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In men, symptoms include absence of axillary, body and pubic hair,
decreased libido, erectile dysfunction, decreased muscle strength, and
diminished aggressivenessand drive. Examination inmalesusualy shows
eunuchoid body habitus, micropenis, microtestes or cryptorchidism.
Obesity is a rare association. Mild pituitary hypoplasiain this case can
be explained by decreased stimulation of theanterior pituitary by deficient
hypothalamic GnRH. In the case described, to subject the patient to a
genetic study seemed unnecessary, because he presented no adrenal
function anomalies, nor positive familiarity.

Laboratory examination should aim at identifying the causes of
hypogonadism, which could be due to systemic diseases, other endocrine
abnormalities or intracrania lesions like craniopharyngioma. Serum
luteinizing hormone, follicle-stimulating hormone and serum (total or
free) testosterone (in males) /estradiol levels (in females) are low.
Screening for serum prolactin, TSH and ferrtin levels to rule out
hemochromatosis® is important and will be essentially normal. Imaging
studies especially of thebrainisessential to rule out intracrania lesion of
the pituitary and hypothalamus®.

Obesity in our casewas present since very childhood and therewas positive
history of hyperphagia since childhood, which were silent clues of
hypothalamic dysfunction. This rare case aso depicts the associated
complications of obesity in form of insulin resistance leading to Type 2
diabetes and or pulmonale due to chronic aveolar hypoventilation
(Pickwickian syndrome). Characteristic findings observed with obesity-

hypoventilation syndrome include awake resting hypoxemia,
hypersomnolence, signs of cor pulmonale (right-sided heart failure and
lowerextremity edema), and nocturnal hypoventilation. The diagnosis of
OHSrequiresademongtration of at least a10 mmHg increment in PaCO2
during deep. Patients with obesity hypoventilation syndrome often can
be confused with patientswith COPD since both of these patients manifest
daytime hypercapnia.However, patients with COPD have an obstructive
pattern on their pulmonary function studies, whereas patients with OHS
usualy have a redtrictive pattern on their pulmonary function studies.
Inaddition, patients with COPD. However, patientswith OSA may have
obesity that is severe enough not only to evoke more severe nocturnal
hypoxemia, but also to result in restrictive ventilator defects and daytime

hypoxia'.
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Trifid Tongue
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INTRODUCTION

Thetongue devel opsduring thefourthweak of intrauterinelife,originating
from amedian swelling,the tuberculum impar on the floor of the pharynx
andtwo lateral lingual swellingsjoining thiscentral structure. Theselateral
lingual structuresgrow rapidly to cover thetuberculum impar to form the
outer twothird of the tongue.*When this processis disturbed,tip of thethe
tongueisdevided longitudinally for acertain distance giving rise to bifid
tongue. Trifid tongue is formed by failure of fusion of ligual swellings
with each other and with tuberculum impar.? Here we are reporting a
case of child with trifid tongue.

CASE REPORT

A 4year old female child has reported to our OPD with trifid tongue for which
plastic surgery was planned.Child was having history of delayed achievement of
milestones. Shewas unableto accept breast feed in infancy.Her speech wasslurred
and her vocabulary was only of 4-5 words.Her mental age was 1 year. No other
anomaly was found in this child and no significant history was present in the
mother during her antenatal period.

DISCUSSION

Trifid tongue is usually a component of Orofacia digital syndrome Wt
hereit may be associated with hypertrophy of frenum ,cleft pal ate, absence
of lateral incisors,enamel hypoplasiahypoplasiaof nasal cartilages,milia
of ear pinnae,varying degree of hair loss, syndactyly, clinodactyly,may
have mental retardation ,CNS disorders,speech impairment,hearing
loss,polycystic kidneys.®

Bifid tongue has been reported in syndromic cases like Opitz G BBB
syndrome, Orofacia digita syndrome type 1,Klippel Feil anomaly and
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Larsen syndrome*”. Bifid tongue has also been reported as arare feature
ininfant of diabetic mothers.® Association have a so been postulated with
cleft palate,mandibular cleft,midline palatomandibular bony fusion and
cervical vertebrae.®

In our case only mental retardation was present in addition to trifid
tongue.We were unable to identify any associated orofacial or vertebral
anomaly,genetic predisposition or history of gestational diabetes in
mother.So this case could not be put in any well defined syndrome.
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