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ABSTRACT

Difficult endotracheal intubation is a rare
situation. Here we report a difficult
endotracheal intubation case in a three
year-old girl with chronic lung disease and
severe pneumonia who was admitted to
our paediatric intensive care unit. Since
the patient could not be intubated and
effectively ventilated by the standart
methods, a size 2 LMA was inserted. In
this case, LMA provided a good airway
control and effective ventilation

Keywords: Difficult intubation, laringeal
mask, pediatric patient

OZET

Zor endotrakeal entiibasyon seyrek olarak
gbralir. Bu sunumda kronik akciger
hastalidi ve pnémonisi nedeniyle pediatrik
yogun bakim servisine kabul edilen ve
endotrakeal entlbasyon guclagia ile
karsilagilan 3 yasindaki ¢ocuk hasta rapor

edildi. Hasta standart metodlarla entlibe
edilemedigi ve  yeterli ventilasyon
saglanamadigi icin, 2 numara LMA

yerlestirildi. Havayolu kontroli sadlanarak
etkin ventilasyona basland.

Anahtar Kelimeler: Zor entlbasyon,
laringeal maske, pediyatrik hasta
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INTRODUCTION

Classic laryngeal mask airway was reported
to be a rescue technique in more than 90%
of the can't intubate can’t ventilate (CICV)
cases (1). Its wuse in difficult airway
management is specifically advised in the

guidelines for CICV (2). Here we report our

experience with a 3 year-old girl whose
airway management was difficult.

CASE REPORT

A 3-year-old girl suffering from shortness
of breath since birth was admitted to the
pediatric critical care. She was found to
have progressive respiratory distress. She
had not diagnosed of any genetic disease.
Physical examination done after the
incident revealed micrognathia,
retrognathia, Mallampati score of III. The
distance between the tip of the patient’s
mandible and hyoid bone was 4.5 cm,
and the sternomental distance was 6 cm.
Respiratory rate was 39/min, with severe
suprasternal and subcostal retraction.
Despite being given high-flow oxygen, she
still had progressive respiratory distress.
Endotracheal intubation was decided
because of her deteriorating respiratory
status. Following unsuccessful intubation
attempts by pediatricians, ventilation
pattern and arterial blood gas values
became worse. The pediatric consultant
called for urgent help from the anesthesia
department and also from ear- nose-
throat department. When we arrived to
the pediatric critical care ward, arterial
blood gas values were as follows: pH
7.18, PaC0O2 68.9 mmHg and Pa02 40
mmHg. A further laringoscopy attempt
performed by the anesthesiology team
was also failed. Then, the ventilation was
impossible and the patient became further
desaturated. A LMA size 2 was inserted at
the first attempt and the cuff was inflated.
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The airway was immediately re-
established, the patient was successfully
ventilated and rapidly re-oxygenated. The
ear- nose-throat consultant recomended
tracheotomy. The patient was taken to the
operating room while ventilating through
the LMA. LMA was taken out, the
intubation attempt using pediatric
fiberoptic bronchoscopy was failed. LMA
was inserted again. Tracheostomy tube
was inserted under general anesthesia
while the LMA was in place. The patient
was send to the ward with stable vital
signs, normal PaCO2 (38 mm Hg) and
Pa02 (98 mmHg) levels at the end of the
surgery. Her neurological examination was
revealed as normal.
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DISCUSSION

Since its introduction by Brain (3) the
laryngeal mask airway has gained
widespread popularity among
anesthesiologists (4). In the management
of difficult airways LMA has been

extensively used (5). The decision to
insert a LMA when tracheal intubation and
mask ventilation had failed may be
criticised. Some would support immediate
tracheal access (6). The laringeal mask
airway rescues the CICV situation in more
than 90% of cases (1). It has a lower
complication rate, and can be easily
inserted without a laryngoscope or guide
(7); that's why we decided to insert a LMA
when tracheal intubation and mask
ventilation had failed in this patient. It
was also reported that it is faster to
provide an airway patency with a LMA
than any form of direct tracheal access
and lower complication rate (7). Kremer et
al. reported that the tracheostomy related
complications had not changed
significantly (8). The most frequent early
complications were pneumomediastinum,
pneumothorax, wound complications and
bleedings (8). It was also reported that
except for the emergency conditions,
pediatric tracheostomy should be
performed in the operating room with the
child intubated (9). In this case due to the
desaturation and impossible  mask
ventilation a LMA was immediately and
provided a successful ventilation until
tracheostomy. In the light of these
literature we believe that the correct
decision was made. If insertion of the LMA
had not resolved the airway problem, our
next step would have been immediate
cricothyroidotomy.

Yao Ct et al.(7) reported a case of neonate
with Pierre-Robin syndrome (PRS) who had
a severe airway obsturuction, and had
complications of pneumothorax,
subcutaneous emphysema, and
hypoxaemia due to difficult tracheal
intubation. These authors reported that she
had respiratory failure immediately after
extubation and she could have been
resuscitated by inserting a laringeal mask
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airway. The laringeal mask airway was kept
in place for 6 days in and eliminated the
need for invasive surgical procedures (6).

Proseal Laryngeal mask airway (PLMA)
might have also been used in this case. The
Proseal Laryngeal mask airway is a
modification of the classic laryngeal mask
airway that has been avaible since 2000
(3). It was designed to facilitate controlled
ventilation and enable seperation of the
respiratory and gastrointestinal tracts (3).
The most often quoted criticism of the
PLMA is difficulty with insertion. There are
several trials comparing insertion success
between classic LMA and PLMA (3, 10-12).

It was reported that the insertion success
rate at first attempt was lower with PLMA
than classic LMA (10-12). In our patient we
considered that the success at first attempt
was important, and we decided to insert a
classic LMA at first. LMA was inserted
successfully and rescued the patient’s life.
The patient’s recovery was uneventful.

In conclusion, classic LMA is of great
importance in the failed emergency
intubation situations. LMA and other

supraglottic airway resque devices should
be kept ready the in intensive care units
and all of the clinicians should learn how to
use these devices.
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