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FROM THE DESK OF PATRICIA A. COSTANTE

The Editorial Board is honored to bring you some very important and timely articles in 

our latest issue of MDAdvisor.

There is no disputing the fact that our country is in the midst of a serious opioid crisis. 

Every day, more than 115 people in the United States die after overdosing on opioids, 

and the CDC estimates that the total economic burden of prescription opioid misuse 

alone in the United States is $78.5 billion a year, including the costs of healthcare, lost 

productivity, addiction treatment and criminal justice involvement. We are thankful to 

Dr. Mark Rosenberg from St. Joseph’s Health Alternatives to Opiates Program (ALTO) 

for providing the CME article on this topic. Additionally, Steve Adubato brings us the 

perspective of community leaders who are striving to stem the opioid epidemic 

at the local level.

We also take a look at what is happening around the region and across 

the country with medical marijuana, as well as recent trends with the 

legalization of recreational marijuana. The medical community cites 

the benefits of medical marijuana as many, and there is now 

evidence that making medical cannabis a front-line treatment 

option for those living with pain assists with decreasing the 

use of opioids.

Election Day is coming, and it will be an  

important one, with 35 of the 100 seats 

 in the U.S. Senate up for grabs, along 

 with all 435 seats in the U.S. House 

of Representatives, and many 

critical state and local elections. Our 

Legislative Update features a preview 

of what to look for in our region. I 

encourage everyone to educate 

themselves on the key issues that will 

impact their state and the nation, and to 

remember to get out and vote on November 6th.

Sincerely,

Chairman & CEO 

MDAdvantage Insurance Company 

1MDADVISOR 



Landmark opinion from the Justice Department about MOC
The U.S. Department of Justice (DOJ) Antitrust Division issued a landmark 
opinion about Maintenance of Certification (MOC) in support of alternative 
organizations to promote competition in physician certification. In an opinion 
letter, the DOJ was in favor of making continuous physician certification more 
meaningful and less burdensome. This public position by the DOJ should be 
emphasized by physicians and other stakeholders as they ask hospital boards 
and insurance companies to accept alternative certification organizations, 
including the National Board of Physicians and Surgeons (NBPAS), when setting 
criteria for hospital privileges and payer contracts. As physicians familiar with 
MOC know, current ABMS MOC programs have not been shown to correlate 
with quality of practice or patient outcomes, yet the burden they impose on 
doctors is high.

U.S. Life Expectancy Drops for the 1st Time Since 1993
The Centers for Disease Control and Prevention’s (CDC’s) National Center 
for Health Statistics issued its annual comprehensive health and mortality 
report, which analyzes trends in death rates by cause and demographic. While 
U.S. life expectancy rose from 77.8 to 78.6 years between 2006 and 2016, it 
started to decline between 2014 and 2016. Death rates for Americans ages 15 
to 44 rose by around 5 percent each year between 2013 and 2016, and drugs, 
alcohol and suicide are chiefly to blame, according to the CDC. Suicide is on 
the rise in nearly every demographic, and is now the second-leading cause of 
death among people ages 15 to 24. For Americans older than 65, rates of many 
common causes of death decreased during the preceding decade, including 
heart disease, cancer and strokes. However, the number of people affected 
by Alzheimer’s and related dementias is projected to double by 2060, rising 
from 5 million people in 2014 to an estimated 13.9 million people in 2060.
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Material published in MDAdvisor represents only the opinions of the authors and does 
not reflect those of the editors, MDAdvantage Holdings, Inc., MDAdvantage Insurance 
Company and any affiliated companies (all as “MDAdvantage®”), their directors, officers 
or employees or the institutions with which the author is affiliated. Furthermore, no 
express or implied warranty or any representation of suitability of this published 
material is made by the editors, MDAdvantage®, their directors, officers or employees 
or institutions affiliated with the authors.

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

Letters to the editor are subject to editing and abridgment. 

MDAdvisor (ISSN: 1947-3613 (print); ISSN: 1937-0660 (online)) is published by  
MDAdvantage Insurance Company. Printed in the USA. Subscription price: $48 per year; 
$14 single copy. Copyright © 2018 by MDAdvantage®. Postmaster: Send address changes 
to MDAdvantage, 100 Franklin Corner Road, Lawrenceville, NJ 08648-2104.

For advertising opportunities, please contact MDAdvantage at 888-355-5551. 

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.
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MDADVISOR: What is the legacy of Karen Ann Quinlan?
QUINLAN: Certainly, Karen’s life has been the inspiration for my 
family to become involved with hospice, establishing the Karen 
Ann Quinlan Hospice. But Karen’s legacy goes well beyond the 
services we provide. Karen has become the symbol for how 
we care for one another at the end of life, universally, across 
the world. It is not just about the care of the terminally ill, but 
also about the change in people’s outlook on death and dying. 
I continue to be involved in hospice to carry on the work that 
she inspired. Karen’s legacy will live on as long as I am living, 
and I am fortunate to have a son and daughter who will also 
carry it on. They are very involved with the hospice, and I am 
grateful for that. 

MDADVISOR: From your standpoint, what was the impact of 
the landmark court case?
QUINLAN: My husband, Joe, and I never expected the court 
case to become so important to so many people. We just 
thought we would do what we felt was right for our daughter 
and for our family, and that would be the end of it. But the case 
took on a life of its own. We had reporters at our home 24/7. 
At the trial, there were 60 reporters, and the only reason there 
were only 60 reporters is that the courtroom couldn’t hold any 
more. No one could have anticipated what occurred. It was a 
situation where medicine had outstripped the law. There were 
two helicopters flying around when we argued in the New 

Jersey Supreme Court, and hundreds of reporters in Trenton. 
Ultimately, when they issued the opinion, every major network 
in the world was there. Karen Ann Quinlan’s contribution will 
live on in through the legacy of her landmark case and the 
advancements in hospice that occurred as a result.

MDADVISOR: Who supported you during the entire ordeal?
QUINLAN: So many people helped us. We had the wisdom of 
our advisor and attorney, Paul Armstrong. We were so fortu-
nate to have Richard J. Hughes, the only man to serve as both 
Governor and Chief Justice, to write the decision that bears 
Karen’s name. We had the backing of the Catholic Church. 
Also, the press was extraordinary. They examined all the issues 
very carefully and sought out ethical experts, theologians and 
statesmen of medicine, and then they became advocates for 
us. They really supported our daughter and the family in a way 
that you would never see today. 

MDADVISOR: What was the most difficult part of Karen’s  
experience for you?
QUINLAN: I think the hardest part of it all was the trial. It was 
very difficult to hear attorneys talking about the fact that we 
wanted to kill our daughter. Of course, at that time there was 
a lot of talk about euthanasia. It’s a thin line that you walk. 
Dying because there is no hope of ever surviving is different 
from taking someone’s life. Hearing the physicians describe 

REMEMBERING THE LEGACY OF 
KAREN ANN QUINLAN: A PERSONAL 
REFLECTION FROM HER MOTHER, 
JULIA QUINLAN

On April 15, 1975, 21-year-old New Jersey resident Karen Ann Quinlan stopped breathing and lapsed into 
a coma. After five months, doctors diagnosed Quinlan as being in a persistent vegetative state. The treating 
physicians, fearing potential civil and criminal liability, refused the request of her parents, Joseph and Julia 
Quinlan, to disconnect her respirator. Karen’s parents filed suit to disconnect her from the ventilator. Based 
on the right to privacy, the New Jersey Supreme Court ruled that “no compelling interest of the state could 
compel Karen to endure the unendurable” and allowed her to be taken off life support. Once weaned from the 
respirator, Karen Ann Quinlan survived for nearly 10 more years, dying of pulmonary failure on June 11, 1985, 
in a New Jersey nursing home. The court case was at the center of a national debate on the definition of life 
and the right to die, and has affected the practice of medicine and law around the world. The Quinlans’ legal 
battle for their daughter’s right to live without extraordinary means of life support and the landmark decision 
that followed led to the creation of the Karen Ann Quinlan Hospice.

Interviewed by Catherine E. Williams, Janet Puro, MPH, MBA and  
Hon. Paul W. Armstrong, JSC (Ret.)
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Karen’s condition was terribly emotional. At times, I had to 
leave the courtroom. I just couldn’t handle it at all.

MDADVISOR: What sort of reception did you receive during 
and after the trial?
QUINLAN: The public was very supportive of us. Americans 
felt it was appropriate that family members could make deci-
sions for their loved ones who were unable to make decisions 
themselves. Before the case, we didn’t know that. No one did, 
because there had never been a case like this. The whole situ-
ation was overwhelming to me and to Joe because we never 
anticipated this response. We are a very private family, and 
suddenly, we were pushed into the public eye. We received 
thousands and thousands of letters. Here we thought we were 
the only ones going through this situation, but we received so 
many letters of support from families who were thankful for 
the guidance of our daughter’s case. 

Additionally, many people from all around the world sup-
ported us, and our faces were recognized everywhere. We had 
the opportunity to speak in many countries. We went to places 
like Portugal, Japan, England, France and Ireland. In other 
countries, they look at death differently than we do. They speak 
about death like it should be talked about.

MDADVISOR: What changed as a result of Karen’s court case?
QUINLAN: The court case was translated into 64 languages, 
across the world. Wherever medicine is practiced and there 
are the technical abilities to sustain life, the Quinlan case has 
become a guide. In the United States, the Quinlan case (heard 
in the New Jersey Supreme Court) has been cited as precedent 
by the United States Supreme Court, which is the inverse of 
what is normally done.

So much has been accomplished since then. The case led to 
the requirement that all hospitals, nursing homes and hospices 
have ethics committees. We have more hospices now than we 
ever had before. We worked with Senator Bill Bradley, who 
helped facilitate getting federal funding for hospice care in 
1979. We were there with Governor Florio when he signed the 
Living Will Act in 1991. When this all started, the emphasis of 
hospice was on dying, and today it is on living while dying. 

MDADVISOR: How did your involvement in hospice get started?
QUINLAN: We did a lot of research in the beginning. Joe and I 
had the opportunity to meet with some experts to provide the 
direction we needed. I met with Dame Cicely Saunders from 
England, the founder of the modern hospice movement. I also 
spent time with Elisabeth Kubler-Ross, a pioneer in near-death 
studies and the author of the groundbreaking book On Death 
and Dying.

Joe and I traveled across the country to visit different hos-
pice programs. We got to meet with administrators, healthcare 

providers and volunteers. We ended our trip in California, and 
it was a wonderful experience. We saw many things changing 
in hospice. We saw the need to have a facility for hospice where 
patients and their families can go, and we selected a location 
in northwest New Jersey. The revenues we received from the 
Doubleday book [Karen Ann: The Quinlans Tell Their Story] and 
an NBC movie [In the Matter of Karen Ann Quinlan] were used 
to support the hospice. That was the start of the Karen Ann 
Quinlan Home for Hospice. But it also took a lot of fundraising. 
We are a not-for-profit hospice, and we accept patients regard-
less of whether they can pay or not. We have cared for many 
patients because of the hospice center’s excellent reputation.

We have a wonderful group of nurses. They also care for 
patients in nursing homes, retirement homes and their homes. 
You have to have a special dedication to this job; it’s not the 
same as being a nurse in the hospital. For example, when we 
were recently impacted by a nor’easter, many people lost 
power, and we opened the Home for Hospice not only to 
patients but also to their families. The families stayed here 
overnight. We fed them, and they had a place to shower. It 
was like a hotel for them. Our staff also continued to reach all 
of the other patients we were caring for at home and in other 
locations. That’s what hospice is about. It’s about reaching out 
to all the community, not just a small group. 

MDADVISOR: Your hospice services cover a lot of ground, 
during the process of dying and after. What other services do 
you provide?
QUINLAN: We have a wonderful bereavement program. It’s 
not only for adults but also for children. We have learned that 
children are often lost after the death of a loved one. A seven- 
or eight-year-old child doesn’t understand why mom is dying. 
After the mom dies, they’ll cry, but then they’ll go outside and 

Joseph and Julia Quinlan
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play. You think that it’s all forgotten, but it’s not. That is why we 
have the bereavement program and why we include children. 
We have had children who were in the bereavement program 
maybe 10 years ago, and now they’re grown—they may be 16 
or 17 years old—and they reflect on it. Sometimes they will 
volunteer and continue to support us, which is just wonderful. 

MDADVISOR: Talk about the importance of the volunteers who 
work with the hospice.
QUINLAN: We have quite a number of volunteers, most of 
whom have had a personal experience with death in some way. 
It is the same with our board members. Often when a loved 
one dies, a family member or friend decides to volunteer to 
help out others going through a similar experience. They make 
great volunteers because they have been there and they know 
what is needed. 

MDADVISOR: What do you think still needs to be improved for 
individuals at the end of life and the way we care for them?
QUINLAN: I think we’re doing a much better job than we have 
in the past. I’ll use the Home for Hospice as an example. The 
patients all have private rooms. When they come in, they may 
have six days to live, or they may have six months to live. While 
they receive the care that they should receive, the emphasis 
is on living. When we know that there is not much time left for 
that patient at the end of their journey, there is always room 
for the family to be with their loved ones. Some people come 

into the program, and because they’re receiving the right care, 
their life is extended, and they can leave the program. Then, 
when they start to regress, they can come back. We’ve had 
that happen often. It’s important to receive the right care that 
is needed at the right stage. 

MDADVISOR: What’s the most important message you have for 
families who are dealing with end-of-life care for a loved one?
QUINLAN: I think the most important thing is to talk to that 
person. Listen to what they are saying, and to what they’re not 
saying. Let them say whatever they want to say. Just be there; 
just the presence of someone who really cares in one’s final 
days is so very important. 

MDADVISOR: What message do you have for physicians about 
dying with dignity or end-of-life care?
QUINLAN: Over the years, I have had the opportunity to speak 
to many different physicians to provide education about hos-
pice. I would say that the majority of doctors in our area sup-
port us and are very cooperative. But I also think it is a hard 
concept for some physicians to learn to let go. They are taught 
to keep people alive; that is their mission and their job. Some 
physicians will not direct their patient to hospice until the 
very, very end, and the patient and the family then do not 
receive the whole support that they could have received. I 
want physicians to remember that in every life there is a time 
to die. No one wants to see anyone suffer just to live another 

I want physicians to remember that in every life there is a time to die. No one wants to see anyone suffer just to live another day, another week, another month. 
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day, another week, another month. Personally, I want to live 
life to the fullest until I can no longer enjoy it.

MDADVISOR: What is it like to be a 91-year-old Chairman of an 
enterprise like the Karen Ann Quinlan Memorial Foundation?
QUINLAN: I am very fortunate. I am the Chairman of the Board, 
and my daughter, Mary Ellen, is Vice-Chair. I’m pulling back 
as I get older, and one day Mary Ellen will take over. We’ve 
helped thousands of families over the years, and for me, that’s 
my reward. I’m so thankful every day that we did it, and that 
Karen’s life is serving a purpose. Not only today, not only yes-
terday, but forever, her life will serve a purpose. She would 
love that. 

MDADVISOR: What sort of perspective have you gained looking 
back on your experiences with Karen?
QUINLAN: Right now, I’m writing my third book about hospice. 
Those 10 years that Karen lived in a persistent vegetative state 
were the most difficult years of my life, yet there have been 
so many blessings, and it brought out the good in so many 
people. Losing Karen was sad, yet there were happy moments 
and many memories. I will always say I was blessed to have 
Karen and blessed to have all of the support that we had. We 
went through the most tragic moment that anyone can expe-
rience. I don’t know how we ever lived through it. We as a 
family leaned on the love of each other, and I know there was 
a higher hand guiding us.

MDADVISOR: What does the future hold for the Karen Ann Quinlan 
Home for Hospice?
QUINLAN: On April 15, 2020, the hospice will be 40 years old. 
My son, John, is planning a big celebration for this 40th anni-
versary of the Home for Hospice. I will be honored by all those 
who made the Karen Ann Quinlan Home for Hospice possible. 
I expect it will be a wonderful evening where we acknowledge 
our fourth decade of the hospice, as well as the patients and 
families we have been privileged to care for. 

MDADVISOR: How do you want Karen Ann to be remembered 
as a person? 
QUINLAN: I remember her as being very happy and active. 
She had a beautiful voice. She loved to swim, play baseball 
and do anything athletic. She taught her brother, John, how 
to wrestle and how to play ball. She was always on the go. 
Karen filled our entire family with the love of life. That’s how 
I remember Karen.

Catherine E. Williams is Senior Vice President, Business 
Development and Corporate Secretary, and Janet S. Puro, 
MPH, MBA is Vice President, Business Development and 
Corporate Communications, at MDAdvantage Insurance 
Company. The Honorable Paul W. Armstrong, JSC (Ret.), 
served as a New Jersey Superior Court Judge in Somerset, 
Hunterdon and Warren counties in the Civil, Criminal and 
Family Divisions, and as an attorney argued the right-to-die 
case of Karen Ann Quinlan.

I want physicians to remember that in every life there is a time to die. No one wants to see anyone suffer just to live another day, another week, another month. 
— Julia Quinlan
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By Mark Rosenberg, DO, MBA

Changing Our Mindset about
the Treatment 

of Pain

In order to obtain AMA PRA Category 1 Credit™, participants are required to adhere to the following:

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

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

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

4. Send the Registration and Evaluation 
Form to: 
 MDAdvisor CME Dept 
 c/o MDAdvantage Insurance Company 
 100 Franklin Corner Rd 
 Lawrenceville, NJ 08648 

Or complete online at www.
surveymonkey.com/r/F2018CME 

Or fax to: 978-244-5112

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

6. Mail the Registration and Evaluation 
Form on or before November 1, 2019. 
Forms received after that date will not 
be processed.
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LEARNING OBJECTIVES

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

 1     Discuss the risks and signs of opioid abuse, diversion 
and addiction

 2     Explain the three recommended approaches to 
resolving the opioid crisis

3     Describe the alternatives to opioids for managing and 
treating pain

4     State responsible opioid prescribing practices

Author: Mark Rosenberg, DO, MBA, Chairman, Emergency Medicine and 
Chief Innovation Officer, St. Joseph’s Health, Paterson, NJ.
Accreditation Statement: HRET is accredited by the Medical Society 
of New Jersey to provide continuing medical education for physicians. 
This activity has been planned and implemented in accordance with the 
accreditation requirements and policies of the Medical Society of New 
Jersey (MSNJ) and through the Joint Providership of Health Research 
Education and Trust of New Jersey (HRET) and MDAdvantage. HRET is 
accredited by the Medical Society of New Jersey to provide continuing 
medical education for physicians.
AMA Credit Designation Statement: HRET designates this enduring 
activity for 1.0 AMA PRA Category 1 CreditTM. Physicians should claim only 
the credit commensurate with the extent of their participation in the 
activity.
Disclosure: The content of this activity does not relate to any product of 
a commercial interest as defined by the ACCME; therefore, there are no 
relevant financial relationships to disclose. No commercial funding has 
been accepted for the activity.

P ain is important. It is a natural instinct necessary for survival. That 
is why the management of acute pain should be based on function, 
not pain relief. Someone with neuropathy in his feet, for instance, 

needs to feel the pain to know there is a problem. Still, as physicians, we 
want to reduce the degree of pain so that our patients can function. Can 
they walk? Can they sleep? Can they do the things that they need to func-
tion normally? These are the questions we need to answer, but we don’t 
need to get our patients completely pain free. Knowing this leads us to 
consider a mindset change and a careful review of alternative methods 
of pain relief as we face the opioid crisis. 

THE MAGNITUDE OF THE OPIOID CRISIS 
According to preliminary data from the Centers for Disease Control and 
Prevention, 2017 was the worst year for drug overdose deaths in U.S. his-
tory, with more than 72,000 people dying of overdoses, or nearly 200 people 
a day.1 Nationwide, more Americans died of overdoses in 2017 than were 
ever killed by guns, car crashes or HIV/AIDS in a single year in the United 
States. The 2017 death toll was higher than all U.S. military casualties in 
the Vietnam and Iraq wars combined.2
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HOT SPOTS FOR OPIOID ABUSE
No area is untouched by the opioid crisis. No one’s neighbor-
hood—suburban or urban—is exempt. We used to think heroin 
was a plague for the inner cities, but now, although the inner 
city may be the distribution center, we’re seeing the deadly 
effects throughout America. There are certain hot spots in the 
country. Appalachia has always been an area where there are 
a lot of deaths, and Ohio is another area with a high death 
rate. In New Jersey, Essex County leads in opioid deaths, but 
this is not specifically a Newark problem; this is a state- and 
country-wide problem.

HOW WE GOT HERE
The opioid epidemic was sparked and then fueled by four 
factors.

Factor #1: In 1986, two reputable investigators reported in 
Pain that opioids are safe to use and non-addicting and should 
be used in the treatment of anyone who has acute pain.3 

Factor #2: At the same time, Mexican cartels set up a very 
strong distribution network in the United States for black 
tar heroin. It started on the West Coast and was eventually 
in every major city. This was, and still is today, an advanced 
and sophisticated network that offers same-day, to-your-door 
delivery of heroin. 

Factor #3: Shortly after the acceptance of opioids as safe 
drugs for pain, pharmaceutical manufacturers developed new 
opioids. Long-acting agents, such as Oxycontin, grew popular 
with prescribers for the management of chronic pain. 

Factor #4: Finally, in 1998–1999, the Veterans Health 
Administration and the Joint Commission determined that 
pain should be considered the fifth vital sign. In paving the 
way for overuse of pain relief medications, they further recom-
mended that in all medical evaluations of pain, pain should 
be treated aggressively.

By the late 1990s, physicians were aggressively prescrib-
ing opioids, believing them to be safe and non-addictive. Not 
surprisingly, at the same time, prescription opioid deaths 
increased dramatically. Then, in 2010, the rate of deaths from 
heroin overdoses began to soar. Starting in 2013, we saw deaths 
from synthetic opioids, such as fentanyl, rise to outpace deaths 
from prescription opioids and heroin.4

THE MOVE FROM OPIOIDS TO HEROIN 
We now know that opioids are extremely addictive, and this 
addiction can affect the structure and function of the brain. 
Opioids activate several brain systems, including one that 
motivates a person to take more of the drug. At the same 
time, opioids cause changes in another part of the brain that 
limits a person’s ability to stop taking them. When these two 
brain processes work in combination, the effect is like hitting 
the accelerator in a car—without having any brakes. A person 

addicted to opioids feels an intense urge to take the drug again 
and has a hard time resisting that urge.

The pendulum has swung from a very liberal practice of 
prescribing opioids to today’s reluctant fear, limiting their 
use. Pain centers are being investigated, and some are being 
closed. Some healthcare professionals are afraid to take care 
of patients with chronic pain. This has caused a new patient we 
now call the chronic pain orphan—the person who has been 
managing chronic pain and functioning well with prescription 
opioids, but suddenly finds that the pain clinic or pain physician 
will no longer prescribe the medication.

These people then often go to new doctors or emer-
gency departments (EDs), desperate for relief from pain and 
withdrawal. The staff can check state-specific Prescription 
Monitoring Programs and determine whether a patient is 
doctor or ED shopping. Of course they are; withdrawal from 
opioids hurts. The person is vomiting and sweating and having 
abdominal pain, diarrhea and shaking chills. They feel like they 
are going to die. For them, the goal is to get more opioids to 
make this stop. 

This is when they may find themselves looking for medi-
cations on the street–typically heroin–with a price point of 
approximately $1 to $2 per milligram. The pain and withdrawal 
symptoms disappear. But heroin is not a regulated pharma-
ceutical with controlled dosage and concentrations (unlike in 
the United Kingdom where heroin is legal for prescriptions). 
Compounding the problem, fentanyl is often added to heroin. 
Now the dose is not controlled at all and people are dying from 
fentanyl and heroin overdoses.

This path from addiction to prescription drugs to street drug 
overdose is all too common. I had a good friend with esopha-
geal cancer who spent nine months going through multiple sur-
geries, radiation and chemotherapy while taking prescription 
opioids for the pain. After he was discharged from the hospital, 
the prescription was no longer renewed because he was now 
cured. When the withdrawal symptoms began, he went doctor 
shopping and then eventually turned to street heroin. He died 
of an overdose last Thanksgiving because he was trying to 
manage his withdrawal from prescribed medication.

Another problem I have seen is when adolescents, usually 
around age 13 to 16, get an opioid prescription from their 
dentist after a tooth is pulled. They find that the opioid takes 
away all their social awkwardness. These formative years can 
be very difficult times for this age group, and they are at risk 
of becoming psychologically dependent on that medication. 
They quickly discover that when they go to parties, they have 
fewer inhibitions, when normally they may be a wallflower. I 
am sharing a true story. A girl’s mom told her to take a Percocet 
before a party so her mouth didn’t hurt. The girl liked the way 
this made her feel, repeated this a few times and eventually 
found a friend who was able to get her more medication.  
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Last August was the one-year anniversary of her death from 
heroin overdose. This prescription originally came from the 
dentist, and it’s a typical way that we see young people become 
dependent on opioids. They may not have the restraint that 
they need to stay away from these medications, and they often 
do not realize how dangerous they are.

FIXING THIS NATIONAL PROBLEM
The fix for the opioid epidemic has three legs: prevention, 
detox and recovery, and harm reduction. 
Prevention 
If I don’t prescribe opiates, my patients are not going to get 
addicted to them. That is the premise of the “Alternative to 
Opiates” Program—ALTO. 

The ALTO Program was originally designed to make the St. 
Joseph’s University Medical Center emergency department 
completely opioid free and to come up with alternatives to 
pain treatment that were safe, effective and non-addicting. 
However, we were completely wrong in our initial premise. 
We have to use opioids. For more than 3,000 years, opioids 
have been used to effectively treat pain and other medical 
conditions. Opioids don’t have a lot of reactions with other 
medications, and they are safe when used with respect and 
within guidelines. Somebody who comes in with a fractured 
pelvis from a car accident would certainly benefit from treat-
ment with opioids. 

We developed the ALTO Program by looking at the five most 
common conditions that present to the emergency depart-
ment (kidney stones, sciatica, extremity fractures, headaches 
and musculoskeletal pain). We came up with already existing 
protocols for pain management and started using them in the 
ED with great success. We have proven that many people in 
serious pain, who were previously treated with opioids, can 
be treated successfully with alternative methods.

For example, instead of administering intravenous (IV) opi-
oids for the pain of kidney stones, we can give IV lidocaine and 
alleviate the kidney pain completely. Interestingly, the stone 
seems to pass much more quickly than it does with opioids. 
The patient gets relief, passes the stone and goes home happy 
without a prescription for an opioid. 

Or for pain like sciatica, we can give a series of different 

medications that include gabapentin. We can also give different 
types of pain relievers such as COX-2 and COX-1 CLX inhibi-
tors—drugs that are specific for blocking the pain receptor, so 
they manage the pain directly, rather than mask the pain with 
opioids. Or for pain from something like a hip fracture, we can 
manage that with a bit of nitrous oxide and then give a nerve 
block to block the nerve at the hip joint and get the patient to 
surgery, without ever giving an opioid.

A multimodal layering of different medications together, 
along with nonpharmaceutical modalities like ice or heat, 
stretching, yoga, acupuncture and manipulation, also improves 
the patient’s function without having side effects. For instance, 
we can give an over-the-counter COX-1 inhibitor (Motrin or 
Naprosyn) that blocks part of the musculoskeletal pain syn-
drome. If we add Celebrex, however, which is a pure COX-2 
inhibitor, we increase the amount of pain relief. And if we add 
Tylenol to that, we now have a combination of medications 
that are significantly stronger in pain relief than morphine, 
without the side effects.

What is clear is that patients, as well as physicians, want to 
reduce the prescribing of opioids. Parents do not want us to 
prescribe opioids for their children. We are seeing more par-
ents bringing their kids to the ED and stating that they don’t 
want opioids prescribed, and we as physicians wouldn’t give 
them unless absolutely necessary. The same goes for elderly 
patients. Opioids are an independent fall risk. The use of opi-
oids alone increases the risk of falls in geriatric patients. If I 
can treat your mother or grandmother better without opioids 
and without risk of falls, it is better for everyone. We’re also 
seeing another group of patients, those who are dependent 
or had problems with alcohol or drugs in the past who don’t 
want to go down that path again.

The ALTO Program at St. Joseph’s decreased the ED’s opioid  
use by 82 percent and at the same time, increased patient and 
staff satisfaction. We also challenged our entire medical staff at 
St. Joseph’s to come up with their own ALTO protocols, which 
has been successful. Our Department of OB/GYN was able to 
decrease their opioid use by 50 percent. The ALTO Program has 
also shown amazing success in hospitals across the country. 
A four-hospital system in Colorado, for example, started using 
ALTO protocols and was able to get a 36 percent reduction in 
opioid use. 
Detox and Recovery 
During Prohibition, many people died from alcohol poisoning 
because alcohol was no longer regulated, and people were 
making what they called wood alcohol—which was methanol 
and deadly. A similar dynamic is at work in the opioid crisis. 
When people go to the street, they purchase an unregulated 
product that may be cut with fentanyl added to an unknown 
concentration of heroin. The more we tighten up our medical 
opioid supply, the more likely those who can’t get help for 
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withdrawal will turn to the street and will die. The solution is 
not in just making legislation and regulations to reduce the 
abuse of heroin; it’s also about managing those in need by 
acknowledging dependence and addiction for the diseases 
they are. 

People who are dependent on prescription or street drugs 
need treatment to help them get sober, which may necessitate 
medically-assisted treatment. We can discuss recovery pro-
grams with patients in the ED suffering withdrawal symptoms 
after we get them out of withdrawal with drugs like Suboxone 
or buprenorphine. This can potentially stop and prevent the 
withdrawal symptoms without the risk of respiratory depres-
sion and death. Then, when that person is functioning and 
feeling normal again, we can talk about recovery programs we 
offer that will give them back that normal feeling every day.

One important part of our treatment is a peer-to-peer recov-
ery coach program. At St. Joseph’s, after getting a person out of 
withdrawal, we bring in a recovery coach from our community 
partner, Eva’s Village in Paterson. For instance, we might call 
one of our coaches who was a heroin user who lived under a 
bridge in Paterson and knows what it is like to live on the street. 
This is a person who came into our emergency department, 
got treated, went into recovery and now works with us to help 
guide other patients to recovery. 

Too many people in that downward spiral don’t know how 
to get help. But once they trust the system by getting out of 
withdrawal with medically assisted treatment, then they are 
more willing to get into a recovery program. If at first they 
refuse, but I continue to try to help them, a certain percentage 
of them will decide to seek treatment rather than live on the 
street and risk death.
Harm Reduction
Harm reduction provides users with either a drug to counteract 
the effects of an overdose or a program to encourage safe use 
of street drugs.

To counteract drug overdose, physicians can proactively 
prescribe naloxone (Narcan) to the user or to a family mem-
ber. It is administered to rapidly block the effects of opioids if 
and when the user of prescription or street drugs overdoses. 
Narcan is the only drug in the United States that will reverse the 
respiratory depression of an opioid. At St. Joseph’s and in the 
ALTO Program, we train people to use Narcan, and we dispense 
it from a training program that we give to drug users, family 
members and anyone who wants to learn more about it. 

Other types of harm reduction programs offer needle 
exchange or safe shooting sites. St. Joseph’s does not offer 
these programs, and many people don’t want them in their 
neighborhoods. But some places that have set up safe injection 
facilities, such as Canada, Europe and Australia, have had huge 
success in stopping overdose deaths by having these programs. 
Identifying Those Who Need Help
Here’s the problem with identifying people with opioid addic-
tions: Many patients with chronic pain are stabilized on opioids 
and function normally. The goal of the therapy is to improve 
function. Opioids, when used correctly, develop tolerance and 
dependency in everybody who uses them. People who have 
an ongoing supply will never even know that they are depen-
dent. They will just keep taking the medication as they need 
it and as it is prescribed, and it won’t make them drowsy or 
increase their fall risk because they have gotten used to it at 
that point. They are able to function very normally until they 
try to stop. Then they find that they can’t stop without having 
withdrawal symptoms.

It is extremely difficult for a physician to identify a patient as 
addicted to opioids. Using pain contracts and referring to the 
Prescription Monitoring Program (PMP) are helpful strategies, 
along with talking to family members, spouses and parents, 
where appropriate, to get a sense of a patient and whether he 
or she is able to function well. Parents also have an extremely 
difficult time identifying problems in children and adolescents. 
Physicians should counsel parents to be on constant lookout 
for changes in behavior with a high index of suspicion, like if 
they see their child locking her door, changing her friends or 
having different eating or sleeping patterns. These are all warn-
ing signs that something is changing, and it could be opioids. 
Having frequent dialogue and open communication is key to 
keeping children out of danger.
Change of Mindset and Law
The tide is turning. Physicians are starting to change their mind-
set about prescribing opioids. Patients are becoming fearful 
of starting an opioid prescription. Parents are clearly afraid of 
accepting that opioid script for their children. And very impor-
tantly, legislators are starting to realize that rather than just 
making rules about how many pills can be prescribed, their real 
advantage is in helping the medical community strengthen the 
three legs of the solution stool: prevention, detox and recovery, 
and harm reduction.

In early October 2018, the U.S. Senate passed the final ver-
sion of a sweeping opioids package, aimed at prevention, 
treatment and recovery.5 The bill seeks to address various 
aspects of opioid use raised by Senate committees as diverse 
as banking, commerce, finance, health and judiciary. In its 
present form, the legislation would create “a grant program for 
comprehensive recovery centers that include housing and job 
training, as well as mental and physical health care. It would 
increase access to medication-assisted treatment that helps 
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people with substance abuse disorders safely wean them-
selves.”6 Additionally, the bill gives relief from the restrictive 
Medicaid rule that prohibited Medicaid from covering patients 
with substance abuse disorders who were receiving treatment 
in a mental health facility with more than 16 beds. The bill lifts 
that rule to allow for 30 days of residential treatment coverage.6 
If signed by President Trump, the result will be a welcomed 
change. Instead of restricting physicians from managing pain, 
we will have legislation that will help physicians manage pain 
more completely while helping those with opioid dependency.
New Jersey Prescribing Requirements
New Jersey, too, has made efforts to combat the opioid crisis 
with a new prescribing law for the treatment of acute and 
chronic pain.7 The law applies to physicians, dentists, optom-
etrists, podiatrists, physician assistants, certified nurse mid-
wives and advanced practice nurses authorized to prescribe 
controlled substances. 

Before the initial prescription. The law sets down require-
ments that physicians must adhere to before issuing the initial 
prescription for a Schedule II controlled dangerous substance 
(CDS) or any opioid drug used for the treatment of acute or 
chronic pain. These include a thorough medical exam, explo-
ration of the patient’s prior use of alternative pain-manage-
ment strategies and possible substance abuse history, a review 
of relevant information through the Prescription Monitoring 
Program and the development of a treatment plan. 

Initial prescription. Only after determining, through these 
steps, that the patient has not had a prescription for a Schedule 
II controlled dangerous substance or any opioid drug within 
the last year can a physician write the initial script for such a 
medication for acute pain. That initial prescription can be for 
no more than a five-day supply of the lowest effective dose of 
an immediate-release drug. There are no exceptions. 

Prescription renewals. No less than four days after the ini-
tial five-day prescription, an authorized prescriber may issue 
a 30-day supply, if necessary. 

Discussions. All prescribers must note in the patient’s record 
that there was a discussion about the risks of developing a 
physical or psychological dependence on the controlled dan-
gerous substance and that alternative treatments may be avail-
able. This discussion must occur before the initial prescription 
and before the third prescription is issued. The New Jersey 
Academy of Family Physicians advises that these discussions 
take place every time a script is written for a Schedule II CDS 
or an opioid for the treatment of pain. 

Pain management agreement. A written pain management 
agreement is now mandatory when treating chronic pain (con-
tinuous treatment for three months or more). The state is not 
issuing a standard agreement form but is in the process of 
creating a template as guidance. 

CME: The law also requires continuing education for profes-
sionals who prescribe Schedule II CDSs or opioids.

For information on opioid prescribing requirements in other 
states, the state medical society and board of medical examiner 
websites can be helpful resources.

WHAT MORE CAN WE DO?
Any physician who prescribes opioids should be willing to help 
any patient who needs help to get off them. We can no longer 
treat this person any differently than we treat someone with 
chest pain. There is a lot more we can do than just say, “I’m 
sorry; your prescription limit has been reached. Goodbye.” A 
person addicted to opioids has a medical problem that requires 
significant treatment.

Another area of healthcare that we must all address is the 
fact that there are not enough treatment centers to manage 
all the people who are dependent on or addicted to opioids. 
It’s time for our emergency departments across the country to 
start the warm handoff. After offering medical assisted treat-
ment, we need to find the community resources where that 
therapy can be continued. We must treat opioid addiction as 
the disease it is. 

The place to begin looking for information and to become 
forces of change is our state and national medical societies. 
When physicians show interest, the societies will create strong 
programs and offer helpful resources that are targeted for the 
needs of each specialty. We are a large, forceful community. 
We can and will turn this epidemic around.  

Mark Rosenberg, DO, MBA, FACEP, FAAHPM, is Chairman, 
Emergency Medicine, Chief Innovation Officer and Associate 
Professor, Emergency Medicine, St. Joseph’s Health, in 
Paterson, New Jersey.
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CHANGING OUR MINDSET ABOUT THE 
TREATMENT OF PAIN 

CME EXAMINATION
Deadline for Response: November 1, 2019

 1   The goal of all physicians when treating chronic pain should be to completely stop the pain.
a. True
b. False 

 2   The opioid epidemic is a problem confined mostly to large inner cities.
a. True
b. False

 3   By the late 1990s, physicians were reluctant to prescribe opioids, believing them to be unsafe and addictive.
a. True
b. False

4   Prescription opioids are an exceptionally risky treatment option for these patients:
a. The elderly who are at risk of falling
b. Those with previous problems with addiction to alcohol or drugs
c. Young teens experiencing social awkwardness
d. All of the above

 5   Which of the following is not one of the three recommended approaches to resolving the opioid crisis?
a. Prevention
b. Detox and recovery
c. Harm reduction
d. Diversion 

 6   Alternatives to opioids for managing and treating pain include the following:
a. IV lidocaine
b. Gabapentin
c. COX-2 and COX-1 CLX inhibitors
d. All of the above

 7   Addicted patients should agree to enter a recovery program before they begin medically assisted treatment. 
a. True
b. False

 8   Harm reduction includes the following:
a. Offering programs that encourage safe use of street drugs
b. Giving addicts and family members Narcan to counteract a drug overdose
c. a and b
d. Neither a nor b

 9   New Jersey prescription requirements dictate that the initial prescription for a Schedule II CDS can be for no more than 
                    supply of the lowest effective dose of an immediate-release drug.

a. a 3 day
b. a 5 day
c. a 10 day
d. a 12 day

10   Patients addicted to opioids can be easily identified with a simple blood test.
a. True
b. False

This post-test may also be completed online at www.surveymonkey.com/r/F2018CME
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In recent interviews for One-on-One with Steve Adubato, which airs on PBS stations Thirteen/WNET and NJTV, 
Steve Adubato sat down with Angelo Valente, Executive Director of the Partnership for a Drug-Free New Jersey, 
and Jody D’Agostini, founder and Board Chair of Community in Crisis, to discuss initiatives in New Jersey 
striving to stem the opioid epidemic and offer help to those seeking recovery. This article is an adapted version 
of those TV interviews.

ADUBATO: As the Executive Director of the Partnership for a 
Drug-Free New Jersey, you are involved in many initiatives 
aimed at fighting this opioid epidemic. Tell us about the Opioid 
Abuse Town Hall Meetings that you sponsor.
VALENTE: Along with the Horizon Foundation for New Jersey, 
we’ve had a series of town hall meetings, for about 14,000 
people so far, bringing together local experts from each New 
Jersey county, including prosecutors, medical professionals, 
law enforcement officials and people involved in treatment and 
prevention. This gave community members an opportunity to 
understand how this issue affects them locally. In addition, 
through these meetings, we realized that a lot of people don’t 
know the resources that are available right in their backyard. 

ADUBATO: Tell us about some of those resources. 
VALENTE: We have local law enforcement offices where a user 
can go to voluntarily turn over their drugs and then get treat-
ment. We have a van that goes around to shopping centers 
and provides information to residents throughout the state. 
We have recovery coaches who will meet with a user who has 
overdosed and ends up in the emergency room; the coach is 
a person who has been through that experience and can help 
the user get into treatment. These kinds of programs are now 
being replicated throughout the state. 

ADUBATO: What is the Fifth Grade Parent Alert? 
VALENTE: The Fifth Grade Parent Alert directly addresses the 
role of parents in keeping kids away from drugs. Fifth grade is 
crucial because many of these young people are going to be 
entering middle school, and research says that’s when they’ll 
first be approached to experiment. 

ADUBATO: Is the Horizon Foundation involved in that as well?
VALENTE: Yes, the Horizon Foundation for New Jersey has 
been an advocate of making people aware and knowledgeable 
about this epidemic. The New Jersey legislature, too, has been 
ahead of the curve in addressing this crisis. The Legislature 
introduced a series of trailblazing bills about a year ago that 
have been replicated throughout the country. The Notification 

Bill, for example, provides the opportunity for a practitioner, 
doctor, dentist or nurse practitioner to share with the patient, 
before they prescribe an opiate, that nonopiate alternatives 
may be available. And if an opiate is prescribed, that there are 
signs and symptoms of addiction to be aware of. That bill is 
a game-changer.

ADUBATO: Tell us about the Do No Harm initiative. 
VALENTE: Do No Harm was an opportunity for us to educate 
the medical community. Over the last five years, we’ve had 
more than 5,000 physicians, dentists and nurse practitioners 
participate in our medical education programs. And through 
research, we’ve learned that about 90 percent of the people who 
have participated in our Do No Harm symposiums have indi-
cated that they’re going to change their prescribing practices. 

ADUBATO: Is this now a national trend?
VALENTE: This is very consistent with what the Centers for 
Disease Control and Prevention and the Surgeon General are 
advocating to reduce prescriptions for opiates and increase 
the use of alternatives. Senators Booker and Menendez and 
Congressman Pascrell are all pushing New Jersey initiatives, 
like Do No Harm, as well as the ALTO Program at St. Joseph’s 
Health, as national models. 

We are making progress. I think New Jersey is really taking 
a leadership role and offering us all hope that we can stop 
this awful crisis. 

Battling the 
OPIOID EPIDEMIC 
One Town at a Time: 
AN INTERVIEW WITH ANGELO VALENTE AND JODY D’AGOSTINI
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ADUBATO: Jody, you are the founder of Community in Crisis—
an organization that is making a difference dealing with the 
opioid crisis in our area and our nation. How did you get 
involved in this? 
D’AGOSTINI: In 2013, I got a tearful call one Friday night from 
my daughter who was away at college. Barely able to catch her 
breath, she told me that two of her friends had overdosed. One 
on Wednesday, one on Friday. “Mom,” she cried, “how many 
more are we going to lose before someone does something 
about this?” Those words stuck with me. Even before the epi-
demic we have today, I could count 19 children of my friends 
who were going in and out of recovery. As the Chair of the Board 
of the Somerset Hills YMCA, I knew we could do something 
about this. We are about healthy living, youth development and 
social responsibility. Shortly after, we launched Community 
in Crisis and began meeting with addiction counselors to cre-
ate an evidence-based model to combat this disease that’s 
plaguing our nation. 

ADUBATO: How exactly do you help people who are struggling? 
D’AGOSTINI: We work through education and prevention. We 
also push for the safeguarding of medications—clearing out 
medicine cabinets, locking up drugs and reducing prescrip-
tions. Most recently, we’ve moved into the area of sobriety 
support. The Horizon Foundation, the Riesman Foundation and 
Rutgers medical and pharmacology schools have partnered 
with us to create a statewide tool kit that offers communities 
everything from marketing materials to lectures to information 
referrals. 

ADUBATO: It sounds like confronting this crisis takes a village. 
What does that really mean when dealing with someone strug-
gling with an addiction?
D’AGOSTINI: We try to involve the entire community, includ-
ing the police and the schools—where we initially met some 
resistance. Many police officers used to think of drug users as 
criminals. Now, I think they’re starting to realize that they’re 
dealing with a disease that is beyond the control of the user. 
We have trained police in Narcan recovery that reverses the 
deadly effects of an opioid overdose and saves lives. 

Back in 2013, many of the school administrators that we 
approached also had a narrow view of the problem, saying, 
“Not in my town.” So, part of our mission has been to convince 
educators that this crisis affects all socio-economic groups. 
We’re hoping to intervene in the early grades—as low as third 
grade—to prevent the root causes (such as depression, anxiety, 
bullying and social media) that we know push young kids to 
drug experimentation. 

We also work with healthcare providers wherever we can. We 
have conducted medical grand rounds to educate physicians, 
and we have a prescribers resources page on our website at 
https://communityincrisis.org/outreach/prescribers.

ADUBATO: Does your program also reach out to people in 
recovery? 
D’AGOSTINI: Yes. Our Sobriety Support program alleviates a 
number of societal pressures working against people in recov-
ery. A young person in recovery after an overdose is going 
to have a hard time finding a job because he has a criminal 
record for heroin possession. If we expect this kid to stay sober, 
we have to offer support, and that’s what we offer with our 
Second Chance initiative. We’re partnering with a company 
called Executive Search in Parsippany and Bridgewater that 
is helping recovering addicts re-enter the job market, and 
they are specifically reaching out to pharmaceutical compa-
nies. Although the opioid epidemic has multifactorial causes, 
many pharmaceutical companies realize that they have a social 
responsibility to take some ownership.

We’ve also opened a 3,000-square-foot hub called Our 
Community Support. It’s a place where people can meet 
socially without drugs or drinking. We have things like 
a Saturday night coffee house and even a sober sports 
league. We have advisors who help with follow-up treat-
ment and job counseling. To meet the goal of reducing the 
likelihood of a relapse, we need to help the whole person  
find a satisfying sober life.  

Steve Adubato, PhD, is a four-time Emmy 
Award-winning anchor for Thirteen/WNET 
(PBS) and NJTV (PBS) and has appeared on the 
TODAY Show, CNN and FOX as a media and 
communication expert. Steve currently 
anchors three television series 
produced by the Caucus Educational 
Corporation (CEC)—Caucus: New 
Jersey with Steve Adubato, an Emmy 
Award-winning public affairs series; State of 
Affairs with Steve Adubato, a weekly program 
covering New Jersey’s most pressing policy 
issues; and One-on-One with Steve Adubato.

Battling the 
OPIOID EPIDEMIC 
One Town at a Time: 
AN INTERVIEW WITH ANGELO VALENTE AND JODY D’AGOSTINI
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By Jon Bombardieri and Janet Puro, MPH, MBA

The United States is changing its tune when it comes 
to marijuana, with support for the drug reaching new 
heights in 2018. About six in ten Americans say the use of 

marijuana should be legalized, reflecting a steady increase over 
the past decade, according to a Pew Research Center survey.1 

Despite the fact that the use, sale and possession of all forms 
of cannabis in the United States is illegal under federal law, 
nine states (Alaska, California, Colorado, Maine, Massachusetts, 
Nevada, Oregon, Vermont and Washington), the District of 
Columbia (DC) and the Northern Mariana Islands have legalized 
marijuana for recreational use for adults over the age of 21. 
All but Vermont and DC have permitted its commercial sale. 
Another 15 states allow for the use of low tetrahydrocannabinol 
(THC) and high cannabidiol (CBD—a non-psychoactive com-
ponent of cannabis) products for medical reasons in limited 
situations or as a legal defense—essentially decriminalizing 
cannabis. 

By any financial measure, marijuana in America has become 
a successful venture, bringing new jobs (as many as 177,000) 
and sales revenue projections of $10.8 billion in 2018.2 Many 
states look to Colorado’s success story. In 2017, the state took 
in $118 million in taxes on legal cannabis products. Of that 
total, $41 million went to building new schools and other 
education projects, while $32 million went toward substance 
abuse programs.3

Medical marijuana is legal in an additional 31 states, along 
with Guam, Puerto Rico and DC. Fifteen other states have more 
restrictive laws limiting THC content, for the purpose of allow-
ing access to products that are rich in CBD.

At the federal level, marijuana remains classified as a 
Schedule I substance under the Controlled Substances Act. 
Schedule I substances are considered to have a high potential 
for dependency and no accepted medical use, making distri-
bution of marijuana a federal offense. In October of 2009, the 
Obama Administration sent a memo to federal prosecutors 
encouraging them not to prosecute people who distribute 
marijuana for medical purposes in accordance with state law. 

In August 2013, the U.S. Department of Justice announced 
an update to their marijuana enforcement policy (known 
as the Cole Memorandum). The statement noted that while 
marijuana remains illegal federally, the U.S. Department of 
Justice expects states like Colorado and Washington to create 
“strong, state-based enforcement efforts.... and will defer the 
right to challenge their legalization laws at this time.”4 The 
Department also reserved the right to challenge the states 
at any time deemed necessary.4 However, in January 2018, 
Attorney General Sessions issued a Marijuana Enforcement 
Memorandum that rescinded the Cole Memorandum, allowing 
federal prosecutors to decide how to prioritize enforcement 
of federal marijuana laws. Specifically, the Sessions memo-
randum directs U.S. Attorneys to “weigh all relevant consider-
ations, including federal law enforcement priorities set by the 
Attorney General, the seriousness of the crime, the deterrent 
effect of criminal prosecution, and the cumulative impact of 
particular crimes on the community.”5 

The National Center for Natural Products Research in Oxford, 
Mississippi, is the only facility in the United States that is fed-
erally licensed by the Drug Enforcement Administration to 
cultivate cannabis for scientific research. The facility is part 
of the School of Pharmacy at the University of Mississippi; 
it cultivates cannabis through a contract with the National 
Institute on Drug Abuse and then provides the cannabis it 
produces to that institute. The federal government has, so 
far, refused to grant any other licenses for the cultivation of 
cannabis, which has hindered the amount of research con-
ducted. Research conducted on cannabis also requires licens-
ing from the Drug Enforcement Agency and approval from 
the Food and Drug Administration. Numerous medical orga-
nizations in the U.S. have called for reduced restrictions on 
cannabis research; these organizations include the American 
Academy of Family Physicians, American Psychological 
Association, American Cancer Society, American Academy of 
Pediatrics and the American Nurses Association.

MEDICAL AND 
RECREATIONAL 
MARIJUANA: 
A REGIONAL UPDATE
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NEW JERSEY CONNECTICUT

Just days after taking the oath of office in January 2018, 
New Jersey’s Governor Murphy gave the New Jersey 
Department of Health 60 days to come up with recommen-
dations to improve New Jersey’s long-languishing medical 
cannabis program. In March, Governor Murphy announced 
a long list of reforms through an executive order.6 In July, 
Governor Murphy announced that New Jersey is seeking 
to expand access to medical marijuana and is seeking six 
additional dispensaries in New Jersey.7 Applications for 
these dispensaries were due to the Department of Health 
on August 31, 2018, and the new licenses will be handed out 
on November 1, 2018. For specific details about the recent 
program expansion, see Health Commissioner Elnahal’s 
article on page 22.

Additionally, New Jersey is also looking to legalize rec-
reational marijuana and was aiming to conduct hearings 
in the fall of 2018 with a goal of legalizing use by the end 
of the year. However, this initiative has been delayed fol-
lowing disputes over an appropriate tax structure. Draft 
legislation dated September 12, 2018, shows the tax rate 
at 10 percent, which lawmakers said is vital to prevent 
buyers from seeking lower-priced cannabis in the black 
market. In a prior version of the draft legislation, cannabis 
would be taxed at 10 percent in the first year of legaliza-
tion, 15 percent in the second, 20 percent in the third and 
25 percent in the fourth. Murphy initially stood by the 25 
percent tax rate; however, he has recently stated, “This is a 
little bit like sports betting. We want to make sure, if we’re 
going to do it, we eliminate to the best of our abilities the 
black market.”8

The proposed 10 percent cap would be in addition to 
the state sales tax and a 2 percent levy that municipalities 
would have the option of imposing on marijuana sales. 
However, some of the municipalities feel that the 2 percent 
levy is not enough and are pushing for 5 percent. To address 
social justice concerns, the bill proposes mandating that 25 
percent of the licenses are issued to disabled veterans and 
minority- and women-owned businesses. To boost small 
businesses, 10 percent of the licenses would be set aside 
for micro-businesses that can grow cannabis in a facility 
no more than 5,000 square feet or produce no more than 
2,000 pounds of marijuana per month.8

In 2012, Governor Malloy signed into law a medical 
marijuana program for his state, HB 5389.9 Under the 
law, patients and their caregivers must register with the 
Department of Consumer Protection. In addition, their 
doctors must certify that there is a medical need (such 
as debilitating diseases like cancer, glaucoma, AIDS, 
Parkinson’s, multiple sclerosis or epilepsy) for marijuana 
to be dispensed. On August 28, 2018, the Legislature’s 
Regulation Review Committee unanimously voted on 
new regulations to expand the approved uses of medical 
marijuana.10 The new regulations, recommended by the 
Connecticut Medical Marijuana Board of Physicians, adds 
new conditions that can be treated with medical marijuana. 
The new additions expand the approved uses to 30 for 
adults and eight for minors.

In 2012, Massachusetts’s voters approved the Massachusetts 
Medical Marijuana Initiative.11 The law took effect on 
January 1, 2013, eliminating criminal and civil penalties 
for the possession and use of up to a 60-day supply of 
marijuana for patients possessing a state-issued registra-
tion card. With a physician recommendation, patients with 
cancer, glaucoma and other medical conditions can receive 
a registration card. The law allows for 35 state-licensed, 
non-profit dispensaries. Under new rules, certified nurse 
practitioners can apply for permission to issue medical 
cannabis recommendations. 

During the November 2016 election, Massachusetts’s 
voters passed a ballot initiative making recreational can-
nabis legal in the state.12 Governor Baker signed legislation 
on December 30, 2016, extending the start date for rec-
reational cannabis sales by six months to July 2018. The 
first recreational-only license for cultivation was granted 
on June 21, 2018, and, as of this date of publication, no 
recreational retail licenses had been granted, making it 
difficult for sales to occur on the first day of legalization.13 
New licensees have to wait for approval before planting, so 
existing medical dispensaries that expand to recreational 
sales have a competitive advantage, but must also wait 
for approval.

Through zoning bylaws, cities and towns have the power 
to require permits, block recreational stores from locat-
ing in certain areas or from locating in the municipality at 
all. Retail sales will have a 10.75 percent excise tax on the 
marijuana on top of the general 6.25 percent state sales 
tax and up to a 3 percent local option tax, for a total 17 to 
20 percent tax.14

MASSACHUSETTS
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RHODE ISLAND

Rhode Island legalized medical marijuana in 2006. In 2016, 
the Department of Health made several positive changes to 
the program, including creating a new cultivator license to 
deal with product shortages. In 2018, lawmakers rejected 
adding more medical marijuana dispensaries in the state; 
however, all three existing dispensaries have begun sales 
to out-of-state residents. The intent of opening sales to 
nonresidents was not to boost business for the dispensa-
ries, but to allow visiting patients to legally obtain medical 
marijuana so they do not have to obtain it illegally.15

In May 2013, Governor O’Malley signed legislation that 
authorized the medical use of cannabis in Maryland. 
According to the Maryland Medical Cannabis Commission 
(MMCC), the legislation initially restricted cannabis distri-
bution to academic medical centers, but was expanded 
to include licensed medical cannabis growers, processors 
and dispensaries in 2014. The MMCC evaluated nearly 1,000 
applications to cultivate, process and dispense medical 
cannabis prior to awarding 15 preapprovals to grow, 15 
preapprovals to process and 102 preapprovals to dispense 
medical cannabis in Maryland. In 2018, the Maryland 
General Assembly increased the number of authorized 
medical cannabis growers from 15 to 22, and the number of 
authorized medical cannabis processors from 15 to 28. The 
MMCC anticipates soliciting applications for the additional 
licenses in 2019. The Maryland law authorizes a physician, 
podiatrist, dentist, nurse practitioner or certified nurse 
midwife who is licensed and in good standing to certify 
patients to receive medical cannabis. An individual may 
be certified to receive medical cannabis if their medical 
provider determines that they suffer from a chronic or 
debilitating disease or medical condition for which the 
potential benefits of the medical use of cannabis would 
likely outweigh the health risks for the patient. The state 
occupational and professional licensing boards retain the 
authority to enforce licensure standards and discipline 
licensees. On December 1, 2017, Maryland’s medical mar-
ijuana program became operational and sales began.16

MARYLAND

PENNSYLVANIA

In 2016, the Pennsylvania Medical Marijuana Act created 
the state’s medical marijuana program,17 which allows 
patients suffering from 17 qualifying conditions to partic-
ipate.18 Physicians who recommend medical marijuana in 
Pennsylvania are required to register with the Department 
of Health and must take a training course before being 
eligible to recommend medical cannabis. 

According to the Pennsylvania Department of Health, 
the first phase of the program awarded 12 permits for 
grower/processors and 27 dispensaries. Each dispensary 
is allowed to have up to three locations. In 2018, Phase II of 
the program announced 13 permits for grower/processors. 
Phase II will also announce 23 dispensary permits. This 
will bring the program to 25 grower/processors and 50 
dispensary permits, the maximum allowed by the Medical 
Marijuana Act.

In 2018, the Department of Health and the medical mar-
ijuana program approved the leaf, or flower, form of med-
ical marijuana for patients after a recommendation by the 
state’s Medical Marijuana Advisory Board. (Smoking is not 
a method approved by the bill.) In addition, the program 
added four more qualifying conditions, which included 
terminal illness and opioid use disorder for which con-
ventional therapeutic interventions are contraindicated 
or ineffective or for which adjunctive therapy is indicated 
in combination with primary therapeutic interventions. 
Pennsylvania was the first state in the United States to list 
opioid use disorder as a standalone qualifying condition. 

The PA Department of Health also has added a research 
component to the program, which is the first of its kind. 
The research will allow academic schools to partner with 
clinical registrants to conduct research on serious medical 
conditions, such as opioid use disorder and post-traumatic 
stress disorder (PTSD). Research can be conducted only on 
qualifying medical conditions.
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Medical marijuana has been legal in Washington DC for 
almost 20 years, although its implementation was delayed 
by Congress’s passage of the Barr Amendment, which pro-
hibited DC from using its funds in support of the program. 
This Amendment was effectively overturned in 2009; the 
first DC customer legally purchasing medical cannabis at 
a dispensary in the District in 2013.20 In November 2014, 
voters in DC legalized recreational marijuana for adults 
21 and older. The bill took effect in 2015, allowing peo-
ple to possess two ounces or less of marijuana and to gift 
up to an ounce, if neither money nor goods and services 
are exchanged. The legalization does not apply to federal 
property, which leaves a lot of Washington DC excluded 
from the law.21 

WEST VIRGINIA

On April 19, 2017, Governor Justice signed the Medical 
Cannabis Act into law. The Bureau for Public Health is in the 
process of drafting temporary rules that are needed to 
implement the Act. Those temporary rules will explain 
the program’s operation, including how applications are 
to be submitted by growers, processors, dispensaries, 
patients, caregivers and physicians. Under the Act, the 
Bureau may not issue the patient and caregiver identifi-
cation cards necessary to obtain medical cannabis until 
July 1, 2019.19 However, unless the state’s government acts 
quickly, there won’t be any medicine to purchase. Banks in 
West Virginia are unwilling to participate in the exchange 
of money in the medical marijuana system out of fear of 
federal repercussions. Because of that obstacle, the process 
of establishing a medical marijuana industry in the state 
is on hold, squeezing the amount of time for the industry 
to have marijuana products ready by this time next year.

WASHINGTON, DC

Jon Bombardieri is a Partner at CLB Partners, LLC, in Trenton, New Jersey. Janet S. Puro, MPH, MBA is Vice President, Business 
Development and Corporate Communications, at MDAdvantage Insurance Company.
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A s a physician, i have heard patients with cancer describe how medici-
nal marijuana has relieved their pain and reduced reliance on opioids.  
And as Health Commissioner, I learned from the father of a young cancer 

patient how medical marijuana eased his son’s suffering more than the half-dozen 
opioid and other pharmaceuticals he had been taking. Medical marijuana has real 
therapeutic benefits, and it is helping thousands of New Jersey residents—including 
those with substance use disorders that started because of chronic pain. 

More physicians should look to medicinal marijuana as a safe, effective treatment. 
The New Jersey Medicinal Marijuana Program began in 2011, but it was hindered 
by the restrictive policies of the previous administration. Governor Phil Murphy 

recognized the potential for medicinal 
marijuana to help tens of thousands of 
New Jersey residents and has signifi-
cantly expanded the program—nearly 
doubling the number of participants in 
eight months. The New Jersey Medicinal 
Marijuana Patient Registry reports in 
its confidential database that more 
than 32,900 patients are participating 
in New Jersey’s Medicinal Marijuana 
Program—including 9,703 with some 
form of chronic pain. See Table 1 for 
statistics on registered participants 
in the New Jersey Medical Marijuana 
Program. The program is growing at a 
rate of more than 100 patients a day. Six 
Alternative Treatment Centers are now 
operating, and another six are expected 
to be approved later this fall. 

However, the demand, so far, has 
come from patients—not physicians. 
This has to change. 

DEMYSTIFYING MEDICAL 
MARIJUANA 
While more than 780 physicians 
are recommending marijuana for 
patients, there is much more poten-
tial: 28,000 licensed physicians in the 
state could participate in the Medicinal 
Marijuana Program. The Department’s 
goal is to demystify medical mari-
juana and encourage the medical  
community to embrace it as yet another 

By Commissioner Shereef Elnahal, MD, MBA

Physicians Should Consider 
Medicinal Marijuana as a

SAFE, 
EFFECTIVE 
TREATMENT
for Appropriate Patients
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beneficial therapeutic tool for many conditions—not as an 
independent or alternative therapy. 

As part of this effort, I am conducting special Grand Rounds 
lectures for medical students, faculty and clinicians across the 
state. I will explain the Department’s expansion of the Medicinal 
Marijuana Program and discuss the research regarding the use 
of medicinal marijuana to treat certain medical conditions.

Although research is limited because the federal government’s 
Drug Enforcement Agency still classifies marijuana as a 
Category 1 illegal substance with no medicinal value, the 
research we have demonstrates the potential for the therapy 
to be used for a range of medical conditions.

MARIJUANA AS AN ALTERNATIVE TO OPIOIDS
One particularly promising use for medicinal marijuana is as 
an alternative to opioids. Studies have demonstrated a strong 
correlation between the availability of medical marijuana and 
the reduction of opioid prescriptions. A study of prescribing 
practices in the Medicare Part D population showed that in 
states with marijuana programs, pharmacists have filled  
3.7 million fewer daily doses of opioid prescriptions.1 Research 
on the association between medicinal and adult use marijuana 
laws and opioid prescribing for Medicaid enrollees showed an 
almost 6 percent decrease in opioid prescriptions.2

Another study that examined the association between the 
presence of state medical cannabis laws and opioid analgesic 
overdose mortality showed that access to medical marijuana 
reduced opioid-related deaths by 24 percent compared to 
states without medicinal marijuana laws.3 

The literature shows the potential for medical marijuana 
to reduce reliance on opioid prescriptions, saving many from 
a lifetime of addiction and possible death. In addition, the 
Department is also exploring medical marijuana’s use in  
the treatment of opioid use disorder, as an adjunct to  
medication-assisted treatment. The Department is consulting with 
New Jersey’s medical marijuana review panel on this possibility.

MEDICAL MARIJUANA AND CHRONIC CONDITIONS
Researchers have examined the effect of marijuana on chronic 
medical conditions that so many residents live with.

HIV/AIDS. Studies have demonstrated that medicinal  
marijuana can relieve the symptoms of HIV/AIDS. One study 
focused on the relief of neuropathic pain and showed that 
smoked cannabis reduced daily pain by 34 percent.4 Medicinal 
marijuana use among this population has also increased food 
intake and total time spent asleep.5 New Jersey’s Medicinal 
Marijuana Program permits participation by individuals with 
severe or chronic pain, severe nausea or vomiting, cachexia 
or wasting syndrome related to HIV/AIDS.

Epilepsy. Our medicinal program includes a large number 
of participants with seizure disorder, which includes epilepsy. 

Some research supports known anecdotal evidence that points 
to the benefits of marijuana for the treatment of epilepsy. In 
2015, New York University Langone Medical Center studied 
the effects of cannabidiol (CBD) on seizures. Patients were 
prescribed cannabidiol in a liquid daily dose that was gradually 
increased up to a potential maximum of 25 mg/kg over  
12 weeks; the number of seizures decreased by an average 
of 54 percent.6

Multiple Sclerosis. Researchers have assessed the use 
of marijuana as an additional therapy for individuals with 
refractory spasticity caused by multiple sclerosis. A 19-week 
study was performed on patients with multiple sclerosis spas-
ticity not fully relieved with current therapy. Approximately 
half of the study participants saw a 20 percent improvement 
after four weeks of use of nabiximols, which is a specific extract 
of cannabis.7

Rheumatoid Arthritis. Those who suffer from rheumatoid 
arthritis have also experienced positive results from the use of 
marijuana. In a five-week, randomized, controlled trial assessing 
efficacy of a cannabis-based medicine in the treatment of pain 
due to rheumatoid arthritis, researchers compared a blend of 
whole plant extracts—delivering approximately equal amounts 
of tetrahydrocannabinol (THC) and cannabidiol (CBD)—with a 
placebo. The cannabis-based medicine produced statistically 
significant improvements in pain on movement, pain at rest 
and quality of sleep.8

Inflammatory Bowel Disease. A limited study on the effects 
of cannabis on those who have inflammatory bowel disease 
also showed potential. After three months of inhaled cannabis, 
patients reported improvement in general health, social 
functioning, ability to work, physical pain and weight gain.9 
In New Jersey, 2,318 participants suffer from inflammatory 
bowel disease.

ADDITIONAL CONDITIONS APPROVED FOR THE 
MEDICINAL MARIJUANA PROGRAM
New Jersey recently added five conditions to the list of the 
approved debilitating medical conditions that allow individuals 
to participate in the program: chronic pain related to muscu-
loskeletal disorders, migraine, anxiety, chronic pain of visceral 
origin and Tourette’s syndrome. 

In addition to those conditions, the following conditions are 
also eligible: amyotrophic lateral sclerosis, glaucoma, HIV/AIDS, 
inflammatory bowel disease (including Crohn’s disease), intrac-
table skeletal muscular spasticity, multiple sclerosis, terminal 
cancer, muscular dystrophy, post-traumatic stress disorder, 
seizure disorder (including epilepsy) and terminal illness. 

According to the confidential New Jersey Medicinal Marijuana 
Patient Registry, the most common illness experienced by 
patients in the program is intractable skeletal spasticity, and 
includes 11,238 patients with this condition. The second most 
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common is severe or chronic pain or nausea related to cancer 
or HIV/AIDS with 3,541 patients registered with this condition. 

FORMS OF MEDICAL MARIJUANA
Medicinal marijuana is available in several forms in New Jersey. 
Patients can receive marijuana in the flower form which can 
be smoked, vaporized or baked and infused into food or drink. 
Lozenges that dissolve in the mouth are available, as well as 
oils, ointments and other topical formulations that are meant 
to be absorbed through the skin. These forms can be optimal 
for patients for whom smoking would not be a good option. 
Patients can also use vaporizers, which are less harsh than 
smoking because preparation is done at a lower tempera-
ture—the flower is heated to optimal temperature to turn the 
cannabinoids into vapors. Recently, the program also began 
allowing the two Alternative Treatment Centers currently sell-
ing topical oils to sell pre-filled vape cartridges.

More than 105 strains of medicinal marijuana are available 
to patients in the state. The Department has developed a strain 
library for physicians to reference when they are counseling 
patients on this medicine.

A REQUEST FROM THE NJ DEPARTMENT 
OF HEALTH
I am asking my fellow physicians to enroll in the New 
Jersey Medicinal Marijuana Program and consider medical  
marijuana as another effective, therapeutic tool for many of 
their patients. Research has clearly demonstrated the efficacy 
of marijuana in treating chronic pain, epilepsy, Crohn’s disease 
and more. Better research is needed, and Governor Murphy’s 
administration is advocating for de-scheduling the drug at 
the federal level to obtain necessary funding. But considering 
that medical marijuana’s side effects are minimal compared 
to other prescription drugs, the benefit of recommending  
medical marijuana often outweighs the risk. To date, no one 
has died from marijuana overdose or withdrawal. The same 
cannot be said of opioids. As with any other therapy, physicians 
should assess the risk/benefit for appropriate patients and 
avoid billing patients separately for “medical marijuana visits.” 

Please visit the Department’s website to learn more about 
the program, https://www.nj.gov/health/medicalmarijuana/
index.shtml, so more patients can receive the relief they need. 

Shereef Elnahal, MD, MBA, is the Commissioner of the New 
Jersey Department of Health. 
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10/9/2018 3/26/2018 New Since Expansion

Total Patients* 32,928 18,556 14,372

New 
Conditions**

15,787  15,787

Caregivers 1,319 836 451

Doctors 783 541 234

*This number reflects the total number of active patients, i.e. those who can legally purchase 
medicinal marijuana at a dispensary today. 
** This is the number of patients with the new expanded conditions who are approved and  
have cards. 
Compiled from the confidential New Jersey Medical Marijuana Program Registry.

Table 1. Registered Participants in the NJ Medical 
Marijuana Program
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Legislative Report:
MIDTERM ELECTIONS
 By Jon Bombardieri

The november midterm elections are shaping up to be an important focus of American politics this year. 
Democrats are banking on a strong turnout to reverse Obama-era losses that left Republicans as governors 
of a near-record 33 states. Republicans say that even if they suffer some setbacks, they are confident they 

will maintain a healthy margin over Democrats, who hold 16 governorships. Several Eastern states have races that 
could directly impact that balance. 

NEW JERSEY
House Race. There are races for all 12 seats in 
the New Jersey House of Representatives. Of 
these 12, seven are held by Democrats and five by 
Republicans—four of those Republican districts 
are considered potential pickups for Democrats. 
Flipping the House to Democratic control could 
have major consequences for policies regarding 
immigration, healthcare, the environment and more 
parochial concerns like financing for the Hudson River rail tunnel 
or plans for opening the Eastern Seaboard to oil exploration.

District 2. With the retirement of Congressman Frank 
LoBiondo (R), the Democrats are targeting this district as 
their #1 pickup. The race pits State Senator Jeff Van Drew (D) 
against former Atlantic City Councilman and Atlantic County 
Freeholder Seth Grossman (R). 

With the support of the local and national Democratic Party 
machine and money, and a history of winning elections in 
Republican territory, Van Drew is well positioned to flip the 
sprawling congressional district from Republican to Democrat.1 
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District 3. Congressman Tom MacArthur (R) is running 
against Andy Kim (D) in the race to represent New Jersey’s 3rd 
Congressional District, which Congressman MacArthur has 
represented in the House since 2015. The district went for 
President Trump, a Republican, in 2016 by a margin of 6.2 
points.2 

Congressman MacArthur is seen as vulnerable because 
although his district strongly leans Republican, he has been 
the lone Republican in New Jersey to vote for controversial 
laws, such as the tax reform bill and President Trump’s health-
care reform. 

District 7. Congressman Leonard Lance (R) is running against 
Tom Malinowski (D), a former Assistant Secretary of State under 
President Barack Obama. Lance, who has held the seat since 
2009, is considered vulnerable this year as Democrats look 
to seize on President Trump’s unpopularity in New Jersey and 
make gains in the Republican-controlled House.

Congressman Lance has tried to distance himself from 
President Trump, voting against a GOP bill to repeal the 
Affordable Care Act and against Trump’s tax law.

District 11. Congressman Rodney Frelinghuysen (R), who has 
represented the district in the House since 1995, announced 
in January that he will not be seeking reelection. This set up 
one of the most hotly contested races in the nation between 
former U.S. Navy helicopter pilot and former federal prosecu-
tor Mikie Sherrill (D) and State Assemblyman Jay Webber (R). A 
Monmouth University poll showed Democrat Sherrill running 
competitively against Republican Webber, with a Democrat 
enthusiasm gap that could push her ahead. The survey shows 
Sherrill with a 40 percent share of voter support compared with 
Webber’s 38 percent among all potential voters. Under a voter 
turnout model that anticipates a Democrat surge, Sherrill 
leads 45 percent to Webber’s 39 percent. The poll shows that 
Democrats are energized, with 67 percent of self-identified 
Democrats saying they have a lot of interest in the election, 
while just 48 percent of Republicans say the same.3

Senate Race. Senior U.S. Senator Robert Menendez (D) 
is facing a strong challenge from Republican nominee Bob 
Hugin. What initially seemed like an easy path to re-elec-
tion for Senator Menendez is turning into an expensive and 
nasty fight, causing concern for Democrats. Hugin, the former 
Chairman and CEO of the Celgene Corporation and Trustee 
of Atlantic Health System, has contributed $15.5 million of 
his own money to his campaign and has spent more than $8 
million on commercials against his opponent.4 

Democrats, trailing by just one seat in the U.S. Senate, had 
not expected to have to put much work into defending Senator 
Menendez in a state that has not elected a Republican to the 
upper house in more than four decades. But the race is tight 
due to Menendez’s recent trial on corruption charges, which 
were later dismissed.

A recent Quinnipiac University survey gave Menendez a 
6-point lead among voters in a poll that has a 4.6-point mar-
gin of error. Quinnipiac’s previous March poll gave Menendez 
a 17-point lead.5

PENNSYLVANIA
Democrats view Pennsylvania 
as key to their effort to flip 
23 seats and win back the 
House, eyeing between 
three to five pickups in  the 
state  alone.  With control of 
Congress in the balance, 
as well as the Governor’s mansion and the makeup of the 
Pennsylvania General Assembly, the stakes in this year’s mid-
term elections are quite high. Pennsylvania has 18 House 
seats—six are held by Democrats, 10 by Republicans and two 
are vacant. The state’s Senators are Robert P. Casey Jr. (D) and 
Patrick J. Toomey (R).6 

The Pennsylvania Supreme Court redrew the state’s congres-
sional lines after declaring the current map an unconstitutional 
gerrymander. The new lines are good news for Democrats. 
Under the old map, for example, Hillary Clinton won six of 
the state’s 18 congressional districts. Under the new map, she 
would have won eight of the state’s 18 congressional districts.7

District 1. Freshman Congressman Brian Fitzpatrick (R) is 
running against philanthropist Scott Wallace (D). In this subur-
ban Philadelphia district, Fitzpatrick has cultivated a moder-
ate brand, voting against the House GOP’s Obamacare repeal 
plan, while also picking up endorsements from organized 
labor and Giffords (the gun control advocacy group founded 
by former Democratic Rep. Gabby Giffords). Republicans have 
cast Wallace as a wealthy outsider and seized on donations 
made by his charitable foundation, including those to groups 
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protesting Israel. Wallace’s campaign blasted the attacks from 
“special interests” and charged Fitzpatrick with being in the 
pocket of Donald Trump. 

A June Monmouth University poll found 53 percent of the 
voters in the district had a favorable impression of Fitzpatrick, 
compared with just 22 percent who had an unfavorable view,8 

signaling the challenge Wallace faces in trying to redefine his 
opponent while also defending himself from political attacks. 
The Republican leadership PAC can bring in big money from 
national sources to help Fitzpatrick. However, Wallace can lean 
on his personal wealth to fund his effort, having used more 
than $5 million to fund his campaign.9 

District 5. With Congressman Patrick Meehan (R) resigning 
amid sexual harassment allegations, his seat represents one of 
the best pickup opportunities for Democrats. Former school 
board member Mary Gay Scanlon (D), who won a crowded 
Democrat primary, will face Pearl Kim (R), a former state Senior 
Deputy Attorney General. 

District 6. Congressman Ryan Costello (R) decided not to 
seek re-election after the lines of the 6th Congressional District 
were redrawn; now, this district will see two new faces cam-
paign for the seat. Tax attorney Greg McCauley (R) will run 
against former Air Force officer Chrissy Houlahan (D). The newly 
redrawn legislative district leans Democrat. 

District 7. With Congressman Charlie Dent (R) resigning from 
Congress to pursue professional opportunities,10 the Democrats 
feel that they have a very good opportunity to pick up this seat. 
The Democratic primary was one of the most closely watched 
races in the state as the race is expected to be hotly contested 
in the fall. Former Allentown City Solicitor Susan Wild (D) 
emerged the winner from a six-candidate field. Her opponent 
will be Marty Nothstein, an Olympic medalist who has served 
as Chairman of the Lehigh County Board of Commissioners.

District 8. Congressman Matt Cartwright (D) will take on busi-
nessman John Chrin (R). The district became more Republican 
under the new congressional lines.

District 10. The redistricting scramble in Pennsylvania ear-
lier this year put the 10th District within reach for Democrats. 
The redrawn lines, which included adding parts of Harrisburg 
favorable to Democrats, shifted the district from one Trump 
carried by 21 points to one he would have won by 9 points. 
George Scott (D), a retired Army Lieutenant Colonel and 
Lutheran pastor, could appeal to voters in the district. The 
incumbent, Congressman Scott Perry (R), is an Iraq War veteran 
and Assistant Adjutant General in the Pennsylvania National 
Guard. The Democratic Congressional Campaign Committee 
recently committed to George Scott, which will help him have 
the necessary funds to run a solid race.11

District 17. Congressman Keith Rothfus (R) is running against 
Congressman Conor Lamb (D) in a race that pits two incum-
bents against each other, due to the redrawn district lines. 
Rothfus currently represents Pennsylvania’s 12th Congressional 
District. Lamb represents the 18th Congressional District. 

A Monmouth University poll found that Lamb, who has 
served in Congress for just three months after winning a spe-
cial election earlier this year, holds a double-digit lead over 
three-term Republican Rothfus.12 The Democratic lean of the 
new district gives Lamb a decided advantage, with many voters 
expressing doubts about economic policies put forth by both 
the White House and the GOP-controlled Congress.

Lamb has 51 percent support, and Rothfus has 39 percent 
support among all potential voters—that is, voters who have 
participated in an election since 2010 or have newly registered 
to vote (a group that represents about 88 percent of all regis-
tered voters in the district). 

CONNECTICUT 
Connecticut’s November gubernato-
rial race for Governor and Lieutenant 
Governor runs concurrently with 
the election of Connecticut’s  U.S. 
Senate seat, as well as elections to 
the House of Representatives and 
various  state  and  local elec-
tions. The most important race 
in Connecticut this year is the race for Governor. Because 
Connecticut does not have gubernatorial term limits, incum-
bent Democratic Governor Dannel Malloy is eligible to run for 
a third term, but has declined to do so. After the resignation 
of Kansas Governor Sam Brownback in January 2018, Malloy 
became the most unpopular Governor in the United States.13 
The general election will be between 2006 Democratic Senate 
nominee and businessman Ned Lamont and Republican busi-
nessman Bob Stefanowski.

The five Democrats who represent Connecticut in the 
U.S. House are all expected to win re-election, according to 
analysts.14

District 6. Congressman Ryan 
Costello (R) decided not to seek  
re-election after the lines of the 
6th Congressional District were 
redrawn; now, this district will 
see two new faces campaign  
for the seat.
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MARYLAND
Maryland is one of several 
blue states that Republicans 
now control, and it won’t nec-
essarily be easy for Democrats 
to wrestle it back. While Maryland is an histor-
ically liberal state, most voters claim that their opinions 
about President Trump, who is very unpopular in Maryland, 
won’t matter in this race. Polls show that two-thirds of the 
state approve of Governor Larry Hogan (R). Governor Hogan 
faces challenger Ben Jealous (D), who is the former President 
and CEO of the NAACP. Currently, Governor Hogan has a 68 
percent approval rating, the second highest approval of any 
governor in the country, behind only Governor Charlie Baker 
of Massachusetts.15

OHIO 
In Ohio, voters are choosing between 
Democrat Richard Cordray and 
Republican Mike DeWine, the 
state’s Attorney General, to replace 
term-limited Republican Governor 
John Kasich. Cordray is running on 
his record leading the Consumer 
Financial Protection Bureau, which he left last year, and 
DeWine is touting the state’s strong economy. A key question 
will be whether blue-collar Democrats in northeast Ohio, which 
includes Akron and Cleveland, will support Cordray after voting 
for Trump in 2016.16 

WEST VIRGINIA
Joe Manchin (D) was elected to the 
Senate in 2010, becoming, perhaps, 
the most conservative Democrat 
in the Senate and a towering fig-
ure in West Virginia politics. Before 
assuming the Senate position, 
he was Governor and Secretary 
of State. State Attorney General 
Patrick Morrisey (R) prevailed in the May 8 primary. Morrisey ran 
on his record as Attorney General, where he sued the Obama 
administration repeatedly over environmental regulations and 
other federal rules, positioning himself as the conservative 
outsider in the race.

Trump won West Virginia with 67.9 percent of the vote, his 
highest margin in the country.17 His approval rating in this state 
is 60 percent, the highest of any state. Manchin’s approval rat-
ing is holding at 43 percent with 39 percent disapproval. This 
should be a very close race.18 West Virginia has emerged as a 
key battleground for Republicans looking to flip a seat in the 
November elections and expand their slim 51–49 majority. 

Jon Bombardieri is a Partner at CLB Partners, LLC, in 
Trenton, New Jersey.

1. Rosenberg, A. S. (2018, June 5). Jeff Van Drew, Seth Grossman win 
primaries in New Jersey’s Second Congressional District. The Inquirer. 
www2.philly.com/philly/news/politics/elections/jeff-van-drew-seth-
grossman-nj-second-congressional-district-election-results-2018-
primary-20180605.html.

2. Rep. Tom MacArthur, Andy Kim win New Jersey 3rd Congressional District 
primaries. (2018, August 8). The Washington Post. www.washingtonpost.
com/election-results/new-jersey-3rd-congressional-district/?utm_term 
=.9670b8e5d683.

3. Monmouth University Polling Institute. (2018, June 27). Dem has slight 
edge in CD11. www.monmouth.edu/polling-institute/reports/
monmouthpoll_nj_062718/. 

4. Jackson, H. (2018, August 30). NJ Senate race: Bob Hugin ads back 
immigration and call Bob Menendez attack a ‘cheap shot.’ North Jersey 
Record. www.northjersey.com/story/news/politics/elections/2018/08/30/
gops-bob-hugin-supports-immigration-and-offers-defense-drug-
prices/1134472002/.

5. Quinnipiac University. (2018, August 22). GOP challenger cuts Menendez 
lead in NJ Senate race, Quinnipiac University poll finds; Murphy gets good 
grades overall, mixed on transit. Quinnipiac University Poll. https://poll.
qu.edu/new-jersey/release-detail?ReleaseID=2563.

6. Rep. Brian Fitzpatrick, Scott Wallace win Pennsylvania 1st Congressional 
District primaries. (2018, August 8). The Washington Post. www.
washingtonpost.com/election-results/pennsylvania-1st-congressional-
district/?utm_term=.a8af2dcacd95.

7. Enten, H. (2018, February 20). Pennsylvania’s new congressional district 
lines are not a game-changer. CNN Politics. www.cnn.com/2018/02/20/
politics/pennsylvania-redistricting-not-a-game-changer/index.html.

8. Monmouth University Polling Institute. (2018, June 4). CD01 incumbent 
popular, but race is close. www.monmouth.edu/polling-institute/reports/
monmouthpoll_pa_060418/.

9. Davies, D. (2018, September 5). Ryan super PAC invests in Bucks County 
Congressional Race. WHYY. https://whyy.org/segments/ryan-super-pac- 
invests-in-bucks-county-congressional-race/.

10. McPherson, L. (2018, May 8). Charlie Dent leaving Congress at week’s end. 
Roll Call. www.rollcall.com/news/politics/charlie-dent-leaving-congress- 
weeks-end.

11. Burlij, T. (2018, September 2). CNN key races: 11 House seats move toward 
Democrats, 3 in direction of Republicans. CNN Politics. www.cnn.com/ 
2018/09/02/politics/cnn-house-key-races-august-update/index.html. 

12. Monmouth University Polling Institute. (2018, July 24). Dem has advantage 
in CD17. www.monmouth.edu/polling-institute/reports/monmouthpoll_ 
pa_072418/. 

13. Easley, C. (2018, April 12). Q1 2018 rankings: America’s most and least 
popular governors. Morning Consult. https://morningconsult.com/2018/ 
04/12/americas-most-and-least-popular-governors/.

14. Radelat, A. (2018, January 17). Connecticut Dems have big stake in 
November elections. The CT Mirror. https://ctmirror.org/2018/01/17/
connecticut-dems-have-big-stake-in-november-elections/.

15. Egger, A. (2018, June 19). A most agreeable man. The Weekly Standard. 
www.weeklystandard.com/andrew-egger/maryland-governors-race-can- 
republican-larry-hogan-get-re-elected.

16. Bauerlein, V. (2018, September 3). Stakes are high as states gear up to pick 
governors. The Wall Street Journal. www.wsj.com/articles/stakes-are-high-
as-states-gear-up-to-pick-governors-1535976001?mod=searchresults& 
page=1&pos=13.

17. West Virginia Results. (2017, February). Election 2016. The New York Times. 
www.nytimes.com/elections/results/west-virginia. 

18. Manchin leads Morrissey by 8 points in new poll. (2018, August 31). 
MetroNews. www.wsaz.com/content/news/Manchin-leads-Morrisey-by- 
8-points-in-new-poll-492174181.html.



MDADVISOR 29

PROVIDING SPECIALIZED 
PRIMARY CARE SERVICES FOR 
THE LGBTQIA COMMUNITY
Interviewed by Catherine E. Williams

Anthony V. Cava, MS, RPH, FACHE, is President of Robert Wood Johnson University Hospital Somerset. During 
his tenure at RWJ Somerset, Mr. Cava has overseen significant renovations and growth, including opening 
PROUD Family Health at RWJ Somerset Family Practice. Recently, Mr. Cava responded to questions posed by 
MDAdvisor, sharing his insights into the healthcare environment and the need to provide quality care to the 
lesbian, gay, bisexual, transgender, queer, intersex and allies ( LGBTQIA) community.

An Interview with Anthony V. Cava, MS, RPH, FACHE

MDADVISOR: How did you get onto this career path, and what 
continues to drive you? 
CAVA: I started as a pharmacist in hospital pharmacy way back 
when. My main focus was clinical pharmacy, but eventually, 
I was asked to assume a directorship. From that point, it just 
took off. The more I worked in this administrative world, the 
more I felt that I could have an impact in terms of providing care 
for our patients. I’ve been fortunate; I’ve been with a number 
of organizations and got promoted through various aspects of 
my career, landing here at Robert Wood Johnson University 
Hospital Somerset as President. It’s been an interesting jour-
ney, but I always knew that if I was going to do something, I was 
going to do it to the best of my ability. I want to leave a place 
better than when I started, and as I think back, I can honestly 
say that I’ve done that. 

MDADVISOR: What is the big picture that drives your desire to 
leave something better than it was when you started? 
CAVA: The big picture is, and always will be, the patient. I think 
we often lose focus on that. Having been a clinician and hav-
ing taken a very circuitous path to get here make me unlike 
many typical hospital administrators. It’s helped me to remain 
focused on the patient and also to have conversations with 
physicians and other clinicians at their level. I don’t have to 
grope for the words to talk about a specific disease entity or 
piece of equipment. I can be conversant, whether we’re talking 
about a CT scanner, an MRI or a new drug, and that’s been to my 
advantage. The thing that has driven me is our ability to provide 
the best care for our patients, and that’s why I do what I do.

MDADVISOR: Do you find yourself walking the floors at RWJ 
Somerset?
CAVA: Yes, our whole staff does. It’s something I’ve done forever 
because it’s really important. It disarms our team. If people 
see administrators only infrequently, they wonder, Why are 
they here? What are they looking at? What did we do wrong? 
We don’t get those questions here. A lot of us do night rounds. 
If we do any events, we always include night personnel and 
all of our off-site staff. We try to bring the team together as 
much as possible, but that can be difficult. In hospitals now, 
you have a lot of per diems and other folks who are hard to 
reach. If you reach 70 or 80 percent of your workforce, I think 
you’re pretty good.

MDADVISOR: What do you feel are the major obstacles or chal-
lenges that you face in your position today?
CAVA: The first challenge is trying to sustain or maintain 
high-quality care under the current reimbursement environ-
ment. The more patients we keep outside the hospital, the 
more difficult it becomes for us to get the revenue and such that 
we need to keep things going in the hospital. The equipment 
that we’re forced to get to stay competitive is extraordinarily 
expensive. You can spend $2 million on an MRI scanner, and 
that’s just the device without the maintenance and everything 
else that you need. Until we really figure out where we’re going 
in terms of reimbursement, I think that will remain the biggest 
challenge. 

Another challenge is dealing with the focus of some of the 
employees coming in. There’s not that dedication to taking 
care of patients, and so we spend a lot of time interacting with 
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our new staff. I, personally, kick off the orientation because we 
want to set the stage from the first time they enter our doors in 
terms of what our culture is and why we’re all here. No matter 
who you are, whether you’re a housekeeper, a transporter or 
a neurosurgeon, we all have to work to the best of our ability 
to care for that patient in that bed. 

A third challenge is the need to maintain and grow our 
connection with the community. We have the advantage of 
being the only acute care provider in Somerset County, but that 
comes with the obligation to connect with our community. I’m 
on several community boards to enhance our exposure, and 
many of my staff members are out in the community. We’ve 
partnered with about 50 different entities in the community to 
help grow the health of Somerset County. Specifically, we’ve 
had a program here for about four years called Healthier 
Somerset that’s led by our Community Development Director. 
It’s all about the community. 

MDADVISOR: Can you tell us about the state’s first primary 
care facility focused on the LGBTQIA community?
CAVA: Our clinic was just one year old this past January. We 
started on a journey to get it going about a year or so before 
that, and I can tell you that its creation has been a labor of 
love. I have to give credit to Jackie Baras, RN, a transgender 
woman who was our quality nurse and educator for the OR. 
She came to me one day and said that we really needed to 
provide healthcare for the LGBTQIA community. She explained 
that members of this community have to travel to Boston or 
to New York or to Philadelphia because there was no place in 
New Jersey for them to come for primary care. I was stunned 
because we do community health needs assessments every 
three years and LGBTQIA medicine never appeared as a need. I 
honestly hadn’t even thought about it. But when Jackie showed 
me the need for it, we put together a steering committee and 
started taking a look at some of the statistics. We found that 
there was a huge LGBTQIA population in New Jersey who were 
going outside of New Jersey for healthcare. 

Then Jackie set up a meeting with Nicole Brownstein, who 
was, at that time, the President of Pride Center of New Jersey—
and a very convincing lady. She also articulated why we needed 
something like this in New Jersey. We had one of those ah-ha 
moments when you realize that this is something we should 
be doing and we’re not doing. It’s not about making money 
because we lose money on the program, and that’s okay; it’s 
about providing the care that’s needed. I said, Let’s do it.

MDADVISOR: How do you get everyone on board for this kind 
of focused care?
CAVA: Personally, I don’t have a prejudiced bone in my body; 
I’m just not built that way. So to me, it was startling to discover 
that we needed sensitivity training to make this happen, but 

we did. So we partnered with the Garden State Equality group 
to meet with our staff—we gave the training to almost 2,100 of 
our 2,300 staff members. 

We made it very clear that this was a one-of-a-kind program 
in New Jersey, and we were going to be leaders in LGBTQIA 
medicine. I was the first to take the training, along with our 
directors, to emphasize the importance of this throughout 
our organization. Then we brought the training to our family 
practice physicians and staff because the center is based in 
our family practice building. We had a number of physicians, 
specifically Lalitha Hansch, MD, who had an interest in the 
transgender and lesbian and gay community, and several other 
physicians in family practice, who had really no specific training 
per se but had taken some additional courses as part of their 
overall family practice residency, who were very interested in 
the success of the program.

I don’t think everyone bought into it, to be honest with 
you. But we had to set a framework for people to understand 
where we were coming from. It’s not about treating blacks or 
Hispanics or Chinese or Asians differently than we’re treating 
whites. It’s about just being inclusive.

MDADVISOR: The 2014 Lambda Legal survey, “When Health 
Care Isn’t Caring,” revealed that 56 percent of lesbian, gay 
and bisexual respondents had experienced serious discrimi-
nation in healthcare; 70 percent of transgender respondents 
had experienced serious discrimination; and 73 percent of 
transgender respondents and 29 percent of lesbian, gay and 
bisexual respondents reported that they believed they would 
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We were the 
linchpin that 
started the 
movement 
toward our 
whole system 
being LGBTQIA 
sensitive.

be treated differently by medical personnel because of their 
LGBT status. Other numbers show that 8 percent of a surveyed 
LGBT community said that a doctor or other healthcare pro-
vider refused to see them or refused to recognize their family, 
including a child or same-sex partner or spouse. Would you 
say that that was true before some of the training?
CAVA: Recently, Dr. Hansch said that she has not come across 
many healthcare providers who treat LGBTQIA patients differ-
ently. I can’t speak for the healthcare providers outside our 
relatively small area, but we haven’t had a lot of problems. 
Those numbers seem astronomical to me; the percentage 
should be zero.

Our system is doing a good job of breaking down those bar-
riers. We were the linchpin that started the movement toward 
our whole system being LGBTQIA sensitive, and we have pol-
icies in place across all of our healthcare, all of our hospitals 
and all of our clinics and such that speak specifically to the 
transgender and LGBTQIA populations. It’s really been ter-
rific, and we’re starting to see satellites pop up in some other 
hospitals and facilities. 

Ultimately, I’d like to see our Somerset campus be a hub. If 
we have navigators throughout our system, they can refer the 
patients here once we expand and have growth capability so 
that we can then provide them with primary care needs. Then, 
I’d like to see perhaps Monmouth Medical Center or one of our 
southern hospitals open its own center. There is a large lesbian 
and gay population in Asbury Park and in that area of South 
Jersey that could be treated in Monmouth Medical Center.

MDADVISOR: Was PROUD Family Health at RWJ Somerset Family 
Practice founded to address specific healthcare needs or because 
there was an insensitivity to the needs of these patients? 
CAVA: It was built mainly to provide primary healthcare to the 
LGBTQIA community—so they wouldn’t have to travel outside 
New Jersey just to get basic primary care. Some of their needs 
include hormonal therapy and some of the other things that 
go along with transitioning, but it’s really just basic primary 
care: I need a vaccination. I need a chest x-ray. I need lab work. 
It’s basic primary care.

At this time, we don’t do surgery. We’re focusing on our 
expansion by rotating specialists through our center so we 
don’t have to refer out for basic needs. We found that the two 
most needed specialties within the community are behavioral 
health and endocrinology. We’re going to start rotating those 
specialists through here. This way, patients come, see the pri-
mary care doctor, see the specialist and then leave. They don’t 
have to go anywhere else.

MDADVISOR: How would you measure the center’s success? 
CAVA: Our success is also our problem. We’re well beyond 
our capacity. We are going to expand PROUD Family Health 
because we just can’t accommodate the 75 to 80 new patients 
we receive every month. In fact, there’s a two-month-plus wait-
ing list, and unfortunately, some of the patients don’t want to 
wait, or can’t wait, so they end up going to Philadelphia. I’m 
happy to announce that last summer we added additional 
staff (a dedicated APN and a full-time navigator) to expand 
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hours. We also gave the center its own space across the hall 
from the current location. Late this year, we hope to appoint 
a dedicated medical director.

MDADVISOR: What do you think physicians can do to provide 
better care? 
CAVA: Quality care is about understanding patients’ gender 
identity. If they identify as a man, even though they may look 
more female or vice versa, we have to respect that. These 
patients want to be respected as Mr. or Ms. in the gender they 
identify with and get the same level of care that any of us would 
get. It’s not a lot to ask; it’s really a simple request. 

MDADVISOR: How does gender identity affect insurance 
payments?
CAVA: That’s probably one of the biggest obstacles that many 
in the transgender community face. If someone is Mr. Smith in 
2017 fiscal year but then transitioned to Ms. Smith, some insur-
ance companies will drop them. New Jersey has done a better 
job of recognizing the transgender community and making 
sure that their rights are upheld. Our system was instrumental 
in supporting legislation to ensure insurance coverage for the 
transgender community, whether it’s coverage for hormonal, 
surgical or psychological intervention. Our policy across our 
system is that if you have insurance as Ms. Smith but now you’re 
Mr. Smith, we will treat you as Mr. Smith and accept the insur-
ance. We don’t discriminate. In our clinic, insurance is never 
an issue. Whether you have insurance or not, we accept all 
comers; it’s our mission to treat patients.

MDADVISOR: Is there anything physicians have to be aware 
of about treating an LBGTQIA patient that is different from 
treating other patients?
CAVA: A human being is a human being regardless of sexual 
orientation. We all get sick. But in some cases, there are spe-
cific challenges. For example, if someone was born male and 
has transitioned to female but still has male organs, there’s 
the issue of prostate health that you typically wouldn’t think 
of—but you have to. So, there are those kinds of subtleties 
that always have to be kept in mind about patients’ original 
gender at birth versus what they identify with now. You have 
to make sure the medical record is clear that those individuals 
are essentially living in two worlds. 

MDADVISOR: Do you think there will be a need for further 
adjustments in the PROUD Family Health program? 
CAVA: Absolutely. Right now, for example, we’re addressing a 
missing link that we did not think about earlier. When you call 
the center or come in to the center, the person you first interact 
with is not a transgender individual; it’s a heterosexual man 
or a heterosexual woman. I realize now that it’s absolutely 

essential that we hire a transgender or lesbian/gay navigator for 
the center. This is especially important now that we’re seeing 
more and more young people—14- and 16-year-old kids—who 
believe they want to transition from male to female or female to 
male. It’s difficult for our clinicians who have not gone through 
this at such a young age. We can bring in a behavioral specialist, 
but it’s so much more effective when you have someone who 
has transitioned and can honestly talk about the advantages 
and the pitfalls of doing this. Nicole Brownstein brought this 
to my attention, and she’s absolutely right.

Another source of input that will help us make adjustments 
as we go forward is our transgender family support group. 
Although there are support groups for transgender individuals, 
ours is unique in that it’s a support group for the family. We 
have 30 to 40 family members who rotate through on a regu-
lar basis, and we’ve garnered a lot of information from them. 
They’ve helped us as much as we’ve helped them—that’s been 
a big win for all of us.

MDADVISOR: To you, personally, what is the most import-
ant part about the work you’ve done through PROUD Family 
Health? 
CAVA: It is most important to me that our team and our organi-
zation have made a commitment to the LGBTQIA community, 
and we’re working hard to keep that commitment. We’re good 
at treating diabetes in the community or breast cancer in the 
community, and having screenings and such, but we missed 
an important segment of the LGBTQIA community, and now 
we can’t falter and let them down. 

Catherine E. Williams is Senior Vice President, Business 
Development and Corporate Secretary at MDAdvantage 
Insurance Company.



33MDADVISOR 

Joseph William Stickler: 
Scarlatina and the Wrath  
of the Anti-Vivisectionists
Sandra W. Moss, MD, MA

In 1796, british physician edward Jenner 
famously inoculated a child with fluid 
from a cowpox pustule on a milkmaid’s 

hand. Twice, he challenged the inoculated 
boy with active smallpox—and the boy 
remained well. Within a few years, smallpox 
vaccination changed the course of human 
history. With the rise of germ theory in 
the 19th century, the quest for vaccines to 
protect against the spectrum of childhood 
infections intensified. Experimentation on 
children in the search for vaccines against 
childhood diseases was inevitable.

Vintage engraved illustration of child with scarlet fever.
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In the decades following the Civil War, the pathology and 
physiology laboratories of Europe influenced a generation of 
young American physicians. American institutions for medical 
research lagged far behind those in Europe. A few motivated 
physicians established personal laboratories and published 
their research in American journals. Despite New Jersey’s lack 
of medical schools, prestigious academies and renowned hos-
pitals, intellectually engaged physicians within the state saw 
themselves as participants in—or at least beneficiaries of—this 
new scientific medicine. And nothing was more galvanizing 
than the promise of applying germ theory to the prevention 
of the infectious diseases that sickened and killed children.

One young New Jersey physician viewed himself as a disciple 
of European medical science and clinical research. Joseph 
William Stickler (b. 1854), son of a wealthy Orange (Essex 
County) family, earned his medical degree at the College of 
Physicians and Surgeons in New York in 1879. He spent two 
years in a series of New York posts, including physician to the 
Lying-in Asylum, house surgeon and lecturer at Presbyterian 
Hospital and lecturer on surgery and skin diseases at the 
College of Comparative [interspecies] Medicine. While one 
might speculate that Stickler anticipated a prestigious New 
York career, he returned to Orange in 1881, setting up practice 
and serving as visiting surgeon and pathologist at the newly 
opened Orange Memorial Hospital. Stickler created a hospital 
laboratory for “diagnostic and pathological research” and was 
“a major force behind the hospital’s introduction of laboratory 
methods in the diagnosis of diphtheria”1 (see Figures 1 and 2).

THE SEARCH FOR A SCARLET FEVER VACCINE
Stickler devoted much of his privately conducted research to 
the development of a vaccine against scarlet fever. The lure 
of a vaccine was seductive. We must recall the morbidity and 
mortality caused by pediatric scarlatina, untreatable in the 
pre-antibiotic era. In 1888, the New Jersey Board of Health 
reported 574 deaths from scarlet fever, with an average of 
610 cases annually over 10 years.2 No doubt, many other chil-
dren were left with long-term cardiac and renal complications. 

Stickler and his colleagues had almost certainly attended to 
children dying from scarlatina.

At some date prior to 1883, Stickler began observational 
and experimental studies of foot-and-mouth disease (FMD) 
in cattle and horses, noting its similarity to bovine scarlatina. 
In 1883, he extracted the virus from infected horses and used 
it to inoculate 12 people, followed by an injection of human 
scarlatinal blood. Thirteen additional children were exposed 
to the breath and exhalations of scarlet fever victims and then 
inoculated with an unspecified serum, possibly FMD.3 (“Virus” 
was a general term for a toxic or venomous agent, antedating 
modern virology; the FMD submicroscopic picornavirus was 
discovered in the 1890s.)

Reports of a sore-throat epidemic in early 1884 in Dover, 
England, caught Stickler’s attention. Two hundred human cases 
were traced to the milk of local cows with FMD. Within months 
of the Dover report, Stickler suspected that he might have the 
key to an antistreptococcal vaccine. He inoculated three local 
children with vesicular fluid from cows with mild FMD. One 
subject, a boy of eight, having recovered from the side effects 
of the inoculation, was taken to the bedside of a scarlet fever 
patient. Observing that the parents of the scarlatina patient 
were quite poor, Stickler wrote that “the pillow upon which 
the patient lay had not been exchanged for a clean one since 
the beginning of the sickness. This pillow was placed over 
the face of the boy who had been inoculated, and held there 
for some time.” The child remained well. Two other children 
were similarly vaccinated, one becoming quite ill from the FMD 
inoculation, but all three seemed to be immune to natural-oc-
curring scarlet fever.3

Two years after the Dover sore-throat epidemic, a follow-up 
survey by a local medical officer, undertaken at Stickler’s 
request, suggested that victims of the sore-throat epidemic 
were rendered immune to scarlet fever. In addition, a previous 

Memorial Hospital opened in 1882; Joseph W. Stickler joined the hos-
pital staff in that year. From The Founders and Builders of the Oranges, 
1666–1896, by H. Whittemore, Newark, NJ: L. J. Hardham, facing p. 279. 
Copyright 1896.

Figure 2. Memorial Hospital, Orange, NJ

From The Founders and Builders 
of the Oranges, 1666–1896, by 
H. Whittemore, Newark, NJ: 
L. J. Hardham, facing p. 279. 
Copyright 1896.

Figure 1.  
Joseph William Stickler  
(date unknown)
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history of scarlet fever seemed to offer partial protection 
against the Dover outbreak. Stickler hypothesized that FMD 
and scarlet fever “may be for a time mutually protective.”3 He 
traveled to England in 1886 to further his investigations into 
scarlet fever and foot and mouth disease.4 At a meeting of the 
prestigious New York Academy of Medicine in 1887, Stickler 
read his FMD/scarlatina paper, which was published in the 
Medical Record, a respected New York journal.5

Stickler’s interest in scarlet fever continued with another 
series of experiments on children conducted in 1888 and 1889. 
Using methods developed in Pasteur’s laboratory, he chemi-
cally treated mucous from the mouth and throat of a patient 
with mild scarlet fever to render it less virulent. Five children, 
4 to 13 years old, four of whom were probably siblings, were 
“inoculated” with subcutaneous injection of the treated mucus. 
All became mild to seriously ill within a few days with scarlet 
fever and in one case, nephritis. 

Nevertheless, Stickler proceeded to inject a second series of 
five children. “These inoculations,” he wrote, “were made to 
prove that a protective virus [against scarlet fever] had been 
discovered, but when I found that in each instance genuine 
scarlet fever was developed, with its possible complications, 
I desisted and turned my attention to other methods of pro-
tecting the human system against the contagion of this much 
dreaded disease.”6

Stickler did not report these experiments until 1897, eight 
years after the trials were completed. Unlike his previous 
experimental work published in a prominent New York medi-
cal journal, this latter series of failed experiments on children 
appeared in the unedited Transactions of the Medical Society 
of New Jersey. 

KOCH’S TUBERCULIN: FURTHER DISAPPOINTMENT
Stickler, who had a special interest in the scourge of tubercu-
losis, faced further defeat in applying the heralded tuberculin 

cure unveiled by Robert Koch in 1890. Stickler hurried to Berlin, 
bringing “the experience he thus gained to bear upon his 
service in the phthisis [tuberculosis] wards of the [Orange] 
hospital.”7

Unfortunately, Koch’s tuberculin was quickly discredited 
amid a blaze of negative publicity. Stickler’s 1891 paper, “Some 
Achievements of Koch’s Lymph,” cautioned against utter aban-
donment of tuberculin treatment. Despite some early failures 
and deaths, other cases observed by Stickler seemed to confirm 
its value.8 A colleague recalled “how disappointed [Stickler] was 
at the results of his numerous experiments in this direction.”7 

Stickler’s death at age 44 at the Fifth Avenue Hotel (later 
identified as the Waldorf-Astoria) in May 1899 of heart disease 
was announced in The New York Times.9 His obituary in the 
Transactions of the Medical Society of New Jersey, evidently writ-
ten by a local colleague, cited “a short illness.” The memorialist 
praised Stickler as a “companionable, cultured, and scientific 
physician. . . . a fine demonstrator and an excellent teacher . . . 
a genial, warm-hearted, cheerful, Christian gentleman.” Stickler 
was remembered as “a fearless investigator of several lines of 
pathological research.”8

STICKLER AND THE VIVISECTION REFORM SOCIETY 
Seven years after his death, Stickler became a minor medical 
celebrity, although not in the way he would have wished. Two 
decades after he published his paper on FMD and scarlatina 
(1887), the antivivisectionists pounced. In a 1906 pamphlet, 
Illustrations of Human Vivisection, Chicago attorney Sydney 
Taber of the Vivisection Reform Society observed that “some 
of the worst cases of American experimentation are too loath-
some for publication.” Under the heading “Experiments on 
children,” Taber vilified “a Dr. J. W. Stickler of Orange. . . this 
human vivisector.”  Reviewing the FMD/scarlatina experiments 
in detail, Taber asked rhetorically, “Now what do American 
fathers and mothers think of such experiments, if secretly made 
upon their own children? Because these parents were ignorant 
and ‘poor,’ is the experiment to be condoned? . . . If this [eight-
year-old] child had taken the disease and had died from it, 
does anyone think that the details of that scientific murder 
would ever have come to light? . . . That [the three children] did 
not become infected with the dread disease and die, certainly 
was not due to any lack of zeal on the part of this vivisector 
of children.” Harkening back to the published discussion of 
Stickler’s paper at the New York Academy of Medicine, Taber 
could find not a word of “remonstrance or condemnation” by 
any physician.10

A DARK DEATH: THE DOCTORS RESPOND
In 1914, University of Pennsylvania physiologist Richard Mills 
Pearce prepared a pamphlet on human vivisection for the 
American Medical Association Defense of Research series. 

Vintage engraved illustration of germs of tuberculosis
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Pearce, while maintaining that antivivisectionists routinely 
distorted and sensationalized scientific reports to support their 
cause, conceded that Stickler did indeed deserve the criticisms 
heaped upon him, noting the following:  

I have examined Dr. Stickler’s original report and find 
that the statement of fact is correct. Dr. Stickler shortly 
afterward [in fact, 12 years afterward] committed suicide 
and the evidence in the case and the opinions of his most 
intimate friends are that he was of unsound mind at the 
time he made these experiments.11

Pearce continued: 
Dr. W. P. Northrup [professor of diseases of children, 
Bellevue Hospital Medical College] writes to me as follows: 
‘I was a personal friend of ‘Joe’ Stickler and recall that he 
brought to me his experiments with foot and mouth dis-
ease as a prophylactic against scarlet fever for the purpose 
of obtaining from me patients on whom to try the measure. 
The proposition was turned down. It was taken to others, 
and among them Dr. Abraham Jacobi [father of American 
pediatrics], by whom the proposition was turned down 
in such emphatic terms that nothing more was heard of 
it. I remember that Dr. Stickler injected himself with the 
disease and was very sick with alarming symptoms for a 
few days. . . . His suicide completed the impression that 
he was mentally imbalanced for a time—‘obsessed’ with 
the idea that he was immortalizing his name and would 
deserve the gratitude of future generations. . . . I regret 
bringing this unhappy incident to light again and would 
shield my friend’s memory, but under the present circum-
stances it seems right to publish these facts.’11 

Pearce concluded:
It is difficult to excuse such procedures [i.e., exposure to 
scarlet fever]. . . . As the result of his clinical experience, Dr. 
Stickler believed that foot and mouth disease protected 
against scarlet fever, and in an attempt to prove this he 
made the experiments described. In this his procedure was 
not different from that of Jenner in connection with cowpox 
and smallpox. But our knowledge of the infectious diseases 
in 1887 justified methods other than those of Jenner. I 
doubt whether today such observations as that of Stickler 
would receive the support of any reputable physician.11

Louis Pasteur’s biographer, Gerald Geison of Princeton 
University, observed that dangerous experiments on humans 
are more easily forgiven if the hypothesis turns out to be right 
and the benefits from the experiment great.12 Despite the 
rhetoric of the antivivisectionists, Stickler’s work, while dis-
tasteful to some colleagues, did not clearly violate the medical 
ethics of the 1880s and 1890s. The discovery of an effective 
vaccine against scarlet fever would have made Stickler a shin-
ing star in the medical pantheon. Instead, a decade after his 

death, he became the poster boy for the antivivisectionists 
and an expendable embarrassment to the clinical research 
establishment. 

Physicians continue to struggle with the ethics of medical 
experimentation in children. In the mid-20th century, the Salk 
and Sabin polio vaccine trials were of necessity conducted in 
children, although with more oversight and no post-immu-
nization challenge with live poliovirus. From 1956 to 1970, 
intellectually disabled residents at the Willowbrook School 
in Staten Island were deliberately infected with hepatitis A, 
rationalized by the observation that children in the crowded 
institution invariably developed hepatitis. Vaccine trials in pur-
suit of immunization against childhood disease in the United 
States and abroad present moral challenges to all physicians 
who would—at least in a small way—be Jenner.  

Sandra Moss, MD, MA, is a retired internist and is past 
President of the Medical History Society of New Jersey and 
the American Osler Society.
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The HOPE of 
STEM CELL RESEARCH 
as Seen Through the Eyes of a Fifteen-year-old

WHEN WE WERE CHILDREN, comics and cartoons 
entertained us with their mystical nature. Our 
favorite superheroes had metaphysical abilities 

to regenerate and fight the bad guys, using their seemingly 
biologically impossible powers to clone or instantly heal their 
wounds. These abilities are no longer entirely fantasy. Whether 
new diagnostic technologies for early and accurate identifi-
cation of disease or modern-day targeted drug therapies for 
cancer treatment, biomedical research has led to advances at 
a breathtaking pace. 

 Stem cell technology, in particular, is changing the way we 
see the future of healthcare. Medicine is continually devel-
oping technologies that make every generation live longer 

than the last, but stem cells may provide the greatest boost 
to longevity that science has seen in centuries. Along with 
the last decade advancements in areas such as oncology, HIV 
care and 3D applications in orthopedics, stem cell research is 
and will continue to be an integral part of emerging medicine.

THE BASICS
Pluripotent stem cells are cells that can develop into a mul-
titude of other specified cell types through a process known 
as differentiation. In terms of development, embryonic stem 
cells evolve and differentiate into different cell lines and later, 
into organs from a single zygote. However, undifferentiated 
adult stem cells still remain throughout the body during aging.  

By Rhea Malhotra
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Most multipotent stem cells are targeted to a certain group 
of cells within the body, but the remarkable capabilities of 
these cells have nearly endless applications in treating disease. 
Harnessing the potential of stem cells would allow us to replace 
damaged cells or to modify levels of certain biochemicals in 
diseased patients. 

Routine use of stem cells in therapy has been limited to 
blood-forming stem cells (hematopoietic stem cells) derived 
from bone marrow, peripheral blood or umbilical cord blood. 
Bone marrow transplantation is the most familiar form of 
stem cell therapy and the only instance of stem cell therapy 
in common use. 

ADDRESSING THE CONTROVERSY 
With the discovery of the method for deriving human stem cells, 
debate arose over the need to harvest stem cells from donated 
living human embryos. Bioethical advocates expressed concern 
regarding the potential for lack of respect for human life. This 
brought up much controversy within the scientific commu-
nity between two moral principles: a responsibility to protect 
human life versus a compulsion to preserve existing life from 
disease and suffering. 

Due to such ethical anxiety, much of the growth of stem cell 
therapy was initially stunted until the discovery of induced 
pluripotent stem cells (iPSCs). Japanese researcher Shinya 
Yamanaka first discovered these artificially created stem cells 
in 2006 and was awarded the 2012 Nobel Prize in Physiology 
and Medicine. Growth of iPSCs is initiated through deriving cells 
from an adult organism (originally skin fibroblasts of a mouse) 
and manipulating only four genes to reverse that cell back to 
a stem cell.1 This technique makes science fiction tales about 
cloning and growing organs very possible in the near future. 

iPSCs may be the future of understanding aging, potentially 
becoming a rewind button on biological time. If scientists can 
develop artificial embryonic stem cells from adult fully devel-
oped cells, then the same principle may be applied to reverse 
time for all cells through the manipulation of four genes. 

The new developments in Clustered Regularly Interspaced 
Short Palindromic Repeats (CRISPR)–Cas9 may enhance cur-
rent methods of induced pluripotent stem cell derivation, using 
novel genome-editing technology to target particular genes 
with more accuracy. CRISPR can allow scientists to embed 
mutations into iPSCs to model diseases and drug therapy on 
the cellular level.2 

Although developments in iPSCs and 
CRISPR–Cas9 have tempered the heated 
stem cell controversy, at the same time, 
they have provided geneticists much more 
insight into the potential of stem cells.

PROMISING RESEARCH
A small, early-stage research study at the Duke University 
Medical Center showed that among 25 children with 
autism, ages two to five, more than two-thirds appeared 
to show improvements in speech, socialization and eye 
contact after the transplant of their own umbilical cord 
blood. This small study has left researchers cautiously 
optimistic about potentially viable treatment options for 
autism spectrum disorder.3 

A study from the University of Washington, Seattle, 
found that degenerative conditions of the retina, including 
retinitis pigmentosa, age-related macular degeneration 
and glaucoma, respond to the use of human embryonic 
stem cells, opening up the potential for further treatment 
exploration.4

Exciting research is also being done with the mesenchy-
mal stem cell and neural stem cell lines.

Mesenchymal Stem Cells
A particularly promising stem cell for pharmaceutical research 
and regenerative medicine is the mesenchymal stem cell. 
Mesenchymal stem cells are multipotent stem cells of stromal 
connective tissue, which can differentiate into myocytes, chon-
drocytes, osteoblasts and adipocytes. Utilizing extracellular 
drugs to induce signaling pathways, new technologies look to 
manipulate the lineage of existing mesenchymal stem cells to 
restore tissue lost through aging and disease.5 

For example, arthritis can be treated with targeted differ-
entiation of mesenchymal stem cells into chondrocytes or 
cartilage cells. In vitro differentiation could provide a source 
of cartilage to treat damage to cartilage throughout the body 
(nasal septum, bronchi etc.). Harnessing the opposite ability to 
slow cell growth, even certain heart conditions related to weak 
muscle tissue, such as cardiomyopathy, could be suppressed 
by enhancing cardiomyocyte differentiation.

Neural Stem Cell Lines 
Numerous studies are investigating neural stem cell lines to 
shed light on neurological and psychiatric disorders. Triggering 
the differentiation of neurons externally allows for the modeling 
of such diseases and their interactions with variable drug mol-
ecules. Immunocytochemical procedures allow biochemists 
to identify microtubules specific to such neurons. Researchers 
at Lehigh University have studied the uses of neural stem cells 
to regulate neurotransmitter levels in neurological disorders.6 

A molecule binding to cytoskeletal receptors to trigger the 
differentiation of dopaminergic neurons, or dopamine-produc-
ing neural cells, would be a viable drug for Parkinson’s disease 
because a lack of dopamine is associated with Parkinsonism.7 
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The inverse concept—a drug that suppresses dopaminergic 
differentiation of neural stem cells—could also treat schizo-
phrenia due to the overactivity of the neurochemical in patients 
with the disorder.7 Harnessing neural stem cells’ abilities to 
regulate neurotransmitter function may truly be the future of 
psychiatric medicine. 

A major impediment for treatment of neurological disorders 
is in identifying drug molecules able to cross the blood–brain 
barrier. Additionally, the presence of a drug molecule may 
create undesirable effects in peripheral systems. For exam-
ple, dopamine agonists have severe side effects of psychosis 
due to the excess of dopamine in the bloodstream. They also 
can cause nausea, dizziness and postural hypotension due to 
the effect of dopamine outside the brain, as opposed to the 
much-needed effects on the substantia nigra when targeting 
Parkinson’s disease. If nanotechnology is not infused into a 
stem cell–derived antigen, the patient is at risk for debilitat-
ing symptoms, as the molecule will target peripheral sites. 
Incorporating nanotechnology will be necessary when estab-
lishing molecular pathways to specific targeted neural clusters 
in the brain. 

UNANSWERED QUESTIONS
Certain questions must be answered for us to fully tap into the 
healthcare applications of stem cell research. What molecular 
and cellular mechanisms physically induce targeted differen-
tiation? And how can we manipulate this? 

Additionally, the invasive damage posed by certain treat-
ments must be addressed. Stem cell transplants may become 
a reality in the near future; however, surgical procedures are 
invasive, taking a physical toll on the patient. 

Cardiac instability may prevent surgery from being a viable 
treatment option in cardiomyopathy, and transplant of tissue 
would be a drastic measure that could cause more harm than 
good from a patient’s standpoint. 

Some potential challenges may also arise regarding uncon-
trollable growth after enhanced replication with stem cell 
therapeutics. A middle ground must be established between 
no effect and cancerous growth of regenerated tissue after 
therapy to avoid initiating a tumor, perhaps worsening the 
initial condition.

Despite these concerns, few would disagree that if we could 
use patients’ own cells to regenerate or replace damaged cells 
and organs instead of having patients wait on transplant lists, 
the fundamental basis of medicine would be changed for the 
better. 

CONCLUSION
Stem cell research is at the beginning of a long road of study 
until we can fully understand the extent of safe and effective 
application. Although it may be a few more decades until 
humanity finds the cure for cancer or a solution to global 
warming, the healthcare community will continue to unravel 
the therapeutic capabilities of stem cells. 

Rhea Malhotra of Allentown, PA, is not your typical 15-year-
old high school student. She has immersed herself in 
the scientific community through her fascination with 
biomedicine. Having performed stem cell research for three 
years and now working in optics for cardiology, Rhea shines 
a spotlight on the novel capabilities of existing stem cells 
within the body to treat disease.
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PERHAPS THE MOST REVERED ASPECT OF MEDICINE IS 
the doctor–patient relationship. Clear communication 
with a patient is the most valuable way of not only 

assessing the patient’s chief complaint but also of providing 
empathetic healing. Ethical guidelines tell us that all patients 
have the right to both provide and clearly understand com-
munication with their physicians. For patients speaking a lan-
guage different from our own, many interpretation devices are 
available in the healthcare field, including the interpretation 
phone line that can be easily accessed in many hospital rooms. 
However, the standard of patient care and the development 
of doctor–patient relationships cannot be effective without 
some form of direct verbal communication between patients 
and physicians, not solely through an interpreter. 

Although interpretation devices, and even live medical inter-
preters, are certainly convenient and effective ways to commu-
nicate with patients, certain encounters, particularly those that 
evoke a strong sense of emotion within a patient, require spo-
ken communication between that patient and his or her doctor 
to foster an emotionally supportive relationship. For instance, 
one would hope that a physician would not deliver news of a 
terminal illness using a language interpretation phone line but 
instead try to communicate directly with the patient, even just 
for a portion of the conversation. This seems like an obvious 
concept, but one that is not clearly addressed in medical school 
until a student enters the hospital ward. 

As an eager third-year medical student, I started the year 
ready to dive into patient care. I felt socially and culturally 
competent, ready to begin my rotation at Our Lady of Lourdes 
Hospital in Camden, NJ, a medical center that has a large pop-
ulation of Spanish-speaking patients. As I became oriented to 
the hospital, I soon learned that the “language line” in each 
patient’s room was going to play a key role in conducting 
patient histories and physicals. I learned to value the language 
line and was quick to use it when I felt the slightest bit uncer-
tain of a patient’s ability to clearly interpret and understand 
English. However, during my OB/GYN rotation, my views of 
the interpretation device quickly changed: I certainly utilized 
it, particularly for patients with little knowledge of the English 
language. However, I discovered that in certain instances, com-
municating via telephone was impersonal and took away from 
the emotional aspect of the patient encounter.

I entered the Labor and Delivery Triage Unit room of a G1P0 
female who was 37 weeks into her pregnancy. The chief com-
plaint written on her chart was “suspected contractions.” I 
began running through my list of questions to obtain a thor-
ough history: “Did your water break? Any bloody vaginal dis-
charge? How long/frequent are your contractions?” I realized 
quite quickly that the patient could not understand what I was 
asking; she was alone, without anyone to help interpret these 
questions. I fumbled for the language interpretation telephone 
at the patient’s bedside and began dialing the operator for the 
Spanish interpretation line, all while she looked at me, befud-
dled, crying in pain from contractions. I had a stark realization: 
This patient, about to give birth to her first child, needs the 
emotional support of a doctor who can strive to speak in a 
language that she understands. 

The high emotions of obstetrical cases require a doctor–
patient relationship that is perhaps unlike any other. New 
expectant mothers especially need the support of their OB/
GYN to ease the anxiety that comes from a first pregnancy. As 
a medical student in the labor and delivery triage unit, I had 
the opportunity to establish that foundation of support with 
a laboring patient. However, when I found I could not ask my 
patient simple questions about labor, I knew that I had to act. 

I went home that evening and used several resources to 
compile a Labor and Delivery Spanish Interpretation Guide, 
which included basic Spanish medical phrases that are com-
monly used in the labor and delivery unit. At the hospital, I 
shared the brochure with other students on rotation with me 
and was happy to see that it was, indeed, a helpful resource. 
We could round on Spanish-speaking patients and ask them 
simple questions about pain or vaginal bleeding and get a 
‘si’ or ‘no’ answer. While these certainly were basic medical 
questions, I felt a different connection with my patients, and 
they seemed to appreciate communicating directly with me 
as opposed to communicating through a telephone. 

I now better appreciate the role that doctor–patient com-
munication plays in patient care. In fact, I have distributed my 
Spanish Medical Interpretation Guide to my clerkship director 
for future students (and patients) to benefit from. 

Tara Beck is a medical student at Rowan University School 
of Osteopathic Medicine, Class of 2019, and a 2018 EJI 
Excellence in Medicine Scholarship Recipient.
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What happens when physicians themselves create a 
liability insurance provider? You get very good liability 
insurance, but you get a lot more, too: 

You get advocacy, you get preemptive counseling 
and education, you get a partner — one able to  
help physicians protect and build their practices. 
That’s what happened when we founded 
MDAdvantage 15 years ago.
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