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Case Report

Anesthesia in dundar syndrome
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Abstract

In patients diagnosed with Dundar syndrome, the dysmorphic appearance of the face, muscle hypotension and kyphoscoliosis make anesthesia management
important. Pre-operative examination of patients is important in terms of accompanying diseases, necessary consultations and required examinations. The
pre-surgical anesthesiologist should evaluate these findings in advance, which may lead to difficult mask ventilation and/or difficult intubation, and determine
optimal airway management.
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Introduction

Diindar syndrome was first described in 1997 by Dundar and his
colleagues [1]. This syndrome is an autosomal recessive disease
characterized by characteristics such as adhesion adduction of
the thumb, crushed legs, kyphoscoliosis, joint instability, muscle
hypotension, preferred front chamber retention, dysmorphic
facial appearance [2, 3]. Heart, intestine, and kidney seizures
can also be observed. In this case, we wanted to present
preoperative evaluation of the Dundar syndrome patient and
difficult airway management.

Case Report

A 19-year-old woman diagnosed with Dundar’s syndrome, ASA-
Il class, was scheduled for rhinoplasty. During the preoperative
examination, the patient was to have had multiple operations
due to thumb-clup foot and retinal detachment due to her
current illness, and had not encountered a complication.
Although it was rare due to the characteristics of the syndrome,
the patient was consulted with the relevant departments for
the cause of the heart and kidney retention, and no additional
problem was found. In the preoperative anesthesia examination,
the Mallampati score was 2 for micrognathia, hand deformities
and airway examination (Figure 1). The patient’s preoperative
values were normal, and the patient was taken to the hospital
with adequate periods of starvation. All the preparations were
made, including videolaryngoscope, stylet, varied-dimensional
endotracheal tubes and supraglottic airway devices (SGAs),
considering it could be a difficult airway, difficult intubation
before being taken to the operating room. Informed consent
was obtained from the patient. The monitored patient’s
peripheral saturation in room air was measured at 99%, pulse
80 bpm, and blood pressure 125/80 mmHg. After 3 minutes of
100% preoxygenization for general anesthesia induction, the
patient was administered Tmg midazolam, Tmcg/kg fentanyl,
20mg arithmal, 2.5mg/kg propofol and 0.6 mg/kg rocuronium.
The patient, who was unable to be injected with a Macintosh
laryngoscope after an appropriate muscle relaxation period
was expected, was initiated in a second trial with Mccoy and
a difficult intubation bougie. Anesthesia was administered
with an infusion of 40% oxygen, 60% air, sevoflurane (2
MAC) and remifentanil 0.3mcg/kg/min. After intubation, Tmg/
kg methylprednisolone and 50mg pantoprazole were also
administered intravenously. The patient, whose surgery duration

Figure 1. The patient’s front and side appearance

was 1 hour and 40 minutes, was given15 mg/kg paracetamol
and 1mg/kg tramadol intravenously as an analgesic and also an
antiemetic just before waking up. 2 mg/kg sugammadex was
administered for antagonism of neuromuscular blockers. When
the patient’s vital signs was stable, spontaneous breathing, and
sufficient vigilance, the patient was taken to the postoperative
care unit. The patient, who was followed in the recovery unit for
20 minutes, was sent to hospital room when Aldrete scored 9.

Discussion

In patients diagnosed with Dindar syndrome, the dysmorphic
appearance of the face, muscle hypotension and kyphoscoliosis
make anesthesia management important. Pre-operative
examination of patients is important in terms of accompanying
diseases, necessary consultations and required examinations.
Because Dundar’s syndrome is a very rare syndrome, there are
few publications in the literature and there is no data on the
administration of anesthesia. So we decided to apply general
anesthesia based on the patient’s clinical condition and surgical
procedure. In these patients, characteristic anomalies in the
craniofascial region seen in these patients include small face
and micrognathia, which affect the patient’s mask ventilation
and intubation.The patient’s position may be difficult due to
bone deformities, changes associated with kyphoscoliosis. The
pre-surgical anesthesiologist should evaluate these findings in
advance, which may lead to difficult mask ventilation and/or
difficult intubation, and determine optimal airway management.
Our patient had difficult intubation preparation because of
narrow mouth, micrognathy, limited neck extension. In such
patients with difficult airways, the success of intubation is
proportional to the experience of the practising anesthesiologist.
The patient is awakened by taking the necessary precautions
and providing a good analgesia. Preparations must be made
for a possible re-intubation, and alternative aircraft equipment
must be provided.

It should not be forgotten that patients with Diindar syndrome
have difficult
possible difficulties in the management of anesthesia should
be complete and detailed. Alternative airway equipment must
be available for difficult airway management.Preparation in
patients with suspected difficult airways improves the success
of intubation, while also reducing possible complications.
Therefore, careful perioperative monitoring is required for the
early detection and management of any possible complications
that may occur in these patients.

airway, and the pre-surgical evaluation of the
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