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PRESIDENT'S MESSAGE
RerLECTIONS ON MY FIRST YEAR

As my first year as your president comes
to a close, I've been thinking of what
we've done this year. This is my half-
way point. Our Chapter remains strong,
committed to its mission, and incredibly
active with its members and numerous
coalitions for the advocacy of children
and their families.

The big project we've been working
on this year (we being Sean Palfrey, Cath-
leen Haggerty, and me) is the creation
of the MCAAP Foundation. We con-
tracted with New Sector, an agency that
matches business graduate students with
nonprofit organizations whose wish is to
complete some kind of project. We had
wonderful teams for the first "semester”
from Harvard Business School and the
Kennedy School of Government. Their
task was a feasibility study — was this
foundation idea a good one? Much work
went into this question and the final
answer, with no help from the audience
or 50-50, was "yes." The second semester
our students were from the Sloan School
at MIT. Their task was the structure of
the foundation and the beginnings of
implementation. This time there was help
from the "audience"; our members were
surveyed and we came up with a pool of
creative, interested people who would
like to help in some way. Now our task is
the implementation of this foundation.
We are in that process now and | will
keep you informed as we roll along.

We continue to advocate in the
legislature. We are at the table for the
health care reform bills that are so
prominent in the news now. State agen-
cies consult us on a regular basis for
input on many critical children's issues.

continued on page 6

New Meningococcal Vaccine
Licensed— Expanded Recommendations
for Adolescents

Kafi Sanders, M.P.H.

n January 2005, the U.S. Food and
I Drug Administration (FDA) licensed

a new meningococcal quadrivalent
conjugate vaccine (MCV4), Menactra,™
for use in people 11 to 55 years of
age. MCV4 is manufactured by Sanofi
Pastuer (formerly knows as Aventis
Pasteur) and will help protect against
invasive meningococcal disease.

In May, the Advisory Committee on
Immunization Practices (ACIP) and the
American Academy of Pediatrics (AAP)
published expanded recommendations
for meningococcal vaccine. Meningo-
coccal vaccine is now recommended for
the following groups:

s Children at their routine preadoles-
cent visit (11 to 12 years of age)

* Adolescents at high school entry
(15 years of age) for the next two to
three years

% Incoming college freshmen living
in dormitories

“ Other groups at high risk (including
military recruits; those traveling
to or residing in countries where
meningococcal disease is an epidemic;
those with functional or anatomic
asplenia or terminal complement
deficiency; microbiologists who are
routinely exposed to isolates of me-
ningococcal bacteria; or people who
may have been exposed to meningitis
during an outbreak)

Some studies have suggested an
increased risk of meningococcal disease
in persons with HIV infection, but data
on this issue are inconsistent. Clinicians
should consider meningococcal vac-
cination of persons with HIV infection.
MCV4 is preferred in this situation, but
meningococcal polysaccharide vaccine
(MPSV4) is an acceptable alternative.
Clinicians should also consider

continued on page 7

Two New Combination Vaccines
Provide Protection Against Pertussis
in Adolescents and Adults

Kafi Sanders, M.P.H.

he Food and Drug Administration

(FDA) recently licensed two formu-
lations of tetanus (T), diphtheria (d),
and acellular pertussis (ap) vaccine
(Tdap) for use as a single booster dose in
adolescents and adults. Tdap will reduce
pertussis morbidity in adolescents and
adults who are thought to be the source
of infection for newborns who are too
young to be fully vaccinated.

Boostrix,® manufactured by Glaxo-
SmithKline (GSK), was approved on May
3, 2005, for use in adolescents 10 to 18
years of age. Adacel,™ manufactured by
Sanofi Pasteur, was approved on June 10,
2005, for use in adolescents and adults
11 to 64 years of age.

The Advisory Committee on Immu-
nization Practices (ACIP) is expected to
vote on recommendations for the use of
Tdap vaccine in adolescents in late June

continued on page 6
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Letter to the Editor

To the Editor:

I read and enjoyed your message, Dr.
Young, in this month’s issue of The Forum.
I was very touched by your concise, clear
description of events that often take place
in our offices as we try to care for the chil-
dren of Massachusetts and of our frustra-
tion in trying to do the best for them with
so few allies.

In fact, your examples in The Forum
unmasked the sense of the anger I feel,
and I think many of our colleagues feel, in
trying to offer excellent medical care in a
state where the professional environment
is so poisonous.

Our patients and their parents find
that their insurance often under-funds
their needs. We assume the professional
responsibility of caring for our patients,
giving them many unreimbursed minutes
and hours of time taken with referrals,
squeezed-in time for extra home problems
or other children’s problems, and yet no
one seems to care but those of us offering
our time.

Our commercial and state insurers
don’t care. They know they aren’t paying
for the full cost of their subscribers’ care.
They depend on the professionalism, the
sense of duty and the altruism of us, the
caregivers, to provide the necessary care
to the children of our state’s families even
if the work goes unpaid.

Our State Legislature doesn’t care.
Those individuals in the Legislature, many
of whom are attorneys, appear to only

want to control the costs of care so they
remain popular in the public’s eye. Tell
me what other business in this state is
forced to provide services to individuals
and then accept incomplete payment for
those services with no ability to bill them
for unpaid balances? How many businesses
could survive under those discriminatory
and arbitrary rules? Certainly there are
no attorneys who are forced to practice
that way.

The local and state media don’t care.
The media only want inflammatory and
prejudicial “news” to enhance their read-
ership, often under the guise of protecting
the public. I recall with anguish the
“infomercial” approach to selling the public
the “bill of goods” linking autism with the
MMR vaccination and/or thimerosal. Other
recent conflicts played out in the media
include the denial of Plan B medica-
tion through our pharmacies without
a prescription; the “crisis” of doctors
inappropriately medicating children with
stimulants — every one of us blamed for
over-diagnosisng ADHD in cahoots with
either the drug companies or the schools;
the stem cell debacle that includes our
governor and President; and, finally, the
tragedy of Mrs. Terri Schiavo and the inter-
vention by Florida and national politicians.
Nearly every media outlet contributes to
the erosion of public trust in medicine
and science — at a time when we most
need the public’s trust.

continued on page 6
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Making a Medical-Legal Collaboration Work for Your Patients

David Keller, M.D., and Rebecca Kislak, J.D.

Doctors and lawyers are highly trained
professionals; problem solvers by
nature who use specialized knowledge of
systems (legal and medical) to help people.
Judging by the rhetoric of the last elec-
tion, however, one might think doctors
and lawyers are natural enemies who meet
only in courtrooms. How could two pro-
fessional groups with such different profes-
sional mores ever find common cause?

One answer lies in family advocacy
programs, collaborative practices in which
doctors and lawyers work together to
assure that children and families living in
poverty have the social supports necessary
to maximize their health and well being.
Since the initial collaboration began at
Boston Medical Center in the early 1990s,
more than 30 programs have been initiat-
ed around the country, in-
cluding Family Advocates
of Central Massachusetts.
Our program, now almost
two years old, has served
more than 70 families,
helping them with legal
issues related to housing,
domestic violence, special
education, and access
to Medicaid. Working
together has confirmed
our belief that the medical
and legal professions can
make a difference in the
lives of children.

We have also encoun-
tered some barriers to col-
laboration in the course of
our work. The similarities
and differences in our
respective professional
cultures can interfere
with mutual collabora-
tion. Both professions have well developed
social norms that are understood within
the profession, but may seem peculiar to
those outside the fold. Doctors and lawyers
have confidential relationships with their
patients (a.k.a. clients), although the legal
basis of that privilege differs between the
professions. For example, doctors are
“mandated reporters” of child abuse or ne-
glect; attorney-client privilege may exempt
a lawyer from that requirement. Both are
used to being in positions of authority,
and dislike sharing authority with others.
Finally, each use dense jargon that speeds

communication within the profession,
while hindering communication with the
outside world.

The impact of these barriers can be felt
in many ways. A powerful social role can
lead one to make assumptions about a pro-
fessional without looking at their individ-
ual characteristics. Ask a group of doctors
to pick the animal that most resembles
a lawyer, and most will answer “shark”
without thinking. Even if one has never
been sued, all doctors know someone who
has been sued, often for something that,
to a physician, seems less than egregious.
Ask a group of lawyers if patients like their

Working together has
confirmed our belief that
the medical and legal
professions
can make
a difference

in the lives
of children.

doctors, and they
will likely say “no.”
Lawyers hear about
doctors from un-
happy clients, people
who have had a bad
result and often feel
that their needs and
concerns have not
been addressed. To
collaborate, we must
break through the
stereotypes to see each other as advocates
for our patients, using our professions’
strengths to complement the power of
the other.

Doctors and lawyers are both problem
solvers, but our approach to problems
reflects the social norms of our profes-
sions. Since the Flexner Report, medicine
has been based on science, which finds
truths that are objective and reproducible.
Doctors take a patient’s problem and try to
fit it into the scientific paradigm of
objective truth, recognizing that they
cannot always succeed. For example, a

patient with a cough wants cough medi-
cine, even though science tells us that
most cough medicines do nothing to alter
the course of the disease or the symptom.
Attorneys, however, help their clients by
looking at a problem and finding a way to
use the law to solve it. This may involve
identifying an untapped resource, negoti-
ating a settlement, or simply thinking a
problem though. A good attorney will use
all of the evidence available in the best
possible way to help a client. If they can
help it, they won’t point out negative
evidence or cases to the contrary. Both

of these approaches are valuable in
advocating for one’s patient — or one’s
client — and actually complement each
other.

With good communication, even tough
issues like confidentiality can be addressed.
Confidentiality is central to attorney-client
and doctor-patient relationships. However,
the limits and requirements of confidenti-
ality are very different for each profession.
Attorney-client privilege is zealously
protected within our legal system. That
same system may require a physician to
break confidentiality under a number of
circumstances, most notably in cases of
child abuse and neglect. So what happens
when a resident is shadowing an attorney
and a client discloses abuse? The partners
need to discuss this issue at length, though
it may never come up. Each partner will
need to fulfill the requirements of his or
her own professional role.

The barriers outlined above are not
insurmountable. The gap between doc-
tors and lawyers can be bridged if we
acknowledge our differences, affirm our
commitment to the program of service
to the underserved, and work to ensure
that each professional understands the
other’s thoughts. If the medical and legal
partners can pull it off, the opportunity to
help people in new and different ways is
extraordinary.

David Keller, M.D., and Rebecca Kislak,
J.D., collaborated through Family Advo-
cates of Central Massachusetts, a collabo-
ration of UMass Medical School/UMass
Memorial Health Care and the Legal
Assistance Corporation of Central Mas-
sachusetts in Worcester, Massachusetts.
Ms. Kislak is now with Rhode Island Legal
Services, directing the Family Advocacy
Program of Hasbro Children’s Hospital in
Providence, Rhode Island.
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Advertisement

The National Dairy Council®is proud to partner
with the American Academy of Pediatrics on the
3-A-Day of Dairy for Stronger Bones campaign
to help improve the health and nutrition of
children, adolescents and young adults.

3ADay

_

For stronger
bonesg .
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Better Bones: Prevention Is Key

Sarah E. Hess, M.S., R.D., L.D.N.

steoporosis has been called a pediatric

disease with geriatric consequences.
Unfortunately, the focus is often only
on the geriatric consequences, when
most experts would agree that preven-
tion in childhood and adolescence is key.
The importance of strong bones cannot
be overstated. According to the recent
Surgeon General’s Report on Bone Health
and Osteoporosis, an estimated 10 million
Americans older than 50 years of age have
osteoporosis, while another 34 million
are at risk, all with devastating physical,
emotional, and financial costs.!

The good news is that strong, healthy
bones are attainable and osteoporosis is
preventable. The National Osteoporosis
Foundation (NOF) has outlined five
steps to bone health and osteoporosis
prevention.

Five Steps To BoNE HEALTH AND
OsTEOPOROSIS PREVENTION ;2
1. Get your daily recommended
amounts of calcium and vitamin D
2. Engage in regular weight-bearing
exercise
3. Avoid smoking and excessive alcohol
4. Talk to your health care provider
about bone health
5. Have a bone density test and take
medication when appropriate

THe CaLcium CoNNECTION

Though all of these steps are important
for strong bones, low calcium intake has
been singled out as a major public health
concern, because calcium is critically
important to bone health, and the average
American consumes far less than what

is recommended.! In fact, approximately
90% of teenage girls and 70% of teenage
boys do not consume enough calcium,
putting them at risk.? These numbers are
nearly as grim for younger children, with
about 70% of girls and 60% of boys 6 to 11
years of age failing to meet their calcium
needs.?

Studies in children and adolescents
demonstrate that increasing consump-
tion of dairy foods has a beneficial effect
on bone health, and that low intake of
dairy foods compromises bone health and
increases the risk of fractures. A recent
investigation found that significantly
more children 3 to 13 years of age who
avoided milk for prolonged periods experi-

enced bone fractures, especially forearm
fractures, compared to a group of children
born at the same time from the same city.*
Nearly one in three of the milk avoiders
experienced a bone fracture before eight
years of age, most often from a minor trip
or fall.* Interestingly, a 2003 report docu-
ments a significant increase in the number
of wrist fractures in U.S. children and ado-
lescents over the past 30 years.’ Although
the specific cause of this increase was not
explored, the researchers suggest that the
decline in milk consumption and dramatic
increase in soft drink intake in recent
decades is likely a contributing factor.’

THE Sort DRINK SURGE

During recent decades, children’s intake
of soft drinks has risen dramatically, while
their intake of milk has declined.*$ Nation-
al surveys show that soft drink consump-
tion surpasses fluid milk consumption by
age 11. This pattern accelerates through
the teen years, when by age 18, American
youth’s beverage consumption averages 20
oz/day of soft drinks and only 5 oz/day of
milk.? This decline in milk consumption is
of great concern, as milk and other dairy
products are a significant source of dietary
calcium, contributing 72% of the calcium
available in the U.S. food supply.” When
children and adolescents replace milk with
soda in their diet, they not only miss out
on calcium, but also other nutrients, in-
cluding protein, phosphorus, magnesium,
and vitamin D. Since several nutrients are
known to be important for bone health,
the Surgeon General’s report recommends
eating a balanced diet containing a variety
of nutrient-dense foods, including low-fat
and nonfat dairy foods.!

In 2004, the American Academy of Pe-
diatrics (AAP) published a policy statement
on the issue of sweetened drinks, such as
soft drinks and fruit drinks, in schools. In
the statement, they remind health profes-
sionals to be aware of potential health
problems associated with high intake of
sweetened drinks, including displacement
of milk consumption, which results in
calcium deficiency with risk of osteoporo-
sis and fractures.®

3-A-DAY™ oF DAIRY FOR STRONGER BONES
To address America’s calcium crisis,
the dairy industry, with support from
health professional partners including
the American Academy of Pediatrics, the
National Medical Association, the Ameri-

can Academy of Family Physicians, and the
American Dietetic Association, initiated
an integrated marketing and education
campaign called 3-A-Day™ of Dairy for
Stronger Bones.

The campaign’s key message is a simple
call to action: consume three servings a
day of milk, cheese, or yogurt to help build
and maintain strong bones and overall
health. Health professionals recognize
that foods naturally containing calcium,
such as milk and other dairy foods, are the
preferred calcium source. In fact, a recent
study confirmed that milk is the most
reliable calcium source when compared
to several calcium-fortified juices and soy
beverages, which many consumers buy
for their calcium content, but may not
deliver what they promise.® Unfortunately,
with most Americans consuming only half
of the recommended servings of dairy a
day,’ there is considerable work to be
done to encourage consumers to get their
3-A-Day™ of Dairy.

Consumers can look for the 3-A-Day™
of Dairy for Stronger Bones logo on quali-
fying packages of milk, cheese, and yogurt
indicating that they are excellent sources
of calcium. To qualify for the logo, a milk,
cheese, or yogurt product must contain
at least 20% of the Daily Value of calcium
(200 mg), per reference amount and per
serving. One serving is 8 ounces (1 cup)
of milk, 1 to 1.5 ounces of cheese, or 8
ounces (1 cup) of yogurt.

Calcium Recommendations
Age Adequate Intake (mg)
1-3 Years 500
4-8 Years 800
9-18 Years 1,300
19-50 Years 1,000
51+ Years 1,200
National Academy of Sciences,
Institute of Medicine, 1997

DIETARY GUIDELINES SUPPORT

3-A-DAY™ oF DAIrRY

The 2005 Dietary Guidelines for Ameri-
cans recently reaffirmed the importance
of dairy foods for good health. The guide-
lines state that “diets rich in milk and
milk products can reduce the risk of low
bone mass throughout the life cycle. The

continued on page 7
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President's Message
continued from page 1

We have restructured the Pediatric Council
and continue to work with insurers on
reimbursement and coding, so important
to the survival of our practices. Our 25
committees remain the backbone of our
Chapter, tackling such problems as obesity,
mental health, environmental health, and
international health care, to mention a few.
Our Annual Meeting this May was very well
attended and our CME program was top
notch. The new addition of “Jeopardy" was
a popular presentation.

We are always looking for new (or old)
faces. Getting involved in your Chapter
is so rewarding — both personally and
professionally. Try it, you'll like it. | always
appreciate your comments and suggestions
and look forward to another productive
and challenging year.

- Lynda Young, M.D., FAAP

The MCAAP
Research Council

Cathleen Haggerty

he MCAAP Research Council
Twas formed to provide assistance
to Chapter members in finding re-
search grant opportunities, applying
for grants, and research planning.
Since its inception in February
2004, the Council has been suc-
cessful in helping members in the
approach to research and research
funding. The Council will identify
Chapter members to mentor po-
tential member researchers. If you
would like assistance from the Re-
search Council, please contact Cath-
leen Haggerty at (781) 895-9852 or

via e-mail at chaggerty@mecaap.org.

Protection Against Pertussis
continued from page 1

2005. The ACIP recommendations
for adults are not expected until
October 2005.

Tdap vaccine is currently available
for private purchase from both GSK and
Sanofi. When making decisions about
purchasing the different Tdap formula-
tions, providers will need to keep in mind
the age groups for which each vaccine
is approved:

% Boostrix® (10 to 18 years of age)
% Adacel™ (11 to 64 years of age)

The current procedural terminol-
ogy (CPT) code for both Boostrix® and
Adacel™ is 90715. Providers are encour-
aged to contact their third-party payors
regarding coverage for these vaccines.

Sometime after the ACIP recom-
mendations are made and state and
federal funding is established, the
Massachusetts Department of Public
Health (MDPH) anticipates supplying
Tdap vaccine as part of its universal
childhood immunization program for
recommended cohorts of adolescents.
As more information becomes available,
the MDPH will inform providers and
third-party payors about the status of
state-purchased vaccine and the groups
for whom it will be prioritized.

Send us your e-mail address and
keep up to date on MCAAP activities.

We won't clog up your inbox.

Contact chaggerty @mcaap.org.

To the Editor
continued from page 2

Aren’t you angry? What does it take
to motivate you to fight back effectively?
How often do you recommend to parents
that they let the schoolyard bully con-
tinue to assault their child before anyone
intervenes? After most of us have spent
seven or more post-college, stress-filled
years of training, with all the inherent
personal deprivation that accompanies
it, gracefully accepting the often-over-
whelming responsibility of caring for
others, where is our voice to tell the
bullies to stop?

If we look further at politics in Massa-
chusetts, another organization, the MMS,
seems frustrated. The MMS appears only
to placate politicians, forming friendships
and selecting Legislators of the Month,
which has changed nothing. Here in
Massachusetts we are about to see our
obstetrical and neurosurgical services
decimated by outrageous malpractice fees.
In pediatrics we can offer medical homes
for every family in the Commonwealth,
but only until our numbers are reduced to
insignificance by retirement, relocation,
re-specialization, or bankruptcy.

I and my partners, and every other
pediatrician in this state depend upon
you, and others in leadership positions, to
stop the bullying. We are held prisoners
in seemingly unbreakable bonds. We have
been placating, to our own detriment and
that of our patients, the forces that abuse
our generosity, kindness, and respect for
human health and dignity. We need to
demand justice in a voice loud enough to
be heard and believed, and become a force
united as one. Please help!

-John Conway, M.D., FAAP

Eezema
edel’

K—Me

Oh, AOI\'{’ Worvy, Do,
[ know wha¥ an “iccifant s
My soms calls me Ahat all fhe 4ime!

Cartoon by
Jack Maypole, M.D.
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Meningococcal Vaccine
continued from page 1

revaccination with MCV4 for those
persons who receive MPSV4. At least three
years should separate doses of MPSV4
and MCV4.

With the licensure of MCV4, two me-
ningococcal vaccines are now available in
the United States. MPSV4, Menomune,®
is also manufactured by Sanofi Pasteur.
Both vaccines provide protection against
the same four serogroups of Neisseria
meningitidis (A, C, Y, and W-135). MCV4
differs from MSPV4 in that it is expected
to provide longer lasting immunity,
reduce person-to-person transmission,
and provide herd immunity by reducing
nasopharyngeal carriage.

MCV4 is the preferred vaccine for
individuals 11 to 55 years of age. How-
ever, MSPV4 can be used if MCV4 is not
available. MPSV4 is the only meningo-
coccal vaccine currently licensed for use
in children 2 to 10 and adults >56 years
of age.

In March 2005, MCV4 vaccine distribu-
tion began in this country. While limited
amounts of the vaccine are currently

available, the manufacturer expects pro-
duction to increase over the next several
months, and five million doses should
be available by February 2006. However,
initial national supplies of MCV4 will not
be sufficient to vaccinate all three of the
recommended cohorts.

The MDPH may not be able to provide
MCV4 until sometime after July 2005, be-
cause funding has not yet been finalized.
However, vaccine supply is not expected
to be sufficient to cover all three of the
recommended cohorts fully in the first
year of vaccine distribution. As more
information becomes available, the
MDPH will inform providers and third-
party payors about the status of state-
purchased vaccine and the groups for
whom it will be prioritized.

Providers may need to purchase me-
ningococcal vaccine privately from Sanofi
Pastuer. The current procedural terminol-
ogy (CPT) code for Menactra™ is 90734.
The CPT code for Menomune® is 90733.
Providers are encouraged to contact their
third-party payors regarding coverage for
these vaccines.

A new, interim vaccine information
statement (VIS) for meningococcal
vaccines (combined conjugate and poly-
saccharide) dated April 4, 2005, is now
available at www.immunize.org/vis. The
new VIS must be used if MCV4 is being
administered. The old VIS dated July
28,2003, can be used if MPSV4 is being
administered.

The ACIP’s Recommendations on the
Prevention and Control of Meningococcal
Disease were published on May 27, 2005.
All ACIP recommendations can be found
at www.cdc.gov/nip/ACIP. The AAP policy
statement, Prevention and Control of
Meningococcal Disease: Recommenda-
tions for Use of Meningococcal Vaccines
in Pediatric Patients, can be found at
www.cispimmunize.org/.

Separate from the new ACIP recom-
mendations for meningococcal vaccine,
state regulations pertaining to menin-
gococcal vaccination for residential
schools with grades 9 through 12 and
postsecondary institutions that provide
or license housing were recently pro-
mulgated. Information about these new
school entry requirements can be found
at www.mass.gov/dph.

Better Bones
continued from page 5

consumption of milk products is especially
important for children and adolescents
who are building their peak bone mass and
developing lifelong habits.”*® According to
the guidelines:
s Children 2 to 8 years should consume
2 cups per day of fat-free or low-fat milk
or equivalent milk products. Children 9
years of age and older should consume
3 cups per day of fat-free or low-fat milk
or equivalent milk products.®®

Encouraging your patients and their
parents to make 3-A-Day™ of Dairy part
of their daily routine, along with regular
activity and an overall balanced diet, is a
step you can take to start them on a path
to healthy bones for life. The AAP policy
statement, Calcium Requirements of
Infants, Children, and Adolescents (http://
aappolicy.aappublications.org/cgi/reprint/
pediatrics;104/5/1152.pdf) makes simple
recommendations for assessing your pa-
tients’ calcium intakes. For free nutrition

education materials and information, visit
www.newenglanddairycouncil.org or
contact Sarah E. Hess, M.S., R.D,, LD.N,,
nutrition specialist with the New Eng-
land Dairy and Food Council. For more
information about 3-A-Day™ of Dairy, visit
www.3aday.org.

Sarah E. Hess, M.S., R.D., L.D.N.
New England Dairy & Food Council
(617) 734-6750, ext. 21
shess@newenglanddairy.com

REFERENCES

1. U.S. Dept. of Health and Human Ser-
vices. Bone Health and Osteoporosis: A
Report of the Surgeon General. 2004.
www.surgeongeneral.gov/library/
bonehealth/

2. National Osteoporosis Foundation.
NOF’s Five Steps to Bone Health and
Osteoporosis Prevention. www.nof.
org/prevention/index.htm

3. U.S. Dept of Agriculture, Agricultural
Research Service. Continuing

Survey of Food Intakes by Individuals,
1994-1996 (recalculated to reflect % of
1997 AI for calcium). www.barc.usda.
gov/bhnrc/foodsurvey/Products.html

4. Goulding, A, JEP Rockwell, RE Black,
etc al. JAm Diet Assoc. 104(2):
250, 2004.

5. Khosla, S, LJ Melton, 3rd, MB Dekutoski,
et al. JAMA 290: 1479, 2003.

6. Lytle, LA, S Seifert, J Greenstein, et al.
Am J Health Promotion. 14: 222, 2000.

7. U.S. Dept. of Agriculture, Center for
Nutrition Policy and Promotion. Nutri-
ent Content of the U.S. Food Supply,
1909-99: A Summary Report. Home
Economics Research Report, No. 55,
June 2002.

8. American Academy of Pediatrics Policy
Statement. Soft Drinks in Schools.
Pediatrics. 113(1): 152, 2004.

9. Heaney, RP, K Rafferty, J Bierman.
Nutrition Today. 40(1): 39, 2005.

10.2005 Dietary Guidelines for Americans.
www.healthierus.gov/dietaryguidelines/

Send your e-mail address to chaggerty@mcaap.org for instant notification of issues important to the MCAAP membership.

The Forum 7



INSIDE
President's Message .. ............... 1
New Meningococcal Vaccine Licensed .. .1

Two New Combination Vaccines Provide

Protection Against Pertussis........... 1
L@y i@ e (@i o conococoonoanooe 2
Making a Medical-Legal Collaboration

Work for Your Patients............... 3
Better Bones: Prevention Is Key ........ 5
The MCAAP Research Council . ......... 6
Cartoon by Jack Maypole . ............ 6

The Forum

— SUuMMER 2005 —

Published by the Massachusetts Chapter of the Ameri-
can Academy of Pediatrics, designed and printed by
the Massachusetts Medical Society.

Editor: David Chung, M.D., FAAP
Copy Editor: Marissa Mathieson

Designer: Lisa Salvo

Massachusetts Chapter
American Academy of Pediatrics
P.0. Box 9132

Waltham, MA 02454-9132

Address Service Requested

Congratulations to
Newly Elected and Re-elected
District Representatives!

2005 MCAAP ELectioN ResuLts

District 3 Representative
Lisa Capra, M.D., FAAP

District 4 Representative
*Joel Bass, M.D., FAAP

District 5 Representative
*Sheila Morehouse, M.D., FAAP

District 6 Representative
*Cheryl Kerns, M.D., FAAP

District 7 Representative
*Megan Sandel, M.D., FAAP

District 9 Representative
Paula McEvoy, M.D., FAAP

District 10 Representative
*Margaret Carolan, M.D., FAAP

*Re-elected

Presorted
First Class Mail
U.S. Postage
PAID
Boston, MA
Permit #59673

MCAAP
Member
Appointed

Henry Bernstein, D.O.,
FAAP

AAP Committee on
Infectious Diseases



