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Dear Resident Section Members:

When I assumed the AAP presidency last
October, my top priority was to advance
the Academy’s goal of ensuring that all chil-
dren have access to high-quality health care
delivered in a medical home by pediatricians
who are appropriately reimbursed for their
services. As I write this, at the halfway point
of my term in office, 'm happy to report that we’ve made
progress in this area.

One significant accomplishment was the “Access
Retreat” we hosted in Washington, DC, in January. The
purpose of the event was to reassess our strategy by con-
vening individuals representing a vast array of backgrounds
and varied political perspectives. Our thinking was that if
we're to succeed in the current congressional environment,
our initiatives must appeal to moderates on both sides of
the political aisle. Taking that risk turned out to be a huge
success as we were able to bring disparate opinions toward
a viable consensus, including the following:

1. We must adopt a bipartisan approach focused on
families rather than just children;

2. We must explore tax credits targeted to the uninsured
and find creative ways to ensure they’re used for

health care;

3. We must be vigilant in fighting those who would
attempt to dismantle current entitlements for

children; and
4. 'We must broaden our coalition to include those open

to programs to help children.

The AAP Board of Directors has endorsed these strate-
gies and the work has begun.

We’ve also launched a new initiative, the “Pediatrics for
the 21st Century Symposium Series.” The objectives of this
project are to promote health care policy decisions that are
in the best interest of children, to offer practical guidance
and information on issues impacting pediatric practice,
and to address pediatric issues beyond the scope of any one
group. To that end, we will host a series of 6 targeted sym-
posia over the next 3 years. Possible topics to be addressed
include the relationship between pediatric generalists and
subspecialists, emerging technologies, and the delivery of
children’s mental health care. Written summaries will be
developed following each symposium and made available
to all pediatricians.

I believe that both of these projects can significantly
impact the future of pediatrics and child health. As the
pediatricians of tomorrow, you have an important stake in
these efforts. I encourage and welcome your involvement.

E. Stephen Edwards, MD
President, American Academy of Pediatrics

Jambalaya ’n’ Jazz

By Dean Richard Focht III, MD, Secretary

The AAP Resident Section Annual Assembly will be held on Friday evening, October 31, and Saturday,
November 1,2003,in New Orleans, LA.The section meeting is scheduled in conjunction with the National
Conference & Exhibition (NCE) of the American Academy of Pediatrics, which runs November 1-5,2003.

Wlere can you go to enjoy
some of the best jambalaya
while listening to Najee in a
cozy jazz club? New Orleans!
This is exactly where you
will be if you arrange your
schedule now so that you
can attend the 2003 Resident
Section Annual Assembly on
Saturday, November 1, 2003.
There will be plenty of
time for a stroll to see the ghosts and goblins on Bourbon
Street, so before you leave the hotel, be sure to stop in at
the Resident Section research reception for residents and

medical students on Friday, October 31, from 7:00 to 8:00 pm.

Representatives from other sections within the Academy will
be present to discuss the benefits of membership in their sec-
tions. This is a great opportunity to network and check out
some fine poster presentations on resident research grant
projects and selected resident case presentations.

Don’t stay up too late, though, because you'll want a good
night’s sleep before our Resident Section Annual Assembly
and fantastic program, “The Pediatrician and Public Health:
Where Do We Fit In?” on Saturday morning. This will be fol-
lowed by presentation of the child advocacy awards and then
elections for national officers.

One of the most important parts of the entire meeting—
the district lunches—occurs next. District lunches afford
the opportunity to meet with other residents from your
geographic region to discuss concerns held in common.
These conversations often result in policy resolutions, which
are debated and voted on by the entire assembly later in
the afternoon. If passed, resolutions are sent up the AAP
“chain of command” for further action.

If you would like to become more involved in the
Academy, I would encourage you to think about running
for either district coordinator (DC) or assistant district
coordinator (ADC). These posts (one per district) are filled
in elections during the individual district lunches. Serving
as a DC or ADC is a great way to learn more about the AAP

Plan Now to Attend!

The 2003 National Conference & Exhibition of the
American Academy of Pediatrics

November 1-5,2003

New Orleans, LA

As well as

The AAP Resident Section Annual Assembly

Reception for residents, medical students, and young physicians
Friday, October 31,2003
7:00 to 8:00 pm

The Pediatrician and Public Health: Where Do We Fit In?
Saturday, November 1,2003
7:30 am to 4:00 pm

and provides the opportunity to work with other residents
from across the country. To learn more about the Resident
Section and what it means to be a DC or ADC, check out the
Resident Section Web site at www.aap.org/sections/resident.

Following the debate and voting on policy resolutions,
there will be 2 breakout sessions created specifically for resi-
dents. One session will focus on evidence-based medicine
and the other on domestic violence. The breakouts should
wrap up by 4:00 pm and the rest of the evening will be yours
to do as you please. It would be a great time to head out to
the town and catch that jazz club you have been hearing
about, or to enjoy some good Cajun cooking.

“If you would like to become more
involved in the Academy, I would
encourage you to think about running
for either district coordinator (DC) or
assistant district coordinator (ADC).”

Those who can stay a few more days can count on a
thoroughly motivating, energizing, and intellectually stimu-
lating experience at the NCE. The Academy sponsors great
lectures by national experts on a host of topics. The exhibit
hall hosts vendors and representatives from various related
groups (eg, hospitals, pharmaceutical companies, product
manufacturers, publishers, office technology developers),
who can answer any and all questions. (By the way, don’t
forget to check out the back-massage station in the exhibit
hall). And the networking is terrific.

This was just a short preview of what you can expect at
the NCE. I can attest from personal experience that it is one
of the most enjoyable times you will have during residency.
I hope to see you there.

Dean Richard (Rick) Focht IlI, MD, is a pedi-
atric gastroenterology fellow at the Cincinnati
Children’s Hospital Medical Center. Write to

him at drfocht@yahoo.com.
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From the

Chairperson’s Desk

BY ANTOINETTE L. LASKEY, MD, MPH, FAAP, CHAIRPERSON

Collaborating to Share Solutions to Work-Hours Dilemmas

Residencies were expected to be in compli-
ance with the new ACGME policy on duty
hours by July 1, 2003. Knowing that the tran-
sition would prompt some changes and more
uncertainties for many residency programs,
chief residents and program directors brain-
stormed months in advance on the best way
to handle the new 80-hour workweek and
“24 hour plus 6 hour” shift maximum. Many
programs instituted changes before the dead-
line, but many more struggled to figure out
how to staff all the necessary places, meet
ACGME requirements, and still provide the
necessary education.

The AAP Resident Section has focused
much energy on this issue. None of us has
time to reinvent the wheel, so we have added
a page to our Web site dedicated to “Solu-
tions that Work” for training programs
implementing the new duty hours require-
ments. To that end, we need your help. Please
visit the site and check out what is posted.

If your program has creative solutions that
aren’t already listed, share them! When you
write to us, tell us

® The number of residents per year in

your program
® Changes that have been made in

scheduling
® Changes in use of physician extenders

(if that is part of the solution)
® The impact you have noticed
® Innovative strategies for coverage

As we share this information, we’ll
learn from one another about what works
and what doesn’t work. Collaboration
will help us to achieve the goals of a safer
patient care environment and a work envi-
ronment for residents that is both safer
and more conducive to learning. Please
visit www.aap.org/sections/resident/

rwhsolutions.htm and give us your feedback.

Annual Assembly Plans Shape Up

We're excited about the upcoming AAP
National Conference & Exhibition, to be
held November 1-5, 2003, in New Orleans,
LA. The theme for our Resident Section
Annual Assembly, held in conjunction on
Friday evening, October 31, and Saturday,
November 1, will be, “The Pediatrician and
Public Health: Where Do We Fit In?”

Our program will run from 7:30 am to
4:00 pm on Saturday, and we have a full
agenda. Our keynote speaker is a former
surgeon general of the United States,
Antonia Novello, MD, who will speak on
the pediatrician and public health. The
keynote question-and-answer segment will
be followed by presentation of the annual
child advocacy awards, then elections for
national offices. After district lunches, where
residents have a chance to talk about local
issues and elect district and assistant district
coordinators, we will debate and vote on
policy resolutions.

Learning About Leadership

By Ruchi Gupta, MD, Boston, MA

The Pediatric Leaders for the 21st Century
conference was held November 7-10, 2002,
in sunny Houston, TX. A project of the
Pediatric Leadership Alliance, a partnership
of the American Academy of Pediatrics and
the Johnson & Johnson Pediatric Institute,
the conference focused on understanding
your leadership style and developing the
characteristics needed to enhance it. Young
physicians in private practice and academic
medicine from all over the country were
represented.

Lewis R. First, MD, FAAP, professor
and chair of pediatrics at the University of
Vermont College of Medicine and chief of
the Vermont Children’s Hospital at Fletcher
Allen, shared personal stories of his trials
and tribulations in developing as a leader in
a talk titled, “Leading as a Pediatrician.” Dr
First was not only inspiring but incredibly
entertaining as he told stories and jokes, and
even sang a song. The keynote address was
given by Ralph D. Feigin, MD, FAAP, presi-
dent and CEO of Baylor College of Medicine,
who also shared personal stories and inspired
us by discussing the need for strong leaders
in pediatrics.

Many talks discussed strategies for
becoming a better leader. Speakers stressed
the importance of working in teams and
how best to make teamwork effective, prob-

lem solving in complex systems, and useful
tools for effective leadership, such as sched-
ules and planners. Aaron Friedman, MD,
FAAP, gave an interesting talk about how
leaders manage conflict, use power, and
gain influence. Other presenters considered
how we can best maintain balance in our
lives and learn to serve as effective mentors,
coaches, and teachers. To end this amazing
conference, Fernando Stein, MD, FAAP,
gave a very touching talk titled, “Leadership
Requires Heart.”

Overall, the conference was a fabulous
experience. It provided an opportunity to
network with individuals who have similar
goals and interests, and to learn leadership
techniques from prominent leaders and
experts. It was also a chance to better under-
stand yourself, reflect on your leadership
style, and address your weaknesses. I think
every young pediatrician should consider
applying to attend a Pediatric Leaders for the
21st Century conference in coming years.

Ruchi Gupta, MD, is a first-year fellow in the
Harvard Pediatric Health Services Research
Fellowship program at Children’s Hospital
Boston. Dr Gupta completed her pediatric
residency at Children’s Hospital in Seattle,
affiliated with the University of Washington.
Write to her at ruchi.gupta@tch.harvard.edu.

When our business is concluded, we’ll
break out for two excellent educational
sessions. The first breakout is cosponsored
by the AAP Section on Epidemiology.

John Frohna, MD, MPH, FAAP, and Brett
Robbins, MD, MPH, will consider the use
of evidence-based medicine techniques in

a day-to-day setting, both in the clinic and
on rounds. The second breakout session
will concern safe and supportive domestic
violence screening and reporting. This
session, cosponsored by the AAP Section
on Child Abuse and Neglect, will be hosted
by John Stirling, MD, FAAP, and Brian
Holmgren, assistant district attorney general,
Davidson County district attorney general’s
office, Nashville, TN.

If you can come early, we have planned
a reception for the evening of October 31,
where you'll have an opportunity to learn
about the work of AAP Resident Research
Grant recipients and review our newly
selected case presentations. AAP section
chairs will be available to anyone with ques-
tions about their subspecialties or areas of
interest. We'll have food, networking oppor-
tunities, and the chance to spend Halloween
in New Orleans—something definitely not
to be missed!

Remember that the AAP makes one
travel grant available to each training pro-
gram in the United States. The grants are
ordinarily used by program delegates, but
if your delegate cannot attend and you
would like to join us, consider asking your
program director if the travel grant is still
available. If you do attend, please remember
to share what you learn at a noon confer-
ence after the meeting.

Don’t forget to watch your mail for the
packet with registration information and
leadership opportunities that will be arriv-
ing late summer. The Resident Section is
about YOU. Get involved, make your voice
heard, and make a difference! Visit our Web
site (www.aap.org/sections/resident) to
learn more about our section, what we have
to offer, and how to get involved. I look for-
ward to seeing you in New Orleans!

Antoinette L. (Toni) Laskey,
MD, MPH, FAAP, is an assis-
tant professor of pediatrics at
Riley Hospital for Children
at Indianapolis. Contact her
at alaskey@iupui.edu.

AAP Resident Section Annual Assembly

Abbreviated Agenda

Friday Evening, October 31

RESIDENT, MEDICAL STUDENT, AND YOUNG PHYSICIAN RECEPTION

7:00—

8:00 pm  meet section representatives

Saturday, November 1

Network, review the Resident Research Grant posters/case presentations,

THE PEDIATRICIAN AND PUBLIC HEALTH: WHERE DO WE FIT IN?

7:30 am Registration

8:00 am Introductions and welcome

Toni Laskey, MD, MPH, FAAP, section chairperson
Carden Johnston, MD, FAAP, AAP vice president

8:45am  Keynote address

Understanding the Role of the Pediatrician in Public Health

Antonia Novello, MD
10:15am  Questions and answers
10:30 am
11:00 am

11:30 am  District meetings and lunches

Fourth annual Resident Section child advocacy awards presentation

Speeches and elections for national officers

Speeches and elections of district/assistant district coordinators

1:00 pm

2:30 pm

Debate and voting on policy resolutions

Concurrent educational sessions (select one)

Utilizing Evidence-Based Medicine Techniques in a
Day-to-Day Setting in the Clinic and on Rounds

John Frohna, MD, MPH, FAAP, and Brett Robbins, MD, MPH
Breakout cosponsored by the AAP Section on Epidemiology

OR

Safe and Supportive Domestic Violence Screening and Reporting
John Stirling, MD, FAAP, and Brian Holmgren, assistant district
attorney general, Davidson County district attorney general’s office,

Nashville, TN

Breakout cosponsored by the AAP Section on Child Abuse and Neglect

4:00 pm  Adjourn

The Web site can be found at www.aap.org/sections/resident.
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Child Advocacy Training in the Global Village

By Maria Gracia Galvez Picon, MD

Maria Gracia Galvez Picon, MD, spent the month of January 2002 volunteering in a clinic in Santarem, Brazil. Her trip was funded in part through the AAP Resident
International Travel Grant Program, supported by the Section on International Child Health, the Resident Section, and donors to the Friends of Children Fund.

uce e ben vinda! This is how I was greeted when I arrived to a fragrant, rainy dawn in
the jungle. In my rusty Portuguese, I thought my hosts were saying, “Voce e ben linda.” Were
my hosts telling me how beautiful I was? The next day, I realized that it meant WELCOME.
Many giggles later, I appreciated that I had had the first of many lessons in international
health. Patience and humor would be close companions throughout my trip.

I arranged my rotation with Fundacao Esperanza in Brazil’s northern Amazon region
through Health Volunteers Overseas, an excellent group. I also used the State Department
Web site and other travel guides about the Amazon. The Medical Letter (1998;40:1017)
proved to be an excellent resource on parasitic infections.

Brazil, a country of profound ecological significance to our planet, is rich in natural diver-
sity. Santarem, where I volunteered, is a city of about 250,000 people located at the midpoint
of the Amazon River, which flows from Peru to the Atlantic coast. The region is poor; the per
capita income of less than US $2,000 annually is about one-third Brazil’s average. Public
vaccination coverage is inadequate and infant mortality is high. There are about 90 private
physicians in the city and 90 permanent hospital beds. Pharmacies are abundant, but not
necessarily run by pharmacists. Water is scarce in much of the city and there is no waste dis-
posal or sewer system. Yellow fever and bacilli Calmette-Guérin (BCG) vaccines are standard,
but no pneumococcal vaccines were available.

Fundacao Esperanza is a nonprofit organization that has provided low-cost medical and
dental treatment and community preventive health resources in Santarem since the 1970s.
The foundation has a clinical laboratory, plain radiology facilities, and a low-cost pharmacy.
Most physicians working at the foundation also have outside practices. About 60 volunteers
assist at Fundacao annually.

I spent each morning at the children’s center, which follows patients up to 8 years old
who are enrolled in the program. Nurses monitor growth, provide immunizations, and triage

I learned many lessons during my afternoons at the general medical clinic, where I saw
children of all ages. I saw patients with seizure disorders, cerebral palsy, and Down syndrome.
Other “developed-world” diagnoses included tinea capitis, tinea corporis, tinea versicolor,
otitis media, and an occasional streptococcal pharyngitis. I also saw cases of measles, larva
migrans, and vaginitis. I especially enjoyed counseling adolescent patients about abstinence,
sexually transmitted diseases, and safer sex.

My patients were impressively reliable; some traveled several days by riverboat to be
seen at the clinic. One parent returned for follow-up appointments with her son and later
brought her nephew and daughter to see me as well. It was rewarding to connect with these
individuals and appreciate some continuity of care.

My responsibility increased when a dengue outbreak began. Dengue is a tropical disease
transmitted by mosquitoes that has serious consequences. It was estimated that I would see 6
to 10 patients each half-day, but when the medical director, a pediatrician, was homebound
with dengue, I was called upon to see many more patients. Public awareness was swift, not
only at a professional level but also through mass media. Radio announcements were fre-
quent and the current soap operas integrated story lines with mosquito control lessons and
warnings about the use of aspirin.

I am delightfully satisfied with my experience in providing pediatric care in the develop-
ing world. After residency, I plan to practice in an underserved urban community in the
United States. Volunteering internationally in my senior year of pediatric residency deepened
my knowledge of medicine and strengthened my confidence. This elective in the developing
world contributed to my training as a child advocate in our global society.

At the time of her international health elective, Maria Gracia Galvez Picon, MD, was a
third-year resident in pediatrics at Children’s Hospital Medical Center of Akron, OH.

sick patients who are to be referred to the medical center. I saw mostly gastrointestinal

problems. Ascariasis, giardiasis, and entamebiasis became old hat after a few days. We saw

many patients with failure to thrive likely due to parasitic or other malnutritional etiologies.

A Program of the

American Academy of Pediatrics

CATCH

Community Access To Child Health

Resident CATCH Gorner

Dr Picon is now a community pediatrician at the Mission Neighborhood Health Center in
San Francisco, CA. Write to her at mg_galvezpicon@hotmail.com.

The feature below describes work supported by an AAP Community Access to Child Health (CATCH) Planning Funds grant in 2002. Please
see the box at right for information about applying for CATCH grants.

Fueled for Life

By John P. Batson, MD, Columbia, SC

Fueled for Life was developed as a comprehen-
sive treatment program for underprivileged
overweight children seen in a residency-
based outpatient clinic in Greenville, SC.
The clinic serves over 18,000 patients from
over 4,000 families each year, most of whom
are covered by Medicaid or are self-pay.
Prior to the development of Fueled for Life,
no existing program was available for over-
weight children cared for in the clinic.

An expert panel consisting of 7 different
pediatric subspecialists, 2 fitness instructors,
a dietitian, a social worker, and a nurse
practitioner served as consultants for the
program. The social worker helped us find
ways to recognize children who show com-
mitment and identify barriers to patient
success. The fitness instructors helped devel-
op weekly fitness lesson plans. The dietitian
helped review nutritional lesson plans. A
child psychologist and pediatric behaviorist
helped develop lifestyle lesson plans.

The remaining pediatric subspecialists,
including an adolescent medicine physician,
endocrinologist, cardiologist, gastroenterol-
ogist, and nephrologist, helped produce
5 different patient care modules dealing with
some of the more common comorbidities
associated with childhood obesity. Topics
included type 2 diabetes, polycystic ovary

syndrome, hypertension, dyslipidemia, and
depression. These modules were designed to
increase the efficiency of direct patient care
and limit unnecessary subspecialty referrals.

Community and national “health-oriented”
sponsors contributed incentives, such as
T-shirts, water bottles, exercise equipment,
healthy food items, and coupons or dis-
counts on fitness products. We used the
incentives to encourage participants to meet
goals and stick with the program for the
entire 12 weeks.

All of the above and some additional
information, including a slide presentation
about the epidemic of childhood obesity, a
summary of the CATCH Program, and out-
patient evaluation forms, are included in a
comprehensive 300-page instructor’s manual.
With the Fueled for Life instructor’s manual
in hand, any physician or nurse practitioner/
fitness instructor team can develop a treat-
ment program for overweight children.

The Fueled for Life CATCH Planning
Funds grant was a tremendous success. The
program has been accepted and funded by
the Greenville Hospital System Children’s
Hospital. Children aged 6 to 18 are eligible
to enroll; they and their families meet once
a week for 12 weeks. Meetings include fit-
ness classes and classroom discussions about

nutrition and lifestyle topics. Participants
are given their own manuals with informa-
tion about nutrition, fitness, and lifestyle
plans. Every resident at the Greenville pro-
gram now has the opportunity to participate
in a functional and efficient program for
overweight children.

Although Fueled for Life was developed
by multiple individuals and health care
providers in a university-based tertiary care
setting, our approach could be easily adapted
to private practice. We believe there is a need
for programs to help health care providers
respond to the epidemic of childhood obesi-
ty. I would be happy to field questions and
give advice to anyone who wants to know
more about Fueled for Life.

John P. Batson, MD, is a
primary care sports medicine
fellow at the University of
South Carolina School of
Medicine in Columbia.

At this writing, Dr Batson
was a third-year pediatric
resident at the Greenville Hospital System
Children’s Hospital. Write to him at
jamrmd@bellsouth.net.

CATCH to Restructure
Application Deadlines

Every year the American Academy of
Pediatrics Community Access to Child
Health (CATCH) Program provides
grants of up to $3,000 to pediatric resi-
dents to plan innovative community-
based proposals to increase children’s
access to medical homes and other need-
ed services. CATCH funding should lead
to the development of successful CATCH
programs that can be replicated in other
communities. Since 2000, a total of 82
residents have received CATCH Planning
Funds grants, with 34 funded in 2003.
The Call for Proposals for those seek-
ing Resident CATCH Planning Funds
is published every year in May; the last
Friday of July is the application deadline.
Applications to apply for a Resident
CATCH Planning Funds grant are avail-
able on the AAP Resident Section Web
page (www.aap.org/sections/resident/
summary-ga.htm), or the CATCH
Program Web page (www.aap.org/catch).
The CATCH Program will implement
a two-cycle awards system for residents
starting in 2005. This change was made
to make it easier for residents to meet
application deadlines. Information about
the new two-cycle system will be posted
on the Resident Section Web page when
it becomes available. For technical assis-
tance or information, please contact the
CATCH Program at 800/433-9016, ext
7632, or e-mail catch@aap.org.
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Insights Inside

= 2 & Ineach issue of Resident Report, readers are invited to submit brief essays describing events

- in training that helped to shape their professional gestalt. If you would like to submit an

g E essay for “Insights Inside,” or discuss a potential topic, please contact Resident Section
Secretary Rick Focht, MD, at drfocht@yahoo.com.

Premature Conclusions
By Alison Volpe Holmes, MD, District IV Coordinator

Every pediatric intern cares for the “hopeless” baby. The patient is passed from intern to intern and service to service
throughout the year. The baby has multiple medical problems and no one that visits. This was the scenario for Jackson*
during my internship. He had been born at 34 weeks and had lost part of his small bowel during the immediate neonatal
period. He came to our children’s hospital for correction of his complex congenital heart disease.

Jackson’s mother was homeless and a suspected drug abuser. She did not visit. Jackson’s father was no longer involved
with her. He was a single parent caring for a young daughter. Jackson spent most of his days alone in a hospital room
with a television. He was usually on continuous feeds, so he was without even the interaction of a nurse giving him a
bottle every few hours.

My intern class signed him out, call night after call night, month after month. His off-service and transfer notes got
longer and longer as the months went by and he went in and out of the PICU, back and forth from the cardiology service
to the GI service. I would visit Jackson and talk to him, but usually my pager would go off after a few minutes in his
room. I'd turn the television to the meditation channel and leave, thinking, “Hopeless.” After 5 months in the hospital,
he was discharged to a foster home and I agreed to be his primary care pediatrician.

Jackson went home with Ms White, who was thrilled to have a baby. She simply did not care that Jackson was
cyanotic and had an ostomy, or that she frequently needed to bring him over an hour away to see all of his doctors.

“He’s just simply a baby. 'm so happy to have a baby!” she would say.

First, we had weeKkly visits to assess weight gain. Then there were many visits and phone calls for diarrhea with the
introduction of new foods; for coughs and colds made worse by his heart disease. Through all this, Jackson started to
grow. More importantly, he began to thrive. At each visit, this hopeless baby started to smile, laugh, sit, crawl, eat, and
stand. Ms White had no medical background, but she had a heart full of love for Jackson. And although he had his
ostomy takedown and his second-stage cardiac repair, those were not the things that saved his life. What saved his life
was her love.

Over time, Jackson transitioned to living with his father. Ms White is still a regular part of his life and was made
his godmother. By 18 months, Jackson was at the fifth percentile for all parameters. He was developmentally normal
for age. He is now 30 months old and continues to catch up on his growth and terrorize his family like a normal, wild
2-year-old.

When caring for your “hopeless” patients, remember this. These babies have amazing potential, despite what the
world has dealt them.

*All names have been changed.

Alison Volpe Holmes, MD, is a third-year resident in pediatrics at the University of North Carolina
- in Chapel Hill. Write to her at alison_holmes@unc.edu.

Resident Research Grants Awarded

Nv

The AAP Subcommittee on Resident Research Grants has announced the 2003 Resident Research
Grant awards. The subcommittee met in April to evaluate 55 grant applications and awarded
15 research grants of $2,000 each. Grant recipients are also reimbursed for travel expenses to

attend a future AAP National Conference & Exhibition to present their research results.

All AAP residents will receive a grant application in November. Online applications will be avail-
able at www.aap.org/sections/resident/researchform.cfm after November 1,2003. Applications
for 2004 research grants must be received by February 6, 2004. For further information, please

contact Kimberley VandenBrook (kvandenbrook@core.com) or telephone the Academy
(800/433-9016) and ask for extension 7634.

Travel Grants for the AAP National Conference & Exhibition

Each accredited pediatric residency training m are set aside for AAP resident delegates to the
»,

program is eligible to receive one $500 AAP. If a training program'’s delegate

Leadership
Opportunities

for Residents
>

Are you interested in becoming a leader in the
AAP Resident Section? Each year the section
recruits interested residents into leadership posi-
tions. The following positions are open beginning
January 2004:

o District coordinator
10 positions open, one representing each
district of the Academy (1-year term)

e Assistant district coordinator
10 positions open, one representing each
district of the Academy (1-year term)

» Section secretary
(1-year term)

e Section vice chair
(3-year term: 1 as vice chair, 1 as chair,and
1 as immediate past chair)

o Section liaisons to
Accreditation Council for Graduate Medical
Education (ACGME) Pediatric Residency Review
Committee (2-year term)

American Medical Association Resident Fellow
Section (AMA-RFS) (2-year term)

Committee on Residency Scholarships
(2-year term)

Community Access to Child Health (CATCH)
Program (2-year term)

Resident Research Grant (RRG) Subcommittee
(2-year term)

Section on Adolescent Health
(2-year term)

Section on Home Health (2-year term)

Section on International Child Health
(2-year term)

Section on School Health (2-year term)

Steering Committee on Clinical Information
Technology (2-year term)

Each resident member of the AAP was sent a
leadership interest form, which is necessary to
apply for any of these positions. If you need
another copy of the form, please get the form
online at www.aap.org/sections/resident/
leadinterestform.pdf.The deadline for most
applications is October 3.

travel grant to help reduce travel costs

to the AAP National Conference &
Exhibition (NCE). This year, the NCE will be
held November 1-5,2003, in New Orleans, LA;
the Resident Section will meet on Friday evening,
October 31, and Saturday, November 1. (Please see
pages 1 and 2 for additional information about
the Resident Section program.)

Program directors were sent information and an
application form for a travel grant in July. Please
speak with your program director if you would
like to go to the NCE in New Orleans! These funds
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AAP RESIDENT REPORT « FALL 2003 « VOLUME 13/NUMBER 2

is unable to attend, the program
director will select a replacement.
There is one travel grant per training program
(available to either a categorical or combined
training resident).

Your application must come from the program
director’s office. The deadline for application
is September 12.

The 2003 resident travel grants to the NCE are
sponsored by Pfizer, Inc.

Med-Peds Section Program
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Residents who make time to stop in at the AAP Section
on Internal Medicine/Pediatrics (Med-Peds) program
at the National Conference & Exhibition (NCE) on
Sunday morning, November 2, 2003, will be glad that
they did.

The program begins with a business meeting from
7:00 to 8:30 am. Between 8:30 and 10:30 am, speakers
will give 20-minute talks on a range of topics of interest
to residents, including how to conduct a med-peds job
search, choosing the right practice, negotiating a con-
tract, and rural medicine. Breakout sessions will be
offered from 10:45 am to 12:15 pm, followed by brief
closing remarks.

Tickets for the annual Med-Peds Dinner, to be held
at 7:00 pm on Sunday, will be available at registration.




“Career Corner

features information that will enhance your enjoyment of residency and your ability to make the
most of opportunities after training. Please e-mail questions for this column or ideas for features to Rick Focht, MD,
Resident Section secretary, at drfocht@yahoo.com.

Getting a Handle on PDAs in Pediatrics

By David C. Stockwell, MD

Liaison, AAP Steering Committee on Clinical Information Technology

The use of handhelds (also known as
personal digital assistants or PDAs) in
medicine is growing every day. Numerous
applications, medical resources, patient
record-keeping programs, and other software
help to make the handheld a terrific asset to
anyone involved in medicine, and pediatrics
is no exception. This article will explore the
current state of the pediatric applications for
handheld devices, and offer a few resources
that can help to maximize their utility.

Before diving into each application, it
should be said that almost every commercially
offered medical software for handhelds is
available in a trial version. This allows the user
to test the program without risk and buy the
full version if it’s a fit. Many people pay the
money up-front only to find that it’s not what
they need. A test-run of the trial version is a
smart move.

The first question is usually, “What hand-
held should I buy?” This is not as difficult a
question as it once was. First, decide which
operating system you prefer. Just as in tradi-
tional computers, there are two major alter-
natives. Personal computers run on the
Windows operating system and Macintoshes

=]

run on Mac OS. In handhelds, there are the
Pocket PC and the Palm OS. While Microsoft’s
Windows system dominates in the PC world,
Palm OS holds the vast majority of market
share among handhelds.

Many current medical programs are avail-
able in both formats. Your choice will likely
depend on the number of gadgets you're look-
ing to attach. Handhelds now come with cam-
eras, MP3 players, and voice recording. Some
are bundled with cellular phones or other
wireless capability. The options never seem
to stop. Pick the one that fits how you will
utilize it. Also consider getting one similar to
those your colleagues use, who can be great
resources when things get confusing.

For most pediatricians, the first medical
application is a drug reference. There are
many available and some are free. The most
expensive are about $80. The program that
has the greatest number of users is ePocrates
(www.epocrates.com). This company offers a
free version and a “Pro” version that costs
$50/year. As you would expect, the free version
has less information than the Pro, with the Pro
version having alternative medical informa-
tion, a medical calculator, and other add-ons.

Legislative
Affairs

More and more texts are being converted
to the PDA format. The 5-Minute Pediatric
Consult and the Harriet Lane Handbook are
just a few of the many pediatric references
available. Most can be purchased from a com-
pany called Skyscape (www.skyscape.com).
Again, download the trial before you buy.

The many pediatric applications available
for handhelds include dosing calculators,
growth charts, vitals by age, laboratory values
by age, and immunization schedules. A few
pediatric handheld Web sites offer assistance
with sorting through the vast number of pro-
grams. My personal favorite (it’s mine!) is

Pediatrics on Hand (www.pediatricsonhand.com).

Please stop by to learn more about the use
of PDAs for pediatrics.

David C. Stockwell, MD, is

| pediatric chief resident at

| Children’s National Medical

. Centerin Washington, DC, and
author of Pediatrics on Hand
(www.pediatricsonhand.com),
a Web site that features facts,
comments, and critiques of Web-based tools for
PDAs. Write to him at dstockwe@cnimnc.org.
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Stage Is Set for Medical Liability Reform This Fall

By Carol A. Jugan Rush, MD, District III Assistant Coordinator

D octors were encouraged when the US
House of Representatives passed the Help
Efficient, Accessible, Low-cost, Timely Health-
care (HEALTH) Act (HR 5) this spring. While
the Senate was unable to agree on similar leg-
islation known as the Patients First Act (S 11)
in July, senators may revisit the issue this fall.

Both HR 5 and S 11 would place limits
on noneconomic and punitive damages,
establish new guidelines for joint and several
liability, and shorten the statute of limitations
for medical malpractice cases (for minors
under age 6, claims would have to be filed
within 3 years or by the minor’s 8th birthday,
whichever is later). S 11 also would require
that medical experts have relevant and
demonstrated expertise in the area of care
under review.

Despite the emphasis on “high-risk” spe-
cialties, professional liability affects all physi-
cians. While pediatricians are not sued as
frequently as many other specialists, when
they are sued the indemnity is severe because
damages are calculated over the plaintiff’s

lifetime. According to the Academy, two-thirds
of pediatricians are never sued. According to
the Physicians Insurers Association of America,
the average pediatric indemnity has increased
91% since 1996 (from $207,021 to $395,052).
This payment value is 27% more than the
overall average indemnity paid for all physi-
cian specialties in 2001 ($310,215). It’s no
surprise that since 2001 pediatricians have
seen a 43% increase in professional liability
insurance premiums.

Opponents argue that a patient’s right to
remuneration when medical mistakes have
caused significant harm outweighs concern
about how high insurance premiums affect
physician supply. But too many malpractice
claims are meritless. From 1985-1998 nearly
70% of all medical malpractice claims were
closed with no payment to plaintiffs, yet these
claims incurred an estimated $4.7 billion in
defense costs.

The fundamental issue is access to care.
Patients should not need to travel long dis-
tances to find a physician. Doctors shouldn’t

have to retire from practice or move to other
states because professional liability insurance
is unaffordable or unavailable at any price.
According to a study released in July 2003
by the Department of Health and Human
Services Agency for Healthcare Research and
Quality, states that have enacted limits on
noneconomic damages in medical lawsuits
have about 12% more physicians per capita.
The Academy has urged its members
to contact Congress in support of federal
medical liability legislation such as HR 5
and S 11. Arguments in favor of reform are
posted on the AAP Web site on the Members
Only Channel (www.aap.org/moc).

Carol A. Jugan Rush, MD, is a
| fourth-year resident in internal
| medicine and pediatrics at

| Christiana Care Health System
at Newark, DE. Write to her
at carush@mac.com.

Residency
Scholarships
Awarded

The Committee on Residency
Scholarships is pleased to announce
the 2003 Residency Scholarship
Awards. The purpose of these awards
is to give money to pediatric resi-
dents experiencing financial
difficulty. Funds need not be repaid
to the Academy.

The committee met in May and
awarded scholarships to 59 of
175 applicants. A total of
$92,500 in scholarships of
$1,000, $1,500, $3,000, and $5,000
has been awarded.

Applications for the 2004 scholarship
awards must be postmarked by
February 6,2004. Applications will
be sent to all resident members of
the Academy in early November
2003. Residents can also apply
online at www.aap.org/sections/
resident/resscholarship.htm.

The application will be available
as of November 1,2003.

The Committee on Residency
Scholarships, the Resident Section,
and the American Academy of
Pediatrics wish to express their
appreciation to McNeil Consumer
& Specialty Pharmaceuticals,
makers of Children’s TYLENOL®
acetaminophen, for their
sponsorship of this program.

ATTENTION!
CHIEF RESIDENTS

Are you interested in joining an
online community of pediatric
chief residents to share ideas and
experiences, solicit suggestions
and solutions, and interact with
colleagues from around the country?
If so, please send an e-mail to
peds_chiefs-subscribe@
yahoogroups.com with your name,
position, and current training
program. This (e-)mailing list
will be open to pediatric chief resi-
dents, both current and future.
Messages can be received indi-
vidually or as daily digests or read
online at the Web site. Please contact
peds_chiefs-owner@
yahoogroups.com with

any questions.

Visit Us on the Web!

Looking for the latest on the Resident Section? Wondering about the status of a project you’ve heard
about? Check out the Resident Section Web page! Go directly to www.aap.org/sections/resident. Or
start at the AAP Web site (www.aap.org). Once there, click on “About the AAP,” then “AAP Sections,”

 WWwWw.aap.org

i1 American Academy of Pediatrics
DEDICATED TO THE HEALTH OF ALL CHILDREN"
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then “Section Home Pages,” then “Resident.”
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Point/Counterpoint

Editor's Note: Point/Counterpoint is a forum to share different points of view on issues of importance to pediatrics.
Residents are welcome to submit short essays on matters of interest. Opinions expressed are those of the
authors and not necessarily those of the American Academy of Pediatrics.

The question at issue: Should pediatricians be immunized against smallpox?

In a High-Risk Situation, the Benefits
Outweigh the Risks

By Danielle E. Curitore, MD, District II Assistant Coordinator

Earlier this year, the US Centers for Disease Control and Prevention (CDC)
published recommendations of the Advisory Committee on Immunization
Practices (ACIP) and Healthcare Infection Control Practices Advisory
Committee (HICPAC) for an immunization program to protect against
the threat of smallpox attack.! The recommendations call for voluntary
vaccination of members of a first-line “smallpox health-care team” at each
acute-care hospital. These teams are to include primary care housestaff
from medicine, pediatrics, and family medicine, as well as other attending
physicians, nurses, infection control specialists, and ancillary staff. As a
pediatric resident at a Level I trauma center in New York City, I definitely
meet the qualifications for participation in this program. What are my
concerns regarding vaccination?

1. Is the vaccinia vaccine safe?

2. Do I put other patients and lay people at risk of vaccinia virus after

I'm vaccinated?

3. Do the benefits of vaccination outweigh the risk of contracting

smallpox infection?

First, there has been a lot of press regarding the safety of the vaccinia
vaccine. In fact, the major reason not to initiate a universal immunization
at present is secondary to the well-publicized complications of vaccinations.
However, the risk of complications is significantly reduced in patients with
intact immune systems. There is a vast range of morbidity with the vaccine,
with the most common side effect being a local reaction. Although the
emphasis is placed on the more severe vaccine reactions, these are rare.

In light of the severity of smallpox disease, the risks may be necessary
until a better alternative for protection is found.

Second, the risk of disease transmission from a vaccinated individual
is less than once thought. Neff et al in last year’s JAMA? reviewed the
literature of the transmission rates in the 1960s. They concluded that the
risk of spread of vaccinia disease is remarkably infrequent in the general
population. Physician vaccination, however, poses the problem of noso-
comial spread of virus in the health care setting. Because this risk is
increased in the pediatric patient population, where immune systems
may not be mature or intact, vaccination should be administered in a
controlled setting with the possibility of administrative leave for newly
vaccinated health care workers.

Taking these arguments into consideration, it is my opinion that even
with the risks involved with vaccination, 1, as a pediatrician with the potential
to be a “first responder” in the event of a smallpox attack, should consider
smallpox vaccination. In fact, it should be a consideration for all pediatri-
cians who may be in the position of caring for children who have been
exposed to the smallpox virus. Vaccination will serve as protection for you
as a physician and allow you to participate in the care of these patients
should smallpox attack become a reality. I believe that the benefits of vac-
cine protection do outweigh the risk of infection in a high-risk situation.

Danielle E. Curitore, MD, is pediatric chief resident for the
New York University/Bellevue Department of Pediatrics in
New York City. Write to her at decuritore@aol.com.

1

CDC. Recommendations for using smallpox vaccine in a pre-event vaccination program.
MMWR. 2003;52(Dispatch);1-16

Neff JM, Lane JM, Fulginiti VA, Henderson DA. Contact vaccinia—transmission of vaccinia
from smallpox vaccination. JAMA. 2002;288:1901-1905
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Burke, at 800/433-9016, ext 4759.

Resident Report is designed to bring the news to you more quickly and easily. We hope

that this format will encourage those with access to bulletin boards to post Resident Report in
lobbies and lounges. If you have comments, “Insights Inside” to share, a “Point/Counterpoint”
to suggest, or an article to propose, please contact our staff person at the Academy, Jackie

Known Complications Dictate a

Conservative Approach
By John P. Fernald, MD, District VIII Assistant Coordinator

On December 13, 2002, President Bush announced a plan for routine
smallpox immunization for health care providers, including pediatricians,
who may serve as first responders in the case of a smallpox biological
attack. While this may appear to serve as good protection, I believe we
must weigh the risk of the disease itself against the potential complica-
tions of the vaccination. Prior to the attack on the World Trade Center,
the risk of disease was minimal. There had been no cases of smallpox
for 25 years and the vaccination had many serious complications. Sub-
sequent to that attack, our country began routine smallpox vaccination
of health care workers. We now have data on complications since the
vaccination program was begun, and it is time to reassess the risk/
benefit ratio of the vaccine.

This is a live vaccine. Unlike other vaccines it requires administration
by repetitive sticks with a bifurcated needle to produce an erythematous
lesion that forms into a scar a week later. The smallpox vaccine has a
reported efficacy of 95%, which, while high, is not a guarantee that those
vaccinated will not get smallpox. There are many complications associated
with vaccination, with previous data suggesting that about 1,000 patients
per million will have a serious reaction. Reactions include inadvertent
spread of the virus to other parts of the body or to other people, general-
ized vaccinia, erythema multiforme, and encephalitis. The vaccination
has a reported mortality rate of 1 to 2 per million.

Unfortunately, adverse reactions and mortality today may be even
higher than 25 years ago, due to higher rates of immunosuppression
(from chemotherapy, HIV, organ transplants, or chronic steroids). The
vaccine is contraindicated in the immunosuppressed as well as those who
are pregnant or may become pregnant within 1 month of vaccination, are
breastfeeding, or have eczema or other skin conditions. These contraindi-
cations include a significant portion of health care workers, so an immu-
nization program would require an extremely effective screening program
to minimize morbidity and mortality.

While most of our data concerning smallpox vaccine are from past
routine childhood immunizations, the CDC has released data on the
first 3 months of vaccinations (January 24 to April 18, 2003), during
which 33,444 vaccinations were given.! During that time complications
reported included 10 cases of myocarditis or pericarditis, 2 cases of ocular
vaccinia, 31 cases of nonocular inadvertent inoculation, and 9 cases of
generalized vaccinia, for a total of 52 serious complications. This provides
clear evidence of the potential hazards of smallpox vaccinations for health
care workers.

The actual risk of a smallpox epidemic within the United States is
unknown. However, when assessing that risk, we must consider that
the vaccine has been shown to prevent or lessen the severity of illness
if given within 3 days of exposure. Therefore, I believe the risks of vac-
cination dictate that we keep the vaccines in storage until the threat is
better defined.

John P. Fernald, MD, is a third-year resident in pediatrics
in San Antonio, TX. Write to him at johnfernald@
earthlink.net.

! CDC Update: Adverse events following civilian smallpox vaccination—United States, 2003.
MMWR. 2003;52:360-363
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