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Naval Medical Center 

Portsmouth, Virginia 

Pediatric Anesthesia Practice Guidelines 

The purpose of the manual, is to provide guidance and a 

systematic approach to pediatric anesthesia. While there are 

many variants of the practice of pediatric anesthesia, learning how 

to set up in a systematic way, will help to organize your thoughts 

and give you a safe, dependable way to safely anesthetize 

children. 
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Pre-operative 

1) The Child with a URI

The typical child has, on average, 6 URl's per year with each infection

lasting 1-2 weeks and residual airway reactivity for an additional 2-4 weeks.

Lower respiratory tract infections (LRl's) may last 2-4 weeks and leave the

airway reactive for an additional 4-6 weeks. Therefore, a child has at least

a 50% chance of having a reactive airway at any given time.

The following flow chart may be used to determine the suitability of a child

with recent URI for surgery.

Emergency Surgery 

Yes 

Proceed 

URI Symptoms 
Fever (>38.5), malaise, 

and/or <2 weeks LRI

No 

No 

URI symptoms 

Yes 

Delay 4-8 weeks 

No Yes 

General anesthesia 
required 

No 

Proceed 

No 

Proceed 

Yes 

No 

Proceed 

Delay 2-4 weeks 

Yes 

Other Risk Factors 
RAD 

Asthma 
Prematurity 

Age< 1 

Yes 

Delay 4-6 weeks 
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Pre-operative 

2) Ambulatory Surgery and the Ex-Premature Infant

Postoperative apnea and bradycardia commonly occur in premature• and

former premature infants who have received general anesthesia.

Additionally, full term infants less than 44 weeks post-conceptual age are

considered to be at risk for apnea and bradycardia. Anemia (hematocrit

<30%) is also an independent risk factor for postoperative apnea.

Apnea is defined as the absence of breathing for a period of greater than

15 seconds, which is frequently accompanied by bradycardia.

As a result of increased risk for postoperative apnea and bradycardia,

elective surgeries are postponed in infants until they are deemed no longer

at risk. If an infant at risk must undergo a procedure, it is imperative that

these patients have appropriate monitoring for the first 24 hours

postoperatively.

The following are the guidelines we will use at NMCP:

,.Premature is< 37 weeks post-conceptual age 

Prematurely Born? 

Postconceptual age? Postnatal age? 

>4wks <4wks 



Pre-operative 

3) NPO guidelines

2 hours Clear Liouids 

4 hours Breast Milk 

6 hours Formula/ 
non-human milk 

8 hours Solid Food 

4) Preoperative Sedation/Parental Presence During Induction

A smooth transition from the awake state to the anesthetized state is
desirable for all patients, regardless of age. Pediatric patients are uniquely 

challenging because of their inherent distrust of people who are unfamiliar 

to them ("stranger anxiety"), which generally occurs in children older than 

8-9 months. To overcome the obstacle of stranger anxiety one can: 1) keep

a familiar person with the child at all times while the patient is awake or 2)
pharmacologically alter the child's mood. The latter option is especially
attractive because it is very frequently successful, it decreases the
incidence of recalling a trip to the operating room, and it facilitates not having

the parent attend induction of anesthesia in the operating room. Parental

presence in the operating room, while certainly not forbidden, is not without

risk to the parent or operating team. Although it may not be desirable for us to
have parents in the operating room, they should never be told that they
absolutely cannot be present in the operating room for an otherwise routine

induction-even if the child has been sedated preoperatively.

PO medications: 

1) Routine anxiolysis: Midazolam 0.5-0.7 mg/kg PO to a max dose of 20mg.

- 0. 7 mg/kg for younger children
2) Ketamine 4-S mg/kg may be mixed with 0.S-0. 7mg/kg cherry flavored

midazolam

3) Clonidine 2mcg/kg PO mixed with 10 ml juice

Intranasal medications: 

1) Dexmedetomidine 2-3 mcg/kg
2) Midazolam 0.2mg/kg (stings, use concentrated 5mg/ml)

Intramuscular medications: 

1) Ketamine 3-8 mg/kg

2) Glycopyrrolate 0.005 mg/kg
3) Midazolam 0.05 mg/kg (use concentrated Smg/ml)
Mix all three together, to give anesthesia, amnesia, anti-hallucinogen

(midazolam), anti-sialagogue (glycopyrrolate)
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Masseter Muscle Spasm 

Causes = MMR is a sustained contracture of the jaw muscles following the use 

of succinylcholine that may be a forewarning of MH. A mild increase in 

masseter muscle tone following succinylcholine with limb flaccidity may be a 
normal response. It is not possible to determine, clinically, whether that 

increase in tone represents an MH reaction or not. However, if generalized 
rigidity also occurs, then MH is highly likely. Immediately check potassium and 

blood gas. 

• Immediately stop VA, change to TtVA, and stop any elective cases

• Secure the airway, 100% 02, consider charcoal filters, close eye on

temperature and ETCO2

• Check CK, electrolytes, ABG or VBG, place foley to check myoglobinuria.

Continue lab checks Q 6hrs for 24 hrs, with concern for rhabdo or myopathy

• Clinical signs of MH occur in about 20% of cases of MMR. These signs may

follow immediately or be delayed ..

• Unless clinical signs of MH appear, dantrolene sodium for injection is not

recommended following the occurrence of MMR only.

• Myoglobinuria may occur within a few hours after MMR and should be

sought and treated to prevent acute tubular necrosis.

• Pt should be admitted for 24 hour watch in PICU

• Discuss muscle biopsy with an MH expert.

Sudden Unexpected Cardiac Arrest in Children: 

Children less than about 10 years of age who experience sudden cardiac arrest 

after succinylcholine in the absence of hypoxemia and anesthetic overdose 

should be treated for acute hyperkalemia first. In this situation calcium chloride 

should be administered along with other means to reduce serum potassium. 

They should be presumed to have subclinical muscular dystrophy and a 

neurologist should be consulted. Measure CK, myoglobin, ABG's until 

normalized. 

3 Main Things That Will Harm Your Patient: 
Ventflator - high PIP, PEEP, Volumes ... 

Volatile Agent- 8% Sevo not turned down ... gets hyperventilated 

into patient ... brady ... asystole 

Volume - Overloading (especially< 10 kg kiddos ... ) volume causing 

pulmonary edema or worse ... 
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Pediatric Vital Signs 
(values are listed in an easily memorized format and may lie at the 

high or low limit of normal values for that age group) 

SBP: (Age *2) + 70 quick formula 

HR SBP BS BV 

AGE b m mm H midi milk 

Premie 
<37wPCA 

nfant 
1m-12m 

hild 

1 

50 

140 60 

120 70 

100 80 

50 30 100 

40 40 90 

30 50 80 

20 60 70 

PCA = Post-Conceptual Age. HR= Heart Rate. SBP = Systolic Blood Pressure. 

R = Respiratory Rate. BS= Blood Sugar. BV = Blood Volume. 

Contact Numbers 

Anesthesia Workroom 953-3249
Blood Bank 953-1625
CT 953-1230
IMD 953-7200
NICU 953-

4490/1/2
MRI 953-1239
PACU 953-3336/7
Pediatric Surgery 953-2433
Pediatric Ward 4A and B 953-

4494/5/8
PICU 953-3521
Systems Control 953-0050



2007 AHA SBE Prophylaxis Recommendations 

(Most recent update) 

Table 1. Cardiac Conditions Associated With the Highest Risk of 

Adverse Outcome From Endocarditis for Which Prophylaxis With 

Dental Procedures Is Reasonable 

!Prosthetic cardiac valve or Qrosthetic material used for cardiac valve reQair I
!Previous Infectious Endocarditis {IE} I 
�ongenital heart disease {CHOf I 
IUnreeaired �anotic CHO, including ealliative shunts and conduits I 
Completely repaired congenital heart defect with prosthetic material or
�evice, whether placed by surge� or by catheter intervention, during the
�rst 6 months after the orocedure 
Repaired CHO with residual defects at the site or adjacent to the site of a I rosthetic patch or prosthetic device (which inhibit endothelialization) 
�ardiac transelantation recieients who develoe cardiac valvuloeath:z'. I 

Except for the conditions listed above, antibiotic prophylaxis is no longer I ecommended for anv other form of CHO. 
Prophylaxis is reasonable because endothelialization of prosthetic material I ccurs within 6 months after the procedure. 

Table 2. Dental Procedures for Which Endocarditis Prophylaxis Is 

Reasonable for Patients in Table 1 

�:' dental procedures that involve manipulation of gingival tissue or the
eriaoical reaion of teeth or oerforation of the oral mucosa· 

I 

jThe following procedures and events do not need prophylaxis: routine
�nesthetic injections through noninfected tissue, taking dental radiographs,
placement of removable prosthodontic or orthodontic appliances,
adjustment of orthodontic appliances, placement of orthodontic brackets,
$hedding of deciduous teeth, and bleeding from trauma to the.lips or oral
mucosa.
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Table 3. Regimens for a Dental Procedure 

Situation 
-

llergic to penicillins or
mpicillin--oral 

llergic to penicillins or 
mpicillin and unable to

ake oral medication 

Agent 

efazolin or ceftriaxone 1 
R Clindamycin 

UM indicates intramuscular; IV, intravenous. 

Regimen: Single Dose
30 to 60 min Before 
Procedure 

Edults IEhildren 

0 mg/kg IM
r lV 

Or other first- or second-generation oral cephalosporin in equivalent adult
r ediatric dosa e. 
Cephalosporins should not be used in an individual with a history of
na h laxis, an ioedema, or urticaria with enicillins or am icillin. 
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