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Dear Editor,

Temporomandibular joint (TMJ) ankylosis, marked by
the abnormal fusion of joint components, leads to significant
limitations in mouth opening, impairing mastication,
speech, and overall quality of life.! A recent survey revealed
an unexpectedly high prevalence of TMJ ankylosis in
children, with an incidence of 0.46 per 1000 in the 3—15-
year age group.? Trauma during birth or early childhood is
frequently cited as a leading cause.

In our recent case, we encountered a case of TMIJ
ankylosis in a child developed following a fall at age 3,
leaving the patient unable to open his mouth, emphasizing
the need for timely functional and aesthetic intervention.
Pediatric patients with TMJ ankylosis present unique
challenges for anesthetic management, especially given
the anticipated difficult airway. While awake fibreoptic
intubation is often the safest approach in adults, this is
rarely feasible in children, leading to the use of fibreoptic
intubation under deep sedation as an alternative. We present
the anesthetic management of a 5-year-old male with
complete TMJ ankylosis and an inability to open his mouth
for 1.5 years (Figure 1). The patient’s history included
a fall from a bike at age 3, without associated loss of
consciousness or ENT bleeding.
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Preoperative systemic examinations were normal. On
the day of surgery, the patient was kept nil per oral
for four hours. Preoperative preparation included DNS
infusion, glycopyrrolate (0.004 mg/kg IV), and nebulization
with 4% lignocaine and dexmedetomidine (1 mcg/kg)
to attenuate pressor responses and facilitate airway
management. Xylometazoline drops were administered
nasally to constrict nasal blood vessels. Upon arrival in
the operating room, ketamine (1 mg/kg IV) was used
to provide sedation while preserving airway reflexes. All
ASA standard monitors were applied, and oxygen was
delivered via nasal prongs. The patient was premedicated
with midazolam (0.2 mg/kg IV), and a transtracheal block
was administered using 2% preservative-free lignocaine. A
2.8 mm fibreoptic bronchoscope was introduced through
the right nostril, and lignocaine 2% was sprayed using the
spray-as-you-go (SAYGO) technique. Once the carina was
visualized, a 4.5 mm cuffed flexometallic tube was passed
successfully. Confirmation of appropriate tube placement
was achieved through auscultation and EtCO2 monitoring.
General anesthesia was induced with fentanyl (2 mcg/kg),
propofol (2 mg/kg), and atracurium (0.5 mg/kg). The
patient was ventilated using pressure control mode with
Sevoflurane and an O2 to air ratio of 1:1 to achieve
the desired MAC. Throughout the procedure, the patient
remained hemodynamically stable. After surgery, the
patient was reversed with glycopyrrolate (0.008 mg/kg) and


https://doi.org/10.18231/j.ijca.2025.028
https://www.iesrf.org/
https://www.ipinnovative.com/open-access-journals
www.ijca.in
https://www.ipinnovative.com/
https://crossmark.crossref.org/dialog/?doi=10.18231/j.ijca.2025.028&domain=pdf
https://creativecommons.org/licenses/by-nc-sa/4.0/
https://creativecommons.org/licenses/by-nc-sa/4.0/
mailto:reprint@ipinnovative.com
mailto:igarud777@gmail.com
https://doi.org/10.18231/j.ijca.2025.028

170 Khatavkar, Kawale and Garud / Indian Journal of Clinical Anaesthesia 2025;12(1):169-170

neostigmine (0.05 mg/kg), and extubation was performed
uneventfully.

Figure 1: Child with TMJ ankylosis

Airway management in pediatric patients presents
distinct challenges due to anatomical and physiological
differences limiting safe apnea duration before hypoxemia
and bradycardia occur. Bilateral TMJ ankylosis complicates
anesthetic care due to the severely restricted mouth opening,
which precludes direct laryngoscopy. The difficulty is
further compounded by associated mandibular hypoplasia
and the risk of obstructive sleep apnea. In our case,
although mandibular hypoplasia was present, there were
no reported obstructive breathing issues. In pediatric
anesthesia, inhalational induction is often the preferred
approach due to its perceived safety and the potential
to maintain spontaneous respiration. However, TMJ
ankylosis severely restricts airway management options,
necessitating alternative approaches such as nasal intubation
(blind or fibreoptic-assisted), retrograde intubation, or
even tracheostomy. The chosen strategy depends on the
patient’s age, clinical status, cooperation, and available
expertise and equipment. In most cases, inhalational
induction precedes intubation attempts if mask ventilation
is confirmed as adequate. Additionally, a fully equipped
difficult airway cart should always be prepared for
emergency scenarios, including tracheostomy. Fibreoptic
bronchoscopy in pediatric patients requires maximum
vigilance due to the limited airway space. Maintaining
spontaneous ventilation during fibreoptic intubation is
a priority, requiring sedatives that minimally impact
respiratory drive, such as ketamine, dexmedetomidine,
or midazolam. Dexmedetomidine is particularly effective
for pediatric fibreoptic bronchoscopy due to its minimal
effects on respiratory function.? In the presence of TMJ

ankylosis, the risk of airway obstruction is heightened
by increased opposition of oropharyngeal structures and
reduced muscle tone.* A 2020 editorial in Pediatric
Anesthesia emphasized the importance of a cognitive shift in
managing pediatric airways, particularly challenging ones.>
Managing a difficult pediatric airway demands expertise,
thorough planning, and readiness to manage complications

such as bleeding, trauma, laryngospasm, and hypoxemia.
Effective team coordination is crucial in these scenarios,

directly affecting patient outcomes. This case demonstrates
the effective use of fibreoptic bronchoscopy in managing
a difficult pediatric airway, highlighting the importance
of specialized techniques and thorough preoperative
assessment. Successful outcomes in such challenging cases
rely on meticulous planning, interdisciplinary collaboration,
and proficiency in advanced airway management techniques
to ensure safety and optimal care for pediatric patients with
TMJ ankylosis.
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