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Abstract

We describe the airway management of one lung ventilation (OLV) in a 69-year-old patient with tracheal bronchus
(TB). In addition to supportive treatment, we offered the patient controlled intravenous analgesia pump
postoperative. The patient recovered well without any complication.
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Introduction
Anesthesia of one lung ventilation for patients with tracheal

bronchus is a huge challenge for anesthesiologists who don’t visit the
patient preoperative. In 1785, Sandifort firstly described the term TB,
which was of a right upper lobe (RUL) bronchus originating from the
trachea [1]. We describe the airway management of one lung
ventilation in a 69-year-old patient with the tracheal bronchus.

Case Report
A 69-year-old healthy man, with the weight of 60 kg, height of 172

cm, and classified as the American society of Anesthesiologists (ASA)
with the esophageal carcinoma was scheduled for a subtotal
esophagogastrostomy through a combination of thoracoscopic and
laparoscopic approach. Less attention was paid to the patient in
consideration of no any disease. Before anesthesia was induced, the
patient breathed 100% oxygen via a mask for 3 min. The patient
underwent the induction of general anesthesia with propofol (2 mg/
kg), sufentanil (0.5 μg/kg) and rocuronium (0.8 mg/kg). A left sided,
37F double-lumen tube was placed by using visual laryngoscopy, the
position of the bronchial cuff was confirmed by fiberoptic
bronchoscope. We found the orifice above the carina which was caused
by the carcinoma of the esophagus we thought through the fiberoptic
bronchoscopy. We realized the importance of the airway management
if the tracheal cuffs obstruct the orifice of the right upper lobe the
surgeon said which can cause atelectasis or hypoxemia. We examined
accurately the relationship between the position of the TB and tracheal
cuff. The tracheal cuff of the tube could not obstruct the TB when the
bronchial cuff in the left main bronchus. We maintained the anesthesia
with appropriate concentration of sevoflurane, intermittent sufentanil
and rocuronium. The operative course accomplished uneventful

meanwhile the patient controlled intravenous analgesia pump
(contained sufentanil 1 μg/ml, 100 ml) was offered postoperative. The
patient was discharged on postoperative day 15.

Discussion
The term TB referred to a series of bronchial anomalies which

originate from the trachea or main bronchus and finally merge into the
upper lobe [2]. Bronchographic and bronchoscopic studies have found
the prevalence of right tracheal bronchus was 0.1%-2% and the
prevalence of left tracheal bronchus was 0.3%-1% [3]. In our case we
thought the TB was the right upper lobe, but actually it was the apical
segmental bronchus thorough evaluation of the preoperative CT scans
by ourselves (Figure 1). The distance from the carina was mostly
within 2 cm which was described as bronchial trifurcation [4] or as
high as 6 cm which was mostly in the right side [5]. In our case the
distance between the TB and carina was 0.9 cm which was located
below the tracheal cuff ensuring the patency of the TB. The normal
right upper lobe bronchus arises above the right pulmonary artery
which was described as eparterial, and the normal left upper lobe
bronchus arises below the left pulmonary artery which was described
as hyparterial. It’s called preeparterial if the anomalous bronchus arises
from the origin of the right upper lobe bronchus [6] in our case. TB
has two types: Supernumerary TB which is an accessory bronchus and
displaced TB which arises from an abnormal position and supplies the
apical segment or more segments of the upper lobe [7]. In our case the
apical segmental bronchus displaced the tracheal above the carina 0.9
cm. In retrospect our case, the length from the peripheral edge of the
tracheal cuff to the proximal edge of the bronchial cuff was 3.4 cm
which ensure the TB below the tracheal cuff. It’s fortune for us who
undiscovered the TB to succeed in lung isolation and ventilation.
There was different result if the surgical site and type of OLV device
were different.
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Figure 1: a) Coronal computed tomogram of the patient with TB
(arrow); b) Bronchoscopic view in the patient with TB (arrow).

Conclusion
In summary, we report a case of airway management of one lung

ventilation in a patient with TB. It’s important for us to evaluate the
preoperative scans by ourselves instead of relying on the surgeon and
radiologist reporting. It’s necessary to correctly place the double lumen
tube by using the fiberoptic bronchoscope.
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