PEDIATRIC INTUBATION

Premed- Atropine .02mg/kg if<1 or bradycardic or <5 if receiving Succ
Induction Agent- Ketamine 1mg/kg first line but can use Etomidate .3mg/kg if elev ICP + htn
Paralytic- Rocuronium 1mg/kg or Succinylcholine 2mg/kg (avoid with neuromusc dz, rhabdo)

PEDIATRIC NORMAL PARAMETERS AND EQUIPMENT

AGE WEIGHT  ETTID (mm) ETTID(mm) ETT@ LARYNGOSCOPE LMA Oral RR HR MAP
(KG) UNCUFFED = MICROCUFF LIPS BLADE Airway

Neonate <1 2-2.5 7 Miller 0 <60 140-160s 30s
Neonate ‘ 1-2 2.5-3.0 8 7 Miller 0 1 ‘ 4 [ <60 140s 7 30s
Neonate | 2-3 » 3.0 7 3.0 ‘ 9 ‘ Miller 0 / Miller 1 1 ‘ 4 [ <60 ‘ 130-140s 30s
Neonate >3 3.5 3.0 10 Miller 1 1 5 <60 130-140s 40s
1-6 months 4-6 ‘ 3.5-4.0 \ 3.0 ‘ 11 Miller 1 1.5 5 24-30 130s 40s
6mo-1yr . 6-10 ‘ 3.5-4.0 a5 12 . Miller 1 - Wis 1 15 . 6 ‘ 22-26 ~ 130s 50s
1-2yr 10-12 4.0 ’ 3.5-4.0 ‘ 13 Wis 1 2 6 20-24 120s 50s
2-4yr . 12-16 . 4.5 4.5 ' 14 . Wis 1-Wis 1.5 2 . 6 . 18-22 ‘ 110s 60s
4-6 yr 16-20 4.5-5.0 4.5-5.0 ‘ 15 Wis 1-Mac 2 25 6-7 16-20 90-110 60s
6-8 yr ‘ 20-30 ‘ 5.0-5.5 5.0 16 ' Mac 2 2.5 ‘ 4 A 16-20 A 90s 70s

9-12yr 045 5.5-6.0 ‘ 17 MBS 2 a2l 3 7 | 1218 | s80s 70-80s

>14 yr A >50 ' 6.0-7.0 ‘ 18-20 ' Miller 2 / Mac 3 3-4 ' 8 ‘ 10-16 ' 70s 70-80s

Using a pillow to position a toddler into optimal “sniffing position”
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Doherty et al. | Multidisciplinary guidelines for the management of paediatric tracheostomy emergenciesAnaesthesia 2018, 73, 1400-1417

Emergency Paediatric Tracheostomy Management

Safety - Stimulate - Shout for help - Oxygen

Safe: Check Safe area, Stimulate, and Shout for help

Airway: Open child’s airway: head tilt/ chin lift / pillow or towel under shoulders may help
Oxygen: Ensure high flow oxygen to the tracheostomy AND the face as soon as oxygen available
Capnography:  Exhaled carbon dioxide waveform may indicate a patent airway (advanced response)

17

Suction to assess tracheostomy patency

Remove attachments: humidifier (HME), speaking valve The tracheostomy tube is patent
Change inner tube (if present) Performtracheal suction
Inner tubes may need re-inserting to connect to breahing circuits Consider partial obstruction

[ Can you pass a SUCTION catheter?

Continue assessment (ABCDE)

Yes

No

Emergency tracheostomy tube change

Deflate cuff (if present). Reassess patency after any tube change
1st change — same size tube
2nd change = one-half size smaller tube
3rd change - over suction catheterto guide

Basicresponse

If unsuccessful — Remove the tube

( Is the patient breathing? - Look, listen and feel at the mouth and tracheostomy/stoma |

No ,', Yes
Call for help: 2222 in hospital, 999 in community

Continue oxygen
Stabilize

5 Rescue breaths Reassess
Review

Patent Upper Airway— use the nose/mouth
Obstructed Upper Airway— use the tracheostomy/stoma Plan for definitive

airway if tube
?
NO SIGNS OF LIFE? START CPR change failure

15 compressions : 2 rescue breaths
Ensure help or resuscitation team called

| Primary emergency oxygenation | __ _| Secondaryemergencyoxygenation |__

/Standard ORAL airway manoeuvres ORAL intubation with endotracheal tube

Coverthe stoma (swabs / hand). Uncut tube, advanced beyond stoma
Use: One half-sizesmaller than tracheostomy tube

Bag-valve-face mask ‘Difficult airway’ expertand equipment™®
Oral or nasal airway adjuncts ‘

Supraglottic airway (SGA) ‘ 2
\  e.g.laryngeal maskairway (LMA) Attempt intubation of STOMA
3.0 ID tracheostomy or endotracheal tube

& o B ‘Difficult airway’ expertand equipment*
Tracheostomy STOMA ventilation

Paediatricface mask applied to stoma [sEQmpMENT: Fibreopticscope, bougie,

SGA appliedtostoma airway exchange catheter, Airway trolley

Advanced response

NTSP (Paediatric Working Group) www.tracheostomy.org.uk Review January 2020

Figure 4 National tracheostomy safety project emergency paediatric tracheostomy emergency management algorithm.
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