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provided with acetaminophen suppository 80  mg 
twice daily. Freeman‑Sheldon syndrome, a slowly 
progressive congenital myopathy usually presents with 
multiple body contractures, skeletal malformations 
and craniofacial deformities such as microstomia, 
micrognathia, microglossia, a high arched palate 
and midfacial hypoplasia characteristically known 
as whistling mouth syndrome.[1] Facial, limb and 
respiratory muscles are primarily affected, also known as 
craniocarpotarsal dystrophy, whistling face‑Windmill 
Vane Hand syndrome and type of arthrogryposis 
multiplex congenita.[2] Multiple orthopaedic, spine 
and soft‑tissue procedures are performed in these 
children, for improving the quality‑of‑life. Systemic 
nature of this condition often poses a challenge to 
anaesthetists in airway management, intravenous 
access and body positioning and regional anaesthesia. 
The combination of abnormal facial features make 
direct laryngoscopy and intubation extremely 
challenging.[3] However, microglossia and high arched 
palate allows proper placement of LMA.[3] These 
patients are highly susceptible to muscle rigidity, 
masseter spasm and malignant hyperthermia.[4] So 
our technique of securing airway with LMA and 
maintaining spontaneous ventilation is well‑suited 
for these patients. But at the same time appropriate 
size airway, laryngoscope blade, endotracheal tube, 
emergency tracheostomy tray should be kept ready 
for emergency airway management. Post‑operative 
complications like respiratory insufficiency,[5] upper 
airway tract obstruction can be decreased by minimal 
use of systemic sedatives and opiods along with 
successful regional anaesthesia. Hence peripheral 
nerve locator and USG guided blocks are useful for 
regional anaesthesia.[6] Every syndrome complex has 
a unique cluster of abnormalities. Freeman‑Sheldon 
syndrome also has such manifestations, which 
are particularly challenging from the anaesthetists 
perspective. This case highlights the technical 
modifications, which are necessary to overcome these 
challenges, for successful management of a patient 
with this syndrome.
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Ginko biloba may cause 
asymptomatic ventricular 
premature contractions!

Sir,

A 37‑year‑old American Society of Anesthesiologists 
(ASA) 1 physical status female patient weighing 59 kg 
presented with a history of headache for past 1 year 
and memory impairment for last 8  months. Routine 
investigations were  normal, except that she had 2‑3 
ventricular premature contractions  (VPCs)/min on 
electrocardiography. There was no history of alcohol 
or drug abuse, any proarrhythmic medication intake 
or signs  and symptoms of any cardio‑respiratory 
abnormality. Diagnosed with an anterior 
communicating  artery aneurysm, coiling of the 
aneurysm was planned. Standard anaesthetic technique 
of propofol infusion (with oxygen and air), fentanyl and 
rocuronium was used. A digital subtraction angiography 
followed by coiling of the aneurysm was performed and 
after an uneventful procedure the patient was shifted 
to intensive care unit. Since the patient continued to 
have VPCs of similar magnitude after the procedure, 
we specifically asked the patient about any herbal 
medication intake and came to know that patient was 
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taking Ginko biloba (GB) (approximately 180 mg/day) 
since last 5  months. At the time of discharge from 
hospital, the frequency of VPCs had decreased and 
the patient was discharged after stable post procedure 
course. GB is the drug mainly used for treatment 
of cognitive impairment and peripheral vascular 
disease and it is known to alter platelet function 
by inhibition of platelet activating factor.[1] Little is 
known about the pro‑arrhythmic side‑effects of GB. 
GB induced electrical storm in a patient with ischemic 
cardiomyopathy[2] and paroxysmal atrial fibrillation[3] 
has been reported previously. Occurrence of VPCs 
associated with GB has not been reported. The exact 
mechanism of cardiac arrhythmia by GB is unknown, 
but probably GB and its constituent alter the action 
potential duration and cationic currents as evident 
from animal studies.[3] Our assumption of GB to be the 
cause of VPCs in our patient is further supported by a 
decrease in the frequency of VPCs upon discontinuation 
of GB. Another problem associated with GB use is a risk 
of bleeding due to alteration of platelet function.[1] In 
our patient, there was no excessive bleeding and the 
pre‑operative investigations were normal. However, 
caution is advised while using drugs that are known to 
increase the risk of perioperative bleeding (i.e., warfarin) 
in patients taking GB. As there are chances of 
arrhythmia with GB caution is also advised in patients 
who are on medications that are known to cause 
perioperative arrhythmias. Nearly 22‑32% of patients 
coming for a pre‑anaesthetic checkup were on some 
or other type of herbal medications.[4,5] So an enquiry 
about herbal medications should always be made 
during the pre‑anaesthetic check‑up. After five half-
lives, the amount of any drug left in the body is unlikely 
to cause harm and ideally GB should be discontinued 
for at least 36 h before any elective procedure.[1] With 
this case report, we want to stress upon the fact that 
GB can be a cause of VPCs in otherwise asymptomatic 
patients. If possible one should discontinue GB intake 
for at least 36 h before any elective procedure. However, 
in emergent situations prior preparation should be 
made to deal with serious arrhythmia.
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Use of laryngeal mask airway in 
premature infant

Sir,

Anaesthesia for neonates and infants require special 
considerations because of anatomical, physiological 
and pharmacological differences from adults. 
Their airway anatomy is quite different from that 
of adults[1] and therefore need utmost care while 
securing the airway under general anaesthesia  (GA). 
It is our common practice to secure the airway using 
endotracheal tube (ETT). In children, Laryngeal Mask 
Airway (LMA) has also been used as an alternative to 
ETT for GA and it has now replaced ETT as well as a 
face mask for short surgical procedures.[2,3] Here, we 
would like to share our experience of using LMA for 
GA in a premature baby.

A 40‑day‑old female infant diagnosed as retinopathy of 
prematurity (ROP) was posted for vitrectomy right eye 
under GA. Her gestational age at birth was 28 weeks 
and birth weight 800 g. Her pre‑anaesthetic evaluation 
1 day prior to this surgery was unremarkable except 
small mouth opening and low body weight of 
1335 g (normal weight of infant at this age is 4‑4.5 kg). 
Her haemoglobin was 9.2 g%. The baby was accepted 
for surgery under GA as a high risk case because of 
prematurity and low body weight.
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