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Anaphylactoid to 
polyurethane foam 
(yellow foam) among 
architects

Dear Editor,
Polyurethane foam or yellow foam is a widely used 

substance. Allergy to polyurethane foam is rarely 
reported. Yellow foam is as an important cause of 
occupational asthma.[1] Workers in a polyurethane 
manufacturing foam factory are the main risk group 
for getting allergy.[2] The presence of isocyanates 
in polyurethane foams is a possible contributor in 
asthma.[2] However, there are only a few reports 
regarding this kind of allergy. We have seen two cases 
of anaphylactoid reaction to polyurethane foam in 
students doing architecture, who use polyurethane in 
their architecture model construction. Both cases (male, 
19 years old) studied in the same class, developed sudden 
respiratory diffi culty during the use of polyurethane 
foam and there were numerous wheals on their skins. 
These two cases were taken to the emergency care unit 
where they were found to be hypotensive. Both cases 
were immediately resuscitated with intravenous fl uids 
and dexamethasone administration and recovered 
within 15 minutes. 

Architects who use polyurethane foam in daily work, can 
be considered as a high risk group to polyurethane allergy.
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Patient communication 
(SMS) in ICU

Dear Editor,
Once a patient is admitted into ICU, and relatives 

blocked at the entrance, the entire care is in control 
of the ICU staff. An unconscious patient is put on 
a ventilator, leads established for recording ECG, 
temperature, respiration etc and infusion systems and 
other equipment used for the management of these 
very sick patients. The attention of the staff then mostly 
is on the monitoring systems. However, the problems 
of a conscious patient on a ventilator are different. 
While the monitoring systems refl ect the functioning 
of the patient’s biological system, they do not indicate 
information on other sensations/ feelings of the patient 
like feeling cold, pain etc. Also a patient’s desire to 
communicate with the staff with speech is not possible 
because of the endotracheal tube. This is complicated by 
the fact that the attention of the staff on entering an ICU 
cubicle, is fi rst directed to the monitoring panels and 
fi nally to the intubated, anxious and conscious patient. 
Often the patient wishes to communicate something, a 
doubt, a question or request. Some patients can be made 
to write with diffi culty on a piece of paper, sometimes 
not coherent and not possible most often.

I expressed some of these problems faced by patients 
in a previous letter to the editor.[1]

I have the following suggestions for consideration:
• Develop a device like an ‘online key board and screen’ 

to be held in front of the patient who can by himself or 
prompted by guidance to express an ‘SMS’ for action. 
The manufacturers of such sophisticated instruments 
in the ICU can easily design one such valuable aid 
to be used by the staff and patient. It gives feedback 
of information not seen with the monitors and an 
opportunity to the patient to communicate his/her 
wishes which may sometimes be their last.

• Develop alternate procedures to measure arterial 
blood gas values to help early removal of the 
tracheal tube. Frequent femoral arterial punctures 
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are distressing. Some steps are being made in 
this direction with ear lobe samples.[2,3] Alternate 
parameters, tests, measurements or criteria can 
be explored to take the patient off the mechanical 
ventilator at the earliest. 

ICUs are rapidly developing new fi elds of patient 
care. Patient communication is a vital area of concern 
as complaints often emanate from the patient and the 
relations.
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Venous air embolism

Dear Editor,
The article “U turn to venous air embolism”[1] by Singh  

et al, is quite interesting. I appreciate the authors for 
coming out with an indigenous method to prevent the 
life threatening complication of air embolism when a 
fl uid infusion is complete and the drip set is still open. 
I would like to add my views to the same. It is worth 
mentioning that the “U turn” maneuver advocated by 
the authors should be set at a level lower than the lowest 
level to which arm, into which the infusion set is inserted, 
can reach by all probable means. It will ensure that the 
hydrostatic pressure in the “U turn” remains lower 
than that in the vein in the arm. The lower the “U turn” 
is set, the more negative intra thoracic pressure will be 
required to aspirate air, and thus, the chances will be 
reduced further. It is quite fascinating to observe that at 
this time of latest technological advancements, simple 

no-cost maneuvers can prevent such life threatening 
complications. I again applaud authors for their efforts. 
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Authors' reply 

Dear Editor,
I thank the reader[1] for appreciating our indigenous 

novel method of giving a “U” turn to infusion tubing to 
increase the negative pressure that would be required to 
aspirate air.[2] The basic principle of physics behind this 
technique is that more the length of the “U” more will 
be the pressure required and hence more the safety. But 
the length of the infusion tubing is fi xed so we are giving 
a “U” turn of 15 cm of each side. This length adds safety 
without need of extension tubing. I agree with the reader 
that the understanding of basic principles is of foremost 
importance in practice of intensive care and thank for his 
interest and appreciation.
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