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ABSTRACT

Kyphoscoliosis is a challenging surgery to surgeons but even more challenging to anaesthesiologist to give
anaesthesia and maintain it throughout the surgery and post operative pain relief and ventilation. Here we are
describing the case of 3 years old male child weighing 9kg for surgical correction of spine deformity with
instrumentation.
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INTRODUCTION

Scoliosis is defined as a curvature in the vertebral
column from side to side and kyphosis is a curvature
from anterior to posterior.1 Kyphoscoliosis can be
congenital, idiopathic or postural. Surgical correction
is usually attempted from the age of 10. Advances in
paediatric anaesthesia and expertise of the surgeons
are allowing this correction to be attempted at the
very early stage. Positioning of the infant for surgery,
gross fluid shifts and manipulation of neural
structures pose a challenge to the anaesthesiologist.
Surgical correction with instrumentation in a boy of
nine kilos is described in this paper.2,3

CASE REPORT

Nine kgs, 3 years, boy was admitted in our tertiary
care hospital, MGM Medical College & Hospital,
Navi Mumbai, for surgical correction of deformity of
spine since one year. Clinical examination revealed
no other congenital anamoly and cardiorespiratory
system not deranged apart from the positional change.
Radiological findings revealed the extent of
angulation of the vertebral column in all directions.
The child was planned for surgical correction with

instrumentation with complete preaparedness for
invasive monitoring and replacement of blood and
blood products.

Fig 1: Pre-operative X-ray of patient AP & Lateral
views

TECHNIQUE4

The infant was assessed, prepared, premedicated as
per standard protocol.5 Intravenous induction,
intubation with non depolarizing blocking agents was
resorted to once the peripheral iv line was secured.
Central line (Rt internal jugular canulation 4.5 fg) and
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left radial artery canulated Positioning of the infant
for surgery was supplemented by cotton bundles apart
from standard bolsters. Proper eye padding given.6

Standard monitoring of oxygen saturation, end tidal
carbon dioxide (EtCO2), invasive blood pressure
(IBP), central venous pressure (CVP) and urine
output was being done, neuromuscular monitoring
was not possible because the instrument was
defective on that day.7

Anaesthesia was maintained with intermittent
neuromuscular blocking agents, inhalational
anaesthetic and opiod analgesia. We took care to
avoid hypothermia by warming mattress,warm
fluids.8 Surgery was uneventful for 480 minutes.9

Elective postoperative mechanical ventilation was
done for 24 hours.10

Fig 2: Post operative X-ray AP view

Fig 3: Post operative X-ray AP & Lateral view

DISCUSSION

Very few cases have been reported of infants below
10 kgs undergoing surgical correction and
instrumentation of gross Kyphoscoliosis. Positioning
of the child should be preferably with 9 poster
frame.11 We had resorted to cotton bundles for the
same, canulation of Internal jugular vein and radial
artery in children needs experienced hands. Proper
monitoring of effects of gross fluid shifts is
mandatory along with correction of the same.
Monitoring of spinal cord functions could not be done
in this surgery. No complications were noticed in the
form of brachial plexus injury and ocular changes or
air embolism.

CONCLUSION

With clinical experience of the Anaesthesiolgist,
expertise of the surgeon, surgical correction of
kyphoscoliosis even in children is possible now-a-
days12-14.
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