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Challenge to An Anaesthesiologist: A Case Report
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Abstract

Palatoglossal bands are one of the very rare congenital anomaly with very few documented casesworldwide.
They can present with feeding difficulties or respiratory distress which requires immediate surgical
intervention. The management of such patient isachallengeto any anaesthesi ol ogist because of inability
to perform conventional laryngoscopy, associated cardiac or digital anomaliesand non-availability of pediatric
flexiblefibreoptic bronchoscope. We will discuss here the management of an infant who presented at one
year of agewith cough, recurrent upper respiratory tract infections, poor weight gain and feeding difficulties.
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Introduction

Palatoglossal bandsarerare congenital anomalieswith
very few reported cases.! They present with either
respiratory distressat birth or feeding difficulties. They
areusually associated with avariety of congenital defects
such as cleft lip and palate, microglossia, micrognathia
and temporomandibular disorders.”? The cause of these
bands is still unknown and presumed to be genetic,
teratogenic, or mechanical insult in early gestation.
These defects are commonly associated with many
congenital syndromes such as Moebius’ syndrome,
hypoglossia—hypodactylia syndrome, Hanhart’s syndrome,
cleft palate media synechiae syndromeetc.[*® Our patient
wasacase of honsyndromic palatoglossal bandsand cleft
pal ate as she did not have any other associated congenital
anomaly. The definitive surgery includes excision of
palatoglossal bands under anaesthesia.®
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Case Presentation

A one year old child presented in the pediatric
outpatient department with chief complaints of cough,
recurrent upper respiratory tract infections, poor weight
gain and feeding difficulties. She had recurrent episodes
of vomiting after feeds. Shewasborn full-termvianormal
vagina delivery at home. Upon oral examination, the
dorsum of the infant’s tongue was adhered to posterior
edge of hard palate and full thickness of the anterior soft
palate [Fig 1]. A diagnosis of palatoglossal bands was
made. History and examination revealed low weight as
per age, delayed motor milestones, active cry and no
cyanosis. Associated features present were hypoplasia
of left horizontal processof maxillaandleft micropthalmos
with absent left eyeball. The child underwent an MRI of
the head and neck region, a 2D echocardiogram, and an

Copyright: © 2024 JK Science. This is an open access journal, and articles are
distributed under theterms of the Creative CommonsAttribution-NonCommercial-
ShareAlike 4.0 International License, which allows othersto remix, transform, and
build upon the work, and to copy and redistribute the material in any medium or
format non-commercially, provided the original author(s) and source are credited
and the new creations are distributed under the same license.

Cite this article as: Devi M, Kumar A, Ahmed Wani MA, Saini H, Dhar S.
Airway Management of Palatoglossal Bands and Cleft Palate in An Infant in A
Resource Limited Set up — A Challenge to An Anaesthesiologist: A Case Report. JK
Science 2024; 26(3):193-95

Vol. 26 No. 3, July - Sept 2024

JK Science: Journal of Medical Education & Research 193



e D
AN

ultrasound of the abdomen for evaluation of associated
conditions. The MRI was suggestive of a cleft palate.
The ultrasound of the abdomen and 2D echocardiogram
were normal. No cytogenetic analysis was done as the
child did not show features of any named syndrome
warranting this. Preoperative instructions were given to
the parents to keep the infant fasting according to 2-4-6
rule, arrange blood and informed written high risk consent
was obtained from the parents.

Ontheday of surgery Injection glycopyrrolate 5 meg/
kgwasgiven in the preoperativeroom. A difficult airway
cart was kept ready, and an ENT specialist was on
standby aswewere not having pediatric flexiblefibreoptic
bronchoscopein our setup. Monitorswere applied. The
patient was induced with sevoflurane 5% in a 50%
mixture of N20 and oxygen. ThelV cannulawas secured,
and fluid was started according to the Holliday-Segar
formula. Anaesthesia was maintained on N20O, oxygen,
isoflurane with spontaneous respiration till the
confirmation of endotracheal tube.

We were able to ventilate the patient and we avoided
muscle relaxant till we confirmed the position of ETT.
Through external laryngeal manipulation and neck
extension, the patient was intubated under direct
laryngoscopy using aMiller blade approached from the
right side of the fusion with a 3.5 mm uncuffed PVC
endotracheal tube. When intubation was confirmed by
chest auscultation and capnography, we administered
muscle relaxant, injection atracurium 0.5mg/kg as a
loading dose. Maintenance of anesthesiawas done with
oxygen, nitrous oxide, isoflurane, and injection atracurium
0.1 mg/kg. Adequate anal gesiawas provided with fentanyl
Imcg/kg and paracetamol 15mg/kg. The patient wasthen
handed over to the plastic surgeon, who released thefusion
of the tongue with the palate. After release, the full
thickness defect was corrected by VWK Palatoplasty
and intravelar veloplasty. The patient was successfully
extubated after the surgery and shifted to the PACU for
observation. During thefollow-up period, thebaby thrived
well with adequate intake of milk. This was a novel
approach such that patients’ safety was not compromised
as the patient was on spontaneous ventilation with
adequate depth of anaesthesia. Second, we could guide
our endotracheal tube under vision into the larynx, thus
avoiding any trauma and bleeding. The ideal airway
management in the presence of palatoglossal bands is
through nasotracheal fibreoptic intubation.l” However,
we did not have a pediatric fibreoptic bronchoscope
availablewith usin our setup.
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Fig 1: Palatoglossal Bands Extending From the Tongue to
the Palate

Fig. 2 Immediate Postoprative | mage After Release of
Tounge from Palate
Discussion

The airway management is always crucia for an
anesthesiologist, particularly in case of intraoral
pathologies where airway is anticipated to be difficult.
Supraglottic airway devicescannot beused in such cases,
which may lead to fatal outcomeswhen intubation fails.
In our case, an ENT specialist was kept on standby for
emergency tracheostomy in case intubation failed.

Palatoglossal synechiaisarare anomaly and its cause
isstill unknown.

Pandey et al did flexiblefibreoptic nasopharyngoscope
guided intubation under spontaneousventilation and it was
uneventful and smooth®. However, we were not having
flexible fibreoptic nasopharyngoscopein our set up. So,

194 JK Science: Journal of Medical Education & Research

Vol. 26 No. 3, July - Sept 2024



we proceeded with conventional laryngoscopy under
sedation with the ENT team kept stand by all the time.
Review of literature suggestsarolefor adhesion release
in emergency, under local anaesthesia. Release under

2\eJK SCIENCE

References

1

Naidoo S, Biitow KW. Nonsyndromic palate synechiawith
floor of mouth. Ann Maxillofac Surg 2015;5:100 3.

; L ) . 2. Solanki S, Babu MN, Gowrishankar, Ramesh S.
|ocal anaeSthe.Sla W.as not tried in thls Case as It was Palatoglossal fusion with cleft palate and hypoplasia of
thought to be ”Sk. with unprotgcted arway. .VVe suggest cerebellar vermis. Indian JPlast Surg 2016;49:106 8.
complete evaluation of the child before major surgical _
intervention; because depending on the severity, these 3. Haydar SG Tercan A, Uckan S, Gurakan B. Congenital
patients may present formidable anaesthetic challenges. gum synechiae as an isolated anomaly: A casereport. JClin
Condusion Pediatr Dent 2003;28:81 3.

To conclude, in aresource limited setti ng, where the 4. Hall BD. Aglossia adactylia. Birth defects Orig Artic Ser
pediatric flexible fibreoptic bronchoscope may not be 1971;7:2336.
available, the conventional laryngoscopy through oneside 5. Kaplan P, Cummings C, Fraser FC. A ‘community’ of face
of the band under adequate sedation without muscle limb malformation syndromes. J Pediatr 1976;89:241 7.
relaxation can be a feasible alternative for securing a 6. RaA,BholaN, YadavA, SheoranA, Datarkar A, J4u S, et
defi nltlvefr’“ rway. . al. Intraoral epithelial bandsin anew born: Report of two
Declaration of pat'_ent consent . cases and review of literature. J Maxillofac Oral Surg
The authors.certlfy that they have obtained all 2012:11:351 3.
appropriate patient consent forms. In the form the _ _
patient’s parents have given their consent for her images 7. Rani A, Sunder R, Kumar MM. Airway management of &
and other clinical informationto bereportedinthejournal. neonate with a rare congenital palatoglossal synechiae.
Financial support and sponsorship Pediatric Anesth 2008;18:980-2.
Nil. 8. Pandey V, Waindeskar V, Katiyar R, Agrawal S. Airway
Conflicts of interest management of palatoglossal bands — A challenge to an
There are no conflicts of interest. anaesthesiol ogist. Saudi JAnaesth 2019;13 (4):338-9.
Vol. 26 No. 3, July - Sept 2024 JK Science: Journa of Medical Education & Research 195



