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MUKORMIKOZISLi PANSITOPENIK COCUK HASTADA ZOR HAVAYOLU YONETIMi: OLGU SUNUMU
DIFFICULT AIRWAY MANAGEMENT IN A PANCYTOPENIC CHILD WITH MUCORMYCOSIS: A CASE REPORT
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GIRIS

Mukormikozis, Mucorales tiirli mantarlarin neden oldugu nadir,
hizli ilerleyen ve yiiksek mortaliteli bir fungal enfeksiyondur.
Genellikle immiinsiiprese bireylerde goriiliir ve rino-serebral,
pulmoner, kutandz, dissemine ve gastrointestinal olmak {izere
farkli klinik formlar1 vardir. Klinik tablo, tutulan organa gore
degisiklik gosterir. Cocuklarda, 6zellikle hematolojik malignitesi
veya kok hiicre nakli sonras1 immiinsiipresyon varliginda mortalite
belirgin sekilde artar. Ust hava yolu tutulumu olan olgularda peri-
operatif anestezi yonetimi ciddi zorluklar yaratir.

OLGU

Sekiz yas, 20 kg agirliginda kiz hasta, akut lenfoblastik 16semi
nedeniyle kemoterapi almis ve Eyliil 2025°te allojenik kok hiicre
nakli uygulanmistir. Nakil sonrasi ates yiiksekligi, 30. giinde agiz
icinde nekrotik lezyonlar geligsmistir. KBB muayenesinde; dudak
ve bukkal mukozada krut ve nekrotik alanlar, rinoskopide bilate-
ral nazal kavitede nekrotik dokular izlenmistir. Paranazal siniis
BT ve yliz MRG oral ve nazal kavitede nekrozla uyumluydu.
Antifungal ve antibakteriyel tedaviye devam edildi; KBB ekibi
debridman planladi.Preoperatif degerlendirmede dudak ve agiz
icine uzanan krutlar, nekrotik lezyonlar ve sekresyonlarin agiz
disina tastig1 gozlendi. Hb: 8.4 g/dl, Plt: 34.000/mm? olup, 1 U
eritrosit siispansiyonu ve 1 U havuzlanmis trombosit replasmani
sonrast Hb: 14 g/dl, Plt: 86.000/mm?*’e yiikseldi. Zor entiibasyon
riski nedeniyle tiim ekipman hazirlandi. KBB ekibi acil trakeotomi
hazirh@ yapti. indiiksiyon 40 mg propofol, 20 mcg fentanil ve
20 mg rokuronyum ile gergeklestirildi. Videolaringoskopi sira-
sinda nabiz 75/dk a kadar diisiince atropin ile miidahale edildi.
Sag nazal kaviteden 5 numara spiralli tiip videolaringoskopi ve
Magill pens esliginde basartyla yerlestirildi. Videolaringoskopide
epiglottis, vokal kord ve aretenoid 6demi nedeniyle operas-
yon sonunda trakeotomi a¢ildi ve hasta sedatize sekilde Cocuk
Yogun Bakim Unitesi’ne alindi.

TARTISMA VE SONUC

Mukormikozisli pediatrik olgularda iist hava yolu tutulumu entiibas-
yon ve ventilasyonu giiclestirir. Bu olgu, zor havayolu olasiliginin
onceden Ongoriilmesi, multidisipliner ekip hazirlig1 ve gerekli
ekipman temininin énemini gostermektedir. Nazal entiibasyon
cerrahi alanin uygunlugu agisindan avantaj saglamis, trakeotomi ise
postoperatif hava yolu glivenligini artirmistir. Cerrahi ve antifungal
tedavinin kombinasyonu mortalite ve morbiditeyi azaltmaktadir.
Planli, multidisipliner yaklagim tedavi basarisinda belirleyici rol
oynar.

Anahtar Kelimeler: Zor Havayolu, Pediatrik anestezi,
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INTRODUCTION

Mucormycosis is a rare, rapidly progressive, high-mortality fungal
infection caused by fungi of the Mucorales genus. It is usually seen
in immunosuppressed individuals and has different clinical forms,
including rhinocerebral, pulmonary, cutaneous, disseminated,
gastrointestinal. The clinical presentation varies depending on
the organ involved. Mortality increases significantly in children,
especially in the presence of hematological malignancy or immu-
nosuppression following stem cell transplantation. Perioperative
anesthesia management poses significant challenges in cases with
upper airway involvement.

CASE

An 8-year-old, 20-kg female patient received chemotherapy for
acute lymphoblastic leukemia and underwent allogeneic stem
cell transplantation in September 2025. Post-transplant fever and
necrotic lesions developed in the mouth on the 30th day. During
the ENT examination: Crusts and necrotic areas were observed
on the lips and buccal mucosa, and necrotic tissue was observed
in the bilateral nasal cavities on rhinoscopy. Paranasal sinus CT
and facial MRI were consistent with necrosis in the oral and nasal
cavities. Antifungal and antibacterial treatment was continued; the
ENT team planned debridement. Preoperative evaluation revealed
crusts extending into the lips and mouth, necrotic lesions, and
secretions spilling out of the mouth.Hb: 8.4g/dl, Plt: 34,000/mm?.
Following replacement with 1 U of suspended red blood cells and 1
U of pooled platelets, Hb: 14g/dl, Plt: 86,000/mm?. Due to the risk
of difficult intubation, all equipment was prepared. The ENT team
prepared for an emergency tracheotomy. Induction was performed
with 40mg propofol, 20mcg fentanyl, and 20mg rocuronium. During
videolaryngoscopy, when the pulse rate dropped to 75bpm, atropine
was administered. A size 5 spiral tube was successfully placed in
the right nasal cavity using videolaryngoscopy, Magill forceps.
Due to epiglottis,vocal cord, aretenoid edema, a tracheotomy was
performed at the end of the operation.The patient was admitted to
the Pediatric ICU under sedation.

DISCUSSION AND CONCLUSION

Upper airway involvement in pediatric patients with mucormycosis
complicates intubation and ventilation. This case demonstrates
the importance of anticipating the possibility of a difficult airway,
preparing a multidisciplinary team, and providing the necessary
equipment. Nasal intubation provided advantages in terms of surgical
field availability, while tracheotomy increased postoperative airway
safety. The combination of surgery and antifungal therapy reduces
mortality and morbidity. A planned, multidisciplinary approach
plays a decisive role in treatment success.
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