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Screening Instruments:  
Caring for the Whole Child

Continued on page 5...

If you’ve ever wondered whether you’re seeing more children with 
disabilities in your clinic over the past 15 years, you are – from 

2000-2010, this population of children grew the fastest since it started to be recorded 
in the U.S.  This increasing prevalence was mostly due to neurodevelopmental differ-
ences and mental health conditions – up 20% in the past decade (while physical health 
disabilities were down 10%), rising fastest among families with higher socioeconomic 
status. We may be identifying some of these children better in our clinics because of 
improved standardized developmental screening, as recommended by the American 
Academy of Pediatrics in their 2006 policy statement.  This policy (and other related 
policies relating to autism, social-emotional, and mental health screenings) recognize 
that early intervention is critical for children with developmental and behavioral needs, 
and that these conditions are best managed within a medical home that cares for the 
whole child.

Growing evidence suggests that clinicians are well positioned not just to perform 
surveillance at every well child visit and formal developmental screening only at select 
visits, but moreover to fully implement screening for risk and resilience across child-
hood and adolescence. This includes:

• Developmental and behavioral screening from birth to school-age

• Autism screening for toddlers

• Maternal depression screening during the newborn period and infancy

• Social-emotional and mental health screening for toddlers, preschoolers, 
school-age children and adolescents

• Adverse childhood experiences, psychosocial risk, and protective factors for all 
children and teens

Although it can seem daunting to integrate and sustain such screenings in clinical prac-
tice, practical advice for systematically doing so is available at DBPeds.org under the 
“Practice Management” tab.  
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Upcoming CME Opportunities

Aug. 12 
Up in Smoke: E-cigarettes 
and Other New Tobacco 
Products 
Essentia Health

Aug. 15 
Building Resilience and 
Mitigating the Lifelong 
Effects of Adverse Child-
hood Experiences (ACE) 
St. Cloud River’s Edge  
Convention Center

Aug. 25 
Pain. Pill. Problem.  
Minnesota Moving  
Forward Together 
U of M - Minneapolis 
Hosted by U of M, Mayo, 
DHS and others

Sept. 9-10 
Creating Accountable  
Communities for Health 
Duluth Entertainment and 
Convention Center

Sept. 17-18 
25th Annual Practical  
Pediatrics for  
Primary Care 
Minneapolis Event Centers 
Hosted by Children’s Hospi-
tals and Clinics of MN

Sept. 17-18 
7th Annual Pediatric 
Acute Wound  
Management and  
Suturing Conference 
Children’s Hospitals and 
Clinics of MN

September 24 
Minnesota Childhood 
Injury Summit 
Vadnais Heights Commons 
Hosted by MN Safety 
Council

Sept. 24-25 
Pediatric Orthopaedic 
Trauma Summit 
Minnesota History Center, 
St. Paul, MN 
Hosted by the U of M

Oct. 2 
Daily Dilemmas in Diabe-
tes and Endocrinology 
Duluth Entertainment  
Convention Center 
Hosted by Essentia Health

Oct. 5-6 
Mayo Clinic Pediatrics 
Days 2015 
October 4, 2015 - optional 
pre-course sessions 
Westin Michigan Ave 
Chicago, IL

Oct. 24-27 
AAP National Conference 
and Exhibition  
Washington, D.C. 

Nov. 6 
Minnesota Memorial  
Pediatric Orthopedic  
Symposium 
Guthrie 
Hosted by Shriners,  
Gillette, and Mayo

Nov. 7-8 
20th Annual Child Life 
Midwest Conference on 
Professional Issues 
Hosted by Children’s  
Hospitals and Clinics of MN

Dec. 4 
Management of Muscu-
loskeletal Conditions in 
Children and Adolescents 
St. Paul RiverCentre 
Hosted by Gillette Children’s 
Specialty Healthcare

Dec. 18 
Providing Safe  
Pediatric Care 
Medical Education Center, 
Children’s Hospitals and 
Clinics of Minnesota - Mpls 
Hosted by Minnesota  
Regional Quality  
Collaborative

1043 Grand Ave. #544 
St. Paul, MN 55105 
Phone: 651-402-2056 
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No matter how you look at it or what 
your political beliefs are, this has been 
a momentous season for the health of 
children. 

The Supreme Court’s affirmation of 
the rights of families and children to be 
supported by loving, married parents 
irrespective of their sexual orientation is 

a larger reflection of the process we supported as a chapter 
in Minnesota to affirm those rights for our own citizens. I 
know not all of our members agreed with that decision, but 
we as a chapter spoke out to acknowledge that children are 
better off with committed parents who have legal protec-
tions supporting their families.

I don’t think any of us thinks that the Affordable Care Act is 
perfect, but its implementation allowed millions of Ameri-
cans, including American children, to have health insur-
ance. While Minnesota was less impacted by the decision 
to maintain access to health care exchanges (because we 
had long ago taken steps to improve access to insurance 
for Minnesotans) the overall effect has been to improve 
access to health care. I think all of us know that for the 
children we serve, this is an essential aspect for their well-
being.

Susan Berry, MD, FAAP 
MNAAP President

Save the Date! 

Friday, May 20, 2016 
Hot Topics in  
Pediatrics Conference 
Bloomington, MN 
Hosted by MNAAP

Word from the President: Sue Berry, MD, FAAP

Our chapter is continuing to actively support and pursue 
projects to seek reduction in health disparities, reduce the 
impacts of poverty, and reduce risks to children through 
non-accidental injury. I hope as you can, you will work with 
us, your colleagues, to advance these endeavors.

On a personal note, many of you know that I am relatively 
recently a grandparent. So, an update: My granddaughter 
Caroline is now nearly 10 months old. She reminds me at 
every opportunity of why what we do is so important. Every 
time I think of the work we do, I think of her sweet little face 
and remember why I became a pediatrician (and mom) in 
the first place.  

I look forward to  
continuing to work with such 
an amazing group of  
committed professionals!
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A new grant has enabled establish-
ment of a research partnership between 
Children’s Hospitals and Clinics of 
Minnesota and the University of Min-
nesota Medical Center (UMMC), aimed 
at evaluation of newborn infants who fail 
newborn hearing screening for possible 
congenital infection with cytomegalovi-
rus (CMV). 

CMV is the most common cause of congenital infection in 
pediatric practice, and is responsible for up to 30 percent of 
all cases of hearing loss in childhood. Although CMV can 
cause severe, clinically evident injury in newborns, consist-
ing of features such as hepatosplenomegaly, microcephaly, 
and rash, most infants with congenital infection are in fact 
asymptomatic.  Approximately 10-15 percent of asymptom-
atic congenitally infected infants will have hearing loss due 
to CMV infection.

All parents of children born in newborn nurseries at Allina 
Health and UMMC who receive a “refer” following newborn 
hearing screening will be offered the opportunity to partici-
pate in the study, which will consist of obtaining a saliva 
sample and urine sample from their newborn infant prior to 
discharge. Samples will be tested by PCR analysis for CMV 
viral DNA. 

This point-of-care testing approach is important because 
if CMV testing is obtained for infants after 21 days of age, 
results can be confusing since many infants will acquire 
CMV after birth, most commonly from breastfeeding. A 
positive CMV test in a hearing-impaired infant beyond this 
age is therefore often impossible to interpret, since post-
natal acquisition of CMV does not lead to hearing loss in 
normal newborns.  Thus, this approach to testing will lead 
to great diagnostic certainty, and help identify some infants 
who may benefit from antiviral treatment with the anti-CMV 
agent, Ganciclovir, which has been shown to improve 
audiological and neurodevelopmental outcomes for some 
infants with congenital CMV infection.

Enrollment of infants began in July, 2015, and the proposed 
study period will be a minimum of one year. Additional fund-
ing opportunities (such as the National Institutes of Health, 
March of Dimes Birth Defects Foundation, and Centers for 
Disease Control) will hopefully extend the period of tar-
geted screening and expand screening to other newborn 
nurseries in Minnesota.

Funded by Children’s Hospitals and Clinics of Minnesota's 
Internal Research Grant Program (IRGP), study will rep-
resent a collaboration between the Division of Infectious 

Diseases at UMN, and co-PI Dr. Timothy Lander of the 
Children's Hospitals and Clinics ENT and Facial Plastic 
Surgery group. 

The study also comes at a time when many states are con-
sidering legislation that establishes newborn CMV testing 
for infants who do not pass hearing screening. Indeed, the 
governor of Utah in 2014 signed House Bill 81, the Cyto-
megalovirus Public Health Initiative. This bill, which can be 
read in its entirety at http://le.utah.gov/~2013/bills/hbillenr/
hb0081.pdf, had three key components:

1. It directs the Department of Health to create a public 
education program to inform pregnant women and women 
who may become pregnant about CMV and its transmis-
sion, fetal effects of CMV, methods of CMV diagnosis and 
prevention.

2. It requires the Department of Health to provide this 
information to licensed childcare programs, school nurses, 
health educators, and other organizations offering chil-
dren’s programs as a component of worship services.

3. It directs medical practitioners to test infants who fail 
two newborn hearing screening tests for CMV before three 
weeks of age and inform the parents of those infants about 
the possible complications that CMV can cause and the 
available treat-
ment methods.

Since passage 
of this bill, 
several other 
state legis-
latures have 
considered 
similar propos-
als, including 
Connecticut, 
Texas, and 
Illinois. 

The major goals of this new research initiative will be to op-
timize methods of newborn screening for infants with failed 
hearing screens, and to characterize the epidemiology of 
congenital CMV in Minnesota newborns. Other questions 
to be examined by this project will include parental accep-
tance of CMV screening, and the diagnostic sensitivity of 
saliva-based screening.

For more information interested individuals can call 612-
624-1112 (UMN Medical School, Division of Pediatric Infec-
tious Diseases) or 612-874-1292 (Children’s Hospitals and 
Clinics of Minnesota, ENT Department).

Collaborative Grant to Study Integrated Newborn Screening Hearing 
and CMV Screening in MN
By Mark R. Schleiss, MD, Division Director, Pediatric Infectious Diseases and Immunology, U of M Medical School



5MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

Medical Assistance now covers a new Early Intensive 
Developmental Behavioral Intervention (EIDBI) benefit for 
children from birth up to 21 years of age with autism spec-
trum disorder and related conditions. Earlier this month, 
the Minnesota Department of Human Services began 
enrolling qualified providers to deliver this intervention.

This benefit provides a range of treatment options based 
in developmental and behavioral science. Once qualified 
providers are enrolled, families and children will be able to 
access services later this summer. 

Under the new benefit, covered services are designed to 
improve social interaction, communication and behavioral 
regulation skills at a critical time in development, promoting 
fuller participation by children in their family, schools and 

community life.

Eligibility for this medically necessary treatment is deter-
mined through a comprehensive multi-disciplinary evalu-
ation completed by a qualified mental health professional. 
The evaluation must include information from the child’s 
medical provider regarding the child’s medical and devel-
opmental history and related needs. 

It is critical to refer children for screening at the earliest 
signs of concern in order to provider early intensive inter-
vention at the optimal time in their development.

Please direct your questions about the new benefit to  
asd.dhs@state.mn.us

Medical Assistance Now Covers EIDBI for Autism and Related Conditions

Early childhood screenings, continued from page 1...
Resources and  
Reminders from AAP

Help parents track  
developmental screenings

Help the families in your 
practice track and share 
their child's screening 
history and results by 
providing them with a 
free printable version 
of the Developmental 
Screening Passport 
provided by Birth to 5: 
Watch Me Thrive

Developmental screen-
ing is still important 
despite limited services

Read "Why Screen If 
There Are No Services" 
to learn the benefits 
of screening even if 
services are limited. 
Then, view the Birth to 
5: Watch Me Thrive! 
guide for primary 
care providers, and 
their Compendium of 
Screening Measures for 
Young Children to find 
a screening tool that 
works for your practice.

Feasibility issues to consider when select-
ing screening tools include whether the tool 
has established validity and reliability for 
diverse populations; ease of scoring and in-
terpretation; literacy level of the tool; wheth-
er translated versions or culturally-neutral 
versions of the tool exist; costs of the tool 
and the time to administer and score it; and 
the method of delivery and scoring (paper/
pencil, tablet computer, online kiosk).  

Practice considerations include defining 
when and where the tool is given (before, 
during, or after the visit), who administers 
and scores it, and how completion rates 
and quality will be monitored.  

Coding and billing should take into account 
that the Centers for Medicare and Medicaid 
Services changed the Current Procedural 
Terminology (CPT) codes for these screen-
ings in early 2015.  The prior CPT code that 
covered all such screenings, 96110, is now 
to be used only for “physical development” 
such as milestone-oriented surveys and 
speech and language screenings.  

A new CPT code, 96127, is to be used 
for emotional and behavioral screenings 
(such as those used for ADHD, mental 
health, substance abuse, or psychosocial 
risk).  Both of these codes can be billed in 
multiple units; for example, if a child has 
two parents who both complete an autism 
checklist screening tool to provide multiple 

perspectives, then 96110 should be billed 
x2 units for that visit. These CPT codes are 
intended to cover the office costs associ-
ated with their administration (e.g., nursing 
assistant time and the cost of obtaining the 
survey), not for clinician time and effort, 
which are included in the Evaluation and 
Management code for that visit.

Methods for screening the five areas men-
tioned above will be covered in this news-
letter in more detail in the coming issues. 

Understanding how and why to use these 
screening methods can help us engage 
with our patients, practice community, and 
systems of care to improve how we care for 
the whole child.  
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We Are Growing!

Michael J. 
Priola, MD

Deborah L.  
Smith-Wright, MD

Cary H. 
Mielke, MD

Christopher S. 
Vara, MD

Now introducing Dr. Priola and Dr. Vara. Our 
team specializes in a wide range of pediatric 
orthopaedic disorders including bone deformities, 
congenital hand/foot anomalies, fractures, sports 
injuries, metabolic disorders, scoliosis, and 
neuromuscular conditions such as cerebral palsy.

Refer a patient:  
612-596-6105

Open Your Eyes: MDH Releases New Vision Screening Guidelines 

The Minnesota Department of Health (MDH) recently updated 
its vision screening guidelines and best practices in a succinct, 
easy-to-access document for providers who do not have the 
time nor the need to scan a procedure manual.

Developed by a cross section of screening entities and pro-
fessional organizations, including Dr. Mike Severson repre-
senting the Minnesota Chapter of the American Academy 
of Pediatrics, the document provides at-a-glance informa-
tion about recommended vision screening procedures for 
children post newborn through age 20.

In Minnesota, the number of kids who receive vision 
screening is above the national average. Still, many kids 
pass when they need further testing. The new guidelines 
direct practices, schools and early childhood programs to 
use correct methods to ensure accurate, reliable results. 

Overview of changes to MDH guidelines:

• Adds AAP risk factors requiring referral rather than 
screening

• Suggests different eye occlusion strategies -- because 
kids peek!

• Changes the screening distance for all children to 10 feet 
per AAP recommendations

• Updates pass criteria for 3-year-olds

• Allows 3 to 5-year-olds to miss one of any HOTV or Lea 
symbols

• Replaces Snellen chart for older children with Sloan Let-
ters chart.

• Adds screener qualifications for each 
procedure (this is mostly for screening 
programs to follow; provider would still be 
required by Child and Teen Checkups to 
do a complete eye exam).

• Replaces the cross cover screening 
for screening programs with the uncover 
screening.

• Adds recommendations for instrument-
based vision screening. 

The U.S. Preventive Services Task Force 
recommends vision screening for all 
children ages 3 to 5 years to find condi-
tions such as strabismus or refractive 
error that contribute to the development of 
amblyopia.  Amblyopia can only be treated 
effectively if caught early.

Impaired vision 
in children can 
contribute to the 
development of 
learning prob-
lems which may 
be prevented 
or alleviated 
through early 
identification 
and interven-
tion. Amblyopia, 
for example, 
is impossible 
for parents or 
providers to detect by casual observation.  A careful vision 
screen allows early treatment—the best option for complete 
cure.

With prompt referral and follow-up, Minnesota children 
have an opportunity to receive appropriate and timely care 
and services which lead to better health and educational 
outcomes. 

Be sure you and your team check out the new guidelines 
(due to be posted by 8/31/2015) at www.health.state.mn.us/
divs/cfh/topic/visionscreening/

For more information, please contact the Minnesota De-
partment of Health Child and Teen Checkups program at 
health.childandteencheckups@state.mn.us or call (651) 
201-3650.

By Michael Severson, MD, FAAP; Susan Schloff, MD, FAAP; Faith Kidder, APRN, CPNP, MS, PHN, Minnesota Department of Health
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Telemed for Newborn Resuscitations: Finding the Right Technology

Minnesota’s current regionalized  
perinatal care system is designed to 
ensure that high-risk deliveries oc-
cur in tertiary care centers in order to 
optimize neonatal outcomes. However, 
an expectant mother’s access to these 
advanced-level services may be limited 
due to various factors including geog-
raphy, transportation, or unanticipated 

need. When high-risk deliveries occur in community hospi-
tals, the local providers may have limited expertise and re-
sources to optimally respond to these newborn emergencies.

To address this issue, Mayo Clinic’s Division of Neonatal 
Medicine and Center for Connected Care have imple-
mented telemedicine for high-risk neonatal resuscitations 
in six community-based health system sites over the last 
24 months. This includes hospitals located in Blue Earth, 
Freeborn, Goodhue, Martin, Mower and Olmsted counties. 
To date, this video telemedicine service has been activated 
70 times for a variety of cases, such as resuscitation of the 
extremely preterm infant, management of meconium aspi-
ration syndrome, and identification of congenital anomalies.

Initially, this emergent, synchronous video telemedicine 
consult service was provided using HIPAA compliant video 
conferencing software on a wireless tablet device. How-
ever, with this technology, both the local care team and the 
consulting neonatologist experienced issues with reliability 
of connection and audio and video quality. At baseline, we 
experienced a 10-15 percent failure to connect rate, with 
20-25 percent of users reporting poor or very poor audio 
and video quality (N=50). Image and audio quality issues 
included slow frame rates, lack of high-definition video, lack 
of audio when users spoke simultaneously, and insufficient 
volume.

With the Connect 2 Care grant provided by the MNAAP, our 
team was able to test various technologies to determine 
what would best meet the needs of video consultations 
for newborn resuscitations. During the initial discovery 
tests (N=12), the efficacy of various network connections, 
devices, and video platforms were evaluated at two health 
system sites. While network topology, bandwidth, and rout-
ing could potentially affect the video and audio experience, 
this was not found to be a significant contributor to the qual-
ity problems. An alternate tablet running a different operat-
ing system was also tested; however this tablet performed 
more poorly in all metrics and was deemed an unaccept-
able alternative. Our team evaluated a cloud-hosted video 
conferencing service, which underperformed when com-
pared to our institutional video conferencing infrastructure 
and was not a viable alternative. Finally, a wired, mobile 

telemedicine cart was tested and found to be superior to 
the consumer grade devices used in the health system. 
Use of the wired telemedicine cart improved both connec-
tion reliability and audio/video quality. From this discovery 
testing, we concluded that due to multiple factors including 
the unpredictability associated with wireless connectivity, 
tablets were not recommended for use in emergent situa-
tions requiring reliable video connectivity.

Based on the results of the discovery testing, a wired video 
telemedicine cart is being evaluated as a short-term solu-
tion to provide consults for neonatal resuscitations. The 
first phase of testing will use the cart for simulated neonatal 
resuscitations at a single, higher volume health system 
site. Four of the anticipated twelve mock calls have been 
completed.

Thus far, these calls have demonstrated that the wired 
telemedicine cart is feasible, reliable, and provides higher 
quality audio and video during newborn emergencies. With 
respect to feasibility, the local care team rated the cart 
highly with respect to ease of retrieval, set-up, and ease of 
use during the consultation. Mobility and position of the cart 
during the simulated resuscitations will be further evaluated 
using various workflows during subsequent testing. Reli-
ability of the connection was also improved with no failures 
to connect. All connections were successfully established 
by the consulting neonatologist on the first call attempt.

Both the local care teams and the neonatologist ranked 
the audio and video quality of the telemedicine cart as very 
good or excellent. Audio quality for the current tablet-based 
system had an average score of 2.9 on a scale of 1 (poor) 
to 5 (excellent). Comparatively, the telemedicine cart with 
its integrated noise cancelling, full-duplex microphone and 
speaker set provided improved audio quality and clarity 
with an average score of 3.9. Even greater improvements 
were seen in the video quality. Overall video quality scores 
improved from an average of 3.1 with the wireless tablet 
technology to 4.75 with the telemedicine cart. The wired 
cart is equipped with a high definition camera with pan/tilt/
zoom capabilities that can be remotely controlled by the 
neonatologist. 

If the remaining simulated neonatal resuscitations continue 
to demonstrate that the wired telemedicine cart provides a 
feasible, more reliable, higher quality video telemedicine 
experience, then the generous grant support from MNAAP 
will help move this technology into the clinical setting.

1Division of Neonatal Medicine, Mayo Clinic, Rochester, MN 
2Center for Connected Care, Mayo Clinic, Rochester, MN 
3Media Support Services, Mayo Clinic, Rochester, MN

By Jennifer L. Fang, MD, FAAP1; Beth L. Kreofsky, MBA2; Matt Bushman, BS1; Lisa A. Stubert, PMP2; Hussain Mohammed3; Kathleen 
D. Stuart3; Joan K. Broers, MS, RN2; Robert V. Johnson, MD, FAAP1; Christopher E. Colby, MD, FAAP1
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Minnesota Immunization Law Changes Update -- One Year Later

MNAAP Work Group Updates

MNAAP is addressing four child health priorities in part-
nership with members. By identifying key challenges, 
opportunities and resources in these areas, work groups 
aim to help pediatric providers better care for patients 
and their families.

Mental health  

•  Increasing training opportunities for primary care 
physicians, including resources that will be posted on our 
website at www.mnaap.org/mentalhealth.htm 

•  Providing information on care coordination in primary 
care clinics to integrate behavioral health services, which 
will be available on our website, including a current grant-
funded opportunity for care coordination 

•  Increasing access to behavioral health services for 
Minnesota children and teens over the next 3 years 

Child abuse and maltreatment 

•  Supporting State Trauma Committee’s efforts to distrib-
ute screening, recognition and referral protocol to every 
hospital ER and recommend they establish a protocol 
when abuse is suspected. 

•  Identifying continuing education opportunities for 

pediatric providers and dentists and ensuring residents 
receive proper training. 

Health disparities and poverty  

•  Discussing how to work with DHS to improve outcomes 
for low-income or at risk-families 

•  Identifying care coordination, community and referral 
resources that pediatricians can use in practice  

Immunizations  

•  Highlighting efforts of clinics using their electronic medi-
cal record to identify youth needing HPV and to link with 
the Minnesota MIIC system to provide regular updates to 
the statewide system 

•  Providing a free online CME training on HPV for mem-
bers 

•  Implementing an HPV quality improvement project in 
interested Minnesota clinics in partnership with AAP, CDC 
and MDH 

Work groups meet by conference call every 1-2 months 
and are open to all members across the state. You may 
participate as your schedule allows. If you are interested or 
would like more information, contact cairns@mnaap.org

Changes to Minnesota’s Im-
munization Law took effect 
on Sept. 1, 2014. The law 
now more closely aligns with 
current national immuniza-
tion recommendations. Some 
examples of the new require-
ments included: 

• Meningococcal and Tdap for 
seventh graders, 

• Hepatitis B and hepatitis A for 
children in child care or early 
childhood programs, and 

• Timing of the final doses of 
DTaP and polio for kindergar-
teners. 

Each fall Minnesota schools 
report their students’ vaccina-
tion status to the Minnesota 
Department of Health (MDH). 

For the 2014-15 school year, 
92 percent of seventh grad-
ers were vaccinated with 
one dose of meningococ-
cal vaccine and 94 percent 
were vaccinated with Tdap 
vaccine. This exceeded the 
Healthy People 2020 goal 
which called for 80 percent of 
children 13-15 years old to be 
vaccinated with one dose of 
meningococcal and one dose 
of Tdap. While it is hard to de-
termine the exact effect of the 
law, these high coverage rates 
point to a positive impact.    

Studies have shown that child 
care and school immunization 
requirements identify children 
that missed vaccines and have 
helped reduce large disease 
outbreaks. However, we can’t 
only rely on the law to make 

sure kids are protected. There 
are additional vaccines that 
are recommended but not 
required, such as HPV vac-
cine. Giving HPV vaccine at 
the same appointment as Tdap 
and meningococcal is not only 
convenient, it’s the medically 
acceptable standard. MDH has 
a website with resources for 
keeping adolescents up-to-
date at www.wevaxteens.com

The bottom line is, if you’re 
following the recommended 
immunization schedule for chil-
dren and adolescents, you’ll be 
in compliance with the law. It 
also means Minnesota children 
will have protection from all 
vaccine-preventable diseases, 
not just those required for 
school, child care, or early 
childhood programs. 

By Ben Christianson and Lisa Randall, MDH Program Staff

Congratulations 
to Ruth Lynfield, 
MD, FAAP,  
Minnesota State 
Epidemiologist, 
who was recently 
appointed to the 
AAP Committee 
on Infectious  
Diseases. Read 
more about her 
on page 13.
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Hospitals Modeling Healthy Living  
Practices

Since the launch of the Commons Health Hospital 
Challenge, hospital environments have changed dra-
matically. To date, approximately:

• 12 hospitals have phased out the sale of sugar 
beverages

• 2 hospitals have made a measurable commitment 
to local, sustainable food 

• 12 hospitals are baby friendly or formally commit-
ted to achieve that designation.  

• In Duluth, Essentia and St. Luke’s have completed 
all the challenge goals; the only hospitals in Minne-
sota to achieve this important accomplishment. 

• In July, Park Nicollet Clinics and Methodist Hospital 
became the first healthcare facilities in the Twin Cit-
ies to phase out sugary beverage sale and joined 
the many outstate hospitals that have already 
eliminated their sugary drinks. 

To learn more about the Commons Health Hospital 
challenge or the Creating Accountable Communities for 
Health Conference Sept. 9-10, visit   
www.commonshealthchallenge.org or  
www.accountablecommunities.org/

Free CME Videos for MNAAP Members 

Build your knowledge of resources to increase immu-
nization rates in teens and help adolescents address 
depression and anxiety.

MNAAP members can earn up to 3.0 free CME units 
for watching videos on the topics below and satisfac-
torily completing the corresponding post assessments 
and evaluations.  

• Increasing Low Immunization Rates Among Adoles-
cents 

• EMERALD: A Pilot Collaborative Program in Primary 
Care for Teens with Depression 

• Moving from ANXIETY to Optimal WELLNESS: 
Clinical Pearls for the Pediatric Provider

View them at www.mnaap.org/annualmeeting.htm

Providing Safe Pediatric Care

The Minnesota Regional Quality Collaborative, a coop-
erative effort of representatives of University of Min-
nesota Masonic Children's Hospital, St. Cloud Hospital, 
Mayo Eugenio Litta Children's Hospital- Mayo Clinic, 
Hennepin County Medical Center, Children's Hospitals 
and Clinics of Minnesota, the Minnesota Hospital Asso-
ciation, and Gillette Children's Specialty Healthcare and 
Pediatric Home Service, focus on improving the quality 
and safety of pediatric health care and are sponsoring 
this upcoming conference. 

Speakers will come from the Minnesota Department 
of Human Services, the Children's Hospitals' Associa-
tion Solutions for Patient Safety collaborative and local 
participating organizations. 5 CME and CEUs pending. 
For more information contact Melissa Hamlin, 612-813-
6363, melissa.hamlin@childrensmn.org

Providing Safe Pediatric Care 
Friday, December 18, 2015,  8 am to 3 pm. 
Medical Education Center, Children's Hospitals and 
Clinics of Minnesota 
2525 Chicago Avenue South, Minneapolis, MN 55404

HPV Quality Improvement Project

On behalf of the MNAAP, Vijay Chawla, MD and 
Deborah DeMarais, MD, MS are co-leading a project to 
improve HPV rates among 11-12 year old youth in the 
state. 

The project is part of a larger effort in collaboration with 
MDH, 7 other AAP chapters in the Midwest, AAP and 
CDC. 

If your clinic is interested in participating in a quality 
improvement project to improve rates, please contact 
cairns@mnaap.org more information. 

CME and MOC4 may be available for this project. Addi-
tionally, you will be connected to pediatricians in North 
Dakota, South Dakota, Iowa and Wisconsin who are 
also trying to improve their HPV and adolescent health 
immunization rates.

This effort will begin in October, 2015 and be available 
through June 2016. 
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Ask the State Leaders: Q&A with Paul Allwood,  
New Assistant Commissioner at MDH

Recently named assistant commissioner 
at the Minnesota Department of Health 
(MDH), Paul Allwood oversees infec-
tious disease, environmental health and 
the public health laboratory.

Allwood has served in a variety of public 
health roles throughout his career, most 
recently as director of Occupational 

Health and Safety at the University of Minnesota. He has a 
PhD and Master of Public Health in environmental health 
and a Bachelor of Science in public health and life science 
from the University of Minnesota.

Below are his responses to questions from MNAAP regard-
ing his new role and responsibilities. 

MNAAP successfully advocated for indefinite storage of 
blood spots and test results. How has this change impacted 
the newborn screening laboratory? 

Many of the disorders that can be detected by newborn 
screening are rare, making it challenging to accumulate the 
quantities of test data and confirmed positive specimens 
needed to support the improvement of existing tests and 
the implementation of new tests. Indefinite storage of blood 
spots and test results is tremendously helpful toward build-
ing the solid knowledge foundation that ultimately enables 
lives to be saved and medical outcomes greatly improved. 

MDH recently instituted year round testing on hospitalized 
patients with clinical suspicion of influenza. What prompted 
this change? What kind of impact might this have on the 
next flu season?

MDH wants to raise awareness with clinicians that influen-
za circulates year-round. Activity levels are typically low in 
the summer months; however, it’s very important to identify 
cases so we can determine what strains are circulating and 
who is being impacted. 

MDH is also concerned about influenza-like illnesses that 
occur around county and state fairs because we know that 
this is a way in which novel influenza strains (such as swine 
influenza) can be introduced into the human population. 

Lastly, the more we track influenza, the more we realize 
that it is an unpredictable disease and high levels of activity 
are occasionally outside the traditional peak months of De-
cember – March. The 2009 pandemic is a great example of 
this. By moving toward a year-round surveillance program 
for influenza, we will get a more complete picture of the dis-
ease, which will enhance our prevention and control efforts.

Water quality and access have become a national concern. 

Minnesota with its wealth of surface water also has increas-
ing concerns about the quality of public drinking water and 
well water. What are your short- and long-term priorities 
for protecting drinking water supplies for MN children and 
families?

Our current and long-term priorities for protecting drinking 
water supplies for MN children and families include ensur-
ing that water provided by public drinking water systems is 
safe to drink, understanding and working with our state and 
local partners to address and communicate risks to people 
and to public and private drinking water supplies, and as-
sisting in protection of sources of drinking water.  

Other short-term priorities include providing assistance 
to deal with existing drinking water contamination issues, 
ensuring adequate funding and resources for public and 
private drinking water protection and safety, and working to 
better understand and improve health equity issues related 
to drinking water.

The Minnesota state legislature recently approved pharma-
cies as a delivery site for some child/teen immunizations. 
How will MDH ensure that the state MIIC (Minnesota Im-
munization Information Connection -MDH) system includes 
up-to-date data on immunizations delivered at pharmacies?

Vaccination is one of the most important Public Health 
safeguards. Many pharmacies had been already success-
fully reporting immunizations to MIIC. The new statutory 
language requires pharmacists to report all administered 
vaccine doses to MIIC. 

MDH will provide training and technical assistance to help 
pharmacists access MIIC for reporting and patient assess-
ments purposes. Information and direction for participating 
in MIIC is available on the MDH website. In addition, we 
will host a webinar in September on participating in MIIC.  
Finally, we are adding human and technological resources 
to ensure that MIIC remains a stable and reliable source of 
immunization information for providers and the public.  

You've served in a variety of public health roles throughout 
your career. What are you most excited to help change or 
improve in your new role as assistant commissioner?  

There is exciting work going on at MDH to create partner-
ships and engage communities in more effective ways.  
The agency recognizes the enormous value of ensuring 
that communities are directly involved in making decisions 
about their health. We are also aware that traditional ap-
proaches to community engagement have not enabled us 
to connect with certain segments of the population, includ-
ing groups who suffer greater disparities in health.  I plan to 
be on the forefront of our efforts to find more effective ways 



11MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

Fernando Stein, MD, FAAP

The formation of imaginative partner-
ships with commerce, industry, founda-
tions and non-governmental organiza-
tions can be fostered and facilitated by 
the AAP. Individual members and Chap-
ters should be able to partner with the 
national structure of the AAP to achieve 

this goal. A variety of services exist within the AAP that are 
available but not currently easily accessible to the members 
and Chapters. 

Promotion of investment in children begins with the illustra-
tion of their needs and the eventual embracing of them by 
their community. Pediatricians have traditionally been the 
advocates for children and have the logical opportunity 
to speak to the needs of children. It is one of my central 
agenda items to facilitate leadership training and access to 
Academy services for all members.  

The Academy has a Chapter Relations Division in place.  I 
will make better known the skills available in the AAP Staff 
to help Chapters solve various problems. The AAP should 
establish a formalized consulting service that is widely 
publicized and readily accessible to the individual members 
and chapters. An effective method to support “Best Practic-
es in Chapter Management Concepts” will be to make this 
service robust in its charge and responsibilities.  

For the AAP to adequately represent the reality of its mem-
bership, it must gather information about members’ needs, 
attitudes and opinions.  I will work to better manage and 
strategically utilize the AAP’s data and data systems so that 
current, reliable, and easily accessible information can be 
leveraged on pediatricians’ behalf.

Lynda Young MD, FAAP 

First, the unified voice of many is 
louder than many single voices. Building 
membership in our chapters increases 
the impact of the voice of advocacy for 
children.  

As President, I would encourage efforts 
to increase our membership at the local level, particularly 
through the use of social media and other electronic out-
lets.   

Secondly, many physicians and chapters are committed to 
advocacy but may not know where to begin. We need to 
make available the “playbooks” on relevant initiatives, like 
immunization, gun control, health coverage. Such play-
books can detail who to call, how to build collaboration, 
what the resources are - along with fact sheets and talking 
points.  

Thirdly, we need to implement a mechanism to share suc-
cess stories.  I propose that our Academy develop its own 
version of “Pinterest.”  Pinterest is a free website, widely 
used for people to share ideas.  Our members could post 
stories of successful promotion of investment in children 
on such an Academy website – for example, a post “Our 
Chapter was successful in getting legislation restricting 
access to tobacco products for children and here’s how we 
did it.”  In this way, best practices across the country can 
be shared for our members to adopt and adapt for their 
own localities.  The use of social media like this creates the 
opportunity to learn from others, as well as to engage and 
energize our members.   

How will you as President help the Academy to provide tools to chapters and local members to promote commu-
nity investment in children?

for connecting with all part of the community, and all com-
munity groups. This means pursuing and promoting reform 
and transformation in the way we do business at the MDH 
in order to become more open and welcome to public input.  
We are making progress in this area. For example, MDH 
engaged non-traditional community partners in responding 
Ebola last year. The partnerships gave the community an 
opportunity help shape MDH strategy, and express con-
cerns as needed. This resulted in a trusting and supportive 
relationship, and is largely credited for the success of our 
monitoring efforts. This type of engagement must be ex-
panded to cover our work in other parts of the agency.  I am 
delighted to have the opportunity to promote and encour-

age this expansion.  

What is one fact or resource provided by MDH's Health 
Protection Bureau that you wish every pediatrician in Min-
nesota knew about?  

The Newborn Screening Program wishes all pediatricians 
in Minnesota knew about our new infographic, which shows 
the process of newborn screening and clearly defines pa-
rental options after newborn screening is complete. 

www.health.state.mn.us/divs/phl/newborn/materials/info-
graphic.pdf

Be Sure to Vote for AAP’s Next President-Elect
AAP’s next president-elect will be decided this fall. Watch your email in October for voting information or visit www.aap.
org/election. Be sure to vote between Oct. 23 and Nov. 23! Below are the candidates responses to the following question:
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Full skeletal survey recommended for children sus-
pected of child abuse

 In children who are being evaluated for possible child 
abuse, the AAP recommends that physicians order a skel-
etal survey – or radiographical examination of the entire 
skeleton – to look for fractures that require medical treat-
ment, as well as to document older fractures and other 
findings that are important to safeguard the well-being of 
the child. 

Specific patterns of fractures can confirm a diagnosis of 
abuse and allow for protection of the child. In a new study, 
“Evaluation for Occult Fractures in Injured Children,” in 
the August 2015 Pediatrics (published online July 13), 
researchers found only about half of children with injuries 
suspicious of abuse received the appropriate test. For 
the retrospective study, researchers examined hospital 
data for children under age 2 with a diagnosis of physi-
cal abuse, as well as data for infants under age 1 with a 
traumatic brain injury or femur fractures. 

Evaluations for occult fractures – or fractures that are not 
apparent based on history and physical examination, but 

can be detected on skeletal survey – were performed in 
48 percent of the children with an abuse diagnosis. The 
evaluations occurred in 51 percent of infants with trau-
matic brain injury, and in 53 percent of infants with femur 
fractures. 

Hospitals varied substantially with regard to their rates 
of evaluation for occult fractures in all three groups. The 
study authors conclude the data highlight missed opportu-
nities to detect abuse and protect children. 

New Prediction Tool for Shaken Baby Syndrome

In an era when the diagnosis of AHT continues to be con-
tested in public and legal arenas, PredAHT can provide 
pediatricians with an additional tool to support their deci-
sion-making processes in these rare but difficult cases.

For more additional policies and guidance on examining 
children for suspected abuse and facilitating discussions 
with parents, visit www.aap.org/en-us/advocacy-and-poli-
cy/aap-health-initiatives/Medical-Home-for-Children-and-
Adolescents-Exposed-to-Violence/Pages/Child-Abuse-
and-Neglect.aspx

AAP Releases New Child Abuse Recommendations and Tools

Recently the District VI Section on 
Medical Students Residents and Fel-
lowship Trainees (SOMSRFT) worked 
with Charles Oberg, MD, FAAP, to create 
the first annual awards for Teaching and 
Leadership, Advocacy Champions, and 
QI Initiatives. 

Tyler Winkleman, MD, a fourth-year Med-Peds resident at 
the University of Minnesota, won the Teaching and Lead-
ership award for his work in developing curricula on the 
Affordable Care Act for the medical students in the Twin 
Cities.

Below is a copy of the essay he provided, which provides 
an overview of the project.

Medical students will begin their careers after implementa-
tion of the Affordable Care Act (ACA) key provisions, the 
most sweeping change to US health care since the advent 
of Medicare and Medicaid.  

Implementation has been slow and incomplete due to sev-
eral states’ resistance to Medicaid expansion and numer-
ous legal hurdles. Future physicians are uniquely posi-
tioned to play a leading roll in the ongoing implementation 
and/or modification of current health care reform efforts.  

However, it is not clear that medical students are ade-
quately informed to effectively engage with complex health 
care policy or reform measures. In a 2012 article pub-

lished in the Archives of Internal Medicine, we showed that 
medical students in Minnesota were ignorant of the ACA’s 
basic components.  

After publication, I collaborated with a number of faculty 
within the University of Minnesota Medical School and 
School of Public Health to develop curricula that would ad-
dress the deficiencies identified in our study and engage 
students to be health care leaders in their communities.  

We were awarded a grant in 2013 to create and imple-
ment a health policy course for first year medical students.  
In May of 2014, a professor in the School of Public Health 
and I taught the medical school’s first health policy series 
and introduced students to the basic concepts of access, 
cost, quality, and social determinants of health.  

We also provided an outline of the Affordable Care Act’s 
key provisions and clarified how it changes the current 
health care landscape.  

Comparison of pre- and post-course assessments indicat-
ed students were significantly more confident they could 
identify areas of improvement within the U.S. health care 
system (p<0.01) and ways to control the growth of health 
care costs (p<0.001).  

The medical school is now in the process of developing 
a comprehensive, longitudinal health policy and public 
health curriculum that will build off the foundational infor-
mation provided in our lecture series.  

AAP Presents Teaching and Leadership Award to U of M Med-Peds Resident 
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Member Profile: Ruth Lynfield, MD, FAAP 
Minnesota State Epidemiologist

In your role as Minnesota's state epidemiologist, how do 
you work with others to slow or prevent the spread of infec-
tious disease?

Protecting the public’s health is a holistic endeavor which 
needs participation and collaboration from the public, clini-
cal practitioners and public health staff at the local, state 
and federal levels. Certain disease are reportable to the 
Minnesota Department of Health (MDH) through clinicians, 
infection preventionists and laboratorians. Staff at MDH will 
conduct surveillance for these diseases, including abstract-
ing medical records for demographic, clinical and outcome 
information. An isolate from the laboratory (depending on 
the disease) will undergo confirmation and characteriza-
tion at the MDH public health laboratory (PHL). Sometimes 
case-control studies will be done to determine risk fac-
tors for disease. This information is then used to develop 
infection prevention and control measures that can be put 
into place, such as intrapartum antibiotic prophylaxis to 
prevent neonatal group B streptococcal (GBS) disease or 
conjugate vaccine to prevent pneumococcal disease in 
young children. Studies can then be done to assess the 
impact of these measures, and inform improved measures. 
For example, moving to a screening-only approach to 
prevent neonatal GBS (initial guidelines were risk-based or 
screening-based), or moving from a 7-valent pneumococcal 
conjugate vaccine to a 13-valent pneumococcal conjugate 
vaccine. It is also useful to partner with media to inform the 
public about infectious diseases and measures that indi-
viduals can take to minimize their risk of exposure.

Infectious diseases can emerge or re-emerge and it is es-
sential to have a close partnership with clinicians who may 
recognize that something different is occurring. A number 
of years ago, a pediatrician reported a case of encephalitis 
that was investigated by MDH and found to be due to Pow-
assan virus, an arbovirus transmitted by ticks and previous-
ly not recognized to occur in Minnesota. Subsequently, the 
PHL developed the diagnostic ability to test specimens and 
we have detected cases most years, and have developed 
and disseminated messages regarding the transmission 
of this virus by ticks and the importance of tick prevention 
measures.       

What is one 
disease that has 
significantly less 
impact on Min-
nesota children 
today than their 
parents’ genera-
tion?

There are many, 
but I would like 
to single out 
Haemophilus 
influenza sero-
type B, because 
I remember so 
clearly children 
who had Hib meningitis or epiglottitis during my residency 
and the horror and impact of these infections on children. 
In particular, I remember a beautiful toddler who needed 
several trips to the operating room to have an epidural 
empyema drained. Also the anxiety and challenge of ensur-
ing that a secure airway be placed calmly but promptly in a 
child with epiglottitis. There were cases of periorbital celluli-
tis and septic arthritis due to Hib, as well as bacteremia and 
pneumonia. Invasive Hib disease occurred at an estimated 
rate of 1 in 200 young children, prior to the introduction 
of Hib vaccine in the late-1980s. Hib is an extremely rare 
infection in young children today. In 2012, CDC reported 30 
cases nationally in children under 5 years of age.

What do you enjoy most about your role at MDH? 

Collaborating with dedicated people, both at MDH and 
external to MDH who really care about improving the health 
of the public. It is especially wonderful to work in Minne-
sota, because there is such interest and engagement from 
clinicians and academicians in collaborating around public 
health, and the public and policy makers are well informed 
and generally supportive of advancing public health. 

If you could send one message to pediatricians, what would 
it be?

Get to know your public health partners. There is much we 
can learn from each other and strengthen our joint efforts to 
promote the health and well-being of the youngest mem-
bers of our population.

Which pediatric infectious diseases are you most troubled 
by and why?

Measles. We have an extremely effective and safe vaccine 

“A number of years ago, a pediatrician 
reported a case of encephalitis that 
was investigated by MDH and found to 
be due to Powassan virus, an arbovi-
rus transmitted by ticks and previously 
not recognized to occur in Minnesota.” 

Member profile, continued on page 15...
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Pediatrician - Cambridge 

Allina Health Clinics 

Pediatrician - Buffalo 
Allina Health Clinics

 
Pediatrician - Willmar 

ACMC
 

Pediatrician - Winona 
Winona Health

For details, visit  
www.mnaap.org/ 
employment.htm

Employment  
Opportunities

A warm welcome to brand new  
members who joined between  

May 1 and June 30, 2015

MNAAP welcomes new members!

Andrew Georgiadis, MD

Kari Schneider, M

Stella Hartono

Gracia Kwete

Ryan S. Holton

Alice Lehman

Jessica Davis, MD

Michael Pitt, MD

Congratulations!

Marilyn 
Peitso, 
MD, 
FAAP, 
has 
been 
named 
to the 
newly-

formed Task Force on 
Health Care Financing 
as an appointee of the 
Governor.

Key benefits include: 

• Pediatric news and 
resources specific to 
Minnesota. 

• Local leadership, 
networking and funding 
opportunities. 

• A constant presence at 
the state Capitol. 

Be sure to  
renew your chapter  

membership! 

Pediatricians’ Day 
at the Capitol 2016

Are you prepared for October 1, 2015?

On this date, all HIPPA covered entities will transition to 
ICD-10-CM. 

This transition will mean substantial changes in your 
pratice's coding and documentation procedures.

AAP offers pediatric coding resources, including news-
letter articles, manuals and webinars. 

More info at  
www.aap.org/en-us/professional-resources/ 

practice-support/Coding-at-the-AAP/Pages/default.aspx

Applications are now being accepted for early child-
hood scholarships ($7500/child/year) for high quality 
preschool for children through ParentAware.  

Eligible parents include:

• Have a child(ren) who is age three or four by Septem-
ber 1, 2015, and who is not yet eligible for kindergarten,  
OR A parent under the age of 21, who is pursuing a 
high school or general education equivalency diploma 
(GED) and has a child age birth through age two. 

• Live in Aitkin, Itasca, St Louis, Carlton, Lake, Cook, 
Koochiching, Scott, Carver, Washington, Anoka, Hen-
nepin, Ramsey, or Dakota counties.

• Have an annual income at or below 185% of the Fed-
eral Poverty Guideline in the current calendar year. 

For application and more information, go to   
www.thinksmall.org and click on news and events.

 
State Funding Available for  

Preschool Scholarships

Once again, MNAAP 
will be hosting Pediatri-
cians’ Day at the Capitol 
to advocate for key chil-
dren’s health issues.

Consider joining us 
for part or all of the 
afternoon! Following 
group discussions with 
legislators, you’ll have 
the opportunity to meet 
one-to-one with your 
own legislators, if you 
wish.

 
SAVE THE DATE! 

Tuesday, April 12, 2016

Pediatricians’ Day at  
the Capitol from 1-4 pm

Watch for details...
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against measles, and widespread use led to the elimination 
of endemic measles in the United States in 2000. However, 
large outbreaks of measles have occurred in the United 
States in recent years. Cases occur because a susceptible 
person is exposed either abroad in an endemic location, 
or is exposed in the United States to an imported case or 
to an outbreak-related case. A susceptible person who 
has face to face contact with an infected person has a 90 
percent likelihood of developing measles. In Minnesota in 
2011, we had 21 related cases, of which 14 were hospital-
ized. Nine of 16 unvaccinated cases were age-eligible for 
vaccine. A number of months later, an unrelated case in a 
young child occurred that required prolonged respiratory 
support. Measles can be a deadly disease. Measles vac-
cine has an undeserved image that could result in the re-
establishment of measles circulation in the United States. 

What are you hoping to accomplish through your involve-
ment on AAP’s Committee on Pediatric Infectious Diseases?

I am hoping to bring a broad public health perspective to 
the Committee, which has a lot of academic and specific 
expertise. I have had the pleasure of working on vaccine 

effectiveness studies, outbreak investigations and develop-
ing policies for infection prevention and control on a wide 
variety of infectious diseases. I am also very interested in 
antimicrobial stewardship. The Committee is planning to 
increase their focus in this area, and I am looking forward 
to helping in these efforts.

What's one thing most people are surprised to learn about 
you? 

That I came into public health through the channel of infec-
tious diseases, rather than having formal training in public 
health. I completed a pediatric infectious disease fellow-
ship, including bench research. For the next five years, I at-
tended at Massachusetts General Hospital doing in-patient 
pediatric infectious disease consults, had an outpatient 
clinic, and had a part-time position at the Massachusetts 
State Lab where I was involved in newborn screening 
for congenital toxoplasmosis. In 1997, my husband and 
I moved to Minnesota (Mike is from Minnesota and was 
aching to return), and I began working at MDH on a group 
B Streptococcus project as part of the Emerging Infections 
Program, and have stayed ever since.

Member profile, continued from page 13...
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Thank you to MNAAP’s 2015-2016 sponsors

HOT TOPICS IN PEDIATRICS CONFERENCE
friday, May 20, 2016
morning and afternoon sessions preceding annual dinner

PEDIATRICIANS’ DAY  
AT THE CAPITOL

1-4 p.m. 
Tuesday, April 12, 2016 

Save the dates!


