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Figure 1: The image shows exposed surgical field during a left radical 
mastectomy. The accessory pectoral muscle is exposed and separated 
from the latissimus dorsi muscle

Implications of accessory pectoral 
muscles for ultrasound‑guided 
thoracic wall blocks

Sir,

Ultrasound  (US)‑guided pectoral nerve blocks and 
serratus anterior (SA) plane (SAP) blocks have become 
very popular for managing post‑operative pain after 
breast surgeries.[1,2] These are myofascial plane blocks 
wherein the local anaesthetic (LA) is deposited in the 
fascial planes between relevant muscles. Therefore, 
the knowledge of sonoanatomy is very important for 
a successful block. While performing SAP block, the 
latissimus dorsi  (LD) and SA muscles are identified 
and LA is injected in the myofascial plane between 
these muscles at the level of 4th  and 5th  rib. The 
intercostobrachial nerve, lateral cutaneous branches 
of the intercostal nerves (T3–T9), long thoracic nerve 
and thoracodorsal nerve are blocked with a SAP block. 
These nerve blocks are essential to provide analgesia 
after axillary dissections. Accessory pectoral muscles 
are sometimes encountered during breast surgeries. 
Usually, the muscles are identified incidentally during 
axillary dissection.

We encountered an axillopectoral muscle or Langer’s 
muscle or axillary arch during a left modified radical 
mastectomy  [Figure  1]. This muscle is a muscular 
slip which extends between the LD and triceps 
brachii muscle.[3] The muscle can have variable 
origin and insertion. The axillopectoral muscle is a 
supernumerary muscle and is an important anatomic 
variation of the axilla. Miguel et  al. observed three 
cases in which the muscle originated from LD and 

crossed over the axillary neurovascular bundle to 
insert deep to the insertion of pectoralis major (PM) or 
into the coracoid process.[4]

On tracing the muscle in this patient, we found it to 
be arising from LD muscle running anterior to axillary 
vein and getting inserted into PM muscle. A SAP block 
performed in this patient could have led to possible 
LA deposition between the accessory pectoral and 
SA muscle leading to block failure due to failure in 
identifying the accessory muscle. A  pre‑procedural 
scan is therefore very important before all interventions 
to identify each and every structure seen on the 
screen. Any structure isoechoic to LD muscle anterior 
to axillary vessels should raise a suspicion of the 
presence of an accessory pectoral muscle.

We had not taken consent for performing a thoracic wall 
block on this patient; therefore, an ultrasonography 
scan was not done. The absence of a US image in 
this letter is a deficiency. However, we scanned the 
opposite side post‑operatively and found no abnormal 
sonoanatomy relevant to thoracic wall blocks on 
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that side. Once the surgery was completed, we took 
consent for writing and submitting case details 
including images from the patient for publication and 
circulating information.
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Bifid epiglottis, high‑arched 
palate, and mental disorder 
in a patient with Pallister–Hall 
syndrome

Sir,

Pallister–Hall syndrome is a rare autosomal recessive 
disease first described in 1980 by Philip Pallister 
and Judith Hall.[1] Craniofacial anomalies include 
bifid epiglottis, high‑arched palate, and external 
ear anomalies.[1,2] In addition, polydactyly and 
hypothalamic hamartoma causing hypopituitarism 
and neurological disorders are also commonly seen.[3] 
Imperforate anus and renal anomalies occur frequently.

We report the anaesthetic management of a girl with 
Pallister–Hall syndrome under general anaesthesia. 
A  4‑year‑old female, 98.4  cm in height and 21.1  kg 
in weight, body mass index 21.8, with Pallister–Hall 
syndrome, was scheduled for dental treatment under 
general anaesthesia. She was diagnosed to have 

localized epilepsy due to hypothalamic hamartoma 
for which she was receiving sodium valproate 200 mg. 
With this medication, her epilepsy was partially under 
control and she continued to have minor seizure 
activity, a few times a day. Her neurological status was 
poor with severe mental retardation. In addition, we 
could not communicate with her.

Her clinical features included a high‑arched palate and 
preauricular tags. The clinical assessment of her airway 
was difficult due to uncooperative behavior [Figure 1]. 
In addition, she had renal abnormalities and hand 
polydactyly. No abnormal findings were observed on 
chest X‑ray and laboratory data.

She was brought to the operating room after peripheral 
intravenous access was obtained. Anaesthesia 
was induced with fentanyl 50 µg, atropine 0.2  mg, 
and propofol 40  mg after preoxygenation and with 
monitoring of SpO2, electrocardiography, blood 
pressure, and heart rate. After the loss of consciousness, 
mask ventilation without an oral airway was easy. 
Then, rocuronium 12  mg was administered. During 
intubation using a 5.0‑mm uncuffed nasotracheal 
tube by direct laryngoscopy, a bifid epiglottis was 
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