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Patients with oral and nasopharyngeal masses are at risk of difcult mask ventilation and tracheal 
intubation. The difcult airway can be anticipated with proper airway examination in the preoperative 

period. Flexible bre optic endoscopes have become a standard tool for managing difcult airways.–  We report a case where 
difcult tracheal intubation was accomplished using a 300 mm exible nasal endoscope  using topical anaesthesia and 
sedation while maintaining spontaneous respiration and airway reexes.
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INTRODUCTION
Patients with oral tumours or pathology of the nasopharynx, 
oropharynx, epiglottis and glottic aperture are at risk of 
difcult mask ventilation and tracheal intubation. Proper 
preoperative airway examination helps us to identify the risk 
factors. Awake intubation using a bre optic bronchoscope is 
a standard tool for securing the airway in such patients. A 
conventional bronchoscope is 600 mm in length. It requires 
skills and training to use this scope. Many times there is a 
failure to railroad the tube due to its long length while using 

–(3)the scope . A nasopharyngoscope is easy to handle and 
routinely used in ent practice.It has a short working length of 
300 mm and a 3 mm diameter. Here we report a case of difcult 
intubation achieved using a 300 mm nasopharyngoscope 
modied to use for awake oral intubation.

CASE REPORT
A 70 year old male patient came with complaints of difculty in 
swallowing, increased salivation and voice change over 2 
months .   The pat ient  was d iagnosed to  have a 
nasopharyngeal tumour and was planned for excisional 
biopsy of the tumour. A thorough airway examination was 
done preoperatively. Difcult intubation was anticipated. 
Patient was counselled about awake oral intubation. Patient 
was asked to perform 2% lignocaine viscous gargles 15 mins 
before shifting in the operation theatre. Patient was shifted to 
OT and all standard monitors were attached and baseline 
vitals were noted. Inj glycopyrrolate 0.2 mg was given along 
with inj ondansetron 4mg. Patient was then given and inj 
midazolam 1 mg inj fentanyl 20 mcg iv. Patient was asked to 
open his mouth and 10% lignocaine was sprayed at the 
oropharynx base of the tongue and tonsillar pillars. A 300mm 
nasopharyngoscope(2) was attached with a 12 Fr feeding tube 
using a micropore at regular intervals. An 8 mm tube was 
mounted on the scope. Adequate positioning was given and 
the patient was asked to open his mouth. The scope along with 
the mounted tube was introduced into the mouth. Spray as you 
go technique was used .2 % lignocaine 1 ml was sprayed 
using the feeding tube above the vocal cords,1 ml at the level 
of vocal cords and 1 ml below the vocal cord.(4) The 
endotracheal tube was then railroaded into the trachea and 
the scope was removed. Air entry was checked and the tube 
was xed. Patient was vitally stable during this procedure. 
Patient was then induced with inj propofol 2mg/kg and inj 
vecuronium 0.1 mg/kg. Maintenance was done using N2O and 
sevourane.The surgery was uneventful and the patient was 
extubated after adequate reversal. The micropore count on 
the feeding tube was checked and found to be the same. 
Patient was then shifted to the recovery room.

Figure 1: Nasopharyngoscope With Feeding Tube

Figure 2: CT Image Of Nasopharyngeal Tumour

DISCUSSION
Nasopharyngeal tumours are detected late and present with 
late complications with regard to airway management. The 
factors responsible for difcult airways in these patients are
Ÿ Presence of the cancer growth itself which leads to 

distortion of normal anatomy.
Ÿ Anatomical changes and brosis due to previous 

radiotherapy.
Ÿ These tumours are usually friable and thus can undergo 

fracture and get dislodged during laryngoscopy.
Ÿ These tumours are usually prone to bleeding which can 

further hinder glottic view and also lead to aspiration.
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Detailed knowledge of the type,extent and vascularity of the 
tumour is essential. Evaluation of a patient's airway should be 
performed thoroughly and carefully as it helps in anticipating 
difcult airways and planning our strategy accordingly. As the 
nasopharyngoscope is thin around 3 mm in diameter, and 
easy to handle due to its short length, the procedure is well 
tolerated by patients with less risk of hemorrhage and 

–(2,5)trauma . A shorter berscope is easy to manipulate with one 
hand, leaving the other hand available for positioning the 
patient's head to align the glottis and the armed berscope. 
Asking the patient to protrude the tongue and to take deep 
breaths during the glottis passage also is helpful. The tip of 
the bre optic scope is just ahead of the tube it helps smooth 
the passage of the tube and easy and fast intubation.

Proper airway topicalization helps in smooth intubation.(4) 
The secretions and blood can obscure the view but using a 
feeding tube along with the scope helps in suctioning and 
drug delivery.

CONCLUSION
A difcult airway can be anticipated with proper history and 
airway examination. Awake oral intubation with a short length 
300mm nasopharyngoscope can be done smoothly by 
modifying the instrument for our use and proper topicalization 
of the airway.
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