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Introduction and Aim of The Work,

Introduction

Pediatric bronchoscope is used for wide indications, and
increasingly used in many contexts, including pediatric and
neonatal intensive care units. Pediatric bronchoscope is
indicated when the benefits out weigh its risks and when it is
the best way to obtain diagnostic information (Payne et al.,
2003). Indications of Pediatric bronchoscope are either
diagnostic or therapeutic. Indications for diagnostic
bronchoscope vary with the age of the patient. In children a
normal bronchoscopic examination can be of great value, the
definitive exclusion of suspected problems may be as
important as a specific finding.

The diagnostic yield of fibreoptic bronchoscope can be
increased by the informations obtained with bronchoalveolar
lavage and biopsy of the bronchial mucosa. The evaluation of
airways obstruction, which may involve the upper or lower
airway or both, is the most common indication for fibreoptic
bronchoscope in children (Bush et al., 2003).

The indication for therapeutic bronchoscope primarily
involves the restoration of airway patency. Rigid
bronchoscope is needed to remove foreign bodies or large
resistant plugs (Midulla et al., 2003).

Fibreoptic bronchoscope can be used in order to perform
special procedures, such as biopsy of endobronchial lesions,
biopsy and brushing of bronchial mucosa, transbronchial
biopsy, bronchoscopic intubation and bronchoalveolar lavage,
it is also a tool to administer drugs such as surfactant or
deoxyribonuclease (Nakamura et al., 2003).



Introduction and Aim of The Work,

Aim of the essay

This is an over view on the applications of

bronchoscopy in Pediatrics .
The essay discusses the following items in details:

- Historical Review and development of bronchoscope

- Anatomy of the larynx, Trachea and Bronchi

- Indication and contraindication of Bronchoscopy

- Complication of Bronchoscopy

- Patient's management

- Infection control in the Bronchoscopy suite

- Special Bronchsocopic Procedures

- Advances In bronchoscopes



Historical Review and Development of Bronchoscope

Historical Review and Development of
Bronchoscope

Rigid bronchoscopy has been practiced for more than
100 years ago. Previously ignored by many pulmonologists,
the rigid bronchoscope is now increasingly used in patients
with central tracheobronchial airway obstruction (Ernst et al.,
2003).

Rigid bronchoscopy was first performed in 1897 by
Gustav Killian in order to remove a piece of pork bone
impacted in the right mainstem bronchus of a 63-year-old
farmer. Killian, who had not yet invented a rigid
bronchoscope, used a Mikulicz-Rosenheim rigid esophago-
scope. Long rigid forceps were used to remove the foreign
body, thus avoiding a tracheotomy However, many rigid tubes
had been used previously for endoscopic examination. In
1868, for example, Kussmaul used the combination of a
Desormaux endoscope and a rigid tube to inspect the
esophagus and stomach. Direct visualization was hampered
by the lack of satisfactory illumination. Throughout the 1890s,
Killian continued to experiment with rigid metal tubes in
cadavers and patients. In 1898, he described the extraction of
tracheobronchial foreign bodies in three additional patients.
Applications of direct laryngoscopy and eventually
bronchoscopy were enhanced by the increased use of cocaine
as a local anesthetic (Tyson et al., 1957).

Thomas Edison was indirectly responsible for further
advances in rigid bronchoscopy. In the late 1800s, for example,
miniaturization of lamps was possible and was used primarily for
distal illumination of small tubes. However, Killian (similar to
many of his contemporaries) preferred proximal illumination
techniques. Chevalier Jackson in Philadelphia was instrumental
in bringing rigid bronchoscopy to the United States and in
developing the modern rigid bronchoscope (Jackson et al.,
1928).



Historical Review and Development of Bronchoscope

He improved the rigid esophagoscope, perfected oral
endoscopic techniques, and in 1904 designed an endoscope to
which a small light could be placed at the distal end. Other
advances included the development of the optical telescope by
Boyles and the solid rod lens optical systems by Hopkins.
Throughout the first half of the 20th century, the rigid
bronchoscope was most commonly used for removal of foreign
bodies. After 1950, some patients with central airways
obstruction from tumors underwent rigid bronchoscopic
resection; however, complications related to bleeding or
anesthesia prohibited its widespread use in this setting
(Grillo, 2003).

In the 1980s, rigid bronchoscopy regained popularity
due largely to increasing applications of therapeutic
bronchoscopy and to the pioneering work of Jean-Francois
Dumon of Marseille, France. He and several other
endoscopists authored much of the early literature relating
both to therapeutic bronchoscopy for the removal of
tracheobronchial neoplasms and to application of laser (light
amplification by stimulated emission of radiation) for
palliation of central airway obstruction. Many other physicians
and scientists also deserve credit for the development,
maintenance, and teaching of rigid bronchoscopy, including:

e Philip Bozzini, who is the father of the illuminator as a
light source for laryngeal inspection.

e Horace Green, who demonstrated the safety of medical
instrumentation within the upper airways in 1828.

e Joseph O'Dwyer, who helped in develop of
laryngotracheal intubation in 1885.

e Howard Andersen, who introduced bronchoscopic
lung biopsy in patients with diffuse lung disease at the
Mayo Clinic in 1965 (Andersen et al., 1965).



