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INTRODUCTION
OSMF is characterised by the slowly progressive development of 
brous bands beneath the oral mucosa with secondary mucosal 
atrophy.  It is believed to be a collagen disease of insidious onset 
associated with chronic local irritation, limited opening of the oral 

2cavity or inability to open the mouth . 

The patients with OSMF have a struggle in consuming normal diet and 
maintaining good oral hygeine. They require general anaesthesia for 
trismus correction, resection or reconstructive (oncoplastic) surgery 
for coexisting oral malignancies or other unrelated surgeries. They 
have a difcult airway as OSMF hinders regular laryngoscopy and 

2,3intubation of the trachea . 

Here we present a case of OSMF successfully managed at Dhiraj 
hospital with awake FOB intubation.

CASE DETAILS
A 25 year old female of 40kgs, presented with complaints of 
progressive limitation to open the mouth and gave history of recurrent 
cheek bite. She was diagnosed with submucosal brosis since three 
years and was only on liquid diet. She was posted for intra-lesional 
submucosal brectomy. Past medical history was insignicant. 
General examination showed she was conscious, oriented and vitally 
stable. Airway assessment revealed that the inter incisor distance was 
1cm or one nger mouth opening, mallampati grading was not able to 
be assessed and neck movements were normal. Systemic examination 
were within normal limits. All routine investigations were normal.

Anesthetic plan for securing airway was awake bre-optic nasal 
intubation. The patient was explained about the procedure written 
informed consent was obtained for the same. Patient was kept fasting 
for 6 hours before surgery. No pre-operative sedation was given. On 
the day of surgery, after giving lignocaine viscous gargles, 
nebulization was done with 4ml of 4% lignocaine. Nasal packing was 
done with roller gauge soaked in Xylometazoline and 2% lignocaine 
with adrenaline in both the nostrils. 18G IV cannula secured and 
crystalloid solution started. Oxygen was started with ventimask at 
5litres/min then Injection Glycopyrolate 0.2mg IM and Injection 
Midzolam 1mg IM was given. Patient was shifted to OT after half an 
hour. Difcult airway cart was kept ready including that for emergency 
tracheostomy. In the operation theatre multipara monitors were 
connected for continuous recording of heart rate, oxygen saturation, 
electrocardiogram, end tidal CO2 and non invasive blood pressures 
and baseline vitals were recorded. Injection ondensatron 4mg IV, 
Injection fentanyl 50 mcg IV were given and nasal packing was 
removed and patient's airway was anaesthetized by application of 
lignocaine spray 10%. Superior Laryngeal nerve block with Injection 
Lignocaine 2%, 2ml given on both the sides. Transtracheal instillation 
with Injection Lignocaine 2% 2ml administered. FOB was loaded with 
a 6.0 mm armored Endoracheal (ET) tube. After informing to the 
patient the bronchoscope was inserted through a nostril and advanced 
towards laryngeal inlet. The berscope was negotiated through the 
vocal cords and positioned above carina. Lubricated endotracheal tube 
was threaded over the FOB, and FOB was removed. ET tube was 

attached to the breathing circuit and its position was conrmed by 
movement of reservoir bag and capnography. After checking bilateral 
air entry and Injection propofol 80mg IV, Injection vecuronium 4mg 
IV were given, ET tube was xed. Patient was maintained on 50% 
oxygen, 50% nitrous oxide, isourane and intermittent injection 
vecuronium IV and injection fentanyl IV.

After completion of surgery neuromuscular blockade was reversed 
with Injection Neostigmine 2mg IV & Inj Glycopyrrolate 0.3 mg IV. 
Patient extubated after she was breathing well, obeying commands and 
maintaining airway. Surgery was performed uneventfully under 
General Anaesthesia and successful anaesthetic management was 
done.

DISCUSSION
Oral submucosal is an insidious, chronic disease that may affect any 
part of the oral cavity and sometimes the pharynx, leading to stiffness 
of the oral mucosa causing trismus resulting in progressive inability to 
open the mouth. 

The discomfort caused by awake FOB intubation can be attenuated by 
4airway preparation and topicalisation techniques including nebulizer , 

5  6a tomizer ,  aerosols  or  “spray  as  you go”  technique , 
7 8 9 10gargling ,trantracheal injection ,airway regional blocks , sedation  

which eases the patient and making it being known as technique of 
choice for securing difcult airway. In this case, preparation of patient 
half hour before surgery with antisialogogue glycopyrrolate, mild 
sedation with midazolam and nebulization and in OT airway block 
helped to intubate the patient smoothly and successfully without any 
discomfort. In patients with difcult airway tracheostomy is the next 
choice in awake state with other options being blind nasal, retrograde 
intubation. These procedures cause discomfort to the patient and 
complications like hemorrhage, subcutaneous emphysema, 
pneumomediastinium, pneumothorax, recurrent laryngeal nerve 

11damage, infection, and stenosis and scarring .

Sujee C et al in 2011 presented a case report on 28year old man, case of 
oral submucosa brosis with history of betel quid chewing with mouth 
opening of 1cm and was planned for resection of the brotic bands 
bilaterally followed by temporalis muscle myotomy and 
coronoidectomy with appropriate reconstructive options were 
planned. Awake FOB intubation under topical anaesthetic agent was 
performed with tracheostomy as a back up in view of anticipated 

12difcult intubation.

CONCLUSION  
Anaesthesiologist should have a high degree of suspicion and carefully 
examine the airway of the patients who abuse betel quid leading to 
OSMF. Airway securing by the awake beroptic intubation is the gold 
standard and ideal method in this case and any similar case with 
difcult airway.

REFERENCES
1. www.cda-adc.ca/jcda/vol-74/issue-8/735.html
2. Stone DJ, Gal TJ. Airway management. In: Miller RD, ed. Anesthesia, 5th Ed. 

Philadelphia: Churchill Livingstone, 2000: 1414 – 51. 

Oral submucous brosis (OSMF) is a premalignant condition of  buccal mucosa mainly associated with the practice of 
chewing betel quid and tobacco containing areca nut. It is characterized by inammation, increased deposition of 

submucosal collagen and progressive brosis of the submucosal tissues resulting in marked rigidity which increasingly limit mouth opening and 
1cause trismus.  This case report discusses the anaesthetic management of  a 25 year old with 10mm mouth opening who was posted for intra-

lesional submucosal brectomy surgery. Airway was secured by awake Fibre-Optic Bronchoscope (FOB) intubation in this anticipated difcult 
airway case with appropriate topicalisation of airway.

ABSTRACT

Volume - 11 | Issue - 07 | July - 2021 |  . PRINT ISSN No 2249 - 555X | DOI : 10.36106/ijar

KEYWORDS : Difcult Airway, Restricted mouth opening, Awake Fibreoptic Intubation, Oral Submucosal Fibrosis.

Dr. A. Thamizh 
Thendral*

nd2  Year PG, MD Anaesthesia,  Department Of Anaesthesia, Vinayaka Mission Medical 
College, Karaikal. *Corresponding Author 

36  INDIAN JOURNAL OF APPLIED RESEARCH



3. Maharjan R, Jain K, Batra YK. Submucous brosis secondary to chewing of quids: 
another cause of unanticipated difcult intubation. Can J Anaesth.2002; 49: 309 – 11

4. Williams K. A, et al. “Combined nebulization and spray as you go topical local 
anaesthesia of the airway”, British Journal of Anaesthesia, (2005) 95: 549-553  

5. Woodruff C, et al. “Atomised lidocaine for airway topical anaesthesia in the morbidly 
obese”, Anaesthesia, (2010) 65: 12-17

6. Xue F, et al. “Spray as you go airway topical anesthesia in patients with a difcult 
airway”, Anesthesia & Analgesia, (2009) 108: 536-543

7.  Joshi N., et al. An aid to topically anaesthetizing the airway, Anaesthesia, (2008) 63: 
1265 

8. Koerner IP, and Brambrink A. M, “Fiberoptic techniques”, Best practice & Research 
Clinical Anaestheiology, (2005) 19: 611-621  

9. Stockwell, et al. “Superior Laryngeal Nerve Block”. Clinical Anatomy (1995), (8) 89-95 
Ellis H, et al. “Anatomy for Anaesthetists”, Blackwell Science Ltd, (2004) , 

10. Bergese S.D., et al. “ A comperative study of dexmedetomidine with midazolam and 
midazolam alone for sedation during elective awake beroptic intubation”, Journal of 
Clinical Anesthesia, ( 2010) 22: 35-40 

11. Caplan RA, Benumof JL, Berry FA, et al. Practice guidelines for management of the 
difcult airway. A report by the American Society of Anaesthesiologists Task Force on 
management of the difcult airway. Anesthesiology1993; 78:597- 02

12.  Sujee C et al in 2011,oral submucous brosis : dealing with a difcult airway –a case 
report,journelof scientic dentistry, 1(2),2011:pp38-41 

Volume - 11 | Issue - 07 | July - 2021 |  . PRINT ISSN No 2249 - 555X | DOI : 10.36106/ijar

 INDIAN JOURNAL OF APPLIED RESEARCH 37


