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President’s Message 

 

by Henry Neilly, MD, FAAP 
hneilley@nycap.rr.com  
 
Pediatric healthcare issues seem to be dominating the news lately. School 
shootings and other gun violence, influenza epidemics, the opioid crisis, other 
mental health issues, poverty, immigration concerns and insurance cuts are some 
of the most important issues affecting our families. 
 
The care we provide families in our offices is critical to children's health. The 
Academy is working to provide us the tools we need to care for these 
children. 
 
I believe, however, that we need to do more. The Academy is working at all 
levels to let the public and our political leaders know what is important to 
children's health. Our dues only go so far, as we are largely a volunteer 
organization. To truly provide the best care of our patients, we all need to 
speak up and get involved. 
 
 
We look forward to hearing from you. 

 
Dr. Neilly is a partner at 

Shaker Pediatrics, a small 

independent pediatric practice 

near Albany. He has been 

involved with the AAP in many 

capacities including the chair 

of the Capital Region Pediatric 

Council. 

           Advocacy Day, Albany NY (see page 4) 

mailto:hneilley@nycap.rr.com
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District II Chair’s Report 

by Warren M. Seigel, MD, MBA, FAAP, FSAHM 
wseigel@juno.com  
 
We just returned from our Annual Advocacy 
Day in Albany, and once again, thanks to the 
hard work of Elie Ward, our Director of Policy 
and Advocacy, it was a huge success with 
another record breaking attendance at over 
120 people. I was especially happy to see all of 
the pediatric residents and early career 
physicians in attendance. We have an 
ambitious legislative agenda again this year. As 
always, but especially during these difficult 
times, we need everyone across New York 
State to speak with one voice on behalf of 
children, their families and the pediatricians 
who serve them.   
 
All of us work tirelessly for children and their 
families, and every voice needs to be included.  
One of the major themes the AAP Board of 
Directors has been focused on for the past few 
months is Diversity and Inclusion. This is a 
major task, but the Board unanimously 
believes that ensuring the voices of all 
pediatricians are heard, no matter where they 
live, their ethnicity, religion, gender, sexual 
orientation, etc., is an important strategic goal. 
Developing leadership toward that end must 
be a major goal of all of leaders. 
 
As such, there will be some trainings on 
Diversity, Inclusion and Unconscious Bias at 
our annual district meeting with District VI 

this June. Other topics that will be covered 
include Getting and Managing Chapter Grants, 
Pediatrician’s Response to Natural Disasters, 
Cybersecurity During Disasters, and many 
other relevant and timely topics. I hope that all 
of our chapter leaders will be able to join us on 
June 21-24 in Itasca for what promises to be 
another very important district meeting.   
 
And finally, I want to thank all of you who 
generously donated to our Headquarters of the 
Future Campaign. If you have not seen our 
beautiful new building, please check it out 
online. It is truly a beautiful new home for all 
of us, and thanks to the generosity of all three 
of our chapters, as well as many of our 
members, New York State AAP District II has 
our own conference room dedicated to all of 
the past presidents of the AAP. 
 
In March, your leadership also participated in 

the Annual Leadership Forum (ALF) where we 
discussed approximately 100 resolutions, so 
more to come in our next newsletter! 

Warren M. Seigel MD, MBA, FAAP, FSAHM 

Chair, New York State American Academy of 

Pediatrics (NYS AAP) 

 

Chairman, Department of Pediatrics 

Director of Adolescent Medicine 

Coney Island Hospital 

 

Associate Professor of Clinical Pediatrics 

SUNY Health Science Center at Brooklyn 

Western New York 
7:30 am – 8:30 am 
 

May 24 
September 30 
 
Finger Lakes 
8:00 am – 9:00 am 

 

May 29 
October 9 

Capital District 
6:00 pm – 7:30 pm 

 

May 24 
September 27 
 
Central New York 
8:00 am – 9:00 am 

 

June 14 
September 13 
 

2018 Pediatric Council Meetings 

mailto:wseigel@juno.com
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NYSAAP Advocacy Update 

by Elie Ward, MSW 
eswabc@gmail.com  
 
All Chapters participated in an exciting and 
engaging Advocacy Day in Albany on March 6th.  
More than 125 pediatricians personally took our 
message about the state budget and our priority 
legislative initiatives to their Assemblymembers 
and Senators. 
 
Chairs of the Assembly and Senate Health 
Committees addressed the group. And the 
Director of Medicaid and the Deputy Director of 
the Department of Financial Services, which is 
responsible for all health insurance, also spoke 
to the group about issues relative to children’s 
health, children’s coverage and pediatric 
practice. 
 
But now the rest of the work goes forward.  
Advocacy Day is one day. If we want to win for 
kids, we need to keep talking to our legislators 
about our priorities. 
 
Our focus now needs to be on the State Budget. 
 
The New York State Budget is being 
negotiated between today and March 29th. 
 
Contact your Assemblymember and your 
Senator now…call, e-mail or visit in his/her 
home district office.  You can find your 
representatives at www.nysassembly.gov and 
your Senator at www.nyssenate.gov. 

Let them know this budget matters to children 
and families across their districts. 
 
We need legislators to support: 
 
 Restoration of $10 million state share to 

Patient Centered Medical Home Incentive 
Payments. Keep Primary Care strong across 
the state. 
 

 

 Restore $15 million to invest in vital services 
to the Children’s Mental Health Services 
system.  This money was promised. It is 
imperative that we have the resources to 
serve high need children and their families. 
 

 Restore $7 million to Child Care to fund 
existing gap. We cannot have strong families 
without the availability of high quality, 
accessible infant and child care. 
 

 Add $15 to Pre-K for 3 & 4 year olds. 
Universal access to high quality Pre-K has 
been proven to help low income children 
“catch up” to their middle class peers and 
begin school ready to learn. Children without 
high quality Pre-K start school about 2 years 
behind their peers and stay behind for most 
of their academic experience, leading to 
dropout and school failure. 
 

 Add $2 million to First 1,000 Days Initiative.  
The Governor put $1 million in the budget, 
but the top recommendations will cost more 
to implement. We know what to do.  We 
need to do it now. Children can’t wait for 
incremental implementation. They and their 
families need targeted help and support 
now. 
 

 Add $2 million to Raise the Age 
implementation across the state.  And 
provide support to maintain NYC’s Close to 
Home Program. We won a major victory 
with the passage of Raise the Age legislation.  
Now we need the resources to implement 
the programs for these young people. 

 

If your legislators need more information 

about our issue, direct them to the link to our 

Policy, Budget & Legislative materials:  

http://www.ny1aap.org/Advocacy.aspx 

Elie Ward, MSW 

Director of Policy, Advocacy & External Relations 

NYSAAP, A Coalition of Chapters 1, 2 & 3 

mailto:eswabc@gmail.com
file:///C:/Users/cburke/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/384ZRWXG/www.nysassembly.gov%20
file:///C:/Users/cburke/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/384ZRWXG/www.nyssenate.gov
http://www.ny1aap.org/Advocacy.aspx
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ADVOCACY DAY 
March 6, 2018 

Albany, New York 
 

More than 125 pediatricians personally took our message 
about the state budget and our priority legislative 

initiatives to their Assemblymembers and Senators. 

 
 

NYS Medicaid Director Jason Helgerson presents 
the Medicaid Transformation since 2011  

Former National AAP President  
Thomas McInerny, MD, Rochester  

Elizabeth Murray, MD, Rochester  Senator Kemp Hannon, Chair of the 
NYS Senate Health Committee, shares 

Legislative & Budget Priorities for 
Children and Pediatricians  
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AAP District Hub and Spoke Initiative Focused 

on Improving HPV Vaccination Rates—Part 2 

by Manika Suryadevara, MD  
SuryadeM@upstate.edu 

Due to the success of our participation in the 
initial Hub and Spoke initiative, we were 
granted support to engage more practices for 
quality improvement education to increase 
practice-specific HPV vaccine series initiation 
and completion rates by age 13 years. This 
year, we held a day-long training session with a 
provider and/or staff member from 9 practices. 
The presentations to the group focused on (1) 
HPV vaccine including importance of HPV 
vaccine in cancer prevention, factors associated 
with HPV vaccine delay and acceptance, how to 
deliver a strong recommendations, (2) the 
process of quality improvement, application of 
QI in the daily practice, and the use of the AAP 
Quality Improvement Data Aggregator site to 
aid with chart review, data entry, and analysis, 
and (3) interventions to improve practice-
specific HPV vaccination rates.  

The session was well-received with a nice 
discussion among the participants with regards 
to systematic and feasible interventions to 
bring back to their practice. The next step in 
the program is to review baseline data and 
implement an intervention that may improve 
their HPV vaccine series initiation and/or 
completion rates! Good luck to all of the 
participating practices!  
 
Manika Suryadevara, MD is an Associate 

Professor of Pediatrics, in the division of 

Pediatric Infectious Diseases 

at SUNY Upstate Medical 

University, Syracuse, New 

York. Her clinical and research 

interests are focused on 

vaccine advocacy, specifically 

improving pediatric vaccine 

access and uptake in the community. 

Last year, the AAP National Senior Section discussed that they were interested in providing 
mentoring services for younger pediatricians and suggested that the AAP chapters might want to 
provide these services also. After an informal discussion with senior pediatricians in Rochester 
indicated some interest in this activity, Tom McInerny discussed this with Chris Bell, Cinie Caferelli, 
Larry Nazarian, and Henry Neilly on Dec. 18, 2017.  
 
Our initial idea is to form regional mentoring relationships in the four major upstate NY cities and 
the Southern Tier, with senior pediatricians from each region identified. We would then send email 
messages to upstate NY pediatricians under age 40 describing the availability of mentors in their 
region and asking them to contact a mentor if interested. 
 
On Feb. 21, 2018 Chris Bell, Winter Berry, Henry Neilly and Tom McInerny discussed this initiative 
further and felt that we should proceed with this plan. Furthermore, we agreed to refine the plan at 
a meeting at the ALF and during the Chapter 1 Annual Meeting in June. Stay tuned for updates in 
future emails and newsletters. 

New Mentorship Program for Young Pediatricians in the Works 

mailto:SuryadeM@upstate.edu
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Western New York Pediatric Council 

by Michael D. Terranova, MD FAAP 
mterrano@buffalo.edu 
 
SBIRT screening (Screening, Brief Intervention, 
and Referral to Treatment) is now being paid 
by all Medicaid and private insurers. Training 
(4-hour course) is available in Western New 
York through CAP-PC. 
 
Maternal Depression Screening is being paid by 
all Medicaid and private insurers. 
 
Two of our private insurers have mandated 
capitated payment for sick visits. The rates 
vary between practices and are risk 
based. Many practices have found these rates 
are unsustainably low, and we are working to 
improve these rates. We were able to carve out 
and get paid fee for service for new and follow 
up visits for mental health diagnoses, such as 
ADHD, anxiety and depression. 
 
The NYS Advanced Primary Care program has 
come to WNY and the vendor has begun to sign 
up practices. 
 
 
 

NYS payment for PCMH is in turmoil 
supposedly due to the State Budget crisis. 
Preliminary details are contained in the 
February Medicaid Update which can be 
accessed online. We feel any payment decrease 
is an unfair way to balance the budget given the 
advantages PCMH provide for our patients. 
Work by our lobbyist in Albany is ongoing to 
settle this issue. 
 
Future Council work will also focus on payment 
for mental health staff in offices, restricting 
payment to urgent care centers for school/
camp/sports physicals and defining insurance 
company insistence on promoting and funding 
third-party telemedicine use instead of the 
medical home. 
 
Michael D. Terranova, MD FAAP 
Chairman - AAP NY Chapter 1 Western NY 
Pediatric Council 
Chairman - AAP NY District II Pediatric Council 
District Vice Chair - AAP NY District II 
Lancaster-Depew Pediatrics 
5330 Genesee St. 
Bowmansville, NY 14026 
(716) 684-6140 

Central New York Pediatric Council 

by Margaret Hellems-Stanley, MD, FAAP 
margaret.hellemsstanley@gmail.com 

The Central NY Pediatric Council continues to 
meet regularly.  This has been a valuable venue 
for pertinent discussions.  At the last meeting we 
discovered that most practices had stopped doing 
vision and hearing screening except at intervals 
recommended by Bright Futures. Reimbursement 
has been variable or nothing. The Bright Futures 
recommendations were discussed and the 
Council advocated for payer policies that support 
these recommendations.  We continue to work on 
this and appreciate the help of Excellus Medical 
Director Dr. Massa.   
 

 

Also discussed were the limitations and 
inaccuracies of using claims data that is then 
factored into quality measure denominators (e.g. 
identifying children as sexually active). Fair and 
accurate quality measure reporting will continue 
to be something the Council discusses, especially 
as NYS continues to move toward Value Based 
Payments. 
 
At the next meeting we will include 
representatives from Fidelis and look forward to 
their ongoing participation. 

mailto:mterrano@buffalo.edu
mailto:margaret.hellemsstanley@gmail.com
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by Edward D Lewis, MD, FAAP 
elewis@lewispediatrics.com 
 
The Finger Lakes Pediatric Council met on 
January 29. We had a presentation from Megan 
Bell of the Wilson Foundation and Tim Dobbertin 
of BOCES 2.  
 
The Greater Rochester Health Foundation 
created a report on the social and emotional 
needs of children in our area and 
recommendations for changes in access and 
quality of care dealing with traumatic 
experiences. 70% of all children experience one 
adverse childhood experience (ACE). 46% have 
experienced four or more ACEs. They described 
resiliency and factors that allow children to 
adapt to these traumatic experiences. Resources 
available include Trauma Informed Care (TIC). 
There is a TIC Consortium, a school based group 
to help schools adapt to crises. Self-assessment 
forms are available from TIC-OSAT (https://
ticosat.ccsi.org), a free online organization. 
Monroe County is interested in anonymous data 
aggregation. Youth Mental Health First Aid is 
available via CCSI. 211 is a hotline to deal with 
ACEs. 
 
We discussed how TIC could be incorporated 

into practice (resources available, and where to 
refer patients if an ACE has impacted them.) Dr. 
Denk informed the group that RGH pediatrics 
uses a 10-question ACE questionnaire for annual 
visits. Concerns about introducing yet another 
screen into a routine visit were voiced. 
 
We also discussed problems with payment for 
developmental screens at 9, 18 and 24 months. A 
number of pediatricians have noted that the 
screens are not paid, are applied to deductible 
and possibly invoke a copayment. 
 
Ocular photovision screening and available 
instruments were discussed. 
 
Standardization and changes in NYS school 
forms were also addressed. 
 
We remain available for any concerns members 
have with health plans or insurers. 
 
Edward D Lewis, MD, FAAP 
Lewis Pediatrics 
880 Westfall Rd, Suite E 
Rochester NY 14618-2611 
(585) 442-1421 voice 
(585) 442-6882 fax 
www.lewispediatrics.com 

Finger Lakes Pediatric Council 

by Todd P. Giombetti, MD, FAAP 

tpgiombetti@hotmail.com  

The Council recently decided to meet with 
payors individually. Previously, we found 
that many of the insurers were reluctant to 
either attend meetings when other 
companies were attending or to discuss any 
specific company policies.  
 
We last met on February 8, 2018 with 
representatives of United Health Care/The 
Empire Plan. It turned out to be a very 
productive meeting. Items discussed 
included the APC initiative, instrument-based 
vision screening, mental health coverage 
issues, including the licensing of LMHCs, and 

vaccine and immunization administration 
payments.  
 
Productive outcomes included the addition 
of a new ICD-10 code associated with the 
CPT for instrument vision screening in 
uncooperative older children that will be 
discussed, and may go into effect after 
quarter number two, and a new contact 
person to help us with access, treatment, and 
coverage for our patients with mental health 
issues.  
 
Going forward, we plan on meeting 
individually with all the dominant insurers in 
our area. Please inform us of any specific 
issues. 

Capital District Pediatric Council 

mailto:elewis@lewispediatrics.com
tel://(585)%20442-1421/
tel://(585)%20442-6882%20fax/
http://www.lewispediatrics.com
mailto:tpgiombetti@hotmail.com
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by Thomas McInerny, MD, FAAP  
thomas_mcinerny@urmc.rochester.edu  
 
The AAP NY Chapter 1 Childhood Poverty Task 
Force held a conference call on January 16, 
2018. On the call were Andy Aligne, Chris Bell, 
Winter Berry, Carolyn Cleary, Steve Cook, Ellen 
McHugh, Tom McInerny, Elizabeth Murray, 
and Dave Topa. Other members of the task 
force are Rebecca Butterfield, Joseph 
Domachowske, Travis Hobart, Chris Kjolhede, 
and Dennis Kuo. 
 
Several activities are underway throughout 
upstate New York to improve the health of 
children living in poverty. In the Southern Tier, 
members are meeting with stakeholders to 
develop a city ordinance to reduce lead levels 
in rental properties. In Syracuse, the resident 
clinic is performing universal developmental 
and social determinant screening. The faculty 
have applied for a grant to reduce ED visits 
and hospitalizations for children with asthma. 
Dr. Berry and a resident have applied for a 
legislative scholarship, and Dr. Berry will be 
recognized in “Contemporary Pediatrics” for 
developing a diaper bank. 
 
In Rochester, Dr. Murray will be attending the 
legislative conference for the subspecialty 
track. The Rochester Monroe Anti-Poverty 
Initiative (RMAPI) has attracted funding from 
the state for its initiatives. Dr. Topa and the 
Children’s Agenda advocated for, and 
achieved, significant improvements for CPS in 
Monroe County. Dr. Aligne has received a large 

grant from the Greater Rochester Health 
Foundation to expand the LARC initiative in 
the community. A URMC resident is working 
with Great Schools for All to desegregate the 
Rochester City schools. 
 
Members of the task force are advocating at 
the national and state levels to increase 
funding for child care, nurse-home visitation, 
preschool programs, such as Head Start, for 
three year olds, lead abatement, reducing food 
insecurity, and other poverty reduction 
programs. 
 
Although childhood poverty is a pressing 
problem in upstate New York, pediatricians 
can and are working in their offices and at 
local, state, and national levels to ameliorate 
the effects of poverty. 
 

Thomas McInerny, MD, FAAP 
was a member of the Panorama 
Pediatric Group in Penfield, NY 
from 1971 to 2013 and 
Associate Chair in the 
Department of Pediatrics at the 
University of Rochester Medical 
Center from 1996 to 2014. He 

has been active on many committees in the AAP, 
including PROS, Child Health Financing, and 
Quality Improvement and Patient Safety, and 
served as Chair of AAP Chapter 1 in 1988 and as 
AAP President in 2012 - 2013. He currently is a 
member of the MCMS Quality Improvement 
Collaborative and chairs the Chapter 1 
Childhood Poverty Task Force.  

Childhood Poverty Task Force 

https://webmail.mcms.org/owa/redir.aspx?C=80b2fb6cf40e4c69841c23a744afa6ef&URL=mailto%3aThomas_McInerny%40URMC.Rochester.edu
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What is your background? 
I was born and raised in upstate New York and attended 
Cornell University for undergraduate studies in 
Evolutionary Biology & Marine Science. This was 
followed by medical school at SUNY Upstate Medical 
University. I took a year to pursue global health research 
in Moshi, Tanzania, and then I completed my Med-Peds 
residency at Duke. I moved to southern California and 
worked with UCLA for three years after residency. I 
returned to the east coast two years ago when an 
opportunity arose to work in refugee care and global 
health. I started off back in Syracuse, working to build a 
medical home for adult refugees in an internist position 
at Syracuse Community Health Center (FQHC). During 
that year, I shared a post with an internist mentor/
colleague, Dr. Peter Cronkright. During the half of the 
year when he covered the practice, I worked as a clinical 
faculty member at Juba Teaching Hospital in South 
Sudan. The political situation deteriorated further in 
South Sudan and has not allowed me to return there 
consistently in the past year. Since that time, I took up a 
combined roll in refugee medicine and global health at 
Upstate Medical University, where I currently work for 
the Department of Pediatrics and work closely with 
Upstate's Center for Global Health and Translational 
Science. My goal is to continue this work with Upstate to 
continue to develop a medical home for refugee families 
and participate in educational activities that allow our 
learners to understand global health locally (ie. refugee 
medicine) and globally (via our sustainable platform in 
western Kenya).  I have worked with colleagues here 
to develop an applied learning elective, "Refugee Health 
in our Community", engaging interprofessional students 
(medical students, public health students, anthropology 
students, social work students) in the community, where 
I have paired them up as health advocates for refugee 
families struggling to adapt to life in Syracuse during 
initial years of resettlement. 
 
I spend the majority of my time in Syracuse running the 
Pediatric Refugee Clinic, an academic medical home for 
refugees, where residents and medical students learn 
about "global health locally". 

  
http://blogs.upstate.edu/healthlinkonair/2017/05/05/
she-provides-health-care-to-refugee-children/ 
 
http://www.upstate.edu/news/article.php?title=10824 
 
The other hat I wear at the institution involves 

developing a global health pathway for pediatric 
residents to have a meaningful experience as a part of an 
established collaboration that is invested in bidirectional 
learning and scholarship in global health.  The platform I 
am developing for this is in Kisumu, Kenya.  Our first 
resident rotations will start summer 2018.  My clinical 
work in Kenya involves collaborative clinical educational 
work with Maseno University School of Medicine and 
collaborative public health research with Upstate's 
Center for Global Health and Translational Science. 
 
What are the biggest challenges for immigrant 
children? 
The immigrant children I work with are largely refugees. 
By definition, they have fled trauma and persecution. 
The layers of trauma stem from the initial home country 
they fled, uncertainty and stress of life in a refugee camp. 
This is followed by the trauma of relocation into a 
community that has a new language, climate, culture, 
etc.,  which are among the challenges these children face 
upon arrival to the US.  These children are all survivors 
and, by and large, very adaptable, but the challenges are 
real. 
 
What can the average pediatrician do to better serve 
or improve outcomes for their immigrant patients? 
 The same approach to any patient applies to working 

with immigrants — respect, gain trust, create a safe 
space to confide and work through problems, and 
commit to work through things despite challenges. 

 Plan to spend the extra time. Working with 
interpreters will inherently double and triple the 
time you need to provide quality care for a 
family. Closing the loop with simple repetition of 
instructions and plans goes a long way with any 
patient, and is a necessary step to provide high 
quality care.   

 Be aware of a history that may involve traumatic 
experiences and how that may play a roll in the 
health and development of these children. 

 Take the time to teach health literacy. There are 
many aspects to our health system that are not 
intuitive to anyone who was born outside of this 
country. Take the extra minute to explain a 
preventative visit, review vaccines, encourage 
good dental care, and participate in shared decision 
making and planning in order to better care for these 
kids.  This is a knowledge base that builds with time 
and experience, but should never be assumed. 

Providing health care to refugee children 

Andrea Shaw, MD 
Pediatric Refugee Clinic 

SUNY Upstate Medical University 

http://blogs.upstate.edu/healthlinkonair/2017/05/05/she-provides-health-care-to-refugee-children/
http://blogs.upstate.edu/healthlinkonair/2017/05/05/she-provides-health-care-to-refugee-children/
http://www.upstate.edu/news/article.php?title=10824
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New Guideline for Early Identification, Diagnosis and 
Treatment of Autism Spectrum Disorder for Children 0-3 

by Anthony Malone, MD 
amalone@capcare.com      
 

The Chapter 1 Committee for 

Children with Disabilities wants to 

alert our pediatricians of new 

changes in the Early Intervention for 

Autism Spectrum Disorder.  

 

The NYS Department of Health has 

produced a new guideline for early 

identification, diagnosis and 

treatment of Autism Spectrum 

Disorder for children 0-3.  The 

guidelines are “recommendations 

about best practice based on 

scientific evidence and expert clinical 

opinion about the efficacy of various 

assessment and intervention options 

and medical management for young 

children with ASD.”  

 

It is likely that primary care 

providers will be asked about some 

of the provisions. The following is 

abstracted from much longer 

document which may be found at:  

https://www.health.ny.gov/

publications/20152.pdf. 

 

Important Take Home Points  

 

 Autism is a neurologic disorder with strong genetic 
underpinnings. While the major interventions are not 
medical, pediatricians must play a significant role in 
the care of children on the spectrum. 

 Health care visits at 9, 18 and 30 months should 
include a general developmental and standardized, 
ASD-specific screening at the 24- to 30-month visit. 

 Pediatricians should be very responsive any time 
parents bring up concerns about development or ASD. 

 Pediatricians should follow up with parents on the 
outcome of the referrals and/or of evaluations. 

 Since making an accurate diagnosis of ASD is complex, 
particularly in children under 3 years of age, it is 
important that professionals who make the diagnosis 
have experience and expertise in assessing young 
children with ASD. This can include pediatricians in 
primary care who have that extensive experience in 
the diagnosis of ASD in young children. 

 Treatments for ASD should focus on improving core 
difficulties in social communication and social 
relationships as well as addressing challenging 
behaviors and coexisting concerns especially of 
attention or anxiety. 

 A child’s comprehensive and intensive early 
intervention services should be determined on an 
individual basis. The family need as well as availability, 
time commitment required for the family, child 
characteristics (such as cognitive skills and age), and 
costs need consideration. 

 Applied behavioral analytic interventions are 
considered first line due to the depth of positive 
outcome data. 

 Chromosomal microarray (CMA) is currently 
recommended as the first line genetic testing to 
identify genetic associations with ASD.  CMA is 
recommended so appropriate counseling can be 
provided regarding recurrence risk and associated 
conditions. 

 DNA testing for Fragile X syndrome is recommended at 
least in boys with ASD. 

 Some common health and safety concerns that may 
need to be addressed include; Sleep, Feeding, Diet and 
nutrition, Constipation, Seizures, and Elopement 
(wandering). 

mailto:amalone@capcare.com
https://www.health.ny.gov/publications/20152.pdf
https://www.health.ny.gov/publications/20152.pdf
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Starting, Choosing, and 
Carrying Out Interventions 

Treatments for ASD should focus on improving core 
difficulties in social communication, paying 
attention to others to increase conventional 
learning and social relationships, addressing 
challenging behaviors and commonly associated 
difficulties (e.g. anxiety, attention difficulties, 
sensory difficulties), promoting functional 
independence, and improving quality of life. 
Treatment choices may be influenced by 
availability, time commitment required for the 
family, child characteristics (such as cognitive skills 
and age), and costs. 
 
1. It is recommended that early behavioral and 

developmental interventions based on 
principles of ABA be incorporated as an 
important element of any intervention 
approach for young children with autism 
spectrum disorder. These interventions use 
research-based procedures and parameters and 
are based upon basic principles of learning. 
 

2. In deciding upon the intensity and duration of 
intervention for young children with ASD, it is 
important to recognize that based on available 
scientific evidence, it is not possible to 
accurately predict the optimal intensity that will 
be effective for any given child and family. 
However, it is recommended that behavioral 
programs include a minimum of approximately 
20 hours per week of individualized 
intervention. 
 

3. It is recommended that the precise number of 
hours and duration of behavioral intervention 
be determined based on a range of child and 
family characteristics, including severity of 
autistic symptoms, rate of progress, health 
considerations, the child’s tolerance for the 
intervention, and family participation. In the 
recent studies reviewed, effective interventions 
based on ABA techniques ranged in intensity 
between 14-28 hours per week. 
 

4. It is recommended that parent training and 
education be included as an important 
component of comprehensive intervention 
programs for children with ASD. 

 
 

Considerations in Medical Assessment 
of a Child with ASD 

It is important that a general health evaluation for 
children with possible ASD include at least the 
following components: Assessment of hearing and 
vision, A neurological examination., A skin exam 
(for signs of neurocutaneous disorders with 
increased risk for ASD like tuberous sclerosis or 
neurofibromatosis), A search for medical 
conditions, genetic syndromes, or other 
developmental problems that are sometimes 
associated with ASD including completion of family 
history, review of medical history, measurement of 
growth parameters, including head circumference 
and dysmorphology exam. 
 

1. Chromosomal microarray(CMA) is currently 
recommended as the first line genetic testing to 
identify genetic associations with ASD. Genetic 
abnormalities may be identified in up to 30% of 
children with ASD using this technology, 
although not all are etiologic. CMA is 
recommended so appropriate counseling can be 
provided regarding recurrence risk and 
associated conditions. 

2. DNA testing for Fragile X syndrome is 
recommended at least in boys with ASD to 
provide: Appropriate counseling regarding 
recurrence risk and associated conditions. 

3. An EEG is not currently used for making the 
diagnosis of ASD…unless there is a clinical 
history suggesting seizures. 

4. The use of MRI scans is not recommended in the 
routine assessment of children with possible 
ASD. 

5. There is currently no evidence to suggest 
immune, allergic, or metabolic tests should be 
used to identify subgroups of children with ASD 
who may respond to specific medication or 
dietary interventions for behavioral symptoms. 

6. Testing for disorders of metabolism and for 
mitochondrial disorders is of low yield in 
routine screening of children with ASD and is 
not recommended unless suggested by history, 
family history, or examination. 

 

Recommendations on Dietary 
Interventions for Children with ASD 

Special diets that eliminate milk, gluten products or 
other specific foods are not adequately supported 
by the evidence for the treatment of symptoms 
associated with ASD in children to recommend their 
use.  
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Influenza Vaccine Update 

by Joseph Domachowske, MD 
domachoj@upstate.edu 
 
It seems the only thing that is predictable about the 
influenza season is that it’s unpredictable. The 2017-
2018 season started early, and seems to be lasting 
forever. Widespread influenza activity is still 
affecting New York State, but we’re not alone. Most 
of the country is experiencing the same thing. 
 
Outpatient visits for influenza-like illnesses are still 
keeping us very busy. We haven't seen an influenza 
season with this level of activity since the 2009 
pandemic. As is typical, the disease burden is skewed 
disproportionately to young children, but overall 
morbidity and mortality remains highest among 
those 65 years and older. To date, there have been 
97 pediatric deaths reported in the U.S. Five of those 
deaths were children who once lived in New York 
State. 
 
Influenza remains the most commonly reported 
vaccine preventable illness. It’s tempting to blame 
that epidemiology on lousy vaccination rates since 
higher overall rates do result in less disease, but the 
problem is far more complex. The simple truth is that 
the efficacy of available influenza vaccines, even 
during particularly ‘good’ years, doesn’t come close 
to the efficacy rates we see with other 
immunizations. The reasons for the year to year 
variations in influenza vaccine effectiveness are 
multi-factorial, but the bottom line is that we need 
more effective vaccines. Preparing for and 
administering seasonal influenza vaccine each year is 
a hassle, to say the least, so if they don't work very 
well, what’s the point? 
 
Consider this: 
 
1. They are all we have for now. ‘Something’ is 

better than nothing. That sounds terrible, and 
rings disingenuous, but it holds some important 
truths. Data indicates that the term ‘vaccine 
failure’, might better be called ‘partial vaccine 
failure’ when it comes to influenza vaccines 
because at the population level, immunized 
individuals have milder illness compared with 
those who were not unimmunized. With an 
important exception: 

2. We all recall years when vaccine strains were not 
a good ‘match’ for the influenza viruses that 
emerged that season. When the differences 
between the vaccine strains and the circulating 
viruses are substantial, we can expect that 
immunized individuals who develop infection 
will suffer from illness severity that is 
indistinguishable from those who did not get 
immunized. 
 

3. As a group, young children have the highest rates 
of influenza infection each season. They are also 
more likely to transmit influenza to others 
because they have very high levels of virus in 
their respiratory secretions, and they, by 
definition, have lousy ‘cough and cold’ hygiene. 
As it turns out, these young children also 
represent a cohort that consistently shows the 
best responses to influenza vaccines. Vaccinating 
children, even by itself, helps to reduce 
community spread. 
 

4. Let’s take a quick look at some numbers. In a 
season when we experience 20% overall vaccine 
effectiveness (lower than the current year’s 
estimate), vaccination prevents between 11,000 
and 144,000 influenza-associated 
hospitalizations and between 300 and 4,000 
deaths.  Obviously, more effective vaccines would 
be associated with a higher public health benefit, 
but we use the vaccines we have because they 
are ‘all we got’. For now. And they do make a 
substantial difference at the population level 
even when their effectiveness is disappointing 
like this year. Even small improvements in 
effectiveness can translate to impressive changes 
in the numbers affected. 

 
This 2017-2018 influenza season started early, 
continues to be widespread, and represents 
infections caused by at least four different influenza 
A and B viruses with influenza A H3N2 
predominating provided a nice opportunity to 
calculate an interim estimate of vaccine 
effectiveness. For influenza A H3N2, the estimate of 
25% effectiveness among all ages fell short of 
expectations because the vaccine strain and the 
circulating strain are a ‘good match’. Not 

(Continued on page 18) 
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surprisingly, a subanalysis of vaccine effectiveness 
against influenza A H3N2 among children aged 6 
months through 8 years was estimated to be much 
higher at 59%. 
 
On Wednesday, February 21st, we were hit with 
another somewhat unexpected surprise when the 
Advisory Committee on Immunization Practices 
(ACIP) voted 12-2 to include the live attenuated 
influenza vaccine (LAIV) as "an option for influenza 
vaccination for persons for whom it is appropriate" 
during the upcoming 2018-2019 season. This 
decision comes two years after withdrawing their 
endorsement because of concerns regarding the 
lack of efficacy against influenza A H1N1 infection. 
During the same ACIP meeting, a motion to give a 
preferential recommendation to inactivated 
influenza vaccines over LAIV was voted down 3-11. 
The Vaccines for Children (VFC) resolution passed 
unanimously with a 14-0 vote making the mist 
formulation accessible through that entitlement 
program during the 2018-2019 influenza season. 
 
By all accounts, LAIV worked very well in the early 
years, so much so that ACIP issued a preferential 
recommendation for its use in young children after 
its first several years of use. Between 2014 and 
2015, however, sufficient concern was raised 
regarding its lack of effectiveness against influenza 
A H1N1 virus that ACIP did not recommend its use 
in the U.S. during the 2016-2017 and 2017-2018 
seasons, although it was still used in Canada and the 
European Union, among others. The Food and Drug 
Administration did not withdraw its licensing 
approval, but without garnering an ACIP 
recommendation, the manufacturer did not supply 
it for use in the U.S. 
 
What compelled the ACIP to change their position?  
Research presented from prior studies of live 
attenuated influenza vaccine in the form of a meta-
analysis supported a 45% overall effectiveness of 
LAIV with 25% protection against influenza A 
(H1N1)pdm09 compared with unvaccinated 
children. The work also found that while 
inactivated influenza vaccine was superior to LAIV 
in all age groups against influenza A(H1N1)pdm09, 
there was no difference in protection against 
influenza A (H3N2) and influenza B viruses. Next, a 
representative from the manufacturer of LAIV 
presented data on corrective actions used to 

reverse the problem identified with the influenza A 
H1N1 vaccine component. Population based vaccine 
effectiveness data that compare the newly 
formulated LAIV to inactivated vaccine 
formulations are not yet available, but a decision to 
recommend an influenza vaccine is not generally 
based upon effectiveness comparisons to other 
products, explaining how the 12-2 vote came to be 
in favor of again including LAIV as a recommended 
vaccine. 
 
The two ACIP members that voted against adding 
LAIV back to the recommended influenza vaccine 
armamentarium expressed concerns about the 
public message should the vaccine again show 
inferior effectiveness when used widely. The 
American Academy of Pediatrics liaison to ACIP also 
expressed objections to the recommendation 
pointing out that the CDC-based analysis may be 
overly optimistic where a more conservative stance 
may be prudent. 
 
The option to use an influenza vaccine that does not 
require an injection appeals to many patients, 
parents, nurses and providers. We’ve missed LAIV. 
Some have even mourned during its sabbatical. 
Available data suggest quite firmly that the 
manufacturer has identified and corrected the root 
cause for the influenza A H1N1 problem. LAIV has 
consistently offered protection against influenza A 
H3N2 and influenza B viruses from both lineages. Is 
‘switching back’ to LAIV for eligible pediatric 
patients premature? Probably not. The ACIP vote 
agrees. The possibility remains that the ‘real world’ 
experience could show flawed protection against 
influenza A H1N1 stains. It seems that risk is low. It 
certainly makes sense to use LAIV for 2018-2019, 
as appropriate, in all circumstances where the 
patient or the parent refuse an injectable 
formulation. For the rest of our patients, the ACIP 
has left it for us to decide. And we need to decide 
quickly because vaccine order commitments for all 
types of influenza vaccines are being placed now. 
 
Dr. Domachowske is Vice President of the AAP NY 1 
Chapter. He is Professor of Pediatrics and Professor 
of Microbiology and Immunology at the State 
University of New York Upstate Medical Center in 
Syracuse, NY. His research interests include the 
prevention and treatment of childhood respiratory 
infections, including involvement in many clinical 
vaccine trials.  

(Influenza Vaccine Update—Continued from page 17) 
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by Colleen Mattimore, MD, FAAP  
cmattimore@aol.com  

Membership, as well as ways to increase value for AAP members, continues to be an active discussion 
from the national level, to the districts, and down to the chapters. This is where much of our work can 
make a difference! 
 
The Committee on Membership will sunset with its last meeting this April. I will attend and hope to 
return with ideas we can implement to increase our chapter membership. 
 
National membership has increased; there has been focus on recruitment and retention of certain 
segments, including trainees and early careerists and subspecialists. 
 
Chapter membership is trending up. The latest data reports 1,081 chapter members as of February 
2017 — this includes FAAP and resident members. (See below for trend diagram.) 
 
The AAP is a diverse organization. Over the years the demographics have changed. As with any 
organization, the vitality depends on an active and growing membership. Each one of us can make the 
most of any opportunity to promote the AAP, especially with our trainees and young physicians.  
 
 Personally reach out to a colleague who may not be a member.  
 Make use of social media to promote the advocacy work of our members.  
 Bring the voice of the AAP to your practice; your schools and your community.  
 Be involved.  

 
You  may inspire someone to join. 

Membership Highlights 

Colleen Mattimore, MD, FAAP is a proud member of the 
AAP NY 1 Chapter and Managing Partner of WNY 
Pediatrics. In addition, she is Board Chair of Medical Health 
Associates, a pediatric supergroup in Western New 
York.  Dr. Mattimore is serving on the national AAP 
Committee on Membership and is chair of the AAP district 
membership committee. 

mailto:cmattimore@aol.com
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Unique Private Practice Opportunity in Liverpool, NY 
 

Summerwood Pediatrics is a very progressive, PCMH Level III certified, large community-based 
private practice in Liverpool, NY (Syracuse suburb). It provides care for over 30,000 children from 
birth to 22 years of age. The practice also has a satellite office in Camillus, NY.  
 
Additionally, the practice operates adjacent to an independent outpatient infusion practice, 
Infusacare Medical Services, which is also owned and operated by the Medical Director of 
Summerwood Pediatrics, which has been a great benefit to our patients. 
 
We are currently looking for a full time, bright, energetic and enthusiastic general pediatric or 
subspecialty-trained physician for a very busy practice.   
 
Benefits for a full-time physician include: a substantial employment bonus given after completing one 
year of employment with a signed 3-year contract, health insurance, malpractice insurance, CME 
expenditure, fees for licensures, memberships (AAP, etc.) and offer a retirement plan. 
 
Presently the practice employs six physicians and six nurse practitioners. All Providers share on-call 
responsibilities on a one-day per week basis. Weekend coverage is on a rotational basis by all 
providers. Our office encompasses over twenty-eight thousand square feet of state of the art clinical 
space and provides on-site laboratory services with fully staffed lab technicians. 
 
Please contact Dr. Robert A. Dracker, Medical Director, at robert.dracker@summerwoodmedical.com 
or call (315) 457-9914. Website: www.summerwoodpediatrics.com  
 

 

Full and Part-Time Pediatricians Needed for Webster, NY Practice 

Well-established pediatric office seeking both full and part-time pediatricians to join our Webster, NY 

practice. Our office is located in a beautiful, newly built office space. The practice is state-of-the-art, 

and the Epic EMR system allows access to all local hospitals. Serving a diverse suburban community 

affords for a stable population and promotes positive experiences for both the patients and the well-

trained staff.  Full time is 4 days a week. Weekend rotation is 1 in 4. Night call by service.  Profit 

sharing plan and Insurance benefits are available. For more information, please contact: Terri 

Brumm, LPN, CMOM, Office Manager, Portland Pediatric Group, LLP; Phone: (585) 342-5665, Fax: 

(585) 342-2345, website: www.ppgkids.com  

Classifieds 

AAP NY1 Members: If you’d like to submit a free, classified posting,  
please submit your information to cburke@mcms.org 

or call Carol Burke at (585) 244-3773. 

mailto:Robert.dracker@summerwoodmedical.com
http://www.summerwoodpediatrics.com
http://www.ppgkids.com/
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