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INTRODUCTION 

A unilateral otomandibular dysostosis or lateral facial 

dysplasia is a congenital craniofacial malformation 

labelled as HFM. There is a hypoplasia and asymmetry in 

skeletal and soft tissue.1 The structure of the first and 

second pharyngeal arches are included in the HFM. The 

maxilla, mandible, external ear, middle ear ossicles, 

facial and trigeminal nerves, temporal bone, and muscles 

of facial look are also included in the HFM.2 The 

estimated incidence of HFM varies from 1:3500 to 

1:5600. After cleft and palate deformities, HFM is the 

most common facial birth defect.3 Managing the airway 

in children having HFM is a test for anaesthesiologists. 

Mandibular hypoplasia and temporomandibular joint 

abnormalities are linked with HFM. These deformities 

can cause problems for direct laryngoscopy and 

endotracheal intubation.4  

We present a case of anticipated difficult airway 

management in a child of HFM.  

CASE REPORT 

A 2-year-old child weighing 10.7 Kgs with HFM 

syndrome, was posted for macrostomia repair. Congenital 

facial anomalies were on left side i.e., macrostomia, low 

set microtia, hypoplastic mandible and a corneal panus 

(Figure 1). Kaban-Prazunsky grade 2B and milestones 

were achieved till date. Airway examination revealed 

macrostomia extending till anterior border of left 

masseter, hypoplastic left mandible with jaw being 

rotated to left side, mento-hyoid distance 1 cm, neck girth 

27 cm and good neck movements. Haemogram, renal 

function tests and coagulation profile were normal. An 

AP and lateral X-ray neck revealed large air shadow at 

oropharynx and glottis area and no differentiation 

between larynx and oesophagus was seen (Figure 2 and 

3). Air shadow was because of macrostomia, 2D ECHO 

and renal ultrasound were normal. 

The danger of the problematic airway was clarified to the 

parents. A consent for tracheostomy and cancellation of 
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ABSTRACT 

 

Airway management in paediatric patients with facial abnormalities is challenging for an experienced 

anaesthesiologist. Both mask ventilation and intubation can be difficult or impossible, especially with associated 

congenital facial anomalies. Hemifacial microsomia (HFM) is linked with mandibular hypoplasia and 

temporomandibular joint anomalies. These abnormalities may cause problems for direct laryngoscopy and 

endotracheal intubation.  A case report of a two-year-old child having HFM with a history of failed intubation in the 

past is presented here. We did manoeuvres for proper fitting of mask and to prevent air leak during mask ventilation. 

As there was a history of failed intubation, we kept difficult intubation kit including fiberoptic bronchoscopy, video 

laryngoscopy and ultrasound ready. 
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case was taken from the parents. A transparent plastic 

adhesive cut into required size were prepared if required. 

Problematic airway cart such as laryngeal mask airway 

(LMA), diverse sizes of face masks, Magill's forceps, 

bougie, stylet, McCoy's laryngoscope blade, video 

laryngoscope, fibreoptic bronchoscope, ultrasound, 

retrograde intubation kit and a tracheostomy kit were also 

arranged if required. Standard monitors like non-invasive 

blood pressure, electrocardiogram, oxygen saturation and 

rectal temperature probe were attached. Anaesthesia was 

induced with oxygen and sevoflurane 2-6.0 % on 

spontaneous ventilation using size 3 transparent face 

mask. Once the child became unresponsive, intravenous 

access was achieved with 24G peripheral intracath and a 

transparent plastic adhesive was used to cover the left 

lateral cleft lip (macrostomia) which prevented air leak. 

Fentanyl 1 µ/Kg, and ondansetron 0.08 mg/Kg were 

given. With proper fit of mask, we could mask ventilate 

the child and then succinylcholine 1 mg/Kg was given. 

Laryngoscopy was done by Mac 1 blade of C-Mac video 

laryngoscope. At 1-1.5 cm from the central incisor, 

epiglottis was visualised with Cormack-Lehane grade 3 

with rotated larynx. With external manipulation, 

arytenoids and posterior cords were visualised and then 

4.5 ID RAE cuffed endotracheal tube was passed orally 

followed by throat pack (Figure 4). Patient was 

maintained on end tidal sevoflurane of 1.5% and 

cisatracurium 1.5 mg. The vitals were continuously 

supervised.  Surgical restoration comprised of straight-

line closure, creating a neocommisure (Figure 5). The 

child was reversed and extubated with oral airway. 

Postoperative course was smooth. 

 

Figure 1: HFM child. 

 

Figure 2: X-ray neck AP view. 

 

Figure 3: X-ray neck lateral view. 

 

Figure 4: HFM child-post intubation. 
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Figure 5: HFM child-post surgical procedure. 

DISCUSSION 

Macrostomia can be a single entity or can be linked with 

other congenital anomalies or syndromes, such as 

Treacher Collins syndrome and HFM.5 Approximately 

25% of one-sided macrostomia patients have HFM.6 

Macrostomia generally occur with defects of the 

surrounding bone, muscle and soft tissue derived from 

the first and second branchial arch. Mandible hypoplasia, 

maxillary duplication and zygomatic bone abnormality 

are generally present. Approximately 60-70% of patients 

have anomalies of the external and middle ear, 

preauricular skin and cartilaginous tags. Anomalies of the 

parotid gland and ducts, the trigeminal and facial nerve 

are generally not linked with macrostomia.6 Congenital 

abnormalities like polydactyly, cardiac and renal 

anomalies have been described.7 

The aesthetic and functional problems of the mouth can 

occur because of macrostomia. These comprise of eating 

problems, dribbling, talking disjointedness and trouble in 

puffing. The purpose of surgery is to correct these 

difficulties. Bütow and Botha classified the Tessier 7 

clefts according to the severity. The best aesthetic results 

can be obtained if these sub-classifications are considered 

carefully and the surgery is performed accordingly.8 If the 

surgery is conducted at an early age, the normal speech 

can be restored. When to perform surgery usually 

depends upon the severity orofacial abnormalities.8 

The most common reasons of airway related morbidity in 

children are because of the inability to ventilate.9 A 

methodical individualised approach with clear plans is 

required for the safe and effective airway management. 

Adequately trained personnel in airway management are 

required. An assessment before surgery, expectation of 

trouble, preparation, planning for alternatives, sensible 

use of airway aids and management of complications are 

crucial for successful airway management in children.10 A 

major airway disaster was avoided in this case because of 

satisfactory preparation. 

Various methods including LMA, fibreoptic intubation 

and the use of micropore adhesive are reported to manage 

the airway.7 Transparent plastic adhesive is easily 

obtainable, inexpensive, atraumatic, leak proof, 

transparent and easy to use. As intubation is difficult in 

these cases, extubation should also be done with difficult 

airway cart ready. 

CONCLUSION 

Problematic airway in children is every 

anaesthesiologist’s nightmare. Airway management 

procedure depends on the availability of appropriate 

equipment, experience and expertise of the attending 

anaesthesiologist. Proper assessment of airway and 

evaluation of head and neck with x-ray and other imaging 

techniques is essential. In this case we had anticipated 

difficult mask ventilation due to macrostomia and 

hypoplastic mandible. To overcome this, we reduced the 

size of macrostomia with the use of transparent plastic 

adhesive with the oral airway. Also, for proper fit of 

mask, transparent mouldable silicone anatomical mask 

was used. As mentohyoid distance was less, we used 

video laryngoscope and could see the epiglottis at a 

distance of 1.5 cm from the incisors and the trachea was 

rotated to hypoplastic side. With external laryngeal 

manoeuvre, the vocal cords were visualised. 
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