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In this edition we are pleased to include a review of the Annual Meeting
in Dallas. The program organized by Lynn Martin was a huge success as
detailed in Rita Agarwal’s summary. We also present “Out and About the
ASA” - summaries of the sessions of interest to the pediatric anesthesiologist.
I'want to thank each of the reviewers for their hard work. Yetagain the Point/

galinkin@email.chop.edu Counterpoint section edited by Tom Mancuso highlights a topic of
Alan S. Klein, MLD. importance to the pediatric practitioner: “Should lumbar epidurals be placed
Pediatric Anesthesia Consultants, Denver, CO in children under general anesthesia?” Drs. Allison Ross and Jeffrey Koh
aklein@mho.net have done an excellent job of stating their positions. We have included a
Ronald 8, Litman, D.O. new human interest feature which will appear occasionally in future editions.
Strong Memorial Hospital, Rochester, NY “Letters from Africa” give us a peek into the life of a colleague - Dr. Mark
Hiian el anastohieteti Newton and his family living abroad. We are fortunate that he gave us
Brenda McClain; MLD. permission to print excerpts from his letters to Rita Agarwal.

Yale Univ. School of Medicine, New Haven, CT
meclain@yale.edu

Berklee Robins, M.D.
Oregon Health Sciences University, Portland, OR

With this edition, the Newsletter also begins its transition to the
electronic age and the World Wide Web. The Society through its Newsletter
has aimed to provide information of academic and professional interest to

robinsb@ohsu.edu its members in a timely manner. [ am proud of the work the Committee
Allison Kinder-Ross, M.D. has done on the Newsletter; work which has earned the praise of our readers.
Duke University Medical Center, Durham, NC Our aim is to continue to do so and we seek your ideas for future editions.
ross0016@me.duke.edu In order to maintain the quality and quantity of the content of this and
Scott Schulman, M.D. future Newsletters in the face of increasing production and publication
Duke University Medieal Center, Durham, NC costs, we are trying a new format.

schul003@me.duke.edu

Thomas Vetter, M.D.
Children’s Hospital Medical Center, Akron, OH
tommyvl(@aol.com

This printed issue contains two types of articles. In print are the full
content of feature columns. In addition, we include highlights or “teasers”
of other articles of interest; the full content of these articles can be found
on the Society’s website (http://www.pedsanesthesia.org). 1 look forward

Society for Pediatric Anesthesia to your comments and suggestions for the Newsletter.
P.O. Box 11086, Richmond, VA 23230-1086
(804) 282-9780; Fax (804) 282-0090
Email:spat@societyhg.com
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"President’s Message

Steven C. Hall, M.D.

SPA President

Children’s Memorial Hospital
Northwestern University
Chicago, IL

Conversations with a border collie
tend to follow a narrow path. “Hi, throw
the ball” “Good to see you, Meg.” “Good
to see you, too. Throw the ball.” “How are
things going?” “Fine. Throw the ball.”
“Whatabout. ..” “Throwing the ball? Good
idea. Throw the ball.”

Border collies are wonderful
animals that love to work. If you have 100
acres and lots of sheep, everyone has work
to do. If you have a small back yard and
live in Evanston, the nature of work
';hanges. [t becomes incessantly
retrieving tennis balls.

The nature of work is an interesting
topic. It is especially germane to SPA
because we are a voluntary organization
and depend on the work of our members
to meet the goals of our mission. It is true
that much of the administrative work is
done for us by the Ruggles organization.
Stewart Hinckley and his crew do a great
job of maintaining our framework, but the
work of education and advocacy remains
the purview of our membership.

Qur success as an organization
comes directly from the ideas, energy, and
commitment of our colleagues. The
innovative program for our 2000 winter
meeting in Sanibel comes from the
leadership of Lynn Means and the
Education Committee. More importantly,
the vast majority of talks and workshops
come from our members. We are a
society in which self-education is the basis
of our success. This is an opportunity to
hear what our colleagues from other
‘nstitutions have learned, but also to

rovide an opportunity for meaningful
interpersonal discussions. There has been

an expansion of methods and topics in
recent years to include review or refresher
courses, workshops on new topics, and
lectures on an expanding series of
subjects, not to mention the ever-popular
audience response system. This is a
testament to the creativity and hard work
of the Education Committee. Just when I
think that there aren’t any new topics, they
come up with something new.

New areas of work in education are
being actively discussed. The society has
done a good job of providing continuing
education at our two annual meetings.
Should we expand our efforts beyond this?
Quentin Fisher and his Committee on
International Anesthesia have talked about
educational efforts in other countries, as
well as the delivery of clinical care. We
are planning an international meeting,
probably in San Francisco in 2002, that will
include our counterparts, hopefully, from
Japan and Europe. Are there other venues
that the society should use to promote
education of our members and those
outside our society? One possible area
of expansion is the development of self-
assessment tools that allow our members
to examine their knowledge base on topics
of crucial importance in the practice of
pediatric anesthesiology. The basic
premise of such a program would be its
educational nature. The exact form that
this would take is being actively discussed
by the SPA Board. I will communicate
more as this project takes further shape.

Another area of work is advocacy.
Advocacy is a popular word these days,
with lots of different applications. For
instance, Dr. Juan Gutierrez from Alabama

brought an important issue to us about
access to care. For many of us who care
for children, a significant portion of our
patient base is underserved medically.
This is one of the great tragedies of the
U.S. health system. Children, as a whole,
are underserved. One of the reasons for
this is funding. The Medicaid system is,
in many places, a major source of funding
for the health care of children. Although
the Medicaid program does not receive
the same publicity and public pressures
that the Medicare program receives, it is
still a crucial federal program.
Unfortunately, Medicaid programs are
administered at a state level; in some
states, the reimbursement levels are
extraordinarily low. Should the SPA be
involved in a subject like reimbursement
levels of Medicaid? Isn’t talking about
money a “dirty” subject that we are above?
I don’t think so. Fair reimbursement
means access in this country, and without
reasonable reimbursement, there is a
substantial risk that subtle pressures can
decrease access to care for children. This
isn’t true in all settings. In fact, most of
us pride ourselves on caring for every child
that comes through the door, whether we
get paid or not. It is my personal opinion
that pediatric anesthesiologists, as a whole,
are much more likely to care for
underserved and underfinanced patients
without thinking twice. Nonetheless,
access to the health system, in general, can
be limited for those with low levels of
financing.

(Continued on page 4)

Winter 2000 - Society for Pediatric Anesthesia - 3



President’s Message
(continued from page 3)

This issue was worked on by our
Governmental Affairs Committee under
the leadership of Mike Badgwell. Instead
of just identifying the problem, they
moved forward on it. This led to a
resolution being introduced to the 1999
ASA House of Delegates by Randy Clark.
The resolution directed the ASA to
examine the issue of inadequate
reimbursement and use its influence with
the federal government to address this. Dr.
Clark and other members of the society
spoke to the issue and the need to improve
access and care for children at the ASA
Reference Committee, and the resolution
passed easily. It will be interesting to see
how effective the ASA can be in addressing
the issue.

Partnering with larger organizations
like the ASA can expand and enhance the
work we do. ASA, as our parent
organization, has expressed interest in
learning what our concerns are and sharing
in our efforts. In fact, Ron McKenzie,
current President of the ASA, is speaking
at our winter meeting. This is the first time
in my memory that a current ASA
President has addressed the Society. We
should use this opportunity to make our
concerns known to ASA leadership so that
we can work together on common
problems.

The work that has been done to date
by our membership has been tremendous.
It is the strength of our society. As we
identify new opportunities to improve
ourselves and the care delivered to all
children, we will have plenty of work for
everyone. Join in the fun.

New Members

Aynsley-Green, A., MD
London, UK

Azmat, Shakeel, FRCA
Rivadh, Saudi Arabia

Baxter, Jennifer, MD
Houston, TX

Chan, Kar-Mei, MD
Paterson, NJ

Cubitt, David J., MBBS, FRCPC
Edmonton, AB

Culliton, Michael E., MD
Aurora, CO

Current, John D., MD
Jackson, MS

Delwood, Linda, MD
Irving, TX

Devera, Herman V., MD
Davis, CA,

DiNardo, James A., MD
Boston, MA

Elwood, Robin J.,, MD
Oldahoma City, OK

Elwood, Tom, MD
Seattle, WA

Figueroa, Jose G., MD
Oalk Park, IL

Goodwin, Jane A., MD
Gainesville, FL

Hata, Tara M., MD
lowa City, 14

Higgason, Brad, MD
Springfield, IL

Holloway, Thomas C., MD
Bowling Green, OH

Horimoto, Yo, MD
Shizuoka-shi, Japan

Hoy, David S., MD
Philadelphia, PA,

Hunter, Jean Edward T., MD
Montreal, PO, Canada

Jonmarker, Christer, MD, PhD
Lund, Sweden

Kampalath, Latha N., MD
Brookfield, WI

Kartha, Vyas M., MD
Columbus, OH

Kelly, Madonna, MD
Orlando, FL

Kotsianou, Ifigenia, MD
Boston, MA

Koumoukelis, Harry, MBBS
Toronto, ON, Canada

Kwong-Chiu, Lee, MD
Changhua, Taiwan

Levine, Matthew T., MD
New York, NY

Lurie, Jordan, MD
Wheaton, L

Marchionne, Anna Maria, MD
Greenville, SC

Mayer, David N., MD
Lebanon, NH

McMullan, Eddrice M., MD
Mobile, AL

Mundy, Donald Ashford, MD
Burlington, NC

Myint, Elizabeth, MBBS
Maywood, IL

Nguyen, Nhung H., MD
Galveston, TX

Ploucha, James, DO, PhD
Haslett, MI

Pueraro Lauren, MD
Old Grenwich, CT

Rodziewicz, Thomas, MD
Birmingham, MI

Rossi, Esther P.
Bogota, , Colombia

Ruiz, Franklin J., MD
Mihvaukee, W1

Shenoy, Kalavathi, MD
Naperville, IL

Summers, Jr., John T., MD
Manakin-Sabot, VA

Taylor, Carol S., MD
Flagstaff, AZ

Tenorio, Sergio B., MD
Curitiba, PR, Brazil

Van de Viyver, Paul L., MD
Dallas, TX

Varghese, Joby, MD
Philadelphia, PA

Watson, Susan P., MD
Memphis, TN

Young, David A., MD
Copperas Cove, TX

Young, Elizabeth T., MD
Metairie, LA, de Campos

Neto, Joao P., MD
Curitiba, PR, Brazil
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13th Annual Meeting Review

Dallas, Texas ¢ October 8, 1999

The 13™ Annual SPA
Meeting was held at the
Wyndham Anatole Hotel in
Dallas on a gorgeous, sunny
day. An excellent program
combining basic science and
clinical application was put
together by Dr. Lynn Martin,
Program Chair 1998-1999,
and the SPA Education
Committee. The morning
started with a welcome
address by Drs. Steve Hall,
SPA President and Lynn D,
Martin.

The first session,
Scientific Advances in the Neurobiology of the Neonate, was
moderated by Dr. Jayant K. Deshpande. Dr. Michael V. Johnston
from Johns Hopkins
University School of
Medicine discussed the
'“L',lasticity of the Neonatal
_srain, and presented the
latest research in brain
development. The most
abundant neurotransmitters
in the brain are excitatory
and inhibitory amino acids
such as glutamate
(excitatory) and GABA
(inhibitory). In the 3
immature brain excitatory 2
amino acids are more active
(no surprise to those of us
with small children).
Excitatory amino acids are
important in the development of activity dependent plasticity. In
the developing brain neuronal networks can become bonded
together at a physical level as well as a physiologic and electrical
level (“neurons that fire together, wire together”).

Pharmacologic, Plasticity of the Brain Opioid
Tolerance by Dr. Santhanan Suresh from Children’s Memorial
Hospital in Chicago concentrated on the mechanism of opioid
action, development of tolerance and management of tolerance
and withdrawal. After a review of the general mechanism of opioid
action and the development of tolerance, Dr. Suresh discussed
the problems of infants born to heroine or methadone using

:_.others. Sixty to ninety percent of these infants develops opioid

Lynn D. Martin, MD

Michael V. Johnston, MD

withdrawal syndrome and
| may have long-term
H physiologic or emotional
| problems. The long-term
| effects of opioid therapy
in premature and full term
infants are unknown, but
are likely to be different
| from infants exposed in-
utero. He concluded the
presentation with a
discussion of the signs of
withdrawal, patient asses-
sment, and management.
A lively Question and
Answer session followed.

After a coffee break and a chance to view the exhibits, Dr.
David Polaner with the Floating Hospital for Children in Boston
moderated the session on Advances in Neonatal Care. Dr.
Claire Brett from the
University of California,
San Francisco discussed
the Sequelae of
Prematurity in the
1990°s. Former Pre-
mature infants can have
a myriad of medical
problems including
chronic lung disease,
neurologic problems and
developmental problems.
Interestingly only 7-8%
of surviving very low
birth weight (VLBW)
infants develop chronic
neuro-motor impairment.
These infants are at
increased risk  for
gastroesophageal reflux and may have a wide range of responses
to sedatives, narcotics and inhaled agents. Chronic lung problems
in particular can have significant consequences for the
anesthesiologist and may persist into late childhood and
adolescence. Surfactant therapy has had a major impact on
decreasing the incidence and severity of chronic lung disease in
these patients. P

Dr. Peter Rothstein expanded on the previous topic by
concentrating specifically on Anesthetic Implication of
Prematurity in the 1990’s. He described many scenarios

Santhanam Suresh, MD

David M. Polaner; MD

(Continued on page 6)
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13th Annual Meeting Review
(continued from page 3)

including the former premature infant requiring outpatient
surgery and more invasive procedures. He discussed the
preoperative evaluation of the patient with particular emphasis
on chronic lung problems, disorders of control of breathing
(apnea), risk of gastroesophageal reflux. Premature infants have
a significant risk of developing apnea in the postoperative period.
Controversy exists as to what age that risk becomes minimal and
patients may be sent home after surgery.

The first afternoon session was Pediatric Anesthesia in
the Next Millennium and was moderated by Dr. Peter Davis
from the Children’s Hospital, Pittsburgh. Dr. Gregory Hammer
from Stanford started off with a discussion of Total Intravenous
Anesthesia-the only way to go. A description of his presentation
cannot do it justice; he entertained the audience with computer
generated slides, graphics and video to make the point that
inhalational agents were fine for monkeys and stone age man but
that the future (a la 2001: A Space Odyssey) belonged to TIVA!
Dr. Jerrold Lerman from Toronto Children’s Hospital followed
with a thoughtful measured response on why Inhalational
Anesthesia is Perfect for Every Case! Inhalational anesthetics
can be used for induction, maintenance and now rapid emergence.
They re cheap, easy and safe to use. Dr. Myron Yaster concluded
with a talk on Regional Anesthesia-the ultimate anesthetic.
The advantages of regional anesthesia are: production of profound
analgesia with minimal physiologic alterations, minimizing the
need for inhalational or intravenous agents, hastening of
awakening, shortening of recovery room stays and early
ambulation. Disadvantages are few, though there are some
contraindications. Regional anesthetic techniques can be carried
into the postoperative period to provide excellent pain
management.

The final session of the day was titled Contemporary
Management Issues and was moderated by Dr. Jeffrey Morray
(Children’s Hospital and Regional Medical Center, Seattle). There
were two widely differing presentations. The first was a
fascinating look at Pediatric Anesthesia for the Next
Millennium: The Rest of the World by Dr. Adrian Bosenberg
from The University of the Natal, South Africa. Dr. Bosenberg
discussed the realities of practicing medicine and anesthesia in

the developing world. The often, extreme shortage of trained
personnel, equipment and drugs in Africa and other parts of the
world limit medical care. In addition the attitudes toward illness
have a different priority. Medical care may not be sought until
the problem interferes with the process of living. The advice of
witch doctors or “traditional healers™ is sought prior to medical
care. Long distances, poor or non-existent public transportation,
ignorant or poorly trained medical presentation, and superstition
may compound the problem. The availability of anesthetic
equipment and agents is extremely variable, unpredictable and
limited.

The final topic of the day, though not directly related to
anesthesia, used medical investigation to reveal a possible
conspiracy in the US Government. JFK Assassination
Conspiracy-Fact or Fiction? presented by Jim Marrs,
University of Texas, Arlington, explored the feasibility of the
single bullet theory (i.e. a single bullet caused all the damage
seen to President Kennedy and Texas Governor Jim Connelly).
He presented compelling evidence to refute this and other
aspects of the case against Lee Harvey Oswald.

In the evening there
was fun, food and fish at th
SPA Reception at the Dall.
World Aquarium. Entering
the Aquarium was like
entering a tropical rainforest.
There were large tanks on the
lower levels of the rain forest
that contained a multitude of
fish, amphibians, reptiles and
even sharks. Luckily the
dinner was not sushi. A good
time was had by all and
everyone is (hopefully)
looking forward to the AAP-
SPA meeting in Fort Myers,
Florida, Feb 24-27, 2000.

Rita Agarwal, MD

Rita Agarwal, MD
Associate Editor
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0y 1999 Corporate
SPoNsors

The Society for Pediatric Anesthesia would like
to thank the following organizations for their
support during 1999,

Abbott Laboratories
Baxter Healthcare

AstraZzeneca
Roche Laboratories

CooKk Critical Care

() Aspect Medical
Augustine Medical, Inc.

GE Marquette Medical Systems
Interplast
Mallinckrodt, Inc.

MR Equipment Corp.
North American Drager
Somanetics
W.B. Saunders

2000 Corporate
Sponsors to Date

Aspect Medical
Cook Critical Care

( Hoffmann - LaRoche
Mallinckrodt, Inc.
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Out and About the
ASA

Notes From the 1999 Annual
Meeting, Dallas, Texas

Monday Morning Poster-diseussion Session - Pediatric
Anesthesia: Pharmacology, postoperative pain and cardiac
anesthesia

Reviewer: Jeftrey Galinkin, MD
Children’s Hospital of Philadelphia

Monday Afternoon Panel on Pediatric Emergencies

Reviewer: Allison Ross, MD
Duke University Medical Center

American Academy of Pediatrics Seetion on
Anesthesiology Breakfast Panel

Reviewer: John Algren, MD
Vanderbilt Children’s Hospital

Tuesday Afternoon Panel on Pediatric Anesthesia in the
Community Hospital

Reviewer: Ann E. Dickison, MD
University of Florida Medical Center, Gainesville

Wednesday Morning Poster-Discussion: Pediatrie
Anesthesia I

Reviewer: Jeffrey Galinkin, MD
Children's Hospital of Philadelphia

Wednesday Afternoon Poster-Discussion: Pediatrie
Anesthesia Il

Reviewer: Mehernoor F. Watcha, MD
UT Southwestern Medical Center

Go to

www . pedsanesthesia.org

i PR\

LS

for complete reviews

[_etters from Africa

An occasional series of interesting stories from Dr. Mark
W. Newton. Dr. Newton completed his undergraduate studies at
Houston Baptist University and received a BS with honors in
Chemistry and Biology. He attended medical school at the
University of Texas in Galveston. He did his Anesthesia Residency
at the University of Texas, Houston and was their Chief Resident
1990-1991. He came to Denver for a fellowship in Pediatric
Anesthesia and stayed on as staff until 1997. At that time he went
to Kenya to practice medicine and anesthesia with his wife Sue,
who is a physical therapist, and their 2 young sons. The following
are some excerpts from the letters he sends to his friends and
former colleagues in Denver. They reflect both his life and the
practice of medicine in Kenya.

Excerpted by Dr. Rita Agarwal

Go to www.pedsanesthesia.org

for complete article and photos

Special Note:
Dr. Barbara Brandom
receives MHAUS Award

Congratulations to Dr. Barbara Brandom, Children’s
Hospital of Pittsburgh, on receiving the 7th Annual MH
Hotline Partnership Award from the Malignant Hyperthermia
Association of the United States (MHAUS). The co-recipient
of the award was Dr. Delwyn McComber, Kosair Children’s
Hospital, Louisville, KY. The award was presented to Drs.
Brandom and McComber by Dr. Henry Rosenberg on
October 10, 1999, at the annual MHAUS Hotline Breakfast
at the Annual meeting of the ASA. According to Dr.
Rosenberg, “Dr. Brandom and Dr. McComber demonstrated
great teamwork during the post-op care of a three-month
old who triggered an MH episode in the OR...” The MH
Hotline is available 24 hours a day to help healthcare
professionals obtain immediate access to anesthesiologists
who volunteer their expertise in managing MH or to answer
pre, post or intraoperative anesthesia questions. The MH
Hotline numbers are 1-800-MH-HYPER (1-800-644-9737)
in US and Canada, and internationally 1-315-464-7079,
MHAUS is a non-profit organization dedicated to reducing
the morbidity and mortality of MH by: 1) improving medical
care related to MH, 2) providing support information for
patients, and 3) improving the scientific understanding and
research related to MH and other kinds of heat-relatec
disorders. ’
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(Literature Reviews

The Paediatric Patient
The British Journal of Anaesthesia 1999;83:1-168.

Preoperative anxiety is associated with a high incidence
of problematic behavior on emergence after halothane
anesthesia in boys.

Aono J, Mamiya K, Manabe, M. Acta Anestheisologica
Scandinavica 1999; 43:542-544,

Midazolam premedication delays recovery from propofol-
induced sevoflurane anesthesia in children 1-3 yr.

Viitanen H, Annila P, Viitanen M, Yli-Hankala A. Caradian
Journal of Anesthesia 1999; 46:766-771.

Segregation of malignant hyperthermia, central core
disease and ehromosome 19 markers.

Curran JL, Hall W], Halsall PJ, et al. British Journal of
Anaesthesia 1999; 83:217-222.

Reviewed by: Jeffrey Galinkin, MD
Childrens Hospital of Philadelphia

~A Clinical Trial of Propofol vs Midazolam for Procedural
~Sedation in a Pediatrie Emergency Departiment
Havel ClJ, Strait RT, Hennes H, 4dcademic Emergency Medicine
Oct 1999, Vol 6 No. 10.
Commentary: Propofol for Emergency Department
Procedural Sedation—Not Yet ready for Prime Time
Green S, Academic Emergency Medicine Oct 1999, Vol 6 No.
10

Relative Efficacy of Amethocaine Gel and Lidocaine-
Prilocaine Cream for Port-a-Cath Puncture in Children
Bishai R, Taddio AT, Bar-Oz B et al, Pediatrics Vol 104 No. 3
Sept 1999

Current Incidence of Retinopathy of Prematurity
Hussain N, Clive J, Bhandari V, Pediatrics Vol. 104 No. 3 Sept
1999

Cardiopulmonary Resuseitation in the Very Low Birth
Weight Infant: The Vermont Oxford Experience

Finer N, Horbar J, Carpenter MS, Pediatrics Vol. 104 No. 3
Sept. 1999

Reviewed by: Thomas J. Mancuso, MD, FAAP
Childrens Hospital, Boston, MA

Intact Survival In Extremely Low Birth Weight Infants
After Delivery Room Resuscitation

Neil N. Finer, MD; Thomas Tarin BS; Yvonne E. Vaucher, MD,
MPH, Keith Barrington, MB, ChB, MRCP, FRCP, and Raul Bejar,
MD. Pediatrics Vol. 104 No. 4, October 1999, p. e40

Reviewed by: Karen Bender, MD
Arnold Palmer Children’s Hospital, Orlando

Atelectasis on pediatric chest C'T: comparison of sedation
techniques.

Sargent MA. McEachern AM. Jamieson DH. Kahwaji R.
Pediatric Radiology 29(7):509-13, 1999 Jul.

Pre-term and particularly pre-labor cesarean section to
avoid eomplications of gastroschisis.

Moore TC. Collins DL. Catanzarite V. Hatch EI Jr. Pediatric
Surgery International 15(2):97-104, 1999.

Tonsilleetomy, adenoidectomy, and myringotomy in sickle
cell disease: perioperative morbidity. Preoperative Trans-
fusion in Sickle Cell Disease Study Group.

Waldron P. Pegelow C. Neumayr L. Haberkern C. Earles A.
Wesman R. Vichinsky E. Journal of Pediatric Hematology/
Oncology 21(2):129-35, 1999 Mar-Apr.

Developmental changes in response to subatmospheric
pressure loading of the upper airway.

Marcus CL. Lutz J. Hamer A. Smith PL. Schwartz A. Journal of
Applied Physiology 87(2):626-33, 1999 Aug.

Reviewed by: Ron S. Litman, DO
University of Rochester Medical Center, New York

Go to

aunaw
hAScrry
RN
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Point / Counterpoint

Should lumbar epidurals be placed in children who are

under general anesthesia?

Point

Allison Kinder Ross, MD
Duke University Medical Center
Durham, NC

We, as pediatric anesthesiologists, must be able to feel
confident in our ability to perform a lumbar epidural in an
anesthetized child. The purpose of this report is not to establish
the advantages of regional anesthesia. These advantages are well
known and include the reduced need for perioperative narcotics,
superior postoperative analgesia, and prolonged management of
postoperative pain. These advantages are important in the pediatric
population, but necessitate the placement of a regional block in
a young group that is typically not amenable to cooperating with
painful procedures. There are two basic reasons to perform
lumbar epidurals in anesthetized children, and these are 1) patient
safety, and 2) patient comfort.

Although the vast majority of epidurals are placed in adult
patients while awake or lightly sedated, children are not simply
small adults and this practice should not be applied to this younger
population. For example, most anesthesiologists would probably
consider it difficult to place an epidural in an awake infant as the
infant is likely to respond to the procedure with crying and
extreme movement. To attempt to detect a paresthesia in a child
under these circumstances would be nearly impossible. Instead,
an unsafe situation is produced in which there is a patient who
does not cooperate and who, at less than one year of age, presents
further anatomic challenge with a more caudal spinal cord and
canal. A well-controlled situation, i.e. an immobile, unconscious

child, should improve success rate and safety of epidural
placement. Even the well-informed school-age child is unlikely
to cooperate when put in this unfamiliar and compromising
situation and would probably not be able to describe a paresthesia
from intraneural placement or provide a reliable symptom of
intravascular injection.

Placing epidurals in anesthetized children, although a
common practice, has recently been the subject of debate and
controversy among practitioners of regional analgesia as recently
as a year ago. Leaders in the field of regional anesthesia resorted
to editorials in order to support their preferences and beliefs.
Drs. Bromage and Benumof reported an unfortunate case of
paraplegia after placement of a thoracic epidural in a 62-year-
old woman under general anesthesia'. The authors used this case
in order to support an argument in favor of placement of epidurals
only in awake or lightly sedated patients. Fortunately, the pediatric
anesthesiology community was quick to respond and point oy’ )
the pitfalls of this sweeping generalization and practice
recommendation®. There were many complicating factors in the
presented case such as the facts that the patient was status post
laminectomy, there were multiple failed attempts at epidural
placement, and there were several episodes of intraoperative
hypotension. The actual cause of her paralysis was not certain.
Her paraplegia was consistent with anterior spinal artery infarct
syndrome, which may occur from significant hypotensive
episodes. There was also an intraspinal air bubble noted,
presumably from the attempts at identifying the epidural space.
Regardless of the cause, this case perfectly demonstrated several
factors that are essential in performing epidurals in anesthetized
patients but which were lacking.

First, patient selection is of great importance. Although it
is possible to place an epidural in a child who has had a
laminectomy, for example, s’/he may not be the ideal candidate
for an epidural, whether awake or asleep. Second, the experience
of the anesthesia provider should be a factor. If one is not
proficient at placing lumbar epidurals, one should not attempt
them in a child, whether awake or asleep. However, if the patient
is a good candidate, and the practitioner is proficient, there are
ways of assuring a safe placement of a lumbar epidural 1) Start
with a perfect position for catheter placement. This is easily done
in an anesthetized child as the back flexes easily and the spaces
separate well for easy identification of landmarks and placement
of the epidural needle and catheter. Make sure that the child
secure on the bed with an assistant responsible for their safety.
2) Know the appropriate or expected depth of the epidural space
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oased on the age of the patient®. 3) Use saline for loss of
resistance to avoid potential complications that may be associated
with air injection such as spinal infarct and air embolism. 4)
Caretully, slowly aspirate for blood or CSF. 5) Use an appropriate
test dose with careful observation for warning signs of
intravascular injection. Dose cautiously with particular attention
to ST and T-wave changes*®. 6) Know when (o stop,

The pediatric anesthesia reviews that have examined
studies, multi institutional surveys and case reports, indicate that
the risks of placing an epidural catheter under general anesthesia
are extremely low®®. Complications are rare and include dural
puncture and intravascular injections. Conceivably, these
complications would be more likely to occur in a moving child
who is not under general anesthesia. As for intravascular injection,
the use of epinephrine in test dosing, although not completely
reliable, may still be a valuable marker when appropriate signs
are examined, i.e. heart rate changes of 10 beats per minute under
sevoflurane anesthesia®. If an intravascular injection should
occur, general anesthesia may even be protective since an airway
is established and general anesthetics increase the threshold for
toxicity of local anesthetics'. As Bernard Dalens has stated “In
children it would be malpractice to perform such (regional)
techniques on patients who were not fully anesthetized™".

The issues that have been presented have dealt with patient

~safety. Our job as pediatric anesthesiologists is not only to keep
,ue child safe, but to establish comfort. It is difficult to keep a
child comfortable and immobile during the appropriate
positioning and performance of a lumbar epidural. If this were
true, our hematology/oncology colleagues would not be referring
more children to us for anesthesia for the performance of lumbar
punctures.

Another point that may be established is that most of these
children will be receiving a general anesthetic for their surgical
procedure. This differs from many adults who may undergo
extensive surgery by regional technique alone. It makes sense
that if a general anesthetic is to be employed, use it to your
advantage and place the block after the conditions are optimized.
[t is a common practice that is accepted by our community and
should be performed in the appropriate hands and for the
appropriate reasons.
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Counterpoint

Jeffrey L. Koh, MD

The efficacy of the epidural analgesia is unquestioned by
most pediatric anesthesiologists and the use of epidural analgesia
for the treatment of pain continues to grow. A major topic of
discussion for years has been the relative safety of placing
epidural catheters in an anesthetized patient. A recent case report
by Bromage et al. (1) has triggered a significant number of letters
and editorials in response. The question of whether a pediatric
patient should be awake or anesthetized during placement of an
epidural is not an easy one. Certainly an unconscious patient is
more cooperative and thus decreases the chance of movement
related complications. However, such a patient is not able to
report parasthesias, leading some to suggest that epidural catheters
should only be placed in awake patients. As with many of our
clinical decisions, there are too many variables to answer the
question with a simple yes or no. Such issues as age of the patient,
underlying medical status, and desired location of catheter
placement can all influence this decision. I will admit that my
bias in the OR is to place epidurals, including thoracic epidurals,
with the patient under general anesthesia. However, there are
many situations where pediatric patients may have epidurals
placed while awake or with sedation.

The most common situation where we may place an epidural
“awake” is in the posttraumatic patient. As an example, a 14-
year-old patient suffered blunt trauma to the upper abdomen with
liver injury. Surgery was not indicated, but the patient was splinting

{Continued on page 12)
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Counterpoint
(continued from page 11)

considerably due to pain. We placed a low thoracic epidural with
light sedation. The patient was allowed to ask questions and raise
concerns prior to starting. She had the constant support and
reassurance of the medical team throughout the procedure. She
was responsive throughout and tolerated the procedure well.
Granted, this patient was a relatively mature teenager. However,
the importance of behavioral support and appropriate
psychological preparation cannot be overemphasized. We have
also had other patients in this age range who have required epidural
blood patches, and have done well with light sedation combined
with behavioral support.

As with any procedure in children, younger children are
more likely to require deeper sedation. For instance, a 5 year
old who had recently undergone a thoracotomy for empyema did
not have an epidural placed in the OR. In the postoperative period,
the patient had significant pain and the surgeons requested
placement of an epidural for pain control. The ICU attending
administered ketamine and monitored the patient and a thoracic
epidural was placed by a pediatric anesthesiologist. The patient
tolerated the procedure well and had excellent pain relief,
Certainly, this patient was not nearly as responsive as in the
completely awake state and one could argue that the conditions
were not much different than during general anesthesia in the
OR. However, it is also debatable how much information a 5 year
old in pain could give about parasthesias or other indications of
intravascular injection of local anesthetic even if he were
completely awake.

The variations in clinical scenarios we are confronted with
are endless. [ am comfortable with placing an epidural in a patient
in the OR anesthetized for another procedure. However, I also
believe in situations where the patient may not already have a GA
planned, epidural placement can be performed with behavioral
intervention combined with appropriate pharmacologic
intervention if needed. This combination can be extremely
effective, allowing us to perform the procedure in a calm,
responsive, cooperative patient. There will always be patients
where deep sedation or general anesthesia will be the only
alternative, but insisting that this is the only way that we will
place an epidural in our patients may limit the use of this very
effective technique.
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Ccommentary

[ agree with both
commentators that in
situations when a child is
having a surgical procedure
under general anesthesia, it is
eminently sensible to place
epidural catheters after the
induction  of  general
anesthesia. [ follow this
practice for lumbar, thoracic
and for caudally placed
catheters. The argument that it
is safer to place an epidural
into immobile, unconscious

Thomas J. Mancuso, MD, FAAP

child is compelling to me.

Although both authors make sound arguments for their
respective positions, I find myself drawn to Dr. Ross’ point of
view. I can recall doing diagnostic lumbar punctures in children
and infants which were traumatic (aka bloody) partly because the
child could not be held immobile for the procedure. For
placement of catheters into children who are not scheduled for
surgical procedures, I feel that, with proper preparation and
monitoring, having the child unconscious provides advantages that
outweigh the risks of general anesthesia. I am envisioning i
relatively brief general anesthetic without intubation with the chile”
breathing spontaneously. These children should meet the same
criteria for safe administration of general anesthesia as those
scheduled for elective surgery and the anesthesiologist placing
the epidural must not be the anesthesiologist providing anesthesia
to and monitoring the child. There certainly may be exceptional
circumstances in which general anesthesia would not be
appropriate for placement of an epidural catheter. I think that
general anesthesia should be avoided in cases where a particular
child is at risk for aspiration, for example.

In cases when an epidural is placed in an unconscious child
but the anesthesiologist is uncertain about the position of the
catheter, any dosing can be delayed until the child is recovered
from anesthesia and can communicate any unusual or
uncomfortable sensations during administration of medications
through the catheter. Although this approach does not allow for
use of the catheter intra-op during surgical procedure, it does
provide the anesthesiologist additional information from the child
when the test dose is given.

As Dr. Koh states, the variation in clinical situations is such
that one must be flexible. With skill and proper preparation
epidural catheters can be and are safely placed into children who
are awake, sedated or unconscious.

Thomas J. Mancuso, MD, FAAP
Associate Editor, Point/Counterpoint,
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Travel Arrangements
Association Travel Concepts (ATC) has been selected as the official travel agency for the 2000 Winter Meeting, Pediatric Anesthesiologv
February 24-27, 2000 at Sanibel Harbour Resort, F't. Myers, FL.

By calling ATC, you will receive 10-15% off airline tickets purchased more than 60 days prior to your travel dates or 5-10% off for tickets
purchased less that 60 days prior to the convention.

ATC offers the lowest available fares on ANY airline traveling to Ft. Myers; advance seat assignments; special advance meal requests on
airline flights; frequent flier programs; electronic ticketing; and Email access for convenient booldng of your tickets.

To take advantage of these great rates contact Association Travel Concepts: Phone: 1-800-458-9383; Email: atc@assntravel.com; or fax
(858) 581-3988. ATC is available 6:00 am - 5:30 pm PST Monday through Friday.

A Spectacular Location

Nestled on a private peninsula overlooking the ineredible beauty of Sanibel and Captiva islands, this enchanting 85-acre resort offers meeting
attendees a lush tropical getaway with the convenience of a major airport just 19 miles away. The hotel is located at the causeway entrance
that leads to Sanibel and Captiva Islands. Shuttle service will be available to Sanibel on a complimentary basis during day and night hours.

Stellar Service

Personalized attention, meticulous planning and superior service have earned the hotel three Gold Key Awards and the only AAA Four-
Diamond designation in the area.

Relaxing Recreation

From a world-class spa and championship tennis complex to an assortment of watersports, eruises and nearby golf courses, the recreational
activities offer meeting attendees the perfect way to unwind.

Accommodation Features

Guest rooms and suites feature robes, hair dryers, custom-blended amenities, coffee maker, cable TV, Spectravision, voice mail, iron &
ironing board, mini-bar, make-up mirror; pe dataport, private balcony and spectacular view. Condos feature 1,400 square feet of roomy
waterfront living, with two bedrooms, two baths, fully equipped kitchen, dishwasher, washer/dryer, living room with sleeper sofa, dining
room, two TVs and a sereened lanai overlooking the hay.

Restaurants & Lounges

Chez le Bear

Intimate atmosphere, superb Mediterranean fare and pampered service; only Four-Diamond award-winning restaurant in
the Sanibel area.

Sanibel Harbour Princess

Private 100-foot luxury yacht offering unforgettable sunset dinner cruises and special brunch cruises; available for charter.
Promenade Cafe

Picturesque eatery specializing in light spa cuisine and creative Floridian fare; dine indoors or out on the veranda
overlooking San Carlos Bay.

Courtside Steakhouse & Sports Bar

Sensory extravaganza for sports fans with 26 TVs, great steaks and terrific grilled specialties.

Islevista Lounge

Relaxing atmosphere and Caribbean style live entertainment; incredible sunset views.

Snackerrie

Poolside grill offering sit down service.

Pelican Pool Bar

Favorite “perching place” for frozen drink specialties, fiuit concoctions and ice cold beer.

Spa & Fitness Center

Voted one of the Top Ten Spa Resorts in the U.S. by readers of “Conde Nast Traveler” in 1996, 1997 & 1998. 40,000-square-
foot, world-class facility. More than 60 different beauty and body care treatments available. State-of-the-art fitness equipment.
Assortment of daily aerobic and aqua-aerobic classes with professionally-trained instructors. Full-service beauty salon.
Specially designed spa and salon packages available.

Watersports i
Shelling, fishing, eco-tour, and sightseeing cruises featured daily aboard the open air Sun Princess; available for charter
with food and beverage service. Waverunners, kayaks, sailboats, powerboats, charters, pool and beach accessories, private
fishing pier exclusively for the use of resort guests.



Complimentary Island Shuttle

- iley Departures from the Resort
7:00am, 11:00am, and 1:00pm

DESTINATIONS:

Sanibel Factory OQutlet Shops Lighthouse Beach (Sanibel)

10:00am until 9:00pm Monday - Saturday Shelling, Public Facilities, Nature Trails
11:00am until 6:00pm Sunday

Island Bike and Moped Rental J.N. Ding Darling Wildlife Refuge
8:30am until 5:00pm daily Sunrise unitl Sunset Daily (closed Friday)

Periwinkle Shopping Plaza
10:00am until 6:00pm Monday - Saturday
12:00noon until 5:00pm Sunday

Scheduled Pick-up Times at the Destinations

11:15am to 11:45am

1:15pm to 1:45pm

4:15pm to 4:45pm

(Please speak with your driver for pick up times at your location)

To reserve your seat, please call the concierge at extension 41

Kids Klub Program

Counselor-supervised activities for ehildren 5 to 12 years of age. Kids Klub is a fun-filled, educational
adventure Monday through Sunday from 10:00am to 4:00pm. Souvenirs, prizes and lunch are included in
the $24.00 daily fee.

Kids Klub Dinner Theatre is held Friday and Saturday evenings from 6:00pm to 9:00pm. Movies, prizes
'n}d dinner are included in the $15.00 nightly fee.

_/e-registration; Parents must pre-register children by 9:00am for morning or afternoon sessions with
the concierge. For the Dinner Theatre, children must be pre-registered by 4:00pm with the concierge,
extension 41.

Monday — Space Exploration Day Friday — Secret Agent Day
Tuesday — Nature Day Saturday — Great Water Games Day
Wednesday — Pirate Invasion Day Sunday — Creative Arts

Thursday — We Are The World
Activities for the Family

Families, teens, and adults looking for something to do that is fun, competitive, and exciting may sign-out games from the Activities
Department in the Game Room between the hours of 10:00am and 4:00pm. Included: Bocce Ball, Monopoly, Yatzee, Chess and Checkers.

Golf

Several champienship courses are located as close as five minutes from the resort. Sanibel Harbour Resort and Spa has preferred tee
times, and divect bill privileges with several of the following courses. Sanibel Harbour Resort and Spa has developed these relationships
with championship courses in order to offer the best in accessibility; uniqueness and level of play.

Beachview Golf Club (Travel Time: 10 minutes) Phone: (941)472-2626

The Dunes Country Club (Travel Time: 7 minutes) Phone: (941) 472-2535 Fax: (941) 472-6471
Eastwood Golf Course (Travel Time: 30 minutes) Phone: (941) 275-4848 Fax: (941) 278-7822
Fiddlesticks Golf & Country Club (Travel Time: 20 minutes) Phone: (941) 768-1114 Fax: (941) 768-5741
Gateway Golf & Country Club (Travel Time: 30 minutes) Phone: (941) 561-1010 Fax: (941) 561-2621
Gulf Harbow Yacht and Country Club (Travel Time: 10 minutes) Phone: (941) 433-4211 Fax: (941) 433-1415
Lexington Country Club (Travel Time: 8 minutes) Phone: (941) 437-1442 Fax: (941) 437-1488

The Vines Country Club (Travel Time: 25 minutes) Phone: (941) 267-7003 Fax: (941) 267-7005
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The Society for Pediatric Anesthesia (SPA) was founded in 1987 to promote quality perioperative care for infants and children.
Membership in SPA has grown steadily to more than 4000 members. Membership consists of community-based and academic
physicians who have an interest in pediatric anesthesia, as well as resident and affiliate members. The goals of SPA include:

1. To advance the practice of pediatric anesthesia through new knowledge
2. To provide educational programs on clinical, scientific, and political issues that are important to pediatric anesthesia practice

3. To promote scientific research in pediatric anesthesia and related disciplines
4. To provide a forum for exchange of ideas and knowledge among practitioners of pediatric anesthesia
5. To support the goals of the American Society of Anesthesiologists and the American Academy of Pediatrics
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