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Being an industry leader means much more than simply providing outstanding
medical professional liability insurance for our physicians – it means leading by
example and doing all that we can to improve healthcare in the state where we and
our families live and work.

That’s why we recognize excellence in medicine by supporting the Edward J. Ill
Excellence in Medicine Awards.® We are advocates for all physicians and demonstrate
our unwavering support in everything we do.

No other company can match our level of commitment and support to healthcare
in New Jersey.

Most importantly, we never forget our reason for being, which is to provide our insured
physicians with unequaled protection and support, 24 hours a day, 7 days a week.

We’re a New Jersey-based company that’s focused on the needs of all New Jersey
physicians and their practices.

“At MDAdvantage, we are totally committed to the
state of healthcare in the state of New Jersey.”

Chairman & CEO, MDAdvantage
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Your Editorial Board continues its
effort to provide New Jersey physi-
cians and other healthcare providers
with up-to-date information on
issues related to the practice of
medicine in our state. The article by

Joel Cantor, ironically titled “Healthcare Reform
in New Jersey, Perfect Together,” is a case in
point. Many readers will recall former Governor
Tom Kean’s advertisement for tourism in
New Jersey, which invited potential visitors with
“New Jersey and You: Perfect Together.”
Governor Kean’s accent changed the sound
of “Perfect Together” to “Puhrrfect Together.”
The brief ad was very distinctive and quite suc-
cessful.ManyNew Jersey doctors feel otherwise
about the recently passed Patient Protection
and Affordance Care Act (PPACA). Mr. Cantor’s
lucid article on the strengths and weaknesses of
thePPACA,particularly as it will be integrated into
New Jersey’s healthcare scene, contains impor-
tant information on what is coming. Especially

ominous was his statement that the feds will haveNew Jersey
providers “in the cross hairs” because of our “extraordinarily
high medical costs” per patient relative to other states.

I also think that many readers will be interested in
Michael Schoppmann’s article on “TheDisruptive Physician,”
and my guess is that experienced physicians will feel
almost nostalgic about it. Everyone in that cohort recalls
the antics of certain senior surgeonswho turned their bullying
of their subordinates into an art form. It was not pleasant
to be on the receiving end of that behavior (as I can
attest), and most of us will challenge the assertion that it
made us better doctors. Still, subordinates do need waking
up occasionally, and the senior person in any proceeding
has to assume that responsibility. In the heat of the action
of a delivery room, operating room or endoscopy suite, it
can be difficult for the person in charge to be quietly
philosophic when a subordinate screws up, and the ques-
tion then is when does a sharp reprimand become
degrading and demeaning and, therefore, disruptive?

All of us here at MDAdvisor hope you benefit from
our efforts. Please write, call or e-mail us with your com-
ments and questions.

Sincerely,

Henry H. Sherk, MD
Editor-in-Chief

On behalf of MDAdvantage,
I am pleased to bring you
this summer issue of
MDAdvisor, which address-
es the most pressing issues
on the minds of New Jersey
physicians. We are especially

grateful to Joel Cantor, ScD, Director of the Center
for State Health Policy, for bringing us some insight
into the impact federal healthcare reform is likely to
have on New Jersey. In the upcoming years,
thousands of uninsured New Jersey residents
will gain coverage, and it will be up to the state’s
physicians to provide for the care of these newly
insured. What is particularly concerning is the fact
that these unprecedented demands placed on
New Jersey physicians will come at the same
time the state is expected to experience a
significant physician shortage.

As leaders in New Jersey healthcare, we
need to take the time to understand how this
looming workforce shortage will impact our physi-
cians’ ability to continue to deliver the high quality
of care to which our state residents have grown

accustomed. New Jersey’s business and healthcare leaders
must partner with our legislators and key policymakers to
develop and implement physician recruitment and retention
strategies that ensure we will be able to meet the state’s future
healthcare needs. We need to look at the ways other states
have successfully introduced a variety of incentive programs
and strategies aimed at encouraging physicians to practice in
the most underserved areas. Investing in the future of our
state’s physicians is a long-term commitment, and we need
to act immediately to create a more appealing place for
physicians to open and maintain their medical practices. In
sum, we need to show that we value the tremendous asset that
our New Jersey physicians represent.

I would also like to invite all in the New Jersey healthcare
community to consider submitting a nomination for the
2011 Edward J. Ill Excellence in Medicine Awards® (see page
29 for more details). The profits from each year’s event are
dedicated to funding medical student scholarships.

Sincerely,

Patricia A. Costante
Chairman & CEO
MDAdvantage Insurance Company of New Jersey
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WE ARE PLEASED TO PROVIDE THE FOLLOWING
E-ARTICLES IN OUR ONLINE VERSION OF MDADVISOR:

DISCLOSURE AFTER AN ADVERSE EVENT
PART 3: FREQUENTLY ASKED QUESTIONS

By Scott T. Heller, Esq.
“Disclosure After an Adverse Event: Part 3: Frequently

Asked Questions” is the third and final installment of the
series outlining the Patient Safety Act (PSA) criteria regarding
disclosure of adverse events. All members of the medical
community should become familiar with the requirements
of disclosure. In this FAQ summary of facts, you’ll find succinct
answers to vital questions such as the following:
• What events must be reported to the patient/family and
the state under the PSA?

• When must the patient/family and the state be told?
• Will telling the patient about an adverse event increase
the chances of a lawsuit?

• Should I say “I’m sorry”?
• What should I do to protect myself?
• What should I document to help defend my colleagues
and myself?

A MEDICAL GROUP’S JOURNEY INTO SOCIAL MEDIA

By Simon J. Samaha, MD
Is your healthcare organization effectively tweeting and

blogging? Do you have an interactive Internet presence that
is building a sense of community with current patients?
Attracting new patients? Building your brand? Establishing
yourself as an expert in your field? In this article, you will learn
how Summit Medical Group (SMG) answered important
questions as it began its journey into social media and how
the group now uses social media to connect with current and
potential patients. This e-article is your guide to finding
answers to the questions that you, too, must ask and answer
before you take the leap into Internet social media, such as
Facebook, Twitter and YouTube.

To access these articles, go to www.MDAdvantageonline.com/MDAdvisor.
To make sure you are not missing out on any online content, register
for a free online subscription. A brief, one-time registration is required
to gain access to the full-text articles, including archived issues.

MDAdvisor has a strict policy regarding privacy. No information about visitors’ use

of the site will be sold or shared with any commercial enterprises.
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2010 Provisions
PPACA includes more than two dozen healthcare

reforms, large and small, scheduled for implementation
this year.1 Some early benefits in the lawwill not involve state
government and are unlikely to interact with the way
New Jersey’s health services or insurance markets operate.
For instance, Medicare Part D beneficiaries will see the first
small reduction in the prescription drug coverage gap
“doughnut hole,” which will be phased out by 2020.
Medicare provider payment changes, which will begin to
take effect this year, will certainly be noted by local
providers but are unlikely to lead to systemic changes in the
near term. However, state legislators and regulators will
bear substantial responsibility for determining the way
many features of the reform are implemented, and in doing
so, they can seek to build on what works well in our state,
while addressing some long-standing problems.

First among the PPACA reforms to be implemented are
temporary, state-based, high-risk insurance pools (HRPs).
This feature of the national reform is intended to fill the
gap in affordable coverage for uninsured people with
pre-existing conditions. Once reform is fully implemented
in 2014, pre-existing condition exclusions will be banned,
premiums will be set without regard to health status, pur-
chase of coverage will be mandatory and subsidies will
be available to boost affordability for low- and moderate-
income families. Insurers will not be required to take all
comers before the coverage mandate and subsidies kick

In March 2010, President Obama signed what can be
described as the most sweeping healthcare legislation
since the enactment of Medicare and Medicaid. The
Patient Protection and Affordable Care Act (PPACA) and its
amendments will eventually enfranchise more than 30 million
uninsured, modify the way healthcare is financed and make
hundreds of other changes in American healthcare. Many
provisions of PPACA are being implemented this year,
including temporary, state-based, high-risk pools as well as
rules permitting enrollment of young adults up to age 26 on
their parents’ health plans and other insurance regulations.
By 2014, most provisions will be fully implemented, including
the requirement that most people purchase coverage, the
creation of new federally subsidized insurance Exchanges and
major expansions of Medicaid eligibility. At each step along
the way, states will take on substantial new responsibilities.

In spite of more than 2,400 pages of legislative language,
PPACA and its amendments are remarkably short on details.
At this writing, the federal government has provided little
guidance to those responsible for implementing provisions
set to go into effect as soon as late this summer. How features
of the reform will work in New Jersey is uncertain, but we
can begin to divine some of their implications. To illustrate
how health insurance coverage in New Jersey may change,
this article briefly reviews selected examples of reforms that
will be implemented this year. This article also looks ahead
to make an early assessment of how our state will fare
when healthcare reform is fully implemented.

HEALTHCARE
REFORM
AND
NEW JERSEY,
PERFECT
TOGETHER?

By Joel Cantor, ScD
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in because doing so would substantially drive up premiums.
HRPs are intended to give quick relief for this important
group of uninsureds before 2014.

Many states already have HRPs that cover individuals
with pre-existing conditions who were rejected by insurers.
New Jersey does not. Rather, New Jersey and a handful
of other states have “guaranteed issue” regulations that
require health insurers to take all comers. In effect, people
with pre-existing conditions in these states are “main-
streamed” in the insurance market.
Insurers are also proscribed from
using health status information in
setting premiums, so those with
pre-existing conditions face the
same cost of insurance as everyone
else. The mechanics and impact of
introducing HRPs in guaranteed
issue states are unclear. The new
federal law limits HRP enrollment to people with
“qualifying” pre-existing conditions (yet to be defined)
who have been uninsured for at least six months. HRP
participants must also be citizens or legal U.S. residents
(possibly getting the insurance industry into the immigration
enforcement business).

If New Jersey were to establish a new, federally
qualifiedHRP, two individuals with identical health conditions
and life circumstances could face different premiums,
and possibly different benefits, solely because one “did
the right thing” and purchased coverage before the new
HRPs became available, while the other went uninsured.
One could imagine a scenario where having purchased
coverage would be punished with higher premiums outside
the HRP. Ironically, because of New Jersey’s guaranteed
issue and premium rating regulations, the non-group
health insurance market (i.e., where people purchase
directly from an insurer rather than via an employer) has
become something of a de facto HRP.2 State legislation
in 2008 sought to strengthen this market, but standard
nongroup coverage in New Jersey remains very expen-
sive.3 Whether the new federal law will permit New Jersey
to use available subsidies ($141 million) to improve afford-
ability in its existing nongroup market is as yet unclear.4

One feature of the national reform that has received
a great deal of attention is the requirement that insurers
permit young adults up to age 26 to remain as depend-
ents on their parents’ plans. This reform is modeled on
the experience of New Jersey and other states that had

already implemented similar strategies. In fact, New Jersey’s
adult dependent coverage law, enacted in 2005, is the most
expansive of any state, requiring insurers to permit cover-
age of young adults on their parents’ plans up to age 31.
(For now, it appears that New Jersey will be permitted to
keep its requirement that plans offer dependent coverage
for those between their 26th and 31st birthdays.) In spite of
its conceptual appeal and popularity (28 states have enact-
ed some form of expanded dependent coverage), new

research by the Rutgers Center for
State Health Policy raises questions
about whether this strategy can
reduce the number of uninsured
young adults.5 The federal adult
dependent coverage provision has a
broader reach than the state laws,
applying to many employers that are
exempt from state regulation. Even

so, the impact of this provision of reform on plan affordability
may be insufficient to draw a substantial number of young
adults from the ranks of the uninsured.

The reform law provides states with options this year to
expand Medicaid coverage (i.e., to adults without children
and for family planning benefits). Yet cash-strapped states,
including New Jersey, are unlikely to avail themselves of
these options because they require that states come up
with partial funding. Some other PPACA provisions slated
for implementation this year may be more effective in
improving affordability of private coverage. These include
tax credits for small, low-wage businesses and a temporary
subsidized reinsurance program for employers providing
early retiree coverage. Other provisions will help many who
need coverage the most, including a ban on lifetime benefit
caps, prohibition of rescissions of coverage except in clear
cases of fraud and the elimination of pre-existing condition
exclusions for children. Additional provisions of the law that
change features of the Medicare and, to a lesser extent,
Medicaid programs are also likely to lead to near-term cost
savings or spark quality improvements.

The Longer View
Thousands of uninsured, moderate-income people will

become eligible for subsidized coverage in 2014 through
state-established Exchanges, and many with low incomes
will become eligible for an expanded Medicaid program.
New Jersey is comparatively well prepared to establish the
Exchanges for non-group and small-group insurance markets,

“Some early benefits in the law
will not involve state

government and are unlikely
to interact with the way

New Jersey’s health services
or insurance markets operate.”
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as our private health
insurance regulatory
regime already includes
many of the structures
anticipated in national
reform. Implementation
of Medicaid expansions

will not be terribly daunt-
ing from an administrative per-
spective (although there is
never anything simple about
administering Medicaid).
Projecting the longer-term
impact of these reforms on
the uninsured in New Jersey,
however, is a more complex
matter and requires under-

standing some context.
In spite of being one of the wealthiest states on a per-

capita basis, New Jersey has historically had an average
uninsured rate. Even among children, we rank 42nd among
the states in the proportion without coverage.6 This dis-
connect does not stem from state decisions to limit eligibility
for public coverage; New Jersey has the highest Children’s
Health Insurance Program (CHIP) income eligibility threshold
in the nation. Rather, demographics and the comparatively
high cost of coverage here likely account for our unexpectedly
high number of uninsured. Specifically, one in five New Jersey
residents is not U.S. born, the third highest number in the
nation after California and New York.7 Moreover, an estimat-
ed 550,000 state residents are unauthorized immigrants.8

The unauthorized and some recent legal immigrants are not
eligible for public coverage programs. There is also ample
evidence that even immigrants eligible for public programs
are reluctant to enroll for fear of consequences for them-
selves or family members.9 As a result, nearly 40 percent of
New Jersey’s 1.2 million non-elderly uninsured is foreign
born, including just over 30 percent non-citizens.10

The Congressional Budget Office projects that the
uninsured rate among the non-elderly will drop by 58 percent
when reform is fully implemented.11 Extrapolating this
projection toNew Jersey would bring the number of uninsured
residents to about 500,000. However, our demographic profile
will undoubtedly leave us with a considerably higher post-
reform uninsured rate. In fact, features of the reform will
raise barriers to coverage of immigrants. This situation has

important implications for New Jersey’s hospitals, com-
munity health centers and other providers. We will still
have a charity-care “problem.” Currently, New Jersey
receives federal matching dollars for its charity-care
program – funds that are substantially reduced under
PPACA. Moreover, our state’s continuing structural budget
problems combined with expected increases in state
spending for new Medicaid and CHIP enrollees (mainly
from the ranks of those already eligible but not enrolled)
could put considerable pressure on the state to reduce
charity-care spending to levels that may jeopardize safety-
net providers.

Another distinguishing feature of New Jersey healthcare
is our extraordinarily high costs. These costs stem, in
large part, from our patterns of healthcare utilization. The
Dartmouth Atlas ranks New Jersey as “most aggressive”
in the intensity of hospital utilization among chronically ill
Medicare patients in the last two years of life.12 More
broadly, the 2009 Commonwealth Fund State Scorecard
on Health System Performance ranked New Jersey 47th
in “avoidable hospital use and cost.”6 These patterns put
New Jersey in the cross hairs of the cost-control and delivery
system provisions of healthcare reform. Projected reductions
in the growth of Medicare payment rates will certainly
have a large impact on hospitals and other providers in
New Jersey. However, we also stand to benefit from the
myriad delivery system reform experiments authorized in
the reform legislation. For example, accountable care
organizations, which will permit groups of providers to
share in savings generated by improving practice patterns
for Medicare patients, may find “low-hanging fruit” in
light of extraordinarily high use of expensive hospital
services for Medicare patients in New Jersey.

Conclusion
It will take years to fully implement national healthcare

reform, with considerable uncertainty about the implications
for the foreseeable future. Two things are certain, though.
Implementation of the Patient Protection and Affordable
Care Act will place unprecedented demands on federal
and state officials, and the implications of the hundreds
of major decisions that they make will have enormous
consequences for New Jersey. There is much to look forward
to as healthcare reform rolls out: Thousands of uninsured
New Jersey residents will gain coverage, and inertia in
our disproportionately expensive practice patterns may
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finally be broken. New Jersey is also better prepared than
many states to take on some of the challenges of restruc-
turing health insurance. Still, the proverbial devil is in the
details, and matters such as the level and distribution of
charity-care support for hospitals and community health
centers loom large for New Jersey.

Are healthcare reform and New Jersey perfect
together? I am not sure, but it behooves the New Jersey
healthcare community to pay close attention as poli-
cymakers grapple with implementation.
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disproportionately expensive practice patterns may finally be broken.”
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I would guess that many of you have heard about the
incentives for Electronic Health Record (EHR) adoption
available through the American Recovery and Reinvestment
Act. I would also guess that many physicians roll their eyes,
shrug or throw up their hands at the mere mention of
EHRs. That’s because the pitfalls and hurdles of adopting
EHRs are numerous and well documented: How will the
workflow in my practice change? Who do I have to train –
besides myself? Will the system have the user screens and
the data that I want to see? What about all my current
paper records?

These are all daunting and important questions. And
they are the questions we should be asking ourselves at this
very moment, as the eligibility requirements for the health
information technology incentives from the Recovery Act
take shape around the nation. The April edition of Health
Affairs was dedicated to finding the road to successful
adoption of health IT. The take-home message? Successful
adoption is not only about implementing a computer

system; it’s also about “process re-engineering,” it’s about
tailoring systems to improve outcomes and it’s about
ensuring that systems are utilized to actually further the
physician’s ability to better treat the patient. Simply
making an EHR available to providers without planning
the “how” and the “why” is ineffective and barely
improves outcomes, if at all, according to the studies
reported in that issue of Health Affairs.

As a practicing physician who worked in a Veterans
Affairs hospital for more than five years, I can attest
that EHRs can make a meaningful difference. The VA’s
home-grown VistA system has for 25 years permitted
doctors at VA hospitals around the nation to track
patients, view critical information about them and employ
that information in diagnosing and treating patients – a
process that is surprisingly rare in healthcare. I have
constantly relied on this system to yield patient information
about key factors such as medications or radiology
results. These types of data are vital for filling in the gaps
in the sometimes-spotty verbal communication that most
patients provide about their own health histories.

Now, as Commissioner of the Department of Health

By Commissioner Poonam Alaigh, MD, MSHCPM, FACP

Health Information Technology
Can Transform Healthcare
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and Senior Services, I intend to help the state’s providers
make significant progress in using health information
technology to improve patient care. Offering this help is
one of my top priorities because I believe that the proper
use of this technology – as an enabling tool, not just as a
neat computer screen – is key to real healthcare reform.
We already have several initiatives in place.

CURRENT IT INITIATIVES
The New Jersey Health IT Commission is in the

process of making recommendations about privacy and
security in the context of health information exchange
(HIE) and about the necessary elements for any EHR
implementation outreach and training program that
exists in the state. Last year, the commission spearhead-
ed the development of a State Health IT Plan that serves
as a great road map for all stakeholders. (A link to the plan
is available at www.nj.gov/health/bc/hitc.shtml.)

In addition, New Jersey recently received the down
payment on an $11.4 million federal Recovery Act grant to
facilitate four regional health information exchanges
around the state. These centers will drive improvement in
outcomes by allowing physicians, in real time, to see
patient data that are stored in other facilities. This year,
implementation plans will be in place to create a
statewide health information exchange that links,
through a secure network, the four regional exchanges
with New Jersey Medicaid and ultimately with any
authorized provider. This web-based “brokerage” system
will ensure doctors have secure, statewide data in
healthcare computer systems around the state.

In addition, the New Jersey Institute of Technology
received a Recovery Act grant of $23 million. This grant
was awarded specifically to help primary care physicians
adopt health IT and to do it in a holistic way that takes
into account office workflow and that envisions improved
outcomes. Further, Passaic County Community College
received a $4.67 million training grant to develop curricula
and train a 21st-century health IT workforce. With all the
opportunities available from the Recovery Act, it is
expected that there will be a substantial shortage of IT
professionals working in the healthcare space.

THOUGHTFUL EHR IMPLEMENTATION
It is important that all of these programs and initiatives

are coordinated. We need to help connect the dots so that
EHR adoption in New Jersey doesn’t happen haphazardly;
it must happen thoughtfully.

Before pursuing any available funding opportunities,
medical practices and hospitals must give careful consider-
ation to how they will deploy health IT in their daily
workflow. You must envision how the clinical process will
change and how you will adapt to those changes. Finally,
each department must have an “EHR champion” to ensure
adequate communication among all employees and to
make sure that implementation procedures are fair and
all-encompassing.

Further, when ready to implement an EHR system,
consider the present and future needs of all personnel. To
do this, it is important to be precise in your contract with
software vendors. Specific terms will ensure that the
vendors provide adequate support, current mandatory
data elements and desired user screens, as well as the
flexibility to include new data elements in the future. Also,
if your practice management and billing systems people
are not one and the same, make sure that the EHR can share
appropriate information between these two departments.
Be sure that your new EHR system can accept lab ordering
and results and can record that information in the patient
records, and that the system can target certain chronic
diseases to track and manage them. These ideas represent
just some of the guidance that needs to be communicated
to all providers.

Implementing a health IT system can be complex, and
there are many things you need to consider before establish-
ing your electronic system. However, although the up-front
investment in health IT can be overwhelming, the return
you receive – the improved outcomes for your patients and
your practice – will be worth the investment. As New Jersey
moves forward on a statewide HIE, the Department of
Health and Senior Services is working hard to ensure that
the systems and technology are available to healthcare
professionals so that you can provide residents of this state
with the best possible medical care.

For more information on the New Jersey’s Health IT
efforts, please visit www.nj.gov/health/bc/hitc.shtml.

Poonam Alaigh, MD, MSHCPM, FACP, is the Commis-
sioner for the New Jersey Department of Health and
Senior Services.
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Themedical home concept has received increasing attention
over the past year as national interest has turned to healthcare
delivery reform. This interest is in response to the large,
aging population of baby boomers; the exploding growth
of people living with chronic diseases requiring ongoing,
continual care; the looming shortage of primary care
physicians; and exacerbating shortages of specialists in
rural areas – all of which are straining our ability to deliver
high-quality healthcare to all. At the same time, significant
federal government funding has been allocated for increasing
information technology (IT) investments by physician
practices, hospitals and other healthcare providers –
including those that more fully engage patients in managing
their own healthcare.1 The convergence of these trends
suggests that the notion of a patient-centered medical
home (PCMH) may soon become a reality.

THE PATIENT-CENTERED MEDICAL HOME (PCMH)
The concept of the PCMH has been around for several

decades. First introduced in the 1960s by the American Acad-
emy of Pediatrics, the purpose of the PCMH is to describe a

model for a coordinated team of providers to whom
patients can first go when they have health or medical con-
cerns. A medical home is designed to address preventative,
acute and chronic care needs and to promote the concept
of coordinated team care. At the highest level, the PCMH
is a model in which consumers use primary care practices
as the basis for accessible, continuous and comprehensive
care to sustain optimal health; this is achieved under an
interdisciplinary team that includes not just primary care
physicians but also specialists and subspecialists, other
healthcare professionals, hospitals and other healthcare
facilities. As we, as a country, are reevaluating our healthcare
system, the PCMH is being embraced as one example of a
21st-century healthcare delivery model.2

Since care coordination and shared decision making
are hallmarks of the PCMH model, information technology
will be a required enabler for data sharing, enhanced
patient-provider communications and performance
measurements. Hence, the recent HITECH Act funding
for electronic health records (EHRs), health information
exchange (HIE), interoperable clinical data repositories as

The Role of Information Technology
By Vera T. Tice, MS

ENABLING the
PATIENT-CENTERED MEDICAL HOME:
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well as telehealth-related initiatives is also a key enabler.
For example, the traditional model of healthcare delivery
has been that a consumer receives care through an office
visit, emergency room or other healthcare facility. Remote
healthcare delivery, however, is a model for providing
care without the patient having to travel to be physically
seen by a clinician. The remote healthcare model thus
addresses some of the issues associated with the shortage
of primary care physicians and the lack of availability of
quality healthcare for those who are at untenable distances
from healthcare providers. United States policymakers are
eyeing remote healthcare, and in particular telehealth
and telemedicine, as a possible means of reducing
costs and improving access to care as part of health-
care reform.

TELEHEALTH, CONNECTED HEALTH AND THE PCMH
Telemedicine and telehealth refer to the delivery of

remote health services using technology. As defined by
the American Telemedicine Association (ATA), telemedicine
refers to the diagnosis and treatment of illness or injury
through the use of medical information exchanged from
one site to another via electronic communications. A
newer term telehealth is broader and encompasses
telemedicine and other aspects of remote healthcare that
may not include clinical services. Telehealth refers to
technology-enabled healthcare services, including not
only diagnosis and treatment but also ongoing monitoring,
communications and education that may include the use
of special devices to connect providers and patients in
different locations. Videoconferencing for patient consul-
tations and transmission of still images may also be
involved. (If mobile devices are used, telehealth is
sometimes referred to as mobile health or mhealth.)

More recently, the term connected health has been
utilized to describe remote healthcare delivery and industry
technology initiatives to support two types of continuous-care
programs as follows:

1 — Remote-care programs that focus primarily on
monitoring and providing feedback for the chronically
ill and elderly and for patients not located near facilities
that have primary care providers or specialists.

2 — Self-care programs that focus on not only managing
chronic diseases, such as hypertension and diabetes,
but also wellness and prevention to reduce health
risks.

Central to these programs are 24/7 access to health-
care providers, electronic health records, personal health
records, Internet and phone communications and patient
feedback.

CONNECTED HEALTH INITIATIVES AT
PARTNERS HEALTHCARE

Connected health initiatives at the Center for Con-
nected Health (CCH), a division of Partners Healthcare in
Boston, are excellent examples of leading-edge solutions
being developed for delivering quality patient care outside
the traditional healthcare setting.3 CCH programs use a
combination of remote monitoring; consumer-available
technologies (i.e., cell phones, Internet, digital cameras)
and applications; online communications; and embedded
intelligence to support patient-provider relationships,
deliver remote quality care where and when needed and
improve patient engagement, ownership, adherence and
clinical outcomes. CCH researchers currently are studying a
comprehensive range of telehealth and connected health
programs. Three examples of deployed programs include
the following:

1 — Remote Consultations: A patient and referring
physician seeking a second opinion from medical
specialists on an unusual or life-threatening diagnosis can
use a web-based application (Partners Online Specialty
Consultations) to access a knowledge base of more
than 4000 specialists associated with Massachusetts
General Hospital, Brigham and Women’s Hospital
and Partners/Dana Farber Cancer Care. The patient and
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physician provide medical histo-
ry and have the ability to
upload files, scan documents
and images and/or fax ormail rel-
evant materials. Remote con-
sultation coordinators then
assign the most-qualified specialist to the case, and a
professional opinion is rendered within seven days.

2 — Hypertension Self-Management: Called Smart-
Beat, this program focuses on improving blood pressure
management and increasing consumer engagement in
managing personal health. The program combines
remote monitoring technology, Internet-based feedback
and customized personalized coaching through a per-
sonalized website to help improve hypertension self-
management. Introduced as a concept just three years
ago, SmartBeat is now being offered as an employee
benefit at major companies throughout New England.

3 — Dermatology: To address a critical shortage of
qualified dermatologists, teledermatology allows

patients and their dermatologists
to stay connected and to interact
through the continual course of
treatment. Through the use of
digital cameras and the Internet,
patients send images and physi-

cians can monitor treatment and adjust medication.
Nantucket Cottage Hospital on Nantucket Island is
collaborating with Massachusetts General Hospital to
give patients access to Harvard-affiliated dermatolo-
gists via interactive video conferencing.

These connected health programs are not restricted
to PCMH models, but they are examples of how today’s
technologies can be integrated into general care models.
As healthcare reform continues to unfold and new
healthcare delivery models are defined, even more
opportunities for leveraging information technology will
be discovered that will enable coordinated, continual,
patient-centered team care such as in a patient-centered
medical home.

Vera T. Tice, MS, is an advisor and consultant in
leadership and technology-based product development
in the healthcare and medical device industries and is
a member of the Healthcare IT Management Advisory
Board of Stevens Institute of Technology.

1 For a recent summary of many of the HITECH initiatives,
see Squires, M., & Brown, C. V. (2010). Healthcare information
technology and meaningful use: The journey begins.
MDAdvisor 3(2), Supplemental Article.

2 For example, HHS Secretary Kathleen Sebelius announced
a new demonstration project in September 2009 for federal
and state insurers to study advanced, state-based primary
care projects, including medical homes.

3 To read about other CCH projects, see
www.connected-health.org/programs.aspx. See also
other Connected Health projects being sponsored by
the California Healthcare Foundation at
www.chcf.org/programs.
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In response to standards put forth by the Joint Commission, the American Medical Association (AMA), through its Coun-
cil on Ethical and Judicial Affairs, continues to support the designation of “disruptive physician” as a mechanism for
potential discipline of physicians. In doing so, the AMA has created two distinct forms of physician behaviors upon which
such actions can be based. The behaviors, as defined by the AMA and very recently updated, are as follows:

1– INAPPROPRIATE BEHAVIOR
“Inappropriate behavior means conduct that is unwarranted and is reasonably interpreted to be demeaning or offensive.

Persistent, repeated inappropriate behavior can become a form of harassment and thereby become disruptive, and subject
to treatment as ‘disruptive behavior’”1 (as defined below).

Examples of inappropriate behavior include, but are not limited to, the following:
• Belittling or berating statements
• Name calling
• Use of profanity
• Inappropriate comments written in the medical record
• Blatant failure to respond to patient care needs or staff requests
• Deliberate refusal to return phone calls, pages or other messages concerning patient care or safety
• Intentionally degrading or demeaning comments regarding patients and their families, nurses, physicians, hospital
personnel and/or the hospital

2 – DISRUPTIVE BEHAVIOR
“Disruptive behavior is defined as any abusive conduct, including sexual or other forms of harassment, or other forms

of verbal or nonverbal conduct that harms or intimidates others to the extent that quality of care or patient safety could
be compromised.”1

HOW THE TITLE OF
“DISRUPTIVE PHYSICIAN”
CAN RUIN YOUR CAREER –
AND HOW TO KEEP THAT
FROM HAPPENING

By Michael J. Schoppmann, Esq.
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Disruptive physician behavior includes, but is not limited
to, the following:

• Physical or verbal intimidation or challenge, including
disseminating threats or pushing, grabbing or striking
another person involved in the hospital*

• Physically threatening language directed at anyone
in the hospital, including physicians, nurses, other
medical staff members or any hospital employee,
administrator or member of the board of directors

• Physical contact with another individual that is
threatening or intimidating

• Throwing instruments, charts or other things
• Threats of violence or retribution
• Sexual or other forms of harassment including, but
not limited to, persistent inappropriate behavior
and repeated threats of litigation

[Note. From Model Medical Staff Code of Conduct, by
B. I. Cohen and E. A. Snelson, 2010, Chicago: American
Medical Association. Copyright 2010 by American Medical
Association. Reprinted with permission.]

As this protocol to identify “disruptive physicians”
becomes more well-known and accepted, patients, peers
or other clinicians will no longer automatically defer to
a physician’s behavior as they may have done in the past.
Twenty years ago, a physician known to be abrasive,
argumentative, flirtatious or even demanding in the
operating room would rarely become the subject of
scrutiny. Today, however, such a physician, whether new
to practice or amply experienced, whether a specialist or
a general practitioner and whether internationally
renowned or locally obscure, can find himself or herself
labeled a “disruptive physician.”

In the new investigatory, regulatory and competitive
climate of healthcare, it is critical for physicians to avoid
even the inference of being “disruptive.” In order to do so,
every physician must acquire an understanding of the new
healthcare risk landscape and know how to maintain a risk-
prevention state of mind with both patients and staff.

Who or What Defines a Physician as “Disruptive”?
“Disruptive,” as a newly developing legal term, is not

defined only by the AMA but also by a variety of documents
that set expectations for physician conduct, including, but

not limited to, medical staff bylaws, employee manuals/hand-
books, state and/or federal regulations and employment
contracts. These documents also typically contain related
clauses that set forth the ability to tie disruptive conduct to
physician discipline or termination. In these cases, disruptive
conduct includes hostility, tardiness, belligerence, incom-
patibility with patients or staff, religious insensitivity, cultural
insensitivity, racial insensitivity, uncooperative behavior, sexual
impropriety or even the use of profanity. Disruptive conduct
can also be described in terms of the work environment
that it causes, such as a “disharmonious environment.”

By way of recent case examples, the disruptive physician
is any of the following:

• The surgeon who raises his or her voice at residents,
nurses and/or medical assistants in the operating
room – even during a code

• The family physician perceived as being dismissive to
a patient’s family member

• The specialist who criticizes or changes the primary
care provider’s hospital orders

• The resident who refuses to follow the incorrect
orders of a chief resident or fellow

* Although the AMA guidelines refer specifically to behavior
in a hospital, these behaviors are considered “disruptive” in
any medical setting.
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• The attending physician who does
not answer his or her pages

• The physician who is viewed as
insensitive to a patient’s or colleague’s
religious observances in providing
and scheduling treatment or assigning
on-call schedules

Why Are Physicians Being Targeted
as Disruptive?

The recent actions by organiza-
tions such as the Joint Commission
and the AMA rely upon studies that

cite a correlation between intimidating
physicians and increased medical error

rates (and poor patient satisfaction). From a
financial standpoint, it has also been opined that disruptive
physicians lead to the transitory nature of patients, thereby
interfering with continuity of care and increasing costs.
From an operational standpoint, it is believed that such
physician behaviors can cause well-qualified medical practice
and/or hospital personnel to resign or seek transfers.
Disgruntled patients, colleagues and staff lead to an
increased likelihood of medical malpractice lawsuits, whistle-
blower actions and complaints to various state and/or federal
agencies. Any or all of these events are viewed as dramatically
interfering with the delivery of care, tarnishing the reputation
of the facility/practice/physician and diminishing the
healthcare experience for patients and their families.

What Are the Ramifications of Being Labeled as Disruptive?
Being labeled as disruptive can be a career-ending

event for a physician. State and federal agencies can discipline
a physician for engaging in disruptive behavior if that behavior
is found to impact the quality of patient care or if it suggests
moral, ethical or professional shortcomings. Disgruntled
patients can complain to health plans/managed care
companies, leading to investigations that can result in the

termination of the physician’s contract and dramatic losses
in income. Action can be taken against a physician’s hospital
privileges for intimidating, uncooperative or insensitive
behavior. Moreover, these types of behaviors are
reportable to the National Practitioner Data Bank and
thereby may trigger cross-investigations and/or actions
as the physician seeks credentialing or re-credentialing.

What Are the Risk Factors for Being Labeled as
Disruptive?

Warning signs do exist for a pending accusation of
disruptive or inappropriate behavior. Does the physician
have a high turnover rate of staff or clinicians? Is the
physician regularly the recipient of complaints from
patients or staff?What is the physician’s personal reputation
in the medical and patient community?What are the results
from a simple Internet search of the physician’s name?
Have there been any patient surveys conducted by the
practice, the facility or a health plan? What are the results?

Awareness of a physician’s reputation among his or her
colleagues and/or patients is the first step to ascertaining if
one’s “physician behavior” is creating a risk of being labeled
as intimidating or insensitive and thereby “disruptive.”

How Can a Physician Avoid Being Labeled as Disruptive?
The critical first step in avoiding the label of “disruptive”

is to immediately obtain any and all rules, regulations,
policies or protocols (most commonly referred to as a
code of conduct) under which the physician currently
practices. These rules and/or policies can potentially
apply to physicians’ employment status and/or their medical
staff standing; they can also be a part of medical staff
bylaws, human resource manuals and/or employee hand-
books. These codes of conduct should be carefully
reviewed and strictly adhered to. If a physician views the
code of conduct as unreasonable, he or she should seek
changes through accepted structures at either the place
of employment or through the offices of the medical staff.

“AWARENESS OF A PHYSICIAN’S REPUTATION
AMONG HIS OR HER COLLEAGUES AND/OR PATIENTS
IS THE FIRST STEP TO ASCERTAINING IF ONE’S
‘PHYSICIAN BEHAVIOR’ IS CREATING A RISK OF
BEING LABELED AS INTIMIDATING OR INSENSITIVE
AND THEREBY ‘DISRUPTIVE.’ ”
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What Should a Physician Do If Labeled as Disruptive?
If a physician receives even an inference from a col-

league, patient, human resource representative,
administrative agency investigator or hospital medical
staff board member that his or her behavior has been
labeled as disruptive, the accusation cannot be taken
lightly, and it must be addressed squarely and relentlessly.
When faced with either verbal or written accusation of
disruptive behavior, every physician should realize initially
that there are no informal inquiries, no casual conferences
and certainly no innocuous investigations. Nothing is
either unimportant or “off the record.” Faced with any
allegation of disruptive conduct, a physician should
refrain from offering precipitous, and potentially devastating,
admissions of wrongful or inappropriate conduct.
Instead, physicians facing accusations of disruptive conduct
should react calmly, professionally and assertively using
the following guidelines:

• Obtain and review the governing code of conduct,
policy, manual, handbook and/or bylaws that set
forth the governing “Disruptive Physician” policy.

• Obtain a copy of any involved patient records.
• Demand that any accusation be confirmed, by the
source, in writing.

• Attend meetings pertaining to a complaint of dis-
ruptive conduct only after confirming, in writing,
who will attend the meeting and the specific
allegations or topics to be discussed.

• Require that any favorable resolution of the complaint
(i.e., dismissal) be put in writing and inserted in any
applicable medical staff, employment and/or
credentialing file – and that a copy also be provided
to you.

• Carefully review any appeal deadlines and/or require-
ments to challenge the disposition further in the
event of an unfavorable result (i.e., corrective action).

In conclusion, for any physician to remain ignorant of
these new rules of conduct may well dictate an adverse
course for that physician’s future ability to practice
medicine. Choosing instead to openly address and
aggressively manage the risk allows the issue of disruptive
conduct not only to protect the physician but also to
secure his or her future.

Michael J. Schoppmann, JD, is a principal of Kern
Augustine Conroy & Schoppmann, P.C., a healthcare law
firm with offices in New Jersey, New York, Florida,
Pennsylvania and Illinois.

1 Cohen, B. I., & Snelson, E.A. (2010). Model medical staff code
of conduct. Chicago: American Medical Association.

“FACED WITH ANY ALLEGATION
OF DISRUPTIVE CONDUCT,
A PHYSICIAN SHOULD REFRAIN
FROM OFFERING PRECIPITOUS,
AND POTENTIALLY DEVASTATING,
ADMISSIONS OF WRONGFUL OR
INAPPROPRIATE CONDUCT.“

Now you can reach New Jersey
physicians and healthcare

professionals with just one call.
1-888-355-5551

Speak with Janet Puro to learn about
advertising opportunities with MDAdvisor,
or e-mail her at editor@mdadvisornj.com.
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Patient complaints of body-wide pain and severe fatigue
are very common in the practice of medicine. When physi-
cians perform their standard evaluation of such complaints
and come up with negative results, they often do not know
how to proceed. Since the late 1980s, groups of physicians
and researchers have met, trying to categorize these
symptom-based illnesses into coherent subgroups. These
consensus groups have developed a list of criteria that lead
to the diagnosis of chronic fatigue syndrome (CFS) or
fibromyalgia (FM) when the presentation is primarily that of
fatigue or that of widespread pain, respectively.

While diagnosing these disorders is actually not difficult,
CFS and FM are syndromes that can overlap one another, a
fact that often leads to confusion and misdiagnosis. To
obviate this problem, this article will first lay out simple
algorithms to help the practitioner make these diagnoses
and then will review the results of nearly two decades of
research on these illnesses. As a neurologist active in the
clinical care of patients with CFS and/or FM, I have ded-
icated myself to researching and understanding the
pathophysiology and treatment of these illnesses and
educating physicians about my findings.

CHRONIC FATIGUE SYNDROME DIAGNOSIS
Chronic fatigue syndrome is characterized by new

onset of fatigue lasting at least six months that brings with
it an element of disability – a substantial reduction in activity
from premorbid levels. In addition, patients have to have
recurring or continual problems with at least four of eight
symptoms from a list generated by the consensus panel
that defined the criteria for diagnosis.1 Importantly, patients
must have no medical cause for their fatigue.

However, in my practice, I do make some exceptions
to these criteria. For example, while the existence of dia-
betes, hypertension or hypothyroidism would usually
exclude a patient with any of these illnesses from receiving
the diagnosis of CFS, I would allow the diagnosis in a
patient whose disorders are well controlled if the fatigue is
new in onset, lasts at least six months and cannot be
explained by the coexisting medical problems.

Because many doctors find it hard to apply the case
definition of CFS in practice, I have developed a diag-
nostic algorithm to simplify and reduce the time for
diagnosis. Both the Grading Scale and the CFS Diagnostic
Criteria checklist (see Figures 1 and 2, respectively) can be
enlarged and duplicated on a back-to-back 8½ x 11 sheet
of paper. To assess for CFS, the doctor can present the
Grading Scale from Figure 1 to the patient while going
through the Figure 2 checklists. In just a few minutes, it
will be clear if the patient fulfills both the Life Spheres
Criterion and the Symptoms Criterion needed for the
diagnosis.

If the patient fulfills the Life Spheres Criterion but
does not fulfill the Symptoms Criterion, the patient would
receive the diagnosis of idiopathic chronic fatigue (ICF).
CFS occurs in about 0.4 percent of the population, with
women receiving the diagnosis about twice as often as
men.2 ICF occurs ten times more often than CFS.

FIBROMYALGIA DIAGNOSIS
Because the diagnosis of fibromyalgia has no exclu-

sions, it occurs about 10 times more often than CFS. Like
CFS, fibromyalgia occurs in women about twice as often as
in men. In contrast to CFS, where the major problem is

By Benjamin H. Natelson, MD

CHRONIC FATIGUE
SYNDROME AND
FIBROMYALGIA:
A Status Report in 2010
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fatigue, in FM the major problem is pain all over the
body. Current thinking is that the illness is one of central
sensitization where nonpainful stimuli are interpreted as
being painful.3

The diagnosis of FM requires the patient to report
“widespread pain” and to have multiple points in the
body that are tender when pressed. Difficulty in deciding
if a patient’s pain is widespread has led to problems with
diagnosis. The American College of Rheumatology (ACR)
has recently developed a simplified way to determine
widespread pain,4 which I endorse: The physician is given
a list of 19 bodily areas and is asked to check each area
where the patient reports pain; if a patient reports pain in
at least seven of those areas, this is interpreted to indi-

cate widespread pain and fulfills the widespread pain crite-
rion (see Table 1). The second diagnostic criterion from the
original set of ACR recommendations5 requires the patient
to report pain instead of pressure in at least 11 sites, when
a pressure of nine pounds (just enough pressure to blanche
the nail bed) is applied to the 18 points depicted in Figure 3.
With at least 11 tender points, the patient fulfills the ten-
derness criterion. Patients must fulfill both criteria to
receive the diagnosis of FM. In evaluating patients for FM,
physicians should keep in mind that tender muscles can
also occur above the neck. If pain in face and jaw pre-
dominates, patients may undergo unnecessary dental
procedures until a care provider identifies the problem as
the pain syndrome – temporomandibular disorder.

The diagnosis of fibromyalgia requires a person to have
symptoms (widespread pain) and signs (pain in 11 or more
of the 18 points depicted when pressed with nine pounds
of pressure). Note: Physicians should be aware that some
patients often have additional areas of tenderness in
their jaw muscles upon pressure with the mouth slightly
open. This temporomandibular muscular tenderness is
often seen in patients with FM.

FIGURE 1. Grading Scale

FIGURE 2. CFS Diagnostic Criteria

PLEASE READ THE FOLLOWING QUESTIONS TO THE PATIENT

Part 1: Life Spheres Criterion Part 2: Symptoms Criterion

During the past six months, how much has your
fatigue reduced your activity during:

• Your time at work

• Your personal life

• Your social life

• Your time in school

On the average, how much of a problem have you
had over the past six months with:

• Sore throat

• Tender glands in the neck

• Headache

• Achy muscles

• Achy joints

• Nonrefreshing sleep

• Difficulty with attention or concentration

• Increase in symptoms after mild exertion

Patients qualify for diagnosis if they have:
• 1 or more ratings of 3-5 for Life Spheres Criterion

and
• 4 or more ratings of 2-5 for Symptoms Criterion
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SOMATIZATION DISORDERS?
Because both CFS and FM are symptom-based ill-

nesses and have no characteristic laboratory abnormality,
some psychiatrists believe that there is no organic cause
for these symptoms and that patients with these com-
plaints are “somatic amplifiers” – people who exaggerate
normal bodily sensations.6 These doctors would then give
the patient the diagnosis of somatization disorder (SD).

The problem with this diagnosis is that it depends on
whether the examiner rates symptoms as physical or psy-
chiatric in cause. When my colleagues and I rated CFS
symptoms as psychiatric, we found that 98 percent of the
patients attained criteria for SD, but when CFS symptoms
were classified as physical, 0 percent of the patients
would have been diagnosed as having SD.7 This result
suggested that SD was a psychiatric term for symptom-
based, medically unexplained illness, carrying an underlying
bias against the possibility that CFS could have a medical
cause. A movement exists in American psychiatry today
to abolish the SD diagnostic term as not useful and
pejorative and to substitute the term “medically unex-
plained symptoms.”8

A variant of this psychiatric explanation is that
patients have these somatic complaints for secondary
gain. However, a study of FM prevalence in an Amish
population – people with a strong work ethic and with

The diagnosis of fibromyalgia requires a person to have
symptoms (widespread pain) and signs (pain in 11 or more
of the 18 points depicted when pressed with nine pounds
of pressure). Note: Physicians should be aware that some
patients often have additional areas of tenderness in their
jaw muscles upon pressure with the mouth slightly open.
This temporomandibular muscular tenderness is often seen
in patients with FM.

note the number of areas in which the patient has had pain over the last week.
Consider pain to be widespread for scores ≥ 7.

Shoulder girdle, left Hip (buttock, trochanter), left Jaw, left Upper back

Shoulder girdle, right Hip (buttock, trochanter), right Jaw, right Lower back

Upper arm, left Upper leg, left Chest Neck

Upper arm, right Upper leg, right Abdomen

Lower arm, left Lower leg, left

Lower arm, right Lower leg, right

FIGURE 3. Fibromyalgia Pressure Points

TABLE 1. Widespread Pain Index

[Note. From “Regional Pain Scale,” by F. Wolfe, 2003, Journal of Rheumatology, 30(2), 369.
Copyright 2003. Adapted with permission of the author.]
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deep religious convictions that may well predispose them
to a reduced risk of seeking secondary gain – found rates
to be even higher than those found in the community at
large.9 Finding FM to be as common in an Amish popu-
lation as in the general population of the United States
suggests that secondary gain is not important in FM.

Probably the best piece of evidence against a psy-
chiatric explanation for medically unexplained symptoms
is the emergence of pharmacopeia approved by the
Food and Drug Administration (FDA) for the treatment of
FM pain. To date, three drugs have been approved, and
several others are in the pipeline. The first of these is an
antiepileptic drug, pregabilin (Lyrica). The other two are
the serotonin-norepinephrine reuptake inhibitors
duloxetine (Cymbalta) and milnacipran (Savella). In my
experience, as one might expect, these drugs seem to be
most effective in less-severely affected patients. No such
treatment currently exists for chronic fatigue syndrome.

CFS AND FM: ONE AND THE SAME?
An issue emanating from the somatization label is

whether CFS and FM are discrete illnesses or simply
variants of one another. While there is clearly substantial
overlap between the two syndromes (40 percent of
patients with CFS in our studies also had comorbid FM,
and ratesof CFS in patients with FM approach 20 percent10 ),
some differences do exist.

Patients with CFS alone report a sudden, flu-like
onset nearly twice as often as patients with CFS with
comorbid FM (47 percent versus 25 percent in our study
patients; P < .05). Patients with FM are known to have
increased levels of a pain-producing peptide, substance
P, in spinal fluid,11 while levels of substance P are normal
in patients with CFS.12 Andmost germane, clinically, is the
fact that antidepressants reduce pain in patients with
FM13 but do not affect fatigue in patients with CFS.13,14

Furthermore, in a recent study, our research team showed
that patients with CFS alone, but not those with both CFS
and FM, had an upregulated serotonergic response to
intravenous infusion of tryptophan.15 While many
researchers argue that the similarities between CFS and FM
are such that the two illnesses can be treated as one, the
fact that significant differences exist between the two
syndromes suggests a difference in the pathophysiological
underpinnings of at least some patients. In fact, my current
working hypothesis is that patients with CFS alone may
have a different illness from those with FM alone.

SEARCHING FOR CAUSES AMONG CFS SUBGROUPS
The Centers for Disease Control consensus group that

determined the clinical case definition for CFS in 1994
urged researchers to find clinically homogeneous sub-
groups that might have different causes for their ailment
from other patient subgroups.1 Attaining that goal has
been slow. Early studies focused on the fact that some
patients develop their illness following a severe viral
infection, and in fact, more than 10 percent of adolescents
with infectious mononucleosis fulfill criteria for CFS six
months after their acute illness.16 However, there is no
commonly accepted evidence that continued infection
maintains the symptoms.

Another major research driver was the hypothesis that
this acute infection produces immune dysregulation in the
form of upregulated pro-inflammatory cytokines. This
hypothesis was particularly attractive because therapeutic
administration of these cytokines produces the diffuse
achiness, fatigue and problems with concentration that
characterize CFS and FM. However, a great deal of research
has not confirmed this line of thought. While there is
agreement that some patients with CFS have reduced
levels and activity of natural killer cells,17 evidence for
cytokine abnormalities, if any, points to an increase in anti-
inflammatory cytokines;18,19 since these cytokines are
known to disrupt sleep, finding that they are increased may
explain, in part, the common report of nonrefreshing
sleep by these patients.

Another hypothesis was that patients with CFS had
down-regulated pituitary-adrenal activity. While some studies
did find this result, a host of others found differences
between patients that were so subtle they were not thought
to be important in CFS pathogenesis.20 While some
researchers continue to pursue these hypotheses, it does
not appear that continued infection, immune or adrenal
dysfunction can explain these illnesses.

BRAIN DISORDER AS A POSSIBLE CAUSE OF CFS
A number of early reports indicated objective cognitive

deficits in patients with CFS.21 My research associates and I
evaluated the hypothesis that the brain is the organ affect-
ed in, at least, some cases of CFS, with a series of studies.
We split the CFS patient pool because we reasoned that
CFS would probably have multiple causes as has been
shown to be the case for well-defined clinical syndromes
such as congestive heart failure. Our initial stratification
strategy used the presence or absence of comorbid

MDA-107 MDAdvisor Summer '10 Online:Layout 1  8/12/10  11:19 AM  Page 21



22 MDADVISOR | SUMMER 2010

psychiatric diagnoses – most often depression or anxiety.
The first study involved doing neuropsychological testing

in patients with CFS with and without comorbid psychiatric
diagnoses. We found abnormal functioning only in the
subgroup with no psychiatric comorbidity.22 Next, we per-
formed a blinded comparison of the brain MRIs of the two
CFS patient groups and a group of healthy controls.
Again we found that the CFS no-psych group had signifi-
cantly more abnormalities than either the healthy controls
or the remaining patients with CFS.23 We found that the
patients with lesions had a poorer health-related quality of
life than patients with normal MRIs. This result suggests that
the abnormalities play a role in illness burden.24

Then we did spinal taps and found that about 30 percent
of patients had either elevated white blood cell counts or
elevated protein concentrations relative to both lab normals
or control data collected from healthy volunteers in whom
none had abnormal spinal fluid.25 Again, being a patient
with no comorbid psychiatric diagnosis was a predictor of
which patient would fall into the abnormal spinal fluid
group.

Finally, we studied cerebral blood flow in patients
with CFS. We found that, as a group, the patients had
significantly lower flow than the controls, but flow was lowest
in the no-psych group. All these studies point to the
conclusion that some patients with CFS may have a brain
disorder responsible for their symptoms.

BIOMARKERS IN SUBGROUPS OF PATIENTS WITH CFS
The research my colleagues and I have done to date

has used clinical phenotypic differences among patients as
a logical step for splitting them into groups. More recently,
we have worked on identifying three biomarkers that
achieve the same goal.

Sjőgren’s Disease: The first of these subgroups came from a
study evaluating our clinical observation that patients with
CFS often complained of dry eyes and dry mouth. An
earlier study with a small sample suggested the exis-
tence of salivary gland pathology in CFS.26 That led to the
hypothesis driving this study: Some patients with CFS
might have a mild form of Sjőgren’s disease, an autoim-
mune disease characterized by an inflammatory attack on
lacrimal and salivary glands, among others, leading to dry
eyes and mouth.

To evaluate this hypothesis, we designed a case-control

study with 25 patients and 18 healthy controls.27 Fifty-two
percent of the patients, compared to none of the controls,
reported dry eyes and dry mouth – i.e., sicca. We used a
Schirmer’s test, which places a calibrated tissue-paper
ruler in the acanthus of one eye for five minutes, to assess
tear production. Ten of the 13 patients with sicca,
compared to only one of the controls, had abnormally
low rates of tear production.

Finally and most significantly, following biopsy of a
minor salivary gland, 8 of these 10 patients with CFS
showed evidence of lymphoid infiltration compared to
none of the controls. Sjőgren’s antibodies were negative
in all patients studied. This study indicates that up to a
quarter of patients with CFS have an undiagnosed auto-
immune disorder consistent with primary Sjőgren’s disease.
This result is consistent with an earlier report of
increased rates of antinuclear antibodies in CFS.28

Clinicians should be alert to the complaint of sicca
in patients with chronic fatigue syndrome and should
determine the rate of tear production. For patients with
both sicca and abnormal Schirmer’s tests, referral for
minor gland biopsy is warranted.

Orthostatic Intolerance in Patients with CFS: In collaboration
with researchers at the New York Medical College, our
current study focuses on the common patient complaint
of orthostatic intolerance in patients with CFS. When
queried, a large subset of patients report substantial
worsening of their fatigue and cognitive problems when
forced to stand without moving for long periods of time.
Some older work showed that adolescents with CFS had
an increased rate of having comorbid orthostatic tachy-
cardia29 – an acceleration in heart rate of at least 30 beats
per minute during a 10-minute orthostatic challenge from
levels recorded in the supine position.

In contrast to these results in adolescents, only 10 per-
cent of adult patients with CFS show orthostatic tachycardia,
but 21 percent show a previously unrecognized form of
orthostatic intolerance (orthostatic hypocapnia) com-
pared to only 3 percent in matched healthy controls.30

This effect is produced by hyperpnea rather than tachypnea
and is not associated with more anxiety than is reported
by patients who do not have this biomarker of orthostatic
intolerance. We are researching the physiological
underpinnings of both orthostatic tachycardia and
hypocapnia31 and are eager to extend those studies in
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the future to older patients with orthostatic intolerance.

Ventricular Lactate Levels in CFS: The final biomarker that I
am studying is a result of a collaboration with researchers
at the Weill Cornell Medical College’s Biomedical Imaging
Center. In earlier work, that group showed that ventricular
lactate levels are significantly higher in patients with CFS
than in either matched healthy controls or patients with
generalized anxiety disorder.32 The patients with the
highest ventricular lactate levels had a lower risk of
having psychiatric comorbidity than those patients with
normal ventricular lactate levels.

Our working hypothesis is that these increases in ven-
tricular lactate levels represent the downstream product
of increased brain oxidative stress (i.e., a number of
chemical reactions that produce free radicals and other
reactive oxygen molecules that potentially induce cellular
injury). Our thinking stems from the fact that elevated
levels of F2–isoprostanes, one such molecule, have
been reported to occur in patients with CFS.33 Because
these isoprostanes have strong vasoconstrictive effects
on cerebral arterioles,34 Dikoma Shungu, PhD, at Cornell, is

currently collecting data to expand the initial finding to
determine if increased levels of isoprostanes are the
important link between reduced blood flow, generation of
lesions and, ultimately, symptoms.

THE FUTURE
Diseases without clear-cut biomarkers are a challenge

for further research. One approach is to lump all these
patients together and focus on commonalities among
them. For example, a group of rheumatologists with
long-term interests in FM has recently published a way to
diagnose FM without doing a tender point examination.4

Instead, they use a symptom checklist that will incorporate
patients with chronic fatigue syndrome into those with FM.
While this will simplify the diagnosis of FM and lead to
larger numbers of patients receiving this diagnosis, it will
probably lead to confusion for physicians dealing with CFS.
Rather than arbitrarily blur the distinction between FM and
CFS, I believe the question of whether the two illnesses are
the same or different is a research question – open to
empirical testing.

In contrast to this “lumper’s” approach, I have taken a
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“splitter’s” approach to these symptom-based illnesses in
an effort to understand the underlying pathophysiological
processes producing them. This approach has been used
successfully in many examples in clinical medicine – a very
common one being congestive heart failure, a clinical syn-
drome with multiple causes.

The idea driving my work is that we will be able to hew
out a relatively homogeneous subgroup of patients from
the more heterogeneous population of patients with the
diagnosis of CFS or FM and then use the knowledge
gained in the laboratory to design specific treatments for
those patients. That approach as well as our efforts to
develop biomarkers specific to CFS are gradually providing
evidence to support our idea that brain dysfunction is
responsible for the often disabling symptoms of patients
with CFS. This is a first step.

Benjamin H. Natelson, MD, treats patients at the Pain
& Fatigue Study Center, Beth Israel Medical Center, New York,
New York and is Professor of Neurology at the Albert Einstein
College of Medicine, Bronx, New York.
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When you hire a new employee, assume nothing.
You can’t assume that you are “on the same page” just
because someone interviewed for a job based on the job
description, and then you hired that person based on the
interview. The fact is, with a new person on the team,
nothing should be left to chance if you want optimal per-
formance from a new hire and cooperation and acceptance
from the rest of the staff.

PRE- AND POST-EMPLOYMENT PROCESS:
ENSURING A GOOD FIT

Even before a new employee is hired, there are several
specific ways to determine whether he or she is a good fit
for the organization. Simon J. Samaha, MD, who is President
and Chief Executive Officer of Summit Medical Group (New
Jersey’s largest independently operated, multispecialty
medical practice), says that Summit has an extensive
pre-employment process that utilizes a behavioral interview
to determine a good fit. Says Samaha: “Our goal is to make
sure that we have the correct person and fit. Replacing
someone after that person is already on board is a lot harder
than extending the search process.”

Once the new hire is in the door, a formal orientation

process is vital. At Summit Medical Group, this process
takes between one and three weeks, depending on the
job. Then, says Samaha, “At 90 days, the training department
goes to the manager and does a ‘time out’ to see how
things are going. Sometimes we go back
and retrain the individual and extend this
orientation period. We will work with the
person if corrective action is needed.”

MAKING THE INTRODUCTION
Once the decision is made to bring a new person on

the team, there is no one way to make that introduction. Of
course, you should send out an official e-mail welcoming the
employee. Further, make sure a top-level professional in
the organization walks that person office to office,
meeting other team members. As early as possible, have
the new employee introduce himself or herself at several
key meetings. Summit Medical Group recently added a
new CFO to the team, and Samaha held an open house
as a “meet and greet” opportunity.

Saint Barnabas Health Care System uses a similar
approach. Specifically, Nancy Holecek, Senior Vice
President of Patient Care Services, says that to help

COMMUNICATION IS KEY
TO HIRING SUCCESS By Steve Adubato, PhD
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welcome the new nursing employees, the Vice President
of Patient Care Services meets with them, talks about
their philosophies of nursing and then nurse educators
take the new nurses to their individual units for an
introduction to the staff. Says Holecek, “Because not all
of the nurses get to see the new person initially, nurses
from several units have taken pictures of the new hire
prior to his or her arrival and posted the picture with the
name, start date and shift so everyone will know there is
a new staff member arriving.”

Further, Holecek notes that once the new employee
is on board, there are formal weekly evaluation meetings
with the nurse in order to discuss progress and to deter-
mine if he or she is happy or has any needs. Says Holecek,
“In addition to the initial orientation process, we do a
luncheon with new nurses at about week three or four to
discuss any issues they may be experiencing. Then, we
have quarterly luncheon meetings with the new nurse,
educators and human resources people to keep the
lines of communication open post-orientation.”

When a new employee is initially brought on board,
another approach is to make the introduction social. Simply
put, going out to lunch, having bagels and coffee, get-
ting together after work – any or all of these “unofficial”
opportunities for new employees to interact in a casual
setting with their colleagues is critical to breaking down
barriers and opening up lines of communication. It’s no

guarantee that the new employee will work out, but these
kinds of gatherings allow people to get to know each
other in a way that will help make future business-related
communication more effective.

THE ROLE OF MANAGEMENT
One of the most productive things that a leader,

manager or any human resources professional can do is
to sit down with new employees on a regular basis and ask
specifically about their impressions of the organization,
their role and what questions they might have.

Recently, after hiring a new professional to our team,
I asked her the following after the first week: “Michelle,

I’d like you to send me a one-page memo with no more
than five bullet points that identify the key ‘takeaways’ or
‘lessons’ from your first week with us. What sticks in your
mind as significant, particularly as it relates to your role
here? I also want you to add an additional page with
questions you would like answered. What are you unclear
about? How can the rest of the team help you clarify these
questions and issues?”

By asking open-ended questions, getting concrete
feedback and then sitting down and talking things through
with a new employee, you can help to establish a solid
foundation from which to build a long-term relationship.
When these things don’t happen, perhaps assuming
“everything will all work out over time,” there is likely to
be unnecessary confusion and frustration on the part of
the new employee, who may then misinterpret the goals
and objectives of the organization, as well as key aspects of
the job.

Further, management, HR professionals, as well as the
physicians in a hospital or medical office, can also become
frustrated by the per-
formance of the new
employee that does-
n’t match expecta-
tions. Remember,
just because a new
hire was told what to

do and how to do it doesn’t mean that the message was
received. Taking time to “get on the same page” with a
new employee increases the odds that he or she will make
a major contribution to your organization.

Steve Adubato, PhD, is a four-time Emmy Award-winning
anchor for Thirteen/WNET (PBS) and is a media analyst
for MSNBC. He is a motivational speaker and Star-Ledger
columnist who has written extensively on doctor-patient
communication.

“Taking time to ‘get on the same page’ with a new employee increases the
odds that he or she will make a major contribution to your organization.”
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INTRODUCING THE EDWARD J. ILL EXCELLENCE
IN MEDICINE SCHOLARSHIP FUND

In addition to the awards bestowed upon this year’s
honorees, three New Jersey medical students were selected
as the first recipients of the Edward J. Ill Excellence in
Medicine Scholarship Fund.

“An exciting feature of this year’s program is the
development of the Edward J. Ill Excellence in Medicine
Scholarship Fund, which has been created in recognition of
a demonstrated need to support healthcare education in
New Jersey,” said Patricia A. Costante, Chairman and CEO
of MDAdvantage. “The results of a recent report by the
New Jersey Council on Teaching Hospitals revealed an
anticipated shortage of 2,800 doctors in New Jersey by
2020 unless the state becomes a more appealing place to
open a practice. Our physicians are among the top

providers in the nation, and I believe we have a
responsibility to support the development and education
of physicians.”

George F. Heinrich, MD, Vice Chairman and CEO of
the Foundation of UMDNJ, said, “At a time when medical
schools across the state are facing significant budget
cutbacks, I am pleased to have forged a partnership with
MDAdvantage and the Edward J. Ill Excellence in Med-
icine Foundation. We all share a common goal: to
recruit the best and brightest to New Jersey and to keep
them practicing here.”

This year’s fundraising efforts enabled the Foundation
to donate $30,000 to fund medical student scholarships.
In the future, the Edward J. Ill Excellence in Medicine
Foundation plans to offer additional scholarships to
medical and healthcare students in New Jersey.

&
HONOR NEW JERSEY’S HEALTHCARE LEADERS AT
2010 EDWARD J. Ill EXCELLENCE IN MEDICINE AWARDS®

A group of outstanding New Jerseyans were lauded, when the Edward J. Ill Excellence in Medicine
Awards® honored physicians and healthcare leaders on May 5, 2010. These coveted awards are
among the highest honors given in New Jersey’s medical community.

The 2010 honorees included Monsignor Robert Sheeran; Marjorie C. Brandriss, PhD; John B. Kostis, MD;
Denise V. Rodgers, MD; Martin A. Finkel, DO; Major General Maria Falca-Dodson; and Sidney Pestka, MD.

By Janet S. Puro, MPH, MBA

MDA-107 MDAdvisor Summer '10 Online:Layout 1  8/12/10  11:19 AM  Page 28



MDADVISOR 29

Paul J. Hirsch, MD, Chairman of the Edward J. Ill
Excellence in Medicine Foundation, stated, “More than
70 years after the first Edward J. Ill award was
bestowed, we reflect on the distinguished and dedicated
physicians, such as Edward J. Ill, MD, who devoted their
lives toward improving medicine and patient care. We
honor those outstanding physicians, executives, citizens
and organizations whose commitment to education,
research and public service has significantly impacted
the delivery of healthcare in New Jersey and around
the world.”

To learn more about this year’s honorees and their
perspectives on healthcare, see the winter 2010 and
spring 2010 issues of MDAdvisor.

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

The Edward J. Ill Excellence in Medicine Foundation is now

accepting nominations for the 2011 awards program. The

deadline for nominations is September 17, 2010. For more

information on the awards program and the nomination

process, visit www.EJIawards.org.

HONOR YOUR PROFESSION BY
HONORING YOUR PEERS.

NOMINATIONS NOW BEING ACCEPTED.

EDWARD J. ILL PHYSICIAN’S AWARD®

PETER W. RODINO, JR., CITIZEN’S AWARD®

VERICE M. MASON COMMUNITY SERVICE LEADER AWARD
OUTSTANDING MEDICAL EDUCATOR AWARD
OUTSTANDING MEDICAL EXECUTIVE AWARD

OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR CLINICAL RESEARCH

OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR BASIC BIOMEDICAL RESEARCH

Written nominations will be accepted through
September 17, 2010.

Log on to www.EJIawards.org for nomination guidelines
and further information about the event, or call us at

609-803-2350.

Nominations are open to all New Jersey physicians,
healthcare professionals and community leaders,

and should be submitted to:
Paul J. Hirsch, MD, Chairman

Edward J. Ill Excellence in Medicine Foundation,
c/o MDAdvantage

Two Princess Road, Suite 2, Lawrenceville, NJ 08648

Nominations may also be submitted electronically to
jpuro@EJIawards.org.

FOR MORE THAN 70 YEARS,
A TRADITION OF HONORING EXCELLENCE.
2011 EDWARD J. ILL EXCELLENCE

IN MEDICINE AWARDS®

George F. Heinrich, MD; Noreen Kelly (UMDNJ-RWJMS);
Robert “Paul” Bonitz (UMDNJ-NJMS); Natalie Hyppolite
(UMDNJ-SOM); Patricia A. Costante; and Paul J. Hirsch, MD.

&
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The Seton Hall University (SHU) School of Health and
Medical Sciences (SHMS, formerly, the School of Graduate
Medical Education) was formed in 1987 as a graduate medical
education (GME) consortium consisting of several major
Catholic teaching hospitals and two non-secular, acute-care
medical centers. The original mission was to provide quality
GME programs through the synergy provided by the inter-
action of highly respected faculty at the various healthcare
institutions that comprised the consortium’s membership.

Cognizant of the need for a truly academic program to
embrace scholarly activities, the school’s first dean,
Nicholas DeProspo, PhD, established a research committee.
One of the first documents to emanate from that committee
was a series of recommendations including the requirement
that all trainees (residents and clinical fellows) successfully
complete a scholarly work, under the mentorship of a faculty
member, before completing training. For subspecialty
fellows, the recommendation required that the work be
submitted for publication in the peer-reviewed medical
literature. To assist the trainees in this process, the school
developed a survey course in research methodology,
including research ethics, epidemiology and biostatistics.

In order to give the trainees a forum to present their

work before their peers and the faculty, a research forum
was planned, and in 1990, the school’s first Research
Colloquium was held at the Roche Institute of Molecular
Biology in Nutley, New Jersey. At that meeting, a total of
11 papers were presented, all as posters. The abstracts,
typed on plain 8½ x 11 inch paper, were photocopied and
distributed to those in attendance. Unfortunately, no written
record of that meeting remains. However, in 1991, more
than 20 papers were presented, and, for the first time,
the “proceedings” (such as they were) were presented in
a bound booklet.

In the intervening years, the Colloquium grew to its
average, over the past five years, of approximately 200
papers. These come from graduate medical trainees at
the healthcare institutions that currently make up the
SHU-SHMS (St. Michael’s Medical Center, Newark; Trinitas
Regional Medical Center, Elizabeth; St. Joseph’s Regional
Medical Center, Paterson; JFK Medical Center, Edison;
and St. Francis Medical Center, Trenton) as well as from
students in the health science professions for which
accredited programs exist within SHMS (including Physician
Assistant, Occupational Therapy, Speech and Language
Pathology and Physical Therapy). Also invited are medical

THE RESEARCH COLLOQUIUM
OF THE SETON HALL UNIVERSITY
SCHOOL OF HEALTH AND
MEDICAL SCIENCES:
A BRIEF HISTORY AND AN OVERVIEW OF
THE 21ST ANNUAL COLLOQUIUM

By Vincent A. DeBari, PhD
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students who are doing their “core” rotations and sub-
internship electives at the participating hospitals as well
as graduate students in SHU basic science programs,
such as those conducting medically related studies in the
Molecular Biosciences Department or in the Department
of Chemistry and Biochemistry.

2010: THE 21st ANNUAL RESEARCH
COLLOQUIUM

This year’s Colloquium was one of the most successful
to date. Among a record 47 abstracts in the Clinical Inves-
tigation category (nearly 24 percent of all submitted
works), 10 were selected to be offered orally from the
podium. The quality of these studies is demonstrated by
the fact that nine of these have been selected for pres-
entation at national meetings, four have already been
published in the peer-reviewed literature and two more
are being revised for publication after receiving favorable
critiques from journal reviewers. Two award-winning
papers were those of R. Shakov, MD, and colleagues (first
prize) and of C. Modi, MD, and colleagues (honorable
mention), both from the Division of
Gastrointestinal Diseases.

The largest single cate-
gory of papers was the
Clinical Vignette group,
represented by 138
submitted abstracts.
These are primarily
novel reports of espe-
cially challenging cases
that the residents have
encountered during the course of
their clinical duties. R. Yalamanchilli, MD,
and his colleagues from the Department of Orthopaedic
Surgery were awarded first prize in this category, while
J. Khan, MD, and M. Furquahn, MD (Internal Medicine)
tied J. Rosetti, DDS (Oral and Maxillofacial Surgery) for
the honorable mention award. C.A. Biscardi and her
colleagues from the Department of Physician Assistant
won first prize in the Health Science category, while
E.E. Anthony and colleagues from that same department
were given honorable mention awards in that category.
Finally, R.K. Bitra, MD, and colleagues (New Jersey
Neuroscience Institute) won the Basic Medical Sciences
category.

Three years ago, the Colloquium decided to eschew
the rather plain abstract booklet cover in favor of one with
an interesting biomedical image. The privilege of providing
cover art for the Colloquium is competitive, and this year,
Hillel Ephros, DMD, MD (Oral and Maxillofacial Surgery)
and Patrick Conte, MD (Department of Radiology) teamed
up for the cover. Their image depicts a triptych demonstrating
the ability of combining standard computer tomography (CT)
scanning and positron-emission tomography to visualize
tumors, in this case, a squamous cell carcinoma of the
mandible with regional lymphatic metastases.

Each year, the Colloquium participants and attendees
are treated to a luncheon that features a guest speaker. This
year’s plenary speaker was Patricia Carney, MD, Professor of
Family Medicine and the Associate Director for Population
Studies at Oregon Health and Science University’s Knight
Cancer Institute. Dr. Carney’s lecture, which was extremely
well received, was entitled Fitting Manuscripts into Your
Busy Academic Career: Enjoying the Pleasures, Avoiding
the Pitfalls. It dealt with a subject that medical training pro-

grams today find is an important imperative: publishing
scholarly papers.

FUTURE PLANS
Although the Colloquium

has grown to be remark-
ably successful as a local
meeting, current Dean
Brian B. Shulman, PhD,

and the research commit-
tee at SHU-SHMS feels

strongly that this gathering of
enthusiastic young medical trainees

and their mentors would benefit from a more
widely interactive milieu. To this end, the organizers visual-
ize the future of the Colloquium being that of a
statewide meeting to which all of the biomedical training
programs in New Jersey would receive invitations. There
is every reason to showcase the scholarly work of New
Jersey’s best trainees in medicine and health sciences.

Vincent A. DeBari, PhD, is a professor of medicine and
Chairman of the Research Committee at the Seton Hall
University School of Health and Medical Sciences.
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By Scott T. Heller, Esq.

DISCLOSURE AFTER AN ADVERSE EVENT
PART 3: FREQUENTLY ASKED QUESTIONS

This third part of the series offers an overview in FAQ format of the key legal issues
surrounding disclosure of adverse events. Disclosure After An Adverse Event Part 1:
Statutory Duties (Fall 2009) and Disclosure After An Adverse Event Part 2: Common
LawDuties (Winter 2010) are available at www.MDAdvantageonline.com/MDAdvisor.
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What is the Patient Safety Act (PSA)?

The PSA is a law passed in 2004 in an effort to reduce the
occurrence of adverse events in New Jersey. Briefly, the law
requires facilities to report to the State of New Jersey certain
adverse events so that data can be analyzed and recom-
mendations made to fix “system errors” and prevent
recurrence. Patients must also be notified of certain events,
but the disclosures to the patient and the state may not be
used against the doctor or facility in the event of a lawsuit.1

Where does the PSA apply?

This law applies in hospitals, ambulatory surgery centers,
nursing homes and any other “healthcare facility licensed
by the State of New Jersey.”2 Currently, the PSA does not
apply to private offices that do not meet that definition.

Is there any duty of disclosure where the PSA does not apply?

Yes. The common law doctrine of informed consent
recognizes the patient’s right of autonomy and requires
disclosure of information that a reasonable patient would
consider “material” to his or her future healthcare decisions,
including the choice of doctor or facility.3 This doctrine
applies to all patients in all settings, regardless of whether
the PSA also applies.

What events must be reported to the patient/family and

the state under the PSA?

Events that must be reported to the patient/family and
the state include any “serious preventable adverse event” or
“adverse event related to an allergic reaction” as defined in
the PSA. These must be reported by the doctor/provider to
the facility and by the facility to the patient and the New
Jersey Department of Health and Senior Services (DHSS).4

Examples of such events are contained in N.J. Administrative
Code Section 8:43E–10.6.

Is a “preventable event” always due to negligence?

Not necessarily. Some preventable events, such as
wrong-sided surgery, do result from negligent acts or omis-
sions. Other examples of preventable events, such as patient
falls, can occur in the absence of negligence. Remem-
ber, the disclosure can be mandatory (serious preventable
adverse event) or voluntary (any adverse event, whether
preventable or not). The mere fact that disclosure is made
to a patient does not necessarily mean that negligence has
occurred.

MOST COMMON PHYSICIAN QUESTIONS

Will telling the patient about an adverse event
increase the chances of a lawsuit?
Telling the patient/family about an adverse event may

create interest in patients who, in the absence of disclo-
sure, would never have known of the event that led to
their injury.7 At least one study out of the Harvard School
of Public Health concluded that disclosure of adverse
events would likely have the effect of increasing both the
volume and cost of claims by about 95 percent.8

However, failing to tell patients may also increase the
chances of a lawsuit. Studies have shown that patients
who feel their healthcare providers are hiding information
from them, or worse yet misleading them, are highly
motivated to seek counsel and use the court system to
find the answers they feel their healthcare provider failed
to give them.9

In contrast, there is evidence from the University
of Michigan Health System’s disclosure program sug-
gesting that an honest explanation and apology may
actually decrease the likelihood of a lawsuit.10 See
www.SorryWorks.net for further information.

In the end, severity of injury, not the quality of care,
may be the single most important factor in determining
whether a lawsuit is filed.11 Nevertheless, disclosure
generally reduces the anger, suspicion and lack of
information that drive patients to file lawsuits and that
may contribute to large verdicts. Disclosure also decreases
the potential for a claim of fraud or lack of informed
consent to continued care after an event.

Should I say “I’m sorry”?
“I’m sorry to see that you are in pain” is an expression

of empathy for the patient’s suffering, which is always
appropriate and generally appreciated. “I’m sorry my
error caused you pain” is an apology, an acceptance of
responsibility for that suffering, which is sometimes
unwarranted. Therefore, caution is advised when com-
municating any adverse event. If you do say, “I’m sorry,”
be specific about what it is you are sorry for, instead of
offering a “blanket” apology for events that were not
your fault.

Physicians, insurance companies and defense attorneys
have reason to fear that an apology will end any chance
of defending a case, even before it begins. In fact, some
insurers deny coverage if an admission of fault is made.
Contact your malpractice insurer and counsel before
making disclosure to avoid denial of coverage and to
utilize all available resources.
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When must the patient/family and the state be told?

The patient/family and state must be told of an
adverse event during the episode of care, or if the event
is discovered after the episode, the patient/family must
be told in a “timely fashion.” Regulations require that the
patient/family be told within 24 hours of the time the
facility discovers the event. The PSA report to the DHSS
must be sent within five business days after the facility
discovers the event. Supplemental reports may be sent
when additional information is obtained.5

To whom should I speak after the event but before

disclosure to the patient?

Once the patient is stabilized, contact your malpractice
insurance company and counsel for guidance on legal
obligations and protections. Use all available resources to
help the patient, the family and the healthcare providers
through the ordeal of an adverse event.

Also contact your facility’s risk manager, who is often
a member of the facility’s Patient Safety Committee

(PSC), and whose presence for the disclosure may be
required by your facility’s policy. Remember that discussions
among healthcare providers involved in the event are not
protected from disclosure to patient attorneys. Even state-
ments made to your departmental committee may be
obtained by patient attorneys. However, statements made
by you and your colleagues to the Patient Safety Committee
are protected from disclosure to patient attorneys.6 Many
facilities also have staff trained to assist the doctor in making
an appropriate disclosure to a patient or family.

Who must be told?

Generally, a competent adult patient must be
informed. However, in the case of a minor or incapacitated
patient, the parent, guardian or family may be told.
Moreover, if there is a “good faith” basis to believe that
providing the information to the patient would seriously
and adversely affect the patient’s health, then the patient’s
family may be given the information instead.5
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Do I myself have to tell the patient/family about the

adverse event?

The patient’s attending physician, the facility adminis-
trator or medical director or another authorized healthcare
professional will make the required disclosure to a patient
or family/guardian.5 Consult the procedure at your healthcare
facility to learn whether you are personally obligated to inform
the patient. However, as a practical matter, it may be better
for the attending physician to make the disclosure than to
entrust this information to a non-physician. Asking the facility’s
risk manager to speak for you may give the patient the

impression you are more concerned about protecting
yourself and the facility from legal ramifications than about
helping the patient cope with the physical and emotional
aftermath of the adverse event.

How must the patient/family be told?

The patient/family must be told of an adverse event in
person, if the patient is still in the facility or if a meeting can
be arranged; by phone if a meeting cannot be arranged;
by certified mail if the facility is unable to reach the patient

by phone.5

Tell the patient what you do know with certainty
about the event, but don’t be afraid to acknowledge that
you don’t have all the answers. If an investigation is needed,
it is acceptable to say, “I don’t know the answer to those
questions yet.” Even if your answers are incomplete, it
is crucial for you to keep in communication with the
patient. Most people understand that an investigation
may take time in order to be thorough, but they do not
want to feel that their event has been quickly forgotten or
“whitewashed.”

After the meeting, make a point of returning phone
calls promptly. Document your discussions in your office
notes or in notes sent to your attorney in anticipation of
litigation, as the latter is more likely to be protected from
discovery by patient attorneys under the attorney-client
privilege.

What must the state be told about the event?

The Department of Health and Senior Services cre-
ates and updates PSA guidelines for reports to the state.
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See the DHSS website www.state.nj.us/health and search
“Patient Safety Initiative.” Your facility’s risk manager will
also have access to a copy of the report.

The regulations also require that a “root cause analysis”
be provided to the state within 45 days of all mandatory
PSA reports. The root cause analysis provides the “when,
where, how and why” analysis of the direct cause of the
event, potential underlying causes related to facility
systems and corrective measures taken or needed to
prevent a recurrence.12

What must I document in the chart?

The PSA regulations enacted in 2008 require docu-
mentation of only: “1) The date, time and individuals
present when the disclosure was made and the person to
whom disclosure was made, and 2) a statement that the
occurrence of a serious preventable event, adverse event
or adverse event related to an allergic reaction, as
applicable, was made.”5 The regulations do not require
any description of the content of the disclosure to the
patient in the medical record.

If a competent adult patient is not notified because
that would seriously and adversely affect the patient’s
health, then the reason(s) that the healthcare provider
chose to inform the family instead of the patient must be
documented in the medical record.5

Should I tell the patient/family what is being done to

prevent such events from happening again?

Studies have shown that it is important from the
patients’ viewpoint to know that efforts are being made
to prevent a recurrence of the adverse event.9 Knowing
that other patients will be spared similar mishaps gives
some meaning to present suffering. Evidence of remedial
measures taken after an event to prevent recurrences is
generally not admissible in court to prove negligence,
though it may be used for other purposes.13

Can my statements or documents be used against me by

the patient, facility or the state?

The PSA states that the written and verbal information
developed by a facility’s Patient Safety Committee as part
of “self-critical analysis” or given by the provider/facility to
the patient and/or state are not subject to disclosure or
admissible in a civil, criminal or administrative action.14 This
contradicts the general rule that one’s statements may be
used in court.15 However, if the PSA does not apply, then its
confidentiality provision is not available. Common law
disclosure duties under the doctrine of informed consent
offer no cloak of confidentiality.

Indeed, timely disclosure is the best, and perhaps only,
defense to a claim that the doctor failed to provide the
information about an adverse event that a reasonable
patient would deem “material” to his or her future
healthcare decisions, including choice of doctor or facility.3

The PSA also shields from discovery by patients’ attorneys
the self-critical analysis documents developed exclusively
under the Patient Safety plan. However, the PSA statements
or documents may be used if a facility, professional board

or the Attorney General seeks to discipline, terminate or
suspend a provider who displayed “recklessness, gross
negligence or willful misconduct” or a “pattern of significant
substandard performance resulting in serious preventable
adverse events.”16

Patients have a right to obtain a copy of their charts,17

but not documents related to the disclosure. The PSA does
not decrease “discoverability” of documents available
through “any source… other than those specified in this
Act.”18 This suggests that documents created exclusively
for “self-critical analysis” as part of the patient safety plan
are protected under the PSA. However, documents created
outside the patient safety plan do not acquire protection
simply because they are reviewed as part of the self-critical
analysis process.18

“Indeed, timely disclosure is the best, and perhaps only, defense to a
claim that the doctor failed to provide the information about an adverse
event that a reasonable patient would deem ‘material’ to his or her future

healthcare decisions, including choice of doctor or facility.3 ”
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Does disclosure make a Board of Medical Examiner investi-

gation more likely?

The first priority of all healthcare licensing boards is to
identify and guard against those doctors or others who rep-
resent a danger to the public safety and welfare, especially
those who act intentionally or with reckless indifference
to the consequences of their actions. Boards are also
concerned with providers who display repeated errors of a
similar nature or one particularly egregious error. As a result
of this duty to safeguard the public, the Board of Medical
Examiners (BME) has broad powers to investigate any
matter, require remedial action and impose punishment
where warranted.19

The PSA expressly states that the verbal or written
disclosures to the patient and the Department of Health
and Senior Services (DHSS) are not to be admissible in an
administrative action.14 The statute also provides that DHSS
and the Attorney General’s office “shall place primary
emphasis on corrective action by the facility or healthcare
professional, reserving punitive enforcement or disciplinary
action for those cases in which the facility or professional
has displayed recklessness, gross negligence or in which
there is evidence, based on other similar cases known to
the department (DHSS) or the Attorney General, of a pattern
of significant substandard performance that has the potential
for or actually results in harm to patients.”16

There is some concern that an admission of fault might
increase the likelihood of a BME investigation because the
provider has thereby become an “easy target” for the
Deputy Attorney General and BME. However, no case has
yet defined the extent to which the BME may access the
information obtained by the state or patient through the
PSA nor the extent to which it might be admissible in an
administrative hearing, such as a BME investigation.

Keep in mind that the BME can investigate any matter
at any time. A cover-up of fault where clear negligence
occurred could also trigger an investigation, one that may
prove lengthy and costly to the provider. Remember, counsel
fees for BME investigations are not covered by ordinary
malpractice insurance, and if the BME prevails, it often
imposes the cost of the investigation on the doctor as well.

What should I do to protect myself?

Start with a good “informed consent” discussion
with the patient before treatment commences and doc-
ument your disclosure of risks before care is rendered. If

an adverse event occurs, it will be easier to explain a
complication to a patient who understood the potential
for a poor outcome than to one who was unaware of this
possibility.

If an adverse event does occur in a facility licensed by
the State of New Jersey, you must notify the appropriate
person(s), often a risk manager. Many facilities have a
“disclosure team” trained to assist you in the notification
process. In addition, you should call your malpractice
insurance carrier. This is one of the moments for which
you have paid malpractice premiums, and you are
entitled to the resources available, including qualified
counsel.

Some companies still deny coverage if an admission
of fault is made. Therefore, protect yourself by calling
your insurance company before making disclosure. This is
not only wise; it may be required.

Won’t my disclosure give the patient’s attorney a

“roadmap”?

Perhaps, but no more of a roadmap than the patient’s
attorney is entitled to get from you under oath at trial or
in the pre-trial discovery process through written and oral
questions. Unlike criminal cases in which the defendant
cannot be compelled to testify, a medical malpractice
case is a civil action wherein your testimony can be com-
pelled. Your statement to the patient is privileged; the
facts leading to the event itself are not.

How might my facility help?

First, your facility may assist you by providing the
services of personnel who can help you understand how
to make disclosure to the patient or family. The facility
advisors can also serve as witnesses to what was said by
you and the patient. In addition, some facilities recognize
that efforts made to comfort the patient or the family may
help prevent a lawsuit. For example, some facilities
pay for hotel rooms for out-of-town family members who
must visit or stay longer than expected while the patient
recovers from the adverse event.

Can the facility or Board punish me for not disclosing

required information?

Yes. The healthcare facility is subject to fines and
other sanctions for violations of the PSA.20 Even if the
patient does not know about the event, other third
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parties that review charts, such as the Joint Commission
on Accreditation of Health Care Organizations (JCAHO),
may discover the incident. If there is no documentation
that the patient or the state has been informed of a
“serious preventable adverse event” or “adverse event
related to an allergic reaction,” the healthcare facility is
subject to state fines. This could cause the healthcare
facility or a professional board to initiate disciplinary
action against the “silent” provider, perhaps seeking
reimbursement and suspension.

What are the fines for failure to make mandatory

disclosure?

Failure to inform the patient permits the state to fine
the facility $1,000. This fine is increased to $5,000 when
the facility reported the event in a timely manner to the
state but did not inform the patient. If the facility fails to
notify the state, the fine is $1,000 per day, not to exceed
$100,000, for a general hospital, and $250 per day, not
to exceed $25,000, for all other facilities.20

Must I also report less serious incidents to the facility,

patient or the state?

The PSA encourages voluntary reporting of “pre-
ventable events,” “adverse events” and “near misses” to

the facility to discover and repair defects in the healthcare
system. Voluntary reports by the provider to the facility,
patient or state are subject to the same provisions on
discovery and admissibility as the more serious events for
which the PSA requires notice given to the facility, patient and
the state.21 However, informed consent/refusal requires
disclosure of information that a reasonable patient would
deem “material” in making healthcare choices, including
choice of provider, even though the PSA may not require
disclosure. Patient attorneys may claim silence suggests
a doctor was hiding negligence, not an explainable
“complication.”

Is it true Medicare won’t pay for services related to certain

adverse events?

Yes. As of October 1, 2008, Medicare no longer reim-
burses healthcare facilities for services related to 14 types
of adverse events.22 New Jersey has passed a similar law.23

Other states and private insurers will likely follow this trend
as an incentive toward safety.

What if the patient asks for help paying medical expenses

not covered by insurance?

Unpaid medical expenses relating to an adverse
event are another reason some patients seek counsel.
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Some facilities have chosen to assist with payment of med-
ical expenses, in appropriate situations, in an effort to avoid
the greater costs associated with malpractice cases. Pay-
ment of medical expenses is not admissible in court to
prove liability in New Jersey.24

Is the frequency of adverse events at New Jersey facilities

made public?

Yes. The public was recently given access to the fre-
quency of certain types of adverse events so patients may
choose the “safest” facility at which to receive care.25 In
response, some facilities are reemphasizing the goal of
preventing adverse events. Future federal, state and even
private healthcare reforms may extend statutory or reg-
ulatory requirements for disclosure of adverse events to
the office setting so that the payor may recoup or deny
reimbursement for services related to all adverse events in
any setting.

What should I document to help defend myself and my

colleagues?

The American Society for Healthcare Risk Management
suggests documenting the following:

1 — Clinical details. A complete, accurate factual
description of the clinical information related to the event
should always be entered in the medical record by the
appropriate healthcare provider.

2 — All communication between the healthcare provider
and the patient/family should be documented somewhere.
Consult your facility’s requirements.26

One may consider asking a competent patient or
family member to read and sign the notification docu-
mentation. It is possible that this document may increase the
chances of the patient seeking counsel, asking for a copy
of the document, leading to distrust if the document is
not disclosed. However, this document may also help
prevent or defend later claims that disclosure was not
made to the patient or family and resulted in additional
harm. If the patient is asked to sign the notification docu-
ment, he or she must be informed orally and in writing
that the acknowledgment is voluntary and in no way
constitutes a release from liability by the patient or an
admission of liability by the physician or healthcare facility.27

Are other healthcare providers reporting adverse events

to the patient and the state?

Yes. Between 2000 and 2003, only three “sentinel”
events requiring a root cause analysis were reported to
the state, obviously due to fear of disclosure.28 By con-
trast, 450 patient safety reports were sent to the state in
2006 alone. Most of these were mandatory reports that
also required disclosure to patients. These data are ana-
lyzed, and the DHSS issues annual reports on adverse
event trends and preventive measures for the benefit of
patients and providers.29

IN CONCLUSION
The Patient Safety Act is statutory law in New Jersey

intended to reduce the number of adverse events and to
provide a means of obtaining data to be analyzed so that
“system errors” can be fixed and prevented in the future.

Instead of viewing the law as a burden, see the
required disclosure as an opportunity to discuss an
adverse event with your patient and “set the record
straight.” If you do not do this proactively, patients will
seek answers from other healthcare providers or attor-
neys who may not understand what happened and may
be critical of your care. A candid discussion may start the
patient on the road to recovery and may also begin to
repair the relationship between the two of you. In addi-
tion, the report to the facility and state may ultimately
spare other patients and providers from similar events
and improve healthcare in the future.

For all these reasons, all physicians should proactively
become familiar with disclosure requirements, consult
facility procedures and seek qualified counsel for
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guidance on what patients or their families must be told
in specific situations. There are also helpful guidelines at
www.ashrm.org to help all physicians know what to say
and how to say it when informing patients of an adverse
event.

Scott T. Heller, Esq. is a Certified Civil Trial Attorney
and a partner with Reiseman, Rosenberg, Jacobs &
Heller, PC in Morris Plains, New Jersey.

The foregoing is not to be construed as legal advice.
Healthcare providers should familiarize themselves with
the policies, procedures and requirements of their
healthcare facilities for reporting and disclosing such
events to their facility and patients. Healthcare providers
are advised to consult a qualified attorney and their
insurance company on the issues discussed herein and
any related matters prior to making disclosures of any
adverse event to a patient, family member, guardian,
state agency or other person or entity.
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INTO SOCIAL MEDIA, PART I
By Simon J. Samaha, MD

MDA-107 MDAdvisor Summer '10 Online:Layout 1  8/12/10  11:22 AM  Page 42



MDADVISOR E43

There is no doubt that doctors, healthcare workers and
patients are embracing social media. A few clicks of the
mouse, and you’ll easily find physician groups, hospitals
and health systems with YouTube accounts, Twitter handles,
Facebook pages, LinkedIn profiles, blog reports and
other tools that build their online presence, share news,
provide education and more.

If your healthcare organization is not at least trying
one channel of social media, you are at risk of being per-
ceived as being behind the times. That is why, in today’s
healthcare market, the objective is no longer to deter-
mine if an organization should leverage social media but
rather how and where. However, before jumping into
this popular mode of communication, there are some
questions an organization should carefully consider.

Summit Medical Group (SMG), a group of 150 physi-
cians in Berkeley Heights, has entered the world of social
media after a long road of thoughtful research. This step-
by-step article brings you through a series of questions
that SMG sought to answer as it began its journey, and
reveals how the group now uses social media to connect
with current and potential patients. Perhaps understanding
the many benefits, concerns and risks considered by
SMG will assist other physicians and their staff as they
begin to explore social media outlets.

HOW DOES AN ORGANIZATION BUILD A CASE
FOR SOCIAL MEDIA?

Step one: Gather information.

Although the use of social media in the healthcare
industry has grown exponentially over the last two years,
some healthcare organizations find challenges in adopting
social media and, therefore, avoid the subject entirely.
Risk-averse and generally cautious about trends with-
out clear value, these organizations have legitimate
questions about what, why, where and when to share
information. The answers to these questions begin to
reveal themselves when designated members of the
organization gather information about the social media
tools available – Twitter, Facebook and YouTube are the
main outlets of social media used by many healthcare
organizations – and then monitor how other healthcare
organizations use those tools.

Designated members of Summit Medical Group’s
marketing department began exploring these popular
modes of Internet communication by researching

social media as it is used by other health organizations.
Based on the experience, the marketing department team
recommends the following:
1 — Attend conferences and webinars on uses of social
media. Twomembers of our marketing teamwent to the Dig-
ital PR Next Practices Summit in New York, hosted by PR News
(www.prnewsonline.com/resources/digitalprsummit2009.html)
for basic how-to information and to network with others
entering social media. Other department members
attended webcasts right from their offices. Many such
training programs are available; our team especially liked
ones offered by PR Week, which can be found at
www.prweekus.com/webcasts/section/175/, and Ragan
Communications, which can be found at www.ragan.com
by clicking on the Events and/or Training tabs. Ragan
offers many conferences, webinars, webcasts and work-
shops to choose from that cover all forms of social media.
2 — Watch YouTube videos. To begin, go to
www.YouTube.com; in the “search” bar on top of the page,
type “health,” or “healthcare,” “medical,” “medical center”
or a specific illness or condition and see what comes up.

Our team especially liked videos sponsored by the
Mayo Clinic, the University of California, The New York
Times, New York Medical Center, Portland St. Vincent Medical
Center’s “Pink Glove Dance” and a similar one done by Bar
Harbor Hospital. When viewing the videos, note what you
like/dislike about them. Begin to determine if your organ-
ization could benefit by producing videos, and if so, think
about the topics you would cover.
3 — Open a Twitter account. Go to www.Twitter.com and
click on “Create an Account.” Members of our team
opened accounts and then looked at health/medical organ-
izations with Twitter accounts. Examine what kinds of tweets
are posted. Examine the possible value and risks.

SMG team members began to follow the Twitter posts
of Lee Aase, Mayo Clinic’s social media manager. The team
members found that he was always willing to share insights
into how the organization benefited from online communi-
cation. To find Aase, open your Twitter account, then simply
type “Lee Aase” in the search bar, hit “enter” and you’ll
find him.
4 — Conduct focus groups. Because SMG was aware of
the value of social media as a means of gaining insight into
brand perception and awareness, the marketing team con-
ducted patient focus groups. Participants were asked to
share their views on the kinds of social media activities they
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would be interested in having SMG adopt. A blog, a Face-
book page and a Twitter account were all suggested as a
means of sharing general health tips, SMG news, expert
views on health trends, information on lectures, patient stories
and office hours.

As the SMG marketing team compiled and evaluated
its notes on healthcare videos, blogs, fan pages and patient
needs, the case for social media began to build.

WHAT IS THE OBJECTIVE?
Step two: Establish the objective.

With this research in hand, it’s now time to focus on
specific, achievable objectives. Just having a Facebook or
YouTube account is not the goal. The organization has to
know right from the start what it hopes to accomplish
through the use of social media. Do you want to build a com-
munity with current patients? Attract new patients? Gain or
give referrals? Build your brand? Establish yourself as an
expert? Think about these questions before going any further.

Our objectives in using social media are to build aware-
ness of Summit Medical Group, provide information and
education to our “followers” and, eventually, build a com-
munity with our followers. Naturally, we had to determine
who our “followers” should be. Right from the start, we
decided that we wanted to connect with external stake-
holders: patients and potential patients.

We also knew that we needed to specifically target key
healthcare decision makers – these are the people who
make the healthcare decisions for their families. In health-
care marketing, that frequently means caregivers who are
women. Although we do not target only women with our
messaging, we are always aware that they do form a large
majority of the people who consume health information

because they are usually the family caregivers for their
spouses, children, parents and, of course, themselves.

And, finally, we wanted to reach out to those we call
“friends.” These are people who may not be patients of
SMG yet but might be interested in our information and
what we have to offer. Maybe they just come to our lec-
tures or events; maybe they just use our spa or café. But
in some small way, they are in touch with us, and we want
to strengthen that connection.

WHAT ARE THE RISKS AND BENEFITS OF
SOCIAL MEDIA?

Step three: Carefully measure risks and benefits.

The benefits for any organization using social media
are often obvious. In the healthcare market, an online
presence helps patients feel that their providers are up-
to-date on the latest technology; the various modes of
social media give patients a go-to source for answers to
routine questions as well as medical information that has
been reviewed and approved by people they trust. These
sites can also serve as a means of attracting new patients
who can get a feel for the practice and the physicians
before making that first appointment. Each organization
considering social networking needs to make a detailed
list of the expected benefits.

An equally important consideration is the risks
involved. For many organizations, the benefits of social
media outweigh the risks, but one look at how Dominos
or British Petroleum (BP) has handled its crisis via
social media will show you how much damage can be
done to a brand when any citizen can post written attacks
and call for boycotts. SMG is currently performing a risk
analysis before launching a Facebook page. We realize
we need to know how we will respond to patient com-
plaints that are posted on the site. We need to consider
the possibility of libelous comments. We need to have
a policy for protecting patients’ privacy rights. We also
need to consider the following risks and consequences:
1 — Reputation risks, such as negative comments posted
about SMG or individual physicians, content alteration or
identity hijacking
2 — Security risks, such as targeted attacks from an outside
company or individual, as well as involuntary or accidental
information leaks
3 — Information technology risks, such as data theft and
the increased opportunity for malware and viruses

HELPFUL RESOURCES WHEN EXPLORING
SOCIAL MEDIA BOOKS:

Groundswell: Winning in a World Transformed by Social
Technologies, by Charlene Li and Josh Bernoff. Harvard
Business School Press, 2008.

Marketing to the Social Web: How Digital Customer Com-
munities Build Your Business, by Larry Weber. Wiley, 2009.

Internet blog: “140 Health Care Uses for Twitter” by Phil
Baumann http://philbaumann.com/2009/01/16/140-health-
care-uses-for-twitter/
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4 — General company risks, such as liability for illegal
content and Health Insurance Portability and Account-
ability Act (HIPAA) violations

There is much to be done in a risk analysis. Once all
of the risks have been identified and listed, it is important
to consider the likelihood of each one occurring, as well
as the potential severity of each consequence. Most
importantly, a practice should carefully plan its response
to each risk before going public.

WHAT RESOURCES CAN THE ORGANIZATION
COMMIT TO CREATING A SOCIAL MEDIA PRESENCE?

Step four: Allocate resources.

Using social media is not without costs in time and IT
investments. Whether your organization chooses to
adopt Twitter, Facebook or YouTube, someone in your
organization has to create these accounts and manage
them, providing content on a regular basis and monitoring
the sites for comments that may need follow-up. Does
your organization have the resources to do this? Who will
produce videos for YouTube? Will you hire an outside
company or create them in-house? These are all important
considerations when creating a social media presence
that your viewers will expect to be interactive, up-to-date
and carefully monitored.

At SMG, we have one person in our marketing
department working with Twitter and are making plans to
hire a dedicated social media coordinator to manage our
future Facebook and YouTube accounts, as well as monitor
ratings sites such as Angie’s List, Yelp, RateMDs and
Healthgrades, to make sure our listings are accurate and
up-to-date and to monitor comments. In addition, we are
utilizing an outside advertising agency to assist us as we
develop our Facebook page.

WILL THE ORGANIZATION GET ON BOARD
WITH SOCIAL MEDIA EFFORTS?

Step five: Obtain support.

After the exploration committee gathers the above
information, the final step before launch of an organiza-
tion’s social media is to get the support of your entire
organization. If management, colleagues and employees
don’t clearly understand the benefits and risks, it can be
difficult to get the most out of social media.

At SMG, our marketing manager created an educa-
tional component in which board members, physicians and
management were given informational and insightful
presentations on how social media could help the group
remain relevant in the rapidly changing healthcare envi-
ronment.

The presentations gave an overview of how outlets
such as Twitter, YouTube and Facebook are currently being
used by the healthcare community. Our marketing manager
examined the social media options, highlighted exceptional
sites and gave clear, well-researched reasons why SMG
should also consider creating a strong Internet presence.
Presently, SMG does not have its physicians involved in
social media on behalf of the group. However, this is the
type of decision that will continuously be reevaluated as the
world of social media evolves.

HOW WILL RESPONSIBLE USE OF SOCIAL MEDIA
BE MONITORED?

Step six: Develop a monitoring process.

Once you have a presence in social media, there is a
need for constant activity monitoring. At SMG, within our
Twitter account, we look at the “direct messages” feature
daily to see if anyone has made a comment that may need
a response or has a question that needs to be answered.
We do the same for news sites where news about Summit
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Medical Group has been published. We look at the “com-
ments” section of the news article for any reader-posted
comment or question that may need a response and for-
ward that question to the appropriate person within the
group for an answer. For example, in the “comments”
section of a recent press story on NJ.com about our organ-
ization, a reader had a question about insurance. Our
media relations specialist brought the question to our
marketing manager, who then contacted the manager in
charge of insurance at SMG. A response to the reader’s
question was written and handed back to the media
relations specialist, who posted the response on behalf of
Summit Medical Group.

With the support of management secured, one final
preparatory step involves the creation of social media
guidelines for all members of the organization. For an
organization, two potential pitfalls in employee social
media use must be recognized and addressed:
1 — the risk of crossing professional boundaries and
2 — the risk of violating patient privacy.

At SMG, once there was agreement that the journey
into social media should begin, we created a set of
employee participation guidelines and published them in
our Intranet Policy Manual. The purpose of the guidelines is
to clarify appropriate behaviors of employees, should they
choose to participate in social media opportunities online.
Participation is defined as contributing in any form (e.g.,
creating, posting, commenting and all forms of contribu-
tion) to social media sites, including Facebook, Twitter and
YouTube, as well as blogs, wikis and other interactive
Internet websites. The guidelines discuss permitted and
prohibited use, standards of conduct, violations and dis-
ciplinary procedures.

A valuable resource for practices developing these types
of guidelines is the online database called Social Media Gov-
ernance (http://socialmediagovernance.com/policies.php).
This database hosts social media policies from numerous
organizations, including healthcare organizations such as the
American Red Cross, Children’s Hospital Los Angeles,
Cleveland Clinic, Iowa Hospital Association, Kaiser Perma-
nente and Mayo Clinic. We have found Mayo Clinic’s
“Sharing Mayo Clinic” for its employees to be especially
well done and helpful.

Entering the world of social media is not something
that should be done quickly or superficially. This ground-
work lays the foundation for a solid Internet presence that

will support your organization and allow the benefits to
far outweigh any risks when your social media initiative
is ultimately launched.

Simon J. Samaha, MD, is President and Chief
Executive Officer of Summit Medical Group, the
largest privately held multispecialty medical practice in
New Jersey, with a main campus in Berkeley Heights
and area satellites in Berkeley Heights, Morristown,
Shorts Hills, Summit, Warren and Westfield.

SUGGESTED EMPLOYEE GUIDELINES FOR
SOCIAL MEDIA USE

1) Remember what you say online is permanently ON
THE RECORD. Never write or say anything you wouldn’t
say in front of your boss.

2) Be transparent: As appropriate, clearly identify that
you are an employee of your specific practice or
organization.

3) Don’t speak on behalf of your practice or organization
unless instructed to do so.

4) Know and follow all laws as well as your organization’s
policies regarding the release of confidential information.

5) Do not post information about a colleague without
permission.

6) Do not make derogatory, discriminatory or inflammatory
remarks or engage in negative conversation.

7) Avoid arguments and direct discussions with someone
who may be complaining about your practice or its
individual physicians. If pressed, direct them to the
appropriate person in your practice for more appropriate
follow-up.

8) If you already have a personal blog or website that
indicates in any way that you work at your practice,
you should discuss any potential conflicts of interest
with your manager.
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Visit us at www.MDAdvantageonline.com or call 888-355-5551.
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As a member of the following specialty societies and their respective purchasing alliances, you can receive significant discounts
on your MDAdvantage medical professional liability insurance premiums.
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