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President’s Column

Alan Weller, MD, MPH, FAAP
President
New Jersey Chapter, American Academy of Pediatrics

Title

I dedicate this column to our CEO, Fran Gallagher.

In October, Fran Gallagher will be leaving the New Jersey 
Chapter, American Academy of Pediatrics, following her 
successful thirteen year-long run, first as Executive Director 
and then as its Chief Executive Officer. Fran’s tenure has 
been marked by her relentless commitment to excellence and 
extraordinary dedication to members.  These indefatigable 
traits have led to NJAAP being awarded the coveted 
recognition of Outstanding Very Large Chapter by the 
National AAP. Additionally, innovations introduced as a result 
of Fran’s vision including: New Jersey Pediatrics, the Agenda 
for Children, and integrating the position of a Medical 
Director to oversee all Chapter programs, have resulted in 
our Chapter being regularly tapped as a go-to resource for 
other state AAP chapters. Also included among the Chapter’s 
many achievements, especially those that directly benefit our 
members, has been earning the designation as an ABP MOC 
Portfolio Provider and a recognized ECHO Hub. Each of 
these achievements, along with many other, have contributed 
mightily to improving the health and wellbeing of all children 
throughout New Jersey AND the pediatricians who care for 
them. 

As co-chair of government affairs committee, Fran and I 
have worked in concert to advocate for children’s health issues 
at the legislative and regulatory levels. Topics we advocated 
for included - Medicaid payments, scope of practice concerns, 
immunizations and protecting and strengthening the pediatric 
medical home.

Fran Gallagher has been a tirelessly enthusiastic and 
dedicated advocate for children in the state of NJ. She has 
been an extraordinary ED/CEO for our Chapter and I 
personally want to thank her for all she has done to make the 
NJAAP what it is today.
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“I cannot think of any other person 
who has more passion, enthusiasm and 
knowledge about NJAAP than Fran. 
Moreover, she communicates those 
qualities like no other. Fran has taken this 
organization not just to the next level; 
she took us all the way to the top. On a 
personal level I have learden so much from 
her over the past 10 years, and I will be 
forever grateful for the opportunity she 
offered me to be part of this organization.”

Bert Mulder

“I am very fortunate to have 
worked closely with Fran for 
the last 13 years. Her energy, 
vision and determination 
have transformed us from a 
team of three to an innovative 
and dynamic Chapter with 
unlimited potential.”

Harriet Lazarus

MWeinstein
Highlight
Commitment to Excellence
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Medical Director’s Column

Steven Kairys, MD, MPH, FAAP
Chairman, Department of Pediatrics
Jersey Shore University Medical Center
Medical Director, K. Hovnanian Children’s Hospital

Moving Forward – Leaving a Mark
Fran Gallagher will be leaving AAPNJ after 13 years as the 

Executive Director/ CEO of the Chapter. Her legacy will last 
far longer.

When Fran first started in New Jersey, the Chapter was in 
its early childhood.  There were a few projects and there was a 
small staff of two or three. Most pediatricians knew very little 
about the Chapter’s work  and only a few pediatricians were 
active in the work. The Chapter paid a management company 
to handle the financial and operational aspects. Within 
that first year the chapter separated from the management 
company and set up its own administrative structure. 
It hired its own employees and found permanent office 
space. I remember so well Fran negotiating with the office 
management group for them to support our golf outing with 
a donation — and they did.

Fran has always worked five jobs at one time: 1) managing 
the office, office staff and the finances;  2) oversight of 
all current grants; networking with state government and 
foundations for new grants and contracts, 3) advocating for 
pediatricians in every venue be it the insurance company, 
state government, foundations; 4) working with membership 
around such issues as payment, vaccines, CME, MOC and; 
5) representing the chapter at local, regional and national 
events. This usually entails an 18-hour day since program and 
grants are a 9 to 5 schedule and membership needs and event 
often take place in the evening. 

The Chapter may now be the best chapter in the country. 
There is a staff of 22, over 2 million dollars in grants and 
improvement work, even two staff working solely on grant 
management and the budget. As a MOC Portfolio Provider, 
we can offer MOC for all our projects. There is the chapter’s 
quarterly journal, which is working toward becoming worthy 
of PubMed status. Even more importantly, there are over 
50 pediatricians actively involved in improvement work and 
chapter affairs and I believe nearly every pediatrician in the 
state has some ties to a program or chapter event.

NJAAP stands for children and families and for 
improving the health of the population. It is recognized 
as the organization to go to for access to pediatricians and 
to children and adolescents. Moreover, its programs are 
evidence-based and also innovative, stretching the current 
definitions of pediatric health and health care. All of this 
remains and will be maintained by a very competent and 
professional staff and by very passionate pediatricians 
contributing their time and energy.

While it is vital to find a replacement that complements 
and perhaps supplements the chapter with some different 
expertise and vision, it is also so important to recognize what 
Fran has accomplished in such a short period of time.

It is amazing to have witnessed the capacity of one person 
to make such a positive impact to the chapter, to children’s 
health and that of the parents and families living in NJ.

We all thank Fran for her tireless years of dedicated, 
passionate, and leadership and wish you great success in all 
your future endeavors.

“Fran always seems to know 
someone, who knows someone, who 
knows someone who has the answer 
to my question. Sounds a bit like 
the Mafia “I know a guy who knows 
a guy” but in a good way.”

Jeanne Craft

“Thank you!! You made me a better person… 
not just a better leader. You made me learn 
how much more people can do when they 
feel supported and appreciated. You taught 
me to take chances, celebrate success, and 
appreciate that if I don’t make mistakes, I’m 
not challenging myself enough!  You made me 
believe that you could lead with your heart 
as well as your wisdom, that competence and 
firmness need not be at odds with compassion 
and integrity.”

Cortney Mott
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When Danielle brought 18-month-old Theo to a new child 
care center, she was relieved to have finally found a safe, caring 
and stimulating environment for her son. Theo had behavioral 
challenges, but the staff reassured her that they could handle 
it. However, after just a few weeks, she was told that the center 
did not have the resources to address her son’s emotional and 
behavioral needs. Theo was expelled from the child care center  
for biting. 

With difficulty self-regulating his emotions and behavior, 
Theo needed help. But like so many parents in New Jersey, 
Danielle struggled to find mental health services for her baby. 
She contacted every child mental health provider covered under 
her insurance—all 89 of them—and none provided services to 
children under age 3. “I couldn’t find any infant mental health 
services in my community to serve my 18-month-old. There’s 
nothing for infant mental health,” Danielle recalls. Because her 
son’s physical and cognitive development was on par with his 
peers, he also did not qualify for Early Intervention services. 

Fostering a child’s emotional health starts at birth. At a 
time when a child’s brain is developing the most—between 
the ages of 0 to 3—the ability for babies to interact socially 
and regulate their emotions is critical to their overall health. 
During this time, a child learns how to relate to other people, 
how to begin exploring and how to feel safe and loved. 

Pediatricians are often the first professionals parents will 
turn to for guidance when concerned with their child’s 
development. In fact, in a national survey of voters, nine 
out of ten parents who talked to their pediatricians about 
their child’s social-emotional development found it helpful.1 
Therefore, it is critical that pediatricians have the tools 
necessary to inform families about social-emotional health 
as well as viable resources for parents to address their child’s 
social-emotional and/or behavioral needs. Unfortunately, the 
options are limited for families when it comes to accessing 
many infant mental health services, which may include social-
emotional screenings, mental health consultation services in 
early care and education settings, parent-child mental health 
treatments and maternal depression screenings.

This dilemma presents an opportunity for pediatricians 
and the healthcare community to advocate for improved 
access to infant mental health services. Together, we can shape 
the conversation, draw attention to this critical issue and 
help give young children the necessary supports for healthy 
development.

How Pediatricians Can Support Infant Mental Health 

Danielle’s story may sound familiar to many pediatricians 
who have experienced first-hand how difficult it is for parents 
to find and access mental health services for their infant or 
toddler. Even prior to accessing services, there are barriers 
to addressing social-emotional issues at this age, especially 
because of the sensitivity of the topic and the confusion 
regarding what is typical development and behavior.  

“It’s hard work being a child. We’re born and our brains 
are developing at a rapid speed. We have to learn to walk 
and talk and have control over our emotions. Kids are 
developing across all these different domains at the same 
time,” says Dr. Dayna Zatina Egan, Psy.D, director of the 
Youth Consultation Services (YCS) Institute for Infant and 
Preschool Mental Health. This can make it challenging 
to determine if some behavior is part of their natural 
development or if there is an underlying issue. “If a child is 
biting or hitting, sometimes it can come from frustration. 
They have big emotions but do not have the language to 
express how they feel yet,” explains Dr. Egan. 

To aid in assessing mental health in young children, the 
American Academy of Pediatrics recommends developmental 
and behavioral screening at 9, 18, and 24, or 30 months of 
age.2 Standardized developmental screening tools that are 
helpful to monitor infant mental health are:

 • Ages and Stages: Social-Emotional, Second Edition 
(ASQ:SE-2)

 • Brief Infant Toddler Social Emotional Assessment 
(BITSEA)

 • Carey Temperament Scales (CTS)
 • Greenspan Social Growth Chart
 • Temperament and Atypical Behavior Scale (TABS), 

TABS Screener

While these tools can be extremely helpful, North Jersey 
pediatrician Dr. Peter Cardiello adds that screening a family 
can be as simple as asking about what is happening in 
their lives. Observing child-parent interactions and having 
meaningful conversations can help identify the strengths and 
stresses in families, which affect an infant’s development. “You 
can raise things like, ‘You know, it seems like this situation 
isn’t going so well, can we talk about that? What would you 
like to talk about?’ I make sure I ask again and again, ‘Do you 
have any other questions?’ Eventually, you learn about the 
family stressors that make it more difficult to manage. You 
have a lot of stress—financial stress, housing stress, stressful 
relationships among the adults.” 

continued on next page

CME Activity Wired at Birth: The Importance of Infant Mental Health

Hannah Korn-Heilner, MSW
Lana Lee
Advocates for Children of New Jersey
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“The important thing is that it’s never too early to 
intervene. Sometimes, people will suggest to wait and see,  
but what if, by then, it’s too late, leaving gaps in services,”  
says Dr. Kaitlin Mulcahy, MA, LPC, associate director for  
the Center for Autism and Early Childhood Mental Health  
at Montclair State University.

Danielle remembers feeling dismissed when she first 
brought up Theo’s biting behavior at his routine checkup. 
Because her son was verbal, the doctor told her that this 
was normal development and they should wait and see. “I 
understand why doctors say wait and see,” says Danielle.  
“But watching and waiting is so painful, especially when I 
knew something wasn’t right all along.”

Because it can be difficult to parse out the different 
domains of development and where a behavior might be 
coming from, Dr. Egan suggests first referring families to 
Early Intervention (EI) for assessment. “Always start with 
EI. They’re the front lines. They have a system in place.” 
However, children will only qualify for EI if they have a 
physical or cognitive delay, and may not qualify for EI if they 
only have a social-emotional challenge, like in Theo’s case. 

Danielle had tried to obtain services for her son for years, 
who had been screened and turned down for EI services 
twice. However, she persisted and finally obtained EI services 
when Theo was 2 and a half years old. However, EI services 
end at age 3. Although Danielle was grateful to finally receive 
support, she felt frustrated that the process took so long. She 
knew from an early age that Theo was in need of services and 
yet was continuously dismissed by a system that is not set 
up to help babies with social-emotional challenges. Waiting 
so long to care for his social-emotional development meant 
fewer opportunities to intervene early on. 
“He missed out on the most critical years of 
therapy,” says Danielle.

Infant Mental Health: The Blueprint for 
Social-Emotional Wellness

Research shows that the first few years of 
life are an important time period for physical 
and cognitive growth and also a crucial 
time for social-emotional development. 
This includes understanding feelings, 
regulating emotions, forming relationships, 
interpreting social roles and cues, and even 
learning to love. The infant brain is attuned 
to facial expressions, gestures, tone of voice 
and non-verbal interactions. The nature of 
these experiences and their interpersonal 
relationships form connections in their brains 
that lay the foundation for their emotional 
well-being.

“Development does not happen in a silo. Rather, it is 
enmeshed with the child’s relationships,” says Dr. Mulcahy. 
She refers to this as relational wellness. “Infant mental health 
is not just about the baby. It’s about the baby in the context 
of their relationships.” Babies are learning to form secure, 
trusting and caring relationships with the adults around them 
and those relationships are critical to support their growth 
and development. 

“We’re wired for relationships from birth and our 
relationships give us a blueprint for how we approach the 
world around us and going forward as we grow up,” says 
Dr. Egan. She underscores the importance of cultivating 
those relationships between parent and child as they become 
the model for a child’s future relationships. This includes 
romantic relationships as well as relationships with their own 
children. “If we intervene with those earliest relationships, 
we’re going to make the biggest impact.” 

Stress, Trauma and ACEs

Intervening early is especially important for babies and 
their families affected by stress and trauma. Parenting is not 
easy and having a new baby can be a challenging time for 
many families. The ability to parent is often reflected in the 
nature of their own lives. Stress and anxiety compounded with 
instability in our environment can affect a baby’s emotional 
well-being. Negative experiences can have a harmful impact 
on a baby’s growing brain and their emotional health. 
Children who experience traumatic events at an early age, 
known as adverse childhood experiences or ACEs, are exposed 
to stressors that can have more long-term consequences, 
including physical and mental health issues in adulthood.

continued on page 8

CME Activity Wired at Birth: The Importance of Infant Mental Health
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continued on next page

“There is currently no direct way to code an infant mental 
health diagnosis. Therefore, it is difficult for specialists to get 
reimbursed for services,” says Dr. Mulcahy. The New Jersey 
Think Babies Coalition recognizes the need for a stronger, 
comprehensive system to address infant mental health and 
expand access. 

“Our state Medicaid plan needs to be revised to 
incorporate important infant and maternal mental health 
screenings and services, and to increase reimbursement 
rates,” says Cecilia Zalkind, CEO/president of Advocates for 
Children of New Jersey, which spearheads the coalition.

Furthermore, there is often a lack of understanding from 
insurance companies regarding infant mental health. “The 
insurance company will call for an authorization after two 
sessions because they don’t see why a 2-year-old would be 
in long-term service,” explains Dr. Mulcahy. “This is why 
it is important for our health care system to have a better 
understanding of infant mental health needs.”

Moreover, the availability of qualified, well-trained infant 
mental health professionals is in short supply. In New Jersey, 
professionals can obtain an Endorsement® from the New 
Jersey Association of Infant Mental Health (NJ-AIMH), 
which certifies that a professional has specific training in 
infant development and dyadic and family therapy. To learn 
more, visit http://nj-aimh.org/endorsement/.

“We only have about 20 infant mental health specialists 
in the state who are endorsed by NJ-AIMH to provide 
clinical services to the birth-to-three population,” explains 
Dr. Mulcahy. With limited job opportunities and inadequate 
insurance coverage for services, there is a disincentive to 
promote this specialized field in mental health. However, 
mental health programs need to do more to educate their 
students and promote the infant mental health field in higher 
education and continuing education programs.

Lastly, New Jersey is one of 15 states that does not cover 
mental health consultation services in early care and education 
settings,4 contributing to expulsions in child care settings, 
like what happened to Theo. The Center for American 
Progress, a Washington-based research and advocacy institute, 
estimated that in 2016, roughly 50,000 preschoolers were 
suspended at least once, and more than 17,000 were expelled. 
In addition, black children and boys were suspended at a 
disproportionately higher rate when compared to their peers, 
leading experts to attribute implicit racial bias among early 
educators as a factor. Nationwide, black children make up 18 
percent of preschoolers, but account for nearly half of all out-
of-school suspensions.5

Studies show that early childhood mental health 
consultation can have a tremendous impact on reducing 
suspensions and expulsions due to challenging classroom 
behavior. Mental health consultation services support the 
whole setting, including teachers, families and parent-child 
relationships. Without the support to address their social and 
emotional needs, young children may miss out on the benefits 
of early childhood education and leave mental health issues 
unaddressed. 

Highly stressful early relationships may induce prolonged 
activation of stress response systems. This can be due to 
factors such as neglect, poverty, instability or violence. Even 
maternal depression can impact the mother-child relationship. 
“High levels of stress have a toll. Our body keeps score 
and our body remembers, even when we’re not consciously 
holding onto those negative memories,” says Dr. Egan. This 
puts children at greater risk for challenges in life, including 
social difficulties and behavioral problems, which could lead 
to learning difficulties in school. 

Trauma can disrupt those earliest relationships critical 
to a child’s well-being, impacting the blueprint for how 
they approach life and their relationships. “For families 
dealing with intergenerational layers of trauma, we have to 
work through decades and generations of blueprints that 
reflected the nature of how they were parented and how 
their parents parented, and so forth.” With early assessment 
and intervention, this may be the most opportune time to 
engage families with the potential for improved outcomes. “In 
working with families, we often show parents how amazing 
they are with their child and also where their child and their 
relationship might need a little more support. I tell them 
you’re the expert on your child and I’m an expert on child 
development, so let’s work together,” says Dr. Egan.

Infant Mental Health Services in New Jersey

If addressing mental health in infants is critical to the 
development of a child, then why are infant mental health 
services so limited in New Jersey? A variety of factors impact 
the availability of infant mental health services, including 
inadequate insurance coverage for screenings and services, low 
insurance reimbursement rates, a lack of professionals trained 
in infant mental health and limited information about the 
infant mental health field in education settings. 

New Jersey’s Medicaid plan has uneven or inconsistent 
coverage for critical infant mental health services for babies 
and their parents. According to a recent analysis of services 
covered under state Medicaid plans, New Jersey is one of 
eight states that does not cover social-emotional screening 
and one of 10 states that does not cover dyadic (parent-
child) mental health treatment. New Jersey Medicaid also 
does not cover maternal depression screening under a child’s 
Medicaid or parenting services.3 Medicaid mandates health 
and developmental screenings and services through the Early 
and Periodic Screening, Diagnostic, and Treatment (EPSDT) 
benefit to help ensure that children’s healthy development is 
on track. However, even though these infant and maternal 
mental health services are allowable under EPSDT, they 
are not written into New Jersey’s state Medicaid plan. In 
addition, many private health insurance plans do not provide 
adequate coverage for infant mental health services. Even 
when screenings and services are covered under Medicaid or 
private insurance, the reimbursement rates are not adequate 
to cover the services.
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continued on page 10

Pediatricians can support Think Babies efforts by: 

 • Sharing a story about a family who needed, but was 
unable to access infant mental health services.

 • Becoming familiar with resources in your community 
and any professionals providing infant mental health 
services in the area. If you do not know where to 
start, contact YCS Center for Infant and Preschool 
Mental Health at info@ycs.org and MSU Center 
for Autism and Early Childhood Mental Health at 
caecmh@montclair.edu.

 • Speaking with your state legislators about unmet 
needs for infant mental health services through writ-
ing a letter/email, calling or setting up a meeting.

 • Testifying to the New Jersey Legislature about the 
need for and importance of infant mental health 
services.

 • Inviting the Think Babies Coalition to your practice 
to learn more about infant mental health or sharing 
innovative practices and strategies that you have used 
to address infant mental health.

 • Writing an op-ed or letter to the editor for local 
newspapers to spread the word about infant mental 
health.

Types of Stress

Positive stress: associated with moderate, short-
lived physiological responses; necessary part of 
development; occurs in the context of stable and 
supportive relationships, which support the child in 
developing mastery and self-control.

Tolerable stress: associated with events that could 
result in physiological responses that could affect 
brain structure but are buffered by supportive 
relationships—promotes coping that restores heart 
rate and stress hormone levels to baseline (events 
can include death of a loved one, divorce, natural 
disaster, etc.).

Toxic stress: intense and prolonged activation 
of stress response systems—without adult 
protection and support. Stressors can include: child 
maltreatment, severe maternal depression, parental 
substance abuse, family violence, unaddressed 
separation, inconsistency in love and care.

Source: 

Gerard Costa, Ph.D., IMHM-E®-Clinical Mentor, Director 
of the Center for Autism and Early Childhood Mental 
Health at Montclair State University. Visitation Practices 
and their Impact on Infants, Children and Caregivers: 
Promoting Security and Stability of Relationships 
(September 2018). Retrieved July 21, 2019 from https://
www.youtube.com/watch?v=8lD42MWFjh8

The State of New Jersey passed a law in 2016 banning the 
partial suspension and expulsion of students enrolled in both 
public and charter preschools up to second grade. According 
to the law, schools are encouraged, but not mandated, to 
create a support system for children who exhibit challenging 
behavior. However, this law falls short as there is no funding 
directly tied to supporting schools with this measure and the 
law currently does not apply to children in private child care 
settings.

Conclusion

At 3 and a half years old, Theo was finally diagnosed with 
multiple disabilities and is now getting the services he needs. 
He is receiving in-home therapy and has supportive teachers 
and aides in his school. Theo has not bitten in four months. 
Danielle says that her son has made tremendous progress, 
with the biggest indicator being that he now has friends. 

“I’m lucky that I knew how to and was able to advocate for 
Theo and his needs, but not all parents are that fortunate,” 
Danielle says. She hopes pediatricians will become more 
informed about infant mental health issues so they can better 
support families. “If I could stress one thing, it would be to 
listen to the parent when they bring up concerns because 
we’re the experts on our children.”

“Infant mental health is supposed to be preventative but 
our culture looks at mental health as a diagnostic thing to fix. 
Really, mental health should be just as important as physical 
health and the way we breathe. We’ve made this shift with 
well-child visits; it should be the same with mental health,” 
stresses Dr. Egan.

Dr. Mulcahy agrees. “By supporting families in the first 
years of life, we are all going to be a much healthier, kinder 
and stable society.”

Improving infant mental health services, starting from 
birth, allows parents and caregivers access to the services they 
need to support their child’s positive social and emotional 
development, building the foundation for learning, future 
relationships and academic success.

Get Involved

The NJAAP is a member of the New Jersey Think Babies 
Coalition, which is working to ensure that babies ages birth-
to-three have the best chance to become thriving adults. To 
improve access to infant mental health services in New Jersey, 
the Think Babies Coalition recommends the following:

 • Invest in building a supply of well-trained infant 
mental health professionals.

 • Improve New Jersey’s Medicaid plan to allow prac-
titioners to be reimbursed for critical infant mental 
health services.

 • Create a statewide system of infant mental health 
consultants to provide services in child care settings.

CME from page 8
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Connecting Families to Services

YCS Institute for Infant and Preschool Mental 
Health (Accepts Medicaid)

https://www.ycs.org/

The YCS Institute (located in East Orange, NJ) provides 
training, consultation and clinical services related to 
infants, toddlers, preschool-age children and their 
families. The educational and therapeutic services at the 
Institute provide unique opportunities to evaluate and 
assist infants, children and their families. A wide array 
of individual, group and dyadic services for infants and 
families is being offered through the Institute. Licensed 
clinicians and advanced candidates in mental health 
and allied fields conduct therapeutic interventions with 
infants, toddlers and preschool-age children, and their 
caregivers. Services include:

 • Infant and Infant-Parent (caregiver) Relationship 
Assessments

 • Child Psychiatric Evaluation and Medication  
Assessments

 • Child Play Psychotherapy

 • Dyadic therapy

 • Infant-Parent (caregiver) Group Psychotherapy

 • Parent (caregiver) support sessions

 • Services for Mothers and Children Affected by  
Substance Abuse

 • Developmental and Parental Guidance

 • Psychological Testing for children, ages birth to 21

 • Autism testing

 • DIR therapy for children, ages birth to 21

The Institute has a second location in Union City, NJ 
which sees children and families, ages birth to 21.

The Institute also offers year-long doctoral internships 
for qualified doctoral students, in both their East Orange 
and Union City location.

Center for Autism and Early Childhood Mental 
Health (CAECMH) at Montclair State University 

https://www.montclair.edu/center-for-autism-and-early-
childhood-mental-health/

The Center for Autism and Early Childhood Mental 
Health (CAECMH) at Montclair State University is a 
clinical, consultation/professional development and 
research center concerned with the development of 
infants, with and without developmental disabilities.

Programs and Services within CAECMH include:

•	 Community	clinical	services	in	infant,	early	childhood	
and family mental health, including comprehensive 
assessments and interventions, and provision of 
developmental/parental guidance, systems’ advocacy 
and psychotherapy.

•	 Community	clinical	services	with	developmental	and	
relational models of assessment and intervention 
for children with autism and a broad range of other 
developmental disabilities.

•	 The	Post	Baccalaureate	Certificate	in	Developmental	
Models of Autism Intervention, a 15 graduate credit 
program offering multi-disciplinary professionals 
the latest evidence-based models to assessment, 
education and intervention in developmental, 
individualized and inclusive approaches for children 
with autism and other developmental disabilities.

•	 The	10-month	Intensive	Fellowship	in	Infant	and	
Early Childhood Mental Health, a continuing 
education program offering multi-disciplinary 
professionals intensive study in infant, early 
childhood and early family mental health, with 
emphasis on developmental, play-based and family-
centered models of promotion, prevention and 
intervention.

•	 Consultation	and	training	services	integrating	
mental health in infancy, childhood and school-
based programs, including training of educators 
in Zippy’s Friends, an international mental health 
promotion curriculum for children aged 5–7 years.

•	 Consultation	and	training	services	to	school	districts,	
early childhood programs and community agencies 
in developmental models of inclusion and instruction 
for children with autism and other developmental 
disabilities.

CME Quiz on page 11
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1.  At what ages does the AAP recommend conducting develop-
mental and behavioral screenings?

 A. 3, 6, and 12, or 24 months of age
 B. 8, 12, 24, and 30 months of age
 C. 9, 18, and 24, or 30 months of age
 D. 6, 9, 12, and 24 months of age

2.  Which of the following are AAP recommended developmen-
tal and behavioral standardized screening tools?

 A. Greenspan Social Growth Chart
 B. Ages and Stages: Social-Emotional
 C. Brief Infant Toddler Social-Emotional Assessment
 D. All of the above

3.  True or false, infant mental health includes the baby in the 
context of their relationships.

 A. True B. False

4.  True or false, experiencing ACEs at an early age does not have 
long-term consequences on children because they were too 
young to remember.

 A. True  B. False

5. Why are mental health services limited in New Jersey?
 A. Inadequate insurance coverage for screenings and services
 B. Low insurance reimbursement rates
 C. Lack of professionals trained in infant mental health
 D. All of the above

6.  True or false, New Jersey is one of eight states in the country 
that does not cover social-emotional screenings under Medic-
aid.

 A. True B. False

7.  What type of stress is a necessary part of development?
 A. Good stress
 B. Positive stress
 C. Tolerable stress
 D. Manageable stress

8.  True or false, babies are too young to understand facial ex-
pressions, gestures, and tone of voice.

 A. True B. False

9.  True or false, maternal depression can contribute to highly 
stressful early relationships for a baby.

 A. True B. False

10. What does EPSDT stand for?
 A. Every Pediatrician Screens, Diagnoses, and Treats
 B. Early Practice Services, Development and Testing
 C. Easy Pediatrician Screenings to Diagnose and Treat
 D. Early and Periodic Screening, Diagnostic, and Treatment

CME Quiz
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“It has been an inspiring journey to work with Fran these 
past several years at NJAAP. She teaches and leads with 
her vision and optimism AND I’m thankful for all she 
taught me.”

Peter Cerra

“Fran, Thank you for taking our New Jersey 
Chapter to the highest heights!  We could 
not have done it without you. Enjoy this well 
deserved new “chapter” of your life.”

Sincerely,
Janice Prontnicki MD, MPH, FAAP.

(AAP NJ Chapter President 2006-2008)

“It’s extremely hard to 
imagine NJAAP without 
Fran. Her dedication, 
determination, and passion 
are irreplaceable. It has 
been such an honor to work 
under Fran’s leadership. She 
is a true role model to me in 
every sense of the term and 
someone I strive to be like. So 
thank you, Fran, for always 
challenging us to become the 
best at what we do.  You will 
be sorely missed.”

Sharleen Van Vlijmen

“Fran is a true leader and 
visionary, inspiring the 
NJAAP team to create their 
own vision of what they 
think is possible.”

Aldina Hovde
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Why All The Fuss About Changing School Start Times?

Over the past year or two, there’s been an increase in 
conversations related to school start times, most specifically, 
that of high school start times being too early. The topic is 
popping up in newspaper editorials, educational conferences 
and even backyard summer conversations. That begs the 
questions: why are people talking about this now? The 
majority of school districts in the United States start before 
8:30am, has something changed to make us think that this is 
no longer acceptable?

To answer the second question first, the major change over 
the past decade is that we have gained a better understanding 
and awareness of two basic scientific concepts: the importance 
of sleep and the natural shift in circadian rhythms in 
adolescence. 

Societal value on sleep has shifted over the years, 
but recently, there’s been an abundance of evidence to 
support the age-old wisdom that sleep is important. Lack 
of sleep has a direct effect on multiple short- and long-
term outcomes.1,2,3,4,5,6,24,25 Short-term negative outcomes 
from lack of sleep include poorer academic performance, 
poorer athletic performance, riskier/impulsive behaviors 
and increased automobile accidents.1,14 Long-term negative 
outcomes from lack of sleep include obesity, heart disease and 
growth suppression. Luckily, the opposite is true and getting 
sufficient sleep helps to reduce all of the above-mentioned 
short- and long-term consequences.1,2,3,4,5,6, 24,25 How much 
sleep is needed? As most pediatricians are aware, the CDC 
recommends 8–10 hours of sleep for adolescents and most 
sleep experts believe that 8.5–9 hours seems to be the 
correct amount. Eight hours seems to be a critical point for 
preventing much of the negative outcomes mentioned above.2

The concept of circadian rhythm changes in adolescence is 
not new to anyone; in fact, almost all adults have experienced 
this during adolescence and should be able to relate.2,3,4,5,20,21,22 
Pediatricians caring for adolescents know full well that during 
the teen years, melatonin has its release shifted two to three 
hours later than it was in childhood. The result of this shift in 
melatonin release means that teens who had been able to fall 
asleep between 8 and 9pm previously now cannot fall asleep 
until 10:30 to 11pm. It also means that these teens have a 
hard time waking up before 7am, since the melatonin release 
is often continuing in teens through sunrise. This shift in 
melatonin release has been documented to occur worldwide 
and is not a new phenomenon. Once teens become young 
adults in their early to mid-twenties, the melatonin release 
often shifts back to follow a more typical adult sleep 
schedule.2,3,4,5,20, 21,22

Taken together, these two facts have changed much of 
our thinking about adolescence, sleep and school start times. 
If we know adolescents need a minimum of eight hours of 
sleep to prevent the consequences listed above and we know 
that they cannot fall asleep until 10:30–11pm, then we know 
we shouldn’t wake them up until 6:30–7am at the earliest. 
Working from there, we know that we should be giving 
them time to get up, eat breakfast, get ready for school and 
then time to commute to school, usually on the school bus. 
Those calculations result in the general recommendations for 
starting school for middle and high schoolers no earlier than 
8:30 am.

In 2014, knowing the facts stated above, the American 
Academy of Pediatrics published its policy statement, entitled 
“School Start Times for Adolescence”, in which the authors 
expertly reviewed the data surrounding sleep and changes in 
adolescent circadian rhythms, and recommended that middle 
and high school start times not begin before 8:30 am.2 The 
Center for Disease Control, the American Academy of Sleep 
Medicine, and many other national health organizations have 
also made similar recommendations.2,25

Educators have long recognized that in districts where high 
school starts early, many of the students are either late for 
school or are not paying attention during the first and second 
periods of the day.6,7,8,9 Parents have long recognized that their 
adolescents seem exhausted and are difficult to wake up in the 
morning, resulting in them rushing their teens to school. So 
how did we get here and why haven’t we changed anything?

First and foremost, it’s important to recognize that the 
science mentioned above is evidence- based and there are no 
real opposing viewpoints. There has not been any proposed 
educational rationale showing that adolescents receive better 
education when they start schools early. It should be noted 
that the school schedule historically has not always been like 
this. The big push to move high schools to an earlier start 
time began in the 1970s and 1980s. As towns grew, schools 
became larger and transportation needs increased. As a cost 
savings technique, towns turned to tiered busing systems—
using less buses and bus drivers and having them repeat 
multiple loops with staggered start times. By convention, 
high schools often got shifted earlier and that process 
continued through the present day. Today, many towns have 
three staggered start times and often start the high school 
students earliest and the younger elementary school students 
latest.6,7,8,9,11

continued on next page
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Though there is no benefit to starting school earlier for 
high school students, there has been a benefit to ending 
school earlier. Athletics typically benefits from earlier 
school end times, by allowing more time for practice and 
transportation to away games. Other benefits of ending school 
times earlier for adolescents include allowing more time to 
get to after school jobs, helping with childcare for younger 
siblings and allowing use of the school by other community 
organizations.

Now to answer the first question—why are people talking 
about this now? As we have become more aware of the 
importance of sleep and the changes in adolescent circadian 
rhythms, health care professionals, school administrators and 
boards of education have begun to re-think school policies 
to see if they can help solve these problems. Keeping student 
health, education and wellbeing as the driving principle, they 
have found solutions to the three common problems that 
most districts face when considering the issue of school start 
times: transportation, athletic schedules and resistance to 
change.

Small towns and big cities have both been successful 
in finding ways to make this change. In many towns, 
transportation has been the first hurdle. Schools have been 
successful in solving the transportation dilemma in multiple 
ways, including swapping schedules and having the younger 
children start school first and the older ones later, tightening 
bus routes or reducing tiers and finding the money to offset 
the increase in transportation costs.

Athletics, a priority for many parents and educators 
and often a seemingly huge hurdle, has been successfully 
managed by school districts as well. Rotating bell schedules, 
implementing Option 2 programs allowing HS sports to 
count in place of gym, eliminating waste from the schedule 
and creating as early a school end as possible have been some 
of the solutions. Athletic directors have also looked to create 
efficiencies in practices, limiting them to 90 minutes, game 
transportation and to create more serial game play with 
freshman, JV and varsity teams playing at the same time on 
separate fields.9,12,15

Lastly, changing school start schedules, which families, 
teachers and the community base their home life 
schedule around is often difficult. Successful districts have 
accomplished this change though open communication, 
explaining the rationale, inviting input and allowing time to 
adjust people’s schedules. 

More and more schools are successfully implementing 
this and leading this way for other schools. Data from these 
schools’ after the change in start times support the success 
of the program and help to dispel many of the myths that 
people mention when discussing the difficulty of changing 
school start times. The data shows that when you delay school 
start times, bed times do not change and that students gain 
an average of almost a minute of sleep for every minute of 
delayed school start times. Tardiness, absences and automobile 
accidents decrease and academic performance increases. Best 
of all, parents report that their teens are in better moods and 
are more pleasant to be around.9,12,13,18

Legislators have been weighing in too. California currently 
has legislation being proposed that would mandate school 
start times for adolescents begin at 8:30am or later. New 
Jersey recently passed legislation to pilot a four-year study of 
later school start times in five districts. Things are starting to 
move in the right direction.

So what can pediatricians do now? Pediatricians can 
and should communicate this information to their patients 
and families, but can also take the next step and discuss 
this with school administrators and public officials. Public 
schools in New Jersey are required to have a school physician 
and often these physicians can advocate on behalf of the 
students to the local board of education and administration. 
Physician advocates can also help on the legislative level when 
opportunities present themselves.

There is clear evidence that policy change at the school 
board level can directly have an immediate positive impact on 
the adolescents in that district. 1,2,3,6,9,13,14,16,23,24 The obstacles 
to making the change are known, but surmountable. This 
is a problem where science and common sense are on the 
same side and in most cases, bright committed adults can 
come together as a community to find solutions and create a 
healthier and better learning environment for our teens. As 
pediatricians, we can take the first steps and lead the charge 
to promote education surrounding this topic. Sometimes, a 
little push from us is all it takes to make a huge difference to a 
multitude of children in our community.

Bert Mandelbaum serves as the Chair of the newly 
launched NJAAP Task Force on Adolescent Sleep and School 
Start Times. For more information and to participate on the 
Task Force, please contact the NJAAP office.

continued on page 14
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“Let us build communities and families in which our 
children and youth, especially those who are most 
troubled, can belong. Let us build a country in which 
our children and youth can learn to care for and respect 
others.”

—Nelson Mandela

Our children are not doing well. 

“T.” is eight years old, although his lexicon is that of a 
streetwise nineteen year old. He is angry all the time. He is 
volatile, aggressive, and defiant beyond words. He feels deeply 
and is known to protect his younger sister at all costs. A 
few years ago, T. watched his mother murder his father. His 
mother is incarcerated, and his father is dead. He lives with 
his grandmother. Last week, he walked into Room 9 telling 
his teacher that gunshots went through the screen of his 
window, just missing everyone in the living room. They are 
looking to move. T. is on ADD medication, blood pressure 
medication, and medication for depression. Some mornings 
he walks into the classroom and just flops on the carpet and 
sleeps.  

Amanda is a 16-year-old adolescent that has just flunked 
all her classes and will be held back. Amanda is not a behavior 
problem in school and is very bright. She often doesn’t get to 
school and when she is present, she does absolutely nothing. 
Often, she just puts her head down and can easily fade into 
the woodwork. She lives with both her parents and has been 
diagnosed with an anxiety disorder. She has panic attacks and 
it was recently discovered that she is cutting herself. 

John is a 17-year-old adolescent that has been suspended 
from school too many times to count. He has failed almost 
every class he has taken since entering high school and 
is currently on homebound instruction waiting for an 
alternative education seat to open at his high school. John is 
quick to anger and is often suspended for physically assaulting 
peers. He is on homebound for his last offense of kicking over 
a desk in class and pushing a number of teachers on his way 
to leaving the school building. John is currently in foster care 
having lost his mother to a heroin overdose. John’s father has 
not been in his life since he was 5. 

Even a cursory look at the state of children and youth in 
America can give any teacher, parent, youth worker, counselor 
or physician cause for concern. A recent report from the 
Children’s Defense Fund, for example, sheds some light on 
the current ways many children are growing up in the richest 
country on earth:

In 2015, the U.S. Department of Health and Human 
Services reported that about 3 million teens ages 12 to 17 
had at least one major depressive episode in the past year. 
More than 2 million teens report experiencing depression that 
impairs their daily function. About 30% of girls and 20% of 
boys–totaling 6.3 million teens–have had an anxiety disorder, 
according to the National Institute of Mental Health.2

Adding to these frightening statistics, a 2015 report 
compiled by the New Jersey Department of Children and 
Families found the number of suicides among children and 
young adults in New Jersey has increased by 40 percent since 
2002. And it’s not just New Jersey. Teen suicide is climbing 
across the U.S., peaking at a rate of 8.5 out of 100,000 
children and teens nationally.3

The first study on the effects of adverse childhood 
experiences (ACEs) on adult health outcomes was published 
in 2006 by Dr. Vincent Felitti and Dr. Robert Anda. In 
this landmark study, Drs. Felitti and Anda documented the 
frequency of traumatic experiences during childhood for 
over 17,000 adults enrolled in the Kaiser Permanente heath 
care system. Defying conventional belief, the data revealed 
a powerful relationship between emotional experiences as 
children and physical and mental health. 

ACEs include 10 types of adversity that people can 
experience prior to their 18th birthday:

continued on next page
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The cumulative number of ACEs in a person’s life is that 
person’s ACE score, meaning that the highest possible ACE 
score a person can receive is 10.

The original adverse childhood experiences study found 
that ACEs are extremely common. Sixty-seven percent of 
study participants had at least 1 ACE, while 12.6% had 4 
or more ACEs. This idea of a composite total ACE score 
is critical to our understanding of how adversity impacts 
children and youth. Put simply, the higher the ACE score, the 
more likely a person will experience challenges in their life.4

Dr. Wendy Ellis and Bill Dietz’s recent research explores 
community environments where our children grow up and 
expands the concept of adversity to consider effects of living 
in environments where ACEs are all too common. While 
it seems obvious that our children and youth experience 
adversity in their individual family situations, Ellis and 
Dietz argue that adversity can also manifest itself in our 
communities. In their framework, symptoms 
of Adverse Community Environments 
include: poverty, discrimination, community 
disruption, violence, lack of opportunity or 
economic mobility and social capital, poor 
housing quality, and unaffordable housing. 
The Pair of ACEs tree depicts the relationship 
between family and community adversity:

The Pair of ACEs provides a deeper 
context of the possible levels of toxic stress 
in the lives of youth and their families. It 
is critical that our agencies, physicians, 
childcare workers, educators and other adults 
positioned to provide support for children be 
aware of the connection between adversity, 
toxic stress and trauma.5

For the sake of clarity, we can categorize two 
broad types of trauma: acute trauma and complex 
developmental trauma. Both can affect the children 
and youth we work with and support. 

Acute trauma results from a single incident that 
overwhelms a child’s ability to cope. These single 
incidents can include things like being a victim of 
a crime, involvement in a serious accident, or any 
other serious event that triggers a stress response. 

Children and youth growing up in environments 
with toxic levels of stress often have symptoms of 
complex developmental trauma. This is different 
than other types of trauma, and is associated with 
ongoing and persistent adversity in their lives. 
In Dr. Bessel Van der Kolk’s words, complex 
developmental trauma occurs when a young person 
experiences “multiple, chronic, and prolonged, 

developmentally adverse traumatic events, most often of an 
interpersonal nature...and with early life onset.” Children who 
experience complex developmental trauma exhibit a more 
pronounced deficit in developmental brain-aligned stress 
response systems. 

An increased awareness of ACEs has led the field and 
many school districts to become “trauma informed.” After 
working with troubled and troubling children and youth 
for forty years, it is exciting to be a part of this positive and 
encouraging movement. This shift requires school districts, 
and the adults within them, to change long-held beliefs about 
how we handle, correct, and discipline children and youth 
in our schools and classrooms. To transform our current 
practices, we must be able to see, feel, and think differently 
about our most challenging students who carry toxic stress 
and adversity into our schools. 

continued on page 18
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A young person growing up surrounded by trauma, 
unpredictability and toxic levels of stress will only be able to 
develop neural systems and functional capabilities that reflect 
this disorganization. According to Dr. Bruce Perry, a leading 
expert in childhood trauma, repeated and overwhelming 
stress sensitizes the brains amygdala and it becomes hyper-
alert to danger. Even when no external threat is present these 
young people will be in a persistent state of alarm. This lack 
of or loss of the ability to regulate emotions is a defining 
characteristic of the far-reaching effects of trauma. 

Becoming a trauma informed school or organization is 
not an event; it is a process. If we are to create schools and 
organizations able to respond to the needs of all the students, 
becoming aware of the impact of adversity on our young 
people’s ability to focus, learn and grow is a critical first step 
toward creating a trauma responsive environment. 
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Abstract

The proper storage of vaccines ensures that the efficacy 
of the vaccine does not deteriorate between the time it is 
produced to the time it is administered. Although work is 
being done to try and improve the temperature stability 
of vaccines, today they remain vulnerable to temperature 
fluctuations.  Maintaining an appropriate thermal 
environment for storage is dependent on both appropriate 
storage equipment and close monitoring to detect changes 
in environmental temperature before they become a threat 
to the integrity of the vaccine. Digital Data Loggers have 
improved the ability of vaccine providers to continuously 
monitor storage temperatures and previous models have also 
provided local alerts when preset thresholds are exceeded.  
Newer models have incorporated remote, real-time alerting 
for temperature fluctuations outside defined thresholds. We 
tested 2 Digital Data Loggers for usability, one offering real 
time alerting through an imbedded SD card and cellular 
phone network (Berlinger Fridge-tag 3), the other offering 
real time alerting through a Wi-Fi internet connection 
(LogTag UTRED 30). Eighty-two participating practices 
completed the study. Participants tested their assigned 
devices for 3–6 weeks and then reported on their satisfaction 
with their use. Over all satisfaction was high for both 
Digital Data Loggers with over 80 percent of respondents 
indicating Satisfied or Very Satisfied for the device tested. 
Cellular connection proved to be a challenge for several 
of the practices testing the Berlinger Fridge-tag 3 device, 
despite using a Cellular Service Provider (AT&T) with >99% 
coverage for the state of New Jersey. 

Introduction

In 1993 the Centers for Disease Control and Prevention 
(CDC) the Vaccines for Children (VFC) Program This 
was in part to the measles epidemic in 1989–1991 where 
investigation revealed that many of the affected children 
were unvaccinated due to their family’s inability to pay for 
the measles vaccine. Vaccines recommended by the Advisory 
Committee on Immunization Practices (ACIP) are purchased 
by the CDC and distributed to grantees. The grantees, 
including the New Jersey Department of Health (NJ DOH) 
are then responsible for overseeing the distribution, storage 
and handling, and administration of the vaccines through 
participating private and public practices.1 Qualified adults 
benefit in a similar fashion through the 317-Funded Adult 
(317) Program.

Monitoring and maintaining the integrity of the vaccines 
is essential to ensuring that the patients who receive vaccines 
are adequately protected. The cold-chain process prevents loss 
of vaccine efficacy due to excess heat or cold exposure. It starts 
at the point of manufacturing and continues until the vaccine 
is administered to the patient.  The nature of an individual 
vaccine determines its tolerance to low temperatures and 
its tolerance to high temperatures. Although the individual 
vaccines vary in tolerance, recommended storage temperatures 
provide suitable environments for 2 major groups of vaccines, 
those stored in freezers and those stored in refrigerators. 
Tracing “vaccine failure” back to historical storage 
temperature of the vaccine can be difficult, but there is some 
suggestion that storage failure can lead to loss of protection 
for vaccinated children. A review of the literature by Hanson 
et. al2 in 2017 found a report of an increased incidence of 
Hepatitis B in Mongolian infants born in the winter months 
suggesting the possibility of exposure of vaccine to extremely 
cold temperatures, and a report that found a higher incidence 
of pertussis in health regions of the US that had a higher 
reporting of refrigerators with freezing temperatures.

During April and May of 2011, The U.S. Department of 
Health and Human Service Office of the Inspector General 
(OIG) assessed the vaccine storage practices of 45 providers 
in 5 states and cities and issued a report on their findings in 
2012. Based on a threshold of 5 hours of exposure to out of 
range temperatures over a 2-week period, they identified at 
least one incident over threshold in 76% of offices assessed.3 
In their response to the OIG report, the CDC noted that 
exposure to temperatures higher than threshold may decrease 
effectiveness but does not make them less safe. They also 
reflected that although national monitoring was indicative of 
the overall effectiveness of current vaccination practices, “The 
vaccines that protect children against serious and even deadly 
diseases should always be stored properly.”4

In January of 2018, the CDC recommendation for use of 
Digital Data Loggers (DDLs) for continuous temperature 
monitoring of stored vaccines became a requirement for 
participation in the VFC Program. The CDC further 
delineated specific features for qualified DDLs and their use 
in managing the federally-funded  vaccine supply. The NJ 
VFC Program incorporated this information in the VFC/317 
Provider manual.5

A survey conducted by the New Jersey Chapter of 
the American Academy of Pediatrics (NJAAP) in 2018 
highlighted some of the challenges that VFC participants 
face in monitoring their storage refrigerator and freezer 
temperatures, including monitoring and responding to alerts 
when the staff is not physically present.

continued on next page
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Features Beyond CDC Specifications
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In March of 2019 the NJAAP partnered with NJ DOH’s 
VFC Program to test the usability and perceived value of 
DDL with remote alerting of temperature related events, an 
advanced feature beyond the CDC specifications. This report 
summarizes the methodology and results of the Digital Data 
Logger Project. 

Methodology

Project Team

The core project team included members from the NJAAP 
(Peter Cerra, Jake Sathmary, Sharleen Van Vlijmen and 
Jeanne Craft) and from the NJ DOH VFC program (Faith 
Borradaile) 

Selection of the DDLs  

Resources available from a variety of VFC programs 
were reviewed. Three candidate DDLs were selected based 
on remote alert capability, estimated cost, published user 
experience information, and review of the product website. 
The 3 vendors demonstrated their product via teleconference 
and the final 2 products were selected based on the criteria 
listed above. 

The Berlinger Fridge-tag 3 has the ability to remotely alert 
designated staff to an out of range temperature through a 
cellular phone connection. The LogTag UTRED 30 uses a 
Wi-Fi connection to send alerts remotely to designated staff. 
Pricing, including the cellular or web subscription, for the  
2 selected devices for the 2 products including the cellular  
or web subscription for the 2 selected devices was similar  
and negotiated as part of the participation of the vendors in 
the project. 

Enrollment of Participants 

Information about the project, an invitation to all VFC 
and/or 317 providers, and contact information for enrollment 
was posted on the New Jersey Immunization Information 
System (NJIIS) and NJAAP websites. In addition, a direct 
email campaign was conducted with email invitations sent to 
NJAAP members, non-member pediatricians in the NJAAP 
database, and VFC/317 providers. Previous participants in 
other NJAAP programs were also invited in an additional 
recruiting effort.  All interested practices were asked to 
complete a short questionnaire which enabled the project 
team to confirm current VFC/317 participation. 

Baseline Survey

Each qualifying participant was welcomed to the project 
and asked to complete a baseline survey that allowed them to 
describe their current office VFC/317 vaccine management 
process as well as their experience with their current DDL 
selection and use. Participants who failed to complete the 
baseline survey were contacted individually to encourage/
assist in completion of the baseline survey. 

Assignment and Distribution of DDLs

Each participating practice site tested one of the 2 
test DDLs. Any practice already using one of them was 
automatically assigned to test the other one. Assignment was 
made as the participants were confirmed as current VFC 
providers and an effort was made to distribute the 2 test 
DDLs evenly across practice types. The respective lists were 
provided to each vendor, and the DDLs were sent directly 
from vendor to participant along with enclosed instructions 
on installation, connection to remote alert system (cell phone 
subscription or Wi-Fi connection to website), and vendor 
support contact information.  The vendors reviewed their 
respective tester list following distribution and participants 
who had not yet linked to cellular or Wi-Fi/website for 
remote alerting were personally contacted by core project 
team and vendor support to assist in completing their 
installation.  

Participants completing the program were invited to keep 
their test DDL. Participants who chose to withdraw from the 
project were supplied with mailing labels to allow them to 
return their DDL to the NJ VFC Program.

Training and Support 

In preparation for the teleconference training sessions for 
participants, each vendor was asked to provide an education 
session to the core project team and additional NJAAP 
staff and DOH VFC Program staff. The sessions were a 
combination of face-to-face and teleconferencing. These 
sessions served to address outstanding questions about the 
DDLs, review project logistics, and finally to refine the 
planned training sessions for the participants. 

Each vendor presented their training session twice over  
2 days. Once at 0800 hr and once at 1200hr to accommodate 
the schedules of the participants. The core project team 
participated in these training sessions along with the vendor 
educators.

An additional teleconference call was held for each of 
the DDL groups midway through the project to address 
unresolved challenges and to encourage information sharing. 

continued on page 22



New Jersey Pediatrics   Fall 2019 www.njaap.org22

continued on next page

Respondents were asked about satisfaction with several 
features of their current DDLs. The percentage of respondents 
reporting they were either satisfied or very satisfied is reflected 
in Chart 1 on the following page. Of note, only half of the 
practices that rated their current satisfaction with remote 
alerting described themselves as satisfied or very satisfied.  

More than half of the participating practices are currently 
using pharmaceutical grade (purpose built) refrigerators and/
or freezers Eighty-two percent of practices had an identified 
back-up storage site and 27% had a back-up generator in the 
event of a power outage.

All participating practices reported having a readily 
available emergency plan for VFC vaccine management, and 
all 56% who reported having had an excursion since January 
2018 when the new CDC requirements went into effect 
had executed their emergency management plan. Several 
practices commented that they had executed their emergency 
management plan in anticipation of a possible threat to 
vaccine integrity. 

End of Test Period Survey results

Eighty-two participants completed the final survey. Free 
text comment boxes allowed participants to add additional 
information beyond the more structured survey questions. 
Forty-three respondents tested the Berlinger Fridge-tag 3, and 
39 tested the LogTag UTRED 30. 60% were able to test the 
DDL for 3 or more weeks.  

Participants were asked about specific DDL features 
and asked to rate them on a 5-increment scale from very 
dissatisfied to very satisfied. The majority ranked all elements 
in the satisfied or very satisfied category for both of the 
tested DDLs. Chart 2 on the following page, reflects the 
comparative responses.

Throughout the project, support was available from the 
vendors and the core project team. Each training session 
included resource links to CDC, NJ DOH VFC Program and 
vendor specific information. 

End of Project Survey

At the end of the anticipated 4-6-week testing period, 
participants were asked to complete the final evaluation 
survey which queried the participants about their experience 
with their test DDL and their experience with participation in 
the project. Participants who failed to complete the survey by 
the requested date were contacted individually to encourage 
and assist them in completing the final survey.

Data Collection and Analysis

All survey responses were collected using SurveyMonkey.  
Responses were then downloaded into Microsoft Excel for 
qualitative and quantitative analysis.  Results are descriptive. 
All satisfaction related questions used a 5-increment 
scale: Very dissatisfied, dissatisfied, neutral, satisfied and 
very satisfied. An additional “not applicable” choice was 
available, responses in this category were eliminated from the 
denominator when calculating the combined percentage of 
“Satisfied” and “Very Satisfied” responses. 

Results

Participants

Ninety-four interested practices, public and private, were 
confirmed as active VFC providers, completed the baseline 
survey and were sent one of the two test DDL’s, either the 
Berlinger Fridge-tag 3 (48 practices) or the LogTag UTRED 
30 (45 practices).  The practices were distributed across 
the state (see map). 73% self-identified as private, and 
included 58 pediatric, 7 family medicine and 2 hospital-
based practices. The 27% who identified as public included 
8 Federally Qualified Health Centers (FQHCs), 14 Public 
Health Departments and one public hospital. Three practices 
identified as other. 16 practices participate in both VFC and 
317 programs. Sixty-two percent of practices reported that 
VFC/317 vaccines accounted for half or more of the vaccines 
administered in their practice. 

Baseline Survey Results

Practices reported that the top considerations in selecting 
their current digital data logger were meeting CDC criteria 
(88%), Price (68%) and Data storage capability (62%). Only 
23% reported Remote Alerting as an important consideration. 
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The start of the testing period was 
delayed for many respondents due to 
several challenges, primarily related to 
activating the remote alerting features 
which disproportionately affected 
those practices testing the Berlinger 
Fridge-Tag 3 DDL.  Additional stated 
reasons for delay included unrelated 
internal office issues, delay in internal 
IT support, and lack of an available 
electrical outlet close to the storage 
refrigerator. Some respondents were 
able to resolve these issues quickly, and 
some experienced significant delay. 
Forty percent of the practices received 
a remote alert during the testing 
period and were able to comment 
on that experience.  Four of the 82 
respondents reported an excursion 
during the project time period.

More than half of the respondents 
plan to continue to use their test DDL 
going forward (Chart 3). Reasons 
for not continuing or being unsure 
included preference for a dual probe 
device, concern about ongoing fees 
related to the remote alerting feature, 
and connection challenges.

Although only 23% of respondents 
reported that remote alerting was an 
important consideration in choosing 
their current DDL, 78% of those 
who tested the Berlinger Fridge-tag 
3 and 89% who tested the LogTag 
UTRED 30 indicated that they would 
consider advanced features such as 
remote alerting as important or very 
important when considering their next 
DDL acquisition. (Chart 4 on the 
following page)

The majority of respondents 
reported that they were either satisfied 
or very satisfied specific elements of 
the project. The difference between 
the 2 DDLs tested likely reflects 
challenges with activating the remote 
alert function that disproportionately 
affected the users of the Berlinger 
Fridge-Tag 3 DDL. 
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Several of the study participants did not 
realize that an additional step was required to 
activate the remote alert messaging feature of 
both DDLs (cell service for Berlinger Fridge-
Tag 3 or website registration for the LogTag 
UTRED 30. This delayed the beginning of 
the testing period until those practices who 
the vendors were able to identify as “not yet 
activated” were individually contacted and 
coached through the activation steps. 

An additional challenge was the failure of 
AT&T cell service connection in the location 
of some of the vaccine storage refrigerators. 
The reason for this is unclear since AT&T is 
reported to provide over 99% cellular coverage 
in New Jersey.3 Although there are unserved 
geographic pockets that may coincide with the 
practice locations that had difficulty, there may 
also have been dead zones related to location 
of the storage refrigerator with in the practice 
building. The vendor offered substitution of 
AT&T with T-Mobile as the cellular service 
provider for those practices that were unable to 
connect with ATT. Due to the time constraints 
of this project, we do not have follow-up to 
see if the issue has resolved with the alternative 
cellular provider for all of the affected practices. 

Practices who withdrew from the project 
reported time constraints related to instillation 
and training of a new device, and difficulty 
activating the remote alerting feature as 
challenges to participation. 

A longer study period would be required 
to fully explore the impact of the remote alert 
capability on the incidence of temperature 

excursions and the ability to react before there is significant 
vaccine loss.
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Successes, Challenges and Opportunities

The majority of the participants found value in the 
ability to receive remote alerts and are either planning to 
or considering continued use of the DDL they tested and 
now consider the remote alert feature an important option 
to consider during their next DDL acquisition. A few of the 
participating practices also used this opportunity to update 
their alert management plan and at least one improved the 
positioning of the data logger probe within their vaccine 
storage refrigerator. 

Due to unexpected challenges, the data was suited for 
descriptive but not rigorous statistical analysis. 
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Abstract

Finger injuries are a common occurrence in young children 
and finger entrapment in objects has been reported in the 
medical literature. We present a case report of a two-year old 
female who presented to a local emergency department with a 
constricting finger injury involving a coiled, wire protein shake 
mixing ball. The medical personnel caring for the child became 
concerned about the possibility of non-accidental injury and 
referred the case to a child abuse team. The child was ultimately 
diagnosed with an accidental injury. This case points out a 
new mechanism for accidental injury and raises the concern 
for additional safety measures to be implemented in the use of 
protein shaker mixer balls.

Introduction

Young children are curious by nature and use their hands to 
explore their environment. As such, finger injuries can occur. 
Finger fractures and crush injuries are common in pediatric 
population.1,2 There are previous published reports of finger 
entrapment in metallic rings, including sink plugholes3 and a 
door latch.4

Recently, shake mixing bottles have gained popularity in the 
general population. These bottles contain a coiled, spiral wire 
mixing ball that is used to blend powdered shakes. The ball is 
easily removed from its bottle container for cleaning. The easy 
accessibility of these balls pose a possible new mechanism for 
finger injury among young children.

Case presentation

A 2-year old female was brought into 
a Pediatric Emergency Department (Peds 
ED) by her parents with a metal, partial 
circumferential, foreign body embedded in 
the right index finger. Upon presentation, 
the parents provided a history of hearing 
the child crying in her crib. Upon checking 
the patient, they observed that a wire 
shake mixing ball had become lodged on 
her finger. Numerous attempts to remove 
the child’s finger from the ball proved 
unsuccessful, resulting in her being brought 
to the pediatric emergency department. 
An additional attempt to remove the ball 
made by medical staff was also unsuccessful. 
An X-ray of the right hand revealed a 
curvilinear, metallic foreign body within the 
soft tissues of the second digit at the level 
of the proximal interpharyngeal (PIP) joint 
(Figure 1). A small underlying fracture could 
not be excluded. Concern was raised by the 
medical staff regarding the possibility of  
non-accidental injury.

Management and Outcome

Following consultation with a hand surgeon, the child 
was taken to the operating room for surgical removal of the 
foreign body. During the surgery, it was discovered that the 
circumferential placement of the wire ball was constricting 
the tendon, bones and blood vessels. A call to child protective 
services was made and consultation was provided by the 
hospital’s child abuse team. A skeletal survey x-ray was obtained, 
which revealed a mild bilateral hip dysplasia and no fractures. 
The child abuse team concluded the injury was accidental. Post-
operatively, the child was doing well and expected to recover 
without sequelae.

Discussion

To this author’s knowledge, injuries from wire shaker balls  
have not been previously reported in the medical literature.  
In our case, the limited history provided by the parents did  
not fully explain this injury, prompting consideration of  
non-accidental injury and subsequent referral to the child  
abuse team. Due to the small size and shape of the wire ball, 
children may mistake this object for a toy. This highlights the 
need for proper warning labels and increased public awareness  
of the dangers of wire shaker balls.

Conclusion

New products sometimes emerge on the market that may 
pose safety risks to young children. When injuries occur 
involving such products, the developmental stage of the child, 
the history provided, and the features of the product must 
carefully be considered to determine the etiology of the injury.
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Breakfast 
After the Bell:
Fighting Food Insecurity

School breakfast can help children meet 

their nutrition recommendations. This 

may be especially true for the 1 in 61 

children who live in a household faced 

with food insecurity.

1U.S. Department of Agriculture Economic Research Service. Household Food Security in the United States in 2015

To help our nation’s children whose households have limited 

access to adequate food, we are committed to increasing 

student participation in School Breakfast Programs.

 Collectively we will 
 work together to:
• Increase awareness of the impact School Breakfast 

 Programs can have on nutrition security, diet quality 

 and student health.

• Provide resources to empower schools to champion 

 school breakfast.

• Inspire families and communities to embrace 

 school breakfast.

• Empower children to take action to help increase 

 access to breakfast in their schools.

• Support initiatives to move Breakfast After the Bell 

 for better participation.
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Abstract
Post-traumatic stress disorder (PTSD), originally identified 

in adults, is being increasingly reported in children and 
adolescents following traumatic events. While awareness of 
this disorder is improving, driven largely by the use of assistive 
tools such as the Adverse Childhood Experiences (ACEs) 
questionnaire, limited epidemiological studies and lack of 
evidence assessing response to therapy make diagnosing and 
treating the disorder challenging. In New Jersey, the Pediatric 
Psychiatry Collaborative (PPC) was established to improve 
access to mental and behavioral health care in this vulnerable 
population. Through proper utilization of this invaluable 
resource, more children with PTSD and other debilitating 
psychiatric diagnoses are receiving more appropriate and 
timely care.
Introduction

Post-traumatic stress disorder (PTSD) was first listed 
as a psychiatric diagnosis in the Diagnostic and Statistical 
Manual of Mental Disorders Third Edition (DSM-III) in 
response to symptoms identified in veterans of the Vietnam 
war. Similar symptoms have been identified in the pediatric 
population, with some studies citing incidence rates as high as 
60% depending on the trauma suffered.1 Various community 
studies have cited prevalence rates between 2 to 9.2%.2 
While no population-based epidemiological studies have 
focused on the prevalence in adolescents among the general 
population, these community studies suggest that PTSD is a 
diagnosis affecting a significant portion of youth. In a society 
where technology can allow traumatic exposures to occur at 
a moment’s notice, general practitioners and mental health 
professionals alike need to be aware of the symptoms of 
PTSD and the resources available for its management.

The Pediatric Psychiatry Collaborative (PPC) is a grant-
funded program piloted in 2015 in New Jersey to improve 
access to mental health services for children and adolescents. 
Being a referral-based program, the PPC relies on general 
practitioners to screen for and identify mental health 
problems in their patients. Once identified, information 
regarding the patient and the results of the appropriate mental 
health screening tool is sent to a regional hub in the state. 
From there, a case manager reviews the information and 
contacts the guardians, conducting an intake and assisting 
with obtaining appropriate, timely psychiatric resources for 
the patient.

The following is a case presentation of a patient who 
obtained psychiatric services through referral to and 
utilization of the PPC in New Jersey.

Case Presentation
A 13-year-old female with previously diagnosed PTSD 

went to her pediatrician for her routine well-child care 
appointment. Her mother was concerned that her daughter 
was becoming increasingly withdrawn and that her 
performance at school was suffering. When questioned about 
why she was feeling this way, the patient asked her mother to 
share the details with the pediatrician.

The mother reported that the events leading to the 
patient’s current status began one year prior to the visit. At 
that time, the patient’s maternal aunt had just returned from 
a tour of duty in Iraq. The aunt’s job was to retrieve the dead 
bodies of soldiers and tag them for return to the United 
States. The aunt had difficulty coping with this assignment 
and when she arrived back in the United States, she resorted 
to drugs and alcohol and ultimately ended up homeless. 
Upon learning of this, the mother invited the aunt to stay in 
their home to help her get back on her feet.

While in the house with the mother and patient, the aunt 
continued to use drugs and alcohol, becoming increasingly 
more troubled and isolated. One afternoon, the patient heard 
the aunt’s dogs barking and she went into the aunt’s room 
to check on them. Upon entering the room, the patient 
discovered the aunt had committed suicide by strangulation.

Following the discovery, the daughter was diagnosed with 
PTSD and subsequently referred to counseling. However, she 
was not ready to share her feelings with her counselor and 
also needed other services. Additionally, she was not taking 
medication previously prescribed.

At the well-child visit, the patient was observed to be 
walking around the room aimlessly, touching the various 
equipment. She would stop and stare when asked a question, 
rarely responding to what was being said. She did say, 
however, that she remembered the events that took place 
but did not want to talk about them. The pediatrician 
recommended the patient begin journaling to express 
her feelings, a suggestion to which the patient responded 
positively.

The patient also completed the Pediatric Symptom 
Checklist–Youth screening form (PSC-Y) with a score of 37. 
Based on this score as well as the patient exam and parent’s 
concerns, she was referred to the PPC for assistance in 
obtaining psychiatric support and resources.
Discussion

In 2013, the DSM-V established new criteria for the 
diagnosis of PTSD. These include exposure to a stressor that 
is persistently re-experienced, avoiding stimuli associated 
with the stressor, negative alterations in mood and behavior, 
and functional impairment for greater than one month that 
cannot be attributed to substance abuse or other illness.3 Our 
patient previously met the criteria for the diagnosis of PTSD 
and presented following initial treatment failure.

Treatment for a child diagnosed with PTSD involves 
ensuring the safety of the child and limiting the exposure 
of the inciting event. It is crucial that treatment include: 
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Additional PTSD resources 

A Guide to Executive Function—Center on the Developing 
Child, Harvard University:
https://developingchild.harvard.edu/guide/a-guide-to-
executive-function/

The National Council for Behavioral Health: 
https://www.thenationalcouncil.org/areas-of-expertise/

trauma-informed-behavioral-healthcare/?gclid=EAIaIQobCh
MI84Lrk9v94wIVi4zICh2ugQfIEAAYAiAAEgLJXvD_BwE

psychotherapy for the child, support for the caregivers, and 
support for the patient in other environments, including 
school and work.2 While pharmacotherapy was attempted in 
our patient, it is not necessarily a first-line treatment as more 
success has been shown with psychotherapy.

On initial intake, it was discovered that the family 
had previously sought help through their county’s care 
management organization and had exhausted nearly all their 
resources. Through the PPC, the patient obtained a referral 
to a community mental health center that could provide 
psychiatric resources, diagnostic clarification, and medication 
monitoring, all with a short waitlist.

In the interim, the patient was encouraged to continue 
journaling. The pediatrician asked the mother to get colored 
pencils and markers for the patient so she could draw when 
she did not want to write. The patient was asked to follow-up 
and leaf through the journal in front of the pediatrician to 
ensure she was journaling while maintaining her privacy.
Conclusion

One month following the referral, and accounting for some 
minor delays due to missed follow-up with the primary care 
provider, the patient started receiving outpatient psychiatric 
services. On follow-up with the mother regarding the patient’s 
status, the mother stated that the patient was ‘doing well’ and 
that through the PPC, the entire family was receiving services.

This case not only highlights the ability of the PPC 
to find timely psychiatric resources for patients in need, 
but also demonstrates how useful the PPC is for patients 
receiving counseling or other psychiatric services that are not 
meeting their specific needs. We are proud to be a part of this 
collaborative and hope that through sharing this case, many 
more children are able to find the help they need through the 
PPC. 

Case Report continued  

“Your leadership and words of encouragement 
mean a lot to me. I’m very grateful for the 
opportunities you have given me. 

Thank you once again for all your support! ”
Stacy Israil

“I am infinitely grateful for Fran’s hard work 
at NJAAP for these past years. Fran has shown 
me strong leadership, supported me, and 
encouraged me to grow. At the end of the day, 
Fran has been a very positive and warm figure 
for me at NJAAP.  I am very sorry to see her 
go, for she will be dearly missed”.”

Irina Cherpnina

“Fran has been a model in showing us how to 
build collaborative relationships and how to 
have faith in others. She has great confidence 
in her staff and always looks to inspire people, 
reminding us of the “why” in what we do. She 
shares her vision for the Chapter, inspiring 
staff to look ahead and see the bigger 
picture.”

Marcela Betzer

“Fran, Thank you for helping me to become mature in the role of 
Program Director for Oral Health. You have taught me a lot.  
Thank you.

Having worked under a great professional like you was a lifetime 
opportunity. On your farewell, I would like to tell you that you have 
left a legacy that would be cherished for years to come. May you 
succeed in your endeavors.”

Juliana David
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Abstract

Improving behavioral health and communication skills 
of pediatric residents remains an important focus in medical 
education. In this paper, we present a preliminary evaluation 
of two novel standardized patient (SP) training experiences 
in which PGY-1 residents observed and practiced behavioral 
health/communication skills within a group format, and 
facilitated by an interdisciplinary team. Two separate trainings 
(“Working with a Challenging Patient” and “Breaking Bad 
News”) were implemented at the beginning of the residency 
training year during intern orientation and retreat. Post-
intervention surveys demonstrated that the trainings were 
received favorably by residents and were considered relevant 
and realistic learning opportunities. The outcomes from this 
pilot project suggest that group SP trainings for behavioral 
health and communication skills may be a promising option 
for pediatric residency training programs. 

Keywords: standardized patients, behavioral health, medical 
education 

1. Introduction 

Training experiences in behavioral health/communication 
skills are generally considered inadequate by pediatric 
residents.1,2 Curriculum development in this area is essential 
to improve experiences on rotation and appropriately 
prepare residents to meet the needs of children and 
families.3,4 Given this need, the pediatric residency program 
at Geisinger Medical Center has prioritized continuous 
development of behavioral health training experiences for 
residents, particularly through partnership with pediatric 
psychology and medical education staff. The outcome of this 
collaboration is to promote feasible, acceptable, and effective 
training experiences in behavioral health and communication 
skills. 

This paper describes a recent project that involved the use 
of three standardized patient (SP) encounters implemented 
within a group format (i.e., “fishbowl” method)5 and with 
an interdisciplinary team focused on behavioral health and 
communication skills. We assessed acceptability and other 
learner outcomes post-training and used these data to enhance 
the quality and content of our curriculum. 

2. Method

The trainings described below were considered a part of 
the typical educational curriculum at our institution. IRB 
approval was obtained to deliver post-training surveys and to 
analyze the data. 

2.1 Participants

PGY-1 pediatric, combined internal medicine/pediatric 
residents, and preliminary pediatric residents were invited 
to participate in this project. All trainings were conducted at 
the beginning of the training year, during intern orientation 
(n =11 residents; Training One) and intern retreat (n = 16 
residents; Training Two). While attendance at these trainings 
were required for those who were available, the completion 
of the post-intervention survey was voluntary. Most residents 
completed both trainings. 

2.2 Trainings

Three scenarios (which were divided into two trainings) 
were developed based upon perceived needs of residents and 
relevance to practice: “Working with a Challenging Patient” 
(i.e., a teenager abusing marijuana) and “Breaking Bad News” 
(i.e., a potential Down Syndrome [Trisomy 21] diagnosis 
and a child’s death). The Standardized Patient Training 
Center created the script and recruited/trained actors to play 
their roles. The group-based approach was chosen in order 
to decrease resource and time burden, while also fostering 
a realistic experience that required active participation. 
Two of the scenarios were previously implemented with 
medical trainees with success.6 The current project represents 
an improvement in our previous methodology and post-
assessment. Specifically, two different types of group-based 
trainings were piloted and assessed: one involving role plays 
with standardized patients (SPs) by content matter experts 
with resident feedback/participation and the other utilizing 
a typical fishbowl method of training,5 with residents briefly 
practicing skills and peer observation/feedback. Further, the 
trainings were conducted during intern orientation and intern 
retreat, which allowed for lengthier training sessions and the 
ability to utilize several members of the training team who 
were made available in advance of the trainings. 
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The first training (“Working with a Challenging Patient”) 
began with a lecture/discussion on basic Motivational 
Interviewing (MI) skills led by two pediatric psychology 
postdoctoral fellows and a general pediatrician. The didactic 
portion of the training lasted approximately 60 minutes and 
covered 4 key topics in MI/communication skills: open-
ended questioning, responding to resistance via reflections, 
developing discrepancies, and evaluating commitment or 
willingness to change. 

The active learning portion of the training lasted 
approximately 60 minutes and began with 2 role plays 
modeled by the psychology fellows. The first encounter 
modeled poor use of skills (e.g., providing solutions 
prematurely or unsolicited, expressing disappointment)  
while the second modeled more appropriate skills (e.g., 
taking a neutral stance, expressing empathy through reflective 
listening). Residents were encouraged to provide feedback 
during and after the role plays. Following this, they were 
given the opportunity to role play with their peers, choosing 
one of five predetermined topics (i.e., parent who is reluctant 
to vaccinate, teenager who struggles to take birth control, 
teenager who is obese, mother who refuses for psychology 
to see her child, or one’s own behavior change). During 
this time, the psychology fellows and pediatrician provided 
feedback to residents on application of skills. The expert role 
plays and resident role plays lasted approximately 30 minutes 
each. 

The second training (“Breaking Bad News”) involved two 
SP scenarios focused on communicating bad news to parents 
(a Trisomy 21 diagnosis and child’s death, respectively) and 
lasted a little over 2 hours. A brief discussion regarding 
breaking difficult news was led by a palliative care PICU 
physician prior to the SP encounters (~10 minutes). The 
residents were then randomly divided to complete each 
SP encounter in a small group setting (~ 8 residents per 
group). Each group completed both SP scenarios, lasting 
approximately 1 hour each. 

In order to facilitate active learning, residents were asked 
to volunteer to interview the SP briefly (~ 2 minutes), then 
the group would pause to discuss and provide feedback to 
the resident or complete a “do over”. Feedback by faculty was 
modeled using the ARTful approach (“Ask, Respond, Tell”).7 
There was an attempt to give every resident a chance to briefly 
interact with the SP across the two encounters. Typically 
residents would pick up where their peer left off in order to 
reduce repetition and to allow the encounter to progress. 
Discussions/feedback was facilitated by a psychologist, general 
pediatrician, and PICU physician in the Trisomy 21 case 
and by a general pediatric hospitalist, a PICU palliative care 
physician, and a communication educator for the child death 
case. 

2.3 Measures

An 11-item post-intervention survey was developed by 
the training team to assess acceptability of the trainings and 
preliminary learner outcomes (see Table 1 on the following 
page). Item 1 asked participants to indicate their level of 
training (in this particular project, all were PGY-1 residents). 
Items 2-8 assessed satisfaction with the training, real-world 
applicability, and confidence in using skills using a Likert-
type response format (1 = strongly disagree to 6 = strongly 
agree). Items 9-11 assessed strengths, weaknesses, and future 
directions of the trainings in an open-ended format. The post-
intervention survey was administered immediately following 
each training session. This survey was developed solely to 
evaluate the training and has not been empirically evaluated.

3. Procedure

3.1 Data collection

Data was collected at two group-based standardized patient 
trainings at the beginning of the residency training year. 
Survey administration occurred at the end of each training 
session. Prior to administering the post-intervention survey, 
training staff verbally informed residents that completion 
of the survey is a part of a research project and that their 
participation is voluntary. They were also told that results 
of the survey are anonymous and have no impact on their 
training. Completion of the survey served as the residents’ 
implied consent to participate in the evaluation portion of  
the training. 

3.2 Data analysis 

Basic descriptive statistics (i.e., mean, standard deviations, 
and range) were calculated for items 2-8 (see Table 1). A 
content analysis was completed by two members of the 
training team for items 9-11. Answers to these items were 
coded independently for themes and responses were compared 
and reviewed for concordance.

4. Results 

Eleven residents completed the survey after the first 
training, while 16 completed after the second. Likert-type 
items suggested overall positive ratings for both trainings 
(see Table 1). With the exception of item 7 (confidence 
in utilizing skills), Training Two (“Breaking Bad News”) 
appeared to have relatively higher ratings. However, there 
was more variability in response to the second training, 
particularly related to its perceived benefits and relevance 
(range 1-6). 

continued on page 32
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continued on next page

time as an improvement for Training One (“Working with a 
Challenging Patient”). Further, having individual or smaller 
group formats and more individual feedback were given as 
improvements for Training Two (“Breaking Bad News”). 
Suggestions for future cases were varied including parents 
against vaccinations, abuse, upset patients, and chronic cases. 

5. Discussion

Group standardized patient training sessions implemented 
with PGY-1 residents were received favorably. Despite the 
group format, residents generally reported that they could 
actively participate in the training and that the scenarios were 
realistic and relevant to their work. Of particular relevance 
is confidence in utilizing skills post-training. The relatively 
lower scores on this item across the trainings (and particularly 
in the “Breaking Bad News” scenario) suggest we may have 
been modestly helpful in this domain. A weakness of our 
data collection pertains to objective assessment of knowledge 
gained and generalizability of skills (i.e., training outcomes).

The relatively lowest rated item for “Working with a 
Challenging Patient” (Training One) related to sufficient 
time to participate in the learning experience. This is not 
surprising, given that a large portion of the training was 
devoted to didactics (60 minutes) and observing role plays (30 
minutes). In contrast, the relatively lowest item for “Breaking 
Bad News” (Training Two) was confidence in applying skills 
post-training. Again, this appears related to the content of 
the training in that the skill of breaking difficult news to a 
parent (particularly death or a noteworthy diagnosis) likely 
requires more training and experience to obtain mastery and 
confidence. 

Themes from open-ended items are presented in Table 
1. Pertinent to this project, several strengths appear related 
to the group experience (e.g., taking a collective approach, 
getting feedback from others). Residents also appreciated 
the ability to contrast two (good versus bad) encounters in 
the first training and the cooperative/incremental approach 
in the second. However, residents did report more role play 

Table 1. Survey items, descriptive statistics, and open-ended responses across trainings

“Working with a Challenging 
Patient”
(n = 11)

“Breaking Bad News”
 (n = 16)

Item M(SD) Range M(SD) Range
2. My experience with the standardized patient was 

beneficial to my training in delivering behavioral 
health care. 

5.30 (.82) 4-6 5.44 (1.26) 1-6

3. I would attend another standardized patient 
training in the future. 

5.27 (.79) 4-6 5.31 (1.25) 1-6

4. The content of the standardized patient training 
was relevant to my work as a clinician.

5.36 (.81) 4-6 5.56 1.26) 1-6

5. I had sufficient opportunity to actively participate 
in the learning experience. 

5.10 (.94) 4-6 5.63 (.5) 5-6

6. I intend to apply what I learned in this training to 
actual patient encounters. 

5.64 (.67) 4-6 5.81 (.40) 5-6

7. I am confident in my ability to utilize appropriate 
communication skills with patients. 

5.18 (.75) 4-6 4.88 (.62) 4-6

8. The scenarios presented in the training were 
realistic patient encounters. 

5.36 (.67) 4-6 5.56 (.51) 5-6

Open-ended
themes/responses

Open-ended 
themes/responses

9. What did you like most about the standardized 
patient training?

Contrasting Two Encounters, 
Nonjudgmental, Focus on 
Techniques, Interactive, Relevant 
to Clinical Work

Realistic, Relevant to Clinical 
Work, Cooperative Approach, 
Feedback from Others, 
Incremental Steps

10. What aspects of this training experience could be 
improved?

More Role Play Time, Redundant 
Information, None

Smaller Group Setting, Give 
Preparation for Scenarios, More 
Time, More Frequent Trainings, 
Individual Feedback/Time

11. What other standardized patient cases would you 
find helpful for your education?

Death, Bad News, 
Communication with Different 
Age Ranges, Anti-Vaccination 
Parents 

Chronic Cases, Teens, Difficult 
Patients, Abuse, Upset Patients, 
Patients who Withdraw Care
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Open-ended themes pointed out several strengths of the 
training, several of which are related to the group format. 
However, at the same time, several residents requested smaller 
group/individual training experiences as a way to improve 
our training suggesting that there were perceived weaknesses 
of this approach as well. Smaller learning groups may be 
preferable for more practice and individualized feedback. 

From a medical educator’s view, we reflected that the time 
and resources involved were modest and appropriate for a 
busy training clinic, while not requiring an overhaul of the 
curriculum. The implementation during intern orientation 
and retreat allowed us to deliver a lengthier training with 
most residents available. It also allowed us to plan ahead to 
recruit an interdisciplinary faculty where appropriate (e.g., 
psychology, PICU). The interdisciplinary aspect of the 
training was particularly favorable, as residents learned skills 
from a range of professionals across the patient care spectrum. 

6. Conclusion

This project assessed learner experiences from group 
standardized patient trainings as a first step in curriculum 
development. More rigorous methodology is needed to assess 
learner outcomes, among other variables of interest. However, 
given calls to promote behavioral health/communication 
training in residents1,3 and an increased emphasis on 
interdisciplinary training experiences,4,8 this project is an 
example of a feasible option which promotes active learning 
with diverse professional involvement. 

“Thank you for all that you have done, not only to help New Jersey’s 
children and the agency, but for all that you have taught me over the 
past 2 years. You saw my potential and constantly pushed me to be 
better. On top of that, I have never felt so appreciated at a job. NJAAP 
feels more like a community and a family than a place of work and 
that all begins with your leadership. I could not have asked for a 
better mentor and friend!”

Kyle Shupp

“I will always be grateful to Fran for 
giving me the opportunity to enter the 
healthcare field and the times her vision 
inspired me to see my potential in new 
and surprising ways.”

Michael Stec

“Fran -- The impact you have had 
on this Chapter and the children 
of New Jersey is immeasurable. We 
are all so lucky to have had the 
opportunity to work with, learn 
from, and grow alongside you 
during your tenure as CEO. Thank 
you for tireless efforts to support 
our NJAAP team and always 
leading by example. You will be 
sincerely missed. Wishing you 
much success as you embark upon 
this new chapter!”

Brittany Johnson
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This month, Governor Murphy signed two legislations 
that highlighting the importance of taking into consideration 
the mental well-being of children. The two legislations, S2861 
and S3160, aim to create an environment where mental 
health is better understood and openly discussed, while 
launching a pilot program that would allow students to be 
well-rested to tackle demanding school days.

S2861 will require the State Board of Education to review 
and update the New Jersey Student Learning Standards in 
Comprehensive Health and Physical Education to ensure that 
mental health education is incorporated in curriculums for 
students aged K through 12. While the curriculums will be 
“age-appropriate,” Gov. Murphy has stated that the goal is 
to ensure “that children in grades K through 12 learn about 
mental health [in order to] promote a healthier future for 
New Jersey.”

Meanwhile, S3160 seeks to shift school start times so 
that students do not wake up as early as they currently do 
in an effort to improve their ability to learn. Gov. Murphy 
stated recently that “academic progress may be negatively 
impacted by starting school too early. By testing the viability 
of changing start times, we are exploring ways to improve 
learning outcomes for New Jersey students.” The hurtle 
currently in place is that Boards of Education are unsure  
how the delayed start times will affect districts overall, 
including how extracurricular activities may be impacted and 
how transportation to and from school would be affected.  

To learn more about the potential implementation issues, 
there is currently a Pilot Program in place to that will start 
this year. Commissioner of Education Lamont Repollet will 
select five school districts to participate in the pilot program. 
Those school districts must include urban, suburban, and 
rural areas of the state.

With a legislative focus on mental health, how should 
pediatricians respond and what legal issues are likely to arise? 
The American Academy of Pediatrics (“AAP”) has stressed 
for years the importance of routine well-visits to ensure the 
physical well-being of patients. However, in recent years, 
there has been increased focus and attention to treating the 
“whole patient,” which includes mental health. As mental 
health becomes a more openly discussed topic and no 
longer a “touchy issue” to discuss with patients and parents, 
pediatricians must adapt to these societal changes and be 
ready to address these issues head-on.

Legally, pediatricians are likely to be held accountable 
for failures to diagnose and/or failures to act in cases where 
a child exhibits mental health issues but no treatment is 
rendered and/or no referral is made to a specialist. Also, if 
a pediatrician starts performing mental health assessments/
tests and begins using CPT Codes not historically used by 
pediatricians, it will likely result in scrutiny from payors  
(e.g., audits).

While no one can forecast the future, it is clear that 
pediatric mental health is an issue in New Jersey that is likely 
to gain more attention in the months and years to come. 

Guillermo J. Beades, Esq.
Frier Levit Attorneys at Law

Legal Update: New State Laws Highlight the Importance of Pediatric Mental Health

MWeinstein
Sticky Note
Fran Gallagher is a true role model and leader for those that meet her. She inspires anyone that she meets to become an advocate for children everywhere, and she is a true proponent for the health of children everywhereJake Sathmary

MWeinstein
Sticky Note
I met Fran while serving as Treasurer for the Chapter, she had just begun what would prove to be a long and fruitful career, first as a consultant then as our Executive Director and finally as our CEO. As Treasurer, I voiced serious concerns about how the management company at the time was handling the Chapter’s finances. Shortly thereafter, Fran approached the Executive Council about severing the relationship with the management company, expressing that we could do a better job internally.  This idea had been thoroughly thought through in discussions with Dr. Kairys and other and the decision to “take a leap of faith” was made.  I knew then and afterwards in my tenure as Chapter President that Fran was the right person to help us build a ‘new’ New Jersey Chapter, one that would become would grow to become recognized and respected both locally and nationally. Fran’s unparalleled dedication, understanding, vigor and unyielding enthusiasm was then and now, infectious.  The single word that comes to mind when I think of Fran is AMAZING!Thank you for what you have achieved, thank you for laying the foundation for the future and thank you for being a friend.  I can’t wait to see what you build next.Stephen Rice    

MWeinstein
Sticky Note
Fran exemplified the consummate leader. She showed she deeply cared for the staff and the organization. She gave praise and thanks for a job well done and was always encouraging. She was approachable and caring. Fran brought a cool-headed, thoughtful, measured approach to even challenging situations. She dedicated herself to the job taking on whatever needed to be done. Her passion for her work and pride in the agency shone through.Regina Grazel



This November, the Assembly is running for re-election, 
so we expect a slower than usual Legislature calendar until 
after the November election. We are pleased to report that 
the budget passed by the Legislature and signed by Governor 
Murphy contained $5 million in additional funding for 
the statewide expansion of the mental health collaborative 
which had been operating as a pilot program to address 
pediatric behavioral health issues and are optimistic that the 
Legislature’s budget bill will include this funding. 

We reported in the previous issue that representatives 
of AAP testified at a hearing of the Assembly Women and 
Children’s Committee in support of A4218/S2691 which 
will appropriate $100,000 to the Commission on Human 
Trafficking, in the Division of Criminal Justice in the 
Department of Law and Public Safety. We are pleased to 
report that Governor Murphy signed this legislation on 
August 23, 2019.

Governor Murphy also signed 
legislation, S3160, that establishes a four-
year pilot program in the Department 
of Education on later school start times 
for high school students. The purpose of 
the program is to implement later school 
start times for high school students in 
selected school districts and to study the 
issues, benefits, and options for instituting 
a later start time to the school day for high school students. 
The pilot program will: implement the recommendations of 
the American Academy of Pediatrics on the establishment of 
later school start times; include an assessment of the health, 
academic, and safety benefits associated with establishing 
later start times in high schools; and evaluate any potential 
negative impacts on school districts and families that may 
be associated with a later school start time, including issues 
related to transportation and after-school activities such 
as athletics, clubs, and other extracurricular activities, and 
consider strategies for addressing potential problems.

Last month we also reported on a package of bills moving 
through the Legislature, with the support of Governor 
Murphy, that will put into state law many of the health care 
reforms from the federal 2010 Affordable Care Act. They 
will also authorize the Department of Banking and Insurance 
to establish, operate, and fund a state-based exchange for 
Medicaid and other health benefits plans. Governor Murphy 
signed the legislation, A5499/S3807 authorizing DOBI to 
establish a State-based exchange for certain health benefits 
plans.

The remainder of the package, including S562/A5248 
which preserves the requirement that health insurance plans 
cover essential health benefits, S626/A1733 which clarifies 
the prohibition on preexisting condition exclusions in health 
insurance policies, A5501/S3802 which requires continuation 
of health benefits dependent coverage until child turns 26 
years of age,  A5507/S3803 which requires health benefits 
coverage for certain preventive services and A5509/S3805 
which requires health benefits coverage for breastfeeding 
support, will likely be considered in the Legislature’s lame 
duck session in November and December.

We also expect the Legislature to consider S484 
which revises the State’s newborn screening program for 
congenital disorders by requiring the Commissioner of 
Health to establish a Newborn Screening Advisory Review 
Committee, consisting of medical, hospital, and public 

health professionals, scientific experts and 
consumer representatives, which would 
be authorized to make recommendations 
on the disorders to be screened for by 
the department, as well as on screening 
technologies, treatment options, and 
educational and follow-up procedures, to 
be used in the State’s newborn screening 
program. The bill requires that the 
committee meet annually to review and 

revise the list of disorders that are recommended for inclusion 
in the program.  The bill also makes several other changes 
to the program, including formally designating it as the 
“Newborn Screening” program. 

Finally, it is our goal to have the Legislature consider 
legislation, A3818, that will provide for solely medical 
exemptions to mandatory immunizations. Securing passage of 
this bill will require a significant grass roots effort on the part 
of NJAAP, its members and their patients, and continuation 
of efforts advocating for passage of this bill. Those who 
oppose the bill are vocal and have a sustained effort to 
persuade legislators that passage of the bill will violate their 
religious freedoms.

Legislative Update: Success, Re-Election & A3818
Joe Simonetta
Public Strategies Impact

Tracie DeSarno
Public Strategies Impact
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M ANISH M. M AJITHI A 
“DRS CPA”

Manish has been practicing accounting and taxation since 
1994, 25 years now! His extensive experience affords him 
the ability of providing value added services to his 
clients. The wide range of clients that he serves include 
physicians, home healthcare agencies, ambulatory surgery 
centers, dialysis units, imaging centers, cancer centers, 
etc. He is also accountant to lots of non-profits and 
medical associations. 

Manish assists clients with issues concerning operations of their practice, purchase or sale 
of practices, practice valuations, exit strategy formulation, cost reduction analysis for the 
clients, etc.  

With the kind of experience and expertise that Manish has, with the kind of clientele that 
he caters, he has been able to truly contribute towards catering and streamlining the 
accounting and taxation needs for all his clients in a major way and has been able to 
help them save a lot of taxes, legitimately. With premium service, he exactly knows what 
they need to do not only for their taxes, but also with regards to their asset protection, 
estate planning, retirement planning etc. He also has extensive knowledge and 
experience with international accounting, foreign bank account reporting, foreign 
income and tax reporting, captive risk management strategies, etc. 

After graduating with a major in Auditing and Financial Accounting, Manish went 
ahead to become a Cost Accountant. He was a Professor teaching Accounting, 
Auditing and Taxation to graduate students. He then pursued his career as a CPA. 

He operates out of offices in Garden City (Long Island) and Brick (South New Jersey). 

MANISH MAJITHIA CPA PC 
CERTIFIED PUBLIC ACCOUNTANTS 

MANISH M. MAJITHIA 

100 Ring Road, Suite 300     254 Brick Boulevard, Suite 2 
Garden City, NY 11530        Brick, NJ 08723 
Email: manish@kkmehtacpa.com  Cell: 516.669.0272 
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Visit: njaap.org/programs/mental-health/ppc/ to learn more about the PPC and statewide MOC program. 
 

Questions? Email:  MHC@njaap.org or Call: (609) 842-0014 
Funding for this program has been provided  by the New Jersey Department of  Children and Families 

 Obtain 25 ABP MOC Part 4 points  
 Earn up to 18 CME credits (no cost) 
 Receive hands-on training in the use of 

standardized screening tools 

 Increase your comfort & competence to 
identify, refer & provide care for children 

 Learn strategies from subject matter experts 
to improve your mental health care delivery 

Don’t Miss the Bus for the Statewide MOC Program!  
Next MOC Cycle Starts October 2019  

 

522+ clinicians participating 
130,000+ children & adolescents screened 

7,700+ children & adolescents have received services 
 

 
 
 
 
Receive training on how to identify mental/behavioral 
health concerns using standardized screening tools  
 
Connect with psychologists & LCSWs for care coordination 
support and to access community resources  
 
Access a Child/Adolescent Psychiatrist for diagnostic 
clarification and medication consultation 

 
Register for the statewide  

Maintenance of Certification (MOC)  
Part 4 program 

     PEDIATRIC 
     PSYCHIATRY 
     COLLABORATIVE 

N e w  J e r s e y  

As a clinician participating in the PPC, you can... 
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Source: Call-In Consults the Answer to Severe Child Psychiatrist Shortage? - Medscape - Jul 30, 2019.  

TELEHEALTH ADVANTAGES: 
 Virtual psychiatric consultations expand access to quality mental 

health care  

 Guidance from Child & Adolescent Psychiatrists (CAP) for caring for 
your patients’ mental/behavioral health care needs in real time 

 Patient/family-centered approach for improved patient engagement, 
care coordination & clinical outcomes  

 Choices for your patients: accessible in pediatric offices or in the 
comfort of a patient’s own home 

Interested? Register for your Regional Hub @ njaap.org/programs/mental-health/ppc 
Stay connected to www.njaap.org for future program updates 

This project is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Hu-
man Services (HHS) under grant number U4CMC32317 Pediatric Mental Health Care Access Program for an award amount of 
$445,000 with an additional 20% match provided by The Nicholson Foundation.  This information or content and conclusions are 
those of the author and should not be construed as the official position or policy of, nor should any endorsements be inferred by 
HRSA, HHS or the U.S. Government  

MWeinstein
Sticky Note
I have been a member of the New Jersey Chapter of the American Academy of Pediatrics for over thirty years and have served on the Executive Board for over half of these years.  Most recently, I was Chapter President and had the pleasure of working side-by-side with Fran Gallagher on our Executive Council.During Fran’s time as our Executive Director and then our CEO I watched our chapter flourish, ultimately achieving recognition as the chapter other strive to emulate.  In fact, Fran helped lead us to being recognized as the Very Large Chapter of the Year in 2017.Fran has been a stalwart advocate for the state’s children and families and the pediatric healthcare professionals who care for them.  She continues to lead the charge on many of our programs to ensure that infants, children and adolescents in New Jersey receive the quality of care they deserve, while making sure that the pediatricians and our pediatric healthcare professionals remain current through innovative educational and quality improvement programs.Having sat along side Fran at many meetings, and conferences I can tell you that her level of devotion to our mission is unparalleled. NJAAP is highly respected  nationally and locally and it’s commonly first group approached when advice and guidance on matters pertaining to children in New Jersey is needed.It has been a pleasure to know Fran, learn about her family, and friends and share a cup or two of coffee during her tenure.  I will miss her smile, knowledge and counsel, but remain confident that our friendship will continue.Jeffrey Bienstock
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