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I would like to start this newsletter with abig “ Thank you”
and abig welcome. | want to thank our departing Execu-
tive Committee members, Brahm Goldstein and Stephanie
Storgion. They have served on the Executive Committee
for two terms each. Their contributions to the Executive
Committee, the Section, and the AAP are innumerable. |
also want to sincerely thank Tex Kissoon who is stepping
down as Program Chair. Tex has served as Program Chair
longer than anyone previously and has done an outstand-
ing job. The most recent Section Scientific Meeting isan
example. Thetwo half day sessions on management of
sepsisand shock were very good with some of thetop
expertsin the field. | know all of them will continue to
make contributions to our section.

| also want to welcome Don Vernon, Barry Markovitz, and
Jim Fortenberry. Don and Barry are two new members of
the Executive Committee and Jim is the new program
chair. All of us on the Executive Committee look forward
to working with all of them in the future.

The Pediatric Critical Care Coding Course developed by
our section was given for the first time in San Diego prior
to the Pediatric Critical Care Colloguium. In brief, it was
a huge success. The size of the room available limited
seating to just over 100 participants and we had afull
house. The Courseisgoing to be offered againin June
just prior to the World Congress of Pediatric Intensive
Carein Boston. Look for meeting brochures this spring.

January 2003

In addition to the Coding Course designed for our section
members, our section under the leadership of Steve
Schexnayder has developed with input from the Council of
Sections Action Groups anew course for subspecialty in-
training fellows. It issort of a“how to survive in academics’
course that will include multiple topics of general interest to
academic pediatric subspecialists. Thesetopicsinclude
medical legal issues, time management, how to deliver bad
news, and an overview of coding and documentation. The
course will be offered for the first time next October in New
Orleans just before the start of the annual National Confer-
ence and Exhibition (NCE). Look for more about this course
in the spring newsletter.

The new CPT codes for pediatric critical care for children
lessthan 2 years old and greater than 30 days are found in the
new CPT 2003 book. There are also changes to the neonatal
ICU codes. If you need a copy of CPT 2003 book, the AAP
sellsthem on their Web site. There are currently some delays
with the Center for Medicare and Medicaid Services
publishing the Medicare physician fee schedule which
usually is published in November but has been delayed until
February 1% at the earliest. So although the codes are
available to use January 1%, our carriers may not assign
valuesuntil later. So the advice of the AAP coding and
reimbursement folks is to check with your major carriers
now to see how they are going to handle the situation.

The Executive Committee met in Boston during the annual
NCE. Asawaysit was a productive and energetic meeting.

continued on page 2
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Our requested bylaws change was approved by the members.
Thischange was designed to encourage participation in the
section by critical care in-training fellows and pediatric
residents. The change allows aminimal fee for residents
including critical care fellows in training to join the section
rather than paying the full amount. Also the changeincludes
a position on the Executive Committee for a pediatric critical
carefellow in training. This position will be elected in the
fall. If you know of afellow who would be interested in
participating on the Executive Committee please let me or
Stephanie Storgion know. Stephanie has accepted the
position of chairman of the nominating and membership
committee.

One of the difficult discussions at the meeting involved our
section budget. Our section continuesto be one of the most
vital and viable sectionsinthe AAP. We have enjoyed a
solid reserve fund the past several years. The $10,000 New
Investigator Research Award that isgiven every year was
devel oped to use some of the reserve fundswith the goal to
replenish the fund with corporate donations. Donationsfrom
corporations for research in broad areas such as critical care
have decreased markedly the past few years. Hencethefund
has not been replenished. So thisyear iswas decided to not
give an award but to continue to work with the AAP to
replenish the reserve fund. Hopefully, the award can be
given again next year.

Dan Levin was awarded the section’ s Distinguished Career
Award. Indeed Dan has had and continuesto have adistin-
guished career in pediatric critical care medicine. He joinsa
truly outstanding group of prior awardees. Congratulations,
Dan.

Inclosing, | want to thank the staff at the AAPwho have
hel ped us so much this past year including LindaWalsh and
Carolyn Mensching to name just afew. Mostly | want to
thank Sue Tellez who continues to be agreat source of
energy, enthusiasm, and knowledge for our section.

| want to wish all of you AH“PP;Y filled with plenty of

ew
Year!

energy for our patients, patience with their families, knowl-

edge for our trainees, fully reimbursed new CPT codes, new

PICU guidelines (look for them soon!), funded research

grants and the time to do the research, good health, and lots

of qualitv time with our families and friends. Mostly | wish

usall PEACE

PCCM Fellowship Director sReport

Our last meeting was held in conjunction with the Critical
Care Colloquium in San Diego on October 3, 2002. The
attendance was excellent and we had a guest fellow Dr
Nancy Tofil, afirst year fellow from Birmingham, who sits
on the RRC as atrainee representative. Her input was very
important during along discussion on the issues of the
ACGME requirements on work hours that take effect in July
of 2003. The requirements can be found on the ACGME
Web site. Thereisan opportunity for agroup to request an
extension by 10% and we will ook into the process by which
we can request this extension for PCCM. The committee
voted to send aletter to the ACGME acknowledging their
efforts on the work hoursissue and commending them for
tackling this difficult issue. We also wanted to state that we
wanted to beinvolved in future decisionsregarding these
typesof traineeissues.

The 2003 match for fellows occurred on November 13, 2002
with about 75% (48) of the existing programs participating.
Sixty percent of the participating programs filled through the
match. There were 79 enrolled applicants with 94% of the
applicants matching. The specific results can be accessed by
going to www.nrmp.org and going to the fellow match site.
We will be sending a survey to current fellows, those who
just completed the match for 2003, and those who went
outside the match to eval uate the opinion of thetraineeson
the match process. Thisisacritical issue as some very
prominent programs did not participate in the match this year.

Michele Mariscalco, MD continuesto lead the chargein
trying to develop competencies for traineesin PCCM. A
quick ideato put into place isto have all fellows participate
as members on hospital committees that require intensivist
members and other committees that are related to what we do
in PCCM.

Finally, we continue to address the issues for recruitment and
retention of traineesinto our programs. Many of theseissues
are tied to the perception of pediatric housestaff of the work
we do and the hourswe spend. It isimportant that young
housestaff not only see usin the PICU but also see how we
function during time that we are not on service so that they
can better assess what life as an intensivist really islike.

Our next meeting will be at the SCCM on January 30 at 7am
in San Antonio. We look forward to seeing |ots of you there.

Sephanie A. Storgion, MD
E-mail: Storgios@lebonheur.org


http://www.nrmp.org
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Drug Update— December 2002

Mary W. Lieh-Lai, MD

I. Medication Errors:

1. A patient receiving electroconvulsive therapy complained
of severe discomfort during the procedure. Instead of
etomidate, he had received neostigmine. Both drugsare
packaged by Bedford Laboratories in the same size (10 mL
vials) and both have black and gray lettering and numberson
the label.

2. Multiple magnesium errors: a physician ordered 2 g
MgSO, g 4h —changed his mind, slashed out the“2” and
wrotea“5” beforeit. The nurse read the order as 51 grams.
The patient screamed that she had afeeling of paralysisand
went into respiratory arrest. The patient’s magnesium level
was 16.7 mEg/L. In other incidents, the infusion pump was
programmed to deliver 310 mL per hour instead of 30 mL/
hour. The patient was found in respiratory arrest with a
magnesium level of 13.2. In yet another case, 10 mEq of
magnesium was read as 10 mL of magnesium (equal to 40
mEq).

3. An order for Atarax syrup 6 mg PO q 6h. Because of
limited space, “6 mg” was written below the word syrup. The
tail of the“p” in syrup raninto the line below and was
mistaken asa“1”. The child received 2 doses of 16 mg
Atarax.

4. A pharmacy reconstituted antibiotic suspensions with 10%
formalin solution (3% formaldehyde + 15% methanol). Non-
pharmacistsworking in the store had used empty gallon jugs
of distilled water to prepare 10% formalin solutions for
surgical centers. Formalin labels were attached to only one
side of the jug, and the other side still had the “distilled
water” |abels on them.

5. Child was having €l ective tympanomastoidectomy. He
was given what was thought to be an injection of 1%
lidocaine with 1:100,000 epinephrine, following which, he
arrested. Someone in the OR had poured 1:1000 epinephrine
into medicine cups labeled “lidocaine with epinephrine”, so
the child was given 3 mg of 1:1000 epinephrine. The child
arrested and died.

6. A premature infant was prescribed 7.4 mg loading dose of
theophylline for apnea. The order was read as 7.4 mL (185
mg of theophylline). The child developed severe theophyl-
line toxicity and died 36 hours later.

7. A patient was mistakenly given vincristine intrathecally
instead of IV. The patient suffered paralysis and agonizing
pain and died 10 weeks |ater.

8. A child in the ED developed respiratory arrest and was
intubated following an IV antibiotic followed by a saline
flush. The nursesinthe ED had previously drawn up
multiple syringes of saline flush for another child who had
required vecuronium for intubation. A syringe containing
vecuronium was mistakenly labeled as saline.

. Warning:

1. Lidocaine is extensively absorbed (up to 35%) after

topical administration to mucous membranes. Toxic levels
have been reported when using large amounts of lidocaine for
bronchoscopy.

2. If premixed IV bags are removed from the protective over
wrap, the drug’ s concentration could increase over time as
the fluid volume decreases due to evaporation.

3. Be careful with the abbreviation “AD” (aura dexter) — it
has been mistaken as OD, QD, or “as directed.”

4, Caution: overaggressive attemptsto treat pain scores. A
24-year old died 24 hours after C-section. The nurses gave
her repeated doses of fentanyl in responseto every pain
score. Shewasfound in cardiac arrest and could not be
resuscitated.

5. EMLA (eutectic mixture of local anesthetics): a 1-day old
who was being prepared for circumcision developed meth-
emoglobinemia (level 15.9%) after being given EMLA.

6. A 4-year old died after an adenoidectomy. The nurse was
instructed to instill phenylephrineinto the noseto decrease
bleeding. A 0.5% solution of Neo—S\/nephrineO phenyleph-
rinewas used. The child devel oped hypertension and was
given abeta-blocker. He developed respiratory distress and
had a cardiac arrest and could not be resuscitated. Generally,
lower concentrations of 0.125% or 0.16% phenylephrine are
recommended for use asanasal decongestant.

7. The use of valproate in children with urea cycle disorders:
fatal hyperammonemic encephal opathy has been reported.

I1l. Recalls:

1. Cryolife — a human tissue-processing firm was ordered to
recall all distributed human allograft tissues except allograft
heart valvesthat have been processed by the company since

continued on page4



Drug Update

continued frompage 3

October 3, 2002. The FDA discovered violations in process-
ing of human tissue, documenting bacterial and fungal
contamination. Source of Information: Institute for Safe
Medication Practices Newsletter.

IV. Safe Practice Recommendations in Children -
Institute for Safe M edication Practices:

1. Limit verbal orders.

2. Require prescribers to always include the mg/kg dose.

3. Require nurses and pharmacists to independently check
and document the dose cal cul ation.

4. Monitor new personnel (nurses and physicians).

5. Provide posted references for commonly used
medications.

6. Always provide the patient’ s weight in kilograms.

At the Children’s Hospital of Michigan, we created a“ Safe
Practice Pocket Card” for distribution to physicians and
nursing units. It has been very helpful in reminding prescrib-
ers of safe practices. See next page for a reproduction of
the Safe Medicine Prescribing Card.

V. New Medication Error Study:

Kozer E, Schonik D, Macpherson A et al: Variables Associ-
ated with Medication Errors in Pediatric Emergency
Medicine. Pediatrics 2002; 110-737-742.

Charts of 1532 children treated in the ED (Hospital for Sick
Children) during 12 randomly selected days in 2000.
Prescribing errors identified in 10.1% of the charts. In-
creased proportion of errors was correlated with the follow-
ing: patients seen between 4 AM and 8 AM; medication
ordered by atrainee; and patients seen during the weekends.
Of the trainees, there was a higher error rate at the beginning
of the academic year. There was also an increased error rate
in the most seriously ill children.

Erratum: | would like to thank Dr David Polaner for
pointing out an error in, of all placesthe “drug error” section
of the March 2002 issue of the newsletter. | stated that
“sufentanil is packaged in amuch higher concentration than
fentanyl.” The correct statement should be “ sufentanil is
supplied in the same concentration as fentanyl (50 mcg/mL),

but is 10 times more potent than fentanyl.”

Jointhe SOCC ListServ for updates
on Critical CareCodesand AAP
Activities! Send an email messageto
cmensching@aap.orgtojoin!
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First Pediatric Critical Care
Billing and Coding Cour se:
A Great Success

1l

Over 100 of our colleagues in pediatric critical care: physi-
cians, nurses and billing professional s/administrators
attended the course held in San Diego on October 2, 2002,
on the eve of the Pediatric Critical Care Colloquium. The
room was completely sold out. Unfortunately, many indi-
vidualswho had attempted to register were disappointed that
they could not be accommodated. The hotel had strict
limitations on the number of individuals who could attend,
and the planning committee had conservatively hoped for 75
registrants. In all, 108 participants attended!

The course was well received; with 91 folks feeling they had
updated their knowledge in billing and coding, and 97
indicating that they would carry ideas back to their home
practices. Most participantsfelt the length of the course was
just right or too short, and a significant number requested
additional time for questions.

We obtained hel pful feedback and suggestionsfor future
courses, many of which we hope to incorporate into our
planning for the next course, tentatively scheduled to be held
on the eve of the upcoming World Congress on Pediatric
Critical Care in Boston, in June, 2003. Look for more
information available soon.

2002 Resear ch Award Winner

The Section on Critical Careis
pleased to announce that Dr Melissa
Campbell Evans from the Medical
College of Virginia has been selected
to receive the 2002 American
Academy of Pediatrics' Section on
Critical Care New Investigator
Research Award. Her project is
entitled “Use of Protein Synthesis Inhibitors for Metabolic
Down-Regulation in Shock.” Dr Evans' study will receive a
grant in the amount of $10,000 and she will be invited to
present the results of her work at the 2003 AAP National
Conference & Exhibition in New Orleans during the
Section’ s scientific session.

Jya'
i 'll

;

i

o

Dr Alice Ackerman chaired the grant application review
panel whose members were Drs Stephanie Storgion, Tim
Timmons, Dan Notterman and Tim Yeh. The grant proposals
submitted this year were uniformly of exceptional quality,
making the final decision an extremely difficult one. The
annual award is supported by the Section membership
through its dues process and past recipients have produced

and presented excellent work.
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Safe Medication Prescribing Card

Practice Intent Misinterpretation Safe Prescribing Practice
Zero after decimal point e.g., 5mg Misread as 50 mg Don't use a trailing zero
5.0mg

No zero before decimal point 0.5 mg Misread as 5 mg Always use a leading zero
e.a...5ma

Letters and numbers together
e.q., Inderal40 mqg

>and < Greater than
and less than

[ (slash mark) e.q., 5units/4units ~ separate two doses

Inderal 40 mg Misread as Inderal 140 mg Always use spaces to separate

Used opposite of intended use GREATER THAN or LESS THAN

Misread as the Don't use a slash mark (/)

number "1"

(i.e., potassium chloride)

Use of Apothecary symbols dram dram misread as "3" Use the metric system
Use of Apothecary symbols Minim Minim misread as "ml" Use the metric system
Abbreviation Intent Misinterpretation Safe Prescribing Practice
au auro uterque Misread for OU —(oculo Don’t Use this Abbreviation
(each ear) Utergue-(each eye)
sub q Subcutaneous “q" misread for “every” Use SUBCUTANEOUS or SUBCUT
sq Subcutaneous Misread for “sublinqual (sI)” Use SUBCUTANEOUS or SUBCUT
per os Orally. Misread for “left eye (0s)” Use PO, BY MOUTH, ORALLY
Abbreviation Intent Misinterpretation Safe Prescribing Practice
my microgram Misread for mg Use MCG
Uoru unit Misread as zero or four Use UNIT
U international unit Misread as IV (intravenous) Use UNIT
cc cubic centimeters Misread as "u" for units Use ML
o.d. or OD once daily Misread for right eye Use DAILY
(OD-oculus dexter)
TIW or tiw Three times a week Misread as "three times a day" Don't Use this Abbreviation
qd. or QD every day Misread as qid. Use DAILY or EVERY DAY
Qn Nightly or at bedtime Misread as "gh" (every hour) Use NIGHTLY
Qhs Nightly at bedtime Misread as every hour Use NIGHTLY
q6pm etc. Every evening at 6pm Misread as every six hours Use 6pm NIGHTLY
g.0.d. or QOD Every other day Misread as qd or qid Use EVERY OTHER DAY
if "0" is poorly written
x3d for three days Misread as "for three doses" Use FOR THREE DAYS
BT Bedtime Misread as bid (twice a day) Use NIGHTLY
ss Sliding scale misread use SLIDING SCALE
SS 1/2 apothecary Misread as "55" use ONE-HALF or %2
DI/IC Discharge or discontinue Premature discontinuation of use DISCHARGE and DISCONTINUE
medications
ARA-A Vidarabine Cytarabine Never Abbreviate Drug Names
(ARA-C)
AZT Zidovudine Azathioprine Never Abbreviate
CPz Compazine Chlorpromazine Never Abbreviate
DPT Demerol/ Diphtheria- pertussis-tetanus Never Abbreviate
Phenergan/
Thorazine
HCI Hydrochloric acid "H" misread as "K" Never Abbreviate

Abbreviation Intent Misinterpretation Safe Prescribing Practice

HCT Hydrocortisone Hydrochlorothiazide Never Abbreviate Drug Names
HCTZ Hydrochlorothiazide Hydrocortisone Never Abbreviate
LEVO Levothyroxine Levodopa or levofloxacin Never Abbreviate
MgSO4 Magnesium sulfate Morphine sulfate Never Abbreviate
MSO4 Morphine sulfate Magnesium sulfate Never Abbreviate
MTX Methotrexate Mitoxantrone Never Abbreviate
TAC Triamcinolone Tetracaine, ADRENALIN, cocaine Never Abbreviate
ZnSO4 Zinc sulfate Morphine sulfate Never Abbreviate
Nitro Drip Nitroglycerin infusion Sodium nitroprusside infusion Never Abbreviate
Norflex Norfloxacin NORFLEX (orphenadrine) Never Abbreviate
PIT PITOCIN (oxytocin) PITRESSIN (vasopressin) Never Abbreviate

Safe Practices for Prescribing Medications

Be careful when prescribing sound-alike medications (e.g., acyclovir, ganciclovir, valganciclovir)
Provide weight and age with all prescriptions
Don't use abbreviations for medications

Write prescription information in a printed, legible format rather than in cursive
Specify salt for all electrolyte prescriptions

Never use verbal orders for chemotherapy medications

Specify the exact dose (e.g., mg) rather than just the dosage form (e.g., vial, tablet, ampoule)

Never use felt tip pens or pencils with carbon copy order forms

Include the calculated dose and the ma/ka dose on the prescription

Write complete orders. Do not write ambiguous orders that require additional clarification (e.g., take as directed)

Include date/time, drug name, dosage form, dose, route, frequency, duration, and phone or pager number on all prescriptions and name of prescriber and nurse if
applicable

Be careful when transcribing medication ordering information

Specify administration rate for all IV medications (e.a.. TKO is not acceptable)

Orders should include a brief notation of purpose (e.g., cough), unless considered inappropriate by the prescriber

Reference: The Institute for Safe Medication Practices (www.ISMP.org) mcg/mL), butis 10 times more potent than fentanyl.” [y



New and Revised CPT Codesfor Patient Transport, Neonatal and

Pediatric Critical Care, and Low Birth Weight Services

Starting January 1, 2003, there will be new and revised CPT
codes for patient transport, neonatal and pediatric critical

care, and low birth weight services. The descriptors will read

as follows:
Pediatric Critical Care Patient Transport

99289 Critical care services delivered by a physician, face-
to-face, during an interfacility transport of critically ill or
critically injured pediatric patient, 24 months of age or less;
first 30-74 minutes of hands on care during transport.

99290 Critical care services delivered by a physician, face-
to-face, during an interfacility transport of critically ill or
critically injured pediatric patient, 24 months of age or less;
each additional 30 minutes (List separately in addition to
code for primary service).

Neonatal and Pediatric Critical Care Services

99293 Initial pediatric critical care, 31 days up through 24

months of age, per day, for the evaluation and management of

acritically ill infant or young child.

99294 Subsequent pediatric critical care, 31 days up through
24 months of age, per day, for the evaluation and manage-
ment of a criticaly ill infant or young child.

99295 Initial neonatal critical care, per day, for the evalua-
tion and management of a critically ill neonate, 30 days of
ageor less.

99296 Subsequent neonatal critical care, per day, for the
evaluation and management of a critically ill neonate, 30
daysof ageor less.

(99297 has been deleted. To report, use 99296.)

Intensive (Non-Critical) Low Birth Weight Services
99298 Subsequent intensive care, per day, for the evaluation
and management of the recovering very low birth weight
infant (present body weight less than 1500 grams).

99299 Subsequent intensive care, per day, for the evaluation
and management of the recovering low birth weight infant
(present body weight of 1500-2500 grams).

CPT guidelines for the new/revised codes include:

+  Codes 99293-99299 are reported only once per calendar
day.

Codes 99289-99290 and 99293-99296 are age-based
codes, restricted to critically ill patients.

Codes 99298-99299 are weight-based codes reported for
patients who require intensive (not critical) care.

Critical care services provided to neonates 30 days of
age or less are reported with codes 99295 (initial (admit)
day) and 99296 (subsequent day(s)).

Critical care services provided to infants 31 days up
through 24 months of age are reported with codes 99293
(initial (admit) day) and 99294 (subsequent day(s)). The
hourly critical care codes (99291 and 99292) are
reserved for reporting critical care services provided to
children over 24 months of age.

The services that are bundled into the hourly critical care
codes (99291-99292) are also bundled into the pediatric
critical care patient transport codes (99289-99290).
Those servicesinclude: routine monitoring evaluations
(eg, heart rate, respiratory rate, blood pressure, and pulse
oximetry), the interpretation of cardiac output measure-
ments (93561, 93562), chest x-rays (71010, 71015,
71020), pulse oximetry (94760, 94761, 94762), blood
gases and information data stored in computers (eg,
ECGs, blood pressures, hematologic data) (99090),
gastric intubation (43752, 91105), temporary transcuta-
neous pacing (92953), ventilatory management (94656,
94660, 94662) and vascular access procedures (36000,
36400, 36405, 36406, 36410, 36415, 36540, 36600).
Any services performed which are not listed above
should bereported separately.

The services that are currently bundled into the 2002
neonatal critical care codes (99295-99298) will also be
bundled into the new and revised neonatal and pediatric
critical care codes. Those services include: umbilical
venous (36510) and umbilical arterial (36660) catheters,
central (36488, 36490) or peripheral vessel catheteriza-
tion (36000), other arteria catheters (36140, 36620),
oral or nasogastric tube placement (43752), endotracheal
intubation (31500), lumbar puncture (62270), suprapu-
bic bladder aspiration (51000), bladder catheterization
(53670), initiation and management of mechanical
ventilation (94656, 94657) or continuous positive airway
pressure (CPAP) (94660), surfactant administration,
intravascular fluid administration (90780, 90781),
transfusion of blood components (36430, 36440),
vascular punctures (36420, 36600), invasive or non-

continued on page 7



New and Revised CPT Codes

continued frompage 6
invasive electronic monitoring of vital signs, bedside
pulmonary function testing (94375), and/or monitoring
or interpretation of blood gases or oxygen saturation
(94760-94762). Any services performed that are not
included on thislist should be reported separately.

While there will be new and revised codes for 2003, the
Centers for Medicare and Medicaid Services (CMS) has
delayed the rel ease of the Medicare physician fee schedule
(Resource-Based Relative Value Scale or RBRVS) final rule,
which was originally due out November 1, 2002. The final
rule publishes the relative value units (RVUs) for each CPT
code. The delay has caused Medicare to push back itsRVU
implementation date to February 1, 2003. And that date
could get pushed back even further asthefinal rule continues
to be delayed. This means that while there will be new CPT
codes starting on 1/1/03, your carriers may not implement
valuesfor the new codes until alater date.

Therefore, we are suggesting that you check with your
carriers now to find out how they plan to handle this
situation. They may require that you continue to report your
services using the current codes (eg, continue to report the
hourly critical care codes (99291-99292) for critically ill
pediatric patients 31 days up through 24 months of age) until
such time that the RV Us for the new codes become effective.
Conversely, they may allow you to report the new CPT codes
but may hold those claims until such time that the RVUs are
implemented.

In an effort to provide some guidance as to how the codes
may be reimbursed once 2003 RBRVS is published, below
arethe physician work RV Usthat the Academy has requested
{Note: Since all of the codes involve facility-based services,
CMSwill assign each code its own practice expense and
professional liability insurance RVUs. Therefore, each
code’s total RVUs will most likely be higher than the figures
below.}:

CPT Code Requested Work RVUs
99289 4.80

99290 2.40

99293 16.00

99294 8.00

99295 18.49

99296 8.00

99298 2.75

99299 2.50

LindaWalsh will continue to keep you apprised of any
devel opments with regard to the release of the final rule via
the SOCC Listserv.

If you have any questions, please feel freeto contact Linda
Walsh at lwalsh@aap.org or 800/433-9016 ext. 7931.

SUMMARY PROGRESSREPORT
AAP Section on Critical Care2001

New | nvestigator Award

V asopressin Antagonism Following Cardiopul monary Bypass
Lara K. Primak, MD

Rainbow Babies and Children’s Hospital

Cardiopulmonary bypass (CPB) produces fluid retention and
vasoconstriction, which contributeto postoperative organ
dysfunction. Antagonism of renal (V,) and vascular (V,)
vasopressin receptors may attenuate these problems. Dr
Primak studied different doses of conivaptan, aV./V,
antagonist, on dogs exposed to hypothermic CPB without
aortic cross-clamp or circulatory arrest. Dr Primak dosed
conivaptan at the end of CPB. End points of her study were
post-CPB urine flow (UOP), body weight, fluid compart-
ments, and hemodynamics. Dr. Primak reported the results
of her first 12 experiments at the annual meeting of the
Section on Critical Care in Boston on October 20.

CPB was associated with significant baseline variability in
hemodynamics, UOP, and fluid requirements. Post CPB,
three animals were dosed 1.2 mg/K g of conivaptan, three
received 0.6 mg/kg, two received 0.3 mg/Kg, and four
received sham. One animal in the 0.6 mg/Kg group had an
abbreviated CPB run due to large fluid requirements to
achieve just 25% of targeted CPB flow. All animals had the
expected effects of CPB in terms of increased weight,
positive fluid balance, and hemodilution. Dr Primak dosed
conivaptan based on dry weights and considered the effect of
fluid retention on actual conivaptan dose. She considered the
effect of pre-dose fluid balance on UOP. She separated the
effects of administered fluid from those of drug by multiple
regressionanalysis.

The amount of fluid administered during CPB significantly
influenced UOP in the five hours after CPB (p=0.001).
Conivaptan also significantly increased UOP during this
interval (p=0.02). A significant dose response was seen only
at three hours post CPB, with no dose response on overall
post-CPB UOP. Sodium, hematocrit, and urea nitrogen
levels all rose in treated animals compared with controls.
Body compartment anal yses are ongoing.

Cardiac output declined overall with exposure to CPB.
However, stroke volume was preserved in all but two
animal's, suggesting an absence of acute cardiac dysfunction.
The two animals with decreased stroke volume had increases
in peripheral resistance of greater than 100%. Post treat-
ment, peripheral resistance declined in those two animals.
Neither these or any other of the treated animals had hemo-
dynamic deterioration due to conivaptan.

continued on page 10
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PEDIATRIC CRITICAL CARE MEDICINE

&CCM CALENDAR OF EVENTS

http://www.pedsccm.org/

Meseting Title Meeting Dates Location Contact

SCCM 32nd Critical Care 1/28/03 - 2/2/03 San Antonio, TX Information is at http:/

Congress www.sccm.org/edu/
32program/toc.html

1st Asia-Pacific Symposium 2/20/03 - 2/21/03  Phuket Idand, Information is at http://

on Pediatric Cardiac Intensive Thailand WWW.pcicsasia.com

Care

Pediatric Academic 5/3/03 - 5/6/03 Sedtle, WA Contact Information:

Societies Annua Mesting 281/419-0052
debbiea@aps-spr.org

4th World Congress on 6/8/03 - 6/12/03 Boston, MA http://www.pic2003.com

Pediatric Intensive Care

AAP Pediatric Critica Care To be hdd Boston, MA http://www.aap.org/sections/

Coding Course during the 4th critcare

World Congress

AAP Fdlows Course 10/30/03 - 11/1/03 New Orleans, http://www.aap.org/sections/
LA critcare

AAP National Conference and 11/1/03 - 11/5/03 New Orleans, http://www.aap.org
Exhibition LA

Do We Know How To Find You?

An important new service has been added to the online Member Directory. The “Membership Information Change Form” located within
the Members Only Channel (wwwv.aap.org/moc/memberservices/'updatememberinfoform.cfm) has been added to provide you with an
opportunity to view your address, demographic, and subspecialty information and updateit at your own convenience. We understand
that members are changing information more frequently. Now, each time you make a change, smply enter it into the form and our
database will be updated the following day. This way, there will be no delay in receiving your member benefits.

The AAP online Member Directory, available through the AAP Members Only Channel at www.aap.org/moc, has recently beenim-
proved. With 15% to 20% of our member contact information in a state of change at any given time, the online Directory should be your
primary resource to locate colleagues. Quite simply, it has the most accurate, up-to-the-minute contact information available.

With these new changes and enhancements, we believe we can further improve service to members and the public. However, it is also an
important time for our members to check their address and demographic information for accuracy. In the next few weeks, please take the
time to visit the Membership Information Change Form (www.aap.org/moc/memberservices/updatememberinfoform.cfm). If you prefer
to contact us by phone or fax, you can do this by calling 800/433-9016, extension 5897 and providing one of our service representatives
with your updated address information, or faxing your information to 847/228-7035.
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Use of Drugs*® Off Label” in Children

Prescribing of drugsfor children that are not approved by the
FDA for useinchildren unfortunately iscommonplacein
pediatric practice. Thelegal, regulatory, and ethical issuesfor
the physician who must prescribe“ off |abel” isbest understood
inthe context of thelawsthat govern the devel opment, ap-
proval, distribution and marketing of prescription drugs.

When the 1962 amendmentsto the U.S. Food Drug and
Cosmetic Act were passed, it wastheintent of Congressthat
drugsapproved for human useinthe U.S. be shown by well
controlled studiesto be safe and effectivefor the usesfor which
they weremarketed. Thisisthelaw that hasgoverned drug
approval anduseintheU.S. for the past 40 yearsand continues
ineffecttothepresenttime. Under theFD& C Act, theFDA is
charged with theresponsibility for approval of therapeutic drugs
marketedintheU.S. The FDA-approved prescribinginforma:
tionfor an approved drug, includingindicationsfor use, dosing
recommendations, and safety information, are containedinthe
official labeling for thedrug. Thelabel isalegal document that
ispublished asthe packageinsert and determines/limitsthe
marketing claimsthat may be madefor adrug.

Shortly after implementation of the 1962 FD& C amendmentsin
1965, it became obviousthat loopholesin thelaw madeit
possiblefor companiesto get drugsapproved for adult use
whilenot approving them for useininfantsand children.
Furthermore, onceadrug was approved for marketing for any
indication, therewaslittleincentivefor acompany to seek
approval for additional indicationsunlesstherewas potential for
asignificantly expanded market. Because of this, approxi-
mately 80% of prescription drugsbrought to market during the
past 40 years have not been approved for children. Conse-
quently, the approved labelsdo not contain dosing or saf ety
informationfor childrenand contain disclaimersagainst usein
children. Nevertheless, themajority of these drugsarethera-
peutically important for children aswell asadults. Thisleaves
the physician caring for children with the choice of denying
patientsaccessto val uabledrugsor prescribing thedrug “ of f
label”, e.g. prescribing thedrug for anindication or age group
not included or explicitly excluded in the approved |abeling.
More oftenthan not, the physician optsfor “ of f |abel” prescrib-
ing. Inpediatric medicine, dueto the paucity of drugsapproved
for children, “off label” use hasbecome commonplace. What
thenisthephysician’ sresponsibility or legal cul pability when
prescribing “ off [abel” ?

First, itisimportant to understand that the FD& C Act governs
theinterstate commerce of adrug and doesnot regul atethe
practice of medicine. Inother words, the approved |abel

regul atesthe pharmaceutical company’ smarketing and distribu-
tion of the drug, including therapeutic claims, usesfor which
thedrugisintended, and claimsregarding the safety profile of
thedrug. Labelingisintended neither to precludethephysician
from using hisor her best medical judgment intheinterest of
the patient, nor to imposeliability for failureto comply with
labeling restrictions. “Off label” use of amedication doesnot

necessarily imply deviation from an accepted standard of care
and does not connoteanillegal act onthepart of the physician.
“Off label” prescribing doesNOT violate any section of the
FD&CAct.

At thesametime, in the absence of pediatriclabeling, the
physician who prescribes* off label” implicitly assumes
increased responsibility for being knowledgeableregarding
available authoritative scientific and medical informationto
support “of f label” useand the extent to which such information
islacking. Thelack of formal testing, approval and|abeling of
adrugfor childrenincreasesthelikelihood that thereis
inadequate information to safely and effectively prescribethe
drug. Absenceof pediatric prescribinginformationinthe
approved labeling placesthe onusonthe physicianto be
familiar the best information available.

Although* off label” prescribing doesnot inherently increasea
physician’ sexposureto claims of malpractice, isdoesimposean
increased burdento justify and document justificationfor “ of f
label” use. Indeed, aphysician could conceivably beheldliable
inamal practiceactionfor adeparturefrom accepted standards
of careif heor shedenied apatient accessto generally accepted
treatment solely becausethe usewasnot included inthe official
labeling of thedrug.

It therefore, behoovesthe physicianto bewell informed
regarding sourcesof pediatric prescribinginformationthat is
generally accepted asauthoritativeand that will support “ of f
label” prescribing of specific drugsto pediatric patients.

Examples of authoritative sources of information to support “ of f
label” useincluderefereed articlesinthe medical literature, peer
reviewed paperspresented at scientific meetings, position
statementshby specialty societies, generally accepted current
textbooks, and peer reviewed compendiasuch astheU.S.
PharmacopeiaDispensing Information (USPDI). TheUSPDI
includesavailable pediatric datain their monographseven
though theinformation may not beincluded in the approved
labeling for thedrug. Thelevel of evidence supportingthe
information alsoisprovided.

Withtheincreased volumeof pediatric studiesbeing conducted
under theincentivesprovided by the Best Pharmaceutical sfor
Children Act, the number of drugswith approved labeling for
childrenwill increaseinthefutureand gradually reducethe

number of drugsfor which“ off label” useisnecessary.

Ralph E. Kauffman, MD

Marion Merrell Dow/Missouri ChairinMedical Research
Children’sMercy Hospital

University of Missouri-KansasCity



SUMMARY PROGRESSREPORT

continued frompage 7

Dr Primak concluded these preliminary experiments con-
firmed the aquaretic effects of conivaptan in this model.
High baseline variability and low numbers of experiments
kept her from concluding whether a dose response occurred.
The maximal dose effect on UOP at three hours coincides
with the elimination half-life of conivaptan in these animals.
Increased sodium levels might limit the practical dosing of
vasopressinantagonists.

Dr Primak plans to repeat this protocol in more animals. She
will repeat her power analysis using the preliminary data,
grouping dogs by actual (rather than nominal) conivaptan
dose. Sheforesees studying conivaptan in canine models of
acute cardiac failure to better investigate hemodynamic
effects.

Dr Moss and the assembled Section congratulated Dr Primak
for her hard work and diligence. Her persistence and her
adjustments to a difficult model impressed the group. Her
experiments will continue with residual SOCC grant monies
and other funding.

MEMBERSHIP DIRECTORY ON-LINE!

The AAP hasadded alink to the section
membership roster on the Section’s home
page on the Members Only Channel. The
roster will first appear as an al phabetical
listing, and each member’s name links to more detailed
information about that person, including other section
membership, chapter and district affiliation, and committee
membership.

Be sure to contact the Membership Department at
membership@aap.org should any of your information
change, such as name, address, phone, fax or e-mail
address. You may also make the changes on-line on the
Members Only Channel. Just follow the link on the
Section’s home page!

JOIN THE SOCC LISTSERV!

Join the Section on Critical Care LISTSERV® Today!

The LISTSERV® allows the AAP Staff to communicate with
members through periodic e-mail messages.

If you would like to join the LISTSERV® simply: e-mail Carolyn
Mensching at cmensching@aap.org with “SOCC LISTSERV” in
the subject line.

**Be sure to include your name and contact information.

AAPCALL FORABSTRACTS
AAP National Conference and Exhibition
October 31-November 5, 2003

New Orleans, LA

Submission deadline:

April 14, 2003 for paper submissions

April 18, 2003 for electronic submissions
(Abstracts must be received by thedateslisted.)

Section programs provide aforum for the discussion of
clinical matters or research related to a particular subspe-
cialty or special interest area. Submissions by AAP members
and nonmembers are welcome; participation is open to health
professionalsin any field. (However, some sections require a
sponsor for any paperswhose authorsdo not includea
member of the Section.)

The following Sections accept abstracts for presentation at
the AAP National Conference and Exhibition. Abstracts are
not accepted for general pediatrics or for other pediatric
subspecialties or special interest areas not listed bel ow.

Administration & Practice Management
Adoption & Foster Care
Breastfeeding

Cardiology & Cardiac Surgery
Clinical Information Technologies
Critical Care

Emergency Medicine
Epidemiology

Injury & Poison Prevention
Orthopaedics

Perinatal Pediatrics

Plastic Surgery

Residents

School Hedlth

SportsMedicine & Fitness
Surgery

Transport Medicine

Urology

AV NN N NN YN N U N N N VNN

Submit electronically from the AAP Web site
http://www.aap.org under “ Professional Education”
(submission form will be available in mid- to late-January)

Print versions can be obtained by calling the AAP Faxback
Service at 847-758-0391. Ask for Document 1201 (Abstract
Form and Instructions)

Questions? Contact gbstracts@aap.org, or RebeccaMarshall
at 847-434-4079.
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