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FROM OUR PRESIDENT... HALIM HENNES, MD, FAAP

Dear Friends,

We hope you like the new Wisper. Our Executive Director, Kia LaBracke, is giving it a
facelift and we will continue to work on improving both its look and content. Your feed-
back will help us make it a more useful and relevant publication. In addition, we may be
able to offer the Wisper in an electronic format to those of you who prefer paperless com-
munication in the near future. More information on this issue will follow after the Board
Retreat on July 27th, 2007 in Madison.

As you know the Chapter’s Annual Meeting was held April 28th and 29th, 2007 at the Blue
Harbor Resort in Sheboygan. This was the first time we had a two day CME meeting and |
am happy to report that it was a great success. | would like to thank all of you who attended
for making this a worthwhile event. The topics were great, the speakers were outstanding,
and the attendees’ participation in the panel discussion was very informative. Our gratitude
goes to Drs. Earnestine Willis and James Meyer for their efforts in chairing this successful
conference. | would also like to thank Kia LaBracke for her hard work in planning the
event.

This year the late Dr. Catherine Slota-Varma, MD, FAAP of Milwaukee received the Pedia-
trician of The Year Award. Her family and co-workers attended the ceremony and accepted
the award in her honor. The Community Service Award recipient, Dr. Ronald H. Laessig,
Ph.D director of the State Laboratory of Hygiene, gave us an outstanding presentation on
the history of Wisconsin neonatal screening program. Both Dr. Slota-Varma and Laessig
have made significant contributions to the children in Wisconsin and we will have a brief
biography and their accomplishment posted on the Chapter Web site at www.wisaap.org.
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PRESIDENT’S MESSAGE (CONTINUED)

I would like to extend my personal thanks to exiting Board of
Directors member Dr. Karen Pletta. Karen has contributed so
much to our Chapter, we will miss having her on the Board.
Thank you Karen, and we look forward to your continued ef-
forts on the Breastfeeding/Nutrition Committee.

There are numerous other activities to report upon since our
last edition. The Chapter continues to advocate and support
healthcare insurance for all Wisconsin children and improve
access to care. Access to dental care remains a problem for chil-
dren in various parts of the state. Dr Charles Post, our dental
liaison, is working on the issue and we will keep you posted of
our progress. Further to a recent communication with the
Governor’s office we are planning to invite one of his aides to
our next Executive Committee meeting.

Another major project, a work in progress, is a collaborative
effort with the Medical Society of Milwaukee County and the
Wisconsin chapter of FAAP to develop a strategic plan for im-
proving immunization rates in Milwaukee County.

If you have any questions, suggestions or concerns we should
address at our July 27th Board retreat, please let me or any
board member know.

Best Wishes and have a safe summer.
_x * _ ( " /

EXECUTIVE DIRECTOR’S CORNER —
KiA LABRACKE

It has been my pleasure to serve as the Wisconsin Chapter Ex-
ecutive Director since January. There is a lot to learn, | have
many members still to meet, and | look forward to

working with all of you.

ED Conference/ALF: | was privileged to represent our Chap-
ter at the AAP’s Annual Leadership Forum (ALF), and the Ex-
ecutive Director’s conference, which this year was held the day
prior to the ALF, in March. | discovered much about how other
Chapters operate, from small to very large, and with very lim-
ited to seemingly unlimited resources. It is clear to me that our
Chapter is very energized and forward-thinking, and | am proud
to be serving along side such wonderful leaders. With such an
active and diverse organization, | know my biggest challenge
will be squeezing everything I’d like to do while addressing all
the administrative tasks at hand, all in 15 hours per week!

New % Format: We are taking steps to update the look
and feel of our newsletter. Any comments or suggestions you
have are most welcome.

EXECUTIVE DIRECTOR’s CORNER (CONTINUED)

Advocacy/Legislative Issues: | was invited to attend a meeting
at the Capitol regarding WIAAP’s support of Governor Doyle’s
Badger Care Plus plan. In the brief time | have been your ED,
issues of access and reimbursement have been at the forefront,
and I look forward to becoming more conversant on behalf of
the Chapter. In addition, | had the opportunity to re-draft a
resolution on the floor of the recent General Federation of
Women’s Clubs-Wisconsin (www.gfwc-wi.org) State Conven-
tion to include specific wording for access to and reimburse-
ment for mental health care services for children in both urban
and rural areas.

Financial Support of CME Meetings: At our Board of Direc-
tors meeting in April we determined that | should pursue finan-
cial support of our Annual CME Meeting in the form of poten-
tially allowing exhibitors. This has proven a financially sound
approach for other Chapters. In addition, I will be seeking a
solution for online registration to reduce the amount of time
needed for confirmations, badges, meal counts, etc. | believe
this could be a significant area of long-term cost savings for the
Chapter.

New CME For Young Pediatricians: One of the ideas that is
brewing is the idea of our Chapter hosting a District-wide CME
conference with special regard to the needs of our young pedia-
tricians. Be on the lookout for an online survey of our members
to gauge interest. If you are a young pediatrician and would like
to help with the planning or execution of such a meeting, or
have suggested topics of interest, please contact me.

District VI/VI1 Meeting: | attended the recent joint District
Meeting in Ottawa, Canada, networking with many Chapter
leaders throughout the nine states in our District. It was a great
opportunity to drill down to more specific information on each
Chapter. We heard from several AAP staff members and this
reinforced my conviction that our parent organization is work-
ing diligently to help Chapters work well and stay in tune with
members. We came away with a lot of very good ideas to im-
prove our Chapter, and | was so impressed with the breadth of
knowledge and commitment by the Chapter officers across our
District.

Thank you to everyone who has welcomed and helped me dur-
ing these first few months. | appreciate your support, and know
that I can rely upon you for your honest assessments and sugges-
tions. | look forward to helping to grow the Chapter and
WAPF according to your strategic plans.

-0 12 3#4# S54675#85 o
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2007 BALLOT RESULTS

Welcometo C ; -/ , Who was
elected to the Board of Directors and begins his term in July.

The proposed By-Law amendment also passed. Under Arti-
cle VIlI-Committees and Meetings, Section Ill—Committees,
the bylaw is amended to add a Point 4 to read:

Section 11l — Committees

1. An Executive Committee will consist of the Chapter Offi-
cers, members of the Board of Directors, and the Chairs of
the Chapter’s Committees and shall be a permanent Chapter
Committee. Decisions of the Executive Committee are advi-
sory to the Board of Directors.

2. Committees to aid in implementing the goals and policies
of the Chapter may be appointed by the President subject to
approval by the Board of Directors.

3. Committees of the Chapter shall report on at least an an-
nual basis to the Board of Directors

on their status and accomplishments. Said report may be
verbal at a regular meeting of the

Board of Directors or as a written report submitted to the
Secretary/Treasurer.

5
C c

As an editorial note, we switched formats for the ballots this
year. In the past we sent out a ballot that had to be half-
folded, tabbed and returned. This year we elected to pay a
nominal charge to include a return envelope. Our return was
over 200 responses, versus a previous average of 75 re-
sponses, a significant improvement in this process.
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Thanks to Drs. Lisa Stukenberg and Jenny
Thomas for attending on behalf of WIAAP.
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BOD Members: Please RSVP to Kia LaBracke
with your availability.
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WIAAP / AARP-WI COLLABORATION — DR. CARL EISENBERG, MD, FAAP

The WIAAP began its collaboration with AARP-WI in the fall of 2006 when we participated in the AARP-WI’s Milwaukee event for
African-American grandparents, Navigating the Systems: Parenting All Over Again and we have agreed to again work together on the
2007 version. This year’s event will take place in Milwaukee on September 8th in conjunction with Grandparent’s Day.

We have now carried the collaborative effort even further. As of May 23, 2007, the WIAAP became the first AAP chapter to collabo-
rate with a AARP state organization on a state-wide legislative initiative. Although the WIAAP has not decided which, if any, of the
current health-care reform proposals to support, both we and the AARP-WI have agreed that health-care reform is needed now. The
AARP-WI organized a Call In Day to facilitate contacts between individuals and their legislators to urge legislative support for health-
care reform. Individuals called an 800 number, were put through to their own legislator, and were free to leave their own message,
for example to comment that any reform package should provide benefits for preventive care including immunizations.

Our Chapter supported the AARP-W!I’s effort by distributing via our e-mail distribution list, the WIAAP-NET, a message urging our
members to participate in the Call In Day. We hope to further the collaboration this summer when Chapter leaders will be meeting
with the AARP-WI to discuss SCHIP. The national AARP has announced support of SCHIP and we hope to work with AARP-WI

leaders on this issue.
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QUALITY IMPROVEMENT SURVEY — RAMESH SACHDEVA, MD, PHD, FAAP, CHAIR COMMITTEE
ON QUALITY IMPROVEMENT WIAAP AND HALIM HENNES, MD, MS., FAAP, PRESIDENT, WIAAP

The Wisconsin Chapter of the American Academy of Pediatrics (WIAAP) is conducting a survey to determine the needs of its Mem-
bers with respect to the science and practice of quality improvement. As you are aware, a quality improvement column was started
last year in the wisper and continues on a regular basis. We are developing a process to provide more timely updates related to qual-
ity improvement and are exploring options such as emails or electronic updates. In order to develop a service that will be meaningful
to your practice, we will sincerely appreciate your providing us your comments on this survey. All data will be used in aggregate
form and no individual responses will be identified to maintain confidentiality. Please provide us your valuable comments at your
earliest convenience to Dr. Ramesh Sachdeva via hard copy at 9000 W. Wisconsin Avenue, MS-950, Milwaukee, W1 53226, via fax
at (414) 266-3954, or via email at rsachdeva@chw.org.
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1. lamaware that the American Board of Pediatrics, as part of its new policy for
recertification of pediatricians and pediatric sub specialists (Maintenance of
Certification), is planning to require education and demonstration of
experience in quality improvement.

2. lam aware of the recent development related to pay-for-performance which
will result in physician and hospital reimbursement being linked to quality
indicators.

3. lam aware that the field of quality improvement has now expanded to include
traditional clinical quality improvement and also systems process improvement.

4. Regular information updates related to developments in quality improvement
are relevant to my practice.

My clinical practice is primarily office-based.

| have had formal training in quality improvement.

I have been involved in a quality improvement project in the last 5 years.

My clinical practice is primarily hospital-based.

©f X N o @

The field of quality improvement only relates to evidence-based practices.

10. My clinical practice primarily covers rural areas of Wisconsin.

11. 1am aware of new techniques for process improvement such as Six Sigma,
LEAN, or PDSA models.

12. My clinical practice is primarily general pediatrics.

13. 1would like to learn more about the recent developments in process
improvement.

14. Email is a good vehicle by which to provide me updates.

15. My clinical practice is primarily pediatrics subspecialty-oriented pediatrics.

16. WIAAP website is an efficient way for me to access quality improvement
related information and updates.

17. Providing electronic updates on a monthly basis is an optimal frequency for
updating me.
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QUALITY IMPROVEMENT SURVEY — CONTINUED
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18. 1would prefer hardcopy updates on a monthly basis.

19. I'would be interested in participating in a one-day quality improvement work-
shop if offered by the WIAAP.

20. My clinical practice primarily serves the urban areas of Wisconsin.

H

What is the best mode of communication by which updates in the field of quality improvement (such as emails, web based, mailing)?

How frequently would you like to receive such information (weekly, monthly, quarterly)?

How can we better serve your needs regarding:

A.  Quality Improvement

B. Maintenance of certification

o

Pay-for-performance

D. Need for adjusting patient case-mix to allow meaningful policies related to pay-for-performance

m

Public reports related to provider performance on initiatives to measure metrics such as Wisconsin Medicaid lead screening
rates, Wisconsin immunization vaccination rates, and HMO HEDIS appropriate asthma prescribing rates
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NEw AAP PoLicy ON EARLY DETECTION OF DEVELOPMENTAL AND BEHAVIORAL PROBLEMS —
FRANCES PAGE GLASCOE, PROFESSOR OF PEDIATRICS, VANDERBILT UNIVERSITY

Most health care providers attempt to identify children with de-
velopmental and behavioral problems in order to ensure that
patients receive the enormous benefits of early intervention.
Unfortunately, 70% of pediatricians rely on informal milestone
checklists. These lack reliability, validity, accuracy or scoring
criteria. The result is that only one-fourth of children eligible for
early intervention services actually receive them.

To address this problem the American Academy of Pediatrics
(AAP) issued a new policy statement (Pediatrics, July, 2006) that
calls for enhanced developmental surveillance. Surveillance in-
cludes eliciting and addressing parents’ concerns at every well
visit. Most suitable for this task is Parents’ Evaluation of Devel-
opmental Status (www.pedstest.com), a 10 question measure
that indicates, based on evidence, when to refer, screen further,
advise parents, or reassure.

But, surveillance also involves routinely monitoring milestones
and screening periodically, and again, using quality tools is abso-
lutely essential for accurate detection. A new measure can help
with these additional recommendations, Parents’ Evaluation of
Developmental Status: Developmental Milestones (PEDS:DM).
The PEDS:DM s for children birth to age eight and consists of 6
to 8 questions per visit, one per developmental domain: fine
motor, gross motor, social-emotional, self-help, expressive lan-
guage, receptive language, and for older children, reading and
math. Parents can answer these on their own or providers can
elicit the skills directly from children (but parent report saves
time and is equally accurate). Each question serves as a screen for
the domain from which it is derived and problematic perform-
ance is tied to a cutoff at the 16th percentile or below (the point
below which children have great difficulty with regular curric-
ula). Standardized and validated on more than 1600 children
around the US, who participated from health care settings as well
as day care centers and preschools, the PEDS:DM has sensitivity
and specificity across domains as well as age ranges of 83% to
84%, well within standards for screening tools.

There are many interesting features to this measure. It consists of
a book of laminated forms, one for each age range, that parents
complete with a dry erase marker. The 6 — 8 questions per form
are written at the high first grade level and answered, via multi-
ple choice, and in less than 5 minutes. Parents are then encour-
aged (optionally) to read to their child a short story that is pre-
sented in the book on the opposite page. The stories focus on
child development and positive parenting practices (such as talk-
ing and reading to your baby, giving toddlers choices, making
clean-up time into a game, etc.). Since parents are known to
learn about child developmental through assessment, the fact that
the PEDS:DM actively promotes healthy development and par-
enting is exciting as are the accompanying photographs and draw-
ings that reflect the diverse ethnicities within American society .
In addition, the PEDS:DM manual contains photo-copiable par-

ent education handouts, a list of links helpful for finding local
services, and referral letter templates (all are also downloadable
at www. pedstest.com).

A single scoring template is laid on top of the completed
PEDS:DM form to reveal correct and incorrect answers. These
are then transferred to a one-page longitudinal growth chart that
remains in the patient record. Over time, the growth chart
builds a graph of children’s developmental strengths and weak-
nesses.

The second section of the PEDS:DM Family Book contains sup-
plementary measures (also laminated) that together with
(optionally) Parents’ Evaluation of Developmental Status are
helpful in fully complying with the AAP’s new policy. The sup-
plementary tools include: the Modified Checklist of Autism in
Toddlers (M-CHAT) recommended by the AAP at 18 and 24
months; the Pictorial Pediatric Symptom Checklist-17 (a screen
for depression, attention, and conduct problems in older chil-
dren); the Brigance Parent-Child Interactions Scale (to determine
whether parenting style is likely to lead to healthy development);
the Family Psychosocial Screen (a measure of parental depression
and other risk factors); the Safety Word Inventory and Literacy
Screener (SWILS) (a measure of school skills for older children);
and the Vanderbilt ADHD Scale (a diagnostic measure of atten-
tion, hyperactivity and impulsivity). The PEDS:DM manual sug-
gests when to use supplementary measures, since not all are
needed at any single well-visit.

In terms of electronic applications, PEDS (the measure eliciting
and addressing parents’ concerns), and the (optional) M-CHAT
are already available online. The site can be used with or without
integration with electronic medical records. The PEDS:DM will
be added to the website by late Summer, 2007.

A Spanish language version of the PEDS:DM should be available
this summer (PEDS and the M-CHAT are already published in
Spanish and PEDS has been translated into many other lan-
guages). Vanderbilt University is trialing PEDS plus the
PEDS:DM via a waiting room computer kiosk.

Also of note, the PEDS:DM was created with items from several
of the Brigance Diagnostic Inventories. Albert Brigance and his
publisher, Curriculum Associates, along with Ellsworth & Van-
dermeer Press have jointly agreed to donate a portion of
PEDS:DM sales to the American Academy of Pediatrics’ Section
on Developmental and Behavioral Pediatrics in support of its
website devoted to helping health care providers learn about
screening and surveillance, www.dbpeds.org including other
screening tools. More information on PEDS and the PEDS:DM,
including slide shows and other training materials, can be found
at www.pedstest.com/dm.

The author is editor of AAP's Section on Developmental-Behavioral Pediatrics' Newsletter
www.dbpeds.org. You can reach her at Frances.P.Glascoe(@Vanderbilt.edu.
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS

JAMES CONWAY, MD, FAAP

For the first time in recent memory, there have been no new
vaccines licensed since our last Wisper! However there
have been a number of formal immunization recommenda-
tions issued to aid practitioners, which deserve a brief re-
view.

HPV: The quadrivalent vaccine Gardasil from Merck was
licensed by the FDA in June 2006. Provisional recommen-
dations were issued by the ACIP shortly thereafter. In the
March 12, 2007 MMWR the final version of these recom-
mendations was published, establishing official CDC and
ACIP policy. There are no significant changes from the pro-
visional recommendations, but the document does provide a
thorough review of HPV epidemiology and the vaccine. The
vaccine is currently recommended for females age 9-26
years, with optimal benefits for patients immunized early in
adolescence, and therefore prioritization for girls in the 11-
12 year age range.

Data related to the bivalent HPV vaccine from gsk, called
Cervarix, has recently been submitted to FDA for review.
This vaccine only contains the 2 serotypes that are the most
frequent cause of cervical cancer (HPV types 16 & 18), but
does not offer significant protection against genital warts.
Although there is good data available now for these vaccines
demonstrating efficacy in females, and even data showing
immunogenicity in males, recommendations for administra-
tion of any HPV vaccine to males is unlikely to happen in the
near future.

Supplies of Gardasil remain good in most markets, though
there have been issues with availability of some packaging
types, such as single-dose pre-filled syringes. Financial is-
sues for providers administering HPV (and all vaccines!)
continue to receive attention, as reimbursement from some
insurers does not completely cover expenses related to
stocking and administering immunizations.

Tdap: Recommendations for Tdap use in adults have also
been published recently in the MMWR to supplement the
original recommendations for adolescents published last
year. Tdap immunization is now recommended for ALL
adolescents and adults ages 11-64 in place of a routine Td
booster. There is particular emphasis placed on people hav-
ing close contact with young infants, especially healthwork-
ers, household contacts and school/day-care providers. The
ACIP statement strongly recommends all these groups re-
ceive Tdap as soon as possible and suggests administering in
these groups at an interval of 2 years or more from the last
Td even in the absence of outbreak activity. The ACIP still
recommends withholding Tdap from pregnant women — not

because of any documented harm to the fetus, but due to po-
tential interference from transferred maternal antibody with
the infant’s response to eventual active immunization with
DTaP.

Practitioners are encouraged to help promote routine replace-
ment of a Td with a Tdap for hospitals and clinics, and engag-
ing our colleagues in urgent care and emergency departments,
as these are frequently the sites where tetanus boosters are
delivered.

AAP recommendations: Hepatitis A & 2nd-dose Varicella:
ACIP recommendations for routine Hepatitis A administration
in children were published in May 2006, with AAP being
represented at the ACIP meetings. After some delay, in April
2007 we have the AAP statement supporting those original
recommendations for a routine 2-dose series after 12 months
for all children. The Hepatitis A vaccine can also be used for
immediate post-exposure prophylaxis, which is helpful given
the difficulty often encountered in trying to locate immune
globulin.

AAP is in the lead with recommendations for a 2-dose regi-
ment for everyone being immunized with varicella vaccine.
This includes all people previously immunized with only one
dose. With this vaccine in use since 1996, there is substantial
population that will need to be given a second dose of Varivax
when they present. The ACIP provisional recommendations
for this 2-dose requirement was issued in late 2006, and final
publication in the MMWR should be coming soon. This
population of children who have only received a single
varicella containing vaccine is a group we need to identify and
vaccinate to try and prevent periodic school outbreaks.

We are back to using Varivax and MMR-II again since the
anticipated Proquad shortages have occurred, and stocks are
expected to be depleted by July. The vaccine will be unavail-
able until the production problems are corrected. There is no
way to anticipate when the MMR-V vaccine will again be
available. Don’t wait for it to become available to implement
an active program to identify children who need an additional
varicella vaccine dose.

Outbreak Update: There have been few major outbreaks
directly affecting Wisconsin children this year, though we
need to remain vigilant. In 2007 there have already been
nearly 200 mumps cases in Canada and another 268 cases in
the US through the end of April, which is obviously a signifi-
cant improvement over past years. Measles cases, and most
importantly deaths, continue to decrease overall worldwide,
especially in sub-Saharan Africa. This is in part due to the
efforts of the Red Cross in collaboration with a number of
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS

CONTINUED

international agencies, who have made the Measles Initiative
part of their ongoing activities in developing countries since
2001. Unfortunately small outbreaks continue to occur in
developed countries as immunization rates decline due to a
variety of factors. In addition to outbreaks in past years in
Germany, Korea, Ireland & the Netherlands, there are now
increasing numbers of cases being reported in Japan with
almost 300 cases in 2007 already. Though highly contagious,
this scourge could potentially be eradicated since humans are
the only reservoir. WHO & CDC continue efforts to target
global eradication of polio and measles in the coming dec-
ades, similar to previous successes with smallpox.

Both the RSV and influenza seasons have ended, and were
modest in severity. The next Wlsper should have some
interesting issues to address regarding influenza. FDA deci-
sions on expanded indications for the nasal influenza vaccine
FluMist will be available, as well as more information about
expanding the indicated ages for the 2007-8 season. No
matter what, we know that we will continue the long slow
march to universal influenza immunization for all Ameri-
cans.

As always, | welcome your comments, questions and feed-
back. Have a great summer — and watch out for tick & mos-
quito borne diseases!

Jim Conway, MD, FAAP
e-mail: jhconway @ pediatrics.wisc.edu

@ :)//2@8% 2&

Dr. Britton received the Distinguished Service Award from
AAP’s District VI, presented at the meeting held in Ot-
tawa, Canada June 7-10. Jeff was recognized for his tire-
less work in the area of injury prevention.

Our thanks and congratulations on this most deserved honor.

***FAREWELL*"*"*

We bid farewell as two of our Executive Committee
members relocate to new positions outside Wisconsin:

C $ / (Minority Health and Health Dis-
parities) has been hired as the Director of the Division
of General Pediatrics at UT Southwestern Medical Cen-
ter in Dallas, Texas.

Cao ) (Mental Health) will be the
Chair of Psychiatry at Kansas University in Wichita be-
ginning July 1.

We will miss their leadership in our Chapter and wish
them well in their new positions.

&

Hena S Aurora MD
Tamara Barousett MD
Beth Becker MD
Katherine N Burrows DO
Shanelle Alicia Clarke MD
Dominic Co MD

Douglas J Connor MD
Cristina Delgadillo MD
Nga N Dinh MD
Matthew J Ehrhardt MD
Carrie Fathke MD

Leigh A Fujishige MD
Veena V Gonuguntla MD
Maria Gray MD

Leyla Hamizadeh MD

John Robert Hill MD, PhD
Allison M Jay MD

Elizabeth A Kessler MD
Webb Ellis Long MD
Ewelina K Mamcarz MD
Maren E Miller MD

Anbu Durai Muthusamy MD
Jeffrey M. Phillips

Naima O. Rehman MD
Stephanie Leigh Siehr

Gina C Bain MD

Hiba Bashir MD

Jessica Bowman MD
Gayathri Chelvakumar MD
Joanne K Claveria MD
Paula J Cody MD
Kimberly A Cronsell MD
Julia Dewey MD

Beth Drolet MD

Kathryn R Farwell MD
Nicole Fischer

Lindsay Geier MD
Vinayak P Govande MD
Matthew P Gray MD

MaryKathleen Ann
Heneghan MD

Laura Houser MD
Michael Kyle Jensen MD
Jian Khamo-Soskos MD
Stephen C Malcom MD
Anne Marsh MD

Phillip P Minar MD
Daniel Olson MD
Carolyn Rank MD
Justine Rhue MD

Alex Thomas MD
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TREATMENT OF EATING DISORDERS IN AN OUTPATIENT SETTING

DR. SARAH J. LERAND, MD, MPH, FAAP — ADOLESCENT MEDICINE SPECIALIST, CHILDREN'S HOSPITAL
AND CLINICS AND CO- CHAIR, WIAAP COMMITTEE ON ADOLESCENCE

Eating disorders in children and adolescents cause significant
morbidity and mortality in this age group. Eating disorders
affect up to ten percent of the adolescent population and can
cause death in up to six percent of affected individuals.

Evidence supports that early recognition and detection of indi-
viduals at risk can reduce the development of a full- blown eat-
ing disorder. Screening for weight loss, failure to gain weight
during puberty, amenorrhea, dieting behaviors, and adjustment
to body changes and pubertal development in the primary care
setting can help to identify individuals at risk for an eating disor-
der. If an eating disorder is suspected, a thorough medical and
psychosocial history needs to be performed.

Mild to moderate eating disorders can be managed in the pri-
mary care setting using a team approach.

« Registered dietician: Weight restoration is essential in
preventing many of the medical complications of an eating
disorder. In addition, low weight or chronically malnour-
ished patients may have difficulty engaging in psychother-
apy. The dietician needs to be familiar with the significant
caloric needs for weight restoration plus normal growth
needs. The dietician should be comfortable including the
families in meal planning decision making and enforce to
the parents ways in which they can help their son/daughter
to eat.

- Therapist: Young patients benefit from a combination of
individual and family therapy with a therapist who is
knowledgeable in eating disorder treatment. There are
several types of therapy that have been used in eating disor-
der patients. The most traditional is individual- based ther-
apy (IBT) that decreases symptoms by increasing interper-
sonal functioning. Cognitive behavioral therapy (CBT)
decreases symptoms by challenging the patient’s overvalua-
tion of eating, shape, weight and their control. Short-
term, CBT appears more effective than IBT however, at
long term follow up they both appear equally effective.
More recently, many eating disorder centers and therapists
have been using Family- Based therapy, or the Maudsley
method. In this type of therapy, the focus is on food and
the family is empowered to take control of the adolescents
eating habits. This method has shown promise in clinical
studies in both anorexic and bulimic patients.

Primary care provider’s role: Routine, frequent visits, some-
times more than one time a week are needed to monitor the
patient’s medical status. The visit should include an interim

history and physical exam, concentrating on physical exam find-
ings associated with low nutrition. In addition, a blinded
weight in a gown after the patient voids, vital signs, including
orthostatic blood pressure and heart rate and body temperature
should be checked. A urinalysis can be helpful to screen for
water- loading. Goals should be set in these sessions for weight
gain of a half a pound to a pound per week until return of men-
struation or ideal body weight is achieved. Ideal body weight
(1BW) should be calculated by using the 50% body mass index
(BMI) for their present height or predicted height if height ve-
locity has been affected. Daily multi- vitamin and calcium sup-
plementation is also important. In many cases, stool softeners
need to also be used because constipation and bloating are com-
mon complaints. In some circumstances, the use of metoclo-
pramide can also be considered.

Exercise modification is often necessary. Typically, exercise is
limited in patients whose body weight is less than 80-85% of
ideal. However, activities such as stretching and yoga are per-
mitted. Once the patient is above 85% of their IBW, then grad-
ual return of exercise is recommended while weight is being
monitored.

One key to remember is that amenorrhea is never a normal
response to exercise or dieting. A young woman’s menstrual
cycle is tied very closely with her overall nutritional health.

The majority of patients will have spontaneous return to menses
within 6 months of achieving 90% of their IBW. Monitoring
for resumption of menses is helpful in the management of pa-
tients with eating disorders. The use of oral contraceptive
agents has not shown any benefit in improving overall reproduc-
tive or bone health and may complicate management. Baseline
bone density scans should be obtained when a patient has been
amenorrheic for greater than 6 months.

A consultation with a psychiatrist may be necessary to help to
rule out any of the co- morbid conditions that often accompany
eating disorders. For patients with anorexia nervosa, there have
not been any definitive studies that support the use of the typi-
cal or atypical anti- depressants in reducing symptoms or re-
lapse. Fluoxetine, in doses or 60 mg a day, have been shown to
be effective in reducing symptoms of bulimia nervosa.

Patients with eating disorders may need to be hospitalized for
medical or psychiatric stabilization. Criteria that is used for
hospitalization of patients with eating disorders are < 75% ideal
body weight, ongoing weight loss, refusal to eat, heart rate <
50, systolic blood pressure < 90 mmHyg, orthostatic changes,
hypothermia, or arrhythmia, electrolyte disturbance, syncope,
intractable emesis, esophageal tears, or failure to respond to
outpatient treatment.
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TREATMENT OF EATING DISORDERS (CONTINUED)

@ ,

Identifying and treating eating disorders (Policy Statement):

http://aappolicy.aappublications.org/cgi/content/full/
pediatrics;111/1/204

Eating disorders in adolescents (Position paper):

http://www.adolescenthealth.org/
PositionPaper_Eating_Disorders_in_Adolescents.pdf

Practice guideline for the treatment of patients with eating dis-
orders:

http://www.psych.org/psych_pract/treatg/pg/
prac_guide.cfm

>
Division of Adolescent Medicine
1
http://pocket-doc.com/IBW.htm

@ :
http://www.nationaleatingdisorders.org

http://www.maudsleyparents.org/
http://www.annawestinfoundation.org

RESIDENTS” CORNER — DIPESH NAVSARIA, MPH, MSLIS, MD

Recently, | had the opportunity to have a novel experience.

| was asked by WIAAP several months ago if | would mind
"taking the lead" in supporting a bill which was going to be in-
troduced in the State Legislature. This bill, the Children's
Product Safety Act, makes it explicitly illegal for retailers to sell
products that have been recalled by the CPSC and for licensed
child care facilities to use such products. (No, I didn't realize
that this isn't illegal in most states either.)

With the help of Tim Corden (the Legislative Chair) and Jeff
Britton (the Injury Prevention Chair), | drafted a letter of sup-
port to the sponsoring senator, Julie Lassa of Stevens Point.
While we had statistics and information provided by an advo-
cacy group that's pushing for these laws throughout the country,
we made sure to corroborate it using objective sources. Once
the letter was signed, | managed to steal a bit of time one after-
noon and deliver it to Senator Lassa in person. She was, need-
less to say, very pleased to have the Chapter's support.

A few weeks later, | was asked to come testify at a hearing of
the Senate Committee reviewing the bill. While I've done some
minor lobbying on Capitol Hill in DC in the past, I've never
even come close to anything like this. | was nervous, particu-

larly since | wasn't just here as an interested party but on the
Chapter's behalf.

It wasn't at all difficult, though -- | read my prepared statement
and surprisingly got no questions. It helped that Senator Lassa
chairs this particular committee, and the other people speaking
were also supportive of the bill. The vote the following week
was unanimously in support, and now it will go to the Senate
sometime in the next few months.

I will, however, add that it's a good idea to take someone you
know well with you to these things. After | saw some photo-
graphs that were taken during my testimony, | was wishing that
someone had been with me to point out that my bowtie was
even more crooked than usual! Oh well -- it obviously didn't
hurt the bill's chances.

There are many opportunities to be involved in Chapter activi-
ties at all levels, even as busy residents. Don't hesitate to con-
tact me or anyone else in the Chapter leadership if you'd like to
know how you can help out (and learn some valuable profes-
sional skills in the process!)

E-mail: dipesh@navsaria.com

The production of this newsletter is supported, in part, by an unrestricted grant

from the Ross Products Division of Abbott Laboratories.
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2007 AAP PRESIDENT-ELECT CANDIDATE INFORMATION

The AAP National Nominating Committee has named James E.
Shira, MD, FAAP, and David T. Tayloe, Jr., MD, FAAP, as can-
didates for AAP President-Elect.

b ! 7?7 1 #88: and the winner
will take office as President-elect immediately following the an-
nual business meeting at the National Conference and Exhibition
(NCE) in October. All vote-eligible members will be mailed a
paper ballot, and those with e-mail addresses will be sent instruc-
tions for accessing the Web-based ballot. Web-based voting is
preferred, and the link to the on-line ballot will be available
through the AAP Member Center when the election begins.

Candidates are asked to respond to a question, posed by the Na-
tional Nominating Committee. This year, the question is:
M

! ! 7
! NM

Additionally, the following questions were selected by the NNC
based on those submitted by your members and will be addressed
by the candidates over the course of the summer:

1. How do you feel about offering 1-year mini-clinical fellow-

ships in various subspecialties to develop pediatricians with fo-

cused expertise in specific subspecialty areas to help relieve the
overall shortage of subspecialty pediatricians?

2. What is your opinion regarding an AAP-sponsored Malprac-
tice Insurance Program for all interested members?

3. How can the AAP help in the transition of young adults with
chronic diseases who are leaving pediatric practices for adult care
settings and what can it do to improve the health outcomes of
this transition?

4. What are your opinions about the role of hospitalists as pro-
viders of pediatric inpatient care?

5. What do you see as the AAP role in promoting pediatric re-
search?

6. What is the Academy's role in guiding Electronic Health Re-
cord development, financing, and use in reducing disparities of
access, quality, and safety in pediatric care in different sectors of
the healthcare market?

7. What are your thoughts on the Academy's relationship with
the American Board of Pediatrics and how could it better benefit
the AAP membership?

8. What strategies do you think the AAP could use to strengthen
the public's understanding of the value of pediatricians and the
comprehensive, quality medical care that they deliver?

9. How would you reach out to the "sister" professional societies
of the pediatric medical and surgical subspecialty sections to

work together with the AAP to improve healthcare of children,
and how would you encourage members of these "sister" socie-
ties to join the AAP?

JamesE. Shira, MD, FAAP — Denver, CO

A native of Massachusetts, Jim Shira received his M.D. from
Tufts University and then completed his pediatric training at
Fitzsimons Army Medical Center and his Allergy/Immunology
Fellowship at the University of Kansas. After 20 years in the
Army, which included assignments as Chief of Pediatrics at
Fitzsimons and Walter Reed Army Medical Centers, he retired
from the military to become Chair of Pediatrics at The Chil-
dren's Hospital, Denver, where he continues to practice and
teach part time as Professor of Pediat-
rics at the University of Colorado
School of Medicine.

Jim has served as Vice President and
President of the Colorado Chapter and
Vice Chair for District VIII. Other
Academy activities have included the
Chapter Forum Committee, appoint-
ments to two national committees and
participation as a faculty member at
over 40 local and national AAP meet-
ings and CME courses.

In Colorado, Jim serves on the Medical Advisory Board of the
Cherry Creek School District and on the Boards of the Colorado
Children's Campaign (state advocacy coalition for children), the
Inner City Health Center of Denver (for the medically under-
served), and the Colorado Children's Immunization Coalition.
Internationally, he has also been privileged to care for children in
Central and South America, Romania and Mongolia as a member
of medical mission teams devoted to clinical care and education.

Jim and Paula have three sons with wonderful wives and four
terrific grandchildren. Beyond the joys of family and church,
they indulge themselves in gardening, skiing, biking and golf.

Answer to the Question: Yes, the cost of AAP Membership is
significant... but | can’t think of a more valuable and rewarding
investment for all pediatricians, be they in primary care or a sub-
specialty. First and foremost, you join forces with 60,000 pro-
fessional men and women who share your dedication to children
and your commitment to pediatrics. You become part of a ro-
bust, visionary organization that continues to grow more vibrant
with increasing numbers of young people, especially women.
Your membership includes benefits that are specifically tailored
for pediatricians and unavailable through any other resource.
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as a member, you have ready access to:

o AAP News, Pediatrics and the Red Book and, at discounted
prices, more than 400 educational products and publications for
you and your patients.

* Policy Statements, Clinical Reviews, Technical Reports, Clini-
cal Practice Guidelines and practice management tools written by
pediatric clinical scholars, and specifically designed to expand
your acumen and to advance the quality and efficiency of your
practice.

In addition, Academy membership provides countless opportuni-
ties for you to:

» Stay current and earn CME credits through online study
(PediaLink and EQIPP) or PREP at home or through participa-
tion in cutting-edge CME courses offered around the country.

« Contribute to the enrichment of pediatric health care through
participation in clinical research in your office as part of the
PROS program or through implementation of a community pro-
ject funded by a CATCH grant.

* Expand your subspecialty or pediatric practice interests
through participation in Section, Council and Committee activi-
ties.

And, perhaps most important, you join fellow pediatricians in
well planned, well orchestrated, data-driven advocacy efforts to
benefit children and those who provide their health care.

There is much more. The AAP is a unique organization. It is the
convening, synthesizing body of our discipline, bringing together
pediatricians from diverse backgrounds to pool their expertise
and energy principally to advance the health and welfare of chil-
dren everywhere and, at the same time, to enhance the profes-
sional and personal lives of its members. From my perspective,
AAP membership is far more than a business consideration for
the pediatrician; it is an essential investment!

David T. Tayloe, Jr, MD, FAAP — Goldsboro, NC

Dave Tayloe, Jr., is in full-time general pediatric practice. He
founded a solo practice in Goldsboro, NC, in 1977, after com-
pleting medical school at the University of North Carolina and
pediatric residencies at St. Christopher’s Hospital for Children
and NC Memorial Hospital. The practice has grown to include
12 pediatricians, 7 mid-level providers, a psychologist, and 2
certified lactation consultants who provide comprehensive child
health services in four offices coordinated by an electronic health
records system.

Dr. Tayloe has extensive experience in his community as a vi-

sionary leader in efforts to address school health issues, child
abuse prevention, and adolescent pregnancy prevention.

Dave has served in the leadership of the NC Chapter since 1985.
When he was President (1993-95), North Carolina won the Out-
standing Chapter Award of the AAP.

Dr. Tayloe has been one of the architects of the very successful
child health system in North Carolina that includes the NC Uni-
versal Childhood Vaccine Distribution Program, the physician-
directed Medicaid managed care initiative, and the NC Health
Choice Program (SCHIP).

Dave has served in a leadership position with the national AAP
since 1989: Committee on State Government Affairs; Chapter
Forum Committee (Chairperson, 1999); Committee on Com-
munity Health Services; District IV Vice-
chairperson; and as District Chairperson.
He is the Board Liaison to the Task Force
on Immunizations.

As a member of the Long-range Planning
Committee of the American Board of
Pediatrics (ABP), he has led the effort to
incorporate mental health competencies
into the agenda of the ABP.

Answer to the Question: | believe the
AAP gives pediatricians an excellent re-
turn on their investment. From the challenges of coding and
reimbursement to the rigors of federal government lobbying, the
Academy helps us work together to serve children, families, and
pediatricians.

The extremely competent and dedicated AAP staff brings us to-
gether with our volunteer leadership (Chapters, Sections, Com-
mittees, Councils, Task Forces) to share our thoughts about pe-
diatrics. Our lives are often frustrating and exhausting. Through
meetings, teleconferences, and listservs, we obtain the support
of colleagues in user-friendly formats. We need the stabilizing
power of fellowship with like-minded professionals as we strug-
gle with business and market forces, political realities, and edu-
cational challenges to develop health systems that benefit chil-
dren, families, and pediatricians.

The Academy provides superlative educational programs for
health professionals who are focused on the needs of children and
families. From face-to-face CME to a variety of on-line opportu-
nities, general and subspecialist pediatricians can be assured that
their practices are “state of the art.”

The AAP prepares pediatricians to be effective leaders and advo-
cates, and coordinates national and state advocacy efforts. Asa
member of the North Carolina Chapter’s leadership (continued)
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since 1985, | could not imagine trying to address the advocacy
agenda in our state without the assistance of the AAP and the
Chapter. Our collective advocacy benefits children and their
families, AND assures that pediatricians are adequately paid for
working daily to improve the child health system.

The Academy’s strategic plan assures that we know where we
are in our pediatric journeys, where we hope to go, and what
kind of child health system we are leaving for our children. My

pediatrician father worked with the national AAP and the NC
Chapter to leave me a better system than the one he inherited in
1955. I would like to think that we can advocate for, and play a
leadership role in developing, a child health system that my pe-
diatrician children will find superior to the one | entered in
1977. We need our Academy to lead us to a brighter future for
all the children, families, and pediatricians of the next genera-
tion.

INFANTSEE PROGRAM

In recent months we have received several communications with
regard to eye examination forms being distributed in several
school districts. We would like to share with you the response of
the AAP section on ophthalmology executive committee posted
in AAP news June 2005. Please let us know if you have any ques-
tions. Dr. Jane D. Kivlin is our Chapter member, section on
ophthalmology.

The InfantSEE Program introduced June 2005 by the American
Optometric Association (AOA) offers free initial eye exams to
infants 6 to12 months old supposedly to detect eyes at risk for
developmental and visual problems that are not already apparent
to the child's parents or physician. While any effort to raise pub-
lic awareness of children's eye needs and identify serious eye
problems in children is a good first step in getting treatment,
there is a strong message from the sponsors of this program im-
plying that the current vision screening exams performed by the
child's pediatrician are inadequate.

There is no scientific evidence that this type of eye examination is
more effective than the current screening procedures used by
children's physicians in this age group. We are very concerned
about the completeness of this ocular evaluation and its value in
detecting future developmental problems since the vast majority
of optometrists being recruited for this program do not routinely
examine children at this age. Even more important, parents may
be given the false impression that their children's eyes are not at
future risk if this "one time exam™ is classified as “normal."

We are particularly disturbed that most participating optome-
trists apparently need additional training to perform the basic
elements of the program. The American Optometric Institute,
under the auspices of the AOA, is offering a one-day update
course, which is underwritten by The Vision Care Institute of
Johnson & Johnson Vision Care Inc., at sites nationwide to teach
optometrists who volunteer for the InfantSEE Program and wish

to develop skills to examine infants. The public is being misled in
that this level of training will result in superior skill in examining
6- to 12-month-old infants as compared to pediatricians whose
entire careers are devoted to this activity.

Please reassure your patients that the current eye examinations
you are providing are similar to what this program is offering and
that, unlike the program, you will continue to perform them as
part of every well-baby visit. If your patient is examined in this
program and an eye problem is "“found," the patient should be
referred to a pediatric ophthalmologist.

The Academy is firmly committed to improving the early detec-
tion of a child's eye problem and feels the optimal approach is to
work with the child's pediatrician who, because of multiple as-
sessments during the child's formative years, is in the best posi-
tion to detect an abnormality. Efforts are ongoing to expand the
use of validated and simple vision screening in children of all ages
in the medical home. This primary-care vision screening includes
an assessment of red-reflex and alignment during every well-
baby examination and a similar assessment with the measurement
of quantitative visual acuity at age 3 to 4 years. This cost-
effective approach is recommended by the Academy, the Ameri-
can Academy of Ophthalmology and the American Association
for Pediatric Ophthalmology and Strabismus.

The AAP Section on Ophthalmology Executive Committee:

Edward G. Buckley, M.D., FAAP, Chair

Stephen R. Glaser, M.D., FAAP

David B. Granet, M.D., FAAP

Jane D. Kivlin, M.D., FAAP

Gregg T. Lueder, M.D., FAAP

James B. Ruben, M.D., FAAP

Steven J. Lichtenstein, M.D., FAAP, immediate past Chair

Michael R. Redmond, M.D., FAAP, liaison, American Academy
of Ophthalmology
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WORLD BREASTFEEDING WEEK 2007

BREASTFEEDING: THE 1ST HOUR — SAVE ONE MILLION BABIES
KAREN PLETTA, MD, FAAP — WI| AAP BREASTFEEDING CO-COORDINATOR

World Breastfeeding Week (August 1-7) is celebrated by 120
countries around the world in recognition of the signing of the
Innocenti Declaration — an international document of guidelines
to protect, promote and support breastfeeding.

This year’s theme is: “Breastfeeding: The 1st Hour — Save One
Million babies”. According to WABA (the World Alliance for
Breastfeeding), “Initiation of breastfeeding within the first hour
of birth is the first and most vital step to reducing infant and
under-five mortality, by reducing the overwhelmingly high neo-
natal mortality rate.”

Breastfeeding the first hour :
1. Provides the protective health benefits of colostrum

2. Makes use of the baby’s sucking reflex — relatively
strongest in the first hour after birth, to establish proper
latching

3. Helps prevent blood loss in women
4. Provides skin-skin contact and warmth for newborns

5. Helps production of breastmilk for the next feed

The theme of “the First Hour” is to focus on practices that help
mothers and babies stay together and facilitate breastfeeding.
Pediatricians can help by encouraging and supporting policies
for their patients/families such as:

1. Encourage rooming in for mothers/babies

2. Avoid artificial feedings (water, formula) unless
medically necessary

3. Help mothers initiate breastfeeding within the first half
hour of birth

4. Avoid artificial nipple/pacifiers

There are several WBW kits that can be ordered with re-
sources/action ideas to use in communities (to be ready by the
end of May):

ILCA (International Lactation Consultants Assoc) -

WABA tool kit - !
La Leche League -

AAP: 2007-2008 MEMBERSHIP DUES
BILLING SCHEDULE

2007-2008 Membership dues invoices were mailed out the first
week of May to all members. A sample of this invoice, as well
as a Q&A on the new dues billing implementation in September
2007 are available at the Chapter website at
http://www.wisaap.org.

G
>>

IMPORTANT NOTE:

Please pay / renew your dues no later than

August 31, 2007 so that your electronic records are
successfully transferred from the old to new
database system (NetForum). This will ensure no
interruption of important member benefits, including
AAP and Chapter publications.

2007 CATCH CALL FOR PROPOSALS
CATCH GRANTS Now AVAILABLE IN
AMOUNTS UP TO $12,000

CATCH Planning Funds grants in amounts from $2,500 to
$12,000 will be awarded to pediatricians to plan innovative cOM-
munity-based projects to increase children’s access to health
care and address health disparities among children. Resident
grants of up to $3,000 are also available for pediatric residents
to address the needs of children in their communities. For more
information, visit www.aap.org/catch/planninggrants.htm or
www.aap.org/catch/residentgrants.htm, e-mail
kkocvara@aap.org, or call 800/433-9016, ext 7632.
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MARK YOUR
CALENDARS:
/ T #:
9:00a.m. — Board Retreat
WMS, Madison, WI

/ ? 1 A
8:30a.m. — WAPF Meeting
10:00a.m. — BOD/EC Meeting
WMS, Madison, WI

? 1 #:7<8,
AAP National Conference & Exhibition
San Francisco, CA

/ : 6 #3886,
8:30a.m. — WAPF Meeting
10:00a.m. — BOD/EC Meeting
Location TBD




