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“AN UNUSUAL CASE OF HYPERCARBIA DUE TO
INTRATRACHEAL RYLES TUBE INSERTION”
Obaid Ahmed Siddiqui’, Shahna Al?, Muazzzam Hasan’, Syed Moied Ahmed’, Manazir Athar’

Abstract

To erris human! 44,000 to 98,000 people die each
year as a result of preventable medical errors.
Mistakes and complications do occur in medical
practices but timely detection of the errors and
complications is a must to prevent morbidity and
mortalities.

We report a unique case of gastric perforation
operated under general anaesthesia with
intraoperative carbon-dioxide (CO,, retention due
to inadvertent ryles tube insertion into the trachea.
In this case report we intend to highlight the
importance as well as the difficulties faced in
confirmation of the position of ryles tube
placement, especially in intubated patients. Ryles
tube placement is so called a simple procedure
but incidence of malpositioning and complications
are very common however underreported.

Keywords: Intratracheal ryles tube, hypercarbia,
Intubated patient.

Introduction : Ryles tube's position confirmation
should not be ignored especially in intubated
patients. If chest radiograph could not be done,
direct laryngoscopy should be performed. Clinical
judgment based on gastric auscultation and
aspiration could be dubious attimes.

Casereport

A 55 yearold male, case of gastric perforation was
posted for emergency surgery. Preoperative
blood gas showed a PCO,=42mmHg,
PO,=56mmHg, pH=7.4, HCO,-=26mmol/l.
Patient was planned for general anaesthesia with
rapid sequence intubation. After proper gastric
aspiration ryles tube was withdrawn. Patient was
then intubated maintaining cricoid pressure.

Patient was mechanically ventilated in pressure
control mode. Ryles tube was reinserted intra-
operatively. Confirmation of ryles tube position by
auscultation was not possible since the patient
was already draped.

When gastric content could not be aspirated
following suction, oral cavity was examined to rule
out any kinking of ryles tube in the oral cavity. We
then requested the surgeon to confirm the
placement of ryles tube by palpating the stomach.
However, since the surgeons were busy
operating, they probably did not paid much
attention and forgot to palpate the stomach and
confirm the placement.

During the intra-operative period the capnograph
continuously showed rise in End Tidal CO,
(ETCOQO,) levels, despite all the possible effort of
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hyperventilation. When ETCO, levels reached
around 80 mmHg, ABG was done which showed
PCO,=109 mmHg, PO,= 370 mmHg pH=6.98 and
HCO,-=25.7mmol/l. Patient was continuously
hyperventilated and half an hour later ABG was
repeated which showed PCO,=73 mmHg, PO,=
422 mmHg pH=7.11 and HCO,-=23.2mmol/l. The
cause of persistent hypercarbia during the
intraoperative period could not be evaluated.
However, throughout the operative procedure the
patient was haemodynamically stable.

After completion of the surgery, the patient was
not extubated. The patient was shifted to ICU for
further management. The ventilator showed a
leak of 30%. Position of the tube, its size and cuff
pressure was reassessed. As soon as
laryngoscopy was done, to our surprise, ryles tube
was found to be entering inside the trachea along
the side of the ETT. Presence of mist inside the
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gastric tube further confirmed our doubt. The ryles
tube was then removed and the patient was
intubated with 8.5mmID ETT.

After 4 hours of controlled ventilation the patient
became conscious. He generated adequate tidal
volume and the ABG findings were within normal
limits. The patient was extubated and shifted to
the ward with satisfactory condition.

Discussion

There are numerous indications for ryles tube
placement. The most important among them are
gastric emptying or decompression and enteral
feeding in unconscious or intubated patients.

Although placement of ryles tube is a simple
procedure but incidence of mal-position or
traumatic ryles tube placement are very common
but often not reported. Sorokin and Gottlieb”
reported 50 cases of ryles tube malposition into
the right or left bronchus out of 2000 tube
insertions over a period of 4 years, with two
mortalities. Over 50% of malpositioned blindly
inserted ryles tube occur in patients who were
mechanically ventilated.”

Mardestein et al. ® reported malpositioned
feeding tubes in 2%, of which 67.8% occured in
mechanically ventilated patients and 66%
developed serious thoracic complications.
Rassias et al. “ found malpositioned ryles feeding
tubes in tracheopulmonary system in 2%, of which
92% occurred in mechanically ventilated with
serious complications in 35% patients.

During the intraoperative period when the patient
is under general anaesthesia, insertion of gastric
tube at times becomes difficult.” . Patient remains
unconscious so one cannot be asked to deglutate
for easy passage to the tube. Patient also cannot
mention whether the tube has got encircled within
the oral cavity. There are usually no signs and
symptoms whether the tube has inadvertently
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entered the trachea. In addition confirmation by
auscultation is not always possible during surgery.
It is also not necessary that gastric contents will
always be aspirated during suction.

All these factors could be responsible for mal-
position of the gastric tube in our patient.
However, by performing direct laryngoscopy and
by asking the surgeon to palpate the ryles tube in
the stomach could have prevented the
complication. This was again probably overlooked
or missed both by us and the surgeons.

In our case the ryles tube went inside the trachea
despite the presence of the ETT. The small size
ETT and inadequate inflation of the ETT cuff could
be responsible for this. This probably led to the
development of substantial leak along the side of
the cuff and through the ryles tube during
mechanical. This ultimately resulted in
inadequate ventilation and rise in PaCO,/EtCO,,

During the intraoperative period despite taking all
measures there was a persistent rise in
PaCO,/EtCO,. However, in the ICU, ventilator
(Hamilton C2, Hamilton Medical Switzerland),
detected the leak. In addition the presence of mist
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in the gastric tube made us think that the tube
probably could have beenin the trachea. This was
finally confirmed by performing direct
laryngoscopy. Finally patient was managed
accordingly.
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hospital numbers which might lead to recognition
of a patient. A patient must not be recognizable in
photographs unless written consent of the subject
has been obtained. A table or illustration that has
been published elsewhere should be
accompanied by a statement that permission for
reproduction has been obtained from the
publishers.

Statistics

Input from a statistician should be sought at the
planning stage of the study. The statistical
methods with enough details to enable a
knowledgeable reader with access to the original
data to verify the reported results, should be
incorporated. Give a brief note of how you arrived
at the chosen sample size of your study. Give the
exact tests used to analyse the data statistically
and include an appropriate reference if the test is
not well known. If computer software was used,
give the type and version of the software. When
possible, quantify findings and present them with
appropriate indicators or easurement error or
uncertainty (such as 95% Confidence Intervals).
Avoid sole reliance on statistical hypothesis
testing such as the use of p values, which fails to
convey important quantitative information.
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Results

This section has to have two essential features:
there should be an overall description of the major
findings of the study; and the data should be
presented clearly and concisely. Present your
results in logical sequence in the text, tables and
illustrations. Do not repeat in the text all the data in
the table or illustrations; emphasise or summarise
only important observations. It is worthwhile stating
briefly what you did not find, as this may stop other
workers in the area undertaking unnecessary
studies.

Discussion

It is difficult not to write a long and detailed analysis
of the literature that you know so well. Arough guide
to the length of 'Discussion’, however is that it
should not be more than one third of the total length
of the manuscript (IMRAD) Emphasise and
summarise the new and important findings of the
study and the inferences that follow from them.
Discuss possible problems with the methods used.
Compare your results with previous work or relate
your observations to other relevant studies. Discuss
the scientific and clinical implications of your
findings. Do not repeat in detail data or other
material given in the ‘introduction' or the 'Results'
section. Discuss and analyse the limitations of your
study, including suggestion for future work.

Conclusions

Link the conclusions with the goals of the study but
avoid unqualified statements and conclusions not
completely supported by your data.
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Tables

Do notinclude tables in the text.

Type each table, double-spaced on a separate
sheet.

Number tables consecutively in the order of their
first citation in the text and put a brief title for each.
Give each table a short abbreviated heading,
Mention explanatory matter as well as
explanations of all non-standard abbreviations
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matter of the text right hand margin of the
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Technical Communication
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Medical Intelligence Article
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lllustrations (Figures)

Submit Figures Letters, numbers, and symbols
should be clear and even throughout and of
sufficient size that when reduced for publication
each item will still be legible. Each figure should
have a label pasted on its If a figure has been
published, acknowledge the original source and
submit  written permission from the copyright
holder to reproduce the material.

Units of measurement

All measurements length, height, weight and
volume,etc. should be reported in metric units
(metre, kilogram, or litre) or their decimal multiples.
Temperatures should be given in degree Celsius.
Blood pressure should be given in millimetres of
mercury. All haematologic and clinical chemistry
measurements should be reported in the metric
system in terms of the International System of
Units (SI).

Abbreviations and Symbols

Use only standard abbreviations. Avoid
abbreviations in the title and abstract. The full term
for which an abbreviation stands, for should
precede its first use in the text unless it is a
standard unit of measurement.

Correspondence

A. Letters to the editor include brief constructive
comments concerning previously published
articles

or brief notations of general interest. The
manuscripts must be double-spaced, and a title
and two copies must be provided. Letters may be
submitted at aaarjournal@gmail.com.

B. The editor may change, delete or modify in any
way all items of correspondence.Maximum Word
Allowance: When submitting your manuscript,
please observe the maximum word count allowed
for each type of submission; and the maximum
allowance for figures, tables, and references (word
count should reflect text only and must be listed in
the cover letter):

Maximum word allowance

General Article (excluding abstract) 3000 words
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Case Report 800 words
Brief Report 1000 words
Technical Communication 1500 words
Review Article 4000 words
Medical Intelligence Article 3000 words
Special Article 2000 words
Editorial 1500 words
Book Review 750 words
Letter to the Editor 200 words
Abstract 350 words
Implications 50 words

Non-textual Material Maximum Allowance

Figure and Tables No more than 3 each or a
combination of 6 total. Do not duplicate data in
tables and figures. References No more than 25
references per article, up to 40 references are
acceptable.

Submission of manuscripts

Manuscripts (including tables, figures,
photographs,etc). accompanied by a covering letter
should be signed by all the authors. The covering
letter must provide an undertaking to the effect that
(a) the article has not been published or submitted
to or accepted for publication in any form in any
other journal,(b) the authors vouch safe that the
authorship of this article will not be contested by any
one whose name (s) is/are not listed, (c) on
acceptance the article will become copyright of
AAAR (d)the sequence of the names of co-authors
(e) the manuscript has been read and approved by
all the authors,(f) name, address and the email ID of
the corresponding author (responsible for
communication).On final preparation, A letter of
acceptance or otherwise, will normally be sent to
the author within 3 (three) months. Articles which
are not accepted cannot be sent to the author
unless accompanied by adequate postage stamps.

A Completed checklist must accompany each
manuscript submitted to Asian Archives of
Anaesthesiology and Resuscitation.

Checklist for submitting the manuscript
General

1. Two complete sets of the manuscripts
(including tables) are submitted.

2. A floppy disk or CD is submitted with two files :
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the complete manuscript and a separate file
containing only the title page, abstract, and
references.
3. Manuscript is typed double-spaced, with
ample, left jjustified, margins.
4. Pages are numbered consecutively, starting
with the title page.

Title Page

1. On the first page are typed the title, author
name(s) and major degree(s), and affiliation(s).

2. The name, address, telephone and FAX
numbers, and E-mail address of the
corresponding author are to be given.

3. The manuscript title is no longer than 100
characters (letters and spaces) and does not
contain any abbreviations.

4. A short title (no more than 30 characters) is
provided at the bottom of the page for use as a
running foot.

Summary

* An abstract is provided. For all kind of articles, this
abstractis limited to 200-250 words.

References

1. References correspond to the specifications of
the Uniform Requirements for Manuscripts
Submitted to Biomedical Journals”
promulgated by the International Committee of
Medical Journal Editors.

2. References are identified in the text by
superscript figures, eg., Miller.

3. Each reference is cited in the text. Those
appearing in tables and figures should be cited
in the text where the table or figure is

mentioned.

4. References are numbered consecutively in the
order in which they appear in the text.
(Vancouver Style)

5. Unpublished data, personal communications,
submitted manuscripts, statistical programs,
papers presented at meetings, and nonpeer
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review publications are not listed in the
bibliography.

6. The bibliography is typed doublespaced.

7. Abbreviations of Journal titles conform to those
used in Index Medicus, National Library of
Medicine.

Tables

1. Each table is typed on a separate sheet of
paper with its title.

2. Tables are numbered with Arabic numerals.

3. Each table contains all necessary information in
order that it may stand alone, independent of
the text.

4. No table contains data that could be included in
the textin several sentences.
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5. Vertical lines are not used.

6. Irrelevant and extra tables must not be included
Figures

1. Eachfigure is cited in the text.

2. Figures have been prepared with the journal
column size in mind.

3. Letters and identifying marks are clear and
sharp, and the critical areas of radiographs and
photomicrographs are identified.

4. Legends and explanatory material appear in
the accompanying caption and not no the figure
itself.

5. Legends are typed together on one page.
Legends for photomicrographs include
information regarding stain and magnification.

2479 Volume 81 (J-D) 2015




RHAESTEEEIR & RLUIH] ECIEHCES
OB LIS

AMAESTHESIA &
ALLIED SCIENGES

=] FOR PARAMEDICS

BOOK REVIEW

ANAESTHESIA AND ALLIED SCIENCES FOR PARAMEDICS,2013,first edition
Editor-Dr Manpreet Singh, MD, FCCP, FIMSA, FACEE,MAMS
Publisher : Mr Rahul Jain - SR health Sciences, (CBS Publishers,India)
Darya Ganj, Delhi, India
Phone of publisher: 09810825524
E-mail-rahul@srhealth.in,rahuljain09@gmail.com

The editor of this book, Dr Manpreet Singh is involved in teaching the students of BSc Medical Technology
and Operation Theatre, Trauma Technician courses, MBBS and MD (Anaesthesiology and Intensive
care) at Government Medical College, Chandigarh ,India.

'"ANAESTHESIAAND ALLIED SCIENCES FOR PARAMEDICS'is first book of its kind and comprises of six
sections. All sections are colour coded for easy identification.

Section one consists of anatomy, physiology and clinical biochemistry for paramedics. Details of all
muscles, bones and joints along with their actions, nerves and vessels are compiled in a tabular form so
that it can be easily learnt and recapitulated by students. Essential physiology and clinical biochemistry are
concised subsections of this section.

Second section provides every detail about anaesthesia and its various sub-specialities. This section has
40 chapters i.e from history of anaesthesia till modular operation theatre suit details. Apart from basics of
anaesthesia and sub-specialities of anaesthesia, it highlights operation theatre suit, air-conditioning of
Operation theatre and ICU, sterilization, pain management, dialysis room management and transportation
of patients and anaesthesiologists.

Third section, 'Pharmacology in Anaesthesia' describes intricacies of all anaesthetic drugs and emergency

drugs. These drugs are described in tabular forms in easy language. This section will help the students to
explain the drugs that are asked in table viva during examination.
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Section four covers all the anaesthesia instruments. These includes anaesthesia machine , automated
external defibrillator, sutures, vaporizers and all airway management equipments. The details of
instruments will be very beneficial for the students during training periods, examination, table viva and day-
to-day practice.

Fifth section provides knowledge of 32 unique topics of modern anaesthetic practices that requires utmost
attention. It highlights brief knowledge about clinical audit, hospital waste management, ECG, EMG,
cardiopulmonary resuscitation 2010 guidelines, intensive care topics and physics in anaesthesia.

The final section 6, highlights all the scoring systems, algorithms and grading in anaesthesia. The students
will be elated to read this section as they will feel comfortable to find all gradings at one place.

This book will be extremely useful to all residents of anaesthesiology and paramedics i.e MSc. Operation
Theatre, BSc Medical Technology students, operation theatre technicians nurses, physiotherapists and
trauma technicians. | assure that the student will not move away from this comprehensive book that will be
usefulin all types of examinations, skill development and knowledge augmentation.

The book is a sincere tribute to my father who had this dream for me. | am fortunate enough to have
blessings from Almighty, my teachers and parents. All the contributors of this book have provided me a
great support and deserve my heartfelt gratitude.

Dr Manpreet Singh (Editor)

India

Ph:09646121503
manpreetdawar@gmail.com,manpreetdawar@hotmail.com
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