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Word from the President:
Sheldon Berkowitz, MD, FAAP
When
I
was
approached about
running for MNAAP
chapter president
in the spring of
2018, I mentioned
that I would be
turning 65 years old when my term as
president would start and that I planned
to retire from my clinical practice at that
time, while continuing my administrative
Medical Director role at Children’s
Minnesota. I was assured that would not
present a problem and that my 35 years of
pediatric experience would be very useful
in my role as president. We obviously
didn’t predict what would happen in early
2020, right before my term as president
began, including the beginning of the
COVID-19 pandemic and the murder of
George Floyd.
The events that followed George Floyd’s
murder pushed all of us to reexamine how
society, and our own chapter, have treated
anyone who is not white/Caucasian. My
age at the time of this event and all the
work that has been done and continues
to be done around becoming anti-racist,

Dedicated to
the Health
of All Children

did not hinder my ability to be involved in
this reexamination of how we all function.
Perhaps what I had already lived through
over six decades helped me to understand
how far we still need to move to make this
better.
However, the limitations of being retired
throughout the pandemic that started
that spring of 2020 and continues to this
day have definitely made some of my
work more difficult. While I had been alive
during the final surges of polio in the late
1950s and have lived through the entire
HIV/AIDS epidemic that started while I
was in medical school and continues to
this day, as well as outbreaks of H1N1 and
Measles, none of that prepared me to
deal with all the aspects of COVID-19.
On a macro level, all of us in medicine
(retired or not) can appreciate the horrific
morbidity and mortality of this pandemic,
the importance of getting out clear public
health messages, and supporting one
another in healthcare.
(Continued on next page)
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At the same time, I have been at a definite disadvantage when
it comes to knowing about and answering questions about
what is happening in the exam rooms with patients and their
families. Often before doing an interview with the media, I find
myself reaching out to my former colleagues to learn what they
are seeing and hearing when they are with patients and their
families. Are the vaccine hesitant parents saying something
different than what we have been hearing in discussions about
routine (not COVID-19) vaccinations for the last decade and
thus, is a different approach needed? How many patients with
COVID-19 are they currently seeing (daily according to my
former clinic colleagues and “too many” from my hospitalist and
PICU colleagues)?

Chad Fahning
cfahning@mnmed.org
Chapter Lobbyist

Chad Fahning, MNAAP Lobbyist

I am also at a disadvantage, due to being retired, to truly
appreciate the toll that this pandemic is taking on my colleagues
with whom I used to work side-by-side. Before our recent board
meeting, I was talking with one of our board members who was
recovering from COVID-19 and she mentioned that four of her
clinic colleagues were also out sick with it, which is obviously
having a huge impact on her practice. I hear all the time about
the lack of support staff to allow our chapter members to
function efficiently and the increased burden this has placed on
all of them to do more with less. While no one is blaming the
pandemic on causing the burnout many of our colleagues have
been dealing with for years, it has clearly exacerbated it.

Well, it’s here folks. The 2022 legislative
session has been well underway after
gaveling in on January 31, and it has
gone almost as everyone expected. That
is, not that much has really happened.
Minnesota remains one of only two
states in the entire country to have a split
legislature and all 201 legislative seats
are up for re-election in November. That
combination alone will frequently result in inaction. However,
in the few cases where the session hasn’t quite gone as
expected, the impact will be significant.

There are no easy answers to figure out how to get more people
vaccinated against COVID-19 and to receive their boosters, or
to wear masks and distance ourselves from others, especially
outside of our homes – all of which could help to bring the
pandemic under control. Nor are there any easy answers how
to deal with the emotional toll all of this is taking on our chapter
members and everyone in healthcare. There is a teaching in
Judaism that says, “It is not your duty to finish the work, but
neither are you at liberty to neglect it.” We must all keep working
to help solve these problems we face.

First off, legislators will campaign in entirely new districts
heading into November. Every ten years, following the US
census, the state legislative district lines in Minnesota are
redrawn to reflect population shifts. The new congressional
and legislative district maps were released in February and
include dozens of legislative pairings. That is, sitting legislators
who found themselves in the same district with another sitting
legislator (unlike congressional representatives, state legislators
in Minnesota are required to live in the district they represent;
what a remarkable concept!).

Sheldon Berkowitz, MD, FAAP
MNAAP President
sheldon.berkowitz@childrensmn.org

Pairings within the same district, especially with a member’s
own party, often leads to legislators seeking alternate offices
or retiring altogether. One notable pairing is current Senate
Minority Leader Melisa Lopez Franzen (DFL-Bloomington)
and Senator Ron Latz (DFL-St. Louis Park). A week following
the announcement of the new maps, Senator Lopez Franzen
announced she is not seeking re-election, vacating the top
leadership position in the Senate DFL.

Jeff Bauer
bauer@mnaap.org
Executive Director
Bethany Venable
venable@mnaap.org
Communications Manager

Legislative Session off to a Predictable Start

Perhaps the most surprising thing about this session is the
enormous, record-setting state budget surplus. The $9.25
billion surplus offers new opportunities for Minnesota’s
children and adolescents. Governor Walz’s supplemental
budget included significant expansion of childcare and pre-k
through a mixed delivery model requiring a combination of
school-based programs, Head Start, childcare centers and

family childcare programs.
However, Republicans in the Minnesota Senate believe the
surplus should be given back to Minnesotans through tax cuts.
In late February, they proposed a major cut in the first-tier
income tax bracket. The proposal also eliminates the Social
Security income tax. Regardless, the cosmic size of the surplus
does not make it easy for legislators to do nothing and will
likely lead to extensive political grappling. It is still early in
session, and a lot can happen before the legislature needs to
wrap up before its May 23 deadline. Perhaps, this session isn’t
as predictable after all.

Virtual 2022 Pediatricians’ Day
at the Capitol Success
Thank you to the more than 150 pediatricians, trainees,
and medical students who participated in the Virtual
Pediatricians’ Day at the Capitol on Tuesday, March 8. The
event is the chapter’s largest advocacy initiative of the
year and offered the opportunity for MNAAP members
to learn more about the chapter’s legislative priorities,
receive training in effective advocacy, and connect with
legislators during breakout sessions.
Attendees had the opportunity to listen to three legislative
guest speakers: Rep. Dave Baker (R-Willmar), Senate
Minority Leader Melisa López Franzen (DFL-Edina), and
Rep. Dave Pinto (DFL-St. Paul). The legislators offered an
update on the legislative session and discussed their work
in regard to MNAAP’s legislative priorities. Many individual
breakout sessions took place to connect participants with
their individual legislators.
Thank you to all who joined us for Pediatricians’ Day at
the Capitol this year! If you participated, please be sure to
fill out the online evaluation form sent to you via email to
help us in future planning efforts.
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I feel that as your president, even at 66 years old, I have been
able to work with other health care and government leaders to
help craft important policies affecting our children and schools
and get the important messages out about what we can all do to
get this pandemic under control.

www.mnaap.org

Minnesota

MNAAP Sets 2022-2025 Strategic Priorities
MNAAP, a partnership of pediatricians, will lead efforts to protect and improve the health of all Minnesota children and
teens. The chapter identified the following 2022-2025 strategic priorities through the results of the all member survey,
roundtable discussion, and input from its board of directors. Chapter work groups will aim to address these strategic
priorities through advocacy, education, and special projects. Many issues impact child and adolescent health, safety, and
wellbeing in addition to the strategic priorities below. The chapter will consider the best ways to engage in meaningful
partnership and advocacy on additional issues, without the formal structure of the strategic priorities.
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Education and care in the early, formative years of a
child’s life have a measurable impact on their future. All
of Minnesota’s infants and children deserve programs
and systems that build a solid foundation which enables
them to reach their maximum potential.
Vaccinations
Current vaccination coverage rates in Minnesota are too
low and put the state’s children and teens at risk of
deadly disease. Science has proven that vaccines work
to prevent the spread of serious illness and protect the
young and the medically fragile. Stronger vaccination
laws must be enacted and existing laws must be
preserved to assure our children have a healthy future.
Anti-Racism and Disparities
Racism has a profound impact on the health status of
children, adolescents, and their families. Racism and the
oppression it creates greatly reduce opportunities for
children, adolescents, and their families to thrive at
home, in school, and in their community. Disparities
and systemic barriers can be dismantled by educating
providers of their role, centering the voices of those
most affected, and engaging in respectful community
partnerships.

MNAAP Values
Advocate for all children and their families and serve
as the resource to child health policy makers so that
children and teens of Minnesota achieve their
maximum potential of physical, mental and social
well-being.
Champion causes that provide opportunities for
physician wellness, recognize the value of pediatric
medicine, and prevent professional fatigue.
Collaborate and network with others to create a
shared vision to guide ongoing improvement of
children’s health and serve as a resource for
pediatric healthcare.
Act as the statewide resource to connect pediatric
healthcare providers, to engage members’ talents
and to increase the effectiveness of physicians and
staff through advocacy, networking and educational
opportunities.

Join a MNAAP Work Group!
MNAAP work groups are a great way to get involved
in a specific interest area. Most work groups meet
quarterly or every other month for about an hour
via conference call.
MNAAP Work Groups:
Pediatric Mental Health
Early Childhood
Vaccinations
Anti-Racism & Disparities
Policy & Advocacy Work Group
Contact Jeff Bauer at bauer@mnaap.org for more
information about connecting with a specific work
group.

“Punishment is a widely misunderstood, chronically misused,
and wildly overused method for changing behavior, but when
properly employed it can be effective…within limits.”
-Alan Kazdin, Ph.D., founder of the Yale Child Conduct Clinic
Not long ago, a parent of a young child I was working with
provided me with an unsolicited synopsis of a parenting book
they recently read. The author of this book reportedly recommended that timeouts for children should start at one hour in
duration and increase in 30-minute increments each time the
behavioral infraction occurs. I wish I could write how shocked
I was to learn that such misinformed parenting advice was in
circulation. Sadly, however, I have become inured to examples
such as this. Timeouts have become a first line tactic for
parents eager to address their child’s behavioral problems. Pediatricians are often tasked with teaching parents healthy and
effective strategies for addressing childhood behavioral issues.
While timeouts certainly have their place in generating healthy
behavioral changes in children, they are not without limits.
In this article, I discuss what we know about timeouts, when
parents should use them, and more importantly how parents
should implement them.
Grow Grass in Place of the Weed
Despite the popularization of timeouts, they account for a relatively small portion of a behavioral program. The most critical
factor in changing a negative behavior is rewarding that behavior’s positive counterpart; or “growing the grass.” For example,
say a parent gives their 4-year-old a timeout in response to
episodes of physical aggression. Sure, the parent is punishing
this negative behavior (i.e., getting rid of the weeds), but if the
parent does not grow grass in place of these weeds, the negative behavior will inevitably reappear. In other words, punishment, when used alone, leads to a mere temporary suppression
of an undesirable behavior. In the example above, if the parent
issues a timeout for physical aggression, they should simultaneously “grow the grass” with praise and reinforcement for behaviors that reflect the positive opposite of physical aggression
(e.g., keeping hands to self, using words when upset, etc.)

Success is in the Details
While various parenting books may suggest otherwise, there is
no such thing as a magical, one-size-fits-all timeout length. In
general, time-outs work best when brief, lasting 2-3 minutes,
and never exceeding 10 minutes. Timeouts are more effective for younger children (i.e., ages 2-7) and should take place
in an area with little to no stimulation (e.g., TV, electronics,
etc.). Parents are advised to remain calm when implementing a
timeout. The angrier parents are, the less effective the timeout
becomes. I am often asked, “what if my child refuses to go in a
timeout?” This is not uncommon, and I always advise parents
to practice timeouts with their child and praise their child for
complying with a timeout (sounds ridiculous, I know, but it’s
important). Nonetheless, if a child does not comply, parents
should calmly add an extra minute. Parents are advised to only
do this one more time before pivoting away from timeout and
removing a privilege instead.
Choose Wisely
Parents should use timeouts sparingly. As discussed above,
parents are advised to focus far more on reinforcing and rewarding positive behaviors. I typically advise parents to choose
a range of 1-3 behaviors that will warrant a timeout. Parents
should ensure the behavior is defined clearly. For example,
hitting a family member is a clearly defined behavior, whereas
“acting up” is vague and imprecise. Lastly, parents are better
off choosing a behavior that occurs no more than once or twice
a day. If parents are punishing a negative behavior multiple
times per day, they are wise to shift their focus to rewarding
and reinforcing that behavior’s positive opposite.

About the Author
Sam Marzouk, Ph.D., L.P. is a pediatric
psychologist and owner of Promethean
Psychology in Edina, Minnesota.
In addition to his routine clinical work,
Dr. Marzouk also enjoys providing trainings
on pediatric mental health to pediatricians and other
pediatric medical providers.
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Cases of mental health issues and crises are rising
among Minnesota’s children and teens. This alarming
trend points to an urgent need for improved care
options and greater access to mental health services in
a variety of settings that meet the patient where they
are to remove barriers to care.

Sam Marzouk, PhD, LP

www.mnaap.org

Pediatric Mental Health

The Truth about Children
and Timeouts

Protect Your Preteen/Teen
with Vaccines
An Update on Spor ts and Activity Considerations
During the COVID -19 Pandemic

Protect them from serious diseases including HPV cancers,
meningitis, tetanus, whooping cough, flu, and COVID-19.

New cohort research studies in athletes have reported a lower
incidence (0.5 percent - 3 percent) of myocarditis than found
earlier in the pandemic, however, cardiac involvement remains
a concern when returning to sports and physical activity. If a
patient is asymptomatic or only mildly symptomatic (< 4 days of
fever >100.4, < 1 week of myalgia, chills, and lethargy), the AAP
recommends an assessment by a primary care physician either
via telemedicine, phone or in person. Along with providing
appropriate isolation and illness guidelines, this assessment
should include targeted cardiac screening questions including
any history of chest pain, shortness of breath, new-onset
palpitations, or syncope. Any positive signs or symptoms
would warrant an in-office visit and possibly an EKG prior
to allowing a return to physical activity. For children with
moderate symptoms, an in-office evaluation is recommended
along with an EKG. An additional evaluation by a cardiologist
is recommended if there are any positive screening questions
or the EKG is abnormal. Children and adolescents with severe
COVID-19 symptoms including an ICU stay and/or intubation or
multisystem inflammatory syndrome in children [MIS-C] should
be restricted from exercise for a minimum of 3-6 months and
be evaluated by a cardiologist prior to returning to activity.

The AAP does recommend a gradual return to sports
progression after COVID-19 infection. All athletes should be
a minimum of 1-day symptom free prior to starting physical
activity and should follow CDC guidance for isolation and
masking, even while active. All families should be given
instructions to monitor for signs and symptoms suggesting
myocarditis with increased activity that would prompt further
cardiac work up. Children under 12 can generally progress back
to activities at their own tolerance. Adolescents who are 12 and
older, who were asymptomatic or had mild symptoms should
gradually increase their activity over 3 days, while those with
moderate symptoms should take 5 days to increase activity
prior to game participation.
All these organization recommend revising the pre-participation
physical exam and history forms to include questions regarding
COVID-19 vaccine status and illness history, including severity
and any new cardiac symptoms. For the Minnesota State High
School League, athletes are required to have a PPE every 3
years and submit an annual health questionnaire that now
includes COVID-19 specific questions.
References:
AAP COVID-19 Interim Guidance: Return to Sports and Physical Activity
https://www.aap.org/en/pages/2019-novel-coronavirus-covid-19-infections/
clinical-guidance/covid-19-interim-guidance-return-to-sports/ (Last updated
2/18/2022)
Cardiopulmonary Considerations for High School Student-Athletes During the
COVID-19 Pandemic: Update to the NFHS-AMSSM Guidance Statement by
Jonathan A. Drezner, William M. Heinz, Irfan M. Asif et. al. https://www.nfhs.
org/sports-resource-content/nfhs-sports-medicine-position-statements-andguidelines/ (Last updated January 2022)

AGES 9 - 10
• HPV dose 1 (human papillomavirus)
• HPV dose 2 (6 - 12 months after dose 1)

AGES 11 - 12
• Meningitis dose 1 (MenACWY)
• Tdap (tetanus, diphtheria, pertussis)
• HPV (if 2 doses haven’t been given)

AGE 16
• Meningitis dose 2 (MenACWY)
• Meningitis B series (MenB)

YEARLY
• Flu (seasonal influenza)
Preteens and teens should stay up-to-date with COVID-19
vaccine to help protect them from COVID-19.

About the Author
Sarah Kinsella, MD, CAQ, FAAP, was
recently elected to a three-year term on
the AAP Council on Sports Medicine and
Fitness Executive Committee. Dr. Kinsella
currently practice at M Health Fairview
Orthopedics in Blaine.
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With vaccinations and new data, many medical
recommendations and best practices surrounding COVID-19
are evolving, including guidance on sports participation and
returning to sports post illness. The American Academy of
Pediatrics (AAP) recently updated their COVID-19 Interim
Guidance: Return to Sports and Physical Activity at the end of
January. The American Medical Society for Sports Medicine
(AMSSM) and National Federation of State High School
Associations (NFHS) also recently released similar updated
guidance on cardiopulmonary considerations specifically for
high-school athletes. The AAP interim guidance applies to all
children and adolescents returning to physical activity like free
play, organized sports or physical education in school, and
includes information about family considerations, the benefits
of physical activity, transmission mitigation strategies, and
specific guidelines about returning to sports after a COVID-19
diagnosis.

This publication was supported in part by funding from the Centers for Disease Control and Prevention
through Cooperative Agreement grant number 6 NU66IP000682. The content of this publication does not
necessarily represent the official views of, nor an endorsement by, the CDC/HHS or the U.S. Government.

www.mnaap.org
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Sarah Kinsella, MD, CAQ, FAAP

Eileen Crespo, MD, FAAP, and Hannah Lichtsinn, MD, FAAP,
are among the providers featured in a series of tv public
service announcements from the Minnesota Department of
Health talking to parents about COVID-19 vaccines and disease
prevention.
Gigi Chawla, MD, MHA, FAAP, and Andrea Singh, MD, FAAP, were
quoted as part of a press release by the Minnesota Department
of Health: “Commissioner Malcolm thanks health care providers
and partners one year into administering COVID-19 vaccines.”
Jill Amsberry, DO, FAAP, was interviewed by the Star Tribune for
the article, “St. Cloud elementary vaccine clinic latest in efforts
to reach underserved populations.”
Angela Kade Goepferd, MD, FAAP, was a guest on MPR News
with Angela Davis for the show, “Raising a gender expansive
child.” Dr. Goepferd also co-authored the article “Child Abuse in
Texas” for the Hastings Center.

www.mnaap.org

MNAAP Remembers Dr. Amos Deinard
Amos S. Deinard, MD,
MPH, FAAP, passed
away at the age of
86 on March 9, 2022,
from complications of
Alzheimer’s disease.
A graduate of the
University of Minnesota
Medical school in 1962, Dr.
Deinard later obtained his
M.P.H. degree in Maternal
and Child Health from the
University of Minnesota,
School of Public Health, in
1985. Dr. Deinard joined
the faculty of the University of Minnesota Department of
Pediatrics in 1969 and stayed until retirement. From 1984
to 1999, he was the director of the Community-University
Health Care Center in Minneapolis. While there, he started
the first medical/legal partnership in the country in order to
provide pro-bono assistance to clinic patients.
In 2005, he helped found and direct the Minnesota Oral
Health Project, an educational/research project, where the

Member News

primary mission has been to increase public awareness of
the caries crisis affecting high-risk children, improve access
to early caries prevention services through training and
support for medical and dental providers and to educate
caregivers about healthy dental practices. Dr . Deinard’s
motto was, “Go forth and varnish.”
In 2015, Dr. Deinard received the American Public Health
Association’s John W. Knutson Distinguished Service Award
in Dental Public Health. He remains the only non-dentist
or dental hygienist to have received that recognition in the
40 years that the award has been presented. In December
2020, the Minnesota Department of Health Oral Health
Program and the Minnesota Oral Health Coalition jointly
awarded Dr. Deinard with a lifetime achievement award
for his unwavering commitment to the oral health of
Minnesota’s children.
(Biographical information from the Star Tribune obituary and the
Minnesota Oral Health Coalition)

Past MNAAP President Anne Edwards, MD, FAAP, has been
promoted to chief medical officer of the AAP. She previously
served as chief population health officer and senior vice president
of primary care and subspecialty pediatrics.

Krishnan Subrahmanian, MD, FAAP; Andrea Singh, MD, FAAP;
and Hannah Lichtsinn, MD, FAAP, were all interviewed in the
KARE11 story, “High demand for vaccines in Minnesota after 5to 11-year-olds become eligible.”

Valeria Cristiani, MD, FAAP, testified on Wednesday before the
House Preventative Health Policy Division about House File 3114,
which supports establishing grants and a contract for activities to
sustain school-based health centers.

Madeleine Gagnon, MD, FAAP, was interviewed by the Star
Tribune in the article, “Dip in pre-K-12 COVID may be shortlived in Minnesota.” Dr. Gagnon also spoke with MPR News
in the story, “Vaccine clinics for younger children expand in
Minnesota.”

Ashley Bjorklund, MD, FAAP, and Andrew Kiragu, MD, FAAP, were
among the co-authors of the article, “Pediatric Critical Care in
Resource Limited Settings—Lessening the Gap Through Ongoing
Collaboration, Advancement in Research and Technological
Innovations” published in Frontiers in Pediatrics.
Hannah Lichtsinn, MD, FAAP, was interviewed by KARE11 in the
story, “Doctors: BA.2 subvariant could affect omicron peak in
Minnesota.” Dr. Lichtsinn has been added to the national AAP
spokesperson roster to represent the AAP on matters of child and
teen health.
MNAAP President Sheldon Berkowitz, MD, FAAP, and Hannah
Lichtsinn, MD, FAAP, were interviewed by KSTP for the story,
“Minnesota healthcare providers see a rise in COVID cases among
children.” Dr. Berkowitz also spoke with WCCO radio about the
increasing number of pediatric cases of COVID.

Roger Sheldon, MD, FAAP, Mary Meland, MD, FAAP; and Dale
Dobrin, MD, FAAP, co-authored a Readers Write submission
published in the Star Tribune calling for a focus on early
childhood development and education.
Kelly Bergmann, DO, MS, FAAP, was awarded Best Overall
Abstract in the Emergency Medicine section and the Advocacy
Scholarship Recognition by the Emergency Medicine Advocacy
Subcommittee at the American Academy of Pediatrics (AAP)
2021 Virtual National Conference & Exhibition.
Do you have an exciting update to share about
yourself, a colleague or your practice? Email MNAAP
Communications Manager Bethany Venable at
venable@mnaap.org to be included in the Member
News.
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Nathan Chomilo, MD, FAAP, was published in the Minnesota
Spokesman Recorder with the article, “Report aims to close
gap in health disparities for U.S.-born Blacks Minnesotans.”
Dr. Chomilo also spoke with MPR News about the rollout of
COVID-19 vaccinations for younger kids and was interviewed by
the Star Tribune in the story, “More information can reframe the
risks and rewards of vaccinating your child against COVID-19.”

www.mnaap.org
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Mark Schleiss, MD, FAAP, was recently awarded the 202122 UMMC Medical Staff Award for Clinical Research and
Innovation.

Talipes Equinvarus or
“Clubfoot ”
Christopher Vara, MD
Shriners Children’s Twin Cities

Sept. 15 - 16
2022
4th Annual

Twin Cities Pediatric Update
and
MNAAP Annual Meeting

The MNAAP annual meeting will take place
during the conference and will feature remarks
and an update from the chapter president and
the presentation of the annual awards.
Registration is expected to open soon and
MNAAP will email members the link to join.
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As with any musculoskeletal condition diagnosed in the
perinatal period, parents are often in a state of grief regarding
the diagnosis. Our mission, as pediatric orthopedists, is to
bring a sense of support and clarity to the diagnosis and
treatment and to allay their concerns about their child.

Join us for an opportunity to learn more about
hot topics in pediatrics and connect with
colleagues from across the state.

As with any infant, a musculoskeletal diagnosis may be made
prenatally or in the immediate postnatal period. Congenital
talipes equinovarus (commonly referred to as a clubfoot or
clubfeet) are among the diagnoses we are asked to evaluate
frequently.
The history of talipes equinovarus dates to antiquity
(Hippocrates, ca. 400 BC) and, with such a longstanding
history, treatment methods have, thankfully, evolved over
time.
In the not so distant past, as a junior resident, I was taught
that the infant with talipes equinovarus should return at
approximately 1 year of age, around walking age, for extensive
posteromedial releases, pinning of joints, and casting of the
foot or feet as a “one and done” approach, with the added
caveat that “probably something more will be needed later in
life.”
Fortunately, after the turn of the millennia, Ignatio Ponseti,
MD (1914-2009) of the University of Iowa presented his
treatment method which consisted of successive casts over
the course of 5-6 (and sometimes more) casts to manipulate
the feet sequentially. Initially met with some skepticism, it was
soon thereafter adopted and studied further, revolutionizing
how we approach clubfeet in children. The principles of
treatment involve corrective manipulation and long leg
casting, to “bring the feet out of the CAVE” (cavus, forefoot
adductus, heel varus, and finally equinus). Typically, once the
first 3 (“the CAV”) are corrected by casting, the last procedure
(90% of the time), involves a percutaneous tenotomy (either
under a local anesthetic in the office or under light sedation in
the procedure room), with the final cast in place for 3 weeks.

I am happy to say this Ponseti method has become the
standard of care here in the United States and is known
worldwide for its successful outcomes and for its simple
yet elegant approach. It can be used for any type of talipes
equinovarus (regardless of etiology); however, early
institution of treatment, even as early as 2 weeks of age, is
the key to success. Understandably, the neglected clubfoot
at 2, 12 or 20 years of age (rather than 2 weeks) adds layers
of rigidity and complexity not found in the infant’s foot or
feet. These feet often require extensive bony and soft tissue
procedures that cannot rival the traditional Ponseti method
for long term outcomes.

www.mnaap.org

www.mnaap.org

10

At Shriners Children’s here in the Twin Cities, we are part
of a nationwide group of hospitals and clinics that focus on
diagnosing and treating musculoskeletal conditions from birth
to adulthood. We are, often, one of the earliest specialty
providers that parent(s) and children see, even right after
birth.

SAVE

THE
DATE

Mark your calendars for the 4th annual Twin
Cities Pediatrics Update, brought to you
by Children’s Minnesota, the University of
Minnesota, and MNAAP Thursday, Sept. 15 and
Friday, Sept. 16, 2022 at the St. Paul RiverCentre.

Expert treatment of CLUB FOOT as well as...

Pediatric orthopedics | Plastics | Rheumatology | Spinal disorders

As I explain to parents, the critical orthopaedic components
of the examination of the infant include an evaluation of the
spine (for scoliosis or signs or spinal dysraphism), the hips
(for hip dysplasia), and the feet. These are three areas where
early diagnosis, and often immediate, intervention can have a
positive, long lasting outcome.
Shriners Children’s has immediate openings for evaluation
and treatment of children with talipes equinovarus. To refer
please email your referral to intaketc@shrinenet.org or fax to
612-596-6102.

The most

AMAZING CARE anywhere.

215 Radio Dr. Woodbury, Minnesota 55125

• 612-596-6100 • shrinerstwincities.org

Developmental dysplasia of the hip (DDH) encompasses
a spectrum of disorders related to abnormalities of the
developing hip and includes frankly dislocated hips, instability,
and a shallow acetabulum. The current term defined by
the American Academy of Orthopedic Surgeons (AAOS)
and the Pediatric Orthopaedic Society of North America
(POSNA) emphasizes that DDH is not limited to congenital
disorders but is an evolving condition that can change with
growth and development. DDH is a separate condition from
neuromuscular hip dysplasia, which occurs most frequently
in patients with spasticity. The cause of DDH is likely a
combination of genetic and environmental factors. A strong
association between the female gender and DDH has been
shown, with 80 percent of those affected being female1. In
addition, other risk factors include first born, breech position,
a family history of DDH, and oligohydramnios.2,3
Making the diagnosis in the newborn depends primarily on
the hip exam, which should be performed routinely at each
visit in infants. The baby should be examined while relaxed.
The child should be undressed, and the diaper removed. The
leg should be gently abducted and adducted. The sensation
of the femoral head moving in (Ortolani sign) or out (Barlow
sign) of the femoral head with a soft shifting or clunk should
be the trigger for treatment or further imaging. Infants with
an unstable hip should be seen by a pediatric orthopedic
specialist within 1 to 2 weeks for prompt treatment. Limited
hip abduction on one or both sides is another physical
exam finding which should prompt ultrasound. In addition,
ultrasound imaging should also be obtained at 4 to 6 weeks
of age when any risk factors are in place, including 1st degree
relative with hip dysplasia or history of breech intrauterine
positioning. A low threshold for ultrasound is prudent to
ensure early diagnosis and treatment, and it is helpful for
providers to know that this is an ultrasound study that
requires significant skill.4 Patients at 6 to 8 weeks of age with
ultrasound abnormalities should also be referred for pediatric
orthopedic evaluation. As the child ages, the hip instability
signs are no longer present. Changes in gait such as a limp or
shortened limb is most common. Pain is not seen in toddlers
1 Vitale, M.G. and D.L. Skaggs, Developmental dysplasia of the hip from six
months to four years of age. J Am Acad Orthop Surg, 2001. 9(6): p. 401-11.
2 Severin, E., Contribution to the knowledge of congenital dislocation of
the hip: late results of closed reduction and arthrographic studies of recent
cases. Acta Chir Scand, 1941. 84(Supplementum 63): p. 1–142.
3 Garvey, M., et al., Radiographic screening at four months of infants at risk
for congenital hip dislocation. J Bone Joint Surg Br, 1992. 74(5): p. 704-7.
4 Mulpuri K, Song KM, Goldberg MJ, Sevarino K.Detection and nonoperative
management of pediatric developmental dysplasia of the hip in infants up to
six months of age. J Am Acad Orthop Surg 2015;5:15-00006.

with DDH. After 6 months of age, an AP pelvis x-ray is the best
study to evaluate for hip dysplasia and provides more reliable
images than ultrasound. As the child ages, undiagnosed DDH
will begin to cause pain as the forces across the joint become
more abnormal.
For clinically unstable or dislocated hips, the optimal initiation
of treatment with the Pavlik harness is as early as possible
which is successful in over 85 percent of the patients.5 For the
patient with mild US abnormalities, a stable hip, and a normal
clinical examination, treatment timing is controversial.6 If
bracing fails, then a closed reduction and spica cast application
is performed around 6 months of age. Some dislocated hips
require a more invasive surgery to open the hip joint and
reduce the hip.7 This can be coupled with either a cut in the
femur or acetabulum (Figure 1). Some complex hips require
making a 3-D model, using techniques readily available at
Mayo Clinic, to fully understand the anatomy to ensure a
successful surgery.8

Figure 2A; Figure 2B
This combination of procedures has shown to decrease the
rate of degenerative changes and delay hip replacement.10
9 Perry KI, Trousdale RT, Sierra RJ. Hip dysplasia in the young adult: an
osteotomy solution. Bone Joint J. 2013 Nov;95-B(11 Suppl A):21-5. doi:
10.1302/0301-620X.95B11.32633. PMID: 24187346.
10 Wyles CC, Vargas JS, Heidenreich MJ, Mara KC, Peters CL, Clohisy JC, Trousdale RT, Sierra RJ. Natural History of the Dysplastic Hip Following Modern
Periacetabular Osteotomy. J Bone Joint Surg Am. 2019 May 15;101(10):932938. doi: 10.2106/JBJS.18.00983. PMID: 31094985.

This surgery should only be performed by highly trained and
experienced surgeons as complications can occur. Finally,
if the DDH is not reconstructible, a hip replacement in late
adulthood when performed by a high-volume academic center
can return function to a painful hip.11
In conclusion, DDH is a common condition with reliable
nonoperative treatment options if detected early. Surgery is
required for older patients with a dislocated or unstable hip.
The role of surgery for acetabular dysplasia in childhood is
evolving, but primarily driven by symptoms. The treatment
options for DDH are expanding and we are learning how to
better assess the patient’s anatomy thus leading to the right
intervention at the right time.
Mayo Clinic pediatric orthopedic services are available at Mayo
Clinic Square in Minneapolis and at Mayo Clinic in Rochester.
To refer a patient, please contact the Referring Physician Office
or call 800-538-1515.

11 Amanatullah DF, Stryker L, Schoenecker P, Taunton MJ, Clohisy JC, Trousdale RT, Sierra RJ. Similar clinical outcomes for THAs with and without prior
periacetabular osteotomy. Clin Orthop Relat Res. 2015 Feb;473(2):685-91.
doi: 10.1007/s11999-014-4026-7. Epub 2014 Oct 31. PMID: 25359629; PMCID:
PMC4294924.
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Older children should also be treated if they develop
symptoms. Children over age 10-12 can be treated with a
periacetabular osteotomy (Figure 2), which is technically
demanding but leads to powerful deformity correction.9
Sometimes this is coupled with a hip arthroscopy to ensure
any issues the inside of the joint are also addressed.
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Figure 1A; Figure 1B

(Continued on next page)

5 Bin K, Laville JM, Salmeron F. Developmental dysplasia of the hip in neonates: evolution of acetabular dysplasia after hip stabilization by brief Pavlik
harness treatment. Orthop Traumatol Surg Res 2014;100:357-61.
6 Cashman JP, Round J, Taylor G, Clarke NM. The natural history of developmental dysplasia of the hip after early supervised treatment in the Pavlik harness. A prospective, longitudinal follow-up. J Bone Joint Surg Br 2002;84:41825.
7 Holman J, Carroll KL, Murray KA, Macleod LM, Roach JW. Long-term followup of open reduction surgery for developmental dislocation of the hip. J
Pediatr Orthop 2012;32:121-4.
8 Leng S, McGee K, Morris J, Alexander A, Kuhlmann J, Vrieze T, McCollough
CH, Matsumoto J. Anatomic modeling using 3D printing: quality assurance
and optimization. 3D Print Med. 2017;3(1):6. doi: 10.1186/s41205-017-00143.

Big expertise for even
the littlest patients.
Mayo Clinic Children’s Center.

With more than 260 physicians with pediatric specialty
expertise who diagnose and provide integrated care
in 70 specialty programs, the Mayo Clinic Children’s
Center is an experienced partner and resource when it
comes to pediatric patients with serious, complex, or
rare conditions. To refer a patient or consult with one
of our pediatric specialists, call 1-855-MAYO-KID
(1-855-629-6543, toll-free).
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The Minnesota Chapter
of the American Academy
of Pediatrics includes
nearly 1,000 members
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Stay Connected!
If you are a member, you should be receiving:
- Weekly emails from MNAAP President Dr. Sheldon Berkowitz - Bi-weekly legislative updates during the legislative session - Quarterly newsletters from the chapter -

Submit an article to
Minnesota Pediatrician!
Do you have something to share with your
fellow pediatricians across the state? Send
your idea to Bethany Venable via email at
venable@mnaap.org.

Thank you to our 2021-2022 sponsors

The Minnesota Chapter of the American Academy of Pediatrics is incorporated in the state of Minnesota.

