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VISION:
That all children & youth of MO will achieve optimal
physical & mental well being.

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

From Your President
Dr. Walentik

The Missouri Medicaid Reform
Committee is due to report in
January to the legislature with
the prospect of sweeping
changes in Medicaid benefits
and structure.  We will monitor
these proposals and be
proactive to assure that
children’s health care needs are
not shortchanged.  A number of
other new initiatives are being
organized by the Chapter.  We
hope to develop a state pediatric
council to meet with insurers to
discuss problems and exchange
ideas to let us better serve
children.  We are organizing several open forums for
government officials and legislators around the state to
help them understand the needs of children and ways we
can work together to serve kids effectively and efficiently.
We are joining with three states in our District to present a
CME program in Kansas City in April, with the hope this
can be an annual event for a quality CME meeting with
less cost and travel time for our members. (Please see the
announcement about this meeting in this issue.)

I ask you to get involved with your Chapter in these
efforts.  Be sure we have your e-mail address so that
when legislative issues move forward, we can solicit your
opinion and gather your help with your local legislators to
make them aware of the impact of their actions on the
future of our children.  We need volunteers to work on the
Pediatric Council and the open forums.  Our goal is an
ambitious one – to bring Missouri forward to be a state
recognized for the priority it places on the health and well
being of its children.  With the talent of the 800+
pediatrician’s who make up our membership, I am
confident we can make significant progress toward this
goal.

A s I assume the presidency of your chapter I
would like to thank Daryl Lynch, M.D., FAAP
for his leadership over the past 3 years.  During

that time, the chapter forged a partnership with the
Missouri Department of Health and Senior Services which
lead to our successful Immunization Education Project
and our current Breastfeeding Education Initiative.  We
enjoy record chapter membership and through the efforts
of Katie Plax, M.D., FAAP, our legislative chair, we have
become recognized by our local legislators and state
officials as an effective advocate for the children of
Missouri.

Despite these achievements, our work is far from done.
Missouri children still need our help.  Record numbers of
children are without health insurance and even more lack
true access to basic health care including medical, dental
and mental health services.  Medicare reimbursement
remains below the pediatrician's cost to render care and
many physicians cannot afford to see unlimited numbers
of Medicaid covered kids.  We ask the question “Does
prolife end at birth?” or “Do children deserve a quality
education, quality health care, and the other resources
needed to give them a chance at a full productive life
where they may grow up to be the taxpayers of the
future?” As we care for these children, we pediatrician’s
are frustrated with the excessive paperwork and rules of
reimbursement that force us to limit our time with our
patients and fight to receive adequate reimbursement to
be able to continue to do our job.  Insurers with low
“medical loss ratios” pay high bonuses to their CEO’s as
care is denied and often paid for after long bureaucratic
appeals and excessive time in accounts receivable.

Corinne Walentik, M.D.,
FAAP, MPH

Chapter President
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MO Chapter Completes Phase One
of Breastfeeding Grant
Sharon Wilkerson, M.D., FAAP Kansas City Area Medical Director 2005 Project

Over a period of 5 months, the team
made the presentation to 5 varied
groups of healthcare professionals.
Nurse practitioners, private office and
nursing personnel, advice and triage
line nurses, nursery providers, and
pediatricians.  The Kansas City part of
the project culminated in a whirlwind
lecture series at Children’s Mercy
Hospital, Truman Medical Center,
Hospital Hill, and St. Luke’s on the
Plaza.

Dr. Bobbi Philipps, M.D., FAAP, a
pediatrician, author and well-know
breastfeeding advocate shared her
expertise with healthcare
professionals in Kansas City her
experiences with establishing Boston
Medical Center’s international
designation as a “Baby Friendly
Hospital”.

The Medical Director’s baton has now
been handed over to Dr. Ramzi
Kilani, who will lead the project in the
St. Louis area over the next year.
Although the curriculum will remain
the same, the project will undergo
changes to better meet the unique
needs of the St. Louis audience.

Already, as part of this project, plans
have been made to involve our
obstetrician colleagues in educating
the parents to be about the benefits of
breastfeeding the parent education
and choice process.

After leaving St. Louis, the Medical
Directorship will be
reassigned and the education process
will continue in Central Missouri.

Those interested in the educational
sessions or those who have questions
should contact Misty Patterson at the
MO Chapter office 573/446-6331 or
mpatterson@moaap.org.

*Missouri Metabolic Screening data,
CDC Immunization data, Ross
laboratory data.

Sharon Wilkerson, M.D., FAAP

In an effort to streamline the flow of information and keep Chapter costs
down, the MO-AAP Board has decided to print 2 issues of PedsLines
each year instead of our current policy of printing 4/year.

PLEASE BE SURE WE HAVE YOUR CURRENT E-MAIL ADDRESS ON
FILE so that you don’t miss your upcoming issues of PedsLines.

Also, we will be sending out time-sensitive Legislative Updates
throughout the upcoming session of the MO General Assembly. If you
would like to be included in this special listserve, please let us know.

Email us at info@moaap.org to update your email address for
PedsLines or to sign up for the Legislative Affairs listserve TODAY,
please. Thank you for your attention to this matter!

I n April of 2005, The Missouri
Chapter of the AAP embarked on
a major project to promote

Breastfeeding education among
healthcare professionals and
providers across the state.  The MO
Department of Health & Senior
Services (DoHSS) has assisted the
Chapter through a grant to support
the educational effort. The state
Breastfeeding Coordinator, Cathy
Kruse, has been a tremendous help in
this effort.

The impetus for the project was the
Healthy People 2010 guidelines goal
for breastfeeding in the United States.
These goals aim for a breastfeeding
initiation rate of 75%, 6month duration
breastfeeding of 50% and a 1 year
breastfeeding rate of 25%.
Presently, the initiation rate (2004) for
Missouri is 62.4%.  The 6 month
duration is 30% and the 1 year
duration rate is <15% * Clearly, there
is room for improvement in the state
of Missouri.

The intent of the grant was further
education of healthcare professional
in a way that would positively impact
the feeding choices our Missouri
mothers are making for their babies.
The Project is to last 3 years with
Kansas City, St. Louis and Central
Missouri as the target areas for
education, respectively and in
sequential order.

The planning and implementation
team, (which consisted of AAP
Chapter Executive Director Jan
Frank, Charlene Burnett, RN
Coordinator, Misty Patterson, Project
Manager, DoHSS Breastfeeding
Coordinator Catherine Kruse, RN,
and myself as the Kansas City Area
Medical Director), embarked on the
task of setting objectives, choosing
the curriculum and formulating a
presentation appropriate for  different
types of healthcare professionals.
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New Database System Paves Way for Dues
Invoice Improvements

• Members who
rejoin the AAP
after the grace
period will start a
new membership
year effective with
the date their 1-
year dues
payments is
processed.
Members do not
have to fill out new applications to rejoin the Academy.

Example:  Dr. Smith’s membership record transfers to the new
netForum database on January 3, 2006 with a membership that
expires on June 30, 2006. She received her renewal dues invoice
in March 2006 for membership year July 1, 2006-June 30, 2007.
She doesn’t send a payment. In May, Dr. Smith receives a dues
reminder invoice. On June 30, 2006 her existing membership
expires and the new membership begins July 1, 2006. She is now
in the 60-day grace period of the new membership. She still
doesn’t send a payment. On Sept. 1st, her July 1, 2006-June 30,
2007 membership expires. The expiration date of June 30, 2007
changes to Aug 31, 2006.  October 10th Dr. Smith realizes she is
no longer receiving benefits so she calls to rejoin. The customer
service rep takes Dr. Smith’s credit card number over the phone
and ‘sells’ her a new membership beginning on Oct. 10, 2006,
expiring on Oct. 9, 2007. In June 2007 Dr. Smith will receive her
renewal notice for her next year of membership beginning Oct. 10,
2007.

Members who receive renewal notices in March 2006 for
membership period July 1, 2006-June 30, 2007 and who pay prior
to the end of the grace period of August 31, 2006 will see no
interruption in benefits, nor will their membership period change
from the July to June period they have always had.

Resident Fellow & Medical Student Dues Invoices

FY 2005-2006: Resident Fellow and Medical Student dues
invoices for will be generated and mailed the first week of
November 2005. These invoices are for the membership period
July 1, 2005-June 30, 2006. Resident Fellows and Medical
Students have always been invoiced mid-academic year/mid-AAP
fiscal year. Resident Fellows sponsored by their programs or local
AAP Chapters will be included on the sponsors’ consolidated
invoices. Non-sponsored Resident Fellows and all Medical
Students will be invoiced individually. Dues payments are due by
February 28, 2006.

FY 2006-2007: The academic year 2006-2007 will usher in a new
process for Resident Fellows. Consolidated renewal invoices will
be sent to all Pediatric Residency Training Program and AAP
Chapter sponsors for their Resident Fellows the first week of May
2006. These payments will be due June 30, 2006. The 2-month
grace period applies; benefits will lapse on August 31st for all
unpaid Resident Fellows. AAP Division of Member Services will be
working closely with the residency programs to ensure a smooth
transition to the new timetable.

T he American Academy of Pediatrics will be
implementing a new database system in January
2006. This web-based system will bring greatly

enhanced data, reporting and web connectivity capabilities. In
addition, the new system will allow for the implementation of
anniversary-year membership cycles. What does this mean to
our members?

• No more confusion for new members as to when their
membership starts and when it ends. Beginning with
the implementation of netFORUM, all new members or
previously lapsed members rejoining the AAP will pay
1-year dues and begin their 12-month membership on
the date of payment. No more payments covering
months gone by.

• Chapter and Section memberships will be set to the
same expiration date as the existing National
membership to enable single-invoice renewals.
National members joining Chapter and/or Section will
pay pro-rated Chapter/Section dues for the months
remaining on their existing National membership.

• Benefits begin immediately. No more month-long
delays in benefits or active status.

• The elimination of initiation fees for new Fellows,
and reactivation fees for returning members.

• Membership renewal invoices will be mailed 4
months prior to the expiration of the current
membership. This will allow plenty of time for members
to process their invoices and return payments prior to
the membership expiration date.

• On the date of netFORUM implementation, all AAP
members in good standing will retain their July 1,
2005 through June 30, 2006 membership year. Their
membership period is printed on their membership
cards.

• All members* in good standing on the date of
netFORUM implementation will be mailed renewal
invoices the first week of March 2006. The
membership renewal will be for the upcoming
membership year July 1, 2006 through June 30, 2007.

• *Resident Fellows will continue to be billed separately
to accommodate the consolidated invoices sent to dues
sponsors. Resident Fellow renewal notices will be
sent in May 2006 for the upcoming academic/
membership year July 1, 2006-June 30, 2007.

• The AAP will continue to offer a 2-month grace period
for late payments. This grace period will be the first 60
days of the new membership year; July 1, 2006 through
August 31, 2006. Unpaid memberships will expire
effective September 1st, 2006. Benefits will lapse as
well.
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MO Chapter Member Testifies before Congress
Injury Prevention and ATVs Discussed
By Cindy Pellegrini Assistant Director, Dept. of Federal Affairs - AAP

Rep. Stephanie Herseth (D-SD) asked
some rather unexpected questions.
Rep. Herseth, who is 34 years old,
described herself as having “grown
up on a three-wheeler” and said she
“wouldn’t have given it up for the
world.” While very respectful, she
seemed incredulous that AAP was
actually recommending an outright
ban on ATV use by children under 16.
She asked whether some level of
compromise might be possible. Dr.
Dowd did a great job of deflecting
that question, noting that some
children of 12-16 might actually be
capable of driving a car but that
society still doesn’t allow them to.
Rep. Herseth made a special point of
thanking Dr. Dowd for her testimony
and her work as a pediatrician, but
was clearly unconvinced.

Rep. Steven Pearce, who was
chairing the hearing, then directed
the most difficult questions to Dr.
Dowd. Pearce asked Dr. Dowd how
AAP set this policy (through COIVPP),
whether there was a vote taken by all
60,000 AAP members on it (no),
whether the AAP board had reviewed
it (yes) and whether the board vote
was unanimous (yes). He asked
whether COIVPP did all our
transportation safety policy (yes) and
inquired whether AAP was now going
to recommend that children not ride
in cars. Dr. Dowd responded that AAP
recommends age-appropriate car
seats.  He then suggested that
perhaps the hearing should look into
regulating physicians, since some
people believe that doctors over-
medicate children, and then stated
that people usually want to regulate
others but not themselves. Dr. Dowd
pointed out that regulation of doctors
was not the subject of the hearing.
There was a derisive tone to the
chairman’s remarks throughout.

In my professional experience, I have
rarely seen a Member of Congress

behave as
disrespectfully
to a witness as
Pearce did to
Dr. Dowd. It’s
a real
testament to
Dr. Dowd’s
intestinal
fortitude and
restraint that
she didn’t rise
to the bait.
She answered
his questions directly and levelly, as a
true professional.

It’s my strong belief that this was a
very important forum in which to air
AAP’s position. One of the committee
staffers told me afterwards that this
was the first time safety issues had
ever been addressed directly in the
ORV debate in the Resources
Committee. I can guarantee some of
the people in that room – whether
lobbyists or ORV enthusiasts – will
remember Dr. Dowd’s testimony for a
long time.

I hope everyone will take the
opportunity to thank Dr. Dowd for
taking the time out of her busy
schedule to so ably represent COIVPP
(Committee on Injury, Violence and
Poison Prevention) and AAP.

D
r. Denise Dowd
represented AAP with
grace and aplomb at a

recent ATV hearing before the US
Congress! She was an outstanding
witness, especially considering
that some challenging, if not
outright hostile, questions were
directed to her.

The hearing focused almost
exclusively whether and how
public lands should be open to
motorized recreation. Dr. Dowd
was the only speaker who
discussed safety. The first panel
consisted of two Administration
witnesses (from the Bureau of
Land Management and the Forest
Service). The second panel
consisted of 6 witnesses: 4
individuals representing the
interests of motorized
recreationalists, 1 hunter oppose
to ORVs, and Dr. Dowd.

Dr. Dowd’s oral testimony made a
noticeable impact on the standing
room-only crowd. I feel confident
in saying that many of the
audience members were ORV
enthusiasts who had no idea what
the statistics on children and
ATVs are. Her example of the
child who came to her ER over the
July 4 weekend elicited many
small horrified noises and
grimaces from the attendees.

Three Members of Congress
directed questions to Dr. Dowd.
Rep. Donna Christensen, MD (D-
VI) asked about the comparative
injury rates with other sports and
recreational activities. She also
asked about the “golden hour”
after injury and how reaching
victims on remote areas of public
lands impacts the ability to treat
them effectively. Dr. Dowd was
prepared for both questions and
had excellent responses.

Cindy Pellegrini
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Non-Nutritive Sucking Part II
The Thumb
Craig S. Hollander, D.D.S., M.S.

however, they will be in a more
positive frame of mind.

The first thing to investigate is whether
or not there is a comfort object like a
blanket or stuffed animal that is
usually present when the child sucks
their thumb.  I explain to the parent
that a conditioned response stimulus
can be present, similar to how some
smokers reach for a cigarette when
they have a cup of coffee or a beer. In
this situation, the comfort object must
be discarded before the thumb habit
can be stopped.  See if the child can
leave the blanket at home while he is
going for a car ride, or leave the
stuffed animal in the bed while he is
watching TV.  At night time, see if the
child can go to bed with the blanket on
the floor or dresser. Once the comfort
item is no longer needed, the thumb
habit can be addressed.

When talking to the parent of a young
child, I explain that many kids will
spontaneously lose interest in sucking
their thumb on their own. Children who
suck their thumbs past 3 years of age
will respond better to positive
reinforcement if the parents can wait
until the child reaches the age of 4 or
5 years. This is the age I begin to work
with the families on breaking the
thumb sucking habit. Some parents
may have already tried a negative
reinforcement approach to no avail. A
bitter tasting substance placed on the
thumb can burn if it gets into the eyes.
Additionally, the bad tasting stuff can
be  intentionally washed off, or the
child can become accustomed to the
taste. Lastly if that child did not want to
quit to begin with, the negative
reinforcement will be perceived as a
punishment.

After I establish with the child  that he
wants to quit, I find out when they are
most likely to suck their thumb. I will
ask school-age children if they suck
their thumb during class.  If a kid looks

T humb sucking is a very
common habit in children. In
fact, ultrasounds have shown

fetuses sucking their thumb. (Fig 1)

Figure 1

The sucking reflex is innate, and
instinctively normal, and the thumb
provides the child with a way to
comfort himself.  Since babies
discover the world with their mouths,
it stands to reason that once babies
find comfort when the thumb is in their
mouths,  they will want to have that
feeling again when they are in a
stressful situation, bored or tired. As a
child gets older, however, the
previously acceptable thumb sucking
habit may be frowned upon by the
child’s parents or peers. Some kids
will be able to spontaneously quit on
their own by the time they are 3 or 4.
The remainder of the children may
need some help to quit before the
thumb affects the shape of their
palate or the position of their teeth.

If a parent is interested in having the
child stop sucking his thumb, the most
important thing to stress is that
hopefully, the child has to want to quit.
Unlike the pacifier that can be taken
away, the thumb will always be
present. A child who does not want to
quit can not be forced to unless
something drastic is done like duct
taping their arms to their side (This
would be considered Child Abuse).
Once the children desire to quit,

at me like I’m crazy, I know I’m on the
right track.  The child knows that
thumb sucking is socially
unacceptable with their peers and
don’t want their friends to know.
Sleepovers can be another stressful
time for children if they are afraid they
will be made fun of if they suck their
thumb while sleeping. Once children
confirm to me that they are ready to
quit, I can counsel the parents on
positive behavior modification
techniques. Two methods  are listed
below.  In each case the parent can
prepare ahead of time by going to a
dollar store and picking up a bag of
butterfly hair clips, dinosaurs, etc.
Calendars with a child’s favorite
character which are inexpensive after
the first of the year can be used to
track progress, or a wall chart can be
created for stars or stickers to be
placed.

THE BAND-AID METHOD
1.) Have the child pick out a box of

cartoon character band-aids from
the store.  I tell the child these
band-aids are only for them. “Do
not let anyone else in your family
use one, even if they are
bleeding!”

2.) The child should be responsible for
putting a band-aid on his thumb
when he gets home from school. It
is “his job” to keep that band-aid
dry until dinner time.  If the thumb
gets wet the band-aid will fall off.
The taste of the band aid will
remind the child not to suck their

continued on page 7

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



thumb. This is especially helpful if
the thumb subconsciously finds its
way in the mouth without the child
intentionally wanting to suck it.

3.) The parent should check the band-
aid after an hour or so right before
dinner.  If the band-aid is dry they
get to put a star or sticker on the
wall chart or calendar that is
hanging in their room.

4.) The time between the end of
dinner and bath time is another
opportunity to earn a star or
sticker. The parents should have
an agreement with the child that
once he reaches a specified
amount of stars or stickers he can
have a special treat, extra video
game time, a special prize, etc.

5.) Since the parents are involved with
monitoring the child’s progress, the
child is much more likely to
continue receiving the positive
reinforcement.

THE CUP of COINS
1.) I ask the child if they like money.

Most child get a huge smile on
their face and answer yes. I let
them know that I can help them
stop sucking their thumb, and get
rich at the same time.

2.) I tell the parents to go to the bank
and get a roll of nickels. When
they get home dump the roll of 40
nickels out on the bed. It will look
like a fortune to the child.

3.) Place 10 nickels in a cup and have
that cup in their room.

4.) Any time the child is caught
sucking their thumb they have to
give their parent  one of the nickels
back.

5.) Whatever is left over at the end of
the week is theirs to keep. They
can then start fresh with 10 nickels
again.

6.) Other incentives beside nickels
can be Chuck E Cheese tokens,
Baseball trading cards, or even
quarters periodically. The
important thing is to keep things

ceased.  I will use this as a last resort,
since a box of band-aids or a roll of
nickels is much less expensive.
Children find comfort in sucking their
thumbs, and it is only possible to help
them quit if they have a desire to.
Various incentives and rewards,
coupled with parent participation will
help the children gain the confidence
that they can ultimately succeed.
Patience is needed, since many
children will not quit “cold turkey.”
There is a much greater chance for
success when parents can work with
the children to progressively decrease
the frequency of their thumb sucking
until they can quit altogether.

Have you found these
dental articles of interest?
I would like my next article
to discuss trauma to
primary teeth.  Please
e-mail me at:
craighdds@msn.com.
and let me know what
questions you may have
concerning this topic.

Non-Nutritive
Sucking Part II
continued from page 6
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interesting and exciting for the
child.

DURING SLEEP
It is much easier for children to quit
thumb sucking while they are awake.
If they can stop sucking their thumb
during the waking hours, then their
thumb is out of their mouth 75% of the
time. The night time is more difficult
because the thumb may
subconsciously go in the mouth as the
kids are drifting off to sleep.

1.) See if the child can listen to a
bedtime story with his hands
behind his head or underneath
their back.  If this can be
accomplished then a nickel can
magically appear on the night
stand when they wake up in the
morning.

2.) A sock can be placed on the hand
and safety pinned to the pajama or
nightgown sleeve. Be sure to
reward the child for keeping the
sock on all night while they’ve
been sleeping.

3.) Parents have also had success
wrapping an ace bandage around
their child’s elbow while the arm is
in an extended position.  The child
can still bend their arm and get the
thumb in their mouth, but the
tension will reflexively straighten
the arm out as the child falls
asleep.

If all else fails, a dentist or
orthodontist can construct
a habit-breaker appliance which is
cemented to the last molars of the
upper arch. (Figure 2).

Figure 2

The appliance consists of a metal crib
that is positioned directly behind the
upper permanent incisors, preventing
the thumb from being sucked, and is
worn for 6-9 months until the habit has
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Kathryn Nichol

There is a bipartisan bill (S.1716)  proposed by Senators
Grassley (R-IA) and Baucus (D-MT) to provide Medicaid
coverage for five months for all of those negatively
impacted by Katrina.

Health disparities is becoming a more important issue for
the population we serve.  The Academy is hoping to shift
the discussion more to health equities rather than health
disparities.  One of the topics discussed in some depth at
the BOD meeting was health equity.  There was a
fascinating discussion of the history of morbidities in our
nation.  First were the classical morbidities in which the
determinants were infectious diseases, premature deaths,
overcrowding, nutrition and infant mortality.  Then came
the “New Morbidities,” a term coined by Bob Haggerty.
Now we are facing the Millennial Morbidities whose
determinants are social/environmental issues.

For the Millennial Morbidities the sentinel indicators are
social justice, community ethics, social capital, human
rights. If these four sentinel indicators are considered, we
should be able to have more equitable outcomes.

For example, we all know that some of the things that
impact obesity in children include how often they eat out,
have supervised meals, have physical education in the
schools, eating of “junk” food, number of calories ingested,
the amount of time spent in sedentary activities.
Programs and policies need to be developed and
implemented that will impact on the negative indicators in
a more equitable manner if we are going to impact on
obesity in an equitable way.  Watch this topic.  I think there
will be more resources and energy put into it by the AAP.

The BOD was updated on the Bright Futures project
which has been funded by the Maternal and Child Health
Bureau (MCHB).  It is a five year cooperative agreement,
and the project is the middle of Year 4.

There was an update on member communications and
member choice.  In a previous newsletter, I shared with
you results of a member attitude, awareness and usage
study which had been done in 2004.  The key findings
were that the AAP is operating from a very strong position,
that for the majority of members the most meaningful
aspect of AAP membership was the opportunity to be part
of a respected organization. Key actions to improve
member communication include implementing a monthly
electronic newsletter, called AAP OnCall, implementing
improvements to the AAP Member Center search engine,
and including e-mail addresses for the AAP Executive
Committee in the “About AAP” section of the AAP web
site.  Focus groups were conducted during the NCE to
gain some qualitative data related to member benefits.

Have a safe and wonderful holiday season.  I will try and
summarize important things discussed and acted on by
the BOD after the Jan., 2006 BOD meeting.

District VI Update
Kathryn Nichol, M.D., FAAP, District VI Chairperson

A s you can imagine, a
significant amount of time
and energy was spent at

the Board of Directors (BOD)
meeting in discussing hurricane
Katrina, its aftermath and the
American Academy of Pediatrics
(AAP) role in providing relief to
children, pediatric residents and
pediatricians in the affected area.

First, our national office in Elk
Grove Village was able to be in contact with the Chapters
in Louisiana, Mississippi, and Alabama within forty eight
hours of Katrina.  The Texas Chapter did a tremendous
job in providing much needed help to the pediatricians in
this area.  Many pediatricians lost manuals, office
materials etc.  National gave $5,000.00 to each of the
affected Chapters to help them immediately.  They also
offered to send many replacement manuals to those
affected.  The AAP worked with the organization
overseeing residency programs and helped them to get
placed in other programs, which would be credited to their
program requirements.

Second, the AAP sent out a special appeal to raise money
through the Friends of Children specifically to aid those
impacted by Katrina.  To date, close to $150,000.00 has
been raised, a tribute to our Academy membership.

Third, the Tomorrow Children’s Endowment (TCE) has
sufficient principal that the AAP can begin using the
interest to fund appropriate projects.  It has just been
decided by the BOD that the $50,000.00 at our disposal
will be used as seed money to garner more monies to
develop a disaster preparedness program for the
Academy and its members.  I hope more of you will
consider remembering both Friends of Children and the
TCE when thinking of what charities to support.

There has been a tremendous amount of energy
expended by the Washington DC office, the Elk Grove
Village office as well as Chapter leadership to prevent the
Medicaid cuts ($10 billion in 5 years) from negatively
impacting on children.  Because the Academy has worked
very hard to develop collaborative relationships with many
other organizations who share our vision, Carol Berkowitz,
our president this past year, was recommended by
several organizations to serve on the newly created
Medicaid Commission.   She became a non voting
member of the Commission and was very successful in
having the Academy’s message being heard.  Only one of
the five proposed cuts will have an impact on children.
Though the Academy is very encouraged by the success
of the efforts of Carol and the Academy leadership, it is
just the first step.
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MARK YOUR CALENDAR !

Pediatric Regional 4-State CME Meeting The Kansas, Missouri, Iowa and Nebraska
April 21-22, 2006 AAP Chapters invite you to participate

Hyatt Regency Crown Center in a first ever  4-state regional CME
Kansas City, MO meeting in Kansas City.

The two-day CME meeting will feature:
-  Workshops  -  Reception and Dinner  -  Saturday Plenary  -  Saturday Evening Social Event  -

Topics include Information Technology, Electronic Medical Record, Behavioral Pediatric Issues, Newborn
Screening, Drug Exposed Children and much more!

SAVE THE DATE !

executive order in New Mexico “to
ensure that state government at every
level is meeting the health, education
and growth needs of New Mexico’s
children”. While removing barriers to
public assistance, the cabinet
established important goals for New
Mexico’s children including literacy by
the end of 3rd grade, increased availability of health
insurance, proper immunizations, and access to childcare
to parents working their way off welfare. She encouraged
attendees to discuss with their state government whether
a Children’s Cabinet would be beneficial in their states.

Of course, Medicaid was a topic of interest. An excellent
panel, including Carol Berkowitz MD, FAAP, a physician
member of the Medicaid Advisory Commission, reminded
us that children make up a small percentage of the costs
of Medicaid but often pay the price of increased cost of
care provided to adults. We learned about strategies to
protect children’s access to Medicaid, including how
seeking legal recourse can be a successful way to effect
change: cases were reviewed from both Oklahoma and
Illinois where failure to provide equal access to care was a
focal point of the lawsuit. The case in Illinois also charged
failure to comply with EPSDT regulations. Both yielded
favorable judgments that hopefully will establish
precedent to motivate other states to comply fully with the
equal access and EPSDT provisions of the Medicaid Act
and provide a “last resort” option when other approaches
fail to improve Medicaid coverage for children.

Included among the other plenary sessions was a
presentation by Barry Zuckerman MD, FAAP who shared

his experience with the “Family Advocacy Program”
(www.bmc.org/pediatrics/special/fap/about.html), a
medical-legal collaborative designed to improve the health
and welfare of low-income families with children in Boston.
This partnership provides free legal services, consultation,
training and resources for health care providers, and
support for legislative advocacy and reform initiatives. The
success of this model has already led to establishment of
similar programs in other states.

Another important topic was discussed by Polly Arango,
who shared her experience with Family Voices
(www.familyvoices.org), a partnership between families
and pediatricians to achieve effective advocacy for
children. Attendees learned that coupling evidence based
advocacy with the personal message of a parent/child
underscores the care partnership and focuses the
message on the health care needs of the patient rather
than the financial needs of the physician. Evidence based
advocacy was also the focus of a breakout session led by
former MO-AAP board member Denise Dowd MD, FAAP,
who spoke about the importance of strategies to provide
the scientific context and real word grounding for
advocacy efforts. Another breakout session, led by AAP
board member Dave Tayloe, MD, FAAP reviewed the
many benefits of the Open Forum concept for chapter
meetings, including the opportunity to provide a forum for
state government administrators/leaders to interact with
pediatricians. He stressed that open forums can be a
critical opportunity to build effective advocacy partnerships
with state health care administrators.

Finally, Errol Alden, MD, FAAP, AAP Executive Director,
charged the attendees to take what we have learned back
to our chapters and states and improve our advocacy
efforts. Your MO-AAP board is already working on
implementing ideas generated from this summit.

Dr. Stuart Sweet

Summit
continued from page 5
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Meet the 2005-2007 MO Chapter,
AAP Board of Directors

At the November, 2005 Board of Directors/Chapter Meeting in Kansas
City, the Board and Membership welcomed a new leadership team of
officers and some new Board members.

Accepting the Presidency for a two-year term is Corinne Walentik, M.D., FAAP,
MPH, of Cardinal Glennon Children’s Hospital in St. Louis. Dr. Walentik follows
Daryl A. Lynch, M.D., FAAP, FSAM, of The Children’s Mercy Hospital in
Kansas City, who becomes the Past-President.
Thomas W. Tryon, M.D., FAAP, a private practicing pediatrician from Joplin,
who is affiliated with Freeman Hospital, ascended from the position of Secre-
tary-Treasurer to President-Elect.
Claudia Preuschoff, M.D., FAAP, a private practicing pediatrician from Poplar
Bluff is the newest member of the Executive Committee, stepping into the ranks
as the newly-elected Secretary-Treasurer.
With that sterling Executive Committee at the helm, the Chapter also welcomed
two new at-large members to the Board of Directors, Nasreen Talib, M.D.,
FAAP from The Children‚s Mercy Hospital in Kansas City and Robert W.
Steele, M.D., FAAP, a private practicing pediatrician from Springfield who is
fulfilling the unexpired term of Lora Schauer, M.D., FAAP, also of Springfield. Dr.
Schauer had to relinquish her seat on the Board due to clinical and family
obligations.
In addition, two new non-voting members were added to the Board. Serving as
co-chairs of the CATCH (Community Access To Children‚s Healthcare) are Kristi
Canty, M.D., the former AAP National Resident CATCH Liaison and a resident
physician from The Children‚s Mercy Hospital; and Maureen Dempsey, M.D.,
FAAP, MPH, the former Director of the Missouri Department of Health who is
now with Great West Insurance in St. Louis.
They join the other members of the Chapter‚s Board who are: R. Alan Grimes,
M.D., FAAP, from Kansas City, who is the PROS representative and a non-
voting member; Robert Harris, M.D., FAAP of Columbia; Blaine Sayre, M.D.,
FAAP of St. Louis; Stuart Sweet, M.D., FAAP of St. Louis.
Giving up his post as Past-President (which he has held for three years) this
year, Ted Groshong, M.D., FAAP of Columbia was honored with a token of the
Board‚s and Chapter‚s appreciation for his many years of service to the Chap-
ter. He will remain involved on the Chapter‚s Foundation Board of Directors.


