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Charles H. Mayo, MD, 
one of the famed Mayo 
brothers wrote, “Today 
the only thing that is 
permanent is change." 
That might have been 
a hundred years ago, 
but it’s certainly still the 
situation with influenza 

and its prevention nowadays. This com-
ing fall for 2018-2019 clinicians will once 
again have changes to the recommenda-
tions that will affect their practice and their 
patients. 

Change is inevitable with influenza pre-
vention because of the annual genetic drift 
and sometime shift across the influenza 
strains. Every year experts survey global 
influenza occurrence, the genetic charac-
terization of circulating strains, the anti-
genic characterization of those infections, 
and the candidate vaccine viruses avail-
able to determine what strains to recom-
mend to influenza vaccine manufacturers. 
This year the Food and Drug Administra-
tion’s Vaccines and Related Biologic Prod-
ucts Advisory Committee recommended 
that the 2018–19 trivalent vaccine to be 
used in the United States contain two A 
strains, including the A/Michigan/45/2015 
(H1N1)pdm09-like virus, representing 
no change from last season, and the 
A/Singapore/INFIMH-16-0019/2016 

(H3N2)-like virus, which is new this 
season, chosen because the resulting 
egg-propagated vaccine virus is more 
similar to the circulating virus, as well as 
B/Colorado/06/2017-like virus (B/Victoria 
line), which is new this season, as there 
is an increasing circulation of a B/Victoria 
line strain with antigenic drift.

More and more influenza vaccines are 
made as quadrivalent vaccines with two B 
strains. These theoretically offer benefits 
to children who suffer more with B strain 
influenza infections. The benefit is wider 
coverage of possible circulating strains. 
This year the Food and Drug Administra-
tion’s Vaccines and Related Biologic Prod-
ucts Advisory Committee recommended 
the quadrivalent influenza vaccine strains 
also include the B/Phuket/3073/2013-like 
virus (B/Yamagata) strain, which was the 
same last year. While the quadrivalent 
influenza vaccines offer theoretical advan-
tages to the trivalent vaccine for children, 
the Advisory Committee on Immunization 
Practices (ACIP) does not state a prefer-
ence of the quadrivalent vaccine over the 
trivalent vaccine, even for children. 

The live attenuated influenza vaccine or 
LAIV, known by the brand name FluMist, 
will be this season as before only avail-
able as a quadrivalent rather than trivalent 
vaccine.

What’s New with Influenza Vaccines Available 
this 2018-2019 Season
By Robert Jacobson, MD, FAAP, and Jennifer Brickley, RN, Mayo Clinic 
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Sept. 12 
Partners in Care: Back 
to School with Complex 
Medical Needs (Webinar) 
Hosted by Gillette Children’s 

Sept. 12 
Minnesota Community  
Measurement Seminar 
Earle Brown Center 

Sept. 21 
Refugee Adolescent and 
Women’s Health Regional 
Training Meeting 
Minneapolis Airport Marriott 
Hosted by the U of M 

Sept. 27-28 
28th Annual Practical Pe-
diatrics for Primary Care 
Science Museum of MN 
Hosted by Children’s MN

Oct 4-5 
Twin Cities Sports  
Medicine Conference 
Courtyard by Marriott Min-
neapolis Downtown 
Hosted by the U of M

Oct. 5 
Advanced Therapies for 
Pediatric Obesity 
Masonic Children’s Hospital

Oct. 5 
ECMO Symposium:  
Advanced Management of 
the Failing Lung or Heart 
Graduate Minneapolis 
Hosted by the U of M 

 
 

 
Oct. 7-9 
Mayo Clinic Pediatric 
Days 2018 
Chicago, IL

Oct 11 
Children’s and Maternal 
Mental Health Workshop 
Series for Primary Care 
Providers 
PrairieCare in Rochester 

Oct. 25 
Partners in Care:  
Idiopathic Clubfeet  
(Webinar) 
Hosted by Gillette Children’s 

Nov. 2 
Minnesota Memorial 
Pediatric Orthopaedic 
Symposium 
Windows on Minnesota  
Hosted by Shriner’s, Mayo 
Clinic and Gillette Children’s

Nov. 16 
Emerging Infections in 
Clinical Practice and Pub-
lic Health: New Insights, 
New Approaches  
Radisson Blu 
Hosted by the U of M

Nov. 16 
Pediatric Trauma and 
Emergency Conference 
Masonic Children’s Hospital 

Dec. 7 
Musculoskeletal  
Management in Pediatrics  
Hosted by Gillette Children’s 

LOCAL PEDIATRIC CME EVENTS

To register or for more information,  
visit www.mnaap.org/calendar.htm
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Word from the President: New Beginnings

With humility and gratitude, I have transi-
tioned into the role of MNAAP president.  
Dr. Kiragu, our past president, has been 
an outstanding role model for leadership 
as he has guided us through the past two 

years with unwavering dedication and focus. Thank you, Dr 
Kiragu!

I will take this opportunity to introduce myself. I have prac-
ticed general pediatrics for 29 years in Duluth. How lucky 
am I to see the expansive and stunning vista of Lake Supe-
rior every day as I drive down the hill to The Duluth Clinic. 
My husband is a pharmacist at a Federal Prison Camp. I 
have a daughter who is starting her second year of medical 
school and a son who is an electrical engineering student.  
We became empty nesters two years ago. Much to her 
delight, our French Bulldog, Rosie, has become the center 
of attention in our household.  

In June, I attended the AAP District VI meeting in Itasca, 
Illinois. This is an opportunity to interact with the chapter 
leaders of other states and Canadian provinces in our 
District, and to hear an update on the American Academy 
of Pediatrics’ priorities, challenges and strategies for action 
and ongoing advocacy. Dr Kyle Yasuda, president-elect of 
the AAP, opened the session discussing these key areas of 
concern: detention of immigrant children, physician health 
and wellness, diversity and inclusion initiatives, NAS and 
the opioid crisis, and e-cigarettes.  

I gathered some interesting take away information from the 
many sessions – I will highlight toxic stress and implicit bias 
here. 

Toxic stress is at the epicenter of national discussions 
around separation of families at the border. A type of toxic 
stress that we observe in our daily practice is called Pedi-
atric Medical Traumatic Stress (PMTS). This can frequently 
go unrecognized and untreated.  

According to the National Child Traumatic Stress Network 
(NCTSN):

• As many as 1 in 5 parents developed PTSD about 3-6 
months after their child’s PICU admission.

• Up to 80 percent of children and family members expe-
rience Post Traumatic Stress Symptoms (PTSS) follow-
ing a life-threatening illness, injury or painful medical 
procedure.

• Up to 20-30 percent of parents and 15-25 percent of 
children and siblings experience PTSS that impair daily 
functioning and may affect both treatment adherence 
and recovery. 

 

This is integral to the recognition of ACEs, resilience and 
trauma-informed care.  Dr James Duffee, a child and 
adolescent psychiatrist in Ohio who presented on trauma-
informed care at the District meeting, highly recommended 
the book “Attending: Medicine, Mindfulness and Humanity” 
by Ronald Epstein, MD, that I have added to my reading 
list. 

In an effort to minimize toxic stress for our patients in the 
clinic and hospital where I work, the pediatricians and sub-
specialists advocated for support of Child Life staff when 
administration wanted to make cuts. 

Another outstanding speaker was Yale Smiley, MD, an 
alumni of the University of Minnesota residency program. 
The title of her presentation was “Moving Towards Diversity 
and Inclusion: Mitigating Implicit Bias and Its Effects.”   

Guess what? We all have implicit bias.  

Dr Smiley stated, “On average, physicians are biased 
against certain populations at the same rates as the gen-
eral public. This is despite having explicitly stated altruistic 
or egalitarian values.”  There is an AAP taskforce on ad-
dressing bias and discrimination. 

As we move forward and keep our laser-like focus on the 
health of children in Minnesota, let’s each do our part to 
minimize toxic stress and implicit bias. 

“I am enough of a realist to understand that I can’t reach 
every child, but I am more of an optimist to get up every 

morning and try.” -- Preston Morgan

 
Lori DeFrance MD,FAAP 
MNAAP President 
lori.defrance@essentiahealth.org

Join a MNAAP Work Group! 
MNAAP has work groups that meet on a monthly or 
bi-monthly basis by conference call to share best prac-
tices, identify helpful resources and consider advocacy 
efforts in the following areas: 

• Mental health

• Immunizations

• Safety and injury prevention

• Poverty and health disparities

Email cairns@mnaap.org for more information 

By Lori DeFrance, MD, FAAP, MNAAP President 
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Get Ready for Campaign Season

Minnesota is soon to become the epicen-
ter of the American political universe.  

With two U.S. Senate seats, an open gu-
bernatorial office, the Attorney General’s 
office, four highly competitive U.S. Con-
gressional seats, and all 134 members of 
the Minnesota House of Representatives 
before voters in November, we are soon 

to be buried in yard signs, political ads, emails, social me-
dia visibility, visits from candidates and volunteers, and the 
like. Turn on your television with caution, as political ads – 
including the most egregiously negative and untruthful paid 
for by groups unaffiliated with a candidate – are soon to be 
filling the airwaves. 

While the mudslinging, innuendo, and half-truths are likely 
to make many Minnesotans even less interested in par-
ticipating in our democracy, this is exactly the time that 
pediatricians must become even more forceful advocates 
for children. Kids can’t vote, so keeping their interests at 
the forefront as you consider your ballot is all the more 
important.

There are two election dates to keep in mind. The first is 
August 14, and it is the primary election. The primary will 
narrow the field to a single candidate from each party for 
each office sought. Perhaps most notably, three candidates 
are seeking the DFL nod for Governor, while two Republi-
cans are battling to be the GOP standard bearer.  

The general election will be held on November 6.  All major 
party candidates have websites, and most include sections 
regarding candidates’ positions on key issues like health 

care and education. If you find the information incomplete 
or less-than-helpful, contact the campaign directly.  

Many candidates – particularly those seeking election to 
the Minnesota House of Representatives – may well be 
knocking on your door soon to ask for your vote. There’s no 
better time to take advantage of the opportunity to advocate 
for kids.  

Ask them how they intend 
to reduce Minnesota’s 
yawning health dispari-
ties and reduce inequity. 
Remind them that it was 
just one year ago that our 
state was in the middle of 
a very dangerous measles 
epidemic, and that Min-
nesota’s vaccine laws 
are among the weakest 
in the nation. Ask them if 
they’ll support the growing 
effort to raise the age to 
purchase tobacco to 21. In-
quire about how they propose to expand access to mental 
health services for kids. 

Tell them the story of the family you provided care for and 
how they struggled with enormous medical debt or very 
high deductibles. There’s no more powerful message for 
a legislator than a story. Sharing your experience with pa-
tients in the exam room or surgical suite will stick with the 
candidate far longer than any statistic you might cite.

Elections can be many things – exciting, infuriating, confus-
ing, inspiring. But more than anything else, elections are 
opportunities. Don’t miss this chance to shape the direction 
of both our state and our nation. 

The kids are counting on us.

By Eric Dick, MNAAP Lobbyist 

Two Minnesota Physicians Running  
for the Minnesota House

A medical doctor hasn’t served in the state House for 
over 15 years, but two Democrat physicians are running 
in suburban swing districts: Alice Mann, a family practice 
doctor (Burnsville and Lakeville) and Kelly Morrison, an 
obstetrician and gynecologist (Shorewood area).

WASHINGTON, DC 
APRIL 7-9, 2019

Aug. 14: Primary Election  |   Nov. 6: General Election 
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Erin Murphy 
(DFL)
www.murphyformn.com

Lori Swanson 
(DFL)
www.loriswanson.com

Tim Walz 
(DFL)
www.walzflanagan.org

Tim Pawlenty
(GOP)
www.timpawlenty.com

Jeff Johnson (GOP)  www.johnsonforgovernor.org

A licensed nurse and former executive director for the 
Minnesota Nurses Association, Murphy was elected to 
the house in 2006 and championed many health care is-
sues. She supports a single-payer health plan and open-
ing up MinnesotaCare to anyone who wants it. Murphy 
proposes to contract directly with providers.

The state’s first woman to be elected as attorney gen-
eral, Swanson wants to combat health care prices by 
knocking down the prices of prescription drugs, calling 
on Congress to act on prescription reform. She has been 
fighting back against the opioid epidemic by pulling from 
the roots: pursuing lawsuits against opioid manufactur-
ers, such as Purdue Pharma, for misleading advertising. 
In 2012, HealthLeaders magazine recognized her as one 
of 20 Americans making a difference in health care.

Before becoming the District 7 county commissioner in Hennepin County, Johnson was 
a lawyer for Cargill, Inc. and then he founded Midwest Employment Resources. When it 
comes to healthcare, Johnson believes MNsure has been a “complete disaster.” He would 
seek federal waivers to abandon the provisions of the ACA that have limited choice and 
increased costs. He also wants to negotiate with other Midwestern states to allow residents 
to sell and buy insurance across state lines in order to increase competition. 

A former high school teacher of 20 years, Walz is 
staunchly outspoken about educational equality across 
Minnesota. He’s focused on closing the opportunity 
gap in schools. He also wants to pay special attention 
to mental health care. Like Erin Murphy, he supports 
MinnesotaCare and a single-payer health system, but 
“immediate action needs to be taken to control costs and 
improve care.” One of those actions includes investing 
more money into Minnesota’s medical research. 

Former governor from 2002 to 2010, Pawlenty is focused 
on addressing health care costs, holding state govern-
ment accountable, creating pathways to good paying 
jobs through modern career and technical education, 
and tackling the opioid crisis. Pawlenty believes one key 
ingredient to holding down health care costs is to require 
transparency regarding health care prices and to make 
sure consumers have user-friendly information about both 
the price and quality of care they receive. 

   LEADING  GUBERNATORIAL CANDIDATES    

Summaries are taken from candidate campaign pages, local newspapers and other sources.
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Donor Milk in Minnesota…a MN Milk Bank is Coming!
By Teresa Kovarik, MD, FAAP, FABM, Medical Director of HealthPartners’ Lactation Services and Pediatrician at HealthPartners 
Como Clinic; Pamela Heggie, MD, IBCLC, FAAP, FABM, Director of Breastfeeding Medicine and Pediatrician at Central Pediatrics; 
and Nancy Fahim MD, FAAP, University of Minnesota, Neonatology at Maple Grove and North Memorial Hospitals

 
The AAP strongly supports breastfeeding for all infants 
given the substantial evidence showing improvement in 
health outcomes for babies fed human milk. In the 2012 
policy statement about human milk, the AAP states that 
breastfeeding is a public health issue, not just a lifestyle 
choice. While mother’s own milk is preferred, some women 
have a low milk supply and, despite their best efforts, can-
not meet their baby’s milk requirements. In some studies, 
only 30 percent of women who deliver premature infants 
can produce a full milk supply for their NICU babies. As 
we all know, mothers with full term infants can have simi-
lar difficulty. When supplementation is needed because of 
maternal low milk supply, pasteurized donor human milk is 
increasingly being used to bridge the gap.

Concurrently, there has also been a rise in informal milk 
sharing in our state and nationwide. This is being driven 
by increasing awareness of the benefits of human milk 
by families. Many women with a low milk supply turn to 
informal milk sharing from family and friends and there are 
a growing number of websites on the internet where human 
milk may be purchased. 

The AAP and FDA strongly discourage informal milk shar-
ing due to the documented risks of bacterial contamination 
from improper handling, storage and shipping of non-pas-
teurized donor human milk. Caution is also raised because 
of the risk of infectious disease transmission through donor 
milk when donors are not carefully screened before milk 
sharing occurs and milk is not pasteurized to assure safety.  
Additionally, there have been reports of internet purchased 
human milk being contaminated or diluted with cow’s milk.

The demand for safe donor milk is also increasing in 
Minnesota as the importance of human milk for both the 
preterm and term infant is better recognized by health care 
providers, hospitals and families. Currently, there are 14 
Baby-Friendly hospitals in the state where the “Ten Steps 
to Successful Breastfeeding” are implemented to follow ma-
ternity care best practice as outlined by the World Health 
Organization. These hospitals account for 30 percent of the 
births in Minnesota. In addition, the Joint Commission now 
requires all hospitals to report their exclusive breastfeeding 
rates, which is also driving the increased use of pasteurized 

donor human milk.

To address this increasing demand for safe donor milk, 
there has been a 5-year effort in Minnesota to establish 
the first human donor Milk Bank in the state. Breastmilk for 
Babies is a non-profit organization that has achieved the 
status of  “Developing Milk Bank” with HMBANA, the Hu-
man Banking Association of North America. The mission of 
this local statewide organization is to raise funds to estab-
lish the Minnesota Milk Bank for Babies, set to open in the 
fall of 2018 in the Twin Cities. 

Currently, hospitals and families must purchase pasteurized 
donor milk from milk banks in other states. Also, women in 
Minnesota with abundant milk supplies who want to donate 
their excess milk must do so by shipping their milk to out of 
state milk banks in Iowa, Illinois, Colorado, Ohio, Oregon 
and Montana. Mothers often express a desire to help ba-
bies locally. Accordingly, the goal of the new MN Milk Bank 
for Babies is “helping babies close to home.” 

The use of pasteurized donor milk in Minnesota has been 
following national trends. Prior to 2010, MN hospitals 
primarily used donor milk for premature infants in the NICU 
and it was rarely, if ever, used for healthy, full-term new-
borns in the Mother-Baby Units. Since then the number of 
hospitals using pasteurized donor human milk has grown 
significantly. In 2018, over 20 Minnesota hospitals have a 
donor milk program in their well newborn Mother-Baby Unit 
(in addition to NICU use). 

For hospitals wanting to start a donor milk program, there 
is a donor milk toolkit available on the MN Breastfeeding 
Coalition website. (See resources on page 7.)

The toolkit provides sample documents that can be modi-
fied for individual hospital use, including a sample policy for 
human donor milk, consent forms, and a patient education 
handout. There is also information about setting up a donor 
milk collection site (milk depot). Currently, there are 8 milk 
depots throughout Minnesota (with 3 additional sites pend-
ing). These depots are milk collection sites where mothers 
can drop off surplus breastmilk for donation to a milk bank. 

How Does Milk Banking work?

The process of ensuring safe pasteurized donor human 
milk involves many steps and differs significantly from infor-
mal milk sharing. In order to eliminate the risks of bacte-
rial contamination, drug exposure or viral infection, a strict 
multistep screening protocol is implemented by the milk 
bank before the milk is accepted for pasteurization. First, 
there is a verbal telephone screening of the potential milk 
donor by milk bank staff. Then a written questionnaire is 
completed, including a health history, smoking, alcohol and 
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drug history, and a review of medication and herbal supple-
ment use. Next, the donor must have blood testing (at the 
Milk Bank’s expense) - a process similar to lab screening 
for blood bank donation, which includes testing for HIV1&2, 
HTLV 1&2, Hepatitis B and C and syphilis. The screening 
process is very strict and an average of 35 percent of do-
nors are consequently declined. Milk donors are volunteers 
and receive no compensation for their milk donation.  

The milk is then collected at a milk collection site (depot) 
and is transported frozen on dry ice to the milk bank. 
Once the donated milk reaches the milk bank, it is care-
fully logged in with a donor identification number and then 
thawed and pooled with at least 3 other donors. This pro-
cess creates a homogenized donor milk pool that includes 
a variety of human milk oligosaccharides and other bioac-
tive human milk components. 

The milk is pasteurized by heat treatment (Holder method) 
at 62.5 degrees Celsius for 30 minutes and then frozen at 
-18 degrees Celsius. The pasteurized milk is then tested 
for contamination post-pasteurization and, if any infec-
tious growth is present, the entire batch is discarded. This 
pasteurization protocol destroys viruses (HIV, CMV and 
others) and most bacteria except for bacillus cereus-which 
is tested for post pasteurization. The heat treatment needs 
to be effective in removing pathogens but gentle enough to 
maintain the immune and bioactive beneficial properties of 
human milk. This process ensures a safe high quality donor 
human milk supply for use in hospitals and for outpatients. 

It is always important to have comprehensive lactation sup-
port available for mothers and babies whenever donor milk 
is used, in order to help mothers establish their own milk 
supply. Mothers need guidance with breastfeeding and milk 
expression in the hospital and after discharge while using 
donor milk supplementation.

Effect of pasteurization on Human Milk Quality

While pasteurization eliminates all the cellular components 
of breastmilk, many bioactive properties are preserved. 
Donor milk that is heat-treated retains important compo-
nents including HMOs (human milk oligosaccharides). 
These complex sugars resist digestion and are the third 
most abundant component in human milk. There are more 
than 150 different HMOs and they appear to  have a role 

as immune cell response modulators. They also promote 
beneficial gut bacteria, and are protective against infection 
due to their anti-adhesive and antimicrobial effects. HMOs 
and other bioactive components in human milk, are likely 
responsible for the significant (up to 77 percent) reduction 
in necrotizing enterocolitis (NEC) in premature infants. 

In addition, secretory IgA retains 40- 60 percent activity 
after pasteurization and the iron transport protein lactoferrin 
and lysozyme activity are only partially reduced (50 per-
cent). Pasteurized human milk retains the majority ( > 90 
percent) of micronutrients such as calcium, copper, mag-
nesium and zinc. Macronutrients including protein, total fat 
and vitamins are also retained at partial levels.

A Minnesota Milk Bank is Coming!

In 1985, the non-profit Human Milk Banking Association of 
North America (HMBANA) was established to create stan-
dards for all North American milk banks. HMBANA currently 
has 24 affiliated milk banks in the U.S. 

Minnesota will open its own HMBANA affiliated Milk Bank, 
The MN Milk Bank for Babies, in the fall of 2018 and it will 
be located in the Twin Cities. The non-profit milk bank will 
be certified by the MN Department of Agriculture and regis-
tered with the FDA. The MN Milk Bank will provide pasteur-
ized donor human milk statewide to hospitals and families 
wanting to purchase milk. Priority will be given to babies in 
Minnesota, expanding to out-of-state service as the milk 
bank grows. 

To help reduce health care disparity, there is ongoing work 
to establish universal reimbursement by Medical Assistance 
and private insurance to cover the cost of banked donor 
milk when medically necessary (as exists now in 6 other 
states). Then all infants in Minnesota will have access to 
safe donor milk when needed for inpatient and outpatient 
use without restrictions. 

Educational videos for families about Donor Milk 
English and Spanish 
From: Human Milk Initiative, NeoQIC, Massachusetts 
www.neoqicma.org/human-milk-educational-videos

Donor Milk Toolkit for Hospitals  
From: Minnesota Breastfeeding Coalition  
https://mnbreastfeedingcoalition.org/for-families/donor-
milk-toolkit/

Pasteurized Human Milk Handout 
https://mnbfc.files.wordpress.com/2016/05/pasteurized-
human-milk-information-for-families-pdf.pdf

Human Milk Banking Association of North America 
(HMBANA) 
https://www.hmbana.org
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The 2018 Minnesota Adolescent Sexual 
Health Report, released in June by the 
Healthy Youth Development Prevention 
Research Center (HYD•PRC) at the Uni-
versity of MN (www.pediatrics.umn.edu/
sites/pediatrics.umn.edu/files/2018_ashr_
report_final_0.pdf), provides a great look 
at the sexual health of Minnesota’s youth. 
Most notably, adolescent pregnancy and 

birth rates are at “historic lows” with a 65 percent decline in 
the adolescent birth rate between 1990 and 2016. Unfortu-
nately, however, sexually transmitted infections (STIs) con-
tinue to increase in the young people of our state. The rates 
of chlamydia and gonorrhea in MN reached all-time highs in 
2017. Chlamydia at 440/100,000 (an increase of 4percent 
from 2016) and gonorrhea at 123/100,000 (an increase of 
28percent) and figure 1 below illustrates the disproportion-
ate effect that these infections have on Minnesota’s adoles-
cents and young adults.

How are STI rates increasing while pregnancy rates de-
crease?  It likely comes down to condoms. According to 
the CDC, condom use, as reported by sexually active high 
school students, increased from 46 percent in 1991 to a 
high of 63 percent in 2003. Since then, there has been a 
small but steady decrease, to 57 percent in 2015. Young 
women are using very effective and long-lasting contracep-
tive options like IUDs and implants and should be applaud-
ed for this, but these offer no protection against STIs.

Certain demographic groups continually have dispropor-
tionately high STI rates – especially adolescents of color.  
Figure 2 shows the proportion of chlamydia and gonorrhea 
cases among MN youth aged 15-19 years, by race.

Sexual minority, transgender, and gender diverse youth are 
also at higher risk. 2.7percent of MN youth identify as trans-

gender and gender diverse and they report higher rates of 
sexual activity, depressive symptoms, suicide attempts, and 
being victims of bullying. But how will you know your patient 
is at risk for these things, unless you talk with them?  We 
recently presented at the 2018 Pediatric Academic Society 
meeting our findings from a survey conducted at the 2017 
MN PRIDE festival (data not yet published). Sexual minor-
ity adolescents in our cohort (nearly 350) sought primary 
care at a greater rate than anticipated, but over 30 percent 
were not asked a sexual history and over 70 percent were 
not offered STI testing by their primary care providers. This 
data mirrors the study published in 2010 in JAMA Pediat-
rics by Alexander et al, where they audio recorded primary 
care annual visits for adolescents and found that 1/3 of 
all adolescents had visits without any mention of sexuality 
issues and when sexuality talk did occur, it was brief (aver-
age time spent was 36 seconds). Assessing sexual identity 
and activity can help physicians recognize, support, and 
protect not only the sexual health, but overall well-being of 

these adolescents 
and young adults.

Both the CDC and 
the US Preventa-
tive Services Task 
Force recommend 
screening for gonor-
rhea and chlamydia 
in sexually active 
women age 24 
years and younger.  
The important point 
here is that they 
are recommend-
ing screening for 
ALL sexually active 
females in this age 
group and NOT just 

those engaging in high-risk behaviors. For men, there really 
is insufficient evidence to give strict recommendations and 
so they say to screen regularly in high prevalence clinical 
settings (ie the metro area) or populations with high burden 
of infection (such as men who have sex with men).  An 
important aspect of screening should be obtaining a good 
phone number (preferably the patient’s confidential cell 
phone number) with which you can reach them with results.

Another tool in our arsenal against STIs in adolescents, 
and perhaps an underused one, is the use of expedited 
partner therapy (EPT). In an ideal world, partners of STI-
positive patients would seek health care for evaluation, 
treatment, and counselling in person.  This can prove to be 
a challenge in all ages, but especially in adolescents and 
unfortunately rates of reinfection in adolescents and young 
adults are high.  A study by Gaydos et al in 2008 in the jour-

Addressing Adolescent Sexual Health Amid Rising STI Rates
Kari Schneider, MD, FAAP, University of Minnesota Medical School
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nal Sexually Transmitted Diseases reported up to 26 per-
cent of adolescent and young adult women were reinfected 
with chlamydia with 12 months.  The AAP has endorsed 
a position paper by the Society for Adolescent Health and 
Medicine supporting the use of EPT as a treatment option 
for heterosexual sex partners of adolescents with GC/CT 
when other partner treatment methods are impractical or 
unsuccessful.  It is currently not recommended for men who 
have sex with men or women with trichomoniasis because 
of increased risk of coinfections and lack of supporting 
evidence in these populations.  

EPT involves writing a prescription for the medication (it is 
acceptable to write “Expedited Partner Therapy” in place 

of the partners name; no date 
of birth needed) as well as 
providing treatment instruc-
tions, warnings about the 
medications, general health 
counseling, and a statement 
that advises the partner to 
seek medical evaluation in 
the setting of symptoms.  You 
can access the CDC website 
www.cdc.gov/std/ept for more 
information on EPT including 
prescribing guidelines.

Addressing the sexual health 
of adolescents and young 
adults is multifaceted and truly 
is a team effort, requiring all 

of us (in any pediatric subspecialty) to be willing to do the 
following:

Take advantage of any opportunity to talk with adolescents 
about their sexual health

• Offer STI screening to sexually active adolescents and 
obtain a confidential phone number at which you can 
reach them with results

• Stress the importance of condom use, including with 
those who already use contraceptives such as IUDs 
and implants

Kaidyn has a certain sparkle…and a complex 
medical condition. 

She’s learning to walk today thanks to two 
major surgeries at Gillette Children’s Specialty 
Healthcare to help reduce spasticity caused by 
cerebral palsy.

At Gillette, our experienced clinical teams help 
kids who have chronic and complex medical 
conditions discover what they CAN achieve. 

To make an  
appointment call:  
651-325-2200. 

gillettechildrens.org/refer

Kaidyn can be independent 
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Have you been to an adult dentist lately? 
If you have, you may have had your blood 
pressure measured. You might have 
thought that odd, but many dental prac-
tices are screening adults for high blood 
pressure. The goal is to screen and refer 
patients who may have regular dental 
care but may not be having regular medi-
cal care. The intention is to have dental 

and medical providers join efforts in collaborative patient 
care, working as a team.

In pediatrics, we are familiar with the concept of the medi-
cal home, a coordinated approach to providing comprehen-
sive primary care for children, youth and adults. For many 
patients, the medical home might be comprised of primary 
care, medical specialties, social workers, community health 
workers and dieticians, but no oral health provider. The 
dental home is somehow separate, though poor oral health 
doesn’t follow arbitrary divisions. 

We all have taken care of children with rampant dental 
decay that affects their overall health. From a sleepless 
night for a child with tooth pain or preoperative clearance 
for a child with special health care needs who needs surgi-
cal restorations for widespread dental caries, patients need 
an integrated approach that includes oral health as a basic 
primary care need. 

Pediatrics has been ahead of many medical specialties 
with oral health counseling and fluoride varnish application 
(now required in Minnesota for reimbursement) at well child 
care checks. Some practices around the state and country 
are doing even more. From physically co-located dental/

medical clinics to an integrated dental hygienist in a pediat-
ric practice in a model championed in Colorado, providers 
are trying innovative approaches that highlight the concept 
that optimal health for children (and adults) includes oral 
health. 

Given the success of the medical home model, I challenge 
you to consider how you can integrate oral health in your 
approach to overall health for every patient. 

Use the Caries Risk Assessment tool available from the 
AAP: https://www.aap.org/en-us/Documents/oralhealth_
RiskAssessmentTool.pdf

The role of the pediatrician means we wear many hats and 
help our patients navigate the complicated health system 
by acting as a partner. For oral health promotion, this 
may mean helping families find conveniently located and 
language-concordant clinics, asking about their last visit to 
a dentist and making a call to your friendly neighborhood 

pediatric dentist 
or general dentist 
to discuss patient 
needs. I have found 
that most dentists 
welcome this type 
of collaboration and 
patients win when 
we’re all on the 
same team. 

A great way to 
integrate this work 
into your office is the 
AAP’s Brush, Book, 

Bed initiative typically used for well visits for 
children aged 6 months to 6 years. The AAP 
has an implementation guide that details how 
to bring this program to your clinic: https://www.
aap.org/en-us/advocacy-and-policy/aap-health-
initiatives/Oral-Health/Pages/Brush-Book-Bed.
aspx

Brush, Book, Bed has a simple and clear mes-
sage for parents:

Each night:

1. Help your children to brush their teeth

2. Read a favorite book (or two!)

3. Get to bed at a regular time each night.
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HealthPartners Medical Group is actively recruiting exceptional full-time BC/BE 
pediatricians to join our primary care teams at well-established HealthPartners 
Clinics in the Twin Cities (St. Paul/Minneapolis), Minnesota. Our primary care teams 
include family medicine, adult medicine, OB/GYN and pediatrics, as well as several 
specialty services available onsite. We use the Epic EMR system at all of our clinics 
and admitting hospitals. Electronic medical record experience is preferred.

HealthPartners continues to receive nationally recognized clinical performance and 
quality awards. We offer a competitive compensation and benefits package, paid 
malpractice and a commitment to providing exceptional patient-centered care. 

Apply online at healthpartners.com/careers. For more information, contact Diane at 
diane.m.collins@healthpartners.com or 952-883-5453. EOE

Open Up! Addressing Oral Health at Well Visits
By Eileen Crespo, MD, FAAP, Vice President of Medical Services, Delta Dental Minnesota; pediatrician at Hennepin Healthcare
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Congenital infection with cytomegalovi-
rus (cCMV) is common, and usually not 
recognized in the newborn nursery. All 
pediatricians are familiar with the presen-
tation of severely affected infants – hepa-
tosplenomegaly, petechiae, microcephaly, 
hearing loss – but, in fact, most infants 
with cCMV are either asymptomatic or 
minimally symptomatic. When cCMV is di-

agnosed and I see an affected infant in my clinical practice, 
virtually every family tells me that they never heard of this 
infection – before it happened to them! 

More and more in recent years, I have wondered how it can 
be true that this infection – the single most common infec-
tious diseases responsible for developmental disability, in 
particular hearing loss, in the United States – is so poorly 
known. Indeed, there is much better awareness of diag-
noses associated with neonatal disabilities, such as Down 
syndrome, fetal alcohol syndrome, and Zika virus infection, 
than for cCMV. This lack of knowledge is particularly trou-
bling in light of the fact that many cases of cCMV could be 
prevented by implementation of simple steps that prevent 
acquisition of infection during pregnancy (https://www.cdc.
gov/features/prenatalinfections/index.html). Fortunately, in 
the past year extensive progress has been made in ad-
vancing awareness of cCMV infection.

• Advocacy: Driven by the efforts of a family in St. Paul 
affected by cCMV, legislation to promote knowledge 
of the risks of CMV to women of child-bearing age 
has been recently been introduced in the Minnesota 
Legislature. This bill, which is designated as HF 2653 
(also known as the “Vivian Act,” would commission 
the Minnesota Department of Health (MDH) to make 
up-to-date and evidence-based information available 
to health care practitioners, expectant parents and 
parents of infants about congenital CMV, including 
interventions for infants that fail their newborn hearing 
screens, as well as information on the transmission 
of CMV from mother to child, birth defects caused by 
CMV, preventative measures, and resources available 
for families of children born with CMV.

• Education: The CME office at the UMN, using re-
sources supported by the Minnesota Vikings Childrens’ 
Fund, recently sponsored a workshop, “CMV Biology 
and Infection Update”, on June 15, 2018. This work-
shop featured faculty at the UMN actively engaged in 
CMV research, and break-out workshops for parents 
of children affected by cCMV who discussed their 
experiences and challenges dealing with health is-
sues created by this infection. The keynote speaker 
was Representative Kelly Fenton, primary sponsor of 
HF 2653. PowerPoint files of presentations delivered 

during the program (summary at https://www.med.umn.
edu/news-events/umn-medical-school-leads-way-cmv-
research-and-awareness) are available for MNAAP 
members interested in learning more about cCMV.

• Research: Several active areas of research will pro-
vide new knowledge and insight into the problem of 
cCMV infection. In collaboration with the MDH, we 
are conducting a universal newborn screening study 
of the prevalence and outcomes of cCMV in newborn 
nurseries. This screening study is funded by the CDC 
Emerging Infections Program, and follow-up neuro-
developmental studies are funded through a March of 
Dimes Birth Defects Foundation grant. A study at the 
upcoming 2018 Minnesota State Fair, through the UMN 
“Driven to Discover” program, will gauge knowledge 
and attitudes among young women attending the fair 
about cCMV. This research has a tangible impact on 
practice. For example, a recently completed collabora-
tive research project funded by a Children’s Hospitals 
and Clinics of Minnesota Internal Research Grants Pro-
gram award recently lead to a change in clinical prac-
tice at the UMN Masonic Children’s Hospital Newborn 
nursery, where we now automatically test all newborn 
infants who “refer” on their newborn hearing screen for 
cCMV infection.

It is exciting to see so much innovative work in our commu-
nity addressing the unmet need of identifying, treating, and 
(ultimately) preventing cCMV infections! We look forward 
to Minnesota leading the nation in improving pregnancy 
outcomes and the health and development of our most 
valuable resource, our children!

Promoting Knowledge and Awareness of Congenital CMV
By Mark R. Schleiss, MD, FAAP, University of Minnesota Medical School

Dr. Schleiss and others hosted a CMV Biology 
 and Infection Update at the U of M in June of 2018
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The American Academy of Pediatrics 
(AAP) recently released new guidelines 
about intraoperative resuscitation for a 
patient with a serious illness and a pre-
existing Do Not Attempt Resuscitation 
(DNAR) order. 

Until recently, it had been standard prac-
tice to routinely “rescind” the DNAR in the 
perioperative period. Instead, the new 

AAP report describes a “required reconsideration” of the 
DNAR, a process of re-evaluation of DNAR orders that are 
incorporated into the process of informed consent prior to 
surgery and anesthesia. 

It recommends an integrated approach involving attending 
anesthesiologists, surgeons, primary physicians or subspe-
cialists and/or the palliative care team in these conversa-
tions. Essential components are clear documentation of the 
conversation and decisions, as well as clear communica-
tion with the entire team, especially the anesthesiologist 
and surgeon performing the case (many times the clinician 
getting consent, often with regards to anesthesia, will not 
be the one involved in the actual case). These recommen-
dations also allow for a physician to withdraw from the case 
if he or she is unwilling or unable to implement the decision 
of the patient and/or family. 

The report outlines 3 options or approaches for “required 
reconsideration”

The first option is full resuscitation (ie a temporary suspen-
sion of DNAR order during the perioperative period). With 
this option, the team needs to determine the interval for 
suspension, and the DNAR order can be reinstated during 
the procedure by the surgeon or anesthesiologist in consul-
tation with the family.

The second approach is a “goal directed approach” which 
focuses on the goals, values and preferences of the patient 
and family rather than individual procedures. This may be 
more vague or difficult to elucidate especially since many 
times the anesthesiologist and surgeon often don’t know 
patient and family well, and there is concern for decisions 
to be determined during time of an arrest. 

The final option is the procedure-directed approach, with 
careful consideration of specific interventions that are more 
likely to be used in the specific surgery and the develop-
ment of a perioperative resuscitation checklist (e.g. con-
siderations with regards to airway management, blood 
products, invasive procedures such as chest tubes, defibril-
lation, resuscitative medications).

How can you help as the child’s pediatrician or  
pediatric subspecialist? 

Resuscitation decisions are nuanced decisions that should 
be made in the context of patient and family values, goals 
and hopes, and reviewed in the context of the specific 
procedure. They can be agonizing decisions but are most 
often made out of the deepest love for the child, and decid-
ing how to manage these decisions during a time of greater 
risk requires thoughtful consideration and not just an auto-
matic response. 

As a core member of the child’s medical team, whether you 
are the general pediatrician or the primary subspecialist, 
you often have a relationship with the child and family, an 
understanding of contextual factors, and can help guide 
the patient/family in the context of the disease course, the 
procedure, and in the context of their goals and values. 

Medical care in 2018 means that we are often bringing 
more fragile children into the operating room for palliative 
procedures. These might ultimately extend a child’s life 
and/or contribute to its quality, but they also run the risk 
of resulting in deterioration intraoperatively (whether from 
intraoperative deterioration from surgery or anesthesia, 
versus progression or natural course of the child’s underly-
ing disease). 

True patient and family-centered care is a partnership, us-
ing our knowledge of their goals and values to help make 
these important decisions. And you, as their pediatrician, 
are well-positioned to help do this. 

To read the AAP revised guideline report, go to https://www.
aap.org/en-us/about-the-aap/aap-press-room/Pages/AAP-
Releases-Clinical-Report-on-Do-Not-Resuscitate-Orders.aspx

Beyond Automatic Repeal: The New AAP Recommendations of  
Do Not Attempt Resuscitation Orders for Children
By Naomi Goloff, MD, FAAP, University of Minnesota Masonic Children’s Hospital and Fairview Home Care and Hospice

New Psychiatric Residential Treatment 
Facility Open in Duluth
Northwood Children’s Services in Duluth is launching 
its Psychiatric Residential Treatment Facility, which will 
provide up to 48 children with inpatient psychiatric care 
in a non-hospital setting -- a level of care previously 
unavailable in Minnesota. 

To receive PRTF services, individuals must be under 
age 21 and be referred by a mental health profes-
sional. 

Northwood Children’s Services is the first of three dif-
ferent facilities planned in Minnesota in the next two 
years, eventually providing 150 beds for children who 
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New this year is reinstating of the ACIP recommendation 
for LAIV. The last two seasons (2016-2017 and 2017-2018) 
the ACIP has not recommended the vaccine. While before 
the pandemic of 2009-2010, LAIV performed favorably to 
the injected influenza vaccines for children and equally as 
well for adults, the ACIP reviewed post-pandemic perfor-
mance of LAIV and concluded that it could not recommend 
LAIV given problematic performance, primarily for the pan-
demic H1N1 strain still circulating. It appears that the LAIV 
H1N1 vaccine strain did not replicate in the nasal epithelial 
cells as well as the pre-pandemic H1N1 strain. Thus for two 
years while the Food and Drug Administration continued to 
license the vaccine, the ACIP did not recommend its use. 

This year, however, the ACIP met in February and reviewed 
evidence presented by the manufacturer that showed 
improved immunogenicity. The manufacturer had made a 
substantive change in the strain used in the vaccine repre-
senting the pandemic H1N1 strain. The A/Slovenia strain 
used appears to replicate better as it was more immuno-
genic in children producing higher antibodies in children 
than the 2015-2016 strain. The term immunogenicity refers 
to the vaccine’s ability to produce protective antibodies. We 
lack efficacy data, however, comparing the vaccine against 
no vaccine or against the inactivated, injected forms with 
its ability to actually prevent disease rather than just make 
antibodies. Of note, the FDA licenses all influenza vaccines 
each year on just antibody production or immunogenicity 
and does not require or expect efficacy data.

Surprisingly, the American Academy of Pediatrics (AAP) 
chose to limit its recommendation of the LAIV this coming 
season to be used only if no other option was available. It 
did this due to the lack of efficacy data for this new form of 
LAIV. In previous years the AAP along with the American 
Academy of Family Physicians, the American College of 
Physicians, and the American College of Obstetricians and 
Gynecologists harmonized their recommendations for the 
flu vaccines as well as other vaccines to reduce confusion 
and help advance vaccine delivery. This decision may likely 
cause confusion for pediatricians recommending flu 
vaccine as they are faced with two different official 
recommendations for their patients. 

The previous restrictions to LAIV all apply except the 
past contraindication for those with egg allergies. The 
ACIP now permits the use of any egg-based influenza 
vaccine to be given to egg allergic individuals but 
holds that those with serious egg allergies (anaphy-
laxis) should receive their vaccine in a medical setting. 
The vaccine is indicated only for children 2 years and 
older and adults 49 years and younger. LAIV shared 
contraindications and precautions with the inactivated 
influenza vaccine and has some additional special 
contraindications and precautions. 

The injected inactivated influenza vaccines vary in the 

ages indicated. Fluzone has a lower dose for children 6 months 
through 35 months of age whereas Flulaval and Fluarix do not.

Clinicians will once again have non-chicken-egg based vac-
cines, including the recombinant influenza vaccine (RIV) 
and the cell-cultured based inactivated influenza vaccine 
(ccIIV). The RIV and ccIIV are only indicated for those 18 
years and older. The ACIP permits the administration of RIV 
in non-medical settings to those 18 years and older even if 
they had severe egg allergies. A recent study shows RIV of-
fers no additional protection against the flu than the IIVs do. 

Children under age 9 years still need 2 doses 4 weeks 
apart of the influenza vaccine the first season that they 
begin the series. For those who only received one lifetime 
dose in any previous season, they need two doses this 
season. For those who received two doses last season or 
in previous seasons but not necessarily in the same year, 
they only need one dose even if the forms of those vac-
cines differed.

Clinicians should work to offer the flu vaccine to their pa-
tients by the end of October or the beginning of November. 
While many infants born in 2018 will not be old enough to 
start the two dose flu vaccine series at that time, they will 
eventually become old enough during the season. Clini-
cians should continue to offer the flu vaccine throughout the 
season until their vaccines have expired or until the end of 
June. Minnesota often has outbreaks at school and long 
term care facilities in May as it did this year and experts 
have pointed out that the flu viruses continue to circulate 
year round. 

...What’s New with Influenza Vaccines, continued from page 1

To download a one-pager listing the contraindications 
and precautions for both the IIV and the LAIV as well 
as a listing of vaccines available in 2018-2019, visit  
http://mnaap.org/immunizationshelpfulresources.htm
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Member News

 
If you or someone you know started a new position,  
received a promotion or recently retired, let us know! 

We also want to hear about members who have received 
special recognition, been quoted in the media, or are qui-
etly working on clinic or community initiatives to improve 
children’s health. 

Email debilzan@mnaap.org

Submit Member News and Announcements

 
Pediatrician, HealthPartners 

Woodbury
Pediatricians, HealthPartners 

Twin Cities
Medical Director, Children’s  

Minnesota Hospital Medicine Program 
Minneapolis Clinic Medical Director, 

Children’s Minnesota

Employment Opportunities

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

Nate Chomilo, MD, FAAP, 
was awarded the Gretchen 
Hunsberger Medical 
Champion Achievement 
Award from Reach out 
and Read. Additionally, he 
and Judith Eckerle, MD, 

FAAP, were profiled in Mpls.St.Paul Magazine for the 
Top Docs: Rising Stars edition. Check it out at http://
mspmag.com/health-and-fitness/rising-star-doctors-in-
the-twin-cities-2018-edition/

Rachel Tellez, MD, FAAP, wrote an article 
about how to teach children about differ-
ences that was featured in the April issue 
of Minnesota Parent. Check it out at www.
minnesotaparent.com/feature/embracing-
different 

Angela Mattke, MD, FAAP, with Mayo 
Clinic wrote an article for AAP News re-
cently that provided tips for pediatricians 
on connecting with the public via Face-
book Live Stream. Check it out at www.
aappublications.org/news/2018/05/10/
masteringmedia051018 

Elsa Keeler, MD, MPH, FAAP, was  
recently named Clinic Medical Director at 
the HealthPartners White Bear Lake clinic.

Mary Murati, MD, FAAP was recognized 
with the Bill Richards Young Physician 
Leadership Award by Park Nicollet Foun-
dation. Since 2009, Dr. Murati has been a 
Park Nicollet Pediatric Hospitalist, with a 
keen eye for quality improvement.

Minnesota is home to the largest community of So-
mali Americans in the country. Many encounter mixed 
messages on a variety of pediatric issues, from mental 
health to immunizations. Join us from 12:15 - 1:00 p.m.

Gain practical tips on how to build trust and rapport 
with parents in order to discuss health concerns within 
the context of their beliefs and culture. Speakers in-
clude Drs. Roble Aden and Nusheen Ameenuddin. 

Free. Details and registration at www.mnaap.org 

------------------------------------------------------------------------

Thank you to the 34 pediatricians, med-peds  
physicians, residents and other health care providers 
who presented/answered parent questions at 19 Min-
nesota mosques during and after Ramadan 2018. 

We had over 830 parents and elders at these mosque 
sessions and focused on child development and 
autism. The volunteer physicians were on a panel with 
1-2 Imams at each mosque and answered 90-120 min-
utes of parent questions at each session. 

Drs. Sarah Lenhardt, Roble Aden and others answered 
health questions at Dar Al Farooq mosque recently.

August 27 Lunchtime Webinar:  
Building Trust in the Somali Community
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MNAAP is having its next virtual book club discussion 
on Monday, September 24 from 12:15-1:00 p.m. 

In keeping with our focus on understanding and ad-
dressing disparities, Dr. Rachel Tellez will facilitate a 
discussion about the book “Late Homecomer: A Hmong 
Family Memoir” by Kao Kalia Yang (a Minnesota 
author). The book presents the journey from refugee 
camp to America and the hardships and joys of a fam-
ily’s struggle to adapt in a strange culture while holding 
onto traditions that are passed down from her beloved 
grandmother.

If you’re interested in joining an upcoming meeting, 
contact debilzan@mnaap.org

Munir Abdalla, MBBS 

Lara Alejeilat, MBBS 

Heba Al-Rayess, MD 

Sarah Aluning, MD 

Kylie Andersen 

Shayla Anderson, MD

Melissa Azul, DO 

Doreatha Baker, APRN, 
CNP 

Morgan Boes, MD, PhD 

Ashley Borgschatz, MD 

Michael Bowler, MD 

Elena Brown, MD 

James Bukstein, MD

Paul Chatterton 

Sara Coomes 

Philip Fischer, MD

Tate Gisslen, MD

Phebe Gordon, PNP 

Tiana Hallberg 

Justin Hammar MD 

Melissa Hansen, MD

Patricia Hobday, MD

Caleb Hocutt, MD 

Julie Johnson Rolfes, 
MBBS

Emily Levy, MD

Alice Lingen, MD

Andrea Lyle, MD 

Robert Marshall, MD

Kendra Martinez, MD 

Pooja Mishra, MBBS 

Jocelyn Mulkey 

Erin Mustonen Southorn, 
MD 

Faith Myers 

Simon Ndely, MD 

Trisha Paul 

Abbe Penziner-Bokde, 
MD 

Andrew Piropato, MD 

Ingrid Polcari, MD

Arun Prasath, MBBS

Spencer Pruitt, MD

Caitlin Quinn, MD 

Joseph Resch, MD 

Paulina Roman, MD 

Ezequiel Sagray, MD 

Katherine Shafto, MD

Zachary Shaheen, MD, 
PhD 

Margaret Tierney, MD 

Marketa Tolarova 

Victoria Tuen-Behm, MD

Abigail Vetter, PNP 

Daniela Villacis Calderon, 
MD 

Kristi Weintmeister, MD 

Valerie Whitcomb, MD

Heather  Winesett, MD

Brian Yablon, MD, 

Albert Zhang, MD 

MNAAP has a total of 1032 members!

A warm welcome to new members who joined  
between March 1 and June 30, 2018

Welcome New Board Officers & Members

President  
Lori DeFrance, MD, FAAP, 

Essentia Health

President- Elect  
Sheldon Berkowitz, MD, 

FAAP, Children’s  
Minnesota

Treasurer  
Eileen Crespo MD, FAAP, 

Hennepin Healthcare

Deborah Buchman MD, 
FAAP, Southdale  

Pediatrics

Valeria Cristiani MD, MPH, 
FAAP, Mayo Clinic

Dawn Martin, MD, MPH, 
FAAP, Hennepin  

Healthcare

September 24 Book Club Discussion
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Thank you To MnaaP’s 2017-2018 sPonsors

If you are a member, you should be receiving:
- Weekly emails from MNAAP President Dr. Lori DeFrance -

- Bi-weekly legislative updates during the legislative session -

- Quarterly newsletters from the Chapter -

Additionally, you can follow MNAAP on:

      and/or

STAY CONNECTED!

facebook.com/MinnesotaAAP/@ MNAAP 


