
Introduction

he hallmark of a masticatory space Tinfection is limited jaw opening. The 

extraction of teeth may also cause trismus 

as a result either of inflammation involving 

the muscles of mastication or direct 

trauma to the temporomandibular joint.

Case Report
A 55 yr old, male, alcoholic, smoker came with 

painful  right cheek abscess following right upper 

molar tooth extraction two months back. He was 

unable to open his mouth  since a month.  So he was 

posted for incision and drainage of cheek abscess.On 

airway examination his mouth opening was reduced 

to nil with his upper and lower incisors opposing each 

other. Neck extension was adequate. All his 

laboratory investigations were within normal limits. 

Apart from standard investigations specific 

investigations including neck X-ray AP and lateral in 

flexion and extension were normal. IDL could not be 

performed. CT scan showed a right temporoparietal 

abscess involving right masseter, temporalis, and 

lateral pterygoid muscle. 

In preoperative assessment the patient was 

explained about awake fibreoptic intubation, a high 

risk and tracheostomy consent was taken. Plan was 

to perform awake fibreoptic nasal intubation. Airway 

preparation with lignocaine 2% viscous gargles 

followed by 2% Adrenalised lignocaine nebulisation 

was given. Nasal packing with 2% Adrenalised 

lignocaine was done and patient was wheeled in the 

OT. A difficult airway cart was kept ready. Monitors 

attached and vitals noted. With all aseptic 

precautions superior laryngeal nerve block with 2% 

lignocaine 2 ml on each side and transtracheal block 

through the cricothyroid membrane with 4 % 

lignocaine  was performed. After all the above airway 

preparation an adult fibreoptic bronchoscope with a 

number 7 endotracheal tube loaded on it was 

introduced into the left nostril. Since our fibreoptic 

scope does not have suction port, it does not give 

proper optical image due to blood stained secretions. 

We didn't have any other fibreoptic scope with 

suction port, so we left with option of invasive 

intubation or use of fibreoptic scope as light wand.  

We took a decision to use it as a light wand as RD et al 

technique and successfully intubated the patient. In 

this technique, With the patient in supine position 

with neck in full extension, fibreoptic bronchoscope 

loaded with endotracheal tube was passed through 

nostril. Keeping thyroid cartilage as the landmark, 

the red transillumination glow of fibreoptic was 

traced on the right side parallel to the thyroid 

cartilage. Then roughly measuring the distance 

between thyroid cartilage and mentum the scope was 

withdrawn and rotated till the glow was traced in the 

midline and then the tube was negotiated over it. As 

the tube entered the trachea the red glow 
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transillumination was traced in the midline. Cuff 

inflated and confirmed by EtCO2 tracing, air blast 

checked, circuit attached and spontaneous bag 

movements were confirmed. Patient was induced but  

the mouth opening did not improve on muscle 

relaxation. Hence throat packing could not be 

performed. Due to possibility of intraoral rupture of 

abscess or bleeding, 2 suction catheters were kept, 

one in oral cavity and one in nasal cavity with 

continuous suction throughout the surgery.

An incision and  drainage of pus was done  from 

the infratemporal fossa. Three teeth were extracted to 

improve exposure and then the jaw was opened with a 

jaw stretcher. Mouth opening improved from zero to 1 

½ finger breadths at the end of surgery. Direct 

laryngoscopy with Mac 3 blade could be performed. 

Thorough oropharyngeal suctioning was performed 

and patient was extubated.

Discussion 

Difficult airway is always a challenge 

for the anaesthesiologist. Our patient had 

no mouth opening which made direct 

laryngoscopy impossible. Hence the 

options left with us for securing an airway 

included awake nasal f ibreoptic 

intubation, lightwand guided intubaton, 

awake retromolar intubation using 

Bonfills retromolar fiberscope, blind nasal 

intubation, retrograde intubation and  

tracheostomy. 

Awake fibreoptic intubation remains 

the gold standard in cases of restricted 
1,2mouth opening.  Patients with limited 

mouth opening present a clinical 

challenge, and awake fibreoptic intubation 

is a recommended technique of airway 
3management.  The ASA and many 

European authors recommend awake 
4fibreoptic intubation  in restricted mouth 

opening. According to the American 

Society of Anaesthesiologists' Practice 

Guidelines for Management of a Difficult 

Airway, an awake intubation is considered 

the primary method to secure a suspected 
5difficult airway.

Lightwands have been used to assist in 

the tracheal intubation of patients with 

difficult airways for many years. A newly 

des igned l i ghtwand (Trachl ight )  

incorporates modifications to improve the 

brightness of the light source as well as 
6flexibility. Hung et al  in their study of 950 

patients concluded that in contrast to 

laryngoscopy, the ease of intubation using 

the Trachlight does not appear to be 

influenced by anatomic variations of the 

upper airway.

Awake intubation using Bonfills 

retromolar fiberscope has proved useful in 

anticipated difficult airway especially with 

restricted mouth opening. Steven I. 

Abramson et al in their case series 

successfully intubated five cases of 

anticipated difficult airway using Bonfills 

retromolar fiberscope. This device may be 

more beneficial than the flexible fiberoptic 

laryngoscope since it can readily navigate 

through soft tissue and physically lift 

airway structures, is more affordable, 

durable, and easier to clean. Since the 

Bonfils has a fiberoptic lens, it shares 

some of the disadvantages as other devices 

with fiberoptic lenses. Secretions and 

blood can obscure the view. Unlike the 

flexible fiberoptic bronchoscope, the 

Bonfils cannot be used for nasotracheal 
7intubation.

Due to nonavailability of nasal 

lightwand and Bonfills retromolar 

fibrescope, these options could not be 

utilised. Blind nasotracheal intubation 

(BNTI) is a simple well-accepted technique, 
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with two principal drawbacks: a low 

incidence of success on the first attempt 

and increased trauma with repeated 
8attempts. Gold et al  reported a 96% 

success rate of BNTI in awake patients 

under topical anaesthesia, but only 10% of 

the intubations were successful in the first 

attempt, and 8% of the intubations were 
9considered traumatic. Oyegunle  reported 

a 88.5% success rate, with 33.3% 

successful on one attempt, while 21% of 

the intubations required four to six 

attempts. Thus blind nasal intubation is 

not one of the ideal alternatives and should 

be avoided.

Retrograde intubation is an invasive 

option of securing airway with higher rates 

o f  compl icat ions  (subcutaneous 

emphysema, pneumomediastinum, 

bleeding , soft tissue infection ) and failure 

rates. Michelle Gill MD et al found that it 

w a s  a s s o c i a t e d  w i t h  m u l t i p l e  

complications, and successful in only 4  
10out of  8 cases.

Although tracheostomy was a feasible 

option, but considering the complications 

(bleeding, pneumothorax, decannulation, 

puncture to oesophagus, tracheomalacia, 

tracheal stenosis) and post operative 

morbidity associated with it, this option 

was kept only for emergent situations. 
11Chew et al  in their review of 1928 

tracheostomies concluded that there is a 

high morbidity and mortality associated 
11with it.

Awake nasal fibreoptic intubation was 

decided as the technique of choice. After 

adequate airway preparation when the 

fibreoptic bronchoscope was introduced 

into the left nostril, an optimal image could 

not be appreciated due to blood stained 

secretions. It was then used as a flexible 

light wand and the patient was 
12,14successfully intubated.  In retrospect it 

seemed advantageous. An added 

advantage is that secretions are not an 

impedance as they can be in fiberoptic 
13bronchoscopy.  Advantages over a 

conventional light wand are the flexiblility 

of the fibreoptic bronchoscope. So that it 

can be passed through nasal route, useful 

in cases of restricted mouth opening.

Conclusion 

Although awake fibreoptic intubation 

remains the technique of choice in 

restricted mouth opening, in case of 

failure, our technique of using it as a 

flexible light wand is a good alternative.
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Should vitamin D supplements be recommended to prevent chronic diseases?

It is also now clear that vitamin D deficiency causes bone loss through secondary 
hyperparathyroidism.

On the basis of the existing evidence, we can conclude that vitamin D supplements combined with 
calcium decrease the incidence of fractures in elderly people. However, there is insufficient evidence 
that, in the doses tested, vitamin D supplements alone prevent fracture. 

The dose consistent with fracture prevention in randomised controlled trials (RCTs) was in general 
not higher than 800 IU(20µg) a day when combined with calcium (1000-1200 mg/day in most trials).

In a recent Cochrane review, combined vitamin D and calcium supplementation moderately 
increased the risk of nephrolithiasis (relative risk 1.17, 1.02 to 1.34), whereas vitamin D  and 2

Vitamin D  had no significant effect on other adverse events. Although the risk of vitamin D toxicity is 3

low, side effects from high doses cannot be excluded. 

Vitamin D deficiency (25(OH)D  < 30 nmol/L) should of course be treated to prevent skeletal 3

complications. Vitamin D supplementation at doses of 600-800 IU (15-20 µg) per day combined with 
calcium may be recommended to prevent fractures in elderly people, according to evidence from a 
Cochrane review and updated nutritional recommendation for vitamin D intake in the general 
population.

Haakon E Meyer, Kristin Holvik, Paul Lips, BMJ, 2015, Vol 350, 33-34
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