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balloon air volume on the observed pressures) have
been used which can be variable and can make the
interpretation difficult.[5] Furthermore, esophageal
pressures can lead to increased PEEP administration
and better oxygenation parameters in subjects but its
effect on mortality, ventilator‑free days, etc., is still
unclear.[5]
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Procedural improvisation
to prevent guidewire
kinking in Griggs
percutaneous
tracheostomy without
bronchoscopic guidance
Sir,
We read with great interest the case report titled,
“Inadvertent migration of guidewire into Murphy’s eye
of endotracheal tube during percutaneous dilatational
tracheostomy” by Binita et al.[1]
We wish to highlight procedural modification we
are doing in our Intensive Care Unit to tackle such
inadvertent complication.
We agree with the authors that migration of
guidewire into the Murphy’s eye of endotracheal
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tube during percutaneous tracheostomy without
bronchoscopic guidance is a rare complication, which
we also encounter rarely but we follow a procedural
improvisation by ensuring free movement of guidewire
back and forth at each step, thus ensuring proper
placement of guidewire.
In case of guidewire inside the Murphy’s eye, there
will be kinking of guidewire after dilatation with
metal/plastic dilator, thus the free back and forth
movement of the guidewire will not be appreciated,
or in other words, if the free movement of guidewire
not felt, a possible diagnosis of guidewire kinking is
made.
In our case series of 300 cases of percutaneous
tracheostomy without bronchoscopic guidance, we had
18 cases where guidewire got kinked, hampering the
free back and forth movement during the procedure.[2]
We removed the guidewire and again a fresh puncture
of trachea done to complete the procedure.
Few possible reasons for guidewire kinking are such as
cephalic migration or migration into the Murphy’s eye
or false passage can be easily diagnosed and rectified by
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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
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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
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