
243243Indian Journal of Critical Care Medicine April 2015 Vol 19 Issue 4

Henceforth, in analysis these two patients must 
have been included in ST group rather than in PCT 
groups

• Severity scoring should have been also calculated 
and compared among groups as it is unclear whether 
patients with higher complication rates had more 
severity of illness

• All patients were cannulated with same size of 
tracheostomy tube (TT). What was the reason of 
selecting size of 7.0 mmID? Size selection of TT 
should be based upon patient’s demographic 
characteristics. Smaller tube might pose problems 
such as cuff leakage, aspirations and increased 
resistance to airfl ow leading to increased work of 
breathing and prolonged time to decannulation. This 
could seriously affect the outcome of the study

• What was the mean time (delay) between making 
decision and start of procedure? In practice, 
execution of PCT is faster than ST as ENT surgeons 
are not always available on the day of planning of 
procedure, which eventually delays the procedure. 
Future study can be performed on this aspect which 
is important to infl uence the long-term complication 
such as nosocomial pneumonia.
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Avoiding iatrogenic harm 
by integrating physical 
examination fi ndings 
with a point-of-care lung 
ultrasonography 

Sir,
A 50-year-old male presented to the hospital with the chief 

complaint of shortness of breath associated with high-grade 
fever and productive cough with a yellowish expectoration. 
He was confused, tachypnoeic and tachycardic, but without 
hypotension. Examination of the chest revealed right-sided 
basal coarse crepitations, but with equal air entry and normal 
percussion note. Trachea was central in location. Portable 
chest X-ray was suggestive of right-sided large pleural 
effusion, with blunting of costophrenic angle [Figure 1]. 
Laboratory investigations revealed elevated white blood 
count with neutrophil predominance and elevated 
blood urea level. Patient was admitted to Intensive Care 
Unit with the diagnosis of severe community acquired 
pneumonia with pleural effusion. Patient was started 
on injection Ceftriaxone and Azithromycin. Therapeutic 
thoracocentesis was planned. Chest X-ray fi ndings did 
not correlate with the physical examination fi ndings of 
chest. Bedside point-of-care the lung ultrasonography 
was performed by the intensivist. Multiple B-lines with 
increased lung water content was noted in right lower zone, 
but without pleural effusion [Figure 2]. Chest X-ray was 
repeated, which showed consolidation of right lower zone, 
but the costophrenic angle was visible. Thoracocentesis 
was deferred. With the suspicion of radiological artefact, 
the fi rst chest X-ray was discussed with the radiologist. 

Figure 1: Chest X-ray suggestive of right-sided large pleural effusion with 
blunting of right costophrenic angle
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The artefact was due to intensifying light exposure while 
positioning the X-ray fi lm.

Diagnostic errors are not uncommon and are potentially 
preventable. Procedural complications are an important 
cause of adverse events.[1] It contributes to increased length 
of hospital stay, increased cost and higher morbidity. 
Minimizing iatrogenic harm is an important component 
of decreasing morbidity associated with critical care. 
It complies with one of the fundamental principles of 
ethics in critical care – nonmalefi cence.[2] The traditional 
chest physical examination alone is not sufficiently 
accurate to diagnose pneumonia.[3] Point-of-care lung 
ultrasonography is helpful and accurate in diagnosing 
the cause of acute respiratory failure.[4] The learning 
curve for acquiring skills to diagnose lung consolidation 
using a lung ultrasonography is steep. It can be attained 
in <6 weeks when performed on a daily basis. The intra 
and inter-observer variability is small and is <5%.[5] 
Iatrogenic pneumothorax is a common complication 
of the thoracocentesis, with overall rates of 6.0%. 
Pneumothorax is more likely following therapeutic 
thoracocentesis.[6]

In our patient,  by integrating the physical 
examination fi ndings with a bedside point-of-care lung 
ultrasonography, we were able to avoid unnecessary 
thoracocentesis, averting the preventable and possible 
iatrogenic harm to the patient.
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Figure 2: Lung ultrasound of right lower zone showing multiple B-lines 
with increased lung water content
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Extreme hemodynamic 
fl uctuations: Importance 
of understanding the 
principles of syringe 
pump function

Sir,
Infusion devices remain high-risk devices capable of 

delivering drugs unpredictably leading to mortality and 
morbidity. The problem of performance, degradation, 
and quality was the cause for 20% of reported incidences 
relating to the infusion pump in UK between 1990 
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