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relatively shallow and will allow the fiberscope to readily move 
off‑midline in the event that the trachea is deviated. Once, 
the glottis is identified, and the fiberscope advanced into the 
trachea, the Patil‑Syracuse airway is readily removed from 
the patient’s oropharynx before advancement of the NIM 
EMG tracheal tube.[3]

Furthermore, the use of non‑depolarizing neuromuscular 
blocking agents is contraindicated when using this tracheal 
tube. To facilitate tracheal intubation, a depolarizing agent 
may be required. Pre‑paralytic, as well as post‑paralytic, 
assessment of train‑of‑four monitoring should be carried out. 
This documents the return of neuro‑muscular function to that 
of the patient’s baseline.

Prior to placement, the cuff of the NIM EMG tracheal tube 
should be covered with an aqueous lubricant rather than a 
local anesthetic gel. It is also advisable to use a low FiO2 
given the associated potential for an electrical fire. Lastly, it 
should also be noted that this particular tracheal tube is not 
magnetic resonance imaging compatible.

Consideration should also be made to use a cook airway 
exchange catheter (CAEC) when extubating a patient with 
a “difficult airway” requiring a NIM EMG tracheal tube. 
CAECs are also mechanically compatible with these tracheal 
tubes and can function as a stent; facilitating re‑intubation. 
Furthermore, they also allow for jet ventilation in the event 
that re‑intubation cannot be readily accomplished.[4]

In conclusion, the NIM EMG tube allows for intraoperative 
localization of the LNs during the surgical dissection. Proper 
understanding of its structure and function is an essential for 
the anesthesiologist.
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Is fibreoptic bronchoscopy 
a must prior to one lung 
ventilation in a situs inversus 
patient?

Sir,
Situs Inversus (SI) is a condition characterized by a mirror image 
orientation of the abdominal and thoracic viscera in relation to 
midline. Thoracoscopic surgery enables internal examination, 
biopsy and resection of masses within the pleura and thoracic 
cavity and requires one lung ventilation (OLV).[1] We report 
OLV of a patient, ASA grade  II with SI, and right‑sided 
breast carcinoma posted for thoracoscopic surgery. Chest 
X‑ray Postero Anterior view showed Dextrocardia with right 
pleural effusion. Echocardiography revealed dextrocardia with 
normal cardiac function. High‑resolution computed tomography 
of chest and contrast‑enhanced computed tomography of 
abdomen were suggestive of a tumor of right breast with 
right pleural effusion and SI. The anesthetic plan was to 
first perform fibreoptic bronchoscopy (FOB) to confirm the 
anatomic aberration of tracheobronchial tree in the patient. 
In the operating room, monitoring was initiated in the form 
of pulse oximeter, noninvasive blood pressure, and 5‑lead 
electrocardiography electrodes placed in a mirror image of 
normal. FOB done under sedation revealed right main bronchus 
with upper and lower lobe branches and left main bronchus with 
upper, middle, and lower lobe bronchus confirming the mirror 
image aberration of anatomy. FOB revealed left main bronchus 
in line with the trachea, with upper lobe bronchial opening 
close to the carina. Hence, the choice of endobroncheal tube 
was ‑right‑sided double lumen tube (DLT) to be placed in the 
left main bronchus of the patient. The slit in the endobroncheal 
cuff of the right‑sided DLT would enable ventilation of left 
apical segment. With standard anesthetic technique a 37 Fr 
right‑sided DLT was placed in the left main bronchus. The 
distal bronchial tube was held with the tip directed upward. 
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As it passed through the glottis the stylet was removed. The 
tube was advanced and rotated 90° counterclockwise (toward 
the left) and advanced until resistance was felt  [Figure 1]. 
Correct positioning was checked by auscultation and by FOB 
including the ventilation of the left upper lobe through the slit in 
the endobronchial cuff. Intermittent positive pressure ventilation 
of left lung was achieved through the endobronchial lumen after 
cuff inflation and right lung was collapsed and CPAP applied 
to tracheal lumen. Multiple pleural biopsies and pleural lavage 
was done and neuromuscular blockade was reversed and trachea 
extubated at the end of the procedure.

This case is reported to highlight the need of FOB to 
evaluate the anatomy of tracheobronchial tree prior to 
choosing the appropriate DLT in a patient of SI Totalis 
for OLV. The mirror image airway anatomy demands 
innovative and meticulous planning for the placement of 
lung separation devices. Successful right bronchial intubation 
using a left‑sided DLT has been reported in a patient with 
SI.[2] The difference between the length of the left main 
bronchus upto the opening of the left upper lobe bronchus 
and the length of the cuff and tip of the bronchial segment 
of the DLT has been termed “the margin of safety” by 
Benumof.[3] This margin of safety is minimal in a patient 
with SI. Use of a right‑sided DLT in left lung of SI patient is 
useful to maintain the ventilation of the apical segment of the 
left lung. The use of a bronchial blocker, Fogarty’s catheter or 
the Univent (TCB Univent; Fuji Systems Corporation) can 
also be considered for OLV in patients with SI. However, 
intentional left bronchial insertion of a right‑sided DLT and 
confirmation with FOB is a reliable option.
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Figure 1: Placement of a right‑sided double lumen tube in the left main bronchus 
with situs inversus totalis
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Anesthetic management of 
T tube: A simple approach

Sir,
We read with great interest the case report “Anesthetic 
management of a patient with Montgomery t‑tube in situ for 
direct laryngoscopy.”

The authors were able to achieve an induction with 
3‑4% sevoflurane in 100% oxygen.[1] This appears to be 
technically difficult in view of considerable loss of gases 
through the open laryngeal end of the intraluminal limb. 
An appropriate sized red rubber suction catheter inserted 
trans‑laryngeally into the open intraluminal limb could 
have hastened the process of induction. However this could 
prove to be technically difficult.

Alternate maneuvers which could have been used include 
keeping the oral cavity closed tightly with slight jaw 
retraction and pinching of nostrils to prevent escape of 
gases.

Inability to ventilate due to the proximal air‑leak with ventilation 
via the extraluminal limb using standard endotracheal tube 
connector, as well as failure of bag‑valve‑mask ventilation 
while occluding the extraluminal limb with a stopper has been 
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