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Figure 1: AP view of skull. White arrows indicate K-wires; K-wire on reader’s left 
has penetrated endotracheal tube. Black arrows indicate the edge of endotracheal 
tube

Figure 2: Lateral view of skull. White arrow indicates K-wire that has inadvertently 
secured the endotracheal tube. Black arrow indicates edge of endotracheal tube. 
Rectangle indicates cervical spine

the pilot tube impedes the deflation of the cuff.[2] A popular 
practice is to snap the pilot bulb and valve off the pilot 
tube to deflate the cuff. This stretching maneuver actually 
occludes the pilot tube preventing cuff deflation. Finally, 
an endotracheal tube can become incorporated into the 
surgical field or compromised by the surgical procedure 
itself, especially during oral‑maxillofacial surgery. In one 
report, the endotracheal tube was mistakenly incised and 
on removal the slit opened and subsequently caught on 
the hard palate preventing its removal.[3] Ultimately, 
when dealing with an endotracheal tube that is difficult 
to remove, vigilance, sensibility, and caution are of 
paramount importance.
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Sickle cell trait at high altitude

Dear Editor,
Sickle cell anemia (SCA) is one of the common 
hemoglobinopathies in the world. It can affect any part 
of the body and one of the most common and an early 
organ to be affected in SCA is the spleen. Massive splenic 
infarction which is arbitrarily defined as infarction 
involving more than 50% of the spleen size is a rare 
and unique complication of SCA.[1] In sickle cell trait, 
large splenic infarcts in the normal sized spleen were 
reported following exposure to hypoxia during high 
altitude flights in an unpressurized air planes or during 
mountain climbing.[2,3]

Herein, we present a case of sickle cell trait associated 
with splenic infarction after mountain climbing. 
An 18‑year‑old male presented to our emergency 
department because of severe left upper quadrant 
pain and fever after mountain climbing. There was no 
history of similar pain before. In Physical examination, 
conjunctiva was pale and oral temperature was 38.1˚C. 
Para clinic tests revealed thrombocytopenia, high serum 
lactate dehydrogenase (LDH) level and mild elevation 
in aspartate aminotransferase (AST) and bilirubin. 
A contrast‑enhanced computed tomography (CT) 
scans of the abdomen and pelvis were consistent with 
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Figure 1: A contrast enhanced computed tomography (CT) scan of the abdomen 
and pelvis was consistent with splenic infarction

Figure 2: Hemoglobin electrophoresis was consistent with sickle cell trait

splenic infarction [Figure 1]. According to history of 
pain after mountain climbing and splenic infarction, 
SCA was the most probable diagnosis. Hemoglobin 
electrophoresis and gene analysis were consistent 
with sickle cell trait [Figure 2]. Treatment with nasal 
oxygen and hydration was started. Sever pain was 
controlled with opioid analgesics and was relieved 
gradually without any complication such as splenetic 
bleeding or rupture. Splenic infarcts had resolved 
gradually, without any specific treatment or surgical 
intervention.

In conclusion, physicians should consider splenic 
infarction in patients who develop suspicious symptoms 
after exposure to a high altitude environment. These 
patients could respond well to supportive management, 
and splenectomy would be avoided.
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Comparison between transthoracic and transesophageal 
echocardiogram in the diagnosis of  endocarditis: 

A retrospective analysis

Dear Editor,
Echocardiogram forms an integral part of the Duke’s 
criteria and is central to the diagnosis of infective 
endocarditis (IE).[1] Transthoracic echocardiogram (TTE) 
has been found to have a lower sensitivity for 
detection of vegetations (40–60%)[2] as compared to 
transesophageal echocardiogram (TEE) (94‑100%).[3] 
Yet, TTE is routinely ordered in cases of suspected 

endocarditis. The American Heart Association (AHA) 
guidelines recommend TEE as the initial test to rule out 
endocarditis in high‑risk individuals: Patients in which 
the window for a TTE would be obscured (for example, 
obese patients), patients with prosthetic valves, patients 
with pre‑existing valvular abnormalities, congenital 
heart diseases, previous IE, new murmur, heart failure, 
other stigmata of IE, patients with bacteremia from 
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