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INTRODUCTION 
New Jersey’s hospitals, health systems, and post-acute providers are an integral part of the healthcare system. Our 
hospitals treat all patients in all settings, regardless of their ability to pay; they embrace this responsibility, but it has 
placed increased financial pressures on facilities as the number of uninsured patients remains high, and the demand 
on providers to produce better outcomes – both within their facilities and in the community – continues to grow.  
The last two years have exacerbated these pressures and demands, as New Jersey’s provider community has 
faced one of the greatest public health crises our state has ever seen. Against immeasurable odds, our members, 
and the communities they serve, have risen to the challenge with a level of determination, professionalism, and 
heroism that is befitting of this historic moment.   

New Jersey has lost more than 33,000 people to COVID-19 since the beginning of the pandemic, a tragedy without 
precedent in the recent history of our state. But New Jersey has also overcome. We have stood strong against an 
illness that didn’t exist in our collective consciousness at the beginning of 2020. None of the lost lives can be 
replaced, but we can and should recognize those that were saved at the hands of New Jersey’s healthcare 
organizations and the heroes working on the frontlines. 

The pandemic has dramatically exacerbated cyclical workforce shortages in healthcare. But this period is unlike any 
other the healthcare sector has experienced; it is an historic disruption that is reshaping the workforce and the 
workplace. For healthcare providers – who must staff 24/7, largely in-person operations where lives literally are at 
stake – today’s workforce challenges are on an unprecedented level.  

While the pandemic prompted large shifts to remote work, including telemedicine, most essential healthcare 
services require in-person performance. In past workforce shortages, healthcare providers have recruited nurses 
and other workers from other states or even other countries, but COVID-19’s worldwide impact has created a global 
competition for staff. And perhaps no other industry has seen its team members tested and strained as healthcare 
has in this pandemic, with burnout and fatigue settling in for many of these dedicated caregivers.  

Not only has there been increased demand for clinical care providers, but the pandemic has also had a universally 
negative effect on the available workforce in general, with challenges in virtually all sectors of business and industry 
competing for talent at all levels. Healthcare job openings for both skilled and unskilled support workers are now 
harder and take longer to fill with competition from all types of industries. While these industries may not offer the 
satisfaction of caring for others and saving lives, they can compete with healthcare in flexibility, remote work, strong 
wages, benefits packages, and incentives to attract workers.  

Our healthcare community is even more expansive than just hospitals, health systems and post-acute care 
providers. Providers across the continuum, including physician practices, hospice and home care services, urgent 
care centers, PACE and other facilities are working more collaboratively than ever to deliver high quality care to our 
patients. Together, we are working to improve population health by taking on tough societal issues such as obesity, 
substance abuse and other important initiatives to make our communities healthier. 

The 2022 Federal Advocacy Priorities book will introduce you to NJHA, our members and the top issues facing our 
healthcare community. We look forward to continuing a robust dialogue with you on these key issues. 
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WHO IS NJHA? 

The New Jersey Hospital Association is a not-for- 
profit trade organization committed to delivering support 
and        services to the state’s hospitals, health systems and 
other healthcare providers. Our mission is to improve the 
health of the people of New Jersey. Together with our 
members, we share a collective goal of providing quality, 
affordable and accessible healthcare to the people of the 
Garden State. 

Founded in 1918, NJHA just marked its centennial, having 
grown to become one of the largest and most influential 
healthcare organizations in the state. Our membership has 
grown in numbers and diversity, with nearly 400 healthcare 
organizations including hospitals, health systems, nursing 
homes, home health agencies, hospice providers, assisted 
living, PACE organizations and medical schools and 
healthcare-related businesses in our membership ranks. 

NJHA provides leadership in advocacy, policy analysis, quality 
and financial data, clinical expertise, education and 
community outreach. With a home base in Princeton and 
staffing in Trenton and Washington, D.C., NJHA tracks 
legislative activity and industry developments and prides 
itself on being a respected, reliable source of information and 
perspective for elected officials, policymakers and 
stakeholders. Additionally, the newly formed Center for 
Health Analytics, Research and Transformation 

(CHART) at NJHA uses data, analytics and informatics to bet- 
ter understand our state’s most pressing health challenges. 
CHART’s goal is to provide information-based insights that 
engage groups statewide in collective action to improve the 
health of New Jerseyans. CHART’s interactive studies can be 
accessed at www.njha.com/CHART. 

NJHA also has two affiliates that support the healthcare 
community in providing high-value healthcare. The nonprofit 
Health Research and Educational Trust (HRET) of New Jersey 
partners with state government and other healthcare inter- 
ests to promote community health endeavors and other  
initiatives to build a healthier New Jersey. As part of HRET, 
the NJHA Institute for Quality and Patient Safety is a 
nationally recognized leader in guiding broad industry efforts 
to improve the quality, safety and value of healthcare 
services. NJHA’s Quality Institute has led the state’s 
hospitals on a quality improvement initiative under a 
federal “Hospital Improvement Innovation Network” 
contract that has achieved healthcare cost savings of 
more than $600 million through better care and better 
outcomes. And NJHA’s for-profit affiliate NJHA Healthcare 
Business Solutions provides group purchasing and other 
business opportunities that help healthcare providers achieve 
cost-savings and efficiency that bring further value to 
healthcare. 

NJHA Advocacy Team 

mailto:cbennett@njha.com
mailto:neicher@njha.com
mailto:tedelstein@njha.com
http://www.njha.com/CHART
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FEDERAL ADVOCACY PRIORITIES 

MEDICARE AREA WAGE INDEX 

In its payment rules for FY 2021, the Centers for 
Medicare and Medicaid Services (CMS) used 
Office of Management (OMB) labor market 
delineations to establish a new core-based 
statistical area (CBSA) within New Jersey: New 
Brunswick-Lakewood, NJ (CBSA 35154). The 
new CBSA includes four New Jersey counties – 
Middlesex, Monmouth, Ocean, and Somerset. 
Except for Somerset, these counties had 
previously been part of the New York City-White 
Plains, NY-NJ statistical area (CBSA 35614).   

As a result of this change, Middlesex, Monmouth, 
and Somerset will experience a nearly 17 percent 
decrease in the Medicare area wage index (AWI). 
The New Jersey Hospital Association estimates 
that this policy will result in Medicare cuts to 
acute care hospitals alone totaling more than 
$100 million beginning in FY 2022. This estimate 
does not include other facility types that will be 
affected (e.g., home health, skilled 
nursing facilities, inpatient rehabilitation 
facilities), so the actual reductions in 
Medicare payments to the state will be 
significantly higher.   

While CMS did provide transitional relief in FY 
2021 to affected providers in the form of a 5 
percent cap on any decrease in a facility’s wage 
index from FY 2020 – a policy that was extended 
for acute care hospitals for an additional year as 
part of the FY 2022 IPPS Final Rule (CMS-1752-
F) – it remains unclear whether CMS intends to 
extend this transitional relief policy for FY 2023.

Additionally, though CMS acknowledged that the 
newly created CBSA would have a significant 
negative impact on affected healthcare 
providers, the agency chose not to apply the 
transitional relief policy to other provider 
payments systems (i.e., skilled nursing facilities, 
inpatient rehabilitation facilities, home health 
agencies, hospice providers). As a result, these 
providers saw a precipitous drop in Medicare 
reimbursement beginning in FY 2022. While 
these cuts would be injurious at the best of times, 
they have been especially disastrous in tandem 
with the ongoing COVID-19 pandemic.  

The new CBSA delineations have already proven 
particularly harmful to many of New Jersey's most 
vulnerable hospitals, skilled nursing facilities, 
and home health and hospice care providers. 
Without a transition policy in place to mitigate the 
effects of the newly created CBSA, many of these 

 Ensure Fair Medicare Wage Index Reform  Extend Recoupment Period for Medicare
Advance & Accelerated Payments

 Extend Telehealth Flexibilities  Address Urgent Behavioral Health Challenges

 Extend Medicare Sequestration Relief  Protect Access to Medicaid

 Implement Fair Surprise Billing IDR Process  Expand the PACE Program

 Bolster the Healthcare Workforce  Improve Access to Skilled Nursing Facilities

 Allocate & Replenish Provider Relief Fund  Extend the Hospital at Home Program
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organizations will face the prospect of being 
unable to continue caring for New Jersey’s most 
vulnerable patients.  

NJHA urges CMS to adopt a CBSA AWI mitigation 
policy in all FY 2023 PPS payment rules that receive 
an area wage index adjustment, including inpatient, 
home health agencies, hospice, hospital outpatient, 
inpatient psychiatric facilities, inpatient rehabilitation 
facilities, long-term care hospitals, and skilled nursing 
facilities. Further, NJHA strongly urges CMS to honor 
previously approved reclassifications when 
implementing an extended mitigation policy. 

TELEHEALTH 

Acting in response to congressional and 
executive directive, and exercising its authority 
under existing law, CMS in March 2020 
broadened access to Medicare telehealth 
services so that beneficiaries can receive a wider 
range of services from their providers without 
having to travel to a healthcare facility. In 
response to the new regulatory flexibility – and to 
ensure that current and future patients were able 
to receive care without risking exposure to 
coronavirus – New Jersey hospitals and health 
systems made significant investments in their 
telehealth infrastructure. Absent congressional 
action, these life-saving waivers will expire 151 
days after the public health emergency period 
has ended, negating many of the critical gains our 
state has seen since the beginning of the crisis.   

Geographic Site Restrictions: Section 1834(m) 
of the Social Security Act (the Act) restricts the 
delivery of telehealth services to certain rural 
areas of the country (geographic site restrictions) 
and certain physical locations such as hospitals 
and physicians’ offices (originating site 
restrictions). Section 3703 of the CARES Act 
(H.R. 748) gave the Secretary the authority to 
waive this and all other requirements of Sec. 
1834(m) during the PHE. In response, CMS 
issued “blanket” 1135 waivers loosening these 
restrictions for the purposes of Medicare 
reimbursement. However, additional legislation 

would be required to permanently remove these 
restrictions from statute.   

NJHA urges Congress to approve the Telehealth 
Modernization Act (S. 368/H.R. 1332), legislation 
that makes these changes permanent, to 
facilitate broader adoption of these capabilities, 
as well as patient comfort with their use, which 
will ease hospital response to any future 
communicable disease outbreak.   

Professional Services: Section 1834(m)(4)(E) 
limits payment for telehealth services to 
physicians and a limited set of non-physician 
practitioners under the Medicare physician fee 
schedule. In its general waiver document, CMS 
used its authority under the CARES Act to waive 
this limitation to expand the types of healthcare 
professionals that can furnish distant site 
telehealth services.  

NJHA urges Congress to approve legislation 
that would allow all healthcare professionals 
who are eligible to bill Medicare for their 
professional services (including physical 
therapists, occupational therapists, speech 
language pathologists, and others) to deliver 
and bill for services provided via telehealth.  

Outpatient Billing: Section 1834(m)(1) limits 
payment for telehealth services to physicians and 
a limited set of non-physician practitioners under 
the Medicare physician fee schedule. In CMS-
5531-IFC, published in the Federal Register on 
May 8, 2020, CMS used its waiver authority to 
overcome this limitation by enabling hospital 
clinical staff to meet through telehealth the 
requirements of delivering certain outpatient 
services (subject to certain restrictions). This 
change allowed HOPDs to bill for telehealth 
services as if they were delivered in person.   

Congress should pass legislation that allows 
hospitals to bill the outpatient perspective 
payment system (or otherwise applicable hospital 
payment systems) for therapy, education and 
training services, and other appropriate services 
remotely furnished to Medicare patients by 
hospital clinical staff.   
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Part B Facility Fees: Section 1834(m)(2)(B)(ii) 
prohibits the payment of a facility fee if the 
originating site is a patient’s home. In CMS5531-
IFC, CMS used its waiver authority to allow 
hospitals to bill the originating site facility fee for 
services furnished to patients at home; however, 
a permanent change to this policy would require 
legislation to either remove this prohibition from 
statute or authorize the Secretary to waive it as 
appropriate.   

Congress should pass legislation allowing 
hospitals to bill an originating site facility fee for 
remote services provided to patients in their 
home.  

Audio-Only Services: CMS has interpreted the 
Section 1834(m) description of telehealth 
services as “services that are furnished via a 
telecommunications system” to indicate that 
Medicare telehealth services must be furnished 
using video technology. CMS used its authority 
during the COVID-19 pandemic to waive this 
requirement for a subset of Medicare telehealth 
services. Permanently allowing those and any 
other services to be delivered via audio-only 
connection would require legislation, either to 
codify in statute that telecommunications 
services can, in certain instances, include audio-
only communication or to give the Secretary 
authority to allow certain services to be delivered 
via audio-only connection.  

Congress should pass legislation that allows, as 
clinically appropriate, certain Medicare telehealth 
services to be delivered via audio-only 
communication and maintain increased payment 
for telephone evaluation and management 
codes.  

Hospice and Home Health: A statutory change 
would be needed to remove the Affordable Care 
Act mandate requiring a face-to-face encounter 
by a physician to certify a patient's need for 
home health services. [Sections 1814(a)(2)
(C) and 1835(a) (2)(A) of the Social Security 
Act; 42 CFR § 424.22(a)(1).] In CMS-1744-
IFC, published April 6, 2020, CMS allowed 
professionals that

provide home health and hospice services 
(including nurses and therapists) to do so via 
telehealth and bill accordingly. New statutory 
authority would be needed to extend this flexibility 
beyond the public health emergency.   

Congress should pass legislation that allows 
telehealth to be used to perform (1) face-to-face 
visits for the purpose of recertifying Medicare 
hospice services and (2) home health face-to-
face encounters. In addition, legislation should be 
approved that would allow professionals who 
provide home health and hospice services 
(including nurses and therapists) to do so via 
telehealth and bill accordingly.   

Coverage for Other Services: Before the 
COVID-19 pandemic, coverage of telehealth 
services under traditional Medicare was limited. 
Medicare paid for approximately 100 services 
provided by telehealth, and there were limitations 
on how these services could be delivered and 
which beneficiaries could access them. During 
the public health emergency, the list of allowable 
telehealth services covered under traditional 
Medicare expanded to include emergency 
department visits, physical and occupational 
therapy, and certain other services. Some 
evaluation and management, behavioral health, 
and patient education services can be provided 
to patients via audio-only telephone. 
Congressional action is needed to make these 
changes permanent.  

NJHA urges Congress to pass the Telehealth 
Extension and Evaluation Act (H.R. 6202/S. 
3593), legislation that would allow CMS to extend 
Medicare payments for a broad range of 
telehealth services, including for substance 
abuse treatment, for an additional two years. The 
bill would also commission a study on the impact 
of the pandemic telehealth flexibilities extended 
in this bill to better inform Congress’ work to make 
telehealth flexibilities permanent. 

Other Flexibilities: Congress should additionally 
pass legislation that permanently expands 
access to telehealth services, including 
provisions that:   
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• Ensure remote patient monitoring is treated
like other existing telehealth flexibilities in
terms of coverage.

• Eliminate restrictions on the type of
technology that may be used to provide
telehealth by allowing the use of everyday
communications technologies, such as
FaceTime or Skype.

• Waive certain verbal order requirements.
• Allow virtual check-ins and e-visits for new

patients.
• Eliminate the currently required separate

consent process for telehealth services and
use the telehealth encounter as presumed
consent.

• Modify Medicaid rules to allow for
the reimbursement of equipment and
services that expand access to telehealth
services in urban and underserved
communities.

MEDICARE SEQUESTRATION 

The COVID-19 pandemic has resulted in historic 
challenges for hospitals, health systems, and the 
communities they serve, placing unprecedented 
stress on the entire healthcare system and its 
financing. In recent months, the spread of 
the highly contagious omicron variant 
has demonstrated that hospitals will 
continue to experience profound headwinds 
throughout the rest of 2022.  

The Budget Control Act of 2011 requires 
mandatory across-the-board reductions in 
certain types of federal spending, also known 
as sequestration. Under the BCA, Medicare 
claims with dates-of-service or dates-of-
discharge on or after April 1, 2013, incur a 2 
percent reduction in Medicare payment. 

The Coronavirus Aid, Relief, and Economic 
Security (CARES) Act, signed into law in March 
2020, included critical relief from 
sequestration cuts as it applies to 
Medicare payments, exempting Medicare 
from the effects of sequestration from May 
1, 2020, through Dec. 31, 2020. The 
moratorium has been extended until 

April 1, 2022, and the cuts have been 
reduced from 2 percent to 1 percent from April 
1 through June 30, 2022. 

As of March 2022, there have been over 1.89 
million COVID-19 cases and more than 33,000 
deaths in New Jersey. In addition, there have 
been nearly 120,000 hospitalizations. The 
number of cases and hospitalization rates 
have directly affected New Jersey’s healthcare 
system and its ability to continue to provide 
access to care. 

The pandemic has put severe financial pressure 
on hospitals, including, but not limited to: higher 
expenses for labor, drugs and supplies; the 
astronomical costs of preparing for a surge of 
COVID-19 patients; months of essential hospital 
revenue being erased due to the combination of 
a forced shutdown and slowdown of regular 
operations for nonemergent care; and the high 
cost of treating COVID-19 cases, which tend to 
be incredibly resource intensive. 

NJHA strongly urges Congress to provide much-
needed assistance to healthcare providers in the 
form of Medicare sequester relief. This relief will 
help improve what was, and continues to be, the 
relatively dire financial outlook for many hospitals 
and health systems. Congress should pass 
legislation to extend Medicare sequester relief 
until the end of the COVID-19 public health 
emergency or Dec. 31, 2022, whichever is later, 
so that hospitals and health systems can continue 
to care for patients, families, and communities. 

SURPRISE BILLING 

On Dec. 27, 2020, the No Surprises Act was 
signed into law as part of the Consolidated 
Appropriations Act of 2021 (H.R. 133; Division BB 
– Private Health Insurance and Public Health
Provisions). The No Surprises Act addresses
surprise medical billing at the federal level. Most
sections of the legislation went into effect on Jan.
1, 2022, and the Departments of Health and
Human Services, Treasury, and Labor are tasked
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with issuing regulations and guidance to 
implement the provisions. 

On September 30, 2021, the “Requirements 
Related to Surprise Billing; Part II” interim final 
rule was issued to establish an independent 
dispute resolution process to determine out-of-
network payment amounts between providers 
(including air ambulance providers) or facilities 
and health plans. The IFR also establishes a 
requirement that healthcare providers provide 
good faith estimates of medical items and 
services for uninsured (or self-paying) 
individuals. 

In a departure from the No Surprises Act, the IFR 
establishes the qualifying payment amount 
(QPA) as a presumptively reasonable out-of-
network payment and directs the IDR entities to 
select the offer closest to the QPA unless credible 
information submitted by the parties clearly 
demonstrates that the QPA is materially different 
from the appropriate out-of-network rate. While 
the statute and the interim final rule instruct the 
IDR entity to consider other factors, such as the 
level of training, experience, quality, and 
outcomes of the provider; patient acuity; and 
teaching status, the rule states unequivocally that 
the QPA is to be considered the most significant 
factor when selecting between offers. 

By placing an unwarranted weight on the median 
in-network rate, the Departments are effectively 
disincentivizing health plans from including 
certain providers in their networks. This approach 
could jeopardize network adequacy, making it 
harder for patients to receive the care they need. 

On February 23, 2022, the U.S. District Court for 
the Eastern District of Texas struck down the part 
of the interagency interim final rule implementing 
the independent dispute resolution (IDR) 
procedures created by the No Surprises Act. 
Specifically, District Court Judge Jeremy D. 
Kernodle vacated the following provisions on a 
nationwide basis: 

• The requirement that the IDR entity select the
offer closest to the QPA unless there is

credible information to demonstrate that this 
is not the appropriate rate; 

• The requirement that “additional information”
clearly demonstrate that the QPA is
materially different from the out-of-network
rate;

• The definition of “material difference;”
• All four examples on how IDR entities should

choose between competing offers; and
• The requirement that the IDR entity explain

why it chose an offer not closest to the QPA.

On February 28, 2022, the Departments of Health 
and Human Services, Labor, and the Treasury 
issued a one-page memorandum acknowledging 
the court's decision. Federal officials state that 
they are reviewing the court's decision and 
"considering next steps." In the meantime, they 
will comply with the court's order by 1) 
withdrawing and updating guidance documents 
that relied on the now-vacated provisions of the 
rule; 2) providing training on any new guidance; 
and 3) opening the arbitration process. Federal 
officials will allow arbitration to be initiated within 
15 business days after the independent dispute 
resolution portal is opened. 

Additionally, NJHA has serious operational 
concerns about the Departments’ implementation 
of the No Surprises Act good faith estimate 
requirements for uninsured and self-pay patients 
shopping for care. The IFR requires convening 
providers and facilities to deliver good faith 
estimates to patients within one business day for 
services scheduled between three and nine days 
in advance and within three business days for 
services scheduled at least 10 days in advance 
or in instances when an estimate is requested 
prior to scheduling. To create a compliant good 
faith estimate, a convening provider or facility will 
need to gather a significant amount of 
information, often from multiple sources such as 
from any co-provider or facility. Completing this 
task in three days while also completing all 
existing administrative functions will require 
significant planning and workflow adjustments, as 
well as the hiring of new staff as this level of 
workload cannot be borne by the existing 
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workforce. Moreover, the Hospital Price 
Transparency rule, finalized by CMS in 
November 2019, already requires hospitals to 
make standard charges publicly available online, 
rendering the good faith estimate requirements 
redundant.  

NJHA strongly supports protecting patients from 
gaps in healthcare coverage resulting from 
unanticipated medical bills and believes the No 
Surprises Act as envisioned by Congress will 
extend such protections. However, the good faith 
estimate requirements are burdensome, and the 
overreliance on the qualified payment amount 
(QPA) will give insurance plans outsized 
influence on the IDR process.  

NJHA urges the Departments to enact changes 
to the IFC that are necessary to ensure the No 
Surprises Act is implemented as intended. 
Specifically, the Departments should revise the 
IFC and issue immediate guidance to give 
certified IDR entities the discretion to consider all 
the allowable and relevant information submitted 
by the parties to determine a fair out-of-network 
payment to providers. Additionally, NJHA urges 
the Departments to either delay the good faith 
estimate requirements or streamline those 
requirements by allowing patients who are 
shopping for service to use the online cost 
estimator tools that are required under the 
Hospital Price Transparency final rule (CMS-
1717-F).  

WORKFORCE 

New Jersey hospitals have long been 
instrumental in maintaining our state’s healthcare 
workforce needs. However, the ongoing 
healthcare worker shortage – combined 
with the COVID-19 pandemic – have stretched 
our state’s limited workforce to the breaking 
point. Federal action is urgently needed to 
stave off an impending shortage that could 
reduce access to care for millions of New Jersey 
residents.   

New Jersey’s medical education community 
includes five medical schools and 43 teaching 
hospitals. Unfortunately, trends in physician 
workforce supply in New Jersey remain alarming for 
the future of healthcare delivery in the state. 
According to data compiled by the Association of 
American Medical Colleges, 32.7 percent of 
active physicians in New Jersey are over the age of 
60 – the third-highest percentage nationally. Most 
importantly for the patient care needs of the state, 
New Jersey has a smaller population of both 
resident physicians and medical students when 
compared with states such as New York and 
Pennsylvania.  

The COVID-19 pandemic has exacerbated New 
Jersey’s existing shortage of healthcare workers. 
The shortages are primarily caused by 
overwhelming numbers of patients as 
coronavirus spreads, combined with decreasing 
staff levels as nurses and doctors themselves fall 
sick or become worn out by extreme pressure and 
stress. The scale of the problem makes it harder to 
address – systems designed to offset shortages by 
bringing in backup from other areas do not work 
when so many states are affected simultaneously. 
As a result, New Jersey hospitals have 
increasingly relied on healthcare workers 
from outside of the state.   

New Jersey hospitals are also facing additional 
nurse shortages and increasing costs due to 
anticompetitive behavior by nurse-staffing 
agencies. To help maintain appropriate levels of 
care for patients, nearly every hospital in the state 
has been forced to hire temporary staff at some 
point during the pandemic, including contract 
nurses. Unfortunately, some staffing agencies 
seem to be exploiting these shortages by inflating 
prices beyond reasonably competitive levels – 
two- or three or more-times pre-pandemic rates – 
and reportedly retaining high profit margins for 
themselves. These increased rates are 
unsustainable and have contributed to the 
dramatic increase in New Jersey hospitals’ labor 
costs since the beginning of the pandemic. 

Though managing workforce pressures was a 
challenge for hospitals even before the 
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pandemic, these challenges have only grown 
more acute. The incredible physical and 
emotional toll that hospital workers have endured 
in caring for patients during the pandemic has, 
among other issues, exacerbated the shortage of 
hospital workers. Hospitals have incurred 
significant costs in recruiting and retaining staff, 
which have included overtime pay, bonus pay 
and other incentives. This is occurring at a time 
when many hospitals and health systems are still 
facing other immense financial constraints. For 
many hospitals around the country this has led to 
an unsustainable situation that threatens their 
ability to care for the patients and communities 
they serve. 

The New Jersey Hospital Association supports 
legislative efforts that provide for additional GME 
positions and bolster the healthcare workforce. 
NJHA encourages Congress to pass the following 
legislation:  

• Resident Physician Shortage Reduction Act
of 2021 (S. 834), a bill that would increase the
number of Medicare-funded residency slots
nationally by 2,000 each fiscal year from
2023 through 2029.

• Opioid Workforce Act (S. 1438), which would
add 1,000 Medicare-funded slots in approved
residency programs in addiction medicine,
addiction psychiatry and pain medicine.

• Healthcare Workforce Resilience Act (H.R.
2255/S. 1024), a bill that would help alleviate
COVID-related worker shortages by allowing
the entry of nurses with approved immigrant
visas and allowing physicians with approved
immigrant petitions to adjust their status.

• Legislation allowing FEMA to reimburse for
direct and indirect clinical costs related to
COVID-19.

• Legislation addressing potential
anticompetitive behavior by nurse staffing
agencies.

PROVIDER RELIEF FUND 

More than 24 months after the first cases 
of COVID-19 were reported in the U.S., 
the pandemic has afflicted millions of people 
across the country and has exposed historic challenges  
for the hospitals and health systems that care 
for them. The recent pandemic surges from the 
delta and omicron variants have exacerbated 
these challenges and led to continued revenue 
losses coupled with skyrocketing expenses, 
pushing many already overburdened hospitals further 
to their financial brink. 

At the outset of the pandemic, Congress 
established a Provider Relief Fund 
(PRF) intended to help healthcare providers 
mitigate their financial losses and meet the 
unique challenges that affected the 
communities they serve. The PRF includes 
$178 billion allocated to all healthcare 
providers, and there is an additional $8.5 
billion fund targeted to rural providers. Most 
of these funds have been disbursed 
through several tranches and targeted payments 
with strict guardrails as to how and in what 
timeframe they could be used.  

However, no distributions from the PRF 
have been made or announced for expenses 
related to the delta and omicron variant 
surges, despite steep increases in cases, 
hospitalizations, and deaths. The lack of PRF 
dollars to address issues wrought by these 
surges has left many hospitals facing 
overwhelming financial and operational 
challenges.  

Compounding this issue has been 
uncertainty and confusion around the 
federal rules for previously allotted PRF 
funding that have hindered many New Jersey 
providers from using the funds within the allotted 
timeframes. Shifting guidance, difficulties 
in reconciling tax information and other 
technical problems also have continued to 
plague the program. 

NJHA urges the Department of 
Health and Human Services (HHS) to 
distribute 
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NHHA urges HHS to allocate the remaining PRF 
funding and provide adequate flexibility to allow 
each hospital to overcome its unique 
challenges. In the absence of HHS action, 
NJHA urges Congress to pass the Provider 
Relief Fund Improvement Act (H.R. 5963/S. 
3611) to require HRSA to distribute 
remaining PRF funds and allow more flexibility 
to use allocated funds through the remainder of 
the PHE. Additionally, NJHA requests that 
Congress add at least $25 billion to the Provider 
Relief Fund to provide support to address the 
new challenges caused by the delta and 
omicron variants.

ACCELERATED & ADVANCE PAYMENT 

PROGRAMS 

At the start of the COVID-19 pandemic, when 
it became clear that hospitals and other 
providers were losing revenue due to a 
sudden drop in admissions, procedures, and 
visits, the Centers for Medicare & Medicaid 
Services (CMS) and Congress took action to 
mitigate the financial impact on healthcare 
providers across the country.  

The Medicare Accelerated 
and Advance Payment Programs, which 
existed before the pandemic, are designed 
to help hospitals and other providers 
facing cash flow disruptions during an 
emergency. Loans under this program are 
an advance on reimbursement from 
traditional (fee-for-service) Medicare. These 
are loans that must be paid back, with 
timelines and terms for repayment. The 
CARES Act significantly expanded this 
program to include a broader set of 
hospitals, health professionals, and 
suppliers during the COVID-19 public health 
emergency. 

Providers that received the payments were 
scheduled to begin repayment of those loans 
in August 2020, but CMS delayed the start of 
repayment at that time. In the Continuing 
Appropriations Act, 2021 and Other Extensions 
Act (H.R. 8337), signed into law 

on October 1, 2020, Congress gave hospitals and 
other providers that received Medicare 
accelerated and advance payments one year 
from when the first loan payment was made to 
begin making repayments – delaying the start of the 
repayment period to spring of 2021. 

Once repayments begin, Medicare providers can 
continue to submit claims, but a portion of the 
new claims will be offset to repay the loans (25 
percent during the first 11 months of repayment and 
50 percent during the next six months). 
Providers are required to have paid back the 
loans in full 29 months after the first payment was 
made. If any money remains unpaid at that time, 
an interest rate of 4 percent will begin to be charged. 

The Medicare advance and accelerated payment 
program provided quick access to funds at a time 
when many hospitals were facing an unexpected and 
unprecedented disruption in cash flow. While some 
hospitals have posted profits and report no liquidity 
concerns, others continue to struggle due to 
expenses and lost revenue related to the 
COVID-19 pandemic. These providers need 
additional flexibility in repaying federal loans so that 
they can continue providing essential healthcare 
services to their communities.  

NJHA urges Congress to pass the Better Way for 
Providers to Repay Act (H.R. 2407), legislation that 
provides for an additional 3 months before 
recoupment of advance payments (through 
claims offsets) begins, so that recoupment begins 15 
months (rather than 12 months) after 
payments are made. The bill also applies 
repayments that providers have already made 
toward the collection of offsets for a 
corresponding amount of time. 

PRICE TRANSPARENCY 

In November 2019, CMS finalized new price 
transparency regulations for hospitals (CMS-
1717-F), including a requirement that hospitals 
make standard charges public beginning in 
January 2021. Despite the burden placed on 
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hospitals by the COVID-19 pandemic, CMS 
began auditing hospital compliance with the rule 
in January 2021. This enforcement  forced 
already overburdened hospitals to divert 
resources that they desperately needed to 
respond to the surge of COVID-19 cases and 
successfully roll out vaccines.   

The COVID-19 pandemic notwithstanding, the 
disclosure of privately negotiated rates is already 
accelerating anticompetitive behavior among 
health insurers and inhibiting innovations in 
value-based care delivery. Commercial health 
insurance markets are increasingly concentrated; 
large commercial health plans have greater 
leverage at the negotiating table than any 
individual hospital or health system. Under the 
price transparency requirements, payers are 
likely to demand lower rates from hospitals based 
on the lowest publicly released rate even if that 
rate is inappropriate or unsustainable for that 
particular provider. Moreover, health plans have 
thus far failed to pass on the benefits of lower 
rates to patients, instead taking the opportunity to 
pocket those profits.  

While NJHA supports increased transparency for 
patients regarding their out-of-pocket costs, the 
price transparency rule – as currently written – 
has introduced widespread confusion, 
accelerated anticompetitive behavior among 
health insurers, and stymied innovations in value-
based care delivery. Moreover, the new 
requirements have placed an undue burden on 
New Jersey’s hospitals, which remain on the front 
lines of the COVID-19 pandemic.   

NJHA urges the Biden administration and/or 
Congress to rescind or delay the price 
transparency requirements. We urge CMS to 
work cooperatively with providers, health plans, 
patients, and other stakeholders to identify price 
transparency approaches that can better meet 
patient needs.  

BEHAVIORAL HEALTH 

The New Jersey Hospital Association has a long-
standing commitment to support member efforts 
to deliver high-quality, accessible behavioral 
health services. However, patient access to these 
critical services remains relatively limited. In 
2020, an estimated 14.2 million adults in the 
United States had a serious mental illness, but 
only 64.5 percent received mental health services 
in that year. Cost remains the primary reason for 
patients’ inability to access these services.  

The Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act 
(MHPAEA), signed into law in 2008, was crafted 
with the goal of ending health insurance 
discrimination between mental health/substance 
use disorder benefits and medical/surgical 
benefits. Generally, the federal parity law and 
regulations aim to eliminate overly burdensome 
restrictions health plans placed on mental health 
and substance use disorder coverage (e.g., 
higher copayments, separate deductibles, lower 
annual visit limits) that are more restrictive than 
those placed on medical and surgical benefits. 
The federal government should improve 
enforcement of existing federal parity laws to 
ensure coverage for physical and behavioral 
health benefits, including substance use disorder 
treatment. This includes enhancing the oversight 
of commercial plans’ use of administrative 
barriers to care and increasing penalties for non-
compliance.   

Current federal law prohibits states from using 
Medicaid to pay for care provided in “institutions 
for mental disease” (IMDs), which are psychiatric 
hospitals or other residential treatment facilities 
that have more than 16 beds. This is the only part 
of federal Medicaid law that prohibits payment for 
the cost of providing medically necessary care 
because of the type of illness being treated. This 
discriminatory exclusion has been in place since 
Medicaid’s enactment in 1965, and it has 
resulted in unequal coverage of mental 
healthcare. 
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As New Jersey providers work to further integrate 
physical and behavioral health to better address 
the state’s behavioral health needs, one major 
obstacle to parity remains in the Medicare 
program – the 190-day lifetime limit on coverage 
for certain inpatient psychiatric treatment. With 
the nation’s population aging and an increasing 
number of seniors and people with disabilities 
seeking inpatient care to address their behavioral 
health needs, now is the time to repeal this 
discriminatory policy and ensure that Medicare 
beneficiaries can receive necessary inpatient 
psychiatric care. 

Through the Crisis Counseling Assistance and 
Training Program (CCP), FEMA provides 
technical assistance and reimbursement to state 
and local governments to address the mental 
health impacts in the aftermath of disasters and 
other tragedies. However, CCP is only available 
to states and localities that have received a 
“Major Disaster Declaration,” and is not available 
for disasters that receive “Emergency 
Declarations.” Legislation is needed to ensure 
that disasters that don’t meet the physical or 
monetary requirements for a Major Disaster can 
still receive mental health support for impacted 
communities. 

The treatment of opioid use disorder with 
methadone has a long history and robust 
scientific evidence supporting its effectiveness, 
but current federal restrictions on treatment 
medications for opioid use disorder, like 
methadone, often prohibit patients from 
accessing needed treatment. For these 
lifesaving, clinically proven medication 
treatments to work, patients need better access 
to them. Congressional action is needed to lower 
obstacles to treatment by making opioid 
treatment programs more accessible, allowing 
patients easier access to evidence-based 
treatment, and empowering them to spend more 
time living their lives and less time waiting in line 
at opioid treatment programs (often referred to as 
methadone clinics). 

NJHA urges Congress to address these 
behavioral health challenges by taking the 
following actions:  

• Pass the Parity Enforcement Act (H.R.
1364) to expand the U.S. Department of
Labor’s authority to hold health insurers and
plan sponsors accountable for offering
health plans that violate the Mental Health
Parity and Addiction Equity Act of 2008.

• Permanently repeal the IMD exclusion for
both SUD and mental health treatment.

• Pass the Medicare Mental Health Inpatient
Equity Act (S. 3061/H.R. 5674), to eliminate
the Medicare coverage limit of only 190 days
of inpatient care in a psychiatric hospital in a
person’s lifetime.

• Pass the Post-Disaster Mental Health
Response Act (H.R. 5703), legislation that
would expand the Federal Emergency
Management Agency’s Crisis Counseling
Assistance and Training Program.

• Pass the Opioid Treatment Access Act (H.R.
6279), bipartisan legislation that would take
steps to facilitate patients’ access to
methadone treatment for opioid use
disorder.

MEDICAID 

National data shows an increase in Medicaid 
enrollment of 10.8 percent from February to 
November 2020, a reversal of trends prior to 
the pandemic when enrollment was declining. 
To both support Medicaid and provide broad 
fiscal relief as state revenues declined 
precipitously, the Families First Coronavirus 
Response Act (FFCRA) authorized a 6.2 
percentage point increase in the federal 
Medicaid match rate (“FMAP”) 
(retroactive to January 1, 2020) available if 
states meet certain “maintenance of 
eligibility” (MOE) requirements. This FMAP 
increase does not apply to the Affordable 
Care Act expansion group, for which the 
federal government already pays 90 percent of 
costs.  
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The enhanced FMAP provides federal fiscal relief 
that helps replace state spending, so federal 
Medicaid spending growth may continue to 
outpace state spending growth while the 
enhanced FMAP is in place. However, the FMAP 
increase will expire at the end of the quarter in 
which the public health emergency (PHE) ends. 
When the fiscal relief expires, federal spending 
growth will fall, and state spending growth will 
increase sharply.  

Moreover, as a condition of receiving the 
temporary increase in the federal share of 
Medicaid costs, states are required to keep 
people enrolled in Medicaid throughout the 
COVID-19 public health emergency. When the 
PHE ends, however, the enhanced federal 
funding will end and states will resume 
administering renewals for Medicaid eligibility. 
Millions of people enrolled in Medicaid will have 
their eligibility redetermined, triggering a high risk 
of coverage losses that is almost certain to fall 
disproportionately on people of color and 
disadvantaged communities that have 
experienced significant harm and dislocation 
during the pandemic. While CMS has issued 
guidance allowing states 12 months to conduct 
the necessary redeterminations, states will not be 
able to maintain the 6.2 percent enhanced federal 
match once the PHE ends, and the loss of the 
additional funding could prompt states to rush the 
process. 

NJHA urges Congress and the Biden 
administration to ensure that state Medicaid 
programs have the resources they need during 
and after the federal Public Health Emergency, 
especially to protect against the loss of coverage 
that may occur as states adjust to reduced 
funding and conduct coverage redeterminations 
after the conclusion of the PHE.  

PACE PROGRAM 

The Programs for All-Inclusive Care for the 
Elderly (PACE) is an innovative Medicare 
program that provides medically complex, low-

income individuals aged 55 and older with 
comprehensive medical and social services 
coordinated and provided by an interdisciplinary 
team of professionals in a community-based 
center and in their homes, helping program 
participants delay or avoid long-term nursing 
home care.  PACE provides its participants with 
all services covered by Medicare and Medicaid, 
without the limitations normally imposed by these 
programs. It also offers any other services 
deemed necessary by the interdisciplinary 
team that would allow program participants to 
remain in the community.  

New Jersey’s experience during the COVID-19 
pandemic has highlighted the need for additional 
home- and community-based long-term care 
options. PACE has a long track record of success 
caring for individuals in their homes and 
communities even as their long-term needs 
change. However, although the PACE model has 
existed nationally for more than 25 years, PACE 
programs have not had the flexibility and support 
they need to expand services and test new and 
innovative models of service delivery. 

NJHA urges Congress to pass the PACE Plus Act 
(S. 1162), legislation that would allow Medicare 
beneficiaries to enroll in a PACE program at any 
time and provide states with the option to allow 
Medicaid beneficiaries to do the same. 

SKILLED NURSING FACILITIES 

Under federal Medicare policy, a beneficiary must 
have an inpatient stay in a short-term acute care 
hospital spanning at least three consecutive days 
(not counting the day of discharge) for Medicare 
to pay for a subsequent stay in a skilled nursing 
facility (SNF). However, in response to 
overlapping Medicare payment policies that can 
penalize hospitals for inpatient admissions, acute 
care hospitals are increasingly identifying 
patients as in “observation,” an outpatient 
designation, rather than admitting them as 
inpatients.  
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As a result, the Medicare beneficiary ends up 
being responsible for paying for the SNF stay, 
which places an unfair burden on the beneficiary 
through no fault of their own. These patients are 
either forced to return home without the treatment 
they have been prescribed or are forced to pay 
exorbitant amounts after their necessary stay in a 
SNF. These patients can easily accrue tens of 
thousands of dollars in SNF bills, and recent 
research suggests that this policy most impacts 
those who can least afford it. 

Although the three-day requirement has been 
temporarily waived during the COVID-19 public 
health emergency, observation patients will soon 
be forced once again to choose between the care 
they need and a large SNF bill. Recent research 
suggests that Medicare beneficiaries residing in 
the most disadvantaged neighborhoods are more 
likely to face repeated observation stays. These 
same patients are least likely to receive SNF 
services when they need them, often resulting in 
a cycle of repeated hospitalizations due to not 
receiving the appropriate skilled nursing care. 

NJHA urges Congress to pass the Improving 
Access to Medicare Coverage Act (S. 2048 / H.R. 
3650) to deem patients receiving outpatient 
observation services in a hospital as an inpatient 
for purposes of satisfying the three-day inpatient 
hospital-stay requirement.  

ACUTE HOSPITAL CARE AT HOME 

COVID-19 is prompting hospitals and healthcare 
systems to reconsider how and where they 
deliver care to patients. Many see the patient’s 
home as the safest and most effective option for 
certain conditions and patients. As a result, the 
hospital-at-home model – where patients receive 
acute-level care in their homes, rather than in a 
hospital – is emerging as a promising approach 
to improve value for patients. 

The Centers for Medicare & Medicaid Services 
launched the Acute Hospital Care at Home 

program to provide hospitals expanded flexibility 
to care for patients in their homes. Participating 
hospitals admit patients from the ED and inpatient 
beds to their homes. Hospitals must apply for a 
waiver and adhere to screening and safety 
protocols. Patients are evaluated by a nurse 
daily and receive two in-person visits daily by 
either nurses or mobile integrated health 
paramedics. The Acute Hospital Care at Home 
program can serve COVID and non-COVID 
patients.  

The AHCAH program has proven to be 
incredibly popular; there are 85 health 
systems and 190 hospitals in 34 states 
participating in the program. Research shows 
that these programs are at least as safe as 
facility-based inpatient care and result in 
improved clinical outcomes, higher rates of 
patient satisfaction, and reduced healthcare 
costs. The AHCAH waiver provides an important 
foundation to build upon while Congress works 
towards enacting legislation for a 
more comprehensive permanent program.   

NJHA urges Congress to extend the Acute 
Hospital Care at Home waiver for two additional 
years by passing the Hospital Inpatient Services 
Modernization Act (S. 3792). Two more years of 
the waiver will allow for added time to collect 
data and glean lessons learned to inform a 
permanent program. AHCAH is a critical 
foundation, but more needs to be done 
to make an Acute Hospital Care at 
Home program work for patients and their 
providers long-term. 
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Healthcare Employers in Dire Need 
of an Expanded Workforce Pipeline

The pandemic has led to one of the worst U.S. recessions in history and has dramatically 
exacerbated cyclical workforce shortages in healthcare. But this period is unlike any other the 
healthcare sector has experienced; it’s an historic disruption that is reshaping the workforce and 
the workplace. For healthcare providers – who must staff 24/7, largely in-person operations where 
lives literally are at stake – today’s workforce challenges are on an unprecedented level. 

While the pandemic prompted large shifts to remote work, including telemedicine, the majority of 
essential healthcare services requires in-person performance. In past workforce shortages, 
healthcare providers have recruited nurses and other workers from other states or even other 
countries, but COVID-19’s worldwide impact has created a global competition for staff. And 
perhaps no other industry has seen its team members tested and strained as healthcare has in 
this pandemic, with burnout and fatigue settling in for many of these dedicated caregivers. 

Not only has there been increased demand for clinical care providers, but the pandemic has also 
had a universally negative effect on the available workforce in general, with challenges in virtually 
all sectors of business and industry competing for talent at all levels. Healthcare job openings for 
both skilled and unskilled support workers are now harder and take longer to fill with competition 
from all types of industries. While these industries may not offer the satisfaction of caring for 
others and saving lives, they can compete with healthcare in flexibility, remote work, strong 
wages, benefits packages, and incentives to attract workers.  

Quantifying the Gap 

A recent survey of N.J. hospitals by the New Jersey Hospital Association showed that it is taking 
longer and costing more to fill healthcare jobs. Because of those challenges, hospitals are 
increasingly turning to agency and traveler staff to fill essential positions that are needed to 
maintain healthcare capacity in New Jersey. 

NJHA’s survey, representing 70 percent of the state’s acute care hospitals, illuminated some 
concerning trends: 

• For registered nurses, the vacancy rate increased 64 percent, from 8.2 percent in 2020
to 13.4 percent in 2021. The vacancy rate measures the number of unfilled positions
relative to the total number of employees.

• The vacancy rate for nurse extenders (which include positions such as certified nurse
aides) increased 37 percent, from 12.4 percent in 2020 to 16.9 percent in 2021.

• The reliance on agency registered nurses increased 66 percent, from 3.6 percent in 2020
to 6.0 percent in 2021.

• For nurse extenders, the reliance on agency staff increased 68 percent, from 2.9 percent
in 2020 to 4.9 percent in 2021.

• Hospitals spent approximately $499 million for overtime in 2020 and are projected to have
spent approximately $592 million in 2021.

• Hospitals spent approximately $222 million for agency and traveler staff in 2020 and are
projected to have spent more than three times that amount – $670 million – in 2021. This
represents an increase of 202 percent in just 12 months.
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New Jersey’s experience is reflected in national trends, including: 

• Hospitals and health systems are paying $24 billion more per year for qualified clinical labor than they did pre-
pandemic.

• The annual rate of turnover in emergency, ICU and nursing departments increased from18 percent pre-pandemic
to 30 percent in 2021.

• The use of agency and temporary labor increased 132 percent for full time workers and 131 percent for part-time
workers.

• Travel nurse rates jumped more than 200 percent.
• Hospitals are spending approximately 63 percent more for travel RNs than they did at the start of 2020.

(Source: AHA 2022 Environmental Scan, https://www.aha.org/environmentalscan)

Burnout and Fatigue Fuel “The Great Resignation” 

The U.S. Bureau of Labor Statistics reports that 4 million Americans quit their jobs in July 2021. A recent in-depth analysis 
using data from 4,000 global companies across a variety of industries and more than 9 million employee records identified 
two key trends of what is referred to as the “Great Resignation.” Resignation rates are highest among mid-career 
employees, particularly between 30 and 45 years old; and resignations are highest in the tech and healthcare industries. 
In 2021, 3.6 percent more healthcare employees quit their jobs than did in 2020. (Ian Cook, Who Is Driving the Great 
Resignation, Harvard Business Review, Sept. 15, 2021, https://hbr.org/2021/09/who-is-driving-the-great-resignation) 

https://www.aha.org/environmentalscan
https://hbr.org/2021/09/who-is-driving-the-great-resignation
https://hbr.org/2021/09/who-is-driving-the-great-resignation
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Workforce Amid the Omicron Surge 

Hospital volumes remained depressed in the fall of 2021, even before the highly contagious Omicron variant began to 
spread, straining hospital capacity and driving up expenses beyond pre-pandemic levels. In January 2022, COVID 
hospitalizations in New Jersey breached the 6,000-case level, a COVID patient volume not seen since May 2020. The 
elevated volumes combined with widespread labor shortages have the combined impact of stressing hospital resources, 
as all healthcare providers compete for a limited labor pool. Increased labor expenses and a growing workforce shortage 
are creating a significant operational challenge as many hospitals moved to contingency staffing to ensure bed capacity. 
The N.J. National Guard and Federal Emergency Management Agency deployed strike teams to hard-hit parts of the 
state to bolster healthcare staffing levels. 

In a Jan. 6, 2022, report issued by Standard & Poor’s Global Ratings, the rating agency opined that “labor expenses and 
shortages pose the biggest near-term risk for most providers and will likely remain a pressure point beyond 2022. 
Labor, by far, is the highest expense category for a healthcare organization—typically more than half of annual 
expenses—so even minor disruptions can be costly. Although the healthcare industry has always had periods of 
staffing challenges, those ignited by the pandemic are more widespread, severe, and expensive to address.” 

Long-Term Outlook 

In its report, Supply and Demand Projections of the Nursing Workforce, the U.S. Health Resources and Services 
Administration predicts that New Jersey will face the third largest nursing shortage in the nation by 2030, with a projected 
shortfall of 11,400 nurses. And that report, issued in 2017, precedes the compounding impact of COVID-19. (U.S. 
HHS/HRSA, Supply and Demand Projections of the Nursing Workforce: 2014-2030, July 21, 2017, 
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/nchwa-hrsa-nursing-report.pdf) 

New Jersey healthcare employers must continue to collect and use critical data not only to gauge such shortages but 
also to generate solutions to retain and augment existing staffing, including ways to rebuild a consistent pipeline of 
workers across the healthcare continuum. These metrics – including vacancy, time-to-fill, turnover and related reasons 
for leaving – along with efforts toward building a culture of retention, are significant in identifying common challenges and 
helping to generate ideas to promote a stable employment culture. Now more than ever, the basic economic theories of 
supply and demand require collective action to increase the short- and long-term supply of candidates who choose a 
career committed to healing and caring. 

Strategies to Rebuild Healthcare’s Workforce 

The magnitude of the staffing crisis faced by New Jersey hospitals revealed by NJHA’s survey data, demands a 
coordinated, systemic and strategic approach, both now and for the future. While this analysis has focused primarily on 
hospital staffing issues, the workforce crisis exists across the full spectrum of healthcare providers. 

Several strategies have been undertaken to curb further immediate outflow of available healthcare staff. The following 
short-term strategies are focused on supporting the patients at the bedside. 

N.J. Executive Orders 280 and 281 – The reinstatement of a Public Health Emergency by Governor Murphy was 
critical to extending prior temporary staffing waivers beyond Jan. 11, 2022. The full list of waivers included is 
extensive, but the following examples illustrate some of the relief afforded to healthcare organizations regarding 
staffing: 

• Reinstating reciprocity for out-of-state certified nurse aides (CNAs) to be hired by N.J. long term care
facilities, assisted living facilities, assisted living programs and comprehensive personal care homes.

• Reinstating waivers permitting foreign nurses, graduate nurses and student nurses to work as CNAs
under certain circumstances.

• Allowing CNAs with expired certifications to continue working during the existence of the public health
emergency and for 45 days thereafter.

• Extending by 90 days the expiration dates for CNA certifications.

https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/nchwa-hrsa-nursing-report.pdf
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/nchwa-hrsa-nursing-report.pdf
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Healthcare Workforce Law – Passage of the Healthcare Workforce Law (P.L. 2021, c.368) extends the licensure 
or certification deadline for the following healthcare workers until June 30, 2022: 

• Temporary Emergency Licensure Program – The TERL program grants emergency licenses to
healthcare practitioners from states outside of New Jersey. In addition to nurses, the program applies to
an extensive list of healthcare professionals including medical doctors, home health aides, social workers
and psychologists. Without the extension of this temporary emergency licensure, N.J. would not be able
to employ nurses who are licensed in New York or Pennsylvania unless these out-of-state licensees
obtained their plenary N.J. licenses, which is a much lengthier process.

• Graduate Nursing Program – This program allows nurses who have graduated, but have not yet received
their license, to work in hospitals (under proscribed requirements for supervision and oversight). This
should have immediate impact since nurses recently graduated in December 2021. It will also apply to
May 2022 graduates, who will be permitted to work under emergency licensure until June 30, 2022.

• Temporary Nursing Aides (TNAs) – Individuals were approved by the Centers for Medicare and Medicaid
Services and the N.J. Department of Health to work as temporary nursing aides during the pandemic.
They were permitted to be recognized as full CNAs after they completed an 8-hour online course and
their competencies were documented by the facility. Individuals who received their TNA certification by
Jan. 11 are permitted under the statute to work until June 30, 2022. No new applicants for TNA status
are permitted after the Jan. 11 date.

In addition to such short-term approaches, mid-to-longer term strategies can be directed toward ensuring a future 
workforce pipeline. Coalition activities including diverse stakeholders, so as to ensure the recruitment of a future 
workforce from disadvantaged communities, is a critical component of this planning. Working together, a coalition of 
healthcare organizations, education (with a focus on community colleges and vocational-technical schools) and 
government partners such as the N.J. Department of Health, Department of Education and the Division of Consumer 
Affairs and its professional and occupational boards and committees, can engage to target the goal of improving the 
future pipeline of healthcare workers. This work must include assessing and implementing curriculum changes, opening 
more slots for students who want to work in a healthcare setting, examining the availability of appropriate numbers of 
faculty to support an increase in student enrollment, examining the qualification requirements for faculty in different 
healthcare training programs, and exploring other systemic changes that will benefit future healthcare workers and further 
support the health of the people in New Jersey communities. 

Government intervention in the form of up-front investments can also contribute to building a diverse workforce pipeline 
as well as ensuring an ongoing means of support for the professional development of existing staff. The ultimate goal is 
for hospitals to have a healthcare workforce adequate enough to meet the needs of the communities they serve without 
overt reliance on supplemental staffing (i.e., travel and agency nurses). 

Visit www.njha.com/chart for additional resources. 

http://www.njha.com/chart
http://www.njha.com/chart
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CMS FY 2022 Inpatient PPS Final Rule:

NJHA Imputed Floor & 5% Transition Cap Analysis
(Includes Medicare Inpatient PPS Operating Payments

and Medicare Outpatient PPS Operating Payments)

Projected

Medicare

Payments

(No Floor)

Projected

Medicare

Payments

(With Floor)

Net Benefit:

Imputed Floor

Wage Index

Net Benefit (in 

ADDITION to Imputed 
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Transition Cap*

Combined Net Benefit:

Imputed Floor &
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Transition Cap

FY 2022 FY 2022 FY 2022 FY 2022 FY 2022
Imp Floor WI=1.1542 Imp Floor WI=1.1542

Hospital

AtlantiCare Regional Medical Center $107,155,349 $115,934,293 $8,778,944 $0 $8,778,944

Bayshore Community Hospital $30,811,623 $33,335,935 $2,524,312 $202,176 $2,726,488

Cape Regional Medical Center $29,932,048 $31,970,729 $2,038,681 $0 $2,038,681

Capital Health Medical Center ‐ Hopewell $29,433,681 $32,795,014 $3,361,333 $0 $3,361,333

Capital Health Regional Medical Center $20,374,514 $22,701,288 $2,326,774 $0 $2,326,774

CarePoint Health Bayonne Medical Center $25,924,851 $25,924,851 $0 $0 $0

CarePoint Health Christ Hospital $20,847,108 $20,847,108 $0 $0 $0

CarePoint Health Hoboken University Medical Center $12,072,101 $12,072,101 $0 $0 $0

CentraState Medical Center $50,422,194 $54,553,146 $4,130,952 $330,854 $4,461,806

Chilton Medical Center $46,813,005 $46,813,005 $0 $0 $0

Clara Maass Medical Center $40,750,644 $40,750,644 $0 $0 $0

Community Medical Center $88,081,375 $95,297,641 $7,216,266 $577,962 $7,794,227

Cooper University Hospital $139,351,598 $150,895,595 $11,543,997 $0 $11,543,997

Deborah Heart and Lung Center $39,769,352 $43,063,877 $3,294,525 $0 $3,294,525

East Orange General Hospital $14,732,208 $14,732,208 $0 $0 $0

Englewood Hospital and Medical Center $111,527,968 $111,527,968 $0 $0 $0

Hackensack Meridian Health Pascack Valley Medical $20,334,666 $20,334,666 $0 $0 $0

Hackensack University Medical Center $236,132,538 $236,132,538 $0 $0 $0

HackensackUMC Mountainside $45,451,825 $45,451,825 $0 $0 $0

HackensackUMC Palisades $29,983,285 $29,983,285 $0 $0 $0

Hackettstown Medical Center $16,727,468 $19,763,378 $3,035,910 $0 $3,035,910

Holy Name Medical Center $74,228,271 $74,228,271 $0 $0 $0

Hudson Regional Hospital $7,187,411 $7,187,411 $0 $0 $0

Hunterdon Medical Center $36,254,081 $38,378,850 $2,124,769 $0 $2,124,769

Inspira Medical Center Elmer $10,638,580 $11,207,602 $569,022 $0 $569,022

Inspira Medical Center Vineland $68,973,236 $68,973,236 $0 $0 $0

Inspira Medical Center Woodbury $33,715,022 $36,508,001 $2,792,979 $0 $2,792,979

Jefferson Health (New Jersey Division) $101,572,219 $109,986,542 $8,414,323 $0 $8,414,323

Jersey City Medical Center $37,886,369 $37,886,369 $0 $0 $0

Jersey Shore University Medical Center $140,849,312 $152,388,710 $11,539,398 $924,208 $12,463,606

JFK Medical Center $65,942,420 $71,344,901 $5,402,482 $0 $5,402,482

Lourdes Medical Center of Burlington County $18,562,156 $20,099,860 $1,537,704 $0 $1,537,704

Memorial Hospital of Salem County, Inc. $11,030,293 $11,620,267 $589,974 $0 $589,974

Monmouth Medical Center $42,842,332 $46,352,287 $3,509,955 $281,118 $3,791,073

Monmouth Medical Center, Southern Campus $23,168,065 $25,066,162 $1,898,096 $152,021 $2,050,118

Morristown Medical Center $252,957,576 $252,957,576 $0 $0 $0

New Bridge Medical Center $5,574,320 $5,574,320 $0 $0 $0

Newark Beth Israel Medical Center $59,006,485 $59,006,485 $0 $0 $0

Newton Medical Center $32,221,840 $34,110,289 $1,888,449 $0 $1,888,449

Ocean Medical Center $76,477,689 $82,743,296 $6,265,607 $501,822 $6,767,430

Our Lady of Lourdes Medical Center $65,633,494 $71,070,624 $5,437,131 $0 $5,437,131

Overlook Medical Center $103,979,207 $103,979,207 $0 $0 $0

Penn Medicine Princeton Medical Center $56,193,707 $60,797,504 $4,603,796 $0 $4,603,796

R.W.J. University Hospital $166,849,379 $166,849,379 $0 $0 $0

R.W.J. University Hospital Hamilton $28,869,874 $32,166,819 $3,296,946 $0 $3,296,946

R.W.J. University Hospital Rahway $20,208,351 $21,392,717 $1,184,365 $0 $1,184,365

R.W.J. University Hospital Somerset $48,407,336 $52,373,217 $3,965,880 $0 $3,965,880

Raritan Bay Medical Center $33,598,468 $36,351,098 $2,752,630 $0 $2,752,630

Riverview Medical Center $50,578,088 $54,721,812 $4,143,724 $331,877 $4,475,601

Saint Barnabas Medical Center $120,476,618 $120,476,618 $0 $0 $0

Imputed floor wage index impacts are for reference only and represent 
estimations based on publicly available data



Imputed floor wage index impacts are for reference only and represent 
estimations based on publicly available data

CMS FY 2022 Inpatient PPS Final Rule:

NJHA Imputed Floor & 5% Transition Cap Analysis
(Includes Medicare Inpatient PPS Operating Payments

and Medicare Outpatient PPS Operating Payments)

Projected

Medicare

Payments

(No Floor)

Projected

Medicare

Payments

(With Floor)

Net Benefit:

Imputed Floor

Wage Index

Net Benefit (in 

ADDITION to Imputed 

Floor ): 5% Extended

Transition Cap*

Combined Net Benefit:

Imputed Floor &

5% Extended

Transition Cap

FY 2022 FY 2022 FY 2022 FY 2022 FY 2022
Imp Floor WI=1.1542 Imp Floor WI=1.1542

Hospital

Saint Clare's Hospital/Denville $54,741,674 $54,741,674 $0 $0 $0

Saint Michael's Medical Center $30,208,223 $30,208,223 $0 $0 $0

Saint Peter's University Hospital $40,463,559 $43,778,628 $3,315,068 $0 $3,315,068

Shore Medical Center $35,337,512 $37,744,361 $2,406,849 $0 $2,406,849

Southern Ocean Medical Center $36,726,790 $39,735,715 $3,008,925 $240,989 $3,249,915

St. Francis Medical Center $14,285,422 $15,916,820 $1,631,398 $0 $1,631,398

St. Joseph’s University Medical Center  $98,660,018 $98,660,018 $0 $0 $0

St. Luke's Warren Hospital $21,815,755 $25,775,151 $3,959,395 $0 $3,959,395

St. Mary's General Hospital $26,977,001 $26,977,001 $0 $0 $0

Trinitas Regional Medical Center $22,798,839 $24,135,027 $1,336,188 $0 $1,336,188

University Hospital $36,971,130 $36,971,130 $0 $0 $0

Valley Hospital $138,498,831 $138,498,831 $0 $0 $0

Virtua $87,314,708 $94,547,927 $7,233,220 $0 $7,233,220

Virtua Memorial $41,214,018 $44,628,220 $3,414,202 $0 $3,414,202

Statewide $3,636,525,082 $3,782,999,251 $146,474,169 $3,543,028 $150,017,197

# hospitals benefitting from imputed floor or 5% cap 37 9 37

% hospitals benefitting from imputed floor or 5% cap 58% 14% 58%

Notes

 Hospital‐specific and statewide impacts are for reference only and represent estimations based on publicly available data. All impacts are subject to change based on updated data and policies issued by CMS or its intermediaries.

* 5% Extended Transition Cap language per CMS (final rule, display copy, p. 964): "...for hospitals that received the transition in FY 2021, we are continuing a wage index transition for FY 2022 under which we will apply a 5 percent 

cap on any decrease in the hospital’s wage index compared to its wage index for FY 2021 to mitigate significant negative impacts of, and provide additional time for hospitals to adapt to, the CMS decision to adopt the revised OMB 

delineations."

Source: CMS Impact Files and Tables from the FY 2022 inpatient prospective payment system (PPS) final rule and CY 2021 outpatient PPS final rule.

 Medicare Payments include Medicare fee‐for‐service (FFS) inpatient operating (inlier (DRG), IME and DSH) and outpatient operating payments. Medicare capital and outlier payments are excluded.

The extent to which changes in Medicare rates for FFS beneficiaries affect payment rates for Medicare Advantage (managed care) beneficiaries cannot be estimated based on available data, and are thus excluded from this 

analysis.

Imputed floor wage index impacts are for reference only and represent 
estimations based on publicly available data



16 

ew Jersey hospitals are a vital public 
resource; that has never been more
evident than during the last two years of 
the global pandemic. New Jersey 

hospitals and their dedicated team members 
have successfully treated more than 105,000 
COVID patients among the 14 million patients 
served annually, providing healthcare services to 
all, regardless of their ability to pay. But the 
contributions of New Jersey’s hospitals extend far 
beyond their healthcare services. Hospitals also 
are economic strongholds; they are dependable 
sources of jobs, income taxes and spending that 
help stabilize their communities through good 
times and bad. 

New Jersey hospitals directly contributed $27.8 
billion to the state’s economy during the 2020 
pandemic year. But these anchor institutions 
drive much larger total impacts both to their local 
communities and to other N.J. companies 
through spending that supports their operations, 
employees, patients, and visitors. The total 
impact to the state’s economy driven by N.J. 
hospitals reached $62 billion in 2020. That total 
includes: 

 $27.8 billion in total expenditures
 $3.9 billion in purchased services
 Nearly 119,000 full-time equivalent jobs and

total direct employment of over 154,000 full- 
and part-time positions

 Over $10 billion in total employee salaries
 Over $500 million in state income taxes paid

by hospital employees
 $672 million in charity care services to New

Jersey’s working poor and other uninsured
residents.

Healthcare is the only industry that has added 
jobs in the state every year from 1990 through 
2019 while increasing its share of jobholding from 
7.5 percent in 1990 to 12.5 percent in 2020. The 
industry experienced a modest loss of about 
22,000 jobs in 2020 due to the COVID-19 
shutdown. According to the New Jersey 
Department of Labor, the outlook for healthcare 
employment in the Garden State remains strong 
as healthcare faces a workforce shortage that 

has been exacerbated by the pandemic. From 
2018 through 2028, it is projected that 64,860 
jobs will be added, an annual increase of 1.2 
percent. Healthcare cluster employment is 
comprised of three industry groups: ambulatory 
healthcare services (49 percent), hospitals (34 
percent) and nursing and residential care facilities 
(17 percent).  

Hospital contributions ripple across New Jersey, 
providing economic stability to the state, its 
counties and to individual communities. In many 
towns, the local hospital is the largest employer, 
providing untold benefits in jobs and health 
insurance 
coverage, local spending, and community health 
services.  

The pages that follow detail the many economic 
contributions of New Jersey’s hospitals. The 
information is presented statewide and for New 
Jersey’s 12 congressional districts. In addition, 
hospital-specific reports show the important 
contributions of hospitals to their local 
communities. 

N 
ECONOMIC IMPACT REPORT 



 

Congressional District 1                   
               

 
Direct Spending: $3,154,060,000 

 
Total Economic Impact: $7,063,834,000 

 
• Hospital Jobs .......................................................................................................................................... 15,746 

• Total Jobs Impact .................................................................................................................................... 36,194 

• Total Payroll ............................................................................................................................... $1,014,428,000 

• State Income Taxes from Payroll ....................................................................................................$56,047,147 

• Purchased Goods and Services ....................................................................................................$276,210,000  

• Contracted Labor .......................................................................................................................$139,439,000  

• Charity Care Services Provided ......................................................................................................$34,109,882 

• Charity Care State Subsidy Received .........................................................................................$22,032,872 
 
 



 

Congressional District 2                   
               

 
Direct Spending: $1,840,854,000 

 
Total Economic Impact: $4,122,779,000 

 
• Hospital Jobs .......................................................................................................................................... 11,649 

• Total Jobs Impact .................................................................................................................................... 26,777 

• Total Payroll ..................................................................................................................................$694,304,000 

• State Income Taxes from Payroll ....................................................................................................$38,360,296 

• Purchased Goods and Services ....................................................................................................$296,949,000  

• Contracted Labor .......................................................................................................................$169,070,000  

• Charity Care Services Provided ......................................................................................................$32,490,321 

• Charity Care State Subsidy Received .........................................................................................$16,179,395 
 
 



 

Congressional District 3                   
               

 
Direct Spending: $1,855,772,000 

 
Total Economic Impact: $4,156,187,000 

 
• Hospital Jobs .......................................................................................................................................... 10,739 

• Total Jobs Impact .................................................................................................................................... 24,685 

• Total Payroll ..................................................................................................................................$661,146,000 

• State Income Taxes from Payroll ....................................................................................................$36,528,317 

• Purchased Goods and Services ....................................................................................................$267,232,000  

• Contracted Labor .......................................................................................................................$103,480,000  

• Charity Care Services Provided ......................................................................................................$25,240,233 

• Charity Care State Subsidy Received ...........................................................................................$5,785,933 
 
 



 

Congressional District 4                   
               

 
Direct Spending: $2,153,649,000 

 
Total Economic Impact: $4,823,313,000 

 
• Hospital Jobs .......................................................................................................................................... 12,458 

• Total Jobs Impact .................................................................................................................................... 28,636 

• Total Payroll ..................................................................................................................................$778,151,000 

• State Income Taxes from Payroll ....................................................................................................$42,992,843 

• Purchased Goods and Services ....................................................................................................$317,995,000  

• Contracted Labor .......................................................................................................................$120,926,000  

• Charity Care Services Provided ......................................................................................................$26,072,771 

• Charity Care State Subsidy Received ...........................................................................................$5,131,141 
 
 



 

Congressional District 5                   
               

 
Direct Spending: $3,687,312,000 

 
Total Economic Impact: $8,258,103,000 

 
• Hospital Jobs .......................................................................................................................................... 19,762 

• Total Jobs Impact .................................................................................................................................... 45,424 

• Total Payroll ............................................................................................................................... $1,389,241,000 

• State Income Taxes from Payroll ....................................................................................................$76,755,565 

• Purchased Goods and Services ....................................................................................................$638,690,000  

• Contracted Labor .......................................................................................................................$159,885,000  

• Charity Care Services Provided ......................................................................................................$66,828,693 

• Charity Care State Subsidy Received .........................................................................................$26,872,169 
 
 



 

Congressional District 6                   
               

 
Direct Spending: $3,083,555,000 

 
Total Economic Impact: $6,905,930,000 

 
• Hospital Jobs .......................................................................................................................................... 15,612 

• Total Jobs Impact .................................................................................................................................... 35,886 

• Total Payroll ............................................................................................................................... $1,166,051,000 

• State Income Taxes from Payroll ....................................................................................................$64,424,318 

• Purchased Goods and Services ....................................................................................................$448,959,000  

• Contracted Labor .......................................................................................................................$179,192,000  

• Charity Care Services Provided ......................................................................................................$83,570,956 

• Charity Care State Subsidy Received .........................................................................................$34,621,731 
 
 



 

Congressional District 7                   
               

 
Direct Spending: $1,610,366,000 

 
Total Economic Impact: $3,606,575,000 

 
• Hospital Jobs .......................................................................................................................................... 10,800 

• Total Jobs Impact .................................................................................................................................... 24,825 

• Total Payroll ..................................................................................................................................$680,509,000 

• State Income Taxes from Payroll ....................................................................................................$37,598,122 

• Purchased Goods and Services ....................................................................................................$190,235,000  

• Contracted Labor .........................................................................................................................$37,751,000  

• Charity Care Services Provided ......................................................................................................$17,972,733 

• Charity Care State Subsidy Received ...........................................................................................$3,696,735 
 
 



 

Congressional District 8                   
               

 
Direct Spending: $1,857,701,000 

 
Total Economic Impact: $4,160,507,000 

 
• Hospital Jobs .......................................................................................................................................... 11,477 

• Total Jobs Impact .................................................................................................................................... 26,381 

• Total Payroll ..................................................................................................................................$678,332,000 

• State Income Taxes from Payroll ....................................................................................................$37,477,843 

• Purchased Goods and Services ....................................................................................................$327,510,000  

• Contracted Labor .......................................................................................................................$224,664,000  

• Charity Care Services Provided ....................................................................................................$119,641,734 

• Charity Care State Subsidy Received .........................................................................................$77,024,226 
 
 



 

Congressional District 9                   
               

 
Direct Spending: $1,910,976,000 

 
Total Economic Impact: $4,279,822,000 

 
• Hospital Jobs ............................................................................................................................................ 9,593 

• Total Jobs Impact .................................................................................................................................... 22,051 

• Total Payroll ..................................................................................................................................$648,743,000 

• State Income Taxes from Payroll ....................................................................................................$35,843,051 

• Purchased Goods and Services ....................................................................................................$294,961,000  

• Contracted Labor .......................................................................................................................$172,979,000  

• Charity Care Services Provided ......................................................................................................$62,640,618 

• Charity Care State Subsidy Received .........................................................................................$46,971,239 
 
 



 

Congressional District 10                   
               

 
Direct Spending: $2,306,346,000 

 
Total Economic Impact: $5,165,293,000 

 
• Hospital Jobs .......................................................................................................................................... 12,128 

• Total Jobs Impact .................................................................................................................................... 27,878 

• Total Payroll ..................................................................................................................................$807,996,000 

• State Income Taxes from Payroll ....................................................................................................$44,641,779 

• Purchased Goods and Services ....................................................................................................$267,015,000  

• Contracted Labor .......................................................................................................................$121,700,000  

• Charity Care Services Provided ....................................................................................................$124,448,170 

• Charity Care State Subsidy Received .........................................................................................$82,405,816 
 
 



 

Congressional District 11                   
               

 
Direct Spending: $2,773,924,000 

 
Total Economic Impact: $6,212,480,000 

 
• Hospital Jobs .......................................................................................................................................... 15,147 

• Total Jobs Impact .................................................................................................................................... 34,817 

• Total Payroll ............................................................................................................................... $1,026,838,000 

• State Income Taxes from Payroll ....................................................................................................$56,732,800 

• Purchased Goods and Services ....................................................................................................$416,599,000  

• Contracted Labor .......................................................................................................................$131,234,000  

• Charity Care Services Provided ......................................................................................................$29,110,236 

• Charity Care State Subsidy Received ...........................................................................................$5,746,099 
 
 



 

Congressional District 12                   
               

 
Direct Spending: $1,533,141,000 

 
Total Economic Impact: $3,433,622,000 

 
• Hospital Jobs ............................................................................................................................................ 9,390 

• Total Jobs Impact .................................................................................................................................... 21,584 

• Total Payroll ..................................................................................................................................$623,954,000 

• State Income Taxes from Payroll ....................................................................................................$34,473,459 

• Purchased Goods and Services ....................................................................................................$185,498,000  

• Contracted Labor .........................................................................................................................$98,783,000  

• Charity Care Services Provided ......................................................................................................$48,943,162 

• Charity Care State Subsidy Received .........................................................................................$22,532,646 
 
 



DISTRICT 1 – Donald Norcross  

AristaCare at Cherry Hill – Cherry Hill 

Brandywine Senior Living at Haddonfield – 
Haddonfield 

Brandywine Senior Living at Voorhees – 
Voorhees 

Cooper University healthcare – Camden 

Elmwood Hills Healthcare Center – Blackwood 

Inspira Medical Center Woodbury – Woodbury 

Jefferson Cherry Hill Hospital – Cherry Hill 

Jefferson Healthcare Center – Sewell 

Jefferson Health Home Care – Voorhees 

Jefferson Stratford Hospital – Stratford 

Jefferson Washington Township Hospital – 
Washington 

Northbrook Behavioral Health Hospital – 
Lakewood 

Trinity Health LIFE New Jersey – Pennsauken 

United Methodist Communities at 
Collingswood – Collingswood 

United Methodist Communities at Pitman – 
Pitman 

Virtua Lourdes Regional Rehabilitation Center – 
Camden 

Virtua Our Lady of Lourdes Hospital – Camden 

Virtua Our Lady of Lourdes Hospital 
Rehabilitation Unit – Camden 

Virtua Voorhees – Marlton 

Voorhees Pediatric Facility – Voorhees 

Voorhees Pediatric Medical Day Care Center – 
Voorhees 

Weisman Children's Medical Day Care 
Pennsauken – Pennsauken  

DISTRICT 2 – Jeff Van Drew 

Ancora Psychiatric Hospital – Ancora 

AtlantiCare HomeCare – Egg Harbor 

AtlantiCare Hospice and Palliative Care – Egg 
Harbor 

AtlantiCare Regional Medical Center, Atlantic 
City Campus – Egg Harbor 

AtlantiCare Regional Medical Center, Mainland 
Campus – Pomona 

Bacharach Institute for Rehabilitation – Pomona 

Barnegat Rehabilitation and Nursing Center – 
Barnegat 

Cape Regional Health System – Cape May 
Court House 

Egg Harbor Care Center – Egg Harbor 

Encompass Health Rehabilitation Hospital of 
Vineland – Vineland 

Inspira Health LIFE – Mullica Hill 

Inspira Medical Center Elmer – Elmer 

Inspira Medical Center Mullica Hill – Mullica Hill 

Inspira Medical Center Vineland – Vineland 

Memorial Home Health and Hospice – 
Pennsville 

PACE-LIFE Connection at AtlantiCare – Cape 
May 

Salem Medical Center – Mannington 

Select Specialty Hospital of Atlantic City – 
Atlantic City 

Shore Medical Center – Somers Point 

The Comfort Zone – Manahawkin 
The Health Center at Galloway – Galloway 

United Methodist Communities at the Shores – 
Ocean City 

Weisman Medical Day Care Vineland – Vineland 

DISTRICT 3 – Andy Kim 

AristaCare at Manchester – Manchester 

AristaCare at Whiting – Whiting 

Aspen Hills Healthcare Center – Pemberton 

Brandywine Senior Living at Moorestown – 
Moorestown 

Buttonwood Behavioral Health Hospital – 
Pemberton 

Care One at Evesham – Marlton 

Care One at Moorestown – Moorestown 

Children's Specialized Hospital, Ocean – Toms 
River 

Community Medical Center – Toms River 

NJHA MEMBER INDEX 



Deborah Heart & Lung Center – Browns Mills 

Encompass Health Rehabilitation Hospital of 
Toms River – Toms River 

Hackensack Meridian Health at Home – Ocean 
County – Brick 

Hackensack Meridian Health Nursing & Rehab 
Brick – Brick 

Hackensack Meridian Health Nursing & Rehab – 
Manahawkin 

Hackensack Meridian Health Ocean University 
Medical Center – Brick  

Hackensack Meridian Health Southern Ocean 
Medical Center – Stafford  

Hampton Behavioral Health Center – 
Westampton  

Harmony Village at CareOne Stanwick Road – 
Moorestown 

Kessler Institute for Rehabilitation-Marlton 

LIFE St. Francis – Bordentown 

Moorestown Visiting Nurse Association – 
Moorestown 

RWJBarnabas Health Behavioral Health 
Center – Toms River 

RWJBarnabas Health Hospice – West Orange 

Select Specialty Hospital of Willingboro – 
Willingboro 

Shore Rehabilitation Institute – Brick  

Springpoint at Crestwood Manor – Whiting 

TCU at Community Medical Center – Toms 
River 

TCU at Hackensack Meridian Southern Ocean 
Medical Center – Manahawkin 

The Hospice of Moorestown VNA – Moorestown 

Virtua Home Care – Mt Laurel 

Virtua Home Care-Community Nursing 
Services – Mt Laurel 

Virtua Marlton – Marlton 

Virtua Memorial – Mt Holly 

Virtua Willingboro Hospital – Willingboro 

Weisman Children's Rehabilitation Hospital – 
Marlton 

DISTRICT 4 – Chris Smith 

Applewood Estates – Freehold 

Brandywine Senior Living at Wall – Wall 

Care One at Hamilton Assisted Living – 
Hamilton 

Care One at Wall – Wall 

CareOne at Holmdel – Holmdel 

CentraState Medical Center – Freehold 

Encompass Health Rehabilitation Hospital of 
Tinton Falls – Tinton Falls 

Hackensack Meridian Health at Home – 
Monmouth County – Wall 

Hackensack Meridian Health Bayshore Medical 
Center – Holmdel 

Hackensack Meridian Health Jersey Shore 
University Medical Center – Neptune City 

Hackensack Meridian Health Nursing & 
Rehab Bayshore – Holmdel 

Hackensack Meridian Health Nursing & Rehab 
in Ocean Grove – Ocean Grove 

Hackensack Meridian Health Nursing & Rehab 
in Shrewsbury – Shrewsbury 

Hackensack Meridian Health Riverview Medical 
Center – Red Bank 

Hackensack Meridian Health Riverview 
Rehabilitation Center – Red Bank 

Hackensack Meridian Health Subacute 
Rehabilitation in Wall – Wall 

Monmouth Crossing Assisted Living – Freehold 

Monmouth Medical Center Southern Campus – 
Lakewood 

RWJ University Hospital Hamilton – Hamilton 

Specialty Hospital of Central Jersey – Lakewood 

Spring Hills Post-Acute Hamilton – Hamilton 

The Atrium at Navesink Harbor – Red Bank 

The Manor Health and Rehabilitation Center – 
Freehold 
The Willows at Holmdel – Holmdel 

Wedgwood Gardens Care Center – Freehold 



DISTRICT 5 – Josh Gottheimer 

Alaris Health at The Chateau – Rochelle Park 

Ascend Home Health – Rochelle Park 

Atrium Post Acute Care of Park Ridge – Park 
Ridge 

Bergen New Bridge Medical Center – Paramus 

Care One at New Milford – New Milford 

Care One at Oradell – Oradell 

Care One at Ridgewood Avenue – Paramus 

Care One at Teaneck – Teaneck 

Care One at Valley – Westwood 

Care One at Wellington – Hackensack 

CareOne at HackensackUMC at Pascack 
Valley – Westwood 

Christian Health – Wyckoff 

Christian Health Adult Day Service of Wyckoff – 
Wyckoff 

Hackensack Meridian Health Hackensack Univ 
Medical Center – Hackensack 

Hackensack Meridian Health Pascack Valley 
Medical Center – Westwood 

Hackensack Meridian Health Prospect Heights 
Care Center – Hackensack 

Hackettstown Medical Center – Hackettstown 

Holy Name Medical Center – Teaneck 

Holy Name Home Care – Teaneck 

Jewish Home Assisted Living – River Vale 

Jewish Home at Rockleigh – Rockleigh 

Newton Medical Center – Newton 

Select Specialty Hospital-Northeast New 
Jersey – Rochelle Park 

The Buckingham at Norwood Care & 
Rehabilitation Center – Norwood 

The Chelsea at Brookfield – Belvidere 

The Longview Assisted Living at Christian 
Health Care – Wyckoff 

The Valley Hospital – Ridgewood 

United Methodist Communities at Bristol Glen – 
Newton 

Valley Home Care – Paramus 

Valley Hospice – Paramus 

Villa Marie Claire – Saddle River 

Visiting Nurse Association of Saint Clare's – 
Sussex 

DISTRICT 6 – Frank Pallone 

AristaCare at Cedar Oaks – South Plainfield 

Beacon of LIFE – Oceanport 

Care One at King James – Atlantic Highlands 

Care One at the Highlands – Edison 

CareOne at Saint Peter's University Hospital – 
New Brunswick 

Children's Specialized Hospital – New 
Brunswick 

Hackensack Meridian Health Hospice – 
Eatontown 

Hackensack Meridian Health JFK Hartwyck at 
Oak Tree – Edison 

Hackensack Meridian Health JFK at Home – 
Edison 

Hackensack Meridian Health JFK Johnson 
Rehabilitation Institute – Edison 

Hackensack Meridian Health JFK Medical 
Center – Edison 

Hackensack Meridian Health Whispering Knoll 
Assisted Living Facility – Edison 

Hackensack Meridian Raritan Bay Medical 
Center – Perth Amboy 

Haven Hospice at JFK Medical Center – Edison 

Monmouth Medical Center – Long Branch 

Parker at River Road – Piscataway 

Parker At Stonegate – Highland Park 

Robert Wood Johnson University Hospital – 
New Brunswick 

Rutgers University Behavioral Health Care – 
New Brunswick 

Saint Peter's University Hospital – New 
Brunswick 

Spring Hills of Matawan – Matawan 

Venetian Care & Rehabilitation Center – South 
Amboy 



DISTRICT 7 – Tom Malinowski 

Abingdon Care & Rehabilitation Center – Green 
Brook 

AristaCare at Norwood Terrace – Plainfield 

Ashbrook Care & Rehabilitation Center – Scotch 
Plains 

Children's Specialized Hospital, Mountainside – 
Mountainside 

Clark Nursing and Rehabilitation Center – Clark 

Compassionate Care Hospice at Saint Clare's 
Hospital – Dover 

Cornell Hall Care & Rehabilitation Center – 
Union 

Hackensack Meridian Health Carrier Clinic – 
Belle Mead 

Hunterdon Hospice – Flemington 

Hunterdon Medical Center – Flemington 

Hunterdon Medical Center Home Health 
Services – Flemington 

Kessler Institute for Rehabilitation Chester – 
Chester 

Kindred Hospital Morris – Dover 

Matheny Medical and Educational Center – 
Peapack 

Overlook Medical Center – Summit 

Regency Grande Post-Acute Care Center – 
Dover 

RWJ University Hospital Somerset – Somerville 

Saint Clare's Hospital Dover – Dover 

St. Luke's Warren Campus – Phillipsburg 

Stonebridge at Montgomery – Skillman 

Summit Oaks Hospital – Summit 

The Chelsea at Fanwood – Fanwood 

The Chelsea at Warren – Warren 

DISTRICT 8 – Albio Sires 

Alaris Health at Belgrove – Kearny 

Alaris Health at Castle Hill – Union City 

Alaris Health at Hamilton Park – Jersey City 

Alaris Health at HarborView – Jersey City 

Alaris Health at Kearny – Kearny 

Broadway House for Continuing Care – Newark 

Brother Bonaventure Extended Care Center 
Trinitas Hospital – Elizabeth 

CareOne at Trinitas Regional Medical Center – 
Elizabeth 

CarePoint Health Acute Inpatient Rehabilitation 
Center – Bayonne 

CarePoint Health Bayonne Medical Center – 
Bayonne 

CarePoint Health Christ Hospital – Jersey City 

CarePoint Health Hoboken University Medical 
Center – Hoboken 

Christian Health Adult Day Services of Wayne – 
Wayne 

Clara Maass Medical Center – Belleville 

Hackensack Meridian Health Nursing and 
Rehab – North Bergen 

Hackensack Meridian Health Palisades Medical 
Center – North Bergen 

Holland Christian Home – North Haledon 

Jersey City Medical Center – Jersey City 

Lutheran Senior LIFE – Jersey City 

Peace Care St. Joseph's – Jersey City 

St. Joseph's Wayne Medical Center Acute 
Rehabilitation Unit – Wayne 

TCU at Bayonne Medical Center – Bayonne 

TCU at Clara Maass Medical Center – Belleville 

TCU at Hoboken University Medical Center – 
Hoboken 

Trinitas Regional Medical Center – Elizabeth 

DISTRICT 9 – Bill Pascrell 

Alaris Health At The Fountains – North 
Campus – Secaucus 

Alaris Health at the Fountains – South 
Campus – Secaucus 

Care One at Cresskill – Cresskill 

Hudson County Meadowview Psychiatric 
Hospital – Secaucus 



Hudson Regional Hospital – Secaucus 
Kessler Institute for Rehabilitation Chester – 
Saddle Brook 
Kindred Hospital East New Jersey – Passaic 

Visiting Nurse Association of Englewood – 
Englewood 

DISTRICT 10 – Donald Payne 

Alaris Health at St. Mary's – Orange 

Alaris Health at West Orange – West Orange 

AristaCare at Delaire – Linden 

Care Connection at Rahway – Rahway 

CareWell Health Medical Center – East Orange 

Hackensack Meridian Health Mountainside 
Medical Center – Montclair 

Kindred Hospital – Rahway 

Newark Beth Israel Medical Center – Newark 

Peace Care Saint Ann's – Jersey City 

Robert Wood Johnson Visiting Nurses – North 
Brunswick 

RWJ University Hospital Rahway – Rahway 

Saint Michael's Medical Center – Newark 

University Hospital – Newark 

DISTRICT 11 – Mikie Sherrill 

Alaris Health at Cedar Grove – Cedar Grove 

Atlantic Home Care & Hospice – Morristown 

Atlantic Rehabilitation Institute – Madison 

Atrium Post Acute Care of Wayneview – Wayne 

Care One at Livingston – Livingston 

Care One at Madison Avenue – Morristown 

Care One at Morris – Parsippany 

Care One at Wayne – Wayne 

CareOne at Hanover Township – Whippany 

CareOne at Parsippany Assisted Living – 
Parsippany 

Chatham Hills Subacute Care Center – 
Chatham 

Chilton Medical Center – Pompton Plains 

Cooperman Barnabas Medical Center – 
Livingston 

Green Hill – West Orange 

Greystone Park Psychiatric Hospital – Morris 
Plains 

Hackensack Meridian Health West Caldwell 
Care Center 

Health Center at Bloomingdale 

Kessler Inst. for Rehabilitation West Orange 

Llanfair House Care & Rehabilitation Center – 
Wayne 

Morristown Medical Center – Morristown 

Saint Clare's Behavioral Health – Boonton 

Saint Clare's Hospital Denville – Denville 

Spring Hills Post-Acute Wayne – Wayne 

St. Joseph's Healthcare & Rehab Center – 
Cedar Grove 

St. Joseph's Wayne Hospital – Wayne 

The Chelsea at Bridgewater – Bridgewater 

The Oaks at Denville – Denville 

VHS Hospice Services of New Jersey – Totowa 

DISTRICT 12 – Bonnie Watson Coleman 

Atrium Senior Living of Princeton – Princeton 

Capital Health Medical Center Hopewell – 
Pennington 

Capital Health Regional Medical Center – 
Trenton 

Care One at East Brunswick – East Brunswick 

CareOne at Somerset Valley – Bound Brook 

Hackensack Meridian Health JFK Hartwyck at 
Cedar Brook – Plainfield 

Hackensack Meridian Old Bridge Medical 
Center – Old Bridge 

Merwick Care and Rehabilitation Center – 
Plainsboro 

Monroe Village – Monroe 

Parker at Somerset – Somerset 

Penn Medicine Princeton HomeCare & Hospice 
– West Windsor



Penn Medicine Princeton Medical Center – 
Plainsboro 

Penn Medicine Princeton Medical Center Acute 
Rehabilitation – Princeton 

Regency Jewish Heritage Nursing and Post-
Acute Rehabilitation– Somerset 
Riverside Nursing and Rehabilitation Center – 
Trenton 

Robert Wood Johnson Visiting Nurses – North 
Brunswick 

Saint Peter's Adult Medical Day Care Center – 
Monroe 

Spring Hills Princeton – Princeton – Princeton 

St. Francis Assisted Living Program – 

St. Francis Medical Center – Trenton 
St. Joseph's Skilled Nursing at Morris – 
Lawrence 

St. Lawrence Rehabilitation Center – Lawrence 

St. Mary's Assisted Living at Morris Hall – 
Lawrenceville 

The Chelsea at East Brunswick – East 
Brunswick 

The Chelsea at Manalapan – Manalapan 

The Chelsea at Tinton Falls – Tinton Falls 

Trenton Psychiatric Hospital – Trenton 
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