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I.	Excluding esophageal intubation:





	A.	Scope of the problem





			1.	incidence of unrecognized esophageal intubation


			2.	limits of visualization 





					a)	vomitus/Blood/ inadequate suctioning


					b)	anatomic distortion/ positioning





			3.	limits of auscultation





					a)	poor air exchange (bronchospasm/ chest trauma/ pneumonia/ pulmonary edema)


					b)	pre-intubation ventilation with gastric distention= loss of ÒGastric GurglingÓ as sign of esophageal intubation


					c)	often increased ambient noise levels





	B.	Methods





			1.	end-tidal CO2 - Qualitative (Nellcor) and Quantitative


			2.	esophageal Detector Device


			3.	lightwand


			4.	digital confirmation


			5.	endoscopic confirmation





II.	Optimizing intratracheal position:





	A.	The problem with endobronchial intubation in the Emergency 			patient





			1.	increased risk of barotrauma


			2.	ventilation of non-perfused lung or collapsed lung (pneumothorax/ 	hemothorax) or contused lung





	B.	Optimum position relative to carina/glottis





			1.	5 cm from carina


			2.	influence of head/neck position


			3.	limit of auscultation


					a)	unilaterally decreased breath sounds due to pathology


							-	Digital intubation predisposes to LEFT 							mainstem intubation


					b)	inablity to detect subtle ventilation differences with 						increased ambient noise


					c)	ETT at carina or just into mainstem bronchus can still 		transmit breath sounds to both lungs, but potential for 			further endobronchial insertion with patient movement





	C.	Methods  for optimizing when x-ray not available





			1.	use and limitation of clinical positioning guidelines


					-	23 cm in males/ 21 cm in females


			2.	lighted stylet


			3.	magnetic stylet


			4.	fiberoptic positioning


�
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