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in prefrontal cortex along with increase in acetylcholine in 
hippocampus, prefrontal, and entorhinal cortex [Figure 1].

In a study conducted by Ding et al., the authors found that mice 
who were treated with ciproxifan had improved postanesthesia 
cognitive memory performance when exposed to isoflurane 
for about 2 h.[5] The drug at a dose of 1–3 mg/kg intravenous 
was shown to reverse cognitive changes developed after 24 h 
exposure in a span of 30 min after injection. Theoretically, 
ciproxifan appears as a drug that could be either used for 
prophylaxis for preventing or for treating AIDN. Further studies 
are required to establish its safety and efficacy for use in humans.
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Airway management in a case of large congenital ranula

Sir,
Congenital ranulas are retention cysts or pseudocysts arising 
from the floor of the mouth. As intraoral swellings, they 

present a unique challenge to secure airway in neonates 
due to difficulty in laryngoscopy and danger of rupture of 
the swelling leading to spillage of contents and bleeding.

Figure  1: Chemical structure of ciproxifan  [Figure source  ‑  National 
Center for Biotechnology Information. PubChem Compound Database; 
CID = 6422124. Available from: https://www.pubchem.ncbi.nlm.nih.gov/
compound/6422124. [Last accessed on 2017 June 13]
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We describe a case of a large congenital ranula with a unique 
airway management.

A 20‑day‑old, 6 kg, neonate presented to the hospital with a 
large (3 cm × 3 cm) sublingual mass [Figure 1] present since 
birth and gradually increasing in size, with difficulty in feeding 
but no evidence of airway obstruction. Magnetic resonance 
imaging showed a well‑defined cystic lesion [Figure 2], and 
a complete excision was planned.

An intravenous line was secured prior induction and 0.06 mg 
glycopyrrolate was given intravenously as premedication. 
Anesthesia was induced with oxygen and sevoflurane. With 
a spontaneously breathing neonate, laryngoscopy was 
attempted with size 0 Miller blade which failed to provide 
a glottic view. Prior another attempt at laryngoscopy, the 
contents of the swelling were aspirated with a 20‑gauge 
cannula, which significantly reduced the size of the swelling.

Laryngoscopy was reattempted, this time successfully, and 
trachea intubated with size 3.5 uncuffed endotracheal 
tube.

Anesthesia was maintained with oxygen, nitrous oxide, and 
sevoflurane. Atracurium 3 mg was administered. Fentanyl 
and paracetamol were used for analgesia.

At the end of the surgery, the neonate was successfully 
extubated. Postanesthesia care unit course was uneventful.

Congenital ranulas may present as simple retention cysts 
lined by epithelial cells or as pseudocysts lined by granulation 
tissue following rupture of sublingual salivary gland and 
extravagation of contents. They are extremely rare with a 
reported incidence of 0.74%.[1] They pose a challenge to the 
anesthesiologist as securing the airway with conventional 

laryngoscopy is difficult with the added risk of rupture of 
swelling causing aspiration of contents and bleeding.

The aspiration of contents of an intraoral swelling before 
laryngoscopy has been described in the airway management 
of intraoral dermoid cysts.[2]

Ex utero intrapartum excision of congenital ranula has also 
been described in view of potential life‑threatening airway 
compromise in the neonate.[3]

Retromolar approach to laryngoscopy and intubation may not 
be possible based on the location and size of the intraoral mass. 
The intraoral swelling also restricts the insertion of laryngeal 
mask airway. The use of a pediatric fiberoptic bronchoscope 
may seem prudent but is limited by availability and expertise.

Sedation was avoided due to the risk of airway obstruction. 
Premedication with an antisialagogue was done to assist 
visualization during laryngoscopy.

Inhalational induction was chosen as it provides the advantage 
of a spontaneously breathing neonate with sufficient 
anesthetic depth to carry out airway manipulations.[4]

Thus, aspiration of intraoral swelling contributes to ease in 
laryngoscopy, intubation, and surgical access and prevents 
rupture and spillage of contents.
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Figure 1: Swelling at floor of mouth Figure 2: Magnetic resonance imaging scan – cystic lesion above mylohyoid 
with no extension
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Split nasopharyngeal airway as a conduit for oral fiber‑optic 
intubation in a case of difficult airway

Sir,
Difficult airway tools have been updated from time to 
time to overcome difficult situations. We want to highlight 
nasopharyngeal airway as a conduit for oral fiber‑optic 
bronchoscopy in a case presenting with difficult airway.

A 30‑year‑old male presenting with recurrent chondrosarcoma 
of left frontal and ethmoid sinus was planned for left lateral 
rhinotomy and transbasal excision of the mass. The patient 
belonged to American Society of Anesthesiologist grade 1 
with no other significant comorbidities. There was a history 
of multiple surgeries in the past for the same problem.

Airway examination revealed mouth opening of less than 
one finger breadth, thyromental distance of 6  cm, and 
adequate neck movements. He had missing upper central 
incisors. He also had externally distorted nose along with 

the presence of scar mark on the root of the nose and on 
both sides over the eyebrows due to previous multiple 
surgeries. There was a grossly deviated nasal septum on the 
right side of the nose, which created a roomy cavity on the 
left side. Magnetic resonance imaging of the face showed a 
3.5 cm × 3 cm × 2.5 cm mass in the left frontal and ethmoid 
sinus [Figure 1].

Adequate premedication was given to the patient as per our 
institutional protocol on the night, before, and morning of 
the surgery. The patient was nebulized with 2% xylocaine 
before shifting to the operating room as a part of airway 
preparation.

Once the patient was taken inside the operating room, 
all standard monitors  (electrocardiogram, noninvasive 
blood pressure, and SPO2) were attached. An intravenous 
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