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MDADVANTAGE® FALL EDUCATION PROGRAMS

SAVE
THE
DATE!

TECHNOLOGY IN THE MEDICAL PRACTICE

November 6, 2015
Practical Advice on a Range of Technology Issues that 
Impact Physicians and Their Practices Every Day
The Crowne Plaza, Plainsboro Twp, NJ
Open to MDAdvantage physicians & practice managers

COMPLIANCE 101: 
IDENTIFYING YOUR AUDIT RISK

November 18, 2015
The Mansion on Main Street, Voorhees, NJ
Open to MDAdvantage insureds & members of the Burlington 
& Camden County Medical Societies

COMPLIANCE 101: 
IDENTIFYING YOUR AUDIT RISK

December 2, 2015
Sheraton Eatontown Hotel
Open to MDAdvantage insureds & members of the Monmouth, 
Ocean, Atlantic & Cape May County Medical Societies

Pre-registration is required. To register, contact our
Risk Management Department at 888-355-5551 

or register online at www.MDAdvantageonline.com.
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Welcome to the Fall issue of MDAdvisor. The Editorial Board and I are pleased

to bring you the enclosed articles addressing current topics in the medical

community, in
cluding our latest CME article, “Addressing Narcotics in the Pediatric

Population.” The Honorable Paul W. Armstrong, JSC (Ret.) p
enned a thoughtful

response to Assemblyman Burzichelli’s article that appeared in our Summer

issue, “Aid in Dying Means Dignity for Patients.” Judge Armstrong is an expert

on this subject, and his column provides some important recommendations on

how New Jersey should proceed with this very complicated issue so that we may

ultimately respect and honor the wishes of our dying patients. We also bring

you an interview with New Jersey Hospital Association President and CEO Betsy

Ryan, who shares her insights on the hospital market, th
e ACA and the many

other challenges that lie ahead for healthcare.

Additionally, t
his issue includes our latest Legislative Update, which

features a preview of the upcoming elections in New Jersey and an

update on healthcare legislation. This past June, voter turnout for

the New Jersey primary election was the lowest in at least 90

years, and low turnout is again anticipated on Election Day.

I encourage everyone to educate themselves on

the key issues that will impact our state

and its residents and to remember to

get out and vote on November 3rd.

Sincerely,

Chairman & CEO

MDAdvantage Insurance Company 

FROM THE DESK OF PATRICIA A.COSTANTE
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EMERGING MEDICAL LEADERS ADVISORY COMMITTEE

New IOM Report: Improving Diagnosis in
Health Care

The Institute of Medicine has published a new
report, Improving Diagnosis in Health Care, which
indicates that the occurrence of diagnostic errors
has been largely unappreciated in efforts to
improve the quality and safety of healthcare. The
report notes that most people will experience at
least one diagnostic error in their lifetime, some-
times with devastating consequences. The 
recommendations from Improving Diagnosis in
Health Care contribute to the growing momentum
for change in this crucial area of healthcare 
quality and safety.

OMNIA Health Alliance Faces Backlash
Horizon Blue Cross Blue Shield of New Jersey

recently announced the OMNIA Health Alliance, 
a group of hospitals and doctors that will form
the core of the new plan’s top tier. The new plan
has stirred controversy, especially in two major
urban areas and the state’s capital, as local and
state elected officials worry about the effect on
safety net hospitals in the area. Questions remain
about how the alliance was developed, the
impact the new plans will have on residents and
hospitals around the state and the hidden costs
to healthcare consumers.

AMA Critical of Proposed Health Insurance 
Company Mergers

A new analysis performed by the American
Medical Association says that most insurance 
markets in the United States are dominated by 
a few companies and would become even more
concentrated with a plan by Anthem to acquire
Cigna and a proposal by Aetna to buy Humana.
The doctors’ group said the proposed mergers
could reduce competition in up to 154 metropolitan
areas in 23 states.

WHAT’S HAPPENING IN HEALTHCARE?
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ssemblyman John Burzichelli, in a poignant and
humane Point of View article in this journal,1 illuminates the
rational and strict process set forth in his proposed legislation:
Aid in Dying for the Terminally Ill Act. He compassionately
discusses how this legislative initiative would create a protocol
for competent, terminally ill patients to obtain assistance
from medical professionals to end their lives.

The foundation of the bill is personal choice, and its
architecture sets forth a series of safeguards that ensure
that the patient’s decision is intelligent and voluntary.
Acknowledging that New Jersey law currently does not
countenance such assistance and that there are moral
and ethical concerns of the medical profession yet to be
resolved, Burzichelli makes a signal case that New Jersey
join four sister states (Oregon, Washington and Vermont
by legislative action and Montana by judicial decision) in
providing compassionate assistance in ending the lives of
competent, terminally ill patients.

The prophylactic formalities in the bill require that the physi-
cians confirm the diagnosis of an affliction that will cause death
within six months and that the patient is competent to make

POINT OF VIEW

Aid In Dying

By Hon. Paul W. Armstrong, JSC (Ret.)

an informed choice. The criteria also include a 15-day waiting
period before the patient “may obtain medication to self-
administer to end life in a humane and dignified manner.”1

In March of 1976, the New Jersey Supreme Court issued
its landmark decision In the Matter of Karen Ann Quinlan.2

Chief Justice Richard J. Hughes, writing for a unanimous
court, held that Karen Ann Quinlan had a fundamental con-
stitutional “right of choice” to refuse life-sustaining treat-
ment grounded in the right of privacy under the federal and
state constitutions. Finding legal underpinnings for the
right of privacy in the United States Supreme Court’s
decisions in the area of procreation, Quinlan held that “this
right is broad enough to encompass a patient’s decision to
decline medical treatment under certain circumstances,
in much the same way as it is broad enough to encompass
a woman’s decision to terminate pregnancy under certain
conditions.”2 The court ruled that the right of privacy under
the New Jersey state constitution similarly encompasses
the right to refuse life-sustaining treatment.

Like other constitutional rights, the constitutional right
to refuse treatment is not absolute and must be bal-

"The foundation of the bill is 

personal choice, and its architecture

sets forth a series of safeguards 

that ensure that the patient’s 

decision is intelligent and voluntary."

A Proposed Path to Consensus on 

A
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life-sustaining treatment. While the judiciary had thrust
New Jersey into the national spotlight, in the follow-up case
in 1985 of In re Conroy,3 the court emphasized that con-
temporary issues in bioethics required the interrelated
roles of the legislature, the executive branch, the courts
and state agencies in formulating public policy responses
to the many dilemmas that regularly confront patients,
families and healthcare institutions and which present new
challenges for our healthcare system. Recognizing these
interrelated responsibilities and being sensitive to the
increasing public prominence and social significance of
questions of death and dying, as well as the judiciary’s
call for comprehensive examination of these complex and
multidisciplinary issues in the legislative forum, in November
1985, the legislature created the New Jersey Bioethics
Commission (more formally referred to as the New Jersey
Commission on Legal and Ethical Problems in the Delivery
of Health Care).4

The Commission’s membership was comprised of a diverse
and multidisciplinary body of 27 appointed members. The
Commission’s membership was designed to bring to the
public policy process a broad spectrum of expertise, opinions
and perspectives, including medicine, nursing, healthcare
administration, law, ethics, theology, natural science, social
science, humanities and public affairs. The Commission includ-
ed representatives of the executive and legislative branches
of state government, of major statewide professional and
healthcare associations and of New Jersey’s professional
and public communities. Thus, the composition of the
Commission assured that a wide range of serious, diverse
and competing points of view were ably and openly articu-
lated, with vigorous representation of the many streams of
opinion that characterize New Jersey’s pluralistic traditions.

The Commission determined from the outset to recognize
its role in the political process and its responsibility to be
responsive to the pluralistic society it served by conducting
its deliberations and by exploring the issues in full view of
the public, holding all meetings open to the public with
opportunity for comment. In addition, the Commission held
a number of public hearings and received extensive testimony
on a wide range of issues, reflecting a broad spectrum of
professional, institutional, religious and moral perspectives.
The Commission’s work and recommendations were the
product of extensive and open public deliberations seeking
to craft balanced approaches to complex and difficult
problems in a manner respectful of the diverse moral and
religious views of a wide range of New Jersey’s citizenry.

anced against certain countervailing state (societal)
interests. At issue in Quinlan were the state’s interests in
preserving life, in preventing suicide and in safeguarding
the integrity of the medical profession.

Quinlan is also notable for its introduction of institutional
ethics committees as participants in end-of-life decisions.
The court recommended that this process be followed
in future cases in which termination of treatment for
terminally ill or permanently unconscious patients is to be
considered. In doing so, it understood ethics committees
as a mechanism to free physicians from concerns about
legal entanglements (such as charges of homicide or civil
suits) that might otherwise impair their ability to exercise
independent medical judgment in the best interests of
dying patients. 

Going a step further, Quinlan extended an expectation
of immunity from civil and criminal liability for future cases
in which so-called “Quinlan” procedures are followed.
Although acknowledging the difficulty of offering blanket
immunity to physicians, the case noted: 

We would hesitate, in this imperfect world, to pro-
pose as to physicians that type of immunity which
from the early common law has surrounded judges
and grand jurors, …so that they might without fear of
personal retaliation perform their judicial duties with
independent objectivity. 

Nevertheless, there must be a way to free physicians,
in the pursuit of their healing vocation, from possible
contamination by self-interest or self-protection con-
cerns, which would inhibit their independent medical
judgments for the well-being of their dying patients.
We would hope that this opinion might be serviceable
to some degree in ameliorating the professional
problems under discussion.2

This novel approach was primarily intended to foster
private, institutionally based resolution of treatment
decisions for dying patients without the need to seek
judicial intervention.

Advances in medical science and technology in recent
years have raised complex issues at the intersection of law,
medicine and ethics, presenting fundamental questions
and societal questions, potentially and profoundly affecting
New Jersey’s citizens and its healthcare community. New
Jersey’s national leadership role in addressing bioethical
issues has been established by a series of landmark deci-
sions of the New Jersey Supreme Court, beginning with
In re Quinlan, which first addressed a patient’s right to refuse
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While a number of topics were explored, the Commis-
sion decided early in its history to focus its efforts on two
areas: advance directives for healthcare and the declaration
of death. On the basis of its findings, the Commission
offered recommendations to the legislative and executive
branches, which led to the passage of The New Jersey Advance
Directives for Health Care Act (Living Wills) and Declaration
of Death Act, widely held to be the most comprehensive
acts nationwide. Although the Legislature created the
Commission as a permanent body, its work was not funded
for several years and the enabling statute was then
repealed in 2007.

Appreciating that foregoing or withdrawing life-sustaining
treatment is profoundly different from physician assistance
in the dying process, Assemblyman Burzichelli rightly
suggests that the introduction of his legislation is the
beginning of a profound conversation concerning his
proposal for physician assistance in the dying of competent,
terminally ill patients.

The lessons to be learned from past New Jersey Supreme
Court decisions and legislative initiatives are that a similar
body of dedicated and knowledgeable citizens should be
created to advise the legislative and executive branches
concerning how we may justly respect and honor the
wishes of dying patients.5

New Jersey has the richest body of judicial decisions and
legislative enactments in the nation concerning the treatment
of the terminally ill. Indeed, we have been universally emulated
by our sister states and by the international community.
Along with this history comes a deep responsibility to
recognize the sacredness of human life as well as to have a

"Along with this history comes a

deep responsibility to recognize 

the sacredness of human life as well

as to have a balanced respect for

individual medical decision making."

balanced respect for individual medical decision making.
To be true to this historical imperative, the author (who

represented the Quinlan family before the New Jersey
Supreme Court and who served as Chairman of the New
Jersey Bioethics Commission) agrees with Assemblyman
Burzichelli that we are “in the midst of a long conversation
on this proposal.”1 It is hoped that the past may inform
the present and future and that the commission process
may again assist in ensuring the integrity of this profound
conversation.

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

1 Burzichelli, J. (2015, Summer). Aid in dying means dignity 
for patients. MDAdvisor, 8(3) 13 – 14. 

2 70 N.J. 10, cert. denied sub nom., Garger v. New Jersey, 
429 U.S. 922 (1976).

3 98 N.J. 321 (1985).

4 N.J.S.A. 52:9Y-1 et seq.

5 Also see, Betancourt v. Trinitas, 415 NJ Super 301 (App Div
2010) for a similar call for “thoughtful study and debate”
regarding “medical futility.” 

POINT OF VIEW
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OBJECTIVES:

At the conclusion of this activity, participants 

will be able to:

Explain the role of pediatricians to prevent 

pediatric narcotic exposures.

Identify the potential routes of pediatric 

exposure to narcotics.

Describe national and state government 

efforts to reduce the misuse and abuse of 

prescription opioids.

Discuss the epidemiology of narcotic 

exposures and overdose deaths in the 

pediatric population.

PEDIATRIC 

NARCOTICS

POPULATION*

IN THE 

By Lokesh Shah, MD, 
& Sindy Paul, MD, MPH

ADDRESSING

In order to obtain AMA PRA Category 1 credit™, participants
are required to:

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) The post-test questions 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 Fax to: 978-367-8545

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 the
deadline, which is November 1, 2016. Forms received after
that date will not be processed.

Authors: Lokesh Shah, MD (pediatric resident, Sidney Kimmel
Medical College of Thomas Jefferson University/Alfred I.
duPont Hospital for Children); Sindy Paul, MD, MPH, FACPM
(Medical Director, New Jersey Board of Medical Examiners)

Joint Providership Accreditation: This activity has been planned
and implemented in accordance with the Accreditation Require-
ments and Policies of the Medical Society of The State of New York
(MSSNY) through the joint providership of KACS and MDAdvantage
Insurance Company. KACS is accredited by The Medical Society of
the State of New York (MSSNY) to provide continuing medical edu-
cation for physicians. Kern Augustine Conroy & Schoppmann, P.C.
designates this journal-based CME activity for a maximum of 1.0
AMA PRA Category 1 Credit™. Physicians should claim only the
credit commensurate with the extent of their participation in the
activity.

Disclosure: KACS relies upon planners, moderators, reviewers,
authors and faculty participants in its CME activities to provide
educational information that is objective and free of bias. In this
spirit and in accordance with MSSNY and ACCME guidelines, 
all planners, moderators, reviewers, authors and faculty participants
must disclose relevant financial relationships with commercial
interests whose products, devices or services may be discussed
in the CME content or may be perceived as a real or apparent
conflict of interest. Any discussion of investigational or unlabeled
use of a product will be identified.

The planners, moderators, reviewers, authors and faculty
participants do not have any financial arrangements or 
affiliations with any commercial entities whose products,
research or services may be discussed in these materials.

No commercial funding has been accepted for the activity.
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The misuse and abuse of prescription opioid medications
is a major public health issue causing an increase in over-
dose-related deaths. These overdose-related deaths are a
preventable cause of significant morbidity and mortality.1

The following statistics illustrate the severity of this issue:
According to the Centers for Disease Control and
Prevention (CDC), the number of analgesics pre-
scribed in 2010 could provide continuous medication
for every American adult for a month.2

From 1994 to 2007, opioid prescriptions for children
more than doubled; by 2009, approximately 7.2 million
outpatient opioid prescriptions were written for U.S.
children.3

The CDC reported that approximately two million
Americans, aged 12 or older, either abused or were
dependent upon opioids in 2013.4

The CDC also reported that 2.6/100,000 population
opioid-related deaths in 1999–2013 were traced to
prescriptions written for persons 15 to 24 years of age.5

The National Survey on Drug Use and Health
(NSDUH) for 2013 (published in 2014) noted that
15.3 million Americans aged 12 or older used pre-
scription drugs non-medically in the year previous to
the survey, and 6.5 million did so in the previous
month. The report also indicated that 1.7 percent of
those 12 to 17 years of age were, at the time of the
survey, using pain relievers for nonmedical reasons.6

These statistics make it clear that opioid abuse and
misuse reflects a public health crisis with unique implica-
tions on the pediatric population. 

The pediatric population reflects heterogeneous age
groups with different behaviors that result in unique reasons
for unintentional vs. intentional exposures. (An exposure
is defined as contact with a particular agent acknowledging
that an ingestion cannot be disproven.) The two pediatric
age groups that have the greatest risk of narcotic exposure
are toddlers and adolescents. Children less than six years
old are at high risk for unintentional exposure as a result of
exploration and accidental ingestion. According to the
National Poison Data System (NPDS), analgesics are the
third most common unintentional exposure in children five
years of age or younger (9.8 percent of exposures) behind
only cosmetics and personal care products.7 The ado-

lescent age group is at risk for intentional exposure from
misusing medications for alleviating pain, substance
abuse behavior and/or suicidal intent. 

IMMEDIATE RESPONSE TO NARCOTIC EXPOSURE 
Given the increasing morbidity and mortality due to

narcotic exposures in the adult population, there has
been a recent increase in state regulations allowing
greater naloxone access in suspected cases of narcotic
overdosing. This allowance applies to the effective and
safe administration of naloxone to reverse suspected opioid
toxicity in children as well.8 This is fortunate, given the fact that
opioid overdose can result in respiratory depression leading
to pediatric ICU admissions and significant morbidity.9

Naloxone access laws allow medical professionals to
prescribe and dispense naloxone and allow lay adminis-
trators to use it without fear of legal consequences. New
Mexico became the first state in 2001 to have a naloxone
access law; by July 2015, 41 states, including New Jersey,
had a naloxone access law. Good Samaritan laws also
reduce the legal barriers regarding naloxone administration
by encouraging bystanders to seek medical assistance in
the event of an overdose. Good Samaritan laws also
proliferated starting with New Mexico in 2007 and
expanding to 30 additional states, including New Jersey,
by July 2015.10 Even though these laws were designed to
affect the number of preventable overdose deaths due to
narcotics in the adult population, they may prove to be
beneficial when also applied to the pediatric population.
It is anticipated that as more
state governments allow nalox-
one access and administration
by bystanders, the number of
naloxone interventions will
increase. This is emphasized by
its administration 1,000
times in 2014 by first
responders in New Jersey.11 

Clinicians need to be
aware that pediatric opioid
overdose differs from that
seen in adults. Children
ingest a larger opioid

“Children ingest 
a larger opioid dose/kg 

than adults, 
thereby, needing a 

larger dose of naloxone
for reversal.”



MDADVISOR 9
CME

dose/kg than adults, thereby, needing a larger dose of
naloxone for reversal. Children have a different rate of
drug absorption, central nervous system distribution and
metabolism than adults. It is important to remember that,
based on the pharmacokinetics, overdoses in children may
be delayed, unexpectedly severe and prolonged.12

PREVENTION OF NARCOTIC EXPOSURE
Many links involved in the distribution of medications

from the supplier to the consumer have initiated steps to
reduce the number of unintentional pediatric exposures.
On the federal level, the Poisoning Prevention Packing
Act of 1970 was a hallmark statute resulting in the current
era of child-resistant packages to reduce unintentional
ingestions.13 More recently, RB Pharmaceuticals, Inc.
announced in February 2012 that it would voluntarily dis-
continue the supply of Suboxone (buprenorphine and
naloxone) sublingual tablets and would sell only unit-dose,
packaged using the unique child resistant Suboxone film.
This response was prompted by the data provided to the
company from the United States Poison Control Center in
2011 showing a consistently higher pediatric exposure
rate for Suboxone tablets. It is expected that the new
packaging can reduce pediatric exposure.14

Opioid prescriptions are unique in pediatric exposure
compared to other classes of medications such as oral
hypoglycemic or anti-hyperlipidemics. The number of
adult opioid prescriptions is strongly related to the number
of exposures in children less than 6 years of age and
those between 13 and 19 years of age. On the other
hand, Burghardt and colleagues report that while the
adult use of oral hypoglycemic and anti-hyperlipidemics
correlated with the pediatric exposures to the toddler
age group, it did not correlate with the teenage exposure
of those medications.15 This study, therefore, suggests
that limits on the number of narcotics prescribed would
have a role in decreasing the pediatric exposure in both
pediatric groups. 

The national and state governments have also made
efforts to decrease misuse/abuse of opioids by increasing
options for safe, convenient and responsible methods of
prescription drug disposal. Nationwide, the American
Medicine Chest Challenge (AMCC) designates a day

each year set aside to offer convenient disposal sites for
prescription medications; it also raises awareness about
risks associated with prescription drugs. The AMCC is a
program developed from Operation Medicine Cabinet
(OMC), which was a collaboration between the Partnership
for a Drug-Free New Jersey and the Drug Enforcement
Administration, New Jersey Division; OMC was reported
to be successful after collecting over 9,000 pounds of
medications amounting to over $35 million in just one New
Jersey county.16

Another prevention option, used in several states, is the
accessible placement of secure collection containers at law
enforcement agency offices; these agencies routinely
empty the containers and are authorized for proper disposal.17

New Jersey has over 126 Project Medicine Drop locations
statewide that have collected more than 27 tons of medications
since initiation in November 2011.18 Similarly, the national
Take Back Day is an initiative by the Drug Enforcement
Administration (DEA) to properly dispose of controlled sub-
stances; to reduce misuse, abuse and unintentional
exposure; and to promote environmental sustainability
through proper disposal. In Take Back Days from 2010
through 2014, the DEA reports that 4,823,251 pounds, or
2,411 tons, of drugs were collected.19

The U.S. Department of Justice, which oversees the
DEA, previously forbade pharmacists from accepting opioids
or other controlled substances for disposal from consumers
and patients.20 A recently finalized federal rule in October
2014 expanded the DEA regulations to allow authorized
manufacturers, distributors, reverse distributors, narcotic
treatment programs, hospitals/clinics with on-site pharmacies
and retail pharmacies to voluntarily administer mail-back
programs and maintain collection receptacles.21 This
expansion has the potential to better serve and address the
public need for proper drug disposal services.

Additionally, the federal government has the ability to
increase monitoring on medications, and thus, indirectly,
reduce the number of prescriptions that are not absolutely
necessary for patient care. From the NPDS annual reports in
2009 to 2013, acetaminophen with hydrocodone resulted in
more single exposures each year than any other narcotic
medication. In each of those years, acetaminophen with
hydrocodone consistently accounted for 31 to 32 percent of
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required upon CDS registration or renewal. Unless an
exemption applies, prescribers (or their delegates) will be
required to review prescription monitoring information
when they prescribe a Schedule II medication to a new or
current patient for acute or chronic pain the first time they
prescribe and quarterly thereafter. Additional details will
be made available as the Division of Consumer Affairs
proceeds with the process of creating regulations in
support of the new statute.26

Medical licensing boards, too, may have regulations
regarding narcotic prescribing. These regulations vary
from state to state. The New Jersey State Board of Medical
Examiners has specific prescribing regulations for CDSs.
These regulations entitled “13:35-7.6 Limitations on
Prescribing, Administering, or Dispensing of Controlled
Substances; Special Exceptions for Management of Pain”
can be found in their entirety on-line at the BME website
at www.njconsumeraffairs.gov/regulations/Chapter-35-
Board-of-Medical-Examiners.pdf. 

On a national level, the Federation of State Medical
Boards (FSMB) Model Policy emphasizes the professional
and ethical responsibility of physicians to diagnose,
assess and appropriately treat pain and to minimize risk
of the misuse and abuse of prescription drugs.27 The
Model Policy indicates that physicians should have a
bona fide doctor-patient relationship with persons to
whom they prescribe controlled dangerous substances.
This includes a thorough initial assessment, including a
complete history, physical examination, assessment and
plan, as well as proper medical record documentation.28

Individual state prescribing requirements and the FSMB
Model Policy are designed to reduce the risk of pediatric
exposure to inappropriately prescribed narcotics. 

Pediatricians have a unique role in providing education
to patients and their families. Especially in the adolescent
population, pediatricians have the opportunity to provide
education regarding the risks of narcotic misuse. Adoles-
cents who perceive a greater risk of harm are less likely to
use drugs than those who perceive a lower risk of harm.29

Pediatricians are, therefore, in the position to promote
awareness against the misconception that prescription
narcotics are safe by virtue of being a medication and to
provide education regarding the dangers of substance

the single exposures. Aligned with these findings, the Drug
Enforcement Administration finalized its rule on
hydrocodone combination products (HCP). Effective October
2014, HCP was rescheduled from Schedule II to Schedule III
of the Controlled Substances Act.22 This change will result
in alerting prescribing practitioners, pharmacists and
medical support professionals that the medication has the
potential danger of physical and psychological dependence,
resulting in addiction and misuse; these alerts are designed
to promote only the use of medications that are necessary
for patient care. This will also affect the manufacturing,
distributing and dispensing of HCP with increased spec-
ifications and regulations. The overall objective of placing
more stringent regulations on prescribing HCP is to reduce
the amount of diversion and unnecessary exposure
resulting in harm to public health. 

State governments also have a role in preventing and
detecting improper prescription drug use. Prescription
drug monitoring programs (PDMPs) are electronic databases
of prescribed and dispensed controlled prescription drugs.
PDMPs allow healthcare professionals, law enforcement
officials and regulators to screen for those acquiring excessive
amounts of controlled substances and for those over-pre-
scribing these medications. Currently, all states, except
Missouri, have PDMPs. The 2012 report by the PDMP Center
of Excellence at Brandeis University summarizes literature
on PDMPs, demonstrating that these programs can identify
those obtaining prescriptions from multiple providers,
influence prescribing behavior through promoting unso-
licited reports and, ultimately, reduce prescription drug
misuse.23 The system can be improved by promoting
prescription monitoring information exchange between
states, timely entry by dispensaries and consistent use by
healthcare providers.24

The New Jersey Prescription Monitoring Program
(NJPMP), established by New Jersey law25 and maintained
by the Division of Consumer Affairs, is a statewide database
for the collection of prescription data on CDS and human
growth hormone (HGH) dispensed in outpatient settings in
New Jersey and by out-of-state pharmacies dispensing into
New Jersey. Pharmacies are required to submit this data on
a daily basis. 

Physician registration is changing from voluntary to
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“74 percent of those 
admitted to substance 
abuse facilities between 
18 and 30 years of age 
started at age 17 
or younger.”

misuse/abuse. Intervention during childhood can have
a lasting impact given the findings from the 2011
Treatment Episode Data Set, which reports that 74 per-
cent of those admitted to substance abuse facilities
between 18 and 30 years of age started at age 17 or
younger. Furthermore, the study reports that those who
abuse multiple substances also start in the pediatric age
group.30 Certainly, these findings make it clear that
preventing narcotic exposure in the pediatric population
is a public health concern. 

CONCLUSIONS
In the last four years of NPDS’ publicly available

data from 2009 to 2012, narcotic exposures in children
less than six years of age accounted for the majority of
pediatric exposures, followed by adolescents between
ages 13 and 19 years. Although state laws expanding
access to naloxone can reduce the complications associ-
ated with opioid overdose, fundamentally, the best
method of addressing narcotic exposure is through
prevention. Prevention through family education by pedi-
atricians, governmental regulation to access, regulations
and innovation in packaging, implementation of PDMPs,
and appropriate disposal of narcotics can decrease the
risk of exposures. 

Lokesh Shah, MD, is a pediatric resident at Sidney
Kimmel Medical College of Thomas Jefferson 
University/Alfred I. duPont Hospital for Children. Sindy
Paul, MD, MPH, FACPM, is Medical Director for the
New Jersey Board of Medical Examiners. 
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CME EXAMINATION
(Deadline November 1, 2016)�

PEDIATRIC POPULATIONADDRESSING NARCOTICS IN THE

1) Overdose-related deaths are a preventable cause
of significant mortality in the pediatric population?

a) True
b) False

2) Which of the following governmental
responses have been implemented in 
New Jersey?
a) Prescribing regulations
b) Prescription Monitoring Program
c) Project Medicine Drop
d) All of the above 

3) New Jersey has Naloxone (Narcan) 
access laws?
a) True
b) False

4) According to the 2013 National Survey on
Drug Use and Health (NSDUH), what percentage
of 12–17 year olds currently use pain relievers
for nonmedical reasons?
a) 1.5%
b) 1.6%
c) 1.7%
d) 1.8%

5) According to the Centers for Disease Control
and Prevention (CDC), the prescription opiod-
related deaths among those 15–24 years of 
age in 1999-2013 is:
a) 2.0/100,000 population
b) 2.2/100,000 population
c) 2.4/100,000 population
d) 2.6/100,000 population

6) Pediatricians should provide education regarding
the risk of narcotic misuse to:
a) Adolescents
b) Parents
c) Both a and b
d) None of the above

7) Which of the following is/are routes of 
pediatric exposure to narcotics?
a) Exploration with accidental ingestion
b) Misuse or abuse of narcotics prescribed 

for them
c) Non-medical use of narcotics 
d) All of the above

8) According to the National Poison Data System
(NPDS) which of the following prescribed 
narcotics accounts for the most single exposures
each year?
a) Acetaminophen with hydrocodone
b) Fentanyl
c) Heroin
d) Hydrocodone

9) Which of the following can access 
the NJPMP?
a) Pharmacists
b) Physicians
c) Patients
d) Both A and B

10) Which of the following can decrease the risk
of narcotic exposure?
a) Patient/family education
b) CDS prescribing regulations
c) Use of the NJPMP
d) All of the above
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REGISTRATION & EVALUATION FORM
(Must be completed in order for your CME Test to be scored – Deadline November 1, 2016)

PEDIATRIC POPULATIONADDRESSING NARCOTICS IN THE

�

REGISTRATION FORM

First Name Middle Initial Last Name Degree

Address

City State ZIP

Phone E-mail Address Specialty

ANSWER SHEET Circle the correct answer.

1)   T   F   2)   A   B   C   D 3)   T   F 4)   A   B   C   D 5)   A   B   C   D

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

Number of hours spent on this activity _______ (reading article and completing quiz)
I attest that I have read the article “Addressing Narcotics in the Pediatric Population” and am claiming 1 AMA PRA Category 1 Credit.™

Signature Date

EVALUATION Completed by � Physician � Non-Physician 

1. The content of the article was: Excellent___ Good___ Fair___ Poor___
2. The authors’ writing style was: Excellent___ Good___ Fair___ Poor___
3. The graphics included in the article were: Excellent___ Good___ Fair___ Poor___
4. The stated objectives of this program were: Exceeded____ Met____ Not met_____

5. Will the knowledge learned today affect your practice?  Very Much____ Moderately____ Minimally____ None____

6. Based on your participation in the CME activity, describe ways in which you will change the way you practice medicine?
__Yes Describe ___________________________________________________________________________________
__No Why not ___________________________________________________________________________________
__N/A Were you the wrong audience for this activity? _________________________________________________

7. Did this CME activity change what you know about:
• The role of pediatricians in preventing pediatric narcotic exposures.    Yes ��  No ��
• The potential routes of pediatric exposure to narcotics.    Yes ��  No ��
• National and state government efforts to reduce the misuse and abuse of prescription opioids.    Yes ��  No �
• The epidemiology of narcotic exposures and overdose deaths in the pediatric population.    Yes ��  No ���

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

Suggested topics for future programs:_________________________________________________________________________________

Was this article free of commercial bias? Yes _________  No _________
If not, why not __________________________________________________________________________

Please share your name and contact information so that we may investigate further.
Participant Name __________________________________ Telephone/E-mail: _____________________
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cations point to only three of the 40 legislative districts
being competitive: District 1, District 2 and District 38.2

There are only a few legislative districts in New Jersey
where the political maps do not favor one party over another,
and, unsurprisingly, District 1, District 2 and District 38
fall into this category. The 1st legislative district (LD1)
encompasses Cape May and parts of Atlantic and Cumber-
land counties, with most voters being unaffiliated, but
Republicans outnumber the Democrats.6 In 2013, LD1
saw split representation by Assemblyman Bob Andrzejczak
(D) and Assemblyman Samuel Fiocchi (R). This year will be
competitive once again when Assemblyman Andrzejczak
and running mate Bruce Land vie for those seats against
Republicans Assemblyman Fiocchi and his running mate
Jim Sauro.7

Seventeen communities in Atlantic County comprise
the 2nd legislative district, and, like LD1, it is represented
by a Republican and a Democrat. Assemblyman Chris A.
Brown (R) is seeking reelection, while his running mate,
Will Pauls of Mays Landing, is attempting to win a seat.
Assemblyman Vincent Mazzeo (D) is also trying to hold on
to his elected position and is running with Colin Bell of
Northfield. It is easy to understand why this district has
split representation: 45 percent of the voters are unaffiliated,
31 percent are Democrat and 24 percent are Republican.8

Lastly, LD38 has two Democrats seeking reelection,
Assemblyman Timothy Eustace and Assemblyman Joseph
Lagana. Their challengers on the Republican ticket include
Mark Dipisa of Lodi and Anthony Cappola of River Edge.9

This legislative district includes 13 communities in Bergen
and Passaic counties with a voter registration of 51 percent
unaffiliated, 29 percent Democratic and 20 percent
Republican. Although only three races are expected to be
very close, there could always be surprises. The director of

The June 2015 primary election in New Jersey passed
with very little fanfare, even though every General
Assembly seat was up for a vote. Very rarely have all
the General Assembly candidates been on the top
ballot line together, something that will happen again
in 2019, but then not again until 2035.1 However, this
anomaly did little to draw voters to the polls where
only 5 percent of the 5.4 million voters in New Jersey
cast their ballots. The lackluster election brought very
few changes to the political makeup in New Jersey,
with party-backed candidates and incumbents winning
ballot positions for the fall general election.2

The November general election features Democrats and
Republicans vying for 80 open Assembly seats. (Independent
candidates may also appear on the ballot.) Currently,
Democrats are in control of the lower house with a 48-32
margin over Republicans.3 The last time Republicans
held the majority in the New Jersey Assembly was in
2002, and if they want to repeat that feat, they would need
to flip at least nine Democratic positions.4 Assembly
Minority Leader Jon Bramnick believes this is more than
just a possibility. He recently remarked that Democrats
“surely haven’t controlled spending. They surely haven’t
reduced taxes. They’ve made us one of the most expensive
places to live in the country. How do you not give Republi-
cans an opportunity?”4 Previously, reapportionment of the
electoral map was redrawn by Democrats, leading to a
favorable district for one party or the other. Republicans
will have an extremely difficult battle to win if they are
going to reclaim nine Assembly seats in this political
climate.2 Most political pundits believe the fall general
election will have a record low voter turnout somewhere
near 25 percent,5 and this will only add to the difficulty of
picking up Assembly members for Republicans. All indi-

By Michael C. Schweder
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and the State Budget
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noted that “for the last three years, the state has spent
nothing on prevention. This is unacceptable…Smoking is
the leading cause of preventable death in the country. Not
only does it kill people, it costs taxpayers billions in
healthcare costs.”15 Assemblyman Eustace stated, “Once
you start smoking, it is hard to quit…It is time that we invest
in the health of our residents by dedicating funds to promote
tobacco prevention initiatives.”15 A-4688 has been referred
to the Assembly Health and Senior Services Committee.

BUDGET ISSUES
July 1, 2015, marked the day that Governor Christie’s

$34 billion budget went into effect. The Democratically led
legislature put a state-spending plan on the Governor’s
desk of $35.3 billion, and, for the second straight year, the
Governor used line-item vetoes to tailor the budget to his
liking. This was not a surprise, and most of the Governor’s
original features stayed in the budget, as well as a few
favored by the Democrats.16

A few budget highlights include the following:16

• A $1.3 billion public-employee pension system that
marks a record contribution amount for the state in
one fiscal year (even though the budget underfunds
the pension system by nearly $2 billion)

• A line-item veto by the Governor on the legislature’s
attempt to raise the top end personal income tax
rate on earnings over $1 million per year

• A line-item veto by the Governor on the proposed
one-year hike on corporate business tax

• An increase in spending on mental health issues in the
state, including, but not limited to, doubling spending
on the Collaborative Mental Health Care Pilot Pro-
gram that provides the resources to extend the pilot
project by bringing primary care physicians together
with mental health professionals to better identify and
treat adolescents with behavioral health disorders.17

Michael C. Schweder is the Director of Government
Affairs at CLB Partners, LLC, in Trenton, New Jersey.

the Rebovich Institute for New Jersey Politics at Rider
University, Ben Dworkin, cautioned: “The irony is that in
low-turnout elections, when fewer people vote, the small,
organized groups have more impact, so the races that no
one expects may become close.”2

Voter turnout, or lack thereof, will be the single greatest
issue to these New Jersey Assembly elections. Historically,
the number of voters at the polls on Election Day tends
to be much lower with no presidential, congressional or
gubernatorial campaigns on the ballot. The Director of the
New Jersey Election Law Enforcement Commission (ELEC),
Jeff Brindle, believes that “the 5 percent turnout for the 2015
[primary election] might be the sign of an exceptionally stag-
nant contest in most districts” given the record-low expected
25 percent of voters likely to cast their ballot in November.5

The bottom half of the ticket could be where the more
competitive races exist with the selection of county and
municipal positions available. Additionally, there is only one
state Senate seat on the ballot. Senator Nilsa Cruz-Perez
is running unopposed for the unexpired term she was
appointed to, replacing Congressman Donald Norcross.10

LEGISLATIVE BILLS 
Assembly Bill No. 4611: Assemblyman Bob Andrzejczak,
from the heavily contested LD1, recently introduced A-4611,
which “establishes maximum fees for providing copies of
patient medical records.”11 The assemblyman remarked on
the bill saying that “copies of medical records can become
costly very quickly…For patients that move or need to
switch doctors, requesting copies of medical records can
pose an unwanted burden.”12 The bill would lower the
amount charged from $200 to $100 for paper copies, and it
would require medical records to be provided without cost
to a patient whose income is below 250 percent of the
poverty line.13 A-4611 has been referred to the Assembly
Health and Senior Services Committee.
Assembly Bill No. 4688: Assemblymen Carmelo Garcia,
Timothy Eustace, Adam Taliaferro and Raj Mukherji have intro-
duced A-4688 “that dedicates five percent of cigarette tax
revenue to anti-smoking initiatives.”14 Assemblyman Garcia

“Voter turnout, or lack thereof, will be the single greatest issue to these New Jersey Assembly

elections. Historically, the number of voters at the polls on Election Day tends to be much 

lower with no presidential, congressional or gubernatorial campaigns on the ballot.”
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guide-district-38. 

10 O’Dea, C. (2015, June 1). Where the action is: A guide
to New Jersey’s most contested primaries. NJSpotlight.
www.njspotlight.com/stories/15/05/31/where-the-action-
is-a-guide-to-new-jersey-s-most-contested-party-primaries. 

“Copies of medical records can become costly very quickly…

For patients that move or need to switch doctors, requesting 

copies of medical records can pose an unwanted burden.”



18 MDADVISOR | FALL 2015

By Acting Commissioner Cathleen D. Bennett 

Treatment and Research
Diagnoses of Autism Spectrum Disorders (ASD) are increasing
in the United States.1 New Jersey in particular continues to
see a greater number of ASD, with 1 in 45 children in
New Jersey affected by autism compared to the national
figure of 1 in 68.1 There is much debate about whether the
increase is due to better efforts to diagnose children or if
actual cases are rising.2 Regardless of the reason behind
the increase, the New Jersey Department of Health, health-
care providers and academic partners are making progress
in research, care and therapies to improve the lives of those
with autism and their families. We believe that the investments
the State is making now in research and care will contribute
to innovations, interventions and breakthroughs that will
create better health outcomes and improve the quality of
life for children and families with autism in the future. 

THE AUTISM HEALTH NEEDS MEDICAL HOMES PILOT
Recognizing that children with ASD have a complex

range of medical, emotional, social, behavioral, neuro-
developmental and other needs that are tremendously
challenging for families, the Department has launched a
new pilot program to better coordinate their care. The
Autism Health Needs Medical Homes Pilot is focused on
improving the health outcomes of children with autism by
bringing together primary care providers with subspecialists
and ASD providers to treat the child comprehensively and

seamlessly while alleviating the stress on families to navigate
and coordinate care. The pilot’s intent is to improve the qual-
ity of and access to services for children and their families.

A total of $1.2 million was awarded for piloted autism
medical homes established in Children’s Specialized Hospital
in Mountainside, Hackensack University Medical Center in
Hackensack and Jersey Shore University Medical Center 
in Neptune. Each of the hospitals will receive approximately
$400,000 over two years. These three grantees are well-
experienced leaders in providing diagnostic and treatment
services for children with special needs, including ASD. 

The success of the pilot is based on the relationship
established between the primary care provider, the child
and the family. Input from families and caregivers is
essential in identifying the various types of clinicians to be
involved in the project, from general pediatricians to
pediatric subspecialty providers and other professionals
providing diagnostic and/or treatment services for children
with autism. This model gives families the opportunity to
participate in their children’s care planning and to share
decision making, while reducing the anxiety of independ-
ently coordinating their children’s care.

To assist in this process, each hospital will have a
navigator. This person will bring together primary care
pediatricians, other providers, children and their families
with real-time data and information to proactively address

New Jersey Furthers 
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what a child needs. Enhanced care coordination at these
sites will be achieved through regular communications
with all of the patient’s providers and through the use of
health information technology. This is the very definition of
well-coordinated care.

In addition to the creation of these new medical
homes, grantees will perform an evaluation of how this
initiative influences health outcomes of children. This
analysis will determine the efficacy of a medical home
program and whether this model should be replicated.

Funding for this new initiative is provided by the
Governor’s Council for Medical Research and Treatment
of Autism, which is funded by a $1 surcharge on motor
vehicle violations and fines. The Council was created in
1999 and has been issuing research, clinical and educational
grants since 2000; it has provided more than $35 million
in research grants since 2008 to medical schools, uni-
versities and healthcare facilities. 

ADVANCES IN RESEARCH AND TREATMENT
With the support of the Governor’s Council, New

Jersey has advanced both the research and treatment of
autism over the past four years. In 2012, the Autism Center
of Excellence (ACE) was created at Montclair State
University to coordinate all autism research funded by
the Governor’s Council. The mission of the ACE is to
research, apply and advance best practices in the under-
standing, prevention, evaluation and treatment of ASD,
enhancing the lives of individuals across their lifespans.
ACE represents the Department and Council’s vision to
enhance the current knowledge pool through clinical
research and to offer interventions that address physical
and behavioral health needs of children, adolescents and
adults with ASD.

The Department has worked closely with the Autism
Center of Excellence to enhance the ACE’s capabilities
to include translational research. Through this approach,
researchers try to translate what they have learned in their
controlled lab studies and apply their findings in more
natural environments. We recognize the “lab to bedside”
approach is a needed evolution in our support of research
on effective treatments for those with ASDs now and in

The Autism Health 

Needs Medical Homes Pilot 

is focused on improving 
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the future. The ACE’s translational research capability is
the critical next step toward the real-world application of
research discoveries. The ACE currently has 14 clinical
and translational research pilot projects as well as three
clinical research program sites.

In addition to supporting research, treatment and
prevention, the Department of Health works to connect
families affected by autism to programs and services. The
Department of Health’s Early Intervention System provides
early identification and referral, service coordination,
evaluation, assessment and developmental early inter-
vention services for children from birth to age three with
developmental delays and disabilities. 

NEW JERSEY AUTISM REGISTRY
New Jersey is one of only eight states with an Autism

Registry that requires reporting by neurologists, pediatri-
cians, nurses and other autism providers so children can
be referred for resources and services. It is essential that
healthcare providers report children they diagnose
with ASD to the Autism Registry so they can be linked to
services that can help them meet their full potential. More
than 16,000 children under the age of 22 are registered,
which has heightened awareness among parents and
providers of indicators for ASD. 

It is well known that to improve the quality of life
of those affected by ASD, there must be a partnership
between public health professionals, clinicians and
researchers. That is why healthcare providers play a
critical role in identifying children affected by autism.

Our collective partnerships will strengthen New
Jersey’s national reputation as a place where children
with special needs and their families are given every
possible resource so that they can learn the life skills
that create opportunities for future employment, produc-
tivity and independence.

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

1 Centers for Disease Control and Prevention. (2015, August
12 [update]). Data & statistics. Autism Spectrum Disorder.
www.cdc.gov/ncbddd/autism/data.html. 

2 Centers for Disease Control and Prevention. (2015, August 12
[update]). Research. Autism Spectrum Disorder. www.cdc.gov/
ncbddd/autism/research.html. 
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INSIGHTS INTO

Betsy Ryan, Esq., is President and CEO of the New Jersey Hospital
Association. Recently, Ms. Ryan responded to questions posed
by Janet Puro and Maria Falca-Dodson and shared her insights
into what it takes to advocate for and guide New Jersey’s
hospitals and other healthcare providers into the future in a
way that maintains and improves patient care and quality
while responding to the requirements of the Affordable Care
Act (ACA) and other challenges that lie ahead.

Interviewed by Maria Falca-Dodson, MA, 
and Janet S. Puro, MPH, MBA

An Interview with Betsy Ryan:
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MDAdvisor: What is the history and mission of the
New Jersey Hospital Association?

Ryan: The New Jersey Hospital Association (NJHA) is a
long-standing organization that will soon be coming up
on our 100th anniversary. One unique thing about the
NJHA is that even though we have “hospital” in our name,
we are much broader. We also represent post-acute care
providers, rehabilitation facilities, home health agencies,
hospice providers, nursing homes and healthcare-related
business and educational institutions, all of which makes
us very proud. I’m pleased to say that we now represent
all acute care hospitals in New Jersey, which was not
always the case. There was a divide in the industry during
the early 1990s over deregulation, but we have worked
very hard over the past decade to get everyone back into
the membership. 

MDAdvisor: You have made a lot of dramatic progress at
NJHA in the time you’ve been here. How did you manage
to bring all of the hospitals back into your membership?

Ryan: That is something that we really worked hard on,
and it is what I’m proudest of from my time at this organ-
ization. I also have to give a lot of the credit to Gary
Carter. We would always go out and meet with the
non-members and tell them about all of the good work
we were doing. I think our efforts in reaching out and letting
the hospitals know that they were wanted, along with the
passage of time, helped us to ultimately bring all of our
membership back. We are stronger when we can all stand
together in Trenton or in Washington.

MDAdvisor: How does the NJHA benefit its members?

Ryan: NJHA is primarily known for advocacy, but we do a
whole lot more. We have an extraordinary Health Eco-
nomics Team that is able to crunch the numbers if we get
a bill or a piece of legislation from Trenton or Washington,
in order to help us understand the financial impact on our
facilities. For example, if there is a change in Medicare
reimbursement, they can look at the legislation and then
give facility-specific impact, which is really critical to
motivating our members and informing them. 

We have the Institute for Quality and Patient Safety that has
done some really important work to improve quality in our
institutions in a very collaborative fashion, such as reducing
pressure ulcers and catheter-associated infections. Our non-
profit affiliate, the Health Research and Educational Trust of
New Jersey (HRET), partners with state government and
other healthcare interests to promote community health
endeavors and other initiatives to build a healthier New
Jersey. We educate hospital trustees, because New Jersey is
the first and I think only state in the nation to require all of
our trustees to complete at least one course on how to be a
trustee. We also have Healthcare Business Solutions, which
is our for-profit subsidiary that provides group purchasing
and other business opportunities that help healthcare
providers achieve cost-savings and efficiency. 

MDAdvisor: What experiences in your past prepared
you for your current leadership role at NJHA? 

Ryan: I think what prepared me to come to NJHA are several
really great jobs I was lucky enough to get in healthcare.
First, I worked for Governor Jim Florio as a young assistant
counsel where I was assigned healthcare. I didn’t, in all honesty,
know all that much about healthcare at the time, but I just
put my head down and learned and worked with some great
people. Then I was lucky enough to go to the Department
of Health as Chief of Staff with Dr. Bruce Siegel, and I worked
with another wonderful team of professionals. I think that
job was really key in some ways to this job, because it taught
me a lot about how state government works, how policy is
implemented, how rules are promulgated and how people
in state departments think and work. I then went with
Dr. Siegel to the Health and Hospitals Corporation in New
York City, where we oversaw the largest public hospital system
in the nation, and from there I went to the American Hospital
Association, which introduced me to the association world. I
was their regional person for New York, New Jersey and
Pennsylvania for about three years, and then I worked only
in New York for two years. And from there I was lucky
enough to get to know my predecessor, Gary Carter, who
hired me as General Counsel and eventually Chief Operat-
ing Officer. I took over his role upon his retirement.

MDAdvisor: What is your most important role at NJHA?
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Ryan: I see my most important role as building consensus
among the membership. We bring everyone together in a
room, whether it is our Board or our Policy Development
Committee that sits under the Board, and we consider the
thorny issues to determine what position to take collectively.
We lay all the facts out and we really try to be honest brokers
of information at the association, to our members, poli-
cymakers and legislators. It is certainly not always easy, but
that is what the association is all about. I also work hard to
keep abreast of all the changes in the ACA so that when my
members turn to me or my team as the expert, we can be
responsive or even stay ahead of the curve and push the
information out before they ask the question. 

MDAdvisor: What are the greatest challenges facing
hospitals right now?

Ryan: I would say that managing all of the changes brought on
by the Affordable Care Act is the top challenge for hospitals
right now. Closely following that as the number two challenge
is the fact that we in the hospital world literally have one foot in
the fee-for-service world and one foot in this future alternative
payment structure. Hospitals are trying to make a go of it under
the fee-for-service system while at the same time making
changes for the future, for whenever that switch is flipped. My
members identify this as a really significant challenge. 

MDAdvisor: What has been the impact of the Affordable
Care Act on hospitals so far?

Ryan: I think our hospitals have really stepped up to the
plate and tried to embrace the ACA and all the changes
that come with it, including the development of ACOs.
From a policy perspective, the ACA has brought some really
positive changes, including getting more people insured.
We have an incentive to keep people out of the hospital
now. But financially, it is a mixed bag for hospitals. There
are huge cuts under the ACA. In New Jersey alone, there is
a $4.5 billion financial reduction to hospitals over a 10-year
period. So the real financial impact of the ACA is still
unknown, and everyone in the nation is watching that. 

MDAdvisor: You’ve spent time trying to clarify the
numbers of newly insured under the ACA, and some
of the misperceptions around the insured and uninsured
statistics in New Jersey. Can you elaborate on that?

Ryan: The best number we have of the people who have
been enrolled through the online marketplace is 104,000.
That 104,000 is quite a bit different than what the federal
government announced as the number of people who
signed up in New Jersey, which was 254,000. The federal
government will put out statistics that this many people have
applied under the exchange, but that only means they’ve
applied. They haven’t paid their insurance premium, so it’s
not the final number of people who are truly enrolled. Sec-
ondly, there is significant turning over where people simply
shifted from one plan to the next, so they may not truly be
newly insured individuals. For example, someone may have
fallen off of Medicaid and gotten back on. The best estimate
of newly insureds is about 580,000, with about 476,000
covered through Medicaid expansion. But the experts shy
away from the term newly insured. They prefer the term
additional lives. That leaves New Jersey with an estimated
uninsured population of about 800,000. I would also point
out that we have a significant number of undocumented
immigrants here in New Jersey, estimated at about 500,000
individuals, who are not able to get coverage under the ACA.

MDAdvisor: What will be the impact of this year’s state
budget reductions of charity care funding on hospitals?

Ryan: The regulators saw a large increase in Medicaid
spending in hospitals, which was their policy justification to
significantly reduce charity care. However, it is not clear that
the offset of the new insureds coming into the hospital will
be equal to the reduction in funding. This is something we
continue to monitor very closely, as some of the cuts have
yet to hit, and they are coming in Medicaid and Medicare
disproportionate share payments. We are really worried
about that, especially for our safety net providers, because
they will take a large percentage of those cuts. That being
said, I will say that the Governor and the Legislature has
been supportive of healthcare over the years. So even as we
got a charity care reduction, we saw an increase in graduate
medical education funding, and we are pleased about that. 

MDAdvisor: What do you think will need to happen in
the future to ensure that New Jersey can continue to
pay for charity care?

Ryan: I truly believe that we are going to need a core
amount for our true safety net hospitals that provide a lot of



MDADVISOR 25

Vaslas Lepowsky Hauss & Danke, LLP is widely recognized as a premier litigation firm specializing in 
the defense of physicians, hospitals, nursing homes and long-term care facilities.

Staten Island Office
201 Edward Curry Avenue

Staten Island, New York 10314
Tel: 718-761-9300

Manhattan Office
630 Third Avenue, 5th Floor 

New York, NY 10017
Tel: 212-374-9555

New Jersey Office
10 Auer Court 

East Brunswick, NJ 08816
Tel: 732-613-5083

www.vlhd-law.com

charity care. People cannot believe that the ACA has fixed
all woes, because it simply hasn’t. There are still a lot of
underserved people out there, including a significant
number of undocumented immigrants, and they tend to go
to hospitals because they are open 24/7. Hospitals truly are
the safety nets for those in need all over the state. Medicaid
has never been a good payer in New Jersey, covering
only about 70% of hospital costs. If you are being underpaid
for every patient you provide services to, then the bottom
line is that you are losing money. I do think that we might see
a shift toward population health management. Policymakers
are talking about that, but time will tell.

MDAdvisor: What implications does the recent Tax
Court decision that Morristown Medical Center
should pay property taxes have for other hospitals?

Ryan: We’re still trying to figure out the true impact of the
Tax Court judge’s opinion. It has created some uncertainty
in the industry as to what it means for other not-for-profit

hospitals, which accounts for 82 percent of hospitals in
the state (including restructuring currently in the works).
This has the potential to also be an issue for other not-for-
profit institutions not only in New Jersey but nationwide.
There is currently a similar case pending with Princeton
University that higher education is watching very closely. As
I understand it, there are settlement discussions under way,
and so we are waiting and watching. NJHA is engaged with
the Legislature and is looking closely at the taxes hospitals
already pay and the community benefit they provide–which
totals about $2.8 billion annually–so we can better assess the
issue. It’s a delicate balance.

MDAdvisor: We have seen much movement in the New
Jersey hospital market, from consolidation to acquisi-
tions by for-profit organizations. What is the primary
driver for these changes among New Jersey hospitals? 

Ryan: There have been many changes in the past several
years. I think the primary driver is again the ACA, because of
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the emphasis on population health and reducing costs. If you
are going to manage the health of your population and
reduce costs, you are going to need a big catchment area to
do that within.

MDAdvisor: Is it still possible for a hospital to remain
independent given the new environment?

Ryan: In New Jersey, we have some pretty strong independent
hospitals, but most are still in some way in a system. In some
instances, they might have one hospital, but that doesn’t
mean they are standing alone. They might have within their
system other levels of care along a continuum. They are still
integrated. Facilities may be independent or standalone, but
they can still partner with other institutions. There is not
really a singular approach to success.

MDAdvisor: We are in the cycle again now of hospitals
buying up physician practices, just as we saw in the
1990s. Where do you see that heading? 

Ryan: I think it is similar to hospital consolidation. Some
facilities are acquiring practices, and some are partnering
or have looser affiliations. I think that no matter what the
structure, the future of healthcare has to involve a partnership
between the healthcare industry, the facilities, the hospitals,
nursing homes and the physician community. No one
group can do it alone. It has to be a partnership. 

MDAdvisor: What advice would you give to our physician
readership about how to maintain their autonomy
around medical decisions and how to best work with
their hospital partners?

Ryan: I would tell physicians to be ready to embrace change.
Sometimes it is not easy, but it is happening. Hospital admin-
istrators can’t and shouldn’t make medical decisions. It has to
be the clinician. But the ultimate goal is shared, whether you
are a physician or you are a hospital executive: to provide the
best possible care to the patient in the most efficient way.
The incentives will be shared and aligned in the future.
Unfortunately the payment incentives aren’t there yet. 

We’ve done some work over the years in a physician/hos-
pital gainsharing program that required legislation in

Washington to run. The program saved $113 million over
three years with 12 hospitals, and the savings were
shared with the physicians. In fact, the program became a
model in the ACA as one of the bundled payment demon-
strations. We have continued that work, and we’re trying to
find new ways to break down the payment barrier. And
most importantly, the savings were achieved while main-
taining or improving on many different quality indicators.

MDAdvisor: Is the fight tougher in Washington or at
the state level?

Ryan: I would say they are equally challenging. Washington
can be unique with respect to the gridlock that does exist
from time to time. Sometimes that is a good thing
because it is an easy way to stop bad things from happening.
However, there are a few things we would like to tweak
about the ACA, but we can’t. The administration doesn’t
want to reopen the ACA because they are afraid it may
give the Republicans the opportunity to repeal the whole
thing. Modest tweaks that one might seek are off the
table, so that makes things difficult. But generally, our
delegation in Washington is incredibly responsive to us.
We don’t always agree 100 percent, but they’ve been very
responsive and somewhat united on healthcare issues.
If we need them, they are there and they’ll give us a fair
hearing. That’s all one could ask for. The same is true in
Trenton. 

MDAdvisor: How do you think New Jersey hospitals
compare to the rest of the nation?

Ryan: I would put New Jersey providers up
against any other state in the nation. I think we’ve
done wonderful work in quality improvement and
patient safety, and the most recent Leapfrog
scores ranked us fifth in the nation. We are really
proud of that. Our members have done a lot of

hard work to get that number where it is. But it doesn’t mean
we are going to rest on our laurels. We have more work to do. 

Maria Falca-Dodson is Vice President, Strategic
Initiatives, and Janet S. Puro is Vice President, Business
Development and Corporate Communications, at
MDAdvantage Insurance Company.
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Whether you call it the Patient Protection and Affordable Care
Act (PPACA), the Affordable Care Act (ACA) or Obamacare,
healthcare has been transformed since the passage of this
Act in 2010. Despite many legal challenges to and outcries
against the ACA, the influence of this act on our healthcare
delivery system began virtually overnight. Those in private
practice, driven by an entrepreneurial spirit, began to morph
into new delivery systems at unprecedented rates. To better
understand how the delivery system has changed, Table 1
outlines aspects of a typical private practice before and
after the ACA. 

Gone are the days of slow transformation. Practice
mergers, alignments and acquisitions represent the new
“business as usual” for practice succession planning. These
new practice formations, many hastily thrown together with
the promise of bigger-is-better are now struggling with how
to drive large practices forward. One of the most difficult
aspects of this transition is that practices that once operat-
ed independently are now very much dependent on other
stakeholders for their viability. One of the key tools to ensure
the success of this interdependency is the implementation

of redefined compensation formulas. The outcome will
be to influence behavior to meet the demands of these
new stakeholders.

MOVING TO VALUE-DRIVEN REIMBURSEMENT
Beyond providing the best possible clinical care to

patients, practices need to focus their current efforts on
satisfying the many stakeholders now involved in the
healthcare delivery system. These stakeholders include:
• Medicare and Medicaid
• Insurance exchanges
• Hospital systems
• Accountable care organizations (ACOs)
• Insurance payers with innovative new programs
• Integrated delivery systems (IDSs)
• Private equity

These stakeholders have collectively driven change
to our healthcare delivery system by creating new reim-
bursement methodologies, the most significant being
the change to value-driven reimbursement. 

The Centers for Medicare and Medicaid Services (CMS)
in its paper Roadmap for Implementing Value Driven
Healthcare in the Traditional Medicare Fee-for-Service
Program1 defines its goals for value-driven healthcare as
follows: 
• Financial Viability–where the financial viability of the

traditional Medicare fee-for-service program is protected
for beneficiaries and taxpayers

• Payment Incentives–where Medicare payments are linked
to the value (quality and efficiency) of care provided

• Joint Accountability–where physicians and providers
have joint clinical and financial accountability for health-
care in their communities

• Effectiveness–where care is evidence-based and out-
comes-driven to better manage diseases and prevent
complications from them

By Susan Reed, CPA, CFP

USING

VALUE-Based Compensation
TO Drive Practice Success

«

«

Before After

Practice Type Single-specialty Multi-specialty 
or super-group 

Practice Size Less than 10 FTE More than 10 FTE 

Practice Function Independent Dependent 

Practice Management Office staff grown MPHs, MBAs 
Team to management and CPAs 

Practice Succession Practice founders Practice mergers,
Planning hired associates strategic hiring 

Practice Compensation Simple division Complex formulas

Table1. Overview of Health Care Delivery System: Before and After 
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• Ensuring Access–where a restructured Medicare fee-
for-service payment system provides equal access to
high quality, affordable care

• Safety and Transparency–where a value-based payment
system gives beneficiaries information on the quality,
cost and safety of their healthcare

• Smooth Transitions–where payment systems support well-
coordinated care across different providers and settings

• Electronic Health Records–where value driven health-
care supports the use of information technology to give
providers the ability to deliver high-quality, efficient and
well-coordinated care.

How does a group that is used to traditional fee-for-
service reimbursement restructure its methodologies to
follow this roadmap? Groups, at a minimum, need to do
the following:
• Establish a compliance program so that the physicians

know exactly what is expected of them. 
• Design a compensation formula to drive behavior to

ensure compliance with the established program. 

COMPENSATION OVERVIEW
The focus of this article is on designing a compensa-

tion formula in a post-ACA era. To best understand its
importance in driving practice success in a value-based
healthcare system, it must be placed in context with how
practice compensation was calculated prior to the ACA.

Prior to the ACA, practice compensation was gener-
ally allocated equally, by productivity or by a hybrid of
these methods. Behaviors that drove reimbursement
were the number of encounters and procedures per-
formed. Non-adherence to compliance programs was
generally overlooked; consequently, the highest produc-
ers received the highest compensation despite patient
outcomes or cost inefficiencies.

Before we delve into the details about the required
compensation methodology changes, it is critical to
recognize that compensation formulas need to comply
within an increasingly complex regulatory environment;
therefore, it is essential to hire an attorney with expertise
in healthcare to ensure compliance with the myriad of
federal and state regulations. 

STRATEGIC PLANNING PROCESS
Just a few years ago, the concept of creating a strategic

plan would have been foreign to most practices; however,

it is critical for practices to create a clear roadmap for
physicians and staff to follow in today’s environment. To
develop a strategic plan, a group defines its direction with
a mission statement and then develops goals to achieve
the stated mission. With a strategic plan in place, practices
will have the crucial foundation on which to build a com-
pensation formula. 

A brief outline of the strategic planning process might
include the following:
Mission Statement: This foundation begins with developing
a practice mission statement, such as the following sample:

The mission of this practice is to improve the quality,
availability of and satisfaction with healthcare services
in the communities we serve. To accomplish this goal,
the practice emphasizes medical excellence as well as
responsiveness to consumer needs through service
excellence and patient empowerment.

Goals and Key Indicators: Upon this mission statement,
the practice defines its goals, which must be S.M.A.R.T. –
specific, measurable, attainable, realistic and timely. It
then determines key indicators that define and measure
progress toward these goals. Historically, goals and key
indicators focused mainly on the revenue cycle (productivity)
or cost containment (profitability). Now, it is imperative to
include both the drivers of reimbursement, such as patient
satisfaction or compliance with chronic illness treatment
plans, as well as the drivers of practice success, such as serv-
ice to community and administrative duties. The typical goal
and key indicator categories are illustrated in Figure 1.

Key Indicator 
Categories 

Productivity Profitability

Compliance
Patient 

Satisfaction

Administrative Community

Figure 1. Key Indicator Categories 
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Perhaps the most important step in selecting goals and
the key indicators to track progress toward these goals is to
ensure upfront buy-in from all physicians and specialties in
the practice. This will curtail future arguments regarding
how certain criteria are not applicable to individual physi-
cians and/or specialties. 
Report Card: Next, you must create report cards monitor-
ing the progress toward these key indicators. The report
cards must be clearly understood and distributed frequent-
ly so that behavior can be analyzed and quickly modified. 

Certain goals and key indicators must be practice spe-
cific and aligned with the practice mission statement as well
as with the requirements of the various stakeholders: 
• Patient satisfaction: results of surveys given to patients

about their experiences with the practice
• Administrative: time spent on various practice duties
• Community: efforts toward hospital and charitable activities
• Compliance: adherence with practice compliance programs

Other key indicators related to productivity and prof-
itability that should be included on the report card are
much easier to measure because they are commonly
tracked and have industry standards to be measured
against. Perhaps the most useful industry standard is the
relative value unit (RVU). The RVU serves as the basis for
Medicare reimbursement and is a tool commonly used in
practices to allocate compensation. The RVU is comprised
of three components: work, expense and malpractice. Each
procedure is assigned an RVU based on these components. 

The work component of the RVU measures the physi-
cian’s time, mental effort, technical skill, physical effort and
psychological stress associated with the risk of a poor out-
come for every procedure performed. Many compensation
formulas already include the use of the work RVU as a way
to measure productivity. For example a primary care physi-
cian might be compensated $50.00 per work RVU. Practices
can expand on its usage by utilizing the work RVU as an
invaluable tool for measuring compliance with stated goals
by allowing the practice to do the following: 
• Benchmark providers with national, regional and even

local data
• Benchmark providers against internal metrics required 
• Provide standards for measurement of key indicators
• Easily identify trends in productivity

Since RVUs also contain the components of expense
and malpractice, they can also be used to measure prof-
itability and to benchmark against industry standards.
This helps to provide clarity in a multi-specialty practice
by understanding the utilization of resources. 

In summary, report cards are developed as a frame-
work to measure physicians’ compliance with the key
indicators established to meet the practice goals, as
well as to achieve the practice mission statement. 
Compensation: Now comes the hard part–determining

the amount of compensation allocated to reward those
with good report cards. Groups I have worked with start
by allocating a nominal amount to begin with, perhaps
5 percent of the compensation pool, to allow physicians
to acclimate to the new methodology. Then, once the
methodology and reporting are understood, I have seen
this allocation increase to 15 percent of the overall pool.
Given the demands of the increasing stakeholders in
healthcare, this percentage will need to be continually
reviewed and modified.

Groups using value-based compensation are increas-
ing. According to the MGMA 2014 Physician Compensa-
tion and Production Survey, groups moving away from a
productivity-only compensation formula increased from
50 to 61 percent.2 Now is the time for your practice to
drive the behavior your practice needs to be successful in
the healthcare delivery model.

Keep in mind that one size does not fit all. Compen-
sation formulas vary greatly by practice size and specialty.
The formula needs to be evergreen, continuing to adapt
to an ever-changing healthcare delivery system. 

Susan Reed, CPA, CFP, is a partner with SaxBST. 

1 Centers for Medicare & Medicaid Services. (n.d.). Roadmap
for implementing value driven healthcare in the traditional
Medicare fee-for-service program. www.cms.gov/Medicare/
Quality-Initiatives-Patient-Assessment-Instruments/Quality
InitiativesGenInfo/downloads/vbproadmap_oea_1-16_508.pdf

2 Medical Group Management Association. (2014). MGMA
physician compensation and production survey: 2014 report
based on 2013 data–Executive summary report. Englewood,
CO: Author. 

“Perhaps the most important step in selecting goals and the key 
indicators to track progress toward these goals is to ensure, upfront, 

buy-in from all physicians and specialties in the practice.”

«
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INTRODUCTION
Due to the overall rise in cesarean sections that we have
seen over the years, there has been an increase in the number
of placenta abnormalities, including accreta, increta and
percreta. These morbidly adherent placentas are
increasingly the cause of massive postpartum hemorrhage,
hysterectomy and even maternal death. 

Specifically, placenta accreta carries a mortality rate of
10 percent and accounts for the majority of cesarean hys-
terectomies being performed.1 Puerpal hysterectomy is
associated with increased maternal morbidity, including
increased blood loss, increased blood transfusions,
genitourinary tract and other organ injury, infection and dis-
seminated intravascular coagulation (DIC).

Because an unanticipated adherent placenta can be
life threatening for a pregnant woman, advanced diagnosis
and team preparation are vital. 

Morbidly adherent placenta refers to the abnormal
adherence of the chorionic villi to the myometrium.
In placenta accreta, the superficial layer of invasion
is present. Invasion extending into the myometrium
defines an increta, and if the invasion goes through to
and beyond the serosa, a placenta percreta is present.

The link between cesarean sections and placenta accreta:
According to the National Center for Health Statistics, the
overall cesarean section rate in the 1970s was 5.5 percent,
and by 2012, it increased to 32.8 percent of all deliveries.2

According to Kocherginsky and colleagues, the incidence
of placenta accreta increased from 1 in 2,510 pregnancies
in the early 1980s to 1 in 533 pregnancies in the period of
1982–2002.3 Silver and colleagues have illustrated the link
between a history of cesarean sections and placenta accreta.
In their study, the risk of an accreta with five cesarean sections
was approximately 5 percent. If a patient had a placenta pre-
via (placenta covering the cervical os) at the same time, the
risk increased to 40 percent with just two cesarean sections.4

The risk factors: The risk factors for placenta accreta
include previous uterine surgery (such as myomectomy or
cesarean section), multiparity, advanced maternal age,
placental insertion over a previous cesarean incision scar
and placenta previa. 

Abnormal 
Adherence of 
the Placenta: 
Placenta Accreta, Increta, Percreta

A CASE REPORT 

By Wendy Martinez, MD
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Testing and diagnosis: During the antepartum period,
testing is recommended to detect an accreta. Diagnosis
is typically made by ultrasound, with a sensitivity of 77–93
percent. An MRI may be helpful when the ultrasound
findings are equivocal or when clinically the concern is
high. MRI sensitivity range is between 75–100 percent.5

Identifying an adherent placenta early can help one
to plan for delivery, including the ability to arrange for the
correct surgical personnel pre-operatively in case of an
accreta or percreta and invasion into other organs, and to
proactively keep the blood bank on board to follow pro-
tocol for possible massive hemorrhage.

Presented here is a case of Gravida 5 Para 4 with
placenta percreta after four previous caesarean sections. 

CASE REPORT 
A 38-year-old, white female, G5 P4, with four previous

cesarean sections, presented for her prenatal care and
routine testing in her first trimester. The patient had no
problems with her prior four cesarean sections. A routine,
20-week anatomy ultrasound revealed a possible accreta
with the placental location on the anterior lower uterine
segment. The patient had repeat ultrasound at 24 and 28
weeks. At that time, an accreta and possibly a percreta
were diagnosed. An MRI was performed at 30 weeks, and
this confirmed a percreta.

At this time, along with a maternal fetal medicine
specialist (MFM), I discussed with the patient and her
husband the implications of a percreta and what that
meant to her health and to the pregnancy. When a cesarean
hysterectomy is planned in a case of a known placenta
percreta, a team approach is important. It was determined
that a cesarean hysterectomy would be performed. Con-
sults with the urologist also occurred, as the percreta
appeared to be invading into the bladder. We also deter-
mined that a general surgeon would be on hand in case
of any bowel invasion, although the MRI did not detect
bowel invasion. We discussed with the patient and her
husband that we would plan delivery at 34 weeks, and,
because we would be delivering a premature baby,
they would have a consult with the neonatologist.
We discussed that the patient would have an anesthesia
pre-operative consult to discuss regional vs. general
anesthesia. We also discussed the possible need for inter-
ventional radiology in case we needed to embolize
the blood vessels to decrease bleeding post-operatively.

We explained the risks of the procedure and the increased
morbidities and mortality. 

The patient was advised that she would need blood
work prior to her surgery in order to have the blood bank
ready for our Code Crimson, which is our protocol for mas-
sive hemorrhage. This protocol includes having large
amounts of fresh frozen plasma, packed red blood cells,
platelets, cryoprecipitate and other blood products ready
for use. The patient was instructed to take iron three times
a day pre-operatively.

The scheduled cesarean took place as planned under
general anesthesia. The patient had two units of packed red
blood cells already hung, and the anesthesiologist began the
transfusion. We entered the abdomen easily to the peri-
toneum. After that, nothing was easy. Worm-like vessels had
invaded right through the serosa of the lower uterus and into
the bladder, as our studies had shown. There were some
bowel adhesions that had to be taken down first. The urolo-
gist looked at the bladder and saw the posterior invasion.
An incision was made on the uterus away from the percreta,
at the fundus, in a classical fashion. 

The baby was delivered with 9/9 apgars, and a supracer-
vical hysterectomy was then performed. After the uterine ves-
sels had been ligated, the urologist, who was scrubbed, took
the bladder down and a partial cystectomy was performed to
get the bladder down enough for us to do the hysterectomy. 

The patient lost around 5000 cc of blood. She went to
the intensive care unit for two days and then to the regular
postpartum floor, where she subsequently did well. 

DISCUSSION
I believe that this case went smoothly because we

were prepared with a team approach. The patient and her
husband were well aware of what was to happen and what
could potentially happen. We had the blood bank informed
of the amount of blood that we might potentially need. 

A multidisciplinary meeting of the team should occur
when a patient is suspected of having an accreta so that
a plan of care can be laid out and agreed upon. Paola
Aghajanian, MD, of the Cedars-Sinai Medical Center in Los
Angeles, has created an accreta patient checklist, as shown
in Table 1, that can be given to physicians, blood bank staff,
nurses and interventional radiologists to be completed in
preparation for a patient’s delivery. Using a checklist such as
this ensures that all team members are aware of the spe-
cific plan for the patient.
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IMPLICATIONS FOR PRACTICE
With the increased number of cesarean sections that

are being performed along with the elective cesarean
sections that patients are requesting, physicians have to
be diligent in looking for placenta accreta. 

Obstetricians must go over ultrasounds with the
radiologist or MFM to look specifically at the implanta-
tion site of the placenta, especially in patients at high risk
for placenta accreta: those with previous uterine surgery,
multiparity, advanced maternal age, placental insertion
over a previous cesarean incision and placenta previa. 

When accreta is detected, it is vital to develop a
proactive plan, discussed and understood by the entire
team. This is vital in order to decrease the morbidity and
mortality of these high-risk patients with these morbidly
adherent placentas. 

Wendy Martinez, MD, FACOG, is an obstetrician/
gynecologist at Advocare The Women’s Group for OB/GYN
in Voorhees, NJ.

Patient Name: 
Medical Record Number:
Date of Planned Delivery:
GA at Planned Delivery:
EDC: 
Primary Obstetrician: 
GYN Oncologist:
Anesthesiologist for C/S:
MFM Physician: 
Indication:
� Anesthesiology Consult

� Date of consult:
� Consulting anesthesiologist:
� Type of anesthesia planned:
� Monitoring planned:
� Number of PRBC units to be ready in OR:
� Special equipment needed:

� Gynecology Oncology Consult
� Date of consult:
� Consulting physician:

� Type of abdominal incision planned:
� Type of uterine incision planned:
� Placenta Plan (remove yes/no):
� Uterus Plan (planned C Hyst yes/no):
� Additional equipment needed:

� Additional imaging needed?
� If so, type of imaging:

� L&DMFCU Nurse Manager aware?
� Person notified: 
� Perfusionist/Cell Saver needed?

� If so, contacted? Y/N
� Urology consulted?
� IR consulted?
� ICU bed arranged?
� NICU notified of delivery date?
� Multidisciplinary meeting date:
� Patient aware of plan?
� Present at multidisciplinary meeting:
� Debriefing notes after delivery:

1 Hudon, L., Belfort, M. A., & Broome, D. R. (1998, August).
Diagnosis and management of placenta percreta: a review.
Obstetrical & Gynecological Survey, 53, 509–517.

2 Martin, J. A., Hamilton, B. E., Osterman, M. J. K., Curtin, S.
C., & Mathews, T. J. (2013, December 30). National Center for
Health Statistics. Births: Final data for 2012. National Vital Statis-
tics Reports. www.cdc.gov/nchs/data/nvsr/nvsr62/nvsr62_09.pdf.

3 Wu, S., Kocherginsky, M., & Hibbard, J. U. (2005, May).
Abnormal placentation: Twenty-year analysis. American
Journal of Obstetrics and Gynecology, 192(5), 1458–1461.

4 Silver, R. M., Landon, M. B., Rouse, D. J., Leveno, K. J.,
Spong, C. Y., Thom, E. A., . . . Mercer, B. M. (2006, June).
Maternal morbidity associated with multiple repeat cesarean
deliveries. Obstetrics and Gynecology, 107(6), 1226–1232.

5 Warshak, C. R., Eskander, R., Hull, A. D., Scioscia, A. L.,
Mattrey, R. F., Benirschke, K., & Resnik, R. (2006, Septem-
ber). Accuracy of ultrasonography and MRI in the diagnosis
of placenta accreta. Obstetrics and Gynecology, 108(3), Pt.
1, 573–581.

Reprinted with permission from: Paola Aghajanian, MD, and the Accreta Team at Cedars-Sinai Medical Center, Los Angeles, California 

Table 1. Accreta Patient Checklist
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FINDING THE OF MEDICINE

By John Alexander, PA-S
Emerging Medical Leaders Advisory Committee Member

“ Learning to marry the scientific method with the 
human aspects of caring for people 

has been an interesting challenge that I’m sure I will continue to 
face throughout my career.”

Bright flashes of color accompanied hazy but unmistakable
images of beating hearts as the attending cardiologist and
I examined the day’s echocardiograms and probed them
for various hemodynamic parameters and pathologies. We
browsed through file after file as we diagnosed faceless
patients with heart failure, valvular disease and cardiomy-
opathies. Only the occasional discussion of equations and
nuances of the test disrupted our focused silence. At times
like this, the practice of medicine has felt to me more like
an accounting of facts, figures and therapies than an art of
building a trusting relationship with my patients.

On the first day of my clinical training, I felt like I was
thrust into a seemingly classic example of what not to do from
our medical ethics textbooks. As I sat with other students and
residents pouring over data and radiologic images, I noted
how quickly we learned to forget the patient names and learn
the diagnoses. The concept of talking to the patients about
underlying issues related to disease or wellness seemed to
fall by the wayside in the interest of preserving the simplistic
and bottom-line view we held of the names on the census. 

Then, as the ever-busy heart specialist delved deeper
into the stack of charts and figures that lay in front of him, a
specific image sparked a distant memory in his mind. The
ensuing comparison of our training and experiences lead
to a discussion that seemed almost ironic against the
highly technical and anonymous backdrop of modern-day
medicine in which we found ourselves facing that day.

He paused to impart the importance of humanity in
medicine that he cautioned me to remember–even on days
like this one when test results and data require my full atten-
tion. “Parents,” he said, “can provide all the essentials of
good health for a child, but if they don’t pay attention to the
child when they come running, filled with pride over the
completion of a crayon drawing, then the child doesn’t
know that they truly care,” he stated. This simple metaphor
highlights the importance of paying attention to the
patient–to his or her feelings, needs, worries and triumphs. 

I have thought about that conversation a lot, and it has
greatly impacted the way I view the practice of medicine.
Learning to marry the scientific method with the human
aspects of caring for people has been an interesting challenge
that I’m sure I will continue to face throughout my career.
In my training thus far, I have seen many veiled cries for help
that often go unnoticed. But I have also seen the human side
of medicine at its best. I’ve seen patients’ faces light up when
they finally receive treatment for the elusive diagnosis from the
healthcare provider who was willing to go the extra mile. I’ve
rejoiced with the family of the patient who has just received
life-changing surgery. It is instances like these that make me
hope that I never lose sight of the true heart of medicine. 

John Alexander, PA-S, is a physician assistant student
at Rutgers University School of Health Related Professions
(SHRP), Class of 2016, and a 2015 Edward J. Ill Excellence
in Medicine Scholarship Recipient. 





MDAdvantage 
100 Franklin Corner Road

Lawrenceville, NJ 08648-2104

MDADVANTAGE® MOCK TRIAL: A CONTINUING 
EDUCATION PROGRAM FOR MDADVANTAGE PHYSICIANS, 
PRACTICE MANAGERS & TRIAL ATTORNEYS

SAVE THE DATE!

Join us for a unique, firsthand
glimpse inside the courtroom as
we present our annual mock trial.

Friday, March 18, 2016 
The Crowne Plaza, Plainsboro Twp, NJ

Register online at www.MDAdvantageonline.com
or call us at 888-355-5551.


