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EDITORIAL

Flexible bronchoscopy in children: an open airway
J. Gerritsen

About 35 yrs ago the airways of neonates, infants and
children were predominantly the working space of ear, nose
and throat physicians and a sporadic paediatrician. The main
indications, at that time, for rigid bronchoscopy were:
aspiration of a corpus alienum, congenital web of the larynx
or trachea, exploration of abnormalities of the airways, etc.
This technique was only available in a limited number of
institutes, and mostly in academic settings. From that time
many paediatric pulmonologists learned the technique of rigid
bronchoscopy at the department of E. Székely, the Pediatric
Institute, Svábhegy, Budapest, Hungary [1]. This centre was
specialised in rigid bronchoscopy and fluoroscopy. Back at
home it was often very difficult to compete with the already
existing departments.
The introduction of the special paediatric bronchoscopes,
with a smaller diameter and a suction channel changed this
dramatically within a period of 10–20 yrs. One of the leading
publications with the challenging title: "Spelunking in the
paediatric airways: Explorations with the flexible fiberoptic
bronchoscope" by WOOD [2] demonstrated that this technique
was useful in children and above all also safe. At that time a
bronchoscope with an outside diameter of 3.5 mm, with a
1.2 mm suction channel was available, and could already be
applied from birth. Ever since paediatric flexible bronchoscopes have been developed with smaller diameters and most
recently even with chip-technology.
At the same time paediatric pulmonology wards were being
established in most universities and large hospitals. Almost all
paediatric pulmonology centres nowadays have expertise in
this field and gradually this technique with ultrafine
bronchoscopes was also applied in prematures.
The yearly flexible bronchology courses organised by
R. Wood, alternatively in the USA and in Europe, were a
great success and for many paediatricians they provided the
first step to becoming familiar with this technique. J. de Blic
from Paris took the initiative to organise courses on flexible
bronchoscopy in Europe which were supported by the
Paediatric Assembly of the European Respiratory Society
(ERS). The results of all these efforts and this ongoing process
are presented in the publication of the ERS Task Force of the
very active Bronchology Group of the Paediatric Assembly in
this issue of the European Respiratory Journal [3].
Bronchoscopic techniques have especially been applied for
diagnostic purposes, which are extensively discussed in the
report. In addition, interventional bronchoscopy becomes
more and more important in the paediatric (intensive care)
ward. The limitation remains the size of the bronchoscope,
especially for the application in neonates.
Bronchoscopy in infants and children has opened a new era
in understanding the pathophysiology of diseases. One of the

most interesting findings is the research performed in infants
with cystic fibrosis (CF). In adults it had been shown that
even clinically stable patients with CF and mild lung disease
have large numbers of bacteria in their lower airways, which
are accompanied by a neutrophil influx and uninhibited
elastase activity [4]. Tissue damage resulting from airway
inflammation has a major role in the pathogenesis of CF lung
disease [5]. In pulmonary secretions from CF patients abundant
neutrophils and increased concentrations of interleukin-8 (IL8) are found together with proteolytic neutrophil enzymes,
elastase and cathepsin G [6, 7]. Airway inflammation and
bacteria are already found in infants and young children with
CF without symptoms, indicating that in this relative silent
period the ongoing process of impairment of the airways
starts [8]. These bronchoscopic findings were the basis of a
complete change in the therapeutic approach for infants and
children with this disease, and these changes can be expected
to have a beneficial effect on the quality of life and survival of
patients with CF.
Therapeutic interventions, using laser techniques, polyp
extraction, or balloon dilatation of the airways are very
specialised procedures that are seldom performed. Since the
experience in these techniques is rather limited they should be
restricted to large specialised centres.
In many countries research in healthy and asthmatic
children using bronchoscopic techniques is still under debate.
The recent discussion in Thorax underlines the differences
in ethical views on this subject between Europe and Australia
[9, 10]. BUSH et al. [10] stated that the scientific value of
bronchoscopy and bronchial biopsies in children by no means
justifies the disregard of ethical principles. Whereas the view
of SLY [9] is that this research is permitted under strict
conditions as stated in the Australian National Research
Ethics Guidelines. I have never met children who are enthusiastic about undergoing the bronchoscopic procedure. They
are not legally able to consent to their own participation in
research and this consent is given on their behalf by their
parents or legal guardians. The discussion concerning whether
it is correct to rely on the permission given by the parents or
legal guardians should be continued and must be carefully
integrated in the ethical standards of the different countries.
On the other hand more information on the chicken and the
egg discussion about the onset of airway pathology and
asthma is needed to understand whether asthma can be
prevented by therapeutic intervention.
The report of the Task Force of the Scientific Group of
Bronchology of the Paediatric Assembly is a useful tool in
setting up paediatric bronchology wards and in standardisation of these techniques.
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