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Background: The correct placement of the endotracheal tube is a cornerstone of 
safe anesthesia. Different methods, such as auscultation, capnography, and 
ultrasound, have their own limitations regarding the confirmation of 
endotracheal intubation, reinforcing the idea that a single technique is not 
foolproof. This study proposes a new technique in this regard. 
Materials and Methods: A total of 600 patients were enrolled in this study, and 
tracheal intubation was checked with palm pressure and disposable plastic 
glove inflation and pulsation. 
Results: The data were analyzed using the t-test and Mann-Whitney U test that 
indicate 94% and 94.8% sensitivity for palm pressure and bag pulsation, 
respectively, and a 100% positive predictive value for both tests. 
Conclusion: Palm pressure and bag pulsation are accurate, inexpensive, and 
reliable techniques to confirm proper tracheal intubation. 
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INTRODUCTION 

Tracheal intubation is a daily task for anesthesiologists, 

whether it is difficult or not. The tube’s proper position in 

the trachea or inadvertent esophageal intubation should be 

checked after each attempt. A handful of methods are 

being used for this vital check, and their efficacy has been 

evaluated, such as auscultation, esophageal detector 

devices (EDDs), X-ray study, capnography, fiber optics, 

and ultrasound. Based on the available data, no single 

method is 100% specific and 100% sensitive. The oldest 

methods are auscultation and EDDs. Although 

auscultation is available, simple, and inexpensive and does 

not require special expertise, it might be misleading in 

obese patients (1). Likewise, EDDs are simple, inexpensive, 

and easy to use but might be inaccurate in obese patients 

(2) or cause occlusion (3).  

 

Capnography is available at theatres but not in all 

emergency departments or intensive care units (4). 

Although it is useful in operating theatres, it could not be 

as useful during low perfusion states, such as 

cardiopulmonary resuscitation (5). Fiber optic devices 

might not be available in emergency departments and are 

time-consuming. Ultrasound is a more recent technique 

presented for the confirmation of tracheal intubation. It is 

complicated and needs special expertise to be used (5). 

Some other techniques, such as tactile laryngeal maneuver, 

have been proposed to assess proper tracheal intubation in 

emergency settings which further advanced the insight 

into confirming the correct placement of the endotracheal 

tube (6). 
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No single method is ideal for the purpose of this study; 

therefore, authorities recommend a multimethod approach 

to increase the accuracy and efficacy of the check and 

patient safety. This study proposed a novel technique of 

palm pressure on the chest wall that is simple, inexpensive, 

and specific that requires neither complicated devices nor 

skilled staff.  

 

MATERIALS AND METHODS 
During 12 months, all non-traumatic adult patients not 

suffering rib fracture or pneumothorax patients 

undergoing elective surgery under general anesthesia 

entered the study. The biometric data, such as gender, age, 

weight, height, body mass index (BMI), and chest 

circumference (CC) at xiphoid level, were recorded for 

each patient. The anesthesia technique was the same for all 

patients.  

After each attempt of intubation, a small disposable 

plastic bag (finger of disposable transparent clear non-

sterile plastic glove) was attached and sealed around the 

tracheal tube at its proximal end (Figure 1). Then, palm 

pressure (i.e., light pressure with the palm of the hand 

equivalent to approximately 2 kg) was applied on the chest 

wall at the right midclavicular line on the 5th intercostal 

space, and plastic glove inflation was evaluated for each 

attempt (Figure 2). Later, capnography and auscultation 

confirmed proper tracheal or inadvertent esophageal 

intubation. Esophageal intubation was immediately 

diagnosed, and tracheal intubation was attempted again. 

Accidentally, it was observed that before applying palm 

pressure, plastic bag pulsation respective to cardiac 

pulsation was obvious among the cases that was also 

recorded. The collected data were analyzed using the t-test 

and, if needed, the Mann-Whitney U test.  

Since there were no definitive data about the specificity 

and sensitivity of these techniques, this study considered a 

confidence interval of 95%, precision of 0.05, and 

sensitivity of 50%; consequently, the calculated number of 

patients needed for the study was 400. Then, considering 

the 70% success rate for tracheal intubation, 600 cases were 

considered the proper sample size for the study. 

 

 

 

 

 

 

 

 

 
Figure 1. Finger of disposable transparent clear non sterile plastic glove has 

been attached and sealed around the tracheal tube at its proximal end. 

 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2. Palm pressure applied on chest wall at right mid clavicular line on 5th 

intercostal space and plastic glove inflation evaluated. 
 

RESULTS 
A total of 600 patients, including 347 females (57.8%) 

and 253 males (42.2%), entered the study. The subjects 

were within the age range of 18-70 years, with a mean 

value of 40.93±12.12 years. Table 1 shows other 

demographic data.  

 

Table 1. Demographic data 

 

Demographic variables Mean ± SD 

Age (year) 40.93 ± 12.12 

Weight (Kg) 82.46 ± 25.23 

Height (cm) 166.06 ± 17.72 

BMI (Kg m-2) 29.66 ± 8.58 

Chest circumference (cm) 94.58 ± 15.03 
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In 30 cases, the first attempt resulted in esophageal 

intubation that was changed to tracheal intubation; 

therefore, 630 attempts were made overall. As shown in 

Table 2, inflation and pulsation tests are highly sensitive 

and specific and have a high positive predictive value 

(PPV). 

Table 3 shows the correlation between BMI and CC 

with the inability of dual tests to confirm endotracheal 

intubation, although the trachea was properly intubated. In 

some of the cases with high BMI and large CC size, where 

pump pressure failed to inflate, the glove had positive 

pulsation reaffirming the notion that the pulsation 

technique could give better results in such cases. 
 
Table 2.  Sensitivity, specificity and predictive values of inflation and pulsation tests 
 

 Tracheal Intubation 
Sensitivity Specificity PPV NPV 

Yes (n=600) No (N=30) 

Glove Inflation 
Yes 564 0 

94% 100% 100% 45.5% 
No 36 30 

Glove Pulsation 
Yes 569 0 

94.8% 100% 100% 49.2% 
No 31 30 

 
Table 3. Correlations between demographic variables, inflation and pulsation tests 
 

 Inflation Pulsation 
Yes (n=564) No (n=36) P Value Yes (n=569) No (n=31) P Value 

Age (year) Mean (SD) 40.58 (12.15) 39.48 (12.36) 0.49 40.48 (12.13) 40.31 (12.60) 0.92 
Height (cm) Mean (SD) 166.07 (18.04) 165.85 (10.44) 0.92 166.11 (18.04) 165.39 (9.48) 0.76 
Weight (Kg) Mean (SD) 80.25 (23.49) 101.51 (29.71) <0.001 81.06 (24.48) 95.75 (26.58) <0.001 
BMI (Kg m-2) Mean (SD) 28.83 (7.83) 36.99 (10.48) <0.001 29.09 (8.11) 35.18 (10.09) <0.001 
Chest circumference (cm) Mean (SD) 93.11 (13.71) 107.86 (18.74) <0.001 93.55 (14.18) 105 (18.30) <0.001 

 

DISCUSSION 
Proper tracheal tube position could be confirmed using 

known techniques, such as capnography (4, 7, 8), optical 

devices (9, 10), EDDs (2, 3, 11), and ultrasound (1, 12-15), in 

operating theatre settings. Other common techniques that 

do not rely on particular devices, such as chest movement, 

auscultation, and appearance of fog in a tracheal tube (16), 

could not be reliable to confirm tracheal intubation. Some 

authorities believe that no single technique could be 100% 

reliable, thereby recommending the combination of two or 

more techniques (2, 3, 17, 18). In critical care settings, X-ray 

studies could also be used to confirm the tracheal tube 

position (19-21). 

Recently, innovative and indigenous techniques have 

been proposed for the confirmation of tracheal intubation, 

such as tactile laryngeal maneuver (6) and spectral 

reflectance (22). Herein, the proposed technique is simple, 

inexpensive, and innovative and does not require expertise 

that shows high specificity and sensitivity and a high PPV. 

In comparison to Li’s work, although capnography has 

sensitivity and specificity of 93% and 97%, respectively 

(18), palm pressure and inflation techniques have 

sensitivity and specificity of 94% and 100%, respectively. 

Moreover, pulsation shows a better sensitivity of 94.8% 

and specificity of 100%. Furthermore, capnography might 

not be available in all settings. 

Secondary to failure reports about capnography and its 

misinterpretations in confirming endotracheal tube 

position (18), a tendency toward the use of ultrasound has 

been raised among clinicians. Gottlieb et al. reported 

ultrasound to be 98.7% sensitive and 97.1% specific for the 

confirmation of endotracheal intubation (23) that is more 
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sensitive and less specific than the dual techniques in this 

study. Furthermore, it is dependent on sophisticated 

devices and requires skill. Khan et al.’s recently new 

technique of tactile laryngeal maneuver had sensitivity, 

specificity, and PPV of 93.3%, 77.5%, and 80.6%, 

respectively (6) that stands far beyond the dual techniques. 

Although these dual tests showed acceptable sensitivity 

and specificity, they were less reliable among morbidly 

obese patients. The highest number of false-negative 

reports (i.e., proper tracheal intubation but negative bag 

inflation after palm pressure and bag pulsation) was 

among morbidly obese patients with BMI and CC higher 

than 35 kg/m2 and 100 cm, respectively. Future studies 

will better clarify the application of these findings in obese 

patients. 

   

CONCLUSION 
By comparing different techniques and devices, it is 

believed that these dual techniques provide a simple, safe, 

innovative, and inexpensive way to confirm endotracheal 

intubation. 

 

Acknowledgment 
Authors would like to thank the anesthesiology staff of 
Imam Khomeini and Loghman Hakim hospitals. 
 
Funding 

Support was provided solely from institutional and/or 
departmental sources. 
 
Conflict of interest 
The authors declare no competing interests. 
 
Clinical trial Registeration 
https://www.irct.ir/trial/35302, IRCT20170109034978N2 

 
REFERENCES 
1.  Rajan S, Surendran J, Paul J, Kumar L. Rapidity and efficacy 

of ultrasonographic sliding lung sign and auscultation in 

confirming endotracheal intubation in overweight and obese 

patients. Indian J Anaesth 2017;61(3):230-4.  

2. Heidegger T, Heim C. Esophageal detector device: not always 

reliable. Ann Emerg Med 1996;28(5):582.  

3. Wright RS, Burdumy TJ. Acute endotracheal tube occlusion 

caused by use of an esophageal detector device: report of a 

case and a discussion of its utility. Ann Emerg Med 

2004;43(5):626-9.  

4. Cumming C, McFadzean J. A survey of the use of 

capnography for the confirmation of correct placement of 

tracheal tubes in pediatric intensive care units in the UK. 

Paediatr Anaesth 2005;15(7):591-6. 

5. Verification of Endotracheal Tube Placement. Ann Emerg Med 

2016;68(1):152.  

6. Khan ZH, Emami Meybodi Sa, Kalani P, Tavakoli F, 

Beigmohammadi MT, Yekaninejad MS. A New Simple, 

Tactile, Laryngeal Manoeuver, to Confirm Correct Placement 

of an Endotracheal Tube. Journal of Anesthesia and Surgery 

2017;4(1):39-44. 

7. Langhan ML, Emerson BL, Nett S, Pinto M, Harwayne-

Gidansky I, Rehder KJ, et al. End-Tidal Carbon Dioxide Use 

for Tracheal Intubation: Analysis From the National 

Emergency Airway Registry for Children (NEAR4KIDS) 

Registry. Pediatr Crit Care Med 2018;19(2):98-105. 

8. Reid C, Lewis A, Habig K, Burns B, Billson F, Kunkel S, et al. 

Sustained life-like waveform capnography after human 

cadaveric tracheal intubation. Emerg Med J 2015;32(3):232-3. 

9. Karippacheril JG, Umesh G, Nanda S. Assessment and 

confirmation of tracheal intubation when capnography fails: a 

novel use for an USB camera. J Clin Monit Comput 

2013;27(5):531-3.  

10. Sanri E, Akoglu EU, Karacabey S, Verimli U, Akoglu H, Sehirli 

U, et al. Diagnostic utilities of tracheal ultrasound and USB-

endoscope for the confirmation of endotracheal tube 

placement: A cadaver study. Am J Emerg Med 

2018;36(11):1943-6.  

11. Zaleski L, Abello D, Gold MI. The esophageal detector device. 

Does it work? Anesthesiology 1993;79(2):244-7. 

12. Wojtczak JA, Cattano D. Laryngo-tracheal ultrasonography to 

confirm correct endotracheal tube and laryngeal mask airway 

placement. J Ultrason 2014;14(59):362-6. 

Tanaffos 2022; 21(1): 85-89 

https://www.irct.ir/trial/35302


Hussain Khan Z, et al.   89 

13. Chen X, Zhai W, Yu Z, Geng J, Li M. Determining correct 

tracheal tube insertion depth by measuring distance between 

endotracheal tube cuff and vocal cords by ultrasound in 

Chinese adults: a prospective case-control study. BMJ Open 

2018;8(12):e023374. 

14. Gottlieb M, Holladay D, Burns K, Gore SR, Wulff C, Shah S, 

Bailitz J. Accuracy of ultrasound for endotracheal intubation 

between different transducer types. Am J Emerg Med 

2019;37(12):2182-5. 

15. Mori T, Nomura O, Hagiwara Y, Inoue N. Diagnostic 

Accuracy of a 3-Point Ultrasound Protocol to Detect 

Esophageal or Endobronchial Mainstem Intubation in a 

Pediatric Emergency Department. J Ultrasound Med 

2019;38(11):2945-54. 

16. DeBoer S, Seaver M, Arndt K. Verification of endotracheal 

tube placement: a comparison of confirmation techniques and 

devices. J Emerg Nurs 2003;29(5):444-50. 

17. Ardagh M, Moodie K. The esophageal detector device can give 

false positives for tracheal intubation. J Emerg Med 

1998;16(5):747-9. 

18. Li J. Capnography alone is imperfect for endotracheal tube 

placement confirmation during emergency intubation. J Emerg 

Med 2001;20(3):223-9. 

19. Chowdhry R, Dangman B, Pinheiro JM. The concordance of 

ultrasound technique versus X-ray to confirm endotracheal 

tube position in neonates. J Perinatol 2015;35(7):481-4. 

20. Hossein-Nejad H, Payandemehr P, Bashiri SA, Nedai HH. 

Chest radiography after endotracheal tube placement: is it 

necessary or not? Am J Emerg Med 2013;31(8):1181-2. 

21. Koshy T, Misra S, Chatterjee N, Dharan BS. Accuracy of a 

Chest X-Ray-Based Method for Predicting the Depth of 

Insertion of Endotracheal Tubes in Pediatric Patients 

Undergoing Cardiac Surgery. J Cardiothorac Vasc Anesth 

2016;30(4):947-53.  

22. Nawn CD, Blackburn MB, De Lorenzo RA, Ryan KL. Using 

spectral reflectance to distinguish between tracheal and 

oesophageal tissue: applications for airway management. 

Anaesthesia 2019;74(3):340-7.  

23. Gottlieb M, Holladay D, Peksa GD. Ultrasonography for the 

Confirmation of Endotracheal Tube Intubation: A Systematic 

Review and Meta-Analysis. Ann Emerg Med 2018;72(6):627-

636.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Tanaffos 2022; 21(1): 85-89 


