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“ ’TWAS! ”

      o be able to end a Pulitzer Prize winning novel with 
a single word would seem impossible, especially 
given the depth of the story that had just been told.  
But, that was exactly what frank mccourt did with 
his epic work Angela’s Ashes, a true story about 
growing up in ireland amid poverty, despair and  
alcoholism.  somehow, mccourt found just the 
right word to fill the entire last chapter and left the 
reader feeling hopeful and amazed in spite of what 
he and his siblings had endured.  

Having just completed the annual report to  
National AAP on chapter 2’s activities for 
2009, i was struck by the enormity of what was 
accomplished even though we started the year 
under the cloud of a $24 billion state budget deficit 
and in the midst of a search for a new executive 
director.

•   Advocacy:  the Chapter participated in several 
major advocacy efforts, including activities that 
defeated Proposition 1d and spared first 5 L.A. 
funded programs from being raided for the general 
fund, and ones that protected the Healthy families 
insurance program from suspended enrollments.  

Unfortunately, the regional center early start 
program suffered a loss, though chapter members 
are working to insure that those children affected by 
the cuts do not miss out on surveillance.  input and 
feedback on the draft section 1115 waiver to the  
federal government and its effect on ccs and  
medical restructuring continue.

•  CME:  attendance at both our Palm Springs & 
Las Vegas meetings was up 10% in spite of the poor 
economy, and attendees cosistently rated the  
quality and effectiveness of the speakers as 
excellent.  in september, the chapter received a 
four year accreditation from the institute of medical 
Quality as a category 1 credit provider for all of our 
educational activities, increased from the two year 
span given on previous reviews. congratulations to 
dr. robert Adler and the members of the Planning 
committee.

• Collaborations:  Chapter collaborations 
with community partners were broadened and 
strengthened in 2009 and helped our voice be heard 
in ways that would not have been possible had those 
channels not   already existed.  the chapter became 
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an official member of the Community Advisory 
Board for the Los Angeles-Ventura National 
childrens study and will promote the project 
locally as soon as the study sites are chosen.  We 
enrolled in the california Health Alert Network and 
now have the capacity to notify chapter members 
of local incidents or disasters the minute they are 
suspected or declared.  through our partnership 
with the Los Angeles department of Public Health, 
chapter members enrolled as H1N1 vaccinators, 
crafted accurate vaccine messages, advocated for 
waiver of the thimerosal-free vaccine requirement 
when the severe H1N1 vaccine shortage occurred 
and delivered the message about the multitude 
of problems all pediatricians suffered as they 
responded to the H1N1 pandemic.  thank you’s 
to dr. Neil Halfon, dr. Jeffrey Gunzenhauser, 
dr. Wilbert mason, the members of the Pediatric 
Practice committee and all of you in practice.

•     Committees:  the Chapter committee structure was 
broadened and strengthened this year and we now 
have experts to respond to any  issue surrounding 
children’s health and groups to work on specific 
projects.  dr. chris tolcher, chair of the Pediatric 
Practice committee, has established relationships 
with the medical directors of several major insurance 
payers, and two-way communication is beginning 
on behalf of chapter members.  dr. susan igdaloff 
launched the committee for children with special 
Health care Needs and has attracted an outstanding 
group of committee members who will represent 
these children well, including participants from the 
tertiary care centers, regional center, ccs, private 
practice and community clinics. dr. Al yusin 
and the committee on scholarship, education 
and mentoring just chose the annual Housestaff   
research Award recipients who will receive  
$500 each and present their abstracts at the Palm 
springs meeting in february.  the chapter now has 
an organized group of media spokespeople who 
were able to respond to ~80% of the requests we 

received for pediatric expertise; that committee 
is gearing up to deliver proactive messages in the 
future.  dr. susan Wu, member-At-Large, was 
just awarded a substantial grant from first 5 L.A. 
for the training of pediatric residents in effective 
advocacy, and it will be around this project that the 
chapter’s committee on Advocacy and Legislation 
will organize.  the goal is for better chapter 
participation in local legislative affairs and to 
provide a mechanism for stronger collaboration 
between theother three AAP chapters in the state 
on advocacy issues.

•   Member Services:  We made a concerted effort 
in 2009 to demonstrate the value of chapter 
membership and to function as the professional 
home for our members.  Key to this has been the 
hiring in June of our executive director, ms. marissa 
Green, who has accomplished amazing things in a 
short period of time. thanks to ms. Green’s support, 
the chapter website is updated weekly and contains 
useful links to additional resources, and the chapter 
now has a monthly e-bulletin in addition to the 
chapter newsletters.  Because she was available, 
the chapter now administratively supports the early 
developmental screening project of dr. duPlessis 
and will support dr. Wu’s grant as well, marking 
the first time in over four years that the Chapter has  
received non-dues or non-cme income.  such 
income allows the expansion of other chapter 
activities.  it is also worth  emphasizing that the  
chapter, under the directorship of dr. Laura mabie 
and dr. Glenn takata, continues to offer an activity 
satisfying  Part 4 of the Maintenance of Certification 
requirements for Board Certification. Nevertheless, 
a membership campaign and member survey are 
planned for 2010.

so, while it took 20 pages to convince National 
AAP that california chapter 2 had a good year in 
2009, anyone else who asks will get one word:  “ 
’twas! ”.

continued from page 1
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ThoughTS oN ThE 2009  
INFluENzA A (h1N1) PANDEMIC

AAP Chapter 2 Newsletter

Thoughts on 2009 Influenza A (H1N1) Pandemic

As the influenza pandemic subsides we should begin to reflect on what we have learned

since influenza A (H1N1) emerged in Southern California in April. While considerable

information is still being compiled on the epidemiology of the pandemic, our readiness

for the event, and the response of the health care system to the event, there are clear

indications regarding what worked and what did not as we confronted the epidemic. From

the perspective of a provider on the front lines in a large urban medical center that was

significantly challenged by the infection I offer some observations on some aspects of the

illness and how we responded to it.

First, where are we in the epidemic nationally, regionally and locally? By week 51 of

2009 the incidence of the flu had dramatically declined in the United States.

Only 17 out of 54 jurisdictions reported regional or wide spread activity and only 4 states

(all on the central or upper East Coast) had wide spread activity. Likewise,

hospitalizations and deaths have declined.

Wilbert Mason, MD, FAAP
Past President and Chair, Infectious Disease Committee, Chapter 2
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California data reflects the national trend with declining numbers of hospitalized or fatal

cases of influenza A (H1N1).

 Finally, in Los Angeles, as a surrogate for the Chapter 2 region, there has been a

dramatic decline in the number of positive flu cases since the peak in week 42 of 2009.
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From 550 cases reported at the peak in October, less than 50 cases were reported in week

50 (Dec. 13-19, 2009) and only 1 severe pediatric case was reported and no deaths

occurred.  So, it would appear that the pandemic is on the wane, at least in the U.S., and a

“third wave” of illness is not anticipated by the CDC.

Recent reports in the media have suggested that this pandemic has not been as severe as

anticipated and some have suggested that the warnings from various agencies including

the CDC were over zealous and alarming. The CDC has proposed a Pandemic Severity

Index to evaluate the severity of a pandemic using the case-fatality ratio (CFR), the

percentage of deaths out of the total reported cases of the disease. (See below)

CDC Pandemic Severity

Index

Category CFR Example

1 <0.1% Seasonal flu, swine flu

2 0.1%-0.5% Asian flu, Hong Kong flu

3 0.5%-1%

4 1%-2%

5 > 2% Spanish flu

A preliminary estimate of the CFR for the 2009 influenza A (H1N1) epidemic based on

WHO data is 0.026% suggesting that severity is consistent with seasonal influenza. CDC

mortality data for the pandemic tends to confirm this.
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However, from the pediatric point of view another conclusion might be drawn. Again

using the most recent data from the CDC, the number of pediatric deaths reported for the

currents pandemic is 255, the highest recorded since influenza-associated pediatric death

became notifiable in October of 2004.

This number far surpasses the 2007-08 season when 88 deaths were reported, a finding

that spurred the implementation of vaccine preparedness and pandemic planning. Thus,

from the child health perspective the 2009-10 pandemic has been a severe event.

Lessons Learned

Over the last several years the CDC and WHO have been gradually building awareness

about the possibility of an influenza pandemic and promoting the health infrastructure

and vaccine production capability to effectively address the pandemic when it occurred.

This planning was instrumental in allowing for the production of vaccine to protect the

most vulnerable individuals in the population and for hospitals and health systems to

develop infrastructures to manage large numbers of patients that would present in a

pandemic. At Childrens Hospital Los Angeles, a pandemic influenza plan was initiated in

2007 by the Pediatric Disaster Resource and Training Center headed by Dr. Jeffrey

Upperman and Kathy Stevenson RN and supported by a grant from the Department of

Health and Human Services. The planning enabled by this funding allowed an effective

and efficient response to the flu epidemic at CHLA.

continued on page 7
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Problems that arose during the epidemic nationally that 
were not anticipated included diagnostic testing and the use 
of personal protective equipment for health care providers. 
Since the pandemic flu was clinically indistinguishable from 
seasonal flu, laboratory diagnosis was necessary especially 
early in the outbreak. clinicians soon found that the available 
direct antigen tests were not as sensitive as reported for 
seasonal flu strains and as a result diagnoses were missed 
resulting in delay of effective therapy and nosocomial 
exposure of other patients in hospitals. the cdc estimated 
that the sensitivity of dAA tests for H1N1 was between 40% 
and 70%. Better availability of more sensitive and specific 
assays will be necessary in the future.

A controversy that is still brewing in the infectious disease 
community is that of what type of masks should be used 
by health care providers when caring for influenza patients. 
Historically yellow surgical masks have been used when caring 
for hospitalized patients with viral respiratory infections. out 
of an abundance of caution the cdc recommended the use 
of N 95-type respirators in the management of patients with 
H1N1 infections and osHA wrote this recommendation into 
regulations giving the recommendation the force of law. the 
infectious disease society and both professional groups for 
infection control professionals contended that this regulation 
was not scientifically sound and that there were insufficient 
respirators to serve the need. this conundrum remains to 

the present time and has led to confusion and considerable 
consternation in hospital settings.

issues regarding vaccine availability and distribution were 
also noted at least in california and are currently being 
evaluated by health department officials. On the whole, 
Officials for the California Department of Public Health 
were informative to providers with regard to availability and 
distribution issues but were confounded, as we all were, by 
the delay in production of adequate amounts of vaccine by 
manufacturers. the latter resulted from the slow growth of 
vaccine strains. Analysis of the procedures used to allocate 
vaccine to providers will hopefully lead to more efficient 
distribution in the future. 

in summary, the pandemic appears to be ending but those 
who have not yet received the H1N1 vaccine should still 
obtain it while it remains available. Seasonal influenza is 
beginning to be seen in some areas. Unfortunately, seasonal 
vaccine is in short supply so those who did not receive the 
vaccine previously may find it hard to obtain it now. We look 
forward to a profusion of publications on the epidemiology, 
pathophysiology, therapy and prevention that will emerge 
from this pandemic but will be comforted most by the 
knowledge that pandemics occur roughly every 10 to 40 
years, so we hopefully will have some time to prepare for it.  

continued from page 6

“WhAT hAS ThE A.A.P. DoNE FoR ME lATEly”?   
ThE ADvoCACy WITh PRIvATE INSuRANCE  
PAyERS CoNTINuES
Christopher Tolcher, MD, FAAP
Chair, California Pediatric Council (AAP District IX)

     he Pediatric council for our AAP-
cA district continues to be in contact 
with the major payers in the state 
regarding issues that we providers 
deal with in providing care in the 
private sector.  on september 11, 
2009, we held our bi-annual meeting 
to discuss several important issues 
with the medical directors of cigna, 
Blue shield, United Health care, and 
Health Net.  in between these face-to-
face meetings, we have held meetings 
and been in email and phone contact 
with plan medical directors to continue 
our advocacy work.  the top agenda 
item has been vaccination coverage 
and reimbursement, since it continues 

to be “issue number one” for pediatric 
providers.

We alerted them to the imminent 
approval of the 13-valent pneumococcal 
vaccine by the beginning of 2010 
and the need for the plans to quickly 
transition coverage to this vaccine.  
this is especially important given 
the manufacturer Wyeth’s stated 
intention of phasing out the 7-valent 
vaccine in a matter of months.  While 
the price of PcV-13 has not yet been 
announced, many are expecting it to 
be significantly more expensive than 
the current PcV-7 (perhaps closer in 
price to HPV/Gardasil than the current 

PCV-7 price).  Given the financial 
“hit” that most pediatric providers took 
when HPV was released and there were 
significant reimbursement delays, we 
are apprehensive about the financial 
effects of providing another expensive 
vaccine in private practice.  

We are continuing to advocate with 
payers about the need for greater 
transparency from them as to when 
providers can expect adequate 
reimbursement for the PcV-13.  We 
do not want to find ourselves sticking 
our necks out once again only to find 
ourselves financially burdened or hurt 
by poor reimbursement.  our position 
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is that pediatricians should not be expected to subsidize 
vaccination or to vaccinate at a financial loss to our practices.  
the bottom line for providers: be smart when ordering and 
charging for new vaccines, and look to the plans (through 
their websites and provider relations offices) to indicate when 
the new vaccine is covered.  Many of them wait for official 
cdc approval (mmWr publication) or formal AAP approval 
(published online or in print) before they add the vaccine to 
their covered vaccine list, and most plans claim they update 
this coverage system at least every three months.  this would 
explain the presence of delays from fdA approval (and thus 
our ability to order the new vaccine) and the payers having 
accepted the new vaccine and updated their system to accept 
and pay claims for it.  AAP has been working on a national 
level with the plans to improve this process, and we are 
discussing it locally through the council as well.

We discussed the Healthy Families program and the financial 
burdens that it faces due to the state budget crisis.  Large cuts 
in the program were narrowly avoided by the passage of a 
creative financing bill  (AB 1422); but unfortunately the entire 
program remains in jeopardy of deeper cuts or elimination 
due to the extreme budget crisis our state faces.  And as a 
result of cuts from the state in funding for Healthy families, 
providers in many areas of the state are finding themselves 
facing new contracts from payers that are offering significant 
reimbursement reductions for office visit services.  We are 
continuing to advocate with these payers to try to get some 
movement in a direction that will not hurt the providers that 
care for these children. in the end, providers need to decide 
what contracts they will accept and what contracts they will 
reject as harmful to the viability of their practice.

We also discussed the updated synagis recommendations and 
the case for medical Home support on the part of payers.  
some plans are looking to possibly start some medical Home 

projects in the state, but as of now most are out of state.  

in between our bi-annual meetings, we on the council 
continue to be in contact with the plan medical directors 
regarding plan-specific issues that arise.  Reimbursement for 
H1N1 vaccine has been somewhat problematic, with some 
plans not initially recognizing the proper codes and rejecting 
billing claims.  After some rapid-response contact with them it 
seems that the problems were fixed within days.  We have also 
been advocating with plans that are reimbursing at rates that 
are well below the medicare rBrVs-based rates for vaccine 
administration charges.  once again, pediatricians seem to 
be “taking it on the chin” when it comes to vaccinating and 
avoiding financial losses as a result.  Our efforts continue. 

We remain watchful for any pay-for-performance initiatives 
on the part of payers in the state, and have thus far not 
encountered any such problems reported.  in the coming year 
we plan to continue the battle for adequate reimbursement for 
vaccinating our children, as well as attacking two other areas 
of coverage and reimbursement problems: obesity care and 
mental health care.  stay tuned.

As always, your input as AAP members on the front lines 
is important to our work as a council.  We do get summary 
reports from the national office whenever you fill out a 
“Hassle factor form” on the AAP national website, so please 
use this avenue to report problems you are having with 
payers that you think indicate unfair claims management or 
reimbursement practices.  i also welcome your input directly 
to me at ctolcher@sbcglobal.net.  We want to continue to do 
all we can do legally on behalf of our members.  Advocating 
for providers to make our jobs easier is an important part of 
advocating for children to get the health care services they 
need and deserve.

ChANgES To CAlIFoRNIA EARly START  
PRogRAM:  ThE BuDgET CRISIS lEADS To CuTS  
IN DEvEloPMENTAl SERvICES IN CAlIFoRNIA
Carlo De Antonio, MD
Director of Clinical Services, North LA County Regional Center

  n July 28, 2009, Governor schwarzenegger signed 
legislation (ABX45) that significantly changed the eligibility 
and services for the california early start program, an 
early intervention program for children birth through 36 
months of age with developmental delays or established risk 
conditions. the legislation also created a new Prevention 
Program which will provide developmental surveillance 
to for children birth through 36 months with high risk 

conditions and developmental delays that do not otherwise 
qualify them for early start.

Medical professionals are often the first to identify 
developmental concerns in children. it should be emphasized 
that the recent legislative changes should not impact a 
medical professional’s referral of children to their local 
regional center for assessment for early start. Pediatricians  
are encouraged to continue to refer all children that they have 

o
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ANy developmental concern. the local regional center will 
conduct a comprehensive developmental evaluation and/ or 
review of pertinent records to determine eligibility for the 
early start Program or the new Prevention Program.

effective, July 28, 2009 a child must meet one of the criteria 
below to be eligible for early start: (new changes in eligibility 
have been bolded below)

A. “delay”:  services are now variable based on the child’s age:

1. Birth through 24 months (No change):  developmental 
delay defined as 33% delay in one or more of the following 5 
areas: cognitive, physical, communication, social/emotional, 
adaptive/self-help.

2. Age 24 months to 35 months:  Developmental delay 
is defined as 50% or greater delay in one of the five 
developmental areas OR 33% or greater delay in two 
or more of the five developmental areas.  Children age 
24 months to 35 months with a developmental delay 
between 33% and 49% in one developmental area are NO 
LONGER eligible for Early Start Services but will qualify 
for  Prevention Program which provides developmental 
monitoring, parent education and case management. If, 
at any time, these children are found to meet criteria for 
significant delay, they will be automatically transitioned 
into the Early Start Program.

B. “established risk” (No change):  An established risk condition 
is a condition of known etiology which has a high probability 
of resulting in developmental delay. examples of established 
risk conditions may include certain genetic disorders, severe 
central nervous system lesions, and other diagnoses which are 
specifically known to be associated with developmental delay 
and/ or disability.  medical records documenting the diagnosis 
are required and are reviewed by regional center clinicians.

C. “High risk”:  high Risk conditions are No loNgER 
eligible for Early Start Services. Instead these children 
will qualify for the Prevention Program which will provide 
developmental monitoring, parent education and case 
management ONLY. If, at any time, these children are 
found to meet criteria for significant delay, they will be 
automatically transitioned into the Early Start Program.

to qualify for the new Prevention developmental monitoring 
program the child should exhibit two or more of the following 
High risk criteria (these are the same criteria that previously 
qualified a child for Early Start as High Risk):

(A) Prematurity of less than 32 weeks gestation and/or low birth weight 
of less than 1500 grams.
 
(B) Assisted ventilation for 48 hours or longer during the first 28 days 
of life. 

(c) small for gestational age: below the third percentile on the National 
center for Health statistics growth charts. 

(D) Asphyxia neonatorum associated with a five minute Apgar score 
of 0 to 5.

(e) severe and persistent metabolic abnormality, including but not 
limited to hypoglycemia, acidemia, and hyperbilirubinemia in excess 
of the usual exchange transfusion level. 

(F) Neonatal seizures or nonfebrile seizures during the first three years 
of life. 

(G) central nervous system lesion or abnormality. 

(H) central nervous system infection. 

(i) Biomedical insult including, but not limited to, injury, accident 
or illness which may seriously or permanently affect developmental 
outcome. 

(J) multiple congenital anomalies or genetic disorders which may affect 
developmental outcome. 

(K) Prenatal exposure to known teratogens. 

(L) Prenatal substance exposure, positive infant neonatal toxicology 
screen or symptomatic neonatal toxicity or withdrawal. 

(M) Clinically significant failure to thrive, including, but not limited 
to, weight persistently below the third percentile for age on standard 
growth charts or less than 85% of the ideal weight for age and/or acute 
weight loss or failure to gain weight with the loss of two or more major 
percentiles on the growth curve. 

(N) Persistent hypotonia or hypertonia 

(o) Parent is developmentally disabled 

Requirement to use insurance

effective July 28, 2009 private health insurance, if available, 
must be utilized first to fund for the developmental therapies 
recommended by the early start program. this means that 
families may contact their primary care physician to authorize 
the therapies recommended after an initial early start 
assessment from their primary insurance. 

Prohibition of Non-Required Services

certain services are not required by the federal regulations 
which govern the early start program, and previously regional 
centers had the option of providing them to families. effective 
July, 28 2009 regional centers are prohibited from funding 
non-required services except when the services are necessary 
to enable the child to benefit from other early intervention 
services during the time that the child is receiving the other 
early intervention services. in-home nursing services and 
respite services are examples of such non-required services.

more information about the early start changes and the 
exact eligibility regulations can be found at the california 
department of developmental services website http://www.
dds.ca.gov/earlystart/esBudget2.cfm

there are seven regional centers in Los Angeles county, and 
21 regional centers in california. the regional center that 
serves your local area can be found at http://www.dds.ca.gov/
rc/rczipLookup.cfm

Please contact your local regional center to ask any questions 
you may have regarding these program changes. 
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IMPRovINg QuAlITy CARE AND uNIFyINg  
ThE PEDIATRIC APPRoACh To EARly  
DEvEloPMENTAl INTERvENTIoN
laura Mabie, MD, FAAP 
Vice President, Early Developmental Screening and Intervention (EDSI) Co-Director, Chapter 2

   he day-to-day practice of pediatrics is riddled with surprises 
that often impact the quality of care we are able to provide 
to our patients and their families. Unexpected billing issues, 
flu epidemics and staffing shortages are just a few of the 
issues that keep some pediatricians up at night. But even more 
detrimental is the thought that in the hustle of working through 
our day, we may have missed something. A small cue from a 
child that could indicate a learning problem, the hint from a 
mother that there may be issues at home; these small indicators 
often come out in “doorknob” conversations that impact the 
daily workings of our practices. 

As medical professionals these conversations are often a 
blessed curse. While we are happy to learn this kind of 
information, hearing the “oh, by the way” comment often 
creates more work on the back end. As health care changes 
in this country, so must our practices. Quality improvement 
is as much about prevention as it is about enhancing physical 
care for our patients. Preventing these types of “doorknob” 
conversations means not only improving the functionality of 
our practices, but it means creating a platform for identifying 
familial, behavioral and developmental issues earlier – giving 
our  children a better chance to succeed in the future.
 
The problem:

National studies show that up to 50% of children with delays 
and up to 70% of developmental problems are not identified 
until school entry. These unidentified children, who often slip 
through the cracks, are likely to experience more educational 
and social delays through adolescence, impacting their ability 
to succeed as adults.
 
Part of the problem lies within the currently flawed 
developmental intervention approach. Policies, resources and 
patterns of care have not been set up to provide the kind of 
outcomes that are possible and necessary to providing our kids 
the support they need. While pediatricians across the country 
are advocating for increased funding and policy change, there 
is more that we can be doing in our practices to combat the 
current deficit in care for our children.

right now, california has one of the lowest developmental 
screening rates (14%, ranking 44th among states). While 
screening alone will not cure the system, it is the first step to 

improving the quality of care our children receive by increasing 
the likelihood that kids with behavioral or developmental issues 
will receive much needed support earlier in their development. 

How do we fix it?

the American Academy of Pediatrics, california – chapter 2 
is participating in one program that aims to enhance the system 
for our children by directly engaging physicians to improve 
developmental preventive care at the practice level. the early 
developmental screening and intervention (edsi) initiative 
was developed through a collaborative effort between 
developmental experts and medical quality improvement 
experts at cincinnati children’s Hospital, the UcLA center 
for Healthier children, families and communities, and first 
5 LA. edsi is a collaborative approach designed to address 
behavioral and developmental issues early to ensure ALL 
children progress developmentally and receive the support they 
need to succeed. the program is designed to break down the 
barriers between those involved in childcare and to improve 
care for children with behavioral and developmental issues. 

one of the primary focuses of the program is to work directly 
with physician offices to provide the guidance and tools 
necessary to implement developmental screening and improve 
referral processes. the program uses a novel design based on 
streamlined tools and education strategies to work with parents 
at well-child visits to identify and address developmental and 
behavioral issues at key stages in a child’s growth.

more than 23 local pediatrics and family medicine practices 
have participated in edsi since 2007. Practices demonstrated 
a significant increase in screening rates. For the first group of 
practices, after 12 months the practices were using a structured 
screening tool in 80% of 9, 18 and 24 month well-child visits. 
furthermore, the lowest screening rate among participating 
practices increased from 0 percent at baseline to 60 percent at 
the end of the program.  in the second collaborative, screening 
rates increased to 85 percent after just 10 months.

Participating physicians report that they were able to improve 
care threefold: 1) A reduction in surprising “door knob” 
conversations, allowing pediatricians to anticipate issues in a 
controlled manner and address them head-on; 2) An increased 
opportunity to build relationships and begin breaking down 
communication barriers with community resources (regional 

t
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centers,  early childhood educators); 3) more children are 
identified early, making it possible to provide the right support 
to enhance their development.

overall, participating practices have found the approach 
has in fact improved the quality of their practices, and made 
preventive services logistically easier to implement:

“the clinician fear of the open-ended ‘do you have any 
concerns’ questions has proven unfounded because of 
the way that the screening process underwent testing and 
adaptation into the practice setting. the question for practice 
has been capturing the ‘doorknob’ questions and helping 
the flow of the encounter. Incorporating developmental 
screening has made us a better pediatric practice. it has built 
confidence and leadership.” Brian Prestwich, M.D. 

“We knew this would not work if it involved more time for 
the visit.  instead, because the doctor addresses the issue 
of development and behavior head-on, the visit goes more 
smoothly.  since we have a relationship with our regional 
center, the referral process is also more seamless. We 
definitely are doing a better job, having learned how to make 
the system work for us.” Laura mabie, md

the edsi program is designed to be a sustainable program 
for physicians, and allows for adaptation based on each 
practice’s needs. As we continue our partnership with the edsi 
initiative, it is our hope that more of our members will have an 
opportunity to participate in this program not only as a quality 
improvement initiative, but as the first step in remedying the 
flawed system of care for our children with developmental and 
behavioral issues.
 
the next collaborative will begin in march 2010. the ten-
month program is approved by the American Board of 
Pediatrics for the new Maintenance of Certification (MOC) 
Part iV requirement and participants will also receive 
cme credit. Participating practices will learn from quality 
improvement coaches and national leaders in the field during 
monthly webinars and teleconferences and one in-person 
meeting. Participants will also have an opportunity to share 
key information and suggestions for improving the model with 
other participating practice leaders.

for more information on this program and how you can help 
lead the charge in systematic change in our state, please contact 
the Quality improvement committee, edsi co-directors, dr. 
Laura mabie and dr. Glenn takata at chapter2@aap-ca.org.

hEAlTh CARE REFoRM ShoulD PRoMoTE 
BREASTFEEDINg AND hEAlThy hABITS
Touraj Shafai, MD, FAAP
Chair, Breastfeeding Committee

   he American Academy of Pediatrics advocates for health 
insurance coverage for all children from birth to 21 years of 
age.  Additionally our academy recommends implementing 
the principles of medical Home into our practices. However 
developing a medical Home will be a major shift in style and 
substance of practice for many of pediatricians, especially 
pediatricians in solo practices. there are a number of medical 
Home Pilot Projects in other states in which pediatricians, 
in collaboration with other primary care physicians and 
specialists, have been able to provide better care to their 
patients at a lower cost. developing a medical Home requires 
implementing a number of AAP’s policies and protocols into 
our practices that can improve patient care.  one of these 
policies which should be implemented into our practices 
is the AAP’s recommendation for exclusive breastfeeding. 
the latest data from Newborn screening database reveal 
california’s exclusive in-hospital breastfeeding rate has 
dropped from 44% in 1994 to 42% in 2005, while non-
exclusive breastfeeding rate has increased from 76% in 
1994 to 86% in 2005. these data reveal serious problems in 
implementing AAP’s Policy on exclusive breastfeeding in 

Us hospitals.  center for disease control and Prevention’s 
mPiNc (maternity Practices in infant Nutrition and care) 
study conducted in 2007 further demonstrates these flaws 
in Us hospitals. to correct these problems the california 
department of Public Health has launched a program in 
california hospitals with the lowest breastfeeding rates called 
california Birth and Beyond which consists of policy changes 
in infant care in maternity hospitals and a 16 hour course 
on breastfeeding for perinatal nursing staff.  this program 
has proven very successful and has resulted in the nation’s 
largest concentration of Baby friendly Hospitals in the inland 
empire (13 hospitals). 
                    
I attended the first meeting of California Breastfeeding 
roundtable on december 1st and 2nd in sacramento.  the 
roundtable which consists of 25 members was established 
in November 2009 and given the task of developing policies 
and strategies to promote breastfeeding.  the group strongly 
endorsed AAP policies on breastfeeding such as couplet 
care, early breastfeeding, hospital policy changes, skin-to-
skin care and nursing education.  Additionally the group 

t
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continued from page 11

strongly recommended a voluntary three hour cme course 
on breastfeeding for physicians involved in maternal-infant 
care.

In addition to breastfeeding, a healthy life-style (defined as 
a combination of proper nutrition and exercise) will result 
in significant reduction in the rate of obesity and therefore 
in lowering health care costs which are currently escalating 
astronomically due to obesity-related illnesses, such as type 2 
diabetes, heart disease, hypertension and stroke.

recently the center for disease control and Prevention, 

cdc, announced the availability of 500 million dollars in 
grants to develop programs in every community to promote 
breastfeeding and healthy lifestyles.  Pediatricians in every 
community can collaborate with their local breastfeeding 
coalitions, the county health departments and local schools to 
develop programs to combat obesity.  details for developing 
these programs are available from AAP, local county health 
departments and school districts.  

finally—the best news yet—all Kaiser Hospitals in 
southern california will become Baby friendly Hospitals.   
congratulations to them!

uPDATE oN P.R.o.S.: PEDIATRIC RESEARCh  
IN ThE oFFICE SETTINg
heidi Woo, MD, FAAP
PROS Coordinator, Chapter 2

 ediatric Research in Office Settings (PROS) had a 
productive meeting at the Nce in Washington d.c.  the 
highlight was the Plenary session presentation by mort 
Wasserman, the fearless leader of Pros, which spotlighted 
Pros and its contribution to the AAP and to children’s 
health and office practice.  

Pros has been busy and productive the past year with 
multiple studies.  ssciB (secondary sexual characteristics 
in Boys) is concluding data collection this year, and data 
analysis is already underway.  Pros appreciates the efforts 
of dr. carlos Lerner and dr. robert morris at UcLA 
who are in the middle of data collection to add to data on 
minority boys for this study.  Preliminary results are very 
interesting—look for a publication of the results in the next 
year.

the study ceAse (clinical effort Against second-hand 
smoke exposure) is underway and recruitment is still 
continuing.  The study will determine if changes in office 
based routines can help parents quit smoking;  and if not 
quit smoking, then at least keep a smoke-free home and 
smoke-free car to minimize children’s exposure to second-
hand and third-hand smoke (the smoke you can smell and 
feel in a home or car when someone has smoked there 
previously).  recruitment efforts have not been high in 
california where smoking rate is low, but if your particular 
practice has a high percentage of smoking parents, and you 
would like to participate, please let me know.

Bmi2 (Brief motivational interviewing to reduce 
childhood Bmi) is also underway.  this is a study to 
determine if motivational interviewing as a method of 
counseling can help PreVeNt childhood obesity.

A newly funded study which may be of particular interest 
here in california is looking at teen driving and ways to 
make it safer via counseling and enrollment in a program 
that parents and teens can access via the internet.  many 
of us realize that motor vehicle accidents are the leading 
cause of death in the teen years and remember mVAs being 
the cause of deaths in our friends at school or in our own 
teens’ schoolmates.  Highlighting driving safety during 
the Well teen Visits, as well as the rest of the HeAdss 
assessment, could help reduce morbidity and mortality at 
these critical ages.

Pros always welcomes new members and encourages you 
to check out the website www.AAP.org/Pros.  you are 
not obligated to do any particular study when you join, but 
joining allows you to get updated emails on upcoming and 
current studies.  feel free to contact me about any of the 
above studies or about Pros.  you can reach me at (310) 
825-6208 or at hwoo@mednet.ucla.edu.

P



CANCELLATION AND REFUND POLICY

HOTEL ACCOMMODATIONS  
This year the Academy is pleased to announce the 
conference will be held at the elegant Hilton Palm Springs 
Resort in the center of lovely Palm Springs. The hotel 
offers attendees the opportunity to bask in the beauty 
of a spectacular hotel and yet be within a short walking 
distance to the world famous shopping and art gallery area 
of Palm Springs. The hotel offers onsite swimming pool, 
 fitness center, whirlpool, business center and concierge 
desk if you need assistance in various activities Palm 
Springs has to offer.  The Hilton Palm Springs Resort 
sits on a 7-acre desert oasis situated at the foot of the 
San Jacinto Mountains and is only 1.5 miles from the 
Palm Springs Airport. Since February is a popular time 
in Palm Springs, we recommend you make your hotel 
reservations early! 

HOTEL INFORMATION
Hilton Palm Springs Resort
400 East Tahquitz Canyon Way
Palm Springs, CA 92262
Phone: 760-320-6868

 ecnerefnoc siht rof devreser neeb sah smoor fo kcolb A 
at the special group rate of $175.00 per night (this rate is 
for a minimum 2-night stay and applicable taxes are not 
included). To make your reservations please call the hotel 
at: 1-800-522-6900 and identify yourself as attending the 
“Clinical Pediatrics” conference.

Please note that the hotel reservation deadline is January 
11, 2010. Reservations made after this date will be 
accepted on a space and rate availability only.

 

FACULTY

WHY YOU SHOULD ATTEND THE 
CLINICAL PEDIATRICS MEETING

ACCREDITATION
The American Academy of Pediatrics, California Chapter 2 (AAP CA2), is accredited by the 
Institute for Medical Quality / California Medical Association (IMQ/CMA) to provide continuing 
medical education for physicians.  The American Academy of Pediatrics, California Chapter 2 takes 
responsibility for the content, quality and scientifi c integrity of this CME activity. The American 
Academy of Pediatrics, California Chapter 2, designated this educational activity for a maximum 
of 14.5 AMA PRA Category 1 Credit(s)TM.   Physicians should only claim credit commensurate 
with the extent of their participation in this activity. These credits may also be applied to the CMA 
Certi fication in Continuing Medical Education.  AAP CA2 has been approved by the California Board of Registered 
Nursing, Provider Number CEP 11121, for up to 14.5 contact hours. AA
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CLINICAL
PEDIATRICS

Sponsored by: 
The American Academy of Pediatrics, 

California Chapter 2

February 11-14, 2010February 11-14, 2010

Southern California Pediatric 
Postgraduate Meeting

 Hilton Palm Springs Resort
Palm Springs, California

This is an approved program of continuing medical education by 
the Institute of Medical Quality / California Medical Association. 

Nursing credit is available through the California Board of 
Registered Nursing.

JOHN BRADLEY, MD
Division Director of Pediatric Infectious Diseases
Rady Children’s Hospital San Diego
San Diego, California

AL LANE, MD
Professor and Chair, Department of Dermatology
Stanford University School of Medicine

DAVID L. SKAGGS, MD
Endowed Chair of Pediatric Spinal Disorders
Associate Director, Childrens Orthopaedic Center
Childrens Hospital Los Angeles
Associate Professor of Orthopaedic Surgery
University of Southern California School of Medicine

STEPHEN V. SOBEL, MD
Clinical Instructor, UCSD School of Medicine
Private Practice, Adult & Adolescent Psychiatry 
San Diego & Carlsbad, CA

SALLY L. DAVIDSON WARD, MD
Division Head, Pediatric Pulmonology
Childrens Hospital Los Angeles
Associate Professor of Pediatrics
Keck School of Medicine, USC

AIRLINE DISCOUNTS
The Academy Travel Office is pleased to offer airline 
discounts to our meeting this year. For more information 
please call the Academy Travel Office’s toll free number 
at: (888) 227-1772 -- Monday thru Friday -- 8:00am to 
4:30pm CST. 

FOR FURTHER INFORMATION
If you have any questions, please contact the 
event meeting planner, Victoria Gonzales via email 
at VG3000@aol.com or via phone: 
(760) 828-5196 – M-F 8am-5pm PST.

LEARNING OBJECTIVES

•  Chose the appropriate antibiotic therapy for MRSA 
    disease in their practice
•  Develop a therapeutic plan for children with atopic
    dermatitis
•  Describe the most common causes of chronic cough
    and how to evaluate the patient
•  Determine when a patient should be started on
    psychotherapeutic drugs
•  Decide when to refer a patient with scoliosis or back
    pain for an orthopedic evaluation

Upon completion of this conference attendees 
will be able to:

PALM SPRINGS ACTIVITIES
Palm Springs has something for everyone!  Feel like 
exploring past Indian communities or taking the Aerial 
Tram up to the Mt. San Jacinto Wilderness State Park?  
For more outdoor fun there is also the Living Desert 
Wildlife and Botanical Park, Desert Adventure Jeep 
Tours, riding stables and various hiking trails and areas.  
Palm Canyon Drive, the main street through Palm 
Springs offers stores of all descriptions plus many 
outdoor and indoor restaurants for fine dining as well as 
family fare. For more information on “what to do in 
Palm Springs” please visit our website.
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Cancellations requests must be submitted in writing via 
email or fax and received by February 1, 2010.  A 
refund less an administrative fee of $50.00 will be 
processed within four weeks of your received request.  
No refunds will be allowed after February 1, 2010.

Dear Colleagues,

    I would like to take this opportunity to personally 
invite you to AAP-CA Chapter 2’s Annual Clinical 
Pediatrics Postgraduate meeting in Palm Springs.  
This conference has consistently been praised by 
prior attendees as offering an excellent choice of 
topics highly relevant to the needs of their practice.  
This year is no exception with topics such as MRSA, 
H1N1, chronic cough, sleep apnea, acne, solar 
radiation, torsional deformities, rapid cognitive 
assessments, and adolescent psychiatric disorders, 
being among those we’ll cover.  Also unique is the 
opportunity for direct interaction with the superb 
faculty through our “chats” with the professors and 
the hands-on, small group workshops.  While 
study-at-home materials and web-based seminars are 
useful in some settings, there is no substitution for 
the intellectual exchange that occurs among fellow 
professionals.  Finally, the value of taking a break 
from our day-to-day routines and enjoying a change 
of scenery and faces cannot be overstated, just ask 
your families and patients.  I hope you will join us!

From
Dr. Mary Doyle
President, AAP CA Chapter 2
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Sponsored by the American Academy of Pediatrics 
California Chapter 2

HOTEL INFORMATION
Flamingo Las Vegas Hotel
3555 Las Vegas Blvd. South
Las Vegas, NV  89109

 

FACULTY

ACCREDITATION

PAUL GRAHAM FISHER, MD
Professor
Neurology and Pediatrics, and by courtesy,
Neurology and Human Biology
Chief, Division of Child Neurology
The Beirne Family Professor of Pediatric Neuro-Oncology
Stanford University and Lucile Packard Children’s Hospital

JAMES G. GARRICK, MD
Orthopedic Surgeon
Director, Center for Sports Medicine
Saint Francis Memorial Hospital
Clinical Professor, Department of Pediatrics
UCSF School of Medicine

KAREN J. MILLER, MD
Developmental-Behavioral Pediatrician
Associate Professor of Pediatrics
Floating Hospital for Children
Tufts Medical Center, Boston, MA

MARK H. SAWYER, MD
Professor of Clinical Pediatrics
UCSD School of Medicine 
Rady Children’s Hospital San Diego

DAN W. THOMAS, MD
Head, Gastroenterology & Nutrition
Medical Director, Liver & Intestinal Transplantation
Childrens Hospital Los Angeles
Professor of Clinical Pediatrics
Keck School of Medicine, USC

FOR FURTHER INFORMATION
If you have any questions, please contact the 
event meeting planner, Victoria Gonzales via email 
at VG3000@aol.com or via phone: 
(760) 828-5196 – M-F 8am-5pm PST.

LEARNING OBJECTIVES

•  Evaluate a child for Autism Spectrum disease.
•  Advise parents about overuse sports injuries.
•  Prepare for current and future influenza epidemics.
•  Identify and treat children at risk for Vitamin D
   deficiency.
•  Work-up and counsel a patient and family with first
   time seizures.

Upon completion of this course, participants will be 
able to:

HOTEL ACCOMMODATION

This year the AAP CA2 is pleased to announce the 
conference will be held at the newly renovated 
Flamingo Las Vegas Hotel. Set on the famous four 
corners of Las Vegas Boulevard and Flamingo Road, 
this hotel combines Las Vegas excitement with 
hospitality and service that’s second to none. This 
resort offers a wildfife habitat, a 15-acre Caribbean-
style water playground and newly renovated hotel 
rooms. The hotel also offers a workout room that 
features the most advanced exercise machines 
available today. Free weights and resistance 
machines, treadmills and free climbers. There are 
also Men’s and Women’s Spas. For more details on 
the hotel please visit their website at: 
www.flamingolasvegas.com

The American Academy of Pediatrics, California Chapter 2 is accredited by the Institute for Medical 
Quality and the California Medical Association to provide continuing medical education for physicians.  
The American Academy of Pediatrics, California Chapter 2 takes responsibility for the content, quality 
and scientific integrity of this CME activity.  The American Academy of Pediatrics, California Chapter 2 
designates this educational activity for a maximum of 15 hours of Category 1 credit toward the California 
Medical Association Certification in Continuing Medical Education and the AMA Physician’s Recogni-
tion Award™. Each physician should claim only those hours of credit that he/she actually spent in the 
educational activity. The program provider, AAP, California Chapter 2, has been approved by the 
California Board of Registered Nursing. Provider Number CEP 11121 for 15 contact hours.

AIRLINE DISCOUNTS
The Academy Travel Office is pleased to offer airline 
discounts to our meeting this year. For more informa-
tion please call the Academy Travel Office’s toll free 
number at: (888) 227-1772 – Monday thru Friday  
8:00am to 4:30pm CST. 

CANCELLATION & REFUND POLICY
Cancellations requests must be submitted in writing via 
email or fax and received by April 1, 2010.  A refund 
less an administrative fee of $50.00 will be processed 
within four weeks of your received request.  No refunds 
will be allowed after April 1, 2010.

A block of rooms has been reserved for this 
conference.  There are two types of rooms and two 
rates – an “Early Bird” rate that is valid from now 
until January 29th and then a Special Group Rate 
from January 30th until March 25th.  The hotel 
reservation desk can answer any questions you may 
have as to the different type rooms. 

Early Bird Rate valid until January 29th:

Run of House – $50.00 for Thursday, April 22nd
Run of House – $100.00 for Friday, April 23rd  &   
                          $100.00 for Sat. April 24th
GO Rooms – $90.00 for Thursday, April 22nd
GO Rooms – $140.00 for Friday, April 23rd &
         $140.00 for Sat. April 24th
(Applicable taxes are not included and rooms are 
based on availability)

Special Group Rates from January 30th to 
March 25th

Run of House – $65.00 for Thursday, April 22nd
Run of House – $115.00 for Friday, April 23rd and
                          $115.00 for Sat. April 24th
GO Rooms – $105.00 for Thursday, April 22nd
GO Rooms – $170.00 for Friday, April 23rd and
                      $170.00 for Sat. April 24th
(Applicable taxes are not included and rooms are 
based on availability)

To make your reservations please call the toll-free 
number at: 1-800-732-2111 and identify yourself as 
attending the “Advances in Pediatrics” conference 
– Group Code: SFAAP10. Please note that the 
hotel deadline is March 25th, 2010. Reservations 
made after this date will be accepted on a space and 
rate availability only.

Advances In 
Pediatrics

21st Annual Las Vegas
Postgraduate Pediatric

Conference

April 22 - 25, 2010
The Flamingo Las Vegas Hotel

Las Vegas, Nevada
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Upcoming EvEnts!
Register at www.aapca2.org



14

BoARD oF DIRECToRS 2009 – 2010
American Academy of Pediatrics, California Chapter 2

Officers 2008 – 2010 
(elected positions)

President
mary doyle, md, fAAP
9320 telstar Ave., suite 246, 
el monte, cA 91731
Phone: 626/569-6484
fax: 626/569-9346
email: madoyle@ph.lacounty.gov
           mdoylemd@earthlink.net

Vice President and President Elect
Laura mabie, md, fAAP
2137 cross street
La canada, cA 91011
Phone: 818/957-7925
mobile: 818/416-9853
email: lemmd@sbcglobal.net

Secretary
christopher tolcher, md, fAAP
7230 medical center dr. #402
West Hills, cA 91307
Phone: 818/340-3822
mobile: 818/421-4893
Home: 818/889-4831
fax: 818/340-8039
email: ctolcher@sbcglobal.net

Treasurer
edward curry, md, fAAP
9985 sierra Avenue
fontana, cA 92335-6720
Phone: 909/693-8865
fax: 909/427-4857
email: edward.s.curry@kp.org

Past President
Wilbert mason, md, fAAP
children’s Hospital Los Angeles
4650 sunset Blvd., ms #51
Los Angeles, cA  90027-6062
Phone: 323/361-2509
fax: 323/361-1183
email: wmason@chla.usc.edu

Staff

Executive Director
marissa Green
3104 4th street Apt. 107
santa monica, cA 90405
Phone: 310/977-1174
fax: 888/838-1987
email: mgreen@aap.net

CME Coordinator
Victoria Gonzales
orange county, cA
Phone: 760/828-5196
email: VG3000@aol.com

Members at large  
2008 – 2010  
(elected positions)

Janet Arnold-clark, md, fAAP
1739 Griffin Ave.
Los Angeles, cA 90031-3397
Phone: 323/226-5032
email: arnoldcl@usc.edu

chris Landon, md, fAAP, fccP, cmd
Pediatric diagnostic center
3160 Loma Vista road
Ventura, cA 93003
Phone: 805/641-4490
fax: 804/641-4499
email: chris.landon@ventura.org

Lorna mcfarland, md, fAAP
2840 Long Beach Blvd., ste. 315
Long Beach, cA  90806
Phone: 562/595-8282
fax: 526/988-7616
email: drlorna.mcfarland@gmail.com

Lorna mcfarland, md, fAAP
2840 Long Beach Blvd., ste. 315
Long Beach, cA  90806
Phone: 562/595-8282
fax: 526/988-7616
email: drlorna.mcfarland@gmail.com

Glenn schlundt, md, fAAP
800 s. fairmount, ste. 415
Pasadena, cA 91105-1445
Phone: 626/449-8440
mobile: 626/862-4273
Home: 818/790-2109
fax: 626/449-8999
email: gschlundt@rosecitypediatrics.com

Paula Whiteman, md, fAceP, fAAP
dept. of emergency medicine
cedars sinai medical center
8700 Beverly Blvd.
Los Angeles, 90048-1804
Phone: 310/423-8780
Home: 818/766-0177
email: Paula.Whiteman@cshs.org

susan Wu, md fAAP
children’s Hospital Los Angeles
4650 W. sunset Blvd. ms #76
Los Angeles, cA  90027
Phone: 323/361-2110
fax: 323/361-8566
email: wu_susan@hotmail.com

Area Representatives 
2008 – 2010  
(appointed positions)

Kern County
John digges, md, fAAP
2201 19th street
Bakersfield, CA 93301-3608
Phone:  661-873-9333
fax:  661/631-9454
email:  jdigges@bak.rr.com

Riverside County
christopher d. dael, md, fAAP
med. dir., county of riverside
10769 Hole Ave., ste. 220
riverside, cA 92505
Phone: 951/358-5584
fax: 951/358-5980
email: cdael@co.riverside.ca.us

San Bernardino County
olusula A. oyemade, md, fAAP
7777 milliken Ave., #360
rancho cucamonga, cA 91730
Phone: 909/944-7099
fax: 909/955-4865
email: oyem4yu@aol.com

high Desert, San Bernardino County
damodara rajasekhar, md, fAAP
202000 Quail Hollow road
Apple Valley, cA 92308-5013
Phone: 760/242-3004
fax: 760/242-3009
email: drajasekhar@charter.net

San luis obispo County
William s. morgan, md, fAAP
154 Traffic Way
Arroyo Grande, cA 93420-3341
Phone: 805/473-3262
fax: 805/473-3707
email: chairmanofthebored@msn.com

Santa Barbara County
charish L. Barry, md, fAAP
208 santa Barbara street, suite c
santa Barbara, cA 93101
cell phone: (805) 450-5416
home/fax: (805) 962-0644
email: charish@mac.com
Affiliation: Pediatric Hospitalist
children’s Healthcare Network
santa Barbara cottage Hospital

ventura County
Kenneth saul, md, fAAP
425 Haaland dr., ste. 104
thousand oaks, cA 91361-5230
Phone: 805/493-1964
email: UNiVersAUL@aol.com

Lois Lipeles, md, fAAP
1476 Warwick Ave.
thousand oaks, cA 91360-3549
Phone: 805/520-3248
email: Lois.Lipeles@ventura.org
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CoMMITTEES AND TASK FoRCES 2009 – 2010
American Academy of Pediatrics, California Chapter 2
(Appointed Positions, except Nomination Committee)

Committees and Task Forces are the lifeblood of a successful organization. They focus on specific areas of interest and thrive on the interest and 
dedication of its members in accomplishing its goals. Listed below are the current committees and task forces of california chapter 2

ChAPTER 2 CoMMITTEES

• Adolescent committee
• Breastfeeding committee
• children with special Health Needs
• community outreach committee
• Committee on Service, Education & Mentoring  (CSE)
• electronic communications committee
• environmental Health committee
• fetus and Newborn committee
• foster care and Adoptions committee
• international children’s Health committee
• infectious disease committee
• injury, Violence and Poison Prevention committee
• membership committee
• Nominating committee
• Pediatric Practice committee
• Pediatric emergency medicine committee 

• Program committee (cme)
• Quality improvement committee
• resident Advocacy committee
• scholarship committee
• school Health committee / mental Health task force
• substance Abuse committee 

lIAISoNS

• cAtcH Program 
 

• children’s medical services, dHs, state of california
• district iX Pediatric council chair
• district iX Pediatric council representative
• district iX sGA committee representatives 

• edHi (early Hearing detection)
• Public relations comm. (media resource team)
• Pros Liaison / coordinator
• section on medical students, residents and fellowship trainees (somsrft) 
• edsi (early developmental screening and intervention)
• Literacy Project
• first 5: LA Best Workforce
• cHLA/University center for excellence in developmental disabilities 

(Ucedd)
 
TASK FoRCES

• obesity task 

ChAIRPERSoNS TElEPhoNE / EMAIl

• Vacant
• touraj shafai, md 909/689-9220, shafaidocs@yahoo.com
• susan igdaloff, md, 213 897-3186,  susan.igdaloff@dhcs.ca.gov
• elliott Weinstein, md 909/621-0973, elstwein@charter.net
• Al yusin, md 323/226-5692, tmy222@aol.com
• Vacant
• cyrus rangan, md 213/730-3220, crangan@ph.lacounty.gov
• George franco,md 310/459-7773
• Kerry english, md 310/668-4872, kerrydoc@ca.rr.com
• Albert chang, md 310-994-9974, albertchang@charter.net
• Wilbert mason, md, 323/361-2509, wmason@chla.usc.edu
• Grant christman, md, gpchris@ucla.edu
• Wilbert mason, md, 323/361-2509, wmason@chla.usc.edu
• elliot Weinstein, md 909/949-8979, elstwein@charter.net
• christopher tolcher, md 818/340-3822, ctolcher@sbcglobal.net
• Judith Brill, md, fAAP 310/825-6752, jbrill@mednet.ucla.edu and Paula 

Whiteman, md, fAceP, fAAP 310/423-8780, Paula.Whiteman@cshs.org
• robert Adler, md 323/361-4523, radler@chla.usc.edu
• Wilbert mason, md, 323/361-2509, wmason@chla.usc.edu
• eyal Ben-isaac, md 323/361-2110, ebenisaac@chla.usc.edu
• edward curry, md 909/693-8865, edward.s.curry@kp.org
• michele roland, md 323/361-2153, mroland@chla.usc.edu
• trisha roth, md 310/452-9782, trisharoth@aol.com 

TElEPhoNE / EMAIl

• elisa Nicholas, md 310/933-9430, enicholas@memorialcare.org 
Alice Kuo, md 310/794-2583, akuo@mednet.ucla.edu 
Lisa richey, md 818/501-3125, lrcztheday@hotmail.com

• susan igdaloff, md 213/897-3186, susan.igdaloff@dhcs.ca.gov
• christopher tolcher, md 818/889-4831, ctolcher@sbcglobal.net
• Laura mabie, md Phone: 818/957-7925, lemmd@sbcglobal.net
• damodara rajasekhar, md, drakasekhar@charter.net 

steven feig, md, pedsdoc2@aol.com
• shirley russ, md 310/453-9782, shirleyruss@aol.com
• Howard reinstein, md 818/784-5437, rhinehow@aol.com
• Heide Woo, md 310/825-6208, hwoo@mednet.ucla.edu
• caroline castleforte, md ccastleforte@chla.usc.edu 
• Helen duPlessis, md, 310/312-9213, hduplessis@verizon.net
• Alice Kuo, md, 310/825-8042, akuo@mednet.ucla.edu
• Helen duPlessis, md, 310/312-9213, hduplessis@verizon.net
• robert Jacobs, md 323/669-2300, rjacobs@chla.usc.edu
 

ChAIRPERSoNS TElEPhoNE/EMAIl

• Helen duPlessis, md, 310/312-9213  hduplessis@verizon.net 
elliot Weinstein, md, 909/949-8979, elstwein@charter.net


