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Introduction [ for ingestion up to 1 hour prior to induction
- Several European and Canadian pediatric anesthesia '] 10
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- Our institution recently adopted a NPO clear liquid policy up
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to 1 hour in early 2020. N *:: :

- Gastric ultrasound can be used to assess gastric volume Gastric ultrasound :z:i‘t’i':';r‘;" in supine and RLD 2
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and to determine if there is evidence of a full stomach 3 E
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Gastric volume calculated from following formula“:
-7.8+(3.5 x RLD CSA) + (0.127) x Age (months)
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defined as greater 1.5 mL/kg of gastric fluid4:3. [

Objective

- The objective of this study is to use gastric ultrasound to
determine if the ingestion of clear liquids up to one hour
prior to an elective procedure in pediatric patients requiring
general anesthesia is associated with a full stomach.
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Box and whisker plot shows calculated gastric volumes (mL/kg). One patient was
excluded (ultrasound not performed) due to vomiting on induction. Note that all gastric
volumes were less then full stomach cutoff of 1.5 mL/kg (noted by red line).

Conclusion

- This pilot study suggests that 5 mL/kg of clear liquids (to a
maximum of 240 mL) up to one hour prior to induction of
anesthesia results in low risk ultrasound gastric antral

Hypothesis

- Patients who ingest clear liquid 60-119 minutes prior to an
ambulatory surgical procedure will not have evidence of full
stomach (<1.5 mL/kg of gastric fluid) based on gastric

ultrasound assessment23 Ex of gastric ultrasound of study patient in RLD position. measurements but requires further study to determine
] L=Liver, G=QGastric antrum, P=Pancreas, A= Aorta fet
safety.

: risk findings (vomiting on induction in one patient and solid
Design | Number of Patients 12 matter found on ultrasound in another patient) raise safety
Prospective cohort study n N " 03 Y concerns and should be investigated further.
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