Letters to Editor

Emergency management of
near-complete paediatric airway
obstruction by vocal cord
papillomas

Sir,

Managing a child with severe respiratory distress due
to near-complete airway obstruction without the option
of bag-mask ventilation, supraglottic device placement,
or intubation poses serious challenges even when
attempting an emergency front of neck access. High
flow nasal oxygen in the presence of airway obstruction
is not effective. However, apnoeic oxygenation could
still save lives if airway obstruction could be bypassed.
A 6-year-old, 15-kg male child presented to our
emergency department in an agitated state with obvious
featuresofairway obstructionincludingsevereintercostal
and subcostal chest retractions. He was rushed inside
the operating room for an urgent tracheostomy. Oxygen
saturation was 65%-68% and not improving even with
100% oxygen. Bag-mask ventilation produced no chest
rise. Immediately direct laryngoscopy was performed
and vocal cords were found completely obscured by
papillomatous growths. Only with vigorous inspiratory
efforts, a small aperture appeared as a small dark hole
at around the 6 o’clock position with an overhanging
warty outgrowth [Figure 1a]. It was obvious that no
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available endotracheal tube could be negotiated through
it. The smallest available suction catheter (size 6) was
immediately taken and threaded with difficulty through
this opening by a senior consultant anaesthesiologist.
Oxygen was cautiously started at flows of 2-3 L/min.
Simultaneous attempts at the bag and mask ventilation
continued using the closed circuit of a Draeger Primus
anaesthesia workstation [Figure 1b]. No end-tidal
carbon dioxide (ETCO2) tracing could be seen; however,
saturation slowly started improving. Once it crossed
90%, fentanyl 1 pgkg was given and sevoflurane
started at 1%. Surgeons were able to safely perform
tracheostomy of the child without panic.

For a child with complete obstruction at the vocal cord,
an emergency front of neck access is probably the only
option available to prevent arrest. When intubation
fails and mask ventilation is also not possible, Difficult
Airway Society United Kingdom as well as the Indian
guidelines suggest ensuring muscle paralysis before
embarking upon a surgical airway."? We believe,
in our case, paralysing the child would have been
counter-productive. The respiratory efforts of this child
and vocal cord abduction were what allowed initial
visualisation of the glottic aperture. Washout of carbon
dioxide was also important in this case which was only
possible with the child breathing. Paralysing a difficult
airway patient has its benefits in other scenarios;
however, in cases like ours, where respiratory efforts
could be harvested in airway management, all choices
should be carefully considered.
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Figure 1: (a) Narrowed glottic aperture initially obscured by the
papillomas but visible only after vigorous respiratory efforts. Suction
catheter was threaded through this aperture. Picture was taken after
stabilisation of patient, post-tracheostomy. (b) Oxygenation provided
through a suction catheter and mask ventilation attempted with face
mask keeping catheter in situ

The only other option available to us was emergency
cricothyrotomy. It would buy us time; however,
definitive management in such children is still a
tracheostomy./” With competent surgeons available for
tracheostomy, it was important to give them time to
perform tracheostomy without disturbing the surgical
anatomy. An important aspect of oxygen flows through
the suction catheter is possible barotrauma.? Though
suction catheter for oxygenation has been used earlier,
in our case, the catheter was placed inside trachea
rather than outside.*! One must start with low flows for
fear of insufficient exit of the delivered gases. Vigorous
respiratory efforts created the small aperture. Splinting
of this passage by a suction catheter may allow trapped
oxygen/air to egress with each opportunity available to
it, thus preventing barotrauma.

Mortality and morbidity in such cases are due to failure
of oxygen delivery to the lungs. Almost all guidelines
advise practitioners to actively pursue opportunities
to deliver supplemental oxygen during emergency
airway management.® This report highlights one such
situation where even in the face of almost complete
airway obstruction, oxygen could be delivered to the
lung through a suction catheter threaded through the
small glottic aperture available.
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