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Letter from the President

Lawrence Reynolds, MD—LawrenceR@mottchc.org

As we move from winter to
road repair season (or the
rest of the year for Michi-
ganders), your MIAAP
chapter is gearing up.

On Saturday March 2nd,
seventy pediatricians at-
tended a CME conference
sponsored by the MIAAP
and Henry Ford Health System entitled Caring
for Children and Youth with Special Health
Care Needs in Novi. Dr. Tisa Johnson, MD,
FFAAP-a developmental medicine pediatrician
and MIAAP board member—coordinated an
excellent program. Recent developments in the
treatment of spasticity, special education law
and procedures, and developing care plans
among other topics were discussed. Dr. Judith
Palfrey, Immediate Past President of the AAP
was the keynote speaker. This conference was
an important education component of the
MIAAP's medical home initiative.

Over the next few months we will make the
rounds to our legislative representatives and
new state department directors to discuss the
importance of maintaining access with fair and
timely payments, maintaining the Medicaid
program without cuts and continuing MCIR.
Our challenge is to demonstrate and document
value by improving health outcomes. Please
visit your representatives at local coffee hours

and tell your story. For talking points please
contact the MIAAP office at 517-484-3013 or
at btie.weaver@miaap.org.

Primary care pediatricians and subspecialist
recruitment and retention in Michigan will be-
come increasingly important to maintain our
work force to match the demand for care. *
Michigan ranks #26 for per capita supply of
pediatricians (1 pediatrician per 1413 chil-
dren—just about the US average). However,
1750 of our children are in low physician sup-
ply regions (greater than 3000 children/
physician). GME support and Medicaid pay-
ment also impact the future work force we
need.

Finally, I'm happy to let you know that after a 3
year effort to improve the sports physical
forms and requirements we have designed a
new form in partnership with the Michigan
Department of Community Health and other
interested parties which will promoted by the
Michigan High School Athletic Association. To
view the form go to MHSAA.com and click on
"forms and resources". A special thank you to
Dr. Neal Weinberg, MD, FAAP for his hard
work on this important and timely project.

Let me know your concerns. I can be reached
at lrey52@gmail.com or 810.877.0338. LR

* See Pediatrics, Shipman, 127, number 1, Jan 2011,

HAPPY SPRING!
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From the Desk of the Executive Director

Denise Sloan—denise.sloan@miaap.com

Happy spring. Although
we’ve had winter weather
far too long, I see cro-
cuses and daffodils trying
to poke through. True
spring is right around the
cotnet.

As we move into spring
we know that means it is
budget time for the legislature. The cuts are
many and painful. Once again we face the
elimination of MCIR. You may recall that
funds for MCIR were cut two years ago and
we fought to have them restored. We’re
fighting that battle in the MI House and Sen-
ate for FY 2012.

The Healthy Michigan Fund, which funds
MCIR and other important prevention pro-
grams, was eliminated in both Appropriation
subcommittees.

It is very important that we work together to
assure that funds are added back in for
MCIR.

Please find your local legislators by visiting
www.mi.gov/som/0,1607,7-192-29701 29704
---,00.html Click on the Find Your Senator or
Find Your Representative links in the middle
of the page to locate their contact informa-
tion. In addition please send messages to
Senator Roger Kahn, Senate Appropriations
Chair sentkahn@senate.mi.gov, Senator John
Moolenaar, Senate Subcommittee on Depart-
ment of Community Health Chair senjmoole-
naat@senate.mi.gov and Representative
Chuck Moss, House Appropriations Chair
checkmoss@house.mi.gov, Representative
Matt Lori, House Subcommittee on Depart-
ment of Community Health Chair
mattlori@house.mi.gov.

Itis VERY IMPORTANT to ask them to

adequately fund MCIR, The Michigan Care
Improvement Registry.

Did you know that MCIR has received national
recognition from CDC and serves as a model
for registries throughout the nation? That 94%
of immunization providers in Michigan submit-
ted data to MCIR and utilized it as an immuni-
zation tool in their practice and that over 5500
health care organizations access MCIR on a
daily basis? That over 95% of schools and child
care centers utilized MCIR to do their required
immunization reporting? That emergency pre-
paredness functionality has been added to
MCIR to track immunizations and/or anti-
virals in the event of an outbreak? I’ll bet most
legislators don’t know these important facts
about MCIR.

The good news in the MDCH budget is that
Medicaid payment rates are not cut! We have
been fighting this battle for three years and are
grateful to the Governor and legislature that
they have held Medicaid rates harmless for FY
2012.

Maintenance of Certification

Pulling your hair out over MOC? The MIAAP
is active on two fronts to provide you assis-
tance. We have established a listserv for mem-
bers to ask other members about problems
they are having with the MOC process. Please
contact the office if you’d like to be added to
the listserv to follow others’ challenges and
successes and to pose your questions for some
peer support.

The MIAAP is in the process of applying for
Part IV approval of a developmental screen
project with the ABP. Should we receive ap-
proval for the developmental screen project we
will begin to offer it to members in 2012. Stay
tuned. DS

The MIAAP has setup an online group for MIAAP members

to discuss MOC. Please email Brie at brie.weaver@miaap.orgq if
you would like to be added to that group.
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“As physicians, we have so many
unknowns coming our way...

One thing | am certain about
is my malpractice protection.”

Medicine is feeling the effects of regulatory
and legislative changes, increasing risk, and
profitability demands—all contributing to an
atmosphere of uncertainty and lack of control.

What we do control as physicians:
our choice of a liability partner.

| selected ProAssurance because they stand
behind my good medicine and understand my
business decisions. In spite of the maelstrom

of change, | am protected, respected, and heard.

I believe in fair treatment—
and | get it.

PROASSURANCE.

Treated Fairly

Professional Liability Insurance & Risk Management Services

ProAssurance Group is rated A (Excellent) by A.M. Best.
Forindividual company ratings, visit www.ProAssurance.com ¢ 800.292.1036
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Pre-Participation Sports Histroy Undergoes Major Revision
Neal Weinberg, MD, FAAP—neal.weinberg@gmail.com

During the past two years, the MIAAP has
worked with the Michigan Department of
Community Health (MDCH) and many
other organizations to create a new Pre-
participation History and Physical Evalua-
tion form. Finally, at the end of 2010, the
Michigan High School Athletic Association
(MHSAA) adopted the recommended
form . The history and physical form are
identical to the new form recommended by
the AAP in 2010.

The new history form appropriately asks
relevant questions about cardiovascular and
orthopedic history, family history, and a
number of essential questions relevant to an
athlete’s participation in a sport. It is an
enormous step forward from the decades
old MHSAA form used in the past, which
included questions about such things as
diphtheria. Given that very little is gar-
nered from the pre-participation exam and
that the standard of care does not recom-
mend routine echocardiography nor echo-
cardiography, the most important informa-
tion about an athlete’s risk of participation
will come from the history. The MHSAA
form includes a classification of sports
based on contact and intensity and stren-
uousness that have been referenced in the
past by the AAP. It is a helpful listing, espe-
cially for students with preexisting condi-
tions. The physical form is succinct and
could be used in the patient’s chart. The
current student information and statements

and signatures for consent to participate are

SAVE the

included in the form also.

The MIAAP tried to alter the mandatory
April 15% provider signature date due to the
burden it places on families and pediatric
practices. The MHSAA did not adopt a
policy recommended by the MIAAP which
stated that a pre-participation form be on
file in the 365 days prior to the commence-
ment of the sport. Such a change in the
recommendation would have allowed that
annual exam of the adolescent to suffice for
sports participation as long as the pre-
participation history was completed or up-
dated annually. The MIAAP will be work-
ing with the MDCH and others to
strengthen this argument in hopes of pre-
senting it in front of the MHSAA for re-
consideration.

It is the understanding of the MIAAP that
the MHSAA is attempting to make the new
form available for the 2011 academic year.
It is our understanding, though we have not
seen the form as this article goes to press,
that the MHSAA has reformatted the re-
quired forms and that they will be available
in the very near future for districts and
medical offices to use. The MIAAP encout-
ages its members to begin using at a mini-
mum the history form.

The new and improved form is currently
available from either the MHSAA at:
http:/ /www.mhsaa.com/LinkClick.aspx?
fileticket=dtwal.LOZujDQ%3d&tabid=38

or from the AAP at:

http://practice.aap.org/public/
pmo_document629_en.pdf

We will post the URL for the revised form
as soon as it is available.

Please share your comments, suggestions,
or concerns with the MIAAP by writing to
brie.weaver(@miaap.org

The following are some of the key organi-
zations that participated with the MDCH s
efforts to change the pre-participation form
and endorsed the use of the new form in
Michigan:

e Michigan Department of
Community Health

e Michigan Chapter American
College of Cardiology

e Michigan State Medical Society

e Michigan Osteopathic Association

e American Academy of
Pediatrics- Michigan Chapter

e Michigan Association of
Family Physicians

e Michigan Association of
Physician Assistants

e Michigan Council of Nurse

e Practitioners

e Midwest Affiliate American Heart
Association-Michigan Chapter

e Kimberly Anne Gillary Foundation

NWw

39th Annual Tuuri Day Conference

“The Pediatric Medical Home Model:
A Systems Approach - How the Pieces Fit.”

October 19
8a.m.-4:30 p.m.

Holiday Inn Gateway Centre
Flint, Ml

DATE
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From the Mental Health Chair

Lia Gaggino, MD, FAAP—

For many of us in general pediatrics, caring
for a mentally ill child is challenging and at
times overwhelming. Access to psychia-
trists, especially in rural areas, is limited and
the treatment often falls to us. This is par-
ticularly difficult when children and adoles-
cents have been hospitalized in psychiatric
facilities. Too often there is inadequate
information provided to primary care pro-
viders at the time of discharge and many
times we are expected to provide ongoing
psychiatric treatment regardless of our train-
ing. In response to this concern, the South-
west Michigan Children’s Mental Health
Coalition crafted a standard of care docu-
ment and presented it to the pediatric com-
munity in Kalamazoo. The Coalition group
then approached area psychiatric hospitals
and the response was very positive. The
MIAAP Mental Health Committee would
like pediatricians to review the document
and offer comment with a plan to then pre-
sent this standard of care to all psychiatric
inpatient facilities in the state.

Please forward your comments to Lia Gag-
gino, gagginol@bronsonhg.org or to Cindy
Statler, cstatler@chartermi.net.

COORDINATION AND
COLLABORATION CONCERNING
CHILD AND ADOLESCENT
PSYCHIATRIC HOSPITALIZATIONS

Despite tremendous need and demand it is
cleatly understood that there are not nearly
enough psychiatrists to treat every child
with mental illness. As such, pediatricians
and other PCPs will need to share in the
care of these children but can only do so
with the support of our psychiatry col-
leagues. It is hoped that PCPs and Psychia-
trists can collaborate in order to provide the
best care for patients. It is in the spirit of
collaboration that these recommendations
have been crafted.

Pediatricians can and do prescribe psycho-
tropic medications and The American
Academy of Pediatrics (AAP) recommends
that pediatricians expand their role in pro-
viding mental health care services. The
PCP’s scope of knowledge and comfort

level in treating children and adolescents
with mental illness, however, varies widely
and it is essential that a plan be in place to
adjust for this variation.

With respect to psychiatric hospitalization it
is noted that while the PCP may be ex-
pected to assume care of a child following
discharge, too often the PCP is unaware of
hospitalization until the patient arrives at
the office for follow-up and medication
refills. At minimum the PCP needs access
to psychiatrists for information and guid-
ance in caring for these children. Itis
hoped that such collaboration will allow
psychiatrists to provide care to those chil-
dren with the highest acuity while triaging
less complex cases to the PCP.

In addition to primary care physicians, men-
tal health providers in both the public and
private sector would benefit from informa-
tion regarding therapeutic interventions
during hospitalizations. A release of infor-
mation obtained during hospitalization
would assure ready access to pertinent in-
formation to outpatient therapists who are
asked to continue care for these children.
Understanding the diagnosis and course of
treatment initiated during the hospital stay
may guide future therapies.

Extending specific information to school
personnel would alert educators to the spe-
cial needs of these children. Awareness of
prescribed medication, for example is often
essential when a crisis occurs in the school
arena and understanding the child’s diagno-
sis and condition would assist with appro-
priate accommodations. This would pro-
vide for a safe environment for both the
child as well as his/her classmates.

Given the complexity of mental illness and
its impact on the lives of children it is essen-
tial that those that care for children and
their families including health cate provid-
ers, therapists, and educators form coali-
tions. Itis hoped that these recommenda-
tions can maintain the stabilization of chil-
dren discharged from psychiatric hospitals.

COMMUNITY STANDARD OF

CARE:

e The patient’s PCP is notified of admission
within 24 hours of psychiatric inpatient or
partial hospitalization.

As part of the admission process to the
psychiatric hospital, appropriate reciprocal
releases are obtained for exchange of in-
formation between the treating hospital,
PCP, mental health provider and school.
This would pertain to admission diagno-
sis, current medical condition, past medi-
cal history, family and social history,
school concerns, outpatient mental health
care, current medications and any previ-
ous psychotropic medication trials. PCP
records are provided within 24 hours.
The on-call PCP can be contacted by
phone for any immediate questions or
concerns.

e Prior to patient discharge a physician is
identified to assume outpatient psychiatric
care and has expressly agreed to provide
such care. The discharge summary and
plan for psychiatric follow-up clearly iden-
tifies the physician responsible for outpa-
tient psychiatric care.

The inpatient psychiatrist is responsible
for prescriptions written at discharge
unless expressly agreed upon by the ac-
cepting physician.

e An appointment for follow-up psychiatric
care must be made prior to patient dis-
charge. A contact at the psychiatric facil-
ity is identified for any questions regarding
in-patient care or concerns following dis-
charge.

In order to assure continuum of care,
pertinent information is provided to out-
patient mental health providers and to
school personnel

In the event of an emergency pertaining
to psychiatric hospitalization or to medi-
cations prescribed by the hospital psychia-
trist, the PCP will have immediate phone
access to the on-call psychiatrist within 30
minutes. This is essential for the safety of
the patient. LG
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Kalamazoo Children’s Healthcare Access Program
Thomas R. Akland, DO, FACOP, FAAP—Medical Director, Kalamazoo CHAP

The Kalamazoo Children's Healthcare Ac-
cess Program has made significant headway
in the new year. Through the support of
the MIAAP and accessing funding from the
Early Childhood Investment Corporation,
we hired a project manager. We have met
with many of the local stakeholders, given a
number of presentations, and

Chapter Child Care Contacts

have garnered support from members

of the Kalamazoo community for this
Medical Home initiative. We continue to
develop relationships with the executives of
both area health systems, the county health
department, members of community or-
ganizations, and many local pediatri-

cians. Additionally, we will soon be finaliz-

Andrew Hashikawa, MD—MI Chapter Child Care Contact

With almost 2 out of every 3 children under
the age of six in a nonparental child care
setting, the need for pediatric child care
expertise has never been greater. The AAP
and the Section on Eatly Education and
Child Care have been working to reestab-
lish state chapter child care contacts
(CCCC) as liaisons to:
1) strengthen partnerships between health
catre and child cate professionals
2) provide technical assistance for health
and safety issues within the child care
community
3) support ongoing educational needs
regarding health and safety standards
for child care professionals.
As the newly appointed CCCC, I would like
to take this opportunity to inform readers
about our recent chapter activities and pro-
vide readers with some high yield informa-
tional resources regarding child care health
and safety related issues.

We are actively renewing relationships with
local child care organizations, particularly
the Great Start Network, comprised of ten
regional resource centers in Michigan that
helps organize and provide training for

child care providers. Currently in Michigan,
there are few health and safety training ses-
sions available for child care providers. In
order to meet this need, MI chapter is one
of seven state chapters that has received an
AAP grant to implement a new infectious
disease training program for child care pro-
viders, Healthy Futures: Curticulum for
Managing Infectious Diseases in Early Edu-
cation and Child Care Settings. Our plan is
disseminate the training program through-
out the state at local and regional child care
conferences and eventually among the
Great Start regional resource centers. Mov-
ing forward, we eventually plan to work
with our child care partners to establish
measurable and sustainable educational
training curriculum for child care providers,
to recruit a network of health care provid-
ers in Michigan to help provide health ex-
pertise for early education and child care
providers, and to increase medical trainee
exposure to child care related health issues.

For health care providers interested in
learning more about the latest AAP child
care related health and safety standards, I
recommend Managing Infectious Diseases

ing a summer service-learning internship
program with Kalamazoo College. We
have formed a Steering Committee of a
broad range of community stake-

holders. The Steering Committee will be
working over the spring and summer to
further launch this initiative in Kalamazoo
County. TA

in Child Care and Schools by Susan
Aronson and Managing Chronic Health
Needs in Child Care and Schools by Elaine
A. Donohue. In addition, the 3td edition of
the AAP’s Caring for Our Children: Na-
tional Health and Safety Performance Stan-
dards Guidelines for Out-of-Home Child
Care is scheduled for release in spring 2011.
High yield online resources include the
AAP’s Healthy Child Care Ametica
(HCCA) http:/ /www.healthychildcare.otg
that also provides child care health and
safety fact sheets, listing of HCCA grantees
and AAP child chapter contacts, Power-
Point presentations, and AAP policies on
eatly childhood education and child care.
The National Resource Center for Health
and Safety in Child Care and Early Child
Care http://nrckids.org/ is another online
resources that provides excellent resources
for promoting health and safety in child
care.

For further questions regarding MIAAP
child care related training opportunities
or collaborations, please feel free to email
me, Andrew Hashikawa, at dre-
whash@umich.edu. AH

Interested in representing children’'s health at the state level
as Michigan works to implement the Affordable Care Act?

It's very important that a pediatric perspective is present as the state works on implementation.
Could you attend a monthly meeting or call into such meetings? They will likely take place in
Lansing. Please contact Denise Sloan at the MIAAP office if you are interested.
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Vaccine Administration CPT Codes 90460 and 90461

Teresa Holtrop, MD, FAAP

As your representative to the Michigan
Advisory Committee on Immunizations
(MACI), I've been asked to provide a brief
update on the discussions around the
changes in CPT coding for immunization
administration that occurred as of January
1, 2011. Questions about reimbursement
of various new CPT codes have been
brought up by practitioners to the MIAAP
Board, specifically questions that relate to
the reimbursement issues around vaccine
administration codes for Vaccines For Chil-
dren (VFC). MACI discussed these issues
at its last meeting February 16t, 2011, so
here is my humble contribution to a some-
what obscure topic.

For those of you who haven’t familiarized
yourselves with vaccine administration bill-
ing codes, suffice it to say that little justice
was felt to prevail in the fact that as new
combination vaccines came out on the mar-
ket, we as practitioners spent additional
time explaining the benefits and side effects
of various components but continued to
receive the same limited reimbursement for
vaccine administration as if we had admin-
istered a single component vaccine. In
recognition thereof, new CPT codes were
recommended by the AAP and adopted by
the American Medical Association (who
manages the CPT system as mandated by
the Centers for Medicare and Medicaid
Services). Specifically, CPT code 90460
was established to code for immunization
administration through 18 years of age with
counseling by a physician or other qualified
health care professional, first vaccine com-
ponent, and CPT code 90461 for each addi-
tional vaccine component. Thus, if you
administer MMR, you can, when billing a
commercial insurance, bill for the MMR
vaccine itself and in addition bill using
90460 once, and 90461 twice. Commercial
insurers have established various reimburse-
ment rates for these two codes and your
reimbursement can increase substantially.

The big question that has arisen and has
caused concern is whether this higher reim-
bursement will also be available to us when
dealing with a patient eligible for VFC vac-
cine (i.e., Medicaid, uninsured or Native
American/Eskimo) for whom the state
provides the vaccine for free (and for
whom we therefore don’t bill for vaccine
costs). Vaccine administration is, after all,
the only venue available to VFC providers
for covering our costs. Medicaid had been
paying us $7 for CPT codes 90465 (for < 8
years old) or 90467 ( for > 8 yrs old) and
$0 for the additional administration codes
90466 and 90468.

Well, the long and short of it is that Medi-
caid will continue to pay us only $7 for the
first component and $0 for any additional
component. I want you to know that the
Michigan Department of Community
Health’s Division of Immunizations, which
staffs MACI, told me that they actually
advocated for us because Michigan Medi-
caid wanted to decrease the payment for
90460 to $3, in part because the state has to
contribute half of the money, receiving the
other half as a match from the federal
Medicaid program. With the severe budget
crunch that the state is in, Michigan Medi-
caid was attempting to save money. Fortu-
nately for us, cooler heads prevailed. On
the other hand, the current state budget
crunch doesn’t make it very likely that any
additional dollars will be freed up to cover
any reimbursement for the 90461 code and
it is likely to stay at $0. By law, VFC per-
mits reimbursement up to $16.75 per vac-
cine, so technically it would be possible to
add some sort of additional reimbursement
for the additional components of a combi-
nation vaccine. I’'m not holding my breath.
One glimmer of hope: over the two year
period of 2013-2014, the Accountable Care
Act requires that Medicaid rates will in-
crease to Medicare rates and those currently
are almost triple what we get now.

TH
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Life-Saving Restrictions for Graduated Driver Licensing to take Effect
March 30: OHSP Provides Simple Reminder to New Teen Driving Law
Michigan State Police—Melody Kindraka Office of Highway Safety Patrol

Beginning March 30, teenage drivers with a
Level 2 license under the Graduated Driver
Licensing (GDL) program will have to
comply with new driving restrictions, in-
cluding limits on the number of passengers
in a vehicle and shorter nighttime driving
hours.

To encourage awareness and compliance
with these potentially life-saving restric-
tions, the Office of Highway Safety Plan-
ning (OHSP) is launching a public aware-
ness campaign that will feature billboards,
public service announcements, posters and
brochures. OHSP will use federal traffic
safety funds for the campaign.

"Studies have shown for teen drivers the
crash risk increases exponentially for each
additional passenger, but parents seem un-
aware of the dangers associated with pas-
sengers and nighttime driving," said Mi-
chael L. Prince, OHSP director. "The new
requirements and the awareness campaign
will go a long way in improving teen driving

safety."

The campaign encourages parents and teens
to remember First & 10: Don't exceed your
first passenger and don't drive after 10 p.m. The
campaign includes the web site,
www.firstn10.com, to more fully explain

the restrictions.

The new requirements prohibit Level 2
license holders from having more than one,
under 21-year-old passenger unless the indi-
vidual is a member of the driver's immedi-
ate family, or the driver is traveling to or
from school or a school-sanctioned event.

In addition, Level 2 license holders may not
drive between 10 p.m. and 5 a.m. unless
traveling to or from employment, or ac-
companied by a parent, legal guardian or
licensed driver over 21 years old designated
by a patrent or legal guardian.

A Level 2 license holder must be at least 16
years old and have successfully completed
Segment 1 and 2 of a drivet's education
program approved by the Michigan Depart-
ment of State, as well as passed a driving

FIRST& IO

FIRST
10

skills test and presented a skills test certifi-
cate. A teen driver cannot have a crash or
violation in the 90 days prior to applying
for a Level 2 license.

The Michigan Legislature approved the
changes to the GDL program on the final
day of the 2010 legislative session. The
legislation was sponsored by Rep. Richard
LeBlanc (D-Westland) and supported
through the efforts of the GDL Coalition, a
group of community organizations dedi-
cated to teen driver safety.

In 2009 in Michigan, 154 people were killed
and 1,485 were seriously injured in crashes
involving drivers ages 16-20. Of those fa-
talities, 80 were a 16-20 year old driver or
passenger. OHSP

The MIAAP is a part of the
coalition that successfully interacted
with legislators on the need for
the change in the law.

If you wonld like posters for your office,
please contact the MLAAP office.

MICHIGAN'’S GRADUATED LICENSE SYSTEM
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Vision/health
screening

prior to behind-
the-wheel
experience

Minimum 24
hours of
classroom

Minimum six
hours behind-
the-wheel
experience

Minimum four
hours behind-
the-wheel
observation time

Written exam
required

Vision exam

Health
standards

Written
approval of
parents

Proof of Social
Security
number, legal
presence,
identity and
Michigan
residency

May drive only
with parent or
designated
licensed adult
age 21 or older

the-wheel
practice driving
with parent,
including two
hours of the
required 10
hours night
driving

Held a valid
Level 1 License
for not less
than three
consecutive
months

Written exam
required

the-wheel,
including what
remains of the
10 hours
required night
driving

Review study
guides

Level 1

Vehicle
inspection

Off-road test

On-road test

violation-free prior to
application for Level 2
License

Between 10 p.m. and 5 a.m.,
teen must drive with a
parent, legal guardian or
licensed adult over age 21
unless driving to or from
employment

With the exception of
immediate family

members, must not have
more than one passenger
under age 21 unless traveling
to or from school or a school
sanctioned event

Minimum of
six months at
Level 2

12 consecutive
months of
crash- and-
violation-free
driving at
Level 1/Level
2 prior to
application for
Level 3
License

Full driving
privileges
with no
restrictions

Minimum e - S .
three-week class Minimum of six months Minimum of six months
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Children With A Medical Home Receive Better Health Care

AAP

The “medical home” has been endorsed as
a standard of primary care, in which pa-
tients have access to health care that is ac-
cessible, continuous, comprehensive, family
-centered, coordinated, compassionate and
culturally effective. The medical home has
received widespread attention as a way to
ensure quality health care for children with
special health care needs, as well as for
adults with chronic conditions. A new study
examines the role of the medical home for
the pediatric population as a whole. The

study, “The Medical Home: Health Care
Access and Impact for Children and Youth
in the United States,” published in the April
2011 issue of Pediatrics (published online
March 17), used data from the 2007 Na-
tional Survey of Children’s Health to ana-
lyze how many children had access to a
medical home. In 2007, 56.9 percent of
U.S. children ages 1 to 17 years received
care in medical homes. Younger children
were more likely to have a medical home
than older children. The authors detected

large racial and ethnic disparities, with non-
Hispanic white children having the highest
rate of access to a medical home, and His-
panic children having the lowest rate. Chil-
dren who received care in medical homes
were more likely to have annual preventive
medical visits, and were less likely to have
unmet medical and dental needs. The study
findings reinforce the need to expand fed-
eral, state and community efforts to ensute
all children have access to this model of
care. AAP

AAP Urges Congress to Protect Children in Federal Spending:

U.S. Representative Paul Ryan’s Proposed 2012 Budget Would Hurt Children
O. Marion Burton, MD, FAAP, president, American Academy of Pediatrics

"The American Academy of Pediatrics
(AAP) is extremely disappointed with U.S.
House of Representatives Budget Commit-
tee Chairman Paul Ryan’s (R-Wisc.) pro-
posed Fiscal Year 2012 budget resolution,
which is currently being considered by the
House Budget Committee. Chairman
Ryan’s ten-year budget plan includes severe
cuts to programs that are essential for chil-
dren, which further contributes to a poten-
tially catastrophic fiscal environment for
children’s health on Capitol Hill as Con-
gress considers a variety of measures to
fund the U.S. government through the rest
of the current fiscal year.

“Throughout the budget and appropria-
tions process—whether short- or long-
term—the Academy’s message to Congress

is clear: do no harm to children.

“Children ate the future. Sustained invest-
ments in our children’s health over time—
uninterrupted—will make America health-
ier, mote productive, and better able to
compete in the global economy. We simply
cannot afford to put children at further risk
by cutting funding for such critical pro-
grams.

“The expansive cuts proposed in Chairman
Ryan’s budget resolution would have a dev-
astating and irreversible impact on chil-
dren’s health:

e Significantly reducing funding levels for
vital child health programs during a time
when many families are still recovering
from the economic recession would leave

Future of Pediatrics Conference
Embracing Change: Improving the Health of ALL Children

Chicago, lllinois
July 29-31, 2011
Visit www.pedialink.org/cmefinder for more information
Register by June 29, 2011 for Early Bird Rates!

Attend the Mental Health Preconference:
Embracing Mental Health Care: Lessons Learned for Success
Thursday, July 28
10:00 am-5:15 pm
For more information, visit www.aap.org/mentalhealth.

some of our nation’s most vulnerable
children without access to life-saving
services.

e Block-granting Medicaid and rolling back
its proposed expansion under the Af-
fordable Care Act adds further insult to
injury: more than half of all Medicaid
recipients are children, who make up less
than one quarter of the program’s overall
costs. Many of these children come
from low-income families, or have spe-
cial health care needs, and rely on Medi-
caid for access to comprehensive, age-
appropriate benefits.

e Repealing the Affordable Care Act is the
wrong choice for our children’s health.
We cannot afford to undo the progress
already made to date through the law’s
investments in preventive health care,
improvements to health care access, and
expansion of health care coverage.

“Whether considering Fiscal Year 2011
federal spending bills or looking toward
long-term budget proposals, Congress must
seize this opportunity to invest in the future
of our country by putting children first. The
AAP calls on its 60,000 pediatrician mem-
bers to urge their elected officials to do no
harm to children in federal spending.” AAP


http://pediatrics.aappublications.org/cgi/content/abstract/peds.2009-3555v1
http://pediatrics.aappublications.org/cgi/content/abstract/peds.2009-3555v1
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AAP Updates Recommendation on Car Seats: cnidren should ride

rear-facing until 2, use a booster until at least age 8

New advice from the American Academy of
Pediatrics (AAP) will change the way many
parents buckle up their children for a drive.

In a new policy published in the April 2011
issue of Pediatrics (published online March
21), the AAP advises parents to keep their
toddlers in rear-facing car seats until age 2,
or until they reach the maximum height and
weight for their seat. It also advises that
most children will need to ride in a belt-
positioning booster seat until they have
reached 4 feet 9 inches tall and are between
8 and 12 years of age.

The previous policy, from 2002, advised
that it is safest for infants and toddlers to
ride rear-facing up to the limits of the car
seat, but it also cited age 12 months and 20
pounds as a minimum. As a result, many
parents turned the seat to face the front of
the car when their child celebrated his or
her first birthday.

“Parents often look forward to transitioning
from one stage to the next, but these transi-
tions should generally be delayed until
they’re necessary, when the child fully out-
grows the limits for his or her current
stage,” said Dennis Durbin, MD, FAAP,
lead author of the policy statement and ac-
companying technical report.

“A rear-facing child safety seat does a better
job of supporting the head, neck and spine
of infants and toddlers in a crash, because it
distributes the force of the collision over
the entire body,” Dr. Durbin said. “For

Child Safety Seat Tips:

larger children, a forward-facing seat with a
harness is safer than a booster, and a belt-
positioning booster seat provides better
protection than a seat belt alone until the
seat belt fits correctly.”

While the rate of deaths in motor vehicle
crashes in children under age 16 has de-
creased substantially — dropping 45 percent
between 1997 and 2009 — it is still the lead-
ing cause of death for children ages 4 and
older. Counting children and teens up to
age 21, there are more than 5,000 deaths
each year. Fatalities are just the tip of the
iceberg; for every fatality, roughly 18 chil-
dren are hospitalized and more than 400 are
injured setiously enough to require medical
treatment.

New research has found children are safer
in rear-facing car seats. A 2007 study in the
journal Injury Prevention showed that children
under age 2 are 75 percent less likely to die
or be severely injured in a crash if they are
riding rear-facing,.

“The ‘age 2’ recommendation is not a dead-
line, but rather a guideline to help parents
decide when to make the transition,” Dr.
Durbin said. “Smaller children will benefit
from remaining rear-facing longer, while
other children may reach the maximum
height or weight before 2 years of age.”
Children should transition from a rear-
facing seat to a forward-facing seat with a
harness, until they reach the maximum
weight or height for that seat. Then a

Rearface until a minimum of 2 years.

booster will make sure the vehicle’s lap-and-
shoulder belt fit propetly. The shoulder belt
should lie across the middle of the chest and
shoulder, not near the neck or face. The lap
belt should fit low and snug on the hips and
upper thighs, not across the belly. Most
children will need a booster seat until they
have reached 4 feet 9 inches tall and are
between 8 and 12 years old.

Children should ride in the rear of a vehicle
until they are 13 years old.

A rear-facing child safety
seat does a better job of
supporting the head, neck
and spine of infants and
toddlers in a crash, because
it distributes the force of the

collision over the entire body "\

Although the Federal Aviation Administra~
tion permits children under age 2 to ride on
an adult’s lap on an airplane, they are best
protected by riding in an age- and size-
appropriate restraint.

“Children should ride propetly restrained
on every trip in every type of transportation,
on the road ot in the air,” Dr. Durbin said.

Car Seats Policy Car Seat Technical Report
A car seat guide for parents is available at
www.healthvchildren.or

carseateuide
AAP

Child Safety Seats Expire! Check your manual or call your child safety
seat manufacturer for expiration information.

Most child safety seats must be replaced after being involved in a car crash—
even if the child was not riding in the seat during the crash. Check the manual for specifics.

No one seat is the “best” or “safest.” The best seat is the one that fits the child’s size, is
correctly installed, fits well in the vehicle, and is used properly every time.



http://pediatrics.aappublications.org/cgi/reprint/peds.2011-0213v1
http://pediatrics.aappublications.org/cgi/reprint/peds.2011-0215v1
http://www.healthychildren.org/carseatguide
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Why iS Re atfaCing Safest? Before ditching the booster, children must pass
The 5-S est

This best practice results from the need to support the 1. Does the child sit all the way
back against the auto seat?

young child’s posterior torso, neck, head, and pelvis and
Do the child's knees bend comfortably

to distribute crash forces over the entite body. at the edge of the auto seat?

Developmental considerations, including incomplete - Does the belt cross the shoulder
between the neck and arm?

vertebral ossification, more horizontally oriented spinal )
Is the lap belt as low as possible,

facet joints, and excessive ligamentous laxity put young touching the thighs?

children at risk of head and spinal cord injury. o+ (b s e sty semsel e die
for the whole trip?

Rear-facing CSSs address this risk by supporting the

Most kids need to ride in a booster until 10-12

child’s head and preventing the relatively large head years. If the child does not pass all 5 steps they
need to continue using a belt positioning booster
from movin in ndentl f th r rtionatel until they do. Children fit in all vehicles differently
o oving depe de y o ¢ proportio cly and may need a booster seat in some vehicles, but
smaller neck. el

Durbin, Dennis and AAP Committee on Injury, Violence, and Poison Prevention. Technical Report:
Child Passenger Safety. Pediatrics. Page e1054.

/Car Seat Recommendations for Children

*kok Kk \
elect a car seat based on your child’s age and size, and choose a seat that fits in your vehicle and use it every time. NmSA
. fed : . ’, : : e i
Always refer to your specific car seat manufacturer’s instructions; read the vehicle owner’s manual on how to install the car seat using the wwwnhtsa.gov

seat belt or LATCH system; and check height and weight limits.

To maximize safety, keep your child in the car seat for as long as possible, as long as the child fits within the manufacturer’s height and weight requirements.

|\ O Keep your child in the back seat at least through age 12. j
(—ﬂ Your child under age 1 should always ride in a rear-facing car seat.

Q There are different types of rear-facing car seats: Infant-only seats can only be used rear-facing. Convertible and 3-in-1 car seats typically
have higher height and weight limits for the rear-facing position, allowing you to keep your child rear-facing for a longer period of time.

1-3years ” J

Keep your child rear-facing as long as possible. It's the best way to keep him or her safe. Your child should remain in a rear-facing car
seat until he or she reaches the top height or weight limit allowed by your car seat’s manufacturer. Once your child outgrows the
rear-facing car seat, your child is ready to travel in a forward-facing car seat with a harness.

4 -7 years J J

Keep your child in a forward-facing car seat with a harness until he or she reaches the top height or weight limit allowed by your
car seat’s manufacturer. Once your child outgrows the forward-facing car seat with a harness, it's time to travel in a booster seat,
but still in the back seat.

AGE

8-12years J &
—| Keep your child in a booster seat until he or she is big enough to fit in a seat belt properly. For a seat belt to fit properly the lap belt must
lie snugly across the upper thighs, not the stomach. The shoulder belt should lie snug across the shoulder and chest and not cross the

neck or face. Remember: your child should still ride in the back seat because it's safer there.

/-DESCR|PT|0N (RESTRAINT TYPE) \
H AREAR-FACING CAR SEAT is the best A FORWARD-FACING A BOOSTER SEAT A SEAT BELT should lie across the
seat for your young child to use. It has a CAR SEAT has a harness positions the seat belt upper thighs and be snug across the
harness and in a crash, cradles and moves and tether that limits your so that it fits properly shoulder and chest to restrain the child
with your child to reduce the stress to the child’s forward movement over the stronger parts safely in a crash. It should not rest on
k child’s fragile neck and spinal cord. during a crash. of your child’s body. the stomach area or across the neck. J

ﬂ www.facebook.com/childpassengersafety http://twitter.com/childseatsafety March 21,2011
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With women, for a lifetime”

Pertussis— a vaccine-preventable disease - is killing vulnerable infants.

Dear Healthcare Professional Colleague—

Pertussis (“whooping cough”) outbreaks
are occurring all over the country, but most
notably in California. Newborns and infants
are especially hard hit by this disease. While
disease can occur in all ages, infants less
than 12 months are at highest risk for se-
vere disease and death.

Infants begin their pertussis immunization
series (Diphtheria-Tetanus-Acellular Pertus-
sis or “DTaP”) at two months, however
maximum protection is not achieved until
the primary series is completed. Adoles-
cents and adults are recommended to be
immunized with a booster dose - “Tdap” —
for adolescents this is preferably given at
age 11-12 years.

Vaccinate parents, siblings, grandpar-
ents and caregivers of infants with
Tdap.

The Centers for Disease Control and Pre-
vention’s Advisory Committee on Immuni-
zation Practices (ACIP) recently made sig-

nificant changes on the use of the adoles-
cent and adult pertussis vaccine to increase
vaccine coverage and protect vulnerable
infants. These changes were made after
review of safety and immunogenicity data,
especially in age groups for which Tdap is
not licensed. This letter supports those
recommendations, and is a call to action for
healthcare professionals to heed them.

ACIP now recommends use of Tdap in
adults age 65 years and older and undervac-
cinated children ages 7 to 10 years and
ACIP now recommends giving Tdap re-
gardless of interval since last tetanus or
diphtheria containing vaccine. By being
vaccinated, close contacts of infants create
a protective “cocoon” for newborns and
infants who either cannot yet be vaccinated
ot have not completed their initial vaccine
series. Studies have indicated that 75%-83%
of infant pertussis cases with a known
source exposure were caused by an infected
household member. Parents and siblings
are the most common source, with 55% of

cases in infants linked to an infected patrent.

Educate the families you care for about
why it’s important to be up-to-date with
Tdap vaccinations and where Tdap can be
obtained. Offer Tdap vaccine especially to
post-partum/breastfeeding women and
families, if possible, before discharge from
the hospital or birthing center. According
to ACIP and the American College of Ob-
stetricians and Gynecologists, a clinician
may choose to administer Tdap to a preg-
nant woman in the 2nd or 3rd trimester in
certain circumstances, such as a community
pertussis outbreak.

Protect your patients — be vaccinated
with Tdap yourself!

Previous outbreaks in newborn populations
have been linked to exposure from infected
healthcare workers. As healthcare profes-
sionals, we have a duty to promote patient
safety and public health. Do not risk the
health of your most vulnerable patients —
get your Tdap vaccine, too.

PERTUSSIS VACCINE DOSING GUIDE

AGE GROUP VACCINE TYPE RECOMMENDED DOSING SCHEDULE

Infants & Children age 0-7 DTaP Primary Series—2, 4, 5, 15-18 months; booster— 4-6 years

Children age 7-10 Tdap Catch up—(or for unknown pertussis vaccine history)—May give single dose of Tdap
in place of Td in catch-up seties

Adolescents age 11-18 Tdap Booster— Give single dose Tdap, preferably ate age 11-12 years

Adults age 19-64 Tdap Booster—Give single dose of Tdap in place of Td, especially if it contact with infant
age <12 months (e.g. parents, child care providers)

Adults age 65+ Tdap Booster—May give single dose of Tdap in place of Td, especially if in contact with
infant age <12 months (e.g. grandparents)

Pregnant Women Tdap Special Circumstance (e.g. community pertussis outbreak)— Single dose Tdap may be
given in 2nd or 3rd trimester when protection is needed urgently

Postpartum and Breastfeeding Tdap Booster— Give single dose of Tdap, preferably before discharge from hospital or

Women birthing facility

Notes: Tdap recommendations apply to persons that have never received Tdap.

Chart content based on vaccine information from the Centers for Disease Control and Prevention, and recommendations on use of per-

tussis vaccine from the Advisory Committee on Immunization Practices.

Atkinson W., Wolfe S., Hamborsky J., Mclntyre L., eds. (2009). Chapter 14 - Pertussis. Epidk

jology and Pre

for Disease Control and Prevention. Washington, DC: Public Health Foundation.

of Vaccine Preventable Diseases, 11th Ed. (199-216). Centers

Centers for Disease Control and Prevention. (2010). Updated Recommendations for Use of Tetanus Toxoid, Reduced Diphtheria Toxoid and Acellular Pertussis (Tdap)
Vaccine from the Advi-sory Committee on Immunization Practices, 2010. Morbidity and Mortality Weekly Report, 60(1), 13-15.




