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I am honored to present our Spring 2014 issue of MDAdvisor, which debuts at the

Edward J. Ill E
xcellence in Medicine Awards dinner on May 7th. I am especially proud

to highlight Edward J. Ill P
hysician’s Award® honoree Dr. George Heinrich on the cover

with five of our seven 2014 Edward J. Ill Excellence in Medicine scholarship students.

These extraordinary students represent the future of New Jersey healthcare.

At MDAdvantage, we are passionate about doing all we can to support and advance

medicine in New Jersey. An important part of those efforts needs to be fostering our

young healthcare leaders and providing the environment they need to become the future

clinicians and leaders New Jersey deserves.

However, we are facing some significant challenges, as New Jersey lags far behind

surrounding states in its ability to attract and retain physicians. As Outstanding Medical

Educator Award honoree David Swee, MD, so eloquently notes in his column on page 8,

our tuition and fees in New Jersey are “too high, discouraging the diversity required

in the medical profession to meet the needs of our most-diverse state. These

costs a
lso discourage future physicians from choosing specialties most needed

by our healthcare system. And, since our clinicians are already heavily

engaged in patient care, their tim
e to provide adequate guidance

and counsel to our learners is ever-shrinking.”

Clearly, t
his complicated issue is going to require the

cooperation of educators, legislators, policy-

makers, business leaders, hospitals and

providers in order to make a positive change.

It is 
my hope that MDAdvisor can continue

to serve as a resource and a tool for advanc-

ing ideas and stra
tegies that can help with

the retention of medical talent in our state. 

Please join me in congratulating this

year’s very accomplished Edward J. Ill

Excellence in Medicine honorees, and in

supporting our scholarship students. 

Sincerely,

Chairman & CEO

MDAdvantage Insurance Company of New Jersey

FROM THE DESK OF PATRICIA A.COSTANTE
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ANNOUNCING THE NEWEST MEMBERS
OF OUR EMERGING MEDICAL 
LEADERS ADVISORY COMMITTEE:

The Editorial Board is pleased to welcome the
newest members of our Emerging Medical
Leaders Advisory Committee:

Sarah Armenia
Seton Hall University School of 
Health and Medical Sciences (2015)
Christine Chen
Rowan University School of 
Osteopathic Medicine (2016)
Andrea Lewis
Rutgers School of Health Related 
Professions (2015)
Leila Mady
Rutgers New Jersey Medical School (2014)
Sandra Pena
Cooper Medical School of 
Rowan University (2016)
Melissa Shah
Rutgers School of Dental Medicine (2014)

The Advisory Committee advises the
Publishing Staff and Editorial Board on topics,
themes and invited papers for future issues of
MDAdvisor that address the future of medicine
and issues affecting young physicians and
healthcare leaders. Committee members also
author columns that provide insights into their
experiences throughout their education and
medical training.

See Sarah Armenia’s column “Caring for
the Woman, Not the Whipple” on page 35,
and look for the contributions of our other
Emerging Medical Leaders Advisory Committee
members in upcoming issues.

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

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

Letters to the editor are subject to editing and abridgment. 

MDAdvisor (ISSN: 1947-3613 (print); ISSN: 1937-0660 (online)) is published by MDAdvantage Insurance Company of New Jersey. Printed in the USA. 
Subscription price: $48 per year; $14 single copy. Copyright © 2014 by MDAdvantage®. POSTMASTER: Send address changes to MDAdvantage, 
100 Franklin Corner Road, Lawrenceville, NJ 08648-2104.

For advertising opportunities, please contact MDAdvantage at 888-355-5551. 
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Matthew Chase (Rutgers RWJMS 2014); George Heinrich, MD; Christine Chen (Rowan SOM 2016); 
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ADUBATO: 
The term accountable care organization is generally
understood as a network of doctors and hospitals that
shares responsibility for providing care to patients. Can you
explain how this works? 
MENACKER: 
The accountable care organization is a mechanism for
developing a care-delivery system that is integrated. It
is not really a new idea, but now it is taking shape with the
changes in healthcare reimbursement. The concept here is
that patients need to receive coordinated care that does
not rely on the federal government or on insurance companies
to determine what is appropriate, or who should be taking
care of them or how. We are talking about getting groups
of doctors together, giving them the responsibility for

maintaining a patient’s health, being efficient and then
getting a fixed amount of money. The doctors themselves
decide how they divide up this money and how they get
paid for the appropriate care–focused not necessarily on
the volume but the quality. 

ADUBATO: 
Give us a concrete example of how this would work in the
patient’s interest.
MENACKER: 
Let’s say a patient who has a problem that requires certain
diagnostic testing walks into my office. As an internist, I
send the patient for a CT scan, get the results, review the
case with the patient and come up with a treatment plan.

ACOs and the Future of Medicine: 

Although accountable care organizations take up only seven pages of the massive Patient Protection and Affordable Care Act,1 this business 
model involving hospitals and physicians has emerged as a significant payment and care delivery system for Medicare beneficiaries 

as well as privately insured patients. In a recent interview for One-on-One with Steve Adubato, which airs on PBS stations Thirteen/WNET and NJTV,
Steve Adubato had the opportunity to sit down with Morey Menacker, DO, President and Chief Executive Officer of the Hackensack Alliance

Accountable Care Organization, to discuss this business model and its effect on the healthcare industry as well as 
new technologies that improve doctor/patient communication. This article is an adapted version of that TV interview.

An Interview with Morey Menacker, DO

By Steve Adubato, PhD
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patients who have congestive heart
failure–which is when the heart weakens
and patients have a tendency to retain
fluids, causing them to swell and gain
weight. One of the best mechanisms
for monitoring this problem is to
check the patient’s weight every
day. However, not only do patients
sometimes forget to check their
weight, but they also don’t necessarily
understand what weight gain
means, and they don’t necessarily
communicate that information to
the doctor. They say to themselves,
“I just had too much to eat yester-
day.” They don’t realize that the
weight gain may be the beginning
of a problem. Technology can help
this patient. Scales provided by cer-
tain medical companies send the
weight directly to the doctor’s
office, directly to the electronic
medical record on the computer. If
there’s a significant difference in
weight from the day before, the
doctor gets notified automatically.
The doctor will tell his or her nurse,
“Call the patient; let’s get him in,”
as opposed to the patient waiting
and not going to the doctor. Then
three days later, he’s back in the
hospital.

ADUBATO: 
Is that the same kind of technology used
to monitor blood sugar information?
MENACKER: 
Yes, exactly. Most diabetics have little
machines called glucometers. They
use this to prick their finger and get a
blood sugar reading. They write down
the number, and when they visit the
doctor, they bring in this sheet of
three-month’s worth of blood sugar
testing. The doctor then looks it over
and says, “Two months ago, we really

ON AIR

“Integrating the 

systems so that 

information travels 

with the patient

from doctor to doctor,

from the doctor to 

the hospital and from 

the hospital back to 

the doctor, improves 

patient care, 

cuts down on waste 

and improves 

efficiency.”

Three days later, that patient becomes acutely ill and
ends up in the hospital where the emergency room
doctors order a CT scan.

The doctors do not know that the test was done
three days ago and that everything was normal. So,
therefore, the unnecessary test causes the patient to
get more radiation and causes a significant increased
cost to the system with no increased benefit. Integrating
the systems so that information travels with the
patient from doctor to doctor, from the doctor to the
hospital and from the hospital back to the doctor,
improves patient care, cuts down on waste and
improves efficiency.

ADUBATO: 
How are your colleagues reacting to all this?
MENACKER: 
Most of my colleagues are very excited about these
prospects and are looking forward to the changes.
However, most doctors are still businessmen and -women,
and therefore, there are always concerns such as “Who’s
going to pay for this?” and “How am I going to get
paid?” I’ll tell you, I can spend an hour on the phone with
a patient, and the reimbursement from the insurance
companies is zero. Now, if I brought the patient into the
hospital, the hospital will get paid a couple of thousand
dollars by the insurance companies.

ADUBATO: 
When you’re trying to keep the patient out of the hospital?
MENACKER: 
Exactly. That’s why the reimbursement system has to
change, and that’s what the ACOs are trying to do, saying,
“Listen, we don’t want to get paid for putting people in
the hospital. We want to get paid for keeping people
healthy. It doesn’t make a difference what we do to keep
them healthy, as long as we keep them healthy. We’re all
happy, we’re doing our job and we get paid.”

ADUBATO: 
You once told me that if technology is used in the right
way, it has the potential to dramatically improve and
increase doctor-patient communication in a way that will
once again benefit the patient.
MENACKER: 
Definitely. One of our biggest problems is dealing with
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should have made some changes.”
Now, newer machines have the
capability of sending this information
directly to the doctor’s electronic
medical record. The doctor can
actually just look at a flow sheet and
see the daily blood sugar without
even having to talk to the patient,
and then send a message to the
patient saying, “Your blood sugars are
fine, continue,” or perhaps, “We need
to make an adjustment; come on in.”
Or the nurse might call the patient
and say, “Were you doing something
different lately? Did something else
happen to make these sugars get out
of control?”

ADUBATO: 
This use of technology has the potential
to change doctor-patient communica-
tion dramatically. But I wonder, does
it require the patient to be more
engaged and involved in his or her
treatment?
MENACKER: 
Yes, we do want the patient to be
more and more engaged. But also, if
the patient is not doing the at-home
work, the doctor knows that. It’s a
double-check on the patient.

ADUBATO: 
Given this dramatically changing land-
scape of healthcare, if you knew all
of this back in the beginning of your
career, would you still have said, “I’m
going to do it”?
MENACKER: 
Yes. It’s a calling. It’s something that
you choose to do, not because of the
reimbursement, not because of the
hours, not because of the prestige,
but because you know you feel a
need to be able to give back, to do
something to help people.

ADUBATO: 
Is it a challenge to get today’s best, brightest and
most committed young people, who see the healthcare
landscape now, to feel this way about medicine? 
MENACKER: 
It is a challenge. The scariest part for anyone considering
a career in medicine is the costs these days. We know that
a young person, who may not have rich parents, can grad-
uate college with loans between $200,000 and $250,000.
Double that for going to medical school, if not more.
Then you have to continue training to learn your specialty.
You’ll make enough money to get by, but you won’t be
paying anything back. So all of a sudden, you become a
doctor, with $500,000 debt over your head. It’s natural
then to wonder why you would want to go into a low-paying
specialty. You’ll want a field that will pay you more so you
can pay off your loans faster. This is a major problem that
we have to deal with–especially because we need more
primary care physicians.

ADUBATO:
Certainly, the medical field is undergoing rapid changes
in many directions. I want to thank you, Dr. Menacker,
not just for being here but also for the calling that
you’ve answered. 

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

Morey Menacker, DO, is President and CEO of
Hackensack Alliance ACO and an internist at Forest
Healthcare Associates, PC. 

1 Gold, J. (2011, January 18). Accountable care organizations,
explained. NPR. www.npr.org/2011/04/01/132937232/
accountable-care-organizations-explained. 

ON AIR

“we do want 

the patient to be 

more and more

engaged. But also,

if the patient is 

not doing the 

at-home work, 

the doctor 

knows that. It’s a 

double check 

on the patient.”

http://www.npr.org/2011/04/01/132937232/accountable-care-organizations-explained
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Edited by Janet S. Puro, MPH, MBA

The 2014 Edward J. Ill Excellence in Medicine honorees
were asked to consider the future of their respective
fields and to discuss the greatest challenges they face.
The replies give us a peek at the work, as well as the concerns
and the hopes, of these remarkable and diverse leaders
in healthcare. It is inspiring to see the many ways that
these distinguished medical professionals are challenging
themselves and those in their fields to work towards a
better understanding of what it really means to provide the
best available care to patients.

Outstanding Medical 
Educator Award
David E. Swee, MD
Associate Dean for Faculty Affairs
and Development, Associate
Dean for Education and Professor
of Family Medicine and Commu-
nity Health at Rutgers Robert
Wood Johnson Medical School

Quality medical education is at risk in the new health-
care environment. I see a need for further negotiation with
our federal government, state government, hospitals and
healthcare insurers in order to ensure the necessary educational
and administrative support for these vital educational programs,
particularly in light of the expanding base of medical students
on the national level. That is, we desperately need new ways
of funding medical education in this country. This means fund-
ing not only the medical schools themselves but also the teach-
ing efforts of all the physicians who spend their time and effort
making sure the next generation of physicians is truly prepared
for the complex, team-oriented, multifaceted healthcare future
that we can see glimmering in the not-so-distant future. 

One way of doing this will be to involve all payers in
contributing to this cause, not just our government or

our generous donors who nourish the important
endowments that support our schools. Although research
and educational scholarship is vital to the life-blood of
our universities, funds for this cannot be used to sup-
port education directly, so we are left with tuition and
the clinical enterprise as the only way of passing along
the needed support. However, our tuition and related
fees are already too high, discouraging the diversity
required in the medical profession to meet the needs
of our most-diverse state. These costs also discourage
future physicians from choosing specialties most
needed by our healthcare system. And, since our cli-
nicians are already heavily engaged in patient care,
their time to provide adequate guidance and counsel
to our learners is ever-shrinking. Therefore, as has
been suggested by others, we are going to need a for-
mula that attaches some small amount of dollars to
every patient-care transaction in support of medical
education, be it undergraduate or graduate. Only then
will we truly have a system that can be responsive to the
needs of New Jersey.

Perspectives on Healthcare
from the 2014 Edward J. Ill Excellence in Medicine Honorees

“we desperately
need new ways of

funding medical 
education
in this country.”
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Outstanding Medical 
Executive Award
Stephen K. Jones, FACHE
President and Chief Executive
Officer, Robert Wood Johnson
University Hospital and Robert
Wood Johnson Health System

Health systems are facing many competing needs,
such as reimbursement reductions due to healthcare
reform, limited capital, physician alignment, new tech-
nologies and facilities expansion projects. How can we
balance and prioritize these needs in the future?

New Jersey healthcare providers face unique chal-
lenges. We are a densely populated state with many major
urban centers and an extremely diverse patient population
that has unique needs. Additionally, patients have become
extremely educated and savvy when it comes to evaluating
the quality of healthcare services. That said, we have many
talented, highly skilled and committed healthcare profes-
sionals in our state. We also have visionary leaders who rec-
ognize the importance of providing exceptional healthcare
services that are comparable to any found at the nation’s
elite healthcare institutions.

As the principal administrators of the teaching
hospital of Rutgers Robert Wood Johnson Medical
School and the flagship cancer hospital of Rutgers
Cancer Institute of New Jersey, we must aggressively
pursue new technology and talent to provide our com-
munities with access to the finest care available in the
U.S. We must also turn our focus to enhancing communi-
cation between patients and physicians by supporting
the conversion to electronic medical records and 
placing a greater emphasis on mobile technology to
facilitate the flow of patient information among all
providers. 

At the same time, we must candidly and prudently
evaluate the services we provide to ensure that we are
most effectively addressing our population’s healthcare
needs. There is tremendous potential in our state to form
new partnerships among hospitals, healthcare systems,
universities and the private sector that will enhance
research and add new technologies to our current meth-
ods of providing services. 

In the future, hospitals will be part of a broader contin-
uum of services that include home healthcare, rehabilitation
care, primary care and specialty physician practices, as well
as mental health and social service programs. Hospitals
and healthcare systems must conduct thorough community
needs assessments to help us develop a comprehensive
vision and integrated strategy for physician alignment
and ambulatory care services to promote wellness and to
meet the healthcare needs of our diverse communities
now and in the future. 

“we must aggressively 

pursue new technology
and talent to provide 

our communities with 

access to the finest care

available in the U.S.”

2014
Honorees
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Edward J. Ill 
Physician’s Award®

George F. Heinrich, MD
Vice Chair and Chief Executive
Officer, New Jersey Health
Foundation, and Associate Dean
for Admissions and Adjunct
Professor, Department of Pre-
ventive Medicine and Community
Health at Rutgers New Jersey
Medical School

The critical importance of effective communication and
humanism in medicine, and how to impart that importance to
our students, is one of our greatest challenges. As educators,
we must teach directly and demonstrate constantly the
fundamental value of outstanding communication. 

At New Jersey Medical School, we have made
tremendous progress in this area. For example, as the
Associate Dean for Admissions, I personally call all of our
accepted students to let them know they have been
accepted at New Jersey Medical School. I’ve been told
on many occasions that these acceptance calls leave a
lasting, positive impression, not only with our students
but also with their parents and families. This tradition
allows students to learn firsthand, from day one, that
this personal touch is meaningful and important and that
a caring, compassionate approach to their education
and their eventual practice should guide their actions
throughout their careers.

This humanistic, compassionate approach follows
our students throughout their studies at New Jersey
Medical School. At the Healthcare Foundation Center
for Humanism and Medicine, we embrace the core val-
ues of empathy, enthusiasm, respect for life, advocacy
and service, leading by example, honesty, academic
inquiry and awareness fostering self-development. Our
students learn to listen, accept, engage and collaborate
with their patients through effective communication and
with compassion.

Our program aims to create a network of caring
physicians by fostering the ideals of respect and dignity
for individuals as these new doctors provide service
committed to relieving suffering with kindness, justice
and humility. Our students are taught that, as doctors,
we treat people–not diseases.

Medical students are eager to learn what we have
to teach them. As educators, we must be sure that we
teach students to communicate well–and compassionately.
Students at New Jersey Medical School know that
passion is my favorite word, but they also know it is
not enough to say it–each of us needs to demonstrate
passion through our actions and our deeds. Effective
communication and compassionate patient care are
two of the best ways we can demonstrate that passion
every day.

Verice M. Mason 
Community Service
Leader Award
Faith W. Rice, 
Executive Director (on behalf
of the New Jersey Center for
Tourette Syndrome and
Associated Disorders)

Advocating for one’s self comes naturally to some
people; for others, it may be nearly impossible. But
when living with a lifelong, relentless disorder like Tourette
Syndrome (TS), advocating for one’s self is an absolute
necessity and yet the greatest challenge.

At the New Jersey Center for Tourette Syndrome &
Associated Disorders (NJCTS), we believe patients and
families need to learn everything they can about this
ever-changing disorder, be willing to educate others
about the disorder and participate fully as part of their
care team.

Over the past 10 years, the NJCTS has helped
thousands of children and families affected by this
often devastating, misdiagnosed neurological disorder.
We provide programs and services and offer families a
road map of what they will likely encounter before,
during and after a diagnosis of TS and its associated
mental health conditions such as attention deficit dis-
order, obsessive compulsive disorder, depression and
anxiety.

One in 100 kids shows signs of TS. The need for
patients to participate in and direct their own care is
paramount. One of the most important things NJCTS
does for children and families is help them to advocate
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for themselves. There is great power advocating for
yourself, educating others and maintaining some con-
trol over this relentless disorder–which is characterized
by involuntary, uncontrollable sounds and movements,
known as tics.

When a family contacts our office, we encourage
them to get started right away on their child’s self-advo-
cacy journey by connecting with other families, helping
to train school personnel and peers through in-service
presentations, participating in research and putting a face
on the disorder by conducting workshops for residents and
other medical professionals at hospitals through our
patient-centered medical education (PCME) program.
PCME features adolescents and their families giving
healthcare professionals a first-hand look at what TS does,
what misdiagnosis looks like and what proper medical
treatment should look like. 

When you live with a visible, misunderstood disorder
like TS, it is important to know how to advocate for
yourself at a moment’s notice in almost any situation–at
school, with friends, in public places and with doctors
and other professionals. And that’s the message we give
to our kids and families: Create your own future by
working toward acceptance and actively participating in
your own care because only you can help others understand
what it’s like to have Tourette Syndrome.

Outstanding Medical
Research Scientist Award for
Basic Biomedical Research
Peter Lobel, PhD
Professor, Department of Bio-
chemistry and Molecular Biology
at Rutgers Robert Wood Johnson
Medical School and Rutgers
Center for Advanced Biotechnol-
ogy and Medicine

A major challenge in the postgenomic era is to char-
acterize the approximate 20,000 genes that encode proteins
and to determine their role in biology and medicine.
One focus of our laboratory at the Center for Advanced
Biotechnology and Medicine at Rutgers is to map these
proteins to different cellular locations, which provides
fundamental information about their function and aids
the discovery of new human disease genes.

We use a combination of analytical subcellular frac-
tionation and cutting-edge quantitative mass spectrometry
methods for our large-scale protein assignment research.
In classical subcellular fractionation, cell extracts are
subjected to a series of centrifugation steps that partially
separate cellular organelles, based on their size and density.
The activity of a protein of interest is measured in the starting
material and in all subcellular fractions; this information is
used to conduct a balance sheet analysis that reveals the
relative distribution of a protein, and the organelle in which
it resides, among the different fractions. Subcellular frac-
tionation was instrumental in the discovery of different
cellular compartments including the lysosome, an organelle
that functions as the cell’s digestive system. We use mass
spectrometry to rapidly identify proteins in cell extracts
and to quantify the distribution of each protein in different
subcellular fractions. In this way, we can assign many previ-
ously uncharacterized proteins to different organelles.

Another program in our laboratory strives to determine
the cause of undiagnosed genetic diseases, focusing on
those that involve disruption of lysosome function. In
one approach, we directly compare lysosomal proteins in
normal and disease specimens to identify candidate dis-
ease-associated proteins that are missing or altered in
some way in the latter samples. More recently, we use
next-generation DNA sequencing to identify genetic
changes in these patients. We then use cellular location

“The need for 

patients to 

participate
in and direct 
their own care 

is paramount.”
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to help organize this massive amount of data and to
identify mutations in candidate genes that cause the disease. 

This type of research seems very basic, but it has practical
applications, and has allowed our laboratory to discover
the cause of two fatal childhood neurodegenerative dis-
eases. Building on this information, we are able to make
key contributions towards understanding the underlying
biology and developing therapies for these diseases.

Outstanding Medical
Research Scientist Award
for Clinical Research
Frederick F. Buechel, Sr., MD
Orthopaedic surgeon, South
Mountain Orthopaedic Associates,
and Clinical Professor, Department
of Orthopaedics at Rutgers New
Jersey Medical School

After spending the last 40 years developing and
evaluating the performance of hip, knee, ankle and
shoulder joint replacements, I have come to some startling
conclusions. First, my engineering colleague and friend,
Dr. Michael J. Pappas, from New Jersey Institute of
Technology, has convinced me that “machine design
engineers” are critical to the design process of human joint
replacement systems. Our collaborative efforts have broken
down barriers of the status quo to enlighten future designers
and surgeons regarding solid medical and engineering prin-
ciples related to this extremely sophisticated field. We are in
the process of completing the second edition of our highly
informative book Principles of Human Joint Replacement,
which showcases not only design principles but also long-
term clinical case reports that demonstrate the effectiveness
of these principles in complex pathological conditions in
real patients. 

Using high-performance ceramics and bearing materials,
we have moved the pendulum of joint replacement
longevity from a few years of limited use to a few decades
of normal, functional activity. Our ultimate goal, which is
now being realized, is to provide lifetime joint replace-

ments that may need only “worn out” bearing exchange
after 30 years in highly athletic individuals.

It has been an honor and a pleasure to be involved
in this critical work that has helped more than a million
patients worldwide who have been afflicted with disabling
or crippling arthritis. 

“If we are humans with 

a heart and soul, we 

all must try our hardest 

to help each
patient–not just

those known to 

us personally or 

those who share our

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

That’s value beyond insurance.

Peter W. Rodino, Jr., 
Citizen’s Award®

Donald M. Chervenak, MD
Obstetrician/gynecologist at
Florham Park OB/GYN and
Clinical Assistant Professor,
Department of Obstetrics
and Gynecology at Rutgers
New Jersey Medical School

Years ago, as a new attending, I was stricken with
severe pain from a kidney stone. With no family or per-
sonal history, I was glad that I accurately made my own
diagnosis as I drove to the hospital. This experience
showed me how differently people act in an emergency
setting. I saw the truly empathetic, the truly uncaring and
the bureaucrats who work solely to collect a paycheck.
An interaction that occurred with a resident during my
hospital visit was especially memorable. I introduced
myself by my first name for the input history and phys-
ical; she, however, introduced herself as Dr. “X.” This
borderline impropriety taught me a lesson about the
importance of attitude. I made a snap judgment about
this individual based upon the way she said hello. Over
time, my healing process was eased by the expertise
and caring attention of this resident doctor, but her
“bedside manner” had put me on the defensive, which
could have interfered with my willingness to listen and
follow her advice.

More recently, I developed a slight orthopaedic
problem. Even with good insurance and nearly 30 years
as an attending, I was astounded by the bills. I now
realize that in today’s system, most people are on the

OF THE EDWARD J. ILL 
EXCELLENCE IN 
MEDICINE AWARDS®

fringe of being able to afford their healthcare. The financial
aspect of medical care is one more reason why compassion
is so necessary in today’s medicine. Frequently, healthcare
providers allow the system to function but do not go the
extra mile to help the patient. Fortunately, in my case, I
met kind and caring physicians who helped me navigate
the insurance maze. They certainly had no economic
reason to assist me, but gave me their time and expertise
simply because they are good people who care. If we are
humans with a heart and soul, we all must try our hardest
to help each patient–not just those known to us personally
or those who share our MD credentials. We should treat
every patient in the same way we would want to be
treated. Of course, as physicians, we should be econom-
ically astute in order to stay in business, but we must also
have a “blank check” of goodwill and time to help others
through difficult times.

As we do this, we should keep in mind this memo-
rable quote by Winston Churchill: “An appeaser is one
who feeds a crocodile hoping it will eat him last.” Hope-
fully we do not become appeasers of an economic
machine that will eventually be the end of us. Instead, we
should express the true ideals of our Hippocratic Oath
that calls on us to “remember that I do not treat a fever
chart, a cancerous growth, but a sick human being.”
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Mrs. J. is an 86-year-old widow with

a three-year history of congestive heart

failure. She was recently admitted to

the hospital with an exacerbation;

after four days, 12 liters of fluid had

been diuresed, and she was dis-

charged to home. The hospital made an

appointment for her to see her primary

care physician in five days, and she was

given a prescription for furosemide.

Two days after discharge, a nurse,

who had treated Mrs. J. in the hospital,

called her at home to ask how she

was doing and whether she had

been able to fill her prescription;

the nurse also reminded Mrs. J.

about her doctor’s appointment and

asked if she had any questions. Mrs. J.,

who felt pretty good at the time,

told the nurse that she would pick up

her medicine the next day but did

not mention that she did not have a

good way to get to the drug store or

that she was running out of her

Lasix. The following evening, Mrs. J.

went out to dinner with her son’s family

to celebrate her granddaughter’s

birthday. The food she ate was high

sodium, and by morning she was

extremely short of breath. She called

911 and was taken to the emergency

department where she was treated

and readmitted to the hospital.

*This material was prepared by Healthcare Quality Strategies, Inc., (HQSI), the Medicare Quality Improvement Organization for New
Jersey, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and
Human Services. The contents presented do not necessarily reflect CMS policy. 10SOW-NJ-C.8-14-02      1/2014

By Andrew Miller, MD, MPH

and the Potential Impact on

Medicare 
Reimbursement*

Hospital 
Readmissions
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This all-too-common scenario brings to
mind an article by Jencks and colleagues
published in the New England Journal
of Medicine in April 2009 that focused
on the problem of hospital readmissions.1

This study of Medicare fee-for-service
(FFS) claims data from 2003 to 2004
determined that almost one in five
(19.6 percent) beneficiaries discharged
from an acute care hospital was
rehospitalized within the next 30 days.
The analysis also found substantial
variation in readmission rates between
states: Readmission rates for Medicare
FFS patients were as low as 13.3 percent
in Idaho and were more than 21 percent
in seven states and the District of
Columbia. The readmission rate for
New Jersey at that time was 21.9 percent.
Subsequent analysis by the Dartmouth
Atlas of Health Care and the Integrating
Care for Populations & Communities
National Coordinating Center found that
readmission rates changed little between
2004 and 2011 before beginning to
decrease in mid-2011.2,3 Many of these
readmissions are thought to be avoidable,
although estimates of what percentage
could be prevented vary widely from
5 percent to 79 percent.4

The readmission rate for New Jersey Medicare FFS
patients has remained particularly high, but it also began
to decrease in the middle of 2011, and since then it has
been decreasing somewhat more than the national rate.3

PENALTIES FOR HOSPITALS WITH “EXCESS” 
READMISSIONS

In order to provide a financial incentive to reduce read-
mission rates, the Hospital Readmission Reduction Pro-
gram, established by Section 3025 of the Affordable Care
Act, instituted penalties for hospitals with “excess” read-
mission rates. These penalties became effective on Octo-
ber 1, 2012. In the following year, hospitals lost up to one
percent of their total Medicare FFS reimbursement if their
risk-adjusted rates for readmissions within 30 days were
higher than the national average for patients discharged
with a principal diagnosis of acute myocardial infarction,
congestive heart failure (CHF) or pneumonia.5

As of October 1, 2013, the maximum penalty for
excess readmissions increased to two percent. Only five
New Jersey hospitals are currently not being penalized (up
from two in the previous year); the 58 hospitals that are
being penalized make up the highest percentage of
hospitals paying a penalty in any state/jurisdiction other
than the District of Columbia. The average penalty will be
0.66 percent–higher than any other state except Arkansas.6

On October 1, 2014, the maximum penalty will increase to
3 percent, and the number of conditions used to calculate the
penalty will increase (adding chronic obstructive pulmonary
disease and elective total hip and total knee arthroplasty).
However, hospitals still get reimbursed for hospital stays that
are readmissions (although at this decreased percentage), and
physicians still are fully reimbursed for those readmissions.5

CAUSES OF HOSPITAL READMISSIONS
Not all patients are at equal risk for being readmitted

to the hospital. Patients with some chronic conditions,
such as CHF or end-stage renal disease, have a higher risk
of being rehospitalized, as do older patients, patients who
qualify for home healthcare or a stay in a skilled nursing
facility or patients with longer lengths of stay before dis-
charge.7 However, while a number of risk assessment tools
have been developed to identify high-risk patients, none
of these instruments can accurately predict which patients
will actually be readmitted within 30 days.8

Avoidable hospital readmissions can occur for a number

Readmissions
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needed, as well as educating patients about their
medications10

• Making patients aware of warning signs that indicate
that that their chronic condition is getting out of
control, such as weight gain or increased shortness
of breath in a patient with chronic obstructive pulmonary
disease12

• Scheduling post-discharge follow-up appointments
before the patient has been discharged from the hospital10

• Helping patients create a personal health record that
includes data such as contact information, a listing of
their conditions, contact information for their physi-
cian(s) and an accurate, complete medication list10

• Using telemedicine through which parameters such as
weight, blood pressure and glucose levels can be
monitored remotely and transmitted back to a provider10

• Making patients aware of their end-of-life options.
As of February 2013, New Jersey patients with a
poor short-term prognosis and their physicians (or
advanced practice nurses) can create a Practitioner
Orders for Life-Sustaining Treatment (POLST) form
that captures the patient’s goals of care and indicates
what level of care the patient desires, such as under
what circumstances he or she wants to be hospital-
ized, receive CPR or be intubated13

One example of an integrated model that address-
es many of these approaches is the Care Transitions
Intervention™, in which a coach (usually a nurse) helps
patients, and/or their family members or other caregivers,
identify health goals and makes sure that the patients
and/or their caregivers are educated about their med-
ications, understand warning signs, have an appointment
for a physician follow-up visit after hospital discharge and
create a personal health record. The coach visits the
patient in the hospital and at home shortly after discharge
and makes three follow-up telephone calls to the patient
within two weeks after discharge. This intervention has
been shown to be effective in reducing hospital read-
mission rates by more than 30 percent.14

CURRENT INITIATIVES TO PREVENT READMISSIONS
In order to significantly reduce readmissions, health-

care providers that share patients need to coordinate
their care transitions efforts. Healthcare Quality Strate-
gies, Inc. (HQSI), the not-for-profit Medicare quality

of reasons such as the following9:
• Lack of standard and known processes for when patients

are discharged from the hospital. (For example: Although
a hospital may conduct medication reconciliation at the
time of hospital admission, there may not be a process
to ensure that medication changes are documented and
communicated effectively to patients and their physicians
at the time of discharge.)

• Ineffective or unreliable sharing of relevant clinical
information. (For example: A patient may be discharged
to a skilled nursing facility for short-term rehabilitation
services, but there might not be any verbal communi-
cation between nursing staff at the hospital and at the
facility about the patient’s status and needs.)

• Lack of engagement of patients and their families in
managing chronic illnesses. (For example: In the fic-
tional case described at the beginning of this article,
Mrs. J. apparently did not fully understand the impor-
tance of her diuretic or the need to avoid high-salt
foods in order to prevent fluid overload.)

• Lack of education for patients about palliative care and
hospice services. (For example: Patients who are dying
may be hospitalized repeatedly during their final few
months of life, unaware that they could choose not to
be rehospitalized.)

INTERVENTIONS TO REDUCE AVOIDABLE READMISSIONS
Unfortunately, given the multifactorial causes of read-

missions, no one intervention by itself can prevent most
avoidable readmissions. However, a number of different
approaches have been shown to be effective in reducing
readmissions by improving transitions of care. These
include the following:

• Improving communication between hospital personnel
and the provider from whom the patient will next be
receiving care, such as a nursing home or a home
health agency10

• Offering patient education that includes teach back, in
which patients are asked to repeat back in their own
words what they have been taught so that the nurse (or
other provider) knows whether the patients (or their
caregivers) absorbed the information imparted11

• Providing medication management, including not only
medication reconciliation but also a review of the
patient’s medications to identify dosage changes and
medications that are not appropriate or no longer
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effectively improve coordination of care for their Medicare
beneficiaries.18

As of January 1, 2013, CMS has approved billing
codes through which physicians receive additional reim-
bursement for providing Transitional Care Management
services for patients within 30 days of discharge from a
hospital or nursing facility. An office visit (within 7 or 14
days of discharge, depending on the complexity of
medical decision-making required), as well as outreach
and other services as appropriate, must be present in
order for these codes to be billed. Information about
Transitional Care Management Services is available on
the CMS website at the web address given in this refer-
ence at the end of this article.19

Accountable care organizations (ACOs) are also
capable of preventing readmissions. ACOs are groups
of hospitals, physicians and other healthcare providers
who agree to take responsibility for patients for whom
they are the major providers of care. ACOs also offer a
financial incentive for physicians to provide good tran-
sitions of care. If an ACO can demonstrate savings to
the Medicare program (and prevented hospitalizations
significantly reduce Medicare spending), while also
meeting quality standards, the entities participating in
the ACO receive a portion of these savings.20 Addition-
ally, many hospitals in New Jersey are participating in
CMS initiatives called Bundled Payment for Care
Improvement, through which the hospital agrees to
accept a global discounted payment for an inpatient
hospitalization in exchange for the opportunity to keep
money saved and share it with physicians who have
joined the initiative.21

Readmissions

Healthcare ABCs
ACA: Affordable Care Act
ACO: Accountable care organizations
CCTP: Community-based Care Transitions Program 
CMS: Centers for Medicare & Medicaid Services 
CNJCTP: Central New Jersey Care Transitions Program
FFS: Fee-for-service
HQSI: Healthcare Quality Strategies
PCMH: Patient-centered medical home
POLST: Physician Orders for Life-Sustaining Treatment

improvement organization for the State of New Jersey,
has been funded by the Centers for Medicare & Medi-
caid Services (CMS) to convene and support community
coalitions to improve care transitions. Currently, HQSI
is working with coalitions of healthcare providers and
other community stakeholders in Atlantic-Cape May,
Cumberland-Gloucester, Mercer, Middlesex-Monmouth-
Union and Sussex counties to identify opportunities to
improve care transitions and to reduce readmissions in
those communities.15

The Community-based Care Transitions Program
(CCTP), Section 3026 of the Affordable Care Act, allows
the CMS to reimburse providers in a community for
care transitions services that are not part of the
Medicare benefit package. Before approving such a
program, CMS has to have an expectation that doing
so will save money for Medicare through reduced hos-
pital costs.16 The Central New Jersey Care Transitions
Program (CNJCTP), a partnership led by the VNA
Health Group (which includes six hospitals, four home
health agencies, three county offices on aging and a
community services provider) is currently the only one
of the 102 national Community-based Care Transitions
Programs that serves New Jersey patients. The partners
of the Central New Jersey Care Transitions Program
are providing coaching and educational services to
Medicare FFS patients identified as being at high risk
for readmission after discharge from one of the six par-
ticipating hospitals.

OPPORTUNITIES FOR PHYSICIANS TO HELP 
PREVENT READMISSIONS

Although most of the interventions noted in this
article can be implemented without direct physician
involvement, physicians play a key role in preventing
readmissions. The patient-centered medical home
(PCMH), in which a physician practice coordinates the
care for patients (including arranging for preventive services,
patient education, counseling and referrals for specialty
care), is well designed to ensure that patients discharged
from a hospital stay receive the services they need to
allow them to remain healthy enough to avoid rehos-
pitalization.17 Seventy primary care practices and five
payers in New Jersey are currently participating in the
Comprehensive Primary Care Initiative, a CMS pilot
project that provides bonus payments to practices that
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based approach to improving care transitions and reducing
hospital readmissions: Updating the evidence. The Remington
Report. www.cfmc.org/integratingcare/files/Remington%20
Report%20Sept%202013%20QIO%20Care%20Transitions.pdf.

11 Pistoria, M., Peter, D., Robinson, P., Jordan, K., & Lawrence, S.
(2012, April). Using teach back to reduce readmission rates 
in hospitalized heart failure patients. Lehigh Valley Health
Network. http://scholarlyworks.lvhn.org/cgi/viewcontent.cgi?
article=1061&context=medicine.

12 Coleman, E. A., Parry, C., Chalmers, S., & Min, S. (2006, 
September 25). The care transitions intervention: Results of 
a randomized controlled trial. Archives of Internal Medicine,
166(17), 1822–1828. [Available at http://archinte.jamanetwork
.com/article.aspx?articleid=410933].

13 New Jersey Hospital Association. (n.d.). POLST. www.njha.com
/quality-patient-safety/advanced-care-planning/polst.

14 Voss, R., Gardner, R., Baier, R., Butterfield, K., Lehrman, S., 
& Gravenstein, S. (2011, July 25). The care transitions inter-
vention: Translating from efficacy to effectiveness. Archives 
of Internal Medicine, 171(14), 1232–1237. [Available at
http://archinte.jamanetwork.com/article.aspx?articleid=1105851].

15 Healthcare Quality Strategies. Communities in action.
http://hqsi.org/index/providers/CI/Communities-in-Action.html.

16 Centers for Medicare & Medicaid Services. (n.d.). 
Community-based care transitions program. 
http://innovation.cms.gov/initiatives/CCTP/.

17 Agency for Healthcare Research and Quality. (n.d.). 
PCMH resource center. http://pcmh.ahrq.gov/.

18 Centers for Medicare & Medicaid Services. (n.d.). Compre-
hensive primary care initiative. http://innovation.cms.gov/
initiatives/comprehensive-primary-care-initiative.

19 Centers for Medicare & Medicaid Services. (2013, June). 
Transitional care management services. www.cms.gov/Outreach-
and-Education/Medicare-Learning-Network-MLN/MLNProducts
/Downloads/Transitional-Care-Management-Services-Fact-
Sheet-ICN908628.pdf.

20 Fisher, E. S., & Shortell, S. M. (2010, October 20). Account-
able care organizations: Accountable for what, to whom, and
how. JAMA, 304(15), 1715–1716. http://jama.jamanetwork.com
/article.aspx?articleid=186729. 

21 Centers for Medicare & Medicaid Services. (n.d.). Bundled
payments for care improvement (BPCI) initiative: General
information. http://innovation.cms.gov/initiatives/bundled-
payments.

CONCLUSION
Reducing readmissions requires coordination across

the healthcare system (including non-health community
resources). Physicians have to take an active role in order
for efforts to improve care transitions to be effective.
Ultimately, it is their patients who will benefit.

Andrew Miller, MD, MPH, is the Medical Director at
Healthcare Quality Strategies, Inc.
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In the past few months, Governor Chris
Christie has been the primary focus of
attention of local, state and national
media covering everything related to
the George Washington Bridge and lane
closures. With the Governor taking up so
much of the media focus, it would seem
as if that were the only thing happening
in Trenton, but that is far from the case.
It is only the start of budget season, and
yet already hundreds of new pieces of
legislation have been introduced in this
new political session. The budget and
the proposed legislation address issues
that are of great interest to the health-
care community.

2014 NJ 
STATE BUDGET

During one of his few public appear-
ances in recent months, Governor
Christie delivered his budget message
outlining the highlights of what will be
his fifth balanced budget for New Jersey.
Important elements in the $34.4 billion
state budget include the largest pay-
ment to the State’s pension fund,
$2.25 billion; the most funding in State
history for education, $12.9 billion; support
for New Jersey hospitals, $985 million;
and a surplus of $313 million.1 The
Governor explained that “nine out of
every ten dollars of new spending this
year goes to funding these three entitle-
ments…pensions, health benefits and
debt.”2 Governor Christie has slated
more than $12.9 billion of federal and

NEW JERSEY
LEGISLATIVE UPDATE

By Michael C. Schweder

S-318
“This bill is extremely
crucial to the mental
well-being of the
State’s most in-need
citizenry.”

A-1269/4507 
“loan redemption 
program to help
relieve the worsening
physician shortage 
in New Jersey.”

$

LE
G

IS
LA

TI
V

E 
BR

IE
F



20 MDADVISOR | SPRING 2014

state funds on Medicaid and FamilyCare that covers more
than 1.4 million New Jersey residents.2 The Administration
has explained many reasons for these high costs, but
primary among them are repeat visits to emergency
rooms by Medicaid patients. Additionally, Governor
Christie has increased funding for children in New Jersey
FamilyCare by $21 million.3

Governor Christie does not have control of everything
in the budget, and he has acknowledged and criticized
previous administrations for “leaving behind a legacy of
irresponsibility” in dealing with the pension crisis.4 Assembly
Republican Leader Jon Bramnick (LD21) echoed views
similar to those of the Governor regarding the need for
reform and the realities of embracing long-term change,
saying: “All I know is, you have to start to discuss the solutions
now before you discuss them in bankruptcy court.”4

New Jersey cannot let that happen. Party leadership in
both Houses will require bipartisanship to ease the State
through this serious financial crisis.

DOCTOR 
SHORTAGE 

Change is in the air, and the New Jersey health sector
needs to be aware and prepared. A strong proponent of this
sentiment is Joel Cantor, Director of Rutgers Center for
State Health Policy. Cantor describes 2014 as a “huge
transition year…presenting substantial policy challenge to
state officials.”5 New Jersey legislators are aware of the
dynamic nature of healthcare in New Jersey, which is why they
are tackling the shortage of primary care doctors through
Assembly legislation, A-1269/4507. This bill sponsored by
Assembly Speaker Vincent Prieto (LD32), Assembly Majority
Leader Louis Greenwald (LD6) and Deputy Republican Leader
Amy Handlin (LD11) creates a “loan redemption program to
help relieve the worsening physician shortage in New Jersey.”6

Majority Leader Greenwald explains that loan “forgiveness is
one of the top factors that medical residents look for in
determining a practice…It’s critical that we take a proactive
approach now to ensure that New Jersey residents have
access to an abundance of top-notch care.”6

A-2270/S-382
“In the United
States, only three
states have legalized
physician-assisted
suicide”

Although this shortage of primary care doctors is a
national concern, the shortage is especially prevalent in
New Jersey where only 3,500 out of 22,400 active physi-
cians work as primary care doctors serving adult patients.7

Assemblywoman Handlin says that “our goal is to
improve and implement public policies that encourage
doctors to stay in our state and treat patients who need and
depend on their expertise.”8 A-1269/4507 has passed
through the Assembly Budget Committee and is awaiting
consideration by the full Assembly. 

Since New Jersey is clearly in the midst of a doctor
shortage, many were surprised when the State Board of
Medical Examiners met on February 12, 2014, to discuss
the possibility of too many “doctors” in New Jersey.
Questioning “who is entitled to be called ‘doctor’ in
hospitals, medical offices and other clinical settings,”9 the
State Board’s proposal would bar any physician assistant
with a doctoral degree from using the title in clinical settings.
The Board of Medical Examiners believes this is essential
because of the numerous providers available; patients
must be sure about the credentials of the medical
professionals caring for them. Board member Kevin Walsh
stated that if the “board adopts the proposal…it should
ask state officials to raise the issue with the nursing
board…who are overseen by the Board of Nursing.”9

NEW JERSEY DEATH 
WITH DIGNITY ACT

On February 7, 2013, Assemblyman John Burzichelli
(LD3) watched the bill he sponsored, A-2270/S-382,10 be
released through the Assembly Health and Senior Services
Committee hearing. A-2270/S-382, better known as the
New Jersey Death with Dignity Act, is an understandably
difficult topic for legislators to debate. (This is especially
true for Assemblyman Burzichelli because he watched his
sister and bill supporter, Claudia Dowling Burzichelli, give
emotional testimony on how she and other family members
had coped with a terminal illness. She has since passed
away.11) In the United States, only three states have
legalized physician-assisted suicide: Oregon, Washington
and Vermont.12 In Montana, the Baxter v. Montana (2009)
court case created a defense for a physician who was
prosecuted for assisting a suicide.13

Assemblyman Burzichelli’s bill incites a lot of emotions
from varying interests, and although it picked up some
momentum, the bill did not advance in the Senate and
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has yet to be scheduled for a vote in the Assembly.
The Assemblyman addressed how internal and exter-
nal factors affected his bill; he understands that “these
issues take time to evolve, for people to digest it and
for the discussion to evolve…I hope it happens sooner
than later, because many people would like to have this
type of control over their circumstances.”11 If Assembly
bill A-2270/S-382 were to become the law in New Jersey,
it would require approval from a statewide voter refer-
endum, which at the moment seems unlikely. In addition,
Governor Christie has publicly stated that he is opposed
to this bill.14

COLLABORATIVE MENTAL HEALTH 
CARE PILOT PROGRAM

Another bill of note is Senate bill S-318 that “estab-
lishes a two-year pilot program called the Collaborative
Mental Health Care Pilot Program in the Department of
Health and appropriates $750,000.”15 This bill is very
important for children in New Jersey because it will help
them get properly diagnosed and treated for conditions
such as Tourette Syndrome, attention deficit hyperactivity
disorder (ADHD), depression and anxiety, among other
conditions. This bill is extremely crucial to the mental
well-being of the State’s most in-need citizenry. 

The New Jersey health sector is a changing and
complex system with multiple layers, which mirrors the
politics in New Jersey. Assembly Republican Leader
Jon Bramnick (LD21) may have gotten it right when he
delivered remarks at the reorganization of the 216th
General Assembly at the War Memorial in Trenton:
“Maybe our state motto should be ‘there is never a
dull moment in New Jersey.’”16 

Michael Schweder is the Director of Government
Affairs at Cammarano, Layton & Bombardieri 
Partners, LLC, in Trenton, New Jersey. 

1 Christie, C., & Guadagno, K. (2014, February 25). State of
New Jersey: The governor’s FY 2015 budget summary.
http://origin.library.constantcontact.com/download/get/file/
1113338177451-21/BIB+FY2015.pdf.

2 State of New Jersey. (2014, February 25). Governor Chris
Christie’s Fiscal Year 2015 budget address. http://nj.gov/
governor/news/news/552014/approved/20140225b.html.

3 Kitchenman, A. (2014, February 26). Medicaid spending would
climb while other health-related programs get less. NJ Spot-

light. www.njspotlight.com/stories/14/02/26/medicaid-spending-
would-climb-but-other-health-related-items-to-get-less/. 

4 Racioppi, D. (2014, February 26). More pension reform?
Christie says yes, Democrats say no. Asbury Park Press.
www.njassemblyrepublicans.com/?p=13096.

5 Kitchenman, A. (2014, January 6). 2014 could be transfor-
mative year for NJ healthcare sector. NJ Spotlight.
www.njspotlight.com/stories/14/01/05/2014-could-be-
transformative-year-for-nj-healthcare-sector/.

6 Assembly Democrats. (2014, January 9). Assembly advances
Greenwald, Coughlin, Prieto & Riley bill creating loan
redemption program to relieve doctor shortage in NJ.
www.assemblydems.com/Article.asp?ArticleID=7647.

7 Livio, S. K. (2013, November 25). New Jersey’s doctor 
shortage explained: Q&A with Deborah Briggs. NJ.com.
www.nj.com/politics/index.ssf/2013/11/new_jerseys_family_
doctor_shortage_explained_q_a_with_deborah_briggs.html. 

8 Robbins, C. (2014, January 9). Casagrande, Handlin legislation 
to curb state doctor shortage moves to Assembly floor. NJ.com.
www.njassemblyrepublicans.com/?tag=doctor-shortage. 

9 Kitchenman, A. (2014, February 18). Board asks: Are there 
too many ‘doctors’ in medical profession in NJ? NJ Spotlight.
www.njspotlight.com/stories/14/02/17/board-asks-are-there-
too-many-doctors-in-medical-profession-in-nj/.

10 New Jersey Legislature. (n.d). Bills 2014-2015. www.njleg.state
.nj.us/bills/BillsByNumber.asp.

11 Kitchenman, A. (2014, February 19). Fine print: Legislators
reintroduce measure allowing assisted suicides. NJ Spotlight.
www.njspotlight.com/stories/14/02/18/fine-print-legislators-
revive-measure-reintroduce-allowing-assisted-suicides/.

12 Patient Rights Council. (2012, February 6). Assisted suicide
laws in the United States. www.patientsrightscouncil.org/
site/assisted-suicide-state-laws/.

13 Baxter v. Montana, WL 5155363 (Mont. 2009). 

14 Jordan, B. (2013, December 3). What’s next for the Christie
cabinet? Asbury Park Press [online]. http://blogs.app.com/
capitolquickies/2013/12/03/whats-next-for-the-christie-cabinet/.

15 Gordon, R. M. (n.d). Senate, No. 318; State of New Jersey
216th legislature. www.njleg.state.nj.us/2014/Bills/S0500/
318_I1.PDF. 

16 Assembly Republicans. (n.d.). Assembly Republican 
leader Bramnick’s remarks to the 216th legislature.
www.njassemblyrepublicans.com/?p=12359.

http://www.njleg.state.nj.us/2014/Bills/S0500/318_I1.PDF
http://blogs.app.com/capitolquickies/2013/12/03/whats-next-for-the-christie-cabinet/
http://www.patientsrightscouncil.org/site/assisted-suicide-state-laws/
http://www.patientsrightscouncil.org/site/assisted-suicide-state-laws/www.njspotlight.com/stories/14/02/18/fine-print-legislatorsrevive-measure-reintroduce-allowing-assisted-suicides/
http://www.njleg.state.nj.us/bills/BillsByNumber.asp
http://nj.gov/governor/news/news/552014/approved/20140225b.html
http://www.njspotlight.com/stories/14/02/26/medicaid-spending-would-climb-but-other-health-related-items-to-get-less/
http://www.njassemblyrepublicans.com/?p=13096
http://www.njspotlight.com/stories/14/01/05/2014-could-be-transformative-year-for-nj-healthcare-sector/
http://www.assemblydems.com/Article.asp?ArticleID=7647
http://www.nj.com/politics/index.ssf/2013/11/new_jerseys_family_doctor_shortage_explained_q_a_with_deborah_briggs.html
http://www.njspotlight.com/stories/14/02/17/board-asks-are-there-too-many-doctors-in-medical-profession-in-nj/
http://origin.library.constantcontact.com/download/get/file/1113338177451-21/BIB+FY2015.pdf


22 MDADVISOR | SPRING 2014

Chronic diseases are among the most common, costly
and preventable of all health problems in the United
States, according to the Centers for Disease Control and
Prevention (CDC).1 In fact, seven of the leading causes of
death in New Jersey are chronic diseases such as heart
disease, cancer, stroke and diabetes. No doubt, chronic
disease and its risk factors, such as physical inactivity,
poor diet, tobacco use and obesity, are contributing
causes of death and disability in New Jersey. Additionally,
chronic disease is a contributor to escalating healthcare
costs; an estimated 83 percent of healthcare spending in
the United States is related to treatment of patients with
chronic diseases. Many of you have seen firsthand the
impact these diseases have on healthcare costs, and more
importantly, on the quality of life for your patients. 

New Jersey is focused on building a program that
integrates the efforts of healthcare providers, community
groups, foundations, businesses, academia and local health
departments into an overall approach to reduce the burden
of chronic disease in our state.

PARTNERING FOR A HEALTHY NEW JERSEY
Over the past year, a wide range of stakeholders has

worked with the Department of Health to develop a five-year
plan to reduce chronic disease and health disparities.
The plan, Partnering for a Healthy New Jersey, outlines
evidence-based prevention programs and environmen-
tal strategies that support healthy lifestyles. The plan
recognizes that the greatest risk factors for chronic dis-
ease are often the same across diseases; therefore, we

have integrated specific programs focused on asthma,
tobacco control, heart disease and stroke, cancer control
and prevention and obesity into an overall chronic
disease program with four areas: clinical-community
linkages, community-based prevention services, epi-
demiology/surveillance and evaluation, and external
affairs and strategic initiatives.

The purpose of the plan is to highlight evidence-
based strategies, promote prevention and wellness
within the coordinated care and treatment of chronic
disease and establish a framework for a statewide
approach through enhanced collaboration. 

HIGHLIGHTING STRATEGIES
The New Jersey Chronic Disease and Health Promotion

plan outlines six “winnable battles” that we can achieve
together. The battles are public health priorities with known,
effective strategies for addressing them. These strategies
shift the focus from illness to wellness and prevention:

• Increase physical activity
• Improve environmental health
• Promote self-management
• Increase early detection
• Improve access to quality healthcare
• Eliminate tobacco use

REACHING UNDERSERVED COMMUNITIES
The plan also recognizes that health disparities

persist in certain populations, and therefore, a special
effort to reach those in underserved communities is

By Commissioner Mary E. O’Dowd, MPH

FROM ILLNESS TO 

Wellness&Prevention: 
A FIVE-YEAR PLAN TO REDUCE CHRONIC DISEASE

Shifting the Focus
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critical to improving overall public health. These popu-
lations include children and youth; those living with a
physical and/or mental health disability; the uninsured
and underinsured; low-income households; rural and
urban residents; racial and ethnic communities; individuals
with low literacy skills; seniors; and new, undocumented
immigrants and migrant workers.

ESTABLISHING A FRAMEWORK
The framework of the plan is focused on four broad

areas: Epidemiology, Surveillance and Evaluation;
Environmental Strategies; Health System Interventions;
and Community-Clinical Linkages.

Epidemiology, Surveillance and Evaluation empha-
sizes efforts to gather, analyze and share data and use this
information to prioritize initiatives, monitor programs
and population health. Within this category are strategies
that focus on improving access to reliable data sources
and improving the collaboration of key stakeholders.

Environmental Strategies focuses on promoting
health and support and on reinforcing healthy behaviors
statewide in schools, worksites and communities. Envi-
ronmental approaches include policies to eliminate
tobacco use, promote respiratory health, increase routine
physical activity and increase consumption of healthy
foods and beverages. For example, two strategies high-
lighted in the plan are promoting exclusive breastfeeding
through hospital policy change and improving options for
nutrition and physical activity as primary prevention.

Health System Interventions center on improving
the delivery and use of clinical services to prevent disease,
detect disease early, reduce risk factors and manage
complications. Strategies highlighted in this section of the
plan include promoting full implementation and use of
electronic health records and strengthening partnerships
among stakeholders to enhance coordination of care.

Community-Clinical Linkages is focused on ensuring
that communities support and clinics refer patients to
programs that improve management of chronic condi-
tions. Strategies outlined in this section include boosting
networks of community health workers and strengthening
collaborations among local healthcare providers, hospitals
and the community.

“The plan details opportunities

through cross-collaboration 

to achieve common goals in

reducing chronic disease by

decreasing the prevalence of

common risk factors–particularly

obesity and tobacco use.”

Heart Disease 18,283

Cancer 16,396

Stroke 3,217

Chronic Lower Respiratory Disease 3,118

Unintentional Injury 2,333

Diabetes 1,971

Alzheimer’s Disease 1,868

Septicemia 1,722

Kidney Disease 1,691

Influenza and Pneumonia 1,316

0         5,000    10,000    15,000    20,000
Number of Deaths

LEADING CAUSES OF DEATH IN NEW JERSEY

Note: Adapted from “ Leading Causes of Death by
Cause, Deaths Due to Any Cause (Counts), 2009.”
New Jersey Department of Health, Center for Health
Statistics, New Jersey State Health Assessment.
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ENCOURAGING COLLABORATION
The Department recognizes that the work of chronic

disease prevention and health promotion is not happening
in a vacuum. There are many initiatives that are effective at
the local level, and healthcare providers play an important
role in making these efforts successful. The plan details
opportunities through cross-collaboration to achieve com-
mon goals in reducing chronic disease by decreasing the
prevalence of common risk factors–particularly obesity and
tobacco use. 

Healthcare providers can help the State achieve
these goals by informing patients about the benefits of
preventive services and offering recommended clinical
preventive services as a routine part of care. They can
counsel patients on the importance of maintaining a
healthy weight, getting regular screenings, eating a bal-
anced diet, exercising frequently and managing stress.
Providers can also support efforts to share effective
data by using electronic health records. They can boost
patients’ health by creating linkages with and connecting
patients to community resources such as the NJ Quitline
(tobacco cessation program) and family support and
education programs. 

Through partnerships, New Jersey can improve
environmental health, access to quality healthcare and
nutrition for all residents. Partners can expand programs
that enable people with chronic diseases to better manage
their conditions and improve their health.

The Department of Health is asking all of our partners
in healthcare, public health, business, academia and
government to make a commitment to adopt and pro-
mote these strategies. We have established a series of
workgroups to report on the progress being made
around the state, and we will create a forum to share
data. With your commitment and leadership, we can
reduce the burden of chronic disease and ensure that
all New Jerseyans can achieve their greatest potential.

To learn more about the Partnering for Healthy
New Jersey initiative and to read the plan, visit:
http://nj.gov/health/fhs/chronic/documents/chronic_
disease_prevention_plan.pdf.

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

1 Centers for Disease Control and Prevention. (2012, August
12 [updated]). Chronic diseases and health promotion.
http://www.cdc.gov/chronicdisease/overview/index.htm. 
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Considerations for Physician Orders 
for Life-Sustaining Treatment 

By Joseph F. Fennelly, MD
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IT IS 3:00 P.M. FRIDAY. 
A new hospitalist calls for an ethics
consultation.
THE PROBLEM: 
Should an 89-year-old woman,
receiving intensive treatment
for cardiopulmonary failure,
be intubated for the fourth time
in three months? Or should she
receive palliative sedation? Her
quality of life is severely limited
by constant shortness of breath
and failure to thrive, despite
continuous oxygen treatment.
Although she also suffers from dementia, she has some
awareness and continues to fret about losing her
life-long independence. The 61-year-old daughter
insists that the doctors respect her mother’s advance
directive that requests no extraordinary medical inter-
ventions to sustain life. The 64-year-old son agrees but is
adamant that intubation is not “extraordinary.” Given
the way this advance directive is written, they argue
every time the mother is brought into the emergency
room, believing that the one who yells the loudest wins.
As the mother sinks further into a deeper state of
dementia, it is now too late to ask her to clarify her
intentions. The physician is cast into the role of a referee. 

Despite the repetitiveness of this scenario, no
attempt had been made to document the patient’s goals
of care. Thus, another crisis occurs by virtue of the neglect
to confront the issues that would assure more compas-
sionate end-of-life care. This neglect perpetuates suffering,
continued guilt and anxiety for the family and causes
moral distress for the medical staff.

How long must intrusive medical technology control
decisions throughout the continuum of care? Illnesses
are approached by “pathways,” “decision trees” and
“algorithms”–all directed at curing a particular disease.
Too often, only when every attempt at a technologic fix
fails does consideration for comfort care arise. In the
necessity to quickly decide on goals of care, and driven
by a not-so-hidden belief that the next medical miracle
will hold back death, the patient and family frequently

chooses ineffective, aggressive,
high-tech care. Thus comes the call
for bioethics and/or palliative care
consultation. 

Don De Lillo writes in White
Noise: “the more we learn [about
death] the more it grows... Every
advance in knowledge and tech-
nique is matched by new kind of
death, a new strain. Death adapts,
like a viral agent”1 The vehicle for
honoring the adaptations of death
exists in the POLST (Practitioner
Orders for Life-Sustaining Therapy).

Available since February 2013, the POLST is a portable and
actionable order that integrates comfort care and
appropriate high-tech care and is operative across the
entire continuum of care. 

Considering the unnecessary suffering to patients,
families and, yes, to physicians, as well as the unnecessary
cost, it is our profession’s responsibility to the patient and
society to assure the ethical and legal success of the POLST.

ETHICAL ISSUES
A clear ethical foundation is enunciated in an article by

Edmund Pellegrino, MD, “Toward a Reconstruction of
Medical Morality.”2 Dr. Pellegrino, Chair of the President’s
Council on Bioethics under President George W. Bush,
noted while speaking at Drew University on April 20, 2010,
that he viewed medicine as “the most scientific of the
humanities, the most humane of the sciences and the most
empiric of the arts.” This humane and empiric essence of
medicine keeps us, as members of the medical communi-
ty, attuned to the fact that illness makes the patient
extremely vulnerable. The body no longer supports but
stands opposite to self; it intrudes, it betrays and becomes
an obstacle. It is a deep assault on life and spirit. Quite
often, this leads to the unrealistic expectation that med-
icine will always cure. Hope springs eternal in the
entrenched belief of medicine and society that there is a
technological solution for everything, including death.3

However, with a chronic, potentially fatal illness, the physi-
cian’s ethical obligation is to encourage the patient and

iven the way this 

advance directive is written,

they argue every time the

mother is brought into the

emergency room, believing

that the one who yells the

loudest wins.



28 MDADVISOR | SPRING 2014

significant others to begin the conversation early in the
illness on the goals of end-of-life care. 

Two aspects of medical ethics are at play here. First, the
principles and values aspect inherent in establishing the
didactic elements of an advance directive must be addressed.
Certainly, this aspect of acknowledging the patient’s mortal
vulnerability is often avoided as many physicians worry that
end-of-life discussions may be perceived by the patient and
family as a way of rationing expensive care. However, this
fear cannot be a reason to avoid the conversation. 

Even when the conversation is broached, however, too
much time is, unfortunately, spent on this first ethical
aspect of preparing an advance directive with either/or
choices: either a wish to continue medical intervention or
discontinue, to be hospitalized or to not be hospitalized,
etc. Far more time should be spent on the second
aspect of medical ethics: the communication ethic. This
emphasizes the way in which end-of-life conversations
are conducted to respect patient autonomy. 

The biggest flaw in the practice of medicine today is a
lack of respect for patient autonomy–the absence of narra-
tive, which is the story behind what the patient wants. Ethi-
cally, we have to make time to mine the real issues that
drive our patients’ decisions. This conversation starts with
the patient’s story, the narrative, in plain, everyday English
and includes all persons concerned with the patient as a
person. That conversation must meld each person’s intellect,
intuition and intelligence, including consideration of the
medical professional’s needs and input. If you don’t
move to this critical step, you will not understand the
essence of the patient’s choices and may never know, for
example, that the patient is refusing care in an effort to
save money for her family. The communication ethic
imposes a responsibility to dig deeper, ask why and
understand goals.

This in-depth dialogue must be started early in the
course of an illness in which the potential for maximal medical
treatment can be established. Unfortunately, in today’s
world of electronic medical records, texting and e-mail,
the ability to mine the pyschosocial-spiritual makeup
of the person is given short shrift. This is why, when
creating a plan for end-of-life care, face-to-face con-
versations cannot be avoided. The doctor must sit down
with the patient and family and explain patiently in plain
English, the condition(s), the treatment options, the goals
of care and then, through a shared-decision-making
model, establish how much and what kind of treatment

the patient desires.4

The incorporation of the POLST in this process reflects
the evolving maturity of bioethics. Although the New
Jersey Supreme Court, as well as my statement as
spokesman for the Morris County Medical Society in the
Karen Ann Quinlan case, suggested an ethics committee
approach, there was little understanding about how to
share decisions and how to honor patient autonomy.5,6

Today, the POLST is currently the best process for honoring
the patient’s autonomy in choosing quality of life
through the continuum of care. 

Compared to all other states, the New Jersey POLST
form is unique because it puts the goals of care first. This
inserts the process of determining the patient and/or family’s
very important quality of life issues up front. It reinforces our
ethical responsibility to initiate the conversations about a
patient’s goals of care early and to apply due diligence in
ensuring paternalism and autonomy in relationship (what I
have labeled “P-A-I-R”). 

Certainly, most would agree that the time it takes
to have these in-depth conversations is not respected
by insurance reimbursements. Although Medicare and
ACOs are attempting to make primary care more effi-
cient and to compensate physicians for the critical time
spent on prevention (which includes a discussion of
goals of care), the reimbursement is not adequate for
the amount of time required. Still, respecting Pellegrino’s
view of humane and empiric essence of medicine, with
or without adequate compensation, is an ethical, moral,
human obligation. We must remember that since
Greco-Roman times medicine has been rooted in service;
its technologies and treatments merely instrumental
toward realizing that service. 

In a 1985 decision, the New Jersey Supreme Court first
recognized the value of advance directives as an expression
of the patient’s wishes and intent regarding end-of-life care.7

The Legislature then enacted the New Jersey Advance
Directives for Health Care Act in 1992. Although this act
legalized prior directives, there were no clinical pathways
through which their purpose could be realized. The POLST
reflects a template, a dynamic process, that incorporates
the positive changes intended to improve care over the last
half century. Now that bioethics consultations are improving
with better standards, along with geriatrics, palliative care,
pastoral care and hospice, it is hoped that through the
promulgation of the POLST our profession can improve the
goals of medicine: to cure occasionally but to care always. 
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LEGAL ISSUES
Although the ethical requirements of creating a POLST

can place a burden of sorts on the physician, who must move
past societal resistance to talking about death and who
must give uncompensated time to narrative conversations,
the legal effectiveness of this end-of-life form is the
reward. Because all healthcare professionals are legally
obliged by the statute to honor the procedural directives in
the POLST, the family and the physician are freed from the
ambiguities and either/or decisions of the former types of
advance directives that depend upon hierarchical surrogacy. 

Too many conflicts routinely arise in the reality of a
family’s attempt to respect a patient’s vague, policy-driven
advance directive (as highlighted in the opening anecdote).
The POLST takes a burden off everyone involved and
allows the physician and the family to follow the
patient’s detailed wishes, with the support of the law,
without argument or guilt.

Additionally, if the patient who lacks capacity to make
medical decisions does not have a POLST, it may be
consented to and signed by a legally recognized surrogate
decision-maker. Thus, unlike living wills and advance direc-
tives, a person who has lost the ability to make decisions
can still have a legally binding contract with the medical
community. No one wants to make the ultimate decision
because the uncertainty of such a decision becomes over-
whelming. However, the surrogate’s ability to orchestrate
legally binding medical care makes the flow of that care
more efficient, reducing that uncertainty. 

The POLST also has a legal advantage over an out-of-
hospital do-not-resuscitate order–which was never formally
endorsed in a law in New Jersey; it was an unofficial policy
that people generally agreed to follow. Unlike these
previous directives, the POLST is portable across the
continuum of care and is legally binding in any setting.

Although there are detailed penalties for not following
a POLST, the fact that the patient’s goals of care are doc-
umented should, in fact, reduce the fear of malpractice or
civil liability. Moreover, the statute provides for immunity
from civil liability by a healthcare professional for any
action taken to carry out the terms of a completed
POLST form. One should place the POLST in the context
of the tragic conflicts involved in end-of-life decision
making when there are few or no details, including the
limits of advanced directives, surrounding specific details
about the patient’s goals of care. The fact that the
POLST is a legally enforceable medical order, obligating

everyone to honor the patient’s goals, will ultimately
reduce legal concerns, as well as family guilt surrounding
the need to make agonizing decisions about end-of-life
care. The POLST is a win-win for the humanistic needs of
the family and the legal needs of the physician. 

CONCLUSION
New Jersey has unique issues surrounding end-of-life

care, including the most expensive care for Medicare patients.
Considering the combination of significant cultural diversity
of physicians and patients in our state and the shortage
of primary care physicians, having a universal, portable,
clear order, such as the POLST, will improve end-of-life care.

To this end, the Institute of Medicine and the Medical
Society of New Jersey are dedicated to organizing coalitions
that will facilitate broad use of the POLST. Much remains
to be done. As the legacy of the Karen Ann Quinlan decision
approaches the half-century mark, the high calling of our
profession demands that we must persist and lead in
improving end-of-life care.

Joseph Fennelly, MD, is Chairman of the Bioethics
Committee of the Medical Society of New Jersey. 
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The last 35 years have seen great change in how
Americans die. They have been dying in less pain, with
fewer burdensome treatments and in the comfort of their
own homes. Many of these people have spent their final
weeks and months under hospice care, whose use still
grows despite common misunderstandings about the
service. And although the physician may have no more to
offer a hospice patient in terms of curative treatment, he
or she is indispensable as a source of objective information,
reliable authority and emotional trust built on years of
patient care. For this reason, it is important for all
physicians to fully understand what hospice is and how it
can help dying patients in many ways. 

Hospice:
By Donald L. Pendley, MA

in Supporting Quality Care Near the End of Life
THE PHYSICIAN’S ROLE
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THE BASICS
Hospice practice in the United States grew largely

from the work of Dr. Cecily Saunders at St. Christopher’s
Hospice in London, England, beginning in the late 1960s.
Around the same time, Elisabeth Kübler-Ross’s book on
the five stages of grief drew the attention of Americans
to the issues of death and dying.

Inspired by Dr. Saunders’ work (and often after visiting
her hospices), physicians and hospital leaders opened a
handful of hospices in the United States in the mid-1970s,
including an early program at Riverside Hospital in Boonton,
New Jersey. Riverside would become one of three National
Cancer Institute hospice demonstration sites in the
late 1970s. Based on those demonstrations, Medicare
established a hospice benefit in 1983 and significantly
improved reimbursement to hospice agencies in 1989. Now,
about 5,000 U.S. hospices care for more than 1.5 million
dying patients and their families each year.1

Hospice provides comfort when cure is no longer
possible or curative treatment is no longer desired. The
program offers a set of services that help the patient and
family cope with terminal illness, keeping in mind the
goal to enhance the quality of life for patients and their
families and allow patients to spend their remaining time
in their homes, wherever that may be. 

Hospice agencies provide services through a team
of hospice professionals and volunteers. They visit
patients and teach the family how to care for the patient
in between visits. This focus highlights the fact that
the unit of care in hospice is the patient and family. A
customized plan of care meets their needs and includes
basic core services that every hospice must offer, including
medical services, nursing services, social services and
counseling.

The plan of care also specifies what the hospice will
provide regarding medical equipment and medications.

Based on the hospice’s assessment of patient/family
needs, the plan of care may also include other services,
including the following:

� Home health aide services to assist in housekeeping
and other patient-related chores

� Volunteers to provide companionship to the
patient and support to the family 

� Various types of therapy to enhance the quality
of the patient’s life, such as speech therapy,
occupational therapy and physical therapy

For at least a year after a hospice patient dies, the
hospice offers bereavement counseling to help family
members deal with their grief.

ELIGIBILITY FOR HOSPICE CARE
For a patient to elect hospice care, three criteria must

be met:
� two physicians must certify that the patient has a termi-

nal illness and is expected to live six months or less (one
of the physicians is the Hospice Medical Director)

� the hospice must determine that care can be provided
in safe surroundings 

� the patient must give informed consent–that is,
understand the goals and purposes of hospice care

Hospice care is available regardless of race, ethnicity,
nationality, gender, marital status, sexual orientation,
religious belief, age, illness or disability. To be admitted to
the Medicare Hospice Benefit, the patient must be enrolled
in Medicare Part A.

PAYING FOR HOSPICE
� Medicare Part A includes the Medicare Hospice Benefit,

which pays for all hospice services included in the
patient/family plan of care (except for the small co-pays
on prescriptions and inpatient respite care). Patients
electing Medicare hospice must give up curative
treatments related to the terminal illness. 

� New Jersey Medicaid offers a Medicaid Hospice
Benefit. 

� Many private insurers and managed care compa-
nies provide a hospice benefit. 

� Patients and families without adequate insurance
coverage should talk to their hospice about a “sliding”
payment schedule or charity care. This requires an
assessment of family finances.

Payment is tracked by benefit periods: two 90-day benefit
periods, followed by a potentially unlimited number of
60-day periods. Although a life expectancy of six months or
less is required for initial and subsequent certifications,
hospice care can continue until the physician and/or
hospice team believes the patient no longer qualifies.

Payment is made to the hospice on a per diem basis,
rather than on fee for service. There are four payment levels
in Medicare hospice; amounts for each vary by county:

� Routine Home Care: usually care at home or in a
nursing home, averaging $170/day
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� Continuous Home Care: for periods of crisis in a
home or nursing home setting; a minimum of eight
hours of care, of which at least 51 percent must be
provided by nurses, averaging $41.28/hour

� General Inpatient Care (GIP): for when a patient
receives hospice care in a Medicare-certified facility
for pain control or acute/chronic symptom manage-
ment that cannot be managed in other settings,
averaging $751/day

� Inpatient Respite Care: for short-term stays in
approved facilities to provide respite to family
caregivers, averaging $173/day; the hospice must
pay the facility for room and board

WHERE IS HOSPICE TODAY?
About 1.5 million patients use hospice care each year in

the United States, of whom 81 percent are covered
through the Medicare Hospice Benefit. In New Jersey,
about 40,000 people are admitted to hospice care each
year. Of the approximately 5,000 licensed hospice agencies
in the United States, 58 are in New Jersey. The U.S. average
daily census of Medicare hospice beneficiaries in New Jersey
hospices is 103.7; nationally, it is 68.2

Hospice utilization in the Garden State lags somewhat
behind national trends–only 41.6 percent of Medicare
beneficiaries in New Jersey used hospice in the last stage
of life, as opposed to 44.4 percent nationally, ranking
New Jersey 34th among the states in terms of hospice
utilization. New Jersey’s utilization rate nearly declined
in 2012–the rate grew by only 0.2 percent, compared to the
1.5 percent utilization rate increase experienced nationally,
placing New Jersey 44th among the states in terms of
hospice growth in 2012.2

In 2011, 63 percent of all New Jersey hospice patient
days were spent in the family home, 26 percent in nursing
homes and 11 percent in other locations. Medicare payments
for hospice in New Jersey in 2011 totaled $370 million2;
extrapolated to account for all payment sources, this would
bring the 2011 total spending for hospice in New Jersey to
about $458 million. 

The median length of stay in hospice in 2011 (the most
recent year for which data is now available) stands at 19 days
in New Jersey, noticeably less than the national median
length of 24 days.2 Sadly, hospice referrals are frequently
delayed due to the well-documented overuse of curative
medical services in the final six months of life. As early as

2006, the Dartmouth Atlas of Health Care reported that,
among all the states, New Jersey showed the greatest
Medicare expense per decedent in terms of days spent in
the hospital during the last six months of life, days spent
in the ICU during that time, physician visits during the last
six months and other factors. Medicare spending on
New Jersey patients in the last two years of life outpaced
the national spending average by more than one-third.3

DIAGNOSES AND DETERMINATIONS
Hospice got its start in the mid-1970s, largely with

cancer patients. Since then, hospice use has grown to
embrace other diseases. In 2012, cancer accounted for
less than one-third of hospice patients’ diagnoses:1

Physicians determining patients’ prognosis and their
appropriateness for hospice should remember that the
Medicare Hospice Conditions of Participation specify
only one requirement: that the physician believes the
patient has a terminal illness and a life expectancy of six
months or less. Physicians and hospice teams must support
that belief with clinical documentation. Hospice teams
and physicians can clarify this decision by asking a simple
question: “Would we be surprised if this patient died
within six months?” A negative response should lead the

N.J. U.S.

CANCERS 29 percent 28 percent

CIRCULATORY SYSTEM 17 percent 18 percent

DIGESTIVE SYSTEM 1 percent 2 percent

ENDOCRINE DISEASES 7 percent 7 percent

GENITOURINARY SYSTEM 3 percent 3 percent

ILL-DEFINED CONDITIONS 
(debility, adult failure to thrive, etc.)

18 percent 12 percent

MENTAL DISORDERS 9 percent 10 percent

NERVOUS SYSTEM 8 percent 9 percent

RESPIRATORY SYSTEM 7 percent 9 percent

OTHER 1 percent 2 percent
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compassionate physician to discuss hospice services with
the patient and family.

Recent pronouncements by the Centers for Medicare
and Medicaid Services have declared that since debility
and adult failure to thrive (AFTT) diagnoses are merely
symptom-based, rather than disease-based, they are no
longer recognized as primary diagnoses for hospice
admission, although they may be used as secondary
diagnoses. Hospice advocates are pushing back against
this ruling, which reverses decades of Medicare payment
practice. Debility and AFTT accounted for 18 percent of
New Jersey hospice diagnoses in 2012.1

Fortunately, the various Medicare claims payers (for
New Jersey hospices, that is National Government
Services) have what are called Local Coverage Determi-
nations–clinical guidelines to help make decisions about
hospice eligibility. Physicians can access these guidelines
at http://njhospice.org/associations/2725/files/LCD for
Hospice0414.docx. 

HOW PHYSICIANS CAN CLARIFY HOSPICE SERVICES
Physicians can help clarify patients’ misunderstandings

about hospice by having a conversation that includes the
following facts:

� Hospice is not just for the last few days or the
last two weeks of life. Hospice is designed to
care for the patient and family during the last
months of life. Hospice is not a “crisis” service.
Hospice admission at an appropriate early time
helps the patient and family get the full benefit of
hospice services, including the emotional support
and family services. 

� Hospice is not a “place.” It is a type of care and a
set of services. Hospice care is typically delivered
in the patient’s own home, a nursing home or an
assisted living facility. Other locations can include a
hospital or a “hospice house.” 

� A patient need not be “ready to die” to
receive hospice care. Instead, the patient
should be seeking comfort, an
improved quality of life and relief
from hospice readmissions.

� Hospice does not provide services
in the home around the clock or
for “shifts” that allow family members
to go to work. Hospice team members

provide services during visits that may last a half-
hour, an hour or two hours. 

� Hospice patients may continue to see their
own doctors concerning their terminal illness or
other illnesses. 

� Patients need not be home-bound. Many patients
are out and about at times, and some make trips
while under hospice care. 

� Patients may leave hospice care at any time.
Patients may choose to return to curative treatment.
They should discuss that with their hospice team
and/or personal physician. Patients may re-enter
hospice at any time without penalty. 

� Patients may decline specific hospice services
such as volunteers and housekeeping support. 

� Hospice will neither hasten nor delay death.
Hospice seeks to improve the patient’s quality of life
and allow dying to take place naturally. It will not
extend life through artificial or mechanical means;
nor will it shorten life through assisted suicide. Studies
over the past 10 years, however, have repeatedly
shown that patients under hospice care live longer
than those with similar diagnoses–owing largely, it is
thought, to the extra support from hospice teams.

WHY PROPOSE HOSPICE CARE TO PATIENTS 
AND FAMILIES?

Once it is clear that curative treatment holds no likely
benefit (or if the patient decides the burdens of “cure” are
too great), physicians should open the door to a discussion

of hospice with patients and families. Indeed,
the hospice “choice” often takes several
discussions, with and without the physician.

Although the patient must elect hospice
with informed consent, the family plays an

important role. Engaging the family in the
difficult talk will not only help bring

the family to consensus about the
decision, but also family members

will be able to remind the
patient what was said in dis-
cussions with the physician.
In addition, the patient often
does not want to make the
hospice choice alone–he or
she will gain comfort knowing

http://njhospice.org/associations/2725/files/LCD for Hospice0414.docx
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that the family supports the choice. Ideally, the ground-
work for a hospice election will have been laid years ago
with the execution of an advance directive or living will,
or perhaps by naming a healthcare proxy. These tools do
not make hospice enrollment automatic, but they can be
used to start a meaningful discussion about hospice.

Talks about hospice often consume more time than a
busy physician can spare, so it is helpful to be able to delegate
discussion about details to an advanced practice nurse,
social worker or some other individual–but it is essential
that the physician remain engaged in the conversation,
lending compassionate authority to his or her patients as
they transition to this new type of care.

Indeed, the hospice choice revolves around communica-
tion–helping the patient and family understand that a different

type of care is needed as the patient declines. The
compassionate physician will support this communication
process, knowing–perhaps above all else–that the patient
must not feel abandoned by the physician as the final
journey proceeds. 

WHAT MORE CAN BE DONE FOR PATIENTS 
AND FAMILIES?

The physician remains the central figure in determining
whether or not a patient elects hospice care; therefore,
use of hospice could leap forward if physicians encour-
aged palliative care when the patient’s prognosis
proves terminal. This requires change in the medical
culture–change that is demanded by today’s patients and
families who seek a higher quality of life at the end of life.

Much can be done to reform medical training to
support a palliative approach to an incurable patient.
The State of New Jersey has taken a good step forward
recently by requiring two continuing medical education
(CME) credits in end-of-life care as part of license renewal.
Increasingly, too, new physicians are electing to spend part
of their internship or residency in a hospice care program.
The addition of fellowships in the subspecialty of hospice
and palliative care could broaden new physicians’ knowl-
edge in this area and deepen the medical profession’s
commitment to the most vulnerable patients.

Finally, efforts could be made to broaden under-
standing of palliative care across all disciplines–medical,
nursing, social work, chaplaincy and others who care for
the end-stage patient.

Donald L. Pendley, MA, CAE, CFRE, APR, is President
of the New Jersey Hospice and Palliative Care
Organization. 

1 National Hospice and Palliative Care Organization. (2013).
NHPCO’s facts and figures: Hospice care in America, 2013
edition. www.nhpco.org/sites/default/files/public/Statistics_
Research/2013_Facts_Figures.pdf.

2 Centers for Medicaid & Medicare Services. (2012). 
Hospice analytics 2012: State hospice organization
report. Baltimore, MD: Author. 

3 The Center for Evaluative Clinical Sciences, Dartmouth
Medical School. (2006). The care of patients with severe
chronic illness: An online report on the Medicare program
by the Dartmouth Atlas Project. The Dartmouth Atlas of
health care 2006. www.dartmouthatlas.org/downloads/
atlases/2006_Chronic_Care_Atlas.pdf. 

Additional Resources

The Best Care Possible: 
A Physician’s Quest to Transform
Care Through the End of Life.

By Ira Byock MD

Dying Well: Peace 
and Possibilities at 
the End of Life.

By Ira Byock MD

The Hospice Companion: 
Best Practices for 
Interdisciplinary Assessment 
and Care of Common 
Problems During the Last 
Phase of Life.

By Perry Fine & 
Matthew Kestenbaum

Pocket Guide to Hospice/
Palliative Medicine. 

By Porter Storey, 
Carol F. Knight & 

Ronald S. Schonwetter

Oxford American 
Handbook of Hospice and 
Palliative Medicine. 

By Eduardo Bruera &
Sriram Yennurajalingam

http://www.nhpco.org/sites/default/files/public/Statistics_Research/2013_Facts_Figures.pdf
http://www.dartmouthatlas.org/downloads/atlases/2006_Chronic_Care_Atlas.pdf
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During evening sign out from my surgery rotation at the
end of a long day, the Chief Resident casually tossed the
OR schedule on the table near where my fellow students
and I were sitting. He told us to decide among ourselves
who would be scrubbing into the pancreaticoduodenectomy,
or the infamous Whipple procedure, as we referred to it.
For many medical students who don’t go on to complete a
surgery residency, their training might begin and end without
the chance to scrub for such a massive procedure. We
feverishly devised a fair way to assign a student to the case.
I was sad to see that I would be post call that day, but
regardless of which student scrubbed in, I knew it was
absolutely imperative for me to know the case inside and
out and that I make myself aware of the patient’s progress
throughout the upcoming days. This patient was now
officially “the Whipple” on our service.

Later that week, I met up with the other students long
before sunrise to frantically exchange notes and vitals as we
always did before morning rounds. “You went in and
checked on the Whipple, right?” another student nervously
asked me. I nodded and gave him the pertinent lab values,
in case he was asked about them during rounds. At any given
point during the day, some student or resident was always
nervously asking about “the Whipple,” as we had a somber
understanding of how serious the surgery was and how quickly
a good post-operative course could change for the worse. 

As complications often tend to unfold, the events in this
case happened at lightning pace. The signs of an internal
bleed were glaring, the prognosis was dubious, family mem-
bers were called and after an emergency surgery, the patient

By Sarah Armenia
Emerging Medical Leaders Advisory Committee Member

Not the Whipple

Woman,

Caring for the 



on how often I looked at
patients for the fascinating
pathology afflicting them,
rather than connecting with
them more personally.
Although focusing on the
illness itself is a common

habit for those still actively
training, I think it also may creep

into the practice of many experi-
enced clinicians who, at the root of

their desire to help others, marvel at the
pathophysiology and rarity of some cases. 

Elements of patient care suffer when the case
becomes a teaching point–and unfortunately, this
occurrence is more insidious than we realize. It is
important to remind physicians-in-training that their
patients are not simply clinical examples of academic
teaching points. This patient will always serve as my
reminder for the rest of my time in practice.

Sarah Armenia is a student in the physician assistant
program at Seton Hall University School of Health and
Medical Sciences, Class of 2015, and a 2014 Edward J. Ill
Excellence in Medicine Scholarship Recipient. 

was brought to the ICU. When
the nursing staff closed the ICU
hallway doors for more privacy,
I knew that things were not
going to improve. However, I
was utterly unprepared for the
sight of the patient’s husband,
who, I instantly knew, did not have a thorough prior
understanding of the magnitude of the surgery or
of how devastating a subsequent post-
operative complication could be. On the
edge of hysteria, he looked at his wife and
back at the team and demanded answers. 

I froze, wondering how I could have
missed the importance of the preoperative family conversa-
tions or the consent process–or any point at which the gravity
of the situation had been explained. I realized I had been so
wrapped up in the technical aspects of the case itself that I did
not know much about the patient’s family or the context of the
disease in the patient’s life. She had been “the Whipple” to
me–not a mother, a sister, a wife. I looked at the patient’s hus-
band numbly and braced myself for the next few difficult hours. 

The eventual loss of this patient was a turning point for
the way I view my future patients and their illnesses. I reflected
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“She had been ‘the Whipple’
to me–not a mother, a 
sister, a wife.”

“It is important to remind physicians-in-training
that their patients are not simply clinical 
examples of academic teaching points.”

Upcoming Billing & Coding Seminars
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FREE!
SEMINARS FOR NEW JERSEY
PHYSICIANS

Go to www.MDAdvantageonline.com 
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For more information, call 888-355-5551.

ORTHOPAEDIC CODING WORKSHOP
Tuesday, June 3, 2014 
8:30 a.m. – 3:30 p.m.
National Conference Center, East Windsor, NJ

INTERNAL MEDICINE CODING WORKSHOP
Wednesday, July 23, 2014 
8:00 a.m. – 3:30 p.m.
MDAdvantage, Lawrenceville, NJ

ALL NEW JERSEY PHYSICIANS AND KEY STAFF
(BILLERS/CODERS AND PRACTICE MANAGERS)
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HONOR YOUR PROFESSION BY HONORING YOUR PEERS. 

Written nominations will be accepted through August 15, 2014.

OUTSTANDING MEDICAL EDUCATOR AWARD
OUTSTANDING MEDICAL EXECUTIVE AWARD
EDWARD J. ILL PHYSICIAN’S AWARD®

VERICE M. MASON COMMUNITY SERVICE LEADER AWARD
OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR BASIC BIOMEDICAL RESEARCH
OUTSTANDING MEDICAL RESEARCH SCIENTIST AWARD
FOR CLINICAL RESEARCH
PETER W. RODINO, JR., CITIZEN’S AWARD®

&

Log on to www.EJIawards.org for nomination guidelines and additional
information about the event, or call us at 609-803-2350.
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