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“What They Didn’t Teach You in Med School”
AAP NJ Begins Business Series of Free Workshops for Pediatricians

The American Academy of Pediatrics, New Jersey Chapter (AAP NJ) and
Continuum Health Alliance (CHA) held their first joint workshop, “What
They Didn’t Teach
You in Med School”
on May 25, 2010 and
invited New Jersey
Pediatricians and Subspecialists. The costfree, interactive workshop and dinner was
held at CHA’s headquarters in Marlton,
NJ.
Michael Segarra,
MD, FAAP, President
of the AAP NJ Chapter, Dr. John M.
Attendees at the AAP NJ/Continuing Health Alliance Workshop
Tedeschi, MD, Presion May 25, 2010.
dent and CEO of
CHA, and Kevin King,
MD, FAAP, kicked off the evening, welcoming both members and nonmembers of the Chapter. Jim D’Onofrio, Senior Vice President Strategic
Business Initiatives for CHA, presented on the “Business Intelligence impact
on the Revenue Management Cycle” and shared an excel file / practice analytics tool that he has developed. Joseph Coyne, President, Information
Technology/Chief Information Officer closed the evening by presenting on
how healthcare providers can choose the right EMR (Electronic Medical
Records) System and shared information on the federal ARRA (American
Recovery and Reinvestment Act) funding that will become available.
The workshop, sponsored by Merck and Sanofi Pasteur, was the first in
a series of three to be held in South, Central and North Jersey. Stay tuned to
AAPNJ.org and your weekly e-newsletter to find out when the next free
workshop is scheduled!

NJ FamilyCare Express Applications in the
Mail...Help Spread the WORD!
Families throughout New Jersey who have a child with no health insurance
should know that help is on the way. It is coming via U.S. mail. The State of
New Jersey recently began mailing easy-to-complete applications for health
insurance to thousands of families who indicated on their tax returns that
their children are uninsured.
Visit the Association for Children in New Jersey (ACNJ) web site
(http://www.acnj.org/main.asp?uri=1003&di=1639) for more information
and to download informational flyers that you can distribute to parents, written in both English and Spanish.

PCORE CORNER
Pediatric Council on Research and
Education

Steve Kairys, MD, FAAP
Medical Director/Chair PCORE Board of Trustees
Fran Gallagher, MEd
Executive Director, AAP NJ & NJPCORE

Childhood obesity is an epidemic throughout the United States and New Jersey is no exception. New Jersey actually ranks worst in the
country for the percentage of obese 2 to 5 year
olds. PCORE has been very active in programs
and collaborations that target the prevention of
childhood obesity.
PCORE recently ended a three year Robert
Wood Johnson grant that targeted preschool
children. Dr. Meg Fisher was the MD Champion for the project, incorporating community
pediatricians in the Long Branch area to partner
with schools to improve nutrition education and
increase activity for the young students. Evaluation included tracking BMI’s and there was a
significant reduction in the BMI over the course
of the program.
PCORE co-sponsored the first statewide
obesity symposium last year with major presentations from local champions and State government as well as updates from national leaders
Scott Gee, MD and Sandra Hassink, MD. There
are plans for a second symposium.
PCORE has developed a prevention of obesity and an obesity management EPIC
(Educating Practices in Their Communities)
program and has been working with 11 practices that comprise the primary care service in
the Trenton area, in collaboration with Children’s Futures and the RWJ Foundation.
Cont. on page 4

AAP NJ was recently awarded a childhood obesity prevention grant in partnership with the Englewood Community
Foundation - see page 5 for more information!
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Well, this is my last hurrah. Starting
July 1st, Dr. Steve Rice will become the
AAP NJ Chapter President. I know that I
am leaving AAP NJ in good hands. We
(the AAP NJ Chapter officers, councilors,
executive director and staff) have created a
new environment for pediatrics in New
Jersey.
The Chapter now has a new office and
once the merger of the Chapter and its
foundation, PCORE (Pediatric Council on
Research and Education) is complete, we
will have a staff of fourteen, including
program consultants.
The Chapter has engaged the State
government effectively. When issues regarding children are involved, AAP NJ is
more likely to be engaged in the process. I
think that this will continue to improve as
time goes on because of the efforts we
have made with the State in our immunization efforts. Hopefully, we can work
with the State on the Medical Home and
immunization registry.
We are currently working together
with other groups such as the Academy of
Family Physicians, the New Jersey Medical
Society and the Statewide Parents Advocacy Network on such projects as the immunization action coalition and the Medical Home. AAP NJ is also working with
pediatric dentists on oral health and fluoride varnish programs.
The Chapter has become more active
with the National AAP and has received
grants for immunization advocacy, foster
care, obesity prevention, and the New
Jersey resident advocacy programs. AAP
NJ continues to work together with
PCORE on Educating Practices in the

Community (EPIC)
programs with
projects in asthma
care, autism identification, child abuse
and neglect, and
postpartum depression.
The Chapter
continues to identify more programs that will benefit our
members, such as the AAP NJ Purchasing
Alliance for medical malpractice insurance. (www.aapnj.org/purchasingalliance)
The Government Affairs Committee
and our lobbyist, Nancy Pinkin, continue
to do an excellent job working on legislative issues. The issues that come before
the legislature are challenging, with topics
ranging from immunization exemptions to
bills that would criminalize the waiving of
co-payments.
I would like to thank the current officers, Steve Rice, Meg Fisher, Elliot Rubin,
Jeff Bienstock and Janice Prontnicki for
their excellent work, effort and advice.
My special thanks go to Fran Gallagher for her energy and foresight in her
capacity as AAP NJ Executive Director
and to Lisa Murison who puts together
the newsletter and puts up with my procrastination in writing the President’s Message.
Wishing you all the best,

Mike Segarra, MD, FAAP

Get Involved!
Calling all AAP NJ Chapter Seniors (55+ yrs)…
The AAP NJ Chapter wants you! As a “senior” you have a lot to offer the
Chapter and the Chapter would like to offer you benefits you feel are worthwhile. We
need your input to ensure we accomplish this goal together.
What would you like to see the Senior Section promote and how it could be
most valuable to you? What benefits matter to you? We are looking forward to a conversation with you and the opportunity to hear your ideas and thoughts.
Seniors were invited to join us at a special Senior Section breakfast at the
AAP NJ CME Conference and Annual Meeting on Tuesday, June 8, 2010 at the
Princeton Marriott at Forrestal Village. If you were not able to join us, but would like
to get more involved in your Chapter, please contact Larry Frenkel, MD, FAAP, Chair
of the Senior Section, at lfrenkel@uic.edu.
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Chapter Fundraising
Thank you for Joining us for PCORE’s 6th Annual Golf Outing — May 3, 2010!

Hugh McGinn, Mitch Wexler, Pierre Coant, MD, FAAP and
Charles Scott, MD, FAAP

Once again, the PCORE golf outing proved one thing - Golfers are
truly dedicated athletes! A great group of golfers joined us on the
course on Monday, May 3, despite a dreary forecast, and helped to
support the Pediatric Council on Research and Education at our 6th
Annual Golf Outing at Neshanic Valley Golf Course.
The weather held out, the sun peeked through, and golfers were
treated to a fun-filled day on the course, competing for two cars and a
$10,000 hole-in-one prize. We did not have any hole-in-ones, but we
did see some great foursome scores, straightest drives and closest to
the pin winners!
A special thanks to Jim Watkins and the Golf Committee for their
continued support of PCORE’s work to improve the quality of healthcare for children in New Jersey. Thank you to all who purchased raffle
tickets. We had a grand prize 50/50 Raffle winner of $1,462.00!
PCORE would like to thank all of our sponsors, staff, volunteers
and our faithful golfers for all of the support and dedication it took to
make our 6th annual Golf Outing a major success!
THANK YOU TO OUR SPONSORS!
BEVERAGE CART SPONSOR - MDAdvantage
www.mdaadvantageonline.com
PRACTICE RANGE SPONSOR - Argent Insurance Services
www.insuranceagent.com
CAR SPONSOR - Jim Appleton & Mark McAleer, NJ CAR Princeton VW/Audi
CLOSEST TO THE PIN - PediatriCare Associates
www.pediatricareassociates.com
LONGEST DRIVE - Children’s Specialized Hospital
www.childrens-specialized.com
STRAIGHTEST DRIVE - St. Joseph’s Children’s Hospital
www.stjosephshealth.org

Karen Dewitt, RN, Ed.D, Janice Prontnicki MD, MPH, FAAP, Anne
Maher, MS, M (ASCP), CIC and Sue Winning, R.P.T. all from Children’s
Specialized Hospital, with the hole-in-one prize - a Volkswagen Passat CC.

HOLE SPONSORS:
AAP NJ Purchasing Alliance
www.aapnj.com/purchasingalliance
Kern, Augustine, Conroy and Schoppmann, PC
www.drlaw.com
K. Hovnanian Children’s Hospital at Jersey Shore Medical Center
www.khovnanianchildrenshospital.com
Main Street Vaccines
www.mainstreetvacs.com
McNamara and Associates
www.mcnamaraandassociates.com
New Jersey Council of Teaching Hospitals
www.njcth.org
Saint Peter’s Healthcare System
www.stpetershcs.com
Trentypo, Inc.
www.trentypo.com
UBS Financial Services, Inc
www.ubs.com
SUPPORTERS
Bridge Cleaners; Jeanne Craft, MD, FAAP; Alex Hyatt, MD, FAAP and WB Mason

Jeffrey Bienstock, MD, FAAP & Michael Segarra, MD, FAAP

GOLF BALL SUPPORTERS
NJDHSS/Vaccine Preventable Disease Program and Kern, Augustine, Conroy and Schoppmann, PC
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AAP NJ & PCORE Working Together
Together, AAP NJ and PCORE will achieve a vision to Shape Child Health in New Jersey for the 21st Century.
This vision drives PCORE’s mission - to affect health policy and primary care practice improvements through a
medical home focus, to provide education for parents and primary care provider teams, and to foster partnerships
that integrate sustainable systems of care.
(Cont. from cover )

The programs have been very well received and there has
been interest in further training in motivational interviewing by
the primary care practices.
PCORE, in collaboration with the State Department of
Health will be a subcontractor for a statewide effort to improve
breast feeding as an early feeding practice that helps to reduce
early childhood obesity. Dr Lori Winters is the MD Champion
for this project. AAP NJ and PCORE have recently recommitted to a continuous partnership with the NJDHSS Office of
Nutrition and Fitness Shaping New Jersey statewide planning and
implementation processes addressing obesity issues and promoting sustainable prevention and wellness efforts in communities
throughout New Jersey.

PCORE has partnered with the Council of Children’s Hospitals in many areas relating to childhood obesity prevention.
Several children’s hospitals including St. Joseph in Paterson have
been very innovative and active in their communities. St Joseph’s Children’s Hospital, for example, has demonstrated how
pediatric leadership and advocacy can make a difference in improving safe areas for exercise and activity.
PCORE hopes to spread the obesity EPIC program and to
continue to place pediatricians at the forefront of state efforts to
decrease the epidemic and improve healthy living.
Please visit www.AAPNJ.org & www.NJPCORE.org to
learn more about our healthy living programs.

Meet your AAP NJ & PCORE Team!
PCORE Medical Director
Steve Kairys, MD, MPH, FAAP

Lisa A. Makai
Administrative Assistant/Volunteer Coordinator,
NJPCORE

Fran Gallagher, MEd,
Executive Director of AAP NJ and NJPCORE

Jacqueline McFadyen
Managing Director, Purchasing Alliance , AAP NJ

Harriet Lazarus, MBA
Associate Director of Programs, NJPCORE

Bert Mulder
Director of Membership and Events, AAP NJ

Cynthia Heulitt
Financial Controller, AAP NJ, Purchasing Alliance and
NJPCORE

Lisa Murison
Membership and Events Coordinator, AAP NJ

Nicole Chabot-Waugh, MSW
Medical Home and Early Identification of Autism,
Program Coordinator, NJPCORE

Pam Olliver
NJ Immunization Initiative/VFC Program Manager,
NJPCORE

Marilyn S. Dunning, M.A.
Child Abuse and Neglect, Program Director, NPCORE

Dorothy Williams McCall
NJ Immunization Initiative, Program Director,
NJPCORE

Shreya Durvasula
Child Abuse and Neglect, Program Manager and
Breast Feeding Hospital Initiative, NJPCORE

Consultant:
Ruth Gubernick, MPH
Program Development Specialist , AAPNJ & NJPCORE

Mary Jo Garofoli
Child Abuse and Neglect, Program Manager, NJPCORE Volunteers:
Iris Cooper, Veronica Gragnano, Joseph Lee,
Judith Grandjean
Wilma Pierson Kimberly Pinnix, Diane Synhorst
Medical Home/NJ Immunization Initiative, Program
Director, NJPCORE
Contact information for all staff members can be found on

www.njpcore.org. We can also be reached at our office, 609588-9988.

Diane Klemm
Child Abuse and Neglect, Program Director, NJPCORE
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AAP NJ & PCORE Working Together
“EACF is excited to manage this project locally
and is pleased to work with the AAP NJ to fight
the epidemic of childhood obesity. These funds will educate and
bring resources to families in Northern New Jersey that will help
promote healthy nutritional choices”, said Michael Shannon,
President.

Englewood Area Community Foundation to
Partner with American Academy of Pediatrics, NJ State Chapter, on Childhood Obesity
Prevention Grant
ENGLEWOOD, NJ, April 2010 –

The American Academy of Pediatrics, NJ Chapter (AAP NJ), in
collaboration with the Englewood Area Community Foundation
(EACF) and the Pediatric Council on Research and Education,
has been awarded a $20,000 Healthy Active Living Grant from the
National American Academy of Pediatrics. The grant, one of
only five awarded nationally, will fund “FIT FAMILIES for
Child Obesity Prevention”, an Englewood-based program that
will increase awareness and provide education on healthy beverage consumption in Bergen County.

The Foundation’s long-range goal is to expand FIT FAMILIES
into the “Obesity Prevention Initiative” (OPI), a five-year project to reduce pediatric obesity in the Bergen County communities of Bergenfield, Englewood, Hackensack, New Milford, and
Teaneck. OPI is a coordinated community campaign of consistent health messages on nutrition and physical activity, which
will be communicated through a partnership of community organizations who work with children at varying levels. OPI’s purpose is to reduce the prevalence of obesity among elementary
FIT FAMILIES will be implemented in partnership with the school children and ultimately to develop a community model
Bergen Family Center, Englewood Hospital and Medical Center, that could be replicated in other counties in New Jersey and
Englewood Health Department, and Healthbarn USA. An edu- around the country.
cational forum on pediatric obesity and the importance of The Englewood Area Community Foundation is a non-profit organization lohealthy beverage choices will be held for regional pediatricians, cated in Englewood, NJ. Our mission is to improve life in the communities of
health department officials, school nurses, social service provid- Northern New Jersey. One way we accomplish this is by convening residents,
ers, and parents. The forum will be followed by a family work- non-profits, and school and local government representatives to discuss concerns
shop component at the Bergen Family Center involving chil- and policies in our three areas of interest: public health, education, and community
dren, infant to five, and their parents/caretakers. Families will action. Through open dialogue, the Foundation demonstrates that by working
participate in a series of fun, interactive workshops on healthy together people can improve services at lower cost, resolve common problems, and
eating and beverage consumption, grocery shopping, cooking, help their communities thrive. To contact the Foundation please call 201-5685608 or e-mail, eacf@eacf-nj.org. For more information visit our website
and creating a healthy environment for mealtimes.
atwww.cfnj.org/eacf.

The economy is challenging! Are you interested in saving money on your malpractice
insurance? The AAP NJ Purchasing Alliance, a NJ Chapter MEMBERS ONLY benefit,
has created an opportunity for you to save at least $1,800 and up to $3,600 per year on
malpractice premiums with MDAdvantage. If you are not a Chapter member - join today!
Current MDAdvantage Policy Holders - APPLY for your 20% Discount
Call your broker or MDAdvantage directly to not miss out on your discounted rate. The discount is effective at the renewal date
of your policy. Check on your renewal date today, call, and SAVE!
Other Insurance Carrier Policy Holders - Explore Options to SAVE!
Many physicians will save significantly on their current medical malpractice premiums by taking advantage of the AAP NJ Purchasing Alliance discount. How? Call your broker or MD Advantage to obtain a quote. A complete list of MDAdvantage appointed
brokers can be found on their website at www.MDAdvantage.com.
Steps to Apply:
(1) AAP NJ Chapter Membership: If you are not an AAP NJ Chapter member, fill out and mail the AAP NJ Chapter application
along with a check for $150 membership fee to National. Application can be downloaded at www.aapnjpurchasingalliance.org.
(2) AAP NJ Purchasing Alliance Membership: Please fill out and mail the AAP NJ Purchasing Alliance application along with a
check for $125 to: AAP NJ Purchasing Alliance. Application can be downloaded at www.aapnjpurchasingalliance.org.
If you have any questions, please call the AAP NJ Purchasing Alliance office at 609-433-7600 or visit www.aapnjpurchasingalliance.org
PLEASE NOTE THAT MDADVANTAGE'S UNDERWRITING GUIDELINES WILL APPLY TO ALL PROSPECTIVE INSUREDS AND PREMIUMS WILL VARY BASED ON A NUMBER OF UNDERWRITING FACTORS. If MDAdvantage declines to offer you a policy at this time, the
Purchasing Alliance membership fee will be refunded.
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National Election - AAP NJ Member Running for AAP President!
The AAP National Nominating Committee has named Wayne A. Yankus, MD, FAAP and Robert W. Block, MD, FAAP as candidates for AAP President-elect. The election will take place from August 1 - September 1, 2010 (please note new dates, this year
only) and the winner will take office as President-elect 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. In addition, a
telephone voting option also will be available for the first time.
The following two pages will introduce the candidates and provide their answers to the first election question: What ideas do you
have to implement/foster mentoring in the AAP?
What ideas do you have to implement/foster mentoring
in the AAP?

Wayne Yankus, MD, FAAP—Midland, NJ
Dr. Yankus is a New Jersey native
and practicing community based
pediatrician who did his pediatric
training at New York University
Hospital-Bellevue Medical Center
and internship at the University of
Medicine and Dentistry of New
Jersey. He attended medical
school at the Autonomous University of Guadalajara in Mexico.
Dr. Yankus serves as chair of the
New Jersey Chapter's Committee
on School Health and is founder
of its "Critical Issues in School
Health" program which is in its
th
19 year. He is the past president of the New Jersey Chapter of
the American Academy of Pediatrics, and a current member of
its government affairs committee.
He served as chair of the Academy’s national section on school
health and was awarded the Academy’s Milton J. Senn award
for contributions to the nation’s school health. He was
awarded the American Academy of Pediatrics, New Jersey
Chapter Recognition award, and is an expert panelist for Education.com, a national education website.
He represented District III on the CATCH committee and was
vice president of the Chapter Forum Committee (currently
ALF).
Dr. Yankus practices pediatrics in Midland Park, NJ and is the
medical liaison to the Ridgewood Board of Education. He is an
honorary member of the Board of Children's Aid and Family
Services, a former trustee of the Greater Bergen County
YWCA, and was honored by the YWCA in 2004 with its Community Role Model Award with his wife Pat. Dr. Yankus is
married and the father of three young men.
www.wayneyankusmd.com
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Mentoring is about empowerment. To be a successful mentor, you must have experience in your field and be
willing to share your expertise. Training encompasses anything that helps increase the realization of a person’s potential. I believe in mentoring members to enable them in their
work, and to assist in developing their careers while still
meeting personal and family needs.
The work force has changed in pediatrics and many
of our new pediatricians are women working part time. To
have a successful mentoring program within the AAP, I
would encourage chapters to identify willing members who
would be available to new members. It would strengthen
chapter value. Nationally, it can be done by using social media. Mentoring can happen anywhere and at any time. One
person can mentor many people. Mentoring can be as simple
as an email, “tweet,” or linked-in message.
I would promote use of existing services first and
add to the AAP Website a “just ask” column that would be
answered by volunteer pediatricians chosen by their councils
or sections. Listservs can also be tapped for mentoring. The
Section on Practice Management listserv is a classic example
of an interactive connection that section members use to
exchange ideas and support.
Full mentoring contacts could be developed through
the office of membership by request of the individual. Those
who request mentors should find chapter administrators and
officers also helpful in locating a pediatrician who could
serve another pediatrician’s need. Participation can be one
question or a long term relationship between colleagues, and
enrich the lives of both members. Whether you are in direct
patient care or academic medicine, members of the Senior
Section locally and nationally hold a treasure of information
and are often quite willing to mentor new pediatricians. We
are teachers by virtue of being students first and always.
Mentoring colleagues follows our physician oath and
should be a natural result of membership in our professional
organization. It is with our peers we find our practice voice.
The AAP is positioned to be influential in the workplace by
developing new ways to mentor members.

National Election - AAP NJ Member Running for AAP President!

Robert W. Block, MD, FAAP—Tulsa, OK

What ideas do you have to implement/foster mentoring in
the AAP?
My first mentor was my father, a pediatrician in private
practice in Iowa. Other mentors were clinicians and advisors,
who encouraged me during my residency. My friend and career
mentor, Dan Plunket, MD, FAAP, demonstrated teaching,
clinical, and relationship building skills that have guided me for
years. I try to emulate those qualities while mentoring students,
residents, young faculty, and pediatricians new to our Tulsa,
OK community.
Mentoring within the AAP should focus on clinical
and business needs of private practices, while fostering alignment between members in private practices and in academics,
centering on connecting experienced members with newer
members looking for ideas and advice. A mentor supports another individual or group of individuals as they pursue common
goals. Mentoring often is simply leading by example. Good
mentors engage others through active listening, encouraging
ideas, and by offering suggestions that are designed to support
and energize another person. The AAP is a great resource for
finding mentors among its many members, and can serve as an
organizational mentor by listening to many opinions while
guiding members’ best ideas into policies and guidelines.
The AAP should continue to engage our trainees and
young physicians, facilitating the acquisition of knowledge in
medicine, business, policies, and politics. While advocating for
children, AAP supports members in practice settings through
email list-servs, task forces, sections and other activities. Providing a way for pediatricians to learn about practice management from experienced and successful practitioners is important. The AAP continues to support senior pediatricians, many
of whom can use their practice or academic experiences to
mentor a new FAAP entering practice or academics.
The AAP can facilitate the development of mentors
through a task force, section or council on mentoring. A task
force could design methods for connecting interested members
with a mentor in their area of interest. I suggest inviting a
young physician to observe committee or section executive
committee meetings to connect with leaders who might become mentors. Using new technologies, we can support mentor/mentee pairs across time and space, generating, developing,
and reviewing ideas. AAP resources can support mentoring
program evaluation and improvement.

Robert W. Block, MD,
FAAP is Professor and
Daniel Plunket Chair, Department of Pediatrics, University of Oklahoma School
of Community Medicine,
Tulsa.
Dr. Block received his MD
from the University of
Pennsylvania and completed three years of pediatric residency at the Children’s Hospital of Philadelphia. He became board
certified and elected as a Fellow in the AAP in 1974. He
served three years in the U.S. Army prior to joining the new
faculty of the University of Oklahoma - Tulsa in 1975, where
he remains.
From 1990 to 1996, Dr. Block served as Vice-President and
President of the AAP Oklahoma chapter. Dr. Block worked
ten years with the AAP COCAN, four as Chair. He represented the AAP on the U.S. Advisory Commission on Childhood Vaccines for three years, two as Chair. He continues as
the AAP liaison to the Family Violence Prevention Fund.
Dr. Block was the founding Chair, and remains a member of
the newest American Board of Pediatrics Subboard, Child
Abuse Pediatrics. During his 37 years of practice, Dr. Block
has followed his interests in adolescent behavioral medicine,
especially drug abuse and teen pregnancies; learning disabilities, ADHD and behavior issues; and for the last 25 years,
child maltreatment.
Dr. Block is an award winning teacher in general pediatrics;
and manages an active pediatric clinic, serving as a medical
home for 12,000 children. He has presented over 2,000 community and professional talks, and has served often as a media spokesperson for children’s issues locally and nationally
for the AAP.

AAP Section on Administration and Practice Management

Congratulations to the winners of the 2010 SOAPM Election!
Chairperson: Jill Stoller, MD, FAAP
Executive Committee Member: Herschel Lessin, MD, FAAP
Executive Committee Member: Budd Shenkin, MD, FAAP
For more information about SOAPM, visit: http://www.aap.org/sections/soapm
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It is the mission of SOAPM to impart both basic and
cutting edge administrative and practice management
innovations that will improve the state of pediatric administration and practice management for its membership and members of the AAP. SOAPM will accomplish this mission by dedicating its talent, skills, and
resources to educating and serving its membership.

Clinical Section

"Strategies to Prevent a Delayed Diagnosis in Turner Syndrome."
By: Chayim Y. Newmark, MD, FAAP

Turner Syndrome occurs in about 1:2000 live female births.1 It
is characterized by the absence of all or part of the normal second sex chromosome, and presents with a constellation of
physical findings that often includes congenital lymphedema
(puffy hands and feet), short stature, and gonadal dysgenesis.

started, the longer it will take for the girl’s height to improve to
the normal range, and the less likely they are to reach a final
adult height within the normal range.
A recent randomized controlled trial evaluated the effect of
early growth hormone therapy in the toddler years in girls with
Turner Syndrome. During this two year study, the control
group had progressive growth failure, with a decrease in height
Diagnosis
Puffy hands and feet (congenital lymphedema) can alert from -1.8 ± 1.1 SDS (at baseline) to -2.2 ± 1.2 SDS (after 2
one to the diagnosis of Turner Syndrome in about one quarter years).
of affected girls.2 Some infant girls may have webbed neck.
Occasionally, infants receive the diagnosis because of the
presence of coarctation of the aorta. However, many girls with
TS do not have any obvious stigmata. One third of girls with
Turner Syndrome are diagnosed in midchildhood on investigation of short stature. Most of the remainder of females with
Turner Syndrome are diagnosed in adolescence when they fail
to have normal pubertal breast development and/or fail to
have initiation of menses. Rarely, the diagnosis is not made
until adulthood, because of recurrent pregnancy loss.
Typically, the diagnosis is confirmed by standard cytogenetic analysis (karyotype). There are faster and less expensive
methods for diagnosing TS, using the detection of single nucleotide polymorphisms (SNPs) on the X chromosome.3
Approximately half of the karyotypes in females with TS
reveal a single X chromosome (45, X) in all cell lines. Others
have mosaicism, meaning that they have an additional cell lineages besides 45, X. It is important to know the exact cell lines
present, since girls with mosaicism for a cell population with a
Y chromosome are at increased risk for malignancy
(gonadoblastoma) in the streak gonads.4
Manifestations and Management

The older sister, right, was diagnosed with Turner syndrome in utero, and failure to
thrive at birth. She was later identified as having reflux and frequent ear infections..
Photo credit: Turner Syndrome Foundation, New Jersey Chapter.

Short Stature

Women with Turner Syndrome reach an adult height 20 cm
below their expected midparental height.5 The mean final adult
height is about 143 cm, which is about 4 feet, 8 inches.5 At
birth, the length tends to be close to the normal range. However, by 18 months of age, many girls with Tuner Syndrome
will have a decrease in their growth velocity. Approximately
2% of girls whose height is below the 5th percentile have a diagnosis of Turner Syndrome. It is important to point out that
children with Turner Syndrome may not be very short; however, they will be shorter than expected for their midparental
target height.
Treatment with recombinant human growth hormone is
now the standard of care for girls with Turner Syndrome. Data
reported from the National Cooperative Growth Study
(NCGS) indicate that from 1995 to 2000, girls with Turner Syndrome were not started on growth hormone until an average
age of 9.0 ± 3.8 years. Furthermore, their height at initiation of
growth hormone therapy was -2.9 ± 0.9 SDs, which is approximately the 0.1%.6 This delay in starting growth hormone therapy is likely related to delayed diagnosis of Turner Syndrome in
some girls, and in others it is due to delay in referral to a pediatric endocrinologist. The later growth hormone therapy is

This is in contrast to the growth hormone treated girls, whose
mean height score increased from -1.4 ± 1.0 SDS (at baseline)
to -0.3 ± 1.1 SDS (after 2 years).7 This means that after 2 years,
the untreated girls were at about the 1% and the growth hormone treated girls were at about the 40%.

Gonadal Failure

The ovarian cells in females with Turner Syndrome undergo premature cell death. By 20 weeks gestation, 70% of
ovarian germ cells were apoptotic in those with Turner Syndrome, compared to 3% in age-matched normal XX ovaries.8
The ovarian failure manifests itself as both estrogen deficiency
as well as a lack of fertilizable ovum.
Girls with Turner Syndrome tend to have normal pubic and
axillary hair development, as these are due to adrenal androgens, rather than ovarian estrogens. However, most girls with
TS will not have full breast development nor menstrual cycles.
Occasionally, there is enough residual ovarian function for
breast development and/or menstrual periods, either as pills or
estrogen patches.
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Clinical Section

TS. By a mean age of 2 years, over 50% of girls already had a
history of recurrent otitis media.14 This increased incidence of
infection is due to a shorter, more horizontal eustachian tube,
interfering with middle ear drainage and causing nasopharyngeal
reflux. Approximately, one-quarter of girls with TS with have
hearing loss, typically conductive hearing loss related to the middle ear dysfunction and chronic ear infections. However, sensorinueral hearing loss is also more common in females with
TS.14

(Cont. from page 8)

Studies show that estrogen patches have the advantage of not
causing liver enzyme elevations9 and promote increased growth
factor (IGF-1) levels.10 There are various estrogen replacement
regimens that are used, but the common point among of all of
them is to start with low dose estrogen, and slowly increase the
dose over a couple of years. This allows for normal uterine and
breast development.
There is much research looking into various forms of assisted reproductive technologies to help women with TS carry a
pregnancy. There have been reports of ovarian tissue wedge
freezing as well oocyte cryopreservation in young women with
Turner Syndrome, in order to preserve fertility.11

Renal Concerns
Approximately, one third of females with TS have kidney
malformations.15 These anomalies include: horseshoe kidney,
single kidney, duplicated collecting system, and pelvic kidney.
Therefore, a renal ultrasound is recommended at the time of
Developmental and Learning Issues
In general, most people with TS have normal intelligence. diagnosis of TS.15
Some of the deficits that are more common in females with TS
include: visuospatial organization, social cognition, and math Musculoskeletal and Orthopedic Concerns
abilities. Attention deficit disorders are also more common in
Commonly, increased carrying angle of the arm is found,
these individuals.2 As with anyone with learning disabilities, due to malformation of the ulnar head. Congenital dislocation
early diagnosis and interventions are very important.
of the hip and scoliosis tend to be more common in girls with
TS. Other malformations that occur in TS are: webbed neck,
widely spaced nipples, nail dysplasia, high arched palate, and
Cardiovascular Issues
Approximately 1/4 to 1/2 of all females with TS have con- short forth metacarpal.
genital heart disease. Therefore, all individuals with TS should at
least have an echocardiogram at the time of the diagnosis of TS. Dermatological Concerns
Typically the malformations are left-sided defects, with coarctaThe congenital edema of the hands and feet tend to resolve
tion of the aorta and bicuspid aortic valve being the most com- on their own within the first couple years of life. Nevi tend to
mon. There seems to be an increased risk of aortic root dilata- be more common in females with TS. There also seems to be
tion and subsequent aortic aneurysms in individuals with TS.12
an increased incidence of keloid formation in these individuals.
Endocrine Issues
Acquired hypothyroidism is more common in females with
TS. Approximately, 41% of women with TS have anti-thyroid
antibodies, with about one-third of these women having hypothyroidism, requiring thyroid replacement. Interestingly, 83% of
the women with the particular karyotype, X-isochromosome,
have anti-thyroid antibodies. The hypothyroidism tends to occur in the 20s and the 30s, but a few percent of cases present in
early childhood.13 Some studies have found an increased incidence of obesity, insulin resistance, and type 2 diabetes in
women with TS.2

Strategies to Prevent Delayed Diagnosis
One study found that girls with TS were not diagnosed until
an average of five years from the time that their height fell below
the 5th percentile.16 The authors of that study proposed the following guidelines for screening for TS: Any girl with one or
more of the following: Short stature (height <5th percentile),
webbed neck, peripheral lymphedema, coarctation of the aorta,
or delayed puberty, should be screened for TS. Additionally, any
girl who has at least two or more of the following: nail dysplasia,
high arched palate, short fourth metacarpal, and strabismus,
should be screened for TS.16

For more information:
Otological Concerns
Recurrent ear infections are quite common in females with www.TurnerSyndromeFoundation.org Toll Free: 800-594-4585
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Catch Corner
New Jersey Residency Advocacy Program (NJ-RAP)
By: Paul Schwartzberg, MD, FAAP AAP NJ CATCH Facilitator
The goal of the New Jersey Residency Advocacy ProAt this meeting, members were given a standardized advogram (NJ-RAP) is to improve pediatric resident’s involvement in cacy training tool-kit that included modules that can be incorpocommunity and child
rated into a pediatric resiadvocacy, especially
dency curriculum. These
involvement in the legtool kits will be dissemiislative process. It is
nated to residents and
difficult for individual
interested faculty mempediatric residency probers in New Jersey pediatgrams to develop their
ric residency programs.
own independent curAs an incentive to
riculum and this proparticipate, New Jersey
gram will be the first
pediatric residents will
attempt to create a joint
have the opportunity to
effort amongst the variparticipate in site visits to
ous programs in New
Trenton to utilize the
Jersey.
skills they obtained from
The New Jerthis tool-kit. These visits
sey Pediatric Residency
will be coordinated by
Advocacy Program will
Nancy Pinkin, our AAP
Attendees at the first meeting of the New Jersey Residency Advocacy Program (NJ-RAP) on April 29,
allow all New Jersey
New Jersey government
2010.
pediatric residents to
affairs experts.
get a basic understanding of the legislative process and how it
Additionally, we plan to post advocacy activities on the AAP
can fit within the demands of a busy pediatric resident schedule. NJ Chapter membership web site so that Program Directors and
It will also increase pediatric residents’ confidence with becom- residents will be able to access advocacy activities that are of
ing involved in legislative advocacy-related issues and be more
interest to their individual residency programs. Further informaaware of opportunities to advocate on child health issues that
tion on this program and the web site will be provided at the
interest them. Additionally, the program will increase collabora- AAP New Jersey Chapter CME Conference & Annual Meeting
tion between our New Jersey pediatric residency programs and on June 8, 2010.
the AAP New Jersey chapter through focus groups, workshops
and legislative chapter contacts and resources.
The 2011 CATCH Planning Funds and Cycle 1 Resident
Our initial goal of creating a core group of residents Funds Call for Proposals and online application are both now
and faculty from various pediatric residencies has been estab- available. Check out our new look!
lished. This group had its first meeting on April 29, 2010 and
included representative pediatric residents and faculty from Planning Funds - www.aap.org/catch/planninggrants.htm
seven different programs (Jersey Shore University Medical Cen- Resident Funds - www.aap.org/catch/residentgrants.htm
ter, UMDNJ-Robert Wood Johnson University Hospital, MorPlease feel free to contact Dr. Paul Schwartzberg, your CATCH
ristown Memorial Hospital, Cooper University Hospital, St. Pefacilitator, prior to submitting your application at
ter’s University Hospital, Newark Beth-Israel Medical Center,
pschwartzberg@meridianhealth.com if you are considering apand Monmouth Medical Center) as well as members from the
plying for a CATCH grant or if you need more information or
AAP NJ Chapter.
technical assistance.

Discount for Members
Vaccine-Preventable Disease: The Forgotten Story from the Texas Children's Hospital
Behind each person who has contracted a vaccine-preventable disease is the story of a life interrupted, of a family devastated. Vaccine-Preventable Disease: The Forgotten Story profiles families who have suffered the true cost of not vaccinating
The AAP NJ Chapter has contacted the Texas Children's Hospital and they have offered a discount so that Chapter members would pay $2.00 each plus shipping and handling. The books are normally priced at $3 .00 each plus shipping and handling.
Please contact Lisa Murison at lmurison@aapnj.org if you are interested in ordering copies for your practice.
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PROS Update
Project Aims to Promote Safe Driving by Teens
RESEARCH UPDATE from the AAP Department of Research

A new $1.3 million project from the
AAP Pediatric Research in Office Settings
(PROS) network seeks to test a leading-edge
approach in the offices of primary care providers (PCPs) to promote parent-teen-driving agreements and
safe driving. The three-year project, funded by the Centers for
Disease Control and Prevention, will adapt an evidence-based
program called Checkpoints for promotion by PCPs, leading to
better parental monitoring of teen driving. Providing anticipatory guidance on teen driving safety is a key recommendation of
the AAP policy statement, The Teen Driver (Pediatrics.
2006;118:2570-2581).
Under the leadership of Jean T. Shope,
M.S.P.H., Ph.D., of
the University of
Michigan’s Transportation Research Institute,
and Joseph O’Neil,
M.D., M.P.H., of Riley
Children’s Hospital of
Indianapolis, the project will include a brief
intervention by PCPs
with follow-up over
the Internet, including
an interactive parentteen driver agreement.
During the first year of the study, a PCP training program
will be developed to fit with the Web-based Checkpoints program. In the second year, a pilot test of the PCP training and the
intervention program will be conducted in a small number of
physician practices. Changes to the PCP training, intervention
and Web site will be made based on test results and feedback. A
larger sample of PCPs subsequently will be recruited to participate in the full scale study, with participating PCPs trained to
conduct the refined brief in-office intervention, including a
streamlined referral of parents to the Checkpoints Web program.

Reprinted with permission from AAP News Dec 2009

Practices will be recruited through PROS and the Electronic
Primary Care Research Network of family medicine practitioners. Participating practice staff and PCPs will be trained to
identify eligible families, deliver the brief intervention, assist
families in accessing the Checkpoints Web program, and implement promotional and reminder activities. Variation in adoption,
implementation and institutionalization of the PCP/Checkpoints
Web program will be measured at three levels (practices, individual PCPs and individual parents) as described above. The economic feasibility of the intervention for all parties will be assessed as well.
Collaboration with the AAP Committee on Injury, Violence and
Poison Prevention
will facilitate rapid
translation of study
findings into AAP
policy and pediatric
practice. “This is not
just about promoting
teen-driving agreements; this is about
saving lives,” said
PROS Director Richard C. “Mort”
Wasserman, M.D.,
FAAP.
Core funding for PROS is provided by the Academy and
the Health Resources and Services Administration Maternal and
Child Health Bureau.
PROS seeks practitioners interested in participating in this or
any of its other research. For more information, see the coupon
below.

Join AAP practitioners around the country…
… in generating knowledge about the best ways to care for children. Pediatric Research in Office Settings (PROS) is looking for
pediatricians to help develop and carry out primary care research in the
practice setting. Any pediatric practice or clinic with at
least one AAP member is eligible to join PROS. For information on being
part of this innovative AAP research effort, e-mail
pros@aap.org, fill out and fax this coupon to (847) 434-8910, or mail to:

Measures of intervention success with parents will include:
dissemination: reach (hearing the PCP message), exposure
(going to the Web site), exploration (viewing the materials)
and access (downloading the materials)

PROS, American Academy of Pediatrics
141 Northwest Point Blvd. • Elk Grove Village, IL 60007
Yes! I’d like to be involved with PROS research.

implementation: initiation (making the agreement), adoption Name ___________________________________________________
(signing the agreement) and maintenance (using the agreeDegree __________________________________________________
ment).
Address _________________________________________________
City _________________ State _______ ZIP ____________________
Phone __________________________ Fax _____________________
E-mail ___________________________________________________

Translation effectiveness will be determined by the PCPs’ success in getting parents to visit the Web site, amount and type of
Web site usage target behavior involvement and costs.

AAP News December 2009
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National AAP Update
Implementation Guidance - PCV-13 Updated 5/24/10
The American Academy of Pediatrics has developed the following
implementation guidance in response to the recent Food and Drug
Administration (FDA) licensure.
Recommendations for use of PCV 13 have been published in the Morbidity and Mortality Weekly Report
(MMWR) and Pediatrics. This document is designed to assist practices
in the transition from using PCV 7 to PCV 13 vaccines and it
will be updated as new policy and implementation information
becomes available.

ance for vaccination providers transitioning from PCV7 to the
PCV 13 immunization schedule.

Full Report: Licensure of a 13 – Valent Pneumococcal Conjugate Vaccine (PCV13) and Recommendations for Use Among
Children --- Advisory Committee on Immunization Practices
(ACIP), March 12, 2010; 59 (09); 258-261 The American Academy of Pediatrics’ updated recommendations on PCV 13
published in Pediatrics can be found
here: http://
pediatrics.aappublications.org/cgi/content/abstract/
peds.20101280v1. Additional information on pneumococcal
disease - clinical manifestations, etiology, epidemiology, diagnostics, treatment, and control measures - can be found in the Red
Book 2009 pgs 524 -535 and on Red Book Online
Policy: On March 12, 2010 the Centers for Disease Control’s (subscription required).
Advisory Committee on Immunization Practices (ACIP) pubSupply and Ordering
lished recommendations on the use of a 13-valent pneumococThere are currently 8.3 million US doses available in filled sycal conjugate vaccine (PCV13 [Prevnar 13, Wyeth Pharmaceutiringes, and Pfizer indicates the product began shipping the week
cals Inc., a subsidiary of Pfizer Inc.]). PCV-13 was licensed by
of March 15th. Supply of PCV-13 vaccine is expected to be adethe Food and Drug Administration (FDA) for prevention of
quate to cover a 4-dose series for infants and catch-up of 2-5
invasive pneumococcal disease (IPD) caused by the 13 pneumoyear olds in the United States. For initial ordering, consider
coccal serotypes covered by the vaccine and for prevention of
adding an appropriate number of vaccines to cover 1 catch-up
otitis media caused by serotypes in the 7 valent pneumococcal
dose per 2-5 year old in the practice. For Prevnar 7, Pfizer will
conjugate vaccine formulation (PCV7 [Prevnar, Wyeth]). The
amend its return policy and accept partial package returns for
ACIP recommendations approved by ACIP on February 24,
credit as well as waive its policy of only accepting returns within
2010 address the following: 1.) routine vaccination of all children
6 months of the lot’s expiration date through December 31,
aged 2- 59 months with PCV-13, 2.) vaccination of children aged
2010. As a result, practices can return private inventory of Prev60-71 months with underlying medical conditions that increase
nar 7. Pfizer will not accept returns of Prevnar supplied through
their risk for pneumococcal disease or complications, and 3)
the VFC Program or from any government agency.
PCV13 vaccination of children who previously received 1 or
more doses of PCV 7. Additionally, the MMWR includes guid- Reprinted with permission of the American Academy of Pediatrics from http://
www.aap.org/immunization/illnesses/pneumococcal/pcv13implementationguidance

PCORE Recruitment Opportunity
Attention Primary Care Practices in Cumberland, Salem,
Gloucester and Camden Counties… PCORE& SPAN are recruiting practices to participate in the Medical Home Program, COST FREE!

Continuous Technical
Assistance (including
monthly support calls)
Hot Topic Conference
Calls /Local Meetings based on the Needs Determined by the
Practices
Self Assessments (Medical Home Indices, Pre and Post, Provider & Family Versions)
Link to Community Resources & Other PCORE onsite Quality Improvement Programs (e.g. Early Identification of Young
Children with Autism; Obesity Prevention)

You may be saying… we are already a medical home. The Medical
Home Program provides an opportunity for pediatric/family practices located in Cumberland, Salem, Gloucester and Camden Counties to gain an understanding of how to strengthen their medical
homes. The AAP describes a medical home as primary care that is
accessible, family-centered, continuous, comprehensive, coordinated, compassionate and culturally effective.
Responsibilities and Benefits for your Practice
Participation as a practice team in 3 Collaborative Learning
Sessions.
Training/Technical Assistance provided by a Medical Home
Resource Team (MD, Statewide Parent Advocacy Network
(SPAN), Quality Improvement (QI) Facilitator)
Networking Opportunities Between Practices
Team Building within the practice
Strengthen Family/Provider Communication

Interested but Not Sure? We can visit your practice at a convenient time (breakfast, lunch, or early evening) and share
information and answer questions. Call or email today!
Contact: If you are a community-based primary care provider in
Cumberland, Salem, Gloucester and Camden Counties and would
like to participate in this program, please contact Judie Grandjean,
Program Director (jgrandjean@njpcore.org) or Nicole ChabotWaugh, Program Coordinator (nchabot-waugh@njpcore.org).
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Register Online
www.AAPNJ.org
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PROS Update
PROS Child Abuse Reporting Experience Study (CARES)
From Suspicion of Physical Child Abuse to Reporting: Primary Care Clinician Decision-Making
•
CARES was a prospective observational study to deter- clinician familiarity with the patient, and injury severity.
Clinicians had some degree of suspicion that ~10% of the
mine how frequently primary care clinicians reported suspected •
physical child abuse, the levels of suspicion associated with report- injuries they evaluated were caused by child abuse. It appears that
ing, and what factors influenced reporting to child protective ser- clinicians apply various interpretations to the legal mandate to revices (CPS). Clinicians collected data on child injury visits, including port when there is reasonable suspicion of child abuse. This will be
information about the injury, child, family, likelihood that the injury explored further in the companion manuscript.
This is one of the first national efforts to systematically
was caused by child abuse (5-point scale), and whether the injury •
and prospectively study the issue. Our prospective findings indicatwas reported to CPS.
ing that physicians do not report all suspected
•
Of the 1,683 children with suspicious injuries included in this report, 95 (6%) Clinicians did not report 27% of child abuse are consistent with retrospective
study findings in which physicians admit they
were reported to CPS. The maximum number
injuries they considered likely or have not reported all suspected child abuse.
of children reported by an individual clinician
was 3. Clinicians did not report 27% of inju- very likely caused by child abuse
These were among the findings from the
ries they considered likely or very likely
AAP’s practice-based research network - Pediatric Research in Ofcaused by child abuse and 76% of injuries they considered possibly
fice Settings (PROS) and National Medical Association’s pediatric
caused by child abuse.
practice-based research network, NMAPEDSNET. Funding for
•
Clinician factors associated with reporting (based on multhe Child Abuse Reporting Experience Study (CARES) was retivariate analysis) indicated that clinicians were more likely to report
ceived from the Agency for Healthcare Research and Quality (grant
if they had previously lost a family as patients because the clinician
R01 HS010746), the Maternal and Child Health Bureau (grant R40
had reported to CPS and if they had not previously reported all
MC 00107), and the American Academy of Pediatrics. Overall, 434
suspected child abuse during their career. Practice level factors
clinicians participated in data collection, and collected information
such as urban vs. rural and the availability of child abuse evaluative
about 15,003 child injury visits. The 327 clinicians included in this
resources were not significant.
report represent 141 practices in 41 states.
•
The patient level factors that were most highly related to
This article based on study results appeared in Pediatrics: Flaherty EG, Sege RD, Griffith J, Price LL,
reporting were the injury not being consistent with the history pro- Wasserman
R, Slora E, Dhepyasuwan N, Harris D, Norton D, Angelilli M, Abney D, Binns HJ. From
vided and the patient being referred to the clinician because child suspicion of physical child abuse to reporting: Primary care clinician decision-making. The Child Abuse Reporting
abuse was suspected. Additional significant factors included race, Experience Study Research Group. Pediatrics. 2008; 122 (3):611-619.

Pediatricians and the Law Update
FTC Extends Enforcement Deadline for Identity Theft Red Flags Rule
From the Federal Trade Commission Web Site www. ftc.gov
May 28, 2010 - At the request of several
Members of Congress, the Federal Trade Commission is further delaying enforcement of the
"Red Flags" Rule through December 31, 2010,
while Congress considers legislation that would
affect the scope of entities covered by the Rule.
Today's announcement and the release of an
Enforcement Policy Statement do not affect other federal agencies'
enforcement of the original November 1, 2008 deadline for institutions subject to their oversight to be in compliance.
The Rule was developed under the Fair and Accurate Credit
Transactions Act, in which Congress directed the FTC and other
agencies to develop regulations requiring "creditors" and "financial
institutions" to address the risk of identity theft. The resulting Red
Flags Rule requires all such entities that have "covered accounts" to
develop and implement written identity theft prevention programs
to help identify, detect, and respond to patterns, practices, or specific activities - known as "red flags" - that could indicate identity
theft. The Rule became effective on January 1, 2008, with full compliance for all covered entities originally required by November 1,
2008. The Commission has issued several Enforcement Policies
delaying enforcement of the Rule. Most recently, the Commission

announced in October 2009 that at the request of certain Members
of Congress, it was delaying enforcement of the Rule until June 1,
2010, to allow Congress time to finalize legislation that would limit
the scope of business covered by the Rule.
The Commission urges Congress to act quickly to pass legislation that will resolve any questions as to which entities are covered
by the Rule and obviate the need for further enforcement delays. If
Congress passes legislation limiting the scope of the Red Flags Rule
with an effective date earlier than December 31, 2010, the Commission will begin enforcement as of that effective date.
For more information and materials, visit www.ftc.gov/
redflagsrule. The FTC also published a compliance guide for business, and created a template that enables low risk entities to create
an identity theft program with an easy-to-use online form
(www.ftc.gov/bcp/edu/microsites/redflagsrule/get-started.shtm
A template to help practices quickly develop their own program can be found at the Kern
Augustine Conroy & Schoppmann, PC website: http://www.drlaw.com/Articles-andPublications.aspx. When implementing programs to prevent identity theft, practices must
also consider individual state regulations which may differ from, or be more burdensome
than, the federal regulations. Kern Augustine Conroy & Schoppmann, P.C., provide
general counsel to AAP NJ. www.drlaw.com
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