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The First Annual New Jersey Children’s Ball
A Distinctive Night for the Children’s Champions
On a picturesque April evening a host of pediatric and family physicians, dentists,
medical directors, hospital executives, and legislators gathered at the lavish TPC Jasna
Polana in Princeton, New Jersey to celebrate this year‟s selection for the most dedicated children‟s advocates at the inaugural New Jersey‟s Children‟s Ball.
Arriving guests were greeted into a grand marble and crystal-adorned foyer by the
dulcimer tones of a chamber orchestra, which wafted through the space. The evening‟s
lavish venue had been graciously donated by TPC Jasna Polana. After being welcomed
by representatives of AAP/NJ, PCORE and NJCTH/NJCCH, guests were encouraged to
scan and deliberate over the more than 60 silent auction items available for bid, while
at the same time enjoy a wide array of cocktail hour hors d'oeuvres and libations.
Throughout, everyone remained entertained by the West Windsor-Plainsboro High
School North Nonet and Silver Lining. As the cocktail hour wound down, guests were
ushered into a spacious glass-enclosed dining room for the evening‟s main festivities.
Physician Champion Honoree - Bipin Patel,

While appetizers were served and enjoyed, guests were officially welcomed to the
MD, FAAP & AAP/NJ Vice President Meg
Children‟s Ball by AAP/NJ Executive Director, Fran Gallagher, MEd and NJCTH/NJCCH
Fisher, MD, FAAP
Executive Director Deborah Briggs, BSN, MBA. Both speakers expressed their heartfelt
gratitude for the enthusiastic – and generous – support of all the attendees, and especially all sponsors and donors who contributed. The speakers‟ remarks also accentuated the invaluable service provided to the State‟s children by the New Jersey children‟s
hospitals.
Following the opening remarks, the celebration turned its spotlight on two highly respected advocate champions, Senator, Jennifer Beck and Congressman Frank Pallone, Jr., to highlight their proactive commitment to raising public awareness, voice, and
sorely needed funding to enhance the numbers of pediatric subspecialists in New Jersey. Both advocate champions were presented
the Legislative Awards by Dr. J. Richard Goldstein, President & CEO, New Jersey Council of Teaching Hospitals.
Cont. on page 6
PCORE CORNER
Steve Kairys, MD, FAAP Medical Director/Chair PCORE Board of Trustees & Fran Gallagher,
MEd, Executive Director, AAP NJ & NJPCORE
Shaping Child Health in New Jersey for the 21st century
“PCORE has been instrumental in helping me to improve the quality of children’s health care in my practice! Not only
did they provide information at meetings helpful in improving our
“medical homeness” but have been a constant accessible, supportive
resource as we have implemented strategies in our practice”. Janet
Schairer, MD (PCORE Monmouth Medical Home & Immunization Data Programs – Kent Plaza Pediatrics)
Celebrating the 200 + Mark!
Over two hundred (200) pediatric practices have been engaged in PCORE initiatives to strengthen their medical homes, and to improve the quality of children‟s
healthcare provided! This is a significant milestone for PCORE and for the practice teams who strive continuously to improve the quality of the care they provide. Quality improvements have been achieved by working as a team implementing small change/ test cycles with a goal to incorporate improvements into

Cont. on page 4
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When Fran Gallagher and I sat down to make a list of our top ten achievements, the list quickly ran past the number of fingers on two hands. With
all this “action” taking place, I hope every one of our members can feel
comfortable that you have a professional home in AAP/NJ and that the array
of benefits, support and advocacy done on your behalf is providing excellent
value for your membership dollars.
One of my great pleasures of my first year as your AAP/NJ President was to receive the accolades bestowed on our organization during the 75th anniversary of the Maternal and Child
Health Program in October 2010. Everyone treated me that day as if I had personally done all
the work that had earned AAP/NJ that honor for its many years of commitment, dedication
and efforts.
An important milestone for our Chapter is completion of the merger process between AAP/
NJ and PCORE into a single corporate entity. With acceptance of the revised by-laws
(currently waiting your final approval), we will have passed a critical hurdle on that journey.
We will then be able to file to become a unified body.
With new leadership in the Government Affairs Committee provided jointly by Pierre Coant,
MD and Jeanne Craft, MD, the Chapter undertook a thorough review of our approach to advocacy at the state level. With our increased visibility and involvement with many state governmental agencies and a different view of how to position ourselves in Trenton, the GA committee decided to seek a new direction. Public Strategies Impact (PSI) is our new advocacy partner; Joseph Simonetta and Tracie DeSarno have already demonstrated their value and talents
in guiding AAP/NJ to a pro-active agenda focusing on eight key areas of interest to the Chapter. An evening session was skillfully conducted by Joe Simonetta in early May during which
the planning group identified these key areas; the end result should be an AAP/NJ booklet
outlining our legislative agenda that we will provide to legislators and their staff .
As I mentioned in the beginning of my message in the spring 2011 issue, our partnership
with NJ-HITECH to assist eligible AAP/NJ members in moving toward successful adoption, implementation and use of electronic health records with the ultimate goal of becoming
“meaningful users” of those healthcare technologies was another significant event of this past
year. The response has been encouraging. Although the thought of converting to an electronic health record system may seem overwhelming, time-consuming and costly, this paradigm shift is on its way. Now is the time to look carefully at the various ways of “taking the
leap” so you won‟t be left behind a few years from now.
The other looming “800 pound gorilla” for pediatricians is the Maintenance of Certification
(MOC). PCORE has been out front on this issue and our first accredited MOC program is in progress! The Chapter and PCORE are committed to assisting our members in making the MOC
process as valuable, straightforward and cost-effective as possible.
Although the Commissioner of Health and Senior Services (HSS), Dr. Poonam Alaigh, resigned her position this spring, the quarterly meetings between AAP/NJ and the HSS senior
staff are continuing under the leadership of the acting commissioner, Mary E. O‟Dowd, MPH.
This quarterly interchange is mutually beneficial and strengthens the symbiotic relationship
between our Chapter and the state agency responsible for providing key services to our constituency of children. For the first time, Chapter leadership was able to meet with staff from
the Department of Banking and Insurance (DOBI), the state agency that regulates the health
care insurance industry.
The Immunization Congress developed into NJ Immunization Network (NJIN); this entity
decided to house itself administratively under the AAP/NJ umbrella. NJIN has “hit the ground
running” and just received a recognition award for its outreach efforts. Fortunately, the news
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President’s Message cont.
cycle in recent months regarding the benefits of immunizations has been steadily gaining traction over those who are fearful of or
oppose immunizations. The outbreaks of measles and pertussis have reminded us that these pathogens are still with us and only “a
plane ride away.”
The initiatives in oral health, mental health and obesity prevention continue to progress with strong leadership and new coalition partners. The energy and momentum behind the push for better coordination of pediatric mental health services, under the
advocacy and leadership of Gary Rosenberg, MD and Steve Kairys, MD, is awe-inspiring. Virtually every day, I am receiving an email on this project and am delighted to see strengthening coalitions come together (I just received another e-mail as I was composing this sentence!). AAP/NJ and PCORE reached out and applied for a seed grant from national AAP to partner with communities agencies, resulting in a successful effort with the Englewood Foundation Obesity Prevention Program.
Another triumph this past year has been the Baby Friendly Hospital Initiative. Lori Feldman-Winter, MD has been the Chapter
physician champion behind this effort. This marks the first time that AAP NJ & PCORE have awarded grants to others. In this case,
ten $10,000 grants were awarded to New Jersey hospitals to focus on promoting exclusive breastfeeding for newborn babies.
Everyone at AAP/NJ, PCORE and Council on Children‟s Hospitals (CCH) is basking in the glow of the success of our first annual
New Jersey Children‟s Ball on April 30th at Jasna Polana in Princeton. Our past president, Bipin Patel, MD was honored as our physician champion; at the time I am writing this, he is again in Guatemala on a mission to help the children there. Congressman
Frank Pallone and State Senator Jennifer Beck were also honored for their support of healthcare rights for children.
In addition to our Purchase Alliance which has helped an ever-increasing number of our members obtain a significant price reduction on their malpractice insurance, member benefits for banking with TD bank are being added to the disability insurance,
medical office supplies, long term care insurance, energy supply for your office and your home, CHADIS and office management
services such as billing.
The pamphlet on sudden cardiac death is available for you to download from the AAP/NJ website and distribute to patients coming to your office for pre-participation physical examinations. The New Jersey Student Athlete Cardiac Screening Task Force will
complete its work and issue a report to the legislature by the middle of June. The New Jersey Department of Education issued
both its guidelines for school boards to develop a model policy on concussions and a fact sheet on concussion that every family and
athlete will have to read and acknowledge having read it. My workshop on concussion at the AAP/NJ annual meeting in June will
mark the 14th lecture or workshop on concussion I have given since last September. I am eager to continue to “spread the word”
and bring every pediatrician in our state up-to-date with diagnosis and management information. You can refer back to the fall
2010 issue of The NJ Pediatrician for my article or invite me to lecture at your hospital grand rounds, local youth sports league,
PTA, or other conclave of interested individuals.
My goals for the second year of my Presidency are to expand our membership base, engage more young pediatricians in Chapter
activities and continue to increase our presence and influence on matters affecting children in the state of New Jersey.

3

Paid Advertorial

AAP NJ & PCORE Working Together
practice protocols – not over night but over time. PCORE commits to providing resources, technical assistance, and
support to assist practice teams. Each practice identifies members of a quality improvement team, including a parent partner. The PCORE QI team offers pediatric expertise from a pediatrician who serves as the MD Champion and
pediatric educators, PCORE personnel, and resource representatives from the practice‟s community. The two teams
work together to help ensure improvements that last beyond the grant funding. PCORE brings together quality improvement teams and community resources through learning sessions, consultations, CME opportunities, site visits
and more… typically grant supported and free to practices.
Practices often choose to participate in several PCORE initiatives after they assess the improvements they would like to plan and
implement. For example, a practice may sign on for PCORE Child Abuse & Neglect Prevention and find that their practice would
also like to identify children with autism earlier and increase their knowledge of resources and supports available for children with
autism and their families – they then signed on for the PCORE Early ID of Autism. One practice shared the below comment:
“Information provided on Early Identification of Autism was very valuable
and shocking to us (referring to all staff). It has brought to light a situation
that currently exists in New Jersey. We learned about the signs and symptoms of autism and the importance to refer children early... was an eye
opener"… PCORE has trained us on the M-CHAT tool. We now have the ability
to use this tool, we feel more confident about screening and referral for diagnosis. We also value the community resources that Juliana [PCORE Program
Co-Director] has provided us to share with our patients. Thank
you" (Navesink Pediatrics)

EPIC in NJ… It all began in Trenton!
NJ Educating Practices In their Communities (EPIC) Programs have been piloted with 11 Practices in Trenton over
several years prior to traveling to the South (Vineland, Cumberland), Central NJ (Mercer, New Brunswick); and the
North (Sparta). Work in Trenton has been support provided by Children‟s Future, Inc. through grants from RWJF
and Horizon, and the NJ Department of Health & Senior Services. Practices participating in EPIC Asthma, Post Partum Depression Screening, Medical Home, Obesity Prevention, Child Abuse & Neglect Prevention and Intervention
and MORE!
As PCORE continues to grow and to expand to new practices we stay in touch and serve as a resource for the 200+ who have
been or are currently engaged in quality improvement initiatives. AAP NJ Chapter Members are among the first to know about
opportunities. Check the Thursday AAP NJ Chapter ENews, the NJ Pediatrician Newsletter, check our websites or just call the office for opportunities for your practice to participate in one of our Quality Improvement Programs! We are here for you!
PCORE’s first MOC Part 4 Program: Strengthening Pediatric Partners: A Child Abuse and Neglect Prevention Project
“ We learned how…
best to break down changes into „baby steps‟ and not attack it full force.”
to plan and implement ideas in small steps.”
offices, physicians, and parents can make a difference.”
“PCAN training really did strengthen my history taking skills, so as to help
improve my practice's goals in identifying maternal depression and developmental problems in children. I also left the training with very valuable information on the available resources out there in our communities for
moms and kids.” Bindoo Rughani-Shah, MD, FAAP - MD4Kidz Pediatric Group
(PCORE Strengthening Pediatric Partners, A Child Abuse & Neglect Prevention Project)
“We learned that early diagnosis of family stressors can help decrease
child abuse.”

(Now recruiting for Fall Learning Collaborative)

4

5

Paid Advertorial

The First Annual New Jersey Children’s Ball Cont.
After Dr. Goldstein‟s comments, Dr. Meg Fisher warmly detailed the indefatigable and life-long efforts of the evening‟s “Champion
of the Hour”, Dr. Bipin Patel, to improve the health of children throughout New Jersey. After being presented with the very first
AAP/NJ PCORE Physician Champion Award, Dr. Patel‟s gracious remarks of thanks conveyed not only his continued passion for his
enduring mission, but also a deep appreciation for his personal association with the many professionals in the audience who came
to celebrate his copious accomplishments.
Closing the award portion of the evening was Dr. Steven Kairys, who presented Sara Little, MD & Nicole Hraniotis, MD with the
NJCCH Resident/Fellow Awards.
The entertainment portion of the evening culminated with the vocal elegance of Broadway headliner, Ms. Susan Owen, who is
most recognized for her leading role as Christine in Phantom of the Opera. Ms. Owen‟s performance mesmerized the audience and
was greeted with great acclaim and appreciation.
Proceeds from the event will be employed to implement programs that attract much needed pediatric subspecialists to the State
and to support quality improvement initiatives for community-based pediatric health care teams to strengthen medical home for
all of the children of New Jersey. The evening‟s success, as unanimously noted by the attendees, most assuredly guarantees that
there will be a second annual Children‟s Ball.

Left - The Cast & Crew from AAP/NJ & PCORE and New Jersey Council of Teaching and Children’s Hospitals
Center - Silver Lining, from West Windsor-Plainsboro High School North
Right - Senator Jennifer Beck & J. Richard Goldstein, Pres. & CEO of NJCTH

Left - J. Richard Goldstein, Pres. & CEO of NJCTH & Congressman Frank Pallone, Jr.
Center - Stephen Kairys, MD, MPH, FAAP, Medical Director, NJPCORE & Meg Fisher, MD, FAAP, AAP/NJ Vice President.
Right - West Windsor-Plainsboro High School North Nonet
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New Jersey Immunization Network Presents Inaugural Webinar
On April 26, 2011, the New Jersey Immunization Network (NJIN)
staged its inaugural webinar entitled, “Cocooning Against Pertussis: Cocoons
Are Not Only For Butterflies.” The successful launch of the Network‟s educational outreach initiative was presented by nationally respected infectious
disease authority and NJIN member, Peter Wenger, M.D.
Cocooning Against Pertussis was viewed at over 70 different sites
across the State, with multiple participants at nearly every location. The 60minute webinar was presented in part to highlight National Infant Immunization Week and was unexpectedly credited with earning NJIN a Certificate of
Recognition from the New Jersey Department of Health and Senior Services
for contributing to the promotion of this annual national event.
The webcast commenced with NJIN Program Director, Patricia Van Abs, welcoming everyone and thanking them for tuning in.
She then proceeded to introduce Dr. Wenger as the afternoon‟s featured speaker and outlined his impressive list of professional
accomplishments. And while the subject matter to be covered was both detailed and serious, Dr. Wenger opened the lecture in his
self-effacing manner, thanking NJIN for the opportunity to present and welcoming everyone by announcing “it’s a lovely, lovely
Tuesday that looks as if Spring has finally sprung………and it’s about time.”
The Responsible Agent
Dr. Wenger began the webcast with a brief discussion of Bordetella pertussis, the agent responsible for the disease syndrome,
pertussis, aka Whooping Cough. He identified it as the sole cause of epidemic pertussis, and the usual cause of sporadic pertussis in
the US.
Dr. Wenger went on to emphasize that pertussis is a vaccine preventable disease.
He briefly discussed ” Bordetella parapertussis, a close “cousin” of B. pertussis, describing it as an occasional cause of a pertussis-like syndrome, which accounts for approximately 5% of pertussis in the US and often results in a less protracted illness. Dr.
Wenger also noted that the existing pertussis vaccine offers no protection from B. parapertussis.
Stages
The lecture then turned to a thorough description of the classic presentation of Whooping Cough. Dr. Wenger outlined the
three stages of the disease beginning with the Catarrhal stage, the first 1-2 weeks of the illness, which he described as saying, “for
all extensive purposes, it looks like a cold; runny nose, and you just don‟t feel right, and it is within this period that the cough begins.” He also emphasized that at this stage the disease is highly infectious; a point when the disease is most easily spread, and
when antimicrobial therapy can actually effect disease course.”
Dr. Wenger continued with an overview explanation of stage two, the Paroxysmal Stage, which covers the next 2-6 weeks of
disease progression. The emergence of the signature cough and subsequent whoop, an abrupt, intense intake of air from which the
disease gets its name, best defines this stage and is often accompanied by post-tussive emesis, vomiting after severe and prolonged coughing, and cyanosis.
The final stage was described as a period of convalescence marked by decreasing frequency and severity of the cough and lasting from weeks to months. Dr. Wenger also noted that fever is often minimal or even absent throughout the entire course of the
illness. He then played a brief but powerful video depicting an infant‟s struggle with classic whooping cough symptoms.
Disease Presentation
The lecture turned to a discussion on the distinguishing traits of disease presentation, which are often influenced by a number
of factors, including age and immune status. Dr. Wenger explained that infants often lack the musculature to demonstrate the
signature cough and whoop, instead presenting with apnea with no or minimal cough activity during the Paroxysmal stage. He
stated that infected infants can present with the classic whoop later in the disease‟s progression as they begin to develop the necessary muscle tone – even up to a year after disease onset. “In contrast, adolescents and adults may present with little more than
a prolonged, chronic cough, maybe even missing the whoop” said Wenger. “They often think they have a simple cough, when in
fact, pertussis is responsible for up to 17% of these prolonged coughs, and it often goes overlooked.” Dr. Wenger reported that
immune status, even in those immunized years earlier, can alter the classic presentation of the disease.
Complications
Following the classic presentation dialogue, the webcast turned to addressing the various major and minor
Cont. on page 9
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New Jersey Immunization Network Presents Inaugural Webinar cont.
complications of pertussis and the populations at greatest risk to these potentially dangerous developments. Those populations include infants <2 months of age, premature
young infants, and children with underlying cardiac, pulmonary, neurologic, and muscular
disorders. This portion of the presentation was accompanied by graphic photographs. One
sobering fact discussed by Dr. Wenger reported that of the estimated incidence of central
nervous system complications resulting from pertussis, 1/3 of the cases die, 1/3 survive
the disease with brain damage and only 1/3 survive without sequelae.
Epidemiology
Dr. Wenger noted that infection with B. pertussis is unique to humans, has an attack
rate of 80-100% in close household contacts, and is endemic in most populations - especially in underimmunized communities. He warned that vaccine-induced protection versus pertussis is incomplete until such time that the three-dose primary series has been
completed, ideally within the infants first year of life. Dr. Wenger stressed the importance adhering to the recommended vaccine schedule, noting, “…children are susceptible
at a time that they are most vulnerable.” Dr. Wenger also touched on the topic of waning
immunity and the critical role booster doses serve in reducing future susceptibility.
Incidence
Mary Jo Garofoli, NJIN Program Manager (standing)
On the positive side of the prevention equation, Dr. Wenger compared the death
Patty Van Abs, NJIN Program Director, Peter
Wenger, MD
rates from pertussis between pre- and post-vaccine eras showing mortality rates had improved from being the leading cause of mortality from infectious diseases among US children 14 years and younger – 9,000 reported deaths in 1923, falling to a nadir of 7 deaths in 1976. However, he warned that since
1981 there has been a gradual increase in the incidence rate of this disease, noting that pertussis is the only vaccine-preventable
disease that has increased as demonstrated by numerous reported outbreaks – and deaths - occurring across the country. Dr.
Wenger cited California‟s current outbreak with 9,400 reported cases in 2010, the most reported by California in 65 years. He also
stated that reported cases represent the “tip of the reporting iceberg” quoting estimates that suggest only 12% of all cases are
reported nationwide each year.
Contributing Factors
Improvements in diagnostic methods, such as polyermase chain reaction (PCR) technology, and surveillance, likely account for
some part of the reported increased incidence in pertussis, however, waning vaccine-induced immunity, some possible loss of vaccine efficacy due to antigenic shift of B. pertussis, and use of the reportedly less effective acellular pertussis vaccine with respect
to the whole cell vaccine contribute to the observed increase. Contrary to what one may expect decreased overall transmission
may also contribute to increased incidence according to Dr. Wenger. “As transmission was decreased, fewer and fewer people
were exposed to B.pertussis and therefore were not naturally boosted against the disease.” Additional factors supporting the increase in incidence included: unvaccinated or partially vaccinated infants and susceptible adults and adolescents. To emphasize
the risk susceptible adolescents and adults pose to infants, Dr. Wenger reviewed a 2004 case study of a fatality in a young infant
from West Virginia that documented the transmission of the disease back to multiple adult family members. He also presented a
2004 Bisgard KM et al study demonstrating that 75% of the source of infection in infants was attributable to adolescents or adults.
Dr. Wenger continued by reviewing the most current ACIP recommendations for adolescents, adults, and pregnant women who had
not previously received Tdap.
The webinar wound down with a comprehensive review of cocooning as a prevention strategy, touching on the need to educate and immunize all those with potential close contact for infants and others at the greatest risk of severe complications due to
pertussis. In order to develop a more complete herd immunity to better protect our most vulnerable populations. Dr. Wenger described pediatricians as “the immunization experts,” adding, “They (pediatricians) have the most experience with immunization,
they are tremendous advocates for immunization and they are well placed to be the immunization expert.”
In closing, Dr. Wenger discussed Tdap availability in New Jersey and avenues for accessing the vaccine through the ARRA and
G.I.F.T. programs and listed websites for those interested in more information on or about those programs. He concluded by wishing everyone a “Happy National Infant Immunization Week” and answering a few questions. As indicated by a post-webinar survey,
participants were extremely satisfied with Dr. Wenger‟s presentation. So much so, that he was invited to present a second NJIN
webinar on June 2, 2011.The topic covered was The Resurgence of Affliction: Measles, The Current Situation.
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New Jersey Immunization Information System - FAQ
Celeste Andriot Wood, Outreach & Edcuation Coordinator, Immunization Project, CNJMCHC
What is the New Jersey Immunization Information System (NJIIS)?
A free, confidential, population-based online system that collects and consolidates vaccination data for New Jersey's children and
adults.
What is the purpose of NJIIS?
NJIIS provides current recommended immunization schedules for infants, adolescents and adults. It consolidates immunization
information from all providers into one record to provide an accurate immunization assessment and eliminates the use of manual
vaccine administration logs. NJIIS assists state and federal agencies with population assessments in the event of a preventable
disease outbreak and helps communities assess their immunization coverage and identify pockets-of-need.
How will NJIIS benefit my medical practice?
It will:
Access a child‟s complete and accurate immunization history;
Produce a child‟s official immunization record;
Consolidate immunization information from all health care providers;
Reduce over vaccination of new patients;
Generate reminder/recall notices;
Manage and maintain vaccine inventory;
Check results of preventive health screenings;
Produce the Universal Child Health Record;
Reduce paperwork and help in responding to record requests;
Ensure proper reimbursement by tracking administered vaccines;
Run reports and tracking HEDIS measures; and
Qualify as a meaningful use measure for EHR Medicare and Medicaid Incentive Program.
There is one more very important reason to enroll in NJIIS. If you are a health care practitioner that immunizes children less than
7 years of age, you are required by state law and regulation to enroll as an authorized user of NJIIS and begin online reporting of
vaccinations by December 31, 2011. Mandatory participation is stipulated in New Jersey Administrative Code, N.J.A.C. 8:57-3-16.
The New Jersey Department of Health and Senior Services will not be extending the enrollment deadline.
So, should I only enroll if I vaccinate children less than 7 years of age?
The NJIIS is not just for kids. The NJIIS can be used for entering all vaccine doses administered regardless of the patient's age.
Clinicians who administer vaccines to adolescents and adults are strongly encouraged to become NJIIS users. By using NJIIS for all
your patients you can have a single source for all immunizations administered
How does NJIIS work?
NJIIS is a web enabled application accessible through the Internet. Participating health care practitioners can input and retrieve
immunization information 24 hours a day, 7 days a week. NJIIS also offers electronic interface option with electronic health records (EHRs).
What equipment and software do I need to participate in NJIIS?
To access the NJIIS you will need a computer that has 300 MHZ processor running Windows 9864 MB RAM 56K, a printer and an
internet connection running Internet Explorer 6.0, Firefox 2.0, and/or Safari 4.0.
What does it cost to participate in NJIIS?
Participation is free, there are no software costs or user fees. Training for you and your staff is free and accessible statewide. An
initial investment of indirect costs may be incurred for data entry, and EHR interface modifications. However, costs may be recovered through more efficient recording of immunization and preventive health screening information in the medical record.
How do I get started?
Visit the NJIIS web site: www.njiis.nj.gov and click on Forms and Documents complete the "Enrollment Request for New NJIIS Site"
form and fax or mail to:
New Jersey Department of Health and Senior Services - Vaccine Preventable Disease Program
PO Box 369 - Trenton, NJ 08625-0369 - Fax # - (609) 826-4866
What if I do not enroll by December 31, 2011?
If you administer vaccines to children less than 7 years of age, failure to register as a NJIIS site and authorized
10
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New Jersey Immunization Information System - FAQ
user and commence online reporting of vaccinations by December 31, 2011 or if a healthcare practitioner knowingly enters false
information into the NJIIS will be subject to suspension or revocation of access to the NJIIS. Additionally, the Department of
Health and Senior Services may issue a written notification and warning to a health care provider and notification of the violation
will also be sent to the State Board of Medical Examiners or State Board of Nursing as appropriate; and/or to the appropriate hospital medical director or administrator.
Am I liable for the information I submit to the NJIIS?
No, as set forth in New Jersey Administrative Code, (N.J.A.C. 8:57-3.21) "Any authorized user submitting, providing, or otherwise
transmitting vaccine or preventive health screening information to the NJIIS in good faith to further the purposes of promoting
public health, providing patient care, or fostering regulatory compliance, in accordance with the provisions of N.J.S.A. 26:4-131 et
seq. ... , shall not be held liable for divulging confidential registrant information.” Additionally, "Any authorized user reporting,
retrieving, or disclosing information relating to the NJIIS pursuant to N.J.S.A. 26:4-131 et seq. ... shall be immune from liability
for any error or inaccuracy contained in the NJIIS information and any consequences thereof as set forth at N.J.S.A. 26:4-135(b)."
What about the HIPAA privacy rule, is NJIIS HIPAA compliant?
Yes, NJIIS is recognized as a public health entity and is consistent with the privacy and confidentiality principles set forth in the
Health Insurance Portability and Accountability Act (HIPAA).
Will the EHR that I use be compatible with NJIIS?
Many practices are already using EHRs that interface with the NJIIS to report immunization data. The NJIIS Interface System has
been defined to provide a standard mechanism for the batch transfer of information between NJIIS and heterogeneous systems.
The batch files can be submitted electronically via NJIIS website or via SFTP server. Each facility using interface may submit their
files on a different schedule.
You will be able to perform the following NJIIS transactions through the submission of electronic files:
Add a new patient to NJIIS.
Add and delete immunization for a patient.
What do I do to establish electronic interface with NJIIS?
To establish an electronic interface with NJIIS you will need to visit NJIIS home page http://njiis.nj.gov/njiis/. Click on “NJIIS
Forms and Documents” and link on the left navigation bar http://njiis.nj.gov/njiis/html/forms.html. Download the “Interface
Specifications” document and study it with your EHR vendor.
You will then need to complete the “NJIIS Interface Enrollment Form” and fax it to NJIIS at Fax # (609) 341-5098.
You will be required to select the interface file format and file transfer protocol.
The available interface file formats are:
NJIIS XML Schema V. 1.0
Delimited Immunization Upload
HL7 v 2.3.1. Message type VXU^V04 (Unsolicited vaccination record
update).
HEDIS XML
HEDIS CSV
HEDIS CSV with Provider Info
The available file transfer protocols are: SFTP & HTTPS
Does use of the NJIIS qualify as meaningful use for Medicare and Medicaid EHR Incentive Programs?
Yes, Immunization Registries Data Submission is an eligible professional meaningful use measure. The objective is to have the capability to submit electronic data to immunization registries or immunization information system and actual submission according
to applicable law and practice.
Who do I contact for additional information?
For more information visit NJIIS online at www.njiis.nj.gov and click NJIIS Training Opportunities and contact the Maternal and
Child Health Consortium Regional Trainer in your county or call the Vaccine Preventable Disease Program at (609) 826-4860.
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NJ-VFC Immunization Administration CPT Code Update
Courtesy of the State of New Jersey, Department of Human Services

The NJ-VFC program offers practitioners the opportunity to receive free vaccines for certain Medicaid/NJ FamilyCare-eligible children less than 19 years of age. In June of 1999, the Division of Medical Assistance and Health Services (DMAHS) terminated Medicaid/NJ FamilyCare fee-for-service (FFS) coverage and reimbursement for vaccines available from the NJ-VFC program. Vaccines
for individuals age 19 and over continue to be covered by the Medicaid/NJ FamilyCare programs.
DMAHS provides an enhanced children's rate for administration of injectable immunizations and intranasal or oral immunizations
that are ordered from the NJ-VFC program and administered to children eligible for Medicaid/NJ FamilyCare. (www.njmmis.com/
hospitalinfo.aspx)
The American Medical Association in the new 2011 CPT Guide has determined that CPT codes 90465, 90466, 90467, sand 90468 will
be deleted from the CPT nomenclature and replaced with two new codes:
90460 - Immunization administration through 18 years of age via any route of administration, with counseling by physician or other qualified health care professional; first vaccine/toxoid component.
+90461 - each additional vaccine/toxoid component (list separately in addition to the code for primary procedure).
The CPT codes for vaccine administration 90465, 90466, 90467, and 90468 will be terminated as of July 1, 2011. At this time the
Division will not activate CPT codes 90460 and 90461.
The CPT Codes 90471, +90473, and +90474 are to be utilized for NJ-VFC covered immunization administrations.
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Moving Toward a Better Model of Behavioral Health in Pediatrics
Christopher Lynch, Ph.D., Pediatric Behavioral Health Coordinator
& Walter D. Rosenfeld, M.D., Chair of Pediatrics
Pediatricians understand better than almost any group of professionals the relevance of behavioral and psychological issues as they
pertain to the health and overall well-being of children. The challenges to making behavioral health services widely available are
multi-factorial with game changing solutions to resource and cost constraints (to name only two) not on the near horizon. All too
often, pediatricians‟ options for addressing the psychosocial needs of patients and families is limited to referral to an “outside”
behavioral health provider. This default strategy does nothing to facilitate robust communication and collaboration of care.

Default Strategy used to address behavioral health problems by pediatricians
Accumulating evidence indicates that closing the gap between medical and behavioral health services through collaborative efforts provides benefits above and beyond that which can be achieved through the default „refer out‟ model. A number of such
benefits include greater access, improved patient satisfaction, improved provider satisfaction, more appropriate use of health services, and improved clinical outcomes.
Levels of Collaborative Care
Existing approaches, some quite effective, utilize any one of a number of systems to bridge the gaps between medical and behavioral health care including collaborative, coordinated, collocated, and integrated care. Better understanding and defining these
approaches is likely to help in identifying which systems should be developed to address a particular problem.
Collaborative Care is the most generally defined of the concepts and refers to efforts to form linkages between medical and behavioral health care. This may include, for example, educational experiences for the medical community on topics related to
mental health.
Coordinated Care can be thought of as an enhanced system of referral. For example, a physician may refer to a mental health
provider with which he or she is familiar and be able to provide pertinent background information and receive feedback on progress. This may or may not occur within the same physical location.
Collocated Care refers to behavioral health services that occur within the same
physical location where medical care for the patient is provided. Resources such as
waiting rooms, administrative support, and office space may be shared in such an
arrangement. These arrangements naturally foster opportunities to develop coordinated care type of relationships as described above. Furthermore, collocation may
serve to de-stigmatize the mental health component of care and strengthen concepts of mind-body linkages.
Integrated Care in the strictest sense of the term refers to a system whereby both
medical and behavioral components of a patient‟s needs are addressed through the
same treatment plan. In this model, the behavioral health provider is viewed as an
integral part of the treatment team.
Challenges of Collaborating and Integrating Care

More advanced models of care linking behavioral health and medical approaches to
diagnosis and treatment.

Although enthusiasm for collaborative care models is high, several factors impede
the survival of these models beyond the demonstration or „pilot project‟ phase.
Such challenges include a lack of financial incentives, resistance on the part of both
behavioral and medical practitioners to adapt to new roles and styles of practice,
paucity of resources, and wide variability in terms of how collaboraCont. on page 14
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tive efforts are defined and operationalized.
The Experience at Goryeb Children’s Hospital
At Goryeb Children‟s Hospital, Atlantic Health System, like other programs, there never seems to be an adequate number of professional behavioral health staff available, but we are beginning to tackle the cost-efficiency challenge with the introduction of a
Pediatric Behavioral Health initiative. Appropriate systems of care wherever possible are provided through use of a psychologist
and licensed clinical social worker. Support from a Child and Adolescent Psychiatrist is also available but is used more sparingly).
Services are provided within both the inpatient and outpatient hospital setting. Cognitive-behavioral therapy is provided within
non-medical offices on the outpatient floor (collocated). Consultation may occur within medical exam rooms or at the bedside
depending upon specific circumstances (integrated). A range of collaborative forms of care are provided including: provision of
behavioral-health related educational experiences for physicians, ad hoc consultation around specific cases or topics, training and
experiential opportunities for residents, support groups for patients and their families, and informational talks on behavioralrelated topics for the broader community.
The experience at Goryeb has been a positive one with high levels of interest and enthusiasm from physicians, staff, patients,
families, and administration. It is clear that no single model or type of collaborative care works for all situations. Different levels
and types of collaboration are called for depending upon specific factors such as the behavioral health diagnosis, medical diagnosis, severity of illness, age of the patient, patient and family preference, physician preference, and a range of logistical factors.
An important element of the Pediatric Behavioral Health initiative will be to study various approaches in order to understand these
issues better. This will help maximize treatment outcomes as well as bolster patient, family, and healthcare provider satisfaction.
It should also fit seamlessly into the emerging, patient and family centered, cost cutting, health care model of Accountable Care
Organizations (ACO‟s).
Web Resources
American Academy of Pediatricians (Collaborative Projects Link)
www.aap.org/commpeds/dochs/mentalhealth/mh3co.html
Collaborative Care Research Network (American Academy of Family Physicians)
www.aafp.org/online/en/home/clinical/research/natnet/get-involved/ccrninfo.html
Collaborative Family Healthcare Association www.cfha.net/
National Council for Community Behavioral Healthcare: www.thenationalcouncil.org/
Patient Centered Primary Care Collaborative: www.pcpcc.net/
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Dr. Christopher Lynch, psychologist, participating in consultation
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NJ MAP - 2011 Rose Annussek Award
On May 19, 2011 at the 2011 Child in Health Care Conference honored Diana Autin, Esq. and Lauren Agoratus as the recipients of
the 2011 Rose Annussek Award. The Map to Inclusive Child Care Team presents this award annually in memory of Rose, who was a
founding member of the MAP Team and served faithfully until her illness in 2004.
In memory of Rose‟s calm, resilient spirit and the enduring impression of her years of dedicated service, the MAP Team honors her
memory with an annual award for inclusive child care programs or individuals that strive to follow her vision.
This year the Map Team is recognized advocates "who have given of their time to help other families, and have served as advocates
to promote inclusive child care and enhance the quality of care for children with special needs in child care settings."
We applaud and congratulate Diana Autin, Esq. and Lauren Agoratus on their hard work and dedication in supporting children and
families in the State of New Jersey.
14

National Election - President-Elect Candidates
The AAP National Nominating Committee has named Mary P. Brown, MD, FAAP, and Thomas K. McInerny, MD, FAAP, as candidates
for AAP President-elect. The election will take place from September 1 - October 1, 2011 and the winner will take office immediately following the annual business meeting at the National Conference and Exhibition (NCE). All vote-eligible members will be
notified by e-mail when the on-line ballot is available. As part of the election campaign, candidates are asked to respond to questions posed by the National Nominating Committee. Please continue to check this election site on the AAP Member Center, as the
candidates' responses to additional questions will appear here and in upcoming issues of AAP/NJ News.
What would you say to general pediatricians and pediatric
sub-specialists who look at the cost of membership and wonder whether being a member of the AAP is really worth it?

Thomas K. McInerny, MD, FAAP
Rochester, NY
Thomas McInerny MD has been a primary
care pediatrician in private practice in
Rochester, NY for 40 years and is Professor
and Associate Chair for Clinical Affairs in
the Department of Pediatrics at the University of Rochester Medical Center. He is a
graduate of Dartmouth College and Harvard
Medical School and did his pediatric residency training at Cincinnati
Children‟s Hospital and Boston Children‟s Hospital.
He has held many elected and appointed positions in the AAP,
including President of Chapter I, District II; Treasurer and member,
District II Board; Member and chair, Pediatric Research in Office
Settings Steering Committee; Member and Chair, Chapter Forum
Committee; Member and Chair, Committee on Child Health Financing; member, Private Payer Advocacy Advisory Committee, Access
to Care Subcommittee, Immunization Advisory Team; and is currently a member of the Steering Committee on Quality Improvement and Management, the Section on Administration and Practice
Management, the Council on Clinical Information Technology, the
Council on Children with Disabilities, and the Council on Community Pediatrics.
Dr McInerny is Editor-in-Chief of the “AAP Textbook of Pediatric
Care” and Pediatric Care Online. He served on the Task Force on
Mental Health, which developed the AAP Mental Health Toolkit and
was one of the authors of the EQIPP module on the Medical Home.
He is a member of the American Pediatric Society, the Academic
Pediatric Association, and a Certified Physician Executive and Fellow of the American College of Physician Executives. He served on
the Board of Directors and was Chief Medical Officer of the Rochester Community Individual Practice Association serving 500,000 patients.

It is best to think of the cost of AAP membership as an investment with a high return rate (ROI, in business terms) of
many times that of your dues expenses. This return is in the
form of real dollars based on better payment rates from public
and private payers which improve your practice‟s bottom line
as a result of the AAP working hard for you and improved
healthcare for our nation‟s children. Even a casual review of
the AAP Website amply illustrates the many activities of the
AAP on behalf of children and pediatricians.
First is advocacy for children and children‟s healthcare at
the national and state (chapter) levels. The Committee on Federal Government Affairs and the AAP‟s Washington Legislative
Office have successfully persuaded Congress and the Administration over the years to pass important measures such as
SCHIP, the strengthening of Medicaid, and inclusion of many
important child healthcare measures in the Affordable Care
Act. Similarly the Committee on State Government Affairs and
chapter and district leadership have successfully implemented
child healthcare programs at the state level which have provided high quality health insurance to over 30% of our nation‟s
children who would be otherwise uninsured.
Secondly, the Academy has been a strong advocate for pediatricians‟ needs as they endeavor to deliver high quality
healthcare. The Committee on Child Health Financing and the
Private Payer Advocacy Advisory Committee have worked hard
to ensure that pediatricians are appropriately paid for their
services by both public and private payers and that plan benefit
designs enable high quality healthcare for children. Similarly,
the over 30 Pediatric Councils at state and local levels are
meeting regularly with insurers to ensure that processes and
procedures are in place to facilitate pediatricians‟ efforts to
provide good care for their patients.
Thirdly, the AAP provides numerous educational activities for
pediatricians, both primary care and specialists, through conferences, seminars, webinars, PediaLink, EQIPP, Practice Management Online, Pediatric Care Online, textbooks, and publications such as “Pediatrics”, “AAP News”, “AAP Grand Rounds”,
“Pediatrics in Review” and PREP. In addition the Academy provides many authoritative educational materials for parents.
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Mary P. Brown, MD, FAAP - Bend, OR

What would you say to general pediatricians and pediatric subspecialists who look at the cost of membership and wonder
whether being a member of the AAP is really worth it?

Dr. Mary Brown has been a pediatrician in
Bend, Oregon for 36 years. She founded a
practice now staffed by 13 pediatricians
who care for children and families in Central and Eastern Oregon. She has on the
ground experience as a General Medical
Officer in Vietnam and an assistant professor at a teaching hospital. Mary is a community pediatrician and a leader in growing a
solo practice into a regional pediatric center. These varied experiences have provided her with insights into most challenges pediatricians face.

The AAP influences politics and society as no single pediatrician
can. Sixty thousand voices can and do make a difference for children and for pediatricians! For the individual generalist, there is
the support of a large organization, information regarding the specifics of practice management, and educational materials providing
current medical information. For the specialist membership is a
win-win relationship--the specialist wins because the AAP adds
strength to the voice of their smaller numbers, and the Academy
wins because of the expertise the specialist brings to the organization.
For both generalists and specialists many health policy decisions
are made at the state level (each state with its‟ own political atmosphere). The Academy has a staff dedicated to following and
understanding these individual challenges and supports the chapters as they work to promote child health. On the state and federal level the Academy is active in advocating for access, quality,
appropriate payment, and funding for pediatric practice, education
and research.

She has advocated for pediatricians and children at all AAP
levels from President of the Oregon Pediatric Society, District
VIII representative to Chapter Forum Committee, National Nominating Committee, and District Chairperson for six years. As
District VIII Chair she represents diverse Chapters (conservative
and liberal, small and large). Every Chapter is respected and
contributes to discussions and decisions. She believes in the
strength of the AAP as a voice for our members whether solo
practitioners in rural America, pediatric generalists, or urban
academicians.

The AAP provides the most extensive pediatric educational information available anywhere in the world. CME, scholarly journals,
review courses and Pediatric Care Online give useful point-of-care
information relevant to generalists and specialists. With PediaLinkon-line an individualized CME is available and Member-Choice allows personalization of benefits.

Mary‟s experience on the AAP Board of Directors has given her
an in depth understanding of the Academy and appreciation of
the amazing staff that support our work. These experiences in
private practice, military and academic medicine, and local,
Pediatric Research in the Office Setting provides the standard
regional and national AAP offices will provide strong leadership
for office-based research and gives pediatricians the opportunity to
as we address the complex challenges to pediatrics and to child
participate in large scale research. The AAP advocates for fair
health. She is a committed and experienced leader and consenpayment and provides tools to measure quality meeting maintesus builder.
nance of certification requirements.

She and her Ob-Gyn husband, Dan, have four children and
three grandchildren.

The Academy staff is dedicated to the health and well-being of
children (and pediatricians). During my six years on the Board of
Directors I have come to appreciate their knowledge and support.
The AAP may be the only organization of its size in which each
member is valued and can influence change.
Our membership fee is a bargain for the advocacy, education,
research, service and practice improvement tools it makes available to the practitioner or academician--generalist or specialist-both during training and throughout years of practice. The Academy gives much to its members (including life-long friendships), but
also gets much in return.

To review the candidates response to question #2 Some members have criticized the AAP for its handling of
issues related to the American Board of Pediatrics (ABP)
Maintenance of Certification Program. How would you respond to these concerns / criticisms?
Visit - www.aap.org/moc/vp/eleclink.htm
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Breakfast in Schools
Diane C. Pistilli, M.A., Principal at Nicolaus Copernicus - P.S. #25
Have you ever tried to mow the lawn or wash dishes while you are hungry? Have you sat in a meeting watching the minutes
crawl by as you anxiously anticipate your next meal? Now imagine a five year-old girl trying to learn how to read, or an eight year
old boy learning how to divide for the first time on an empty stomach. This is the reality, every morning, at schools across our
nation.
As a principal of an urban school district, I know that an effective school breakfast program can be a critical first step to address not only the epidemic of obesity – but undernourished children in our country. By increasing student participation in school
breakfast, schools can play an important role in preventing, or
reducing childhood obesity, while creating a positive impact on
attendance, learning, and classroom behavior.
Studies show that children who eat breakfast do better in
school. Children are absent from school fewer days and spend less
time in the nurse‟s office complaining of stomach pains. Children
cannot concentrate on their school work if they do not eat breakfast. If children eat a healthy, nutritional breakfast, they will be
more energized in school. Research has proven that children who ate breakfast had improved math grades, reduced hyperactivity,
and decreased absence and tardy rates.
Breakfast is the most important meal of the day for everyone, but it‟s even more important for growing children. A nutritious
breakfast supplies students with the nutrients they need to start their day and be alert in the morning. It provides the energy children‟s need to concentrate to solve problems, remember important information, or be creative and imaginative. In essence, children need fuel to begin their day and develop fundamental skills.
.
Early in the school year, parents, community, and staff gathered to discuss the importance of breakfast and healthy eating habits. Everyone at Nicolaus Copernicus School in Jersey City supports and encourages a healthier lifestyle for our students. Immediately, breakfast participation improved which has resulted in 100% increase in one year.
In September, we began our campaign with Kick-Off Classroom Breakfast Celebration. Members from the New Jersey Department of Agriculture and the American Dairy Association & Dairy Council, Inc. were invited to participate in our kick-off. As an incentive students and staff were encouraged to wear football jerseys the day of the celebration.
During the first month of the innovative plan, students at Nicolaus Copernicus won the National Dairy Council‟s Breakfast Challenge for the largest increase of student attendance at the school breakfast program. The students were being educated about the
advantages of attending the breakfast program in the school. Daily announcements to encourage the students to be healthier by
starting out the day with a well balanced breakfast were broadcasted over the school‟s public announcement system. Students
were rewarded with a visit from team members from the New Jersey Nets. The players had the students participate in fitness
drills. These rewards empowered students to take initiatives to start their day with a healthy breakfast.
P.S. #25 was also awarded a $10,000 breakfast grant, from Action for Healthy Kids. Our slogan was “Wake Up with Breakfast,
Wake Up Your Mind.” The student-created posters were displayed in the community.
Students participate in a special monthly breakfast, generally related to a theme. For instance, on the morning our school celebrated Read Across America, students had green eggs and ham to commemorate the book by the same name. Students also receive
awards for consistent breakfast attendance. These opportunities are due in part to a grant that promotes the benefits of breakfast
programs awareness sponsored by “Action for Healthy Kids”. Another sponsor, “Cabot Cheese” awarded the school a mini grant
for which students participated in a cheese tasting on Valentine‟s Day and were asked to choose “The Cheese they Cont. on page 20
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Love.”
In order to encourage more students to eat breakfast we started Breakfast in the Classroom, with ten classes. Breakfast in the
Classroom is a great way to reach students who do not have time to eat before school, or who are not able to get to school in time
for breakfast. Grab and go options bring breakfast to the student making it easier for them to eat this important meal.
These are a few of the activities we found to be successful in increasing students‟ participation in school breakfast:
Breakfast with Community Members and Staff
Breakfast Incentives
Creative Breakfast Meals
Breakfast with the Principal
Breakfast with Parents, Principal, and Staff
Holiday Breakfast
Using innovative educational and promotional strategies to increase school breakfast attendance students will experience
benefits to health, attendance, and educational performance, as well as a positive impact on classroom behavior.
Diane C. Pistilli, M.A.
Principal
Nicolaus Copernicus-P.S. #25
Jersey City Public Schools
Jersey City, New Jersey U.S.A.
dpistilli@jcboe.org
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AAP CATCH Corner
Congratulations to Dana Suozzo, MD, of Edgewater New Jersey, who was one of 14 proposals awarded a 2011 Community Access
to Child Health (CATCH) Resident Funds grant for her project - Bullying: Stand Up. Speak Out.
The Academy is now accepting submissions for its 18th annual Community Access to Child Health (CATCH) Planning Funds and
Resident Funds grants. This grant cycle includes a special call for projects that focus on American Indian/Alaska Native children
and projects to improve access to immunizations for children who are most likely to experience barriers.
Applications available May 2, 2011—submissions due July 29, 2011
Applicants notified December 2011—projects begin January 2012
Grants of up to $12,000 will be awarded on a competitive basis to pediatricians to plan innovative community-based child health
initiatives that will ensure all children, especially underserved children, have medical homes and access to health care services.
Priority is given to projects that will be serving communities with the greatest health disparities.
Grants of up to $3,000 also will be awarded on a competitive basis for residents to plan or implement community-based child
health initiatives. To ensure project completion, residents who are in their 1st or 2nd year of residency on the application submission due date are eligible to apply; 3rd-year residents may apply if they will be chief resident in their 4th year. PGY-3 residents are
eligible to apply as co-applicants.
For more information or to apply for a grant, visit www.aap.org/catch/planninggrants.htm or www.aap.org/catch/
residentgrants.htm.
Please feel free to contact Dr. Paul Schwartzberg, your CATCH facilitator, prior to submitting your application at pschwartzberg@meridianhealth.com or catch@aap.org or if you need more information or technical assistance.
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Physicians, Practices, and Social Networks - Gauging the Risks
Courtesy of Michael J. Schoppmann, Esq. - Kern Augustine Conroy & Schoppmann, P.C.

As physicians react to the growing market pressures to grow and/or maintain their patient populations, many are embarking
upon an entry into the world of social networks. While such environments may hold great reward for many businesses, they also
hold many concerns and risks unique to physicians and their medical practices.
A “Social Network” is defined by dictionary.com as an online service, platform or site wherein “family, friends and their families, that together create an interconnected system through which alliances are formed, help is obtained, information is transmitted, and strings are pulled. In an organizational setting, it usually constitutes the group of one's peers, seniors, and subordinates
who provide information on how to get things done, how the power structure operates, and who holds the strings”
The number of social networks continues to grow exponentially every day and a social network heavily favored one moment may
quickly find itself an afterthought or viewed as outdated the next moment. Examples of social networks are illustrated in the
chart below: I

Seemingly attractive, an increasing number of physicians interacting within social media are creating some notable, and dire,
consequences. As exposed by the Journal of the American Medical Association, a large number of medical students have admitted
to using the forums inappropriately to discuss individual patients. Other recent incidents have involved a physician‟s office staff
posting entries on Facebook and/or Twitter complaining about “difficult” patients and in one case, a Boston pediatrician who
blogged throughout his malpractice trial.
Before any physician contemplates their entry into this new, ever evolving environment, they should consider certain preemptive risk management factors before doing so, such as:
▪

Is the practice prepared to devote ongoing time and capital to this environment?

▪

Is the practice prepared to vigorously monitor the information posted in response?

▪

Is the practice committee to routinely updating the information posted?

Absent positive responses to the above noted factors, physicians and medical practices would be better served to withhold their
entry in the realm of social media until such time as they are prepared to provide a strong commitment to the demands of social
networking. Absent such a commitment, a partial or half-hearted effort will only leave the practice exposed to not only potential
liabilities but adverse internet “standing”.
If the practice or physician decides to engage in social networking, a large degree of advance planning and the assigning of
structural responsibilities must be considered, such as:
▪

Who creates the data to be entered?

Cont. on page 24
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▪

Who physically (and routinely) enters the data within the network (and updates the data)?

▪

How often is the data reviewed and authorized by the physicians of the practice?

Regarding the actual data posted within a social network itself, physicians and practices must also be mindful of standards and/
or codes of conduct they are bound to abide by – not only those required by the social network itself, but also those required exclusively of physicians. Issues such as patient confidentiality under state and federal law (HIPAA), conduct requirements under
state licensing requirements (boundary violations), contractual terms under payor (both public and private) and the general obligations of law (i.e., prohibiting defamation, libel, etc.) all dictate that great care be taken, especially for physicians and medical
practices, as to the actual content within a social network and vigilant scrutiny over the ever changing/updating data.
For even those practices which might decline to pursue efforts within social media, caution should be held over the activities of
employees of the practice. Use of personal e-mail accounts while working should be strictly curtailed due to the growing number
of unintentional and intentional violations of patient-privacy laws. Moreover, many disgruntled former employees use social networking sites to disparage the practice and/or solicit present employees to join pending workplace claims. Moreover, an increasing
number of work-place claims (i.e., harassment, stalking, cyber-bullying, discrimination, hostile work environment, etc.) are originating from social media (Facebook, etc) interactions between employees. To risk management such threats, every medical practice should develop, adopt and issue a written set of detailed policies addressing these issues and prohibiting the crossover of their
role (and responsibilities) as employees and social networking. Such policies should be reviewed directly with all practice staff,
updated routinely and acknowledged in writing, by every member of the practice.
In conclusion, while not prohibited directly by and law or regulation, any environment which holds unknown risks and is ever
changing at a breathless pace, should be disquieting to physicians and medical practices alike. Unlike other forms of business, the
practice of medicine carries an extremely onerous degree of oversight and an increasingly powerful body of restrictions. As a result, the best risk management tool for medicine may well be to simply not enter the world of social media until society sets the
permissible boundaries to do so.
___________________________________________
Kern Augustine Conroy & Schoppmann, P.C., Attorneys to Health Professionals, www.drlaw.com has offices in New Jersey, New
York, Pennsylvania and Illinois. The firm’s practice is solely devoted to the representation of health care professionals. Mr.
Schoppmann may be contacted at 1‐800‐445‐0954 or via email ‐ schoppmann@drlaw.com.
___________________________________________
i

Chart reprinted with permission
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Turner Syndrome: Strategies to Improve Care Outcomes
Courtesy of Turner Syndrome Foundation
Healthcare providers are urged to screen short girls for Turner Syndrome.
Turner Syndrome (TS) is a condition that needs to be considered in all girls with short stature, especially in those in the lower 5th percentile of height for their age cohort. Unfortunately most girls with
TS are not diagnosed until after 10 years of age, resulting in delayed treatment and irreversible social
and physical problems.
The Turner Syndrome Foundation, Inc. (TSF) is pleased that through their participation of a research
initiative a new indications test is now available for providers to make the process of screening much
simpler for both the patient and the physician. While the karyotype test is very accurate in detecting
Turner Syndrome, this test is expensive, requires blood testing, take 4-6 weeks to execute, and may
not detect Y-chromosome material.
In March of 2011, a new and convenient test for diagnosing TS, XCAT-TS, was introduced by JS Genetics and can be administered
in office and requires only a check swab; results can be available within 3 days of sample receipt at JS Genetics labs. In clinical
practice this test will detect 98% of girls with the condition. A recent validation study for this test has been published J Clin Endocrinol Metab. A highly sensitive, high-throughput assay for the detection of turner syndrome. 2011 Mar;96(3):699-705.
“I am a Pediatric Endocrinologist and became very frustrated seeing young ladies first referred for the evaluation and treatment
of Turner syndrome in their mid to late teenage years and said we need to find a way to keep this from happening,‟” Dr. Scott A.
Rivkees from Yale University School of Medicine, New Haven, Connecticut told Reuters Health by email. J Clin Endocrinol Metab
March 2011.
To lower the age of TS diagnosis, it is imperative that all short girls be screened for this condition; since the benefits of early
treatment are clinically and socially demonstrated, any delay in diagnosis is unacceptable. “We encourage you to perform a Turner
Syndrome screen using the XCAT-TS test as soon as your female patients are charted in the lower 5th percentile for height”, explained JS Genetics, CEO, Alidad Mireskandhari. Presently there is a field trial, and XCAT-TS kits can be ordered by providers free
of charge at www.jsgenetics.com. JS Genetics will manage the reimbursement process on behalf of your patients. JS Genetics also
has a medically indigent patient program to offer free tests to patients whose family income falls within federal poverty rates.
SAVE THE DATE: Turner Syndrome: Strategies to Improve Care Outcomes - A Continuing Medical Education Full Day Conference for providers, Winthrop University Hospital, NY on September 16, 2011 (see ad on page 27)
This full day conference will forge a panel of experts in the care of patients with Turner Syndrome from Pediatrics and Adult
Medicine as well allied health care professionals and representatives of the Turner Syndrome Foundation, Inc. “There exists a
need to develop tools for earlier diagnosis and to educate care providers in Pediatrics and Pediatric Endocrinology to refer short girls earlier for evaluation and treatment. These learning gaps will be identified and changes in care and practice will be developed to close these learning gaps by changing physician performance, explained
Paul H. Saenger, MD.
Those that attend will learn to recognize Turner Syndrome early; Familiarity with care guidelines and translation of care guidelines into clinical practice; and Improve outcome to achieve improved care for children and young adults with Turner Syndrome.
Turner Syndrome Foundation, Inc. asks providers to champion the cause by joining the professional registry at www.TSFUSA.org.
The goal of the Turner Syndrome Foundation (TSF) is to support research initiatives and develop educational programs to increase professional awareness and enhance medical care of those affected by Turner Syndrome. Early diagnosis and comprehensive treatments over the lifespan will lead to a brighter and
healthier future for all young girls and women with Turner
Syndrome.
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Tourette Syndrome: What you and your patient’s families need to know
Courtesy of New Jersey Center for Tourette Syndrome and Associated Disorders
According to the Centers for Disease Control, 1 in 100 youngsters exhibit symptoms of Tourette Syndrome- a genetic neurological
disorder characterized by involuntary motor and vocal movements known as tics. This number applied to the Garden State equates
to 28,000 children- which means the likelihood of encountering a patient with TS is higher than you might think.
The diagnosis of Tourette Syndrome is typically made by observing or obtaining a reliable history of involuntary, rapid, sudden
tics that includes:
Both multiple motor and one or more vocal tics present at some time during the illness (although not necessarily simultaneously);
The occurrence of tics many times daily (usually in bouts) nearly every day or intermittently throughout the span of at least
one year; and
Periodic changes in the number, frequency, type and location of the tics, and waxing/waning of their severity. Symptoms
can disappear for months and weeks at a time.
Onset before age 18.
The first symptoms are typically a facial or neck tics, such as repetitive eye blinks, facial grimaces or head jerking. However,
involuntary sounds, such as throat clearing and sniffing, or tics of the limbs may also be the initial signs. The range of tic-like
symptoms is very broad and it is often difficult for family members, teachers and friends to believe that the actions or vocalizations are involuntary. For some, the disorder can begin abruptly with multiple symptoms of movements and sounds. Tics can be
simple or complex and are generally grouped into the following categories:
Simple Motor Tics: eye blinking, facial grimacing, shoulder shrugging, rapid limb, body or head jerks.
Simple Vocal Tics: Sniffing, throat clearing, humming, tongue clicking, whistling, yelping. (Sometimes these symptoms are sometimes initially confused for signs of allergy or other respiratory illness.)
Complex Motor Tics: (These often appear purposeful): Jumping, smelling, touching other people or things, twirling and rarely,
coporopraxia (demonstrating socially inappropriate gestures).
Complex Vocal Tics: (These may also appear semi-purposeful): Saying words or phrases out of context, stuttering and, rarely,
coprolalia (vocalizing socially unacceptable words).
According to a June 2007 review in the Journal of American Academy of Child and Adolescent Psychiatry, TS frequently cooccurs with ADHD, OCD and a range of other mood and anxiety disorders. These co-morbid conditions are often the major source
of impairment for the affected child. Other studies suggest ADHD and OCD co-morbidity rates to range from 60-90% in children with
TS. The co-occurrence of tics, anxiety, OCD, and ADHD greatly increases the clinical impact on the youngster and complicates the
treatment of each condition, requiring knowledgeable clinicians familiar this complex disorder. Since many practitioners are not
fully familiar with the ever-changing symptoms of TS, the average lag from onset to diagnosis is roughly 7 years.
The New Jersey Center for Tourette Syndrome is a source of support and education for both medical professionals and the
families they serve. Through collaborative partnerships with Rutgers University and hospitals throughout the state, NJCTS is working with pediatricians and family practitioners throughout New Jersey to bridge the gap in diagnosis, referral to specialists and
ongoing family support. Since the prevalence of co-morbid mental health disorders is high among children with TS, the Center is
committed to linking families to physicians and mental health practitioners with expertise in this complex disorder.
Outreach to health care providers is crucial to the mission of NJCTS. Many programs are designed specifically with pediatricians
in mind:
Patient-centered training and grand rounds presentations for pediatrics/family practice residents at hospitals throughout
the state.
Medical symposia and conferences

Cont. on page 29
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Tourette Syndrome: What you and your patient’s families need to know
Practicums for medical and doctoral students (including the nation‟s first student-clinician doctoral program at the Rutgers
University Graduate School of Applied and Professional Psychology)
Presentations statewide to the healthcare community
Information about the latest TS research and treatments
TS research through the world‟s first TS genetics sharing repository- a partnership between NJCTS and the Rutgers University, designed to support research into TS causes, treatments and, one day, a cure
Like the clinicians we serve, children with TS and their families are at the center of what we do. NJCTS offers links to services
that meet their needs at home, in the classroom and in the community. This “roadmap” is designed for pediatricians to refer families to NJCTS for:
Referrals for neurologists and psychiatrists specializing in TS
Mental health support referrals
Family-empowerment retreats
TS Helpline
Support groups
TS treatment clinics for children and families
Peer and faculty in-service training in public and private schools
Youth advocacy
Wednesday Webinars bring new insight into issues relevant to TS families and medical professionals at no charge. It‟s one of
many ways NJCTS is delivering current and practical news and information to the families and professionals who need it most,
when they need it fast. Visit www.njcts.org to register for the upcoming Wednesday Webinar presentation “Tourette Syndrome
for the Practitioners on the Front Lines: Pediatricians and Family Practice” by Dr. Roger Kurlan.
For more information about Tourette Syndrome or the services of the New Jersey Center for Tourette Syndrome and Associated
Disorders, visit www.njcts.org.
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AAP NJ & PCORE Happenings
Chapter Members, Mark Your Calendars! AAP NJ & PCORE have some great events, conferences
and CME opportunities in 2011 that you won't want to miss. Stay tuned to www.aapnj.org and
www.njpcore.org for more information or call us at 609-842-0014 with any questions.

32

