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EPIGLOTTITIS is a potentially life-threatening 
disease and the prophylactic performance of 
a tracheostomy to prevent death from airway 
obstruction is a well-accepted surgical proce- 
dure. The current issue of this Journal carries 
another  ~ article on the use of nasotracheal intuba- 
tion as a substitute tbr tracheostomy. This 
method of management of epiglottitis was re- 
ported from Australia by Allen and Steven in 
1965.z Since then, the use of this technique has 
been adopted around the world. 

However, before nasotracheal intubation is in- 
troduced as an alternative to tracheostomy, cer- 
tain c,'iteria must be met. Firstly, the anaesthetist  
must have sufficient experience and expertise to 
anaesthetize and intubate this group of patients 
safely. Occasionally intubation may be quite 
difficult. Secondly, the use of a sufficiently small 
tracheal tube is essential to prevent pressure 
complications. 3 Thirdly, after intubation these 
patients must be treated in a special respiratory 
care unit. Such a unit requires trained nurses on a 
full-time basis, with essential equipment im- 
mediately available. It must be staffed around the 
clock by doctors who can instantly re-insert the 
tube if it falls out or becomes obstructed. There is 
general agreement that if these three require- 
ments are met, then the use of nasotracheal intu- 
bation for epigtottitis will be safe. 

There is not general agreement, however, in 
regard to the anaesthetic management prior to 
insertion of the tube. One group maintains that a 
bronchoscope should be inserted into the awake 
patient to "guaran tee"  an airway prior to anaes- 
thesia. Another group recommends the use of 
intravenous agents and relaxants as a safe 
method. ~ 

Until ag,eement is reached, it would appear 
preferable to follow the anaesthetic technique 
outlined in the large Australian series, z-~ This 
technique consists of atropine as premedication 
followed by slow smooth induction in the sitting 
position, using oxygen and halothane. When 
anaesthesia is sufficiently deep, perhaps requir- 
ing gently assisted respirations, a suitable tube is 
inserted, using a stylet if necessary. Anaesthesia 
is subsequently deepened and a nasotracheal 
tube is inserted when conditions are completely 
satisfactory. The tube is fixed by any of a variety 
of methods and the patient returned to the res- 
piratory unit. 

Subsequently, the tube is removed when an 
"a i r - leak"  has developed, fever and systemic 
toxicity have disappeared, and the volume of 

L'~PIGLO'rTI'rE est une maladie qui peut &te 
potentiellement mortel]e. La trach~ostomie pr6- 
ventive effectu~e dans un but pre~ventif ~t l 'obs- 
truction des voles a~riennes esl une technique 
chirurgicale accept~e. Nous publions dans le 
present num~ro de ce journal un autre article 
pr~conisanl ]'usage de l ' intubation nasotra- 
ch~ale comme alternative ~ la lrach6ostomie. 
Cetle fa~.on de pr-oc6der nous est venue d'Auslra- 
lie suite ~ la publication d 'Al len et Steven ~ en 
1965. Depuis, son usage a ~t~ adopt~ dans le 
monde enlier. 

Cependant,  avant de I 'accepter comme 
solution-substitut fi la trach6ostomie, certains 
crit/~res doivent /:tre satisfaits. D'abord,  Fanes- 
th6siste dolt poss6der I 'exp6rience et ] 'expertise 
essentielles/~ l 'anesth6sie et ~t I ' intubation s6curi- 
taire de ce groupe de patients. Occasionnelle- 
ment, leur intubation s 'av~re assez difficile. En- 
suite, I'usage d 'un tube endotrach6al relative- 
merit petit est n6cessaire si I 'anesth6siste veut 
pr6venir les complications dues ~t la compression 
des structures anatomiques. 

Troisi/~mement, ces malades apr~:s intubation 
doivent ~tre suivis darts des unit6s de soins res- 
piratoires sp6cialis6es. De relies unit6s exigent un 
personnel infirmier bien entraln6 it plein temps 
et tout un 6quipement essentiel disponible de 
fa~on imm6diate. Elles doivent 6Ire couvertes 24 
heures par jour  par un personnel m6dical capable 
de replacer instantan6ment le tube si celui-ci es! 
enlev6 ou devient obstru6. 

II y a accord quesi  ces facteurs pr6requis sont 
satisfaits, I 'usage de Fintubation naso-trach6ale 
est s6curitaire dans les cas d'6piglotlite. 

II n 'y a cependant pas de consensus sur la 
conduite anesth6sique avant I ' insertion du tube 
endotrach6al. Un groupe soutient la n6cessit6 de 
I ' insertion d 'un bronchoscope,  chez le patient 
6veill6, dans le but de garantir  une vole a6rienne 
avant I 'anesth6sie. Un autre groupe recommande 
I'usage d 'agents  intraveineux et de relaxants 
comme une m6thode sfire. Jusqu'~t 6tablissement 
d 'un consensus,  il apparait pr6f6rable de suivre la 
technique anesth~sique d6crite dans les impor- 
tantes s6ries 2-4  australiennes. 

Cette technique pr6conise une pr6m6dication b, 
l 'atropine, suivie d 'une induction en douceur en 
position assise avec I 'halothane et I'oxyg~:ne. 
Lorsque l 'anesth6sie est suffisamment approfon- 
die, n~cessitant peut-~:tre une 16g~re assistance 
respiratoire, un tube de calibre appropri6 est 
ins6r6 avec usage d 'un  styler si n6cessaire. 
L'anesth6sie est ensuite approfondie, le tube 



74 CANADIAN ANAESTHETISTS' SOCIETY JOURNAL 

pulmonary secretions has diminished. The aver- 
age time required is between 18 and 48 hours, but 
may occasionally be longer. The obvious reduc- 
tion in hospital stay and cost when compared to 
tracheotomy is considerable. 5,6 

It has been demonstrated in numerous articles 
that if the above requirements are rigidly adhered 
to, then nasotracheal intubation for epiglottitis is 
a safe method of management and carries a neg- 
ligible mortality. 

A.W. CORN 
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nasotrach6al vient remplacer le premier Iorsque 
les conditions sent enti~:rement satisfaisantes. Ce 
tube est fix6 en position selon I'une des m6thodes 
vari6es pr6conis&es/~ cet effet et le patient est 
retourn6 ~ I'unit6 respiratoire. 

Eventuellement, I 'enfant est extub6 Iorsqu'une 
" fu i te"  ad6quate (air leak) survient autour du 
tube, alors que la fibvre e t l a  toxicit6 sent dis- 
parues et que le volume des s6cr6tions pul- 
monaires est diminu6. Le temps moyen requis est 
de 18 ~ 48 heures, mats il peut occasionnellement 
&re plus long. Le raccourcissement du s6jour 
hospitalier e t la  diminution de cofits impliqu6s par 
rapport $ une trach6ostomie sent consid~rables. 

I I a  616 d6montr6 daBs de nombreux articles 
q u e s i  les crit~:res mentionn6s plus haut sent 
suivis de fagon rigid e, l ' intubation naso-trach6ale 
est une m6thode de conduite sfire dans le traite- 
meat de 1'6piglottite et que cette pathologie corn- 
porte alors un taux de mortalit6 minime. 

A.W. CORN 


