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In children with compromised airway we anticipate difficulties in ventilation and intubation. Predictors for difficult intubation and possible ventilatory problems are reduced head extension, reduced mandibular space and an increased tongue thickness[1]. Care should be taken in children with craniofacial malformations such as Pierre-Robin sequence, Treacher-Collins syndrome and other diseases and malformations associated with difficult intubation and ventilation. Children with mucopolysaccharidoses present many factors making airway management difficult such as macroglossia, tonsillar enlargement and a short and immobile neck.[2] Children with compromised mouth opening may cause a major challenge in establishing a safe airway.  

A variety of techniques and different tools have been introduced such as special laryngoscopes, lighted stylets and retrograde tracheal intubation to maintain a safe airway in children with compromised airway.[1] The laryngeal mask (LMA™) introduced in 1983 into clinical practice is also used for difficult airway management. The first cases of successful airway management with an LMA™ in children with Pierre-Robin sequence[3] and Treacher-Collins syndrome[4] were reported in 1989 and 1991. Goldie et al. described the first successful fiberoptic intubation (FOI) via an indwelling LMA™ in a child with Treacher-Collins syndrome in 1992.[5] This was followed by a number of reports with different pediatric airway malformations in which the FOI via an LMA™ was successfully performed.[2, 6-10] The majority of authors used an inhalational induction technique with halothane or sevoflurane, maintaining a spontaneous breathing child while introducing the fiberscope.[2, 5, 7, 9] But also an i.v. induction with propofol and the application of muscle relaxants were reported.[8] Walker published a series of cases with 34 children with compromised airway. All airways could be managed successfully with the FOI via an LMA™. He used an inhalational technique with halothane or sevoflurane in spontaneuosly breathing patients supplemented by topical anesthesia with lidocaine.[11]  Recently published surveys demonstrate that an inhalational induction in children with difficult airway is the preferred technique among pediatric anesthetists in Canada [12] and also non specialised anesthetists in the United Kingdom.[13]
Children with restricted or even impossible mouth opening such as children with temporomandibular ankylosis or head and neck burn contractures present a serious problem, as the introduction of a LMA™ is not possible. In these cases the use of a nasopharyngeal airway (NPA) inserted early during induction before airway obstruction occurs is probably the best option. Topical lidocaine and a vasoconstrictive agent should be used before inserting the NPA to prevent bleeding.[14-16]  An inhalational induction technique with sevoflurane in oxygen and spontaneous breathing is recommended. Nasotracheal intubation can be performed via the opposite nostril.[16] 
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