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2013 
EDWARD J. ILL
EXCELLENCE 
IN MEDICINE
AWARDS®

ROBERT C. GARRETT, FACHE

RECIPIENT OF THE 
OUTSTANDING 
MEDICAL EXECUTIVE 
AWARD
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MDAdvantageDid you know…
WE PROVIDE THE TOOLS
AND RESOURCES YOU NEED
TO BETTER PROTECT AND
MANAGE YOUR PRACTICE.

Want to know more? 
Visit www.MDAdvantageonline.com

Our complimentary Supreme Advantage® coverage
protects you from:

• Employment practice claims such as 
harassment and wrongful termination

• Breaches of privacy or security
• RAC audit fines
• HIPAA violations

Our updated practice management offerings include:
• Customized on-site practice assessments
• Regulatory compliance evaluation 
• Coding and billing audits
• Online and on-site training and education
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Our Spring issue of MDAdviso
r is always particularly special because

we are able to share it w
ith not only our regular subscribers, but also

the attendees and honorees of the Edward J. Ill
 Excellence in Medicine

Awards®
 dinner. I fe

el privileged to bring you perspectives on healthcare

from this year’s very accomplished award recipients, each of whom

has made a significant impact on healthcare in New Jersey and

beyond.

I am also pleased to welcome the newest members of our Emerging

Medical Leaders Advisory Committee. The Committee is composed of

2013 Excellence in Medicine scholarship recipients, who will advise the

Editorial Board on the students’ point of view. Our scholarship students

represent the future of healthcare in New Jersey, and I lo
ok forward

to watching their growth as they complete their education, begin

their careers and aspire to make their own contributions to the field of

medicine. 

I hope you will join me in congratulating the 2013 award

recipients, and as you think ahead to next year, consider

submitting a nomination for 2013. For more information,

see the back cover of this issue or visit

www.MDAdvantageonline.com.

Sincerely,

Chairman & CEO

MDAdvantage

Insurance Company of New Jersey

FROM THE DESK OF PATRICIA A.COSTANTE
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UMDNJ-Robert Wood Johnson Medical 
School (2013)
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The Advisory Committee advises the
Publishing Staff and Editorial Board on topics,
themes and invited papers for upcoming issues
of MDAdvisor that address the future of
medicine and issues affecting young physicians
and healthcare leaders.

Look for the contributions of our Emerging
Medical Leaders Advisory Committee members
in upcoming issues.

SPECIAL MID-ISSUE ARTICLE
In January 2013, we distributed the mid-
issue article “Choosing Insurance Coverage
Beyond Malpractice” by Steve Radespiel to
our online subscribers. If you missed this
important article, it can be found at
www.MDAdvantageonline.com/MDAdvisor.

Material published in MDAdvisor represents only the opinions of the authors and does not reflect those of the editors, MDAdvantage Holdings, Inc.,
MDAdvantage Insurance Company of New Jersey and any affiliated companies (all as “MDAdvantage®”), their directors, officers or employees or
the institutions with which the author is affiliated. Furthermore, no express or implied warranty or any representation of suitability of this published material 
is made by the editors, MDAdvantage®, their directors, officers or employees or institutions affiliated with the authors.

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

Letters to the editor are subject to editing and abridgment. 

MDAdvisor (ISSN: 1947-3613 (print); ISSN: 1937-0660 (online)) is published by MDAdvantage Insurance Company of New Jersey. Printed in the USA. 
Subscription price: $48 per year; $14 single copy. Copyright © 2013 by MDAdvantage®. POSTMASTER: Send address changes to MDAdvantage, 
Two Princess Road, Suite Two, Lawrenceville, NJ 08648.

For advertising opportunities, please contact MDAdvantage at 888-355-5551. 
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OUTSTANDING MEDICAL EDUCATOR AWARDS
Chairman, Department of Medicine, 
Saint Peter’s University Hospital and 

Vice President/Chief of Academic Affiliations (interim), 
Saint Peter’s Health Care System  

More than 100 years ago, Abraham Flexner articulated
the current blueprint for medical education in North
America. Flexner emphasized scientific inquiry and dis-
covery resulting in new technologies and wonder drugs
that radically alter diagnosis and therapeutic options.

Yet, according to the Institute of Medicine, as many as
98,000 people die in our hospitals each year from pre-
ventable medical errors. In addition, the Centers for Disease
Control and Prevention estimated roughly 1.7 million
hospital-associated infections cause or contribute to
99,000 deaths each year. 

In 2010, healthcare spending accounted for 17.9 percent
of the nation’s gross domestic product, while leaving
about 49 million Americans uninsured. 

America needs another Flexner to disentangle and
resolve the chaos that has been created. The answer will
not come from legislative changes or newer technologies.
It will come only from training the new generation of
physicians to be educated and to be competent in all
aspects of medical practice. The new generation will
require robust scientific knowledge, vigorous practical
skills, utmost humility and a profound sense of economics.

FROM 
THE 

Edward J. Ill 

Excellence in Medicine

The 2013 Edward J. Ill Excellence in 

Medicine honorees were asked to 

consider the future of their respective

fields and to discuss the greatest 

challenges they face. 

�

Nayan Kothari, MD

Edited by Janet S. Puro, MPH, MBA
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OUTSTANDING MEDICAL EDUCATOR AWARDS
Senior Associate Dean for Education (interim) and 

Associate Dean for Admissions and Student Affairs at 
UMDNJ-Robert Wood Johnson Medical School

When I watch the new first-year medical students pro-
cessing in the White Coat Ceremony, I think about the
promise they make as they recite the Hippocratic Oath and
the promise I make as a physician educator to their future
patients–the promise that these physicians will embody the
professional attributes to effectively care for the sick and
promote health. For me as the Admissions Dean, when
selecting a medical school class, it is all about the end game. 

I ask myself, “Will this future physician establish the
rapport to elicit the patient’s perspective; gather clinical
data and integrate it into a diagnosis; know how to find,
analyze and apply the best evidence; communicate, col-
laborate, negotiate and partner with a patient and family;
be creative and flexible in approach; and broker a care
plan with the patient? When this physician looks the
patient in the eye, will the patient see compassion and
caring, and will the patient believe that he or she is the
most important thing on the physician’s mind during that
encounter? And will this physician-patient connection and
the physician-healthcare team partnership facilitate the
translation of research discoveries to the patient?” 

I have the advantage of perspective because I meet
each student as an applicant and then watch the transfor-
mation to medical student and then resident physician.
Clear milestones need to be met along the way. The

The replies give us a peek at the work, the concerns and the hopes of these 

remarkable and diverse leaders in healthcare. It is inspiring to see the many ways 

these distinguished medical professionals are challenging themselves and those in 

their fields to work toward a better understanding of what it really means 

to provide the best available care to patients.

metamorphosis occurs along a continuum and begins with
the students’ internalization and our identification of the
preprofessional competencies, now defined by the Association
of American Medical Colleges. 

What is the substrate for the model physician I have
described? It is the combination of integrity and ethics;
desire to learn and capacity to improve; reliability and
dependability; service orientation; resilience and adaptability;
social, interpersonal and teamwork skills; cultural sensitivity
and oral communication skills. Mother and apple pie? It
seems so, but only recently have we applied empiricism to
discerning these competencies in applicants. With this sub-
strate, we can facilitate learning, challenge growth, develop
adult learning strategies, encourage discovery at the bench
or in the clinical arena and develop the physicians we all
want to care for us or our families and friends. 

I am so fortunate in my role as physician educator and
take my responsibility to the students’ future patients very
seriously. If my colleagues and I succeed with each medical
student we graduate, and each graduate touches thousands
of patients over a lifetime, then we have kept our promise.

“If my colleagues and I 

succeed with each medical

student we graduate, and

each graduate touches 

thousands of patients 

over a lifetime, then we have

kept our promise.”

Carol A. Terregino, MD
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Robert C. Garrett, FACHE

OUTSTANDING MEDICAL EXECUTIVE AWARD
President and Chief Executive Officer, 
Hackensack University Health Network 

The nation has been and will continue to prepare itself for
upcoming healthcare reform, following the Supreme Court’s
decision to uphold the Affordable Care Act (ACA). We are
moving toward a pay-for-performance model of care–reward-
ing hospitals and providers for preventive care while penalizing
for items such as repeated readmissions. The goal is to provide
excellent care at an affordable price to more people by stream-
lining services and sharing resources.

As head of one of the largest hospital networks in the New
Jersey/New York metropolitan area, I know how local and
national hospitals are implementing solutions to align with
the ACA. For instance, it calls for hospitals to organize
accountable care organizations (ACOs), which utilize a shared
savings platform. 

In turn, in late 2011, Hackensack University Health
Network teamed up with QualCare as our Managed Care
Administrative Partner to voluntarily launch our own ACO.
Then earlier this year, our new Hackensack Physician-Hospital
Alliance ACO announced it had been selected to participate
in the Medicare Shared Savings Program ACO. 

However, ACOs alone will not create perfect healthcare
models. That is why our Network has expanded its regional
network through partnerships, affiliations and acquisitions. We
formed a strategic alliance with the North Shore-LIJ Health
System and have partnered with NYU Langone Medical Cen-
ter to provide surgical specialty care. Moreover, we have also
pursued joint ventures with the LHP Hospital Group of Dallas,
Texas, to acquire HackensackUMC at Pascack Valley and
HackensackUMC Mountainside. 

More work, of course, remains. Hospitals need to be more
proactive about transitioning to these new ways, and state and
federal government agencies must be more attuned to best
practices so that hospitals do not get caught in a regulatory
web while trying to increase value to patients. Hopefully, in the
future, we will agree that ACOs and shared services deserve to
be the new normal as well.

EDWARD J. ILL PHYSICIAN’S AWARD®
The Sharon and Joseph L. Muscarelle Endowed Dean, 

UMDNJ-New Jersey Medical School

Not only am I Dean of UMDNJ–New Jersey Medical
School, but I am also a medical educator, pediatrician
and healthcare researcher. As someone who has spent
his career educating students and helping adolescent and
young adult patients battle issues ranging from depression
to HIV/AIDS, my background gives me a unique perspec-
tive on the ever-evolving and maturing landscape of
medical education and healthcare. We at UMDNJ–NJMS,
the state’s oldest medical school, pride ourselves not only
on training future doctors and scientists, but also on
providing clinical care that is defined by a high level of
innovation, skill and professionalism; conducting research
that carries the potential to save and/or improve the
quality of people’s lives; and serving a diverse community
of people representing a variety of concerns and interests. 

Our challenges are similar to those of many other
medical schools throughout the United States. As an
academic medical center headquartered in a challenged
urban community, we look forward to playing a mean-
ingful role in healthcare reform, on tackling the ongoing
issue of health disparities for underserved and vulnerable
communities, and on ensuring that our students are well
prepared to provide quality medical care to an increas-
ingly diverse population. As we look to 2013 and the
impending integration between Rutgers University and
the University of Medicine and Dentistry of New Jersey,
we see our challenges not as problems that must be
solved, but as opportunities for us to grow and solidify
our standing as a leader in medical education, biomed-
ical research and global healthcare. 

Robert L. Johnson, MD

“we look forward to playing a meaningful

role in healthcare reform, on tackling the

ongoing issue of health disparities for

underserved and vulnerable communities” 
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VERICE M. MASON COMMUNITY SERVICE 
LEADER AWARD

Director of Infection Prevention, Hunterdon Healthcare
(on behalf of the Hunterdon Medical Center 

Infection Prevention Team)

Infection Prevention as a specialty area in healthcare
has existed for only about 40 years. Much has changed
in those 40 years, and almost all of it for the better for
the consumers of healthcare services. The database that
is the science behind infection prevention has grown sig-
nificantly in those years, but there is still much to be
learned about what practices are most important and how
to get all providers to apply those practices consistently
across all healthcare settings. Although we have lost a lot
of the magic in the ‘magic bullet’ of antibiotics, exciting
work is going on regarding the beneficial role of
microorganisms in and on our bodies that may well be the
future of infection prevention. Before that time comes
though, the areas of biggest promise–and the greatest
challenges–are related to healthcare cost containment and
application of the principles of human factors engineering
and human behavior change to this complex industry.

Healthcare cost containment activities will surely bring
a greater focus on prevention in all areas of healthcare.
Over the last five years, we have seen infection rates
decrease related to central lines and ventilators. We have
seen surgical site infection rates decrease as we have
focused on consistent application of evidence-based best
practices. But it has been slow progress, achieved only
after considerable stress to both ‘the pushers’ and ‘the
resistors.’ Early adoption of best practices reported in the
literature may become easier as we all become more
attuned to prevention and as we see for ourselves that
these prevention practices work, giving us better
patient outcomes and saving healthcare dollars.

As healthcare delivery has become more complex,
human factors engineering has risen as a science. Aimed at
improving the intersection between people, technology
and work, this science shows great promise in making
safe healthcare more easily and reliably achieved. In

infection prevention, technology can now assist with sur-
veillance for infections, hand hygiene compliance and
environmental cleaning. These are investments well made.

No technology, however, can substitute for human
interactions in healthcare. While having a technically
sophisticated workforce will always be important, care
providers need to believe that most healthcare-associated
infections can be prevented. The motivation for good
prevention practices comes not from rates or data points
on a graph but rather from seeing the human suffering and
loss that infections cause and accepting our individual
accountability for prevention practices that reflect our roles
as patient caregivers and patient advocates.

Kathleen Horn, RN, CIC

Smita S. Patel, PhD

OUTSTANDING MEDICAL RESEARCH SCIENTIST
AWARD FOR BASIC BIOMEDICAL RESEARCH

Professor, Department of Biochemistry and Molecular Biology,
UMDNJ–Robert Wood Johnson Medical School

My training at the Indian Institute of Technology in
Bombay nurtured my passion to become a scientist and
strengthened my resolve to obtain a PhD. I came to the
United States seeking laboratories where I could participate in
biochemical research. I found excellent mentors in my PhD
advisor David Walt, PhD (founder of Illumina), and postdoc-
toral advisor Kenneth Johnson, PhD (founder of KinTek
Corporation), who cultivated my research interests, but
more importantly taught me how to think rigorously about
scientific problems. I now strive to pass on these valuable
lessons and skill to my own students.

My interest in understanding how enzymes work start-
ed during my graduate studies. Enzymes are nanomachines
that carry out all the chemical reactions in all living systems
such as our cells. Enzymes are important in medicine
because malfunctions can cause disease and are the targets
of most drugs. As a postdoctoral researcher, I figured out

MDADVISOR 7



how DNA polymerase enzymes faithfully copy the DNA
genome. Over the years, my research interests broadened,
and now my laboratory also studies how helicase enzymes
unwind DNA and RNA, how mitochondrial DNA is replicated
and expressed, and how enzymes of our innate immunity aid
in the fight against viral infections. We strive to understand the
mechanisms of these processes that will eventually pave the
way to new medicines and vaccines. 

My experience as a biomedical researcher has made me
realize how little we know about the basic processes that sus-
tain life. The greatest challenge of biomedical research is to
obtain a quantitative and molecular understanding of the bio-
logical processes underpinning living systems and to decipher
all the connections between them. Without this knowledge,
we are unable to fix problems when normal processes break
down or go awry–just as a mechanic needs the repair manual
to diagnose and fix a car.

“If we only do research that applies discoveries we
already have made, we are only looking under stones that
have already been turned. The greatest reassurance we
can offer people with life-threatening or crippling illnesses
is that we are leaving no stone unturned in our efforts to
find them a treatment.”  ~ Gregory A. Petsko

OUTSTANDING MEDICAL RESEARCH SCIENTIST
AWARD FOR CLINICAL RESEARCH

Professor and Chairman, Department of Neurology, 
UMDNJ-Robert Wood Johnson Medical School and Chief, 

Neurology Service at Robert Wood Johnson University Hospital

In 1985, when I joined the National Institutes of Health
(NIH) in pursuit of a research career in neurology, I
was unaware of the challenges physician scientists face
nowadays. Those who choose such a path do so for the
love of science, intellectual curiosity and the prospect
of curing seemingly incurable diseases. In the past,
economic considerations and the challenges of medical
practice we face now rarely crossed the minds of those
wanting to become physician scientists.

Medical graduates interested in basic science
research face numerous challenges these days dictated
by economic pressures and the shrinking resources
available for biomedical research. I would be asking myself
the following questions if I knew in 1985 what I know now:
Can I afford a long training period after residency (typically
3 to 5 years) or a combined MD/PhD program? How easy
is it going to be to secure an academic position with
start-up funds and resources to set up a laboratory? Will I
have enough protected time to apply for funding and to
conduct the research if funding is successful? How realistic
are the chances of getting funding given the scarce
resources? These real challenges have a negative impact
on physicians interested in a research career in medicine. 

Cognizant of this problem, the NIH, foundations and
industry continue to create opportunities for medical school
graduates to train as physician scientists. Examples of such
opportunities are the NIH Loan Repayment Program,
foundation- and industry-supported fellowships, and the
various types of career development award programs run
by the NIH and private and governmental institutions.
I am fortunate to have benefited from the career devel-
opment award programs that allowed me to develop
my career as a physician scientist. 

My message to young physicians aspiring for a career in
biomedical research is this: Go for it. Despite all the difficul-
ties, it is intellectually rewarding and an honorable mission.

Suhayl Dhib-Jalbut, MD

“Medical graduates interested

in basic science research face

numerous challenges these

days dictated by economic

pressures and the shrinking

resources available for 

biomedical research.”
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Mike Adler

PETER W. RODINO, JR., CITIZEN’S AWARD®
Founder, Adler Aphasia Center 

In August of 1993, I suffered a heart attack and need-
ed a triple bypass. The surgery was successful, but days
later, a blood clot travelled to my left brain and caused me
to become a “vegetable.” I could not walk or talk and
had no cognition. I was diagnosed with aphasia. For
an athletic man who had been highly verbal, this change
was devastating.

I was able to see a leading neurologist in the field at
one of NYC’s finest hospitals. He said I was doing well, but
said there was nothing more he could do for me. “Go
home,” he said. “You have plateaued.” I began to think of
so many who were in my physical condition without any
means to continue speech therapy once insurance had
run out. I learned that continuing therapy was vital for
recovery, but so was socialization. Good friends began
to shy away from me because I could not express myself.
Elaine, my wife and caregiver, also needed support and
the opportunity to speak to others in her position, as her
life changed drastically as well.

With this in mind, we began the long path of devel-
oping a long-term aphasia treatment center that would
provide affordable programs and services for others like
me who had “plateaued” and for caregivers, like my wife,
who needed the support of others. The community needed
a place of hope with professionals leading the helm.

In 2003, we opened the Adler Aphasia Center. In the last
10 years, we have helped thousands of people with aphasia
and their caregivers; we have also helped train area health-
care professionals and students to sensitize them to the
needs of people with aphasia. Today, we have three centers
around the world–in Maywood and in West Orange, New
Jersey, and in Jerusalem.

It is our dream to make the word “aphasia” known to all
and to offer an affordable therapeutic program that can
provide effective communication techniques that build
language skills as well as confidence and self-esteem in
those with aphasia. As Elaine says, “From something bad,
came something good.” 

“It is our dream to make 

the word ‘aphasia’ known to

all and to offer an affordable

therapeutic program that 

can provide effective 

communication techniques

that build language skills as

well as confidence and self-

esteem in those with aphasia.”

MDADVISOR 9

MDAdvantageDid you know…
MDAdvantage® sponsors and supports 
the Excellence in Medicine Scholarship Fund.

That’s value beyond insurance.



10 MDADVISOR | SPRING 2013



MDADVISOR 11

The move from open surgery to minimally invasive surgery
(MIS) for certain surgical procedures is, although inevitable,
not without difficulties and controversies. How do surgeons
transition from being skilled and proficient practitioners
of open surgery to being, at the bare minimum, competent
surgeons of minimally invasive procedures? This is not an
easy question to answer. 

RISK/BENEFIT ANALYSIS
Change in itself is not necessarily always better.

Anthony C. Quartell, MD, Director of Minimally Invasive
Gynecologic Surgery at Saint Barnabas Medical Center
in Livingston, New Jersey, believes that the change to MIS
requires not an analysis of the risks and benefits of open
surgery versus MIS but rather an analysis of the physician’s
proficiency in performing the surgeries.

When considering the move away from open surgery,
the surgeon might expect the risks of laparoscopy to be
different from those associated with open surgery. Yet,
according to Quartell, “In the hands of a proficient surgeon,
the risks and complications of minimally invasive gynecol-
ogical surgery are co-equal to the risks and complications
of open surgery.” 

In certain circumstances, open surgery is more
advantageous. For example, a hysterectomy on an
extremely large uterus (one that is more than an 18- to
20-week pregnancy size) might be prohibitively time-
consuming with MIS. “Laparoscopic instruments can
effectively disconnect a fibroid uterus from its attach-
ments,” Quartell acknowledges, “but that uterus still
has to be removed, small piece by small piece by small
piece until it is entirely withdrawn. This takes time,
leaving the patient on the operating table longer than
necessary.” Open surgery may be a better option in a
case such as this.

Although there certainly are instances when open surgery is preferable, there are far more
instances in which the many benefits of MIS move patients to request (or even demand) minimally
invasive procedures such as a laparoscopy.

BENEFITS OF MIS
Using the minimally invasive surgical procedure of laparoscopy for a hysterectomy as an example,

Quartell explains that the benefits of MIS over open surgery fall into the following five major categories:
1. A more rapid recovery. Recovery from laparoscopic surgery involves less time in the hospital

and less time at home before returning to work. After a laparoscopic hysterectomy, for instance, the
patient is usually discharged from the hospital in less than 24 hours. In contrast, a patient having
a hysterectomy with open surgery stays in the hospital for at least two days, sometimes three.

THE 
LEARNING
CURVE 
FOR 
PHYSICIANS*

A 
DISCUSSION
WITH 
ANTHONY C.
QUARTELL, MD

Interviewed by 
Theresa Foy DiGeronimo
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* This is the first of a series on minimally
invasive surgery. Part II on risk man-
agement and patient safety will appear
in the Summer issue of MDAdvisor. 
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Patients having a laparoscopy also enjoy a more rapid
return to full activity. Most patients, after a laparoscopic hys-
terectomy, are able to return to work after 14 to 21 days
rather than the possible six weeks of recovery time required
after open surgery. 

2. Decrease in infection rate. In abdominal surgical
cases, the rate of infection is related to the size of the
incision and the amount of time the incision is open.
Laparoscopic incisions are never really “open.” Ports are
inserted immediately, and the positive pressure of sterile
CO2 creates a flow that tends to vent organisms out of
the abdominal cavity. This flow is quite different from the
traditional open surgical wound upon which air-borne
organisms can settle during surgery.

3. Decrease in amount of post-operative pain and
pain medication. A laparoscopic procedure has a smaller
incision–generally 5 to 12 millimeters in diameter; therefore,
healing is more comfortable. In contrast, the average
incision in open abdominal surgery for a hysterectomy is 12
to 15 centimeters–an incision of this size is painful and often
requires narcotic pain medication. Most patients who
have laparoscopic surgery do not need a significant
amount of post-operative narcotic medication. 

4. Laparoscopic procedures are the surgery of
choice in morbidly obese patients. These patients have a
high rate of wound infection after open surgery due to the
thick fat layer. Laparoscopy makes this risk of infection a lot
less likely. 

5. Laparoscopy can be cosmetically more desirable.
In some cases, the small scars of laparoscopic incisions are
preferable over the large incision scar sometimes left by
open surgery. 

You’ll note that these benefits are all benefits for the
patient–not the surgeon. It is reasonable for the physician
to ask, “What’s in it for me?”

THE HESITATION TO CONVERT
Undoubtedly, there is extreme pressure on today’s sur-

geons to convert from open surgery to MIS. However, MIS is
not a new type of surgery. The first laparoscopic surgery per-
formed in the United States occurred more than a century ago
(by Bertram Berheim from Johns Hopkins). Then in 1981,
Kurt Semm performed the first laparoscopic appendectomy.
Within a year of that surgery, many standard surgical pro-
cedures were capable of being performed laparoscopically.
Although video-laparoscopy was introduced in 1982 with

the invention of the first solid-state camera, it was not until
1987 that Phillipe Mouret performed the first laparoscopic
cholecystectomy. This event ignited the world of
laparoscopic surgery. Since then, additional forms of MIS
have been introduced to the arsenal of surgical techniques,
such as telesurgery, robotics and virtual reality.1

Unfortunately, surgical education appears to have
lagged behind in this move toward MIS. Quartell notes
that “anyone who graduated from a residency program in
the ‘70s, ‘80s or even the ‘90s was not trained to do much
more than exploratory, diagnostic laparoscopies, or to do
minor procedures such as removing an ovarian cyst. It
wasn’t until about five to ten years ago that we began
to ask experienced, educated and willing physicians to
push the envelope and obtain expertise in laparoscopic
procedures.”

Given this background, the dilemma regarding the
pressure to convert to MIS is illustrated by a typical
gynecological surgeon who graduated from residency in the
1980s. “This physician,” says Quartell, “is now in his [or her]
50s or early 60s, and unless this surgeon has proactively
sought advanced training, he [or she] doesn’t know how to
do a laparoscopic hysterectomy. This same physician is
currently seeing his [or her] medical practice and income
negatively affected by state and federal government
rules and regulations and managed care associations.
What is the physician to do when a loyal patient of 25
years appears with a fibroid uterus and needs a hysterec-
tomy, and she asks, ‘Can I have it the laparoscopic way?’” 

Not all physicians can easily answer such a question.
Although the pendulum is inevitably shifting to minimally
invasive procedures, the learning curve to transition from
open surgery to MIS is challenging. Quartell reminds
physicians contemplating the move that surgical
instrumentation in MIS is completely different from the
scalpels, clamps and scissors that traditionally trained
surgeons use. Understanding the energy sources
involved, how to safely use the instruments and how to
avoid injury to adjacent structures also require very
different knowledge from that of the surgeon trained in
only open procedures, not to mention the mind set change
needed to master operating with two-dimensional vision,
fixed-instrument entry points and the lack of wrists. 

Certainly, it is tempting for surgeons to continue
doing what they have done so well for so long. However,
surgeons who are not competent in MIS are watching
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their surgical practices
disappear as TV, radio,
newspapers, the Internet
and friends tell the public
about the many benefits
of MIS. Physicians today
have to refer out or
learn the new tech-
niques–which, Quartell
believes, certainly can
be accomplished with great success as long as
the surgeon is willing to put in the necessary
time and effort. 

TRAINING FOR MIS
Quartell is adamant when he says, “There

is a difference between training someone to
be competent and training someone to be proficient.” To
be competent, one undergoes preliminary training. To be
proficient, after the initial training, one must have the
opportunity to perform many surgeries and evaluate the
patient outcomes.

“To begin the process of retraining for proficiency,”
says Quartell, “we shouldn’t hope to train everybody. MIS
is a skill that requires repetition. If the physician doesn’t
have the ability or the practice situation in which he or
she can continue to do these procedures at least two or
three times a month, then that physician shouldn’t start
the retraining at all. We need physicians who will do at
least 30 of the procedures a year and will continue to
perfect their level of proficiency.” 

GETTING READY TO MAKE THE MOVE
For those physicians who have the desire and the

practice situation to make the move to MIS, the
retraining path Quartell recommends is as follows.

Didactic courses and simulator training: These
resources are essential for the initial training of a novice.
Laparoscopic candidates should take two- or three-day
courses and observe excellent, experienced surgeons.

Additionally, computerized simulators are available
and useful. It is important to go back to very basic training
strategies with, for example, a box trainer. This is simply
a plastic box holding pennies, sponges, needles and
thread. One trainee holds the camera through a hole in

the box, and another holds the two instruments to practice
picking up the objects. These practice strategies help retrain
the brain to feel comfortable with the ergonomics of making
the instrument on the screen move to the right when moving
the hand holding the instrument to the left.

Preparing to perform: After the initial training period,
the procedure must be performed on patients. To begin
this step of the training, the novice physician should be
proctored by surgeons in his or her own hospital who are
already proficient in MIS. The novice MIS surgeon must
observe and assist when possible.

Even with this preparation, retraining falls far short
of the kind of MIS instruction that today’s residents are
getting. Perhaps that is why, of the many physicians who
have taken the didactic courses taught by Quartell and his
colleague Steven McCarus, MD, of the American Institute
for Minimally Invasive Surgery, only an estimated 10 to 15
percent actually adopt the procedure in their practices. 

This statistic moves Quartell to caution that a physician
should not even begin to make the transition from open
surgery to MIS unless he or she is willing to make the
commitment, and that commitment is going to take time. 

SIX STEPS TO TRANSITIONING TO MIS 
Quartell believes that after initial training six steps are

vital to bridging the gap between being an excellent
open surgery practitioner and becoming proficient at MIS:

1. Choose your cases wisely. In the case of hysterec-
tomies, for example, the initial 20 or so procedures should

“Although the 
pendulum is

inevitably shifting to
minimally invasive
procedures, the
learning curve to
transition from
open surgery to

MIS is challenging.”
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be performed on a small, mobile uterus. MIS should not
be performed on a uterus greater in size than a 12-week
pregnancy or on a patient with a prior C-section. Then the
surgeon can progress cautiously, increasing the degree of
difficulty. During this phase in the learning process, the
surgeon facing a complication, such as a difficult pelvic
dissection, shouldn’t be afraid to call in a more experienced
associate or to open the abdomen. 

2. Scrub with a buddy who is at least as experienced
as you, hopefully even more so. Do not operate with a
surgeon or a resident who thinks he or she knows how to
do the procedure.

3. Be comfortable with the instruments. The hours
spent practicing with simulators will show their value in the
operating room. The novice is essentially learning to tie
knots all over again and learning a whole new language. It
takes practice to gain a sense of comfort.

4. Use laparoscopic instruments in open surgeries.
This is a sound way to gain experience with laparoscopic
instruments. In open surgery, the physician can use, for
example, the laparoscopic morcellator to core out the
uterus. The various MIS energy, cutting and sealing
devices can all be used instead of the traditional clamps
and sutures. 

5. Don’t hesitate to convert from MIS to open surgery
when on the learning curve (and we are all always on the
learning curve). If the surgeon feels uncertain or gets bleeding
and can’t get the help of a master surgeon, there’s no
reason not to open the patient and finish the operation

safely and successfully. 
6. Be honest. Long-

time, loyal patients
respect the doctor who
admits, “I have not done
many laparoscopic cases,
but I have vast surgical
experience and have
obtained the best edu-

cation in this procedure. If you would like to
have this surgery open, I can certainly do that.
Or, if you would prefer, I can send you to
someone who does just laparoscopic surgery
and who has done many more of these pro-
cedures than I have. Or, I can do this surgery
laparascopically with a proctor as long as you
know that I would not place your safety in

jeopardy.” This is so important because if a laparoscopic
misadventure occurs, the surgeon’s education and
experience in performing the procedure will invariably
come to light. Thus, this should be discussed up front
before the surgery. 

Indeed, the learning curve when moving from open
to minimally invasive surgery is challenging. After about
100 cases, a laparoscopic surgeon is usually then pro-
ficient and possesses the skill and comfort level to
successfully perform even the most challenging cases.

Throughout this period of retraining and even upon
mastery of MIS, a persistent concern for patient safety
dominates the process. Be sure to look for the second
part of this series in the Summer edition of MDAdvisor.
There, you will find a discussion of MIS risk management
and patient safety based on an interview with Steven
McCarus, MD, Cofounder of the American Institute of
Minimally Invasive Surgery. 

Anthony C. Quartell, MD, FACOG, FACS, is Director
of Minimally Invasive Gynecologic Surgery at Saint
Barnabas Medical Center in Livingston, New Jersey. 

1 Radojci , B., Joki , R., Grebeldinger, S., Meljnikov, I., &
Radoji , N. (2009). History of minimally invasive surgery. 
Medicinski Pregled, 62(11-12), 597-602.

MIS
Training 
Center 
Resources

CENTER FOR ADVANCEMENT OF MINIMALLY
INVASIVE PELVIC SURGERY (CAMPS), TAMPA, FL
| www.camls-us.org

LAS VEGAS MINIMALLY INVASIVE SURGERY
(LVMIS), LAS VEGAS, NV
| www.lvmis.com

AMERICAN INSTITUTE OF MINIMALLY INVASIVE
SURGERY
| www.aimis.org

LAPAROSCOPIC INSTITUTE FOR GYNECOLOGIC
ONCOLOGY
| http://ligocourses.com



Advance care planning offers benefits for individuals, their
families and their providers. Individuals have the comfort
of knowing that their treatment preferences will be honored,
even if they are no longer able to communicate. Families of
patients are relieved from making difficult decisions without
knowing what their loved ones desire. Doctors and advanced
practice nurses are able to align their plan of care with
goals patients expressed through advance planning.

However, far too often individuals and their families
neglect to plan ahead for palliative and end-of-life choices.
As healthcare providers, many of you have witnessed
patients and families confronted with this decision during a
health crisis–which can lead to choices made hastily.

One of my priorities is to promote discussion and
advance individual decision making to help families work
through the complex issues that surround illness. My goal
is to engage the public and the provider community in
a dialogue about palliative and end-of-life care so that
we can ensure that more people get the treatment they
desire.

In February 2013, New Jersey released a new tool to
help guide the conversation between providers and

patients facing a terminal illness. The New Jersey Hospital
Association (NJHA), along with the Department of Health,
released the Practitioners Orders for Life-Sustaining
Treatment (POLST) form. The New Jersey Hospital Asso-
ciation’s Institute for Quality and Patient Safety brought
together a diverse group of practitioners and advocates to
form a steering committee to develop the form.

The POLST form details the individual’s goals of care and
medical preference and is designed to be completed jointly
by an individual and a physician or advanced practice nurse.
The POLST is a medical order that becomes a permanent
part of the individual’s medical record and is valid in all
healthcare settings and for all providers. The form is green to
be easily recognizable.

The POLST form is designed for seriously ill patients or
those who are medically frail with a limited life expectancy.
These individuals should work with their providers to complete
the POLST form to ensure that their wishes are honored and
their quality of care is preserved.

The form is organized to serve as a template or script for
the discussion as it may occur at the bedside, beginning with
the person’s goals and ending with a recommendation

By Commissioner Mary E. O’Dowd, MPH

H A V I N G  T H E  C O N V E R S A T I O N :

Empowering 
Patients

in End-of-Life Care Decision Making
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regarding resuscitation. The healthcare provider asks the
patient an open-ended question, such as “What are your
hopes for the future?” to help determine the individual’s
wishes. Through this conversation, the practitioner can
determine whether the patient’s goal centers on living long
enough to attend a family event, such as a wedding or is
focused on quality of life, such as living without pain. 

The POLST law, which Governor Christie signed in
2011, requires education for healthcare providers on the
form. To further that effort, the New Jersey Hospital
Association has developed Guidance for NJ Healthcare
Professionals, which can be viewed at www.njha.com/POLST.
This website also has other educational resources aimed at
the provider community.

POLST is different from advance directives because it is
an actual medical order that becomes a permanent part of the
individual’s medical record and is valid in all healthcare
settings. However, POLST can complement an advance direc-
tive. While the POLST is targeted to those with terminal ill-
ness, advance directives are for individuals at any stage of life.

Advance directives are an important tool for residents to
document their preferences for care in a situation in which
they can no longer communicate their wishes. In addition to
recording personal choices regarding care, filling out advance
directives provides individuals with opportunities to discuss
their treatment preferences with family members, which
unfortunately doesn’t happen enough.

Fewer than half of baby boomers have spoken with
their aging parents regarding their treatment wishes in
the event of a terminal illness.1 Only about 30 percent
of Americans have an advance directive according to a
2006 Pew Research Survey.2 Additionally, the National
Center for Health Statistics reports that 28 percent of
home health care patients and 65 percent of nursing home
residents had advance directives on record.3

To bring greater attention to the importance of
documenting preferences for care through the POLST
or an advance directive, as well as promoting discussion
among loved ones, I will be participating in a series of
events this spring and summer focused on having the
conversation regarding end-of-life care.

In 2012, I began participating with healthcare facilities
and providers in a conversation related to end-of-life
decisions. In February 2012, with Princeton HealthCare
System, I convened a roundtable discussion on end-of-life
care and POLST. In October, 2012, I joined Hackensack
University Medical Center at a Palliative Care Conference
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that highlighted adopting palliative care skills in one’s
professional practice and identifying the power of decisive
moments. 

This year, I joined the New Jersey Hospital Association,
David Barile, MD, and Greg Rokosz, MD, in announcing
the final POLST form and their work in developing the
support materials for implementation. In a roundtable
discussion, we highlighted how POLST is helping patients
with life-limiting illnesses preserve their quality of life. In
addition, we discussed how practitioners can help patients
at all stages of life discuss and document their wishes
regarding end-of-life care. More than 70 healthcare
professionals attended this roundtable. We plan to hold
more of these discussions around the state to speak with
healthcare providers about the POLST form and other
tools that empower patients to plan care before a health
crisis strikes.

To bring greater attention to advance care plan-
ning, our Department is also working with the New
Jersey Business and Industry Association to develop
an educational initiative for businesses in New Jersey.
Businesses are impacted when an employee is faced with
a serious illness or with caring for a loved one with a ter-
minal illness. In fact, the death of a loved one is estimated
to result in roughly $37.5 billion annually in lost productivity
in the United States.4 The goal of this initiative is to inform
employers about the effect end-of-life issues have on the
workplace, share information about tools such as advance
directives and POLST to assist employees and to
encourage companies to include end-of-life care in health
information sessions.

I urge you, as leaders of New Jersey’s medical
community, to join me in initiating these discussions and

educating patients about advance care planning. Tools
such as advance directives and POLST can serve as a
great resource to you and your patients. Although dis-
cussing end-of-life care can be uncomfortable, this discussion
is critical to ensuring that your patients get the care they
desire. 

The Department of Health’s website at www.nj.gov/
health/advancedirective has resources available for your
patients, including more information on POLST, advance
directive forms, educational materials, toolkits for completing
an advance directive and links to websites with additional
information on hospice and palliative care. 

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

1 Taylor, P., Funk, C., & Kennedy, C. (2005). Social trends
report: Baby boomers approach 60; from the Age 
of Aquarius to the age of responsibility. Washington, DC:
Pew Research Center. 

2 Pew Research Center. (2006). Strong public support for right
to die: More Americans discussing and planning end-of-
life treatment. Washington, DC: Author. 

3 Jones, A. L., Moss, A. J., & Harris-Kojetin, L. D. (2011). Use
of advance directives in long-term care populations (NCHS
Data Brief No 54). Hyattsville, MD: National 
Center for Health Statistics.

4 Grief Recovery Institute and Educational Foundation.
(2003). The grief index: The “hidden” annual costs of grief
in America’s workplace. Sherman Oaks, CA: Author. 
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regarding their treatment wishes 
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The Ellis Island Hospital system in the late 19th and early
20th centuries offers us a case study worth investigating.
This historical period in American healthcare shows us how
scientific medicine and modern bureaucratic techniques of
hospital management and patient treatment were deployed
to care for immigrants and to protect the United States
from dangerous pathogens, as well as from newcomers who
might be too weak or sick to support themselves. However,
a study of this period also reveals that the Ellis Island care-
givers who tended to many of the 23.5 million immigrants
arriving in the United States between 1880 and the 1920s
were often committed to bureaucratic efficiency and
disinterested fairness at the expense of the newly arrived
immigrants’ needs for warmth and cultural sensitivity. This
cultural abyss between the practice of medicine and the care
of human needs was at times a gap too wide to be bridged. 

IMMIGRANTS DIAGNOSED AS INADMISSIBLE
The gap in understanding between the physicians on

Ellis Island and the newcomers was the result of so many
immigrants having little prior experience with allopathic
medicine as it was practiced in the United States. Southern
and Eastern Europeans, as well as Asians, sought cures for
their ills from folk healers, who offered a pharmacopeia of
rituals, incantations, amulets or prayers. Others, especially
those from China and Japan, turned to herbal concoctions
or physical manipulation grounded in alternative systems of
medicine. Treatment was administered in the home of either
the healer or the patient, not in a modern clinic or hospital.1

Ironically, individuals, many never before treated by a
physician, found themselves judged fit or unfit for admis-
sion to the United States by such medical doctors–and
uniformed ones at that. From 1890 to 1921, medical

GUARDIANS OF THE GATE:
THE

ELLIS ISLAND HOSPITALS 
AND IMMIGRANT PATIENTS

in the Late 19th and Early 20th Centuries

�
�

By Alan M. Kraut, PhD
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inspections of individual immigrants supplemented quar-
antine procedures. At New York’s Ellis Island and other
depots, the federal physicians of the U.S. Marine Hospital
Service (renamed the U.S. Public Health Service in 1912)
inspected and interrogated newcomers traveling third class
and steerage. Many of these newcomers never set foot on
Ellis Island. Passengers traveling first and second class
received a cursory interview in the privacy of their cabins.2

The rate of rejection of immigrants for all causes at
Ellis Island was low, rarely greater than 2 to 3 percent
annually. However, increasing concern over the health and
vitality of new arrivals in the first decade of the 20th century,
as well as improved medical diagnostic techniques,
significantly increased the possibility of rejection on med-
ical grounds.3 From less than 2 percent debarred for
medical reasons in 1898, the percentage increased to 57
percent in 1913 and 69 percent by 1916.4

Immigrants diagnosed as inadmissible were detained.
Some were returned to their ports of embarkation at the
expense of the steamship company that had brought
them. The treatable were hospitalized.5

THE ELLIS ISLAND HOSPITAL SYSTEM
Hospitals and clinics founded by religious groups and

labor unions to care for the immigrant poor have attracted
scholarly attention.6 However, few studies have examined
institutions caring for immigrants before admission.
One such hospital complex was on Ellis Island. Between
12 and 14 million immigrants were processed on Ellis
Island between 1892 and 1954. There, many newcomers
first encountered physicians and modern medicine.7

Ellis Island’s wooden structures, including an infirmary,
burned to the ground in 1897. Temporary quarters were
created in an old house on Ellis Island, and patients with
infectious diseases were sent to hospitals onshore,
including New York’s Bellevue Hospital. New York City
Health Commissioner Ernst Lederle objected, saying,
“The patients from Ellis Island should not be brought into
the city limits at all. They are a source of infection from the
time they leave the island until they reach [the pier at] the
foot of East 16th Street. Besides, they have to be placed in
wards where they subject other patients to the danger of
mixed infection.”8

The problem was soon solved. New, ornate red-brick
buildings replaced the depot’s charred ruins. A fully
equipped general hospital opened in 1902, and a contagious
disease hospital was completed in 1911. The hospitals
occupied 22 buildings on the south side of the island, resting
on landfill derived from the rock and soil excavated from the
tunnels of the New York subway system. 

The Ellis Island hospitals were not as large as Bellevue,
which was expanding to 3,000 beds in the first decade of the
20th century but were quite capacious.9 The main hospital
on Ellis Island had 275 beds, including those in a smaller,
separate building for those being detained for reasons
of mental illness. There were x-ray facilities, four operating
rooms, a complete laboratory and a morgue. Just as with the
physicians who conducted the line inspection, attending
physicians at the hospital were commissioned officers of the
U.S. Public Health Service. The nurses all graduated from
accredited nursing schools. 

The contagious disease hospital had 450 beds. It was
constructed on a separate “island” of landfill more than 400
feet from the main island and connected by a gangway to
the rest of Ellis Island. Construction was in the pavilion style
with 18 separate ward buildings so that those with a particu-
lar contagious disease could be isolated from those with
other contagious diseases as well as from the general hospi-
tal population. There were designated wards for measles,
scarlet fever, diphtheria and whooping cough and two wards
each for trachoma and tuberculosis. Along a lengthy central
corridor, the wards had doors that were staggered to prevent
air from one ward room easily entering another. Banks of win-
dows allowed air to flow, maximizing ventilation. A mattress
autoclave could sterilize entire beds. A separate laundry
washed and dried more than 3,000 sheets and towels per day.

The morgue refrigerator could hold eight cadavers. In an
autopsy amphitheater, visiting physicians and medical stu-
dents from New York could observe postmortems and learn
about the pathology of diseases, including some rarely seen
in the United States. A state-of-the-art diagnostic laboratory
analyzed test results and was staffed by a senior physician
around the clock. Two thousand meals were prepared each day
by a large staff. In all, approximately 300 individuals worked in
the hospitals, many of whom lived in housing on the island.10

In 1914, a million newcomers were inspected on Ellis
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Family tragedies were not uncommon. One woman
who arrived with her children and a severe case of tra-
choma could not meet the mounting bills, although her
husband earned a good salary ($15 per week) as a black-
smith on the New York subway construction project. Ellis
Island’s Immigration Commissioner, Robert Watchorn,
deported her. The ship departed with her on board Christ-
mas Eve, 1908. Her husband and children could not afford
to accompany her.12

Immigrants who arrived unaware they were ill were
among the most difficult for hospital staff to handle,
according to Dr. Milton Foster, a U.S. Public Health Service
physician detailed to Ellis Island. “Not realizing that they
are sick, they cannot understand by what stroke of scurvy
fortune they have been selected from among all others
and forbidden to enter the promised land. The more

Island, and about one of every hundred was assigned to the
hospital. Interpreters were on call. As admissions were in
progress, almost an equal number were being discharged.
Patient turnover was crucial because ships continued to
arrive with their immigrant cargoes. In 1914, 10,179 were
treated in this “general hospital for all nations.”11

While the Ellis Island Hospital was a public hospital,
extended care was not provided free of charge. Brief stays,
including those required by the time it took to conduct
examinations and lab tests, were not billed. However,
patients staying longer than a few days were charged $2 a
day, a financial challenge for immigrants who had scraped
together $11 to $15 for steerage passage. The daily fee was
more than most laborers in the Untied States were paid.
Thus, unless a charity or relative was willing to assist a
newcomer, he or she might have to accept deportation. 
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excitable burst into tears, wring their hands and protest
loudly against this great and unexpected injustice.”13

While Foster was not unsympathetic to the newcomers, his
observations reek of frustration and cultural arrogance.
“It is useless to try to calm or reassure them. They are not
amenable to reason and refuse to listen to the explana-
tions offered. The more stoical accept their misfortune with
sullen resignation. They have been ill-treated and abused
all their lives; so this new disaster is not a matter of sur-
prise, but is calmly accepted merely as another portion of
their heritage of woe into which they have been born.”14

A BROAD RANGE OF MEDICAL CONDITIONS
A broad range of medical conditions appeared in the

patient population. Foster recalled, “Strange as it may
seem, admissions for digestive troubles or as the result of
seasickness are not very common, but pneumonia, sore
throats, bronchitis, scarlet fever, measles, rheumatism,
inflamed eyes and minor injuries occupy a prominent place
in the island’s case histories. Diseases like typhoid fever
or appendicitis occur about as often as they would in the
same number of people remaining at home.”

The crowded conditions on board ship greatly facili-
tated the spread of communicable disease. Foster
observed that “vessels often arrive with a large number of
children already sick and helpless from measles. Several
years ago [circa 1912 or 1913], 94 cases of measles were
taken from the steerage compartment of one vessel.”15

Three hundred and fifty babies were born on Ellis
Island. However, unlike those born after their parents had
been admitted to the United States, these small newcomers
were not American citizens by birth, but were classified as
born on the high seas.

In addition to pregnant mothers and the ill, there were
patients suspected of being mentally unfit for admission.
Young Fiorello LaGuardia, later Mayor of New York, was a
translator on Ellis Island and recalled his concern about
cultural misunderstandings leading to misdiagnoses. He
speculated that “over 50 percent of the deportations for
alleged mental disease were unjustified…because of
ignorance on the part of the immigrants or the doctors
and the inability of the doctors to understand the particu-
lar immigrant’s norm or standard.” He was haunted by

what happened to a young Italian teenager from the moun-
tains of northern Italy when she was examined at the Ellis
Island Hospital. “No one understood her particular
dialect very well, and because of her hesitancy in replying to
questions she did not understand, she was sent to the hos-
pital for observation. I could imagine the effect in this girl,
who had always been carefully sheltered and had never been
permitted to be in company of a man alone, when a doctor
suddenly rapped her on the knee, looked into her eyes,
turned her on her back and tickled her spine to ascertain her
reflexes. The child rebelled–and how!…In two weeks’ time
that child was a raving maniac, although she had been sound
and normal when she arrived on Ellis Island.”16 Had the
young woman arrived at the Ellis Island Hospital feeblemind-
ed or psychotic or neither? No one really knew.

THE RECOLLECTIONS OF ELLIS ISLAND STAFF AND
PATIENTS 

The number of physicians who served on Ellis Island was
never very large, escalating from 6 in 1892 to 25 in 1915. Until
1913, all the physicians on the island were male, but in
response to the concerns of female immigrants, who found
examination by a male doctor awkward, Dr. Rose Bebb was
hired as the first female physician on Ellis Island.17

U.S. Public Health Service officers assigned to the hospital
generally praised it and enjoyed the duty. They courted the
trust of newcomers. Dr. Grover Kempf recalled that “the line
was just routine inspection of an immigrant and in the Hospital
you were treating illness, and you were a doctor there.”18

Dr. T. B. H. Anderson recalled encouraging hospital
patients to call for medical help at night if necessary. He and
his colleagues walked the wards each night shouting, “‘Alles
Gesundt!’ ‘Siska Stalle!’ ‘Tota Bene!’ ‘All Well!’” He remem-
bered, “I was amazed and still am with the fact that the
immigrants seemed to understand what was going on and
that we were seeking to help and not harm.”19

If the physicians recalled the hospitals with fondness,
those whom the physicians treated were ambivalent.
Youngsters treated at the hospital often recalled it with some
affection. A frightened Scottish girl, Marge Glasgow,
remembered being hospitalized for a suspected case of
trachoma. A nurse there reassured her, “You’ll be taken care
of. Everything will be fine.” To keep the girl occupied, the
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out why. Some of them had money sewed in their hems,
the bills, and even in the seams they had money rolled up
in the seams of their clothes. One person wouldn’t take her
hat off. She wore it like a bed cap…her bills were sewn
in there.”23

FORESHADOWING THE IMMIGRANT EXPERIENCE
Hospital historian Rosemary Stevens observed that

hospitals are “affirming and defining mirrors of the culture
in which we live.”24 The Ellis Island Hospital was one such
place–a place that offered an introduction to American
notions of sanitation, hygiene, order, regulation and
fairness and values, presented in ways that for many
newcomers seemed rigid and impersonal, but would
foreshadow only too well the culturally ambiguous
encounters these immigrants would have with Americans in
the months and years after they came ashore.

Alan M. Kraut, PhD, is a Professor of History at
American University and President of the Organization
of American Historians.

nurse took the 15-year-old with her on rounds. “I followed
her on her rounds and she was very kind to me. She consoled
me so much that I felt better. Then she put me to bed in a
room next to hers.”20

A Polish child had a similar memory. Lois Garrett
recalled, “I remember being in the hospital running up and
down in the wards and everybody being good to me. I had a
wonderful time. From the nurses, I learned how to speak
English very quickly.”21

Adult immigrants often appreciated the quality of the
care and the facilities. Inge Matties Nastke, a German immi-
grant, marveled, “The beds were good, and we were given
all the attention we needed and we were constantly being
checked for fever and listened to our hearts.”22

On the other hand, many adults registered fear and
anger, much of it based on cultural misunderstandings.
Bathing presented a problem. Josephine Lutomski, a ward
matron, explained, “Some of the patients would get very
nasty if you tried to take their clothes from them. They
thought you were stealing their clothes. And then we found
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In the ongoing debate regarding America’s
healthcare system, a key metric is quality of care,
often coupled with patient safety. The impetus
behind the current quality initiative devolves in
part from landmark reports by the Institute of
Medicine (IOM), published in 1999 and 2001, that
called attention to deficiencies in our healthcare
delivery system, resulting in inconsistent quality
and unsafe practices.1,2

Despite the admonitions of the IOM, the
medical profession has traditionally held itself as
a leader in the maintenance of quality performance.
The American Medical Association (AMA), recogniz-
ing the central role of education for the continuing
professional development of physicians, calls upon
physicians to maintain a commitment to medical
education throughout their careers as a central tenet
of their ethical responsibilities.3

Nevertheless, despite proactive measures to
keep all physicians up to date in knowledge and
procedural skills, medical “mistakes,” such as
wrong-site surgical procedures, continue to harm
patients inadvertently. These errors have been
reported to occur about 80 times each week and

have added up to $1.3 billion in medical liability payouts
over the past 20 years.4

Some healthcare leaders have responded to this
troubling situation by requiring–in addition to the estab-
lished layers of continuing education and quality-of-care
reporting requirements–maintenance of certification
(MOC) as a condition of maintenance of licensure (MOL).
Although this requirement appears well intended, there are
worrisome aspects to this bureaucratic approach that call
for careful consideration before the medical community can
give its full support.

CURRENT COMPONENTS OF LIFELONG LEARNING

In an ongoing effort to assure quality care for all
patients in all areas of medical need, there are several
layers of requirements that physicians today must meet
to maintain their status in the medical community. 

Continuing Medical Education: Since 2002, a legally
based requirement for continuing medical education
(CME) has been a condition for biennial registration
renewal. This requirement reflects previously established
AMA standards, as defined by the Physician Recognition
Award guidelines. Similar requirements exist for osteopaths
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and podiatrists.5,6 Additionally, the AMA has established
accreditation requirements for CME providers.

All but four states (Colorado, Indiana, Montana and
South Dakota) stipulate a requirement for minimum CME
credits as a condition for continued licensure. While 24
states stipulate a requirement for CME only, 21 states
mandate a requirement for additional topics for which
practitioners must provide evidence of training. In New
Jersey, for instance, there is a one-time requirement of six
hours of training in cultural competence. Other states may
have requirements in such areas as pain management,
end-of-life care, domestic violence, ethics, prescribing
of controlled substances, universal precautions, patient
safety/risk management and others. Two state boards
(Maryland and Minnesota) already accept certification
by the American Board of Medical Specialties (ABMS) as
sufficient evidence of ongoing expertise, in addition to the
CME requirements.7

Physician Quality Reporting System: In 2010, the
Centers for Medicare and Medicaid Services (CMS)
implemented a Physician Quality Reporting System (PQRS)
to promote reporting of quality information by eligible
professionals. PQRS begins as a voluntary program provid-
ing incentive payments to practices that satisfactorily report
data on quality measures for services furnished to Medicare
Part B beneficiaries. Beginning in 2015, the program will
begin applying payment adjustment penalties for those not
satisfactorily reporting such data.8 It has been estimated
that physicians could lose up to a total of $1.3 billion a year
from their Medicare pay by failing to comply with the
program’s requirements.9

Specialty Board Certification: As a further method-
ology to assure ongoing medical competence, specialty
board certification represents a standard for demonstrating
a physician’s commitment and expertise. Certification
customarily involves a rigorous process of testing and peer
evaluation, with the goal of assuring patients that they
can expect the highest quality of care available to achieve
optimal clinical outcomes.

Maintenance of Certification: Acknowledging the
growth and complexity of medical science and clinical care,
the ABMS has established MOC programs to assure that
board-certified physicians advance the standard of specialty
medical care on an ongoing basis. The process is multi-
faceted, including an assessment of various aspects of
professional activity: knowledge, practice-based learning,

professionalism, interpersonal and communication skills
and patient care. Physicians benefit by receiving focused
learning, based on individual need, all of which may result
in increased practice efficiency and, ultimately, reduced
malpractice premiums. Patients may experience fewer
medical errors and gain quality clinical outcomes.
MOC is recognized as an important quality marker by
insurers, hospitals and quality and credentialing
organizations.10

ADDITIONAL REQUIREMENTS PROPOSED BY THE 
FEDERATION OF STATE MEDICAL BOARDS

The Federation of State Medical Boards (FSMB) is a
national nonprofit organization representing some 70
medical and osteopathic boards of the United States and
its territories. This Federation focuses supporting
physicians in their efforts to attain excellence in medical
practice, licensure and regulation.11 In recent years, the
FSMB has been engaged in a process to develop a
formal methodology to assure continuous and ongoing
professional development (relevant to particular areas of
practice) as a condition of license renewal. The process is
known as maintenance of licensure (MOL). 

In 2010, the FSMB House of Delegates adopted a
framework for MOL, which would require physicians to
periodically provide evidence of participation in professional
development and lifelong learning activities, specific to
their practice, as a condition of license renewal. The
justification for this initiative is based on research studies
and other evidence that links competence and quality of
care and on a demonstrated need for physicians to update
and maintain their knowledge base continuously.12

Three major components of effective lifelong
learning in medicine have been postulated by the FSMB: 

1 Reflective self-assessment, in which physicians
participate in an ongoing process of self-evalua-
tion, self-assessment and practice assessment,
with subsequent successful completion of tailored
educational activities. 

2 Assessment of knowledge and skills, by
demonstrating the knowledge, skills and
abilities needed to provide safe, effective
patient care. 

3 Performance in practice, a measure of
accountability.13
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The FSMB recognizes that the majority of physi-
cians are already pursuing these techniques and thus are in
compliance with the projected MOL requirements.
The FSMB has indicated it intends to create a system that
“makes it easy” for physicians already pursuing these
activities to readily demonstrate their compliance. The FSMB
has explicitly stated that the MOL framework does not
recommend a “high stakes” examination for licensure
maintenance.12 Humayun J. Chaudhry, DO, President and
Chief Executive Officer of the FSMB, has emphasized the
importance of cooperating with practicing physicians to
develop a framework for maintenance of licensure that is
in compliance with standards for maintaining competence.
For those physicians not specialty board certified or
those who are not seeking specialty recertification, it has
been recommended that state licensing boards consider
additional options to assess knowledge and skills.14

The FSMB initiative is being developed, the
organization states, commensurate with processes
currently in place by existing education, accrediting,
credentialing and quality improvement systems,
including all 24 medical and surgical specialty boards
that belong to the ABMS, as well as the American
Osteopathic Association-Bureau of Osteopathic Special-
ists. Other agencies whose goals coincide with those
of the FSMB, or that have supported the initiative,
include the Accreditation Council for Continuing Medical
Education (ACCME), the Accreditation Council for
Graduate Medical Education (ACGME) and the American
Medical Association.12,15

RESERVATIONS REGARDING THE 
FSMB’S MOL INITIATIVE 

Despite what appears to be nearly universal approval
of the FSMB initiative (to institute a requirement for
maintenance of certification as a condition for licensure
renewal), some parties have expressed considerable
reservations. Segments of practicing physicians, including
osteopaths, have expressed concern that potential
new requirements for maintenance of licensure would
potentially jeopardize their existing license to practice
and create indiscriminate burdens for practitioners who
lack board certification and for those previously
“grandfathered.”16

In Ohio, the Ohio State Medical Association has

called for abandonment of its prior commitment to par-
ticipate in a maintenance of licensure pilot with the
FSMB, on the grounds that extending continuing edu-
cation requirements beyond those currently prescribed
has not been proven to enhance quality of care for
patients.17

Jane M. Orient, MD, Executive Director of the Asso-
ciation of American Physicians and Surgeons (AAPS), has
claimed that implementation of MOL would introduce sig-
nificant costs, in time and money, that would be added to
current healthcare expenditures, without proof that medical
care would be improved. Orient has insinuated that such
action would perhaps represent a conflict of interest, as
the ABMS and its affiliates could expect “a significant
increase in gross receipts” as a result of the mandate.
She adds that these measures would “likely drive physi-
cians into early retirement… [and] reduce overall clinical
availability.” Orient adds that physician incompetence is a
distinctly unusual cause for adverse actions against licensed
physicians, most of these being related to physician drug
and prescription abuse, alcoholism and moral turpitude or
financial fraud.18

The AAPS claims that “[u]nder the guise of improving
medical care, these schemes…serve to increase the power
and balance sheets of their proponents and are counter-
productive to quality patient care.” The AAPS calls for
active opposition by hospital and state board attempts
to impose MOC and MOL requirements to practice
medicine and “stop the ongoing and widespread extortion
by programs lacking any evidenced-based data to validate
that certification actually benefits patient care or physician
competency.”19

AAPS members have called on medical professionals
“to re-assert their rights and professional obligations to
renounce the self-serving, unfounded and expensive goals
of the certification industry monopoly, in the interests of
patient care and cost containment.”20

Few would argue against constructive methodologies
for maintaining professional competence aimed at the
achievement of quality clinical outcomes. Continuing
medical education and specialty certification and recertifi-
cation have been widely recognized, if not espoused, by
the medical profession itself. However, the concept of
maintenance of certification as a condition of continued
maintenance of licensure (even though based on essential
practice principles of maintaining medical competence and
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the promotion of healthcare quality and patient safety)
remains a controversial subject. 

While improved quality, safety, efficiency and effec-
tiveness of healthcare are worthy goals of American
society, the additional burdens of a growing bureaucracy
and further additions to already burgeoning healthcare
costs serve as a reminder for caution in the ongoing debate
regarding the improvement of our healthcare system. 

Alan J. Lippman, MD, is a hematologist/oncologist
practicing at Essex Oncology Group in Belleville, New
Jersey. 
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Each year, ASCs provide a huge economic benefit to
the national and state economies. In New Jersey alone,
ambulatory surgery centers contributed $2.6 billion to
the state’s economy, paid $60.3 million in taxes and
employed more than 6,000 people in 2009.1 These
economic benefits, and others provided by ASCs, have
not gone unnoticed by New Jersey Governor Chris
Christie; his $32.9 billion budget proposal takes full
advantage of this reliable revenue source.

As in all budget deliberations, everything is deter-
mined by the projected rate of revenue collections. For
2014, the Administration took a step back from its earlier
calculations and placed the estimated revenue rate
increase at 4.9 percent. Governor Christie is confident his
revenue projection will close a $473 million budget shortfall,
while also generating a $300 million surplus for the State.2

Certainly, ASCs play a role in this optimistic projection. 
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Ever since the first ambulatory surgery

center (ASC) opened its doors in Roseland,

New Jersey, more than 30 years ago, 

the New Jersey State Legislature has

been actively involved in overseeing the

safe and effective functioning of these

centers. Periodically, the Legislature uses

assessments and regulations to help

ensure two important goals: 1) maintaining

the highest standards of patient care and 

2) ensuring continuous revenue streams from

these centers for the State.
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ONGOING LEGISLATION AIMED AT AMBULATORY
SURGERY CENTERS

The New Jersey Assembly and Senate are working
hard to protect physicians and residents who use
ambulatory surgery centers. The following legislation
reflects those efforts.

Assembly Bill No. 1818: Assemblyman Herb Conaway
(LD7), Chairman of the Assembly Health and Senior Servic-
es Committee, opened the 2013 legislative session with this
bill that “requires certain health benefit plans to include
coverage for treatment at ambulatory surgical centers and
surgical practices and prohibits riders to the contrary.” As
it currently stands, services provided by ASCs or “surgical
practices of out-of-network providers could be subject to
caps or limitations through riders that may be approved
by the Department of Banking and Insurance (DOBI).” The
Chairman is seeking to avoid any form of discrimination

through the use of riders that could identify these services as
less than basic components of health benefit plans.

Assembly Bill No. 1831: Ambulatory surgery centers
have been around for a long time, but it was not until 1982
that Medicare first agreed to pay for certain surgeries
performed in New Jersey ASCs.3 Patient health and safety
are certainly the first priority, but much debate and legislation
are aimed at controlling spending and future costs associated
with liability claims in New Jersey courts. Chairman Conaway
introduced and argued for the passage of A-1831 concerning
“liability and insurance coverage for medical malpractice
actions.”4 

The Chairman explained that his bill would “prevent
those inadvertently swept into liability claims, then deter-
mined they never should have been in the claim in the first
place, and it brings clarity to the ‘Good-Samaritan Law’ by
protecting [them] from liability and ensures their timely

Ambulatory 
Surgery Centers

By Pete Cammarano & Michael Schweder

MDADVISOR 31



release.” Chairman Conaway concluded the session’s
debate by stating that he wants to get the doctors and ASCs
“out right away so they won’t have their medical malpractice
rates go up.”5 The bill passed out of the Committee and
now moves on to the Second Reading in the Assembly.

Senate Bill No. 1210: This bill, sponsored by Senator
Joseph Vitale (LD19), is aimed at bringing single-room
surgeries in doctors’ offices up to the same standards and
accreditations as multi-room ambulatory surgery centers.
S-1210, which originally passed through both Houses, was
pocket-vetoed by Governor Christie, not for its intended
legislative intent but for the provisions allowing tax exemp-
tions. Senator Vitale has worked hard to remove this obstacle,
and his newly amended S-1210 avoids previous problems:
“Because the one-room surgeries won’t be licensed by the
Health Department or called ‘ambulatory surgery centers,’
they should not have to pay the ASC tax.”6 Senator Vitale and
other legislators became concerned with one-room surgeries
after 2009-2010 federal inspections of New Jersey ASCs
found that more than 45 percent of one-room surgeries were
noncompliant with serious safety requirements compared
with 15 percent noncompliance of multi-room ASCs.7

Senate Bill No. 2079: Sponsored by former New Jersey
Governor Richard J. Codey (LD27), this bill “limits where cer-
tain cosmetic surgical procedures may be performed in New
Jersey.” More specifically, if a physician is to perform any of
the following procedures, that office or facility must be
accredited by the American Association for Accreditation of
Ambulatory Surgery Facilities (AAAASF), the Accreditation
Association for Ambulatory Health Care (AAAHC) or the
Joint Commission:

• Liposuction procedure that involves more than 750 cubic
centimeters of aspirate

• Procedure that utilizes a breast implant
• An aesthetic truncal contouring procedure that involves

the excision of skin.
Currently, support for this bill is growing in both

the Assembly and in the Senate. Chairman Conaway
explained how an “increasing number of invasive cosmet-
ic surgical procedures are being performed in medical
offices and outpatient surgical facilities that are not ade-
quately equipped for this purpose, by physicians with
inadequate surgical training, and utilizing inappropriate
anesthesia.”8 Senate Bill No. 2079 has been introduced
and referred to the Senate Health, Human Services and
Senior Citizens Committee.

Senate Bill No. 2354: Senator Vitale introduced this
bill to allow New Jersey’s advanced practice nurses (APNs)
to prescribe medication, without a formal agreement or
joint protocol with a consulting physician. This bill could
allow APNs to more easily open their own practices. APNs
have recently taken on larger roles as primary care
providers and feel this is a logical next step in the process.
However, Senate Bill No. 2354 is controversial and is
unlikely to receive swift passage because although it
could help ease the shortage of primary care doctors in
New Jersey, New Jersey doctors may not be willing to
defer such an integral part of their practices. 

Senate Bill No. 2634: With the introduction of this
bill, Senator Van Drew (LD1) fully appreciates and
attempts to accommodate one of the largest burdens
placed on all New Jersey ASCs: taxes. Van Drew’s bill

“Senator Vitale and other legislators became concerned 

with one-room surgeries after 2009-2010 

federal Inspections of New Jersey ASCs found that more than 45 percent of

one-room surgeries were noncompliant with serious safety requirements 

compared with 15 percent noncompliance of multi-room ASCs.
7
”

Senate Bill No. 1210
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“eliminates the assessment on ASCs imposed pursuant
to P.L.2004,c.54, as amended by P.L.2010,c.23.” These
assessments have placed yearly tax burdens on ASCs for
upwards, but not exceeding $200,000. Senate Bill No.
2634 has been introduced in the Senate and referred to
the Senate Health, Human Services and Senior Citizens
Committee. 

As healthcare in New Jersey transitions to meet the
new federal and state mandates and guidelines, our leg-
islators continue to work to ensure that our legal system
stays up to date in its responsibility to protect the
members of the medical community as well as the residents
of this state. The continuing growth in popularity of ambula-
tory surgery centers certainly requires an ongoing review of
their use, function and safety.

Pete Cammarano is a Partner at Cammarano, 
Layton & Bombardieri Partners, LLC, in Trenton,
New Jersey. Michael Schweder is the Government
Affairs Manager at Cammarano, Layton & Bombardieri
Partners, LLC.
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Edward J. Ill, MD, was a pioneer in the
world of medicine, not only for his contri-
butions of new surgical techniques and
procedures–many of which are still in use
today–but also for his exceptional leader-
ship and dedication to educating future
generations of medical professionals. 

During his more than 67 years of
medical practice, Dr. Ill was passionate
about continuing medical education for
physicians, having published extensively
during his career. He also played a vital role
in creating the New Jersey Academy of Medicine, an
organization that provides physicians access to libraries,
lectures and review courses in medicine. 

Being a superior clinician is certainly a significant part of
being a medical professional. However, being a well-rounded
physician at the top of the field requires a range of other skills
involving leadership and communication attributes that Dr. Ill
possessed in abundance. 

CONSIDER THE FOLLOWING ADVICE THAT WE CAN
TAKE FROM THE LIFE OF EDWARD J. ILL. 

Never stop learning. You can never know or learn
enough. Although there are mandatory continuing medical

education (CME) require-
ments that must be met by
medical professionals to
maintain licensure, learning
should not stop there. The
great leaders, such as
Edward J. Ill, have a curios-
ity and genuine interest in
learning more. Just one of
the ways to do this is to
expand your library of

books, particularly in leadership and communication. As
medical professionals who interact with patients and their
families on a daily basis, you must continually hone your
ability to connect with others. 

Develop your team. Although great leaders never stop
learning, they also understand the importance of encourag-
ing those on their team to do the same. If you are a leader in
a medical practice, bring in an outside speaker who can
address a particular topic that will help your team get to the
next level. Often this involves soliciting feedback from team
members on what topics are of interest and where
team members feel they need to improve. Simply engaging
your staff in this process communicates that you care about
them and their development. 

Edward J. Ill:

By Steve Adubato, PhD

“being a well-rounded 

physician at the top of the 

field requires a range of other

skills involving leadership and 

communication attributes that

were possessed by Dr. Ill 

in abundance.” 



MDADVISOR 35

occurring as epidemics. The elder Ill showed his son the value
of paying it forward and finding ways to contribute to the
greater good. Whether it is leading your team in organizing a
food drive or offering a free seminar to your patients or
their families on a subject that will help them live a healthier
lifestyle, you cannot put a price tag on the benefits of giving
back. It not only helps improve the morale of your team
but also lets patients know how important they are to your
organization.

These tips for becoming a well-rounded physician at
the top of one’s field are as relevant today as they were
almost a century ago. In the spirit of continuing to grow
as leaders and professionals in the complex and ever-
changing healthcare environment, all members of the
medical community should take time to walk in the foot-
steps of the pioneering Edward J. Ill. 

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

Lead and embrace change. There are constant inno-
vations in the world of medicine, which means, as leaders,
we must first acknowledge this fact and then deal with it
directly. Whether it is a new procedure, policy or regulation
that is going to impact your team or organization, it is
your job to communicate the reasons for this change to
your staff and then be open to feedback or questions. It is
important to realize that adopting any change takes time,
and there will most likely be some resistance; however, the
great leaders are those who are creative in getting “buy in”
from their team.

Share your knowledge. Edward J. Ill continued to
publish papers well into his 80s in order to share with future
generations what he had learned throughout his career.
He understood the importance of contributing to the
continuing education of physicians and was passionate
about advancing the field of medicine. In the e-world we
now live in, with instant communication via blogs, Twitter
and Facebook, medical professionals have even more ways
to share their knowledge with others.

Give back. In his childhood, Edward J. Ill learned the
importance of giving back from his father, a physician who
had immigrated to a poor section in Newark, New Jersey.
Dr. Ill’s father often treated many of his patients without
charge during a time when cholera and other diseases were

A Medical Leader for All Time



Decision Making in Advanced Illness:
An Introduction to NJ Guidelines for Practitioner 
Orders for Life-Sustaining Treatment (POLST)

In December 2011, Governor Chris Christie signed New Jersey’s 

POLST (Practitioners’ Orders for Life-Sustaining Treatment) into 

legislation. The legislation includes a New Jersey State Board 

requirement for two CME credits in programs related to end-of-life 

care prior to biennial registration. 

These 5 upcoming seminars will focus on end-of-life decision making. 

The New Jersey POLST form will be introduced, and strategies for 

discussing healthcare decision-making for elderly patients and those

entering the final stages of life will be presented. 

See related article, “Having the Conversation: Empowering 

Patients in End-of-Life Care Decision Making” by Commissioner 

Mary E. O’Dowd, MPH, on pages 15–17.

Pre-registration is required for all programs. 
For more information or to register, contact the MDAdvantage

Risk Management Department at 888-355-5551.

SAVE 
THE
DATE!
UPCOMING MDADVANTAGE® EDUCATIONAL PROGRAMS

THURSDAY, MAY 9, 2013
Dolce Basking Ridge
300 N Maple Ave, Basking Ridge, NJ

THURSDAY, MAY 16, 2013
Ram’s Head Inn
9 W White Horse Pike, Galloway, NJ

THURSDAY, SEPTEMBER 19, 2013
L’Affaire Fine Catering
1099 U.S. 22, Mountainside, NJ

THURSDAY, OCTOBER 10, 2013
Sheraton Eatontown
6 Industrial Way E, Eatontown, NJ

THURSDAY, NOVEMBER 7, 2013
MDAdvantage
Two Princess Rd, Lawrenceville, NJ

ALL NEW JERSEY PHYSICIANS ARE 
INVITED TO ATTEND AT NO COST.

All of the POLST programs will be 
held 6:00 p.m. – 8:00 p.m. More
details will be forthcoming at 
www.MDAdvantageonline.com.



As members of the healthcare community, we know that
there are health risks inherent in travel. Whether traveling
for business or pleasure, a journey outside the United States
exposes our patients to a variety of situations and circum-
stances known to endanger health. In the first two parts of
this series, the discussion focused on the health risks
associated with trauma and complications from underlying
health problems and then on mosquito-borne infectious
illnesses. In this third and final article of the series, the focus
is on non-mosquito-borne infectious illnesses.

LEPTOSPIROSIS
Leptospirosis occurs worldwide and is especially a

risk for travelers engaged in certain recreational activities
that involve exposure to water in lakes, rivers or ponds
contaminated by urine of leptospire-infected animals.
These activities include camping, freshwater swimming,
fishing, canoeing, kayaking, rafting, golfing (which may
involve going into a watery ditch to recover an errant golf
ball) and even riding trail-bikes through puddles. As an
example, at least 68 cases of leptospirosis, with an attack

Travel-Related Health Risks*

Part 3:
Non-Mosquito-Borne
Infectious Illnesses {

*This is the third of a three-part series on travel-related
health risks.

Matthew E. Levison, MD

“a risk for travelers engaged 
in certain recreational 

activities … These activities
include camping, freshwater

swimming, fishing, 
canoeing, kayaking, rafting, 
golfing (which may involve
going into a watery ditch to
recover an errant golf ball)
and even riding trail-bikes

through puddles.”

{

{
}
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“Leptospira bacteria shed in urine may survive in water 
or moist soil for weeks to months. Outbreaks of leptospirosis 

frequently follow heavy rainfall, flooding with fresh water and
increasing rodent numbers.3”{ }

Travel-Related Health Risks

rate of 44 percent, occurred in participants from 29 U.S.
states and 26 countries who were exposed to flooded
river water during a race in association with the multisport
Eco-Challenge event in Borneo in 2000.1 Although leptospiro-
sis has a higher incidence in tropical regions, especially
following periods of heavy rainfall, outbreaks have occurred in
the United States. A large outbreak of leptospirosis occurred
in athletes from 44 states and seven countries, for example,
who participated in a triathlon in the summer of 1998, likely
linked to swimming in Lake Springfield in Illinois.2

Leptospirosis Transmission and Manifestation
Leptospirosis is transmitted by contact of skin (especially

if abraded) or mucous membranes (e.g., conjunctiva, mouth)
with fresh (not salty) water, food, wet soil or vegetation that
has been contaminated by urine of animals chronically
infected with one of the several hundred serovars of the
spirochete Leptospira interrogans. Different leptospiral
serovars are prevalent in particular geographical regions.
Chronically infected animals (usually rodents, dogs, cattle,
horses and pigs) excrete leptospires in their urine and serve
as reservoirs for this organism. Inadequate disposal of trash
and debris provides a suitable habitat for rat infestation in
urban settings. Leptospira bacteria shed in urine may survive
in water or moist soil for weeks to months. Outbreaks of
leptospirosis frequently follow heavy rainfall, flooding with
fresh water and increasing rodent numbers.3

The acute phase of leptospirosis is clinically similar to
chikungunya and dengue: After an incubation period of 7
to 19 days, there is an abrupt onset of high-grade fever
with severe aches in muscles of the limbs and the back
that lasts 3 to 7 days. Conjunctival suffusion, which consists
of engorged conjunctival vessels without purulent discharge,
is sometimes seen. The total leukocyte count may be ele-
vated in leptospirosis but is low in chikungunya and dengue.
The acute illness may resolve spontaneously, or it may be

followed by an immune phase of the illness, which is
characterized by recurrent fever, aseptic meningitis, hemor-
rhagic pneumonitis, cardiac arrhythmia, liver failure, acute
renal failure and/or circulatory collapse. Some patients with
leptospirosis develop severe illness with multi-organ failure,
thrombocytopenia and bleeding (referred to as Weil’s syn-
drome). Mortality rates associated with severe leptospirosis
range from 5 to 15 percent.4

Leptospirosis Diagnosis and Treatment
The clinical presentation of leptospirosis is relatively

nonspecific; therefore, laboratory confirmation is neces-
sary for accurate diagnosis. Leptospira Dip-S-Tick (DST)
IgM dot-ELISA test kits can be obtained by local laboratories
from the U.S. Centers for Disease Control and Prevention
(CDC) for serological testing of suspected leptospirosis
cases in support of the response to a disaster. (The DST is
suitable for in-the-field testing of suspected patients.)
The microscopic agglutination test (MAT) is used to
confirm serologically initial test results.3

Leptospirosis is treated with antibiotics, such as
doxycycline or penicillin, which should be given early in
the course of the disease. Intravenous antibiotics may
be required for persons with more severe symptoms.
No vaccine is available against leptospirosis. 

Leptospirosis Prevention
A number of steps can be taken to prevent contracting

leptospirosis: 
• Travelers should minimize exposure to potentially

contaminated soil and water. 
• Protective clothing, especially shoes, should be worn.
• Measures to prevent dermal cuts and abrasions

should be followed.
• Broken skin should be protected with a water-

proof dressing.
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“Of the 101 outbreaks of acute gastrointestinal illness on cruise ships
reported by the CDC for 2006–2010, 

80 percent were attributable to norovirus infection.10”{ }
• All food and drinking water should be protected

against contamination.
• All drinking water should be boiled unless it is

known to be absolutely safe.
• Fresh vegetables and fruit should be washed in

clean water and then cooked or peeled.
Several studies have demonstrated the efficacy of

pre-exposure chemoprophylaxis using oral doxycycline
on clinical symptoms attributed to leptospirosis.5,6 Each
200 mg dose supposedly provides a benefit for up to 7
days, so the dose may be repeated if high-risk condi-
tions persist longer than this. The CDC has suggested
that travelers to areas where leptospirosis is endemic
and whose activities place them at high-risk exposure
to leptospire may benefit from pre-exposure chemo-
prophylaxis,1 although no clinical trials are available to
validate this approach.

NOROVIRUS INFECTIONS 
Sometimes called the “24-hour flu,” norovirus infection

is the most common cause of acute gastrointestinal illness
in the United States and elsewhere in the northern hemi-
sphere, accounting for approximately half of all cases,
according to the CDC.7 Norovirus infections break out
regularly in schools, nursing homes, hospitals, offices
and other places where people congregate. Noroviruses,
also referred to as caliciviruses, are a group of related
organisms named after the original strain “Norwalk
virus,” which caused an outbreak of gastroenteritis in
a school in Norwalk, Ohio, in 1968.8

Currently, there are five recognized norovirus
genogroups, which in turn are divided into genotype
clusters. Three genogroups (GI, GII and GIV) are known
to affect humans. Since 2002, variants of the GII.4 geno-
type have been the most common cause of norovirus
outbreaks.9

Norovirus Transmission and Manifestations 
Humans are the only known reservoir for human

noroviruses, and transmission occurs by three general
routes: person-to-person, foodborne and waterborne.
Person-to-person transmission might occur directly through
the fecal-oral route or by ingestion of aerosolized vomitus,
as well as by contact with contaminated environmental
surfaces.

Cruise ships arriving in U.S. ports must report all cases of
acute gastrointestinal illness treated by on-board medical
staff to the CDC’s Vessel Sanitation Program division. Passen-
gers and crew aboard cruise ships are frequently affected
by norovirus outbreaks. Of the 101 outbreaks of acute
gastrointestinal illness on cruise ships reported by the
CDC for 2006–2010, 80 percent were attributable to
norovirus infection.10

Norovirus can be introduced on board cruise ships
either by passengers or crew who were infected before
embarkation, by food items or water that were contami-
nated before loading or by persistently contaminated
environmental surfaces from previous cruises. Norovirus
also might be acquired when ships dock in countries
where sanitation might be inadequate, either through
contaminated food or water or passengers becoming
infected while docked. Repeated outbreaks from one
sailing to the next can occur as a result of environmental
persistence or infected crew.11

The low infectious dose of norovirus required for
transmission (<10 viral particles), along with the norovirus’s
environmental persistence and prolonged shedding after
recovery (2 weeks or more), coupled with shared toilet facili-
ties and close living quarters, facilitate norovirus transmission
and predispose cruise ships to prolonged outbreaks with
high attack rates. (A history of gastrointestinal illness
occurring on board international cruise ships can be accessed
at www.cdc.gov/nceh/vsp/surv/GIlist.htm.)
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“In the United States, about one quarter 
of the Legionnaires’ disease cases 

reported to the CDC are travel-associated.”{ }
After an incubation period of 12 to 48 hours, norovirus

infection usually presents as acute-onset vomiting, watery
non-bloody diarrhea with abdominal cramps and nausea.
Low-grade fever also occasionally occurs. Dehydration is
the most common complication, especially among the young
and elderly, and may require medical attention. Symptoms
usually last 24 to 72 hours. 

Norovirus Diagnosis and Treatment
Norovirus infection is diagnosed by means of reverse

transcriptase polymerase chain reaction (RT-PCR) on stool and
vomit, as well as environmental swabs in special studies.

There is no specific therapy for norovirus gastroen-
teritis. Symptomatic therapy consists of replacing fluid
losses and correcting electrolyte disturbances through
oral and intravenous fluid administration. Recovery is usually
complete without any serious long-term sequelae. How-
ever, immunity lasts only a few months; individuals can be
repeatedly infected over time. 

Norovirus Prevention 
Control of norovirus outbreaks depends on hand

hygiene and use of effective environmental disinfectants.
Alcohol-based hand sanitizers (≥62% ethanol) may be
helpful as an adjunct method of hand hygiene, but
should not replace hand washing with soap and water.
Environmental surfaces that may be contaminated by
norovirus should be disinfected using a chlorine bleach
solution with a concentration of 1,000 to 5,000 ppm (5 to
25 tablespoons) of household bleach (5.25 percent) per
gallon of water.12

Ensuring food and water safety is difficult. Noroviruses
can survive freezing temperatures as well as temperatures
as high as 60 °C. Noroviruses have even been associated
with illness after being steamed in shellfish. Moreover,
noroviruses can survive in up to 10 ppm chlorine, well in
excess of levels routinely present in public water systems. 

LEGIONELLOSIS: LEGIONNAIRES’ DISEASE AND
PONTIAC FEVER

Travel is a well-recognized risk factor for Legionnaires’
disease. Indeed, Legionnaires’ disease takes its name
from a large outbreak in 1976 among American Legion
members who developed pneumonia after attending a
convention at a hotel in downtown Philadelphia. (Pontiac
fever, a less severe, non-pneumonic form of legionellosis,
takes its name from an outbreak in 1968 in Pontiac,
Michigan.) The European Surveillance Scheme for Travel-
Associated Legionnaires’ Disease reported that travel-
associated cases of Legionnaires’ disease represented 16
percent of the total number of Legionnaires’ disease cases
in 1996; outbreaks occurred in hotels, at camps or on cruise
ships.13 In the United States, about one quarter of the
Legionnaires’ disease cases reported to the CDC are trav-
el-associated. Of the 10 clusters of cases of Legionnaires’
disease reported in 2005 to 2006, seven were associated
with hotels, and three were associated with cruise ships;
more than 60 percent of those with travel-associated
Legionnaires’ disease had traveled to destinations in
the U.S. outside their state of residence, and 17 percent
occurred outside the country.14

Legionellosis Transmission and Manifestation
Legionnaires’ disease, and possibly Pontiac fever, is

usually acquired by inhalation by a susceptible person
of an infectious dose of aerosolized Legionella, the Gram-
negative bacillus that causes legionellosis. Risk factors for
Legionnaires’ disease include age over 50 years, cigarette
smoking, diabetes, chronic heart or lung disease and
immunosuppression. Usually, a building’s contaminated
water system is incriminated as the source. Legionella
are found primarily in the hot water portion of plumbing
systems and in cooling towers.

Water temperatures of 25 to 40 °C (77 to 104 °F)
support the highest concentrations of the organism in
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“A fog machine that was said to be blowing moist air into a huge
party tent all night was the suspected source, and Legionella 

pneumophila was subsequently cultured from 
a hot tub on the premises.”{ }

water storage tanks of plumbing systems. Aerosolization
of the contaminated warm water can occur in showers,
spa pools, grocery shelf sprays, fountains and cooling
towers. Elimination or reduction of Legionella colonization
in a hot water system is difficult.15

In February 2011, of 715 people attending a confer-
ence in Los Angeles, 123 fell ill with fever and at least
one other symptom (e.g., headache, cough, shortness
of breath or muscle ache) within 48 hours after an event
at the Los Angeles Playboy Mansion; 56 percent got
sick on the same day, suggesting that the outbreak was
caused by a single source. Some had developed pneu-
monia that was thought to be Legionnaires’ disease,
while the others were suspected of having Pontiac fever.
A fog machine that was said to be blowing moist air into
a huge party tent all night was the suspected source,
and Legionella pneumophila was subsequently cultured
from a hot tub on the premises.16

Legionellosis Diagnosis and Treatment
A recent history of travel within two weeks before

the onset of illness in a patient with community-
acquired pneumonia should prompt testing for
Legionnaires’ disease. The diagnosis of Legionnaires’
disease is confirmed either by isolation of Legionella
from respiratory secretions, by a positive urinary antigen
test (if caused by L. pneumophila serogroup 1) or by
serology. The urinary antigen test allows identification
of only L. pneumophila serogroup 1, which accounts
for 80 to 95 percent of community-acquired cases of
Legionnaires’ disease in many areas of North America,
but other species and serogroups may predominate in
other regions. In Australia and New Zealand, L. pneu-
mophila serogroup 1 accounts for only 45.7 percent of
cases of community-acquired legionellosis, and
Legionella longbeachae accounts for 30.4 percent of

cases.17 Isolation of Legionella from clinical specimens is
important for it allows the diagnosis in cases caused by
nonserogroup 1 Legionella pneumophila, as well as
allows subsequent identification of the genotype for
comparison with the genotype of other patient and
environmental isolates.18

Genotyping of patient and environmental isolates helps
to establish transmission pathways. In an outbreak setting,
the predominance of one genotype in patient specimens
suggests transmission from a common source. Because
L. pneumophila may be found in water supplies without
linkage to any cases of legionellosis, the actual
causative reservoir should be demonstrated with geno-
typing methods.18, 19

The diagnosis of Pontiac fever is usually suspected on
the basis of a common-source outbreak of a non-fatal,
non-pneumonic illness characterized by malaise, myalgia
and fever.20, 21 The incubation period for Pontiac fever is
short (24 to 72 hours after exposure), and the attack rate
(percent of persons who become ill after exposure to the
source of an outbreak) is high (usually greater than 90
percent); whereas, the incubation period for Legionnaires’
disease is 2 to 14 days after exposure, and the attack rate
is less than 5 percent.21

The diagnosis of Pontiac fever is confirmed by devel-
opment of antibodies to Legionella isolated from an envi-
ronmental source in a significant fraction of affected people
exposed to that source. In patients with Pontiac fever,
Legionella are virtually never isolated from clinical spec-
imens, and tests for urinary Legionella antigen are usually
negative, unless L. pneumophila serogroup 1 has been
implicated.20

Delay in starting appropriate antibiotic therapy has
been associated with increased mortality. Antibiotics
commonly used to treat Legionnaires’ disease include a
fluoroquinolone (such as ciprofloxacin, levofloxacin or
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moxifloxacin for 2 to 3 weeks) or a macrolide (such as
azithromycin for 5 to 10 days). Pontiac fever is a self-limited
disease that is not benefited by antibiotic therapy.

CONCLUSIONS 
This series of articles is not intended as an all-inclu-

sive list of travel-related health risks, and every interna-
tional traveler should seek medical consultation from his
or her physician or a travel-health-clinic professional
four to six weeks before the date of travel. During this
consultation, travelers should learn about the specific
health conditions in the countries to be visited and
obtain advice on maintaining health while traveling;
receive the necessary vaccinations and obtain prescrip-
tions for medications to prevent malaria, traveler’s diar-
rhea, jet lag and other travel-related conditions, if
needed. 

In addition, travelers and their physicians should consult
credible websites for travel health information. (See the
Websites for Travelers box.) The Centers for Disease
Control has webpages about specific diseases that can
affect the traveler; these pages also offer travel recom-
mendations for specific regions. Also, travelers should
visit the website maintained by the U.S. State Department’s
Office of American Citizens Services and Crisis Manage-
ment (ACS) that informs the public about conditions
abroad that may affect their safety and security. Timely
information on recent infectious disease outbreaks
around the world can be obtained by consulting websites
maintained by ProMED-mail, HealthMap and World
Health Organization Global Alert and Response (GAR).
Additionally, a good source of information on infectious and
non-infectious illnesses that can be acquired by travelers
is the travel medicine specialists who staff specialized
travel clinics. 

This has been a three-part series on travel-related health
issues that covered risks associated with trauma and
complications from underlying health problems, mosquito-
borne infectious illnesses and this final installment on
non-mosquito-borne infectious illnesses. Throughout this

discussion, the primary point has remained unchanged:
Healthcare providers who inform patients about travel-
related health risks can guide those patients in preparing
for a safe and healthy trip. 

Websites for Travelers

Centers for Disease Control and Prevention (CDC)
Travelers’ Health:
http://wwwnc.cdc.gov/travel
Diseases Related to Travel:
http://wwwnc.cdc.gov/travel/page/diseases.htm
Travel Destinations:
http://wwwnc.cdc.gov/travel/destinations/list.htm

U.S. Department of State
International Travel:
http://travel.state.gov/travel/travel_1744.html

International Society for Infectious Diseases
ProMED-mail Most Recent Alerts:
www.promedmail.org

Health Map
Disease by Location:
http://healthmap.org/en

World Health Organization
Global Alert & Response:
www.who.int/csr/don/2011_06_02/en/index.html

Matthew E. Levison, MD, is Professor, Drexel
University School of Public Health; Adjunct Professor,
Department of Medicine, and formerly Chief, Division
of Infectious Diseases, Drexel University College of
Medicine. 
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