 

Sheila DeYoung
Rowan University School of 

Osteopathic Medicine,  
Class of 2019

Breanna Mesa
Seton Hall School of Health & 

Medical Sciences, Class of 2019



Scientist
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MDAdvantage congratulates the 2018

 EJI Excellence in Medicine Scholarship Recipients 

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

PETER W. RODINO, JR., 
CITIZEN’S AWARD®
Presented to a citizen, or group of 
citizens, of New Jersey who merits 
recognition for distinguished service 
in advancing and promoting the 
health and well-being of the people 
of our state.

 
ANA K. STANKOVIC, MD, PHD, MSPH, retired in 2018 from 
her position as Senior Vice President, World Wide Regional 
Medical Affairs and Global Health for BD. Dr. Stankovic received 
her MD and PhD (Immunology) degrees from the University 
of Belgrade, Yugoslavia. She completed her senior Fulbright 
fellowship residency in Clinical Pathology, fellowship training in 
Blood Banking and Transfusion Medicine and Master of Science 
in Public Health at the University of Alabama at Birmingham. 
She is board certified in Clinical Pathology and Blood Banking/
Transfusion Medicine by the American Board of Pathology. 
Before joining BD, Dr. Stankovic served as the Medical Officer 
at the Centers for Disease Control and Prevention and as a 
pathologist at Quest Diagnostics, Inc. Dr. Stankovic is currently 
a member of the College of American Pathologists’ Quality 
Practices Subcommittee. She is the author of numerous pub-
lications and is focusing her research interest on improving 
the quality of laboratory testing and increasing awareness 
of the impact of the preanalytical phase on clinical results.  
Dr. Stankovic is a strong advocate for patient safety in health-
care and a champion for the use of Lean and Six Sigma methods 
to improve clinical laboratory processes. 

OUTSTANDING 
SCIENTIST AWARD
Presented to an individual or 
individuals who have made 
important contributions leading 
to advances in treatment. 

STEVE KALAFER is a distinguished businessman who entered 
the automotive industry in 1973 and has since grown his auto-
motive business, Flemington Car & Truck Country, to include 
showrooms and service centers in eight locations for 16 fran-
chises. Mr. Kalafer has been deeply involved in Hunterdon 
County, Somerset County and New Jersey civic undertakings. 
He has founded several boards, served as an appointee to 
Governor Christine Todd Whitman’s Economic Master Plan 
Commission for New Jersey, chaired the Transportation sub-
committee and served on the Department of Treasury’s tran-
sition team. Additionally, he is a board member of New Jersey 
Manufacturer’s Insurance Company and the RWJBarnabas 
Health System. He served as Chairman of the Somerset Health 
Care Foundation and member of the NJIT Board of Overseers 
and serves as the Co-Chair of the Chairman’s Council of the 
Actors Fund of America. He was awarded the Actors Fund of 
America Medal of Honor in April 2013. Mr. Kalafer has been 
presented with several Hunterdon County community awards, 
including the Boy Scouts of America Distinguished Citizen 
Award, The Entrepreneur of the Year Award, the Flemington 
Elks’ Citizen of the Year Award and the Hunterdon County 
YMCA’s Man of the Year Award. He also has been awarded 
the Spirit of Jane Rodney Award and the Anti-Defamation 
League’s prestigious Torch of Liberty Award, named the Ernst 
and Young Master Entrepreneur of the Year in New Jersey and 
was honored by the Women’s Crisis Services of Hunterdon 
County. He was honored as the Outstanding Philanthropist 
of the Year by the New Jersey Chapter of the Association of 
Fundraising Professionals in 2016. In 2017, he was recognized 
by the Adult Day Center of Somerset County as the Generations 
Gala Honoree and received the Hugs for Brady Humanitarian 
of the Year. Mr. Kalafer is the Chairman of the six-time Atlantic 
League Champion Somerset Patriots. He also produced many 
documentaries and entertainment projects through his com-
pany, New Jersey Pictures. He is a three-time Academy Award® 
nominee for his films More and Sister Rose’s Passion and for 
the animated short film Curtain Call. Kimberly Choi

Rutgers School of Dental Medicine, 
Class of 2019

Solimar Colon
Rutgers School of Health Professions, 

Class of 2019

William Davis
Cooper Medical School of  

Rowan University,  
Class of 2020



An Interview with R-Health: 

MDAdvisor: Where and how was R-Health originally conceived?
R-Health: R-Health was founded in 2013 with a vision to 
transform primary care from the legacy model, which is 
transactional and volume-based and focused on treating 
discrete illnesses, to a refreshing new model which is 
continuous and relationship-based and focused on helping 
patients achieve their optimum health. Our vision is to firmly 
establish primary care at the nexus of our healthcare delivery 
system. We put our core values right on the wall in our reception 
area in every practice. This is something that our physicians 
and our health guides embrace; it demonstrates how we go 
above and beyond to deliver more for our patients.

MDAdvisor: What is it about the existing primary care delivery 
system that you are trying to improve upon?
R-Health: One of the things that our healthcare system 
has done so effectively in the last 20 years is to break the 
relationship that people used to have with their primary care 
doctor, which has led to a tremendous fragmentation of care 
where people are going to an urgent care center or to the ER, or 
they are self-referring to a specialist. The result is a tremendous 
amount of waste and redundancy and, frankly, less-effective 
care. The best way to deliver care is to empower an enduring 
relationship between a patient and a primary care doctor who 
knows the patient, knows the full picture, knows his or her 
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Recently, Mason Reiner, Chief Executive Officer of R-Health, responded to questions posed by MDAdvisor, sharing his 
insights into the R-Health practice model, relationship-centered care and the future direction of primary care.

INSIGHT INTO A NEW 
PRACTICE MODEL AND  
THE FUTURE DIRECTION  
OF PRIMARY CARE
Interviewed by Catherine Williams  
and Maria Falca-Dodson



circumstance and can really be the healthcare quarterback. In 
the traditional fee-for-service reimbursement world, primary 
care has been chronically undervalued. A core element of our 
model is placing a proper value on primary care and what it 
should be in an optimally designed healthcare delivery system, 
which enables us to compensate our physicians appropriately.

MDAdvisor: What are the differences between your New Jersey 
model and your Pennsylvania model?
R-Health: We have two sides to our business. In Pennsylvania, 
we have an accountable care organization (ACO), which is made 
up of independent primary care practices across southeast 
Pennsylvania and South Jersey, and we do value-based 
contracting with commercial payers and Medicare Advantage. 
We have our own Medicare Shared Savings Program (MSSP) ACO, 
and that experience in value-based primary care has enabled us 
to move to what we view 
as the most mature form 
of value-based primary 
care delivery, which is 
direct care. In New Jersey, 
we have our direct care 
model, which launched at 
the end of 2016. The direct 
care model has three key 
features that distinguish 
it in a pretty dramatic way 
from the traditional model 
of primary care. First, our 
direct care practices are 
completely liberated from 
fee-for-service and the 
volume-based incentives of fee-for-service medicine. We have 
replaced that with a simple monthly fee which covers the entirety 
of the expanded scope of primary care that we deliver in our 
practices. The second key feature of the model is that we break 
down the cost barriers that traditionally prevent people from 
accessing great primary care, meaning there are no co-pays and 
no deductibles at all for accessing our direct care practices, no 
matter how frequently somebody needs our care. And third, 
we cap the number of patients that our doctors are responsible 
for caring for to less than half of what a traditional practice has. 
These features are combined to achieve the goal of enabling 
our patients and our doctors to have the time to establish real, 
meaningful relationships with each other, which is really the 
foundation of great primary care.

MDAdvisor: How did the network start in New Jersey, and how 
has it been expanded?
R-Health: Our entry into the New Jersey market was catalyzed 
by a contract from the New Jersey State Health Benefits 

Program (SHBP) and School Employees’ Health Benefits 
Program (SEHBP). Basically, the plan design committees for 
the SHBP and SEHBP are responsible for designing the health 
benefits for public sector employers across the State of New 
Jersey. Employee healthcare costs across the state, including 
the school districts and the counties and the townships, are a 
major line item in municipal budgets and are sapping resources 
from investments in other critical social services. The plan 
design committees got together to talk about ways to rein  
in healthcare costs beyond just shifting higher percentages 
of those costs to workers. The labor unions really were the 
drivers of looking at healthcare in a sustainable way by 
attacking the inefficient way we deliver healthcare. A direct 
primary care medical home pilot program was created for 
the SHBP and SEHBP. The plan design committees directed 
the state’s third-party administrators (TPAs), Horizon and 

Aetna, to go out and find 
and provide organizations 
that were willing to deliver 
this type of superior 
primary care. That is how 
R-Health became involved, 
and that’s really what 
catalyzed our entry into 
the New Jersey market 
in a significant way. At 
this point, we have seven 
direct care practices across 
New Jersey with pretty 
aggressive expansion 
plans moving forward.

MDAdvisor: How will success of the program be measured?
R-Health: The state designed the program to include a third 
party that will evaluate the quality of care delivered, as well 
as the impact on overall healthcare costs. 

MDAdvisor: How does R-Health use technology to improve 
its delivery of care?
R-Health: We have robust resources to assist us in delivering 
true relationship-based care. It starts with our electronic 
medical record system, which is provider friendly and 
designed to enhance and support care. We also have a patient 
engagement tool that enables multichannel communication 
between the physicians and their patients. Patients can have 
an app on their phone that enables HIPAA-compliant text 
messaging and phone calls. The doctors can hit a button and 
convert a phone conversation into a virtual visit. Ultimately, the 
text messaging, the phone and the virtual visits are all unified, 
and all of the information comes into the electronic medical 
record (EMR). When our patients are in the hospital, our doctors 
can do virtual visits with them to discuss how things are going,
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when they’re getting discharged, their plan post-discharge and 
clinical pathways. One of our physicians recently shared that 
although her office opened at 9 a.m., she had treated seven 
patients virtually before she even walked into her office that day. 

Certain types of interactions with the patient don’t need to 
be done in the doctor’s office and can be much more efficiently 
handled for the patient and the doctor with a phone call, a 
text message or a virtual visit. For example, last winter there 
was a big snowstorm so the office was closed, and one of our 
doctors was at home checking her messages remotely. She 
received a message from a patient on vacation in Florida who 
had developed a rash. The doctor asked the patient to take a 
picture of the rash and text it to her. The doctor was then able 
to send a prescription to the pharmacy across the street from 
the patient’s hotel room. This type of care is great for the doctor 
because she was able to help the patient even though the office 
was closed. It is great for the patient because it kept her out of 
the emergency room or an urgent care facility.

We also have a proprietary, web-based clinical intelligence 
platform that is basically a data warehouse that brings together 
the EMR data, the patient engagement data and the data that 
we get from our payer partners, including claims data. The 
platform aggregates the data and manages to take a big fire 
hose of information and turn it into little Dixie cups that are 
consumable and actionable at the practice level in support 
of the care. We’ve designed this whole platform from the 
ground up, looking at what our primary care teams actually 
want and need to see at the point of care to make a difference. 
Too many other population health technology platforms are 
designed from the perspective of the payer, a big insurance 
company or a big health system. We also perform regular patient 
engagement surveys because our focus is making sure that 
we’re delivering a delightful patient experience. On our most 
recent patient satisfaction survey, 99 percent of our patients 
indicated satisfaction with their care, and 100 percent of our 
patients said they had a wait time of less than 10 minutes to 
see their doctor.

MDAdvisor: Is your practice similar to concierge services?
R-Health: There are certainly some similarities between 
R-Health and concierge medicine, mainly around the idea of 
providing outstanding access to care for patients, but there 
are two main differences. First, most concierge practices, 
certainly the larger ones, are still based on a fee-for-service 
foundation. They’re still billing all the fee-for-service volume, 
but then they’re charging a concierge access fee on top of that. 
In contrast, our financial model is completely different in that 
we do not charge a fee for service or a co-pay; therefore, there’s 
no volume incentive whatsoever. Our physicians are completely 
liberated from fee-for-service medicine. They are no longer 
shackled by that incessant drive to maximize CPT codes and 

RVUs. The second big difference is the price point. We don’t 
charge anywhere near what concierge practices do so our care 
is accessible to patients across the entire income spectrum.

MDAdvisor: Do you consider R-Health to be a patient-centered 
medical home?
R-Health: Many of our values at R-Health are similar to those of 
a patient-centered medical home, including a focus on patient 
communication and the health of the overall population. We 
also track a lot of the same metrics. But instead of patient-
centered care or doctor-centered care, we like to think of 
R-Health as focusing on relationship-centered care. Really, what 
we’re trying to foster is the patient-physician relationship. As 
long as a primary care practice butters its bread at the end of 
every month based upon how many CPT codes and RVUs are 
generated, then the reality is that the medical practice workflow 
will continue to be designed to optimize volume. Why does your 
doctor make you come in three times for three separate issues 
instead of talking about all three in one office visit? Because the 
doctor has to generate the CPT codes. What really separates 
R-Health from traditional patient-centered medical homes is 
that there’s no such conflict in our practices. 

MDAdvisor: Tell our readers about your approach to ensure 
patient compliance.
R-Health: We built our model on the belief that if you build trust 
with your patients, you get compliance in return. There’s a little 
bit of a mind shift that’s required for physicians with this model 
because in medical school future physicians are trained to make 
a diagnosis and write the necessary prescriptions, and then it’s 
the patient’s responsibility whether or not to follow through. 
We take a much different approach, which is that you’re not 
just responsible for the person who’s sitting across from you in 
the exam room at this moment; you’re responsible for helping 
your entire patient population achieve the optimum health that 
they can. Each person is going to be a little bit different. Not 
everybody is going to be able to be a svelte marathon runner, 
but your job is to know each of your patients and to help each 
one achieve optimum health.

This is something that physicians can accomplish only if they 
have the time. A study referenced in Harvard Business Review1 
said that if a primary care doctor did all of the recommended 
preventative and acute care for a typical patient panel size, it 
would take 21.7 hours a day, which is obviously not going to 
happen. Therefore, the key is giving the doctors enough time 
and the right number of patients so that physicians can provide 
this continuous relationship-based care, which is ultimately 
better for the patients, better for the doctors and better for the 
country because you end up with healthier, happier people who 
cost the healthcare system less money.
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MDAdvisor: Do you know if the R-Health model has been able 
to minimize non-emergent emergency room visits in your 
patient population?
R-Health: We do track where and when our patients are using 
the ER. Our doctors are proactive in speaking to their patients 
about calling them before they go to the ER. Anecdotally, one 
of our doctors said during the course of about a year, she was 
aware of only one patient who went to the ER without calling 
her first. 

MDAdvisor: How do you identify physicians for your R-Health 
direct care practices?
R-Health: We are constantly on the lookout for talented, 
passionate primary care physicians who want to fall in love 
with primary care again. We literally have gotten phone calls 
from doctors saying, “I want to fall in love with primary care 
again.” Physicians who choose primary care do so because 
they really want to make a difference in people’s lives, and 
they want to practice relationship-based care, and as happens 
too frequently in the traditional model, they don’t have that 
opportunity. That’s what R-Health offers them. 

MDAdvisor: What do you see as the biggest challenges ahead?
R-Health: The first challenge, not only for us but for the country 
as a whole, is the less-than-ideal percentage of medical students 
choosing primary care. It is our hope and our vision that the 
R-Health model will motivate more talented medical students 
to view primary care as an attractive career choice. Second 
is the challenge of conditioning our patients to expect more 
from their primary care doctors, to expect that their primary 

care doctors are accessible, do care about them and are there 
when you need them. Our healthcare system has managed to 
devalue primary care so much and has made it so difficult to 
access that consumers have changed their behavior patterns 
to where they now go to an urgent care center or to the ER, or 
they will just put off seeing a physician until their medical issue 
is so much of a problem that it can’t be ignored any longer. By 
delivering a delightful patient experience, we are breaking this 
cycle and driving more care into an easily accessible, affordable 
primary care setting.

MDAdvisor: What are your expansion plans, and what do you 
see for the future of R-Health?
R-Health: We see a lot of interest in our direct care model 
from self-funded employers, commercial payers and Centers 
for Medicare and Medicaid Services (CMS). I think we’re going 
to start to see direct care pilot programs coming out of CMS 
related to Medicare and Medicaid. Therefore, we anticipate a 
lot of growth in the next three to five years.  

Catherine E. Williams is Senior Vice President, Business 
Development and Corporate Secretary. Maria Falca-Dodson 
is retired from her position as Vice President, Strategic 
Initiatives, at MDAdvantage Insurance Company.

1. Arabadjis, S., & Sullivan, E. E. (2017, June 7). How one 
California medical group is decreasing physician burn-
out. Harvard Business Review. https://hbr.org/2017/06/
how-one-medical-group-is-decreasing-physician-burnout.

Patient Story
There was a male patient who had what he thought was a lingering upper respiratory 
infection. He decided to call his primary care doctor, but gave up after going through 
the phone tree seven times and getting no human to talk to. His wife directed him to an 
R-Health practice, and the doctor gave him an appointment for that very day. It turned 
out that he had something far more severe than an upper respiratory infection, something 
that would land him in the hospital for several days in most any other medical situation. 
Instead, the R-Health doctor instructed him to come back to the office every other day 
for two weeks for monitoring. The patient admits that in any other practice situation he 
would never have agreed because he would have had to pay the copay every other day 
and he would go through a terribly long and inconvenient waiting process each time he 
returned to the office. But with the R-Health doctor, there was no copay and room in the 
doctor’s schedule to fit him in without long periods of waiting. This arrangement worked 
for the patient and kept him out of the hospital for what would have been an extended 
period, costing tens of thousands of dollars. To hear more about this story from the 
patient’s perspective, view a video clip at www.youtube.com/watch?v=hPDX-Mmvohs.
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National rates of syphilis are the highest they have 
been in more than 15 years. Rates of primary and  
secondary syphilis in women increased by almost 36 

percent from 2015 to 2016.1 This rise in syphilis among women 
is paralleled by a rise in congenital syphilis (CS), which can 
cause miscarriage, stillbirth, early infant death or severe illness 
in infants who survive. 

The data are discouraging. National rates of congenital syph-
ilis increased by 87 percent between 2012 and 2016, according 
to the Centers for Disease Control and Prevention (CDC).2 New 
Jersey experienced the same trend, reporting 12 cases in 2016 
after three consecutive years of no confirmed cases.3 In 2016, 
there were 1,610 cases of syphilis of all stages.4 

The numbers for CS are also concerning. The Centers for 
Disease Control and Prevention (CDC) reports that up to 40 per-
cent of babies born to women with untreated syphilis may be 
stillborn or die from the infection as a newborn and that those 
who survive may have health problems, including severe anemia, 
enlarged liver and spleen, jaundice and skin rashes. Untreated 
babies may experience developmental delays or develop bone 
and joint abnormalities if they survive the newborn stage.5

Although the resurgence of sexually transmitted diseases 
(STDs) such as syphilis presents a challenge for public health 
and healthcare providers, CS is preventable if we in the health-
care community get back to the basics of syphilis prevention 
and work closely together to protect mothers and newborns 
from this preventable illness and its consequences. 

THE CRITICAL ROLE OF HEALTHCARE PROVIDERS
One quarter of CS cases are due to a lack of prenatal care, and 
even among those receiving some prenatal care, detection and 
treatment of maternal syphilis often occur too late to prevent 
CS. About 42 percent of women who gave birth to an infant 
with CS were not treated in time to prevent CS.6

To raise awareness of the resurgence of CS across all races 
and ethnicities and the potential harm to infants born to 
infected mothers, the New Jersey Department of Health 
(NJDOH) launched the “Protect Your Baby from Syphilis” pre-
vention campaign in September 2017 aimed at raising aware-
ness among pregnant women and their healthcare providers. 

All women should have access to regular, quality prenatal 
care, including syphilis screening and adequate treatment, 
during pregnancy. Healthcare providers play a critical role in 
preventing congenital syphilis by applying evidence-based 
practices of STD prevention and treatment to pregnant women 
and all women of childbearing age. 

A CALL TO ACTION
The NJDOH is calling on clinicians to get back to the basics 
of syphilis prevention for pregnant women and offers the fol-
lowing six recommendations and reminders for preventing 
and treating syphilis in pregnant women and their partners:

1. Ensure early prenatal care and initial screening for all 
pregnant women. The CDC and the American Congress 
of Obstetricians and Gynecologists (ACOG) recommend 
screening for syphilis at the first prenatal visit. The NJDOH 
recommends that all clinicians become familiar with the 
CDC screening guidelines, available online at www.cdc.
gov/std/tg2015/screening-recommendations.htm. 

2. Increase risk assessment of pregnant women and perform 
additional screening when indicated. The CDC and ACOG 
recommend re-screening early in the third trimester and 
again at delivery if a woman is at increased risk based on 
indicators such as a history of syphilis infection, incarcer-
ation, drug use, multiple or concurrent partners and/or 
is living in areas with high rates of syphilis. The NJDOH 
encourages clinicians to talk to pregnant women about their 
recent sexual history during all prenatal visits. This will 
identify risky behavior in herself and her partners(s). If a 
risk factor is present, re-screen immediately, no later than 
early in the third trimester and/or at the time of delivery.

3. Treat patients infected with syphilis immediately. 
Treatment initiated at least 30 days before delivery is likely 
to prevent CS. Penicillin G is the only known effective med-
ication for syphilis in pregnant women. The NJDOH rec-
ommends that clinicians become familiar with the CDC’s 
2015 STD Treatment Guidelines, which can be found on 
the CDC website at www.cdc.gov/std/tg2015/default.htm.
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4. Talk to patients about their sexual health and history. 
Conversations about sexual health and history create 
important opportunities for risk assessment and allow 
clinicians to determine opportunities for screening, 
treatment, risk-reduction counseling and education. 
The NJDOH recommends clinicians take a sexual history 
throughout the course of a woman’s pregnancy. 

5. For patients who test positive, screen all sex partners for 
syphilis. To prevent reinfection, the woman’s sex partner(s) 
should also be tested and treated. The NJDOH recom-
mends clinicians screen or refer for screening a pregnant 
woman’s sexual partner(s) if he/she/they may be infected 
or at risk for infection. Clinicians who are unsure where 
to send a person for STD testing and treatment should 
contact the local health department where the person 
resides. A directory of local health departments can be 
found on the NJDOH website at http://nj.gov/health/lh/
index.shtml.

6. Immediately report all cases of syphilis and CS to the 
NJDOH STD Program. Per N.J.A.C. 8:75, healthcare pro-
viders are required to report syphilis and other STDs to 
the NJDOH within 24 hours of diagnosis. Once cases are 
reported, public health disease intervention specialists 
(DISs) will investigate cases to identify at-risk partners, 
notify persons to recommend testing and provide risk-re-
duction counseling. For more information about reporting 
STDs in New Jersey, please visit www.nj.gov/health/hivst-
dtb/stds/ or contact a representative from the NJDOH STD 
Program during regular business hours at 609-826-4869.

Protect Your Baby from
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C2480
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nj.gov/health/teSTD4baby

ADDITIONAL SUPPORT SERVICES
NJDOH conducts several programs that support physicians and 
their patients in preventing and addressing CS. The Division of 
HIV, STD and TB Services provides partner services to patients 
diagnosed with syphilis to locate and bring sexual partners in 
for treatment. All reported cases of syphilis in pregnant women 
are followed up by staff who provide partner notification and 
service linkage. Additional support is provided through the 
Community Health Worker Program to help locate pregnant 
patients who need to be reconnected to prenatal care and 
screening services. 

In addition to reaching out to physicians and the healthcare 
community, NJDOH is calling on public health partners to share 
in promoting prenatal care and raising awareness of the impor-
tance of getting tested for syphilis. The campaign includes 
CS prevention posters in six languages (English, Spanish, 
Portuguese, Creole, Bengali and Arabic), bus and corner store 
advertising, social media (#teSTD4baby) and online resources 
for clinicians and consumers, including trend and clinical data, 
infographics, CDC reports and consumer-oriented fact sheets.7 

NJDOH has distributed thousands of prevention posters to 
Women, Infants and Children (WIC) clinics, community health 
centers, hospitals, family success centers, community health 
workers, county welfare offices, colleges and universities, pub-
lic housing authorities and faith-based organizations. These 
posters are available for download at www.nj.gov/health/
teSTD4baby. Please consider posting them in your offices and 
waiting rooms. 

By working together to educate women about CS and about 
how they can protect themselves, we can reduce the impact 
of this dangerous disease, reverse the trend and prevent harm 
to pregnant women and their babies.  

Dana Thomas, MD, MPH, is the Interim Acting Deputy 
Commissioner of Public Health Services, New Jersey  
Department of Health.
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The Centers for Disease Control and Prevention estimates 
that in 2015, 595,930 people in the United States died 
from cancer, making it the second leading cause of 

death.1 Despite considerable progress in primary prevention, 
the burden of cancer on society remains enormous; more than 
1.69 million new cancer diagnoses were projected for 2017, and 
by 2020, cancer care is expected to cost $157 billion annually. 2

From a population-based perspective, many aspects of 
cancer, including incidence and survival, would be expected to 
vary. The United States is a nation with a heterogeneous racial 
and ethnic makeup that is built on vast territory. Accordingly, 
the demographic and socioeconomic characteristics and the 
occupational and environmental exposures of cancer patients 

vary by state. Furthermore, the United States does not have a 
unified healthcare system; healthcare laws, insurance systems 
and the distribution of expert practitioners can vary among 
states. The National Cancer Institute’s (NCI) Surveillance, 
Epidemiology, and End Results (SEER) database, which collects 
information from registries in 18 states/metropolitan areas and 
covers approximately 28 percent of the national population, 
is instrumental in the study of regional variations in cancer 
epidemiology. Numerous SEER studies have shown differences 
in the incidence and survival of cancers among geographic 
regions.3–7

In this study, we compared the incidence and survival of 
cancers between New Jersey (NJ) and the rest of the United 

Cancer in New Jersey  
in the 21st Century:

Where Do We Stand?
By Jean Anderson Eloy, MD, Suat Kılıç, Sarah S. Kılıç, MA, and Soly Baredes, MD

MDADVISOR 29



States, as well as counties within New Jersey. By doing so, we 
determined how the cancer burden in NJ compares to that in 
the rest of the United States and whether New Jersey cancer 
care is on par with that of the rest of the United States. 

METHODS
In the present analysis, the SEER 18 database was used to 
identify malignant invasive cancers diagnosed between 2000 
and 2013.8 The SEER 18 database includes cancer registries from 
New Jersey, Connecticut, California, Hawaii, Iowa, Kentucky, 
Washington, Utah, Arizona, Michigan, Oklahoma and Georgia. 
Most of the registries are statewide registries that cover the 
entire state population; for example, the New Jersey Stage 
Cancer Registry covered 8,791,894 people in 2010. The state has 
mandated by law that all invasive cancers diagnosed or treated 
in New Jersey, except basal and squamous cell carcinomas of 
the skin, must be reported.9 

SEER*Stat 8.3.2 (National Cancer Institute, Bethesda, MD) 
was used for all analyses. Incidence rates (per 100,000 persons/
year) were age-adjusted to the standard 2000 U.S. population 
(Census P25-1130). Incidence of breast and uterine cancer was 
given per 100,000 females/year, and incidence of prostate 
cancer was given per 100,000 males/year. Patients of all ages 
were included. For survival analysis, five-year relative survival 
rates (RS) were calculated by dividing the overall survival rate 
by the expected cumulative survival. Overall survival was 
calculated using the Kaplan-Meier method, and the expected 
cumulative survival was calculated using the Ederer II method. 
The 95 percent confidence intervals (CIs) were reported for 
all values.

Subgroup analysis was performed for the following types of 
cancer: colorectal, liver, pancreatic, lung, skin (non-basal/squamous 

cell), breast, prostate, uterine, ovarian, testicular, stomach, bladder, 
oral cavity and pharynx, thyroid, brain, mesothelioma, lymphomas, 
leukemias, Kaposi sarcoma and esophageal. 

INCIDENCE AND RELATIVE SURVIVAL: NEW JERSEY 
VERSUS THE REST OF THE UNITED STATES
A total of 5,394,093 cases of cancer in the United States were 
identified, 667,411 of which were reported in the New Jersey 
registry. The age-adjusted incidence (per 100,000 persons/
year) of all types of cancer in NJ was 503.7 (95% CI=502.5-
504.9) and 459.2 (95% CI=458.8-459.7) in the rest of the United 
States. The most common cancer in NJ was prostate cancer, 
while the most common cancer in the rest of the United States 
was breast cancer.8 Incidence rates for individual types of 
cancers are compared between NJ and the rest of the United 
States in Figure 1A. Of the 15 types of cancers shown in 
Figure 1A, the incidence of only stomach and liver cancer was 
significantly lower in NJ. Incidence of skin melanoma was not 
significantly different. For the remaining 12 types, incidence 
was significantly higher in NJ.

Although there was a higher incidence among NJ residents 
of most types of cancer, patients with cancer in NJ fared better 
than those in the rest of the United States. Five-year RSs are 
compared in Figure 1B. The five-year RS for all cancer types 
in NJ (67.8%) was significantly higher than for the rest of the 
United States (65.8%) (p<0.05). In order to account for the 
varying distribution of different types of cancer, subgroup 
analysis was performed by cancer type. The five-year RS for 
breast cancer was lower in NJ when compared to the rest of 
the United States (p<0.05). However, five-year RSs for uterine 
(corpus), colorectal and oral cavity/pharyngeal cancer were not 
significantly different between NJ and the rest of the United 

Figure 1A and 1B. Error bars indicate 95% confidence intervals. * indicates sites that have statistically significant differences. From SEER*Stat Database: Incidence - SEER 18 
Regs Research Data, Nov 2016 Sub (1973–2014). National Cancer Institute, DCCPS, Surveillance Research Program, Surveillance Systems Branch, released April 2017, based 
on the November 2016 submission. 

Figure 1A Incidence of the 15 Most Common 
Cancers – New Jersey vs. Other states

Figure 1B Relative Survival for Cancers –  
New Jersey vs. Other States
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Table 1. Comparison of Survival by Extent of Disease

  NEW JERSEY NON-NEW JERSEY

  N 5-year RS LL of CI UL of CI N 5-year RS LL of CI UL of CI

Localized 167,961 90.50% 90.30% 90.80% 1,246,854 88.80% 88.70% 88.90% 

Regional 98,195 60.10 % 59.70% 60.50% 725,915 59.40% 59.30% 59.60% 

Distant 103,368 21.30% 21.00% 21.60% 797,346 20.30% 20.20% 20.40%

States. In the remaining 11 other types of cancer considered, 
the five-year RS was significantly higher in NJ. Although the 
magnitude of the survival difference was small for most types, 
it was relatively large for lung, kidney/renal pelvis and stomach 
cancer. When survival is broken down by extent of disease, as 
indicated in Table 1, patients in NJ had a higher five-year RS 
for cancers with localized, regional and distant presentation. 

These findings suggest that although NJ residents are more 
likely than their countrywide peers to be diagnosed with 
cancer, they also have better prognoses than these peers. 
Additionally, incidence may only appear higher due to greater 
implementation of screening and diagnostic methods and 
more expertise of clinicians in NJ compared to other states, 
which is expected given the number of excellent medical and 
cancer centers in the tri-state area. The latter is likely also an 
explanation for superior cancer survival in NJ compared to other 
states. There are 10 NCI-Designated Cancer Centers in NJ and the 
nearby metropolitan areas of New York City and Philadelphia. In 
addition, numerous NJ hospitals are highly ranked by U.S. News 
and World Report and other independent agencies. Certainly, 
access to superior healthcare in the state of NJ may contribute 
to the better prognosis of cancer patients in this state.

INCIDENCE OF CANCER IN NJ:  
COMPARING COUNTIES
Demographic and socioeconomic characteristics, and 
occupational and environmental exposures, as well as the 
number of expert practitioners, can vary even within a state. 
Incidence of cancer overall is compared among NJ counties 
in Figure 2. Although there was some variation among most 
counties, two counties in particular had markedly different 
overall incidences of cancer compared to all other counties. 
Cape May County had a higher incidence of cancer than all 
other counties, and Hudson County had a lower incidence 
than all other counties. 

In order to identify types of cancer that may need special 
attention in certain counties, subgroup analysis by type of 
cancer was performed. Although there were some minor 
differences among most counties in almost every type of cancer, 

three types of cancer stood out in particular: The incidence of 
melanoma was higher in Cape May (38.3, 95% CI= 35.5-41.3), 
Hunterdon (34.5, 95% CI= 31.8-37.3), Monmouth (29.5, 95% 
CI= 28.4-30.6) and Ocean (28.9, 95% CI= 27.8-30.0) counties 
when compared to NJ overall (20.8, 95 % CI= 20.6-21.1). The 
incidence of melanoma among whites was also higher in these 
counties: NJ overall: 24.7, 95% C.I.= 24.4-25.0; Ocean: 29.3, 95% 
CI= 28.2-30.5; Monmouth: 32.4, 95% CI= 31.1-33.6; Hunterdon: 
34.9, 95% CI= 32.2.1-37.9; Cape May: 39.0, 95% CI= 36.1-42.2. 
The incidence of Kaposi sarcoma in Essex County (1.2, 95% CI= 
1.0-1.4) was significantly higher than in NJ overall (0.5, 95% 
CI= 0.5-0.6). The incidence of mesothelioma was significantly 
higher in Camden (2.6, 95% CI= 2.3-3.0), Gloucester (3.1, 95% 
CI= 2.6-3.7) and Somerset (3.4, 95% CI= 2.9-4.0) counties when 
compared to NJ overall (1.5, 95% CI= 1.4-1.5).8

The higher incidence of skin cancer in Cape May, Monmouth 
and Ocean counties is unsurprising considering that these 
counties are coastal counties with many beaches. Outdoor 
recreational activities, such as sunbathing and surfing, are 
known to increase the risk of skin cancers via increased 
ultraviolet radiation exposure.10, 11 When compared to the rest 
of the state, these counties also have higher proportions of 
white residents, another well-established risk factor for skin 
cancer.12 However, when incidence of skin cancer was stratified 
by race, incidence of skin cancers in whites in these counties 
was substantially higher than that of whites in other counties,13 
suggesting that race is not the primary explanation for the 
observed differences.

The high incidence of Kaposi sarcoma in Essex County is likely 
related to the high prevalence of human immunodeficiency 
virus (HIV) infection in the county,14 particularly in the city of 
Newark.15 Acquired immunodeficiency syndrome (AIDS), which 
is caused by HIV, is now the leading cause of Kaposi sarcoma.16 
The high incidence of mesothelioma in Somerset County may 
be related to known sources of asbestos exposure through 
industrial occupations.17 However, it is important to keep in 
mind that although the incidence of these malignancies is 
higher in these counties, they are still rare overall.

MDADVISOR 31



CONCLUSION
Using the SEER 18 database, we performed a population-level 
analysis of cancer incidence and mortality in NJ and the rest 
of the United States. Our findings show that the overall cancer 
incidence, as well as the incidence of certain cancer types, 
is higher in NJ than in the rest of the country. Thus, work to 
decrease the incidence of cancer in NJ toward or below the 
national average remains to be done. However, the analysis 
also shows that relative cancer survival rates are higher in NJ 
than in the rest of the country. Therefore, although NJ residents 
may be more likely than other Americans to be diagnosed with 
cancer, they also have better survival outcomes. 

We also found that within the state, cancer incidences vary 
widely, with the highest incidence in Cape May County and 
the lowest in Hudson County, even after adjusting for age. 
This study indicates that NJ physicians may need to have a 
higher degree of suspicion of certain cancers depending on 
the patient’s county of residence. 

Figure 2. Error bars indicate 95% confidence intervals. From SEER*Stat Database: Incidence - SEER 18 Regs 
Research Data, Nov 2016 Sub (1973–2014). National Cancer Institute, DCCPS, Surveillance Research Program, 
Surveillance Systems Branch, released April 2017, based on the November 2016 submission. 
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Figure 2. Comparison of Incidence of Cancer in 
New Jersey by County
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Reinforcing 
COMPETENCE 
without Increasing  
Physician Burnout:
A Maintenance of 
Certification (MOC) 
Alternative Study
By Paul G. Mathew, MD, DNBPAS

Competence is something that physicians, 
patients, payers and other players in the 
healthcare system want to ensure. Yet  
residency programs can vary in terms of the 
knowledge and clinical skills that new physi-
cians acquire before graduation. Therefore, 
initial board certification is a means by which 
it can be demonstrated that regardless of 
variability in residency training, board-cer-
tified physicians have demonstrated a foun-
dation of knowledge that is important in the 
practice of medicine. 

In the past, after initial certification, our 
grandfathered physicians maintained and 
added to this knowledge by attending  
continuing medical education (CME) courses, 
independently researching difficult cases, 
discussing cases with colleagues and quite 
possibly the most overlooked activity, learn-
ing by taking care of patients. In addition to 
being overlooked, this kind of passive learning 
may be the most powerful form of physician 
learning. A rare zebra diagnosis when seen 
in the clinic now triggers in the mind of the 
physician a patient’s face, disabling findings 
noted upon examination, challenges the 
patient has with completing activities of 
daily living, as well as the family/friends who 
attend appointments with the patient who 
ultimately, along with the patient, build a 
therapeutic relationship with the physician. 

These subtle elements of learning lack 
credit hours, are not recorded in spread-
sheets and are not a requirement of a reg-
ulatory body. However, they have never been 
shown to be less effective in maintaining 
ongoing physician learning than the current 
system of Maintenance of Certification (MOC) 
programs. It is time that physician leaders 
consider alternative programs of continuing 
medical education that are less burdensome, 
expensive and time-consuming than the cur-
rent unproven MOC program. 

MOC AND PHYSICIAN BURNOUT
The Maintenance of Certification programs 
were established to ensure competence 
when there was no clear indication that 
competence was lacking with the active 
and passive mechanisms that have always 
been in place. No adequate studies were  
performed to demonstrate that a 10-year 
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exam or modules improve patient care. In contrast, one study 
compared physicians who were complying with MOC programs 
to grandfathered physicians who were not required to partici-
pate in MOC. Based on 10 performance measures, no significant 
difference was demonstrated between the two groups.1 

The unproven, expensive and time-consuming nature of 
MOC has led to considerable physician dissatisfaction with the 
MOC process. A survey conducted at the Mayo Clinic showed 
that 81 percent of physicians (673 of 835) believed the MOC 
programs are a burden.2 Unnecessary clerical burdens like 
MOC are contributing to physician burnout. Current estimates 
suggest that the prevalence of burnout among practicing phy-
sicians exceeds 50 percent.3 Using a pharmaceutical analogy, 
the implementation of MOC has been like introducing a drug 
to the market and then assessing efficacy and side effects after 
the drug has been consumed by the entire population with the 
disease. In the case of MOC, the drug has been introduced, but 
efficacy has yet to be demonstrated, and side effects are clear 
given the prevalence of physician burnout. 

UNDERLYING CORE PROBLEMS 
Rather than developing MOC programs based on clearly estab-
lished deficiencies and without proper studies demonstrating 
MOC efficacy, the American Board of Medical Specialties (ABMS) 
and its member boards arbitrarily created MOC programs, 
endorsed by physician societies, in the name of improving 
the quality of healthcare delivery.

Although financial incentives may not have been a primary 
reason for implementation, one cannot ignore the revenue gen-
erated by the boards in recertification fees and by the physician 
societies that are profiting from the sale of MOC modules that 
are required for physicians to remain MOC compliant. Some 
societies also run MOC review courses, and there is little or 
no disclosure that the people running these courses have or 
continue to receive honoraria or salaries from the ABMS and 
its affiliated boards. 

In addition to financial concerns, MOC also involves elements 
of discrimination. Grandfathered physicians are not required 
to comply with MOC, while younger physicians who completed 
training after 1994 are required to participate in MOC. Ironically, 
older physicians who are further removed from training are 
more likely, if at all, to be out of touch with current practice. In 
addition to age discrimination, there is more subtle discrimina-
tion in terms of gender and race, as grandfathered physicians 
have a larger percentage of Caucasian males, while younger 
physicians as a group include more women and minorities.4 

Adding to the burden of MOCs, the requirements focus much 
attention on the term quality, which has of late replaced the 
term competency. Competency has a rather narrow definition 
when taken in a clinical context, while quality has much less 
specific boundaries. For example, depending on the person 
or entity performing the evaluation, quality care delivery by 

the physician may be defined as running on time, returning 
phone calls/messages in a timely fashion, refilling prescriptions 
without significant delays, ensuring effective communication 
between the patient and nursing staff, as well as maintaining a 
clean hospital or clinic environment.4 Such quality measures 
are included in many institutional quality improvement (QI) 
surveys, and if your institution uses such a survey, you have sat-
isfied an Improvement in Medical Practice (PIP) requirement.5 

In an indirect and more obscure way, quality healthcare has 
morphed to include the abilities of someone who has code 
colors memorized (red=fire, pink=infant abduction, etc.), knows 
how many seconds are required to wash hands, knows proper 
ergonomics when sitting at a desk and how best to lift a heavy 
object from the floor.6 Although these issues may be import-
ant from a practice management or facilities standpoint, they 
should not be included in the labeling of a “quality” physician 
or the MOC process, as they have nothing to do with compe-
tence in the practice of medicine. 

THE ALTERNATIVE
Many of the subjects of the survey study felt that it is important 
to ensure physician competence and that accomplishing this 
goal via a required live board-style CME review course every five 
years would be a reasonable requirement for board recertifica-
tion. The course would include topics that are included on the 
current board recertification exam. Numerous subspecialists 
commented that they would appreciate taking a board-style 
review course as an opportunity to “brush up” on general neu-
rology topics. 

A CME curriculum of this nature could be called Reinforcement 
of Certification (ROC). ROC would ensure that physicians attend 
a core curriculum of live lectures based on the contents of the 
current MOC recertification exam that would serve to update 
them in their field of practice without excessive fees, onerous 
modules or a high-stakes exam every 10 years. In states with 
higher CME requirements, having to attend a board-style review 
course once every five years would allow physicians the free-
dom and flexibility to fulfill their remaining CME requirements 
by attending other CME courses of interest or in areas in which 
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they feel deficient. For sub-specialty board certified physicians, 
the idea of ROC could be implemented for sub-specialty recer-
tification as well. 

Although taking a live board-style CME review course may 
be time-consuming and expensive in some cases, it is time 
and money that would have been spent regardless in order 
to fulfill CME requirements for state licensure. In terms of geo-
graphic and scheduling inconvenience, many of the existing 
courses offered by specialty societies and academic institutions 
throughout the country, such as Harvard and UCLA, could be 
tailored with minor modifications to the ROC format.    

As physician burnout continues to be a problem in healthcare 
today, it is important that regulatory burdens like MOC are 
mitigated without compromising the commitment to life-long 
learning that physicians of all disciplines commit themselves to 
when they enter the practice of medicine. It is critical that phy-
sicians unite and work with specialty societies to implement 
meaningful change that will ensure competence without the 
time, effort and cost associated with MOC. If the ABMS and its 
affiliate boards are unwilling to make reasonable concessions 
at the request of their diplomates, alternative bodies, such as 
the National Board of Physicians and Surgeons (NBPAS), should 
be granted equivalent status for physician credentialing by 
hospitals, academic institutions, insurance carriers and other 
healthcare institutions. 

A RANDOM SAMPLE SURVEY
A random sample of neurologists attending the American 
Academy of Neurology Annual Meeting (April 22–24, 2017) 
gave verbal consent to participate in a yes/no verbal survey 
constructed by the author of this article. The physicians were 
advised that their responses would be de-identified and the 
results would be included in a publication. The survey consisted 
of these three questions:

1.  Do you think that the current MOC programs are burden-
some and contributing to physician burnout?

2.  In order to ensure competency in the practice of neurology, 
would you be opposed to taking a live board-style CME 
review course with a pre-test and post-test once every five 
years after initial board certification rather than participate 
in MOC? The course would include content similar to what 
is tested on the board recertification examination. 

3.  Do you think a live CME requirement of this nature would 
be adequate to ensure that neurologists are up to date 
with current practice?

Seventy-five neurologists consented and participated in this 
survey study. The sample included a random distribution of 
neurologists in terms of age (grandfathered versus non-grand-
fathered), gender, specialty designation (general neurology 

Paul G. Mathew, MD, DNBPAS, FAAN, FAHS, is associated 
with Brigham and Women’s Hospital, Department of 
Neurology, John R. Graham Headache Center, Boston, 
MA; Harvard Vanguard Medical Associates, Department 
of Neurology, Braintree, MA; Cambridge Health Alliance 
Division of Neurology, Cambridge, MA; and Harvard Medical 
School, Boston, MA. 
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versus subspecialties) and practice setting (academic versus 
private practice). Most subjects’ characteristics were noted 
but not recorded in order to limit questions and improve 
participation. 

The results were nearly unanimous:
•  100 percent responded that they felt the MOC programs 

are burdensome and contribute to physician burnout. 
•  100 percent were in favor of taking a live board-style 

review course with a pre-test and a post-test once every 
five years after initial board certification rather than  
participating in MOC programs. 

•  97.3 percent (73/75) of the subjects agreed that  
taking such a board-style review course would be  
adequate to ensure competency. Two subjects felt that  
ensuring competence is not necessary after initial board 
certification. 

This survey study provides evidence that many neurologists 
feel that participation in MOC is burdensome and contributes 
to physician burnout. Many of the subjects commented that 
the current MOC system is very time-consuming and expensive 
without clear benefit. 
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By Mark McShane 
Emerging Medical Leaders Advisory Committee Member

  C

She calmly scanned the large, square room that was 
bathed in blinding white lights. Heavy restraints, which I 
fastened myself, held her snugly against a paper sheet on 

a metal table. She patiently awaited the onset of her medicated 
slumber. As a medical student, my job was to stand next to 
the operating table and keep her mind soothed and occupied 
before her knee replacement surgery. We had conversed for 
quite some time, covering topics that ranged from quiche rec-
ipes to football play-calling. Preparations for the surgery had 
taken longer than expected, though, and we had both settled 
into a peaceful quiet. 

The sounds of crinkling plastic and ripping paper filled the 
operating room. As she completed her survey of the bustling 
room, she turned her head to me and said, “You guys create 
an awful lot of waste in this place. The hospital, I mean. It’s 
just so much trash.” Caught off guard, I nodded and mumbled 
a moral platitude in agreement as she continued, “I know it’s 
not your fault but . . . wow . . .” Before I could respond with a 
defensive justification about patient safety, the surgeon sailed 
into view, introduced himself and set off a chain of events that 
led to anesthetic slumber and a successful knee replacement.

Although the patient meant no malice with her comment on 
hospital waste, it continued to sting me throughout the week, 
and I couldn’t quite explain why. With every sterile gown, plastic 
instrument wrap and pair of gloves that I discarded, I replayed 
her comment in my head. However, I didn’t feel guilty for being 
complicit with the pervasive habit of creating medical waste 
because, after all, it was for patient safety reasons. No, this 
strange feeling—something similar to guilt—stemmed from 
elsewhere. 

Eventually, I realized that my moral discomfort didn’t arise 
from simply producing trash; rather, I had allowed my mind 
to become numb to the issue, to a point where I no longer 
noticed its ubiquity in almost every corner of healthcare. In 
doing so, I had unwittingly admitted defeat and abandoned all 
prospects of innovation and improvement. That was the real 
source of my frustration. If, at some crossroads in life, I meet 
that woman again, I will be sure to thank her. In pointing out 
the obvious, but commonly ignored, issue of medical waste, 
she lifted a curtain that my own mind had drawn against itself. 

Every medical student, me included, has heard some varia-
tion of this wisdom: “Your patients will often teach you when 
you least expect it.” I have found this to be true on countless 
occasions throughout my first few years of medical school, but 
none have been as impactful as this encounter. Typically, learn-
ing from patients occurs by filling knowledge gaps or learning 
to handle new situations. In this instance, though, a patient 
helped me become aware of my own complacency—and as a 
result, I no longer allow my mind to hide the uncomfortable 
issue of medical waste from myself. Although I haven’t yet 
discovered any innovations to help solve the problem, I take 
solace in the belief that change is possible. With an open mind 
and a heightened awareness, the healthcare community can 
begin to combat a problem that keeps on growing. 

Mark McShane is a medical student at Cooper Medical 
School of Rowan University, Class of 2019, and a 2017 
Edward J. Ill Excellence in Medicine Scholarship Recipient.
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Let’s face it, those in medical practice governance are operating in uncharted waters. 
Challenges include continuous downward pressure on reimbursements, increasing 
regulatory requirements, unpredictable referral sources and a drive toward value-based 

medicine. These obstacles are in addition to the everyday issues that come with running a 
medical practice.

As Einstein so wisely reminds us, Insanity = Doing the same thing over and over and expecting 
different results. The healthcare industry is not one where you can remain stagnant if you want to 
thrive and flourish, and it is vital to remain flexible and fluid to keep pace. One key to remaining 
relevant is to invest time in planning your best route forward. When planning for success becomes 
an integral part of the lifeblood of your organization, you will gain a competitive advantage.

The terms business plan and strategic plan may sound like buzzwords straight out of a large 
corporation’s boardroom, but the truth is that they are essential for all businesses and can be 
scaled for any size business. The difference between the two is that a business plan is typically 
created as a feasibility study for a new business or service line, while a strategic plan is a short-
term plan to guide an active business to meet its goals. 

This article presents information on both types of plans, which are vital to keep your practice 
current and flourishing.

By Susan Reed, CPA, CFP

Business and Strategic 
Planning for the Independent  

Physician Practice
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BUSINESS PLAN
A business plan serves as the foundation for your practice. 
This plan addresses the questions of “who?” (your customers, 
competition and management team) and “what?” (the services 
your business will provide). It shows where you are starting, 
where you want your business to be in the future and how you 
plan to get there. Portions of your plan may change over time, 
but when challenges come up, the business plan will keep you 
focused on the goals you have established for your practice. A 
formal business plan contains the following sections, which 
will answer those questions:
Executive Summary 

• A high-level narrative summarizing your overall plan; 
can be a standalone document used for internal and/or 
external use

Practice Description
• A detailed description of your practice’s service offerings, 

your specific areas of expertise and your target audience
Market Analysis 

• A detailed outline of your target market for whom you 
will provide services, coupled with a review of your 
competition—both direct and indirect. It also includes 
your patient demographic.

Marketing and Sales 
• Your growth goals and a detailed analysis of the marketing 

efforts required to effectively promote your services
Management Team 

• A detailed outline of the skill sets needed for your 
management team and specific staff needs 

Finance and Operations
• Detailed financial and operational projections for the 

start-up and/or management of the practice. You should 
create projections for expected expenses and revenues 
for the next several years.

Practices that are considering forming a new medical group 
must produce a strong business plan to assess its viability. 
Preparing a business plan often requires the use of outside 
professionals and services. For example, your practice may 
hire a firm to assist with market analysis or use a facilitator to 
guide the practice through the process. Three people will be 
very helpful in guiding you through your practice start-up: a tax 
accountant or advisor, a legal advisor and a practice start-up 
consultant.

Although a business plan is commonly created for new 
businesses, you can also use it to evaluate new service offerings 
your practice might be contemplating. For example, a pain 
management practice might consider purchasing a C-arm 
machine. Before making a major investment like this, you’ll 
need to ask yourselves the following questions:
Who are your customers? 

• Do your patients have insurance that covers this 
procedure?

• How many patients are you currently referring out for 
this procedure? 

• Will your referring physicians support you providing this 
procedure?

Who is your competition?
• Where are they located?
• What alliances do they have?

Who will manage this new procedure?
• Who has the skill set needed to perform this procedure?
• Who is going to take responsibility for managing this new 

service line?
What are the details of providing this procedure?

• What will the clinical operations look like?
• What will the administrative operations consist of?
• What is the profitability analysis?
After formulating your business plan, and once you have 

determined your business idea is viable, you must strategically 
plan for executing it and making it a reality.

STRATEGIC PLAN
A strategic plan provides a roadmap for accomplishing your 
business goals, whether they are related to forming a new 
business or improving an existing one. A strategic plan is 

generally short term, typically spanning two to five years and 
answers the questions “how,” “when” and “where” you will 
meet your goals. A well-structured strategic plan provides clear 
direction for the practice, offers the opportunity for physicians, 
owners and managers to collaborate in setting the future 
direction, allows the practice to set priorities and offers the 
potential for enhanced financial performance and improved 
quality of patient care. Over the long term, a practice can use 
the strategic plan as a benchmark against which to measure 
progress in achieving the goals that have been set.
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A formal strategic plan contains the following sections:
Vision Statement

• This is an aspirational statement that answers the 
following question: Where do we want our practice to 
go? It must be concise and easy to communicate.

Mission Statement
• This defines your core business and explains the path to 

achieve your vision and the benefit you will provide to 
customers. 

SWOT Analysis and Gap Analysis 
• These compare where the practice is versus where it hopes 

to be; they identify gaps to address practice Strengths, 
Weaknesses, growth Opportunities and potential Threats.

Goals and Responsibilities
• Goals must be detailed regarding responsibilities and 

ownership and must produce answers that are SMART:
Specific: What will the goal accomplish?
Measurable: How will you measure the goal?
 Achievable: Do you have the knowledge, skill, ability and 
resources?
Realistic: Is this goal achievable?
Timely: What’s the timeline you will hold yourself to?

Continual Monitoring
• Progress toward a goal should be monitored regularly; 

updates and challenges should be communicated, 
and those responsible for certain tasks should be held 
accountable.

The first two steps of the strategic plan (mission and vision) 
are very cathartic, but keep in mind that groups often come to 
the table with differing ideas about what the practice stands for 
and the direction it should take. Be sure to fully work through 
differing views to determine the best way forward. By having 
an open dialogue and vetting ideas, practices can unify their 
vision and mission and determine a direction the whole group 
can stand behind. Efficiency and effectiveness are much easier 
to obtain when the entire team is on the same page.

A SWOT and/or gap analysis is truly beneficial by drilling 
down into internal and external factors that affect your practice. 
Internal factors pertain to your strengths and weaknesses. 
External factors include opportunities and threats in the 
marketplace. Both types of factors should be considered in the 
context of meeting your vision and mission as these analyses 
will highlight gaps that your practice needs to address.

After your practice has defined its vision and mission and 
determined how your practice is positioned to accomplish 
them, you will then move into the implementation stage of 
setting goals. The goals of your practice must be SMART, and at 
least one person must take ownership of them. This is critical as 
your plan will not move forward unless there is accountability 
for execution. Be sure to receive input from all participants 
to understand how the goals affect them to ensure that 

one step forward isn’t really two steps back. At the end of 
the process, all members of the management team should 
agree on the goals and thoroughly understand their role in 
achieving them.

A strategic plan requires continual monitoring. Goals need 
to be evaluated continually to ensure they are still relevant. In 
an ever-changing landscape like healthcare, new goals must be 
considered to counteract industry changes, or new directions 
may need to be discussed to meet increased demands or trends 
that emerge.

As with a business plan, outside professionals can be used to 
drive the process of a strategic plan forward. To find common 
ground when you encounter differing opinions, a neutral party 
is helpful. 

When developing your plans, keep in mind this quote by 
Jim Rohn that is fitting for the healthcare industry: “You 
cannot change your destination overnight, but you can 
change your direction overnight.” Medical practices that 
invest in developing a business plan and a strategic plan are 
better equipped to evolve, adapt and change directions as 
healthcare reform continues. Your company’s plans should 
improve communications and provide team members with a 
firm understanding of the practice goals, the direction to reach 
them and their part in obtaining them. After all, it is much 
easier to get a boat to a destination if everyone is rowing in 
the same direction. 

Keep in mind that business plans and strategic plans are not 
static but works in progress, and should be reviewed at least 
annually. Failure to update a plan can lead to complacency. 
As the external healthcare environment changes, any plan 
your practice has developed must be updated to reflect the 
current and anticipated shifts in the internal and external 
environment. 

Susan Reed, CPA, CFP, is a Partner with Sax LLP and is Head 
of the firm’s Healthcare Practice. 

• Lack of clear goals with measurable targets
• Outdated systems and processes 
• Stagnant patient volumes
• Deteriorating financial performance
• Low patient satisfaction results
• Lack of capital
• Missed growth opportunities
• Underperforming personnel
•  The desire to affiliate with another healthcare 

entity or organization

Signs that Your Practice Is 
in Need of a Strategic Plan
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Strength Weakness

Treatment plans for chronic 
conditions have been created.

The group lacks care navigators to ensure patients are 
adhering to their treatment plans.

Opportunity Threats

No groups currently in the 
marketplace have the scale to 
provide this level of care.

Private equity (PE) is moving into the primary and 
urgent care spaces in a big way. PE understands that 
care coordination not only provides quality care but also 
standardizes treatment protocols, providing for better 
outcomes. Better outcomes translate into better 
reimbursement and the ability to participate in risk-
sharing models.

Goal Key Performance Indicators (KPIs) Responsible Parties Time Frame

To create Care 
Coordinator position

Conduct market analysis Director of HR Due end of week 1

Develop job and responsibilities Director of HR & CMO Due end of week 2

Develop recruitment process Director of HR Due end of week 3

Narrow down top 5 candidates for  
Phase 2 interviews

Director of HR & CMO Due end of week 8

Complete interview process/ 
tender job offer

Director of HR Due end of week 10

CONDUCT SWOT AND GAP ANALYSES
Based on the results of the SWOT analysis, PCG identified gaps that needed to be addressed in order to meet the 
practice’s mission and vision. PCG determined that the Group needed to create a Care Coordinator position. 

SET PROGRAM GOALS
Specific: Create Care Coordinator role. 
Measurable: Implement within 90 days.
Achievable:  In-house HR department can conduct market analysis, develop job roles and responsibilities and 

recruit potential candidates. 
Realistic: HR department anticipates a project time frame of 60 to 90 days. 
Timely:  This aligns with the practice vision of implementing a full, quality program by the end of the year.

ASSIGN PROGRAM LEADERS
The Director of Human Resources would lead this project, and the Chief Medical (CMO) would be the clinical liaison.

PROJECT MONITORING PLAN

Primary Care Group (PCG) started the strategic planning process by defining two key elements, mission and vision.

Mission: It is our mission to improve the health of those we serve with a commitment to excellence in all that we do.

Vision: We will transform the healthcare experience through a culture of caring, quality and innovation.

In creating a vision, PCG defined one aspect of quality to be care coordination and decided to follow care coordination 
through the rest of the planning process.

Strategic Planning Case Study:

Primary Care Group
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