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This issue of MDAdvisor covers a
wide variety of subjects that will
be, we think, useful and important
for our readers. For example,
Dr. Poonam Alaigh, our Commis-
sioner of Health and Senior Services,

has written an article outlining the responsi-
bilities of New Jersey doctors with regard to
the medical use of marijuana, now legal in
New Jersey. There are restrictions and condi-
tions that physicians who wish to prescribe
marijuana must observe. Physicians must
register with NJDHSS before becoming
legal prescribers of medical marijuana. They
must also have an identifiable “doctor-
patient relationship” with the individual who
will be taking the drug. Also, patients can
use it only if they have an identifiable disease,
such as amyotrophic lateral sclerosis,
advanced terminal malignancy, intractable
spasticity or glaucoma. Marijuana will be
legally available only at one of eight centers

in the state, and finally, physicians are not required to
participate in the program.

Also in this issue, Dr. Peter Carmel goes on the
record concerning his goals as President of the American
Medical Association. He identified the absence of a long-
term solution for the physician payment system as the
most pressing issue, but he also identified several other
concerns for American doctors such as those related to
professional liability and how to deal with the coming
physician shortage.

We believe that each one of the eight articles in this
issue is interesting and important, and we would like to
hear from our readers what they think. Please contact us
at Editor@MDAdvisorNJ.com if you would like to express
an opinion.

Sincerely,

Henry H. Sherk, MD
Editor-in-Chief

On behalf of MDAdvan-
tage™, I am pleased to
bring you this winter issue
of MDAdvisor. For many of
us in healthcare, 2010 was a
year of many questions but

few answers. It seems like we have all been
poised for that moment when we know exactly
what we need to do to move forward. When will
we understand exactly what we need to do to
meet the requirements for meaningful use with
our certified electronic health record systems?
How are New Jersey physicians going to be
able to take on an increasing insured patient
population when the number of physicians
appears to be diminishing? Who among the
physicians, hospitals and payors are going to
take the leadership role (and consequently
capture the largest share of the savings) as
healthcare moves toward pay-for-quality
reimbursement and accountable care organi-
zations?

Unfortunately, I am not able to provide the
answers to these complicated issues. But what I do know is
that 2011 must be a year for unprecedented action on the
part of New Jersey physicians. There is an immediate need
for physicians in our state to take a leadership role in all of
the upcoming changes. Primary care physicians must work
hand-in-hand with specialists to develop models that will
work for everyone, and the next few years must be used
wisely to build the health information technology and infra-
structure necessary to thrive under the new system. At stake
is each physician’s status as an independent and
autonomous professional, as well as his or her income. I
believe that the actions of physicians and hospitals during
the next year will determine the structure of the future
healthcare delivery system, and the implications for
physicians will be profound.

MDAdvisor will dedicate 2011 to exploring these issues
and providing guidance as we move forward together to
provide exceptional healthcare to the citizens of New Jersey.

Sincerely,

Patricia A. Costante
Chairman & CEO
MDAdvantage™ Insurance Company of New Jersey
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MDADVANTAGE™ ANNOUNCES 2011
RECIPIENTS OF PRESTIGIOUS

EXCELLENCE IN MEDICINE AWARDS

EDWARD J. ILL PHYSICIAN’S AWARD®

Mark Jay Zucker, MD, JD

VERICE M. MASON
COMMUNITY SERVICE LEADER AWARD

Deborah M. Spitalnik, PhD, on behalf of The
Elizabeth M. Boggs Center on Developmental Disabilities

OUTSTANDING MEDICAL EDUCATOR AWARD
Sylvia Christakos, PhD

OUTSTANDING MEDICAL EXECUTIVE AWARD
Judith M. Persichilli, RN, BSN, MA

OUTSTANDING MEDICAL RESEARCH SCIENTIST
AWARD FOR CLINICAL RESEARCH

Stephen F. Lowry, MD, MBA

OUTSTANDING MEDICAL RESEARCH SCIENTIST
AWARD FOR BASIC BIOMEDICAL RESEARCH

Masayori Inouye, PhD

This year’s awards will be presented at the Edward J. Ill
Excellence in Medicine Awards® ceremony on May 4, 2011,
at Greenacres Country Club in Lawrenceville, New Jersey.
Profits from the event will be dedicated to the Edward J. Ill
Excellence in Medicine Scholarship Fund to help support
healthcare education in New Jersey. To purchase tickets or
advertisements for the event, to make a contribution or to
learn more about the awards, contact the Edward J. Ill
Excellence in Medicine Foundation at 609-803-2350 or
visit www.EJIawards.org.
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Peter W. Carmel, MD, is a pediatric neurosurgeon
from Newark, New Jersey. In June 2010,
Dr. Carmel was elected President-elect of the American
Medical Association, after serving on its Board of Trustees
for eight years and in the AMA House of Delegates since
1985. He will succeed to the office of President in June 2011.
Dr. Carmel responded to questions posed by MDAdvisor
and has shared his insights and priorities for the American
Medical Association exclusively for readers of MDAdvisor.

What are your personal goals for the American Medical
Association during the next 12 to 18 months?

We are working to ensure a long-term solution to the
broken Medicare physician payment system. We are
committed to increasing the AMA’s value to physicians,
especially in the important areas of practice management,
health information technology, advocacy and public health.
We have a firm foundation for the future, and we’re identifying
and expanding our array of member benefits that appeal
most to physicians. We are also closely engaged in the
implementation phase of health reform to assure the best
outcomes for patients and physicians.

What do you feel are the best, or most positive, features
of the government’s new healthcare reform law?

The law provides coverage to millions of uninsured
Americans and improves our health system for those who
are already insured. There are market reforms to keep
insurance companies from denying coverage to children
because of pre-existing conditions, to end annual and
lifetime caps on benefits and to allow adult children up to
age 26 to stay on their parents’ health insurance plans.
A new focus on wellness and prevention, including
immunizations and screenings, will allow physicians to
help patients lead healthier lives.

What are the least desirable features of the law?
Although the new law is an important step forward,

there is still much work to be done. There are important
issues that must now be addressed, including fixing the
broken Medicare physician payment system and enacting
medical liability reform to reduce healthcare costs. We
have also raised serious questions about the scope and
authority of the new Independent Payment Advisory
Board that will be created by the law. Many details of the
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health reform implementation are not yet final, and we
will stay involved to make sure physicians and patients
thrive in the years ahead.

If the AMA has the opportunity to recommend any
specific changes to the program, what would those be?

The AMA is closely involved in the implementation
phase of the health reform law, and regularly makes
recommendations. Some issues we are working on include
physician leadership in newmodels of care (such as account-
able care organizations) as well as concerns surrounding
the Independent Payment Advisory Board. We have also
weighed in on the new medical loss ratio regulation to
ensure that the majority of the premiums that patients pay
go to healthcare services. We will continue to work toward
positive changes that benefit physicians and patients.

What are the most critical public health needs in this
country, at the present time? How can these needs be
met?

We took a big step forward by covering millions of
previously uninsured Americans, but there is more work
to be done. There is an ongoing need to educate patients
about how to prevent long-term health problems before
they start, including making more progress on the obesity
epidemic. The AMA Healthier Life Steps toolkit, available
on our website at www.ama-assn.org/go/healthierlifesteps,
includes tips to help patients and physicians live healthier
by eating better, exercising and quitting smoking to lower
the risk for chronic diseases.

How can the present, and anticipated, physician shortage
be addressed? How will the profession provide enough
physicians to care for our citizens in the near and distant
future? Where can funding be found to train a sufficient
number of residents in New Jersey and nationally?

The new health system reform law authorizes
increased funding for primary care physicians caring for
Medicare and Medicaid patients and bonus payments for
primary care physicians and general surgeons in under-
served areas. The law also increases funding for two
important national programs that provide scholarships,
grants and loan repayment to medical students considering
primary care careers in underserved areas.

The average medical student debt is $155,000, and
students and residents need help identifying funding
sources and managing financial issues. Congress must lift
the cap on government-funded medical residency training
slots so that all medical students can become full-fledged
physicians. Medical liability reform and fixing the broken
Medicare physician payment formula will help current
physicians stay in medical practice.

For up-to-date information on the activities of the
AMA and its involvement in the unfolding health reform
program, visit www.ama-assn.org.

“We are committed to increasing
the AMA’s value to physicians,
especially in the important areas
of practice management, health
information technology, advocacy
and public health.”

Insurance,Inc.. . . . . . . . . . . . . . . . . . . . . .
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Post-traumatic stress disorder (PTSD) has become an
emblematic diagnosis of our time. “At the beginning of the
twenty-first century,” write historians Paul Lerner and Marc
Micale, “PTSD is perhaps the fastest growing and most
influential diagnosis in American psychiatry.”1 The term
“PTSD” pervades media discussions and lay descriptions
of responses to trauma. A large trauma industry has
become widely institutionalized in schools, hospitals, police
and fire departments and industry, as well as in mental
health facilities.2 Grief and trauma counselors, who did
not exist 20 years ago, now flock to the scene of every
catastrophe. Articles about PTSD in the medical literature
doubled between 1985 and 1995 and then doubled again
between 1995 and 2005.3

The current range and scope of PTSD contrast with
traditional conceptions of the limited range of traumatic
situations. Although it has long been known that profound
shocks stemming from horrific events such as train wrecks

could have direct effects on the nervous system, no major
psychiatric diagnosis captured the specific impact of traumatic
experiences until after WorldWar II. This article considers some
of the reasons behind the expansion of PTSD and the issues
this expansion raises for the treatment of this condition.

DIAGNOSTIC CRITERIA
The PTSD diagnosis makes an intrinsic connection

between traumas and the development of symptoms that are
tied to the patient’s active memory of the event and are
assumed to be pathological. These symptoms include intrusive
memories and upsetting dreams about the traumatic event,
feelings of upset about reminders of the event, recurrent memo-
ries of the event, unpleasant somatic sensations and heightened
arousal, irritability, difficulty concentrating, sleep difficulties and
awareness of danger when reminded of the event.

PTSD criteria involve not just a particular set of symptoms
but also the sort of trauma that evokes these symptoms.

POST-TRAUMATIC

STRESS

By Allan V. Horwitz, PhD, and
Jerome C. Wakefield, PhD, DSW

THE EXPANSION OF

DISORDER:
Some Issues
Regarding Diagnosis
and Treatment
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Changes in the trauma criteria are primarily responsible
for the expanding number of PTSD diagnoses. When this
diagnosis first entered the DSM-III in 1980, the event crite-
rion required the “existence of a recognizable stressor
that would evoke significant distress in almost every-
one.”4 The criterion was based on a model that assumed
traumas of extreme enough severity that were likely to
produce chronic symptoms in otherwise normal individu-
als. This limited the range of applicability of the PTSD
diagnosis to such extreme situations as combat, sexual
violence, civilian disasters or concentration camp survival.

The DSM-IV greatly expanded the PTSD diagnosis in
1994. The new criteria dropped the requirement that
events must be ones that “cause distress in almost every-
one.” Instead, the criteria now required that “the person
experienced, witnessed or was confronted with events
that involved actual or threatened death or serious injury
or a threat to the physical integrity of self or others” and
that “the person’s response involved intense fear, help-
lessness or horror.”5 These changes immensely widened
the boundaries of traumatic events.

The revised stressor criteria of DSM-IV included the
extreme traumas of the earlier criteria but added many
other experiences that the previous diagnosis did not
encompass. The “confronted with” criterion extended
the notion of exposure so widely that persons who were
not even present at a traumatic event could potentially
meet the diagnostic criteria. For example, someone who
learns of the sudden and unexpected death of a close rel-
ative or friend who has died from natural causes would
meet the new stressor criterion. Even people watching a
television report of a disaster unfolding thousands of
miles away could potentially become diagnosable under
the new criteria.

The DSM-IV changed the nature of traumatic expo-
sure in a second way. The requirement that the person’s
response involve “fear, helplessness or horror” shifted
the definitional criteria from the nature of the stressor
itself to the subjective experience of the victim. Individual
temperament, personality and reactivity now entered into
what defines an event as “traumatic.” The DSM-IV thus
changed definitions of trauma to include a great hetero-
geneity of experiences and to partially locate the
nature of trauma within the individual rather than within
the environment.

The DSM-IV revision meant that not only people

exposed to extreme situations but also virtually the entire
population had some “traumatic” experience. One large
study found that 92.2 percent of males and 87.1 percent
of females met the DSM-IV criteria for having encountered
traumatic stressors.6 Learning about the sudden, unexpected
death of a loved one, reported by 60 percent of the popu-
lation, was the event most responsible for the increase in
traumatic stressors. Trauma had moved from the battlefield,
blaze or rape situation into the realm of everyday life.
Where diagnostic criteria place the boundaries between
natural and pathological experiences has an enormous
impact on rates of PTSD.

NORMAL AND PATHOLOGICAL RESPONSES TO TRAUMA
A diagnosis of PTSD raises a number of questions

about the boundaries between normality and pathology.
One deals with the question of how humans are naturally
designed to respond to traumatic events. Horrific and
shocking experiences uproot people’s basic sense of values
and reality and their fundamental assumptions regarding
personal safety, mortality and a just world. Extreme distress
and extended grappling with the significance and conse-
quences of such events are expected results of traumas.
Evolution is unlikely to select responses that obliterate
memories of traumatic events because of the need to learn
from experience and to avoid reentering situations where
traumas can reoccur. However, like all memories, most will
naturally fade over time, albeit often lengthy periods of
time. Diagnosticians face the tricky issue of sorting out what
separates natural from disordered responses to extreme
events that fall outside the spectrum of ordinary human
circumstances.

The terrorist attack of 9/11 provides an example of how
researchers and the trauma community used on a vast scale
the expanded stressor criteria of being “confronted
with” a potentially traumatic event. An early study, which
was published in the New England Journal of Medicine,
was conducted within three to five days after the attack.
Forty-four percent of those surveyed reported at least one
“substantial” symptom of PTSD, and virtually everyone
(90 percent) experienced at least “a little bit” of a symptom.7

Other surveys taken during the first week after 9/11 indicated
that nearly half of the U.S. population experienced some
“symptom” of PTSD.8

Such research treats distressing recollection of horrific
events (such as feeling upset or irritable) and repeated
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memories of the events as signs of disorder although
such “symptoms” can be normal responses to catastrophic
occurrences. The likely normality of such symptoms is
indicated by the fact that, despite dire predictions that 9/11
would result in an increased number of PTSD diagnoses,
symptom levels dropped precipitously soon after the
attacks. While about 7.7 percent of Manhattan residents
reported symptoms of full-blown PTSD a month after the
attacks, at six months after the attack, a negligible 0.7
percent had PTSD symptoms.9 The almost immediate
“recovery” of most people who were not directly affected
by the attacks calls into question whether they ever had the
disorder in the first place. Most people who received an
initial diagnosis seem to have experienced natural, but
transitory, responses to a highly disturbing experience.

ISSUES IN THE TREATMENT OF PTSD
Combat has historically been linked with psychological

trauma, whether through “shell shock” in World War I,
“combat neuroses” in World War II or “PTSD” after Vietnam.
In all of these conflicts, military authorities commonly
refused to acknowledge the often dire psychic conse-
quences of war. Psychologically wounded veterans had to
make extensive efforts against strong opposition to have
their conditions recognized in the DSM-III.

The current military establishment has undergone a
vast change in its assumptions about the extent to which
PTSD will emerge as a result of combat experiences. Unlike
military psychiatrists in previous conflicts who believed that
the vast majority of soldiers were resilient, more current
mental health personnel expected that PTSD would be a
common result of the wars in Iraq and Afghanistan.
Questions remain, however, about the extent to which
aggressive efforts to identify and treat soldiers who are
presumed to have PTSD actually identify disordered condi-
tions and lead to effective help for those in need.

Studies now assume that positive responses to just one
or two symptoms of PTSD (such as depression, interper-
sonal conflict or aggressive ideation) indicate mental health
risk. Using such criteria, 35.5 percent of National Guard and
Army Reserve and 27 percent of regular army soldiers
reported such problems several months after they returned
from Iraq.10 It is unsurprising that many soldiers who have
recently experienced long periods in a hostile environment,
have been threatened with sudden death or injury and have
witnessed the violent death of comrades experience many

distressing feelings. Yet, instead of trying to distinguish
the truly traumatized from the normally distressed,
researchers water down criteria for traumatic symp-
toms so that natural and pathological responses are
intertwined.

Arguably, defining natural responses to war-related
stressors as pathological can be useful because it helps
veterans receive mental health treatment. There is little
evidence, however, that treatment actually helps soldiers
who are screened as mental health risks. Remarkably,
research among veterans of the Iraqi war shows the
opposite. The major study of this issue to date reports
that “an inverse relationship existed between receiving
mental health services and improvement in symptoms.”11

That is, among all soldiers who screened positively for
PTSD, those who did not enter mental health treatment
had higher improvement rates than those who were treated.

This finding is perhaps unsurprising. The intensity of
the painful psychic impacts of traumatic events naturally
remits over time, especially when people have supportive
resources that help them adjust to their experiences.
Telling people that they have a post-traumatic stress
disorder can send a message that normally painful
emotions are actually pathologies that require treatment.
This message can unwittingly focus attention on and
stabilize symptoms that might otherwise have dissipated
with time. Moreover, such a diagnosis can divert attention
away from natural tendencies of resilience and self-
healing in the wake of tragedies.

In some cases, the PTSD diagnosis might have an
iatrogenic effect. Instead of facilitating natural healing
processes, PTSD labels can sometimes perpetuate suffering
by maintaining a focus on and even creating identities
around memories of the traumatic event. This phenome-
non can perhaps explain the striking increase in PTSD
diagnoses. Before the Vietnam War, combat was likely to
be associated with tests of manhood to be met through
stoicism and resolve; in this light, few veterans suffered
enduring disorders. Since Vietnam, however, combat has
come to be viewed as a source of terrible and long-lasting
psychic wounds. Recent therapeutic beliefs emphasize
how traumas will have persisting psychic consequences
unless they are treated. Paradoxically, this expectation
can create the very condition that it claims to describe.
Indeed, rates of PTSD during the Iraq and Afghanistan
wars have increased exponentially alongwith the acceptance
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of the notion that soldiers will not
naturally get over the traumatizing
impacts of combat.

The emphasis on diagnosing
PTSD could be unwise because no
proven treatments for this condition
currently exist. The head of an Insti-
tute ofMedicine panel responsible for
evaluating the value of various therapies concluded: “At
this time, we canmake no judgment about the effectiveness
of most psychotherapies or about any medications in
helping patients with PTSD.”12 Occasionally, intensive
treatment programs for PTSD can even worsen symp-
toms and interpersonal problems.13

Psychotherapy and medications can help some people
cope with traumatic symptoms, but such treatment cannot
deal with the root causes of the disorder, which lie outside of
individuals. The unintended consequences of well-inten-
tioned efforts to treat as many soldiers as possible for
mental health problems might include diverting attention
from social needs and providing incentives to remain psy-
chologically impaired. Returning veterans deserve help with
negotiating complicated bureaucracies, finding employ-
ment and social services, reintegrating with families and
friends and coping with naturally distressing memories.
Those who are understandably anxious and depressed
about their war experiences and the difficulties they
encounter when they re-enter civilian life might find
monetary, occupational, educational and interpersonal
resources more useful than psychological treatment.

IN CONCLUSION
It is difficult to connect the growing rates of PTSD to

any actual rise in the symptoms connected to the diag-
nosis. Nor is it plausible to connect rising rates of PTSD
to growing knowledge about the psychopathological
impact of such traumas–understandings about natural
and disordered responses to traumas have not increased
in recent years. “There is,” notes psychiatrist SimonWessely,
“probably little we could now teach either the Regimental
Medical Officers of the First World War, or the psychia-
trists of the Second, about the psychological effects of
war.”14 It remains extraordinarily difficult to separate
normal from pathological reactions because severe
distress expectably accompanies extreme stressors.

Instead, changes in diagnostic criteria and in the

culture account for expanding rates of
PTSD. This diagnosis originated to
meet the needs of Vietnam-era veterans
and other victims of extraordinarily
stressful situations. It subsequently
came to embrace a far broader range
of traumatic situations. The rhetoric
surrounding PTSD, which links the

diagnosis to suffering, victimhood and service need, is
especially conducive to promoting its growth. In the current
cultural climate, these moral claims have been expanded to
ever-widening circles. Unfortunately, advances in treating
the suffering that stems from life’s terrors have not matched
the increasing numbers of people who are seen as being in
need of mental health services to help them cope with an
expanding range of traumas.

Physicians who are charged with the responsibility to
diagnose and treat all manner of physical, emotional and
mental illnesses need to understand and respect the intent
of the diagnostic criteria for PTSD and apply them judiciously
to those who are in genuine need of medical intervention.
Physicians should craft their response to particular patients
who report PTSD symptoms through using their careful
judgment about the likely severity and persistence of the
condition and their assessment of the patient’s resilience.
Where doubt exists about the seriousness of distress, watchful
waiting and support can be a useful intervention. Referrals
to specialists are warranted for those with severe conditions
that are properly considered to be disorders. In this way,
physicians might optimally balance the complexities of dealing
with patients who might self-perceive as needing treatment
when they do not with the desirability of reducing suffering
whenever possible.

Allan V. Horwitz, PhD, is Professor of Sociology and
Dean of Social and Behavioral Science at Rutgers University.
Jerome C. Wakefield, PhD, DSW, is University Professor,
Professor of Social Work and Professor of Psychiatry at
New York University.
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An OngOing PhysiciAn-PAtient RelAtiOnshiP
Defines new JeRsey’s UniqUe

MeDicinAl MARiJUAnA PROgRAM
By Commissioner Poonam Alaigh, MD, MSHCPM, FACP
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As physicians, we are primarily con-
cerned with the well-being of our
patients. In drafting regulations for the
Medicinal Marijuana Program, the New
Jersey Department of Health and
Senior Services (NJDHSS) crafted a
medical model that puts patient care
first and fosters an ongoing physi-
cian-patient relationship. This approach
makes New Jersey’s Medicinal Marijua-
na Program the most comprehensive
and well-thought-out in the nation.

As the 14th state in the country
to implement a medicinal marijuana
program, New Jersey was able to
learn valuable lessons from those
states that had created earlier models.
The rules outlining the New Jersey
program (which can be found
at www.state.nj.us/health/prop_
medicinal.pdf) are based on a careful
review of the programs in other states
and discussions with patients, advo-
cates and medical professionals. In
fact, the state’s strong clinical
approach has won the endorsement
of the New Jersey Medical Society,
the New Jersey Hospital Association
and the Council of Teaching Hospitals.

After a five-year debate, the Leg-
islature determined the debilitating
conditions that would allow physicians
to certify patients under the Medicinal
Marijuana Program. Those conditions
include amyotrophic lateral sclerosis,
multiple sclerosis, terminal cancer,
muscular dystrophy, inflammatory
bowel disease (including Crohn’s
disease), seizure disorder (including
epilepsy), intractable skeletal muscular
spasticity and glaucoma. Terminal illness
also qualifies if the physician deter-
mines the patient has fewer than 12
months to live. AIDS, HIV and non-

terminal cancers qualify if severe or chronic pain, severe
nausea or vomiting, or cachexia or wasting syndrome results
from the condition or its treatment.

To certify a patient, a New Jersey physician must register
electronically with the NJDHSS and have his or her creden-
tials–including a New Jersey medical license and Controlled
Dangerous Substance (CDS) certificate–verified. As of
mid-December, 64 physicians had registered to participate
in the program. (The online registration form is available
at https://njmmp.nj.gov/njmmp/.)

Physicians also have to attest that they will be responsible
for the ongoing assessment, care and treatment of the
patient’s debilitating medical condition. As with any
medication, ongoing physician care is critical, allowing a
patient’s illness and adverse reactions to be monitored. The
rules require a “bona fide physician-patient relationship,”
which is defined in one of three ways:

• a physician has seen a patient for at least a year; or
• a physician has seen the patient at least four times; or
• a doctor assumes responsibility for a patient’s care
after conducting a comprehensive medical history
and physical examination, including a personal review
of the patient’s medical record maintained by other
treating physicians, reflecting the patient’s reaction
and response to conventional medical therapies.

In the case of a patient who is admitted to hospice
care–whether at home or in a facility–and is not continuing
care with his or her current physician, the hospice physician
becomes responsible for providing medical care after
conducting a comprehensive medical history, physical
exam and medical record review.

These provisions are critical to the sanctity of the good
practice of medicine, which promotes high-quality care and
ensures physician assistance as well as public safety.

Initially, the law allows for six Alternative Treatment
Centers to grow and dispense medicinal marijuana.
Medicinal marijuana growers and dispensaries will be
selected through a public, competitive application
process, including a criminal background check of appli-
cants. As part of the application process, dispensaries
must create medical advisory boards–composed of
physician and community members–to advise them on
medical and community issues.

In addition, the NJDHSS will create a review panel of
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15 healthcare professionals–including the chair or a
designee of the state Board of Medical Examiners and at
least three physicians with expertise in pain and symptom
management–who will review petitions and make rec-
ommendations on whether new debilitating medical
conditions should be added to the original list of qualifying
medical conditions included in the law.

As with any drug, a physician must always consider
potency. Hence, the NJDHSS took great care in determining
an appropriate level of tetrahydrocannabinol, or THC,
that should be allowed in medicinal marijuana. Limited
studies have shown a 10 percent THC level is reasonable as

a therapeutic level, although there is no scientific con-
sensus on the level of THC that is most beneficial. In
fact, for elderly and chronically ill patients, some studies
have shown that high concentrations of THC were not as
beneficial as lower levels.

Notwithstanding state law, the federal Controlled
Substances Act (CSA) classifies marijuana as a Schedule I
drug, and the federal government criminalizes the acts of
prescribing, dispensing and possessing marijuana for any
purpose. Therefore, there is no blanket immunity from
potential liability for physicians or patients who participate
in the program, although participating in a lawful state
program is generally considered to be protective.

Physicians are required to attest that they have
obtained informed consent from the patient they are
recommending for the program and that the patient has
not responded to conventional therapy. Doctors also
must attest that they have explained to the patient the
sedative properties of marijuana, the risk of addiction and
the fact that there is no scientific consensus for the use
of medicinal marijuana. These attestations are for the
protection of physicians.

Note that physicians are not required to participate in
the Medicinal Marijuana Program and that there is no
registration fee for physicians who do choose to participate.
The names of registered physicians will not be made public
by the state.

I encourage all physicians who have registered with
the NJDHSS for the New Jersey Medicinal Marijuana
Program and all those who are considering registering to
carefully review the rules in their entirety and contact the
NJDHSS with any questions. The goal of the Department
is to help you provide the best medical care possible to
your patients.

As a physician, I am concerned first and foremost for
patients. As the Commissioner of the Department of
Health and Senior Services, I am concerned first and
foremost with the well-being of all New Jerseyans.

Poonam Alaigh, MD, MSHCPM, FACP, is the
Commissioner of the New Jersey Department of Health
and Senior Services.

• I am a licensed physician in good standing in the
State of New Jersey.

• I have a current NJ CDS license.

• I have completed education and training in addiction
medication and pain management.

• I have determined that this patient has a qualified
debilitating medical condition as defined by N.J.A.C.
8:64 et seq. to use marijuana for medicinal purposes.

• I have a bona fide and ongoing relationship with
this patient as defined by N.J.A.C. 8:64 et seq. and
as such I have completed a comprehensive history
and physical on this patient and have documented
an assessment and treatment plan.

• This patient has not responded to conventional
medical treatment as defined by evidence-based
algorithms of care and may benefit from the use
of medicinal marijuana.

• I have provided education to the patient on the lack
of scientific consensus for the use of medical marijua-
na, its sedative properties and the risk of addiction.

• The patient has provided informed consent.

• I will continue to follow this patient at a minimum
every three months and reassess the patient’s debili-
tating medical condition and response to treatment
options. This is not a prescription for the use of
medical marijuana.

• If the patient ceases to suffer from the identified
debilitating condition, I certify that I will notify the
Department in writing.

STATE OF NEW JERSEY
MEDICINAL MARIJUANA PROGRAM
PHYSICIAN CERTIFICATION REQUIREMENTS
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Much of my coaching work revolves around marketing, communications and
branding in the world of healthcare. I work with hospitals or hospital systems trying
to figure out their public brands in a constantly changing environment, responding
to the effect of national healthcare reform, government reimbursement reductions
and intense competition (not just for patients but also for qualified physicians).

To learn more about what some hospitals have done to build, sustain and
promote their respective brands, I spoke with several healthcare leaders.

SAINT BARNABAS HEALTH CARE SYSTEM: 4 BOXES…ONE PHILOSOPHY
The branding philosophy at Saint Barnabas Health Care System (SBHCS)

focuses on excellence in terms of patient satisfaction and customer service. This
philosophy starts at the top with CEO Ron Del Mauro.

TIMES*

By Steve Adubato, PhD

* This article is excerpted from the author’s soon-to-be-published book entitled
You Are the Brand. Rutgers University Press, 2011.

HOSPITAL
BRANDING
IN CHALLENGING AND

UNCERTAIN
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The branding focus of SBHCS is exemplified in what is
called the “four boxes” in the SBHCS logo. Each box
stands for a particular pillar of the Saint Barnabas approach,
which includes: Quality; Patient, Employee and Physician
Satisfaction; Cost Efficiency; and Execution and Sustainability.

When I asked Del Mauro about the significance of
the four boxes, he said: “People are always looking for
something unique as far as a logo is concerned. At Saint
Barnabas, we believe that it’s not the logo that makes the
philosophy; it is the philosophy that makes the logo…We
created something that we felt was visually appealing and
marketable, and then we asked ourselves how we could
make people identify the image with the SBHCS philosophy,
which is that patients’ and family members’ expectations
will be met every time they come to any of our 50 sites in
New Jersey. It is the execution of our philosophy that
makes the logo so special.”

I then asked Michellene Davis, Senior Vice President for
Policy Development and Government Affairs for SBHCS,
how difficult it is getting every element of this complex
organization to be supportive of one brand centered
around the four boxes. She responded: “It’s like watching
siblings. Everyone wants to say ‘me, me, me,’ but the truth
is that the power is in the family unit as a whole and the
strength and virtue of the family comes from all the individ-
uals that make up the family. In the same way, this dynamic
is what constitutes who we at SBHCS really are. The power
is in the family.”

Having a visually appealing logo doesn’t make the
brand by itself. It’s living up to what the logo stands for that
matters most.

RWJ: GOING FROM 21 LOGOS TO THREE LETTERS
Consider the case of Robert Wood Johnson University

Hospital (RWJUH) and the Robert Wood Johnson Health
System. RWJUH CEO Steve Jones and his Vice President of
Communications and Community Relations, Michael
Knecht, have played key roles in streamlining a plethora of
logos, names and philosophies.

When I asked Jones about the Robert Wood Johnson
brand, he said that when he took over in December 2006,

branding was one of his top priorities. He told me: “We
wanted a visual identity that would be a symbol that
instantly brought Robert Wood Johnson to mind. A
decade ago, there were 20 different logos associated
with the hospital. Then, we woke up one day and found
out we had 21. We had brand confusion. It became our
goal to have one visual identity that symbolized Robert
Wood Johnson University Hospital. We do have different
names for different service lines, but we want people to
know that they will have the same high-quality experience
when they interact with the RWJUH brand no matter
which part of our hospital they are using. To tie all of our
different brands together, we chose the unifying theme of
just three letters: RWJ.”

Clearly, Steve Jones was on the right track, and
according to Michael Knecht, Steve Jones has played
the most important role in this massive brand transfor-
mation: “The CEO clarifies the vision. The CEO is the
chief strategist, cheerleader, fundraiser, and he or she
is the brand champion–being cognizant of what it means
to have a strong brand, knowing its strengths and
weaknesses…His role is critical for advancing the brand
externally and internally.”

So what do those letters RWJ really mean to the tens
of thousands who come in contact with this healthcare
organization? According to Jones: “The RWJ brand
stands for excellence, high-quality technology, new
techniques and compassionate care. If there is that
recognition and meaning behind a brand, then that is the
place I want to go, the place where I know they will take
care of me.”

HACKENSACK UNIVERSITY
MEDICAL CENTER:
SCORING A “TOUCHDOWN”
Hackensack University Medical
Center (HUMC) is considered one
of the top hospitals in the country,
particularly when it comes to geri-
atrics and heart surgery. HUMC’s
philosophy is that patients have always been and will
always be the top priority.

Much of HUMC’s “branding” effort revolves around
promoting and highlighting specific service lines. Most
specifically, kids, cardiac and cancer. HUMC teamed upwith
the New York Giants football team to create something
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called “The Touchdown Fund: Score For Kids, Cardiac and
Cancer.” You can’t go to the new Meadowlands Stadium
without seeing HUMC’s brand all over. In fact, recently
Hackensack had its annual gala right on the field at the new
Giants stadium. The event itself was a big part of the hospi-
tal’s overall branding approach. The galawas a huge success.

When I asked HUMC President and CEO Bob Garrett
why he chose to partner with the Giants, here’s what he
said: “It made sense. Two companies have an incredibly
positive image in their respective fields, the NY football
[team the] Giants in the field of sports and HUMC in the
healthcare and hospital world. It made sense for those
two to get together in terms of brand recognition and
striving for excellence. Then there is geographic synergy.
We are both in the northern part of New Jersey and are
servicing the same types of people–our patients are often
the core of the Giants’ fan base.”

In addition, according to Anne Marie Campbell,
Vice President of Public Relations for HUMC: “What is
important about the way the Touchdown Fund was
structured is that Bob wanted to be sure that the part-
nership philosophically met the mission of the hospital–
that it wasn’t just a partnership with the hospital, but that
the moneys came back and provided services to the
community and patient care.”

Finally, according to Garrett: “A branding partnership
is all about opening doors. It is good for the Giants
because it lets the community know that the franchise is
invested in it, and it is good for HUMC because it helps
us carry out our mission to offer excellent medical care to
our patients.”

BOTTOM-LINE LESSONS
Here are the lessons for the rest of us–particularly for

physicians attempting to brand themselves and their
practices in these difficult and challenging times:

• Whether your business or practice has two million
or 200 customers (or patients), the value of a
meaningful logo, strong leadership and smart and
strategic partnering cannot be understated.

• It’s not the logo that makes the philosophy of a
company; it is the philosophy that makes the logo.

• The strength of a brand depends on all the individuals
within an organization. Just like a family, greatness
comes from the members within. So remember, as
a physician, you are always the most important ele-

ment in building your public brand.
• The CEO (or lead physician) must be the chief strategist,
peer leader, fundraiser, and he or she is the most
influential brand champion.

• Your brand is often judged by the company you keep.
Look to strategically partner with other physicians or
physician practices that share your vision and philosophy.

• Especially in tough economic times, it is wise to
create a sense of philanthropy among your employees
and customers by partnering with in-need organizations.
Make sure that you and your staff are actively involved
in making a difference in your community.

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

AFFORDABLE, DEPENDABLE
PROFESSIONAL LIABILITY & BUSINESS INSURANCE

JUST GOT EASIER…

We are independent insurance agents and have
access to many companies who offer professional
liability insurance. As our client, we will analyze your
insurance requirements, compare them to the various
insurance company offerings, and recommend the
program that provides maximum value for you.

Med Mal program types and benefits include:
• Occurrence type policy
• Claims-made type policy
• First time practice discounts
• “Moonlighting” and part-time policies available
• Claim experience discounts
• Full consent to settle policy provisions protect
your reputation

Joseph A. Britton Agency, Inc.
(800) 462-3401
joseph.britton2@verizon.net

Call or email to secure these important benefits!
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Gestation of a Simulation Training Facility:
The Northern New Jersey Perinatal Simulation Training Center at Saint Barnabas
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Across the street from Saint Barnabas Medical Center in
West Orange, New Jersey, “patient safety initiatives” are
advancing to new dimensions in 2011, literally and figuratively,
as construction of the Northern New Jersey Perinatal Sim-
ulation Training Center nears completion on the fifth floor
of the Atkins-Kent Building.

Conceived and directed by Richard Miller, MD, Chairman
of Obstetrics and Gynecology at Saint Barnabas, the Center’s
inaugural mission is to provideNew Jersey obstetric healthcare
professionals a convenient way to participate in clinical
training that focuses on specific obstetric emergencies,
such as shoulder dystocia, breech delivery and complications
of vacuum extraction, eclampsia, postpartum hemorrhage
and neonatal resuscitation. Team training is reinforced,
practiced and evaluated in a no-risk environment. The
dynamic simulation program incorporates clinically tested
training scenarios borrowed from those used by the Army
Medical Corps, a Noelle S575 obstetric simulator and video
cameras for objective feedback. Certification is available for
participants who successfully complete the course.

A PROSPECTIVE VIEW OF PATIENT SAFETY
In a recent interview, Dr. Miller commented on why

simulation training is imperative for improving patient safety
in obstetrics and other specialties: “I think physicians in
the medical community have both an educational and
ethical obligation to institute simulation training in healthcare.
The technology has advanced to the point where high-
fidelity simulators can create a critical scenario that is very
close to real-time patient care. From that standpoint, it
is going to be very important for us to be able to use those
high-fidelity simulators to create these rare but serious critical
events and to practice responding to these events in a safe
environment. That brings us back to the ethical obligation to
do that for patients. No one would want a surgery performed
by a surgeon who has operated only on a mannequin, but
again, no one wants to be the first person that the physician
or the nurse has ever cared for in a particular circumstance
or a given critical scenario.”

Photo provided by Gaumard Scientific.

By Robert B. Goley
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DETERMINATION AND FUND-RAISING
When asked about his motivation to create the Center,

Dr. Miller noted: “We have been working on the develop-
ment of the Simulation Center for about five or six years
now. The idea came about when [we were] looking at a com-
prehensive safety plan for our labor and delivery services. We
encountered the same dilemmas faced by other hospital
systems: having limited availability of the clinical staff to
perform ‘in situ’ drills. It is very difficult to identify a specific
time to conduct the drills, bringing the training staff in and
replicating a specific clinical scenario. We still felt that the
simulation training was very important and the next, most
logical step would be to establish a center away from the
hectic labor and delivery environment (where it is much
more difficult to produce the desired result).” The critical
factor–funding for the project–was then arranged through the
Saint BarnabasMedical Center Foundation and unrestrict-
ed donations from MDAdvantage™ Insurance Company
of New Jersey and Conventus.

THE IMPORTANT DISTINCTIONS
Medical simulation training, an evolution of the aviation

industry, began to take off in the 1980s. “Noelle,” the obstetric
patient simulator currently in vogue, has been in perpetual
labor since first introduced by Gaumard Scientific in 1999.

The Northern New Jersey Perinatal Simulation Training
Center is distinct in the following ways:

Accessibility:
For the first time, a dedicated obstetric training facility

is being established right here in New Jersey. Currently in
the United States, there are only five dedicated obstetric
simulation centers of this type. Logistically, the closest to

New Jersey are in Bethesda, Maryland, and Cambridge,
Massachusetts. “We wanted a simulation center available
to us and our medical staff,” explained Dr. Miller, “but the
problem was that there really were very few. Worldwide,
there are approximately 100 established simulation centers.
Those that do obstetrics are even fewer. That is why it
really became important for us to design and implement our
own stimulation training center for obstetrics specifically.”

Open Enrollment:
Healthcare providers throughout New Jersey (physi-

cians, nurses, medical students and even first responders/
emergency medical technicians (EMTs)) will be able to
take courses offered at the Center.

Dynamic Curriculum and CME Certification:
Clinical training scenarios will be replicated from the

work of Shad Deering, MD, a nationally recognized
expert in the field of obstetric simulation training at the
Madigan Army Medical Center. “We have borrowed the
curriculum from the Department of the Army and adopted
it for institution at our training center,” said Dr. Miller.
“The curriculum has been vigorously reviewed and there-
fore has had ample opportunity to demonstrate improved
performance. It is also important that our simulation center
be able to customize the Deering training scenarios.
We need to be able to measure individual improvement
in performance before and after the training course. For
example, we should be able to document the ability to
change an individual trainee’s traction forces during a
shoulder dystocia drill or change the frequency with
which a team has to respond to eclampsic seizures or
evaluate delivery time for a cord prolapse. The trainers

“Simulation training is expected to gain momentum as part of
the ‘patient safety movement’ continuously driven by healthcare
systems, managed care providers and even professional liability
malpractice insurance carriers looking to fortify the defensibility

of medical malpractice claims.”
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or instructors should be able to measure these challenges
as a specific performance factor when evaluating the
trainee within the simulation itself.”

Certification of evidence-based training can be an
important credential when defending amedical malpractice
claim. In shoulder dystocia cases, for example, referencing
certification of traction forces and training in force
perception can bolster a clinician’s credibility if chal-
lenged by allegations that excessive traction resulted in
brachial plexus injury.

Flexible Teaching Plan:
Training will incorporate five critical scenarios into a

one-day course: eclamptic seizure, postpartum hem-
orrhage, shoulder dystocia, emergency vaginal breach
delivery and abnormal fetal monitoring heart rate tracing.
Dr. Miller said: “I think that this preliminary design serves
to help a number of scenarios. For example, with the
abnormal fetal heart rate tracing, we plan to be able to
tweak the scenario to have a woman coming in for a
VBAC delivery and turn it into a critical scenario. The drill
can run such that it simulates a uterine rupture, which can
then run into postpartum hemorrhage and things of that
nature. So our plan does give us the ability to standardize
the scenarios but also allows us the flexibility to make up
or change the scenarios as we go along. Hopefully, these
variations will allow us to identify weaknesses and
address those performance deficiencies in training.
Because every provider will come with different skill sets
and experiences, the ability to vary the scenarios will help
us at the Center to ensure that we improve everyone’s
repertoire of skills.”

ANTICIPATING STIMULATION FROM SIMULATION:
REALIZING SECONDARY BENEFITS

Simulation training is expected to gain momentum
as part of the “patient safety movement” continuously
driven by healthcare systems, managed care providers and
even professional liability malpractice insurance carriers
looking to fortify the defensibility of medical malpractice
claims. Given the potential benefits to patients and
practitioners, simulation training is likely to become a

requirement by the Counsel on Resident Education in
Obstetrics and Gynecology (CREOG) and the Accreditation
Counsel for Graduate Medical Education (ACGME) in the near
future, possibly for licensure. The future of the Northern New
Jersey Perinatal Simulation Training Center at Saint Barnabas
is virtually unlimited, as Dr. Miller noted: “I believe that once
we whet the appetite of the healthcare system for simulation
training and demonstrate success, it will very quickly move
into other areas that are equally important. It could be code
team training, emergency department scenarios or events
involving operating rooms and anesthesiology. All those
kinds of areas are going to be open for us to explore and
move into.My suspicions are that oncewe have the Simulation
Center for obstetrics for the region, soon thereafter we will
expand into other areas of medical simulation.”

Robert B. Goley is Senior Vice President, Claims and
Risk Management, at MDAdvantage™ Insurance Company
of New Jersey.

Richard C. Miller, MD, is the Department Chair for
Obstetrics and Gynecology at Saint Barnabas Medical
Center.
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The Edward J. Ill Excellence in Medicine Awards® are awarded
annually to honor those exemplary physicians and leaders
whose dedication to education, research and public serv-
ice has significantly impacted the delivery of healthcare in

New Jersey and around the world. 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.
This year’s awards dinner will be held onWednesday, May 4, 2011,

at Greenacres Country Club in Lawrenceville, New Jersey. This event debuted
in 1939 at the annual meeting of the Academy ofMedicine of New Jersey and has
been sponsored byMDAdvantage™ InsuranceCompany ofNew Jersey since 2003.

Profits from the event will be dedicated to fund scholarships with a goal of
easing the financial burden and encouraging students to remain in our state and a
long-term vision of improving access to healthcare for New Jersey residents. This
year the Edward J. Ill Excellence inMedicine Foundation is pleased to announce the
introduction of the Excellence inMedicine Scholarship Honor Roll, and proudly rec-

ognizes Kern, Augustine, Conroy&Schoppmann, PC, as the lead contributor.
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. For

additional information on the awards program and this year’s honorees, visit
our website at www.EJIawards.org.

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

By Janet S. Puro, MPH, MBA
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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.

Mark Jay Zucker, MD, JD

Mark Jay Zucker, MD, JD, is Director of the Heart Failure Treatment and Transplant
Program at Newark Beth Israel Medical Center (NBIMC) and has been involved with
heart transplantation since 1987. For the past five years, under the leadership of
Dr. Zucker, the Heart Failure Treatment and Transplant Program at the Saint Barnabas
Heart Center at Newark Beth Israel has ranked among the top 10 programs in the nation
in volume. To date, more than 600 heart transplants and more than 200 left ventricular
assist device implants have been performed at NBIMC. In 2010, the program was cited
as one of only two programs in the nation to have statistically better-than-expected
three-year survival rates.

Dr. Zucker is a Clinical Professor of Medicine at the University of Medicine and
Dentistry of New Jersey (UMDNJ)–New Jersey Medical School and has been a principal
investigator in more than 20 pharmaceutical- or device manufacturer-sponsored trials.
He has also been a collaborating investigator involved in virtually all of the left ventricular
assist device trials that have been conducted over the past 25+ years, including the Jarvik total
artificial heart trial, all Thoratec Heartmate trials and the MicroMed DeBakey axial
flow pump trial. Most recently, Dr. Zucker was a collaborating investigator on the
Ventrassist and Duraheart LVAD trials, and he was the principal investigator for the new
HeartWare LVAD trial. Dr. Zucker was instrumental in developing New Jersey’s first adult
extracorporeal membrane oxygenation (ECMO) program and first lung transplant
program. For many years, he has worked collaboratively with pediatric cardiologists as
one of two cardiologists at Newark Beth Israel Medical Center’s Center for Adults with
Congenital Heart Disease.

As a Director of the original New Jersey Affiliate of the American Heart Association,
Dr. Zucker was offered an opportunity in 1998 to become a founding member of the new
Heritage Affiliate of the American Heart Association. He remained a member of its Board
of Directors from 1998 to 2000. Dr. Zucker served as President/Governor of the
New Jersey Chapter of the American College of Cardiology from 2006 to 2009.
Dr. Zucker has served as a member of the Board of Directors of the New Jersey Organ
and Tissue Sharing Network for more than 15 years, served as the Vice Chair of the
Sharing Network’s Advisory Board and served twice as the Thoracic Representative for
the mid-Atlantic states and once as an at-large member of the United Network for
Organ Sharing (UNOS). He has also served as an at-large member of the UNOS
Membership and Professional Standards Committee and presently serves as the Chair of
the UNOS Heart Subcommittee. Dr. Zucker has been the representative from the
American College of Cardiology (ACC) Board of Governors to the ACC’s Subcommittee
on Heart Failure and Transplantation and is now the Vice Chair of the ACC’s Medicare
Carrier Advisory Committee.

Dr. Zucker attended Northwestern University’s School of Medicine where he
remained for his residency in internal medicine followed by clinical and research fellowships
in cardiology. In addition to practicing medicine, Dr. Zucker is a graduate of Loyola
University Law School and is admitted to practice law in New Jersey, New York and
Illinois. In 2006, he ran for public office and now serves as one of nine members of the
Millburn-Short Hills Board of Education.
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Accepting on behalf of The Elizabeth M. Boggs Center on Developmental Disabilities at the
University of Medicine and Dentistry of New Jersey (UMDNJ)–Robert Wood Johnson Medical
School, New Jersey’s federally designated University Center for Excellence in Developmental
Disabilities Education, Research and Service, is Deborah M. Spitalnik, PhD. Dr. Spitalnik is the Center's
founding Executive Director as well as Professor of Pediatrics at UMDNJ–Robert Wood JohnsonMedical
School.

Dr. Spitalnik holds degrees from Brandeis, Harvard and Temple universities and was a Maternal and
Child Fellow at St. Christopher’s Hospital for Children. In her efforts to promote inclusive communities,
her work has focused on the intersection between individuals and public policy. She is a coauthor of two
editions of the classification manual in intellectual disability. Dr. Spitalnik has promoted the health of
individuals with disabilities through her research by developing innovative models for integrating
adults with chronic disabilities into managed healthcare and through the development of curricula and
educational materials for professionals and consumers. Dr. Spitalnik educates a wide range of
constituencies throughout various disciplines, including people with disabilities and their families,
medical students, resident physicians, direct support professionals and social workers.

Dr. Spitalnik chairs the New Jersey Medical Assistance Advisory Council, the national Council on
Quality and Leadership, and is Past President of the Association of University Centers on Disabilities.
Serving on numerous committees in New Jersey and nationally, she provides extensive consultation to
families, policymakers, state agencies and service providers. A former trustee of Children’s Specialized
Hospital, Dr. Spitalnik serves on the board of George School and is a volunteer at the Flemington Area
Food Pantry.

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.

Deborah M. Spitalnik, PhD

Sylvia Christakos, PhD, is Professor of Biochemistry and Molecular Biology at the University
of Medicine and Dentistry of New Jersey (UMDNJ)–New Jersey Medical School. Dr. Christakos
received her PhD degree from the State University of New York (SUNY) at Buffalo School of
Medicine. She completed her postdoctoral training at the Roswell Park Memorial Institute, SUNY
Buffalo School of Medicine, Department of Biochemistry and at the University of California at
Riverside, Department of Biochemistry. In 1980, she was appointed Assistant Professor in the
Department of Biochemistry at UMDNJ–New Jersey Medical School, Associate Professor from 1985
to 1990 and Professor from 1990 to the present. Dr. Christakos has received continuous funding
from the National Institutes of Health (NIH) and/or the National Science Foundation (NSF) for the
past 30 years.

Dr. Christakos has served on the NSF regulatory biology study panel and on numerous NIH
study sections (including General Medicine B and Skeletal Biology, Structure and Regeneration). She
was Associate Editor of the Primer on the Metabolic Bone Diseases and Disorders of Mineral
Metabolism (2000–2007) and the Journal of Bone and Mineral Research (2003–2008). She is the
author or coauthor of 148 publications in peer-reviewed journals. Dr. Christakos is a member of
the American Society for Bone and Mineral Research (ASBMR) and the Endocrine Society. She has
served on numerous ASBMR committees and was ASBMR President (2004–2005). Her laboratory
is one of the leading laboratories involved in research related to vitamin D, its function and
mechanism of action.

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

Sylvia Christakos, PhD
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Judith M. Persichilli, RN, BSN, MA, is President and Chief Executive Officer of Catholic Health
East (CHE). Ms. Persichilli joined CHE in 2003 as the Executive Vice President of the Mid-Atlantic
Division. She was promoted to Executive Vice President of Acute Care for the system in 2008 and
then to Executive Vice President and Chief Operating Officer in December 2009, before assuming
the role of CEO. Before joining CHE’s System Office, she served for eight years as CEO at
St. Francis Medical Center in Trenton, New Jersey.

Ms. Persichilli received her nursing diploma from the St. Francis Hospital School of Nursing
in 1968, a bachelor of science in nursing from Rutgers University in 1976 and a master of arts
in administration from Rider University in 1980. She also received an honorary doctor of health
degree from Georgian Court University. She is a member of various community agencies and
is a member of several community boards, including the Health Care Administration Board of the
State of New Jersey (appointed by Governor Codey). She also serves on the Board of Directors of
the New Jersey Health Care Quality Institute, the Hopewell Valley Community Bank as an Emeritus
Director and founder, the Kerney Foundation Board of Trustees and the Rider University Board of
Trustees. Ms. Persichilli recently served as Vice Chair of the partnership board of Keystone Mercy
Health Plan. She is also a member of the American Nurses Association and the New Jersey State
Nurses Association.

In September 2008, Ms. Persichilli received the Catholic Charities, Diocese of Trenton, highest
honor when she was awarded the 2008 Richard J. Hughes Humanitarian Award. In 2006, she
received the greatest tribute bestowed on a nurse in New Jersey when she was inducted into the
New Jersey State Nurses Association Hall of Honor.

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.

Judith M. Persichilli, RN, BSN, MA

Stephen F. Lowry, MD, MBA, is Professor and Chair of the Department of Surgery at the University of
Medicine and Dentistry of New Jersey (UMNDJ)–Robert Wood Johnson Medical School (RWJMS) and
Senior Associate Dean for Education. Previously, Dr. Lowry was Professor of Surgery at the New York
Hospital–Cornell University Medical Center, attending surgeon at the Memorial Sloan-Kettering Cancer
Center and a visiting associate physician at the Rockefeller University of New York. He rose through the ranks
to become Professor of Surgery and Assistant Dean for Clinical Research at Cornell University Medical
Center. In 1997, Dr. Lowry was appointed to his current post, where he has succeeded in developing an
outstanding department.

His early research efforts served as a basis for the evolution of biologic response modification
therapies for patients with severe infection and shock. These studies have continued during his
tenure at UMDNJ–RWJMS and resulted in receipt of an NIH Merit Award that recognizes the continual
performance of outstanding research. He has been continuously funded by the NIH for more than 25
years. His current interests include integrated in-vivo and computational systems approaches to the
study of severe inflammation or sepsis. He is developing novel technologies for the assessment of
patient risk and responses to therapy.

Dr. Lowry is certified in general surgery and serves on the editorial board of eight prestigious journals.
He has contributed to the scientific literature as author or coauthor of more than 250 articles and 110 book
chapters, and has been Associate Editor of two major textbooks on surgery and surgical research.

Dr. Lowry is the 2003 recipient of the Flance-Karl Award presented by the American Surgical Association
to the American surgeon whose work has contributed substantially to the advancement of clinical surgery.
He was also awarded the prestigious Samuel D. Gross Prize in Surgical Research by the Philadelphia Academy
of Surgery, and he is listed as a highly cited author by the Institute for Science Information in the field of
immunology. In 2005,Dr. Lowrywasmade anHonorary Fellowof the Royal College of Surgeons of Edinburgh.

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.

Stephen F. Lowry, MD, MBA
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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 to the understanding of disease processes.

Masayori Inouye, PhD

John P. Castronova
UMDNJ- New Jersey Dental School

Amanda Ganza
UMDNJ- New Jersey Medical School

Cara Bergamo
UMDNJ- Robert Wood Johnson Medical School

Farhad Modarai
UMDNJ- School of Osteopathic Medicine

Shurika Perry
UMDNJ- School of Health Related Professions

Heather Neidle
Seton Hall University- School of Health and Medical Sciences

CONGRATULATIONS TO THE
2011 EXCELLENCE IN MEDICINE
SCHOLARSHIP RECIPIENTS

Masayori Inouye, PhD, Distinguished Professor at the University of Medicine
and Dentistry of New Jersey (UMNDJ)–Robert Wood Johnson Medical School, is
a leading scientist in the field of molecular biology and biochemistry. He earned his
PhD at Osaka University, Japan and carried out postdoctoral research at Osaka
University and Princeton University. He then joined State University of New York at
Stony Brook as Associate Professor of Biochemistry, was promoted to Professor in
1975 and became Chair of the department in 1981. In 1987, he moved to
UMDNJ–Robert Wood Johnson Medical School as Chair (until 2007) and Professor
of Biochemistry. In 2008, he was appointed as Distinguished Professor and currently
is a resident member of the Center for Advanced Biotechnology and Medicine. He
is a member of several prestigious institutions, including the American Academy of
Arts and Sciences and the American Academy of Microbiology.

Dr. Inouye has made a number of important discoveries in life science. His
pioneering contributions are represented by his more than 650 publications.
His research has led to significant advances in the fields of protein folding, bacterial
stress response and gene regulation. Most notably, in 1984 he discovered a new
principle of gene regulation by RNA, which opened an unprecedented avenue for
engineering gene expression from bacteria to humans. In addition to RNA-based
mRNA interference, he recently made another important discovery that gene
expression can be regulated by protein-based mRNA interference by enzymes
(mRNA interferases), destroying specific mRNAs in living cells. This finding has had
a significant impact on the development of therapeutic methods for cancer and AIDS.
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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™ sponsors 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 fund medical and healthcare
scholarships in New Jersey.

“When you’re committed to helping achieve excellence
in all areas of healthcare, you must begin by
recognizing it.”
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“I’m sorry, Doctor, but this claim is not covered by any of
your current insurance policies.” These are words that a
physician does not want to hear after receiving a letter from
a plaintiff’s attorney or after being served with a summons
and complaint or a subpoena. Unfortunately, most practicing
physicians are at risk of not only hearing these words but
also of suffering the business and personal losses associated
with claims arising from employment practices liability,
billing errors and data breach issues. These risks exist
because so many physicians are unaware that their current
professional liability, workers compensation and office
package insurance policies do not provide any, or very limited,
protection against these specific perils. For this reason, it is
important for all New Jersey physicians and surgeons to
become familiar with the types of insurance products that
are available to help fill this protection gap.

Employment practices liability insurance protects a
physician’s practice against claims arising from employment-
related issues. Examples of these types of claims
include sexual harassment or other unlawful harassment;
discrimination based on gender, race, national origin,
age, religion, disability or sexual orientation; emotional
distress; wrongful discharge or termination of employment;
wrongful demotion or promotion; failure to hire; retaliation;
employment-related libel, slander or defamation; and
invasion of privacy.

Network security and privacy wrongful act insurance
affords protection for claims arising from the unauthorized
release of confidential information. This typically includes
any breach or violation of U.S. federal, state or local
statutes and regulations associated with the control and use
of personally identifiable financial or medical information,

By Craig Skerpac

Protecting Your Practice: Filling the Gaps
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including but not limited to HIPAA, the Gramm-Leach-Bliley
Act and the Federal Fair Credit Reporting Act. Additional
allegations may include breach of confidence, invasion,
infringement, interference or violation of any privacy
rights or failure to properly handle, manage, store,
destroy or otherwise control a person’s private information
in any format.

Even if a physician’s practice avoids being drawn into
a HIPAA, Gramm-Leach-Bliley or Federal Fair Credit
Reporting Act claim due to the unauthorized release of
confidential information, the compliance costs can be
extensive. State and federal laws require that the physician
notify those individuals whose data have been breached.
For example, the loss or theft of a laptop, storage device
or other smart device could result in the expenditure of
untold amounts of time and money to notify hundreds or
thousands of current and past patients.

Billing errors, fraud and audit insurance provides
coverage for attorney and audit costs, as well as for fines
and penalties incurred in response to actions or proceedings
resulting from Recovery Audit Contractor (RAC) audit
findings. Proceedings insured by billing errors, fraud and
audit insurance generally include billing errors proceedings
that consist of investigations or other proceedings instituted
by a qui tam plaintiff (a person with knowledge of fraud
against the U. S. government who files a lawsuit on behalf
of the government), a government entity or commercial
payor alleging that your practice, whether you use a
billing company or not, is liable for the presentation of
any actual or alleged erroneous billings; Emergency
Medical Treatment and Labor Act (EMTALA) proceedings
that are instituted by a government entity alleging violation
of the EMTALA (which was enacted in 1986 to ensure
public access to emergency services regardless of
ability to pay); and Stark proceedings instituted by a
government entity alleging violation of any federal, state
or local anti-kickback or self-referral laws.

Even if you use a medical billing company, you are
responsible for the billing performed on your behalf.
You can delegate the task, but you cannot delegate
the responsibility. If your billing company’s errors and

omissions policy contains a $1,000,000 limit, and your billing
company erroneously overbills Medicare for the same proce-
dure 100 times on your behalf, and makes the same mistake
for the other 25 practices in your specialty that the company
bills for, you may have little or no protection. You, unlike the
billing company, cannot declare bankruptcy and walk away.

SHOP SMART
If you are interested in finding insurance products that can

fill protection gaps in your current policy, you should be aware
that some employment practices liability, network security and
privacy wrongful act and billing error and omission products
are better than others. Although occurrence or modified
claims-made policies that automatically include the
extended reporting endorsement (otherwise known as the
“tail”) are preferred for most New Jersey professional liability
insurance policies, the market standard is to provide
employment practices, billing and data breach coverages
on a claims-made basis. There can even be a distinct advan-
tage to claims-made policies associated with these types of
coverages, as some insurers provide unlimited prior acts
coverage. This can be an enormous benefit because unre-
ported or unexpected claims will be insured when the policy
goes into effect, no matter when the incident occurred.

In addition, you might consider obtaining a policy in
New Jersey’s standard insurance market rather than in the
surplus and excess lines market. Policies issued in New Jersey’s
standard insurance market are protected by the New Jersey
Property Liability Insurance Guaranty Association for claims
up to $300,000 in the event that the insurance company
becomes insolvent. Surplus and excess lines policies are
not so protected.

In today’s litigious and regulated environment, it is
important to be proactive in seeking ways to protect your-
self and your practice. A first step in seeking this protection
is to contact your professional insurance agent to discuss
the value of obtaining insurance products that can fill this
protection gap.

Craig Skerpac is President of Joseph A. Britton
Agency, located in Mountainside, New Jersey.

“In today’s litigious and regulated environment, it is important to be proactive
in seeking ways to protect yourself and your practice.”
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AN INTERVIEW

By Carol V. Brown, PhD

WITHWilliam J. O’Byrne
Executive Director of NJ-HITEC
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In February 2009, the Health Information Technology for Economic and Clinical
Health Act (HITECH Act) was passed by the U.S. Congress and signed into law
by President Obama. In April 2010, the Office of the National Coordinator for
Health Information Technology (ONCHIT), which became a permanent office in
the Department of Health and Human Services under the HITECH Act, awarded
$23 million to fund a Regional Extension Center (REC) in New Jersey–called the
Health Information Technology Extension Center (NJ-HITEC). Similar to other
grants awarded to RECs across the country, the primary purpose of the funding
is to provide assistance to primary care physicians who wish to take advantage of
the services provided by the REC to help select a certified electronic health
record (EHR) package, effectively implement it and then achieve three levels of
“meaningful use” over the next five years.

The following interview with the Executive Director of NJ-HITEC, William J.
O’Byrne, conductedby Technology Editor Carol V. Brown, PhD, describes someof the
plans and early accomplishments of the New Jersey REC during its initial months.

Carol Brown: Please briefly describe the specific mission of the New Jersey
Regional Extension Center (NJ-HITEC).

William J. O’Byrne: The mission for the New Jersey REC comes from the
HITECH part of the American Recovery and Reinvestment Act (ARRA) of 2009,
which basically says that each state will form at least one Regional Extension
Center to help designated providers become “meaningful users” of electronic
health record information technology. The program is administered according to
the law by the Office of the National Coordinator, and the goal of the federal
government is to provide services for at least 100,000 providers. It was clear
that New Jersey’s share would be quite large if the state elected to do the
project as one single REC for the entire state of New Jersey, given the size
of our population.

Donald Sebastian, PhD, Senior Vice President at Newark’s New Jersey Institute
of Technology (NJIT), was the principal submitter of the proposal to the ONC
that outlined a comprehensive plan for the state. NJIT received letters of
endorsement from significant stakeholders within the state. The first round of
REC funding for about 20 states and 10 territories came out at the end of December
2009. The second round came out in April 2010, and the NJIT proposal was in
that package–with an award of $23 million. The NJ-HITEC obligation is to have
5,000 physician providers become “meaningful users” within the first two years.
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Brown: Looking at the graphic in Figure 1 that depicts
the six different services that NJ-HITEC will be providing,
could you briefly explain the first step labeled
agreement?

William J. O’Byrne: The first requirement of the ONC is
to have doctors voluntarily sign a participation agreement
to join NJ-HITEC. NJ-HITEC is a local not-for-profit corpo-
ration governed by a board that is a part of a university that
is well-known in the state and in the technology/innovation
industry (NJIT). NJ-HITEC is also partnered with all the
well-respected trade associations. Once a participation
agreement is signed, NJ-HITEC is then able to provide
subsidized services to these doctors.

I’m very pleased that the doctors in the state are giving
us a warm welcome. I believe this is because currently
many doctors are in a kind of “vendor shock.” They are
being inundated with numerous calls from different ven-
dors–each one claiming to have the best electronic
health record system. The REC is here to assist with the
process of selecting an EHR vendor. The participation
agreement is available on the NJ-HITEC website at
www.njhitec.org.

Brown: Can you tell us more about the second step
called assessment?

William J. O’Byrne: Once the participation agreement is
executed, the doctors and their staff, with the assistance of
NJ-HITEC representatives, conduct a practice assessment.
This is a fairly detailed and thorough process that allows us
at NJ-HITEC to get to know exactly what the doctors’ work-
flows are and what their business practices are–from the
time the patient walks into the waiting room to when the
bill goes out and the claim is paid. At NJ-HITEC, the goal
is to understand not only the EHR demands but also the
business practices so that we can advise doctors in their
EHR selection. Second, the practice assessment allows
us to learn what a doctor is looking for. Some doctors
don’t want to pay to get the largest and most compli-
cated systems–and that is their choice. We don’t make that
kind of a choice for them. Our commitment is to help
them become “meaningful users” of EHR software certified
under the ONC, not to tell them how much to spend. We
are sensitive to the cost/benefit factors.

NOTE FROM THE EDITOR:

The potential long-term benefits of electronic health records

(EHRs) promise exciting changes for the entire medical com-

munity. According to a recent article in The New England

Journal of Medicine, EHR packages today not only are inte-

grated with practice management systems that collect patient

information such as demographics, office visits and billing

information but also store test results. The EHR also enables

licensed clinicians to electronically order medications with

systems that can flag potential drug interactions and allergic

reactions based on patient data. Today’s EHR systems also

give the physician access to clinical-decision support through

avenues such as practice guidelines, clinical reminders, safety

alerts regarding drug doses and even individualized clinical

recommendations based on an electronic review of patient

data. The migration toward electronic records is expected to

reduce errors in care while improving clinical decisions and

patient communication–all which can be expected to improve

patient safety and protect providers from liability.1

The implementation of any new clinical system, however,

is certainly not without potential risks. For example, without

adequate training and guidance, there is the possibility that

documentation gaps will be created during the transition from

paper to electronic files. Additionally, some worry that injuries

and claims may result from inadequate backup and recovery

systems. There are also potential risks associated with patient

dissatisfaction and charges of negligence if physicians do not

have adequate policies and procedures in place for such

things as handling patients’ requests for electronic copies of

their own health records. There is also the concern that the

improved access to clinical information may create legal duties

to act on that information and thereby increase charges of

negligence. In fact, some wonder if more thorough and

extensive documentation might create more discoverable

evidence for plaintiffs.

Certainly, there are many unanswered questions regarding

the implementation, use and overall benefits of EHRs, but

there is no debate that the future of medicine lies in these

electronic records.

1 Mangalmurti, S. S., Murtagh, L., & Mello, M. M. (2010).
Medical malpractice liability in the age of electronic health
records. The New England Journal of Medicine, 363(21),
2060–2067.
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Brown: In the third step, software recommendation,
what type of support does the REC provide?

William J. O’Byrne: Starting in the summer of 2010, we
began building a mechanism for an open process for
vendors to submit their products to become a vendor for
which price discounts will be negotiated with NJ-HITEC.
We chose a sensible number so that we have some
bargaining power with those vendors and can negotiate
prices for New Jersey providers. We will support all
vendors and will not recommend any one vendor over
another.

There are about 300 to 350 EHR vendors in the country
with various software solutions for physician practices.
Many of these are, or will become, ONC-accredited
vendors that have products that are interoperable with

healthcare information exchanges (HIEs) in this state. The REC
will support all ONC-accredited EHRs that are interoperable
with state-based HIEs and the State Health Information Net-
work. Our focus will be on those doctors who may not
know what they want to do and therefore need assistance.
Many of these doctors don’t want to spend their time,
money and energy sorting through all the vendor materials,
functions and prices to compare one vendor with another,
and the federal law allows us to do this for them. However,
we are not in any way going to supplant any of the recom-
mendations that have already beenmade or implemented by
any of the HIEs currently operating in New Jersey. Also,
NJ-HITEC will not interfere with (or second guess) the systems
that are in operation in hospitals, or with hospitals and affiliat-
ed providers or other providers. TheHITECHAct requires us to
help all providers, whether they have already invested in a

FIGURE 1. NJ-HITEC Services.
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system or not, and our EHR selection assistance is for those
providers who may not know what to do. For those
providers who have spent money and have made choices,
we are going to support that choice and give them services
to the full extent of their needs.

Brown: Does the fourth software service noted in the
graphic refer to the role of the vendor of the EHR
package selected by the physician practice?

William J. O’Byrne: Yes. NJ-HITEC will have a standard
consumer protection contract that vendors will be asked to
use. After signing the contract, the vendor is responsible
for the account and for handling the implementation,
including the installation and the initial hands-on training.
Then, once the doctor and the vendor agree (and NJ-
HITEC will probably participate in that decision) that the
vendor has done what it was supposed to do pursuant to
the contract, the last vendor payment can be released. At that
point, the practice has reached a “go live” status, and the
doctor has the technical capacity in his or her office to be a
meaningful user. He or she has obtained the equipment,
the software and the basic knowledge and training to use
the EHR. But there is still more to be done, because being
certified as a meaningful user involves more than just
having the technical ability to use these systems. It also
involves the comprehensive use of the EHR and the
attestation of this usage, as well as the achievement of
specific quality measures, as specified by the federal
rules that were completed in July 2010.

Brown: Could you discuss the REC’s role in helping
providers actually achieve the “meaningful use” step,
which is the fifth service on the graphic?

William J. O’Byrne: The REC is uniquely qualified and
able to help the doctors become “meaningful” EHR
users and to document that they have achieved several
metrics required for reporting to the Centers for
Medicare and Medicaid Services (CMS), which awards the
incentive funds to providers. This phase is intense. While
doctors are trying to implement these systems, they will
need to invest time to get the most benefits from the
system; this includes dedicating staff time for training. As
Executive Director, I will also be working to get our REC
employees and REC subcontractors trained in some of
the vendor products that the REC is going to support.
NJ-HITEC will have a help desk for providers, and when
NJ-HITEC representatives go on-site to help a doctor,
those people will have a good working knowledge of the
doctor’s EHR system beforehand.

Brown: What is included in the step called education?

William J. O’Byrne: The early outreach and training
efforts of NJ-HITEC will include some education on the
benefits and challenges of EHR implementation. We also
plan to provide comprehensive health IT online educa-
tional modules–developed by university faculty at NJIT
and Stevens Institute of Technology–that will be certified
for continuing education credits.

Brown: In terms of outreach, how is the REC getting
the word out about NJ-HITEC services?

William J. O’Byrne: Over the next 12 months, NJ-HITEC
is organizing at least 200 events across the state. Repre-
sentatives will be in hospitals, community colleges,
medical practices and in every place that will have them

“ The REC is uniquely qualified and able to help the
doctors become ‘meaningful’ EHR users and to document that
they have achieved several metrics required for reporting to
the Centers for Medicare and Medicaid Services (CMS), who
awards the incentive funds to providers.”
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to tell providers, practice managers and any other
stakeholders what services NJ-HITEC has available.
NJ-HITEC is ready to help doctors in any way to achieve
meaningful use. So outreach and training never ends
but rather are ongoing.

Brown: What is the best way for a reader to find out
where these events are happening?

William J. O’Byrne: Every scheduled event is on the
public calendar posted on our website at
www.njhitec.org. This calendar changes almost daily as
new commitments are established.

Brown: Are these services for specialty practices as
well as primary care physician practices?

William J. O’Byrne: Our focus is on primary care
practices, and we have to give priority to underserved
areas in the state–to Medicaid providers. Primary care
providers include the following seven categories: family
doctors, internists, obstetrician/gynecologists, pedia-
tricians, gerontologists, physician assistants and nurse
practitioners.

There is also one subset of this group that is really
important. The REC gets a federal subsidy for physician
practices that have 1 to 10 doctors in the practice. NJ-HITEC
will provide services to practices that include more than
10 physicians; but the REC does not receive the subsidy.

Brown: Are there any exceptions to this 10-physician
cutoff?

William J. O’Byrne: There are two exceptions. The first
exception allows NJ-HITEC to work with a group of
physicians in a practice consortium. This is a situation
in which the doctors have an independent professional
association (IPA) for shared services such as billing,
accounting, insurance, IT support and things like that–but
they historically operate as independent businesses. One
fully qualified IPA, for example, has about 300 primary
care providers in about 85 locations. Basically, these doc-
tors just come together to achieve economies of scale for
shared services, but not for business ownership. Each
doctor maintains his or her own practice as a separate
business entity. The physician in an IPA does not have

to individually purchase the EHR software; normally, the
IPA will do that for the doctor.

The second and more important exception is in Med-
icaid hospitals. The hospital itself does not get the services
of NJ-HITEC because the hospital has a direct subsidy
from CMS. However, the doctors who are working in the
Medicaid hospital as affiliated providers–whether they
are on the hospital payroll or their own payrolls–will
qualify for NJ-HITEC services. So even if more than 10
primary care providers work in a Medicaid hospital and
are on the hospital payroll, they can each have the services
provided by NJ-HITEC.

Brown: What is the member cost for practices with up
to 10 physicians?

William J. O’Byrne: The member charge is $500 per year,
per practice, per location. If there are two or more doctors
in a practice in the same location, the cost is still $500. This
cost is determined by location regardless of the number of
providers because when NJ-HITEC representatives go out
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to verify meaningful use and to provide other services, the
location becomes more important than the number of
physicians working at a location. But if two doctors operate
at two separate locations, then the cost for the two would
be $1,000 per year.

In those instances where a group of more than 100
providers joins as part of a federally qualified health center
(FQHC), IPA or Medicaid hospital, the per-site charge is
reduced to $350 per location.

Brown: Can specialty physicians join the REC?

William J. O’Byrne: Specialists are encouraged to join
the REC even though the subsidy does not apply to them.
Since NJ-HITEC is linking with all primary care providers,
joining the REC would be an invaluable opportunity for
specialists who exchange referrals and have other com-
munications with primary care providers to join as well.

Brown: What happens after the first two years of the
REC when the $23 million funding ends?

William J. O’Byrne: The federal contract for the first two
years is $23 million over a two-year period. In turn, NJ-
HITEC is required to contribute 10 percent of funding
support for the first two years (which is $2.3 million). Fur-
thermore, the way the HITECH law is currently written, if
the REC is successful in the first two years, 10 percent of
the cost in years three and four is then funded by the
federal government, and the REC has to come up with the
remaining 90 percent.

The business model that we are working on is a value-
added proposition so that the doctors will really want to
continue to be members of the REC. The value includes a
powerful website, web portal and a safe and secure e-mail
environment in which physicians can communicate with
other physicians and specialists on issues of importance to
them. NJ-HITEC is working on providing continuing educa-
tion credits, and since all member doctors are going to be
certified as meaningful users, there may be opportunities
for reduced costs for malpractice insurance. It’s also important
to understand that achieving meaningful use doesn’t end
after the stage one process during the first two years;
there are still two more stages coming up in which the met-
rics for meaningful use will be increased. So membership in
NJ-HITEC in years three and four will help doctors to main-

tain their meaningful use credentials through stages two
and three, and the doctors can continue to receive
HITECH incentive funds. There are many reasons why
doctors would want to be a part of the REC going forward.

Brown: Thank you, Bill, for sharing all of these details
with our MDAdvisor readers.

Carol V. Brown, MBA, PhD, is Distinguished Professor
and Director of the Healthcare IT Management program
at Stevens Institute of Technology.

William J. O’Byrne is the Executive Director of the
New Jersey Health Information Technology Extension
Center.

RELEVANT WEBSITES

NJ-HITEC:

www.njhitec.org.

This site provides links to information about provider
eligibility for incentive payments from the CMS and
about specific criteria for stage 1 of the “meaningful
use” certification.

Office of the National Coordinator (ONC):

www.healthit.hhs.gov

CMS Incentive Program for EHRs:

www.cms.gov/EHRIncentivePrograms/

HIMSS Association (providers and HIT):

www.himss.org
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American Academy of Pediatrics New Jersey Chapter (AAPNJ)
Purchasing Alliance.

Dermatological Society of New Jersey (DSNJ)
Purchasing Alliance.

Orthopaedic Surgeons of New Jersey (OSNJ) Medical Liability Insurance
Purchasing Alliance.
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Contact your broker for more information on MDAdvantage’s™ premium discount opportunities.

As a member of the following specialty societies and their respective purchasing alliances, you can receive significant discounts
on your MDAdvantage™ medical professional liability insurance premiums.

SPECIAL DISCOUNTS AVAILABLE
THROUGH YOUR SPECIALTY SOCIETY
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