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portant differences between paediatric
xygen consumption which, in infants
twice that of adults.

e cardiac index ( as the cardiac output related to
dy surface area to allow a comparison between

nt sizes of patients) is increased by 30-60 percent in
es and infants to help meet the increased oxygen
ption

e volume is therefore relatively fixed and the only way
asing cardiac output is by increasing heart rate.

mpathetic nervous system is not well developed
predisposing the neonatal heart to bradycardia.




arge with a prominent occiput, the neck is
e. The airway is prone to obstruction

‘ lep.iglottis is large, flo d U shaped. The trachea is short

ximately 4-9cm)
lottic opening (laryngeal opening) is more anterior and the
est part of the airway is at the cricoid ring. (In the adult

1e narrowest point is the vocal cords).

cuffed endotracheal tube which has an air leak around it
sitive pressure is applied to it should be used in children

ears of age. An uncuffed tube provides a larger internal
diameter compared with a cuffed tube.

5.(Age/2) +12
= 6. Increased alveolar ventilation is achieved by an increase in
respiratory rate



e is an increased metabolic rate but

ient body fat for insulation and heat is lost
apidly.

portant to maintain a warm environment
to minimise heat loss.



ents can be considered as maintenance
ment fluids.

requirements are calculated on an
urly basis depen on the body weight. A suitable way
working this out is as follows:

I/kg for the first 10 kg,
ing 2 ml/kg for the second 10 kg
ml/kg for each kg over 20 kg.

gimen with 30% of the fluid as normal saline and 70% as
ose 5% is suitable for this purpose.

\ = 3.Replacement fluids.replaced by balanced salt solutions

o such as Hartmanns solution. Colloid solutions are sometimes
used when losses are heavy.In general abdominal surgery
will need extra fluid to replace these third space losses at
around 10 mls/kg/hour for each hour of surgery




ssment
uld be visited by the anaesthetist

1 a history, perform a physical
ination and evaluate laboratory data in addition to
ating the patient's response to hospitalisation.

mula or breast milk 4 hours before surgery
Clear liquids up to 2 hours before surgery

'm Over1 year:
No formula, milk or solid food 6 hours before surgery
Clear liquids up to 2 hours before surgery



ibed according to the needs of the

atives shoul rved for those who are
ly anxious. Oral midazolam 0.75 mg/kg
istered 30 minutes prior to induction is very

pine or glycopyrrolate can be administered orally
amuscularly) preoperatively or given iv on
induction of anaesthesia.Vagolytic dose of atropine (0.03
mg/kg) provides complete protection against vagal
cardiac slowing or other cardiac arrhythmias.




tic Technique
n deteriorate rapidly during

uction.Induction of anaesthesia is generally by
avenous or inhalational methods

.Occasionally the anaesthetist is confronted by an
unruly and hysterical child who will not co-operate
with either of the above methods of induction.
While an IM injection of ketamine (3-5 mg/kg) is
possible



s. Both induction and emergence from
id in children than in adults. This is

ller lung functional residual Ca{)acity I}‘l)er
t body weight and a greater tissue blood flow, especially to the
el rich group (brain, heart, liver and kidney).

lurane is a recently introduced inhalational agent which has
vantage of a pleasant non-irritating odour and a low

fgas solubility coefficient. Consequently induction is both
and smooth and it is an ideal agent for inhalational induction
considerably more expensive than halothane.

venous Anaesthetics. An immature blood brain barrier and
d ability to metabolise drugs may increase the neonate's
sensitivity to barbiturates and opioids. Lower doses may be
required to produce the desired pharmacological effects.




ivery of large tidal volumes to a small child can
pressures and cause barotrauma (damage to
e inspiratory pressure).

edicated paediatric anaesthesia tubing is usually shorter and
er and the smaller tidal volumes can be better delivered
ually with a 500 ml or 1000 ml breathing bag.

efficiency of breathing circuits is measured by the fresh gas
required to eliminate CO, rebreathing.

e version most commonly used is the Jackson-Rees

ication which has an open bag attached to the expiratory limb

\ (classified as a Mapleson F system). Fresh gas flows of 1E2)-3 times
, minute volume should be used to prevent rebreathing durin

- spontaneous ventilation, with a minimum flow of 3 litres/ min.
uring controlled ventilation the litres of fresh gas required per

minute can be calculated by giving 1000 ml + 100 mls(}kg. The

minimum flow should be 3 litres /min.



e Problem

aediatrics often means
adequate ventilation and
that is needed to

ycardia resulting from increased
anial pressure is treated with
hype entilation, diuretics and surgical release
of the pressure.



he child may return to the ward when the observations
stable, he is fully conscious and his pain is controlled.

casionally croup or subglottic oedema after endotracheal
sthesia manifests itself i the first few hours after
ation.Mild cases will resolve over time and may only
ire extra observation and possibly some humiditied
en.Nebulised adrenaline %mg) by facemask is used in
\ more severe cases.Steroids may or may not be useful and a
single, large dose of i.v. dexa-methasone (4mg for infants,
8mg for children) can be used.If the above treatment is
ineftective, ]Treparations should be made for reintubation
using a smaller endotracheal tube.



eostigmine
® .05 mg/kg



ain management
esics (for mild or moderate

hen) 15 mg/kg 6 hourly
IDS
enac 1-3 mg/kg per day
oids (for severe pain)

. ted doses intramuscularly:
Morphine: 0.1-0.2 mg/kg 4 hourly (may be given
~ subcutaneously also)

Pethidine: 1 - 1.5 mg/kg 4 hourly




for attention




