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Abstract
The difficult airway associated with Pierre Robin Sequence (PRS) is a known challenge for anaesthesiologists. 

These challenges increase manifold in redo surgeries. A 44 days old infant with PRS underwent glossopexy, the airway 
was secured using videolaryngoscope and external laryngeal manipulation. When the child was extubated in the 
Pediatric intensive care unit on the third postop day, the sutures from primary surgery got loosened causing the tongue 
to fall and obstruct the airway. The child was posted for the same surgery in a short time because of eventful extubation 
offering us an even more challenging airway. We are reporting the perioperative role of a pediatric airway expert in this 
case of anticipated airway difficulty.

Conclusion: We suggest that the day-to-day practice can be altered and improved based on bad past experiences. 
A multidisciplinary approach including a pediatric airway expert and a videolaryngoscope can be a game-changer in 
case of extubation of a difficult airway patient.

We emphasize the presence of a pediatric airway expert and videolaryngoscope in the pediatric/neonatal intensive 
care unit during the management of the anticipated pediatric difficult airway.
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Introduction
Pierre Robin Sequence (PRS) occurring in 1 in 8,500 to 14,000 

births, is characterized by the classic triad of micrognathia, glossoptosis 
and cleft palate [1]. This congenital syndrome is associated with upper 
airway obstruction and feeding difficulties. The incidence of difficult 
intubation in pediatric patients with syndromes like PRS or facial 
anomalies is 0.18% [2]. In children with PRS, airway management 
is always a challenge even for an experienced anaesthesiologist and 
these challenges multiply manifold with redo surgeries. We report 
the successful use of videolaryngoscope in perioperative airway 
management of an infant with PRS undergoing redo-glossopexy along 
with a multidisciplinary team approach.

Case Report
A 44-day old boy weighing 2270 gm, was born at 37 gestational 

week by normal vaginal delivery. He was diagnosed to have Pierre 
Robin sequence (PRS) and posted for glossopexy (adhesion of tongue 
with lower lip). The child had a characteristic triad of  PRS which is 
micrognathia, glossptosis and cleft palate (Figure 1 and 2). He also had 

a tracheal tug with substernal retractions. Screening two-dimensional 
echocardiography and investigations were normal. The child was 
posted for glossopexy under general anaesthesia. The airway was 
secured with a micro-cuff Endo Tracheal Tube (ETT) size 3.0 mm, 
using a C-MAC videolaryngoscope the percentage of glottic opening 

Figure 1: Characteristic triad of micrognathia.

Figure 2: Glossptosis and cleft palate.
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(POGO) of 0% was seen. With the help of a bougie and external 
laryngeal manipulation, the child was intubated in the first attempt. 
Post-surgery, considering airway oedema, the child was shifted to the 
Pediatric Intensive Care Unit (PICU). After a short course of steroids, 
he was extubated on a third postop day by a PICU resident on duty. 
While extubating the sutures placed for glossopexy got loosened and 
the tongue fell back causing airway obstruction. A decision was taken 
to post the child for redo-glossopexy as an emergency. Meanwhile, the 
child was monitored in PICU and his head was kept extended and tilted 
to one side. 

Problems faced during the second time were- dependent oedema 
on the face, oxygen saturation (SpO2)-95% on nasal prongs, edematous 
tongue falling in the airway requiring nasopharyngeal airway for 
mask ventilation, on laryngoscopy with C-MAC blade 2- oedema 
around the inter arytenoid notch made it impossible to introduce ETT 
or bougie. On the 3rd attempt, a bougie guided intubation was done 
with size 3.0 micro-cuff ETT intubation was possible using C-MAC 
videolaryngoscope blade size 2 with external laryngeal manipulation by 
the senior anesthesiologist. The desaturation (SpO2-85-80%) with each 
attempt was managed with BMV using 100% oxygen. Postoperatively, 
the child was shifted to PICU, intubated. 

For postoperative management, we formed a multidisciplinary team 
that included anesthesiologists, surgeons and paediatricians. This team 
followed up with the child and on the third postop day, the decision 
was taken to extubate the child in presence of the whole team. We 
kept all the difficult airway equipment and C-MAC videolaryngoscope 
handy. Moreover, the extubation was done carefully under C-MAC 
guidance without any complications. The child remained stable 
hemodynamically with SpO2-96-97% on room air.

Discussion
In PRS the presence of micrognathia, glossoptosis and cleft palate 

can cause airway obstruction leading to acute respiratory distress which 
can be life-threatening if not managed timely [1]. In a few patients, 
such airway obstruction can be managed conservatively by non-
surgical methods like prone positioning, nasopharyngeal airway, and 
placement of laryngeal mask airway or endotracheal intubation. Some 
children require surgical interventions like glossopexy, mandibular 
distraction osteogenesis or tracheostomy. Both non-surgical or surgical 
management of upper airway obstruction in an infant with PRS may 
require endotracheal intubation, which is always a challenge for the 
anesthesiologist. General anaesthesia can exacerbate the upper airway 
obstruction making airway management even more challenging and 
so the literature recommends awake intubation before induction of 
anaesthesia [3]. In our case, mask ventilation was confirmed under 
sevoflurane, keeping the spontaneous respiration. 

Although fiberoptic intubation is considered the gold standard 
for the management of anticipated difficult airways, its use has 

several limitations, especially in neonates and infants. Availability, 
the requirement of significant experience and skill, time-consuming 
procedure and difficulty in advancing the ETT over scope are some 
of the limitations of the neonate fiberoptic bronchoscope. Short 
apnea tolerance and increased risk of airway oedema make it more 
challenging to use a bronchoscope in neonates and infants [4, 5]. 
Videolaryngoscope plays an important role in paediatrics difficult 
airway management, which enables the anesthesiologists to visualize 
the glottis and vocal cords without alignment of the various axes. An 
emergency redo-surgery offers even more challenges in cases of infants 
with PRS because of the airway oedema, which was distinctly seen 
in our case. In case of a difficult airway, extubation is as challenging 
as intubation and vigilant extubation can avoid the complications 
associated with reintubation or sometimes, redo surgery. The airway 
expertise should be present at the bedside or its immediate accessibility 
should be verified before extubations in this group of patients. The 
necessary equipment for managing pediatrics difficult airways should 
be readily available [6]. In our case, the first extubation was done in 
PICU by paediatricians. It resulted in the loosening of sutures and 
eventually required redo surgery. The airway difficulty was escalated 
due to existing airway oedema.  

We constantly learn from our mistakes and experiences. Lessons 
were learnt from this experience and a multidisciplinary team approach 
involving paediatricians, anesthesiologists and surgeons, was used for 
extubation after redo surgery. Keeping all necessary equipment to 
manage a difficult airway, the child was gently extubated under C-MAC 
guidance to avoid trauma to the surgical site. 

We suggest that the day-to-day practice can be altered and improved 
based on bad past experiences. A multidisciplinary approach including 
a pediatric airway expert and a videolaryngoscope can be a game-
changer in case of extubation of a difficult airway patient. We emphasize 
the presence of a pediatric airway expert and videolaryngoscope in the 
pediatric/neonatal intensive care unit during the management of the 
anticipated pediatric difficult airway. 
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