URI’s Do we really Care — Yes!

David J Steward.

The tendency in recent years has been to dismiss the importance of many concepts that
were held to be true by earlier generations. This has now extended to the problem of the child
with an URI (or a recent history of URI) who presents for general anesthesia. You will probably
hear Dr Yaster claim(l hopel)that it really does not matter that much anymore — we can readily
deal with any comp lications that might come up! So we should go ahead!

Is this really so? Certainly any child who really urgently needs an anesthetic must have
one even if he has an active URI — we all agree on that point. We will proceed with due care and
choose techniques optimal for the URI. How about the child who does not really need the
anesthetic today — the child who could easily wait until 2 weeks later and get over his cold?
Should we take on the increased possibility of complications, the remote likelihood of a stormy
anesthetic course, and inflict the discomfort of recovering from anesthesia with a cold!  Sure we
will inconvenience the parents, might even cause them some useless expenses and the loss of a
working day if we cancel out; we could however have checked with them yesterday and likely
prevented these problems by deferring the case at that time! ~ When all is considered is it not
sensible to consider that a healthy child is a better candidate for anesthesia than a child with an
URI?

What are the real well-documented problems of anesthetizing a child with an URI?

a. Laryngospasm is more likely to occur' (and laryngospasm is the commonest

respiratory system cause of perioperative cardiac arrest?).

Desaturation occurs more rapid ly with any interruption of ventilation®.

Desaturation is more likely to occur during transportation to the PACU*.

Desaturation is more likely to occur in the PACU®.

Some children may have been given over the counter medications by their parents

and these may cause serious complications®.

f.  Very, very rarely the symptoms of the “URI” might be associated with something
much more sinister — e.g. a silent cardiomyopathy’.

® oo o

So, if you believe in the Yaster approach — go ahead- be prepared for complications and deal
with them if you have to.  Alternatively, plan well ahead, if the child has a cold suggest at an
early stage that perhaps “In order to take the best possible care of your little child” we should wait
a couple of weeks until he or she is all better.  Then we can really feel that we have practiced
optimal medicine.
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