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INTRODUCTION
Duchenne muscular dystrophy is one of the common myopathies in 
pediatric age group. It is an x-linked recessive inherited disorder. It has 
an incidence in the general population of  1:3  500  live  male  
births(1). It results due to mutation of dystrophin gene, leading to 
abnormal or absence of dystrophin protein. It presents early in 
childhood, before 8 years of age (2). It's characterized by ongoing 
degeneration of skeletal muscles in which muscular tissue is replaced 
by brous tissue and fatty inltrations. In advanced stages, the child 
may have cardiac and pulmonary involvement as well. These patients 
present as a huge anaesthetic challenge, because of the risk of 
rhabdomyolysis, hyperkalemia, cardiac arrest, increased muscle 
weakness and airway management problem. (3) 

Case Report
A 14 year old boy, known case of Duchenne Muscular Dystrophy, 
detected at the age of 4 years of age, came with chief complaints of 
fever on and off, vomiting since one week and pain abdomen since one 
week. After investigations and imaging, a diagnosis of cholelithiasis 
with gall bladder neck calculus was made. Patient was hence planned 
for laproscopic cholecystectomy. Patient was examined and pre 
anaesthetic checkup was done a day prior. He had progressive bilateral 
lower limb weakness. He had a large tongue (Mallampatti grade 3). He 
was cleared by cardiology under high risk in view of ejection fraction 
of 45% on echocardiography. Also, his pulmonary function tests 
showed severe restriction. After conrming nill per oral hours for more 
than 6 hours for solids and 2 hours for liquids, and after high risk 
consent , the patient was taken up for surgery the next day. 
Intraoperative monitoring included electrocardiography, non invasive 
blood pressure monitoring, pulse oximetry, capnography and 
temperature monitoring. Prior to intubation, soda lime canister was 
relled with fresh soda lime, and vaporizers were dismounted. He was 
induced using oxygen, inj. Midazolam 1mg I/v, inj propofol 50mg I/v 
and inj ketamine 30mg I/v. Patient was intubated with cuffed 
endotracheal tube no. 6, and it was xed after checking for equal air 
entry on both sides of chest. Anaesthesia was maintained with oxygen, 
nitrous oxide, propofol infusion and ketamine boluses. There was no 
hemodynamic instability episode intraoperatively. The total duration 
of procedure was two hours. Patient was extubated when he was fully 
awake and had good respiratory efforts. Patient was monitored there 
on, in post anaesthesia care unit. 

DISCUSSION AND CONCLUSION
The affected patients present most commonly for diagnostic 
procedures or for emergency surgeries. The anaesthetic concerns in a 
child with Duchenne muscular dystrophy include possibilities of 
difcult intubation, prolonged duration of neuromuscular block, 
possible need for postoperative ventilation and occurrence of 
rhabdomyolysis and cardiac arrhythmias when exposed to 
halogenated volatile anaesthetic agents and depolarizing muscle 
relaxants. 

Pre-operatively, patient should be evaluated with blood tests including 
complete blood count, coagulation tests, creatine kinase and recent 
electrolytes. Baseline ECG should also be done, followed by 
echocardiography. Pulmonary function tests should also be assessed. 

Difcult intubation/laryngoscopy has been seen in many cases. In a 
retrospective study done by Breucking ., difcult intubation was et al

experienced in eight of the 219 patients (4) Various studies have shown 
that the response of non depolarizing muscle relaxants is variable in 
patients of muscular dystrophy. 

Delayed onsets of action and prolonged effect have been commonly 
observed after the use of non depolarizing neuromuscular blocking 
agents. Intravenous anaesthetic agents can be safely used. Potassium 
free crystalloids are preferred.

For post operative pain relief, opioids when used cautiously, are 
considered safe. NSAIDS can trigger rhabdomyolysis, hence are 
avoided. Paracetamol can be used.
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ABSTRACT
A 14 year old male, known case of Duchenne Muscular Dystrophy, posted for elective laparoscopic cholecystectomy, intubated and managed 
successfully with total intravenous anaesthesia. 
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