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PRESIDEnT�S MESSAGE
WE DId IT!

At the last Annual Leadership Forum 

this August in Chicago, our Chapter was 

awarded the Outstanding Chapter Award 

in the �very large chapter� category. Let 

me explain what this means � a very 

large chapter is 1,001 or more fellows 

or FAAPs. Our membership consists 

of 1,262 FAAPs, with a total of 2,137, 

including students, residents, and non-

voting members. In order to get to the 

award, chapters must submit a report of 

their activities, which gets reviewed by 

the alternate district chairs (ADCs) of the 

Academy. They nominate chapters for this 

award based on a variety of criteria �  

advocacy, education, innovative proj-

ects...you get the drift. Then, each presi-

dent of the nominated chapters pleads 

their case before the ADCs, who then 

rank and vote on what they hear from 

us. It�s a wonderful experience � brag-

ging about the MCAAP. Our members are 

up to terri�c things and it�s nice to see 

them recognized. Congratulations to you 

all � this is your award.

I also wanted to let you know about 

the Chapter�s response to the hurricane 

Katrina disaster this month. As soon 

as possible, members began e-mailing 

about what they could do to help. We 

were in contact with both the Louisiana 

and Mississippi Chapters, who responded 

with a variety of ways to help and where 

to send donations. We also sent letters to 

Governor Romney�s of�ce and the state 

Department of Public Health offering our 

assistance with the refugees expected 

to come to Otis and Edwards Bases. Drs. 

Judy and Sean Palfrey were two of our 

members who went to Otis to help set 

up a clinic and triage the arrivals. Other 

AAP Top Ten Resolutions  
From the Annual Leadership Forum

FALL 2005

Forum

continued on page 6

Cathleen Haggerty

During the 2005 Annual Leader-
ship Forum, all voting members 
present were invited to select 

the top ten resolutions they felt were 
of most importance to their chapters 
and rank-order them. Following are 
the top ten resolutions based on the 
number of votes received. 

1. Insurance Coverage for Obesity Care
the Academy support chapters, through 
the media, education, and negotiation 
with third party payers, by advocat-
ing for the removal of insurance policy 
riders that preclude payment for any 
obesity therapy for children, (medical 
or surgical) from policies written in the 
United States, and be it further 

that the Academy establish standards 
for obesity screening, education, and 
treatment to ensure that both public 
and private payers work with pediatri-
cians to promote a healthier, less obese 
population.

2. Fruit Juice and Women, Infants  
and Children (WIC) Recommendations
the Academy increase its educational 

efforts to inform the public that juice 
should not be considered a healthy 
choice in the diets of children, and be 
it further 

that the Academy advocate for the re-
duction of juice in the Women, Infants 
and Children (WIC) program and sub-
stitution with a fresh fruit/vegetable 
option that would satisfy recommend-
ed daily nutritional requirements.

3. Pediatricians and Children�s Oral Health
the Academy continue to provide op-
portunities for collaboration among 
dentists, pediatric dentists, pediatri-
cians, and pediatricians-in-training to 
deliver appropriate oral health preven-
tive screening and referral to a dental 
home, and be it further 

that the Academy continue to explore 
the expansion of oral health services 
as a crucial part of preventive well child 
care during the primary care well child 
visit, including the potential for addi-
tional payment for preventive oral health 
services performed by pediatricians.

continued on page 6

Critical Incident Report
Anonymous BU Medical Student

I followed a patient at Boston Medical  
Center who was diagnosed with mili

tary TB and tuberculosis meningitis. 
The child experienced daily fevers and 
consistent weight loss for a period of 
two months, and presented to his pri-
mary care physician three times during 
that period, and twice to the ED. Once 
we made the diagnosis, I felt some 
degree of underlying resentment to-
ward the primary care provider (PCP), 

because I felt the patient shouldn�t 
have gone undiagnosed for so long 
given the number of times the family 
presented for care. It is a rare diagnosis, 
and I realized that hindsight allowed 
me to cast judgment. Other providers, 
in fact, had also failed to consider the 
diagnosis as a possibility in the ED, 
even though they had the relevant 
history of the duration of illness and 
past procedures. Regardless, every time 
I saw my patient suffering, I continued 

continued on page 6
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MCAAP COmmITTEES & ADmInISTRATIvE APPOInTmEnTS

Megan Sandel, M.D., FAAP

The MCAAP Environmental Health 
Committee would like to update 

chapter members on some new legisla-
tion impacting the environment and 
children in Massachusetts. This is not 
meant to be an exhaustive list, but as  
a highlight of interesting bills.

ACT FOR SaFER ALTERNaTIVEs TO MERCURY 
CONTaINING PROdUCTs (H.4319) 
Mercury poses a threat to human health 
and the environment in Massachusetts 
due to high levels of mercury in �sh. 
Mercury-added products such as thermo-
stats, measuring devices, and switches 
that release mercury upon their disposal 
and combustion in municipal waste 
incinerators are a major cause of mercury 
contamination in �sh. Given that there 
are cost effective non-mercury alterna-
tives available on the market today, the 
Act for Safer Alternatives to Mercury 
Containing Products (H.4319) calls for 
mercury-added products to be replaced 
with safer alternatives whenever feasible, 
prohibits the disposal of mercury- 
containing waste products as solid waste, 
and promotes and ensures the proper 
collection, transportation, recycling, and 
disposal of all mercury-containing waste 
products. The bill is currently in the Ways 
and Means Committee in the House of 
Representatives, chaired by Rep. Robert 
DeLeo of Winthrop, and will come to a 
�oor vote later this year. If you support 
this bill, please call your legislators today 

and ask them to encourage Representa-
tive DeLeo to give the bill a favorable 
recommendation soon!

FY 2006 $250,000 FOR ThE TOXIC  
UsE REdUCTION INsTITUTE (TURI)  
aT U-Mass LOwELL 
This line item is for a study to analyze 
the ways in which the �ve chemicals lead, 
formaldehyde, perchloroethylene, hexava-
lent chromium, and di-(2-ethylhexyl) 
phthalate (DEHP) are used, how safe 
the alternatives are, and in which areas 
these chemicals can be feasibly replaced 
by safer alternatives. The study will also 
analyze the economic opportunities and 
costs of substitutions, including potential 
impacts on workers, employment level, 
and economic competitiveness. Though 
Governor Romney again vetoed it, on July 
14 the house overrode the Governor�s 
veto with a vote of 145 to 4, and just a few 
hours later the Senate overrode the veto 
unanimously.  

If you have interesting items to add to 
the Environmental Health Corner, please 
e-mail Megan Sandel at msandel@mcaap.
org. The next meeting of the Environ-
mental Health Committee is Wednesday, 
January 11, at 7 p.m. at the Massachu-
setts Medical Society. All are welcome!

Next Forum: Interesting educational 
opportunities in Massachusetts for  
pediatricians, nurses, and pediatric staff 
to learn more about environmental 
health and children in Massachusetts

Environmental Health Corner
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Cathleen Haggerty

PLaNNING aN ELECTIVE aBROad?
The Massachusetts Chapter of the  
American Academy of Pediatrics 
(MCAAP) is pleased to accept applica-
tions for its International and Developing 
Nations Health Studies Grant Program. 
Pediatric resident, medical student, and 
practicing pediatrician members of the 
MCAAP are eligible to apply for grants in 
the amount of $500 for study in devel-
oping nations. The primary purpose of 
the program is to encourage supervised 
experiences that focus on the conditions 
and needs of underserved populations of 
children in developing nations.

WhO CaN appLY?
All pediatric resident, medical student, 
and practicing pediatrician members of 
the MCAAP who have arranged a bona 
�de project in developing nations are eli-
gible to apply. Grants are not extended to 
past recipients or for projects or electives 
that have already been completed.

HOw dO I appLY?
Applicants must submit a letter  
(300-word maximum) describing their 
proposed project or elective, the intended 
use of grant funds, and their career 
plans. Contact information including an 
e-mail address is required. If the ap-
plicant is a pediatric resident or medical 
student, the supervising pediatric faculty 
at the applicant�s pediatric residency 
training program or medical school must 
submit an additional letter attesting that 
(a) the applicant is in good standing and 
(b) the project or elective is already  
approved and supervision is ensured. 
Applicants may submit their letters either 
by mail or e-mail, but faculty forms must 
be submitted by mail on institutional 
letterhead to the following address:

MCAAP
International and Developing Nations 	
Health Studies Grant Program
P.O. Box 9132
Waltham, MA 02454

WhEN aRE appLICaTIONs dUE?
Applications are accepted twice per year. 
Deadlines are September 30 and March 
31 each year. Noti�cation will be sent to 
all applicants within 30 days. 

HOw aRE RECIpIENTs ChOsEN?
All completed applications are considered 
based on the description of the intended 
project or elective and the applicant�s 
career plans. Recipients are then selected 
and grant monies awarded at the comple-
tion of the project or elective and upon 
submission of a one- to three-page sum-
mary of the experience and presentation 
to the MCAAP Executive Committee.

More information about the grant and 
the application process is available on the 
MCAAP website, www.mcaap.org, in the 
�download� section.

Description of the MCAAP International  
and Developing Nations Health Studies Grant Program

Anne Nugent

The drive from Quito to Zumbahua, 
Ecuador begins straightforwardly 

enough. Traveling south, winding over 
the hilly southern outskirts of the city, 
we pick up the Pan-American Highway, 
which is a straight shot to Latacunga. We 
pass Cotopaxi, a giant among the Andes 
at over 18,000 feet, but its shy peak is, 
as usual, hidden in the clouds. Chatting 
with Mariano, my driver, I try to begin 
to understand the world I am about to 
enter. We turn off the main road to head 
west up the switchbacks of the Latacun-
ga-Quevedo road, which ascends from 
about 8,000 to 11,500 feet to the small 
town of Zumbahua, home of Hospital 
Claudio Benati where I�ll be working for 
the next two weeks.

Zumbahua is a small town notable 
mainly for its Saturday market and the 
hospital, which was founded in 1993 by 
a small group of incredibly dedicated 
Ecuadorian physicians in conjunction 
with an Italian lay Catholic organization 

called Operazione Mato Grosso. Most of 
the �nancial support for the hospital, 
as well as some medical backup, comes 
from Italy. This includes medical supplies 
and the small team of surgeons who were 
visiting when I arrived for two weeks of 
back-to-back elective surgeries. The hos-
pital has 35 beds, including an isolation 
unit for TB patients, an outpatient clinic, 
an emergency room, and surgical, labor, 
and delivery rooms. It is staffed by three 
to four full-time doctors, two midwives, 
two dentists, and six to eight nurses. 
They also have a small cadre of nursing 
students. The hospital serves a popula-
tion of about 50,000 and has about 1,100 
hospital visits and 12,000 outpatient 
visits per year.

The countryside of Zumbahua prov-
ince is starkly beautiful; it is green and 
open, with an endless view of sky and 
mountains. But the beauty belies an 
unforgiving and infertile landscape. The 
area is home to a population of Kichwa-
speaking indigenous people. Most settled 

in this region only about 50 to 60 years 
ago. In a harsh irony of history, the suc-
cess of the land reform movements in 
Ecuador won these native peoples the 
opportunity to own land, but the land 
they were offered, at an altitude of 10,000 
to 14,000 feet, makes eking out a living 
based on agriculture nearly impossible. 
There is no industry, thus no real work, 
except farming of the most labor-inten-
sive variety. Many men in the region 
travel to the cities to work for weeks 
or months at a time, leaving women at 
home alone to tend to meager hardscrab-
ble plots of land and large families.

The geography of the area is an essen-
tial force in the health of the population. 
People live in small communities of 10 to 
40 families scattered randomly through 
the ridges and valleys of the province. 
There are roads, but few vehicles, so 
most travel is done on foot, and distances 
are long. It can easily be a journey of a 
half-day or more to travel from a small 

Travel Grant Recipient Goes to Zumbahua, Ecuador 

continued on page 7
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Elisha Morgan, Boston University School  
of Medicine, Class of 2006

W ith the help of MCAAP funding,  
I spent six weeks doing an inter-

national elective at Maluti Adventist 
Hospital in Mapoteng, Lesotho during 
the summer of 2005. Lesotho is a small 
developing country located within South 
Africa where 29% of the population is 
HIV positive � the third highest rate in 

the world. The average life expectancy in 
Lesotho is only 35 years, and the infant 
mortality rate is 85 per 1000 live births. 
The Of�ce of Student Affairs at the 
Boston University School of Medicine has 
just opened up this elective opportunity 
for fourth-year medical students.

Maluti Hospital is a mission hospital 
started by the Adventist church, and it 
has the reputation for being the best hos-
pital in Lesotho. There are 160 inpatient 
beds. In addition, the hospital houses a 
busy outpatient department/emergency 
room, four operating rooms, an obstet-
rics and gynecology ward, dental and 
eye services, and a tuberculosis clinic. 
There is also a wellness center where 
the HIV-positive patients are referred 
and where several public health projects 
have been initiated. The hospital has 
the basic labs available, as well as X-ray, 
ultrasound, an EKG machine, and a basic 
pharmacy. I would estimate that between 

80 and 90% of the admitted patients have 
AIDS, along with active tuberculosis or 
other opportunistic infections. There are 
four long-term doctors working at the 
hospital, several short-term and visiting 
doctors, and three medical students at 
any one time.

As a medical student, my role was 
quite broad. Though I am most interested 
in pediatrics, I did a little of everything 
while at Maluti. I was given a lot of 
responsibly and was treated with a lot of 
respect � I had to be rather independent 
as the hospital was often short staffed. 
I spent most of my time working in the 
outpatient department/emergency room, 
where I would see anywhere from 10 to 
30 patients a day. If a patient needed a 
simple procedure done, then I would 
do it. If a patient required admission, I 
would admit him or her and follow that 
patient daily on the ward. A typical case 
load for me would be 5 to 15 patients 
at any one time. There were surgical 
cases most afternoons, everything from 
circumcisions to major orthopedic cases, 
and I was able to observe or assist in any 
case that interested me. There were also 
opportunities in obstetrics/gynecology, 
probably the busiest department at the 
hospital. In addition, I went to one of the 
outside clinics twice and saw patients 
there with one of the doctors. Between 
the two of us, we would see seventy 
patients in four hours. The clinics do not 
have any lab tests or imaging available, 
so I had to rely solely on my history and 
physical exam in order to make the diag-
nosis and come up with a plan.

I saw a wide range of pathology while 
in Lesotho. A typical patient was a 25-
year-old HIV-positive male or female with 
severe wasting, dehydration, anemia, 
and pulmonary TB. I saw every form of 
TB imaginable: military, meningitic, 
abdominal, TB of the joints, and pleural 
effusions. I also saw a number of patients 
with pneumonia, gastroenteritis, sexu-
ally transmitted diseases, abdominal 
tumors, meningitis, common aches and 
pains, and orthopedic injuries. I also had 
patients with empyemas, severe Kaposi�s 
sarcoma, cryptococcal meningitis, and 
other HIV-related illnesses that up until 
that point I had only read about. Older 
patients who had not contracted HIV also 
came in to be treated for chronic diseases 

such as diabetes and hypertension, but 
they were de�nitely in the minority.

There is only one pediatrician in all 
of Lesotho, and not at Maluti Hospital. If 
a child needs to see any sort of pediatric 
specialist, they must go across the border 
to South Africa. The most common 
pediatric admissions to Maluti were 
pneumonia and gastroenteritis. There 
were also children admitted for malnutri-
tion, TB/HIV, and burns from hot water. 
Two of my long-term inpatients were 
a one-year old with kwashiorkor, and a 
one-year old with pulmonary TB, severe 
gastroenteritis, and AIDS. They were 
both quite sick, but ended up doing well. 
Some of my other inpatients were not 
as fortunate, usually passing away from 
respiratory failure. It was dif�cult watch-
ing these infants die from respiratory 
distress when I know they would have 
survived in a different setting with the 
aid of oxygen and ventilators. Only one 
oxygen concentrator was shared between 
the male and pediatrics wards. This was 
simply inadequate.

In the outpatient department I would 
see common childhood ailments simi-
lar to those we see in the U.S., and also 
things such as mumps and chicken pox. 
There is also a maternal-child health 
clinic, where parents can bring their 
children once a month to be weighed and 
to get immunized during the �rst few 
years of life. There is no NICU to care for 
the premature babies, and the newborn 
nursery could use improvement. I helped 
to develop a protocol for the treatment 
of pediatric gastroenteritis, which I 
presented at one of the clinical meet-
ings. It was evident that there is a need to 
formally train the individuals working in 
this setting in pediatrics, and to develop 
more protocols for common ailments.

One of the most memorable experi-
ences I had while in Lesotho was visiting 
a village composed almost entirely of 
AIDS orphans and children with physi-
cal disabilities. Adults with disabilities 
also live in the village, and volunteers 
who help take care of the children. There 
is a stigma in Lesotho associated with 
those who are disabled, and parents will 
often not want to care for their disabled 
children. The children seemed incredibly 
happy living in this village, despite their 

BU Medical Student Travels to Lesotho

Elisha Morgan treats a one-year-old patient 
with kwashiorkor.

continued on page 7
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‘PARI’ Nebulizer  
Program

We supply the pediatric physician’s 
office with nebulizers to be dispensed 
to patients in need. This program is  
easy for the physician and easy for the 

patient. Call for details and references.

RELiabLE REspiratorY
(781) 551-3335 

Servicing New England

LOOKING FOR POsITION:
Names: Matthew Hajduk and Andrea Palumbo
Contact: E-mail: mhajduk@ccmckids.org  
 Phone: (860) 513-1566
Residency: University of Connecticut Pediatric  
 Residency Program (July 2003 to June 2006)
Availability:  July 2006
Comment: Married Massachusetts natives looking for two  
 pediatric primary care positions in Northeastern  
 Massachusetts. Would prefer two positions at  
 separate nearby practices.

Looking to Hire or Be Hired?
Job listings are a free service provided by The Forum to MCAAP members and residents 
completing their training. Nonmembers may submit ads for a fee.
If you are looking to fill a position
MCAAP members: Free	 Nonmembers: $250
Please submit the following information:

- Practice Name	 - Position Title and Description (25-word limit) 
- Availability (e.g., starting July 2003)
- Contact Name	 - Address, Telephone Number, E-mail Address 

If you are looking for a job
MCAAP members and residents: Free	Nonmembers: $50
Please submit the following information:

- Your Name		  - Contact Information
- Residency Program	 - Availability (e.g., available now)
- Comment (25-word limit) 

Please send text information via e-mail to dchung@mcaap.org. Checks may be mailed to 
the MCAAP office, c/o Cathleen Haggerty, Executive Director, P.O. Box 9132, Waltham, MA 
02454-9132. All submissions must be received by December 15, 2005, to be included in  
the next issue of The Forum. All submissions are subject to review for appropriateness.  
For further information, please contact the editor at dchung@mcaap.org

Important  
Reminder:  

Billing for State-
Supplied Vaccines 

David Chung, M.D., FAAP

In 2003, the Massachusetts Chapter of 
the American Academy of Pediatrics 

recommended that health plans accept 
and require providers to use the SL 
modi�er on claims for vaccines that are 
obtained from the state at no cost. Prior 
to the implementation of the SL modi-
�er, providers and health plans often had 
to administer claims denials and appeals 
for vaccines (such as the �u vaccine) 
that are both state supplied and privately 
purchased. This is not the case when the 
modi�er is used.  

However, health plans requiring the 
modi�er have found that many provid-
ers are not complying with the policy. 
As a reminder, the health plans will not 
reimburse state-supplied vaccines when 
they are obtained at no cost to members 

and providers. Providers should use the 
SL modi�er for these vaccines. 

The SL modi�er should be attached 
to the individual vaccine CPT code for 
the biologic, and entered in the primary 
modi�er �eld. In addition, the appropri-
ate vaccine administration and counseling  

CPT code (90471-90474 or 90465, 90466) 
must be billed on a separate line. For 
those insurance companies that have 
electronic systems that cannot accept a 
$0 amount for a state-supplied vaccine, it 
is suggested that $.01 be used instead.

FORUm JOb LISTInGS
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to experience negative feelings toward the 
PCP for not giving the patient the care I 
felt he deserved.

The family was shocked when the 
diagnosis was delivered, and they were 
troubled by the amount of time it took to 
come to the �nal diagnosis. Presenting a 
total of �ve times for care in a two-month 
period, they felt (and perhaps I sympa-
thized with them more than I should 
have) that they had done everything in 
their power to bring the child�s medical 
problems to the attention of medical pro-
fessionals. How could this go undiagnosed 
for so long, they asked? They decided they 
would like a new PCP even though they 
had formed an established bond with their 
physician. In their minds, they had  
assessed some blame to this physician.

The physician in this case was 
absolutely devastated by the diagnosis. 

I had the good fortune to interact with 
her and even work with her on another 
section of my rotation, and learned that 
she truly was a wonderful physician and 
human being. We discussed the case at 
length, and it was readily apparent that 
although she had done what other physi-
cians would have done in her situation 
(as was revealed in numerous discussions 
of this case with other physicians in 
grand rounds/morning report), she felt 
somewhat responsible for allowing one 
of her patients to suffer for such a long 
period. It was also evident that although 
she was hurt by the family�s decision 
to seek future care elsewhere, she was 
pleased to hear that this patient�s health 
was improving and would continue to 
improve in the future.

This type of situation is one that will  
invariably arise in the future. We con-
stantly evaluate the care we provide to 
our patients and the care other physi-
cians provide. This not only bene�ts 

our patients, but also expands our own 
knowledge. I was too harsh and too quick 
to conclude that another physician hadn�t 
provided adequate care. I had the fortune 
of hindsight, and empathized with a 
distressed family, somehow becoming 
caught up in their need to project blame 
for the disease onto someone. When I 
had a chance to really talk with the PCP 
and realized how much she truly did 
care, I felt ashamed of the light in which 
I had cast her in my mind.

This care also emphasized the fact 
that we, as physicians, will make mis-
takes in our careers. There will be times 
when we look back and wish we had made 
a different decision, been more or less 
aggressive, or considered other possibili-
ties. And that is exactly what we should 
be doing; we should always question what 
we have done to better our abilities and 
to provide better care for our patients in 
the future. The only mistake would be to 
never learn from our own.
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4. Children in Foster Care
the Academy explicitly make meeting the 
health needs of children in foster care a 
part of the AAP�s strategic plan.

5. Improve the AAP Website  
Search Engine
the Academy commit the resources 
necessary to implement a search engine 
that improves the ability to search using 
full text and hierarchical searches, and be 
it further 

that the Academy establish benchmarks to 
test and monitor the performance of the 
search engine, including searches for ad-
vocacy, practice management, infectious 
disease management, and other indicators 
determined by members� search requests.

6. Re-evaluation and Improvement  
of the AAP�s Communication Strategy
the Academy, within the next year, make 
member communications a key strate-
gic priority and that components of the 
communications strategy include, but not 
be limited to, electronic communication, 
which must be relevant, concise, and well 
designed.

7. E-Prescribing Parity for Pediatricians
the Academy vigorously pursue steps 
including legislative advocacy that will 
require the U.S. Department of Health and  
Human Services to provide pediatricians  
with appropriate represention in upcom-
ing e-prescribing trials, and be it further 

that the Academy actively advocate at 
the Department of Health and Human 
Services for parity between Medicaid 
and Medicare in all areas that subsidize 
and support electronic health commu-
nications including, but not limited to, 
electronic health records and e-prescribing 
initiatives.

8. Recognition of the Value  
of Telephone Advice Provided by Nurses
the Academy work toward recognition 
by governmental and private third-party 
payers of the value of telephone advice 
provided by nurses, and be it further 

that the Academy work toward develop-
ment of ways in which to recognize the 
value of telephone advice services through 
enhanced payment.

9. Expert Witness Af�rmation Program
the Academy, in collaboration with the 
American Medical Association and other 
Specialty Societies, develop a volunteer 
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members have been in Louisiana helping 

through the Red Cross and other relief 

agencies. One of the lessons learned from 

this tragedy was how unprepared every-

one actually was, and steps are underway 

to improve this situation. Even so, the 

outpouring of compassion and assistance 

was overwhelming. If you want more  

information on how to help, please visit 

the academy website at www.aap.org.  

A wealth of information is available  

at the site for you and your patients.
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expert witness af�rmation program for its 
members to provide expert witness testi-
mony in medical liability litigation and in 
civil and criminal proceedings concerning 
child abuse and neglect.

10. Pediatric Protocols for Trauma Centers
the Academy develop an evidenced-based 
trauma management document that 
serves as a model for essential pediatric 
trauma management protocols.




