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ABSTRACT: Epignathus is a midline oropharyngeal teratoma, usually presents with severe respiratory   

obstruction. Securing airway in these neonates is a real nightmare for a paediatric anesthesiologist. We 

report a case of Epignathic teratoma in a 2day old neonate with severe stridor. Awake tracheal 

intubation was performed because of non-availability of smaller fibre optic bronchoscope. 
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INTRODUCTION: Epignathus is an extremely rare congenital oropharyngeal teratoma that commonly 

arises from the palate leading to a high mortality secondary to airway obstruction in the neonatal 

period. Its incidence ranges from 1:35, 000 to 2, 00, 000 live births and has a female predominance. 

Neonates with oropharyngeal teratomas (Epignathus) can present considerable challenges in airway   

managements to anesthesiologists. 

 

 
Fig. 1 

 

CASE REPORT: A 2 day old, term, female baby weighing 3kg, born by normal vaginal delivery was 

admitted in our surgical newborn unit with a huge mass protruding from the mouth with respiratory 

distress (Figure 1). The anesthesiologist was called for airway management. 

  On clinical examination, the neonate was pink in colour, with good cry, HR of 154/min and 

maintaining SpO2 of 90% with O2.The respiratory rate was 60/min and there were severe intercostal 

retractions.  

 The mass was a midline teratoma.(1) which was bony non pedunculated arising from the oral 

cavity, completely attached to hard palate above and to the  lower jaw below, with very minimal space 

on the left side and no space on the right side of the protruding mass. The right nostril was found to be 

obliterated and the left nostril allowed 8 Fr feeding tube. 
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Options to secure airway in this neonate were: 

a) Fiberoptic bronchoscopy guided intubation.(2) 

b) Emergency Tracheostomy 

c) Awake trial laryngoscopy and intubation.(3) 
 

 
 Fig. 2 

 

  Since we did not have the neonatal (2.2) fibre optic bronchoscope  we were left with the options 

of emergency tracheostomy and awake trial laryngoscopy.(3) Because of the anticipated difficulty in 

maintaining anaesthesia for this particular neonate with mass protruding from the mouth and fear of 

losing the airway during tracheostomy , we opted for awake trial laryngoscopy and intubation. The 

difficult airway cart with all the emergency drugs were kept ready and the ENT surgeons were present 

as a standby. Inj. Atropine 0.1mg I.V. was given prior to laryngoscopy. Since there was very minimal 

working space a 1 size Miller blade was used instead of Macintosh blade. After retracting the left cheek 

laterally with the Miller blade, the mass was found to occupy the entire oral cavity leaving behind space 

just enough to pass the endotracheal tube. With little external laryngeal pressure, the epiglottis and 

posterior half of the glottis could be visualised. A 3mm ID un-cuffed endotracheal tube with stylet was 

negotiated through the available space into the glottic opening. After confirmation of correct 

placement, the endotracheal tube was fixed on the left side of the oral cavity (Figure 2). Immediately 

after securing the airway, the baby became very comfortable and maintained 99% saturation even 

without oxygen. 
 

  
Fig. 3 



DOI: 10.14260/jemds/2015/2098 

CASE REPORT 

J of Evolution of Med and Dent Sci/ eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 4/ Issue 84/ Oct. 19, 2015            Page 14747 

 

  After thorough evaluation, the neonate was posted for surgery the next day which was 

uneventful (Figure 3). The baby was extubated after 48hrs of elective ventilation. 

 

DISCUSSION: Careful preoperative assessment of the airway is always more important and sufficient 

preparation and careful intubation are mandatory to keep the airway patent. 

 FOB guided intubation.(2) is the gold standard approach to manage any difficult airway. Despite 

the availability of several techniques and devices for management of difficult airway, awake 

intubation.(2) under direct laryngoscopy particularly in the neonates with these types of problems is a 

safe and alternate approach in experienced hands. 
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