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Clinical and Other Notes. 

BLIND NASAL INTUBATION FOR ENDOTRACHEAL ANlESTHESIA. 

By MAJOR A., W. RAFFAN, M.B., CH.B. 

Royal Army Medical Corps. 

IT has been reported that nasal intubation for endotracheal amesthesia produces a higher 
incidence of minor respiratory sequel<e than oral [lJ and for that reason some an<esthetists [2J 
prefer to use the oral route rather than the nasal. There are, however, some occasions when 
blind nasal intubation is recommended and others when it is essential. 

The methbd is recommended in cases where there is a bleeding point in the nose, mouth 
or pharynx, when by rapid blind intubation under light an<esthesia the tube is introduced 
before the cough reflex disappears (vide infra) and a throat pack will then prevent blood 
entering the trachea. Intubation by direct vision with the laryngoscope requires complete 
relaxation of the muscles of the jaws which is only obtained in a deeper plane of an<esthesia. 
Blind intubation is also recommended in cases of fracture of tlie mandible or maxilla when 
the introduction of the laryngoscope might increase bony displacement .. 

The method is essential when the jaws are splinted or wired in apposition wheI1: the only 
, alternative would be to remove the' splints with the possibility of causing refracture. Blind 
intubation is also essential in cases of microstoma due to burns. ' 

It is for these specialized cases that this technique is described in detail. 

SOME ANATOMICAL FEATURES CONCERNING THE OPTIMUM TIME FOR INTUBATIC)N. 

The optimum time for blind intubation occurs when there is a certain amount of tenseness 
of the pharyngeal and tongue muscles. The muscles. most concerned are (a) the genioglossi 
which run from the mandible at the symphysis menti to the tongue; some fibres are connected 
to the hyoid bone and others merge with (b) the superior constrictor muscles of the pharynx; 
and (c) the geniohyoidei running from the mandible to the hyoid bone. When these muscles" 

- are contracted, and if the chin is held forward, the tongue will be pulled forward, the hyoid 
bone upwards and forwards and the pharynx narrowed; the effect being, as described by 
Human, to convert the posterior pharyngeaJ. wall into a groove the deepest portion of which 
is the mid-line. Along with the hyoid, the epiglottis and the larynx will be pulled, upwards 
by the hyo-epiglottic and thyro-epiglottic ligaments and the glosso-epiglottic folds of mucous 
membrane connecting the epiglottis with the base of the to'ngue will tend' to lift the epiglottis 
in an upward and forward direction exposing the interior of the larynx. 

If, then, blind intubation is attempted when these muscles are tense, with the chin held 
up, the tube will find the mid-line of the posterior pharyngeal wall as it is the deepest part 
of a groove, provided the nostril is free with a fairly normal septum. Then the curve of the 
tube will tend to bring the tip forward in the mid-line in the direction of the larynx which 
will be exposed with theepiglottis drawn up out of the way. ' 

This condition of tenseness of the muscles occurs during fairly light an<esthesia, during 
the second stage and first plane of the third stage (Guedel's Classification), with maximum 
between the two,. During the first plane of the third stage the!"e will also be regular forcible 
breathing which is a great help, for then the cords -are op"ened widely at expiration and the, 
epiglottis is blown up and forward exposing the laryngeal ca.vity. It will also be easy to 
hear the 'breath sounds, the intensity of which is a guide to the position of the tip of the tube. 
The cough reflex may not be absent and in fact, with the tip of tube at the laryngeal brim" 
it may be advantageous to stimulate a cough to facilitate intubation by opening up the vocal 
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cords. The swallowing and vomiting reflexes will still be present and may be ·stimulated 
by the tube itself but, as the respiration reflex traverses the same reflex arc as these two, then 
regular breathing alone will inhibit swallowing and vomiting. Therefore it is important to 
keep the patient breathing and, if there is any tendency t6 " hold the breath" or to spasm 
of the cords, the addition of carbon-dioxide to the inhaled gases will help to overcome it. 

At a deeper stage of am est he si a the pharyngeal m!-lscles will be relaxed and the epiglottis 
will be lying back against the posterior pharyngeal wall, occluding the entrance to the larynx. 
These same conditions exist, even in light amesthesia, in patients who have fractn'fes of the 
m<;tndible such that the central fragment, involving the origins of the genioglossi and genio-
hyoidei muscles, is loose. . 

Choice and Preparation of the Tube.-The choice of a suitable endotracheal tube requires· 
the most careful consideration. It should be small enough in external diameter to be easily 
rotated in the nostril, about a size 7 Magill for an adult male: A new tube will be so inflexible 

. that it will be apt to curve rQund too much in the pharynx and impinge against the anterior 
wall of the pharynx or larynx '(vide infra). On the other hand a very old tube will be so soft 
that it may be easily obstructed or deflected. A size 7 of moderate' consistency seems to be . 
the most advantageous and if a new tube is kept in cold water for a time it will become 
more flexible. Before use it is essential to lubricate the distal half of the tube with vaseline 
or liquid paraffin to facilitate its introduction through the nose and to aid rotation if it is 
necessary to correct a deflection. A 10 per cent cocaine in vaseline paste is recommended 
if the anresthesia i;; to· be kept light during the operation. 

Preparation of the patient.-In addition to a sedative, an adequate dose of atropine or 
scopolamine is desirable before operation to diminish secretion. 

Spraying of the nose with 20 per cent cocaine wilt produce more rOOm in the nose from 
shrinkage of the turbinates [3}, but the larynx should not be sprayed as the presence of 
laryngeal sensitivity is important as an aid to intubation arid especially if there isa bleeding 
point into the pharynx when it is n~cessary to intubate while the patient is still able to cough. 

Induction of-Ancesthesia.-Theinduction of anresthesia to the second stage, or first plane, 
third stage,. may .be performed by any of the usual methods but a nitrous oxide, oxygen, ether 
sequence with a rebreathing machine will produce more forcible breathing in the first plane of' 
the third stage than an open induction with a mixture of chloroform and ether. If no 
rebreathing' apparatus' is available I would recommcmd induction with ethyl chloride 

-followed by ether. Pentothal alone as an induction produces very shallow and quiet 
respiration and blind intubation would be a " hit or miss" procedure. 

, _ TECHNIQUE OF BLIND INTUBATION., 

The patient should be Baton the back, the head in alignment with the trunk and slightly 
extended. The ariresthetist, at the head of the table, supports the head by the occiput with 
orie hand, fingers outstretched to facilitate movement· of the head in any direction. : The tube 
is held in the otner hand with forefinger uppermost so that one can estimate how far the 

. tube is in without, taking one's ear away from the end. The little finger is used to' hold the 
patient's chin up when the tube is near'the larynx. . 
. The nostril chose.nwould normally be the larger one, if there is a difference, the importance 

being to have the tube freely movable in the nose. 
, As the tube is inserted through the nose the aim is to get the tip in the mid-line: Any 

deflection will be felt in the fingers and should be corrected while the tube is in the nose, and. 
not beyond, otherwise it will only be'twistedon itself without much difference in the direction 
of the tube, ' . 

When the tip of the tube i~ in the pharynx it is advanced during expiration only, and by 
listening closely to the breath sounds, they will gradually increase in intensity if the tube 
approximates the trachea. Some writers recommend advancing the tube during inspira~ion 
but I have found it much more satisfactory during expiration as one hears the breath sounds 
more easily, the epiglottis is blown up out of the way, and the vocal cords are less sensitive. 
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At this stage the head is fully extended and if the tube is not too new and inflexible it will 
find its way into the trachea. It the anresthesia is very light the cords may go into spasm, 
recognized by a sudden cessation of respiration, and then, if one waits with the tip of the tube 
at the entrance to the trachea, the patient will eventually give a cough and at that moment, 
while the cords are open, the tube can be inserted. 

Deflection of the Tube.-If the tube is deflected to one or other side it will stick on the 
vestibular or ary-epiglottic folds or in the sinus of larynx. To correct this, the tube can be 
withdrawn till the tip is in the nose and rotated and' r:einserted. Altenptively it may' be 
corrected more quickly by rotation of the head while the tip is maintained in the region of 
the larynx. " . , 

Sticking of the Tube in the ¥id-line.-if the tube appears t'o stick in the mid-line it must 
be impinging against the anterior wall of the pharynx above or below the epiglottis, a problem 
of the inflexible tube. By listening to the breath sounds one must now decide if the tip of 
the tube is impinging proximal or distal to the epiglottis. If it is distal the sounds will be 
maximal, or there will be a complete stoppage due to temporary.spasm of the 'glottis and, to 
correct this" obstruction, the head is flexed "and the tube is then free to enter the, trachea. On 
the other hand, if the tube is impinging proximal to the epiglottis, in the vallecula, the breath 
sounds will be decreased and in this case the tube is withdrawn slightly to evade the 
epiglottis, the head is flexed and the tube pushed on. The tube will now almost certainly 
miss the larynx and enter the resophagus, in which case the head is then: extended and" as 
the tube is gently withdrawn the tip will suddenly become free of the resophagus and spring 
forward in the region of the larnyx, impinging .the anterior wall distal to the epiglottis, when, 
as above, it is inserted into the trachea by flex ion of the head. 

First Failure.-Speed is essential in the various stages described, for th~ patient is only 
lightly anresthetized and there may not be time to carry out the necessary corrections at the 
first attempt' if the case·is not a straightfOrward one. Then it will be necess~ry to give more" 
anresthetic, which may be done by withdrawing the tube completely and replacing the mask 
or facepiece as before or by leaving the tube 'in situ and continuing the anresthetic as an 
intrapharyngeal one. This "latter method is advantageous in severe wounds of the mouth 
and lower jaw and it will also save a little time for the next attempt at intubation. ' The 
addition of ,carbon dioxide now to the inhaled· gases will be of great help in reproducing 
regular forcible breathing. 

CONCLUSION. 

Although the' technique is described as " Blind" intubation it is essential in this procedure 
to visualize the position of th'e endotracheal tube in relation to the anatomy of the pharynx 
and larynx in order to make the necessary correCtions in the position of the tube. 

SUMMARY. 

(1) The occasions are discussed when nasal intubation is necessary. 
(2) The anatomy is described in relation to the optimum time chosen" for intubation. 
(3) The choice 'and preparation of the tube, the preparation of the patient and the 

induction of anresthesia are mentioned briefly. . 
(4) The technique employed for blind intuition is discussed in detail. 
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