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Medical Memoranda

"Swallowed" Endotracheal Tube: A New
Neonatal Emergency

Brit. med. J., 1967, 2, 811-812

Endotracheal intubation to allow aspiration of the trachea and
positive-pressure respiration has become a routine part of the
resuscitation of the newborn baby (Hamer Hodges et al., 1960;
Barrie, 1963). For this purpose the Portsmouth tube designed
by Tunstall and Hamer Hodges (1961) is widely used. This
tube is designed to be short enough for easy handling, with
a shoulder to prevent entry into either main bronchus. It is
angled to aid intubation and should be long enough to prevent
its loss down the oesophagus if misplaced or dislodged.

In the past 18 months five newborn babies from different
obstetric units have been admitted to the Hospital for Sick
Children, Great Ormond Street, in each of whom a tube of
this type had been lost into the oesophagus.

CASE REPORTS

Case 1.-This girl (birth weight 6 lb. lI oz., 2,760 g.) born by
breech delivery with forceps to the aftercoming head was slow to
breathe and cry. During resuscitation a Portsmouth endotracheal
tube was accidentally passed into the oesophagus and lost. Respira-
tion was satisfactorily established and her condition on admission
was good. The tube was removed under general anaesthesia with-
out difficulty. Her further progress was uneventful.

Case 2.-This boy (birth weight 7 lb. 6 oz., 3,350 g.) was born
by lower segment caesarean section for pelvic disproportion. After
delivery he was limp and apnoeic with an Apgar score of 2.
Resuscitation was started with a Portsmouth tube, which was

displaced into the oesophagus (Fig. 1). Despite loss of the tube

resuscitation a Portsmouth tube was misplaced, but on this occasion,
owing to the distance from London, an attempt was made to remove

it. This was unsuccessful as no suitable infant's oesophagoscope
was available locally. On arrival the baby was cyanosed in oxygen

and in marked respiratory distress. The tube was removed under
general anaesthesia with some difficulty on account of a partial tear
of the pharyngeal wall and considerable bruising and oedema of
the larynx and pharynx. After removal of the Portsmouth tube a

nasogastric feeding-tube was passed under direct vision. Post-
operatively the baby's condition deteriorated rapidly and a naso-
tracheal Jackson Rees tube was inserted to maintain the airway. It
was possible to remove this tube after 24 hours, but nasogastric tube
feeding was required for nine days. A barium cine swallow on
the 16th day showed no abnormality. This baby was transferred
back to the referring hospital on the 20th day.

Case 4.-This patient, a boy (birth weight 6 lb. 6 oz., 2,890 g.),
was born by spontaneous vertex delivery. Respiration was delayed
and endotracheal intubation was attempted. The tube (Portsmouth)
disappeared, but satisfactory respiration was established. This tube
also was removed from the oesophagus under general anaesthesia
without difficulty.

Case 5.-A boy (birth weight 7 lb. 11 oz., 3,490 g.) born by
spontaneous vertex'delivery was cyanosed at birth. A Portsmouth
tube was passed and connected to an oxygen catheter. After five
minutes the tube was noticed to have disappeared. The condition
of the baby improved, and when admitted he was pink, and was

breathing without distress. The tube was removed easily under a

general anaesthetic and his further progress was uneventful.

DISCUSSION

An accident which entails transfer of a neonate, who required
resuscitation at birth, to another hospital for a general anaes-

thetic with endotracheal intubation is serious. It is fortunate
that no permanent harm resulted in any of the above cases.

The tubes are well tolerated, and in the oesophagus do not
hinder breathing or swallowing. Removal with an infant-
sized oesophagoscope is simple. The position of the tube in
the stomach (Fig. 1), which was identical in all five cases,
suggests that there is a possible risk of perforation (cf.
Wilkinson, 1965). Transfer of the baby to a unit with
appropriate facilities as soon as its condition permits is essen-

tial, as shown by Case 3.
The circumstances in which the tubes are lost appear to be

fairly constant. Resuscitation has been started by a junior

FIG. 2.-Portsmouth tube with Cardiff connector.

FIG. l.-Cas 2. Radiograph showing position of tube.

he recovered rapidly, and at 11 minutes had an Apgar score of 9.
The tube was removed under general anaesthesia again without
difficulty. His further progress was uneventful.

Case 3.-A girl (birth weight 7 lb. 10 oz., 3,460 g.) born by
breech delivery was asphyxiated and apnoeic at birth. During

member of staff under conditions of stress. The tube is un-

wittingly passed into the oesophagus and the proximal end
released while being connected to the rebreathing bag. Oeso-
phageal peristalsis takes it rapidly into the stomach, where it
is arrested by impinging on the greater curvature.

This is not a common accident, and it is avoidable. Where
junior staff are to be responsible for resuscitation of the newborn
it is essential that they should be trained in endotrachpal intuba-
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tion by practising on stillborn infants. As a precaution a
Cardiff connector could be fitted to the tube before insertion
(Fig. 2).

Possible modifications of the tube itself include increasing
the overall length, fitting a collar or crosspiece, or simply
attaching a plastic tail to enable easy withdrawal.

If the ease with which a tube can be lost is appreciated this
accident is unlikely to occur.

We wish to thank Mr. D. J. Waterston and Professor A. W.
Wilkinson for permission to publish details of these cases admitted
under their care.

JAMES A. S. DICKSON, M.B., CH.B., F.R.C.S., F.R.C.S.ED.,
Senior Surgical Registrar.

GRAHAM C. FRASER,* M.B., CH.B., F.R.C.S., F.R.C.S.ED.,
Resident Assistant Surgeon.

Hospital for Sick Children,
Great Ormond Street,
London W.C.1.

* Present address: The Health Centre for Children, Vancouver General
Hospital, Vancouver, Canada.
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Acromegaly and Hyperparathyroidism

Brit. med. J., 1967, 2, 812

Underdahl, Woolner, and Black (1953) described the syndrome
of " multiple endocrine adenomas," which may be familial.
They reported eight cases in which the parathyroid and
pituitary glands and pancreatic islets were involved. Vancil
and Locke (1965) were able to collect 16 cases of acromegaly and
hyperparathyroidism from the literature and added a case of
their own. They gave an extensive review of the subject.
Another case is here described.

CASE REPORT

The patient, a 54-year-old housekeeper, presented at the general
surgical outpatient department of the Middlesex Hospital in July
1964 with a Baker's cyst of the right knee associated with osteo-
arthritis. Her appearance was noted to be acromegalic and she
was referred for further investigation.
The onset of acromegaly was uncertain. She had noticed her

hands and feet getting larger over the previous 10 years and she
now needed shoes three sizes larger. In 1952 she was thought to
be hypothyroid and had been started on thyroid tablets. In March
1962 a total hysterectomy and bilateral salpingo-oophorectomy for
papillary adenocarcinoma of the ovary had been performed at
another hospital. She was observed to be acromegalic at that time.
On her admission in December 1964 she complained that for

six months she had had blurred vision on looking downwards. She
admitted to excessive thirst but denied polyuria. Her mother had
died at the age of 60 of pernicious anaemia but without any known
thyroid disorder. One of her father's brothers had had a
nephrectomy for " kidney trouble."
On examination she had an acromegalic facies and large hands,

feet, and tongue. Her eyelids were puffy, and multiple seborrhoeic
warts were present over the chest and abdomen. Her visual fields
were full and there were no cranial nerve abnormalities. Her blood
pressure was 155/85 mm. Hg.

X-ray examination of the skull showed an enlarged pituitary fossa
with erosion of the dorsum sellae. The fasting plasma growth
hormone level was kindly estimated by Dr. F. C. Greenwood, of
the Imperial Cancer Research Fund Laboratories, and the concen-
tration found (248 mjug./ml.) confirmed the diagnosis of active
acromegaly (Greenwood, Stewart, Forrest, and Wood, 1965). Intra-
venous glucose-tolerance test: fasting blood glucose 74 mg./100
ml., K factor= 1.24. Thyroid antibodies were absent. Hypercal-
caemia was found, her initial fasting level being: serum calcium

12.4 mg./100 ml., with a phosphate of 3.2 mg./100 ml. and an
alkaline phosphatase of 6.2 units/100 ml. These results were
repeatedly confirmed. The urinary calcium was 200 mg./24 hours
and an intravenous pyelogram showed three opaque calculi in the
lower pole of the right kidney.
On 17 February 1965 transfrontal hypophysectomy was per-

formed by Mr. Valentine Logue. Histology of the gland showed
an eosinophilic adenoma with fragments of compressed normal
pituitary. The patient was discharged on prednisone 5 mg./day in
divided doses and L-thyroxine 0.1 mg. t.d.s.

She was readmitted in October 1965 for treatment of the
hyperparathyroidism. Her serum calcium was 12.2 mg./100 ml.,
phosphate 2.8 mg./100 ml., alkaline phosphatase 6.3 units/100 ml.,
and the urinary calcium 580 mg./24 hours, again on a ward diet.
On 19 October her neck was explored by Mr. R. T. Turner-

Warwick. An adenoma of the right upper parathyroid gland and
an enlargement of the left upper gland were found. The remaining
two parathyroid glands appeared normal. Both upper glands were
excised and biopsy specimens were taken from the lower ones. The
right upper gland measured 3 by 1.5 by 0.7 cm. and weighed
1,900 mg. It consisted of an adenoma composed mainly of clear
cells with some areas of more eosinophilic chief cells. The left
upper gland measured 0.7 cm. from tip to tip and weighed 150
mg. It contained a small cyst, but the tissue pattern was normal.
The biopsy specimens from the lower glands showed normal
parathyroid tissue. The postoperative serum calcium was 9.6 mg./
100 ml. and phosphate 3.7 mg./100 ml. The urinary calcium was
170 mg./24 hours on a ward diet.
Comment.-The association of acromegaly with hyperpara-

thyroidism is now well recognized but uncommon. It is
probably not a' chance relationship, but rather a manifestation
of the multiple endocrine adenoma syndrome. This patient's
hyperparathyroidism was virtually symptomless and its detec-
tion was made biochemically.

This patient was under the care of Dr. J. D. N. Nabarro. I am
grateful for his kind advice in the preparation of this report. The
pathological report on the operation specimens was made by Dr.
D. S. T. J. Brew.

P. J. B. HUBNER, M.B., B.S., M.R.C.P.,
Late House-physician, the Middlesex Hospital,

London W.1.
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