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An Unusual Cause of Double‑Lumen Tube Obstruction in 
Mechanically Ventilated Patient

Letters to Editor

To the Editor,
Intraoperative airway obstruction is not an uncommon 
life‑threatening emergency. Literature reveals a handful of  case 
reports pointing out crucial respiratory catastrophic events 
in patients ventilated by double‑lumen tube (DLT).[1] Most 
cases of  blockage are detected due to vigilant monitoring; 
however, inadvertent blockage of  the DLT during controlled 
ventilation may even go unnoticed. We encountered 
an unexpected incident of  soft tissue obstructing the 
bronchial lumen of  DLT intraoperatively during one lung 
ventilation (OLV) in right lateral decubitus position.

A 19‑year‑old girl weighing 56  kg with unknown 
comorbidities presented as a case of  left lung 
primary/spontaneous pneumothorax refractory to inter 
costal drainage. Fibreoptic bronchoscopy a day prior to 
surgery revealed collapse of  lingular segment of  the left 
upper lobe, multiple unruptured bullae bilateral lung and an 
incidental finding of  cul‑de‑sac of  right upper lobe. In view 
of  the refractory left pneumothorax patient was posted for 
left lingulectomy. After the induction of  anesthesia with 
propofol 120 mg, fentanyl 100 µg and rocuronium 40 mg, 
a 37F Right DLT was introduced into the trachea. No 
unusual resistance was encountered during placement of  
the DLT. The patient was maintained on oxygen, nitrous 
oxide and sevoflurane in appropriate concentrations. 
She was put on volume controlled ventilation with tidal 
volume (TV) of  400 ml maintaining peak airway pressures 
of  12‑15 cm H2O. OLV was confirmed by first blocking 
the tracheal lumen and then blocking the bronchial lumen. 
Subsequently right subclavian vein and right radial artery 
were cannulated. The surgery went on without any adverse 
events until the removal of  the lingula after which a 
leak test was performed by giving high positive pressure 
ventilation by a rebreathing bag. A leak test came out to be 
negative but patient’s TV reduced to 150‑180 ml with peak 
airway pressures going up till 50 cm H2O. Patient oxygen 
saturation comes down to 87%‑90%. The position of  DLT 
was confirmed and it was noticed that the patient’s right 
lung is not getting ventilated when bronchial lumen of  
the DLT was occluded. Inability to pass a suction catheter 
beyond the tip of  the bronchial lumen of  DLT suggested 
tube obstruction. The DLT was withdrawn and the trachea 
was immediately intubated with the endotracheal tube with 

internal diameter of  7.5 mm, fixed at 22 cm, after which 
TV again improved to around 450‑460 ml with peak airway 
pressures returning to 15–16 cm H2O. On examining the 
removed DLT, it was noticed that the tip along with the 
Murphy’s eye of  the bronchial lumen was entirely blocked 
by red‑coloured soft tissue [Figure 1].

The placement and use of  DLT for mechanical 
ventilation can cause array of  acute or late complications. 
Acute complications include kinking, tube migration, 
haemorrhage, tube obstruction and accidental extubation. 
The recommended maneuver of  suspected obstruction 
includes passing a suction catheter through the tube and 
performing fiberoptic bronchoscopic examination.[2] But 
in our case, in view of  emergency life‑threatening situation 
the only available option was to replace the DLT. However, 
the most common cause of  compromise of  ventilation by 
DLT is its malposition. Fibreoptic bronchoscopy to confirm 
tube placement after positioning is essential.[2] The probable 
explanation to the complication we encountered is that 
because of  the presence of  a cul‑de‑sac right upper lobe, 
which was an incidental finding of  fibreoptic bronchoscopy, 
the high positive pressure ventilation given to perform a leak 
test made the soft tissue from the cul‑de‑sac to be sucked 
into the bronchial lumen of  the DLT blocking the tip and the 
Murphy’s eye. We conclude that soft tissue obstruction can 
be the cause of  obstruction and if  there is such a situation 
then the DLT should be replaced rapidly for oxygenation 
and ventilation and ensuring that all the necessary equipment 

Figure 1: DLT showing a soft tissue mass
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for difficult intubation should be kept ready to mitigate any 
unanticipated difficulty in an apparently normal airway.
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Enhanced Recovery after Cardiac Surgery: Is it Just about 
Putting the Bundles Together?
To the Editor,
Perioperative medicine continues to evolve to incorporate 
enhanced recovery principles for an improved outcome 
after high‑risk surgical interventions. Enhanced recovery 
after surgery (ERAS) represents a global initiative centered 
around an efficient standardized perioperative care aiming at 
accelerated recovery, reduced complication rate, improved 
patient experience, and efficient healthcare resource 
utilization. ERAS protocols constitute multidisciplinary, 
multimodal, evidence‑based approaches usually delivered in 
the form of  Bundles at the stages of  patient care. ERAS is 
gaining popularity across the surgical specialities, promoted 
by an initial encouraging application in colorectal surgery.[1]

The heightened rates of  morbidity, mortality, and resource 
expenditure attributable to cardiac surgical practice 
present a colossal opportunity for inculcating ERAS 
protocols in cardiac surgery. However, the consequences 

of  cardiopulmonary bypass, hypothermia, and the 
heterogeneity in patient characteristics and institutional 
practices present peculiar impediments to the universal 
implementation of  an ERAS program in cardiac 
surgical subset. Although fast tracking after cardiac surgery 
has been extensively evaluated in the past two decades,[2] 
the literature on the ERAS protocols after cardiac surgery 
is relatively scarce, yet promising.[3‑5]

Fleming et al. assessed the feasibility of  a perioperative 
bundle of  interventions for enhanced recovery 
after cardiac surgery  (ERACS) in a prospective 
obser va t iona l  p i lo t  s tudy. [4 ] T he  bund le  was 
formulated in accordance with the recommendations 
emanating from a consensus review in colorectal 
surgery. The perioperative care bundle comprised 
meticulous preoperative assessment, avoidance 
of  prolonged preoperative fasting, preoperative 
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