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sippi ranks first in the nation in terms 
of child poverty and last on the list in 
terms of child health parameters – not 
surprising.  While the wedding was 
lovely and the company wonderful, I 
couldnôt help but wonder what it would 
take to turn around the state, improv-
ing the health and comfort of her peo-
ple. 

With similar concern, the AAP last 
year has made poverty one of the 
main agenda items of its strate-
gic plan.  Such a focus seems 
well targeted when considering 
poverty is a significant determi-
nant of child health.  The poor 
are exposed to significant person-
al and environmental health 
risks, are less well nourished and 
have decreased access to health 
care and thus have higher risk of 

illness and disability.  Illness can re-
duce household savings, lower learning 
ability, reduce productivity, and lead to 
diminished quality of life, perpetuating 
further poverty,  Furthermore, children 
living in poverty have worse health out-
comes for infant mortality, develop-
mental delays, asthma, ear infections, 
obesity, nutrition, and child abuse and 
neglect.  Child poverty also adversely 
impacts health across through child-
hood, adolescence, and into adulthood.  
National data (from the AAP) are stark: 

Nearly Half of All Children Live in Poor/
Low-income Households 

Families in poor and low-income house-
holds have difficulty accessing health 
care and meeting the basic needs that 
are crucial for healthy child develop-
ment. In the United States in 2012: 

Å 22% of all children under 18 
lived in poverty (16 million children) 

(Continued on page 2) 
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POVERTY 

As I returned home from my trip to 
Haiti last week, appreciative of the 
free upgrade to first class accommo-
dations on my flight, sipping a glass 
of wine, eating warm nuts, with my 
feet up, reading a book on my Kindle, 
I was obviously struck 
with the significant dis-
parity between my world 
and the world I was leav-
ing.  I considered what 
would it take to improve 
the lot of the impover-
ished people in Haiti.  Not 
that I would want or ex-
pect to ñAmericanizeò 
them or their country, but 
just wondered what would 
it take to be able to pro-
vide running water, elec-
tricity, paved roads, more ample sus-
tenance, and perhaps a modicum of 
comfort.  Despite their relative squal-
or, the Haitians donôt seem to mind 
very much, always appearing neatly 
dressed, and on a whole seeming 
much happier than the average 
American, albeit with so much less.  
But starvation, disease and hardship 
are no strange acquaintance to the 
people of Haiti. 

Yet it does not take visiting a third 
world country to see poverty.  I re-
called having similar thoughts when I 
visited Naples, Italy a little over a 
year ago.  There the unemployment 
rate is as high as 50%, and organized 
crime is king.  Slums and obviously 
struggling people stood in the shadow 
of Mt. Vesuvius.  Itôs amazing parents 
can provide for their children with 
such economic hardship.  Yet the en-
ergetic, animated Italian spirit pre-
vailed.  And still further wanderings 
in our own country last year led me 
to Mississippi for a wedding.  Missis-



2 

The Granite State Pediatrician - page 2 

haps most importantly, focusing on education, 
including early childhood education, and vocation-
al education, to minimize inadequate knowledge, 
education, and training to be a valuable member 
of the work force.  Attention to mental health, 
and its impact on the ability to learn, hold jobs, 
and parent also need to be addressed, as they 
often lead to poverty and reliance on state and 
federal support and aid rather than self sufficien-
cy. 

ñWe have not yet reached the goal but... we shall 
soon, with the help of God, be in sight of the day 
when poverty shall be banished from this nation.ò 

                                               -  Herbert Hoover 

Secondary prevention is a strategy in which you 
try to protect those exposed to poverty. This 
strategy would be build in structures and pro-

grams that, while not prevent-
ing children from being poor, 
support children who are grow-
ing up in a poor environment to 
mitigate the impact that pov-
erty will have on their lives.  
This also includes some of the 
primary prevention strategies, 
including access to appropriate 
medical and mental health ser-
vices, substance abuse services 
for parents and teens, and a 
focus on education, including 
Reach Out and Read programs. 
Additionally, programs such as 
Big Brother/Big Sister and Boys 

& Girls club after school programs can providing 
positive experiences to try to mitigate the effects 
of poverty on their lives, providing positive mod-
els and effective tools to succeed and remove 
oneself from poverty.   

ñI am for doing good to the poor, but I differ in 
opinion about the means. I think the best way of 
doing good to the poor is not making them easy 
in poverty, but leading or driving them out of it.ò 

                                           - Benjamin Franklin 

Tertiary prevention tries to promote recovery 
from the negative effects of poverty.  This may 
include counseling, psychiatric care, drug and al-
cohol rehabilitation programs, social services, 
Second Start type educational services, and pro-
vision of community resources and public bene-
fits.  

So what can we do as pediatricians in our offices 
(Continued on page 3) 

Å 45% of all children under 18 lived in low-
income households (32.7 million children) 

Most Pediatricians Will Care for Low-income/Poor 
Families 

Å Economic insecurity impacts a diverse child 
population, including children in suburban, urban, 
and rural communities. 

Å Since 2008, suburbs have experienced the 
largest and fastest increase of poor populations. 

For many, children, being raised in poverty limits 
their ability to achieve to their maximum potential.  
Although poverty may not have a permanent im-
pact on them, it makes it that much harder, as 
these children grow older, to catch up on things 
that they might have been 
able to achieve had they 
had the proper resources 
early on.  Whether that is 
an effect of limited nutri-
tion, cognitive stimuli, en-
vironmental exposures, or 
lack of an environment 
supportive of and condu-
cive to obtaining a good 
education. 

There is a body of evidence 
that speaks to the issue of 
the relationship between 
poverty and brain develop-
ment directly.  Resource 
deprivation and poverty in many instances has det-
rimental effects on larger areas of child develop-
ment.  While this suggests that children who grow 
up in poor circumstances are in some way perma-
nently scarred in their cognitive or emotional de-
velopment, we need to remember that the devel-
oping brain is very plastic, and positive life experi-
ences and influences that poor children may see 
may change their trajectory and circumstances 
over time.  

In planning to address poverty, we need to consid-
er primary, secondary, and tertiary prevention 
strategies. 

Primary prevention is a strategy in which you try to 
eliminate the exposure, thus trying to eliminate 
poverty.  The AAP is partnering with other organi-
zations to try and influence policy makers to em-
ploy measures to decrease, if not minimize pov-
erty.  Examples include raising the minimum wage, 
earned income tax credits, making affordable, ap-
propriate lower income housing available, and, per-

(Continued from page 1) 
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ñIn the 21st century, I think the heroes will be the 
people who will improve the quality of life, fight pov-
erty and introduce more sustainability.ò 

                                - Bertrand Piccard 

For more information on poverty and resources, 
see: 

www.aap.org/poverty 

https://healthleadsusa.org/ 

As a closing through, considering my time spent in 
Haiti with my daughter doing mission work – while 
we canôt quickly easily change someoneôs level of 
poverty, their personal circumstance, we can ease 
their burden with our presence and caring.  The 
main focus of the founder of the mission we visited 
was for us to spend time with the people, listen to 
them, comfort them, bring them food and fresh wa-
ter, but most of all to love them.  Sometimes we 
may underestimate the impact those seemingly sim-
ple actions may have on the lives of those we touch. 

ñBeing unwanted, unloved, uncared for, forgotten by 
everybody, I think that is a much greater hunger, a 
much greater poverty than the person who has 
nothing to eat.ò 

                                        - Mother Teresa 

 

                                   -       Bill Storo, MD, FAAP                                 
                         NHPS President 
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and clinics?  We can start with asking our fami-
lies simple screening questions about basic 
needs, in the same way we ask about health 
needs.  It is important to determine if a family 
is able to provide for the daily needs of their 
family.  This includes asking about secure hous-
ing, heat, food, and even water.  Those strug-
gling to meet those needs can be connected 
with resources available to them, often through 
a social worker or case manager.  They may be 
unaware of community resources and public 
benefits.  Keeping an up-to-date list of local 
food assistance resources such as the Special 
Supplemental Nutrition Program for Women, 
Infants, and Children (WIC), Supplemental Nu-
trition Assistance Progam (SNAP, formerly food 
stamps), food pantries, or even local shelters.  
The AAP is developing a toolkit to assist pedia-
tricians in identifying children exposed to pov-
erty and its entrapments, and then direct them 
toward community resources, including direct-
ing them toward housing support, nutritional 
support, legal aid, or 
other resources that 
can help those fami-
lies deal with the ef-
fects of poverty.   

Pediatricians can work 
with parents, in the 
context of the family 
structure, on ways in 
which families can try 
to minimize the effects 
of poverty on the lives 
of their children. This 
includes educational 
support, talking to 
their children, and 
limiting screen time --  as well as other strate-
gies, depending on the age of the child, that 
promote sexual health or limit exposure to to-
bacco or other kinds of drugs. Finding out if un-
insured families are eligible for federal health 
care coverage through the Childrenôs Health In-
surance Program (CHIP) is equally important.  
We also need to keep this program funded and 
strong.  Thus we must advocate for any legisla-
tion in support of CHIP.  Improving not only fi-
nancial, but logistical and geographical access 
to care is also important, which may include 
finding rides, directing to local clinics, providing 
after hours visits, arranging home visits by phy-
sicians or nurses, or even implementing tele-
medicine if feasible, all to improve health out-
comes in this population.  

 

 

(Continued from page 2) 



4 

The Granite State Pediatrician - page 4 

When Can Children Manage Their Own 
Medications? 

 
Your next patient of the day is Cheryl, an 11 year old with 
moderate persistent asthma. Sheôs here with her father for a 
health maintenance visit. Before you enter the room, your 
Medical Assistant tells you that Cheryl asked about being 
responsible for her own medications so she doesnôt have to 
ask her dad for her inhaler every time she wants to use it. But 
her father thinks sheôs too young.  
 
What do YOU think? 
 
Learning to manage your own medication is something every 
child has to learn as part of a successful transition to adult-
hood. Adolescence is when most children acquire the neces-
sary skills but some studies show that fewer than 60% of 
health care providers talk with young adolescents about start-
ing down the Transition Road. Are you someone who does?  
 
What are some effective ways to help a young person be-
come able to manage medication? Where can you find re-
sources to help guide families with this step toward inde-
pendence? 
 
For some patients, medication doesnôt just keep them 
healthy, it keeps them alive. Taking 21 days of amoxicillin 
for sinusitis is important but when a child takes medication 
to prevent seizures, normalize blood sugar, prevent graft 
rejection or avoid bronchospasm, the stakes are higher. Then 
itôs especially important to be sure your patient gets it right. 
Lots of patients donôt.  This is especially a problem as young 
people transition from pediatric providers to practitioners of 
adult medicine. As adolescents with kidney transplants as-
sume responsibility for their own anti-rejection medications, 
adherence declines and the risk of graft loss rises. A study of 
13 to 20 year olds with rheumatologic conditions who man-
aged their own medications showed that 6% of them missed 
doses at least 3 times per week. Thatôs a lot of missed medi-
cation. Are we as providers good at getting a ñfeelò for 
whether a patient is skipping doses? Studies show that we 
donôt do so well. Of course we should ask the patients and 
their parents (or other caregivers) about how theyôre doing 
with consistently getting their medications, but the best way 
to know is to have something objective to measure, like a 
drug level.  Sometimes the results will surprise everybody. 
But at least youôll know which families need additional sup-
port. 
 
Managing medication is more than knowing to take the little 
white pill in the morning, a green one at lunch and a white 
and pink one in the evening.  Having a pill ñappò or a daily 
pill dispenser can help but there are bigger concepts to think 
about before your patient can be in charge of things. Here are 
some steps necessary for Cheryl* to take before she becomes 
a responsible manager of her own medication: 
 She knows her diagnosis. 
She knows the name and dose of her medication. 
She knows what the medication does and how to tell if itôs 
working (or not). 
She knows what side effects to watch out for. 
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She knows how to contact your office with any questions. 
She knows whether there are medications she shouldnôt take be-
cause of allergy or intolerance. 
She knows what constitutes an ñemergencyò and what to do about 
it. 
She knows how to plan ahead and successfully order a refill so it 
gets to her in time. 
She knows what to watch out for if she runs out and suddenly 
stops her medication (or simply forgets to take it). 
She knows what to do about breakthrough symptoms if that hap-
pens, even if she has just restarted the medication. 
(* And her father should know all this already!) 
 
Adolescence is marked by lots of changes.  Itôs to be expected that 
from time to time teenagers will be forgetful because of things on 
their minds or interfering activities. Lack of planning can lead to 
hurrying and that can lead to mistakes. Parent-child conflict can 
result in skipped doses as a way of rejecting what the parent wants. 
An adolescent has to be able to delay gratification if he thinks his 
medication is causing a side effect but he canôt change to another 
one until the next appointment with you.  
 
An excellent resource for transitioning young people from pediat-
ric to adult care can be found at www.gottransition.org. Youôll 
find tools to implement this important phase and ways to assist 
your patients and their families through it. The site points out that 
by age 12, families should be aware that the transition takes plan-
ning and should occur as a gradual process with the child learning 
the steps it takes to manage her own care. This means starting con-
versations well before that age, start by encouraging children to 
learn what ñasthmaò or ñseizuresò means. It also means spending 
part of a visit alone with your patient so you can help model pa-
tient-provider interactions. Adolescents with chronic conditions 
are less likely to have problems with transitioning if their care is 
integrated and multidisciplinary. Some children do well when they 
attend a camp focused on their condition where peer support and 
intensive education help them to become more independent. Hav-
ing a written care plan makes it easier for a teenager to have im-
portant information available at all times.  
Finally, get to know your adult medicine colleagues and which of 
them are especially interested in helping young people transition to 
ñgrown-upò care. Your planning ahead will make it easier for your 
patients to be successful as they move on in life and take responsi-
bility for their own treatment. Itôs one of the most important roles 
we play as pediatricians. And one of the most gratifying, too. 
Additional resources for these and other supports can be found at 
the following web sites: 

¶ American Academy of Pediatrics' clinical report on transitioning: 
http://pediatrics.aappublications.org/content/128/1/182 

¶ American Camping Association (for accredited specialty camps) 

¶ New Hampshire's Department of Health and Human Services' web 
site where information on transitioning and links to NH Family Voic-
es and the Youth for Education, Advocacy and Healthcare group are 
posted: http://www.dhhs.nh.gov/dcbcs/bds/sms/transition.htm  

¶ Seattle Childrenôs Hospital (for a sample care plan) 

¶ Teenshealth.org (especially for adolescents) 

     
This message was brought to you from the NH Child Fatality Re-
view Committee/ Wendy Gladstone, MD   
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anticipate will be underway in Spring 2015. Pediatric endocri-
nologist Dr. Nancy Charest and pediatric lipid specialist Dr. 
Marc Hofley, along with Diabetic Educator & Nutritionist Lau-
rie Campbell, will be working with patients to help manage 
their diabetes all in one visit.  We are also planning to have the 
support of a Social Worker and Exercise Specialist during 
these clinics.   
 
Please note that this clinic will be for patients with the diagno-
sis of Type 2 Diabetes only.  [More information will be availa-
ble later in the year for those with pre-diabetes.]  Stay tuned for 
more information prior to the launch of this new clinic. 
 
 
Pediatric Nephrology services expanded in Bedford 
Dr. Debora Matossian, pediatric nephrologist, recently expand-
ed her clinical time in Bedford and is now available on Tues-
days and Wednesdays for appointments and referrals. 
 
To request a pediatric nephrology consult in Bedford, please 
call 695-2745. 
For Lebanon, please call the Connection Line at 866-346-2362 
or the Clinical Secretary at 603-653-9884.  
 
 

***  Save the Date  *** 
 
The 25th Dartmouth Pediatric Conference: Contemporary 
Issues in Office Pediatrics 
March 5-8, 2015 - Omni Mount Washington Resort, Bretton 
Woods, NH 
 
Our Silver Anniversary for this Conference 
Join us for an outstanding clinical conference in a spectacular 
setting! We have confirmed these dynamic and engaging ex-
perts: 
 

¶ Dr. Perri Klass - Professor of Journalism and Pediatrics; 
Director, Arthur L. Carter Journalism Institute, New York 
University, NY 

¶ Dr. Blaise Congeni - Director, Pediatric Infectious Diseas-
es, Akron Childrenôs Hospital, Ohio 

¶ Dr. Joseph Congeni - Clinical Co-Director, Center for Or-
thopedics and Sports Medicine, Akron Childrenôs Hospi-
tal, Ohio 

 
Symposia topics will cover many aspects of literacy, infectious 
disease and sports medicine, including hands-on joint exams.  
Other topics are asthma, CF, e-cigarettes, and early develop-
mental screening in the office. 
 
Target Audience:  Pediatricians, Family Physicians, Nurses and 
Allied Health Practitioners in pediatric practice.   
 
 
Shield Our Children from Harm Professional Conference – 
April 9, 2015 
Dartmouth-Hitchcock Medical Center, Lebanon, NH  
 
The 12th annual Shield Our Children from Harm professional 

(Continued on page 6) 
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News from Childrenôs Hospital at 
Dartmouth (CHaD)  

January 2015 
 
CHaD welcomes new provider 
 

 
Please welcome Julianne A. Mann, MD, 
pediatric dermatologist, to our DH Leb-
anon site.  She joins our existing staff 
including Dr. Nicole Pace in Lebanon 
and Gregory Smith, PA, in Manchester.   
Julianne was previously an assistant 
professor of pediatrics and dermatology 
at Oregon Health and Science Universi-
ty in Portland, Oregon, where she saw 
pediatric dermatology patients with a 
wide array of skin conditions and per-
formed pediatric dermatologic surgery 
at Doernbecher Childrenôs Hospi-

tal.  Julianne was also a member of the Hemangioma and Vas-
cular birthmarks team, a multidisciplinary team that helps man-
age patients with complex vascular malformations and tu-
mors.   
 
As a pediatric dermatologist, Dr. Mannôs areas of interest in-
clude pediatric dermatologic surgery, hemangiomas, port wine 
stains and other vascular birthmarks, atopic dermatitis 
(eczema), psoriasis, congenital nevi, melanoma, nevus se-
baceus, pilomatricomas, genetic skin diseases 
(genodermatoses). 
 
One aspect of her work that she particularly enjoys is educating 
her patients and their families about the childôs skin condition 
during the office visit.  Julianne has a background in teaching, 
and believes that providing families with balanced and clear 
information empowers them to make the best choices about 
their childôs care.  For her surgical patients, she enjoys the 
challenge of making the operative experience as relaxed and 
fun as possible.    
 
Julianne is providing full-time pediatric dermatology services 
and can be reached (603) 650-3102 for appointments and con-
sultations.  She welcomes your contact and referrals.  Here is a 
link to her information:  http://chadkids.org/dermatology/
teamprofile/72213/Julianne_A_Mann_MD 
 
 
CHaD Programmatic Notes 
 
New options on the horizon for Type 2 Diabetics at CHaD 
Bedford – Spring 2015 
Many pediatric patients with diabetes and their families make 
many trips to the doctorôs office to learn about their diagnosis 
and work with their healthcare team to manage their disease.  
CHaD is developing a new clinic for Type 2 diabetics that we 

                                                                                                     Page 5 



6 

Please Take Notice! 
 
The New Hampshire Pediatric  Society wants to im-
prove immediate communication with and among 
our members. If your email address is not  on our 
master list (or if you're not sure) please add your 
preferred address to the list by contacting Gil Fuld. 
 
Our plan is to periodically send out the updated ad-
dress list to everybody on it. If you haven't recently 
received a copy, we don't have your address. 
 
                                     -Gil Fuld MD 
                                 Communications and 
                                 Public Relations Chair  
                              fuldandfuld@ne.rr.com                                                                                                        
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conference at Dartmouth-Hitchcock Medical Center in Leba-
non is a joint effort between the Childrenôs Hospital at Dart-
mouth, the Child Advocacy Center of Grafton and Sullivan 
Counties at DHMC and the Child Advocacy Center at The 
Family Place in Norwich, Vermont.  
 
Target Audience: Professionals in health care, child protec-
tion, mental health, law enforcement; and other professionals 
who care for children and families. 
 
For more information on CHaD conferences, please contact 
Jacqui Alexander  Baker at (603) 653-1770 or Jacquel-
ine.B.Alexander@Hitchcock.org 
 
 

(Continued from page 5) 

                                                                                                     Page 6 


