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This will be my last issue as editor
of the B u l l e t i n and chair of the
Perinatal-Pediatric Section. It was a
grand experience, and I thank you all
for granting me the opportunity to
serve in these capacities. I do plan to
continue to play a very active role in
this specialty section. The one issue
that stands out within our section - if
not all the AARC specialty sections -
is the tremendous need we all have for
access to information, ASAP. In our
case, this somewhat immediate need
for information (i.e., education) most
likely stems from the recent soar in
advanced practices and sophisticated
technology being experienced in the
infant care arena. 

The section, it’s Bulletin, and the
web site all serve to gather and share
information. I plan to assist our
incoming chair, Peter Betit, in contin-
uing to assure section members
enhanced access to immediate infor-
mation by continuing to develop the
web site. Peter is a very enthusiastic
“go getter” type of guy, and I think we
will see some dramatic improvements
in our section. I plan to be at his dis-
posal and to help him in any way I
can. I hope you will join me in that
endeavor!

I’d like to close out my term in
office by reinforcing my support for

the recommendation that I submitted
to the AARC Board of Directors ask-
ing that we be allowed to slightly alter
the design of our Consultant Panel.
This change involves requiring each
panel member to provide a brief arti-
cle, or report, to the Bulletin that out-
lines his or her recent experience in
his or her area of expertise. This rec-
ommendation will be further dis-
cussed at the AARC International
Respiratory Congress in Atlanta. 

Peter and myself feel strongly that
in order for this section to succeed in
providing a wealth of information,
there must be active participation by
the section members. We do realize
that everyone is busy, but perhaps
some of the time you spend research-
ing (or pondering) whether or not to
change or redesign your current prac-
tice could be eliminated if we all
donated a couple of hours once a year
to providing the web page or Bulletin
with our individual pearls of wisdom!
(For an example of the kinds of arti-
cles I’m talking about, see my article
in this issue titled, “Reporting from
Children’s Hospital Oakland.”)

Finally, I want to thank all of you
who have contributed to the specialty
section in the past two years and wish
you all a great New Year. ■

As I reported in an earlier issue of
the Bulletin, at Children’s Hospital
Oakland we do not typically dilute our
bronchodilator neb treatments. We
have not done so for approximately 15
years. Our dose in the emerg e n c y
room is 7.5 mg or 1.5cc of albuterol.
This dose is higher than the common-
ly recommended 0.1mg/kg/dose for
intermittent nebulization. A study has
yet to be conducted to determine the

safety and efficacy of undiluted high
dose therapy compared to the diluted
lower dose therapy.

However, as no adverse side effects
have been observed, and a more rapid
response has been perceived com-
pared with lower doses, we are using
the higher dose. In two studies by
Schuh, et. al., from the department of

“Reporting” continued on page 2

Reporting from Children’s
Hospital Oakland
by Katie Sabato, MS, RRT



Perinatal-Pediatrics Bulletin

2

pediatrics at the Hospital for Sick
Children in Toronto, Canada, compar-
isons of high versus low dose diluted
albuterol were conducted. In both
studies, high dose regimens were
proven more effective with no more
adverse side effects than the low dose
regimen. In both studies, however, the
dose was diluted. 

At Children’s we are involved in a

large, random, controlled study in our
ER to determine whether the adminis-
tration of inhaled undiluted albuterol
has the same efficacy as the diluted
version. Think of the time we could
save if our results show that there is no
difference! Look for our paper some-
time at end of next year. The primary
investigator on this study is Jeannette
Asselin, RRT, who has a Master’s
degree in research and design. 

Jeannette is also involved in over-
seeing an extremely large study (26
cities throughout the country and
Canada) aimed at determining whether
early institution of nontidal ventilation
(delivered by HFOV) is superior to
tidal ventilation (delivered by flow
triggered SIMV with proximal tidal
volume monitoring) for very low birth
weight infants requiring ventilatory
support. 

We continue throughout our institu-
tion to deliver continuous albuterol
(average dose in the 10-20mg. hour
range) to our sickest asthmatics.
Recent discussion on the Internet and
an increase in published studies are
certainly pointing to the fact that this
mode of administration is safe and
does appear to be reducing the length
of stay at institutions where it has been
introduced.

Finally, we are continuing our four
years of positive experience in reduc-
ing our complete documentation of the
ventilator patient system check (once
termed the “ventilator check” ) to Q12
with subsequent documentation occur-
ring when there is a change in ventila-
tor parameters or a significant change
in the patient ventilator interaction
(i.e., “charting by exception”). By the
time you read this article, you may
have already attended my lecture on
our experience at the A A R C
International Congress in Atlanta. 

If you wish further information on
any of the issues discussed in this arti-
cle, please feel free to contact me at
the address/numbers listed on page
two. In the meantime, I will leave you
with a copy of our policies and proce-
dures on charting by exception,
reprinted below:

Charting by Exception

P u r p o s e: To provide a mechanism
for consistent documentation of venti-

lator assessments and to assure that
ordered parameters are set as pre-
s c r i b e d .

To be performed by: RTs
Introduction – Documentation by

exception is two-fold:
1. An initial complete ventilator
check, now termed Patient Support
System Check (PSSC), which serves
to establish:
• Verification of current physician’s

orders
• Verification of appropriate function

of the ventilator
• Verification of appropriate patient

response to set ventilator parameters
and mode

2. Subsequent limited ventilator
documentation reflection:
• Physician-ordered ventilator change
• All patient vitals and ventilator para-

meters that were directly impacted
by the change
Procedure

1. The PSSC
A. Prior to performing each PSSC

the RT must:
• review the patient’s chart
• verify all ventilator orders and any

other RC orders
• assess the patient’s ventilator inter-

action
B. Perform the PSSC – PSSC

d o c umentation to include (mode
a p p l i c a b l e ) :
• FIO2

• Set tidal volume, pressure control
level, limit, or support level

• Delivered tidal volume along with
the cc/kg

• Expired minute ventilation
• Average PIP
• PEEP
• AutoPEEP (if present)
• MAP
• Set respiratory rate and additional

assisted breaths
• Flowrate and/or inspiratory time,

and/or termination sensitivity
• Verification of Leak on/Leak off
• Trigger sensitivity
• Current alarm settings including:

high pressure alarm and POP Off
low pressure alarm
high and low minute ventilation

alarm
• Temperature of inspired gas at the

airway and current water fill level

“Reporting” continued from page 1

P e r i n a t a l -
Pediatrics Bulletin

is published by the 
American Association 
for Respiratory Car e

11030 Ables Lane
Dallas, TX  75229-4593

(972) 243-2272
FAX (972) 484-2720
e-mail: info@aarc.org

Kelli Hagen
AARC communications coordinator

Debbie Bunch
Bulletin managing editor

Edwards Printing
Bulletin typesetting

Section Chair and Bulletin Editor
Katie Sabato, MS, RR T

Children’s Hospital Oakland
747 52nd Street

Oakland, CA 94609-1809
(510) 428-3000 (beep 8533)

FAX (510) 601-3931
e-mail: ktrcp@aol.com

Chair-elect
Peter Betit, RR T

(617) 735-6034

Medical Advisors
Michelle Cloutier, MD (AAP)

(203) 679-2647

Mark Wilson, MD (ACAI)
(402) 390-5624

Consultant Panel
Mike Czervinske, RR T

University of Kansas Medical Center
Department of Respiratory

Care Education
3901 Rainbow Blvd.

Kansas, City, KS 66106-7606
Phone: (913) 588-4631

Fax: (913) 588-4631

“Reporting” continued on page 3



Mike Tracy, BS, RRT, PP/Spec.,
has worked at Rainbow Babies and
Children’s Hospital, which is part of
the University Hospitals of Cleveland
in Cleveland, OH, for more than ten
years. During this time, he has estab-
lished himself as a strong clinician and
a team leader.

Rainbow Babies and Children’s is a
213-bed hospital renowned for its
pediatric and neonatal intensive care
units and nationally recognized for its
asthma care protocols and cystic fibro-
sis tertiary care center. The respiratory
therapists here have received national
recognition and are strongly supported
by the departments of neonatology
and pediatric pulmonary and critical
care medicine.

Mike earned his bachelor’s degree
from Hiram College in Hiram, OH,
and is a graduate of the Lakeland
Community College respiratory thera-
py program in Mentor, OH. He came
to Rainbow Babies and Children’s
from the University of Oregon in
Portland, where he worked as a shift
supervisor. He also has experience in
the educational arena, having spent a
year of his career as director of educa-
tion and respiratory therapy at the
Oregon Health Sciences University.
Since returning to Cleveland to pursue

his unending interest in pediatrics,
Mike has mastered the pediatric and
neonatal ICUs and has been active in
many of the programs offered at our
institution. 

Along with the Rainbow staff ,
Mike has participated in research pro-
jects at our institution, including the
National Institutes of Health’s nitric
oxide study in neonates. He was one
of the therapists responsible for the
initiation and implementation of the
current nitric oxide protocol used in
our pediatric, neonatal, and adult
patients at University Hospitals. His
many hours of dedicated service as the
inhaled nitric oxide coordinator have
contributed to the success of this pro-
gram. 

Mike was also involved in the plan-
ning and initiation of pulse dosed
inhaled nitric oxide therapy to a
patient with primary pulmonary
hypertension who eventually went
home on NO. He is currently working
on a nitric oxide system for patient
transport outside of the hospital.

Mike has written a number of arti-
cles for the R e s p i r a t o ry Reader, a
quarterly newsletter published for the
University Hospitals staff. He is also
the author of the “NO Update” and has
published articles in several industry

publications. Mike has presented lec-
tures at the AARC International
Respiratory Congress, as well, includ-
ing a talk on “Evaluation of a Portable
Nitric Oxide System for Interhospital
Transport During Neonatal
Mechanical Ventilation” at this year’s
meeting. 

Mike exhibits his dedication to the
profession on a daily basis through his
active participation in daily patient
rounds, his actions as a true patient
advocate, and his willingness to give
advice to caregivers. By promoting
good patient outcomes, he regularly
goes “the extra mile” for the patient.
As an active member of our teaching
institution, he shares his knowledge
base with teaching staff, physicians,
and nurses as necessary, and he works
well with staff members - serving not
only as an excellent team leader but
also as a good team player. T h r o u g h
his assertive nature, Mike challenges
other members of the health care team
to expand their horizons and partici-
pate in or initiate projects on their own
so that we can all strive to improve
patient care outcomes.

We congratulate Mike on being
named Perinatal-Pediatric Specialty
Practitioner of the Year. ■
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2. Subsequent ventilator charting –
Charting by exception:

Formed when a change is made on
the ventilator or there is a significant
(10%) change in any patient/ventilator

interaction. Documentation to include:
• The ordered change and time changed
• All patient vital and ventilator para-

meters impacted by the change
3. Documentation of blood gases
• All blood gas results must be docu-

mented to reflect corresponding

ventilator and/or patient changes
4. Patient/ventilator assessment
• Written assessment is to reflect a

SOAP format and must focus on the
status of the patient in terms of
desired outcomes for the shift. ■

“Reporting” continued from page 2

Specialty Practitioner of the Year: Mike Tracy,
BS, RRT, PP/Spec.
by Kathleen Deakins, RRT, Rainbow Babies and Children’s Hospital, Cleveland, OH

New Product Suggestions
As you know, new product devel-

opment is an important component of
the services that any association pro-
vides its members. But where do these
new products originate? 

Quite often they originate with you.
You and your staff encounter prob-
lems and needs everyday. Perhaps you
require an educational product on a
procedure or disease. Or maybe you
need a manual to help you manage

certain components of your depart-
ment.

Tell us what products or services
the AARC can develop that will help
you perform your job. We will
research your suggestion, and if it is
viable, produce it and make it avail-
able to the profession. 

Please provide the following infor-
mation when submitting your product
or service suggestion: 

• Brief description of the product
• Describe who will use this product
• Tell why you believe potential users

will buy this product
• List your name, member number,

and specialty section/committee
Send this information to: New

Products, AARC, 11030 Ables Lane,
Dallas, TX 75229; email: info@
aarc.org; FAX: (972) 484-2720. ■
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FYI . . .
New diaper may help newborns
with jaundice 

A new, specially designed diaper
that allows 87% of light to pass
through the diaper could help the
400,000 babies born each year with
jaundice. 

The diaper was designed by a pedi-
atric nurse practitioner, Patricia
M i l l n e r, MEd, CRNP, from Milton
Hershey Medical Center in Hershey,
PA. “As a nurse, I dealt with this prob-
lem for many years, and I just felt
there had to be a better solution,”
explains Millner. By allowing light to
pass through, the new diaper, known
as BiliBottoms, cut by a third the
length of time the baby must undergo
phototherapy to break down the exces-
sive bilirubin that caused jaundice. 

Although the new diaper costs about
twice as much as the old variety,
Millner believes using the diaper can be
c o s t - e ffective for institutions because it
reduces the time the child has to stay in
the hospital after birth. The diapers are
currently in use at her hospital, where
they are made by hand, but so far dia-
per manufacturers have not shown an
interest in the product, claiming that
adjusting machinery to make them
would be too expensive. (Milton
Hershey Medical Center, 9/19/98) 

C o n t rolled house dust mite
levels critical in maximizing
peak expiratory flow rate 

A recent study of 30 children with a
history of wheezing found that among
those who were allergic to house dust
mites, peak expiratory flow rates
(PEFR) decreased as levels of Der p1
concentrations increased. This trend
was found for children who had both
high and low baseline levels of Der p1
concentration as measured in their
bedding. 

During the 12-month study, the
children kept an asthma diary in which
they made entries twice daily about

their symptoms, medications, and
PEFRs. Concurrently, research assis-
tants gathered samples of house dust
from the children’s mattresses, bed-
ding, pillows, pillow cases, and sheets
with a portable vacuum cleaner modi-
fied to collect fine dust. These collec-
tions were performed every 6-8
weeks. The PEFR of children who
wheezed but did not exhibit an allergic
reaction to the mites were not affected
by varying levels of dust mites. 

Researchers believe their findings
underscore the importance of main-
taining low house dust mite levels in
the home environments of children
who wheeze or have asthma and are
allergic to the mites. (J Allergy Clin
Immunolo 1998;102:382-386)

D e y ’s Curo s u r f ® re c e i v e s
“ A p p rovable” letter f o r RDS 

Dey, LP, has received an “approv-
able” letter from the Food and Drug
Administration for Curosurf ® (porac-
tant alpha) Intratracheal Suspension, a
lung surfactant licensed from Chiesi
Farmaceutici, S.p.A. of Parma, Italy.
Curosurf is already available in 32
countries for the treatment of respira-
tory distress syndrome (RDS) in pre-
mature infants.

Receipt of an approvable letter rep-
resents a stage prior to actual approval
of a New Drug Application (NDA).
The letter means that the supporting
clinical data submitted has been
reviewed and accepted by the FDA.
(PRNewswire, 9/17/98)

Organization targets
medications for k i d s

Nearly three-quarters of all drugs
prescribed to children are not approved
by the Food and Drug A d m i n i s t r a t i o n
(FDA). Of the more than 1,000 clinical
trials conducted in the United States
last year, fewer than 150 included chil-
dren in their investigations. 

To help remedy this situation and

develop a systematic trial process to
determine the safety and effectiveness
of existing and newly developed treat-
ments for children, The Children’s
Hospital of Philadelphia, in affiliation
with Duke University Medical Center,
has established the nation’s first com-
prehensive clinical research organiza-
tion devoted exclusively to pediatric
trials. Based at the hospital, the
Children’s Clinical Research Institute
(CCRI) will coordinate and perform
drug trials, as well as advocate the
need for these studies and disseminate
information regarding approved and
disapproved treatments and recom-
mendations to physicians and the pub-
lic. At its inception the CCRI will tar-
get therapies used to treat common ail-
ments such as asthma and obesity, as
well as treatments for serious illnesses
such as cystic fibrosis, childhood
depression, and cardiovascular dis-
ease. (PRNewswire, 8/31/98)

Gas stoves implicated in
childhood asthma

Exposure to gas stoves can harm a
c h i l d ’s respiratory health, say
researchers from Monash University
in Churchill, Australia, who conducted
a one-year study on 148 children, 53
of whom had asthma.

Scientists obtained air samples
from homes with gas stoves and found
that nitrogen dioxide levels were low.
Despite that fact, exposure to gas
stoves appeared to double the risk of
respiratory symptoms.

“These results suggest that alterna-
tive methods of cooking should be
used by families with young children,
particularly children with asthma,” the
researchers report. “Appropriate venti-
lation of all indoor combustible appli-
ances, including gas stoves, is strong-
ly recommended.” (American Journal
of Respiratory and Critical Care
Medicine, 9/98). ■
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