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ensuring the free back and forth movement of guidewire 
during each step of the procedure.

In our case series, we have highlighted two important 
steps: First one by withdrawing of the endotracheal 
tube with inflated cuff while monitoring expired tidal 
volume on ventilator and the second one by ensuring free 
mobility of guidewire during each step of the procedure, 
thereby ensuring a safe placement of the tracheostomy 
tube in trachea.
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Keep an eye on Murphy’s 
eye during percutaneous 
dilatational tracheostomy

Sir,
The report by Panigrahi et al. made for interesting 

reading.[1] We would like to make certain observations 
regarding such a complication.

The polyvinyl chloride tracheal tube (TT) possesses 
a preformed contour. When we keep the tube in such 
a position that the inherent curve of the tube faces 
anteriorly, the attachment of the pilot balloon also faces 
anteriorly. In this position, beveled distal end of the tube 
faces to the left and the Murphy’s eye to the right.

When a right‑handed anesthesiologist intubates the 
trachea with this tube, he performs laryngoscopy along the 
right border of the tongue and fixes the TT at the right corner 
of the mouth. In general, the TT curve is tilted toward right 
and the Murphy’s eye faces posteriorly in this situation.

Before performing percutaneous dilatational 
tracheostomy, the TT is withdrawn so that it does not 

come in the way of the introducer needle. If the TT is 
withdrawn in the same position as described above, 
it is extremely unlikely that the guidewire will enter 
the Murphy’s eye without piercing the TT first. If the 
tube is rotated by 90° to the left by bringing its inherent 
curve anteriorly, there is again very little space for the 
guidewire to enter the Murphy’s eye. Only if the TT 
is further rotated 90° to the left, the Murphy’s eye is 
exposed to guidewire entry. This position of the TT is 
not the usual position in which the withdrawn tube is 
kept by most of the clinicians.

Moreover, if the TT has been initially placed and 
subsequently withdrawn in such a position that its 
curve and pilot balloon attachment faced to the left, the 
Murphy’s eye becomes directly exposed to guidewire 
entry leading to the problems described. Hence, we 
should be careful during the withdrawal of TT that it 
should not lie in a position that exposes the Murphy’s 
eye to the path of the introducer needle.

Another way in which the guidewire can enter the 
Murphy’s eye is retrogradely. If the J‑tip of the guidewire 
faces cephalad during insertion, it may move cephalad 
and enter the Murphy’s eye. On looking closely at the 
two figures, we can conclude that in the second case, the 

Page no. 69

Namrata
Rectangle



Indian Journal of Critical Care Medicine June 2016 Vol 20 Issue 6380

How to cite this article: Dubey PK, Sanjeev OP. Keep an eye on Murphy's eye during 
percutaneous dilatational tracheostomy. Indian J Crit Care Med 2016;20:379-80.

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

Access this article online
Quick Response Code:

Website:
www.ijccm.org

DOI: 10.4103/0972-5229.183898

Hyperthermia and 
malfunction of 
transesophageal 
echocardiographic probe

Sir,
Sa lu ja  e t  a l .  encountered t ransesophageal 

echocardiography (TEE) probe malfunction in a patient 
who developed fever.[1] The TEE probe stopped functioning 
when the TEE monitor showed a temperature of 42.5°C. 
TEE transducers have piezoelectric materials in which 
energy dissipation or energy losses are one of the most 
critical issues. If a piezoelectric element is heated to its 
Curie point, the domains become disordered and the 
element becomes completely depolarized. A piezoelectric 
element can therefore function for a long period without 
marked depolarization only at a temperature well below 
the Curie point.[2,3] A safe operating temperature would 
normally be halfway between 0°C and the Curie point. 
That is the reason for which heat sterilization of the 
probes should never be used because high temperature 
depolarizes piezoelectric crystals inside the probe and 

transducer loses its piezoelectric properties forever. 
Being in a high‑volume cardiothoracic unit, we use TEE 
routinely as a real‑time monitoring system in all the 
patients in operating room as well as in intensive care 
unit. The TEE transducer system has two levels of upper 
thermal limit: The first high limit is set at 41.0°C and the 
second high limit is set at 42.5°C. If the temperature of the 
transducer tip reaches 41.1°C, the temperature display 
turns reverse  highlight  and a warning appears (auto cool 
eminent) on a frozen images. This warning only appears 
once per examination. If the temperature reaches 42.5°C, 
the system freezes unconditionally. The user will not 
be allowed to scan until the temperature has decreased 
below 42.0°C. To restart scanning, the user must press 
the freeze key. The system has a lower thermal limit of 
17.5°C. If the temperature of the transducer tip reaches 
17.5°C, the temperature display turns reverse highlight 
and the system freeze unconditionally. The user will not be 
allowed to scan until the temperature has increased above 
18°C. To restart scanning, the user must press the freeze 
key. The general guidelines for reducing the temperature 
in two‑dimensional (2D) Doppler modes are as follows:
1. Increasing image depth reduces the transducer 

surface temperature
2. When imaging in color mode, there are no imaging 

changes that can reduce the transducer surface 
temperature

guidewire had directly entered the Murphy’s eye and 
not retrogradely.

We are also concerned that during withdrawal of the 
TT, the guidewire was allowed to come out along with 
the tube. Loss of a correctly placed guidewire can be 
catastrophic in certain situations and attempts should 
be made to retain it in position.

Finally, the introducer needle has no scope to “pierce” 
the Murphy’s eye. All it can do is to “pass” through it!
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