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Management of neonatal 
giant occipital encephalocele: 
Anaesthetic challenge
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Sir,

Proper positioning is a prerequisite for successful 
endotracheal intubation. A giant occipital 
encephalocele may prevent this. We report such a 
case in which a two-day-old neonate weighing three 
kilograms presented with a large cystic swelling 
measuring 22 × 16 cm [Figure 1], arising from the 
occipital region. There was no neurological deficit 
and no other congenital abnormality. In the operating 
room, we could not place the baby supine and so 
anaesthesia was induced in the lateral position. Drugs 
used were Glycopyrrolate 3 mg/kg intravenously (i.v.), 
fentanyl 1.5 mg/kg i.v. and propofol 2 mg/kg i.v. Muscle 
relaxation was achieved using succinylcholine 2 mg/
kg. We attempted laryngoscopy in the lateral position, 
but only the tip of the epiglottis could be visualized 
(Cormack-Lehane Grade 3), so intubation could not 
be done. We continued to ventilate the baby in the 
lateral position with a bag and mask, using 100% 
oxygen. Next, we lifted the baby and placed her head 
beyond the edge of table with an assistant supporting 
it while another assistant stabilized the baby’s body, 
taking adequate care to support the encephalocele so 
as to prevent a rupture. Laryngoscopy in this position 
provided a better view (Cormack-Lehane Grade 2) 
and we intubated the trachea with a 3 mm uncuffed 
endotracheal tube and secured it adequately. 

Following this, we placed the baby carefully in 
the prone position. Intraoperatively, the baby was 
monitored vigilantly. Anaesthesia was maintained 
with N2O : O2 :: 50 : 50, halothane 0.6%, atracurium 
infusion 10 mg/kg/min and fentanyl infusion 2 mg/kg/
hr. Thereafter, we proceeded uneventfully till the end 
of surgery. 

Paediatric patients have a low functional reserve 
volume, and failure to intubate the trachea may result 
in hypoxaemia, bradycardia and even cardiac arrest. 
Airway pathology, improper positioning and limited 
neck extension can make endotracheal intubation 
difficult or impossible. Therefore, an alternative 
airway management plan should be ready prior to 
commencement of the procedure. This should include 
laryngeal mask airway of appropriate size, with high 
frequency jet ventilation, fiberoptic bronchoscope, 
a cricothyroid cannula and preparations for 
tracheostomy.[1] Blind nasal intubation can also be 
tried. Alternative approaches include placing the 
child supine on a platform of rolled-up blankets, 
awake intubation in the lateral position, or needle 
decompression of the encephalocele sac under 
sterile conditions. In patients with encephalocele, 
inadequate spontaneous respiration may occur due 
to structural derangement in the pontomedullary 
respiratory control center or its afferent and efferent 
pathways.[2,3] Aspiration may occur because of lack 
of pharyngeal coordination, poor sucking reflex and 
absent gag reflex.[2,3] If there are any concerns regarding 
aspiration in combination with difficult airway 
management, a fiberoptic awake tracheal intubation 
should be the technique of choice. All preparations 
for resuscitation should also be conducted. The 
patient should be turned into the prone position 
carefully, so that ventilation is not impeded, venous 
return is not compromised and all pressure points are 
protected. In infants with encephalocele, dysfunction 
of autonomic control below the level of the defect 
makes conservation of body temperature important.[2,4] 
Preparation for significant blood loss should be made 
because of potential bleeding from the suboccipital 
bone and the dural sinus. The ultimate prognosis 
depends on various factors, including the extent 
and nature of the herniated contents and associated 
congenital anomalies. To conclude, in case of a giant 
occipital encephalocele, placing the baby’s head 
beyond the edge of table is a promising approach to 
intubate the patient and may be used as an alternative 
to intubation in the lateral position. Figure 1: Neonate with giant occipital encephalocele



Indian Journal of Anaesthesia | Vol. 54| Issue 5 | Sep-Oct 2010478

Vikash Goel, Neelam Dogra1, 

Mamta Khandelwal, RS Chaudhri
Department of Anaesthesiology, S.M.S Medical College and Hospital, 

Jaipur, Rajasthan, 1Department of Paediatric Anaesthesiology, 
Sir Padmapat Mother and Child Health Institute, S.M.S. Medical 

College, Jaipur (Rajasthan), 
India

Address for correspondence:
Dr. Vikash Goel,  

Gupta Textile, D1/133, Main Durga Mandir Road, 
Rama Vihar, Delhi - 110 081, India. 

E-mail: vikashgoel_1080@yahoo.co.in

REFERENCES

1. Fraser J, Petros A. High-frequency oscillation via a laryngeal mask 
airway. Anaesthesia 1999;54:404.

2. Hamid RK, Newfield P. Pediatric neuroanesthesia: Neural tube defects. 
Anesthesiol Clin North America 2001;19:219-28.

3. Setz AC, De Boer HD, Driessen JJ, Scheffer GJ. Anesthetic 
management in a child with Arnold-Chiari malformation and bilateral 
vocal cord paralysis. Pediatr Anesth 2005;15:1105-7.

4. Krane EJ, Philip BM, Yeh KK, Domino KB. Anesthesia for pediatric 
neurosurgery. In: Motoyama EK, Davis PJ, editors. Smith’s 
Anesthesia for Infants and Children. 7th ed. Philadelphia: 
Mosby Elsevier; 2006. p. 668-84. 

Transversus abdominis plane 
block for an emergency 
laparotomy in a high-risk,  
elderly patient
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Sir,

I read with interest the case report by Patil et al. 
about transverse abdominis plane block for an 
emergency laparotomy in a high risk elderly patient. 
I appreciate the author for selecting a safe technique 
for providing anaesthesia in high risk emergency 
patients.

I have following suggestions about this technique. 
One should have a practice for performing the block 
in routine practice before implicating in emergency 
high risk patient. A better way is to put a continuous 
catheter bilaterally via epidural toughy needle for 
continuous infusion of local anaesthetic drugs to 
provide prolonged effects of block and thus extending 
safe anaesthesia for extended period of time, which 
also minimizes dosage of first bolus drug. I also 
recommend that author could have used inj clonidine 
as safe and effective adjuvant to local anaesthetics 

for prolonged intra-operative and postoperative 
anaesthesia and analgesia. Thus abolishing need for 
intravenous anaesthetic supplementation which can 
prove detrimental in high risk emergency patients; 
as also this patient was having intestinal obstruction 
and so high risk for aspiration. In my practice of TAP 
block, randomized controlled trial is going on for the 
same, for all patients undergoing upper and lower 
abdominal surgeries, abdominal hysterectomies and 
laparoscopic surgeries for intra-operative reduction in 
requirement of general anaesthesia and postoperative 
pain relief. With proper practice and experience block 
is given with 23 g spinal needle, instead of using 
18 G toughy epidural needle to avoid tissue trauma 
and for prolonged surgeries continuous TAP block 
is given. The block attenuates sympathomimetic 
responses to surgical stimulation and maintains depth 
of anaesthesia with marked reduction in requirement 
of anaesthetic drugs, and maintains mean pulse rate 
and mean arterial blood pressure within normal range. 
The TAP block reduced visual analogue scale pain 
scores on emergence and at all postoperative time 
points, including at 24 h. There were no complications 
attributable to the TAP block. All TAP patients reported 
high levels of satisfaction with their postoperative 
analgesic regimen. The TAP block provided highly 
effective postoperative analgesia in the first 24 
postoperative hours after major abdominal surgery. The 
benefits of adequate postoperative analgesia are clear, 
and include a reduction in the postoperative stress 
response, reduction in postoperative morbidity and in 
certain types of surgery, improved surgical outcome.[1] 
Effective pain control also facilitates rehabilitation and 
accelerates recovery from surgery.[1,2] Direct blockade 
of the neural afferent supply of the abdominal wall, 
such as abdominal field blocks, ilioinguinal and 
hypogastric nerve blocks, has long been recognized 
as capable of providing significant postoperative 
analgesia in patients undergoing abdominal surgical 
procedures such as caesarean delivery and inguinal 
herniorrhaphy.[3] However, the lack of clearly defined 
anatomic landmarks has meant that the full potential 
of abdominal wall blockade in patients undergoing 
major abdominal procedures remains to be realized. 
An alternative, simple, reliable and effective regional 
analgesic technique is required. 

VandanaTrivedi
Department of Anaesthesiology,  

M. P. Shah Medical College, 
Jamnagar – 361 008,  

Gujarat, India

Letters to Editor

Avinash K
Rectangle

Avinash K
Rectangle


