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To the Editor,

We thank Dr. Shao et al.1 for their valuable comments

on our recent article.2 They raised important concerns and

questions, which we further address below.

As mentioned, it would indeed be helpful to assess the

patency of nostrils before nasotracheal intubation to

minimize the risk of nasal trauma during endotracheal

tube (ETT) placement. There are several tests to select the

most suitable nostril. The flow rate through each nostril can

be assessed during breathing by simply asking the patient

to discern the clearer nostril when the contralateral nostril

is occluded. Nevertheless, since this simple method is

known to be of poor diagnostic value,3 flexible

bronchoscopic selection and guidance would arguably be

more helpful to minimize the incidence and severity of

epistaxis.4 With respect to the risk of epistaxis, the choice

of nostril sides does not seem to consistently alter the risk.

In our study, we selected only the right nostril for

nasotracheal intubation, because the ETT was easier to

manipulate by the operator’s right hand and more visible

on the right side of the videolaryngoscope (VL) screen. The

ease of intubation was assessed mainly for the

manipulation of the laryngoscope, not including the ease

of actual nasal placement of the ETT. In addition, because

our study was designed to exclude the patient in the event

of significant epistaxis after nasal placement of the ETT,

the incidence of epistaxis was not recorded. The incidence

of bleeding was defined as limited to oropharyngeal tissue

bleeding during the intubation in this study. Fortunately, no

patient presented with significant epistaxis during the

placement of the ETT through the nostril and no patient

was excluded from analysis.

As Shao et al.1 pointed out, the intubation difficulty

scale (IDS) is weighted more on the Cormack Lehane (CL)

grade of laryngeal view, and VL generally has a lower CL

grade compared with a direct laryngoscopy. Because a

lower CL grade does not guarantee easier nasotracheal

intubation, N5 (the lifting force applied during

laryngoscopy) and N6 (the necessity of applied external

laryngeal pressure for optimized the glottic exposure)

could be used to align the device and trajectory of the ETT

using VLs.5 In addition, the numeric rating scale also

assessed for difficulty of intubation in our study. The IDS

may not be an ideal tool to assess the difficulty of

nasotracheal intubation with VL, but IDS was the best

available to us at the time.

In our study, intubation failure was defined as peripheral

capillary oxygen saturation (SpO2) dropped below 95%

during intubation, or if it took more than 90 sec. We could

not intubate ten patients on the first attempt because the

intubation took more than 90 sec. None of the patients

presented SpO2\ 95% during intubation in our study.
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