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Letters to Editor

Sir,
Insertion of double‑lumen tubes (DLTs) (Mallinckrodt) 
is challenging and is carried out in lung, chest wall, 
mediastinal, and spine surgeries. DLTs are generally 
inserted for lung isolation and one lung ventilation in 
thoracic surgery.[1] It is particularly employed for lung 
cancer surgeries (pneumonectomies). The indications 
for insertion of left‑ and right‑sided DLTs are distinct 
and defined. There have been several instances of 
misplacement[2] of DLT during various stages of thoracic 
anesthesia. An experienced thoracic anesthesiologist 
is recommended for successful repositioning of a 
misplaced DLT. Left‑sided DLTs are more commonly 
placed due to their greater safety margin[3] as compared 
to right‑sided DLTs. Left‑sided DLT can sometimes 
wrongly enter the right bronchus during placement. 
Confirmation of its position and tube readjustment is a 
risky procedure, which must be done under the guidance 
of a fiber‑optic bronchoscope.[4] We hereby present a set 
of four algorithms for repositioning of a left‑sided DLT 
accidentally misplaced into the right main bronchus. The 
supplemental use of a direct laryngoscope in addition to 
fiber‑optic bronchoscope during tube readjustment is also 
highlighted. An experienced thoracic anesthesiologist 
supported by a second anesthesiologist is recommended 
for a successful outcome.[5] Care should be taken to 
ensure adequate patient oxygenation and hemodynamic 
stability during the repositioning. There is risk of loss 
of airway, hypoxia, bronchospasm, rupture of DLT cuff, 
airway trauma, and even dislodgement of fragile cancerous 
tissue during repositioning.[6] These algorithms may prove 
helpful in the training of anesthesia residents in thoracic 
anesthesia. Step‑wise following of these four algorithms 
can ensure a safe and successful tube repositioning, with 
improved outcomes in all thoracic surgeries, including 
lung resections  [Figures 1‑4].
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Algorithms for successful repositioning of misplaced left‑sided 
double‑lumen tube inserted during lung/thoracic surgery

Management of suspected Right 
bronchial intubation by Left-sided 

double lumen tube (DLT)

Preoxygenation with 100% oxygen; Experienced 
thoracic anesthesiologist; Full preparations for tube 

change and fresh DLT insertion

Fibreoptic bronchoscope (FOB) confirmation of 
misplaced left sided DLT into right bronchus

Rule out pathology of carina or left main bronchus

Maintain oxygenation and ensure stable
hemodynamics; 

Difficult airway cart and  Resuscitation equipment to 
be kept ready

Figure 1: Pyramidal algorithm for preparations to manage left-sided double-
lumen tube misplaced into right bronchus
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FOB guidance alone 

without the use of direct 
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Figure 2: Flow chart algorithm citing options for readjustment or reinsertion 
of misplaced double-lumen tube using fiber-optic bronchoscope guidance 
and with or without direct laryngoscopy
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Withdrawal of DLT from 
right bronchus under 

vision till carina; Passage 
of FOB tip into the left 

bronchus with assistant 
holding the DLT; 

Railroading the DLT over 
the FOB into the left 
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Use of both FOB guidance 
and Direct Laryngoscopy 
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DLT from the right 
bronchus into the left 
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Use of videolaryngoscope 
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of  direct laryngoscopy 
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trachea

Figure 3: Flow chart algorithm highlighting double-lumen tube railroading 
technique over fiber-optic bronchoscope and use of direct or video-
laryngoscopy for misplaced double-lumen tube repositioning
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Point‑of‑care lung ultrasound can detect endobronchial 
intubation during laparoscopic cholecystectomy

pressure. A case of endobronchial intubation during 
laparoscopic cholecystectomy confirmed with lung 
ultrasound scan is discussed.

A 26‑year‑old woman  of 56 kg body weight was posted for 
laparoscopic cholecystectomy under general anesthesia. 
Her clinical examination was unremarkable, and the routine 
hematological and biochemical investigations were within 
normal limits. After institution of routine monitoring in the 
form of electrocardiography, noninvasive blood pressure, 

Sir,
Laparoscopic cholecystectomy is considered the gold 
standard in the management of cholelithiasis. Among the 
nonbiliary complications, endobronchial intubation after the 
creation of pneumoperitoneum is well known.[1] Cephalad 
displacement of the diaphragm during pneumoperitoneum 
results in cephalad movement of the carina, leading to 
endobronchial intubation. This complication results in a 
decrease in the oxygen saturation as measured by pulse 
oximetry associated with an increase in plateau airway 

Ensure oxygenation and stable 
hemodynamics.

Experienced thoracic anesthesiologist.
Availability of FOB, fresh DLT, difficult 

airway cart and suction.

FOB confirmation of misplaced DLT 
and ruling out  carinal pathology;

Deepen anesthesia and  drugs to blunt 
laryngo-tracheal responses.

Direct laryngoscopy by 
anesthesiologist; Withdrawal of 
DLT under vision till carina is 

seen on FOB ; 
Videolarygoscopy may be 

considered in difficult cases.

Insert FOB into left bronchus 
and then slide the DLT into left 

bronchus followed by FOB 
confirmation of position

Removal of FOB and 
laryngoscope;

Confirm ventilation through the 
DLT as per standard protocol

Figure 4: Flowchart algorithm suggesting use of both direct laryngoscope 
and fiber-optic bronchoscope guidance in misplaced double-lumen tube 
readjustment and position confirmation
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