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Obstruction of an Endotracheal Tube with Change of the Head Position in a Trachea Deviated Patient

— A case report —

Dong Woo Han, M.D."”, Chul Ho Chang, M.D."?, Jong Seok Lee, M.D."?, Sungwon Na, M.D.", Su Hyun Lee, M.D.", and Sang Beom

Nam, M.D."?

1Department of Anesthesiology and Pain Medicine and *Anesthesia and Pain Research Institute, Yonsei University College of Medicine,

Seoul, Korea

Various causes of endotracheal tube obstruction during general anesthesia exist. Herein, the case of a 77-year old male patient,
with tracheal deviation, who was intubated with an endotracheal tube in the emergency room, without a Murphy eye, is reported.

He was transferred to the operating room for the removal of a subdural hematoma.

The endotracheal tube suddenly became

obstructed during flexion of neck for the craniotomy procedure. The distal bevel of the endotracheal tube, without Murphy eye,
was discovered to have come into contact with the tracheal wall, with the airway being obstructed during the fiberoptic

bronchoscopy. Shortly after extubation of the obstructed tube, an armored tube, with a Murphy eye, was reintubated, after which

the respiration pattern immediately returned to normal.

(Korean J Anesthesiol 2007; 52: 339~41)
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Fig. 1. The chest X-ray shows right sided-tracheal deviation and
fibrosis and volume loss of right upper lung area and ground glass
hazziness in right middle lung and lower lung field with pleural
thickening.
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