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A) Anesthesia Equipment

Circuit- 500mls - 1L bag up to one year of age , then 1-2 L bag 

Laryngoscope blades- Macintosh  Size1   for newborn-6months

                                                            Size 2  for 6months till age 8 yrs

                                                            Then Macintosh 3 for older 

                                                             children

                                          Miller         Size 0 for newborns

                                                             Size 1 for 6 MO- 1 YR

                                                             Size 2 for older children

Endotracheal tubes- ETT sizing for uncuffed tubes

Newborn to 6months-  2.5-3.5

6months to 12 months -3.5-4.0

Over 1 year, use formula

4 + age/4 is tube size. 

Have +/- 1/2 size ready. 

Depth of endotracheal tube insertion = 3x tube size

LMA sizing-

 < 5 kg             Size 1

 5-10 kg         Size 1.5  

 10-20 kg     Size 2.0                 

 20-30 kg     Size 2.5-3

Pediatric Ambu Bag (self inflating bag), Jackson Rees circuit (possibly)

 Oral airways (GUEDEL )

 Sizes-   40 mm smallest for neonates

               50 mm for children up to 1 year

               60 mm for older kids

IV needle size- 24 g for small babies, 22g or 20 for older children.

B) Medications

1. Sedatives and analgesics-

    Thiopentone- 4-5 mg/kg

    Propofol- 2-4 mg/kg

    Pethidine (Demerol) 0.5mg/kg

    Morphine .05-0.1mg/kg

    Ketamine (Ketalar) 1 mg/kg with Atropine 0.02mg/kg. Atropine    

    to be used for children up to 1 year of age

2. Neuromuscular blockers-

    Succinylcholine 1-2 mg/kg

    Pancuronium 0.1 mg/kg

    Vecuronium 0.1 mg/kg

    Atacurium 0.5mg/kg

3. Neuromuscular Reversal Agents

    Neostigmine 0.05mg/kg with Atropine 0.02mg/kg

4. Vagolytics, Vasopressors

     Atropine 0.01-0.02 mg/kg

 Epinephrine 0.01 mg/kg (1 cc for every 10 kg using 1/10,000         strength; OR .1 ml for every 10 kg using 1/1000)

C. Volatile Anesthetic Agents

Halothane, Isoflurane, Enflurane, Sevoflurane 

MAC DOSES-  Halothane-0.8

                         Isoflurane- 1.2%

                         Enflurane-1.8

                         Sevoflurane- 2%

DECREASE DOSES IN SICK PATIENTS

D.  Intravenous Crystalloids - 0.9% Saline and Ringer’s lactate 

Rate chart- 

Maintenance  First 10 kg- 4mls per kg/hour

Second 10 kg- 2mls per kg/ hour

Remaining Kg- 1mls per kg/hr

Third spacing- 8-10mls/kg/hour for abdominal cases

                         4-5 mls/kg/hour for non abdominal cases

E)Replacement of blood loss- Replace lost blood during surgery with 3 mls of crystalloid for every 1ml blood loss till blood transfusion is indicated.

F)Fasting Status (NPO) for elective cases only

No clear liquids for 2 hour prior to surgery

No breast milk for 4 hours prior to surgery

No solids or cow's milk for 6 hours prior to surgery. 

G) Anesthesia Induction in Children-
A. Inhalation induction. If the child can tolerate intravenous placement for anesthesia the intravenous should ideally  be placed before the surgery. In non cooperative patients,cases will have to be started with inhalation induction.

 On arrival in the operating room, noninvasive monitors are placed( precordial stethoscope, pulse oximeter if available). The patient then breathes a mixture of nitrous oxide(if available) and oxygen, then an inhalation anesthetic. The patient will go through stage 2 - the excitement phase of anesthesia. During this stage, it is important to avoid stimulating the patient(such as putting an intravenous) in order to minimize the risk of laryngospasm. Put the intravenous line when the child is deep (eyes central, respirations regular)Inhalation induction is contraindicated in children with full stomachs because the airway is unprotected .

B. Intravenous induction.
It is always preferable to place an IV before induction if possible and must be used in children who have full stomachs. Once the IV is in place, induction proceeds as it would for and adult.

H) Replacement of blood- Consider blood transfusion early when

  -Hemoglobin equal or less then 7 gm/dl

  -Estimated blood loss if greater than 15% of the blood volume of     

   the child

  -Blood pressure is low and child is bleeding

Estimated Blood Volume

Premature     90-100 cc/kg

Newborn        80-90 cc/kg

3mo-1yr        70-80 cc/kg

>1yr                70 cc/kg

Adult              55-60 cc/kg

I)  Temperature of child- KEEP ALL CHILDREN ESPECIALLY NEWBORNS WARM WITH SARAN WRAPS, WARM BLANKETS 
J)  QUESTIONS TO ASK YOURSELF PRIOR TO EXTUBATION
1.   Is child stable- Blood pressure, heart rate, color ?

2.   Have muscle relaxants worn off or do you need to give reversal    agents?

3.   Is child warm?

4.  Can child maintain respiration by itself?

5.  Is the child awake ?

K) Spinal Anesthesia
Needles- 1.5-2inches long (shorter than adult spinal needles), 25-22 gauge

Dosing of spinal blocks in children

                      Bupivacaine (mg/kg)               Tetracaine* (mg/kg)     

Infants              0.5–1.0                                0.5–1.0                             

1–7 yrs old       0.3–0.5                                0.3–0.5                             

> 7 yrs old        0.2–0.3                                   0.3       

MUST WATCH FOR HYPOTENSION, APNOEA , BRADYCARDIA WHEN THE SPINAL IS PLACED               
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