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PROTOCOL – ENDOTRACHEAL INTUBATION

PURPOSE:
To establish airway control, prevent aspiration, and provide adequate oxygenation and ventilation for the patient with airway compromise.

POLICY:
To be performed by Flight For Life medical crew trained in this procedure on the patient with need for definitive airway control. (See Protocol – Airway and Breathing Management)

EQUIPMENT:

1. Laryngoscope handle with functioning batteries.

2. Curved or straight laryngoscope blade with functioning light bulb.

3. Cuffed endotracheal tube (if <8 y/o, may use uncuffed tube although cuffed tube preferred).
4. Stylet.

5. 10 cc syringe.

6. Tape.

7. Oxygen source.

8. Suction.

9. Bag-valve mask device.

10. Magill forceps.

11. Oral airway.

12. Lubricant.

PROCEDURE:
ORAL
1. Remove potential airway obstructions (dentures, broken teeth, etc.).

2. Preoxygenate patient while preparing to intubate.

3. Check ET tube balloon for leak.

4. Insert stylet in ET tube.

5. If C-spine injury not suspected, position patient with head in sniffing position.  If C-spine injury suspected, have assistant maintain manual in-line immobilization with head in neutral position.

6. Have assistant apply cricoid pressure (Sellick’s maneuver). May apply backward, upward, rightward pressure (BURP) to the cricoid, especially in difficult intubations.
7. Hold laryngoscope handle in left hand while opening patient’s mouth with right.

8. Insert laryngoscope blade into right side of mouth sweeping tongue to left.

9. Using wrist and forearm, lift laryngoscope to visualize vocal cords without putting pressure on patient’s teeth or lips.

10. Maintain visualization of vocal cords while inserting endotracheal tube in right side of patient’s mouth.  If pulse-ox drops below 90% or not successful after 30 seconds, abort attempt, hyperventilate and reoxygenate patient by bag-valve mask, and repeat attempt.

11. Advance endotracheal tube through vocal cords until balloon cuff is approximately 1 cm past cords.

12. Hold tube firmly in place while removing laryngoscope and stylet.

13. Inflate ET tube balloon with 6-10 cc of air.

14. Bag-tube ventilate.  Observe chest rise, confirm presence of breath sounds bilaterally and absence over epigastrium.

15. Confirm with Easy Cap, ETCO2 or syringe aspiration.

16. Secure ET tube.

17. Place oropharyngeal airway/bite block.
18. Monitor pulse oximetry and ETCO2.

19. Place NG or OG tube as needed.

NASAL

1. Blind nasotracheal intubation is relatively contraindicated when age <12.

2. Remove potential airway obstructions (dentures broken teeth, etc.).

3. Preoxygenate patient while preparing to intubate.

4. Consider neosynephrine ½ % nasal drops: 2-3 to nare.

5. Check ET tube balloon for leak.

6. Lubricate ET tube with anesthetic ointment.  (Note: Do not use stylet.)

7. Position patient’s head in sniffing position (except in suspected C-spine injury).

8. Apply cricoid pressure.

9. Insert ET tube into nare with bevel toward septum.

10. Advance ET tube directly posterior in nasal pharynx, then rotate tube to follow natural curvature of pharynx to level of vocal cords.  (Alternately, the tip of the ET tube may be directed with the Magill forceps and direct visualization of the larynx with the laryngoscope.)

11. Advance tube through vocal cords during inhalation.

12. Inflate ET tube balloon, confirm tube placement and secure.

13. Confirm with Easy Cap, ETCO2 or syringe aspiration

14. Monitor pulse oximetry and ETCO2
15. Place NG or OG tube as needed.
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