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because it is the preferred agent for LMA insertion 
and in glaucoma.[7]

We selected RLMA in place of tracheal intubation as 
it can be bent away from the surgical field without 
kinking which gives an unhindered access for 
ophthalmic surgery.[6] Also tracheal intubation would 
have been difficult in our case due to associated airway 
abnormality.[1,2] Airway manipulation and thereby 
effect on IOP is also much less with LMA compared to 
endotracheal intubation.[6] Though LMA is indicated in 
difficult airway, insertion of RLMA in is bit difficult.[6] 
But we successfully managed the airway with RLMA 
without much difficulty. We kept all other advanced 
airway gadgets ready at hand in case of failure. We 
used muscle relaxant only after securing the airway.

We selected balanced cardio-stable anaesthesia 
with low concentration sevoflurane (0.6-0.8%) and 
mild hypocapnia to prevent further rise of IOP and 
deleterious effect on already compromised cardiac 
status.[2] To our knowledge this is first ever report of 
use of RLMA in WMS patient with difficult airway 
complicated with cardiac abnormalities.

With appropriate preoperative evaluation and judicial 
selection of anaesthetic technique in a WMS patient 
having airway and cardiac abnormalities can be safely 
managed with RLMA.
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Sequential combined spinal 
epidural block

Sir,

We would like to congratulate Dr. Pandya for his timely 
review on recent advancements in the field of labor 
analgesia. The newer refinements and developments 
in the field of central neuraxial blockade are indeed 
“exciting” as pointed out by the author.[1] However, we 
wish to differ from the author regarding the concept of 
“sequential” combined spinal epidural (CSE) block as 
a technique, whether used for labor analgesia or as an 
anaesthetic technique.

The author states that a CSE is a “sequential” “needle 
through needle” technique that utilizes the advantage 
of a rapid and profound intrathecal block along with 
the flexibility and longer duration of an epidural block. 
It appears from these statements that the “sequential” 
nature of the block is deemed to be due to the sequence of 
the initial intrathecal injection followed by the epidural 
one. However, a sequential CSE is a refinement and 
advancement of the CSE, whether used as needle through 
needle or separate injections. It does not merely refer 
to the sequence of intrathecal and epidural injections 
one after the other. It implies the deliberate intrathecal 
injection of a dose of local anaesthetic that is inadequate 
for the planned surgery. It is then supplemented with 
small volumes of epidural injections, aiming to achieve 
the desired block level.[2,3] This intentional intrathecal 
underdosing followed by smaller than usual epidural 
injectate volumes has been shown to be of utility in 
several patients with compromised cardiorespiratory 
condition, helping to maintain cardiovascular stability.[4] 
How the small volumes of epidurally injected local 
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anaesthetic help in augmenting the inadequate spinal 
block, have been a matter of several observations and 
trials. The epidurally injected small volumes result 
in augmenting the spinal block to a larger extent than 
expected with usage of plain epidural, by causing 
a thecal compression,[5] as well as by converting pre-
existing areas of subclinical analgesia to complete 
analgesia.[6]
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Kabuki syndrome and its 
anaesthetic management

Sir,

Kabuki syndrome (KS) is one of the rare congenital 
syndromes that presents with peculiar facial features, 

skeletal, cardiovascular, and renal abnormalities, 
along with craniofacial anomalies and mental 
retardation.[1] We are reporting a case of kabuki 
syndrome and its perioperative management, posted 
for laparoscopic orchidopexy. No case of Kabuki 
syndrome undergoing surgery has been reported 
from India to date, due to its rare incidence. A short 
review and potential anaesthetic problems are also 
discussed.

A four-year-old male child, weighing 13 kg was 
posted for laparoscopic orchidopexy, for right-
sided undescended testis. History from the child’s 
parents revealed that he was born vaginally at full 
term, but did not cry at birth (details not available). 
There was developmental delay and the child could 
not walk till the age of three-and-a-half years, along 
with a delay in speech development. There was also 
history of recurrent urinary tract infection in the 
past. On examination, there were externally rotated 
ears, a long palpebral fissure, arched eyebrows, and 
depressed nasal tip. There were also deformities in the 
fingers and toes, knocked knee, hypotonia of the limb 
muscles, and poor oral hygiene, with loose incisor 
teeth. Haematological and biochemical investigations 
showed no abnormalities except for a marginally 
raised blood level of urea (98 mg%) and serum 
creatinine (1.8 mg%), due to urogenital malformation 
and vesicoureteric reflux, generally associated with 
this disease. Echocardiography showed normal 
cardiovascular structure and function. We inserted 
the intravenous cannula in the ward after applying 
a eutectic mixture of local anaesthetic cream, for 
one hour. Intravenous midazolam 0.5 mg was used 
for anxiolysis. After attaching all the monitors, 
the patient was induced with propofol 30 mg and 
fentanyl 30 μg. The trachea was intubated with an 
uncuffed oral endotracheal tube (4.5 mm internal 
diameter) after relaxation with atracurium. The 
laryngeal mask airway was also kept ready as these 
patients often have difficult airway. For maintainance 
of anaesthesia, we used oxygen and air (50 : 50) and 
propofol infusion 30 mg/hour. We did not use any 
inhalation anaesthetic because of the increased risk 
of malignant hyperthermia in these patients with 
hypotonia. For maintainance of analgesia, fentanyl 
(7 μg) was used every half hourly. After completion 
of surgery, a residual neuromuscular blockade was 
antagonised with neostigmine and glycopyrrolate. 
The postoperative period was uneventful and the 
patient was discharged on the third postoperative 
day.
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