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PAEDIATRIC UPDATE – A PROBLEM BASED APPROACH 
 

Dr Ben van der Griend 

Christchurch Hospital 
Christchurch 

Running late for your afternoon private list at St Elsewhere’s, you meet little Johnny, a snotty-nosed three year old 
scheduled for an adenotonsillectomy for treatment of his snoring. His mother is very anxious and dad is outside 
having a cigarette. He weighs 12 kg. 
 

Discussion Points: 
 

1. Notes on obstructive sleep apnoea 
2. Consent – Is anaesthesia safe? 

a. Risk of death 
b. Risk of neurotoxicity 

3. ETT cuffed vs uncuffed 
4. Intraoperative management 
5. Fluids 
6. Post operative analgesia – What’s up with codeine? 

 

1. Obstructive Sleep Apnoea (OSA) 
 
OSA has incidence of 1-3% and in young children presentation differs compared to adults. Adenotonsillectomy 
improves >75% (cases with severe OSA or obesity are less likely to improve).1 
 
Looking at this case, risk factors include a history of snoring and the fact that he is a somewhat underweight for 
his age. Forty percent of snorers have OSA but OSA cannot be reliably diagnosed on history. Other risk factors 
(not present here) include congenital syndromes and cranial facial abnormalities, obesity, allergic rhinitis, etc. 
 
On history, some good questions to ask include – does your child have difficulty breathing during sleep and are 
you worried about your child’s breathing at night? Have you observed pauses in their breathing? Does your child 
have a restless sleep? Have you observed sweating? Does your child have behavioural problems?1 

 
The gold standard for diagnosis is polysomnography (sleep study). However, practically very few children get a 
sleep study. It maybe useful for risk stratification or to rule out those with central apnoeas vs obstructive apnoeas 
(eg syndromic children). Echocardiography is reserved for children with signs of RV dysfunction.1 
 
Consider booking a HDU bed for children younger than 24 months, those that are very underweight (<3rd centile) 
or with morbid obesity and those with significant neuromuscular disease, syndromes prone to airway obstruction, 
complex congenital heart disease, or cor pulmonale / pulmonary hypertension.2 
 

2. Consent – Is Anaesthesia Safe? 
 

2a. Risk of Death 
 
ANZCA produces a triennial report on anaesthesia-related mortality. Inevitably, there are a number of problems 
encountered with mortality estimation but despite limitations, ANZCA “guesstimates” the anaesthesia related 
mortality rate was 1:55,490 or 0.18 per 10,000 anaesthetics. Looking specifically at paediatric anaesthesia-related 
mortality there is very little data provided.3 
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A recent audit from the RCH, Melbourne (shameless plug for my own paper) looked at mortality from 101,899 
anaesthetics administered to 56,277 individuals. This provided good data that did not rely on voluntary reporting.4 
 
Overall 24 hour mortality was 14.7 per 10,000 anaesthetics delivered and mortality within 30 days was 34.5 per 
10,000. Cardiac surgery had a higher incidence of 24 hour (131.5 per 10,000 anaesthetics) compared with non 
cardiac surgery (9.4 per 10,000 anaesthetics). The group of patients with the highest 24 hour mortality were 
neonates undergoing cardiac surgery (≤ 30 days old) with a 24 hour mortality of 194 per 10,000 anaesthetics. 
 
There were 10 cases from 101,899 anaesthetics of anaesthesia-related death identified, ie those cases whereby 
anaesthesia or factors under the control of the anaesthetist, influenced the timing of death. Therefore, in this 
audit, the incidence of anaesthetic-related death is 1 in 10,190 or 0.98 cases per 10,000 anaesthetics performed. 
This is much higher than the ANZCA data and other data from overseas. 
 
In all 10 cases, pre-existing medical conditions were identified as being a significant factor in the patients’ deaths. 
Five of these had severe pulmonary hypertension (top of my list for patients to avoid). Importantly, this 
demonstrated that anaesthesia is safe in children with no or minor medical problems. Interestingly there were no 
airway-related anaesthetic deaths. 
 
2b. Risk of Neurotoxicity 
 
This whole debate was sparked by a discovery in 1999 that 7 day-old neonatal rats brains exposed to NMDA 
receptor antagonists (including ketamine) for some hours undergo apoptosis.5 
 
Apoptosis is simply programmed cell death as opposed to necrosis which is cell death from some sort of injury. In 
the brain, redundant neurons undergo apoptosis. During the brain's 'growth spurt' period neurons undergo 
synaptogenisis - the neurons are trying to connect with each other. It is thought that those that don't make 
connections, the redundant neurons, undergo apoptosis. However, the apoptosis seen following exposure to 
ketamine is by far more prolific than what is normal. 
 
Most of the anaesthetic agents have now been implicated including midazolam, isoflurane and propofol.6 There 
appears to be a synergistic effect when multiple agents are given together. Interestingly, there is not only 
histological evidence of neurodegeneration, neonatal rats subjected to anaesthesia displayed learning / memory 
disabilities that persists into their adolescence and adulthood.7 There may be some evidence that alpha-2 
receptor agonists (clonidine, dexmetatomidine) have some protective effect.8 
 
Human studies rely on retrospective cohort studies, which unfortunately have a number of limitations and 
therefore it is difficult to draw any definitive conclusions. A few large studies have suggested some association 
between prolonged accumulative / multiple exposure and learning difficulties or behavioural problems.9 Of course 
association does not prove causation. Other studies, typically looking at single brief exposure, are negative. 
Therefore, it is possible that there is association between anaesthesia exposure and adverse outcome, but this 
cannot be definitely confirmed or ruled out.8 
 

3. ETT: Cuffed vs Uncuffed Tubes 
 
My practice is to intubate kids for tonsillectomies although LMAs are used very commonly and very successfully. 
Historically, in paediatric anaesthesia, we have used uncuffed tubes. The rule being in children the correct sized 
tube should pass without resistance through the larynx and should have a slight leak at an inflation pressure of 20 
to 25 cm of water. 
 
However the disadvantages of an uncuffed tube include difficulties in ventilation with the presence of leak 
(especially with changing lung compliance), the need for higher gas flows, the difficulty in estimating the right tube 
size and subjecting patients to tube changes and, even in the presence of a leak, there is no guarantee against 
pressure lesions. 
 
Microcuff have improved the design of paediatric ETTs by utilising a high volume / low pressure polyurethane cuff 
which is designed to sit below the level of the cricoid ring. The thin polyurethane cuff creates a seal at a lower cuff 
pressure and thus there is a low incidence of post intubation stridor.10 
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However, there are disadvantages. For example, a smaller internal diameter tube is required (increased 
resistance), there is no Murphy eye and they tend to kink when warm and humid. They are also more expensive 
but this is potentially off-set by cost savings from low-flow anaesthesia. 
 

4. Miscellaneous Aspects of Intraoperative Management 
 
Do I spray the cords? – No, because it probably leads to more problems than what it’s worth with an increased 
incidence of desaturation during anaesthesia.11 
 
Dexamethasone is associated with reduced incidence of PONV and pain12 and not associated with an increased 
incidence of bleeding.13 
 

5. Fluids 
 
“Super-hydration” with 30ml / kg Hartmanns during the case helps reduce the incidence of post-operative nausea 
and vomiting.14 
 
If post-operative fluids are required (very rare), it is important to use a solution with an adequate amount of 
sodium. 
 
The debate around post-operative fluids began following the publication of a number of cases of children dying or 
suffering from permanent brain damage as a result of hyponatraemia, primarily caused by a presumed increase in 
ADH activity followed by the administration of hypotonic fluids.15 
 
As a reaction to deaths from hospital acquired hyponatraemia in the United Kingdom, The National Patient Safety 
Agency recommends that 0.18% saline solutions be removed from stock in areas that treat children.16 The 
minimum concentration of sodium to be used for maintenance infusions is 0.45% saline. However, there is 
increasing evidence that isotonic fluids reduces the risk of hyponatraemia17,18 and should therefore be used in the 
postoperative setting. 
 

6. Post-Operative Analgesia (with a focus on Codeine) 
 
A recent case series19 reported on 2 deaths and one case of life threatening respiratory depression following the 
administration of codeine to children after adenotonsillectomy. Subsequent to this the FDA initiated an evaluation 
of the safety of codeine and identified 13 cases (including 10 deaths) associated with therapeutic codeine.20 This 
has led to the FDA (in the USA) requiring manufacturers to add a boxed warning on the packaging (“black box”) 
describing the risk posed by codeine following adenotonsillectomy. A contraindication will also be added to restrict 
codeine use in these patients. 
 
In the UK, the MHRA (UK) published a press release in June this year stating that codeine-containing medicines 
should not be used in children under 18 years with OSA post tonsillectomy and altogether in children under 12 
years for any indication. 
 
Here in NZ, Medsafe have taken a less dramatic approach and urged prescribers to “educate parents and 
caregivers of young patients about possible adverse effects associated with codeine use.” 
 
Codeine is a prodrug – the activity of which depends on its conversion to morphine by the highly polymorphic 
CYP2D6 pathway. Poor metabolisers represent 5-10% of the population. Ultra-rapid metabolisers, represent 
roughly 1-10% of Caucasians and 15-30% of North African descendants. These patients are at risk of morphine 
toxicity, particularly dangerous in the setting of OSA and opioid sensitivity. 
 
It is interesting to see that the US, UK and European regulatory bodies come out so strongly against codeine 
when the denominator (number of prescriptions) is huge compared to the handful of complications reported. It is 
unknown whether the alternatives (morphine, oxycodone) will prove any safer. My practice is to ensure regular 
paracetamol and non-steroidal analgesia is charted. I don’t routinely chart an opioid but if I do, I chart oral 
morphine elixir. 
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