
Inadvertent insertion of a gastric tube
into the airway in an awake patient

To the Editor:
A fit and healthy 69-yr-old man, height 167 cm,
weight 58 kg, was scheduled for cholecystectomy.
Diazepam 5 mg was given orally as premedication and
about two hours later, a surgeon inserted a 16-Fr
nasogastric tube and encouraged the patient to swal-
low while advancing the tube until the 50-cm mark
was at the naris. The patient, who was awake, coughed
several times during insertion, but coughing subsided
spontaneously. The surgeon did not confirm the posi-
tion of the tube and sent the patient to the operating
theatre, where the patient was placed in the left decu-
bitus position for insertion of an epidural catheter.
The patient coughed mildly every few minutes, and
claimed that he felt irritation in the back of the throat
due to the gastric tube. At laryngoscopy after induc-
tion of anesthesia, we found that the gastric tube was
inserted inside the trachea. The “gastric” tube was
removed and an endotracheal tube inserted. The oper-
ation proceeded uneventfully and no airway complica-
tions occurred postoperatively.

There have been more than 50 reports of inadver-
tent insertion of a large-bore or small-bore gastroin-
testinal tube into the airway. Some patients reported
were awake, but all of them were neurologically
impaired,1 critically ill2 or had depressed respiratory
responses.3 In our case, the patient was conscious
(although 5 mg diazepam was given orally), had no
pathological changes of the respiratory and alimentary
tracts, and the symptoms were mild despite the pres-
ence of a large-bore nasogastric tube in the airway. This
case indicates that inadvertent tracheal insertion of a
gastric tube may go unnoticed, even in healthy adults.
In addition, conventional confirmatory methods, such
as auscultation of the epigastrium during insufflation of
air into the tube or aspiration of fluid through a tube,
may not detect inadvertent airway insertion. Therefore,
more reliable methods such as absence of capnography
through a tube,4,5 should also be used to confirm the
position of the gastric tube even in unimpaired patients,
specially before infusion of any fluid (such as for preop-
erative gastric lavage). 
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Unexpectedly low levels of plasma brain
natriuretic peptide in the patient with
massive pulmonary tumour emboli

To the Editor:
Severe pulmonary tumour embolism is a very unusual
disaster and leads to acute as well as chronic pulmonary
hypertension.1 Brain natriuretic peptide (BNP) is main-
ly secreted from the cardiac ventricles and the plasma
levels of BNP increase according to the extent of right
ventricular dysfunction mediated by right ventricular
overload, specially that induced by higher pulmonary
arterial pressures.2 , 3Plasma levels of BNP have not been
determined in severe pulmonary tumour emboli. We
report the unexpectedly low perioperative levels of plas-
ma BNP in a patient undergoing embolectomy for mas-
sive pulmonary tumour emboli.

A 57-yr-old male patient experienced right ventric-
ular failure secondary to pulmonary arterial emboli.
Echocardiogram showed right ventricular as well as
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