
I hope everyone had a great summer with some time for friends and 
family. Perhaps with the kids back in school, our OR lists are a bit  
shorter.  By the time that you read this, many of you will have success- 
fully completed the board examination in pediatric anesthesiology.   
Many of us have now successfully navigated this adventure and can  
put it aside for the next 10 years.  I am looking forward to seeing many of you in San 
Diego for the Society for Pediatric Anesthesia meeting on October 23

rd
 followed by the 

ASA meeting.  At the same time as the ASA, the AAP will be holding its National Confer-
ence and Exhibition in Washington, DC.  Our Section has two sessions that are co-
sponsored with the Committee on Substance Abuse and the Section on Adolescent 
Health: "Is Marijuana Really Harmless: What Pediatricians Need to Know When Counseling 
Teens and Families about Marijuana" as well as "Pain Medicine and Adolescents: 
Special Considerations." 
 

We are actively preparing for the 2016 combined meeting of the Society for Pediatric 
Anesthesia and the Section on Anesthesiology & Pain Medicine of the Academy of Pedi-
atrics, which will be held April 1-3, 2016, at The Broadmoor in Colorado Springs.  For 
those who may be interested, the abstract submission deadline is November 16th.  I am 
anticipating our usual lively and informative academic events at the meeting.  As always, 
the AAP Section on Anesthesiology & Pain Medicine will be sponsoring several events, 
including the presentation of the AAP Robert M. Smith Award, the Ask the Experts 
Panel, the AAP Advocacy Lecture, as well as the presentation of awards to the top three 
abstracts from our in-training colleagues.   
 

The 2016 Robert M. Smith award will be presented to Dr Lynne Maxwell, formerly of the 
Johns Hopkins Hospital and now of the Children's Hospital of Philadelphia.  As one of 
Lynne's former fellows, I can think of no one who deserves this award more than she.  
Please be sure to join us as we celebrate the career of Dr Maxwell who played such a 
significant role in the training of so many of us (see page 6 for more information about 
our esteemed 2016 Robert M. Smith Award winner).  Dr David J. Schonfeld, Director of 
the National Center for School Crisis & Bereavement and Professor of Pediatrics at 
Drexel University College of Medicine, will deliver the AAP Advocacy Lecture entitled 
"The Second Victim: Impact of Disasters on Families and Caregivers" (see page 8 for 
information about a new policy statement authored by Dr Schonfeld).  Dr Courtney 
Hardy from Lurie Children's Hospital will moderate the session. Dr Schonfeld will highlight 
important issues regarding how our work affects us, our lives, and our families.  The Ask 
the Experts Panel will be moderated by Dr Rita Agarwal from Stanford University.  The 
session will include two speakers on topics related to the skin, including Dr Louise 
Furukawa from Stanford University discussing Epidermolysis Bullosa and Dr John 
McCall from the Shriners' Hospital for Children in Cincinnati discussing "Burns: Manage-
ment and Complications."  The final offering from the AAP Section on Anesthesiology & 
Pain Medicine will be the John J. Downes Resident Research Awards for the top three  
abstracts from our trainees.  The session will be highlighted by brief oral presentations 
from the young investigators.  Dr Kirk Lalwani and I will moderate the session. 

(Continued on page 2) 
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Calling for  

Newsletter Articles  

for the Winter edition 

of the SOA newsletter 
 

Please send  

proposals to  

Corrie  

Anderson 

at  

corrie.anderson@seattle 

childrens.org 

by January 8, 2016. 

The AAP Section Executive Committee holds business meetings at the  
SPA's annual meeting in the fall and again at the combined SPA/AAP  
Winter meeting. At our fall meeting last year, we officially welcomed Rita  
Agarwal as our incoming Chairperson-Elect.  She will assume response- 
bilities as Chairperson starting this November after the ASA meeting.  Also 
in November, Drs Nina Guzzetta and Mary Landrigan-Ossar will join the  
leadership of our Section as new Executive Committee members.  In  
March 2016, we will be electing a new Chairperson-Elect who will serve  
as Chairperson after Dr Agarwal's two-year term is complete in the Fall  
of 2017.     
 

The ongoing initiatives of the AAP Section on Anesthesiology and Pain  
Medicine continue to focus on the improved health and well-being of  
pediatric patients of all ages.  The AAP has endorsed a revised version of  
the 2012 SmartTots Consensus Statement on the Use of Anesthetics and  
Sedatives in Children.  It has been endorsed by 19 organizations and 
was released on October 13 (for more information, see page 7). We  
expect that a revision of the "Guidelines for the Pediatric Perioperative  
Anesthesia Environment," to be titled "Critical Elements for Anesthesia  
Care in the Pediatric Perioperative Environment," will be published in Pediatrics in 
December 2015.  We are also working with the AAP in hopes of creating an online CME                        
            course on pediatric pain management through the AAP's online 
            CME platform, PediaLink. Thanks to Rita Agarwal for her amazing 
            and endless work on this project. 
 

The SOA continues their work on developing platforms for the education of physicians and 
healthcare providers on appropriate opioid use.  We have been working with the Committee 
on Substance Abuse, as part of the by Providers' Clinical Support System for Opioid Thera-
pies grant from SAMHSA, to begin developing a 6-part webinar series aimed at preventing, 
identifying, and treating opioid dependence.  The first webinar in the series, which was 
offered in July 2015, focused on the Neurobiology of Pain.  The second webinar, offered in 
August 2015, focused on Strategies for Pain Management.  Four additional webinars will 
be offered in the near future.  The AMA is currently working to develop a CME product for 
primary care providers on the topic of opioids.  Rita Agarwal is participating as the AAP's 
representative to the AMA Pain Management Expert Panel. 
 

Dr Connie Houck continues to serve as the Chair of the AAP Surgical Advisory Panel (SAP). 
The Surgical Advisory Panel is an active committee consisting of all of the Chairs of the 
AAP's surgical sections, including Neurological Surgery, Ophthalmology, Oral Health, Ortho-
pedics, Otolaryngology-Head and Neck Surgery, Plastic Surgery, Radiology, Surgery, Urology 
and Anesthesiology & Pain Medicine.  The SAP Chair serves as the surgical subspecialty 
advisor to both the Section Forum Management Committee and the AAP Board of Directors. 
Connie's election to this post serves as a landmark accomplishment for pediatric anesthesi-
ologists, as she is both the first non-surgeon and the first woman to be elected to this 
prestigious post.  I know that we can look forward to many more amazing 
accomplishments from Dr Houck. 
 

The AAP Section on Anesthesiology and Pain Medicine recently published a 12-chapter 
handbook on procedural sedation, which Dr Joseph Cravero and I edited. The handbook is 
meant as an educational guide covering all aspects of procedural sedation for pediatric prac-
titioners and nurses from various specialties.  It represents a collaborative effort with our 
pediatric colleagues from various arenas, including authors from the fields of emergency 
medicine, anesthesiology, critical care medicine, and child life.  Please take a look at it on 
the AAP website (http://shop.aap.org/Procedural-Sedation-for-Infants-Children-and-
Adolescents-Paperback) and consider purchasing a copy for yourself or your department 
(see page 17 for more information about the manual, including a promo code to receive 
15% off). 
 

The above items are just a few of the many benefits of belonging to the AAP, which con-
tinues to serve as the premier organization promoting the overall health and well-being of 
infants and children of all ages. Please encourage your fellows and faculty to consider join-
ing the AAP and the Section on Anesthesiology and Pain Medicine.  
 

After the October ASA meeting, Dr Rita Agarwal will be assuming the role of Chairperson 
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Announcements ... 

Call for Volunteers to Serve on Section Education 

Committee 

The leadership of the Section on Anesthesiology and Pain Medicine 
has recently identified a need to establish a Section Education 
Committee.  We are now looking for Section members who are 
interested in serving as a member of the Committee.  Your partici-
pation is welcomed! 
 

The Education Committee will be responsible for authoring and sub-
mitting anesthesia and pain medicine focused proposals for the 
AAP's National Conference and Exhibition (NCE), which is held 
annually in October.  The proposal submission process takes place 
18 months ahead of time.  Therefore, the proposal deadline for the 
2017 National Conference and Exhibition will be in April 2016.  
Members of our Section and the SPA present NCE courses and 
workshops from year to year to their pediatrician colleagues, how-
ever, finding physicians to participate can sometimes be difficult 
because the AAP's meeting often takes place at the same time as 
the ASA meeting.  Another challenge is presenting proposals to the 
NCE planning group that will be attractive to the general pediatri-
cian.  We are looking for members who are excited about meeting 
these challenges and thinking outside the box to increase the 
number of educational proposals submitted by our Section and 
ultimately accepted for presentation at the AAP NCE. 
 

Please note that Education Committee members may also be asked 
to assist with brainstorming/development of AAP Section-sponsored 
educational activities offered at the SPA/AAP Winter meeting and 
at the ASA meeting on an annual basis. 
 

Individuals with an interest in and/or experience with planning/
coordinating educational programs are especially encouraged to 
participate. 
 

To self-nominate, please send your name, contact information, a 
statement of interest, and a copy of your CV to Section Manager, 
Jen Riefe, jriefe@aap.org, by December 1, 2015.  The Section 
Executive Committee will review nominations and will appoint indivi-
duals to the committee. Notifications will be sent out in early 2016. 
 

We look forward to a newly-inspired proposal submission process 
for the AAP's NCE next year! 

The AMA Task Force on Opioid Abuse is working to increase the 
visibility and success of medicine's efforts to curb the epidemic of 
opioid abuse, diversion, overdose, and death. The group is com-
prised of representatives from the American Medical Association 
(AMA), national specialty societies including the AAP, state medical 
societies, and the American Dental Association. As part of their 
work, the task force has released a document to encourage state 
policymakers to expand community access to naloxone and to en-
courage physician co-prescribing of naloxone to patients or family 
and friends of patients at risk for overdose. The document, which 
is included on page 18 of this newsletter, also asks state policy 
makers to provide Good Samaritan protections for those providing 
assistance to those experiencing an overdose. The AAP has for-
mally endorsed this document. If you have questions, please contact 
the AAP Division of State Government Affairs at stgov@aap.org or 
847-434-7799.   

AMA Task Force on Opioid Abuse Releases 

Document Encouraging State Policy-makers to 

Expand Community Access to Naloxone; AAP 

Provides Endorsement  

Two new SOA-authored patient  
education handouts have been  
made available on Pediatric Patient EducationTM Online  
(http://patiented.solutions.aap.org/Patient-Education.aspx). The hand-
outs are titled, "Anesthesia and Your Child: Information for Parents" 
and "Anesthesia and Your Child: The Day of the Procedure."  Infor-
mation from the handouts has also been made  

available on HealthyChildren.org.  Please share  
the following links with your colleagues and patients:  
 

https://healthychildren.org/English/health-issues/ 
conditions/treatments/Pages/Procedures-With- 
Anesthesia.aspx 
 

https://healthychildren.org/English/health-issues/ 
conditions/treatments/Pages/Anesthesia-and- 
Children-The-Day-of-the-Procedure.aspx 
 

Our thanks to Dr Courtney Hardy and Dr Hubert  
Benzon for their work on these important resources! 

Section Authors Two New AAP Patient Education 

Handouts 

Hubert Benzon 

Courtney Hardy 

 
 
 
 

A new Academic and Subspecialty Advocacy Report is available 
from the AAP Department of Federal Affairs. To read the full 
October 2015 report, visit: http://downloads.aap.org/DOSP/
Advocacy.pdf. 
 

The Report contains updates on the following topics: 

 Access to Care 

 Children's Health Insurance Program 

 ACE Kids Act 

 King v. Burwell 

 Academic and Subspecialty Workforce 

 Loan Repayment for Pediatric Subspecialists 

 Children's Hospital GME Funding and Reauthorization 

 Title VII Training Grant Appropriations 

 Physician Payment 

 Medicaid Payment Equity 

 Pediatric Drugs and Devices 

 21st Century Cures Initiative 

 Pediatric Drug Laws 

 Pediatric Device Consortia Program Appropriations 

 Pediatric Extrapolation Draft Guidance 

 OxyContin Approval in Children 

 Drug Shortages 

 Pediatric Research 

DEPARTMENT OF  

FEDERAL AFFAIRS 
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Has Your Work Been Highlighted 

in a Recent News Article? 

We are hoping to feature AAP Section on  
Anesthesiology and Pain Medicine "Members  
in the News" in upcoming editions of this newsletter. 

If you have an article to share, please don't be shy!  We'd  
love the opportunity to showcase the work that members of 
our AAP Section are involved in on a daily basis. 

Help us with this effort by submitting your update to Corrie 
Anderson, Newsletter Editor, at 
corrie.anderson@seattlechildrens.org, by January 8, 2016. 

The 2015 national AAP election for president-
elect, district officers and bylaw change will 
be underway from October 23 to November 
23.  All voting members should soon receive 
an email from the AAP election coordinator 
with a personalized direct link to the ballot so 
keep your eyes peeled for that message.   

 

Members will be asked to choose their next president-elect.  The 
AAP National Nominating Committee has named Fernando Stein, 
MD, FAAP, and Lynda M. Young, MD, FAAP as the candidates for 
AAP president-elect.  The winner will serve as the 2017 AAP 
president.  Voters also will elect district officers in six out of 10 
districts: district chairpersons (who serve as AAP Board members), 
district vice chairpersons and National Nominating Committee 
representatives. The new president-elect and newly elected district 
officers will take office on January 1, 2016. 
 

Visit the AAP Election Center on the AAP website, www.aap.org 
(login required) for more information about the election.  

 

Read on for Profiles of Each of the AAP President-

Elect Candidates … 
 

Fernando Stein, MD, FAAP 
Houston, Texas  
 

Dr Stein is a practicing pediatrician and critical  
care specialist delivering bedside care for the  
past 35 years in Houston. A native of Guatemala,  
he did his specialty and subspecialty training at  
Baylor College of Medicine-affiliated institutions.  
He is a founding member of the AAP Section on Critical Care and 
past member of the Council on Sections Management Committee 
and Committee on Membership. He is one of the original members 
of the Task Force on Minorities. Dr Stein has been an advocate 
for children in impoverished environments at the global level as one 
of the technical advisers for the Integrated Management of Child-
hood Illnesses of the Pan American Health Organization. He is a 
leader in the area of chronically ill children as survivors of intensive 
care. More than 1,300 residents have rotated through the Progres-
sive Care Unit, which he has directed for the past 35 years. Resi-
dents learn the intricacies of caring for children with technological 
dependency and the complexities of chronic care, reimbursement, 

and social and educational reincorporation of this ever increasing 
group of patients. His areas of research have included patient and 
family communications in clinical environments and mechanisms of 
death in children with severe neurologic disabilities. Dr Stein is an 
honorary member of 12 international medical societies. He has 
received more than 30 honors and awards for his educational 
contributions, including the AAP Clifford G. Grulee Award, which 
recognizes outstanding service to the Academy beyond that 
required of the elected leadership.   

 

Lynda M. Young, MD, FAAP 
Worcester, Massachusetts 
 

Dr Young has provided pediatric primary care for 
34 years in a three-physician independent practice 
and is the ambulatory physician leader of pediatric 
outpatient services at the Children's Medical Cen- 
ter, UMass Memorial Medical Center University  
Campus in Worcester, Mass. She is responsible for improving 
access to care, teaching medical students and residents, and seeing 
patients in a hospital-based clinic setting. Her service as chair of 
the UMass Memorial Group Board, a large multispecialty organiza-
tion of employed physicians, and her service on the board of a 
health insurance plan show her diversity of understanding issues 
from a variety of perspectives. Dr Young has a long and distinguished 
record of activity in organized medicine. She is a past president of 
the AAP Massachusetts Chapter, a member of the AAP Committee 
on Federal Government Affairs and a past member of the AAP 
National Nominating Committee.  From 2011-1202, she served as 
president of the Massachusetts Medical Society and currently is 
chair of its Committee on Publications. She is a delegate to the 
American Medical Association's House of Delegates and serves 
on its Council on Medical Service. A graduate of the State Univer-
sity of New York at Buffalo School of Medicine, she is a clinical 
professor of pediatrics at UMass Medical School. She also serves 
as a host of two health care educational television programs. She 
and her husband, Robert Sorrenti, MD, have two grown sons and 
three grandchildren. 
 

The AAP's National Election Will Open October 23 … All Members Urged to Vote! 

Section Recognized at the AAP's 2015 Annual 

Leadership Forum for Outstanding Contributions 

from "Unsung Hero" 

On an annual basis, the AAP's Section Forum  
Management Committee (SFMC) recognizes  
certain Sections for their outstanding contribu- 
tions in the following categories: advocacy,  
communication & collaboration, educational  
excellence, innovation, member recruitment,  
"unsung heroes" and young member involve- 
ment. The awards are given at the AAP's  
Annual Leadership Forum (ALF), which occurs in March.  This 
year, the Section and its Chairperson, Dr Joseph Tobias, were 
presented with the "Unsung Heroes" award for the development 
of a new Manual on Procedural Sedation for Infants, Children, 
and Adolescents, which was just recently released (see page 
17 for more information about the new Manual).   
 

Congratulations to Dr Tobias on receiving this important 
recognition from the AAP!  

Joseph Tobias 

Announcements ... 
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AHRQ Funding – In June, the House Appropriations Committee passed the House Labor, Health and  

Human Services, Education and Related Agencies FY 2016 spending bill. While this bill includes increases to  

the NIH budget, it also includes reductions in public health programs and health research. These reductions  

include cutting funding to patient-centered outcomes research (PCOR) by $100 million, banning the use of dis- 

cretionary funds on PCOR research, slashing $6.2 billion for the CMS' Center for Medicare and Medicaid Innovation and cutting 

all funding for the Agency for Healthcare Research and Quality (AHRQ). AHRQ is the agency that has funded some of the land-

mark studies and initiatives in quality and patient safety. If passed as written, AHRQ, the only federal agency with the mission to 

conduct health services research, would cease to exist. Soon after the House bill passed, the Senate Appropriations Committee 

approved an appropriations bill that would also cut spending for programs and research but would provide AHRQ with $236 

million, 35% below its current budget. The House and Senate bills will go to conference for negotiation on a final budget, likely in 

the fall.  
 

SCOTUS Upholds ACA, Again – The Supreme Court upheld subsidies and tax credits for purchasers of health insurance 

through the federal marketplace. In yet another threat to the Affordable Care Act, the Supreme Court ("SCOTUS"), heard "King 

v. Burwell" this past year which addressed the issue of whether Americans receiving tax credits and subsidies when purchasing 

insurance on federal marketplaces was legal. The language in the law stated that purchasers of health insurance on state 

exchanges could receive tax credits and subsidies but since 34 states opted to participate in the federal marketplace in lieu of 

developing their own market-place, some challenged the legality of subsidies for purchasers in the federal exchange.  
 

21st Century Cures Act – This is legislation passed by the House in early July that would add an additional $9.3 billion to 

the National Institutes of Health budget, create a Cures Innovation Fund to support breakthroughs in biomedical research and 

add $500 million to the Food and Drug Administration budget over the next five years. The bill would also allow speeding up the 

approval of potentially life-saving treatments. Cost is estimated at $106 billion to implement and its cost-saving provisions—

including limiting Medicaid pay for durable medical equipment—would yield $12 billion over the next decade, according to the 

Congressional Budget Office. Supporters contend that the bill will expedite approval for medications and medical devices, getting 

these to patients faster whereas critics believe that it increases harm to patients by weakening oversight.  The Senate plans to 

draft their version of the bill by the end of the year. House Bill available at 21st Century Cures Act: 

(https://www.congress.gov/bill/114th-congress/house-bill/6). 

National Quality and Patient Safety Update  
Terry Adirim, MD, MPH, FAAP, COQIPS Policy and Advocacy Chairperson  
 
REPRINTED FROM THE FALL 2015 ISSUE OF AAP QUALITY CONNECTIONS  

Terry Adirim 

Call for Nominations for Associate Section Newsletter Editor 

We are currently calling for nominations for the position of Section on Anesthesiology and Pain Medicine Associate Newsletter 
Editor. Dr Corrie Anderson is our current Section Newsletter Editor. He has served two consecutive 3 year terms as a member of 
the Section Executive Committee and will complete his service on October 31, 2015. He has enjoyed working as Section 
Newsletter Editor for almost 9 years but will pass his responsibilities on as he rotates off the Committee. 
 
The individual appointed to the role of Associate Newsletter Editor would be expected to work with Dr Anderson to develop the 
2016 issues of the Section newsletter, which is published biannually, once in February/March prior to the Joint SPA/AAP Winter 
Meeting and once in October prior to the SPA Annual Meeting/ASA Meeting. The expectation is that the appointed Associate 
Editor will take over as Lead Editor in 2017. 
 
Nominations are being accepted through November 15 via Survey Monkey: https://www.surveymonkey.com/r/WJFVVZY 
 
Any interested candidate is asked to self-nominate. Every candidate must be up to date with their National AAP membership and 
be a member of the Section. Candidate information will be shared with the Section Executive Committee and Dr Corrie 
Anderson, who will weigh in on the nominations received and make a decision by December when work will begin on the Winter 
2016 issue of the Section newsletter.  
 
Thank you for considering this call for nominations. Please contact Section Manager, Jen Riefe, at jriefe@aap.org should you 
have questions about the nominations process. 
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D r Lynne Maxwell, a leader in the advancement 
of the practice of pediatric anesthesiology and 

pain medicine, will be honored with the Robert M. 
Smith award in 2016. The award will be presented  

at the joint meeting of the Society for Pediatric Anesthesia and the 
American Academy of Pediatrics (AAP) Section on Anesthesiology 
and Pain Medicine, to be held at The Broadmoor in Colorado Springs, 
Colorado, April 1-3, 2016.  Dr Maxwell is currently a Senior Anesthesi-
ologist at the Children's Hospital of Philadelphia and Professor of 
Anesthesiology and Critical Care Medicine at the Perelman School 
of Medicine of the University of Pennsylvania.  Her research has 
focused on perioperative care and pain management. Lynne has 
published over 100 original articles and book chapters focusing on 
regional anesthesia, pain management and anesthetic care of the 
neonate. She is a reviewer for multiple journals whose target 
audiences include pediatricians, pediatric anesthesiologists, and 
pediatric surgeons. 
 
Lynne Gerson Maxwell was born and raised in Cleveland, Ohio, and 
attended Cleveland Heights High School. She excelled in her studies 
and went on to attend Radcliffe College, the women's college part-
nered with the then all-male Harvard College. In 2015, she was in-
ducted into the Cleveland Heights High School Distinguished Hall 
of Fame in recognition of her contributions to her profession and to 
her community.  After graduation from Radcliffe, she went on to the 
Johns Hopkins School of Medicine, where she completed her MD 
degree and met her husband, Keith Maxwell.  Lynne stayed on to 
train in Pediatrics on the Johns Hopkins Harriet Lane Service.  
After finishing her pediatric residency, she joined the Johns Hopkins 
Department of Pediatrics attending staff.  During that time she had 
3 sons over the course of just over three years.  Then tragedy struck 
when her husband, a practicing obstetrician, died after developing 
cancer when their youngest child was only 2 years old. 
 
After her husband's untimely death, Lynne began her anesthesiology 
residency at Johns Hopkins. After completing her residency training, 
she went on to do a fellowship in Obstetrical Anesthesiology.  She 
joined the staff of the Department of Anesthesiology and Critical 
Care Medicine at Johns Hopkins as an Instructor in 1985, was 
promoted to Assistant Professor in 1986 and Associate Professor 
in 1993. During that time she was recognized as an outstanding 
educator and leader of the department. She received the Outstand-
ing Teacher Award from the residents, was the Deputy Director of 
Pediatric Anesthesiology, and became the Coordinator of the Gen-
eral Operating Rooms.  She did all of this while, as a single mother, 
she raised her three wonderful sons, Seth, Ryan and Micah. 
 
After being a member of the Johns Hopkins community for nearly 
30 years, she was recruited to join the staff at Children's Hospital 
of Philadelphia (CHOP) in 2002 as a Senior Anesthesiologist.  
Again, recognized as a leader, she became the Associate Division 
Chief of General Anesthesiology at CHOP.  She was promoted to 
the rank of Professor at the University of Pennsylvania School of 
Medicine in recognition of her scholarly work, and her national and 
international prominence. 
 
Although she left Johns Hopkins in 2002, she has maintained 
strong ties with her friends and with the institution. She has served 
as her Johns Hopkins Medical School class representative since 
2000, fostering communication among classmates, providing 
leadership for reunions, raising money for the Johns Hopkins 

Annual Fund.  Continuing the Maxwell's legacy, her youngest son, 
Micah J. Maxwell, is a 2012 MD, PhD graduate from the Johns 
Hopkins School of Medicine, and after completing his pediatric 
residency at Pittsburgh Children's Hospital, he is back at Johns 
Hopkins for a Hematology-Oncology Fellowship. In honor of her 
husband, Lynne founded the Keith Maxwell Memorial Fund and 
the Maxwell Family Scholarship Fund together with her brother-in-
law, Dr R. Ryan Maxwell, Hopkins Class of 1977, and her mother-in
-law, Dr Grace Rushing Maxwell, both now deceased. 
 

Lynne has been an active member of the AAP for decades, having 
become an AAP Fellow in 1979. She has served as a nationally 
elected member of the executive committee of the Section on 
Anesthesiology and Pain medicine, 2000-2008, as well as a 
member of the executive committee of the AAP Committee on 
Drugs (2002-2008) and now as a member of  the executive 
committee of the Section on Clinical Pharmacology and 
Therapeutics, since 2009.  She is currently a consultant to the 
FDA/NICHD for prioritization of off-patent drugs in accordance with 
the Best Pharmaceuticals for Children Act and a consultant for the 
FDA Center for Drug Evaluation and Research workshop in clinical 
trials of analgesics.  She is currently involved in multi-center 
studies examining neurotoxicity of anesthetics in children. 
 

When Lynne is not at work, she is caring for her dog, knitting 
(always knitting!), and enjoying time with her grandchildren, Isabella 
age 8 and Sebastian age 4. She loves to travel and has spent many 
of her vacations on scuba diving adventures across the globe.  In 
June 2012, Lynne had the mind-blowing experience of being on a 
Malaysian dive boat that sank in the middle of the night. When she 
finally made it to land, the email message sent to her friends was: 
"Boat sank. On small island in middle of nowhere. Lost a lot of stuff 
but safe and sound. Figuring out how to get home."  She and the 
others were rescued, taken to an island close to Singapore that was 
basically a runway with a small resort and a smaller naval base, 
and were flown out on a Malaysian Air Force C130 (she had some 
awesome pictures)! Lynne has certainly had her share of unexpected 
turn-of-events and has taken each one head-on with grace, fortitude 
and a wonderful sense of humor. 
 

Lynne has been a role model for a multitude of anesthesiology 
trainees and young faculty for her dedication to education and patient 
care as well as her collegiality, integrity, generosity and profession-
alism.  The Robert M. Smith award is a well-deserved honor in 
recognition of her life-time devotion to the care of children. 

Dr Lynne Maxwell to Receive 2016 Robert M. Smith Award in Colorado Springs 
by Dr Genie Heitmiller 

Each year at the SPA/AAP Winter Meeting, 
the Robert M. Smith Award is given to 
recognize an individual who has made 
outstanding contributions to the field of 
pediatric anesthesiology. The AAP Section 
on Anesthesiology and Pain Medicine 
established the Robert M. Smith Award 
in 1986 to honor Dr Smith for his contribu-
tions in the fields of pediatrics and pediatric 
anesthesiology. Dr Smith was one of the  
pioneers in anesthesiology who felt strongly that one of the 
goals of the field should be to improve techniques and equip-
ment for pediatric patients. 
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of the AAP Section on Anesthesiology & Pain Medicine Section.  
It has been my immense honor and pleasure to serve as the 
Chairperson over the past 2 years.  I have gained even greater 
respect for what the AAP does to ensure the safety of children.  
The successes would not have been possible without the hard 
work and support of the many members of the committee.  I am 
especially indebted to the support, advice and friendship of Drs 
Carolyn Bannister and Connie Houck.  I am continually amazed at 
the inspiring work of Dr Corrie Anderson in the preparation of our 
newsletter.  Above all, I am indebted to Jennifer Riefe, Manager of 
the AAP Section on Anesthesiology & Pain Medicine.  She is the 
"behind the scenes" power to the organization.  None of our 
accomplishments would be possible without her guidance and 
gentle reminders. 
 
I look forward to seeing everyone soon in San Diego and then in 
the spring in Colorado Springs.  I hope that the weather will 
cooperate and that we can hold off the advance of winter for a few 
more weeks. I welcome phone calls, curb side chats at meetings 
or emails with suggestions as to how to improve our section. 
 

Chair's Letter (Continued from page 2) 

SmartTots Releases Updated Consensus Statement Regarding 
Anesthesia Safety in Young Children  

Health experts say growing evidence points to need for more 
research; urge caution but not alarm. 
 
San Francisco – October 13, 2015 – SmartTots, a Public-Private 
Partnership between the U.S. Food and Drug Administration (FDA) 
and the International Anesthesia Research Society (IARS) designed 
to close research gaps related to the effects of anesthetics on the 
developing brain, has released an updated consensus statement 
(see page 24) that emphasizes a need for more research into the 
safety of anesthetics and sedatives administered to infants and 
young children under the age of 4. The statement was endorsed by 
19 leading U.S. and global health organizations, including the 
American Academy of Pediatrics, the American Society of Anesthe-
siologists and the Society for Pediatric Anesthesia.  
 

The consensus statement was developed by a working group of 
experts in anesthesia, pediatric medicine and neuroscience that 
was convened by SmartTots, a public-private partnership of the 
International Anesthesia Research Society and the U.S. Food and 
Drug Administration. The new statement follows one released in 
January 2013, and takes into account mounting evidence that ex-
posure to anesthetics or sedatives in animals at a very young age 
impairs learning ability, behavior and memory, and the possibility 
that this risk may translate to problems in young children as well. 
Clinical (human) research in this age group has been mixed, with 
some studies indicating that similar problems may exist.  
 
"We want to ensure that children under the age of four who have 
serious or life-threatening medical conditions receive the safest 
medications possible," said Janet Woodcock, MD, director of the 
FDA's Center for Drug Evaluation and Research. "The updated 
consensus statement is an important moment in our journey to 
identify any potential harm and, if necessary, find suitable solutions 
for these young children."  
 
While the statement does not recommend putting off needed surgery 
or procedures requiring anesthetics or sedatives – or conducting 
needed treatments without pain medication – it does urge health 
care providers and parents to discuss the risks, benefits and timing 
of any treatment. In particular, it advises weighing the benefits of 
any elective procedure against a potential risk. Experts also suggest 
exploring alternatives to anesthesia or sedation when pain manage-
ment is not an issue – for example, with diagnostic tests.  
 
Established science has shown that the human brain is still grow-
ing in the first few years of life and is more susceptible to harm 
when exposed to certain chemicals. However, it is unclear whether 
anesthetics can cause damage in the very young and if so, whether 
the length or number of exposures makes a difference. Also unknown 
is if any harm that may be detected is caused by the medication or 
by the underlying condition requiring surgery or a procedure in the 
first place. To the extent that there might be harm, the damage may 
be small – for instance, a learning deficit that would result in the loss 
of a few IQ points – but not insignificant.  
 

Growing body of evidence  
Since release of the last consensus statement, new animal research 
has continued to show short- and long-term learning deficits when 
general anesthetics are administered at an age comparable to a 
human under the age of 4. This growing evidence, combined with 
limited clinical results, has led the working group to call for more 
research to determine the safety of current anesthetics for young 
children, as well as whether there are drugs that might mitigate any 
harmful effects.  

"While the accumulated data in young animals is very concerning, 
it is still unclear as to whether this means that young children are 
at risk," said Constance Houck, MD, chair of the Surgical Advisory 
Panel with the American Academy of Pediatrics and an anesthesi-
ologist at Boston Children's Hospital and associate professor at 
Harvard Medical School. "We don't have any alternatives to the 
anesthetic drugs that are currently used, so it is imperative that we 
have comprehensive studies of the effects of anesthetics in infants 
and young children."  
 

Pilot clinical trial launched; funding sought  
In an unusual move, an international team of investigators has 
come together to design prospective clinical trials studying the 
possible long-term effects of anesthetics and sedatives on the 
developing brain. A pilot study evaluating a potential alternative to 
commonly used inhalational anesthetics is already underway. 
Unlike most previous studies involving children, which have been 
retrospective – i.e. looking at children's medical records after their 
exposure to anesthesia – the pilot study follows children 
prospectively, starting before medications are administered. 
Depending on the outcome of the pilot study, a more definitive 
clinical trial may be feasible.  
 

"These scientists would normally be competing for research funds," 
said Santhanam Suresh, MD, chair of pediatric anesthesiology at 
Lurie Children's Hospital in Chicago and professor at Northwestern 
University Feinberg School of Medicine, who co-chairs the SmartTots 
Steering Committee. "But they recognized the urgent need for 
knowledge and the benefits of working collaboratively to create the 
best possible study design."  
 

SmartTots is actively seeking funds for prospective clinical trials 
estimated to cost upwards of $30 million. They also are hopeful 
that the U.S. National Institutes of Health might receive additional 
funding, which in turn could provide more support for "orphan" 
research such as this project.  
 

SmartTots has created FAQ sheets for healthcare providers  
(http://smarttots.org/faq-for-health-care-professionals/) and for 
parents and caregivers (http://smarttots.org/faq-for-parents/) to 
provide guidance when considering anesthetic or sedative use in 
infants and toddlers.  
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Note to Readers: Dr David J. Schonfeld, developmental-
behavioral pediatrician, member of the American Academy of Pedi-
atrics Disaster Preparedness Advisory Council, and commissioner 
for both the National Commission on Children and Disasters as 
well as the Sandy Hook Advisory Commission in  
Connecticut, will  be giving the AAP Advocacy  
Lecture at the 2016 SPA/AAP Joint Winter Meet- 
ing in Colorado Springs. He is lead author of the  
recently-released AAP Report discussed in the  
article below.  
 

"Several weeks after the 2012 shooting at a movie  
theater in Aurora, CO, that left 12 dead, a local  
mother offered to take her kindergartner to a Disney show, think-
ing he was blissfully unaware of the tragedy.  She was shocked 
when he refused, saying people get shot in movie theaters," 
related David J. Schonfeld, MD, FAAP, a member of the AAP 
Disaster Preparedness Advisory Council (DPAC).  "The reality is 
even very young children are aware of what's happening even if 
they haven't been told," he said. 
 

Dr Schonfeld has co-authored a clinical report that looks at the 
impact of disasters on children's emotional health and suggests 
strategies to help them cope and recover. Providing Psychosocial 
Support to Children and Families in the Aftermath of Disasters and 
Crises comes from DPAC and the Committee on Psychosocial 
Aspects of Child and Family Health. The report was published in 
the October issue of Pediatrics (http://pediatrics.aappublications. 
org/content/136/4/e1120.full.pdf+html).  It serves as a significant 
revision to a policy from a decade ago and contains updated 
information about how children are affected by disasters, new 
approaches for providing support, lessons from recent events and 
an expanded role for pediatricians. There also is a new section on 
assisting schools after a crisis. 
 

While some children with severe issues may need to see a psych-
ologist, pediatricians can offer a great deal of support to many.  
"Pediatricians play a really essential role in terms of both helping 
families understand the impact of disasters on children, what can 
be done and also understand the long-range consequences for 
kids if they do develop more symptoms or lasting psychological 
issues," said Thomas Demaria, PhD, co-author of the report and 
an expert on trauma and crisis response. Developing relationships 
in the community and making disaster plans will put pediatricians 
in the best position to assist children. 
 

Risk factors for adjustment difficulties 

Roughly 14% of children ages 2 through 17 years were found to 
have been exposed to a disaster, based on a sample of more than 
2,000 U.S. children, the report says. Disasters took a variety of 
forms from hurricanes to terrorism to disease outbreaks. 
 

Because of their lack of experience and coping skills, children are 
especially at risk of suffering psychological trauma or adjustment 
difficulties after a disaster, according to the report. Many factors 
could shape their response and their likelihood to struggle, including 
the nature of the event, degree of personal involvement and pre-
existing mental health status. 
 

Responding to a disaster 

When disaster strikes, the most immediate priorities are the children's 
physical health and basic needs like food and shelter. The report 
recommends then providing psychological first aid, which includes 

listening to patients, assessing their needs, providing them with 
information and connecting them with resources, according to Dr 
Demaria. However, in large-scale disasters, pediatricians will not 
be able to rely on a triage approach to help children due to the 
sheer volume of people impacted and the inability or resistance of 
some to access mental health care. 
 

"You do need to screen, and you do need to treat, but you also 
have to realize in major events that affect large populations or the 
entire school, you have to start putting resources into place that 
have more of a public health perspective and are more in terms of 
secondary prevention and promoting recovery on a community or 
group basis," Dr Schonfeld said. 
 

Pediatricians can provide anticipatory guidance to families about 
symptoms to watch for. The report includes tables with signs and 
symptoms of adjustment reactions and post-traumatic stress dis-
order. Trouble eating or sleeping, anxiety, substance abuse, 
irritability, flashbacks and hypervigilance all might point to a prob-
lem.  However, many will not demonstrate symptoms, and some 
will present with physical symptoms rooted in emotional issues. 
The report recommends interviewing children alone with the parents' 
permission because they may be more likely to open up about 
their concerns. 
 

In the aftermath of a disaster, children should be provided informa-
tion at a level they can understand and be allowed to ask questions. 
"We find that oftentimes parents and people don't want to tell the 
child about what is going on or if there's any continued risk, and 
what that does is just promotes more distress in the child," Dr 
Demaria said. 
 

The report recommends avoiding psychotropic medications for 
children. Instead, children should be encouraged to express their 
feelings and develop coping mechanisms.  "We probably need to 
shift the conversation sometimes away from talking them out of 
having legitimate concerns to how do you deal with your concerns," 
Dr Schonfeld said.  In addition, the report offers advice for providing 
consultation to schools, saying they should have guidelines and 
crisis teams in place. All school staff should be able to provide basic 
psychological first aid. 
 

Pediatricians sometimes neglect to care for themselves in the midst 
of helping children, parents, schools and other organizations, but 
doing so is important, especially if a disaster impacts their own 
families or homes.  "A lot of people like to believe they're supermen 
and superwomen, and we all have to realize we need to take the 
cape off every so often," Dr Demaria said. "I think what happens a 
lot of times when a disaster or crisis strikes, we want to be there 
for everybody and we deplete ourselves." 
 

Role of the pediatrician in disasters 

 Encourage families and communities to prepare. 

 Provide support to families in the immediate aftermath and 
throughout recovery. 

 Educate families on strategies to promote coping and resilience. 

 Provide timely triage to identify children at significant risk of 
developing adjustment difficulties and refer them to appropriate 
services. 

 Help schools and child care centers prepare, respond and 
recover from a disaster. 

(Continued on page 11) 

AAP Report Offers Wealth of Information on How to Help Children After Disaster Strikes 
Melissa Jenco, News Content Editor 
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The SOA 50
th

 Anniversary Celebration in Photos 
March 14, 2015 

The Arizona Biltmore, Phoenix 

Thanks for celebrating with us on such a beautiful evening! 

Joseph Tobias, Current Chairperson of the Section on 

Anesthesiology and Pain Medicine (SOA) with Constance 

Houck, former SOA Chairperson and Chairperson of the AAP 

Surgical Advisory Panel, pictured in front of a poster honoring all 

of the Former Chairs of the Section 

Robert M. Smith Award Winners, Charles Coté (2011), George 

Gregory (1999), Charles Lockhart (2015), Juan Gutierrez (2010), 

and J. Christian Abajian (2013) 

Robert M. Smith Award Winner, George Gregory (1999), and SOA 

Chairpersons, Joseph Cravero (2006-2008), Constance Houck 

(2008-2011), Joseph Tobias (2013-2015), Charles Coté (1992-1994), 

Lynne Ferrari (1998-2000), Charles Lockhart (1980-1982), Alvin 

Hackel (1986-1988), Juan Gutierrez (1988-1990), J. Michael 

Badgwell (1994-1996) 

Thanks again to our many sponsors for 

making the anniversary celebration possible: 
 

Arkansas Children's Hospital 

Boston Children's Hospital 

Children's Hospital & Medical Center Omaha 

Children's Hospital of Los Angeles 

Children's Hospital of Michigan 

The Children's Hospital of Philadelphia 

Children's Hospital of Wisconsin 

Children's Medical Center of Dallas 

Children's National Medical Center – DC 

Cincinnati Children's Hospital 

Duke Children's Hospital 

Egleston Children's Hospital 

Nationwide Children's Hospital 

Nemours/Alfred I. duPont Hospital for Children 

Rainbow Babies & Children's Hospital 

Riley Hospital for Children 

Stanford University 

Texas Children's Hospital/Baylor College of 
Medicine 

University of Colorado 

University of New Mexico 

Valley Anesthesia 
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The SOA 50th Anniversary Celebration in Photos 

The venue for the celebration, the 

Arizona Biltmore Hotel in Phoenix 

In honor of the 50
th

 Anniversary of the AAP 

Section on Anesthesiology and Pain Medicine,  
we gave away a free year of AAP membership as part 

of a special AAP trivia challenge. Joyce Phillips, MD, 

FAAP, from the University of New Mexico answered 

the most questions correctly on our historical trivia 

questionnaire and was awarded the free membership 

year at the SPA/AAP Winter meeting in March. If 

you're interested in learning a little bit about the history 

of the AAP and the founders of the field of pediatric 

anesthesia, the questionnaire (with answers) is now 

posted online at: http://downloads.aap.org/DOSP/

slideshow.ppt 

Many Section members have asked for copies of 

the posters that were displayed onsite at the 

anniversary celebration. The three posters, one featuring 

images of all of the past Chairpersons of the Section on 

Anesthesiology and Pain Medicine, one featuring images 

of all of the past Robert M. Smith Award winners, and 

one highlighting the many accomplishments of the 

Section over the past 50 years, have been included 

starting on page 21 of this newsletter. 
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Lumbar Plexus (Psoas Compartment) Blocks for Children 
Corrie T. M. Anderson, MD, FAAP, and Nishanthi Kandiah, MD 
AAP Section on Anesthesiology and Pain Medicine 

Introduction:  Peripheral nerve blocks have become more popular 
recently. They have a reduced frequency of many of the untoward 
side effects that are associated with central neuraxial blocks and 
with opiate administration.1  One of the "advanced" peripheral 
nerve blocks is the lumbar plexus block, otherwise known as the 
psoas compartment block. This block is useful for surgery on the 
hip or femur. When combined with a sciatic nerve block, the lumbar 
plexus block can produce anesthesia for procedures on the entire 
lower extremity. The use of ultrasound has made this block more 
appealing to perform.2  
 

Anatomy:  Unlike the upper extremity the innervation of the lower 
extremity arises from two plexuses, the lumbar plexus (anterior 
rami of the spinal nerves L1-L4) and the sacral plexus (anterior 
rami of spinal nerves L4-S4). The lumbar plexus frequently has 
a branch of T12 intermingled within it. Residing in the substance 
of the psoas muscle (thus the name psoas compartment), the 
lumbar plexus travels in the dorsal two-thirds of the psoas 
muscle downward from its origins. (See Figure 1) The psoas muscle 
lies ventral to the transverse processes of the lumbar vertebrae 
and is bordered laterally by the quadratus lumborum muscle and 
medially by the vertebral bodies of the respective lumbar vertebra. 
Terminal branches of the lumbar plexus include the iliohypogastric 
(T12-L1), ilioinguinal (L1), femoral (dorsal L2-4), lateral femoral 
cutaneous (dorsal L2-3), genitofemoral (L1-2), the obturator nerve 
(ventral L2-4) and the obturator accessory nerve (ventral L3-4). 
 

Techniques:  Multiple approaches to the lumbar plexus block have 
been described.3,4  Alon Winnie, one of the founding members of 
the American Society of Regional Anesthesia, is often sited as the 
first to have described the posterior approach to this block.5 Prior 
to the age of ultrasound guided regional anesthesiology (UGRA), 
practitioners such as Winnie, used a series of measurements 
incorporating the location of multiple boney structures and their 
spatial relationship to one another to perform this block. These 
structures included the posterior superior iliac spine (PSIS), the 
spinous process (SP) and the iliac crest (IC). The success rate of 
these techniques was quite variable and depended on the accuracy 
of the measurements. The lumbar plexus block remained a block 
that was not often performed in the pediatric population. This was 
despite the excellent work of Bernard Dalens who wrote extensively 
about the benefits of this block and how to perform it in children.6 
 

In 2011, Walker et al., reignited interest in performing lumbar plexus 
blocks in children. They described a method of localizing the 
lumbar plexus that did not utilize ultrasound but appeared to be 
quite accurate in pinpointing the nerves of the lumbar plexus.7 
After measuring the length of the perpendicular line drawn from 
the posterior superior iliac spine (PSIS) to the intercristal line (ICL), 
(the PSIS-ICL line), they used the length of this line as a guide to 
the depth from the skin to the plexus. (See Figure 2) With these 
measurements and with the use of a nerve stimulator, a stimulating 
block needle was inserted into the skin at the intersection of these 
two lines. The depth of needle insertion corresponded to the length 
of the PSIS-ICL line. The researchers found a strong correlation 
between the length of the PSIS-IC line and the depth from the skin 
to the lumbar plexus (R2 = 0.89, P < 0.0001). Movement of the 
quadriceps muscles at ≤ 0.8 mA was taken as a sign of a successful 
block. If stimulation of the quadriceps was not readily achieved, 
the needle was then reinserted aiming the tip of the needle at a 
slightly steeper angle.  

Karmakar et al., 2008, have described another  
method of lumbar plexus localization.8 They em- 
ployed a technique using ultrasound as an aid.  
With this technique, the ultrasound probe is first  
held parallel to the spinous processes and then  
moved laterally until the transverse processes of  
L2- 4 are visualized. In their study the alternating  
light and dark areas on ultrasound were designa- 
ted the “Trident” sign. (See Figure 3) Using this  
method, the lumbar plexus nerves can sometimes  
be seen within the psoas muscle. The nerves look  
like long continuous thick ropes. To reach the  
lumbar plexus, a stimulating needle is advanced 
in-plane between L3 and L4 through the  
“acoustic window” (the spaces between the transverse processes) 
until the quadricep muscles are simulated. (See Figure 4) The 
nerve stimulator amperage, and then the position of the stimulating 
block needle, was adjusted to evoke an appropriate quadriceps 
motor response at ≥ 0.3 mA but ≤ 0.5 mA.  
 

The last method to be described here appeared in the British Jour-
nal of Anaesthesia in 2013. Authored by Sauter et al., this technique 
detailed a simple and intriguing method of localizing the lumbar 
plexus using ultrasound and nerve stimulation.9  With this tech-
nique the patient is placed in the Sims position with the side to be 
blocked uppermost. A low frequency ultrasound probe is placed on 
the patient’s flank just above the iliac crest so that a short axis 
view of the psoas muscle can be seen. (See Figure 5) The trans-
verse process (TP), the erector spinae (ES), quadratus lumborum, 
vertebral body (VB) and psoas muscle can all be visualized. (See 
Figure 6) Their relationship to one another creates the appearance 
of a “Shamrock”. (See Figures 7a & 7b.) 
 

Conclusion: There are multiple methods to perform a lumbar plexus 
block. This is a peripheral nerve block that can be performed for 
many types of lower extremity procedures. Since it does not involve 
breaching the neuraxial space, the risk of epidural hematoma is 
very low. This block requires a high volume of local anesthetic to 
be effective so take care in calculating the maximum allowable 
dose prior to bolusing the patient. If you are using a continuous infu-
sion to provide pain relief, secure the catheter with the extensive 
use of tape and other water-proof coverings. 
 

Figures follow on next page. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Once Around the Block 

Nishanthi Kandiah 

Corrie Anderson 

 Advocate for government agencies to create disaster 
preparation and response services tailored to children. 

 

Resources 

 AAP Children and Disasters site, http://bit.ly/1JmG9hE 
 AAP advice on helping children cope with disaster, 

www.aap.org/disasters/adjustment 
 Listen, Protect, Connect — Model and Teach, psychological 

first aid for students and teachers, http://1.usa.gov/1N02TLI 

 Coalition to Support Grieving Students, www.grievingstudents.org 

 National Center for School Crisis and Bereavement, 
www.schoolcrisiscenter.org 

 School Safety During Emergencies: What Parents Need to 
Know, http://bit.ly/1JB9pkX 

Disaster Report (Continued from page 8) 
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Once Around the Block 

Figure 1. The lumbar plexus 
and its branches from Henry 
Gray's "Anatomy of the 
Human Body" 
Source: https://commons. 
wikimedia.org/wiki/
File:Gray823 

Figure 2. The distance from the PSIS to the intercristal (Truffier's) 
line (ICL) is approximately the depth of the needle insertion to 
reach the lumbar plexus. 

PSIS 

Intercristal line 

Figure 3. Note the 
spaces between the 
prongs of Poseidon's 
Trident. They are 
alternating light and 
dark areas. Similarly, 
the transverse 
processes cause light 
(acoustic window) and 
dark (acoustic shadow) 
areas on ultrasound. 

Trident 

Figure 4. Ultrasound appearance of the transverse processes of 
L3-4 and the "acoustic window" and "acoustic shadow" created 
by the transmission and reflection of the ultrasound waves. 

Figure 5. Image depicting 
the position of the 
patient, ultrasound probe 
and needle during the 
Shamrock approach to 
the lumbar plexus.  

Figure 6 Ultrasound image of the vertebral body (VB), the erector 
spinae (ES) muscle and the psoas muscle using the Shamrock 
approach to visualize the lumbar plexus.  

(Continued on page 13) 
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Quadratus 
Lumborum 
muscle 

 

Erector 
Spinae 
Muscle 

Psoas 
Muscle 

Various members of our AAP Section on Anesthesiology and Pain 

Medicine are currently serving as authors of the following AAP 

statements and clinical reports in progress: 

 

NEW Statements and Reports 

 Care of Pediatric Patients with Chronic Pain (Lead Authors: 
Kenneth Goldschneider, Elliot Krane, Sabine Kost-Byerly); A 
new joint policy statement from the AAP Section on 
Anesthesiology and Pain Medicine, the American Pain Society 
(APS), and the Society of Pediatric Pain Medicine (SPPM); 
Status: First Draft in Progress 

 Codeine and the Potential for Toxicity in the Pediatric 
Patient (Lead Authors: Joseph Tobias, Thomas Green); A new 
joint clinical report from the AAP Section on Anesthesiology and 
Pain Medicine and the AAP Committee on Drugs;  
Status: Internal Review of Manuscript by AAP Committees, 
Councils, and Sections complete; Revised draft being prepared. 

 

Statements and Reports Undergoing Revision 

 Critical Elements for Anesthesia Care in the Pediatric Peri-
operative Environment (Lead Author: David Polaner); A 
revision of the 1999 AAP statement, "Guidelines for the Pediatric 
Perioperative Anesthesia Environment":  
http://pediatrics.aappublications.org/content/103/2/512.full.pdf 
Status: Publication expected in December 2015 

 The Assessment and Management of Acute Pain in Infants, 
Children, and Adolescents (Lead Authors: Constance 
Houck, Corrie Anderson, Rich Martini); A revision of the 2001 
AAP statement with the same title:  
http://pediatrics.aappublications.org/content/108/3/793.full.pdf 
Status: First Draft in Progress 

 Guidelines for Monitoring and Management of Pediatric 
Patients During and After Sedation for Diagnostic and 
Therapeutic Procedures (Lead Authors: Charles Cote, 
Stephen Wilson); A revision of the 2006 AAP/American 
Academy of Pediatric Dentistry (AAPD) clinical report with the 
same title:  
http://pediatrics.aappublications.org/content/118/6/2587.full.pdf 
Status: Review by the AAP Board of Directors in Progress 

 Prevention and Management of Pain in the Neonate: An 
Update (Lead Author from SOA: Navil Sethna); A revision of 
the 2006 AAP Committee on Fetus and Newborn/Section on 
Surgery/Section on Anesthesiology and Pain Medicine state-
ment with the same title:  
http://pediatrics.aappublications.org/content/118/5/2231.full.pdf 
Status: Publication is expected in early 2016 

 Interpretation of Do-Not-Attempt-Resuscitation and 
Resuscitation Limitation Orders for Pediatric Patients Who 
Require Anesthesia and Surgery (Lead Author from SOA: 
Courtney Hardy); A revision of the 2004 AAP Committee on 
Bioethics/Section on Surgery/Section on Anesthesiology and 
Pain Medicine clinical report, "Do-Not-Resuscitate Orders for 
Pediatric Patients Who Require Anesthesia and Surgery":  
http://pediatrics.aappublications.org/content/114/6/1686.full.pdf 
Status: Internal Review of Manuscript by AAP Committees, 
Councils, and Sections complete; Revised draft being prepared. 

Section Policy Statement Update –  
What's in Progress Now… 

Figure 7a. The relative 
position of the three muscle 
and the transverse process 
as seen by ultrasound is 
likened to a "Shamrock". 

Figure 7b. Illustration of the anatomical structures seen with the 
visualizing the "Shamrock" created by the muscular and boney 
structures seen from the transaxial approach to performing and 
ultrasound of the lumbar plexus. 

1. Polaner DM, Drescher J: Pediatric regional anesthesia: what is the 
current safety record? Paediatric Anaesthesia 2011; 21:737–42 

2. Polaner DM, Martin LD, PRAN Investigators: Quality assurance 
and improvement: the Pediatric Regional Anesthesia Network. 
Pediatric Anesthesia 2012; 22:115–9 

3. Parkinson SK, Mueller JB, Little WL, Bailey SL: Extent of 
blockade with various approaches to the lumbar plexus. Anesth 
Analg 1989; 68:243–8 

4. Bollini C, Sforsini C, Vascello L: Lumbar plexus block (anterior 
approach). Techniques in Regional Anesthesia and Pain 
Management 2006; 10:150–8 

5. Winnie AP, Ramamurthy S, Durrani Z, Radonjic R. Plexus blocks 
for lower extremity surgery. Anesthesiol Rev 1974; 1: 11-6. 

6. Dalens B, Tanguy A, Vanneuville G: Lumbar plexus blocks and 
lumbar plexus nerve blocks. Anesth Analg 1989; 69:852–4 

7. Walker B, Flack S, Bosenberg A: Predicting Lumbar Plexus 
Depth in Children and Adolescents. Anesth Analg 2011; 112:661 

8. Karmakar MK, Ho AM-H, Li X, Kwok WH, Tsang K, Ngan Kee 
WD: Ultrasound-guided lumbar plexus block through the acoustic 
window of the lumbar ultrasound trident. Br J Anaesth 2008; 
100:533–7 

9. Sauter AR, Ullensvang K, Bendtsen TF, Borglum J. The 
"Shamrock Method" a new and promising technique for 
ultrasound guided lumbar plexus block. Br. J. Anaesth, 2013, e-
pub  

Once Around the Block 

(Continued from page 12) 
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American College of Surgeons Children's Surgery Verification and 
Quality Improvement Program: An Update 
Constance S. Houck, MD, FAAP, Jayant K. Deshpande, MD, MPH, FAAP, and Randall 
M. Flick, MD, MPH, FAAP 

As mentioned in the Spring 2015 
SOA Newsletter, representatives 
of the AAP Section on Anesthesi-
ology and Pain Medicine, the  

Society for Pediatric Anesthesia and the Committee on Pediatric 
Anesthesia of the American Society of Anesthesiologists have 
been collaborating with our surgical colleagues to define optimal 
resources for children's surgical care in the U.S. as part of an 
initiative supported by the American College of Surgeons (ACS) 
and the Children's Hospital Association (CHA). A Task Force of 
pediatric surgical specialists from various disciplines led by 
pediatric surgeon, Keith Oldham, was initially convened in 2012 to 
consider how to "optimize the delivery of children's surgical care in 
today's competitive national healthcare environment," and this 
initiative has now evolved into a pilot ACS Quality Program – the 
Children's Surgery Verification Pilot. This is the 5th Quality 
Improvement and Verification program that the American College 
of Surgeons has sponsored – with existing programs in Bariatrics, 
Breast Disease, Cancer and Trauma. This pilot program represents 
"the nation's first and only multispecialty standards for children's 
surgical care." 
 

Six hospitals, 3 pediatric specialty hospitals, 2 pediatric surgical 
programs within a larger hospital and 1 Level 2 pediatric surgical 
program volunteered to participate in this pilot verification program. 
All verification site visits took place in April and May 2015.  The sur-
veyor teams consisted of 2 - 3 children's surgeons, a pediatric 
anesthesiologist, a nurse reviewer, and observers from the American 
College of Surgeons.  Pilot site reviewers included Section members 
Lynn Martin, Jay Deshpande, Connie Houck and Randy Flick, 
all of whom have been involved with the development of the com-
prehensive set of standards for this verification program.  At the 
conclusion of these pilot visits during the last weekend of May, the 
verification committee met in Chicago to discuss the lessons learned 
and update and streamline the standards.  The entire Optimal 
Resources for Children's Surgery Task Force Committee met for 
the 4th and final time on October 5, 2015, during the Clinical 
Congress of the American College of Surgeons in Chicago  

to finalize the initiative prior to the official launch  
of this quality improvement program in 2016. Drs  
Deshpande and Houck were asked to continue  
as the pediatric anesthesiology representatives  
to the Children's Surgery Verification Committee.  
 

There have already been more than 80 chil- 
dren's surgery programs to date that have  
expressed interest in this ACS quality im- 
provement program. More specific informa- 
tion about the Optimal Resources for Children's  
Surgical Care standards and the Pre-Review  
questionnaire for applicant organizations can be  
found on the ACS website at the following link:  
https://www.facs.org/quality-programs/childrens- 
surgery-verification-pilot 
 

A summary of the children's surgery standards  
and scope of practice can be found in Table 1  
on page 15 of this newsletter.  
 

Outreach efforts to the Anesthesiology community 
are ongoing. Drs Deshpande, Houck and Oldham  
spoke about the concept, goals and long term  
plans for this quality program at the 2015 Inter- 
national Anesthesia Research Society meeting in 
March. This quality improvement and verification  
program will also be the subject of the Pediatric  
Subspecialty Panel at the 2015 American Society  
of Anesthesiologists meeting this month. 
 

Stay tuned for further developments as this multidisciplinary 
pediatric surgical quality and verification initiative takes shape! 
 
 
 
 

(Table on page 15) 
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American College of Surgeons Report (Continued from page 14) 

Table 1: Summary of Children's Surgical Center with Scope of Practice  

Level I II III 

Age Any Any > 6 months 

ASA 1-5 1-3* 1-2 

Multidisciplinary 
management of co-
morbidities 

Multiple medical and surgical 
specialties; pediatric anesthesiology 

Typically single surgical specialties; 
neonatology; pediatric 
anesthesiology 

None 

Operations† Major congenital anomalies and 
complex disease including those that 
are uncommon or require significant 
multidisciplinary coordination 

Common anomalies and diseases 
typically treated by most pediatric 
surgical specialists and that do not 
require significant multi-specialty 
coordination. 

Common, low-risk procedures 
typically performed by a single 
specialty. 

Ambulatory‡ ASA 1-3 
Full term infants and preterm infants 
may be cared for as ambulatory 
patients based on written guidelines 
established by the pediatric 
anesthesiologist in charge of 
perioperative care. Institutional 
guidelines generally require full term 
infants < 4 weeks or preterm infants 
< 50 weeks PMA weeks to be 
monitored for at least 12 hours 
postoperatively. 

ASA 1-3 
Full term and preterm infants may 
be cared for as ambulatory patients 
based on written guidelines 
established by the pediatric 
anesthesiologist in charge of 
perioperative care. Institutional 
guidelines generally require full term 
infants < 4 weeks or preterm infants 
< 50 PMA to be monitored for at 
least 12 hours postoperatively. 

Otherwise healthy (ASA 1-2) 
Age > 6 months 

PMA = Post menstrual age 
*Emergent procedures in some patients > ASA 3 may be appropriate in neonatal patients such as those with necrotizing enterocolitis. 
†
 Depending upon patient age, co-morbidities and need for multi-disciplinary surgical approach, these may be appropriate for either Level I or 

Level II centers. 
‡
Ambulatory sites of care are included in these recommended levels of institutional designation when the onsite provider team possesses the 

requisite pediatric training and experience.  The site of care may be physically attached/integrated into the hospital or may be a component of a 
demonstrably integrated health care delivery system that provides these defined resources. 

PHO Tech Tip 
 

I n this feature we hope to highlight various technologies that have been developed to assist pediatric hematology /
oncology patients with their care and pediatric hematology/oncology physicians in caring for their patients.*  If you 

have a tech tip that you would like to be shared in future editions of the newsletter, please send them to: Suzanne Kirkwood 
at skirkwood@aap.org. 

VOICE Crisis Alert (http://crisisvoice.com/) 

This free app was developed for patients with sickle cell disease to record a pain event, communicate it to a contact(s) of 
choice, view pain history, and view/edit a Crisis Care summary page. It has been tested to run on most devices running 
Apple IOS (iPhone, iPad, iPod Touch, etc.) or Android operating systems. Windows Mobile, however, is currently not 
supported. 

Pain Squad Mobile App 

The Hospital for Sick Children in Toronto (or SickKids) needed to find a way to encourage their young cancer patients to 
complete daily reports on their pain. With a little back-up from Canada's top police dramas, an innovative mobile app 
made this overwhelming task easy and fun. This app is free to download from the Apple Store. Read about the development 
of the app (http://www.sickkids.ca/AboutSickKids/Newsroom/Past-News/2012/iphone-app-helps-with-cancer-
pain.html) and view a video regarding the app (http://www.campaignpage.ca/sickkidsapp/) 

*Inclusion of this information within the newsletter does not represent endorsement of the product by the AAP. 
 

Reprinted from the Winter 2015 Edition of the Section on Hematology/Oncology Newsletter 
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Continued on next page. 
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For more than 40 years, naloxone has been 
saving the lives of people who overdose on 
an opioid. With the United States in the midst 
of an opioid misuse, overdose and death 
epidemic, the American Medical Association 
Task Force to Reduce Opioid Abuse strongly 
encourages widespread access to naloxone 
as well as broad Good Samaritan protections 
to those who aid someone experiencing an 
overdose. Combined, these two policies have 
saved tens of thousands of lives across the nation.

What physicians can do

The Task Force encourages physicians to consider prescribing naloxone when it is clinically 
appropriate to do so. Several factors that may be helpful in determining whether to co-prescribe 
naloxone to a patient, or to a family member or close friend of the patient, include:

• Is my patient on a high opioid dose?
• Is my patient also on a concomitant benzodiazepine prescription?
• Does my patient have a history of substance use disorder?
•  Does my patient have an underlying mental health condition that might make  

him or her more susceptible to overdose?
•  Does my patient have a medical condition, such as a respiratory disease or other  

co-morbidities, that might make him or her susceptible to opioid toxicity, respiratory  
distress or overdose?

• Might my patient be in a position to aid someone who is at risk of opioid overdose?

Opioid overdose is most often accidental and can occur in patients with and without substance 
use disorders. Naloxone can save lives. Co-prescribing requires that physicians are prepared to 
educate their patients (and families/loved ones) on the risk and what to do in case of overdose. 
The Task Force also acknowledges that a decision to co-prescribe naloxone may raise difficult 
issues for some physicians, including how to have a discussion about the risk of overdose; the 
potential stigma a patient may feel; how to engage the patient in broader discussions about 
treatment for a substance use disorder, if applicable; and how to ensure the patient (or close 
friend/family member) has the appropriate training to act in case of an overdose. 

Continued on next page …

Help save lives:  
Increase access to naloxone

From 1996 through June 2014, layperson 

administration of naloxone has saved the lives 

of more than 26,000 people in the United 

States*. With co-prescribing and other policies 

to increase access to naloxone, it is likely that 

thousands more can be saved.

* Source: CDC

The AMA Task Force to Reduce Opioid Abuse

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6423a2.htm


Does your state have key laws to save lives from overdose?

The Task Force applauds the public support for naloxone access and Good Samaritan 
protections from the U.S. Department of Health and Human Services, the U.S. Office 
of National Drug Control Policy, the U.S. Substance Abuse and Mental Health Services 
Administration and other key federal agencies. There is a clear federal role in supporting 
specific budget allocations to increase access to naloxone through state block grant programs 
and other state-based initiatives. 

At the state level the Task Force urges policymakers to continue their efforts to expand access 
to naloxone in the community, support efforts to encourage co-prescribing, ensure that 
naloxone is available at a cost that makes it accessible to patients, and ensure that states have 
broad Good Samaritan protections in statute.  

More than half of the states have enacted a naloxone  
access law, but more work remains

As of July 30, 2015, all but six states had passed either naloxone 
access laws, Good Samaritan laws, or both, according to the 
Network for Public Health Law (NPHL). Thirty-two states provide 
civil immunity to medical professionals who prescribe naloxone. 
Thirty-seven states permit naloxone to be prescribed to third parties 
such as a close family member or friend of a patient, and 27 states 
permit physicians to prescribe the medication via standing order. 

The Task Force urges every state to thoroughly review its law and ensure it has the policies 
to increase access to this life-saving medication. This includes ensuring all first responders 
have access to naloxone, explicitly permitting standing orders for naloxone dispensing, 
and community-based distribution programs such as those offered by harm reduction 
organizations. The AMA has a model bill that contains these important provisions.  
To learn more about the Task Force visit ama-assn.org/go/endopioidabuse.

Good Samaritan protections are necessary component  
to naloxone access

To further encourage saving lives, the Task Force believes that a  
person who provides assistance to someone experiencing an 
overdose—as well as the person who overdosed—should not have 
to fear arrest, prosecution or other civil or criminal repercussions. 
As of July 30, 2015, 34 states have adopted such Good Samaritan 
overdose protection legislation, according to the NPHL. Thirty of 
these laws protect a person who calls for help in good faith in an 
overdose from prosecution for minor drug crimes, while 14 protect 
the person from arrest for those offenses. As physicians and health 
care professionals, the Task Force believes that everything should be done to support saving  
a life from overdose, including removing the fear that someone may have in calling for help.  
To learn more about the Task Force visit ama-assn.org/go/endopioidabuse.

Continued on next page …

Source: Network for Public Health Law

States with naloxone access laws 
September 2015

States with overdose  
Good Samaritan laws

 September 2015

Source: Network for Public Health Law

The AMA Task Force to Reduce Opioid Abuse
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What is naloxone? Naloxone, first introduced as “Narcan,” is a life-saving medication that has 
been used safely by individuals, first responders and health care professionals for more than 
40 years. It has no potential for abuse.

What happens when naloxone is administered to someone experiencing an overdose?  
When administered properly, naloxone is a medication that can reverse a life-threatening opioid 
overdose by blocking the opioids’ effects, restoring breathing and preventing death.

Help save lives from overdose:
Enact naloxone access and Good Samaritan protections now

The following resources may be of value:

•   Overdose prevention resources (Harm Reduction Coalition)

•  Public Policy Statement on the Use of Naloxone for the  
Prevention of Drug Overdose Deaths (American Society of Addiction Medicine) 

•  A Review of Opioid Overdose Prevention and Naloxone Prescribing: Implications  
for Translating Community Programming Into Clinical Practice  
(BMC Public Health. 2014; 14: 297) 

•  Naloxone Distribution from the ED for patients at-risk for Opioid Overdose  
(American College of Emergency Physicians)

•  When Seconds Count: “Opioid Overdose Resuscitation” card  
(American Society of Anesthesiologists)

•  Webinar and module on the fundamentals of the theory and practice of Motivational 
Interviewing, with a special focus on substance use disorders and addiction. (American 
Academy of Addiction Psychiatry)

Members of the Task Force:

American Academy of Addiction Psychiatry
American Academy of Family Physicians
American Academy of Hospice and  

Palliative Medicine
American Academy of Orthopaedic Surgeons
American Academy of Pain Medicine
American Academy of Pediatrics
American Academy of Physical Medicine and 

Rehabilitation
American Association of Neurological Surgeons and 

Congress of Neurological Surgeons
American College of Emergency Physicians
American College of Occupational and Environmental 

Medicine
American College of Physicians

American College of Rheumatology 
American Congress of Obstetricians and 

Gynecologists
American Medical Association
American Osteopathic Association
American Psychiatric Association 
American Society of Addiction Medicine
American Society of Anesthesiologists
Arkansas Medical Society
Massachusetts Medical Society
Medical Society of the State of New York
New Mexico Medical Society
Ohio State Medical Association
Oregon Medical Association
Utah Medical Association

© 2015 American Medical Association. All rights reserved. 
EZM:15-0560:9/15
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Celebrating 50 Years of 
Accomplishments: 1965-2015
· Developed the first collaborative standards for the care and 
monitoring of children undergoing sedation.

· Developed the first guidelines for the pediatric perioperative 
environment.

· Co-authored numerous statements and guidelines on pain 
management for neonates, infants and children with our 
colleagues in Neonatology, Surgery, Emergency Medicine 
and Hospital Medicine.

· Provided specialty specific expertise at AAP conferences 
and to the AAP leadership on anesthesiology, crisis resource 
management, preoperative assessment, pain management, 
sedation, airway management and neurotoxicity.

· Provided important guidance in pharmacologic and 
perioperative care of children with our ongoing involvement 
with the AAP Committee on Drugs.

· Offered expertise to other pediatric subspecialists and to 
parents and families to ensure the best care of children 
having surgery, procedures or dealing with pain.

 · Advocated at the state and federal level for   
  optimal perioperative care of children.

 · Acted as an important voice of pediatric    
  anesthesia for the pediatric community and   
  the American Academy of Pediatrics.

 · And SO much more!

Celebrating 50 Years



1986: Robert M. Smith 1988: A. W. Conn 1990: Ernest Salanitre1987: William O. McQuiston 1990: Herbert Rackow  
 

1992: Joseph Marcy 1993: Gordon Jackson-Rees

1995: Leonard Bachman 1997: C. Ron Stephen1994: Margery VanNorden  
 Deming

1996: John J. Downes 1998: John F. Ryan 1999: George A. Gregory 2001: David Steward

2002: Dolly Hansen 2004: Theodore Striker 2003: Etsuro K. Motoyama 2006: Alvin Hackel 2007: Josephine Templeton 2009: David Ryan Cook2008: Frederic Berry

2011: Charles Coté2010: Juan Gutierrez 2012: Nishan Goudsouzian 2014: Raafat Hannallah 2015: Charles Lockhart2013: J. Christian Abajian

 Many photos courtesy of the Wood Library-Museum of Anesthesiology, Schaumburg, Illinois

The Faces of 50 Years  
of Pediatric Anesthesia at the AAP

Robert M. Smith Award Winners

Celebrating 50 Years



The Faces of 50 Years  
of Pediatric Anesthesia at the AAP  
Chairpersons of the AAP Section on Anesthesiology  

and Pain Medicine: 1965 – 2015

Patricia Davidson Joseph CraveroThomas Mancuso Constance Houck Carolyn Bannister Joseph Tobias

Robert M. Smith John P. Garvin T.J. McCaughey William JordanHerbert Rackow Leonard Bachman

J. Michael Badgwell Michael Broennle Lynda Means Lynne Ferrari James Diaz Charles Coté

A. W. Conn Eric B. Furman Theodore Striker Alvin Hackel Juan GutierrezCharles Lockhart

 Many photos courtesy of the Wood Library-Museum of Anesthesiology, Schaumburg, Illinois

Celebrating 50 Years



Funding anesthesia research to ensure pediatric safety

Each year, millions of infants and toddlers require anesthesia and/or sedation for surgery, procedures, and tests. Concern has 
been raised about the safety of the medicines used for anesthesia and sedation in young children. This concern is based on 
research in animals demonstrating long-term, possibly permanent, injury to the developing brain caused by exposure to these 
medicines.This injury results in abnormalities in behavior, learning, and memory in animals. The effect of exposure to anesthetic 
drugs in young children is unknown; however, some but not all studies have suggested that problems similar to those seen in 
animals could also occur in infants and toddlers. It is important to recognize that the studies in children suggest that similar 
deficits may occur. These studies in children have limitations that prevent experts from understanding whether the harmful 
effects were due to the anesthetic drugs or to other factors such as the surgery or related illness. Better research is required to 
understand whether children are harmed and if so, what alternative medicines might be used to minimize risk from anesthesia.

Because there is not enough information about the effects of anesthetic drugs on the brains of young children, it is not yet 
possible to know whether use of these medicines poses a risk, and if so, whether the risk is large enough to outweigh the benefit 
of the planned surgery, procedure, or test. Until further research clarifies the importance of these findings we recommend:

For healthcare providers
Answers to questions from parents and caregivers 
related to these risks should highlight the differences 
between research findings in animals and children and 
the uncertainty of any effect in children. It may also be 
emphasized that because most anesthetic drugs have 
been shown to cause injury in animal experiments, no 
specific medications or technique can be chosen that 
are safer than any other. Clearly, anesthetic drugs are 
a necessary part of the care of children needing any 
surgery, procedure, or test that cannot be delayed. 
Decisions regarding the timing of a procedure requiring 
anesthesia should be discussed with all members of 
the care team as well as the family or caregiver before 
proceeding. The benefits of an elective procedure should 
always be weighed against all of the risks associated 
with anesthesia and surgery.

For parents and caregivers 
Discuss the timing of planned procedures with your child’s 
primary care physician, surgeon/proceduralist and 
anesthesiologist. Concerns regarding the unknown risk of 
anesthetic exposure to your child’s brain 
development must be weighed against 
the potential harm associated with 
cancelling or delaying a needed 
procedure. Each child’s care must 
be evaluated individually based 
on age, type and urgency of the 
procedure and other health 
factors.  Your child’s doctors are 
best able to provide this advice. If 
you desire additional information 
and updates on current research, 
please go to smarttots.org.

Consensus Statement on the Use of Anesthetic 
and Sedative Drugs in Infants and Toddlers

44 Montgomery Street, Suite 1605   •   San Francisco, CA 94104   •   t 415.296.6905   •   f 415.296.6901   •   SmartTots.org   •   SmartTots@iars.org

SPS
safe and sound

SOCIETY FOR PEDIATRIC SEDATION
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by Sarena N. Teng, M.D., FAAP,  
and Rita Agarwal, M.D., FAAP

Anesthesiology is a field where much emphasis is placed on patient 
safety through the prevention of error. A different approach to pre-
vent perioperative complications in children undergoing anesthesia 
involves helping caregivers stop smoking. 

The literature purports an alarming 10 times increase in the in-
cidence of both perioperative laryngospasm and bronchospasm in 
pediatric patients whose parents reported environmental tobacco 
smoke exposure. The presence of a respiratory tract infection or need 
for intubation increases these risks (von Ungern-Sternberg BS, et al. 
Lancet. 2010;376:773-783).

Other studies show that the effects of secondhand smoke exposure 
continue into the recovery period and impact the patients’ response 
to certain medications such as rocuronium (Reisli R, et al. Paediatr 
Anaesth. 2004;14:247-250). Furthermore, many children, especially 
those with pre-existing pulmonary disease, recent upper respiratory 
infection or other significant co-morbidities, will have a decreased peak 
expiratory flow rate that may contribute to perioperative morbidity. 

There are no good screening tests to determine the degree of expo-
sure a child may have had to tobacco smoke. Both carboxyhemoglobin 
levels and pulse carbon monoxide (CO)-oximetry have been investi-
gated, but neither has been helpful (Yee BE, et al. Paediatr Anaesth. 
2010;20:82-89). 

In addition, the optimal time to terminate secondhand smoke expo-
sure before surgery to prevent morbidity is not well-defined. In active 
smokers, cessation of smoking even 12 hours before general anesthesia 
can be associated with a reduction in carbon monoxide levels. Ciliary 
activity recovers within four to six days, and stopping smoking five to 
10 days before anesthesia decreases laryngeal and bronchial reactivity. 
Sputum overproduction decreases within two to six weeks of being 
smoke-free. 

Because it takes days to weeks for the effects of smoke exposure to 
subside, educating parents on the benefits of smoking cessation as soon 
as possible for their pre-surgical child may be an opportunity particularly 
relevant to pediatricians during a pre-anesthesia clearance visit. 

An intervention to decrease children’s secondhand smoke exposure 
at home was encouraging. Ninety-seven percent of caregivers found 
discussions of secondhand smoke with providers in a pediatric clinic 
acceptable. At six- and 12-month follow-ups, respectively, 14% and 

13% of smokers reported quitting, and 63% and 70% of current 
smokers reported reduced secondhand smoke exposure (Bunik M, et 
al. Pediatrics. 2013;132:e502-e511). 

A 2011 study showed that parents whose children were scheduled 
for surgery were willing to make an attempt to quit smoking but had 
difficulty maintaining abstinence (Shi Y, Warner DO. Anesthesiology. 
2011;115:12-17). Additional support may be required to help a parent 
quit for good. 

Offending or coming across as judgmental to the smoker is a concern 
for many physicians. Resources are available for scripting these conversa-
tions (See resource box). 

Many children’s hospitals and pediatric anesthesiologists have 
pre-operative clinics to help evaluate and prepare children for surgery. 
Many anesthesiologists are advocating for a “surgical home” to help 
prepare patients better. These would be ideal opportunities to address 
the issue of smoking cessation. 

In the absence of these resources, pediatricians can make an enor-
mous impact on a child’s preoperative course by educating and offering 
support to help parents quit smoking.

Dr. Teng is a member of the AAP Section 
on Anesthesiology and Pain Medicine, and 
Dr. Agarwal is chair-elect of the section 
executive committee.

Educate parents on benefits of smoking 
cessation before child’s surgery

RESOURCES
•  The AAP Julius B. Richmond Center for Excellence has 

tools and resources to protect children from tobacco 
and secondhand smoke. Visit http://www2.aap.org/
richmondcenter/.

•  For information on how to counsel parents to stop 
smoking, visit http://www2.aap.org/richmondcenter/
CounselingAboutSmokingCessation.html.

Dr. Teng Dr. Agarwal

http://www2.aap.org/richmondcenter/
http://www2.aap.org/richmondcenter/
http://www2.aap.org/richmondcenter/CounselingAboutSmokingCessation.html
http://www2.aap.org/richmondcenter/CounselingAboutSmokingCessation.html
http://aapnews.aappublications.org/
www.aapnews.org
http://www2.aap.org/richmondcenter/
http://www2.aap.org/richmondcenter/CounselingAboutSmokingCessation.html
http://www2.aap.org/richmondcenter/CounselingAboutSmokingCessation.html
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The Food and Drug Administration’s (FDA’s) recent approval 
of OxyContin for some children gives pediatricians an additional 
way to help them manage severe chronic pain, according to AAP 
experts.

However, physicians should be cautious when prescribing the 
drug, an extended-release version of oxycodone, and should edu-
cate families about the dangers of improper use.

The expanded use of OxyContin is meant for children who 
need around-the-clock pain management and have not received 
sufficient relief with other options, such as patients with cancer 
or those who have suffered a trauma, according to Sharon Hertz, 
M.D., FDA director of the Division of Anesthesia, Analgesia and 
Addiction Products. 

“It’s a group (of patients) who needs as many tools out there as 
possible that are safe to use, but it’s a relatively small group,” said 

Rita Agarwal, M.D., FAAP, chair-elect of the AAP 
Section on Anesthesiology and Pain Medicine Ex-
ecutive Committee.

The FDA approved a change in labeling of 
OxyContin to include 11- to 16-year-olds after 
asking manufacturer Purdue Pharma to study its 
use in pediatric patients through the Best Phar-
maceuticals for Children Act, which provides in-
centives for studies on a variety of drugs. Some 

physicians already were prescribing the drug to children off-label.
“This program was intended to fill a knowledge gap and provide 

experienced health care practitioners with the specific information 
they need to use OxyContin safely in pediatric patients,” Dr. Hertz 
said in a Q&A on the FDA’s website. 

Children prescribed OxyContin already should have been shown 
to tolerate an opioid dose equal to at least 20 milligrams of oxyco-
done per day, Dr. Hertz said. 

The drug should be monitored carefully when it is first admin-
istered because it has a slow onset, according to Dr. Agarwal. She 
also stressed it is for chronic pain management and said physicians 
should not be using it as the go-to drug for all postoperative pain.

“(My concern) is about other … health care providers thinking 
that because it’s FDA-approved and because maybe they’ve had 

experience using it in adults that it’s just as safe and just as appro-
priate to use in children,” she said. 

Some have criticized the FDA for approving 
an opioid for children in the midst of increasing 
misuse of prescription drugs. The agency said 
Purdue Pharma has made OxyContin harder to 
crush or dissolve to discourage abuse by nasal or 
intravenous routes.

Pamela K. Gonzalez, M.D., M.S., FAAP, a 
member of the AAP Committee on Substance 
Abuse, said she does not anticipate the labeling 

change creating a dramatic increase in the number of teens experi-
menting with pain medication since it is focused on a small group 
and the drug already is being used off-label.

Physicians should screen for substance abuse before prescribing 
OxyContin or other controlled medications and do so again when 
refilling the medication, she said.

With news of the FDA’s approval spreading, Dr. Gonzalez 
suggested pediatricians also speak with families about controlled 
substances.

“Any kid experimenting with this, using this outside a physician’s 
prescription, it is as dangerous as street drugs,” she said. “So … take 
advantage of this as an excuse for additional anticipatory guidance 
about the use of controlled prescription drugs.”

Parents should maintain possession of the drug to prevent mis-
use and should not adjust their child’s dosage without consulting 
their doctor. 

It also is important to track the number of pills going home with 
a patient and the number taken, Dr. Agarwal said. Unused pills 
should be disposed of properly.

RESOURCES
•  FDA Q&A about OxyContin label changes, http://www.fda.gov/Drugs/

NewsEvents/ucm456973.htm
•  AAP News story on opioid prescribing, http://bit.ly/1EQSb1U
•  AAP policy, Substance Use Screening, Brief Intervention, and Referral to 

Treatment for Pediatricians, http://bit.ly/1hhlLrI

FDA approves OxyContin for children 11 and older

Dr. Agarwal

Dr. Gonzalez

 

http://www.fda.gov/Drugs/NewsEvents/ucm456973.htm
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http://bit.ly/1hhlLrI
http://aapnews.aappublications.org/
www.aapnews.org
http://www.fda.gov/Drugs/NewsEvents/ucm456973.htm
http://www.fda.gov/Drugs/NewsEvents/ucm456973.htm
http://bit.ly/1EQSb1U
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Multicenter, Double-Blind, Randomized, Placebo-
controlled, Parallel-Group Study of the Efficacy, Safety, 
and Tolerability of THC:CBD Extract and THC Extract 
in Patients with Intractable Cancer-Related Pain,  
Johnson JR et al, J Pain Sympt Manag, 2010. 

 

We in pediatric palliative care have a different interest in the 
debate on medical marijuana as it relates to children. This is 
not to deny the ill effects of marijuana exposure on a devel-
oping brain or to ignore promising anecdotal reports about 
the efficacy of high-ratio CBD (cannabidiol):THC 
(tetrahydrocannabidiol) on intractable seizures. In our prac-
tice, we confront children with serious symptoms of pain be-
yond the control of the usually available medications. On a 
regular basis, we are challenged to explore new ways to help 
these children. Where do we begin when asked to weigh in 
on the use of cannabinoids? Our response is limited by the 
number of quality studies that have been done on the use of 
cannabinoids to address cancer-associated pain, neuropathic 
pain or central pain states, particularly in children. (I will ig-
nore their use for nausea here) Learning from experience, at 
least for me, has been limited by a blinding enthusiasm some 
parents bring to the prospect. 
 
Smoked or vaporized cannabis has shown therapeutic benefit 
in patients with HIV-associated neuropathic pain, MS-
associated spasticity and pain, chronic neuropathic pain and a 
modest effect on patients with chronic pain. An obstacle to 
the inhaled approach is problematic standardization of dosing 
and the irritant effects of smoke on the lungs. Some of us 
may use oral dronabinol (THC), because of its availability. It 
has been shown to be useful for neuropathic pain in multiple 
sclerosis but not in postoperative, acute pain. In comparison 
with inhaled marijuana, dronabinol may lead to longer-lasting 
reductions in pain sensitivity and lower ratings of rewarding 
effects, but its use is limited by expense, variable action, and 
side effects (intoxication or dysphoria). Nabilone (synthetic 
THC analogue) is less used, in my experience. While shown to 
help with diabetic neuropathy, it was also found to increase 
pain scores post-operatively, and has sedation and dysphoria 
as side effects.  
 
There is more to be said about oromucosal cannabis-based 
spray, which is not currently available in the US. In studies, 
the spray has been used as an adjunct in patients with opti-
mized but insufficient analgesic regimens. Advantages have 
been shown in patients with intractable cancer pain, rheuma-
toid arthritis pain, MS-associated pain, neuropathic pain with 
allodynia, and chronic pain. The sleep of patients in these 
trials improved, as well. The spray is available as predomi-
nantly THC, predominantly CBD, and balanced THC:CBD prep-
arations. The bulk of positive results have been with THC:CBD 
spray. 

In Multicenter, Double-
Blind, Randomized, 
Placebo-controlled, 
Parallel-Group Study of 
the Efficacy, Safety, 
and Tolerability of 
THC:CBD Extract and 
THC Extract in Patients 
with Intractable Cancer
-Related Pain, Johnson 
and co-authors study 

the use of this latter formulation in intractable cancer pain. 
They studied 177 patients with uncontrolled cancer pain, ran-
domized to either placebo, THC, or THC:CBD. The mean daily 
use of oral morphine equivalents in enrolled patients was 271 
mg, and 13% of the patients died during the study because of 
their underlying disease. About half of the subjects had mixed 
presentations of pain and about 20% had primarily neuro-
pathic pain. THC:CBD spray was shown to lead to significant 
improvements in pain scores, with 43% achieving at least a 
30% improvement in their pain score (twice that of the THC 
and placebo groups). The THC:CBD patients may have had a 
worsening of nausea and vomiting, as found in one measure, 
although this was not substantiated in patient diaries. Im-
provements in sleep were not found. A fair conclusion is that 
the THC:CBD extract is a helpful adjunctive treatment for the 
broad category of pain refractory to optimized opioid thera-
py. The fact that it was not disagreeable on administration 
suggests it would be tolerated by children. 
 
Cannabis is currently considered a schedule I controlled sub-
stance by the FDA. Substances in this schedule have no cur-
rently accepted medical use in the United States, lack accept-
ed safety for use under medical supervision, and have a high 
potential for abuse. Many believe that the legal environment 
for medical marijuana has gotten out ahead of the medical 
evidence base. I think this is mostly true. There is an argu-
ment to be made for the consideration of cannabinoids in 
children with high symptom burdens of pain, but there is an 
inordinate amount of uncertainty. There is a surprising gap in 
available research relevant to most of our patients with diffi-
cult to manage pain. Any expectations that directly applicable 
studies on children will be done seem unrealistic at this point. 
The THC:CBD extract oral spray, if approved, seems likely to 
be worth considering as an adjuvant.  For now, based upon 
your style of practice and your inclinations, the use of canna-
binoids in children should be approached as a trial, with close 
attention to intended and unintended effects. Maybe we can 
all work together on improving the current situation as the 
prescribing environment changes and we begin using canna-
binoids more commonly in seriously ill children. 

Rick Goldstein, MD, FAAP—Boston, MA 
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