PUEBLO COUNTY MEDICAL TREATMENT PROTOCOLS

AIRWAY - NASAL INTUBATION
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Indications
1. Same function as orotracheal intubation.

2. Use when intubation is indicated but when direct visualization of the posterior pharynx is contra-indicated because of difficulty with oral access or the possibility of neck injury.

3. Most useful in breathing, comatose patients requiring intubation.  May be better tolerated in partly conscious patients.  NOT INDICATED FOR RESPIRATORY ARREST.

4. Asthma or pulmonary edema, with respiratory failure, where intubation may need to be achieved in a sitting position.

Precautions 

1. WEAR GLOVES AND EYE PROTECTION

2. Head must be exactly in midline for successful intubation.

3. Have suction ready.  Vomiting can occur as with any stimulation of the airway.  Nose bleeds are common and can further compromise the airway.  Use gentle technique to decrease risk of additional problems.

4. Nasotracheal intubation is more time-consuming than orotracheal intubation.  Therefore, it is especially true that this is not an "emergent" procedure.  The patient should be ventilating and the situation should be calm enough to be able to hear the air exchange.

5. Often nares are asymmetrical and one side is much easier to intubate.  Avoid inducing bilateral nasal hemorrhage by forcing a nasotracheal tube on multiple attempts.

6. Do not use in patients with significant nasal or craniofacial trauma. 

Technique
1. Choose correct ET tube size (usually 7 mm tube in adult).  Limitation is nasal canal diameter.

2. Position patient with head in midline, neutral position (cervical collar may be in place or assistant may provide cervical stabilization in trauma patients).

3. Administer neosynephrine nasal spray in both nostrils.

4. Assist ventilation prior to procedure if spontaneous respirations are inadequate.

5. Lubricate ET tube with Xylocaine jelly or other lubricant.

6. With gentle steady pressure, advance the tube through the nose to the posterior pharynx.  Use right nostril if possible.

7. Keeping the curve of the tube exactly in midline, continue advancing slowly.

8. There will be a slight resistance just before entering trachea.  Wait for an inspiratory effort before final advance into trachea.  Patient may also cough or buck just before breath.

9. Continue advancing until air is exchanging through the tube.

10. Advance about one inch further, then inflate cuff.

11. Ventilate and check for breath sounds bilaterally.

12. In patient with signs of life (pulse or respiratory effort) measure expired CO2, if possible.

13. Note proper tube position and tape securely, if adequate expired CO2.

Complications
1. Further craniofacial injury, particularly in patients presenting with facial trauma.

2. Upper airway bleeding caused by tube trauma.

3. Vomiting and aspiration in the patient with intact gag reflex.

4. 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.

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

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

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

8. Hypoxia due to prolonged intubation attempt.

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

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

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

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

Special Notes
1. Blind nasotracheal intubation is a very "elegant" technique.  In the field, the secret of blind intubation is perfect positioning and gentle patience.

2. Nasotracheal intubation should be a gentle alternative to orotracheal intubation.  It is not indicated for the struggling, combative patient who will be the most likely to develop epistaxis, which can add to the airway difficulties.  It is also not indicated to test for "true" responsiveness in the unconscious patient (although sometimes you may indeed learn that they were not as deeply unconscious as previously supposed).

3. In patients without neck injury, a laryngoscope may be used to visualize the tube.  McGill forceps are useful to direct it.

4. Nasotracheal tubes often must be replaced in the patient who will require ongoing intubation and pulmonary care.  The orotracheal route may be preferred for the 1-2 mm increased size tube, which may permit better suctioning and improved ventilation.  Consider all of the alternatives when selecting an airway.

5. End-tidal CO2 measurement should be most helpful in the patient who is intubated with a nasotracheal tube.  This presupposes that the patient is having some respiratory effort with intact cardiovascular system.  CO2 measurements should reliably indicate expired CO2 in these patients if they are properly intubated.
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