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Margaret (Meg) Fisher, MD, FAAP

President’s Column

     

Starting on a high note, I am delighted to 
announce that our New Jersey Chapter has 

again made it to the final stage of the Chapter 
Awards process, which takes place at the 

Annual Leadership Forum.  We are one of three finalists 
for the Very Large Chapter Award.  The basis of this was 
our annual report of accomplishments.  Our Chapter 
and the Pediatric Council on Research and Education 
(PCORE) have been busy and successful.  I have only five 
minutes to tell the judges why we do indeed deserve this 
award.  

     There is no doubt that our full time Chapter staff under 
the leadership of Fran Gallagher, our Executive Director, 
has brought us to this level and will continue to help us 
thrive.

     One of our strongest and most significant achievements 
has been the reorganization of our Government Affairs 
Committee.  Working with our lobbyists, Jeanne Craft, 
MD, Noel Harbist, MD,  Alan Weller, MD, and Michael 
Weinstein, have once again developed and published 
a Children’s Agenda which we will circulate to every 
legislator in New Jersey.  We are actively testifying and 
trying to advance our agenda.  While we have made 
great strides, many challenging bills remain before the 
legislature.  Please take a look at our website to see our 
recent position paper on immunizations and pharmacists.  
Because we need your input, we encourage you to contact 
Government Affairs via Fran Gallagher and please be on 
the lookout for future opinion surveys sent via email.  
To keep everyone better informed, we have decided to 
highlight Government Affairs at our Annual Meeting.

      Many of our members suffered serious losses during 
super storm Sandy.  Our Chapter has responded in several 
ways.  There is an online survey to gather data regarding 
losses suffered by practices and pediatricians.  We are 
working closely with the NJ Department of Health at the 
state and with the New Jersey Immunization Network; I 
hope these connections will help us to directly help our 
members with their losses.  Elliot Rubin, MD is working 
closely with the disaster preparedness folks at National 
AAP and at the state and federal level.  We have ordered 
many copies of the disaster preparedness toolkit recently 
released by AAP; these will be distributed at the Annual 
Meeting. 

 The storm was a wake up call for all of us as pediatricians, 
hospital staff and individuals.  We will continue with our 
efforts at the state and federal level to ensure children’s 
and pediatrician’s issues are addressed.

   To help us ensure that our strategic plan becomes a 
reality Chapter leaders devoted time to develop a balanced 
scorecard.  We will complete the process over the next 
few months and use the scorecard to see how we are doing 
in the areas we have identified as priorities.  The scorecard 
is a technique used widely at the National level and I think 
it will be very helpful in our local efforts.

     Please mark your calendar and plan to attend the 
Annual Children’s Ball which will be held on April 20, 
2013.  This is an opportunity to celebrate our Chapter 
and to recognize some special people.  The awards include 
the physician of the year, Steve Kairys, MD, the physician 
child advocate of the year, Larry Frenkel, MD, and our 
legislators of the year, Assemblywoman Mary Pat Angelini 
and Assemblyman Herb Conaway.  You should have 
received an invitation to attend as well as opportunities to 
be a sponsor for this great event.

     Finally, I want to encourage all of you to be involved 
with Shot@Life, a campaign from the United Nations 
Foundation and the American Academy of Pediatrics.  
The goal is to raise money for global immunization 
using grass roots efforts.  You can be a part of this 
program as an individual, as a pediatric resident, and 
as a practicing pediatrician.  Our Chapter and the New 
Jersey Immunization Network has been awarded a grant 
from Shot@Life; we will be holding an evening session in 
Bergen County to raise awareness.  Be looking for details 
of the upcoming program.

     Thanks to all who have and are working so hard to 
move our Chapter forward. Please let us know if you 
would like to play a more active role in the Chapter.  

Sincerely,

Meg Fisher, MD
President
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Fran Gallagher, MEd

Executive Director’s Column

Speak Out

AAP/NJ and PCORE 
enthusiastically present 
our inaugural issue of New 
Jersey Pediatrics.

    Healthcare is moving 
in new directions and our Chapter’s 
communications are as well! 
    Our Editorial Board has innova-
tively transformed our publication to 
include new features: CME credit, 
Editor’s Column, updates from Chap-
ter representatives on National AAP 
Sections, Resident’s Voice, AAP/NJ & 
PCORE at Work, and more.   
Please write in to the Editor as 
your contributions keep New Jersey 
Pediatrics a vibrant and engaging 
communication.  

    A very special thank you to our Ed-
itorial Board for taking this on... even 
despite the 7:00 a.m. conference calls 
(p. 4, Editorial Board Members).
    Throughout this publication, you 
will see reflections on AAP/NJ hap-
penings.  We are working to assess 
pediatric needs, create initiatives to 
meet them and replicate successful 
models.  Examples include: 
• An article, Child Sexual Abuse Preven-
tion: Addressing Personal Space and Pri-
vacy in the Pediatric Practice by Martin 
Finkel, DO, FACOP, FAAP that first 
appeared in the Fall 2012 edition, 
has attracted expanded coverage in-
cluding The Section on Child Abuse 
and Neglect (SOCAN) newsletter. 
AAP/NJ will continue to work 
with Dr. Finkel on this initiative by 
disseminating a multi-state survey 
designed to gain a better understand 
ing of the needs of pediatricians in 
addressing personal space and pri-
vacy as part of routine wellcare. 
•  Barbara Snyder, MD, FAAP and 
Gail Burack, PhD contributed an 
article summarizing study results 
(published Winter Issue 2012) re-

lated to Medical Homes for Sexual 
Minority Youths. Ninety-two percent 
(92%) of pediatricians who partici-
pated (n=157) indicated that they 
need more training in the health 
needs and concerns of sexual minor-
ity youths.  As a result, the AAP/NJ 
Planning Committees for the An-
nual meeting (June 18/19) and the 
School Health Conference (10/16) 
will include 2 hours of CME at each.  
•  Macro to Micro Outreach 
designed to forge meaningful 
partnerships are helping us keep 
children safe and healthy.  AAP/
NJ recognized Assemblyman Ja-
son O’Donnell for his support of 
the Nation’s first Pulse Oximetry 
Legislation. Pediatricians were at 
the table to develop the regulations.  
We partnered with the NJ DOH in 
a successful federal grant application 
(HRSA) to provide PulseOx training 
and support to hospitals.  This initia-
tive is being rolled out in hospitals 
statewide. This is proactive Pediatric 
Leadership at its best.

    I’m inviting you to Help us con-
tinue to grow.  A strong and united 
voice on behalf of children, their 
families, and pediatricians is essential 
to realizing our Mission. 
    Invite a colleague to join – share 
why you’re a member and ask them 
to join in our mission to attain opti-
mal health, safety and well-being of 
New Jersey’s children and to pro-
mote pediatricians as the best quali-
fied health professionals to provide 
child healthcare.  Pediatric leadership 
and expertise designing integrated 
systems of community healthcare can 
make a difference for children, their 
families, and pediatric health care 
teams!  Please share this inaugural 
edition and help us grow! 
Thanks for all you do!
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Steven Kairys, MD, FAAP

Medical Director’s Column

Pediatric Council on Research and Educa-
tion (PCORE) Today and Tomorrow: A 

review of the current status and the vision 
going  forward.
     PCORE has established itself as the major 

vehicle for working with community pediatricians and 
state agencies to improve the health of children in New 
Jersey.  PCORE  programs continue to expand the scope 
of work, while still using the same office based interven-
tion approach. Quality improvement processes are at the 
heart of PCORE, most evident with our first, but not 
last, Maintenance of Certification (MOC) effort centered 
on prevention of child abuse. Moreover, every project, no 
matter its content, is structured to highlight the patient 
centered Medical Home.
     A brief review of recent and current projects includes 
the patient centered Medical Home, mental health in pri-
mary care, immunizations, oral health,  autism screening, 
structured developmental assessment, chronic disease 
management, obesity prevention and management,  pulse 
oximetry for newborns, and electronic medical records. 
Most of the programs are available state wide with par-
ticipation from  practice across the State. 

     PCORE has five plans for growth and change. First is 
the continued promotion of the patient centered Medi-
cal Home, expanding practice participation, helping to 
foster accreditation as a medical home and changing the 
reimbursement structure for the added costs of a medi-
cal home. Second is expansion of the MOC offerings to 
include obesity, oral health and mental health. Third is 
the further integration of PCORE activities into the com-
mittee and advocacy efforts of the State Chapter. Fourth 
is the dissemination of successful recent projects to other 
communities and practices in the State.  The fifth is 
developing community-based research efforts as befits 
the “R” in PCORE. We have submitted our first research 
proposal to CDC for a project that would work with 
practices to increase acceptance of HPV immunization 
by improving the communication process between the 
practice and the family. 

     PCORE stands proud of what it has accomplished, but 
understands that there is much room for growth and for 
acceptance of innovation at the practice level and at the 
insurance level. The future is now.

Welcome to the new Letters to the Editor section of New Jersey Pediatrics. 

As AAP/NJ moves forward in this constantly changing health care environment, we are making some changes to 
New Jersey Pediatrics, our quarterly newsletter.  

     First of all, with our new name New Jersey Pediatrics, we emphasize our commitment to children and our support of  
the Pediatric Medical Home. Our new format reflects the continued growth of AAP/NJ as a recognized resource for 
expertise related to children’s health in the state of New Jersey. 

     Secondly, we have created an Editorial Board for New Jersey Pediatrics, tapping the talents of general pediatricians, 
pediatric subspecialists, and educators from across the state to guide the evolution of this magazine, and to further 
enhance communication to you, our membership. Our editorial board members are listed on page four. 

     In the coming months we will also be exploring new ways to add value to our website aapnj.org, to our new Face-
book page (have you “friended” AAP/NJ?) and other avenues of communication. The valuable core of New Jersey Pediat-
rics remains. New features that you will see include CME eligible articles, a Resident’s View column and case studies.

     In future issues, this page will also include a “Talk Back” section. Something on your mind?  Lets talk about it. Share 
your concerns, your stories, and your successes with the AAP/NJ membership.  We can’t guarantee that every letter 
will be published but we will try to facilitate honest and valuable discourse.  Send letters and comments to: 
mweinstein@aapnj.org.

Sincerely,

Jeanne Craft, MD, FAAP

Speak Out
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(top row-left to right) Regina Grazel, Harriet Lazarus, Bert Mulder,              
Meghan Johnson, 

Janette Scrozzo (Covenant House), Mary Jo Garofoli 
(bottom row) Suzanne Courtwright, Lauren Pioppo, Anne Lorenzo

(Left to right) Judie Granjean, Cynthia Heulitt, Juliana David

In February, AAP/NJ staff 
formed into two groups 
to volunteer their time 
and energy supporting 

Superstorm Sandy recovery 
efforts at Covenant House in 

Essex County and 
Manasquan Strong in 
Monmouth County

AAP/NJ & PCORE@Work

 Your Next Issue of New Jersey Pediatrics:
E-Mail or Hardcopy? You Choose.

    AAP/NJ sincerely hopes you enjoy the new name, look and expanded content featured in New Jersey Pediatrics. We 
are working diligently to provide our members with ready access to information that is both timely and pertinent to 
the practice of pediatric medicine. 
     Springtime represents a time of renewal and AAP/NJ proudly demonstrates its renewed ongoing commitment to 
our nearly 1,700 members by mailing you this special inaugural issue.  Additionally, a copy of the Agenda for Children, 
which highlights the Chapter’s eight top advocacy priorities in 2013 is included. Please take time to read both 
publications and then consider sharing them with a colleague who is not currently a member. 

     To receive future issues of New Jersey Pediatrics by mail, members must first opt-in by sending an e-mail to 
mweinstein@aapnj.org. The e-mail must include your name and full mailing address and the words “Mail Me” in the 
subject box. Members choosing NOT to opt-in for a hardcopy mailing will continue to receive New Jersey Pediatrics 
electronically. 
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CME

In Times of Crisis, What’s a Pediatrician to Do?
David J. Schonfeld, MD,FAAP

Pediatrics 2002; 110; 165

Pediatricians have always helped children and 
their  families  at  times  of  greatest  need.  The 

terrorist attacks that began on September 11 provide 
an unprecedented challenge - and opportunity -  for 
the pediatric community to continue this tradition.
    We must first acknowledge that we have been, and 
will continue to be, impacted directly - and uniquely 
- by these events and their aftermath. Although at one 
level, this is a shared experience, it is fundamentally 
a very personal one. If we feel overwhelmed or 
disempowered,  we  may  deny  or  even  fail  to  see 
many of the problems. If instead we see, even in the 
setting of a crisis, opportunities to help children and 
families, we will actively seek out ways to provide
such assistance.
     An organized crisis response requires: plans 
for optimizing physical safety and security, 
rapid dissemination of accurate and appropriate 
information, and  attention  to  the  psychological  
and  emotional impact of the events and the crisis 
response. For any one of these components to 
be addressed effectively, all 3 must be dealt with 
simultaneously and in a coordinated  manner.  We  
must  remember  that the primary goal of terrorist 
attacks is to create a sense of terror - any response to 
terrorism that fails to address  the  psychological  and  
emotional  impact  is thereby fundamentally flawed. 
The American Academy of Pediatrics is working with 
national leadership to develop response plans that 
anticipate the unique medical needs of children in a 
range of potential crises, and rapidly disseminating 
information for families and pediatricians through 
its Web site (www.aap.org) and public media, while 
maintaining a focus on psychological and emotional 
issues.
     Mental health problems are highly stigmatized 
in our  country,  and  even  in  times  of  national  

crisis, stigma  persists  as  a  formidable  barrier  to  
seeking traditional mental health care. We need to 
help families realize the important question is not 
whether they or their children need counseling, 
but whether they might benefit from it. Access to 
quality mental health services for most children in the 
United States was  sorely  lacking  before  September  
11,  and  will likely continue to be, unless we make 
fundamental changes to the way we support mental 
health services.
     It is important to develop alternative models 
for providing trauma-related supportive care. 
Pediatricians can work with schools and local agencies 
to facilitate the early identification of adjustment 
reactions and the provision of supportive services in 
community sites such as schools. Psychoeducational 
services can be delivered within schools, other 
community sites, and pediatric practices (examples 
of parent education materials can be found at www. 
nccev.org and www.aap.org). Pediatricians can play 
a key role in promoting the development of school 
crisis response plans to prepare for future crisis 
events.
     Within months and even weeks of September 
11, many children and adults seemed to become 
disinterested with the crisis and ongoing war. Much 
of the apparent disinterest likely comes from a 
sense that there is little we can do to improve the 
situation. Children also pick up readily on cues from 
adults when adults are uncomfortable talking about 
such difficult topics. Children may interpret the 
discomfort of adults as a sign that their questions 
are inappropriate and assume it is best not to pose 
such questions again. The silence that results is not 
an indication that children are too young to be aware 
of or to understand what has occurred, nor that they 
are ready to end the discussion. Adults may wish to 
believe that children were not impacted by the recent 
and ongoing events, but this represents more of a 
wish than reality.
The evolving crisis will challenge each of us in our 
personal lives and in our professional roles.
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CME Instructions
Read  the CME-designated article and answer the quiz questions below.  Print your name and phone number and mail or fax this form within one year from the 
date of issue to: AAP/NJ CME Quiz, 3836 Quakerbridge Road , Hamilton, NJ 08619 • Fax: 609.842.0015

NAME __________________________ EMAIL ________________________ PHONE________________ NPI#___________

1.  An organized crisis response requires:
        a.  Plans for optimizing physical safety and security
        b.  Rapid dissemination of accurate and appropriate information
        c.  Attention to the psychological and emotional impact of the
            events
        d.  All of the above

2.  The  three components of a crisis response should be addressed 
sequentially:
        a.  True  ____
        b.  False ____

3.  The primary goal of terrorist attacks is to create a sense of terror:
        a.  True  ____
        b.  False ____

4.  Crisis response plans should include all of the following, except:
        a.  Anticipation of the unique medical needs of children
        b.  Rapid dissemination of information for families and pediatri-
            cians through the internet
        c.  A focus on psychological and emotional issues
        d.  Avoidance of the use of public media as this may increase the
            distress of those affected

5.  It is more important for pediatricians to help families realize that 
their children need counseling, rather than whether they would ben-
efit from counseling:
        a. True  ____
        b. False ____

6.  Alternative models to provide trauma-related supportive  care 
include:
        a.  Provision of supportive services in community sites such as
            schools
        

        b.  Participation of pediatricians in the development of school 
            crisis response plans to prepare for future crisis events
        c.  Psychoeducational service delivery in pediatric practices
        d.  All of the above

7.  Stigma remains a formidable barrier to seeking traditional mental  
health care in this country:
        a.  True  ____
        b.  False ____

8.  Access to quality mental health services in this country is adequate 
for most children:
        a.  True  ____
        b.  False ____

9.  All of the following are true about children’s responses to a crisis, 
except:
        a.  Children generally do not recognize cues from adults when
             adults are uncomfortable talking about difficult topics such as
             terrorist attacks
        b.  Children interpret the discomfort of adults as a sign that their
             questions are inappropriate
        c.  Adults may wish to believe that children are not affected by
            crisis events
        d.  Silence may not be an indication that children are too young
             to understand a crisis event

10.  Although one cannot predict particular crisis events, the best ap-
proach is to put into place effective crisis response systems:
        a.  True  ____

        b.  False ____

In Times of Crisis, What’s a Pediatrician to Do Quiz

Although we cannot predict particular crisis events, we can anticipate that crises will occur and do our best to 
put into place effective crisis response systems. Pediatricians should derive some comfort from the fact that 
there is much we can do, individually and collectively, to improve the lives of children and families during these 
difficult times and to advocate for and participate in the development of an infrastructure to respond more 
effectively in future crisis situations.

David J. Schonfeld, MD, FAAP
Department of Pediatrics
Yale University School of Medicine
New Haven, CT 06520-8064

REFERENCE
1.  Schonfeld D. School-based crisis intervention services for adolescents: position paper of the Committees on Adolescence and School Health, 
Connecticut Chapter of the American Academy of Pediatrics. Pediatrics.
1993;91:656 – 657

Reproduced with permission from Pediatrics, Vol.1, 165,2002 by the AAP

Answers key on page 17

Editor’s Note: Updated Information

David J Schonfeld, MD, FAAP
Pediatrician-in-Chief, St. Christopher’s Hospital for Children

Chair, Department of Pediatrics, Drexel University College of Medicine

Director, National Center for School Crisis and Bereavement
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Legislative Update

     2012 was a busy year for AAP/NJ on the 
legislative front. Several pieces of legislation 
impacting children were considered by 
the Legislature and while we have been 
successful on many issues, challenges remain.

     Legislation, (A518), permitting the 
sale of raw milk by persons holding a 
valid raw milk permit was released by the 
Assembly Agriculture and Natural Resources 

Committee in February of 2012. Identical 
legislation was passed by the Assembly - by a near 
unanimous vote - in the prior legislation session. 

     AAP/NJ was unaware of the legislation at that time 
and did not participate in any discussion on the legislation. 
This session, however, AAP/NJ was present at the 
Committee hearing and raised significant questions about 
the danger of raw milk to children. 

Due to the significant efforts of pediatricians 
throughout New Jersey, writing and calling their 
legislators and writing opinion pieces for newspapers, 
we were successful in preventing the legislation from 
receiving consideration by the full Assembly.

     Legislation clarifying the statutory exemptions from 
mandatory immunizations for students was released from 
the Senate Health Committee. The legislation, (S1759), 
would statutorily define the acceptable exemptions 
from mandatory student immunizations and would limit 
exemptions to medical and bona fide religious reasons. 
While this positive piece of legislation moves through the 
process, several pieces of legislation that would expand 
the exemptions have not even received committee 
consideration in either house. 
     Legislation requiring health care facilities to annually 
offer influenza vaccination to their health care workers has 
moved through committee in both houses. AAP/NJ has 
supported A2172 and S1464.

     On the issue of newborn screenings, AAP/NJ 
continues to work with the Legislature to ensure that 
additional screenings are necessary and appropriate.  In 
the previous legislative session, AAP/NJ worked with 
Assemblyman O’Donnell on legislation requiring all 
inpatient or ambulatory health care facilities licensed by 
the Department of Health and Senior Services to perform 
pulse oximetry screenings. 
     

     This session we have seen legislation mandating the 
screening for; adrenoleukodystrophy, A3272/S2137, for 
tongue-tie, A3390/S2318, and the most recent, screening 
for Hunter syndrome, S2518/A3872. 

     We continue to work on the package of bills 
implementing recommendations made by the New Jersey 
Student Athlete Cardiac Screening Task Force. 

     Senate bill 1910 would require certain health insurers, 
such as health, hospital and medical service corporations, 
to provide health benefits coverage for an annual physical 
examination that would determine if a student is able to 
participate in athletic or camp activities. Senate bill 1911, 
designated as the “Children’s Sudden Cardiac Events 
Reporting Act,” would require the reporting of children’s 
sudden cardiac events and establish a statewide database to 
keep track of such information. Finally, Senate bill 1911, 
called the “Scholastic Student Athlete Safety Act,” would 
implement additional recommendations of the task force 
report. 

     In the coming months, we see several challenges on the 
horizon. 

     The Assembly Health Committee released legislation, 
A3251, allowing pharmacists to administer pediatric 
vaccines to children who are 12 years of age and older. 
Identical legislation, S2567, has been introduced in the 
Senate. 

     The Assembly Regulated Professions Committee 
released Legislation, (A2419), which permits certain 
licensed psychologists to prescribe medications. 

And legislation has been introduced, (S2354/A3512), 
which eliminates requirement of joint protocol with 
physicians for advanced practice nurses to prescribe 
medication.

Contact your legislative 
representative in Trenton 
today to identify yourself as a 
knowledgeable local resource for 
the most qualified and current 
pediatric information.

Tracie DeSarno

Joe Simonetta
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A Diagnostic Dilemma: I hurt all over

CASE:
     A previously well 15 year old female has a 3 month 
history of arthralgias and myalgias. She rates her pain as 
being 9 out of 10.  She also complains of abdominal pain, 
trouble sleeping and fatigue.  She is an “A” student with 
multiple extracurricular activities, but is now missing 
weeks of school.  She recently developed dizzy spells and 
daily headaches.  She has seen orthopedists, a gastroenter-
ologist and a neurologist, but no diagnoses were offered, 
and all of her blood tests and imaging studies have been 
normal. Her parents suspect she might have arthritis or an 
“autoimmune” condition.  

     Does this patient sound familiar? If so, it is because ju-
venile primary fibromyalgia syndrome (JPFS) has become 
surprisingly common and often under-diagnosed. 

     Fibromyalgia syndrome affects 2% of the general 
population, most often women 20-50 years of age, but 
children and adolescents are also commonly affected: up 
to 7.5% of children referred to one pediatric rheumatolo-
gy clinic suffered from JPFS.  It is most common in female 
adolescent patients, usually between the ages of 13-15, 
but patients as young as 5 can be affected.

Symptoms and Diagnosis
     The symptoms are very similar to those of arthritis and 
other autoimmune disorders but if you are familiar with 
the entire constellation of common complaints in JPFS it 
is easy to make the diagnosis. Most patients have most, if 
not all of the following:

        1. Diffuse musculoskeletal pain (transient joint
            swelling may be reported),
        2  Paresthesias or numbness and morning stiffness,
        3. Sleep disturbances with increased sleep latency, 
            restless sleep, or frequent napping, with 
            non-restorative sleep and fatigue,
        4. Chronic abdominal pain with or without diarrhea,
        5. Chronic headaches and migraines that often don’t   
            respond to traditional headache remedies, with
            difficulty concentrating.
        6. Postural orthostatic tachycardia syndrome (POTS)       
           and/or dizziness,
        7. Mood disorders such as anxiety or depression,

        

       8. The physical examination and blood tests are
           normal, but the patient may complain that squeez-
           ing their muscles hurt. Specific fibromyalgia
          “tender points” are extremely painful (causing 
           withdrawal reaction), but “control points” are not
           as tender. 
Management

     Too often, these patients bounce between many dif-
ferent specialists before the appropriate diagnosis is 
made.  Some may tell the family that “it’s all in her head.” 
Unfortunately, it is a “real” diagnosis that appears to have 
a growing incidence in the pediatric population. Once 
diagnosed, fibromyalgia requires a multi-disciplinary ap-
proach to management that addresses physical, mental and 
psychosocial needs, including physical therapy, exercise, 
medications, relaxation techniques including cognitive 
behavioral therapy, and co-management by pediatric 
rheumatologists, pain specialists and psychologists.  Medi-
cations that may help ease some symptoms include gaba-
pentin or pre-gabalin, SSRIs or SNRIs, amitriptyline and 
muscle relaxers such as cyclobenzaprine.  Additionally, the 
diagnosis and management can have a substantial impact 
on education, family life and social interactions.  Address-
ing all of these issues can be overwhelming for families, 
and navigating through all the appropriate services pres-
ents considerable challenges, but with proper education 
and management patients can go back to leading relatively 
normal lives and attending school.  

Jennifer Weiss, MD, is the director of the PediAtric
Integrative (PAIN) Management Program for 
adolescents with JPFS, which was recently established 
at the Joseph M. Sanzari Children’s Hospital at Hack-
ensack UMC to meet the needs of young patients with 
fibromyalgia and their families.  The one-day program 
couples a multi-disciplinary educational program 
(learning about the disease, exercise, physical therapy, 
mind-body awareness, yoga, nutrition, parenting tips) 
along with medical appointments (rheumatology and 
pain medicine). 

By Yukiko Kimura, MD
Chief, Pediatric Rheumatology, 
Joseph M. Sanzari Children’s Hospital, 
Hackensack UMC
Jennifer E. Weiss, MD, Pediatric Rheumatology,         
Joseph M. Sanzari Children’s Hospital, 
Hackensack UMC

New Jersey Pediatrics Spring 13 FINAL.indd   11 3/8/2013   10:27:49 AM



New Jersey Pediatrics   Spring 2013 www.aapnj.org12

The recently revised 
AAP Policy State-

ment on Breastfeeding and the Use of 
Human Milk delineates and confirms 
the evidence that breast-feeding and 
human milk are the reference nor-
mative standards for infant feeding 
and nutrition.  The AAP reaffirmed 
its recommendation of exclusive 
breastfeeding for the first six months 
of life followed by continued breast-
feeding as complimentary foods are 
introduced, with continuation of 
breastfeeding for one year or more.  
According to the latest data from the 
CDC and National Immunization 
Survey, the rate of initiation of breast-
feeding for the total US population 
is 75%, which approaches the 2010 
Healthy People Targets.  However, 
the same rates for certain sociodemo-
graphic groups pale in comparison.  
Similarly, the targets for duration 
of any breastfeeding and exclusive 
breastfeeding have not been met.

  In addition, almost one quarter of 
breastfed infants routinely receive 
formula supplementation prior to dis-
charge, most without evidence that it 
is medically necessary.  The CDC has 
consistently shown that giving for-
mula without a medical indication is a 
significant predictor of early termina-
tion of breastfeeding, and contributes 
to the disparities in breastfeeding 
rates.  These observations led The 
Joint Commission (TJC) to adopt as 
part of the Perinatal Care (PC) Core 
Measure set in April of 2010, the 
rate of exclusive breast milk feeding 
as one of the 5 measures included 
in the set. The PC Core Measure set 
is one of 10 Core Measure sets for 
accreditation. This measure set was 

an expanded set of evidenced based 
measures that replaced the previous 
Pregnancy and Related Conditions 
(PR) measure set, based on recom-
mendations by the National Quality 
Forum. (http://www.qualityforum.
org/News_And_Resources/Press_
Releases/2012/NQF_Endorses_
Perinatal_Measures.aspx). 

  On November 30, 2012, TJC an-
nounced that starting in January 
2014, maternity hospitals with at 
least 1,100 births per year will now 
be required to participate in its PC 
Core Measure set in order to remain 
accredited.

  The PC Core Measure Set is com-
prised of 5 main measures:
 PC-01:  Elective delivery
 PC-02:  Cesarean section
 PC-03:  Antenatal steroids
 PC-04:  Health care associ- 
 ated bloodstream infections  
 in newborns
 PC-05:  Exclusive breast milk  
 feeding

  TJC defines exclusive breast milk 
feeding as “newborn receiving only 
breast milk and no other liquids or 
solids except for drops or syrups 
consisting of vitamins, mineral, or 
medicines”.  Breast milk feeding 
includes expressed mother’s milk 
as well as donor human milk, both 
of which may be fed to the infant 
by means other than suckling at the 
breast.  Specifically, their intent is to 
measure the number of exclusively 
breast milk fed term infants as a pro-
portion of all term infants and also as 
a proportion of all term infants born 
to mothers who want to breastfeed. 
TJC defines PC-05 as a proportion of 
all term newborns without contrain-

dications, and PC-05a as a proportion 
of all term newborns whose mothers 
choose to do any breastfeeding. Since 
TJC is really interested in breastfeed-
ing rates among healthy term infants, 
there are multiple exclusions in the 
denominator.  

  These include infants admitted to 
the NICU, infants with galactosemia, 
those experiencing death, those re-
ceiving parenteral infusions, and those 
with LOS >120 days or enrollment 
in a clinical trial that effects infant 
feeding.  There are medical exclu-
sions as well which include maternal 
infections such as HIV, Human t-
lymphotrophic virus, active untreated 
tuberculosis and varicella, maternal 
substance/alcohol abuse, active her-
pes simplex with breast lesions, and 
mother receiving radiation.

  The United States Breastfeeding 
Committee (USBC) has developed 
a toolkit entitled Implementing TJC 
Perinatal Care Core Measure on Exclusive 
Breast Milk Feeding.  Part one of the 
toolkit, Guidelines for data collection 
is intended to help facilities accurately 
gather the data needed to comply 
with the new measure.  It provides 
charting tips and suggestions for 
sources for collecting data and docu-
mentation on exclusive breastfeeding 
such as the feeding flow sheets or the 
intake/output flow sheets.  Part 2 of 
the toolkit focuses on implementing 
best practices that will improve rates 
of exclusive breast milk feeding and 
meet TJC standards.

          Examples of recommended practices 
include, but are not limited to, con-
trolled formula and pacifier distribu-
tion, elimination of formula company 
discharge bags,

The Joint Commission Now Requires 
Perinatal Care Core Measure 

By, April Douglas-Bright, MD
Division Head, General Pediatrics 
Cooper University Hospital

continued on next page
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Helpful Links:

TJC: http://www.jointcommission.org/perinatal_care/

USBC Toolkit: http://www.usbreastfeeding.org/HealthCare/HospitalMaternityCenterPractices/
                           ToolkitImplementingTJCCoreMeasure/tabid/184/Default.aspx

NQF: http://www.qualityforum.org/News_And_Resources/Press_Releases/2012/
          NQF_Endorses_Perinatal_Measures.aspx

and the development of policies that prevent separation of 
mother and baby such as skin-to-skin contact immediately 
after birth and rooming in 24 hours a day.  

  The AAP endorses the World Health Organization and 
the United Children’s Fund sponsored Ten Steps to Suc-
cessful Breastfeeding, a set of evidenced based policies 
and procedures that have been demonstrated to improve 
breastfeeding outcomes. A national study determined that 
first time mothers with the intent to exclusively breast-
feed were six times more likely to do so if they gave birth 
in a facility where most of the Ten Steps were implement-
ed.  Hospitals are encouraged to apply for and obtain the 
Baby-Friendly Designation.

  Hospitals and maternity centers are urged to implement 
the changes necessary to satisfy the new core measures 
now as January 2014 will soon be upon us.  Adoption 
of these core measures is an important positive step for 
family-centered care and for maternal and child health.  
Implementation of the Ten Steps requires support and 
collaboration between pediatricians, obstetricians, and 
nursing staff in the hospital and community settings. 

   The role of the community pediatrician must be 
underscored and appropriate education is the key.  
Starting with the prenatal visit, pediatricians must serve 
as breastfeeding advocates and educators and promote 
breastfeeding as the norm for infant feeding.

                       AAP/NJ & PCORE @ Work

(R)Keynote speaker, Peter 
Wenger, MD presented

 “PERTUSSIS -The Unpredictable 
Burden of Disease” to 

participating practices at the  
Horizon Birth to Two Quality 

Improvement Project Kickoff 
in February
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The Affordable Care Act Brings Significant 
Benefits to Breastfeeding Mothers

By, Meg Kawan, MD, MPH, FAAP
Tender Care Pediatrics, Northfield, NJ
AAP/NJ Breastfeeding Coordinator

When pediatricians read or discuss 
the Affordable Care Act, breast-

feeding is likely not the first topic to come to mind.  
Despite this, it is important for pediatricians to know that 
the new legislation provides important benefits to breast-
feeding mothers.  

By educating them, you can help 
empower mothers to achieve their 
breastfeeding goals.

    For the first time, employers are now mandated to 
provide “reasonable break time” and space for mothers to 
express milk at their workplace. Returning to work is a 
huge, often insurmountable, hurdle for many breastfeed-
ing mothers. Several studies support that claim, and we 
in pediatric practice witness this firsthand.  According 
to the Center for Disease Control Breastfeeding Report 
Card of 2012, NJ has a breastfeeding initiation rate of 
almost 80%, slightly above the national average of 76.9%. 
Unfortunately, the three and six month exclusive breast-
feeding indicators drop sharply; 33% of babies exclusively 
breastfeed in our state at three months, and just 16% do 
at six months. (http://www.cdc.gov/breastfeeding/
pdf/2012BreastfeedingReportCard.pdf).  Employment 
outside the home is frequently cited as the reason many 
moms discontinue nursing.

    Section 4207 of the Patient Protection and Affordable 
Care Act went into effect in March of 2010.  The law 
states that an employer shall provide “reasonable break time” 
and a “place, other than a bathroom, that is shielded from view 
and free from intrusion from co-workers and the public, which 
may be used by an employee to express breast milk.”  

Employers with less than 50 employees may be exempted 
from the legislation if the requirements would   “impose 
undue hardship” (United States Breastfeeding Committee: 
Workplace Support in Federal Law:  http://www.us-
breastfeeding.org/Workplace/WorkplaceSupport/Work-
placeSupportinHealthCareReform/tabid/175/Default.
aspx.)  For working mothers, having a lactation 
room is not just a perk, it is now the law.  
    The new legislation also mandates that insurers cover 
breastfeeding support, supplies and counseling, without 
cost-sharing.  This requires health plans to cover visits to 
lactation consultants, as well as breast pump rentals (U.S. 
Department of Health and Human Services http://www.
hrsa.gov/womensguidelines/). This is a huge benefit to 
breastfeeding mothers, as private lactation visits can cost 
upwards of $100, and were previously considered out 
of pocket expenses.  A lactation consultant is an essen-
tial member of the health care team for a mother-infant 
dyad with feeding problems;  it is long overdue for their 
services to be covered by insurers. Moreover, even though 
breastfeeding is associated with significant reductions 
in health care costs over the first year of an infant’s life, 
insurers have been reluctant to cover breast pumps, which 
are essential for most working mothers to breastfeed their 
child for the first year and beyond. 

    Change always brings challenge. Critics point out that 
the wording in this area of the legislation is vague.   It 
does not specify how much, for example, insurers must 
cover for a lactation consultant or a breast pump. In some 
cases the health plan “covers” far below the fair market 
value of the service or equipment, and many families have 
reported significant challenges in obtaining their benefits. 
These changes, however, represent a giant step forward 
in providing comprehensive health care for breastfeeding 
mothers and their babies, and will help more mothers to 
meet their breastfeeding goals. 

Practices at the Medical Home 
Celebration of Successes

closing session held at the 
JCC Metrowest in West Orange, 
presenting storyboards depicting 

their Medical Home Journey
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Important Membership Message

AAP/NJ to Return to Joint National/Chapter Dues Billing Service

Dear Member,

    As a valued member of the American Academy of Pediatrics, New Jersey Chapter, we want 
to thank you for your support and dedication to the chapter. If you have recently renewed your 
chapter dues, your membership will be valid through December 31, 2013, and we look forward to 
working with you in the coming year. If you have not yet remitted payment, please do so as soon 
as possible so we can continue our mission of attaining optimal health, safety and well-being of 
New Jersey’s children. 

     As you may have noticed this past year, the NJ Chapter conducted its own dues billing. 
If you are also a member of the national AAP, you received a separate invoice from them. We 
understand the confusion this may have caused you and have made the decision to return to the 
consolidated national/chapter/section/council dues billing service offered by the national AAP. 
This change enables us to focus on our mission and advocacy work and enables you to pay all AAP 
memberships with a single payment.

     National AAP memberships are based on your anniversary date. Your next renewal invoice will 
include the NJ Chapter dues at a pro-rated amount. Subsequent renewal years will bill at full price. 
If you are a member of NJ Chapter only, you will retain the anniversary date already in place and 
will be billed 4 months prior to your membership expiration date.

Again, thank you for all you do for children, the profession of pediatrics, and the NJ Chapter. If you 
have any questions regarding your NJ membership, please call Bert Mulder at 609-842-0014.

     Sincerely yours,

Margaret (Meg) Fisher, MD, FAAP                       Bert Mulder
President AAP/NJ                                                   Director, Membership & Events

The Palace at Somerset Park, Somerset, NJ

AAP/NJ Annual Conference & Exhibition presents

June 18 & 19, 2013

Preparing for the Unexpected

For additional details visit www.AAPNJ.org

 

 

 

 

M a r k  Y o u r  C a l e n d a r

Don’t miss the chance to hear Dr. David Schonfeld, 
a world-renowned expert in school crisis 

and bereavement, address supporting children 
in the aftermath of the crisis 

and the grieving child and family

 

Additional Topics to Include: 
The Human Microbiome  | Child Abuse & Neglect

Pediatric Surgery | O�ce Preparedness

David J.Schonfeld, 
MD author of the 

first CME article in 
New Jersey Pediatrics 
(page 8), will build 

on the strategies 
and recommenda-

tions for caring 
for children in the 

aftermath of a crisis 
made during his 

January visit to NJ.
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Ischemic Colitis associated with Oral Contraceptive Pill Use and Heterozygosity
for MTHFR (C677T) Mutation and Factor II (prothrombin) Mutation 
presenting as Chronic Abdominal Pain

By M. Raphaelle Jean, MD
UMDNJ, Newark, NJ,
Stephanie Oliveira, MD and Francine Samuels, MD
Hackensack University Medical Center, Hackensack, NJ.

Introduction
     Ischemic colitis (IC) is the most common form of isch-
emic injury to the gastrointestinal tract, although uncom-
mon in the pediatric population. Risk factors associated 
with IC include mechanical colonic obstruction, hyperco-
agulable states, estrogen and oral contraceptive pill (OCP) 
use. We report a case of IC associated with OCP use and 
genetic predisposition for coagulopathy in a pediatric 
patient with subsequent literature review.

Case Report
     16 year old female presented with nausea and chronic 
abdominal pain unresponsive to multiple medical thera-
pies. The history was significant for recent life stressors 
and use of combined OCPs. Colonoscopy revealed erythe-
ma, bogginess, mucosal friability and poorly maintained 
vasculature grossly in the rectosigmoid region. Biopsy of 
this region revealed multiple fragments of ischemia with-
out viral-type inclusions. MR Angiogram of the abdomen 
excluded abnormalities in blood supply to the colon. The 
combined OCPs were discontinued and progesterone-
based OCPs initiated. Work up for evaluation of clotting 
disorders revealed heterozygosity for mutations in factor 
II (prothrombin) and methylenetetrahydrofolate reductase 
(MTHFR) C677T, and mild deficiencies in antithrombin 
III and protein S levels. The six-month follow up colonos-
copy revealed significantly improved IC, in association 
with resolution of clinical symptoms.

Conclusion
     The use of estrogen-containing compounds has long 
been recognized as a risk factor for thrombotic events. 
Proposed mechanisms of OCP-induced ischemia include, 
yet are not limited to, increased levels of platelet aggre-
gation and decreased levels of antithrombin III. There is 
raised concern that heterozygosity for factor II and the 
MTHFR C677T heterozygous genotype, in addition to 
deficiencies of antithrombin III and protein S, may serve 
as possible mechanisms to explain our patients’ develop-
ment of IC, either directly or as a potential link between 
OCP use and IC. 

References
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emic colitis: Clinical practice in diagnosis and treatment.  
World J Gastroent, 14(48), 7302 – 8. 
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Activated Protein C in a Woman Using Oral Contracep-
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Ischemia and Infarction Associated with Oral Contracep-
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By Kristen Walsh, MD, FAAP
Pediatrician working part-time 

in private practice in Chester, NJ.  

Last year, I was appointed by AAP/
NJ to the position of Child Care 

Contact for the state of New Jersey.  In this role, I serve 
as a liaison between child care providers, state govern-
ment, AAP/NJ and AAP National.  Although I have been 
involved with several exciting projects involving child 
care initiatives in the state, the most inspiring has been the 
implementation of the Let’s Move Child Care.  This initiative 
is a part of the larger Let’s Move campaign, spearheaded 
nationally by First Lady Michele Obama, which has the 
important goal of combating obesity, the most formidable 
threat to the health of our nation in the foreseeable future.

     In October, I attended an implementation workshop 
for Let’s Move Child Care (with a target audience of child 
care providers and state child care administrators) held 
near AAP/NJ headquarters, in Hamilton.  The work-
shop was led by Caree J. Cotwright, Ph.D., R.D., who is 
based at CDC headquarters in Atlanta.  Dr. Cotwright is 
a dynamic, engaging speaker, who managed to make an 
all-day workshop both fun and productive.  The seminar 
began with a brief video from the First Lady introducing 
everyone to the program.  As we discussed active games 
for preschoolers, Dr. Cotwright had us all stand up and 
participate in one every 15-20 minutes, both to dem-
onstrate the program and to keep everyone awake and 
engaged.  It was a remarkably effective strategy that kept 
everyone participating and often laugh-
ing!  Overall, the program was very 
well-organized, and backed with solid 
scientific evidence for each interven-
tion recommended - Dr. Cotwright 
was very knowledgeable in the science 
as well, and thoroughly summarized 
much of the data for everyone.  

     Let’s Move Child Care is a voluntary 
initiative that child care providers 
can sign up for online at HealthyKid-
sHealthyFuture.org.  The program provides a checklist 
to help child care providers improve their practices and 
policies on healthy nutrition, physical activity, and screen 
time.  On completion of the program, providers receive 
a certificate that they can display in their center to show 
that they are Let’s Move certified.
   

 I am thrilled to be helping to implement this ambitious 
and forward-thinking endeavor.  

     As we all know, child obesity is much easier to prevent 
than to cure, and we have more and more data showing 
that a child’s first three years of life are a “critical period” 
for the development of healthy eating and physical activity 
habits.  If we mean to slow the obesity epidemic, it is crit-
ical to intervene early in life when a child’s food prefer-
ences are first formed.  Even better, pilot testing centers 
for the Let’s Move Child Care initiative were able to show a 
ripple effect: many preschool children who participated in 
the program were able to single-handedly improve their 
family’s eating habits at home by sharing what they had 
learned with their parents and siblings.  

How can we, as pediatricians, support the 
implementation of this program in New Jersey?  

All it takes is sharing information on the program with the 
parents in your practice who utilize child care.  Encourage 
parents to ask their child care provider to sign up for Let’s 
Move Child Care and emphasize that it’s online, it’s free, and 
it’s very user-friendly.  

     If you have a practice e-newsletter or a printed ver-
sion, put a small paragraph about the program in your 
next   issue.  Print the at-a-glance flyer from the website 
and put it up on your bulletin board or in your waiting 
room.  
     In New Jersey, there is a partnership for nutrition, 
physical activity and obesity prevention called ShapingNJ 

that is working with state partners 
and the Office of Licensing in the 
Department of Children and Families 
to eventually build the healthy prac-
tices endorsed by Let’s Move into 
the licensing requirements for child 
care facilities (yet another reason for 
primary care providers to get onboard 
while the program is still voluntary).

     New Jersey is rated number three 
in the nation for childhood obesity, 

with a larger-than-average percentage of children with 
obesity in lower socioeconomic groups. Remedying this 
serious issue will require a cooperative effort from physi-
cians and other health care providers, parents and child 
care providers.  
     In my opinion the Let’s Move Child Care Initiative is an 
excellent start.

Reforming Child Care: 
The New Front Line In The War On Obesity
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Obesity is a one of the biggest 
public health problems and 

a growing dilemma especially in 
America.  Approximately two thirds 
of U.S. adults and one fifth of U.S. 
children are obese or overweight as 
per the CDC. During 1980--2004, 
obesity prevalence among U.S. adults 
doubled, and recent data indicate 
an estimated 33% of U.S. adults are 
overweight, 34% are obese, including 
nearly 6% who are extremely obese. 
The office of the Surgeon General 
attributes approximately 300,000 
deaths per year to obesity. 

The Office of Nutrition and Fitness 
(ONF) at the Department of 

Health and Senior Services (DHSS) 
in New Jersey coordinates obesity 

prevention efforts through the 
ShapingNJ initiative, a public-
private partnership of more than 150 
organizations statewide of which the 
Shri Krishna Nidhi (SKN) Foundation 
is one of those partners that is taking 
a step towards a healthier lifestyle 
through dance. 

Move It to Lose It” is an innovative 
program to motivate children 

to be physically active and learn about 
living a healthy lifestyle. The high 
energy dance and fitness training raise 
awareness about childhood obesity 
and motivate the participants to 
be physically active. Healthy living 
hands-on nutrition instruction is 
given to children about the various 
food groups, calories, and the 

importance of eating a balanced meal. 
Twenty five children are recruited 
from the school system to participate 
in a weekly class instruction in the 
after school program so that they 
do not compromise their regular 
curriculum and help occupy their 
time in a constructive manner.

This information was submitted 
by Dr. Naveen Mehrotra, a 

pediatrician in central New Jersey 
and an active member of the SKN 
Foundation that leads this effort. 
The complete abstract, which was 
recently presented at the NIH Science 
of Eliminating Health Disparities in 
Maryland on December 17-19, 2012 
is available online at www.aapnj.org.

SKN Foundation, a Partner of the Shaping NJ initiative and Rhythmic Arts Center, 
Collaborate with the James Madison School for “Move It to Lose It”

An initiative to raise awareness about obesity and movement to a healthier lifestyle

The Let’s Move in the Clinic and Community! program 
provides practices with training and tools to: 1) 

strengthen quality improvement efforts related to obesity 
prevention and intervention within the context of the 

patient centered Medical Home, and 2) equip healthcare 
providers with 

tools to become 
policy advocates to 

improve the health of 
their communities, 
beyond the walls of 

their office. For more 
information, contact 

Harriet Lazarus, 
Program Director; 

609-588-9988; 
hlazarus@aapnj.org.

Pediatricians Requiring MOC Part 4 Points 
Sign up for Strengthening Pediatric Partners.  
This 6-month QI project begins with  a May 
9th Learning Session.  For information or 
to register, 
contact Harriet 
Lazarus, 
Meghan 
Johnson, 
or Michael 
Weinstein 
at (609) 588-
9988. Space is 
limited to 15 
practice teams.

AAP/NJ & PCORE@Work
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LEGAL

The Wait is Over; HIPAA Final Rule 
Amendments Released: 

The U.S. Dept. of Health & Human Services 
(HHS) has announced a new rule implementing expanded 
privacy and security protections for protected health 
information (PHI) established under the Health Insurance 
Portability & Accountability Act of 1996 (HIPAA) and 
related laws. The omnibus rule contains four final rules 
with the intent of avoiding fragmented implementation of 
multiple new privacy and security requirements affecting 
the health care industry. The four rules implement 
amendments to HIPAA Privacy and Security; HIPAA 
Enforcement; the Data Breach Notification Rule; and 
HIPAA changes required by the Genetic Information 
Nondiscrimination Act. Among other things, the rule 
requires revisions to, and redistribution of, the Notice of 
Privacy Practices and revisions to HIPAA authorizations 
for the use and disclosure of PHI; implements patients’ 
rights related to their electronic medical record and 
restricting certain disclosures to their health plan; restricts 
use and disclosure of PHI for marketing, fundraising 
and the sale of PHI; makes business associates directly 
liable for certain privacy and security requirements; 
strengthens HIPAA enforcement; changes the Data Breach 
Notification requirement by limiting the “harm” threshold 
and clarifying when breaches of unsecured PHI must be 
reported to HHS; and prohibits most health plans from 
using or disclosing genetic information for underwriting 
purposes. The rule can be accessed at http://ow.ly/
h20O3, along with upcoming details of the time frame for 
implementing changes to business associate agreements 
and other required actions.   

Physicians’ Role in Preventing Gun Violence:        
     The gun control proposals recently announced by the 
Obama administration (http://ow.ly/gZp3Z) include 
multiple actions related to mental health and specifically 
to the physician’s role in preventing gun deaths and 
addressing threats of violence. The proposals clarify that 
the Affordable Care Act does not prohibit doctors from 
asking their patients about guns and discussing gun safety. 
The proposals also clarify that no federal law, including 
the HIPAA privacy rule, prohibits doctors from making 
reports to law enforcement of threats of violence where 
circumstances warrant such reporting. 

     To support that position, the Office for Civil Rights 
(OCR) issued an alert further clarifying what constitutes 
the “good faith” belief that must support a doctor’s 
decision that warning persons reasonably able to prevent 
or lessen the threat--such as police officers, the patient’s 
family members, or other persons--is necessary to prevent 
or lessen a serious and imminent threat to the health or 
safety of the patient or others. Physicians must be aware, 
however, of state laws that address such disclosures. The 
OCR letter can be accessed at http://ow.ly/h20Gr.  

Medicinal Marijuana Movie Released: 
     The New Jersey Board of Medical Examiners has 
produced an instructional video for physicians interested 
in learning more about New Jersey’s Medicinal Marijuana 
program, including information about: 1) requirements 
and eligibility for physicians and patients; 2) navigating 
the online physician registry; 3) certifying patients; 
4) fees for program patients; 5) locating a registered 
physician; 6) locating an Alternative Treatment Center; 
and 7) customer service contacts.  The Greenleaf ATC in 
Montclair currently is the only operational center in the 
state, although several others are in the approval pipeline. 
View the video at: http:/ow.ly/gZpd2.    

New Jersey Regulatory Activity:

Board of Chiropractic Examiners – Adopted 
regulations implementing the statute that redefined and 
expanded the scope of chiropractic practice in New 
Jersey, including: the examination, diagnosis, analysis, 
assessment, adjustment, manipulations, and treatment of 
the articulations and soft tissue of the body; describing 
the circumstances under which a chiropractor must refer 
a patient to another health care professional; specifying 
the tests and treatments chiropractors are permitted 
to perform; permitting licensees to provide nutritional 
counseling and dispense and sell nutritional supplements 
if required nutrition coursework is obtained; and 
permitting chiropractors to use the title “doctor,” so long 
as it is qualified by the words “doctor of chiropractic,” 
“chiropractor,” or “chiropractic physician” or its 
abbreviation “D.C.”  

continued on next page

By: Michael J. Schoppmann, Esq.
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The Board withdrew its proposal that would have allowed 
chiropractors to perform pre-participation sports 
physicals. See the adoption at: http://ow.ly/h20S0. 
Division of Consumer Affairs – Adopted amendments 
updating the Controlled Dangerous Substances rules, to 
be consistent with rules of the State Boards of Medical 
Examiners and Pharmacy, authorizing prescribers to 
transmit, and pharmacists to fill, electronic prescriptions 
for CDS.  See: http://ow.ly/gZpkE.    

For more information on the above items, contact Kern 
Augustine Conroy & Schoppmann, P.C. at 1-800-445-
0954 or via email at info@DrLaw.com.
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Resident Voice - Global Health Initiatives

Viraj Chauhan MD
Third Year - Goryeb Children’s Hospital
Atlantic Health System

      

Global health initiatives have taken on increasing 
prominence in pediatric residency training programs 

over the last several years.  These experiences are fre-
quently life altering for the participants and the patients 
they serve.  At the end of my PGY-1 year, I had the oppor-
tunity to travel to Haiti on one such mission with faculty 
from Goryeb Children’s Hospital.  The following narrative 
details that experience.

     I left for my seven day medical humanitarian trip to 
Haiti anticipating culture shock, expecting to see poverty, 
sickness, and poor sanitary conditions. To my surprise, our 
team’s arrival brought generous smiles and warm wel-
comes from the Haitian people. 

Our humility led us to make modest 
and achievable daily goals as we soon 
discovered our limitations. 

     On our bumpy ride to Bod me Limbe, we were capti-
vated by foliage and endless mountains.  We waved to fish-
ermen and farmers in the midst of their jobs and women 
and children immersed in their daily lives. Our fear of the 
unknown disappeared quickly and we immediately transi-
tioned from individuals on a journey to change the world 
to a united medical team willing to do our small part in 
the much larger mission.  We each embraced a level of 
work that suited our abilities, supported by a communal 
bond that encouraged participation at every level. Our 
humility led us to make modest and achievable daily goals 
as we soon discovered our limitations. 

   As we hiked from one village to another, we saw the sub-
tle differences in the people, the environment, and more 
importantly, differences in the children’s medical health.     

Using benches and chairs in cement church buildings 
lit only by open window panels, we arranged a clinic 
equipped with a triage area, physician examining stations, 
and even a fully-stocked pharmacy.  

     We watched the rain trickle in as we evaluated and 
treated children of all ages with a wide range of medical 
problems from otitis media and asthma to malaria and 
malnutrition.  We quickly realized on the first day that 
although we were thousands of miles from home, children 
in Haiti were just that, children. They didn’t care about 
the medicines we made them take or the vaccines we gave 
them.  All they wanted to do was to hold our hands and 
play games with us.  Within the confines of our makeshift 
clinics, we consulted with parents, examined children, 
educated families, and experienced their culture. They 
arrived in their best clothes with eager eyes, and left with 
the utmost respect and appreciation for the few minutes 
of time and attention we provided.  

     I look back at my experience as an opportunity of a 
lifetime, one that was truly eye-opening and life-changing. 
In some ways, I have found it difficult to explain the mag-
nitude and complexity of my experience to my colleagues, 
friends, and family.

     I believe that the despair and burdens that Haiti faces as 
a nation seem to be hidden by the tenacity and ingenuity 
of the Haitian people, as well as their desire to continue 
on with life despite seemingly insurmountable challenges.  
I learned the meaning of resiliency, and I hope to carry 
that lesson throughout my own life.

     I may not be able to recall how many children I saw in 
clinic or treated, but I hope that in some small way, I made 
an impact on their health and their lives; however, this will 
never compare to the impact they have had on my life.  

AAP/NJ & PCORE@Work

Wayne Yankus, MD,FAAP assisted the AAP/NJ Child Abuse 
& Neglect Prevention team in presenting the new Suspected  
Child Abuse & Neglect (SCAN) for Certified School Nurse 
program to over 150 certified school nurses in Passaic County.  
This was one of six SCAN for Certified School Nurse programs 
presented across the state in partnership with the NJ Office of 
Emergency Medicine Services.
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Case Report: 
11-Month Old Female With Right Leg Limp

continued on next page

By Bhargavi Kola, MD, FAAP
Assistant Professor at Texas Tech 
University
Faculty, Hackensack University 
Medical Center

An 11 month old Hispanic female 
presented to the ER with a 1 

week history of URI symptoms and 
intermittent fever (Tmax 104F docu-
mented on a prior ER visit during 
the same illness course) and a 5-day 
history of limp on the right side and 
refusal to bear weight. Physical exam 
was significant for externally rotated 
right lower extremity, refusal to bear 
weight and crying on passive move-
ment. (There was reduced power of 
2-3/5, reduced strength on the right 
lower extremity)  and decreased 
range of motion. There was no bony 
deformity, no point tenderness, no 
visible erythema and no sensory defi-
cit. CBC on admission was normal 
(WBC: 10.3, N-23, L-64), normal 
chemistry and acute phase reactants, 
no growth on blood culture.  X-Rays 
of the bilateral lower limbs and hips 
was found to be normal except for 
some inflammatory changes with soft 
tissue swelling; hip sonogram was 
also within normal limits.  Ortho-
pedics service was consulted and a 
diagnosis of Transient Synovitis was 
made and the child was discharged 
in 3 days after an uneventful hospital 
course. 
     On subsequent follow up visits 
to the PCP, the child continued to 
have asymmetry of the right leg 
when compared to the left side with 
inability to walk. Additionally, she 
was found to have hypotonia of both 
lower limbs.  She had an asymmetric 
crawl and she cruised by dragging 
her right leg. Over the course of the 
next few months, both Orthope-
dics and Neurology were consulted 
multiple times. As there were no 

significant changes on the appear-
ance of the limb, it was decided to 
clinically monitor until next visit and 
then plan an MRI if needed.   Right 
foot bony deformities, peripheral 
neuropathy, congenital benign my-
opathies were entertained and ruled 
out.  Meanwhile, the child was 16 
months old and still does not walk 
independently and she continued to 
have hypotonia and  right leg limp. 
Further imaging studies revealed the 
diagnosis of lumbar plexopathy and   
patient was treated conservatively.

Discussion:
    Differential diagnosis for limp in 
a child has a broad differential in the 
pediatric age group. It is a common 
complaint in childhood, accounting 
for 4 in 1000 visits to the pediatric 
ED. The cause of limp usually can be 
determined through a careful history 
and physical examination. Imaging 
studies are often necessary to con-
firm clinical suspicions, but diagnos-
tic procedures are rarely required. 

Classification based on:

1. Sex
     Limping secondary to trauma 
and trauma-related conditions (eg: 
Legg-Calve-Perthes disease, toxic 
synovitis, tibial osteitis, groin strains) 
is observed more commonly in males 
than in females. 
     Incidence of congenital conditions 
(eg: limp associated with congenital 
hip dysplasia) and some systemic 
illnesses associated with limping (eg: 
rheumatoid arthritis [RA], systemic 
lupus erythematosus [SLE]) have a 
female predilection).

2. Age

     One of the most helpful factors to 
narrow down the differential:
Toddlers (age1-3 yrs) are ambulatory 
and active but have immature gaits 

and are thus prone to falls, typically 
with a torsional component. Infec-
tions also play a major role, imma-
turity of the bony cortex being the 
predisposing factor.
    Causes of limp in the toddler 
are infectious/inflammatory (eg: 
transient synovitis, septic arthritis, 
osteomyelitis), trauma (eg, toddler’s 
fracture, stress fractures, puncture 
wounds, lacerations), neoplasm, 
developmental dysplasia of the hips, 
neuromuscular disease, cerebral 
palsy, and congenital hypotonia.

Children (age 4-10 yrs) are more 
boisterous and this carries with it the 
risk of high-energy injuries such as 
fractures, dislocations, and ligamen-
tous injuries. 
    Microtrauma to the vascular sup-
ply of the femoral head is thought 
to be a cause of Legg-Calve-Perthes 
disease (LCP), a common cause of 
limping in this age group. Infections 
continue to be the fore-runner in 
this age group. Terminal vessels in 
the metaphysis of growing bones are 
a common site for infection.  
Rheumatoid conditions begin to 
emerge at this age too. Neoplastic 
lesions such as leukemia and Ewing’s 
sarcoma can also present.

Adolescents (older than 11 yrs)The 
bony architecture is more mature 
and resilient, and the muscle strength 
has also increased dramatically. A 
slipped capital femoral epiphysis is 
an example of how bone maturation, 
strength and weight mismatches can 
lead to limping. 
     At this age, arthritis, STIs (with 
arthralgias and arthritis), and neo-
plasms may present as a limp. Other 
causes of limping in the adolescent 
are juvenile arthritis, trauma, leg 
length discrepancy, and neoplasms 
such as osteosarcoma.
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continued on page 30

3. Clinical 
     History is an essential component 
of evaluating the child with a limp. 
The history should include questions 
about the following associated quali-
ties or risk factors: Fever, chills, or 
other constitutional symptoms;   
malignancies, infectious arthritis, 
osteomyelitis, Kawasaki syndrome 
(KS), Henoch-Schönlein purpura 
(HSP), and juvenile idiopathic arthri-
tis (JIA) all can present with limp. 
Time of day when symptoms are 
exacerbated -early morning stiff-
ness may be the first indication of 
JIA. Nocturnal pain suggests osteoid 
osteoma or other bone neoplasms. 
A recent history of upper respira-
tory tract infectious (URI) symptoms 
suggests transient synovitis while a 
remote history of URI may be a clue 
to a missed streptococcal infection 
predisposing to a poststreptococcal 
reactive arthritis. 
     Associated pain: Muscle pain, 
ligamentous strains, bruises, and 
injection sites can cause limps. Back 
pain is associated with diskitis. Joint 
pain may also be a referred pain. Pain 
aggravated by activity may be due to 
overuse syndromes, stress fractures, 
or hypermobility syndrome and 
pain easing with activity suggests an 
inflammatory etiology (eg, arthri-
tis).  Signs of weakness, paresthesias, 
or incontinence may be suggestive 
of neuromuscular involvement. 
Easy bruising, weight loss, or bone 
pain may be seen with neoplastic or 
other infiltrative disease. History of 
urethral discharge suggests a geni-
tourinary tract abnormality; vaginal 
discharge may point toward a 
diagnosis of pelvic inflammatory 
disease; testicular pain in males may 
present as a limp.

Diagnosis:
     Our patient had an MRI at Co-
lumbia Presbyterian hospital (which 
showed increased enhancement of 
the lumbar plexus on the rt) indi-
cated a diagnosis of right lumbar 
plexopathy, which is a rare clinical 
condition in the pediatric population. 

Anatomy:
     For a primary care physician  
at least  pediatric population, the 
lumbar plexus originates with the 
L1, L2, L3, and L4 (in part) anterior 
primary rami (APR), and frequently 
receives a contribution from T12. The 
lumbar plexus is located within the 
posterior aspect of the superior and 
middle portions of the psoas major 
muscle. The lumbar plexus supplies 
sensation to the skin overlying the 
pubic symphysis, some of the exter-
nal genitalia, the antero-medial and 
postero-medial thigh, and the medial 
and anteromedial portions of the leg. 
Its motor components innervate the 
iliacus and psoas mucles and all the 
muscles of the anterior and medial 
thigh. The lumbosacral plexus is 
situated within the protection of the 
axial skeleton, making blunt trauma a 
relatively uncommon cause of injury 
and requires an exceptionally violent 
trauma to result in damage to the 
nerve plexus.

Etiology:
     In the pediatric age group the 
causes are mainly structural diseases/ 
disorders that include: lymphoma, 
injury resulting from extrinsic 
compression; malignant disease-
carcinoma and sarcoma, effect by 
direct spread, metastatic spread into 
surrounding tissues or within the 
plexus; nerve sheath tumors (NST) 
commonly seen in neurofibromatosis 
type-1 (isolated NST may be asymp-

tomatic with gradual progression to 
pain and parasthesias); sacral chordo-
mas; abscess and hematomas affecting 
the pelvic and gluteal region; infec-
tions, namely EBV; vascular compli-
cations-aortic aneurysms and their 
repair; acute and chronic inflamma-
tory lesions and idiopathic. 

Clinical features:
     Acute pain in the lower extremity 
usually is the first symptom of lum-
bar plexopathy followed by weakness 
of the pelvic girdle leading to limping 
and refusal to walk. Muscle atrophy 
results if the symptoms persist for a 
long period. Patients may have a vari-
able sensory loss. Gait abnormalities 
and lower extremity edema may be 
seen, especially with bilateral lesions. 
Ilio-psoas muscles are commonly 
involved and patellar reflexes are 
diminished. Complete recovery is the 
rule but mild weakness and atrophy 
may persist for few months to years.

Diagnosis: 
     Plexopathy is essentially a clinical 
diagnosis based on thorough history 
and physical findings. Imaging studies 
like CT scan and MRI can be used to 
identify any bony or soft tissue lesion 
compressing the plexus, delineat-
ing the injury to the plexus and the 
surrounding structures. Electromy-
ography (EMG), is useful in dem-
onstrating the muscle activity and 
denervation in muscles innervated by 
one or more major nerves. It can also 
be useful to differentiate other causes 
of mono/polyneuropathies.
Treatment:
     The optimal treatment of lumbar 
plexopathy depends on a variety of 
factors, including the cause, 
location, severity, and duration of the 
lesions. Most traumatic plexopathies 
improve spontaneously, at least to 
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       RIGHT LEG LIMP (cont. from page 25)

some extent, and, are usually treated conservatively. Sur-
gery is performed occasionally on some patients, to treat 
damage to blood vessels or soft tissues, rather than neural 
elements. Lately immunotherapy is being considered for 
the treatment among the adults in idiopathic plexopathy 
with possible immune mediated inflammatory changes.

Lessons for clinician:

     “Limp” in a child is a concerning complaint, as one 
needs to identify causes that can lead to significant mor-
bidity and prioritize management based on the etiology. 
Lumbar plexopathy may be a rare entity but is worth 
considering in the differential diagnosis of a patient with 
chronic complaints of limp and muscular atrophy Our 
patient had the above mentioned clinical findings to start 
with and it is unclear if she has idiopathic or congenital 
lumbar plexopathy.  Congenital causes by far have not 
been studied. Further investigations should be encouraged 
in this field to clearly understand the pathology of this 
rare clinical condition amongst the pediatric population.
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NJIN, which operates under the umbrella 
of the AAP/NJ, and is co-led by NJAFP, 

continues to grow in membership (a 200% increase of 100 
to 300) and continues to pursue its mission of improving 
immunization rates for people of all ages throughout New 
Jersey.  Major efforts in this endeavor include professional 
and lay education.  

     One prime example of NJIN’s efforts to enhance 
professional education was a webinar presented during 
the Network’s  last general meeting entitled:  Addressing 
Immunization Hesitancy Head-on” presented by Dr. 
Domachoske, Professor of Pediatrics, Microbiology, and 
Immunology at SUNY Upstate Medical University.  A 
second example was the Grand Rounds webinar presented 
at RWJ Medical School and Hospital in February by Drs. 
Fisher and Frenkel entitled:  The Unpredictable Burden 
of Disease due to Pertussis and Influenza in a Sub-optimally 
Immunized Population.

     A newly identified problem, associated with 
professional education, is the increase in exemptions to 
school immunization mandates, signed by physicians, for 
influenza immunization. 

 This exemption was designed to protect individuals who 
demonstrate life threatening allergy to eggs manifest 
by anaphylaxis or severe angioedema.  The rational was 
that the influenza vaccine virus is grown on eggs and 
therefore, presents the potential for egg protein in these 
vaccines.  In truth, with modern purification methods, this 
possibility is negligible and can be tested by an allergist/
immunologist.  The risk of dying from influenza disease is 
far greater than the risk of fatal egg allergy associated with 
influenza immunization.

     Efforts to educate the public at large have included a 
program to enlist some of the largest pharmacy chains 
into supporting specific immunization messaging directed 
at selected populations. Lay education efforts also include 
the publishing of pro immunization articles and letters in 
NJ newspapers and on TV and radio outlets.  

     An opportune and valuable tool for positively 
influencing vaccine hesitancy is the newly published 
Institute of Medicine Report strongly and scientifically 
endorsing the safety of the currently recommended ACIP/
AAP/AAFP immunization schedule. 

     The arena of legislative advocacy has also been 
active this year with the introduction of a bill to permit 
pharmacists to administer vaccines to children aged 14 to 
18 years old. 

The New Jersey Immunization Network: 
Moving Forward

Lawrence Frenkel, MD, FAAP
Co-Chair
New Jersey Immunization Network (NJIN)

continued on page 34
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Good Luck to all applicants for the 2013 cycle 2 grant proposals.  The next call for proposals 
opens May 1, 2013 

PLANNING AND IMPLEMENTATION GRANTS 
Grants from $5,000 to $12,000 are awarded to individual pediatricians twice a year on a competitive basis. 
Pediatricians (including Emeritus and Retired Fellows) from the United States and its territories are eligible to apply. 
National and chapter AAP memberships must be current at the time of award. 

RESIDENT GRANTS 
Grants up to $3,000 are awarded to pediatric residents twice a year on a competitive basis. Resident projects must 
include planning activities or demonstrate completed planning activities, and may include implementation activities.

How to obtain grantee names and email addresses for funded projects in the AAP Community 

Pediatrics grants database: 
1. Go to http://www2.aap.org/commpeds/grantsdatabase 
2. Click on “MyAAP”  
3. Log in with your AAP ID number and password. 
4. You will automatically be taken back to the grants database and the results of your search will include the 
program description, project goals, and grantee’s name and email address. 

Please feel free to contact Dr. Paul Schwartzberg, your CATCH facilitator, at pschwartzberg@meridianhealth.com if 
you are considering applying for a CATCH grant or if you need more information or technical assistance.

One Pediatrician Can Make a Difference

CATCH Corner

Paid Advertisement
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Our activity regarding this issue included a survey returned by almost 140 NJ pediatricians.  The alleged need for this 
legislation is to provide better access to immunizations by this sometimes hard to reach group.

      This is deemed necessary as a public health effort designed to raise immunization rates, especially for annual, some-
times epidemic, influenza disease prevention.  The arguments against this legislation include disruption of the medical 
home concept and efforts to encourage coordinated and comprehensive health care and education.

     The fourth area of major focus for NJIN has been the support of the New Jersey Immunization Information System 
(the registry) as a means to promote better and more timely immunization rates and to prevent over immunization.  A 
great deal of effort has gone into improving pediatrician-registry interface.  This is a time consuming and complicated 
issue.  With regard to those pediatricians who do not have adequately complete interfaces, the CDC is sponsoring a 
project to lay the groundwork for two- dimensional bar-coding entry of data into the registry.  

     In 2013,  the three top priorities for the New Jersey Immunization Network will include:  

 1. Adult immunization,
 2. Adolescent immunization, and 
 3. Sustained promotion of the immunization registry as an effective tool for pediatric providers.      

NJIN cont. from page 30

  Join NJIN today by contacting NJIN Program Manager, Mary Jo Garofoli at mjgarofoli@aapnj.org
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Schedule an On-Site Transition of Pediatric 
To Adult Care Workshop 

Erin Seigh from the Statewide Parent Advocacy Network (SPAN) and Stephen Marcella, 
MD, FAAP from PCORE have presented several versions of this presentation in collabora-
tion with the Medical Home Initiative.  
We now would like to present and work with groups focusing on concrete examples of 
how practices can work-in these transition milestones into  their day-to-day practice.  Our 
focus is on children and youth with special health care needs (CYSHCN), but the princi-
ples apply to all children in pediatric care.   We can tailor the workshop to 1 – 3 hours de-
pending upon your needs and availability.   These workshops are covered by a HRSA grant 
so there is no cost to you. 
There is room for about 5 workshops over the next six months and we would like to have 
at least 4 to 5 participants per workshop if possible.   

Pediatric and Family Practice residency programs are encouraged to join  
For additional information or to register,please contact:

Stephen Marcella at Stephen_marcella_862@comcast.net  OR
Erin Seigh at seigh@spann.org. 

Text Reminder Program Helps Parents 
Stay on Top of Their Toddler’s Vaccine Schedule

VaxtextSM is a new mobile text reminder program that uses basic text messaging to help 
parents stay on track with their child’s vaccines as recommended by the Centers for Disease 
Control and Prevention (CDC) helping to protect them against serious infectious diseases.
Families can enroll by sending a simple text to“CARE” at 38132* or by visiting Vaxtext.com. 
and selecting your state of residence from the drop-down box. Enrollees will be asked the 
age of their child so that future messages will be appropriately timed with regular vaccine 
reminders, useful vaccination tips, and brief information about the diseases the vaccines help 
prevent. A second child can also be added. No more than three messages per month will be 
sent and the program can be stopped at anytime.
•VaxtextSM sends messages that are tailored to the age of the child, from birth through 24 
months of age. The messages will include simple, timely reminders about which vaccines are 
due next.
•This vaccine reminder program includes all the vaccines recommended for children from 
birth through 24 months by the CDC. The program does not promote any one vaccine.
•No personal information is collected except as disclosed in the program terms and conditions 
found at www.vaxtext.com.

Resources 
for Parents 
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Pediatrician of the YearSteven Kairys, MD, MPH, FAAP
Children’s Advocates of the YearAssemblywoman Mary Pat AngeliniNJ State Legislative District 11

Assemblyman Herb Conaway Jr, MDNJ State Legislative District 7
Lawrence Frenkel, MD,  FAAP, FACAAI, FPIDS

Joseph Charles John “Joe” Piscopo

Comedian, actor and 

singer, Joe Piscopo was 

born in Passaic, New Jersey. 

Best known for his work on 

Saturday Night Live, Joe will 

take the stage for an evening 

of song, comedy and plenty 

of surprises.

For Tickets Visit www.aapnj.org
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