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Sir,
Edward’s syndrome is rarely inherited disorder as a result of 
trisomy of chromosome 18. It usually manifests as serious 
cardiovascular, renal anomalies and orofacial deformity. We 
present tailored customized management in a challenging case 
of Edward’s syndrome for magnetic resonance imaging (MRI) 
under general anesthesia. A 2‑year‑old male child, weighing 
11 kg, presented to hospital with difficulty in walking. He 
was diagnosed to have Edward’s syndrome. Preoperatively, 
the child was found to be with severe mental retardation and 
hypotonia. Airway examination could not be assessed other 
than externally evident facial deformity because of learning 
deficit of the child. Renal function tests were abnormal (serum 
creatinine of 1.5 mg/dl). In electrocardiogram  (ECG), right 
bundle branch was evident. Two‑dimensional echocardiogram 
findings were suggestive of moderate atrial septal defect (ASD) 
of 3.5 mm. MRI of the lungs showed pulmonary hypoplasia 
of the left lung [Figure 1]. This child was diagnosed to have 
right‑sided kyphotic spine, microstomia, micrognothia, and 
limb deformities (rocker‑bottom foot, fixed flexion deformity, 
radial hypoplasia, and arachnodactyly) with low‑lying 
tethered cord with syrinx at lumbosacral level in imaging 
and confirmed to be a case of Edward’s syndrome on genetic 
karyotype analysis. Before surgery, the child needed an MRI 
examination of the spine. Inside induction room adjacent 
to MRI suite, the child was induced with sevoflurane 8% 
and 100% oxygen followed by I‑gel™  (size #2) insertion. 
Maintenance of anesthesia was carried on spontaneous 
ventilation with sevoflurane  (0.4%), O2+air  (50:50 ratio), 

and intravenous (IV) dexmedetomidine infusion at the rate 
of 0.2 µg/kg/h. The procedure went uneventfully and lasted 
45 min of duration. I‑gel™ was removed; sevoflurane and drug 
infusion terminated at the end of procedure. The child was 
observed in postanesthesia recovery unit for the next 15 min 
till full regain of consciousness.

Designing or following any anesthetic protocol is impractical 
in such patients in view of rarity and severity of associated 
comorbidities. Individualized approach is suggested 
according to experience and expertise of involved 
anesthesiologist.[1] ECG artifacts caused by electromagnetic 
fields of the magnetic resonance system can make detection 
of any arrhythmia or new onset morphologic changes very 
difficult. Moreover, I‑gel™ is a helpful airway device for MRI 
in children in routine as well as emergency scenario. We 
considered the following child as primarily cardiac patient 
and so it seems prudent to provide anesthetic medications 
with few cardiac side effects. Hence, sevoflurane was 
opted which preserves systemic arterial pressure. The use 
of atracurium as muscle relaxant and sevoflurane among 
volatile agents would be a safe choice in these patients.
[1] In contrast, we maintained anesthesia on spontaneous 
ventilation with IV sedation  (dexmedetomidine) in view 
of avoiding polypharmacy used perioperatively that may 
interfere in their excretion with impaired renal functions. 
In patients with ASD, a potent volatile agent is preferred 
as the principal anesthetic agent because of increased 
pulmonary blood flow (PBF). This not just results in faster 
induction and postoperative extubation than IV agents.
[2] We preferred dexmedetomidine infusion in low dose as 
maintenance drug with gaseous mixture (O2: Air) because 
of its central sympatholytic activity which would have 
helped in condition of congestive heart failure if arisen as 
untoward event during the procedure unlike any inhalational 
agent.[3] Moreover, it has shown to significantly attenuate 
nephropathy (radiocontrast induced) by maintaining renal 
outer medullary blood flow.[4] However, the hypotonia of 
the patient allowed us to keep a low concentration/dose of 
both inhalational and IV agent. Nitrous oxide was avoided 
in view of further rise in pulmonary vascular resistance. 
The thought of preserving spontaneous ventilation in this 
patient was to avoid excessive anesthetic medications in 
perioperative period.
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Figure  1: Magnetic resonance image of syndromic child showing 
dorsolumbar kyphosis of the spine with left pulmonary hypoplasia
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Ventricular laryngeal cyst: A threat to airway!

involving aryepiglottic fold causing significant narrowing of 
the laryngeal inlet. The patient was posted for excision of 
this cyst under general anesthesia. Preoperatively, consent 
for tracheostomy was also obtained from the patient. On the 
day of surgery, difficult airway cart including different sizes 
of ET tubes, bougie, C‑MAC video laryngoscope, flexible 
fiber‑optic bronchoscope, and tracheostomy cart were made 
available in the operating room.

In view of anticipated difficult airway, our plan was to secure 
the airway of the patient awake. However, the patient did 
not cooperate and hence plan was changed to secure the 
airway after inhalational induction with preservation of 
spontaneous respiration. Routine American Society of 
Anesthesiologists monitors including electrocardiography, 
noninvasive blood pressure, and SpO2 were attached, 
and an 18‑gauge IV access was secured. The patient was 
premedicated with injection midazolam 1  mg, injection 
glycopyrrolate 0.2 mg, and injection fentanyl 70 mg. The 
patient was preoxygenated with 100% oxygen and an 
inhalational induction with sevoflurane was attempted till 
loss of consciousness and bispectral index value reached 
<60. However, spontaneous respiration was maintained, 

Sir,
Laryngeal ventricular cysts, although rare in adults, are 
benign lesions originating from laryngeal saccule that 
can be confused with other more common laryngeal 
anomalies.[1] It has a tendency to progressively enlarge and 
if left undiagnosed, it can cause life‑threatening acute airway 
obstruction.[2,3] Conventional endotracheal  (ET) intubation 
in the presence of large ventricular cyst becomes difficult, 
and meticulous attention must be paid for preoperative 
airway assessment and availability of resources for airway 
securement. A  48‑year‑old male patient presented to 
outpatient’s department of otolaryngology at our institute 
with a history of hoarseness of voice and noisy breathing 
for 6  months that were insidious in onset and gradually 
progressive. However, there was no difficulty in swallowing 
and deglutition. There was no history of any other systemic 
illness. Physical examination and routine blood investigation 
were within normal limits. Airway examination was normal. 
Laryngeal endoscopy revealed a large saccular growth 
arising from the left lateral aspect of larynx just above the 
left vocal cord [Figure 1], and contrast‑enhanced computed 
tomography neck revealed a heterogeneously enhancing 
lesion of size 19 mm × 25 mm in the left supraglottic larynx 
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