"Cannot Ventilate Cannot Intubate" scenario in a Five Years

old Girl
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Difficult airway is defined as situation that face mask ventilation, laryngoscopy, or intubation cannot be
done by clinician as easy as he expects where it. Difficulties in children airway management do not occur
frequently and aggressive airway management in children is not required often.

We present a case of “cannot ventilate, cannot intubate” scenario in a five years old girl with a
supraglottic cyst in operating room. We started to sedate the patient with ketamine for awake intubation
but the cyst obstructed the airway and we couldn’t ventilate her with mask. Two try of intubation with
tube and bougie were failed and rigid bronchoscope could maintain the airway finally.
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anticipating and preparing for problems [1]. Difficult
airway is defined as situation where face mask
ventilation, laryngoscopy, or intubation cannot be done by
clinician as easy as he expects it [2-3].
Difficulties in children airway management do not occur
frequently and aggressive airway management in children is
not required often. [4-5].

The most important step in airway management is

Case Report

We present a case of a “cannot ventilate, cannot intubate”
scenario in a five-year-old girl in operating room. Her
problem started from birth. She suffered from respiratory
distress after birth and had cyanosis needing supplementary
oxygen. After ten days of birth she had bilateral
pneumothorax. With presumptive diagnosis of tracheal
stenosis, she was referred to more equipped hospital.
Sonography, CT scan and bronchoscopy were done. These
suggested that there was a salivary cyst on left vocal cord
that blocked the supraglottic space. The cyst was surgically
aspirated and respiratory distress was diminished. The
neonate was discharged well. 4 years after that she had some
period of respiratory distress and inspiratory stridor with the
diagnosis of recurrence of that cyst located in aryepiglottic
fold and piriformis sinus. She had some marsupialisation
surgeries approximately every 6 months.

She looked alert and healthy when 5 years old. She was 25
kg. Her mouth opening was normal. Her Mallampati score
was 2. There was no abnormality in facial anatomy. There
were no signs of stridor or wheeze on respiration. Physical
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exam of neck was normal with no palpable mass or swelling.
Her mother said she had snoring during sleep. In her last
neck sonography, a cystic lesion with diameter of 14 mm in
9 mm was reported in left aryepiglottic fold. In CT scan
there was the same cyst without any compression effect and
the airway was open.

Anesthetic Management

After taking iv line and performing monitoring we planned
for awake intubation with conscious sedation. We started to
infuse ketamine incrementally during mask ventilation.
After a few seconds the child was sedated but she was
breathing spontaneously and there was normal capnograph
waves on the monitor. Suddenly we found that despite
muscular respiratory effort of the child, capnograph waves
disappeared and positive ventilation was not possible.
Immediately we started laryngoscopy and tried to intubate
the patient but there was no view of glottis or even
epiglottis. There was only a very large mass at the base of
tongue that originated from the left wall of pharynx and
covered completely the opening of glottis. After changing
the Macintosh laryngoscope with Miller blade second try
with bougie was unsuccessful. O2 saturation was falling and
ventilation with mask was inadequate. Surgeon was
preparing to make an emergency surgical airway, at this time
third try was done by another colleague with rigid
bronchoscope to push away the cyst from the opening of
glottis. With bypassing the large cyst from the glottis the
trapped air in lungs was released and ventilation was
performed. After a rise in the O2 saturation and stabilization
of the patient, bronchoscope was withdrawn and
laryngoscopy with wolf laryngoscope was done and armored
tube was introduced with a guide to the trachea.
Microsurgery was done to excise the cyst but it was
perforated and contents leaked. The orifice of sacule was
opened and walls of the cyst were completely removed. In
the end of the surgery the child was extubed after completely
awaking without any problem.

Discussion
Most important thing in airway management is predicting
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difficult airway and be prepared handle it [6]. First of all, we
should take a very precise history about past anesthesia of
the patient and next perform a complete airway physical
exam [7]. In this case there was no history of difficult airway
despite multiple airway surgeries that she had in the past.
There was not any evidence of predicting factor of difficult
airway except a supraglottic cyst that was reported had no
compression effect on air way. The patient had no stridor or
respiratory distress. Complex of these findings caused us to
underestimate the risk of her airway management and get to
trouble.

In this case, we maintained the spontaneous ventilation
with conscious sedation and avoid neuromuscular blocking
agents but it could not rescue the patency of airway.

In anticipated difficult airway, use of muscle relaxant can
lead to complete airway obstruction and make ventilation or
intubation very difficult [8]. Hence in predictable
complicated airway it is recommended to use inhalational
induction in spontaneously breathing patient [9].

In order to pediatric difficult airway guidelines in Cannot
intubate and cannot ventilate (CICV) in a paralyzed
anaesthetized child aged 1 to 8 years first we should call for
help, deliver 100% 02, optimize head position and chin lift
/jaw thrust, insert oropharyngeal airway, supraglottic airway
device and try two person bag mask technique [10].

If these were not successful we should consider surgical
tracheostomy, rigid bronchoscopy+ Ventilate or/ jet
ventilation (pressure limited).

Conclusion

Airway management is a very momentous skill, especially
when the patient is a child. The anesthesiologist must be
always alert and prepared for any unanticipated difficult
airway. We faced a child with a supra glottic cyst that fell in

Archives of Anesthesiology and Critical Care (Winter 2018); 4(1): 442-443

Cannot Ventilate Cannot Intubate...

"cannot ventilate cannot intubate scenario” and rigid
bronchoscope could save her life.
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