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  Loma Linda University Children’s Hospital 

Department of Anesthesiology 
Pediatric Anesthesiology Rotation Manual 

 
	
Welcome to the Pediatric Anesthesia rotation at Loma Linda University Children’s 
Hospital.  We sincerely hope that your pediatric anesthesia rotation will be enjoyable, 
educational and the beginning of a successful career in the practice of anesthesia for 
children of all ages.  The entire staff is committed to providing you with the knowledge 
base, clinical skills and judgment necessary to ensure optimal perioperative patient 
care. 
 
Complementing your clinical experience in the operating room is a didactic core 
curriculum on pediatric anesthesia, a specialty conference on Wednesday mornings and 
a list of suggested reading from anesthesia textbooks and journals. The Pediatric 
Anesthesia Conference is held on Wednesday (except the first Wednesday of each 
month) from 8 – 8:30 in the Fellow Conference Room, Room 2587. 
 
This manual contains basic set-up instructions, drug dosages and standard pediatric 
infusion guidelines. 
 
Should you have any questions or concerns, please do not hesitate to contact us.  We 
are looking forward to working with each of you and hoping that you will enjoy the 
practice of pediatric anesthesiology. 
 
Linda J. Mason, MD     Elizabeth A. Ghazal, MD 
Director, Pediatric Anesthesia    Assistant Director, Pediatric Anesthesia  
Loma Linda University     Loma Linda University 
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Loma Linda University Children’s Hospital 
Department of Anesthesiology 
Pediatric Anesthesia Rotation 

 
Goals and Objectives 

 
A detailed statement of goals and objectives for CA-2 and CA-3 rotations is found 
on WIKI in the section “Residency Documents”. 
 
Specific Goals: 
 

1. Learn to assess neonates, infants, children and adolescents preoperatively while 
focusing on the unique disease entities for the specific age groups, as well as 
commonly encountered problems in pediatrics such as upper respiratory tract 
infections. 
 

2. Gain knowledge of developmental anatomy, physiology and pharmacology. 
 

3. Assessment of appropriate NPO status. 
 

4. Formation of a safe and effective anesthetic plan, including the special 
preparation necessary for neonates for a variety of surgical procedures. 
 

5. Obtain the skill for maintenance of the pediatric airway. 
 

6. Learn to manage emergence, recognize and treat conditions such as upper 
airway obstruction, post-intubation stridor, laryngospasm and emergence 
delirium. 
 

7. Participate in plans for postoperative care, including acute pain management. 
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Suggested Reading 

 
 
Cote, C.  A Practice of Anesthesia for Infants and Children, 5th Edition, W.B. Saunders, 
2013. 
 
Smith’s Anesthesia for Infants and Children (Motoyama & Davis), 8th Edition, Elsevier 
Mosby, 2011. 
 
Bissonnette, B. Pediatric Anesthesia: Basic Principles—State of the Art—Future. 
People’s Publishing Medical House-USA, 2011. 
 
Bissonnette, B. Syndromes: Rapid Recognition and Perioperative Implications. Elsevier, 
2006. 
 
Miller, R. D. Miller’s Anesthesia, 7th Edition, Churchill Livingstone, Elsevier, 2010    

Chapter 81: Regional Anesthesia in Children  
Chapter 82: Pediatric Anesthesia 
Chapter 83: Anesthesia for Pediatric Cardiac Surgery 
Chapter 84: Pediatric and Neonatal Intensive Care 

 
 
 
 
Current journal articles pertinent to the practice of Pediatric Anesthesia will be 
uploaded to WIKI Anesthesiology on an ongoing basis. 
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Loma Linda University Children’s Hospital 
Department of Anesthesiology 
Pediatric Anesthesia Rotation 

General Information  
 
Pre-anesthesia Evaluation 
Most of the children that present for scheduled procedures/surgery are usually seen in 
the PACE clinic with the exception of patients who have frequent procedures on 2800.   
All in-house patients should be seen the day prior to surgery and the pre-anesthesia 
evaluation should be completed in LEAP. The anesthesia plan should be discussed with 
the parents or guardians.  Regional anesthesia for acute postoperative pain is 
coordinated with the acute pain team.  Consent for regional anesthesia (when indicated) 
is usually obtained by the fellow or resident on the acute pain service.   
 
Please contact your attending (page, text, email or phone call) to discuss your assigned 
cases and to formulate a suitable anesthetic plan.  The assignments are usually posted 
on Wiki by mid to late afternoon or may be obtained by calling the Peds OR Front Desk, 
ext 44442 or MC Front Desk ext 44410. 
 
Laboratory Testing 
Routine hemoglobin and hematocrit are not required for healthy children having minor 
surgery.  Other testing is based on the patient’s medical condition and type of surgery.  
Please review pre-op labs on tests that have already been ordered/completed and 
reorder labs as needed (especially for K+>5.9 or K+<3).  Please address any concerns 
regarding the need for a test or availability of blood and blood products with your 
attending, especially for the NICU patients.   
 
Surgeries that always require typed & crossed pRBCs include: 

• Cranial vault remodeling for craniosynostosis 
• Spine instrumentation and fusion for scoliosis 
• Craniotomies for tumor resection 
• Cardiac surgery 

 
An important part of every preoperative interview in females of child-bearing potential is 
to confirm whether or not the patient is pregnant since exposure to anesthesia may 
pose a risk to the fetus.  Even though the chance of pregnancy may be remote in the 
adolescent population, all postmenarcheal or age ≥ 12 females should be screened for 
potential pregnancy unless the parents refuse or an exception is made by the attending 
anesthesiologist.  Refusals or exceptions must be documented.  If an adolescent female 
has not had a pregnancy test prior to the day of surgery, point-of-care β-HCG testing is 
available in the preoperative holding area.  If the pregnancy test is positive by point-of-
care testing, confirmation should be obtained by quantitative serum β-HCG .  A social 
worker or child life specialist should be present when disclosing the results of a positive 
pregnancy test to a minor.  The patient should be counseled in private about her options 
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of disclosure this information to her parents or guardians.  California state law requires 
that positive results be communicated to the patient only, unless permission is granted 
by the patient to disclose test results to her parents or guardians.   
 
Pre-anesthesia Fasting Instructions 
Toddlers and children should not be given solid food by mouth or feeding tube within 8 
hours of inducing anesthesia for elective cases and kept NPO according to the  
“2-4-6-8 rule”: 
 

• 2 hours:  Clear liquids (water, glucose water, apple or other juice not 
containing pulp, such as carbonated clear drinks, Gatorade, Pedialyte, 
etc.) 

• 4 hours:  Breast milk 
• 6 hours:  Formula or milk 
• 8 hours:  Solids 

 
Premedication 

• Sedatives 
Most children over the age of one can benefit from premedication for anxiety.  In young 
children with no contraindications, Midazolam syrup 0.5 mg/kg orally (maximum total 
dose 15-20mg orally) may be given 20 – 30 minutes before surgery for procedures >30 
minutes duration.  Even this flavored syrup can be bitter tasting and may not be well 
tolerated by young children.  With the proper dose of midazolam, an anxious child may 
be relaxed as soon as 5 – 10 minutes after administration. Midazolam may also be 
given by the intra-nasal route (0.2 mg/kg) although this route causes a burning 
sensation and is very unpleasant to children.  Patients with intravenous access may be 
given Midazolam 0.05 – 0.1 mg/kg IV just before going to surgery. 
 
Unless cleared by the attending anesthesiologist, patients with altered mental status, 
OSA, central apnea, cyanotic congenital heart disease, infants under the age of one, 
and those scheduled for laryngoscopy & bronchoscopy should receive NO 
premedication.  
 

• Bronchodilators 
In patients with asthma and reactive airway disease, a “breathing treatment” consisting 
of nebulized Albuterol (0.25 – 0.5 mL of 0.5% solution in 2.5 mL NS) should be 
considered.  Albuterol dosing by weight is as follows: 0.15-0.25 mg/kg with a minimum 
of 1.25 mg and a maximum of 5 mg. 
 
Anesthesia Equipment and Set Up 
The pediatric ORs are rooms 0 through 5.  The first scheduled case of the day is 
expected to start (in room time) before 7:15 am. 
 
Equipment in the carts is organized to improve work flow and safety for our pediatric 
patients so you will notice the difference from the adult ORs.  Additional supplies, 
including difficult airway equipment, are also stocked in the anesthesia workroom.  
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The following equipment should be checked and prepared before each case: 

• Machine checked, with age-appropriate ventilator settings 
• Circuit and appropriate bag size 
• Masks (variety of sizes) 
• Oral airways (variety of sizes) 
• Laryngoscope and blades  
• Endotracheal tubes (one size larger and one size smaller than the anticipated 

size; cuffed ETTs should be a half size smaller than anticipated uncuffed ETT 
size) 

• Stylet (available) 
• Suction 
• IV supplies 
• Intravenous fluids  
• Infusion device for dextrose-containing solutions when indicated 

 
Basic monitors include the following: 

• Pulse oximeter 
• End tidal CO2 analyzer 
• EKG 
• Noninvasive blood pressure cuff (more than one size available) with appropriate 

cable for the neonatal cuffs 
• Temperature monitor 
• Nerve stimulator – available on OR carts 

 
Additional monitors needed may include the following: 

• Arterial line 
• CVP 

 
The minimum set-up for each case with respect to drugs and fluids includes the 
following: 

• Atropine 
• Succinylcholine with a 20 or 22g needle available for an IM dose if needed 
• Epinephrine in an appropriate size syringe 
• IV set-up with NS 250 or 500 mL. A Buretrol should be used  if the patient weighs 

< 10 Kg and 60 drops/mL tubing is appropriate in infants and children who are > 
10 Kg. Please ensure that all IV lines and extensions are free of air bubbles. 

 
The following drugs should be available but only draw up what you need for each case: 

• Propofol: if a “deep” intubation is planned, please have 5 mg/kg readily available 
• Lidocaine 
• Non-depolarizing muscle relaxant 
• Narcotic  
• Antibiotics: will vary with surgery and allergies 
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The following special airway equipment is available as needed: 
• Laryngeal mask airway, including Supreme and Air-Q 
• Glidescope 
• Storz video-laryngoscope 
• Fiberoptic scope 
• Endotracheal tube exchanger 

 
Please avoid latex containing supplies for patients sensitive or allergic to latex. This 
includes the red rubber suction catheter and latex containing sterile gloves. 
 
You should also have the following auxiliary equipment and supplies ready: 

• Tape: cloth or silk tape for patients who will remain intubated postoperatively 
• Connectors: pediatric-sized accordion for patients with trachs 
• IV access supplies with an extra basin to discard used sharps 
• Saline flushes 
• Scented oils for face masks (strawberry/bubblegum, etc. are stocked in the peds 

carts) 
 
Maintaining normothermia in our pediatric patients is essential, commonly requiring the 
following devices and techniques: 

• Warm OR 
• Heat lamp 
• Warming blanket (Bair hugger) 
• Warm blankets 
• Humid-vent (dead space limits use in neonates/infants) 
• Hot Line when blood transfusions are anticipated 

 
Medications and narcotics should not be left unattended.  They should be placed in the 
locked cart when when you are not in the room.  Also, please make sure to discard all 
medications that have been drawn up at the end of the day.  All controlled substances 
need to be returned or wasted.   
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Loma Linda University Children’s Hospital 
Department of Anesthesiology 

                                                Pediatric Anesthesia Rotation 
 

Induction of Anesthesia 
 
The pediatric anesthesiologist is presented with the challenge of conducting the 
smoothest and least traumatic induction in young patients.  Adequate preparation 
includes warming the operating room and ensuring warming devices are properly 
functioning prior to the child’s arrival in the OR, especially for young infants.  The pre-
induction checklist should include a variety of sizes of masks, oral airways, 
laryngoscope blades, tracheal tubes/LMAs, and functioning wall suction.  The 
anesthesia machine and monitoring equipment should be prepared before the child’s 
arrival in the operating room to avoid any last minute delays.  A quiet, calm operating 
room environment, free of clanging instruments and loud conversations will allow for a 
smoother and less upsetting induction. 
 
There are a variety of techniques for inducing general anesthesia.  The technique used 
depends on a number of factors including the child’s developmental age, understanding 
and ability to cooperate, previous experiences, the presence of a parent or intravenous 
access and the interaction of these factors with child’s underlying medical or surgical 
conditions. 
 
INHALATION INDUCTION 
 
The most common method of inducing anesthesia in appropriately fasted young 
children is by mask induction using sevoflurane with or without premedication.  This 
technique is less threatening than injections, shots or needles to children. The 
anesthesiologist should be flexible and adapt an approach that suits the child, 
depending on their age, degree of sedation and cooperation.  Premedication and/or the 
assistance of a child life specialist aid in decreasing anxiety and should be utilized when 
possible.  
 
The traditional mask induction of anesthesia for a cooperative child is accomplished by 
placing the mask lightly on the child’s face and administering a mixture of N2O in O2  
(2:1) for 1 or 2 minutes until the full effect of N2O is achieved and awareness is blunted.  
Offering the child the choice of a scented mask such as bubble gum or strawberry flavor 
applied to the inside of the face mask will help disguise the unpleasant odor of the 
potent volatile anesthetic.  Sevoflurane is then introduced and can be rapidly increased 
to 7 or 8% without significant bradycardia or hypotension in otherwise healthy children, 
except in young infants.  After anesthesia is induced, the child should be given 100% 
oxygen and the sevoflurane concentration should be maintained at the maximum 
tolerable concentration until the intravenous line is established, but this concentration 
should be reduced if controlled ventilation is initiated so as to avoid overdose.  IV 
access is easier to obtain since sevoflurane is a vasodilator and the child does not resist 



	 11	

IV attempts.  The disadvantages of this technique include a greater risk of aspiration 
during induction with an unprotected airway and laryngospasm.  There are situations in 
which an inhalation induction would expose the child to greater than minimal risk and 
these situations must be handled individually.  More certain contraindications to an 
inhalation induction include elevated intracranial pressure, a “full stomach”, and 
malignant hyperthermia susceptibility. 
 
 
Airway obstruction often occurs during inhalation inductions due to the decreased tone 
of the genioglossus and other pharyngeal muscles.  This can be alleviated by slightly 
closing the pop-off valve in the breathing circuit allowing 5 – 10 cm H2O positive 
pressure to develop within the circuit.  In addition to decreased tone in the pharyngeal 
muscles that maintain airway patency, during inhalation inductions, the respiratory drive 
is also decreased.  Paradoxical chest wall motion may be seen during the induction 
when the child has partial airway obstruction and weakened intercostal muscle function 
accompanied by relatively preserved diaphragmatic muscle strength.  During inhalation 
induction with sevoflurane, there is often purposeless movement well into the process 
even as the child loses consciousness.  
 
INTRAVENOUS INDUCTION 
 
The use of intravenous induction in pediatric anesthesia is not nearly as widespread as 
in adult anesthesia because of the difficulties encountered in starting IVs in children.  
Topical creams numb the skin for a distance of several millimeters but do not allay a 
child’s anxiety regarding “shots”.  Upsetting a child occasionally to the point of causing 
vomiting in an effort to secure an IV, with the distinct possibility of ending up without an 
IV argue against the routine use of IV inductions in young children.  The advantages of 
IV inductions are the possibility of more rapidly securing the airway and the opportunity 
to more completely de-nitrogenate the lungs prior to intubation. 
 
Propofol is a commonly used agent for IV induction in children.  Side effects seen with 
the use of propofol include pain at the injection site and movement.  Several maneuvers 
have been tried to minimize the frequent (30 to 70%) occurrence of the pain on 
injection, none with uniform success.  These include, mixing lidocaine with the propofol 
immediately prior to administration, injection of IV lidocaine with and without a 
tourniquet immediately prior to propofol and administration of small doses of opioids 
prior to propofol.  Induction doses of propofol range between 2 - 4 mg/kg depending 
upon many factors such as the child’s age, the use of premedication and the child’s 
medical condition.  The induction dose (1.3 x ED50) for unpremedicated infants is 4 
mg/kg and for children is 3 mg/kg.  Induction doses of propofol cause decreases in BP 
and SVR of approximately 20% with a lesser decrease in HR.  The advantages propofol 
has over other induction agents are the rapid recovery seen with its use and its 
antiemetic effect.  
 
Etomidate is a hypnotic induction agent also used in pediatric anesthesia.  This 
medication is known for its minimal effect on the cardiovascular system, making it a 
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good choice for children with known cardiovascular dysfunction.  Adrenal suppression 
remains a controversial concern.  The usual range of induction doses is 0.2 - 0.3 mg/kg. 
 
Ketamine may be used as an IV induction agent.  Although it is often considered the 
agent of choice for patients who are debilitated or hypovolemic, a carefully titrated dose 
of propofol is safe in these patients as well.  Hypertension and tachycardia seen with 
this drug are due to its stimulation of catecholamine release and recall that ketamine is 
a direct myocardial depressant.  Ketamine is particularly useful in asthmatics since it is 
a potent bronchodilator.  Intravenous induction doses are in the 1 – 2 mg/kg range.  
 
INTRAMUSCULAR INDUCTION 
 
Given the fear children have of needles, intramuscular inductions should be reserved for 
unusual situations.  In cases where children are very uncooperative, refusing oral 
premedication and resisting IV placement, IM inductions may be the least traumatic 
option.  If such a situation can be anticipated, the application of a topic anesthetic cream 
to the proposed IM site will certainly decrease the pain of piercing the skin with the 
needle. Since the injection should be done as quickly as possible, using the smallest 
needle possible is not recommended.  Rather a 20g or 22g needle should be used so 
that the medication can be administered rapidly. 
 
Ketamine is often used in this situation and the highest concentration should be used in 
order to minimize the volume given (usually 100 mg/ml).  Induction can be 
accomplished with 4 – 5 mg/kg IM.  A dose of 2 – 3 mg/kg may “stun” an uncooperative 
child enough to allow a mask induction or IV placement.   
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Loma Linda University Children’s Hospital 

Department of Anesthesiology 
Pediatric Anesthesia Rotation 

 
Call Duties 

 
Three residents and a pediatric anesthesia fellow (on most months) are assigned to the 
pediatric anesthesia rotation. Each weekday, a resident is scheduled for a 24-hour in-
house call and one resident is off post-call.  Tuesday call is an exception because of 
departmental Grand Rounds from 7 – 8am and peds conference from 8 – 8:30am. The 
weekend call is split into am (7am – 6pm) and pm shifts (6pm – 7am).  The resident 
assigned the am shift on the weekend has regular duties in the OR on Monday morning 
while the resident assigned the pm shift is off on Monday morning. Please check the call 
schedule for Holiday call.  
 
Residents on call should perform pre-operative evaluations on all pediatric surgery add-
ons when the cases are added late in the evening (after the resident assigned to that 
room has completed pre-ops). Please discuss any issues or concerns with pediatric 
anesthesiology attending on call. 
 
The pediatric fellows will take home call one weekend per month and will also be 
available after hours during the week for index cases.  A pediatric anesthesiologist is 
also scheduled to be in-house at all times. 
 
The pediatric OR schedule often changes with last minute cancellations or add-ons, so 
please check for any updates on LLEAP and/or the OR front desk before you set up 
your room in the morning.  Please text or page your attending the night before to 
discuss your assigned cases and to formulate the anesthetic plan.  The preoperative 
discussion, as well as intra-operative management will provide valuable clinical 
education and form the basis for further teaching and exchange of ideas. 
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Loma Linda University Children’s Hospital 
Department of Anesthesiology 
Pediatric Anesthesia Rotation 

 
Surgery in the NICU/PICU 

 
Some of the patients are too unstable to transport to the operating room and may require 
surgery in the NICU or PICU.  The most common reasons for surgery in these locations 
are respiratory failure requiring high frequency oscillator ventilation or medical conditions 
requiring extracorporeal membrane oxygenation (ECMO).  
 
The medications and supplies needed for these cases should be taken from the OR to 
these non-OR locations, including syringes, normal saline flushes, and albumin.  Ensure 
the availability of PRBCs and products when indicated. In the NICU, an IV set-up with a 
fluid bag is not routinely used but a saline-flushed 3-way stopcock and pediatric IV 
extension tubing are directly attached to the neonate’s IV.   
 
Please discuss the specifics of each case with your attending.  
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Loma Linda University Children’s Hospital 
Department of Anesthesiology 
Pediatric Anesthesia Rotation 

Pediatric Infusions < 10 kg* 

	
	
NOTES:	

• Pharmacy	will	usually	mix	syringes	in	solutions	other	than	NS	for	stability;	all	
solutions	mixed	in	OR	should	use	NS.	

• Prior	to	mixing	any	medication	confirm	that	a	pharmacy	preparation	does	not	
already	exist	pre-prepared.	

• When	mixing	an	infusion	draw	the	required	volume	of	normal	saline	into	a	60	ml	
syringe.		Then,	with	the	appropriate	smaller	syringe,	add	the	necessary	volume	of	
stock	solution.	

• After	programming	the	infusion	pump,	if	the	volume	to	be	delivered	for	your	patient	
weight	is	less	than	0.3	ml/hour	consider	a	more	dilute	solution.	Consult	pharmacy	
for	appropriate	concentration.	

*From	Cardiothoracic	Rotation	Manual,	with	permission	

	 	

Medication	
Standard	
Concentration	

Amount	of	
Drug		
in	Syringe	

Stock	Vial	
Concentration	 Formula	

Dobutamine	 1	mg/ml	 50	mg	 12.5	mg/ml	 4	ml	stock	in	46	ml	NS	
Dopamine	 0.8	mg/ml	 40	mg	 80	mg/ml	 0.5	ml	stock	in	50	ml	NS	
Epinephrine	 25	mcg/ml	 1.25	mg	 1	mg/ml	 1.25	ml	stock	in	48.75	ml	NS	
Esmolol	 10	mg/ml	 500	mg	 10	mg/ml	 No	dilution	necessary	
Isoproterenol	 25	mcg/ml	 1.25	mg	 0.2	mg/ml	 6.25	ml	stock	in	43.75	ml	NS	
Milrinone	 0.1	mg/ml	 5	mg	 1	mg/ml	 5	ml	stock	in	45	ml	NS	
Nitroprusside	 0.1	mg/ml	 5	mg	 25	mg/ml	 0.2	ml	stock	in	50	ml	NS	
Nitroglycerin	 0.1	mg/ml	 5	mg	 5	mg/ml	 1	ml	in	49	ml	NS	
Norepinephrine	 32	mcg/ml	 1.6	mg	 1	mg/ml	 1.6	ml	in	48.4	ml	NS	
Phenylephrine	 40	mcg/ml	 2	mg	 10	mg/ml	 0.2	ml	in	50	ml	NS	
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Pediatric Anesthesia Rotation 

Pediatric Infusions > 10 kg* 

	
NOTES:	

• Pharmacy	will	usually	mix	syringes	in	solutions	other	than	NS	for	stability;	all	
solutions	mixed	in	OR	should	use	NS.	

• Prior	to	mixing	any	medication	confirm	that	a	pharmacy	preparation	does	not	
already	exist	pre-prepared.	

• When	mixing	an	infusion	draw	the	required	volume	of	normal	saline	into	a	60	ml	
syringe.		Then,	with	the	appropriate	smaller	syringe,	add	the	necessary	volume	of	
stock	solution.	

• After	programming	the	infusion	pump,	if	the	volume	to	be	delivered	for	your	patient	
weight	is	less	than	0.3	ml/hour	consider	a	more	dilute	solution.	Consult	pharmacy	
for	appropriate	concentration.	

*From	Cardiothoracic	Rotation		Manual,	with	permission	

	

  

Medication	
Standard	
Concentration	

Amount	of	
Drug		
in	Syringe	

Stock	Vial	
Concentration	 Formula	

Dobutamine	 2	mg/ml	 100	mg	 12.5	mg/ml	 8	ml	in	42	ml	of	NS	
Dopamine	 1.6	mg/ml	 80	mg	 80	mg/ml	 1	ml	in	49	ml	of	NS	
Epinephrine	 50	mcg/ml	 2.5	mg		 1	mg/ml	 2.5	ml	in	47.5	ml	of	NS	
Esmolol	 10	mg/ml	 500	mg	 10	mg/ml	 No	dilution	necessary	
Isoproterenol	 40	mcg/ml	 2	mg	 0.2	mg/ml	 10	ml	in	40	ml	of	NS	
Milrinone	 0.2	mg/ml	 10	mg	 1	mg/ml	 10	ml	in	40	ml	of	NS	
Nitroprusside	 0.2	mg/ml	 10	mg	 25	mg/ml	 4	ml	in	46	ml	of	NS	
Nitroglycerin	 0.2	mg/ml	 10	mg	 5	mg/ml	 2	ml	in	48	ml	of	NS	
Norepinephrine	 0.2	mg/ml	 10	mg	 1	mg/ml	 10	ml	in	40	ml	of	NS	
Phenylephrine	 160	mcg/ml	 8	mg	 10	mg/ml	 0.8	ml	in	50	ml	of	NS	
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Loma Linda University Children’s Hospital 

Department of Anesthesiology 
Pediatric Anesthesia Rotation 

 
Tranexamic Acid (TXA) Dosing Guidelines 

 
Intraoperative administration of TXA significantly reduces blood loss during cranial vault 
remodeling and spine surgery for scoliosis.  The dosing regimen at LLUCH is as follows: 
 
For Cranial Vault Reconstruction (Craniosynostosis): 
 

• Loading dose: 50 mg/kg (max 1000 mg) 
• Infusion: 5 mg/kg/hr until skin closure 

 
For Posterior Spinal Instrumentation and Fusion (Scoliosis): 
 

• Loading dose: 20 mg/kg (max 1000 mg) 
• Infusion: 10 mg/kg/hr until skin closure 

 
An order for TXA can be placed in EPIC and pharmacy will prepare the medication.  
Please select the appropriate diluent volume according to patient’s weight.  
Alternatively, TXA is stocked in the pyxis and you may set up the infusion yourself.   
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Loma Linda University Children’s Hospital 

Department of Anesthesiology 
Pediatric Anesthesia Rotation 

 
Resident Evaluation 

 
Residents will be evaluated at the end of each rotation via New Innovations.  The 
evaluation assesses the following core competencies: 
 
(1) Patient Care 

• Caring behavior toward patients and families 
• Preparation for the safe delivery of patient care 
• Ability to synthesize clinical data resulting in pre-op diagnoses that reflect 

the patient’s condition and to formulate appropriate perioperative 
management plans 

• Ability to perform procedures 
(2) Medical Knowledge 
(3) Practice-based Learning and Improvement  

• Ability to locate and assimilate knowledge from literature 
• Ability to incorporate feedback to improve clinical skills 

(4) Interpersonal and communication skills 
• Ability to communicate with patients and members of the health care team 

(5) Professionalism 
• Punctuality and willingness to accept patient responsibilities 
• Does the resident demonstrate respectful, ethical and culturally sensitive 

clinical practice? 
(6) Systems-based practice 

• Ability to provide quality care in a timely and efficient manner 
 
Faculty Evaluation 
Residents will be able to provide a confidential faculty evaluation via New Innovations. 
 
 
Pediatric Subspecialty Exam 
At the completion of the second month, the resident will take the “Pediatric Subspecialty 
Exam” on WIKI.  The passing rate is 50% and the current averages are available on 
WIKI. 
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LLUCH Phone Numbers

LLUCH (909)558-4000
MC Service Director 51350
CH Service Director 51354
NORA Service Director 51352
OB Attending 51351

CH Front Desk 44442
MC Front Desk 44410
Peds Preop 55677
2800/Peds PACU 88200
Peds Pharmacy 45583
Blood Bank 45346
Blood Gas Pager	8600
ACT Pager	1908

OR	0 51254
OR	1 85651
OR	2 85652
OR	3 85653
OR	4 85654
OR	5 85655

Embree,	Leyla 44015
Gonzalez,	Day 88054
Perez,	Holly 41688
Romero,	Audrey 46990
Whitaker,	Debbie 42257
 
 


