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protruding about 5 cm beyond the distal end of the
suction tubing. The stylet and the tubing are then bent
into the desired configuration for intubation. The
Carden tube is slid over the protruding distal end of
the stylet to abut the plastic tubing. Care is taken so
that the distal tip of the stylet comes no closer than
2 cm from the distal tip of the Carden tube to prevent
tracheal injury (fig. 1). This configuration closely re-
sembles a standard oral endotracheal tube. Laryngos-
copy is then performed, and the Carden tube is
inserted into the trachea with the tube placed immedi-
ately distal to the vocal cords. The stylet is removed
while the plastic suction tubing remains in place
against the Carden tube to prevent dislodgement of
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the Carden tube. The cuff on the Carden tube is in-
flated, and the plastic suction tubing is removed.

We find this an casy, safe method of Carden tube
insertion, which varies little from routine endotra-
cheal intubation.
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Conversion of Nasal to Oral Intubation

RauL O. FERNANDEZ, M.D.,* MARrTIN F. McCarry, M.B.,t MarTIN I. GoLb, M.D.%

There are rare instances when nasal intubation
must be followed by oral intubation in the same patient
during maxillofacial or ear, nose, and throat surgery.
We describe here a technique to avoid dual intubation
by using the same endotracheal wbe.

A 55-year-old man with severe trismus secondary to
facial trauma was scheduled for extensive elective
surgery. The preoperative roentgenogram (fig. 1)
demonstrates the fractured sites. Preoperative physi-
cal status was ASA 2. Atropine, 0.5 mg, and hydroxy-
zine, 125 mg, im, were administered for premedica-
tion. The patient was adequately sedated, 4 per cent
lidocaine sprayed through both nostrils, and the naso-
pharynx and oropharynx similarly anesthetized; trans-
laryngeal injection of 4 per cent lidocaine was
accomplished.® A total of 6 ml of lidocaine was
utilized. Awake blind nasotracheal intubation was
accomplished with a 7.5-mm (ID) red rubber tube;
anesthesia was induced with methohexital, 150 mg, iv,
ventilation assisted, and anesthesia maintained with
enflurane and nitrous oxide-oxygen, 50:50.

Following repair of the maxillary fractures, the
intraoral part of the procedure was completed. To
facilitate working on the infraorbital and nasal-
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ethmoidal complex area, the endotracheal tube had to
be repositioned. Figure 2 demonstrates the nasotra-
cheal site of the endotracheal tube. Trismus was no
longer present, and the oropharynx was suctioned.
The cuff of the nasal tube was deflated, the metal

Fic. 1. Preoperative roentgenogram, demonstrating the frac-
tured sites: 1) bilateral ethmoidal fractures; 2) nasal-bone frac-
tures; ) right maxillary bone fractures.
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F1c. 2. The nasal tube in place, cuff inflated and bevel midway
between carina and vocal cords.
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Fii. 3. The suction catheters wedged in the deflated endotracheal
tube have allowed the advancement of the tube into the right main
bronchus. The pilot wube with inflating balloon was also advanced
with the endotracheal wibe, A large hemostat grasps the proximal
end of the tube and enables the withdrawal of the endotracheal wbe
along with the pilot wbe.

adaptor was removed, and two suction catheters were
wedged tightly in the proximal end of the tube for the
purpose of moving it into the oropharynx. The tube
was advanced, along with the pilot tube and inflating
balloon, such that the distal end of the tube was now in
the right main bronchus. With direct vision into the
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Fic, 4. The nasal intubation is now converted to an oral intuba-
tion, the culf inflated, and the tube bevel is again midway between
the carina and cords.

oropharynx, the proximal end of the endotracheal
tube was grasped with a large hemostat (fig. 3). The
suction catheters were removed from the tube via the
nostril. The endotracheal tube along with the pilot
tube and inflating balloon were then withdrawn
through the mouth. The curved adaptor was rein-
serted, and connected to the corrugated extension and
Y-piece of the anesthesia circle system (fig. 4). The

FtG. 5. Postoperative roentgenogram, demonstrating: 1) arch
bars in situ; 2) repair of the fractured sites.

20z ludy 21 uo 3senb Aq ypd°0Z000-000608.6 L-Z¥S0000/18ZETY/ 1.22/€/6/)Pd-01o1n1e/ABO|0ISOUISBUE/WOD IIEUYDIDA|IS ZESE//:d}}Y WOI) papeojumoq



Anesthesiology

V 49, No 3, Sept 1978
chest was auscultated and the cuff inflated after it was
determined that the tube was above the carina. The
operation proceeded without incident. The post-
operative roentgenogram (fig. 5) demonstrates the
repair of fractures and the arch bars in place.

The nasotracheal tube had been safely converted to
an “oral” tube within 3 minutes. Oral reintubation with
laryngoscopy was avoided. During this maneuver
there was no retraction or airway obstruction, and the
patient breathed spontaneously through and around
the endotracheal tube and catheters. This appears to
be a safe and simple technique for converting nasal to
oral tracheal intubation when extensive maxillofacial
procedures necessitate both airway routes to be used in
sequence.
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ADDENDUM

Two subsequent dual intubations, identical to that de-
scribed above, have been performed with facility, with no
sequelae.
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