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Two Cases of Submental Endotracheal Intubation
in Patients Having Multiple Facial Fractures
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Submental endotracheal intubation is a method introduced by Hernandez Altemir in 1986 for
maintaining the airway. In the treatment of multiple facial fractures, the appropriate airway
maintenance is a challenge for both anesthesiologists and surgeons. Oral endotracheal intuba-
tion precludes achieving adequate access to the fracture and maxillomandibular fixation for
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dibular fixation and can avoid complications of tracheostomy. In this case report, we present our
experience of submental endotracheal intubation in two cases with multiple facial traumas.
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Fig. 1. Computed tomographic findings showing multiple maxillo-
facial fractures. Multiple fractures in both maxillary sinuses, both
medial and inferior orbital walls, and nasal septum are noted.
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Fig. 2. Creating tube route from submental skin to mouth floor.
Blunt dissection is made for widening the passage of endotra-
cheal tube with mosquito forceps. Blue arrow indicates the tip of
dissecting forceps, and yellow arrows the openings of Wharton’s
duct.

Fig. 3. Pulling out endotracheal tube through submental route.
The pilot balloon is grasped with dissecting forceps, and pulled
through the submental route from the mucosal incision of mouth
floor (A). Black arrow indicates the pilot balloon of endotracheal
tube. Endotracheal tube is separated from ventilating circuit, and
pulled out through the submental route (B).
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