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Speaking for Maryland’s Kids 

(although briefly) with Judy, 

Josh, and First Lady of Mary-

land, Katie O'Malley, at the 

event.  The national AAP has an 

abundance of information about 

obesity, nutrition, and healthy 

lifestyles for pediatricians and 

families on its relatively new 

website, 

www.healthychildren.org.  To 

support a healthy lifestyle, the 

AAP is promoting the 5-2-1-0 

goals for children, which are to 

eat 5 fruits and vegetables a 

day, to limit screen time to 2 

hours or less per day, to partici-

pate in at least 1 hour of moder-

ate physical activity a day, and 

to avoid sugar-sweetened soda, 

sports and fruit drinks.  Instead 

of sugary drinks, it is recom-

mended that children drink wa-

ter and 3 to 4 servings of skim 

or 1% milk per day. 

 

I applaud Dr. Jay Perman and 

the University of Maryland in 

Baltimore (UMB) for hosting a 

Summit on Childhood Obesity in 

partnership with DHMH. The 

Summit was held November 15-

16 at the Baltimore Hilton.  It is 

As you know, childhood obesity 

is a growing problem in Mary-

land as it is in the rest of the 

U.S. Over the past three dec-

ades, childhood obesity rates in 

America have tripled, and to-

day, nearly one in three chil-

dren in America are overweight 

or obese.  The numbers are 

even higher in African American 

and Hispanic communities, 

where nearly 40% of the chil-

dren are overweight or obese.  

First Lady Michelle Obama has 

initiated the Let's Move cam-

paign, www.letsmove.org, which 

is a comprehensive initiative 

dedicated to solving the chal-

lenge of childhood obesity 

within a generation, so that 

children born today will grow up 

healthier and be able to pursue 

their dreams.  Let's Move in-

cludes multiple components de-

signed to promote healthy life-

style including Let's Move Out-

side, Let's Move Salad Bars 

into Schools, and Let's Move 

Child Care Challenge.  AAP past 
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president Dr. Judy Palfrey was 

named as Executive Director of 

Let's Move in September.  Dr. 

Joshua Sharfstein, a pediatri-

cian and Secretary of the 

Maryland Department of Health 

and Mental Hygiene (DHMH), is 

also committing resources to 

fighting childhood obesity and 

promoting healthy lifestyles.  

The Secretary invited Dr. Dan 

Levy and me to an event held in 

October at the Governor's 

mansion to launch a new initia-

tive, ChopChop Maryland 

(http://dhmh.maryland.gov/cho

pchopmd) in partnership with 

ChopChop magazine to distrib-

ute fun, healthy and nutritious 

recipes to Maryland families.  

Dan and I were able to chat 

 

http://www.healthychildren.org
http://www.letsmove.org
http://dhmh.maryland.gov/chopchopmd
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my understanding that over 400 people attended representing a wide range of organizations and disciplines.  

In addition to myself, there were other members of MDAAP present including Dr. Dan Levy, Dr. Mel Stern, 

Dr. Alan Lake, Dr. Maura Rossman, Dr. Cheryl DePinto and Dr. Richard Katz.  Of course Dr. Perman, although 

the President of UMB, is also one of us; he is a Pediatric Gastroenterologist.  At the Summit, I gained a new 

appreciation for the variety of sociocultural factors that are contributing to the obesity epidemic as well as 

the number of government agencies, university programs and community organizations that are trying to 

tackle this problem. 

 

I learned about “food deserts” in our urban areas and that 1 in 5 households in Maryland will experience food 

insecurity over the course of a year.  Low-income families often have unhealthy diets because of lack of ac-

cess to fresh fruits and vegetables compared to calorie-dense junk food.  The standards for school lunches 

have been improved significantly over the years, and school food services try their best to provide balanced, 

nutritious, and tasty food at a very low cost.  In Baltimore City, they receive a maximum of $2.77 per free 

lunch served from the federal government.  After labor, equipment, disposables and other costs are sub-

tracted, only $1.10 is left to purchase food per meal.  Overall, the Summit reinforced some important mes-

sages for me that I can share with my patients and their families: eliminate sugary drinks and promote water 

as the default beverage; include fruits and vegetables at every meal; avoid fried foods; have more family 

meals together; decrease screen time; spend time outside. 

 

We learned that DHMH is partnering with the UMB to establish the Institute for a Healthiest Maryland.  

The institute will be a valuable new resource for Maryland communities working to improve wellness across 

the state.  Start-up funds come from a portion of a 5-year $9.5 million Community Transformation Grant 

from the CDC that was awarded to DHMH in September.  The institute will initially focus on three wellness 

areas: obesity prevention, tobacco control, and appropriate management of hypertension and cholesterol.  

The institute will provide resources to support local health coalitions.  The institute's new website, 

www.healthiestmaryland.org, was inaugurated at the Summit and has resources and materials from the meet-

ing. 

 

The epidemic of childhood obesity has attracted much recent attention, but despite efforts so far, obesity 

remains the most important health problem facing Maryland's children.  I encourage you to promote healthy 

lifestyles in your clinical practice.  However, it is obvious that pediatricians working alone will have only a 

small impact.  It will take a multi-pronged and pervasive approach to changing our culture and lifestyles in 

order to prevent future generations from being less healthy and having shorter life expectancies than our 

own.  MDAAP is partnering with other stakeholders at the state level to address the obesity epidemic and 

should be expected to have a seat at the table. I also challenge you to become involved in your community on 

this issue and join the local health coalitions that will be forming throughout the state.  Thank you for your 

commitment to caring for Maryland's Children. 

 

Eric Levey, MD, FAAP 

Chapter President 
 

(Continued from page 1) 
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Update on the Initiative to Improve  

Health Care for Maryland Foster Youth 

 

 

Efforts to improve health care for foster youth are still underway, despite the end of a grant from the Ameri-

can Academy of Pediatrics that supported collaboration between the Maryland Foster Parent Association, the 

Maryland Chapter of the AAP, and the Maryland Department of Human Resources. 

 

A number of efforts are underway to address issues identified in the health care for foster youth needs as-

sessment.  Sharing of information between health care providers, foster parents, and DHR staff was a problem 

identified by many needs assessment participants, including pediatricians.  Maryland pediatricians Wendy Lane 

and Rachel Dodge are working with foster parents, and professionals from DHR, DHMH, Legal Aid, and other 

organizations to improve information sharing.  Much of their work has focused on improving the Health Pass-

port – a folder that DHR creates for each foster youth, which contains their health information.  The revised 

forms will contain clear instructions for health care providers regarding what information should be included.  

In addition, the group is developing a form that DHR will give to health care providers, listing important infor-

mation such as foster parent and foster care worker contact information, names of other health care provid-

ers, and insurance information. 

 

The workgroup is also making efforts to inform health care providers about laws allowing for information shar-

ing with foster parents and foster care workers.  They have drafted a letter to be sent to health care profes-

sionals to inform them that the law allows them to share health care information with DHR and with foster par-

ents.  In addition, the group has drafted a cover letter to be used by foster care workers when requesting re-

cords from health care providers. 

 

Other workgroups have also been working to improve health care for foster youth.  The mental health work-

group is working with the Maryland Mental Health Administration to improve the availability and skill of mental 

health professionals who work with foster youth.  The Medical and Dental Access workgroup has been identify-

ing resources for dental care payment, and educating professionals about these resources. 

 

Michele Burnette, past president of the foster parent association, Wendy Lane, a Baltimore-based pediatrician, 

and Karen Powell, a social worker at Maryland DHR presented results of their health care for foster youth 

needs assessment at two national meetings this past spring.  The first presentation was at the “One Child, 

Many Hands” Conference sponsored by the University of Pennsylvania Field Center for Policy and Practice.  The 

three professionals discussed the results of the health care for foster youth needs assessment, as well as 

some of the steps that have been taken to address foster youth needs.  In July, the three presented results 

of the needs assessment at the 19th annual APSAC Colloquium. 

 

 

 



 

 

December 7, 2011 

Legislative Meeting, Med-

Chi—Krause Rm., 6-8:30pm 

 

January 11, 2012 

BOD Conference Call 

9:00-10:00pm 

 

February 1, 2012 

Executive Committee Mtg., 

Location TBD 

 

March 7, 2012 

BOD Conference Call 

9:00-10:00pm 

 

 

April 11, 2012 

Executive Committee Mtg., 

Location TBD 

 

May 2, 2012 

BOD Conference Call 

9:00-10:00pm 

 

June 6, 2012 

Executive Committee Mtg.,  

TBD 

 

September 2012 

Annual Planning Mtg.,MedChi 
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Upcoming Meetings 

  2012 AAP Council and Section  

Executive Committee Vacancies 
  

 

AAP councils and sections are a great way to 
get involved at the National level! In 2012 there 
will be over 100 vacancies to fill on the council 
and section executive committees. An executive 
committee is the leadership body comprised 
of a chairperson and executive committee 
members.   

  

Here are brief descriptions of councils and sec-
tions: 

http://aap.org/sections/sintro.htm 

  

Nominations are being accepted through De-
cember 15 via Survey Monkey: https://
www.surveymonkey.com/s/5JJ28W3  

  

Any interested candidate must be up to date 
with their National AAP membership and be a 
member of the council or section for which they 
are being considered. Candidate information will 
be shared with the nominations committees for 
each council or section, who will weigh in on 
the nominations received and make their deci-
sion by mid-January. Elections are conducted in 
March. 

  

The list of needs for each council vacancy is at-
tached. Should you have any questions, please 
contact Carolyn Mensching at the National office 
at 800-433-9016 ext 4079 or via email at 
cmensching@aap.org. 

  

http://aap.org/sections/sintro.htm
https://www.surveymonkey.com/s/5JJ28W3
https://www.surveymonkey.com/s/5JJ28W3
mailto:cmensching@aap.org
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Early Hearing Detection and Intervention (EHDI) In Maryland 
Susan Panny, MD, FAAP, Chapter EHDI Champion 

 

This is the first of a series of articles about the efforts in our state to identify babies with hearing loss as early as possible 

and to provide them with appropriate interventions in time to ensure their optimal health and development. 

 

Congenital hearing loss is quite common.  Approximately 1 in 300 babies is born with significant hearing loss. Without appropri-

ate opportunities to learn language, babies who are deaf or hard of hearing will fall behind their hearing peers in language, cog-

nition, and social-emotional development. Such delays may result in lower educational and employment levels in adulthood.1  

 

The first 6 months of life are a critical period in the development of the neural networks in the brain related to language and 

communication. If babies are identified with hearing loss and receive intervention before 6 months of age, they will maintain 

language development roughly commensurate with their hearing peers. Babies who do not receive intervention until after 6 

months of age show persistent delays in language development compared with their hearing peers.  Clearly we must identify ba-

bies with hearing loss early enough for them to receive appropriate intervention before 6 months of age. 2 

 

The Joint Committee on Infant Hearing (JCIH)3, a multidisciplinary group of representatives from the AAP and 5 other organi-

zations, issues position statements recommending best practices for the early identification of and appropriate interventions 

for babies at risk for or with hearing loss. In order to get babies with hearing loss into appropriate services in time for optimal 

outcome, the JCIH guidelines use the “1, 3, 6 principle”. This calls for babies to be screened for hearing loss before discharge 

from the hospital and for any additional screening tests to be completed by 1 month of age. If the baby doesn’t pass the 

screening, a full diagnostic evaluation, including a diagnostic ABR, should be completed by 3 months of age. If the baby has 

hearing loss, additional work up (ENT, genetics, development, etc. as appropriate) should be undertaken and the baby should be 

referred to the Infants’ and Toddlers’ Program in time for the baby to actually receive services by 6 months of age. 4 In 2001 

the American Academy of Pediatrics (AAP) implemented a program, Improving the Effectiveness of Newborn Hearing Screen-

ing, Diagnosis, and Intervention through the Medical Home, focused on increasing the involvement of primary care pediatricians 

and other child health care providers by linking follow-up services more closely to the newborn's medical home. The latest AAP 

EHDI algorithm was published in the August 2011 issue of Pediatric News and can be found at the AAP medical home website 

(http://www.medicalhomeinfo.org). 5 

 

Over 98% of Maryland babies receive newborn screening for hearing loss. Approximately 3.5 % of babies do not pass the initial 

screening. Ideally, the pediatrician should have the results of screening before the first office visit. A new on-line EHDI data 

system makes it possible for the office to look up the baby’s test results at their convenience. 6   Call the Maryland EHDI pro-

gram at 410-767-6730 and ask for one of the EHDI follow up staff. They can look up babies for you and get you set up with a 

password so you can look them up yourself in the future. Please update names, correct any errors in the hospital record and en-

ter follow up data. Audiologists and other providers also have access and enter data, allowing the pediatrician to monitor the 

progress of the work up. 

 

Although hearing screening results are not as time sensitive as some metabolic screening results, there is still a need for 

prompt action. If the baby did not pass the initial screen in the hospital, an additional screen should be arranged on an outpa-

tient basis. This needs to be done promptly, certainly by 1 month of age, because if the baby doesn’t pass, the baby will need a 

complete diagnostic evaluation, including an ABR.  Babies over about 2 months old will rarely sleep through an ABR the way 

younger babies will.  That means they will need to be sedated. There is a shortage of facilities capable of doing sedated ABRs 

and your patient may have a long wait for an appointment. Inability to get a timely ABR is a frequent reason for a baby not get-

ting services by 6 months of age.  Time spent in getting multiple outpatient screens is a frequent cause of delay in scheduling 

the diagnostic evaluation and ABR.  If a baby doesn’t pass in the hospital and doesn’t pass the outpatient screen, time should not 

(Continued on page 6) 

http://www.medicalhomeinfo.org
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be lost in repeating screening tests; instead a diagnostic evaluation should be scheduled. Once the diagnosis is made, refer-

ral to Infants and Toddlers or other services should be made promptly, even if all ancillary evaluations (ENT, genetics, de-

velopmental, etc.) are not yet complete. Even 1 extra month’s delay diminishes a baby’s chance of an optimal linguistic out-

come. 2 

 

It has long been known that some babies are at higher risk for hearing impairment than others. 4 Babies with a family his-

tory of childhood hearing loss are at very high risk; 60% of hearing loss has a genetic cause. Babies with craniofacial anoma-

lies, or a syndrome associated with hearing loss are at increased risk, even if they pass the hearing screen as newborns. Ba-

bies who are premature, of low birth weight, have poor Apgars, require assisted ventilation, ECMO or exchange transfusion 

for hyperbilirubinemia, have been exposed to ototoxic drugs or loop diuretics or have had in-utero infections with CMV, ru-

bella, herpes, syphilis or toxoplasmosis are at increased risk for hearing loss. Most of these babies will have been in the 

NICU for 5 days or more. The JCIH guidelines state that ABR technology is the only appropriate screening technology for 

any baby with a NICU stay of 5 days or more.  NICU babies who do not pass the screening ABR should be referred directly 

to an audiologist for rescreening and, when indicated, diagnostic evaluation including a diagnostic ABR. These babies are at 

increased risk for neurological types of hearing loss, auditory neuropathy and auditory dys-synchrony, which will not be 

picked up by OAEs, the usual screening tests, which only assess outer hair cell function.  The presence of a risk factor is 

important and marks a baby as needing more careful long term follow up. We screen all babies because only about 50% of 

babies with significant permanent hearing loss have any identifiable risk factor. 4,7 

 

Most newborn hearing screening programs identify between 2 and 4 babies per 1,000 with significant permanent hearing 

loss. The sensitivity of screening in the newborn period is high, usually estimated at close to 100%, for moderate to pro-

found hearing loss. (It is not possible to determine sensitivity more exactly because the many studies all use slightly differ-

ent equipment, methodologies and protocols.) However, some babies with mild bilateral or unilateral hearing loss maybe 

missed. Some studies estimate that as many as 80% of babies with mild hearing loss may be missed, especially if the hearing 

loss is unilateral.  Even mild or unilateral hearing loss can negatively affect a baby’s language acquisition. Unless provided 

with appropriate intervention, over half of these children will have academic, social or behavioral difficulties, and will re-

quire special educational assistance. Without intervention, 37% of children with mild hearing loss will fail at least one grade 

and another 8% will not fail but will have skills below grade level. They typically have difficulty understanding speech in 

noisy environments and, upon testing, estimates of their verbal IQ will be depressed. In addition, children with unilateral 

hearing loss have difficulty localizing sound. With respect to hearing loss, “minimal is not inconsequential”. 8,9, 

 

By school age, new cases of permanent hearing loss will be found in approximately 6 per 1,000 children in addition to the 3 

per 1,000 cases likely to be detected at birth.10 Some of children identified after the neonatal period will have had mild or 

unilateral hearing loss that was not picked up in newborn screening. Some children with minimal hearing loss at birth will 

have had progressive hearing loss which has become much more severe. Many will have had normal hearing at birth and suf-

fered later onset hearing loss. Risk factors for childhood onset hearing loss include family history of childhood hearing loss, 

post natal infections such as bacterial and viral meningitis, exposure to ototoxic drugs, head trauma, chemotherapy, syn-

dromes or congenital anomalies associated with delayed onset or progressive hearing loss (neurofibromatosis, osteopetrosis, 

Usher syndrome, etc.) or neurodegenerative disorders/ sensory -motor neuropathies (Hunter syndrome, Friedrich’s ataxia, 

Charcot-Marie-Tooth disease, etc.).  Approximately 35% of babies with CMV infections will have delayed onset hearing loss. 

Further, an estimated 35% of pre-school children experience repeated episodes of ear infections and intermittent hearing 

loss, some untreated for extended periods. Clearly pediatricians cannot relax their vigilance for hearing loss after a normal 

newborn hearing screen. Babies and children with risk factors must be followed and rescreened at appropriate intervals and 

parent or caregiver concern regarding hearing, speech or language development should always trigger a serious evaluation.4,5 

 

(Continued from page 5) 
 

(Continued on page 7) 
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Maryland’s first systematic population based 

efforts to identify babies with hearing loss be-

gan in the early 1980s.  In 1982, the Joint Com-

mittee on Infant Hearing (JCIH), a body com-

posed of representatives of the AAP, the 

American Speech-Language- Hearing Associa-

tion (ASHA), the American Academy of Otolar-

yngology- Head and Neck Surgery, the Ameri-

can Academy of Audiology (AAA) and the Di-

rectors of Speech and Hearing Programs in 

State Health and Welfare Agencies 

(DSHPSHWA), recommended the identification 

of babies at risk for hearing loss in terms of 

specific risk factors. These high-risk babies 

were to receive audiological assessment of 

their hearing and appropriate intervention. In 

1985 Maryland passed legislation to require 

that all babies be screened for risk factors 

with a High Risk Questionnaire (HRQ). How-

ever, it became clear over the intervening years 

that risk factor screening identifies only 50% 

of babies with significant hearing loss.  The 

late 1980s and 1990s saw tremendous improve-

ments in the techniques of physiological hearing 

assessment and in the necessary instrumenta-

tion, accompanied by a decrease in the cost of 

screening. The 1994 JCIH statement endorsed 

the goal of universal screening of all babies for 

hearing loss and the 2000 statement endorsed 

the development of integrated, interdiscipli-

nary state and national systems of universal 

newborn hearing screening, diagnostic evalua-

tion, and family-centered intervention. Mary-

land passed legislation in 1999 requiring physio-

logical screening of all babies beginning in 2000. 

The Maryland program screens over 98% of ba-

bies. Follow up of babies who do not pass the ini-

tial screening or the rescreening is a serious 

problem nationally. Maryland has documented fol-

low up rates higher than the national average but 

the program needs documentation on all babies to 

assure that each baby is getting the interven-

tions they need. We know many of the babies for 

whom documentation is lacking are receiving ap-

propriate services but, until the program has 

documentation on all babies, we can’t be sure. 

The new on-line database will help the program to 

document the follow up on every baby who does 

not pass screening or has risk factors and will 

allow pediatricians to monitor the progress of 

their patients. 

 

 

History of the Maryland EHDI Program 
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Toxic Topics by Michael Ichniowski, MD 

The Home Environment-Part II: Chemical Agents 
“It’s a jungle out there, poison in the very air we breathe.” 

         Randy Newman 

“Lock up the streets and houses, because there’s something in the air.” 

         John “Speedy” Keen 

 

 Most animal life depends upon a steady supply of oxygen, and land-dwellers absorb this essential element by breath-

ing in the air that surrounds them. Carbon dioxide is exhaled, utilized by green plants which, in turn, release more oxygen 

into the air. Unfortunately, much of the air we breathe may contain a host of toxic agents that are detrimental to our well-

being. Locking our doors and windows will not keep these somethings in the air from entering the home environment. 

(Bonus points to those of you who can name the group Mr. Keen sang with back in the 60’s—extra points if you can name 

the album, the producer and the movie that featured the song…without using Google). 

 

 The previous article in this series examined the effects of inhalable irritants and allergens from molds, dust mites, 

cockroaches and rodents. This article will look at environmental tobacco smoke, gas and wood combustion products 

(including carbon monoxide), volatile organic compounds and radon. (Pesticides, which are also included among inhalable 

toxins, have been reviewed in two prior articles). 

 

Environmental Tobacco Smoke (ETS) 

 

 Over 4,000 different substances have been identified in tobacco smoke, and more than 40 of these are known to 

cause cancer. The EPA estimates that 3,000 lung cancer deaths in non-smokers are the result of exposure to ETS. In addition, 

many of the substances in tobacco smoke are strong respiratory irritants. ETS has been causally linked to exacerbations of 

asthma and to the development of asthma in children. A Surgeon General’s report in 2006 found that children exposed to 

ETS have an increased risk for acute respiratory illness, middle ear disease and sudden infant death, as well as the increased 

risk of more frequent and more severe asthma episodes. Fetal and infant exposure has been associated with low birth weight 

and prematurity, poor growth and behavioral and cognitive problems. No level of exposure to second-hand ETS is consid-

ered free from risk. No measures other than the elimination of all indoor smoking have been shown to be effective in reduc-

ing the risk from ETS. 

 

Combustion Products 

 

 Indoor pollution can arise from the combustion of wood and a variety of gases, particularly if there is inadequate 

ventilation when these substances are burned. Wood smoke contains a mixture of suspended solid particles, liquid droplets 

and various gases, including nitrogen dioxide and sulfur dioxide. Any of these can be irritating to the respiratory tract and act 

as triggers for asthma exacerbations. If a fireplace or wood-burning stove is adequately ventilated through a well-maintained 

and cleaned chimney, there should be limited indoor pollution. Any impediment to the flow of smoke out of the chimney can 

result in much higher levels of irritants within the home. 

 

 The combustion of kerosene or natural gas in space heaters, or the use of gas-burning stoves or ovens for indoor 

heating releases nitrogen dioxide and carbon monoxide. Again, adequate ventilation is critical to prevent the accumulation of 

(Continued on page 10) 
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these dangerous combustion products indoors. Gasoline-powered generators are particularly dangerous for the levels of CO pro-

duced and should never be used indoors. 

 

 Carbon Monoxide, an odorless, colorless, tasteless gas, is responsible for hundreds of deaths and thousands of non-fatal 

poisonings each year in the United States. It is produced by burning wood, charcoal, tobacco and natural and other gases. Toxic-

ity may occur from acute exposure to high concentrations of CO or from chronic exposure to lower levels. CO binds preferen-

tially to hemoglobin, reducing its oxygen-carrying capacity and the delivery of oxygen to tissues. This tissue hypoxia is responsi-

ble for the toxic effects of CO poisoning, and has greater effects on organ systems with high oxygen demand, particularly the 

CNS and cardiovascular systems. As is true of most poisonings, children are more susceptible to toxicity at lower CO concentra-

tions, and fetuses are at particularly high risk because fetal hemoglobin has a higher affinity for CO than adult hemoglobin does. 

 

 Symptoms of CO toxicity largely reflect CNS effects, and include headache, dizziness, drowsiness/lethargy, confusion, 

irritability, syncope and loss of consciousness. Other symptoms include nausea and vomiting, dyspnea on exertion, pallor and 

palpitations. Delayed neurological sequelae, including cognitive and personality changes, may also occur days to weeks after 

exposure. Diagnosis requires a high index of suspicion in the face of non-specific symptoms and is aided by obtaining carboxy-

hemoglobin (COHb) levels. Unfortunately, COHb levels do not necessarily correlate well with severity of symptoms since CO 

may also be bound to myoglobin and the cytochrome p450 system. CO may also be present  unbound in the plasma. Pulse oxi-

metry is not helpful, as this method reads COHb as oxyhemoglobin, and arterial blood gas determinations measure dissolved O2, 

not oxyhemoglobin. Elevated COHb is the best indication that exposure has occurred, but, as stated above, the level may not di-

rectly reflect the severity of the exposure. COHb levels normally range from 1%-3% in non-smokers, and 3%-8% in smokers; 

higher levels would suggest a potentially toxic CO exposure. 

 

 Treatment of exposed persons begins with removing them from the source of exposure. Medical therapy includes supple-

mental oxygen, monitoring for cardiac arrhythmias and ventilatory support, if needed. Administration of 100% O2 speeds the 

elimination of COHb. Hyperbaric O2 further increases the rate of clearance and is used in more severe exposures.  

 

 Prevention of exposure to CO is of primary importance in preventing toxicity. CO detectors are designed to sound their 

alarms before indoor levels of CO become dangerously high, and may be life-saving in the event of a CO exposure. All natural 

gas burning appliances, including furnaces, water heaters and stoves need to be regularly inspected and well-maintained; simi-

larly, fireplaces and wood-burning stoves need to have chimneys and vents inspected and cleaned. Gas stoves and ovens should 

never be used as heating sources. Combustion of charcoal can produce particularly high levels of carbon monoxide; charcoal 

grills should never be used indoors or in poorly ventilated areas. Fuel-burning space heaters also need to be properly maintained 

and vented.  

 

Volatile Organic Compounds (VOCs) 

 

 These compounds are organic chemicals that are gases at normal room temperature and pressure, and which are found in 

many common household items. VOCs may be released from paints and varnishes, cleaners and disinfectants, cosmetics and fra-

grances, carpeting and flooring, and particle board and plywood. These potential indoor pollutants include organic chemicals 

such as benzene, toluene, xylene, trichloroethylene and acetone. Formaldehyde is one of the more ubiquitous VOCs found as an 

indoor air contaminant. It is found in the adhesives used to make particle board and plywood, and is commonly found in carpet-

ing and flooring. Because of this, newly constructed or renovated buildings are likely to have high levels of formaldehyde and 

other VOCs. With good ventilation, these levels decline steadily over time; in poorly ventilated structures, high concentrations of 

VOCs may be implicated in the “sick building syndrome,” in which occupants may develop headaches, fatigue and respiratory 

irritation. 

(Continued from page 9) 
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 Clinical symptoms of VOC exposure are non-specific, and, as these compounds are largely airborne, include irrita-

tion of the eyes and upper respiratory tract with rhinitis and congestion, and asthmatic symptoms in susceptible individuals. 

Headache, nausea and vomiting may occur, and direct contact with materials containing these organic chemicals may cause 

skin rashes and pruritus. These symptoms tend to subside rapidly when exposure to the offending agent ceases. Several 

VOCs have been linked to human cancers, with benzene and formaldehyde being listed as known carcinogens by the Interna-

tional Agency for Research on Cancer. Prevention of exposure to VOCs includes keeping solvents and paints in closed con-

tainers, using polyurethane sealants on products made from compressed wood products, washing treated textiles (clothing 

and draperies) before use, and assuring good ventilation, especially in newly built or remodeled structures. 

 

Radon 

 

 Radon is an inert, colorless, odorless gas that is radioactive and released from the natural decay of uranium and tho-

rium. Radon is found, along with these elements, in rock and soil and is a known human carcinogen. It is the leading cause of 

lung cancer among non-smokers, and the second leading cause of lung cancer overall. Radon may also be a cause of child-

hood leukemia, but existing studies have had inconsistent results.  Radon gas in the soil can enter houses and other buildings 

through cracks in concrete walls and floors, and even through porous areas in hollow-block walls. Radon may also enter 

homes through water supplies where groundwater is the main source, but this is felt to be a small source of risk unless high 

concentrations of radon are present in the water supply. Ingestion of radon through drinking contaminated water may in-

crease the risk for stomach cancer, but few studies have been conducted to date. 

 

 Radon in the air is measured in picocuries per liter (pCi/L); a picocurie is one trillionth of a curie, the standard unit 

of measurement for radioactivity. Radon in housing can be measured using home radon test kits, which are available for both 

short-term (2-90 days) and long-term (>90 days) testing. Long-term testing will give a better estimate of the yearly exposure 

to radon, but short-term testing can be a useful screening method. Information on home testing, remediation and maps of 

geographical radon exposure are available from the EPA at www.epe.gov/radon/pubs.  Remediation is recommended for lev-

els >4 pCi/L and can be considered for levels >2 pCi/L. The primary method of radon mitigation is active soil depressuriza-

tion, which uses PVC pipe and an exhaust fan to draw in air and gas from beneath the housing slab and venting it above roof  

level. This method has been shown to be effective in reducing levels to below 4 pCi/L and often to < 2pCi/L. 
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2011 MDAAP Award Winners  
 

 
And the award winners areéé 
 
Pediatrician of the Yearð Mel Stern, MD, FAAP 
 
Advocacy AwardðHarry Goodman, DMD, MPH 
 
Leadership AwardðKen Tellerman, MD, FAAP 
 
Special Achievement AwardðOscar Taube, MD, FAAP; Buddy Cohen, MD, FAAP 
 
Lifetime Achievement AwardðSusan Panny, MD, FAAP 
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MDAAP Committee on Pediatric Emergency Medicine and  

Committee on Injury and Violence and Poison Prevention  (COPEM/COIVPP)  
 

COPEM and COIVPP continue to meet regularly with regional representation from many area hospitals. The fo-

cus of COPEM is to create a forum for the exchange of Pediatric Emergency Medicine practices and to im-

prove the emergency care of children throughout the state.  Recent meetings have included dissemination of 

asthma and sedation protocols and expert review of new guidelines for pneumonia and urinary tract infections. 

MDAAP COPEM members are also represented on the Maryland Institute for Emergency Medical Services 

System (MIEMSS) in the Pediatric EMS Advisory Committee (PEMAC) where pediatric emergency prehospital 

education, protocols and quality improvement are some of the prehospital pediatric foci.  COPEM meetings ro-

tate through the different hospitals with the next meeting at University of Maryland  12/12/11 where the 

proposed standards by Emergency Medical Systems for statewide pediatric emergency care will be discussed. 

 

The focus of COIVPP is on statewide prevention of childhood injuries and fatalities. Areas of interest include 

prevention of teen-related driving injuries and fatalities and infant sleep-related mortality. For 2012, bullying 

and violence prevention are hot topics for 2012. The MDAAP is responsible for 2 members to serve on the 

State Child Fatality Review Team (SCFRT) which had its annual meeting 11/16/2011. At this statewide sympo-

sium, education was provided on suicide prevention, the electronic data system as it pertains to violent child-

hood deaths, the new AAP guidelines on SIDS and distracted driving. 

 

Please contact co-chairs Diane McDonald (COPEM) or Richard Lichenstein (COIVPP) if you would like to be-

come a member or are seeking further information. 
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Banked Human Milk for Premature Infants in the NICU 

 
Maryland House Bill 180 – Coverage of Donor Breast Milk/Infant Survival Act was sponsored by Del. Shirley 

Nathan-Pulliam and introduced in Winter 2011.  The bill sought Maryland Medicaid coverage for the use of 

banked human milk for critically ill premature infants in Maryland’s NICU’s, with parental consent and physi-

cian order.  Upon its presentation to the Health and Government Operations Committee last February it was 

determined that there were several issues needing clarification.  Therefore, HB180 was referred to a Summer 

Legislative Work Group for further study.   

 

This Work Group has been meeting since July.  A final report is due in December.  It is co-Chaired by myself, 

and by Patricia Bascietto, RN, MSN, IBCLC from St. Agnes Hospital.  Members include representatives from 

DHMH, Maryland Medicaid, Maryland Breastfeeding Coalition, Lactation Consultants, and Maryland Nurses As-

sociation.  MDAAP Members include Edward Bartlett, Sue Dulkerian, Renee Fox, S. Lee Woods, Carolyn Molo-

ney, and Elizabeth Cristofalo.  The goal is to decide whether we should legislatively mandate coverage for 

banked milk in the NICU or whether we should change policy to support breastfeeding services and banked 

milk coverage.  

 

Background information: 

 

Why is banked milk important for premature infants in the NICU? 

Ò Preterm/low birth weight births are one of the leading causes of infant mortality and morbidity, 

listed as the cause of death in 25.4% of cases in Maryland 2010. The infant mortality rate for very 

low birth weight infants is 240/1,000, more than 100 times the mortality rate for normal birth 

weight infants.  

Ò Necrotizing enterocolitis (NEC) is the most common life threatening acquired disease that affects 

premature infants in NICUs.  NEC occurs in only 1 in 2000 to 4000 births, or 1 to 5% of NICU ad-

missions.  However, 10% of babies born weighing less than 1500 grams will develop NEC.  The mor-

tality rate is as high as 25%.  It is estimated that a VLBW infant who develops NEC can extend 

NICU stays by 11 to 48 days, and run NICU costs up to $198,000 or more.  

Ò In Maryland 499 infants developed NEC in 2005-2009. The number of deaths due to NEC was 79 
during the same time period.  There were 85 cases of NEC in FY2010. 

Ò Dr. Elizabeth Cristofalo, neonatologist at Johns Hopkins, was co-author with Sandra Sullivan, et. al 

in the Journal of Pediatrics (April 2010: vol 156 (4); 562-567.e1). Hopkins enrolled 2/3 of the ba-

bies in the trial.  Extremely premature infants given an exclusively human milk-based diet had lower 

rates of NEC, especially surgical NEC, compared with a diet of bovine milk-based products. The re-

sponse was dose-based, (N-207, p=.02 for all NEC, p=.007 for surgical NEC). These babies also had 

fewer days requiring oxygen, and other positive outcomes.  A second paper on this study is forth-

coming, and is looking at feeding tolerance and total days of TPN required (preliminary results show 

(Continued on page 14) 
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shorter total TPN days). 

Ò The majority of mothers who have babies in the NICU express their milk to provide their babies 

with nourishment.  However, many mothers are unable to provide enough of their own milk over time 

in order to provide the exclusive human milk feedings recommended. 

 

What is banked milk? 

Ò Safe, pasteurized donor human milk is available from a Human Milk Banking Association of North 

America (HMBANA) milk bank with a physicians order (www.HMBANA.org).   All banks are not-for-

profit.  Donors are not paid. 

Ò HMBANA ensures quality control of donor human milk through adherence to mandatory guidelines 

and inspections. All donors and donor samples are screened for infectious diseases (such as HIV, 

HTLV, HepB & C, etc.), medication use, and drugs of abuse, among other things.  HMBANA also acts 

as a liaison between member institutions and governmental regulator agencies.  

Ò In 2010 HMBANA milk banks in the United States dispensed approximately two million ounces of 

banked donor milk.  

Ò The World Health Organization, the U.S. Surgeon General, the American Academy of Pediatrics and 

the American College of Ob/Gyn concur that premature infants should be fed donor human milk 

from an approved HMBANA milk bank when mothers own milk is not available.  

 

What are the roadblocks to using banked milk in Maryland? 

Ò Approximately five years ago the Maryland Laboratory Advisory Board classified human milk as a 

tissue (much like blood products).  NY and California are the only other states to classify it as such.  

DC and Virginia classify banked milk as a pharmaceutical.  Other states classify it as a nutritional 

substance.  Neither the American Association of Tissue Banks nor the FDA classifies human milk as 

a tissue (they do not classify it as anything at this time). 

Ò Any Maryland hospital storing banked human milk must be approved as a breast milk tissue bank. It 

requires that the milk be purchased from a Maryland-approved tissue bank, and that hospitals must 

establish protocols to safely purchase, track, dispense, and monitor this tissue.   HMBANA’s San 

Jose Milk Bank is currently the only one licensed by Maryland. 

Ò Banked milk has been used in NICU’s in Maryland with success, on a very limited basis thus far.  St 

Agnes Hospital and Johns Hopkins Hospital are the only hospitals in the state currently approved as 

breast milk tissue banks, and are using banked milk to treat premature infants.  St. Agnes has been 

doing this for close to four years; Hopkins obtained their tissue license this year.  Several hospitals 

are working to soon follow suit. 

Ò As complicated as it sounds, it really is not that difficult for Maryland hospitals to use banked milk!  

(Continued from page 13) 
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In addition, classifying banked milk as a tissue adds another level of safety checks to make sure the 

milk is safe.  A tissue bank license costs just $100/year. A hospital simply adds the milk bank li-

cense to its existing tissue bank license. Hospitals must establish policies and protocols in regards 

to the purchase and dispensing of banked milk.  There are models for these available to simplify the 

process even more. 

 

What are the costs of using banked milk/what are the potential savings? 

 

Ò The cost of HMBANA milk is currently $4.50 per oz.  This is not usually covered by most insurance. If 

an average NICU infant is born at 1100g and is discharged 60 days later at 1800 g an estimate of ap-

proximately 330 oz. will be used if mother’s own milk is unavailable.  This would result in a cost of 

$1,485.  However, most mothers will provide as much of their own milk as possible.  Donor milk should 

only be used if no mother’s milk. 

Ò Wight estimates that for every $1 spent on donor milk $11 to $38. could be saved in health care costs.  

(Wight NE. Donor Human Milk for Preterm Infants. J Perinatol 2001; 21:249-254.) 

Ò Medical NEC results in an average increased length of stay of 11.7 days, incurring an average cost of $ 

74,000. Infants who develop surgical NEC are hospitalized for an additional 43.1 days and incurred an 

additional cost of $ 198,000. (Ganapathy, V., et al, Cost of NEC and Cost Effectiveness of Exclusive 

Human Milk-Based Products in Feeding Extremely Premature Infants, Breastfeeding Medicine, 2011.) 

Ò In addition, consider that the FDA and CDC are highly concerned with the growing practice of internet 

and person-to-person milk exchange, which may be prevented if safe donor milk is made available to 

families of NICU infants. The internet is fueling this movement by connecting unscreened donors with 

mothers who are unable or unwilling to provide their own milk to their infant. It is extremely important 

from a public health perspective that safe banked human milk be an alternative for mothers of hospi-

talized premature infants. 

 

Summary 

The Plan for Reducing Infant Mortality in Maryland would benefit by including methods for improved avail-

ability and use of banked human milk for the treatment of prematurity.  The WHO, the U.S. Surgeon Gen-

eral, the AAP and ACOG concur that premature infants should be fed donor human milk from an approved 

HMBANA milk bank when mother’s own milk is not available.    

 

The HB180 Summer Legislative Work Group will present its final report soon.  One of its key recommenda-

tions will be that we need to raise awareness of the importance of banked milk.  We also need to work with 

hospitals and neonatologists to assist with implementation banked milk’s use if they are interested. 

  

Please contact me if you have any questions on this or other breastfeeding topics.  Special thanks to Patricia 

Bascietto, RN, MSN, IBCLC from St. Agnes for her tireless work to bring banked milk to Maryland’s premies. 

 

Dana Silver, MD, FAAP (dsilver@lifebridgehealth.org) 

(co-Chapter Breastfeeding Coordinator)  

(Continued from page 14) 
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BI-PED PROJECT NOW ONLINE 

 

Pediatric practitioners can now access an array of brief interventions in mental health for 
children and adolescents that can be used in a primary care setting.  Clinicians can find 
helpful clinical interventions for dealing with issues such as discipline, sleep problems, 
enuresis, encopresis, ADHD, depression and anxiety. Please check out the BI-PED pro-
ject: Brief Interventions in Child Mental Health for the Pediatric Practitioner on the Mary-
land Chapter of the American Academy of Pediatrics website (www.mdaap.org). The 
Maryland AAP would like to thank Dr. Ken Tellerman and the Committee on Mental 
Health for their efforts in developing this program for the use of practicing pediatricians.  

http://www.mdaap.org

