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NOVEMBER 2018 MNAAP Hosts Gubernatorial Candidate  
Conversations

With Election Day just around the corner, the MNAAP hosted two 
conversations with the major party candidates for Governor: Con-
gressman Tim Walz and Hennepin County Commissioner Jeff John-
son. The hour-long forums were dedicated to discussing children’s 
health issues. 

Joining the MNAAP in hosting the event were Children’s Minnesota, 
the Children’s Defense Fund, and UCare. The conversations were 
moderated by Marsha Pitts-Phillips, a leading Twin Cities public rela-
tions professional, former KSTP journalist, and United Way executive.  

Over 250 guests attended one 
or both of the events. MNAAP 
leaders Sheldon Berkowitz, 
MD, and Lori DeFrance, MD, 
provided closing comments for 
the events.

A Member of Congress repre-
senting Minnesota’s 1st Con-
gressional District since 2007, 
DFL candidate Tim Walz was 
the featured speaker at the 
October 25th forum. Repre-
sentative Walz was joined at 
the event by State Rep. Peggy 
Flanagan, the DFL candidate 
for Lieutenant Governor and 
a past Executive Director of 
the Children’s Defense Fund’s 
Minnesota chapter. The GOP 
candidate for Governor, Jeff 
Johnson, was the featured 
guest at the October 26th 
forum. Johnson serves on the 
Hennepin County Board and 
was the 2014 GOP candidate 
for governor.  
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Word from the President 

My grandfather was a farmer in North 
Dakota who worked very hard from sun 
up to sun down.  Along with the example 
of a strong work ethic, he instilled in me 
the significance of the privilege and duty 
to vote – even impressing this on me at 

a very young age.  He loved to engage in a robust discus-
sion of how elected public servants and their policies were 
impacting his day to day life, including the economy and 
the business of running his family farm. To this day I can’t 
imagine not voting. In turn, I have imparted this legacy onto 
my children who are now 20 and 23 years old. My children 
can tell you that their mom has repeated way too many 
times these past couple of months: “Make sure you get 
your flu shot and make sure you vote!”

This mid term election in Minnesota is pivotal. Hanging in 
the balance is our Minnesota governorship, both of our 
U.S. Senate seats, several very competitive congressional 
races, all state constitutional officers and the entire Min-
nesota House. It is with our voice as pediatricians and as 
voting citizens that we can participate in our democracy in 
a most meaningful way. 

I recently checked in with Mary, a pediatrician in Wilming-
ton, North Carolina asking in an email how she was doing 
in the aftermath of hurricane Florence. Mary and I were 
residents together. She has practiced pediatrics in Wilm-
ington for over 30 years. These are Mary’s words: “Thank 
you for your concern. We are safe and powered up again 
but the tree damage in our neighborhood is just incredible. 
It will take months for this area to recover. Low lying inland 
property is still dealing with flooding. And then there’s all 
the people who live on the edge everyday who will fall over 
with this sort of thing. I always worry for the children”.

This couldn’t be said any better. I want to acknowledge how 
hard you work for children and families in your practice and 
communities because you “worry for the children.” 

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

By Lori DeFrance, MD, FAAP, MNAAP President 
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LOCAL PEDIATRIC CME EVENTS

More information at 
 www.mnaap.org/ 

calendar.htm

WASHINGTON, DC 
APRIL 7-9, 2019

Plan to Join Us on
WEDNESDAY

MARCH 6
2019

Pediatricians’ Day 
at the Capitol

In 2018, nearly 150 
pediatricians and trainees 

gathered at the Capitol 
to advocate for stronger 

immunization laws, 
funding for behavioral 

health training and 
access, and other key 

issues.

All together, they met with 
45 representatives and 
32 senators to discuss 

child health issues.

Plan to join us  
in 2019. 

Register at 
www.mnaap.org/ 
day-at-the-capitol

NOVEMBER 16 
Emerging Infections in 
Clinical Practice and 
Public Health: New 
Insights, New Approaches  
Radisson Blu 
Hosted by the U of M
NOVEMBER 16 
Ethics Symposium:  
Conscientious Objection 
Children’s MN
NOVEMBER 16 
Pediatric Trauma and 
Emergency Conference 
Masonic Children’s Hospital
DECEMBER 7 
Musculoskeletal  
Management in Pediatrics  
Hosted by Gillette Children’s
DECEMBER 7 
The Developing Brain and 
Early Mental Health Initiative 
U of M Wilf Auditorium  
 
DECEMBER 7-8 
From Cradle to College: 
Pediatric and Adolescent 
Health Update 
Park Nicollet Clinic &  
Specialty Center  
Hosted by Park Nicollet 
Continuing Medical 
Education, HealthPartners 
Institute

DECEMBER 14 
Partners in Care: Quick 
Care for the Medically 
Complex Patient 
Hosted by Gillette Children’s 
Specialty Healthcare 
JANUARY 22 
Webinar: Addressing  
Hosted by Gillette Children’s 
Specialty Healthcare
JANUARY 8 
Partners in Care: 
Developmental 
Orthopedics: In-toeing, 
Out-toeing, Bow-legs and 
Knock Knees 
Hosted by Gillette Children’s 
Specialty Healthcare
JANUARY 17  
Children’s and Maternal 
Mental Health Workshop 
Series for Primary Care 
Providers 
PrairieCare Institute
MARCH 8 
Respiratory Conditions 
Update:  A focus on 
Asthma and Allergy, 
Pulmonary and ENT 
Hosted by HealthPartners 
Institute

MARCH 22 
Mayo Clinic T. Denny 
Sanford Pediatric 
Symposium: The 
Changing World of 
Pediatric Medicine 
Hosted by Mayo Clinic
APRIL 5 
Children’s Mental Health 
for Primary Care: The 
Early Years 
Hosted by Children’s MN
APRIL 12 
Pediatric Dermatology 
Wilf Family Center  
Hosted by the U of M
APRIL 18 
Children’s and Maternal 
Mental Health Workshop 
Series for Primary Care 
Providers 
Fairview Plaza in Hibbing 
Hosted by PrairieCare
APRIL 24-26 
Child Abuse Summit 
Minneapolis Airport Marriot 
Hosted by the U of M
APRIL 25-28 
The Child & Adolescent 
Psychiatry Practical 
Review for Primary Care  
Providers and Mental 
Health Professionals 
Grand Superior Lodge,  
Two Harbors 
Hosted by CentraCare
SEPTEMBER 19-20 
1st Annual Twin Cities 
Pediatrics Update 
Hosted by Children’s MN 
and the U of M
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A number of issues dominated the discussion, particularly 
health care financing and racial and ethnic disparities. The 
two differed on how to best finance health care for vulner-
able children and families. Congressman Walz indicated his 
support for extending the provider tax, the two percent levy 
on health care services used to fund health care coverage 
for low-income Minnesotans, while Commissioner Johnson 
expressed his support for the tax’s sunset, currently set for 
December 31, 2019.  

The candidates differed on their general approach to health 
care and government, with Commissioner Johnson not-
ing the power of the free market in reducing costs and 
promoting innovation. He also stated his belief that state 
government must better prioritize child health and safety, 
noting that state government spending has increased by 
52 percent over the last eight years. Walz indicated more 
support for government in expanding access to health care, 
noting that there is a “difference in how you deliver health 
care than how you deliver a flat screen television.”

 
 
 

Both candidates were well schooled on Minnesota’s racial 
and ethnic disparities in health and education. Johnson 
noted that Minnesota’s disparities are amongst the worst 
in the nation, saying, “What we’re doing isn’t working, so 
we should try something else.” Walz spoke of his intent to 
continue to align resources to better deliver social services 
alongside schools and the medical community. 

Similarly, both candidates were well-versed on early child-
hood development. Reflecting on the recent deaths of two 
corrections officers in Minnesota prisons, Walz argued that 
spending on programming for child health and education, 
particularly in the formative early years, is an investment in 
making a healthier state, which ultimately reduces the need 
for jails and prisons. Johnson spoke of his concern that the 
state has made it very difficult for child care providers, driv-
ing many out of business.

The candidates also fielded a question regarding immu-
nizations. Commissioner Johnson emphasized the impor-
tance of education and information to dispel vaccine myths.  
Congressman Walz, speaking about the role of herd immu-
nity in protecting the most medically fragile, stated, “Your 
rights to have your children healthy should not be impinged 
upon because someone else chooses not to.”  

The wide-ranging conversations also included questions 
about immigrant health, concussions, tobacco prevention 
and control, and others.  

MNAAP Hosts Gubernatorial Candidate Forums
continued from page 1

Hear the candidates’ responses  
to the questions yourself.  

Watch the archived interviews at 
www.facebook.com/MinnesotaAAP/videos

Left to right:  
MNAAP President-Elect Sheldon Berkowitz, MD;  

Children’s Minnesota CEO Marc Gorelick, MD; UCare 
CEO Mark Traynor; Congressman Tim Walz;  

Rep. Peggy Flanagan; CDF Executive Director Bharti 
Wahi; Media Relations Expert Marsha Pitts-Stevens

Left to right:  
Children’s Minnesota CEO Marc Gorelick, MD; UCare 

CEO Mark Traynor; Commissioner Jeff Johnson;  
CDF Executive Director Bharti Wahi; MNAAP President 

Lori DeFrance, MD; Media Relations Expert Marsha 
Pitts-Stevens; Parent Representative Shelby Tietel
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TENTATIVE SCHEDULE: 
1:00 - 2:30 p.m.  Welcome  and “Advocacy 101”

 MNAAP Pediatric Priorities

 Group discussions with legislators

2:30 - 4:00 p.m. Meetings with individual legislators

 Committee meeting attendance, pending space

4:00 - 6:00 p.m. Debriefing and Appetizers  
 (optional)

M A R C H

6
2 0 1 9

PEDIATRICIANS’  DAY  
AT THE CAPITOL

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

L O C A T I O N :
 

MINNESOTA STATE 
CAPITOL

STATE OFFICE BUILDING,  

ROOM 300 NORTH
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For me, it was the aftermath of the Feb-
ruary shootings at Marjory Stoneman 
Douglas High School in Parkland, FL. It 
is not that I wasn’t concerned before by 
all the other shootings and hadn’t written 
many letters to the editor and participated 
in countless discussions on the topic of 
reducing gun violence. But three things 
happened after Parkland that changed 

me. The first was reading a powerful piece by a pediatrician 
who lives and practices near Parkland and whom I know 
from residency. The next was seeing how the students from 
Parkland and elsewhere took this on as their own respon-
sibility to fix – without waiting any longer for adults to solve 
it. Finally, it was the March 2018 “March for Our Lives” rally 
at the Capital in St.Paul that I participated in with 20,000 
others. There, we heard the despair of students and their 
call for change. All of these have combined for me to say 
enough is enough. It is time to try and make changes to 
reduce gun violence. 

In this article, I will present practical ways that you can try 
to reduce gun violence. The suggestions will be grouped 
together in three areas: convincing yourself why this is 
important, what you can do in your exam room with your 
patients and their families, and what you can do to help 
make changes at a community level. 

If you are going to become a leader in reducing gun vio-
lence, you need to not only understand the magnitude of 
the problem, but also feel motivated to make a change. 
Each of us have only so many hours in the day and we all 
have to decide which projects are important to us. Here are 
a few statistics that may help you to understand why reduc-
ing gun violence is imperative. 

• From Jan.1, 2018 through June 25, 2018, 1632 children 
aged 0-17 have been killed or injured by a firearm in the 
U.S. 

• Since the Sandy Hook School shooting in 2012, the num-
ber of children in the U.S. killed by gunfire is greater than 
the total number of U.S. soldiers killed overseas in combat 
since 9/11. 

• Almost 100 people (of all ages) die every day in the U.S. 
as a result of gun violence.

• According to the CDC, in 2016, deaths by suicide or homi-
cide due to firearms are among the 5 leading causes for 
ages 5 and older (including adults).

• Between 2007-2016, more people died in the U.S. from 
firearm violence than all the combat deaths in World War 
II.

Death by gun violence in the U.S. is now considered a 
public health crisis. We need to start thinking about and 
devoting the same energy to preventing injuries and death 
by gun violence as we do for other public health issues, 
such as motor vehicle accidents, smoking and cancer. It is 
also not just a pediatric issue – but rather an issue that af-
fects all of us, regardless of age. And if you need one more 
reason to get involved, it is the simple statement we have 
heard over and over from our young people since Parkland: 
No one else is doing it. If we, all of us, don’t do something – 
nothing will change. 

Once you convince yourself that you need to do something, 
you then need to know what you can do as a clinician in your 
exam room with your patient and their family. I struggled 
for years to know what to say, to whom to say it and when 
to say it. We all are concerned with offending our patients/
families by asking inappropriate questions. We may be con-
cerned that our patients may wonder why I am asking them 
about guns in their home – do I ask everyone? Is it because 
of their skin color or ethnicity? For me, it has been important 
to make it clear to families that I am asking everyone about 
having guns or weapons in their home and I am doing it so 
that if there are guns or weapons, we can talk about keeping 
everyone safe in the home. As a pediatrician, I am primar-
ily asking the parents of my patients, but for older children, 
I also ask them if there are weapons in the home. If you 
care for adults, you would obviously direct your questions 
to that individual. If a person responds that they do have 
guns in their home, I will then ask if they are kept locked 
up, unloaded and with the ammunition stored separately. In 
addition, if there are individuals in the house with any type of 
mental health problems, including but not limited to history 
of suicide, I will discuss how it is even more important not to 
have guns in the house in these situations.

In my practice, I have decided not to ask about guns and 
weapons in the home at each visit, but rather at certain well 
child visits (e.g. 2 years old as children are more able to 
get into things at home, again at 5 years old as they are in 
school and then again at 12 yrs old as they enter adoles-
cence). I also bring it up if I am dealing with a patient with 
developmental issues or mental health issues or if there is 
a history of substance abuse or domestic violence, since 
individuals with these risk factors might be more at risk of 
causing harm – to themselves or others, if they had access 

What You Can Do to Help Reduce Gun Violence in Our Community
By Sheldon Berkowitz, MD, pediatrician at Children’s Minnesota and MNAAP president-elect

continued on page 13
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Neonatal Abstinence Syndrome: Essentia Health’s Approach

While the number of infants with neo-
natal abstinence syndrome (NAS) has 
decreased in our NICU at Essentia Health 
St. Mary’s Children’s Hospital in Duluth, 
it remains a significant problem for our 
patients and their families. 

In the past year, approximately 6 per-
cent of our annual admissions required 

NICU care for treatment of NAS. This represents a decline 
from previous years, with a recent peak of 12 percent of 
our annual admissions. However, we remain significantly 
above our previous steady baseline of 1-2 percent of our 
annual admissions prior to 2010. Additionally, infants are 
often in the hospital for weeks if therapy with oral morphine 
is needed, and we have had many days in the past where 
infants with NAS accounted for 50 percent or more of our 
daily census. 

We have worked to streamline the care of the NAS patient 
during the birth hospitalization. Newborns exposed to long 
acting opioids in utero, such as methadone and buprenor-
phine, now remain in the hospital for 4 days after birth to 
monitor for the development of significant NAS symptoms. 
This is done using a standardized scoring system. Parents 
receive support and instruction in how to care for their 
infant using positioning and holding techniques, strategies 
to minimize environmental stress, and other calming tech-
niques by our NICU therapies team and nursing staff. 

The infant is transferred to the NICU for initiation of oral 
morphine therapy if scoring criteria are met. The parents 
are encouraged to continue to provide care to their baby, 
including breastfeeding, if appropriate. 

When morphine therapy is needed, it is titrated based 
on infant symptom scores. We have historically used the 
Modified Finnegan Scoring System. This system scores 
infants based on the comprehensive signs of withdrawal, 
which includes GI, CNS, and autonomic systems. The 
current trend in treatment is to focus on babies that have 
symptomatology that interferes with their ability to do what 
babies need to do, which is eat, sleep, and calm. Based 
on the recent literature, we are in the process of moving to 
the Eat, Sleep, Console (ESC) scoring system. The goals 
of the switch are to focus on maximizing non-medication 
management, thereby decreasing the number of infants 
that require oral morphine therapy. This approach recogniz-
es that if infants can meet their basic needs by maximizing 
parental response to their symptoms, then oral morphine 
therapy is not needed. We expect to see a significant de-
crease in the number of patients needing NICU admission 
for oral morphine therapy and, consequently, in the length 
of hospitalization.  

Upon discharge from the hospital, close monitoring of 

these infants continues with frequent follow-up with their 
primary care clinician, who continues to monitor weight 
gain and provides support for symptom management. We 
are also seeing these infants in our NICU Follow-up Clinic 
to monitor their growth and development, providing refer-
rals for therapies and psychological support as needed. 
Many of these infants are placed in foster care at the time 
of discharge and the general feeling is that more of these 
parents are working on reuniting with their infants than we 
have seen in the past. 

In addition to multidisciplinary care of the infant with NAS, 
our colleagues in OB/GYN have established a prenatal 
clinic at a local opioid treatment program, called ClearPath. 
This is a new program in 2018 with outcome data not yet 
available, but it has been well received and mothers report 
feeling better prepared to deal with their infant’s withdrawal 
symptoms. 

One of the challenges we face in Duluth is how to provide 
specialty support to our rural physician and advanced prac-
tice colleagues. Our referral area is geographically large, 
covering the Arrowhead area of Minnesota to International 
Falls, Northwest Wisconsin, and a portion of the Upper 
Peninsula of Michigan. Ideally, many of these infants with 
NAS symptoms could be cared for at their birth hospital, but 
support for the physicians and staff is lacking. Telemedicine 
is currently being developed in our neonatology depart-
ment to provide not only emergent/urgent support to the 
ill neonate, but also non-urgent consultations. Our goal is 
eventually to be able to provide care for the infant with NAS 
at their birth hospital, keeping the parents close to home 
and to their support system. Initial rollout to surrounding 
hospitals will begin this fall. 

Ultimately, the success of this approach lies in whether we 
can put the parent-infant dyad (usually this is the mother) 
at the center of the care. Literature suggests doing so 
significantly decreases the need for medication therapy, 
decreases the total dose of morphine in the instances that 
medication is needed, decreases length of stay and costs 
of medical care, improves breastfeeding rates, improves 
parental feelings of bonding, and decreases stigma. Fami-
lies affected by NAS deserve nothing less. 

By Christina Falgier, MD, Essentia Health St. Mary’s Children’s Hospital, Neonatology, Section Chair
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Bronchiolitis: Ready or Not, Here It Comes
By Mark Mannenbach, MD, Assistant Professor of Pediatric and Adolescent Medicine at the Mayo Clinic College of Medicine, Division Head of 
Pediatric Emergency Medicine, and Vice Chair of Education in the Department of Emergency Medicine 

As a child, I remember playing games of 
hide-and-go-seek with family and friends.  
In the fall, we had great fun playing in the 
leaves and the cooler temperatures with 
a relief from the hot and humid days of 
summer. I can still hear the words, “Ready 
or not, here I come!” echoing in our local 
apple orchard as we played together. 

Unfortunately, ready or not, the days of 
fall will also bring the challenges to care for infants and 
young children with bronchiolitis. In the January 19, 2018 
issue of MMWR,  Rose EB, et al reported nationally, across 
three RSV seasons, lasting from the week ending July 5, 
2014 through July 1, 2017, the median RSV onset occurred 
at week 41 (mid-October), and lasted 31 weeks until week 
18 (early May). The median national peak occurred at week 
5 (early February).

In my experience, I have found the care of these patients to 
often be very frustrating given the limited successful treat-
ment options available. I can already envision my need to 
spend extra time with families to explain the natural course 
of this disease process which is nearly always longer than 
anyone would like to see. I will worry and be unsure about 
the children I send home from our emergency department.  
I will wonder how they will be doing and hope that the ill-
ness will not be too much for families to handle.

What can we do to best prepare to care for these children?  
A tool I will be using to remind me of best practices is the 
2014 American Academy of Pediatrics Clinical Practice 
Guideline: The Diagnosis, Management, and Prevention of 

Bronchiolitis. The most important aspect of this guideline is 
the emphasis on diagnosis based upon history and physical 
exam. I will be paying close attention to infants with respira-
tory symptoms to determine the severity of their illness as 
well as the potential for other diagnoses. Through careful 
attention to the child's respiratory rate, work of breathing, 
oxygen saturation, and hydration status, I hope to provide 
reassurance to most of the families challenged to care for 
these sick infants. 

I will be very tempted to obtain chest x-rays and blood work 
that will most often have little positive impact for the care of 
these children. These diagnostic studies should be re-
served for children with concerns for other diagnoses such 
as myocarditis. I will need to be diligent to look for organo-
megaly in all of the infants with poor feeding, tachypnea, 
or retractions. Many false positive results like the “patchy 
infiltrate” found on the chest x-ray will lead to my inappro-
priate use of antibiotics and inappropriate expectations of 
their value for these families.  

I will be tempted to offer other treatments such as broncho-
dilators or steroids despite the lack of evidence supporting 
their efficacy. If the child does not respond to a broncho-
dilator treatment in our department, I will not recommend 
continued use of this therapy at home. The AAP policy 
statement provides its strongest recommendation in its 
emphasis NOT to administer corticosteroids to infants with 
bronchiolitis. I will have honest discussions with families 
regarding the lack of treatment options and emphasize the 
value of nasal suctioning as well as smaller and more fre-
quent feedings. I will emphasize my willingness to re-evalu-

ate these patients knowing the difficulty in 
assessing them over the typical two to four 
week duration of the illness.

For those children with increased work of 
breathing and the need for hospitalization, 
I will be utilizing the high flow nasal can-
nula technology we found so successful 
last season. Just as Schibler A, et al found 
a change in their ventilatory practice, 
including a reduced need for intubation in 
their 2011 study in Intensive Care Medi-
cine, we also saw improvements in our 
care of hospitalized children when using 
this helpful tool.

I will be relying upon these studies to 
guide me through the busy and hectic 
days ahead in my practice. I hope they 
help identify those children who require 
more aggressive care as you seek to 
deliver consistent and quality care for the 
children.

Join the MMA on Facebook Live  
as we discuss how the medical community 
can unite to achieve health equity in 
Minnesota.

The two-part series is presented by 
the MMA, the Minnesota Chapter of 
the American Academy of Pediatrics 
(MNAAP) and the Minnesota Academy of 
Family Physicians (MAFP).

JOIN US! www.facebook.com/mnmed

January 22 (Noon to 1)
Addressing health disparities within the 
Native American community

February 20 (Noon to 1)
Structural racism and other barriers to 
health equity

Achieving 
Health 
Equity
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When I was a child, I remember sitting 
with fluoride trays in my mouth for what 
seemed like hours at the dentist. Then, 
you couldn’t eat for an hour. 

The advent of fluoride varnish has 
changed all of that. 

Fluoride varnish is an effective cavity-
fighting tool that’s not just for dentists 

anymore. In fact, pediatricians and primary care providers 
across the country have adopted the use of flouride varnish 
as part of providing comprehensive primary care --  
especially for the highest risk, most vulnerable populations. 

Why Fluoride Varnish?
Fluoride varnish is effective for cavity prevention. A 2013 
Cochrane review found fluoride varnish prevented 37 
percent of caries in primary teeth and showed a 43 percent 
reduction of caries in permanent teeth. Flouride varnish is 
also an easy, quick, painless treatment that can be com-
pleted for children as young as 6 months or as soon as the 
first tooth erupts. 

In Minnesota, flouride varnish is reimbursed in medical 
office settings every 3 months for infants age 6 months 
through 5 years. As of October 2017, flouride varnish ap-
plication is required for children for Child and Teen Check-
ups on Medicaid. From age 6 to 21, flouride varnish applied 
during medical visits is reimbursed twice per year for high-
risk children.  

How does it work?
Dental enamel is a living substance that is at risk of attack 
by dietary factors, cariogenic bacteria as well as inad-
equate saliva flow. Acids from certain beverages/candy/
foods as well as produced as a by-product of bacterial me-
tabolism causes demineralization of enamel which weak-
ens the tooth structure and leads to cavities. The first sign 
of enamel destruction in children are white spot lesions. 
These are most commonly seen along the upper incisors at 
the gum line but can be on any tooth. 

Fluoride varnish 
can help rem-
ineralize white 
spot lesions. 
Enamel reminer-
alization makes 
it more resistant 
to acid. Flouride 
varnish also 
reduces enamel 
demineralization 
and can inhibit 

bacterial metabolism and acid production.

As opposed to fluoride supplements, fluoride varnish has 
not been associated with dental fluorosis (a lacy-like ap-
pearance of the tooth surfaces).

Why focus on young children? 
One basic reason that primary care providers should 
provide oral health education is that we typically see young 
children much earlier than dentists. Most children will have 
had around 6 routine visits with a medical provider by 
their first birthday, which is the recommended age for first 
dental visit. Medical providers have multiple opportunities 
to discuss establishing oral hygiene practices and providing 
fluoride varnish at each visit where teeth are present. 

In 2015, Minnesota children participated in the Basic 
Screening Survey showing that half of 3rd graders had 
experienced caries. Rates were even higher in schools with 
a higher percentage of children receiving free and reduced 
lunch programs. Children from minority groups not only 
experience more caries but also have more unmet need 
for dental care. These statistics underline the need to work 
towards primary prevention of caries. Minnesota can do 
better. 

So, continue working towards optimal child health by 
applying flouride varnish and asking families about their 
children’s last dental visit, making a verbal referral and/or 
helping families find a dental provider as they are all critical 
to a lifetime of excellent oral health. 

Flouride Varnish: A Critical Part of Primary Care 
By Eileen Crespo, MD, FAAP, Vice President of Medical Services, Delta Dental Minnesota; pediatrician at Hennepin Healthcare

The first sign of enamel destruction in children are white 
spot lesions. 

For more information, check out MDH’s  
oral health and flouride varnish fact sheet:  

http://www.health.state.mn.us/divs/cfh/program/ctc/ 
content/document/pdf/oralhealth.pdf
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Celebrating the Successes of Neonatal Critical Congenital Heart 
Disease Screening
By Jonathan Johnson, MD, FAAP, Department of Pediatrics/Division of Pediatric Cardiology, Mayo Clinic; Kara Fine, MD, FAAP, Depart-
ment of Pediatrics, Mayo Clinic; and Amy Gaviglio, MS, LCGC, Minnesota Department of Health. 

The year 2018 was 
marked by two incred-
ible milestones for 
pulse oximetry screen-
ing for critical con-
genital heart disease 
(CCHD) in neonates.  
First, this was the 
anniversary of manda-

tory screening in the state of Minnesota. Additionally, with 
the approval of laws in Idaho, all 50 states now have some 
form of legislation or regulatory action in place to provide 
pulse oximetry screening for all neonates. This screening 
has also begun to become accepted and adopted in numer-
ous countries around the world.

Many of us remember when this screening was first rolled 
out and the objections that took place. Providers and 
hospital staff were worried about the potential complica-
tions of such a policy – too many false positive screens 
requiring referrals, echocardiograms, and increased cost, 
the medicolegal concerns related to false negative studies, 
and the interruptions to established workflows in nurseries 
around the state.  Most importantly, many were worried that 
screening would simply not be effective.

Years later, it is clear that most of these worries were un-
founded.  Cardiology practices have not noted an overflow 
of positive pulse oximetry screens that have overwhelmed 
the medical system.  Screening has been incorporated into 
most nurseries as part of usual day-to-day practice, similar 
to newborn bloodspot screening, hearing testing, and the 
Hepatitis B vaccine.  

The worries about efficacy of screening were effectively 
removed with the paper by Abouk et al in JAMA in 2017.  In 
this landmark paper, a team of researchers examined birth 
and death rates for neonates, stratifying patients based on 
the presence or absence of a mandatory CCHD screening 
policy in that state. The results were striking, showing a 
marked decrease in infant death in locations where CCHD 
screening was mandatory compared to those where it was 
not mandatory.

Despite this demonstration of efficacy, considerable chal-
lenges remain. In many states, screening was mandated 
without any funding mechanism attached.  There remain 
inconsistencies in recommendations for patients in spe-
cial situations. This includes babies admitted to neonatal 
intensive care units, and babies born outside of the hospital 
setting, at home or in communities who historically avoid 
modern medical settings.  

There are also inconsisten-
cies for the so-called “border 
babies”, who are born in one 
state but whose parents reside 
in another state (due to differ-
ing laws and criteria in differ-
ent states). To try to address 
outcomes, programs such as 
NewSTEPs have attempted to 
collect data from screening in 
a large registry-style format, 
but have struggled from low 
participation nationally (with 
only 10 states currently report-
ing complete data).  

The State of Minnesota has 
one of the most robust qual-
ity mechanisms in the country 
to ensure compliance and 
adherence to the established 
state protocol. However, this 
requires significant efforts and 
resources from the team at 
the Department of Health. It is 
estimated that every month, 



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

around 150-200 babies’ screens are not reported to the 
state, requiring the Department of Health to spend time and 
resources to contact these institutions to get the data and 
ensure compliance with screening.  

Around 5-10 times per month across the state, the data is 
reported, but the care team does not follow the recommen-
dations regarding screening and follow-up, again requiring 
clarification from the Department of Health team.  

Moving forward, teams from the American Academy of 
Pediatrics, American College of Cardiology, and American 
Heart Association, along with representatives from State 
Health Departments, Patient and Family organizations, and 
researchers will be meeting to study and ultimately update/
improve the protocol.  

We have much to be proud of in Minnesota, from the 
incredible involvement of patient and family organizations 

from our state to the nationally recognized teams at our 
Department of Health.  Without a doubt, 2018 is a year for 
celebration.

2018 member survey results
Thank you to everyone who participated in MNAAP’s 2018 member survey. More than 220 members provided feed-
back that was shared at a recent board meeting. The data and comments will be taken into consideration as the chapter 
shapes determines policy priorities, educational topics and other initiatives over the coming year. 

93 percent  
say advocacy is their main reason for membership.

82 percent  
say they are satisfied with their membership.

Many members suggested hosting  
more networking events and  

ways to get involved. 

Most  
members prefer a full-day  

Hot Topics conference on a Friday  
in the Twin Cities.

Top advocacy concerns involve:  
immigrant health, poverty, health disparities, behavioral 

health, e-cigs, gun safety and immunizations.

The top 5 educational topics suggested:  
involved behavioral health, physician burnout, 

advocacy, nutrition/fitness and disparities.

Heart Center 
YOUR LEADER IN CHILDREN’S HEART CARE

The Heart Center at University of Minnesota 
Masonic Children’s Hospital helps your 

youngest patients get back to living 
happier and healthier once again.

Refer your patients or learn more:
MHealth.org/HeartCenter  |  888-543-7866

A collaboration between University of Minnesota Physicians 
and University of Minnesota Medical Center.

Minnesota’s largest pediatric 
cardiovascular practice

World-renowned surgeon 
Dr. Massimo Griselli, MD

Some of the nation’s lowest 
operative mortality scores 

Comprehensive team of CV 
intensivists, care coordinators, 
cardiologists and surgeons

A SUMMARY OF THE RESULTS: 
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You have a degree in philosophy and 
a minor in athletic training. When did 
you know you wanted to be a pedia-
trician? How has your background 
in these areas shaped the way you 
practice medicine? 
I’ve been telling my family that I was go-
ing to be a pediatrician since I was about 
three. I went to college intending to major 

in philosophy and minor in chemistry with the plan of going to 
medical school. I’ve always enjoyed thinking and asking ques-
tions as an end in and of themselves, and I believed philoso-
phy was a great stepping stone to any discipline if I changed 
my mind about medicine, as well as a great way to learn about 
logic and humanity at the same time. I ended up getting hurt 
while a member of the college swimming and diving team, 
hitting the water just wrong on a foreword jump (not even a 
dive!) in practice my freshman year, sending my back into 
spasm. I ended up having to drop chemistry and take incom-
pletes in all of my classes because I was unable to sit for more 
than a few minutes, and had a great deal of trouble even walk-
ing. I spent a lot of time in the training room and developed an 
interest there. Two weeks before the start of my senior year I 
decided I really did want to go to medical school. Because of 
my AT minor, I already had biology and physics, so I changed 
my class schedule for my senior year around and took general 
chemistry my senior year. For college graduation, my dad paid 
my tuition for me to take organic chemistry the summer after 
graduation. I took the August MCAT and started applying to 
medical schools. I started in Duluth the following fall.

As I started medical school, I thought I wanted to be a fam-
ily physician, and I was even the Assistant Student Director 
for the MAFP, largely because I wanted to do OB. Eventu-
ally, I figured out that what I liked about OB was the babies, 
not the moms necessarily. When I told my mentor, I thought 
he would be shocked to hear that I was choosing peds. 
His response was, “Oh, thank goodness… I was starting to 
think I was going to have to tell you that you’re a pediatri-
cian, not a family physician.” 

What drew you to Willmar? 
I am passionate about rural primary care, and I really 
wanted to be in a small town where I could be a true “com-
munity pediatrician” – well child care, newborn care (espe-
cially sick newborns), hospital medicine, complex care, etc. 
I grew up in Rochester, but was a camper and later I was 
on staff at a summer camp near Longville, MN. I got sick 
one year when I was at camp and I had to go to the doctor. 
I was shocked that we had to drive 45 minutes just to be 
told that I had an ear infection. I couldn’t believe that it was 
possible for people in my own state to have such difficulty 
accessing health care, and ever since then, I wanted to 
work in a rural setting.

What does a day in your life as a rural practitioner 
look like? 
We do a broad variety of everything out here – normal new-
borns, sick newborns, feeder/growers transferred back from 
the NICU, healthy children, mental health, complex care, 
etc. If my patient is having a problem with their g-tube, I am 
the only person who can trouble shoot, and for a long time I 
was the only person comfortable changing g-tubes, be-
cause the home care nurses weren’t comfortable with it and 
the parents weren’t taught how. We also often have to be 
the eyes and ears of the specialists who see our patients. 
I have a 6-month-old patient with congenital diaphragmatic 
hernia. There have been several times when her special-
ists have commented, “If they didn’t live two hours away, 
I’d have the family bring her in just to take a look at her.” 
That’s not possible, so they come in to see me, and I com-
municate with her specialists what I’m seeing and we make 
up a plan together.

Describe the biggest benefits to working with your cur-
rent patient population.
I love my Somali families. They are so generous of spirit, and 
so very appreciative that someone will take the time to listen 
to their concerns about their children. I also love the intercon-
nectedness of all of my patients and families. Everyone knows 
everyone, and my patient’s families become my family.

What's the funniest thing a child ever said to you? 
 “If you’re not supposed to eat your boogers, how come 
they taste so good?” I find there are two types of adults in 
this world: those who hear that, get a look of disgust on 
their face and say, “That is so gross!” and those who say, 
“You know, the kid had a point.”

You've been a strong advocate for drowning preven-
tion, oral health and immunizations. Can you describe 
your involvement in these initiatives? Why are you pas-
sionate about these issues? Are there any other issues 
you have or are currently involved in? 
The short answer is that I am not very good at saying “no,” 
but that’s only part of the reason I’ve gotten involved in 
all of these things. Several years ago, we had two So-
mali boys drown here in Willmar. The year prior, one of 
my Somali patients was involved in a near drowning. The 
children in our community are not just my patients, they are 
my friends’ kids, and for many of them, I think of them as 
my own children. I grew up with a love of the water, and I 
wanted to make sure children in our community could grow 
up learning to love it, too. I have served on the Advisory 
Board for a HRSA Healthy Tomorrows grant with Rice 
Regional Dental Clinic. Our goal was to increase access 
to a dental home for children, and to increase awareness 
of the importance of early oral care. Through my work on 

Member Profile, KerriAnn Mahon, MD, FAAP
Pediatrician at Carris Health (formerly ACMC Health) in Willmar
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the Southern Prairie Community Care Somali Health Task 
Force, I was invited to speak at the mosque about the 
MMR vaccine during the 2017 measles outbreak, and have 
spoken at the mosque a couple of times since then about 
immunizations. I’m passionate about these things because 
these are my kids too.

For many years, I have been very interested in Infant and 
Early Childhood Mental Health (IECMH). I do a lot of men-
tal health as a part of my practice, and it has always been 
clear to me that many of the problems I’m treating have 
their roots in early childhood. Through my upbringing, I saw 
how much difference it makes to have loving, supportive 
parents. I am where I am today because largely because 
my dad was determined that my life would be different than 
his was, and different from some of my cousins. He is a 
remarkable man who always taught me that children have a 
lot to tell us and teach us, if we just take the time to listen. 

This fall I started a Master’s program in Applied Child and 

Adolescent Development through the Institute of Child 
Development (ICD) at the U of MN in the IECMH track. It is 
terrifying being back in school after so many years, but I am 
learning a lot, and it has changed the way I understand my 
patients.

What do you enjoy doing in your spare time? 
Not much spare time since school started! I like to read, cro-
chet, and spend time with friends and family. I also love to sail, 
and I hope to get a Sunfish one of these years so I can spend 
my weekends, when I am not on call, out on the water.

to a gun. Finally, I make it a point to discuss this with my 
patients and their families myself – not simply to have my 
nurse ask about it. This way, I believe I impart additional 
importance to this topic. 

Last, I want to give you ideas of what you can do on a 
community level. The first is to participate in marches and 
rallies to stop gun violence. I have made a conscious deci-
sion not to make this an issue about guns, but rather, about 
gun violence. For me, the issue is not whether a person 
owns a gun, but rather are they being safe 
with it to hopefully prevent gun violence. I 
am also aware that as a society, we need 
to work at changing the culture which sees 
guns as a solution to too many problems. 
Next, write letters and op/ed pieces to 
your local newspapers. Don’t get discour-
aged if they aren’t printed. Keep send-
ing them and hopefully the next one will. 
Remember, your voice as a clinician is 
strong and respected. Use it to make a 
point. Next, talk to your state and national 
legislators to find out how they stand on 
the issue of reducing gun violence. Let 
them know that you believe this to be a 
high priority. If you find they aren’t support-
ive of legislation to reduce gun violence 
– consider voting for other candidates that 
will. And lastly, be willing to financially sup-
port organizations that are working on a 
national level to reduce gun violence (e.g. 
Brady Campaign to Prevent Gun Violence, 

Americans for Responsible Solutions, Everytown For Gun 
Safety).

While reducing gun violence in our society may seem to be 
an overwhelming project to accomplish, there are ways we 
can join together to help make it happen. Connect with the 
professional medical organizations that you belong to and 
get out and join with your community when there are rallies 
to attend. We can make a difference.  

What You Can Do to Help Reduce Gun Violence in Our Community
continued from page 6

Cerebral Palsy
Clubfoot

Hand Conditions
Hip Disorders

Juvenile Idiopathic Arthritis
Limb Deficiency or Length Discrepancy

Muscular Dystrophy & SMA
Osteogenesis Imperfecta

Rickets
Spina Bifida

Spine Disorders
Sports Medicine

Accepting New Patient Referrals
Newborn to Age 18

612-596-6105 
twincitiesshrinershospital.org

Leaders in  
Pediatric 

Orthopaedics 
and 

Rheumatology

Reprinted with permission.  MetroDoctors Sept/October 2018.



LAUNCHING SOON!
mnaap’s new website
member news   upcoming events     

educational videos   legislative updates     
helpful resources

Check out the preview below:



15MNAAP -- Dedicated to the health of all children. Visit us at www.mnaap.org

Medical Director, Children’s  
Minnesota Hospital Medicine Program  

Minneapolis Clinic Medical Director 
Children’s Minnesota 

 
Pediatrician 

Avera Marshal Medical Group 

Employment Opportunities

For details, visit  
www.mnaap.org/employment

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

Marc H. Gorelick, MD, MSCE, FAAP, 
President and Chief Executive Officer 
of Children’s Minnesota was presented 
with the Jim Seidel Distinguished Ser-
vice Award from the AAP’s Section on 
Emergency Medicine at the recent AAP 
National Conference & Exhibition. 

MNAAP has a total of 1031 members!

A warm welcome to new members who joined  
between July 1 and September 30, 2018

Gloria Akuamoah-Boateng, 
MBChB

Alexandra Alejos, MD

Hamdi Ali, MD

Erik Anderson, MD

Curtis Bashore 

Bonnie Bentson 

Katherine Brunsberg, MD

Gabriela Contino, MD

Emily Davis 

Annika Deitermann 

Catherine Dremel, MD

John Duffy, MD

Nibras El Sherif, MBBS

Vasu Gooty, MD

Lily Grothe 

Rebecca Grove 

Mahjub Hammond, MD

Shauna Harvey, MD

Leah Heidenreich, MD

Brenda Her, MD

Saba Jafarpour, MD

Rabia Javed, MBBS

Rachel Johnson ,  PA-C

Muhammad Rehan 
Khan, MBBS

Patrick Kiessling 

Brittany Kimball, MD

Benjamin Kloesel, MD

Sarah Kruse, MD

Bryan Leyva, MD

Paulina Marell 

Parrisha Martelly, MD

Kortany McCauley, MD

James McCluskey 

Ellen McMahon, MD

Joseph Menigo 

Kathleen Miller, MD

Autumn Montville, MD

Lerraughn Morgan, DO

Elizabeth Ojukwu, MD

Elizabeth Okafor 

Ayokunle Olubaniyi, MBBS

Derek Opp, DO

Amir Orandi, MD

Kathryn Otto, DO

Durga Panda, MD

Vidhu Pandey, MD

Parth Patel 

Kathryn Phillips 

Kari Phillips, MD

Mark Reinertson, DO, MBA

Kathleen Sadak, MD

Emma Schaffer 

Hayley Sharma 

Kara Sherva 

Marvin So, MPH

Rebecca Spurr 

Michael Sundberg, MD

Angela Timm, DO

Uyen Truong 

Alan Wang, MD

Lucien Gonzalez, MD, MS, FAAP, As-
sistant Professor in the Department of 
Psychiatry at the University of Minne-
sota and a Pediatric Addiction Medicine 
expert, was recognized by the AAP Sec-
tion on Adolescent Health as the recipi-
ent of the Richard B. Heyman Award at 
the recent AAP National Conference & 
Exhibition. 

Following a national search, UCare has 
hired Julia Joseph DiCaprio, MD, MPH, 
FAAP to lead the Medical Director team, 
as well as the Clinical Services, Pharmacy 
and Quality Management departments.
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Thank you To MnaaP’s 2018-2019 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

STAY CONNECTED!

Additionally,  
you can follow MNAAP on:


