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Presenting Sign Pathophysio
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RV hypertrophy Arch obstruction

Hypoxemia Shunt obstructio
Anemia
Restrictive IACRestrictive IAC
Pulmonary vein 

Congestive hear

d Complications d Complications 

ology Treatment
itation AV valve repair
ruction Balloon or surgical aortoplasty

n Balloon or surgical aortoplasty

on Stunt repair ± pulm arterioplasty
Red blood cell transfusion
Balloon or surgical septectomyBalloon or surgical septectomy

stenosis Sutureless pulm vein repair or 
heart transplantation

rt failure See CHF therapy above



The pulmonarThe pulmonar

The lung is a 
” ””target organ”. 
PVR can be 
decreased or 
increased withincreased with 
ventilation

ry vasculaturery vasculature



PVR increases when:PVR increases when:
POPO d d PCOd d PCO iiPOPO22 decreases and PCOdecreases and PCO2 2 inin

PO2

PVRPVR

5
PO2/

5

( H d( H d ))creases (pH decreasecreases (pH decrease))

PCO2

7
/PCO2, kPa

7



Anesthesia ImplicaAnesthesia Implicapp

D l t l t• Developmental aspects o
– Airway
– Vascular access
– Fluid management
– Organ physiology (cardiov
– Pharmacology (kinetics/d

ations: Age Relatedations: Age Relatedgg

f f 1 th ldof care for a 1-month old

vascular, pulmonary, neuro)
ynamics)



ACGME ReqACGME Req
P di t i AP di t i APediatric APediatric A

• Clinical components• Clinical components
– Placement arterial and

Ph l i– Pharmacologic suppor
– Management of childre

surgery INCLUDING Csurgery INCLUDING C
– Diagnosis & perioperat

disordersdisorders
– Care of critically ill INF

http://www.acgme.org/acWeb

quirements:quirements:
A th iA th iAnesthesiaAnesthesia

d venous catheters
t f th i l tirt of the circulation

en for elective/emergent 
CPB & congenital disordersCPB & congenital disorders
tive management congenital 

ANTS

site/downloads/RRC_progReq/040pr07012007.pdf



ACGME ReqACGME Req
P di t i AP di t i APediatric APediatric A

• Didactic components (em• Didactic components (em
– Pharmacokinetic/pharma

Ph i l th h i l– Physiology, pathophysiol
• CARDIOVASCULAR, res

Congenital anomalies– Congenital anomalies
– Medical/Surgical problem

Ai bl– Airway problems

http://www.acgme.org/acWeb

quirements:quirements:
A th iA th iAnesthesiaAnesthesia
mphasis on development)mphasis on development) 
acodynamics and drug delivery
l d thlogy, and therapy
piratory, renal, hepatic, & CNS

ms common in children

site/downloads/RRC_progReq/040pr07012007.pdf



Pediatric AnesthPediatric Anesth
( f 01/( f 01/(as of 01/(as of 01/

• 45 ACGME-certified U.

• 171 positions currently 

http://www.acgme.org/

hesia Programshesia Programs
/1 /2008)/1 /2008)/15/2008)/15/2008)

S. fellowship programs

filled

/adspublic/reports/accredited_programs.asp



SummSumm

Pediatric AnePediatric Ane
• Receive necessary trai• Receive necessary trai

– Developmental physio

– Congenital disorders IN

• Are in sufficient suppl

marymaryyy

esthesiologists esthesiologists 
iningining
ology & pharmacology

NCLUDING CHD

ly to meet the needs



RebuRebuuttaluttal



ACGME ReqACGME Req
C di AC di ACardiac ACardiac A

• Didactic Curriculu
– Embryological develo

structures
– Pathophysiology, pha

management of patieg p
including…. CHD,….

http://www.acgme.org/acWebsit

quirements:quirements:
A th iA th iAnesthesiaAnesthesia

um
opment of cardiothoracic 

armacology and 
ents with cardiac disease, 

te/downloads/RRC_progReq/041pr206.pdf



ACGME ReqACGME Req
C di AC di ACardiac ACardiac A

• Clinical compon

–Experience with pe e ce t
cardiothoracic a
ENCOURAGEDENCOURAGED

http://www.acgme.org/acWebsite/d

quirements:quirements:
A th iA th iAnesthesiaAnesthesia

ents

pediatric ped at c
nesthesia is

downloads/RRC_progReq/041pr206.pdf



Cardiac AnesthCardiac Anesth
( f 01/( f 01/(as of 01/(as of 01/

• 32 ACGME-certified U.

• 88 positions currently fi

http://www.acgme.org/

hesia Programshesia Programs
/1 /2008)/1 /2008)/15/2008)/15/2008)

S. fellowship programs

lled

/adspublic/reports/accredited_programs.asp



Mythical Mythical 

PEDIATRIC CardiaPEDIATRIC Cardia

– Pediatric Anesthesia +
– Pediatric Anesthesia +
– Pediatric Cardiology +Pediatric Cardiology  
– ACGME fellowships = 
– Graduates non-ACGM– Graduates non-ACGM

Baum anBaum an

CreatureCreature

ac Anesthesiologistac Anesthesiologist

 Cardiac Anesthesia
 Pediatric Cardiology
AnesthesiaAnesthesia
0
E fellowships = 10-12/yrE fellowships = 10-12/yr

nd de Souza: Pediatr Anesth 2007; 17: 407-9nd de Souza:  Pediatr Anesth 2007; 17: 407 9



Society for PediaSociety for Pedia
Phoenix, ArizonPhoenix, Arizon

• Audience response (5
– Predominately pediatri

S li t f ifi• Survey list of specific q

atric Anesthesia:atric Anesthesia:
na na -- March 2007March 2007

00+ anesthesiologists)
c anesthesiologists

tiquestions





SummSumm

Pediatric AnePediatric Ane
• Is appropriately traine• Is appropriately traine

• Is readily availabley

• Is the right individual 

marymaryyy

esthesiologistesthesiologist
dd

for this case


