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Surgical‑conundrum of a hiding 
‘Bullet’: Echocardiographic 
artefact clues the concealed fact!

Sir,

Following a gun‑shot trauma, a middle‑aged male 
was conservatively managed for the resultant grade 
II hepatic injury only to eventually present for the 
surgical bullet extraction in our cardiothoracic 
operative suite. With the admission computed 
tomography of thoraco‑abdomen scan delineating the 
‘bullet’ as a foreign body lodging just lateral to the aorta 
at the D11‑D12 vertebral level  [Figure 1a and b], the 
surgical team planned a thoraco‑abdominal incisional 
approach.

However, despite extensive exploration after the 
peri‑aortic haematoma evacuation, surgical colleagues 
failed to discover the ‘bullet’. The reported proximity 
of the ‘bullet’ and the aorta motivated an intraoperative 
transoesophageal echocardiography  (TEE) aortic 
examination performed with an X7‑2t Philips 
ultrasound probe and machine  (iE33 model; Philips, 
Bothell, WA, USA). Interestingly, we noticed an 
unusual echogenic‑shadow extending behind 
the distal most thoracic‑aorta to the front of the 
spinal‑cord on TEE [Figure 2a‑c]. It is noteworthy that 
the spinal‑cord can be precariously difficult to profile 
on TEE (until most meticulously visualised employing 
an inter‑vertebral disc as an imaging window).[1]

Nevertheless, the echogenic‑shadow was enough to 
raise suspicion, particularly in combination with the 
echocardiographic evidence of a thickened posterior 

aortic wall. The context‑appropriate inference was 
suggestive of an embedded echogenic material (‘bullet’ 
in this case) casting a distal acoustic‑shadow on TEE 
imaging (akin to a mirage to light, the acoustic‑shadow 
emanates as a result of sound waves encountering 
highly echo‑dense structures like prosthetic valves, 
bones, etc.).[2,3]

Subsequent to the communication of the 
aforementioned, the ‘bullet’ hiding in the fibrous tissue 
accumulation posterior to the aorta was surgically 
retrieved with utmost care. Albeit in hindsight, 
the thoughtful team reflected upon the remarkable 
case‑related peculiarities such as the intimate 
antero‑posterior aortic‑vertebral column relationship at 
lower thoracic levels[4] while to an echocardiographer’s 
delight: a usual menace of acoustic‑shadowing artefact 
stood out as a boon in the index case with yet another 
novel application of the dynamic imaging modality of 
TEE[5] for the perioperative physicians.
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Figure 1: Thoraco‑abdominal non‑contrast CT scan in axial (a) and 
sagittal view (b) demonstrating foreign body (bullet) shown with arrow 
lying posteriorly between descending thoracic aorta  (DTA) and the 
vertebrae at T11‑12 level. A: Descending thoracic aorta, B: Bullet, 
C: Vertebrae
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F i g u r e   2 :  T w o  d i m e n s i o n a l   ( 2 D )  t r a n s o e s o p h a g e a l 
echocardiography  (TEE)  (a) and real time 3D TEE  (b) showing 
descending thoracic aorta  (DTA) in short‑axis view at transgastric 
level depicting an acoustic shadowing (marked by an arrow) extending 
antero‑posteriorly from the DTA to the spinal‑cord (s) raising a suspicion 
of an echogenic material lodging behind the posteriorly thickened aortic 
surface. (c) Schematic diagram showing TEE probe in the oesophagus 
with its relationship to DTA, acoustic shadowing and spinal cord at 
mid-oesophageal and at subdiaphragmatic level antero‑posteriorly
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Sofferman syndrome: A deadly 
outcome of an everyday 
procedure

Sir,

Nasogastric tube  (NGT) insertion is a commonly 
performed procedure. One major associated 
complication is Sofferman syndrome or NGT syndrome. 
Since its first definition in 1990 by Sofferman et al.,[1] 
reports of similar cases of unexplained stridor 
following prolonged NGT insertion have sealed it as 
a mounting, life‑threatening problem. To the best of 
our knowledge, till date fewer than 50 cases have been 
reported worldwide. Although paediatric cases have 
been described,[2,3] this entity[1] is commoner in the 
elderly and immunocompromised, with the duration 
of NGT in situ varying from 12 hours to 2 weeks.[4]

Apart from hoarseness and throat pain, there may 
be a stridor mandating a tracheostomy, which 
carries its complications of emergency airway 
management.[5] Endoscopic assessments reveal 
bilateral vocal cord abductor palsy and upper 
oesophageal ulcers. The pathophysiology has 
been hypothesised to be myositis  (as revealed in 
biopsy studies[6]), due to irritation of the laryngeal 
abductors by the NGT through an oesophageal 
pressure ulcer. Another hypothesis in cases without 
oesophageal ulcers is the compression of the vessels 
supplying the posterior cricoarytenoid muscle by 
the NGT.[6] The treatment is NGT decannulation, 
antibiotics and antacids. The abductor palsy is 
usually reversible, taking 10‑15  days to resolve,[4] 
and usually does not recur with subsequent NGT 
insertion. However, variants of this syndrome 
continue to be reported, unveiling a wide spectrum 
of clinical manifestations.
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