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From Your President

Daryl A. Lynch, M.D., FAAP, FSAM

that our immunization contract with the State of

Missouri Department of Health and Senior Services
has been renewed for another year! This is good news for
the children of Missouri as well as for the Chapter. Because
of this, we will be able to continue our assessments and
education to office personnel across the state. If your practice
has not received an assessment from the Chapter or the
State, please call the Chapter office to schedule a date.

T he Missouri Chapter has recently received notice

This legislative session promises to be a lively one again.
The Chapter will be advocating for continued preventive
strategies such as immunizations. In addition, we will work
with legislators on concerns such as the thimerosal
content of vaccines and recommendations about new
vaccines that either have been recently released or will be
released in the near future. Katie Plax, MD, FAAP, St.
Louis, is chairing the Legislative Committee for the Chap-
ter and recently met with Rob Monsees, the Chief of Staff
for Governor Blunt. The meeting was very positive for
children’s issues, although finances will be a challenge for
the year. Other issues that will certainly be discussed will
be the Medicaid and SCHIP program, reimbursement for
care, tort reform and malpractice costs. Members of the
Missouri Chapter are encouraged to also support the
Missouri State Medical Association, as their lobbying staff
has proven an invaluable asset to our patients and their
caregivers in the past. This year’s legislative session will,
surely, be no different!

The Chapter is financially strong with a good outlook at
this point. The Board recently received a financial audit
report. One recommendation was that the Chapter tries to
cover fixed expenses with appropriate revenue annually. In
order to accomplish this, dues will increase from $75 to
$100 per year starting with the 2005 dues billing cycle.
(Dues have not increased in more than 8 years, while
programs and services have continued to grow.) This small
increase will enable the organization to remain viable,
while assuring the continuation of current member benefits
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and development of new r L
programs and projects. With s
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felt that the Chapter will be 7
more fiscally sound for the )
long term. P
Your Chapter’s leaders will be
attending several important
meetings in the months
ahead. First of all, our District
— Dist. VI — will be meeting
with Dist. 1 in Santa Fe, NM
to discuss the Academy’s legislative agenda; children’s
access to care issues and other matters that impact the
Academy and our Chapter. Then, later this spring, Dr. Plax
and Thomas Tryon, M.D., FAAP, the Chapter’s Secretary-
Treasurer, will be in attendance at the AAP Legislative
Conference in Washington, D.C. During this event, your
Chapter’s representatives will meet with members of
Congress, members of their staff, and will attend various
educational sessions designed to improve both their
personal and the Chapter’s advocacy efforts. This meeting
is one that is particularly well liked by those fortunate
enough to attend.

Daryl A. Lynch, M.D.,
FSAM, FAAP
Chapter President

Two members of AAP National Committees are up for re-
nomination this year; Ted Groshong, M.D., FAAP (Colum-
bia) on the Committee on Membership; and Mary
Hegenbarth, M.D., FAAP (KC) on the Committee on
Drugs. Both have capably served in this capacity and we
look forward to their continued representation for their next
term. We have other members who are serving on Na-
tional Committees: Corinne Walentik, M.D., FAAP (St.
Louis) — Committee on Child Health Financing; and M.
Denise Dowd, M.D., FAAP (KC) — Committee on Injury and
Poison Prevention. The Academy is often seeking capable
folks who are willing to serve on various committees at the
national level. If you are so inclined, please contact the
Chapter Office at jkfrank@moaap.org or 573/446-6331.

MISSION:

To promote the health of Missouri’s children through
advocacy, education and collaboration.



Missouri Chapter Board of Director Elections

asreen Talib, M.D., FAAP is a
N candidate for one of the two

open position on the Missouri
Chapter’s Board of Directors. Dr. Talib
holds degrees in Bachelor of Medicine
& Bachelor of
Surgery, as well as a
Post Graduate
Diploma in Child
Health (Pediatrics)
from the University
of Nagpur, India. Her
.« other degrees and
“& training include an
=85 Internship and a
Pediatric Fellowship at the Government
Medical College, in Nagpur India.
Further, she served a Pediatric
Fellowship at Safdarjang Hospital in
New Delhi; a Pediatric Senior Residence
at Kalawati Saran Children’s Hospital
in New Delhi; as well as a Pediatric
Internship and Pediatric Residency at
the same institution.

Presently, she is an Associate
Professor at The Children’s Mercy
Hospital in Kansas City, a position
she has held since 2001. Since 1997,
she has served as a Staff Physician in
the Outpatient Clinics for The
Children’s Mercy Hospital. And, since
1995, she has served as an Attending
Physician for General Inpatient
Service at the same hospital. Along
with the patient responsibilities she
has, she also supervises and teaches
Residents and Students both during
rotation and in formal problem-based
discussions and lectures.

Dr. Talib serves and has served on
numerous committees and councils,
among them, as Chairperson of UM-
KC'’s School of Medicine’s Faculty
Council. Further, she has given
numerous presentations and is a very
active member of her community,
serving as the mentor for pediatric
residents at The Children’s Mercy
Hospital, among numerous other
involvements. Her research projects
are numerous. One project, for which
she was the Principal Investigator,
was entitled “Lead and Its Effects on
Cytochromes P450”, was funded by
the Hall Family Foundation.

tuart Sweet, M.D., FAAP is an
S Assistant Professor of Pediatrics
Pediatrics in the Division of
Allergy & Pulmonary Medicine at St.
Louis Children’s Hospital, as well as
the Medical Director
of the Pediatric Lung
Transplant Program
at the same institution.
In addition, he is a
part-time attending
physician at St.
Louis Children’s
.h Hospital Emergency
Unit. He presently
serves on the MO Chapter Board of
Directors, having been appointed to
complete the unexpired term of F.
Sessions Cole, M.D., FAAP.

A graduate of the University of
Michigan Medical School, Dr. Sweet's

training has involved service as a
Research Fellow in the Department of
Pharmacology at the University of
Michigan, as a House Officer in the
Department of Pediatrics and
Communicable Diseases at the same
institution; a Pediatric Resident and a
Pediatric Pulmonology Fellow, both at
St. Louis Children’s Hospital/Washington
University School of Medicine.

Currently, he serves the Missouri
Chapter, AAP as the Co-Chairperson
on the Partnership for a Drug Free
American project in the greater St.
Louis area. In addition, he has served
and continues to serve on numerous
committees and organizations. Among
them, he serves as Co-chair, Information
Systems Subgroup, Washington
University Department of Pediatrics;
serves on the Mid-America Transplant
Services Medical Affairs Executive
Committee; on the UNOS Thoracic
Transplantation Committee; as the
Chair, Health Information Management
Subcommittee, St. Louis Children’s
Hospital; and on the UNOS
Membership and Professional
Standards Committee, to name a few.

In addition, Dr. Sweet has given
numerous Invited Professorships and
Lectureships throughout the country,
has authored numerous peer-reviewed
publications, book chapters and abstracts,
and has been the principal investigator
on a grant funded by the NIH/NAIAD,
entitled “Developing a transgenic
model of Bronchiolitis Obliterans”.
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District VI Newsletter

Kathryn Piziali Nichol, M.D., FAAP, District VI Chairperson, Madison, Wisconsin

he recently concluded Advisory Committee and
BOD meetings were very robust, and | wanted to
share with you some of the highlights.

There were several updates on ongoing initiatives including

e Task Force on Obesity Update (TFOO): At the
Academy Leadership Forum (ALF) in August of 2004
the TFOO identified 3 priority objectives to accomplish
before their term ends: 1) development and
implementation of a physician obesity kit, 2)
reimbursement resources, and 3) a community
advocacy kit. The target completion date for the
physician obesity kit is no later than June 30, 2005.
The TFOO has attempted to keep committees,
sections and chapters apprised of their activities in a
number of ways. In addition, there were as many as 7
obesity sessions sponsored by the TFOO and the
Peds-21 Steering Committee at the 2004 NCE.
Approximately 250 pediatricians and other pediatric
health care providers attended the obesity symposium
entitled “Fact, Fiction, or the Future of Pediatric
Obesity” where pediatric obesity experts gave
presentations on primary prevention, pathophysiology
of obesity, physical activity basics, non-family
environmental issues, office-based treatment, and
alternative therapies/fad diets.

» Mental Health Task Force: Held its first meeting Dec.
10-11, 2004 where the agenda included 1) a review of
the task force directives, 2) mental health issues
paper, 3) the periodic survey results, 4) Bright Futures
and mental health commonalities, 5) issue of assisting
AAP Chapters and 6) the development of a mental
health tool kit. The mental health issues paper
included evaluating the Pediatrician’ Perspective, the
Systems Perspective and the Children and Families
Perspective. Discussion of the Pediatrician’s
Perspective included that 1) pediatricians vary in
experience with behavioral health practice, 2)
emergency physicians often lack the knowledge and
tools to manage mental health problems, 3)
pediatricians lack the knowledge of referral sources in
their community, 4) pediatricians cannot provide
mental health services unless they are adequately
reimbursed, 5) there is an inadequate evidence base
for pediatric psychopharmacologic treatments, and
complementary and alternative treatment. 6)
pediatricians need skills/resources to address cultural
linguistic barriers, 7) pediatricians have insufficient
resources to assist families with basic parenting skills,
8) the mental health of a child’s parents has a great
psychosocial impact on the child. From a Systems
Perspective: 1) separate medical and mental health
silos exist, 2) lack of insurance and mental health
parity are formidable barriers, 3) school systems are
de facto providers of mental health services, 4) gaps
exist between best practice and school policies, 5)
there is a high turnover in the public mental health
systems, 6) children in foster care and juvenile justice
systems have significant need for mental health
services. From the Children and Families’ Perspective,

1) social stigma may be associated
with a child receiving mental health
treatment, 2) faith-based
organizations provide support and
counseling to families, 3) material
that is developed needs to be at
lower literacy level to effectively
assist patients and their families, 4)
war has crated new threats to the
psychosocial well-being of children,.

Kathryn Nichol,

There was discussion by the task M.D., FAAP
force members on the development District VI
of a Chapter Resource Guide. They Chairperson

intend to assess existing mental

health services, initiate discussion with mental health
providers, educate chapter members on treatment of
mental health problems, begin a dialogue with third
party payers and advocate for an effective system. In
developing a Mental Health Tool Kit, the task force
intends to outline 1) patient engagement strategies, 2)
clinician decision support, 3) information systems/
tracking support and 4) organization/financing of care.
The next meeting of the task force will be in May of 2005.

A topic of major concern at this meeting and probably for
the next four years is the issue of Medicaid and SCHIP. It
is expected that the President’s proposed FY 2006 budget
will include a sizable cut to Medicaid. The proposed cuts
may be coupled with changes to the existing Medicaid
financing structure, including capping federal financing of
Medicaid in the states. There have been discussions with
several states about waiver proposals that could lead to
caps in Medicaid financing. Medicaid has become the
program in most states that is the largest expense item,
so states also are looking for ways to cut the cost of
Medicaid, which is why the waiver is attractive to some
states. The AAP’s message on Medicaid is:
* Maintain the individual entittlement to Medicaid
< Ensure appropriate/adequate physician payment under
Medicaid
« Protect the Medicaid benefits, critical for children (e.g.
EPSDT)
» Protect the SCHIP program and its funding
< Do not substitute tax credits for the Medicaid program
The National Governors Association (NGA) does not want
Medicaid reform to include shifts from the federal
government to the states, nor do they feel such reform
should be part of a federal budget reduction and
reconciliation process. The Governors will be meeting
Feb. 26-March 1, 2005 at which time they will discuss the
proposed cuts to Medicaid in the President’s budget
proposal. The AAP has sent a sample letter to Presidents
of the Chapters encouraging them to write their governor
to advocate for the Academy'’s position on Medicaid
including that there be no diminution in eligibility, benefits
or reimbursement for services rendered for the population
we serve, reminding them of the cost effectiveness of
caring for children who are enrolled in Medicaid and

continued on page 4
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continued from page 3

reminding them of the five key issues noted above. We
need to continually point out that children, while making
up over 50% of the Medicaid population, account for less
that 25% of the cost of the program.

On another Medicaid related topic, the AAP continues to
advocate for the establishment of a Medicaid Payment
Advisory Commission that would advise CMS and
Congress on physician coding and payment policies
related to state Medicaid programs, in a similar fashion to
the Medicare Payment Advisory Commission with respect
to Medicare payment policies.

The AAP has joined forces with a number of advocacy
organizations to present a united front on the Medicaid issue.

There was an extensive discussion on Newborn
Screening (NBS). It was a topic worthy to be discussed
because NBS is not universal, is not equitably distributed
in the US, and is not uniform. More than 1,000 newborns
go undetected annually due to states not screening for
identifiable conditions. The American College of Genetics
(ACMG) is developing a report which is in the process of
being reviewed by multiple agencies and organizations,
including the AAP. The recommendations are likely to be:
» Mandate screening for all core panel conditions (29).
These are conditions for which there are known
treatments.

* Mandate reporting of any clinically significant
conditions identified while screening for core
conditions (25). These are conditions which do not
have known treatments at this time, but have genetic
patterns of inheritance of importance in decision
making for parents and families.

« Maximize use of muliplex technologies and 2™ tier tests

* Recognize that the range of benefits from NBS go
beyond infant mortality and morbidity.

There will be more on this topic if the ACMG report is

endorsed by the AAP.

The BOD of the AAP, after much work and input from
committees, sections and chapters and review by legal
counsel, approved the Policy for Relationships with
Industry and Other Organizations. | would encourage
Chapters to refer to this document when you have
guestions about possible conflicts of interest.

The BOD heard a summary of findings of market research
which studied AAP member attitudes, awareness and
usage. The results were very interesting, and I'll try to
summarize the main points. First, there was high loyalty
among members, with no statistically significant
differences based on age. Women were more positive
toward the AAP on all measures, and pediatricians in part-
time practice were more likely to view the AAP as a
trusted resource, the later two findings being statistically
significant but not a large difference.

The market research study was able to identify five
member segments with highly differentiated motivations:

1) the “strivers” (16%) who were driven by a love of
pediatrics and unconcerned with a balanced life. There
were relatively more males and fewer young females in
this group. There were fewer part-time members. 2) the
“kids docs” (30%) who love pediatrics and thrive on day-
to-day interaction with children. They resemble the overall
population in terms of gender, age and part-time/full-time.
3) the “pragmatic pillars” (18%) who focus on the clinical
aspects of pediatrics and enjoy the appreciation of
families and status in the community. They represented
slightly more part-timer than other segments. 4) the
“counselors” (13%) who focus on psychological outcomes,
value interpersonal skills over clinical knowledge. They
enjoy the appreciation of families, but status is
unimportant. This group represents relatively more women
and slightly more part-timers. They also have the most
positive attitude toward the AAP with no disenchanted
members in this segment. 5) the “disenchanted” (21%)
who experience low to moderate enjoyment of patient
interaction and have dissatisfaction and/or doubt
regarding their choice of pediatrics. The emotional and
functional needs of these five groups vary, not
surprisingly.

Other findings included: 1) members are committed to a
high value membership with a strong need to feel valued
2) being part of a respected organization is the strongest
motivator across segments 3) feeling valued was the
second most frequent motivator across segments 3)
membership in additional societies was linked to higher
ratings of the AAP.

The results of the market research were affirming that the
importance of Academy membership is tied to the AAP’s
image as a respected organization involved in child
advocacy and the advancement of pediatric research and
science. The AAP needs to maintain this image. Feeling
valued is very important to all members. Members seek
value in their membership; not a bargain. The AAP needs
to enhance and integrate communication, marketing and
promotion re: the AAP image.

Jan Berger, the chair of the committee management
committee, who resides in Chicago, gave an outstanding
presentation on consumer driven health plans (CDH). It is
hard to read a newspaper lately, and not have some
space devoted to CDH. It is predicted that by 2007 70% of
employers will offer CDH as at least one option. CDH is
presently being offered by Kaiser Permenente, Humana,
United Health care etc .Physicians need to understand the
types of models, need to develop marketing expertise,
have a knowledge of cost of services and goods, have
good billing systems and good liability systems. The AAP
is committed to developing materials and educational
offerings to help pediatricians negotiate this new territory.

Lastly, the Academy is in the process of developing a
more comprehensive quality initiative than has previously
existed. It will be cross departmental and include many
areas the AAP is already working on such as the electronic
health record, the results from PROS, the utilization of
Pedialink and eQuip as quality educational tools. It will
become more comprehensive, however. | hope to be able
to expand on this initiative in my May Newsletter.



Can Bad Teeth Run in the Family?

Craig S. Hollander, D.D.S., M.S., President, Missouri Academy of Pediatric Dentistry

arly Childhood Caries (ECC),

the most common cause of

dental caries in children under

e age of three, is a disease that

causes severe and extensive decay
of baby teeth. ECC
is usually initiated
when an infant goes
to bed with a bottle
full of a milk or
sweetened drink.
The liquid leaks out
of the nipple while
the child is sleeping
and pools against
the back side of the
child’s top front teeth.
The parents may not
even be aware that the decay process
has begun until the top teeth start
chipping away due everyday eating
forces, or if the child experiences
trauma to the already weakened teeth.
The tongue’s position during the
sucking of a bottle protects the bottom
anterior teeth from developing decay,
but if left unchecked, the molars will
develop decay as well over time.

i
Craig Hollander,
D.D.S., M.S.

Many times in my office, the parents
shrug off the fact that their child has
dental decay, because they themselves
may have had bad teeth as a child, or
may even have bad teeth now. As a
pediatrician, you have the ability to
serve as an ally to the dental
profession by counseling parents on
ways they can prevent dental disease
in their children. Besides the usual
anticipatory guidance measures of
recommending only water in bottles
when the baby is sleeping, you can
also inform the parent on the role their
own caries experience may have in
being passed on to their children.

ECC occurs in all racial and socio-
economic groups, though it tends to
be more prevalent in low-income
children, in whom it occurs in epidemic
proportions. Studies have shown that
20% of children have 80% of dental
caries. Many times, parents have
similar experiences with tooth decay,
infection and loss of permanent teeth
due to infection or periodontal
disease. Children can inherit traits like
tight contacts or deep grooves in
molars, which can make the teeth
more susceptible to dental decay.
They may share similar feeding habits

like consuming carbonated beverages
or eating sugary junk foods without
brushing well afterwards.

Parents also need to be aware that the
caries-producing bacteria present in their
mouths can be transferred to their
child’s mouth. This transmissibility of
oral flora can have an impact on
children as early as 6 -18 months of
age. Nursing decay usually doesn’t
begin to manifest itself until after the
child is one, because the bacteria had
not begun to colonize before then.
Since dental caries results from an
overgrowth of normally occurring
human flora, Streptococcus mutans,
which is most likely transmitted to the
child through the mother or other
intimate care provider (through
blowing on food, shared utensils, etc.),
decreasing the level of cariogenic
organisms in the mother’s dental flora
at the time of colonization (when the
child is between 6 and 30 months) can
significantly decrease the probability
of the child developing dental caries.

Pediatricians can encourage parents
to take care of their own teeth as well
as their child’s for the overall health of
them both. Besides having regular
dental visits and not allowing carious
teeth to remain untreated, cariogenic
bacteria can also be reduced by
introducing xylitol, a vegetable-based
sweetener made out of corn cobs and
birch trees. Bacteria exposed to xylitol
lose their ability to adhere to tooth
surfaces, reducing the tooth-destroying
acids and making the plague more
easily brushed and rinsed away.

Studies in Scandinavia have shown that
prima gravida mothers chewing 3 pieces
of Xylitol sweetened gum a day starting
at 3 months post partum significantly
reduced the mother-child transmission
of S. mutan. ! Another study found that
children who were not colonized with S.
Mutans by age 2 due to the introduction
of xylitol gum to the mother had 70%
less dental caries than the control
group at age 5. 2 Xylitol sweetened
gum is available commercially in the
Wrigley’s Orbit and the Carefree
Koolerz brands of chewing gum.

| have seen advertising for
toothpastes containing xylitol as the
sweetening agent within the past

month. Two of them, Banilla Bling
(www.banillabling.com) and Squigle
Toothpaste (www.squigle.com) are
only available by mail order as of now,
but you can bet the trend towards
xylitol will increase as more people are
made aware of it. Another company
xlear (www.xlear.com) offers a variety
of xylitol enhanced dental products like
mints, mouth rinses, and infant tooth
gels. There is even a Xylitol cookbook
put out by (www.xylitolforyou.com)
which would be great for people with
diabetes or weight problem.

Children may be at a disadvantage if
their parents have a history of poor
oral health, but there are ways to
minimize the consequences.
Informing parents that taking care of
themselves can benefit their child’s
oral health is a message they should
all be eager to learn more about.

Bibliography
1 Soderling E, Isokangas P, Pienihakkinen K,
Tenovo J: J Dent Res 79(3): 882-887, 2000.

2Isokangas P, Soderling E, Pienhaakinen,
Alanen P: J Dent Res 79(11): 1885-1889, 2000.

Information was also obtained from www.xylitol.org

Special Note: Are you aware that a
screening guide to help detect dental
decay in infants and children is now
available? The Missouri Dental
Association in conjunction with Missouri
Dental Foundation has developed a
new program entitled “Start Right:
Parents Make the Difference; A practical
guide to your baby’s dental health”.
There is also a colorful brochure
targeted towards parents that has
many topics of interest regarding the
proper oral home care for their children.
It would be a wonderful addition to the
anticipatory guidance you are currently
providing in your office. There are also
speakers available from the Missouri
Academy of Pediatric Dentistry who
can give a PowerPoint presentation to
Pediatrician groups, as well as
Medical students and residents.

For more information contact Melissa
Albertson at the Missouri Dental
Association, Phone (573) 634-3436
Extension 103, Or e-mail
Melissa@modental.org

Dr. Hollander can be reached at
craighdds@msn.com



Smoking Prevention Strategies
In the Pediatric Population

Lindsay Wylie, M.D., P1-1, Edited by Katie Plax, MD

igarette smoking among adolescents gradually
increased throughout the 90’s, but since 1997 a
decline has been noted. However, this fact is still
not encouraging when you consider that 30% of high
school seniors still admit to continued tobacco use, and
up to 19% reported daily cigarette smoking as recently as
2003. These statistics are important in that 89% of current
smokers report to have started smoking before the age of
19. This fact speaks to the importance of childhood
smoking prevention programs. If we can target and
prevent more teens from initiating tobacco use, the logical
result would be that the overall number of individuals in
the population who smoke would be dramatically reduced.

There are too many initiatives and programs that have
been implemented in order to accomplish this goal,
certainly to review thoroughly in this update. Therefore, a
summary of several programs is included followed by a
more detailed description of some of the more successful
approaches. This update concludes with a suggestion
from the author of this update as to a possible
controversial intervention to be implemented. One of the
most important interventions lies in the school setting. The
most successful programs have been ones that
implement the “social influence resistance model.” This
model asserts that social environment is a critical factor to
cigarette use. It focusses on giving students the skills to
recognize and resist negative influences, to not be fooled
by advertising tactics and peers, and to develop critical
decision making skills and assertiveness. Studies of the
effectiveness of prevention programs have shown that this
type of intervention has a modest but significant effect in
reducing the amount of tobacco use in the pediatric
population.

Community interventions are also an important factor in
preventing initiation of smoking in children. The emphasis
here is on altering the social environment or context in
which tobacco is used and obtained. It tries to create an
environment which is supportive of non-smoking and
cessation and includes involvement of families, schools,
community organizations, churches, etc. School based
programs and community interventions involving parents,
mass media and organizations in the community working
in tandem are more effective than one strategy alone. (For
more details on specific programs see reference 1.)

A third area of intervention has been the mass media. A
great success in the anti-smoking campaign has been the
removal and restriction of advertising by tobacco
companies. The media has also been a venue for anti-
smoking messages. Youth are heavily exposed and
greatly influenced by the information put forth through the
media.t Therefore, this venue should never be
underestimated in its impact on the beliefs of our youth.
Last but not least, there is the issue of access to tobacco
products. One area of easy access is family members or
friends who are willing to purchase the products for the
underage population. Prevention in this area goes back to

the aforementioned community programs. A second area
of access is the retailers. Efforts have been made to
reduce minors’ access to cigarettes by removing tobacco
vending machines and self-serve displays from stores.
There are also laws and penalties in place to prevent
tobacco from being sold to anyone under the age of 18,
but illegal sale of tobacco is unfortunately all too common.
Therefore, ongoing enforcement of these laws will be
critical to decreasing sales to minors.

This author feels that one strategy which has not been
adequately investigated is the controversial issue of
implementation of laws prohibiting the possession or use
of tobacco products by minors. There are several states
which have already tried this approach, but the success
has not been adequately studied to assess its
effectiveness yet. However, prohibition of use may be the
key to prevention and cessation of smoking at young
ages. Small or large fines could be implemented for
minors caught with tobacco, and the possibility of
temporarily denying or revoking a drivers license for
repeat offenders has also been proposed as a penalty. It
is another strategy to be carefully considered.

In conclusion, all of the efforts mentioned above pose a
financial burden to the local and national governments to
fund prevention programs, advertising campaigns, and to
hire the manpower to enforce laws. However, a logical
proposal for raising additional funds would be increasing
the taxes on tobacco products and using those funds for
prevention efforts. A Missouri tobacco tax was narrowly
defeated in 2000, but perhaps the time is right to try
again.
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Apology

We apologize to Dr. Craig Hollander
and those who tried to contact Dr. Hollander
at the email address at the end of his article

in the previous issue of PedsLines.

Dr. Hollander’s correct email address is:
craighdds@msn.com




Managing Acute Gastroenteritis

Mmong children in the United
States, acute gastroenteritis
_*aremains a major cause of
morbidity and hospitalization. With
rotavirus season fast approaching, it
would seem to be a perfect time to
revisit the literature. In an effort to
practice Evidence Based Medicine
(EBM), the following discussion reviews
the recent scientific developments on
managing acute gastroenteritis and it's
most common complication, dehydration.

#1 MYTH - Physical exam findings
and historical information from the
caregiver regarding urine output are
the best dehydration indicators.

FACT - Acute body weight changes
provide the best measure of dehydration
in a child. Diagnosis of clinically
important dehydration using physical
findings should be based on the
presence of at least 3 signs (i.e. general
appearance/lethargy, cap refill, mucous
membranes, tears). As a whole,
history and physical exam tend to
overestimate the degree of dehydration.

#2 MYTH - Patients with Acute
Gastroenteritis (AGE) should be on
the BRAT diet.

FACT - It is recommended that the
child’s preferred, usual and age
appropriate diet be encouraged during
AGE to prevent dehydration. The
historical BRAT diet offers no advantage
unless the foods are parts of the child's
usual diet. The practice of withholding
food for @ 24 hours is inappropriate
and counterproductive. Early refeeding
decreases changes in the intestinal

lining caused by infection, reduces
illness duration and improves nutritional
outcome. Foods high in simple sugars
SHOULD be avoided because the
osmotic load may worsen diarrhea.

#3 MYTH - Patients with AGE who
receive antiemetics (i.e. Zofran) have
a shortened disease course.

FACT - Antiemetics are not recommended
for use in children with AGE. While IV
Zofran can be used for the relief/
distress of vomiting and may decrease
hospitalization, there is no evidence
that it shortens the disease course.
Furthermore, it's use adds unnecessarily
to the economic cost of the iliness.
Similarly, data is lacking regarding the
efficacy of antidiarrheal/antimotility
agents. And finally, the benefits of
probiotics (i.e. Lactobaccillus) in
reducing the severity/duration of AGE
are worth noting, however specific
recommendations regarding their use
awaits further well-controlled studies.

#4 MYTH - Any clear liquid is an
appropriate oral rehydration solution.
FACT - Other than the WHO ORS,
approved oral rehydration solutions
consist of Enfalyte, Rehydralyte,
Pedialyte and Pedialyte popsicles.
Commonly used solutions which are
not appropriate for rehydration are
colas/sprite, apple juice, tea, sport
drinks, chicken broth, and popsicles.

#5 MYTH - Current recommended
therapy for patients with AGE/
dehydration is IV rehydration (IVR).
FACT - While IVR may be the preferred

method of rehydration for most health
care providers in the U.S. at this time,
ORT has been demonstrated repeatedly
to be a superior alternative to IVR in
children with mild-moderate dehydration
as well as those with severe dehydration
who are alert and able to tolerate the
solutions. ORT (including placement
of a small NG feeding tube when
indicated) has been proven to provide
quicker recovery, be more cost effective,
and cause less harm to patients than
IVR. Additionally, most routine lab testing
is of little value in these patients, thus
negating the need for an IV stick.

Although ORT has been instrumental
in improving health outcomes amoung
children in developing countries, it's
use has lagged behind in the U.S. In
all cultures, treatment of AGE should
begin at home where families should
be encouraged to have a supply of
ORS ready to start as soon as
symptoms begin. The combination of
ORT and early nutritional support

in the management of AGE has been
proven effective throughout the world.

ENDING

For more information on how to administer
ORT and obtain an ORT parent teaching
card, visit our recently updated AGE
Clinical Practice Guidelines (CPG) at
www.childrens-mercy.org. An abbreviated
verson entitled “Guidelines for Oral
Rehydration” appears on page... of
this publication. CPG'’s are advisory
only and are not intended to replace
the practitioner’s evaluation and
medical judgment regarding treatment.

Enhanced Motor Vehicle Occupant Safety:
a Real Possibility

M. Denise Dowd, M.D., MPH

A primary seat belt enforcement law is necessary in Missouri
to allow law officers to stop a driver who is violating the
existing seat belt law. Currently, that cannot be done,
another violation has to occur. Primary seat belt laws in other
states have increased seat belt wearing by an average of

ach year 1,200 Missourians die in a motor vehicle
crash; and additional 69,000 are injured. This
legislative session holds promise for strengthening
motor vehicle occupant laws for the state of Missouri in
two important areas: child passenger safety and upgrading
our seat belt law to primary enforcement. Both will go far
in reducing deaths and serious injuries for the children
and teenagers of our state (not to mention their parents).

Onge)

15% and saved countless lives and millions ‘ .

of dollars. Bills currently under consideration are SB 256
(Sen. Dolan) and SB 250 (Sen. Dolan), HB 330 (Rep. St.

Additionally, child passenger restraint law upgrades have
been provided for by SB 250 (Sen Dolan), HB 418 (Rep.
Dusenberg) and HB 288 (Rep. Fraser). All three bills
increase promote booster seat use.

Strengthening Missouri’s laws will go far in saving lives.
Please urge your legislators to support these measures.
Feel free to direct any questions regarding specific bills to
Dr. Denise Dowd via email: ddowd@cmh.edu.
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