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Editorial

The paediatric patient

Increasing specialization within anaesthesia has led toThe introduction of neuromuscular blocking drugs into
concern in some quarters about how paediatric anaesthesiaesthetic practice had as much impact on paediatric as
should be organized: what training and continuing exper@n adult anaesthesia, even though it was not until the 1960s
ence are desirable for those delivering anaesthetic servitlest their widespread use in children, including neonates,
to children, especially in general hospitals; how shoulMlas accepted. The range of blockers now available is so
emergencies be dealt with; and how should paediatridde that anaesthetists may feel they have to find their way
intensive care services be delivered? It was partly for thisrough a maze of options when choosing one for a
reason that the Royal College of Anaesthetists in the Uparticular child. This maze is skilfully negotiated for us
devoted its 1997 Anniversary Forum to ‘The paediatriby Fisher’
patient’; the presentations made at that meeting form theThe former natural conservatism of anaesthetists to use
core of this postgraduate issue. new drugs and techniques in children was perhaps under-
Three-quarters of a century have passed since Maggtandable, and advances in paediatric anaesthesia have
aware of the special anaesthetic needs of children, waaditionally tended to flow from adult practice rather than
invited to the Hospital for Sick Children in London tolead it. The use of propofol, discussed by Aun, is an obvious
demonstrate the use of a double-lumen insufflation cathetetample® Nevertheless, there have been considerable
during cleft palate surgery, a device which he later describadvances, and these have led to the worldwide recognition
in the medical pressDespite its obvious disadvantages byf paediatric anaesthesia as a major sub-specialty in its
today'’s standards, this must have provided greatly improvedn right. The founding of the Association of Paediatric
operating conditions for the surgeon and probably increas@daesthetists of Great Britain and Ireland in 1973 (exactly
safety for the child. 50 yr after Magill demonstrated his insufflation catheter)
By the 1930s, Philip Ayre had realized that although thiacilitated the exchange of ideas between those interested
introduction of ‘to and fro’ breathing had been a significanh developing the subject further, and was the forerunner
advance over insufflation techniques, the breathing systeofssimilar specialist societies in many other countries. The
used were totally unsuitable for children. His T-piece, whicimtroduction of the Internet has given further impetus to
he described in 1937, was one of the most significaimternational co-operation, and e-mail discussion groups are
landmarks in the history of paediatric anaesthésiag one now firmly established in both paediatric anaesthesia and
which, modified by Jackson Rees in 1950, has surviveédtensive care. Paediatric anaesthetists have become less
until the present da¥.The availability of the new, more conservative, and have embraced some developments, such
expensive inhalation agents, sevoflurane and desfluraas,the introduction of acute pain teams, more readily than
reviewed in this issué,has brought about a re-evaluatioranaesthetists dealing with adults. This development and the
of the role of the T-piece in paediatric anaesthesia companese of local and regional blocks for intraoperative and
with the more economical and improved circle systempostoperative pain management have been arguably the
These new agents have also renewed interest in the usenafst important advances in the anaesthetic management of
low-flow anaesthesia in children: Meakin discusses tlehildren in recent years, and both receive individual cover-
advantages and disadvantages of this techriiddespite age. Mortof discusses the general principles of the preven-
the reluctance of some manufacturers to consider the spetiah, assessment and control of pain, while Kester Brown,
needs of children when designing new pieces of equipmeBktyres and McDougall describe the common, and some of
there have been many developments in paediatric equipmte less common, local and regional bloéR&lInfortunately,
and monitoring in recent years, summarized in the articidthough paediatric anaesthesia carries a relatively low
by Booker® These have enabled anaesthetists to apply threrbidity and mortality, the problem of postoperative nausea
same rigorous standards to the safe delivery of anaesthesid vomiting remains significant, especially for the older
in paediatric as in adult practice. child, and may even have been increased by the greater use
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of opioid analgesic drugs. Important developments in thgractice around the world. Much of the content, however,
avoidance and management of this distressing complicatishnbecoming core knowledge in the increasingly global
are covered by Rose and Watcfa. village in which we now live.
There has been an increased awareness of the importance
of improving communications between anaesthetists on tEe‘t]' H;\tcht © of Pacdiatric Anacsthes
one hand and children and their families on the other, Cat8" o> ~epartment of Faedialric Anaesthesia
. . . . Institute of Child Health
points out that the preoperative visit provides an opportuni :
. . HR reat Ormond Street Hospital
not only for medlcql assessment, as summan;ed by cl_<30 Guilford Street
but also to establish a rapport with the family, to explaipondon WCiN 1EH, UK
the procedures which anaesthesia involves, to discuss the
options for pain relief and to answer any remaining ques- M. Hunter _
tions*® The move towards undertaking an increasing amoutfiversity Department of Anaesthesia
of surgery on a day-case basis provides new challenges gtversity Clinical Department

preoperative assessment, which some have tried to resol¥§ Puncan Building

by the introduction of preoperative assessment clinics. Tﬁgmby Street
L . . Liverpool L69 3GA, UK
challenges and opportunities encountered in establishing
one of the first paediatric day-case units in the UK ar[s ;
described by Brennatt. elerences
Despite this increasing specialization, it is clear that thosé Magill IW. New inventions: an expiratory attachment for
working in general hospitals must retain the core knowledge :“d“;athZa' Cat:et‘j"& L"’:et. '?24;)':5'320 b ecil et
and skills required to provide immediate care to children® 7Y"¢ - Endotrachealanesthesia for baies: with special reference
. . . . . to hare-lip and cleft palate operations. Anesth Analg 1937; 16:
presenting at their nearest hospital with acute life- 334 3
threatening problems. Trauma remains the COMMONESt CaU$Eees G. Anaesthesia in the newborn. BMJ 1950; ii: 1419-22
of death in young children, and the absence of a formad Hatch D). New inhalation agents in paediatric anaesthesia. Br |
trauma management system in the UK puts even more Anaesth 1999; 83: 42-9
responsibility on the local team. The important difference® Meakin GH. Low-flow anaesthesia in infants and children. Br |
in the management of trauma in children are emphasized Anaesth 1999; 83: 50-7

15 . . 6 Booker PD. Equipment and monitoring in paediatric anaesthesia.
by Dykes:> All anaesthetists must also be competent in Br J Anaesth 1999; 83: 78-90

paediatric ”f_e-SUpp(_)rt t_eChniqu_es’ and it is e_ncograging Fisher DM. Neuromuscular blocking agents in paediatric
to learn of increasing international collaboration in the anzesthesia. Br J Anaesth 1999; 83: 58-64

production of guidelines in this area for infants and childreng Aun CST. New intravenous agents. Br | Anaesth 1999; 83: 29—41
including recommendations for resuscitation of babies a Morton NS. Prevention and control of pain in children. Br |
birth. The recently published statements by the International Anaesth 1999; 83: 118-29

Liaison Committee on Resuscitation (ILCOR), togethef? Brown TCK, Eyres RL, McDougall R]. Local and regional

. - P anaesthesia in children. Br | Anaesth 1999; 83: 65-77
with the latest revision of the European paediatric Ilf?l Rose B, Watcha MF. Postoperative nausea and vomiting in

support protocols, are explained by Zidemamhile Lo yatric patients. Br J Anaesth 1999; 83: 104-17
Bennett gives a comprehensive summary of paediatiig Bjack AE. Medical assessment of the paediatric patient. Br | Anaesth
intensive care issués. 1999; 83: 3-I5

Although there is an increasing amount of |aboratoryl-3 Coté CJ. Preparation and premedication. Br | Anaesth 1999; 83:
based research being undertaken in the fields of paediatric |6-28
anaesthesia, pain management and critical care medicih‘b,?;g';f‘zn;gIM‘I’S‘;”‘ day-
the subject remains an essentially practical one, and this, IS i\ . e/, "paediatric trauma. Br J Anaesth 1999; 83: 130-8
reflected in many of the articles in the issue. The aUthOfﬁ Zideman DA. Resuscitation. Br | Anaesth 1999; 83: 157-68
come from several different countries and their style and Bennett NR. Paediatric intensive care. Br | Anaesth 1999; 83:

approach reflect the variations in paediatric anaesthetic 139-56

case anaesthesia for children. Br | Anaesth



