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ABSTRACT Airway management of post burn contracture face and neck in paediatric patients is an anaesthetic chal-

lenge posing unique technical difficulties. Flexible fibre optic bronchoscope guided awake intubation is not pos-
sible in paediatric age group as they have to be deeply sedated or anaesthetised. We present the successful management of a 12 year
old boy with post burn contracture of face and neck with fixed flexion deformity and microstomia planned for contracture release and
a right supraclavicular pedicle flap repair. The patient was induced with halothane and 100% oxygen and a Classic Laryngeal mask
airway (LMA) of size 2.5 was inserted by the 180 degree rotational technique.

INTRODUCTION

Post burn contracture of face and neck in paediatric patients is
an anaesthetic challenge due to fixed flexion deformity, limited
mouth opening and the added risk for age group itself [1]. In
adults flexible fibre optic bronchoscope guided awake intuba-
tion is the standard management technique in an anticipated
difficult airway, but this is not possible in paediatric age group
as they have to be deeply sedated or anaesthetised [2]. We are
reporting the successful management of a post burn contrac-
ture release and pedicle flap in a 12 year boy with post burn
contracture face and neck leading to fixed flexion deformity and
microstomia due to cicatrised angles of mouth. Classic LMA in-
sertion by the 180 degree rotational technique was used suc-
cessfully in this case to maintain the airway and continue gen-
eral anaesthesia during the whole surgery.

CASE REPORT

A 12 year boy weighing 25 kg was admitted to our hospital with
post burn contracture face and neck with cicatrised angles of
mouth and everted lower lips due to kerosene domestic stove
burn 4 months back (figure 1). He was planned for contracture
release and a right supraclavicular pedicle flap repair under
general anaesthesia. His general, systemic examinations and
investigations were within normal limits. Airway examination
revealed a Mallampatti score of grade IV, an interincisor gap of
25 mm, and no neck extension. The thyromental distance, and
sternomental distance could not be assessed because of distort-
ed facial anatomy.

Figure 1

PREOPERATIVE PREPARATION AND ANAESTHETIC MAN-
AGEMENT

A difficult airway trolley and preparations for emergency tra-
cheostomy were kept ready. The anaesthetic plan was to do a

paediatric flexible fiber optic bronchoscope (PFFB) guided
nasal intubation under general anaesthesia while maintaining
spontaneous ventilation. Unfortunately the light assembly of
the PFFB malfunctioned. As an alternate plan, the decision to
insert an LMA Classic of size 2.5 was made. After application of
standard monitors to the child intravenous access was secured.
He was premedicated with atropine 0.4 mg IV and was induced
with fentanyl 50 ug plus sevoflurane (titrated between 2 - 8%)
with 100% oxygen, using Mapleson A breathing system and size
2 face mask. Our first attempt to introduce the LMA failed. We
then successfully used the 180 degree rotation technique on our
second attempt. The cuff was inflated and ventilation checked
by connecting to EtCO2 monitor (figure 2). The patient was
maintained on spontaneous ventilation with isoflurane, oxygen
and nitrous oxide. No muscle relaxants were given. The surgery
consisted of contracture release and a right supraclavicular
pedicle flap, and lasted for 2 hours. On completion of surgery
the LMA was removed after the patient was fully conscious. The
intra and postoperative vitals remained stable. Rest of the post-
operative recovery was uneventful and patient was discharged
on 7™ postoperative day.

Figure 2

DISCUSSION

Orofacial and neck post burn contracture causes limited mouth
opening and neck extension, hence considered an anticipated
difficult intubation. Awake fiberoptic intubation is the gold
standard technique in such cases [3], but in paediatric cases
they need deep sedation or general anaesthesia with spontane-
ous ventilation to perform the procedure. FFB is complex, time
consuming and needs an experienced and skilled hand especial-
ly in paediatric cases. Paediatric FFB are too thin and repeated
attempts may become impossible due to smaller airways and
due to inability of Endotacheal tube to negotiate the acute bend
at the junction of laryngopharynx and glottis opening owing to
acute neck flexion as in our case. A lot of devices are available
as alternatives to FFB. LMA is one such device and its role in dif-
ficult airway in children is firmly established [4,5,6,7]. It is easy
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to insert as compared to FFB, provides secure ventilation and
can be used as a conduit for tracheal intubation. Classic LMA
offers further advantage of easy availability in all sizes, while
ILMA and Igel are not easily available and ILMA below size 3
is unavailable. Our first attempt to insert LMA by conventional
technique failed because of reduced space between mouth and
chest and impingement of machine end of LMA. By positioning
the LMA upside down or 180 degree rotation technique the in-
sertion becomes easier in such patients.

CONCLUSION
Post burn contracture of neck and face presents as a difficult air-
way for ET intubation. LMA classic is a very useful alternative for

ventilation in patients with limited mouth opening. The 180 de-
gree rotation technique offers easy insertion in case we fail with
the conventional approach and can be used as the primary means
for insertion as well. FFB though a gold standard for such cases,
it’s easy availability and expertise to use it needs a long way to go.
Till then LMA and other supraglottic devices will continue to be
handy and rescue equipment for difficult airway in all age groups.

Alonge D. 0. 1991. Textbook of Meat Hygiene in the Tropics. Farmcoe Press, Ibadan, Nigeria. p. 58. | Lewicki P. 1993. Higiena Produckgji. Czesc I.
Przem. Spoz. 47(10): 275-276. | Olugasa B.0., Cadmus S.I.B. and Atsanda N.N. 2000. Actualization of Strategies for Beef Quality Control in reply

to: South Western Nigeria. In: M.J.M. Tielen and M.T.H. Voets (Eds.), Proceedings of the XTH International Congress on Animal Hygiene. Maastricht, Netherlands, ISAH 1: 67-71. |
Pezacki W. 1970. Mikrobiologiczne Problemy Technologii Miesa. Post. Mikrobiol. 9(3): 441-472. SPORE. 1993. The Thiés abattoir: from pollutant to fertilizer. CTA. No. 47. | Windyga
B., Grochowska A., Urbanek-Kalowska B. and Napiorkowaka B. 1996. Preparaty Dezynfekujace | Dopuszczone Do Stosowania W. Zacladach Przetworstwa Spozywczego. Przem.

Spoz. 50(6): 27-34. | (www.indiastat.com).

IJSR - INTERNATIONAL JOURNAL OF SCIENTIFIC RESEARCH 291




