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Anesthetic management of a 
case of GAPO syndrome for 
craniosynostosis surgery 

Sir,
GAPO syndrome is an autosomal recessive disorder and is 
associated with Growth retardation, Alopecia, Pseudoanodontia 
and Optic atrophy.[1] Here, we describe the anesthesia 
management	of	 a	 case	 of	20	 years	 female	with	diagnosis	 of	
GAPO syndrome who underwent craniosynostosis repair 
under general anesthesia. She had history of noisy breathing and 
obstructive sleep apnea (OSA). She was short in stature with 
a	weight	of	20kg,	trigonocephaly,	large	tongue,	exophthalmos,	
alopecia,	and	short	neck	[Figure	1].	She	was	edentulous	with	
a large tongue and had Mallampati Grade IV score. Her 
neck was in a flexed position and extension was restricted. She 
was irritable and had difficult venous access. Cardiovascular 
and respiratory systems were normal. Routine investigations 
were normal. Lumbar puncture showed a cerebrospinal 
fluid	(CSF)	pressure	of	26cmH2O. Intravenous (IV) access 
was secured after induction of anesthesia with incremental 
concentration	 of	 sevoflurane.	Rocuronium	25mg	was	 given	
to facilitate endotracheal intubation. To decrease intracranial 
pressure	(ICP),	hyperventilation	and	50mgIV	thiopentone	was	
given at the time of induction. Anesthesia was maintained with 
oxygen, nitrous oxide, sevoflurane, fentanyl and vecuronium. 
Intraoperative monitoring included electrocardiography and 
noninvasive blood pressure, invasive blood pressure, pulse 
oximetry, capnography, temperature and central venous pressure 
monitoring.	During	flap	removal,	100ml	of	20%	mannitol	was	
administered. Neuromuscular blockade was reversed and trachea 
extubated when she was fully awake with good respiratory efforts. 
Thirty minutes after extubation, patient developed respiratory 
distress	 and	SpO2	became	62%.	Patient	was	 reintubated	
and	put	on	ventilator	for	2	days.	Five	hours	after	extubation,	
her sensorium deteriorated and she required reintubation and 
ventilation. Subsequently, she remained tracheostomized for 
12	days.	Patient	was	discharged	home	on	20th postoperative 
day. In view of difficult venous access, uncooperative patient 
and anticipated difficult airway, we opted for an inhalational 
induction. Though the patient was awake and had good breathing 
efforts before each extubation, she required reintubation. This 
was most likely due to airway obstruction secondary to residual 
effect of anesthesia in the immediate postoperative period 
and diminished pulmonary function in the next occasion. 
Airway obstruction got aggravated due to the presence of 
OSA, large tongue, and flexed neck. Patients with GAPO 
syndrome may have other systemic anomalies such as dilated 
cardiomyopathy,[2] pulmonary hypertension,[3] intracranial 

vascular malformations,[4] glaucoma,[5] and optic atrophy.[5] 
Anesthetic management of these cases should therefore, begin 
with a careful history and special attention to facial deformities, 
cardiorespiratory system, and associated congenital anomalies. 
Signs of raised ICP such as visual difficulties, nausea and 
vomiting, somnolence, or headaches should be noted. If ICP 
is raised, then adequate measures should be taken to prevent 
further rise in ICP. A difficult intubation trolley should always 
be ready in the operation theater before induction of anesthesia. 
Proper eye care should be given to patients with exophthalmos 
to prevent ophthalmic injury under anesthesia. These patients 
should be extubated only when they are fully awake and have 
good cough reflex. Patient should be closely monitored in the 
postoperative period for occurrence of respiratory obstruction, 
hypoventilation, hypoxia, and the possible need for reintubation.
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Use of transversus abdominis 
plane block as an anesthetic 
technique in a high risk 
patient for abdominal wall 
surgery

Sir,
Transversus abdominis plane (TAP) block produces 
a reversible blockade of peripheral nerves that provides 
sensation	to	the	lower	abdominal	wall	from	T9	to	L1.	It	has	
been successfully used as a part of postoperative multimodal 
analgesia	in	abdominal	surgery	since	2001,	but	its	role	as	a	
sole anesthetic agent has not been defined.[1-4]

A	46-year-old	male,	weighing	98	kg	was	scheduled	for	urgent	
excision of carbuncle over the right lower quadrant of abdominal 
wall. The presenting complaint was tenderness, redness, and 
swelling on the right lower abdomen accompanied by fever 
for	 the	 last	8	days.	He	was	a	known	case	of	 ischemic	heart	
disease (IHD), hypertension, insulin dependent diabetes 
mellitus,	obesity	(body	mass	index	(BMI)	of	38),	and	chronic	
obstructive pulmonary disease. Patient complained of dyspnea on 
climbing one flight of stairs and frequent episodes of orthopnea 
and paroxysmal nocturnal dyspnea. He never had an angiography 
and was only on medical therapy. Chest auscultation revealed 
occasional basal crackles with normal heart sounds. He was 
hemodynamically stable and except for raised blood sugar in the 
range	of	350-390	mg/dl;	white	blood	cell	(WBC)	of	17,200;	
and erythrocyte sedimentation rate (ESR) of 46; all his other 
routine blood investigations including coagulation profiles and 
biochemical assays were normal. Electrocardiography (ECG) 

showed left atrial enlargement and Q waves in lead II, III, aVF; 
and	chest	leads	from	V1	to	V5.	His	echocardiography	report	
showed	an	ejection	fraction	of	20%.	His	medications	included	
aspirin, clopidgrel, amiloride hydrochloride, furosemide, 
beta-blockers, and insulin. According to the patient, he had 
stopped clopidgrel 4 days before coming to the hospital.

Patient was given a detailed explanation about the technique 
of TAP block and written informed consent was obtained. 
After all aseptic measures, ultrasound-guided TAP block 
technique similar to the method described by Hebbard 
and colleagues was used.[5] We used Mindray Diagnostic 
Ultrasound	 System	 (Model	 M7SN	 #	 NW-2001730	
Shenzhen Mindray bio-medical electronics Co. Ltd China). 
A	38	mm	linear	array	ultrasound	probe	(13-6	MHz)	(Model:	
14-6NSSN#PCG22001516	 Shenzhen	 Mindray	
Bio-Medical Electronics Co. Ltd China) was positioned in the 
mid-axillary line in the axial plane halfway between the iliac 
crest and the costal margin. View was considered satisfactory, 
when the subcutaneous fat, external oblique muscle, internal 
oblique muscle, transversus abdominis muscle, peritoneum, 
and intraperitoneal structures were identified. Local infiltration 
with	 a	 27	G	 long	 needle	was	 done	with	 1-2	 cm3	 of	 2%	
xylocaine	at	the	needle	insertion	site.	A	150	mm	long,	20	G	
short-bevel needle (Stimuplex, B. Braun Melsungen AG, 
Germany) was introduced anteriorly and inserted in plane 
under real-time ultrasound guidance to lie between the internal 
oblique and the transversus abdominis muscles with the tip in 
the	mid-axillary	line.	Test	injection	with	1	ml	of	0.9%	normal	
saline was permitted to confirm needle location. A total of 
20	ml	of	0.25%	of	bupivacaine	was	 injected	on	each	 side	
after aspiration to avoid intravascular placement. Successful 
injection was confirmed by an echo-lucent lens-shaped space 
between the two muscles. Patient was given 4 l of oxygen via 
facemask	and	his	numeric	rating	score	for	pain	from	(0	no	pain	
and	10	worst	possible	pain)	and	sedation	score	(1	awake	and	
3 deep sleep) was monitored. Surgery was allowed to start 
after	20	min,	after	checking	the	level	of	block	from	T9	and	
below with pinprick method. During the whole procedure, 
patient’s	pain	score	remained	1	and	sedation	score	from	1	to	2.

The surgical procedure included excision of approximately 
10	×	15	cm	of	area	of	 skin	and	 the	 subcutaneous	 tissue	
on the right and inferior aspects of the umbilicus. The 
subcutaneous tissue had pockets of pus and necrotic tissues. 
The inflammatory process was extending up to the anterior 
layer of rectus sheath. The whole area was excised up to the 
healthy margins and hemostasis was secured. The wound 
was packed with saline soaked dressing and covered with 
sterile	 gauze	 [Figure	 1].	 Patient	 remained	 pain	 free	 in	
the	postoperative	period	and	was	discharged	after	24	h	of	
surgery.
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