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And just like that, we have reached the final issue of MDAdvisor for 2019. Looking back,  
we have covered many important topics over the past year that reflect the emerging trends 
in healthcare. We published two themed issues, one on physician wellness and work/life 
integration and one on Alzheimer’s disease and dementia. We published five CME articles. 
We expanded our content to cover states in the Mid-Atlantic and New England regions. We 
covered a broad range of legislative topics, including medical marijuana, telemedicine, health 
insurance coverage and physician aid in dying.

In this issue, we include some timely articles on national issues, most notably the controversy 
surrounding e-cigarettes and vaping. We are also grateful to former New Jersey Governor Jim 
McGreevey for talking with us about the need for reform in the opioid addiction system in 
New Jersey and beyond. Additionally, we provide an update on some of the latest healthcare 
legislative topics as well as an election preview for New Jersey and Virginia.

As we move into 2020, I can only guess what will become the hottest topics and news items in 
healthcare around the nation. But one thing is certain—we will do our best to find experts to 
weigh in with interesting insights and report them here in MDAdvisor. 

Sincerely,

Chairman & CEO 
MDAdvantage Insurance Company

From the Desk of  

Patricia A. Costante
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What’s Happening in Healthcare?

Federal Judge Signs Off  
on CVS-Aetna Merger 

A federal district court judge signed off on the $70 
billion merger between CVS Corp. and Aetna on 
September 4, after months of scrutinizing the U.S. 
Justice Department’s antitrust settlement with 
the companies. The deal is expected to create 
the nation’s second-largest company by revenue, 
behind only Wal-Mart.

 
Purdue Pharma Reaches Tentative 
Deal in Opioid Lawsuits
On September 11, Purdue Pharma, manufacturer 
of the painkiller Oxycontin, reached a tentative 
settlement with 23 states and more than 2,000 
cities and counties that sued the company over 
its role in the opioid crisis. Under the terms of the 
plan, the Sackler family would relinquish control 
of Purdue Pharma and admit no wrongdoing. 
The company would declare bankruptcy and 

be resurrected as a trust whose main purpose 
would be producing medications to combat the 
opioid epidemic. More than half of state attorneys 
general in the nation balked, saying they planned 
to continue pursuing the company and its owners, 
including Connecticut, Maryland, Massachusetts, 
New Jersey, New York and Pennsylvania. 

Trump Administration  
Dedicating Nearly $2 Billion  
to Fight Opioid Epidemic
On September 4, the Trump administration 
announced it will award $1.8 billion in grant 
funding to state and local governments to bolster 
treatment and prevention efforts in the battle 
against the opioid epidemic. The administration’s 
efforts to combat the opioid epidemic include 
reducing the high cost of prescriptions, increasing 
illegal drug seizures, raising awareness through 
national anti-drug campaigns and improving 
reporting of opioid-related deaths.
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institutions affiliated with the authors. 
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Headsmarts:  

A Sports Neurologist’s 
Take on Athletics Today

More than medical  
professional liability  
insurance. 

Sports Neurologist and director of the University of Connecticut’s 
Neurosport program, Dr. Anthony Alessi speaks to Steve Adubato, PhD, 
about neurology’s ever-increasing role in sports today. From insight in 
managing both the neurologic injuries and persistent conditions of athletes 
to sharing tips about how to best protect our athletes at an early age, listen 
as Dr. Alessi reveals the game-changing work of sports neurology.

Listen to this episode and other MDAdvantage Podcast 
episodes at SoundCloud.com/MDAdvantagePodcast
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The Need for Reform  
in New Jersey’s Addiction 
Treatment System: 
An Interview with Former 
Governor Jim McGreevey
Interviewed by Hon. Paul W. Armstrong, J.S.C. (Ret.), and Janet S. Puro, MPH, MBA

Sitting in the shadow of the Hudson 
County Correctional Center, former New 
Jersey Governor Jim McGreevey spoke 
to MDAdvisor staff about the findings 
of a report published by the New Jersey 
Reentry Corporation in September 
2018 entitled “Reentry. New Jersey 
Opioid Addiction Report: A Modern 
Plague” and about the critical need 
for addiction treatment reform in New 
Jersey. Governor McGreevey currently 
serves as Chairman of the New Jersey 
Reentry Corporation, which provides 
for addiction treatment, sober housing, 
employment and training, identification 
services and linkage to healthcare for 
formerly incarcerated persons. He is 
a fervent advocate for court-involved 
individuals and those affected by 
addiction throughout New Jersey.
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MDADVISOR: HOW AND WHEN DID YOU 
BECOME INTERESTED SPECIFICALLY IN THE 
OPIOID CRISIS?
McGreevey: I have personally seen the impact of 
addiction on the residents of New Jersey for a very long 
time. When I was Mayor of Woodbridge, I was involved 
with an organization called Woodbridge Action for 
Youth. I came to understand that young persons who 
were grappling with depression and anxiety would move 
toward drugs as a way of anesthetizing their pain. As 
Mayor, I saw families that had done ostensibly everything 

“right,” and nonetheless their children were in the throes 
of addiction. As an assistant prosecutor in Middlesex 
County in the juvenile section, I saw young people living 
in public housing who were peddling drugs because it 
was the only commodity that could be readily sold within 
their environment. They were living in some of the most 
challenging neighborhoods and cities in New Jersey, and 
when you combine the chaos, trauma and mental health 
issues they experienced with the close proximity to drugs, 
addiction became a reality. I also worked with the women 
of the Integrity House Program at the Hudson County 
Correctional Center. It is difficult to ignore the issue of 
addiction when you have seen as much as I have.

MDADVISOR: DESCRIBE THE MAGNITUDE OF 
THE OPIOID ADDICTION CRISIS.
McGreevey: When the drug crisis was largely in 
communities of color, it was addressed as a criminal justice 
issue. Then, opioids started to be prescribed by physicians 
in the majority community, and our perceptions changed. 
The overwhelming majority of addiction-related fatalities in 
New Jersey and across the nation are now opioid-related, 
and the opioid epidemic has become the defining public 
health crisis of our time.

In recent years, New Jersey has seen some of the highest 
annual percentage increases in overdose deaths in the 
entire country.1 In 2018, New Jersey’s drug death toll set a 
record for the fourth straight year and now stands nearly 
four times what it was a decade ago. Almost 3,200 people 
died of drug overdoses in New Jersey in 2018, and the toll 
still rises.2 We will likely see another 3,000 deaths in 2019. 

The costs of the addiction crisis to New Jersey are 
extraordinary. The state is losing an estimated $1.2 billion 
in productivity costs every year as a result of the inability 
of individuals to contribute to the workforce; these are 
individuals who have died from addiction or who are 
in halfway houses, treatment programs, hospitals and 
prisons due to addiction. Over $145 million is spent every 
year on incarceration costs for those who are in prison as 
a result, primarily, of drug-related crimes, and $635 million 
is spent per year on inpatient and emergency department 
overdose visits.3

MDADVISOR: HOW HAS THE ADDICTION 
LANDSCAPE CHANGED IN RECENT YEARS?
McGreevey: We had been moving in the right direction 
with managing addictions, perhaps even reaching a level 
of stability, and then fentanyl came along and changed 
the game profoundly. Fentanyl is a synthetic opioid that 
can be upwards of 100 times stronger than morphine and 
50 times stronger than heroin. Pharmaceutical fentanyl is 
used for treating severe pain, typically advanced cancer 
pain, but it can be diverted for misuse and abuse. However, 
most recent cases of fentanyl-related harm, overdose 
and death in the U.S. are linked to illegally made fentanyl. 
It is sold through illegal drug markets for its heroin-like 
effect. Fentanyl is often mixed with heroin and/or cocaine 
as a combination product—with or without the user’s 
knowledge—to increase its euphoric effects. Fentanyl is 
trafficked into the U.S. primarily from China and Mexico. 
We also have synthetic labs in the United States now. 
Young adults can order it off the dark web and get it 
delivered.

It seemed that we woke up one day, and fentanyl was 
more readily available on the streets of Jersey City, Newark 
and Paterson than aspirin. I was at a meeting recently 
educating Latino pastors about the dangers of fentanyl 
and the fact that a dose the size of a few grains of sand 
can kill. When it is prescribed by doctors, fentanyl is 
measured by micrograms, which is one millionth of a gram. 
But remember that the person mixing the fentanyl may 
be a guy down the street. He doesn’t necessarily have 
sophisticated scales and equipment. 

We know that there are certain areas of the state that are 
most impacted by opioid addiction. In terms of number 
of lives lost, Ocean County has in recent years been the 
epicenter of the opioid epidemic in New Jersey, with the 
cluster extending into Middlesex and Monmouth Counties. 
Camden and Essex Counties have also been hit hard. 
We know that opioid overdose deaths are increasingly 
driven by heroin, fentanyl and fentanyl analogs, and the 
epicenters of Ocean and Atlantic Counties have been 
bellwethers in this regard.3 That said, it is important to 
keep in mind the fact that the opioid epidemic has spread 
across all demographic groups, including many groups 
traditionally less affected by addiction. No one is immune.

MDADVISOR: WHAT MAKES THE INCARCERATED 
POPULATION PARTICULARLY VULNERABLE TO 
OPIOID ADDICTION AND OVERDOSES?
McGreevey: New Jersey has one of the highest conflations 
between addiction and incarceration. If you are addicted 
to drugs in New Jersey, there is a high probability that you 
are court-involved and will at some point intersect with the 
drug court, county jail and/or state prison. Currently, 
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19,000 individuals are incarcerated in New Jersey State 
prisons. Studies suggest that as many as four of every 
five incarcerated individuals have been diagnosed with 
substance use disorder. 

What happens is as predictable as it is heartbreaking. 
Individuals who are active in their addiction become 
incarcerated and do not have adequate access to 
treatment, like medication-assisted treatment (MAT). Their 
tolerance wanes, their cravings skyrocket and, invariably, 
upon release they relapse, overdose and, all too often, die. 
Despite the high rates of those suffering from addiction, 
less than 400 incarcerated individuals are receiving MAT in 
New Jersey. Of the 12 correctional facilities within the state, 
only two, Mid-State Correctional Facility and Edna Mahan 
Correctional Facility, offer MAT. Governor Christie and 
the state legislature, with the best of intentions, grappled 
with bail reform so that people would not be retained in a 
prison in perpetuity because of their financial limitations. 
However, an unintended result has been individuals who 
are released quickly without the benefit of treatment or 
a treatment plan, whereas, in the past, county jails were 
serving as de facto addiction treatment centers and mental 
health centers.

One of the most vulnerable times for prisoners is when 
they are newly released. For formerly incarcerated 
individuals, the risk of overdose death is 129 times greater 
than that of the general population in the first two weeks 
following release,4 and that is because there is no safety 
net. Their drug cravings are high, and their resistance is 
low. They are released into the chaos and the violence of 
the streets without benefits of any structure or support 
system. We just recently lost a young adult on a Sunday 
night who came out of prison the preceding Thursday.

Formerly incarcerated individuals are in great need of 
immediate access to healthcare, yet they come out of 
prison without a Medicaid card, which to me is inexplicable 
and inexcusable. There is an almost 40 percent chance 
that the person has hepatitis B or C, a 40 percent chance 
he or she is suffering from a mental disorder such as 
depression or anxiety and a 75 percent chance he or she 
is addicted,3 and yet the person is released with no access 
to healthcare. In New York, prisoners are released with a 
Medicaid card in hand. In New Jersey, the Department of 
Corrections ostensibly has applied for Medicaid, but the 
process involves mailing the application to the Board of 
Social Services in the county where the person resides. 
If the Department of Corrections actually calls to enroll 
somebody in Medicaid, if they successfully complete 
the application, if the card is sent to Department of 
Corrections, if they mail it on a timely basis to the right 
county Board of Social Services, if the Board of Social 
Services actually maintains the card, and if I show up to 
receive the card, then I can have access to Medicaid. Can 
you imagine knocking on the door of the county Board of 

Social Services saying, “Hi, I’m Jim McGreevey. I just came 
out of state prison. Do you have my Medicaid card?” I 
have never in all the years that I have worked with reentry 
clients ever met one individual who retrieved his or her 
Medicaid card from the Board of Social Services. The point 
is: It’s not happening.

MDADVISOR: WHAT ARE THE PROBLEMS WITH 
THE CURRENT ADDICTION TREATMENT SYSTEM 
IN NEW JERSEY?
McGreevey: We have an incredibly fragmented system 
in New Jersey. The New Jersey Department of Human 
Services is in charge of providing Medicaid dollars for 
drug treatment programs. The Department of Health is 
involved with the licensing system for medical, behavioral 
and addiction treatment services. The Department of 
Corrections is ostensibly charged with providing healthcare 
prior to prisoner release. The Department of Education is 
engaged in prevention. There is no overarching singular 
person in charge, and I know this in life: Unless someone is 
specifically in charge of getting something done in a timely 
way, with clear, identifiable benchmarks, it’s not only 
messy, but it’s not measurable and not necessarily moving 
in the right direction.

Young people come in to residential treatment for a 
period of two weeks to 30 days. They will be out for three 
months, will use again, will overdose and will go into the 
next treatment facility for two weeks. This is repeated 
maybe six times. Outside of a miracle, nobody ever gets 
cured in 28 days. Both the Obama and Trump White House 
administrations have stated that it takes between 12 and 18 
months to recover from opioid addiction

Many different resources in New Jersey control a piece of 
the puzzle and may be doing a great job, but no one owns 
the entire process. Our reentry clients tend to traverse 
through all of these systems with greater frequency than 
the average population. They move through hospitals, 
clinics and treatment centers. Sadly, they move through 
the state and local police departments and the criminal 
justice system. I think individual institutions and programs 
do a tremendous job of advocating, and protecting and 
caring for the persons that are within their space, but for 
our clients to get back to a place of sobriety, a place of 
productive, law-abiding healthy citizenship, someone like 
the staff at the New Jersey Reentry Corporation has to 
traverse these systems with them.

When you are a parent, and, all of a sudden, your son is 
robbing your house, and you find a heroin needle in his 
bedroom, you have to do something, but most likely you 
don’t know what to do. I’ve attended community meetings 
and events, like a vigil I just attended in Kearny, and it is 
upsetting to meet parents who have lost their children 
to addiction. In New Jersey, we have a well-intentioned 
1-800 number (1.844.732.2465 or 1.844.ReachNJ), but a 
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1-800 number is not a plan. A 1-800 number is a referral 
source at best. It doesn’t connect a family to treatment or 
MAT. It doesn’t help a family grappling with the psychiatric 
problems and with the pharmacological problems or with 
the decisions about Suboxone or Vivitrol or viral loads for 
hepatitis C and the interaction of drugs. There needs to 
be a system, and we need leadership. I think every single 
leader in the state understands that we have to do better 
and has an aching recognition that the current system 
doesn’t work well.

MDADVISOR: DESPITE ITS MANY PROBLEMS, 
WHY IS NEW JERSEY AN OPTIMAL STARTING 
POINT FOR FIXING THE SYSTEM?
McGreevey: I would argue that New Jersey has all the 
requisite strengths to provide for an excellent design 
in infrastructure. We have top-flight medical schools, 
hospitals, physicians, treatment providers, healthcare 
public policy experts and the pharmaceutical industry. 
If you were to ask where one could design the best 
treatment infrastructure, protocol and system, one could 
readily say New Jersey. But we need a table around which 
all those pieces and all the right individuals can come 
together, set forth a specific concrete game plan and then 
develop a county-by-county blueprint of action with an 
infrastructure design, which is the hub-and-spoke model. 

MDADVISOR: WHAT ARE THE BEST PRACTICES 
THAT COULD PUT NEW JERSEY AT THE 
FOREFRONT OF ADDICTION TREATMENT?
McGreevey: I’m a great proponent of MAT with Suboxone 
or Vivitrol. Leading thoughtful minds, people like Dr. Petros 
Levounis at Rutgers New Jersey Medical School and 
University Hospital, Dr. Ramon Solhkhah at Hackensack 
Meridian Health, Jennifer Velez at RWJBarnabas, Dr. Mark 
Rosenberg at St. Joseph’s, Dr. Erin Zerbo at Rutgers 
Health, and Dr. Kaitlan Baston at Cooper University Health 
Care and Cooper Medical School of Rowan University, 
understand the critical nature of MAT to alleviate cravings 
and assist persons to return to a productive life.

MAT has become the national standard of care for opioid 
addiction treatment in recent years. Studies have shown 
that adherence to MAT cuts the risk of a fatal overdose 
in half and doubles the chance of recovery.5,6 In order for 
MAT to be effective in achieving and maintaining sobriety, 
research indicates that treatment should be provided on 
a long-term basis3. Additionally, in order to effectively 
recover and maintain long-term sobriety, best practices 
indicate that addicted individuals need a robust support 
structure and comprehensive wrap-around services.3 

A number of other states have implemented successful 
addiction treatment programs that provide models and 
best practices for both the general population and the 

incarcerated/reentry populations. Vermont integrated a 
statewide hub-and-spoke model of care that consists of a 
network of specialized treatment centers throughout the 
state, which has seen substantial success in expansion of 
care, addiction prevention and treatment and cost savings. 
In 2013, Maryland implemented a health home State 
Plan Amendment, which allowed the state to reimburse 
opioid addiction treatment agencies that provide care 
coordination with a particular focus on the treatment of 
addicted persons with co-occurring chronic disorders. 
Rhode Island has implemented a program which combines 
the elements of both the Vermont and Maryland models in 
order to facilitate the linkage of buprenorphine prescribing 
in Medical Health Homes. Additionally, Rhode Island, 
which is a national leader in addiction treatment within 
corrections, recently introduced a new model of MAT 
within the Department of Corrections that has resulted in 
a 60 percent reduction in overdose deaths among those 
recently incarcerated.3 

MDADVISOR: WHAT IS THE NEW 
JERSEY REENTRY CORPORATION (NJRC) 
RECOMMENDING TO ADDRESS NEW JERSEY’S 
ADDICTION CRISIS?
McGreevey: The NJRC recommends that the Department 
of Human Services name an Addiction Treatment Hub in 
each county to serve as a resource for individuals suffering 
from an addiction, based on best practices in addiction 
treatment, including medication-assisted treatment and 
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treatment of its co-occurring disorders. Each hub should 
be connected to an office-based opioid treatment (OBOT) 
pharmacy. Each county should additionally establish a 24/7 
opioid treatment provider (OTP), which will serve as a crisis 
center for individuals in need of immediate intervention. 
In order to support these initiatives, the state must make 
necessary licensing provisions, ensure that services are 
sufficiently reimbursable through Medicaid and establish a 
statewide health information exchange (HIE).

MDADVISOR: IS THERE ENOUGH POLITICAL WILL 
TO IMPLEMENT THIS NJRC REPORT AND ITS 
RECOMMENDATIONS?
McGreevey: There are many outstanding advocates 
for fixing the addiction treatment system in New 
Jersey. Senator Joe Vitale, Chairman of the Health and 
Human Services Committee, is a dear friend who is 
passionately concerned. Carole Johnson, Commissioner 
of the New Jersey Department of Human Services, is a 
tremendous advocate. Senate President Steve Sweeney, 
Assembly Speaker Craig Coughlin and Assemblyman Jon 
Bramnick all care deeply about this issue. Former Health 
Commissioner Shereef Elnahal has also been a great 
advocate. And I should say that there are also people in 
the federal administration who really care about this issue, 
particularly in Human Services. 

Government should legitimately have the de facto 
requirement to set forth a functional blueprint for 
addressing addiction, and what I have proposed to the 
Governor’s office is a statewide uniform effort. We need 
to take the disparate elements, particularly from the 
medical community, the hospital community, the treatment 
community, insurance companies, county government 
and state government, and bring them to the table. I 
am respectfully requesting to participate on a statewide 
task force with the critical members of the cabinet. I 
know going in that not everyone is going to agree on 
the solution, but at a minimum we would know what our 
assets are. At a minimum, we would be able to connect 
assets in a rational framework and be able to provide a 
critical pathway for families to receive assistance on a 
county-by-county basis.

MDADVISOR: WHERE DO YOU GET YOUR 
PASSION FOR SUPPORTING THE ADDICTED 
POPULATION IN NEW JERSEY?
McGreevey: I love what I do, and I intend to support the 
reentry population for the rest of my life. They are the most 
vulnerable population when it comes to addiction. But this 
is not only about the reentry population; these problems 
are applicable to everybody. This is not a Republican nor 
Democratic issue. This is not an urban versus suburban 
issue. This isn’t a Latino, African American or Caucasian 
issue. This is a New Jersey issue that is ravaging our young 

adults. We are literally at war here. The fact that we all 
keep doing the same thing year in and year out, accepting 
the pain, and the agony and the hurt of families who bury 
their young ones is unacceptable. It is amazing that we 
haven’t grabbed this by the collar and done a better job 
already. That is what is particularly frustrating to me and 
why I am so passionate about this issue. 

 
 
 

 

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

1  Understand the health risks associated with e-cigarettes and vaping.

2  Discuss how to communicate the risks and uncertainties associated with vaping use to patients.

3  Describe the reporting recommendations for possible cases of vaping-associated pulmonary disease.

KEY FACTS ABOUT E-CIGARETTE USE
E-cigarettes are nicotine delivery devices that have a 
battery, a heating element and a container for liquid. 
When the liquid is heated, users inhale the aerosol. The 
liquids are usually flavored and contain nicotine, so 
users experience a taste sensation as well as a hit of 
the same addictive stimulant found in cigarettes. The 
liquid can contain nicotine, tetrahydrocannabinol (THC) 
and cannabinoid (CBD) oils and other substances and 

Vaping and electronic cigarettes have been a hot  
topic in the press lately. This is due in large part to a 
multistate outbreak of lung disease associated with 
e-cigarette product use, including a confirmed 26 deaths  
deaths in 21 states across the nation.1 The Centers for 
Disease Control and Prevention (CDC), the U.S. Food 
and Drug Administration (FDA), state and local health 
departments and other clinical and public health partners 
are working together to investigate this outbreak.

BY THEOPHANIS PAVLOU, MD

Vaping:
What Physicians 
Need to Know 
to Protect Their 
Patients
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additives. Vaping is the word used to describe inhaling the 
aerosol produced by e-cigarettes or similar devices, such 
as vaporizers or vapor pens. 

Nearly 11 million adults in the U.S. use electronic cigarettes, 
and only 15 percent of e-cigarette users are not former 
cigarette smokers.2 Some have celebrated the arrival of 
these smokeless nicotine tools as a safe alternative to 
cigarettes, cigars and other tobacco products. The devices 
do not emit the same cancer-causing tar and toxins that 
burning tobacco leaves produce. Additionally, a study 
published in The New England Journal of Medicine found vaping 
was more effective for helping tobacco users quit than 
nicotine replacement therapy, when both products were 
accompanied by behavioral support.3 

On the other hand, many e-cigarettes are loaded with 
addictive nicotine, and even those without nicotine may 
contain toxic chemicals. The reality is that there is still 
much unknown about the health effects of vaping. A major 
issue is that no one knows exactly what goes into all of the 
flavorings. Vaping is still fairly new compared to smoking, 
and the science on its effects is far from conclusive. 
Experts say it could take 20 years to know the long-term 
health effects of vaping.4

There are some clear dangers to e-cigarettes, particularly 
when it comes to nicotine. Nicotine is addictive and is 
harmful, particularly to young, developing brains. Nicotine 
use can stunt an adolescent’s ability to learn and affect 
their behavior. Nicotine also worsens conditions such as 
depression and anxiety. For smokers, vaping can actually 
support their habit, not break it. Instead of transitioning 
from cigarettes to e-cigarettes, some smokers end up  
using both.4

ADOLESCENTS AND VAPING
The 2018 National Youth Tobacco Survey found that 
e-cigarette use among high schoolers increased by  
78 percent in one year.5 Recent data showed that 
more than a quarter of high school students had used 
e-cigarettes in the previous 30 days, compared to 21 
percent in 2018. Two-thirds of adolescents who vape 
believe they are inhaling only the flavors—not nicotine  
or anything potentially dangerous.6

In response, the Trump administration announced a plan 
to ban flavored e-cigarettes to address youth vaping.6 After 
the FDA releases its final plan for banning the products, 
there will be a 30-day delay until the new policy goes 
into effect. At that point, all flavored e-cigarettes, other 
than tobacco flavor, would have to be removed from the 
market. Retailers would have to get rid of products with 
flavors such as cotton candy, bubble gum, crème brulee, 
fruit, menthol and mint. Companies can apply to the FDA 
to bring their flavored e-cigarettes back on the market, but 
the request will have to be approved by the regulator. 

Influential public health advocates, including Mike 
Bloomberg, have come out in favor of banning flavors as 
a way to curb the youth vaping epidemic. Bans of sales 
of flavored vaping products are in place in New York 
and Michigan, and a temporary ban has been passed in 
Washington. Massachusetts recently announced a four-
month ban on all sales of vaping products. Other states, 
including New Jersey, are also signaling interest in taking a 
tougher stance on e-cigarettes.7

On September 25, 2019, Juul announced that CEO 
Kevin Burns stepped down and will be replaced by K.C. 
Crosthwaite, who had been Chief Growth Officer at 
tobacco company Altria. Juul also states that it will suspend 
all TV, print and digital ads, will stop some of its lobbying 
efforts and will support and comply with any new federal 
policy related to vaping products.8

WHAT IS KNOWN ABOUT THE LUNG  
INJURY OUTBREAK
According to the Centers for Disease Control and 
Prevention (CDC), there are 1,299 cases of lung injury 
reported from 49 states, the District of Columbia and 
one U.S. territory, as of October 8, 2019, and the number 
continues to climb. All these patients have a reported 
history of e-cigarette product use, and no consistent 
evidence of an infectious cause has been discovered.1 
Therefore, the suspected cause is a chemical exposure.

The CDC and the 
U.S. Food and Drug 
Administration (FDA) 
have not found a specific 
cause of the illness. 
The latest findings from 
the investigation into 
lung injuries associated 
with e-cigarette use or 
vaping suggest products 

containing THC play a role in the outbreak.

Many of the samples tested by the states or by the FDA 
as part of their ongoing investigation have been identified 
as vaping products containing THC, the psychoactive 
component of the marijuana plant. Vitamin E became a key 
focus of New York state health officials’ investigation after 
cannabis-containing vaping cartridges submitted by those 
who had fallen ill tested positive for Vitamin E acetate. 
Vitamin E acetate is used to dilute cannabis oil and is a 
substance present in topical consumer products or dietary 
supplements, but data are limited about its effects  
after inhalation.

While the FDA does not have enough data presently to 
conclude that Vitamin E acetate is the cause of the lung 
injury in these cases, the agency believes it is prudent to 
avoid inhaling this substance. Because consumers cannot 

“According to the 
CDC, there are 1,299 
cases of lung injury 
reported”
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be sure whether any THC vaping products may contain 
Vitamin E acetate, consumers are urged to avoid buying 
vaping products on the street and to refrain from using 
THC oil or modifying/adding any substances to products 
purchased in stores.8

DIAGNOSING LUNG INJURIES ASSOCIATED  
WITH VAPING
Patients with cases of e-cigarette or vaping-associated 
lung injury have reported experiencing a rapid onset of 
coughing, weight loss and significant breathing difficulties. 
Other symptoms may include fatigue, fever, nausea, 
vomiting, abdominal pain and diarrhea. Symptoms 
generally appear over the course of a few days but 
can take as long as a few weeks to arise. The majority 
of patients are hospitalized, and while many of their 
symptoms overlap, their diagnoses have included lipoid 
pneumonia, acute eosinophilic pneumonia and acute 
respiratory distress syndrome.9

Physicians need to be aware that there is an overlap 
between the early symptoms of vaping injury and common 
respiratory infections. Physicians should be asking patients 
about their vaping history as part of their standard 
protocol during routine visits. Gathering that information 
is especially important as doctors evaluate patients with 
respiratory symptoms from infectious causes. When 
evaluating patients for lung injury and illness, physicians 
should also be careful not to discriminate based on age 
and smoking status, as there are a large number of older 
Americans who vape (before and after quitting tobacco) 
and vapers who have never before smoked.

Physicians should consider all possible causes of illness 
in patients reporting respiratory and gastrointestinal 
symptoms. Patients should be evaluated and treated 
for other possible causes of illness (e.g., infectious, 
rheumatologic, neoplastic) as clinically indicated. When 
there is any question of a vaping-related lung injury, a 
referral to a lung specialist should be made immediately.

As we enter flu season, some U.S. doctors have raised 
concerns that vaping injury cases will be missed in the 
rush of patients seeking treatment for seasonal flu and 
other respiratory ailments. Influenza can be deadly in 
people who have other underlying illnesses. The fact 
that a patient could present at a physician’s office with 
flu, a lung injury due to vaping, or both, makes diagnosis 
even more complicated for physicians. Other respiratory 
infections, including fungal infections, can also cause 
similar symptoms and could result in a delay of diagnosing 
a vaping injury. 

It is particularly important this year that anyone, but 
especially people who have underlying pulmonary 
infections of any kind, receive the flu vaccination. The 
CDC recommends that all healthcare providers strongly 

consider respiratory infections as well as lung injury 
associated with the use of e-cigarettes or vaping products 
in all patients presenting with respiratory symptoms and a 
history of using these products.10 

WHAT PHYSICIANS SHOULD BE COMMUNICATING 
TO PATIENTS ABOUT VAPING
Healthcare providers have a vital role to play in raising 
public awareness about the potential dangers of vaping. 
While the specific cause of these lung illnesses remains 
unknown, the CDC has released the following interim 
recommendations for healthcare providers, health 
departments and the public.11 

Until more is known about the cause of these illnesses, 
physicians should be counseling patients to refrain from 
the use of all e-cigarette or vaping products. Adults who 
do not currently use tobacco products should be advised 
not to start using any cigarette products. Adults who used 
e-cigarettes containing nicotine to quit cigarette smoking 
should not be advised to return to smoking cigarettes. 
Physicians who examine patients who report e-cigarette or 
vaping product use within the last 90 days should ask them 
about any signs and symptoms of pulmonary illness.

In addition to these recommendations from the CDC, in a 
recent statement, American Medical Association President 
Dr. Patrice A. Harris wrote: “The AMA calls on physicians 
to make sure their patients are aware of the dangers of 
e-cigarettes, including toxins and carcinogens, and swiftly 
report any suspected cases of lung illness associated with 
e-cigarette use to their state or local health department. 
. . . We urge the U.S. Food and Drug Administration (FDA) 
to speed up the regulation of e-cigarettes and remove all 
unregulated products from the market. We also call on 
the FDA to immediately ban flavors, as well as marketing 
practices, that enhance the appeal of e-cigarette products 
to youth.”12

REPORTING RECOMMENDATIONS  
FOR CLINICIANS
If an e-cigarette or vaping product is suspected as a 
possible cause for a patient’s pulmonary disease, the 
CDC recommends collecting data that is not usually part 
of the medical history, such as information about the 
vaping substances, devices and sources used. To identify 
other potential cases, it is advisable to determine if the 
e-cigarette products were shared with another person. 
Also, efforts should be made to determine if any remaining 
product, devices and liquids are available for testing.  
These types of records can be helpful in determining the 
cause or causes of these pulmonary illnesses, and may 
also be helpful in anticipation of future civil litigation  
for wrongful injury and death. As the investigation into 
the lung illness outbreak continues, the CDC encourages 
physicians to report possible cases of e-cigarette or 
vaping-associated pulmonary disease that occurred within 
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the last 90 days to their local or state health department 
for further investigation.11 

FOR MORE INFORMATION
At this time, the recommendations and guidance for 
diagnosing, treating and monitoring known or suspected 
vaping or e-cigarette related lung injury continues to 
evolve on a quick and regular basis. Physicians should 
keep current on the changing recommendations for the 
treatment of these patients, including the appropriate 
use of antibiotics and high-dose steroids, as well as 
aggressive diagnostic testing, such as lung biopsy and 
special staining. The CDC continues to publish updated 
information and resources for healthcare providers on its 
website. The investigation is ongoing, and the CDC will 
continue to work in collaboration with the FDA and state 
and local partners to investigate cases and to update 
guidance, as appropriate, as new data emerge from this 
complex outbreak.13 

 

 
 
Theophanis Pavlou, MD, FCCP, FAASM, is board certified 
in pulmonary medicine, sleep medicine, critical care 
and internal medicine and practices at Pulmonary 
Specialists of North Jersey in Englewood, New Jersey.
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1  The FDA has definitively proven that the outbreak 
of lung disease associated with e-cigarette product 
use is caused by Vitamin E acetate. 

a. True
b. False

2  Recent surveys have revealed that e-cigarette use 
among high schoolers has been increasing over the 
last year.
a. True
b. False

3  The CDC recommends that physicians advise adult 
patients who used e-cigarettes containing nicotine 
to quit cigarette smoking to return to smoking 
cigarettes instead of vaping. 
a. True
b. False

4  The flavored e-cigarette products often used 
by adolescents do not contain nicotine or other 
potentially dangerous chemicals. 
a. True
b. False

5  The CDC suspects that the cause of the lung disease 
outbreak is most likely chemical exposure.
a. True
b. False
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As the state and the nation are seeing increases in lung 
illness related to the use of electronic cigarettes, New 
Jersey’s Governor Phil Murphy issued an executive order 
creating the Electronic Smoking Device Task Force. The 
Task Force is directed to formulate a comprehensive 
strategy to protect New Jersey residents from the hazards 
of electronic cigarettes.

ELECTRONIC SMOKING DEVICE TASK FORCE
The Task Force, which convened on September 16, 2019, is 
charged with examining all options to address electronic 
cigarette use, including the following:

• Providing warning signs to be posted in stores that  
sell electronic smoking devices

• Expanding the State’s ability to investigate, track and 
monitor any cases of severe pulmonary disease

• Recommending legislative and regulatory  
changes needed to protect young people from 
electronic cigarettes

• Developing a statewide public awareness campaign  
on the risks of electronic cigarette use

• Reviewing and providing feedback on current efforts 
to address the dangers of electronic cigarette use and 
considering methods for expansion of those efforts

• Cooperating with local, state, federal and  
private or non-profit entities while the multistate  
investigation continues

• Adopting similar policies with respect to  
traditional cigarettes

SERIOUS LUNG ILLNESSES RELATED TO VAPING
The Governor took this urgent action because of the serious 
rise in lung illnesses related to vaping. As of October 8, 
2019, there are 1,299 cases of lung illness reported from 49 
states, the District of Columbia and 1 U.S. territory. Twenty-
six deaths have been confirmed in 21 states.1 On October 1, 
2019, the New Jersey Department of Health announced the 
first New Jersey death associated with the national vaping 

outbreak. The total number of confirmed and probable cases 
of serious lung disease in the state has risen to 14, including 
two probable cases. In addition, 32 reports of severe lung 
illness are current under investigation. The age of individuals 
affected range from 15 to 51.2 All individuals were hospitalized.

The Centers for Disease Control and Prevention and the Food 
and Drug Administration have not identified any specific 
e-cigarette or vaping product (devices, liquids, refill pods and/
or cartridges) or substance that is linked to all cases. CDC is 
recommending that individuals refrain from using e-cigarette 
or vaping products until more is known about the cause of 
this illness.1

SKYROCKETING USE OF E-CIGARETTES 
The use of electronic cigarettes has skyrocketed since they 
were introduced to the U.S. market a dozen years ago. In 
New Jersey, about 21 percent of youth reported trying 
e-cigarettes, and nearly 10 percent reported using them in 
2016.3 Nationally, in 2018, more than one in five high school 
students and about 1 in 20 middle school students reported 
using electronic smoking devices in the previous year, which 
is double the usage in just one year.4

As demonstrated in the accompanying charts (Figures 1 and 
2), electronic cigarette use is in on the rise among New Jersey 
youth, and traditional cigarette use is declining.

2012

FIGURE 1. CIGARETTE USE BY GENDER, 2012–2018
(New Jersey Youth Tobacco Survey)
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New Jersey  
Takes Steps to Address 
Vaping-Related Illness

Copyright 2019 by New Jersey Dept. of Health. Reprinted with permission.
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Equally alarming, 43 percent of young people who have 
tried electronic smoking devices say they did so because 
of flavored vaping oils with names such as cotton candy, 
strawberry cheesecake and razzleberry, which appear to 
be deliberately marketed to attract young people despite 
the fact that it is illegal in New Jersey to sell these products 
to anyone under the age of 21.5 Vaping devices can also be 
used to deliver marijuana and other drugs, and it is difficult 
to know what each individual product contains—especially 
those sold on the black market.

THE ROLE OF HEALTHCARE PROVIDERS
The Department has sent a statewide health alert to 
healthcare providers and local health departments following 
recent reports of severe lung disease in people who have 
used vaping products.

The Department is asking that healthcare providers 
treating patients with significant respiratory disease in 
the outpatient setting assess their patients for recent or 
prior use of vaping products and consider the potential for 
worsening disease progression if risk factors are present. 
Healthcare providers in the inpatient setting who are 
managing patients with severe pulmonary disease should 
assess patients for a vaping history, including vaping 
tobacco, tetrahydrocannabinol (THC) and/or other products. 
Additionally, providers should consider this illness in patients, 
particularly in those who have prior history of respiratory 
disease and no apparent cause, infectious or otherwise.  
They should also consult with a pulmonologist to further 
guide diagnoses.

The Department is also asking healthcare providers to 
educate all patients on the risks associated with vaping and 
the use of tobacco products. The New Jersey Department 
of Health has created a public awareness campaign with 
resources for public health officials, parents, teachers, 
coaches and healthcare providers about the risks of 
electronic smoking devices; this material can be found at 

vapefactsnj.com. We encourage you to share this resource 
with your patients.

The Department will continue to provide updates on its 
vapefactsnj.com page. Please continue to monitor and 
educate your patients about the dangers of electronic 
cigarette use. 

Judith M. Persichilli, RN, BSN, MA, is the Acting 
Commissioner of the New Jersey Department of Health.
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2 New Jersey Department of Health. (2019). E-cigarette/vaping 
information for parents, teaches, coaches & healthcare providers.
vapefactsnj.com. 

3  Center for Tobacco Studies. (2018, January). 2016 New Jersey 
youth tobacco survey: A statewide report. Rutgers School of 
Public Health. www.nj.gov/health/fhs/tobacco/documents/
NJYTS%202016%20State%20Report_Final.pdf.

4  Centers for Disease Control & Prevention. (2019, February 28). 
Smoking and tobacco use. www.cdc.gov/tobacco/data_statistics/
fact_sheets/youth_data/tobacco_use/index.htm.

5 Truth Initiative. (2018, July 19). E-cigarettes: facts, stats and regulations. 
https://truthinitiative.org/research-resources/emerging-
tobacco-products/e-cigarettes-facts-stats-and-regulations.
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FIGURE 2. ELECTRONIC CIGARETTE USE BY GENDER, 2012–2018
(New Jersey Youth Tobacco Survey)
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State legislators in the Northeast have focused much energy on 
improving healthcare delivery in 2019. Bills in New Jersey address 
paid family leave, elective angioplasty and death with dignity. Bills 
targeted to improve health insurance access, options and cost are 
proposed in Pennsylvania, Connecticut, Maryland and Delaware. 
Rhode Island has passed a Reproductive Privacy Act, and West 
Virginia has expanded its medical cannabis program. Washington, 
D.C., has established a commission to make recommendations to 
transform healthcare delivery. Also affecting healthcare will be the 
upcoming elections in New Jersey and Virginia.

Each legislative change in healthcare delivery enacted in each 
individual state affects the health of our nation and everyone in the 
field of medicine.

     NEW JERSEY
Assembly Bill No. 5639/Senate Bill 
No. 3819. Patient Protection Act:1 
This legislation proposes a consumer 
protection bill that would require 
hospitals and physicians to disclose 

more information before referring or transferring patients 
to an out-of-state healthcare provider.

Under the legislation, patients would be informed of 
their right to receive care from the provider of their 
choosing. They also would receive the clinical reasoning 
for an out-of-state referral or transfer, the location of the 
recommended provider and a list of any in-state  
providers offering a similar service.

Specifically, the legislation requires that, prior to obtaining 
consent to transfer a patient to a healthcare facility 
located outside the state, the healthcare professional 
seeking the transfer is to provide the patient, in writing 

and in a manner that is easily understood, the following 
information, which is to be documented in the patient 
record: the patient’s right to receive medical care at a 
healthcare facility of the patient’s choosing; the clinical 
basis for the patient’s proposed transfer to an out-of-state 
facility; the availability of clinically appropriate services 
at healthcare facilities within the state or a determination 
that no such clinically appropriate services are available 
in the state; in the case of a trauma-related, stroke-related 
or cardiovascular-related diagnosis, a determination as 
to why the patient is not being transferred to a Level 1 or 
Level 2 trauma center, designated certified comprehensive 
or primary stroke center or a licensed cardiac surgery 
center in the state, as appropriate; and if the healthcare 
facility is affiliated with the out-of-state facility, the nature 
of the relationship between the facilities.

In addition, the healthcare facility will be required to notify 
the patient’s health insurance carrier or self-funded health 
benefits plan sponsor of the pending transfer and facilitate 
communication between the patient and the patient’s 
carrier concerning the following: the network status of the 
healthcare facility located outside the state and whether 
the specific medical services provided by that healthcare 
facility are covered under the patient’s health benefits plan 
and any estimated out-of-pocket costs the patient would 
incur as the result of being transferred to a healthcare 
facility located outside the state. 

Under the bill, a healthcare facility that transfers a patient 
to an out-of-state healthcare facility without an opportunity 
to notify the patient’s health insurance carrier is to be 
required to certify that the patient notice requirements 
under the bill have been met.

The bill also stipulates that, in the case of a patient in 
need of pediatric care, a healthcare facility or a healthcare 
professional providing such services would be exempt 
from the requirements of the bill.

Several New Jersey healthcare systems defend the 
legislation, saying it will give patients more consumer 
information to make informed decisions. “A transfer  
to an out-of-state facility can be a distressing experience 
for patients and their families,” said bill sponsor 
Senator Singleton. “They should be provided with all the 
information they need to make the right decisions and  
to prepare for the change, including costs and other 
options. They should not be hit with unexpected expenses 
and inconveniences at the last minute or after the fact.”2

However, some New York- and Philadelphia-based health 
systems that regularly accept patients from New Jersey 
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hospitals have raised concerns regarding the potential 
impact on patients’ care. Opponents of the legislation 
feel that compiling that information could take doctors 
anywhere from hours to days and creates unnecessary 
duplication of measures already in place at certain 
facilities. Additionally, many feel that reaching insurers to 
compile the required information in the middle of the night 
can be virtually impossible, causing unnecessary delays 
and perhaps more questions than answers for patients.

Margaret Burke, part of the senior leadership team for  
New Jersey- and New York-based Memorial Sloan 
Kettering Cancer Center, said when a decision is made 
to transfer a New Jersey patient out of state, the patient, 
family and physicians are part of the process. “To pause 
at points in that care to satisfy the criteria in the bill, given 
we’ve addressed the financial risk up front, minimally  
could feel disjointed and confusing to our patients,” Burke 
told legislators. “But more importantly, add unnecessary 
delay and burden at a time when a patient feels vulnerable 
and anxious.”3 

The legislation was approved in May 2019 by the full New 
Jersey General Assembly but has yet to be approved by the 
Senate due to lack of support. The sponsors will continue 
to work on the legislation and consider some amendments 
to find a middle ground on the legislation. 

Assembly Bill No. 3769/Senate Bill No. 2427. Elective 
Angioplasty:4 After nearly a decade of discussion, 
community hospitals are hopeful New Jersey will expand 
access to elective angioplasty, a common, lucrative and 
potentially lifesaving procedure that is permitted only at 
certain facilities. This bill would require the Department 
of Health to license certain qualifying hospitals to provide 
full-service adult diagnostic cardiac catheterization, 
primary angioplasty and elective angioplasty services.

The legislation would allow the Department of Health 
to approve applications from hospitals seeking to add 
non-emergency angioplasty services if they meet certain 
requirements. Among other things, the facilities would 
need to have been performing the procedure at least 250 
times a year on an emergency basis; additionally, they 
must sign a formal agreement to transfer patients to a full 
cardiac-care center if something goes wrong.

Under current New Jersey law, 29 hospitals are licensed 
to use angioplasty to diagnose and treat patients in both 
emergency and less-urgent elective situations.

Another 25 facilities, generally smaller, community 
hospitals in the seven less-populous counties, are 
permitted to diagnose arterial blockages, but they can 
treat the issue only when it is considered an emergency. 
Patients who do not face imminent danger must travel  
to one of the hospitals licensed to handle both in order  
to have an elective procedure.

Sponsors of the legislation, Zwicker, Freiman and Downey, 
stated, “This piece of legislation will help to give patients 
increased access to high-quality cardiac care services. 
This bill institutes quality and safety standards for more 
hospitals in our state and, by allowing them to perform 
elective angioplasty procedures, we are ensuring all of our 
residents are getting the highest level of care.”5 

The legislation passed the General Assembly in May and  
is waiting for a full vote in the Senate. 

New Jersey Death with Dignity Update  
On August 14, 2019, a state judge granted a request to stop 
the New Jersey law Medical Aid in Dying for the Terminally  
Ill Act from going into effect. The law, which took effect  
on August 1, 2019, required a two-week waiting period  
before a physician could fill a patient’s prescription. State 
Superior Court Judge Paul Innes granted the temporary 
restraining order at the request of a physician from  
Bergen County who opposes the law for religious and 
professional reasons.

Judge Innes sided with the plaintiff, Dr. Yosef Glassman, 
who argued that although the law took effect August 1, 
the Murphy administration had not yet written the rules 
governing the practice, “rendering the entire death process 
wholly unregulated.” 6 

Attorney General Gurbir Grewal filed a request on Friday, 
August 16, 2019, asking the State Supreme Court to 
dissolve the temporary restraining order that Superior 
Court Judge Paul Innes had granted. Grewal also filed with 
a state appeals court, which agreed to take the case but 
did not immediately dismiss the restraining order.

On August 27, a New Jersey appellate court reversed 
the lower court’s order, again permitting physicians to 
prescribe medications to terminally ill patients. The ruling 
means doctors can begin prescribing the lethal medication 
as the law allowed. The appellate court disagreed with 
Judge Innes and said state agencies and regulatory boards 
did not need to establish rules before the law could go 
into effect. “Further, there is no indication that any of the 
administrative agencies and organizations identified in the 
Act determined that rulemaking was necessary prior to 
August 1, 2019,” the court wrote.7
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New Jersey Elections 
A general election will be held in New Jersey on November 
5, 2019. The state positions up for election this cycle are 
all 80 seats in the New Jersey General Assembly and one 
Senate special election. In addition to the State Legislative 
elections, numerous county offices and freeholders as 
well as municipal offices are up for election. There are 
no statewide questions currently on the ballot this year 
though some counties and municipalities may have local 
questions. Non-partisan local elections, some school 
board elections and some fire district elections are also 
scheduled throughout the year.

The one special Senate election will be held in the 1st 
Legislative District to complete the unexpired term of 
Jeff Van Drew. Senator Van Drew resigned on January 2, 
2019, following his election to Congress. On January 7, 
Democratic Committee members in Atlantic, Cape May 
and Cumberland Counties selected Assemblyman Bob 
Adrzeiczak as the appointed replacement, and he was 
sworn in on January 15, 2019.

The one race to watch is legislative District 25 (Morris 
and Somerset Counties), where longtime incumbent 
Assemblyman Bucco (R) and his running mate Brian 
Bergen (R) are fighting a challenge from Lisa Dhimani (D) 
and Darcy Draeger (D).

In the 2017 race for State Assembly in New Jersey’s 25th 
District, Republican incumbents Michael Patrick Carroll 
(R-Morris Township) and Anthony M. Bucco (R-Boonton) 
won re-election by an unusually narrow margin in a 
legislative district that hasn’t voted for a Democrat for 
State Assembly since 1977.

The Democrats currently hold a 54 to 26 majority  
in the General Assembly and hold a 26 to 14 majority in  
the Senate.

 VIRGINIA 
Virginia Elections  
The 2019 Virginia elections will take 
place on November 5, 2019. All 40 
seats of the Senate and 100 seats  
in the House of Delegates are up for 

re-election as well as many local offices.

Virginia is the only state in the nation where partisan 
control of the Legislature is up for grabs this fall. The 
Republicans currently hold a 51 to 49 majority in the House 
of Delegates and hold a 21 to 19 majority in the Senate.

With political leaders searching for signs of what to 
expect from voters across the country in 2020, Virginia’s 

legislative elections are viewed as an early test case, 
both as a measure of Democratic momentum against 
Republican control and for what they may reveal about 
voters’ attitudes on policy issues and campaign messages.

While off-year elections tend to favor Republicans, 
Virginia’s demographic trends have been helping 
Democrats the last couple of election cycles. The state’s 
growing cities and suburbs are becoming more diverse and 
liberal, while conservative-leaning rural parts of the state 
are losing political clout.

In 2017, Democrats made unexpectedly large gains, picking  
up the Governor and 15 State House seats. That was still  
one short of a tie and two short of a majority, but Democrats 
are convinced they can make up the extra ground the next 
time around. Flipping close legislative chambers such 
as the ones in Virginia is clearly doable. Last election, 
Democrats showed strength in suburban Virginia and are 
hoping to build on those gains to challenge Republicans.8

 PENNSYLVANIA 
House Bill No. 3. State-Based 
Exchange Legislation:9 On July 2, 2019, 
Governor Tom Wolf signed this bill  
(a historic reform to health insurance 
that creates an online exchange 

operated by the state in lieu of the federal government) 
into law. This legislation sponsored by Representative 
Cutler provides for lower premiums and increased access 
to health insurance by developing a state-based health 
insurance exchange and a new reinsurance program. The 
state-based exchange is expected to save money for those 
purchasing plans on the exchange.

“This bill is a huge step toward making health insurance 
affordable and effective for all Pennsylvanians,” Governor 
Wolf said. “It’s pretty rare for a program to come along 
where everyone pays less, but that’s exactly what this 
does. And I’m so proud of my colleagues for recognizing 
this as a priority and moving it along quickly. I want 
Pennsylvania to be a leader on healthcare reform, and I 
want no Pennsylvanian worrying about affording the care 
they or their loved ones need.”10

Premiums could decrease an additional 5 to 10 percent 
from what they would otherwise be in 2021, officials said. 
That savings would be especially beneficial to consumers 
who earn too much to qualify for financial assistance  
and are strained by insurance prices. The savings would 
come from a 3.5 percent user fee that insurers will pay  
to the state on all plans sold through the exchange; that 
fee was formerly passed on to the federal government for 
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operating healthcare.gov. Insurers in Pennsylvania paid 
about $98 million in 2019 and are expected to pay about 
$88 million in 2020, when the fee drops to 3 percent.

Through a federal waiver, the state will create a reinsurance 
fund that will directly pay some of the healthcare costs  
for high-cost individuals, which will lower premiums  
for other insured Pennsylvanians on the individual market; 
the fund will also reduce the approximately $2 billion cost 
for healthcare premium subsidies to assist low-income 
individuals. The reinsurance fund will be created from 
savings from the decreased operational costs of the new 
exchange and federal savings that will save Pennsylvanian 
consumers up to $250 million in annual health  
insurance premiums.

The state-based exchange is expected to be operational as 
early as January 1, 2021.

CONNECTICUT
House Bill No. 7267/Senate Bill 
No. 134. Public Health Option:11 
This proposed bill, advanced by the 
Insurance and Real Estate Committee, 
would allow nonprofits and small 

businesses to buy into the state’s public health plan. 

The bill would establish a program called ConnectHealth 
for individuals working for businesses with 50 or fewer 
employees who lack employer-sponsored health plans. 
According to estimates, the public option would roll out as  
early as 2021. Before then, the program must produce 
numerous analyses and plans detailing the impact of the 
health plan on the state insurance market, providers  
and patients.

Under the legislation, the state would design the benefits 
and assemble the provider networks, then would “rent” the 
networks to private insurers. Participating carriers would 
have had to guarantee premiums 20 percent lower than 
those currently offered. The legislation also would offer 
state financial assistance to consumers, including people 
who earn too much to qualify for ACA premium subsidies, 
funded by reinstating a fee on people who do not buy 
health insurance. In addition, the bill requires insurers that 
serve state employees to also offer plans on the state’s 
Affordable Care Act exchange as a way to increase market 
competition and drive down premiums.

After months of debate, the legislation failed this year to 
garner enough votes for its passage, but Governor Ned 
Lamont has pledged to revive the issue next year. “I think 
we tried to do it too late. It’s a big, important reform, and 

you want to get it right,” he said. “Believe me, we’re going 
to revisit it. We’re going to bring it back. … Maybe we do it 
in pieces, but we’re going to get it done.”12

MARYLAND 
House Bill No. 814/Senate Bill No. 
802.13 Easy Enrollment Health 
Insurance Program: In May 2019, 
Governor Hogan signed legislation, 
sponsored by Senator Feldman and 

Delegate Pena-Melnyk, giving Maryland the first-in-the-
nation measure to make it easier for people without health 
insurance to find out if they qualify for low-cost insurance. 
On the state income tax form, residents can check a box 
indicating that they want to know if they qualify based on 
information provided on their tax form. The state’s 
healthcare exchange representatives will reach out to 
people who qualify for private coverage. Those who qualify 
for Medicaid will be enrolled automatically. 

“We’ve been continuing to look for bipartisan ways to 
get more Marylanders health insurance,” said Senator 
Feldman. “We’ve made a lot of strides. About six or seven 
years ago, we had about 760,000 people without health 
insurance. Now, we’re down to 360,000, and in light of 
what’s happening at the federal level—the dismantling of 
the Affordable Care Act, the elimination of the mandate—
we’re starting to see some backtracking on that. So, we 
came up with an idea here that’s first in the nation that you 
can use the state income tax return to check a box, and it 
will immediately opt in.”14 

WASHINGTON, DC 
Commission on Healthcare Systems 
Transformation  
Mayor Muriel Bowser established  
the Mayor’s Commission on Healthcare 
Systems Transformation to make 

recommendations on strategies and investments necessary 
to transform healthcare delivery in the District of Columbia.

“The District’s healthcare system is at a critical juncture,” 
said Mayor Bowser. “While our city is resource-rich  
in the kinds of healthcare we can offer residents, utilization 
of and access to those resources is not equitable.  
Together, with the support of this commission, we’re going 
to change that and ensure that Washingtonians in  
every corner of DC are getting the care they need to live 
healthy, happy lives.”15 

The commission’s work will focus on alleviating these 
challenges by developing recommendations that address 
the current stresses in the District’s healthcare system 
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while specifically targeting the following issues: improving 
access to primary, acute and specialty care services, 
including behavioral healthcare; addressing health system 
capacity issues for inpatient, outpatient, pre-hospital and 
emergency room services; and promoting an equitable 
geographic distribution of acute care and specialty services 
in communities east of the Anacostia river. 

The commission is directed to make policy 
recommendations to the mayor by December 2019.

DELAWARE 
Senate Bill No. 35.16 An Act to Amend 
Title 18 of the Delaware Code Related 
to Health Insurance Contracts:  
In August 2019, Governor John Carney 
signed this bill, sponsored by  

Senator Paradee and by two pieces of legislation that put 
provisions of the Affordable Care Act (Obamacare)  
into law. 

SB 35 revises Delaware Insurance Code provisions related 
to the individual and group health insurance markets to  
directly incorporate into Delaware law the Patient 
Protection and Affordable Care Act’s (ACA) consumer 
protections related to the following: 1) the prohibition of 
preexisting condition provisions, 2) guaranteed issue and 
availability of coverage and 3) permissible rating  
factors. This Act also ties references in Delaware law to  
the Patient Protection and Affordable Care Act to that law 
as it was in effect on January 1, 2018. This ensures the  
ACA’s core consumer protection provisions will remain in 
place during the uncertainty surrounding the ACA in light 
of recent court challenges. 

Senate Bill No. 92.17 This bill, sponsored by Senator 
Townsend, will provide dental coverage for all eligible 
adult Medicaid recipients. 

“All Delawareans and Delaware families deserve  
access to quality, affordable health care,” said Governor 
Carney. “Both of these pieces of legislation will help 
us deliver on that promise. Senate Bill 35 will codify in 
Delaware law many of the protections in the Affordable 
Care Act, including protections for Delawareans with  
pre-existing medical conditions. And adults on Medicaid 
will finally have access to affordable dental coverage, 
which we know is important to overall health. Thank you 
to Senator Paradee, Senator Townsend and all members 
of the General Assembly for their partnership on this 
important issue.”18

WEST VIRGINIA
Senate Bill No. 1037. Expanding 
Medical Cannabis Program:19 In May 
2019, Governor Jim Justice signed 
this legislation, sponsored by Senate 
President Carmichael, amending the 

state’s emerging medical cannabis program. 

The legislation specifically makes the following changes to 
the state’s medical marijuana program: 

• Removes a requirement that a doctor must be present 
in a dispensary at all times

• Increases the allowable number of dispensaries in the 
state from 30 to 100 and removes a limit on the number 
of dispensaries allowed in one region

• Increases the number of dispensary licenses one 
person may hold from 2 to 10

• Removes a restriction that a grower or processor 
cannot own a dispensary

• Creates legal protections for state employees involved 
in the medical marijuana program

• Removes language requiring physicians to first 
consider other treatments, including treatments 
involving opioids, before issuing a marijuana certificate 
to a patient

• Allows the Department of Health and Human 
Resources to pre-register patients before the official 
July 1, 2019, date

RHODE ISLAND

House Bill No. 5125. Reproductive 
Privacy Act:20 In June 2019, Governor 
Raimondo signed into law this 
bill sponsored by Representatives 
Williams, Blazejewski, Alzate, Barros 

and Shanley. The new law provides that the state will 
not restrict the right to an abortion prior to fetal viability 
or afterward if an abortion is necessary for the health 
or life of the mother. The law defines fetal viability as 
that stage of gestation where the attending physician, 
taking into account the particular facts of the case, has 
determined that there is a reasonable likelihood of the 
fetus’s sustained survival outside of the womb with or 
without artificial support.20 The law also repeals older state 
abortion laws deemed unconstitutional by the courts.
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“Today, I am pleased to sign that act into law,” said 
Governor Raimondo. “The legislation before me is  
the product of an important and vigorous debate and a 
great deal of public scrutiny. It codifies what has been the 
status quo under Roe v. Wade for nearly five decades.  
It protects a woman’s access to reproductive healthcare 
here in Rhode Island at a time when that access is under 
threat at the federal level and in states across our country. 
And, it keeps the most personal and difficult decisions  
of a woman’s life between her and her doctor—where  
they are today, and where they belong, regardless of 
continued assaults on the fundamental right to privacy.”21 

This law takes effect immediately. 

Jon Bombardieri is a Partner at CLB Partners, LLC, in 
Trenton, New Jersey.
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New Jersey is currently experiencing a surge in 
hepatitis A cases among persons reporting 
homelessness, drug use or current/recent 

incarceration as well as among men who have sex with 
men (MSM). Hepatitis A is caused by the hepatitis A virus 
(HAV) and is a serious liver disease. Since December 2018, 
more than 400 cases have been identified in New Jersey, 
which represents a more than 500 percent increase  
over what would typically be seen in a year. There are 
outbreak-associated hepatitis A cases in every county in 
New Jersey.1 A breakdown of cases in each county can  
be seen in Figure 1. New Jersey healthcare providers can 
assist public health officials by assessing patients’ risk  
and vaccinating when appropriate. 

THE OUTBREAK
Increases in cases of hepatitis A are not unique to New 
Jersey. In August, the city of Philadelphia and state of 
Florida declared public health emergencies due to soaring 
case numbers.2,3 Since the outbreaks across the nation 
were first identified in 2016, there have been nearly 25,000 
cases, more than 14,000 hospitalizations and 240 deaths 
reported across the United States.4

In New Jersey, since the outbreak began in December 2018, 
240 individuals have been hospitalized, and four deaths 
have occurred in relation to this outbreak.1

While many individuals in the current New Jersey outbreak 
present with the known risk factors, there has also been 
an increase in cases not associated with those risk factors. 
This ongoing outbreak increases the risk of hepatitis A 
transmission across the state.

TRANSMISSION
HAV is typically transmitted from person to person when 
it is ingested from objects, food or drinks contaminated 
by stool from an infected person. This can happen when 
infected individuals do not wash their hands properly after 
using the bathroom and then touch food or items that are 
shared with others. Contaminated items may have a small 
or undetectable amount of feces and may not be visibly 
soiled. HAV can also spread during close personal contact 
with an infected person, such as through sex or caring for 

someone who is ill. Contaminated injection equipment and 
poor sanitary conditions can also lead to transmission.

PREVENTION
Thorough handwashing with soap and water is a good 
way to prevent the spread of HAV. There is also a vaccine 
that is very effective at preventing hepatitis A. To address 
this current outbreak, the New Jersey Department of 
Health has supplied hundreds of vaccines to local health 
departments to immunize uninsured or underinsured 
individuals at risk of the liver disease. Many county and 
local health departments have been working with shelters, 
addiction treatment facilities, community health centers, 
jails and homeless outreach services to vaccinate at-risk 
individuals. Given that controlling outbreaks is difficult due 
to challenges in reaching transient, at-risk populations, this 
outreach is essential. The Department has encouraged all 

New Jersey Healthcare Providers Can 
Help Address Hepatitis A Outbreak
By Acting Commissioner Judith M. Persichilli, RN, BSN, MA
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Figure 1. Outbreak‐Associated Hepatitis A Cases
Confirmed Cases by Symptom Onset

Reprinted from “Hepatitis A Surveillance/Outbreak Report in New Jersey,” 2019, p. 3. 
Copyright 2019 by New Jersey Dept. of Health. Reprinted with permission.
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local health departments in New Jersey to vaccinate the 
impacted groups.

SYMPTOMS
Hepatitis A symptoms include yellow eyes/skin, fatigue, 
loss of appetite, upset stomach, nausea, dark colored urine 
or light-colored stool, joint pain, fever or diarrhea. Some 
people, particularly younger children, have no symptoms. 
A person can pass the virus to others before and after 
symptoms appear because the virus is contagious from 
about two weeks before symptoms appear and one week 
after they appear. 

TREATMENT 
Most people fully recover on their own within a few weeks. 
No specific medications, including antibiotics, are used to 
treat hepatitis A.

PROVIDER ACTIONS
To help reduce the spread of hepatitis A, healthcare 
providers should take extra care when interacting with  
at-risk individuals. 

SCREEN PATIENTS 
Clinicians should consider hepatitis A as a diagnosis 
when caring for those with risk factors such as drug use, 
homelessness and current/recent incarceration and also 
among men who have sex with men. 

RECOMMEND AND ADMINISTER VACCINE 
The hepatitis A vaccine should be offered to all at-risk 
patients regardless of the clinical reason for their visit. 
While the hepatitis A vaccine is a two-shot series, one shot 
provides more than 90 percent protection. Healthcare 
and emergency room providers should vaccinate all 
at-risk persons with a single dose of HAV vaccine unless 
there is evidence of previous vaccination or immunity. 
The emergency department may be an individual’s only 
interaction with the healthcare system.

REFER TO HARM REDUCTION CENTER
Healthcare providers can refer patients who inject drugs 
to one of New Jersey’s seven Harm Reduction Centers 
to access new syringes and injection equipment, which 
can reduce the spread of hepatitis A and C as well as 
HIV. New Jersey Harm Reduction Centers, also known as 
Syringe Access Programs, provide access to new syringes, 
overdose prevention education, naloxone and HIV and 
hepatitis C testing. These centers are located in Asbury 
Park, Atlantic City, Camden, Jersey City, Newark, Paterson 
and Trenton. For more information on these centers, visit 
https://nj.gov/health/hivstdtb/sap.shtml.

REPORT 
Hepatitis A is an immediately reportable disease to the 
local health department where the patient resides. If an

individual tests positive, it is critical to identify all  
close contacts (household and sexual contacts) and 
recommend post-exposure prophylaxis of previously 
unvaccinated contacts as soon as possible within two 
weeks after exposure. The local health department can 
help providers determine who may be at risk and how to 
best contact them.

PROTECT YOURSELF
Currently there are no recommendations for healthcare 
providers to get vaccinated in response to this 
outbreak. Hand washing and appropriate use of 
standard precautions should provide protection against 
communicable diseases, including hepatitis.

BE ALERT
As we continue to see cases, it is critical that all healthcare 
providers be alert for symptoms of hepatitis A and address 
it with their patients. With your help, we can end this 
outbreak and help protect the health of residents.  
 

 

Judith M. Persichilli, RN, BSN, MA, is the Acting 
Commissioner of the New Jersey Department of Health.

1 New Jersey Department of Health. (2019, August 17). Hepatitis 
A outbreak summary. https://nj.gov/health/cd/documents/
topics/hepatitisa/hep_a_2019_data.pdf.

2  Kellner, H. (2019, August 1). City declares public health 
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www.phila.gov/2019-08-01-city-declares-public-health-
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3 Florida Department of Health. (2019, August 1). Florida Surgeon 
General Scott A. Rivkees issues public health emergency 
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department-of-health-declaration-of-public-health-emergency.
pr.html.

4  Centers for Disease Control & Prevention. (2019). Widespread 
person-to-person outbreaks of hepatitis A across the United 
States. www.cdc.gov/hepatitis/outbreaks/2017March-
HepatitisA.htm.

NEW JERSEY DEPARTMENT OF HEALTH RESOURCES 

1  The Department will continue to provide updates on 
this outbreak on its Hepatitis A website.

2  Visit the New Jersey Department of Health website 
to find the link to Clinician Quick Guide: HAV for 
guidance and other clinical recommendations.

https://nj.gov/health/cd/topics/hepatitisa.shtml
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Peer-reviewed research publications are the primary outlet 
for disseminating scientific information;1 however, many 
barriers (such as restricted membership, subscription-only 
access and cost) limit open access to high-level scientific 
literature. Fortunately, the free and unlimited reach of today’s 
social media* allows physicians the opportunity to advance 
evidence-based medicine and contribute to discussions on a 
global scale—thus mitigating the barriers of the past.2

While the role of social media in medicine is not without 
risk,3 social media plays a potential role in many points in the 
research workflow, from hypothesis generation to publicity 
and even post-publication dialogue regarding results. The 
process and outcome of meaningful research no longer need 
be sequestered in “members only” archives. It is imperative to 
the advancement of evidence-based medicine that all those 
involved in scientific research welcome the opportunity to 
share their work via social media. 

EXPANDING READERSHIP
The foremost barrier to accessing published research is cost. 
Since the majority of academic journals are not open access,4 

to read these findings in print or online one must subscribe 
and pay for journal access at an institutional or personal level. 
It is true that with the emergence of the Internet, publishers 
have taken the opportunity to expand readership online 
instead of limiting access through print. Many publishers now 
also email journal highlights and links to their membership. 
While this timeliness of access has improved the accessibility 
of publications to readers, it does not fundamentally change 
the dissemination of knowledge, which is still limited by cost-
restricted access to scientific literature.5 

Physicians and publishers embracing social media have 
created a new venue for education and the dissemination 
of impactful research. In fact, many studies show that 

BY MIRIAM A. KNOLL, MD, AND  
SHRADDHA MAHESH DALWADI, MD, MBA

Using Social Media  
to Maximize the Impact 
of Scientific Research

* In this article, social media is defined as electronic communication platforms (such as professional forums, blogging sites, 
Facebook, Twitter, Instagram, and the like) that allow users to communicate with an online community to share ideas, 
messages, information and opinions through an array of media such as text, photo, audio and video.
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social media has been integrated into formal and informal 
education at many levels.6 In medical education, social 
media appears to be commonly used to learn, engage and 
discuss material.7 Interestingly, users span the spectrum 
from undergraduate pre-medical students to practicing 
physicians.8 Social media also presents new opportunities  
to collaborate across institutional and geographical 
boundaries, expanding readership far beyond what has 
previously been possible. 

PATIENT EDUCATION & SUPPORT
Instant sharing of article content online via social media 
at the time of publication allows authors to reach not only 
healthcare decision makers but also patients. Although social 
media is often stigmatized as unregulated and ergo false 
content,9 misinformation may be combatted directly, and 
physicians can play an active role in educating the lay public 
via accurate content generation shared through  
social media.10 

Examples of how the medical community has used social 
media to educate the public about research updates are 
many, including these: content-generation of educational 
materials by medical professionals (i.e., Medscape, WebMD), 
public health updates (i.e., real-time flu trends11) and outreach 
during times of public health catastrophe (i.e., use of Twitter 
during flu pandemic12). 

Social media has also changed the face of patient support 
groups. Traditional medical support groups are often seen 
as time-consuming and inconvenient for already-distressed 
patients. On the other hand, a study of patient-reported 
outcomes of the use of social media for patient education 
and support showed increased perceived knowledge 
regarding one’s illness and decreased anxiety.13 

Further, educational tools and research can be 
publicized online using audio-video platforms, such as 
YouTube, targeted directly to patients14 as these may be 
highly regarded when developed by qualified medical 
professionals. Web-based broadcasting of information is 
now a common means of educating patients and the pubic, 
and many healthcare institutions are utilizing social media to 
create an interactive learning environment.15

PHYSICIAN ENGAGEMENT & OUTREACH
The positive impact of social media on patient education 
and support extends to physician engagement and outreach 
as well. This statement is not based on casual observation 
or high hopes. The impact of social media is measurable 
with altmetric analysis, which evaluates the impact of a 
publication via tracking tools that measure the online 
exposure of a publication on social media, including Twitter, 
Facebook and news outlets, among others. 16 Typically, 
altmetrics are calculated using forms of interaction (such 
as online article shares, comments and other forms of 
discussion). Many journals make the altmetric score freely 

available for each publication, so authors can see the impact 
of their work in real time. 

The altmetric score is separate from but akin to the more 
commonly known citation score, which counts how many 
times a publication is cited in a new paper. 17 While altmetric 
scoring systems have not yet been formally validated, they 
are increasingly used in practice to evaluate the actual 
impact of research given that they possibly reflect a more 
meaningful form of outreach not accounted for in citation 
score alone.

For example, on December 13, 2017, The New England Journal 
of Medicine published an article entitled “Noninvasive 
Cardiac Radiation for Ablation of Ventricular Tachycardia.” 
This article reported on the use of radiotherapy to ablate 
treatment-refractory ventricular tachycardia.18 Using its 
Twitter handle @NEJM, the publisher tweeted out the link 
to this article. The tweet was retweeted hundreds of times, 
reflected by its high altmetrics score of being in the 99th 
percentile of its social media impact compared to articles 
in other medical journals.19 In addition to increasing the 
immediate exposure of this article, utilizing Twitter to share 
the article facilitated an online conversation that previously 
would not have been possible. Many of the article’s authors 
also discussed their research with others on their own Twitter 
accounts and were asked direct questions such as “What’s 
your next step? Do you have a larger trial enrolling?”20 This 
discussion on Twitter allowed individuals not involved in 
the study to learn about the research immediately after 
publication and, more importantly, to engage with the 
researchers themselves in ways not possible when reading 
the publication in the traditional way.

Physician engagement and peer-to-peer learning are also 
facilitated by the evidence-based moderation of open blogs 
or forums. For example, TheMedNet.Org is a free, online, 
physicians-only community that allows users to search and 
ask controversial clinical questions as well as contribute to 
other discussions. Access to the site is granted after users 
are verified by name, credentials, specialty and institution. 
Discussions with the most engagement are routinely 
emailed out to all users as a newsletter. Some healthcare 
institutions (such as the Mayo Clinic) also create employee-
based online platforms for open communication, reflection 
and discussion.21

CLINICAL TRIAL ENROLLMENT
The potential outreach provided by social media offers 
new tools for researchers and patients to engage in 
clinical trials. Many pilot studies have shown success in 
this regard. 22 Clinical trial accrual remains a restrictive 
factor to unanswered medical questions of significance. 
By disseminating information regarding novel treatment 
options and clinical trials, social media represents a tangible 
way to improve the quality of care delivered to patients.
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Some research institutions post on dedicated clinical trials 
blogs that aim to increase awareness of ongoing studies.23

Doing so allows patients to engage directly with recruiters 
while remaining anonymous and without any obligation 
to enroll. In addition, open clinical trials can be discussed 
among interested clinicians in physicians-only networking 
sites as many physicians have patients who stand to benefi t 
from enrollment but do not have such options at their local 
institutions. These forums represent an opportunity to discuss 
and facilitate eligibility, funding and other barriers to care.

CONFERENCES AND EDUCATION
Conferences have always been an important venue for 
physicians to educate, learn, collaborate and network. Social 
media now off ers new tools for physicians and the lay public 
to connect with the conference even when not physically 
present at the meeting. Medical conferences often share 
updates on Twitter, including photographs and quotation 
excerpts from presenters in real time. The conference 
organizers often create a conference-specifi c hashtag and 
encourage attendees to share updates with their followers by 
including this hashtag, which will be visible to anyone who 
searches this hashtag on Twitter. For example, the American 
Society of Clinical Oncology designated the hashtag 
#ASCO18 for its annual meeting in 2018. The American 
College of Physicians designated the hashtag #im2018 for its 
Internal Medicine Meeting in 2018.

Conference attendees also have the opportunity to share the 
latest information presented at research conferences, and 
non-attendees have the opportunity to engage via social 
media in real time. One study of tweets from an emergency 
medicine scientifi c conference showed that most speakers 
felt positive about the dissemination of their work online 
and that almost all tweets retained their scientifi c accuracy.24

Symplur (an online healthcare analytics service that helps 
analyze impressions, popular tweets and infl uencers in 
medical social media) is now being used to monitor and 
optimize online engagement at conferences. For example, 
according to one Symplur analysis, over a three-year period, 
the number of participants at one urology conference 
increased by nearly ten-fold, leading to an increase in the 
number of tweets from 347 to almost 6000.25

POTENTIAL TO IMPACT POLICY
The impact of social media in increasing readership, patient 
education/support and physician engagement in research 
is clear. Moving forward, the potential exists to use this 
impact for shaping healthcare policy.26 Traditionally, the 
press has played a powerful role in pressuring government 
bodies to prioritize matters of importance.27 Increasingly, 
social media has replaced the traditional forms of free 
press and is becoming a primary means of unregulated 
global communication.28 This change opens an opportunity 
for physicians and researchers to use social media to 
communicate directly with policy makers, engage their 

following and play an active role in designing/implementing 
healthcare initiatives. 

POTENTIAL DANGERS OF SOCIAL MEDIA 
Social media use is not without its limitations; cybersecurity 
remains a concern for healthcare professionals. One’s online 
identity can be stolen or hacked, opening the possibility 
of non-credible information being posted under the 
professional’s name.29 Also, online interaction dampens 
one’s barriers to privacy, often allowing the worldwide online 
community access to personal information.30 Social media 
facilitates interactions with individuals around the globe, 
who may freely comment on a physician’s posts behind the 
mask of anonymity; this can falsely reduce the credibility of 
accurate information and promote false claims. Comments 
by individuals can be seen publicly and may pose a risk to 
one’s own credibility, such as false claims of physicians being 
reimbursed for vaccinations,31 which erodes trust between 
doctors and the public. 

Perhaps most importantly, online information is unfi ltered 
and ergo often unverifi ed, placing a grave responsibility 
on physicians who use social media. Any physician who 
puts out medical posts via this unedited portal must make 
extraordinary eff orts to assure readers that the information 
is credible and warn them to be vigilant in their search for 
medical knowledge, demanding accurate facts from reliable 
sources. In the same way, any physician who comments 
publicly to the social media posts of others must be 
absolutely sure that the person posting the information is a 
credible authority. 

As those who use social media become more adept at 
applying the skills of digital literacy and thus more reluctant 
to jump on any “new research” as true just because “I read it 
on the Internet,” the value of using this medium for sharing 
scientifi c research increases. Though users should be aware 
of potential pitfalls, education regarding research updates, 
engagement and outreach are a few of the many benefi ts 
achievable with the proper use of this platform. 

In summary, social media off ers unprecedented tools for 
learning, educating, collaborating and networking with 
professionals and the general public. Physicians must not 
ignore this incredible opportunity to share impactful research, 
push the boundaries of the physician-public relationship 
and engage with the lay public, potential patients and the 
scientifi c community with ease. 

Miriam A. Knoll, MD, DABR, is a radiation oncologist 
at the John Theurer Cancer Center, an HMH-MSKCC 
partnership in Hackensack, New Jersey. Shraddha 
Mahesh Dalwadi, MD, MBA, is a radiation oncology 
resident at Baylor College of Medicine.
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Steve Adubato, PhD, recently sat down with Shereef Elnahal, 
MD, MBA, former Commissioner of the New Jersey Department 
of Health and current President and CEO of University Hospital; 
Amy Perry, CEO of the Hospital Division at Atlantic Health 
System; and Stephen Crystal, PhD, Board of Governors Professor 
at Rutgers University to have a panel discussion for his public 
television series Think Tank with Steve Adubato. This 
panel of healthcare experts explored the changing world of 
healthcare by examining issues of affordability, accessibility and 
new technology in medical education on the local and national 
levels. The following is adapted from that interview.

ADUBATO: IS THERE NOW MORE AFFORDABILITY AND 
ACCESSIBILITY THAN THERE WAS FIVE YEARS AGO 
IN THE HEALTHCARE SYSTEM IN NEW JERSEY AND IN 
THE NATION? 
Elnahal: There’s no question about that, Steve. The biggest 
legacy we’ve seen is from the Affordable Care Act that was 
implemented in earnest a few years ago, which enabled 
more than 800,000 people to be covered with insurance 
in New Jersey who were previously uninsured. The 
uninsurance rate dropped to an all-time low a couple of 
years ago. Unfortunately, though, because of the continued 
attacks on the Affordable Care Act from Washington, we’re 
starting to see the uninsured rate creep back up again, and 
that’s concerning. 

ADUBATO: DR. CRYSTAL, WOULD IT BE A BAD THING 
IF THE AFFORDABLE CARE ACT WERE ABOLISHED BY 
THE COURTS?  
Crystal: Not bad, disastrous! The ACA is embedded in so 
much of the system that we now have, and it has provided 
access to such a large population of people who previously 
were not eligible for Medicaid or private insurance due to 
pre-existing conditions. 

ADUBATO: WHAT DO YOU SAY TO THOSE WHO 
ARGUE THAT “MEDICARE FOR ALL” IS GOING TO BE 
AN ISSUE IN THE 2020 PRESIDENTIAL RACE? 
Perry: I say that there are other solutions that can 
achieve the same kinds of benefits, including providing 
reimbursement, access and insurance to everyone, that are 
probably not as controversial or difficult to accomplish.

ADUBATO: THE FUTURE OF HEALTHCARE IS BEING 
SHAPED BY TECHNOLOGY IN SO MANY WAYS. 
A PATIENT CAN TAKE A PICTURE OF HIS OR HER 

RASH AND SEND IT TO A PHYSICIAN. THEN THE 
PATIENT CAN TALK TO THAT DOCTOR OVER VIDEO 
CONFERENCE, AND THE DOCTOR CAN DIAGNOSE THE 
RASH AND WRITE A PRESCRIPTION. IS THIS A GOOD 
IDEA OR A BAD IDEA?  
Perry: I think it’s a great idea. People are searching 
for answers and want to have more control over their 
healthcare. That’s a really good thing. It might be due in 
part to the fact that people are responsible for higher 
deductibles. There is a lot more financial risk for people. 
We need to empower people with education, information, 
apps, call centers and websites. 

ADUBATO: WHEN IT COMES TO THE FUTURE OF 
MEDICAL EDUCATION, WHAT DO WE NEED TO DO TO 
PREPARE FUTURE PHYSICIANS? 
Elnahal: When I was in medical school, I learned the 
fundamentals of diagnosis and treatment, which is the core 
foundation of what every physician should know when 
they graduate. But the world is rapidly evolving, not only 
through technology and the surrounding infrastructure but 
also in social needs. The opioid epidemic has exploded 
over the last several years. I got one course on addiction 
treatment during my medical school years. Now, Rutgers 
is leading the country by making sure that all of their 
medical students have the certification from the federal 
government to treat addiction. Because our public health 
problems are rapidly evolving, we are never going to 
learn enough just during medical school. We have to learn 
throughout our careers. 

ADUBATO: WHAT IS ATLANTIC HEALTH DOING THAT IS 
DIFFERENT? 
Perry: At Atlantic Health, we have an undergraduate 
campus that is affiliated with Jefferson University in 
Philadelphia. Last year, we started something called a 
longitudinal integrated curriculum. This is a very different 
way to approach undergraduate education; instead of 
rotations, such as four weeks in obstetrics and four weeks 
in surgery and four weeks in medicine, we run those tracks 
throughout the year so that interns can develop a patient-
physician relationship. It is about putting the humanity 
back into education. It’s not just about learning the skill or 
the technical aspects. We want the patient at the center, 
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and we want to give our students enough time to have a 
relationship with patients. It’s really fantastic.

ADUBATO: DR. CRYSTAL, DOES THE HEALTHCARE 
ENVIRONMENT MAKE IT DIFFICULT FOR A PHYSICIAN 
TO TRULY HAVE THAT CLOSE RELATIONSHIP WITH 
PATIENTS, REGARDLESS OF TRAINING? 
Crystal: The relationship is very important, but technology 
has the potential to get in the way of human interaction. 
We need to find a way to manage technology, like 
electronic medical records, so that physicians are not 
spending half their time looking at the keyboard. It is a 
dance between the physician and the patient. Achieving 
health improvement is not just technical, it’s also 
relational. It is hard for patients to change, and a lot of the 
bad outcomes that we have are related to behavior. It is 
within this doctor-patient relationship that the team can 
collaboratively work together to solve the problem and 
build trust. Without that, you can write all the scripts you 
want, but half the time people won’t take them. Instead 
of learning hospital medicine or focusing on specialty 
medicine, we need to learn how to become an effective 
primary care doctor. This is one of the things that we need 
to change in medical education. 

ADUBATO: DR. ELNAHAL, WHEN YOU WERE  
LEADING THE DEPARTMENT OF HEALTH, YOU SAW 
THE HIGH INFANT MORTALITY NUMBERS IN THE 
AFRICAN-AMERICAN COMMUNITY. WHAT DO WE 
NEED TO BE DOING IN THE FUTURE THAT ISN’T BEING 
DONE NOW? 
Elnahal: The numbers on infant mortality are tragic, 
shameful and a product of institutional racism. The current 
administration is not afraid to say that, which is important 
because if you don’t recognize the root cause, you won’t 
be able to address the problem in a fundamental way. The 
rate of infant mortality is three to four times higher in the 
black community than in the general population; also, the 
rate for maternal death in black mothers in the first 42 days 
after birth is four to five times greater. This is completely 
inexcusable and preventable.

ADUBATO: HAS INFANT AND MATERNAL MORTALITY 
BEEN ACKNOWLEDGED AS A NATIONAL CRISIS? 
Elnahal: There is a caucus devoted to this issue in the 
House of Representatives now. At the state level there 
are emerging policy ideas, aggregating research and 
investigative efforts. In New Jersey, First Lady Tammy 
Murphy is leading the way across numerous agencies, not 
just Health and Human Services. 

Perry: I think that patient safety is a very important and 
rising interest. I think that we have a heightened awareness 

of the dangers of not taking care of people preventively. 
At Atlantic Health, we are working on community outreach 
hubs to get to patients earlier, especially in their maternity 
cycle. We need to make sure that people have the 
education and the tools they need.

ADUBATO: HOW DO SOCIAL DETERMINANTS OF 
HEALTH, LIKE TRANSPORTATION, POVERTY, CRIME 
AND EDUCATION, PLAY INTO THE FUTURE  
OF HEALTHCARE?  
Crystal: There is a lot of conversation about the social 
determinants of health, but how the healthcare system 
addresses these issues can be quite challenging. We have 
a medical care system, not a healthcare system. Consider 
individuals who have severe health problems that are 
exacerbated by homelessness, whether it’s homeless 
people with a mental illness or homeless people with 
substance abuse issues. Historically, the thinking was that 
we need to resolve their mental health and their behavioral 
health problems before we can house them. What we’ve 
learned in city after city, state after state, is that housing 
needs to be addressed first. You get somebody housed 
with supports built in, and then you become able to 
address those healthcare needs. You could replicate that 
for a lot of other social problems as well. 

ADUBATO: HOW OPTIMISTIC ARE YOU ABOUT THE 
FUTURE OF OUR HEALTHCARE SYSTEM?  
Perry: I actually couldn’t be more optimistic. I feel like I’m 
surrounded in my environment with a bunch of innovative 
thinkers who are leaning into change, and I’m 100 percent 
confident we’re going to get there. 

Elnahal: I’m very optimistic, as well. I think we’re 
finally starting to frame the problems clearly and in a 
comprehensive way across different stakeholders and 
across the political spectrum. Everyone agrees about the 
problems we need to solve, and I think we’re very well 
poised to begin solving them. 

Crystal: It will be a political and social struggle for the 
rest of our lives. On the positive side, we are getting 
better coverage, but there are system transformations 
that we need to work on for the foreseeable future. 

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