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Post radiotherapy isolated 
absence of uvula – Yet another 
case of indeterminate Mallampati 
classification?

The uvula is a conic projection arising from dorsum 
of middle of soft palate, and it prevent soft palate 
being forced into nasopharynx during coughing 
or sneezing. There are rare cases in which uvula 
may be isolated absent in the body or its function 
gets interrupted. Mostly, absence of uvula is seen 
with congenital disorders such as Apert syndrome, 
cerebro‑costo‑mandibular syndrome etc., but it can 
also be seen secondary to surgery done for sleep apnea 
syndrome as a part of uvulo‑palato‑pharyngo‑plasty. 
To the best of our knowledge, isolated resorption of 
uvula, secondary to fibrosis in a post radio therapy 
cancer case is rare and we found it worthwhile to 
share such an interesting case. Isolated absence of 
uvula, post radiation, may present a challenge to the 
attending anaesthesiologist mainly in terms of airway 
examination and management.

A 54‑year‑old male patient presented to the department 
of head and neck surgery with complaints of ulcer in 
the right side of cheek for last one year. Patient was 
diagnosed as a case of squamous cell carcinoma 
and after receiving 15 cycles of radiation therapy, 
he was scheduled to undergo complete excision of 
primary malignancy and radical neck dissection. In 
pre anaesthetic checkup, the patient was moderately 
built with no relevant medical or family history. 
Airway examination was done in sitting position, with 
mouth wide open, tongue protruded to maximum and 
revealed an adequate mouth opening, absent uvula 
with only a small pit present in the anatomical location 
of uvula; however, soft palate, fauces, hard palate and 
tonsillar pillars were normal [Figure 1]. Patient had no 
history suggestive of obstructive sleep apnea, frequent 
respiratory infections or any airway manipulation but 
he did inform that oral structures got resorbed during 
cycles of radio therapy.

As an absent uvula is a very rare entity and it is a 
very important part of the widely used Mallampati 
classification used for preoperative assessment of 
airway, we experienced ambiguity while classifying the 
patient. Since posterior pharyngeal wall was visible, we 
classified the patient under modified Mallampati class 
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2, suggesting an easy intubation. Nasal intubation was 
done by a senior anaesthesiologist with success in first 
attempt, and Cormack Lehane grade 2 (glottis partly 
obscured, anterior commissure not seen), suggesting 
a moderately easy intubation. Surgery lasted for four 
hours, with mild blood loss and patient was extubated 
uneventfully.

Mallampati/modified Mallampati score estimates 
the size of tongue relative to oral cavity and may 
possibly indirectly indicate whether laryngoscopic 
displacement of tongue is likely to be easy or difficult; 
in addition it also ascertains whether mouth can be 
opened adequately to permit intubation. The reason 
why uvula is considered as an important aspect of 
Mallampati classification is because uvula marks the 
highest position in the soft palate. There are multiple 
conditions where absence of uvula may interrupt its 
normal functions. Absent uvula is a very rare entity and 
very less information is available about it in literature. 
Chilkoti GT et al. have also described a patient with 
absence of uvula, however the cause in their case was 
congenital and patient had a normal airway.[1] In the 
present case also, we could not find any difficulty in 
airway management. But the widely used entity-the 
Mallampati classification may lead to ambiguity in the 
airway assessment. It is rare that some structures of the 
oral cavity are completely lost, rather than deformed, 
by radiation therapy. Radiotherapy causes chemical, 
physical and biological changes at cellular level and 
may cause subcutaneous tissue fibrosis, trismus, 

ulceration etc., but in review of literature we could 
not find any literature suggesting total resorption of 
uvula.[2]

Post radiation to head and neck area poses challenges 
to the anaesthesiologist during airway management. 
We suggest that in simplifying cases with ambiguity, 
one should consider other oral structures such as 
tongue, posterior pharyngeal wall, tonsillar pillars and 
fauces and classify patients accordingly. In addition, it 
is emphasised that modified Mallampati classification 
is not suitable as a stand‑alone predictor, as it has poor 
sensitivity, specificity and positive predictive value. 
It must be used with other predictors for difficult 
laryngoscopy and intubation.
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Anaesthetic management of a 
patient with Montgomery T‑tube 
in situ for T‑tube removal

Sir,

The Montgomery T‑tube was devised by William 
Montgomery in 1964 to prevent post‑operative tracheal 
stenosis following reconstructive surgery on cervical 
trachea. It can be used as a combined tracheal stent and 
as an airway following laryngotracheal surgery.[1] The 
T‑tube has a vertical intraluminal  (intratracheal) limb 
and a horizontal extraluminal end. It is available in 
various sizes ranging from 4.5 mm to 16 mm external 
diameter.[2]

A 14‑year‑old boy weighing 50 kg was admitted for 
Montgomery T‑tube removal. The patient had a history 
of attempted hanging 9 months back, for which, he 
was intubated, mechanically ventilated and was 
discharged later.

After two months, the patient developed difficulty in 
breathing and noisy respiration which was diagnosed as 
tracheal narrowing for which emergency tracheostomy 
was done. However, the symptoms persisted for which 
he was evaluated further. Computed tomography neck 
revealed tracheal stenosis at the level of C5–C6.

The patient was planned for tracheal exploration 
and excision of the stenosed segment under general 
anaesthesia. He was intubated using a 6 mm laser 
resistant endotracheal tube which was introduced 
through the tracheostomy stoma and was maintained 
under controlled ventilation [Figure 1a].

Laser excision of the membranous band in the tracheal 
lumen was done and the granulation tissue found 
around the tracheostomy stoma was removed using 
coblation and diathermy and the stenotic segment was 
adequately widened. Following this, the neuromuscular 
blockade was reversed and when the spontaneous 
efforts were adequate, the endotracheal tube was 
replaced with an 8 mm Montgomery T‑tube and the 
wound was closed after local infiltration [Figure 1b]. 
The post‑operative period was uneventful. He was 
subsequently discharged and was advised for monthly 
follow‑up.

Now, after 6 months, the patient got admitted for the 
Montgomery T‑tube removal since the extraluminal 
limb of the T‑tube got damaged. T‑tube removal 
was attempted under local anaesthesia but was 
unsuccessful due to extensive granulations. Hence, it 
was planned at a later time.

This time, the patient was planned for T‑tube removal 
under general anaesthesia. His general examination 
and basic investigations were within normal limits. 
The patient was shifted inside the operation theatre 
and standard monitors were connected. He was 
pre‑medicated with injection glycopyrrolate 0.2 mg 
intravenous (IV), injection midazolam 1 mg IV, injection 
fentanyl 100 µg IV and injection ranitidine 50 mg IV. 
He was pre‑oxygenated with 100% oxygen for 3 min 
after occluding the extraluminal limb with the spigot. 
He was induced with intermittent doses of propofol 
along with increasing concentrations of sevoflurane. 
A size 3 laryngeal mask airway  (LMA) was placed 
and was maintained under spontaneous ventilation 
with oxygen, nitrous oxide and sevoflurane 1%–2% 
along with propofol infusion. Local infiltration of the 
site was done and the T‑tube was removed with some 
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