
Chair Update
Vikas Dharnidharka, MD, MPH, FAAP

Greetings, my fellow AAP Nephrology 
section members,

Your Section on Nephrology (SONp) has 
been very busy this year and over the last 

4 years, working on lots of things that are of value to our 
entire community.

Before I get to these items, I will take a moment to celebrate 
some of our members. In the attached photo, THREE 
of our section members were honored at the Pediatric 
Academic Societies (PAS) 2019 with major achievement 
awards. Bruder Stapleton (left) received the Joseph St. 
Geme Leadership award from the Federation of Pediatric 
Organizations. Joseph Flynn (center) received the Henry 
Barnett Lifetime Achievement award from our AAP SONp. 
Brad Warady (right) received the ASPN Founders Award 
for lifetime achievement in Pediatric Nephrology. This 
is truly a wonderful event for our pediatric nephrology 
community, and this photo from PAS 2019 will become 
historic! Nominations for the 2020 Barnett Award has 
been extended to October 7th, so please send in your 
nominations.

I also want to recognize Brian Stotter, who completed his 
term as our Executive Committee’s Training Fellow liaison. 
Brian began a presentation series called Teaching on the 
Go (TOGO), a set of slides on the most common topics we 
teach in pediatric nephrology, which are near completion. 
Since Brian is now a faculty member in our Division 
of Pediatric Nephrology, Hypertension and Pheresis at 
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Washington University/St. Louis Children’s Hospital, I had the 
pleasure of presenting him with his plaque for his service (see 
photo).

We received a very large number of nominations for the open 
training fellow liaison position. Though this was a good problem 
to have (thank you everyone!), we had a difficult choice to make 
between so many outstanding candidates. We are thrilled to have 
Juliann Reardon from Yale University join us as the new Training 
Fellow liaison. Welcome Juliann!

For the nominees that we could not select, we are considering 
other ways to involve you in Section activities going forward. 

Over the last 4 years, the Executive Committee with support 
by SONp members has focused on activities that support the 
following goals:

•   Goal 1:   Advance child health through educational programming regarding pediatric nephrology.

•   Goal 2:   Increase the value of Section membership for SONp members.

•   Goal 3:   Engage in activities to support the current and future needs of the pediatric nephrology workforce.

•   Goal 4:  Advocate for the needs of pediatric nephrology physicians and their patients.

I won’t review all of the activities here, but will highlight several key achievements below and invite you to take a closer 
look at the summary report:

1.   The SONp Executive Committee, in conjunction with other AAP groups, submitted applications to the AAP leadership 
to develop clinical practice guidelines regarding fluid and electrolyte therapy in children and blood pressure screening 
in children. The development of the guidelines was completed by two practice guideline subcommittees and staff 
in the AAP Quality Team. Dr Leonard Feld co-chaired the guideline subcommittee and Dr Michael Moritz served as 
the SONp representative for the clinical practice guideline, “Maintenance Intravenous Fluids in Children” which was 
published December 2018. Dr Joseph Flynn co-chaired the guideline subcommittee and Dr Joshua Samuels served as 
the SONp representative for the guideline, “The Diagnosis, Evaluation, and Management of High Blood Pressure in 
Children and Adolescents” which was published September 2017.

2.   To broaden the reach of pediatric nephrology topics, the Section partnered with other AAP groups on their H:/section 
programs at the AAP National Conference:

•   2019 – Section on Cardiology and Cardiac Surgery: Acute kidney injury after cardiac bypass

•   2018 - Section on Critical Care: The Kidney in Acute Care - Recent advances continuous renal replacement therapy, 
treatment of acute kidney injury and updates in kidney transplantation

•   2017 – Section on Neonatal and Perinatal Medicine: Neonatal acute kidney injury – lessons from the AWAKEN Trial

•   2016 – Section on Hospital Medicine: Inpatient electrolyte emergencies and updates in acute kidney injury

3.   In September 2017, the AAP SONp, the American Society of Pediatric Nephrology (ASPN) and the National Kidney 
Foundation (NKF) developed a collaborative relationship with the goal to jointly develop pediatric nephrology 
related articles for parents/patients. Two articles address Bedwetting in Children & Teens: Nocturnal Enuresis and 
Vesicoureteral Reflux (VUR) in Infants & Young and a third on post-infectious glomerulonephritis is under review. The 
next three articles will address hematuria, proteinuria and nephrotic syndrome.

Prior to the above collaboration, Dr John Foreman and Dr Alyssa Riley co-authored the following parent articles for 

http://downloads.aap.org/DOSP/SONpStrategicPlanningAchievements2014182.docx
http://pediatrics.aappublications.org/content/142/6/e20183083
http://pediatrics.aappublications.org/content/140/3/e20171904
http://pediatrics.aappublications.org/content/140/3/e20171904
https://www.healthychildren.org/English/health-issues/conditions/genitourinary-tract/Pages/Nocturnal-Enuresis-in-Teens.aspx
https://www.healthychildren.org/English/health-issues/conditions/genitourinary-tract/Pages/Vesicoureteral-Reflux-in-Infants-Young-Children.aspx
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HealthyChildren.org:

•   Children with a Single Kidney

•   Kidney Cysts in Infants, Children & Teens

•   Henoch-Schonlein Purpura

•   Chronic Kidney Disease in Children

4.   Dr Brian Stotter and Dr Lyndsay Harshman served as the training fellow liaisons on the Executive Committee. Please 
see their contributions in the summary report.

5.   Member engagement opportunities have included:

•   Dr Eileen Brewer was appointed to a MACRA Episode-Based Cost Measure Clinical Subcommittee. Dr Brewer now 
also chairs the Committee on Coding and Nomenclature.

•   The SONp nominated Dr Katherine Twombley to serve as an NCE Planning Group representative. She was appointed 
July 2017 and oversees the nephrology and cardiology/cardiac surgery topics.

•   Serving on the Executive, Nominations and Award Committees

•   Serving as faculty for nephrology-related sessions at the NCE

•   Sharing calls for nominations for participation on other AAP editorial boards/committees

•   Serving as external liaisons or representatives (i.e. CoPS, OPTN/UNOS)

•   Participating in coding initiatives

•   Participation on clinical practice guideline work groups

•   Developing and reviewing policy

•   Collaborating with other societies with members with shared interests

6.   The SONp in collaboration with the AAP Division on Workforce and Medical Education and ASPN completed a pediatric 
nephrology workforce survey. Several abstracts and poster presentations were presented at the PAS and ASN meetings. 
Articles published based on the findings of the survey are:

•   American Journal of Kidney Disease, “The US Pediatric Nephrology Workforce: A Report Commissioned by the 
American Academy of Pediatrics”, July 2015.

•   Kidney International, “Pediatric Nephrology Training Worldwide 2016: Quantum educatus? July 2016.

7.   Between 2014-18, the Section provided technical review comments for over 71 draft AAP policy statements/clinical 
reports and other internal and external documents related to pediatric nephrology.

8.   The Section Executive Committee in collaboration with the ASPN Clinical Affairs Committee (CAC) developed 
a pediatric nephrology Choosing Wisely list of five items that was provided to and reviewed by the AAP executive 
committee. The list was published July 2018.

9.   The AAP is a currently a member of the Organ Procurement and Transplantation Network (OPTN)/United Network 
for Organ Sharing (UNOS) and submitted comments on two proposals along with other stakeholder organizations 
resulting in positive changes.

I wish to thank all Section members who completed the member needs assessment during the summer. Your responses 
will help us as your Executive Committee undertakes our strategic planning process over this next year.

Finally, I want to highlight the AAP’s advocacy efforts regarding subspecialty workforce. In July, the House Energy and 
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https://www.healthychildren.org/English/health-issues/conditions/genitourinary-tract/Pages/Children-with-a-Single-Kidney.aspx
https://www.healthychildren.org/English/health-issues/conditions/genitourinary-tract/Pages/Kidney-Cysts-in-Infants-Children-Teens.aspx
https://www.healthychildren.org/English/health-issues/conditions/skin/Pages/Henoch-Schonlein-Purpura.aspx
https://www.healthychildren.org/English/health-issues/conditions/chronic/Pages/Chronic-Kidney-Disease-in-Children.aspx
http://www.kireports.org/
http://www.kireports.org/article/S2468-0249(16)30041-9/fulltext
http://www.choosingwisely.org/societies/american-academy-of-pediatrics-section-on-nephrology-and-the-american-society-of-pediatric-nephrology/
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Commerce Committee advanced the Educating Medical Professionals and Optimizing Workforce Efficiency and Readiness 
(EMPOWER) for Health Act (H.R. 2781), which includes a reauthorization of the Pediatric Subspecialty Loan Repayment 
Program (PSLRP) at $50 million annually for 5 years. Ahead of the Committee’s consideration of the EMPOWER for 
Health Act, the AAP led a coalition sign-on letter of more than 40 organizations in support of the bill’s reauthorization 
of PSLRP. The EMPOWER for Health Act, introduced by Reps. Schakowsky (D-Ill.) and Burgess (R-Texas), is bipartisan 
legislation to reauthorize a number of health care workforce programs administered by the Health Resources and Services 
Administration (HRSA).

Sincerely,

Vikas Dharnidharka, MD, MPH, FAAP

Introducing the New SONp Training Fellow Liaison
Juliann Reardon, MD, FAAP received her undergraduate degrees in Chemistry and Women’s and 
Gender Studies from the Massachusetts Institute of Technology. She received her medical degree from 
The Warren Alpert Medical School of Brown University. Dr. Reardon completed her pediatric residency 
training at the University of Massachusetts Medical School and is currently a second-year nephrology 
fellow at Yale University. Dr. Reardon is committed to medical education, having completed a scholarly 
concentration in medical education while at Brown and is currently pursuing a master’s in health 
science in Medical Education. As part of her masters, Dr. Reardon is working with the American Board 
of Pediatrics to pilot a mental and behavioral health curriculum for pediatric subspecialty fellows. 
Dr. Reardon is excited to join the committee and offer a fellow’s perspective while contributing her 
expertise in education and advocacy to further the aims of the section.

Clinical Feature:  
Hemostatic Mutations in Renal Vein Thrombosis

Kevin Barton, MD, FAAP
Assistant Professor, Division of Pediatric Nephrology, Hypertension and Pheresis

Washington University School of Medicine in St. Louis

Renal vein thrombosis (RVT) is the most common non-catheter associated thromboembolic event in children. It 
predominately occurs in neonates, but the actual incidence is unknown. Myriad risk factors for RVT include many common 
neonatal conditions like sepsis, dehydration, respiratory distress syndrome, and prematurity. Maternal risk factors also 
play an important, albeit unclear, role in pathophysiology. Maternal diabetes, oligohydramnios and preeclampsia increase 
the neonatal risk for RVT. In-utero twin deaths also increase the risk for unclear reasons. Recent research has focused on 
specific pro-coagulant mutations and the role these mutations play not only in the sentinel thrombotic event, but also 
in the risk for recurrence. The implications of these mutations and the need for anticoagulation remains a current topic 
of discussion and research, but prospective studies are still needed. This article will review what is known about normal 
neonatal hemostasis, the various mutations associated with RVT, and the associated risk of recurrent thrombosis.

Neonatal hemostasis is complex and different from childhood and adult hemostasis. The balance of pro and anti-
coagulant protein levels differ likely due to the complex physiologic transitions in the neonatal period. By the tenth week 
of gestation, most hemostatic factors have been synthesized by the fetal liver. At birth, the components of these factors are 
identical to those of older children and adults. However, the plasma concentration and the activity of these components 
are drastically different, most likely due to different rates of synthesis, degradation and secretion. The maturation of 
these factors occurs over the first year of life, reaching adult levels by approximately one year of life. Coagulation factors 
in premature infants are similar to those of term infants, but notably the rate of maturation appears to be accelerated in 
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https://downloads.aap.org/DOFA/EMPOWER for Health Act Section 4 Support Letter_July 2019_Final_V2.pdf
https://downloads.aap.org/DOFA/EMPOWER for Health Act Section 4 Support Letter_July 2019_Final_V2.pdf
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premature infants. This is shown by equal levels of hemostatic factors at 6 months uncorrected age in preterm and term 
infants.

Neonatal coagulation factors differ both in pro and anticoagulant plasma levels and activity from older children and 
adults. The concentrations of vitamin K-dependent coagulation factors (II, VII, IX, X) are 25-70% of adult values (Resontoc 
& Yap, 2016). The concentrations of other pro-coagulant factors such as V, VIII, XIII, von Willebrand’s factor and fibrinogen 
at birth are near or higher than adults at 70-140% of adult values (Resontoc & Yap, 2016). Coagulation inhibitors such 
as protein C and S are approximately 50% of adult levels, but levels of other pro-coagulant factors are such as alpha-2-
macroglobulin are double that of adults (Resontoc & Yap, 2016). Lastly, the levels of fibrinolytic factors show a similarly 
varied balance than in adults. Plasminogen and alpha-1-antiplasmin are lower in newborns than adults, but level of 
tissue plasminogen activator and plasminogen activator inhibitor-1 are higher.

Because of their immature coagulation system, premature neonates are potentially at increased risk of either bleeding or 
thrombotic events in response to perinatal stressors. Despite this, RVT remains more common among term infants than 
preterm infants. Several reviews have shown that 71% of infants with RVT were born after 36 weeks EGA, whereas 29% 
were <26 weeks EGA (Lau et al., 2007). The most common risk factor for RVT in the largest retrospective review to date was 
perinatal asphyxia (29%) which is more common in term infants, and may explain the higher incidence in term infants 
(Lau et al., 2007).

Testing for pro-thrombotic risk factors has become more standardized, especially for neonates with spontaneous RVT 
vs those with multiple risk factors. However, the reasons for screening and the correlation of risk factors remains overall 
unknown. The mutations with the clearest pathogenic links to RVT include: Factor V Leiden, Protein C, S, deficiency, anti-
thrombin III deficiency, and prothrombin deficiency. More recent studies have raised questions about elevated levels 
of lipoprotein a (lpa) as well as Factors VIII, IX and XI. Dysfibrinogenemias have also been posited to play a pathogenic 
role that is yet unconfirmed. Kosch et al performed an analysis comparing rates of pro-thrombotic risk factors between 
white neonates with RVT and healthy controls. On multivariate analysis, they found a significant higher odds ratio only 
for Factor V (OR, 9.4:95% CI, 3.3-26.6) and lp(a) (OR, 7.6; 95% CI, 2.4-23.8) (Kosch et al., 2004). On univariate analysis they 
found statistically significant higher odds ratios for FV, elevate lp(a), protein C deficiency, and increased anti-cardiolipin 
antibodies. Overall, they compared 59 infants with RVT with 118 healthy controls and found that 85.2% of infants with 
idiopathic RVT showed at least one pro-thrombotic mutation (Kosch et al., 2004). 54.2% of their cohort had multiple risk 
factors for RVT, but 67.8% of all patients had at least one pro-thrombotic mutation (Kosch et al., 2004). This is similar to 
the review by Lau et al which cited an incidence of 53%, although this was in era where knowledge and testing of these 
mutations was lower (Lau et al., 2007). Furthermore, their cohort characteristics were also similar to the larger meta-
analysis by Lau.

The risk of recurrence for patients with a history of neonatal RVT and a pro-thrombotic mutation remains a controversial 
topic and there is scant literature with variable results. The largest cohort included 301 children and found 58% had a single 
pro-thrombotic mutation while 21% had combined inherited or acquired pro-thrombotic risk factors (Nowak-Göttl et al., 
2001). Recurrent thrombosis occurred in 21% of patients with one or more risk factors (Nowak-Göttl et al., 2001). Also, 
the group found that patients with combined defects had shorter duration of event-free survival after discontinuation of 
anticoagulation. Marks et al found no recurrence in neonates after a similar median follow-up of 3.7 years compared to 
Kosch et al who found a 7% incidence of recurrent venous thrombosis in neonates with pro-thrombotic mutations (Kosch 
et al., 2004; Marks et al., 2005).

Renal vein thrombosis remains the most common thrombotic event in neonates conferring significant morbidity. 
The role of pro-thrombotic mutations remains unclear, but there is evidence to suggest a strong correlation. Further 
multidisciplinary studies are needed on more recent patient cohorts to clarify this relationship to further define the risk 
of recurrent thrombosis for these patients.

References:
1.   Kosch, A., Kuwertz-Bröking, E., Heller, C., Kurnik, K., Schobess, R., & Nowak-Göttl, U. (2004). Renal venous 

thrombosis in neonates: prothrombotic risk factors and long-term follow-up. Blood, 104(5), 1356-1360. doi: 10.1182/
blood-2004-01-0229
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2.   Lau, K. K., Stoffman, J. M., Williams, S., McCusker, P., Brandao, L., Patel, S., & Chan, A. K. C. (2007). Neonatal Renal Vein 
Thrombosis: Review of the English-Language Literature Between 1992 and 2006. Pediatrics, 120(5), e1278-e1284. doi: 
10.1542/peds.2007-0510

3.   Marks, S. D., Massicotte, M. P., Steele, B. T., Matsell, D. G., Filler, G., Shah, P. S., . . . Shah, V. S. (2005). Neonatal renal 
venous thrombosis: clinical outcomes and prevalence of prothrombotic disorders. J Pediatr, 146(6), 811-816. doi: 
10.1016/j.jpeds.2005.02.022

4.   Nowak-Göttl, U., Junker, R., Kreuz, W., von Eckardstein, A., Kosch, A., Nohe, N., . . . Ehrenforth, S. (2001). Risk of 
recurrent venous thrombosis in children with combined prothrombotic risk factors. Blood, 97(4), 858-862.

5.   Resontoc, L. P. R., & Yap, H.-K. (2016). Renal vascular thrombosis in the newborn. Pediatric Nephrology, 31(6), 907-
915. doi: 10.1007/s00467-015-3160-0

Call for Nominations: 2020 AAP SONp Henry Barnett Award
The American Academy of Pediatrics (AAP) Section on Nephrology (SONp) will recognize one individual for lifetime 
achievement in the field of pediatric nephrology.  Any pediatric nephrologist meeting the following qualifications can be 
nominated for this award:

•   Dedication to teaching nephrology

•   Contributions to advocacy for children

•   Distinguished service to the field of pediatric nephrology

Access the nominations form here and additional information is on the website. Please submit the necessary information 
to Suzanne Kirkwood at skirkwood@aap.org by October 7, 2019.

Previous Henry L. Barnett Award Recipients

2019 – Joseph Flynn, MD, FAAP 2005 - Adrian Spitzer, MD
2018 – Sharon Andreoli, MD 2004 – Russell Chesney, MD, FAAP
2017 – Isidro Salusky, MD 2003 - Richard N. Fine, MD, FAAP
2016 – Barbara Fivush, MD 2002 – Alan B. Gruskin, MD
2015 – Bradley Warady, MD, FAAP 2000 – Shane Roy III, MD
2014 – Denis Geary, MD 1999 – John Lewy, MD
2013 – Robert Chevalier, MD, FAAP 1998 – Malcom Holiday, MD
2012 – Sandra Watkins, MD 1997 – Jay Bernstein, MD
2011 – James Chan, MD, FAAP 1995 – Clarke D. West, MD

2010 – Aaron Friedman, MD, FAAP 1994 – Wallace McCrory, MD 
*  Note – Name changed to Henry L. Barnett Award

2009 – Julie Ingelfinger, MD 1993 – Robert L. Vernier, MD
2008 – Ellis D. Avner, MD 1992 – Henry L. Barnett, MD and Ira Griefer, MD
2007 – William Harmon, MD 1991 – Jack Metcoff

2006 – Jose Strauss, MD 1990 – Section on Nephrology establishes “The Kidney Award”

http://downloads.aap.org/DOSP/HenryBarnettAwardCallforNominations-2020.docx
https://www.aap.org/en-us/about-the-aap/Sections/Section-on-Nephrology/Pages/Awards.aspx
mailto:skirkwood@aap.org
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Pediatric Nephrology Workforce – How Much Trouble Are We In?
Darcy Weidemann, MD, FAAP

Division of Pediatric Nephrology
Associate Program Director, Pediatric Nephrology Fellowship Training Program

Children’s Mercy Kansas City
Assistant Professor

UMKC School of Medicine

There has been growing alarm over the status of the pediatric nephrology workforce, which may be insufficient to meet the 
medical needs of children with kidney disease. This includes both an aging physician cohort with imminent retirement, 
attrition out of the specialty, and a significant dearth of fellowship applications. According to the most recent American Board 
of Pediatrics (ABP) workforce data, pediatric nephrologists are among the oldest group of pediatric subspecialists, with an 
average age of 52 at the end of 2017.1 A 2015 survey to practicing pediatric nephrologists indicated that approximately a third 
of faculty planned to reduce or stop pediatric nephrology clinical activities in the next five years, mostly due to retirement 
(53%) or a desire to spend more time in nonclinical activities (37%).2 Perhaps even more concerning is the fact that the 
average age of a pediatric nephrologist 
has not decreased significantly over 
the past decade according to the ABP 
data, indicating that the pipeline of 
new trainees may be insufficient to 
fill the upcoming vacancies due to 
retirement or other attrition. Indeed, 
many training program directors 
viewed the most recent 2019 pediatric 
nephrology match results with growing 
dismay. Only 27 of 67 (42%) pediatric 
nephrology training positions available 
through the National Resident 
Matching Program (NRMP) were filled, 
with 33 of 43 (77%) of programs having 
at least one unfilled position.3 Pediatric 
nephrology compares unfavorably 
to other pediatric subspecialties 
with the lowest fill rate of any of the 
pediatric specialties, even compared 
to other historically underserved fields 
(pediatric infectious, endocrinology, 
and pulmonology matched 51%, 
54%, and 58% of their 2019 positions 
respectively). Review of the newly 
available ABP Interactive Workforce 
Data reveals that of all subspecialties, 
pediatric nephrology training 
programs have experienced the poorest 
10-year performance, with a decline of 
almost 15% in the number of pediatric 
nephrology fellows from 2007 (n=54) 
to 2017 (n=46) (Figure 1). Perhaps 
not unsurprisingly, similar themes of 
perceived workforce inadequacy and 
declining trainee interest in pediatric 
nephrology careers also exist in most 
regions of the world.4

Figure 1. American Board of Pediatrics Interactive ABP Workforce Data: Subspecialty Fellowship Tracking 
Data Interactive Dashboard. There has been a -14.8% decline in the number of pediatric nephrology 
fellows from 2007 (n=54) to 2017 (n=46). Available: https://www.abp.org/content/workforce. Accessed 
August 15, 2019.

https://www.abp.org/content/workforce
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Pediatric Nephrology Workforce – How Much Trouble Are We In? Continued from Page 7

Multiple factors are responsible for this looming threat to the pediatric nephrology workforce. The subject matter is 
frequently considered to be arduous with an intimidating workload. A recent survey of medical students and residents 
indicated that the most common reasons for not choosing nephrology as a specialty included lack of interest in the 
subject material (79%), followed by poor financial remuneration(43%), poor work-life balance (39%), and lack of exposure 
(32%).5 Lack of mentorship or appropriate role models and patient complexity and are also important factors. Patient 
care is perceived as time-intensive, with relatively high call burdens working with very ill, highly complex patients. A 
shortage of many pediatric subspecialists exists due to extended training periods and high burden of educational 
debt which can make the choice to pursue a pediatric fellowship a daunting prospect. A sobering economic analysis 
of 11 pediatric subspecialties found that only 3 of 11 generated positive financial returns as compared with a general 
pediatrician (cardiology, critical care, and neonatology), with an estimated burden of > $750,000 loss in lifetime earnings 
for a pediatrics resident to choose a career in pediatric nephrology, as opposed to a general pediatrics practice.6

Unique to the pediatric nephrology workforce challenges is the fact that pediatric nephrology has the highest percentage 
of international medical school graduates (IMG) at 41.7%.7 Although pediatric nephrology in the United States benefits 
greatly from IMGs entering the specialty, the countries of origin of these physicians are losing an important resource. 
This happens at a critical time when the global nephrology workforce is experiencing a shortage and failure to meet the 
growing healthcare needs of this vulnerable patient population amidst the rising tide of CKD.8 Uncertainties with the 
current United States political climate regarding immigration policies and/or stringent visa requirements may make the 
decision to pursue a pediatric nephrology training program even less attractive for future IMGs and may contribute to 
ongoing workforce shortage.

It is apparent with the myriad of factors contributing to the workforce shortage, the solutions will not be simple. A 
comprehensive response on the local, national, and policy-level will be required. There have been increasingly more vocal 
calls whether a shortened 2-year clinical track should be actively considered, similar to adult nephrology fellowships. 
Since the 1970s the ABP has mandated a 3-year training period for certification in training programs approved by the 
Accreditation Council for Graduate Medical Education (ACGME), which includes meeting competencies in all aspects 
of clinical pediatric nephrology as well as scholarly activity with successful completion of a Scholarly Work Product. 
Standard adult nephrology training fellowship positions are 2 years, with some fellows electing to add an additional 
year of research (albeit many times without guaranteed funding) if they are interested in pursuing an academic career 
with a significant research component. Although adoption of a 2-year clinical training program may serve to increase 
recruitment, the question remains whether two years is sufficient, as the vast majority of pediatric nephrology trainees 
will hold academic appointments within teaching institutions, which differs significantly from job opportunities to those 
trained in adult nephrology. Opponents of a 2-year clinical tract argue that trainees must also be exposed to substantive 
research methodologies and faculty development to adequately prepare them for a career in academics and may lead 
to stalled research progress for the field of pediatric nephrology as a whole. Non-withstanding, a recent survey through 
the American Academy of Pediatrics indicated that a 49% of pediatric nephrologists were in favor of a 2-year fellowship 
option, with 34% opposed, and 17% unsure.9 Efforts should be made to ensure that, if a concurrent 2-year clinical track is 
to be considered, that trainees who decide to pursue a traditional three year training program are not required to secure 
their own grant funding to cover the additional year of training.

Many students report minimal nephrology exposure during their clinical rotations. With the growing trend towards 
increase in usage of hospitalists for inpatient care at teaching hospitals, pediatric nephrologists may have fewer 
opportunities to mentor students directly. These findings support the conclusion that a strong effort needs to be made 
by pediatric nephrology educators to teach nephrology curriculums and renal physiology in more approachable and 
engaging formats using evidence-based methods and innovative platforms that actively engage adult learners. Faculty 
development and mentoring programs should be nurtured that emphasize positive role models to young trainees, ideally 
which starts in the earliest phase of training (undergraduate and during early medical school courses). One study of 222 
potential nephrology trainees in Australia found that early exposure to nephrology was the primary reason for their career 
choice.10 Exposure to a positive role model can elevate the profile of a potential career path in pediatric nephrology and 
demonstrate the diverse opportunities across the clinical, research, and professional domains.

Efforts to mitigate the significant financial burden incurred by pediatric nephrology trainees should be pursued by 
advocacy groups, policymakers, and at the institutional level. Continued advocacy for payment parity with adult 
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medicine is necessary, with an insistence that at the very least Medicaid reimbursements equal those of Medicare for 
equivalent services provided. Greater awareness of potential eligibility for loan forgiveness programs such as the NIH 
Loan Forgiveness Program or the Public Service Loan Forgiveness (PLSF) should be disseminated to trainees. Renewed 
advocacy efforts such as the 2018 AAP Subspecialty Day of Action called on Congress to reinstate the Pediatric Subspecialty 
Loan Repayment Program (PSLRP, Section 775 of the Public Health Service Act), which was originally authorized in 
2010 and would provide up to $35,000 in loan repayment per year in up to three years in exchange for practicing in an 
underserved area, although it was never funded and authorization lapsed in 2014.

Finally, creative solutions and flexible work schedules, including creation and promotion of part-time positions to 
address heavy workload and difficult schedules should be offered by division and institutional leadership to boost 
recruitment of trainees as well as retention of current faculty. Values have changed in the era of training the millennial 
generation. Trainees of this generation may place a greater value on work-life balance as compared to financial rewards 
and may define “success” much more in the context of their personal lives, rather than in professional advancement 
and accomplishments. Like most of pediatric subspecialties, pediatric nephrology is increasingly becoming a female-
dominated field, with 2017 ABP data1 indicating the female trainees outnumber name trainees by almost 2:1, and women 
pediatric subspecialists are more than six times more likely to seek part-time work than their male colleagues.11

These growing trends and data regarding ongoing workforce issue should be alarming to all in our profession, and 
hopefully all are wondering what they can do to improve the outlook. Rather than each of us planning our own careful 
exit strategy, we should all focus concerted efforts on behalf of our professional societies and organizations to address 
these key issues and boost recruitment and retention of talented pediatric nephrologists. In recognition of the potential 
looming workforce crisis, the American Society of Pediatric Nephrology will be holding a Workforce Summit just prior to 
the start of the American Society of Nephrology meeting in Washington, D.C. on November 6th, and all are encouraged 
to attend.
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New AAP Voluntary Expert Witness Affirmation Statement Q & A
Do You Serve as an Expert Witness in Civil or Criminal Legal Proceedings?
If the answer is “yes,” you need to know about the new AAP Voluntary Expert Witness Affirmation Statement 
and how it facilitates the provision of thorough, fair, objective, and scientifically sound testimony.

The Problem
The integrity of the legal system is compromised when experts provide testimony based on weak, misinterpreted 
or nonexistent scientific evidence; testify in cases clearly outside of their clinical training and/or experience; 
or enter into contracts with exorbitant fees and/or fee contingent on case results.

What is an Expert Witness Affirmation Statement?
It is a document by which members affirm their professional and ethical obligations when providing expert 
testimony in writing. The Academy’s affirmation statement identifies 10 professional principles to be upheld 
when members review and testify in legal cases as medical experts.

How does it work?
Attorneys can use affirmation statements to bolster the credibility of experts who are members of the Academy 
and who pledge to uphold the 10 professional principles when they review legal cases and provide expert 
testimony. On the other hand, lawyers may be dissuaded from calling experts who are unwilling or ineligible 
to sign an affirmation statement. Either way, affirmation statements can be used to impeach experts who fail 
to abide by the 10 professional principles. 

Should AAP members be expert witnesses?
The American Academy of Pediatrics has stated that:

The interests of the public and both the medical and legal professions are best served when scientifically sound 
and unbiased expert witness testimony is readily available in civil and criminal proceedings. As members of 
the medical community, patient advocates, and private citizens, pediatricians have ethical and professional 
obligations to assist in the civil and criminal judicial processes.------AAP Policy Statement on Expert Witness

According to a 2015 Periodic Survey of Fellows on Medical Liability Experience of Pediatricians, approximately 
14 percent of the respondents reported that they participate as expert witnesses and indicated they have done 
so a mean of 19 times.

What guidance has the Academy provided on how to be an effective, ethical witness?
The Academy published a policy statement and a technical report titled “Expert Witness Participation in Civil 
and Criminal Proceedings” describing the relevant qualifications, standards of testimony, and recommending 
ethical and professional conduct for physicians serving in this capacity. 

The Academy first articulated policy on appropriate medical expert witness testimony in 1989 and was among 
the first medical specialty societies to do so.  Implementation of the AAP Voluntary Affirmation Statement 
form began in 2019. Other medical and specialty societies provide their members with affirmation forms and 
have found them to be effective in addressing substandard expert witness testimony.

Directions for Using the Voluntary Expert Witness Affirmation Statement Form
Read the affirmation form carefully and ensure that it accurately reflects your practices when performing 
the role of an expert witness. Then print and sign the form and give it to the attorney who has secured your 
services to use at his or her discretion.

Must Members Use the Affirmation form?
No. Its use is entirely optional. The Academy will not record the names of members downloading the form, 
monitor its use by individuals, or retain signed copies of the form.

Continued on Page 11

Q&A

Q&A

Q&A

Q&A

Q&A

Q&A

Q&A

Q&A

http://pediatrics.aappublications.org/content/139/3/e20163862
http://pediatrics.aappublications.org/content/139/3/e20164122
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The AAP encourages its members to offer to provide an expert witness affirmation statement to the legal counsel that 
secured their services. However, members are not required to use the form.

Beyond that, the Academy urges legal counsel to routinely inquire whether an expert witness has executed a voluntary 
Expert Witness Affirmation Statement and use its existence or absence to establish or question the experts’ professional 
practices when serving as an expert witness.

Learn more about why the affirmation statement is important and how it works.
Access the AAP Voluntary Affirmation Statement form.

Need more information?
Contact the AAP Committee on Medical Liability and Risk Management via Julie Ake at jake@aap.org.

PREP Nephrology:  
Take advantage of special AAP SONp member rates!

Stay current with NEW subspecialty review content written by topic experts for specialists in pediatric nephrology. You’ll 
get exposure to clinical cases and critiques, with links to suggested reading for further study. Perfect for ongoing learning, 
reviewing for the boards, or earning valuable MOC & CME credit.

2020 PREP Nephrology topics include

•   Diagnosing atypical hemolytic uremic syndrome

•   Describing ethical conundrums in altruistic kidney donation

•   Evaluating a patient for hypokalemia

Act now—AAP Section on Nephrology members save 29% off nonmember rates.
Learn more and order at shop.aap.org/prep or by calling 866-843-2271.

2018, 2019, and 2020 subscriptions are currently available with access for up to 3 years from initial publication date.

For a FREE trial of PREP Nephrology, visit preptrials.courses.aap.org.

New AAP Voluntary Expert Witness Affirmation Statement Q & A Continued from Page 10

AAP Grand Rounds features discussion about fever and UTIs in children
Does the duration of fever after the initiation of treatment for UTI in children cause renal scarring? Read nephrology 
expert Cheryl Sanchez-Kazi’s critique of a study from Archive of Disease in Childhood in the August issue of AAP Grand 
Rounds.

https://www.aap.org/en-us/about-the-aap/Committees-Councils-Sections/Pages/Voluntary-Expert-Witness-Affirmation-Statement.aspx
mailto:jake@aap.org
https://shop.aap.org/prep/
http://shop.aap.org/prep
http://preptrials.courses.aap.org/visitor?status=auth
https://nam02.safelinks.protection.outlook.com/?url=http:%2F%2Fwww.mmsend70.com%2Flink.cfm%3Fr%3DKolovZSxyJZm2SLnw2059g~~%26pe%3DV7lEVI7cgoMl9fHkAchA13xmTawn9yXH1ayS9cA7hoZC6_Q5i_T1Eti7RsDV799bIbPXrdfEQBWK7NgbWtFU-g~~%26t%3DfjAFhzPv5WCZytiNIlvu2Q~~&data=02%7C01%7Cnstewart%40aap.org%7Cbf1fae5905864dffe4a908d7248d0288%7C686a5effab4f4bad8f3a22a2632445b9%7C0%7C0%7C637018060367353607&sdata=J9Ul6BoLROF50hx6M0l%2F4eP52InP42u7gy6ac4Hv73g%3D&reserved=0
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Continued on Page 13

Clinical Feature: 
Update on Chronic Kidney Disease-Mineral Bone Disorder 

(CKD-MBD)
Cheryl Sanchez-Kazi, MD, FAAP, FASN, CCD

Professor of Pediatrics
Loma Linda University Children’s Hospital

Loma Linda, CA

The pathophysiology of mineral bone disorder in chronic kidney disease is complex. It is an interplay of calcium, 
phosphorus, parathyroid hormone (PTH) and FGF23. Secondary hyperparathyroidism is a physiologic response to 
hypocalcemia and hyperphosphatemia in CKD, but if not adequately treated leads to osteitis fibrosa, whereas over 
suppression of PTH can lead to adynamic bone. The initial stimulus for the development of secondary hyperparathyroidism 
in CKD is still unknown, but an early rise in serum FGF23 in Stage 2 CKD has been reported in children despite normal 
phosphorus, PTH and calcium1. The early rise in FGF23 may be a response to ensure adequate phosphorus clearance in 
presence of reduction in glomerular filtration. Abnormalities in FGF23 and its receptor α-Klotho have been associated 
with endothelial dysfunction and vascular calcification leading to an increase in cardiovascular mortality and morbidity in 
adult patients with CKD. In the EVOLVE clinical trial, reduction in FGF23 by cinacalcet led to a decrease in cardiovascular 
death and other cardiovascular events in adults undergoing dialysis2. Elevations of PTH and FGF23 and its indirect 
effects on calcium, phosphorus and vitamin D metabolism can also directly affect trabecular and cortical bone thereby 
increasing the risk of fracture in both pediatric and adult patients1,3.

In the 2017 KDIGO guidelines, recommendations for treatment of CKD-MBD in children include maintenance of age 
appropriate levels of serum calcium and phosphorus, and to keep parathyroid hormone levels within 2 to 9 times the 
upper limits of normal using the combination of dietary intervention and medications4. Surgical parathyroidectomy is 
still indicated for severe secondary hyperparathyroidism which fails to respond to conventional therapy4. Currently there 
are no recommendations for the optimal levels of FGF23 in CKD-MBD.

Recently, activin A was reported as an early marker of kidney dysfunction and renal MBD. Serum levels rose much earlier 
before FGF23 or PTH in adult patients with CKD Stage 2-55. The increase in serum activin levels correlated with serum 
FGF23 and serum PTH, and with changes in bone turnover in bone biopsies5. Activin A, a member of the transforming 
growth factor (TGF)-β super family, is found in multiple cells, but it also plays a role in osteoclastogenesis. Early inhibition 
of Activin A or its receptor may help in the treatment of CKD-MBD.

FGF23

FGF23 released from osteocytes and osteoblasts enhances phosphorus excretion by downregulation of the sodium-
phosphate co-transporter expression (NPT2a and NPT2c) in the proximal tubule. It also decreases 1alpha-hydroxylase 
activity and affects calcium absorption which can worsen secondary hyperparathyroidism in CKD. Blocking FGF23 
in a rodent model of CKD decreased PTH, increased vitamin D, and corrected bone histologic abnormalities but 
worsened hyperphosphatemia and vascular calcification6. The use of FGF23 antibody currently being used in X linked 
hypophosphatemic rickets is not yet recommended as a treatment for CKD-MBD.

A recent study by Zhang and colleagues showed that an infusion of C-type natriuretic peptide may attenuate the 
abnormalities associated with mineral bone disorder in uremic rodents by downregulation of FGF23/MAPK signaling 
pathway7. This needs further evaluation since the rodent model used is more reflective of low bone turnover disease.

Phosphorus and phosphate binders

One of the major challenges in the management of children with CKD is hyperphosphatemia. Not only is phosphorus 
present in raw food but it is a food preservative, added in dietary supplements and in some medications. Dietary 
phosphorus restriction is a mainstay of therapy and very difficult to attain. Recent studies have reported that in addition 
to less dietary acid load, plant-based food has less phosphorus bioavailability (phytates) and therefore less absorbed 
compared to animal-based food8,9. Recommendations to consume plant-based food should take into account the higher 
potassium load in some fruits and vegetables. To maintain the age appropriate serum phosphorus levels, phosphate 



AAP Section on Nephrology Newsletter - Fall 2019 Page 13

binding agents are frequently used. Calcium based agents are generally avoided when there is hypercalcemia due to risk 
of vascular calcification.

Gastrointestinal absorption of phosphorus occurs through active transport mediated by NaPi2b or through paracellular 
pathway mediated by sodium/hydrogen ion-exchanger isoform 3 (NHE3). Nicotinamide inhibits sodium-dependent 
phosphate co-transporter NaPi2b and has been used to lower phosphorus in vivo and in vitro10. Tenapanor is a minimally 
absorbed inhibitor of gastrointestinal sodium/hydrogen exchanger (NHE3) which reduces phosphate paracellular 
transport by increasing the intracellular proton concentration in cells lining the gastrointestinal lumen. No other ions 
are affected. In the most recent Phase 3 double blind clinical trial using tenapanor, it was demonstrated that there was 
a dose response increase in the rate of phosphorus removal11. Adverse events include softened stool, increase bowel 
movement and increased stool sodium and water content11. Currently, there are no published studies on the use of 
intestinal phosphate transporter blockade in children.

Lanthanum carbonate has a high affinity to phosphorus and thought to be minimally absorbed in the gastrointestinal 
tract but there is limited safety information in children. Gastrointestinal side effects and presence of lanthanum 
deposition in the skeleton and gastrointestinal tract have been reported in adult patients with CKD12,13. In the COMBINE 
trial, lanthanum carbonate with or without nicotinamide did not significantly lower serum phosphate or FGF23 levels 
from baseline in adult patients with CKD Stage 3-4 after 12 months of treatment14.

Sevelamer is a nonspecific anion exchange resin which binds to anion in exchange for chloride (sevelamer hydrochloride) 
or carbonate (sevelamer carbonate). Besides phosphorus, sevelamer also binds lipopolysaccharide endotoxin, bile acids, 
uremic toxins (indoles and phenols), advanced glycation end products and folic acid. In children, sevelamer can be taken 
or given as tablet, powder, or compounded into a liquid. Calcium should be monitored closely if sevelamer is used in the 
pretreatment of formula [15]. Sevelamer hydrochloride should be avoided in children with metabolic acidosis.

Iron based phosphate binders are commonly used in adult patients on dialysis. Ferric citrate binds to phosphate forming 
ferric phosphate which can be excreted in the feces, and the iron can improve anemia. Twelve weeks of ferric citrate 
lowered phosphorus and FGF23 level and increase hemoglobin in adult patients with CKD 4-516-19. Most common adverse 
events include diarrhea or constipation. A Phase 3 study using sucroferric oxyhydroxide, a non-calcium iron-based 
binder demonstrated improvement in anemia and reduction in serum phosphorus with lower pill burden compared to 
sevelamer carbonate20. There is an ongoing pediatric clinical trial. Iron accumulation has been observed with the use of 
ferric citrate compared to sucroferric oxyhydroxide (19). Ferric citrate should not be taken with aluminum since citric 
acid increases aluminum absorption.

An alternative to calcium-based agents is the combination of calcium acetate/magnesium carbonate which has been 
shown to effectively reduced phosphorus level and FGF23 without significant hypercalcemia or vascular calcification21,22. 
Majority of CKD patients has hypermagnesemia so this needs to be followed closely if calcium acetate/magnesium 
carbonate is used.

The efficacy of phosphate binding may be dependent on gastric pH and one’s gut microbiome23. In the presence of CKD, 
indole and p-cresol forming enzymes are increased which are both important in the development of cardiovascular 
complications in CKD. Various phosphate binders act differently when exposed to the gastrointestinal tract. Calcium 
carbonate works best at pH 3 and calcium acetate binds at pH 6. Calcium based agents can bind vitamin K, but its effects 
on gut microbiome is unknown. Lanthanum carbonate dissociates and binds phosphorus at pH 3, can also bind vitamin 
K and prevents oxalate absorption likely due to its effect on Oxalobacter formigenes23. Sevelamer carbonate binds more 
phosphorus at pH 3 and sevelamer hydrochloride works better at pH 5.5. Both forms of sevelamer bind folic acid, may 
affect absorption of fat-soluble vitamins, but it also binds indole sulfate, p-cresol, short chain fatty acid, and can decrease 
LDL due to binding with bile acids, and improve glucose homeostasis. Sucroferric oxyhydroxide binds at pH 3 and ferric 
citrate between pH 2-823].

Vitamin D Receptor Activator (VDRA)

VDRA acts directly on the parathyroid gland, skeleton and gastrointestinal tract to enhance calcium and phosphorus 
absorption. The 2017 KDIGO guidelines recommend starting VDRA for treatment of progressively increasing PTH or 
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presence of severe secondary hyperparathyroidism or to maintain age appropriate serum calcium levels in children with 
CKD (4).

Calcitriol is the first synthetic nonselective physiological VDRA, which binds to VDR and regulates gene transcription via 
vitamin D response elements. It is often used in children since it comes in intravenous form, liquid and capsules however 
hypercalcemia and hyperphosphatemia limit its use. Selective VDRA paricalcitol (19-nor-1,25-dihydroxyvitamin D2) and 
maxacalcitol (22-oxa-1,25 dihydroxyvitamin D3) have the same effect on serum calcium. Non-selective VDRA includes 
alfacalcidol (1α hydroxyvitamin D3) and doxercalciferol (1α hydroxyvitamin D2) require 25-hydroxylation in the liver, can 
lower PTH but there are also reports of hypercalcemia and hyperphosphatemia.

A new oral vitamin D analog 2MD (2-methylene-19-nor-(20S)-1α-25,dihydroxyvitamin D3) which binds to VDR, is highly 
selective to the bone and parathyroid gland, less hypercalcemic and longer acting than other VDRA (51 hours vs calcitriol 
27 hours and paricalcitol 20 hours). In a randomized, double-blind, placebo controlled clinical trial of adult hemodialysis, 
oral 2MD which was given three times weekly for 16-18 weeks reduced PTH without significant increase in calcium and 
phosphorus [24]. FGF23 measurements and bone biopsy were not obtained in the study. So far, there are no data in 
children.

Calcium receptor activator

The extracellular calcium sensing receptor (CaR) localized to the parathyroid glands, kidneys, gastrointestinal tract, 
cartilage and bone, plays an important role in the regulation of calcium homeostasis. Allosteric modulators of CaR 
inhibit parathyroid gland production and secretion of PTH, and decreases urinary calcium reabsorption. Cinacalcet is a 
calcimimetic used in the management of secondary hyperparathyroidism. In recent animal studies, cinacalcet was shown 
to have direct skeletal effects including increase in bone formation rate and in the number of osteoblasts independent of 
PTH25.

The only randomized double blind, placebo controlled clinical trial using cinacalcet in children 6 to less than 18 years 
old who were on dialysis was terminated early due to a serious adverse event. Data analysis showed 55% of treated 
patients (n=22) met the primary endpoint of ≥ 30% PTH reduction from baseline compared to placebo. Eighty six percent 
of patients has at least one adverse event during treatment: vomiting (32%), hypocalcemia (23%), nausea (18%) and 
hypertension (14%)26.

A retrospective study of 10 children with Stage 5 CKD or on dialysis, median age 18 months, PTH level ≥500 pg/mL, 
reported that 82% of patients had significant PTH reduction after 8-46 months of cinacalcet therapy27. No significant 
adverse events reported, but 4 patients had asymptomatic hypocalcemia which resolved with calcium supplements. 
When using cinacalcet in children to treat secondary hyperparathyroidism, close monitoring for hypocalcemia and 
gastrointestinal side effects must be instituted.

Evocalcet is a newer oral calcimimetic agent with similar efficacy to cinacalcet and better side effect profile. A phase 3 
multicenter, open label study, in adult dialysis patients, who were randomized to cinacalcet or evocalcet x 52 weeks still 
reported hypocalcemia and gastrointestinal complaints as the most frequent side effects during the treatment in both 
groups. During evocalcet therapy, the target PTH goal was reached by 40% of patients and increases to 72% after 52 weeks 
of treatment28. There are no published studies yet in pediatric patients.

Etelcacitide is an intravenous form of calcimimetic and thought to have lower gastrointestinal side effects due to less 
luminal gastrointestinal exposure. Cunningham and colleagues analyzed 2 parallel, phase 3 randomized, placebo-
controlled trial for 26 weeks, and demonstrated that etelcalcitide lowered PTH, calcium and phosphate irrespective of 
the severity of secondary hyperparathyroidism29. In a clinical trial of 683 adult hemodialysis patients, etelcalcitide was 
noninferior to cinacalcet in PTH reduction by 30% over 26 hours30. This is a promising therapy in the management of 
hypercalcemia in secondary hyperparathyroidism.

The combination of VDRA and a calcimimetic is ideal since both can significantly reduce circulating PTH, and VDRA can 
be used to counteract the hypocalcemia reported in the use of calcimimetic.
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National network aims to improve health of children and youth  
with special health care needs

A new research network for children and youth with special health care needs will lead, promote, and coordinate national 
research activities to improve systems of care for children and youth with special health care needs and their families. 
The network is funded through the US Department of Health and Human Services Health Resources and Services 
Administration and consists of 11 network sites. The AAP is represented on the steering committee for this network. For 
more information, visit the network’s website.
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The Business of Nephrology: 2019 Coding and Reimbursement 
Tip Sheet for Transition from Pediatric to Adult Health Care

In 2018, the American Academy of Pediatrics, the American Academy of Family Physicians, and the American College 
of Physicians published an updated clinical report on transition that represents expert opinion and consensus on 
practice-based implementation of transition for all youth, beginning early in adolescence and continuing through young 
adulthood1. This updated clinical report calls for a structured transition process based on the Six Core Elements of Health 
Care Transition™, which can be customized for use in a variety of primary and specialty care settings and are available at 
no cost from Got Transition™, the national resource center on health care transition (www.GotTransition.org).

To support the delivery of recommended transition services in pediatric and adult care settings, Got Transition and the 
American Academy of Pediatrics partnered to develop and update each year this transition payment tip sheet. It begins 
with a listing of transition-related CPT codes and corresponding Medicare fees and relative value units (RVUs), effective 
as of 2019. It also includes a set of clinical vignettes with recommended CPT and ICD coding and CPT coding descriptions 
for transition-related services with selected coding tips2. A supplemental table (Appendix A) categorizes these codes 
based on the type of providers able to report them and whether the service can be delivered face-to-face or non-face-to-
face. Also included in this tip sheet is a letter template that can be customized and sent to payers calling for recognition 
of transition-related CPT codes (available here and in Appendix B).

Additional transition payment strategies are available in a 2018 report, Recommendations for Transition Value-Based 
Payment for Pediatric and Adult Health Care Systems3.This report includes the recommendations of key stakeholders 
representing Medicaid and commercial payers, health plans/accountable care organizations, employers, health 
professional organizations, and family advocacy groups. A prioritized set of value-based payment options are presented 
with examples for their potential use, including enhanced fee-for-service payments, infrastructure investments, pay-
for-performance payments, direct payments to consumers, episode of care or bundled payments, and per member per 
month payments. In addition, this report includes a set of prioritized quality measures that can be used with the value-
based payment options. View the full resource here.

AAP Council on Disaster Preparedness and Recovery
The AAP is launching a new Council on Disaster Preparedness and Recovery. This entity will replace the AAP Disaster 
Preparedness Advisory Council, allowing an important expansion of activities, including education and membership 
opportunities. Membership information will be available soon. To confirm your interest in becoming a member of this 
new council or for more information, please email DisasterReady@aap.org.

New Promising Practice and Podcast! 
Multidisciplinary Care Coordination Training for Children  

with Medical Complexity: The Arizona Experience
Developed as part of the National Resource Center for Patient/Family-Centered Medical Home Promising Practices in 
Pediatric Medical Home Initiative, this profile describes how a pediatric medical center and state Maternal and Child 
Health (MCH) Title V/Children and Youth with Special Health Care Needs (CYSHCN) program in Arizona collaborated to 
implement care coordination for children with medical complexity and their families. A pre-recorded, audio only podcast 
includes a conversation with leaders from the Arizona experience regarding multidisciplinary care coordination training 
for children with medical complexity (CMC). State MCH Title V/CYSHCN programs, pediatricians, families, and other 
pediatric stakeholders can learn practical, replicable strategies about care coordination implementation.

http://www.GotTransition.org
mailto:DisasterReady@aap.org
https://medicalhomeinfo.aap.org/practices/Pages/arizona-experience-cmc.aspx
https://www.youtube.com/watch?v=ZLYRxkWDk2k&feature=youtu.be
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New: Section on Nephrology Collaboration Site!
As a member of the AAP Section on Nephrology (SONp) you have access to the SONp Collaboration Web site. This 
member’s only benefit of the SONp grants each current Section member access to the following:

•   Opportunities to get involved in the SONp leadership committees.

•   Information on how to recognize a colleague through nomination for the Henry L. Barnett Award.

•   Information for trainees regarding a career in pediatric nephrology.

•   Section publications including the newsletter, AAP News articles, PN Choosing Wisely list and parent articles on PN 
topics.

•   Quick links to professional resources for SONp members.

•   Quick access to new and/or existing AAP policies of interest to SONp members.

And much more!

The access instructions are below. For questions regarding the SONp collaboration site please contact SONp Staff, 
Suzanne Kirkwood or the SONp Chair, Dr Vikas Dharnidharka.

Step 1:  Visit http://www.aap.org click on “My Collaboration Sites” at the top of the webpage.

Step 2:  Log in with your AAP login credentials.

Step 3:  Access your Section collaboration site

Step 4:  Begin navigating your site. Note- You can bookmark your site for future use

mailto:SKirkwood@aap.org
mailto:vikasd@wustl.edu
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Welcome to our New SONp Members
If you know of others who might be interested in joining the Academy and the Section, please have them call Customer 
Services at: 866-843-2271 or go to the AAP website. Current Academy members may join the Section here. 

The Section on Nephrology
Executive Committee

Chairperson:
Vikas Dharnidharka, MD, MPH, FAAP

Executive Committee:
Donald Batisky, MD, FAAP

Daniel Feig, MD, PhD, FAAP
Stephanie Jernigan, MD, FAAP

Juan Kupferman, MD, MPH, FAAP
Juliann Reardon, MD, FAAP

Amy Wilson, MD, FAAP

Immediate Past-Chair:
Douglas Silverstein, MD, FAAP

Nominations Subcommittee: (no open positions in 2019)
David Kershaw, MD, FAAP (Chair)

Abanti Chaudhuri, MD, FAAP
Rudolph Valentini, MD, FAAP

Barnett Award Subcommittee
Tammy Brady, MD, PhD, MHS, FAAP (Chair)

S. Paul Hmiel, MD, FAAP
David Hains, MD, FAAP

Staff
Suzanne Kirkwood, MS

Manager, Section on Nephrology

Mark A. Krajecki
Journal Production Specialist

For Upcoming Newsletters . . .
We welcome your input and encourage you to submit ideas or information  

by email to Vikas Dharnidharka at vikasD@wustl.edu or Suzanne Kirkwood at skirkwood@aap.org  
for future issues of the newsletter.

http://downloads.aap.org/DOSP/NewSONpMembersFall2019.pdf
https://shop.aap.org/aap-membership/
mailto:vikasD@wustl.edu
mailto:skirkwood@aap.org

