
Letters to the Editor

Undersizing Left
Double-Lumen Tubes

To the Editor:
Amar et al.1 prospectively studied

the impact of left double-lumen tube
(DLT) size for patients undergoing
thoracic surgery. The occurrence of
hypoxemia during one-lung ventila-
tion (defined as Spo2 �88%), failure
to isolate the operative lung (attrib-
uted to DLT malposition), and/or
the need for intraoperative DLT re-
positioning were the same whether a
small or larger DLT was used. Based
on these findings, the authors’ ques-
tion a current practice of selecting the
largest DLT that will safely fit that
patient’s bronchus.

Half of the investigators in this
study routinely select a small DLT
for all patients, however many of the
small DLTs may have actually been
indicated had the patient’s tracheal
diameter been measured. Addition-
ally, the authors cannot evaluate
how a truly undersized DLT would
have performed because patients
with “undersized” DLTs and those
with anatomically sized DLTs were
analyzed together in groups accord-
ing to height. What can be concluded,
however, is that the composite end
points occurred with equal fre-
quency for all height groups (ap-
proximately 15%–20%). This is not
surprising, considering that previ-
ous studies have demonstrated a
poor correlation of left mainstem
bronchial diameter with patient
height and gender. Selection based
only on height and gender results
in an inappropriate sized DLT (ei-
ther too large or too small) in the
majority of patients.2

Even with a similar incidence of
measured endpoints between groups,
the claim that tube size is unimportant
is not resolved by the results of this
study.

Airway injury from a DLT is
devastating, but fortunately very
rare. Almost all reports of airway
rupture have been associated with

small DLTs. A review of this com-
plication found no published in-
stances of tracheo-bronchial injury
associated with larger (size 41 Fr)
DLTs.3 Although the higher inci-
dence of major complications with
smaller DLTs may be due to their
greater popularity, it could also re-
late to the need for relative cuff
hyperinflation necessary with an
undersized tube, or even to the
natural angulation of the bronchial
lumen.4

One of the end points of the
present study, failure to isolate the
lung, could have been due to tube
size and not as attributed, to mal-
position. Even with an ideally posi-
tioned tube, which presumably was
the norm because all DLTs were
positioned with fiberoptic bron-
choscopy, 4 mL of air in the bron-
chial cuff of an undersized DLT in a
large bronchus may be insufficient
to adequately seal the bronchus.

This could result in “failure to
isolate” and collapse the operated
lung. It would have been useful had
the authors compared the differ-
ence in bronchial cuff volume and
pressure between undersized and
anatomically sized DLTs.

Finally, one very important poten-
tial disadvantage of an undersized
DLT, not considered in this study, is
the issue of airflow resistance. Be-
cause of their reduced internal lumi-
nal diameters and higher airflow
resistance, small DLTs (35 and 37 Fr)
are associated with significantly
more auto-positive end-expiratory
pressure (PEEP) than larger
DLTs.5,6 Many patients undergo-
ing thoracic procedures have ob-
structive lung disease and selection
of a small DLT in these individuals
can result in dangerously high levels
of auto-PEEP and dynamic pulmo-
nary hyperinflation.7

We continue to believe that anes-
thesiologists should always examine
their patients’ preoperative chest ra-
diographs or chest computed tomog-
raphy scans before placing DLTs.
Not only will this provide a measure
of airway size, it will also alert the

physician to distortion or obstruction
of the airway that could present a
problem with placement of a DLT of
any size.
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What Is the Best Choice
for Size of Double
Lumen Tube?

To the Editor:
Amar et al.1 successfully demon-

strated no difference in either the
incidence of hypoxemia, or malpo-
sition of double lumen tube (DLT),
by routinely using a 35 Fr left DLT,
compared with sizing the DLT ac-
cording to patient height.

Using a larger size DLT will lessen
the chance of a distal migration, re-
sulting in a malposition and possible
hypoxemia. However, if FOB is used,
both of these problems can easily be
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