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To the editor:
Our anesthesiologist chose the tube sizes based on inner 

diameter 7.0 for male and 6.0 for female, and adjusted them 
considering patient’s height and airway anatomy. The tube 
depth after intubation was assessed by combining vari-
ous methods, including direct view of the tube cuff during 
intubation (at least 2 cm below the vocal cord), ausculta-
tion using a stethoscope, palpitation of the tube cuff at the 
patient’s sternal notch, and analyses of airway pressure 
curves.

In fact, in some patients, the position of tube at the start of 
surgery might be already not proper, because we did not con-
firm the tube depth immediately after intubation. However, 
we had experienced that the nasal RAE tube occasionally 
became endobronchial intubation immediate after intuba-
tion and required the depth adjustment. There could be some 
patients with deep tube depth within carina < 2 cm which 
was not detected. Interestingly, there was no patient with 
a deep tube on postoperative chest radiography. Hence, we 
thought that the intraoperative factors would affect the shal-
low tube depth.

As the previous literature cited in the reference [1], 
the changes in tube fixation depth were poorly correlated 
with the changes in the tube distal tip, even if there is no 

noticeable distortion of the tube. The previous literature 
and our results means that even though the patient’s head 
returned to the neutral position after surgery, the tube tip 
would not have returned to its original position. Therefore, 
we think that the depth of tube tip should be re-evaluated 
at the end of surgery because the reliability of tube fixation 
depth is poor.
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