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planned. After induction, child desaturated immediately upto 
40%. So, gentle positive pressure ventilation was attempted. 
There was significant resistance and required higher airway 
pressures to ventilate the child. As there was no improvement 
in ventilation with use of airway and appropriate mask holding, 
decision to intubate was taken. Laryngoscopic visualisation was 
difficult and required release of cricoid pressure. It was observed 
that the nasogastric tube was in the trachea. The feeding tube 
was immediately removed and patient’s trachea was intubated. 
There was minimal aspiration which was suctioned from 
trachea. Oxygen saturation improved to the previous value 
and auscultation of the chest did not reveal any added sounds. 
Surgery went uneventful and patient trachea was extubated. On 
retrospective analysis of what had happened, it was revealed 
that the feeding tube got accidentally removed, so reinsertion 
of the tube was done before shifting the child to the OT.

In the literature, pneumthorax,[1] laryngospam,[2] and lung 
laceration[3] have been reported because of inadvertent 
nasogastric tube insertion. In our knowledge, this is the first 
case which reported nasogastric tube malpositioning leading 
to desaturation in an infant after anesthesia induction. The 
situation become more worse in neonates and infants after 
anesthesia induction, as they desaturate quickly and more 
vulnerable to hypoxaemia.[4] Proper assessment of patients 
for positioning of nasogastric tubes should be done before 
induction of anesthesia on the OT table.[5]
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A case of misplaced epidural catheter

Sir,
Epidural catheter migration and misplacement are well‑known 
to occur. We report a case of epidural catheter misplacement 
into the pleural cavity.

A 73‑year‑old male with adenocarcinoma of the lung 
was posted for right lower lobectomy. Thoracic epidural 
was attempted in the left lateral position. The midline 
approach failed, and a paramedian approach was tried at 
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the T8–T9 level. The needle was inserted at an angle of 
45°. The epidural space was identified using the loss of 
resistance (LOR) syringe available with the set, at a depth of 
7 cm, and was confirmed with hanging drop technique and 
meniscal sign. The catheter was threaded in easily and fixed 
at 11 cm. The patient did not complain of any respiratory 
difficulty or chest pain. No test dose or local anesthetic bolus 
was given before induction.

On entering the thorax, the surgeon noticed the epidural 
catheter in the pleural cavity. Approximately 4  cm of the 
catheter was visible [Figure  1]. The intraoperative period 
proceeded uneventfully. At the end of the surgery, the 
misplaced catheter was removed and another epidural 
catheter was placed at T9–T10 space through midline 
approach. The patient had an unremarkable recovery and 
was discharged on postoperative day 15.

Pleural misplacement of thoracic epidural catheter maybe an 
underreported adverse event.[1,2] Pleural puncture by epidural 
needle is a life‑threatening complication which may often be 
unrecognized because the patient remains asymptomatic 
in most cases just as in ours. Though technically easier, 
paramedian approach is more frequently associated with 
complications. There are reports of catheter misplaced into 
the pleural cavity maintained as such to provide intrapleural 
analgesia for thoracotomy and flail chest.[3]

The use of LOR technique to find the epidural space can 
result in false identification. This is because of the failure 

of fusion of ligamentum flavum in the midline especially 
at thoracic levels.[4] This technique relies on the resistance 
offered by the spinal ligaments which disappears once needle 
pierces the ligamentum flavum. Elsharkawy et al.,[5] in their 
review, describe various evolving methods to identify the 
epidural space such as preprocedural or real‑time ultrasound 
guidance, fluoroscopy, epidural pressure waveform analysis, 
and near‑infrared tracking, to name a few.

Blind procedures such as epidural blocks can always 
fail or cause complications. Two major reasons quoted 
for inadequate action of epidural blocks are incorrect 
primary placement and secondary migration of a catheter 
after proper placement. The best clinical practice would 
be performing an epidural in an awake patient who can 
report any symptoms and ensuring a bilateral block before 
proceeding with general anesthesia. A  failed or partial 
block should prompt the anesthesiologist to consider 
misplacement or migration of catheter. A  thorough 
knowledge and awareness can prevent dangerous 
complications related to epidural blocks.
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Figure 1: The epidural catheter inside the thoracic cavity. The arrow points 
to the catheter
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Apnoeic oxygenation during rigid bronchoscopy: An 
unconventional and novel technique

Sir,
Tracheal stenosis is a l i fe‑threatening condition 
characterized by abnormal narrowing of airway passageways 
leading to restriction of pulmonary ventilation. The 
stenosis may result from extrinsic compression or intrinsic 
narrowing resulting from variety of benign and malignant 
causes. The intrinsic narrowing can be further classified 
into glottic, subglottic and at carina, or bronchi according 
to the level of stenosis. Endotracheal tuberculosis, 
sequelae of pulmonary tuberculosis that extends to 
endotracheal wall causes inflammation, edema, ulceration, 
granulation, or fibrosis of mucosa and submucosa is 
among one of causes of subglottic stenosis.[1] We report 
airway management of a tracheostomized patient with 
subglottic stenosis in stridor. A  33‑year‑old female 
presented to us for preanesthetic check‑up for tracheal 
dilatation and stenting. Patient was apparently alright 
2  years back when she developed shortness of breath 
with hoarseness of voice. She underwent evaluation for 
tuberculosis. Sputum smear examination was found to be 
positive for acid fast bacilli (AFB). She took antitubercular 
treatment but shortness of breath persisted. In view of 
increased respiratory distress, emergency tracheostomy 
was performed. On fibreoptic evaluation of upper airway, 
the patient was found to have subglottic stenosis. Later, 
stenosis was managed with laser surgery followed by 
serial dilatation. Tracheostomy tube was repositioned 

and changed with adjustable flange. However, complain 
of respiratory distress with stridor was persistent. 
Fibreoptic bronchoscopic view obtained under sedation 
was suggestive of edematous carina and lower end of 
tracheostomy tube was seen upto carina. It was planned 
to dilate the tracheal stenosis followed by stenting under 
general anesthesia.[2]

Various techniques including apnoeic oxygenation, 
spontaneous‑assisted ventilation, controlled ventilation 
manual  jet  vent i lat ion,  and h igh‑ f requency jet 
ventilation have been already described in literature for 
ventilation during rigid bronchoscopy.[3] Preanaesthetic 
check‑up and routine investigations were within normal 
limits. Patient was kept fasting as per guidelines of no 
solids by mouth for 8 hours and was allowed to drink clear 
liquids up to 2 hours prior to the procedure. Patient was 
premedicated with injection glycopyrrolate 0.1 mg i.v. 
Anesthesia was induced with injection propofol 1 mg/kg 
titrated to loss of verbal commands. After confirmation 
of ventilation, neuromuscular relaxation was achieved 
with injection vecuronium 0.1 mg/kg. Anesthesia was 
maintained with sevoflurane in mixture of 50% O2 in air. 
Tracheal dilatation was achieved with rigid bronchoscope. 
It was decided to introduce rigid bronchoscope further for 
evaluating lower airway and proceed with stenting. For 
executing planned procedure, removal of tracheostomy 
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