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Let awake transorbital 
fiberoptic intubation solve the 
triple trouble

Dear Editor,
Mucormycosis has an estimated prevalence of 0.14 per 
1000 in India.[1] Diabetes, excessive corticosteroid use, and 
coronavirus disease 2019  (COVID‑19) are the unholy 
trinity blamed for the maximum mucormycosis cases.[2] In 
addition to antifungal therapy, management usually entails 
aggressive facial surgeries involving the patient’s airway. 
Airway management in such patients necessitates case‑specific 
insight from anesthesiologists.

After taking the informed consent, we report an unusual 
method of Awake Transorbital Fiberoptic Intubation in 
a post‑COVID‑19  patient posted for right mandibular 
coronoidectomy. The patient underwent right orbital exenteration 
with right supra structure maxillectomy as the management 
of rhino‑orbital mucormycosis. Airway examination revealed 
extremely limited mouth opening (5 mm) [Figure 1]. The 
possible conventional ways to secure the airway were either nasal 
fiberoptic bronchoscope (FOB) intubation or tracheostomy. 
History of choanal atresia precluded the nasal intubation 
possibility and the treating team wanted to explore any 
possible alternative to tracheostomy. Computed tomography 
revealed an unobstructed pathway from the orbit to the 
larynx en route through the neo‑maxillary sinus [Figure 2]. 
The patient’s unique anatomy  (leading to the alignment 
of the orbital, neo‑maxillary, and laryngeal axis) made a 
transorbital approach to endotracheal intubation  (ETI) 

justifiable. Going by the traditional teaching; tracheostomy and 
otorhinolaryngology surgeons were kept on standby as Plan B.

Preoperative airway preparation included nebulization, viscous 
gargling, topicalization of the orbital mucosa, recurrent laryngeal 
nerve block, and superior laryngeal nerve block  (total topical 
dose of lidocaine used = 5 mg/kg). Preoxygenation was done 
with 100% oxygen with the right orbital cavity occluded with a 
surgical mop. Flexible FOB (Olympus flexible intubation video 
endoscope, 4.9 mm × 60 cm) with a 7.5 mm endotracheal 
tube  (ETT) railroaded over it was advanced transorbitally. 
“Spray as you go” was performed following visualization of 
vocal cords prior to ETT advancement. The ETT was secured 
with adhesive tape at the 26 cm mark at the orbital edge after 
confirming its position (above the carina) with FOB. The patient 
maintained spontaneous ventilation with no episode of desaturation 
during ETI. Weight‑adjusted doses of an opioid, propofol and 
vecuronium were thereafter administered. The procedure went 
uneventful improving mouth opening from 5 mm to 25 mm.

A PubMed search revealed only six reports of transorbital 
intubation highlighting its rarity. To our knowledge, this is 
the first report highlighting the simultaneous presence of 
the unfortunate triad of limited mouth opening, choanal 
atresia, and anticipated difficult mask ventilation, all in one 
patient. The majority of the previous reports used transorbital 
intubation after induction of general anesthesia facilitating 
direct laryngoscopy and visualization of the glottis through 
the orbit. The threshold for limited mouth opening for 
laryngoscopy has been considered to be 20 mm.[3] However, 
our patient had a mouth opening of only 5 mm precluding 
oral laryngoscopy. We purposively chose awake FOB‑guided 
intubation considering anticipated difficult intubation and 
mask ventilation thereby avoiding being caught in “cannot 

Figure 1: Preoperative view of restricted mouth opening (interincisal mouth 
opening of 5 mm) and right orbital exenteration
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Figure  2: Preoperative CT imaging revealing orbital exenteration and 
postmaxillectomy status
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intubate and cannot ventilate” situation should the primary 
plan fails as has also been reiterated by Wallet et  al. and 
Sanders et  al.[4,5] This avoided the catastrophic situation 
whereby an elective tracheostomy gets converted into an 
emergency tracheostomy.
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