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Prone insertion of a size 0.5 intubating laryngeal airway
overcomes severe upper airway obstruction in an awake neonate
with Pierre Robin syndrome
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To the Editor,

We present a case of a one-day-old 3-kg neonate who

was scheduled to undergo a computed tomography (CT)

scan to examine a severe upper airway obstruction sec-

ondary to Pierre Robin syndrome. The patient had

remained in a prone position in the neonatal intensive care

unit since birth, as transition to the supine position resulted

in severe upper airway obstruction, sternal retractions, and

oxygen desaturations despite the use of a nasopharyngeal

airway. Commonly described goals to manage the airway

in this context include using an oral/nasal airway to alle-

viate the airway obstruction prior to induction of

anesthesia, using a supraglottic airway device,1 and pos-

sibly securing the airway with a tracheal tube using a

fibreoptic bronchoscope through a supraglottic device. We

have experienced favourable results using the intubating

laryngeal airway (ILATM) (Cookgas LLC; St Louis, MO,

USA) as a conduit for tracheal intubation in neonates and

infants with a difficult airway.2,3

As the patient was unable to tolerate the supine position,

airway management was performed in the CT suite with

the patient awake in the prone position without adminis-

tration of anesthetic agents. The anesthetic considerations

for this patient included obtaining intravenous access,

administration of an antisialagogue and chronotropic agent,

and management of the airway with the patient in the

awake state. Our primary plan was to place the ILA to

manage the airway with the patient in the awake state, and

our back-up plan was to intubate the trachea through the

ILA using a fibreoptic bronchoscope. We applied standard

American Society of Anesthesiologists’ monitors, and the

anesthesia machine was then checked. Next, intravenous

access was established in the patient’s left foot with the

child awake prior to any airway intervention. Atropine

0.1 mg was subsequently administered as an antisiala-

gogue. An assistant extended and stabilized the neonate’s

head over the edge of the bed, and a size 0.5 ILA was

placed with minimal gagging. The patient was then turned

to the supine position with resultant improvement in airway

obstruction as evidenced by absence of sternal retractions

and thoracoabdominal asynchrony. Anesthesia was then

induced with 8% sevoflurane through the ILA while the

child was breathing spontaneously. The ILA was then used

for primary airway maintenance after fibreoptic confirma-

tion of an acceptable view of the larynx with a 2.8-mm

outer diameter bronchoscope. This procedure revealed a

full view of the vocal cords in case tracheal intubation was

required. Sevoflurane was then continued for maintenance

of anesthesia at an end-tidal concentration of 3% with the

child breathing spontaneously through the ILA. The CT

scan was completed uneventfully in 15 min, and the ILA

was removed at the conclusion of the procedure with the

child awake. Following removal of the ILA, the child was

moved back to the prone position and transferred to the

neonatal intensive care unit.

Prone positioning of neonates with upper airway

obstruction is useful to help overcome airway obstructions4

and may also be beneficial when placing supraglottic air-

ways. Advantages of this position include better head

control compared with the supine position, greater neck

hyperextension of the child by the clinician, and forward

distraction of the tongue and epiglottis by gravity, which
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exposes a larger posterior pharyngeal space to allow for

device placement. Additionally, the prone position may

offer a decreased chance of pulmonary aspiration due to

gravitational forces propelling aspirate out of the oral

cavity and allowing for easy suctioning. In our own prior

experience, this approach can be particularly useful when

attempting to secure the airway in an awake child with a

difficult airway and a potentially full stomach.

Although there are benefits of the prone position in

management of neonatal upper airway obstruction, it can

be limited by impracticality in face-mask ventilation and in

the clinician’s relative inexperience with management of

the airway in this position. Additionally, if complications

were to occur (e.g., laryngospasm on placement of the ILA,

vagally induced bradycardia from upper airway instru-

mentation, or hypoxia), emphasis should be placed on

establishing intravenous access prior to any airway inter-

vention so that medications, such as succinylcholine and

atropine, can be administered reliably. Insertion of a

supraglottic device in the prone position can be useful in

cases of neonates with severe airway obstruction where the

supine position cannot be tolerated.
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