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Dear Editor:
In the spring 2014 issue of MDAdvisor,
Morey Menacker, DO, President and Chief
Executive Officer of the Hackensack Alliance
Accountable Care Organization, explained
how ACOs can benefit patients, physicians
and the government. 

In April 2012, the Hackensack Alliance
ACO became one of 27 ACOs in the nation
selected to participate in the Medicare
Shared Savings Program to take responsibility
for the quality of care provided to patients in
return for the opportunity to share in any
savings with the Medicare program for
improved care. In the first year as a participant,
our ACO had an estimated cost savings of
more than 10 million dollars. The ACO now
covers more than 14,000 lives with nearly 600
affiliated physicians and is the first and only
National Committee on Quality Assurance-
accredited ACO in New Jersey.

Hackensack University Health Network is
proud of these accomplishments, and we
look forward to seeing what Hackensack
Alliance as well as the other ACOs in our
state can do in the future to improve healthcare
for New Jerseyans.  

Ihor S. Sawczuk, MD
Ihor S. Sawczuk, MD
Executive Vice President
Chief Medical Officer
Hackensack University Medical Center
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That’s about 10,000 babies who are at a greater risk for
lifelong health challenges, such as respiratory
problems, cerebral palsy, vision or hearing loss,
learning disabilities and death. Babies born just a
few weeks early can have more health problems than
full-term babies–so every week matters. Preterm
birth is also a substantial contributor to rising
healthcare costs and, according to the Institute of

Medicine, costs society more than $26 billion annually.1

By Commissioner Mary E. O’Dowd, MPH
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Although many of the causes of preterm birth are
unknown, good health before pregnancy is a powerfully
protective factor. Healthy behaviors, such as taking folic
acid, eating a balanced diet with lots of fruits and vegeta-
bles, exercising, maintaining a healthy weight, abstaining
from alcohol and nicotine and diminishing stress, all
improve the health of pregnant women and their babies.2

As part of our overall strategy for building a healthier
population, the New Jersey Department of Health is
working to ensure that women get the health services
and social support they need to maintain their health and
have an optimal pregnancy and a healthy baby. Through
our initiatives, we are focused on increasing utilization of
prenatal care as a pathway to decreasing premature birth
and infant mortality. Additionally, the Department is
placing a new emphasis on reaching prospective mothers
with interventions that can positively impact the health of
mom and baby.

CONNECTING WITH VULNERABLE POPULATIONS
In the fall of 2013, the Department provided $13.5

million in grants to community health centers, maternal
and child health consortia, local health departments
and social services agencies to enroll women in care.
Agencies are using the funding to hire community health
workers who will target pregnant women at high risk for
complications and women of childbearing age and enroll
these women in appropriate care. Grantee agencies were
selected because they serve communities most at risk for
poor birth outcomes.

Once women are enrolled in care, they are evaluated
by central intake coordinators for eligibility for other
assistance programs. This program takes a comprehen-
sive approach to serving this vulnerable population by
also connecting them to safety net programs such as
Medicaid; Head Start; Family Success Centers; Special

Supplemental Nutrition Program for Women, Infants and
Children (WIC) and the Supplemental Nutrition Assistance
Program (SNAP) to improve outcomes for the mother and
her family. The community health worker model focuses on
increasing the number of women who receive preconception
care, early prenatal care and parenting education, while
promoting overall good health. 

Our agency has also partnered with the Department of
Children and Families and the Department of Education to
expand home visiting programs to all 21 counties, thus
providing support to pregnant women and new mothers or
fathers in the comfort and privacy of their own homes. This
program, which serves nearly 5,000 families, uses a network
of nationally recognized, evidence-based home visiting
models that strengthen families by providing individualized
support to families with children from birth to age five. New
Jersey’s current home visiting models include Healthy
Families, Nurse-Family Partnership, Parents as Teachers
and Home Instruction to Parents of Preschool Youngsters.
All of these models promote infant and child health and
development, nurture positive parent-child relationships,
facilitate parent resilience, build social and community
connections and provide linkages to needed resources and
support. They have been shown to improve maternal and
child health, family functioning and stability, child and
family well-being and to prevent child neglect and abuse. 

ELIMINATING TOBACCO USE
Another critical intervention aimed at improving birth

outcomes is the effort to eliminate tobacco use. According
to the Centers for Disease Control and Prevention (CDC),
smoking during pregnancy is linked to many pregnancy
complications, premature birth, low-birth-weight infants,
stillbirth and sudden infant death syndrome (SIDS).3 A
mother who smokes after giving birth can also impact an
infant’s health. Children exposed to secondhand smoke
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have more respiratory problems and are more likely to die
of SIDS. More than 100,000 of the smoking-caused deaths
over the last 50 years were babies who died from SIDS and
other health conditions.4 In New Jersey, of all new mothers
who smoked three months prior to pregnancy, 38 percent
continued to smoke throughout pregnancy. However, 62
percent of women annually quit smoking by the third
trimester. Although pregnancy provides a motivation for
quitting, relapse after delivery occurs in approximately
45 percent of New Jersey mothers who quit smoking
during pregnancy.5

New Jersey has a specific initiative to help reduce the
incidence of women smoking during pregnancy. Mom’s
Quit Connection (MQC) links pregnant women and new
mothers in New Jersey who want to quit smoking with
certified tobacco treatment specialists who help the mothers
decrease the number of cigarettes they smoke with the
goal of becoming smoke free. Funded by the Department
of Health, this free, individualized counseling can make a
critical difference in the health of mother and baby. New
Jersey also has a Quitline that can help all residents stop
smoking. Quitline is a toll-free hotline (1-866-NJSTOPS)
that offers three free counseling sessions and a two-week
supply of nicotine replacement therapy.

ENGAGING HEALTHCARE PAYERS
As part of our effort to improve birth outcomes, we are

collaborating with healthcare providers and payers. The
Department and the New Jersey Hospital Association formed
a Perinatal Safety Collaborative that draws on the expertise of
the New Jersey Chapter of the American College of Obstetrics
and Gynecology; the New Jersey Obstetrical and Gynecol-
ogical Society; the New Jersey Chapter of the American
College of Nurse Midwives and the New Jersey Association
of Women’s Health, Obstetric and Neonatal Nurses. Two

early priorities of the collaboration were reducing the
state’s high rate of caesarean sections and addressing the
increasing use of induction of labor prior to 39 weeks. 

The Collaborative offers hospitals, obstetricians,
midwives and nurses state-of-the-art research, best practices
and training to help improve the quality and consistency of
maternity care. For example, as a result of this partnership,
the majority of maternity hospitals in the state have adopted
“hard-stop” policies to discourage early elective deliveries,
and progress has been made. At year-end 2011, the early
elective delivery rate was 4.9 percent. Now, over the last six
months, it has stabilized to between 1.5 and 2 percent,
according to data provided by the New Jersey Hospital
Association. (K. McKean Kelly, New Jersey Hospital
Association, personal communication, May 7, 2014).

Engaging healthcare payers in efforts to reduce
preterm birth is essential to ensure that all children born in
New Jersey have the healthiest possible start in life. The
Department of Health has been collaborating closely
with the Department of Human Services as they develop
Medicaid performance-based contracting, which is
designed to motivate managed care organizations to
demonstrate quality improvement in clinical areas.
Through our collaboration, preterm birth was chosen
as a key area of focus. Through this initiative, health
insurance plans are encouraged to develop innovative
strategies to improve birth outcomes. To incentivize
improvement, a portion of the plan’s payment is tied
directly to demonstrating progress in the target areas of
timeliness of prenatal care and reduction in preterm
birth rates and postpartum care.

Medicaid performance-based contracting is essential
in order for us to meet our pledge to reduce the preterm
birth rate by 8 percent by the end of 2014 to give more
children a healthy start in life. New Jersey is one of 50
states, along with the District of Columbia and Puerto Rico,
that have signed on to the Healthy Babies Project 
co-sponsored by the Association of State and Territorial
Health Officials (ASTHO) and the March of Dimes. 

WORKING ON THE NATIONAL LEVEL
New Jersey was recently selected to participate in the

National Governors Association’s Collaborative Learning
Network on Improving Birth Outcomes. As part of this

“

”
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network, New Jersey shared best practices and quality
improvement strategies with other states to improve
birth outcomes, address disparities and reduce costs.
This effort will inform our next step of creating work-
groups led by Department stakeholders to examine data,
focusing on wellness and strategic payment to improve
birth outcomes. This work will be the foundation of
New Jersey’s work for the Health Resources and Service
Administration’s (HRSA) expansion of the Collaborative
Improvement and Innovation Network (CoIIN) to
Reduce Infant Mortality summit this summer.

OUTLINING THE PHYSICIAN’S ROLE
Recently, the March of Dimes identified New Jersey’s

preterm birth initiatives as contributing factors in its
decision to award the state a B grade on its Premature
Birth Report Card.6 New Jersey was one of only seven
states that improved its grade over last year’s grade. This
positive progress reflects steady improvement since
2008, when the state received a D grade.7

We have taken a leadership role in setting this goal
for improving birth outcomes in New Jersey, but our
success ultimately depends on strong collaborations with
our healthcare providers, public health partners and
community leaders. 

As physicians, you can complement the Department’s
efforts by keeping up to date on your patients’ plans for
childbearing, encouraging them to adopt healthy behaviors
before and during pregnancy, including regular flu shots
and dental care. It is also important that patients be
screened for tobacco use and problem drinking and,

when appropriate, be referred to cessation programs.
Working together, we can ensure that more babies will be
born healthy and full-term in New Jersey. 

Mary E. O’Dowd, MPH, is the Commissioner of the
New Jersey Department of Health.

1 Institute of Medicine. (2006, July 13). Preterm birth: Causes,
consequences, and prevention. www.iom.edu/Reports/2006/
Preterm-Birth-Causes-Consequences-and-Prevention.aspx.

2 Centers for Disease Control and Prevention. (2010, 
January 12 [updated]). Steps women can take for healthier
babies. www.cdc.gov/features/healthypregnancy.

3 Centers for Disease Control and Prevention. (2014, January 8
[updated]). Smoking during pregnancy. www.cdc.gov/tobacco
/basic _information/health_effects/pregnancy. 

4 Centers for Disease Control and Prevention, U.S. Department
of Health and Human Services. (2014). Let’s make the next
generation tobacco free: Your guide to the 50th Anniversary
Surgeon General Report on Smoking and Health. 
www.surgeongeneral.gov/library/reports/50-years-of-
progress/consumer-guide.pdf.

5 New Jersey Department of Health. (2010). Pregnancy risk
assessment monitoring system: Annual Chart Book, 2010 
Edition. http://nj.gov/health/fhs/professional/documents
/prams_chart_book.pdf. 

6 March of Dimes Foundation. (2013). March of Dimes 2013
premature birth report card. www.marchofdimes.com/glue
/materials/premature-birth-report-card-new-jersey.pdf. 

7 March of Dimes New Jersey Chapter. (n.d.). Decoding the New
Jersey prematurity report card. www.marchofdimes.com/
chapterassets/files/Decoding_Report_Card_non_PAD.pdf. 
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By Sarah W. Tracy, PhD

In 1990, the American Society of Addiction Medicine
defined the diagnostic term alcoholism as “a primary,
chronic disease with genetic, psychosocial, and environmen-
tal factors influencing its development and manifestations.”1

The American Medical Association Council on Science and
Public Health, which declared alcoholism a disease for
the first time in 1956, endorsed this definition in 2008. Yet
the Council also observed the following: 

[The] terminology used in this field [addiction medicine]
continues to cause some confusion. Most drug or
alcohol users do not meet the criteria for substance
abuse or dependence. Rather, there are patterns of
use that include “substance use,” “misuse or risky use,”
“harmful use” or “abuse,” as well as “dependence”
or “addiction,” each with different implications.2

More recently, in May 2013, the latest Diagnostic and
Statistical Manual of the American Psychiatric Association,
DSM-5, offered clinicians a novel diagnostic label for people
with chronic drinking problems, alcohol use disorder
(AUD).3 There is, then, a growing, if not universal, consensus
within medicine that chronic problem drinking deserves
clinical attention, even if the terminology used to distinguish
the condition in its many manifestations remains in flux. 

Changes in the terms that medical experts employ to
describe problem drinking reflect subtle and not-so-subtle
alterations in the ways the medical profession and our
culture think about habitual problem drinking and alcohol’s
place in our society. There are other examples of this
phenomenon within psychiatry and general medicine: the
move from, say, soldier’s heart (U.S. Civil War) to shell

*Parts of this article have appeared previously in Tracy, S. W. (2007). Medicalizing alcoholism one hundred years ago. Harvard Review of Psychiatry,
15(2), 86–91. They are reprinted here with permission. 
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Additional founding precepts
affirmed the group’s belief that there
were no adequate private or public
institutions for the care of alcoholic
“inebriates” and that the law should
“recognize intemperance as a disease,
and provide other means for its man-
agement, than fines, stationhouses,
and jails.”7 See Figure 1 for a peek at
the 1877 Quarterly Journal of Inebriety
that defines inebriety as “a cerebro-
psychal disorder.”

The enactment of National Prohi-
bition (1920–1933) brought an end to
the 50-year effort to “medicalize”
habitual drunkenness in the United
States. Although hundreds of facilities
were opened across the country
between 1870 and 1920, offering a
combination of medical and moral
care to people with drinking prob-
lems, Prohibition destroyed this rich
therapeutic landscape. Reformers
believed, naively in retrospect, that
the end of the liquor trade would

bring an end to alcohol problems. Post-repeal, alcohol
researchers assiduously avoided looking backward and
learning from the experience of their pre-Prohibition
predecessors, for they saw these early investigations as
“tainted” by dry (anti-alcohol) vs. wet (pro-alcohol) politics.8

Post-Prohibition investigators turned their gaze to the
future and spent roughly three decades “reinventing” the
disease concept. 

The history of the changing nomenclature for habitual
drunkenness in the United States offers an interesting
glance into the protean nature of alcohol problems, as well
as the ongoing medical-moral tension permeating what we
call alcoholism today, and its treatment. Early 21st-century
clinicians may find it a surprising, yet familiar, story, for while
physicians today recognize the utility of medical interven-
tion for alcohol-related problems, they often refer their
alcoholic patients to lay-run, 12-step organizations, such as
AA, to achieve lasting sobriety.9

shock (World War I) and from battle
fatigue or combat fatigue (World
War II) to post-traumatic stress
disorder (Vietnam Conflict) are
such examples. Yet, the terminologi-
cal and conceptual transformation of
habitual drunkenness, most com-
monly called alcoholism today,
began long before the Civil War.4

In the early republic, physician
Benjamin Rush (1745–1813), also
known as the “father” of American
psychiatry, was the first to call
“intemperance” a disease.5 The
condition was redefined and relabeled
in the 19th century as alcoholic intem-
perance, and subsequently as dipso-
mania, inebriety and finally alcoholism.
In fact, this last term was coined by
Swedish physician Magnus Huss in
1849, but not widely adopted by the
medical profession until much later.6

The origins of the “modern”
disease concept of alcoholism are
usually traced not to a physician but
to physiologist and biostatistician E. M. Jellinek, who
worked at Yale University in the 1940s and ‘50s, before
assuming a position at the World Health Organization
(WHO). Jellinek based his vision of alcoholism on the expe-
riences of Alcoholics Anonymous (AA) members during the
1940s (AA was founded in 1935). Jellinek’s 1960 classic,
The Disease Concept of Alcoholism, in many ways reca-
pitulated 19th-century physicians’ and reformers’ thinking
about the stages and types of problem drinking. These
early addiction specialists founded the American Association
for the Cure of Inebriates in 1870. At their first meeting in
New York, members of this professional organization
declared the following as their first four principles:
1. Intemperance is a disease.
2. It is curable in the same sense that other diseases are.
3. Its primary cause is a constitutional susceptibility to

the alcoholic impression.
4. This constitutional tendency may be inherited or

acquired.7

Figure 1. Quarterly Journal of Inebriety defines
“inebriety” as a disease. A published excerpt of a
speech read before the American Association for
the Cure of Inebriates, at their annual meeting in
Philadelphia on September 26, 1876. 
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INTEMPERANCE 
Among the early, most morally charged terms used to

describe habitual drunkenness was intemperance, a word
that invoked the golden rule of moderation–and the
drinker’s departure from it. Motivated by concerns for the
health of the young republic, physician and signer of the
Declaration of Independence Benjamin Rush considered
intemperance the product of distilled beverages alone. In
fact, he provided readers of his Enquiry into the Effects of
Ardent Spirits Upon the Human Body and Mind (1784) with
a delightful diagram, “A Moral and Physical Thermometer,”
highlighting the ruinous physical, mental and social
decline that befell consumers of gin, brandy and rum. Milk,
water, beer and wine, in contrast, he portrayed as con-
tributing to “serenity of mind,” “long life & happiness,”
“cheerfulness” and “strength.”3 (See Figure 2.) By 1836,
however, the American Temperance Society would disagree,
declaring all forms of alcohol dangerous to individuals and
the nation. 

Champions of the disease concept of intemperance
implicated a variety of causal factors in the condition.
For Philadelphia physician Joseph Parrish (1818–1891),
however, one dominated all others: the frenetic pace of
American life following the Civil War. In his 1870 essay
“Philosophy of Intemperance,” Parrish observed that the
“pressure upon the brain of children by a forcing system
of education, the subsequent tax upon the supreme
nervous center, in the struggle for wealth, power or
position; the unhealthy rivalry for display, and all the
excitements which produce the ‘wear and tear’ in our life,
are so many means of exhausting nervous energy and
producing a condition that demands relief.”10

Words such as these made clear the ways in which
19th-century medical experts saw culture affecting one’s
tendency to intemperance and, later, to dipsomania and
alcoholism. The disease of intemperance did not dis-
criminate; it affected all social classes.

DIPSOMANIA
The term dipsomania became most popular in the

last decades of the 19th century. The word referred, quite
literally, to a maniacal thirst for alcohol. It was one form of
monomania, or partial insanity, distinct from others such
as kleptomania or homicidal mania. Dipsomania was
said to affect its victims at periodical intervals, with the
time between attacks growing shorter as the disease
progressed.

As a term, dipsomania possessed great utility for the
medical profession because it had three important char-
acteristics: It was a form of insanity, it was often hereditary,
and it affected the middle and upper ranks of society.
Thus, this term offered a rhetorical strategy for promoting
the disease concept and advancing medical authority
over habitual drunkenness. It was a medical condition
and one that had hereditary roots for which the drinker
could not be held responsible. The fact that it was seen to
disproportionately affect those in the upper economic
tiers made its sufferers seem all the more sympathetic. 

Many physicians, including American neurologist
George Miller Beard, who coined the term neurasthenia,
believed that the refined nervous systems of society’s
upper ranks made them uniquely susceptible to the
stresses of modern living and, thus, to dipsomania.11

Reporting on the fate of author Edgar Allan Poe, editors

Figure 2. A moral and physical thermometer: Temperance versus intem-
perance. From An Inquiry into the Effects of Ardent Spirits upon the
Human Body and Mind, by B. Rush, 1812, Boston: Manning & Loring.
Archives of the History of Medicine, U.S. National Library of Medicine.
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of The Boston Evening Transcript observed: 
Had Poe been born a generation later...he would have
been spared a life of anguish, and his good name would
have been unsmirched. Modern science understands the
peculiar pathological case he presents and tempers its
moral judgments with its alleviating remedies.12

The editors cited physician Charles Goudiss, who,
considering Poe’s case, concluded that “in his poetic
prayers and in fantasies the neurologist can see suffering
and...the feeling of hopelessness ever present in the
victim of dipsomania.”12

It is hardly surprising then that in 1893, when the
Commonwealth of Massachusetts opened the first state-
run institution for the treatment of people with drinking
problems, it was called the Massachusetts Hospital for
Dipsomaniacs and Inebriates (also known as Foxboro
State Hospital as seen in Figure 3). Dipsomania received
front billing because sufferers of this often-hereditary
disease represented the sickest, most accomplished and
most “innocent” of the different identities proposed for
the habitual drunkard.

INEBRIETY
Over time, physicians concluded that the number

of dipsomaniacs was quite small relative to the number
of inebriates. Dipsomania’s decline also may have had
something to do with the rise of the “new psychology”
in the 1880s and ‘90s and of psychodynamic psychiatry in
the early 20th century. Changes in the intellectual foun-
dation of psychiatry shifted physicians’ attentions away

from the role of defective heredity, so essential to the dip-
somaniac’s identity. Whatever the cause, inebriety slowly
replaced dipsomania. 

Although the two terms had coexisted since the 1870s,
the ascent of the term inebriety began in earnest in the
1890s, and it had specific and general meanings. Psychiatrists
and neurologists frequently applied the term inebriety
to opium, cocaine, heroin, tobacco and even lettuce
addictions. (In large quantities, lettuce was said to have
soothing properties akin to opium!) In other words, inebriety
was used in much the same way that chemical dependency
is used today, as a global term that encompassed addictions
to a variety of psychoactive substances. (See Figure 4 for an
example of a suggested “cure” for these addictions.)

Hereditary inebriate and periodic inebriate replaced
dipsomania. These forms of inebriety were distinct from
“simple” or “chronic” inebriety, a condition acquired
through environmental circumstance and repeated exposure
to alcohol. Physicians implicated a range of factors that

might cause inebriety; among them were heredity, sunstroke,
personal tragedy, menstrual difficulties and mental exhaustion.
Likewise, most discussions of inebriety focused on the
drinker’s progress from heavy alcohol consumer to victim
of disease. What was first a habit became, according to
neurologist L. W. Baker, “a confirmed neurosis,” and it was
crucial to distinguish between “the self-controlling vice of
drunkenness...and the irresistible impulse of disease.”12

Figure 3. Foxboro Hospital also known as the Massachusetts
Hospital for Dipsomaniacs and Inebriates. Postcard of the Massachu-
setts Hospital for Dipsomaniacs and Inebriates.

Figure 4. The Keeley Cure for Alcohol, Opium, Tobacco Using.
1902 advertisement for the Keeley Cure franchises.
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Inebriety in women, or female inebriety, constituted a
special case. Women with drinking problems were less
common and more stigmatized than their male counter-
parts. An inebriated woman was synonymous with loose
morals, sexual promiscuity and ruined motherhood. “A
debauched woman is always, everywhere, a more terrible
object to behold than a brutish man,” wrote Berkshire
Medical College Professor of Obstetrics Horatio Storer in
1867.13 The female inebriate threatened the health of her
children both in utero and at home. Fallen from grace, she
no longer qualified as keeper of the domestic sphere and
protector of society’s morals. Still, there were women-
specific treatment facilities, and some were run by the
Woman’s Christian Temperance Union (WCTU).

ALCOHOLISM–PRE-PROHIBITION
The specificity of the term alcoholism mirrored devel-

opments within mainstream medicine as well as political
concerns of the late 19th and early 20th centuries. By the
1910s, the one germ/one disease paradigm dominated
modern medicine. Bacteriologists had isolated the microor-
ganisms responsible for typhoid fever (1880), leprosy (1880),
malaria (1880), tuberculosis (1882), cholera (1883) and diph-
theria (1884). Increasingly, a disease was expected to have a
specific cause, a discrete mechanism and a particular
treatment. Although habitual drunkenness did not fit this
paradigm, one could point to a specific substance at fault:
alcohol. Temperance reformers clung to the conviction that
without alcohol there would be no alcoholism.

Worth noting here is the movement from process to
substance. Intemperance, dipsomania and inebriety denoted
a state of mind (intoxicated, insane) and were achieved
through repeated behavior (drinking to excess). In contrast,
alcoholism denoted poisoning by alcohol. Comparable
terms implicated poisoning by other psychoactive sub-
stances: e.g., morphinism or cocainism. This conceptual
transition fit well with the late-19th and early-20th-century
campaign for Prohibition. Anti-alcohol groups such as the
WCTU, the Anti-Saloon League and the Prohibition Party
campaigned to demonize alcohol and eliminate the
saloons that served a beverage they thought was a cor-
rupting poison. Their success came with the ratification of
the 18th Amendment in 1920, which banned the manufacture,
sale and transportation of alcohol. 

Yet, for people with drinking problems, Prohibition–in

the long run–was not a success. Once again, the problem
drinker was viewed as a moral weakling whose only
options were the jail cell or, if mentally impaired, the
psychiatric hospital. Likewise, the knowledge base of
medical experts on inebriety and alcoholism was discarded,
dismissed or forgotten by most of the researchers who
investigated alcoholism following repeal. 

Pharmacologist Chauncey Leake, one of the few to
lament this loss, observed in 1957 that some of the
nation’s best physiologists, physicians and pharmacolo-
gists–John Shaw Billings, Russell Chittenden and William
Welch–had conducted research on alcohol’s effects on
the body and mind and published a two-volume report,
Physiological Aspects of the Liquor Problem (1903),
intended for a general audience. For Leake, it was
“astonishing how little appreciation has been given to
this important work, and it is amazing how little it is
known.”14 The Prohibition era (1920–1933) inaugurated
irreverence for the laws restricting alcohol and ignorance
about the nature and treatment of alcoholism.

ALCOHOLISM–POST-PROHIBITION
In 1935, just two years after repeal, the disease concept

of alcoholism again achieved popular currency. At least
initially, two lay organizations were responsible for its
reintroduction: AA and the National Council on Alco-
holism. Later in the 1950s and ‘60s, the publication of
Jellinek’s Disease Concept of Alcoholism and the
development of state and employer-based programs for
alcoholism prevention and treatment kept the disease
concept of alcoholism in the public eye. 

Perhaps the most significant display of support for
the disease concept came in 1970 when Congress passed
the Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment, and Rehabilitation Act, which
established the National Institute for Alcohol Abuse and
Alcoholism. Yet, even in this act, the tension between the
moral and medical was evident. Alcohol Abuse appeared
before Alcoholism in the name of the newest division of
the National Institutes for Health. Indeed, the name por-
tended a growing critique of Jellinek’s disease concept. 

The 1970s and ‘80s witnessed the emergence of a
broad-based public-health, harm-reduction approach
oriented toward preventing “alcohol problems,” e.g.,
drunk driving, domestic violence, fetal alcohol effects, job
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impairment and alcoholism. During these years, 12-step
treatment modalities, modeled after AA but addressing
specific drinker demographics, also proliferated: e.g.,
Wellbriety (American Indians), Rational Recovery (non-
spiritual) and Women for Sobriety (women). Yet, the title
of the 1991 Institute of Medicine volume Broadening the
Base of Treatment for Alcohol Problems summed up the
dominant trend well.15 Similarly, biomedical researchers,
policy makers, treatment providers and historians came
to view alcohol dependence within a larger “alcohol,
tobacco and other drug” framework that appreciates
the ways in which different chemical dependencies, as
well as their demographics and histories, may affect
one another and/or share an underlying neurotransmitter
(dopamine) basis.

Today, AUD, the new DSM-5 diagnosis, embodies
this broad-based approach to alcohol problems. The
change in nomenclature reflects the power of public
health concerns to shape what psychiatry regards as clinical
entities. Problems as diverse as domestic violence, col-
lege-age binge drinking, fetal alcohol spectrum disorder
and drunk driving are now relevant when assessing one’s
alcohol habits, not just the degree of physical and psy-
chological dependence on ethanol. Alcoholism today is
but one of a range of alcohol-related social and medical
disorders demanding clinical attention.

Sarah W. Tracy, PhD, is Associate Professor of Honors
and the History of Medicine and Director, Medical Human-
ities Program, Honors College, University of Oklahoma. 
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Judy Donlen, RN, DNSc, JD, is Executive Director of
the Southern New Jersey Perinatal Cooperative, the
New Jersey-licensed maternal and child health consor-
tium serving the seven-county region of South Jersey,
and Chair of the New Jersey State Health Planning
Board. Recently, Judy Donlen responded to questions
posed by Janet Puro and Maria Falca-Dodson and
shared her insights into maternal and child healthcare
and health policy as it has evolved in New Jersey. 

MDADVISOR: What is the Southern New Jersey Perinatal
Cooperative, and what is its role in New Jersey? 
DONLEN: The Southern New Jersey Perinatal Cooperative
(SNJPC) is one of several consortia around the state that
were designed to help form the backbone of the regional-
ization of perinatal care. The Cooperative started out as a
way to regionalize the hospitals, to communicate with each
other, to transport babies and to develop a continuum of
care from primary care all the way through to what was
originally an almost exclusive focus on neonatal intensive
care but has evolved to include an emphasis on high-risk
maternal perinatal care, which includes a lot of high-risk
monitoring and even fetal surgery. SNJPC provided the
framework used by the State of New Jersey to develop
regional consortia that include a continuum of preventive
services, educational services and quality improvement
services that go right across the span of perinatal care,
from primary care through tertiary care. All the hospitals
that do obstetric and pediatric care must belong to a
maternal and child health consortium in New Jersey. 

MDADVISOR: When it comes to maternal and child
health in New Jersey, where has the most progress been
made over the past 30 years, and what’s left to be done? 
DONLEN: I think we’ve seen progress in two distinct areas.
One has been in neonatal care, as there has been
increased technology that enables us to save babies at
smaller and smaller weights in earlier pre-term delivery
with relatively good outcomes. We watch the data very
closely. There are babies being born alive now who would
not have been 15 or 20 years ago, and there are babies
who are born alive now who have relatively good neu-
rologic outcomes and the ability, with early intervention
programs, to really succeed. 

Maternal care has also changed quite a bit. The ability
to evaluate a baby in utero during pregnancy has

Interviewed by Janet S. Puro, MPH, MBA, and
Major General Maria Falca-Dodson, USAF, ret.

Insights into Public Health and
Health Policy in New Jersey
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increased a huge amount. The evaluation goes far beyond
the amount of testing and monitoring that women have
available to them throughout the pregnancy. The key is
being able to identify women who need extra monitoring
and being aware that there’s a certain window of time to
be able to identify problems and intervene appropriately. 

I think continuing to find the right balance of high-
technology and low-technology care to get the best for
the mothers and the babies is where we will continue
to be challenged moving forward. 

MDADVISOR: What is the biggest challenge facing
maternal and child health in New Jersey?
DONLEN: While we were making significant advances in
maternal and child health, there was a swing in terms of
cesarean sections. Physicians wanted to ensure that there
would be a good outcome to a labor, and therefore made
a push toward considering a C-section relatively early. I
think it was done in good faith because nobody

wanted to have a bad outcome. But we began to
notice that New Jersey had one of the highest C-section
rates in the United States. 

In the last couple of years, the ability to turn around at
least the primary C-section rate has really been aided by
professional organizations and accrediting agencies. The
New Jersey Hospital Association has sponsored a Perinatal
Collaborative to begin to look at how to bring down the
C-section rate. One of the prime strategies that was iden-
tified was to discontinue scheduling women for elective
delivery before 39 weeks. Many doctors and mothers
considered if you were at 37 weeks it was safe to deliver
the baby, so there were a lot of women who were being
induced at 37, 38, before the end of the 39th week of
pregnancy. If a mother failed induction, she would wind up
with a C-section. By establishing a hard stop stating that
nobody can be induced at all unless she has completed 39
weeks, hospitals have seen a decrease in the number of
failed inductions and, consequently, the primary C-section
rate for late preterm babies has been reduced.

However, the fact remains that if you have a high
primary C-section rate, you’re going to have a high rate of
repeat C-sections. So while we are working toward

decreasing our primary C-section rate, it will be a while until
we can bring the total rate down. 

MDADVISOR: How has the environment changed for
obstetricians/gynecologists practicing in New Jersey?
DONLEN: Two significant factors have made large impacts
on practicing obstetricians. The first is the improved avail-
ability of maternal-fetal medicine (MFM) specialists. In the
past, there was more competition and consequently tension
between OBs and MFMs, whereas now there appears to be
a healthier collaboration. Obstetricians have ready access to
MFMs for consultations concerning mothers with high-risk
pregnancies. The increased availability of MFMs has also
resulted in better access to appropriate prenatal testing for
all women. 

The second factor has been the advent of hospitalists.
The availability of hospitalists, whether to deliver all babies or
just emergency deliveries, has really made a big difference

for the OBs. There are many different models. Some of

the practices have one person on call in the hospital
every night for their patients. But then the hospital still has to

figure out what to do for women who come in with no prenatal
care, so the hospitalist sometimes fills that role. In some
instances, individual OB practices also opt to have the
hospitalist cover some of their deliveries. I think the availability
of hospitalists has been the biggest change in OB practices
over the last 5 to 10 years, and I think it’s been something that
both the hospitals and the OBs have come to appreciate. 

MDADVISOR: What have been the biggest changes
experienced by pediatricians? 
DONLEN: General hospitals don’t have much in the way of
inpatient pediatric care anymore. Children who get admitted
tend to need higher level care, and we are fortunate to have
many high-level pediatric centers in New Jersey. On the
other hand, local pediatricians want their patients to be able
to stay in the community, especially when they need access
to an emergency room, and so the hospitals are trying to
look at models that will work for everyone. 

One successful strategy has been to dedicate an area of
the emergency room as a pediatric emergency room and to
co-locate the inpatient pediatric beds to that area. It is actu-

“The availability of hospitalists has been the biggest
change in OB practices over the last 5 to 10 years,

and I think it’s been something that both the hospitals
and the OBs have come to appreciate.”
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ally a hybrid unit, with the inpatient beds and the pediatric
observation beds for the ER located together. This type of
unit makes the community much more comfortable because
when local residents hear that a pediatric unit is closing, they
think that the hospital is not going to be able to take care of
their children, even if they arrive through the emergency
room. Several hospitals have been able to strike a nice
balance with a five- or six-bed inpatient unit co-located right
next to the emergency room, and they have been able to
market the pediatric emergency room to the community. 

MDADVISOR: What can you tell us about New Jersey’s
recent electronic birth certificate initiative? 
DONLEN: The new name is vital information platform (VIP),
and it will be implemented this fall. New Jersey has had an
electronic birth certificate since 1997, but this will be a whole
new web-based platform that should be able to produce the
data at a much faster rate. The New Jersey Department of
Health deadline for fully implementing the VIP is
November 30, 2014. Groups of hospitals begin to go
live in August. The one thing that the electronic
birth certificate has absolutely allowed us to do is to
be able to take a look at the demographics of the
babies born in hospitals and ensure that the categories
of care that have been identified by the regulations are, in
fact, the care that people are receiving and to see how that
care translates into outcomes. 

MDADVISOR: What are the biggest challenges in New
Jersey healthcare currently?
DONLEN: The biggest challenge is finding the balance
between where people are getting their care and the costs
of care in general. I spend a lot of time as Chair of the State
Health Planning Board looking at the issue from the hospitals’
point of view. We’re seeing a lot of consolidation of hospitals,
and we’re seeing many hospitals exploring things such
as strategies for reducing readmissions and quality issues
including patient safety and end-of-life care. 

MDADVISOR: What sort of impact do you think the
Affordable Care Act has had on New Jersey so far?
DONLEN: So far, I’ve been impressed with some of the
other things that were in the ACA in addition to obtaining
coverage for the uninsured. The ACA put a large
emphasis on improving quality and accountability in
healthcare. Many of the initiatives we’ve already discussed

are being influenced by this focus.
The ACA also dedicated a large amount of funding

for home visiting programs for pregnant women and new
mothers and fathers using evidence-based models. We are
moving toward making those programs reimbursable at
some point, and there is a lot of coordination between
the Departments of Health and Children and Families to
get home visiting programs in the right areas directed at
the right populations. 

MDADVISOR: How do you think our experience in
New Jersey is unique, compared to other states? 
DONLEN: In New Jersey, I think we have more transparency.
Because we still have certificate of need, we have public
hearings. When a hospital is going to be closed or sold, the
community has to be involved. The State Health Planning
Board conducts a public hearing in the community.
Afterwards, we review the Department of Health’s recom-

mendations concerning the sale or closure to ensure

that the concerns of the community are going to be
addressed. I don’t see that happening in other places.
Often, in other states, there really isn’t a venue for the
concerns of the community to be heard. 

MDADVISOR: With so much volatility in the healthcare
market, how can physicians and hospitals work
together to bring positive change? 
DONLEN: I think that the single factor that has impressed
me the most is when a hospital administration has a good
relationship with the physicians and really goes out of its
way to communicate with them and to let them know
what’s going on. It makes a big difference. There are some
hospitals that are doing a really good job of this, and know
that their success is very much influenced by how informed
their doctors are and how they are able to collaborate to
problem solve rather than coming up with a solution and
then trying to make the doctors fit into it. 

The professional organizations also play an important
role in sharing information about policy and identifying real
solutions for physicians. For instance, the American Acade-
my of Pediatrics New Jersey Chapter is doing a great job

“The new name is vital information platform (VIP), and it 
will be implemented this fall. The New Jersey Department 
of Health deadline for fully implementing the VIP is 
November 30, 2014.”
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getting information to pediatricians. They recognize that
since pediatricians are primarily office based, it is unwise to
rely solely upon hospital-generated communications.

MDADVISOR: There is a good bit of consolidation
going on in the New Jersey market, particularly with
small, local systems joining larger health systems and
for-profit systems coming in. What kind of impact are
we going to see on New Jersey healthcare? 
DONLEN: The long-term impact remains to be seen, but
so far, I think that we’ve been very successful. New Jersey
is actually late to the game with for-profit hospital systems.
It didn’t happen for a really long time compared to other
states. Clearly, there is always fear surrounding any changes
to a local hospital. But what’s been interesting to me is that
even though the consolidations have come with much
change, the hospitals are still identified by the com-
munities as their hospital. They’re not necessarily seen as
part of the big system. 

There are both advantages and disadvantages to these
large systems. On the positive side, there is certainly an
economy of scale that comes with them. There are estab-
lished quality of care and coordination of care standards and
an accountability factor that comes with the large systems.
These can be very beneficial, as long as the hospital can
maintain a community focus.

When the State Health Planning Board looks at an
acquisition, particularly if it involves a for-profit hospital
system, there is a concern that the hospital won’t continue
to serve the same population. I don’t think there’s been
any reason to believe that that’s been happening in
New Jersey. A lot of watchdogs are interested in making
sure that the care is appropriate and that the level of
care is undiminished. The Department of Health is
committed to that. 

MDADVISOR: What has surprised you the most about
New Jersey healthcare in the last 30 years? 
DONLEN: In spite of the increasing complexity, I actually
believe that our healthcare system in New Jersey has
become less fragmented. Electronic medical records and
case management are efforts to improve care coordination.
Additionally, there is a lot of push toward coordination
coming that will include carrots and sticks. Two examples
of these pressures are the encouragement of account-
able care organizations (ACOs) and nonpayment for

patients who are readmitted to the hospital within 30
days of discharge.

MDADVISOR: What’s the hardest lesson you’ve had to
learn in your career? 
DONLEN: Patience. My job is great because there are so
many different initiatives to focus on. I’m somebody who
likes immediate gratification, and this job has a lot of things
to distract me, so I can move off a project that I’m working
on intensely, let it percolate as others meet, and react
and plan, so that eventually it is ready to move forward.
Collaboration and consensus building are essential to
success in a multidisciplinary setting. It would be a whole
lot easier if I could just dictate things and make them
happen, but that’s not what works. It is also important to
recognize the changes and improvements that have already
been achieved rather than focusing exclusively on what still
needs to be done. Recognizing achievements that have
been realized through collaboration helps reinforce the
importance of patience. 

Janet S. Puro is Vice President, Business Development
and Corporate Communications, and Maria Falca-Dodson
is Vice President, Strategic Initiatives, at MDAdvantage
Insurance Company of New Jersey. 



to our New Jersey healthcare partners 

for joining us as 

2014 EDWARD J. ILL 

EXCELLENCE IN MEDICINE 

SCHOLARSHIP HONOR ROLL MEMBERS 

in support of the 

Excellence in Medicine 

Scholarship Fund. 

Thank You
WE’D LIKE TO SAY 



Thank You

EXCELLENCE IN MEDICINE SOCIETY � $15,000+ 
MDAdvantage Insurance Company of New Jersey

Kern Augustine Conroy & Schoppmann, PC

HEALTHCARE CHAMPION SOCIETY � $10,000 – $14,999 
Dr. and Mrs. George F. Heinrich 

Robert Wood Johnson University Hospital & Robert Wood Johnson Health System
In Honor of Stephen K. Jones, FACHE

HEALTHCARE INNOVATOR SOCIETY � $5,000 – $7,499
Patricia A. Costante
Paul J. Hirsch, MD

Vaslas Lepowsky Hauss & Danke LLP
Morbelli Russo & Partners Advertising

HEALTHCARE ADVOCATE SOCIETY � $2,500 – $4,999
New Jersey Orthopaedic Institute & Vincent K. McInerney, MD

PriMed Consulting
Saiber, LLC

South Mountain Orthopaedic Associates

HEALTHCARE SUPPORTER SOCIETY � $1,000 – $2,499
Drs. Edgar & Bessie Sullivan
Catherine & Ed Williams 

Cammarano, Layton & Bombardieri
Dr. & Mrs. Harry M. Carnes 

Delphi Technology, Inc. 
Gennaro’s Restaurant & Catering

Daniel & Nina Gowaty 
Eileen M. Moynihan, MD 

Princeton Orthopaedic Associates 
StoneHill Reinsurance Partners 

Jim & Anita Ventantonio 
Robert P. Wise, FACHE 

Senator Raymond H. Bateman
Donald M. Chervenak, MD

Greenleaf Lawn & Landscape, Inc.
Jeremy Hirsch In Honor of George F. Heinrich, MD

Perr&Knight
Scozzari Builders Inc.



20 MDADVISOR | SUMMER 2014

This summer has already been a busy
one for Governor Chris Christie, who was
focused on developing a constitution-
ally mandated balanced budget and
dealing with a number of health-related
bills while he continued to be the primary
target of the George Washington Bridge
investigation. 

NEW JERSEY BUDGET IMBALANCE
The budget season was a particu-
larly difficult one, with Christie’s
administration having to fill in

the gaps created by a total tax revenue
shortfall of $1 billion this year and
$1.7 billion in 2015.1 On June 30, Gover-
nor Christie signed his $32.5 billion fiscal
year 2015 budget into law. In the
process, the Governor vetoed more than
$1 billion from the budget the New
Jersey Legislature sent to his desk,
including a 3-year tax increase on income
over $1 million and a 1-year surcharge on
the corporation business tax, saying the
increases would hurt the economy.2

Some of the factors contributing to
the revenue shortfall were explained by
Dr. David Rosen, New Jersey’s Director of
the Office of Legislative Services (OLS)
Finance and Budget Department during
his testimony before the Senate Budget
Committee. Dr. Rosen testified how
this year’s dismal April tax returns were
$435 million below the tax payments
received in April 2013, which essentially
forced the Administration to alter the
initial budget projection.3 Governor
Christie’s decision to significantly  reduce
the state pension fund will easily be one
of his most controversial executive

orders this budget season. The pension cut has drawn
criticism from labor unions, with more than a dozen unions
representing New Jersey teachers, police officers, firefighters
and state workers filing lawsuits seeking to stop Governor
Christie from taking the funds meant for the pension
system. Additionally, the pension cuts have contributed to
the downgrading of New Jersey’s credit rating to single-A
status by bond credit agencies such as Moody’s Financial
and Standard & Poor’s.4

Many of the Democrats in the Legislature would like
to have seen a so-called millionaires’ tax, but Governor
Christie remains committed to vetoing that type of bill. The
Governor explained that the volatility of the income tax
returns is directly linked to New Jersey’s dependence on
wealthy taxpayers, stating “that if the 10 wealthiest New
Jersey billionaires moved to Florida, which has no income
tax, the state would lose as much income tax revenue as
the bottom 2 million income tax filers paid last year.”4

HEALTH-RELATED BILLS IN NEW JERSEY
With the end of the summer legislative session in

sight at the time of this article’s publication, legislators
have been working hard introducing new health-related
bills ranging from tobacco policies to hospital staffing. 

Senate Bill No. 602:On June 5, 2014, newly proposed
tobacco legislation was introduced by former Governor
and current State Senator Richard Codey (D-LD27) and was
debated in the Senate Health Committee. S-602 is
attempting to make New Jersey the first state in the nation
to raise the legal age for the purchase and sale of tobacco
products and electronic smoking devices from 19 to 21.5

Senator Codey strongly believes this bill will help save the
lives of young people in this state, acknowledging the fact
that 90 percent of youth start to smoke before they turn 21.6

Senator Ronald Rice (D-LD28) did not vote for the bill
because he believes it is unfair to prevent 19- and 20-year-
olds from buying cigarettes when they can buy real estate,
pay state and sales taxes and fight in the military.6 The
Senate passed S-602 on June 30, 2014, and it will now go
to the Assembly for consideration.

By Michael C. Schweder

Legislative Update:
SUMMER 2014

N
E
W
 J
E
R
S
E
Y



MDADVISOR 21

Senate Bill No. 1867: S-602 is not Senator
Codey’s only tobacco legislation being voted on at the
State House; the former Governor has teamed up with
the Senate Health Chairman, Senator Joseph Vitale
(D-LD19), on S-1867.7 Under this legislation, taxes
on all tobacco products sold within the state
would increase drastically, and electronic
cigarettes would be taxed at the same
level as conventional cigarettes and other
tobacco products like cigars and smokeless
tobacco.8 The Christie administration
believes this could generate an addi-
tional $35 million in the upcoming fiscal
year from e-cigarettes alone, with the
increased taxes from nonelectronic
cigarettes expected to bring in an additional
$22 million in revenue each year.9 The increased
revenue could help support cancer research and
smoking cessation programs, as well as help in other
areas such as substance abuse prevention programs
and funding for opioid addictions. S-1867 was
approved by a vote of 5-2-2 and heads to the
Senate Budget and Appropriations
Committee. 

Senate Bill No. 873: After
34 years of waiting, New
Jersey adoptees will have
the right to access their
birth records, or if their
birth parents object, their
birth family’s medical history.10

On May 27, 2014, Governor Christie
signed S-873 into law and stated that he is
“extremely proud today that we have
worked together to find a compromise that
removes the costly, prohibitive barriers for
adopted children to access records of their
identity, while still preserving important privacy con-
siderations that are central in the decisions of many birth
parents.”11 Birth parents who had their records sealed will

be allowed to choose one of three available options: 1) allow
adoptees to contact them directly, 2) allow adoptees to

contact them through an intermediary or 3) have their
names redacted from the records and share only

medical information. Birth parents have until
December 31, 2016, to choose one of

those three available options.10

Senate Bill No. 870/
Assembly Bill No. 906: The
battle has long been under

way in New Jersey between
advanced practice nurses (APNs)

and physicians regarding APNs’
desire to establish independent offices

without having agreements with
physicians.12 The New Jersey Nurs-
ing Leadership Council (NJNLC)
was newly created to lobby for
nurses’ rights in Trenton in an
attempt to have a unified voice
working toward their policy goals.
The NJNLC is pushing the state
Legislature to adopt key bills, such
as the Consumer Access to Health
Care Act (S-870/A-906), which seeks
to increase patients’ access to primary

care via professionals who have advanced
degrees and are trained to diagnose and

treat acute and chronic illness.12 However,
opponents say this proposal fails to account for

the importance of physicians and overestimates
the cost-effectiveness of APNs.12

Assembly Bill No. 647:Other healthcare advocates are
pushing for less controversial bills such as the nurses’ union
legislation, Assembly Bill A-647, which will increase the mini-
mum staffing levels to increase patient safety.13 This debate
intensified this year after a report published by the Robert
Wood Johnson Foundation stated that “New Jersey has
7,500 primary care doctors in the state, or one for every 1,173
New Jerseyans, compared to one per 1,354 Americans.”14
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Assembly Bill No. 3129: Opioid addiction
in New Jersey is at an all-time high, and

the Chairman of the Assembly Health and Senior
Citizens Committee, Herb Conaway (D-LD7), has sponsored
Assembly Bill A-3129 to help curtail its momentum. Too
many New Jersey citizens are dying every day from opioid
overdoses of prescription medication after shopping
around from doctor to doctor. Chairman Conaway’s legisla-
tion would automatically register doctors in the New Jersey
Prescription Monitoring Program (PMP), a database that
tracks all prescriptions for dangerous drugs dispensed to
patients in the state.15 Assemblyman Conaway decided to
act on this legislation because only 18 percent of eligible doc-
tors and advanced practice nurses in the state have registered
for the PMP, and an even smaller percentage is using the pro-
gram.16 Real-time access to prescription information would be
ideal for New Jersey physicians, and this bill would further the
efforts of the 2009 law that established the PMP by turning this
recommendation into a mandated law. The Governor is like-
wise committed to this cause, but would prefer to see physi-
cians willingly opt in to this program. In a speech before the
Medical Society of New Jersey on May 2, 2014, Governor
Christie offered advice to medical practitioners: “Don’t make it
necessary for the Legislature and the Governor to require you
to do it [participate in PMP]…Engage in it voluntarily.”17

Michael C. Schweder is the Director of Government
Affairs at Cammarano, Layton & Bombardieri Partners, LLC,
in Trenton, New Jersey. 

1 State of New Jersey, Department of the Treasury. (2014, May
21). FY budget 2015. www.njleg.state.nj.us/legislativepub
/budget_2015/treasurer_testimony_05212014_ABU.pdf. 

2 Hanna, M., & Seidman, A. (2014, July 2). Christie vetoes ‘million-
aires tax,’ other items from budget. Philly.com. http://articles.
philly.com/2014-07-01/news/51005778_1_senate-president-
stephen-sweeney-christie-assembly-speaker-vincent-prieto.

3 Rosen, D. J. (2014, May 21). Statement by David J. Rosen,
Legislative budget and Finance Officer to the Assembly
Budget Committee. www.njleg.state.nj.us/legislativepub/
budget_2015/Rosen_testimony_05212014_ABU.pdf. 

4 Magyar, M. J. (2014, May 19). The politics of closing the 
budget gap: Everything is not on the table. NJ Spotlight.
www.njspotlight.com/stories/14/05/19/the-politics-of-closing-
the-state-budget-gap-everything-is-not-on-the-table. 

5 State of New Jersey. (n.d.). Senate No. 602. 
www.njleg.state.nj.us/2014/Bills/S1000/602_I1.HTM. 

6 Livio, S. K. (2014, June 9). Buying tobacco before age 21? Bill
approved by Senate panel says no way. NJ.com.
www.nj.com/politics/index.ssf/2014/06/buyiing_tobacco_before
_age_21_bill_approved_by_senate_panel_says_no_way.html. 

7 State of New Jersey. (2014, March 24). Senate No. 1867.
www.njleg.state.nj.us/2014/Bills/S2000/1867_I1.HTM.

8 Kitchenman, A. (2014, May 20). Bill would extend tobacco tax
beyond e-cigarettes to cigars, other products. NJ Spotlight.
www.njspotlight.com/stories/14/05/20/bill-would-extend-
tobacco-tax-beyond-e-cigarettes-to-cigars-other-products. 

9 Dawsey, J. (2014, June 10). New Jersey e-cigarettes tax plan
has some fuming. Wall Street Journal Online.
http://online.wsj.com/articles/new-jersey-e-cigarettes-tax-
plan-has-some-fuming-1402452638.

10 Kitchenman, A. (2014, May 27). Bill gives NJ adoptees much more
access to info on birth parents, medical history. NJ Spotlight.
www.njspotlight.com/stories/14/05/27/bill-gives-nj-adoptees-
much-more-access-to-info-on-birth-parents-medical-history. 

11 State of New Jersey, Office of the Governor. (2014, May 27).
Governor Christie: Adoption is a miracle that should be
respected and protected. www.state.nj.us/governor/news
/news/552014/approved/20140527b.html.

12 Kitchenman, A. (2014, May 1). Nurses speak in one voice,
calling for more independence from doctors. NJ Spotlight.
www.njspotlight.com/stories/14/04/30/nurses-speak-in-one-
voice-calling-for-more-independence-from-doctors. 

13 State of New Jersey. (n.d.). Assembly No. 647.
www.njleg.state.nj.us/2014/Bills/A1000/647_I1.PDF. 

14 O’Dea, C. (2014, May 2). NJ’s ratio of doctors, dentists 
to population outpaces nation. NJ Spotlight. 
www.njspotlight.com/stories/14/05/01/mental-health-providers. 

15 State of New Jersey. (2014, May 8). Assembly No. 3129.
www.njleg.state.nj.us/2014/Bills/A3500/3129_I1.HTM.

16 Kitchenman, A. (2014, May 15). Tracking prescriptions 
to reduce abuse of opioids gains traction. NJ Spotlight.
www.njspotlight.com/stories/14/05/14/tracking-prescriptions-
to-reduce-abuse-of-opioids-gains-traction. 

17 Kitchenman, A. (2014, May 19). Friend’s death leads Christie to
underscore overdose concerns to doctors. iNJ Spotlight.
www.njspotlight.com/stories/14/05/19 /death-of-friend-leads-
christie-to-emphasize-overdose-concerns-to-doctors. 

NJ Legislative Update





24 MDADVISOR | SUMMER 2014

In a recent interview for One-on-One with Steve Adubato,
which airs on PBS stations Thirteen/WNET and NJTV,
Steve Adubato sat down with Jim Albano, Vice President
of Network Management and Horizon Healthcare Inno-
vations at Horizon Blue Cross Blue Shield of New Jersey, to
discuss three facets of Horizon Healthcare Innovations:
patient-centered medical homes (PCMHs), accountable
care organizations (ACOs) and episodes of care (EOCs).
This article is an adapted version of that TV interview.

PATIENT-CENTERED MEDICAL HOMES
Adubato: I want you to break down for us Horizon Health-
care Innovations. The way I understand it, there are three
key pieces to it: the patient-centered medical homes
(PCMHs), the accountable care organizations (ACOs) and
episodes of care (EOCs). Let’s start with the first piece:
What are patient-centered medical homes? 
Albano: The concept behind patient-centered medical
homes is that the family practice doctor, the doctor who
you would go to for your regular checkups or for treatment
of minor issues, is really the center of all the care that you
receive. This is the quarterback of your care. 

Adubato: Is patient-centered care under the directive
of a single quarterback changing the model of medical
care? 
Albano: Very much so. Basically, the experience today
without patient-centered care consists of a very short,
succinct visit with a doctor regarding a particular issue.
PCMH is designed to get at all of the aspects of health
and well-being, and the family practice doctor’s role is
to help you coordinate everything you have to do,
including things like exercise. There might not have been
time to have that conversation in the old model, where
the physician was running from exam room to exam
room trying to get to as many patients as possible. 

Adubato: Where is the doctor getting this time all of a
sudden to do this, to have these holistic conversations
about exercise, diet and overall health? 
Albano: That’s exactly the right question. Horizon Blue
Cross Blue Shield of New Jersey, among lots of other
health insurance plans across this country, developed
this model along with the physicians; we didn’t do it in a
vacuum. We’re actually paying an additional reimburse-
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ment to physicians to do that care coordination–over
and above what we’ve always paid to those doctors for
an exam. We call that a care-coordination fee to engage
with each and every patient, to understand his or her
lifestyle, understand all of the issues and facts around
that person’s health and determine if a specialist is needed.
If the patient has a cardiac issue, for example, then that
family practice doctor will facilitate getting to the right
cardiologist. 

Adubato: How do we know that this has the potential to
have a more positive impact on patient outcomes? 
Albano: We are measuring two things in our program–and
again, we worked with doctors to develop a list of quality
metrics–preventive screenings, such as mammographies
and colonoscopies, and then general health and well-
being types of things that sometimes get neglected in
the old model. We’re actually using those as metrics for
the patient-centered medical homes, and we pay based
on the increases in those instances of screening tests.
And we pay additional incentive-based compensation to
the doctors for increasing those rates. 

ACCOUNTABLE CARE ORGANIZATIONS
Adubato: Where do accountable care organizations (ACOs) fit
into this patient-centered care program? 
Albano: An accountable care organization is a concept
that is part of the Affordable Care Act. It’s a separate entity
of medical professionals coming together to take full
accountability for patient population health. 

Adubato: What are some examples of an ACO?
Albano: We have ACOs in New Jersey: Atlantic Health
System, Hackensack University Medical Center, Barnabas
Health, for example. They’re really trying to bring together
all of the aspects of care in a single entity so there is a full
continuum of care from basic family practice all the way up
to the more complicated and serious medical cases. 

Adubato: Why can’t hospitals do this using the current
service model? 
Albano: Because the care is fragmented. There’s no coor-
dination of care in the regular model. A patient might see
multiple specialists who never talk to each other. So the
entity bringing the organization together is designed to
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have all of those professionals work together. And then
Horizon, again as a health plan that’s financing the care,
puts in metrics and incentive-based reimbursement based
on the outcomes for that particular patient. 

Adubato: Are you saying that your company, as the
biggest in our area, will pay more for those who form these
accountable care organizations because you’re arguing
that the outcomes tend to be better for patients?
Albano: It’s performance-based compensation. So the
better the quality scores, the better the outcomes, and
outcomes are measured by things like lower rates of read-
mission to the hospital for the same condition. We’re
going to reward an ACO that accomplishes that because
it has improved the care and experience for that patient.

EPISODES OF CARE
Adubato: There are two pieces to Horizon Healthcare
Innovations so far: The first piece is the patient-centered
medical homes. The second is the accountable care organi-
zations. The third is episodes of care–tell us more about that.
Albano: An episode of care puts definition around a
particular event in your medical history. If you need a knee
replacement, for example, that’s a single event in your life.
You don’t usually have multiple occurrences of this medical
episode. Today, for the patient getting that knee replace-
ment, things are very fragmented. But in the episode of
care model, you might go to a physician who tells you to
lose weight before doing anything surgically for the knee
because the weight is putting stress on it, and we’ll pay
for that. Then we’ll pay for the surgery related to the
replacement. And then we’ll pay for the rehabilitation or
physical therapy afterward. All of those steps are separate
billing events in today’s current medical world. In an episode
of care event, we’re trying to get to a point where we pay
a single amount for all these steps. 

Adubato: To whom would you pay that single amount?
Albano: In this case, to the orthopaedic surgeon who would
coordinate all of the pre- and post-operative care for that
particular patient.

Adubato: So, a surgeon gets a certain amount of money,
and then what? The surgeon spreads the money out to
whoever is involved in the patient’s care?
Albano: We help with that process. We, the health plan
(Horizon), help to allocate the dollars, but we’re trying to
put the orthopaedic surgeon in the driver’s seat.

Adubato: How does that help the patient?
Albano: If you have a single point of accountability, that
individual (the orthopaedic surgeon in this case) is watching
out to make sure that the right number of physical therapy
visits are applied and that this happens within the budget.
This gives the doctor motivation to control costs in that
environment.

Adubato: But what happens if we find out that this patient
needs more physical therapy because the patient is not
recovering as quickly as the orthopaedic surgeon thought
would happen? What do you do then?
Albano: That’s where Horizon is collaborating with physi-
cians, like orthopaedic surgeons. We’ll work together
with that doctor and allow for additional reimbursement
if that’s appropriate in that particular patient’s case. 

Adubato: Would you agree this is complicated?
Albano: Yes, it is complicated. There’s no question about
that. But I think that the key to success is in all of us working
together as opposed to working in a fragmented way. By
collaborating with physicians and healthcare organiza-
tions, we can transform how patient care is delivered in
New Jersey with an eye toward stronger care coordination,
a better patient experience and lower cost of care.

Steve Adubato, PhD, is a four-time Emmy Award-
winning anchor for Thirteen/WNET (PBS) and NJTV
(PBS) and has appeared on the TODAY Show, CNN and
FOX as a media and communication expert. He is a
motivational speaker and Star-Ledger columnist who has
written extensively on doctor-patient communication.

Jim Albano is Vice President, Network Management
and Horizon Healthcare Innovations at Horizon Blue
Cross Blue Shield of New Jersey.

“But I think that the key to success is in all of us working

together as opposed to working in a fragmented way.”





28 MDADVISOR | SUMMER 2014

In recent years, vitamin D has received
increased attention due to the
increased incidence of vitamin D defi-
ciency, together with the many suggested
extraskeletal roles for vitamin D. This
vitamin has been studied in connection
with inhibition of cancer progression,
effects on the cardiovascular system,
modulation of innate immunity with
subsequent killing of bacteria and sup-
pression of certain autoimmune diseases
(including colitis and multiple sclerosis) as well as anti-microbial
response to tuberculosis. 

Given this range of possible disease influence, it is
important to review what has been reported regarding
vitamin D and to identify the questions that remain and
need to be addressed. 

VITAMIN D AND THE MAINTENANCE OF 
CALCIUM HOMEOSTASIS
Calcium, the most abundant mineral in the body, has

important physiological functions in the maintenance of
bone health, signal transduction, muscle contraction,
nerve impulses and fertilization. One of the main factors
involved in maintaining calcium homeostasis is vitamin D.1,2

Vitamin D is synthesized in the skin by ultraviolet (UV)

irradiation, which varies with season
and latitude, and can be taken in the
diet. However, only a few foods
(which include fortified dairy products
and fish oils) contain appreciable
amounts of vitamin D. In order to
have its effects, vitamin D must be
metabolized to the hormonally active
form, 1,25-dihydroxyvitamin D3

(1,25(OH)2D3). 
1,25(OH)2D3 is produced from

vitamin D by the addition of a hydroxyl group at position
25 in the liver and by additional hydroxylation at position 1
in the kidney. The actions of 1,25(OH)2D3 are mediated
by the vitamin D receptor (VDR) that, together with
coregulatory proteins, interacts with vitamin D
response elements in the DNA of vitamin D target
genes, resulting in increased synthesis of proteins
involved in maintaining calcium balance.1,2 

The principal function of vitamin D in calcium
homeostasis is to increase calcium absorption from the
intestine.3 Under conditions of calcium deficiency, if
serum calcium is unable to be maintained by intestinal
absorption, parathyroid hormone (PTH) is increased,
which induces the synthesis of 1,25(OH)2D3.

1,2 Together,
PTH and 1,25(OH)2D3 mobilize bone calcium and
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increase renal calcium reabsorption.1,2 When serum
calcium is normalized, osteomalacia and rickets are
prevented. Thus, through these mechanisms, vitamin D
is essential for maintaining calcium balance and mineralizing
the skeleton. 

FUNCTIONS OF VITAMIN D BEYOND BONE 
The possibility of functions of vitamin D beyond

bone was first noted with the discovery of VDR in tis-
sues and cells that are not involved in maintaining
calcium homeostasis, including breast, prostate and
colon cancer cells, pancreatic beta cells and activated
T cells.1,2 The question that remained was the biological
significance of the presence of VDR in different cells
and tissues. 

A ROLE FOR VITAMIN D IN CANCER 
PREVENTION AND TREATMENT?
As determined from in vitro studies, antitumor

actions of 1,25(OH)2D3 include inhibition of cellular
proliferation and increased apoptotic death of cancer
cells.4 Studies in animals have also suggested a role for
1,25(OH)2D3 in cancer prevention and treatment. In
studies using N-methyl-N-nitrosourea (NMU)-induced
breast tumors, 1,25(OH)2D3 or 1,25(OH)2D3 analogs were
shown to inhibit tumor progression.5 When given before
NMU, 1,25(OH)2D3 prevented or reduced tumor inci-
dence.6 1,25(OH)2D3 has also been shown to delay the
development of prostate neoplasm in a mouse model of
prostate carcinogenesis and to have tumor inhibitory
activity in a mouse model of colorectal adenoma.7,8 These
studies provide evidence supporting antitumor actions
of 1,25(OH)2D3. 

Epidemiological studies also are suggestive of
anti-cancer actions of vitamin D. In these studies, associ-
ations have been reported between low serum levels of
the prohormone 25-hydroxyvitamin D (25(OH)D (the
major circulating form of vitamin D) and increased
progression of breast and prostate cancer and increased
incidence of polyps and adenomas in the colon.9-13

Although these findings are suggestive, a role of
vitamin D in treating cancer patients is uncertain at this
time. To suggest a hypothesized benefit of vitamin D in
cancer prevention and treatment, large-scale clinical

trials of vitamin D, 1,25(OH)2D3 or less calcemic
1,25(OH)2D3 analogs in combination with traditional
chemotherapy, perhaps early in disease, are needed.

VITAMIN D AND ITS ROLE IN THE 
CARDIOVASCULAR SYSTEM
Studies conducted in animal models have suggested

that vitamin D has a role in cardiac function. Studies using
VDR null mutant mice (mice in which the vitamin D receptor
has been deleted in all tissues) have shown that these
mice develop myocardial hypertrophy and hypertension.14

These cardiac effects are thought to result from
increased renin production and are largely independent of
serum calcium and phosphate levels. Mice with a specific
deletion of the VDR in cardiomyocytes also had myocardial
hypertrophy.15 In addition, mice with diet-induced vitamin D
deficiency showed increased systolic and diastolic blood
pressure and accelerated atherosclerosis.16 Studies using
cells from type 2 diabetic patients showed that cholesterol
uptake was decreased in 1,25(OH)2D3 supplemented
cells.17 Although these results suggest that vitamin D has a
beneficial effect on the cardiovascular system, at this
time there is no definitive clinical evidence of a role for
vitamin D in cardiac health. 

VITAMIN D AND ITS EFFECTS ON 
AUTOIMMUNE DISEASES
A role for vitamin D in the immune system was suggested

by the discovery of vitamin D receptors in activated T lympho-
cytes. 1,25(OH)2D3 has been shown to inhibit T lymphocyte
proliferation and to decrease expression of inflammatory
cytokines interleukin (IL)-2 and interferon (INF)-γ.18 1,25(OH)2D3

has also been reported to inhibit the differentiation of dendrit-
ic cells and to inhibit IL-17, a cytokine that has been reported
to play a role in the pathogenesis of autoimmune
inflammation.18,19 These in vitro studies provide evidence of
anti-inflammatory properties of 1,25(OH)2D3. Beneficial
effects of 1,25(OH)2D3 on experimental animal models
of autoimmunity, including experimental autoimmune
encephalomyelitis (the murine model of multiple sclerosis),
the non-obese diabetic (NOD) mouse model and murine
models of inflammatory bowel disease (IBD) have also been
shown.20 Suggested mechanisms for the protective
effect of 1,25(OH)2D3 include suppression of inflammatory
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cytokines.20 In addition, with regard to IBD, 1,25(OH)2D3

has been reported to inhibit recruitment of T helper cells
to the gut by suppressing gut-homing receptors and to
protect colonic tissue integrity by preventing disruption of
tight junction proteins in the colon.21,22

In addition to direct evidence from laboratory research,
there is also indirect evidence from epidemiological studies
that have demonstrated a higher prevalence of multiple
sclerosis, type 1 diabetes and IBD in places associated with
lower exposure to sunlight (which would result in decreased
synthesis of vitamin D in the skin).18, 23-25 It has also been
reported that a lower risk of childhood-onset type 1 dia-
betes is associated with vitamin D supplementation during
gestation or infancy.26,27 In addition, there is an inverse rela-
tionship between 25(OH)D3 serum levels and MS risk.28

This relationship is strongest when low levels of
25(OH)D3 are present before the age of 20, suggesting
the importance of vitamin D supplements in adolescents
and young adults.28

Further clinical studies are needed to determine
definitely whether vitamin D supplementation, if given
early in life, is protective against certain autoimmune
diseases. 

VITAMIN D MEDIATED ANTI-MICROBIAL
RESPONSE TO TUBERCULOSIS
Historically, before anti-tubercolosis (TB)

chemotherapy, patients with active TB were treated with
cod liver oil and ample sunlight (sources of vitamin D).
Subsequently, epidemiological studies have shown a
relationship between vitamin D deficiency and active TB
infection.29 In addition, a role for VDR gene polymorphisms
as a risk factor for TB infections has been suggested
(however, these association studies need validation).30 It
has been shown that following TB infection, there is
increased synthesis in the monocytes and macrophages
of 1α(OH)ase, which leads to local production of
1,25(OH)2D3.

31 1,25(OH)2D3 interacts with the VDR, leading
to upregulation of the antimicrobial peptide cathelicidin
with subsequent killing of mycobacterium tuberculosis.31

It has also been suggested that 1,25(OH)2D3 can act by
hindering the entry and survival of mycobacteria within
macrophages.32

Although these in vitro studies are suggestive of a

vitamin D mediated anti-microbial response to TB,
future large-scale clinical trials are needed before we can
conclude that vitamin D supplementation results in
improved outcomes in patients with TB. 

CONCLUSION
A recent Institute of Medicine report supported the

key role of vitamin D and calcium in skeletal health but
stated that the benefits of either nutrient for extraskeletal
health are not yet compelling.33 As indicated above,
evidence in the laboratory shows that 1,25(OH)2D3

generates a number of extraskeletal responses,
including inhibition of cancer cell growth, effects on the
cardiovascular system, inhibition of certain autoimmune
diseases and mediation of antimicrobial responses. 

At the least, further studies related to extraskeletal
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effects on the cardiovascular system have been

suggested. Evidence in the laboratory indicates

that vitamin D generates numerous beneficial

effects besides its effects on bone. Large-scale

clinical trials are ongoing, which will be 

informative with regard to a possible protective

role of vitamin D against certain diseases, 

including cancer and autoimmune diseases. 
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effects of 1,25(OH)2D3 will result in new insight related to
mechanisms involved in protection against certain dis-
eases, which could lead to the identification of new
therapies. Although large-scale clinical trials are needed,
the convincing evidence in the laboratory of the effects of
vitamin D beyond bone cannot be dismissed. 

A large randomized controlled trial is ongoing to
determine the role of vitamin D and omega-3 fatty acid
supplements in preventing cancer and cardiovascular dis-
ease (the VITAL study).34 In addition, clinicaltrials.com
lists many Phase III trials that are testing vitamin D
analogs in diverse diseases. Readers may wish to watch
for the results of these trials. 

Sylvia Christakos, PhD, is the principal investigator
and Professor in the Department of Biochemistry and
Molecular Biology at Rutgers New Jersey Medical
School. Tanya Seth, Ran Wei and Vaishali Veldurthy
are PhD students in Christakos’ lab. Chen Sun is a
graduate student in Christakos’ lab. Ki-in Kim, 
Ki-Yoon Kim and Umair Tariq are medical students who
are research assistants in Christakos’ lab. Puneet
Dhawan, PhD, is an instructor in the Department of
Biochemistry and Molecular Biology and a co-investigator
with Christakos. 

1 DeLuca, H. F. (2008). Evolution of our understanding of
vitamin D. Nutrition Reviews, 66, 573–587.

2 Bikle, D., Adams, J. S., & Christakos, S. (2013). Vitamin D:
Production, metabolism, mechanism of action and clinical
requirements. In C. Rosen (Ed.), Primer on metabolic bone
diseases and disorders of mineral metabolism (8th ed.; 
pp. 235–248). Hoboken, NJ: Wiley and Son.

3 Christakos, S., Dhawan, P., Porta, A., Mady, L. J., & Seth, 
T. (2011). Vitamin D and intestinal calcium absorption.
Molecular and Cellular Endocrinology, 347, 25–29.

4 Welsh, J. (2012). Cellular and molecular effects of vitamin D
on carcinogenesis. Archives of Biochemistry and Biophysics,
523, 107–114.

5 Colston, K. W., Mackay, A. G., James, S. Y., Binderup, L.,
Chander, S., & Coombes, R. C. (1992). EB1089: A new
vitamin D analogue that inhibits the growth of breast 
cancer cells in vivo and in vitro. Biochemical Pharmacology,
44, 2273–2280.

6 Mehta, R., Hawthorne, M., Uselding, L., Albinescu, D.,

Moriarty, R., Christov, K., & Mehta, R. (2000). Prevention of 
N-methyl-N-nitrosourea-induced mammary carcinogenesis 
in rats by 1 α-hydroxyvitamin D(5). Journal of the National
Cancer Institute, 92, 1836–1840.

7 Banach-Petrosky, W., Ouyang, S., Gao, H., Nader, K., Ji, Y.,
Suh, N., … Abate-Shen, C. (2006). Vitamin D inhibits the for-
mation of prostatic intraepithelial neoplasia 
in Nkx3.1;Pten mutant mice. Clinical Cancer Research, 12,
5895-5901. 

8 Huerta, S., Irwin, R. W., Heber, D., Go, V. L., Koeffler, H. P.,
Uskokovic, M. R., & Harris, D. M. (2002). 1α,25-(OH)(2)-D(3)
and its synthetic analogue decrease tumor load in the
Apc(min) mouse. Cancer Research, 62, 741–746.

9 Rose, A. A., Elser, C., Ennis, M., & Goodwin, P. J. (2013).
Blood levels of vitamin D and early stage breast cancer 
prognosis: A systematic review and meta-analysis. Breast 
Cancer Research and Treatment, 141, 331–339.

10 Neuhouser, M. L., Sorensen, B., Hollis, B. W., Ambs, A.,
Ulrich, C. M., McTiernan, A., … Ballard-Barbush, R. (2008).
Vitamin D insufficiency in a multiethnic cohort of breast 
cancer survivors. American Journal of Clinical Nutrition, 88,
133–139.

11 Trump, D. L., Chadha, M. K., Sunga, A. Y., Fakih, M. G.,
Ashraf, U., Silliman, C. G., … Johnson, C. S. (2009). Vitamin D
deficiency and insufficiency among patients with prostate 
cancer. British Journal of Urology International, 104, 909–914.

12 Hong, S. N., Kim, J. H., Choe, W. H., Lee, S. Y., Seol, D. C.,
Moon, H. W., … Shim, C. S. (2011). Circulating vitamin D and
colorectal adenoma in asymptomatic average-risk individuals
who underwent first screening colonoscopy: A case-control
study. Digestive Diseases and Sciences, 57, 753–763.

13 Ashktorab, H., Nguza, B., Fatemi, M., Nouraie, M., Smoot, D. T.,
Schaffer, A. A., … Brim, H. (2011). Case-control study of
vitamin D, dickkopf homolog 1 (DKK1) gene methylation,
VDR gene polymorphism and the risk of colon adenoma in
African Americans. PLoS One, 6, e25314.

14 Xiang, W., Kong, J., Chen, S., Cao, L.P., Qiao, G., Zheng, W.,
Liu, W., … Li, Y. C. (2005). Cardiac hypertrophy in vitamin D
receptor knockout mice: Role of the systemic and cardiac
renin-angiotensin systems. American Journal of Physiology,
Endocrinology and Metabolism, 288, E125–E132. 

15 Chen, S., Law, C. S., Grigsby, C. L., Olsen, K., Hong, T. T., 
Zhang, Y., … Gardner, D. G. (2011). 
Cardiomyocyte-specific deletion of the vitamin D receptor 
gene results in cardiac hypertrophy. Circulation, 124,
1838–1847. 



32 MDADVISOR | SUMMER 2014

16 Weng, S., Sprague, J. E., Oh, J., Riek, A. E., Chin, K., Garcia,
M., & Bernal-Mizruchi, C. (2013). Vitamin D deficiency induces
high blood pressure and accelerates atherosclerosis in mice.
PLoS One, 8, e54625.

17 Riek, A. E., Oh, J., & Bernal-Mizrachi, C. (2013). 
1,25(OH)2 vitamin D suppresses macrophage migration 
and reverses atherogenic cholesterol metabolism in 
type 2 diabetic patients. Journal of Steroid Biochemistry 
and Molecular Biology, 136, 309–312.

18 Raghuwanshi, A., Joshi, S. S., & Christakos, S. (2008). Vitamin D
and multiple sclerosis. Journal of Cellular Biochemistry, 105,
338–343.

19 Joshi, S., Pantalena, L. C., Liu, X. K., Gaffen, S. L., Liu, H.,
Rohowsky-Kochan, C., Ichiyama, K., … Youssef, S. (2011).
1,25-dihydroxyvitamin D(3) ameliorates Th17 autoimmunity
via transcriptional modulation of interleukin-17A. Molecular
and Cellular Biology, 17, 3653–3669.

20 Hewison, M. (2012). Vitamin D and immune function: An
overview. Proceedings of the Nutrition Society, 71, 50–61. 

21 Sigmundsdottir, H., Pan, J., Debes, G. F., Alt, C., Habtezion,
A., Soler, D., & Butchre, E. C. (2007). DCs metabolize 
sunlight-induced vitamin D3 to ‘program’ T cell attraction to 
the epidermal chemokine CCL27. Nature Immunology, 8(3),
285–293. 

22 Zhao, H., Zhang, H., Wu, H., Li, H., Liu, L., Guo, J., ... 
Zhang, X. (2012). Protective role of 1,25(OH)2 vitamin D3 
in the mucosal injury and epithelial barrier disruption in DSS-
induced acute colitis in mice. BMC Gastroenterology, 12, 57.

23 Moltchanova, E. V., Schreier, N., Lammi, N., & Karvonen, M.
(2009). Seasonal variation of diagnosis of Type 1 diabetes
mellitus in children worldwide. Diabetic Medicine, 26,
673–678. 

24 Loftus, E. V., Jr., & Sandborn, W. J. (2002). Epidemiology of
inflammatory bowel disease. Gastroenterology Clinics of
North America, 31(1),1–20.

25 Sonnenberg, A., & Genta, R. M. (2012). Geographic distribu-
tions of microscopic colitis and inflammatory bowel disease 
in the United States. Inflammatory Bowel Disease, 18(12),
2288–2293.

26 Hypponen, E., Laara, E., Reunanen, A., Jarvelin, M. R., & 
Virtanen, S. M. (2001). Intake of vitamin and risk of type 1 
diabetes: a birth-cohort study. Lancet, 358, 1500–1503.

27 Stene, L. C., & Joner, G. (2003). Use of cod liver oil during the
first year of life is associated with lower risk of childhood-onset

type 1 diabetes: A large, population-based, case-control
study. American Journal of Clinical Nutrition, 78(6), 
1128–1134.

28 Ascherio, A., Munger, K. L., White, R., Kochert, K., Simon,
K. C., Polman, C. H., … Pohl, C. (2014). Vitamin D as an
early predictor of multiple sclerosis activity and progression.
Journal of the American Medical Association Neurology,
71, 306–314. 

29 Shapira, Y., Agmon-Liven, N., & Shoenfeld, Y. (2010).
Mycobacterium tuberculosis, autoimmunity and vitamin D.
Clinical Reviews in Allergy and Immunology, 38, 169–177.

30 Selvaraj, P., Chandra, G., Jawahar, M. S., Rani, M. V., 
Rajeshwari, D. N., & Narayanan, P. (2004). Regulatory role
of vitamin D receptor gene variants BSM I, ApaI, TaqI &
FokI polymorphisms on macrophage phagocytosis and 
lymphoproliferative response to mycobacterium tuberculosis
antigen in pulmonary tuberculosis. Journal of Clinical
Immunology, 24(5), 523–532.

31 Liu, P., Stenger, S., Li, H., Wenzel, H., Tan, B. H., Krutzik, S. R.,
… Modlin, R. L. (2006). Toll-like receptor triggering of a
vitamin D-mediated human antimicrobial response. 
Science, 311, 1770–1773.

32 Anand, P., Kaul, D., & Sharma, M. (2008). Synergistic 
action of vitamin-D and retinoic acid restricts invasion of
macrophages by pathogenic mycobacteria. Journal of
Microbiology, Immunology and Infection, 41, 17–25.

33 Ross, A. C., Manson, J. E., Abrams, S. A., Aloia, J. F., 
Brannon, P. M., Clinton, S. K., Durazo-Arvizu, R. A., …
Shapses, S. A. (2011). The 2011 report on dietary reference
intakes for calcium and vitamin D from the institute of 
medicine: What clinicians need to know. Journal of 
Clinical Endocrinology and Metabolism, 96, 53–58. 

34 Manson, J. E., Bassuk, S. S., Lee, I. M., Cook, N. R., Albert,
M. A., Gordon, D., … Buring, J. E. (2012). The VITamin D
and OmegA-3 TriaL (VITAL): Rationale and design of a 
large randomized controlled trail of vitamin D and marine
omega-3 fatty acid supplements for the prevention of 
cancer and cardiovascular disease. Contemporary Clinical
Trials, 33, 159–171. 





lectronic cigarettes have become increasingly common
in the United States in the past five years. Known also as
e-cigarettes or personal vaporizers, these battery-powered
devices that appear similar to traditional cigarettes and
are composed of liquid nicotine, propylene glycol and
flavorings have created a health controversy, that is, at this
time, unresolved. 

Proponents have touted electronic cigarettes as being
less harmful than their conventional counterparts as a
result of being smoke-free and tobacco-free, and are
heavily advertised as potentially helping traditional
cigarette users quit smoking. However, e-cigarettes
are now facing heightened scrutiny as studies begin
to show that e-cigarettes may not be as innocuous as
advertised. As the facts are being assembled, new
controls are being proposed to address the potential
misuse/abuse of electronic smoking devices. 

LIQUID NICOTINE DELIVERY
Though smoke-free and tobacco-free, the majority of

e-cigarettes contain nicotine in liquid form. Liquid nicotine
is a potent stimulant and carries the risk of dependence
formation, just as with traditional cigarettes. Unlike the
type of nicotine found in traditional cigarettes, however,
the liquid form may pose toxicity concerns not only via the
conventional inhalation route but also when ingested or
absorbed through the skin.

With these new channels of toxicity has come an
increase in the number of anecdotal reports of alleged
inappropriate nicotine exposure. On its website, the Amer-
ican Association of Poison Control Centers reports a 219
percent increase in the number of reported e-cigarette
devices and liquid nicotine exposures between 2012 and
2013.1 Similarly, a recent study from the Centers for Disease
Control and Prevention (CDC) reports that the number of

calls to poison control centers regarding liquid nicotine
via e-cigarette delivery increased from one call per month
in September of 2010 to 215 per month by February of
2014.2 The CDC study also notes that more than half of
the calls (51.1 percent) regarding e-cigarettes involved
supposed poisoning of children under the age of five.2

However, exposures reported to poison centers merely
represent warnings of potential problems. These statistics
are only anecdotal reports of alleged exposures and are not
the result of scientific study. In reality, the reported adverse
effects of e-cigarettes thus far have been minimal but
bring up the important issue of the potential for misuse
and abuse–especially in children. With traditional cig-
arettes, poisoning in younger populations is often due to
accidental consumption of cigarettes and cigarette
butts; with e-cigarettes, toxicity via ingestion and skin
absorption of the liquid nicotine are bigger concerns.
Adding reason for caution is the fact that e-cigarette
cartridges and refillable liquid vials are currently sold
without any type of child protective packaging, which can
increase the possibility of accidental ingestion. 

CARCINOGEN DELIVERY
Another issue triggering increased scrutiny of e-ciga-

rettes is the possibility of carcinogen delivery. Recently, the
U.S. Food and Drug Administration’s (FDA) Division of
Pharmaceutical Analysis evaluated the ingredients in
various cartridges from two leading brands of e-cigarettes.
The study showed that “one sample was found to contain
diethylene glycol, a toxic chemical used in antifreeze.
Several other samples were found to contain carcinogens,
including nitrosamines.”3 Research, however, is ongoing
and preliminary at best; further testing must occur to
support or negate findings.

TARGETED ADVERTISING
An additional point of contention with e-cigarettes is

the targeted advertising efforts of manufacturers to
minors. E-cigarettes are currently sold with no age or
advertising restrictions, and as a result, marketing efforts
have dramatically increased toward a newer, younger
population of possible consumers. 

By Melissa Shah, DMD, Emerging Medical Leaders Advisory Committee Member
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E-cigarettes are available in various kid-friendly
flavors, such as bubblegum, cola, chocolate, peanut
butter cup and apple pie, and even come in special
limited-edition flavors, such as mint chocolate truffle.
The multitude of flavors, all easily purchased at local
shopping centers or on the Internet, can be attractive
to children who are disarmed by the scent and taste of
the devices.

According to a study published in Pediatrics, “Youth
exposure to television e-cigarette advertisements, measured
by target rating points, increased 256 percent from
2011 to 2013. Young adult exposure increased 321 percent
over the same period.”4 According to the article, advertise-
ments currently reach 24 million youth. Because there are
no regulatory guidelines to appropriately provide health
warnings on packaging at this time, there exists a sub-
stantial risk of possibly misguiding this huge population
of young consumers into thinking that e-cigarettes can be
used safely and without any possibility of addiction.
Currently, since e-cigarette manufacturers are not
required to submit clinical study data to the FDA, con-
sumers are in the dark regarding whether e-cigarettes are
actually safe, the types and/or concentrations of possibly
harmful chemicals in these products and the quantity of
nicotine inhaled when utilizing these products.3

Until this information is submitted and researched,
it is difficult to scientifically determine the safety and
implications of e-cigarette use. Time will tell if the
controversy surrounding targeted advertising toward
minors has significant merit.

HABIT FORMING
Another point of contention regarding the potential

risk that comes with e-cigarette usage is the possibility
of habit formation. E-cigarettes are heavily advertised as
a successful mechanism for smoking cessation, and, in
fact, many utilize e-cigarettes as a way to decrease their
dependence on traditional cigarettes. Due to the addic-
tive nature of nicotine, however, the concern exists that
e-cigarettes may serve as a gateway device that could
ramp up interest in traditional cigarettes and other tobacco
products, especially in youth and young adults who first
experiment with e-cigarettes due to their easy accessibility. 

Interestingly, big tobacco companies recently
have begun backing electronic cigarettes, and some
companies, including those responsible for Camel and
Marlboro cigarettes, have begun to, or have plans to,

feature e-cigarettes in their repertoire of products.5

Although some find this move as a way to offer consumers
an alternative to tobacco, others find it more of a strategic tac-
tic to lead e-cigarette users to more conventional cigarettes.

PROPOSED RESTRICTIONS
With some preliminary research suggesting that e-cig-

arettes may not be as safe as advertised, the FDA has begun
to put regulations in place to hopefully abate unwarranted
nicotine exposure and carcinogen delivery and to raise
public awareness about the possible risks associated with
e-cigarette use. 

Currently, the FDA regulates cigarettes, cigarette
tobacco, roll-your-own tobacco and smokeless tobacco and
has recently proposed to extend its regulation across even
more tobacco products, including e-cigarettes.6 If permitted
to regulate e-cigarettes, the FDA is hoping to impose age
restrictions in terms of the purchasing of e-cigarettes,
package label requirements warning users of health risks,
required registration of ingredients with the FDA by manu-
facturers, review of products by the FDA before marketing
efforts, a ban on vending machine sales of e-cigarettes
and the provision for more rigorous scientific research by
manufacturers to support advertising claims.7

The FDA recommendations will begin the process of
being finalized after a 75-day public comment period, which
commenced in late April of this year; after the public com-
ment period elapses, the FDA will consider all commentary,
and if approved, the directives could mean a dramatic
change in the current landscape of electronic cigarettes.

Recently, the American Medical Association (AMA)
adopted a new policy at its annual meeting, supporting the
FDA’s desire for regulatory control of e-cigarettes. It is the
AMA’s hope that with FDA-issued guidelines, there will be
a reduction in “the burden of preventable diseases like
cardiovascular disease and type 2 diabetes, which can
both be linked to smoking.”8

In addition to federal regulations, earlier this summer in
New Jersey, newly proposed legislation, S-602, regarding
tobacco was presented by former Governor Richard Codey.
This new act attempts to make New Jersey the first state to
raise the minimum age for the purchase and sale of tobacco
products from 19 to 219; this would include electronic smoking
devices. The concern exists that due to the highly addictive
nature of nicotine, the earlier the exposure, the greater the
possibility of long-term health problems; by raising the legal
age of purchase, the hope is to defer the negative effects that
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come with the use of conventional cigarettes as well as
e-cigarettes. On June 30, 2014, the legislation was passed by
the Senate, and will go to the Assembly for consideration.
If passed, this, too, could have a huge impact on the selling
and purchasing powers of distributors and consumers.

The public is still awaiting guidance from the FDA at this
time, and in New Jersey, it is yet to be determined whether
the proposed legislation passed by the Senate will advance
further. Additional updates on this topic will be forthcoming
in future issues of MDAdvisor, including updates on the
toxicology/health impacts of e-cigarettes and the results of
the FDA and New Jersey State Senate decisions.

Melissa Shah, DMD, is a dental resident at Hackensack
University Medical Center and a 2014 Edward J. Ill
Excellence in Medicine Scholarship Recipient.
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