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On extubation, a tooth was found to be almost completely 
occluding the lumen of the ETT [Figure 3]. The patient 
remained stable after extubation and the next day, he was 
transferred to a medical ward.

In this case, it is likely that the patient’s tooth dislodged and 
fell into his trachea when he self-extubated. Unfortunately, 
as the patient was unable to report any symptoms, this was 
missed. The tooth must have subsequently moved, perhaps 
when the patient coughed and obstructed the distal end of 
the ETT.

Several lessons can be learned from this case. First, 
it  highlights the importance of examination and 
documentation of dentition before and after manipulation 
of the airway. In the emergency situation, this may not 
be possible. However, after stabilization, the patient’s 
dentition should be inspected to exclude the recent loss 
of a tooth.

Second, it reinforces the importance of having a low 
threshold of suspicion for foreign body aspiration in 
critically ill patients. This is particularly important 
when the X-ray demonstrates complications of airway 
obstruction such as atelectasis or a mechanically ventilated 
patient otherwise seems suitable for liberation but fails 
an SBT.

Sir,

Foreign body aspiration can cause airway obstruction, 
consolidation or collapse.[1] However, the diagnosis can be 
difficult in critically ill patients in the intensive care unit 
who are not able to report acute symptoms. We present a 
case in which diagnosis of tracheal aspiration of an incisor 
was delayed and presented as airway obstruction during a 
spontaneous breathing trial (SBT).

A 60-year-old man was intubated to protect his airway after 
he developed an acute left subdural hematoma. 7 days later, 
he required re-intubation after he self-extubated during a 
sedation hold. Reintubation was straightforward and was 
performed with no obvious complications. However, the 
plain chest X-ray radiograph (CXR) revealed new right lower 
zone atelectasis [Figure 1].

Two days later, liberation from mechanical ventilation was 
considered. During SBT trial, the patient became agitated and 
so was re-sedated and treated with nebulized bronchodilators 
and chest physiotherapy. The next morning, the lung fields 
on the CXR appeared clear [Figure 2], so another SBT was 
performed. This time the flow-volume loop ventilator graphic 
demonstrated airway obstruction. Careful review of the 
second CXR [Figure 2], an opacity was seen projected within 
the lumen of the endotracheal tube (ETT). On the first X-ray 
[Figure 1], the same opacity was associated with the right 
lower zone atelectasis.

Figure 1: Tooth in lung Figure 2: Tooth in endotracheal tube
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Figure 3: Tooth with endotracheal tube
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Complete airway obstruction with inferior turbinate avulsion 
after nasotracheal intubation

which was suctioned and ETT was advanced into the trachea 
with the help of Magill’s forceps and cuff inflated. Breathing 
circuits was connected and on manual ventilation resistance 
was felt, end tidal CO2 (ETCO2) tracing was absent, there was 
no bilateral chest expansion and on auscultation bilateral air 
entry was completely absent with no sound on abdominal 
area too. ETT position was rechecked by direct laryngoscopy 
and found to be in correct position. ETT was immediately 
withdrawn and replaced with another ETT of the same 
diameter. On manual ventilation, bilateral chest expansion 
was observed and normal ETCO2 waveform was present. On 
examination of removed ETT, the lumen at the patient end 
was completely occluded including Murphy’s eye by soft-
tissue possibly avulsed inferior nasal turbinate [Figure 1]. 
Postoperatively on 5th day nasal endoscopy was done, and 
inferior turbinate avulsion was confirmed.

Nasotracheal intubation is many times associated with 
complications, mostly mild and self-limiting nasal bleeding, 

Sir,

A 41 years, 78 kg and 176 cm, American Society of 
Anesthesiologists physical grade II male patient was posted 
for hemimandibulectomy. On preoperative check-up, he 
was hypertensive since 5 years on medication. His physical 
examination and investigations were within normal limit. 
Airway examination did not reveal any anticipated difficulty in 
oral or nasal intubation. He was Mallampati class I with a full 
range of neck movements. In the operating room, standard 
monitoring was attached and baseline parameters noted. Nasal 
passage was lubricated with 2% lignocaine jelly to desensitize 
the nasal mucosa and for smooth insertion of an endotracheal 
tube (ETT). Anesthesia was induced with intravenous fentanyl 
2 µg/kg and propofol 2 mg/kg and tracheal intubation was 
facilitated with intravenous vecuronium 0.1 mg/kg. After 3 
min of bag and mask ventilation, 7.5 mm ID cuffed ETT was 
passed through the right nostril with difficulty. On direct 
laryngoscopy, there was slight bleeding in the oral cavity, 
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