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Abstract

The Clinical Study for Epistaxis and Tube Insertion Failure Incidence on the Choice of
. Nostril during Nasotracheal Intubation

Kwang-Suk Seo, Li-Ah Joo, Seung-Ji Ko*, Hyun-Jeong Kim, and Kwahg-Won Yum

Department of Dental Anesthesiology, Seoul National University School of Dentistry, Seoul, Korea
*Department of Anesthesiology, Seoul National University College of Medicine, Seoul, Korea

Background: Nasotracheal intubation for general anesthesia is preferred for many oral and max-
illofacial procedures because it ensures unhindered access to the operative site. Epistaxis and tube
insertion failures are recognized complications of nasotracheal intubation. The aim of our study was
to elucidate whether the nostril side used influenced epistaxis and insertion failure incidence.

Methods: We studied 434 patients undergoing nasal intubation (July 2004 --February 2005) with
permission. Randomly, one side of nostril was selected with chart ID number. During nasotracheal
intubation, epistaxis severity and tube insertion failure was observed by the anesthesiologist who inserted
nasotracheal tube.

Results: There was no significant difference between either nostril in epistaxis severity (chi-square
test, P = 0.860) and in the incidence of insertion failure (P = 0.867).

Conclusions: In this study, both nostrils showed equal epistaxis and insertion failure incidence.

(JKDSA 2005; 5: 107~111)

Key Words: Epistaxis, Nasotracheal intubation, Nostril, Tube insertion failure
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Table 1. Scale of Epistaxis Severity during Nasotra-
cheal Intubation (Katz, 1990)

Score Bleeding state
1 “No epistaxis”
2 “Mild epistaxis” represented blood on the
nasotracheal tube only
3 “Moderate epistaxis” indicated blood
pooling in the pharynx
4 “Severe epistaxis” represented blood in the

pharynx sufficient to impede intubation
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Table 2. Patient Characteristics (mean + SD)

Right nostril Left nostril
used used
Patients (persons) 217 217
Age (yn) 305 + 140 307 £ 145
Sex M : F) 113 : 104 111 : 106
Weight (kg) 619 + 125 625 + 125
Height (cm) 166.7 + 85 166.0 = 109
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o7 2d Algtol kA 7| = dlcHCoe, 2001; Hold-
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Table 4. Incidence of Nostril Change because of Tube
Insertion Failure according to Nostril Side

Used
Right nostril Left nostril Total
No change (persons) 198 197 395
Change (persons) 19 20 39
Incidence 8.8% 9.2% 9.0%

Table 3. The Incidence and Severity of Epistaxis according to Nostril Side Used (Persons (Incidence %))

State score Right nostril

Left nostril Total

1. No epistaxis 188 (86.6%)

182 (83.9%) 370 (85.3%)

2. Mild epistaxis 12 (5.5%) 15 (6.9%) 27 (6.2%)
3. Moderate epistaxis 15 (6.9%) 17 (7.8%) 32 (7.4%)
4. Severe epistaxis 2 (0.9%) 3 (1.2%) 5 (12%)

Total 217 (100%) 217 (100%) 434 (100%)
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Table 5. The Causes of Epistaxis (Mahmod et al, 2003)

Local Systemic
Trauma Coagulopathies/blood dyscrasas
- Facial trauma - Inherited (eg. hemophilia A and B)
- Foreign body - Acquired
- Abrupt changes in baromeric pressure Drugs
Inflammatory Liver disease
- Rhinosinusitis Vitamine K dificiency

- Nasal polyposis
Anatomic and Structual Deformities
- Septal deviations/spur
- Edges of septal perforation
Nasal, paranasal neoplasias
- Hereditary hemorrhagic telangiectasia
- Benign
- Malignant
Pseudoepistaxes
- Pulmonary hemoptysis
- Bleeding esophageal varices

Disseminated intravascular coagulation
Thrombocytopenia
Platelet dysfunction
Blood vessel disorders

- Connective tissue disease

- Arteriosclerosis and hypertension
Idiopathic

* - Tumor bleeding from the pharynx, larynx, and trachea
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