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Cas Clinigue

> Enfant de 18 mois se presente a l'urgence
avec stridor

> A quol vous pensez? DDx
> Considerations?
> Evaluation?

> Management?
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Procédures endoscopigues —
Laryngo/bronchoscopie

Causes de Stridor

Supra-glottique Larynx Sous-glottique

Kyste Paralysie des cordes Anneau vasculaire
vocales
Masse Sténose sous-glottique | Corps étranger

Hypertrophie Hémangiomes Infection (croup ou
amygdales epiglottite)

Hypertrophie Kyste Hémangiomes
adéenoides
Anomalie cranio-faciale | Laryngocele _

Corps étranger Infection (amygdalite
ou abces)




Obstruction Airway Supérieur —
CROUP et epiglottite

CROUP Epiglottite

Prévalence Fréguente Tres rare

Agent Entérovirus, H. Influenza type B
Parainfluenza
RSV

Ex. Physique Toux « aboyante » Toxique-Stridor
Non-toxique Détresse respiratoire

Dysphagie
Dysphonie

Traitement Humidification air Intubation urgente
Oxygéene Ventilation
Dexaméthasone- Antibiotiques
Epinéphrine racémique




Cas clinigue

+ Enfant de 18 mois e

- Etouffement subit en jouant

« Arrivée a l'urgence avec stridor




=
Prochaine etape pour exerese

d’'un corps étranger?

> La majorité des
enfants ont entre 1 et
3 ans

> 95% des corps
étrangers se logent
dans la bronche
souche droite

> Moins de 5 % des
COrps etrangers ne
passent pas la carene



Présentateur
Commentaires de présentation
Evaluation/stabilisation/salle d’opération


Procédures endoscopigues —
Laryngo/bronchoscopie




Procédures endoscopigues —
Laryngo/bronchoscopie

> Instrumentation pour bronchoscopie rigide




Aspiration de Corps étrangers

> Clinique
> Epidemiologie



Présentateur
Commentaires de présentation
Attention aux arachides non roties parceque l’huile induit une réponse inflammatoire importante


Aspiration de Corps étrangers —
technigue anesthésigue

Ventilation spontanée Ventilation controléee

Immobilité pas garantie Patient immobile

Meilleure ventilation autour d'un Risque de déeplacement
bronchoscope « ouvert »

Risque de toux Risque d’ « attrapement » d'air
Spasme
Curarisation augmente le risque de
perte complete de l'airway



Présentateur
Commentaires de présentation
controverse


Obstruction Airway Supérieure —
Papillomatose Laryngee

> Tumeur la plus freguente de I'airway
superieur de chez I'enfant

> Visites recurrentes au bloc opéeratoire

> Traitement au LASER est le plus frequent



Présentateur
Commentaires de présentation
C’est quoi les options (TET laser proof) vs spontannée vs intermittent vs jet
Risque de feu avec le laser





Anesthesie pour les
Procedures endoSCoOPIqUES

> Defl important

o Alrway compromis ou difficile

o Alrway partage



Comment on se prepare?

> Discuter le cas

« pathologie, procédure, qui met I'anesthésie locale, durée prevue,
complications attendues ou potentielles

> Anticiper les complications potentielles et avoir un
plan commun pour les traiter

> Monitoring

o Standard, CO2, avoir acces au thorax pour pouvoir evaluer la
respiration avec un champs transparent

> Materiel pour gerer I'obstruction des voles aeriennes

o Anesthesie-multiple grosseurs de TET, stylet, LMA, fibreoptique,
videolaryngoscope

o ORL-lame droite, bronchoscope rigide, kit de tracheo



Anesthésie pour I'endoscopie
> Buts de I’'anestheésie

o Analgesie

e lNconscience

o Champs chirurgical tranguille sans toux

Révell rapide avec des réeflexes intacts au niveau du
airway



Procédures endoscopigues —
Laryngo/bronchoscopie

> Technique anesthésique:

o Monitoring de base: capnographie pas toujours possible
o Induction au masque (N20?+ Sevo)
o Acces IV - TIVA (Propofol-Remifentanil- DEX ?)
« Antisialogogue (Glyco ou Atropine)
o Une fois profondeur adequate:
Laryngoscopie
Topicalisation des cordes et trachee: Lidocaine 3-4 mg/kg
o Interruption de Sevo
o Champ chirurgical transparent

o« Dexamethasone 0,5 mg/kg



Comment oxygener?

Ventilation spontannée 100% oxygene

Side port du bronchoscope rigide

Side port du laryngoscope a suspension

TET dans I’lhypopharynx par le nez ou la bouche

Arréter la procedure de facon intermittente pour
oxygener (masque ou TET)

Jet ventilation
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Cas Clinigue

> Durant I’'endoscopie le patient desature
o Pourguoi? DDx
o Management?




Hypoxemie DDX

> Pas assez de sedation ou de local:
Laryngospasme

> [rop de sedation: apnéee

> Obstruction (laryngomalacie, stenose,
pbronchospasme, papillomatose, corps
etranger, other)



L a procedure est finie a quol i
faut penser?

L %




Fin de la procédure

> Revell
e TET
o Ventilation au masgue

> Destination postop?
> Decadron? Combien

> NPO si lido sur les cordes vocales



Consells pour une bronchoscopie
sans trop de stress

> Communication et collaboration
o avant, pendant et apres

> Beaucoup de propofol en pediatrie

> Lidocaine sur les cordes vocales et trachee



Alrway Difficile en
Pediatrie




La Psychologie Pédiatrigue et le
Mot

Quand
l'enfant
dit non



Présentateur
Commentaires de présentation
Difficile de faire intubation éveillée, coopération laisse a désirer, intubation sous sédation profonde ou AG
Quantité d’anesthésique local plus limitée


American Society or -
Anesthesiologists® =

= .
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:
= Difficulty with patient cooperation or consent
Difficult mask ventilation
Difficult supraglottic airway placement
Difficult laryngoscopy
Difficult intubation
Difficult surgical airway access

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway
management.

Consider the relative merits and feasibility of basic management choices:

Awake intubation vs. intubation after induction of general anesthesia

Non-invasive technique vs. invasive techniques for the initial approach to intubation
Video-assisted laryngoscopy as an initial approach to intubation

Preservation vs. ablation of spontaneous ventilation

Develop primary and alternative strategies:

AWAKE INTUBATION INTUBATION AFTER
v INDUCTION OF GENERAL ANESTHESIA

Invasive Airway Access'™”

Airway approached by
Moninvasive intubation

+ * FROM THIS POINT ONWARDS
Succeed* CONMNSIDER:
| 1. Calling for help.

+ + + 2. Returning to

spontaneous ventilation.
Cancel Consider feasibllity Invasive . 3. Aﬁwakening the patient.
Case of other options'® airway access'™’

Initial intubation Initial intubation
attempts successful® Attempts UNSUCCESSFUL

FACE MASK VENTILATION ADEQUATE FACE MASK VENTILATION NOT ADEQUATE

CONSIDER/ATTEMPT SGA
1

SGA ADEQUATE" SGA NOT ADEQUATE
OR NOT FEASIBLE

NONEMERGENCY PATHWAY 9 EMERGENCY PATHWAY 4J
Ventilation adequate, intubation unsuccessful Ventilation not adequate, intubation unsuccessful

Alternative approaches ¥ pori Call for help

FACE MASK
to intubationis) Al A v
| VENTILATION Emergency noninvasli\re airway ventilation'®

BECOME
INADEQUATE
Successful FAIL after ¢ ¢

Intubation* multiple attempts ﬁ h Successful ventilation* FAIL

* + + Emergency
Invasive  Consider feasibility Awaken invasive airway
airway access™’ of other options!® patient access'™

P




Sedation Preoperatoire

> Buccale
o« Midazolam, ketamine, dex

> Intranasale
o Midazolam, dex

> Intramusculaire
o kKétamine




Cas Clinigue

> 10 ans brule severe revient pour greffes
cutanées, 1 mois post brulGre initiale,
maintenant extube, grade 1 ily a 2 sem
o Considerations
» Evaluation pré-op
o Management
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Cas ClI




American Society or -
Anesthesiologists® =

= .
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:
= Difficulty with patient cooperation or consent
Difficult mask ventilation
Difficult supraglottic airway placement
Difficult laryngoscopy
Difficult intubation
Difficult surgical airway access

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway
management.

Consider the relative merits and feasibility of basic management choices:

Awake intubation vs. intubation after induction of general anesthesia

Non-invasive technique vs. invasive techniques for the initial approach to intubation
Video-assisted laryngoscopy as an initial approach to intubation

Preservation vs. ablation of spontaneous ventilation

Develop primary and alternative strategies:

AWAKE INTUBATION INTUBATION AFTER
v INDUCTION OF GENERAL ANESTHESIA

Invasive Airway Access'™”

Airway approached by
Moninvasive intubation

+ * FROM THIS POINT ONWARDS
Succeed* CONMNSIDER:
| 1. Calling for help.

+ + + 2. Returning to

spontaneous ventilation.
Cancel Consider feasibllity Invasive . 3. Aﬁwakening the patient.
Case of other options'® airway access'™’

Initial intubation Initial intubation
attempts successful® Attempts UNSUCCESSFUL

FACE MASK VENTILATION ADEQUATE FACE MASK VENTILATION NOT ADEQUATE

CONSIDER/ATTEMPT SGA
1

SGA ADEQUATE" SGA NOT ADEQUATE
OR NOT FEASIBLE

NONEMERGENCY PATHWAY 9 EMERGENCY PATHWAY 4J
Ventilation adequate, intubation unsuccessful Ventilation not adequate, intubation unsuccessful

Alternative approaches ¥ pori Call for help

FACE MASK
to intubationis) Al A v
| VENTILATION Emergency noninvasli\re airway ventilation'®

BECOME
INADEQUATE
Successful FAIL after ¢ ¢

Intubation* multiple attempts ﬁ h Successful ventilation* FAIL

* + + Emergency
Invasive  Consider feasibility Awaken invasive airway
airway access™’ of other options!® patient access'™

P






Présentateur
Commentaires de présentation
Ventilation de plus en plus difficile
LMA amélioration  mais chx longue et post op veut laisser intuber pour laisser la greffe prendre
Fibreoptique courbe dans le LMA angle trop serré
Broncho rigide ouf!!!


American Society or -
Anesthesiologists® =

= .
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:
= Difficulty with patient cooperation or consent
Difficult mask ventilation
Difficult supraglottic airway placement
Difficult laryngoscopy
Difficult intubation
Difficult surgical airway access

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway
management.

Consider the relative merits and feasibility of basic management choices:

Awake intubation vs. intubation after induction of general anesthesia

Non-invasive technique vs. invasive techniques for the initial approach to intubation
Video-assisted laryngoscopy as an initial approach to intubation

Preservation vs. ablation of spontaneous ventilation

Develop primary and alternative strategies:

AWAKE INTUBATION INTUBATION AFTER
v INDUCTION OF GENERAL ANESTHESIA

Invasive Airway Access'™”

Airway approached by
Moninvasive intubation

+ * FROM THIS POINT ONWARDS
Succeed* CONMNSIDER:
| 1. Calling for help.

+ + + 2. Returning to

spontaneous ventilation.
Cancel Consider feasibllity Invasive . 3. Aﬁwakening the patient.
Case of other options'® airway access'™’

Initial intubation Initial intubation
attempts successful® Attempts UNSUCCESSFUL

FACE MASK VENTILATION ADEQUATE FACE MASK VENTILATION NOT ADEQUATE

CONSIDER/ATTEMPT SGA
1

SGA ADEQUATE" SGA NOT ADEQUATE
OR NOT FEASIBLE

NONEMERGENCY PATHWAY 9 EMERGENCY PATHWAY 4J
Ventilation adequate, intubation unsuccessful Ventilation not adequate, intubation unsuccessful

Alternative approaches ¥ pori Call for help

FACE MASK
to intubationis) Al A v
| VENTILATION Emergency noninvasli\re airway ventilation'®

BECOME
INADEQUATE
Successful FAIL after ¢ ¢

Intubation* multiple attempts ﬁ h Successful ventilation* FAIL

* + + Emergency
Invasive  Consider feasibility Awaken invasive airway
airway access™’ of other options!® patient access'™

P




> Le masque larynge fonctionne mais la
chirurgie est longue et le patient devra
rester sédationne en postop pour favoriser
la prise de ses greffes.

> Prochaine étape???




e Para

e SYNC

Trachéeostomie —
Indications

ysie des cordes vocales
rome d’hypoventilation centrale

e Stenose sous-glottigue

e |[ntubation prolongée (délais)

o Laryngotracheomalacie persistante

e Anomalies cranio-faciales E
“ ~




The Difficult Pediatric Airway

Slide courtesy of Dr. John Archer




Pierre robin sequence
Goldenhar syndrome

Treacher Collins syndrome
Apert syndrome

Hunter and Hurler syndromes
Beckwith-Wiedemann

syndrome
Freeman-Sheldon syndrome

Down syndrome

Klippel-Feil syndrome
Hallermann-Streiff syndrome
Arthrogryposis

Cri-du-chat syndrome
Edwards syndrome
Fibrodysplasia ossificans
progressiva

Airway implication

Micrognathia, glossoptosis, cleft palate
Micrognathia (unilateral), cervical
dysfunction

Micrognathia, small oral opening,
zygomatic hypoplasia

Limited cervical motion, macroglossia,
micrognathia, midface hypoplasia
Cervical dysfunction, macroglossia
Macroglossia

Circumoral fibrosis, microstomia, limit
cervical motion

Atlantooccipital abnormalities, small
oral cavity, macroglossia

Cervical fusion

Microstomia

Cervical dysfunction

Micrognathia, laryngomalacia
Micrognathia

Limited cervical motion



Présentateur
Commentaires de présentation
Crouzon et Apert se ressemblent, Apert a aussi syndactilie mais crouzon anomalies limitées a craniofacial





Cas Clinigue

> Un de ces patients se presente en electif
DOUr une cure de hernie inguinale par
aparoscopie

> Evaluation?
> Considerations?
> Management?




La Psychologie Pédiatrigue et le
Mot

Quand
l'enfant
dit non



Présentateur
Commentaires de présentation
Difficile de faire intubation éveillée, coopération laisse a désirer, intubation sous sédation profonde ou AG
Quantité d’anesthésique local plus limitée


Principes de prise en charge du
airway difficile

> PLANIFIER et ANTICIPER
> Plan A,B,C
> Planifier 'aide
o QUi???
« QUu0I???
> Respiration spontanee
o Pourquoi??
o Comment??
> Documenter




American Society or -
Anesthesiologists® =

= .
DIFFICULT AIRWAY ALGORITHM

1. Assess the likelihood and clinical impact of basic management problems:
= Difficulty with patient cooperation or consent
Difficult mask ventilation
Difficult supraglottic airway placement
Difficult laryngoscopy
Difficult intubation
Difficult surgical airway access

2. Actively pursue opportunities to deliver supplemental oxygen throughout the process of difficult airway
management.

Consider the relative merits and feasibility of basic management choices:

Awake intubation vs. intubation after induction of general anesthesia

Non-invasive technique vs. invasive techniques for the initial approach to intubation
Video-assisted laryngoscopy as an initial approach to intubation

Preservation vs. ablation of spontaneous ventilation

Develop primary and alternative strategies:

AWAKE INTUBATION INTUBATION AFTER
v INDUCTION OF GENERAL ANESTHESIA

Invasive Airway Access'™”

Airway approached by
Moninvasive intubation

+ * FROM THIS POINT ONWARDS
Succeed* CONMNSIDER:
| 1. Calling for help.

+ + + 2. Returning to

spontaneous ventilation.
Cancel Consider feasibllity Invasive . 3. Aﬁwakening the patient.
Case of other options'® airway access'™’

Initial intubation Initial intubation
attempts successful® Attempts UNSUCCESSFUL

FACE MASK VENTILATION ADEQUATE FACE MASK VENTILATION NOT ADEQUATE

CONSIDER/ATTEMPT SGA
1

SGA ADEQUATE" SGA NOT ADEQUATE
OR NOT FEASIBLE

NONEMERGENCY PATHWAY 9 EMERGENCY PATHWAY 4J
Ventilation adequate, intubation unsuccessful Ventilation not adequate, intubation unsuccessful

Alternative approaches ¥ pori Call for help

FACE MASK
to intubationis) Al A v
| VENTILATION Emergency noninvasli\re airway ventilation'®

BECOME
INADEQUATE
Successful FAIL after ¢ ¢

Intubation* multiple attempts ﬁ h Successful ventilation* FAIL

* + + Emergency
Invasive  Consider feasibility Awaken invasive airway
airway access™’ of other options!® patient access'™

P




Options a considerer

> Ventilation a 2 mains, position, lames, BURP,
mandrin, bougie, vider I'estomac

> LMA, AirQ

> Fibre optigue

> Broncho rigide

> Video-glidescope, storz, bonfils

> Combinaisons (laryngo+fibre, LMA+fibre,
laryngo+bonfils)

> Crico-percutannee, quicktrack



Questions???
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