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valve and the pilot balloon [Figure 1] [Video], which is 
first of its kind to be reported.

A manufacturing defect in an ETT can lead to difficulty 
in ventilation involving any part of the ETT. Cuff defects 
leading to herniation of the ETT cuff and intraluminal 
tracheal obstruction,[2,3] elliptical defects in the wall of 
the tube causing air leak,[4] and kinking of ETT[5] have 
been described.

In conclusion, double‑checking of ETTs before 
their use aids in avoiding unnecessary intraoperative 
problems that can arise from the use of defective ETT 
although the method is not full proof. Most of the ETT 
defects described in literature could not be identified 
during routine preoperative inspection at least of this 
nature. Thus, the role of a vigilant anesthetist as well 
as standard monitoring of ventilation is invaluable 
for patient safety in the presence of a defective ETT. 
Further, the report points to the manufacturing 
practice and the need for stringent quality control of 
the manufacturer concerned in the production of such 
lifesaving equipment.
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Risk factors for shock in 
dengue fever

Sir,
The recent report on “risk factors for shock in dengue 

fever” is very interesting.[1] Pothapregada et al. proposed 
that “age >6 years, hepatomegaly, abdomen pain, 
and oliguria were the most common risk factors for a 
shock in children with dengue fever.[1]” In fact, dengue 
fever is very common in tropical countries and shock 
can be the serious clinical manifestation.[2] To early 
detect shock is very important in clinical management 
and the prediction seems to be difficult. Based on our 
experience, “the admission hematology laboratory 
data (hematocrit, white blood cell count, and platelet)” 
is not helpful for predicting shock.[3] In additional, any 

clinical complaints or demographical data of the patient 
cannot be also helpful for prediction.[3] Similar to the 
report by Wakimoto et al.[4] and Potts et al.,[5] clinical and 
laboratory data might be useful for predicting severity 
but cannot be useful in shock prediction.[3] Wiwanitkit 
and Manusvanich noted that “closed monitoring of 
dengue hemorrhagic patients is necessary” as it is the 
only way to detect the shock problem earlier.[3]
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