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CASE DESCRIPTION
DISCUSSION

Figure 1. Sagittal view of retropharyngeal abscess

A 13-month old, 10-kg, otherwise healthy female presented to an outside
hospital after with respiratory distress in the setting of a recent upper
respiratory infection. She experienced hypoxic respiratory failure In the
emergency department and was intubated at an outside hospital with a
4.0 uncuffed endotracheal tube (ETT) prior to being transferred to our
institution. The airway was reportedly difficult with ten attempts made
before tracheal intubation.

Upon arrival to the PICU, the patient underwent a computed
tomography (CT) scan of her head and neck showing airway obstruction
secondary to a 2.1x5.4x10.9cm retropharyngeal abscess which extended
from the skull base to T2 with extension into the mediastinum (Fig. 1). A
collaborative decision was made between the PICU, ENT, pediatric
surgery, and anesthesia teams to bring the patient to the OR for emergent
drainage of the abscess.

Following transport to the OR for emergent drainage of the abscess, the
patient developed an air leak with increasingly difficult ventilation,

PP sl o S5 Given the unusually large size and extensive nature of this retropharyngeal abscess
: “t‘x %‘u’ }“ - (RPA), airway management in this case was particularly challenging. Our review of the
Ry, "‘ L literature showed few case reports of airway management in pediatric patients with
e . RPA. Strategies in these patients varied from successful intubation using direct
laryngoscopy to emergent tracheotomy.’ %3 A review from 2019 compiled data from the
Pediatric Difficult Intubation (PeDI) registry from 13 pediatric centers. The incidence of
unexpected difficult bag mask ventilation was 7% with decreasing age being a significant
risk factor.* The incidence of difficult laryngoscopy ranged from 0.06%-3% with
unanticipated difficult intubation being 0.03%.4
Another study found that the occurrence of complications (e.g.: hypoxemia, cardiac
arrest, etc.) resulting from difficult intubation was associated with two or more tracheal
Intubation attempts, weight < 10kg, short thyromental distance, and three direct
attempts prior to indirect attempt.®> One of these criteria are applicable to our case. In a
critical "can't intubate, can't ventilate" scenario, much like this one, ideally there should
be a surgical team available to perform emergent tracheostomy. Of course, in our case
ENT was in the operating room, and pediatric general and cardiothoracic surgery were on
standby. However, if they cannot be available the final pathway on the emergency
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