






	 A three-part, individualized dossier, the SHP includes a 
summary of the survivor’s cancer type and treatment history, 
a late effect risk profile and a recommended surveillance 
plan.  To develop the risk profile and surveillance plan, 
the SHP follows “gold standard” Long-Term Follow-Up 
Guidelines from the Children’s Oncology Group.
	 “Different cancers and different treatment modalities 
put the survivor at risk for different problems,” Dr. Mertens 
said. “Depending on the scenario, there are late effects that 
a survivor, his family and his physicians need to know about.  
But it is also important for them to know what not to worry 
about.” The risk profile helps clarify the survivor’s situation.

The Far-Reaching Effects of Cancer Treatment  
on Young Patients
According to researchers at Children’s, one in approximately 
640 young adults in the United States today is a survivor 
of pediatric cancer. Two-thirds to three-quarters of those 
survivors suffer from some type of significant adverse  
health outcome. 
	 A recent study published in the New England Journal of 
Medicine suggests that almost 75 percent of adult survivors of 
pediatric cancer have significant chronic health conditions 
such as osteoporosis, growth failure, delayed puberty, 
infertility, musculoskeletal problems and cognitive and 
psychosocial dysfunction. Forty percent have severe, 
disabling or life-threatening health conditions such as a 
second malignancy, congestive heart failure, pulmonary 
fibrosis and complications to the hepatic, renal and 
gastrointestinal organ systems.
	 Drs. Meacham and Mertens say their goals for the Cancer 
Survivor program are early detection and early treatment. 
While some late effects, such as hypothyroidism, can be 
eliminated through medical intervention, others can only be 
managed. But management can be very effective when late 
effects are detected early enough.
	 “If you have a learning disability as a result of cancer 
treatment, we cannot make it go away,” Dr. Meacham said. 
“But our neuropsychologist can use testing to determine  
the educational methods that will optimize the survivor’s 
learning experience. Then our neuropsychologist works with 
educators in that survivor’s school to actually deliver that 
learning experience. By keeping late effects from progressing 
we can improve patients’ quality of life and hopefully, in  
the big picture, even decrease healthcare costs through  
early intervention.”

	

Both Drs. Meacham and Mertens believe early detection, 
treatment and long-term management of late effects can have 
positive results beyond the medical realm.
	 “If you change the definition of ‘side effect,’ perhaps we 
also are able to prevent some of the economic side effects 
of cancer treatment,” Dr. Meacham said.  “We cannot 
prevent neurocognitive problems associated with aggressive 
treatment of childhood and adolescent cancers. But maybe 
we can prevent joblessness and its economic implications 
by recommending and advocating for optimal learning 
environments, working to keep the survivor in school and 

helping them acquire training for the best career possible.”
	 Dr. Mertens agreed. “Our body of research showed us 
a significant number of pediatric and adolescent cancer 
survivors were going into special education programs. 
However, once they were in those programs their 
graduation rates were as high as the rest of the population 
and many survivors eventually went on to college. So, just 
a little acknowledgment up front that a child needs special 
attention can make all the difference.”

Every Survivor Enrolled, Every Physician Aware
An SHP becomes increasingly important as patients get 
older, Meacham said. “It gets harder, for a variety of 
reasons, to track survivors as they age,” she explained. 
“However, even with a lapse in care, an SHP provides a 
history and protocol for physicians and families at a glance. 
The SHP includes the recommendations to maintain 
optimal health in the survivor. Some refer to the SHP as 
“the roadmap to survivorship.”
	 As cancer-survivor medicine is a new field of medicine, 
many oncologists, pediatricians and family practitioners are 
unaware of the field’s significant progress. Drs. Meacham 
and Mertens are committed to increasing awareness 
of cancer-survivor medicine and its discoveries, and 
connecting Georgia’s pediatric and adolescent cancer 
survivors with the resources they need to live quality lives.
	 “Our first goal is to get every survivor treated in the Aflac 
Cancer Center program into our survivorship program,”  
Dr. Meacham said. “Our second goal, accomplished last 
year, was to develop the Georgia Pediatric Alliance for 
Cancer Survivors, or GPACS.” 
	 GPACS is funded by the Georgia Cancer Coalition, an 
independent non-profit organization whose goals are to 

reduce the burden of cancer in Georgia. One of the group’s 
goals is to make sure that every pediatric cancer survivor in 
the state has an SHP. 
	 The goal of the collaborative effort, she said, is to 
eventually ensure that all pediatric cancer survivors receive 
the recommended survivor care and ultimately reduce the 
severity of late effects of every childhood and adolescent 
cancer survivor in Georgia.  

Tracking—and Changing—Outcomes
Drs. Mertens and Meacham are passionate about the Aflac 
Cancer Center survivor program and the impact it already 
has had on cancer treatment protocols. What they and other 
cancer survivor teams across the country gain in research 
and clinical experience is fed back into clinical trials to help 
develop cancer treatment strategies that optimize cure and 
minimize late effects.
	 “The data collected in long-term follow-up programs 
like ours cycles back into COG [Children’s Ongology Group] 
cooperative efforts and clinical trials,” Dr. Mertens said. 
“What we are doing affects people who are only now being 
diagnosed, so clinician scientists can modify protocols to 
keep their likelihood of survival high but keep their quality 
of life high as well. It is a nice circle.”  

Lillian R. Meacham, M.D., is the Kathelen V. Amos Children’s 
Chair for Cancer Survivorship and Medical Director of the Cancer 
Survivor program at the Aflac Cancer Center and Blood Disorders 
Service of Children’s Healthcare of Atlanta and Professor of 
Pediatrics at Emory University School of Medicine.

Ann C. Mertens, Ph.D., is Director of Clinical Research at the 
Aflac Cancer Center and Blood Disorders Service of Children’s 
Healthcare of Atlanta and Professor of Pediatrics at Emory 
University School of Medicine.
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Looking for Answers?
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An Important Tool for  
Long-Term Follow-up Care

There is a growing body of information online for patients,  
families and treating physicians about the late effects of  
pediatric and adolescent cancer therapy.

www.childrensoncologygroup.org    
A resource for pediatricians, this Web site offers physicians an array 
of resources including long-term follow-up guidelines, a directory of 
services for late effects diagnosis and treatment and more. 

www.survivorshipguidelines.org  
For physicians, this Web site offers the Children’s Oncology 
Group’s Long-Term Follow-Up Guidelines for Survivors of  
Childhood, Adolescent and Young Adult Cancers.

www.curesearch.org 
The Children’s Oncology Group’s Web site for parents, siblings, 
teachers and others affected by childhood cancer. This site  
includes information about different types of cancer and their  
treatments, educational resources and more.

www.canceradvocacy.org  
The National Coalition for Cancer Survivorship is a survivor-led 
Web site that offers resources and acts as an advocate for cancer 
survivors and their families.

www.georgiacancer.org     
The Georgia Cancer Coalition Web site offers information about 
clinical trials, treatment, access, research and education initiatives 
in the field of cancer research.

www.choa.org/cancersurvivorship      
The Children’s Healthcare of Atlanta Cancer Survivorship Web 
page offers educational information about long-term  
follow up after cancer diagnosis and treatment.

www.georgiacancer.org/pdfs/Cancer-Surv-Prog-Child-Tee.pdf    
This page offers a directory of cancer survivorship programs and 
resources nationwide. Information includes the type of treatment, 
mission and contact information for each center listed.

www.nccn.org/patients/patient_gls.asp      
The National Comprehensive Cancer Network/American  
Cancer Society (NCCN/ACS) Treatment Guidelines for Patients 
help people with cancer make informed decisions. Through a  
partnership with the American Cancer Society, the NCCN  
translates NCCN Clinical Practice Guidelines in Oncology™ for 
all of the major cancers and supportive care issues into easy-to-
understand patient versions, available in both English and Spanish.

A family goes on vacation and their daughter, a pediatric 
cancer survivor, becomes ill. The parents contact a local 
pediatrician but, upon learning the girl is a cancer survivor,  
he refuses care because her cancer history makes the case 
“too complicated.”
	 Lillian R. Meacham, M.D., Medical Director of the Cancer 
Survivor program at the Aflac Cancer Center and Blood 
Disorders Service of Children’s Healthcare of Atlanta, said this 
frustrating and scary occurrence could have been made easier 
with a Survivor Healthcare Plan (SHP). 

The SHP consists of three parts:
1]  �A treatment summary with the entire history of the 

survivor’s cancer type, cancer treatment protocol and 
response. The summary also contains a current medical 
problem list and an up-to-date list of current medications.

2] �A personalized risk profile based on that patient’s type of 
cancer and specific cancer treatment modalities.

3] �Recommended surveillance for each late effect for which 
the patient is at risk.

	 The risk profile and surveillance plan is based on  
nationally reviewed and approved “gold standard” 
recommendations for the long-term follow up of survivors of 
pediatric, adolescent and young adult cancers developed 
through the Children’s Oncology Group (COG).  These 
evidence-based guidelines list elements of the patient’s 
history, physical examinations and laboratory and radiologic 
tests recommended, as well as the frequency by which those 
tests should be done to aid in the detection of specific late 
effects. The Aflac Cancer Center is a part of the COG network.
	 Dr. Meacham said her program is working to create an 
Internet-accessible network of the state’s cancer survivors  
and their SHPs. 
	 “Unfortunately, the abstraction of the medical record is 
labor-intensive and can take a skilled nurse one-to-two hours, 
depending on the complexity of the case,” Dr. Meacham 
said. “Imagine how much easier diagnosis and treatment of 
any medical problem would be if survivors or their treating 
physicians could link into the network and get the most up-to-
date SHP instantly. They could almost immediately put the 
presenting medical condition into perspective and get on with 
the business of determining appropriate treatment.”



Smoke-Free Zone
Pediatricians Can Play Role in Tobacco Prevention

Cigarette smoking is the leading preventable cause of death in 
the United States. Although it is difficult to spend extra time 
with patients and their parents in our busy pediatric practices, 
it is as important as ever to educate children and their parents 
and caregivers about the available tools to prevent and quit 
tobacco use. Varada Divgi, M.D., a pediatric pulmonologist and 
consulting physician at Children’s Healthcare of Atlanta—and 
a certified tobacco treatment specialist from the Mayo Clinic 
College of Medicine—offers best practices to communicate 
negative effects and possible solutions to this increasingly 
alarming condition in just minutes at each and every 
physician visit. 

Q: why is tobacco prevention so important for children?
A: Every year, secondhand smoke exposure is responsible 
for 150,000 to 300,000 new cases of bronchitis and pneumonia 
in children less than 18 months old, resulting in 7,500 to 
15,000 hospitalizations (CDC Fact Sheet, September 2006).
             Reports such as the Ambulatory 

Pediatric Association Policy on Tobacco 
2006 (Dana Best et al.) and the Surgeon 
General Report on Secondhand Smoke 

(2006) urge pediatricians to take an 
active role in tobacco prevention. 

Physicians should recognize their 
unique position in tobacco control 
to help change these statistics. 

Q: what can physicians do 
to stress the importance of 
prevention?
A: The National Survey on Drug 

Use and Health estimates that 
each day more than 4,000 

people under 18 try their 
first cigarette.  The survey 

also says that about 90 
percent of smokers begin 

tobacco use before the 
age of 20; 50 percent of 

smokers begin tobacco 
use before the age of 14; 

and 25 percent begin their 
smoking habit by age 12. 
According to the American

Heart Association, about 59 percent of American children ages 
4 to 11 are exposed to secondhand smoke at home.
 By regularly communicating the risks of tobacco use to 
patients and their parents, pediatricians can urge them to 
recognize the importance of maintaining smoke-free homes 
and daycare facilities while educating them on the dangers of 
tobacco use among youth, secondhand smoke during pregnancy 
and tobacco use around sick or hospitalized children. 

Q: what treatment options are recommended?
A: Tobacco dependence is a chronic condition that often 
requires repeated intervention. Treating tobacco use as the 
sixth vital sign and measuring it in the same way as the other 
five vital signs is a good way for pediatricians to provide at least 
minimal treatment during each office visit. This helps identify 
the tobacco-use status of individual patients and provides a 
basis by which to monitor them during follow-up visits. 
 Other effective treatments for tobacco dependence now 
exist, including antismoking medicines, the “5 A’s” (Ask, 
Advise, Assess, Assist and Arrange) for the tobacco user who is 
willing to quit and the “5 R’s” with motivational intervention 
(Relevance, Risks, Rewards, Roadblocks and Repetition) for 
the tobacco user who is unwilling to quit. For the user who has 
recently quit, the Relapse Prevention Program is a helpful tool.
  The “Quick Reference Guide for Clinicians: Treating Tobacco 
Use and Dependence”—a summary of strategies from the 
Clinical Practice Guideline (USPHS, October 2000)—offers 
guidelines for pediatricians to provide appropriate treatment 
for tobacco users. 

varada Divgi, M.D., is a pediatric pulmonologist and consulting 
physician at Children’s Healthcare of Atlanta. 26
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When disaster strikes, pediatricians and other healthcare 
providers move into action. Tornadoes, hurricanes, 
earthquakes, pandemics, acts of terrorism—these dire 
moments inspire acts of medical heroism.
 But every day, pediatricians see individual families facing 
their own, more private disasters. Parents lose their jobs, 
divorce or learn that their child has a potentially fatal disease. 
They discover that their teenager is smoking cigarettes or 
binge-drinking or abusing illegal drugs. Are we doing all we 
should to help families cope with these trials?
 In the modern era of managed care, 
physicians are not reimbursed for taking 
extra time to talk with their patients beyond 
the issue at hand. Pediatricians are more 
often running from room to room, trying to 
make sure that the basic care needs of their 
patients are being met. Unless they take the 
time to ask, pediatricians may never know 
that ever since a patient’s parents separated, 
that child has been uncommunicative, often 
retreating to his room and avoiding his 
friends.  
 Although we continue to ask important 
questions required to properly treat our 
patients, it is too easy to blame managed 
care for our modern failure to show enough 
concern for our patients’ exigencies. But 
perhaps what is at fault is not the lack of 
reimbursement, but rather a narrowing 
view of a physician’s role in society. Our job goes beyond 
listening to heart and lung sounds and treating asthma or 
some other childhood ailment. We are a vital link for families. 
A pediatrician will screen a melancholy or withdrawn child for 
depression, offer a referral to a psychologist or other mental 
health professional and provide parenting advice.
 Pediatricians use the opportunity to inquire about a 
child’s home environment during annual well child visits. 
Sleep, school, diet and safety are common topics. Parents look 
to pediatricians for guidance in their parenting decisions, 
including managing potty training, establishing bedtime 

routines, handling tantrums and setting curfews. It is not a far 
step for us to look beyond the child to the family at large—after 
all, the family environment has a marked effect on a child’s 
well being. 
 But discussing family issues can be diffi cult and even 
awkward for pediatricians. But just as we prepare for big 
disasters by keeping a stockpile of emergency gear, so too 
can we prepare a kit that will help us offer support to families 
going through life’s more silent disasters. Over the years, 
I have developed an emotional “stockpile” of suggestions 

to share with patients in diffi cult times. For 
example, if a 5-year-old child has just lost a 
grandparent, what are the age-appropriate 
suggestions about how the family might talk 
to the child about death? A 2-to-5-year-old 
child, as a result of magical thinking, may need 
assistance in dealing with guilt he or she might 
feel about the death.
 The American Academy of Pediatrics 
offers assessment tools to help practices 
create a “medical home,” a true partnership 
between families and physicians and care that 
is both comprehensive and coordinated. In 
this medical home, physicians and their staff 
are sensitive to the cultural diversity of their 
patients. They try to get to know the families 
and support their life transitions. In a bygone 
time, it was well understood that pediatrics 
was a very personal branch of medicine, a 

place for physicians who enjoyed a special relationship with 
families and their communities. We have made amazing 
advances in treating acute and chronic conditions that affl ict 
children, and—faced with tremendous fi nancial pressures—we 
have made medicine more effi cient and effective. Now it is 
time to ask ourselves an important question: Can pediatrics 
still be a place for everyday heroism and care? I believe 
that with proper planning and care, the answer can be a 
resounding, “yes.”   

Daniel salinas, M.D., is Senior Vice President and Chief Medical 
Officer at Children’s Healthcare of Atlanta.
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EDITORS VIEWPOINT
By Daniel salinas, M.D.

Pediatricians can Play a Big role 
in helping Patients and families 
cope with life’s little Disasters
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Communication Resources:

The National Center of Medical 
Home Initiatives for Children 
with Special Needs provides 
information about creating a 

medical home, including tool-
kits: www.medicalhomeinfo.org

 
The Institute for Family-Centered 

Care is a non-profit organiza-
tion that promotes collaborative 

relationships 
between patients and their 

families and physicians, includ-
ing better communication:  

www.familycenteredcare.org

For more information:
http://www.cdc.gov/tobacco/data_statistics/Factsheets/
SecondhandSmoke.htm
http://www.ambpeds.org/site/sp_int_groups/sig_ped_tobacco.htm
http://www.surgeongeneral.gov/tobacco/tobaqrg.htm
http://www.surgeongeneral.gov/library/secondhandsmoke



A 9-Year-Old  
Girl with Elevated 

Liver Enzymes
A 9-year-old girl was seen by her pediatrician for occasional 
abdominal pain and fatigue, which had developed over two 
to three months. Her pain seemed worse after meals. She 
increasingly had gained weight since the beginning of elementary 
school and spent hours every day watching television. 
	 Upon examination, her weight was greater than the 99th 
percentile and height was more than the 95th percentile for her 
age. Her body mass index (BMI) was well above the 97th percentile. 
Her liver was a palpable two centimeters below the right costal 
margin. Her examination was otherwise normal.
	 Her pediatrician ordered lab tests that showed elevated ALT 
and AST of 148 U/L and 71 U/L, respectively. Albumin, bilirubin, 
glucose and electrolytes were normal. Her CBC was normal.  
	 For further evaluation, the patient was referred to Miriam Vos, 
M.D., pediatric gastroenterologist and hepatologist at  
Emory University.
 	 She ordered an abdominal ultrasound that showed increased 
echogenicity in the liver, which can be a sign of increased fat. 
Tests for alpha-1-antitrypsin deficiency, hepatitis A, B and C and 
Wilson’s disease returned normal. Autoimmune hepatitis serology 
(anti-nuclear antibody, anti-smooth muscle antibody and anti-
liver kidney microsomal antibody) were negative. 
	 Dr. Vos performed a liver biopsy, which showed mixed macro 
and microvesicular steatosis, chronic portal inflammation 
and mild lobular inflammation consistent with nonalcoholic 
steatohepatitis (NASH), the more severe form of nonalcoholic fatty 
liver disease (NAFLD). 1

	 You can add NAFLD to the list of problems associated with 
the increasing rate of obesity in the United States, along with 
Type 2 diabetes, hypertension, heart disease, sleep apnea, the 
metabolic syndrome2 and even cancer. The condition first was 
recognized in obese children in 1983.3 NAFLD is now the most 
common liver disease in children in the United States, although 
the exact prevalence of NAFLD is unknown. A study in San Diego 
of autopsies of children ages 2 to 19 years who died from unnatural 
causes found an alarming prevalence of 9.6 percent.4

	 Children with NAFLD may complain of abdominal pain or be 
asymptomatic. In Dr. Vos’ clinic, the most common presentation 
is an asymptomatic overweight child with mildly elevated ALT 
or one who is inadvertently found to have steatosis in the liver 
on imaging ordered for another reason.  Patients may have 
hepatomegaly, although this can be subtle and easily missed. Many 
have acanthosis nigricans, a common finding in patients with 
hyperinsulinemia, due to insulin resistance.  
	 NAFLD is most often diagnosed in teens and preteens, 

however, it has been reported in children as young as the age 
of 2. Genetic predisposition appears to play a large role in 
acquiring the condition. Although NAFLD is seen primarily in 
overweight patients, most overweight patients do not develop 
the condition. Boys are more commonly affected than girls and 
Hispanic teenagers are at the highest risk for NAFLD, followed by 
Caucasians. African-Americans are less commonly affected. 
	 Unfortunately, short of a liver biopsy, there is no definitive 
test for NAFLD. Most but not all children will have elevated 
transaminases but the sensitivity is poor (around 64 percent). It is 
certainly possible to have NAFLD with normal liver-function tests. 
An abdominal ultrasound usually will reveal an enlarged, echogenic 
liver but has a reported sensitivity of 60 percent to 94 percent and 
specificity of 73 percent to 93 percent. 
	 There is little information on the use of CT in diagnosis and it 
is typically avoided due to radiation exposure. MRI appears to be 
more accurate than ultrasound in evaluating the degree of liver fat 
and MRI spectroscopy also has been used, however, the sensitivity 
and specificity of these techniques have not yet been ironed out. 
Dr. Vos and her colleagues at Emory University are in the process 
of validating a new rapid MR technique for children that will be 
able to measure fat in less than 15 minutes without sedation.  
	 Researchers still are evaluating the natural history of NAFLD. 
Long-term studies do not yet exist. More than half the biopsies 
from children show fibrosis and progression to cirrhosis has  
been reported. 
	 Since most patients with NAFLD have insulin resistance, studies 
are underway regarding treatment with insulin-sensitizing agents 
and antioxidant therapy such as vitamin E, as well as other drugs. 
Researchers also are studying the effects of various dietary factors. 
	 There is evidence that exercise and reduction in the BMI can 
lead to improvement in NAFLD. Dr. Vos advises patients to 
participate in at least one hour a day of physical activity and to 
follow a dietary regimen. She recommends that families develop 
and practice healthy habits in the household such as eating 
breakfast every day, consuming at least five servings of fruits 
and vegetables per day, restricting daily television to two hours 
or less, minimizing sweetened beverages and preparing as many 
healthful meals as possible.
	 Given the increasing incidence of obesity, I find this condition 
alarming. It is unhealthy to be overweight. 

David E. Hall, M.D., is Director of Medical Affairs, Children’s 
Healthcare of Atlanta at Scottish Rite, and Clinical Associate Professor 
of Pediatrics, Emory University School of Medicine. 

1 �Patton, HM, Sirlin C, Behling  C, et al.: Pediatric nonalcoholic fatty liver disease: a critical 
appraisal of current data and implications for future research. J Pediatr Gastroenterol Nutr 
2006, 43: 413-27

2 �The metabolic syndrome consists of obesity, hypertension, insulin resistance, 
hypertriglyceridemia and low HDL cholesterol.

 3 �Moran J, Ghishan F, Halter S, et al.: Steatohepatitis in obese children: a cause of chronic liver 
dysfunction. Am J Gastroenterol 1983, 78: 374-7.

4 �Schwimmer J, Deutsch R, Kahen T et al. Prevalence of fatty liver in children and adolescents. 
Pediatrics. 2006; 118:1388-93.

Case in point
By David E. Hall, M.D.
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Continuing
education

For conference information or to register, please call 800-785-6809 
or 404-785-7843 or e-mail continuing.ed@choa.org. Full conference 
brochures, free online CME and Web-streamed Grand Rounds may 
be viewed at www.choa.org/cme. 
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CME Credit for the articles you have 
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receive CME credit, a passing grade of 
80 percent or greater is necessary. 

4. �Print your CME certificate after  
completing the post test. 

Children’s Healthcare of Atlanta is 
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2008 Calendar

September 20, 2008	  
Respiratory Care Update
Description: This one-day 
conference will present updates 
about caring for children with
various pulmonary conditions.  
Target Audience: Respiratory care 
professionals and nurses who care 
for pediatric respiratory patients and 
other health professionals involved in 
the care of children with pulmonary 
conditions or allergies.
Location: The Loudermilk 
Conference Center, Atlanta, GA
Contact: Nancy Richardson,  
404-785-7843

October 3-4, 2008	  
Annual Pediatric  
Nursing Conference 
Description: Symposium will 
address current issues and techniques 
in the care of children and their 
families and will provide insight 
into potential effects of advancing 
healthcare on children and families.  
Target Audience: Pediatric nurses 
and PNP’s in acute care or primary 
settings.
Location: Westin Atlanta North at 
Perimeter
Contact: Terry Cameron,  
404-785-7840

October 24-25, 2008	  
Cleft Lip and Palate Symposium
Description: Symposium will focus 
on the management of staged 

closures, difficult palatal fistulas 
and secondary cleft deformities. A 
preconference option October 23, 
2008, will focus on feeding issues 
associated with cleft deformities. The 
symposium addresses the clinical 
needs of patients with cleft lip and 
palate and associated deformities, 
with the goal of achieving maximum 
physical, social and emotional func-
tioning. Recent technologies and 
practical information on the total care 
of children with cleft and craniofacial 
disorders will be presented.  
Target audience: Plastic surgeons, 
craniofacial surgeons, oral surgeons, 
pediatric dentists, speech patholo-
gists, nurses.
Location: Crowne Plaza Ravinia, 
Atlanta, GA
Contact: Terry Cameron,  
404-785-7840

November 1,2008 
Ortho/Sports Medicine Conference	
Description: Case presentations 
designed to focus on a variety 
of current issues in pediatric 
orthopaedics will be followed by brief 
mini-discussions of the available 
evidence on the subject.  
Target Audience: Orthopaedic 
surgeons, fellows and residents.
Location: Westin Atlanta North at 
Perimeter
Contact: Nancy Richardson,  
404-785-7843	

Inspiring Newspaper Article 
Prompts Multi-Million  

Dollar Donation
Generous Gift to Hospital to Impact  

Generations to Come 

Children’s Healthcare of Atlanta recently received a 
one-time gift of $25 million designated for Transplant 
services. The donation, generously given by Joseph 
H. Moss, a retired Delta pilot, is one of the largest 
gifts from an individual ever given to Children’s. The 
donation was prompted by an article published more 
than four years ago about a young teenager in need of a 
kidney transplant.
	 Moss, who grew up in the Midwest, was a Delta 
pilot for nearly 37 years. He began flying as a student 
at the University of Texas and went on to serve in the 
U.S. Marine Corps. He is a WWII veteran. In April 
2004, Moss was flying from Atlanta to his second 
home in New York when he read an Atlanta Journal-
Constitution article about a 13-year-old boy, Edgar, 
in need of a kidney transplant. It inspired Moss, a 
grandfather of five, to donate to the boy’s family for 
his medical care.    
	 Moss welcomed the opportunity to provide a 
child with the care he so desperately needed. He 
followed Edgar and his family throughout their 
medical journey, which allowed him and his family 
to understand the importance of the overall mission 
at Children’s. The Moss family realized the impact it 
could make by supporting the Children’s Transplant 
program and thus ultimately help more children.
	 Today, Moss’ generosity will dramatically impact 
the pediatric Transplant program at Children’s. 
The extraordinary gift will provide the Children’s 
Transplant team with the clinical care and research 
resources they need to better serve children 
throughout Georgia and from around the nation who 
are in need of liver, heart and kidney transplants. 
It will make a lifetime of difference to thousands of 
children for generations.
	 “We are deeply grateful for the generosity of Mr. 
Moss,” said Doug Hertz, chairman of the Children’s 
Board of Trustees. “This gift will enable Children’s to 
continue to grow the Transplant program far beyond 
what would have otherwise been possible. Children’s 
is able to continue to meet the rapidly growing needs 
of the regions’ pediatric population because of donors 
like Mr. Moss.”

Joseph H. Moss resided in Atlanta for more than 50 years 
and is currently a resident of Austin, Texas, and New York 
City. He and his wife, Nena Christine Moss, have five 
grandchildren, three of whom live in Austin, Texas.



The Children’s Healthcare of Atlanta Board of Trustees recently 
designated $430 million toward pediatric research to help 
Children’s realize long-range pediatric research goals, which 
were set forth as part of its 10-year vision for the institution.  
Annually, income generated from this Board-designated fund 
will be invested in pediatric research and the remainder will be 
restricted for future growth of the pediatric research program.  
Though this amount is historic, Children’s predicts that more 
than three times the spending amount available from the $430 
million will be needed in the next 10 years.
	 To maximize its pediatric research efforts, Children’s is 
conducting a nationwide search for a Chief Research Officer. 
Children’s also is enhancing its close partnerships with some 
of Georgia’s top academic and research institutions, such 
as Emory University, Georgia Institute of Technology and 
Morehouse School of Medicine.
	 Children’s and Emory have worked together to build the 
Emory Department of Pediatrics and the Emory-Children’s 
Center, which provides specialty and general pediatric care for 
a wide range of hospitals and clinics in the Atlanta region. In 
conjunction with Emory and Georgia Tech, Children’s launched 
the Center for Pediatric Outcomes and Quality (CPOQ) as 

part of the Health Systems Institute at Georgia Tech. The goal 
of this collaborative research endeavor is to apply science, 
engineering, technology and clinical expertise to improve 
health for children. 
	 Partnerships such as these demonstrate a strategic move 
closer to building a world-class pediatric research engine 
in Georgia. By designating funds toward these long-term 
research goals, Children’s is 
creating new relationships 
and strengthening existing 
ones between 
pediatric facilities 
and research 
entities across the 
United States and 
thus continuing 
to generate 
and improve 
methodologies 
and techniques for 
finding cures and 
caring for children.
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