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[ Abstract] In clinical practice, endotracheal intubation is widely used in general anesthesia and
critically patients, which is convenient to remove the tracheobronchial secretion , and effectively maintain the
patency of respiratory tract. Compared with adults, more attention should be paid to endotracheal intubation
in children by clinicians because of their particularity of anatomical development, poor physiological function
and compensatory ability. This article reviews the research on the type, model and depth of endotracheal

tube in children, in order to provide a reference for clinicians to better master endotracheal intubation in

LRI

children.
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