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From the Executive Vice President

By Vito Grasso, MPA, CAE
Health Care Economic Development Plan

S

tart Up NY, the economic
development stimulus plan conceived by
Governor Cuomo and launched a few years
ago, has been criticized for failing in its
essential mission; to stimulate creation
of jobs through suspension of taxes for
companies that locate near academic
research centers and engage in certain high
technology enterprises.
The idea of making New York more
competitive for new businesses by reducing
or temporarily eliminating income,
business and real estate taxes makes sense,
particularly for upstate communities.
Policy to stimulate economic development
in NYS, however, should focus on sectors of
the economy that have the greatest potential
to take root and flourish with some public
investment. Healthcare is the fastest growing
sector of the economy, has created the most
jobs and has great growth potential as more
people become insured and as the elderly
population continues to grow.
The state should develop a plan to
encourage expansion of existing health
care providers in New York by reducing or
waiving altogether income, business and
real estate taxes for the employees and/
or business corporation or partnerships of
medical practices, hospitals, community
health centers and other providers of health
care that engage in various public goods
activities.

Furthermore, the state should extend
exemption from prior authorization in
public and private insurance plans for those
providers who qualify for the previously
mentioned tax reductions and waivers.
This would reduce operating costs for
qualified providers, further incentivizing
them to expand and perform the various
public benefit activities contemplated by
this proposal. There are many activities and
services which would benefit the public that
could be used to qualify providers for these
benefits including: creating new jobs and
increasing hiring; contributing to medical
research and population management
research; precepting medical students
and residents and supporting graduate
medical education in other ways; and other
activities. The purpose is to reward medical
professionals and businesses that are
already here for professional behavior that
promotes various public objectives.

Health care reform has been a dominant
area of public policy for many years. Much
of what has been presented as reform has
been disruptive and convoluted, aggravating
some of the deficiencies of our health
care system rather than relieving them.
An economic development plan for health
care designed to reward behavior in the
public interest would help immeasurably
in advancing positive change, and would
reward the profession whose members have
the greatest impact on actually realizing the
benefits intended by the change that policy
makers advocate so passionately.
Vito Grasso, MPA, CAE, is the Executive Vice
President of the New York State Academy of Family
Physicians.

Healthcare is the fastest growing sector of the
economy, has created the most jobs and has great
growth potential as more people become insured
and as the elderly population continues to grow.
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Adding Chocolate to Milk
Doesn’t Take Away Its
Nine Essential Nutrients
All milk contains a unique combination of nutrients important for growth and development.
Milk is the #1 food source of three of the four nutrients of concern identified by the 2010
Dietary Guidelines for Americans: calcium, vitamin D and potassium. And flavored milk
contributes only 3% of added sugars in the diets of children 2-18 years.

Reasons Why
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Milk provides nutrients essential for good health and kids drink more
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NINE ESSENTIAL NUTRIENTS!

Flavored milk contains the same nine essential nutrients as
white milk - calcium, potassium, phosphorus, protein,
vitamins A, D and B12, riboflavin and niacin (niacin equivalents) –
and is a healthful alternative to soft drinks.

HELPS KIDS ACHIEVE 3 SERVINGS!

Drinking low-fat or fat-free white or flavored milk helps kids
get the 3 daily servings* of milk and milk products recommended
by the Dietary Guidelines for Americans.

BETTER DIET QUALITY!

Children who drink flavored milk meet more of their nutrient
needs; do not consume more added sugar or total fat; and are not
heavier than non-milk drinkers.

TOP CHOICE IN SCHOOLS!

Low-fat chocolate milk is the most popular milk choice in schools
and kids drink less milk (and get fewer nutrients) if it’s taken away.

www.nationaldairycouncil.org/childnutrition

©National Dairy Council 2011®
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President’s Post

By Tochi Iroku-Malize, MD, MPH, MBA, FAAFP

H

ello everyone. Welcome to the
summer issue of the NYSAFP Family Doctor
journal.
I am the 2015-16 president of the New
York State Academy of Family Physicians
and am looking forward to an exciting
year working for our physicians. My
career as a family physician has been very
interesting in that I have had been in solo
practice (from scratch  - photocopying ID
cards, telephoning insurance companies
for verification, and even filling out HCFA
forms by hand!) and have worked as a
hospitalist when it first became a recognized
specialty, eventually becoming the director
of our program. I worked as a nursing
home physician and did home visits for my

private patients who were unable to visit
me in the office. I have also been involved
in academia, first as a faculty member of
our residency program, then as associate
program director, program director and
now chair of our medical school’s family
medicine department.
What this means is that I have been involved
in family medicine as both a town and a
gown physician. I have also seen my share
of cases that are reflected in the articles in
this issue of Family Doctor. Whether trying
to impress upon mothers the importance of
breastfeeding or finding alternative methods
for the mother who has difficulty in doing
so, managing bronchiolitis or identifying
patients with attention-deficit/ hyperactivity

disorder, our family physicians try to keep
up with the latest in treatment and care.
One of the major issues that many in
advocacy and academia are discussing is
the new Delivery System Reform Incentive
Payment (DSRIP) program which is meant
to effect changes in the health care outcomes
of patients who fall under the Medicaid
program. How the various institutions,
primary care physicians and legislators work
to create these new innovative systems will
be of interest to many in hopes of translating
these gains to non-Medicaid populations.
Finally, it is summertime, so many kids are
preparing for summer camp or other sports
related activities. The articles on growth
and development as well as youth strength
training are good reminders of key points to
remember when they come to our offices.
Have a great summer everyone!
Tochi Iroku-Malize

One of the major issues that many in advocacy and
academia are discussing is the new Delivery System
Reform Incentive Payment (DSRIP) program which is
meant to effect changes in the health care outcomes of
patients who fall under the Medicaid program.
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Tochi Iroku-Malize, MD, MPH, MBA, FAAFP, is
the president of the New York State Academy of Family
Physicians for 2015-2016.
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ADVOCACY

The Year in Review
By Marcy Savage

A

s the Academy prepares to send its summer journal to
print, the official adjournment date of the 2015 legislative session
(June 17th) has come and gone. With the governor and legislative
leaders still negotiating on a number of high level issues, we are in
what some have called “overtime” here at the capitol while some
have used other words for it!
On the list of outstanding issues, the leaders have failed to reach
agreement on extension of New York City rent regulation laws and
possible reforms to the regulations, continuation of a 421-a tax
abatement program for developers, mayoral control of New York
City schools, increased funding for public schools as advocated by
the Assembly and proposals pushed by the governor and the Senate
to lift the cap on charter schools, provide an education tax credit
and make the 2% property tax cap permanent. With the session still
unsettled, we cannot provide a complete end of session report, but
have reported below on some of the key priorities of the Academy
that were advanced this year.
Academy Led Campaign for Extension of
E-Prescribing Mandate
As previously reported to the membership, the Academy kicked off
a campaign in the fall of 2014 to pursue a one year extension on the
ISTOP law mandate that all prescribers in New York use electronic
prescriptions when prescribing both controlled and non-controlled
substances. After months of advocacy, media and grassroots efforts
joining with the Medical Society, other medical specialties and
stakeholders, the Academy was successful in getting a bill enacted
to provide for the one-year extension. As a result, the mandatory
e-prescribing law will now take effect March 27, 2016.

Single Payer Priority Legislation Passed Assembly
“The costs of health insurance continue to climb, yet New
Yorkers with coverage still feel like they are underinsured
every day dreading that a catastrophic illness or injury could
bankrupt their family. That is not true health coverage. We
believe the only solution to provide peace of mind to our
patients to know that the insurance card in their pockets really means something is enactment of a single payer system
through New York Health.”
Statement by Dr. Mark Josefski, NYSAFP President in Support of NY
Single Payer Legislation in Albany, NY

For the first time in a number of decades and as a result of the strong
and tireless advocacy of bill sponsor Richard Gottfried, the Academy
and many other supporters, Assembly Speaker Carl Heastie allowed
the New York Health single payer bill to be brought up for a vote on
the Assembly floor. The measure was passed by the Assembly on May
27, 2015 with a vote of 92 to 52. The bill’s passage in the Assembly
brings it one step closer to becoming a reality. The Academy will
continue to advocate for advancement of this important priority in
New York.
Mandatory Meningococcal Vaccination Bill Passed
Both Houses
During the regular session, the Senate and Assembly passed legislation
to require every parent or guardian of a child entering the seventh and
twelfth grades on or after September 1, 2016 to have such child immunized against meningococcal disease. This bill was drafted based
on the recommendations of the Advisory Committee on Immunization
Practices (ACIP) for meningococcal vaccination and was supported
by the Academy and many other medical and public health groups. We
will now work to ensure that the bill is signed into law.
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“Meningococcal disease is caused by bacteria and is the
leading cause of bacterial meningitis which is an infection
around the brain and spinal cord. It is spread through coughing, sneezing or kissing. According to the federal Centers
for Disease Control and Prevention (CDC), more than one
thousand people contract meningococcal disease each year
in the United States and between ten and fifteen percent will
die from it. Babies, adolescents and seniors are most at risk
for contracting meningococcal disease. The Advisory Committee on Immunization Practices (ACIP), which provides
guidance to the CDC, recommends a single dose of meningococcal vaccine be given to youth at age eleven or twelve and
that a booster be given at age sixteen. The NYSAFP supports the
advice and guidance of ACIP as it relates to vaccinating the
population and our members follow these recommendations.”
Statement from NYSAFP Memorandum in Support of the Bill, S.4324A, Hannon/ A.791-C, Gunther

Bill Permitting Pregnant Women to Enroll in Exchange
Passed Senate and Assembly
In the final week of the regular session legislation was passed by both
houses to permit pregnant women to enroll in the state health insurance exchange, New York State of Health at any time after the commencement of the pregnancy. Specifically, the bill allows a woman to
enroll for health insurance when she becomes pregnant, regardless
of the open enrollment period on the exchange or any other restric-

tions in seeking coverage off the exchange. Such coverage shall be
effective on the first day of the month in which the woman receives
certification of the pregnancy from her health care practitioner. The
Academy will work to seek the Governor’s approval of this legislation
once it is transmitted to him for consideration.
“Studies show that infants born to mothers who have had little
or no prenatal care have a lower birth rate and a higher rate
of infant mortality. Maternal mortality is also higher among
women who do not receive prenatal care, as is the rate of
other health risks for pregnant women, including preeclampsia, placental abruption, and diabetes. By enabling women to
receive covered comprehensive prenatal care, women are not
faced with the choice between high out-of-pocket health care
expenditures or forgoing prenatal care. Not only does coverage of prenatal care offer health benefits to pregnant women
and their newborns, but such coverage offers preventative
care which could provide long-term cost savings to the state’s
health care system.”
Justification in Bill Sponsor’s Memorandum in Support of S.5972,
Seward/ A.6780-B, Simotas

Marcy Savage is Government Relations Counsel for NYSAFP from Reid, McNally
& Savage, LLC in Albany, NY. Reid, McNally & Savage has been working with the
Academy for nearly two decades providing its legislative, regulatory and budget
representation before state government. Prior to joining Reid, McNally & Savage
in 2003, Ms. Savage worked for the American Cancer Society in cancer control and
advocacy, focused on tobacco control and prevention.
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TWO VIEWS: INFANT FEEDING

VIEW ONE – BREASTFEEDING

VIEW TWO – INFANT FORMULA

By Elizabeth Brown, MD, MPH and Holly Russell, MD

By Elizabeth Loomis, MD and Scott Hartman, MD

F

or much of history breastfeeding was seen as the normal
way to feed infants. With the advent of safer formula
One
preparations through the mid-20th century however,
formula feeding became the norm and breastfeeding was not advocated by physicians.1 There has
been a resurgence in breastfeeding during the late
20th century, but a large number of families see the
choice between breastfeeding and formula feeding as
one of choice without significant health outcomes.1
The American Academy of Family Physicians and the
American Academy of Pediatrics recommend exclusive breastfeeding for the first 6 months of life and
then some breastfeeding for at least 12 months or as
long as mother and baby desire it.1 There has been
an increase in research that shows the benefits of
breastfeeding and risks of not breastfeeding, and public health campaigns are encouraging mothers to increase breastfeeding rates. The
Healthy People 2020 goals aim for 82% of infants in the United States
to be breastfed for any length of time and 60% still breastfeeding at 6
months. Currently in New York State 80% of infants are breastfed for
some length of time and 55% are still receiving some breastfeeding
at 6 months. (See Table 1) It is vital that family physicians be able to
provide accurate and up to date information regarding the risks and
benefits of feeding choices.
Breastfeeding is the physiologic norm and there are risks of not
breastfeeding for both infant and mother. Exclusively or primarily formula-fed newborns are at increased risk for gastrointestinal,
ear and respiratory infections, eczema and sudden-infant death
syndrome throughout infancy and have an increased risk of type 1
diabetes, asthma, childhood and adult obesity and leukemia beyond
infancy. Infants who are breastfed for more than one month have a
36% reduction in risk of Sudden Infant Death Syndrome and infants
who are breastfed for more than three months will have a 50%
reduced risk of otitis media. (See Table 2)Mothers who primarily
feed their newborns formula increase their own risks for obesity,
diabetes, ovarian and breast cancer, and depression.1-3
It is important that family physicians that provide maternity care support each woman and her partner with their feeding choice and be
able to answer questions and discuss benefits and risks of breastfeeding. Prenatal breastfeeding classes have been shown to improve
maternal knowledge and success with breastfeeding. For women who

W
Two

hile the health benefits of exclusive breastfeeding are well
known, most children receive formula as some point
in infancy. In the US, by 1 year of age, 75% of infants
are formula fed with more than 90% receiving some
formula.1 For the safety and health of these infants,
providers should be prepared to discuss and advise on
infant formula use.

For all parents, the patient-provider relationship
remains key to effective healthcare and can be jeopardized by feelings of mistrust. Qualitative studies done
with non-breastfeeding mothers demonstrated themes
of guilt, depression, anxiety and pain over not breastfeeding often made worse by their medical providers.2-4
Additionally, a larger study looking at breastfeeding
trends noted that providers who were unable to counsel
on formula feeding contributed to a feeling of alienation of mothers from their providers during the vulnerable postpartum period.5
Mothers who are breastfeeding while supplementing with formula
deserve recognition of the benefit they are providing their infants
with their breast milk, as well as quality information on formula
supplementation.
A key aspect to safely using formula is its preparation. Incorrect
preparation of formula can lead to problems with bacterial contamination, dehydration, incorrect calorie consumption and diarrhea.
Unfortunately, studies show that about half of the time, infant formula
is prepared or stored without following all recommended safety
practices.6-7 Furthermore, mothers do not appear to be receiving
quality instruction on safe preparation with 77% not receiving any
instruction on formula preparation or use from a health professional.6 Fein and Falci demonstrated that mothers of 2-month old infants
who received instruction from a health care professional showed
increased compliance with safety practices.7
Important aspects of formula preparation include using the proper
amount of water, using sterile water (tap water can be boiled for 1
minute and then cooled to body temperature if there are concerns
about water source), sterilizing bottles and nipples prior to use and
then cleaning appropriately, warming formula in a hot water bath,
and storing formula per manufacturers’ guidelines.8
Beyond safe preparation, parents who choose to formula feed would
benefit from guidance on formula selection. Formulas come in a
wide variety of formulations broadly separated by caloric concentra-

CONTINUED ON PAGE 11
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one, continued

1

have flat or inverted nipples or have had prior breast surgery, consultation with a lactation specialist prior to delivery may be helpful.
During intrapartum care, family physicians should seek to minimize
the use of unnecessary medical interventions, as many medications
and interventions utilized during labor can decrease milk supply or
otherwise negatively impact breastfeeding. Every effort should be
made to support immediate and prolonged maternal-newborn skin
to skin contact (provided the newborn is medically stable at birth),
latch and breastfeeding within the first hour of life, and “rooming in”
during the hospital stay with minimal mother-newborn separation. A
pacifier should not be given to breastfeeding infants during the first
several weeks of life until breastfeeding is well established. Liquids
other than colostrum or breast milk should not be given unless there
is a documented medical need. If the newborn experiences early
latch difficulties, supplementation with expressed breast milk is preferable to supplementation with formula. Assistance from a trained
lactation consultant is a key element in the support of breastfeeding
dyads.3 Newborn infants will breastfeed between 8-12 times a day.
Cluster feeding (feeding multiple times close together) is very common and does not mean that the mother doesn’t have adequate milk
supply.

A breastfeeding neonate should be seen within several days of
discharge in order to follow up on breastfeeding and weight. Family
physicians should review the number and frequency of breastfeeds,
whether mom is able to hear swallows from the infant, and the
number of stools and voids. It is common for infants to lose up to
10% of their body weight within the first week of life, which can be
very concerning to both parents and physicians. For infants who have
lost more than 10% of birth weight or are not back to birth weight
by 2 weeks, it is very important to review these milestones with the
mother.
Many women are concerned that breastfeeding will hurt. It is essential to have an adequate latch in order to prevent nipple trauma, and
also to allow successful milk transfer. For women who are having
difficulties, observing the infant breastfeed in the office can be helpful. To help a baby latch correctly keep mom/baby tummy to tummy,

baby’s nose to mom’s nipple then guide baby so lower lip is at the
bottom of the areola. With open jaw, encourage baby onto the breast,
with most of the areola in the baby’s mouth. A lactation consultant
can be very helpful in assessing latch and transfer of milk.

When Latching, 2009. Written and revised (under other names by Jack
Newman, MD, FRCPC, 1995-2005)

Very few absolute contraindications exist to breastfeeding. These include maternal HIV infection and a newborn diagnosis of galactosemia. Certain medications pass through breast milk - updated guides
to medications can be found at the National Institutes of Health
LACTMED website.4 In many cases, if a maternal medication is not
compatible with breastfeeding, the family physician could consider
substituting an alternate medication that is compatible.
Family physicians have a key role in supporting and encouraging
breastfeeding. There are many great resources for physicians and
mothers to learn more about breastfeeding and common breastfeeding problems. Table 3 provides a list of resources. Distribution of
formula samples, gift bags from formula companies or literature
about breastfeeding from formula companies should be discouraged.
Supplementation of breastfed infants with formula is discouraged unless medically indicated as it can decrease mother’s milk supply and
interfere with other benefits of breastfeeding.

The American Academy of Family Physicians and the American Academy of
Pediatrics recommend exclusive breastfeeding for the first 6 months of life and then
some breastfeeding for at least 12 months or as long as mother and baby desire it.

CONTINUED NEXT PAGE
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Table 1: Breastfeeding in New York State in 2014 Compared to the United State Public Health
Service Healthy People Goals.
Breastfeeding

New York State

Healthy People 2007

Healthy People 2010

Healthy People 2020

Any

80.5%

75%

75%

82%

Breastfeeding at 6 months

55.8%

44%

50%

60%

Breastfeeding at 12 months

31.3%

22%

25%

34%

Exclusive breastfeeding at 3months

37.1%

33%

40%

44%

Exclusive breastfeeding at 6 months

16.9%

14%

17%

24%

Breastfeeding report card, CDC. 2014

Table2: Dose Response for Breastfeeding
Disease entity

% reduction in risk

length

Otitis media

50

>3 months

Pneumonia

72

>6 months exclusive

SIDS

36

>1 month

Maternal risk of breast cancer

28

12 months cumulative

Adapted from Policy Statement: Breastfeeding and the use of human milk. PEDIATRICS Vol. 129 No. 3 March 1, 2012.

Table 3: Suggested Resources for Physicians and Moms
www.kellymom.com

Wide range of information on breastfeeding, storing milk, common
problems in breastfeeding

Lowmilksupply.org

Information about milk supply issues from lactation consultant

The womanly art of breastfeeding 8th ed
Diana West IBCLC, Diane Wiessinger and Teresa Pitman

From birth to weaning lactation advice including common problems.

Making More Milk
by Diana West, IBCLC, and Lisa Marasco, MA, IBCLC

Clear information regarding breastfeeding and supply

AAP Breastfeeding curriculum

https://www2.aap.org/breastfeeding/curriculum/

“Your guide to breastfeeding”
Guide from Women’s Health.gov. downloadable PDF file.

https://www.womenshealth.gov/publications/our-publications/
breastfeeding-guide/?from=breastfeeding

References
1 Policy Statement: Family Physicians supporting breastfeeding. American Academy
of Family Physicians Breastfeeding Advisory Committee. http://www.aafp.org/
about/policies/all/breastfeeding-support.html. Accessed May 6, 2015.
2 Policy Statement: Breastfeeding and the use of human milk. PEDIATRICS Vol.
129 No. 3 March 1, 2012. pp. e827 -e841 doi: 10.1542/peds.2011-3552
3 Holmes A, McLeod AY, Bunik M. ABM Clinical Protocol #5: Peripartum breastfeeding management for the healthy mother and infant at term. Breastfeeding
Medicine. Vol. 8, no. 6, 2013. 469-473.
4 http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACTMED.

Elizabeth Brown, MD, MPH is a maternity faculty member at the University of
Rochester Family Medicine Residency. She is a member of the NYS Academy of Family
Physicians.
Holly Russell, MD is an assistant professor in the University of Rochester’s Department of Family Medicine.
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tion, carbohydrate source, protein composition and additives. Most
term infants will do well with standard formulas that have a cow milk
protein, lactose carbohydrate source, caloric density of 20 kcal per
ounce and iron supplementation. Infants who are preterm, especially
with a birth weight of <1250 g may be recommended a higher caloric density (22kcal/ounce) formula for improved growth on discharge
from the hospital.9 Based on energy requirements, most healthy
infants will require approximately 5 oz/kg/day of standard formula.10
Lactose-free formulas are indicated for infants with galactosemia and
congenital or primary lactase deficiency. Newborn screens include
tests for galactosemia in many states and lactase deficiency can
be suspected in infants with severe diarrhea and confirmed with a
hydrogen breath test or intestinal biopsy.
Soy based formulas comprise the largest non-cow milk protein
category and are lactose free. Soy formula can be used for infants
with cow’s milk allergy or families wishing to follow a strict vegan
diet. While other benefits of soy formulas, such as improved cognitive
development have not been demonstrated,11 acute gastroenteritis can
cause a temporary lactase deficiency and soy formulas have been
shown to reduce duration of diarrhea in these cases though have no
impact on overall recovery.12 Due to lower weight gain and increased
rates of osteopenia, soy formula should not be used in preterm
infants.13
Other instances where parents may question use of specialized
formula include brain growth, reflux, and allergy prevention. Docosahexaenoic acid and arachidonic acid are examples of long-chain
polyunsaturated fatty acids (LCPUFAs) and may be marketed as
supplements to improve neural and retinal development. A recent
meta-analysis of LCPUFA supplementation in formula showed an
improvement in visual acuity up to 12 months of age with supplementation.14 There is however, insufficient evidence of long term
benefits of LCPUFAs for improved cognitive development for term or
preterm infants.15, 16 Anti-reflux formulas are usually pre-thickened
with rice starch and have been shown to reduce frequency of overt
regurgitation however do not appear to affect long term growth and
development.17,18 It is still important to remind parents that infant
regurgitation, is physiological and does not require specific treatment if the infant is growing well, and provide counseling in cases
of excess regurgitation on how to modify feeding frequency and volumes of feed.19 Infants who are considered high risk for atopy (one
documented first degree relative with atopy) may benefit from the
use of hydrolyzed formulas compared with formulas made with intact
cow milk protein with a potential to reduce development of atopy by
up to 55%.20,21 Breastfeeding however, does still remain the best way
to reduce these risks and no benefits over breastfeeding have been

identified.22 Hydrolyzed formulas have not been shown to decrease
the risk of infant environmental allergies, asthma or food allergies.23
For the many infants who receive formula, medical providers should
be able to provide collaborative care that includes evidence-based
advice and support without judgment and risk of patient alienation.
Endnotes
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responsible risk communication. Nurs Ethics, 2014.
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IN THE SPOTLIGHT

Immunization Science, Policy and Ethics

T

he package insert for Adacel (Tdap) vaccine, revised
03/2014, declares in paragraph 8.1 that this vaccine is pregnancy
category C. “Animal reproduction studies have not been conducted
with Adacel vaccine. It is also not known whether Adacel can cause
fetal harm when administered to a pregnant woman… Adacel should
be given to a pregnant woman only if clearly needed.” The 2/24/15
vaccine information statement (VIS) for Tdap declares “pregnant
women should get a dose of Tdap during every pregnancy.” The first
statement is the FDA declaration of the science, and the second is the
CDC declaration of policy. Policy derives from a risk benefit and cost
benefit analysis of the science.
Another such conflict between science and policy arose with the
introduction of Gardasil 9. The package insert declared “Gardasil 9
is a vaccine indicated in girls and women age 9-26…Gardasil 9 is
indicated in boys 9-15 years of age….” If this science were to stand
as policy, we would need to keep four stocks of Gardasil vaccine,
Gardasil 9 for those eligible, Gardasil 4 for older boys and men, and
each of these in commercial and VFC lots. Fortunately the 4/15/15
VIS for Gardasil 9 declares “It is recommended for both males and
females…it may be given at age 9 through age 26 years.” No distinction exists for age by gender. In this issue Dr. John Epling elucidates
the evolution of logic on Gardasil 9 recommendations.
While the FDA declares the science, and CDC declares policy, neither
body clarifies the ethics surrounding immunization policy. Your
NYSAFP at its Vaccine Policy Committee and Board is discussing
ethics of vaccine policy, and we welcome your contributions to these
discussions. Two examples:
First: Should NYSAFP advocate for HPV vaccine to be included in the
list of vaccines required for school attendance? At our 2007 Congress
of Delegates a resolution for such advocacy was intensely debated,
resulted in a tie vote, and the resolution was defeated by vote of the

speaker. Those favoring the school mandate noted their impoverished and undereducated patients received only what was required.
Those opposing the mandate noted many patients who accept other
vaccinations reject the HPV vaccine because it conjures sexuality and
family values. Such parents faced with a mandate may reject all vaccines and retreat into home schooling. And HPV disease is not spread
casually in the classroom. One definition of ethics is the greatest
good for the greatest number.
Second: How shall we manage the child whose parents reject vaccines or who favor a more gradual schedule of immunizing their
children? Such under-immunized patients represent a hazard to
vulnerable adults and children in our waiting rooms and other places
of public accommodation. But many of our patients, including health
care workers, reject influenza vaccine without eliciting any retribution from us. Our patients may fail to wash hands, may not cover
coughs, may drive drunk without being excluded from our practices.
Shall vaccine declining parents have separate waiting rooms, be segregated into sympathetic practices, or should they just be tolerated
with repeated attempts at negotiation?
Vaccines science is clear, policy is difficult, and ethics are extremely
complex. You may participate in this discussion by sending your
perspective to vaccine@nysafp.org. You may participate more fully
in development of NYSAFP policy by attending the annual Congress
of Delegates. To learn about becoming a delegate, inquire at fp@
nysafp.org. Our commissions develop strategy in several areas such
as advocacy and public health. To volunteer for appointment to a
commission, send a statement of interest to president@nysafp.org.
Visit the NYSAFP website for descriptions of the commissions.
Philip Kaplan, MD, FAAFP
Chair, Ad-Hoc Committee on Vaccine Policy
Past President

Summer 2015 • Volume Four • Number one • 15

spotlight, continued

From the Editor:

The spring issue of our
journal contained an attachment in error. The letter that should have been
provided was from Debra
Blog, MD, MPH, Director,
Division of Epidemiology,
and declared the intent of
DOH to allow the use of
prohibited influenza vaccine when a physician has
made a good faith effort
to obtain the preferred
vaccine. This letter may be
copied and retained for
future use. The letter that
was attached in error was
our president's request for
such a policy statement.
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There’s a New HPV Vaccine?
Questions and answers about the new 9-valent human papillomavirus vaccine
By John Epling, MD, MSEd, FAAFP

I

n their February 2015 meeting, the US Centers for
Disease Control and Prevention’s (CDC’s) Advisory Committee on
Immunization Practices (ACIP) recommended routine use of the
9-valent human papillomavirus (HPV9) vaccine in the immunization
schedule for adolescents and young adults.1,2 Given the complexity
of the immunization schedule as it currently exists, many physicians
have questions about the right way to incorporate this vaccine into
the schedule.
Q: Why is there so much focus on HPV vaccine?
A: HPV vaccine is the first vaccine specifically made to reduce cancer. HPV vaccine has been shown to decrease the incidence of severe
cervical dysplasia (CIN2 and 3) in randomized controlled trials and
shows some benefit in reducing cancer in some observational studies. The only other “cancer-oriented vaccine” - Hepatitis B vaccine may be able to reduce the rate of hepatocellular carcinoma by reducing cirrhosis from hepatitis B infection. As other vaccine-preventable
diseases come increasingly under control, researchers and public
health officials are focusing on the control of other diseases caused
by infections.
Q: What is so great about the 9-valent vaccine that
makes it better than the 2- and 4-valent vaccines that
already exist?
A: The human papillomavirus vaccine is an engineered “vaccine-like
particle” that has antigens to different strains of HPV. HPV2 (Cervarix™) has antigens of HPV 16 and 18, which are the most common
oncogenic strains of HPV. HPV4 (Gardasil™) added strains 6 and
11, which are common causes of genital warts. HPV 9 (Gardasil
9™) adds 5 more antigens - 31, 33, 45, 52 and 58 - all of which
are oncogenic strains, though they are less common than 16 and 18.
HPV9 provides protection against the HPV strains that cause 81% of
cervical cancers (16 and 18 cause 66% of cervical cancers; the other
antigens combined cause 15%).

Q: So, does it actually prevent cancers? And if so,
which kind?
A: There are no randomized controlled studies of HPV vaccine that
looked at invasive cervical cancer incidence alone as an outcome.
The reasons given for this include the possibility of up to a 20 year
time lag between onset of dysplasia and cancer as well as the ethical
problem of not treating CIN2 or greater when it is found at screening
because of the high rate of progression to cancer. All the studies of
HPV vaccines have relied on surrogate outcomes (like severe cervical, vaginal, vulvar and anal dysplasia) as proxy outcomes for cancer.
For HPV9, the basic efficacy trials looked mainly at prevention of
severe dysplasia caused by the five HPV types that were newly covered
in HPV9, as well as non-inferiority* trials looking at immunogenicity
outcomes (development of antibodies against the target virus type).
Q: How well does HPV9 cover the additional virus types?
A: The phase III trials of HPV9 show approximately 96% vaccine
efficacy against the five additional antigens. Previous studies of HPV4
showed similar efficacy against its four antigens. The immunogenicity of HPV9 against the strains also included in the HPV4 vaccine was
non-inferior.
Q: Why do we give HPV vaccine to boys? I thought it
was made to decrease cervical cancer.
A: There exists a wide spectrum of HPV-associated disease: genital
warts, cervical cancer, vaginal/vulvar cancer, penile cancer, anal
cancer and oropharyngeal cancer. While the overall rates of male
HPV-associated disease are lower, men do still get disease, and vaccinating both sexes will increase the herd immunity effect. Keep in
mind that only HPV4 and HPV9 are licensed for use in males; HPV2
(Cervarix) is not.

CONTINUED NEXT PAGE
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Q: Is HPV vaccine safe?
A: Yes. Studies of the HPV9 vaccine show mild-moderate injection
site reactions similar to the rates for HPV4. Males tended to have fewer reactions. A concern about syncope after HPV vaccination has not
manifested as a serious or common side effect, but prudence dictates
a short waiting period (15 min.) after the vaccine is given.
Q: What do we do about cervical cancer screening
because of this vaccine?
A: Nothing different. The CDC recommends continuing cervical
cancer screening as otherwise recommended. The US Preventive
Services Task Force has developed screening guidelines that integrate
the use of pap smears and HPV DNA testing for women. HPV vaccination status does not impact these guidelines. See http://www.uspreventiveservicestaskforce.org/Page/Topic/recommendation-summary/
cervical-cancer-screening for additional details.
Q: I hear different things about how to use HPV9
vaccine now. I have a stock of HPV4 vaccine left
over - can I use it?
A: Remember that HPV2 does not have an indication for use in
males, so the following information pertains mainly if you have been
using HPV4 routinely in both sexes.
The simple answer to this question is 1) use up your HPV4 vaccine stock and 2) you will only be able to order HPV9 vaccine from
Merck (not HPV4 vaccine) going forward, so just roll that into the
schedule as your HPV vaccine. There is no need to restart the HPV
vaccine series if only 1 or 2 HPV4 vaccines have been given, just start
vaccinating with HPV9 when you have it. There is no recommendation to re-vaccinate anyone with HPV9 if they have completed the
HPV4 or HPV2 series.
Continue offering HPV9 vaccines as indicated for the unimmunized
or incompletely immunized patients through age 26 for females and
through age 21 for males (unless the males are at high risk - men
who have sex with men, etc. - in which case, continue through age
26). See the table below for a quick reference.

HPV9 Vaccination Licensure and Recommendations
Age

FDA approval

ACIP recommendation

9 through
11 years

Yes, both sexes

OK (both sexes, general
recommendation at 11
through 12)

11 through Yes, both sexes
12 years

Yes (both sexes, general
recommendation)

12 through Females: Yes
21 years
Males: to age 15
(then off label)

Yes (both sexes, general
recommendation)

22 through Females: Yes
Females: Yes (general
26 years
Males: No (off label) recommendation)
Males: High-risk only**
** high-risk indications include men who have sex with men, and immunocompromised patients

Endnotes
1 Use of 9-valent human papillomavirus (HPV) vaccine: Updated HPV vaccination
recommendations of the advisory committee on immunization practices. http://
www.cdc.gov/mmwr/preview/mmwrhtml/mm6411a3.htm, 2015.
2 Human papillomavirus vaccination: Recommendations of the advisory committee
on immunization practices (ACIP). http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6305a1.htm, 2015.

Dr. John W Epling, MD, MSEd, FAAFP is Associate Professor and Chair of the Department of Family Medicine at SUNY-Upstate Medical University in Syracuse, NY and
holds a joint faculty appointment in the Department of Public Health and Preventive
Medicine. He is the founding co-director of SALT-Net, the Department's practice based
research network, and through this network, his research has covered a variety of
primary care and prevention topics. He completed the American Academy of Family
Physicians' Vaccine Science Fellowship in 2012 and currently serves on the Advisory
Committee on Immunization Practice's Adult Vaccination Workgroup. He has worked
on behalf of the NYSAFP with the New York State Department of Health's Bureau of Immunizations on the Governor's Prevention Agenda workgroup on Vaccine Preventable
Diseases and on primary care issues in vaccination.

Remember that Food and Drug Administration (FDA) approval and
ACIP recommendation are separate processes. In the case of HPV9
vaccine, the FDA approval for use of HPV9 is only up to age 15 in
males, but the ACIP recommends it routinely beyond that (as above)
as an off-label use.
* Non-inferiority studies are studies designed to show that a new
intervention is not statistically inferior to an already-proven intervention (rather than trying to show that a new intervention is better than
the old one).
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CME ARTICLE

CME & POST-TEST
STRENGTH TRAINING IN YOUTH
BY MICHAEL KERNAN, MD AND ENAYETULLAH NEAK, MD

What is Strength Training?

Growth-plate Injuries

Strength training is resistance to movement through the use of exercise machines, body weight, free weights, or elastic cords to increase
an exerting force exceeding normal. Training programs are becoming increasingly popular among children and adolescents who participate in organized sports. Participants are looking for off-season
programs to maintain fitness, build strength and improve endurance.

Safety is paramount to any exercise regimen, particularly in children
who can suffer growth-plate injuries. Although growth-plate injuries
are rare, they are associated with improper technique and lack of
supervision. A study of junior and senior high school football players
showed a direct relationship between amount of supervised exercise
and rate of injury. Fewer injuries were reported among senior varsity
high school football players versus freshman and junior varsity
athletes who received less supervised training from trainers and
coaching staff. The most common injuries reported in children and
adolescents were lower back muscle strains, or ‘pulls’.2

Current Recommendations

General guidelines to follow for well-designed training programs
recommend three to five days of exercise per week for 8-12 weeks.1
Programs should be individualized based on the participant’s personal goals, age, body habitus, and specific sport they are training
for. Adult or professional supervision ensures proper form during
exercises to minimize risk of injury and maximize training benefits. Participants should generally begin by working larger muscle
groups first, and progressively smaller muscle groups to prevent
muscle fatigue. It is also recommended to use a variety of resistance
types, such as machines, free weights, and medicine balls. Training
programs should start with 1-2 sets per exercise (and 2-3 exercises
per muscle group), with six to eight exercises for each major muscle
group and a balance between flexion and extension exercises.
Detraining

Participants can experience regression, or detraining, if there is
reduced training (<3 days weekly). Detraining is defined as regression or loss of physiological changes that were made as a result of
training (i.e. muscle mass, strength) that regress to a point at or
before the initiation of training.
Safety Concerns

Resistance training, as it is also referred to, has long been deemed
unsafe for children, particularly pre-pubertal children because
they have not achieved skeletal maturity. Youth, it was believed, did
not have the circulating androgens to improve strength with these
training exercises. However, we now know that strength training is
not only safe for children and adolescents alike, but may reduce risk
of injury in competitive sports4, improve overall health and develop
healthy lifestyle habits at an early age.3

Role of Supervision

Supervision also helps determine proper weight loads, schedule
appropriate rest periods between sets, assess progress and establish
order of exercises. Without supervision, any of these factors can be
unregulated and lead to injury.5 Another safety precaution that is
recommended for any successful training program is setting aside
warm up and cooling off periods before and after training sessions.
Warming up helps prepare the body for exercise, increasing vascular
flow and stimulating metabolism. Cooling off after a workout helps
maintain blood flow, which will aid in faster recovery of muscle
groups and minimize soreness. Stretching and light aerobic exercises
are appropriate.
Misconceptions

An important point to emphasize is all sports and recreational
activities carry an inherent risk of injury. Strength training programs
do not put children at any further risk of injury than an individual
sport, given there is adequate supervision to ensure participants are
demonstrating proper technique.3

CONTINUED NEXT PAGE
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CME ARTICLE, CONTINUED

Steroid Use

The major reason steroids are on the rise among athletes is their
effects on rapid growth and development. Adolescents reported their
primary reason for using anabolic steroids as being weight gain, and
weight-control. Steroid use among adolescents has been reported as
high as 7.6% for one time use6, with varying rates among boys and
girls. Although their overall use was considered low, youth should be
discouraged from using anabolic steroids. The health risks of these
supplements should be clearly stated before initiating any strength
training program.
Conclusion

Strength training programs in children and adolescents are geared
toward building endurance, increasing overall strength, and improving fitness. The recommended guidelines should be followed, which
include tailored fitness regimens under supervision, to achieve
ultimate results. In addition to improved fitness, strength training
programs have also shown to improve bone density, lipid profile, and
establishing healthy lifestyle habits from a young age that hopefully
will carry on to adulthood.

Endnotes
1 Dahab, Katherine Stabenow, and Teri Metcalf McCambridge. "Strength training in
children and adolescents: raising the bar for young athletes?." Sports Health: A
Multidisciplinary Approach 1.3 (2009): 223-226.
2 Malina, Robert M. "Weight training in youth-growth, maturation, and safety:
an evidence-based review." Clinical Journal of Sport Medicine 16.6 (2006):
478-487.
3 Faigenbaum, Avery D., et al. "Youth resistance training: Position statement paper
and literature review: Position Statement" Strength & Conditioning Journal
18.6 (1996): 62-76.
4 Myer, Gregory D., et al. "The relationship of hamstrings and quadriceps strength
to anterior cruciate ligament injury in female athletes." Clinical Journal of Sport
Medicine 19.1 (2009): 3-8.
5 American Academy of Pediatrics. Strength training by children and adolescents,
Pediatrics. 2001; 107:1470-1472.
6 Neumark-Sztainer, Dianne, Guy Cafri, and Melanie Wall. "Steroid use among
adolescents: longitudinal findings from Project EAT." Pediatrics 119.3 (2007):
476-486.
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CME POST-TEST
1. General guidelines to follow for well-designed training programs recommend:
a. Three to five days of exercise per week for 4 weeks
b. Three to five days of exercise per week for 8-12 weeks
c. At least 5 days of exercise per week for 4 weeks
d. At least 5 days of exercise per week for 8-12 weeks
2. Which of the following is true:
a. Programs should be standardized for all ages among youth and adolescents
b. Not all programs require adult or professional supervision
c. Participants can experience regression, or detraining, if there is reduced training
d. Steroid use is common among youth, and should be encouraged in certain circumstances
3. What is the most common injury reported in children and adolescents?
a. Growth plate injuries
b. Lower back muscle strains, or pulls
c. Head injuries
d. Shoulder dislocation
4. Warming up helps prepare the body for exercise, and increases vascular flow and stimulating
metabolism.
a. True
b. False
5. Strength training programs have shown to:
a. Reduce risk of future cardiovascular disease
b. Improve cholesterol profile
c. Establish permanent lifestyle habits that are maintained through adulthood
d. Prevent diabetes mellitus

To complete the test, please go to: www.nysafp.org > Publications > Journal and select the current edition 'Post Test'.
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Diagnosing and Treating
ADHD: An Innovative
Model to Support
New York’s Family
Physicians
By Sailaja Akella, DO; Victor Fornari, MD; Carmel Foley, MD & David Kaye, MD

Overview: Primary Care Physicians (PCPs) are at the forefront of
diagnosing those with mental health disorders in their
patients. A total of 13%-20% of children living in the
United States experience a mental disorder in a
given year.1 One of the most common mental
health problems in children and adolescents
is Attention- Deficit/Hyperactivity Disorder
(ADHD). Most individuals diagnosed with
ADHD in childhood continue to have significant symptoms in adulthood. Early recognition and treatment is essential to improve
functional outcomes. This article seeks
to provide practical guidance on the
diagnosis and treatment of individuals
with ADHD spanning across childhood
and adulthood.
It will also describe an innovative model used to help support the family physician (FP) across New York State. Child & Adolescent Psychiatry
for Primary Care (CAP PC) is a New York State Office of Mental Health
supported program designed to provide education and consultation for
FPs seeking guidance in the treatment of children and adolescents with
mild to moderate mental health problems.
Case Report: Sally, age 7, comes to the FP’s office for her annual
physical exam. Her parents tell the doctor they are worried about her
declining academic performance at school. In addition, Sally’s teachers
are constantly calling mom to complain about Sally’s poor behavior.
Further collateral information obtained from her parents reveal that
Sally makes careless mistakes on her homework, often gets easily
distracted, and ends up not completing her homework assignments on
time. Mom also reports that Sally loses her pens and pencils required
for homework, and has trouble organizing her assignments. In school,
the teachers report that Sally cannot sit still, blurts out answers without
being prompted, has trouble waiting her turn, and interrupts the class.
Sally has few friends in school because she talks over them and runs all
over the playground.

DSM-5 Diagnostic Criteria: ADHD is the most prevalent neurodevelopmental disorder, affecting an estimated 5-10% of US children.1 Research now shows that ADHD inattentive subtype more often continues
into adulthood. Approximately 33-66% of individuals with childhood
ADHD continue to have ADHD as adults.2 Although many adults no
longer meet full criteria for ADHD, most continue to have significant
functional impairment in the workplace or in social situations.
The Diagnostic and Statistic Manual-5 (DSM-5) is the accepted diagnostic system for both children and adults. ADHD is characterized
by a pattern of behavior, present in multiple settings (e.g., school,
home, community, or work) that can result in issues related to academic and social performance. Children must have at least 6 symptoms from either the inattentive, or hyperactive-impulsive subtype,
or both, and these symptoms must be present for at least 6 months
duration and prior to the age of 12. Symptoms typically present during elementary school and must occur in multiple settings, usually
both in school and at home. For adults to meet ADHD criteria, they
should have at least 5 symptoms from either or both subtype to meet
criteria. Refer to Table 1 for diagnostic criteria.
CONTINUED NEXT PAGE
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ADHD, continued

Evaluation can take place at the well child visit, when there is
evidence of academic or behavioral problems. A preliminary screen
using a rating scale, such as the Pediatric Symptom Checklist 17
(PSC–17), can allow clinicians to hone in on certain problem domains. If the test is positive for the attention subscale, more information should be gathered using evidence-based instruments, such as
the Vanderbilt rating scales (available at www.cappcny.org under
Clinical Tools for Primary Care). These are available as both parent
and teacher forms and both should be obtained. Often it is helpful
to get two teacher Vanderbilt reports from a morning and afternoon
teacher to reflect when symptoms are the most interfering. It is
also important to screen for family history of ADHD as research has
shown a strong genetic link.
In adults, evaluation is recommended for those with functional impairment in school, work, or relationships. Use of rating scales, such
as the Adult ADHD Self-Report Scale Symptom Checklist v1.1, can
help to screen. Also, it is essential to establish a childhood history
with symptoms starting before age 12 by collecting collateral information such as school records or parental report when possible.2
Prior to starting treatment, complete a physical exam, and screen for
a personal or family history of structural cardiac abnormalities or
serious cardiac illness. If a patient has a personal or family history
of cardiac disease, an EKG or evaluation by a cardiologist is advised
prior to initiation of stimulant therapy. In an otherwise healthy child,
no other laboratory tests are necessary.
Treatment: Methylphenidate and Amphetamine derivatives are the
first line treatment for ADHD and are effective in up to 70-90% of
cases. Studies show that stimulant treatment results in approximately
70% improvement in core behavioral symptoms and in a subset of
associated impairments in children and adolescents.4,5 Improvements
in noncompliance, aggression, social interactions, and academic
productivity have been observed as well. Overall efficacy rates have
been generally reported to be similar in adults though there are far
fewer studies.

With school-aged children and older, practitioners have shifted from
short-acting to long-acting formulations for ease of use, improved
adherence, and longer duration of action.6 Refer to Tables 2, 3, and
4 for dosing, titration, and duration of action of psychostimulants.
The most common side effects of stimulants are appetite loss, insomnia, abdominal pain, and headaches.7 Psychotic symptoms including
hallucinations, delusions, mania, and agitation are rare. Changes in
heart rate and blood pressure are typically not clinically significant in
patients.8 However there are a small number of individuals in whom
it may cause a more substantial increase.8 Studies have not shown
an association between psychostimulant use and severe cardiovascular events (e.g. sudden cardiac death, stroke) and guidelines
recommend getting an EKG or cardiology consult prior to starting
stimulants in those with a family or personal history of cardiac illness.8 Modest reductions in height, 1-2cm, after 3 years of treatment
appear to be dose-dependent and are similar across both classes
although adult height does not appear to be effected.8,9 Stimulants
can make tics worse, although often they do not, and in fact are
considered first line treatment for those with ADHD and co-morbid
tic disorder or Tourettes. Studies have not shown an increased risk
of substance abuse in persons with ADHD who were treated with
psychostimulants during childhood.10 In fact, some studies document
a lower rate of later substance abuse in youths who received ADHD
medications.10
Atomoxetine, a selective norepinephrine reuptake inhibitor (SNRI),
is also approved by the FDA to treat ADHD but is generally much less
effective than stimulants and is considered second line treatment.
Common side effects include sedation and fatigue, upset stomach,
nausea and vomiting, reduced appetite, headache, and irritability.
PCPs need to inform patients that atomoxetine, because it is considered an antidepressant, carries the FDA black boxed warning for
increased risk of suicidal thinking and behavior in youth.11 The studies that led to the boxed warning reported a small elevation in risk
(4% vs. 2% on placebo) although no children completed suicide.
This medication may be particularly helpful in those with history of
significant substance abuse or significant intolerance to stimulant
medication.11
Alpha-adrenergic agonists including Guanfacine ER and Clonidine
ER (extended release) have also received FDA approval for treating
ADHD and are also considered second line treatment. Efficacy and
response rates are much lower than treatment with stimulant medication. Alpha agonists may be useful for individuals as a stand-alone
or an adjunctive medicine for residual symptomatology or for those
with co-morbid tic and oppositional disorders. The most common
adverse effect is drowsiness. Alpha agonists can cause rebound
hypertension when stopped and therefore should always be tapered
carefully.
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Project TEACH-CAP PC: CAP PC (www.cappcny.org) is a systems of
care model designed to better meet the mental health needs of children and their families through a unique educational and consultation model. It is funded by the New York State Office of Mental Health
under the umbrella Project TEACH and was developed with ongoing
input from District II of American Academy of Pediatrics, the New
York State chapter of the American Academy of Family Physicians,
and the Conference of Local Mental Hygiene Directors. CAP PC is
collaboration between five university divisions of child and adolescent psychiatry within New York State and provides education and
consultation support to PCPs across the state.12,13
The core educational component is the Mini Fellowship in Child and
Adolescent Mental Health. This is a CME training program developed
by the REACH Institute (www.thereachinstitute.org) to teach diagnosis, assessment and management of mild to moderate mental health
problems in children and adolescents. The program is at no cost to
participating PCPs in New York and consists of a three day dynamic
workshop, involving interactive learning methods. The program also
includes twice monthly one-hour case-based phone conferences for
6 months. CAP PC offers additional, briefer educational programs
as well.
The consultation component is a collaborative effort of the 5 university divisions of child and adolescent psychiatry and is now the
second largest in the country. The consultation services offer a single
toll free phone line for PCPs throughout the state* to call five days a
week. The program has been extremely well received and utilized by
PCPs across the state.
75% of all children with mental health (MH) disturbances are seen
in the primary care setting, which is ideal for identifying, evaluating,
and initiating MH services, especially for common disorders such as

ADHD, depression, or Anxiety.14 Due to the widespread prevalence of
mental health problems in children and adolescents, family physicians are at the forefront of assessment and treatment. CAP PC can
be used to help support and guide treatment for youth with mild to
moderate mental health symptoms.
*PCPs in the Albany and north region participate in the CAPES
program (Child and Adolescent Psychiatry Education Service). For
information about CAPES see http://www.capesprogram.org

Table 1: DSM-5: ADHD Diagnostic Criteria
Inattention

Hyperactivity/Impulsivity

Fails to give close attention to detail or makes careless mistakes

Fidgets with hands or feet or squirms in seat

Difficulty sustaining attention in tasks or play

Leaves seat in classroom or in other situations in which remaining in seat is expected

Does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace

Runs about or climbs excessively in situations in which it is inappropriate

Difficulty organizing tasks and activities

Difficulty playing or engaging in leisure activities quietly

Avoids, dislikes, or is reluctant to engage in tasks that require
sustained mental effort

Is “on the go” or acts as if “driven by a motor”

Loses things necessary for tasks or activities

Talks excessively

Distracted by extraneous stimuli

Blurts out answers before questions have been completed

Forgetful in daily activities

Difficulty awaiting turn Interrupts or intrudes on others

*Adapted from DSM-5

CONTINUED NEXT PAGE
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ADHD, continued

Table 2: Medication-Methylphenidate Derivatives
Medication

Starting
dosage

Maximum
daily dosage

Dosing interval

Duration
of action

Comments

Immediate Release Methylphenidate
(Ritalin*, Methylin, Methylin Chewable,
Methylin solution*)

5mg or
5mg/5ml

60mg

Twice or 2 times a
day (up to every 4
hours)

3 to 5 hours

Intermediate release (Metadate CD*,
Metadate ER, Methylin ER, Ritalin LA*,
Ritalin SR*)

10mg (for
all but
Ritalin SR
[20mg])

60mg

Once daily

3 to 8 hours

For patients who do not swallow pills,
Metadate CD, Ritalin LA can be opened
and beads can be sprinkled on food

Extended release methylphenidate
osmotic-release oral system (Concerta*)

18mg

54mg (age < 13)

Once daily

8-12 hours

Must be swallowed whole

Extended release methylphenidate, oral
suspension (Quillivant XR)

20mg

60mg

Once daily

8-12 hours

Extended release methylphenidate, dermal 10mg
patch (Daytrana)

30mg

Once daily, apply
patch for up to 9
hours

3 hours
after patch
removal
(maximum
15hours)

Greater absorption occurs when applied to the buttocks or thigh

Short acting dexmethylphenidate
(Focalin *)

2.5mg

20mg

Twice daily

Extended-release dexmethylphenidate
(Focalin XR*)

5mg

40mg

Once Daily

8-12 hours

Can be opened and beads can be
sprinkled on food

Duration
of action

Comments

72mg (age ≥ 13)

Table 3: Medication – Amphetamine Derivative
Medication

Starting
dosage

Maximum
daily dosage

Dosing interval

Short-acting mixed amphetamine salts
(Adderall)

2.5mg to
5mg

40mg

Once or twice daily 4-6 hours

FDA approved for ages 3-5

Extended release mixed amphetamine
salts (Adderall XR)

5mg

30mg

Once daily

8-12 hours

Can be opened and beads can be
sprinkled on food

Short-acting dextroamphetamine
(Dexedrine, ProCentra, Zenzedi)

5mg

40mg

Once daily

4-6 hours

ProCentra is FDA approved for ages 3-5

Intermediate acting dextroamphetamine
(Dexedrine SR)

5mg

40mg

Once or twice daily Once or
twice daily

Lisdexamfetamine (Vyanse)

20mg

70mg

Once daily

Once daily

Capsule can be opened and the beads
can be dissolved in water. Do not mix
with grapefruit or orange juice as it
reduces the bioavailability

* Generic form available

Table 4: Medication – Non-stimulant
Medication

Starting
dosage

Maximum
daily dosage

Dosing interval

Duration
of action

Comments

Guanfacine Extended release (Intuniv)

1mg

4mg

Daily

12hours

Must be swallowed whole

Clonidine Extended release (Kapvay)

0.1mg

0.4mg

BID

12hours

Must be swallowed whole

Atomoxetine (Strattera)

10mg

100mg

Daily

12hours

Must be swallowed whole
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“Why Doesn’t My Child Sleep?”Behavioral Insomnia in Children

By Kevin Nguyen, MD and Zafer Soultan, MD

S

leep problems in infants and children are among the most
common behavioral complaints encountered in outpatient family
medicine and pediatric practice. Sleep disturbances are common in
the pediatric population and can adversely affect the quality of life
of both children and caregivers. An estimated 20 to 30 percent of
children have significant bedtime problems and/or frequent night
wakings.2 Fifteen to 30 percent of preschool-aged children have night
wakings or difficulties falling asleep, and recent surveys suggest that
25-40 percent of 4- to 10-year old children have sleep problems
present as well.3 Behavioral insomnia in particular, is most common in children from birth to five years of age. While there can be
a range of sleep behaviors that present in childhood, from a clinical
perspective it is useful to conceptualize behaviorally-based childhood
insomnias as primarily related to either parental difficulties with
maladaptive sleep onset associations, limit-setting, or both.
Children who present with behavioral insomnia related to sleep
onset generally have prolonged night waking resulting in insufficient
sleep. In this situation, the infant or child has learned to fall asleep
only under certain conditions or with specific sleep associations that
typically require parental intervention, such as being rocked or fed.
When these children experience the brief arousal that normally occurs at the end of each 60-to-90 minute sleep cycle, they are unable

to get back to sleep and will cry or come into the caregiver’s room
until the same associations are provided.
Behavioral insomnia of the limit-setting type is more common in
children of preschool-age and older. It is characterized by verbal
protests, active resistance, or repeated demands at bedtime. Some
children may also present with fearful behaviors (crying, clinging, or
leaving the bedroom to seek parental reassurance) as a manifestation of bedtime stalling. Sufficiently prolonged, the sleep-onset delay
may result in inadequate sleep. This disorder commonly develops
from a caregiver being unwilling or unable to set consistent bedtime
rules and enforce a regular bedtime, and is often exacerbated by
the child’s oppositional behavior or a mismatch between the child’s
intrinsic circadian preferences versus parental expectations.
The evaluation of sleep problems in children is often complex. As
patients rarely present with a chief complaint of sleeplessness, parental concerns and subjective observations regarding the patient’s sleep
patterns and behaviors often define the clinical context. An initial
clinical evaluation by the primary care physician should include
components of both a thorough sleep and medical history. The
sleep history may be facilitated by the use of a screening tool in the
primary care setting, such as the BEARS survey (Table 1). This survey
is divided into five major sleep domains, providing a comprehensive
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screen for the major sleep disorders affecting children in the 2- to
18-year old range.1 Each sleep domain has a set of age-appropriate
“trigger questions” for use in the clinical interview that can help
identify patients who should be evaluated with a more detailed sleep
history, increasing the likelihood of identifying sleep problems in
the primary care setting. A detailed medical history should look for
conditions that may predispose to sleep problems, such as developmental delays, family history of insomnia, or psychopathology which
could clarify the roots of a sleep problem. A behavioral assessment
is also key in identifying the presence of risk factors for insomnia or
behavioral consequences of the insomnia such as difficult temperament, irritability, inattentiveness, hyperactivity and impulsivity, or
increased aggression.
The mainstay of treatment for behavioral insomnia in childhood is
behavioral interventions. A review of 52 treatment studies showed
that 94% reported behavioral interventions as being effective, while
more than 80% of treated children demonstrated clinically significant
improvement that was maintained at short (<6 months), intermediate (6-12 months) and long range follow-up (>12 months).1 Thus
behavioral therapies produce reliable and durable changes for both
bedtime resistance and nightwakings in young children.
Treatment of sleep problems should include the institution of appropriate sleep habits and development of an appropriate sleep schedule
that coincides with the child’s natural circadian rhythm. As with most
behavior management strategies, using positive reinforcement and
focusing on increasing positive behaviors, avoiding punishment, being consistent, and providing acceptable choices when necessary are
key in supporting appropriate responses in children.
Establish a set bedtime that coincides with the child’s natural
sleep onset time. A consistent nightly bedtime will help to set the
circadian clock and enable the child to fall asleep more easily. In
cases of bedtime resistance, delaying or moving the bedtime earlier,
to a time when the child is more physiologically ready for sleep, may
be warranted.
Institute bedtime fading by temporarily setting the bedtime at
current sleep onset time and then gradually advancing it to the desired bedtime. This has the advantage of temporarily eliminating the
struggles that occur between bedtime and sleep onset, thus reducing
tension in the household.
Evaluate daytime sleeping habits such as napping, particularly in
older children. Set naptimes to the same time each day, or within 2
to 3 hours after the last awakening. Establishing clear naptime rules
are important, especially with toddlers. Preschoolers often continue
to require a daytime nap, however daytime sleep past 3:00-4:00PM
interferes with an early bedtime.
Establish a consistent bedtime routine that is approximately
20-45 minutes in length and includes three or four soothing activities
(bathing, pajamas, stories) rather than stimulating activities.

Provide a transitional object such as a blanket, doll, or stuffed
animal.
Put the child to bed drowsy but awake. This is beneficial in
helping children to learn to fall asleep independently, and encouraging the development of self-soothing skills. Anticipatory guidance
during well-child visits should begin to introduce this concept at the
2-week and 2-month visits, and encourage parents to implement this
strategy by 12 weeks.
Expose the child to morning bright light and avoid light in
the evening. This can help set the circadian clock for the day and
increase sleepiness at bedtime.
Maintain good sleep hygiene practices such as avoiding caffeine
and TV at bedtime.
Expect an “extinction burst” after initiation of a behavioral
program where the behavior will often become worse for several
days before significant improvement occurs. Warn parents so they
can anticipate and prevent them from immediately abandoning the
behavioral program.
Behavioral interventions specific to the management of sleep associations are generally tailored to the parenting style of the family and
temperament of the child. These include:
The “wait and see approach” in which parents avoid responding
immediately to a baby’s movement or sounds during the night. This
allows the baby a chance to return to sleep independently, without
parental interference, and avoids reinforcement of nightwakings.
Extinction involves putting the child to bed at a designated bedtime
and then systematically ignoring the child until a set time the next
morning. This has been documented to be a successful treatment,
however it is often not an acceptable choice for parents who are concerned about the effects of the treatment on their child’s emotional
development so are less likely to be compliant.
Graduated extinction involves putting the child to bed drowsy but
awake and waiting progressively longer periods of time, usually in
5-minute increments, before checking on the child. On each subsequent night, the initial waiting period is increased. When parents
“check-in” on the child they should provide reassurance but keep
contact brief (1-2 minutes) and neutral (no cuddling or pick-ups).
Graduated fading of adult intervention is appropriate for families who are unable to tolerate extinction approaches. A successful
strategy identifies the end goal and has successive steps to achieving that goal specifically outlined (e.g., every 3 nights progressively
distancing from child’s bedside until parents are out of the room).
Discontinuation of nighttime feedings in babies older than 6
months to avoid inappropriate sleep associations and reinforcement
of nightwakings. A signal that an infant no longer requires night feedings is a very rapid return to sleep after feeding is initiated. Nighttime
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Table 1: BEARS Sleep Screening Algorithm4
Toddler/preschool

School-aged

(2-5 years)

(6-12 years)

Adolescent
(13-18 years)

1. Bedtime problems

Does your child have any
problems going to bed?
Falling asleep?

Does your child have any problems at
bedtime? (P) Do you have any problems
going to bed? (C)

Do you have any problems falling asleep
at bedtime? (C)

2. Excessive daytime
sleepiness

Does your child seem
overtired or sleepy a lot
during the day? Does she still
take naps?

Does your child have difficulty waking in the
morning, seem sleepy during the day or take
haps? (P) Do you feel tired a lot? (C)

Do you feel sleepy a lot during the day?
In school? While driving? (C)

3. Awakenings during
the night

Does your child wake up a lot
at night?

Does your child seem to wake up a lot at
night? Any sleepwalking or nightmares? (P)
Do you wake up a lot at night? Have trouble
getting back to sleep? (C)

Do you wake up a lot at night? Have
trouble getting back to sleep? (C)

4. Regularity and
duration of sleep

Does your child have a regular What time does your child go to bed and get
bedtime and wake time?
up on school days? Weekends? Do you think
What are they?
he/she is getting enough sleep? (P)

What time do you usually go to bed on
school nights? Weekends? How much
sleep do you usually get? (C)

5. Snoring

Does your child snore a lot or
have difficulty breathing at
night?

Does your teenager snore loudly or
nightly? (P)

(P) Parent-directed question

Does your child have loud or nightly snoring
or any breathing difficulties at night? (P)

(C) Child-directed question

feedings can be weaned abruptly, or decreased gradually by volume
in bottle-fed, or duration in breast-fed infants.
In addition to the general interventions for sleeping habits outlined
earlier, particular behavioral interventions unique to the limit-setting
type include:
Establish clear bedtime rules such as activities involved in getting
ready for bed, and specific appropriate (staying in bed) and inappropriate behaviors (calling for parents).
Ignore any complaints or protests about bedtime as doing so
will reinforce bedtime problems with increased attention. Parents
should also avoid discussing or arguing about bedtime.
Check on the child in a brief and non-stimulating manner and at
a frequency that is comfortable for both the parent and child. These
“check-ins” provide reassurance, but at the same time should be
structured to reinforce limits.
Stick to firm bedtime limits and be persistent and consistent
in responding to the child. Once clear rules have been established,
parents must follow through on their expectations and not inadvertently reinforce inappropriate behaviors. It is very important to
explain to parents that intermittent reinforcement of an undesired
behavior actually makes it more difficult to extinguish or eliminate
the behavior.
A “bedtime pass” can help parents set limits and be extremely
helpful with children who make multiple requests after lights out.
Parents provide their children with one or two “passes” that are
taken each time a request is made. No more passes means no more
requests. This simple system allows children a way to make a reasonable request while setting clear limits

Behavioral sleep disorders are a common occurrence in outpatient
practice. If left untreated, they can have a significant impact on the
cognitive, social, and emotional functioning of children and adolescents. Incorporating a complete assessment of a patient’s sleep
history via screening tools, medical history and psychosocial factors
during the office visit is essential in diagnosing the complex and
often comorbid presentation of behavioral sleep disorders. In treatment, behavioral interventions have been found to be efficacious and
preferred in the management of behavioral insomnias.
Endnotes
1 Mindell JA, Kuhn BR, Lewin DS, Meltzer, et al. Behavioral Treatment of Bedtime
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Concussions: Return-To-Sport and
Return-To-Learn Considerations
By Scott Darling, MD, FAAFP, Michael Freitas, MD and John Leddy, MD, FACSM
Introduction - Athletes in the United States sustain 1.6 to 3.8 million sport-related concussions yearly.1 Concussions in young athletes
have generated increasing interest with growing emphasis on early
identification and management, yet limited information on treatment
and recovery. The increasing awareness of concussions impacts
teams, coaches, families and athletes, especially given the identification of Second Impact Syndrome (SIS) and recent concern over the
issue of Chronic Traumatic Encephalopathy (CTE). There is emerging
research on safe and effective protocols regarding return-to-sport
(RTS) as well as to classroom activity.2-5 Treatment protocols that
promote strict rest until complete symptom resolution are being
challenged by recent evidence that, after a brief period of rest, it is
safe and efficacious for concussed patients to become more active as
long as the activity does not exacerbate symptoms.3,6 Many practitioners use computerized neuropsychological testing (cNP) to establish
when it is safe to return to play but the reliability of cNP testing has
been questioned, and it should not be used as the sole predictor of
readiness to return-to-sport or to school.7-10 The Zurich Concussion
Guidelines provide the most widely adopted protocol for returning
an athlete to play following a concussion using a conservative 5-day
progressive exercise program.10
Diagnosis - The Sport Concussion Assessment Tool (SCAT-3)11 and
the Child SCAT-3 are currently the most widely used tools to evaluate
concussion. They employ a symptom severity scale and assess memory impairment and balance. Common symptoms after concussion
include headache, vertigo, neck pain, difficulty concentrating, sleep
disturbance, dizziness and lethargy (Table 1). Imaging studies are
occasionally used to rule out serious injuries but are not generally
necessary for uncomplicated concussions. If, however, there is loss

of consciousness or deteriorating neurologic symptoms, an emergent
non-contrast head CT scan should be the initial test of choice.12-14
Evaluation of a concussion should include a physical examination tailored to specific system-based functions (cognitive, visual, vestibular,
cervical and neurologic examinations)15 in addition to concussion
assessment tools such as the SCAT-3.
Return-to-Sport (RTS) - An athlete should never be allowed to
RTS the same day of a concussion.10,13,16,17 With respect to the days
and weeks after injury, there is growing evidence that excessive rest
after concussion may in fact be detrimental to the healing process.6,18,19 A recent prospective study demonstrated that resumption
of non-sport activity 2-days post-injury improved recovery better
than 5 days of strict bed rest.6 Though widely used, the utility of cNP
testing such as ImPACT (Immediate Post-Concussion Assessment
and Cognitive Testing) and ANAM (Automated Neuropsychological
Assessment Metrics) has been questioned because of less than ideal
re-test reliability.7-9 There are no data showing that cNP test scores
affect outcomes.16,20-22 Computerized NP tests therefore should not be
the only determinant of when an athlete is ready to RTS.10 Returning
to play is indicated when the athlete has returned to a baseline or
normative level of symptoms and has completed a 5-day progressive
exercise program without return of symptoms (Table 2). Note that
symptom checklists do not have to all be “zero”, as some symptoms
such as headache and difficulty concentrating are reported in
healthy, non-concussed individuals.23
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Concussions, continued

The Zurich guidelines imply that athletes should not RTS until they
have demonstrated the ability to perform to the maximum level of
their sport without recurrent symptoms. A recent study in adolescents evaluated RTS following concussion using the Zurich guidelines
after demonstrating normal exercise tolerance on a standardized
treadmill test - the Buffalo Concussion Treadmill Test (BCTT).4
This test has been shown to be a safe and reliable functional test of
exercise tolerance in patients with concussion.24 In this study, 100%
of participants who demonstrated normal exercise tolerance on the
BCTT (an average of 3 weeks from injury) successfully completed
the Zurich RTS protocol and successfully returned to play, despite
the fact that almost 50% had at least one abnormality on cNP testing
that was administered prior to the treadmill test. Early controlled
exercise after establishing the symptom-limited threshold on the
BCTT has also been shown to help recovery in post-concussion syndrome patients.3 The BCTT can be administered easily in a clinician’s
office using a constant speed protocol while increasing the incline
at a steady rate (Table 3). The starting speed is 3.0-3.6 mph at 0%
incline, depending on the patient’s height. The incline is increased by
1% at minute 2 and by 1% each minute thereafter while maintaining
the same speed until the subject cannot continue, whether because of
symptom exacerbation or fatigue. Heart rate is assessed continuously
and symptoms are assessed each minute. The symptom exacerbation threshold is defined as an increase in 3 or more points from a
pre-test visual analog scale. For example, headache is given a point
value, plus the appearance of a new symptom counts as an additional
point.3 For safety, the test should be performed by CPR-trained medical personnel. Concussion recovery is achieved when individuals
fulfill the following criteria: exercise to a rating of perceived exertion
(RPE) ≥17 (out of 20) on a BORG RPE scale without symptom
exacerbation;3 a normal level of symptoms;23 and a normal physical
examination (i.e., normal cognitive, visual, vestibular, cervical and
neurologic examinations).3 Once successfully completed, an individual may then begin the 5-day Zurich protocol for RTS.
Return-to-Learn - The timing of returning a student to classroom
activity may also be challenging for clinicians. Carson et al. reported
that 44.7% of students returned to school too soon and experienced
recurrence or worsening of symptoms.18 Baker et al. found that
number of symptoms initially reported and time to become asymptomatic were the most reliable indicators of problems experienced when returning to the classroom.2 Gender, age and previous
concussions were not associated with school problems. An average
of 9.5 symptoms were reported on initial office visit for those who
experienced problems versus an average of 6.2 symptoms for those
who did not. Individuals with symptoms lasting greater than 10 days
had greater difficulty in returning to school. The symptoms most
related to school problems were logically related to learning: difficulty remembering, confusion, irritability, blurred vision, sleep
problems and sensitivity to noise. Complete rest from school for a
few days or attending half-days may be more beneficial in the acute

setting, especially in those with significant symptoms. In addition to
physical rest, allowing additional time for test taking, refraining from
excessive cell phone use, and limiting television and video gaming
provides for cognitive rest early after injury.
Identifying a concussion, while still challenging in some cases, has
been aided by the use of validated symptom checklists and a focused
physical examination. The concept of symptom exacerbation with
exercise can aid the practitioner in deciding whether a symptom
complex is due to concussion or to another concomitant problem, such as a cervical injury.15 The decision of when an athlete is
physiologically ready to return to play is also challenging. The best
evidence suggests that clinicians use the Zurich Guidelines’ 5-day
progression to determine readiness to return to sport. They may also
consider the use of a standardized assessment of exercise tolerance
such as the BCTT. Current research is starting to show that after
1-2 days of complete rest, adolescents with concussion can safely
become more active in their daily lives, using symptoms as a guide
for activity. Symptom exacerbation during daily activities does not
equate to increasing damage to the brain. Evidence-based research
is starting to challenge the old belief that prolonged rest is the best
treatment approach.3,18,24 Identifying number and severity of symptoms on the SCAT-3 and monitoring the duration of these symptoms
can aid in deciding when an individual is ready to return to the classroom. While return to classroom activity too early after concussion
may exacerbate symptoms, keeping children and adolescents out of
school for longer than is necessary has its own negative consequences as they may not receive the additional academic accommodations
necessary.25 A comprehensive approach using a physical examination, symptom checklists, and a standardized exercise test should be
considered when establishing prognosis and physiological recovery
from concussion.

Table 1 – Scat-3, Symptom Evaluation11
Headache

“Don’t feel right”

“Pressure in the head”

Difficulty concentrating

Neck pain

Difficulty remembering

Nausea or vomiting

Fatigue or low energy

Dizziness

Confusion

Blurred vision

Drowsiness

Balance problems

Trouble falling asleep

Sensitivity to light

More emotional

Sensitivity to noise

Irritability

Feeling slowed down

Sadness

Feeling like “in a fog”

Nervous or anxious
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Table 2 – Zurich Guidelines, 5-Day Return-To-Play10

Table 3 – Buffalo Concussion Treadmill Test

Sort – Key Recommendations For Practice

• Consider the BCTT when an individual reports a normal level of
symptoms and has a normal physical examination (i.e., normal
cognitive, visual, vestibular, cervical and neurologic examinations).3

• An athlete should never be allowed to return to play the same day
of a concussion. (C)

• Treadmill test is easily administered by clinician or support staff in
the office setting.
• Start at 3-3.6 mph (slower for shorter individuals, higher for taller
individuals) at 0% incline.
• Increase incline by 1% at minute 2 and by 1% each minute thereafter while maintaining the same speed.
• Stop if subject cannot continue, whether because of symptom
exacerbation or fatigue.
• Successful completion to RPE ≥ 17 without symptom exacerbation
indicates physiological recovery from concussion and athletes can
begin the 5-day Zurich protocol.

• Prolonged rest following a concussion should be avoided. (C)
• Computerized neuropsychological test scores should not be the
sole determinant of an individual’s readiness to return to sport or
school. (C)
• Treadmill testing when an athlete is reporting a normal level of
symptoms can be helpful in deciding if an athlete is physiologically
recovered and is ready to return to play. (C)
• A significant number of initial concussion symptoms or symptom
duration > 10 days can help identify those who may have difficulty
returning to the classroom. (C)
• Return to sport should follow the 5-day graded progression of the
Zurich guidelines. (C)
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Newborn Care in the First
Week of Life
By Holly Russell, MD; Elizabeth Brown, MD, MPH;
Elizabeth Loomis, MD and Scott Hartman, MD

C

are for newborns can be a source of joy for
family physicians. There are many significant aspects of
newborn care - both in the hospital and at their early
outpatient follow up. Newborn care in the first week
includes a thorough physical exam, safe hospital discharge
procedures, assessment of newborn feeding, evaluation
of jaundice and fever in infants and sudden infant death
syndrome (SIDS) prevention.
The most important part of the newborn exam is the general
observation and inspection. Generally, an infant’s weight,
length and head circumference are measured soon after
birth. Plotting this on a nomogram helps determine if the
percentiles from initial measurements match gestational age,
and assess if subsequent growth is appropriate. Next, the
clinician should perform a detailed observation, working
from head to toe to assess for dysmorphic structures and
confirm normal appearance. In the head, observe the
newborn for shape of the skull, size and placement of the
eyes, and shape and position of the ears. The sclera should
be assessed for any signs of jaundice. The mouth should
be observed and palpated for clefts of the palate. The nose
and chest should be observed for any signs of respiratory
distress including nasal flaring, grunting or retractions.1
The skin should be evaluated for the common skin findings
in newborns as well as for jaundice. Extremities should
be evaluated for proper appearance and number of digits.
The infant should be observed completely undressed to
evaluate for normal and symmetric movements and tone of
all extremities. After thoroughly and carefully looking over
the infant, the clinician can begin a more active inspection
working from head to toe (Tables 1 and 2).2

Hospital Discharge
Prior to leaving the hospital, it is important that parents
receive both written and verbal counseling regarding
important issues in newborn care (Table 3). A discharge
check list can help to make sure all topics have been
covered. Hearing and pulse oximetry is required for all
newborns in New York prior to discharge in addition to the
important anticipatory guidance. For breastfeeding mothers
it is very important that clinicians encourage exclusive
breastfeeding as well as make sure mothers know about the
availability of local lactation consultants for support once
home. Parents should be counseled on expectations for
urination and bowel movements.3 Newborn skin care should
be reviewed. Parents can be given reassurance on common
benign neonatal rashes (Table 2) as well as the importance
of barrier cream with each diaper change to prevent
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irritation from frequent contact with wet diapers.4 Parents should be
educated on umbilical stump care; gentle soap rather than isopropyl
alcohol should be used to clean the umbilical stump and sponge
baths given until the stump separates. Parents should be counseled
to notify their physician if there is any redness or discharge coming
from the stump. Newborn genitals should also be gently washed
with warm water; uncircumcised foreskin should not be retracted.
Parents should routinely be given a written list of warning signs to
look for including fever, lethargy, jaundice and inconsolable crying,
and additional written information should be given regarding SIDS
prevention and car seats. Finally, a follow up appointment should
be made within 3-5 days depending on age of newborn prior to
discharge from the hospital.3
Assessment of Feeding and Weight Gain
Newborns that are discharged from the hospital at 24 hours of life or
less should be seen in the office within 3 days of discharge to assure
they are getting proper nutrition and to monitor their weight. All
infants should be seen at 3-5 days after discharge and again at two
weeks of life with additional visits sooner if there are concerns about
nutrition. An accurate weight is critical; the infant should be weighed
completely undressed without clothes or diapers. Healthy newborns
may lose up to 10% of their birth weight within the first week of life,
but should be back to their birth weight by two weeks of life.5 If an
infant loses more than 10% this should trigger a thorough workup
and feeding assessment. For breastfeeding mothers, clinicians should
recommend on-demand feeding every 2-3 hours. Adequate intake in
breastfed infants can be intimidating for new parents to monitor, but
they can use written charts to document length and timing of feeds
as well as frequency of urination and bowel movements. There are
also many smart phone apps which can help sleep deprived parents
record feedings and wet and dirty diapers. Additionally, clinicians
can counsel parents on what factors to look for in mothers and
newborns to confirm that breastfeeding is happening successfully
(see Table  4). For infants who are formula fed, clinicians should
recommend 20 cal/ounce iron fortified formula unless there are
special circumstances. Parents should pay special attention to the
instructions for mixing the formula with water as over dilution can
cause hyponatremia in infants. Typical feeding volumes should be at
least 0.5 to 1 ounce per feed and newborns should not go more than
4 hours between feedings. Newborns who are receiving less than
1 liter/day of formula should be supplemented with vitamin D. On
average, infants need a little more than 100 kcal/kg/day, so for a 3.5
kg infant that translates to at least 17 ounces of formula throughout
the day.6
Jaundice
Elevated bilirubin levels are seen in the majority of neonates in the
first few days of life, due to increased production and decreased
clearance of bilirubin. This condition is known as ‘physiologic
jaundice’. Conditions that aggravate physiologic hyperbilirubinemia

include inborn errors of metabolism, ABO incompatibility,
hemoglobin variants, and inflammatory states such as sepsis. It is
important to distinguish ‘physiologic’ from ‘exaggerated physiologic’
and ‘pathologic’ forms of hyperbilirubinemia. Pathological
hyperbilirubinemia is a medical emergency.
Prevention
Since poor caloric intake and dehydration are associated with
hyperbilirubinemia, clinicians should advise breastfeeding mothers
to feed their newborns at least 8 to 12 times daily during the first
week of life. Routine supplementation of liquids other than breast
milk should be discouraged in infants who are not dehydrated.7 It is
advised that all pregnant women be tested for ABO and Rh (D) blood
types and undergo serum screening for isoimmune antibodies. For
Rh-negative mothers, and those without prenatal blood group testing,
the infant cord blood should be tested for ABO and Rh (D) typing,
and a direct antibody (or Coomb’s test) should be performed.7
Screening and Assessment
A total serum bilirubin (TSB) study should be drawn for every
newborn with clinical jaundice in the first 24 hours of life. A
transcutaneous bilirubin (TcB) or TSB should also be performed
on all infants where there appears to be clinical jaundice that is
excessive for the infant’s age. It is recommended that all infants be
screened for jaundice before hospital discharge by either assessment
of clinical risk factors or a TcB or TSB level.7,8 Risk factors for the
development of severe hyperbilirubinemia are listed in Table 5.
Laboratory Assessment
All bilirubin levels should be interpreted based upon the infant’s
age in hours, and the need for phototherapy should be based on
the zone in which the TSB falls. See Table 6 for recommendations
on laboratory studies based upon risk factors. Standard curves for
risk stratification have been developed by the American Academy of
Pediatrics.7
Treatment
Decisions to initiate treatment should be made based upon the
American Academy of Pediatrics algorithm.7 When initiating
phototherapy, precautions include assuring adequate fluid intake,
patching eyes, and monitoring temperature. Phototherapy may
generally be stopped when the TSB falls by 5 mg/dl or below 14
mg/dl. Home phototherapy for uncomplicated jaundice (using a
fiberoptic blanket) in carefully selected newborns with reliable
parents, allows continued breastfeeding and bonding with the family.
Breastfeeding is often associated with higher bilirubin levels than
those seen in exclusively formula-fed infants. More frequent feeding
usually reduces bilirubin levels. “Breast milk jaundice” is a delayed
but common form of jaundice that is usually diagnosed in the second
week of life, peaking by the end of the second week and gradually
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resolving over 1 to 4 months. If evaluation reveals no pathologic
source, breastfeeding can generally be continued. Temporary discontinuation of breastfeeding for diagnosis or other reasons increases
the risk of breastfeeding failure and is usually unnecessary.7-9
Fever
In children under 3 years of age, if a source for a fever cannot be
found, or if otitis media is found, 3% to 11% have occult bacteremia.
The risk is even higher in infants under the age of 3 months who
have an 8.6% risk of having a serious bacterial infection. Although
most neonates (younger than 28 days of age) with fever have a viral
illness, the goal for the clinician is to identify those children who are
at high risk for serious bacterial infection (SBI), requiring empiric
antimicrobial therapy and possible hospitalization.10-12
Most experts agree that all neonates, regardless of clinical appearance and with a rectal temperature greater than 38.0 degrees,
should have blood, urine and CSF cultures obtained. Infants should
be admitted to the hospital and treated with empiric intravenous
antibiotics.10-12
Sudden Infant Death Syndrome
Sudden infant death syndrome (SIDS) is the leading cause of infant
mortality between one month and one year of age in the United
States. It is defined as the sudden death of an infant younger than
one year of age, which remains unexplained after a thorough case
investigation and a comprehensive review of the clinical history. The
risk of SIDS in the United States is <1 per 1000 live births and the
rate peaks between two and four months of age. The incidence of
SIDS had declined dramatically since the initiation of the "Back to
Sleep" campaign, which encourages infant sleep in a supine position
for sleep.13
Numerous risk factors for SIDS have been identified including
maternal factors such as young age, smoking during pregnancy and
late or no prenatal care. Infant or environmental factors include:
prematurity and/or low birth weight, prone sleeping position, sleeping on a soft surface and/or with bedding accessories, bed-sharing
(sleeping in parents' bed) and overheating. In many cases, the risk
factors are modifiable, and the prone position is the most significant
modifiable risk factor. To minimize the risk for SIDS, parents should
be educated on the risk factors, prenatally as well as at each infant
well visit. The use of home monitors has not been proven to reduce
the incidence of SIDS and is not recommended.13
Conclusion
Family physicians are certainly competent to provide all aspects
of newborn care. Basic physical exam, safe hospital discharge
procedures, assessment of newborn feeding, evaluation of jaundice
and fever in infants and sudden infant death syndrome (SIDS)
prevention are some of the key aspects of care in the first week of life.

Table 1 – Newborn Physical Exam
Body Part Critical Exam Aspects
Skull

• Skull assessed for shape
• The fontanelles should be palpated
• The scalp examined for lesions such as cephalohematoma
which is a risk factor for jaundice

Eyes

• Eyes assessed for shape, appearance of conjunctiva and
sclera and spacing between eyes
• Red reflex should be tested and if abnormal, refer on urgent
basis to ophthalmology

Ears

• Hearing should be evaluated in all newborns
• Size, shape and position assessed as abnormal position can
be a sign of genetic defects

Nose

• Assess patency of nose

Mouth

• Assess palate for clefts
• Check length of frenulum which if short can cause
difficulties with breastfeeding

Neck

• Look for full range of motion to rule out torticollis
• Palpate for masses which can represent cystic hygroma or
thryoglossal duct cyst
• Evaluate clavicles to assure no fracture, particularly if
shoulder dystocia at delivery

Heart

• Auscultate for normal S1 and split S2
• Benign murmurs are common
• Screening for congenital heart disease with pulse oximetry
is recommended for all infants at 24 hours of life

Lungs

• Observe for any signs of respiratory distress (nasal flaring,
grunting, and retractions)
• Breath sounds should be equal

Skin

• There are many common skin findings in newborns (nevus
simplex, hemeangioma, erythema toxiculm, milia) most are
benign
• Newborn skin should be evaluated for jaundice prior to
hospital discharge and at office follow up visits

Abdomen

• Listen for bowel sounds, palpate for masses
• Umbilical hernias are common and most resolve without
intervention by age three

GU

• Female newborns may have prominent labia and a small
amount of blood or white discharge due to withdrawal of
maternal estrogen
• For male newborns both testes should be palpated in the
scrotum, or able to be milked down into scrotum
• Inguinal canal should be palpated for hernia
• Swelling in one scrotum is often a hydrocele, which can
transilliuminate and usually is reabsorbed in the first year
or two of life

Anus

• Examine for patency and sacral dimples

Extremities

• Extremities should be evaluated for correct appearance and
number of digits.
• Supernumerary digits are usually benign, but can be
removed for cosmetic concerns
• Hips should be evaluated for dysplasia using the Barlow
and Ortolani procedures
• Female newborns born breech need further imaging
routinely

Neuro

• Assess reflexes and tone
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Table 2 – Common Newborn Skin Findings
Common Benign
Newborn Skin Findings

Description

Location and typical course

Nevus Simplex (Stork Bite)

Pink-red capillary dilation

Face, nape of neck, upper eyelid. Usually fades over time.

Erythema Toxicum
Neonatorum

Papules with an erythematous base that often evolve into
vesicles

Face and trunk. Usually resolves in 5-7 days. Can recur.

Milia

White-yellow papules

Face and nose. Can persist for several months.

Milaria

Erythematous papules and pustules that occur secondary to
obstruction of sweat glands

Face, neck and trunk. Self-limiting, avoiding over-heating and
tight clothing can help resolution.

Transient Neonatal
Pustular Melanosis

2-5 mm pustules with a hyperpigmented nonerythematous
base. Can leave a hyperpigmented macule with scale.

Face, neck, back. Macules can persist for months.

Neonatal Acne

Open or closed comedones

Face and upper body. Resolves within a few months.

Mongolian Spots

Blue-Gray macules, can be large up to 10 cm diameters

Buttocks and legs. Usually resolves within first few years of
life, but may take years.

Cutis marmorata

Mottling of skin caused by vascular response to skin

Usually lower extremities. Resolves with warmth.

Hemangioma

Vascular tumor caused by increased growth of endothelial
cells on blood vessels

Nonspecific location. Often gets smaller over time.

Endnotes

Table 3 – Newborn Discharge Checklist
Newborn Discharge Checklist:
• Newborn Hearing test
• Pulse Oxyimetry
• Encourage breastfeeding and give information
on availability of lactation consultants
o Indicators of hunger
o Expectations for stool and urine patterns
o Proper latch and position options for breastfeeding
o Discuss any medications or supplements with their
        physicians
o Supplement with Vit D if exclusively breastfed
• If formula counsel regarding how to properly mix
(do not overly dilute)
o Do not microwave formula
o Do not prop bottles
• Expectations for urination
• Bowel Movements
• Skin care
• Umbilical Cord Care
• Genital care
• Car seats
o Newborns should always be in rear-facing
        infant car seats
o The safest location is the middle of the back seat
• Written list of warning signs
• Instruction on SIDS prevention
• Follow-up appointment made within 3-5 days
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2 Lewis ML. A comprehensive newborn exam: part II. Skin, trunk, extremities,
neurologic. Am Fam Physician. 2014 Sep 1;90(5):297-302.
3 Langan RC. Discharge procedures for healthy newborns. Am Fam Physician.
2006 Mar 1;73(5):849-52.
4 O'Connor NR, McLaughlin MR, Ham P. Newborn skin: Part I. Common rashes.
Am Fam Physician. 2008 Jan 1;77(1):47-52.
5 Crossland D, Richmond S, Hudson M, Smith K, Abu-Harb M. Weight change in
the term baby in the first 2 weeks of life. Acta Paediatrica. 2008;97:425-429.
6 Tschudy M, Arcara K. The Harriet Lane Handbook. Nineteenth ed. Elsevier; 2012.
7 Management of hyperbilirubinemia in the newborn infant 35 or more weeks of
gestation. Pediatrics 2004;114;297-316.
8 Ip S, Chung M, Kuling J. et al. An evidence-based review of important issues
concerning neonatal hyperbilirubinemia. Pediatrics. 2004;113(6).
9 Holmes A, McLeod AY, Bunik M. ABM Clinical Protocol #5: Peripartum Breastfeeding Management for the Healthy Mother and Infant at Term. Breastfeeding
Medicine 2013: volume 8, #6. 469-473.
10 Baskin MN, O’Rourke EJ, Fleisher GR. Outpatient treatment of febrile infants 28
to 89 days of age with intramuscular administration of ceftriaxone. J Pediatrics
1992;120:22.
11 Jaskiewicz JA, et al. Febrile infants at low risk for serious bacterial infection - an
appraisal of the Rochester Criteria and implications for management. Febrile
Infant Collaborative Study Group. Pediatrics 1994;94:396.
12 Baraff LJ. Management of fever without source in infants and children. Ann
Emerg Med 2000;36:602.
13 Blackmon LR. Apnea, SIDS, and home monitoring. Pediatrics 2003;111:914.
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Table 4 – Assessment of Newborn Feeding and Weight Gain in Breastfed Infants
Maternal factors

Newborn factors

Has the mother experienced engorgement?

Does the newborn feed at least 8-12 times daily?

Do the breasts feel softer after feedings?

Does the newborn complete feedings in 15-45 minutes?

Are there risk factors for delayed lactogenesis? (cesarean delivery, maternal obesity,
LGA, prolonged 2nd stage labor, flat or inverted nipples)

Does the baby self-detach from breast after most feedings?

Does latch occur without difficulty, pain or pinching?

Does the baby sleep between most feedings?

Is there an audible swallow with feedings?

Has the baby lost more than 8-10% of birth weight?

Are there signs of milk ejection reflex? (breast tingling, uterine cramping, dry mouth)

Has the baby returned to birth weight by the 14th day of life?
Are there 6 voids and 3-4 stools per day by the 5th day of life?

Table 5 – Laboratory Evaluation for Jaundice in Infants 35 Weeks or Greater
Clinical finding

Laboratory evaluation

Jaundice in the first 24 hours of life

Check TcB and/or TSB

Newborn on phototherapy or with bilirubin rising rapidly (crossing
percentiles on curve)

Blood type, Coombs’, complete blood count and peripheral smear, consider
G6PD reticulocytes count, repeat TSB at age 4-24 hours

TSB level approaching exchange transfusion levels and/or not responsive
to phototherapy

Check reticulocyte count, G6PD, albumin

Elevated direct (conjugated) bilirubin

Check urinalysis and culture, consider sepsis evaluation

Jaundice at or beyond the 3rd week of life

Check total and direct bilirubin, evaluate for cholestasis if direct elevated,
check thyroid and galactosemia screens

Table 6 – Risk Factors for Development of Severe Jaundice in Term Infants
Decreased risk for significant
jaundice

Major risk for significant jaundice

Minor risk for significant jaundice

TSB or TcB in the low risk zone

Pre-discharge TSB or TcB in the high risk zone

Pre-discharge TSB or TcB in the high-intermediate risk zone

Gestational age 41 weeks or greater

Jaundice in the 1st 24 hours of life

Gestational age 37-38 weeks

Exclusive formula feeding

ABO incompatibility with positive Coombs test

Male gender

Black race

Gestational age 35-36 weeks

Jaundice observed before discharge

East Asian race
Newborn with sibling who received phototherapy
Cephalohematoma or significant bruising
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Rx: Primum Non
Nocere via Better
Communication
By Ani A. Bodoutchian, MD, MBA, FAAFP;
Karen DeSouza, MD and
Maureen Grissom, PhD

C

ommunication is the cornerstone of quality patient care,
and recently graduate medical education has acknowledged this
through increased emphasis on these skills during medical school
and residency.1-5 As healthcare providers, we may think we are
rendering great care and communicating well with patients. This can
change the moment we are faced with the unforeseen or when things
take a bad turn.

ferentiated adenocarcinoma with extensive tissue necrosis. Esophageal malignancies are commonly seen in the geriatric population, but
are extremely rare in young patients. In the United States as per Seer
registries, the incidence of esophageal cancer is approximately 0.0%
under 20 years of age.12

While nothing can change the unfortunate diagnosis and prognosis
for this young patient, the manner in which this information was deAlthough physicians are well-intentioned, we hear numerous patient livered could have alleviated undue emotional distress to the patient
stories of disappointment in their communication with physicians. As and his family.
family physicians, we are in a unique position to make a change and
Skillful communication is not only important between patient and
to encourage our colleagues to do the same. A focus on empathy,
3
listening and good communication skills, as well as considering each physician but also between members of the health care team. For
patient’s emotional needs and perspective are what make us unique this particular patient, because of our perceived bias due to his age,
we lacked foresight in implementing collaborative and interdisciplinas family physicians. We can certainly improve the way physicians
ary teamwork to deliver this devastating news in the best possible
communicate bad news to patients and their families.6
manner. Sadly, this patient’s mother overheard his diagnosis via a
Take, for example, the case briefly described below, of an 18-year
nurse giving a report to another nurse and ran out of the endoscopy
old patient with metastatic esophageal adenocarcinoma to the brain: suite with tears streaming down her face. The gastroenterologist was
informed that the young man’s mother heard this news prematurely
An 18 year old male presented at the emergency room with complaint of abdominal pain for one day. He described sharp, intermit- and called on the family medicine team to deliver the news to the patient. This rush to provide news to our patient made it difficult for his
tent pain in the epigastric area, nausea, fatigue, difficulty swallowphysicians to prepare. How does anyone prepare to tell a parent that
ing and a metallic taste in his mouth. Laboratory studies showed
their child who had just gone to the prom and was looking forward
hemoglobin of 6.3. Endoscopy showed a large necrotic mass is the
gastro-esophageal junction. The pathology report showed poorly dif- to college in the fall has a horrible cancer?
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The gastroenterologist as well as the PGY-2 and I spoke to the mother
and the patient. Though we answered as many questions as possible,
the one question that remained unanswered was how could this happen to an 18 year old? This young patient was in shock upon receiving the life sentence that had been handed to him and his family was
distraught. We were able to garner the support of the palliative care
service at the last-minute; however, it would have been preferable to
be able to ensure privacy and ample time for providing the news and
developing a plan of action. Through tears and gentle wording, the
medical team agreed that this patient should be transferred to our
sister hospital where we have surgeons who specialize with this type
of pathology.
So, what are the lessons learned from this situation and what can
we do better in the future? There are multiple theories regarding the
optimal way to present bad news to a patient. One method outlines
nine steps which include the physician preparing him or herself,
preparing the patient, presenting the information in a comprehensible fashion, along with several steps related to responding to the
patient’s emotions (reflection, legitimation, exploration) and finishing with addressing the next step or “where to go from here” if the
patient is indeed ready for this part of the process.7 Other similar
methods include easy to recall acronyms, such as SPIKES (Setting up,
assessing patient Perception, obtaining Invitation from the patient,
giving Knowledge, addressing patient Emotions, and Summarizing)
8,9
and TACCT (Tell, Ask, Care, Counsel, Tell back).10 Although there
are differences among these models, the physician responsibilities
common among all are preparation (whether this means having
family members present or simply having a private space in which to
speak), listening (for both information and emotions) and responding to patient emotions with patience and empathy.
First, as demonstrated in our initial summary of the patient’s age
and diagnosis, assume nothing and prepare for the worst. Second,
communication is the foundation of excellent patient-centered
care. This involves not only communication between the physician
and patient but the entire health care team with one another. This
includes insuring that representatives from all treating specialties are
present during the family meeting so they can (a) offer support and
(b) respond to patient and family questions. Finally, let’s not forget
about the ultimate cost of difficulties with communication. Lack of
quality communication can contribute to misunderstanding, resulting
in unnecessary consults and treatment causing needless distress to
patients and families.

Endnotes
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2 Joekes K, Noble LM, Kuback AM, Potts HWW, Lloyd M. Does the inclusion of
“professiona development” teaching improve medical students’ communication
skills? BMC Medical Education 2011; 11: 41-48.
3 Wouda JC, van de Wiel H. The communication competency of medical students,
residents andconsultants. Patient Education and Counseling. 2012; 86: 57-62.
4 Wouda JC, van de Wiel H. Education in patient–physician communication: How
to improve effectiveness? Patient Education and Counseling. 2013; 90: 46-53.
5 van Weel-Baumgarten E, Bolhuis S, Rosenbaum M, Silverman J. Bridging the
gap: How is integrating communication skills with medical content throughout
the curriculum valued by students?.” Patient Education and Counseling. 2013;
90: 177-183.
6 Berkhof M, van Rijssen HJ, Schellart AJM, Anema JR, van der Beek AJ. Effective
training strategies for teaching communication skills to physicians: An overview
of systematic reviews. Patient Education and Counseling. 2011; 84: 152-162.
7 Weiner JS. Sharing difficult or bad news: A nine-step process of transformation.
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Elsevier, 2014.
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Clinical Journal of Oncology Nursing. 2010; 14(4): 514-516.
10 Breaking bad news. In SA Cole, J Bird (Eds). The medical interview. 3rd ed. St.
Louis: Saunders Elsevier, 2014. pp. 216-225.
11 Phillips RL, Pugno PA, Saulttz JW, Tuggy ML, et al. Health is primary: Family
medicine for America’s health. Ann Fam Med 2014; 12(Suppl 1): S1 – S12.
12 NIH Cancer Institute-Surveillance, epidemiology and end results program (20072011). http://seer.cancer.gov/statfacts/html/esoph.html
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The core values of family medicine include not only rendering great
medical care, but a comprehensive approach that focuses on the
patient as a person and include the patient’s family.11 Skillful communication is a requirement for what should be the “golden rule” of
all physician-patient interaction: we should treat patients as we would
like to be treated or would like our family members to be treated.
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CLINICAL NOTES

Bronchiolitis - A Review of Updated Guidelines
By Kamica Lewis, DO and Roseann Spiotta, MD
Introduction

Pathophysiology

Bronchiolitis is the leading cause of hospitalization in infants in the US.1 The estimated
cost of hospital care for bronchiolitis is 1.73
billion annually.2 As common as the illness
is, diagnosis and management has been
inconsistent and not based on supportive
evidence. In 2014, the AAP revised its 2006
Practice Guidelines to conform to current
evidence and to decrease use of unnecessary
testing, ineffective treatment and inappropriate prophylaxis.

Described as progressing from an upper to
lower respiratory infection, the virus attacks
the terminal bronchioles and produces inflammation. Acute edema, increased mucus
production, air trapping and epithelial cell
death lead to obstruction and collapse of the
small airways.1 Bronchiolar epithelial regeneration begins in 2-3 days. Macrophages
remove mucus plugs but new cilia do not
surface for up to 2 weeks.

Epidemiology
Bronchiolitis is a viral disease spread via
direct contact with respiratory secretions
which can survive for hours on hands and
environmental surfaces. Family members and
day care facilities are common sources of
transmission. RSV is the most common cause
but rhinovirus, meta-pneumovirus, influenza,
adeno-, corona- and parainfluenza viruses
can produce the disease as well.1 While the
peak incidence of bronchiolitis in the US is
December to March, it can present anytime
between August and May.6 Most children have
been infected by age 3. While infection does
not confer long term immunity, antibodies diminish the severity of future episodes.3 Males
are affected 1.25 times more often than females and are 1.5 times more likely to die.4-5
Reasons for the differences are not clear.

Infants are physiologically more susceptible
because of their narrow airways, high closing
volumes and poor compensatory ventilation.
Risk factors for increased severity include:
prematurity (< 37 weeks), age < 3 months,
chronic pulmonary disease (including bronchopulmonary disorder and cystic fibrosis),
anomalies of the airways, hemodynamically
significant congenital heart disease, immunocompromise and neuromuscular disease.1, 7-8
An effective cough is important to weathering the infection. Impairment of the cough
mechanism can increase the severity of the
disease.
Clinical Presentation
Bronchiolitis often involves a prodrome of
coryza, rhinorrhea, cough and congestion
with fussiness and difficulty feeding. Tachypnea, tachycardia, wheezing, rales, hypoxia
and accessory muscle use follow after 2-3
days. Low grade fever or conversely hypothermia can be seen in young infants (< 30
days) as can apnea episodes.

42 • Family Doctor • A Journal of the New York State Academy of Family Physicians

Guidelines for Diagnosis,
Management and Prevention
Although the clinical presentation of bronchiolitis is easily recognizable, unnecessary tests
are frequently ordered. This gap between evidence and practice is addressed by the AAP
guidelines. Diagnosis of bronchiolitis should
be based on history and physical examination1, being mindful of the risk factors predisposing to disease severity. Radiographic
or laboratory studies should not be routinely
ordered. Chest films can be misleading and
result in inappropriate use of antibiotics.
Viral studies add little to treatment.
Management
Since there is no definitive treatment for
bronchiolitis, supportive care including hydration, nutrition and oxygenation is stressed
in the 2014 guidelines. Oral or NG hydration
is endorsed over IV therapy by guideline
authors.1 Concern about iatrogenic hyponatremia with hypotonic IV fluids is cited as the
reason for this recommendation.1,9
In the past, a trial of bronchodilators was
used to differentiate bronchiolitis from other
causes of wheezing. This is no longer approved by the guidelines. Use of a bronchodilator whether albuterol or epinephrine, a
corticosteroid, or chest physiotherapy is not
considered effective therapy.1
While maintaining oxygen saturation at or
above 90% is considered important, use of
continuous pulse oximetry is discouraged.

Prolonged hospitalization and failure to correlate with outcomes in addition to intermittent hypoxia in the range of 83% saturation
in healthy infants are cited as rationale.1
A relatively new management tool- nebulized
hypertonic saline – has been added to the
guidelines. Its use in ER or outpatient settings is not recommended but length of stay
may be decreased in children hospitalized
for 3 or more days.10 Currently the level of
evidence relegates nebulized hypertonic NaCl
to an area for further research.
Prevention
Hand washing and hand sanitizers cannot be
underemphasized as prevention both inside
and outside the hospital. Disposable gowns
and gloves also provide barriers to transmission. Guidelines regarding Palivizumab have
also been modified. Use of the RSV monoclonal antibody as passive immunization should
be restricted to premature infants
< 29 0/7 weeks gestational age during the
first year of life. A maximum of 5 doses during RSV season is given and discontinued if
breakthrough RSV disease occurs. Others
qualifying for Palivizumab include infants
with hemodynamically significant CHD, BPD,
and prematurity < 32 weeks gestational age
requiring >21% oxygen for the first 28 days
of life or longer.1 Parents should be educated
about the beneficial effects of breastfeeding for 6 months or more and the negative
impact of second hand smoke exposure on
respiratory illness in infants1. Informing parents and personnel about the new guidelines
encourages a therapeutic partnership for
managing this common illness.
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