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Anesthesia for Cesarean Section in a Pituitary Dwarf
Emily F. Ratner, M.D.,* Catherine L. Hamilton, M.D.+

PROVIDING anesthesia for parturient patients with
dwarfism is an uncommon problem faced by anesthesi-
ologists. We describe the anesthetic management for
cesarean section in a patient with pituitary dwarfism.

Case Report

A 29-yr-old healthy primiparous woman (height, 124.75 cm [4 ft,
1 in]) was seen at 36 weeks’ gestation for anesthetic consultation
before elective cesarean section. Her parents were of normal stature,
and her other siblings were taller than 5 ft. At physical examination,
she was short but normally proportioned. Her height was in the
fiftieth percentile for a 7-yrold girl, and her weight was 35.2 kg
(prepregnancy weight, 27.2 kg). Mouth opening, dentition, and
tongue size were proportionately normal with a Mallampati class II
airway.' Neck flexion and extension were normal. Her spine was
proportionately short with normal curvatures and had casily palpable
lumbar interspaces. Laboratory studies revealed an abnormally low
level of growth hormone, but all other endocrinologic studies and
blood glucose levels were normal. Uterine ultrasonography per-
formed at 36 weeks revealed a normally proportioned fetus with
an estimated fetal weight of 2,932 g. Continuous lumbar epidural
anesthesia was planned for cesarean delivery at 39 weeks’ gestation.

Just before surgery, 11 lactated Ringer’s solution was administered,
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and routine monitors were placed. The epidural space was identified
ata depth of 3 cm, and a 20-gauge multiorifice epidural catheter was
placed easily using an 18-gauge Tuohy needle. After administration
of a negative test dose of 2 ml lidocaine, 2%, with 1:200.000 epineph-
rine, 12 ml of this anesthetic mixture with 50 ug epidural fentanyl
was titrated to provide surgical anesthesia. A T3 sensory level was
achieved with this dose. After delivery of a 2,580-g normal-appearing
infant, 2 mg epidural morphine was administered. The patient re-
quired three doses of intravenous nalbuphine in the first 10 h postop-
eratively for analgesia, and her recovery was uneventful.

Discussion

This is the first report describing the anesthetic man-
agement for cesarean section in a woman with pituitary
dwarfism. Dwarfism is defined as the failure to achieve
a height of 4 ft 10 in (148 ¢cm) at maturity.” Dwarfism
affects 20,000 - 100,000 people in the United States. and
more than 100 types of dwarfism exist.’

People with pituitary dwarfism, who have a human
growth hormone (hGH) deficiency, appear child-like
even as adults, with normally proportioned limbs and
trunk. During pregnancy, the uterus becomes an in-
traabdominal organ early in gestation, and fetal growth
may lead to encroachment on the diaphragm as early
as 28 weeks’ gestation.” Tyson" reported a pregnant
woman with pituitary dwarfism who, at 30 weeks’ ges-
tation, had tachypnea and decreased vital capacity,
which progressed to oxygen desaturation and respira-
tory acidosis at 35 weeks’ gestation, necessitating cesar-
can delivery. The pelvic diameters of persons with pitu-
itary dwarfism usually are only adequate for delivery of

a preterm infant."

Berkowitz® recently described the anesthetic consid-
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erations for people with dwarfism, with an emphasis
on the disproportionate group. General anesthesia ad-
ministered to people with disproportionate dwarfism
may be associated with difficulties in airway manage-
ment, cervical spine instability, and potential spinal
cord trauma with neck extension.” However, most peo-
ple with pituitary dwarfism have a proportionately
smaller airway without anatomic abnormalities. A short
laryngoscope handle and a range of blades and oral or
nasal airways appropriate for a pediatric patient should
be available for the patient with pituitary dwarfism.
Walts et al.’ addressed the question of appropriate en-
dotracheal tube size in their series of people with dis-
proportionate dwarfism or patients with proportionate
small stature, but they were unable to make a recom-
mendation. We suggest that, in adults with pituitary
dwarfism, an estimate of proper endotracheal tube size
might be made from the patient’s height, choosing the
appropriate endotracheal tube range for children of nor-
mal height. We recommend the use of a cuffed endotra-
cheal tube in pregnant patients with dwarfism to guard
against pulmonary aspiration of gastric contents.
Because guidelines for appropriate local anesthetic
dosage for regional anesthesia in patients with pituitary
dwarfism are lacking, we chose continuous lumbar epi-
dural anesthesia to allow careful titration of the anesthe-
tic level. Our patient was administered surgical anesthe-
sia after delivery of 12 ml local anesthetic (240 mg
lidocaine) and 50 ug epidural fentanyl. We administered
40 mg lidocaine as a test dose, which would have pro-
duced a detectable subarachnoid block with a low risk
of an undesirably high or total spinal anesthetic. The
10 pg epinephrine administered probably would have
caused tachycardia if intravascular because it is a larger
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dose on a weight basis than the accepted 15-ug dosage
used in patients of normal stature.” We reduced the
dose of epidural morphine from our usual 4 mg to 2
mg, to avoid respiratory depression. The reduced dose
is similar to that recommended for pediatric caudal an-
esthesia for lower abdominal surgery.” However, the
patient required three doses of nalbuphine for pain re-
lief in the first 10 h postoperatively, which is more than
is usually necessary.

In summary, we report a case of epidural anesthesia
for cesarean section in a patient with pituitary
dwarfism. The normally proportioned dwarf is distinctly
different from the more common disproportionate type
and has different anesthetic considerations. With re-
spect to anesthetic management, the patient with pitu-
itary dwarfism probably is more similar to a pediatric
patient than to a normal-sized adult.

References

1. Mallampati SR, Gatt SP, Gugino LD, Desai SP, Waraksa B, Freib-
erger D, Liu PL: A clinical sign to predict difficult tracheal intubation:
A prospective study. Can Anaesth Soc J 1985; 32(4):424 - 34

2. Drash PW: Endocrine and Genetic Diseases of Childhood. Edited
by Gardiner LE. Philadelphia, WB Saunders, 1967

3. Berkowitz ID, Raja SN, Bender KS, Kopits SE: Dwarfs: Patho-
physiology and anesthetic implications. ANESTHESIOLOGY 1990;
B:39=59,

4. Tyson JE, Barnes AC, McKusick VA, Scott CI, Jones GS: Obstetric
and gynecologic considerations of dwarfism. Am J Obstet Gynecol
1970; 108:688-703

5. Walts LF, Finerman G, Wyatt GM: Anaesthesia for dwarfs and
other patients of pathological small stature. Can Anaesth Soc J 1975;
22:703-9

6. Moore DC, Batra MS: The components of an effective test dose
prior to epidural block. ANESTHESIOLOGY 1981; 55:693-6

7. Yaster M, Maxwell LG: Pediatric regional anesthesia. ANESTHESI-
oLoGY 1989; 70:324 -38

202 Iudy 60 uo 3sanb Aq JPd'ZEOOO'OOOLOSGSL‘?VSOQOO/LSOSGS/?QZ/ 1/68/4pd-8]01e/ABO|OISaUISOUE/WOD JIBYDIBA|IS ZESE//:d)Y WOl papeojumoq




