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In the next four years, New Jersey
physicians and other healthcare
providers will probably see pro-
found changes in how they practice
their profession. Legislators at both
the national and state levels will
almost certainlymove toward nation-

alization of medicine and will want to impose an
array of mandates that, in sum, will attempt to
provide some form of government-supported
healthcare for all citizens. The coming tsunami of
regulation will have the praiseworthy and noble
goal of placing excellentmedical care for the sick
and injured within the reach of all, but the
question of who will bear the cost and who will
decide that question may well prove difficult to
answer. These issues will become even more
acute if, as many expect, the economic picture
deteriorates even further for state and federal
governments. It is difficult to see how we can
avoidmore borrowing, higher taxes, rationing of
healthcare and politicization of nearly every
medical decision as cost control in a hyper-
regulatory environment becomes the norm.

Our goal is to help New Jersey doctors
and others in the healing professions under-
stand and cope with this changing environment.

In this issue, for example, we include articles on a wide
variety of topics, ranging from how the 1918 influenza
epidemic affected the town of Princeton and its university,
to how the human cost of mental illness affects the pro-
ductivity and earnings of business and industry, to how
we can overcome significant disparities in the provision of
prenatal care to New Jersey’s residents. We are also
pleased to announce this year’s recipients of the Edward
J. Ill Excellence in Medicine Awards®. Reading about the
accomplishments of this year’s honorees should give us a
sense of pride in the quality of the individuals among us
who have done so much for the medical community.

Finally, our thanks to those who answered our journal
survey. Your replies have encouraged us, and your comments
will be used to make the publication even better.

Sincerely,

Henry H. Sherk, MD
Editor-in-Chief

As we celebrate the first
anniversary of the publica-
tion of MDAdvisor, I look
back on a year that has
brought many challenges
for healthcare in New Jersey
and around the nation.

Clearly, the most important issue impacting
healthcare in 2009 will be the economy.

Every time I speak to a physician these
days, I hear that the economic downturn is
significantly impacting his or her practice.
Patients are having difficulties affording their
medications, and appointment cancellations
are drastically increasing as patients feel they
cannot afford their copays for appointments.
Of course, that does not even take into account
those unemployed patients who no longer carry
health insurance and the estimated two million
additional jobs expected to be lost across the
nation in the coming year.

We at MDAdvisor would like to know how
the economic challenges are impacting you. We have created
a short poll on this topic on our website, which can be
found at www.MDAdvantageonline.com under the heading
“What’s in Your Head?” I hope that you will participate in
the survey, and I look forward to reporting our findings in
the next issue of MDAdvisor.

As always, we will continue to be vigilant in discussing
the topics that arise as the healthcare landscape continues
to change.

Sincerely,

Patricia A. Costante
Chairman & CEO
MDAdvantage Insurance Company of New Jersey
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A LEADING PROVIDER OF MEDICAL PROFESSIONAL LIABILITY INSURANCE IN NEW JERSEY
Two Princess Road, Suite 2 • Lawrenceville, NJ 08648 • 888-355-5551 • www.MDAdvantageonline.com

That’s why MDAdvantage supports the Edward J. Ill Excellence in Medicine Awards.®

Chairman & CEO, MDAdvantage

New Jersey is home to some of the finest physicians, medical facilities and
treatment and education centers in the world. It takes many dedicated people
to keep New Jersey’s healthcare at this world-class level, and we believe that
the best of the best should be recognized for their outstanding efforts.

The Edward J. Ill Excellence in Medicine Awards pay tribute to New
Jersey’s physicians, researchers, healthcare professionals and community
leaders who exemplify outstanding competence, leadership and dedication to
their profession.

At MDAdvantage, we are proud to recognize those who give so much,
and we honor them by donating all profits to worthwhile charities across
our great state.

“When you’re committed to helping achieve excellence
in all areas of healthcare, you must begin by
recognizing it.”
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Dear Editor:
In the last issue of MDAdvisor, Dr. Robert Klein tells whatmight
be considered by some an impossible story in his review of the
life of Dr. Jokichi Takamine. This amazing multidimensional
Japanese chemist did the improbable by sharing both his
talent for science and his love of his native culture. He not only
developed Taka-Diastase (an enzyme used in manufacturing
even today, 112 years after its discovery) but also isolated
adrenalin and, through his gift of 2,000 Japanese cherry trees
to President Taft’s wife, added to the beauty of today’s cherry
blossom season in Washington, DC. Dr. Klein deftly examines
the adversities in Takamine’s life, including such events as a
patent fight and potential industrial sabotage. Dr. Klein’s obvi-
ous love of history resonates throughout in his adroit use of
excerpts from Dr. Takamine’s life. In the end, this biography
provides an enjoyable journey into Dr. Takamine’s legacy.

John Oppenheimer, MD
John Oppenheimer, MD
Director, Clinical Research, Pulmonary & Allergy Associates
Summit, NJ
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WHAT’S IN
YOUR
HEAD?

WE WANT TO KNOW!

How has the recent economic downturn
impacted your practice?

Have patient cancellations increased?

Have patient visits decreased?

Has the recession impacted your buying
and hiring decisions?

We want to know!

Please take a minute to fill out a 3-question multiple-choice
survey that can be found at www.MDAdvantageonline.com.
We will report the results in the next issue of MDAdvisor.
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There is a debate brewing in New Jersey on how best to make health insurance
more affordable and accessible to our citizens. In that debate, the best proposals
increase access to health insurance while promoting the goals of expanding
consumer choice and maintaining healthcare quality. Other competing ideas will
not achieve those ends.

For years, New Jerseyans have been trapped in an overregulated health
insurance market. Since 1992, state government has imposed multiple mandates
and laws forcing insurance sales to any applicant (guaranteed issue) at the same
price, regardless of health or age (community rating, which the state has only
begun to correct this year). Those regulations have limited our selection of
healthcare policies, driven insurers out of the market, made health insurance less
affordable and increased the number of uninsureds in the state.

The facts are staggering. New Jersey families pay exorbitant amounts for
healthcare coverage – an average annual health insurance premium of $10,398,
or nearly twice the national average. Compared to 1992, 40 percent fewer people
buy their health insurance on New Jersey’s individual health insurance market,
which has increased the state’s uninsured population to 15.8 percent, which
exceeds the national uninsured rate. Last year, a record 1.4 million residents –
1 of 6 people – had no health coverage in New Jersey. The state’s performance
on this issue has been so dismal that one commentator has said that New Jersey’s
current regulatory regime makes the state “the poster child for how to destroy a
health insurance market.”
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NJ Needs Healthcare Reform Like the NJHCA

By Assemblyman Jay Webber
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...more is at stake than just dollars and cents.
The experiences of Canada and Europe show
that government-controlled healthcare is cruel
to patients and harmful to doctors.

One simple solution to this problem is to expand the
choices New Jerseyans have in obtaining coverage. That is
what my bill, the New Jersey Healthcare Choice Act
(NJHCA), does. The bill would allow New Jerseyans to
purchase regulated health insurance policies from other
states and empower us to seek out and buy health insurance
policies that best fit our needs and budgets. At the same
time, the bill maintains New Jersey’s core consumer pro-
tections to make sure that insurance companies keep the
promises they make to our citizens.

New Jerseyans would benefit from this reform immedi-
ately. In other states, such as Pennsylvania, better regulations
have resulted in more affordable policies. For example,
Pennsylvania residents can purchase health insurance policies
for as little as 40 percent of the cost of comparable policies
in New Jersey, primarily because of Pennsylvania’s better
regulations. Permitting New Jersey’s citizens to access
those policies, and others from around the country, would
open the door to lower prices and policies suiting people’s
needs and budgets. More importantly, according to a
recent study, simply lowering government-created barriers
that stand between New Jerseyans and the policies that fit
them best would reduce the number of uninsured in New
Jersey by as much as 50 percent. That’s about 700,000 people,

a number too large for any serious policymaker to ignore.
And the proposal, a mere regulatory change, doesn’t cost
a dime.

But the case for healthcare choice goes beyond the
numbers. Perhaps the best evidence that we need this
law has been the dozens of unsolicited, compelling stories
I have received from residents across our state. After the
Wall Street Journal editorialized in favor of the NJHCA,
New Jersey citizens reached out to me to emphasize the
impact the bill would have on their lives. Those letters
came from small business people, the self-employed and
single moms. One particularly moving note ended with
the following: “For my sake and the sake of all who want
to have a choice or at least an affordable alternative to
health insurance, I pray for your proposal’s success.”

After healthcare choice insures as many as half our
uninsured population, we can and should address the
remainder of the uninsured pool with other common-
sense proposals that have been tried and proved in other
states. Whichever steps we choose, we should seek out
ways to cover the “chronically uninsurable” without
undermining the goal of increasing choice in the private-
sector healthcare market. In the end, when government
steps in, it should be to play the role government is

supposed to play: a safety net for the truly needy.
On the other end of the policy spectrum are proposals

to impose a universally mandated, government-sponsored
health insurance program. Creating a Trenton-based (or
Washington-based) health systemwould essentially abolish
the private insurance market, reduce individual choice
and diminish the freedom of our medical providers to
give the kind of quality care they and their patients
expect. Universal mandates to purchase coverage fail for
several reasons:
1 — citizens cannot afford the private policies forced on
them,
2 — politicians will not enforce the universal mandate
they place on their citizens and/or
3 — taxpayers cannot afford the accelerating costs of the
public subsidies required to keep the program running.

But more is at stake than just dollars and cents. The
experiences of Canada and Europe show that government-
controlled healthcare is cruel to patients and harmful to
doctors. Those government-run systems implement a
harsh method of cost control: Politicians and bureaucrats
ration care for the sick. That approach takes both the
“health” and the “care” out of healthcare – with no
escape for those who cannot afford a way out. Everyone
is indeed “insured” in those systems. But that is a hollow
achievement because coverage counts little when
patients are denied timely access to quality care. Canada’s
own Supreme Court recently indicted that country’s system
by observing, “Access to a waiting list is not access to
health care.”

The losers are patients and their doctors. In Great
Britain, a woman in her early twenties was denied a Pap
smear test simply because she, at 24, was “too young” to
need one. She sits now dying of cervical cancer, along
with other young women whose deaths were dictated by
a change in health policy by the British bureaucracy.
National Health Service dentists were forced to spend the
month of August 2008 on holiday or to turn patients away
because the dentists’ annual quotas were filled, and the
dentists would receive no more compensation for the
care they provided – even though 7 million Brits cannot
find care from an NHS dentist. The press of Europe and
Canada are filled with countless other accounts of perverse
outcomes of government-run “healthcare.”

It’s no surprise then that Canadians seek healthcare
asylum in Michigan, Washington and other northern

states – and not vice versa. American medicine is the envy
of the world, and foreigners don’t hesitate to cross the
border in favor of our healthcare. The fact is that the subjects
of single-payer systems literally are moving, by voting with
their feet, toward market-based solutions to their problems.

New Jersey needs healthcare reform like the NJHCA,
which avoids the pitfalls of government-run programs and
respects doctors and their patients. That is how we should
help provide affordable, accessible and quality healthcare
insurance to the Garden State.

Assemblyman Jay Webber is a Republican representing
the 26th Legislative District in Morris and Passaic counties.
He has been called “the state’s premier champion of
healthcare reform” and can be contacted by visiting
www.jaywebber.org.”

“
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single moms. One particularly moving note ended with
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to impose a universally mandated, government-sponsored
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doctors. Those government-run systems implement a
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escape for those who cannot afford a way out. Everyone
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patients are denied timely access to quality care. Canada’s
own Supreme Court recently indicted that country’s system
by observing, “Access to a waiting list is not access to
health care.”

The losers are patients and their doctors. In Great
Britain, a woman in her early twenties was denied a Pap
smear test simply because she, at 24, was “too young” to
need one. She sits now dying of cervical cancer, along
with other young women whose deaths were dictated by
a change in health policy by the British bureaucracy.
National Health Service dentists were forced to spend the
month of August 2008 on holiday or to turn patients away
because the dentists’ annual quotas were filled, and the
dentists would receive no more compensation for the
care they provided – even though 7 million Brits cannot
find care from an NHS dentist. The press of Europe and
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It’s no surprise then that Canadians seek healthcare
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states – and not vice versa. American medicine is the envy
of the world, and foreigners don’t hesitate to cross the
border in favor of our healthcare. The fact is that the subjects
of single-payer systems literally are moving, by voting with
their feet, toward market-based solutions to their problems.

New Jersey needs healthcare reform like the NJHCA,
which avoids the pitfalls of government-run programs and
respects doctors and their patients. That is how we should
help provide affordable, accessible and quality healthcare
insurance to the Garden State.

Assemblyman Jay Webber is a Republican representing
the 26th Legislative District in Morris and Passaic counties.
He has been called “the state’s premier champion of
healthcare reform” and can be contacted by visiting
www.jaywebber.org.”

“

MDADVISOR 76 MDADVISOR | WINTER 2009

PriMed Consulting
Independent Malpractice Brokers & Consultants

Since 1996

25 Kilmer Drive, Suite 211, Morganville, NJ 07751
Phone: 800-528-3758 Fax: 888-567-7587

Email: info@primedconsulting.com • www.primedconsulting.com

Take a closer look at your MALPRACTICE coverage.
It may save you SIGNIFICANT premium dollars.

We can help

MDA-78 MDAdvisor Winter 09 1-16-09:Layout 1  1/19/09  4:22 PM  Page 6



was given “unlimited authority to enforce all federal and
state sanitary codes, and to regulation [sic] of conditions
through the town.”1 The board promised to deal severely
with any violations of public health measures.

As a further precautionary measure, the Board of
Health asked for a voluntary protective sequestration of
sorts, advising the public to avoid travel out of town when
possible. The board also discouraged visits to and from
Camp Dix, approximately 30 miles to the south. Camp Dix
was a major training and staging installation during World
War I, and it was in the throes of a severe influenza epidemic.2

In the second week of October, Princeton designated an
influenza hospital – the former Orange Inn – to deal with
the many cases of influenza now presenting in the town.3

The Board of Health also cancelled the Liberty Parade that
was to be held on October 11.4

By October 18, influenza had reached epidemic status
in the town of Princeton. The local newspaper reported that
more than 300 cases of influenza and 50 cases of pneumonia
had been reported, with 15 of these cases resulting in
death. The town influenza hospital, opened only a week
earlier, was now full.5 With churches, schools and places of
public amusement closed, the Board of Health now
requested that all stores stop selling prepared foods in
places where the foods would be consumed on the premises.
Restaurants were requested to serve meals in their dining
rooms only, and then only to a small number of guests, to

In 1918, Princeton, New Jersey, was a
quiet town of 5,700 where social life
typically revolved around Princeton
University. The student body of this
renowned institution (where Woodrow
Wilson was an undergraduate student
from 1874 to 1879, a professor from
1890 to 1902 and its president 1902 to
1910) added 1,142 to the town’s total
population. When the influenza epi-
demic struck that year, the town and the

university recorded a relatively small number of deaths,
which may in part be attributed to the town’s unique
demographics and to the cooperation among members
of the community, the university and the military.

THE TOWN OF PRINCETON, NEW JERSEY
On October 1, 1918, in response to the influenza

pandemic, the Princeton Board of Health ordered closed
all places of public gathering, including schools, churches,
movie theaters and pool halls. The action was taken as a
precaution; although influenza-related pneumonia had
claimed two lives in Princeton, the area was not yet widely
affected by the pandemic. Interestingly, the United States
Public Health Service (USPHS) formed a military sanitation
board for the town, consisting of the local health officer and
several military and merchant marine officers. This board

By J. Alexander Navarro, PhD,
Alexandra Minna Stern, PhD
and Howard Markel, MD, PhD
The Center for the History of Medicine
The University of Michigan at Ann Arbor

“Administrators of nursing homes, prisons, boarding
schools, colleges and universities and other institutions
might be able to protect their populations from infection
if they act early and decisively, and if they keep strong
social distancing measures in place for the duration of
the epidemic.”

The 1918
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prevent crowding. Proprietors were notified that members
of the board would be making inspections of their premises.6

On Sunday, November 3, the town lifted its closure
order. Princeton was one of the last towns or cities in New Jer-
sey to do so. Although the number of new cases was declining,
and fewer than 16 people had died in the town from
influenza-related pneumonia, the epidemic was still raging
in nearby cities, especially New York City. Local authorities
therefore urged residents to continue to exercise caution.
Those suffering from suspected cases of influenza were urged
to keep out of contact with others, and families were advised
to maintain a separate room for members who were sick.
Church services were resumed on the same day, and
schools reopened on Monday, November 4.7 In December,
influenza again appeared in the town, causing 75 influenza
cases and 10 cases of pneumonia by late December. No
closure order was reinstituted, however.8 All told, the town
of Princeton recorded 32 deaths from influenza during the
second wave of the 1918–1920 pandemic.9

PRINCETON UNIVERSITY AND THE VARIOUS STUDENT
MILITARY TRAINING CORPS

Like many universities at the time, in the fall of 1918
Princeton University was temporarily transformed into a
mobilization and training camp for U.S. military troops
preparing for service on the European front. Indeed, in 1918
the vast majority (1,047 or 92 percent) of Princeton University’s
studentbody of 1,142 students entered into the various branch-
es of the military training corps, including the army, navy,
aeronautical and Paymaster’s School. Of this number, 706
were inducted into the Student Army Training Corps (SATC)
and 341 into the Student Navy Training Corps (SNTC). Only
95 men of the school’s student body were not in one of the
military training corps – those were graduate students,

those not of age 18 upon enrollment or those physically
disqualified.10 It is reasonable to assume that the majority
of these 1,142 men were single and without children.

The military ran the program in such a way that the
universities involved, Princeton included, did not incur
any additional expenses for housing or training the corps.
Cadets were housed in regular dormitories, two to four
students per room.With the increased enrollment, however,
some dormitories became very overcrowded.11 We are
unable to document the specific plans for the separation
of students in classes, athletic activities and dining halls at
Princeton University as a whole, nor can we document the
level of concern and involvement of these students’ parents.

The first influenza case in the university appeared on
September 5, 1918, in the Navy Paymaster’s School. With
that case, the university immediately began to isolate all
those presenting with symptoms of upper respiratory
infection. Perhaps because of these isolation measures,
mixed with a healthy dose of good fortune, only five

cases appeared in September.
On October 1, 200 men from the Naval Training

Camp at Pelham Bay Park in New York arrived by rail at
the Paymaster’s School. The Pelham camp experienced
very high influenza and mortality rates during the pan-
demic, and it is therefore not surprising that the Princeton
training corps’ first cases appeared among the men from
Pelham Bay Park. Several measures were taken to prevent
the spread of pandemic influenza. Upon arrival in
Princeton, each man was medically examined for influenza
symptoms, and all were treated with a nasopharyngeal
spray consisting of a chlorazene solution and menthol.
Suspected cases were sent to sick quarters for isolation
and observation.

In addition, students of the Pay-
master’s School were separated
from other Princeton students by
geography and practice. First, the
Paymaster Corps was housed in
Princeton University’s graduate
school. Second, each of the two bat-
talions had its own instructor and
four assistants, occupied its own lecture and reading
rooms and slept in its own dormitory building. Much of
daily life for the Paymaster Corps, therefore, was kept
separate from other Princeton University student
trainees. This separation was not absolute, however, as
Paymaster cadets had a daily evening recreation period
from 5:00 p.m. to 6:20 p.m. Evidence also suggests that
some students may have been given weekend leave,
although given the protective sequestration measures
taken during this period, it is unclear if such leave allowed
for off-campus travel.12

Regardless, more cases among the Pelham arrivals
appeared suddenly in the first week of October, but
appeared to be on the wane by the second week: Only
three new cases appeared between October 14 and
October 18. Given the sudden onset of influenza after
these Pelham cadets arrived, the commanding officer of
the Paymaster’s Corps recommended that the navy send
the next batch of recruits by truck instead of rail, to help
keep these men separate from the public and, therefore,
from the disease.13

Starting in October, with the onset of the epidemic in
the town of Princeton, all student trainees transferred to
Princeton University from other locations were disinfec-
ted at a specially constructed disinfecting plant. Rigid

inspections were carried out each
morning by an attending physician or
by another designated officer to
detect and isolate all cases or suspected
cases. University President James
Hibben designated the Princeton Ath-
letic Club field house as an isolation
hospital, which admitted only those

deemed to be “serious cases.” Two medical assistants from
the Paymaster’s School were detailed to help at the field
house, along with an orderly and an extra day and extra
night nurse. For several weeks after the Board of Health
ordered Princeton’s public places closed, university stu-
dents were prohibited from crossing Nassau Street, the
main thoroughfare through Princeton (cordon sanitaire), and
from entering any off-campus buildings. Passes for travel
out of town were strictly withheld and allowed only “where
exceptional circumstances of great weight render such fur-
loughs very necessary.”14 Barracks were kept well ventilated,
and bedding was aired regularly.15 In the Paymaster’s
School, cots in the dormitories were separated by at least
five feet of space. Intense training requirements were
relaxed so as not to overexert the cadets, and wherever
possible, training was done either outdoors or in a way to
reduce crowding.16

As influenza and pneumonia cases mounted in the
town of Princeton, student trainees came under more
restrictions. The various student military training units posted
a line of sentries, mostly freshmen, around each dormitory
every evening, forbidding student cadets to enter or leave
without a proper pass. Members of the training corps were
forbidden to patronize ice cream parlors or to loiter on
Nassau Street. Handkerchiefs were worn around the arms
of these sentries to distinguish them from other students
and to indicate that they had the authority to stop student
trainees.17 Although students were kept on campus, there is
no indication that faculty members, however, were restricted
in their movements. Neither were parents – several of whom,
on at least one occasion, visited their children, much to the
chagrin of the officers.18

CONCLUSIONS
According to Princeton President Hibben, the foresight

and quick action of the navy and army allowed the university to
handle the epidemic much better than the school would have
otherwise.19 Relations between the military and the university
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were not entirely smooth, however. Some members of the
university administration and faculty were annoyed by the
way the military issued public health orders. They com-
plained that special orders were frequently issued
overnight, without proper notice to academic authorities.
These orders often preempted “carefully planned schedules
and appointments of long standing,” such as large lectures
and other special events. Special details were assigned
during study periods, thereby preventing students from
studying. Cadets were called out of their classes and
ordered to report to headquarters immediately, only to
“await the convenience of the military authorities…”20 Even
President Hibben complained that although the withdrawal
of cadets from the university each month for military service
may have been a wartime neces-
sity, it had the negative effect of
“destroying all interest among
the students in their academic
studies.”21 Whether these com-
plaints were valid or not, they
point to some of the tensions
that can erupt between civilian
and military authorities in times
of contagious crisis.

Due in part to these meas-
ures, there were “a minimum number of cases of influenza
and of pneumonia, with not a single death” among the
student body, although one faculty member died of pneu-
monia. We do know that as of December 1918, there were
68 cases of influenza reported among the SATC men.22 No
morbidity data exist for the SNTC men. All the military
corps members were demobilized on December 21,
1918. Certainly, this demobilization and the Christmas
holidays shortened the duration of the epidemic at Princeton
University, as students were sent home before the epidemic
was fully over.23

In total, the report from the Princeton University infir-
mary, which treated the entire student body, recorded 192
cases of influenza, 21 cases of pneumonia and 49 cases of
grippe treated during the 1918–1919 academic year, a period
that combines the second and third waves of the pandemic.24

These numbers compare quite favorably to the experience
of other universities with military training corps. For example,
the 2,570-member SATC at the University of Michigan (the
largest SATC unit in the United States at that time) experi-
enced 1,207 cases of influenza and at least 59 deaths.

Dartmouth experienced 325 cases and at least 5 deaths.
Harvard experienced 136 influenza cases and 2 deaths
out of its 1,450-member SATC.25

The military official in charge of the Princeton training
centers, Rear Admiral Caspar F. Goodrich, noted that
what was done in Princeton probably would not have
been as successful in a larger community, especially one
that was centered on commerce or manufacturing, where
social distancing policies would have been much more
difficult to carry out effectively. He concluded that the
positive results of this historic pandemic were possible
only because of the advance preparation and the coop-
eration of all involved. He also noted that such measures
could be successful at Princeton University because the

town and the university were
so closely interconnected and
the entire community so small.26

All of this is undoubtedly
true, as smaller communities
tend to have a higher degree
of homogeneity and greater
social cohesion and can often
be monitored more easily.
Nevertheless, the lessons of
Princeton University might be

applied to subcommunities within larger cities in the
event of a future 1918-like pandemic. Administrators of
nursing homes, prisons, boarding schools, colleges and
universities and other institutions might be able to
protect their populations from infection if the authorities
act early and decisively, and if they keep strong social
distancing measures in place for the duration of the
epidemic. Indeed, recent studies have shown that even
the largest of American cities were able to dampen
morbidity and mortality rates during the 1918 pandemic
through the early, layered and sustained implementation
of social distancing measures.27

Editor’s Note: This article reminds us all of the need
for ongoing pandemic influenza planning. For more
information on this important topic, see Commissioner
Heather Howard’s article, “Pandemic Influenza Planning
Is Shared Responsibility,” published in the Fall 2008 issue
of MDAdvisor.
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were not entirely smooth, however. Some members of the
university administration and faculty were annoyed by the
way the military issued public health orders. They com-
plained that special orders were frequently issued
overnight, without proper notice to academic authorities.
These orders often preempted “carefully planned schedules
and appointments of long standing,” such as large lectures
and other special events. Special details were assigned
during study periods, thereby preventing students from
studying. Cadets were called out of their classes and
ordered to report to headquarters immediately, only to
“await the convenience of the military authorities…”20 Even
President Hibben complained that although the withdrawal
of cadets from the university each month for military service
may have been a wartime neces-
sity, it had the negative effect of
“destroying all interest among
the students in their academic
studies.”21 Whether these com-
plaints were valid or not, they
point to some of the tensions
that can erupt between civilian
and military authorities in times
of contagious crisis.

Due in part to these meas-
ures, there were “a minimum number of cases of influenza
and of pneumonia, with not a single death” among the
student body, although one faculty member died of pneu-
monia. We do know that as of December 1918, there were
68 cases of influenza reported among the SATC men.22 No
morbidity data exist for the SNTC men. All the military
corps members were demobilized on December 21,
1918. Certainly, this demobilization and the Christmas
holidays shortened the duration of the epidemic at Princeton
University, as students were sent home before the epidemic
was fully over.23

In total, the report from the Princeton University infir-
mary, which treated the entire student body, recorded 192
cases of influenza, 21 cases of pneumonia and 49 cases of
grippe treated during the 1918–1919 academic year, a period
that combines the second and third waves of the pandemic.24

These numbers compare quite favorably to the experience
of other universities with military training corps. For example,
the 2,570-member SATC at the University of Michigan (the
largest SATC unit in the United States at that time) experi-
enced 1,207 cases of influenza and at least 59 deaths.

Dartmouth experienced 325 cases and at least 5 deaths.
Harvard experienced 136 influenza cases and 2 deaths
out of its 1,450-member SATC.25

The military official in charge of the Princeton training
centers, Rear Admiral Caspar F. Goodrich, noted that
what was done in Princeton probably would not have
been as successful in a larger community, especially one
that was centered on commerce or manufacturing, where
social distancing policies would have been much more
difficult to carry out effectively. He concluded that the
positive results of this historic pandemic were possible
only because of the advance preparation and the coop-
eration of all involved. He also noted that such measures
could be successful at Princeton University because the

town and the university were
so closely interconnected and
the entire community so small.26

All of this is undoubtedly
true, as smaller communities
tend to have a higher degree
of homogeneity and greater
social cohesion and can often
be monitored more easily.
Nevertheless, the lessons of
Princeton University might be

applied to subcommunities within larger cities in the
event of a future 1918-like pandemic. Administrators of
nursing homes, prisons, boarding schools, colleges and
universities and other institutions might be able to
protect their populations from infection if the authorities
act early and decisively, and if they keep strong social
distancing measures in place for the duration of the
epidemic. Indeed, recent studies have shown that even
the largest of American cities were able to dampen
morbidity and mortality rates during the 1918 pandemic
through the early, layered and sustained implementation
of social distancing measures.27

Editor’s Note: This article reminds us all of the need
for ongoing pandemic influenza planning. For more
information on this important topic, see Commissioner
Heather Howard’s article, “Pandemic Influenza Planning
Is Shared Responsibility,” published in the Fall 2008 issue
of MDAdvisor.
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Improvements in communications technology present hope for enhanced
quality, reduced cost and increased access in the delivery of medical care and
services, without regard to geographic limitations. Through the use of the
Internet and cybermedicine technology, physicians are able to obtain or provide
interpretations of imaging studies that have been digitally transmitted great
distances and to observe or participate in medical procedures remotely. In a
prior article, various regulatory controls and licensure requirements regarding
New Jersey physicians and telemedicine practice were reviewed.1 This article
will focus more closely on how the use of this technology may expose a physician
to a court proceeding in a state or location in the United States distant from
where the physician maintains a practice. (The implications arising from providers
located in other countries are not addressed in this article.)
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THE DOCTRINE OF PERSONAL JURISDICTION
As is the case with all aspects of medical care, telemed-

icine has risks of error and injury. When that unfortunate
circumstance occurs, a patient may have an option to sue for
malpractice either in the patient’s local jurisdiction or in the
physician’s jurisdiction. Because of its licensure and regulation
of the physician, the physician’s state would have a sufficient
relationship to the potential lawsuit to provide a forum for
its resolution. But the patient’s presumably distant state
certainly would seem to have sufficient ties as well because
it would be the location of either the alleged malpractice
or at least the location of the injury-causing event. This is
especially likely if the physician were deemed to be
practicing medicine in that locality through the means
of telemedicine technology.

These factors evoke the doctrine of personal jurisdiction.
Fundamental constitutional principles of due process

require that potential defendants have reasonable
opportunities to structure their affairs to avoid being
forced to defend themselves in out-of-state jurisdictions
and the ability to choose in which states’ affairs the potential
defendants might involve themselves. The doctrine of
personal jurisdiction seeks to balance the plaintiff’s right
to sue without significant difficulty against the defendant’s
right to avoid forced travel and trial in a foreign jurisdiction.
The doctrine is an imprecise tool.

A BRIEF PRIMER ON JURISDICTION
Jurisdiction is the term for the authority of a court to

exercise power over a case and the litigants in that case
so as to render a judgment resolving the controversy. The
principle of jurisdiction involves several components,
including the authority to hear cases of particular types or
subject matter. Most courts are courts of general rather
than limited jurisdiction.

In addition to subject matter jurisdiction, a court

must have personal jurisdiction over the parties to the
case, and the defendants in particular, so as to bind them
by the court’s judgment. In filing a lawsuit, a plaintiff consents
to the court’s jurisdiction. A defendant may also consent.
But the foundational principle is that the defendant has
received notice of the institution of court proceedings
based on sufficient contact between the defendant and
the location of the proceedings. This notice establishes
that it is fair for the court to hear the matter.

Historically, the notice and contact requirements
were satisfied through the process of physically giving a
copy of the summons and complaint to the defendant
while actually within the state’s geographic boundaries.
Eventually, service of process through the mail beyond
the state’s borders was used. In 1945, the U.S.
Supreme Court approved of the doctrine of “long-arm
jurisdiction.”2 A state may exercise personal jurisdiction

over an out-of-state defendant not served with process
within the state so long as that defendant has “sufficient
minimum contacts” with the forum state, such that the
exercise of jurisdiction “will not offend traditional notions
of fair play and substantial justice.”3 There must have
been a sufficient level of personal or business contacts
with the state so that the defendant could reasonably
expect to be sued there. A person who has a regular
recurring presence in the state or has purposely taken
advantage of some resources or opportunities in that
state is likely to be subject to the exercise of long-arm
jurisdiction.

The very term “long-arm jurisdiction” implies a
reaching beyond a state’s borders to bring defendants
from elsewhere before the local courts. Because actual
physical presence within the state has become less
important to how things get done in the modern world, a
defendant need not have actually entered a state to
cause harm there. It is likely that it was the potential

defendant who had initiated
the out-of-state contact
and done the reaching into
the forum state. It is that
act of reaching into another
state that provides the
justification for that state
court to reach back and
pull the defendants in to
answer for harms alleged

to have been caused by the defendants’ acts or omissions.

NEW JERSEY CASES INVOLVING
NONRESIDENT PHYSICIANS

Not surprisingly, the issue of whether or not New Jersey
courts can exercise power over physicians located and
practicing outside the state has been litigated. These
decisions did not involve issues of telemedicine but
provide some basis for analysis.

The first New Jersey case challenging long-arm juris-
diction was decided in 1987. A New Jersey physician
referred his patient for a neuro-ophthalmic evaluation to
a physician located in Philadelphia.4 The patient saw the
specialist in his Philadelphia office on two dates. A written
report was sent to the New Jersey physician suggest-
ing a course of treatment with follow-up telephone
calls between the out-of-state consultant and the New

Jersey physician.
The trial court denied the defendant’s motion to dismiss

based on lack of personal jurisdiction. This was reversed on
appeal. The court reviewed the principles of long-arm juris-
diction and the requirement for minimum contacts. The court
concluded there was no act of the Pennsylvania physician
by which he “purposefully availed himself of the privilege of
practicing medicine in New Jersey which would satisfy the
test of a transactional contact for jurisdictional purposes.”
It did not matter that the specialist was not licensed in New
Jersey. He had neither initiated nor sought the consultation;
rather, it had been requested by one of the New Jersey
physicians treating the plaintiff.

The court also found it significant that the patient had
voluntarily traveled from the forum state to obtain the benefit
of the physician’s services. The court concluded that to rule
otherwise would have a “chilling effect” on the availability
of professional services since specialists might be hesitant
to treat nonresidents if the specialists knew that they could
thereafter be compelled to travel to foreign states to
defend malpractice claims. The Appellate Division directed
the dismissal of the complaint.

Two years later, a different panel of the intermediate
Appellate Division reached a contrary conclusion.5 This
case involved a New York physician, psychologists and a
hospital that had evaluated the plaintiff concerning alleged
sexual abuse of a grandchild. The plaintiff’s former daugh-
ter-in-law, who resided in New York, raised the abuse
allegations to prevent visitation with grandparents living in
New Jersey. The evaluation resulted in reports that were
sent to a Superior Court judge in New Jersey. The complaint
was dismissed at the trial level, but that decision was
reversed on appeal.

This panel of the Appellate Division noted that the
report was “intended to have an effect in a New Jersey pro-
ceeding.” Comparing this to activity such as discharging a
firearm across state lines or the purchase of stock through a
broker who would execute the transaction in New York, the
court concluded that a single contact could provide the
basis for jurisdiction. “Similarly, a physician or other health-
care professional who issues a report, intending that it will
be the basis for action in another state, should realize that
liability can follow in the courts of that state.”

The court recognized the “apparently contrary opinion”
that had been previously issued but saw a difference
between examination, treatment and advice rendered solely

“IT IS THAT ACT OF REACHING INTO ANOTHER STATE THAT PROVIDES THE JUSTIFICATION
FOR THAT STATE COURT TO REACH BACK AND PULL THE DEFENDANTS IN TO ANSWER
FOR HARMS ALLEGED TO HAVE BEEN CAUSED BY THEIR ACTS OR OMISSIONS.”
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of the physician, the physician’s state would have a sufficient
relationship to the potential lawsuit to provide a forum for
its resolution. But the patient’s presumably distant state
certainly would seem to have sufficient ties as well because
it would be the location of either the alleged malpractice
or at least the location of the injury-causing event. This is
especially likely if the physician were deemed to be
practicing medicine in that locality through the means
of telemedicine technology.

These factors evoke the doctrine of personal jurisdiction.
Fundamental constitutional principles of due process

require that potential defendants have reasonable
opportunities to structure their affairs to avoid being
forced to defend themselves in out-of-state jurisdictions
and the ability to choose in which states’ affairs the potential
defendants might involve themselves. The doctrine of
personal jurisdiction seeks to balance the plaintiff’s right
to sue without significant difficulty against the defendant’s
right to avoid forced travel and trial in a foreign jurisdiction.
The doctrine is an imprecise tool.

A BRIEF PRIMER ON JURISDICTION
Jurisdiction is the term for the authority of a court to

exercise power over a case and the litigants in that case
so as to render a judgment resolving the controversy. The
principle of jurisdiction involves several components,
including the authority to hear cases of particular types or
subject matter. Most courts are courts of general rather
than limited jurisdiction.

In addition to subject matter jurisdiction, a court

must have personal jurisdiction over the parties to the
case, and the defendants in particular, so as to bind them
by the court’s judgment. In filing a lawsuit, a plaintiff consents
to the court’s jurisdiction. A defendant may also consent.
But the foundational principle is that the defendant has
received notice of the institution of court proceedings
based on sufficient contact between the defendant and
the location of the proceedings. This notice establishes
that it is fair for the court to hear the matter.

Historically, the notice and contact requirements
were satisfied through the process of physically giving a
copy of the summons and complaint to the defendant
while actually within the state’s geographic boundaries.
Eventually, service of process through the mail beyond
the state’s borders was used. In 1945, the U.S.
Supreme Court approved of the doctrine of “long-arm
jurisdiction.”2 A state may exercise personal jurisdiction

over an out-of-state defendant not served with process
within the state so long as that defendant has “sufficient
minimum contacts” with the forum state, such that the
exercise of jurisdiction “will not offend traditional notions
of fair play and substantial justice.”3 There must have
been a sufficient level of personal or business contacts
with the state so that the defendant could reasonably
expect to be sued there. A person who has a regular
recurring presence in the state or has purposely taken
advantage of some resources or opportunities in that
state is likely to be subject to the exercise of long-arm
jurisdiction.

The very term “long-arm jurisdiction” implies a
reaching beyond a state’s borders to bring defendants
from elsewhere before the local courts. Because actual
physical presence within the state has become less
important to how things get done in the modern world, a
defendant need not have actually entered a state to
cause harm there. It is likely that it was the potential

defendant who had initiated
the out-of-state contact
and done the reaching into
the forum state. It is that
act of reaching into another
state that provides the
justification for that state
court to reach back and
pull the defendants in to
answer for harms alleged

to have been caused by the defendants’ acts or omissions.

NEW JERSEY CASES INVOLVING
NONRESIDENT PHYSICIANS

Not surprisingly, the issue of whether or not New Jersey
courts can exercise power over physicians located and
practicing outside the state has been litigated. These
decisions did not involve issues of telemedicine but
provide some basis for analysis.

The first New Jersey case challenging long-arm juris-
diction was decided in 1987. A New Jersey physician
referred his patient for a neuro-ophthalmic evaluation to
a physician located in Philadelphia.4 The patient saw the
specialist in his Philadelphia office on two dates. A written
report was sent to the New Jersey physician suggest-
ing a course of treatment with follow-up telephone
calls between the out-of-state consultant and the New

Jersey physician.
The trial court denied the defendant’s motion to dismiss

based on lack of personal jurisdiction. This was reversed on
appeal. The court reviewed the principles of long-arm juris-
diction and the requirement for minimum contacts. The court
concluded there was no act of the Pennsylvania physician
by which he “purposefully availed himself of the privilege of
practicing medicine in New Jersey which would satisfy the
test of a transactional contact for jurisdictional purposes.”
It did not matter that the specialist was not licensed in New
Jersey. He had neither initiated nor sought the consultation;
rather, it had been requested by one of the New Jersey
physicians treating the plaintiff.

The court also found it significant that the patient had
voluntarily traveled from the forum state to obtain the benefit
of the physician’s services. The court concluded that to rule
otherwise would have a “chilling effect” on the availability
of professional services since specialists might be hesitant
to treat nonresidents if the specialists knew that they could
thereafter be compelled to travel to foreign states to
defend malpractice claims. The Appellate Division directed
the dismissal of the complaint.

Two years later, a different panel of the intermediate
Appellate Division reached a contrary conclusion.5 This
case involved a New York physician, psychologists and a
hospital that had evaluated the plaintiff concerning alleged
sexual abuse of a grandchild. The plaintiff’s former daugh-
ter-in-law, who resided in New York, raised the abuse
allegations to prevent visitation with grandparents living in
New Jersey. The evaluation resulted in reports that were
sent to a Superior Court judge in New Jersey. The complaint
was dismissed at the trial level, but that decision was
reversed on appeal.

This panel of the Appellate Division noted that the
report was “intended to have an effect in a New Jersey pro-
ceeding.” Comparing this to activity such as discharging a
firearm across state lines or the purchase of stock through a
broker who would execute the transaction in New York, the
court concluded that a single contact could provide the
basis for jurisdiction. “Similarly, a physician or other health-
care professional who issues a report, intending that it will
be the basis for action in another state, should realize that
liability can follow in the courts of that state.”

The court recognized the “apparently contrary opinion”
that had been previously issued but saw a difference
between examination, treatment and advice rendered solely

“IT IS THAT ACT OF REACHING INTO ANOTHER STATE THAT PROVIDES THE JUSTIFICATION
FOR THAT STATE COURT TO REACH BACK AND PULL THE DEFENDANTS IN TO ANSWER
FOR HARMS ALLEGED TO HAVE BEEN CAUSED BY THEIR ACTS OR OMISSIONS.”
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in another state to a New Jersey patient and examination in
another state followed by advice to the New Jersey-referring
doctors concerning how the patient should be treated. The
court commented that the former situation might insulate
the physician from long-arm jurisdiction, whereas the latter
should not. In further questioning the prior decision, the
court also noted that “physical entry” into New Jersey was
not necessary and that the Pennsylvania physician could
be viewed as having entered into a contract that would
have a significant effect in New Jersey, justifying the
exercise of jurisdiction.

The only other reported decision addressing this issue
is a trial-level opinion.6 That case involved a physician prac-
ticing only in New York although he was licensed in New
Jersey. The patient had traveled from New Jersey to New
York City after reading an advertisement in the Daily News
and then telephoning from New Jersey, using a toll-free
number, to schedule the appointment in New York. The
judge noted that the Daily News was widely circulated in
New Jersey.

In denying the motion to dismiss for lack of jurisdiction,

the judge pointed to a number of factors justifying the
court’s exercise of power over the defendant. These
included the advertisements in a newspaper having a
substantial New Jersey circulation and the use of a toll-free
number to attract business. “The defendants reached
into New Jersey to attract and induce [plaintiff] to use
their services.” In addition, there were follow-up mailings
of direct solicitations to the plaintiff’s New Jersey home,
encouraging him to tell his friends about the defendants’
services and to distribute enclosed business cards. The
court concluded:

Defendants certainly should not be surprised to
be hauled into the courts of New Jersey. It is not
necessary here to consider whether general juris-
diction may exist, i.e., whether defendants’ activities
were systematic and continuous, because plaintiffs
have made a sufficient showing of the existence of
minimum contacts for specific jurisdiction. … Defen-
dants, who sought to reap financial reward from New
Jersey residents, cannot justly claim that it is unfair to
be brought into the New Jersey courts to defend
their activities.7

There have been no other reported decisions since
this judgment in 1991.

INTERNET JURISDICTION DECISIONS
AND TELEMEDICINE

While there is no New Jersey decision dealing with
the telemedicine long-arm jurisdiction issue, the effect of
use of the Internet has been analyzed and will likely
provide some guidance for future telemedicine cases. In
Blakey v. Continental Airlines, Inc.,8 the New Jersey
Supreme Court dealt with the posting of allegedly
defamatory and sexually harassing comments about
the plaintiff on an Internet electronic bulletin board
maintained for Continental employees. The plaintiff was
Continental’s first female captain of an advanced type of
aircraft, who had previously been involved in sexual dis-
crimination litigation with her employer. In the Internet
case, based on lack of personal jurisdiction, the court
considered a motion to dismiss the complaint against
individual defendant pilots who did not live and were not
based in New Jersey.

The court explicitly commented that the case before
it was “a poor vehicle through which to explore the

complexities of personal jurisdiction in an age of
electronic commerce.” To the extent that the court
faced the question, the New Jersey Supreme
Court stated that “rather than to attempt to create
a new order of jurisdictional analysis adapted to
the Internet,” it would prefer “to adhere to the
basics.” The court identified the first step
in this regard as determining whether the
defendants had the requisite minimum
contacts with New Jersey.

A key question in the case was
whether the harassment was expected
or intended to cause injury in New Jersey.
“[T]he means by which a message is
communicated is not as important as the
quality of the contact.” The use of the

instrumentalities of commerce to tap an interstate market
is a relevant contact to be considered.

The second consideration in assessing the exercise of
long-arm jurisdiction in this case was how such jurisdiction
would affect traditional notions of fair play and substantial
justice. The court identified “the flip-side of the purposeful
availment doctrine” as whether the offending party could
reasonably anticipate that the forum state would have a
substantial interest in vindicating the personal rights of
the injured party. From the record before the court, it was
unable to determine whether the defendants knew at the
time of their statements that plaintiff was pursuing an
action in New Jersey and remanded the case for further
discovery on that point.

More recently in 2007, the Appellate Division consid-
ered the principles of long-arm jurisdiction in the context
of Internet activity in a libel case brought by New Jersey
residents against a California resident.9 Postings were
made to an Internet newsgroup to which both plaintiffs
and defendant belonged. Suit was filed in New Jersey.
Defendant consulted counsel in California who advised
him that New Jersey did not have jurisdiction over him.
Based on that legal advice, the defendant did not appear

in court to contest the action. A default judgment
was entered against him in New Jersey. The
defendant subsequently attempted to vacate the
default judgment. The motion to vacate was
denied, leading to the appeal.

The Appellate Division reviewed decisions
in other jurisdictions that had held that

the mere posting of messages
on an Internet online forum

was not sufficient for the
exercise of personal juris-
diction. The court saw

those other decisions as involving different circumstances.
In some of these cases, there was no evidence that the
alleged wrongdoer had knowingly sent the defamatory com-
ments to the forum states. With regard to Blakey v. Continental
Airlines, Inc., the court concluded that the New Jersey
Supreme Court had adopted the “effects” test that had
been previously approved by the United States Supreme
Court as a basis for personal jurisdiction in printed libel
cases.10 In the case before the court, it found that the
author of the messages “did, indeed, target them to New
Jersey.” He not only knew that the plaintiffs resided there
but knew the municipality they resided in and made specific
disparaging comments about it in the postings. The court
concluded this portion of its opinion, stating: “Indeed, we
would deem it against the policy of our courts to deny
these plaintiffs a forum in which to seek redress.” The court
affirmed the exercise of personal jurisdiction over the
California-based defendant.

PERSONAL JURISDICTION IN A CRIMINAL CASE
The potential for ensnarement of a telemedicine prac-

titioner was dramatically demonstrated in a 2007 California
decision. This was not a civil liability or malpractice lawsuit
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in another state to a New Jersey patient and examination in
another state followed by advice to the New Jersey-referring
doctors concerning how the patient should be treated. The
court commented that the former situation might insulate
the physician from long-arm jurisdiction, whereas the latter
should not. In further questioning the prior decision, the
court also noted that “physical entry” into New Jersey was
not necessary and that the Pennsylvania physician could
be viewed as having entered into a contract that would
have a significant effect in New Jersey, justifying the
exercise of jurisdiction.

The only other reported decision addressing this issue
is a trial-level opinion.6 That case involved a physician prac-
ticing only in New York although he was licensed in New
Jersey. The patient had traveled from New Jersey to New
York City after reading an advertisement in the Daily News
and then telephoning from New Jersey, using a toll-free
number, to schedule the appointment in New York. The
judge noted that the Daily News was widely circulated in
New Jersey.

In denying the motion to dismiss for lack of jurisdiction,

the judge pointed to a number of factors justifying the
court’s exercise of power over the defendant. These
included the advertisements in a newspaper having a
substantial New Jersey circulation and the use of a toll-free
number to attract business. “The defendants reached
into New Jersey to attract and induce [plaintiff] to use
their services.” In addition, there were follow-up mailings
of direct solicitations to the plaintiff’s New Jersey home,
encouraging him to tell his friends about the defendants’
services and to distribute enclosed business cards. The
court concluded:

Defendants certainly should not be surprised to
be hauled into the courts of New Jersey. It is not
necessary here to consider whether general juris-
diction may exist, i.e., whether defendants’ activities
were systematic and continuous, because plaintiffs
have made a sufficient showing of the existence of
minimum contacts for specific jurisdiction. … Defen-
dants, who sought to reap financial reward from New
Jersey residents, cannot justly claim that it is unfair to
be brought into the New Jersey courts to defend
their activities.7

There have been no other reported decisions since
this judgment in 1991.

INTERNET JURISDICTION DECISIONS
AND TELEMEDICINE

While there is no New Jersey decision dealing with
the telemedicine long-arm jurisdiction issue, the effect of
use of the Internet has been analyzed and will likely
provide some guidance for future telemedicine cases. In
Blakey v. Continental Airlines, Inc.,8 the New Jersey
Supreme Court dealt with the posting of allegedly
defamatory and sexually harassing comments about
the plaintiff on an Internet electronic bulletin board
maintained for Continental employees. The plaintiff was
Continental’s first female captain of an advanced type of
aircraft, who had previously been involved in sexual dis-
crimination litigation with her employer. In the Internet
case, based on lack of personal jurisdiction, the court
considered a motion to dismiss the complaint against
individual defendant pilots who did not live and were not
based in New Jersey.

The court explicitly commented that the case before
it was “a poor vehicle through which to explore the

complexities of personal jurisdiction in an age of
electronic commerce.” To the extent that the court
faced the question, the New Jersey Supreme
Court stated that “rather than to attempt to create
a new order of jurisdictional analysis adapted to
the Internet,” it would prefer “to adhere to the
basics.” The court identified the first step
in this regard as determining whether the
defendants had the requisite minimum
contacts with New Jersey.

A key question in the case was
whether the harassment was expected
or intended to cause injury in New Jersey.
“[T]he means by which a message is
communicated is not as important as the
quality of the contact.” The use of the

instrumentalities of commerce to tap an interstate market
is a relevant contact to be considered.

The second consideration in assessing the exercise of
long-arm jurisdiction in this case was how such jurisdiction
would affect traditional notions of fair play and substantial
justice. The court identified “the flip-side of the purposeful
availment doctrine” as whether the offending party could
reasonably anticipate that the forum state would have a
substantial interest in vindicating the personal rights of
the injured party. From the record before the court, it was
unable to determine whether the defendants knew at the
time of their statements that plaintiff was pursuing an
action in New Jersey and remanded the case for further
discovery on that point.

More recently in 2007, the Appellate Division consid-
ered the principles of long-arm jurisdiction in the context
of Internet activity in a libel case brought by New Jersey
residents against a California resident.9 Postings were
made to an Internet newsgroup to which both plaintiffs
and defendant belonged. Suit was filed in New Jersey.
Defendant consulted counsel in California who advised
him that New Jersey did not have jurisdiction over him.
Based on that legal advice, the defendant did not appear

in court to contest the action. A default judgment
was entered against him in New Jersey. The
defendant subsequently attempted to vacate the
default judgment. The motion to vacate was
denied, leading to the appeal.

The Appellate Division reviewed decisions
in other jurisdictions that had held that

the mere posting of messages
on an Internet online forum

was not sufficient for the
exercise of personal juris-
diction. The court saw

those other decisions as involving different circumstances.
In some of these cases, there was no evidence that the
alleged wrongdoer had knowingly sent the defamatory com-
ments to the forum states. With regard to Blakey v. Continental
Airlines, Inc., the court concluded that the New Jersey
Supreme Court had adopted the “effects” test that had
been previously approved by the United States Supreme
Court as a basis for personal jurisdiction in printed libel
cases.10 In the case before the court, it found that the
author of the messages “did, indeed, target them to New
Jersey.” He not only knew that the plaintiffs resided there
but knew the municipality they resided in and made specific
disparaging comments about it in the postings. The court
concluded this portion of its opinion, stating: “Indeed, we
would deem it against the policy of our courts to deny
these plaintiffs a forum in which to seek redress.” The court
affirmed the exercise of personal jurisdiction over the
California-based defendant.

PERSONAL JURISDICTION IN A CRIMINAL CASE
The potential for ensnarement of a telemedicine prac-

titioner was dramatically demonstrated in a 2007 California
decision. This was not a civil liability or malpractice lawsuit
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but rather a criminal charge.
In Hageseth v. Superior Court,11 the California Court of

Appeal held that a Colorado physician, who was not
licensed to practice in California but who wrote a prescrip-
tion for a Prozac generic equivalent via the Internet for a
California resident, was subject to the criminal jurisdiction
of the Superior Court. Dr. Hageseth wrote a prescription for
a 19-year-old California resident whom the physician had never
examined, seen or even spoken to; the teenager filled out
an online questionnaire (without sending an accompanying
prescription from a local personal physician) and obtained
a prescription for Prozac from Dr. Hageseth (who was aware
that the teenager lived in California). The prescription was
filled by an online pharmacy provider in Mississippi. Shortly
after obtaining the Prozac, the teenager committed suicide,
and Prozac was found in his bloodstream. Dr. Hageseth was
charged with the criminal practice of medicine without a
license.

The court spent considerable time explaining the con-
stitutional nature of personal jurisdiction in a criminal,
rather than a civil, case and that the “minimum contacts”
rule of jurisdiction over defendants in civil matters does not
apply in criminal cases. Nonetheless, the court held that
public policy and state law provided the authority for Cali-
fornia to have personal jurisdiction over Hageseth as a
result of the harm the prescription he wrote caused in the

state of California. Laws that
confer jurisdiction over those
whose criminal activities span
more than one state are
generally “premised on the
belief that a state should
have jurisdiction over those
whose conduct affects persons
in the state or an interest of
the state, provided that it is
not unjust under the circum-
stances to subject the defen-
dant to the laws of the state.”
The court utilized an approach
that is sometimes called the
“detrimental effect theory”
of extraterritorial jurisdiction
and “has been described as
a ‘doctrine of constructive
presence.’” The court stated

that it made “no difference that the charged conduct
took place in cyberspace rather than in real space.”

At the same time, the court sought to reassure those
worried that this decision would have a negative impact
on telemedicine. The court pointed out that the practice of
telemedicine is specifically authorized under California
law but with provisions. These provisions call for a practi-
tioner located outside the state to be in actual consultation
with a California-licensed practitioner and to not give
orders or have ultimate authority for the care of a patient
located in California. In addition, California law requires a
physician to conduct an examination before prescribing
medication.

The California Supreme Court declined to review the
matter. A related malpractice suit filed by the family in the
federal court for California against the physician, the
pharmacy and others involved in the online prescription
writing process was voluntarily dismissed because of the
pending criminal charges against Dr. Hageseth with a
right of reinstatement in the future, and thus did not
address the long-arm jurisdiction question.12

IMPLICATIONS FOR TELERADIOLOGY
Whether “minimal contacts” would be established in

any single instance of telemedicine is unclear. A single
consultation might be too attenuated a contact to meet

this criterion. However, as physicians enter into consultation
contracts calling for the regular and ongoing provision
of services in other states, this relationship becomes less
attenuated, and a legal finding of a basis of jurisdiction
becomes more likely. This is especially the case in the
area of teleradiology.

Radiologists are responsible for providing prompt,
emergency imaging services, very often on a demanding
24/7 basis. The volume of emergency radiology studies
has increased exponentially. This is especially true of
computed tomography (CT), perhaps because the
effective use of CT has been shown to decrease hospital
admissions.

Along with this increase in after-hours exams, the
workload per radiologist during daytime hours has also
increased. This increase is due not entirely to total
imaging volume but primarily because of workforce
shortages. In response, a phenomenon known as
“nighthawks” has developed. This term applies to groups
of American-trained diagnostic radiologists who provide
immediate diagnostic interpretation of CT images
obtained in emergency rooms after hours. These images
are digitalized and then shipped via broadband networks
from hospitals in the United States to reading centers
elsewhere, both within the country and overseas. The
images are read using imaging standards developed by
the American College of Radiology, and then a report
is returned, usually within an hour.

A remote, out-of-state physician using the Internet or
telecommunications technology is engaging in conduct
that manifestly is intended to have an effect in New
Jersey. Similarly, the regular interpretation of radiological
studies across state lines injects a physician into the
activities of that other state. This is true of physicians
working outside New Jersey reading studies to provide
24/7 coverage as well as of New Jersey physicians who
have entered into agreements to provide similar services
to other locations.

CONSIDER LONG-ARM JURISDICTION
There is no reported court decision in New Jersey

or elsewhere that has fully addressed the personal
jurisdiction issues of telemedicine for malpractice
exposure. But it is clear that if New Jersey physicians make
themselves available for telemedicine services, the
physicians may be subject to long-arm jurisdiction by the

state where the patient resides and may need to defend a
lawsuit in a distant forum.

Under these circumstances, the potential need to
defend a lawsuit in a remote jurisdiction must be recognized
and taken into account when engaging in telemedicine or
dealing with a telemedicine practitioner.

John Zen Jackson is certified by the Supreme Court
of New Jersey as a civil trial attorney. He is a principal of
the healthcare law firm Kalison, McBride, Jackson & Hetzel,
P.C. located at 25 Independence Boulevard in Warren,
New Jersey (www.kmjmlaw.com).
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but rather a criminal charge.
In Hageseth v. Superior Court,11 the California Court of

Appeal held that a Colorado physician, who was not
licensed to practice in California but who wrote a prescrip-
tion for a Prozac generic equivalent via the Internet for a
California resident, was subject to the criminal jurisdiction
of the Superior Court. Dr. Hageseth wrote a prescription for
a 19-year-old California resident whom the physician had never
examined, seen or even spoken to; the teenager filled out
an online questionnaire (without sending an accompanying
prescription from a local personal physician) and obtained
a prescription for Prozac from Dr. Hageseth (who was aware
that the teenager lived in California). The prescription was
filled by an online pharmacy provider in Mississippi. Shortly
after obtaining the Prozac, the teenager committed suicide,
and Prozac was found in his bloodstream. Dr. Hageseth was
charged with the criminal practice of medicine without a
license.

The court spent considerable time explaining the con-
stitutional nature of personal jurisdiction in a criminal,
rather than a civil, case and that the “minimum contacts”
rule of jurisdiction over defendants in civil matters does not
apply in criminal cases. Nonetheless, the court held that
public policy and state law provided the authority for Cali-
fornia to have personal jurisdiction over Hageseth as a
result of the harm the prescription he wrote caused in the

state of California. Laws that
confer jurisdiction over those
whose criminal activities span
more than one state are
generally “premised on the
belief that a state should
have jurisdiction over those
whose conduct affects persons
in the state or an interest of
the state, provided that it is
not unjust under the circum-
stances to subject the defen-
dant to the laws of the state.”
The court utilized an approach
that is sometimes called the
“detrimental effect theory”
of extraterritorial jurisdiction
and “has been described as
a ‘doctrine of constructive
presence.’” The court stated

that it made “no difference that the charged conduct
took place in cyberspace rather than in real space.”

At the same time, the court sought to reassure those
worried that this decision would have a negative impact
on telemedicine. The court pointed out that the practice of
telemedicine is specifically authorized under California
law but with provisions. These provisions call for a practi-
tioner located outside the state to be in actual consultation
with a California-licensed practitioner and to not give
orders or have ultimate authority for the care of a patient
located in California. In addition, California law requires a
physician to conduct an examination before prescribing
medication.

The California Supreme Court declined to review the
matter. A related malpractice suit filed by the family in the
federal court for California against the physician, the
pharmacy and others involved in the online prescription
writing process was voluntarily dismissed because of the
pending criminal charges against Dr. Hageseth with a
right of reinstatement in the future, and thus did not
address the long-arm jurisdiction question.12

IMPLICATIONS FOR TELERADIOLOGY
Whether “minimal contacts” would be established in

any single instance of telemedicine is unclear. A single
consultation might be too attenuated a contact to meet

this criterion. However, as physicians enter into consultation
contracts calling for the regular and ongoing provision
of services in other states, this relationship becomes less
attenuated, and a legal finding of a basis of jurisdiction
becomes more likely. This is especially the case in the
area of teleradiology.

Radiologists are responsible for providing prompt,
emergency imaging services, very often on a demanding
24/7 basis. The volume of emergency radiology studies
has increased exponentially. This is especially true of
computed tomography (CT), perhaps because the
effective use of CT has been shown to decrease hospital
admissions.

Along with this increase in after-hours exams, the
workload per radiologist during daytime hours has also
increased. This increase is due not entirely to total
imaging volume but primarily because of workforce
shortages. In response, a phenomenon known as
“nighthawks” has developed. This term applies to groups
of American-trained diagnostic radiologists who provide
immediate diagnostic interpretation of CT images
obtained in emergency rooms after hours. These images
are digitalized and then shipped via broadband networks
from hospitals in the United States to reading centers
elsewhere, both within the country and overseas. The
images are read using imaging standards developed by
the American College of Radiology, and then a report
is returned, usually within an hour.

A remote, out-of-state physician using the Internet or
telecommunications technology is engaging in conduct
that manifestly is intended to have an effect in New
Jersey. Similarly, the regular interpretation of radiological
studies across state lines injects a physician into the
activities of that other state. This is true of physicians
working outside New Jersey reading studies to provide
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There is no reported court decision in New Jersey

or elsewhere that has fully addressed the personal
jurisdiction issues of telemedicine for malpractice
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John Zen Jackson is certified by the Supreme Court
of New Jersey as a civil trial attorney. He is a principal of
the healthcare law firm Kalison, McBride, Jackson & Hetzel,
P.C. located at 25 Independence Boulevard in Warren,
New Jersey (www.kmjmlaw.com).
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Lost amidst the headlines and newscasts of the $700 billion
bailout bill signed by President George Bush in early
October was a provision included in the bill that provides
parity in mental health insurance coverage.

Combining the mental health parity legislation –
which has been around in Washington, DC, in one form or
another for more than a decade – with a package designed
to help the country out of a financial crisis may seem
incongruous. However, this is the norm in Washington, with
smaller pieces of seemingly unrelated legislation getting
tacked on to larger ones in an effort to get the smaller ones
passed. In the case of the mental health parity law, enough
members of Congress had previously committed to voting
for the law that it was added to the bailout bill to ensure
that the legislation had a sufficient number of votes to pass.

As strange as the pairing may seem at first glance,
the two issues are not as unconnected as they might
appear. The economic crisis gripping the country for
much of the summer and fall pushed a nation already on
edge from years of war and rising gas prices further into
a state of panic. Both the housing market and stock market
were on their way to long-term lows. The author of an
article in the Wall Street Journal opined that when the
economy slides, suicides and psychiatric hospitalizations
tend to go up, as people neglect to get treatment until it
is too late.1 Combine that situation with a rise in the
unemployment rate – leading to greater stress and
reduced (or eliminated) health coverage for those people
– and a new crisis threatens.

Known officially as the Paul Wellstone and Pete
Domenici Mental Health Parity and Addiction Equity Act
of 2008, this legislation was named after Senators
Domenici (R-New Mexico) and Wellstone (D-Minnesota,
who was killed in a plane crash in 2002), both of whom
have close family members who suffer from mental illness.2

After languishing in Congress for a decade, legislation
requiring parity was passed separately by the House and
Senate over the course of the preceding year. However,
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By Jeremy S. Hirsch, MPAP

“The author of an article in the Wall Street Journal opined
that when the economy slides, suicides and psychiatric
hospitalizations tend to go up, as people neglect to get
treatment until it is too late.”
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4 Congressional Budget Office. (2007). Mental Health Parity Act
of 2007: S.558. www.cbo.gov/ftpdocs/78xx/doc7894/s558.pdf.

5 Kessler, R. C., Heeringa, S., Lakoma, M. D., et al. (2008).
Individual and societal effects of mental disorders on earn-
ings in the United States: Results from the National
Comorbidity Survey Replication. American Journal of Psychiatry,
165, 703–711.

This new law does not answer every question or
concern. It is likely that the issue of covered conditions
will continue to be battled in Congress and the courts.
Coverage by small businesses and the inclusion of coverage
by companies that do not currently offer it are also matters
that will probably need to be addressed in the future. In
addition, more than 35 states have some form of parity
law already in place (including New Jersey, which enacted
a limited parity law in 1999), and there is a question of
how the federal law will interact with those laws. However,
the new law is a large and important step toward full men-
tal health parity, and its passage should be applauded
as an important step in providing mental healthcare as
a necessary component of overall healthcare for our
citizens.

The text of the Paul Wellstone and Pete Domenici
Mental Health Parity and Addiction
Equity Act of 2008 can be found
at: http://frwebgate.access.gpo.gov/
cgi-bin/getdoc.cgi?dbname=110
_cong_bills&docid=f:h6983eh.txt.pdf.

Jeremy S. Hirsch, MPAP, has
more than a dozen years of expe-
rience with state government,
including experience as a lobbyist in the insurance
and educational fields, and as chief of staff to a New
Jersey legislator.

1 Bernstein, E. (2008, October 7). Angst is rising, but many
must forgo therapy. Wall Street Journal Online.
http://online.wsj.com/article/SB122333797880409755.html?
mod=googlenews_wsj.

2 Paul Wellstone and Pete Domenici Mental Health Parity
and Addiction Equity Act of 2008, H.R.6983, 110th Cong.
(2008). http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?
dbname=110_cong_bills&docid=f:h6983eh.txt.pdf.

3 Glied, S. A., & Frank, R. G. (2008). Shuffling toward parity:
Bringing mental health care under the umbrella. The New
England Journal of Medicine, 359, 113–115.

differences in the language between the two bills created
an impasse, leading many to think that – once again –
another session would pass without a new law on the issue.
As recently as last July, an article in the New England Journal
of Medicine blamed the impasse on the definition of mental
illness, explaining that under the Senate version “insurers
would be able to define the set of covered conditions” but
that the House bill explicitly defined the conditions covered
as “all the mental or substance-related disorders that appear
in the Diagnostic and Statistical Manual of Mental Disorders
(DSM).”3

The version of the legislation that ultimately passed
was closer to the Senate version, and does not require
insurance companies to cover every condition listed in the
DSM. This is sure to be an issue that Congress, insurers and
the medical community will need to deal with in the future,
either through legislation, the legal system or both.

The law, when it takes effect on January 1, 2010, for
most plans, affects insurance companies that offer both
medical and surgical coverage as well as mental health or
substance use disorder benefits. These companies often
set higher copayments and deductibles, as well as place
stricter limitations on treatment for mental illnesses and
substance use disorders. The law requires that under plans
that cover these options, the requirements applicable to
mental health or substance use disorder benefits
shall be “no more restrictive” than those
applied to medical and surgical ben-
efits. However, the new law does
not require insurance companies
that do not offer mental health
coverage to begin doing so.

The new law applies to employers with 50 or more
employees, so small businesses – which are often more
affected, relatively speaking, by such laws – are exempt.
Even with this exemption, it is estimated that more than 100
million Americans will be covered. As can be expected,
though, there is fear that with healthcare costs already a
major concern, this new law will increase costs, perhaps
leading to a reduction in coverage by some employers.

A cost estimate conducted by the Congressional Budget
Office (CBO) on the Senate version of the bill found that
the legislation would increase premiums for group health
insurance by an average of about 0.4 percent. At this time,
there is no way of knowing how health plans, employers
and workers will respond. (Will health plans and employers
raise prices? Will they drop or change coverages? Will
employees choose different plans?) The CBO also estimat-
ed that the legislation would increase Medicaid payments
to managed care plans by about 0.2 percent. According
to the CBO, this is less than the estimated increase in
spending for employer-sponsored plans because Medicaid
programs already offer broader coverage of mental health
benefits than the private sector.4

While increasing the high cost of health insurance
might seem burdensome, numerous studies – including
one published in 2008 in the American Journal of Psychiatry
and led by Ronald Kessler – point out that mental illness

costs businesses tens of billions of dollars every
year in lost productivity and earnings.5

Employees with mental illnesses not only
miss more time at work but are generally
less productive when they are working.
Proponents of the new law argue that

providing mental health cov-
erage will allow more illnesses
to be treated and increase
workplace productivity, more

than making up for the slight
increase in short-term costs.

“Proponents of the new law argue that
providing mental health coverage will

allow more illnesses to be treated and
increase workplace productivity...”
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ANNOUNCING THE 2009 EDWARD J. ILL
EXCELLENCE IN MEDICINE AWARDS®

For 70 years, the Edward J. Ill Excellence in Medicine
Awards® have been awarded annually to honor those
exemplary physicians and leaders whose dedication to
education, research and public service has significantly
impacted the delivery of healthcare in New Jersey and
around the world. This event debuted in 1939 at the annual
meeting of the Academy of Medicine of New Jersey and
has been sponsored by MDAdvantage Insurance Company
of New Jersey since 2004. The awards are named after
Edward J. Ill, MD, a New Jersey physician who was a pioneer
in promoting continuing education in ways that set the
national standard.

*Please see page 31 for awards dinner details.

EDWARD J. ILL PHYSICIAN’S AWARD®

Presented to a New Jersey physician who merits recognition for distinguished service as a
leader in the medical profession and in the community.

Kenneth G. Swan, MD, has been a Professor of Surgery at the New Jersey Medical
School in Newark since 1976. He is certified by the American Boards of General and Car-
diothoracic Surgery. A trauma surgeon, Dr. Swan began the Trauma Service at University
Hospital and achieved Level I designation for the unit in 1980. At the same time and as
Chairman of the New Jersey Committee on Trauma, he implemented the American College
of Surgeons Advanced Trauma Life Support (ATLS) Program in New Jersey and has been
Course Director and National Faculty since 1980. He and his wife have taught ATLS in
Ghana (1992) and Nigeria (1994).

Dr. Swan entered the U.S. Army Medical Corps (Captain) in 1968 and served three
tours as a combat surgeon in Vietnam. In 1973, he assumed his current position in New
Jersey and transferred to the Active Reserve. Promoted to Colonel in 1977, he com-
manded the 322nd General Hospital, USAR, Picatinny Arsenal for five years. He returned
to active duty in 1991 and served as a combat surgeon in Operation Desert Storm. He
retired in 1998. His awards include the Legion of Merit, the Bronze Star with two Oak
Clusters and the Air Medal. The badges he wears designate him a Combat Medic, Master
Parachutist, Flight Surgeon, as well as HALO, Air Assault and Special Forces qualified.

Dr. Swan’s several hundred publications in the medical literature concern trauma,
shock, combat casualty care and history. He has instructed medical students and residents
for more than 35 years, receiving numerous awards, honors and distinctions. He is
currently Vice President of the Medical History Society of New Jersey.

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

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

Kenneth G. Swan, MD

Fred M. Jacobs, MD, JD, is an Executive Vice President for the Saint Barnabas Health
Care System and Director of the Saint Barnabas Quality Institute. He is the former Com-
missioner of the New Jersey Department of Health and Senior Services appointed by
Acting Governor Richard J. Codey in December 2004 and reappointed by Governor
Jon S. Corzine in 2006. Among many initiatives taken by Dr. Jacobs during his tenure as
Commissioner was an important role in the enactment of the New Jersey Smoke Free
Air Act signed by Governor Codey in January 2006. Dr. Jacobs also led major statewide
initiatives for management of childhood asthma, diabetes and childhood obesity as well
as for avoidance of secondhand smoke exposure by children in homes and cars.

Dr. Jacobs is board certified in both internal medicine and pulmonary disease. He is
a Fellow of the American College of Physicians, the American College of Chest Physicians
and the American College of Legal Medicine. In 1969, he joined the staff at Saint Barnabas
Medical Center in New Jersey where he has been Chief of Pulmonary Disease and Medical
Director of the intensive care unit and was elected President of the Medical Staff in 1987.
Subsequently, he became Senior Vice President for Medical Affairs at Saint Barnabas
Medical Center, and later, Executive Vice President for Medical Affairs for the Saint Barnabas
Health Care System. Dr. Jacobs was appointed to the New Jersey State Board of Medical
Examiners by then Governor Thomas Kean in 1989 and was reappointed by Governor
James Florio in 1993. Dr. Jacobs served as President of the board from 1993 to 1995.

Dr. Jacobs has also held many faculty positions, including Clinical Associate Professor
of Medicine at the University of Medicine and Dentistry of New Jersey New Jersey Medical
School. In 1990, Dr. Jacobs graduated from Rutgers University School of Law in Newark,
New Jersey. He is admitted to the bar of the states of New Jersey and Florida. Dr. Jacobs
also received the University Medal for Distinguished Leadership of the University of Medicine
and Dentistry of New Jersey.

Fred M. Jacobs, MD, JDBy Janet S. Puro, MPH, MBA
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OUTSTANDING MEDICAL EDUCATOR AWARD
Presented to a medical educator who has made an outstanding contribution to graduate or
undergraduate medical education in New Jersey.

Nagaswami S. Vasan, DVM, PhD, is a Professor of Anatomy at New Jersey
Medical School and is also the Director of Anatomy Programs for medical, dental and
graduate students. He was trained as a developmental biologist at University of
Pennsylvania, where he also began his anatomy teaching. Since moving to New
Jersey Medical School in 1977, he has continued to teach anatomy, and has main-
tained a well-funded research lab. Dr. Vasan has made significant contributions in
delineating the role of proteoglycans in the development of backbone with the
ultimate goal of understanding spina bifida. He has more than 140 publications,
abstracts and presentations in national and international forums.

Dr. Vasan has been teaching medical gross anatomy for the past 33 years and
transformed the course from an intimidating “nightmare” into an exciting and
enjoyable one, routinely given high praise by students. In 1996, when he became
the course director, anatomy became clinically oriented for the first time. This pio-
neer’s passion, persistence and leadership have helped to change how anatomy
is taught, providing an interactive, small-group learning environment that
enhances student performance and increases student retention and the value of
medical education.

Dr. Vasan’s tenacity, dedication and resolute leadership have earned him
numerous teaching and other awards, including the highest honor at the university:
in 2000, he was the first basic science faculty recipient of the UMDNJ-Master Educator
Award. After observing nearly every aspect of his stewardship of the medical gross
anatomy course, Steven Giegerich, a Pulitzer Prize nominee and the author of
Body of Knowledge, wrote: “Every man or woman, no matter their profession,
should be blessed in their education by the erudition and compassion Dr. Vasan
conveys to each of the students.” Presently, Dr. Vasan is a Faculty Scholar in the
Harvard Macy program, which is a world-renowned, preeminent faculty devel-
opment program.

OUTSTANDING MEDICAL EXECUTIVE AWARD
Presented to an executive in a medically related organization or field, who is usually,
but not necessarily, a layperson and who has demonstrated exceptional leadership in
the enhancement of patient care and medical practice in New Jersey.

Gary S. Carter, FACHE, served as President and CEO of the Princeton-based,
111-member New Jersey Hospital Association (NJHA) for 14 years, retiring in July
2008. Before coming to the Garden State, Mr. Carter was president at the New
Hampshire Hospital Association for eight years. Before coming east, he held a
number of executive management posts with Intermountain Health Care, a system
of hospitals in Utah, Idaho, Wyoming and Nevada.

Known as an association leader who built consensus and cooperation, Mr. Carter
worked in New Jersey to improve hospital-physician relations and foster member
advocacy on such issues as charity care funding, certificate of need reform and
specialty hospital needs. He also supported new community health initiatives and
the public release of health outcome data. He served on various committees of
the American Hospital Association and consulted for The Joint Commission in its
attempt to standardize clinical outcomes measurement.

A Salt Lake City native, Mr. Carter graduated from the University of Utah in
1967, spent six years in the Office of Special Investigations of the U.S. Air Force
and earned a master’s degree in healthcare administration at Trinity University
in Texas.

OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR CLINICAL RESEARCH
Presented to an individual who has made important contributions in clinical or translational
research leading to advances in disease therapy.

Joseph R. Bertino, MD, is the Chief Scientific Officer and Associate Director at The
Cancer Institute of New Jersey, University Professor of Medicine and Pharmacology at
UMDNJ-Robert Wood Johnson Medical School and the Interim Director of the Stem Cell
Institute of New Jersey.

Dr. Bertino is a world-renowned medical oncologist and researcher who is internation-
ally recognized for his role in finding curative treatments for leukemia and lymphoma. He
is the recipient of numerous awards, including the Statesman Award and the Distinguished
Service Award for Scientific Achievement from the American Society of Clinical Oncology
(ASCO), the Joseph H. Burchenal Memorial Award for outstanding achievement in
clinical cancer research from the American Association for Cancer Research (AACR) and
the Bob Pinedo Cancer Care Prize for exceptional contributions to improving the com-
passionate care of cancer patients from the Amsterdam-based Medical Knowledge
Institute (MKI).

Before joining CINJ and UMDNJ in 2002, Dr. Bertino served as Chairman of the
Molecular Pharmacology and Therapeutics Program and Cohead of the Program in
Developmental Therapy and Clinical Investigation at Memorial Sloan-Kettering Cancer
Center. He also served as the Director and the Associate Director for Clinical
Research at Yale Comprehensive Cancer Center. Dr. Bertino was the Founding Editor of
The Journal of Clinical Oncology. He is the author or coauthor of approximately 400
scientific publications.

OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR BASIC BIOMEDICAL RESEARCH
Presented to an individual who has carried out biomedical research leading to important
advances in biotechnology or in the understanding of disease processes.

Aaron A. Shatkin, PhD

Joseph R. Bertino, MD

Aaron A. Shatkin, PhD, received a BA degree in chemistry summa cum laude from
Bowdoin College and a PhD from Rockefeller University, where he trained with Nobelist E. L.
Tatum. Dr. Shatkin did research on the structure and function of animal cells and viruses at the
National Institutes of Health, the Salk Institute and the Roche Institute of Molecular Biology
before being named Director of the Center for Advanced Biotechnology and Medicine,
a new research and teaching institute jointly administered by Rutgers University, where
he is University Professor of Molecular Biology, and UMDNJ-Robert Wood Johnson
Medical School, where he is Professor of Molecular Genetics and Microbiology.

Dr. Shatkin also taught at Georgetown Medical School, Cold Spring Harbor Laboratory,
SUNY-Downstate, University of Puerto Rico, New Jersey Medical School, Rockefeller Uni-
versity and Princeton University. He was Founding Editor ofMolecular andCellular Biology and
has served on numerous national and international advisory committees. Dr. Shatkin has
published more than 200 scientific papers, and his work has provided new insights into
diseases, including cancer, AIDS and other viral infections.

For the discovery of mRNA capping and fundamental contributions to the under-
standing of gene expression in cells and viruses, Dr. Shatkin received the 1977 Award in
Molecular Biology from the National Academy of Sciences, a DSc (Hon.) from Bowdoin,
the N.J. Pride Award in Science and Technology, the Thomas Alva Edison Science Award
and the Association of American Medical Colleges 2003 award for Distinguished
Research in the Biomedical Sciences. He is a member of the U.S. National Academy of
Sciences and fellow of the American Academy of Arts and Sciences, the New York Academy
of Sciences, the American Academy of Microbiology and the American Association for
the Advancement of Science.

Nagaswami S. Vasan, DVM, PhD

Gary S. Carter, FACHE
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OUTSTANDING MEDICAL EDUCATOR AWARD
Presented to a medical educator who has made an outstanding contribution to graduate or
undergraduate medical education in New Jersey.

Nagaswami S. Vasan, DVM, PhD, is a Professor of Anatomy at New Jersey
Medical School and is also the Director of Anatomy Programs for medical, dental and
graduate students. He was trained as a developmental biologist at University of
Pennsylvania, where he also began his anatomy teaching. Since moving to New
Jersey Medical School in 1977, he has continued to teach anatomy, and has main-
tained a well-funded research lab. Dr. Vasan has made significant contributions in
delineating the role of proteoglycans in the development of backbone with the
ultimate goal of understanding spina bifida. He has more than 140 publications,
abstracts and presentations in national and international forums.

Dr. Vasan has been teaching medical gross anatomy for the past 33 years and
transformed the course from an intimidating “nightmare” into an exciting and
enjoyable one, routinely given high praise by students. In 1996, when he became
the course director, anatomy became clinically oriented for the first time. This pio-
neer’s passion, persistence and leadership have helped to change how anatomy
is taught, providing an interactive, small-group learning environment that
enhances student performance and increases student retention and the value of
medical education.

Dr. Vasan’s tenacity, dedication and resolute leadership have earned him
numerous teaching and other awards, including the highest honor at the university:
in 2000, he was the first basic science faculty recipient of the UMDNJ-Master Educator
Award. After observing nearly every aspect of his stewardship of the medical gross
anatomy course, Steven Giegerich, a Pulitzer Prize nominee and the author of
Body of Knowledge, wrote: “Every man or woman, no matter their profession,
should be blessed in their education by the erudition and compassion Dr. Vasan
conveys to each of the students.” Presently, Dr. Vasan is a Faculty Scholar in the
Harvard Macy program, which is a world-renowned, preeminent faculty devel-
opment program.

OUTSTANDING MEDICAL EXECUTIVE AWARD
Presented to an executive in a medically related organization or field, who is usually,
but not necessarily, a layperson and who has demonstrated exceptional leadership in
the enhancement of patient care and medical practice in New Jersey.
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2008. Before coming to the Garden State, Mr. Carter was president at the New
Hampshire Hospital Association for eight years. Before coming east, he held a
number of executive management posts with Intermountain Health Care, a system
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VERICE M. MASON COMMUNITY SERVICE LEADER AWARD
Presented to an organization that demonstrates an extraordinary commitment to improving
the health and welfare of the citizens of New Jersey; and to an individual representing that
organization who has personified, led and/or provided the vision for that organization.

John W. Beckley, MPH, has been practicing public health for more than 30
years, beginning his career as a health inspector for Washtenaw County in Ann
Arbor, Michigan, where he earned his MPH at the University of Michigan in 1975.
He soon returned to New Jersey, where he became the Health Officer for the city
of Englewood. After seven years, he moved to Hunterdon County, where he has
been the Public Health Director since 1985.

Over the years, Mr. Beckley has been deeply involved in addressing many
emerging public health challenges, including HIV, recognition of radon as a
health risk, the arrival of terrestrial rabies in the state, the emergence of Lyme disease
and West Nile virus and the 2001 anthrax attacks. In 1995, he cofounded the
Hunterdon County Partnership for Health with Robert Wise of Hunterdon Medical
Center and Dr. Bernadette West of Local Advisory Board IV. This “healthier
community” initiative was among the first in the state and helped to establish
relationships and partnerships that continue to serve the health needs of county
residents to this day.

Mr. Beckley is an alumnus of the Centers for Disease Control (CDC) Public
Health Leadership Institute and has been active on many state-level committees.
He presently serves as the President of the New Jersey Association of County
Health Officers.

SPECIAL AWARD
For achievements in protecting the people of New Jersey from unnecessary exposure to
radiation from natural and man-made sources.

Jill A. Lipoti, PhD, is Director of the Division of Environmental Safety and Health
in the New Jersey Department of Environmental Protection. She is responsible
for radiation protection, chemical release prevention, quality assurance and pollution
prevention. Dr. Lipoti guided the Bureau of Radiological Health in the development
and implementation of a Radiographic Quality Assurance Program that resulted
in reducing patient radiation exposure by more than 35 percent and improving image
quality by more than 15 percent for common radiological examinations. This program
has received national recognition and has served as a model for other states.
Dr. Lipoti’s responsibilities also include participation in domestic security preparedness
as an expert in chemical, radiological and nuclear emergency preparedness. Dr. Lipoti
guided the Bureau of Nuclear Engineering in developing a matrix for decision-
making during the late phase of nuclear accidents.

Dr. Lipoti has served as Chairman and on the Board of Directors, Conference of
Radiation Control Program Directors; Board of Directors, National Council on Radiation
Protection and Measurements; Technical Electronic Products Radiation Safety
Standards Committee for the U.S. Food and Drug Administration; and Chair,
Radiation Advisory Committee, Science Advisory Board, U.S. Environmental Pro-
tection Agency. She participated in the Radiation Safety and Security Infrastructure
Appraisal Mission to Ethiopia (2006) and Uganda (2007) for the International
Atomic Energy Agency.

Dr. Lipoti is an Adjunct Assistant Professor at the University of Medicine and
Dentistry of New Jersey School of Public Health. A life-long resident of New Jersey,
Dr. Lipoti received her MS and doctoral degrees from Rutgers University in
environmental science.
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 in the Northeast.
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A

Jill A. Lipoti, PhD

John W. Beckley, MPH
(on behalf of Hunterdon County

Partnership for Health)

This year’s awards dinner will be held on Wednesday, May 6, 2009, at the
Hyatt Regency Princeton. Profits from the awards dinner are donated to charitable
organizations in New Jersey. The 2009 recipients will be the Community Food
Bank of New Jersey and the Joetta Clark Diggs Sports Foundation’s Head 2 Toe
Fitness Program. For additional information on the awards program and this
year’s honorees, please visit our website at www.EJIawards.org.

To order tickets, place an ad in this year’s awards journal or make a contribution,
please contact the Edward J. Ill Excellence in Medicine Foundation at 609-803-2350
or at jpuro@EJIawards.org.

AWARDS DINNER INFORMATION:

Janet S. Puro, MPH, MBA, is Assistant Vice President, Business Development and Corporate
Communications, at MDAdvantage Insurance Company of New Jersey and is a frequent author on pub-
lic health, tort reform and medical practice management topics.
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Whether you work in a hospital, doctor’s office or in any
organization that services patients, maintaining staff relations
is tantamount to your success and longevity in this
competitive marketplace. For this reason, there is a trend
toward instituting formal (and informal) practices that
encourage staff members to convey a professional
environment while stressing the importance of confiden-
tiality and collegiality.

I was extremely interested in how these policies
impact the ability of a medical practice to attract new
business while keeping current business, so we reached
out to several medical professionals to
learn more. Specifically, we wanted to
know: How have employees reacted to
new standards of “zero tolerance” or
other levels of discipline when it comes
to maintaining patient confidentiality?
How has this translated into patient
satisfaction? How important is it to
convey a professional environment?

JohnMorris is the Executive Director
of Associated Cardiovascular Consult-
ants, PA, located in Cherry Hill and
numerous other locations in southern
New Jersey. His office has formal rules in
place for patient confidentiality that start with a formal HIPAA
policy, which is then reflected in aPolicy and Proceduresman-
ual, an Employee Handbook and aWorkforce Confidentiality
Agreement that is signed by each employee when hired.

According to Morris: “Doctors’ offices can feel cold
and unwelcoming. I believe that office staff members
treat patients the same way they are treated by the doctors
and management. So having clarity regarding acceptable
office behavior and the consequences for unacceptable
behavior eliminates any questions the staff and doctors
may have about how they will be treated. This in turn
gives them comfort, which is passed on to the patients.”
And most new patients, Morris has observed, are the
result of positive recommendations of a family member
or friend.

Morris is absolutely right. Much of the communication
equation is based on how the receivers of your message
feel about you. Do they like you? Trust you? Believe in
you? It goes beyond content to a more subjective and
visceral reaction one has to another human being. How
people feel about you, your practice and your staff is

often based on first impressions. In those first few moments
when you meet someone, you size him or her up. Fair or
not, it is often said that you never get a second chance to
make a first impression. You can’t separate the message from
the first impression you make as you are communicating that
message. In many ways, the message is really about you.

Another perspective on the confidentiality/collegiality
equation comes from a seasoned practice administrator at a
New Jersey orthopaedic practice. This practice manager has
employees in her practice sign a Zero Tolerance policy that
addresses the consequences for any employee who demon-

strates bad/poor attitude or who gossips
about co-workers, physicians and/or the
practice. If an employee violates this policy,
suspension applies, and if a second vio-
lation occurs, it results in the termination
of employment. She has found that her
staff strongly supports the Zero Tolerance
policy and says that all gossip and mean-
spiritedness is eliminated. Her staff is
nicer to each other, which automatically
translates to better patient relations.

For this policy to work, physicians
must support the administrator in its
implementation. Physicians often listen to

staff complaints and take sides. They need to sign off on the
policy and give their administrator authority to act accordingly.
The whole purpose of the policy is to stop employees in their
tracks when they are violating the policy. This sets the exam-
ple, and the staff usually understands you mean business.

Leadership must come from the top down; therefore,
physicians and administrators must communicate in a clear,
consistent and concise fashion. Being consistent means
having your actions match your words and vice versa. It also
means having a style of communicating that doesn’t rad-
ically change from one day to the next because your mood
or the circumstances around you change. A leader must
view himself as a “guide” for the staff and continue to
practice by example what needs to be done and what is
expected from the team.

Morris agrees, saying, “I think it’s human nature to
resent co-workers who ‘get away with’ breaking office
rules. Having clear policies that are enforced is very
important to having a happy staff. If the rules are clear
and applied equally and fairly, then you’ll have a pleasant
work environment.”

keys to patient confidentiality
and collegiality

By Steve Adubato, PhD

“if patients are
greeted with a
sincere smile and
feel that there is
a personal tie to
the office staff
and doctors,
then the

practice will
be successful.”

– john morris,
associated cardiovascular

consultants, pa –
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With that said, if you are leading a Zero Tolerance effort
within your practice, you must also be willing to discipline
those who violate your policy. Obviously, we all want to be
liked and to have a lot of friends, yet when it comes to real
leadership, the kind that moves organizations forward when
faced with difficult challenges and obstacles, the desire to
be popular can get in the way. Therefore, if you are really
doing your job, there are times when people are going to
be downright angry with you.

A final look at this complex issue comes fromChristopher
Triolo, Administrator of Trenton Orthopaedic Group, PA,
which has offices in Mercerville and Pennington, New Jersey.
His practice has formal policies pertaining to compliance
with HIPAA regulations and has also developed motivational
programs as an incentive for the staff to provide a positive
patient experience. These programs are aimed at attaining
a “Yes” response to the patient satisfaction survey question,
“Would you recommend this office to a family member or
friend?” Specifically, Triolo says, “HIPAA compliance and
patient satisfaction with our services are reinforced by our
Patient Compassion Assurance award (a $25 gift card)
issued to staff on a weekly basis. Activities are also tied to
Trenton Orthopaedic Group’s Sharing in Excellence
bonus program that is used to determine year-end staff
bonus eligibility.”

As Triolo has found, awards and bonuses are great
tools to get “buy in” from employees. However, in addition
to money, there are also many other things above and
beyond money that motivate people. Countless books and

fancy management theories about productivity in the
workplace have shown that the thing most employees
want and need from their employers is a feeling of being
appreciated for a job well done. Think about it. We’re
talking about a simple “thank you” delivered in a sincere
and personal manner. It sounds so logical, but ask yourself
how often does your manager say “thank you” to you?
How often does he pat you on the back or drop you an
e-mail letting you know you did a great job? And if you
are a manager, ask yourself how often you show your
appreciation for the people who make you look good
every day. Do you take it for granted that they know? Do
you assume you don’t need to express appreciation
because they are simply “doing their job”? With that
said, if someone on your staff is going above and beyond
in implementing your practice’s confidentiality or collegiality
policies, acknowledge the effort and tell the others on
the team. It will reinforce that you notice this kind of effort
and are committed to recognizing staff members for a job
well done.

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

“Practices must continue to assess or re-engineer incentive
programs and/or policies and procedures to keep pace

with the times. What worked yesterday may need to be tweaked
to produce the desired results today.”

– Christopher Triolo, Administrator, Trenton Orthopaedic Group, PA –
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All children deserve a healthy start in
life. With early, high-quality prenatal
care, women have the best chance of a
healthy pregnancy and a healthy baby.
Unfortunately, each year thousands of
pregnant women come to prenatal
care late or not at all. These women are
more likely to deliver a low birthweight
baby or to have a baby who dies before
the first birthday.

In a recent study, New Jersey ranked
40th in the nation in the percentage of
women who received prenatal care in
the first three months of pregnancy.
While 80 percent of women overall
received early care, only 64 percent of
black women and 69 percent of His-
panic women did so.

Early prenatal care is an important
component for a healthy pregnancy
because it offers the best opportunity
for risk assessment, health education
and the management of pregnancy-
related complications. Recognizing the

need to improve access to early prenatal care, I convened the Prenatal Care Task
Force shortly after I became Commissioner in February 2008, to examine the
barriers women face in obtaining early prenatal care.

A key recommendation of the Task Force was to increase education and to
promote awareness of the importance of prenatal care and preconception
health among both the public and healthcare providers.

With more education, we can come closer to our goal of ensuring that all
women of childbearing age in New Jersey receive preconception care services
that will enable them to enter into a planned pregnancy in optimal health.

And so, this past fall, I began a two-month public education campaign called
“A Healthy You Equals a Healthy Baby” to raise awareness about the need for
women to maintain a healthy lifestyle before, during and in between pregnancies,
visit a healthcare provider for regular check-ups, eat foods containing folic acid
and exercise regularly.

I kicked off the campaign with a roundtable discussion with physicians, nurses,
maternal and child health experts and a patient. We talked about best practices
to ensure that women are in optimal health before they become pregnant and
have access to appropriate services during pregnancy.

As part of the campaign, I visited WIC clinics, community health centers and
college campuses, and attended a church baby shower for expectant mothers
to raise awareness about the importance of early prenatal care. I formally
announced the findings and recommendations of the Task Force during the 9th

By Commissioner Heather Howard

Women

A HEALTHY START

NEW JERSEY’S

AND Babies
FOR
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annual Perinatal Health Dispar-
ities Conference in Newark,
which was attended by 400
maternal and child health
professionals and advocates.

The Task Force’s charge
was to make recommendations
to improve access to first
trimester prenatal care in New
Jersey and ultimately increase
the number of women seeking
and receiving care within the
first trimester of pregnancy.
Access to prenatal care is
extremely important, yet there
are many barriers and circum-
stances that help to explain
why more women – especially
African American women – do
not receive early prenatal care;
these include unintended
pregnancies, lack of awareness
of a pregnancy and lack of
insurance.

THE IMPORTANCE OF PRECONCEPTION CARE AND
FAMILY PLANNING

Nearly one-third of all pregnancies in New Jersey are
unplanned, mistimed or unwanted. This high rate of unin-
tended pregnancies makes access to preconception care
even more essential for keeping women healthy, so they
can deliver healthy babies. The main goal of preconception
care is to provide health promotion, along with screening
and interventions, for women of reproductive age, in order
to reduce risk factors that might affect future pregnancies.

ACCESS TO CARE
The Task Force also found that the mothers most likely

to benefit from early prenatal care because of their high risk
for poor birth outcomes include teens and minorities, as
well as women who are unmarried, have limited education
or are uninsured. We need to ensure that all women,
regardless of their income, age and situation, have equal
access to prenatal care.

Increased access to prenatal care, preconception care
and family planning services is key to ensuring healthy birth

outcomes. Policies that pro-
mote family planning are a
priority, not only because they
can reduce unintended preg-
nancies, but also because
they can improve the initiation
of early prenatal care.

Currently, New Jersey
family planning centers serve
about 130,000 women of
childbearing age. And nearly

three-quarters of those women are 21 years old or older.
However, this represents only about one-third of the esti-
mated number of women in need of publicly supported
reproductive healthcare.

As a state, we also have a responsibility to ensure that
a sufficient network of physicians and other medical pro-
fessionals exists for those women who do seek access to
prenatal care. A recent survey of prenatal care practitioners
revealed that in some areas of the state women wait from
six to eight weeks for an appointment. In a time of distress
in our hospital system, we must remain vigilant to preserve
access to care by ensuring that a sufficient number of
practitioners exist in all regions of our state. The Department
of Health and Senior Services intends to work with the
Maternal and Child Consortia to track the number of
providers in various areas of our state, so we can identify
and address shortages.

IMPORTANCE OF HEALTH INSURANCE
Finally, the panel found that access to health insurance

coverage had a significant impact on mothers receiving
prenatal care. Mothers with private insurance had the

highest rate of first trimester prenatal care – nearly 96
percent. Mothers with no insurance during pregnancy
had the lowest rate of first trimester prenatal care – 73
percent. Ensuring that pregnant women have health
insurance during their first trimester of pregnancy would
improve receipt of early prenatal care, thus improving
birth outcomes. Coverage later in the pregnancy is not

sufficient to assure early entry into prenatal care.
I hope the federal government will take steps toward

universal healthcare, but in the meantime, New Jersey
has been in the forefront of insuring kids with the governor’s
expansion of the FamilyCare program. Recently signed
legislation increased FamilyCare coverage for parents
who are between 133 percent and 200 percent of the
federal poverty level, so that parents and families with
incomes up to $42,000 a year would be eligible for the
state program. By expanding the program, it is anticipated
that an additional 56,768 parents will be covered by the
end of fiscal year 2011. Once they have healthcare and
are in the system, they will have a “medical home” with
the benefit of regular care.

As a mother, I understand that all women want
healthy babies. With increased education and improved
access to healthcare, we can help mothers achieve this
goal. As we move ahead, I look forward to working with
the members of the task force, maternal and child health
advocates around the state, other state agencies, members
of the Legislature and Governor Jon Corzine on strate-
gies to implement these recommendations to ensure
that all New Jersey women receive high-quality prenatal
care and the best chance of having a healthy pregnancy
and a healthy baby. With the thorough recommendations
of the Prenatal Care Task Force, we are a step closer to

providing New Jersey women with increased access to crucial
health services and giving the youngest New Jerseyans a
healthy start in life.

Heather Howard is the Commissioner for the New
Jersey Department of Health and Senior Services.
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SAVE THE DATE
Wednesday, May 6, 2009 • 6:00 p.m. • Hyatt Regency Princeton

To register for the dinner and/or place an ad in the Awards Journal, call 609-803-2350.

EDWARD J. ILL PHYSICIAN’S AWARD®

Kenneth G. Swan, MD__________________
PETER W. RODINO, JR., CITIZEN’S AWARD®

Fred M. Jacobs, MD, JD__________________
OUTSTANDING MEDICAL EDUCATOR AWARD

Nagaswami S. Vasan, DVM, PhD__________________
OUTSTANDING MEDICAL EXECUTIVE AWARD

Gary S. Carter, FACHE__________________
OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARDS

Clinical Research
Joseph R. Bertino, MD
Basic Biomedical Research

Aaron A. Shatkin, PhD__________________
VERICE M. MASON COMMUNITY SERVICE LEADER AWARD

John W. Beckley, MPH
(on behalf of Hunterdon County Partnership for Health)__________________

SPECIAL AWARD
For protecting New Jerseyans from unnecessary exposure to radiation

Jill A. Lipoti, PhD

Seventy years after the first Edward J. Ill
Award was bestowed, we continue to take
great pride in the tradition of recognizing
exemplary healthcare leaders.

This event pays tribute to outstanding
physicians, executives, organizations and
citizens who provide the highest level of
commitment to healthcare in New Jersey.

Please honor your profession, your peers
and healthcare leaders in New Jersey by
attending this important event. We look
forward to seeing you!

Proudly sponsored by:

EDWARD J. ILL EXCELLENCE IN MEDICINE FOUNDATION, INC., ANNOUNCES THE 2009
EDWARD J. ILL EXCELLENCE IN MEDICINE AWARDS®
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c/o MDAdvantage
Two Princess Road, Suite 2
Lawrenceville, NJ 08648

YOU HELP ENSURE THE HEALTH OF NEW JERSEY RESIDENTS.
WE HELP INSURE THE HEALTH OF NEW JERSEY PHYSICIAN PRACTICES.

A LEADING PROVIDER OF MEDICAL PROFESSIONAL LIABILITY INSURANCE IN NEW JERSEY
Two Princess Road, Suite 2 • Lawrenceville, NJ 08648
888-355-5551 • www.MDAdvantageonline.com

MDADVANTAGE.
A NEW JERSEY COMPANY THAT’S DEDICATED TO SERVING

NEW JERSEY PHYSICIANS.

MDAdvantage is a financially secure, physician-supported provider
of medical professional liability insurance. Unlike many other carriers
that jump in and out of the New Jersey market as their business plans
change, we are here for the long haul.

In fact, we are dedicated solely to the New Jersey physicians we serve.

We offer flexible coverage options, including a Claims-Made Policy
and a Permanent Protection Policy, both with no capital contribution
requirement. In addition to our competitive rates, we also provide
seven rating tiers with many premium credits available and additional
discounts for utilizing certain office systems. In short, we provide our
insureds with outstanding value as well as outstanding coverage.

If you’re a New Jersey physician, call MDAdvantage. We’re here
for you, so that you can be there for your patients.
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