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Objectives

• Share the experience of an effort in New 
Jersey to address the Radiation Therapy 
(RT) self-referral issue at the local level

• Inform empower and (hopefully) inspire• Inform, empower, and (hopefully) inspire 
ASTRO members in other states to pursue 
their own initiatives 

New Jersey Senate 1837

• A proposed amendment to impose a two-
year moratorium on certain new outpatient 
radiation oncology services and establish 
an Outpatient Radiation Oncologyan Outpatient Radiation Oncology 
Services Task Force led by the Dept of 
Health and Senior Services (DHSS). 

New Jersey Senate 1837

• Primary Sponsors:
– Senator Robert Gordon
– Senator Loretta Weinberg

I t d d M 10 2010• Introduced May 10, 2010
• Passed unanimously out of the Senate 

Health Committee on 5/27/10

New Jersey Senate 1837

• Two-year moratorium on the licensing and 
registration of any new radiation therapy 
service in which a physician other than a 
radiation oncologist or a radiologist holds aradiation oncologist or a radiologist holds a 
significant beneficial interest.
– Does not apply to hospital-based facilities
– Does not apply to facilities that are 

substantially completed as of the effective 
date of the bill
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New Jersey Senate 1837
• Establishes an Outpatient Radiation 

Oncology Services Task Force in the 
DHSS. 

• Purpose: to review the economic impact 
on hospitals and any effects of practiceon hospitals and any effects of practice 
patterns on patients of a non-radiation 
oncologist physician referring patients for 
radiation therapy in which the physician or 
his immediate family has a significant 
beneficial interest.

New Jersey Senate 1837

The Task Force shall determine:
1.How and where outpatient RT is delivered 

in New Jersey;
2 Th i i t th t t ti t RT2.The economic impact that outpatient RT 

performed in non-hospital settings has on 
hospitals;

3.Whether physician practice patterns are 
affected;

New Jersey Senate 1837

4. Any resulting economic impact to the 
State of New Jersey and other payers;

5. The patient safety, staffing, and quality 
standards of RT in non hospital settings;standards of RT in non-hospital settings;

6. Whether further requirements concerning 
non-radiation oncologist physician 
referrals to services in which they have a 
significant beneficial interest are 
necessary.

Composition of Task Force

• Nine members as follows:
– The Commissioner of DHSS,
– The Executive Director of the Office for 

Cancer Control and PreventionCancer Control and Prevention,
– The Director of the Division of Consumer 

Affairs in the Department of Law and Public 
Safety, 

– or their designees, who shall serve ex officio; 
and

Composition of Task Force (cont’d)

• Two physicians who are licensed by the 
State Board of Medical Examiners
– A radiation oncologist who shall be appointed 

by the Senate Presidentby the Senate President
– A urologist who is a member of an integrated 

medical group that, prior to the effective date 
of this act, provided RT to patients with 
prostate cancer and who shall be appointed 
by the Speaker of the Assembly

Composition of Task Force (cont’d)

• A medical radiation physicist appointed by 
the President of the Senate

• Two representatives of general hospitals 
in New Jersey that provide RTy p
– One appointed by the Senate President and 

one appointed by the Assembly Speaker 
• One representative of health insurance 

carriers, appointed by the Speaker of the 
Assembly
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Task Force Work Product

• The Task Force shall report its findings 
and recommendations to the Governor 
and to the Legislature, 12 months after the 
effective date of this acteffective date of this act.

• The Task Force shall expire upon 
issuance of the report.

Current Status of S1837

• Primary Senate sponsors actively working 
with their Senate colleagues and other 
stakeholders to gain majority support in 
preparation for a vote on Senate floorpreparation for a vote on Senate floor

• Assembly version already created with 
primary sponsors.  Progress is pending:
– Passage of Senate version of bill
– Vote in Assembly Health Committee 

How Did We Get Here?

A Short History of RT Self-Referral 
Law in New Jersey

• Codey Law:  prevents physicians from 
referring to entities in which they have a 
“beneficial interest”

• Previous Codey law excepted RT• Previous Codey law excepted RT
• The revised Codey law proposed to repeal 

the exemption, except for “significant 
beneficial interests” held before 3/20/10

A Short History of RT Self-Referral 
Law in New Jersey

• Attention to the subject that the revised 
Codey law created, confusion, 
misinformation, and fear regarding 
whether physicians other than radiationwhether physicians other than radiation 
oncologists would be able to invest in RT 
centers in the future acted as a catalyst for 
physicians to race into these business 
ventures.

Increasing Number of Self-Referral 
RT Facilities in New Jersey
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However, the Codey law never 
affected, and does not affect RT 
provided as an in-office ancillary p y

service

Why is this Trend Happening?
• Perceived necessity to race to enter the Self-

Referral RT business model before the 
opportunity disappears

• New Jersey lacks a CON law for RT
N th l t i t i N J t– No other regulatory means exist in New Jersey to 
restrict their development

• Regulatory permissibility of referring physicians 
to receive significant benefit from ownership in 
free-standing RT facilities

• Large financial incentives combined with low risk

Significant Financial Motivation

• In Northern New Jersey, for a 9-week 
course of Radiation Therapy to the 
prostate with IMRT and IGRT, Medicare 
pays:
– $25,900 to a Hospital-based facility*
– $42,100 to a Free-Standing facility*
– This represents a 62% premium

• Hospitals left at a competitive 
disadvantage

*Technical revenue alone

• Increased healthcare costs through over-
utilization of RT services

• Reduced operating efficiencies and 
k d fi i l f f

What is the Suspected Impact 
to States?

weakened financial performance of 
Hospitals

• Less healthy Hospitals will require greater 
financial assistance from the State of 
New Jersey, thereby further increasing 
costs to the taxpayer

The Current Situation in NJ

• So far, there are 8 radiation treatment 
centers in New Jersey that take advantage 
of the in-office ancillary exception.  

• It is expected that these centers will• It is expected that these centers will 
expand their services beyond prostate to 
other clinical sites, thereby increasing the 
negative impact to patients, hospitals, and 
the state of New Jersey.

The Current Situation in NJ

• New Jersey is experiencing:
– Suspected loss of objective medical decision-

making in RT
– Creation of excess RT capacity in NJ
– A deterioration in the Comprehensive Cancer 

Center model of care, creating
• Greater fragmentation of care
• Less multidisciplinary care

– A decline in Hospital-based RT volumes
– A corresponding loss of Hospital ROI
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What Can We Do?

• Protect patients by preventing profit-
motivated self-referrals and the potential 
corresponding loss of objective medical 
decision-making that patients deservedecision making that patients deserve.

• Help protect Hospitals from the loss of a 
profit center that is used to offset losses 
associated with providing care for the 
uninsured and other services.

Identify Potential Allies

• American Hospital Association
• NJ Hospital-based Oncology Programs
• ASTRO
• American Association of Physicists in• American Association of Physicists in 

Medicine (AAPM)
• Association of Comprehensive Cancer 

Centers (ACCC)
• Society of Radiation Oncology 

Administrators (SROA)

S1837: Actual Allies and 
Opponents

Allies Opponents
NJ Hospital-based 
Cancer Coalition

NJ Patient Care and 
Access Coalition 
(NJPCAC)( )

ASTRO Access to Integrated 
Cancer Care (AICC)

NJ Hospital Association

American Hospital 
Association

What You Can Do

• Identify and Organize Your Base
– Develop a network of Hospital-based Cancer 

Programs within your State
• Note: this may not already existNote: this may not already exist

– Enlist the support and involvement of local 
hospital advocacy organizations and ASTRO

• Understand the arguments for and against 
RT self-referral business models

What You Can Do

• Create a Communication Plan to educate 
your base. E.g. Seminars, meetings, etc.

• Develop an action plan appropriate for 
your State and the local environmentyour State and the local environment

• Follow-up accordingly as per the specifics 
of your plan. E.g. engage local politicians, 
the media, patient advocacy groups, etc.
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