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Overview 
• Elective recovery and health inequalities


• NAP 7: paediatric cardiac arrest


• Recent papers 

• Neonatal and infant airways 


• Perioperative respiratory adverse events


• National pathways


• Button batteries


• Testicular torsion


• Daycase adenotonsillectomy


• Current controversies


• Resources



Elective recovery - The recovery gap

• Children don’t have a voice and continue to lag behind adults


• Competition for resources in joint adult / paediatric hospitals



Elective recovery - The recovery gap

• The impact on children’s health outcomes is likely to be hidden

• Hence there is poor visibility of children’s elective recovery data

• Mixed waiting lists: The majority of children waiting for surgery are 

held on mixed waiting lists, hidden within adult data


• Specialties with the highest numbers of children and young people 
waiting, and where recovery has been most challenged, are: ENT, 
Dental, Ophthalmology, Urology, Trauma & orthopaedics, including 
spinal 



The problem for children…

Long waits for elective 
care impact on the 
development of children 


and


can have life-long 
consequences on their 
health outcomes. 

A one year wait relative to life is critical to consider – this has a far greater impact upon children, especially <2 year olds.

Children have surgery for conditions that have a lifelong impact on their development, not for comorbidities like adults.

Certain conditions have to be treated by a certain age, within a specific developmental window





Health Inequalities in Children (HIC) Priority Tool

HEALTH 
EQUALITY

IDACI 1-2 2 points

IDACI 3 1 point

IMPACT
Index condition impacting on daily activity 
(eg school/nursery attendance) 1 point

Index condition causing sadness/anxiety for child 1 point

ADDITIONAL 
NEEDS

Learning difficulties, neurodivergent (autism, ADHD 
etc) 1 point

Looked after child 1 point

WAITING
Has attended GP/ED 3 or more times in last year 
(for index condition) 1 point

Aged  2 years or less 1 point

3 points or more 	 P score modified - P4 to P3

An example of a tool 
developed in Plymouth 
which attempts to address 
health inequalities by using a 
scoring system to adjust 
waiting lists. 



Closing the gap initiatives

▪ Extra sessions

▪ “Super days” for children’s surgery

▪ Share capacity across systems

▪ Elective surgical hubs 


▪ Ensure clinically necessary

▪ Universal preoperative assessment

▪ Provide “waiting well” resources


• GIRFT Further Faster document aims to support trusts to 
reduce 52 week waits, and now 40-52 week waits whilst 
maintaining and improving quality and outcomes


• Strategies include……



NAP 7:  
Paediatric cardiac arrest 

“Children receiving >5 chest 
compressions under care of 
anaesthetist” 


• Incidence

• At risk groups

• Recommendations



Paediatric anaesthetic activity

3455 in


4 days

390,000


per year

Since NAP6 paediatric 
anaesthetic activity has

↑ in volume

↑ in complexity 

↑ BMI of children

Accounts for 14% 
of all anaesthetic 

cases



197 
departments

165 (84%) 
paediatric 
provision

21 (13%)

tertiary

144 (87%)

no PICU

15% had no paediatric difficult airway 
equipment where children 
anaesthetised – remote locations were 
the worst


7% had managed a cardiac arrest in a 
child in the last 2 years (50% in an 
adult)


33% not up to date with paediatric ALS


11% have never had paediatric ALS 
training

Paediatric anaesthesia and preparedness



Activity and complication rate by age
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Complications Frequency

Children < 18 years accounted for 14.3% of cases

Of the overall paediatric activity:- Neonates  accounted for 1.4% and infants < 1 year accounted for 5.7%

Complications rates were highest in neonates with 17% of cases reporting at least 1 complications

Laryngospasm was the most common complication (20%)



4.5%16%

ABC – airway, breathing, children!

1-2%

Most complications were Airway and Breathing in neonates and under 1 year olds

Complication rates were similar to adults in patients over 5 years old



Paediatric cardiac arrests

12% of all perioperative cardiac arrests

85% in tertiary paediatric centres

74% Survival rate

Neonates  	 	 0.5%   	 1/200	   

Infants	 	 	 0.2%		 1/500

All Children	 	 0.03%	 1/3333


NAP 7 Paeds



 
Paediatric cardiac arrests: Risk factors

Age ASA Ethnicity

NAP7 Paediatric Cohort NAP7 Paediatric Arrests

Risk factors

- Neonates

- Higher ASA

- Non-white ethnicity

- Cardiac history (52%)

Most common precipitants

- Non-cardiac surgery


- Severe hypoxaemia, Bradyarrhythmias, Haemorrhage

- Cardiac surgery or cardiac procedures




NAP 7 themes 
Risk 


ASA underscoring noted in 5.8% leading to failed prediction of 
risk

Communication of risk and shared decision making 


Inappropriate use of drugs

Propofol and high inspired volatile in haemodynamically 
unstable patients

Combined manual and TIVA pump propofol boluses 

Remifentanil for intubation

Atropine instead of adrenaline in bradycardic cardiac arrest

“As part of early preoperative information provision, patients should be provided with a 
realistic assessment of likely outcomes of their treatment. The information provided 
should routinely include important risks, including the risk of death during anaesthesia 
and surgery”.



NAP 7 themes 

Personnel

Some high risk cases judged to be “Two consultant” cases

Increased access to local CPD opportunities


Monitoring

Continuous with minimal interruption including during transfers

Monitoring to match risk - especially IABP monitoring

RCoA GPAS Guidelines 2023:

“Consultant anaesthetists who care for children in DGHs should have the opportunity to 
undertake regular supernumerary attachments to operating lists or secondments to 
specialist tertiary paediatric lists for CPD purposes”

NAP 7 Paeds



Neonatal and infant airways

-   The paper outlines joint guidelines by ESAIC and the BJA on airway management in neonates and infants up to 1 year old

- It provides evidence based recommendations to improve safety and outcomes during airway management in this 

vulnerable population

- Recommendations based on GRADE methodology with strong and weak recommendations categorised by quality of 

evidence



Airway factor Recommendations

Preoperative assessment Medical history and physical examination to predict difficult airway (1C)
Physical risk factors: micrognathia, limited mouth opening,  facial asymmetry 

Pharmacological treatment 
and preparation

Neuromuscular blockers should be used before intubation when spontaneous 
breathing is not necessary (1C)

Techniques for tracheal 
intubation


VL with an age-adapted standard blade first choice for intubation (1B)

Stylet to reinforce and preshape tracheal tubes when a hyperangulated  blade is 
used or when the larynx is anatomically anterior (1C)

Apnoeic oxygenation Recommend apnoeic oxygenation during tracheal intubation in neonates 
(1B). 

Cuffed vs. uncuffed ETT Cuffed and uncuffed tubes can both be safely used (cuffed in children >3 kg) (1C)
Supraglottic airway in 
difficult airway / emergency

Use a supraglottic airway device for rescue oxygenation and ventilation when 
tracheal intubation has failed or if face mask ventilation is inadequate (1B)

ETT position confirmation Immediate verification of successful intubation with both clinical assessment and 
end-tidal carbon dioxide with sustained ETCO2 waveforms

Key practice recommendations



Perioperative adverse respiratory events (PRAE)

PRAE BJA 2025

• A child with a recent URTI has a 2-3 fold increased risk of a perioperative respiratory adverse event e.g. laryngospasm, 
bronchospasm


• It is often difficult to decide whether to proceed with anaesthesia or not

• This paper summarises the current evidence for the periop preparation and anaesthetic management of children with 

URTIs 



PRAE BJA 2025

Consider 
Dexmedetomidine or 
clonidine premed rather 
than benzodiazepines



PRAE risk factors

Prematurity

Age <3, but especially <1 year

ASA 3 and above (including obesity)

URTI within 2 weeks

Asthma, OSA, smoke exposure

Anaesthetist experience

Airway: Mask < LMA <  ETT

Airway surgery



Button batteries 

Lithium batteries


Water ionised to hydroxide ions  
Liquefactive necrosis 

Necrosis starts within 15 minutes

Oesophageal perforation at 2 hours



CASE STUDY


• 16m boy playing with toys Day 1

• Attended ED with choking episode 
sent home


• Day 2  GP, total dysphagia

• Day 3  ED, CXR, theatre

• BBs removed, T/F to thoracic centre


• Day 6  CT thorax, major surgery



Airway - erosion of posterior 
tracheal mucosa at carina

Oesophageal/Vascular - 
impending aorta-oesophageal 
fistula


Post-op transfer to GOSH 
tracheal surgical team 


Complicated recovery, now 
doing well

Intra-op findings



National working group
• Publish pathway for local adaptation by Surgery in Children Operational Delivery 

Networks (SIC ODNs) 


• Emphasis on ensuring local guideline are in place (especially in secondary care 
centres)


• Midwives to educate parents


• Safety initiative with business leaders to improve safety





Challenges

Anaesthetic 
team

Endoscopy 
team

?need to 
transfer

Specialist 
centre

0-3 
years

Time 
critical 
<2 hrs

ED 
team

General 
surgeons • Extraction = time critical


• Goal to remove in <2 hrs

• Unfasted status 

• Staffing, equipment

• Assess bleeding risk

• Prepare for instability and 

blood loss

• Post-op: inpatient monitoring 

and repeat procedures 




Testicular torsion
• Testicular torsion is a medical emergency 

that commonly affects boys aged 12 -18

• Success rates of salvaging testes drop 

rapidly after 6 hours

• GIRFT document produced to improve 

outcomes and times to surgery in 
conjunction with public health and social 
media campaigns



Testicular torsion

Children <2 years should be:

assessed in a paediatric surgical specialist centre

where transfer distances are significant, operated upon in a local hospital 
equipped to safely care for infants requiring scrotal exploration

Children with suspected torsion should be:

• operated upon within 1h of decision for surgery if onset of pain <48hrs


• >24 hours of pain – may be appropriate to wait until fasted to operate



Daycase adenotonsillectomy



Preassessment essential

• Age >2 years and weight >12kg may be suitable for day case

• Obesity: children > 98th centile, admit for observation 


Sleep studies

• OSA severity not a predictor of complications

• Main predictors: comorbidities, extremes of weight, young age


Discharge 

• Observe for 3 hours (2 hours in coblation surgery)

• Must live within 45 minutes of a hospital with the ability to return to an ENT theatre 


Daycase adenotonsillectomy: key points



ENT UK Ts&As



Preoperative fasting guidance

EUROFAST study

Both sip-til-send and ≥ 1 hour clear fluid fasting regime were statistically non-inferior to ≥ 2 hour clear fluid fasting 
regime with respect to confirmed aspiration, transient regurgitation and regurgitation leading to escalation of care or 
intensive care.



Sip Til Send Hot Topic

APAGBI Hot Topic





Statement on caudal anaesthesia and NRFit™

• Target date was January 2025 for 
complete change to NRFit 
connectors


• Currently no suitable NRFit 
equipment for caudals using soft 
cannula


• Request to industry for more 
development


• Position statement published by 
APAGBI and RAUK





Paediatric Anaesthesia Resources



PAEDIATRIC 
ULTRASOUND-GUIDED 

REGIONAL ANAESTHESIA 

NOW LIVE ON THE RA-UK WEBSITE

Created by an international group of 
Paediatric Regional Anaesthesia 

experts in conjunction with 
RA-UK, APAGBI, ESPA, CPAS & 

SPANZA



https://www.rcoa.ac.uk/patients/patient-information-
resources 

https://www.rcoa.ac.uk/patients/patient-information-resources
https://www.rcoa.ac.uk/patients/patient-information-resources


Obesity drug dosing: www.paedspro.com

PaedsPro.com



Neonatal Anaesthesia Network-UK (NAN-UK) 

“To improve outcomes for neonates requiring anaesthesia and surgery 
by strengthening collaboration, advancing education and training, 
standardising practice and driving high-quality national research and QI 
projects in neonatal anaesthesia”

National Neonatal Anaesthesia Activity Survey 

National Neonatal Anaesthesia Training Survey 

Neonatal Risk Information Resource for parents (Infographic)

Multidisciplinary National Collaboration 

National Multicentre Research Programme 

Education and training – meeting September 2026 (London)

National representation 
from anaesthetic 
departments in all the 24 
UK tertiary centres




EUROFAST 

study 

APAGBI 

Sip til send

NAP7 Paeds

BJA PRAE 

2025

Testicular 

torsion

EJA neonatal & 
infant airway

Key references and resources

ENT UK Ts &As


