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Blind nasal intubation as an alternative to difficult

intubation approaches
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Airway difficulties are a major concern for anesthesiologists. Even though fiberoptic intubation is the generally

accepted method for management of difficult airways, it is not without disadvantages—requires patient cooperation,

and cannot be performed on soiled airway or upper airways with pre-existing narrowing pathology. Additionally,

fiberoptic bronchoscopy is not available at every medical institution. In this case, we encountered difficult airway

management in a 71-year-old man with a high Mallampati grade and a thick neck who had undergone urologic

surgery. Several attempts, including a bronchoscope-guided intubation, were unsuccessful. Finally, blind nasal

intubation was successful while the patient’s neck was flexed and the tracheal cartilage was gently pressed down.

We suggest that blind nasal intubation is a helpful alternative in difficult airway management and it can be

a lifesaving technique in emergencies. Additionally, its simplicity makes it a less expensive option when advanced

airway technology (fiberoptic bronchoscopy) is unavailable.
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Airway difficulties during induction of general
anesthesia are a concern for anesthesiologists. The
incidence of difficult intubations has been reported to be
5.8%6.2% in patients who have undergone general
surgery [1]. Even though fiberoptic intubation is the
generally accepted method for management of difficult
airways, it is not without disadvantages—requires patient
cooperation, and cannot be performed on soiled airway
or upper airways with pre-existing narrowing pathology
[2]. Furthermore, fiberoptic bronchoscopy is not available
at every medical institution, especially small and
medium-sized hospitals. The 2013 Practice Guidelines for
Management of the Difficult Airway from the American
Society of Anesthesiologists (ASA) recommends use of
alternative approaches in cases of difficult or unsuccessful
intubations [3]. Blind nasal intubation is a readily

available technique for management of difficult airways,
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such as those in patients with a restricted mouth opening
or damaged teeth [4]. Herein, we present a case of blind
nasal intubation used as an alternative, albeit difficult,
intubation approach on a patient with a high Mallampati
grade and a thick neck.

CASE REPORT

This patient gave informed consent for publication of
this case via telephone. A 71-year-old man (weight, 74
kg; height, 171 cm) was scheduled for robotic-assisted
laparoscopic prostatectomy. According to his medical
history, he had diabetes mellitus that was being treated
with medication. The results of his preoperative labora-
tory tests, electrocardiogram, and chest X-rays were

unremarkable. On his pre-anesthetic airway evaluation,
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Fig. 1. Photographs of a patient with a thick neck.

difficult airway was predicted due to modified Mallam-
pati test grade of 3, a large tongue, and a 48-cm neck
circumference (Fig. 1).

In the surgical suite, electrocardiogram, noninvasive
blood pressure monitoring, and pulse oximetry were
performed. General anesthesia was induced using 375 mg
thiopental sodium. After confirmation that bag mask
ventilation was adequate using the two-handed technique,
we planned to intubate the patient’s trachea after muscle
relaxation was induced using 50 mg rocuronium. Mask
ventilation using desflurane in 100% oxygen was admini-
stered and the target-controlled infusion of remifentanil
was simultaneously started at a target Ce of 2 ng/ml until
full muscular relaxation was achieved. Despite the fact
that a McGrath MAC video laryngoscope (Aircraft
Medical, Edinburgh, UK) with blade 4 was easily inserted
and exposed the epiglottis, although not the vocal cords,
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attempts to insert the styletted tracheal tube were
unsuccessful. In accordance with the practice guidelines
for management of difficult airways [3], we attempted
intubation using a light wand (Lighted Stylets, Bovie
Medical Corporation, Purchase, NY) that was hockey
stick-shaped. A well-defined circumscribed glow pre-
sented slightly below the thyroid prominence in the
anterior neck, although there was resistance when
advancing the tracheal tube through the trachea. As an
alternative approach to difficult intubations, a 7-mm
internal diameter, cuffed nasotracheal tube was inserted
through the patient’s nostril into the oropharynx. A fiber
bronchoscope (Olympus Corporation, Tokyo, Japan) was
passed through the nasotracheal tube into the oropharynx;
however, we were unable to identify the epiglottis and
vocal cords due to the presence of bloody secretions. For
blind nasal intubation, a nasotracheal tube was inserted
while the patient’s head was extended, the neck was
flexed, and the tracheal cartilage was gently pressed
down. Finally, nasotracheal introduction of the nasotra-
cheal tube was confirmed via bilateral lung auscultation
and capnography. Surgery was completed without
adverse events and the patient’s trachea was extubated
after the neuromuscular blocking effects were reversed

using 150 mg sugammadex.

DISCUSSION

Difficult airways are a major concern for anesthe-
siologists. Difficulties with tracheal intubation greatly
contribute to morbidity and mortality associated with
anesthesia [1]. The definition of a difficult airway is a
clinical situation in which a conventionally trained
anesthesiologist has difficulty ventilating a patient using
a facemask or tracheal tube. Incidence of difficult
laryngoscopies and difficult mask ventilation during
surgery are estimated to be 4.4% and 2.5%, respectively
[5]. This approach is based on an updated report from
the ASA Task Force on Management of the Difficult
Airway [3]. Difficulties with tracheal intubation signi-
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ficantly contribute to airway damage, cardiorespiratory
arrest, hypoxic brain injury, unnecessary tracheostomy,
and death associated with anesthesia.

Pre-anesthetic evaluation in order to recognize
potentially difficult airways is intended to decrease
morbidity and mortality related to airway management.
Reviewing patient medical records and establishing
medical histories are the first steps in the safe control
of airways. Physical examination of the anatomical
features of the head and neck is useful for detecting
physical characteristics that may indicate presence of a
difficult airway. It is also important to know how to use
equipment and alternative approaches to guarantee patient
safety during unsuccessful intubations.

Gonzalez et al. reported that difficult intubations are
associated with neck circumference > 43 cm, a Mallam-
pati score > 3, and high body mass index [6]. If initial
intubation attempts are unsuccessful after induction of
general anesthesia, it is important to request an additional
individual who is immediately available to assist in
managing the difficult airway. While conducting the
facemask ventilation with oxygen, alternative approaches
to intubation should be considered. Alternative difficult
intubation approaches include video-assisted laryngo-
scopy, a laryngoscope blade with a flexible tip, a
supraglottic airway as an intubation conduit, fiberoptic
intubation, a light wand, blind oral intubation, and nasal
intubation [3].

For patients with whom tracheal intubation is either
difficult or impossible, blind nasal intubation has become
an accepted method for securing an airway. Blind nasal
intubation usually does not require availability of a
special device [7] or appropriate operator training. Blind
nasal intubation is also a viable option for patients who
are awake. An additional advantage is that presence of
blood and secretions do not increase difficulty in blind
nasal intubation. This is a technique frequently used by
paramedics in out-of-hospital patient care. The average
success rate for paramedics using the blind nasotracheal
method is 58.0%-72.2% with conventional endotracheal
tubes [8-10].

The nasal mucosa should be gently prepared with nasal
mucosal vasoconstrictors and local anesthetic agents,
especially on awake patients. The patient’s head and neck,
if not contraindicated, are then placed in the sniffing
position. The endotracheal tube should be lubricated and
passed along the floor of the nose beneath the inferior
turbinate [11]. Breathing sounds are confirmed and then
the tube is advanced into the trachea through the glottis.
If unsuccessful, the patient’s head is repositioned and the
tube is facilitated via optimal external laryngeal mani-
pulation [12]. Skill of the physician performing the blind
nasal intubation is the main determinant for success.
Average success rate was 71.3% for participating para-
medics who previously attempted blind nasal incubation
fewer than 4 times [8]. Success rate increased to 86.0%
when using the Endotrol (Mallinckrodt, Hazelwood, MO)
endotracheal tube [13]. Use of a Beck Airway Airflow
Monitor (Great Plains Ballistics, Lubbock, TX) whistle
can facilitate blind nasal intubation [14]. Improved
success rate of blind nasal intubation was also achieved
by inflating the tracheal tube cuff in order to elevate the
tip of the tube [15].

Although blind nasal intubation has been shown to be
an effective alternative for the management of difficult
airways, its potential risks and complications must be kept
in mind. Subluxation of the cricoarytenoid cartilage and
damage to the glottic opening occur rarely during endo-
tracheal intubation using a “nonvisualizing” intubating
technique. Blind insertion of endotracheal tube frequently
leads to esophageal intubation. In some instances, the
epiglottis is pushed into the glottic opening. Usually,
these changes are spontaneously reversed and do not
cause permanent damage [2].

Despite the multitude of available airway management
techniques, blind nasal intubation remains a helpful alter-
native in difficult airway management and can be a
lifesaving technique in emergencies. Additionally, its
simplicity ensures that it is a less expensive option in
locations where advanced airway technology, such as

fiberoptic bronchoscopy, is unavailable.
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