
by Jesse M. Hackell, M.D., FAAP

An AAP-endorsed clinical prac-
tice guideline on the diagnosis and 
treatment of cerumen impaction focuses on pri-
mary prevention, the decision to intervene, and 
referral and coordination of care. 

The updated guideline was released by the Amer-
ican Academy of Otolaryngology – Head and Neck 
Surgery Foundation. It is published in Otolaryn-
gology — Head and Neck Surgery and is available 
at http://bit.ly/2j0y9O9.

Clinical Practice Guideline (Update): Earwax (Ce-
rumen Impaction) is a revision of a 2008 guideline 
and includes evaluation of new evidence reviews, 
newly formulated action statements with an algo-
rithm for implementation and enhanced tools for 
patient education. The authoring group represent-
ed otolaryngology, audiology, pediatrics, internal 
medicine, nursing and consumer health care advo-
cacy, and the updated guideline has been endorsed 
by multiple professional societies.

by Scott H. Sicherer, M.D., FAAP

With a potentially huge public 

health impact, new AAP-endorsed 

guidelines outline a new approach 

that promises to reduce the risk of peanut allergy. 

Estimated to affect 1%-2% of children, peanut al-

lergy often is severe and lifelong. The new guidelines 

recommend early introduction of peanut protein for 

infants who are at increased risk of developing the al-

lergy. They caution, however, that peanuts and peanut 

butter are choking hazards, and advise on forms that 

are safe for infants such as peanut butter smoothed 

into pureed fruits or vegetables. 

Addendum Guidelines for the Prevention of Peanut 
Allergy in the United States: Report of the National In-
stitute of Allergy and Infectious Diseases-Sponsored Ex-
pert Panel is available at http://dx.doi.org/10.1016/j.

jaci.2016.10.010 and is co-published in the Jour-
nal of Allergy and Clinical Immunology and other  

journals.

The guidelines are based primarily on the results of 

the landmark Learning Early About Peanut (LEAP) 

trial (Du Toit G, et al. N Engl J Med. 2015;372:803-

813). The study randomized 640 infants from 4-11 

months of age with severe eczema and/or egg allergy 

to ingest or avoid peanut until 60 months of age. The 

study excluded infants with large positive skin prick 

tests (SPTs) to peanut, assuming they already were 

allergic, and stratified the enrolled infants as having 

no peanut SPT wheal or having one that was 1-4 

millimeters in diameter. 

The results showed that in the negative SPT group, 

the prevalence of peanut allergy at age 5 was 13.7% 

in the avoidance group vs. 1.9% in the consump-
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Research Update

Study: Only 23% of youths 
with hypertension  
receive diagnosis

from the AAP Department of Research

Among U.S. children meeting clinical cri-

teria for hypertension, few are given a diagno-

sis of hypertension and even fewer are being 

treated with medication. These findings are de-

tailed in a recently published study involving 

the AAP Pediatric Research in Office Settings 

(PROS) network (Kaelber DC, et al. Pediatrics. 
2016;138:e20162195).

Prior research has shown that hypertension is 

underdiagnosed among children, and untreated 

hypertension can have negative effects on child 

development and health over time. The current 

study used a large national sample of electronic 

health records (EHRs) from more than 1.2 mil-

lion children in 196 pediatric primary care prac-

tices to determine how frequently hypertension 

is diagnosed and treated. 

Data came from analyses of EHRs from 

398,079 children ages 3-18 years who had three or 

more primary care visits between 1999 and 2014 

where both blood pressure and height were mea-

See Peanut allergy, page 4

In this issue
Common legal questions answered
Committee on Medical Liability and Risk Management member 
answers questions about practicing across state lines, tail 
insurance. Page 18

Updated policy on confidential care
Pregnant adolescents have the right to confidential care when 
seeking abortion services, according to an updated AAP policy. 
Page 26

Excessive or impacted earwax can block smaller 

ear canals, making removal necessary for evalu-

ation of the tympanic membrane in cases of fever; 

other treatment indications include ear pain or 

pressure, and hearing loss.

See Impacted cerumen, page 10

See Hypertension, page 17

New guidelines detail use of ‘infant-safe’ 
peanut to prevent allergy

Updated guideline advises on treating  
children with impacted cerumen

Only 6% of children diagnosed with hyper-

tension were prescribed antihypertensive 

medication within 12 months of diagnosis, 

the study also found.
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♦  Riley AR, et al. Acad Pediatr, Nov. 15, 2016, 

http://bit.ly/2hWhICD. 

More than three-quarters of parents reported using 
time-outs to manage their child’s misbehavior, but the 
vast majority made at least one implementation error, 
according to a survey of 401 parents of children ages 
15 months to 10 years. 

Time-out is based on removing positive reinforcement 
such as social attention and access to physical objects. Ev-
idence shows it is effective in reducing behaviors such as 
aggression and noncompliance. It also is the most widely 
used disciplinary method among parents and is com-
monly recommended by primary care providers. 

The authors of this study, however, noted that many 
parents report the procedure does not work. Therefore, 
they set out to determine how parents use time-outs. 

Parents who visited a primary care clinic were re-
cruited to complete a survey that asked about their 
discipline practices, how difficult it was to manage 
their child’s behavior, perception of time-out and how 
they implemented the procedure.

About 77% had used time-out, and 70% said it 
usually or always was effective. However, 85% re-
ported using at least one technique that was counter 
to evidence-based practices, and 64% made multiple 
implementation errors. The most common mistakes 
were giving the child multiple warnings before putting 
him or her in time-out, talking to the child during 
time-out, and allowing the child access to toys, books, 
electronics or other people.

Parents who said time-out was effective were more 
likely to use the method correctly.

The authors said clinicians should advise parents to 
give one warning then a short reason for the time-out 
(e.g. “no hitting”). Parents should not talk to their 
child during the time-out, and they should reduce the 
child’s access to stimulation. If a child tries to escape, 
the parent should return him or her to the time-out 
area with minimal interaction. 

“Ultimately, counseling on TO (time-out) may be 
misguided or ineffective for many families until more 
positive parenting practices are established,” the au-
thors concluded. 

Health  Briefs
by Carla Kemp • Senior Editor
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Drug-resistant bacteria  
in children a growing 
problem
♦  Logan LK, et al. J Pediatric Infect Dis 

Soc, Nov. 16, 2016, http://bit.ly/2i64 

lDo.

The prevalence of multidrug-resistant 
(MDR) and carbapenem-resistant (CR) 
Pseudomonas aeruginosa infections in chil-
dren increased significantly from 1999 to 
2012, according to data from a national 
surveillance network. 

P. aeruginosa is responsible for about 
51,000 health care-associated infections in 
adults and children each year, according to 
the Centers for Disease Control and Pre-
vention. More than 6,000 of the infections 
(13%) are MDR and account for 400 deaths. 

Most studies have focused on P. aeruginosa 
infections in patients with cystic fibrosis, and 
none have looked at MDR or CR P. aeru-
ginosa infections in children. Therefore, the 
authors of this study assessed the epidemi-
ology of P. aeruginosa isolates from children 
without cystic fibrosis and analyzed trends 
in antibiotic resistance. 

Researchers used antibiotic-susceptibil-
ity data from about 300 inpatient, outpa-
tient and long-term care facilities to iden-
tify MDR and CR P. aeruginosa isolates in 
77,349 patients ages 1-17 years. 

Results showed 20.2% were MDR, 11.3% 
were CR and 8.4% were MDR and CR. 

From 1999 to 2012, MDR isolates in-
creased from 15.4% to 26%, while CR iso-
lates rose from 9.4% to 20%.

After adjusting for year, patient and isolate 
characteristics, the prevalence of MDR and 
CR P. aeruginosa was highest among chil-
dren ages 13-17 years, in the West North 
Central region of the U.S. and in respiratory 
specimens. 

The prevalence of CR P. aeruginosa was 
highest among patients in intensive care 
units, while MDR prevalence was highest 
among children in long-term care facilities.

The increase in MDR P. aeruginosa strains 
could be due to increases in prescriptions for 
third- and fourth-generation cephalosporins 
and other broad-spectrum agents in outpa-
tient settings, according to the authors. 

“The results of our study highlight the 
need for bacterial surveillance, strategies for 
implementing effective infection-preven-
tion, and antimicrobial stewardship pro-
grams,” they concluded.

Many parents use time-outs incorrectly

Pertussis among infants younger than 1 year of age remains high
♦  Masseria C, et al. Pediatr Infect Dis J, Nov. 28, 

2016, http://bit.ly/2hR5XR3.

The pertussis rate among infants younger than 12 
months of age is high, and the incidence is highest 
among 3-month-olds, according to a nationwide 
study of 1.2 million infants.

Pertussis is the least-controlled bacterial disease for 
which a vaccine is universally recommended, accord-
ing to the Centers for Disease Control and Prevention. 
However, limited data are available on the disease bur-
den in U.S. infants.   

Using databases of commercial health plans around 
the country, researchers estimated the incidence of 
pertussis in infants younger than 1 year of age who 
were born between July 2005 and September 2010. 
They also sought to identify factors associated with 
a pertussis diagnosis by comparing each infant diag-
nosed with pertussis with 10 matched infants without 
the disease. 

Results showed 1,023 infants were diagnosed with 
pertussis during the study period. In the two weeks 

before their diagnosis, infants were 18 times more 
likely than their matches to have been treated for a 
cough, seven times more likely to have a wheezing-re-
lated illness and nearly six times more likely to have 
an acute upper respiratory infection.

The difference in health care costs between the two 
groups was highest among 1- and 2-month-olds at 
$18,781 and $15,446, respectively.

About half of both groups had received at least one 
dose of diphtheria, tetanus and acellular pertussis vac-
cine prior to the date of the pertussis diagnosis in the 
affected infant. 

“This study supports the CDC decision to protect 
infants from exposure to the pertussis organism by rec-
ommending a dose of reduced-antigen Tdap vaccine 
to each pregnant woman between 27 and 36 weeks 
gestation during each pregnancy and to all people 
with close contact with the infants, including parents, 
grandparents, relatives, babysitters, nannies, daycare 
providers, and housekeepers,” the authors wrote.

Clinicians should advise parents not to talk to their 

child during a time-out, and they should reduce the 

child’s access to stimulation, according to the authors 

of a recent study.
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Washington  Report
by Devin Miller • Washington Correspondent

From the moment the 115th Congress took office 
in January and lawmakers began deliberating how to 
repeal the Affordable Care Act (ACA), the Academy 
has been leading the charge in Washington to protect 
children’s access to health care. 

At press time, new federal legislators were being 
sworn into office, with speculation still surrounding the 
timeline and process for ACA repeal and replacement.  
The week new members of Congress were sworn in, 
the Academy sent a letter to Congress urging them 
to protect the needs of children while considering 
any changes to the ACA, reminding leaders that chil-
dren are not little adults and have unique health care 
needs. The letter outlined essential elements in the 
ACA that the Academy believes any major changes 
to health reform must maintain or improve upon:
•  Access to pediatric care, including access to pedi-

atric providers and pediatric subspecialists.
•  Pediatric appropriate benefits, including preven-

tive care and essential health benefits.

•  Insurance coverage for children and families, 
including insurance market reforms, dependent 
coverage to age 26, affordable coverage, Medicaid 
expansion and other innovations.
“We encourage Congress to build on its record 

of improving children’s coverage and provide long-
term health care stability for children,” said AAP 
President Fernando Stein, M.D., FAAP, in the let-
ter. “The Academy supports proposals that invest in 
child health and move towards achieving the goal of 
ensuring that all children have health care coverage 
that meets their unique needs.”

The Academy also joined the American Academy 
of Family Physicians, the American College of Phy-
sicians and the American Congress of Obstetricians 
and Gynecologists in sending a letter to Congress, 
urging federal leaders to protect patients’ access to 
care, as well as a broader coalition of children’s health 
groups whose message to lawmakers focused on the 
need for any health reforms to build on progress 

improving children’s access to health coverage. 
No matter the outcome of the ACA repeal process, 

the Academy will be working with lawmakers, their 
staffs and various coalitions to protect children’s ac-
cess to affordable, quality health coverage and to 
maintain the progress made to date. 

In fact, AAP chapter leaders from every state will 
travel to Washington this month to urge their mem-
bers of Congress to prioritize children in their poli-
cymaking, especially as they approach issues related 
to children’s access to health care. The momentum 
behind these efforts will be maintained when more 
than 100 pediatricians come to the nation’s capital 
for the AAP Legislative Conference in April. Visit 
www.aap.org/legcon for more information about the 
conference and to register. 

To receive federal advocacy communications with 
the latest news from Washington, email kids1st@
aap.org. 

AAP leads efforts to protect children’s access to health care

Before adjourning, the 114th Congress was unable to 
pass legislation regarding two AAP advocacy priorities: 
child nutrition reauthorization and child welfare reform. 

Child nutrition
Programs such as the Special Supplemental Nutrition 

Program for Women, Infants and Children, the school 
meals program, the Child and Adult Care Food Pro-
gram, and the summer feeding program will continue 
to operate as Congress continues to fund them.

Unfortunately, Congress is unlikely to take up child 
nutrition reauthorization this year as work will begin 
on the Farm Bill, which reauthorizes the Supplemental 
Nutrition Assistance Program (SNAP). As these con-
versations begin, the Academy will be advocating to 
maintain the current structure of the program, improve 
the program’s benefits, reduce barriers to enrollment and 
protect the scientific integrity of nutrition standards 
and guidance. 

Child welfare reform
Funding for the child welfare system will continue 

to go to the states, with disproportionate emphasis on 
funding foster care over services that help keep families 
together. 

Although the AAP-supported Family First Prevention 
Services Act did not pass in the 114th Congress, there 
may be opportunities to revisit its policies as discussions 
of other health and social issues arise on the legislative 
agenda. The Academy will continue advocating for 
policies that support families and prevent the need for 
foster care. 

To be notified of advocacy opportunities regarding 
SNAP or on behalf of children in the welfare system, 
email kids1st@aap.org and indicate your interest in one 
or both of the issues. 

Unfinished business:  
What happens next? 

From legislation to implementation: 21st Century Cures 
While advocacy is most often thought of during the process of drafting and passing legislation, the 

Academy also works with the federal agencies that implement a bill after it becomes law to ensure it 
is working for children and families as intended. 

The Academy will be working on implementation of the 21st Century Cures Act, which was signed 
into law in the 114th Congress. 

Under the new law, the National Institutes of Health (NIH) is required to track and report on the 
number of children enrolled in clinical trials. Although the agency has had a formal policy since 1998 
requiring the inclusion of children in trials, it has failed to track and publish data on the numbers of 
children actually enrolled.

The Academy long advocated for NIH to collect this information. The data are needed to ensure 
that children are benefiting from important scientific and medical advancements so that pediatricians 
can better understand chronic childhood diseases and how they persist into adulthood. 

The NIH has six months from the law’s enactment to host a workshop on the issue. As the leading 
champion of this issue, the Academy will be working with the agency to ensure swift implementation 
so that children’s health can benefit from this provision of the law as soon as possible. 

Advocacy challenge: Get 
to know your legislators

A new Congress means new leaders 
representing states and districts across 
the country, including new senators 
and representatives for you to get to 
know. 

To find out who your elected offi-
cials are, log into http://federaladvoca 
cy.aap.org and type your ZIP code into 
the box “Find your elected officials” 
on the right side of the screen. You 
also can search for your elected officials 
by visiting www.House.gov and www.
Senate.gov. 

Most federal legislators are on Twit-
ter. Be sure to follow them for the lat-
est news from their offices. 

AAP Immediate Past President Benard P. Dreyer, 

M.D., FAAP, speaks at a press conference with U.S. 

Surgeon General Vivek H. Murthy, M.D., M.B.A., fol-

lowing the release of E-Cigarette Use Among Youth 

and Young Adults: A Report of the Surgeon General. 

Dr. Dreyer, surgeon general
warn of e-cigarette use
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tion group (p<0.001; 86.1% relative risk reduction). 

Among those in the SPT positive group, the prevalence 

of peanut allergy was 35.3% in the avoidance group 

and 10.6% in the consumption group (p=0.004; 70% 

relative risk reduction).  

New recommendations based on risk 

Three new guidelines in the addendum characterize 

infants based on clinical features reflecting the risk of 

having or developing peanut allergy and provide rec-

ommendations accordingly. 

Guideline #1 recommends that the highest risk in-

fants — those with severe eczema and/or egg allergy (see 

box at right) — be introduced to peanut as early as 4-6 

months of age, following successful feeding of other solid 

food(s) to ensure the infant is developmentally ready. 

Allergy testing is strongly advised prior to peanut 

introduction for this group. The preferred test is the 

SPT, but the guideline also allows for blood testing for 

peanut-specific IgE (sIgE), which is more widely avail-

able (see figure below). Allergy tests for multiple foods 

are not recommended because of their poor positive 

predictive value. 

The guideline also recommends home or physician-su-

pervised feeding or exclusion of peanut based on the test 

results. If a blood test is used to screen and is positive to 

peanut (sIgE ≥ 0.35 kU
A
/L), referral to a specialist with 

training and experience to perform and interpret the 

peanut SPT and to safely perform medically supervised 

feeding tests is advised. The guideline discusses the man-

ner of peanut introduction according to the test results, 

whether at home or under physician supervision. 

Additionally, the amount to feed weekly is discussed. 

Based on what was done in the LEAP study, 6-7 grams 

of peanut protein is given over three or more feedings 

per week. The LEAP study had infants eat this amount 

to age 5 years. In studies following up on the LEAP 

trial, this approach resulted in durable protection, was 

safe, did not affect duration or frequency of breastfeed-

ing, and did not influence growth or nutrition.  

Guideline #2 suggests that infants with mild to 

moderate eczema, a group also at increased risk of pea-

nut allergy, should be introduced to peanut “around 6 

months of age, in accordance with family preferences 

and cultural practices, to reduce the risk of peanut aller-

gy.” These infants may have peanut introduced at home 

following successful ingestion of other solid food(s) 

without an in-office evaluation, although an evaluation 

can be considered. 

Guideline #3 addresses infants without eczema or 

food allergy who are not at increased risk, suggesting 

that peanut be introduced “freely” into the diet togeth-

er with other solid foods and in accordance with family 

preferences and cultural practices. 

Guidance evolves

Purposeful early feeding of peanut is a reversal from 

the 2000 AAP recommendations that suggested high-

risk infants avoid peanut to age 3 years. The avoid-

ance advice was rescinded in the 2008 AAP clinical 

report Effects of Early Nutritional Interventions on the 
Development of Atopic Disease in Infants and Children: 
The Role of Maternal Dietary Restriction, Breastfeeding, 
Timing of Introduction of Complementary Foods, and 
Hydrolyzed Formulas (Pediatrics. 2008;121:183-191; 

http://bit.ly/2hDuw1f), which concluded:  “Although 

solid foods should not be introduced before 4 to 6 

months of age, there is no current convincing evidence 

that delaying their introduction beyond this period has 

a significant protective effect ...” 

The new guidelines go further by promoting early 

ingestion for the highest risk infants. Evaluation and 

peanut introduction for this highest risk group at 4-6 

months is conveniently timed with routine pediatric 

health care office visits, allowing for identification of 

infants at risk and discussion of the approach. Addition-

ally, it is less likely for younger infants to have positive 

allergy tests to peanut. However, the guideline empha-

sizes that if the 4- to 6-month time period is missed for 

any reason, peanut should be introduced to infants older 

than 6 months as they also are anticipated to benefit (the 

LEAP study included infants 4 up to 11 months of age).

The addendum guidelines represent an update to 

the 2010 comprehensive food allergy guidelines pub-

lished by a National Institute of Allergy and Infectious 

Diseases (NIAID)-sponsored expert panel (http://bit.

ly/2gTLoSF). They reflect the work of a coordinating 

committee and expert panel representing 26 profes-

sional organizations, including the Academy, advocacy 

groups and federal agencies, which evaluated a litera-

ture review prepared by the NIAID. 

 

Dr. Sicherer represented the Academy on 
the guideline coordinating committee and 
was a member of the expert panel. He is 
past chair of the AAP Section on Allergy 
and Immunology Executive Committee.

Peanut allergy continued from front page

Definitions in the  
addendum guidelines

Severe eczema is defined as persistent or frequently 

recurring eczema with typical morphology and distri-

bution, assessed as severe by a health care provider 

and requiring frequent need for prescription-strength 

topical corticosteroids, calcineurin inhibitors or other 

anti-inflammatory agents despite appropriate use of 

emollients. 

Egg allergy is defined as a history of an allergic re-

action to egg and a skin prick test wheal diameter of 

≥3 millimeters with egg white extract or a positive oral 

egg food challenge.

Severe eczema

or
Egg allergy

or
Both

Peanut slgE* Peanut skin prick test

<0.35 ≥0.35≥0.35

Risk of reaction low

Over 90% will have (-) SPT** to 

peanut

Options:

a) Introduce peanut at home

b) Supervised feeding in the office

(based on provider/parental

preference)

Refer to specialist for

consultation/SPT protocol

0-2 mm 3-7 mm ≥8 mm

Risk of reaction low

(95% will not have

peanut allergy)

Options:

a) Introduce peanut at home

b) Supervised feeding in the office

(based on provider/parental 

preference)

Risk of reaction varies

from moderate to high

Options:

a) Supervised feeding in the office

b) Graded OFC*** in a

specialized facility

Infant probably allergic

to peanut

Continue evaluation and 

management by a 

specialist

*  To minimize a delay in peanut introduction for children who may test negative, testing for peanut-specific IgE may be the preferred initial approach in certain health care settings. Food allergen panel testing or the addition of sIgE 
testing for foods other than peanut is not recommended due to poor positive predictive value.

** skin prick test

*** oral food challenge

Recommended approaches for evaluation of children with severe eczema and/or egg allergy before peanut introduction
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This month 
on Gateway  
gateway.aap.orgFrom 2008-’10, I participated in the 

Vision of Pediatrics 2020 project. Eight 

transformational drivers of pediatrics were 

identified, No. 1 being the changing so-

cial and clinical demographics of the child 

population. The Vision of Pediatrics 2020 

report postulated increasing rises of health 

problems related to social determinants of 

health and chronic illness. 

I believe the changing demographics and epidemiology of 

morbidity and mortality in childhood and adolescence are 

both challenging and transforming the practice of pediatrics. 

During the early 1900s, pediatricians concentrated on edu-

cating parents about child-rearing, treating infectious diseases 

(for which neither antibiotics nor vaccines were available), re-

spiratory and diarrheal illnesses, and the care of minor trauma. 

With the advent of antibiotics, vaccines and infection control 

and the explosion of scientific knowledge regarding health 

and disease toward the middle of the 20th century, pediatri-

cians were able to diagnose and treat diseases in a consistent, 

predictable way. 

Mortality in children under 5 has decreased by more than 

75% in the last 50 years. Mortality in the pediatric intensive 

care unit dropped from nearly 30% in the early 1970s to 3% 

last year. 

The absolute number of children living with congenital and 

genetic disorders, the decrease in morbidity and mortality from 

infectious diseases, and the increase in survival rates in neonatal 

and pediatric intensive care units have contributed to a shift 

in the nature of diseases encountered in everyday pediatrics. 

This shift has been in the direction of greater complexity, with 

increasingly frequent visits from children with neurodevelop-

mental disorders and sequalae correlated to social determinants 

of health. 

After age 5, the majority of the burden of disease in children 

now is from noncommunicable diseases (NCDs). Traumatic 

injuries, malignant neoplasms, diabetes related to obesity, sui-

cide and homicide lead the list. 

Life expectancy at birth has been increasing every year in 

the U.S. for the last 50 years — until 2015 when it decreased. 

The World Health Organization makes a compelling case for 

the difference between life expectancy at birth and healthy 

life expectancy. The U.S. is seeing an increase in the number 

of years lost due to disability, and we saw with concern the 

absolute decrease in life expectancy in 2015. In 2016, our 

country ranked 42nd in the world for life expectancy at birth 

at 79.6 years. At the top are Monaco and Singapore with 89.6 

and 84.8 years, respectively. The top three causes of mortality 

are cardiovascular diseases, malignant neoplasms and chronic 

lower respiratory diseases. 

What also should concern us is that the premature death 

rate (dying before the average life expectancy) is on the rise. 

Even more alarming is the fact that according to the Population 

Reference Bureau, half of premature deaths in the U.S. are 

preventable. The keys to prevention are modifiable behaviors 

known so well by all pediatricians, including poor diet, lack of 

exercise and tobacco use, according to the National Research 

Council and the Institute of Medicine.  

When looking at NCDs in order of prevalence and as a 

cause of death, we draw the inevitable conclusion that work 

must start during the pediatric ages to prevent them. But our 

patients grow up and leave us. One thing we can do is engage 

our adult medicine colleagues in disease prevention efforts that 

continue for a lifetime.  

While the pediatrician clearly plays a pivotal role, along with 

all physicians, we know these challenges cannot be solved in the 

doctor’s office alone. To win the battle against NCDs, there has 

to be a convergence of physicians, medical scientists, educators, 

legislators, government, business and industry.

The pediatrician’s office already is a cross-section of the so-

cial, economic and political problems manifesting themselves 

in a variety of forms. The social determinants of health are 

raising their claws more and more every day. Is the pediatrician 

capable of solving this in the 15 minutes per patient expected 

by the health plan? Hardly. 

We as pediatricians are witnesses to the consequences of 

policies being decided elsewhere. Now more the ever before, 

we have to raise our voices in defense of children and families. 

We must play a leadership role and articulate the important 

difference between life expectancy at birth and years lost due 

to disability.

The challenge for the pediatrician is the tension between 

wanting to do what is right for the patient and family and 

the sense that the problems are too big, too complex or both. 

This is a known factor contributing to pediatrician burnout. 

I believe it is too heavy a lift for pediatrics alone. To me, the 

answer is clear. We must follow the call of past AAP leaders 

and double our efforts to engage new partners to work with 

us in innovative ways.  

Letter from  the President

Pediatricians must partner with others  
on disease prevention

Fernando Stein, M.D., FAAP
President, American Academy of Pediatrics

Dr. Stein

News briefs
•  Toolkit helps school recess 

provide physical, cognitive, 
social benefits, http://bit.ly/2i 
wzwnQ

•  AAP provides input on preven-
tive care guidance for women, 
http://bit.ly/2i6PQPX

•  CDC approves 2-dose HPV 
vaccine schedule, http://bit.
ly/2i9NYBb

•  Recalled children’s products, 
http://bit.ly/2jfKYaW

Reminder: Comment 
on resolutions

On Feb. 8, the 2017 resolu-
tions to be presented at the An-
nual Leadership Forum (ALF) 
will be available for members 
to review and offer comments. 
Your feedback will allow leaders 
of AAP chapters, committees, 
councils and sections participat-
ing in the ALF gain perspective 
in the discussion. Visit gateway.
aap.org to participate.
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by H. Cody Meissner, M.D., FAAP

Enterovirus D68 (EV-D68) was first identified 
in California in 1962. Initially, it was classified as 
a rhinovirus but now is classified as one of more 
than 100 non-polio enteroviruses. For several de-
cades after the initial description, EV-D68 was rarely 
recovered from patients. Between 2008 and 2014, 
the virus was isolated occasionally from clusters of 
children younger than 5 years of age with severe re-
spiratory illness. 

 Which of the following statements are false?

a)  Most enterovirus infections are asymptomatic.

b)  Infants and children are at increased risk for 
infection by EV-D68 relative to adults because 
they are less likely to have developed immunity 
from a previous infection.

c)  Enterovirus infections are most common in the 
summer and fall in the U.S.

d)  EV-D68 is reliably inactivated with alco-
hol-based hand rub.

e)  EV-D68 is a documented cause of acute flaccid 
myelitis (AFM).

In the summer and fall of 2014, a nationwide 
outbreak of EV-D68 occurred and was associated 
with severe respiratory tract disease. In September 
2014, the Centers for Disease Control and Preven-
tion (CDC) began to receive reports of AFM, and 
a possible association with EV-D68 was considered. 
During this enterovirus season, the CDC confirmed 
more than 1,100 infections, largely among children, 
many of whom had a history of asthma. Many more 
people likely experienced a mild EV-D68 infection 
for which medical treatment was not sought or from 
whom cultures were not obtained. 

During the 2015 enterovirus season, the CDC 
received about 700 specimens for enterovirus testing, 
and none were positive for EV-D68. During most of 
2016, sporadic EV-D68 detections occurred in the 
U.S., but evidence of unusual activity was not appar-
ent. (See AAP News article “CDC: 108 cases of acute 
flaccid myelitis this year,” http://bit.ly/2hYZ9k7.)

EV-D68 should be considered especially during 
the summer and fall as a cause of unexplained, severe 
acute respiratory illness in children especially during 
clusters of disease. Nasopharyngeal or oropharyngeal 
specimens that test positive for enterovirus or rhi-
novirus should be considered for molecular testing 
using real-time polymerase chain reaction (PCR) or 
nested PCR. Virus may be detected in stool or rec-
tal swabs for a longer period than from respiratory 
specimens. 

Infection-control precautions for suspected cases 
should include standard, contact and droplet precau-
tions. Non-enveloped viruses such as EV-D68 may 
be less susceptible to alcohol inactivation than en-
veloped viruses. Hand hygiene with soap and water 

upon removal and prior to donning of gloves may 
be preferred to alcohol-based hand rub. 

Between 2012 and 2015, an increasing number of 
reports of a distinct syndrome of acute flaccid paraly-
sis with anterior myelitis was noted. Symptoms were 
similar to those caused by polio viruses and to avoid 
confusion, the term acute flaccid myelitis (AFM) was 
proposed. AFM is defined as a case of acute flaccid 
weakness with either spinal cord gray matter lesions 
detected on imaging or evidence of spinal cord mo-
tor neuron injury on electrodiagnostic testing. 

A typical case of AFM is preceded by a median 
of five days with rhinorrhea, cough or pharyngitis. 
Gastrointestinal symptoms (vomiting, diarrhea) 
are reported in about two-thirds of patients. Most 
patients report improvement of symptoms prior 
to return of fever and onset of muscle stiffness or 
pain around the time of neurologic deficit onset. 
Over a period of a few hours to a few days, there is 
progression from full strength to neurologic deficit. 
Weakness is flaccid with decreased or absent reflexes 
in one to four extremities and generally is asym-
metric. Limb weakness may be accompanied by 
cranial nerve dysfunction resulting in hypophonia 
(soft speech), dysarthria, dysphagia, facial weakness 
and diplopia.

Optimal management of a patient with AFM 
is not clear. Immunomodulatory agents, antiviral 
agents, intravenous immune globulin, high-dose 
corticosteroids and plasmapheresis have not been 
evaluated in a controlled fashion, and no significant 
improvement or deterioration has been described 
with these interventions. 

Three antiviral drugs in clinical 
trials for treatment of other entero-
virus infections (pleconaril, poca-
pavir, vapendavir) do not demon-
strate activity against EV-D68 in 
vitro. Fluoxetine (Prozac), a selec-
tive serotonin reuptake inhibitor, 
interferes with EV-D68 replication 
in vitro, but its role as a therapeutic 
agent has not been evaluated. 

Causes of AFM include polio 
virus and non-polio enterovirus-
es (such as enteroviruses A71 and 
D70), West Nile virus, Japanese 
encephalitis virus, St. Louis en-
cephalitis virus and adenoviruses. 
Non-infectious causes include en-
vironmental toxins, genetic disor-
ders, Guillain-Barré syndrome and 
acute disseminated encephalomy-
elitis. 

Although a mild to moderate 
pleocytosis in the cerebrospinal 
fluid (CSF) generally is present, 
no infectious agent has been iso-
lated consistently from the CSF 
of patients with AFM. Despite 
similarities with poliomyelitis, the 
inability to detect wild type polio 

virus or polio vaccine-derived stains from the stool 
of patients with AFM indicates that poliovirus is 
unlikely to be involved. 

The proposed association between EV-D68 infec-
tion and AFM is based on epidemiologic evidence. 
The increase in AFM and EV-D68 infections both 
temporally and geographically suggests an associa-
tion. The biologic plausibility of an association is 
substantiated by evidence supporting other non-po-
lio enteroviruses as a cause of paralysis.

Dr. Meissner is professor of pediatrics 
at Floating Hospital for Children, Tufts 
Medical Center. He also is an ex officio 
member of the AAP Committee on In-
fectious Diseases and associate editor of 
the AAP Visual Red Book.

Get Social: Follow AAP News on

Facebook
facebook.com/aapnews

Twitter
twitter.com/aapnews

ID  Snapshot

 Image courtesy of the Centers for Disease Control and Prevention

Electron micrograph of a thin section of EV-D68-infected cell showing 

numerous spherical viral particles in the cytoplasm. 

Is EV-D68 infection a cause of acute flaccid myelitis in children?

Answer: d and e are not correct
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Evaluating impaction

The guideline emphasizes that ceru-
men is a normally occurring secretion 
of the external ear and serves to trap 
external dirt and other substances, 
thus preventing these materials from 
getting deeper into the ear canal. The 
normal ear is self-cleaning such that 
cerumen and trapped debris are slow-
ly but steadily pushed outward from 
the ear canal. Cerumen impaction, 
defined as an accumulation of ceru-
men in the ear canal that causes symp-

toms, prevents needed examination of 
the ear or both, is diagnosed by direct 
otoscopic visualization.

Indications for intervention 

Excessive or impacted cerumen 
may be present in as many as 10% of 
children on routine examination and 
may block a child’s smaller ear canals, 
making removal necessary to allow full 
evaluation of the tympanic membrane 
in cases of fever and irritability.

Intervention and treatment of ce-

rumen impaction also are indicated 
when the patient has symptoms, in-
cluding ear pain or pressure, fullness 
in the ear and hearing loss. However, 
therapy ordinarily is not warranted for 
excessive cerumen without symptoms 
or when the ability to examine the ear 
is not impaired. Special consideration 
is required for patients who are un-
able to communicate symptomatolo-
gy, including infants and cognitively 
impaired patients, as well as those with 
structural abnormalities of the ear ca-

nal, immunosuppression, anticoagu-
lant therapy, diabetes and non-intact 
tympanic membranes. Patients, in-
cluding children, who wear hearing 
aids are at greater risk for cerumen 
impaction and should receive regular 
examination and treatment if neces-
sary to optimize hearing efficiency.

Treating impaction

Appropriate methods to treat ce-
rumen impaction include irrigation, 
manual removal of cerumen and the 
use of various types of cerumenolytic 
agents, including water and saline. All 
of these methods are of equal efficacy 
when used by trained practitioners. 

Failure of first-line treatments to 
resolve the impaction should prompt 
referral of the patient to a practitioner 
with specialized equipment and training 
in this procedure. The guideline advises 
against the use of ear candling or coning, 
as these popular folk remedies have no 
demonstrated efficacy and are associated 
with the potential for complications.

Patient education

The guideline also includes a list 
of questions often asked by patients, 
along with a discussion of suggest-
ed responses, reflecting the presence 
of a consumer representative on the 
panel. As there are many misconcep-
tions about earwax among the public, 
health care providers should not ne-
glect patient education opportunities. 

Patients should be instructed about 
normal earwax and the self-cleaning 
nature of the external ear. They also 
should be advised that attempts to 
clean one’s own ears or those of one’s 
children by using cotton swabs or oth-
er objects inserted into the ear may 
lead to further impaction of cerumen, 
damage to the skin of the ear canal 
or perforation of the tympanic mem-
brane. Some patients with excessive 
cerumen buildup may benefit from 
regular removal, but this is unneces-
sary in the vast majority of patients.

Dr. Hackell represented 
the Academy on the panel 
that developed the guide-
line and is a co-author.

RESOURCE
A link to the guideline, along with 

other educational materials including 

customizable handouts, is available on 

the American Academy of Otolaryngol-

ogy – Head and Neck Surgery website, 

http://bit.ly/2jkoKlw.

Impacted cerumen continued from front page
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by Deborah Bloch, M.D., FAAP, and  

Larry K. Pickering, M.D., FIDSA, FPIDS, FAAP  

•  Diallo K, et al. “Early Diagnosis of HIV Infection 

in Infants — One Caribbean and Six Sub-Saha-

ran African Countries, 2011–2015.” MMWR. 

2016;65:1285-1290, https://www.cdc.gov/mmwr/

volumes/65/wr/mm6546a2.htm.

Introduction

The U.S. President’s Emergency Plan for AIDS Relief 

(PEPFAR) was created in 2003 to establish an AIDS-

free generation, committing $5.2 

billion in 2016 to programs 

that provide access to HIV/

AIDS preventive, diagnostic 

and treatment services and re-

search (http://bit.ly/2j49Sef ). 

Despite global efforts, only 

four countries have eliminated 

mother-to-child HIV transmis-

sion: Armenia, Belarus, Cuba and 

Thailand, according to the World 

Health Organization (WHO) 

(http://bit.ly/2hNmBS6). Fur-

thermore, in 2015, 1.4 million 

children under 15 years of age 

were living with HIV (including 

170,000 infants born in 2015), 

mostly in sub-Saharan Africa. In 

2014, 150,000 children worldwide 

died from HIV-related illness. 

Since 2011, the estimated annual number of 

HIV-infected children has been reduced by 50%, yet 

only half of children living with HIV have access to 

antiretroviral therapy (ART). Early infant diagnosis 

significantly reduces overall morbidity and mortality 

of HIV when coupled with early treatment. 

WHO recommends HIV DNA polymerase chain 

reaction (PCR) testing at 4-6 weeks of life for HIV-ex-

posed infants (http://bit.ly/2iE4cHc).

The MMWR article reported on the progress of the 

seven countries supported by PEPFAR for HIV testing 

services, barriers to testing and HIV medical care for 

infants from 2011-2015: Cote d’Ivoire, Democratic 

Republic of the Congo, Haiti, Malawi, South Africa, 

Uganda and Zambia. Data on the number of infant 

HIV tests, percent HIV positive, age of infants at time 

of testing, turnaround time from specimen collection 

to return of results and mode of specimen transporta-

tion were collected.

Results

During the study period, the total number of infant 

HIV DNA PCR tests performed increased in all coun-

tries. In 2015, however, testing within the first 6 weeks 

of life was greater than 50% of total infant tests only 

in South Africa and Zambia. 

In 2015, most of the countries demonstrated an over-

all decrease in the number of HIV-positive test results. 

However, the number of positive results decreased by 

more than 50% since 2011 in only Cote d’Ivoire, 

the Democratic Republic of the Congo and 

Uganda.   

Barriers to testing included difficulties in 

specimen transport, long turnaround times 

between collection and receipt of results, 

and limitations in supply chain manage-

ment. Modes of specimen transporta-

tion included bicycle, motorcycle or car. 

Methods of transmitting results included 

phone, text message (unclear if sent to 

facility or directly to patient), email, 

hard copies transported by vehicle and 

web-based laboratory information sys-

tem searches. 

Barriers to early care included 

mother and child lost to follow-up, 

weak linkage between antenatal and 

postnatal care, and inability to reach in-

fants outside the health care system. 

Three countries reported that integration of HIV 

diagnostic services with routine care, infant immuni-

zations and health outreach were crucial for success.

Public health and clinical applications

Progress has been made through 2015 in the field 

of perinatal HIV medicine in several developing 

countries. However, many obstacles, mostly logistic, 

to timely infant testing remain. Additionally, the lack 

of eradication of mother-to-child HIV transmission 

persists in most of the world, including in the U.S. 

As the world becomes increasingly globalized, U.S. 

pediatricians should be aware of global HIV epidemi-

ology and ensure adequate testing and treatment of 

all immigrant patients. Clinicians also should remain 

aware of local and global legislation regarding pediatric 

HIV. If the goal of an AIDS-free generation is to be 

reached, we all must advocate for continued support of 

PEPFAR’s funding for mother and infant HIV testing 

and treatment, in addition to better diagnostics and 

timelier services in developing countries. 

The first cases of AIDS were reported in the U.S. 

in 1981. Now, fewer than 200 infants in the United 

States are infected with HIV per year. Pediatricians 

should be aware of their patients’ maternal HIV status 

and knowledgeable about timing and methods of test-

ing for HIV-exposed infants and treatment. Though 

the WHO recommends testing at 4-6 weeks of life, 

the U.S. Department of Health and Human Services 

(HHS) recommends using either HIV DNA or HIV 

RNA PCR tests at 14-21 days of life and repeating the 

same test at 1-2 months of life (preferably two to four 

weeks after cessation of infant ART prophylaxis) and 

again at 4-6 months of life. 

HHS also recommends starting low-risk HIV-ex-

posed infants (infants whose mothers were on ART 

during pregnancy and with undetectable viral loads 

prenatally) on a four-week course of prophylactic zi-

dovudine. Infants of high-risk mothers (mothers not 

on ART during pregnancy or on ART only at delivery 

or with detectable viral loads around time of delivery) 

should begin a six-week 

course of combination 

therapy with zidovudine 

and nevirapine (http://

bit.ly/2hLzdnZ). 

Dr. Bloch is a pediatric 
infectious diseases fellow, 

PGY-4, at Emory University and Children’s Hospital 
of Atlanta (CHOA). Dr. Pickering was editor of the 
AAP Red Book from 2000-’12. He is adjunct professor 
of pediatrics in the Department of Pediatrics at Emo-
ry University School of Medicine and CHOA. Andres 
Felipe Camacho-Gonzalez, M.D., FAAP, reviewed this 

RESOURCES
•  For guidance on providing prophylactic therapy to in-

fants at risk for HIV infection or for infants of mothers 

whose HIV status is unknown, consult an HIV specialist 

or call the National Perinatal HIV Hotline at 888-448-

8765 for a free consultation. 

•  More information on HIV infection can be found in the 

AAP Red Book, http://bit.ly/2iv3884.

•  The most up-to-date guidelines for testing and treat-

ment of HIV-exposed infants in the U.S. can be found 

at https://aidsinfo.nih.gov/guidelines.

MMWR  in Review

Questions
1.  The first cases of AIDS were reported in the U.S. 

in what year? 

 a) 1961 

 b) 1971  

 c) 1981

 d) 1991

2.  In the U.S., what is the recommended age an 

HIV-exposed infant should first be tested for HIV?

 a) Birth

 b) 14-21 days of life

 c) 4-6 weeks

 d) 18 months

3.  Which of the following should be used to test for 

HIV in an HIV-exposed infant?

 a) HIV DNA PCR

 b) HIV RNA PCR

 c) HIV IgM and IgG

 d) a or b, but the same test should be used each time

Answers: 
Question #1- c; Question #2 - b; Question #3 - d

Dr. Bloch Dr. Pickering

Pediatric HIV
•  In 2015, 1.4 million children worldwide under 

15 years of age, including 170,000 infants born 

in 2015, were estimated to be living with HIV 

infection. 

•  In 2014, 150,000 children worldwide died 

from HIV-related causes.

•  HIV-related mortality in infants under 2 years 

of age is 50% without appropriate treatment.

•  In 2015, only 51% of the world’s HIV-infected 

children had received antiretroviral therapy.

•  Fewer than 200 U.S. infants are infected with 

HIV per year.

Mother-to-child HIV transmission persists in most of the world
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The following are published in the February issue of 

Pediatrics:

Consent by Proxy for Nonurgent Pediatric Care
http://dx.doi.org/10.1542/peds.2016-3911

— An AAP clinical report from the Committee on 
Medical Liability and Risk Management (See article 

on page 25.)

The Adolescent’s Right to Confidential Care When 
Considering Abortion
http://dx.doi.org/10.1542/peds.2016-3861

— An AAP policy statement from the Committee on 
Adolescence (See article on page 26.)

Diagnosis, Treatment and Prevention of Congeni-
tal Toxoplasmosis in the United States
http://dx.doi.org/10.1542/peds.2016-3860

— An AAP technical report from the Committee on 
Infectious Diseases

Earwax (Cerumen Impaction)
http://dx.doi.org/10.1542/peds.2016-3912

— An AAP endorsed statement (See article on page 1.)

Improving Nasal Form and Function After Rhino-
plasty
http://dx.doi.org/10.1542/peds.2016-3863

— An AAP endorsed statement

Coming in March

Policy statements
•  Recommended Childhood and Adolescent Immu-

nization Schedule, United States, 2017

• Financing of Pediatric Home Health Care

•  A Public Health Response to Opioid Use in Preg-

nancy

• The Child Witness in the Courtroom

•  Expert Witness Participation in Civil and Criminal 

Proceedings

Clinical reports
•  Care of the Adolescent After an Acute Sexual Assault

•  Epinephrine for First-Aid Management of Anaphy-

laxis

•  Guidance on Completing a Written Allergy and 

Anaphylaxis Emergency Plan

•  Counseling Parents and Teens About Marijuana 

Use in the Era of Legalization of  Marijuana

• The Need to Optimize Adolescent Immunization

•  Practical Approaches to Optimize Adolescent 

Immunization

Technical report
•  Expert Witness Participation in Civil and Criminal 

Proceedings

by Sri S. Chinta, M.B.B.S., M.S.C.I., and  

Elizabeth R. Alpern, M.D., M.S.C.E., FAAP

Infants younger than 90 days of age with fever 

often are evaluated in the emergency department 

due to their risk of serious bacterial infections (SBI) 

such as urinary tract infections (UTI) and invasive 

bacterial infections (IBI), including bacteremia and 

bacterial meningitis. 

IBI are reported to affect 0.5% to 2% of febrile 

young infants. Because of poor discrimination of the 

clinical exam to identify SBI coupled with the risk of 

dire outcome if missed, physicians rely on intensive 

and invasive evaluations that often include urine, 

blood and cerebral spinal fluid studies. In addition, 

many of these infants are expectantly admitted to 

the hospital and receive intravenous antibiotics until 

cultures are negative. 

Although UTIs may be identified early with uri-

nalysis results, there has long been a quest for a test 

that could provide adequate early discrimination 

between febrile young infants with and without IBI. 

Two recent European studies have evaluated pro-

calcitonin (PCT) as a diagnostic tool to identify IBI 

in young febrile infants and potentially decrease the 

need for invasive testing and hospitalization. 

In a prospective study done in France, PCT was 

found to have diagnostic accuracy superior to that of 

C-reactive protein (CRP) in identifying IBI (Milcent 

K, et al. JAMA Pediatr. 2016;170:62-69). 

The study enrolled febrile infants ages 7 to 91 

days. Although 100% of patients had a PCT mea-

surement and 99.5% had a CRP, a limitation of the 

study was that only 61.5% of patients had a blood 

culture and 65% underwent lumbar puncture. 

Among the 2,047 infants enrolled, 6.8% were di-

agnosed with SBI and 1% with IBI. Compared to 

CRP, PCT had better diagnostic accuracy to identify 

febrile infants with IBI despite similar accuracy for 

SBI. 

In an associated editorial, Kuppermann and Ma-

hajan concurred that although PCT alone was shown 

to be superior to other biomarkers in identifying 

IBI, clinical prediction rules that incorporate PCT 

are likely to be even more discriminating in iden-

tification of low-risk infants. In addition, future 

development of genomic methods to identify the 

infection itself will be imperative for full resolution 

of this diagnostic quandary, they said (JAMA Pediatr. 

2016;170:17-18).  

In another recent study, Gomez and colleagues 

validated a step-by-step approach, including PCT, to 

identify febrile infants 90 days of age or younger who 

are at low risk of IBI and could be managed as outpa-

tients without lumbar puncture or empirical antibi-

otic therapy (Pediatrics. 2016;138:e20154381). The 

components of the step-by-step approach, applied 

sequentially to identify risk assessment, included ill 

appearance, age (≤21 days), leukocyturia, PCT (≥0.5 

ng/mL), and CRP (>20 mg/L) or absolute neutro-

phil count (>10,000/mm3). 

In this multicenter study that included 11 emer-

gency departments in Europe, the step-by-step 

approach was validated and compared with the 

Rochester criteria and the lab score. Results showed 

the prevalence of IBI in the 2,185 enrolled patients 

was 4%. General appearance, age and urine dipstick 

identified 80% of the IBI patients. A fully imple-

mented step-by-step approach had a sensitivity of 

92%, specificity of 46.9% and negative predictive 

value of 99.3% for identifying IBI. 

The step-by-step approach misclassified sev-

en (0.7%) infants with IBI as low risk, whereas 

the Rochester criteria and the lab score missed 16 

and 35, respectively. Four of the seven patients mis-

classified by the step-by-step approach were between 

21-28 days and six of the seven missed patients had 

fever duration of less than two hours. This short fever 

duration group may indicate a biological limitation 

of the biomarker itself. 

Aronson and Neuman commented in their ed-

itorial response that the risk of missing IBI with 

step-by-step is one in 143. They pointed out that 

as the study was a retrospective application of the 

data instead of a prospective testing of the full pro-

cess, five of the seven patients who would have been 

“missed” by the step-by-step process were actually 

admitted to the hospital and treated with parenter-

al antibiotics (Pediatrics. 2016;138:e20161579). A 

further assessment of the threshold of “how low is 

low enough” from the provider, parent and patient 

perspective is necessary prior to full implementation. 

These articles highlight procalcitonin as a po-

tentially important biomarker in the evaluation of 

young febrile infants to identify IBI. More studies 

are needed to understand the true impact of pro-

calcitonin in improving the outcome of this patient 

population. 

Drs. Chinta and Alp-
ern are members of the 

AAP Section on Emergen-

cy Medicine Committee 

for the Future. 

Dr. Chinta Dr. Alpern

Focus On  Subspecialties

Procalcitonin a promising biomarker to identify
invasive bacterial infections in febrile infants

This month in Pediatrics
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from the Food and Drug Administration Office of 

Pediatric Therapeutics, Division of Pediatric and 

Maternal Health, and Center for Devices and  

Radiological Health

Coordinated efforts during the past few decades that 

have led to improved and increased pediatric drug la-

beling have not resulted in the increased availability of 

medical devices labeled for children. Off-label use of 

devices remains a prevalent and necessary practice in 

pediatrics. For example, nearly 90% of devices used for 

cardiac catheterization in children are not approved for 

use in pediatric patients. 

The Food and Drug Administration (FDA) rec-

ognizes the unique and unmet needs of children. It 

also appreciates the numerous factors associated with 

relatively few medical devices having pediatric indica-

tions and labeling, including challenges in pediatric 

evidence generation and market economics. As part 

of continuing efforts to promote timely access to safe 

and effective medical care for children, the FDA Center 

for Devices and Radiological Health (CDRH) recently 

finalized its Pediatric Extrapolation Guidance, http://

bit.ly/2gZgqW2. 

The guidance clarifies the FDA’s perspective on lever-

aging existing data to support pediatric indications and 

labeling for medical devices. The guidance outlines the 

approach used to determine the appropriateness and 

extent of extrapolation and a description of relevant 

statistical methods. Extrapolation has the potential to 

enhance pediatric device development but should be 

used judiciously. 

CDRH also is developing the Pediatric Extrapola-

tion for Devices (PEDS) Team, a group of pediatric 

experts available for consultation. The PEDs Team will 

enhance consistency and standardization regarding ex-

trapolation decisions.

The guidance and development of the PEDs Team 

reflect the FDA’s commitment to the needs of pediat-

ric patients. The FDA will continue to work with all 

stakeholders to address unmet medical device needs 

for children.

FDA releases guidance on extrapolating data
to enhance pediatric device development

FDA  Update

•  AAP News article “AAP policy clarifies acceptable off-la-

bel use of medical devices in children,” http://bit.ly/2h 

OHue1

•  AAP policy statement Off-Label Use of Medical Devices 

in Children, http://dx.doi.org/10.1542/peds.2016-3439

RESOURCES

Clarification on infant  
sleep Parent Plus

A statement in the Parent Plus “Steer clear of crib bum-

pers, other unsafe sleep products” (January issue, page 

29) requires a clarification. The statement should read: 

Parents should use caution when buying products that 

claim to reduce the risk of SIDS. The Food and Drug 

Administration (FDA) has never cleared or approved a 

baby product to prevent or reduce the risk of SIDS. The 

FDA is not aware of any scientific studies showing that 

a medical device prevents or reduces the risk of SIDS.

Examples of common over-the-counter baby prod-

ucts with unproven claims to prevent or reduce the risk 

of SIDS include: baby monitors, mattresses, crib tents, 

pillows, bumpers and blankets, and infant positioners, 

according to the FDA.

 For more information, go to http://www.fda.gov/

MedicalDevices/ProductsandMedicalProcedures/ 

SIDSPreventionClaims/default.htm.
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The new American Board of Pediatrics (ABP) pilot 

program that could replace the traditional proctored 

General Pediatrics Maintenance of Certification (MOC) 

Part 3 examination began last month for those due to sit 

for the exam in 2017. The pilot Maintenance of Certifi-

cation Assessment for Pediatrics (MOCA-Peds) program 

is an online, non-proctored assessment platform that 

serves as an alternative to the proctored examination 

required every 10 years to maintain certification. (See 

related AAP News article, http://bit.ly/1UcARiz.)

If successful, the pilot will replace the Part 3 exam-

ination that is administered at a testing center. 

The ABP contacted eligible diplomates last fall. Those 

participating in the pilot will be required to answer 20 

questions each quarter. Questions can be answered in 

small batches over the course of each quarter, but each 

question must be answered within five minutes or they 

are marked incorrect. 

All 80 questions given in 2017 will be scored, and 

diplomates will receive a scaled scored between 1 and 

300. A scaled score of at least 160 in 2017 (the equivalent 

of a score of about 60% on the current MOC exam) is 

necessary to continue with MOCA-Peds in 2018.

If the ABP determines the pilot program is successful, 

all diplomates will be enrolled in the MOCA-Peds at 

the beginning of the next five-year cycle in which their 

MOC Part 3 examination is due, according to the ABP.

FAQs about the pilot program are available at 

https://www.abp.org/mocapeds/faqs.

MOC Part 3 pilot program launched

Correction
In the January article on IEPs vs. 504 plans on 

page 4, under the listing of qualifying conditions 
for an IEP, the correct term for the first condition 
listed is intellectual disabilities.
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sured. Over 12,000 

(3%) of these chil-

dren met criteria 

for hypertension as 

defined by the Na-

tional Heart, Lung, 

and Blood Institute (NHLBI). Fifty-three percent of 

those with hypertension were female, 43% were white, 

33% black, 9% other and 15% had no race noted in 

the EHR. Forty-five percent were normal weight, 17% 

were overweight and 38% were obese. 

Analyses were designed to identify children who had 

repeated measures of high blood pressure that qualified 

for diagnosis of hypertension based on NHLBI criteria. 

Among children who met criteria for hypertension, 

researchers then looked at whether any diagnosis of 

hypertension or prescription for antihypertensive med-

ication was found during the study period. 

Results showed that of 12,138 children who met 

NHLBI criteria for hypertension with measures of 

blood pressure higher than the 95th percentile at three 

or more separate clinic visits, only 23% (2,813) had a 

diagnosis of hypertension. Among the 2,813 children 

who did have a diagnosis of hypertension, less than 

6% (158) were prescribed antihypertensive medica-

tion within 12 months of diagnosis. (See figure.) Those 

who did receive medications were prescribed angioten-

sin-converting-enzyme inhibitors or blockers (35%), 

diuretics (22%), calcium channel blockers (17%) and 

-blockers (10%).

The study also measured the percentage of children 

who met NHLBI criteria for pre-hypertension and 

whether those children had a diagnosis of pre-hyperten-

sion. Results showed that of the 398,079 children who 

had at least three blood pressure measurements, 9.8% 

met the criteria for pre-hypertension but only 10% of 

those with pre-hypertension received a diagnosis. 

This study highlights the power of large datasets to 

examine questions about uncommon conditions or 

conditions with infrequent treatment. The large cohort 

allowed researchers to detect the small percentage of 

children who were diagnosed with and received med-

ication treatment for hypertension.

This study involved collaboration among pediat-

ric practices from the AAP PROS Network; the AAP 

Comparative Effectiveness Research through Collab-

orative Electronic Reporting Consortium Research 

Team; and researchers from the MetroHealth System 

and Case Western Reserve in Cleveland, the Children’s 

Hospital of Philadelphia (CHOP), The University of 

Pennsylvania, University of Vermont and the Academy. 

The project was supported in part by the Health 

Resources and Services Administration of the U.S. 

Department of Health and Human Services (HHS) 

with the National Institutes of Child Health and 

Human Development under grants R40MC24943, 

UB5MC20286 and UA6MC15585; CHOP; and the 

Academy. This content and conclusions are those of 

the authors and should not be construed as the official 

position or policy of, nor should any endorsements be 

inferred by HHS or the U.S. government.

Prevalence of hypertension (HTN) symptoms, clinical diagnosis (Dx)  
and medication treatment among U.S. children in primary care

12,138 (3%) HTN

38,874 (9.8%) Pre-HTN

398,079
children 
in study 
sample
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HTN Clinical Dx Medication

Hypertension continued from front page

RESOURCES
•  For more information about PROS, visit http://www2.

aap.org/pros or contact Laura Shone, in the AAP Divi-

sion of Primary Care Research, at 847-434-7910 or 

LShone@aap.org.

•  Education in Quality Improvement for Pediatric Practice 

course: Hypertension Identification and Management, 

http://bit.ly/2hSTtHG

•  The Fourth Report on the Diagnosis, Evaluation, and 

Treatment of High Blood Pressure in Children and Ad-

olescents, http://bit.ly/2iPMvlc

•  Information for parents on high blood pressure in 

children (available in English and Spanish), http://bit.

ly/2j9QkFn
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Pediatricians and  the Law

by Jonathan M. Fanaroff, M.D.,  

J.D., FAAP

AAP Fellows often send questions 
to the Committee on Medical Liabil-
ity and Risk Management. While the 
committee is unable to give specific 
legal advice, following is general infor-
mation in response to some of those 
questions that may be helpful. 

It is important to recognize that 
laws vary state-to-state, and legal de-
cisions depend on the facts at hand. It 
also is important to consult a qualified 
attorney for legal issues affecting your 
practice.

If an established patient 
is located in another state 
(e.g., while on vacation 
or at college) in which the 

pediatrician is not licensed, can the 
pediatrician treat the patient (e.g., 
write prescriptions, treat via telephone 
or email, look at smartphone photos of 
rashes/dog bites)?

The practice of medicine is regulat-
ed primarily by the state. Thus, the 
answer depends on the laws of the 
states in which the pediatrician and 
the patient are located. 

The Louisiana State Board of Medi-
cal Examiners, for example, would not 
allow treatment from an out-of-state 
pediatrician, stating: “An individual 
who issues a prescription or orders 
medication for an individual who is 
… located in Louisiana, who does not 
possess a Louisiana medical license or 
other authorization to practice medi-
cine in this state, is necessarily engaged 
in the unauthorized practice of med-
icine in contravention of the Medical 
Practice Act. Participants and entities 
engaged in such misconduct are sub-
ject to investigation, civil injunction, 
monetary fines and penalties. Such 
individuals may also be referred by 
the Board to the Louisiana Attorney 
General or an appropriate district at-
torney for criminal prosecution and 
incarceration for up to five (5) months 
for each such offense” (http://bit.ly/
2iN7V5L).

Other states such as Alabama would 
allow practice across state lines as long 
as they occur less than 10 times per 
calendar year [Ala. Code §34-24-
505(b)]. 

Some states have enacted the In-
terstate Medical Licensure Compact 
(www.licenseportability.org/) to sim-
plify the process of obtaining licenses 

to practice in multiple states. 
Due to the potential for civil, crim-

inal or licensure penalties, it is critical 
to understand the relevant state laws 

where you and the patient are located 
prior to providing treatment. Addi-
tionally, electronic communications 
with patients should be technically se-

cure (e.g., encrypted) to comply with 
the Health Insurance Portability and 
Accountability Act of 1996.

Members ask about practicing across state lines, tail insurance
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I am an employed pe-
diatrician and recently 
accepted a position with 
a new practice. Who is 

responsible for paying my tail insur-
ance — my former employer, my new 
employer or me?

The most common type of mal-
practice insurance policy, known as 

claims-made, covers claims that occur 
and are reported while the policy is 
active. Once the policy has terminat-
ed, claims for care that occurred while 
the policy was active are no longer 
covered unless additional coverage 
is purchased to extend the length 
of time a claim may be filed. This is 
known as tail coverage. It is import-
ant for pediatricians to obtain tail 

coverage when terminating a policy, 
given that many pediatric malprac-
tice cases are filed years (sometimes 
more than a decade) after care was 
provided.

Whether you or your former em-
ployer are responsible for paying for 
tail coverage is going to depend on 
the terms of your employment agree-
ment. Some arrangements specify 

that the employer will pay unless the 
pediatrician is terminated with cause. 
Others split the cost, and some place 
the burden on the pediatrician re-
gardless of the reason for separation. 
In some cases, a new employer will 
agree to pay the cost of tail (or back-
wards looking “nose”) coverage. 

Tail coverage can be expensive, so 
it is advisable for the pediatrician to 
negotiate tail coverage as part of the 
employment agreement.

That brings up a second 
question. As I negotiate 
malpractice insurance for 
my new position, is an 

occurrence or claims-made medical 
liability insurance policy better?

Unlike claims-made policies de-
scribed in the first question, occur-
rence policies cover any acts that oc-
curred during the term of the policy, 
regardless of when the claim is filed. 
Which policy is better often depends 
on individual circumstances. 

Additionally, it may be helpful for 
pediatricians to ask their liability in-
surance carrier whether claims-made 
or occurrence policies are purchased 
most often by a similar practicing 
provider in that community. Occur-
rence policies are “permanent,” while 
claims-made policies are more flexi-
ble (e.g., allowing increased limits). 

While the rate and type of insur-
ance are important, there are other 
considerations when obtaining pro-
fessional liability insurance. These 
include, but are not limited to, the 
carrier’s financial stability, how it 
handles claims, physician involve-
ment in resolving claims and who 
makes the decision to settle a claim. 

Email your questions for future col-
umns in AAP News to jake@aap.org.

Dr. Fanaroff is chair of 
the AAP Committee on 
Medical Liability and 
Risk Management.

•  For information on the difference be-

tween claims-made and occurrence 

policies, visit http://bit.ly/2ifOGRl.

•  For more information on liability in-

surance, see Chapter 3 (“Professional 

Liability Insurance”) in the AAP publi-

cation Medicolegal Issues in Pediat-

rics, 7th edition, http://bit.ly/2ixINwo.

RESOURCES
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For Your  Information

Congenital Heart Defect Awareness Week
During Congenital Heart De-

fect Awareness Week, Feb. 7-14, 

the AAP Congenital Heart Public 

Health Consortium (CHPHC) is 

urging pediatricians to educate 

adolescent and young adult patients, as well as their parents, about the unique 

care considerations for youths living with a congenital heart defect (CHD). 

CHDs are the most common type of birth defect. Due to advances in medical and 

surgical therapies, more than 90% of infants born with a CHD will live to see their 

18th birthday. Co-management between CHD specialists and primary care providers 

is important to address nutritional needs, exercise intolerance or restrictions, as 

well as psychosocial or cognitive issues that may arise during the adolescent and 

young adult periods. 

Anticipatory guidance offered to female patients with respect to healthy sexual 

development should take into consideration cardiac-specific risk factors, including 

birth control, genetics and the ability to safely carry a pregnancy. Females with a 

CHD are eight times more likely to experience cardiovascular complications during 

pregnancy than females without a CHD, although the overall risk is relatively low.

Much of the data on CHD patient outcomes remain inaccessible or missing due 

to numerous data systems in the U.S. health care system. The CHPHC is focusing 

on the advances that combined data could provide to public health outcomes for 

CHD patients by enabling health care professionals to evaluate health outcomes, 

establish standards of care and identify opportunities to advance care. 

Membership in the CHPHC is free. Visit www.chphc.org for more information 

about databases for CHD public health. In addition, information to share with patients 

of childbearing age can be found at http://bit.ly/2iktI0j. Join a Twitter chat about 

the reproductive health of women with a CHD at noon (ET) on Feb. 9 by following 

#CHDcare4life.

#DeviceFreeDinner campaign 
The Academy is a partner with Common 

Sense Media in the #DeviceFreeDinner cam-
paign, which aims to help families set media and 
technology limits. The campaign highlights an 
important AAP recommendation that families 
designate screen-free times of day, such as during 
family meals.

The multiyear public awareness campaign en-
courages families to take a break from device use and enjoy in-person 
conversations. Children, along with their parents, spend an average of 
nine or more hours with media and technology every day. Research 
proves the benefits to kids of family meals, such as vocabulary acqui-
sition, fewer behavior problems, lower rates of substance abuse and 
healthier eating patterns. 

The campaign includes broadcast and digital public service an-
nouncements to raise awareness about the importance of device-free 
dinner. Pediatricians can direct families to www.CommonSense.org/
device-free-dinner to take the challenge in their households. A Start-
er Kit provides ideas to engage the entire family and start conversa-
tions. It also links to the AAP Family Media Use Plan tool on Healthy 
Children.org. To review AAP media statements, visit http://bit.ly/AAP 
mediastmts. Follow #DeviceFreeDinner on Twitter and Pinterest for 
ideas.

Redesigned AAP patient education bro-
chures Jaundice and Your Newborn, Start-
ing Solid Foods, Discipline and Your Child, 
Puberty, Understanding Autism Spectrum 
Disorder and the annual Car Safety Seat 
Guide for Families are available. Watch for 
other redesigned brochures this year.

Order with promo code REDESIGN17 
to save 20% on all patient education bro-
chures and booklets through April 30. 
Visit http://shop.aap.org/publications/
patient-education/.

Why should pediatricians partic-
ipate in Children’s Dental Health 
Month? Dental caries is the No. 1 
chronic disease affecting young chil-
dren. 

The Academy will focus on weekly 
themes in February. Week 1 focuses 
on the Importance of Oral Health 
Before and During Pregnancy. Week 
2 is Early Childhood Oral Health — 
Prevention is Key. Week 3 focuses 
on Adolescent Oral Health. Week 4 
is Oral Health During Childhood 
— What Can You Do in Primary 
Care? The AAP Voices blog (http://
bit.ly/21JYnsu) and Campaign for 
Dental Health blog (http://ilikemy 
teeth.org/blog/) will feature stories 
from pediatricians about oral health, 
focused on the four weekly themes. 

The Campaign for Dental Health 

website, http://ilikemyteeth.org/
health-professionals/, includes infor-
mation on the benefits of communi-
ty water fluoridation and other oral 
health topics in English and Spanish.

The American Dental Associa-
tion’s campaign efforts focus on pro-
moting fluoride as a way to prevent 
caries through its main message to 
“Choose Tap Water for a Sparkling 
Smile.” Download and print posters 
to hang in your office at http://bit.
ly/2if2isT.

Those interested in becoming 
more involved in children’s oral 
health initiatives can join the AAP 
Section on Oral Health and find 
more resources at http://www2.aap.
org/commpeds/dochs/oralhealth/
index.html.

Measles educational materials
New educational materials, featuring children’s book char-

acters Ivy and Bean, are available for pediatricians, schools, 

child care centers and other child health providers. Designed 

by children’s illustrator Sophie Blackall, the materials depict 

Ivy and Bean in various scenarios trying to stop the measles.

Each kit, available in English and Spanish, includes posters, 

coloring comic books, stickers and temporary tattoos. The re-

sources are free of charge (including delivery) and are available 

for a limited time. There is a limit of two kits per order. Visit http://bit.ly/2j4LB3C to create an 

account to place and track your order. The Academy is a partner in the educational campaign 

with the Measles & Rubella Initiative and others.

Children’s Dental Health Month

Reports on mental health, disasters
•   Ready or Not, Protecting the Public from Diseases, Disasters and Bioterrorism from the 

Trust for America’s Health looks at key indicators of state readiness. Among the find-

ings, just 10 states vaccinated at least half their population against influenza. Twenty-six 

states and Washington, D.C., scored a six or lower on 10 key indicators of public health 

preparedness. Access an interactive state map and the report at http://healthyamericans.

org/reports/readyornot2016/. 

•   Mental Health Services for Latino Youth: Bridging Culture and Evidence from National 

Council of La Raza examines the importance of ensuring access to quality, culturally 

competent mental health care for Latino youths. The report notes that Latino youths, 

especially girls, have a high prevalence of depression. Latino youths also have higher 

prevalence of illicit drug and alcohol use. Read the report at http://publications.nclr.org/

handle/123456789/1673. 

AAP patient education brochures, booklets
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Coding  Corner

from the AAP Division of Health Care Finance

Every year, the Centers for Medicare & Medicaid Services (CMS) publishes a 

new physician fee schedule that includes updated relative value units (RVUs) and 

payment statuses and a new conversion factor. 

Many codes are revalued up or down based on different factors. The Academy 

publishes an RBRVS (Resource-Based Relative Value Scale) brochure annually (see 

resources) and makes updates throughout the year. The brochure lists many rele-

vant primary care pediatric Current Procedural Terminology (CPT) codes and their 

current year RVUs. Also, new codes that impact pediatrics are added to the list. 

For 2017, two new codes for health risk assessment were added: 96160 and 96161. 

Both are valued with 0.13 total non-facility RVUs. New codes for moderate sedation 

also were added and valued as follows:

Moderate sedation provided by the same physician  
performing the diagnostic or therapeutic service

Moderate sedation provided by a physician other than the provider 
performing the diagnostic or therapeutic service

F – facility; NA – not applicable; NF – non-facility; PE – practice expense; 
PLI – professional liability insurance

Non-direct prolonged services now payable

New for 2017, CMS will change the status indicator for CPT codes 99358-99359 

(non-direct prolonged services) from “B” (bundled and not separately payable) to 

“A” (active status and payable). 

Per CMS in the Final Rule “We agreed that these codes would provide a means to 
recognize the additional resource costs of physicians and other billing practitioners, when 
they spend an extraordinary amount of time outside of an E/M visit performing work 

that is related to that visit and does not involve direct patient contact (such as extensive 
medical record review, review of diagnostic test results or other ongoing care management 
work). We also believed that doing so in the context of the ongoing changes in health care 
practice to meet the current population’s health care needs would be beneficial for Medicare 
beneficiaries and consistent with our overarching goals related to patient-centered care.” 

This is the type of work pediatricians and pediatric specialists perform but rarely 

have seen compensation for. With the status change and published RVUs, private 

payers and state Medicaid plans typically follow suit. AAP members are urged to 

code for these services when provided. 

In addition to the non-direct prolonged services, CMS has followed suit with the 

same status change and published values for the complex chronic care management 

codes 99487 and 99489. While these are reported less often for pediatric patients, 

they are applicable. 

It is important to remember that CMS now allows payment for many non-

face-to-face services, including non-direct prolonged services (99358-99359), so 

pediatricians should report them. 

Prolonged service before/after direct patient care

Chronic care management

In addition to the RVU updates, the Medicare conversion factor (CF) has been 

updated. This is the dollar amount all RVUs are multiplied with to get to the pay-

ment. The 2016 CF was set at $35.80, while the 2017 CF is set at $35.89. Even 

though the increase seems small, there is always the concern that the CF will remain 

the same or decrease. 

Medicare Physician Fee Schedule updated for 2017

RESOURCES
•   RBRVS brochure, https://www.aap.org/en-us/Documents/2017_RBRVS.pdf 

•   Final rule, http://bit.ly/2hx4cJ5

•   Conversion factor history, http://bit.ly/2iFcY8m

CPT 

code

Work 

RVUs

NF PE 

RVUs

F PE 

RVUs

PLI 

RVUs

Total NF 

RVUs

Total F 

RVUs

100% NF 

Medicare

100% F 

Medicare

99151 0.50 1.63 0.12 0.05 2.18 0.67 $78.24 $24.05

99152 0.25 1.18 0.08 0.02 1.45 0.35 $52.04 $12.56

99153 0.00 0.30 NA 0.01 0.31 NA $11.13 NA

99155 1.90 NA 0.56 0.17 NA 2.63 NA $94.39

99156 1.65 NA 0.35 0.15 NA 2.15 NA $77.16

99157 1.25 NA 0.27 0.11 NA 1.63 NA $58.50

CPT 

code

Work 

RVUs

NF PE 

RVUs

F PE 

RVUs

PLI 

RVUs

Total NF 

RVUs

Total F 

RVUs

100% NF 

Medicare

100% F 

Medicare

99358 2.10 0.91 0.91 0.15 3.16 3.16 $113.41 $113.41

99359 1.00 0.45 0.45 0.07 1.52 1.52 $54.55 $54.55

99487 1.00 1.55 0.41 0.06 2.61 1.47 $93.67 $52.76

99489 0.50 0.78 0.21 0.03 1.31 0.74 $47.02 $26.56

After the tooth fairy has made a few visits to your home, 

you might notice that your child’s pearly smile doesn’t 

seem as white now that she has a few more adult teeth. 

This is because the top layer (enamel) of baby teeth is 

thinner and whiter than the enamel of adult teeth. 

Over-the-counter tooth whitening products such as whiten-

ing strips, trays and gels have exploded in popularity in recent 

years. But should children use them?

Pediatric dentists usually do not suggest bleaching until all 

baby teeth have fallen out. If using at-home bleaching products, 

parents should read the product label for recommended ages 

and instructions.

Dark teeth can be caused by colas, dark juices, popsicles, 

coffee and other foods. A single dark tooth could be the result 

of an injury to the tooth, tooth decay or cavities. 

Children should visit a dentist for a routine checkup and 

cleaning every six months, according to the American Academy 

of Pediatrics. There, they can talk about whitening treatments.

“I tell parents to hold off decisions about bleaching (until) after 

age 14, because all the baby teeth are gone by then and the adult 

teeth are fully erupted,” said Martha Ann Keels, D.D.S., Ph.D. 

She suggests starting with an at-home kit with a low amount 

of bleach. “It is important to pay attention to the side effects 

and stop bleaching if the teeth start to be sensitive or the gums 

become irritated,” she said.  

A dentist should examine an injured tooth that has turned 

dark or teeth with white spots and decide if in-office bleaching 

would work better than at-home products, she said. 

Before your child uses whitening products to improve how 

her teeth look, remember that the tooth color difference won’t 

be as noticeable when all her adult teeth come in. 

“Once all the baby teeth are out, then the contrast with white 

color is gone and the permanent teeth do not look so yellow,” 

said Dr. Keels. “I try to encourage accepting natural beauty 

over bleaching.”

Find more oral health tips for children at http://bit.ly/2j5o86m.

— Trisha Korioth

AAP News  Parent Plus

© 2017 American Academy of Pediatrics. This Parent Plus may be freely copied and distributed with proper attribution.

INFORMATION FROM YOUR PEDIATRICIAN

Consider child’s age before trying tooth whitening products
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by Scott H. Sicherer, M.D., FAAP

A new report from The National Academies of Sci-

ences, Engineering and Medicine provides a roadmap 

to improve the care of those with food allergies.

Titled Finding a Path to Safety in Food Allergy: Assess-
ment of the Global Burden, Causes, Prevention, Manage-
ment, and Public Policy (www.nationalacademies.org/

FoodAllergies), the report includes recommendations 

on food allergy diagnostics, prevention, education of 

various stakeholders, emergency and daily manage-

ment, allergen labeling and development of policy 

guidelines for a variety of settings to improve safety.

Supported by three federal and eight nonfederal 

sponsors, the guidance is the product of a study by a 

committee of 15 international experts considering a 

vast array of issues in the field.

Most of the recommendations directly or indirectly 

affect pediatricians in their management of food aller-

gy. For example, current allergen food labeling practices 

can be confusing for families. Allergens such as sesame 

are not included in current laws, foods such as lychee 

are considered nuts (it is a fruit) and advisory labeling 

(i.e., “may contain”) is ambiguous and unregulated.

The report calls for action to improve labeling based 

on a scientific standard. It also identifies numerous 

areas that require further research, especially on preva-

lence, diagnostics, quality-of-life issues and treatments.

Of note, the committee recommended that various 

stakeholders, including the American Academy of Pedi-

atrics, update guidelines on diagnosis, prevention and 

management of food allergy. Following is a summary 

of some of the areas in the report that are pertinent to 

pediatrics, along with how the AAP has been and will 

continue to be involved in these issues.

Diagnosis

The report recommends that physicians use evi-

dence-based, standardized procedures as the basis for 

food allergy diagnosis and avoid unproven procedures 

(e.g., applied kinesiology, immunoglobulin G panels, 

electrodermal testing). 

The AAP clinical report Allergy Testing in Childhood: 

Using Allergen-Specific IgE Tests (http://bit.ly/2hg3dvK) 

is related to this topic.

Prevention

The report recommends that clinical practice guide-

lines provide clear evidence regarding the timing of in-

troduction of allergens related to prevention strategies. 

The Academy had representation on a recent expert 

panel describing early introduction of peanut as a mo-

dality of peanut allergy prevention (Togias A, et al. J 

Allergy Clin Immunol. 2017;139:29-44). (See article on 

page 1.) The Academy also is updating a 2008 clinical 

report on atopy prevention (http://bit.ly/2hwkhOK).

Training

The report encourages training of various stakehold-

ers such as medical students, residents and other health 

care providers on food allergy and anaphylaxis manage-

ment, including through professional organizations. 

Of note, the AAP National Conference & Exhibi-

tion, various online programming and other educa-

tional initiatives have included and will continue to 

include food allergy.

Anaphylaxis management

The committee recommended that health care pro-

viders and others use intramuscular epinephrine in all 

infants, children and adults as a first line of emergency 

management for episodes of food allergy-induced ana-

phylaxis. It also recommended that the Food and Drug 

Administration evaluate the need for, and, if indicated, 

industry should develop an auto-injector with 0.075 

milligrams of epinephrine specifically designed for use 

in infants. 

In a 2007 clinical report (http://bit.ly/2gROVhK) 

and two clinical reports coming in 2017, the Academy 

provides guidance to clinicians regarding the indica-

tions of using and prescribing self-injectable epineph-

rine and for dosing, including recognizing that fixed-

dose auto-injectors are lacking for infants who weigh 

7.5 kilograms or less.

Safety in various settings

The committee recommended that stakeholders, 

including advocates such as the Academy, participate 

in a task force to address emergency management and 

prevention strategies for venues such as schools, early 

care centers and transportation such as airplanes. 

The Academy has been committed to these issues, 

and recently resolutions were submitted at the Annual 

Leadership Forum regarding availability of epinephrine 

on airplanes. In addition, the Academy produced a 

clinical report on food allergy management in schools 

(http://bit.ly/2hqm9G2) and provided input on the 

Centers for Disease Control and Prevention’s Volun-
tary Guidelines for Managing Food Allergies in Schools 
and Early Care and Education Programs (http://bit.

ly/2gEQy4z).

In summary, this landmark report provides numer-

ous avenues for pediatricians to bring the recommen-

dations to bear to improve health and safety for their 

patients.

Disclaimer: The author is responsible for the con-

tent of this article, which does not necessarily represent 

the views of the National Academies of 

Sciences, Engineering, and Medicine, 

their committees, or convening bodies.

Dr. Sicherer is past chair of the AAP 
Section on Allergy and Immunology Ex-
ecutive Committee.

Report offers guidance on diagnosing, managing food allergies

ANNOUNCEMENT

2017 CERTIFYING EXAMINATIONS OF THE AMERICAN BOARD OF PEDIATRICS

111 SILVER CEDAR COURT, CHAPEL HILL, NC 27514-1513

Telephone: 919-929-0461  Website: www.abp.org

 

All applicants for certifying examinations must complete applications online during the registration periods. Registering 
during late registration requires payment of a late fee. The requirements for online applications may be found on the American 

Board of Pediatrics’ (ABP) website (www.abp.org), or may be obtained by contacting the ABP. Additional information including 

eligibility requirements and registration dates may also be found on the ABP website.

GENERAL PEDIATRICS EXAMINATION: Oct. 16–18, 2017

Registration: Jan. 18, 2017 – April 3, 2017

Late Registration: April 4, 2017 – May 15, 2017

SUBSPECIALTY EXAMINATIONS:

•   Pediatric Rheumatology Examination: March 29, 2017

•   *Pediatric Emergency Medicine Examination: April 3, 2017

•   Developmental-Behavioral Pediatrics Examination: April 4, 2017

•   Pediatric Hematology-Oncology: April 6, 2017

•   **Sports Medicine Examination: July 11-15, 2017

•   Child Abuse Pediatrics Examination: Nov. 2, 2017

•   Pediatric Endocrinology Examination: Nov. 8, 2017

•   Pediatric Infectious Diseases Examination: Nov. 14, 2017

•   Pediatric Gastroenterology Examination: Nov. 15, 2017

•   *** Sleep Medicine Examination: Nov. 20, 2017

•   Regular Registration: Feb. 1, 2017 – April 3, 2017

•   Late Registration: April 4, 2017 – May 1, 2017

*The ABP, in collaboration with the American Board of Emergency Medicine (ABEM), offers a certificate in Pediatric Emer-

gency Medicine. 

**The ABP, in collaboration with the ABEM, the American Board of Family Medicine (ABFM), and the American Board of 

Internal Medicine (ABIM), offers a certificate in Sports Medicine. 

*** The ABP, in collaboration with the ABIM, the American Board of Otolaryngology (ABOto), and the American Board of 

Psychiatry and Neurology (ABPN), offers certification in Sleep Medicine.

All applicants for the Sports Medicine, Sleep Medicine and Pediatric Emergency Medicine Certifying Examinations must 

apply through the Board in which they hold their primary certification. Registration dates may differ for each Board.

A new comprehensive report aimed at improving the 

care of those with food allergies calls for action to 

improve food labeling and identifies areas that re-

quire further research.
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by Trisha Korioth • Staff Writer

Umbilical cord clamping should be 

delayed in term and preterm infants 

due to several health benefits, accord-

ing to AAP-endorsed guidance from the American 

College of Obstetricians and Gynecologists (ACOG). 

Released Dec. 21, Delayed Umbilical Cord Clamping 
After Birth (http://bit.ly/2j8VkcP) is an update to a 

2012 ACOG committee opinion.

The new guidance, which was published in  

Obstetrics and Gynecology in January, “recommends a 

delay in umbilical cord clamping in vigorous term and 

preterm infants for at least 30-60 seconds after birth.” 

It cites several benefits to term and preterm infants, 

and the position concurs with recommendations from 

several organizations. 

The Academy previously supported the ACOG rec-

ommendation to delay clamping for preterm infants. 

In 2015, the Neonatal Resuscitation Program issued 

guidelines recommending delayed cord clamping for 

at least 30-60 seconds for most babies born at term 

or preterm (http://bit.ly/2h3Tji1). The World Health 

Organization recommends that the umbilical cord not 

be clamped earlier than one minute after birth for term 

and preterm infants. 

“While there are various recommendations regarding 

optimal timing for delayed umbilical cord clamping, 

there has been increased evidence that shows that the 

practice in and of itself has clear health benefits for both 

preterm and term infants,” Maria A. Mascola, M.D., 

lead author of the committee opinion and ACOG li-

aison to the AAP Committee on Fetus and Newborn, 

said in a news release. “And, in most cases, this does not 

interfere with early care, including drying and stimu-

lating for the first breath and immediate skin-to-skin 

contact.”

According to the new committee opinion:

•   Delayed clamping in term infants increases hemo-

globin levels at birth and improves iron stores for 

several months after birth, which may favorably 

affect infant development.

•   For preterm infants, delayed clamping may im-

prove transitional circulation and help increase red 

blood cell volume. It also reduces the need for 

blood transfusions and the incidence of necrotiz-

ing enterocolitis and intraventricular hemorrhage.

•   Delayed cord clamping could lead to a slight 

increase in cases of jaundice that would require 

phototherapy in term infants. ACOG urges the 

adoption of mechanisms to monitor and treat 

neonatal jaundice.

Delayed clamping does not put mothers at greater 

risk of postpartum hemorrhage, the committee not-

ed. However, immediate clamping is necessary in cases 

of maternal hemorrhage or hemodynamic instability, 

abnormal placentation or if there is a need for imme-

diate resuscitation of the infant or if infant placental 

circulation is not intact.

More research is needed on the benefits of umbil-

ical cord milking, according to the committee opin-

ion. This practice of rapidly transferring umbilical cord 

blood to the infant is used when a delay in umbilical 

cord clamping after birth is not possible. 

Families considering cord blood banking will require 

counseling on the benefits of transfusion at birth vs. 

banking for future use, the committee wrote. Delayed 

cord clamping makes it less likely that donation and 

banking criteria are met.

“The ability to provide delayed umbilical cord 

clamping may vary among institutions and settings,” 

the committee wrote. “Decisions in those circumstanc-

es are best made by the team caring for the mother-in-

fant dyad.”

AAP backs delayed umbilical cord cutting for term, preterm infants

While there are many known benefits to delaying 

umbilical cord clamping for at least 30-60 seconds, 

more research is needed on the benefits of umbilical 

cord milking, according to AAP-endorsed guidance 

from ACOG.
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Mastering  the Media

by Donald L. Shifrin, M.D., FAAP

Over 2,000 years ago, Greek mathematicians pos-
tulated that the shortest distance between two points 
is a straight line. Although present-day scholars may 
quibble about that theory, there exists an applicable 
corollary for media-savvy doctors wishing to connect 
more effectively with interviewers: If you desire to 
implant your core message, known by communica-
tors as a SOCO (single overriding communication 
objective), firmly in the listener’s memory, look no 
further than mastering the art of the sound bite. 

Reporters love sound bites because they often 
make great headlines, as well as enhance their story. 
The public quotes them because they’re memorable. 
And you will benefit because they are a potent de-
livery system for your media messages.

Think of sound bites as the gift that keeps on giv-
ing — an opportunity to have your communication 
intent continue long after the initial interview. 

Their purpose is simple: leave viewers or readers 
with a verbal image that reinforces what you said 
and, more importantly, why you said it. 

Here are some hints to create a tasty (and tasteful) 
sound bite:

•   Less is more: Keep it to one or two sentences.
o   All screens teach, but are they teaching your 

family’s values? 
o   Pediatricians first and foremost are child-

health advocates.
o   The buck stops here. Trust but verify.

•   Express a consistent viewpoint after you have 
detailed what and why.
o   Fever is a child’s friend. Respect it but do 

not fear it.
o   Children’s vaccines are safe and effective.

•   Avoid bombastic bites: They guarantee airtime 
but will reflect poor judgment.

o   Any family who chooses not to vaccinate is 
not welcome in our practice.

o   Not vaccinating children is equivalent to 
child abuse.

•   Be specific and insightful: You can utilize con-
trast as well as paradox to paint a verbal picture 
for the audience.
o   We need to put a stop to seven children and 

teens dying every day from gun violence.
o   It is a tragedy that one out of every five Amer-

ican children lives in poverty.
•   Use metaphors and similes: Make sure to dis-

close your message immediately after the bite.
o   Children are not small adults. They have 

unique health needs.
o   Teens need parents to have their backs, not 

be constantly peering over their shoulders.
o   Treating obesity is like playing whack-a-

mole… 
o   Fighting the belief that vaccines cause autism 

is like killing zombies. No matter how much 
research has killed this concept, it keeps being 
resurrected to walk among us again.

Like toddlers, child advocates have to use passion 
and persistence to communicate effectively what all 
children and teens need.

Here are a few more “spices” to mix into your 
sound bite recipe: 

•   Rule of threes: This is almost 100% inviolate.
o   Violence is now viewed as normalized, glam-

orized and desensitized on screens.
o   Children’s attention issues are underdiag-

nosed, over diagnosed and misdiagnosed.
o   Our mandate for concussion prevention is 

education, observation and preservation. 
•   Contrasts and paradoxes: These invite fol-

low-up questions.
o   Substance abuse: It can start with just one pill.
o   School phobia can start at home.
o   B.E.D. does not stand for “bring electronic 

devices.”
o   Children can’t vote, but they can suffer.

•   Include an “ask” or something you want: This 
is always a good empathetic/emotion-laden 
ending to complete your message.
o   Do we have the political will to … e.g., pass 

legislation that will benefit our children?
o   Why is it that … e.g., every year pediatricians 

have to come before the legislature to pass 
common sense automobile restraint laws?

•   Rhyming: These can be golden, but be careful. 
o   Famous example: “If it doesn’t fit, you must 

acquit.”
o   What a kid needs are more reads.
o   Breast is best.
o   Back to sleep is the best to sleep.
o   Infants need more laps than apps. (Thank you 

to Dimitri Christakis, M.D., M.P.H., FAAP, 
who authored this gem.)

•   Avoid sloganizing if possible: Vague gener-
alizations and slogans can leave off the “why 
and how.” They can disconnect you from your 
enduring message.
o   Children are the future.
o   Pediatricians know what’s best for kids.

•   Invoke the Academy for heavier sound bites:
o   AAP research and policies guide us to the 

optimal care of children and teens. 
o   My final message today is that the Amer-

ican Academy of Pediatrics wants parents 
to know… is strongly recommending… is 
focusing on this issue because…

Crafting sound bites is not a paint-by-numbers 
project. Like any media skill, consider this well-worn 
rhetorical question, “How do you get to Carnegie 
Hall? Practice, practice, practice!” Give your partner, 
spouse and friends a chance to weigh in. 

Finally, make sure that, unlike a 
dog, your “bark” leads to a favorable 
“bite.”

Dr. Shifrin is past chair of the AAP 
Council on Communications and  
Media Executive Committee.

Chew on this: Sound bites can help  
your child health messages live on

Brief media messages that invoke AAP policy make 

an enduring impact.

Eighth-graders’ illicit drug use 
is at its lowest rate since 1991, and 
fewer teens are using substances 
such as marijuana, alcohol, tobacco 
and some prescription medications, 
according to an annual survey from 
the National Institute on Drug Abuse and University 
of Michigan.

The 2016 Monitoring the Future survey measured 
drug, alcohol and cigarette use and related attitudes 
of 45,473 students from 372 public and private 
schools. 

Marijuana use in the past month dropped signifi-
cantly among eighth-graders to 5.4%, but has re-
mained relatively stable among 10th- and 12th-grad-
ers. In states with medical marijuana laws, however, 
12th-graders had a higher rate of use. Marijuana 
edibles also were more popular among teens living in 
states where medical marijuana is legal, according to 
the survey. For example, about 40% of 12th-graders 

consumed marijuana in food in states 
with medical marijuana laws vs. 28% 
in other states. 

Alcohol use has declined, and the 
rate of teens who reported having been 
drunk is the lowest in the survey’s his-

tory. Alcohol, which many teens report is easy to 
get, is the most used substance by teens, and more 
than half of 12th-graders reported having used it in 
the past year. But binge drinking (described as five 
or more drinks in a row in the last two weeks) is 
declining among all grades. 

Use of e-cigarettes by high school seniors also 
dropped from 16.2% in 2015 to 12.4%. Marijuana 
and e-cigarettes have surpassed tobacco cigarettes in 
popularity among teens. 

The survey has tracked substance use by 12th-grad-
ers every year since 1975, and added eighth- and 
10th-graders in 1991. Read more at www.monitor 
ingthefuture.org.

Annual survey finds youth substance use mostly declining
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by Jonathan M. Fanaroff, M.D., J.D., FAAP

Pediatricians often are asked 
to care for children when 
the parent is not present. In 
nonurgent situations, the pe-
diatrician can take a number of practical steps 
to maximize their patients’ access to care while 
minimizing liability exposure. 

These steps are discussed in the AAP clinical 
report Consent by Proxy for Nonurgent Pediatric 
Care from the AAP Committee on Medical 
Liability and Risk Management. The report, 
a revision of a 2010 clinical report, is avail-
able at http://dx.doi.org/10.1542/peds.2016-
3911 and is published in the February issue 
of Pediatrics. 

The report makes the following recommen-
dations for pediatricians:

•   Determine whether the practice will see 
minor patients without a parent or guardian 
present. It usually is best if all physicians within 
the practice adopt the same policy; otherwise, 
problems can occur during coverage situations.

•   If the practice decides not to provide nonurgent 
care to patients without a parent or guardian 
present, then the office policy and an informa-
tion sheet explaining it should be provided to 
patients and their parent or guardian.

•   If the practice decides to provide nonurgent care 
to patients accompanied by someone other than 
their parent or guardian, it should establish a 
policy and procedural guide for the office as 
well as a patient information sheet that explains 
the policy.

•   It is advisable to create a template consent form 
to be used in cases in which individuals other 
than the parent or guardian may be expected 
to accompany a child to the office. The report 
suggests a number of items to include. 

•   The proxy relationship should be verified and 
documented periodically. Additionally, when 
the office or pediatrician does not know the 
proxy personally, photo identification, such as 
a driver’s license, may be required.

•   Establish an office procedure for providing and 
documenting informed consent for proxies with 
limited English proficiency (LEP), hearing im-
pairment or limited health literacy. Similarly, 
information sheets related to office policies 

should be accessible for proxies with LEP and 
limited health literacy.

•   Pediatricians need to be aware of state and fed-
eral laws that affect the ability to give consent 
by proxy (see www.plol.org). Additionally, it 
is advisable to have legal counsel review office 
policy and supporting documents to promote 
compliance with applicable laws.

•   It is recommended that informed consent, 
including consent by proxy, be included in 
residency training and continuing medical 
education. Such educational efforts have been 
effective in improving knowledge and attitudes 
about informed consent.

•   When in doubt about informed consent in a 
proxy situation, pediatricians should use dis-
cretion in deciding whether to treat and should 
base the decision on the child’s best interests.

Most important is for the pediatrician to recognize 
and distinguish between appropriate and inappro-
priate proxy consent. It is perfectly appropriate to 
perform a rapid test for Group A streptococcal infec-
tion in a patient with a sore throat with consent by 
proxy. It would be inappropriate, on the other hand, 
to perform genetic testing for Huntington disease.

Dr. Fanaroff is lead author of the clin-
ical report and chair of the AAP Com-
mittee on Medical Liability and Risk 
Management.

How to minimize liability when providing
nonurgent care in parent’s absence

from the AAP Division of Quality

The Academy is working to ensure that quality 
measures reflect the unique nature of care for chil-
dren and demonstrate the value of care provided by 
pediatricians. To that end, the Academy has part-
nered with the National Quality Forum (NQF) to 
ensure the interests of children are at the forefront 
of the national dialogue about quality measurement. 

The NQF is a nonprofit, nonpartisan member-
ship organization focused on improving health care. 
It may be most well-known for its evidence-based 
measure endorsement, which is considered the gold 
standard in health care quality measurement. NQF 
reviewed and endorsed many of the measures famil-
iar to pediatricians, including numerous Healthcare 
Effectiveness Data and Information Set (HEDIS) 
measures and most of the measures in the Children’s 
Health Insurance Program Reauthorization Act 
(CHIPRA) Core Set. To date, NQF has endorsed 
over 300 quality measures, which are used in a va-
riety of federal, state and private quality programs.

To review all measures submitted for consider-

ation, NQF convenes standing 
committees to focus on specific 
topic areas. These committees are 
comprised of subject matter ex-
perts from a variety of medical, al-
lied health and health policy fields. 
For the last four years, Thomas K. 
McInerny, M.D., FAAP, past AAP 

president (2012-’13), has served as co-chair on the 
NQF Health and Well-Being Project, which reviews, 
evaluates and make recommendations regarding en-
dorsement of quality measures that address popu-
lation health. 

At the end of 2016, the Health and Well-Being 
Standing Committee completed its review and rec-
ommendations for 23 quality measures. The com-
mittee recommended 15 for endorsement, four of 
which included or directly impacted pediatric pop-
ulations:

•   childhood immunization status,

•   preventive care and screening: influenza im-
munization,

•   influenza vaccination coverage among health 
care personnel and

•   preventive care and screening: influenza immu-
nization (e-measure).

As a member of NQF, the Academy participates in 
public comment opportunities that include quality 
measures specific to, or that directly impact, pedi-
atric populations. The Academy also votes on the 
standing committees’ final recommendations for en-
dorsement. As of December 2016, over 30 FAAPs 
had been appointed to standing committees for 
about 20 different NQF projects. 

Dr. McInerny

AAP keeps children at forefront of dialogue on quality measures

RESOURCES
•   National Quality Forum (NQF) website, http://bit.

ly/2iG55hT

•   NQF Health and Well-Being Project, http://bit.ly/2jfaDB8

•   NQF Draft Report for Voting, http://bit.ly/2ig9oxl

It is imperative that pediatricians recognize and distinguish 

between appropriate and inappropriate proxy consent in 

nonurgent care, according to a new AAP clinical report.
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by Seema Menon, M.D.

Adolescents have the right to con-
fidential care when seeking abortion 
services, according to a position re-
affirmed by the Academy in an up-
dated policy statement.

The stance is in line with other professional 
medical societies such as the American Medical 
Association, the Society for Adolescent Health and 
Medicine, the American Public Health Association 
and the American College of Obstetricians and Gy-
necologists. 

The Adolescent’s Right to Confidential Care When 
Considering Abortion, from the Committee on Ad-
olescence, is available at http://dx.doi.org/10.1542/
peds.2016-3861 and is published in the February 
issue of Pediatrics.

Effects of state policies 

Since 2011, states have been enacting more re-
strictive policies on abortion services than seen in 
previous decades. In 2015, 38 states required pa-
rental involvement in a minor’s decision to have an 
abortion. The Supreme Court has declared it to be 
constitutional for states to develop their own man-
datory parental notification laws for minors seeking 
abortion services provided a judicial bypass process 
is in place. 

The mandatory parental notification law is rooted 
in preservation of family communication and in the 
physical and emotional well-being of adolescents. 
However, research has shown that these laws have 
the opposite effect. Minors, particularly younger ad-
olescents, are likely to involve a trusted adult when 
seeking abortion services regardless of whether a state 
law mandating parental notification is in place. Ad-

olescents choosing not to involve parents do so be-
cause of their ability to accurately predict a family 
crisis stemming from severe anger and rejection. 

It also has been found that the proportion of 
adolescents seeking abortion services in the sec-
ond trimester has increased in several states where 
mandatory parental notification laws are in place. 
Rather than having a beneficial health impact, these 
laws may delay care, leading to a second trimester 
procedure that not only is more medically complex, 
but also associated more with psychological sequelae 
compared to abortion services in the first trimester. 

While the judicial bypass process may seem to be a 
reasonable compromise, adolescents find this process 
to be an obstacle in accessing health care. This pro-
cess has been described as burdensome, humiliating 
and stressful. Importantly, it has been found that 
adolescents often are not made aware of this process 

in states requiring mandatory parental notification. 
Concerns related to adolescent decision-making 

ability often are questioned when considering the 
need for mandatory parental involvement. Cur-
rently, laws allow adolescents to make independent 
medical decisions during pregnancy and for their 
children. The policy statement points out, therefore, 
that it is consistent to protect the right of adoles-
cents to seek abortion services confidentially, with-
out mandatory parental notification.

The Academy advocates a strong family relation-
ship and holds the belief that parents generally act 
in the best interest of their children.

Recommendations

•   Adolescents have the right to confidential care 
when considering abortion services.

•   Health care professionals are in a position to 
facilitate family communication and should 
strongly encourage a pregnant adolescent to 
seek guidance from a trusted adult when con-
sidering all pregnancy options.

•   Concern for incest or abuse should be raised 
when a younger adolescent resists parental in-
volvement when seeking abortion services.

•   It ultimately is the pregnant adolescent’s right 
to decide who should be involved in the deci-
sion-making process and what the outcome of 
the pregnancy will be.

Dr. Menon, lead author of the policy, 
is the liaison from the North American 
Society for Pediatric and Adolescent 
Gynecology to the AAP Committee on 
Adolescence.

AAP reaffirms adolescents’ rights to  
confidential care when seeking abortion

by Richard Lander, M.D., FAAP

One aspect of AAP private payer advocacy is to 
review insurance carrier policies to ensure they cover 
recommended pediatric services and provide pay-
ment to primary care and subspecialty pediatricians. 
Such review is not an endorsement of a carrier’s pol-
icy but an opportunity to advise the carrier on the 
policy’s impact on pediatrics and pediatricians. 

The policy is shared with the appropriate AAP 
council, committee or section for review, and feed-
back then is forwarded to the carrier. When a carri-
er’s policy is not in alignment with AAP recommen-
dations, the reviewing group recommends a response 
from the Academy. 

The Academy has facilitated review of the nation’s 
largest private carriers’ clinical policies to incorpo-
rate pediatric perspective. Recent successes on sub-
specialty pediatric issues include the following: 

•   The AAP Committee on Fetus and Newborn 
and Section on Neonatal-Perinatal Medicine 
developed comments on the UnitedHealthcare 
(UHC) policy on inhaled nitric oxide (INO)  
and had a follow-up conference call with its 

authors. As a result of that discussion, UHC 
revised its policy regarding non-coverage for 
INO in neonates born at less than 34 weeks. 

•   Based on input from the AAP Section on Car-
diology and Cardiac Surgery, Anthem revised its 
policy on implantable cardioverter defibrillators 
to expand the pediatric indications for implan-
tation to include all adult indications consid-
ered medically necessary when criteria are met. 

•   Members of the AAP Section on Otolaryn-
gology–Head and Neck Surgery provided clar-
ification and peer-reviewed published reports 
supporting digital sound processing for certain 
types of hearing loss and urged Anthem and the 
Blue Cross Blue Shield Association to provide 
appropriate benefits coverage. In light of the 
information provided, clarifications on medical 
necessity for bone conducted hearing loss were 
included in policy templates.

•   The AAP Section on Urology worked with the 
AAP Private Payer Advocacy Advisory Com-
mittee (PPAAC) to develop appeal letter tem-
plates for its members to advocate for benefits 
coverage for biofeedback therapy for lower uri-
nary tract dysfunction, testicular prostheses and 

treatment with Deflux for children 
with vesicoureteral reflux. The tem-
plates are available at http://www2.
aap.org/sections/urology/.

Dr. Lander is chair of the AAP Private 
Payer Advocacy Advisory Committee.

Subspecialists benefit from AAP private payer advocacy

RESOURCES
•   PPAAC is available to work with chapters, councils, 

committees and sections on private payer coverage 

and payment issues. For more information, contact Lou 

Terranova, in the AAP Division of Health Care Finance, 

at 847-434-7633 or lterranova@aap.org. 

•   To assist in private payer advocacy, AAP members are 

urged to report any carrier concerns using the Hassle 

Factor Form at http://bit.ly/2iEbnPT.

Pediatricians should strongly encourage a pregnant 

adolescent to seek guidance from a trusted adult 

when considering all pregnancy options.
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by Raeford E. Brown Jr., M.D., FAAP,  

and Rita Agarwal, M.D., FAAP

The Academy has coordinated a response to a recent 

Food and Drug Administration (FDA) warning that 

cautions health care practitioners about the possibility 

of developmental problems associated with repeated or 

prolonged use of anesthetics in children younger than 3 

years of age. The agency is requiring warning labels on 

all anesthetic agents and sedatives, including propofol, 

midazolam and all volatile anesthetic agents.

An FDA Drug Safety Communication highlights 

the abundant animal data from more than a decade 

concerning suspected toxicities when these agents are 

used during surgeries or procedures lasting longer than 

three hours or when administered multiple times to 

children younger than 3 and pregnant women in their 

third trimester. Laboratory studies of multiple species, 

including primates, demonstrate that prolonged use 

and multiple anesthetics or sedations have been asso-

ciated with developmental anomalies of cognition and 

memory and cell death in the developing brain. 

The findings cited in the warning are not new. They 

have been discussed by three FDA advisory committees 

since 2007. However, concerns have arisen recently 

that not all practitioners using these medications for 

sedation or surgical anesthesia in children are aware of 

these findings, reducing their ability to make informed 

decisions concerning the risks and benefits of proce-

dures requiring sedation or anesthesia. In addition, lack 

of awareness reduces the clinician’s ability to educate 

families and get informed consent. 

The Academy, led by the Section on Anesthesiology 

and Pain Medicine and the Committee on Drugs, co-

ordinated a response that aimed to place this warning 

in the perspective of recent controlled trials in humans 

and multiple epidemiological studies of large homoge-

neous populations. These studies demonstrate no de-

velopmental problems in children exposed to a single, 

short anesthetic or sedation. 

The response cautions parents and clinicians of the 

risks of delaying needed surgery and diagnostic proce-

dures. Until additional information is available from 

the many ongoing studies in animals and humans, par-

ents and providers should weigh the risks and benefits 

of each contemplated procedure prior to proceeding.

In addition to the Academy, numerous other profes-

sional organizations endorsed the response, including 

the American Society of Anesthesiologists, the Interna-

tional Anesthesia Research Society, Society for Obstet-

ric Anesthesia and Perinatology, Society for Pediatric 

Anesthesia, Congenital Cardiac Anesthesia Society, Pe-

diatric Anesthesia Leadership Council and the Society 

for Pediatric Pain Medicine. 

Dr. Brown is chair-elect 
and Dr. Agarwal is chair 
of the AAP Section on 
Anesthesiology and Pain 
Medicine Executive Com-
mittee.

RESOURCES
•   AAP response to the FDA Drug Safety Communication, 

http://bit.ly/2ieMkPz

•   FDA Drug Safety Communication, http://bit.ly/2ieL3YQ

AAP responds to FDA warning on anesthesia use in children

Dr. Brown Dr. Agarwal

from the AAP Department of Community,  

Chapter and State Affairs

AAP chapters are engaging pediatric residents in 

advocacy and leadership opportunities, increasing the 

likelihood of retaining trainees as members throughout 

their careers.

Following are some of the strategies chapters are us-

ing to engage residents.

Advocacy in action

The Mississippi Chapter involved residents in its 

summer enrichment program, Ground Zero: Twenty 

Days in the Delta. The program addressed food in-

security, literacy, nutrition, physical activity, asthma 

education and management, and access to care in an 

impoverished community in the Mississippi Delta. 

Community involvement and sustainability were ma-

jor components of the effort. 

Through an AAP Healthy People 2020 grant, the 

program educated children on nutrition, healthy 

food choices and cooking strategies. It also increased 

awareness of summer school meal programs for chil-

dren in need. Mississippi Chapter resident members 

volunteered during the event, where 855 meals were 

prepared and served to local children. 

The Mississippi Chapter also holds a Capitol Day 

for residents to gain legislative advocacy experience, 

including a role-playing opportunity with retired pe-

diatricians portraying immunization-hesitant parents.

Preparing future leaders

For over a decade, the Nebraska Chapter has been 

providing practical resources and career support to 

residents. The chapter hosts a one-day retreat for sec-

ond-year residents, offering sessions not typically cov-

ered in school curricula. Speakers lecture on medical 

malpractice, quality improvement, choosing a practice 

type, building a CV, interviewing tips, contract nego-

tiation and financial planning.

In addition, the chapter designed programming to 

enhance residents’ experience at its annual and fall 

meetings in 2015. As a result, more than 25 residents 

and medical students (approximately 56% of resident 

membership) attended the meetings. 

The chapter also encourages residents to assume 

leadership positions on the executive committee and 

other committees, and to attend events offering free 

continuing medical education (CME). 

The chapter saw a 6% increase 

in resident membership from 2014 

to 2015. 

“Resident engagement has been 

one of the chapter’s top priorities,” 

said chapter President Arwa Na-

sir, M.D., FAAP. “In addition to 

the Resident’s Retreat, free CME 

and AAP Legislative Conference 

sponsorship we provide, our state’s chief residents are 

ex officio chapter board members and participate in 

meetings, phone conferences and emails related to the 

business and advocacy efforts of the chapter.”

Member benefits focused on residents

Some chapters create benefits uniquely designed for 

residents. 

California Chapter 3 presents an annual Resident 

of the Year award and funds two $50 resident book 

awards on a monthly basis. 

In West Virginia, the chapter holds a yearly Resident 

Research Competition, and the top four abstracts (two 

original research and two case reports) are presented 

orally at the chapter’s spring meeting. 

The Kentucky Chapter provides toolkits to graduat-

ing residents that show the value of AAP membership 

and emphasize the importance of national and chapter 

membership.

Ongoing engagement of residents

Many chapters cite resident outreach as an ongoing 

recruitment priority as well as a retention challenge. 

Some chapters provide resident membership at little 

or no cost, pay all or a portion of national AAP resi-

dent dues, or offer free attendance 

at the AAP National Conference & 

Exhibition. 

“Chapters that offer valuable ben-

efits to trainees on an ongoing basis 

are building stronger relationships 

with them in the long term,” said 

Christian D. Pulcini, M.D., M.Ed., 

M.P.H., chair of the AAP Section on 

Pediatric Trainees. “These efforts are appreciated and 

will ensure that trainees stay involved and engaged with 

the AAP at every level.”

RESOURCES
•   For more information, contact Allison Buckley, in the 

AAP Division of Chapter and District Relations, at 847-

434-7892 or abuckley@aap.org.

•   Find chapter websites at http://bit.ly/2ie2UA3.

Chapters  Views and News

Chapters prioritize resident engagement, involvement opportunities

Dr. Pulcini

Dr. Nasir
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Health  IT Trends

by Christoph U. Lehmann, M.D., FAAP

Over the last seven years, the AAP Child Health 
Informatics Center (CHIC) has played a major role 
in improving the landscape for pediatricians and 
other health care providers who use health infor-
mation technology (HIT) as they care for children 
and families.

The CHIC monitors legislation and regulations 
related to the meaningful use of electronic health 
records (EHRs) and HIT; works with government 
agencies; advocates for HIT that benefits children 
and pediatricians; and provides technical assistance.

The Academy launched the CHIC in 2009 to pre-
pare pediatricians for anticipated changes regarding 
HIT and to support the following goals:

•   build awareness of the importance of HIT as 
it relates to improved quality and efficiency of 
pediatric care;

•   advocate for pediatricians’ HIT needs by coordi-
nating and communicating issues at the nation-

al level, including with federal policymakers, 
the Office of the National Coordinator (ONC), 
the Centers for Medicare & Medicaid Services 
(CMS) and HIT vendors;

•   provide resources and education to members 
about EHR adoption and implementation; and

•   support the translation and spread of knowledge 
for integration into electronic formats.

Most recently, the CHIC facilitated a major win 
for a solo New Jersey pediatrician who had received 
meaningful use incentive monies and was being 
audited. In 2016, the practitioner received a no-
tice from the New Jersey Medicaid office claiming 
the practice owed almost $6,000 from meaningful 
use incentives paid incorrectly. The Medicaid office 
threatened to forward the matter to a collection 
agency within 30 days and directed participating 
managed care organizations to forward any pay-
ments for the pediatrician to it instead.

The practice had testified that it met the measure 
requiring provision of electronic copies of medical 

records within three business days to 50% or more 
of patients or caregivers who requested an electronic 
copy. Unfortunately, the practice failed to maintain 
copies of the reports it sent to Medicaid. At audit, 
it reran the report which had been designed (based 
on ONC guidance) to report the measure over the 
whole life of the EHR and not for the reporting pe-
riod. The auditor failed the practice, which triggered 
Medicaid’s recoupment attempt.

The pediatrician turned to her EHR vendor, 
which sought assistance from the CHIC. The CHIC 
reached out to ONC and CMS, which contacted 
New Jersey Medicaid officials and educated them 
that CMS guidance did not support the auditor’s 
view. The pediatrician subsequently was informed 
that she did not have to pay back the meaningful 
use incentive.

The CHIC has had several other major achieve-
ments, including 

•   Development of survey questions and analysis 
of office-based pediatricians’ use and percep-
tions of EHRs in practice. In 2009, 2012 and 
2016, CHIC developed questions for the AAP 
Periodic Survey of Fellows, and survey data have 
informed AAP advocacy, lobbying and educa-
tional efforts.

•   Lobbying for reinstated payments for mean-
ingful use of EHRs. In 2014, Florida stopped 
payments to providers participating in the 
Medicaid EHR Incentive Program (meaningful 
use). Florida Medicaid decided not to request 
additional spending authority for meaningful 
use after 2013, which meant eligible pedia-
tricians and children’s hospitals were going to 
miss out on $70 million in reimbursements to 
support their use of EHRs to care for children. 
The CHIC, in collaboration with the Florida 
Chapter, worked with CMS on a plan to rein-
state meaningful use payments through Florida 
Medicaid.

•   Safer e-prescribing for children. In 2016, the 
National Council for Prescription Drug Pro-
grams approved a proposal from the Academy 
to include patient weight as a standard feature 
of electronic prescriptions for pediatric patients. 
The CHIC and AAP Council on Clinical In-
formation Technology led this effort (see AAP 
News article “Standards group approves AAP 
proposal to include weight on e-prescriptions,” 
http://bit.ly/2i6vbHC).

From federal and state advocacy successes to 
supporting individual pediatricians, the CHIC has 

been a “boots on the ground” force 
for the application of technology to 
make pediatric care more efficient, 
effective and safer. 

Dr. Lehmann is medical director of the 
AAP Child Health Informatics Center. 

The Centers for Disease Control and Preven-

tion (CDC) Guideline for Prescribing Opioids 

for Chronic Pain (https://www.cdc.gov/mmwr/

volumes/65/rr/rr6501e1.htm) helps health care 

providers make informed clinical decisions about 

chronic pain treatment for patients 18 years of 

age and older in primary care settings. The guide-

line is not intended for patients in active cancer 

treatment, palliative care or end-of-life care.

The CDC Opioid Guideline app offers access 

to summaries of key guideline recommendations 

or the full guideline; a motivational interviewing 

(MI) portal to learn about the MI process and re-

view examples of patient-provider dialogues; and 

a calculator that computes total daily opioid dose. 

The app is free and available for both iOS 

(http://apple.co/2iJ33eR) and Android (http://

bit.ly/2iNaZ1f ) devices. 

For more information about the app, guide-

line, and to access training, posters, videos or 

resources, visit the CDC website at https://www.

cdc.gov/drugoverdose/prescribing/app.html.

 

If you would like to share a first-hand experience 

using technology, such as software, program, app, 

widget, etc., to improve patient care or practice 

management, email submissions of 250 words or 

less to Cathleen Guch at cguch@aap.org.

CDC Opioid Guideline app helps with treatment  
decisions for patients 18 years and older
from the AAP Division of Quality

Tech  Tip

Child Health Informatics Center stands up for pediatricians

RESOURCE
Information about the Child Health Informatics Center, 

http://bit.ly/2idOIdF
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Fellows in  the News

Wanda D. Barfield, M.D., 

M.P.H., FAAP, of Atlanta, was 

promoted to assistant surgeon 

general of the U.S. Public Health 

Service. 

Dr. Barfield is director of the 

Division of Reproductive Health 

within the National Center for Chronic Disease Pre-

vention and Health Promotion at the Centers for 

Disease Control and Prevention (CDC). 

She is associate professor of pediatrics at the Uni-

formed Services University of the Health Sciences 

and adjunct assistant professor at Emory University 

School of Medicine. Dr. Barfield’s research has fo-

cused on perinatal morbidity and mortality; early 

child health services utilization; improving access 

to risk-appropriate perinatal services; and advancing 

the quality of women’s maternal and child health 

data for public health action. 

She is the CDC liaison to the AAP Section on 

Neonatal-Perinatal Medicine and Committee on 

Fetus and Newborn.

Juan A. Dumois, M.D., FAAP, 

of St. Petersburg, Fla., received the 

Johns Hopkins Medicine Clinical 

Excellence Physician of the Year 

Award. 

Dr. Dumois is clinical practice 

director for pediatric infectious 

disease and chair of the Division of Infectious Dis-

ease at Johns Hopkins All Children’s Hospital, where 

he is an attending physician. 

He is a member of the AAP Council on Foster 

Care, Adoption and Kinship Care and Section on 

Infectious Diseases. 

Berrin Ergun-Longmire, 

M.D., FAAP, of Toledo, Ohio, 

was named director of the Center 

for Diabetes and Endocrinology 

at Akron Children’s Hospital. 

She most recently served as 

chief of pediatric endocrinology 

and diabetes in the pediatrics department at the 

University of Toledo College of Medicine. Her re-

search has focused on type 1 and type 2 diabetes in 

children. 

Matthew D. Garber, M.D., 

F.H.M., FAAP, of Jacksonville, 

Fla., was selected as the Paul V. 

Miles Fellow in Quality Improve-

ment by the American Board of 

Pediatrics. The award is given to a 

mid-career pediatrician dedicated 

to improving quality of care for children. He was 

chosen for perspectives on quality improvement in 

community-based hospitals, as well as launching and 

sustaining new programs.

Professor of pediatrics at the University of Florida 

College of Medicine and a hospitalist at Wolfson 

Children’s Hospital, Dr. Garber is chair-elect of 

the AAP Section on Hospital Medicine Executive 

Committee. 

He is one of the founders and chair of the Val-

ue in Inpatient Pediatrics (VIP) Network, which is 

part of the AAP Quality Improvement Innovation 

Networks. The VIP Network has grown to include 

projects on urinary tract infections, community-ac-

quired pneumonia, bronchiolitis in the emergency 

department and hospital, and fever in infants.

Amy Groen, D.O., FAAP, of 

Ankeny, Iowa, was named med-

ical director of the new Blank 

Children’s Hospital Pediatric 

Emergency Department. 

She is adjunct assistant profes-

sor at Des Moines University and 

adjunct clinical assistant professor 

at University of Iowa. 

Dr. Groen is a member of the AAP Section on 

Emergency Medicine. She serves as a disaster pre-

paredness co-champion within the Iowa Chapter 

and is the chapter’s representative to the Iowa Trau-

ma System Advisory Council and Iowa Department 

of Public Health Emergency Medicine Services 

Council.

Mona Hanna-Attisha, M.D., 

M.P.H., FAAP, of West Bloom-

field, Mich., was among 11 nom-

inees to be considered for Time 

magazine’s 2016 Person of the 

Year. 

Dr. Hanna-Attisha became a 

public health advocate for children in Flint, Mich., 

who suffered health problems after drinking the 

city’s lead-contaminated water. A pediatrician at 

Hurley Children’s Hospital, she is director of the 

pediatric residency program at Hurley Medical Cen-

ter and assistant professor of pediatrics and human 

development in the College of Human Medicine at 

Michigan State University. 

Gilbert C. Liu, M.D., M.S., 

FAAP, of Louisville, Ky., was 

named medical director of the 

Kentucky Department for Med-

icaid Services in the Cabinet for 

Health and Family Services. He 

also was named endowed chair 

and distinguished scholar in Urban Health Policy 

Research at the University of Louisville, where he is 

associate professor of pediatrics. 

Chair of the AAP Pediatric Leadership Alliance 

planning group, Dr. Liu serves on the Nation-

al Institutes of Health Community Influences on 

Health Behavior scientific merit review panel. He 

also founded the Kentucky Pediatric Alliance for 

Transforming Children’s Healthcare, a learning 

collaborative to improve care quality for publicly 

insured children in the Louisville metro area.

Ellis J. Neufeld, M.D., Ph.D., 

FAAP, of Boston, was named clin-

ical director, physician-in-chief 

and executive vice president of St. 

Jude Children’s Research Hospital 

effective in March.

He most recently was associate 

chief of the Division of Hematology/Oncology at 

Dana-Farber/Boston Children’s Cancer and Blood 

Disorders Center, medical director at Boston Hemo-

philia Center and Egan Family Foundation Chair in 

Transitional Medicine at Harvard.

Dr. Neufeld has researched non-malignant he-

matologic diseases and published on hemophilia, 

thalassemia and immune thrombocytopenia. He 

is a member of the AAP Section on Hematology/

Oncology. 

Frances L. Owen, M.D., 

FAAP, of St. Simons Island, Ga., 

received the Contributions to 

Quality Care of Children and 

Youth with Special Needs Award 

from the Georgia Department of 

Public Health. 

Dr. Owen has a special interest 

in adolescent health, particularly attention-deficit/

hyperactivity disorder. She is in practice with the 

Southeast Georgia Health System. 

Sharon D. Rouse, D.O., 

FAAP, of Jackson, Mich., was 

named chief medical officer at 

the Center for Family Health, a 

federally qualified health center 

that operates seven sites across the 

Jackson area. 

Most recently, Dr. Rouse served as medical su-

pervisor of the pediatrics and family medicine de-

partments at the Center for Family Health. She is 

a former high school science teacher and helped es-

tablish the medical residency program with Henry 

Ford Allegiance Health. 

Submit news of Fellows’ awards, honors and  

appointments, including biographical sketch and  

photo, to Trisha Korioth at tkorioth@aap.org; phone 

800-433-9016, ext. 4791. Please include any  

academic titles and memberships on AAP committees, 

sections or groups that should be listed in the item. 

Publication is at the discretion of AAP News.

Dr. Barfield

Dr. Garber

Dr. Dumois

Dr. Hanna-Attisha

Dr. Liu

Dr. Ergun-Longmire

Dr. Groen

Dr. Neufeld

Dr. Owen

Dr. Rouse
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In  Memoriam

A pediatric pulmonolo-

gist who served as California 

Chapter 2 president from 

2004-’06, Allan S. Lieber-

thal, M.D., FAAP, of Agora 

Hills, Calif., died Dec. 25 at 

age 70. 

Among AAP contributions, 

Dr. Lieberthal was co-chair of the Clinical Prac-

tice Guideline Subcommittee on Bronchiolitis 

Evidence Working Group and chair of the Clin-

ical Practice Guideline Subcommittee on Acute 

Otitis Media. He served as lead author of the 

acute otitis media guideline and co-author of 

the bronchiolitis guideline. He also co-authored 

a policy and technical report on palivizumab pro-

phylaxis for children at risk of hospitalization for 

respiratory syncytial virus infection. 

He was a member of the AAP Steering Com-

mittee on Quality Improvement and Manage-

ment, Council on Quality Improvement and 

Patient Safety, and Committee on Practice and 

Ambulatory Medicine. 

Dr. Lieberthal focused on pediatric pulmo-

nary disease, cystic fibrosis and asthma, serving 

as director of the Kaiser Permanente Southern 

California Cystic Fibrosis Center (1994-’01) and 

chief of pediatrics from 1989-’02. He also was a 

clinical professor of pediatrics at University of 

Southern California Keck School of Medicine. 

He earned his medical degree from the Uni-

versity of Illinois College of Medicine in Chi-

cago and completed his pediatric residency at 

Los Angeles County Hospital and University of 

Southern California Medical Center, where he 

was chief resident. He retired in 2010.

He is survived by his wife, four children and 

six grandchildren.

Dr. Lieberthal, past president of California Chapter 2

Director of the AAP Department of Practice 

who retired in May 2016, Ed Zimmerman, 

M.S., of Wheaton, Ill., died Dec. 31. He was 

60. 

Those who knew him remember him as a 

well-dressed gentleman who also was well-

read. A voracious bookworm, he often would 

gift books to others and urge them to “read 

it forward.” 

“Ed was a kind man with a gentle heart who had a deep love 

for children and passion for the mission of the AAP,” said AAP 

CEO/Executive Vice President Karen Remley, M.D., M.B.A., 

M.P.H., FAAP. “His loss will be felt deeply, but his legacy at 

the AAP will remain.” 

Zimmerman joined the AAP staff in 1990 as a senior health 

policy analyst in the Division of Pediatric Practice. Four years 

later, he became a division director overseeing health care fi-

nance, policy and quality issues. For more than 16 years, he was 

a department director, including over five years as a co-director 

of Practice and Research and 10 years leading the Department 

of Practice. His work included managing quality improvement 

and innovation efforts, patient safety, private payer advocacy, 

accountable care organizations, the periodicity schedule, more 

than 10 clinical practice guidelines, and policies on retail-based 

clinics, circumcision and Medicaid.

He is survived by his partner, Jim Provines, and three brothers.

Zimmerman

Retired AAP department director,  
Ed Zimmerman

Dr. Lieberthal

Richard W. Goldsmith, M.D., FAAP, of Somerville, N.J., died Sept. 29 at age 88.

Stephen F. Kent, M.D., FAAP, of San Rafael, Calif., died Dec. 5 after a year-long battle with polymyositis at age 80.

A.J. Kravtin, M.D., FAAP, of Columbus, Ga., died Dec. 20 at age 94. 

Harvey Seigerman, M.D., FAAP, of Palm Beach Gardens, Fla., died July 28 at age 81.

Irene Shapiro, M.D., FAAP, of New York, died Sept. 29 at age 94.

John Zaontz, M.D., FAAP, of Woodmere, N.Y., died Sept. 29 at age 93.Dr. Kravtin
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Combine a spring break getaway with 

continuing medical education at PREP 

The Course, March 4-8, at the Hilton 

St. Petersburg Bayfront in Florida. 

Attendees can expect a variety of 

educational formats to meet different 

learning styles: lectures, case sessions 

on diagnosis and management, faculty 

panels, visual diagnosis, pre/post-course 

self-assessment bonus, American Board 

of Pediatrics Maintenance of Certifi-

cation (MOC) Part 2 eligible and Hot 

Topics. 

Consider attending if you are inter-

ested in a diverse, intensive format to 

update knowledge and skills and would 

like to have questions answered by ex-

perts in group, case-based sessions. 

Those seeking exam preparation for 

Part 3 of the MOC program or who 

need additional points for Part 2 also 

can benefit.

Highlights and faculty include: 

•   “Renal and Urologic Disorders/

Fluid and Electrolyte Metabolism,” 

with Adam R. Weinstein, M.D., 

FAAP;

•   “Sports Medicine,” with Andrew 

J. Gregory, M.D., FACSM, FAAP;

•   “Cardiology,” with Angela M. Shar-

key, M.D., FAAP; 

•   “Emergency Medicine/Critical 

Care/Injuries and Poisoning,” with 

Brett McAninch, M.D., FAAP; 

•   “Allergy and Immunology,” with 

David R. Stukus, M.D., FAAP; 

•   “Infectious Diseases,” with Dean A. 

Blumberg, M.D., FAAP; 

•   “Hematology and Oncology,” with 

Helge D. Hartung, M.D.;

•   “Adolescent Health/Gynecology/

Substance Abuse,” with Rebekah L. 

Williams, M.D., FAAP, and Oana 

Tomescu, M.D., Ph.D.; 

•   “Developmental/Behavioral Pedi-

atrics,” with Jill J. Fussell, M.D., 

FAAP; and

•   “Respiratory Disorders,” with 

Thomas Lahiri, M.D., FAAP.

Earn up to 38.5 AMA PRA Cate-

gory 1 credits. Register by Feb. 3 for 

early bird rates. Visit https://shop.aap.

org/2017-prep-the-course-st-peters 

burg/ to register. 

CME

For information on AAP continuing 

medical education meeting registration, 

brochures and general meeting details, 

visit http://shop.aap.org/live-activities, 

call 866-843-2271 or email csc@aap.

org. Outside the United States and Can-

ada, call 847-434-4000, option 3.

RESOURCES

Sunshine city, St. Petersburg, Fla., hosts CME over spring break

Upcoming webinars
•   The free Pediatric Care Online we-

binar Infantile Spasms investigates 
the causes and importance of early 
recognition of infantile spasms, as 
well as the epidemiology, etiology, 
outcome and treatment. The dif-
ferences between infantile spasms 
and febrile seizures are addressed. 
To view the 43-minute webinar, 
visit https://pediatriccare.solu 
tions.aap.org/webinars.aspx and 
click “Infantile Spasms.” Learn 
about free-trial subscriptions for 
residents and pediatricians at 
www.aap.org/pcotrial. To sub-
scribe, visit http://shop.aap.org/
Pediatric_Care_Online.

•   Treatment Across the Lifespan for 
Persons with a Fetal Alcohol Spec-
trum Disorder, 4 p.m. ET Feb. 
1 (30 minutes; members: free). 
Visit https://cc.readytalk.com/r/ 
oasrizjpyvj7&eom. 

•   Coding Tips for Integrating 
Mental Health Services into Pri-
mary Care Pediatrics, noon CT 
Feb. 23 (60 minutes; members: 
$134.95). Visit http://aap.org/
webinars/coding.
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New  Fellows

Welcome New Fellows

Congratulations on passing the pediatric board exam! As a member and Fellow of the AAP (FAAP), 

you are part of an exceptional pediatric community. You have access to unmatched opportunities 

for leadership and quality improvement that will positively impact your care of children and take 

your career to the next level.

Attention Academy Fellows:

If you would like to comment on the qualifications of any of the below-listed individuals, please 

contact your district chairperson listed on page 33.

UNDISTRICTED
Nibal Atfeh, M.D., FAAP
Riyadh, Saudi Arabia

DISTRICT I
NORTHEAST

Massachusetts
Nicole Grady, M.D., FAAP
Arlington, MA

Michael Ma, M.D., FAAP
Boston, MA

Sara Neville, M.D., FAAP
Concord, MA

Shannon Reynolds, M.D., FAAP
Winchester, MA

Rhode Island
Robin McKinney, M.D., FAAP
Providence, RI

Uniformed Services East
Allison Wessner, M.D., FAAP
Jacksonville, FL

Atlantic Provinces
Omer Hamud, M.D., FAAP
St. John’s, NL

DISTRICT II
NEW YORK STATE

New York
Tina Cheng, D.O., FAAP
GreenLawn, NY

Vikramaditya Dumpa, M.D., FAAP
Richmond Hill, NY

Timothy Fermin, M.D., FAAP
Great Neck, NY

Briana Fieramosca, D.O, FAAP
Staten Island, NY

Chia-Lei Lin, M.D., FAAP
Brooklyn, NY

Diana Maffei, D.O., FAAP
Merrick, NY

Danielle Renodin-Mead, D.O., FAAP
Spencerport, NY

Anjali Singh, M.D., FAAP
New York, NY

Caterina Tiozzo, M.D., FAAP
New York, NY

Yaffa Vitberg, M.D., FAAP
New York, NY

John Yowpa, M.D., FAAP
West Falls, NY

DISTRICT III
MID ATLANTIC

Delaware
Molly Sandrian, D.O., FAAP
Hockessin, DE

Maryland
Krystin Engelhardt, D.O., FAAP
Kensington, MD

Qadira Huff, M.D., FAAP
North Bethesda, MD

Anesthesiology Specialty Fellow
Deepa Kattail, M.D., FAAP
Fulton, MD

New Jersey
Nina Epstein, M.D., FAAP
Bergenfield, NJ

Tanni Farook, M.D., FAAP
Holmdel, NJ

Aruna Pitchika, M.D., FAAP
Hackensack, NJ

Diana Yepes, M.D., FAAP
Hackensack, NJ

Pennsylvania
Stacey Cook, M.D., FAAP
Pittsburgh, PA

Sarah Lo, M.D., FAAP
Wynnewood, PA

Desiree Neville, M.D., FAAP
Pittsburgh, PA

Priya Patel, M.D., FAAP
Willow Grove, PA

Julia Schaffer, M.D., FAAP
Allison Park, PA

Deanna Tocco, M.D., FAAP
Yardley, PA

DISTRICT IV
SOUTH APPALACHIAN

Kentucky
Muhammad Ali, M.D., FAAP
London, KY

Doug Goderwis, M.D., FAAP
Burlington, KY

Lori Huff, M.D., FAAP
Lexington, KY

Brittany Martin, M.D., FAAP
Prospect, KY

Marian Morris, M.D., FAAP
Louisville, KY

Jennifer Spath, M.D., FAAP
Frankfort, KY

North Carolina
Janel Hunter, M.D., FAAP
Winston Salem, NC

Aaron Levy, D.O., FAAP
Charlotte, NC

Victoria Parente, M.D., FAAP
Durham, NC

Shetul Patel, M.D., FAAP
Shelby, NC

South Carolina
Lauren Becton, M.D., FAAP
Charleston, SC

Shauna Walters, M.D., FAAP
Myrtle Beach, SC

Kelli Williams, M.D., FAAP
Charleston, SC

Tennessee
Brittany Andry, M.D., FAAP
Memphis, TN

Gina Raymond, M.D., FAAP
Memphis, TN

Hitesh Sandhu, M.B.B.S., FAAP
Germantown, TN

Abigail Schachter, M.D., FAAP
Smyrna, TN

Elizabeth Simmons, M.D., FAAP
Memphis, TN

Kendra Simpson, M.D., FAAP
Chattanooga, TN

Virginia
Morgan Cheatham, M.D., FAAP
Midlothian, VA

Katherine Ottolini, M.D., FAAP
Arlington, VA

Nicole Schacherer, M.D., FAAP
Virginia Beach, VA

DISTRICT V
GREAT LAKES

Indiana
Richelle Baker, M.D., FAAP
Indianapolis, IN

Bianca Maya, M.D., FAAP
Fishers, IN

Michigan
Christopher Arnos, M.D., FAAP
Grand Rapids, MI

Ryan Baxter, M.D., FAAP
Lansing, MI

Heather Binasio, M.D., FAAP
Royal Oak, MI

Maureen Connolly, M.D., FAAP
Detroit, MI

Kevin Dazy, M.D., FAAP
Ann Arbor, MI

Hossam Eldeen Hassan,  
M.D., FAAP
Southfield, MI

Sara Haidar-El-Atrache, M.D., FAAP
Dearborn, MI

Shehla Jaffery-Khalil, M.D., FAAP
Bloomfield Hills, MI

Julie MacPherson, D.O., FAAP
Macomb, MI

Grace Mousan, M.D., FAAP
Shelby Township, MI

Miranda Perosky, M.D., FAAP
Grand Rapids, MI

Mariam Qureshi, M.D., FAAP
Flint, MI

Zehra Rasheed, M.D., FAAP
Sterling Heights, MI

Arunthathi Stallwood, M.D., FAAP
Clinton Township, MI

Alison Tribble, M.D., FAAP
Ann Arbor, MI

Ohio
Clara Chlon, M.D., FAAP
Cincinnati, OH

Kristin Kaltenstadler, M.D., FAAP
Mason, OH

Caridad Martinez-Kinder,  
D.O., FAAP
Uniontown, OH

Omar Niss, M.D., FAAP
Cincinnati, OH

Svetlana Titishina, M.D., FAAP
Powell, OH

Li Zou, M.D., FAAP
Westlake, OH

Ontario
Ahmed Alterkait, M.D., FAAP
Toronto, ON

Sonali Mohile, M.D., FAAP
Uxbridge, ON

DISTRICT VI
NORTH CENTRAL

Illinois
Saoussan Alfahel, M.D., FAAP
Galesburg, IL

Mariam Aziz, M.D., FAAP
Riverside, IL

Mara DiBartolomeo, D.O., FAAP
Chicago, IL

Amna Khan, M.D., FAAP
Gurnee, IL

Valerie Lawrence, M.D., FAAP
Mattoon, IL

Amanda Marma, M.D., FAAP
Chicago, IL

Sara Parvinian, M.D., FAAP
Libertyville, IL

Renwick Taylor, M.D., FAAP
Chicago, IL

Shreepada Tripathy, M.D., FAAP
Springfield, IL

Kansas
Adrienne DePorre, M.D., FAAP
Prairie Village, KS

Brent Duran, D.O., FAAP
Wichita, KS

Minnesota
Lauren Haveman, M.D., FAAP
Richfield, MN

Amy Johnson Wudel, M.D., FAAP
Edina, MN

Timothy Neis, M.D., FAAP
Eden Prairie, MN

Shannon Nolan, M.D., FAAP
Minneapolis, MN

Patrick Pederson, M.D., FAAP
Saint Paul, MN

Elizabeth Rogers, M.D., FAAP
Minneapolis, MN

Randall Sercombe, M.D., FAAP
Minnetonka, MN

Krishnan Subrahmanian,  
M.D., FAAP
Saint Paul, MN

Missouri
Emily Goodwin, M.D., FAAP
Kansas City, MO

Loan Nguyen, M.D., FAAP
Kansas City, MO

Arnab Sengupta, M.D., FAAP
Springfield, MO

Krishna Siruguppa, M.D., FAAP
Springfield, MO

Nebraska
Jill Beck, M.D., FAAP
Omaha, NE

Nathan Gollehon, M.D., FAAP
Omaha, NE

Caitlin Pedati, M.D., FAAP
Lincoln, NE

Wisconsin
Andrew Lewandowski, D.O., FAAP
Waterloo, WI

Renee Szafir, M.D., FAAP
Wauwatosa, WI

DISTRICT VII
SOUTH CENTRAL

Louisiana
Lauren Hernandez, M.D., FAAP
Metairie, LA
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Oklahoma
Ebony Hunter, M.D., FAAP
Tulsa, OK

Elizabeth Makil, M.D., FAAP
Oklahoma City, OK

Texas
Ahmad Abu Sulb, M.D., FAAP
Beaumont, TX

Noorjahan Ali, M.D., FAAP
Dallas, TX

Candice Allen, M.D., FAAP
Spring, TX

Meenu Bhatti, M.D., FAAP
Austin, TX

Humaa Bhatti, D.O., FAAP
Dallas, TX

Conrad Capili, M.D., FAAP
Grapevine, TX

Nicholas Carr, D.O., FAAP
San Antonio, TX

Corey Chartan, M.D., FAAP
Pearland, TX

Ryan Coleman, M.D., FAAP
Pearland, TX

Ashima Das, M.D., FAAP
Dallas, TX

Emily Fisher, M.D., FAAP
Austin, TX

Sarah Hatab, M.D., FAAP
League City, TX

Kyle Howard, M.D., FAAP
Hallsville, TX

Christopher Jenks, M.D., FAAP
Houston, TX

Clarissa Johnson, M.D., FAAP
Arlington, TX

Jyotika Kapur, M.D., FAAP
Houston, TX

Richard Lion, D.O., FAAP
Houston, TX

Amanda Messer, M.D., FAAP
Houston, TX

Andrea Murray, M.D., FAAP
Dallas, TX

Nitya Narayan, M.D., FAAP
Houston, TX

Christopher Parrish, M.D., FAAP
Plano, TX

Brian Rissmiller, M.D., FAAP
Houston, TX

Saimun Singla, D.O., FAAP
Bellaire, TX

Leah Swift, D.O., FAAP
El Paso, TX

Rocky Tsang, M.D., FAAP
Pearland, TX

Carolyn Wagner, M.D., FAAP
Angleton, TX

DISTRICT VIII
WEST

Arizona
Kevin Carter, M.D., FAAP
Tucson, AZ

Christopher Couch, M.D., FAAP
Phoenix, AZ

Santosh Hanmod, M.D., FAAP
Chandler, AZ

Otolaryngology Specialty Fellow
Nathan Page, M.D., FAAP
Mesa, AZ

Geetha Rao, M.D., FAAP
Chandler, AZ

Colorado
Emily DeBoer, M.D., FAAP
Denver, CO

Meghann Kirk, M.D., FAAP
Denver, CO

Stephanie Nakano, M.D., FAAP
Denver, CO

David Otto, M.D., FAAP
Denver, CO

Katherine Truettner, D.O., FAAP
Denver, CO

Nevada
Marella Hudkins, M.D., FAAP
Las Vegas, NV

Tara Ramirez, D.O., FAAP
Las Vegas, NV

New Mexico
Summer Donovan, D.O., FAAP
Albuquerque, NM

Melinda Rogers, M.D., FAAP
Albuquerque, NM

Oregon
Erin Burns, M.D., FAAP
Portland, OR

Genevieve Buser, M.D., FAAP
Portland, OR

Caitlin Wetzel Curry, M.D., FAAP
Portland, OR

Utah
Jessica Sempler, M.D., FAAP
Salt Lake City, UT

Washington
Susan Apkon, M.D., FAAP
Seattle, WA

Melanie Cooper Flaigle, D.O., FAAP
Spokane, WA

Elizabeth LoCascio, M.D., FAAP
Spokane, WA

Krystle Perez, M.D., FAAP
Seattle, WA

DISTRICT IX
CALIFORNIA

California
Karen Kay Alfonso, M.D., FAAP
Aliso Viejo, CA

Haylene Anesoir, M.D., FAAP
Lafayette, CA

Pauline Balkaransingh, M.D., FAAP
Los Angeles, CA

Jennifer Barkley, M.D., FAAP
San Diego, CA

Allison Berney, M.D., FAAP
Dublin, CA

Andrew Cheng, M.D., FAAP
Los Angeles, CA

Monica Eneriz Wiemer, M.D., FAAP
San Jose, CA

Ahmed Erakat, D.O., FAAP
Berkeley, CA

Thomas Eusterbrock, M.D., FAAP
Berkeley, CA

Adrian Goldman, M.D., FAAP
Saratoga, CA

Kushma Govindappa, M.D., FAAP
Belmont, CA

Pollyann Gowrie-Knox, M.D., FAAP
Quartz Hill, CA

Kimberly Ho, D.O., FAAP
Brea, CA

Melody Hsu, M.D., FAAP
Glendale, CA

Stella Huynh, M.D., FAAP
Rosemead, CA

Courtney Jones, D.O., FAAP
Laguna Niguel, CA

Bernardus Kartono-Winardi,  
M.D., FAAP
Lompoc, CA

Alicia McFarren, M.D., FAAP
Sherman Oaks, CA

Judith Millstein, M.D., FAAP
Oakland, CA

Cynthia Myers, M.D., FAAP
Clovis, CA

Carmen Pelayo, M.D., FAAP
Orange, CA

Roxana Popescu, M.D., FAAP
San Francisco, CA

Jennifer Rosenthal, M.D., FAAP
Sacramento, CA

Debbie Sakai, M.D., FAAP
Mountain View, CA

Joseph Spitzer, M.D., FAAP
Beverly Hills, CA

Danielle Usatin, M.D., FAAP
Roseville, CA

Trevor Williams, M.D., FAAP
San Francisco, CA

Siyi Yung, M.D., FAAP
Los Angeles, CA

DISTRICT X
SOUTHEAST

Florida
Qadeer Ahmed, M.D., FAAP
Orlando, FL

Kadry Allaboun, M.D., FAAP
Perry, FL

Ryan Cantville, D.O., FAAP
Jacksonville, FL

Sarah Hart-Unger, M.D., FAAP
Miami Beach, FL

Jennifer Kim, M.D., FAAP
Pinellas Park, FL

Kartikeya Makker, M.D., FAAP
Jacksonville, FL

Scott Merritt, M.D., FAAP
Tampa, FL

Phuong Nguyen, M.D., FAAP
Orlando, FL

Darline Santana-Acosta, 
M.D., FAAP
Miami, FL

Mihir Tolat, M.D., FAAP
Daytona Beach, FL

Georgia
Stephanie Addison Holt, M.D., FAAP
Atlanta, GA

LaTonya Griffin, M.D., FAAP
Evans, GA

Matthew Hazen, M.D., FAAP
Atlanta, GA

Atsuko Koyama, M.D., FAAP
Atlanta, GA

Farida Kwaji, M.D., FAAP
Atlanta, GA

Patricia Lantis, M.D., FAAP
Norcross, GA

Wilma Orellana, M.D., FAAP
Atlanta, GA

DISTRICT
CHAIRPERSONS

DISTRICT I
Wendy S. Davis, M.D., FAAP
UHC Campus
St. Joseph 7205 
Burlington, VT 05401
email: Wendy.Davis@med.uvm.edu

DISTRICT II
Warren M. Seigel,  
M.D., M.B.A., FAAP
Coney Island Hospital
Department of Pediatrics
2601 Ocean Parkway
Room 901
Brooklyn, NY 11235-1713
email: wseigel@aap.net

DISTRICT III
David I. Bromberg, M.D., FAAP
1475 Taney Ave.
Suite 201
Frederick, MD 21702-5126
email: davidandgayle 
@comcast.net

DISTRICT IV
Jane Meschan Foy, M.D., FAAP
Wake Forest University
School of Med./Dept. of Peds
Medical Center Blvd.
Winston Salem, NC 27157-0001
email: jmfoy@wakehealth.edu

DISTRICT V
Richard H. Tuck, M.D., FAAP
Quality Care Partners
5110 Wilshire Dr.
Zanesville, OH 43701-9648
email: rhtuck@columbus.rr.com

DISTRICT VI
Pamela K. Shaw M.D., FAAP
3901 Rainbow Blvd.
Mailstop 4004
Kansas City, KS 66103-2937
email: pshaw@kumc.edu

DISTRICT VII
Anthony D. Johnson, M.D., FAAP
Arkansas Pediatric Clinic
500 South University
Suite 200
Little Rock, AR 72205-5304
email: tjohnsonMD@aol.com

DISTRICT VIII
Kyle Yasuda, M.D., FAAP
Harborview Medical Center
325 Ninth Ave.
Box 359774
Seattle, WA 98104-2420
email: kyasuda@aap.net

DISTRICT IX
Stuart A. Cohen,  
M.D., M.P.H., FAAP
6699 Alvarado Rd.
Suite 2200
San Diego, CA 92120-5253
email: scohen98@ipninet.com

DISTRICT X
Sara Helen Goza, M.D., FAAP
Piedmont Pediatrics
Yorktown Center
101 Yorktown Dr.
Suite 200
Fayetteville, GA 30214-1568
email: sgoza@aap.net
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POSITIONS WANTED

NORTHEAST
Pediatrician BC/BE, FT/PT

FINGER LAKES REGION OF NEW YORK – BC/BE Pediatrician for 
busy eight pediatrician, six NP office-based practice with outpa-
tient call only. Competitive salary & generous benefit package. 
Contact: Administrator, Southern Tier Pediatrics, 302 Hoffman 
St., Elmira, NY 14905. Email: bjbutler@stpeds.net.

Pediatrician
BC/BE, FT/PT

Position is office-based, no night call, no attendance at deliv-
eries or newborn rounds. Competitive salary and benefits, 24 
person single specialty, Academically-oriented Pediatric group 
with nine offices in three counties in the beautiful Hudson Valley. 
CV to J.F. Heavey, CEO; Fax: 845-485-2213; email: jfheavey@
cmgkids.org.

Pediatricians FT, PT & Hospitalists
N.Y.C., Brooklyn, Staten Island

Comprehensive Pediatrics with offices in Brooklyn and Staten 
Island N.Y. have openings for BC/BE FT, PT and Hospitalists for 
experienced M.D.’s and ‘new comers’. We see patients for well 
and sick care in our three modern, well-equipped offices with 
ample ancillary staff to assist you. EMR up and running and 
our staff knows how to use it! We ‘round’ at 4 well respected 
hospitals. Flexible schedules for on call rotations and hospital 
coverage. Great salary and benefits. Write your own ‘ticket’ 
and join us. CV’s to creativehcc@aol.com or by fax: 718-256-
4912 ATT MIB.

 

Pediatrician
Private Practice looking for a pediatrician to join two other 
pediatricians in a rural community in Central New York. Our 
practice prides itself in being a community and family oriented 
health care provider. Candidate must be board certified or board 
eligible. The call schedule would be every three nights with 
no Emergency room coverage. Hospital duties would cover a 
Level 1 nursery with approximately 500 deliveries per year. 
Please send resume to kdanadian@oneidahealthcare.org or fax 
resume to 315-361-1827.

MID-ATLANTIC
Pediatrician

Central New Jersey
Seeking FT/PT BC/BE pediatrician to join well-established two 
doctor, family life-friendly, suburban practice, located one hour 
from N.Y.C./Philadelphia. Affiliated with community hospitals; 
no teaching responsibilities. Salary and benefits. Reply to  
practicepeds@gmail.com.

Excellent Opportunity
Bel Air, Maryland

Full-time or part-time opportunity for BE/BC pediatrician to join 
a growing and stable practice located in the heart of Bel Air, 
Maryland. Great opportunity to work in a positive, friendly and 
caring environment. Must have an active Maryland license. 
Competitive benefits, with no hospital rounds, only one night 
per week and one weekend per month call. Come join our group 
as we continue to grow and serve our families in the community, 
where we have been voted the “Best Pediatricians” year after 
year! We strive to provide the most current, comprehensive 
and compassionate care to our families. For more information 
send CV, salary requirements and contact information to: sue@
brightoakspediatrics.com.

Fellowship in Allergy and Immunology
The Division of Pediatric Allergy and Immunology at the Johns 
Hopkins University has an unexpected opening for a fellowship 
position beginning in July, 2017. This is a three-year, research-ori-
ented fellowship with a balance of allergy and immunology.  
Interested candidates should contact Dr. Robert Wood at rwood 
@jhmi.edu. Interested candidates should submit a CV and letter 
of interest to Robert Wood, MD, at rwood@jhmi.edu.

Pediatrician
FT pediatrician to join busy two doctor, well-established two 
office practice in Northern Passaic County, N.J. On call 1:3. 
Hospital provides in house pediatric hospitalists. No C-sections. 
Phone triage coverage from 11 p.m. – 7 a.m. daily provided. 
Forward CV to nancyturso@optonline.net.

Pediatrician/Pediatric Nurse Practitioner
Complete Care for Kids located in Montgomery County, Mary-
land, is a well-established practice seeking pediatrician/nurse 
practitioner to join our family oriented practice. Call is one in 
four with nurse triage service taking first call overnight. Come 
join this three-provider practice providing high quality medical 
care. Please email CV to: mishamartin98@yahoo.com. 

Pediatrician
Full-Time

Pediatric Associates of Plymouth is a well-established and proud 
independent, multi-physician owned practice. We are looking 
for another full-time pediatrician to join our five doctor – one 
Nurse Practitioner team. Our patient population is filled with 
first, second and third generation families. Our clinical and office 
support staff are friendly, knowledgeable and ready to assist 
and welcome a new physician. Position: our ideal candidate 
will be a graduate of an accredited Medical or Osteopathic 
School with both internship and residency already completed. 
Board eligibility is a minimum, with Board certification within 
two years of employment. Along with the above credentials, 
our ideal candidate should be positive, friendly and thrive in 
a collaborative environment. A four-day week schedule with 
some Saturday hours. No inpatient work. You will have over-
night and weekend call, every sixth of each – strictly by phone. 
Competitive salary, health benefits, 401(k) retirement plan, and 
a malpractice package. Our offices are located in Plymouth 
Meeting and Collegeville, Pennsylvania. If you would like to join 
the PAP team, or if you would just like to know more about our 
practice, we would like to hear from you. Email a CV and cover 
letter to Linda Simon at lindagsplypeds@gmail.com. I can also 
be reached by calling 610.825.3500.

SOUTHEAST

Pediatrician Needed for
Outpatient Practice in Metro Atlanta

Seeking a dynamic, enthusiastic pediatrician to join a 
growing, and busy pediatric practice in metro Atlanta. 
Office is located in a very desirable area of Atlanta, 
close to Downtown Decatur, midtown and Buckhead. 
Major highways also nearby. High and competitive 
salary offered. Comprehensive benefits package also 
included. Candidate must be proficient with excel-
lent coding practices, ICD10 and chart (EHR) doc-
umentation. Must be comfortable working with an 
economically and culturally diverse population. Very 
light call schedule; phone only. No inpatient or new-
born nursery coverage. Outpatient only. Please con-
tact Iyabo Okuwobi, M.D. Email iyabo.okuwobi@
milestoneped.com OR call 404-277-9709.

Pediatrician Opportunity in Atlanta
Primary Care Office

Briarcliff Pediatrics in Atlanta Georgia, is hiring BE/Board-certi-
fied, (Full-time/Part-time) experienced, energetic, pediatrician. 
Team player with a happy, positive attitude. EMR experience 
necessary. Excellent opportunity for growth after a proven track 
record. Great lifestyle, office closed weekends, evenings. No 
hospital/nursery responsibilities. Contact Dr. Deeb at 770-939-
7676. www.Briarcliffpediatrics.com
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MIDWEST

Pediatrician

Pediatric & Adolescent Center is a well-established Primary Care 

Pediatric practice in the Detroit Metro area with four experi-

enced Pediatricians & three Nurse Practitioners seeking to add 

another Pediatrician to our growing practice. Mostly outpatient 

work. 1:4 to 5 calls. Competitive benefits package. Interested 

candidates please email administrator@thepediatricoffice.com.

SOUTHWEST

BC/BE Pediatrician

Scottsdale, Arizona

Small group practice has been providing high quality medical 

care for many years. We are seeking Pediatrician interested in 

a medical home-style practice. We offer the opportunity to be-

come fully invested in the lives of our young patients while NICU, 

PICU and hospitalist support at local hospital ensure plenty of 

free time to enjoy our year-round outdoor lifestyle. Nurse triage 

service handles vast majority of phone calls. Competitive salary 

and benefit package. We are interested in potential partners 

or employed physicians. If interested, contact Scott Cannon, 

M.D., at 480-778-1732 or email sacannon@papagopeds.com.

Pediatric Hospitalists Needed in

Pediatric Hematology-Oncology

The Baylor College of Medicine, Department of Pediatrics, Sec-

tion of Hematology-Oncology is pleased to announce job open-

ings for pediatric hospitalist physicians at the Texas Children’s 

Cancer and Hematology Centers at their Texas Medical Center. 

Applications are welcome from Pediatric Board-Eligible and/or 

Certified physicians. This is an opportunity to join the largest 

pediatric hematology-oncology program in the nation, working 

in close collaboration with renowned pediatric academic faculty, 

subspecialty fellows, and advanced practice providers. Candi-

dates are expected to have excellent clinical, communication, 

and time management skills. Our Centers provide excellent care 

to a diverse population of patients with unusual presentations. 

These positions offer the distinct opportunity to interact and to 

collaborate with world-renowned subspecialists in an environ-

ment focused on evidence based medicine, quality improve-

ment, international medicine, and teaching. Applications and 

inquiries should be directed to: Tim Porea, M.D., Hematolo-

gy-Oncology Section, Department of Pediatrics, Baylor College 

of Medicine, 1102 Bates Avenue, Suite 1570, Houston, Texas 

77030. (tjporea@txch.org). Applications should include the  

applicant’s CV, statement of career interests, and three letters 

of references (including names/contact information).

Pediatrician in Beaumont, Texas

We are looking to add one more Pediatrician in our very  

established practice. Great Salary $250,000, with great bonus 

biweekly and one-month time off, also when you are on call for 

hospital all that revenue of hospital care is yours as well. We 

will pay Sign in Bonus and relocation as well. We will pay for 

Malpractice, CME allowance, also available, health insurance, 

disability, 401K. Texas License candidates will be preferred. 

Beaumont is about 1 hour east of Houston. Please contact  

Mr. Federico Cornejo at 1-713-471-0021 or email fcornejo@

clinicasmidoctor.com or email Dr. Rafiq at srafiq68@hotmail.

com.

Pediatric Physician Opportunity

Lompoc offers everything from casual to cultural lifestyle. Locat-

ed in California’s beautiful central coast, Lompoc is referred to 

as the Valley of Flowers. Some of the endless outdoor activities 

include SCUBA diving, surfing, skydiving, golfing, bird watching, 

biking and hiking. From Jalama Beach to the Return to Freedom 

Horse Sanctuary, Lompoc has an outdoor activity for everyone. 

You will find museums, galleries, various parks and historical 

state parks and movies in the park during the summer. Known 

for vineyards and wine tasting and breweries, you can also 

explore farmer’s markets year round and the annual Flower Fes-

tival. Lompoc offers an exceptional education system, which in-

cludes a college and the La Honda STEAM (science, technology, 

engineering, arts and math) Academy. Lompoc is an affordable, 

friendly, peaceful, family oriented community. • 20-30 Patients 

Per Day • Call 1:4 Schedule • Electronic Medical Records (Epic) 

System Wide • Comprehensive Laboratory Services and Other 

Ancillary Services. Salary • Two year Guarantee Benefits • Free 

Medical/Dental/Vision • CME Stipend • One MA Per Provider • 

Malpractice Insurance • Disability • Retirement: 401K & Profit 

Sharing • Annual Leave • Licensure/DEA Fees • Board Exam 

Fee. Please email CV to: sflander@sansumclinic.org.

CME MEETINGS

Pediatrics by the Sea

Pediatrics by the Sea, June 7-10, 2017, The Ritz-Carlton, 

Amelia Island, Fla. This CME conference features topics of in-

terest to the general pediatrician; plus a coding seminar; & two 

more pre-conference seminars for in-depth learning. Sponsor:  

Georgia Chapter-American Academy of Pediatrics For informa-

tion, visit www.gaaap.org, or call Jaime Rice: 404-881-5091 

or email: jrice@gaaap.org. 

POSITION WANTED

Experienced General Pediatrician

& Adolescent Medicine Specialist Available

Looking for a part-time job in VT, MA, NC, or SC. Excellent 

clinician, teacher, preceptor. Years of experience seeing 

babies, children, and adolescents and teaching medical 

students and residents. Board-certified in Gen Pediat-

rics and in Adolescent Medicine. References available. 

Contact 505-385-1891. 




