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A N infant delivered in a private hospital after 33
weeks’ gestation weighed 2,050 g, had persistent

tachypnea, and had associated hypoxia requiring intuba-
tion. After three esophageal intubations, the neonate’s
trachea was successfully intubated. Despite mechanical
ventilation, the infant had persistent tachycardia, hypoxemia
(80–90% oxygen saturation) and a distended abdomen.
A preoperative radiograph of this child shows the endo-
tracheal tube tip in the right main bronchus (arrow A),
atelectasis of the entire left lung (arrow B), pneumoperi-
toneum (white arrows), and increased abdominal gas.
At surgery, a 1.5-cm perforation of the anterior wall of
the lesser curvature of the stomach was identified and
repaired.

The radiograph emphasizes critical complications that
can occur during airway management of a neonate. Inad-
vertent esophageal intubation is one of the most common
causes of neonatal intubation failure, which can lead to
catastrophic consequences.1 This condition can be rap-
idly detected by using end-tidal carbon dioxide monitor-
ing, because it is the single most useful method in con-
firming endotracheal tube position.2 In this neonate,
gastric perforation likely occurred as a result of distension
associated with positive pressure ventilation after esopha-
geal intubation. Endobronchial intubation is another
common problem associated with airway management in

a neonate. This child’s atelectasis likely developed after main stem intubation, when the endotracheal tube depth was noted to
be 11 cm. As a guide to proper tracheal placement of an endotracheal tube, 1-, 2-, or 3-kg babies are intubated to a depth of
7, 8, or 9 cm, respectively.3

These two complications reinforce the need for specialized training and experience in neonatal airway management.
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