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Chair’s Message

Joseph Cravero, MD, FAAP
Joseph.P.Craver o@Hitchcock.org

I hope the summer has been great for al of our section mem-
bers. Itisapleasureto help present the second newsletter of the year — part of our
ongoing effort to improve communication with our membership.

As part of this publication you will find three reports on current clinical research
effortsthat involve section members, all are aimed at collecting large amounts of
dataon abroad spectrum of practice situationsrelating to the delivery of anesthe-
siaor sedation for children. The databases are in three different areas of study:
Pediatric Sedation, Pediatric Regional Anesthesia, and Pediatric Anesthesia Qual-
ity Improvement. They are at three different stages of development, but all of
these efforts exemplify atrend in medical research in general and in anesthesiol-
ogy in particular, that isto obtain datasets that have the power to answer questions
about safety and efficacy of care. Thistype of dataissimply not possibleto ob-
tain from randomized, controlled studies involving individual institutions. We
expect thistype of research to grow in the future as the continuing devel opment of
information technology allows easier data collection from multiple institutions and
better communication between geographically diverse centers.

In addition to these research projects, the coming year will be abusy one, asthe
section will be actively involved in the generation of several publications. We
will begin with areview of the previously produced statement on the Evaluation
and Preparation of Pediatric Patients Undergoing Anesthesia. Sincethispublica-
tion isover adecade old (11 yearsin fact), it will likely need to be completely re-
written. This publication has been used widely in the past as a reference for insti-
tutions asthey grow their inpatient and outpatient surgical services.

Section members will also be involved in areviewand rewriting of the publication
on the provision of Relief of Pain and Anxiety in Pediatric Patientsin Emergency
Medical Systems. Aswe all recognize, thisisan area of significant progress and
controversy — clearly worthy of our input at thistime. The section has submitted
an Intent for Statement on a policy entitled Principles of Airway Management for
Infants and Children, a specific statement on advancementsin airway manage-
ment for children. In arelated area, we will be working with the Committee on
Fetus and Newborn to create a statement on Premedication for non-Emergency
Endotracheal Intubation in Neonate. Future statements on the use of human pa-
tient simulation for the education of health care providers are also under consid-
eration. | once again ask that section members consider participating in this proc-
ess and contact me at joseph.cravero@hitchcock.org if you have interest in partici-
pating in the authorship on any of these subjects.
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Liaison, AAP Committee on Drugs
Committee Meeting held May 3-4, 2007

POLICIES-IN-PROGRESS (in various stages of devel opment)

Preparing for Pediatric Emergencies. Drugsto Consider

This soon to be published document is a comprehensive re-
vision of adocument previously entitled Drugs for Pediatric
Emergencies, last published in Pediatrics 1998; 101

(http://pediatrics.aappublications.org/cgi/content/ful|/101/1/
€l3).

Guidelines for the Ethical Conduct of Studiesto Evalu-
ate Drugsin pediatric Populations

Neonatal Drug Withdrawal
POLICIES REAFFIRMED

Use of Psychoactive Medication During Pregnancy and
Possible Side Effects on the Fetus and Newborn
(published in 2000)

WASHINGTON REPORT

BPCA/PREA

The AAP' s advocacy efforts have been successful, resulting in
the passage in the Senate of the Food and Drug Administration
Revitalization Act (FDARA). Reauthorizations of the Best Phar-
maceuticals for Children Act (BPCA) and Pediatric Research
Equity Act (PREA) aswell as new pediatric devices legislation
(The Pediatric Medical Devices Safety and Improvement Act)
areincluded in the bill (Senate bill 1082). The hill also amends
Section 4091 of the Public Health Service Act to provide NICHD
the latitude to look at therapeutic gaps more broadly as well as
the adequacy of essential infrastructure to conduct pediatric
pharmacological research including research networks and train
pediatric investigators.

The House version of the bill, H.R. 2589, the Improving Pharma-
ceuticals for Children Act of 2007, which can be read at http://
www.aipla.org/Content/ContentGroups/L egislative Action/
110th Congressl/House2/HR2589.pdf. The House bill has been
sent to committee. The House bill does not include the device
legislation included in the Senate bill. BPCA and PREA expire
on September 30, 2007 and have been fundamental in increasing
drug evaluationin children of both new and off-patent drugs. It
is hoped that the House will debate and pass the bill when they
come back fromtheir August recess and that differences with the
Senate hill will be resolved.

FDA — Cough and cold medication

Concerns have been raised by pediatricians and pathol ogists
about deaths of infants given cough and cold preparations, for
which there are no safety and efficacy data. A report on infant

Report from the AAP Committee on Drugs (COD)

Lynne G. Maxwell, MD, FAAP, Children’s Hospital of Philadelphia, Philadelphia, PA

deaths associated with cough and cold medicines was published
in the MMWR on January 12, 2007, which is available from the
CDC website at http://www.cdc.gov/mmwr/preview/mmwrhtml/
mm5601al.htm Early in 2007, Dr. Joshua Scharfstein and other
pediatricians petitioned the Food and Drug Administration to
prohibit drugmakers from marketing the cough and cold medica-
tionsfor infants and to require warning labels stating the prod-
ucts "have not been found to be safe or effective” for children
under 6. The petition emphasized the following points:

Very little evidence exists that demonstrate antitussives, de-
congestants, or antihistamines are effective in relation to
treatment for the common cold;

Very little research exists to demonstrate efficacy in chil-
dren or what dose would be appropriate for use in children
to achieve a“therapeutic effect”;

A variety of side effects are associated with the use of
cough/cold products;

Some limited data exists to show the effectiveness of pseu-
doephedrine in adults, however, only two placebo controlled
studies have ever been conducted using pseudoephedrinein
children;

A few anecdotal reports have suggested that phenylephrine
isless effective than pseudoephedrine;

Many clinicians believe that parents will purchase/utilize
OTC cough and cold products regardless of advice from
their doctor possibly because of the lack of effective alterna-
tives; consumption is also alikely result of aggressive (and
perhaps misleading) marketing that includes advertisements
in pediatric news magazines;

Studies completed during the 1950s and 1960s related to
cough/cold products lacked the statistical rigor in compari-
son to regulatory requirements/standards in place today;

Labeling of cough/cold products for children under 2 years
of age advising parentsto “consult your physician” infers
that pediatricians have access to dosing and safety informa-
tion that is otherwise unavailable to consumers;

Under the current regulatory laws and regulatory past his-
tory, little if any incentive exists for makers of cough/cold
formulations to conduct studies that would establish appro-
priate safety and dosing parametersfor usein children;

The age at which cough/cold medications can be used safely
in children is somewhat arbitrary; the March 2007 Citizen's
Petition focuses on the lack of safety and efficacy datain
children 6 years of age and younger.

Continued on p. 3
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Data collection for the Pediatric Regional Anesthesia Database
project began on April 1 at six pilot centers. The databaseis a
venture of the Quality Assurance Committee of the AAP Section
on Anesthesia and Pain Management in partnership with the So-
ciety for Pediatric Anesthesia. It isan ongoing prospective mu I-
ticenter project to collect and exam-

Update: Pediatric Regional Anesthesia Database

David M Polaner, MD, FAAP, The Children’s Hospital, Denver, CO
Lynn D Martin, MD, FAAP, Seattle Children’s Hospital and Medical Center, Seattle, WA

committee is now ready to open the database project to addi-
tional interested centers, and is hoping that many pediatric anes-
thesia departments across the country will be interested in par-
ticipating. Requirements for participation are simple: acommit-
ment and effective mechanism to accurately capture every re-

ine the practice and the incidence
and nature of complications of re- Hodesy for Freairs Anteothacle

gional anesthesia and analgesiain Wﬁ

infants and children. Dataare en-

thesia, including the performance of
audits and followup of complica-
tions. Because HIPAA protected
information is not collected in the

gional anesthetic performed in the

institution by its department of anes-
http://www.axioresearch.com/

tered locally using a secure web http:/iwww pedsanesthesia.org/
page, transmitted on-line, and stored and analyzed centrally by
Axio Research, Inc. in Seattle, who hel ped devel op the data col-
lection tool with the principal investigators.

The first months of the project have been devoted to the collec-
tion of pilot dataand the refinement and troubl eshooting of the
dataentry website. Initsfirst three and a half months, the pilot
centers (The Children’s Hospital, Denver; Children’s Hospital
and Regional Medical Center, Seattle; Children’s Hospital of
Philadelphia; Children’s Memorial Hospital, Chicago; Lucille
Salter Packard Children’s Hospital at Stanford; Children’s Hos-
pital at Dartmouth) have accrued nearly 2000 cases. The steering

database, the study has qualified as consent-exempt by the IRB’s
of all the participating institutions thus far. Summary and bench-
marking datawill be available quarterly to each participating
center, which can provide a valuable enhancement to the center’'s
quality assurance program. A complete information packet, in-
cluding a detailed description of the study, screen shots of the
data entry web pages, sample IRB submissions and instructions
for users, will be available soon. For further information, contact
David Polaner (polaner.david@tchden.org) or Lynn Martin
(lynn.martin@seattlechildrens.org).

Report from the AAP Committee on Drugs (continued fromp. 2)

On August 15, 2007, the FDA announced a plan to convene an
expert panel to evaluate safety concerns about cough and cold
remedies for young children.

The announcement comes months after the city health commis-
sioner and other experts petitioned the Food and Drug Admini-
stration to prohibit drugmakers from marketing the remedies for
infants and to require warning |labels stating the products "have
not been found to be safe or effective" for children under 6.

FDA Advisory Committees

Anesthetic and Life Support Drugs Advisory Committee

On March 29, 2007, the FDA Anesthetic and Life Support Drugs
Advisory Committee convened to (1) hear presentations regard-
ing neurodegenerative findings in juvenile animals exposed to
anesthetic drugs (eg, ketamine) and 2) discussed the relevance of
these findings to pediatric patients and provide guidance for fu-
ture preclinical and clinical studies. The meeting represented an
effort by the agency to open a dialogue with the pediatric anes-
thesia community to consider the findings of arecent study in-
volving various sedation and anesthesia drugs that had been
shown to produce histopathological central nervous system
changesin juvenile animal models. By avote of 15to 0, the

committee determined that there was not sufficient datato apply
nonclinical animal studies of certain anesthetic drugs to humans
with any certainty. The agency believes that the results form the
animal studies mandate more clinical studiesinvolving anes-
thetic products and their effects on pediatric patients.

Food and Drug Administration

Pediatric Exclusivity:

As of 9/30/06, 118 drugs have been relabeled with pediatric in-
formation resulting from studies conducted under BPCA. Other
statistics:

793 studies requested and 340 Written Requests issued

Number of studies which specified number of patientsto be
studied: 514

Projected total # of patientsin requested studies: 47,029+
The distribution of studies remain similar, with approximately
1/3 efficacy, 1/3 pK and 15 % safety studies. Although safety
information is collected on all studies, only the safety and effi-

Continued on p. 5
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Pediatric Sedation Research Consortium
Joseph Cravero, MD, FAAP, Dartmouth-Hitchcock Medical Center, Lebanon , NH

The Pediatric Sedation Research Consortium (PSRC) has been in
existence for 4 years. The organization was formed with the ex-
pressed purpose of collecting alarge amount of information on
the practice of pediatric sedation. Specifically, we wished to un-
derstand the nature of sedation as delivered by avariety of pro-
vidersusing avariety of sedation protocols and drugs. (Please
see http://www.pediatricsedationrc.org for mission statement and
publications). Our hope isto use the data to understand the ef-
fectiveness, efficiency, and safety of the various practices and
advocate for improvementsin sedation provision for children.
The participants in this effort were originally recruited through
the Pediatric Sedation Newsletter and volunteered their time and
efforts. 1n 2004 we obtained funding from the National Patient
Safety Foundation ($100K over 2 years). Thisfunding allowed
us to enlist the help of the Bioinformatics Group at Dartmouth
College which helped usto devel op a web-based data collection
tool. Thistool can be accessed from any computer with internet
access. (For asample of thetool see https.//tempto.dartmouth.
edu/psrctest/enter and use “ guest” as both the username and
password.) It collectsinformation on the demographics of the
sedated patient, the co-morbidities of the patient involved, the
procedure performed, the drugs used for sedation, the monitors
used during the procedure, any complications that occurred, and
the effectiveness/efficiency of the sedation. In order to partici-
pate, each institution must obtain IRB approval and designate a
Primary Investigator (Pl) for the site. That investigator is
charged with assuring the integrity of the data— collecting as
close to 100% of the sedation encounters as possible. The Pl is
also responsible for data audits that are to be performed every 6
months.

To date, the PSRC has obtained data on approximately 85,000
sedation encounters from the 38 institutions that participate in
the consortium. Participantsinclude an (almost) equal distribu-
tion of anesthesiologists, emergency medicine specialists, and
intensivists. Over the last year a growing number of pediatric
hospitalists and other pediatric subspecialists are participating as
well. The PSRC meets once per year for aday-long meeting
where issues relating to data collection and data management are
discussed. The meetings are often contentious, but a spirit of
cooperation continues to permeate the proceedings.

The results of the PSRC research efforts are just now coming to
fruition as we evaluate the database we have put together. We
recognize that the datafrom a group thislarge is never going to
be perfect, but trendsin care and safety problems can clearly be
identified. Our first peer reviewed publication was produced
after 30K sedations were collected (Pediatrics Vol. 118 No. 3
September 2006, pp. 1087-1096). It indicated that sedation acci-
dentswererelatively rare, with no deaths reported in this cohort
and only one cardiac arrest and one aspiration event (that re-
sulted in hospitalization). On the other hand, the dataindicated
that there was a significant rate of unplanned airway interven-
tions when providers were delivering deep sedation including
bag-mask ventilations, intubations, airway insertions— totaling

approximately 1 per 89 sedation encounters. We are just now
evaluating the datafor the entire data set of over 80K sedations
but we believe the rates will not be greatly changed. We believe
this data will be invaluable in developing the concept of “core
competencies’ with respect to sedation practice. Or in other
words, what (specific) skillsare critical for a sedation provider
who is going to deliver moderate to deep sedation for children?
We also hope to evaluate the data to determine which patients
are highest risk for sedation. To date, we have found that the
rates of “complications’ during sedation activitiesisincreased in
our youngest patients and in those who have high ASA status.

Data comparing different providers and different drugs used dur-
ing sedation isvery difficult in alarge database such asthisbe-
cause of the presence of many uncontrolled factors between in-
stitutions. In spite of this, we have used logistical regression
techniquesto look at data comparing etomidate to pentobarbital
in the emergency medical setting— revealing that etomidate ap-
pearsto have alow complication rate and a superior general pro-
file to pentobarbital at this point — please see reference on our
PSRC website mentioned above. Large databases such asthis are
also useful inlooking at the use of medications across many in-
stitutions. Our investigators have reported the largest group of
patients sedated with dexmedetomidine (now over 2 thousand
cases). Inaddition, we can look at issues that cause some con-
troversy among different subspecialists. We have collected data
on the use of propofol by non-anesthesiologists —now over
20,000 encounters. We hope to use data such as thisto promote
adialogue based on factual data as to the appropriate training
and systems that should be in place for any provider who utilizes
these drugs or thislevel of sedation.

Aswith any study group, we need to admit our biases. We rec-
ognize that any institution or group that has chosen to participate
our consortium iswell organized and motivated to perform seda-
tion research. As such we are looking at a selected subgroup of
sedation providers from various subspecialties and we specifi-
cally avoid making generalized statements about the appropriate-
ness of practice on anational or international basis.

Without doubt, the best outcome from this effort has been the
interaction and exchange of ideas that has taken place between
providers of pediatric sedation who would otherwise never meet
or interact. While we do not always agree on sedation issues
across the board, we agree that sharing information and attemp t-
ing to improve practice will ultimately benefit children on a
broad scale. Theresult of thisinteraction has been the creation
of the Society for Pediatric Sedation (http://www.pedsedation.
org/), an organization that will seek wide-ranging input from the
entire spectrum of professionals who provide sedation to chil-
dren with the mission to improve sedation care for children.
Anyone interested in more information on any of the above top-
ics should access the web sites noted above or contact joseph.
cravero@hitchcock.org.
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Report from AAP COD (Continued from p. 3)

cacy studies are generally designed and/or powered to detect
safety signals. Safety informationis still collected from all other
studies where saf ety endpoints are not the primary endpoint.

CONDITION or FOCUS | Drugg/Assessmentsin need of Study

Treatment of Pediatric 13-cis-retinoic acid

Cancers (neuroblastoma)

Treatment of Pediatric
MRSA

Clindamycin, Tetracycline, Doxycy -
cline, Trimethoprim-Sulfamethoxazole

Pediatric Hypertension standardization of blood pressure; se-

quence of treatment

Asthma Efficacy/safety of treatments and deliv-
ery systems, new toolsto identify synp-
tom measures, pulmonary function

tests, biomarkers, and genetics

Neonatal Research Feasibility of studying drugsin lbw
infants, study designs that take into ac-
count small numbers of participants,
performance of clinical studies related
to the treatment of pain, neonatal sa-
zures, and bronchopulmonary dysplasia
based on templates being devel oped by

experts

The March 28, 2007 issue of the Federal Register (Vol 72, No
59, 14588-14589) includes the latest NIH “List of Drugs for
Which Pediatric Studies Are Needed.” developed in consultation
with FDA and pediatric experts as mandated by BPCA. Drugs
and conditionsinclude:

Active moieties with no marketing protection for which FDA has
issued a Written Request include: ampicillin, azithromycin, ba-
clofen, dactinomycin, griseofulvin, lindane, lithium, lorazepam,
meropenem, metoclopramide, morphine, nitroprusside, rifampin,
and vincristine. Studies are underway of lorazepam and nitroprus-
side. The off-patent Written Request list is posted on
http://www.fda.gov/cder/pediatric/offpatwrlist.htm

American Acaderm:

April 3 - 6, 2008 * Sheraton San Diego Hotel & Marina * San Diego, California

Wine School 101

Jeffrey L Koh, MD, FAAP,
Oregon Health and Science University,
Portland, OR

Even though | am not an expert, one of the things | enjoy most
istalking to people about wine. A common topicis*“how do |
learn more about wine?” There are a couple of answersto this
guestion:

The most important thing isto get out and try different wines.
Youwon't know if you likeit (or not) if you don’t tasteiit.
When you go to arestaurant, ask the waiter or sommelier for
advice about winesyou haven't tried. Or better yet, visit a
wine growing region. Visit wineriesyou have never heard of,
or who make hard to find wines. On arecent trip to Santa Bar-
bara, | was even lucky enough to meet the winemaker from
Fiddlehead. She overheard we were from Oregon (she makes
some of her wine from Oregon grapes) and spent 30 minutes
talking to us. Finaly, if your state allows, wine stores will of-
ten have tastings to allow you to sample new wines. Whatever
you do, bring anote pad or PDA with you to take notes so you
can remember which you liked and didn’t like.

If you want amore formal wine education, there are several
options. There are hundreds of books covering every wine
topic you could think of. Good booksto start with include the
Windows on the World Wine Course by Kevin Zraly or Great
Wine Made Simple by Andrealmmer. There are also aton of
websites out there, including http://www.wine.com/ and
http://www.winespectator.com/. Many of theses sites sell wine
aswell. Finally, many local community colleges, restaurants,
and wine stores have very good (and fun) wine tasting classes.

Just remember, drink what you like, not what you' re supposed
tolike. Until next time, have fun out there!!

American Academy
of Pediatrics

ety aa pLorgfsectionsfanes
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The Society for Pediatric Anesthesiais creating aregistry of ad-
verse eventsrelated to anesthesia. The goal of this project isto
improve the care of pediatric patients having anesthesiainthe
United States by using the registry to learn about the causes of
these adverse outcomes and events.

Ten major pediatric institutions in association with the Society
for Pediatric Anesthesia are starting the Registry. Theinstitu-
tions are Children’s Hospital Boston, The Children’s Hospital of
Philadelphia, Children’s Hospital Los Angeles, Children’s Hos-
pital of New Y ork, Children’s Hospital and Regional Medical
Center Seattle, Cincinnati Children’s Hospital Medical Center,
Emory Children’s Center, Johns Hopkins Children’s Center,
Texas Children’s Hospital, and VVanderbilt Children’s Hospital.
The Project Leader isDonald C. Tyler, MD, MBA, and the Ex-
ecutive Committee includes Jay Deshpande, MD, Dean Kurth,
MD and Lynn Martin, MD.

Initially the eventsto be reported include death, cardiac arrest,
serious bodily injury, unanticipated major escalation of care, sur-
gery on the wrong patient or body part, fire, awareness under
anesthesia, and medication error resulting in seriousinjury.

Each institution will send information to anational database,

A Summary of the Pediatric Anesthesia

Quality Improvement Project

1 Written by Don Tyler, MD, MBA, Children’s Hospital of Philadelphia, Philadelphia, PA
Submitted by Carolyn Bannister, MD, FAAP, Emory Children’s Center, Atlanta, GA

along with demographic information about all the cases that are
done. When serious adverse events occur, an Event Analysis
(Root Cause Analysis) will be done and the results sent to the
national database.

Eventswill be discovered using all possible sources of informe-
tion in the hospitals, including QA activities, Risk Management,
analysis of ICU admissions, etc. Each institution will refineits

own methods of discovering events, and share successful meth-

ods with the group.

Reporting will occur viaaweb based system set up and managed
by a company specializing in these typesof projects. In addition
to the events we will gather demographic information on all
cases performed in each institution, including the month and the
year of service, age, gender, type of operation, ASA physical
status, and the emergency status of the patient.

Periodic review and analysis of the events and the common
causes will guide the development of changes in pediatric anes-
thesia practice. Through this periodic review, best practices can
be identified and disseminated to other health care centers
around the world.

Welcome to Our 2007 New Members !

Julianne Bacsik MD Lexington MA
David S Beebe MD Circle Pines MN
Charles B Berde MD Brookline MA
Linda A Bulich MD Southborough MA
Sabeena K Chacko MD Brookline MA
Jennifer L Dearden MD Westwood MA
Prabhakar Devavaram MD Jamaica Plain MA
Raymond S Dumont MD Danvers MA
Susan M Goobie MD Boston MA
James S Harrington MD  Boston MA
Paul Hickey Boston MA
Juan C Ibla MD Boston MA
Bhavandeep V. Kang MD Boston MA
Cheonil Kim MD Boston MA

Babu Koka MD Boston MA
Bryan V May MD Greenville SC
Mary E McCann MD, MBA  Wellesley MA
Francis X McGowan MD Boston MA
Arielle Mizrahi Arnaud MD  Boston MA
Charles D Nargozian MD Watertown MA
Andres T Navedo MD Boston MA
Kirsten C Odegard MD Boston MA
Joan G Quaine MD Boston MA
Christian Seefelder MD Boston MA
Avinash C Shukla MD Boston MA
David B Waisel MD Boston MA
Kelly Yeh MD Mountain View CA
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Doernbecher Children’s Hospital p
’ Jeffrey L Koh, MD, FAAP T
What’s Up at Your Place? Division of Pediatric Anesthesia and Pain Management E}ﬂ
kohj @ohsu.edu DN RMEE CHER

Since 1926, Doernbecher Children’s Hospital has provided much
needed care to the children of Oregon. For most of those years,
Doernbecher was housed within the walls of the hospital that
came to be known as Oregon Health and Science University
(OHSU). Then in 1998,

Doernbecher opened a freestanding pediatric hospital on the
campus of OHSU. Perched in the hills overlooking the Willa-
mette River, Doernbecher has evolved into a highly respected
member of the national pediatric community.

The Division of Pediatric Anesthesia and Pain Management is
part of the Department of Anesthesiology and Perioperative
Medicine at OHSU. Much like the hospital itself, the Division
started small with afew pediatric anesthesiologists within the
department who cared for both adults and children. After the
opening of the new hospital, the group
moved to the pediatric operating rooms and
with the arrival of Dr Jeffrey Kirsch as Chair-
man in 2002, officially became the Division
of Pediatric Anesthesia. Sincethen, the Divi-
sion has grown to atotal of 16 faculty mem-
bers. Approximately 6000 anesthetics are
provided per year in the seven “operating
rooms” at Doernbecher (two MIS suites,
three traditional operating rooms, the Gl
suite, and the dental room). The full range of
pediatric surgical subspecialtiesis repre-
sented, including craniofacial reconstruction,
cardiac surgery, and neurosurgery.

In addition to the operating room activities, the Division pro-
vides care for almost 4000 patients ayear outside of the operat-
ing room. Our Sedation Service accounts for almost 3000 of the-
ses cases. Thisunique service was started ailmost 10 years ago
by Dr Richard Carr and now provides sedation or anesthesia for
the majority of children requiring such intervention throughout
the OHSU system. Thisincludes such varied procedures as
MRI, bone marrow aspiration, and VCUG. The core of the Se-
dation Serviceis ateam of nurses, all of whom have PACU and/
or PICU experience. The nurses coordinate the daily activities
and provide anxiolysisfor lessinvasive procedures. Two pediat-
ric anesthesiol ogists provide backup for the nurses when provid-
ing anxiolysis, and directly provide moderate to deep sedation or
general anesthesiafor children undergoing more distressing or
painful procedures. The end result has been an extremely effi-
cient system for providing a very high level of careto children
undergoing distressing or painful procedures at Doernbecher.

Another important component of the Division’s clinical activities
involves providing care for patients with acute and chronic pain
at Doernbecher. Initially the service began as an acute pain ser-
vice but transformed into a comprehensive Pediatric Pain Man-
agement Program in 2000 with the support of the Department
and Doernbecher. Although all faculty in the Division provide

CHILDSEN"S HOSPITAL

coverage, eight faculty members are more actively involved with
the service, along with two advanced practice nurses, a pediatric
psychologist, and a physical therapist. Theinpatient service pro-
vides consultation for both surgical and medical patients, and our
outpatient multidisciplinary chronic pain clinic draws patients
from Oregon, Washington, and California. Members of the pro-
gram are currently involved in awide range of initiatives within
theinstitution, including amajor quality initiative to improve the
management of pain throughout OHSU.

Although the primary focus of the Division, and the Department,
ison providing the highest quality clinical care, a core group of
faculty serve asinvestigators on avariety of clinical research
projectsrelated to pediatric anesthesia and pain management.
The range of research includes evaluation of topical anesthetics,
pain management in special populations, the
study of sleep patternsin pain patients, and
the development of Internet based cognitive
behavioral techniques for management of
chronic pain. The latter two projects are NIH
funded and headed by Dr Tonya Palermo, our
pediatric psychologist. In addition, members
of the Division are regular participantsinin-
dustry sponsored pediatric clinical trials.

Perhaps the most important asset we have at
Doernbecher isthe location. Contrary to
popular opinion, it does not alwaysrain here
in Portland. Sure, the lack of sunin winter
can be abit taxing, but when spring comes,
and the days get a bit longer, you quickly forget those short days.
By summer, as you’ re sitting out back with a glass of Oregon
wine in the cool evening with no bugs, you have no memory of
winter. This combineswith an amazingly vibrant city that islo-
cated within 1-2 hours of the coast and the same to “the moun-
tain” aka Mt. Hood (a year round play ground). Of course,
some of the world’ s best wines are made only 45 minutes away.
All told, the positive attributes of Portland make it hard to con-
sider living anywhere el se.

If any of you areinthe area, giveusacall. We'd be very happy
to give you the grand tour of the hospital and the city. Of course,
wineries can also be on the tour agenda. Until then remember,
work isonly part of life. Get out and have fun!!

The world of Pediatric Anesthesia and Pain
Management is full of wonderful, produ c-
tive people. | hope a number of you will

share this space, and let us know:

What's up at your place?
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