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arterial lines and central venous lines. In addition, neona-
tal infant airways are anatomically different from those of 
adults, therefore requiring different management. 

Physiologically, neonates/infants can be quite different 
than their adult counterparts. Lower functional reserve 
capacity (FRC) in the lungs, higher oxygen requirements 
for the heart (due partly from the resting cardiac output 
in infants being two to three times adult values), and 
greater metabolic rate in the pediatric patient may lead 
to a more rapid oxygen desaturation with apnea during 
the induction of anesthesia. Because of the infant’s small 
body size and relatively large surface area, careful atten-
tion must be given to body temperature so that complica-
tions such as coagulopathies, cardiac instability, pro-
longed drug metabolism and delayed emergence from 
anesthesia do not occur. The anesthetic requirement itself 
for infants/children versus those of adult patients quite 
often is different. For example the uptake of volatile anes-
thetic agents is more rapid in infants than adults requir-
ing changes in anesthetic concentration to be made more 
gradually and titrated more carefully. Finally, the surgical 
procedures performed on infants and children often are 
quite different than those performed on adults. Repair of 
a tracheoesophageal fistula, gastroschisis, omphalocele, 
myelomeningocele, and congenital heart defects are a 
few examples. Providing an anesthetic for each of these 
surgical procedures requires experience, familiarity and 
knowledge of that particular patient’s surgical pathol-
ogy. Fortunately, because our pediatric anesthesia group 
practices at a tertiary care pediatric facility, each group 
member experiences repeated exposures to these pediat-
ric surgical pathologies and are adept at providing safe 
anesthetics for these patients. A large body of evidence 
has shown, especially in patients under six months of 
age that anesthesia related morbidity and mortality is 
lessened when a pediatric anesthesiologist performs the 
anesthesia.

The psychological/emotional needs of our pediatric 
surgical patients (and their parents) are also different 
than those of adults. A pediatric patient has unique fears, 
anxieties and often-unfounded ideas about what might 
happen to them in surgery. Separation anxiety generated 
by a child leaving their parents, fear of being “cut” by the 
surgeon and the fear of being “awake” while anesthe-
tized are all very common patient anxieties. Fortunately, 
our group has an “all-star” cast of nurses and Child Life 
Specialists who are adept not only at identifying these 
problems, but experts at remedying the issues. This 
group helps make the perioperative environment more 
“kid friendly.” For example, in the preoperative area, 
nurses and Child Life Specialists briefly educate the 
patient and family about an inhalational induction with 
a flavored mask. A child can choose a particular flavor 
(bubble gum is most popular) for the mask. Additionally 
patients are shown a picture of their anesthesiologist so 
they will recognize them when they see him/her. Distrac-

tion techniques are also effective to lessen preoperative 
anxiety. Entertaining videos, games, and puzzles are all 
effective. For pediatric patients, anticipating the place-
ment of an IV preoperatively can be an extremely anxiety 
provoking situation, even for older children. Our special-
ists may show younger patients a Teddy Bear with an 
IV in place to make them feel more comfortable with the 
idea of getting an IV. We often elect to have our patients 
undergo an inhalation anesthetic induction to avoid the 
pre-operative IV placement anxiety issue altogether. Of-
ten, the inhalational induction is coupled with a preop-
erative oral sedative given a half hour before surgery to 
provide a relatively stress free method “to sleep”. Parents 
are informed about the sedative’s ante grade amnestic 
effects on their child, which acts to remove the majority 
of the perioperative anxiety from their child’s memo-
ries. Some of us use various props such as clown noses, 
other toys and stuffed animals to distract the child while 
leaving their patients on the way to the operating room. 
We assure worried parents that their child will be asleep 
within a few short minutes of leaving them in the operat-
ing room. A large portion of perioperative anxiety of both 
patients and their parents is diminished by the pre-opera-
tive phone call we make the night before the scheduled 
surgery date. Here eating instructions are reiterated to 
both patient and parents and frequently a brief explana-
tion of the anesthetic plan is discussed.  We frequently 
receive feedback from parents and patients how this 
simple phone call the night before surgery enables a more 
relaxed perioperative experience for them.

An obvious reason for the existence of a dedicated pediat-
ric only anesthesia group is the large volume of pediatric 
cases we handle. Our group averages more than 5,000 
pediatric anesthesia cases per year, which include general 
surgery, pediatric neurosurgery, urological surgery, plastic 
surgery, cardiac surgery, ear/nose/throat surgery, oph-
thalmologic surgery, dental surgery, orthopedic surgery 
as well as medical procedures done on gastrointestinal, 
hematology/oncology and cardiology patients. Each 
type of case necessitates a specialized setup of anesthetic 
equipment and an anesthetic plan that is catered to the 
type of surgical procedure, the age and size of the patient, 
the projected length of the case, degree of illness of the 
patient and any other special needs the patient or proce-
dure requires. A special strength of our group is provid-
ing anesthetics for “out of OR” cases. These are cases 
done on the floors, procedure rooms, or other specialized 
areas. These include cardiac cath lab, ultrasound lab, CT, 
MRI, PET, invasive radiology, nuclear medicine, urology 
lab, audiology, Heme/Onc, GI, and the ICU areas. Many 
anesthesia group shun the idea of providing anesthetics 
“out of OR” because it is usually unfamiliar territory and 
this of course can lead to a high degree of anxiety. For 
most groups, it is cumbersome to move anesthesia related 
equipment from one non-operating venue to another. For-
tunately, we have a very adept support crew who are very 
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Greg’s Corner

It is springtime and 
the allergy and sports 
injuries visits will be 
upon us soon and it is 
also the time for the May 
Revise to the governor’s 
budget. I’d like to take 
this time to review 
the budget and any 
important impending 
legislation that affects 
children’s health. First 
and foremost is that in 
the budget there is not 
substantial health care 

cuts (the first time since 2000) and revenues are up sub-
stantially ($9.2 billion from 2005). Secondly, the 5 percent 
MediCal provider rate reduction has been restored. Here 
is what I consider the six most important legislative bills: 

AB 2379, Assembly member Chan
AB 2379 would delete the current sunset date for the CCS 
carve-out in order to strengthen this important protec-
tion for children. This bill is now co-sponsored by the 
California Children’s Hospital Association (CCHA), the 
California District of the American Academy of Pediatrics 
and Sutter Health. It passed the Assembly Committee on 
Health.

SB 1785, Senator Figueroa
SB 1785 requires that a hospital that “collects, processes, 
stores, or distributes human milk” to comply with stan-
dards of the Human Milk Banking Association of North 
America. It exempts hospital from tissue bank licensure 
and regulation requirements for the purpose of collecting, 
processing, storing or distributing human milk. It also ex-
empts from any screening test requirement human milk 
to be given to the infant of the woman who expressed the 
milk. This bill is being co-sponsored by Sutter Health. It 
is in the Senate Health Committee.

AB 264, Assembly member Chan 
AB 264 would require a health plan contract to include 
coverage for outpatient training and education regarding 
the use of medications and devices for treatment of pediat-
ric asthma. This will pertain to enrollees who meet certain 
criteria coverage. This bill is a supplement to last years 
law that required health plans to pay for these devices. It 
is currently in the Banking, Finance and Insurance Com-
mittee and Committee on Health.

SB 1748, Senator Figueroa
SB 1748 expands newborn screening testing to include cys-
tic fibrosis screening. The bill is sponsored by CCHA and 
the March of Dimes. Approximately 80-100 babies will be 
identified. The cost to add Cystic Fibrosis screening will be 
approx. $16/test...DHS and the Cystic Fibrosis Foundation 
will be studying the prevention costs for early therapy. It 
is in the Senate Appropriations Committee. 

AB 2651, Assembly member Jones
AB 2651 requires newborn hearing screening to be offered 
by every birthing center or clinic or general acute care hos-
pital with licensed perinatal services. It is co-sponsored by 
March of Dimes and Sutter Health. It is in the Assembly 
Appropriations Committee.

AB 2108, Assembly member Evans
AB 2108 requires a child younger than 8 years old to be 
secured in rear seat of car in child passenger restraint 
system and a child older than 8 years old but younger 
than 13 years old to be secured in rear seat in appropriate 
restraint or seat belt. It is in the Assembly Appropriations 
Committee.

We recommend passage of these bills and suggest that  
you might consider sending a letter of support to your 
legislator. For additional information and a listing of  
the legislative member’s home office please contact:  
www.leginfo.ca.gov
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efficient at providing support for us in the “out of OR” 
venues. Our pediatric anesthesia group provides over 
100 “out of OR” anesthetics per month. This includes an 
average of 40 pediatric MRI cases per month. One can 
see that “out of OR” procedures are a large portion of our 
caseload and that we are very familiar and comfortable 
providing anesthetics to pediatric patients in the “out of 
OR” venue.

Ask each member of our group why we enjoy pediatric 
anesthesia and six answers would emerge. However the 
underlying theme would be that we all love to be around 
children and feel a deep sense of satisfaction in our abil-
ity to be an important factor in the process of making a 
child well. If at the end of the day, we can say that we have 
helped a child and their parents through an illness more 
easily with less pain, anxiety, and morbidity, then we have 
been successful. 




