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morbidity and mortality, and it can be successfully 
retrieved completely without surgical intervention.
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Inadvertent insertion of 
nasogastric tube into the 
trachea of a conscious 
patient

Sir,
A 50-year-old man with oral carcinoma was transferred 

to our ICU from the radiotherapy ward with a complaint 
of sudden respiratory distress. History indicated that 
the patient developed severe coughing, choking and 

difficulty in breathing after nasogastric tube placement. 
On arrival, he was awake, extremely restless and unable 
to maintain saturation on room air. His heart rate was 130 
bpm and BP was 130/87 mmHg, with rapid and shallow 
respiration. Auscultation showed bilateral coarse crepts. 
We decided to intubate the patient. On laryngoscopy, 
the nasogastric tube was seen entering the vocal cords 
[Figure 1]. We removed the tube with a Magill’s forcep 
and, to our surprise, about 16 cm length of it was lying 
inside the trachea. After 3 days of mechanical ventilation, 
he was transferred back to the ward after extubation 
and proper nasogastric tube placement, which was later 
confirmed by chest Xray.

Insertion of feeding tubes although stated to be easy 
is not without complications, although the problem 
is underreported.[1] The rate of malposition of feeding 
tubes into the trachea and distal airways ranges from 
2 to 2.5%.[1,2] Sorokin and Gottlieb (2006)[1] reported 50 
cases of nasogastric tube malposition into the right or 
left bronchus out of 2000 tube insertions over a period 
of 4 years, with two mortalities. The complications are 
more frequently seen in the elderly, mentally unsound, 
neurologically impaired and critically ill patients,[3] 
with occasional reports in awake patients.[4] Failure to 
recognize a malpositioned feeding tube may lead to 
serious injuries to the tracheo-bronchial pleural tract, 
such as pneumothorax, pleural-effusion and even 
death.[4] Therefore, radiographic confirmation must 
be done before starting nutrition. Most case reports of 
malposition are with the use of narrow bore tubes with 
stiff inner guide wire.[5] In contrast, in our patient, the 
complication occurred with a wide bore 16F soft tube. In 
this patient, the tube was inserted by an inexperienced 
resident and the position was confirmed by auscultation 
only, which is often fallacious. Fortunately, no feeding 
or medication was instilled into the tube. Reporting such 

Figure 1: Nasogastric tube inside the glottis
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events will make the clinicians aware about the potential 
morbidity and mortality associated with such a simple 
procedure often done unsupervised by junior staff and 
nurses. Further, this may lead to formulation of a plan 
to contain this problem and, thus, enhance the safety.
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Advanced cardiac 
life support training 
program on the outcome 
of cardiopulmonary 
resuscitation in a tertiary 
care hospital: Real 
scenario

Sir,
I read the article on “Impact on advanced cardiac 

life support training program on the outcome of 

cardiopulmonary resuscitation in a tertiary care 
hospital” by Sodhi et al. with interest.[1] In the current 
scenario of improving the rescue rate following 
major events including cardiac arrests, as often called 
“lower failure to rescue rate,” advanced training 
and recertification in life support programs such as 
advanced cardiac life support (ACLS) and neonatal 
life support (NLS) are extremely vital and important. 
Nothing can replace their role in achieving higher 
rescue in such a scenario, and I should congratulate 
the author for highlighting this point again by a very 
useful assessment. But, I tend to raise some queries in 
their audit method. While I am not surprised to find 
that prior training helps in improved rate of successful 
return of activity and hospital discharge following 
arrests, one wonders if the case mix between the 
groups is comparable at all to come to any meaningful 
conclusion in this regard. Although the demographic 
data may not have shown any gross difference between 
the groups, the reason leading to cardiac arrest is never 
assessed and, hence, the difference between the groups 
is not known, as to whether it is due to a real impact 
by training or a spurious association secondary to 
change in disease profile. Differences in the duration of 
resuscitation though may have a secondary impact on 
the ability of the organs to recover from cardiac arrest, 
while lots of other factors play more important roles 
in this, such as primary disease causing cardiac arrest, 
multiorgan dysfunction and whether the arrest itself 
was primary or following multiple prearrests before 
the actual event. It is not surprising to find support 
in such thinking, as was shown by Olasveengen, with 
a weak trend in improved discharge rate following 
cardiac arrest.[2]

Moreover, the program should involve regular and 
periodic recertification, and focus should be on updating 
to most recent guidelines. Focus should also be given 
to regional variation in aspects of diseases leading 
commonly to arrest scenario, and ability to recognize a 
near-arrest should be given equal importance. External 
life support in the form of extra-corporeal membrane 
oxygenation (ECMO) as an assist to cardiopulmonary 
resuscitation (e-CPR) is coming into use more often in 
developed countries, especially in children.[3]
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