PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

AIRWAY – ORAL INTUBATION
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Indications

In most cases, orotracheal intubation provides definitive control of the airway.  Its purposes include:

1. Active ventilation of the patient.

2. Delivery of high concentrations of oxygen.

3. Suctioning secretions and maintaining airway patency.

4. Prevention of aspiration (gastric contents, upper airway secretions, or bleeding).

5. Prevention of gastric distention due to assisted ventilation.

6. Administration of positive pressure when extra fluid is present in alveoli.

7. Administration of drugs during resuscitation for absorption through the lungs.

8. Allowing more effective CPR.

Precautions
1. WEAR GLOVES AND EYE PROTECTION

2. Do not use intubation as the primary method of managing the airway in an arrest.  Oxygenation prior to intubation should be accomplished with mouth-to-mask or bag-valve-mask, as needed.

3. Neck movement should be avoided in the trauma patient.  Oral intubation with cervical stabilization is usually the best choice for a trauma patient requiring definitive airway control.  Nasotracheal intubation is a good alternative in the breathing patient with no mid-face trauma.

4. Never lever the laryngoscope against the teeth.  The jaw should be lifted with direct upward traction by the laryngoscope.

5. Prepare suction beforehand.  Vomiting is particularly common when the esophagus is intubated.

6. Intubation should take no more than 15-20 seconds to complete.  Do not lose track of time.  If the visualization is difficult, stop and re-ventilate before trying again.

Technique
1. Assemble the equipment while continuing ventilation:

a. Choose tube size.

b. Introduce the stylette and be sure it stops 1/2" short of the tube's end.

c. Assemble laryngoscope and check light.

d. Connect and check suction.

2. Position patient in sniffing position.

3. Give a minimum of 4 good ventilations before starting procedure.

4. Insert laryngoscope to right of midline.  Move it to midline, pushing tongue to left and out of view.

5. Lift straight up on blade (no levering) to expose posterior pharynx.

6. Identify epiglottis -- tip of curved blade should sit in vallecula (in front of epiglottis), straight blade should slip over epiglottis.

7. With gentle further traction to straighten the airway, identify trachea from arytenoid cartilages and vocal cords.

8. Insert tube from right side of mouth, along blade, into trachea under DIRECT VISION.

9. Advance tube so cuff is 1-1.5" beyond cords.  Ventilate and watch for chest rise.  Listen for breath sounds over stomach (should not be heard), lungs and axillae.

10. Inflate cuff with 5-10 ml air (balloon should be full, but not hard), clamp if necessary to secure against leaks.

11. Re-auscultate over stomach and both sides of chest.

12. All intubated patients REQUIRE some form of CO2 detection device, preferably continuous.

13. Note proper tube position and secure tube with a commercial tube holder or tape if adequate expired CO2.

Complications 

1. Esophageal intubation -- particularly common when tube not visualized as it passes through cords.  The greatest danger is in not recognizing the error.  Auscultation over stomach during trial ventilation should reveal air gurgling through gastric contents with esophageal placement.  Also, make sure patient's color improves, as it should when ventilating.  Expired CO2 measurement will help prevent this complication as well as the suction device, which will suction air freely from the trachea, but is unable to suction from the esophagus, which immediately collapses around the tube.

2. Intubation of right mainstem bronchus -- listen to the chest bilaterally.

3. Upper airway trauma due to excess force with laryngoscope or to traumatic tube placement.

4. Vomiting and aspiration during traumatic intubation or intubation of patient with intact gag reflex.

5. Hypoxia due to prolonged intubation attempt.

6. Cervical spine fracture or cord damage in patients with arthritis and poor cervical mobility.

7. Cervical cord damage in trauma victims with spine injury.

8. Ventricular dysrhythmias or fibrillation in hypothermia patients from stimulation of airway.

9. Induction of pneumothorax, either from traumatic insertion, forceful bagging, or aggravation of underlying pneumothorax.

Special Notes
1. Orotracheal intubation can be accomplished in trauma victims if an assistant maintains stabilization and keeps the neck in neutral position.  Careful visualization with the laryngoscope is needed and McGill forceps may be helpful in guiding the ET tube.

2. REMEMBER:  Endotracheal intubation is NOT the procedure of choice in the first minutes of resuscitation.  It is a secondary procedure only.  Most persons can be adequately ventilated with pocket mask or BVM with oropharyngeal or nasopharyngeal airway.  Wait to intubate until the situation is under enough control that the procedure will be successful.

3. Difficult intubations can occasionally be made easier by continuous pressure placed over the thyroid and cricoid cartilages, moving the vocal cords posteriorly into view.
4. Bougie-Style Introducers may sometimes be helpful in difficult intubation settings. 
5. Do not be overly aggressive and quick to intubate in trauma victims with upper airway trauma.  If you are able to manage secretions and ventilate, intubation is often not required and the complications may outweigh the advantages if your hand is not forced.

6. Increased intracranial pressure frequently will result from attempts at intubation.  Administration of lidocaine, one minute before intubation attempts, may decrease this risk (see lidocaine protocol).  Do not delay intubation, however, for IV efforts in patient with no respirations.

7. End-tidal CO2 detection is a new tool to help confirm proper tube placement in patients with intact circulatory status.  Those patients, when intubated properly should have a measurable expired CO2 level, which will confirm tube placement.  Patients in cardiac arrest may have no expired CO2 because of low blood flow through the lungs, resulting in poor or no gas exchange.  CO2 measurement in these patients may add to the confusion, rather than assist the evaluation.
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