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A funny thing about elections: the higher the office, the less direct impact that office has on our 
daily lives, and yet at election time, the higher the office that’s up for grabs, the better the 
voter turnout is.  

That seems kind of backward, but for the most part, that’s the way it is.  If it directly affects 
you and your community, chances are it is most directly determined, controlled or influenced 
by someone who is in a locally elected or appointed position, and yet voter turnout for local 
elections and referendums is typically on the low side. 

Thomas P. “Tip” O’Neill, for many years Speaker of the U.S. House of Representatives, nailed 
it when he said,  “All politics is local.”   Moreover almost anyone can run for office.  Not for 
President of the United States maybe—you have to have been born in the United States to do 
that—but practically anyone can run for any other office in this great country, and get elected.  
And history shows that almost anyone has.  That’s the other part of the democratic process.  As 
mad as we get at government sometimes, in the end we have to take a lot of credit for our own 
misery.  As H.L. Mencken put it, “Democracy is the theory that the common people know 
what they want, and deserve to get it, good and hard.”   

The thing is, although anyone in this country CAN run for office, or seek an appointed posi-
tion, relatively few do.  Eighty percent of us would rather stub out a cigarette on our tongues 
than be elected or appointed to anything.   Those who do get into office may be eminently 
qualified, or they may just want to be elected.   This disconnect between wanting to do the job 
and just wanting to have the job is a fundamental reason why the political process so often 
comes up short when it comes to serving the needs of the people.  Sad to say, the people who 
are shortchanged most often are children. 

 

A TIMELY TIP FROM T IMELESS “T IP” — JEFF LAMONT, MD, FAAP 
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Politics is the art of the possible.  It need not be a foregone con-
clusion that children in our society have to settle for mediocre 
or less.  It can be different.  All it takes to make a difference is 
for those who know what children need, and who care about 
their getting it, to get involved in the process.  And there are 
plenty of ways to do so. 

A pediatrician brings a perspective to any discussion that simply 
cannot be found any other way.  And it pays to act locally.  We 
can get involved with the local health department, the local 
department of social services.  We can stand up for children at a 
city council or county board meeting.   We can write a letter, 
send an email, make a phone call, grant an interview.  We 
sometimes wonder why we’re not asked  to participate; often-
times it is just because it is assumed that we’re is too busy.  That 
assumption is easy to dispel, but only we can do that. 

One of the most important areas in which a pediatrician can get 
involved locally is in the schools.  There are many ways to do 
this.  You can advocate on behalf of a patient, by writing that 
letter of support, calling a teacher or counselor, or  personally 
attending a conference or IEP meeting about a patient.  Your 
presence alone carries great weight.  It speaks volumes for how 
much you care what happens to your patients, and it can pro-
foundly change the tenor and the outcome of the discussion. 

You can serve as team physician.  Or volunteer to work with 
the marching band—you’d be surprised how many sprains, 
strains, cases of heat exhaustion etc., occur in the course of a 
season.  And if the band travels to an out-of-town festival, eve-
ryone rests easier if there is a physician along to look out for the 
diabetics, asthmatics and those who become acutely ill or dehy-
drated. 

You can volunteer to serve as the school district’s medical advi-
sor.  Every public school district in Wisconsin is required to 
have one, but in any given year, 10% or so do not.   Your in-
sight may be all that determines whether good or bad health 
policy is adopted in the district.  In this job, you and the school 
district nurse will be each other’s greatest ally.  The nurse can 
give you insight into school district health issues you would oth-
erwise never have, and you can be the independent and authori-
tative voice of reason when an unfamiliar or controversial health 
issue confronts the school district.  Your insight and involve-
ment may well determine whether good or bad health policy is 
adopted by the school board. 

Of course, as a citizen of the community, you can attend a 
school board meeting and speak your piece any time you like.  
Finally, you can choose to run for school board.  Doing so will 
give you a chance to get children’s health issues into the public 
forum, and you will get a sense of what the public thinks is im-
portant (“Don’t raise my taxes!”)   If you get elected, you will 
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be able to continue keep the spotlight on children’s health is-
sues. You won’t be limited to trying to convince others of what 
to do—you will be able to actually make policy on behalf of the 
vast majority of children in your community.  And you will be 
setting an example for others, and hopefully inspiring them to 
serve the community as well. 

So, as we consider the next four years under a new President 
and Congress, let’s keep in mind that all politics is local, and 
that each of us has the ability to help thousands of children who 
will never enter our exam rooms, if we choose to get involved 
in our communities.  To end with one more quotation, the 18th 
Century Irish statesman Edmund Burke noted that, “All that is 
necessary for evil to triumph is for good men to do nothing.”  
May each of us will find ways to do something extra on behalf of  
the children in our communities, and in so doing help ensure 
the triumph of good. 

EXECUTIVE DIRECTOR’S 
CORNER—KIA LABRACKE 

As I approach my second year anniversary with the Chapter, I’d 
like to share a few thoughts and words of appreciation for the 
work of our members. 

The WIAAP board of directors held a pivotal strategic planning 
session in July, identifying Medical Home, Mental Health, Obe-
sity and the Profession and Practice of Pediatrics as our four 
critical focus areas.  Drilling down to these specific topics helps 
us as an organization to concentrate our efforts and work not as 
silos/committees but rather across specialties, both within and 
outside the Chapter, to develop real measurable goals.  As our 
members, you deserve to know that our initiatives are on tar-
get, and we now are developing a means to do that. 

WIAAP will utilize Chapter meetings to open the floor to all 
members with relevant speakers and topics year round, and 
rotating venues around the state.  This permits as many of you 
to participate as possible and should, in time, give us a better 
idea of our members’ interests and needs.  What matters to you 
should and will shape how we structure these meetings. 

I had the opportunity to sit in on the annual Pediatric Residents 
Advocacy Day, held this year at MCW.  Listening to the 
breadth of projects our residents are spearheading was eye-
opening and I look forward to their contributions to pediatrics 
in our state moving forward.  In this issue you will read the first 
in a series of articles written by pediatric externs who were 
funded in part by our charitable foundation. 



 

2009 
 

Jan 23  WAPF BOD Meeting 
  WIAAP BOD/EC Meeting 
  Medical College of Wisconsin, Milwaukee 

Mar 12-15 AAP Annual Leadership Forum, Schaumburg, IL 

Mar 21-25 AAP PREP the Course, Savannah, GA 

Apr 2-4  AAP Practical Pediatrics CME, Providence, RI 

Apr 3-5  AAP Perinatal Workshop 

Apr 16  WIAAP Officer’s Meeting 
  Hilton Hotel, Madison 

Apr 17  WAPF BOD Meeting 
  The Madison Club, Madison 

  WIAAP BOD/EC and Annual Meeting 
  The Madison Club, Madison 

May 2-5  PAS Annual Meeting, Baltimore, MD 

May 14-16 AAP Practical Pediatrics CME, Seattle, WA 

May 21-23 AAP Practical Pediatrics CME, Hilton Head, SC 

Jun 13-17 AAP PREP: The Course, Portland, OR 

Jul 17  WIAAP BOD Retreat 
  TBA, Wausau 

Sep 12-16 AAP Prep: The Course, Portland, OR 

Oct 17-20 AAP NCE, Washington, D.C. 

Oct 30  WAPF BOD Meeting 
  WIAAP BOD/EC Meeting 
  Medical College of Wisconsin, Milwaukee 

Dec 3-5  AAP Practical Pediatrics CME, Santa Fe, NM 

 

Q1 2010 
 

Jan 23  WAPF BOD Meeting 
  WIAAP BOD/EC Meeting 
  Medical College of Wisconsin, Milwaukee 

Mar   AAP Annual Leadership Forum, Schaumburg, IL 

Mar 13-17 AAP PREP the Course, Austin, TX 

Mar 18-20 AAP Practical Pediatrics CME, Orlando, FL 

AAP/WIAAP Calendar 09-10 
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EXECUTIVE DIRECTOR’S CORNER 
(CONTINUED) 

Whenever someone asks me about my job, I tell them I am for-
tunate to work with bright and dedicated people who spend 
their careers caring for and advocating for children and family  
health issues.  You all make significant contributions in your 
practice and your communities.   

Many of you are active at the national level of the Academy in 
councils, sections and committees.  It is my hope that you will 
find purpose and shared resolve within your state Chapter as 
well.  If we hold a meeting in your area, we look forward to 
welcoming you.  Send us your ideas, suggestions and com-
ments.  The more voices we hear, the better you are repre-
sented. 

As always, we remain at your disposal for suggestions and open 
communication on how we can better assist you in practice, 
advocacy, leadership and career. ~ K 

Kia LaBracke, 262/490-9075, KLaBracke@aap.net 

We have several vacancies on our Executive Committee.  

To qualify as a chair or vice-chair, the candidate must be a prac-
ticing member of WIAAP and must submit to the Executive 
Director their qualifications (CV, biosketch) and reasons for 
wanting to hold the position.  The Board of Directors will vote 
on the selection by email or at the Annual Meeting in April.   

Practicing members of WIAAP wishing to participate as a com-
mittee members should direct the same information to the chair 
of the committee they would like to join.  A full list of contacts 
is available at our website at www.wisaap.org.  Or, if there is 
no chair due to a vacancy, please apply through the Executive 
Director. 

Access—Vice Chair, Members 

Fetus & Newborn—Chair, Vice Chair, Members 

Legislative—Vice Chair 

Membership—Vice Chair, Members 

Minorities & Health Disparities—Vice Chair, Members 

Pediatric Research in Office Settings (PROS)—Liaison 

Mental Health—Vice Chair 

Nutrition & Breastfeeding—Members 

 

WIAAP 

Executive Committee Vacancies�
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The gynecologic examination of an adolescent can be an anxiety 
provoking time for both the provider and the patient.  However, 
it is a very important part of routine well care and recommended 
in the 3rd edition of the Bright Futures guidelines. 

The inspection of the external genitalia should be included in all 
well- child visits from infancy through adolescents.  The purpose 
of the gynecological exam is to normalize this important part of 
the physical examination and provide an opportunity for anticipa-
tory guidance.  The purpose of inspection of the external genitalia 
in and adolescent allows for the provider to assess sexual maturity 
rating, evaluate clitoral size, observe for signs of sexually trans-
mitted infections (STIs) such as warts, vesicles, and vaginal dis-
charge. 

The pelvic and bimanual examination may deferred in asympto-
matic, non- sexually active adolescents.  Patients who have been 
sexually active for greater than three years, or who have unex-
plained urinary symptoms, abdomen pain, back pain, abnormal 
bleeding, or pubertal aberrancy require a full pelvic examination.  
Adolescents who have been sexually active for greater than three 
years, require yearly Pap smear testing.  

In the Fall of 2007, the American Society for Colposcopy and Cer-
vical Pathology (ASCCP) announced new guidelines for the man-
agement of abnormal cervical cancer screening tests, including 

GYNECOLOGIC EXAMINATION OF ADOLESCENTS 
SARAH J. LERAND , MD, MPH, FAAP — WIAAP ADOLESCENT MEDICINE COMMITTEE 

Pap smears, HPV testing and criteria for colposcopy for all 
women. In summary, HPV testing is not warranted for adolescent 
girls undergoing cervical cancer screening. Colposcopy after an 
initial Pap smear should be reserved only for girls with HSIL. 
Yearly follow-up Pap smear is recommended for two consecutive 
years after initial Pap for girls with AS-CUS and LSIL. If, after two 
years, the Pap smear continues to show any cytologic abnormality, 
referral to colposcopy should be arranged.  Presently, adolescents 
who are immunocompromised or have HIV are managed the same 
as adolescents in the general population.  Of course, clinical judg-
ment should be used when evaluating the individual patient.  The 
guidelines can be found at:  

http://www.asccp.org/consensus/cytological.shtml 

Routine testing for chlamydia and gonorrhea should be performed 
at least yearly in all sexually active adolescents.  The test used will 
depend on the patient population and clinical setting.  The Cen-
ters for Disease Control has recently recommended universal vol-
untary HIV screening for all sexually active people, beginning at 
age 13.  The provider must determine if this test is appropriate for 
their patient population. 

The gynecologic examination provides another opportunity to 
give anticipatory guidance to both the patient and the parent about 
puberty, body image, and risk taking behaviors. 

A summary and brief recommendations for those in practice from 
the March 2008 annual meeting of the Society for Adolescent 
Medicine. 

1) HPV Vaccines:  

The Facts-efficacy is over 98% in preventing persistent infection,  
(CIN=Cervical Intra-epithelial Lesion) caused by HPV DNA types 
16 & 18 in Gardasil in those not previously infected and there is 
some evidence suggesting cross protection against other HPV 
types not actually present in the vaccine. 

The Concerns-acceptability of vaccines to patients, parents and 
providers is vital to optimize benefits to public health.  Long term 
efficacy and safety is not known but is being heavily followed in 
research studies. Titers remain high at ten years in ongoing study 
of research vaccine recipients. Safety in certain populations like 
those who are immune-suppressed (HIV+) are not known but are 
being actively studied.   

MORE HOT TOPICS IN ADOLESCENT MEDICINE 
JAMES MEYER, MD, MPH, FAAP — WIAAP ADOLESCENT MEDICINE COMMITTEE 

Will immunization lead to feared sexual disinhibition? There is 
NO evidence that education regarding contraception increases 
teen sexual activity rates. Some research on HIV vaccinations does 
suggest increased sexual risk-taking behavior in those vaccinated.  
Key factors related to HPV vaccine acceptability are insurance 
coverage, vaccine supply, vaccine cost and physician practice 
style/location. US NHANES data show that HPV infection rates 
are higher in those living below poverty level (38%) verses those 
3X above poverty level (21%).  Caregivers can impact on family’s 
acceptance of this vital vaccine for the benefit of public health. 
 

2) Male Circumcision:  

There is evidence of 60% reduction in HIV in African males who 
were circumcised.  Similar decreases in rates of syphilis and chan-
croid have been noted. Penile cancer and HPV are more common 
in uncircumcised males. UTIs are decreased in US boys with uri-
nary tract anomalies if they are circumcised.  In 1992, 77% of US 
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David T. Bernhardt, MD, FAAP 
AAP Education Award 1 given by Committees on: 
Communications; Pediatric Education; Continuing 
Medical Education “Recognizes a member of the Acad-
emy whose educational activities have had a broad and 
positive impact on the health and well-being of children 
and adolescents.” 

 

Michael E. Mitchell, MD, FAAP 
Urology Medal Award given by the Section on Urol-
ogy “Recognizes outstanding contributions to the field of 
pediatric urology.” 

 

Frank A. Petruzella, MD 
Ken Graff Young Investigator Research Award 
given by the Section on Emergency Medicine 
“Recognizes clinical research in the field of pediatric 
emergency medicine.” 

 

Earnestine Willis, MD. MPH, FAAP 
Local Heroes Award 1 given by the Council on Com-
munity Pediatrics “To recognize pediatricians, who are 
leaders through community action and advocacy for chil-
dren in their local communities, the Section established 
the Local Heroes Program.” 

males reported that they were circumcised. Circumcision 
rates in the US fell thereafter but have increased from 48% in 
1997 to 61% in 2000. AAP in 1999 changed its stance to a 
neutral position regarding the topic of male circumcision. 
 

3) Eating Disorders: Surfing for Thinness: 

50% of children and teens seek health information on the 
internet. Among these internet health info surfers 50% are 
looking for ways to lose weight. 25% seek information about 
eating disorders. 18% used the internet to find answers/
solace for emotional problems, especially chat rooms. Sites 
promoting disordered eating outweigh health protective sites 
5 to 1. Pro-ana (anorexia), Pro-mia (bulimia) and Pro-ed 
(eating disorders NOS) are particularly popular sites. 25 min-
utes of exposure to Pro-ed led to increased negative affect, 
increased perception that they were heavy and increased de-
sire to exercise and preoccupy on their weight. It thus is vital 
for practitioners to consider other sources of health informa-
tion that patients may be viewing. 
 

4) College Student Mental Health:   

There is growing concern about the mental health of US col-
lege students. Young adulthood which is an exciting, highly 
volatile and experimental time period leading to intellectual 
growth and ultimate development of adult identity, ethics and 
relationships may be a particularly difficult time for the mil-
lennial generation. Millennials are intense, perfectionistic and 
competitive and have been impacted by the trauma of 9-11, 
the Iraq War, the tragedies of Columbine and Virginia Tech, 
the natural disaster of Katrina and harsh economic times. The 
Big Ten Conference found a 42% increase in number of stu-
dents seen at the University counseling center from 1992 to 
2002. The American College Health Association reported in 
2006 that 60% of college students felt hopeless, 40% were so 
depressed at times they felt they could barely function and 
10% felt suicidal. Alcohol use is frequently associated with 
these trends.  

The National Center on Addiction and Substance Abuse in 
2007 reported that 49% of college students are binge drink-
ers and 22.9% met criteria for Substance Abuse Disorder. A 
recent study of nine universities found that 27.9% of their 
students have been on psychotropic medications before they 
ever presented to the Universities counseling center. 13.8% 
of college enrollees have been diagnosed with a major psychi-
atric disorder or had a psychiatric hospitalization.  Clearly this 
may be a good time for pediatricians to continue to follow, 
monitor for mental health issues and help these young adults 
whom they have known for most of their growing years.    

HOT TOPICS IN ADOLESCENT 
MEDICINE (CONTINUED) 

Congratulations! 

2008 AAP National 

Award Winners�

IN MEMORIUM: JOHN STEPHENSON 

Dr.John Stephenson, a long time member of our Chapter and 
winner of our Community Service Award for 2008, died re-
cently of lung cancer.  John was a great pediatrician, adoles-
cent medicine specialist, mentor, advocate, friend and col-
league.  He told me that the Community Service Award was 
one of the nicest he had ever received, and he was so happy 
that so many Chapter members had included personal re-
memberances on the card with the award.  He will be missed 
by us all.   — Pat Kokotailo, MD, MPH, FAAP 
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UNDERSTANDING THE STATISTICAL PRINCIPLES 
TO EVALUATE EVIDENCE-BASED LITERATURE 
RAMESH SACHDEVA, MD, PHD, FAAP — CHAIR, WIAAP COMMITTEE ON QUALITY IMPROVMENT 

Physicians are being increasingly expected to participate in quality 
improvement activities.  Part of successful participation in a clini-
cal quality improvement effort requires the evaluation of clinical 
evidence based literature.  There are several excellent resources 
available to provide physicians the framework for evaluating medi-
cal and research evidence in publications.  However, the common 
assumption in evidence based medicine evaluation is that physi-
cians have a working knowledge of statistical principles.  This is 
important because understanding statistical principles and statisti-
cal tests are integral to accurately evaluate the medical literature 
for the best clinical evidence.  This article provides a review of the 
basic statistical concepts that will be useful for physicians to better 
understand the available medical research and clinical evidence. 

Although the availability of statistical software has made it rela-
tively easy for conducting statistical tests, the underlying founda-
tions in interpreting these statistical tests has remained robust over 
time.  

Variables are measures or observations which can take on different 
values.  Variables can be quantitative or qualitative in nature.  
Quantitative variables are variables than can be measured and have 
numeric properties such as age of a patient.  Qualitative variables 
are variables that cannot be measured, and although a number may 
be assigned to such variables for purposes of analyses, these num-
bers do not have numeric properties.  Examples of qualitative 
variables include gender and race.  Gender represents a nominal 
variable which is a type of qualitative variable that can either be 
male or female.  Race, a categorical variable, may include Cauca-
sians, African Americans, Asian Americans, and Hispanics.  Data 
obtained by measuring variables can be displayed using popular 
graphic techniques such as histograms, frequency polygons, and 
stem and leaf displays.  Of these, histograms are the most fre-
quently used visual displays of data.  Histograms plot the fre-
quency of the observation [on the y axis] against the class interval 
[on the x axis].  It is important to distinguish different types of 
variables because different statistical tests can then be appropri-
ately selected to test these variables.  

After obtaining and understanding the types of variables and visu-
ally displaying the data, it is important to get an assessment of the 
data set.  In order to do so, there are measures of central tendency 
such as the mean [average], median [the value which divides the 
data set into two equal parts], and the mode [the value which oc-
curs most frequently].  There are also measures of dispersion such 
as the range [the difference between the largest and smallest value 
in a data set], variance [which represents the spread of the data 
around the mean], and the standard deviation [which is the square 

root of the variance].  It is important for the physician to under-
stand some of the key strengths and limitations of measures of 
central tendency and dispersion.  Although means [averages] are 
easy to compute and understand, these estimates can be easily 
skewed by outlier values.  An example of this problem commonly 
encountered in the hospital setting is the length of stay of patients, 
which frequently can be skewed by a few outlier patients who may 
stay in the hospital for a long time.  To overcome this problem, 
median values are frequently used in analyses.  Similarly, although 
the range of variables may provide the full scope of the dispersion 
within the data set, the range may be artificially skewed with ex-
tremely high or low outlier values.  To overcome this concern, 
the standard deviation is commonly used for a better assessment of 
the dispersion of values around the mean.  

After obtaining and understanding of the data set, univariate tests 
are selected to compare the differences between two groups.  
Prior to understanding univariate tests, it is important to review 
the concepts of Type I and Type II Errors.  A null hypothesis 
represents a hypothesis that there is no difference between the 
two groups being compared.  In contrast, an alternative hypothe-
sis suggests that there is a difference between the two groups be-
ing compared.  Only by disproving the null hypothesis can the 
alternative hypothesis of a difference be accepted.  Accordingly, a 
Type I Error, also known as an alpha level, is the probability or 
chance of erroneously rejecting the null hypothesis when the null 
hypothesis is true.  Conventionally, an alpha level of 0.05 is used 
in research.  Type II Error, also known as a beta level, is the prob-
ability or chance of erroneously accepting the null hypothesis.  A 
common reason of committing a Type II Error is a study that 
underpowered, i.e. an inadequate small sample size.  The power 
of a study can be computed by estimating 1 minus the beta level.  
The p-value, a measure that is very frequently used in research, is 
the measure of statistical significance which is the probability of 
committing a Type I Error which means that a null hypothesis has 
been rejected erroneously.  In simple terms, a p-value is the prob-
ability or chance of finding a significant difference between two 
groups when in fact there was no real difference.  

Commonly used univariate tests to evaluate the difference be-
tween the means of two data samples include t tests for quantita-
tive [continuous data] and chi square tests [categorical variables].   
For data sets that include small sample sizes, non-parametric tests 
such as the Wilcoxon test are frequently used.  These univariate 
tests provide p- values – a measure of the level of statistical signifi-
cance.  Therefore, a p-value of 0.04 would indicate that there is a 
statistically significant difference because the p-value is less than 
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UNDERSTANDING STATISTICAL PRINCIPLES (CONTINUED) 

0.05 indicating that the means of the two samples being compared 
are different and this difference is unlikely to be due to chance.  

Confounders are variables that are associated with the predictor 
and outcome variable; and therefore, can make the analysis impre-
cise.  In order to adjust for the impact of multiple confounding 
variables, multivariate tests can be performed.  A commonly em-
ployed test is the regression analysis.  The regression analysis al-
lows introduction of multiple variables into the model to allow 
statistical adjustment.  For example, if a relationship between the 
level of patient severity is being associated with the risk of mortal-
ity in a hospital, this association may be impacted based upon the 
age of patient.  Therefore, the variable severity of illness, along 
with age, can be used when estimating mortality in a regression 
analysis.  This would allow the adjustment of the variable age to 
get an accurate estimate between severity of illness and mortality 
risk.  Regression analysis provides the R square value which repre-
sents the percent of variability explained in the model with the 
regression equation [0 – 100 percent].  The higher this percent the 

PEDIATRIC RESEARCH IN OFFICE SETTINGS (PROS) 
For 20 years, the primary-care practitioners of PROS have col-
laborated to produce large-sample, national studies of interest to 
pediatrics.  With over 60 publications in the scholarly literature, 
and nearly 100 presentations at national professional meetings, 
PROS has developed a reputation as a leader in the effort to gen-
erate new pediatric knowledge.  Dissemination of new knowl-
edge, however, is equally important in improving pediatric care.  
Therefore, we have made dissemination of PROS study findings 
beyond the network a priority. 

In this vein, we wanted to ensure that you were 
made aware of information published on the 
Child Abuse Recognition Experience 
Study (CARES) and the Healthy Lifestyles 
Pilot Study. 

The first article, which is based on results from 
a national survey regarding pediatrician charac-
teristics associated with child abuse identifica-
tion and reporting, was published in November 2006 in Child 
Maltreatment.  Study findings included: 1) 89% of surveyed pe-
diatricians responded that they had seen at least one injury during 
their career that they suspected was caused by child abuse; 2) 14 
pediatricians said they had not reported all suspicious injuries to 
CPS; and 3) reasons for not reporting to CPS included perception 
that they could work with the family to solve problems (50%) and 
uncertainty that the injury was caused by abuse (43%). 

stronger the regression.  The regression analysis also provides a p-
value which indicates whether the regression analysis and also the 
individual valuables in the regression model are statistically signifi-
cant with respect to their association with the outcome 
[dependent variable].  

There are excellent texts that discuss these concepts further in 
detail.  Physicians need to be aware of these statistical principles in 
order to evaluate evidence based clinical literature in a meaningful 
manner.   

_____________________________________________ 
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2. Designing Clinical Research, Hulley, Stephen B., Cummings, Steven R., 
Browner, Warren S., et al., Lippincott, Williams & Wilkins, Third Edition 
(2007).  

The second article regarding determining whether pediatricians 
and dietitians could implement an office-based obesity prevention 
program using motivational interviewing as the primary interven-
tion was published in May 2007 in Archives of Pediatrics & Ado-
lescent Medicine.  Study findings included: 1) 15 PROS pediatri-
cians and 5 registered dietitians were assigned to 1 of 3 groups: 
control, minimal intervention, and intensive intervention; 2) at 6 
months’ follow-up, there was a decrease of 0.6, 1.9, and 2.6 body 
mass index percentiles in the control, minimal, and intensive 

groups; 3) 94% of the parents reported that the 
pediatrician and RD helped them think about 
changing their family’s eating habits; and 4) 
motivational interviewing by pediatricians and 
dietitians appears to be a very promising office-
based strategy for preventing childhood obesity. 

 

For full details on both studies, as well as active 
and archived PROS studies, see the PROS website at: 

http://www.aap.org/pros/ 
 

NOTE:  WIAAP is in need of a Chapter PROS coordina-
tor.  If you are interested, please contact Kia LaBracke 
at 262/490-9075 or KLaBracke@aap.net.   
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS  
JAMES CONWAY , MD, FAAP 

another’s offerings, and this obviously leads to more pressure 
on practitioners to consider switching products. 

The Food & Drug Administration is responsible for licensing 
these products based on their review of the clinical safety and 
efficacy data presented.  The ACIP and AAP Committee on 
Infectious Disease are responsible for reviewing the larger 
body of literature and making recommendations for the use of 
these products.  Both have strongly expressed a preference 
for combination products over individual component vac-
cines.  However, it is important to realize that these combi-
nation products are all different, with different concentra-
tions of antigen, and in some cases completely different anti-
gens.  Although some combinations do result in children re-
ceiving ‘extra’ doses of some antigens, this is generally con-
sidered inconsequential.  

While both ACIP and AAP support interchangeablility for 
some products (Hib, HepB, HepA) or when it is unknown 
which product was used for some parts of the series, it has 
been clearly stated that whenever feasible, the same brand 
should be used for all doses of the vaccine series.  For prac-
tices who are switching combinations, or forced to use multi-
ple products due to supply issues (see Hib below), best prac-
tice would be to complete the series for children where Pro-
ductA was selected initially, while starting a new cohort of 
children with the new ProductB.  It is also important to real-
ize that switching will mean anticipating the need to order 
more of other vaccines (ex. a change from Pediarix [DTaP-
IPV-HepB] to Pentacel [DTaP-IPV-HIB] means you need to 
stock more HepB containing vaccine).  
 

Rotavirus Provisional Harmonized 
Recommendations: 

There are now 2 rotavirus vaccines available, RotaTeq or 
RV5 (Merck) and Rotarix or RV1 (gsk).  Both appear to be 
safe and quite effective at preventing severe rotavirus gastro-
enteritis, from the clinical data available.  RV5 has been avail-
able since early 2006, while Rotarix was just FDA approved 
earlier this year. 

The AAP and ACIP have tried to avoid expressing a prefer-
ence between similar products in designing routine immuni-
zation recommendations, and instead have strived toward 
‘harmonized schedules’.  However, the licensed indications 
for these products has made this a challenge!  RV5 is given as 
a 3-dose oral series between ages 6-32wks, while RV1 is a 2-
dose series for ages 6-24wks. 

Influenza 2008-9: 

As you are no doubt aware, the ACIP and CDC have recom-
mended continued expansion of the population for routine 
influenza immunization.  These now include previous groups 
at high risk for complications, as well as all children 6mo-
18yrs of age, and the household contacts of all these groups as 
well.  We are rapidly approaching the time when we will see 
a universal influenza immunization recommendation for every 
American, every year. 

Please remember that children <9yrs of age need TWO in-
fluenza immunizations during the first season they are immu-
nized, and if they only receive ONE, then they still require 
TWO the following year.  Also, remember that the influenza 
vaccines for this year are completely different from last year 
with all 3 components switched in response to the drift seen 
in the circulating strains from 2007-8.  There will be little 
carry-over immunity and it is even more important to fully 
immunize younger children with 2 doses, as well as to cap-
ture previously missed eligible candidates. 

Fortunately, supplies appear to be solid and orders have been 
shipped out earlier than ever this year.  However, In order to 
accomplish the lofty goal of immunizing all children in the 
coming years, practices will need to be both practical and 
creative every year.  We need to get out of the mindset that 
‘Flu Season’ is October and November, and instead adopt a 
new philosophy: “Never Too Early, Never Too Late”.   Here 
are a few strategies to consider: 

1) Immunizing as early as vaccine becomes available!  Add 
influenza vaccination to back-to-school activities. 

2) Continuing to vaccinate throughout the season until sup-
plies are depleted or May 1st…whichever comes first. 

3) Use standing orders for 2nd doses (or any doses for chil-
dren who meet indications) to avoid missed opportuni-
ties. 
 

Combination Vaccine Chaos: 

There are now increasing numbers of combination vaccines 
available to immunize our patients, and more are expected in 
the coming years.  Although these products offer great bene-
fits to our patients by decreasing the number of injections, 
and making completion of the schedule more likely, they also 
offer more opportunities for confusion and medication er-
rors.  Obviously the marketplace is heating up as vaccine 
manufacturers develop products in direct competition to one 
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS (CONTINUED) 
The provisional harmonized recommendations are now 
being debated, and will likely be finalized at the ACIP Oc-
tober 2008 meeting.  The proposed schedule will be for 1st 
dose to be given between ages 6wks-14wk+6days, with 
subsequent doses at minimum 4 weeks apart.  All doses 
should be completed by 8months.  As discussed above, the 
series shoul be completed with the same product if possi-
ble.  IF RV5 is given as ANY of the doses or if the product 
used is unknown, a total of 3 doses must be given. These 
recommendations for the intervals and acceptable timing 
are actually based on data from the clinical trials, and rep-
resent a compromise to try and keep things simple.  We’ll 
see how that goes… 

The full document can be found at: www.cdc.gov/
vaccines/recs/provisional/downloads/roto-7-1-08-
508.pdf 
 

Shortages:  There are currently shortages of monovalent 
measles, mumps, rubella vaccines, Vaqta (Hepatitis A vac-
cine from Merck), Proquad (MMR-V combination) as well 
as shipping delays of 2-4 months for Zostavax.  There are 
also a variety of issues with certain types of packaging from 
some companies (ie delays of single-dose prefilled syringes 
or certain sized vials).  However, none of these delays af-
fect routine recommended immunization schedules since 
alternative products are available in sufficient supply, ex-
cept for the following: 
 

Hib:  Both Merck products, PedvaxHIB and COMVAX, 
are still unavailable.  In addition, since some ActHIB had 
already been diverted to production of Sanofi Pasteur’s 
Pentacel, there are still issues with Hib vaccine supply.  
Some VFC providers are actually receiving Pentacel instead 
of other Hib containing products, and are having to make 
decisions about use of these products with their patients 
(see above).   

Although Merck products are expected to return to the 
market in late 2008, please continue to defer the 4th dose 
of ALL Hib containing vaccine (including Pentacel) until 
further notice except for high-risk children (HIV, sickle 
cell, asplenia, hematologic malignancies, and Native 
Americans).  We expect that reimplementation of the 4th 
dose will occur sometime in 2009.  It is unclear at this time 
whether supply will allow for catchup in those children we 
have been deferring over the past year. 

 

Rabies:  Rabies vaccine continues to be in critically short sup-
ply nationwide, and this is anticipated to continue into mid-
2009.  Of course, this has happened during a year when every 
family with kids seems to have had some bat or wild animal con-
tact!!!  Wild animals are much more likely to carry rabies, espe-
cially raccoons, skunks, bats, foxes, and coyotes. However, 
dogs, cats, cows, or any warm-blooded animal can pass rabies 
to people. Fortunately most domestic animals are immunized 
and rodent bites are generally not considered to be a problem – 
with the exception of woodchucks and beavers. 

There are only two manufacturers – Novartis (RabAvert) and 
Sanofi-Pasteur (Imovax).  All product is now restricted to post-
exposure prophylaxis for high-risk exposures only, with very 
tight distribution rules in place to prevent unnecessary use.  

For any potential exposure, the most important measures are to 
wash wounds, and try and safely capture the animal for quaran-
tine or testing.  Local animal control should be involved imme-
diately.  If the animal is unavailable, and there has been a bite 
from a high-risk animal, approval for vaccine needs to come 
from the Wisconsin Division of Public Health Communicable 
Disease Epidemiology Section.  After consultation, the caller is 
provided with a passcode that needs to be provided to the 
manufacturer (usually Sanofi Pasteur in most situations) for 
ordering vaccine.  Dr. Jim Kazmierczak is a terrific resource at 
the state, and for after-hours calls there is an emergency an-
swering service 608-258-0099. 
 

Infection Potpourri 

MEASLES: Nationally measles cases continue to be reported in 
record numbers.  Fortunately, we have had no recent cases in 
Wisconsin since our original 7 cases.  By the end of July 2008 
there were already 131 confirmed US cases, compared with the 
usual average of 63 cases per year.  80% of cases have been in 
children or adolescents, with 91% of cases in unvaccinated indi-
viduals, or with undocumented immunization status.  89% 
were imported or acquired by contact with travelers from other 
countries, most often Europe, where there are still ongoing 
outbreaks. 

SHIGELLA: Cases are being reported in record numbers 
around the Dane County area.  While there have been 52 con-
firmed cases since early July (compared to seven last year), 
there are countless other close contacts who have reported ill-
ness.  Shigella is a highly contagious bacteria, readily transmit-
ted in daycares and through contamination of food.  Patients 
frequently present with bloody diarrhea, fever and cramps, usu-
ally within a few days of exposure. 
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS 
(CONTINUED) 

Unlike Salmonella and E coli 0157:H7 where antibiotics 
are generally unnecessary or considered contraindicated 
(due to the risk of causing chronic carrier state with Salmo-
nella or inducing Hemolytic-Uremic Syndrome for 0157), 
treatment for Shigella is usually indicated.  Due to variable 
susceptibility patterns, culture and antibiotic susceptibility 
testing is strongly recommended to both identify cases and 
best treatment.  Be aware that Wisconsin statutes do ex-
clude infected persons from daycare and food handling until 
2 consecutive negative stool cultures or at the discretion of 
the local health department. 

For all the Dept. of Public Instruction rules about commu-
nicable diseases, go to http://dpi.wisconsin.gov/ccic/pdf/
cd_chart.pdf 

For resources on Wisconsin Immunization Program School 
Requirements, http://dhs.wisconsin.gov/immunization/
reqs.htm 

As always, thanks for all your questions and feedback! 

Jim Conway, jhconway@pediatrics.wisc.edu 

Pediatrics has had deep roots in advocacy for children.  Indeed, 
as you may well know, the origin of the American Academy of 
Pediatrics was due to a significant disagreement with the leader-
ship of the American Medical Association. 

One area of advocacy which I have watched with interest relates 
to programs such as Safe Routes to Schools.  I have to admit that 
I have some self-interest here — my children both attend an 
elementary school that is about half a mile from our house.  It 
makes for a pleasant walk, or most of the time, a walk for the 
adults and a bike ride for my children.  The main issue is where 
our generally quiet street crosses a fairly busy road — while 
there is a crossing guard there just before and after school starts, 
going at any other time subjects one to a fair number of cars, 
many of whom are speeding.  The striped crosswalk and little 
orange flags to wave don’t exactly fill one with confidence. 

Now, luckily for us, an enquiry with our local alderperson re-
vealed that there was already a plan to use Safe Routes to 
Schools money to improve this intersection, complete with a 
safety “island” in the middle and more prominent signage.  
While I live in a neighborhood in which most parents would still 
walk their children to school, I know that there are many places 
where anything like this would likely lead to parents driving 
their children the mere half-mile. 

Advocacy for children should go beyond the hospital, clinic, or 
“health issues”.  The choices we make with respect to media, 
pollution, and the built environment all have an impact on pre-
sent and future children.  Telling parents to avoid exposing chil-
dren to excessive and inappropriate media doesn’t hold much 
water when we place televisions and video games in clinic wait-
ing rooms.  Encouraging them to walk and bike is not particu-
larly useful advice when highways and violence tear neighbor-
hoods asunder. 

When you hear about issues in the news, think about how it 
may affect children.  It might be something major (like positions 
staked out by presidential candidates), or something purely lo-
cal (such as budget cuts at your public library).  Learn about the 
issue and use your voice to advocate for children.  As residents, 
it’s our responsibility to not only ask that we learn how to do 
so, but to lead by example. 

And if you aren’t sure how to approach it…contact your State 
Chapter.  I can guarantee someone here will help you figure out 
how one pediatrician can make a difference. 

Dipesh Navsaria, MD — Dipesh@navsaria.com 

RESIDENTS’ CORNER 
DIPESH NAVSARIA, MPH, MSLIS, MD 

Support WAPF Today! 
 

The Foundation’s mission is to further the 
goals of WIAAP. 

To make your 100% tax-deductible donation today, 
please complete the below form and mail to WAPF, 
c/o Kia LaBracke, N66 W38592 N. Woodlake Circle, 
Oconomowoc, WI  53066-1692, or contact 
KLaBracke@aap.net — 262/490-9075. 

 

Name:  

Address:   

City/State/Zip:  

Tel: 

Email: 

Amount Enclosed: $ 

Method: ___ VISA/MC ___ Check/Money Order 

CC#    Type: 

Exp. Date:   Sec. Code: 
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WAPF held its first-ever strategic planning session this fall, led by 
Dr. Kathy Nichol.  This process aids us in determining our goals 
moving forward to grow the foundation in purpose and fund these 
efforts through development campaigns.  The Foundation exists 
to promote the objectives of WIAAP, and by defining our role we 
will better be able to do so.  We have two new officers: Lorelle 
Manion (Vice-President) and Jeffrey Britton (Secretary/Treasurer), 
who have already contributed significant ideas for our future. 
 
The Foundation has for many years funded externships for pedi-
atric residents throughout the state of Wisconsin.  It is refreshing 
to hear their perspectives as they embark on a career in pediat-
rics. 
 

Sarah Potts, Medical College of Wisconsin 

After completing my final exams after the first year of medical 
school I could tell a little bit of self doubt into my career goals 
were creeping up on me. My motivation was 
dissipating as the road to becoming a physi-
cian seemed inconceivably long.  After my 
experiences in the pediatric externship pro-
gram, my love of medicine and desire to 
practice pediatrics were reignited. 

From a clinical standpoint, I realized there was so much more to 
practicing medicine than taking a pertinent history and performing 
a thorough physical exam.  Spending my first month on inpatient 
medicine with the hospitalist team at CHW, the first week was 
spent simply figuring out how everything worked and what all the 
abbreviations meant. Once I had a grasp on those things I was able 
to spend more time listening to the patient’s problems, contem-
plating the course of treatment chosen and later researching their 
particular disease and circumstances. 

A stay in the hospital is never a fun experience, especially for a 
child in the middle of summer. I was amazed at their resiliency. It 
was often the family who appeared to struggle with the situation. 

One experience in the hospital particularly resonated with me.  A 
patient who had spent all of last summer in the hospital with se-
vere bacterial meningitis had bilateral lower limb prosthetics and 
decreased functioning of his upper limbs.  He returned that day to 
simply say hi to everyone that had cared for him and show off his 
ability to get up out of his wheelchair and walk around. He wore a 
smile from ear to ear. This boy without a doubt had one of the 
best attitudes out there. 

During my second month I spent time at the Downtown Health 
Center in an inner city pediatrics clinic. This was quite a change of 

W ISCONSIN ACADEMY OF PEDIATRICS FOUNDATION 
(WAPF) — CEDOR ARONOW , MD, FAAP, PRESIDENT 

pace from the inpatient month but equally busy and engaging. I 
did see much of what would be expected in a general peds clinic: 
asthma, runny noses, earaches, coughs and well child checks. 
What I wasn’t prepared for were the multitude of barriers to 
healthcare these patients experienced. Many times they struggled 
with transportation to and from the clinic or other obstacles. 

I had a family who lost their electricity while their child needed it 
for their asthma treatments. The mother admitted trying to get 
power from the hallway in her apartment for the treatment but to 
no avail from the landlord. In the end we were able to accommo-
date them with a medicine that didn’t require electricity yet was 
equally as effective.  The intricate interplay of social issues and 
medical concerns was a dynamic that I had not anticipated and am 
now much more aware of when seeing patients. 

The last part of the externship that I underestimated at its onset 
was the child advocacy experience. As pediatricians and medical 

personnel we are first and foremost advocates 
for the child. I spent a morning in Children’s 
Court learning the roles we as physicians will 
play in the advocacy of children and in the 
welfare system. It was an eye opening ex-
perience of balancing the end goal for the 
child’s well being with the current dire situa-

tion that needed change. There are definite flaws in the system 
and much space for improvement but it was clear that the bottom 
line tries to look at what is best for each child. 

While at the DHC, I was also able to spend a day in Child Protec-
tive Services examining children with possible abuse.  The first 
child was extensively abused, the police were called and the other 
two siblings were picked up from day care to be examined.  After 
a long day of forensic questioning and medical examinations, the 
children were taken away from their current home for the time 
being. It is an incredibly sad experience to take children out of 
their home and away from their mother, but it was definitely the 
answer that day and something that caused me to reflect on the 
process as a whole for days after. 

The externship was a valuable experience for me. As a rising sec-
ond year medical student, I had the opportunity to experience 
clinical medicine without the pressure of grades or performance 
reviews. Understanding what is expected of you as a medical stu-
dent or resident, preparing a SOAP note, gathering history and 
taking a thorough exam are all important skills that I learned this 
summer. It is an experience I wish every student in my class could 
have had, as it has motivated me again to be a physician and con-
firmed my desires to enter pediatrics. 

In the next several issues of this news-
letter, we will share the experiences of 
pediatric externs.  These externships 

are funded in part by your 
tax-deductible donations to WAPF. 



Preface from Mala Mathur, MD, FAAP 
WIAAP Early Childhood Development Committee: 

This article highlights the importance of using validated develop-
mental screening tools within the medical home as recommended 
by the American Academy of Pediatrics at ages 9, 18 and 30 (or 
24) months of age.  The summary table comparing a few of the 
validated tools that can be used to screen for developmental delays 
is a great resource for pediatricians who are interested in imple-
menting the screening process in their practices but are unsure of 
which tools to consider.  I recently started using the Ages and 
Stages Questionnaire in my own practice and I feel better about the 
quality of the screening I do and in addition have found it to be a 
time saver.  For more information about implementing developmen-
tal screening in your own practice, check out: 

The National Center of Medical Home Initiatives 
for Children with Special Needs website at: 

http://www.medicalhomeinfo.org/screening/index.html 

CDC’s Child Development Website: 
http://www.cdc.gov/ncbddd/child/  

Developmental and Behavioral Pediatrics Online:  
http://www.dbpeds.org/ 

- - - - - -  

Every young child needs regular developmental checkups. 
Quick, easy developmental screening picks up problems be-
fore they become obvious or have a chance to fester and 
grow. It also opens the door to intervention early on, when it 
can do the most good. 

Early intervention works. And the sooner a possible problem 
is spotted and effectively addressed, the sooner the child will 
reap the benefits. Developmental screening tools alert pro-
viders to areas of a child’s development – from movement 
and mental health to language and learning – where they need 
to take a closer look and follow up with assessment, diagno-
sis, services and treatment. 

Regular developmental checkups with a good screening tool 
are as much a part of good pediatric practice as regularly 
measuring a child’s height and weight.  

The American Academy of Pediatrics recommends that physi-
cians do developmental screenings with a high-quality tool at 
least three times before a child’s third birthday – at the 9-
month, 18-month, and 24- or 30-month pediatric visits.  
http://pediatrics.aappublications.org/cgi/
reprint/118/1/405.pdf 

For preschoolers (children ages 3-5), the AAP also recom-

mends regular developmental screenings. http://
www.pediatrics.org/cgi/content/full/108/1/192 

Three general developmental screening tools stand out from 
the rest – ASQ (the Ages and Stages Questionnaires), PEDS 
(Parent’s Evaluation of Developmental Status), and 
PEDS:DM (PEDS: Developmental Milestones). These tools 
cover all developmental domains and: 

• Are accurate – correctly identifying at least 70% of infants, 
toddlers and preschoolers with and without disabilities, delays 
or developmental problems – and backed up by solid re-
search; 

•  Are short, low cost, and easy to administer and score; 

•  Rely on what parents know and observe about their child, 
which also makes them appropriate across many cultures; 

•  Can be completed in many settings – in a pediatric or fam-
ily medicine practice, in a child care center or Head Start 
program, during a home visit to a family with a young child, 
or even online; and 

•  Provide a great way to communicate with parents, make 
the most of every well-child visit, and comply with state and 
federal requirements. 

These three tools are billable under CPT Code #96110 
(developmental screening) in fee-for-service medical settings, 
compatible with electronic medical records (EMR), and ei-
ther already available online or will be shortly. 

ASQ, PEDS and PEDS:DM are alike in that they are all high-
quality. They also have some differences: for example, the 
age ranges they cover, the time they take to administer and 
score, available languages and reading level, the questions 
they ask, and their “feel.”  

A health care provider cannot go wrong with any of these 
tools. The table provided on the insert in this newsletter 
provides information about ASQ, PEDS and PED:DM so that 
a provider can make the right choice for his or her office or 
practice. 

– Margaret Dunkle is Director of the Early Identification and Inter-
vention Collaborative for Los Angeles County and Senior Fellow with 
the Center for Health Services Research and Policy at George Wash-
ington University. Janet Hill is Coordinator of the California Early 
Childhood Comprehensive Systems Project and Health Program Spe-
cialist at the California Department of Public Health. 

DEVELOPMENTAL CHECKUPS FOR ALL CHILDREN 
THREE GOOD CHOICES FOR PRACTICES AND PROVIDERS : ASQ, PEDS AND PEDS:DM  

— MARGARET DUNKLE AND JANET HILL 
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Advising a breastfeeding mother on the compatibility of her medi-
cations and breastfeeding can often be a source of confusion.  Cli-
nicians must consider several factors: the benefit the medication 
will give to the mother; the risk of discontinuation of breastfeed-
ing, even temporarily, to the baby; the risk of the medication to 
the baby and the risk of the medication to the maternal milk sup-
ply.  Unfortunately, the typical sources of information on medica-
tions and breastmilk , such as Epocrates, Clin-eguide, Lexi-Comp 
and the PDR , are often inaccurate and may lead to unnecessary 
interruption or weaning from breastfeeding. 

The most accurate sources of information to aid clinicians about 
medications in breastfeeding mothers are the National Library of 
Medicine’s  LactMed, (http://toxnet.nlm.nih.gov/cgi-bin/sis/
htmlgen?LACT) a searchable database of drugs and other chemi-
cals to which breastfeeding mothers may be exposed and Dr. Tho-
mas Hale’s ”Medications and Mother’s Milk” and his website fo-
rums at: 

http://neonatal.ttuhsc.edu/lact/ 

LactMed is peer-reviewed, fully referenced, continually updated 
and a free service.  The data given for each drug includes maternal 
and infant levels of drugs, possible effects on breastfed infants and 
on lactation, and alternate drugs to consider. 

Clinical points to remember about choosing medications in breast-
feeding mothers: 

♦ Breastfeeding is important and even temporary disruption can 
affect milk supply. Information on medications and breast-
feeding is easily available online through LactMed’s searchable 

database.  Advice to pump and discard milk assumes that the 
mother can afford or has a breast pump, that she knows how 
to use that pump, and that her baby will know how to take a 
bottle.  Infant formula may not be an acceptable substitute, 
even for short periods of time. 

♦ A drug must reach the maternal serum in order to penetrate 
into milk. Use topical therapy when possible since serum 
levels are usually very small. 

♦ Transfer of medication from the maternal serum into milk 
depends on the drug’s oral availability, lipid solubility, mo-
lecular weight, protein binding and half life. Try to choose 
drugs with, low oral absorption, low lipid solubility, large 
molecular weight, high protein binding and a short half life. 

♦ Medications that we use for a newborn baby are generally safe 
to use in a nursing mom. 

♦ Pregnancy risk is not the same as breastfeeding risk. 

♦ Radiologic agents, such as xray, and contrast agents for MRI 
and CT have little to no oral availability and therefore do not 
require cessation of breastfeeding. 

♦ No medication is safe.  “Compatible” is a better word since it 
acknowledges a risk-benefit balance. 

 
Dr. Thomas was recently awarded the  Growth and  
Innovation Award for Wheaton Franciscan’s southern  
market.  Earlier this year, she was appointed to serve as AAP’s Chapter 
Breastfeeding Coordinator (CBC) Committee Vice Chief. 

MEDICATIONS AND BREASTFEEDING: 
TIPS FOR GIVING ACCURATE INFORMATION TO MOTHERS 
JENNY THOMAS, MD, FAAP, WIAAP BREASTFEEDING COORDINATOR 
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Many employers are discovering the advantage of searching online 
for qualified candidates to fill jobs specific to their industry. But 
when it comes to finding qualified pediatric professionals, the 
mass-market approach of the mega job boards may not be the best 
way to find exactly what they’re looking for. 

Let the WIAAP help with our online Career Center. The WIAAP 
Career Center gives employers and job seeking professionals a 
better way to find one another and make that perfect fit. 

Don’t miss this unique opportunity to be seen by an exclusive 
audience of the pediatric industry’s best and brightest. 

Visit us online today at http://careers.wisaap.org 

Benefits for All 

WIAAP career center now online 

EMPLOYERS: 

♦ Full resume access 

♦ Featured profiles 

♦ Job activity reports 

Target your recruiting and 
reach qualified candidates 
quickly and easily. 

JOB SEEKERS: 

♦ Free access to posted jobs 

♦ Custom search agent 

♦ Confidential posting 

Whether you’re looking for a 
new job, or ready to take the 
next career step, this site is 
for you. 



210 Green Bay Road 

Thiensville, WI  53092 

MARK YOUR CALENDARS: 

 

January 23, 2009 

Medical College of Wisconsin 
Milwaukee, WI 

WAPF BOD Meeting, 8:30am-10:00am 
WIAAP BOD/EC Meeting, 10:00am-5:00pm 

 

April 16, 2009 

WIAAP Annual Meeting 
The Madison Club, Madison, WI 

WIAAP and WAPF Officers Meeting, 6:00pm 
WAPF BOD Meeting, 8:30am-10:00am 

WIAAP BOD/EC Meeting, 10:00am-5:00pm 

The WIsper newsletter is printed three times per year 
and edited by WIAAP/WAPF Executive Director Kia 
LaBracke, Jeffrey Lamont, MD, FAAP, LuAnn Moraski, 
DO, FAAP, and James Meyer, MD, FAAP. We welcome 
all submissions, and preference is given to topics relevant 
to WIAAP and WAPF strategic goals. 

 

The next article and advertisingThe next article and advertisingThe next article and advertisingThe next article and advertising    
deadline for deadline for deadline for deadline for The WIsper The WIsper The WIsper The WIsper is:is:is:is:    

January 1, 2009. January 1, 2009. January 1, 2009. January 1, 2009.     
 
The editors reserve the right to edit accepted submissions 
for clarity, spelling, punctuation and style. 

All submissions are published at the discretion of the Edi-
tors. For questions, please contact Executive Director Kia 
LaBracke, 262/490-9075, KLaBracke@aap.net. 

THE WISPER REVIEW POLICY 

WE’RE ON THE WEB: 

WWW.WISAAP.ORG 


