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Welcome to the winter issue of MDAdvisor. In this issue, we bring you a variety of articles  
on topics relevant to our healthcare community, ranging from employment law requirements 
to health equity to medical aid in dying legislation. We are particularly proud to introduce 
New Jersey’s latest Health Commissioner, Judith M. Persichilli, RN, BSN, MA. Commissioner 
Persichilli was a great resource to us as a member of our Editorial Board, and her extensive 
background as a nurse and hospital executive, along with her exceptional leadership skills, will 
no doubt serve the citizens of New Jersey well. Commissioner Persichilli is also an alumni of  
the EJI Excellence in Medicine Awards, having been honored in 2011 as an Outstanding 
Healthcare Executive. 

I am also excited to present to you this year’s EJI Excellence in Medicine Award honorees 
and scholarship recipients, as highlighted beginning on page 6. Being able to recognize the 
progress that has been made in healthcare since the awards were first bestowed in 1939 is 
an honor and a privilege, and my hope is that by highlighting these advances, we will be able 
to inspire the healthcare providers and leaders of tomorrow. This is our 10th year providing 
scholarships to medical and healthcare students, and we have expanded the scholarship 
program again to include two pharmaceutical students, allowing us to fund nine scholarships 
totaling $120,000. For more information on how to support the scholarship program and 
participate in this year’s event, visit EJIawards.org.

Sincerely,

Chairman & CEO 
MDAdvantage Insurance Company

From the Desk of  

Patricia A. Costante
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The Majority of U.S. Medical  
Students are Women 

Women comprise the majority (50.9%) of  
enrolled U.S. medical students for the first time, 
according to 2019 data released by the Association 
of American Medical Colleges. This progress builds 
on the milestone reached in 2017 when, for the first 
time, women comprised the majority of first-year 
medical students. The 2019 data also show that the 
nation’s medical schools continue to make modest 
gains in attracting and enrolling more racially  
and ethnically diverse classes, although these 
groups remain underrepresented in the overall 
physician workforce.

 
U.S. Life Expectancy Declines  
for 3rd Consecutive Year
Death rates from suicide, drug overdose, liver 
disease and dozens of other causes have been 
rising over the past decade for young and  
middle-aged adults, driving down overall 
life expectancy in the United States for three 
consecutive years, according to a recent study 
published in the Journal of the American Medical 
Association that looked at the past six decades of 
mortality data (Woolf & Schoomaker, 322(20):1996-
2016). Despite spending more on healthcare than 
any other country, the U.S. has seen increasing 
mortality and falling life expectancy for people 
ages 25 to 64. The broad trend detailed in this  

 study cuts across gender, racial and ethnic lines. 
About one-third of the estimated 33,000 excess 
deaths that the study said occurred since 2010 were 
in just four states: Ohio, Pennsylvania, Kentucky 
and Indiana. New Hampshire had the largest 
percentage rise in death rates among working-age 
people in this decade. The opioid epidemic is a 
major driver, but far from the sole cause.

U.S. Cancer Death Rate Drops  
by Largest Amount on Record
The cancer death rate in the U.S. dropped 2.2% 
from 2016 to 2017, the largest single-year drop ever 
recorded, according to the latest report from the 
American Cancer Society. The drop is largely driven 
by progress against lung cancer, although the 
most rapid declines noted in the report occurred 
in melanoma. Falling smoking rates have played 
a big role in the decline in lung cancer deaths, as 
well as improvements in detection and treatment. 
For melanoma, the emergence of new drugs that 
enlist a patient’s own immune system in the cancer 
fight have made a difference. Despite the progress, 
cancer remains the second leading cause of death 
in the U.S. after heart disease, and declines in 
colorectal, breast and prostate cancer deaths have 
slowed. The report, published in CA: A Cancer Journal 
for Clinicians (January 8, 2020), projects 1.8 million 
new cancer cases and 600,000 cancer deaths in the 
U.S. in 2020.

What’s Happening in Healthcare?
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THE EDWARD J .  I LL  EXCELLENCE IN  MEDICINE AWARDS ® ARE AWARDED ANNUALLY TO HONOR 
THOSE EXEMPLARY PHYSICIANS AND LEADERS WHOSE DEDICATION TO MEDICAL  CARE, 
EDUCATION,  RESEARCH AND PUBLIC  SERVICE  HAS S IGNIF ICANTLY IMPACTED THE DELIVERY OF 
HEALTHCARE IN  NEW JERSEY AND AROUND THE NATION.  THIS  80-YEAR-OLD EVENT DEBUTED IN 
1939  AND HAS BEEN SPONSORED BY MDADVANTAGE INSURANCE COMPANY S INCE 2003 .

The mission of the EJI Excellence in Medicine Foundation is to promote and encourage excellence in medical care and healthcare 
for the citizens of New Jersey. The Foundation is committed to recruiting and retaining medical talent in New Jersey. Profits from this 
annual event will be dedicated to the Excellence in Medicine Scholarship Fund; significant scholarships are provided to medical and 
healthcare students who represent the values of the Foundation and intend to practice in New Jersey. The Excellence in Medicine 
Scholarship Fund, which this year celebrates the 10th anniversary of the first scholarships bestowed, brings the mission of the event 
full circle. By acknowledging the accomplishments of physicians and scientists in the prime of their careers, we are also inspiring our 
students to strive to make their own unique contributions. 

This year’s awards dinner will be held on Wednesday, May 6, 2020, at Park Château Estate and Gardens in East Brunswick, New Jersey. To 
order tickets, participate as a Scholarship Honor Roll member, place an ad in this year’s awards journal or make a direct contribution, please 
contact the Edward J. Ill Excellence in Medicine Foundation at 609-803-2350 or visit www.EJIawards.org.

B Y  JANET S .  PURO,  MPH,  MBA

E X C E L L E N C E  I N 
M E D I C I N E

2 0
2 0

A W A R D  H O N O R E E SE J I

ANNOUNCING THE

LINDA BOYD, DO

Outstanding Medical Educator Award

Linda Boyd, DO, is Senior Associate 
Dean for Academic Affairs and 
Professor of Family Medicine, Rowan 
University School of Osteopathic 
Medicine (SOM).

A graduate of SOM, Dr. Linda 
Boyd has 29 years of experience in academic medicine 
and a record of excellence in education, funded research, 

course administration and medical school administration, 
including 12 years of experience as a Dean. She previously 
worked at the New Jersey Medical School in Newark, 
where she was Course Director in a comprehensive 
doctoring course, a Clerkship Director in family medicine 
and the Interim Dean for curriculum. Before joining 
RowanSOM, she worked at Medical College of Georgia in 
Augusta, Georgia, where she was the Associate Dean for 
Regional Campus Coordination. She was responsible for 

This award is presented to a medical educator who has made an outstanding contribution to graduate or undergraduate 
medical education in New Jersey.
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John F. Bonamo, MD, MS, is 
Executive Vice President and 
Chief Medical and Quality Officer, 
RWJBarnabas Health (RWJBH). 

Dr. John F. Bonamo is a physician 
executive with a distinguished 

clinical background in obstetrics and gynecology and a 
proven track record in hospital leadership. In 1981, after 
earning his medical degree from the University of Medicine 
and Dentistry of New Jersey and completing his residency 
at Saint Barnabas Medical Center (SBMC), Bonamo joined 
the hospital’s medical staff. In 2000, he became Senior 
Vice President for Medical Affairs at SBMC and in 2001 was 
appointed President and CEO. 

Dr. Bonamo was named Executive Vice President and 
Chief Medical and Quality Officer of RWJBarnabas Health 
in 2015. In this role, he leads the system’s journey as a 

high reliability organization, an initiative to secure top-tier 
clinical outcomes and deliver the highest quality care and 
safest experience for patients and the RWJBH workforce.  
Dr. Bonamo is a Fellow of the American College of 
Healthcare Executives and of the American Board of 
Obstetricians and Gynecologists and is a member of the 
New Jersey Obstetrical and Gynecological Society. He is 
board certified by the American Board of Obstetrics and 
Gynecology. 

Dr. Bonamo holds a Master of Science in Health Care 
Management from Harvard’s School of Public Health 
and guest lectures in the Health Policy and Management 
Department. Since 2006, Bonamo has been a faculty 
member of the Beijing University International 
Management Program, teaching in the U.S. and China. 
He serves as visiting Professor in the University of Beijing 
master’s program for hospital management.

JOHN F. BONAMO, MD, MS

Outstanding Healthcare Executive Awards

developing and then managing four regional campuses in 
the state of Georgia. Since joining RowanSOM in 2013, she 
helped the integration into Rowan University, increased the 
class size and worked toward an additional medical school 
location. Dr. Boyd is board certified in Family Medicine and 
practices in Sewell, New Jersey. 

Her interests in teaching and research are in evidence-based 
medicine and noncognitive domains in medical education, 
such as empathy, burnout and resilience. Her passion is to 
build a medical school environment and curriculum that is 
“kinder and gentler” and allows students to maintain some 
level of life balance throughout their training.

This award is presented to an executive in a healthcare-related organization or field who has demonstrated exceptional 
leadership in the enhancement of patient care and medical practice in New Jersey. There are two recipients in this award 
category this year.

Steven K. Libutti, MD, FACS, is a 
distinguished physician who has 
made significant contributions in 
the field of oncology. In his roles 
as Director of the Rutgers Cancer 
Institute of New Jersey (CINJ) and 

Vice Chancellor for Cancer Programs at Rutgers Biomedical 
and Health Sciences, he is committed to enhancing the 
delivery of high-quality care. Concurrently, Dr. Libutti 
serves as Senior Vice President of Oncology Services for 
RWJBarnabas Health (RWJBH), where he is responsible 
for the oversight and management of oncology services. 
His dual posts strengthen the successful public-private 

partnership between RWJBarnabas Health and Rutgers 
University, ensuring the integration of the clinical and 
research missions of CINJ and RWJBH. Drawing from his 
outstanding background in administration and research, 
Dr. Libutti has made great advances as the Director of the 
Comprehensive Cancer Center, New Jersey’s only National 
Cancer Institute (NCI)–designated treatment center.

As a surgical oncologist, Dr. Libutti is internationally 
renowned in endocrine surgery and the management 
of neuroendocrine tumors. Dr. Libutti graduated magna 
cum laude from Harvard College and earned his medical 
degree from Columbia University’s College of Physicians 
and Surgeons. He completed his residency at New York 

STEVEN K. LIBUTTI, MD, FACS
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Marco A. Zarbin, MD, PhD, is Chair 
of the Institute of Ophthalmology 
and Visual Science, Rutgers New 
Jersey Medical School and Chief of  
Ophthalmology at University 
Hospital in Newark, New Jersey.  

A Professor of Ophthalmology and Neuroscience, Dr. Zarbin 
is the Alfonse A. Cinotti, MD/Lions Eye Research Chair and 
directs the Ocular Cell Transplantation Laboratory. 

Dr. Zarbin graduated from Dartmouth College (Φβκ, with 
highest distinction) and the Johns Hopkins University 
School of Medicine (Medical Scientist Training Program, 
αΘα) and completed resident and fellowship training 
(vitreoretinal surgery and medical retina) at the Wilmer 
Ophthalmological Institute.

He has published 237 peer-reviewed papers and 

editorials, 120 book chapters, one book on age-related 
macular degeneration, two books on stem cell therapy 
for degenerative retinal disease and two books on the 
management of diabetic retinopathy. Dr. Zarbin is a Vice 
Chair of the Foundation Fighting Blindness Scientific 
Advisory Board; Editor-in-Chief of Translational Vision 
Science and Technology; a member of the editorial boards 
of Ophthalmology, Ophthalmology Retina and the Journal of 
Vitreoretinal Diseases; and is an ex officio member of the NIH-
National Advisory Eye Council. 

Dr. Zarbin has received the Community Contribution 
Award from the Seton Hall Law School Peter W. Rodino, 
Jr. Society, the Heed Ophthalmic Foundation Award, the 
Visionary of the Year Award from the Lions Eye Bank of 
New Jersey and the Life Achievement Honor Award from 
the American Academy of Ophthalmology.

MARCO A. ZARBIN, MD, PHD

Edward J. Ill Physician’s Award®

This award is presented to a New Jersey physician for dedication and extraordinary service to the profession and to the 
citizens of the state.

Eric G. Jahn, MD, will accept the 
Verice M. Mason Community 
Service Leader Award on behalf of 
the Eric B. Chandler Health Center. 
Dr. Jahn is Senior Associate Dean 
for Community Health, Associate 

Professor of Family Medicine and Community Health and 
Division Chief of Community Health at Rutgers Robert Wood 
Johnson Medical School (RWJMS). 

In his role as Senior Associate Dean for Community Health, 
Dr. Jahn is responsible for oversight of the community health 

mission of RWJMS. Major activities in this mission include the 
following: the Eric B. Chandler Health Center, medical student 
community-based service learning initiatives, community-
based health improvement projects, a community interpreter 
program and Rutgers Robert Wood Johnson Project ECHO™, 
a telementoring program that increases primary care 
providers’ capabilities to care for complex patients. 

Before his appointment as the Senior Associate Dean, Dr. Jahn 
served as the Medical Director of the Eric B. Chandler Health 
Center, a Federally Qualified Health Center operated by 
Rutgers Robert Wood Johnson Medical School in conjunction 

ERIC G. JAHN, MD

Verice M. Mason Community Service Leader Award

This award is presented to an individual who has personified, led and provided the vision for an organization, and to the 
organization served, for extraordinary commitment to improving the health and welfare of the citizens of New Jersey.

Presbyterian Hospital and his fellowship at NCI. He has 
published more than 300 peer-reviewed articles, is Editor-
in-Chief of the Nature Journal Cancer Gene Therapy and holds 
11 U.S. patents. He is also a Professor of Surgery at Rutgers 

Robert Wood Johnson Medical School and an Affiliated 
Distinguished Professor in Genetics at Rutgers School of 
Arts and Sciences.
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Vivian Bellofatto, PhD, is 
Professor and Interim Chair, 
Department of Microbiology, 
Biochemistry and Molecular 
Genetics, Rutgers Biomedical and 
Health Sciences at Rutgers New 

Jersey Medical School.

Dr. Bellofatto received her undergraduate degree from 
Douglass College, Rutgers University, graduating with 
high honors in Biological Sciences under the mentorship 
of Dr. Evelyn Witkin. She received her PhD from the Albert 
Einstein College of Medicine and completed a post-doc 
at the prestigious Rockefeller University in New York. Her 
area of research is infectious diseases.

Dr. Bellofatto’s research is focused on determining how  
mRNAs are metabolized in parasites of medical 
importance, namely, the protozoa Trypanosoma 
hemoflagellates. During the past 32 years, she gained the  
expertise and knowledge base of necessary reagents to 

carry out her research, initially studying RNA metabolism in 
bacteria as part of her PhD thesis project, thus developing 
a broad background in prokaryotic and eukaryotic RNA 
metabolism. Dr. Bellofatto developed the first DNA 
transfection system for trypanosome parasites, setting the  
groundwork for the expansion of her laboratory from 
studying RNA transcription to RNA degradation and mRNA 
translation at Rutgers New Jersey Medical School in 1993. 
Dr. Bellofatto’s work has been featured in Proceedings of 
the National Academy of Sciences and continuously funded by 
the National Institutes of Health (NIH), the American Heart 
Association and other agencies since 1991. She has been  
a permanent member of several NIH review panels. In  
2017, she was elected Fellow by the American Association  
for the Advancement of Science. Dr. Bellofatto’s laboratory  
continues to demonstrate a record of productive, 
creative and important research that leads to significant 
understanding of eukaryotic gene expression, 
trypanosome-specific molecular processes and infectious 
disease control.

VIVIAN BELLOFATTO, PHD

Outstanding Scientist Awards

This award is presented to an individual or individuals who have made important contributions leading to advances in treatment. 
There are two recipients in this award category this year.

David S. Perlin, PhD, serves as the 
inaugural Chief Scientific Officer 
for the Hackensack Meridian 
Health Center for Discovery and 
Innovation (CDI), which was 
developed as an applied research 

enterprise to rapidly translate innovations in science to 
improve outcomes for patients with cancer and infectious 
diseases. He is also Professor of Medical Sciences, 
Hackensack Meridian School at Seton Hall University.

Dr. Perlin has been engaged for more than 25 years in 
developing molecular insights and technologies to detect, 

combat and prevent drug-resistant bacterial and fungal 
infections. He has helped develop novel therapeutics and 
diagnostics, some of which are commercial products, 
and he developed a wide range of domestic and global 
programs addressing hospital- and community-associated 
drug resistance. 

His group has developed molecular diagnostic products  
for the Centers for Disease Control and Prevention (CDC)  
and local hospitals for multidrug-resistant outbreak  
pathogens, including drug resistance determinants.  
Dr. Perlin has published more than 250 papers and book 
chapters and has co-authored two books. His laboratory 

DAVID S. PERLIN, PHD

with the Eric B. Chandler Community Board, Inc. Dr. Jahn 
served in this capacity from 1993 to 2009 and was Principal 
Investigator on its Ryan White funded initiatives. Dr. Jahn 
has been involved with numerous initiatives at the Chandler 
Health Center to improve medical practice outcomes and 
improve health disparities. 

Dr. Jahn earned his AB degree at Princeton University and 
received his medical degree from UMDNJ Robert Wood 
Johnson Medical School. He completed his residency and 
fellowship in general internal medicine at the University of 
California Irvine Medical Center. Dr. Jahn maintains a practice in 
general internal medicine at the Eric B. Chandler Health Center.
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Trish O’Keefe, PhD, RN, is 
President of Morristown Medical 
Center and Chief Nursing Officer 
and Vice President of Atlantic 
Health System.

Under Dr. O’Keefe’s leadership, 
Morristown Medical Center has received numerous top 
rankings and accolades at the state and national levels, 
including being the only hospital in New Jersey named one 
of America’s “50 Best Hospitals” for four consecutive years 
by Healthgrades. Morristown Medical Center is nationally 
recognized in cardiology, orthopedics, critical care, 
nursing and gastroenterology—a testament to the quality 
Dr. O’Keefe expects. Leapfrog recognized the medical 
center with an “A” hospital safety grade—its highest—
nine consecutive times, and the Centers for Medicare 
and Medicaid Services recognized the Medical Center 
with its highest five-star rating again in 2019. Dr. O’Keefe 
was also instrumental in the Medical Center’s prestigious 
designation as an American Nurses Credentialing Center 
Magnet Hospital for Nursing Excellence five consecutive 
times—making the Center one of less than one percent of 
hospitals nationally to achieve this honor. 

Dr. O’Keefe is executively responsible for Atlantic Health 
System’s cardiology, orthopedic, women’s health, pediatric 
and oncology service lines. She also coordinates a 
systemwide approach for Atlantic Health System nursing 
and patient experience. 

Dr. O’Keefe is a noted presenter on national and regional 
stages on topics such as the redesign of healthcare, 
empowerment and shared governance models, achievement 
of magnet status, resiliency in leadership, transitions in  
healthcare, nursing’s role in the accountable care organization 
(ACO), geriatric care and medication management, care for 
the caregiver and recruitment and retention. 

She has been recognized at the United Nations as one of 
“21 Nurses with Global Impact,” by Irish America magazine in 
its Healthcare and Life Sciences “50 List,” by the American 
Cancer Society as a Hero of Hope, by NJ Biz as a 2018 
Vanguard Series Leader in Health Care, by Seton Hall 
University with the Margaret C. Haley Award for making a 
significant contribution to healthcare, by the Morris County 
Chamber of Commerce as a “Woman Who Shines” and 
by the Organization of Nurse Executives in New Jersey 
(ONE/NJ) with the Nurse Executive of the Year Award 
and the Professional Recognition Award. She is also the 
recipient of the Mary A. Mulholland Service Award from 
the Boy Scouts of America and was presented with the 
Distinguished Alumni Award from DePaul Catholic High 
School in Wayne, New Jersey. 

Dr. O’Keefe currently serves as Chair of the Morris County 
Chamber of Commerce and is a member of the Seton 
Hall University President’s Advisory Board. She also 
is a member of the Morris County Strategic Planning 
Committee. She has served on the Board of Directors for 
the New Jersey Sharing Network, ONE/NJ for 10 years, 
recently served as the Advisory Board Chair for the 
Salvation Army of Morris County and is a Board Member of 
the College of Saint Elizabeth in Madison, New Jersey.

Dr. O’Keefe is a member of the American Organization of 
Nurse Executives (AONE), the New Jersey Organization 
of Nurse Executives (ONE/NJ) and Sigma Theta Tau 
International (the Honor Society of Nursing). She is 
certified as a nurse administrator by the American Nurses 
Credentialing Center (ANCC). She received her Bachelor of 
Science degree in Nursing from Wilkes College in Wilkes-
Barre, Pennsylvania, and her Master of Science degree 
in Nursing Administration and her PhD from Seton Hall 
University in South Orange, New Jersey.

TRISH O’KEEFE, PHD, RN

Peter W. Rodino, Jr. Citizen’s Award®

This award is presented to a citizen or group of citizens of New Jersey who merits recognition for distinguished service in 
advancing and promoting the health and well-being of the people of our state.

has been supported by multiple grants from the NIH, 
DoD, and the pharma, biopharma and foundation sectors. 
The NIH has continuously funded him for more than 30 
years, and he leads a newly awarded (recompete) NIH-
designated national Center of Excellence in Translational 
Research (CETR) to discover novel antibiotics against drug-
resistant bacterial infections. 

Dr. Perlin serves on the Board of Directors of the 
Aaron Diamond AIDS Research Center (ADARC) and 
the Scientific/Medical Advisory Boards for the Clinical 
Laboratory Standards Institute (CLSI), pharma and biotech 
companies, as well as serving on numerous editorial 
boards. He is a Fellow of the New York Academy of 
Sciences and recently was named a Fellow of the American 
Academy of Microbiology.
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Joseph V. DiTrolio, MD, is a 
urologist in private practice in 
Roseland, New Jersey, and Clinical 
Professor, Department of Surgery–
Division of Urology, Rutgers New 
Jersey Medical School.

Dr. DiTrolio holds numerous patents, is involved in all 
aspects of technology and is a consultant for some of the 
largest companies in the urological field. His groundbreaking 
work on fiber optic technology led to the development of 
virtually all of the current endoscopic equipment. He has 
presented more than 100 papers and published numerous 
articles, nationally and internationally. Holding American 
and Italian citizenship, he is a senior member of the 
European Urological Association, as well as the American 
Urological Association. He worked for Vitreous State 
Laboratories in Washington, D.C., under a NASA grant for 
the development and utilization of fiber optics. 

Dr. DiTrolio has been on the faculty of New Jersey Medical 
School since 1985, where he holds a full professorship in the 

Department of Surgery and is a member of Alpha Omega 
Alpha Honor Society. He has served as the Chair of the 
Department of Urology at St. Barnabas Medical Center, 
Hackensack UMC/Mountainside Hospital and the former 
St. Mary’s Hospital in Orange, New Jersey. Since 1979, he has 
been affiliated with the East Orange Veterans Administration 
and continues to support and service our veterans. His 
current position involves compensation and dispensation 
for nuclear, biological and chemical warfare, as it relates to 
the urological system. Since graduating medical school, he 
has been a member of the Alumni Association of New Jersey 
Medical School, where he served three terms as President 
and is currently the Chairman of the Board. 

Dr. DiTrolio graduated from West Orange High School, 
University of Richmond and New Jersey Medical School. 
He completed his urology training at New Jersey Medical 
School. He also attended the Université de Paris, Sorbonne. 
He is Editor-in-Chief of Alumni Focus for Rutgers New Jersey 
Medical School and is Executive Founding Editor of The 
Journal of Medicine of New Jersey.

JOSEPH V. DITROLIO, MD

Special Award for Innovation
This special award is being presented in recognition of the recipient’s entrepreneurial spirit and innovations in the medical field.

Charles J. Gatt, Jr., MD, orthopaedic surgeon, University 
Orthopaedic Associates; and Chair, Program Director and 
Associate Professor, Department of Orthopaedic Surgery, 
Rutgers Robert Wood Johnson Medical School (RWJMS), 
and Michael G. Dunn, PhD, Professor, Department of 
Orthopaedic Surgery, Rutgers Robert Wood Johnson Medical 
School (RWJMS). Dr. Gatt and Dr. Dunn are co-founders  
of NovoPedics, Inc.

Dr. Gatt is board certified in orthopaedic surgery. He obtained 
his medical degree from UMDNJ-RWJMS after earning his 
undergraduate degree from Lafayette College. He completed 
an internship and residency at UMDNJ-RWJMS. Following 
his residency, he did a fellowship specializing in orthopaedic 
sports medicine at the Cleveland Clinic Foundation.

Dr. Gatt holds various positions of influence in the 
orthopaedic field. He is Orthopaedic Consultant and Team 
Physician for Rutgers University, head orthopaedic consultant 
for Rider University Athletics, Chair of Orthopaedic Surgery  
at Rutgers RWJMS, Associate Professor of Orthopaedic 
Surgery at Rutgers RWJMS and Program Director of the Limb 
Salvage Program at Armed Forces Institute of Regenerative 
Medicine (AFIRM). 

Throughout his career as an orthopaedic surgeon, Dr. Gatt 
has been involved in numerous clinical orthopaedic projects 
ranging from the spine to the knee joint. The publications 
early in his career as a clinician focused on spine and joint 
kinematics under loading. More recent publications have 

Special Award for Innovation

This special award is being presented in recognition of the recipients’ entrepreneurial spirit and innovations in the medical field.

CHARLES J. GATT, JR., MD &  
MICHAEL G. DUNN, PHD
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Laura Alban 
Seton Hall School of Health & Medical Sciences  
Physician Assistant Program – Class of 2020 

Molly deButts 
Rutgers School of Health Professions  
Physician Assistant Program – Class of 2021

Christian DiLiberto 
Rowan University School of Osteopathic Medicine – Class of 2020

Bassel Fattal 
Fairleigh Dickinson University School of Pharmacy &  
Health Sciences – Class of 2021

Brittany Martinez 
Rutgers Robert Wood Johnson Medical School – Class of 2020

Meaghan McCormick 
Rutgers School of Dental Medicine – Class of 2020

Daniella Olan 
Rutgers Ernest Mario School of Pharmacy – Class of 2020

Melissa Olsakowski 
Cooper Medical School of Rowan University – Class of 2020

Nicole Silva 
Rutgers New Jersey Medical School – Class of 2020

MDADVANTAGE CONGRATUL ATES  

T H E  2 0 2 0  E J I 
E X C E L L E N C E  I N  M E D I C I N E 
SCHOLARSHIP RECIPIENTS 

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

focused on anterior cruciate ligament (ACL) and meniscus 
injuries and reconstruction. This body of work spans all areas 
of orthopaedics, improving on knowledge and techniques in 
the field. Dr. Gatt has also been honored with various awards 
attesting to his impact on the healthcare community. 

Michael G. Dunn, PhD, is a Professor of Orthopaedic 
Surgery and Founding Director of the Orthopaedic Research 
Laboratories at Rutgers Robert Wood Johnson Medical 
School. His graduate training in biomedical engineering 
focused on wound healing and the biomechanical and 
biological properties of extracellular matrix-derived 
biomaterials. During his 31-year academic career, he has 
obtained numerous research grants, including federal 
funding from the National Institutes of Health and the 
Department of Defense, pertaining to tissue engineering 
strategies for musculoskeletal soft tissue repair and 
reconstruction utilizing collagen-based, synthetic and 
composite resorbable biomaterial scaffolds. He has authored 
more than 60 peer-reviewed publications and holds seven 

U.S. patents, while supervising the doctoral or master’s 
research projects of 20 graduate students. Numerous 
orthopaedic residents, medical students and undergraduate 
students have also trained in his lab.

During the past decade, Dr. Gatt and Dr. Dunn have guided 
the development of MeniscoFix™, a novel, patented implant 
intended to replace the meniscus of the knee. The basic 
science lab project has evolved into a translational product 
development effort, with Dunn and Gatt co-founding 
NovoPedics, Inc., a medical device start-up company initially 
funded by the NJ Health Foundation—Foundation Venture 
Capital Group. Based on the research performed in his 
lab and recent commercialization efforts at NovoPedics, 
MeniscoFix™ (which has structural and functional properties 
similar to those of the native human meniscus), is a potential 
long-term clinical solution to restoring knee function in 
patients suffering from severe meniscus tears. 

TEN
Y E A R S S C H O L A R S H I P S

OF PROVIDING
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LEARNING OBJECTIVES 
At the conclusion of this activity, participants will be able to:

1  Describe the New Jersey labor laws passed or modified since 2018 that apply to medical practices. 

2  Understand the laws and regulations concerning provision of sick time, determination of wages for hourly earning 
employees, and how and when to safely inquire into an applicant’s salary history.

3  Discuss employers’ obligations when an employee or applicant tests positive for marijuana.  

the employer in the state. Employees are eligible to accrue 
one hour of earned sick leave for every 30 hours worked, 
up to 40 hours each year. The liberal definition of employer 
in this statute encompasses most corporate forms utilized 
by medical practices. 

Under the new law, all full-time, part-time and temporary 
employees are eligible for earned sick leave benefits. 
However, the law specifically excludes certain defined 
employees: construction workers employed pursuant 
to a collective bargaining agreement, public employees 
already entitled to sick leave (i.e., teachers and police 
officers) and per diem healthcare employees. The statute 
defines per diem healthcare employees as licensed healthcare 
professionals (i.e., doctors and nurses), individuals in 
the application process to become healthcare providers 
(residents) and all first responders (emergency medical 
technicians). These per diem healthcare employees (who 
are ineligible for earned sick leave benefits) must also 
work on an as-needed basis (temporarily or permanently) 
and have the ability to obtain sick leave benefits from their 
direct employer or have waived the benefits. 

Qualified employees began to accrue earned sick leave on 
October 28, 2018, or on their first date of hire, whichever is 
later. Employers must establish a benefit year that defines 
the beginning and end of an employee’s benefit period, 
regardless of the employee’s date of hire. As a result, and 
encouraged by the Legislature, employers can front-load 
the full amount of annual leave at the beginning of the 
benefit year.

Many medical professionals see themselves only as 
performing their most critical function, providing expert 
clinical care to patients to improve their patient’s health. In  
this role, medical professionals strive to meet every 
possible benchmark of success regularly ensuring positive 
outcomes for patients. However, many physicians wear 
two hats concurrently: clinical physician and employer. 
The laws and regulations governing employers across 
New Jersey are directly applicable to medical offices 
employing office staff, nurses, physician assistants and any 
other person hired within the practice. 

Since 2018, New Jersey has passed several new labor laws 
and modified existing laws that dramatically affect the 
workplace. New Jersey has taken a progressive approach 
imposing requirements for all employers, including 
medical partnerships and practice groups that employ staff 
to assist medical professionals. This legislation includes 
the New Jersey Earned Sick Leave Law, the New Jersey 
State Wage and Hours Law, the New Jersey Equal Pay 
Act, the Salary History Inquiry Ban and the New Jersey 
Compassionate Use Medical Cannabis Act. To remain 
compliant, and to ease issues with potential employment-
related liability, all medical professional employers 
should have knowledge of these laws and updates, and 
implement office management strategies. 

NEW JERSEY EARNED SICK LEAVE LAW1

Effective October 29, 2018, in general, all employers must 
provide earned sick leave to each employee working for 

BY MICHAEL A. PATTANITE, JR., ESQ., AND PATRICK F. CARRIGG, ESQ.

New Jersey Employment 
Law Update for the Medical 
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The statute defines a qualified employee’s permitted uses 
for earned sick leave time. An employee may use the 
earned sick leave time for diagnosis, care, treatment or 
recovery from an adverse health condition, or  
preventative care, for the employee or employee’s family 
member. Additionally, earned sick time can be used when 
the employee is a victim of domestic violence, sexual 
assault or stalking, or when an employee’s place of 
business or the employee’s child’s daycare or school is 
closed (i.e., snow day).

The Act provides employers with the discretion to choose 
the increments in which employees may use accrued sick 
time. However, the largest increment chosen may not be 
larger than the number of hours an employee is scheduled 
to work in a given shift. For example, if an employee 
is scheduled to work a seven-hour shift, the employer 
cannot mandate that the employee use paid sick time in 
increments of eight hours.

Accrued but unused earned sick time must be carried over 
on a yearly basis, subject to the 40-hour cap. Employers 
may give the option of being compensated for the unused 
accrued leave. Employees must opt within 10 days of the 
offer to receive full payment or 50 percent payment with 
the remainder carried over, or decline payment and carry 
over all unused time, subject to the cap. If employers  
front-load the full amount of leave, they must opt to pay 
out for unused leave and forego the right to the accrual 
method during the next benefit year or automatically carry 
over the accrued but unused leave subject to the annual  
40-hour cap.

The law specifically prohibits retaliation premised upon 
an employee’s use of accrued earned sick time and 
enforces the law by establishing a legal cause of action 
and providing for attorney’s fees for a plaintiff successfully 
bringing a claim under the statute. If an employee brings 
a claim for violation of the Earned Sick Leave Law, the 
employer will be charged with a rebuttable presumption 
of unlawful retaliation if an adverse employment action 
is taken within 90 days of any of the following: 1) an 
employee filing a complaint with the Department of Labor 
(DOL), 2) informing other employees of an employer’s 
violation of the Act, 3) cooperating with the DOL’s 
investigation of possible violations, or 4) opposing any 
policy, practice or act that is prohibited under the Act. 

The Act allows employers to require up to seven days’ 
advance notice of intended use and the expected duration 
of the leave when that leave is foreseeable (i.e., for 
school-related purposes or preplanned medical care). An 
employer has the ability to prohibit the use of earned sick 
time on certain dates without specified documentation 
by the employee. In addition to these blackout dates, 
employers may require documentation to prove the leave 
was for a permissible purpose when employees use three 
or more days in a row.

Employers must provide notice of these rights to new 
employees on the form issued by the Commissioner and 
must post the form at the workplace. Employers now must 
keep records for five years documenting an employee’s 
work hours and accrued paid sick days. Failure to maintain 
records results in a presumption of non-compliance with 
the law unless the employer can show otherwise with clear 
and convincing evidence.

To remain compliant with the Earned Sick Leave law, 
employers should make sure all practice handbooks and 
policies are updated. Medical offices may need to  
establish or update recordkeeping policies in accordance 
with the Act. Finally, practice managers must determine 
the accrual method, benefit year and increments for use of 
earned sick time. 

NEW JERSEY STATE WAGE AND HOURS LAW2

In February 2019, Governor Phil Murphy signed a law that 
gradually increases the minimum wage to $15 an hour  
over a five-year period. The scheduled gradual increases 
are as follows:

January 1, 2020: $11 per hour 

January 1, 2021:  $12 per hour 

January 1, 2022: $13 per hour 

January 1, 2023: $14 per hour 

January 1, 2024: $15 per hour

After 2024, the minimum wage will increase based upon 
increases to the Consumer Price Index (CPI). If the CPI 
increase is higher than the minimum wage, the wage will 
be adjusted to match the CPI.

The increased minimum wage statute exempts certain 
employers from the gradual increases. Seasonal workers, 
tipped workers and agricultural workers all earn a 
significantly lower minimum wage, but increases still occur 
over a defined five-year period. 

A critical exemption exists for small businesses that 
employ fewer than five employees for the calendar year. 
Small businesses are subject to lower increases over the 
incremental scale and reach the $15 threshold two years 
later in 2026. Small business employers also do not face 
the future attachment to the CPI and potential unlimited 
raises in the minimum wage for future employees. 

Violations of the minimum wage law are subject to 
penalties under the New Jersey Department of Labor, 
Wage and Hour statutes. To ensure compliance with the 
law, physicians and practice managers should contact an 
attorney if the practice employs hourly wage employees 
and pays minimum wage to any of these employees. 
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NEW JERSEY EQUAL PAY ACT3

The Senator Diane B. Allen Equal Pay Act prohibits 
employers from discriminating in compensation  
or financial terms or conditions for employment based 
on any characteristic protected under the New Jersey Law 
Against Discrimination (LAD).4 This law is broader in  
scope than laws in most other states because it protects  
a wide range of classes beyond gender and race, including, 
but not limited to, religious belief, national origin, 
affectional or sexuality, and marital or civil union. The 
Equal Pay Act applies to all employers regardless of the 
number of employees.

The Equal Pay Act codifies the common sense application 
that New Jersey employers may not pay a member of a 
protected class at a rate, including benefits, less than that 
paid to employees who are not members of a protected 
class for “substantially similar work.”5 The evaluation of 
substantially similar work must meet a two-part test. The 
test includes an analysis of an employee’s skill, effort 
and responsibility; and then compares wage rates based 
on the wage rates in all of the employer’s operations 
or facilities. In order to comply with the law, employers 
may not reduce wages, but rather must increase the pay 
of lower compensated employees to meet the statute’s 
requirements.5 

Additionally, the Equal Pay Act provides unique protection 
from retaliation for employees who investigate potential 
equal pay violations.5 The Act specifically prohibits 
retaliation against employees for: “requesting from, 
discussing with, or disclosing to any other employee or 
former employee of the employer, a lawyer from whom the 
employee seeks legal advice, or any government agency” 
equity pay information.5 Equity pay information includes 
the job title, category, rate of pay, benefits and protected 
class of the requesting employee or other employee within 
the organization. 

Violations of the Equal Pay Act are extremely serious and 
carry distinctly aggravated consequences from other 
forms of discrimination. An aggrieved employee alleging 
discriminatory pay practices will be entitled to recover all 
damages under the LAD including compensatory damages, 
punitive damages if the conduct is willful and attorneys’ 
fees and costs. The Equal Pay Act provides a prevailing 
employee will be awarded treble damages in the amount 
of three times compensatory damages in addition to the 
damages available under the LAD.6 

Furthermore, the Equal Pay Act extends the statute of 
limitations for a discriminatory pay practice from two years 
to six years.5 While the statute is silent on the issue, at 
least one federal court has said that the Act does not apply 
retroactively, limiting employer’s prospective liability for 
practices prior to the 2018 implementation date.7

SALARY HISTORY INQUIRY BAN8 
As part of the Equal Pay Act, effective January 1, 2020, the 
New Jersey Legislature prohibits employers from screening 
job applicants based on the applicant’s salary history 
or  requiring that an applicant’s salary history satisfy any 
minimum or maximum criteria. In essence, the law prohibits 
employers from requiring new hires to disclose past salaries. 
The New Jersey LAD was specifically amended so salary 
history inquiries by prospective employers are considered an 
unlawful employment practice.

The Salary History Inquiry Ban places the power to decide 
to disclose this information in the hands of the employee. If 
the applicant voluntarily, without the employer prompting or 
coercion, provides the employer with his or her salary history, 
the employer may consider salary history in determining 
salary, benefits and other compensation, and may verify an 
applicant’s salary history. Employers may also, after an offer 
of employment that includes an explanation of the overall 
compensation package, request that the applicant provide 
the employer with a written authorization to confirm salary 
history. However, employers may not consider an applicant’s 
refusal to volunteer information in any employment decisions.

NEW JERSEY COMPASSIONATE USE MEDICAL 
MARIJUANA ACT9 
In 33 states, medical marijuana can be legally prescribed as 
medication for various medical conditions. However, despite 
states’ sovereign right to allow the compassionate use of 
marijuana, on the federal level, all marijuana use remains 
expressly illegal.10 The federal Controlled Substances Act 
classifies marijuana as a Schedule I substance, akin to 
heroin, ecstasy and LSD.11 According to this federal law, and 
regardless of the applicable state law, in the federal context 
an individual found in possession of marijuana cannot 
claim medical necessity or valid possession of prescribed 
marijuana. Under this federal law, doctors cannot prescribe 
marijuana, and it cannot be utilized to clinically treat a 
medical condition. 

The obvious resulting conflict between state and federal law 
has placed employers in a difficult position, especially when 
operating a medical practice across state lines. Employment 
policies and procedures must differ depending on the 
state in which the medical practice is located, as different 
rules may apply to different offices even within the same 
corporate structure or medical practice. The physical location 
of the medical office determines the applicable state law and 
regulations. 

“Salary history inquiries by prospective 
employers are considered an unlawful 
employment practice”
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Federal employment laws equally offer no legal protection 
for employees who claim discrimination or a need for an 
accommodation due to marijuana use.12 Specifically, the 
Americans with Disabilities Act (ADA), which prohibits public 
discrimination based upon a disability, does not protect the 
medical and legal use of marijuana.13

New Jersey is one of the states that allows physicians to 
prescribe medical marijuana.14 In 2010, the New Jersey 
Compassionate Use Medical Marijuana Act allowed 
New Jersey physicians to prescribe medical marijuana to 
qualifying patients, although marijuana was not available 
for purchase. Since 2010, New Jersey has continuously 
implemented changes in the Compassionate Use Act and 
opened several locations for patients to legally purchase 
medical marijuana. On July 2, 2019, the Act was further 
amended and renamed the Jake Honig Compassionate Use 
Medical Cannabis Act (CUMCA) to expand the number of 
New Jersey residents who can access medical marijuana as a 
form of clinical treatment with a physician recommendation. 
Throughout 2019, variations of further proposed expansion, 
including full recreational legalization, have been discussed, 
but to date, none has passed into law. 

In the context of employment, the CUMCA specifically 
provides “[n]othing in this act shall be construed to require 
... an employer to accommodate the medical use of 
marijuana in any workplace.”15 However, the CUMCA is not 
the final legal doctrine governing a New Jersey employer’s 
treatment of marijuana. The New Jersey LAD provides 
expansive protections for employees against discrimination 
for all forms of disabilities, including mandating that 
employees receive reasonable accommodations for 
known disabilities.16 New Jersey courts have not yet fully 
determined the boundaries of the intersection between 
the CUMCA and the LAD. However, the CUMCA recognizes 
the potential intersection with the LAD and specifically 
prohibits employers from taking adverse employment 
actions against employees based solely on their status as 
medical marijuana patients.17 The amendment does allow 
that nothing requires employers to allow the consumption 
of medical marijuana during work hours. Further, employers 
are not required to take any action with respect to marijuana 
that could result in the loss of federal funding. The amended 
law includes a carve-out allowing employers to take an 
adverse employment action against a medical marijuana 
user if the employer’s accommodation of the employee’s or 
applicant’s lawful off-duty use would “violate federal law or 
result in the loss of a federal contract or federal funding.”18

The CUMCA also imposes new obligations on employers 
when an employee or applicant tests positive for marijuana. 
For example, the employer must provide the employee 
or applicant with written notice of the positive test result 
and allow three workdays for the employee or applicant 
to explain the positive drug test result by presenting a 
legitimate medical explanation.  An acceptable explanation 

may include a healthcare provider’s authorization to use 
medical marijuana or proof of registration with the Cannabis 
Regulatory Commission. The notice also must inform the 
employee or applicant of the right to request a confirmatory 
retest at his or her own expense within the three-day 
period. If the employee fails to comply with the employer’s 
requests, the employer can safely take adverse employment  
action against the employee. 

The CUMCA amendment took effect immediately in 
July 2019, so New Jersey employers should not delay 
in reviewing and updating their pre-employment drug 
screening application process and drug testing policies for 
compliance. All applicants and employees interviewed and 
hired after July 2019 are subject to these regulations.

Many physicians also serve as employers to their office staff. 
In order to ensure your medical practice is compliant with 
all current employment laws and your employee policies 
and procedures are up to date, consult with an employment 
lawyer or human resources professional.  
 

 

 
Michael A. Pattanite, Jr., Esq., and Patrick F. Carrigg, Esq., 
are partners in Lenox Law Firm, Lawrenceville,  
New Jersey.
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TO OBTAIN AMA PRA CATEGORY 1 CREDIT™, PARTICIPANTS ARE REQUIRED TO ADHERE TO THE FOLLOWING:

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

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

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

4  Complete the Registration and 
Evaluation Form online at: 
www.surveymonkey.com/r/
Winter2020CME 

If you cannot complete the form 
online, you may mail it to:  

 MDAdvisor CME Dept 
c/o MDAdvantage Insurance 
Company 
100 Franklin Corner Rd 
Lawrenceville, NJ 08648 

Or fax to: 978-244-5112

5  Retain a copy of your test answers. 
Your answer sheet will be graded, 
and if a passing score of 80% or 
more is achieved, a CME certificate 
awarding AMA PRA Category 1 Credit™ 
and the test answer key will be 
mailed to you within 4 weeks. 
Individuals who fail to attain a 
passing score will be notified and 
offered the opportunity to reread 
the article and take the test again.

6  Mail the Registration and  
Evaluation Form on or before 
February 1, 2021. Forms  
received after that date will not 
be processed.

1  The New Jersey Earned Sick Leave Law specifically 
excludes per diem healthcare employees. 
a. True
b. False

2  Governor Phil Murphy signed a law increasing the 
minimum wage to $15, effective January 1, 2022.
a. True
b. False

3  The Senator Diane B. Allen Equal Pay Act is narrower 
in scope than laws in most other states because 
it prohibits employers from discriminating in 
compensation only by gender and race. 
a. True
b. False

4  The Salary History Inquiry Ban places the power to 
decide to disclose salary information in the hands of 
the employee. 
a. True
b. False

5  Employment policies and procedures for a medical 
group must be standardized and consistent across 
all states and practice locations where the offices 
are located.
a. True
b. False

Authors: Michael A. Pattanite, Jr., Esq., and Patrick Carrigg, Esq., Lenox Law 
Firm, Lawrenceville, NJ

Accreditation Statement: HRET is accredited by the Medical Society of New 
Jersey to provide continuing medical education for physicians. This activity 
has been planned and implemented in accordance with the accreditation 
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through the Joint Providership of Health Research Education and Trust of 
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Society of New Jersey to provide continuing medical education for physicians.

AMA Credit Designation Statement: HRET designates this enduring activity 
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a commercial interest as defined by the ACCME; therefore, there are no 
relevant financial relationships to disclose. No commercial funding has been 
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Deadline for Response: February 1, 2021
This post-test may be completed 
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r/Winter2020CME.
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First Name Middle Initial Last Name Degree

Address

City State ZIP

Phone Email Address Specialty

REGISTRATION FORM

EVALUATION Completed by: ¨  Physician ¨  Non-Physician

ANSWER SHEET CIRCLE THE CORRECT ANSWER.

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

I attest that I have read the article “New Jersey Employment Law Update for the Medical Professional Employer” and am claiming 1 AMA PRA Category 1 Credit.™

Signature Date   

1) A B 2) A B 3) A B 4) A B 5) A B 

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

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

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

4. The stated objectives of this program were: Excellent     Met        Not met     

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

6. Based on your participation in the CME activity, describe ways in which you will change the way you practice medicine. 
¨ Yes  Describe   
¨ No   Why Not   
¨ N/A Were you the wrong audience for this activity?  

7. Did this CME Activity change what you know about:
• The New Jersey labor laws passed or modified since 2018 that apply to medical practices.   Yes ¨ No ¨

• The laws and regulations concerning provision of sick time, determination of wages for hourly earning employees, and 
how and when to safely inquire into an applicant’s salary history.   Yes ¨ No ¨

• The employers’ obligations when an employee or applicant tests positive for marijuana.   Yes ¨ No ¨

8. Based on your participation today, what barriers to the implementation of the strategies or skills taught today have you 
identified? 
  
  
 
Suggested topics for future programs:   
 

Was this article free of commercial bias?    Yes ¨    No ¨

If not, why not 

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

Participant Name                          Telephone/Email: 

REGISTRATION & EVALUATION FORM  
(Must be completed in order for your CME Quiz to be scored) 
Deadline for Response: February 1, 2021

New Jersey Employment Law Update 
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NEW JERSEY ELECTION RESULTS 2019  
Republicans fared better than expected on election  
night when all 80 seats in the General Assembly were at 
stake, plus one in the state Senate. New Jersey was one  
of the few election contests in the country Democrats did 
not win.

Republicans picked up a state Senate seat in the 1st 
District, where Michael Testa, Jr., unseated incumbent 
Bob Andrzejczak in a special election for Representative 
Jeff Van Drew’s seat. The new Democratic majority in the 
Senate is now 25-15.

Republicans picked up two Assembly seats in the 1st 
District, where incumbents Bruce Land and Matthew Milam 
were defeated. The new GOP legislators are Lower  
Township Mayor Erik Simonsen and Ocean City 
Councilman Antwan McClellan. McClellan will become the 
first African American Republican legislator in 17 years.  
The Democratic majority in the Assembly is now 52-28.

Democrats were unable to win any Republican Assembly 
seats, despite targeting four districts. Assembly Minority 
Leader Jon Bramnick won easily. So did Anthony Bucco, 
who ran for and won his Assembly seat in the general 
election but will decline the seat to succeed his father in 
the state Senate. Instead, 25th District Republicans named 
Aura Dunn as his replacement. The failure to pick up seats 
in the lower house comes one year after Democrats flipped 
four congressional seats.

VIRGINIA ELECTION RESULTS 2019  
Virginia Democrats won the House of Delegates and the 
state Senate. All 140 legislative seats were on the ballot, 
and Democrats took full control of state government 
for the first time since 1994. Democrats had a significant 
fundraising advantage in the legislative races, while 
Republicans had hoped to hold on to suburban seats that 
have sent GOP lawmakers to Richmond for decades.

Democrats won 21 seats in the Senate, while Republicans 
won 19. This gives the Democrats the net gain of the two 
seats they needed to take the chamber.

Democrats won 55 seats, enough for a majority, while 
Republicans won 45 seats.

State Legislative Reports

NEW JERSEY 
Legislation to Restructure Horizon 
Blue Cross Blue Shield of New Jersey

Assembly Bill No. 6062/Senate Bill 
No. 42961: This legislation provides 
for reorganization of a health service 

corporation into a mutual holding company system, 
which would allow New Jersey’s largest health insurance 
company to broaden its business portfolio and gradually 
reduce its tax burden.

Legislation introduced by Assemblyman John McKeon and 
Senator Nellie Pou would allow Horizon Blue Cross Blue 
Shield (BCBS) to reform its corporate structure, enabling 
the insurance company to modernize and improve care 
for its current policyholders, save on healthcare costs over 
time and provide economic and public health benefits 
to the state in general. Further, the proposed law would 
allow Horizon to become a not-for-profit mutual holding 
company and create for-profit subsidiaries in businesses 
outside commercial insurance. The Legislature intends to 
move this bill quickly and get it on the Governor’s desk 
before the end of this lame-duck session.

Assemblyman McKeon released the following statement: 
“Increasing access to healthcare, bolstering affordability, 
and ensuring the delivery of quality care throughout 
New Jersey has always been a top priority for the state. 
By moving Horizon toward a not-for-profit mutual holding 
structure, this legislation expands the corporation’s 
opportunities for investment in new technologies and 
other healthcare avenues. With an increased flexibility to 
provide its policyholders with more innovative products 
and services, Horizon would become more competitive, 
putting it on equal footing with industry competitors. It’s a 
win-win for Horizon policy holders and all NJ residents to 
assure access to affordable, quality healthcare.”2

Horizon is currently a not-for-profit health services 
corporation. This corporate form imposes specific 
limitations that include caps on the size of investments 
the company can make, a ceiling on business outside core 
commercial insurance services and an inability to use a 
modern holding company structure commonly used by 
health insurers and important to facilitating investments 

Legislative 
Update

By Jon Bombardieri

MDADVISOR 19



beneficial to policyholders.3 Horizon feels that this current 
structure “restricts its ability to invest in technologies and 
innovations that support Horizon’s goal to improve health 
care cost, quality and consumer experience.”4 

Senate President Steve Sweeney said that he supports the 
legislation and stated that “this bill will help Horizon to 
move forward with reforms that aid healthcare consumers 
and enhance the quality of care they receive. These 
changes will better enable New Jersey’s only not-for-profit 
health insurer to modernize the way it is organized so it 
can invest more in member benefits, including consumer 
technology and preventive care.”5  

The Murphy administration has not publicly stated its  
position on the legislation; however, in personal 
communication with this author, the administration stated 
it has expressed some concerns to the bill’s sponsors, 
including the opinion that this legislation would be 
beneficial only to the executives of the company. Although 
the administration is open to discussion on this legislation, 
it feels that there must be more thoughtful debate on this 
issue before the Legislature moves forward with a vote. 

Healthcare advocates agree that a lame-duck session is not 
the time to fast-track this legislation because it is too broad 
and complex to move through the Legislature without the 
proper time to pore over the issue. 

During a press conference on December 3, 2019, 
New Jersey Citizen Action Health Care Program Director 
Maura Collinsgru said, “A change of this magnitude cannot 
be undertaken without all the facts. A comprehensive 
analysis of Horizon’s current assets and an independent 
health and rate impact assessment need to be done before 
legislators and the public can consider any such change.”6

The legislation has not yet been posted in committee  
for discussion.

INDEPENDENT CONTRACTORS 
Assembly Bill No. 5936/Senate Bill No. 42047: This 
legislation provides that, for the purposes of all state 
employment laws, individuals who perform services for 
remuneration are employees, not independent contractors, 
and are subject to the provisions of those laws and entitled 
to all remedies for any violations of those laws.

The New Jersey bill, based on a California law, would 
require any company or entity hiring an independent 
contractor in the state to prove without exception that 
the person is performing work outside the usual course of 

business for the hiring entity. For example, if a masonry 
subcontractor works for a homebuilder, that person may 
be considered an employee because the hiring business’ 
usual course of work is building houses, of which masonry 
is a part.  

The legislation, sponsored by Assemblyman McKeon and 
Senate President Sweeney, is part of a package of bills 
supported by top New Jersey Democrats that aims to halt 
misclassification in labor. Employers who use independent 
contractors save on overtime costs, healthcare expenses, 
taxes and more; Democrats say they want to protect 
workers by making it harder for businesses to say 
someone’s not an employee when they really are.

“This is a pro-worker bill for the new gig economy,” 
said Senator Sweeney. “It will codify into law existing 
regulations and close a loophole that has allowed for the 
misclassification and exploitation of some employees.  
It’s all about protecting the rights of workers.”8

A press release from New Jersey Senate Democrats 
explains: “A misclassification is the improper designation 
of workers as independent contractors rather than employees in 
order to allow employers to evade basic workers’ rights.”8  
When hiring independent contractors, employers are not 
required to contribute to unemployment and temporary 
disability insurance. They do not have to abide by the laws 
governing minimum wage and overtime pay. They also  
do not have to offer maternity, paternity and family leave. 
And finally, they do not have to withhold New Jersey 
income taxes.8

“Misclassification not only hurts workers, it hurts law-
abiding businesses and the state,” said Senator Sweeney. 
“The businesses that don’t play by the rules aren’t paying 
into the unemployment fund or the disability fund,  
which raises costs for workers and all other businesses.  
It shortchanges everyone else.”8 

Not everyone agrees. Laurie Ehlbeck, the State Director 
of the National Federation of Independent Business in 
New Jersey points to a similar policy in California that has 
created what she calls “havoc” for many small business 
entrepreneurs; she believes that the New Jersey bill  
will cause the same problems here.9 Legislators in 
California recognized immediately that the test was 
not workable as a true default rule for employment/
contractor classification questions. Their legislation 
included a significant list of exceptions, which carved 
out 25 industries. However, California legislators are still 
facing significant backlash and are working on legislation 
to exclude additional industries such as movie studios and 
freelance writers and journalists. 
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A press release from the New Jersey Senate Democrats 
reminds us of the ABC Test adopted by the New Jersey 
Department of Workforce Development and affirmed by 
the New Jersey Supreme Court. This test is currently used 
to determine whether a worker should be classified as an 
employee or an independent contractor for the purpose 
of labor and tax laws. The proposed bill would strengthen 
the B prong of this test making it illegal for employers 
to exempt workers from employee status because they 
perform their work “outside of all the places of business of 
the enterprise for which the service is performed.” The bill 
would also strengthen the C prong of the test by requiring 
that work performed to meet this standard is in an 
independently established trade, occupation, profession 
or business in which the individual providing the service is 
customarily engaged.8 

The legislation was stalled during the lame-duck session 
due to the intense opposition. It is anticipated that the 
legislation will be reintroduced during the next legislative 
session, where legislators will consider various exemptions, 
including an exemption for medical professionals. 

PENNSYLVANIA 
Opioid Treatment Agreements 
Senate Bill No. 57210:  This legislation, 
sponsored by Senator Ryan Aument, 
was signed by Governor Tom Wolf  
on November 27, 2019; it requires 

prescribing providers (referred to as “Prescribers”) to take 
several additional steps before issuing a prescription for an  
opioid in certain treatment situations. Specifically, the Act’s 
requirements kick in before a Prescriber can issue a patient 
the first prescription during a single course of treatment  
for chronic pain with a controlled substance containing  
an opioid.

Among the new requirements, the Prescriber must adhere 
to the following: determine whether an individual has 
taken or is currently taking a prescription drug to treat a 
substance use disorder, discuss with the patient the risks of 
addiction—and additional risks if the patient suffers from a 
mental health condition or substance use disorder, present 
available non-opioid treatment options, and discuss the 
dangers of taking a controlled substance containing an 
opioid with benzodiazepines, alcohol or other depressants. 
The Prescriber must review with the patient, and both 
must sign, a treatment agreement containing a number 
of required elements, including the patient’s consent to 
targeted urine drug testing if medically necessary. The 
Prescriber must obtain written consent from the patient for 
the prescription and record the consent on the treatment 

agreement. The treatment agreement must be maintained 
in the patient’s medical record.

The law exempts from these requirements the use of a 
controlled substance containing an opioid in medical 
emergencies, in palliative or hospice care and in the 
management of pain associated with cancer. Violations of 
the law may result in sanctions to the Prescriber’s license 
in accordance with the applicable professional practice 
act. The Act is effective immediately and mandates that 
the Pennsylvania Department of Health issue regulations 
within 90 days of the Act’s enactment.

Although the proposal initially had near-unanimous 
support in the Legislature, the Democrats in the House and 
Senate withdrew their support fearing that the bill would 
burden doctors and create new costs for patients that 
might not be covered by insurance.11 

John Gallagher, Chair of the Pennsylvania Medical 
Society’s Opioid Task Force, echoes the reservations of 
the professional associations representing Pennsylvania 
doctors who are opposed to the legislation, saying,  
“These new requirements may be well intentioned, but 
quickly become burdensome when medical practices 
change.”11  Additionally, some feel that the legislation 
would further burden physicians by adding cumbersome 
requirements and increasing paperwork, thus reducing 
time spent with patients.11

CONNECTICUT 
Hospitals to Receive $1.8 Billion to 
Settle Provider Tax Lawsuit  
A lawsuit filed against the state by a 
number of hospitals under the 
Connecticut Hospital Association (CHA) 

banner has been settled, bringing an end to a years-long 
dispute. Governor Ned Lamont, Attorney General William 
Tong and the CHA completed a settlement agreement 
calling for the withdrawal of all pending legal claims that 
various hospitals filed against the state challenging the 
first hospital user fee, including the lawsuits filed in 2016, 
and all of the rate appeals brought by hospitals 
challenging Medicaid payments.12

In return, between now and 2026, the agreement calls for 
the following13:

• A one-time payment of $79 million to the  
hospital industry
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• Steadily declining taxes on hospitals 

• Increasing state payments to facilities

• Annual Medicaid rate increases of two percent or more 
over the next seven years for inpatient and outpatient 
services that hospitals provide to the poor

Federal funds from state Medicaid reimbursements will 
cover 52 percent of settlement costs. Should the federal 
government change Medicaid rules, Connecticut can 
terminate the settlement if the state’s overall costs rise by 
more than $100 million. In return, Connecticut agrees to 
freeze all tax rates on hospitals through 2026.13 

The seven-year agreement still needs legislative approval, 
with the next regular legislative session opening in 
February 2020.

MARYLAND 
Lawmakers to Introduce a Flavored 
Vaping Ban  
Senator Clarence K. Lam (D-Howard), 
the Senate’s only physician, announced 
that he has submitted emergency 

legislation for drafting that would prohibit the sale of 
vaping products designed to taste like mint, candy, fruit or 
other non-tobacco flavors.14 A bill to do the same will also 
be introduced in the House of Delegates as House Bill 3, by 
Economic Matters Chair Dereck E. Davis (D-Prince 
George’s), who requested a bill be drafted this summer.14 

Senator Lam’s announcement comes as the Trump 
administration has backed away from a previous 
commitment to issue a nationwide ban on most flavored 
e-cigarette products. “I think states need to lead the way 
because we’re not seeing the federal government take 
action,”15 said Senator Lam. 

RHODE ISLAND 
Governor Temporarily Bans Sales of 
Flavored Vaping Products  
In response to the growing public 
health crisis of e-cigarette use among 
young people in Rhode Island, 

Governor Gina M. Raimondo signed an Executive Order 
directing the Department of Health to establish emergency 
regulations prohibiting the sale of flavored e-cigarettes.16 
The Executive Order also puts in place a number of other 
measures designed to curb the initiation of e-cigarette use 
by young people. This 180-day ban will end in March 2020, 
and the Rhode Island Department of Health is trying to 
decide whether to institute a permanent ban statewide.17 

In a press release announcing the Executive Order, 
Governor Raimondo stated, “As Governor and as a mom, 
I’m concerned about the long-term effects of e-cigarette 
use, particularly on our young people. Companies are 
specifically targeting teens with colorful packaging and 
flavors. But recent reported injuries and deaths make clear 
that we do not have a full understanding of the associated 
risks. It’s critical that we act now to protect our kids.”18

DISTRICT OF COLUMBIA 
Move to Ban Flavored E-Cigarettes   
Councilmembers Mary Cheh (D-Ward 3) 
and Vincent Gray (D-Ward 7) introduced 
legislation to prohibit the sale or 
distribution of any flavored electronic 

smoking devices, such as flavored e-cigarettes, flavored 
e-liquids and flavored e-cigars.19

Pointing to the popularity of e-cigarette use among 
young people, the bill sponsors believe that the industry 
is following the playbook of the tobacco industry 
by targeting the youth market with widely available 
products.20  Announcing the bill, Councilmember Cheh 
stated: “As the popularity of these addictive products 
continues to grow, we’ve seen the proliferation of 
e-cigarette stores appear across the District without 
regard to the proximity to our schools or spaces intended 
specifically for children. The federal government has 
recently indicated its intent to also ban flavored e-liquids, 
but we cannot wait for the federal government to act while 
flavors such as cotton candy and gummy bear e-cigarettes 
remain on District shelves.”20

WEST VIRGINIA 
Insulin Caravan to Canada   
West Virginia Delegates Barbara Evans 
Fleischauer (D-Monongalia) and Jordan 
Hill (R-Nicholas) are joining forces with 
healthcare activists from West Virginia 

and Virginia to organize a bus caravan to Canada to help 
people buy more affordable insulin. 

Noting that the cost of insulin in the U.S. has risen 
dramatically (nearly tripling since 2002 and rising 64 
percent since January 2014), Delegate Fleischauer called 
the situation an “affordability crisis.” She pointed out that 
the cost is far less expensive in Canada.21 

Hoping for bipartisan support in 2020, Delegates Hill, 
Fleischauer and others on the House Health and Human 
Resources Committee have drawn up legislation that they 
hope will lower the cost of insulin in the United States. 
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“Obviously, diabetes does not discriminate based on what 
political party you belong to,” Hill said. “In the meantime, 
this caravan can provide some financial relief to citizens 
who have diabetes. One person who went on a caravan 
saved over $11,000.”21

The Associated Press has reported that patients in Canada 
do not need a prescription for insulin. It further reports: 
“State data says that about 15 percent of West Virginians 
rely on insulin. The nonprofit Health Care Cost Institute 
says insulin costs a person with Type 1 diabetes about 
$6,000 in 2016, and prices have only increased since then, 
making it difficult for even insured people to afford it.”22

Delegate Fleischauer said that she plans to introduce a bill 
next year to cap insulin prescription copays.

VIRGINIA 
Governor Proposes $22 Million for 
Maternal Health  
Virginia Governor Ralph Northam 
announced in a recent press release 
that his budget proposal presented in 

the January 2020 legislative session would include about 
$22 million to improve health outcomes for mothers and 
babies and reduce the racial disparity in the state’s 
maternal mortality rate. The budget would expand 
Medicaid coverage for new mothers and increase home 
visits by care providers. The plan also would fund access to 
long-term contraceptives for low-income patients and 
study the possibility of Medicaid reimbursement for doula 
services.23 

“It is unacceptable that black women in Virginia continue 
to die from pregnancy-related causes at more than twice 
the rate of white women,” said Governor Northam. “As a 
Commonwealth, we can and must do better. These historic 
investments will make a real difference for families  
across Virginia, and will ensure all moms and children have 
access to the high-quality, culturally competent care  
they deserve.”23

The budget proposal reflects months of input from 
mothers, medical professionals, doctors and community 
advocates.23

DELAWARE 
Review of Medical Services in Prisons  
A report on the Delaware Department 
of Correction health system found 
dedicated staff members and well-run 
programs but also detected a “siloed” 

system with communication issues and the lack of a 
functioning quality-improvement program.24 The 19-page 
report was produced by ChristianaCare, the state’s largest 
healthcare provider.

High staff turnover, the lack of a functional quality 
improvement program and an inadequate health records 
system highlight the health system’s problems. The report 
suggested changes in the corrections healthcare leadership 
structure and collaboration in healthcare delivery among 
the various partners. Also suggested were forums and 
“huddles” within facilities to develop solutions and identify 
challenges. Improvements to the information technology 
system and training in identifying trends in the data were 
also recommended in the report.24

ChristianaCare does not have expertise specific to  
prison care but agreed to provide recommendations  
based on healthcare industry standards for quality 
and patient safety. The review, which began in early 
September 2019, was conducted by a 15-member team of 
ChristianaCare staff, which included nurses, physicians, 
administrators and support staff with expertise in care 
standardization, change management, emergency 
medicine, family medicine, internal medicine, juvenile 
offender health, patient experience and grievances, 
pediatrics, pharmacy, process improvement, psychology, 
psychiatry, quality and safety, risk management, social 
work and women’s health.24  

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

1 McKeon, J. F. (2019, December 5). Assembly bill, No. 6062; State 
of New Jersey 218th Legislature. www.njleg.state.nj.us/2018/bills/
a9999/6062_i1.htm.

2  NJ Assembly Democrats. (n.d.). McKeon introduces bill to 
expand Horizon service offerings, bolster care solutions for NJ 
residents. NJ Office of Legislative Services. www.assemblydems.
com/mckeon-introduces-bill-to-expand-horizon-service-
offerings-bolster-care-solutions-for-nj-residents.  

3  Vecchione, A. (2019, December 4). Murphy administration, 
consumer groups wary of Horizon conversion. NJ Biz. https://
njbiz.com/murphy-administration-consumer-groups-wary-
horizon-conversion/.

MDADVISOR 23



4  Livio, S. K. (2019, November 26). N.J.’s largest insurer wants 
corporate makeover, lower taxes. Lawmakers eager to help. 
NJ.com. www.nj.com/business/2019/11/njs-largest-insurer-
wants-corporate-makeover-lower-taxes-lawmakers-eager-to-
help.html.

5  Sweeney gives support to Horizon legislation [Press release]. 
(2019, November 25). Insider NJ. www.insidernj.com/press-
release/sweeney-gives-support-horizon-legislation. 

6  Consumer advocates call on NJ legislature not to rush health 
insurer legislation through lame duck [Press release]. (2019, 
December 3). Insider NJ. www.insidernj.com/press-release/
consumer-advocates-call-nj-legislature-not-rush-health-insurer-
legislation-lame-duck/.

7  Sweeney, S. (2019, December 5). Senate bill, No. 4204; State  
of New Jersey 218th Legislature. www.njleg.state.nj.us/bills/
BillView.asp. 

8  NJ State Democrats. (2019). Sweeney bill would protect workers 
against ‘misclassification’ [Press release]. www.njsendems.org/
sweeney-bill-would-protect-workers-against-misclassification/.

9  National Federation of Independent Business. (2019, November 
13). NJ independent contractor bill to create turmoil for small businesses 
and their clients. www.nfib.com/content/nfib-in-my-state/new-
jersey/nj-independent-contractor-bill-to-create-turmoil-for-
small-biz.

10  Aument, R. (2019, November 19). Senate bill, No. 
572; General Assembly of Pennsylvania Session of 2019. 
www.legis.state.pa.us/cfdocs/billinfo/billinfo.
cfm?Syear=2019&sind=0&body=s&type=b&bn=572.

11  Hardison, E. (2019, December 1). Amid opposition from 
physicians, Wolf signs bill tightening opioid prescription rules. 
Pennsylvania Capital Star. www.penncapital-star.com/health-care/
amid-opposition-from-physicians-wolf-signs-bill-tightening-
opioid-prescription-rules.

12  State of Connecticut, Office of the Governor. (2019, December 
5). Governor Lamont announces historic partnership between state  
and hospitals [Press release]. https://portal.ct.gov/office-of- 
the-governor/news/press-releases/2019/12-2019/ 
governor-lamont-announces-historic-partnership-between-
state-and-hospitals.

13  Phaneuf, K. M. (2019, December 5). Hospitals to receive $1.8 
billion to settle provider tax lawsuit against Connecticut. 
The Day. www.theday.com/statenortheast-news/20191205/
hospitals-to-receive-18-billion-to-settle-provider-tax-lawsuit-
against-connecticut.

14  Gaines, D. E. (2019, November 22). Maryland lawmakers 
to pursue flavored vaping ban. Maryland Matters. www.
marylandmatters.org/2019/11/22/maryland-lawmakers-to-
pursue-flavored-vaping-ban.

15  Broom, S. (2019, November 27). Maryland to consider banning 
flavored vape products. WUSA9. www.wusa9.com/article/
news/health/maryland-considers-banning-flavored-vape-
products/65-afa7e585-244c-4211-a26c-74226c1b34df.

16   Raimondo, G. (2019, September 25). State of Rhode Island 
Executive Order 19-09: Protecting Rhode Island youth against the harms 
of vaping. www.governor.ri.gov/documents/orders/executive-
order-19-09.pdf.

17  Ducharme, J. (2019, October 15).  As number of vaping-related 
deaths climbs, these states have implemented e-cigarette 
bans. Time. https://time.com/5685936/state-vaping-bans.

18 Rhode Island Office of the Governor. (2019, September 25). 
Raimondo takes executive action to combat public health crisis of 
e-cigarette use among young people [Press release]. www.ri.gov/
press/view/36788.

19  Doiron, S., & Nesbitt, R. (2020, January 7). Health officials 
mull whether to make flavored vaping ban permanent in RI. 
WPRI.com. www.wpri.com/news/local-news/providence/
health-officials-mull-whether-to-make-flavored-vaping-ban-
permanent-in-ri/.

20  Cheh. M. (2019). Councilmember Cheh moves to ban flavored 
e-cigarettes in the district [Press release]. www.marycheh.com/
release/councilmember-cheh-moves-to-ban-flavored-e-
cigarettes-in-the-district.

21  West Virginia Legislature’s Office of Reference & Information. 
(2019, October 1). Legislators and activists plan two state insulin 
caravan to Canada [Press release]. www.wvlegislature.gov/news_
release/pressrelease.cfm?Release=2665.

22  Associated Press.  (2019, December 9). West Virginians head 
to Canada to find affordable insulin. The Washington Post. www.
washingtonpost.com/national/health-science/west-virginians-
head-to-canada-to-find-affordable-insulin/2019/12/09/
b8b04e6a-1a82-11ea-977a-15a6710ed6da_story.html.

23  Office of the Governor, Virginia. (2019, December 9). Governor 
Northam announces budget proposals to combat maternal and infant 
mortality, reduce racial disparity [Press release]. www.governor.
virginia.gov/newsroom/all-releases/2019/december/headline-
849796-en.html.

24  Miller, J. P. (2019). Department of Correction receives Christiana Care 
review of correctional healthcare system [Press release]. Delaware 
Department of Correction. https://doc.delaware.gov/assets/
documents/newsroom/2019/19press1205.pdf.

MDADVISOR   |    Winter 202024



ADUBATO: WHAT ARE INEQUITIES IN HEALTH, AND 
WHY DO THEY MATTER? 
Williams-Riley: First, people need to understand equity, 
as it is not the same thing as equality. Equity means 
endeavoring to meet people where they are and giving 
them sufficient resources to move forward to live  
better lives. 

ADUBATO: WHY SHOULD WE ALL BE CONCERNED 
ABOUT HEALTH EQUITY?  
Atkins: Equity really is about opportunity. I think we all  
want to live in a free and just society where there is 
opportunity for all. We aim to close the gap between those 
with the least and those with the most resources, so that 
everyone has an opportunity for a long, healthy life. 

ADUBATO: DR. JARRETT, WHAT ABOUT CHILDREN? 
HOW CAN WE FOCUS ON THOSE WHO ARE THE MOST 
VULNERABLE TO THE HEALTH INEQUITIES THAT EXIST 
EVERY DAY? 
Jarrett: We have to understand that your health is not  
based only on genetics. It is also based on the environment 
you grew up in and the environment you live in. If children 
live in an environment where they don’t have access  
to good food and good schools, it will affect their health.  
It makes sense economically and socially for us all to  
be healthier.

ADUBATO: DR. JARRETT IS TALKING ABOUT THE 
IMPORTANCE OF CONSIDERING THE SOCIAL 
DETERMINANTS OF HEALTH, INCLUDING 
FACTORS SUCH AS RACE, INCOME, HOUSING, 
TRANSPORTATION AND VIOLENCE IN THE 
COMMUNITY AND IN THE HOME. WHAT ABOUT 
ACCESS TO HEALTHCARE SERVICES? HOW DOES THAT 
FACTOR IN TO HEALTH INEQUITY?  
Clarke: Even when people have healthcare entities right 
next door to them, they still lack access. We have Federally 
Qualified Health Centers in the community that enable 
residents to come in and see a board-certified physician. 
Yet it is still challenging to get residents to come through 
the door. We serve 49,000 patients in Newark, East 
Orange, Orange and Irvington. We have extended our 
hours of operation, but between 4:30 and 7:00 p.m. the 
health center remains empty. People still don’t believe  
that it is open for them to come in. There are people living 
right next door to the health center who we have to beg  
to come in. 

ADUBATO: SOME PEOPLE WOULD SAY THAT THIS  
IS WHY MEDICAID EXISTS. HOW DO YOU RESPOND  
TO THAT? 
Williams-Riley: Often systems and policies are put in 
place to serve a certain population without taking into

Bridging the Health Equity Gap: 
A PANEL DISCUSSION WITH NEW JERSEY HEALTHCARE LEADERS

By Steve Adubato, PhD

* Holy Name Medical Center and the Robert Wood Johnson Foundation are supporters of the 
Caucus Educational Corporation’s healthcare programming.

Steve Adubato, PhD, recently sat down with Pamela Clarke, PhD, MBA, President and Chief Executive Officer of the Newark 
Community Health Centers, Inc.; Adam D. Jarrett, MD, MS, Executive Vice President and Chief Medical Officer at Holy Name 
Medical Center*; Elizabeth Williams-Riley, President and CEO of the American Conference on Diversity; and Bob Atkins, PhD, 
RN, Director of New Jersey Health Initiatives at the Robert Wood Johnson Foundation*, for a discussion for his public television 
series Think Tank with Steve Adubato. This panel of healthcare experts discussed the health equity gap, the connection 
between health equity and income inequality and the importance of sensitivity training in healthcare facilities. The following is 
adapted from that discussion. 
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consideration all populations. If certain folks weren’t in  
mind when the policy was created, they are likely to 
continue to be marginalized out of the system. When it 
comes to programs like Medicaid, who has access to them? 
Who is actually qualified for the program and has a person 
to tell them how to fill out the paperwork and let them 
know what’s available to them? If they don’t have that 
level of education and understanding of what is accessible, 
they tend not to get involved. Or if people have been 
burned by the system or have been treated unfairly by the 
system, they tend not to participate, even if the service was 
intended for them.

ADUBATO: IF SOMEONE SAYS, “OKAY, I’D LIKE TO 
HELP CLOSE THESE INEQUITIES BETWEEN THOSE 
WHO ARE GETTING THE HEALTHCARE THEY NEED 
AND THOSE WHO ARE NOT,” ARE THERE TANGIBLE 
WAYS TO HELP CLOSE THAT GAP? 
Jarrett: There are, but it’s not inexpensive. Medicaid is 
great, but it doesn’t really cover the cost of care. If you 
look at what providers are paid when they see a Medicaid 
patient, it is pennies compared to what they need, in some 
cases, to run a small business like a medical practice. 
Because those reimbursements are so low, the vast 
majority of doctors in Bergen County, where I am, don’t 
accept Medicaid. We are doing a better job of getting 
primary care doctors to take Medicaid, and that’s great, 
but there are still huge gaps with specialists, such as 
neurosurgeons or gastroenterologists. We are also still 
seeing a lot of uninsured people. I recently saw a report 
indicating that this was the first year [2019] since the 
Affordable Care Act was enacted that the uninsured  
rate went up.

ADUBATO: WHAT ABOUT THE FACT THAT THE 
AFFORDABLE CARE ACT WAS SUPPOSED TO TAKE 
CARE OF THE INEQUITIES THAT EXISTED AND 
PROVIDE HEALTH INSURANCE FOR THOSE WHO HAVE 
HISTORICALLY BEEN DENIED THAT COVERAGE? 
Atkins: The Robert Wood Johnson Foundation’s focus 
has been on shifting the conversation from talking about 
what happens in the acute care setting, which is always 
going to be important, to discussing what happens in 
the communities where we work, play, live and learn. 
For example, in my experience as a nurse working at 
East Camden Middle School, one of the most child-
dense communities in New Jersey, I saw issues that went 
beyond the healthcare system that explained why children 
didn’t come to school, such as not having enough food 
in their stomachs. We know it is much easier to prevent 
problems than to reverse them. The Foundation is focused 
on thinking about the social determinants of health and 

how we can engage more voices in this conversation. We 
can’t be focused just on talking to healthcare systems and 
physicians. We also have to involve transportation and 
housing directors, faith-based groups and youth. We need 
to figure out how get them all in the conversation because 
it’s going to take everyone pulling in that direction to  
effect change. 

ADUBATO: SO, WE CAN’T TALK ABOUT HEALTHCARE 
WITHOUT TALKING ABOUT ALL OF THESE OTHER 
ISSUES, WHICH GETS VERY COMPLICATED. 
Clarke: We have to prepare to help people help 
themselves. For example, at the Federally Qualified 
Health Center, we assisted people to sign up for insurance 
through the Affordable Care Act by training application 
counselors. These are people who help applicants navigate  
the marketplace. Sometimes, residents come in and find 
out that they don’t qualify because their income does not 
match the premiums that they have to pay. The bottom 
line is that they may be able to move over to Medicaid, 
where they can register for NJ FamilyCare. Without this 
assistance, they may never have even known that they are 
eligible for Medicaid. 

ADUBATO: WE’RE TALKING ABOUT HOW HARD IT IS 
FOR PEOPLE TO NAVIGATE THE SYSTEM. HOW CAN 
WE IMPROVE THE PROBLEM, IF NOT FIX IT? 
Jarrett: At Holy Name Medical Center, we focus on what 
we call culturally competent care. We want to make sure that 
we provide care that meets the needs of the individual 
based on culture, race and gender. For example, we have 
found that members of the Asian community in Bergen 
County are not big fans of health insurance. They may not 
understand the need for or the value of health insurance, 
especially within the older Asian community, because they 
are often immigrants who do not have much experience 
with these programs.

ADUBATO: SO HOW DO WE CLOSE THE GAP IN  
THAT COMMUNITY?  
Jarrett: We went out and did something very similar to 
what the FQHC [Federally Qualified Health Center] did. We 
brought navigators to the table and helped people sign up 
for the Affordable Care Act, and we were very successful. 
But it is not easy; it is labor intensive, and you don’t get 
paid for it. We did it because we wanted to help people  
get insured. The incentive is the desire to help the 
community that you serve, and to make sure that 
the providers who are caring for that community are 
reimbursed by insurance companies. 
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ADUBATO: IF A CLINICIAN IS NOT PARTICULARLY 
CULTURALLY COMPETENT, HOW DOES THAT IMPACT 
THE HEALTH INEQUITY GAP?  
Williams-Riley: I often get that question about cultural 
competency, and I always challenge the notion of that 
term. How do you become competent in dealing with 
humanity? You live it. When you talk about humanity, it 
comes down to how well you treat individuals. People are 
multi-dimensional. You can’t take just one gender or one 
race and think of everyone in that group as having one 
identity. You are always going to have diversity and varied 
experiences within any group. 

Jarrett: Culturally competent care starts with treating 
every patient as an individual, but it also requires a bigger 
cultural understanding. If you run a hospital that takes care 
of a Jewish community, you better have a Sabbath elevator 
and a Sabbath room. You have to understand how to talk 
to a member of the Jehovah’s Witness community about 
getting blood. So when it comes to culturally competent 
care, where I would agree with you but also disagree 
a little bit, is that you absolutely have to start with the 
premise that every person deserves to be treated as an 
individual, but you also have to be aware of the needs 
of the community you are serving so you can create a 
welcoming environment where patients are willing to get 
the care that they need. 

ADUBATO: IS THERE ANY CORRELATION BETWEEN 
THE STEREOTYPES HELD BY PROVIDERS IN THE 
HEALTHCARE COMMUNITY ABOUT CERTAIN GROUPS 
OR COMMUNITIES AND THE HEALTH EQUITY GAP? 
Atkins: These stereotypes definitely contribute to the gap. I 
want to go back to Elizabeth’s [Williams-Riley] point about 
the importance of policy and system changes. We need to 
ensure that we have many different diverse voices around 
that table. We know too many people who are not at the 
table, such as youth and the LGBTQ community. If different 
populations aren’t there to speak for themselves, we’re 
going to miss some important points of view. For example, 
if you want to understand school absenteeism, you have 
to hear from the youth to truly understand why they’re not 
coming to school. Maybe it’s because they’re taking care of 
younger siblings or because there are transportation issues 
or housing issues. We only learn this if the right people are 
at the table.

ADUBATO: HOW CAN PEOPLE BECOME EMPOWERED 
TO ADVOCATE FOR THEMSELVES? 
Clarke: Tell people they are empowered to do certain 
things. Educate people on what they need to do and what 
they need to ask for when they come to a health center 
looking for care. We are talking about cultural competency 

right now, but is anyone thinking about the person who is 
actually supposed to apply that competency to the person 
coming through the door? Everybody has their own ideas 
and views about cultural changes and differences, and they 
come to work with those ideas. Now we’re promoting the 
need to educate people on cultural competency, but does 
that education really convert the person’s mindset when 
somebody comes in the door, and they are faced with it? 
You also have to ask the question, how do we empower 
the consumers of healthcare so that they can also help the 
person who is providing the care? 

ADUBATO: CAN WE GENUINELY, AS A SOCIETY, HELP 
PEOPLE ADVOCATE FOR THEMSELVES TO REDUCE 
THE HEALTH EQUITY GAP? 
Jarrett: Yes, and we need to, but it is a challenge. People 
need to have access to healthy food, but they also need to 
make the choice to eat right. People need to have access 
to medication, and they also need to be responsible 
for taking the medication that is prescribed for them. 
Before I was a Chief Medical Officer, I was in practice as a 
primary care doctor for 15 years. I took care of a caucasian 
population in Bergen County who did not have a lot of 
inequity. However, despite having access, they still were 
non-compliant. They didn’t always take their medicine or 
eat right or exercise. I believe this demonstrates multiple 
layers of problems. First, you have to create access, and  
then you have to teach people the importance of 
compliance and making healthy choices.

Williams-Riley: I think we have to understand that 
healthcare is self-care, and it is collaborative work. If we 
are not all working together toward that common goal, it 
isn’t going to happen. The gaps won’t close; they will only 
get wider. 

 
 
 

 
 

Steve Adubato, PhD, is a four-time Emmy® Award-
winning anchor for Thirteen/WNET (PBS) and NJTV 
(PBS), and has appeared on the TODAY Show, CNN and 
FOX as a media and communication expert. Steve 
anchors three television series produced by the Caucus 
Educational Corporation (CEC): Think Tank with Steve 
Adubato, State of Affairs with Steve Adubato and One-on-One 
with Steve Adubato.
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An Interview with Judith M. Persichilli, RN, BSN, MA:

MDAdvisor: What is the significance of being the first 
nurse to serve as the Commissioner of Health?

Persichilli: It is surprising to me that there hasn’t been a 
nurse in this role already. Nurses just put their heads down 
and do the work. Many of them rise to significant positions 
within hospitals and health systems and community health 
services. They are able to integrate their clinical knowledge 
with business acumen. They are doing great things, but as 
with most women-dominated professions, they are not in 
the forefront. They are always in the background doing the 
work, so they often don’t get recognized and considered 
for positions where they could really use what they have 
learned and experienced to bring about better healthcare. 
I know many women who started their careers as nurses 
who could fill this role.

MDAdvisor: How has your background in the private 
sector as a hospital executive prepared you for your 
role as Commissioner?

Persichilli: The lessons that I’ve learned in the private 
sector really have helped me understand that we, at 
the Department, have to integrate all that we do within 
public health and public service and government with the 
realities of how health systems are run and how change 
is affected. We need to admit that the business model 
of healthcare has been stuck in two areas for almost a 
century—the doctor’s office and the hospital—where 

more than 50 percent of the money is spent. That’s what 
we need to change. We want to move toward prevention 
and community health, but that doesn’t happen with the 
stroke of a pen or legislation. It happens through sound 
stakeholder involvement and change management, 
processes that the private sector uses all the time when  
it introduces a new product or integrates a new hospital 
into a system. We’re learning internally at the Department 
to use those same principles, not only with other 
departments and the Governor’s office, but also with 
stakeholders outside of the Department.

MDAdvisor: What are your top priorities while serving as 
Commissioner of the New Jersey Department of Health?

Persichilli: I like to put my priorities into two buckets: 
strategic and tactical. The tactical priorities consist of tasks 
that have gone on for years at the Department; they’re 
what we confront every day. These include epidemiological 
studies, vital statistics and the reporting and follow up 
of outbreaks.  These activities will continue day by day, 
and they have to be handled in short time frames. Then 
we have the longer-term strategic priorities, such as 
improving health and lowering healthcare costs. If we 
want to improve health for New Jerseyans, we have to start 
with improving maternal health, morbidity and mortality. 
A black woman in New Jersey is five times more likely to 
die due to pregnancy complications than a non-Hispanic 

The New Jersey Senate confirmed Judith M. Persichilli, RN, BSN, MA, as Commissioner of the New Jersey 
Department of Health on January 9, 2020. Commissioner Persichilli, whose nomination was announced by Governor 
Phil Murphy in June 2019, has served as Acting Commissioner since August 2019. She is the first registered nurse 
to become the state’s Health Commissioner. Commissioner Persichilli was President Emerita of CHE Trinity Health 
and most recently served as the Acting CEO of University Hospital in Newark, New Jersey. She is a former MDAdvisor 
Editorial Board member and a 2011 recipient of the EJI Excellence in Medicine Awards in the Outstanding Healthcare 
Executive category. Commissioner Persichilli recently responded to questions posed by MDAdvisor staff about her 
goals and priorities at the Department of Health and the challenges facing New Jersey healthcare providers.
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Janet S. Puro, MPH, MBA

MDADVISOR   |    Winter 202028



white woman, regardless of socioeconomic status and 
education. Black infant mortality in New Jersey is also an 
issue. Our ultimate goal is to make New Jersey the safest 
place to have a baby. Another priority is combatting the 
opioid epidemic. In New Jersey, there are on average eight 
overdose deaths and 40 doses of Narcan given in the 
field every day. If you put those two statistics together, 
you realize that the epidemic is not going to be stopped 
overnight. Strategically, we need to use some of the same 
principles for maternal health and the opioid epidemic. 
It starts with granular data that can help identify where 
the hot spots are, so we can move to action in a targeted 
way. The Department has put together a Maternal Health 
Hospital Report Card (https://nj.gov/health/maternal/

morbidity/mhh_reportcard/) (as shown in Figure 1), which 
is the only report card in the nation that calls out specific 
hospitals and racial and ethnic disparities. We have 
done the same thing with an interactive Overdose Data 
Dashboard (www.state.nj.us/health/populationhealth/
opioid/) that is organized by county and displays opioid 
and other drug-related overdose indicators, including 
numbers of overdoses, deaths and associated emergency 
room visits. (See sample data in Figure 2.). That data drives 
the action. Lastly, I think we have to start really focusing 
on end-of-life issues and educating people about hospice 
and palliative care services, so that, along with legislative 
mandates, people feel empowered to make the best end-
of-life decisions for their own circumstances.

Figure 1. Maternal Health Hospital Report Card

SOURCE: State of NJ Department of Health.  New Jersey Maternal Data Center. NJHealth.  Copyright 2020 by the State of New Jersey. Reprinted with permission. 
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MDAdvisor: Has the state seen any improvement in 
curtailing the opioid epidemic?

Persichilli: The Governor recently announced that preliminary 
2019 year-end data indicates an approximate three percent 
decrease in the number of individuals lost compared to 
2018, and a six percent decline in the number of opioids 
prescribed statewide. To some, that may not sound like a 
very significant improvement, but even reaching a plateau is 
a big improvement from the trends of the recent past. One 
of the areas we are focusing on is harm reduction. At the end 
of the day, we cannot force people into treatment if they are 
not ready. Our harm reduction centers offer a welcoming, 
non-judgmental place for people suffering from substance use 
disorders, where they can receive care, testing, counseling, 
sterile needles and strips to test their drugs for fentanyl. The 
stigma of substance use disorder is still very present. We need 
to understand that addiction is a true disease and that people 
need help. Some have a genetic predisposition to addiction, 
and some are motivated by traumatic childhood experiences. 
Our statistics show that of the individuals who enter our harm 
reduction centers, the percentage who go to follow-up care 
and who go into treatment is higher. We have seven centers 
now in New Jersey, and we would like to have more, which 
requires a municipal ordinance. So the challenge is trying to 
break down the stigma and acknowledge the fact that these 
people deserve the dignity and the respect that these centers 
give them. We have used our data to know where to focus our 
efforts, and I know these centers are making a difference in 
the lives of individuals battling addiction.

MDAdvisor: What is New Jersey’s 
stance on vaping, and what 
is the Department doing to 
educate and protect our citizens 
from the risks of vaping?

Persichilli: The lung injuries 
related to vaping recently 
reported across the nation were 
unusual occurrences all at once, 
equating to an outbreak of a 
non-communicable disease. We 
have seen a significant increase 
in vaping among underage 
individuals in just a two-year time 
frame. Studies have shown that 
nicotine is more addictive than 
heroin or cocaine, and some of 
the vape cartridges have nicotine 
amounts similar to what is found 
in a pack of cigarettes. We know 

that flavored vape products are enticing to underage 
individuals. The Electronic Smoking Device Task Force that 
I led made a number of recommendations, one of which 
was to ban flavored vapes, and Governor Murphy just 
signed a bill to do just that. The Task Force made additional 
recommendations, and the Legislature has the will to 
continue looking at additional precautions.

MDAdvisor: Should healthcare providers in New Jersey 
be aware of any recent developments with New Jersey’s 
Medicinal Marijuana Program? 

Persichilli: The Medical Marijuana Program is going really 
well. The Governor has expanded the eligible diagnostic 
categories and we’ve seen about 40,000 additional people 
sign up to participate in the program. Personally, coming 
from a nursing background, I support individualized plans 
of care where people are given the knowledge to make 
their own choices about all the options, including medical 
marijuana and cannabidiol (CBD). What works for one 
person may not work for another.

MDAdvisor: One of the recent threats to health around 
the world is the coronavirus. What steps is New Jersey 
taking to protect its residents from the outbreak?    

Persichilli: As soon as we began to get alerts from the 
Centers for Disease Control and Prevention (CDC) about 
the first outbreak of coronavirus, we immediately began 
to monitor the outbreak and initiate a response team. On 
February 3, Governor Murphy signed Executive Order No. 
102, establishing the Coronavirus Task Force to coordinate 
all state efforts to appropriately prepare for and respond 

Figure 2. NJ Overdose Data Dashboard

SOURCE: State of NJ Department of Health. NJ Overdose Data Dashboard. NJHealth. Copyright 2020 by the State of New Jersey. 
Reprinted with permission.  
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to the public health hazard posed by the novel coronavirus 
(2019-nCoV).The Department of Health is prepared to do  
what needs to be done to protect the residents of 
New Jersey. We continuously work with the CDC, local 
authorities and local health departments. As an aside, most  
residents aren’t aware of the significant role of our local 
health departments, whether we’re talking about lead 
poisoning, or vaping, or outbreaks or animal shelters. I 
think people just assume local health officers only inspect 
restaurants, but that is not the case at all. The health 
officers are the unsung heroes of our communities.

MDAdvisor: Mandatory vaccinations is a topic the 
New Jersey Legislature has been taking on. What 
is the Department of Health’s role in the push for 
vaccinations, and how can physicians support  
these initiatives?

Persichilli: There is some real emotion surrounding this 
issue. Some people want to be able to make their own 
decisions about their children, and I get that. Then there 
are others who really feel that the science is saying that 
vaccinations cause autism, which is not the case. Of course, 
we know that every vaccination, or every pill you take, 
has side effects for some individuals. From a public health 
perspective, we support herd immunity. We need about 95 
percent of people to be vaccinated to interrupt the spread 
of a disease. The measles outbreak in New York taught us a 
lot. Measles is one of the most contagious diseases in the 
world, and it can kill, particularly young children. We have 
an obligation to protect as many people as we can. 

MDAdvisor: What are the greatest challenges facing 
New Jersey hospitals?

Persichilli: We are one of the most diverse and populous 
states in the nation, but, overall, I don’t think our 
challenges differ all that much from other states. We are 
an extremely welcoming state and have seen significant 
increases in undocumented residents. We are also now 
seeing a slight uptick in charity care for some hospitals, 
which is challenging them and their bottom line. We do 
have a percentage of hospitals that are really struggling. 
The transparency bills that have just been signed into law 
really assist the Department in being more vigilant and 
provide an early warning system, so the elected officials 
and county and municipal officials will be aware when a 
hospital is having difficulty. We have meetings every Friday 
just on that issue. 

MDAdvisor: What are the most important changes 
coming to healthcare in the upcoming years?  

Persichilli: We haven’t focused enough on artificial 

intelligence and then the use of technology to promote 
better health and better healthcare at a lower cost. I think 
the whole advent of wearables that will allow people 
to manage their own care with connectivity to central 
hubs that can predict when things are going good or bad 
will become significant. We haven’t yet harnessed the 
disruptive technologies that can make a real difference 
in how people are cared for, both in suburban and urban 
environments. I hope that the academic centers in our 
state will aim to be on the cutting edge of some of this 
technology, along with our large hospital systems. 

MDAdvisor: The annual EJI Excellence in Medicine 
Awards program is coming up in the spring, and the 
mission of the program is to provide scholarships to 
medical and healthcare students in New Jersey. How 
important is it to be able to keep our medical talent 
here in New Jersey? 

Persichilli: There’s a dearth of primary care physicians, 
particularly in challenged environments and urban 
centers. We train excellent students and then they leave 
for fellowships and don’t come back. We need as much 
help as we can get. Giving scholarships to students with 
the encouragement to see New Jersey as a great place to 
practice is one of the most important things you can do.

MDAdvisor: What has surprised you the most about your 
role as Commissioner so far?

Persichilli: I would have to say my biggest surprise is how 
much is accomplished with the small group of people we 
have at the Department of Health. They are a very efficient 
group, and they get things done. Sure, there are delays in 
certain areas, but at the end of the day when you look at all 
that has to get done, it’s pretty exciting. I’ll use vaping as 
an example. We jumped on it right away and put together 
the Task Force, by executive order of the Governor, and 
we had a report done in three weeks. I’m happy to say 
that the team has some of the longest tenured public 
employees, and I don’t want any of them to retire. Serving 
as Commissioner is a real privilege for me at this point 
in my career and I appreciate the opportunity to help the 
residents of New Jersey.  
 

 
Catherine E. Williams is Senior Vice President, Business 
Development and Corporate Secretary, and Janet 
S. Puro, MPH, MBA, is Vice President of Business 
Development and Corporate Communications, at 
MDAdvantage Insurance Company.
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Armstrong: It is helpful to start with an historical legal 
overview of those precedents that inform and authenticate 
our newly minted Aid in Dying Act, which mirrors those 
of our sister states California, Colorado, Hawaii, Maine, 
Montana, Oregon, Vermont and Washington and the 
District of Columbia. Let me simply call the roll of relevant 
cases: Quinlan, Conroy, Jobes, Peter, Farrell, Grady, Cruzan, Vacco 
v. Quill and Washington v. Glucksberg. All of these cases 
have historic importance, and I would like to underscore 
that New Jersey has been a leader in this area since 1975. 
The New Jersey Supreme Court has the richest body of 
decisional law in the world, recognizing and vindicating the 
right of each of us to make decisions concerning accepting, 
foregoing or trying proposed medical treatments.

We must begin in 1975 with the landmark 
case of Karen Ann Quinlan, as it was the first 
case to address these issues. The unanimous 
decision by the New Jersey Supreme Court 
on behalf of Karen Ann Quinlan, who was an 
incompetent patient in what is known as a 
persistent vegetative state, was important 
for three reasons. First, the ruling recognized 
that each of us has a constitutional privacy 
right to make fundamental medical 
decisions. We do not have a right to die, but 
we do have a right to make fundamental 
decisions while we’re dying, which is an 
important distinction. Second, if we are 
incompetent or become incompetent, our 
loved ones are able to make treatment 
decisions for us. Third, to obviate the 
necessity for court participation and to 
disabuse doctors of potential civil or criminal 
liability, the Quinlan decision suggested 
the deployment of an ethics committee in 
the belief that medical decisions are best 
made at the bedside and not in an American 
courtroom. The New Jersey Supreme Court, 

New Jersey’s Medical Aid in Dying 
for the Terminally Ill Legislation: 
A Discussion by a Panel of Experts

Edited by Hon. Paul W. Armstrong, J.S.C. (Ret.), and Janet S. Puro, MPH, MBA

On October 30, 2019, a panel of experts 
convened at the Edward J. Bloustein School of 
Planning and Public Policy to discuss the legal, 
ethical and logistical issues associated with 

New Jersey’s Medical Aid in Dying for the Terminally Ill Act. 
The distinguished panelists included the Honorable  
Paul W. Armstrong, J.S.C. (Ret.); Senator Christopher “Kip” 
Bateman; Andrew Falzon, MD, New Jersey Chief State 
Medical Examiner; Joseph Fennelly, MD, Chairman Emeritus 
of the Medical Society of New Jersey’s Biomedical Ethics 
Committee; Cathleen D. Bennett, Esq., President and CEO, 
New Jersey Hospital Association; and bioethicist  
T. Patrick Hill, PhD.

From left: Andrew Falzon, MD; Raphael J. Caprio, PhD; Cathleen Bennett, Esq.; 
Hon. Paul W. Armstrong, J.S.C. (Ret.); Senator Christopher “Kip” Bateman;  
T. Patrick Hill, PhD; Joseph Fennelly, MD. 
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in the Conroy and Jobes cases, later expanded the law 
to include artificial nutrition and hydration as similar to 
a respirator, chemotherapy and dialysis, and pointed 
out there is no distinction between making decisions 
to withdraw or withhold treatment regarding these 
modalities.

The U.S. Supreme Court has dealt with the question 
whether the U.S. Constitution contemplated and 
recognized the right of physician aid in dying in only 
two cases. Cruzan was the first, and then Vacco v. Quill and 
Washington v. Glucksberg were consolidated by the U.S. 
Supreme Court. In finding that the Constitution neither 
embraced nor forbade the practice of physician aid in 
dying, the Supreme Court underscored the Doctrine of 
the Laboratory of the States, which allows individual state 
legislatures and courts to implement laws that weren’t 
contemplated by the Constitution. With New Jersey’s Aid 
in Dying legislation, the state is again at the forefront as a 
laboratory of the state, now joining a minority of our sister 
states in a profound experiment dealing with the most 
sacred of individual decisions concerning life and death.

Hill: I would like to provide a broad ethics framework 
within which we can assess the Aid in Dying legislation. 
Ethics exists to answer a fundamental question to 
humanity, and that is, what should I do? Human beings are 
always engaged in activity, and so the question of what 
should I do is of enormous importance, especially because, 
as human beings, we can do so many things. But of all that 
we can do, it is not always clear what we should do. It is, 
at the same time, only when we can do something that it 
becomes logical or rational to say, “Well, should we do it?” 
This is precisely the question that confronts us as we’re 
considering this Aid in Dying legislation. It takes two forms. 
First, should a competent terminally ill patient request 
medical aid in dying? Second, should a physician comply 
with a patient’s request for aid in dying? My response to 
both questions is yes.

Within the context of a patient–physician relationship, 
it seems clear that physicians are obligated to at least 
be willing to participate in the conversation about end-
of-life options. We are used to speaking of the medical 
relationship as though it is a professional one between 
physician and patient, but clearly it’s much more than 
that. It’s actually a relationship between two persons, 
one of whom happens to be a doctor and the other who 
happens to be a patient. In that sense, it is fundamentally 
a moral relationship. To refuse a request for aid in dying 
is to practice medicine not for the good that it can do, 
but so that nothing is left undone, and that is irrational. 
And if it is irrational, then it is contradictory to ethical 
reasoning, which is based on the use of the application of 
right reason and conformity with human nature. It assumes 
that the patient is still living, when the patient is doing 
something quite different. The patient is dying. The moral 

question is no longer, what is a good life? The moral and 
compelling question now is, what is a good death? Imagine 
the difficulty that must face the patient dying of a terminal 
condition. Ethically speaking, it seems to me that this is the 
ultimate moral challenge. 

There is no greater abdication of fiduciary responsibility 
than for a physician to refuse that informed voluntary 
request for assistance. The legislation, in allowing the 
physician to refuse to participate, turns its back on the 
patient in taking with one hand what it has just given 
with the other. I believe a physician is responsible for 
responding, and responding positively. This is going to 
be a serious challenge for healthcare providers because 
it is a reversal of what has been the traditional doctor–
patient relationship, where the physician is the responder 
to the needs of the body. Yet any medical uncertainty 
from the healthcare provider overwhelms the autonomy 
of the individual. At what point does that preoccupation 
submerge entirely the independence and the autonomy of 
the patient who is trying to make this decision? I certainly 
don’t want to underestimate the need for caution here, as 
this is an irrevocable decision, but my concern is that we 
are so conscious of caution that we actually underestimate 
the integrity of the patients trying to make this decision. 
This is novel ground for us, and it will require education 
for healthcare providers. But in the end, there has to be a 
presumption of competence on the part of the patient, and 
that has to be integral to this whole process.

Bateman: I voted for the Aid in Dying legislation that  
was sponsored by Senator Nicholas Scutari, Senator 
Stephen Sweeney and Senator Richard Codey in the 
Senate. When you’ve been in Trenton for a number of 
terms, and I’ve been fortunate and privileged to serve in 
the Senate since 2007, you vote on literally not hundreds 
but thousands of bills. Most of these bills go through 
without much controversy or debate. This particular 
legislation was one of the most controversial bills that I’ve 
ever had to vote on. I think it’s important to understand  
the historical perspective. This bill did not pass right away.  
It was first introduced in 2012. It went through three 
different legislative sessions, and it was vetoed by  
Governor Christie.

One of my priorities as a senator is to have an open-door 
policy, and I meet with any constituent or group that wants 
to talk to me about legislation or about problems that 
they may have. I did my due diligence on this legislation. 
I met with many people, including members of the faith 
community, doctors, constituents and senior citizens. I 
tried to get as much input as possible. I consulted with 
several experts in the profession, because this is not 
something that I took lightly. I didn’t want to play God 
by voting for this legislation, but I also heard from some 
individuals what they went through when they watched 
their loved ones suffer and die inch by inch.
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The bill finally passed the Senate with 21 votes, and I was 
the 21st vote. I was the only Republican to vote for it, 
and I did because I thought it was the right thing to do. 
I had strong feelings about it, particularly because the 
sponsor in the Assembly who made this his crusade was 
Assemblyman John Burzichelli. I knew his sister-in-law, 
Claudia. I went to school with her and considered her a 
good friend. Before she died, Claudia testified before a 
New Jersey State Assembly Health Committee about her 
own experiences struggling with a series of wrenching 
end-of-life situations, including her father’s suicide while 
struggling with Parkinson’s disease and other diseases. 
After a gut check on this, I felt that this is a personal 
decision, and I had no right to stop a person’s wishes to 
end their suffering at the end of life. What is right about the 
legislation is that it is completely optional. It’s interesting 
that in many of the states that have similar legislation, a 
number of people who request the medicine don’t actually 
go through with it.

This is new legislation, and the regulations haven’t caught 
up to it yet. It’s not perfect; I’m sure we’re going to tweak 
it. I know everybody doesn’t agree with my point of view, 
and that’s what our process is all about. We as legislators 
weighed all the information we received from the lobbyists 
and the medical community, including the perspectives of 
physicians and the Medical Society of New Jersey. That’s 
the legislative process. Time will tell whether it was the 
right decision, but I think it was.  

Bennett: I applaud the Legislature for grappling with what 
is an incredibly complex, ethically challenging topic. There 
is a need for something like the Aid in Dying Act because 
there are approximately 2.8 million deaths each year in the 
U.S., and about 22 percent of them (about 600,000) are 
due to cancer. Cancer is the second leading cause of death, 
with heart disease the first. 

New Jersey, as well as the rest of this country, has a lot of 
difficulty having conversations about death, and so when 
I consider the Aid in Dying legislation, I’m looking at it in 
terms of a broader context. If someone has a life-limiting 
illness, there should be conversations taking place and 
important questions asked. What type of life do you 
want to live? What’s the quality? What are your goals? 
What is the opportunity to engage with palliative care? 
As a healthcare provider, you are then walking through a 
process with the individual. That’s one of the things about 
this law that I think it got right. There isn’t an emergent 
situation, and you’re hitting the red button. This is a law 
where you know that you have a lengthy disease in front 
of you, and you can be having these conversations much 
earlier. I think that’s one of the big cultural changes that 
needs to take place not only in this state but also in the 
entire nation.

When implementing this legislation, New Jersey was 
able to look at other states that have established good 

practices to follow. Oregon implemented its legislation 
back in the early 1990s, so we were able to look at the 
policies and procedures that they implemented. The 
Department of Health is working on rules and regulations. 
As a representative of the New Jersey Hospital Association, 
I have worked with almost 400 members that provided 
feedback about the procedures that should be followed 
and how the requests that come in should be honored. 
We have worked with the Department of Health and have 
held conversations about the guidelines that should be 
implemented and how to apply the law as it is written. 
I think one of the key pieces still sitting out there and 
creating some uncertainty is that a temporary restraining 
order was entered, and it halted the law’s implementation 
on August 1, 2019. It went to the Appellate Division, where 
the temporary restraining order was suspended, and 
now the law is in effect while we wait for the New Jersey 
Supreme Court to take up the matter.  

Falzon: The New Jersey Department of Health (DOH) 
actually plays a limited role in the Medical Aid in Dying 
process. First, the Department plays a role in the licensing 
component, making sure that the policies and procedures 
are in place for all healthcare facilities that participate 
in the Act. Those rules and regulations will hopefully be 
promulgated in the near future. The other role of the DOH 
is data collection, which has been relegated to the Medical 
Examiner’s office because we have a statewide database 
that can accommodate these cases. We understand 
that confidentiality is of paramount importance in these 
cases, and we have enhanced our database security 
accordingly. The information is held in a special section of 
our database, and access is restricted to only a handful of 
people. The cases will all be handled at the state office and 
will not be reported to county medical examiners.

My role as the Chief State Medical Examiner is to perform 
a complete review of all deaths. My office ensures that all 
of the paperwork was filled out properly and that all of 
the statutory requirements have been fulfilled. We ensure 
that the cause and the manner of death are accurately 
documented. In the Aid in Dying cases, nowhere on the 
death certificate should the word suicide or drug overdose be 
present. These deaths are treated as natural deaths, where 
the official cause of death will reflect the underlying cause 
of death. For example, if somebody had terminal lung 
cancer, the cause of death would be lung complications 
of carcinoma, and the manner of death would be natural. 
Obviously, if there is an underlying condition that is not a 
natural disease, then it still becomes a medical examiner 
case. My office is also responsible for compiling statistics 
and putting together an annual report. I think that it will 
be important to monitor the cases, look for any trends 
and determine whether people are being assisted in the 
process by the same physicians and the same pharmacies. 
All of that information will be kept confidential.
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The law states that one of the important goals is to protect 
vulnerable adults from abuse. We are acutely aware that 
elder abuse is a real thing, and we plan to have trained 
investigators going through these cases to look for any 
evidence of potential abuse. 

Fennelly: The role of a physician includes the preservation 
of life, the protection of innocent and vulnerable third 
parties, the safeguarding of the integrity of the  
medical profession and the prevention of suicide. 
Physicians are often caught in a quandary, 
because we must deal with the halfway medical 
technologies that can prolong life, but also 
suffering. When the Biomedical Ethics Committee 
of the Medical Society of New Jersey had to take a 
position on the Aid in Dying legislation, we went 
from an opposing to a neutral position. There are 
strong points of view on both sides of this issue. 
We recognize that it is hard for most physicians to 
take on the role of someone who helps a patient 
end his or her life. 

Our profession is based on trust. When a patient 
wants to have a conversation about ending his 
or her suffering, I feel there is an obligation as a 
physician to take that trip. At the same time, I have 
full respect for those who, for moral, clinical, ethical 
and personal reasons, do not believe in it. We need 
those people, too. The population of New Jersey 
has a very diverse culture, including its physicians, 
and dying and death have different meanings for each of 
us, depending on our culture, religion and belief system. 

Regarding the issue of suicide versus medical aid in dying, 
I refer to the words of Vermont State Senator Claire Ayer, a 
registered nurse who moved along Vermont’s legislation, 
the Act Related to Patient Choice and Control at End of 
Life. Senator Ayer said, “Although it is easy to see the 
logic of framing the issue in terms of suicide, suicide is 
fundamentally different from medical aid in dying. Suicide 
is the rejection of life, a permanent solution to a temporary 
problem. Those who choose medical aid in dying embrace 
life. Medical aid in dying takes at least 15 days to follow 
the process. It requires an accurate diagnosis of a terminal 
condition and ensures that there are no other medical 
options to change the outcome of death. When it comes to 
families in medical aid in dying, they do not experience the 
adverse mental health effects suffered by family members 
of suicide victims. If we stop suicide, people may go on to 
productive lives. If we stop those who choose medical aid 
in dying, we have just prolonged their deaths and added to 
their suffering.”

There is certainly reason to be cautious with this 
legislation, but there are a number of requirements that 
can help safeguard the process. Taking the time to allow 
for careful consideration is critically important, as is 

the use of mental health professionals. It is also helpful 
and necessary to have a healthcare navigator, and this 
person should not be a physician. It should be someone 
who brings some objectivity and some wisdom into the 
situation. The navigator has to be meticulous about detail, 
have great compassion and be willing to deal with a great 
deal of uncertainty.  

Physicians are unable to predict with any certainty exactly 
the timeframe when a person is going to die, so we need 
to learn to manage the uncertainty. We need the courage 
to fail and to be uncertain, and we need to remember that 
we have the support of the law and the courts. Frances 
Arnold, the first woman to receive the Nobel Prize in 
Chemistry, observed that one has to give up the thought 
that you have control. You don’t. The best you can do is 
adapt, anticipate and be flexible, sense the environment 
and respond. Samuel Shem, the author of the classical 
satire The House of God, stated at a conference on humanism 
in medicine that all of us will suffer. It’s not optional. Some 
will suffer more, some less. The issue isn’t suffering. It’s 
how we walk through it and how we help others walk 
through it. 

Hon. Paul W. Armstrong, J.S.C. (Ret.), served as a New 
Jersey Superior Court Judge from 2000 to 2017 and is 
currently a Senior Policy Fellow (Judge in Residence) at 
the Bloustein Institute for Planning and Public Policy of 
Rutgers University, where he teaches healthcare ethics 
and law in its graduate programs. Janet S. Puro, MPH, MBA, 
is Vice President of Business Development and Corporate 
Communications at MDAdvantage Insurance Company.
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L ittle did I realize when I was moved to a first-class 
seat on a trip from Washington, D.C., to Boston 
that the gentleman next to me would soon become 

so significant to me. In the course of this brief trip, I 
learned that he was Dr. Daniel Federman, a physician at 
Massachusetts General Hospital, and he learned that I was 
a Catholic nun and a psychologist. Interested in this dual 
identity, he invited me to meet with him at Harvard Medical 
School, where he was Dean of Medical School Education. 
After we met a few times, he asked me to join a fairly 
new endeavor that Harvard had initiated. The program, 
Patient/Doctor III, was developed to provide students with 
an opportunity to reflect on their clinical rotations and 
to better integrate their cognitive abilities and medical 
skills with who they are as individuals. He thought my dual 
identity as a nun and a psychologist would be an asset.

In the first year, I was paired with Edward Lowenstein, MD, 
a renowned cardiac anesthesiologist; both of us were 
apprehensive—he because he had no group experience, 
and I because I was not a medical doctor. The first few  
meetings were difficult because I had to deal with the  
students’ projections about my being a nun and because my  
teaching style as a facilitator clashed with Dr. Lowenstein’s 
didactic methods. We weathered that first year and went 
on to work together for 18 years. In the last three years, we 
have been joined by Hasan Bazari, MD, from the Internal 
Medicine Department at Massachusetts General Hospital.

GROUP ORGANIZATION AND OBJECTIVES
The student groups are formed randomly, so one of the 
first tasks is to establish an atmosphere in which the 
students feel comfortable in sharing their experience 
on the wards. Establishing the value of trust and the 
importance of confidentiality and forming group cohesion 
are the key initial tasks. This is accomplished weekly 
by beginning with “check ins,” learning which rotation 
students are on and some of the highs and lows of the 
week. These experiences range from being present 
at a death or a birth for the first time, observing some 

dysfunctional behavior by a team, 
encountering discrimination as a person of color, dealing 
with an issue related to gender or sharing the excitement 
of seeing an unusual procedure. The group becomes a 
place where the students spend quality time considering 
the personal impact of such experiences—behaviors they 
see and want to emulate and behaviors that do not model 
the best of the medical profession. 

With six to eight people in the group, the amount of time 
that each student has to process his or her experience 
is limited. Built into the seminar, and a critical aspect, is 
the requirement that students write one- or two-page 
reflection papers about an issue or experience they have 
in the course of several weeks and one they want to 
spend more time considering how it relates to them 
personally. Three reflection papers are required in the 
course of the year, and it has been gratifying to see how 
students move from a position of reporting what 
happened to a real consideration of what the power of 
the experience was for them, what they learned from it 
and how it could be used to help shape their 
understanding of their role as doctors.  

Some examples from these reflection papers from over 
these years stand out. These include the student who 
considered how to react when a surgeon was making 
derogatory comments about an obese patient during 
a surgery, and how the student had observed similar 
discrimination at other times on the wards; the student 
who experienced the death of a patient and how the 
attending took her aside after the death and suggested 
that she take a few minutes to be alone; the students 
who have struggled with the issue of work-life balance, 
observing doctors who were divorced, who lamented not 
having time with their children or those who chose not to 
rise to the highest positions because family was important 
to them; the students who observed that they were 
becoming more or less empathic toward their patients; and 
the student who recognized the fit of a hand in a glove.

Mentoring the 
EVOLUTION 
of a Physician
By Nancy Kehoe, RSCJ, PhD
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The last student was questioning what path to pursue—
medicine, surgery or pediatrics. On her last day in surgery, 
before the procedure, she was chatting with the patient 
who shared a concern about the cosmetic nature of the 
surgery. This brief conversation made the student feel 
very invested in the outcome of the procedure. At the 
conclusion, the surgical fellow asked her to close the 
skin around the nipple with a subcuticular stitch. After 
she finished, the surgical fellow patted her on the back 
and said, “You are a natural. You should consider going 
into surgery.” That comment and her connection with the 
patient tapped into what she believed—that there was a fit 
for her in surgery. 

A “GIVING BAD NEWS” EXERCISE
In addition to the groups and the reflection papers, the 
other required element of the course is the “Giving Bad 
News” exercise. The exercise consists of the student 
interviewing a “patient” who is a professional actor or 
actress, while being observed by a faculty member through 
a one-way mirror. Although some of the students initially 
have had a negative reaction to the exercise because of 
its staged nature, a greater number have thought it was 
valuable because it felt so real.

After the interview, the faculty member meets with each 
student for feedback; the students say that this is useful 
because they start to see how they are perceived when 
under stress, how to use silence and how important 
nonverbal communication skills are. In the subsequent 
seminar, we discuss the experience and the challenges 
it presents to most of the students. Some students have 
reflected on seeing other physicians giving bad news, 
the encounters that were done with care and 
compassion and those that were done abruptly, 
with no patient sensitivity. 

ENCOUNTERING MEDICINE—ITS GIFTS  
AND FLAWS
Over the 20 years that I have had the privilege of leading 

these groups, I have witnessed the true development of a 
physician. One young man and two young women stand 
out for me. The young man was the first in his family to go 
to college. He then enrolled in Harvard Medical School. He 
was passionate about issues of justice. On one rotation, 
he experienced a surgeon whom he felt was being 
emotionally abusive. He discussed this in the seminar, 
and due to the support he received, he had the courage 
to speak out. He went through all the right channels to 
have this issue addressed, and the result was a temporary 
suspension of the surgeon’s license. 

The two women were from cultures that place women in 
secondary roles. In having the opportunity to reflect on 
their experiences in the seminar, they found their voices 
and began to speak out about issues of inequality and 
influenced the culture around them. These two examples 
illustrate one of the primary goals of the program, which 
is to form physicians for the future who not only attend to 
the physical needs of patients but who are also committed 
to being a part of a culture in which respect for each 
individual is primary.

All the students begin medical school with a great deal of 
anxiety, with questions about the field they want to pursue 
and how to hold onto their ideals while encountering the 
real world with its gifts and flaws. They end their third 
year with a deepened and informed decision to be doctors 
who want to make a difference, aware that integrating 
their cognitive abilities and their medical shills with who 
they are as individuals is central to being outstanding 
physicians, whose work is focused not only on the 
individual but also on a culture that truly 
benefits all equally. 

Nancy Kehoe, RSCJ, PhD, is a Religious of the Sacred 
Heart and Assistant Clinical Professor of Psychology, 
Department of Psychiatry, Harvard Medical School.

“In having the opportunity to 
reflect on their experiences in 
the seminar, they found their 
voices and began to speak 
out about issues of inequality 
and influenced the culture 
around them.”
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The year 2019 marked the 200th birthday of Walt Whitman, 
who was born in New York in 1819, died in New Jersey in 
1892 and was buried in the Harleigh Cemetery in Camden, 
New Jersey. This is a good time to recall the poems and other 
writings that convey Whitman’s emotional reaction to his 
service as an agent of healing during the Civil War.1 These 
written records of Whitman’s experiences with the wounded 
and dying highlight the function of empathy and compassion 
in healthcare as a key component of the medical history of 
the United States. 
 
A PACIFIST IN BATTLE 
Whitman did not participate in the fighting that broke out 
between the North and the South in 1861, and was criticized 
for this stance. Whitman’s pacifism, however, was not shared 
by his younger brother George, who joined a New York militia 
unit in the spring of 1861 and then enlisted for the duration 
with the Fifty-First New York Volunteers. 

George’s service with the Fifty-First included the Battle of 
Fredericksburg, fought December 11–15, 1862, between Lee’s 
Confederate Army of Northern Virginia and the Union Army 
of the Potomac. The Union Army’s repeated frontal attacks up 
a hillside against the entrenched Confederate soldiers behind 
a stone wall are considered one of the most one-sided 
battles of the Civil War. Union casualties were more than 
three times those experienced by the Confederates.2  

Whitman saw a newspaper report of New York soldiers 
injured in this battle that cryptically referred to his brother. 
Whitman promptly traveled south to Washington, D.C., by 
train, uncertain if George had been injured or killed. When 
Whitman could find no sign of George in the hospitals in 

Washington, he traveled to Falmouth, Virginia, near the 
battlefield and to the Lacy Mansion, which was being used  
as a field hospital. (See Figure 1.)

Whitman found his brother on the afternoon of December 19.  
George’s only injury was a gash in a cheek from a shell 
fragment. He also had received a field promotion to captain.1  

But earlier in the day, searching for his brother at the 
battlefield, Whitman wandered by the mansion being used as 
a hospital. He came across a startling sight that enhanced his 
anxiety for his brother. In his diary, he recorded seeing  

“a heap of feet, legs, arms, and human fragments, cut, blood, 
black and blue, swelled and sickening.” In a nearby garden, 
he saw a row of dead bodies awaiting burial, “each covered 
with its brown woolen blanket.”3

These images stayed with him and are repeated in a number 
of his writings, including the poem “A Sight in Camp in the 
Daybreak Gray and Dim”4:

BY JOHN ZEN JACKSON, ESQ.

Walt Whitman’s 
Healing Presence

 A sight in camp in the daybreak gray and dim,

 As from my tent I emerge so early sleepless,

  As slow I walk in the cool fresh air the path near by the hospital  
      tent,

  Three forms I see on stretchers lying, brought out there untended  
      lying,

  Over each the blanket spread, ample brownish woolen blanket,

 Gray and heavy blanket, folding, covering all.
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THE MEDICINE OF KINDNESS 
After connecting with his brother, Whitman moved among 
the soldiers in the camp. There were so many wounded men 
that there was not enough room for all inside the mansion 

converted into a hospital. Many were housed in rough tent 
hospitals. Whitman spoke with many of the soldiers and 
began keeping track in a notebook, which would later result 
in publication of his Memoranda During the War. He also 
gathered ideas and images for future poems, many of which 
appeared in his Drum-Taps collection, published in 1865. In 
the poem “Come Up From the Fields Father,” Whitman 
wrote of the practice he developed of writing letters for the 
wounded soldiers:

While Whitman was at the site of the Battle of Fredericksburg, 
he provided help by moving wounded soldiers, and he 
provided comfort by being with them and listening to them. 
He had no training as a nurse and lacked the necessary skills 
to dress wounds. He described himself more simply as a 

“visitor and consolatory.”6  

Early on December 28, 1862, Whitman left the encampment 
at Falmouth and traveled back to Washington, D.C., along 
with troops being evacuated to more formal hospital 
settings. While traveling with the soldiers, Whitman went 
from man to man to get names and addresses to write 
to families about their conditions and whereabouts. After 
reaching Washington, Whitman continued to visit soldiers in 
hospitals throughout the remainder of the Civil War. 

Whitman’s approach to patients was simple. He was kind. 
Although he often brought gifts and food purchased with his 
own funds or wrote letters for them, he also just sat by their 
beds and listened as they talked of their homes and families, 
their hopes and their fears. He was frequently nearby during 
traumatic treatments such as amputations and often when 
young men died. 

The hospitals in Washington began filling up after the 
failed Union offensive at Chancellorsville in May 1863, and 
Whitman’s continued visits and attention to the wounded 
began to affect him physically and emotionally. Typically, 
after working as a copyist in a Washington office for a few 
hours, he was with the soldiers between noon and 4 p.m. 

 
Figure 1. Whitman at Fredericksburg

Edwin Forbes, an artist who accompanied the Army of the 
Potomac and prepared illustrations for Frank Leslie’s  
Illustrated Newspaper, did a sketch in December 1862, “Fall 
in For Soup,” showing a line of men waiting for food at the 
Fredericksburg encampment. The third person depicted in  
the line is Walt Whitman. From Penn State University 
Libraries, University Park, PA.

 Curious I halt and silent stand,

  Then with light fingers I from the face of the nearest the first just  
      lift the blanket;

  Who are you elderly man so gaunt and grim, with well-gray’d  
      hair, and flesh all sunken about the eyes?

 Who are you my dear comrade?

  Then to the second I step—and who are you my child and  
      darling?

 Who are you sweet boy with cheeks yet blooming?

  Then to the third—a face nor child nor old, very calm, as of  
      beautiful yellow-white ivory;

  Young man I think I know you—I think this face is the face  
      of the Christ himself,

 Dead and divine and brother of all, and here again he lies.

 Open the envelope quickly;

 O this is not our son’s writing, yet his named is sign’d;

  O a strange hand writes for our dear son—O stricken  
mother’s soul!

  All swims before her eyes—flashes with black—she 
catches the main words only.

  Sentences broken—gun-shot wound in the breast,  
cavalry skirmish, taken to hospital,

 At present low, but will soon be better.

The poem, however, ends darkly with the lines “While they  
stand at home at the door, he is dead already; The only son is dead.”5
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and then returned between 6 and 9 p.m.1 The optimistic tone 
of his poetry darkened, with moments of disillusionment. He 
also began manifesting signs of what physicians now would 
likely diagnose as posttraumatic stress disorder.7 
 
HUMORING THE YEARNINGS  
FOR LOVE AND FRIENDSHIP 
During the Civil War, more wounded soldiers were treated 
in Washington, D.C., than in any other city. Whitman made 
notes about his hospital visits and wrote a series of letters to 
his mother describing his visits with wounded soldiers. These 
letters were later collected and published by his biographer 
Richard Maurice Bucke in 1898.8 These documents provide 
a window into what Whitman was doing and feeling as 
he made his visits. In one passage from January 28, 1863, 
Whitman wrote the following:  

Whitman visited dozens of these facilities but tended to 
spend the most time at Armory Square Hospital, which had 

the most serious injury cases and the highest death toll.11 
In 1887 when a pension for Whitman was proposed in the 
House of Representatives, the hospital’s Superintendent, 
Dr. D. Willard Bliss, wrote: “I am of the opinion that no 
one person who assisted in the hospitals during the war 
accomplished so much good to the soldiers and for the 
Government as Mr. Whitman.”12  

  My custom is to go through a ward, or a collection 
of wards, endeavoring to give some trifle to each, 
without missing any. Even a sweet biscuit, a sheet 
of paper, or a passing word of friendliness, or but a 
look or nod, if no more. In this way I go through large 
numbers without delaying, yet do not hurry. I find out 
the general mood of the ward at the time; sometimes 
see that there is a heavy weight of listlessness 
prevailing, and the whole ward wants cheering up. I 
perhaps read to the men, to break the spell, calling 
them around me, careful to sit away from the cot of 
any one who is very bad with sickness or wounds.9 

In another passage from later that year, he made the following 
insightful comments:

  The work of the army hospital visitor is indeed a 
trade, an art, requiring both experience and natural 
gifts, and the greatest judgment. A large number of 
the visitors to the hospitals do no good at all, while 
many do harm. The surgeons have great trouble from 
them. Some visitors go from curiosity—as to a show 
of animals. Others give the men improper things. 
Then there are always some poor fellows, in the 
crises of sickness or wounds, that imperatively need 
perfect quiet—not to be talked to by strangers. Few 
realize that it is not the mere giving of gifts that does 
good; it is the proper adaption. Nothing is of any avail 
among the soldiers except conscientious personal 
investigation of cases, each for itself; with sharp, 
critical faculties, but in the fullest spirit of human 
sympathy and boundless love. The men feel such love 
more than anything else. I have met very few persons 
who realize the importance of humoring the yearnings 
for love and friendship of these American young men, 
prostrated by sickness and wounds.10
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POEMS OF THE WOUNDED 
During his time in Washington, Whitman worked on one 
of his most famous Civil War poems, “The Wound-Dresser.” 
Lacking the training and skill, Whitman did not typically dress 
patients’ wounds, but for this poem he put himself into that 
role. The 65-line poem, divided into four sections, recounts 
what Whitman had seen constantly. The following is an 
excerpt from the third section of the poem13: 

 Bearing the bandages, water and sponge,

 Straight and swift to my wounded I go,

 Where they lie on the ground, after the battle brought in;

 Where their priceless blood reddens the grass, the ground;

  Or to the rows of the hospital tent, or under the  
roof’d hospital;

 To the long rows of cots, up and down, each side, I return;

  To each and all, one after another, I draw near—not one  
do I miss;

  An attendant follows, holding a tray—he carries a  
refuse pail,

  Soon to be fill’d with clotted rags and blood, emptied  
and fill’d again.

This was one of 43 poems in Whitman’s collection of Civil 
War poems entitled Drum-Taps, published in 1865. It was then 
included in a revision of Leaves of Grass published in 1876. Near 
the release of Drum-Taps, Whitman discontinued his hospital 
visits in Washington after tending to an estimated 80,000 to 
100,000 men during more than 600 hospital visits.6 

After suffering a stroke in 1873, Whitman moved from 
Washington, D.C., to his brother George’s home in Camden, 
New Jersey. Although Whitman never returned to Washington 
after 1875, his presence there is literally chiseled into stone. 
Users of the Dupont Circle Metro station enter and exit using 
a long slow-moving escalator that travels past a circular 
frieze on which is etched this passage from the fourth and last 
section of “The Wound-Dresser”11: 

 Thus in silence in dreams’ projections,

 Returning, resuming, I thread my way through the hospitals,

 The hurt and wounded I pacify with soothing hand,

 I sit by the restless all the dark night, some are so young,

 Some suffer so much, I recall the experience sweet and sad.

These words from Whitman’s pen and heart remind 
commuters, visitors and us all of the role of empathy and 
compassion in the healing of human beings.  
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Care Practice Group.
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I hoped these words of warning would help prepare the 
family members as they visited their loved one as he neared 
the end of his life. We admitted Mr. M. from clinic because 
his liver function tests had reached dangerous levels, a sign 
that his aggressive liver cancer was progressing. When he 
learned of the advanced stage of his disease, his options for 
medical intervention were limited. Knowing his diagnosis 
was terminal, his plan was to work a little longer while he 
still had his strength, get his affairs in order and then fly home 
to Mexico to be with his family. He had moved to the U.S. 
years ago on his own, working to provide for his loved ones. 
Because of his documentation status, he was not able to 
travel freely back home, and it had been a long time since he 
had seen his family. 

When he was first hospitalized, he was feeling intense 
nausea and could barely tolerate food. I recall how alarmed 

I was when I first placed my hand on his belly and noted his 
liver was three times the normal size, taking up most of his 
abdomen. No wonder he could barely eat. Our interventions 
were mostly supportive. We provided anti-emetic 
medications to help keep the nausea at bay. We offered 
fluids and eventually artificial nutrition through his IV.  
Our hope was that we could help him gain enough strength 
to get on a plane back home. After a few days, we saw that 
he was continuing to decline. He was growing more tired and 
more uncomfortable. 

His daughter called us every day to ask how he was doing. 
She was applying for an emergency visa in hopes she could 
come to the United States to be with him. As the prospect of 
their reunion grew more unlikely, our team felt increasingly 
desperate to bring Mr. M. and his family some peace as he 
entered his final days. We coordinated a time to call his 
family through video chat so they could see each other. 

“Before we go in, I want to let you know that your 
father seems tired today. He is weak, and he may 
not be able to say much. But he is really looking 
forward to seeing you.”

 Sacred 
Farewell
BY MICHAEL CAÇOILO, MD
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It was a Saturday afternoon, and I was on call with my senior 
resident. Thankfully, our pagers were quiet and offered us the 
window of time we needed. We braced ourselves for  
Mr. M.’s video chat, knowing it was the closest we could get 
to bringing him home. Mr. M.’s daughter and wife answered 
the call, greeting us with beaming smiles. They were so 
grateful for the chance to see him. As I informed them that 
he was feeling weak and may not be able to communicate 
very much, their expressions grew somber. We entered the 
room and sat by Mr. M.’s bedside, holding the phone close 
to his face, as he was too weak to lift his arm. His breathing 
was labored, his skin bronze from jaundice, his voice a faint 
whisper. I imagined he looked so different from how his loved 
ones remembered him. 

Over the next 40 minutes, we bore witness to a 
heartbreaking, sacred farewell. The phone was passed 
among his wife, his children, his grandchildren, his nieces and 
his nephews who had gathered in his home. They took turns 
offering their deepest love and gratitude to the man who had 
left home years before to provide for them. How desperately 
they wanted to be there with him to hold his hand, kiss his 
forehead, keep him company as he died. They relied on us, 
strangers, who had the privilege of physical proximity to him, 

to extend their love through our touch, our presence. It was 
an honor that I cherish to this day.

Mr. M died a few days after that phone call. At our next 
gathering as a team, we paused from our normal routine—as 
we do every time we have a patient death on service. We lit a 
candle in honor of Mr. M. and shared reflections from our brief 
time caring for him. It was healing to process this grief with 
my coworkers—how we wished we could have honored his 
desire to go back home, how humbled we were to witness 
the beauty of his family’s love for him.  
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