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How many times have we heard a lawmaker say with the passage of some piece of legislation, 
“If it saves just one child’s life, it will be worth it?” There is legislation pending now in Wiscon-
sin that holds exactly that promise. 
 

Madeline “Kara” Neumann was an 11-year-old girl who died on Easter 2008 of untreated dia-
betic ketoacidosis, because her parents chose to pray for her recovery rather than seek conven-
tional medical care.  DKA has a 100% mortality if it is untreated, but only 0.15 to 0.3% in 
children with proper treatment.  Kara’s parents were found guilty in separate trials of second-
degree reckless homicide, and intend to appeal their convictions.  Under Wisconsin law, fail-
ure of a caregiver to provide necessary medical care resulting in harm to a child is considered 
neglect or abuse—unless the failure to provide care is because of the parents’ religious beliefs. 
 

This exception a little-known legacy of the Nixon administration.  In 1974, Congress passed 
the Child Abuse Prevention and Treatment Act (CAPTA), requiring that states report child 
abuse and neglect.  In so doing, Congress considered and rejected requests from the Church of 
Christ, Scientist that its members be exempted from CAPTA’s provisions.  Some of Nixon’s 
aides, including HR Haldeman and John Erlichman were members of the Church of Christ, 
Scientist, and they prevailed upon Nixon to issue an executive order requiring that states pro-
vide the exemption as a condition of receiving CAPTA funds, thus contravening the intent of 
Congress.  Along with other states, Wisconsin enacted the exemption.  Unfortunately, even 
though the federal mandate was later rescinded, Wisconsin’s exemption is still on the books.  
In 1996, a Republican Congress reauthorized CAPTA, but this time included a state’s right to 
grant exemptions. 
 

In the wake of Kara Neumann’s death, two bills two bills were introduced in the Wisconsin 
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Legislature.  One, AB 590, would simply abolish the religious 
exemption, and would define as neglect or abuse the refusal to 
provide needed medical care for a child for any reason.  The other 
bill, SB 384, crafted in consultation with the Church of Christ, 
Scientist, would actually strengthen the position of a caregiver 
who eschews conventional medical care for a child in favor a 
prayer exclusively  by providing nine possible “affirmative de-
fenses”  to the caregiver’s actions. 

 
The AAP opposes exempting faith healing from child abuse and 
neglect statutes (AAP Policy, Religious Objections to Medical Care.)  
The WIAAP is on record as opposing SB 384 and supporting the 
passage of AB 590, as is the Wisconsin Medical Society.   For us as 
pediatricians, it is fundamentally a patient care issue.  Talking 
points include the following: 

◊ Every parent and caregiver has the right and privilege to pray 
for a child for any reason; 

◊ An adult has the right to believe and behave according to his 
or her religious beliefs, even when doing so will result in that 
individual’s injury or death; that right extends to how an 
adult treats children in his or her care (Note that an adult who 
tried to jump off a bridge would be restrained from doing so, 
religious protestation notwithstanding) 

◊ Laws granting special exemptions to religious sects may be 
found to violate the “establishment” clause of the First 
Amendment, which provides for the separation of church and 
state;  

◊ Those seeking exemptions are basically admitting that in car-
rying out their beliefs they will likely cause death or serious 
harm to children and that this should be permitted;    

◊ In the case of the Church of Christ, Scientist, when its foun-
der, Mary Baker Eddy had her revelation in 1866, the chances 
of surviving an illness by relying on conventional medicine 
were no better than those of surviving by relying on prayer 
alone.  The work of  Pasteur, Lister and Koch was in its in-
fancy.  The Flexner Report, which led to the tightening of 
medical school teaching standards in the United States, was 
over 30 years away.  Medical science has made tremendous 
advances since 1866, something the CCS and other such de-
nominations have failed to take into account; 

◊ The law has long recognized society’s need to protect its chil-
dren from harm due to medical neglect, the First Amend-
ment notwithstanding, as in the administration of blood prod-
ucts to a child of parents who are Jehovah’s Witnesses.  In the 
case of Kara Neumann, had authorities arrived while she was 
still alive, they would have taken emergency custody of her 
over any parental objection to get her the care she needed;   
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◊ There is always a line beyond which what is being done to a 
child in the name of healing or religion becomes abuse.  Ex-
treme examples would be starving a sick child (or any child) 
to “drive out the devil,” or baptizing with scalding water.  We 
would not countenance such practices no matter how fer-
vently a child’s caregivers believed in their religious justifica-
tion.  SB 384 does not and cannot define where that line is.  
That being the case, the only alternative is to err on the side 
of caution and hold all parents and caregivers to the same 
reasonable standard of seeking timely conventional medical 
care for their children; 

◊ Parents may feel intense pressure from the sects to which 
they belong to conform, even when doing so will jeopardize 
their child’s health.  (Google search “Rita Swan and CHILD.”)  
A total ban on religious exemptions to child abuse and neglect 
statutes can allow parents to “save face” even as their child 
gets needed medical care; 

◊ SB 384 provides a potential defense for any caregiver who 
harms a child by neglect:  “She looked sick, and I was just 
praying for her.”  It would be difficult, if not impossible, to 
determine who was legitimate, and who was just trying to 
beat the rap.  

Any legislator’s number one job is to get reelected, and that en-
tails a constant balancing act.  Thus we got a tougher drunk driv-
ing law, but the influence of the alcoholic beverages industry 
helped ensure that Wisconsin’s laws are still weaker than those of 
any surrounding state. Unlike the legislation to “toughen” Wiscon-
sin’s drunk driving laws, which had legislators falling over them-
selves to get behind, neither AB 590 nor SB 384 has not gotten 
much support from legislators.  So-called “faith healing” involves 
religion.   Religious issues are controversial, and controversy is 
something to be avoided in an election year, like this year.  “Tip” 
O’Neill reportedly said that the way to lead is to figure out which 
way the  people are already going, and get out in front of them.  
That may be true, but it’s a cinch that it only includes the people 
who can vote.  Since children can’t it’s important that legislators 
feel pressure to do the right thing and protect children.   

 

I encourage you to make a difference by contacting state legisla-
tors and telling them to oppose SB 384 and support AB 590.  
Please contact even legislators of other districts.  Point out to 
them that their vote will affect all of Wisconsin’s children, and we 
all are responsible for the well-being of every child in Wisconsin.  
Given that this is an election year, these bills may not come to a 
vote, but you never know.  Better the legislature hears from us 
too much than too little.  Please also approach the leadership of 
your hospitals and clinics and ask for their support.  The more 
voices our legislators hear, the better.  If even one child is saved 
from the hell that Kara Neumann experienced, it will be worth it. 



 

 

2010 
Mar 25/26 Pediatric Advanced Life Support 
  American Family Childrens’ Hospital 
  http://pals.pediatrics.wisc.edu/ 
  Registration Deadline: Mar 8 

 

Apr 28  Pediatric Residents’ Advocacy Day 
  Marshfield Clinic, 10:00am-3:00pm 
 

May 5  WIAAP Officer’s Meeting 
  Wisconsin Dells, WI 

May 6  WIAAP Foundation Meeting 
  WIAAP Annual Meeting 
  Wilderness Resort, WI Dells 

  OPEN FORUM TOPICS:  
  Dept. of Children & Families 
  Child Abuse Prevention 
  Oral Health Training 
  Registration Deadline: Apr 19 
Register online: tinyurl.com/wiaap2010may 

 
May 7-9 Marshfield Pediatrics CME 
  Wilderness Resort, Wisconsin Dells 
  http://www2.marshfieldclinic.org/ 
  education/pediatrics2010.pdf 
  Registration Deadline: Apr 23 
 

Jun 14-16  Infant Mental Health Conference 
  Grand Geneva Resort, Lake Geneva 
  http://www.wiimh.org/conferences.htm 
  Registration Mar 15-May 1 

 

Jul 15  WIAAP Officer’s Meeting 
  Jefferson St. Inn, Wausau, WI 

Jul 16  WIAAP Board Retreat 
  Jefferson St. Inn, Wausau, WI 
  Board of Directors only 

 
Oct 2-5  AAP NCE, San Francisco, CA 
  Registration Jun 1-Aug 20 

Meeting Calendar 2010-2012 
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2010 (continued) 

Oct 21 WIAAP Officers’ Meeting 
  Hilton Hotel, Madison, WI 

Oct 22 WIAAP Foundation Meeting 
  WIAAP Fall Meeting 
  The Madison Club, Madison, WI 
 
  OPEN FORUM TOPICS:  
  Obesity 
  Interacting with the Media 
  Registration Deadline: Oct 4 

 

2011 

Jan 20 WIAAP Officer’s Meeting 
  Milwaukee, WI Venue TBA 

Jan 21 WIAAP Foundation Meeting 
  WIAAP Winter Meeting 
  Milwaukee, WI, Venue TBA 

  OPEN FORUM TOPICS: 
  Mental Health 
  Medical Home 

  Registration Deadline: Jan 4 
 
Mar 24-27 AAP Annual Leadership Forum 
  Venue TBA 
 

Apr 21 WIAAP Officer’s Meeting 
  Venue TBA 

Apr 22 WIAAP Foundation Meeting 
  WIAAP Annual Meeting 
  Venue TBA 

  OPEN FORUM TOPICS: 
  School Health 
  Sports Medicine 

  Registration Deadline: Apr 4 
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It is with gratitude that we 
acknowledge the dedi-
cated service of Ken John-
son to the American Acad-
emy of Pediatrics and the 
Wisconsin Chapter.   

As he retires his most recent 
responsibility with WIAAP’s 
executive committee, his 
wife Beth reflects on Ken’s 
activism both within the 
AAP and in his local com-
munity. 
 
 

Ken became interested in medicine 
when he was 11 years old after sus-
taining a knee injury which his family 
practitioner treated by having Ken rest for one year. He was 
concerned that there must be a better way to treat the injury 
so he decided at that time to study medicine to help others. 

 

He started private pediatric practice in 1961 with one other 
pediatrician in Milwaukee; then went on to help organize and 
build a multi-specialty clinic in 1967.  This was the Milwau-
kee Medical Clinic which initially had 10 physicians and has 
grown to 250 physicians of many specialties.  The Milwaukee 
Medical Clinic became Advanced Health Care. 

 

When Ken is not practicing medicine, we enjoy life with our 
extended family — five daughters and currently 12 grandchil-
dren.  One of Ken’s loves is the water and water sports and 
has enjoyed teaching his daughters and now 7 of his grandchil-
dren to water-ski.  The last five grandchildren are 5 years and 
younger and too young to master skiing, yet.  Snow skiing is 
also a love and he has traveled locally, the Rockies, Canada 
and Europe to ski. Traveling to various countries, Sweden 
(his heritage), Ireland, France, Holland, Greece, Italy, Co-
penhagen has proven to be a great learning experience; and 
on his agenda yet are Egypt, Australia and Africa. 

 

TRIBUTE: KEN JOHNSON, MD, FAAP  

In addition to being active in AAP, locally 
and nationally, Ken has volunteered in the 
State and County Medical Societies, was 
president of PSRO, president of local Ro-
tary chapter and attended the International 
Congress of Rotary as representative, and 
was instrumental in establishing the Lake 
Area Free Clinic in Oconomowoc for peo-
ple who are uninsured.   

 

Ken has always believed that you can prac-
tice pediatrics, enjoy family and live an 
active life promoting children’s’ health, 
locally, nationally and internationally. 

 

 

Dr. Johnson served as WIAAP President 
from1979-1985.  During his tenure WIAAP was 
named the Outstanding Chapter by the AAP 
for projects including the monitoring of tem-
peratures to avoid hot water burns.   

He was also a broadcast and media spokes-
person for AAP’s “Speak Up for Young Adults” 
program.   

Ken was elected District VI Chair (national 
AAP Board of Directors) in 1985 and served 
until 1991 when he was a candidate for presi-
dent of the academy.  

Among his other achievements are serving on 
the committee which organized what was to 
become the Annual Leadership Forum, repre-
senting the Academy on an AMA work group, 
and membership in the Section on Administra-
tion and Practice Management.  

During his time serving the American Acad-
emy of Pediatrics, he was known to his col-
leagues as “Johnson from Wisconsin”.  
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CALL FOR NOMINATIONS FOR ANNUAL AWARDS: 
PEDIATRICIAN OF THE YEAR, COMMUNITY SERVICE AWARD , LEGISLATOR OF THE YEAR 

Nomination and Selection Process 

Nominations for the Pediatrician of the Year, Com-
munity Service Award and Legislator of the Year are 
accepted from the chapter membership and submit-
ted to the chapter board of directors for selection.  
Letter(s) of recommendation should be included.  
Nominees will be considered if they meet one or 
more of the suggested criteria.  Final selections and 
approval of the award recipients will be made by a 
majority vote of the chapter board of directors. 
 

 

PEDIATRICIAN OF THE YEAR AWARD 
The WIAAP Pediatrician of the Year award is given to an 
outstanding pediatrician who has contributed to the improve-
ment of child health care at the chapter level.  It can also be 
given for either a special project or for years of service on 
behalf of children.  To be eligible, the candidate must be a 
chapter member and Fellow in good standing with WIAAP. 

Selection Criteria 

Nominations shall be based on the following criteria: 

1. Active involvement in local chapter initiatives 

2. Work in the area of advocacy for children 

3. Involvement in community public awareness campaigns 
on behalf of children 

4. Excellence in clinical areas 

5. Active involvement on state-level committee(s) 

6. Active involvement in the passage of state legislation 
benefitting children 

7. Involvement in special projects, programs, committees 
or activities that serve the needs of children 

8. Well respected in medical and public communities 

9. Longevity and contributions to the profession and prac-
tice of pediatrics 

10. Recognized mentor of younger generation of pediatri-
cians through participation in academic or other interface 
with medical students, residents and/or young physicians 

COMMUNITY SERVICE AWARD 
The WIAAP Community Service award is presented to a state 
resident who has contributed outstanding work as an advocate 
for children and children’s healthcare. 

Selection Criteria 

Nominations shall be based on the following criteria: 

1. Demonstrated service to a project or cause on behalf of 
children and the health of children 

2. Established community involvement to effect change in 
systems affecting children’s issues 

3. Proven commitment to children’s issues 

4. Local or state champion of causes affecting children 

 

 

LEGISLATOR OF THE YEAR AWARD 
The WIAAP Legislator of the Year award is presented to a 
Wisconsin legislator responsible for outstanding work as an 
advocate for children and children’s healthcare. 

Selection Criteria 

Nominations shall be based on the following criteria: 

1. Authored or co-authored legislation impacting children’s 
issues 

2. Proven track record of voting in favor of legislation pro-
moting children’s health 

3. Public support of issues concerning the health and well-
being of children 

4. Singular, vocal and informed proponent of a particularly 
complex or relevant legislative initiative 

 

These awards will presented during lunch at our Thurs-
day, May 6th annual meeting in Wisconsin Dells, WI. 

Nominations can be emailed to KLaBracke@aap.net or 
mailed to Kia LaBracke, N66 W38592 North Woodlake 
Circle, Oconomowoc, WI  53066-1692. 

 

The deadline for submissions is April 5, 2010. 
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It is an exciting time for the Wisconsin Chapter as we look 
forward to goals for 2010.  We are committed to learning 
what you want and need from our organization.  Our thanks 
to all of you who participated in the first ever membership 
survey, which will be summarized at our annual meeting on 
May 6, 2010 at Glacier Canyon Lodge (at the Wilderness 
Resort) in the Wisconsin Dells.  We are now taking registra-
tions online at www.tinyurl.com/wiaap2010may  — the 
deadline for registration is April 19th. 

 
We are focusing on raising the profile of the chapter outside 
our member base, collaborating with state agencies, legisla-
tors, other medical societies and non-profit organizations to 
raise awareness of the needs of children and the physicians 
who treat them.  Increasingly the Chapter is collaborative and 
expert voice for groups advocating for the patient-centered 
medical home, obesity prevention, oral health, early child-
hood/development and mental health, to name just a few.  
On your behalf we are imprinting policy and forging partner-
ships that will carry your work and concerns much further 
than if we were standing alone.  It is an increasingly eye-
opening experience for me to “connect the dots” between all 
the agencies and individuals who can promote the goals of the 
Chapter. 

 
WIAAP continues its commitment to reaching out to our 
younger membership, and future members.  It was enlighten-
ing to sit around the table with medical students, residents 
and young physicians at our January meeting.  They were able 
to ask questions, give their opinions and perceptions and in-
teract with our members in a way that is typically unavailable 
to them.  Offering even casual mentorship in this way fosters 
an interest in pediatrics and gives the Chapter the opportunity 
to help them explore leadership in their interest areas. 

 
You may have noticed that a significant portion of our mem-
ber survey zeroed in on methods of communication.  Our ad 
hoc communications committee, well represented by a cross-
section of members, will be looking in-depth at the responses 
and making recommendations to the board of directors as to 
an effective, multi-avenue media and communications strat-
egy, offering a variety of mechanisms and opt-ins for informa-
tion.  If you have ideas or suggestions about improvements 
we can make or considerations we should take, please contact 
me. 
 

Watch for more details in our monthly email communiqués! 

Kia LaBracke, KLaBracke@aap.net, 262.490.9075 

EXECUTIVE DIRECTOR’S 
MESSAGE — K IA LABRACKE 

In the Fall 2009 issue of this publication, there was an error in 
the article “Liability Coverage for Volunteer Work” on page 13. 

Point 2 should read: 

2. Malpractice insurance providers who have insured a phy-
sician before retirement will often carry a physician after 
retirement. This might be accomplished as a rider on the 
previous policy and can be very inexpensive. One should 
inquire about this at or before retirement because it may 
not be available once one has cancelled one’s full time 
coverage. 

Our apologies for the oversight.  ~ Ed. 

ERRATUM 

WIAAP MEETING UPDATE AND 
ONLINE REGISTRATION NOTICE 
We’d like to take a moment to invite all our members to at-
tend our Chapter meetings.  Typically they are held on a se-
lected Friday in January, April, and October.  To the best of 
our ability we rotate the meeting venue to ensure the most 
broad access to our members across the state.  We are mak-
ing a concerted effort to plan our meetings around CME op-
portunities for your convenience. 

 
The meetings are open to members and interested guests.  
We have added a speaker/hot topic afternoon session to each 
and keep the business topics at the beginning of the meeting.  
You are welcome to join us for all or part of the meeting, 
including lunch if you are able.  The only requirement is that 
you register ahead of time so that we can accommodate all 
attendees with adequate space, food and room set up. 

 
We are now accepting RSVPs for all meetings online.  All 
attendees — guests, members, executive committee, board 
of directors and officers MUST register either online or via 
email by the deadline. 
 
Our Annual Meeting will be held on Thursday May 6, 2010 
at Glacier Canyon Lodge at the Wilderness Resort in the 
Wisconsin Dells.  Our meeting precedes the Friday/Saturday 
session of the 34th Annual Marshfield Clinic Pediatric CME 
Conference. 

 
To register for the May 6th meeting, please go to: 

www.tinyurl.com/wiaap2010may 
 
Registration deadline is April 19, 2010. 
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WIAAP is seeking a volunteer to serve as the chapter delegate 
to the Wisconsin Medical Society’s House of Delegates 
(HOD).  Past President Carl Eisenberg, MD, FAAP has 
served in this role for decades and this dedication has ensured 
that the issues most pertinent to pediatrics are well-
represented at this body. 

 
Dr. Eisenberg is willing to act as a mentor to a willing indi-
vidual.  This person would, for the time being, serve as an 
alternate delegate and would then be designated the primary 
delegate for 2011. 
 

The duties for the Pediatrics Section Delegate are: 

1. Delegate must be a member of the Wisconsin Medical 
Society 

2. Delegate should attend the Specialty Section caucus (this 
can be done via telephone).  Once appointed, the WMS 
sends each Delegate and Alternate Delegate a packet of 
information about the HOD meeting and sends email 
announcements about the various caucuses (District and 
Specialty Section.) 

The main purpose of the Specialty Section caucus is to 
elect the Chair of the Specialty Section (usually the sit-
ting Chair is nominated).  This Chair is an automatic 
member of the WMS’s Nominating Committee. 

There has been discussion in past years of selected HOD 
resolutions during this teleconference.  If and when there 
are pediatric-related resolutions, the Pediatrics Section 
delegate would bring them up for discussion.  In this 
way, Specialty Section delegates (who are not bound to 
vote together on a particular resolution) are ensured to 
have necessary pediatrics background when considering 
their position. 

3. The delegate should attend the WMS annual meeting and 
be prepared to attend and participate in the three ses-
sions of the HOD. 

4. The delegate should be expected to generate a brief re-
port to the WIAAP president about any pediatric-related 
issues arising in the WMS HOD session.  Ideally, this 
report would be presented at a WIAAP meeting. 

 

For more information or to volunteer for this critical position, 
please contact Kia LaBracke, KLaBracke@aap.net, 
262.490.9075 no later than April 1, 2010. 

WMS Pediatrics Section 
Delegate Needed 

The following committees/liaison positions are cur-
rently vacant. 

Administration & Practice Management 
Liaison 

Media & Communications 
Committee Chair 

Pediatric Research in Office Settings (PROS) 
Liaison 

Residents 
Liaison 

School Health 
Committee Chair 

Young Physicians 
Liaison 
 

To apply for a chairmanship or liaison position, please 
submit your CV or biosketch (<250 words) and brief 
statements on the following: 

1. In your view, what are the most important issues 
statewide for the chapter to consider? 

2. Why do you wish to serve on the WIAAP executive 
committee? 

3. What would you like this committee to accomplish 
within the next three years? 

Expectations: 

◊ Executive committee meetings are held three times 
per year: January/April/October and rotate around 
the state.  Members are expected to at least two 
meetings per year.   

◊ Committee chairs and liaisons must submit at least 
one report annually to update chapter leadership and 
members on the activities for that calendar year. 

◊ To communicate committee and liaison objectives, 
information and news, leaders should regularly pro-
vide updated information for the chapter web site, 
monthly email messages and this publication. 

Please submit materials to Kia LaBracke, KLaBracke@aap.net, 
262.490.9075 no later than April 19, 2010. 

Vacancies on the WIAAP  
Executive Committee 
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IMMUNIZATION AND INFECTIOUS DISEASE NEWS  
JAMES CONWAY , MD, FAAP 

received MMR and Varivax concomitantly.  Of note, there 
were no differences noted in children receiving their 2nd doses.  
Conservative estimates place the risk of this 1st dose related 
febrile seizure at about 0.70 per 1000 for ProQuad, compared 
with 0.32 per 1000 for the individual vaccines.  What does this 
translate to for practitioners?  Essentially, this suggests that 
there will be 1 additional febrile seizure for every 2,300-2,600 
children receiving their 1st dose, representing double the risk of 
a febrile seizure from baseline.  Some data analysis estimates the 
risk as slightly lower – perhaps 1 additional febrile seizure in 
5000 doses.  And interestingly, while the risk of febrile seizures 
is increased in the 5-12 day period, in the 30 days after receiv-
ing either MMRV or MMR+V, there is no difference in the 
incidence of febrile seizures. 

 

Based on all this information, in October 2009 ACIP removed 
their longstanding generic preference for combination vaccines 
for the 1st MMRV dose, and have modified the language to re-
flect a permissive stance.  Essentially, providers and parents 
now need to balance the benefit of one less shot with the small 
increased risk of febrile seizure.  The preference for ProQuad 
for the 2nd dose remains.  There is also a new precaution, and 
children with a personal or family history of seizures generally 
should be vaccinated with separate MMR and varicella vaccines 
because the risks of using MMRV vaccine in this group of chil-
dren generally outweigh the benefit of MMRV vaccine. 

 

Merck’s previous price ‘premium markup’ on the combination 
vaccine has been removed, so there is no longer a financial dis-
incentive for using the combination over separate MMR and 
varicella vaccines (except for difference in administration fees 
that some practices collect).  The combination of MMRV now 
costs the same as the sum price of MMR and Varivax.   

 

4-6 year olds are a challenging group to immunize, since it is 
critical to provide boosted immunity as they enter elementary 
school, and they are big enough to inflict damage to providers!  
Minimizing the number of injections in this age group is impor-
tant.  The recent introduction of Kinrix (DTaP-IPV) and the 
return of Proquad (MMRV) are significant tools in the battle 
with this group, and should be adopted. 

 

What about the 1st dose?  This is a little harder, and I encourage 
each practice to discuss their approach so that all members of 
the group are clear.  Fever and febrile seizures are always a risk 

MMRV vaccine ProQuad – It’s Back! 
 
Merck announced in late 2009 that the combination vaccine 
ProQuad would once again be available, and began accepting 
orders on February 15th.  However, since ProQuad became 
unavailable in 2007 due supply issues, there has been new data 
that has emerged, and updated recommendations from ACIP, 
which merit review. 

 

As a quick refresher, recall that MMR-II has been the standard 
for immunization against measles, mumps and rubella in the US 
and most developed countries since being licensed in 1979.  
Initially added to the routine recommended immunization 
schedule for children in 1983 as a single dose, a 2nd dose at 4-6 
years of age was added in 1989 when cases of mumps and mea-
sles continued to occur in vaccinees.  The monovalent varicella 
vaccine Varivax was licensed in 1995, and was quickly added to 
the routine immunization schedule, with a single dose recom-
mended for children <13years old, and 2-doses for older indi-
viduals with no history of chicken pox.  The recommendations 
were unified in 2006 when it became apparent that a 2nd dose 
of varicella-containing vaccine was needed for all to offer opti-
mal protection, since about 9% of single-dose recipients were 
still found to be susceptible to varicella. 

 

ProQuad was licensed in June 2005, as another desirable com-
bination vaccine to help improve immunization coverage 
through decreasing the number of injections.  This combination 
of MMRV requires approximately 7-times more varicella virus 
over what is contained in Varivax, to overcome interference 
issues with the measles component.  As might be expected, 
there was more fever and interestingly more measles-like rash 
reported in ProQuad recipients compared to separate MMR and 
Varivax, but there were no other substantial differences noted.  
Uptake by providers and acceptance by recipients was quite 
robust, and over the following 18-months, about 6 million 
doses were distributed in the US (there are 4 million babies 
born each year in the US).  Due to both varicella virus growth 
issues and the large amount of virus needed for Zostavax 
(shingles vaccine for the elderly), ProQuad, and Varivax, Merck 
was unable to meet demand for all these varicella-containing 
products, and in 2007 suspended distribution of ProQuad. 

 

In the interim, observational safety studies have documented an 
increased risk for febrile seizures in the 5-12 days after the 1st 
dose in ProQuad recipients, when compared to children who 
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of childhood illness and vaccines.  It is important to recognize 
that the risk from MMRV represents a small but measurable 
increase from the already present risk with the separate com-
ponents, and if MMRV is offered will need to be discussed, 
since the VIS form is likely to contain information.  Providers 
can reassure parents that most children who receive MMRV 
do not have any problems.  And of course, no matter what, 
it’s safer to receive vaccine than getting measles, mumps, 
rubella or chickenpox!  For more information, see: 

http://www.cdc.gov/vaccines/vpd-vac/
combo-vaccines/mmrv/vacopt.htm 

 

 

Monovalent Vaccines – No More! 
Some semi-related and exciting news for immunization pro-
grams was quietly announced at the ACIP meeting in October 
2009.  After much pressure, including from AAP & this chap-
ter, Merck announced that it would NOT be reintroducing 
monovalent measles, mumps, and rubella vaccines anytime in 
the near future after all!  As you were probably aware, pro-
duction issues and increased demand for combination vaccines 
lead Merck to discontinue production of these monovalent 
vaccines a few years ago.   

 

Multiple studies have shown that combination vaccines in-
crease overall vaccine compliance, including both improve-
ments in the timeliness of vaccine administration and number 
of antigens given.  Most importantly, this is another step in 
the right direction towards minimizing missed opportunities 
AND administration errors.  It also represents progress 
against the non-scientific movement against combination vac-
cines, advocated by some anti-vaccine practitioners.  These 
are the only people that continue to request monovalent vac-
cines, and for a change scientific reason prevailed! 

 

PCV13 – Coming Soon? 
Since the introduction of Prevnar (PCV7) in the US in 2000, 
the incidence rates of invasive pneumococcal disease (IPD) in 
children <23 months have declined by 99%.  In addition, 
cases of IPD in other age groups also appear to have de-
creased, likely due to less nasal carriage and spread from 
these little vectors.  Although the overall rate of IPD in chil-
dren <5yrs is now 76% lower than prior to PCV7 introduc-
tion, the IPD rate appears to have started to level off due to 

the emergence of non-PCV7 strains, especially 19A, which now 
accounts for 42% of IPD cases alone. 

 

In March 2009, Wyeth (now Pfizer) submitted materials for FDA 
licensure of PCV13 or Prevnar 13.  This is a conjugate pneumo-
coccal vaccine that includes the serotypes from PCV7 [4, 6B, 9V, 
14, 18C, 19F, 23F] plus 1, 3, 5, 6A, 7F, and 19A.  These addi-
tional 6 serotypes are now estimated to cause over 99% of IPD; 
19A, 7F, and 3 alone account for 98% of IPD.   

 

Data that I have been able to review suggests that the side effect 
profile for PCV13 is similar to PCV7, with no significant safety 
concerns noted.  Rates of injection site complaints (ex. swelling, 
tenderness) and systemic symptoms (ex. fever, irritability) are 
similar.  As far as immunogenicity, some of the data suggests that 
the serum IgG levels for some serotypes may not be as high for 
PCV13 as was seen with PCV7, and final approval will likely de-
pend on how this is viewed. 

 

Obviously, the benefit of PCV13 is that it offers broader protec-
tion against a wider array of serotypes, including those responsible 
for most current IPD as well as more activity against the pneumo-
coccal strains that cause otitis media and other respiratory tract 
infections. The vaccine is already approved in Europe and Chile, 
and applications have been submitted in over 60 countries on 6 
continents.  I suspect that we may see approval of this vaccine in 
early 2010, and providers will potentially be able to offer it rela-
tively soon.  ACIP is scheduled to be reviewing recommendations 
for use of the vaccine in late Feb 2010, so stay tuned for plans to 
implement this vaccine.  For now, I suggest keeping your PCV7 
orders & stock on the smaller side, as it is unlikely that there will 
be any program for replacing excessive stocks with PCV13 when 
it becomes available. 

 

The HPV Vaccine Mess – boys & girls, 4 vs. 2 
Two new developments have now made the human papillomavi-
rus (HPV) vaccine situation a lot more complicated – the licen-
sure of a new bivalent HPV vaccine and a new FDA indication and 
recommendations for immunizing BOYS against HPV. 

 

The quadrivalent vaccine from Merck, Gardasil (HPV4), was 
originally licensed in 2006 for females 9-26 years for prevention 
of HPV-16 & 18 related cervical, vulvar and vaginal dysplasias and 
cancers, as well as against genital warts & dysplasias caused by 
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HPV-6 & 11. It was routinely recommended for admini-
stration to young women by groups like ACIP, AAP, 
AAFP, and SAM shortly after licensure. In October 2009 
the FDA licensed a new bivalent HPV vaccine from gsk, 
Cervarix (HPV2), for girls 10-25 years of age, designed to 
protect against HPV-16 & 18 related diseases only.  The 
vaccine should be on the market by spring 2010.  It is ad-
ministered as a 3-dose series, and is expected to be simi-
larly expensive to HPV4. 

 

The HPV-2 vaccine was about 93% protective against HPV
-16 or 18 precancerous lesions in girls who had not already 
been infected by these types.  Documented duration of 
protection is 6.4 years so far.  Besides the difference in 
number of HPV-types included, the biggest difference is 
that HPV-2 contains the adjuvant ASO4, a combination of 
aluminum hydroxide and monophosphoryl lipid A (MPL).  
This is the first FDA licensed vaccine to contain this new 
adjuvant, which is designed to enhance the immune re-
sponse to the antigens within the vaccine.  Data suggests 
that the immune response to this vaccine provides higher 
antibody titers against HPV-16 & 18 than HPV4, but at this 
time it is unclear if this actually means anything significant 
in regards to either duration or amount of protection.  
There is some data suggesting that HPV2 may provide 
some cross-protection against HPV-31, which causes a 
small proportion of cervical cancers.  There is also some 
suggestion of increased side effects from HPV2 when com-
pared to HPV4, especially with pain at the injection site. 

 

In trying to keep things simple, the ACIP ‘harmonized’ the 
dosing schedule and recommendations for girls, similar to 
what was done with the dissimilar rotavirus vaccines.  Es-
sentially they have adjusted the age indications (stating rou-
tine ages 11-12 years, starting as early as 9 years and 
catchup through age 26 years) and dose intervals (minimum 
interval doses 1 to 2 is 4wks, minimum interval doses 2 to 
3 is 12wks, with minimum 24wks between doses 1 & 3) to 
be similar.  As always, the recommendation is to try and 
use the same product for the entire series. 

 

In October the FDA also approved the use of the quadriva-
lent vaccine HPV4 3-dose series for the prevention of geni-
tal warts caused by HPV types 6 & 11 in boys/men 9-26 
years.  HPV is the most common sexually transmitted in-
fection in the US, and genital warts are diagnosed in 
2/1000 males annually in the US.  Similar to the trials in 
girls, the vaccine has shown >90% protection against HPV 

infection caused by types the boys have not previously been 
infected with, with immunity sufficiently persistent to justify 
early administration before sexual debut. 

 

At this point, there is insufficient data to show how effective use 
of the vaccine in males will be to prevent penile or anal/rectal 
cancers, nor how much it will diminish HPV transmission to 
unimmunized females, though there is no reason to doubt it will 
offer some protection for all those occurrences.  For this rea-
son, the ACIP has initially approved a ‘permissive’ recommen-
dation in males, meaning the vaccine can be provided prior to 
onset of sexual activity, but that economically it is not clear that 
it is cost effective to do so.  Interestingly, though, the ACIP 
voted to include HPV4 in the VFC program for males, though it 
remains to see how this will be administered.  Of course there 
is no reason to consider HPV2 for males, as it has no docu-
mented activity against HPV6 & 11.  At this time, my under-
standing is that most insurance programs will actually be cover-
ing the HPV4 for males. 

 

This whole situation has the potential to cause headaches & syn-
cope (both of which can occur with the vaccinations, along with 
fever and injection site pain).  New policy statements and up-
dated recommendations are pending, but you can expect to 
hear from representatives from both companies in the near fu-
ture - AND frequently!   The pricing for HPV2 is unclear, but I 
would expect the price/dose to be similar to HPV4.  Though 
the well-controlled conditions of clinical studies suggest some 
dissimilarities, it remains to be seen what kinds of differences 
there are between the products in their real world prevention of 
HPV-16 & 18 disease, as well as how significant the lack of pro-
tection offered by HPV2 against genital warts will be in pro-
vider’s opinions.  Certainly, everyone will need to continue to 
stocking and providing HPV4.  The question: is it worthwhile 
to also consider offering HPV2, and risk confusion and admini-
stration errors? We’ll have to see……. 

 

HIB update 
 

In the interest of brevity, just a reminder that almost Hib vac-
cines are once again available, including now PedvaxHIB (as of 
1/21/10), for both the primary series and boosters.  As you 
will recall, PedvaxHib offers the benefit of being able to com-
plete the series with 2 primary doses and a single booster at 12-
18 months, whereas all other Hib containing vaccines require a 
3-dose primary series and then additional booster dose. 
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The last remaining ‘missing’ vaccine Comvax (HiB-HepB) 
may return later in 2010.  Routine Hib immunizations and 
catch-up doses are now encouraged for all children, including 
those who had doses deferred previously. 

 

Communicating About Immunization 
With the New Year comes new material to help providers 
educate themselves and others about immunization.  Here are 
3 you might consider looking at: 

  

1) The Immunization Action Coalition publishes Needle 
Tips, an online publication that contains updates on vac-
cines your patients should receive, how they should be 
administered, precautions for special populations, and 
much more.  Every issue is CDC-reviewed and available 
at: 

http://www.immunize.org/nt 
You can sign up to be notified when new issues are re-
leased, and can also subscribe (for free) to other Immuni-
zation Action Coalition publications when you visit: 

http://wwwimmunize.org/subscribe 
 

2)    Another new resource from the AAP is specifically de-
signed for residents and young physicians, called Immu-
neWise.  It’s a campaign designed to help providers edu-
cate parents about immunizations.  The information has 
been provided to residents attending the AAP NCE as a 
CD, but is now available online at: 

http://www.aap.org/sections/ypn/r/advocacy/ 

The site includes downloadable powerpoint presenta-
tions that can be used for morning reports & noon con-
ferences. 

 

3)    Finally, a new resource is TIDE - Teaching Immunization 
Delivery and Evaluation. The site is directed at residents 
and serves as an immunization curriculum. Go to:  

http://www2.edserv.musc.edu/tide/menu.lasso 

 

Thanks as always for your questions and comments.  

James H. Conway, MD, FAAP 

jhconway@pediatrics.wisc.edu 

IMMUNIZATION AND INFECTIOUS DISEASE NEWS 
(CONTINUED) IMPROVING THE QUALITY 

OF ASTHMA CARE IN OUR 
MEDICAL HOMES 
JOHN MEURER , MD, MBA, FAAP 

In 2010, Wisconsin pediatricians have two new ways to 
continually improve the quality of asthma care for chil-
dren in our medical homes.  Both programs aim to im-
prove family satisfaction with pediatric care, to improve 
controller medication use, and to reduce avoidable 
asthma emergency visits.  
 

First, participate in the AAP new Education in Quality 
Improvement for Pediatric Practice (EQIPP) online 
course “Diagnosing and Managing Asthma in Pediatrics.”  
The goal of this course is to develop improvements to 
address gaps identified in key clinical activities of asthma 
care. This course has modules for outpatient or inpatient 
care.  Pediatricians collect and analyze specific data from 
10 patient records at the beginning and at the end of the 
course to document improved quality of services pro-
vided.  The course meets the American Board of Pediat-
rics Part 4 Maintenance of Certification criteria and pro-
vides up to 37 AMA PRA category 1 CME credits. 
 
If you are interested in participating in a confidential 
evaluation of the course for improving outpatient asthma 
care, contact Juan Ruiz, MD, pediatrics pulmonary fel-
low at the Medical College of Wisconsin 
(jpruiz@mcw.edu), to enroll.  If you would like to reg-
ister for either the outpatient or inpatient courses but 
not the program evaluation, go to www.eqipp.org.  

 
Second, join the AAP Medical Home Chapter Champi-
ons Program on Asthma (MHCCPA). The program 
goals are to increase access to a medical home especially 
for underserved children, to implement national asthma 
guidelines, and to increase advocacy for asthma care in 
medical homes. The AAP program is supported by the 
Merck Childhood Asthma Network for at least 2 years.  
John Meurer serves on the AAP MHCCPA advisory task 
force and as the Wisconsin Chapter asthma champion.  

 
If you are interested in the program and goals, please 
contact Dr. Meurer at jmeurer@mcw.edu.    
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Jenny Thomas, MD, FAAP, IBCLC, FABM—
South Milwaukee 

It is an honor to be nominated for consideration for a position on 
the WIAAP board of directors.  I have represented Wisconsin at 
the national level as Co-Chapter breastfeeding coordinator since 
2005, and I am now honored to be the Chief of all 78 Chapter 
Breastfeeding Coordinators nationally, coordinating efforts for 
advocacy and education. 

I have also been involved in advocating for health care financing 
for children at the local, state and national level and am currently 
pursuing my MPH, focusing on maternal child health. 

I have been excited to represent the chapter at the AAP Legislative 
Conference and Advocacy Summit.  I have testified on behalf of 
breastfeeding bills in the state assembly. 

I recently received the Growth and Innovation Award from my 
employer and was recognized by the chapter for my work, receiv-
ing a District VI Special Achievement Award. 

I would love to continue to devote my time and energy to serve 
the children of Wisconsin through the WIAAP board. 

 

II.  BYLAWS CHANGE 
The second item on the ballot will be a yes/no choice as to 
amending the WIAAP bylaws to allow for electronic voting.  Note 
existing (grayed) verbiage and proposed (bold). 
 

ARTICLE VI—Election of Officers and  
Board of Directors 
Section IV—Election Procedure 
 
1. Ballots will be distributed to all members eligible to vote at 
least one month prior to the Annual Meeting of the Chapter.  An 
email ballot/survey will be sent to all voting Fellows in 
good standing at least one month prior to the Annual 
Meeting of the Chapter. 

2. Ballots are to be returned prior to the start of the Annual Meet-
ing, and election results will be announced at the Annual Meeting.  
Ballot/survey responses will be returned prior to the 
start of the Annual Meeting, and results will be an-
nounced at the Annual Meeting. 

 

Ballots must be postmarked by: April 5, 2010 to 
be counted in the official tally. 

2010 WIAAP BALLOTING  
BOARD OF DIRECTORS VACANCY AND BYLAWS CHANGE RE: ELECTRONIC VOTING 

All members of the WIAAP who are voting fellows in good stand-
ing will receive a paper ballot in March with two selections: 
 

I.  BOARD OF DIRECTORS 
Vote for a nominee for the board of directors, for a three year 
term beginning in July 2010.  The candidates for office and a brief 
statement of interest for each are below in alphabetical order: 
 

Sarah Campbell, MD, FAAP—Menasha 
I am looking to become involved in the Wisconsin Chapter of the 
AAP.  As a younger physician, having practiced for five years — 
four in the UP and one here in Wisconsin, I have the unique ex-
perience of a rural physician as well as an urban physician. 

I have been involved with the national AAP, having received a 
CATCH grant in my first year of practice as well as some involve-
ment with the Community Health and Rural Medicine Sections.   

I could bring a young physician perspective to the WIAAP board 
of directors, as well as that of a community physician actively in-
volved in immunization education, community-based childhood 
obesity prevention as well as resident and physician assistant edu-
cation. 

I strive to stay up-to-date on current pediatric practices as well as 
issues surrounding our professional being and our patients’ well 
being.  Through the WIAAP our physicians should be provided a 
high level of support through the ever changing climate in medi-
cine. 
 

Michael Kim, MD, FAAP—Middleton 
It is an honor to be considered as a member of the WIAAP board 
of directors.  My interest in this position is to be able to serve the 
chapter in effectively accomplishing its mission of providing the 
optimal health care for all the children in Wisconsin. 

I  am a member of the WIAAP executive committee currently as 
co-chair of the Emergency Medicine Committee and in late 2009 
was a presenter on Disaster Preparedness at the October Chapter 
meeting in La Crosse. 

As a pediatric emergency medicine physician, I have practiced in 
urban academic center in Milwaukee for 12 years before transi-
tioning two years to the American Family Children’s Hospital in 
Madison, a tertiary referral center serving the children of rural 
Wisconsin.  From this transition, I have discovered a considerable 
disparity of care of children in urban and rural communities.  

Given the opportunity, my focus as a member of the WIAAP 
board of directors would be to close this disparity in health care 
access for all the children in Wisconsin. 
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YOUTH GET READY IN W ISCONSIN  
MARCIE WYCOFF HORN AND LESLIE OGANOWSKI, READY STAFF, UW—LA CROSSE 

What effect will training middle and high school youth in 
emergency response skills have on them and their communi-
ties?  This was the question asked by Wisconsin’s Office of 
Justice Assistance and the Department of Transportation as 
the READY (Responding to Emergency And Disasters with 
Youth) Camp began to bring young people together to learn 
first aid, CPR, AED, and other skills that might be necessary 
in a crisis situation.  Research suggests that young people who 
are trained to deal with an emergency are much less likely to 
be traumatized by it.  Information from the Search Institute’s 
asset development study indicates young people who give 
back to their communities, have adult mentors, positive peer 
relationships, a community that cares, and involvement in 
youth activities are less likely to engage in high risk behaviors 
like drug use.  The READY program offers these youth the 
opportunity to experience as many assets as possible, refining 
the questions “can the development of emergency response 
skills affect the risk taking behaviors of youth?” 

 

Each summer since 2005, community teams of youth be-
tween the ages of 11 and 18 have come together to learn 
emergency preparedness skills at the READY Camp.  Com-
munity advisors accompany youth to support their weeklong 
camp experience. These teams develop and implement an 
emergency preparedness-related project when they return to 
their communities. A total of 897 young people, representing 
at least 92 Wisconsin communities, have attended the 
READY Camp. Groups have successfully implemented at 
least 59 projects using their camp experience.  Campers learn 
concepts and skills from 7 units: emergency preparedness, 
SERT organization, fire safety, first aid/CPR/AED, light 
search and rescue,  emotional response, and terrorism. Con-
cepts are presented in interactive formats, followed by skills 
practice that takes place during the week.  Teams practice 
search and rescue, emergency carries and providing first aid 
to victims in staged disasters. On the final day they respond 
to an hour-long mock disaster. This culminating event re-
quires  them to utilize the Incident Command System. 
 

A key to the success of the READY Camp experience is the 
opportunity for campers to complete the Leadership Devel-
opment Course at Volk Field in Camp Douglas, Wisconsin.  
Wisconsin’s National Guard became a partner to the READY 
initiative beginning in 2006 with their drug prevention pro-
gram.  The mission of LEAP (Leadership Education Adven-
ture Program) is to affect the asset opportunities of Wiscon-
sin youth in an effort to reduce drug related risk behaviors, 

coincided with those of the READY team.  Taking commu-
nity teams through the Leadership Development Course helps 
campers make connections with other campers from across 
the state and begin to learn to work with other teams to 
achieve goals, establish leadership skills, consider the chal-
lenge of working as a response team. 

 

Ongoing evaluation has shown significantly changed partici-
pating campers’ emergency preparedness knowledge and 
skills, and their intention to use these skills in an emergency 
and has promoted interest in pursuing health service careers.  
The array of community projects would also suggest that 
READY campers have prioritized working in the areas of 
emergency preparedness to benefit their communities. 
 

Registration for READY Camps for the summer of 2010 will 
begin soon.  So, now is the time to organize a team of youth 
in middle and/or high school to attend and identify an adult 
advisor who will accompany and support their community 
work when they return home.  This opportunity can provide 
your community with an opportunity for youth in your area 
to become leaders; be ready to deal with emergencies small 
and large; feel valued by their community; while at the same 
time empower them to contribute to the health and safety of 
that community.   

 

There are two 2010 summer camp sessions: Madison (week 
of June 23)) and La Crosse (week of July 12).  Find more 
information about the camp, the curriculum, the partners 
supporting the camp by visiting the website: 

www.citizenpreparedness.org 
Any questions you have to help you get started in developing 
your team can be directed to Mary Jean Erschen, 608-212-
5381 or 608-592-5200.  We look forward to having you join 
us to get your youth READY! 

Homeland Security School and Youth Initiatives 
Mary Jean Erschen 
Office Phone:  (608) 592-5200 
Wisconsin Cell:  (608) 212-5381 
Colorado Cell:  303-945-5126 
mjerschen@citizenpreparedness.org 
www.citizenpreparedness.org 

Sponsoring agency: 
The Wisconsin Center for 

School, Youth & Citizen Preparedness  



The following article is a summary of the lec-
ture by Dr. Lerand on September 29, 2009 at 
the University of Wisconsin-Madison’s Seminars 
in Pediatrics conference.  WIAAP sponsored 
her presentation through an Adolescent 
Health Education grant from the American 
Academy of Pediatrics.   

A video of the session is now available at: 

http://videos.med.wisc.edu/videoInfo.php?
videoid=14259 

 

Polycystic ovarian syndrome (PCOS) is a constellation of 
symptoms that together behave in a manner that suggests they 
are part of the same disorder.  Much overlap exists between 
what is expected in normal adolescent development and 
symptoms of polycystic ovarian syndrome.  Adolescent chief 
complaints that may be symptoms of PCOS include menstrual 
irregularities, acne, hirsutism, and obesity.  

 

Currently, many sets of guidelines exist for the diagnosis of 
PCOS.  The criteria assume exclusion of other diagnoses that 
may look like PCOS (non-classic congential adrenal hyperpla-
sia, thyroid disease, hyperprolactinemia, virilizing tumor, 
exogenous ingestion of anabolic steroids, and Cushing’s syn-
drome).  The 2006 guidelines from the Androgen Excess 
Society are often used for adolescents.  The two criteria are 
1) ovarian dysfunction, defined as oligo or anovulation that 
may present as primary or secondary amenorrhea, oli-
gomenorrhea, dysfunctional uterine bleeding AND 2) hyper-
androgenism, defined as clinical (treatment resistant acne, 
hirsuitism, premature adrenarache, precocious puberty, scalp 
hair loss, seborrhea, excessive sweating) or biochemical evi-
dence (elevated serum androgens). 

 

The diagnosis relies on taking a complete history and physical 
exam.  Key elements in the history include past history of low 
birth weight, premature adrenarche, and a detailed menstrual 
history.  Family medical history of infertility, menstrual dis-
orders, hirsutism in female relatives, early male pattern bald-
ness, and features of the metabolic syndrome are often found.  
The physical should focus on looking for signs of excess an-
drogens and complications from obesity.  It should include an 
evaluation of general body habitus, body mass index, blood 
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POLYCYSTIC OVARIAN SYNDROME IN ADOLESCENTS 
SARAH J. LERAND, MD, MPH, FAAP 
WIAAP CHAIR, ADOLESCENT MEDICINE COMMITTEE 

pressure, acne, acanthosis nigricans, male pattern baldness, 
hirsutism, thyroid exam and genital exam.  Signs of viruliza-
tion such as clitoromegaly, voice changes, or masculine body 
habitus suggest a diagnosis other than PCOS.  

 

Laboratory evaluation is not always necessary.  Typically, labs 
will be obtained to look for biochemical evidence of PCOS or 
to rule out other conditions. A plasma free testosterone is the 
single most sensitive test for detection of androgen excess.  
Between 60-90 % of those with PCOS will have elevated free 
testosterone.  Assays for labs for testosterone vary and this 
has led to challenges in interpretation and variability of andro-
gen levels.  Additionally, a thyroid stimulating hormone, 
prolactin and FSH levels are often obtained.  Evaluation of 
LH/FSH ratio is no longer part of the diagnostic criteria for 
PCOS.  However, the determination of FSH levels is impor-
tant in the work up of menstrual dysfunction.  Early gonadal 
failure is not related to PCOS, but does present in adoles-
cents and early recognition is important.  In 2007, the Andro-
gen Excess Society recommended that adolescents suspected 
of having PCOS be screened with a two hour oral glucose 
tolerance test, fasting insulin and lipid profile.   

 

Radiological studies are not necessary for diagnosis.  The 
transvaginal ultrasound is the gold standard for looking at 
ovarian appearance, but has limited utility in virginal adoles-
cents.  A pelvic ultrasound may be helpful in ruling out other 
conditions.  

 

The goals of treatment for PCOS are to reduce hyperandro-
genism in order to improve hirsutism, control acne, restore 
regular ovulatory cycles and correct the metabolic syndrome 
features.  The treatment will depend on the severity of the 
symptoms and the goals of the individual and her family. The 
gold standard of treatment is lifestyle modification.   

 

Lifestyle modification includes healthy diet and regular exer-
cise.  Weight loss of 2-7% of body weight will reduce andro-
gen levels and improve ovulatory function.  Regular exercise 
improves insulin resistance.   

 

Oral contraceptive pills (OCP) have been used for reduction 
of hyperandrogenism, and improvement of hirsutism, acne 
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and menstrual irregularties.  The estrogen component of the 
OCP suppresses LH and leads to decreased androgen produc-
tion from the ovary and enhances hepatic production of sex 
hormone binding globulin, which reduces plasma free testos-
terone.  The OCPs that contain norgestimate, desogesterol 
gestodene are considered to have the lowest androgenic po-
tential.  Drospirenone/ ethinyl estradiol (Yasmin) has the 
equivalent of 25 mg of spironolactone; it went generic in 
2008 and its 24 active day counterpart Yaz will become ge-
neric in 2011. Levonorgestrel and norgesterol have high an-
drogen activity.  However, clinical studies have not shown 
that lower androgenic progestin is more effective for treat-
ment of hirsutism.  Effects from the OCP should be observed 
in 2-3 months.  The recommendation is to continue treat-
ment with OCP until gynecologic maturity or substantial 
weight loss.   

 

Anti-androgen medications improve both hirsutism and acne.  
They have moderate effects on obesity and the metabolic con-
sequences.  Spironolactone starting at 25 mg a day and in-
creasing to goal of 100-300 mg (lean women less) a day have 
been used in conjunction with an OCP.  They should be used 
for at least 6 months to see if they have an effect.  Spironolac-
tone should be used in conjunction with OCPs because they 
have virilizing effects on the male fetus, cause irregular bleed-
ing. Side effects of spironolactone include polydypsia, polyu-
ria, nausea, headache, fatigue, and gastritis. There is also the 
potential to cause hyperkalemia.  Additonally, treatment spe-
cific for acne or hirsutism can be used.  Temporary solutions 
for hirsutism, including bleaching, waxing, depilatories, and 

shaving are generally not recommended because hair returns, 
often thicker and coarser.  Longer lasting solutions include 
laser hair removal and electrolysis.  

 

A few, small studies in adolescents have shown improvement 
in glucose tolerance, lowering of insulin and androgen levels 
and return of menstruation with insulin sensitizing medica-
tions.  There is little effect on hirsutism with these medica-
tions.  The studies have been done with Metformin.  It is not 
FDA approved for treatment of PCOS, pregnancy category B.   
The side effects include GI upset, weight loss, and decreased 
absorption of vitamin B12 and folate, and lactic acidosis.  It is 
recommended that a multivitamin with iron supplement be 
used when these medications are prescribed.   

 

Individuals with PCOS are at risk of developing of glucose 
intolerance, type II diabetes, cardiovascular disease and infer-
tility.  In addition, there have been case reports of endo-
metrial carcinoma in women in their early 20’s with PCOS. 

 

Adolescent PCOS may be difficult to diagnose, and is fre-
quently under-recognized.  The presentation may include 
menstrual irregularities, hirsutism, acne, and/or obesity that 
may be dismissed as “normal adolescence”.  PCOS is a meta-
bolic syndrome with chronic health issues related to insulin 
resistance.  Lifestyle modifications are an important part of 
the treatment plan. 

POLYCYSTIC OVARIAN SYNDROME (CONTINUED) 

The Chapter invites all members to  join our free email distribution list, WIAAP-NET.  This list is designed to facilitate 
communication among interested members on relevant topics for discussion.  Moderators for WIAAP-NET are Carl 
Eisenberg, ceisenberg@aap.net and Jeff Britton, jeffrey.w.britton@aurora.org. 

 
If you would like to be included in the distribution of WIAAP-NET correspondence, please send an email to one of the list 
moderators including the email address at which you would like to receive WIAAP-NET messages. 
 

WIAAP-NET 
JEFF BRITTON, MD, FAAP & CARL EISENBERG, MD, FAAP 



702 Eisenhower Drive, Suite A 
Kimberly, WI  54136 

WE ’RE  ON  THE  WEB :  

WWW .WISAAP .ORG  

May 6, 2010, 10:00am-5:00pm 

WIAAP Annual Meeting 
Wilderness Lodge, Wisconsin Dells, WI 

Open Forum Topics: 
Dept. of Children & Families Update 

Child Abuse Prevention 
Oral Health 

 10:15am DCF Update 

 12:00pm Lunch and Awards 

 1:00pm  Child Abuse Forum 

 3:00pm  Oral Health Training 

 

Members and guests can register online at: 

http://www.tinyurl/WIAAP2010May 

The WIsper newsletter is printed three times per year 
and edited by WIAAP/Foundation 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 Foundation’s strategic 
goals. 

The next submission deadline The next submission deadline The next submission deadline The next submission deadline     
for for for for The WIsper The WIsper The WIsper The WIsper is:is:is:is:    

May 6, 2010May 6, 2010May 6, 2010May 6, 2010    
 
The editors reserve the right to edit accepted submissions 
for clarity, spelling, punctuation and style. 

All submissions are published at the discretion of the 
editors. 

For questions, please contact Kia LaBracke at 
262.490.9075, KLaBracke@aap.net. 

The WIsper Review Policy 


