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Abstract
Foregut duplications occurring in tongue have very few reports in literature. These oral and esophageal lesions
may cause feeding and respiratory difficulties. For surgical excision securing airway in these babies is very
challenging, as visualization of glottis is hampered, because of lack of space in the mouth. We report a case of
twelve hours old neonate referred to our institute for the excision of intraoral swelling under general anaesthesia
which was revealed as gastric duplication cyst histopathologically.
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Introduction
First published by Duncan and Daniel in 1942, foregut duplications
occurring in tongue are quite rare, with very few cases reported in
literature [1]. Symptoms are often related to the location of the
duplication. Oral and esophageal lesions may cause respiratory
difficulties .Complete surgical excision is the definitive treatment and
should not be delayed, as respiratory compromise is imminent [2].
Orotracheal intubation in these babies is difficult, as retraction of
tongue and visualization of glottis is hampered, because of lack of
space in the oral cavity and hence, the need for naso-tracheal
intubation or tracheostomy may arise [3].We report a case of twelve
hours old neonate referred to our institute for the excision of tongue
mass under general anaesthesia.

Case Report
A twelve hours old neonate, weighing 2.5 kg with a swelling on a
tongue interfering the feeding and closing the mouth was brought to
our institute. Vitals of the neonate were stable .Examination revealed
that the neonate’s mouth was wide opened due to large cystic, non
transilluminant mass occupying the entire oral cavity. The origin of the
mass could not be defined and it was occupying the entire ventral
aspect of the tongue (Figure 1). In the operation theater the monitors
were attached.
Due to unavailability of paediatric fiberoptic bronchoscope in our
set up, preparation for securing surgical airway in case of failed
intubation was kept ready by us. We ensured the ease of bag and mask
ventilation and then to attempt endotracheal intubation using
inhalational anaesthetics with preservation of the spontaneous breaths.
Anaesthesia was induced with 1% increments of sevoflurane, up to 6%
in 100% oxygen. While maintaining spontaneous ventilation, injection
atropine 0.01 mg/kg and injection fentanyl 2 microgram/kg was
administered. On attaining adequate depth of anaesthesia, direct
laryngoscopy was carried out using the paraglossal approach with a
size 0 Miller’s blade additionally the view improved to some extent
with optimal external laryngeal manipulation (Figure 2).
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Figure 1: Swelling of the tongue in the neonate.
A 3.5 mm internal diameter endotracheal tube loaded with a stylet
was placed in the trachea. After confirmation of tube placement, it was
fixed at the corner of the mouth and atracurium 1.5 mg administered
intravenously. Anaesthesia was maintained by intermittent positive
pressure ventilation with oxygen, nitrous oxide and sevoflurane (1%).
The intraoperative period was uneventful and the patient was
extubated after surgery.

Discussion
Gastro-intestinal duplication cyst can arise anywhere from oral
cavity to anus. Chen et al. [3] reported two cases of sublingual
duplication cysts and concluded that intraoral cyst as a large sublingual
mass is rare and has the potential for airway obstruction and
respiratory distress at delivery which may necessitate immediate
tracheostomy. Fiberoptic intubation remains the “gold standard” for
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establishing tracheal intubation in the difficult paediatric airway
despite its limitations.

been advocated [10,11]. Miller blade is passed from the right corner of
the mouth. It is inserted along the groove between the tongue and the
tonsil, using leftward and anterior pressure to displace the tongue to
the left of the laryngoscope and to maintain the tongue in this position
at all times, the epiglottis identified and the tip of the blade is passed
posterior to the epiglottis. The blade is lifted anteriorly, elevating the
epiglottis directly so that the glottis is exposed. Studies have
demonstrated that external laryngeal manipulation improved glottic
visualization [12] which definitely helped us in glottis visualization. As
there was not enough space to introduce the endotracheal tube due to
the mass hence an assistant was asked to pull the right side of the angle
of the mouth to make room to manipulate the endotracheal tube.

Conclusion
Paraglossal approach can be used as an alternative intubation
technique in patients with intraoral swellings where the conventional
method fails.
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