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Dom Pierre Pérignon, (Moët et Chandon) 

 

Legend has it that in the late 1690s Dom Perignon the blind winemaker of the 

Benedictine Hautvilliers Abbey in Epernay, France noticed something astonishingly 

different about his latest wine he had been developing. He cried out “Brothers, 

brothers come quickly, I am drinking stars”. Thus the world was given Champagne. 

 

Large amounts of alcohol may lead to airway compromise in some people. 

Unfortunately sparkling carbonated beverages such as Dom Perignon’s invention 

may result in a false positive capnograph reading in patients who have inadvertently 

had their oesophagus intubated rather than their trachea. 



CONFIRMATION OF ETT POSITION 

 

Introduction 

 

Verification of correct endotracheal tube placement is of vital importance since 

unrecognized oesophageal intubation can prove rapidly fatal. 

 

Confirmation of proper endotracheal tube placement should be completed in all 

patients at the time of initial intubation. 

 

There is no one single method that is 100 % reliable for the detection of correct 

placement of an ETT into the trachea, and so in practice a variety of methods are 

used, though some techniques are more reliable than others. 

 

Physical examination alone is insufficient to detect all misplaced endotracheal tubes. 

 

Properly placed endotracheal tubes may become displaced due to movement of 

patients and/or equipment and so there must be continuous assessment of correct 

endotracheal tube placement in particular with continuous end-tidal carbon dioxide 

monitoring. 

 

Reconfirmation of endotracheal tube position should always be undertaken 

immediately in all patients when their clinical status deteriorates, or at any other time 

there is concern regarding proper location of the endotracheal tube.  

 

Confirmation of tube placement is a dynamic process requiring ongoing patient 

assessment. 

 

Best Indicators 

 

1. Visualization of the tube passing through cords. 

 

● During intubation, direct visualization of the endotracheal tube 

 passing through the vocal cords into the trachea constitutes firm 

 evidence of correct tube placement.  

 

Direct visualization is not always possible, especially in the 

anatomically difficult airway or an airway that is obscured by blood, 

secretions, or vomitus. 

 

Furthermore, “direct visualization” can be a somewhat subjective 

observation and so additional objective techniques should still be used 

to confirm proper endotracheal tube position. 

 

2. Capnometer monitoring (ETCO2): 

 

● This is the best objective method of confirmation of correct ETT 

 placement.   

 

In patients with normal perfusion ETCO2 should read about 38 mmHg 

or 5 % 

 



Recent ingestion of large amounts of carbonated drinks may result in 

initially false positive readings if the tube is in the oesophagus. 

 

Quantitative and continuous ETCO2 monitoring should be undertaken 

in all intubated patients.  

 

If the ETCO2 reads ZERO, the tube could be in the oesophagus or there 

is no cardiac output. 

 

Note that for patients in cardiac arrest, or those with markedly 

decreased perfusion, end-tidal carbon dioxide determination may be 

less accurate. In these situations, if the end-tidal carbon dioxide 

determination is inconclusive, other methods of confirmation will need 

to be performed. 

 

Less Reliable Indicators 

 

3. Auscultation: 

 

● Bilateral and equal breath sounds should be heard on auscultation 

(listen at both apices and high in each axilla). 

 

● Also listen over epigastrium during ventilation (is the ETT in the 

 stomach?) 

 

4. Chest rises symmetrically with each ventilation: 

 

● In the absence of monitoring equipment, an additional manoeuvre to 

 confirm correct placement can be to simply pass the ETT as far as it 

 will go and then ventilate. If it is in the trachea it will go down one 

 bronchus and only one side of chest will move. 

 

● However, obesity and lung disease may impede chest excursion, while 

 oesophageal intubation may produce some degree of chest movement. 

 

5. Wee’s test:  

 

● The ready aspiration of 50 mls of air means that the tube is in the 

 trachea. If air cannot readily be aspirated, then the tube is more likely 

 in the oesophagus.  

 

 This test can be done with a Toomey syringe 

 

Adjuncts 
 

The following are not reliable as sole techniques, but may be useful adjuncts.  

  

6. The “feel” of bag ventilation. 

 

● This is very subjective, but may be used as an adjunctive indicator by 

 an experienced clinician. 

 



7. Observing escape of air/moisture clouding on the lucent tube. 

 

● Again this is a subjective finding, but may be used as an adjunctive 

 indicator by an experienced clinician. 

 

8. Pulse oximetry: 

 

● Hypoxia is a relatively late is a relatively late (and ominous) sign with 

 regard to determining correct tube position.    

 

  Furthermore a delayed drop following oesophageal intubation may be 

  seen with vigorous pre-oxygenation.  

  

Following intubation, prolonged high saturation is a reliable 

indicator of endotracheal intubation. 

 

Pulse oximetry requires adequate peripheral perfusion, and is of less 

utility in shock, hypovolaemia, and other conditions characterized by 

peripheral vasoconstriction. 

 

9. Ultrasound detection of ETT cuff: 

 

● Ultrasound may prove to be helpful as an adjunct to detect and monitor 

 the proper location of endotracheal tubes. However, this is operator 

 dependent and the evidence is currently insufficient to endorse 

 widespread implementation of this method. 

 

10. CXR:  

 

● This may suggest that the tube is in wrong place (eg. down right main 

bronchus, or well past the carina). It cannot prove that it is in the 

correct position. 

 

The utility of the CXR is more to “fine tune” the correct placement 

within the trachea. In adults the tip of the ETT should be about 1 cm 

proximal to the tracheal carina. 
 

● In paediatric patients the tube is readily dislodged, as it is uncuffed. It 

is important to remember in paediatric patients that if the head extends 

the tube will tend to be pulled out, whereas if the head flexes it tends to 

be pushed down the right main bronchus, (the tip of the tube “follows” 

the chin) 

 

 Normally in paediatric patients the tip of the tube should lie between 

the clavicles when the head is in the neutral position. 

 

 In this light a guide may be given to the position of the tube on CXR 

by looking at its tip in relation to the interclavicular point and the 

position of the head, as judged by whether the head is flexed (chin 

covering the lower cervical vertebrae) or extended (chin clear of the 

upper cervical vertebrae). 

 



 Therefore: 

 

 If the tip of the tube is above the interclavicular point, yet the head is 

flexed it is likely that the tube is out of the trachea. 

 

 If the tip of the tube is below the interclavicular point, yet the head is 

extended it is likely that the tube is in the right main bronchus. 
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