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Case Report: Urgent fiberoptic intubation through a laryngeal mask airway in neonate with Pierre 
Robin Sequence outside of an operating room environment. 
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Introduction:   Pierre Robin Sequence (PRS) involves a series of craniofacial anomalies which have 
multiple detrimental effects on the airway of affected individuals. PRS consists of micrognathia, 
glossoptosis, and a potential cleft palate.  Neonates with PRS are often subject to upper airway 
obstruction, and intubation can be difficult.  We report a case of emergency airway management in a 
neonate with PRS in the ICU setting. 
 
Case Report:   A former 37 week gestation (2.25 kg)  female with PRS was admitted intubated from an 
outside hospital secondary to upper airway obstruction and episodes of desaturation.  She underwent a 
tongue lip adhesion on day of life 10. She was extubated on postop day 4 after treatment with steroids.  
On postop day 14, the patient had a respiratory arrest.  Chest compressions were instituted and mask 
ventilation was established although with difficulty and inconsistent efficacy.  The patient recovered with 
bag mask ventilation, and spontaneous respiratory efforts were assisted with a manual resuscitator.  While 
attempting to secure the airway the patient received a dose of midazolam (0.23 mg) intravenously.  After 
4 unsuccessful attempts at laryngoscopy by multiple services, the patient’s mouth was noted to have 
many secretions including blood.  A more effective airway was then established via a #1 laryngeal mask 
airway (LMA), allowing more consistent ventilation.  The patient was given additional midazolam (0.23 
mg)  and also fentanyl  (0.46 micrograms) intravenously.  Next, a self-sealing fiberoptic port elbow 
connector was connected between the LMA and the resuscitator.  The scope was guided within the LMA 
until the vocal cords were visualized.  The vocal cords were sprayed with lidocaine via the accessory port 
of an Olympus (Olympus Surgical & Industrial America Inc) LF-DP scope.  The scope was then 
withdrawn and an Olympus  LF-P scope was placed within the lumen of a # 3.0 uncuffed endotracheal 
tube (ETT).  The LF-P scope with ETT attached was then passed throught the port and into the lumen of 
the LMA.  The scope was guided past the LMA and this time past the vocal cords and into the trachea.  
Once the scope was within the trachea the ETT was advanced into the LMA, and then into the airway.  
The scope was withdrawn, the manual resuscitator  was connected to the ETT and breath sounds, chest 
rise, and endtidal CO2 were confirmed.  The ETT was then disconnected from the resuscitator, and the 
connector on the ETT was removed, a #2.5 uncuffed ETT was then inserted into the slightly widened end 
that had formerly held the connector.  This formed a double length  ETT.   The LMA was then withdrawn 
over the extended ETT.  After LMA removal, the endotracheal tubes were disconnected and the original 
connector attached to the original ETT.  The patient was ventilated and bilateral breath sounds, and 
endtidal CO2 were again confirmed.  The ETT was then secured and the patient placed on a mechanical 
ventilator. 
 
Discussion:  Airway management for PRS patients is challenging even in the best of circumstances. 
Previously reported techniques include standard fiberoptic intubation , intubation over a guide placed via 
a LMA, and fiberoptic intubations via a laryngeal mask airway in the setting of the operating room. 
(1,2,3)  Out of the operating room, LMA’s have been used in resuscitation of PRS patients. (4)   In our 
patient, the neonate had multiple, traumatic, failed airway instrumentations prior to our arrival in the ICU. 
Fortunately, the mask airway was still acceptable although difficult. However, given the visible signs of 
trauma (bloody secretions) and the neonate’s inability to maintain her airway without significant support 
by mask ventilation, we considered that a standard fiberoptic intubation would be extremely difficult and 
not achievable without rapid desaturation. We also did not consider the mask airway stable enough for 
transport to the operating room. Thus the best short-term measure for stabilizing the airway was 
placement of an LMA.   Also, the neonate had minimal sedation which increased the risk of coughing and 
laryngospasm while attempting to instrument the larynx and trachea. Thus, we decided to utilize a larger 
fiberoptic scope with a working channel first. This allowed us to verify the view of the larynx and 
provided the ability topicalize the vocal cords prior to instrumenting the larynx and trachea with a 
neonatal fiberscope that does not contain an accessory port.   
  



Conclusion: We report our successful experience of the emergent management of a neonatal airway with 
underlying PRS in the ICU using an LMA and dual fiberoptic technique. Successful airway techniques 
established in the operating room may be adopted in other settings.  
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