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Preauricular Tags 
 
Preauricular skin or chondrocutaneous branchial  remnant is not a rare finding in infants. 
Preauricular tags occur in five of every 1000 live births. They are congenital malformations 
that should be taken care for aesthetic reasons. Most preauricular tags are from branchial 
origin and contain cartilage. Excision is indicated after the age of six months under general 
endotracheal anesthesia as an ambulatory procedure. Cosmetic results are very good. 
Less than 5% of all preauricular tags are associated with other malformations of the 
ear/face region, most of them conductive type hearing impairment. Physical examination 
under such circumstances provides the first clue of a hearing disorder. Possibility increases 
if there is familial history of hearing impairment. When in doubt, audiometry is indicated. 
Another association with preauricular tag is the presence of a urinary tract anomaly which 
occurs in 8% of all cases. Such renal anomaly includes hydronephrosis caused by 
ureteropelvic obstruction or vesicoureteric reflux, and horse-shoe kidney. Some workers 
recommend that urinary tract ultrasonography be conducted in the routine assessment of 
infants with preauricular tags and multiple congenital anomalies. Specific disorders 
associated with tags that increase the yield of finding a renal disorder includes CHARGE 
association, Townes-Brocks syndrome, branchio-oto-renal syndrome, Nager syndrome, 
and diabetic embryopathy. Routine renal ultrasonography is not necessary in the evaluation 
of children with isolated preauricular tags. 
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Blind Loop Syndrome 
 
The blind loop, stagnant or contaminated loop syndrome are all synonymous names give to 
the same pathological disease entity. This occurs when a piece of bowel has stagnation of 
succus entericus with inability to propel it content causing bacterial overgrowth.  The 
resulting event of such bacterial overgrowth in the stagnant loop traduces itself into 
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malabsorption (from bacterial breakdown of bile salts and deamination of protein), 
megaloblastic  anemia (from decrease Vitamin B-12 absorption), steatorrhea (from 
production of deconjugated bile salts toxic and ineffective for intestinal micelle formation), 
and fat-soluble vitamin deficiency. Clinically, blind loop syndrome is suggested by 
abdominal pain, feculent vomiting, steatorrhea and hypoalbuminemia. Most cases of blind 
loop syndrome in children occur after surgical procedures such as side to side small bowel 
anastomosis, side-to-side duodenojejunostomy most commonly cited. Proximal bowel 
dilatation after bypass procedures in duodenal or jejuno-ileal atresia can lead to the blind 
loop syndrome.  End-to side procedures such as hepaticojejunostomy can also lead to 
blind loop syndrome and episodes of cholangitis. Upper gastrointestinal series studies can 
localize the stagnant segment of bowel. Oral antibiotic  treatment can improve symptoms in 
some patients, though most cases will require operative excision or plication of the blind 
loop. 
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Caudal Block 
 
Caudal block  anesthesia in infants and children is one of the most resourceful 
breakthrough of the past few years utilized during  general endotracheal anesthesia for 
pediatric surgical procedures. Caudal block provides perioperative and postoperative 
analgesia for such infraumbilical procedures as orthopedic, genitourinary, inguinal and 
lower extremity. The quality and level of the caudal blockade is dependent on the dose, 
volume, and concentration of the injected drug. This simple, safe and inexpensive regional 
anesthesia procedure reduces the general anesthesia needs during surgery affecting less 
the hemodynamics changes, and suppressing the metabolic and endocrine responses to 
stress while providing postoperative analgesia. Complications associated with caudal block 
are rare and includes dural puncture, vascular puncture, failure to identify the sacral hiatus 
and toxic reactions to local anesthetics. Caudal block is an excellent adjunct in inguinal and 
umbilical herniorrhaphies, hydrocelectomies, orchiopexy, circumcision and perirectal 
surgery. With caudal block opioids use can be avoided reducing such side-effects as 
respiratory depression, nausea, vomiting and delayed gastric emptying. Caudal block 
reduces the incidence of emergence agitation and pain scores following sevoflurane 
anesthesia.    
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