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Word from the MNAAP President

I am privileged to have 
the opportunity to serve 
as your president. I 
have some pretty big 
shoes to fill following 
in the footsteps of my 

predecessor, Dr. Susan Berry. Please 
join me in congratulating her for doing 
an outstanding job in representing our 
Chapter and the children of our state. She 
has presided over significant growth of 
the organization and been instrumental 
in efforts to further children’s health, the 

most notable of which was the passage of 
the newborn screening restoration law in 
2014.

Children continue to face a number of 
challenges in Minnesota. One that many 
of you are undoubtedly familiar with is the 
significant difficulty with access to mental 
health services for pediatric patients. The 
MN Department of Human Services es-
timates that 109,000 children and youth, 
birth to age 21, in Minnesota need treat-
ment for serious emotional disturbances. 

By Eric Dick, MNAAP lobbyist
Legislative Update

The 2016 legislative 
session began with op-
timism for action on key 
items yet largely fizzed 
in the last minutes of 
session.  With a large 

surplus awaiting legislators when the 
session began in March, elected officials 
hoped to pursue a broad agenda including 
significant new investments in the state’s 
transportation system, support for new 
capital projects via a substantial bond-
ing bill, and both new spending on state 

priorities and tax relief. But as the days 
ticked down to the mandated adjournment 
date of May 23 it became increasingly 
clear that agreement on pieces neces-
sary to bring the session to a success-
ful, orderly close were out of reach. Left 
incomplete at the end of session were a 
tax relief bill, new transportation spending, 
and a bonding bill. As of this writing in late 
July, negotiations about a possible special 
session to complete work on some or all 
of these issues were rekindled, but a date 
has not yet been set.  As the summer be-

Continued on page 5...
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Local Pediatric Events and Education

Save the Date! 

Fri, May 12, 
2017
MNAAP’s  

Hot Topics in  
Pediatrics Conference  
and Annual Dinner

Tuesday, August 23 
“Pediatric Orthopaedic 
Physical Examination” 
Shriner’s Hospital for 
Children - Twin Cities 

Thursday, September 8 - 
Friday, September 9 
Got Your Shots?  
Conference 
Earle Brown Heritage Cen-
ter, Minneapolis 
Hosted by MDH 

Sunday, September 11 - 
Tuesday, September 13 
Pediatric Days 
Chicago, IL 
Hosted by Mayo Clinic 

Thursday, September 15 - 
Friday, September 16 
From Cradle to College: 
Pediatric and Adolescent 
Health Update  
Park Nicollet Specialty Cen-
ter, St. Louis Park 
Hosted by HealthPartners 

Friday, September 16 
Advanced Therapies for 
Pediatric Obesity 
Hosted by the U of M 

Thursday, October 6 -  
Saturday, October 8 
National Pediatric Hypnosis 
Training Institute Workshops 
Crowne Plaza Conference 

Center, Plymouth, MN 
Co-sponsored by U of M 
Dept of Pediatrics 
 
Friday, October 21 
Children’s Mental Health 
Workshop Series for Pri-
mary Care Providers 
Amberwing Community 
Education Room

Saturday, October 22 - 
Monday, October 25 
AAP 2016 National  
Conference & Exhibition  
San Francisco 

Friday, December 2 
Musculoskeletal Manage-
ment in Pediatrics 
St. Paul RiverCentre 
Hosted by Gillette Children’s 
Specialty Healthcare 

1043 Grand Ave. #544 
St. Paul, MN 55105 
Phone: 651-402-2056 
Fax: 651-699-7798 
www.mnaap.org 
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As a pediatric physician, I have only 
once attended the funeral of a patient. It 
is a rare situation that children die, and 
I have been fortunate to have encoun-
tered very few of those occasions. A 
child’s death is traumatic to all parties 
involved: family members, friends, medi-
cal providers. As the medical team, we 
cannot but wonder if there was anything 

we could have done save that child. Wonder if we are impli-
cated in their death.

I knew I had to attend the funeral. I remember the child. I 
remember the family. I was fairly certain no one else would 
attend the funeral from the medical establishment in which 
this child breathed his last breath. While I knew we did not 
raise the child, that we did not witness his first step, hold 
his hand on the way to school, or pray with him every night, 
I knew that we, the medical team, were in fact intimately 
woven into the fabric of his life. Therefore, though I was 
sad and regretful that my profession could not save his life, 
I also could not obviate myself from joining in his family’s 
marking of that life.

At the funeral, I didn’t announce myself in a loud or obvi-
ous way. I sat through the service. At the reception, I was 
spotted by a family member and thanked for coming. I 

expressed my regrets. Then I left.

I did not know Philando Castile. Not at all. I knew the 
school where he worked. A good friend of mine went there 
as a child. He was an employee in the same school system 
where my children attend school. I know the area of town 
where he was killed; my family used to live very close to 
there and we regularly drove that route.

I do not need to have met Mr. Castile to be impacted by his 
death. Just as I do not need to have met the many black 
men missing from society because of incarceration or pre-
mature death to miss their presence in my city. I will attend 
the funeral of Mr. Castile because he was a very important 
person and his loss is a loss to us all.

My prayers are that many of us in this great city and sur-
rounding areas will be able to look beyond the legal details, 
the “who’s right and who’s wrong,” and recognize that we 
are all intimately woven into the fabric of Mr. Castile’s life. 
In this time of great sadness, what we most need is simple 
solidarity.

Black lives matter; police matter; we all matter.

This letter originally appeared in the St. Paul Pioneer Press 
on July 14, 2016. Credit: Pioneer Press. 

‘A Loss to Us All’
By Sarah J. Atunah-Jay, MD, FAAP
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mailto:cairns@mnaap.org
mailto:debilzan@mnaap.org
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www.mnaap.org/about.htm
mailto:jacobson.robert@mayo.edu
http://www.phsivteam.com/mnaap
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Check out Slides and Photos from Hot Topics in Pediatrics 

Winners of the 5th annual student/resident abstract competition.

 
Medical Student Clinical Vignette:   

Joshua Olson 
Iron deficiency anemia in a toddler: Less is more

Medical Student Research/QI: 
Ashley Tollefson 

Pain Control and Parent Mental Health Among Pediatric Inpatients 
 

Resident Clinical Vignette: 
Molly Fansler, MD  

Stopping St. Vitus: Treatment of Sydenham chorea

Resident Research/QI: 
Brinda Desai, MD 

PEARLS: Procedural Education for Adaptation to Resource-
Limited Settings - A SUGAR Spin-Off Curriculum

Save the date for next year!
 Friday, May 12, 2017 

More than 150 people attended a portion of MNAAP's Hot 
Topics in Pediatrics Conference and Annual dinner, in May 
which covered everything from strategies to address poverty 
and health disparities to hands-on practice using point-of-
care ultrasound to hearing successful models of mental 
health collaboration between schools and clinics.

A number of interesting and unusual case studies and 
research projects were on display during the chapter's fifth 
annual student and resident abstract competition. Over 25 
posters were on display. The winners received a cash prize.

The evening keynote speaker, Amit Sood, MD, with Mayo 
Clinic, who authored the book Resilient Living, shared strate-
gies to help physicians become more mindful of their day 
and experience more peace as a result.

Finally, the chapter recognized individuals who have made 
outstanding contributions to pediatrics and child health and 
wellbeing over the past year. Marilyn Peitso, MD, FAAP 
(CentraCare) received the 2016 Distinguished Service Award 
and Carolyn Allshouse (Family Voices) and Lynne Burke 
(Reach out and Read) received the 2016 Child Advocacy 
Award.

All in all, it was a great opportunity for primary care physi-
cians, clinicians and child health advocates to collaborate, 
network and learn alongside each other to improve care of 
children. Visit www.mnaap.org/annualmeeting.htm 

www.mnaap.org
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gins to turn to fall, legislators’ thoughts will be increasingly 
focused upon their re-election efforts.

The disappointments of the session also cut close for 
pediatricians and the patients and families we serve.  An 
MNAAP-supported effort to reform the way that medica-
tions are subject to arbitrary and often needless prior 
authorization by health plans cleared its Senate committee 
path, though the House refused to consider the bill.  All too 
often prior authorization stands between a pediatrician and 
the patients they serve by throwing up artificial – and occa-
sionally dangerous – headaches like “step therapy” or “fail 
first” requirements, all the while wasting time for physicians 
and clinic staff.  Legislators also did not act to strengthen 
the state’s vaccination exemption law, widely considered 
one of the worst in the nation, nor did they adopt a Senate 
provision that would have increased reimbursement rates 
for primary care providers.

The news out of the Capitol in 2016 was not all bad, how-
ever.  Legislators acted to extend the legislative task force 
tasked with improvements to the state’s child protection 
system, and a related bill signed into law will require foster 
care parents to complete one hour of training in fetal alco-
hol spectrum disorder.  Legislators continued to invest in 
improving mental health by increasing school-linked mental 
health grants and requiring state agencies to seek new fed-
eral funding intended to provide treatment to pregnant and 
postpartum women who have chemical dependency dis-
orders.  Legislators also responded to increasing rates of 
obesity in both adult and pediatric populations by passage 
of the “Good Food Access Program,” a program intended to 
increase access to healthy foods in underserved Minnesota 
communities.  Minnesota’s public schools will also now be 
required to implement grade appropriate curriculum bench-

marks and evaluation of their physical education classes.  
And legislators found an additional $25 million to help 
school districts establish voluntary preschool programs.  
The new funding is estimated to allow an additional 3,700 
students to attend preschool.

The failure to complete a tax bill was advantageous for 
those of us who fight to keep tobacco and nicotine out 
of the hands of youth. Provisions in the tax bill that was 
vetoed by Governor Dayton would have removed the 
automatic inflationary increases in the tax on a pack of 
cigarettes, as well as reducing the tax on the types of e-cig-
arette devices most commonly used by youth.  It remains 
to be seen if these issues will resurface during any special 
session that may be called.

Like clockwork, every four years pundits 
speak about the next election being “the 
most important election in a generation.”  
It’s hard to quibble with that statement this 
year.  The presidential contest pits two 
candidates who could not be further apart 
on a wide host of issues that impact chil-
dren and families.  Closer to home, all 201 
legislative seats are on the ballot before 
voters.  With partisan control of both the 
House and Senate narrowly held by the 
GOP and DFL respectively, it’s possible 
that one or both bodies could flip.  And 
with 2017 being a year in which the state’s 
biennial budget is to be set, the stakes for 
children and families couldn’t be higher.  
It’s absolutely critical that pediatricians join 
the debate and participate in the election – 
Ask questions of candidates when they’re 
at your door.  Contribute or volunteer for 
candidates you support.  And most impor-
tantly, vote.  Election Day is November 8.

Continued from page 1...

Eric Dick and Senator Melisa Franzen answer questions from those 
attending Pediatricians’ Day at the Capitol on March 21.

www.mnaap.org
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As pediatricians, we are dedicated to the health of all chil-
dren. Increasingly, this means addressing matters of sexual 
health, including sexual orientation and gender identity. 
Issues surrounding the rights of the lesbian, gay, bisexual, 
transgender and questioning (LGBTQ) community have 
finally come to the forefront of public discourse in our coun-
try, presenting us with the opportunity to highlight the health 
needs of our LGBTQ patients.

As noted by the AAP Committee on Adolescence, “Being 
a member of this group of teenagers is not, in itself, a risk 
behavior…however, the presence of stigma from homopho-
bia and heterosexism often leads to psychological distress, 
which may be accompanied by an increase in risk behav-
iors.” LGBTQ youth are at significantly higher risk than their 
peers for a number of health problems, including depres-
sion, suicidality, substance abuse, anxiety, eating disorders, 
homelessness, bullying, physical assault, survival sex, and 
sexual abuse. They are also significantly less likely to feel 
supported and understood by their parents, teachers and 
health care providers.

How can we make a positive difference in these children’s 
lives? Below, we will offer some starting suggestions for 
working toward inclusive and equitable care for our LGBTQ 
patients. As we begin to address some unique consider-
ations for these patients, it is crucial to remember that they 
are fundamentally just like all other children and adoles-
cents. It’s important to address all the same developmental, 
historical and physical aspects of the visit that you would 
with any other pediatric or adolescent patient. These are 
kids, just like any other, and neither their identities nor their 
health are defined entirely by their sexual orientation and/
or gender identity. The following are first steps to create 
inclusive and safe spaces, and to promote optimal health 
for LGBTQ youth. 

Create a Welcoming Environment

Unfortunately, some LGBTQ patients delay or avoid medi-
cal care due to fear of discrimination and stigma. It is our 
duty as care providers to create a welcoming environment 
for LGBTQ youth and to make it clear that our offices are 
safe spaces where their identity will be respected and nur-
tured. A 2009 assessment from the University of Minnesota 
School of Public Health suggests that patients can be put 
at ease by even the simplest of “structural elements,” such 
as a rainbow sticker on a window or visible LGBTQ health 
pamphlets and brochures.  

How your patients are treated by every person they see 
from the moment they enter your doors will impact their 
experience. The front desk staff can so easily – and unin-
tentionally – set a negative tone by using a non-preferred 

name or pronoun, asking an unnecessary question that 
forces a patient to out him or herself; or giving a facial 
expression that suggests anything other than a warm and 
professional greeting. 

Some questions to consider:

1. While waiting in the lobby, are your patients surrounded 
by images or literature that are neutral with respect to ex-
pectations of gender and sexual orientation? 

2. What type of cultural inclusion and sensitivity training 
have you and your staff received? Has culturally responsive 
education about LGBTQ health been offered?

3. What type of all-gender spaces do you have available? If 
your office has gendered facilities, such as restrooms, have 
all-gender or gender neutral options been made available? 

4. What assessment and intake questions do you ask your 
patients? Are there multiple options available for sexual 
identity? For gender identity? How are you documenting 
and communicating a patient’s preferred name and pro-
noun? Are your questions about parents and guardians 
inclusive of all families?

5. Does your Electronic Health Record (EHR) allow accu-
rate (and if necessary, confidential) documentation of the 
above questions?

Strategies in the Exam Room

With every adolescent patient, it is critical to devote a com-
ponent of the visit to obtaining a confidential psychosocial 
history. Before you ask about sexual orientation, be sure 
you know why you are asking and what you are going to do 
with the information. Any questions about a patient’s sexual 
orientation should prompt follow up questions about sexual 
behavior, as well as environmental risk factors. A simple 
yet effective query is, “Are you dating or seeing anyone?”, 
which can be followed with the question, “Are you attracted 
to boys, girls or both?” These questions leave the door 
open for them to answer honestly without judgment or 
expectation.

Remember that a person’s sexual identity (straight, gay, 
lesbian, bisexual, etc) does not necessarily define behavior. 
It is important to follow any questions about identity with 
specific questions about behavior or sexual activity. Know-
ing about the sex of the partner(s) and the type of sexual 
activity (e.g. vaginal, anal, oral) helps us know what STI 
testing, if any, to perform, as well as what specific types of 
STI prevention and contraception to discuss.

Inclusive and Equitable Care for LGBTQ Patients
By Angela Kade Goepferd, MD, FAAP, Director of Medical Education, Children’s Hospitals and Clinics of Minnesota and  
Rhamy N. Magid, MD

Continued on page 11...
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Borderline Results – A Newborn Screening Perspective
By Sondra Rosendahl, MS, CGC; Maggie Dreon, MS, CGC; Amy Gaviglio, MS, CGC; and Beth-Ann Bloom, MS, CGC 
Certified genetic counselors with the Minnesota Department of Health Newborn Screening Program

Newborn screening is the process of identifying newborns 
at risk for hidden, rare disorders and connecting them with 
health care providers who coordinate early diagnosis and 
treatment. In newborn screening, we often focus our edu-
cational efforts on describing scenarios of what happens 
when there is a positive or abnormal result. But what about 
the most common non-negative result seen in newborn 
screening? The borderline result.

Borderline results can be confusing to both providers and 
families. As you are aware, a borderline result is neither 
normal nor abnormal, which can be hard to explain to fami-
lies. So, what causes a borderline newborn screen? While 
a number of possibilities exist, borderline results often 
reflect the physiologic changes occurring after delivery as 
the newborn transitions to being solely reliant on their own 
body systems. For example, TSH rises at birth and should 
fall by 27 hours of age, but early collection or a delayed 
drop in TSH can lead to borderline results. Another cause 
for borderline results can include environmental factors. For 
example, during transport, the blood spots can be impacted 
by heat and humidity. Heat and humidity denature proteins 
measured in screening tests for galactosemia and biotini-
dase deficiency, making it appear as if the enzyme activity 
is low. As a result of these environmental factors, we often 
see a rise in borderline results for these two disorders in 
the summer months. Interventions like total parenteral nutri-
tion given to infants born prematurely or those in the NICU 
can also cause borderline newborn screening results.

If your patient receives a borderline result, there is no 
need for an emergent response. We often recommend that 
providers follow-up at the patient’s next clinic visit or within 
7-10 days. The follow-up recommendation for borderline re-
sults largely consists of collecting a repeat newborn screen. 
This repeat newborn screen can be collected in clinic (if 
your clinic has newborn screening cards available) or at an 
outpatient hospital laboratory. An exception to this is with a 
borderline congenital hypothyroidism result. Because it is 
typically cheaper and results are available to you quicker, 
we often recommend collecting a TSH and free T4 clini-
cally, although a repeat newborn screen is perfectly accept-
able as well. 

Most borderline results will normalize on the repeat screen. 
In these situations, no additional follow-up is needed and 
the child can get routine care like any typical newborn. 
Sometimes we receive the repeat screen and the result 
remains borderline. This often happens when the repeat 
screen is collected too soon after the initial screen, how-
ever, it may also reflect abnormal metabolism. Since a third 
screen is unlikely to clarify the cause, we report a second 
borderline as a positive result (also referred to as a two 
borderline positive) and recommend diagnostic testing. Two 

borderline positive results do not require an emergent re-
sponse. Rarely, a repeat screen will jump from a borderline 
result to a positive result. In this situation, diagnostic testing 
and immediate follow-up is recommended.

Because most borderline newborn screening results 
normalize on a repeat screen and there is little cause for 
alarm, we intentionally do not provide a differential diagno-
sis for the specific borderline result on the report or when 
we are notifying you or your staff of the result. However, 
we are happy to provide that information when asked. We 
understand it can be difficult to explain to your families what 
a borderline result means, especially if you are unfamiliar 
with the analyte or differential diagnosis. In an attempt to 
ease parental anxiety, we suggest telling the parents that 
the screen was neither normal nor abnormal, but that an-
other screen will likely provide reassurance or help guide if 
any additional work-up is needed.

Whenever there is an abnormal newborn screening result 
for one of your patients, whether borderline or positive, 
a Minnesota Newborn Screening Program genetic coun-
selor will notify you or your staff of the abnormal result, the 
follow-up needed, and the expected timeline for follow-up. 
Following this verbal notification, the genetic counselor will 
fax the newborn screening report, provider and family fact 
sheets, and a specialist resource list (when appropriate). If 
you have newborn screening questions, including, but not 
limited to, how to interpret the screening report, next steps, 
or emergent concerns, an on-call Minnesota Newborn 
Screening Program genetic counselor is available at (651) 
201-3548.

www.mnaap.org
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When a child age birth to five is at risk 
for or identified with developmental 
delays, referral for education evaluation 
through Minnesota’s current Help Me 
Grow connects the family to evaluation 
and possible early intervention/special 
education services. This robust system 
has positive developmental resources 
and assures early intervention for posi-

tive developmental outcomes (see sidebar). 

Yet, we know that not all children at risk are referred, 
and even if referral takes place, many may not qualify for 
education-based early intervention services. We under-
stand the need to refer a child with a medical diagnosis 
to early intervention. However, we also know that social 
determinants and toxic stress contribute to mental and 
physical health and developmental outcomes. That is, even 
a healthy appearing baby may be on an at-risk develop-
mental trajectory when his family encounters environment 
stress, parent 
mental health 
concerns, 
trauma, 
poverty, or 
lack of social 
supports. 
For pediatric 
clinicians, knowing what referral resources are available 
to offer families can be challenging, given factors such as 
family culture, preference, and community. 

A national model of early intervention and referral was 
developed in Connecticut over 15 years ago to promote a 
more upstream approach to developmental screening and 
referral to community resources that 

• addresses the needs of families

• links families to resources that promote successful 
parenting 

• focuses on all children, not just those who are identified 
with developmental delays or disabilities 

This expanded national Help Me Grow is an integrated 
system that promotes 
collaboration between 
health care, education, 
and community supports 
through centralized 
information and referral 
centers. In 2012, with 
the advent of Gov. Day-
ton’s Children’s Cabi-
net, Minnesota began 

exploring the national model through the departments of 
education, health, and human services, along with medical, 
educational, tribal stakeholders and community members. 
With endorsement from all sectors, a strategic plan was 
developed in 2015 to implement the national framework. 
Although the 2016 legislative session did not result in fund-
ing for the expansion, the hope is that Minnesota will see 
expanded Help Me Grow in 2018 through seeking private 
funding in addition to state/federal funding.

The goal of this expanded framework is to promote healthy 
development for every child in Minnesota from birth through 
age 8 through a “no wrong door” approach. That is, when a 
family calls or is referred to Help Me Grow, there is capac-
ity for assessment by a care coordinator and connection 
to family or community services, regardless of whether the 
child qualifies for Part C or B special education. There are 
four components that support this model:

1. Centralized access: One phone number/single portal 
of entry that is easily accessible to both families and 
clinicians and closely linked to local care coordination, 
services, and supports for positive parenting.

2. Provider outreach component: Statewide communica-
tion with all clinicians who see very young children 
supporting developmental and social emotional surveil-
lance and screening, early detection, and helping clini-
cians understand expanded opportunities for referral.

3. Community and family outreach:  Promote family 
awareness of community resources, opportunities for 
families to succeed, and collaboration among commu-
nity partners. 

4. Data collection and analysis:  A data system identifying 
who the child/family is, the source of the referral, and 
referrals to community resources. This provides a feed-
back loop to track outcomes, identify gaps and barriers, 
and assure accountability.

This expanded Help Me Grow model has been adopted in 
nearly 25 states to date. The model allows existing com-
munity, education, and medical resources to collaborate 
through an integrated system. Through upstream emphasis 
on at risk-children, families find the support and services 
they need to be successful in parenting their developing 
child.  

For more information, visit:  
 
Help Me Grow MN 
http://helpmegrowmn.org/HMG/index.htm

Help Me Grow National 
http://helpmegrownational.org/   

Expanding Help Me Grow in Minnesota
By Elsa Keeler, MD, MPH

“For pediatric clinicians, knowing what refer-

ral resources are available to offer families   

can be challenging, given factors such as 

family culture, preference, and community.” 

www.mnaap.org
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Help Me Grow is Minnesota’s initiative to provide informa-
tion about the state’s early referral process and free early 
intervention. Federal and state dollars fund the printing 
and distribution of resources for professionals and parents 
to track how a child is growing, developing and learning. 
These resources are free to the seven-county Twin Cit-
ies Metro area, and available at a nominal cost to all other 
areas.

Here are three resources to consider sharing with parents 
of young children who visit your practice. 

Early Childhood Development wheel:  

The front side contains information on 
important developmental milestones for 
ages 3 months, 6 months, 9 months, 
12 months, 18 months, 2 years, 3 
years, 4 years and 5 years. The back 
side contains information for parents 
and caregivers, including activities they 
can do with their young child to encourage development. 
The wheel is available in English, Hmong, Karen, Somali 
and Spanish.

“Screen at 3: Early Childhood Screening”  
bookmark:

This resource gives information to parents on 
how to schedule their 3-year-old’s free Early 
Childhood Screening through their local school. 
It also gives information on what to expect and 
what to bring to the screening appointment. 
The bookmark is available in English, Hmong, 
Karen, Somali and Spanish.

 
“Amazing Me: It’s Busy Being 3” book:

This book is a great read for a 3-year-
old about all the things that she/he can 
do now that they are 3. It also provides 
the parent and caregiver with the 
developmental milestones to expect at 
this age. The book is available in Eng-
lish and Spanish, and was developed by 
the Centers for Disease Control and Prevention.   
  

To order resources for your practice, contact: 
Kathy McKay at kathy.mckay@metroecsu.org or  
651-728-0400

Congratulations, MNAAP Award Winners

2016 Distinguished Service

Dr. Marilyn Peitso is a past-
president of the MNAAP and 
has served on the Minnesota 
Medical Association Board 
of Trustees and on the MMA 
Foundation. She recently was 
appointed by the Governor to 

the Minnesota Task Force on Health Care Financ-
ing. She has also served on the CentraCare Foun-
dation. Since 2001, she worked on an Institute for 
Clinical Systems Improvement (ICSI) project to 
bring patient- and family-centered care principles 
to the Pediatrics Clinic. She worked closely with 
the Minnesota legislature, the Minnesota Depart-
ment of Health, and  parents’ advocacy group- 
Family to develop Health Care Homes in pediatric 
practices across the state. This work culminated 
in 2008 with Health Care Home legislation being 
passed in Minnesota. Peitso has seen this Min-
nesota model influence the national health care 
home movement. In 2011, she received the “Spirit 
of Women Health Care Hero” award for her work 
with health care home.

 
2016 Child Advocacy

Carolyn Allshouse is Executive 
Director of Family Voices of 
Minnesota. Carolyn has been 
a leader of the family-centered 
care movement in Minnesota 
since the late 1980’s, she has 
written several publications for 

families and professionals about family-centered 
care and parent/professional collaboration includ-
ing: “Working with Doctors” and “Speaking Up 
For Your Child”, and has spoken on these topics 
across the country.  

 
2016 Child Advocacy

Lynne Burke has been an 
advocate for improved health 
and literacy since her early 
years as a syndicated col-
umnist and freelance journal-
ist specializing in children’s 

literacy. These passions made her a natural fit as 
the state coordinator for Reach Out and Read-MN, 
now with 215 participating clinics and over 1475 
participating health care providers in Minnesota.

www.mnaap.org
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Dr. Mattke is a pediatric consultant at the Mayo Clinic Chil-
dren’s Center where she has have worked for four years 
since graduating in 2012 from Mayo Clinic’s Pediatric and 
Adolescent Medicine residency.

What does a typical day or week look like for you? 

I practice primarily outpatient pediatrics at the Mayo Clinic 
Children’s Center in Rochester, MN. I see patients about 
three to four days per week in my outpatient clinic which 
is a satellite, primary care clinic in Northeast Rochester. 
I spend a half-day per week supervising the pediatric 
residents’ outpatient clinic. This is my favorite part of the 
week. I am pretty sure I learn as much from the residents 
and their patients’ diagnoses as they learn from me. Their 
upbeat energy fuels my tank for the week. I am also part of 
the social media team for the Children's Center.    

What's one pediatric issue you are particularly passionate 
about and why?  

Childhood health and educational inequities. This topic is 
daunting and a huge elephant in our examination rooms. 
It’s frustrating and heartbreaking to try to improve a child's 
physical and mental health when there are so many barri-
ers they face when leaving our room, including just trying to 
survive, wondering when their next meal will be, avoiding 
violence or abuse at home, or dealing with institutional rac-
ism. I'm also pretty passionate about vaccines; they are the 
greatest public health invention of this millennium. 

You've been called a social media maven. What role do 
you believe social media plays in pediatrics? How are you 
teaching other 
physicians how 
to use it effec-
tively? 

I am currently 
tasked with try-
ing to increase 
the Mayo 
Clinic Children's 
Center's social 
media presence 
such that we 
can better reach 
patients and 
their families. 
The real-
ity is that social 
media and the 
internet are now 
major con-

tributors to the 
health literacy 
of our patients 
and families. 
We need to be 
actively reach-
ing out to them 
with accurate, 
evidence-based 
information. 
Otherwise, we 
risk having 
our patients 
and families 

presented with misinformation that can have real, harmful 
effects (autism and immunizations, need I say more?). 

I have led educational sessions regarding the "How To's" 
of using social media to interested departmental staff. I am 
also hosting a monthly show called #AskTheMayoMom, 
which we are now broadcasting on Facebook live that is 
interactive and answers viewers' questions and also has 
monthly themes with an expert guest. We aim to share 
what we have learned along the way with other care provid-
ers via formal presentations and evidence-based research.

You're an active member of MNAAP. What other organiza-
tions are you involved with and why?  
 
Sadly, very few now. My main "organization" is my family. I 
have had to scale back for my sanity. I have two boys, Grif-
fin (4 years-old) and Graham (1 year old) and my amazing 
husband and partner of 15 years, John, who is a radiologist 
at Mayo Clinic. 

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

I was a mid-distance runner in high school and college. My 
second-career plan is to volunteer for the National Park 
Service when I retire with my husband. I love hiking and be-
ing outdoors. 

What's one of the best or funniest things a patient has ever 
said to you in clinic? 

My funniest thing I cannot repeat. It had to do with how the 
patient thought she had contracted an STI. The patient's 
proposed route of transmission was impossible, but humor-
ous. 

Anything else you want to add? 

It's been inspiring and educational to be a part of the 
MNAAP board of directors and see advocacy bring about 
meaningful change. 

Member Profile: Angela Mattke, MD, FAAP 
Pediatrician at Mayo Clinic Children’s Center, Rochester
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After assessing identity and activity, it is important to ask 
questions pertaining to the child’s support system, safety 
and mood. We know that LGBTQ children who experience 
rejection by their parents are at significantly increased risk 
of adverse outcomes, including suicide. Ask your patient 
questions such as: “Does anyone in your family know that 
you are LGBTQ? How have they responded?”; “Who can 
you talk to about your sexuality/ gender identity?” Ask about 
other supportive friends or family. Ask whether your patient 
feels safe at home and in school. Assess for suicidality. 
Finally, make sure you have a list of referral options in case 
you obtain positive responses to your screening questions.

Taking the Next Steps

LGBTQ children and adolescents experience all the same 
physical, social and emotional challenges as their hetero-
sexual and cis-gendered peers. They also have the same 
capacity for resilience and success, as long as they are 
nurtured. Once you have identified orientation/identity and 
engaged in appropriate screening and counseling, the next 
step is to ensure the safety and well-being of your patient 
outside of your exam room.

Part of creating an inclusive and equitable care experience 
for your LGBTQ patients is advocating for them in your 

interactions with their parent(s), their school and in other 
health policy arenas. It is critical to counsel parents about 
the detrimental impact that parental rejection can have 
on their child’s health. Conversely, a parent’s expression 
of unconditional love for their LGBTQ child can make the 
difference between life and death. We should be available 
to communicate with school administrators as needed, par-
ticularly in cases of bullying or gender transition. Finally, as 
clinicians, we have a powerful voice in the public arena and 
at the legislature, advocating for safe spaces and inclusive 
policies for our LGBTQ patients

Summary

As pediatric and adolescent care providers, we have a sig-
nificant role to play in addressing health disparities facing 
LGBTQ youth and creating comprehensive, culturally re-
sponsive, quality healthcare for these children and adoles-
cents. We can do this by creating welcoming environments 
in our clinics and other care settings, by educating our-
selves and our staff to be responsive to the unique needs 
of our LGBTQ patients and by advocating for improved poli-
cies and protections for these at-risk children and adoles-
cents. Together we can create an equitable and inclusive 
care experience for all of our patients and their families. 

We will need to continue to work together to ensure ad-
equate access to care for these children.

There continue to be concerns about the child protection 
system in our state. The Governor’s Task Force on the 
Protection of Children provided recommendations on ways 
to improve the child protection system in our state, which 
should help chart the way forward.

A significant increase in gun related violence around the 
country points to the importance of our Chapter in particular 
and pediatricians as a whole, being engaged in working 
with the state legislature on enacting commonsense gun 
safety laws that protect children.

There continue to be significant health disparities in Min-
nesota. The 2014 Advancing Health Equity Report from 
the MN Department of Health pointed to the persistence of 
health disparities in our state. The report revealed that even 
where health outcomes have improved overall, as in infant 
mortality rates, the disparities in these outcomes remain 
unchanged: American Indian and African American babies 
are still dying at twice the rate of white babies. The report 
also highlighted inequities in social and economic factors 
that are the key contributors to health disparities and to 
structural racism.

Another issue that we also hope to focus on is that of physi-
cian burnout. This is often described in terms of the experi-

ence of emotional exhaustion, depersonalization and a lost 
sense of personal accomplishment. It is a growing problem 
for physicians and for their patients, leading to a lower 
quality of patient care where professional burnout rates are 
higher.

I am excited about the possibilities that the future holds 
for our chosen profession. After all, we have the best job 
in the world. We care for children. To see the sparkle in a 
child’s eyes and the joy that 
this brings parents is one of 
the things I love most about 
pediatrics. I look forward to 
working with all of you to find 
solutions for the issues fac-
ing the children of our state and the challenges that we as 
pediatricians face in caring for them. Please email with your 
concerns and ideas for how we can best serve Minnesota’s 
kids.

Continued from page 1...

Andrew Kiragu, MD, FAAP 
MNAAP President

Email: Andrew.Kiragu@hcmed.org 
Twitter handle: @mundumuragu

“After all, we have the best 

job in the world. We care for 

children.”

Continued from page 6...
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Updated CDC Vaccine Storage and Handling 
Toolkit with New Recommended Fahrenheit 
Temperature Range

The CDC Vaccine Storage and Handling Toolkit (www.
cdc.gov/vaccines/hcp/admin/storage/toolkit/index.html) 
has been updated and is a go-to resource for vaccine 
storage and handling best practices. 

Of note, the updated toolkit includes a change to the 
Fahrenheit temperature range for storing refrigerated 
vaccine. The new recommended Fahrenheit tempera-
ture range is 36°F - 46°F (previously 35°F - 46°F). The 
Celsius temperature range is still 2°C - 8°C. 

This adjustment ensures that the recommended 
Fahrenheit temperature range does not conflict with 
the package inserts of any routinely recommended 
vaccines. It also decreases the risk of exposing refrig-
erated vaccines to freezing temperatures which can 
destroy them in minutes with no visible signs of freeze 
damage.

Providers should: 

•        Aim for a temperature of 40°F/5°C for storing 
refrigerated vaccine.

•        Do not discard any vaccine or revaccinate pa-
tients if your vaccine has been stored at 35°F. Make 
adjustments so your storage unit is in the new recom-
mended range.

•        Modify your temperature logs to reflect the new 
Fahrenheit range. MDH is working on updating re-
sources, including temperature logs. 

•        Adjust alarm thresholds on any vaccine tempera-
ture monitoring devices to reflect the new Fahrenheit 
range of 36°F - 46°F for refrigerated vaccine.

•        Update your policies and procedures, and train 
staff on the new recommended range.

•        Closely monitor combination household units, if 
using both sections, to maintain refrigerator tempera-
tures in the proper range.

-- Minnesota Department of Health

 
MDH Proposing Updates to Communicable 
Disease Reporting Rules

The Minnesota Department of Health (MDH) has for-
mally proposed updates to the communicable disease 
reporting rules through the rulemaking process and 
published the Notice of Intent to Adopt on July 18, 2016 
in the State Register. MDH will be accepting comments 
on the proposed changes until Monday, August 22, 
2016 at 4:30 p.m. Comments should be sent to the 
agency contact person, Patricia Segal Freeman, at P.O. 
Box 64975. St. Paul, MN 55164-00975, or fax 651-201-
5501, or email commdisrule@state.mn.us   All inter-
ested persons are encouraged to comment. If MDH 
receives 25 or more written requests for an administra-
tive hearing, a hearing will be held on Monday, Septem-
ber 19, 2016, beginning at 9:30 a.m., in B144, Orville 
L Freeman Building, 625 North Robert Street, St. Paul, 
Minnesota 55155. 

You can obtain more information on the proposed 
changes, such as the proposed rules, the Notice of In-
tent to Adopt (which outlines the comment and hearing 
process), and the Statement of Need and Reasonable-
ness (SONAR), at the MDH Communicable Disease 
Reporting Rulemaking Website at www.health.state.
mn.us/divs/idepc/dtopics/reportable/rule/process. 

-- Minnesota Department of Health

 
Certified Community Behavioral Health Clinics

Twelve clinics are recognized as Minnesota’s first Certi-
fied Community Behavioral Health Homes.  The newly 
certified clinics are: Community-University Health Care 
Center, Fairview Clinics- Hiawatha, Fraser Child and 
Family Center, Guild Inc.-St. Paul,  Human Development 
Center-Duluth, Northern Pines Mental Health Center in 
the north central part of the state; Northland Counseling 
Center in Grand Rapids,   Northwestern Mental Health 
Center serving seven northwest counties; Smiley’s Fam-
ily Medicine Clinic, Western Mental Health Center- Mar-
shall,  Wilder Children and Family Services in the Twin 
Cities metro area; Woodland Center in Willmar. 

For more information on becoming a Behavioral 
Health Home go to www.dhs.state.mn.us/main/
idcplg?IdcService=GET_DYNAMIC_CONVERSION&Re
visionSelectionMethod=LatestReleased&dDocName=d
hs-287955# 

Newborn Screening at the State Fair 
 
Going to the State Fair? Visit Newborn Screening in 
the HealthFair 11 Building and listen to a few of the life 
changing stories in their MinneStories Listening Booth.

www.mnaap.org
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Michael Ackerman, MD, PhD, FAAP 
Pediatric Cardiologist, Mayo Clinic,  
Rochester 
- Chest Pain and Syncope: Functional or 
Fatal

Christopher Collura, MD, FAAP 
Assistant Professor of Pediatrics, Mayo 
Clinic, Rochester 
- Breaking Bad News: A Roadmap for 
Difficult Conversations 
- Neurologic, Cardiac and Perfusion 
Monitoring in the NICU-- Useful Data or 
Data Overload? 

Anne Edwards, MD, FAAP 
Chair of Pediatrics, Park Nicollet 
- The State of Coverage: Medicaid, CHIP, 
and Marketplaces 
 

Stefan Friedrichsdorf, MD, FAAP 
Medical Director, Department of Pain 
Medicine, Palliative Care and Integrative 
Medicine at Children’s Hospitals and Clin-
ics of Minnesota, Minneapolis/St. Paul 
- Pediatric Integrative Medicine: Simple 
Techniques to Address Mental Health   
- Concerns and Pain Management Across 
the Continuum of Care 
- Managing Pediatric Pain

Pamela Gonzalez, MD, MS, FAAP 
Assistant Professor, Department of 
Psychiatry, University of Minnesota 
- Urine Drug Testing: What Every Pedia-
trician Needs to Know 
- Youth Opioid Addiction: A Part of Your 
Practice, So What Should You Know? 
- Youth Opioid: Highway to Heroin? 
Opiates and Other Prescriptions After 
Musculoskeletal Injuries

John Huxsahl, MD 
Chair, Department of Psychiatry & Psy-
chology, Mayo Clinic, Rochester 
- Lowering Anxiety about Managing Anxi-
ety in Children 
 

Andrew Olson, MD, FAAP 
Assistant Professor of Medicine and 
Academic Hospitalist, University of Min-
nesota 
- Diagnosing our Diagnoses: Reasoning 
and Error 

 
 

Michael Reiff, MD, FAAP 
Professor of Pediatrics, University of 
Minnesota 
- ADHD in Teens: Promoting Best 
Outcomes 

 
 
Jeffrey Schiff, MD 
Medical Director, Minnesota Department 
of Human Services 
- Moving from Volume to Value: The New 
Frontier in Health Care Financing 

 
Robert Wagner, MD 
Associate Medical Director for Adult 
Services, Gillette Children’s Specialty 
Healthcare, St. Paul 
- Strategies for Transitioning Families 
and Children with Medical Complexity 
into Adult Health Care

 
You can view more information about 

the sessions and faculty by visiting the 
Conference Planner at: 

http://aapexperience.org/planner 
…and searching on sessions or by faculty.

AAP’s National Conference & Exhibition will be held October 22-25 in San Francisco. Several pediatricians and 
pediatric experts from Minnesota will be presenting (see below). For more information about their presentations or 
the conference itself, visit www.aapexperience.org

Minnesota Presenters at AAP’s National Conference & Exhibition

www.mnaap.org
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BC/BE Pediatricians 

Children’s Hospitals and 
Clinics of Minnesota 

Twin Cities 

Part-time Physician 
Northern Lights Pediatrics 

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

 
Employment  
Opportunities

MNAAP in Action: Update on Work Groups

 
MNAAP’s work groups are open to any 
MNAAP member or their support staff. 
They meet by conference call every 1-2 
months either before clinic or over the lunch 
hour. Members are welcome to participate 
in these calls as their schedules allow. 
Here’s a snapshot of what the work groups 
have been up to over the last few months. 

Safety/Child Maltreatment

• Facilitated call between work group 
and DHS to discuss new and impend-
ing screening guidelines, and offer 
recommendations on closing commu-
nication gaps.

• Planning topics for a CME webinar 
series beginning this fall on child 
abuse recognition, referrals and 
reporting. 

• Posted Assessment for Physical 
Abuse and Guide to the Medical 
Evaluation in Suspected Physical 
Abuse by Otto Bremer Trust Center 
for Safe and Healthy Children at 
www.mnaap.org/safetytools.htm

Mental Health 

• Hosted afternoon sessions on mental 
health on May 20th with presenta-
tions at http://www.mnaap.org/annu-
almeeting2016.html

• Planning Mental Health training with 
MN Society of Child and Adolescent 
Psychiatry,  MN Assoc. for Children’s 
mental Health, MCCCA, and NAMI 
for Saturday Sept. 17th 

• A Foster Care grant from AAP was 
received to support a greater Mn 
Learning Collaborative of pediatric cli-
nicians providing medical and behav-
ioral health services to children/teens 
in foster care. If interested contact 
cairns@mnaap.org

• Six clinics completed an MDH/ DHS 
grant to implement a learning collab-
orative for behavioral health integrated 
into pediatric primary care. Participat-
ing clinics showed improvements from 
baseline in four of five measures. 

 
Poverty/Disparities 

• Hosted morning session on poverty/
health disparities at the May 20 Hot 
Topics in Pediatrics conference 

• Overseeing learning collaborative to 
increase screening and referrals for 
food insecurity

• Reviewing and adding resources to 
the MNAAP poverty/disparities web 
page during each call. 

• Learn more at www.mnaap.org/dis-
parities.htm 

Immunizations  

• Leading an MOC 4 quality improve-
ment and education project on HPV 
immunization rates. Fifteen clinics 
in Minnesota are participating in 
addition to 30 clinics and over 140 
pediatricians from IA, WI, KS, ND 
and SD. The HPV MOC4 has been 
approved by AAP with 25 ABP points 
that can be earned in 3 months and is 
available at no charge for MN chap-
ter members. Participating clinics 
increased HPV initiation by 10-25% 
over the 3 month period and also 
increased Tdap and MCV4 rates

• Received funding from MN Depart-
ment of Health for Eliminating Health 
Disparities in Immunization. We are 
seeking 2-3 clinics in greater Minne-
sota that serve Somali, Karen and/or 
Native American children/teens and 
want to work with community partners 
to increase the rates of MMR and 
HPV. Mini-grant funds are available in 
addition to training funds to develop 
community health workers in those 
communities to assist with outreach 
and education.

• Participating in a National Cancer 
Institute outreach to 7 MN media 
markets with letters to editor in sup-
port of HPV vaccination.

 
Email cairns@mnaap.org for more infor-
mation about participating in these work 
groups.

 
Maternal depression 
has a significant impact 
on child health. Only 64 
percent of new moth-
ers enrolled in Medicaid 
complete their postpar-
tum visits, yet 92 percent 
of Medicaid-enrolled 
2-month babies receive a 
well child check, accord-
ing to the Minnesota De-
partment of Health (MDH). 
Learn how pediatricians 
can integrate postpartum 
depression screening into 
well child visits. 

Webinar: Implementing 
Postpartum Depression 
Screening During Infant 
Well Child Checks

http://www.health.state.
mn.us/divs/cfh/program/
ctc/event.cfm

Website Resources for 
Health Professionals: 
Postpartum/Prenatal De-
pression or Anxiety 

http://www.health.state.
mn.us/divs/cfh/topic/
pmad/professionals.cfm

Maternal Depression 
and Child Health

www.mnaap.org
www.mnaap.org
employment.htm
http://mnaap.org/safety.htm
http://mnaap.org/disparities.htm
www.mnaap.org/disparities.htm
www.mnaap.org/disparities.htm
mailto:cairns@mnaap.org
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Welcome new MNAAP members  
joining between 4/1/16 and 6/30/16

Brandon Drazich

Philip Gasseling , MD 

Osagie Ighile 

Bianca Manuelli, MD

Brendan Mulhern

Beatrice Murray, MD

Kelli Ostermann, MD 

Mary Rolfes

Kristen Sessions

Matthew Spence

Mahad Ururshe, MBBS

Follow MNAAP  
on social media

twitter.com/ 
mnaap

facebook.com/
minnesotaaap

 
The AAP National Nominating Com-
mittee has selected Michael T. Brady, 
MD, FAAP, of Columbus, Ohio, 
and Colleen A. Kraft, MD, FAAP, of 
Cincinnati, as candidates for AAP 
president-elect. 

Look to upcoming issues of AAP 
News for ongoing coverage of the 
candidates, including profiles and 
position statements. 

Additionally, you can visit www.aap.
org/en-us/my-aap/national-aap-
election-center/Pages/National-AAP-
Election-Center.aspx

Voting will begin Oct. 21 and ends 
Nov. 21.  

Be sure to vote for AAP’s next president

The Minnesota Chapter of the American Academy of 
Pediatrics (MNAAP) is pleased to announce additions to 
its 2016-2018 board of directors, effective July 1, 2016. 

The chapter's new president is Andrew Kiragu, MD, 
FAAP, medical director of the pediatric intensive care 
unit at HCMC in Minneapolis. He will be succeeded in 
2018 by the chapter's new president elect, Lori De-
France, MD, FAAP, a general pediatrician with Essentia 
Clinic in Duluth.

New board members-at-large include: 

Kelly R. Bergmann, DO, MS, FAAP, pediatric 
emergency medicine physician at Children's 
Hospitals and Clinics of Minnesota in Minne-
apolis and St. Paul.

Pamela Gigi Chawla, MD, FAAP, pediatrician, 
pediatric hospitalist and Senior Medical Di-
rector of Primary Care at Children's Hospitals 
and Clinics of Minnesota. 
 
Janna Gewirtz O'Brien, MD, associate con-
sultant at Mayo Clinic Community Pediatrics 
and Adolescent Medicine in Rochester. 

 
Lisa Guetzko, MD, general pediatrician at 
HealthPartners in Sartell.

 
Nancy Ott, MD, FAAP, pediatric allergist at 
Allergy and Asthma Specialists in Minneapo-
lis.

 
Rachel Tellez, MD, MS, FAAP, general pe-
diatrician at HCMC in Minneapolis.

 
 

"We are extremely fortunate to have a diverse group 
of pediatricians working collaboratively to tackle tough 
problems affecting the health of infants, children and 
adolescents in Minnesota," said Susan A. Berry, MD, 
FAAP, immediate past president of MNAAP. "Their 
involvement is a testament to their commitment to put 
children first, regardless of their specialty, health sys-
tem or geographic location."   

MNAAP’s board is composed of more than 30 pediatri-
cians across Minnesota. View them all at www.mnaap.
org/boardmembers.htm

MNAAP Announces Additions to  
2016-2018 Board of Directors

www.mnaap.org
twitter.com
facebook.com/minnesotaaap
facebook.com/minnesotaaap
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Thank you to MNAAP’s ANNUAL sponsors

HOT TOPICS IN PEDIATRICS CONFERENCE
Friday, May 12, 2017

PEDIATRICIANS’ DAY  
AT THE CAPITOL

1-4 p.m. 
Tuesday, March 21, 2017 

Save the dates!

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/

