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CHAIR'S MESSAGE

Our Section remains vitally important in formulating policy
concerning our area of pediatric practice for the American
Academy of Pediatrics (AAP). To thisend, we have been au-
thors or co-authors of numerous AAP publicationsin the last
several yearsincluding: those pertaining to Pain Management
in Infants and Children; Pain Management in Neonates; Pain
Management for Children in Emergency Medical Systems; Do
Not Resuscitate (DNR) Orders for Children in the Periopera-
tive Time Frame; Sedation Guidelines; Guidelines for the Pe-
diatric Perioperative Environment and Evaluation of Children
Undergoing Anesthesia. We feel this area of advocacy isa
critical one for our section and must be a primary focus for the
future. Future efforts will include statements on appropriate airway management, the
use of simulation in pediatric education, and updates of the various statements con-
cerning pain management and perioperative treatment of children. We will also con-
tinueto review all statements that involve our areas of expertise — and insist on appro-
priate input. In addition, as the representative for our subspecialty in the AAP, our
Section will remain an advocate for pediatric anesthesiology issues with the American
Medical Association (AMA), the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), and the American Heart Association through formulation
policy (when asked), and responding to current issues and publications relating to our
subspecialty.

| plan to seek much broader involvement from our section membership in both writing
statements and technical reports aswell asin reviewing the myriad of policy state-
ments that are passed through our section on the way to becoming official AAP publi-
cations. | encourage you to fill out and return the survey on the last page.

Members of our Section maintain relationships and fill impor-
tant rolesin various committees within the AAP and outside the
AAP. Perhaps most important is the role Lynne Maxwell fills
on the Committee on Drugs. Lynne spends endless hours help-
ing to shape AAP policy and inform various government enti-
ties on pharmaceutical-related i ssues pertaining to children.
Lynne follows in the footsteps of Charlie Coté who spent many
years cementing the Section role on the committee and just re-
cently finished an update of the landmark Sedation Guidelines.
The Section also continues avital liaison relationship with the

ASA Committee on Pediatric Anesthe-
LynneMaxwell, MD gjg)ogy (COPA) through Randall Clark
(ASA COPA Chair). Dr Clark has made an increasing effort
toinclude AAP Section input in ASA planning and policy de-
velopment regarding pediatric anesthesia. Our section re-
mains closely tied to the Society for Pediatric Anesthesia
(SPA) through its association with the current SPA President
and AAP Section executive board member, Jay Deshpande.
Our view of the future relationship with the other pediatric
anesthesia committees and societiesis one of improved com-
munication and clarification of roles and responsibilities for
advocacy. The AAP SOA maintains the unique position of

Jay Deshpande, MD
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being the voice of pediatric anesthesiology inside the largest,
most respected, medical organization in the world concerning the
healthcare of children. Over the next two years we will focus on
thisrole and channel the issues and concerns brought forth in the
ASA and SPA to the AAP. | will seek to maintain our leadership
rolein the AAP on issues pertaining to sedation, airway manage-
ment, simulation-based education, patient safety, quality i m-
provement and all aspects of pain management.

Education of anesthesiologists and pediatricians in the areas of
our expertise has been, and will remain, avital role for our sec-
tion going forward. Under the very capable |eadership of Pro-
gram Chair Connie Houck, the Section has provided popular and
well attended educational sessions at the
annual winter SPA/AAP Pediatric Anes-
thesiology conference and the ASA An-
nual Meeting [Breakfast Panel]. Most
recently, Section members provided
workshops on Crisis Management Train-
ing Using Human Patient Simulation and
Acupuncture at the AAP National Con-
vention and Exhibition. Thisis a particu-
larly important effort sinceit highlights
the peculiar ability our section hasto
Connie Houck, MD bring patient care advances pioneered in
the specialty of anesthesiology to the broader population of pe-
diatricians [over 60,000 members of the AAP]. Similarly, the
Section has provided faculty for regional CME offerings from
the AAP on topics within our field of expertise. Historically the
section has called on members with particul ar expertise in vari-
ous subspecialty areas of pediatric anesthesiology and pain man-
agement to fill these educational roles. My hope for the immedi-
ate futureisto continue thistrend, and to aggressively seek to
increase our visibility and involvement with the AAP in areas
where our specialty is best positioned to provide education. |
will continue to ask our members for any areas of interest they

can offer to this effort and we urge them to consider taking part
in thisimportant mission for the section.

The Section Executive Committee members and members-at-
large will continue to fill important miscellaneous roles in work-
ing toward improved healthcare for children. Section members
David Polaner and Lynn Martin have developed an internet-
based data collection tool for looking at the effectiveness and
safety of pediatric regional analgesia and anesthesia. 1n addition,
weremain intimately involved with the [internet based] nation-
wide efforts of the Pediatric Sedation Research Consortium to
gather information on the practice of pediatric sedation across all
speciatiesinvolved in this care. Clearly, the section is develop-
ing a“niche” in expertise on large, database, quality improve-
ment projects for children. | see an important rolein disseminat-
ing the findings of these projects within the wide-ranging menm-
bership of the AAP.

The Section fillsavital need for pediatric patient advocacy
within the AAP and must continue to evolve thisrole. Aschair
of the section, | will seek to promote our role and our expertise
within the AAP and focus our efforts, working in concert with
other pediatric societiesto be sure our efforts are not redundant.
In general, | hope to improve communication with our section
membership and push for more involvement from section mem-
bers to maximize our ability to advance the healthcare of chil-
dren while not burdening [or becoming
too dependent on] particular individual
members. Look for the executive com-
mittee to send more information on our
meetings [encouraging your participa-
tion] through our website and direct
emailing. We will circulate AAP docu-
ments we are working on for broader
input and ask for more input on educa-
tional and advocacy efforts. | look for-
ward to a productive 2 years.

The 2007 Section on Anesthesiology and Pain Medicine

Resident Research Award Winners
Reported by Constance Houck, MD, FAAP, Section Chair-Elect

1st Place
Roland Brusseau, MD

Department of Anesthesiology, Perioperative and Pain Medicine, Children’'s Hospital Boston, Boston, MA
“ Fetal and Maternal Plasma Concentrations after Intraamniotic Fentanyl Administration in Instrumented Pregnant Sheep”

2nd Place
Stephen J. Gleich, BS

Department of Anesthesiology, Mayo Clinic College of Medicine, Rochester, MN
“Incidence of Perioperative Cardiac Arrest in Pediatric Patients Undergoing Cardiac Surgery”

3rd Place
Devika Singh, MD and Robert M. Gross, MD

Departrent of Anesthesiology and Critical Care Medicine, Johns Hopkins Hospital, Baltimore, MD
“ Identification of a High Risk Subset of POCA Registrants: Potential Impact on Practice Recommendations for Successful

Resuscitation”
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Greetings everyone, | am happy to report that our membership numbers are steadily increasing and hopefully will continue to do so.
The AAP Section on Anesthesiology and Pain Medicine currently has 319 members in good standing, with 46 new members added
in 2006.

Welcome to new members who have joined the Section on Anesthesiology and Pain Medicine in 2006/2007.
Heidi Renee Aasheim OsamaAboul Fettouh Dean Bradley Andropoulos
John Hoffman Archer Luis A Barranco Judith Eileen Brill
Leah Diane Bryant Charles Edward Carter Rosemary Garza Christy
Patricia Ann Coughlin Romulo Montesa Cuy Jacqueline Celina Drummond-Lewis
Randall P. Flick Lon A Fry John Kevin Hall
Stuart R Hall Courtney Alan Hardy Jeana Havidich
Andrew Herlich Stephen Quoc Hoang Regina S Hurley
Tae Whang Kim Charles Dean Kurth Richard G Lagueruela
CaroleLin Timothy Daniel Lord KevinK Luu
William C Motter Christina Maria Pabelick Jan Marylee Pankey
Kathy Marie/Dowell Perryman Bridget Marchetti Philip Nirgja Rgjan
Paul Irvin Reynolds Franklin J. Ruiz Kenneth Joseph Saliba
Steven Peter Serlin Carmen Simion Robert Keith Smith 11
Marion Elliott Starks Robert Clarence Stough Daniel T Tillman
Ronald L. Torline Vasudha Viswanathan Keith JWoodard
Elizabeth Tracy

Please encourage your colleaguesto join up! Remember, you don't have to be a pediatrician to become a section fellow member.
Membership requirements are simply ABA certification; completion of eight months of pediatric anesthesia training within the anes-
thesiaresidency training or during the CA3 year or its equivalent; and devotion of at least 50% of clinical practice with children. We
do evaluate each applicant individually so those who may have some variation on training or practice are certainly encouraged to ap-
ply. For those who do not qualify for specialty fellowship, there is also a section affiliate membership. A strong Section membership
isvitally important to maintain our presence in decisions within the Academy regarding many issues that are important to our spe-
cialty, such as sedation and pain management. See http://www.aap.ora/sections/anes/anesmemcat.htmfor member-

r_

shipinfo.

Now, because Joe said | could, | give you my wine recommendation for this edition. Since I'm from Oregon, |
strongly encourage you try any of the Northwest wines you can get your hands on. Winemakersto look for include
Westrey, Patricia Green, Sokol Blosser, and Argyle. Depending on where you live, many are hard to find but they
are well worth the effort.

Please feel free to contact me with any membership (or wine) questions. Best wishes for afun 2007!

Policy from the AAP Committee LynneMaxwel, MD, FAAP

Liaison, Committee on Drugs

On Drugs (COD) maxwell @email.chop.edu
The AAP Committee on Drugs (COD) historically has authored ognition of neonatal drug exposure, tools for monitoring
or co-authored a number of policies, guidelines and reports that withdrawal symptoms, specific prenatal drug exposures,
are of interest to practitioners of pediatric anesthesiaand pain treatment considerations, short versus long-term outcome,
management. The following statements are under revision; date and research needs. While this was formerly a document
last issued in parentheses. dealing with neonatal withdrawal after maternal drug use,
the intended revision will now address withdrawal, which

1) Neonatal Drug Withdrawal (6/98) occursin critically ill infants who receive avariety of agents

The COD and the AAP Committee on Fetus and Newborn over extended periods. More information about weaning/

arerevising this statement. The revised policy would pro- treatment to prevent withdrawal of in-

vide readers with current information on such issues asrec- fants exposed to maternal methadone

Continued on p. 4
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Policy from the AAP Committee On Drugs
(COD) (Continued fromp. 3)

will be added, highlighting the fact that the vulnerability to
withdrawal symptoms after maternal methadone is pro-
longed, with some symptoms lasting aslong as 4 to 6
months as well as an increased risk of seizuresin this popu-
lation. Withdrawal/toxicity linked to the use of SSRIsin
pregnancy will be included.

2) Transfer of Drugs and Other Chemicals Into Human Milk
(9/01)
Aswith previousiterations of the policy, |actation data aso-
ciated with drugs and effects on the nursing infant are very
limited. Despite the lack of an evidence base, very few
drugs are actually contraindicated in the context of maternal
use and breastfeeding. While the AAP does not conduct
independent clinical research nor assume an FDA -like pos-
ture in matters of drug approval and safety, the statement
has served clinicians by providing them with ameansto
identify published literature concerning commonly used
drugs and nursing effects (if any).

A new database of interest to SOA anesthesiologists has
emerged that holds tremendous promise as a comprehensive
source of available drugs and breastfeeding information. In
April 2006, the National Library of Medicine€'s TOXNET
system launched LactMed, a peer-reviewed and referenced
database of drugsto which breastfeeding mothers may be
exposed. Among the data included are maternal and infant
levels of drugs, possible effectson breastfed infants and on
lactation, and alternate drugs to consider. Whether LactMed
will be maintained in the future is not known. Given the

availability of LactMed, the committee reconsidered the
need to revise the existing policy in its current form recog-
nizing that some information will be outdated when the
manuscript is published and traditional print does not lend
itself to timely revisions. That said, one option would be to
develop the policy as an electronic only reference with a
summary published in the journal to ensure a citation ap-
pearsin Medline search results. Some members commented
that while avirtual document offers the advantage of timely
upkeep, it is not necessarily a user-friendly means of access-
ing information even in instances where a computer is avail -
able in an examining room. A download option for PDA
such asthat offered by Epocrates or Harriet Lane may ad-
dressthisin part. Another suggestion was to change the fo-
cus of the policy from a drug specific index to one that cov-
ers drug classes and principles more generally.

3) Guidelines for the Ethical Conduct of Studiesto Evaluate
Drugsin Pediatric Popul ations (2/95)
Intent to revise these Guidelines has been submitted.

4) Use of Psychoactive Medications During Pregnancy and
Possible Effects on the Fetus and Newborn (4/00)
Thisisavery hot topic given recent information about pos-
sible effects of psychoactive medications, especially SSRI’s,
on the fetus and newborn. Consideration isbeing givento a
joint document produced by the COD and a committee of
ACOG.

5) Treatment Guidelines for Lead Exposure in Children (9/95)
Intent for revision will be submitted, mainly because the
threshold levels at which treatment isindicated have
changed since 1995.

Other Initiatives from the AAP
Committee On Drugs (COD)

Prescribing Policy For Schedulell Drugs

On September 6, 2006 the Drug Enforcement Administration
issued a proposed rule seeking to amend its regulations to allow
practitioners to provide individual patientswith multiple pre-
scriptions, to befilled sequentially, for the same schedule Il con-
trolled substance, with such multiple prescriptions having the
combined effect of allowing a patient to receive over timeuptoa
90- day supply of that controlled substance.

AAP wrote to the DEA Office of Diversion Control in June 2005
expressing concern with a provision contained in a DEA interim
policy on the subject of dispensing controlled substances for the
treatment of pain. The policy noted that preparing multiple pre-
scriptions on the same day with instructionsto fill on different
dates was tantamount to authorizing arefill of aschedule Il con-
trolled substance. Doing so would conflict with aprovisionin
the Controlled Substances Act (CSA), which statesthat " No pre-
scription for a controlled substancein Schedule || may be
refilled”. Schedule I drugs, by definition, are those with the
highest potential for abuse and are most likely to cause depend-
ence among all controlled substances that have approved medical

Lynne Maxwell, MD, FAAP
Liaison, Committee on Drugs

uses. Schedule Il includes drugs such as methylphenidate
(which iswhy thisissueis of particular interest to pediatricians).

Reportedly, the response to DEA's interim policy and subsequent
solicitation of comments was overwhelming. AAP expressed the
view that the interim policy would impede the common sense
approach to office-based management of ADHD, inconvenience
patients and their caregivers, and place unworkable administra-
tive burdens on practices. AAP further noted that treatment
plans for ADHD require the need for children, families and
schoolsto enter into along-term plan that includes a complex
medi cation schedul e along with environmental and behavioral
interventions. The Academy also noted that the practice of writ-
ing multiple prescriptions on the same date for ADHD medica-
tions with explicit directions for these scripts not to be filled until
[a specified date] has evolved as a standard clinical practice. (It
should be noted that, if this policy is adopted, this process could
be used for other Schedule |1 drugs, such as opioids, although for
the prescriber’ s protection, it might not be advisable.)

On October 27, 2006, AAP wrote to DEA .
Continued on p. 5
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Other Initiatives from the AAP Committee
On Drugs (COD) (Continued from p. 4)

voicing support for the rule noting that it will help reinforce the
role of the clinician in managing individualized therapy and ease
administrative burdens on the practice without jeopardizing the
requisite need for sound judgment and vigilance when prescrib-
ing Schedule 11 substances. Mr. Del Monte noted that the rule
represents administrative rulemaking that does not require Con-
gressional action although Congress has the prerogative to pre-
empt any federal rule it considersinappropriate. In addition, the
AAP Committee on Substance Abuseis beginning to tackle the
issue of prescription drug abuse more directly.

MEDMARX® Database for Tracking Adverse Drug Reac-
tions and Medication Errors

Section members may be interested to know about a program
sponsored and maintai ned by the United States Pharmacopoeia
called MEDMARX®, a national internet-access database that
hospitals and health care systems use to track and trend adverse
drug reactions and medication errors. Hospitals and health care
systems participate in MEDMARX® voluntarily and subscribe
to it on an annual basis. MEDMARX® is aquality improvement
tool, which facilitates productive and efficient documentation,
reporting, analysis, tracking, trending, and prevention of adverse
drug events. Each year, USP summarizes the data it collects and
presentsit in an in-depth annual report. Information in the report
includes types of medication errors, causes, contributing factors,
productsinvolved and actions taken. Reportedly, afew chil-
dren’ s hospital s participate in the program.

Rule of Six

Section members may also be interested in the AAP s advocacy
role on atopic of interest to practitioners of anesthesiaand criti-
cal carein children: the rule of six vs. standardized concentra-
tions. The AAP Committee on Hospital Care was instrumental in
challenging a Joint Commission on Accreditation position that
the Rule of Six dosing methodology does not meet the require-
ments under a national patient safety goal to standardize and
limit the number of drug concentrations availablein aninstitu-
tion.

Neonatal Pain Statement

Prevention and Management of Pain and Stress
in the Neonate was published in November Pe-
diatrics 2006 ; 118: 2231-2241; erratum pub-
lished in February Pediatrics 2007; 119:425
(http://aappolicy.aappublications.org/cgi/ontent/abstract/
pediatrics;118/5/2231).

The policy was authored by the Committee on Fetusand New-
born, Section on Surgery, and Canadian Paediatric Society.
However, the AAP Committee on Drugs and the Section on An-
esthesiology and Pain Medicine were omitted as authors. An
erratum has been published to correct this oversight.

Sedation Guidelines
The clinical report — Guidelines for Monitoring and Management

of Pediatric Patients During and After Sedation for Diagnostic
and Therapeutic Procedures has been published in the December
issue of Pediatrics: (http://aappolicy.aappublications.org/cgi/
content/full/ pediatrics;118/6/2587). The report is being pub-
lished as ajoint report from the AAP and the American Acad-
emy of Pediatric Dentistry and represents a landmark harmo-
nized guideline for monitoring children receiving sedation re-
gardless of setting. This publication brings to fruition over a dec-
ade of work on the part of Dr. Charles Coté, the Committee on
Drugs, and the Section on Anesthesiology and Pain Medicine to
bring all those who administer sedation to children under the
same guideline rubric.

(The new guidelines are reviewed by Joseph Cravero, MD,
FAAP on page6.)

Newborn Drug Development Initiative

The NICHD/FDA Newborn Drug Development Initiative
(NDDI) is an ongoing program to determine gaps in knowledge
in neonatal therapeutics and to explore clinical study designsfor
use in the newborn population. One of the workgroups focused
on pain control and sedation, with subgroups dealing with pro-
cedural pain, sedation for mechanical ventilation, and periopera-
tive management of anesthesia and analgesia, aswell as a sup-
plemental article on ethical and design issues of studies of anes-
thesia and analgesiain neonates which were published in the
June, 2005 Clinical Therapeutics. A summary of the findings of
the neonatal pain sub-group was more recently published in Pe-
diatrics (http://pediatrics.aappublications.org/ cgi/content/
full/117/3/S1/S9).

Data Safety Monitoring Boards (DSM B)

The discrepancy between NIH and FDA requirements for the
establishment of a Data Safety Monitoring Board was discussed.
ItisNIH policy that a data safety monitoring board be estab-
lished for all NIH supported or conducted clinical trialsinvolv-
ing interventions that entail potential risk to study participants.
In contrast, under its Guidance for Clinical Trial Sponsors—
Establishment and Operation of Clinical Trial Data Monitoring
Committees, FDA only offers suggestions to sponsors and rec-
ommendations about when aDSMB may be useful for study
monitoring, and how such committees may operate, but does not
requirethem as alegally enforceable requirement. It was noted
that IRBs are reviewing increasing numbers of clinical research
protocolsinvolving the study of drugsin children. Many of the
studies are multi-center and double blinded, which is usually
necessary and consistent with good study design. However,
some of the sponsors do not include a Data Safety and Monitor-
ing Committee in the protocol. Many IRBs consider thisto be
unacceptable given it does not ensure patient safety for subjects
inthetrial. Inthisregard, it isimportant to have access to un-
blinded data at regular intervals during the study. While NIH
mandates this for studies they sponsor, the FDA only mildly rec-
ommends that a DSM B be established. Some |RBs have refused
to approve double-blinded studiesin children without aDSMB,
but many companies simply go elsewhere. While most, but not
all pharmaceutical sponsors provide DSMBsfor phase 1l trials,
the unique vulnerability of children weighsin favor of aconsis-
tent DSM B requirement. It was noted that

Continued on p. 11
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Guidelines in Review

Guidelines on Monitoring and Management of Pediatric Patients During and After Sedation

for Diagnostic and Therapeutic Procedures: An Update
Charles Coté, Stephen Wilson, and the Work Group on Sedation

Reviewed by Joseph Cravero, MD, FAAP, joseph.p.cravero@hitchcock.org

The most current iteration of the widely used and recognized guidelines for sedation practice was spearheaded by
Section member Charlie Coté and recently published in Pediatrics 2006; 118: 2587-2602.
(http://aappolicy.aappublications.org/cai/content/ful l/pediatrics; 118/6/2587)

These guidelines were first written in 1985 and revised in 1992. In 2002 an addendum was published which sought to clarify terms
used in the 1992 iteration and to further delineate the responsibilities of providers present during the sedation. The current docu-
ment is arevision of the 1992 guidelines. It would be hard to overstate the importance of this document - nationally and internation-
ally. While the content does not break new ground for most anesthesiologists, it represents the document used for reference by al
providers who sedate children and most of the concepts have been adopted by regulatory groups such as JCAHO.

This document is coauthored by Stephen Wilson—adentist. Thisisan important fact in that [with this set of guidelines] the
JCAHO, ASA, AAP and the AAPD will now use similar language to define sedation categories (minimal, moderate, deep, and anes-
thesia) and the expected physiologic response to those categories. The authors emphasize the idea that sedation is a continuum and
that the provider of sedation must be capable of rescuing a patient for alevel of sedation one step deeper than that whichisintended.
They recommend “ ongoing maintenance of critical skillsfor airway rescue” and reference some resources, but there are no recom-
mendations for how best to teach or maintain critical competencies.

Thisiteration of the guidelines carefully states that the recommendations apply to all sites where sedation is given— and that when
sedation is delivered outside of acare facility such as a hospital, that clear plans for rescue by EMS must be put in place and main-
tained. The document is less clear about the ever-controversial issue of NPO status; it recommends adherence to the current ASA
standards for NPO before el ective sedation. In aclear nod to the emerging emergency medicine literature on this topic, however, it
allows “for emergency procedures the risks of sedation and the possibility of aspiration must be weighed against the benefits of per-
forming the procedure promptly”.

The guidelines include an interesting section on drug interactions and include cautions on alternative medications such as St. John’s
Wart, Kava, echinacea and their possible impact on sedation provision. Other elementssuch as pre-sedation health evaluation and
documentation are nicely reviewed. Recovery criteriaand considerations are also enumerated
including a suggestion for the use of (new) simple “wakefulness’” measures as part of the dis-
charge criteria. (Where achild is simply observed for his/her ability to remain awake for a speci-
fied period of time [15-20 minutes] prior to discharge.) The authors also mention each level of
sedation and the personnel/monitoring recommendations for each level of sedation. Asbefore, a
separate individual who is responsible for monitoring the patient during sedation is recom-
mended for moderate and deep sedation. This“monitor” isrecommended to have at |east basic
life support skills for moderate sedation and advanced life support skills for deep sedation. In
terms of equipment for monitoring, the document recommends that in addition to standard pulse
oximetry, heart rate and intermittent blood pressure be used in moderate sedation. For deep seda-
tion, the monitor should include “ precodial stethoscope or capnograph for patients who are difficult to observe (i.e. MRI) to aid in
monitoring adequacy of ventilation.” In another section, the use of capnography is*“encouraged” especially for patients who are dif-
ficult to monitor.

The document ends with a couple of new sections— one recommending the use of simulators for training and testing sedation sy s-
tems. Thereisalso asignificant discussion of nitrous oxide and how its use fitsinto the sedation continuum. The report includes
several helpful tables and appendices— including areview of local anesthetics, ASA classification, dis-
charge criteria, emergency rescue drugs and emergency rescue equipment.

In general, the guidelines are clearly written and well referenced. The authors have avoided radical
changes to the sedation guidelines, which should ensure that thisrevision is widely accepted as the new
standard.
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Notes from the Education Chair
February 2007

Since it has been some months since the last newsletter, | would
like to present an overview of the Section’s educational offerings
for 2006-2007, including those aready presented at the 2006
AAP NCE and ASA annual meetingsin October as well asthe
upcomi ng programs at the combined winter SPA/AAP meeting
in Phoenix, AZ and the ASA and AAP meetingsin San Fran-
cisco. Wein the Section on Anesthesiology and Pain Medicine
committee feel fortunate to be able to provide talks, programs
and workshops for adiverse audience including general pediatri-
cians (NCE meeting), general anesthesiologists (ASA Breakfast
Panel) aswell as pediatric anesthesiol ogists (combined SPA/
AAP winter meeting).

At the 2006 NCE in Atlanta, Section membersJoseph Cravero,
MD of Dartmouth Hitchcock Medical Center and Richard
Blum, MD from Children’s Hospital Boston led a group of will-
ing volunteers from Emory/Children’ s Healthcare of Atlantain-
cluding Carolyn Bannister, MD, Kenneth Stewart, MD and
Claudia Venable, MD in thefirst of what we hope will be are-
curring workshop on Crisis Resource Management. Yuan-Chi
Lin, MD, MPH of Children’s Hospital Boston :

reprised hisvery popular “ Acupuncture Work- ®

shop for Pediatricians,” and Robert Truog of

Children’ s Hospital Boston presented a se-

lected short subject on his award winning

“Program to Enhance Relationship and Communication Skills
(PERCS).” Dr Truog also represented our Section at the Section
on Bioethics Meeting on Organ Donation.

Despite the particularly early hour, less than ideal weather, and
the inconvenience of getting to the various venuesin Chicago,
178 tickets were sold for the Society for Pediatric Anesthesiaand
the American Academy of Pediatrics, Section on Anesthesiology
and Pain Medicine Breakfast Panel at the 2006 ASA meeting.
Thisyear's panel was entitled “Minimally Invasive Surgery in
Pediatrics: Smaller Scars and Different Problems” and featured
Section members Lynda Means, MD of Children’s Hospital
Boston speaking on “Laparoscopic and robotic surgery in chil-
dren,” Chandra Ramamoorthy, MD of Lucile Packard Chil-
dren’ s Hospital speaking on “Thorascopic surgery ininfants and
children” and Scott Walker, MD of Riley Children’s Hospital
speaking on “The Nuss procedure.”

At the end of 2006, as in years past, several stalwart members of
the Section on Anesthesiology and Pain Medicine Education and
Executive Committees, including Steve Stayer , Richard Dsida,
Joseph Craverq Constance Houck, Jeff Koh, Paul Samuels
and Thomas M ancuso along with members of the SPA Educa-
tion Committee spent part of the hectic Holiday season reading
and grading abstracts for the upcoming 2007 Combined Meeting
of the Society for Pediatric Anesthesiaand AAP, Section on An-
esthesiology and Pain Medicine in Phoenix, Arizonain March.
Those abstracts sel ected will be presented in oral and poster form
on Saturday morning during the “ AAP portion” of the meeting.
In addition, during the Saturday morning program, our Section

Constance Houck, MD, FAAP
Section Chair-Elect
constance.houck @childrens.harvard.edu

will be presenting 3 awards honoring the research performed by
Residents and Fellows. Each of the trainees will present their
work as an oral presentation during this portion of the meeting
and will receive both a cash award and certificate. (See page 2
SOA Resident Research Award Winners awardees).

Following the research presentations, our annual AAP Advocacy
lecturer, Joan Y. Reede, MD, MPH of Harvard Medical School
will speak on "Diversity Linkagesin Pediatrics: Those Who
Serve & Those We Serve." The popular "Ask the Experts"
luncheon panel will be reprised with the kind sponsorship of the
Anesthesia Dept of the Mayo Clinic and Valley Anesthesiol o-
gist Consultants, Ltd of Phoenix, AZ. Thisyear's panel is enti-
tled "Treatment of Perioperative Arrhythmias" and will feature 3
timely topics: “ Adenosine as an Antiarrhythmic Agent: Indica-
tions and Complications” by Barry Kussman, MD of Children’s
Hospital Boston; “ Anesthesiafor patients with long QT syn-
drome” by Christina Pabelick, MD of the Mayo Clinic; and
“Implantable Cardioverter Defibrillators in Children” by Nina A.
Guzzetta, MD of Children’s Health Care of Atlanta.

Later in 2007, both the ASA Annual meeting and the AAP NCE
meeting will be held in San Francisco just 2 weeks apart. At the
2007 ASA meeting the Section on Anesthesiology and Pain

M edicine will once again be co-sponsoring a Breakfast Panel
with the Society for Pediatric Anesthesia. Though the dates have
not been finalized, thisyear’s panel entitled “Update on Airway
Management in Children” will feature three experts speaking on
the nuances of some of the newer techniques that have become
particularly common in pediatric anesthesia: “Cuffed vs. Un-
cuffed Endotracheal Tubes” by Gavin Fine, MB, ChB of Cook
Children’s Hospital; “Laryngeal Mask Airways’ by Charles
Nargozian, MD of Children’s Hospital Boston; and “Muscle
Relaxants vs. No Muscle Relaxants” by Geor ge Palitis, MD of
the University of Virginia

At the 2007 AAP NCE meeting, our Section will present two
programs for the general pediatrician: “New Topical Anesthetics:

How to take the ouch out of needlesticks” by
N
'In...-_

by Yuan Chi Lin, MD.

Navil Sethna, MB, ChB of Children'sHos-
pital Boston and a reprise of the popular
workshop “Acupuncture for Pediatricians’
American
Academy of
Pediatrics

ANCE

For registration or information visit
http://www.aap.org/nce/

October 27-30,
2007
San Francisco
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AAP Surgery Advisory Panel -
Chairman’s Report

Greetingsto you from Chicago. | am Andy Hotaling, a pediatric
otolaryngologist at Loyola and the Chair of the AAP Surgery
Advisory Panel (SAP). The SAPiscomposed of the Chairs of
the Executives Committees of eleven Sections: Anesthesia and
Pain Medicine, Cardiovascular Surgery, Dentistry, Neurological
Surgery, Ophthalmology, Orthopedic Surgery, Otolaryngology-
Head & Neck Surgery, Plastic Surgery, Radiology, Surgery, and
Urology. | was elected Chair of the SAP last year. The SAP
meets several times ayear: face-to-face at the fall National Con-
vention and Exhibition (NCE), and at the Annual Leadership Fo-
rum (ALF) inthe spring. Aswell, teleconferences are held about
twiceayear. The purpose of the SAP isto work collectively on
issues of importance to the Surgical Sections within the Ameri-
can Academy of Pediatrics.

As Chair of the SAP, | am invited as a guest to the Board Meet-
ings of the American Academy of Pediatrics, which occur in
January, May and October. | have also served on the Section
Management Forum Committee (SMFC), the managing group
for all Sections. Additionally, | have been appointed to the
Committee on Pediatric Work Force and attended my first meet-
ing with thisgroup in June. Inthisinaugural column, | am going
to review some SAP highlights so that the members of our vari-
ous Sections are aware of what we are doing.

There have been significant enhancements to membership. These
enhancements occurred directly from concerns voiced by the sur-
gical sectionsto the AAP Board of Directors. The SAPmetin
the spring of 2005 with the Director of the Department of Mem-
bership, Ken Slaw, PhD. Notable changes have resulted from
this meeting for which | credit Ken and his staff.

Thefirst of these benefitsisthat, on athree-year trial basis, al
Surgical Sections receive credit for recruiting new specialty
members and for retaining current specialty members within
each Section. (In AAPjargon, specialty fellows are those physi-
cians certified by a surgical board, not the American Board of
Pediatrics.) Inthe membership cycle completed before these
changes were initiated, there were about 100 new specialty
fellows recruited for the 12-month membership cycle. Thusfar
in just four months of the current membership cycle, 148 new
specialty fellows have been recruited. For each new specialty
fellow, $100 is credited from the dues of that new member to
that Section’s non-core budget. Additionally, for each retained
member of the Section, $20 is credited to the Section’s non-core
budget. It isthe hope of the Department of Membership and the
Board of the AAP that these funds be used to enhance member
value. Such enhancements could include: payment of post resi-
dency training fellow dues, purchase of lunches for the Section’s
Business Meeting, funding awards by the Section, and support-
ing an AAP speaker to discuss AAP issues at asister society’s
meeting.

The second initiative is available to every new member and is a
“cafeteriaplan” of benefits. New members can choose from the

Andy Hotaling, MD, FAAP
Advisory Panel Chairperson
ahotali@lumc.edu

Red Book, other publications, or $100 certificate toward Acad-
emy purchases including NCE registration.

A third initiative will be athank you coupon to be issued to 1500
members of the A cademy chosen at random. This coupon can be
used to purchase Academy publications. Thisinitiative trial will
be launched in the next fiscal year.

Another proposal from the SAP isto reduce the one-day atten-
dance fee for the NCE. Currently, the feeis $315 for asingle
day versus $460 for the entire meeting. The SAP believes that
this fee discourages Section membersin thelocal areaof the
NCE from attending the meeting.

Finally, | know that many Surgical Section members are con-
cerned about the high cost of the AAP dues. |, too, sharethis
concern. However, | would like to give you another way to look
at what your dues buy.

As| have learned more about the AAP, | have come to think of
part of my dues payment asa“political” contribution. The AAP
has 60,000 members and is the largest pediatric health care advo-
cateintheworld! The AAP maintains afull time-staff in Wash-
ington, D.C., to advocate for the health and well being of chil-
dren on afederal level. Additionally, the AAP monitors each
state’ s legislature and lobbies on behalf of children at the state
level aswell.

Using Otolaryngology as an example, there are approximately
300 members of the American Society of Pediatric Otolaryngol-
ogy, the sister society to the AAP Section on Otolaryngol ogy-
Head and Neck Surgery. We have difficulty advocating for chil-
dren within our parent society, the American Academy of Oto-
laryngology-Head and Neck Surgery (AAO-HNS) with over
10,000 members. Children’s health issues are among many is-
sues about which the AAO-HNS is concerned. | believe that the
AAP provides significant “bang for the buck” for its surgical
members with its advocacy on behalf of children. Accordingly, |
ook upon part of my AAP dues payment asa“ political” contri-
bution for the health and well being of children.

To help you learn more about the efforts of the AAP on afederal
level, | suggest you visit the AAP website: http://www.aap.org/.
Y ou can register and then log on to the “Members Only Chan-
nel” and select Federal Affairs. This section isupdated regu-
larly. Additionally, | would suggest that you join FAAN, the
Federal Affairs Alert Network. FAAN will e-mail you periodi-
cally with updates on legislation and provides an easy way for
you to contact your elected representatives in Congress to advo-
cate on behalf of children. Members of Congress do pay atten-
tion to the opinion of voters. FAAN makesit easy to follow fed-
eral legislation and to communicate, with afew clicks of your
mouse, with your Representative and Senators.

If you have any questions or concerns, please contact me. My
email address isahotali @lumc.edu.
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Perusing the Literature

Evidence-Based Clinical update: Does premedica-
tion with oral midazolam lead to improved behav-

ioral outcomesin children? Cox, R. Nemish U. et al.
Canadian Journal Of Anesthesia 2006(53):12

Summary:

The authors searched PubMed and Ovid for RCT’sin English for
papers that reported investigations on PO midazolam. The au-
thors limited their search to studies that involved children aged
up to 18 years published from between 1990 to 2006. Thirty pa-
pers were identified that met the criterialisted. Several conclu-
sionswere made. Based on review of the papers, the authors
recommended that a dose of 0.5 mg/kg PO, given 20-30 minutes
before induction will provide consistent pre op anxiolysisin chil-
dren < 12 yearsof age. Increased doses did not seem to increase
the anxiolysis and in some cases caused ataxia. No consistent
evidence was found that midazolam premedication decreased the
degree or incidence of postoperative emergence agitation. Bene-
fitin thisregard was reported in only 2 of the 8 papers that spe-
cifically examined this. Delayed emergence and prolonged re-
covery times resulting from midazolam administration were not
seen.

Commentary:

Theresults here are pretty much what |1 would have predicted,
that higher doses of midazolam do not add to the anxiolysis of
0.5 mg/kg PO, that adequate time is essential for a good effect
and finally that emergence delirium, confusion agitation etc. are
not diminished by PO midazolam. | would add only that, on oc-
casion, achild who had been pre-medicated with PO midazolam
and has not received intra-operative opioids (because of the use
of local anesthesia or having had a procedure that does not cause
pain) may be disoriented and confused at emergence as a result
of PO midazolam. If such isthe case, administration of 1V flu-
mazenil may alleviate the problem.

I ntravenous nalbuphine, 50 pug/kg, isineffective for

opioid induced pruritusin pediatrics NakatsukaN.
Minogue S. et al Canadian Journal Of Anesthesia2006(53):11
Summary:

This randomized, prospective, placebo-controlled study, con-
ducted at two tertiary children hospitals, BCCH in Vancouver
and SCH in Edmonton, involved 184 children who were 7 years
and older and who received opioids for post op analgesia. All
subjects were followed by the pain treatment service. A modi-
fied, 0-10, self-report color anal ogue scale was used to evaluate
the presence and degree of pruritus. Subjects who reported a
pruritus score of 5 or greater were treated with either placebo or
Nalbuphine. Opioidswere administered as a continuous infusion
(ClI), PCA (PCA) and PCA + infusion (PCA+). Pruritus oc-
curred in 27% of those treated with a Cl, 36% of those in the
PCA group, and 68% of those treated with PCA+. Two hundred
twelve subjects agreed to participate. Only the 37 subjects with
apruritus score > 5 were actually studied. Nineteen were put

Thomas J. Mancuso, MD, FAAP
Immediate Past Chair
thomas.mancuso@childrens.harvard.edu

into the placebo group and 18 into the treatment group
(nalbuphine 50 pug/kg 1V). The efficacy of the IV treatment was
evaluated at 60 minutes. |If the treatment was not effective, a
rescue dose of nalbuphine was allowed. Successful treatment of
pruritus was considered to be a 50% reduction in the pruritus
score. At 60 minutes the pruritus score was decreased by 50% in
21 subjects, 10 in the nalbuphine group and 11 in the placebo

group.

The authors mention limitations of their paper. The scale used to
measure pruritus has not been validated and the subjects received
three different opioids with different dosing and vialV and epi-
dural routes. Finally, the authors speculate that the dose of nal-
buphine may be too low since several subjectsdid receive a sec-
ond dose without adverse effect.

Commentary:

It is part of my routine to use nalbuphine 50-100ug/kg IV for
opioid-induced pruritus but these results have me doubting my
clinical impression of efficacy. | agree with the author’ s very
forthright admission of the limitations of their paper and will
continue with 1V nalbuphine as my first line treatment for
opioid-related pruritus. Anti-histamines are often used but |
think these medications do not actually target the problem di-
rectly and the side effect of sedation adds to my disinterest in
this class of anti-pruritus medications.

Epidural dexamethasone reduces postoper ative

pain and analgesic requirements Thomas S. and Beevi
S. Canadian Journal Of Anesthesia 2006(53):11

Summary:

This randomized, double-blinded study of 94 adult subjects un-
dergoing laparoscopic cholecystectomy evaluated the efficacy of
thoracic epidural administration of dexamethasone in decreasing
postoperative opioid use. Therewere three groupsin this study.
Group 1, the control, received |V dexamethasone and 8 cc of
epidural 0.25% bupivacaine. Group 2 received IV normal saline
and epidural bupivacaine (8 cc of 0.25%) and epidural dexa-
methasone (5 mg). Group 3 received IV normal saline and epi-
dural dexamethasone (5 mg). Post-op morphine2-4 mg 1V was
given PRN for pain. Total morphine usein the 24 hours follow-
ing surgery was lower by a statistically significant amount (P <
0.05) in both groups that received epidural dexamethasone com-
pared to the control group that received the single dose of epidu-
ral bupivacaine. The control group used an average of 40 mg
morphine while the 2 groups that received bupivacaine used 18-
19 mg respectively. In addition, VAS scores at rest and during
effort were also significantly lower in the epidural dexametha-
sone groups compared to the control group. The authors specu-
late on mechanisms, citing dexamethasone effect on intraspinal
prostaglandin formation.

Commentary:
Epidural steroid injections have long

Continued on p. 10
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been part of the (unproven) treatment of low back pain. In some
series and according to some practitioners, this treatment isvery
effective. This paper certainly seemsto show significant sys-
temic analgesic efficacy for epidural dexamethasone. | think
much more information is needed before this becomes part of
general practice. Possible toxicity of epidural administration of
this medication and any preservatives, vehicles, etc. must be
carefully investigated. In addition, longer-term effects on local
neural structuresis possible and must be investigated.

Fentanyl 1ontophoretic Transdermal System
(ITS): clinical application of iontophor etic technol-
ogy in the management of acute postoper ative
pain. Power, |. British Journal of Anaesthesia 98(1) 2007.

Summary:

The author concisely and clearly reviews the technology of ion-
tophoretic drug delivery and studies of this new, approved tech-
nology. Inarecenttrial inthe US, thistransdermal delivery sys
tem of fentanyl was found to be equal to traditional 1V PCA
morphine. Opioid-related side effects were similar in incidence
and severity.

The size of the currently approved deviceis7.5cmx 5cm x 0.8
cm. Currently, alteration of the preprogrammed dose of fen-
tanyl, which is 40 ug given over a 10-minute period, is not an
option. This can be looked upon as an advantage, since human
error in programming is eliminated, asis the possibility of exces-
sivedosing. The device will shut down after 24 hours or after 80
doses have been administered, whichever occursfirst. LED’son
the deviceindicate when dosing is underway. These lights also
giveindication of the total number of doses delivered.
Commentary:

This new technology currently delivers only one dose of fen-
tanyl, 40 ucg. Whileit would be useful for older, heavier chil-
dren wein pediatrics will have to wait for other transdermal de-
livery systems that administer smaller doses. Perhapsin the fu-
tureiontophoresis will eventually be found effective with other,
longer-acting, opioids

Dexmedetomidine as an anaesthetic adjuvant in
patients under going intracranial tumor surgery: a
double-blind, randomized, placebo-controlled

sudy Tanskanen P.E. KyttaJ.V. et al. British Journal of An-
aesthesia 97(5) 2006

Summary:

This study involved 54 subjects who were randomized into 3
groups. Two groups were administered dexmedetomidine
(DEX) in order to achieve either a serum concentration of 0.2 ng/
ml or 0.4 ng/ml and a control group who did not receive DEX.

A previously published computer model was used to administer
the Dexmedetomidine. Anesthetic techniqueswas similar for all
patients with the exception that the DEX groupsreceived 2 pg/
kg fentany! prior to laryngoscopy and intubation while the con-

trol group received 4 pg/kg. Anesthesia was maintained with
Nitrous Oxide, isoflurane and incremental doses of fentanyl.
Fentanyl was given to achieve predetermined hemodynamic
goals. Isoflurane and the study drug were stopped approximately
10 minutes before the estimated conclusion of surgery. N,O was
stopped and NMB reversed when the skin was closed. Measured
serum concentrations of DEX ranged from 0.2-0.27 ng/ml in the
0.2 target group and 0.38-0.58 in the 0.4 target group.

Inthe DEX groups the time from termination of N0 to extuba-
tion was significantly shorter ( P< 0.05). The timesin minutes
were 6 (3-27) for the control group, 3 (0-20) for the 0.2 ng/ml
target group and 4 (0-13) in the 0.4 ng/ml target group. There
was less hypertension at extubation in the DEX groups compared
to the control . The authors also reported greater intra op heno-
dynamic stability in the 2 groups who received DEX compared
to the control group.

Commentary:

It seemsit does not matter what the question in anesthesia,
critical care or sedation, Dexmedetomidine seems to be answer.
In this paper, dex adds to the anesthetic for neurosurgical cases,
providing better hemodynamic stability during the case and
slightly earlier extubation with better BP control. The authors
stopped the infusion at the end of the case but it seems to me that
continuing alow dose infusion into the ICU stay might help with
analgesia, sedation and BP control in the extubated patients with-
out causing hypoventilation. The authors cite the references
they used to achieve the target serum levels but did not report the
actual doses used, something | would be very interested in know-

ing.

Sedation during spinal anesthesiain infants. Her-
manns H. Stevens, M.F. et a. British Journal of Anaesthesia 97
(3) 2006

Summary:

The authors studied 20 un-premedicated expreterm infants who
were anesthetized with 1 mg/kg spinal hyperbaric bupivacaine,
0.5% = epinephrine 10ug/kg. The surgeries performed werein-
guinal herniorrhaphy in 17, resection of ileostomy in 2 and sacral
teratoma excision in one subject. The gestational age of thein-
fantswas 34 (24-40) and the median postnatal ages of the infants
was 10 weeks ( 5-24). The median weight at the time of surgery
was 3.5 kg (2.2-5.2). Successful placement of the spinal was
assessed on clinical grounds. Routine monitors were used with
the addition that bispectral index (BIS) and spectral edge fre-
guency (SEFgs) were measured. BIS values were considered
valid only when the signal quality index was > 50%.

After spinal placement of the bupivacaine and epinephrine, the
BIS decreased from baseline. Theinitial value of 97 decreased
to 84 in 15 minutes. By 30 minutes after the spinal the BIS
reached a nadir of 62. These changes were strongly statistically
significant at the P=0.006 and P=0.00001 val ues respectively.
The SEF g5 al so decreased over time, from the baseline of 26Hz to
9.9Hz at 30 minutes ( P=0.00001). Mean arterial pressure de-
creased from 66.5 mmHg prior to the spinal to 56.1 mmHg

( P=0.0002) while the HR did not change.

Continued on p. 11
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The authors conclude that spinal anesthesia has a significant
sedative effect, presumably due to diminished afferent conduc-
tion to the reticulo-thalamo-cortical projections that resultsin
decreased arousal. They mention the importance of considering
this sedative effect when administration of pharmacol ogic seda-
tion to infants after spinal is undertaken.

Commentary:

The authors here documented what all of us who have done spi-
nal ininfants (and adults) have noticed. | think that last point is
an important one. Since the infants often actually fall asleep
once positioned following the spinal, any administration of 1V
sedatives should be undertaken only after careful thought and for
good reason. Resuscitation of an infant who is under the surgical
drapes with surgery halfway doneis not something I’ d wish to
undertake.

Prospective comparison of sevoflurane and desflu-
ranein formerly premature infants undergoing in-

guinal herniotomy. Sale SM. Read JA. et a. British
Journal of Anaesthesia 96(6) 2006

The authors undertook thisinvestigation to see if the mainte-
nance inhaled agent used for inguinal herniorrhaphy in ex-
preterm newbornsinfluenced the incidence and severity of post
anesthetic apnea. Thisstudy involved thirty expreterm infants,
born at under 37 weeks gestation all less than 47 week post con-
ception age who were scheduled for repair of inguinal hernias
under general anesthesia. Theinfants were divided into 2 groups

and randomly assigned to receive either sevoflurane or desflu-
rane for maintenance of anesthesia. The anesthetics were other-
wise identical: inhalation induction with sevoflurane, caudal
0.25% bupivacaine 1 mg/kg, and rectal acetaminophen 20 mg/
kg. Intubation was facilitated with IV atracurium, 0.5 mg/kg.

Monitoring for respiratory problems was done for 12 hours be-
fore surgery and for 12 hours after the conclusion of the surgery
using nasal thermistry and impedance. Apneawas defined as
absence of nasal airflow with either absence (central) or presence
(obstructive) of respiratory effort for > 10 seconds.

No differences were detected between the two groups regarding
neither the incidence of pre or postoperative apnea nor the sever-
ity of pre or postoperative respiratory events. In the post opera-
tive period, there were atotal of 14 subjects with apneain the
post op period, ninein the group given desflurane and 5 in the
sevoflurane group. Of note, median time to eye opening, move-
ment and tracheal extubation were shorter in the desflurane
group. All episodes of apnearesolved without intervention.

Commentary:

In thiswell-designed study the authors found that, unfortunately,
even the very insoluble desflurane has the same del eterious ef-
fect of respiratory drive as sevoflurane and halothane beforeit.
While it seems that expreterm infants provided anesthesia with
only aspinal and no IV sedatives, opioids have alowered risk
for post anesthetic apnea, it appears, based on the results pre-
sented in this paper, that all currently used inhaled anesthetic
agents do cause significant post-anesthetic apnea. Certainly the
care of infants of expreterm infants anesthetized with desflurane
should be no different than those given sevoflurane or isoflurane.

Other Initiatives from the AAP Committee
On Drugs (COD) (Continued from p. 5)

some studiesinvolve the first systematic use of the drug in chil-
dren, often with unknown toxicities, making aDSMB an ex-
tremely important safety net to have in place. COD members
were of the opinion that the need for aDSMB in Phase | and |1
studies should be considered on a case-by-case basis.

International Alliance For Better Medicines For Children
Declaration

In July, adeclaration was adopted by an alliance of pediatricians,
clinical pharmacol ogists and pharmacists at the International Pe-
diatric Pharmacology Symposium, World Congress of Pharme-

cology, held in Shanghai. Theintent of the Allianceisto movea
global agenda -- essential medicines and rational drug use for
children with emphasis on devel oping countries-- and to bring
the strength of the international medical profession to the cause
globally. Various AAP bodies have voiced conceptual support
for the document given it articulates a set of principles that are
supportive of children including recognition of the need for all
children to have access to important medicines worldwide.

The Finnish government has made a proposal to the WHO to
place theissue of children’s medicines on the agenda of the
World Health Assembly (WHA), with the intention that the
WHO and governments all over the world act to improve the
current situation.

Did you know...

Members of the AAP Section on Clinical Pharmacology & Therapeutics are eligible
to receive Clinical Therapeutics as a member benefit. Members of the Section on
Anesthesiology and Pain Medicine can join SOCPT for only an additional $25/year.

http://www.aap.orqg/sections/socpt/
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The Cincinnati Children’s Hospital

What's Up at Your Place?

Kenneth R. Goldschneider, MD, FAAP
Director, Division of Pain Management, Department of Anesthesia

kenneth.goldschneider @cchmc.org

fj @ Ci I'IC] n nati The goings on in the Department
of Anesthesia at the Cincinnati

‘1 Children’s Children’s Hospital Medical

Hospital Medical Center center (CCHMC) can be sum-
marized thus: growth. Five years ago we had 18 faculty, 6-8
CRNAs and 2 APNs. Now we have 40 faculty, ailmost 30
CRNAs, 15 nurse practitioners, and a contingent of RNs and re-
search personnel. Nearest and dearest to my heart, the Division
of Pain Management had 6 total personnel when | joined in
1999. By the time you read this, we will have 20, and still are
actively recruiting! Our Divisional activities blossomed from a
modest Acute Pain Service and Chronic Pain Clinic to include a
Procedural Pain Management program (sedation service) and a
Palliative Care Program. The Acute service has doubled in clini-
cal volumein the past four years, and we are set to double our
outpatient load as well. The Palliative care team is our newest
clinical section, and cares for children with life-limiting ill-
nesses, including muscular dystrophy, genetic disorders, cancer,
and awide range of other diseases. We are proud that the Pallia-
tive service factored into Child magazine's choice last month of
CCHMC asthe #5 children’s hospi-

thesia service. Ultrasound guidance for peripheral and central
blockade has recently become afocus of interest to our group,
and the ultrasound machine has joined the peripheral nerve
stimulator as aregular part of care in the Orthopedic rooms.
Relatively new outpatient programs have included the Heman-
gioma and Vascular Malformation Clinic and Epidermolysis
Bullosa Clinics. Both are spectacular examples of interdiscipli-
nary care, and involve our chronic pain physicians and psycholo-
gists.

On the research side, our Neurobiology Division has developed
an active bench research program. The major focus has been the
effects of anesthesia on the developing brain, from both the
standpoints of neurotoxicity and neuroprotection. Chronic pain
research has continued to focus on outcomes of treatment in the
outpatient setting, and we collaborate heavily with some of our
colleagues in Psychology, who will be receiving secondary ap-
pointments in the Department of Anesthesia shortly, emphasiz-
ing the importance we place on collaborative effortsin providing
optimal care and research. On the acute side, we are developing
several studies on topics of post-operative analgesia. Periopera-

tal inthe USA. The ORs are so busy
(27,000 cases/year) and so challeng-
ing (see below), yet thereis so much
outside of the OR to do!

Beyond sheer volume, we have sev-
eral special projects ongoing. Clini-
cally, CCHMC has opened a colo-
rectal surgery program, under Al-

The world of Pediatric Anesthesia and
Pain Management is full of wonderful,
productive people. | hope a number of
you will share this space, and let us
know what'’s up at your place.

tive quality assurance, and process
improvement have also received a
fair amount of research attention
from our group.

The Department has had afellow-
ship for sometime, but it, too, has
grown. We have agroup of out-
standing fellows, | might add. For
the practitioner who wants to en-

berto Pefia, MD, to care for patients
with cloacal anomalies and other congenital defects of the termi-
nal GI/GU tract. The fetal surgery program providesintra-
partum care for the unborn and their mothers, allowing us an op-
portunity to refresh our obstetric anesthesia skills, as well as care
for the immediate newborn with severe congenital problems.
Airway reconstruction continues to be a staple of our OR
caseload. Asmuch as | love pain care, there is such achallenge
in caring for patients whose airway is a pinhole in diameter, or
who require the gentlest induction to survive their visit to the
OR. Bariatric surgery has presented new challenges, aswe learn
to care for 400+ pound teens.

As at many institutions, sedation for Radiology patients became
ahuge issue. Our Department attacked the issue by increasing
our personnel, training Radiology nurses to become PACU certi-
fied (and then hiring them into our department), establishing pro-
tocols, and taking control of case scheduling and flow. The Pro-
cedural Pain program did something similar for Hematol ogy-
Oncology patients. In that case, we built an OR and PACU in the
Heme-Onc clinic, and trained the clinic nurses to be PACU
nurses, allowing an awesome sense of continuity of care for the
families! Intra-operative initiatives include enhanced neuro-
monitoring, intra-op neuro-imaging and a nascent regional anes-

hance their skillsin pediatrics anesthesia, we have just started to
offer “mini-fellowships” to allow brief, but intense clinical ex-
periences. Rotations are available for both Pain and OR anesthe-
sia. This past year, we graduated our first combined pediatric-
adult pain fellow in conjunction with the Cleveland Clinic Foun-
dation. Now | have a partner in chronic pain clinic...hallelujah!

We have had growth, growth and more growth. And yesthe
quality is high, and the care excellent, the research blossoming
and the fellows excelling. However, thereis more to it than that.

I remember meeting a co-applicant for pediatric residency (about
amillion years ago) who summarized his view of one program
“What they do isvery impressive, but | wasn't impressed.” | am
happy to say that although we have all sorts of neat, technical
procedures, and innovative programs, it is the people that make it
all impressive. My Division members and multi-disciplinary col-
leagues are imbued with a sense of teamwork, vision, coopera-
tion, imagination and creativity and make being here and han-
dling the growth something special.

The world of Pediatric Anesthesia and Pain Medicine isfull of
wonderful, productive people. | hope a number of you will share
this space, and let us know what’ s up at your place.
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Society for Pediatric Anesthesiology (2007 Winter M eeting)

March 8-11, 2007
Pointe Hilton Squaw Peak Phoenix, AZ

Seattle Children’s Hospital presents - Regional Anest
September 89" 2007

CME Conference at Children’s Hospital and Regional Medical
Center, Seattle WA

Program Chair: Corrie T. M. Anderson, MD, FAAP

Speakersinclude Peter Marhofer (Vienna) and Adrian Bosenberg

(Cape Town)

> Didactic lectures and small group workshops
> Ultrasound practice on live models and phantoms

More detailed information will be available on our website shortly:

hesiain Children

http: //www.seattlechildrens.org/health _care professional s/pdf/temp/09-09-07-anesthesia.pdf

The American Academy of Pediatrics National Conference and Exhibition

October 27-30, 2007, San Francisco
October 11 — 14, 2008, Boston
October 17 — 20, 2009, Washington, DC

Executive Committee of the Section o

Joseph P Cravero, MD
Chairperson

Lebanon, NH
joseph.p.cravero@hitchcock.org

Constance S Houck, MD

Chair-Elect; Program Chair

Boston, MA

constance.houck @childrens.harvard.edu

Carolyn Bannister, MD
Stone Mountain, GA
Carolyn.bannister@emoryhealthcare.org

Kenneth R Goldschneider , MD
Cincinnati, OH
kenneth.goldschneider@cchmc.org

Jeffrey L Koh, MD
Lake Oswego, OR

kohj @ohsu.edu

David Polaner, MD
Denver, CO
polaner.david@tchden.org

n Anesthesiology and Pain Medicine

Thomas JMancuso, MD

Immediate Past Chairperson;
Nominations Committee Chairperson
Boston, MA
thomas.mancuso@childrens.harvard.edu

Liaisons

Randall M Clark, MD

Liaison, ASA Committee on Pediatrics
Denver, CO 80209-3551
rmclarkmd@aol.com

Lynne Gerson Maxwell, MD
Liaison, AAP Committee on Drugs
Philadelphia, PA 19104-4399
maxwell @email.chop.edu

Newsletter Editor
Corrie T. M. Anderson, MD, FAAP
Seattle, WA

corrie.anderson@seattlechildrens.org

Staff

Kathleen Kuk Ozmeral, Manager

AAP, Division of Hospital & Surgical Services
Elk Grove Village, IL

kozmeral @aap.org
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The Section on Anesthesiology and Pam Medicine is the voieo of pediatee anosthesia Tor the
pediatric community amd the American Academy of Pediatrics. The Section executive commitfes
is called upon to serve as edocators, spokespersons and shapers of national policy.  We have a
wealth of cxpertize hevond the electod members of the executive committes, and would like 1o
paoll the membership about their imtere=ts, L and thear willingness (o become more active in the
American Academy of Pediatrics. Therefore, please take a moment to G out and returen the
attached form.

I am interested in:

L Lect uring at the AAP National Conference and Exhibition, ASA breakfast panel. and
SPAAAP Wimer Meeting

L] Heviewing dealis of clinical reports wreitton by other AAP committees and sections. ''he
Section = oflen given an opportwmly to provide comment on statement= that will
ultimataly become natiwonal AALF policy

Serving as a resouree o pediatricians in vour local state chapters or national disteiet,
Writing articles for the AAP News * Focus of the Subspecialist” column amd other venues,
Responding to press queries as directed by the AAP media departoment

HiEEEiE

Cher duties as assigned !

My areas ol expertisefspecial interests are:

Perioperative cans: U Cardiology
. | ; 3
Assossment/ovironment [0 Bioothics

Hegional anesthesiaf/lU limzound guiidecd
blocks

Procedural pain managemeni

O Pharmacology
PO TN
O
OLASHTCS
_ L Protieom
Acute pain managament ; :
: ; ; Legislation/Addvocacy
L hironie pain

O
. . i U Reimbursement/Coding
Pallintive cara/Fnd «of-lile care =

Pain amd anesthesia QAprocess

I [ TRITITE] i
Complementary modicing improvement

Fatien zaleny [
Crisis Managoment PALSNREPAPLS
Children with special needs

Hesident/Fellow teraining/ Education
U Technology

O Simulation training
Critical caref'rauma [ Othiew

Tranzport medicing

Dooopooopoan oo o

Emergency medicing

Name:
Please fax back to Kathy Ozmeral (AAP section manager) at B4 7-434-8000.




