
5. Gattinoni L, Carlesso E, Cadringher P, Valenza F, Vagginelli F, Chiumello D:
Physical and biological triggers of ventilator-induced lung injury and its preven-
tion. Eur Respir J Suppl 2003; 47:15s–25s

6. Whalen FX, Gajic O, Thomson GB, Kendrick ML, Que FL, Williams BA,
Joyner MJ, Hubmayr RD, Warner DO, Sprung J: The effects of the alveolar

recruitment maneuver and positive end-expiratory pressure on arterial oxy-
genation during laparoscopic bariatric surgery. Anesth Analg 2006; 102:298–
305

(Accepted for publication February 20, 2008.)

Anesthesiology 2008; 108:1154 Copyright © 2008, the American Society of Anesthesiologists, Inc. Lippincott Williams & Wilkins, Inc.

Laryngeal Mask Airway and Children’s Risk of Perioperative
Respiratory Complications: Randomized Controlled Studies Are

Required to Discriminate Cause and Effect

To the Editor:—We read with interest the study of von Ungern-Sternberg et
al.1 evaluating the incidence of adverse perioperative respiratory
events in children recovering from an upper respiratory infection
(URI). The authors found that the presence of a recent URI within the
previous 2 weeks (as reported by their parents) significantly increased
the incidence of laryngospasm, coughing, and oxygen desaturation.
They also observed that the incidence of these respiratory events was
even higher when there were multiple attempts to insert the laryngeal
mask airway (LMA). The authors concluded from these observational
data that the use of an LMA in children with a recent URI (�2 weeks)
enhances the risk of adverse respiratory events, and suggested that “if
anesthesiologists allow at least a 2-week interval after a URI, they can
safely proceed with anesthesia using an LMA.”1 Although we commend
the authors for having reported interesting new information on this
complex subject, we are not convinced that their conclusions are
entirely supported by data.

Certainly the breadth of pediatric experience has been that children
with a URI have a higher incidence of airway-related complications.
The current study confirms the expected,2 i.e., children with infected
or recently infected airways are likely to have more respiratory com-
plications compared with children who did not have a history of a
recent URI. However, we do not agree with the suggestion of von
Ungern-Sternberg et al.1 that the use of an LMA in children with a
recent URI enhances the risk of adverse respiratory events. In contrast,
it has been shown that children whose airway is managed with an
endotracheal tube have a higher incidence of respiratory complica-
tions than those managed with an LMA,3 and it is for this reason that an
LMA is frequently used in place of an endotracheal tube. In the study
of von Ungern-Sternberg et al., it remains unclear whether the inser-
tion of the laryngeal mask per se increased the risk of respiratory
events or whether the increased incidence of respiratory events ob-
served with multiple attempts to insert an LMA1 was simply an epi-
phenomenon. When multiple attempts were made to place an LMA,
was the subsequent adverse respiratory event really related to the
insertion of an LMA, or rather due to difficult anatomical conditions
(e.g., tonsillar hypertrophy), or light or inadequate anesthesia? The
latter suggestions could explain in part the higher incidence of laryn-
gospasm1 compared with a similar study.4

It is always useful to examine methodologic principles before reach-
ing conclusions on cause–effect relations: Randomized controlled tri-
als are usually required. The purpose of randomized controlled trials is
to clear the uncertainties surrounding a clinical or research issue and
involves isolating the “treatment” and “end result” variables from
external influences.

In the current study, we are not sure whether the conclusion should
be drawn that “if anesthesiologists allow at least a 2-week interval after

a URI, they can safely proceed with anesthesia using an LMA”1 because
children were not cancelled and rescheduled 2 weeks after their URI.
This is an especially important detail because 3.6, 9.0, and 6.4% of the
children considered as having no URI in the study of von Ungern-
Sternberg et al. in fact had fever, dry cough, or wet cough, respec-
tively. Therefore, it could be argued that a control group without a URI
was missing in this study,1 and comparisons of perioperative respira-
tory complications might have been made instead between children
with URIs of different severities.

The specific question that remains unanswered is: Does postponing
anesthesia by 2 weeks after a URI result in fewer airway-related com-
plications? Such a study would probably require larger numbers of
children to be included and would definitely need to be tightly con-
trolled. In fact, it takes 6–8 weeks for airway irritability to resolve after
a URI, by which time many children will have another URI.5 Moreover,
waiting several weeks after a URI seems not to consistently reduce the
incidence of perioperative respiratory complications.6 From a clinical
standpoint, we support the authors’ view that children who have not
had a URI within the past few weeks may be safely anesthetized
despite the perhaps unavoidably increased risk.

Therefore, the URI dilemma6 remains an issue. Randomized con-
trolled studies are required to determine the optimal point of time after
a URI for administering anesthesia and to learn how to optimize the
technique for airway management.
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