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In our community hospital, there are a number of children born preterm 
(< 37 weeks post conception). Our obstetricians are reluctant to perform circumcision at birth on premature neonates
with low birth weight and will refer these children to pediatric surgery for circumcision. 
Our locally administered Medicaid plan will only cover neonatal circumcisions for the first 12 weeks of life. Because
these infants are usually preterm, the surgery must take place within the first 49 weeks of post-gestational life in order
for the plan to cover the costs of the procedure. 
From the pediatric anesthesiology literature, we know that preterm infants less than 60 weeks of post-gestational
duration are at an increased rate for postoperative apnea following the administration of general anesthesia.
Furthermore, new research in pediatric anesthesiology questions if exposure to general anesthesia in the first year of
life can lead to learning disabilities later on in life. 
Given the recent controversies and the need for 24-hour postoperative apnea monitoring in the PICU, we sought to
create a clinical pathway where these babies could get a circumcision completed in a safe manner without general
anesthesia and without the need for overnight hospital apnea monitoring. Prior to this we were doing spinal anesthesia
for inguinal hernia repair for babies with h/o BPD to avoid intubation. 

During 2012, we started offering spinal anesthesia for circumcision also. 58 families agreed to have spinal anesthesia
and we were successful in placing 56 of these blocks. 

Our spinal blocks with performed with 0.5 to 1mg/kg of Tetracaine (Isobaric or hyperbaric). A rectal suppository of
acetaminophen was administered at the end of the procedure and the surgeon performed nerve block with 2-4 ml's of
0.25% Bupivacaine for postoperative pain. 

All of the babies except 3 NICU babies were recovered in a Phase 1 PACU until the motor blockade had resolved. We
were able to successfully discharge most of these patients on the same day of the procedure, and there were no
reported incidence of apnea or respiratory difficulty on POD #1. There were 3 inpatients from NICU who were
recovered in NICU. 4 patients were admitted for 23 hour observation because of their age (23-34 wk preemie at PCA
37-48 wk). Also 3 of them had general anesthesia. 

From our initial experience, we had 4 unsuccessful spinal block attempts. 2 spinal block did not take effect, while
remaining 2 spinal effect did not last for duration of surgery. One was done under local anesthesia and remaining 3
were converted to general anesthesia. 

From our successful blocks, we had 4 cases that required positive pressure ventilation for transient dyspnea and 1 baby
required atropine for Bradycardia. 

Our case series demonstrates that spinal anesthesia is safe to conduct in a community hospital setting for practitioners
that care for a range of patients including neonates. 

A high degree of successful spinal blockage in neonates can be achieved amongst practitioners that are unfamiliar with
the technique and we believe that spinal anesthesia is a rational alternative to general anesthesia for babies that present
for circumcision in the first few months of life. 


