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=Abst ract=A clinical study for the evaluation of the effect of apneic oxygenation by
nasal prong during fiberoptic orotracheal intubation on gas exchange and vital signs
has been done on the patients who received tympanomastoidectomy (ASA c1assfication
1 and 2, aged from 20 to 40). Among them, 22 patients were selected whose fiberoptic
intubation lasted more than 3 but less than 4 minutes, to observe the changes of Pa02,
PaC02, HR, and MAP. 11 patients who underwent fiberoptic orotracheal intubation in
apneic state without oxygen administration (Group I) showed similar increases in vital
signs to the other 11 patients who received apneic oxygenation (Group II). PaC02
increased more in Group I than in Group II, which was not statistically significant. The
differences of Pa02 at 1 and 2 minutes between two groups after removal of oxygen
mask and beginning of fiberoptic intubation, were not statistically significant but Group
II showed a significantly lesser degree of decrease in Pa02 at 3 minutes.

We might say that apneic oxygenation during fiberoptic intubation under general
anesthesia is useful because it could delay the onset of hypoxia, thereby provide extra
time for intubation. Therefore we could attempt intubation up to 3 minutes on the fully
relaxed patient, if we give oxygen via nasal prong.
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INTRODUCTION

Flexible fiberoptic laryngoscopy and sub­

sequent intubation is a useful method for

establishing a safe airway. It is now so import­

ant and essential to the administration of high

quality anesthesia and intensive care that
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every anesthesiologist should know how to per­

form this technique and when to use rather

than reserved for patients in whom rigid

techniques have proven to be unsuccessful.

There are multip!e reasons why fiberoptic

equipment improves anesthetic care. First,

fiberoptic endoscopy-aided single lumen

endotracheal tube intubation in the awake or

generally anesthetized patient is recognized as

an indispensible tool in the management of the

difficult airway. Second, fiberoptic bron­

choscopy is considered by most authorities to

be the best way to confirm proper position of














