
Pediatrics
New Jersey

www.aapnj.org  |  Summer 2013

CME ACTIVIT Y-Sudden Cardiac  Death 

Summertime Skin
Conditions
PAGE 22

Implementing  
Janet’s Law: How 
You can Help
PAGE 8

Journey Through
Residency
PAGE 26



New Jersey Pediatrics   Summer 2013 www.aapnj.org2

Cover

8  CME Activity
    Sudden Cardiac Death 
               and Janet’s Law.
          By George Kipel MD, FAAP, FACC

        and
                Robert Tozzi MD, FAAP, FACC

14

17

18

20

22

26

30

34

Childhood Dental Caries
Childhood Caries : An Ounce of 
Prevention is Worth a Pound of 
Cure
By Cathy Ballance, MD, MPH

Controlling Asthma 
Adherence: The Key to Asthma 
Control
By Dee Mallam, RN, AE-C

Grassroots Gun Safety 
AskingSavesKids.org campaign 
can help demystify parent-to-par-
ent conversations on gun safety
By Elliot Rubin, MD, FAAP

Electronic Prescribing 
Incentive Program

What pediatricians need to know 
By Michael J. Schoppmann, Esq.

Summer Skin 
Conditions 

Diagnosing & treating common 
summertime skin ailments
 By Srividya Naganathan, MD, FAAP

Journey Through 
Residency
Each year unveils new 
challanges and lessons 
By Dorothy Chu MD, Brittany Carey, 

DO, Harman Chawla, MD.

NJIN Advice 
Vaccine Handling & Storage: 
Routine and During Power 
Failures
By Lawrence Frenkel, MD, FAAP 

Resources for Parents
Tips for parents to keep children 
safe throughout summer 2013

NJ Pediatrics is published quarterly by NJAAP.  For 
information about the publication including article 
submissions and advertising opportunities, please 
contact Michael Weinstein at mweinstein@aapnj.
org or by phone at (609) 842-0014, ext. 116.

Advertisements in NJ Pediatrics do not 
imply or constitute NJAAP endorsement 
of the product, manufacturer, or claims 
made for the product by the manufacturer.

Advertisers in NJ Pediatrics do not influ-
ence articles, their content or the opin-
ions expressed in this publication.

         ARTICLES

3       President’s Column  

4       Executive Director’s Column  

5       Medical Director’s Column

5       Letter to the Editor

6       AAP National Candidates

8       CME - Activity       

10     Legislative Update

12     Event Calendar 

14     Oral Health 

17     Asthma Control

18     Gun Violence Prevention

19     CME Quiz

20     Legal

22     Summer Skin Conditions 

26     Resident Voice

30    NJ  Immunization Network 

31    CATCH Corner    

34    Summer Safety Tips

Pediatrics
New Jersey

www.aapnj.org  |  Summer 2013



3 New Jersey Pediatrics  Summer 2013

President’s Column

     As we move into the summer, we think 
about camps and swimming and summer 

safety.  Every year hundreds of children 
drown, often in a backyard pool or in the 

ocean.  In fact, on average 10 people die every day of 
drowning.  In addition to water safety, we at the shore are 
very aware of other risks while at the beach.  Last year, 
a 10 year old boy died of suffocation after a sand tunnel 
collapsed over him.  Remind your patients that a child 
should never be in a hole deeper than his lower leg.  If 
your office has a system in the waiting room to educate 
your patients, now is the time for water and beach safety 
as the topics for the season.  Sun protection is important 
as well.

   Summer is the time when children spend much more 
time outside.  Bike riding, roller blading, and skate 
boarding all have potential to increase the incidence of 
trauma.  Helmets and pads are important to limit the 
damage.  As adults we must set the example by wearing 
helmets and pads as well.  
    Summer is a great time to catch up any child who is 
behind in their immunizations.  Whenever possible, it is 
nice to do this well before school starts and the need to be 
“up to date” takes on more significance.

   For the New Jersey Chapter, summer will be a busy 
time.  We are in the process of finishing our balanced 
scorecard to help us with strategic planning.  Further, we 
are hoping that by July, both the NJ Chapter and PCORE 
will have merged.  This merger has been planned for 
several years; the final votes and details are scheduled to 
be completed during June.  Note that the officers and 
directors will not change; further the day to day work 
will continue.  Lots of things are planned for the summer: 
more details are available in Fran Gallagher’s and Steve 
Kairys’ reports.

   The New Jersey Immunization Network continues to 
meet regularly.  Noel Harbist, MD is our new staff person.  
I have every reason to believe that we will continue 
to thrive as Noel works with our physician leaders, 
Larry Frenkel, John Moore, Peter Wenger and me.  We 
continue to focus on the immunization registry, NJIIS, and 
increasing on-time immunization in young children as well 
as adolescents.  We are looking at adult immunization and 
trying to increase rates among pregnant women, parents, 
grandparents, aunts, uncles and all the other adults who 
come into contact with our patients.

   Speaking of immunizations and vaccine preventable 
disease, I must alert you to an outbreak of measles in 
New York City.  As of late May, all cases were among 
the Orthodox Jewish community.  There were 34 
documented cases in Borough Park and Williamsburg, 
Brooklyn.  The outbreak is expected to spread widely.  
All of the cases in May occurred in unimmunized people; 
ages ranged from 0 to 32 years.  Five children were too 
young to be immunized, in 6 cases vaccines were delayed 
and in 23 cases vaccines were refused.  Complications 
included pneumonia, miscarriage and 2 hospitalizations.  
Pediatricians are reminded to consider the diagnosis of 
measles and immediately report and isolate suspect cases.  
All children should be vaccinated; during this outbreak, 
it is prudent to give the first dose at 12 months of age.  
Vaccine is often protective if given within 72 hours of 
exposure.  There is no approved antiviral therapy for 
measles.  Bacterial superinfection is common and greatly 
increases morbidity.  Vitamin A is recommended in cases 
of measles.  Details about the outbreak are posted on our 
website as well as information regarding evaluation of the 
child with suspected measles. 

Sincerely,

Margaret C. Fisher, MD
President, NJAAP

Margaret (Meg) Fisher, MD, FAAP
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Fran Gallagher, MEd

Executive Director’s Column

Speak Out

Summer time, and 
living is easy… well 

actually summer is here 
and it’s busier than spring!  
I hope all of you make 

time to enjoy some summertime fun 
your families and friends. 
   Our June issue of NJ Pediatrics 
offers educational articles, including 
a CME approved article, and lots of 
timely summer information useful for 
pediatricians, the children you care for, 
and the support you routinely offer 
families via your Medical Homes.  Be 
sure to check out the posters, the 
downloadable summer Resources 
for Parents, Summer Safety Tips. 
Information on how to order additional 
free copies is included.
   I often highlight efforts at NJAAP & 
PCORE, assessments and initiatives 
planned and conducted, our external 
partners, and our plans for merging.  
As our merger draws nearer, it seems a 
great time to highlight our dynamic and 
passionate team working in partnership 
with NJAAP and PCORE leadership 
to carry out our mission.  Their names 
and titles are listed on page 7 in the 
box.   Our team, in partnership with 
leadership, is the wind beneath the 
wings of progress.  Post merger, the 
NJAAP Chapter Executive Council 
will be the governing body/ “head” of 
the organization; the current PCORE 
Board of Trustees will become the 
PCORE Executive Advisory Council… 
the “neck” responsible for guiding the 
“head” in reference to key pediatric 
issues and priorities.
   We’ve built a team that makes a 
difference for you as a pediatrician in 
NJ, and for the children and families 
in your practice.  Our team has 
responded to questions about pediatric 
resources, payment issues, advocacy, 
quality improvement opportunities, 

and linking members with leadership 
and their peers.  We’ve built networks 
and councils to help keep children safe 
and healthy, provide pediatric expertise 
and reliable information to families 
and other providers, for example:  
NJAAP houses and co-leads the NJ 
Immunization Network with the NJ 
Academy of Family Physicians – over 
350 members and 150 organizations all 
working to increase immunization rates 
across NJ; Preventative Oral Health  
Stakeholder Group focusing on linking 
pediatric preventative oral health 
with primary care with the NJ Dental 
Association.  We’ve reached thousands 
of health care providers through our 
CME and MOC Part IV Training 
opportunities, supported through a 
variety of grants and contracts designed 
to improve pediatric health care by 
supporting pediatricians and their 
health care teams.  We are extremely 
excited to be working with a NJ  
insurer to design a pediatric medical 
home initiative anticipated for January 
2014.
   We’ve built a team that makes a 
difference and is here to respond to 
your calls for assistance. As health care 
changes, it’s critical for pediatricians to 
be at the table assisting with the design 
of the medical home neighborhoods 
that are well underway.    To our future 
members… join, experience the 
benefits, get to know your peers and 
the NJAAP team and know that New 
Jersey’s  children need your voice!

Happy Summer!  

Fran Gallagher, MEd.
Executive Director, NJAAP

 



5 New Jersey Pediatrics  Summer 2013

Steven Kairys, MD, FAAP

Medical Director’s Column

Summer is here, but NO slow down to the 
pace of health care change is expected. New 

Jersey just re-issued its call for Medicaid ACO’s. 
Insurance companies have begun discussing 
better ways to support patient centered medical 

homes and there are even glimmers of interest in new ways 
to support primary care pediatrics screening and caring for 
the mental and behavioral health needs of children. And the 
push for electronic records marches along jointly propelled by 
the federal government, insurance companies and local New 
Jersey health systems.

   PCORE remains vitally engaged on all fronts.

   The patient centered medical home remains the cornerstone 
of all of our practice-based change efforts.

   PCORE continues working closely with child psychiatrists 
in an effort to promote and advance the Essex County primary 
care/child psychiatry model. Legislation is being submitted to 
secure state dollars for expanding the model to other parts of 
the State.

   PCORE is a partner in efforts to bring the Help Me Grow 
Connecticut model to NJ and provide the community 
resources necessary to support families and children with 
developmental needs.

   PCORE is also working with the State FQHC’s to re-submit 

its vision for a medical neighborhood project that would link 
primary care pediatrics to the broader community in an effort 
to improve quality and also decrease unnecessary ED and 
hospitalization visits.

   PCORE continues working with HiTec, the State 
organization promoting use of electronic medical records, on a 
quality improvement project to assist pediatricians just getting 
started with meaningful use and EMR learn how to take 
advantage of the technology to improve quality and meet level 
2 meaningful use requirements.

   PCORE continues to work collaboratively with State 
Public Health on community models for the prevention of 
obesity, centered on the important role of the primary care 
pediatrician in the prevention and early detection of children 
who are overweight.

   And finally, the upcoming formal merger of PCORE with 
NJAAP brings the opportunity to increase the potential for 
this new organization to have meaningful impact on all of these 
areas of concern. The rate of health care change is enormous 
and so too, therefore, must be the rate of innovation and 
new models of care that come from the medical community. 
NJAAP - PCORE is poised to continue its leadership role in 
NJ on behalf of the children of the State.

Speak Out

          continued on page 30

Dear Editor,
Advocacy is a daily practice for the Pediatric Residents 
of New Jersey.  From inpatient wards to our community 
continuity clinics, we act and speak on behalf of the chil-
dren we care for. There is no denying that each one of us 
have a passion for children and their well being, but how 
each of us expresses and practice that passion is variable.  
Thus, in an effort to unify us, the American Academy of 
Pediatrics, New Jersey chapter will be hosting the first 
annual Advocacy Day at the Statehouse in Trenton on 
June 13th. 

Because pediatric residents are more familiar with 
community advocacy, we understand that our 
colleagues may be uncertain on how to advocate at a 
higher level. So, in preparation for this event, we as 
AAP delegates from Robert Wood Johnson University 
Hospital and St. Peter’s Hospital, attended the 22nd 
Legislative Conference in Washington DC to learn how 
to advocate at the state and federal level.  This 3 day 
event gave us the tools and skills to speak with several 

of our New Jersey senators and representatives about a 
significant public health issue that affects and endangers 
our Pediatric population on a physical, mental, and 
emotional level: Gun Violence.  The experience 
empowered us, rejuvenated our passion, and provided 
us with an invaluable educational opportunity that we 
can share with our fellow residents at our respective 
programs.  In addition, the advocates at Robert Wood 
Johnson University Hospital are one of four awardees to 
have been granted the Community Pediatrics Training 
Initiative (CPTI) Advocacy Training Grant to aide in 
funding the upcoming Advocacy Day.

New Jersey’s first annual Advocacy Day is a two-part 
event.  Firstly, on May 8th, NJAAP Executives and lob-
byist Joe Simonetta came to Robert Wood Johnson to 
speak to medical students, residents, and faculty about 
what important health issues our state legislators are 
discussing.  Then, on June 13th, we again have invited all 
Pediatric Residents from all 11 pediatric residency 
programs and interested medical students to come 
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Dr Sandra Hassink has spent her professional career car-
ing and advocating for children. She has testified before 

Congress on childhood obesity and has served as faculty for 
“Be Our Voice” advocacy training and the AAP’s legislative 
conference. She has served as Chapter Vice President, Chap-
ter President and National Nominating Committee Repre-
sentative, District vice Chair and District Chairperson for 
District III. She is the chair of the Governor’s Council for 
Health Promotion and Disease Prevention in Delaware. Dr 
Hassink is the director Nemours Pediatric Obesity Initiative 
and is actively seeing patients in the Weight Management clin-
ic she began in 1988. She has authored numerous articles, two 
AAP books, “A Parent’s Guide to Childhood Obesity”, “Pedi-
atric Obesity: Prevention, Intervention, and Treatment Strat-
egies for Primary Care”, as well as “Clinical Guide to Pediat-
ric Weight Management.” Dr Hassink is co PI for the HALF 
(Healthy Active Living for Families) project, developing mes-
saging around healthy active living with and for parents and 
families of children under 5 years. She serves as Chair of the 
Advisory Committee for the AAP Institute for Healthy Child-
hood Weight. Dr Hassink co chairs the APA Obesity SIG and 
was national faculty on the Healthy Weight Collaborative. She 
is a member of her hospital IRB, chair of the hospital Ethics 
committee, and vice chair of the DE state Ethics committee. 
She earned her M.S. in Pastoral Care and Counseling in 2000. 
Dr Hassink has been married for 38 years to her husband Bill 

and they have 3 grown children.

Dr Tom Tryon is a general pediatrician with broad-based 
experience and a global perspective. Growing up the 

son of a missionary in an emerging country and living in rural 
areas much of his childhood strongly influenced his decision 
to become a pediatrician and life-long child advocate.
Following residency at Children’s Mercy Hospital in Kansas 
City, Dr Tryon practiced for four years as a solo practitioner 
and sole pediatrician in a rural community. He then joined a 
group practice for a short stint in an urban community before 
transitioning to an urban solo practice for six years. In 2006, 
he returned to Children’s Mercy where today he is the Asso-
ciate Division Director of the Section of Urgent Care and an 
Associate Professor of Pediatrics.

Dr Tryon is a passionate advocate for pediatricians and pediat-
ric specialists, the practice of Pediatrics, and for children and 
families. He has served on the executive committee of state 
AAP chapters in both Oklahoma and Missouri, including as 
Missouri chapter president. Currently, he is Chair of the AAP 
Committee on Membership and is dedicated to engaging 
more members and creating more value in AAP membership. 

In May, he will complete his executive MBA at the UMKC 
Bloch School of Management in Kansas City. 

Tom and his wife, Jackie, a pediatric nurse and lactation con-
sultant, have four children.  He enjoys singing and playing the 
piano, organ and accordion. He also had one stage perfor-
mance as Captain von Trapp in a little theater production of 
“The Sound of Music.”

AAPNJ Executive Director, Fran Gallagher 

with Chapter President, 

Margaret (Meg) Fisher, MD, FAAP

Children’s Advocates of the Year 
Herb Conaway Jr., MD and Mary Pat Angelini

Pediatrician Advocate of the Year, Lawrence Frenkel, 

MD, FAAP, daughter, Lory and wife, JoAnn Frenkel

Centerpiece creations by staffers, 

Meghan Johnson and Lauren Pioppo

AAP National Candidates for President
Voting Opens October 25, 2103
and Closes November 25, 2014

Sandra Hassink, MD, FAAP Thomas W. Tryon MD, FAAP
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CME Activity
Sudden Cardiac Death and Janet’s Law 

George Kipel MD, FAAP., FACC- Assistant Director Pediatric Cardiology, Hackensack University Medical Center  
Robert Tozzi MD, FAAP. FACC - Chief of Pediatric Cardiology, Hackensack University Medical Center

Sudden death in young athletes or other students is 
a devastating event with tremendous impact on the 

medical and lay community. More than 75% of young 
athletes who die suddenly have a previously undetected 
cardiac abnormality. Rapid resuscitation, including the 
use of an automated external defibrillator (AED), has 
been demonstrated to be lifesaving. The American Heart 
Association estimates that at least 20,000 lives could be 
saved annually by prompt use of AEDs.

    Sudden Cardiac Death is defined as an unexpected 
death from a natural cardiac etiology in which a loss of 
all functions occurred within 1 hour of a collapse. The 
reported rate of this has been noted to be between 1 in 
50,000 to 1 in 200,000 young athletes per year. The most 
common cause for this 
is hypertrophic cardio-
myopathy followed by 
coronary artery anoma-
lies, myocarditis, mitral 
valve prolapse and ion 
channelopathies (see 
Figure 1).

    The New Jersey legislature recently passed Janet’s 
Law, named after Janet Zilinski who was an 11-year-old 
cheerleader from Hunterdon County who died from sud-
den cardiac arrest (hypoplastic coronary arteries) after a 
cheering practice in 2006. The law mandates placement 
of an AED in “every NJ public school with any of the 
grades kindergarten” through 12 by September 1, 2014. 
The AED must be identified with appropriate signage, 
placed and available in an unlocked location on school 
property. It must be accessible during the school day and 
any other time in which a school-sponsored athletic event 
or team practice is taking place and within reasonable 
proximity of the school athletic field or gymnasium. The 
law follows similar legislation in over 20 states including 
New York and Pennsylvania. As the deadline for imple-
mentation approaches, pediatricians and other primary 
care givers should familiarize themselves with the law 
and its ramifications as it applies to schools in their com-
munity.

    In addition to placement location, the law stipulates 
that a team coach or other designated staff member 

trained in cardio-pulmonary resuscitation (CPR) and 
the use of the defibrillator be present during all athletic 
events or team practices. If a State-certified emergency 
services provider or other certified first responder is 
present the school is deemed in compliance. The school 
is required to maintain and test the device according to 
manufacturer guidelines, as well as alert local first re-
sponders to the location and type of device. Each school 
district is further required to develop and implement an 
emergency action plan for responding to sudden cardiac 
events.

AN UNFUNDED MANDATE

    The majority of costs associated with implementing 
the mandates of Janet’s Law including purchasing a 
defibrillator, maintaining the equipment, and training 
personnel are unfunded. First year cost estimates are 
in the $8,000 to $10,000 per school and $3,000 to 
$4,000 in subsequent years. Ongoing costs and cost 
benefit ratios have been cited in several studies as serious 
challenges to achieving success. Many schools have begun 
partnering with local foundations, sports organizations 
or parent-teacher associations to cover the expense 
of this initiative. Bulk purchasing with shared services 
agreements between districts could be an effective 
approach to mitigating costs. Critical elements to keep in 
mind when purchasing a defibrillator include obtaining 
a device capable of delivering lower joules of energy for 
smaller pediatric patients and obtaining the appropriately 
sized pads. This is particularly important for middle and 
elementary school populations.

    The American Heart Association, with the support 
of the American Academy of Pediatrics and other major 
medical associations, has established recommendations 
for developing an effective school medical emergency 
response plan. These recommendations include installa-
tion of an effective and efficient school-wide emergency 
communication protocol that links the entire school to 
the local EMS system, a well coordinated and practiced 
plan for responding to cardiac distress, guidance on when 
to initiate cardio-pulmonary resuscitation, instruction 
on locating and using the AED, and guidelines for direct-
ing emergency responders to the individual in cardiac 
distress (sample policy available at www.aapnj.org). 

Figure 1
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Continued on page 13

Information, specific to where the AED is located on 
school property, should be made available to the 911 ser-
vices so that they may direct a bystander if an emergency 
arises. These protocols should clearly define when the 
EMS system should be activated and list other profession-
als who should be contacted in the case of an emergency, 
including experts for post event support. 

The response plan should be completed in consultation 
with the school nurse and physician, athletic trainer, and 
local EMS services. As actual events are rare, the response 
sequence should be practiced throughout the school year 
with evaluations and modifications as needed. Repeated 
drills with assessment and refinements are essential to 
ensuring its success. Schools with well-established pro-
grams expressed a high degree of satisfaction with their 
readiness.

The plan should also include strategies for risk reduction 
and prevention of injuries. Such strategies could include 
confidentially identifying students, faculty, and staff 
with medical conditions that place them at greater risk 
for development of life threatening conditions and the 
training of school personnel to provide response for those 
conditions.

CPR TRAINING IS CRITICAL

Janet’s Law stipulates that “no less than five school faculty 
members successfully complete and hold a current certification 
from training programs recognized by the Department of Health 
and Senior Services in CPR and use of an AED.”

The school has to ensure that many faculty, staff and 
students are trained in CPR and the use of AED. Studies 
have shown that even children as young as nine can 
correctly use a defibrillator. The presence of the law will 
raise awareness about the benefit of CPR and AED use. 
Belgium has developed a plan to teach children from the 
ages of 6-18 years in these techniques. The AHA issued 
a statement recommending CPR and AED training as a 
requirement to graduate high school.

Experience gained from other parts of the country, can be 
very beneficial. A recent study of 1710 schools found an 
improvement in survival rates for out of hospital cardiac 
arrests when a defibrillator is used. The rate was increased 
10-20% to 64% as published in earlier literature. This 
study also found an improved survival rate for non-
student adults (teachers, coaches, and spectators).

It was also noted that participation in necessary training 
ranged from 49% of teachers, to 64% of administrators, 
75% of nurses, and 80% of coaches.  Some of the 
voluntary efforts may have a lower number of participants 
due to concerns of liability.  According to Janet’s Law, 
school personnel are exempt from civil liability.

RECOGNITION and CAUTIONS

Even with programs in place and AED availability, 
recognition of a life threatening emergency and avoidance 
of hesitation to intervene are essential. When somebody 
suddenly collapses, our response should not be “Let’s 
wait and see if they get up”; it should be “let’s make sure 
the AED is here in case they do not get up”. The critical 
importance of this is illustrated by the following recent NJ 
case.

A high school athlete finished competing in 2 races and 
walked over to his teammates. He was complaining that he 
was not feeling well and suddenly collapsed. The trainer, 
located in a different area, was immediately notified and 
she arrived approximately one minute after the collapse. 
The trainer thought she felt a light pulse and noted an 
“odd pattern of breathing,” which continued for one 
additional minute.

The misinterpretation of agonal breathing as effective 
respiration or feeling a pulse when it is not present is a 
mistake made by medical and nonmedical personnel alike. 
Victims of sudden cardiac arrest may make a gasping 
noise that can be mistaken as effective breathing. Studies 
have shown physicians and health care workers could also 
report palpating a nonexistent pulse. For this child, CPR 
was not started until 2 minutes after the arrest. Once 
CPR began, someone went for the AED. One minute 
later (3 minutes after the arrest) the AED was applied, 
ventricular fibrillation was identified and several shocks 
were delivered, but the child could not be resuscitated. 
The autopsy diagnosis was myocarditis.  Not only does 
a delay in treatment of sudden cardiac arrest reduce the 
likelihood of survival; but in the event of survival, it 
reduces the chance of a full neurologic recovery.

The law is a mandate for our public schools to be made 
safer by having equipment and a treatment plan in place 
for sudden cardiac arrest.  The law does have limitations, 
with the unfunded cost mentioned previously being the 
most obvious. However, one could take this opportunity 
to develop a more comprehensive emergency response 
plan that would include other medical issues such as



New Jersey Pediatrics   Summer 2013 www.aapnj.org10

Legislative Update

The first six months of 2013 have been active 
legislatively for NJAAP. We continue to 

work on the legislative issues mentioned in the 
previous edition of New Jersey Pediatrics.
Legislation requiring certain health care 
facilities to offer, and health care workers 
to receive, annual influenza vaccination has 
passed the Assembly and awaits action by the 
full Senate. NJAAP has strongly supported 

A2172 and S1464. On the issue of new-born screenings, 
NJAAP continues to work with the Legislature to ensure that 
additional screenings are necessary and appropriate. In May, 
the Senate passed, S2137, legislation mandating screening for 
adrenoleukodystrophy. Pending are bills mandating screening 
for tongue-tie, A3390/S2318 and for Hunter syndrome, 
S2518/A3872. 
   The first bill in the package of bills implementing 
recommendations made by the New Jersey Student Athlete 
Cardiac Screening Task Force, S1912 the “Scholastic Student 
Athlete Safety Act,” is now on the Governor’s desk.   Two 
other bills in the package, S1910 which would require certain 
health insurers to provide health benefits coverage for an 
annual physical examination to determine if a student is able 
to participate in athletic or camp activities and S1911, the 
“Children’s Sudden Cardiac Events Reporting Act,” continue to 
move through the legislative process.

  There are a number of “scope of practice” issues that are of 
concern. The Assembly passed, by the barest majority, 41-
27, A2419, which permits certain licensed psychologists 
to prescribe medications. NJAAP, along with a coalition of 
provider groups, argued strongly against this measure and we 
are hopeful that the Senate will not pass the bill.

   Members of the Chapter’s Government Affairs Committee 
have been meeting with legislators to share concerns in 
opposition to S2354/A3512, legislation, which eliminates 
requirement of joint protocol with physicians for advanced 
practice nurses to prescribe medication and S2678/A2026, 
which revises requirements and the scope of practice for 
physician assistants. 

  Finally, the Legislature passed ACR184/SCR144, which 
establishes the “Joint Legislative Task Force on Health Insurance 
Exchange Implementation.”  The purpose of the task force is to 
oversee and develop recommendations for the implementation 
of a health insurance exchange in New Jersey in accordance 
with the federal “Patient Protection and Affordable Care Act” 
and the “Health Care and Education Reconciliation Act of 
2010.” 

   Assemblyman Conaway and Senator Gill introduced these 
resolutions in February, after Governor Christie made the 
decision that New Jersey would not establish its own Health 
Insurance Exchange but would instead allow the federal 
government to run its exchange. New Jersey is one of 26 states 
that chose to let the federal government put in place the health 
care benefit exchange. Both Senator Gill and Assemblyman 
Conaway had urged the Governor, through legislation that he 
vetoed,to establish a state run exchange. In announcing his 
decision, Governor Christie said that there were too many 
unanswered questions and potentially higher costs that would 
have to be borne by the state’s taxpayers if the state established 
its own exchange.

   The Department of Health and Human Services proposed 
that essential health benefits are defined using a benchmark 
approach. Under the department’s approach, states would have 
the flexibility to select a benchmark plan that reflects the scope 
of services offered by a “typical employer plan.” This would 
give states the flexibility to select a plan that would best meet 
the needs of their citizens. States would choose one of the 
following benchmark health insurance plans:

   • One of the three largest small group plans in the State
   by enrollment;

   • One of the three largest State employee health plans
   by enrollment; 

   • One of the three largest federal employee health plan 
   options by enrollment;

   • The largest HMO plan offered in the State’s commercial 
market by enrollment.  

   If states choose not to select a benchmark, HHS has proposed 
that the default benchmark will be the small group plan with 
the largest enrollment in the state.  The benefits and services 
included in the benchmark health insurance plan selected by 
the state would be the essential health benefits package. Plans 
could modify coverage within a benefit category so long as they 
do not reduce the value of coverage.

   In New Jersey, the plan will be the Horizon HMO Access 
HSA Compatible. The plan does cover Pediatric Oral (State 
CHIP) and Pediatric Vision (FEDVIP) and limited habilitative 
benefits. The CMS website at www.cms.gov provides a 
summary of New Jersey’s essential health benefits benchmark 
plan.

Tracie DeSarno

Joe Simonetta

GET INVOLVED!
BECOME a VOICE for CHILDREN

Contact Goverment Affairs Co-Chairs 
Jeanne Craft,MD., Alan Weller, MD

or NJAAP Executive Director, Fran Gallagher
(609) 842-0014
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In December 2011, Governor Chris Christie signed New Jersey’s POLST (Practitioners’ Orders for Life-
Sustaining Treatment) into legislation. This legislation includes a New Jersey State
Board requirement for two CME credits in programs related to end-of-life care prior to biennial
registration.

This seminar will focus on topics associated with end-of-life decision making. The New Jersey POLST
form will be introduced, and strategies for discussing healthcare decision-making for elderly patients
and those entering the final stages of life will be presented.

Presenter: David Barile, MD, Director of the Acute Care for the Elderly (ACE) Unit at the University
Medical Center at Princeton and Founder and Director of New Jersey Goals of Care

3 SEMINARS TO CHOOSE FROM:

 Thursday, September 19, 2013  7:00 – 9:00 p.m., 6:30 Registration/Dinner
L’Affaire Fine Catering  1099 U.S. 22, Mountainside, NJ

 Thursday, October 10, 2013  6:00 – 8:00 p.m., 5:30 Registration/Dinner
Sheraton Eatontown  6 Industrial Way East, Eatontown, NJ

 Thursday, November 7, 2013  6:00 – 8:00 p.m., 5:30 Registration/Dinner
MDAdvantage  Two Princess Rd, Lawrenceville, NJ

This complimentary program is open to all New Jersey physicians and APNs.

Pre-registration is required. To register, call 888-355-5551 or go to www.MDAdvantageonline.com.

SEMINAR FOR

NEW JERSEY PHYSICIANS

Decision Making in Advanced Illness: An Introduction to NJ Guidelines for
Practitioner Orders for Life-Sustaining Treatment (POLST)

FREE

Two Princess Rd, Ste 2  Lawrenceville, NJ 08648

888-355-5551  www.MDAdvantageonline.com.

Paid Advertisement
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                       MARK YOUR CALENDARS

22nd Annual AAPNJ

School Health Conference

October 16, 2013
Vaccine for Children Conference

September 25, 2013

Questions?Contact Cortney Mott 
at (609) 842-0014 orcmott@aapnj.org

STAY TUNED

dettails on

resident career day

to be posted  soon 

on www. aap. org 

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

Download 

Resources from 

Dr. David Schonfeld’s 

Annual Meeting 

presentation in the 

MEMBERS ONLY area 

at www. AAPNJ. org

PREPARING for the UNEXPECTED 

Three New Jersey Doctors on Their Way 
to Washington, DC to Share 

Their Health IT Stories in the Nation’s Capital

Only 28 providers and office staff champions were selected 
nationally; all three physicians are early adopters of Electronic 
Health Record (EHR) Technology and leaders in the Health 
Information Technology (Health IT) evolution in New Jersey.

 (Newark, NJ – June 9, 2013) – Douglas S. Ashinsky, MD, FACP, 
Warren Internal Medicine (Warren), Paulo B. Pinho, MD, FACP, 
FAAP, PASE Healthcare, PC (Millburn), and Frank Sonnenberg, MD, 
FACP, FACMI, Robert Wood Johnson Medical Group (New Bruns-
wick) are heading to Washington, DC on June 10-11, 2013 as part of 
the Office of the National Coordinator’s (ONC) Inaugural Health IT 
Fellows class that includes 28 champions from 18 states. This select 
group of physicians and office staff will be sharing their Health IT 
successes and challenges with the goal of continuing their leadership 
at the local, state, and national levels.

Drs. Ashinsky, Pinho, and Sonnenberg were selected by the ONC 
because of their progress in effectively utilizing Health IT in their 
practice as well as their innovation and dedication to improve the 
delivery of quality healthcare to their patients.  These physicians are 
also advocates of Health IT, encouraging their colleagues and the 
medical community to implement and use EHR technology in a 
meaningful manner to benefit patients and their families as well as to 
take advantage of the federal incentives being offered by the Centers 
for Medicare and Medicaid Services (CMS).

New Jersey Health Information Technology Extension Center’s (NJ-
HITEC) Executive Director, Bill O’Byrne, states, “We are extremely 
proud that three of our members were selected to participate in this 
prestigious program.  We are also honored that New Jersey has three 
outstanding and innovative physicians representing us out of a class of 
28 Health IT Fellows.  Drs. Ashinsky, Pinho, and Sonnenberg’s will-
ingness to share their ideas, successes, and challenges with the rest of 
the nation demonstrate their commitment to effectively implement 
Health IT to improve the delivery of quality healthcare to all patients. 
These physicians recognized early on the value of Health IT and 
seized the opportunity to transform their practice. 

See next page
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diabetes, anaphylaxis, asthma, and trauma. Additionally, 
school fields are often used for recreation and travel 
teams. Arrangements should be considered to make the 
equipment and training available for those participants as 
well.

In summary, Janet’s Law requires every NJ public school 
to have a defibrillator and a comprehensive emergency 
medical response plan for sudden cardiac arrest.  School 
officials, working with medical care providers, need to 
be proactive in obtaining the resources and planning for 
the law’s provisions. Further information will become 
available from the NJ Department of Education on 
implementation strategies over the next year. Volunteer 
efforts should continue in private and charter schools to 
implement the same provisions. Finally, when a person 
collapses and is unresponsive, we must strive to have 
immediate activation of emergency response (911), 
initiating CPR and also “get the AED.”

References
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CME continued

They are the forerunners of change.”

The two-day event will include a meeting with National Coordina-
tor for Health Information Technology, Dr. Farzad Mostashari.  The 
Health IT Fellows will be divided into three tracks to discuss one 
of the following topics:  patient safety, Million hearts, or leveraging 
Meaningful Use in the community. The ONC Health IT Vanguard 
Coordinator, Lisa-Nicole Danehy, in conjunction with ONC experts, 
will lead each group. 

Ms. Danehy states, “We’re thrilled to have these three New Jersey 
physician leaders join our inaugural Health IT Fellow cohort. We look 
forward to having a solutions-driven dialogue on a variety of topic 
areas and seeing the Fellows continue to partner with their peers 
to help others leverage Health IT in a way that makes sense to their 
practice.”

Dr. Pinho explains why implementing Health IT was a goal for 
him from the start. “I opened my practice in 2006 and one of our 
objectives from the beginning was to create a practice that not only 
provided great medical care, but one that was prepared to adapt to the 
changing climate in healthcare.  The ability to use technology mean-
ingfully was seen as a goal from early on. Our current EHR system 
allows us to interact with patients, technology vendors, hospitals, and 
other physicians in the way I envisioned from the beginning.” 

He continues, ”Meaningful Use gives us new goals to set and it 
encourages all physicians and providers of care in our community to 
provide great, comprehensive medical care with the same technologi-
cal goals.  It puts everyone on equal footing, gives patients the best 
access and makes the medical chart, and therefore medical care, more 

complete across specialties and care facilities.  I am honored to be part 
of this team of pioneers in EHR and medical care and to represent NJ 
and my community.  The stories shared and knowledge gained will 
only enhance the experience of being a Meaningful User.”

Dr. Ashinsky, whose practice is also affiliated with Somerset Medi-
cal Center, will participate in the patient safety track.  He adds, “The 
advent of EHR and Meaningful Use allows doctors to take better care 
of their patients; they are able to monitor conditions much better and 
clearer.  Moreover, the reminders included in the EHR help to im-
prove patient compliance and reduce complications from any chronic 
diseases. It also helps ensure that Evidence Based Medicine is followed 
in the practice and patients receive the best possible care whenever 
they are seen.”

Dr. Sonnenberg, the Medical Director of Clinical Information Systems 
at RWJMG, sums up the value of the federal Health IT initiatives, ”I 
would advise an organization implementing Meaningful Use not to 
regard the program as a mere regulatory mandate or an end in itself.  
Rather they should view it as a powerful means of gaining control 
of the information flow in a clinical practice that will enable them 
to improve the quality of care they provide and make them ready 
for innovations in healthcare delivery and reimbursement they will 
encounter increasingly in the future.”

See next page

Three NJ Doctors, cont.
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Childhood Dental Caries                                                            
An Ounce of Prevention is Worth a Pound of Cure.

Introduction

Despite being largely preventible, childhood dental 
caries is a significant public health problem being 

five times more common than asthma in children 5-17 
years of age.  It is estimated that by age two years, 11% 
of children experience dental caries and by five years 
of age, 44% of children have had caries.  Overall, Early 
Childhood Caries (in children under 5 years of age) 
is found in 24.7% of children in the US. According to 
a 2007 CDC report, less than one in five Medicaid-
eligible children received one preventive dental care 
visit in a recent year.  Epidemiologic risk factors for 
caries include low socioeconomic status, low health 
literacy, low parental education level, ethnic minorities 
and recent immigrants.  The pain of untreated dental 
decay in children can affect their eating, speech and 
ability to attend to learning.  Furthermore, substantial 
monetary costs can accrue when caries is neglected. 
Left untreated, tooth decay can lead to costly ER or 
hospital-based medical and surgical treatments of 
$1,000 to $2,000 and up to $ 6,000 if general anesthesia 
is required. Thousands of hours per year are lost from 
school and work due to childhood caries. Investment in 
early intervention to prevent dental caries in the zero to 
three age group has the potential to save children pain 
and suffering as well as decrease the costs of treating a 
disease that is entirely preventable.   

“Virtual” Case 

    A 2 year old boy of Mexican decent with a history 
of wheezing as a baby presented to the Family Health 
Center for a routine well child check up.  He had missed 
his 12 and 18 month EPSDT visits due to a lack of health 
insurance.  The child is now enrolled in a Medicaid 
managed care plan. An oral health assessment was 
conducted by the examining pediatric resident as part 
of the routine physical utilizing the Bright Futures Oral 
Health Risk Assessment Tool.  There was a significant 
family history as two of his three older siblings and 
his mother had experienced cavities within the past 
year.  The child was still drinking from a bottle and was 
primarily consuming milk and juice.  His mother stated 
that the child will not go to sleep without a milk bottle 

at night, has a good appetite, and snacks frequently in 
between meals on cheerios, cookies and ice pops.  His 
mother attempts to brush his teeth once per day with 
fluoridated toothpaste, but the child resists.  She cooks 
with non-fluoridated water and buys bottled spring 
water for drinking purposes.  The mother does not 
have a dentist for herself and the patient has never been 
seen by a dentist.  A multivitamin with fluoride was 
prescribed when the child was 6 months old but mom 
ran out of the vitamins at least 12 months ago.   On 
examination of the child’s dentition by the resident 
physician the child is found to have extensive, severe 
dental decay.                                                               

    Upon completion of the 
entire physical examination, 
the resident doctor provided 
education to the mother 
regarding baby bottle caries, diet and proper dental 
hygiene. An urgent appointment was scheduled for the 
child with a local pediatric dentist who spoke Spanish, 
which is the mother’s primary language.  The child was 
seen by the dentist within one week and was scheduled 
for restorative dental care under general anesthesia.  
The child underwent general anesthesia, multiple tooth 
extractions and several silver caps restorations.  Upon 
extubation after the procedure the child experienced 
an unexpected episode of bronchospasm requiring 
nebulized treatements of Albuterol and overnight 
admission to the hospital for observation and continued 
nebulizer treatments as recommended by pediatric 
hospitalist. The remainder of his post-operative course 
was unremarkable and the pediatrician cleared him 
to return to daycare at the follow up visit 2 days 
post-operatively. Mom was concerned since she had 
already missed 2 days of work and could not send the 
child to daycare until he was cleared to go back by the 
pediatrician.

    The cost to this child, his family and the healthcare 
system for severe dental caries, a preventable condition, 
included:
1)  1 consultation with pediatric hospitalist- $150
2)  4 missed days of work for the child’s mother- $200
3)  1 hospital day and cost of medication
    treatments-$1,000
4)  Dentist’s fee for surgery- $3,500
5)  Hospital fee for use of surgical facility (including
     anesthesia)-$2,500

C. Ballance, MD, MPH
K. Hovnanian Children’s Hospital at 
Jersey Shore University Medical Center

see next page
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6)  Pain and suffering to the child- priceless

Total monetary costs: $7,350

Discussion
The cost to the patient, family and the healthcare 
system to treat neglected dental decay is significant.  
It is at approximately 10 times more expensive to 
provide inpatient care for dental-related symptoms 
then to provide the recommended periodic preventive 
dental care to the same patient.  Prevention of dental 
caries disease is clearly the preferred and less costly 

alternative.  Pediatricians can play a key role in 
preventing this disease, since we see children 
at least 10 to 12 times in the first 3 years of 
life for routine well care.  
Early education, intervention and referral to a dental 
home by 1 year of age for all children are important 
strategies for prevention.  In addition, application of 
fluoride varnish to high risk children’s teeth in the 
Pediatrician’s office is another easy, quick, inexpensive 
and effective caries prevention strategy.  Medicaid 
managed care in New Jersey will pay pediatricians 
from $15 to $25 per fluoride application up to 2 to 4 
times per year for each child.  The cost of supplies for 
each fluoride application is less than $2.   Anticipatory 
guidance on appropriate care of baby’s and children’s 
teeth should be a routine component of well child care 
and takes little time.  Parents should be counseled to 
discontinue use of a bottle by one year of age and avoid 
putting a child to bed with anything other than water 
in the bottle.  Frequent snacking on sugar-laden snacks 
between meals should be avoided.  Parents should also 
be encouraged to brush their children’s teeth twice 
daily as soon as the teeth erupt.  They can be reassured 
that it is safe to use a smear of fluoridated toothpaste 
for children 6 months up to 2 years of age and a pea-
sized amount of toothpaste for children 2 to 5 years of 
age.  Consumption of fluoridated water is encouraged 
and optimal to help prevent dental caries.  Another 
important role of the pediatrician is to refer 
all patients to a dental home by 1 year of 
age.  It is helpful to establish a referral list of dentists in 
your area willing to see children less than 3 years of age.   

According to a 2003 AAP policy statement, pediatricians 
should develop the skills to:

•  Assess mother/caregivers oral health status
•  Assess oral health risk in infants and children
•  Recognize signs and symptoms of dental caries
•  Assess child’s exposure to fluoride
•  Provide anticipatory guidance and instruction on
    proper brushing and flossing
•  Make timely referral to a dental home

    Pediatricians can easily access oral health-related 
information and tools for their practice including 
a user friendly Oral Health Assessment Tool on the 
AAP website: http://www2.aap.org/oralhealth/
PracticeTools.html.   

    Childhood caries is an entirely preventable disease.  
Early identification of risk factors, education and timely 
referral are imperative to making an impact on this 
disease and primary care providers are key players in this 
process.  When it comes to Early Childhood Caries, “an 
ounce of prevention is worth a pound of cure.”
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Adherence:  The Key To Asthma Control

Adherence has been called “the key mediator between 
medical practice and patient outcomes.”  (Arch 

Internal Med 2007;167:540-550).

   Ensuring adherence among any age group can be 
challenging, but with the pediatric population, it can 
be particularly difficult.  Healthcare Providers work 
diligently to provide patients with evidence-based, 
individualized care plans designed to help them manage 
their illness. In each case, the plan emphasizes the critical 
role adherence plays in controlling disease, but how does 
the plan hold up once your patients walk out the door? 
Since most children rely on adult caregivers for access 
to medication and qualified health care professionals, it 
is essential to embrace the adult caregiver as an essential 
member of the child’s healthcare team. It is equally 
important to assess the caregiver’s understanding of their 
critical role in helping to control the asthma - especially 
when symptoms are not so obvious.  

“Asthma self-management education is essential to 
provide patients with the skills necessary to control 
asthma and improve outcomes.” (2007 NHLBI Guidelines, 
Evidence A).

   Asthma education is an integral part of asthma 
management that can lead to better adherence, hence 
better control. Ensuring that patients and families have 
a basic and accurate foundation of knowledge about 
asthma is essential to promote adherence. But how can we 
assess their level of understanding of their child’s disease 
and their level of acceptance, readiness and confidence 
to follow the plan? Establishing an open and trusting 
relationship can help us identify and address these issues. 
   Starting with the “first point of contact,” often the 
initial phone call or office visit, pediatricians and their 
staff can establish effective open communication and 
begin the important process of building understanding 
and mutual trust. Asking questions in a non-judgmental, 
trusting environment and being sensitive to cultural 
and individual differences are essential components for 
improving communications and outcomes. Involving the 
patient and family in the decision making process also 
helps pediatricians determine the families readiness to 
participate 

and willingness to improve self-management skills. 
Improved communication with patients and families is 
fundamental to understanding and overcoming adherence 
barriers. Developing shared-decision treatment goals and 
plan can significantly improve adherence to long-term 
controller medications. 

    There are questions pediatricians and educators 
can ask that can help assess the parent/caregivers and 
simultaneously convey to them the significant role they 
play in ensuring the best possible outcome: 
   • What do you know about asthma? This will help you
   determine if the caregiver has accepted the fact that this
   chronic health condition needs to be treated daily. 
   • How has asthma affected the patient and family?
   • What are the most important results you hope to  
   receive from this treatment?
   •  What concerns or questions do you have about the
    medications and their purpose?
   • What other treatments or therapies have you tried or
    are currently using?  Do these measures safely 
    complement the plan?
   • How will the plan fit into your busy schedule? 
   • What type of regimen or device would work best for 
   you? How can we make it simpler or easier to follow?
   • On a 1-10 scale, how confident are you in following 
   the plan?

   In addition to these questions, there are other important 
issues to consider and address when assessing patients and 
families:
   • Can the patient/caregiver provide proper return-
   demonstration of the inhaler/device(s)?
   • Can they identify and correct common device-usage 
   mistakes?
   • Who makes healthcare decisions for the family? They
    also need to be part of the discussion and process.
   • Does the caregiver understand the reasons for daily 
   adherence to control medications?  Caregivers and 
   patients often overlook the role of control medication in
   managing symptoms, even when the child is well. 
   • Is there more than one adult caring for the child? Does 
   the child live in different home settings thus requiring
   additional medications and/or devices so they are 
   always available to the child? 
   There are also nonclinical factors that contribute to poor 
adherence.  

By 
Dee Mallam, RN, AE-C 
2012 Outstanding Asthma Educator 
Awardee

Continued on page 24



New Jersey Pediatrics   Summer 2013 www.aapnj.org18

Grassroots Gun Safety Campaign and Anticipatory Guidance

Pediatricians should be aware of ASK 
(AskingSavesKids.org). This campaign 

encourages parents to freely communicate 
about gun safety in order to assure that if 
there is a gun where their children play, it is 

locked away and inaccessible to children. The campaign is 
co-sponsored by the AAP and the Center to Prevent Youth 
Violence (CPYV.org).

    While the AAP extols that the safest home is one with-
out guns, the organization also offers guidance for those 
who insist on having guns in their homes: keep weapons 
unloaded and locked away in a safe or secured cabinet, 
store ammunition separately in a locked location, and have 
the keys to both locations hidden securely.

    In addition, there is a movement to demystify parent-
to-parent communication about gun safety by putting the 
conversation in the context of ordinary arrangements 
parents routinely make before play dates. So, for example, 
parents want to ensure that because their child is allergic 
to peanut butter or dogs, there will be minimal exposure 

when their child visits. Parents  should also get used to 
and comfortable with ASKing whether there are guns in 
their child’s playmate’s home and if so, are they secured. 
The goal is to strip away the politics and or cultural ste-
reotypes associated with guns and make it about the safety 
of their children where there is a potential for exposure to 
guns. 
    Gun fatalities are the third leading cause of 
death in children
One child dies per week from an unintentional firearm 
injury. ASKing to assure that guns are secured and inacces-
sible to children can go a long way toward transforming 
this alarmingly common statistic into an exceedingly rare 
occurrence.

    Materials for distribution to parents for anticipatory 
guidance are available at the AAP’s healthychildren org 
(http://www.healthychildren.org/English/news/Pages/
ASK-Asking-Saves-Kids-Day-June-21st.aspxHealthychil-
dren.org) and at www.aapnj.org.

CPYV.org (http://www.cpyv.org/pro-
grams/ask/parents/what-is-the-ask-cam-
paign/) and the AAPNJ.org website which 
includes a handout entitled “Tips to Make 
ASKing Easier”

Elliot Rubin, MD, FAAP
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1. At least _____ of young athletes who die suddenly 
are found to have a previously undetected cardiac 
abnormality?
     a. 10%         b. 25%
     c. 50%         d.75%
     e. 90%

2. All of the following are true about Janet’s Law except:
     a.Students must have an EKG before participation in 
     any school sponsored athletic event.
     b. An Automatic External Defibrillator (AED) must be
     placed with properly marked signs in an unlocked area
     on school property.
    c. An AED must be available at school sponsored 
    athletic events.
    d. School personnel must be properly trained in the use
    of an AED.

3. A school is in compliance of the law if a state certified
    EMT is present at an athletic event.
    a. True  _____
    b. False _____

4.  According to Janet’s Law, schools must:
    a.Maintain and test the AED according to the
    manufacturer’s guidelines.
    b. Alert local first responders to the location and type
    of device.
    c.Have a coach or another designated staff member who
     has been trained in cardiopulmonary resuscitation 
    (CPR) and the use of an AED present at athletic events 
    in which students are participating.
    d.All of the above

5.  The most common cause of sudden cardiac death is 
    hypertrophic cardiomyopathy.
   a. True  _____
   b. False _____

6.Janet’s Law includes public funding for maintaining the
   AED and training school personnel.
   a. True  _____
   b. False ____

7.Recommended elements of a school medical emergency
   response plan include all of the following, except:
   a. A rapid form of communication links the entire
   school to the local EMS system. 
   b. Protocols clarify when the EMS system should be
   activated.
   c.The school nurse should be contacted first to make a 
   decision about initiating the emergency response plan.
  d.The response plan should be practiced regularly.

8.According to Janet’s Law, school personnel are exempt 
from civil liability in the use of an AED.
   a. True  _____
   b. False _____

9.The misinterpretation of agonal breathing as effective 
respiration or feeling a pulse when it is not present 
is a mistake made by both medical and non-medical 
personnel.
   a. True  _____
   b. False _____

10. A school AED program should have:
   a.Medical/health care provider oversight
   b.Appropriate device maintenance
   c.And on-going quality improvement program
   d.All of the above
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NAME __________________________ EMAIL ________________________ PHONE________________ NPI#_______________

Submitter must answer 8 of the 10 questions correctly to qualify for CME credit
Accreditation Statement:

This activity has been planned and implemented in accordance with the Essential Areas and Policies of the Medical Society of New Jersey (MSNJ) through the joint 
sponsorship of Health Research and Educational Trust (HRET), the Medical Society of New Jersey. HRET is accredited by MSNJ to provide continuing medical 

education for physicians.

AMA Credit Designation Statement:
HRET designates this live activity for a maximum of 1.0 AMA PRA Category 1 Credits™.  Physicians should claim only the credit commensurate 

with the extent of their participation in the activity.
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LEGALLEGAL 

Electronic Prescribing Incentive Program: 
Deadline Approaching

Question: I would like to benefit from the 
Electronic Prescribing (eRx) Incentive Program but 
I’m not sure when I must report.  Are there penalties 
for failure to report?  If I am unable to report are 
there exceptions or exemptions?

Answer: The reporting deadline is quickly 
approaching for both individual eligible professionals 
(EPs) and group practices participating in the Group 
Practice Reporting Option (GPRO).  If you are an EP 
or an eRx GPRO participant, you must successfully 
report as an electronic prescriber before June 30, 
2013 or you will experience a payment adjustment 
in 2014 for professional services covered under 
Medicare Part B’s Physician Fee Schedule (PFS).

The 2013 eRx Incentive Program 6-month 
reporting period (January 1, 2013 to June 

30, 2013) is the final reporting period available 
to you if you wish to avoid the 2014 eRx payment 
adjustment. If you do not successfully report, a 
payment adjustment of 2.0% will be applied, and you 
will receive only 98.0% of your Medicare Part B PFS 
amount for covered professional services in 2014.

Individual EPs and eRx GPRO participants who 
were not successful electronic prescribers in 2012 
can avoid 2014 eRx payment adjustment by meeting 
specified reporting requirements between January 
1, 2013 and June 30, 2013.  The 6-month reporting 
requirements are:

   • Individual EPs – 10 eRx events via claims
   • eRx GPRO of 2-24 EPs – 75 eRx events via 
   claims
   • eRx GPRO of 25-99 EPs – 625 eRx events via 
   claims
   • eRx GPRO of 100+ EPs – 2,500 eRx events via 
   claims

Exclusions from the 2014 eRx payment adjustment 
only apply to certain individual EPs and group 
practices, and CMS will automatically exclude 
those individual EPs and group practices who meet 
the criteria. CMS may exempt individual eligible 
professionals and group practices participating in eRx 
GPRO from the 2014 eRx payment adjustment if it 
is determined that compliance with the requirements 
for becoming a successful electronic prescriber would 
result in a significant hardship. Requests for hardship 
exemptions must be submitted by June 30, 2013. 
More information on exclusion criteria and hardship 
exemption categories can be found on the Electronic 
Prescribing (eRx) Incentive Program: 2014 Payment 
Adjustment Fact Sheet (http://ow.ly/lHgVz).  

To learn more about the eRx Incentive Program, 
please visit the CMS eRx Incentive Program website 
(http://ow.ly/lHh9Q). Additional resources on the 
2014 payment adjustment are available on the eRx 
Incentive Program Payment Adjustment Information 
web page (http://ow.ly/lHhjO), including the 
resource Electronic Prescribing (eRx) Incentive 
Program: Updates for 2013 (http://ow.ly/lHhuj). 
If you have any further questions, please contact our 
Managing Partner, Michael J. Schoppmann, Esq at 
1-800-445-0954 or via email at MSchoppmann@
DrLaw.com.

By: Michael J. Schoppmann, Esq.

visit the MEMBERS ONLY area
at AAPNJ.org

To Learn More about 
cost free legal services 

provided to members
by Kern - Augustine - Conroy

& Schoppmann, P.C.
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ALLERGIC/ HYPERSENSITIVITY LESIONS

1.Rhus dermatitis (Poison ivy, oak and sumac):
    This lesion results from contact with the leaves of the 
offending plant and is characterized by linear streaks 
of vesiculo-bullous lesions with intense pruritis (fig.1) 
It is a type IV, T-cell mediated delayed hypersensitivity 
response. The skin lesions manifest within 48 hrs from the 
initial contact and can last for 7-10 days with new crops 
of lesions from retained antigens. Immediate washing 
of the skin with soap and water is recommended after 
contact with plants. Treatment is mainly supportive with 
oral antihistamines. Short course of systemic steroids is 

indicated in severe cases or facial 
involvement.
 Figure 1 Reproduced with permission from:
 Effron D, Green A. Photo finish. Consultant for 
Pediatricians. 2006;5(11):737-738. 
http://www.pediatricsconsultant360.com/
content/photo-finish-acute-dx-what-cause-
sudden-illness-rhus-dermatitis

2. Insect bites/stings:
    Stings are usually caused by insects from Hymenoptra 
species and can range from localized cutaneous reactions 
to systemic symptoms. Cutaneous reactions are usually 
urticarial rashes with local swelling and pain. Systemic 
allergic responses are attributed to typeI IgE mediated 
responses and are usually seen in the first 24 hrs. 
Systemic reactions can range from generalized urticaria 
to anaphylaxis. Treatment involves cold compress at the 
site of sting, use of antihistamines. Stingers should be 
removed by scraping, with care not to squeeze the venom 
sac. Anaphylactic reactions may require the use of epipen, 
close observation and hospitalization in severe cases.
    Spider bites usually cause local swelling and pain which 
resolve within 24-48 hrs. The brown recluse spider is 
found in Midwestern and southern US. This spider bite 
is initially painless, then progresses to hemorrhagic 
vesicle with surrounding ecchymosis and necrotic lesion. 
Management involves ice therapy for the first 72 hrs and 
close monitoring for signs of secondary infection.
    

Papular urticaria is hypersensitivity response seen in 
children to a variety of bugs including fleas, mosquitoes, 
mites and chiggers. 
The lesion starts off as erythematous papules and can 
progress to vesicles, which 
can occur 
in crops over several 
weeks (fig.2). Lesions are 
usually seen in the exposed areas of the skin. Treatment 
is supportive, oral antihistamines are usually sufficient, 
severe cases may need topical steroids. 
Figure 2 (above)  Reproduced with permission from:
Leung AKC, Robson WLM. Pruritis in children: what’s itching? Consultant 
for Pediatricians. 2008;7(5):193-202. http://www.pediatricsconsultant360.
com/content/pruritus-children-what%E2%80%99s-itching

3.Swimmer’s itch: A hypersensitivity 

reaction seen after exposure to 
schistosomal larvae found in fresh 
water lakes. The cercaria penetrate the 
human skin and causes intense pruritic, 
erythematous rash (fig.3) which peaks 
48-72 hrs after exposure and resolves 
within 1 week. Treatment is supportive 
with oral antihistamines and topical 

steroids.
Figure 3 Reproduced with permission from:
Sy ML, Williams GP. The dermatologic perils of swimming: swimmer’s itch. Consultant 
for Pediatricians. 2004;3(7):333.
http://www.pediatricsconsultant360.com/content/dermatologic-perils-swimming-
swimmers-itch

4.  Sea bather’s eruption is seen after exposure to 
certain species of jelly fish found along the Atlantic coast 
and in Caribbean waters. The rash is erythematous, 
papular and pruritic, found in areas of 
skin under the bathing suit (fig.4). The 
rash may be associated with systemic 
symptoms like fever, sorethroat and 
myalgia and resolves in 1-2 weeks. 
Treatment is supportive with oral 
antihistamines and topical steroids. 
Severe cases may need short course of 
systemic steroids. Figure 4 

Reproduced with permission from:
Sy ML, Williams GP. The dermatologic perils of swimming: seabather’s eruption. 

Consultant for Pediatricians. 2004;3(7):333. 
http://www.pediatricsconsultant360.com/content/dermatologic-perils-swimming-

seabathers-eruption

SUMMER TIME SKIN CONDITIONS

Srividya Naganathan MD FAAP
Clincal Assistant Professor, RWJ School of Medicine
Pediatric Clerkship site director and Pediatric Hospitalist, 
K Hovnanian Children’s Hospital
Jersey Shore University Medical Center

see next page



23 New Jersey Pediatrics  Summer 2013

SUMMER TIME SKIN CONDITIONS SKIN CONDITIONS, continued

INFECTIOUS

1.Viral : Enteroviral infections are seen 
in late summer/fall and often associated 
with maculopapular rash.The most distinct 
rash syndrome is the hand-foot and mouth 

disease caused by coxsackie virus A-16. The lesions 
consists of papules and vesicles, seen in the oral mucosa 
(posterior tongue, pharynx and soft palate) and  on palms 
and soles (fig.5). The oral and skin lesions spontaneously 
resolve in 7-10 days.
Figure 5 Reproduced with permission from:
Bang BD. Atypical rash of hand-foot-and-mouth disease. Consultant for Pediatricians. 
2012;11(7):194. http://www.pediatricsconsultant360.com/article/hand-foot-and-mouth-
disease

2. Lyme disease: Erythema migrans is usually the first 
clinical manifestation of lyme disease. It occurs after 
7-10 days at the site of the tick bite. The rash is typically 
annular, erythematous with central clearing (fig.6) and 
without treatment, continues to expand up to 15cm in 
diameter.                                      

 Figure 6
Reproduced with permission from:

Shelton RA, Kistner JC. Southern tick–
associated rash illness. Consultant for 

Pediatricians. 2009;8(9):339. http://www.
pediatricsconsultant360.com/content/

southern-tick%E2%80%93associated-rash-illness

HEAT RELATED

1. Sun burn:  Acute sun burn is the most common 
photosensitive reaction seen in children (fig. 7,8). 
Prevention is key by educating parents about harmful 
effects of ultraviolet radiation especially long term risks. 
Sun protection can be done by minimizing exposure, use 
of hats, shades and use of sunscreens with minimum of 
SPF of 15                                                               .Figure 7 & 8

Reproduced with permission from:Bang BD. Second-degree sunburn. 
Consultant for Pediatricians.  2005;4(7):339.

 http://www.pediatricsconsultant360.com/content/photoclinic-second-degree-sunburn

2. Miliaria (heat rash): This eruption is seen in hot 
humid weather due to occlusion of sweat ducts and in 
infants who are dressed too warmly. Miliaria crystallina is 
seen frequently in newborns and is characterized by pin 
point clear vesicles over large areas of skin. Miliaria rubra 
is characterized by erythematous papules and vesicles 
localized to areas of skin folds (fig.9).  Treatment is 
supportive with cooling and removal of excessive clothing.

 

Figure 9
Reproduced with permission from:
Leung AKC, Robson WLM. Pruritis in 
children: what’s itching? Consultant for 
Pediatricians. 2008;7(5):193-202. 
http://www.pediatricsconsultant360.
com/content/pruritus-children-

what%E2%80%99s-itching

3. Hot tub folliculitis: These lesions are seen 8-48 hrs 
after being in a hot tub and is characterized by pruritic 
erythematous papules and nodules, concentrated in areas 
covered by a bathing suit (fig.10). The causative organism 
is Pseudomonas Aeruginosa serotype O-11. Treatment 
is indicated only if systemic symptoms are present or if 
patient is immunocompromised

Figure 10  
Reproduced with permission from:

Sy ML, Williams GP. The dermatologic perils of 
swimming: hot tub folliculitis. Consultant for Pediatricians. 

2004;3(7):333.
 http://www.pediatricsconsultant360.com/content/

dermatologic-perils-swimming-hot-tub-folliculitis



New Jersey Pediatrics   Summer 2013 www.aapnj.org24

ASTHMA CONTROL cont. from page 17

   These factors also contribute to a diminished quality of 
life for both the patient and their family. Identifying and 
addressing the needs is critically important to improving 
adherence and health outcomes.  
   • Is there a language or literacy barrier? 
   • Are we using healthcare jargon or “living room” language
   to help the family understand our explanation of the
   disease and measures needed to control it?
   • Does the family trust and accept that what we say is 
    true? 
   • Are there cultural beliefs differences that might impede 
    adherence? 
   • Does the family have ready access to healthcare 
    facilities and pharmacies? 
   • Can they afford the medications every month?
   • Are they insured or underinsured? How does this affect  
   follow up visits? 
   We need to take the lead in discussing issue related to 
medication costs and education.  

Be an advocate in the confusing insurance world maze. 
Whether your families are uninsured or underinsured, 
especially in light of the current economy, your support 
and guidance will be valued and appreciated.
   The overriding goal of patient education is to improve 
adherence, self-management skills, asthma control and 
ultimately, outcomes.  Armed with increased confidence 
and a more in-depth understanding of medications and 
their use, patients and families will be empowered to have 
a greater positive impact on improving adherence and 
their quality of life. Embracing patients and their families 
as key members of the healthcare team will increase 
the effectiveness of the education and counseling you 
provide. Can we ever attain 100% adherence? That is the 
“big pie in the sky” quest. However, striving to improve 
communication and establishing a trusting relationship 
with our patients and families will go a long way towards 
reaching that goal.  

In the end, we all win.

LEND YOUR ARM AT OUR NEXT BLOOD DRIVE ON JULY 31, 2013 
AT THE NJAAP HEADQUARTERS IN HAMILTON - Free Lunch Provided!

The Child Abuse and Neglect (CAN) team 
along with PCORE Medical Director and 
Principal Investigator, Steve Kairys, MD, 
Medical Champions, Dalia Chefitz, MD, 
Alan Weller, MD and NJAAP colleagues 
Fran Gallagher, Harriet Lazarus, Meghan 

Johnson, Michael Weinstein and Judie 
Grandjean, guided thirteen practices from 
across New Jersey through the beginings 
of Strengthening Pediatric Partners. This 

six-month Part Four Maintanance of 
Certificaion (MOC) project is offered 

cost free by NJAAP.   

NJAAP & PCORE@Work

An NJAAP Family Affair

Dana and Chris Carlini join others 
at NJAAP to lend an arm during the 

March 20, 2013 blood drive.
NJAAP regularly sponsors the drives at 

its Hamilton headquaters.

Dalia Chefitz, MD and Alan Weller, MD ad-
dress practice teams at the 
May 9th Learning Session
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KIDS LOVE THE TASTE!
Milk provides nutrients essential for good health and kids drink more
when it’s flavored.

NINE ESSENTIAL NUTRIENTS!
Flavored milk contains the same nine essential nutrients as 
white milk - calcium, potassium, phosphorus, protein, 
vitamins A, D and B12, riboflavin and niacin (niacin equivalents) –
and is a healthful alternative to soft drinks.

HELPS KIDS ACHIEVE 3 SERVINGS!
Drinking low-fat or fat-free white or flavored milk helps kids 
get the 3 daily servings* of milk and milk products recommended
by the Dietary Guidelines for Americans.

BETTER DIET QUALITY!
Children who drink flavored milk meet more of their nutrient 

needs; do not consume more added sugar or total fat; and are not
heavier than non-milk drinkers.

TOP CHOICE IN SCHOOLS!
Low-fat chocolate milk is the most popular milk choice in schools 

and kids drink less milk (and get fewer nutrients) if it’s taken away.

REFERENCES:
1. National Health and Nutrition Examination Survey (2003-2006), Ages 2-18 years.
2. Johnson RK, Frary C, Wang MQ. The nutritional consequences of flavored milk consumption by school-aged children and 

adolescents in the United States. J Am Diet Assoc. 2002; 102: 853-856.
3. National Dairy Council and School Nutrition Association. The School Milk Pilot Test. Beverage Marketing Corporation for 

National Dairy Council and School Nutrition Association. 2002. Available at:
http://www.nationaldairycouncil.org/ChildNutrition/Pages/SchoolMilkPilotTest.apx.

4. National Institute of Child Health & Human Development. For Stronger Bones…for Lifelong Health…Milk Matters! Available at:
http://www.nichd.nih.gov/publications/pubs/upload/strong_bones_lifelong_health_mm1.pdf  Accessed on June 21, 2011.

5. U.S. Department of Health and Human Services. Best Bones Forever. Available at: http://www.bestbonesforever.gov/  
Accessed June 21, 2011.

6. Frary CD, Johnson RK, Wang MQ. Children and adolescents’ choices of foods and beverages high in added sugars are associated
with intakes of key nutrients and food groups. J Adolesc Health. 2004; 34: 56-63.

7. American Academy of Pediatrics, Committee on School Health. Soft drinks in schools. Pediatrics. 2005; 113: 152-154.
8. U.S. Department of Health and Human Services and U.S. Department of Agriculture. Dietary Guidelines for Americans, 2010.

7th Edition, Washington DC: U.S. Government Printing Office, December 2010.
9. Greer FR, Krebs NF and the Committee on Nutrition. Optimizing bone health and calcium intakes of infants, children and 

adolescents. Pediatrics. 2006; 117: 578-585.
10. Murphy MM, Douglas JS, Johnson RK, et al. Drinking flavored or plain milk is positively associated with nutrient intake and is 

not associated with adverse effects on weight status in U.S. children and adolescents. J Am Diet Assoc. 2008; 108: 631-639.
11. Johnson RK, Appel LJ, Brands M, et al. Dietary Sugars Intake and Cardiovascular Health. A Scientific Statement From the 

American Heart Association. Circulation. 2009; 120: 1011-1020.
12. 2010-2011 Annual School Channel Survey, Prime Consulting Group, May 2011.
13. Patterson J, Saidel M. The Removal of Flavored Milk in Schools Results in a Reduction in Total Milk Purchases in All Grades, 

K-12. J Am Diet Assoc. 2009; 109: A97.

Reasons Why 
Flavored Milk Matters

*DAILY RECOMMENDATIONS – The 2010 Dietary Guidelines for Americans recommends 3 daily servings of low-fat or fat-free milk and milk products 
for those 9 years and older, 2.5 for those 4-8 years, and 2 for those 2-3 years.

www.nationaldairycouncil.org/childnutrition ©National Dairy Council 2011®

Adding Chocolate to Milk 
Doesn’t Take Away Its 
Nine Essential Nutrients
All milk contains a unique combination of nutrients important for growth and development.
Milk is the #1 food source of three of the four nutrients of concern identified by the 2010
Dietary Guidelines for Americans: calcium, vitamin D and potassium. And flavored milk 
contributes only 3% of added sugars in the diets of children 2-18 years.

Paid Advertisement
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To the 2013 incoming class,
 

Welcome to residency!  More importantly, welcome 
to the beautiful Garden State!  Though infamous 

for the popular reality TV series MTV’s The Jersey Shore, 
there is so much more!  Armed with a little information 
and an occasional weekend off, you too will come to share 
our Jersey pride.

     This past fall was a sad and challenging time for New 
Jersey as Hurricane Sandy wrecked havoc on our state’s 
spectacular shores.  Our state and our people faced some 
of the worst of Mother Nature, but rebuilding has begun 
and it will continue.  No matter where residency lands 
you, a beautiful beach will not be far.  Spanning from 
Sandy Hook to Cape May, the 130 miles of coastline offers 
white sand, historic lighthouses and bustling boardwalks.  
Atlantic City, the “Vegas of the East”, has upscale hotel-
casinos, headliner concerts, and parties all-year-round.  
Beach towns are still recovering from Sandy, but our ubiq-
uitous governor and resilient people ensure that summer 
2013 will be one of the best yet.  

    For the sunburn-prone or those that get stuck with 
a “floor month” in July, hundreds of thousands of acres 
of state and national parks offer every outdoor activity 
including, but not limited to, camping, fishing and tubing.  
The Delaware Water Gap, with its breathtaking scenery, 
provides for activities all year long.  

The High Point Monument at High Point State Park, 
located at the northern most tip of the state, gives a 
spectacular panoramic view our Pennsylvania and New 
York neighbors and makes for an excellent day trip.  Lib-
erty State Park and its view of the Manhattan skyline, the 
Statue of Liberty, and Ellis Island gives the perfect back-
drop for a picnic and a day of outside studying.  For the 
residents camping out in South Jersey, the Pine Barrens 
provides another enormous oasis with endless oppor-
tunities for kayaking, hiking, cycling, horseback riding, 
hunting and more.   Outdoor activities and beautiful sights 
abound no matter where you are located in New Jersey, so 
take advantage!

    After your first few months as a resident, be sure to 
search for a festival in your area.  New Jersey shines in au-
tumn, and apple picking farms, wine and food festivals are 
abundant.  In the winter, ski at Mountain Creek or make 
an excuse to visit Hoboken, Lambertville, or Princeton 
– just a few of New Jersey’s many popular towns.   As 
the spring settles, spend the day at Six Flags Great Adven-
ture, find a concert in Camden, Newark, or Montclair or 
escape to Branch Brook Park for a walk among the cherry 
blossoms.  Before you know it, you’ll be waiting for the 
hot days of summer in order to spend some precious time 
off at The Shore.  

    Your challenge this year will not be finding a place to go 
or an activity to do, it will be finding the time to do it!
Good luck and enjoy all that The Garden State has to offer 
you.
Kaitlyn Storey, DO, PGY-1

Kaitlyn Storey, DO
PGY-1, Goryeb Children’s Hospital
Atlantic Health System

Resident Voice

Residency is a once in a lifetime experience and no 
matter what you are expecting, you will quickly learn 

that each new year brings with it myriad new challanges 
and lessons. The transitions from year to year can be 
especially challenging because that is when nerves and 
expectations meet reality. While no one can predict the 
future, hopefully this article will help provide residents 
with the tools to meet this challenge head on.        

As the three of us are finishing up our respective years of 
residency, we put in writing our reflections on the year in 
hopes that this will ease the transition period that will be 
coming up for all of us July 1st.

First Year

    The switch from student to intern is one of the biggest 
transitions in medical training.  The primary goal of the 
any new intern is to survive a multitude of changes. The 
first change being a change of title.  Being able to declare 
yourself a doctor is an exciting step in transitioning from 
intern to resident.

    One of the biggest changes is the change of setting.  
From inside a classroom to the hallways of a hospital, inte-
gration within a medical family can be a daunting task.  

Journey Through Residency
By Jersey Shore University Medical Center 
Pediatric Residents
Dorothy Chu MD, 
Brittany Carey DO
Harman Chawla MD

see next page
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Learning the names and faces of what 
seems like hundreds of new people - 
in a short time period - is something 
that every new resident must pull off.  
Luckily, the countless hours spent in 
the hospital makes the task of putting 
names to faces doable within the first 
week.

    Answering to the title of resident, 
rather than medical student, takes 
some serious adjustment.  While 
there is no magical phenomenon 
that transforms a medical student 
into a doctor, embracing the title 
does require a certian leap of faith. 
As a major part of this this leap, new 
residents must not only begin making 
their own patient management deci-
sions, but also shift from a learning 
role to serving as teacher to incom-
ing medical students.  The medical 
students in training behind you will 
inevitably look up to you for guid-
ance, support and education.  The 
resident is the conduit for a medical 
student.  They will be the role model 
to emulate, as they themselves make 
the transition from a student role to 
a doctor role in just a short time-
frame. 

Second Year

    Congratulations! As a second 
year resident, you are now a “se-
nior resident”. What was once an 
overwhelming experience in new 
environment is now routine and in 
your second home. The responsibili-
ties of caring for a limited number 
of patients and multiple tasks are a 
thing of the past. As a second year 
resident, your responsibilities will 
expand. During your second year of 
residency, you will begin to develop 
a personal “style” to how you will 
practice pediatrics one day, compar-
ing different routes of diagnosing and 
treating. Additionally, you will start 
to think if specializing in pediatrics is 

in your future. During your electives 
you will need to consider if this is a 
lifestyle that fits your personality and 
to consider if fellowship is the right 
choice for you.

    As a second year resident, you 
will assume a leadership role to 
the incoming class and medical 
students. The new interns will 
look to you for your knowledge 
and experience to guide them 
through the new and overwhelming 
experience of residency and advice 
for helping them adjust to their new 
environment. In addition to assuming 
a leadership position, you also are 
expected to demonstrate your 
independence.  You will gain a greater 
appreciation for having successfully 
dealt with the steep learning curve of 
your intern year and celebrate your 
accomplishment. Now, as the senior 
resident on call, especially at night, 
there needs to be an adjustment of 
mind-set towards decision making 
and triaging.

    At the conclusion of intern year 
you think that you cannot possibly 
have any more room for knowledge. 
However, second year brings new 
challenges including an expectation 
to master ICU knowledge, whether 
being NICU or PICU. Critical think-
ing will be the forefront of your 
thinking and organization becomes a 
necessity.

    Amidst all your new roles follow-
ing intern year, the important thing 
to remember is not to be overly 
confident. We are still second year 
residents and still learning, especially 
in new environments like the ICU. 
Always remember to ask for help 
when needed, because the backing 
of a 3rd year senior resident is still 
available.

 

Third Year

    Third year residents are more than 
glorified second years.  While many 
see third year as the light at the end 
of the tunnel - and a time where 
senioritis can flourish - it is also the 
stepping stone towards becoming an 
attending.  This is the time to solidify 
your knowledge in pediatrics, not 
just for board exams, but for your 
future career.  Those under you will 
be looking to you for wisdom and 
guidance while those above you will 
be busy ssessing your skills.  And 
while this all sounds daunting, it is 
really a prime opportunity.  Third 
year residents are in a unique position 
od being able to set a good example 
while still practicing with a safety net 
in place. 

    Third year is a time for working 
out the kinks and addressing any 
deficiencies in knowledge. It is also a 
time for learning to cope with expec-
tations.  Many find it stressful when 
something goes wrong and they get 
that  “You’re a third year, you should 
know better.” look from an attend-
ing. However, accepting early in the 
year that you will still make mistakes 
can save you from the strain of self-
doubt.  No one is perfect and even 
attendings continue to learn as they 
grow as pediatricians.      

    Finally, don’t forget to take time 
for yourself.  Between studying 
for board exams and applying for 
licenses, third year is also about do-
ing things you’ve always wanted to 
do but never had the time.  Attend 
the conference you never had time to 
attend before or go on the interna-
tional elective you always wanted to 
experience.  The sky is the limit and 
this is your time to shine.  After all, 
graduation is just around the corner 
and a brave new world lies ahead.

see next page

Resident Voice, continued
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www.CefaclorOral.com

* Ceclor® is a registered trademark of Eli Lilly.  ©2013 PACK Pharmaceuticals, Inc.   5/13AAP/02

•	 FDA	approved	and	
therapeutically	
equivalent	to	Ceclor®*

•	 Covered	by	most	
Medicaid	and	
Insurance	Plans	

Cefaclor	is	Now	Available
Available	in	three	dosage	strengths

125mg/5mL • 250mg/5mL • 375mg/5mL

GROWING GENERIC ORGANIZATION BRINGS 
BACK TRUSTED ANTIBIOTIC TO OFFER 

ANOTHER CHOICE FOR PEDIATRICIANS

PACK Pharmaceuticals, LLC, was founded in 2005 on 
the mission to create reputable and safe pharmaceutical 
products through key global partnerships at each step 
in the pharmaceutical chain. Based on their initial 
successes, PACK was able to quickly attract additional 
high-value and reputable partners that have enabled 
them to grow to their current portfolio of 17 products 
with over an additional 40 products currently in their 
pipeline encompassing a wide range of therapeutic 
categories.  Today, PACK markets and sells high-quality 
and affordable generic medications throughout North 
America and Puerto Rico.  

CEFACLOR FOR ORAL SUSPENSION, 
USP DISAPPEARS WITHOUT A WORD

Cefaclor for Oral Suspension, USP had been removed 
from the market back in 2008 due to a FDA ban 
against the previous manufacturer.  According to FDA 
documents, the FDA found manufacturing deficiencies 
at two different facilities resulting in a ban of about 30 
of the company’s products.   According to the Federal 
Register, the company “requested that FDA withdraw 
approval of the applications.  The company has also 
waived its opportunity for a hearing.”  The company 
requested withdrawal of approval under a Consent 
Decree of Permanent Injunction (Decree) on January 26, 
2012.  The Decree specifies that the company “must never 
submit another application to FDA for these withdrawn 
drug products and must never transfer these ANDAs to a 

third party.”  For the complete list of products affected by 
this Decree, you can visit the Federal Register at https://
www.federalregister.gov/articles/2012/08/22/2012-20588/
ranbaxy-laboratories-limited-withdrawal-of-approval-of-
27-abbreviated-new-drug-applications#t-1 

PACK PARTNERS WITH PEDIATRICIANS

In late 2012, PACK decided to build a new division in their 
organization within the pediatric arena and bring back 
to market the previously trusted and effective antibiotic, 
Cefaclor.  Knowing the limited options available to treat 
the two most common bacterial infections that affect 
young children, Otis Media and Lower Respiratory Tract 
infections, they felt this aligned with their mission.  This 
provided an opportunity to expand the value they could 
provide directly to physicians and their patients.  In 
addition to hiring Pediatric Account Managers in select 
areas of the country to service pediatric offices, they have 
created educational resources for Healthcare Professionals 
and their patients.  The valuable resources available at 
CefaclorOral.com are: 
   • Cefaclor Informational Guide for Healthcare 
      Professionals
   •  Cefaclor Q&A Brochure with $25 rebate for patients
   •  Bacterial Infection Patient Brochure 
   •  Attractive Brochure Stand

As one of the few antibiotics the FDA has approved to 
treat children as young as one month old, Cefaclor for 
Oral Suspension, USP has been a welcome addition 
back in the pediatrician’s treatment line-up.  For more 
information on Cefaclor or PACK Pharmaceuticals, you 
can visit Packpharma.com.  



New Jersey Pediatrics   Summer 2013 www.aapnj.org30

New Jersey Immunization Network: 
Vaccine Handling and Storage:  Routinely  and During Power Failures

An under appreciated potential problem in the arena 
o f  immunization failure is improper handling and 

storage of immunizing agents.  The temperature at which 
vaccines are stored may inhibit their potency and thus 
reduce their efficacy.  This is especially true if live vaccines 
are not kept cold enough; the recognition of this issue in 
developing countries has become referred to as “the cold 
chain”.  Similarly, some vaccines if frozen, may lose their 
potency.  Most vaccines must be kept cold and some frozen 
(VARICELLA, HERPES ZOSTER, MEASLES, MUMPS 
RUBELLA are the three that must be kept frozen.). On 
the other hand, freezing and thawing of vaccines may 
also destroy their efficacy (especially Hepatitis B and 
DIPTHERIA or TETANUS containing vaccines).  

    Another problem in vaccine handling is the use of  “expired” 
vaccines.  Attention to storing older vaccines “up front” and 
attention to inventory details can diminish this problem.  A 
few vaccines are light sensitive and must be stored in their 
original packaging provided by the manufacturer until used.  
Food and beverages should NEVER be stored in the same 
unit as vaccines because repeat opening the refrigerator 
door may affect the stability of the vaccine temperature.

    Although the CDC has recognized problems of vaccine 
handling and storage, the exact scope of the problem in the 
US is not well quantified. 

Episodes of vaccine preventable disease and death secondary 
to the use of improperly handled and stored vaccines which 
have lost potency, may result.

    When there is an unusual and cataclysmic event such 
as hurricane Sandy, an additional problem becomes all 
too apparent, the loss of massive quantities of vaccines 
in provider’s offices and clinics, with the attendant cost 
burdens.  A recent survey done by the NJAAP indicated 
that the majority of pediatricians in NJ were not adequately 
prepared for the cataclysmic events of Sandy; the majority 
suffered financial losses from which they have not 
recovered.  Only 11% did not have the ability to protect its 
vaccine supply!  But, of that 11%, vaccine loses ranged up 
to $56,000 per provider.  Over a third, of the responding 
pediatricians, requested help in preparing a disaster plan for 
protecting their vaccine supply.  Many of the pediatricians 
expressed concern for the interruption of care for their 
patients including the delays in achieving age appropriate 
immunizations. 

    The CDC recently published a 134-page “toolkit” which 
covers both the routine and emergency situation handling 
and storage of vaccines.  It is very clear, detailed, and yet 
readable (all-be-it a bit repetitive and exhaustive) and is 
available on the Internet as a PDF:  Vaccine Storage and 
Handling Toolkit - Centers for Disease Control (www.
cdc.gov/vaccines/recs/storage/toolkit/storage-
handlingtoolkit.pdf).  This document provides everything 
you need to know, and more, about vaccine storage and 
handling.  One of the important points made in this 
document is the need for the preparation of an annually 
updated written plan for vaccine handling and storage of 
vaccines on a day to day basis as well as during serious 
emergency situations.

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

    1. d     2.  a     3. a     4. d     5. a     6. b     7. c     8. a     9. a      10. d

CME Answer Key

to the Statehouse in Trenton to advocate for those health issues that were presented on May 8th, as well for NJAAP 
2013-2014 Agenda for Children.  

With the organized coordination between NJAAP chapter executives and AAP resident delegates, we anticipate that this 
event should continue on year after year.  The goal is to cultivate a new culture amongst pediatric residents, a culture 
where advocacy, whether it be on a community, state, or federal level, is at the heart of what we do as we care for 
children, not on the periphery.  

Linda T. Nguyen, MD, MPH, PGY3
Deep Grewal, MD, PGY1

         Letter to Editor  continued from page 5
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Congratulations to the NJ pediatricians 
who received two CATCH grants

Dr. Naveen Mehrotra’s project titled “Move it to Lose it” will 
use a high energy dance form like Hip-Hop and Bhangra in 
a fun way to help obese children engage in physical activity. 
There will be classroom instruction on healthy lifestyle and 
prevention of obesity.  It also focuses on the importance of a 
medical home and helps with insurance issues.  Dr. Mehrotra is 
a pediatrician in Edison, NJ.

Dr. Amy Kotler’s project titled “Andale! Actividad, Nutricion, 
Divertidad, para Latinos” focuses on nutrition and exercise for 
children in Spanish speaking families in Dover, NJ. The project 
will collaborate with schools and community partners like 
the county Hispanic Affairs department to help with secur-
ing a medical home for children without one. The project will 
track change in BMI at the end of the program.  Dr. Kotler is a 
pediatrician in Dover, NJ  Both projects will be simultaneously 
looking for additional 13

REMINDER
AAP Community Access to Child Health (CATCH) Program
Call for Proposals for Planning Grants, Implementation 
Grants, and Resident Grants
Submissions are due by July 31, 2013

Grants of up to $12,000 for pediatricians and fellowship 
trainees and $3,000 for pediatric residents are available from 
the Community Access to Child Health (CATCH) program 
for innovative community-based initiatives that will ensure 
all children, especially underserved children, have medical 
homes and access to health services not otherwise available in 
their communities. Applications will be accepted until July 31, 
2013.

Help is available: Your Chapter CATCH Facilitator, Paul 

Schwartzberg, DO, pschwartzberg@meridianhealth.com, and 
District Resident CATCH Liaison, Heidi Schumacher, MD, 
hschumac@cnmc.org, are available to discuss your ideas and 
help with proposal development. 

One pediatrician can make a difference!
Link to full announcement: 
http://www2.aap.org/catch/funding.htm

Paul M. Schwartzberg, DO., NJ Chapter CATCH Facilitator
Program Director, Pediatric Residency,Division of General 
Pediatrics, K. Hovnanian Children’s Hospital
Jersey Shore University Medical Center (732) 776-4865

Great news - JSUMC and RWJMS were awarded a Visiting 
Professorship to develop our joint program’s community and 
advocacy curriculum.  This is great timing for us as we try to 
rebuild our ambulatory curriculum at JSUMC.  
The VP program will be scheduled between September 1, 2013 
and May 15, 2014 between both our programs. 
 Thank you everyone for support of this program and stay tuned.
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SUMMER SAFETY TIPS
Adapted from AAP Healthy Children.org

Fun in the Sun 
Babies Under 6 Months:
The two main recommendations from the AAP to prevent sunburn are to avoid sun exposure, and to 
dress infants in lightweight long pants, long-sleeved shirts, and brimmed hats that shade the neck to 
prevent sunburn.
For All Other Children:
The first, and best, line of defense against harmful ultraviolet radiation (UVR) exposure is covering 
up. Wear a hat with a three-inch brim or a bill facing forward, sunglasses (look for sunglasses that 
provide 97% -100% protection against both UVA and UVB rays), and cotton clothing with a tight 
weave. 
           • Be sure to apply enough sunscreen -- about one ounce per sitting for a young adult. 
           • Reapply sunscreen every two hours, or after swimming or sweating.
Heat Stress in Exercising Children
           • The intensity of activities that last 15 minutes or more should be reduced whenever high heat
           and humidity reach critical levels. 
           • Before prolonged physical activity, children should be well-hydrated and should not feel 
           thirsty. For the first hour of exercise, water alone can be used. Kids should have water or a 
           sports drink always available and drink every 20 minutes while exercising in the heat. Excessively 
           hot and humid environments, more prolonged and strenuous exercise, and copious sweating
           should be reasons for children to substantially increase their fluid intake.

Pool Safety
           • Never leave children alone in or near the pool or spa, even for a moment. 
           •  Install a fence at least 4 feet high around all four sides of the pool. The fence should not have 
            openings or protrusions that a young child could use to get over, under, or through. 
           •  Make sure pool gates open out from the pool, and self-close and self-latch at a height children
           can’t reach. 
           • If the house serves as the fourth side of a fence surrounding a pool, install an alarm on the exit    
           door to the yard and the pool.

Resources Parents
for
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Playground Safety 
           •The playground should have safety-tested mats or loose-fill materials (shredded rubber,  
          sand, wood chips, or bark) maintained to a depth of at least 9 inches (6 inches for shredded 
          rubber). The protective surface should be installed at least 6 feet (more for swings and slides) in 
          all directions from the equipment. 
          • Parents should never purchase a home trampoline or allow children to use home trampolines. 
          • Parents should supervise children on play equipment to make sure they are safe.

Bicycle Safety 
 
           • Your child needs to wear a helmet on every bike ride, no matter how short or how close to home. 
           Many injuries happen in driveways, on sidewalks, and on bike paths, not just on streets. Children 
           learn best by observing you. Set the example: Whenever you ride, put on your helmet. 
           • When purchasing a helmet, look for a label or sticker that says the helmet meets the CPSC 
           safety standard.

Bug Safety  
           • Don’t use scented soaps, perfumes or hair sprays on your child. 
           • Avoid areas where insects nest or congregate, such as stagnant
            pools of water, uncovered foods and gardens where flowers are in 
            bloom. 
           • Avoid dressing your child in clothing with bright colors or flowery 
            prints.
           • The current AAP and CDC recommendation for children older 
            than 2 months of age is to use 10% to 30% DEET.
           • DEET should not be used on children younger than 2 months of age. 

Fireworks Safety
           • Fireworks can result in severe burns, scars and disfigurement that can last a lifetime. 
           • Families should attend community fireworks displays run by professionals rather than using 
            fireworks at home. 

VISIT THE MEMBERS ONLY AREA AT AAPNJ.org 
TO DOWNLOAD and PRINT  THIS INFORMATION 
TO OFFER TO YOUR FAMILIES 




