PRESIDENT’S MESSAGE

Signi cant Progress
in the Screening
of Development

The Massachusetts Children s Behav-
ioral Health Initiative was established
in response to the Rosie D. v. Swift/
Romney/Patrick class action lawsuit.
The suit, initially led in 2001, was
brought because of a lack of intensive
home-based mental health services
that enable children with serious emo-
tional disturbances to receive treatment
and support in their homes and com-
munities. The suit claimed the Common-
wealth violated the Medicaid Act, spe-
ci cally provisions for Early and Periodic
Screening, Diagnosis, and Treatment.
The court ruled in favor of the plaintiff in
2006, stating that the Commonwealth
violated the federal Medicaid Act by
failing to provide appropriate services.
Compromise on the requirements for
the remedy could not be reached, and in
February 2007 the judge issued a deci-
sion that included de nitions of serious
emotional disturbance and mandatory
requirements for statewide initiatives.
The judge also charged the Executive
Of ce of Health and Human Services
(EOHHS) with instituting the needed
programs with a very strict timeline to
accomplish the goals.

The remedy requires behavioral
health screening and identi cation
improvements to be implemented by
December 31, 2007. In addition, as-
sessment and diagnosis improvements
and design and development of an infor-
mation technology system and service
delivery network must be implemented
by June 30, 2009.

The gatekeeper for detection of
serious emotional disturbance issues is
the primary care physician. The system

continued on page 6
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The MassHealth Childrens
Behavioral Health Screening Initiative

Robin Adair, MD, FAAP
Walter Harrison, MD, FAAP
David Keller, MD, FAAP

rimary care pediatriciansin
P Massachusetts know it is hard to

arrange adequate care for patients
with mental health issues. Psychiatrists
are scarce, therapists are overwhelmed
with referrals, and the evidence base for
the diagnosis and treatment of mental
illness in children is inadequate. Fami-
lies of children with serious emotional
disturbances are often frustrated by the
lack of coordination and communica-
tion between the various systems that
work with this high-risk population. In
2001, the frustration of families covered
by MassHealth led to a class-action
lawsuit, Rosie D. v. Romney. The progres-
sion and implications of this lawsuit and

its remedy have been priorities of the
MCAAP Children s Mental Health Task
Force and the topic of several Forum ar-
ticles authored by Walter Harrison, MD,
chair of the task force.

In developing a settlement in this
case, the court has required that
MassHealth change the way in which it
provides behavioral health services to
families at all levels, starting with be-
havioral health screening in pediatric
primary care.

As of December 31, 2007, primary
care pediatricians are required to per-
form behavioral health screening of
children using approved, standardized
screening tools as part of the Early and
Periodic Screening, Diagnosis, and

continued on page 4

Psychosocial Pediatrics for the New Millennium

Howard S. King, MD, MPH, FAAP
Massachusetts Health Families

Program Description
tudies indicate that 65% of primary
pediatric visits are psychosocially
motivated, and 85% of mothers with
young children would welcome inquiries
about psychosocial and emotional stress-
ors (Kahn, Wise, Finkelstein et al., 1999).
We recruited 11 pediatricians and 3
nurse practitioners to participate in a re-
search and evaluation study, Emotional
and Psychosocial Issues in Children and
Families: Pediatrics for the New Millen-
nium, with the goal of increasing their
competence and con dence in the psycho-
social assessment of children and families.
Our longitudinal, yearlong program
meets monthly for two hours. In the rst
hour, we invite an expert to present and
discuss topics related to psychosocial
pediatrics. Topics have included conduct-
ing a psychosocial interview, utilizing re-
ective listening and empathic interview-

ing skills, the diagnosis and management
of childhood depression, understanding
the role of family systems, the art of the
therapy referral, professional boundaries,
the Touchpoints model, and others.

In the second hour, participants pres-
ent carefully documented cases from
their practices. These cases are prepared
between course sessions and with con-
sultation from course leaders. The group
discusses the cases and how pediatric
practitioners can learn to help parents
address issues that arise.

Course participants also participate
inasix-hour training course, Dif cult
Conversations in Primary Care Pediatrics:
Depression in the Family, which includes
realistic enactments with professional
actors, designed by faculty from the In-
stitute for Professionalism and Ethical
Practice at Children s Hospital Boston.

Two pediatricians with training in psy-
chosocial pediatrics (Howard S. King, MD,

continued on page 3
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Editor s Note

Lloyd D. Fisher, MD, FAAP

hen we all return from our New

Year s holiday, the scope of services
that we are required to provide at every
well-child visit for children covered by
MassHealth will be dramatically different.
While we are all familiar, comfortable, and
used to incorporating developmental and
behavioral health screening at all visits for
our patients, we are now be required by
law to use speci c tools to assist us in this
task. While we all agree this is an impor-
tant service that should be provided by each
child s medical home, many questions
have arisen about how this can incorporat-
ed into an already jam-packed 15- or 20-
minute visit. We all have concerns about
the nancial and patient ow implications
for our practice. In this issue of The Forum,
Drs. Adair, Harrison, and Keller describe
some of the details of implementing this

new requirement, including the speci ¢
tools that are acceptable and how to ap-
propriately code and bill for this service.
Over the next few months as we all do our
best to incorporate this screening into
our day-to-day activities, | am sure new
challenges will surface. Dr. Keller has es-
tablished a blog for everyone to share their
experiences. | also encourage readers of
The Forum to email me with your ideas
speci cally what works and what does not.
I will compile these ideas in an article
for the spring issue. The MCAAP will
continue to support its members on this
topic and communicate suggestions for
practice improvement. The chapter is
considering holding a session about this
new requirement at the annual meeting
this spring. Please send any questions,
concerns, or ideas to Cathleen Haggerty
(chaggerty@mcaap.org) to have them
included as part of this session.

Massachusetts Department of Public Health
(MDPH) Immunization Program  Alert

he national recall of Haemophilus influenzae (Hib) vaccines should not affect
Massachusetts. The MDPH does not supply Pedvax HIBf or COMVAX?, the two vac-
cines affected by this recall. The Hib vaccine provided by the MDPH is Sanofi Pasteur s

ActHIB", which is not affected by the recall.

The MDPH universally supplies all of the childhood vaccines, so providers in
Massachusetts would only have Pedvax HIBf or COMVAXT if they were privately purchased.

For more information, please visit the website at
www.cdc.gov/vaccines/recs/recalls/hib-recall-fags-12-12-07.htm.
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Psychosocial Pediatrics
continued from cover

MPH, and Elizabeth A. Rider, MSW, MD, FAAP) and a clinical social
worker (Julia Swartz, MSW, LICSW, CEIS) lead the course, along with
the course evaluator (David Robinson, EdD).

Each participant receives a workbook of educational materials
and 30 risk management CME credits. On a secure website, partici-
pants take part in online discussions and review of case presenta-
tions. Participants also meet individually with Dr. King to share their
personal and professional backgrounds. Our hope is that these meet-
ings help participants become aware of any challenges they face in-
quiring about painful issues and help them recognize the strengths
they bring to their work in this area with patients and families.

When parents worry that their child or adolescent may have an
emotional or psychosocial problem, we encourage our course par-
ticipants to invite them to return for a 45- to 60-minute interview,
for which insurers adequately compensate the pediatrician. At the
end of the interview, pediatric practitioners, along with parents and
other family members, have a clearer understanding of how the
problem came to be and how to develop a plan for management.

What have we learned?

0 When we provide parents with suf cient time, a sense of
curiosity, and signi cant empathy, they can be great storytellers
who teach us about how the problem arose.

0 Our work in psychosocial pediatrics requires more than just skill-
ful interviewing. It also requires signi cant self-awareness, a sense
of caring, and good boundaries.

0 Through skillful interviewing, we gain a better understanding
of whoisthe real patient. The real patient might turn out to be
another member or other members of the family.

0 When taking a three-generational history, we may discover the
presence of a family secret, such as alcoholism in one or more
family member(s).

0 As parents develop a sense of trust in their pediatrician, they are
often able to share more of their personal histories.

0 If we can help the parent and the child become agents of change,
they may have a positive impact on other family members, as well.

0 We try to help parents not only solve present problems, but also
prevent future problems. Parents might also be able to seek out
help earlier, not only from us, but also from the wider community.

0 We can also help parents overcome their fear of stigma resulting
from asking for help with an emotional problem, either in their
child or within the family.

0 Finally, we can effectively network with other professional and
non-professional caregivers, including parent educators. By
doing so, we can help parents access an increasingly diverse pool
of community resources.

We hope the evidence-based data we collect during this research
study will persuade insurers and health systems that in the best kind
of medical care, mental health deserves parity equal to the physical
health care we provide.

We regard each participant as a member of our research team.

Resources
1. Children s Emotional HealthLink website: www.cehl.org.
For additional information on our program, click on
Pediatrician-Parent Training Program.
2. Institute for Professionalism and Ethical Practice website:
www.ipepweb.org.

If you are interested in taking part in our next course or
would like additional information, contact Dr. Howard King at
howieking@aol.com.

We would like to thank the following organizations for their generous sup-
port of this project: The Sidney R. Baer Foundation, the Massachusetts
Department of Mental Health, The Alden Trust, and Project INTERFACE
(Newton Public Schools and the U.S. Department of Education).

PROS Update

David Norton, MD, FAAP, and Ben Scheindlin, MD, FAAP
PROS Network Chapter Co-coordinators
0 you ever consider doing some research? PROS makes it easy,
fun, and intellectually rewarding to collaborate on practice-
based research.

PROS is the Academy s practice-based research network. About
1,700 pediatricians participate in PROS across the country and in
Puerto Rico and Canada. We have about 150 practitioners in 34
practices in our chapter.

Two studies are currently enrolling practitioners to collect data
on important children s health issues: secondhand smoke and male
puberty.

CEASE needs you! A research assistant will be provided.
The Clinical Effort Against Secondhand Smoke Exposure (CEASE)
isarandomized controlled trial of a practical, user-friendly method
of identifying and referring our patients parents to available, evi-

Information for Authors and Readers

dence-based smoking cessation resources. Principal investigator is
Jonathan Winickoff at MGH.

Sign up for SSCIB! We need more practitioners!
Is puberty starting earlier for boys than girls? The Secondary Sexu-
al Characteristics in Boys (SSCIB) study will enroll 6,000 boys, the
largest, most diverse sample ever. Each practitioner enrolls 30 boys,
ages 6 to 16, at well-child checks, and receives CME credit for com-
pleting the study training manual (to ensure consistent Tanner
staging and orchidometer use). We re one-third of the way toward
our goal of 6,000 boys. This is asimple and quick study, which will
yield importantdata particularly good for new PROS practitioners,
or ones who have not participated in a study in awhile!

Interested? Contact David Norton in Holyoke at (413) 536-2393
or nortond@holypeds.com; Ben Scheindlin in Burlington at (781)
272-2210 or bscheindlin@yahoo.com); or visit the PROS website at
Www.aap.org/pros.

The Forum does not hold itself responsible for statements made by any contributor. Statements or opinions expressed in The Forum re ect the views of the author(s) and not the of cial policy of the
Massachusetts Chapter of the American Academy of Pediatrics unless so stated. Although all advertising material is expected to conform to ethical standards, acceptance does not imply endorsement
by The Forum. Material printed in The Forum is covered under copyright. We do not claim copyright to items previously published. No part of this publication may be reproduced or transmitted in any
form without written permission. Authors submitting items to The Forum for publication may not submit the same item for publication in any other source without written permission.

Send your e-mail address to chaggerty@mcaap.org for instant noti cation of issues important to the MCAAP membership.
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Screening Initiative
continued from cover

Treatment (EPSDT) program within MassHealth. The
MassHealth-approved tools are listed on the next page. Pediatri-
cians should bill procedure code 96110 ( Developmental testing;
limited ) and will be reimbursed
for this in addition to the visit.
This type of screening is within
the recommendations of the
AAP s recently released Bright
Futures, third edition.
MassHealth is also mandated
to institute improved and
standardized behavioral health
assessments of children referred
to behavioral health providers,
whether through screening or
other means. These providers
must be trained by November 30,
2008. Improved, statewide behav-
ioral health services must be in place by June 30, 2009. Improved
communication with providers and members, as well as improved
data management, are also components of the lawsuit s remedy.

To prepare for this type of screening in your practice:

0 Pick your screening instruments. Each of the approved instru-
ments have strengths and weaknesses you and your partners
need to decide what works for you. My practice decided to use
the PEDS for children under 5 years of age, except at age 18
months, when we will use the M-CHAT, and the PSC/PSC-Y for
children 5 and over.

0 Fitthe screening into your ow. The instruments need to get
into the hands of parents. Enlist your staffto gure out how to
make that happen. Waiting room, pre-visit mail-out, in the
exam room all have pros and cons that bear discussion with
staff, as they are the ones who will make this process work.

0 Know your options for referral. You should continue to refer to
your MassHealth mental health providers. Because the list and
capacity of providers can uctuate, the Massachusetts Behavior-
al Health Partnership has a great online directory on their
website (www.masspartnership.com), which often serves as a good
place to start a search for a provider. A different type of re-
source for practitioners is the Massachusetts Child Psychiatry
Access Project (www.mcpap.org), which makes child psychiatry
services accessible to primary care providers throughout the
Commonwealth regardless of a patient s insurance status.

If your practice is not already a member of this amazing
program, please contact Martha Page at (617)-350-1923 or
martha.page@valueoptions.com to nd out how to joina
program in your region.

Over the next several months, MassHealth, working through
the Massachusetts Behavioral Health Partnership and the ve
managed care organizations that provide mental health services
to patients, will be implementing new forms of evaluation and
case management. Stay tuned for further developments. More de-
tailed information on the complexity of this implementation can
be found in the report Implementing the Rosie D. Remedy: The Oppor-
tunities and Challenges of Restructuring a System of Care for Children s
Mental Health in Massachusetts. This report is available at
no cost from the Massachusetts Medicaid Policy Institute
(www.massmedicaid.org). If you would like to join the Mental

I personally use the PEDS Tool, the PSC, the M-CHAT,
and the CRAFFT. I have the parent and/or the
adolescent Il them out before their visit, so I can
score them ahead of time. This takes very little time
for both parties. For positive screens, | either handle
them at another visit, or I refer them to the MCPAP
program for consultation at (617) 350-1920.

Walter Harrison, MD, FAAP

Health Task Force, please contact Catherine Haggerty at
chaggerty@mmes.org or the MCAAP office for more details.
MassHealth has set up a website for members and
providers with full details of the new law. At
www.mass.gov/masshealth/childbehavioralhealth, providers can
locate contact information for
MassHealth Customer Services and
the managed care organizations serv-
ing MassHealth members. In addi-
tion, this site has information on the
Children s Behavioral Health Initia-
tive, announcements of training
opportunities and other resources.

Dr. Adair is an assistant professor of pediat-
rics at UMass Medical School and he has
presented at MassHealth-sponsored forums
on this initiative for primary care providers.

Dr. Harrison is co-chair of the MCAAP
Mental Health Task Force.

Dr. Keller is a member of the MCAAP Mental Health Task Force, and is he
working with the Worcester Mental Health Network as part of his Physician
Advocacy Fellowship from the Center on Medicine as a Profession at Colum-
bia University. (Visit http://olddockeller.blogspot.com for more information.)

Billing for Developmental and
Behavioral Health Screening

Primary care providers should bill using CPT service code 96110

Developmental testing; limited with interpretation and report.

Modi ersare required when billing CPT code 96110 and effec-

tive July 1, 2008, failure to include a modi er will result in a denial
of the claim. Billers and billing intermediaries need to check the
medical record or with the provider or of ce staff before inserting
the modi er to 96110 to see if the provider identi ed a behavioral
health need or not so the correct modi er designed to relay clinical
information is applied.

Remember Use aModi erwith CPT Code 96110

The modi ersvary by provider type as shown below. Please note
with CPT 96110, the mid-level modi ers for nurse practitioners (SA),
nurse midwives (SB) and physician assistants (HN) are not used.

Modi ers for Use with CPT Code 96110
Modi er for Use Modi er for Use
Servicing Provider When No Behavioral When Behavioral
g Health Need Health Need
Identi ed Identi ed*
Physician, Independent
Nurse Midwife, Independent
Nurse Practitioner, U1 U2
Community Health Center
(CHC), Outpatient Hospital
Department (OPD)
Nurse Midwife Employed by
Physician or CHC us U4
Nurse Practitioner Employed
by Physician or CHC Us ue
Physician Assistant Employed
by Physician or CHC u7 U8

*Needs include those regarding behavioral health, social/emotional well-
being, or mental health.

4 The Forum
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New Year s Resolution 2008: Speak Up for Childrens Oral Health

Kate Vaughan, MSW
Manager of Oral Health Initiatives, Heath Care for All

his New Year provides us with an opportunity to re-evaluate pri-

orities and renew commitments to ourselves and our communi-
ties. This year, let s work together to make children s oral health a
top priority in our state. The Watch Your Mouth campaign works
statewide to increase public awareness about
the importance of children s oral health. This
February, we want to celebrate Childrens
Dental Health Month with you! Join us at the
State House on Valentine s Day to honor leg-
islators and community members committed
to promoting local and statewide solutions to
the most common chronic childhood disease:
dental decay.

Childhood dental decay affects children
across the nation. Every year, children miss 51
million school hours due to oral health prob-
lems. This means that children s educational
progress and the most basic daily activities
such as eating and speaking can be compro-
mised. Itis critical that preventive measures
start early in life and be widely available in
our communities to prevent oral health prob-
lems throughout the lifespan.

As health care leaders, we take pride in
keeping our communities healthy. Together,
we have ensured that our communities have programs in place to
protect families and children. Car seat laws protect our younger
passengers from injury, immunization regulations ensure that ev-
ery child has a healthy start in life, and environmental laws such as
the banning of lead paint protect children at home. By working to-
gether, we can ensure that kids have access to preventive treatments
such as early childhood screenings and dental sealants for years to

President s Message

continued from cover

relies on physicians to bear the initial responsibility for mental
health assessments. Each physician must utilize one of eight
standardized screening tools during primary care visits to assess
behavioral health needs. These tools are currently available and
familiar to many pediatricians. The physician can choose his or her
own short list of age-appropriate tools to utilize in the of ce set-
ting. Many of the tools can be parent-/self-administered with of ce
staff aiding in interpretation. Each physician should decide how to
facilitate the screening in his or her of ce. If a physician identi es
an issue, he or she needs to make appropriate referrals.

One of the challenges of this system is the limited resources
available for children with psychiatric needs. The Massachusetts
Child Psychiatry Access Program (www.mcpap.com) is an important
resource; however, additional ones need to be developed.

Due to the stringent timelines imposed by the court, time for
updating physicians regarding the new procedures and outlining

come. Having these services available in the community, schools,
and in a variety of health providers of ces increases access to care
forall children.

Childhood dental decay can affect children s health beyond the
mouth. Extensive research has shown the associations between den-
tal disease and poor health outcomes. One outcome that has been
widely researched is the association between
periodontal (or gum) disease in pregnant
women and the delivery of preterm, low birth
weight babies. The American Academy of Peri-
odontology reports that Pregnant women
who have periodontal disease may be seven
times more likely to have a baby that is born
too early and too small. Asa result, when the
mouth is not healthy, the rest of your body
won t be either. Fortunately, dental disease is
almost entirely preventable, but only when
preventive care and access to health insurance
isavailable. This winter, let s raise the bar by
ensuring that every child has an equal startin
life by working to make dental care available
toall children.

February is Children s Dental Health
Month, and there is much to celebrate!

Join us on February 14 to speak up for chil-
drens oral health at the Third Annual Oral
Health Heroes event as we honor oral health
champions dedicated to improving the state of oral health in the
Commonwealth. The event is sponsored by the Oral Health Foun-
dation and the Legislative Oral Health Caucus. Bring a friend and
join us on Valentine s Day at the Massachusetts State House, Nurs-
es Hall, from 10 to 11 a.m. To learn more about this event or the
Watch Your Mouth campaign, please contact Czarina Biton at
biton@hcfama.org or (617) 275-2838.

the complete plan is limited. However, training  including an online
curriculum available through the University of Massachusetts  and
reimbursement (using the 96110 code with modi ers) are avail-
able (see related articles in this issue of The Forum). Though the
widespread institution of these screening tools may initially be
rocky, the ultimate outcome of early identi cation and intervention
for children with mental health needs will allow them to achieve
optimal mental and social health.

The success of this initiative will hinge on the ability of the
state to accept input from stakeholders and to monitor and
evaluate progress and make adjustments as implementation
moves forward.

For more information or to voice concerns, please contact Emily
Sherwood at EOHHS (emily.sherwood@state.ma.us) or Walter
Harrison, chair of the MCAAP Children s Mental Health Task Force

(wharrison@partners.org).
Karen R. McAlmon, MD, FAAP
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Harvard Vanguard Medical Associates Seeking Urgent Care
and Primary Care Pediatricians

Pediatric Staff Opportunities
Harvard Vanguard Medical Associates seeks BC/BE pediatricians
to join well-established practices in and near the Boston,
Massachusetts, area. We have pediatric staff opportunities in
Boston, West Roxbury, Concord, Burlington, and Wellesley,
Massachusetts. Great opportunity to build a practice in a collegial
and professionally supportive environment. Positions are part
time and full time and combine a supportive staff, an electronic
medical record system, and a strong infrastructure. Harvard
Vanguard is a nationally recognized leader in clinical quality. Join
a collegial team of top notch professionals. Harvard Vanguard
provides ambulatory health care to 350,000 people at Boston-
area locations. Our practice is an af liate of Harvard Medical
School, with physicians teaching or supporting clinical research.
Harvard Vanguard is af liated with premier area hospitals. Highly
competitive salary and bene ts and exible call schedule. Please
forward CV to Kelly Glynn, HYMA Dept. of Physician Recruitment,
275 Grove Street, Suite 3-300, Newton, MA 02466-2275. Fax
(617) 559-8255, e-mail kelly_glynn@vmed.org, or call (800) 222-
4606 or (617) 559-8275 within Massachusetts. EOE/AA. Sorry,
not a J-1 visa opportunity. www.harvardvanguard.org

Pediatrics  North Shore of Boston
Harvard Vanguard Medical Associates seeks a BC/BE
pediatrician to join a well-established practice in Peabody,
Massachusetts. Great opportunity to build a practice in a
collegial and professionally supportive environment. Position
is part time (will consider full time) and combines a supportive
staff, an electronic medical record system, and a strong
infrastructure. Leadership role available for quali ed candidate.
Harvard Vanguard is a nationally recognized leader in clinical
quality. The Peabody practice is af liated with Beverly Hospital,

which was named one of the nations 100 Top Hospitals by
the Solucient Institute for excellence in patient care.

Located 15 miles north of Boston, Peabody is close to shopping
malls, pristine beaches, and hiking trails. Highly competitive
salary and bene ts, and exible call schedule in a community
setting. Please forward CV to Kelly Glynn, HYMA Department of
Physician Recruitment, 275 Grove Street, Suite 3-300, Newton,
MA 02466-2275. Fax (617) 559-8255, e-mail kelly_glynn@
vmed.org, or call (800) 222-4606 or (617) 559-8275 within
Massachusetts. EOE/AA. Sorry, not a J-1 visa opportunity.
www.harvardvanguard.org

Pediatric Urgent Care
Harvard Vanguard Medical Associates, a multispecialty
physician group, has weekend/holiday moonlighting
opportunities available in our Pediatric Weekend Urgent Care
Departments in Braintree, Chelmsford, Boston, Somerville,
and Peabody. Join a collegial team of top-notch professionals.
Harvard Vanguard provides ambulatory health care to 350,000
people at Boston-area locations. Nationally recognized for
quality, our practice is an af liate of Harvard Medical School,
with physicians teaching or supporting clinical research.
Harvard Vanguard is af liated with premier area hospitals.

We have strong practice support, including excellent staff,
on-site laboratory, radiology, and pharmacy services, and

an integrated electronic medical record. We offer excellent
compensation. Please send CV to Kelly Glynn, Department of
Physician Recruitment, Suite 3-300, Newton, MA 02466-2275.
Fax (617) 559-8255, e-mail kelly_glynn @vmed.org, or call (800)
222-4606 or (617) 559-8275 within Massachusetts. EOE/AA.
Sorry, no J-1 or H1-B opportunities. www.harvardvanguard.org

MCAAP Members Win AAP National Awards

Allen C. Crocker, MD, FAAP, received the Arnold J. Capute Award,
given by the Council on Children with Disabilities, which recognizes
a physician who makes a notable contribution to the health and
well-being of children with disabilities.

Peter Georges, MD, FAAP, received the Award for Lifetime Contri-
bution to Infectious Diseases Education, given by the Section on
Infectious Diseases, which recognizes an academy member who has
made outstanding contributions to education in infectious diseases.
The candidate s contribution should be indicative of a substantial
long-term dedication to the highest ideals of education.

John N. Kheir, MD, FAAP, received the New Investigator Research
Award, given by the Section on Critical Care, which recognizes
clinical research in the eld of pediatric critical care medicine.

Eileen Ouellette, MD, FAAP, received the Oral Health Service
Award, given by the Section on Pediatric Dentistry, which recognizes
an individual who, during the course of their career, has made
signi cant contributions to the advancement of pediatric oral health
through their activities within the American Academy of Pediatrics.

Alenka Zeman, MD, received the Anne E. Dyson Child Advocacy
Award, given by the Section on Residents, which celebrates the out-
standing efforts of pediatricians-in-training as they work in their
communities to improve the health of children.

Katharine Zuckerman, MD, received the Anne E. Dyson Child
Advocacy Award, given by the Section on Residents, which celebrates
the outstanding efforts of pediatricians-in-training as they work

in their communities to improve the health of children.

Send your e-mail address to chaggerty@mcaap.org for instant noti cation of issues important to the MCAAP membership.
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Policy Corner: AMA Considers Multiple Resolutions Concerning
the Health and Well-Being of Children

Lloyd D. Fisher, MD, FAAP
Delegate to the AMA Section on Young Physicians

he House of Delegates (HOD) of the American Medical Associa-

tion (AMA) met from November 10 through 13. Delegates repre-
senting every state and specialty society came together to discuss
and debate a broad range of issues affecting all aspects of the prac-
tice of medicine and care of patients.

The following is a brief summary of resolutions that were con-
sidered by the AMA HOD that speci cally pertain to pediatricians
or their patients.

Childhood Obesity

This resolution, which was reaf rmed by the HOD, encourages
wide-scale, comprehensive, school-based obesity prevention pro-
grams including didactic curriculum, nutrition standards, physi-
cal education, and parent/teacher involvement.

Car and Bus Safety Restraint Systems

Two resolutions were submitted on this topic. The rst, submitted
by the Resident and Fellows Section, which passed with overwhelm-
ing support, asked that 1) our AMA support federal legislation that
increases law enforcement standards for child safety seat use in the
United States, and that (2) our AMA support state and federal legis-
lation that updates child car seat violation codes from a secondary
to a primary law. A second resolution, initially presented and
passed by the Young Physician Section last year, was also consid-
ered by the HOD. The resolution asked the AMA to lobby for fed-
eral regulations requiring age-appropriate restraint systems for
school buses. The initial resolution also added public transit buses;
however, there was some concern over con icting studies about the
safety of seat belts on public buses, and that component of the
resolution was ultimately removed prior to its passage.

Vaccine Funding

As the number of childhood vaccines continues to increase, more
statesare ndingitharderto nd funding to purchase all recom-
mended vaccines. If states purchase vaccines using state money,
they can purchase them at a special reduced Vaccines For Children
(VFC) rate. In Massachusetts and elsewhere, we have looked into
the possibility of using a combination of state and private insurer
dollars to purchase vaccines. Unfortunately, if private nancing

is used, the states may not purchase the vaccines at the VFC rate.
This resolution asked the AMA to develop and lobby for legislation
changing this limitation. There was signi cant opposition to pass-
ing this resolution due to concerns relating to funding, nancial
viability, and whether or not the AMA should take a legislative ap-
proach given its current activity on this issue. After some debate,
the resolution was ultimately referred to the Board of Trustees for
a decision after further study, with a report back at the next AMA
meeting in June.

Pediatric Decision Making
This detailed report published by the AMA Council on Ethical and
Judicial Affairs tackles the complex issue of medical decision
making for dif cult, often life-and-death decisions for pediatric
patients. The report recommends that the best interest of the

patient must be paramount when making treatment decisions and
that many factors be considered when determining the best inter-
est. Physicians are further advised to obtain informed consent
from parents and allow pediatric patients the opportunity to par-
ticipate in decision making at a developmentally appropriate level.
The report also sets forth measures to take when there is a disagree-
ment over a treatment decision, by recommending the use of
institutional policies for timely con ict resolution including
consultation with an ethics committee, pastoral service, or other
counseling resource. The report advises that the use of the legal
system remain a last resort.

The AMA also considered many other resolutions that may
be of interest to MCAAP members. For complete text of all
the resolutions and actions taken by the HOD, please go to
www.ama-assn.org/ama/pub/category/15379.html. In addition,
feel free to contact me at any time at Ifisher@mcaap.org for
additional information.

Dedicated to providing reliable
information, promoting best practices,
and offering comprehensive resources
for families, practitioners, and
communities.

The Center’s Autism Spectrum
Disorders Assessment Clinic
offers initial screenings and full
assessments of children who are

suspected of having an ASD.

The “Pathways” education series,

designed especially for parents of
41 Pacella Park Drive

children newly diagnosed with an
Randolph, Massachusetts 02368

ASD, provides critical information
) . ) Phone 877 - 313 - 3833, ext. 375

about diagnosis, treatment options,
Fax  781-437-1401

and services.
info@nationalautismcenter.org

www.nationalautismcenter.org

e Autism Spectrum Disorders Assessment Clinic
is an outreach clinic of May Institute.

Advancing knowledge and expertise.
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Joint Committee on Infant Hearing Releases New Policy Statement

Jane Stewart, MD, FAAP
MCAAP Chapter Champion

he Joint Committee on Infant Hearing (JCIH) released updated

guidelines for infant hearing screening in October (Policy
Statement: Pediatrics Volume 120, Number 4, October 2007). The
JCIH was established nearly 30 years ago to address issues that are
important to the early identi cation, intervention, and follow-up
care of infants and young children with hearing loss. The position
statement is a summary of preferred practice recommendations in
early identi cation and appropriate intervention of newborns and
infants at risk for, or with hearing loss. The pediatriciansrole is
even more pronounced within these new guidelines to ensure that
children are receiving early intervention services if they are diag-
nosed early and are monitored for delayed-onset hearing loss.

Following are some of the highlights of the important updates
made since the last statement was released in 2000:

De nition of Targeted Hearing Loss

The de nition has been expanded from congenital permanent bilat-
eral, unilateral sensory, or permanent conductive hearing loss to
include neural hearing loss (e.g., auditory neuropathy/dyssynchrony).

Hearing Screening and Rescreening and Treatment

All babies admitted to the NICU for more than ve days should
have auditory brainstem response (ABR) included as part of their
screening, so that neural hearing loss will not be missed.

In Massachusetts, all NICUs are currently using ABR screening
equipment.

If an infant is readmitted in the rst month of life (NICU or
well-baby) and conditions associated with potential hearing loss
are present (e.g., hyperbilirubinemia severe enough for exchange
transfusion or culture-positive sepsis), a repeat hearing screening
is recommended before discharge.

Risk Factors

The timing and number of hearing re-evaluations for children
with risk factors should be customized and individualized depend-
ing on the relative likelihood of subsequent delayed-onset hearing
loss. Infants who pass the neonatal screening but have a risk factor
should have at least one diagnostic audiology assessment by 24 to
30 months of age. Early and more frequent assessments are indicat-
ed for children with cytomegalovirus (CMV) infection, syndromes
associated with progressive hearing loss, neurodegenerative disor-
ders, trauma, or culture-positive postnatal infections associated
with sensorineural hearing loss; for children who have received
ECMO or chemotherapy; and when there is caregiver concern or a
family history of hearing loss. If there is any question regarding
the need for further screening related to a speci c risk factor, please
call the Massachusetts Newborn Hearing Screening Program for
more information.

Medical Evaluation

00 For families who elect ampli cation, infants who are diagnosed
with permanent hearing loss should be tted with anampli ca-
tion device within one month of diagnosis.

01 Forinfants with con rmed hearing loss, a genetics consultation
should be offered to their families.

00 Every infantwith con rmed hearing loss should be evaluated
by an otolaryngologist with knowledge of pediatric hearing loss
and have at least one examination to assess visual acuity by an
ophthalmologist experienced in evaluating infants.

The risk factors for congenital and acquired hearing loss have
been combined in a single list, rather than grouped by time of
onset (see page 12).

Early Intervention

01 All families of infants with any degree of bilateral or unilateral
permanent hearing loss should be considered eligible for early
intervention services. This includes mild or unilateral loss.

01 All children with permanent hearing loss, including those with
mild or unilateral losses, are currently eligible for early inter-
vention services in Massachusetts.

01 Early intervention services for infants with con rmed hearing
loss should be provided by professionals with expertise in
hearing loss, including educators of the deaf, speech-language
pathologists, and audiologists. Both home- and center-based
intervention options should be offered.

Surveillance and Screening in the Medical Home

01 Forallinfants, regular surveillance of developmental mile-
stones, auditory skills, parental concerns, and middle ear status
should be performed in the medical home, consistent with the
American Academy of Pediatrics pediatric periodicity schedule.
All infants should have an objective standardized screening of
global development with a validated assessment tool at 9, 18,
and 24 to 30 months of age, or at any time if the health care
professional or family has concern.

0 Infants who do not pass the speech-language portion of a
medical home global screening, or for whom there is a concern
regarding hearing or language, should be referred for a speech-
language evaluation and audiology assessment.

Massachusetts was one of the rst states to implement univer-
sal newborn hearing screening with the law passed in 1998. Our
screening and follow-up rates are some of the best in the country.
Go to www.mass.gov/dph/fch/unhsp for details.

Current Challenges, Opportunities, and Future Directions
Early hearing detection programs throughout the nation have
demonstrated not only the feasibility of universal newborn hear-
ing screening (UNHS), but also the bene ts of early identi cation
and intervention. There is a growing body of literature indicating
that when identi cation and intervention occur no later than six
months of age for newborn infants who are deaf or hard of hear-
ing, the infants perform as much as 20 to 40 percentile points
higher on school-related measures (vocabulary, articulation,
intelligibility, social adjustment, and behavior). The challenge in
Massachusetts now is to ensure that infants receive diagnoses early,
and that treatment is initiated as soon as possible.

For additional information, please contact Jane Stewart, Massa-
chusetts AAP Chapter Champion, at jstewart@bidmc.harvard.edu
or Janet Farrell, Massachusetts Department of Public Health, at
janet.farrell@state.ma.us or (800) 882-1435. Information is also
available at www.cdc.gov/ncbddd/ehdi and www.infanthearing.org.

continued on page 12
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Children with Gender Variant Behavior: Parent Group

Ellen C. Perrin, MD, FAAP
Director, Division of Developmental-Behavioral Pediatrics and
the Center for Children with Special Needs
Floating Hospital for Children, Tufts-New England Medical Center
G ender variance is a behavioral pattern of intense, pervasive, and
persistent interests and behaviors characterized as typical of
the other gender. A striking similarity in interests and behaviors fa-
vored by these children is seen across different families with vari-
ous cultural backgrounds. These gender-variant behaviors include
play activities, toys and hobbies, clothing and external appearance,
identi cation with role models, preference for other gender play-
mates, and statements that indicate a wish to be of the other sex.
This pattern is described in the DSM IV as Gender Identity Disor-
der, adiagnostic label that may no longer be appropriate based on
current knowledge.

Boys with gender variance may be consumed by an interest in
Snow White, or may want nothing for their birthday except a new
Barbie doll. Their interests tend to be restricted to typically feminine
ones they may have observable discomfort with typically masculine
pursuits, and often they avoid rough-and-tumble play. Similarly, girls
with marked gender variance typically show distinct discomfort with
activities that are typically associated with girls, refuse to wear skirts
and dresses, and often insist that they want to be a boy.

Children referred for so-called gender identity disorder are re-
ported by their parents to have both internalizing and externalizing
symptoms in greater number than their peers, most consistently
after six years of age (Zucker and Bradley, 1995). Why? There is no
intrinsic disadvantage caused to a boy by wearing dresses and
make-up, nor to a girl with short hair competing in contact sports.
Girls and boys with atypical play and playmate preferences confront
stigma from peers and adults. They are isolated and teased. Their
parents also face stigmatization and may feel embarrassed, con ict-
ed, and insecure, which in turn may lead to critical and punitive
responses. Emotional and behavioral symptoms are likely to be a
re ection of this distress.

While the adult sexual orientation and gender identity of indi-
vidual children with gender variance cannot be predicted, some of
these children will later identify themselves as gay, lesbian, or trans-
gender. The serious risks gay, lesbian, and transgender adolescents
typically face may be partly averted if children have the clear knowl-
edge early in childhood that they are loved and accepted just as they
are. Their parents and professional advisers have an opportunity
to provide support for diversity in sexual orientation and gender
expression from early childhood onward (Menvielle, Tuerck and
Perrin, 2005).

When parents express concerns about their child s gender-variant
behaviors, pediatricians generally have offered reassurance and
suggested that these behaviors are evidence of the child s greater-
than-average exibility. This approach may not be in the best inter-
est of the child and the family. Denial of the child s differences de-
prives families of an opportunity to develop a more authentic view
of the child and to be actively af rming in case he or she is gay or
transgender. Parents, relatives, and friends can make active efforts
to listen and respond to the child s messages, demonstrate their
acceptance of the child s struggle, and provide support.

Many parents feel isolated and challenged in coping with these
issues in their children, and in confronting stigma and disapproval
from others. Coming together in a group format with other parents
dealing with similar issues has been a relief to many of them.

Parents of a gender-variant child 10 years old or younger are
welcome to join a parent discussion/support group at the Floating
Hospital for Children, Tufts-New England Medical Center, Boston.
Parents interested in joining the parent group should contact Ellen
Perrin at EPerrin@tufts-nemc.org or (617) 636-8010.

Menvielle E, Tuerck C, Perrin EC. To the Beat of a Different Drummer:
The Gender-Variant Child, Contemporary Pediatrics
22, no.2 (2005): 38 46.

Zucker KJ and Bradley SJ. Gender Identity Disorder and Psychosexual
Problems in Children and Adolescents, Guilford Press, 1995.

Suggestions for Parents of Gender-Variant Children

1. Create an atmosphere of acceptance so your child feels safe
within your family to express his or her interests.

2. ldentify and praise your child s talents.

3. Encourage your child to develop activities that help him/her
to tiin socially but still respect his or her interests and
talents.

4. Strengthen your child s relationship with an adult role model
of the same sex (e.g. a parent, aunt/uncle, close friend).

5. Help your child learn speci c language and strategies to
counteract criticism and stigma.

6. Use gender-neutral language in discussing romantic
attachments.

7. Watch TV programs and movies together that include gay,
lesbian, and transgender adults and families.

8. Read books about gay, lesbian, and transgender heroes
in current culture, history, and ction.

9. Discuss news stories about gay, lesbian, and transgender
issues with compassion and explicit acceptance.

10. Highlight personal experiences and news stories of discrimi-
nation and negative stereotyping as inappropriate.

11. Describe particular activities and interests concretely rather
than labeling them as girlish or boyish.

12. Educate others in your child s life. Be sure to let your child s
siblings, your parents and siblings, neighbors and friends
know that you love and support your child unconditionally.

13. Insist on classroom discussions about diversity and
tolerance.

14. Ensure that school and community libraries have reading
materials (both ction and non- ction) that include evidence
of the diversity of sexual orientations and gender identity.

15. Ask your primary care physician to provide reading materials
and contact information for organizations of other parents
and children with similar questions.

16. If indicated, arrange a referral to a psychotherapist with
expertise in issues related to sexual orientation.
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