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Screening Instruments: Caring for the 
Whole Child

Universal developmental screening works and 
closes the gap. Since the AAP recommended 
standardized developmental screening in 2006, 
research continues to show that screening signifi-

cantly improves our ability to identify developmental delays earlier and more accurately. 
Currently in Minnesota, less than 3 percent of children under age 3 are receiving Early 
Intervention (EI) services, despite a national estimate of 13 percent of children in this 
age group eligible for services. 

Early intervention is critical for children with developmental and behavioral needs. 
Growing evidence suggests that clinicians are well-positioned to perform not just sur-
veillance and developmental screening at well visits, but moreover to fully implement 
screening for risk and resilience across childhood and adolescence. 

The articles in this 2-part series are taking a closer look at developmental, autism, ma-
ternal depression, social/emotional/mental health, and ACEs screening. Watch for the 
remaining articles in the February issue of Minnesota Pediatrician. 

Developmental Screening
By Elsa Keeler, MD, FAAP and  
Katy Schalla-Lesiak, MSN, MPH, APRN, CPNP

With the current prevalence of autism spectrum disorder (ASD) 
estimated at 1 in 68 children and rising, it is imperative that pediatri-
cians take an active and informed role in identifying children at risk.  
Despite a great deal of effort regarding early identification, parents 
generally report initial concerns before their child is 18 months and 

still the average age of diagnosis remains at about 4-5 years of age.  It is important that 
screening tools used by pediatricians be as evidence based as possible to avoid over- 
or under-referral for diagnosis.

Autism Spectrum Disorders Screening
By Michael Reiff, MD, FAAP

Continued on page 6...

Continued on page 7...
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Nov. 18, 2015 
Clinical Updates: Pediatric 
Pain, Palliative & Integra-
tive Medicine in a Healing 
Environmental Clinic 
Hosted by Children’s Hospi-
tals and Clinics of MN

Dec. 3-4, 2015 
Family-Centered Adoles-
cent Care: An Inclusive 
Approach for all Youth 
and their Families 
Open Book, Minneapolis 
Sponsored by HCMC

Dec. 4, 2015 
Management of Muscu-
loskeletal Conditions in 
Children and Adolescents 
St. Paul RiverCentre 
Hosted by Gillette Children’s 
Specialty Healthcare

Dec. 18, 2015 
Providing Safe  
Pediatric Care 
Medical Education Center, 
Children’s Hospitals and 
Clinics of Minnesota - Mpls 
Hosted by Minnesota  
Regional Quality  
Collaborative

Jan. 15, 2016 
Children’s Mental Health 
Workshop Series for Pri-
mary Care Providers 
Minneapolis 
Hosted by PrairieCare 
Institute

April 22, 2016 
Children’s Mental Health 
Workshop Series for Pri-
mary Care Providers 
Minneapolis 
Hosted by PrairieCare 
Institute 

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

June 2-3, 2016 
Topics and Advances in 
Pediatrics 
U of M Masonic Children’s 
Hospital

July 22, 2016 
Children’s Mental Health 
Workshop Series for  
Primary Care Providers 
Bluestem Center,  
Rochester

October 21, 2016 
Children’s Mental Health 
Workshop Series for  
Primary Care Providers 
Amberwing Community 
Education Rm,  
Duluth
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It’s fall and the beginning of our Chap-
ter’s action year. Two meetings that are 
important for our chapter activities have 
recently taken place. 

The first was our Chapter board meet-
ing. Though our fiscal year runs from 
July 1 to June 30, the first meeting of 
the year for our board happens in the 

fall. I was very impressed with the breadth and depth of our 
board - they will represent you and the children of Minne-
sota well.

The second was one many of you might not know as much 
about. Over the last two years, MNAAP has participated 
in a coalition of primary care provider organizations. This 
includes our colleagues in internal medicine, family medi-
cine, osteopathic medicine, and physician assistant and 
advanced practice nursing organizations. The fall meeting 
of the group continued our work defining areas for com-
mon effort to support families and children particularly in 
legislation. Topics ranged from the use of patient outcomes 
as a measure of quality to provider resilience.  Again, I was 
impressed by the commitment of all of these organizations 
to focus on patient needs. 

Susan Berry, MD, FAAP 
MNAAP President

Word from the President: Sue Berry, MD, FAAP

I hope as the year progresses that we will all continue to 
work together for Minnesota kids. Our past board member, 
Dr. Sarah Jane Schwarzenberg, has done this in a big way.  
She just completed work as lead author on the AAP state-
ment  “Promoting Food Security for All Children” (see page 
5). I recommend that you all read it and learn more about 
what we can do as a professional group to meet this impor-
tant goal. Please offer her your thanks when you see her! 

October 2015 Board Meeting

www.mnaap.org
www.mnaap.org
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Suspicions of Child Abuse or Neglect Must Be Reported
By Lisa Guetzko, MD, HealthPartners Central Minnesota Clinic

Diagnosing and reporting suspected 
child abuse or neglect is one of the 
greatest challenges a pediatrician must 
face. Besides the obvious primary 
concern for the child’s welfare, there 
are numerous other considerations that 
can affect our decisions about whether 
or not to file a child protection report. 
Time constraints, diagnostic uncertainty, 

logistical barriers, lack of knowledge about proper report-
ing protocol,  and fear of alienating the patient’s family or 
losing them to follow up may all play a role in the clinician’s 
decision.  Although we are all aware that we are mandated 
reporters, it is often unclear exactly when, why, and how to 
report a suspicion of child abuse. 

As a pediatrician who practices in a city that spans three 
different counties, I have encountered significant variability 
in the reporting, investigation, and responses to child abuse 
reports. One county is particularly efficient in filing reports 
over the phone, processing written documentation, and no-
tifying the clinician after an outcome has been determined. 
Other counties have presented additional barriers that have 
made the reporting process more difficult for families and 
clinicians. 

For example, I was told by one child protection employee 
that they could not file my report of suspected sexual abuse 
of a 12 year-old boy who had repeatedly sexually abused 
his two younger siblings and attacked his older sibling 
with a weed whacker. The children had been seen by law 
enforcement in the home, and by physicians in the ER 
repeatedly, where it had even been documented that the 
12 year-old who perpetrated the sexual abuse was show-
ing red flags that he, too, had been abused. But because I 
could not tell child protection services exactly who was the 
suspected abuser, the county refused to file my report. I 
subsequently spent another four hours on the phone, being 
redirected to various agencies until I reached someone in 
law enforcement who appropriately filed and responded to 
my report. 

I am thankful that my persistence paid off, as none of the 
other medical providers who had seen the 12 year-old ever 
reported their concerns that he was the victim of abuse. 
This was especially surprising to me because I had spoken 
directly with ER staff during one of his visits there, and they 
had assured me that their suspicion of abuse against the 
child would be reported. The child has since been removed 
from the home and placed with his grandparents while the 
case is under investigation. After intensive psychotherapy 
and numerous legal proceedings, the child did finally iden-
tify his abuser and additional protective measures can now 
be implemented.

Although the reporting process can be daunting and frus-
trating at times, there are some helpful guidelines I would 
like to offer to the clinician who suspects child abuse or 
neglect:

Trust your clinical  
judgment  
If you suspect child 
abuse or neglect, make 
a verbal report to the 
appropriate agency 
within 24 hours. Follow 
up with a written report 
as soon as possible. It 
is better to report your 
concerns than to ignore 
them or talk yourself 
out of them.

Consult with an expert if needed 
If you are uncertain about your concerns or what to do 
next, consult with a child abuse specialist. Their wealth of 
expertise can help guide you through the process. Contact 
information is available at:  https://www2.aap.org/sections/
childabuseneglect/Minnesota.cfm

Don’t assume that anyone else has filed a report 
Even when a patient has been seen by multiple providers 
before you, there is no guarantee that any of them have 
reported a concern of child abuse. You may be the child’s 
only hope in obtaining the necessary investigation, inter-
vention or services.

Document your findings and impressions thoroughly 
Your history, physical, assessment, and even photographs 
of your patient are extremely valuable in the investigative 
process.

Utilize a team approach 
While you are carefully documenting your findings and con-
cerns, you can enlist your nurse or rooming staff to assist 
with contacting the authorities. Although you have to make 
the actual report yourself, your staff can assist by contact-
ing the appropriate agency and providing them with basic 
information such as patient demographics.

“I am thankful that my persistence paid off, as none of 
the other medical providers who had seen the 12 year-
old ever reported their concerns that he was the victim 
of abuse. This was especially surprising to me because 
I had spoken directly with ER staff during one of his vis-
its there, and they had assured me that their suspicion 
of abuse against the child would be reported.”

www.mnaap.org
https://www2.aap.org/sections/childabuseneglect/Minnesota.cfm
https://www2.aap.org/sections/childabuseneglect/Minnesota.cfm
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Communicate with the patient’s family 
We all worry that we may alienate a patient’s family by filing 
a report of suspected child abuse. But parental estrange-
ment is not inevitable. When appropriate, you can express 
your concerns to the child’s caretaker and explain why 
these concerns need to be addressed. You may be sur-
prised at how grateful they are for your care.

Make sure to follow up  
You should expect to receive written communication from 
the county regarding the outcome of any inquiry or investi-
gation resulting from your report. You may also be asked to 
provide additional feedback or documentation, depending 
on the situation. Child Protection Services personnel have 
told me on more than one occasion that most physicians 
are hesitant to stand by their original concerns by providing 
additional written documentation such as letters or more 
detailed impressions to be used in court. Remember that 
you might be your patient’s sole medical advocate in these 
situations, and your medical opinions are both valid and 
absolutely necessary.

Above all, remember that any suspicion of child abuse or 
neglect should be reported. You are protecting both your-
self and your patient by doing so. You may even be saving 
a child’s life. 

AAP Recommends 
Screening for Food  
Insecurity at Well 
Visits
One in five children live 
in homes that are food 
insecure, whereby “access to adequate food is limited 
by a lack of money or other resources” as defined by 
the USDA.

Recognizing the vital impact of food on child health, 
AAP recommends pediatricians ask 2 questions to 
screen for food insecurity at each well visit:

• “Within the past 12 months, we worried whether 
our food would run out before we got money to 
buy more.”

• “Within the past 12 months, the food we bought 
just didn’t last and we didn’t have money to get 
more.” 

Yes or no? 

Answering yes to one or both questions indicates a 
family is struggling with food insecurity and should be 
referred to the appropriate resources.

“It is important for pediatricians to be aware of the fact 
that food insecurity can occur in any population,” said 
MNAAP member Sarah Jane Schwarzenberg, MD, 
FAAP, a lead author of the statement and a member 
of the AAP Committee on Nutrition. 

“I think sometimes people believe food insecurity af-
fects only inner-city, impoverished people, but in fact, 
after the recession, we saw people in the suburbs and 
nontraditional areas experiencing food insecurity as 
well.”

Read Promoting Food Security for All Children

Keep information about these and other resources at 
your fingertips:

• SNAP (formerly food stamps)

• WIC

• Free and reduced school meals

• Local food shelves, food banks and organizations 
that offer free meals. Visit www.hungersolutions.
org/map/ or call the Minnesota Food Helpline at 
888-711-1151

www.mnaap.org
http://www.mayoclinic.org/departments-centers/childrens-center
http://pediatrics.aappublications.org/content/early/2015/10/20/peds.2015-3301
ApplyMN.dhs.mn.gov
http://www.health.state.mn.us/divs/fh/wic/findclinicfooter.html
http://education.state.mn.us/MDE/SchSup/FNS/SNP/AppStuMeals/
http://www.hungersolutions.org/map/
http://www.hungersolutions.org/map/
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Part of this discrepancy may be due to Minnesota’s eligibil-
ity criteria for EI services. However, given that less than 
50 percent of children in Minnesota receive developmental 
screening at the recommended ages, certainly there is 
missed opportunity to identify children at risk, and more we 
can do to close the gap. 

Screening is part of best practice pediatric care. No other 
group of professionals in Minnesota reaches more chil-
dren at younger ages than pediatric providers. The AAP 
recommends developmental screening at 9, 18, and 24-30 
months of age, using standardized instruments that are 
sensitive, specific, valid and reliable. These screenings are 
reimbursable by Medicaid and major private plans. 

Incorporating screening into busy clinic flow is challenging. 
However, many clinic systems in Minnesota have success-
fully addressed barriers – and have realized the benefits of 
offering screening. Families appreciate the attention to their 
concerns and connection to resources and services. Clini-
cians find that the screening results help them work more 
efficiently, by focusing the visit on issues that are most 
critical to the child and family. Referral algorithms help clini-
cians and staff build key relationships with local education, 
public health and other early childhood professionals that 
lead to improved care coordination. 

Resources for effective screening and referral processes 
are available at the state and national level: 

• Developmental and Social-Emotional Screening of 
Young Children (0-5 Years of Age) in Minnesota (MDH)

• Screening Tools at a Glance (MDH)

• Communities Coordinating for Healthy Development (DHS)

• Birth to 5: Watch Me Thrive 

• AAP Developmental Screening

• Centers for Disease Control (CDC) Developmental 
Monitoring and Screening

What to do with results. Screen-
ing is just one part of a broader 
process to improve developmental 
outcomes. In a successful screen-
ing process, screening results are 
interpreted in the context of every-
thing else that is known about the 
child and family. Recommendations 
for referral should use a family-
centered decision making process 
to ensure that referrals best meet 
child’s needs and are feasible and 
culturally appropriate for the family. 
Care coordinators can be key in 

helping families follow through and closing the communica-

tion feedback loop after evaluation.

If a child does not pass developmental screening, two refer-
rals should be made simultaneously, sooner rather than 
later:

1. Referral for further medical evaluation: This starts with 
the primary pediatric provider, with decision-making in-
fluenced by presence of global delays, co-morbidity, birth 
history, growth, developmental surveillance, and family his-
tory. Specialty providers include developmental pediatrics, 
genetics, physical medicine, neurology, orthopedics, audiol-
ogy, ophthalmology, and/or rehabilitative services. Refer to 
AAP Guidelines.

A medical diagnosis can result in a higher likelihood of eli-
gibility for Early Intervention services, coverage for private 
therapies, and attainment of additional health insurance 
coverage such as TEFRA.

2. Referral for education evaluation: This determines 
whether the child is eligible for free developmental services 

(early education, speech, 
OT, PT) from the local 
school district under 
the federal IDEA Part C 
(Early Intervention for 
age 0 through 2 years) or 
Part B 619 (Early Child-

hood Special Education for 3-5 years). 

This referral can be made in one of two ways: Directly to 
the local school district, usually by phone or fax. Or via the 
statewide Help Me Grow website (www.HelpMeGrowMN.
org) or phone (1-866-693-GROW). From there, the refer-
ral information will be sent to the appropriate local school 
district, where staff will follow up with the family.

It’s important to refer a child for educational evaluation as 
soon as a concern is identified. Important reasons to refer a 
child well before 3 years of age include: 

• Early Intervention services are more effective, with bet-
ter outcomes.

• It’s easier for the child to qualify for services (eligibility 
criteria are less stringent). 

• Services are provided year-round, usually in the home 
or child care setting.

• After a child turns 3, evaluation and services are usu-
ally in the school setting, only during the school year.

Even if the child does not qualify for early intervention, they 
can be then linked to other community resources including: 
local county or tribal public health Follow Along Program 
or  Family Home Visiting (high risk families prenatal-age 
3); local school district Early Childhood Screening, school 
readiness and preschool programming, Early Childhood 
Family Education (ECFE), and Head Start.

...Developmental Screening, continued from page 1

www.mnaap.org
http://www.health.state.mn.us/divs/cfh/topic/devscreening/index.cfm
http://www.health.state.mn.us/divs/cfh/topic/devscreening/index.cfm
http://www.health.state.mn.us/divs/cfh/topic/devscreening/instrumentsall.cfm
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&Rev
http://www.acf.hhs.gov/programs/ecd/child-health-development/watch-me-thrive
http://pediatrics.aappublications.org/content/118/1/405
http://www.cdc.gov/ncbddd/childdevelopment/screening.html
http://www.cdc.gov/ncbddd/childdevelopment/screening.html
http://pediatrics.aappublications.org/content/118/1/405
http://pediatrics.aappublications.org/content/118/1/405
www.HelpMeGrowMN.org
www.HelpMeGrowMN.org
http://helpmegrowmn.org/HMG/Refer/index.htm
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CHILDREN’S  
PHYSICIAN ACCESS

24/7 assistance: referrals, consultations, admissions

612-343-2121 · 866-755-2121
childrensMN.org

For the most amazing people on earth.

...Autism Spectrum Disorder Screening, continued from page 1

The current AAP guidelines recommend ASD screening at 
18 and 24 months. This recommendation is prudent in spite 
of some current controversy about the efficacy of screen-
ing children whose parents have not voiced concerns.  We 
have evidence that we are already missing children at risk 
for ASD with present recommendations and procedures, 
and stopping screening would be likely to compound this 
and be a step backwards. Universal screening for ASD can 
streamline the early detection process and facilitate appro-
priate referrals.

General screening tools familiar to pediatricians such as 
the Ages and Stages Questionnaires (ASQ), Communica-
tion and Symbolic Behavior Scales (CSBS), and Parents’ 
Evaluation of developmental Status (PEDS) can all be help-
ful in identification of children at risk for developmental and 
language delays but are not specific to ASD screening. 

Some of the more familiar ASD screening tools include the 
Modified Checklist for Autism in Toddlers (MCHAT), which 
is a parent completed questionnaire, and the Screening 
Tool for Autism in Toddlers and Young Children (STAT), an 
interactive screening tool designed for children in whom 
developmental delays are suspected.

The Modified Checklist for Autism in Toddlers, Revised 
(MCHAT-R), with Follow-up interview (M-CHAT-R/F) is one 
of the most used and researched screening tools.  The 
original M-CHAT produced an unacceptably high false posi-
tive rate (the number of children who screened positive but 
were not found to have ASD on careful evaluation), even 
when a follow-up interview was added. The M-CHAT-R/F 
was developed in order to reduce the false positive rate 
and detect more ASD cases. The MCHAT-R scoring is sim-
plified from the original MCHAT and contains an algorithm 
that separates low-risk, moderate-risk and high-risk scores.  
The M-CHAT-R follow-up interview is es-
sential for moderate-risk scores because a 
it yields a dramatically increased positive 
predictive value (PPV) when both stages 
are implemented.  In addition, using this 
new protocol, the PPV for any develop-
mental disorder using the M-CHAT-R/F is 
.946, indicating that a high percentage of 
children screening positive by this proce-
dure need evaluation and intervention.  
Scores on the M-CHAT-R/F can range 
from 0-20.  

• Those with low risk scores (0-2) can 
continue with developmental surveil-
lance without the follow-up interview 
or referral.  

• The follow-up interview should be 
administered to those at moderate risk 
(3-7), and, if the interview yields posi-
tive scores (2+), children should be 

referred for evaluation and early intervention.  

• Those with high-risk scores (8-20) can bypass the 
follow-up interview and should be immediately referred.

One of the key issues in 
ASD screening is early 
detection to assure that 
identified children who 
receive the ASD diagno-
sis receive intensive early 
evidence-based interven-
tions as soon as possible.  
In the past few years there 
have been many advances 
in detecting the early signs of ASD.  These findings indicate 
that there is substantial heterogeneity in the presentation of 
ASD. 

Some early markers of ASD between 12 and 24 months in-
clude reduced levels of social attention and social commu-
nication as well as repetitive behaviors with atypical body 
movements and motor development. Temperament obser-
vations around age 2 can include lower sensitivity to social 
rewards as well as negative affect and difficult behaviors.  
Helpful behavioral markers below 1 year of age have not 
been constantly identified.  Language development and/
or non-verbal cognitive gains may slow down after the 
first year.  From 6-18 months gaze to faces, vocalizations 
directed toward people and social smiling may decline.  

In light of this research we are now in a good position to 
start developing tools to measure these behaviors in clinical 
practice using observations and parent reports. 

References available upon request.

www.mnaap.org
http://childrensmn.org
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A key component to effectively working 
with culturally diverse families requires 
an understanding of their culturally 
based views and perspectives. Further, 
there is a wide spectrum of diverse 
cultural perspectives on typical versus 
atypical development. For example, 
common observed behaviors such as 
eye contact, social play skills, and a 

child’s activity level are all influenced by cultural expecta-
tions. Further, in many cultures, even bringing up an area 
of concern before the age of 2 may seem inappropriate or 
strange to a family. Other cultures may view the screening 
process itself as a way “looking for a problem.”

There is growing demand for health care providers to pro-
vide culturally competent care to young children and their 
families. Culturally competent practitioners address cultural 
and linguistic differences when presenting early develop-
mental screening and developmental concerns. Some best 
practices in culturally competent screening include:

• Use of well-trained interpreters or cultural liaisons with 
both an understanding of developmental screening and 
culture. 

• Provide translated materials. Consider both literacy 
level and home language. Provide local cultural adap-
tations to make culturally relevant to local community. 
Note: Many commonly used terms in developmental 
screening may not exist in native language.

• Use validated screening tools that have been devel-
oped with and normed on the cultural population being 
screened (when possible). 

• Ask the family first about concerns in child’s develop-
ment or behavior. Let them share a story or observation 
about their child. 

• Look for common ground between what the family is 
seeing and your developmental concerns. Use this as a 
way to build connection and trust. 

Becoming a culturally competent health care provider is an 
ongoing, evolving process for both individual professionals 
and the larger organizations in which we work. Developing 
these strong and trusting family-professional partnerships 
that respect cultural views is key to providing high quality 
care to children and families from culturally and linguisti-
cally diverse communities. 

References available upon request.

Developmental Screening in  
Culturally Diverse Communities
By Jennifer Hall-Lande, PhD, University of Minnesota 
Reviewed by Maly Lee, parent partner

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 Develop-
mental Screening Passport provided by 
Birth to 5: Watch Me Thrive

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.

The 2nd Edition of the Ages and Stages Questionnaires: 
Social-Emotional (ASQ:SE-2) has been approved as a 
recommended screening instrument for C&TC.

The code for social-emotional or mental health screen-
ing has changed as of 1/1/2015. Please refer to the 
MHCP Provider Manual, C&TC Section for details. 
Also watch for upcoming changes to coding for autism-
specific screening.

www.mnaap.org
http://mnpsychconsult.com
https://www.acf.hhs.gov/sites/default/files/ecd/birth_to_5_watch_me_thrive_screening_passport_desktop_printing.pdf
https://www.acf.hhs.gov/sites/default/files/ecd/birth_to_5_watch_me_thrive_screening_passport_desktop_printing.pdf
http://www.acf.hhs.gov/programs/ecd/child-health-development/watch-me-thrive
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Physician burnout is a topic increas-
ingly recognized as a problem facing 
health care, having implications on 
quality of patient care and quality of life 
for ourselves and our colleagues.  How 
we approach this as organized medi-
cine, health systems,and individuals is 
extremely important.

Multiple studies have shown that nearly 50 percent of 
American physicians experience feelings of emotional ex-
haustion, cynicism, and decreased job satisfaction. Studies 
indicate physicians experiencing burnout have decreased 
levels of professionalism, poorer quality outcomes, and an 
increased risk for medical errors. Burnout also contributes 
to strained relationships at work and at home, increased 
rates of alcohol use, thoughts of suicide, and is leading 
physicians to leave the workforce at younger ages.

Rates of physician and medical student burnout around 
the globe are well-documented in the literature. Increased 
prevalence is seen in highly acute areas such as emergen-
cy medicine and intensive care units, while the lowest rates 
are seen among physicians in pathology and dermatology. 
The stresses of the population can also impact physicians 
as demonstrated by a study in which 44 percent of general 
pediatricians classified themselves as burned out.

As a physician and nurse, we knew this information to be 
true for ourselves and for our colleagues after working 
long work weeks and denying ourselves time to care for 
ourselves and our families.  The recent tragic loss of two 
of our community’s physicians in the prime of their careers 
caused us to re-evaluate our lives and 
work schedules.  This experience drove 
one-quarter of our medical staff to attend a 
Minnesota Hospital Association seminar on 
physician burnout and resilience.

The strategies presented by Dr. Bryan 
Sexton were simple…and challenging.  We 
began to recognize our self-care impacted 
patient care, interactions with others on 
our health care team, and our families. 
Time soon revealed it would take more 
than viewing a few PowerPoint slides to 
implement this change. For many of us, the 
timing was right and the support within our 
teams was present.

One tool was particularly effective. “Three 
Good Things” asks you to document three 
good things that happened each day before 
going to sleep. You identify the emotion you 
experienced as well as your part in making 

this “good thing” happen. Studies have shown after com-
pleting this task for two weeks, an increase in happiness 
can be felt for up to six months. Equally as important, the 
results are just as effective as SSRIs used to treat depres-
sion. Our physicians now routinely use this technique per-
sonally and recommend it to their families and patients.

This success prompted our physicians to rediscover the joy 
of medicine by supporting and implementing a new com-
munity-wide resilience program called the Bounce Back 
Project (www.bouncebackproject.org). This project allows 
our physicians to be in the community as leaders teaching 
everyone from the ages of 8 – 108 the importance of kind-
ness, gratitude,and happiness.  We are so confident in the 
value of this program that we are studying our interventions 
along with Dr. Bryan Sexton of the Duke Patient Safety 
Center to demonstrate the impact it will have on the happi-
ness, physical well-being and mental well-being of not only 
our physicians and nursing staff, but our community.

The changes seen in our staff and organization are en-
couraging. Conversations about resiliency and self-care 
are slowly becoming a part of the fabric of our culture. This 
program has made a difference in many people’s lives 
including this formerly burned out physician and nurse and 
we are truly grateful.  If you would like to learn more about 
what our community is doing, please feel free to contact us 
at corey.martin@allina.com and christy.secor@allina.com 

Beating Burnout: Tips from a Rural Clinical Team
By Corey Martin, MD, and Christy Secor, RN, MSN, Buffalo Hospital

Sign up for MNAAP’s annual meeting on Physician Self-
Care: Building Resiliency and Mindfulness

www.mnaap.org
www.bouncebackproject.org
mailto:corey.martin@allina.com
mailto:christy.secor@allina.com
http://mnaap.org/annualmeeting.htm
http://mnaap.org/annualmeeting.htm
http://www.uofmchildrenshospital.org/
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TENTATIVE SCHEDULE: 
1:00 - 2:30 p.m.  Welcome  and “Advocacy 101”

 MNAAP Pediatric Priorities

 Group discussions with legislators

2:30 - 4:00 p.m. 1-to-1 meetings with individual legislators

 Committee meeting attendance, pending space

4:00 - 6:00 p.m. Debriefi ng and Appetizers (optional)
 Axel’s Bonfi re Grill at 
 850 Grand Ave. in St. Paul

A P R I L

12
2 0 1 6

PEDIATRICIANS’  DAY  
AT THE CAPITOL

REGISTER NOW: 
W W W . M N A A P . O R G /
P E D S D A Y A T T H E C A P I T O L . H T M

L O C A T I O N :
CENTENNIAL  BLDG
(LADYSLIPPER RM)

ADJACENT TO 
THE CAPITOL
658 CEDAR ST

www.mnaap.org
http://www.mnaap.org/pedsdayatthecapitol.htm
http://www.mnaap.org/pedsdayatthecapitol.htm
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HPV Vaccine: Helping Parents Separate Facts from Fallacy
By Vijay Chawla, MD, FAAP, Mayo Clinic

Papilloma viruses are small DNA virus-
es that cause species- and tissue-spe-
cific disease. There are more than 200 
types of human papilloma virus (HPV), 
which infect the skin and mucous mem-
branes and are transmitted by contact. 
Lifetime risk of HPV infection exceeds 
75 percent, and new HPV infections oc-

cur across the lifespan, albeit with a peak in young adult-
hood. While most infections clear within months, a minority 
produce complications.

Following FDA approval of the first HPV vaccine in 2006, 
the CDC Advisory Committee on Immunization Practices 
(ACIP) voted to recommend routine immunization for 
females in 2006 and for males in 2011. The current recom-
mendation is to give three doses of vaccine to all adoles-
cents at age 11 to 12 years. The quadrivalent and 9-valent 
vaccine products may be given to either sex; the bivalent 
product is only recommended for females. All females, 
and males who are immunocompromised or have sex with 
males, may begin the series as late as age 26. For other 
males, 21 is the latest recommended age for series initia-
tion.

Despite unequivocal recommendations from ACIP, AAP, 
and AAFP, it has been challenging to achieve acceptance 
of HPV vaccine in the United States. As Figure 1 illustrates, 
uptake of HPV vaccine is lacking compared to other recom-
mended vaccines. Adherence to the full 3-dose HPV series 
is even less prevalent than the 1-dose coverage shown.

Minnesota’s 2014 implementation of school requirements 
for Tdap and MCV4 at grade 7 failed to accelerate HPV 
uptake. Both parents and providers tend--however inac-
curately--to view a school requirement as a marker of a 
vaccine’s importance. They may not appreciate that HPV 
causes about 31,000 cancers per year in the United States, 
the vast majority of them vaccine-preventable types. 

Other countries have achieved much higher immunization 
rates. This may reflect their success in addressing some of 
the major factors believed to keep American rates low:

Provider recommendation. Parents consistently cite a 
health care provider’s recommendations as the most influ-
ential factor in the decision to vaccinate. Only 76 percent of 
providers, however, routinely recommend HPV vaccine to 
girls at 11-12 years, and even fewer (46 percent) routinely 
recommend it to boys the same age. 

Parent resistance. Providers are pessimistic about recom 
mending HPV vaccine: 55 percent believe they cannot 
change the minds of reluctant parents, and 47 percent don’t 
have time to discuss parents’ reasons for declining it. They  

 
may benefit from preparing sound responses to the top 
reasons parents give for declining or delaying HPV vaccine: 
safety concerns, the belief that the child is too young and/
or not sexually active, and general lack of knowledge about 
the vaccine.

Stigma. Neither providers nor parents are eager to discuss 
sexually transmitted infections with young adolescents. 
CDC recommends keeping conversations about HPV vac-
cination simple and direct, offering the vaccine “the same 
way, the same day” that other adolescent vaccines are 
offered. It can also be helpful to frame HPV vaccine as pre-
venting cancer rather than sexually transmitted disease.

Timing. Unfortunately, few adolescents visit health care pro-
viders as often as younger children do, so opportunities to 
vaccinate arise less frequently. HPV vaccine may be given 
as early as age 9, which allows more time to complete the 
3-dose series. Sending reminder/recall letters or phone 
calls may improve series completion.

In summary, both providers and parents can benefit from 
better understanding the importance of vaccinating against 
HPV. Examining the factors that lead to under-vaccination 
may help providers protect more of their patients from pre-
ventable cancers in the future.

Estimates from CDC National Immunization Survey (NIS) and 
NIS-Teen. Rates shown in gray are among children 19 through 35 
months old. Those shown in blue are among teens 13 through 17 
years old.

Want to improve HPV vaccine rates at your clinic?

Drs. Vijay Chawla and Deborah DeMarais are co-leading 
a project to improve HPV immunization rates among 11-
13 year-olds in collaboration with MDH, seven other AAP 
chapters, AAP and CDC. CME and MOC4 are available 
to participants in addition to a clinic stipend. For more 
information, contact cairns@mnaap.org 

www.mnaap.org
mailto:cairns@mnaap.org
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Minnesota Chapter, American Academy of  Pediatrics (MNAAP)

ANNUAL 2016
Hot Topics 
in Pediatrics  
Conference

Annual Dinner&
 Fri. May 20 
 
Marriott, Bloomington

9 a.m. - 12:15 p.m.

1:30 p.m. - 4:30 p.m.

5:00 p.m. - 6:00 p.m.

6:00 p.m  - 9:00 p.m.

Practical Tools for Addressing Poverty and Disparities in the Clinic

Increasing Accessibility of Mental Health Services and Resources

CASH BAR RECEPTION | Fifth Annual Student/Resident Abstract Competition

ANNUAL DINNER  | Physician Self Care: Building Resiliency and Mindfulness

For details and online registration: 
www.mnaap.org/annualmeeting.htm

Minnesota is ranked #1 in the country for overall child well-being. However, not all Minnesota’s children 
share equally in those improvements. Help families get connected to the care and services they need.

Studies estimate that mental health problems affect one in five young people at any given time, but few are 
receiving the care they need. Hear about innovative models to increase access to mental health resources.

Review, discuss and judge posters from at least 20 pediatric residents and medical students. A great net-
working opportunity. 

Learn the keys to beating burnout. Share what you learn with patient families. 

- overview -

www.mnaap.org
http://www.mnaap.org
www.mnaap.org/annualmeeting.htm


13MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

__________________________________________________________________________________________________
First Name Last Name   Designation(s)

__________________________________________________________________________________________________
Phone Email

__________________________________________________________________________________________________
Organization Name        

Which session(s) are you interested in attending?

QUESTIONS? CONTACT 
Melissa DeBilzan 
651-338-1823 

EXHIBITING  
OPPORTUNITIES

Community non-profits and 
organizations that provide 
valuable pediatric tools and 
resources are encouraged 
to exhibit. Email debilzan@
mnaap.org for details.

REGISTER NOW!
HOT TOPICS IN PEDIATRICS CONFERENCE
Friday, May 20, 2016

 Register below or online at www.mnaap.org 

 Practical Tools for Addressing Poverty and Disparities in the Clinic 
  Increasing Accessibility of Mental Health Services and Resources
MNAAP Annual Meeting and Dinner:  
     Physician Self-Care: Building Resilience and Mindfulness 
      Keynote: Amit Sood, MD, MSc, FACP, Mayo Clinic and author of Resilient Living 
   

Early bird rate After 4/4

$199 $229 FULL DAY - includes morning and afternoon sessions,  plus 
1 ticket to MNAAP’s annual meeting/dinner 
 

$49 $79 ANNUAL MEETING/DINNER ONLY - includes 1 ticket to  
MNAAP’s annual meeting and dinner

MAIL COMPLETED FORMS 
WITH PAYMENT TO:
MNAAP
1043 Grand Ave. #544
St. Paul, MN 55105 
Or Fax to: 651-699-7798 

Total Enclosed: $ _______________  
MasterCard     VISA     Check (payable to MNAAP) 

__________________________________________________________________________________________________
Address        City    State    Zip            Phone               

__________________________________________________________________________________________________
Credit Card Number     Exp. Date   CSV Code  Billing Zip

__________________________________________________________________________________________________
Print Name as it appears on Card 

 I cannot attend MNAAP’s annual meeting/dinner.  
     Please donate my meal ticket to a resident/medical student.
 I can help judge the abstract competition.

www.mnaap.org
http://www.mnaap.org/annualmeeting.htm
mailto:debilzan@mnaap.org
mailto:debilzan@mnaap.org
www.mnaap.org
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BC/BE Pediatricians - 
Twin Cities 

Children’s Hospitals and 
Clinics of Minnesota 

Pediatrician - Willmar 
ACMC

 
Pediatrician - Winona 

Winona Health

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

Employment  
Opportunities

A warm welcome to new  
members who joined between  

July 1 and Sept. 30, 2015

MNAAP welcomes new members!

Tokunbo Akande, MD 
Erin Alexander, DO 
Mary Anderson, MD 
Julie Ansbaugh, MD 

Sarah Asch, MD 
Erin Balay 

Carter Biewen 
Marcie Billings, MD 
Lauren Bray, MD 

Juan Caceres Noguera, MD 
Megan Camenino, MD 
Meredith Campbell, MD 

Hannah Carlson-Donohoe, MD 
Rachel Claseman, MD 

Amanda Dahl, MD 
Amy Deehr, DO 

Jhanina Dioso, MD 
Rebecca Doege, MD 

Krzysztof Dygulski, MD 
Karl Eckberg, MD 

Wendy Edlund, MD 
Matthew Eggebrecht 
Joanna Ekstrom, MD 

Mary Erickson, PNP-B 
Meghan Fanta, MD 

Lynn Gershan MD, CM 
Arne Graff, MD 

Alyssa Halper, MD 
Elwaseila Hamdoun, MD 

Dustin Hansen, MD 
Angela Hewitt, MD 

Saki Ikeda, MD 
Claire Ives, MD 

Sanyukta Janardan 

Leah Johansen 
Sandy Johng 

Kyrsten Johnson, MD 
Katie Johnson 

Bethany Kaemingk, MD 
Alicia Kemp, MD 
Esther Krych, MD 
Bianca Lamb, MD 
Brooklyn Leitch 

Sarah Lenhardt, MD 
Ketzela Marsh, MD 

Francesca McCutcheon, MD 
Shane McWhirter 
Cristina Miller, MD 

Christian Nagel, MD 
Talha Niaz, MBBS 
Sarah Raatz, MD 

Jaclyn Reinemann 
Sarah Rhodes, MD 

Danielle Richardson, MD 
Hailey Roberts 

Hillary Ross, CPNP-PC 
Julia Rubin-Smith, MD 
Emma Schempf, MD 
Cally Scherber, MD 

McKayla Schmitt, MD 
William Sveen, MD MA 

Matthew Thompson 
Diana Thyssen, MD 
Ashley Wong, MD 

Joseph Woolley, DO 
Meghan Young, DO 
Elizabeth Zorn, MD

Congrats 
to MNAAP 
member Dr. 
Kim Mc-
Connell, a 
neurodevel-
opmental 

pediatrician at Gillette 
Children’s Specialty 
Healthcare for Children, 
who was chosen for 
the Family Voices - MN 
Family Champion Award. 
McConnell specializes in 
the early diagnosis and 
treatment of developmen-
tal conditions.

Congratulations!

Looking for Year-End CME? Check out 
Videos on Adolescent Depression, Anxiety 
and Immunizations
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  
Adolescents 

• 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 now at www.mnaap.org

www.mnaap.org
www.mnaap.org
employment.htm
http://mnaap.org/immunizations150501CMEadolescentrates.html
http://mnaap.org/immunizations150501CMEadolescentrates.html
http://mnaap.org/mentalhealth150501CMEemerald.html
http://mnaap.org/mentalhealth150501CMEemerald.html
http://mnaap.org/mentalhealth150501CMEanxiety.html
http://mnaap.org/mentalhealth150501CMEanxiety.html
www.mnaap.org/annualmeeting.htm
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Tis the season for giving! After Black Friday and 
Cyber Monday comes Giving Tuesday.

Please consider making a donation to the  
Minnesota Academy of Pediatrics on this day,  
Tuesday December 1.

Watch your email for more information soon...

Consider a Donation to the  
Minnesota Academy of Pediatrics 
Foundation on December 1

Do you have an interest or speciality? Join a work group or committee!

Locally, join a MNAAP workgroup:

Safety/Child Maltreatment: Main priorities include 
improving screening and diagnosis by promoting joint 
protocol by Children’s, HCMC, and U of M; preventing 
child abuse and maltreatment by identifying children/ 
families at risk; educating clinicians on appropriate proto-
cols, services and resources for suspected/substantiated 
abuse; advocating for more education for CPS and law 
enforcement. 

Immunizations: Main priority is to improve immunization 
rates, particularly HPV rates in partnership with MDH, 
and AAP. Recruiting four clinics to be involved in an HPV 
Quality Improvement project. 

Poverty/Disparities: Main priorities include educating 
members about health disparities and poverty; identify-
ing community and state level partners; advocating for 
increased access to care, food, housing and transporta-
tion. 

Mental Health: Main priorities involve increasing access 
to mental health services, with funding provided to six 
clinics to integrate behavioral health providers.

Work groups are open to any MNAAP or their support 
staff. They meet by conference call every 1-2 months, 
typically before clinic or over the lunch hour. Participate 
as your schedule allows. 

Email cairns@mnaap.org for more information.

Nationally, join an AAP committee

Open member positions for terms beginning July 1, 2016:

•  Child Abuse and Neglect: 2 positions 

•  Child Health Financing: 2 positions 

•  Coding and Nomenclature: 1 position 

•  Development: 1 position 

•  Drugs: 1 position 

•  Federal Government Affairs: 3 positions 

•  Fetus and Newborn: 1 position 

•  Infectious Diseases: 1 position 

•  Medical Liability and Risk Management: 1 position 

•  Membership: 1 position 

•  Native American Child Health: 1 position 

•  Nutrition: 1 position 

•  Pediatric AIDS: 1 position 

•  Pediatric Emergency Medicine: 3 positions 

•  Pediatric Research: 1 position 

•  State Government Affairs: 1 position 

Deadline is Feb. 19, 2016. For more information, visit the 
AAP National Committee Appointments page.

www.mnaap.org
http://mnaap.org/safety.htm
http://mnaap.org/immunizations.htm
http://mnaap.org/disparities.htm
http://mnaap.org/mentalhealth.htm
mailto:cairns@mnaap.org
http://www2.aap.org/moc/leader/nominations.cfm?sso=1&nfstatus=200&nftoken=199314a5-b7db-409d-a5fd-6bea2643280b&nfstatusdescription=SUCCESS%3a+Local+token+is+valid
https://www.razoo.com/story/Mnaap
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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 

Register now!  www.mnaap.org

www.mnaap.org
http://www.shrinershospitalsforchildren.org/Locations/TwinCities
http://www.gillettechildrens.org/
http://www.childrensmn.org/
http://www.mayoclinic.org/departments-centers/childrens-center
http://www.uofmchildrenshospital.org/
http://www.mnaap.org/annualmeeting.htm
http://mnaap.org/pedsdayatthecapitol.htm
www.mnaap.org/annualmeeting.htm

