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Case Report

The Face is the Index of the Mind: Laryngoscopy in a Multiple Endocrine
Neoplasia Patient With Mucosal Involvement
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Introduction: Laryngeal multiple mucosal neurinomas can make intubation difficult.

Case Presentation: A 16-year-old female referred to the general surgery department complaining of hoarseness and itchy throat for the
past18 months. Her symptoms had not resolved after medical treatments. After examination, the patient was admitted to the hospital and
radical neck dissection was scheduled for her. Since it was assumed that lesions similar to lesions of the tongue might exist in the patient’s
respiratory tract, outpatient laryngoscopy and fibroscopy was performed. A yellow-white lesion was seen in front of the left-sided vocal
cord. Pathological findings of the lesion confirmed neurinoma. Laryngoscopy and tube insertion were done using a GlideScope.
Conclusions: During the laryngoscopy, the neurinoma did not make any difficulty and the patient was intubated successfully.

1. Introduction

Difficult laryngoscopy and tracheal intubation occur
in 1.5% to 8% of general anesthetics (1). Difficulty with
tracheal intubation, particularly in patients with an un-
anticipated difficult airway remains a frequent cause of
anesthesia-related morbidity and mortality (1). Neurofi-
bromatosis is inherited in an autosomal dominant man-
ner (2) with prevalence of 1 in every 210000 individuals
(3). In neurofibromatosis (2B) all systems of the body
might be involved because it affects both ectodermal
and mesodermal tissues (4). An estimated 5% of these pa-
tients have an intraoral manifestation of the disease (5)
but neurofibroma of the larynx is a very rare condition
(6). These abnormalities and lesions in airway can make
intubation difficult. In order to decrease complications
of breathing and patient mortality, evaluation of airway
and larynx of these patients is recommended by indirect
laryngoscopy before any operation.

2. Case Presentation

A16-year-old female referred to the general surgery de-
partment complaining of hoarseness and itchy throat for
the past 18 months. Her symptoms had not resolved after
medical treatments. After examination the patient was
admitted to the hospital and radical neck dissection was
scheduled for her. Past medical history of the patient con-
sisted of total thyroidectomy, six years earlier, due to thy-
roid medullary carcinoma. On physical examination, she
had marfanoid habitus and had numerous neurinomas

in her lip and tongue (Figure 1). The diagnosis of multiple
endocrine neoplasia (MEN) type 2 was made based on the
evidence and past history. During physical examination
two lymph nodes were detected on the right side of her
neck and posterior cervical plexus, respectively. The first
lymph node was firm and mobile and sized 1.5 x 2 cm and
the other was fixed and sized 1 x 1 cm.

Magnetic resonance imaging (MRI) revealed bilateral
cervical lymphadenopathy, which resulted in laryngeal
deformity. Airway examination showed that the mouth
opening was 3 fingers; thyromental distance was 80 mm
and a mallampati class II. Neck movement and the teeth
were normal. Patient’s vital signs were stable before an-
esthesia. Since lesions similar to those observed in the
lip and tongue were suspected to exist in the respiratory
tract including the larynx, outpatient laryngoscopy and
fibroscopy were done. A yellow-white lesion was seen in
front of the left-sided vocal cord (Figure 2).

Pathological examination of the lesion confirmed neu-
rinoma. For pre-medication fentanyl 2 pg/kg and mid-
azolam 0.03 mg/kg were used. Then, 4 mg/kg sodium
thiopental was administered and 1 mg/kg succinylcholine
was used as the relaxant. Anesthesia was maintained with
isoflurane 1% and atracurium during surgery. Laryngos-
copy and tube insertion were done using a GlideScope
(Saturn Biomedical inc. Canada). This configuration pro-
vides a view that is usually superior to that obtained with
a conventional laryngoscope due to image magnification.
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Figure 2. A Yellow-White Lesion Seen in Front of the Left-Sided Vocal Cord

During laryngoscopy the above-mentioned neurinoma
did not make any difficulty and the patient was intubated
successfully with tracheal tube (size 7) and a Cormack-Le-
hane laryngoscopic view of II. At the end of surgery, an-
esthesia reversal was achieved by injecting neostigmine
0.04 mg/kg and atropine 0.02 mg/kg. After awakening
and spontaneous breathing, the patient was extubated
and was transferred to the ICU where she stayed for one
day. Then she was discharged with a good general condi-
tion.

3. Discussion

No problem was faced during laryngoscopy and intuba-
tion, due to prior indirect laryngoscopy and small size le-
sion in the larynx. It should be taken in to consideration
thatdiagnosis of neurofibromatosis is not always definite
and the patient is sometimes referred for problems other
than neurofibromatosis. In such cases, the anesthesiolo-
gist only notices the neurofibroma lesions in the skin,
face or tongue while they are not aware of the laryngeal
involvement. In one patient with tongue neurofibroma,
airway obstruction was reported and the patient was sub-
jected to an emergency tracheostomy (7).

In fact, oral neurinoma can be an alarming sign for the
anesthesiologist because these neurinomas are likely to
exist in lower parts of the airway. In addition a difficult
airway has been reported in patients with cervical spine
involvement and painless dislocation of cervical vertebra
(8). Difficult airway and intubation due to large lesions
can occur, thus evaluation of patient’s airway with indi-
rect laryngoscopy and radiographic examination of the
neck before administration of anesthetic drugs especial-
ly muscle relaxants is recommended (8).
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