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Tran fe1Ting patients who are ventilated via an endotracheal 
tube, on inotropic support and being invasively monitored has 
potentially serious implications. The case presented here 
show · one complication with classical clinical and 
radiological features. 

CASE REPORT 

A 75 year old lady wa admitted to the inten ive care unit 
(ICU) with pancreatitis following endoscopic retrograde 
cholangio-pancreaotography. She developed evere multi­
organ dy. function and required cardiovascular inotropic and 
respiratory ventilatory upport. 

Her condition deteriorated as demon, trated by a high 
temp ratur and white ell count, increasing oxygen 
requircm ms and in piratory airway pre, sur s and abdominal 
distention. 

A CT scan of her abdomen wa indicated to define the extent 
of her pancreatic di ea e. She wa tran ferred on a ho pita! 
trolley to the scanner room and from the trolley onto the 
scanner table. She was hand ventilated with a self-inflating 
bag with added oxygen during these manoevre and all 
the infu ion of sedative and inotropic agent and 
their infusion pump were transferred as well. She was 
monitored with a "portable'' monitor giving continuou 
readings of ECG, oxygen saturation, arterial and central 
venou pre ures. 

During the period the ventilation wa managed by using a 
portable oxygen-driven v ntilator ((Pneumopac). There wa 
no significant change in phy iological parameters whi le this 
transfer and scan were being performed. 

After the can, the patient was put back onto the hospital 
trolley along with all the infusion and monitoring apparatu 
and taken back to the ICU. 

Once back on the unit and put onto her bed he was reattached 
to the inten ive care ventilator without changing any of the 
ventilatory ettings. It was noted at this time that her oxygen 
aturation had fallen. 

On examination, the patient was obviously hypoxic with a 
deterioration in her colour and cardiovascular tatus. Her 
chest movement were thought to be reduced on the left and 
there wa light reduction in the percu sion note and breath 
ound . An urgent X-ray wa reque ted. 

Th chest X-ray taken at that time shows a number of 

Fig I 

cla ical and diagno tic igns. The trachea i deviated to the 
left with marked displacement of the heart shadow, so much 
so that the right border of the pine i clearly vi ible. The left 
lung how a diffuse increa ed den ity in hadowing and a 
very well-defined air bronchiogram extending to the third and 
fourth generation bronchi. 

The tip of the cuffed endotracheal tube is in the right main 
bronchu and the cuff is seen to be herniating down the left 
bronchus (Fig 2). 

The tube was withdrawn by 3cm. Oxygenation improved 
immediately a did cardiova cular function. 

DISCUSSION 

The cau e of the oxygen desaturation is right main bronchus 
endotracheal intubation re ulting from tube di placement 
during patient transfer. The clinical and radiological finding 
are cau ed by non-ventilation of the left lung re ulting in air 



Fig2 

absorpti9n af)d airway collapse. Car~ilaginou ring support 
the mam airways o they remain patent but as the 
su1Tounding ti ue becomes more den e an air bronchiogram 
become apparent. Airway and alveolar collap e reduce lung 
volume and allow the ventilated right lung to overexpand 
hence pu hing the heart and mediastinum to the left. 
Hypoxaemia occurs because of a ventilation and perfu ion 
mismatch. The left lung is still perfu ed receiving 45 % of the 
cardiac output but there is no ventilation and so no 
oxygenation in this blood. 

SUMMARY 

Presented here is ju t one complication of transferring sick 
and ventilated patient out of the controlled environment of 
an ICU. The signs and symptom of right endotracheal 
intubation are clearly demon trated clinically and 
radiologically. 

FURTHER READING 

Rubens M. B. A Textbook of Radiology and Imaging. Sutton 
D. (ed). Churchill Living tone, 1987. 
Davie J. M. Anaesthe ia. Nimmo, Smith (ed ). Blackwell 
Scientific Publications, 1989. 

ANSWERS TO QUIZ ON PAGE 53 
I. Angelman syndrome is due to microdeletion on chroma ome 15 ( I Sq 11-13). Patients with this condition have mild 

mental retardation but they also have a characteristic facial appearance which has led to the alternative name of the 
'happy puppet syndrome'. 

2. The syndrome i important becau e it is the best example so far de cribed of the role of genomic imprinting in 
human disease. This is the mechanism by which the phenotypic expre ion of a genetic disorder depend on the 
maternal or paternal origin of the mutation. If the microdeleteion occur on the maternally-derived chromosome it 
leads to Angelman syndrome but if it i on the paternally-derived chromosome it leads to a different condition 
called Prader-Willi syndrome. Thi indicates that genes are modified differentially during oogenesis and 
spermatogene is so that the member of a homozygous pair of genes act differently in human development. 

3. The cardiac di ea e is endocardial fibroelastosis. This i a rare fo1m of cardiomyopathy of unknown cause. It has 
not been described previously in Angelman yndrome. 
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