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Letter to the Editor

Hot climate and 
perioperative outcome: 
Relationship?

Sir,
The recent report on post hot climate and perioperative 

outcome is very interesting.[1] Gautum et al. concluded 
that “Hot and humid weather adversely affect the 
perioperative outcome in elderly surgical patients.”[1] 
Indeed, the climate change has several adverse effects 
on human health. However, such effects might not 
be presented in a direct relationship. In this work, 
Gautam et al. tried to classify the groups of elderly 
patients and further assess the outcome and relation 
to the climatogeographical parameters. Indeed, this 
attempt is interesting. However, the methodology 
might be problematic. Gautum et al. used the static 
parameter in assessment with a primary assumption 
that the patients live in the single same place all 
through the years. This is not true, as population 
movement is very common in real life. Also, the 
temperature is the focused parameter. Indeed, there 
are also other climatogeographical parameters to be 
considered, including rainfall and sunlight exposure. 
In addition, the temperature in this work is averagely 
reported in a 1-year period, and the actual fluctuation 
of climate is not considered.
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Patient communication 
in intensive care unit

Sir,
I appreciate the encouraging comments of Nagarajan 

Muthialu[1] regarding my letter on “Patient communication 
(SMS) in ICU.”[2] I submit that a conscious patient on a 
ventilator can communicate better with touch pads 
– “ipad” of the Apple Company – Verbal Victor for 
children.  WACOM India offers battery-operated pads 
by touch with pens or the finger. Kept on a wheeled 
trolley, it can be taken to the bed side, with no keyboard 
or language barrier.

Adequacy of noninvasive oximetric values for 
extubation can be explored to replace indwelling 
cannulae or arterial puncture.

Tracheal intubation and ventilation are emergency 
procedures to be terminated at the earliest. For a conscious 
patient, it is a major inconvenience, depriving speech 
and communication. If sedation is also withheld, hoping 
for early recovery, distress is higher. It is shown that 
duration of mechanical ventilation, weaning and stay 
in the intensive care unit (ICU) is reduced with specific 
weaning protocols.[3] Spontaneous breathing trial with a 
low-pressure support protocol was effective to reduce 
weaning time and length of ICU stay in patients who 
tolerated the 2-h trial without signs of distress.[4] Rapid 
shallow breathing was the most accurate predictor of 
failure, and its absence the most accurate predictor of 
success in weaning patients from mechanical ventilation.[5]

The ICU staff should see the patient’s face first, which 
is an immediate indicator – pallor, pain, desire to 
communicate, restlessness, anxiety, stupor, cyanosis, 
etc. not indicated in the instrument panels.  A conscious 
patient seeks assurance. On recovery in the ICU, patients 
find all new faces. If they cannot speak with a tracheal 
tube, it leads to panic.

What is the optimum room temperature in the ICU? 
With low ambient temperatures while the staff is well 
clothed, patients are almost naked with a blanket 
covering them. A conscious, but intubated patient, 
cannot communicate feeling cold at the back. This should 
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be specifically enquired and rectified by covering the 
bed with a woolen blanket and a soft sheet immediately.

The session “Family Communication” in Conference 
covers only “communicating errors” or “visits by family 
members.” Doctors who were patients in the ICU 
and educated patients can give valuable feed back on 
important small details for attention.

Palepu Haranath 
Retired Director of Medical Education Andhra Pradesh, India

Correspondence: 
Dr. Palepu S.R.K. Haranath, Director of Medical Education AP (Retd), 

Flat 22, “ALKA” 15th Road, Santacruz (West), Mumbai - 400 054, 
Maharashtra, India. 

E-mail: psrkharanath@gmail.com

References
1. Muthialu N. Patient communication in Intensive Care Unit-Application 

in pediatric population. Indian J Crit Care Med 2010;14:162-3.
2. Haranath PS. Patient communication (SMS) in ICU Indian J Crit 

Care Med 2009;13:224-5.
3. Blackwood B, Alderdice F, Burns KE, Cardwell CR, Lavery G, 

O'Halloran P. Protocolized versus non-protocolized weaning for reducing 
the duration of mechanical ventilation in critically ill adult patients. 
Cochrane Database Syst Rev 2010;12:CD006904.

4. Chittawatanarat K, Thongchai C. Spontaneous breathing trial with 
low pressure support protocol for weaning respirator in surgical ICU. 
J Med Assoc Thai 2009;92:1306-12.

5. Yang KL, Tobin MJ. A prospective study of indexes predicting the 
outcome of trials of weaning from mechanical ventilation. N Engl J 
Med 1991;324:1445-50.

Access this article online
Quick Response Code:

Website: 

www.ijccm.org

DOI: 10.4103/0972-5229.99139

Pseudoleukopenia due to 
ethylenediaminetetraace-
tate induced leukoagg-
lutination in a case of 
hypovolemic shock

Sir,
A 45-year-old man presented to the emergency 

department with symptoms of acute gastroenteritis 
with severe dehydration leading to hypovolemic 
shock. On routine general physical examination, his 
face was flushed and the mouth and tongue were dry. 
He had cold clammy extremities. Pallor was noted. 
He was semiconscious, with a rapid feeble pulse of 
96/min and a blood pressure of 62/44 mmHg. He 
had decreased urine output. There was no significant 
past medical or family history. Routine hematological 
investigations done on ethylenediaminetetraacetate 
(EDTA)-anticoagulated blood sample on an automated 
analyzer revealed the following values: hemoglobin, 
10.2 g/dL; platelets, 156 x 103/µL; white blood cell 
(WBC) count, 3.6 x 103/µL; neutrophils, 1.5 x 103/µL; 
lymphocytes, 1.9 x 103/µL; and mixed (eosinophils, 
monocytes and basophils), 0.2 x 103/µL. However, 
when the peripheral blood smear was examined, the 
WBC count appeared to be elevated (15.5 x 103/µL), 
with numerous neutrophil aggregates comprising of 
10–30 cells [Figure 1a]. A repeat blood sample in sodium 
citrate as anticoagulant was evaluated, which recorded 
a WBC count of 16.2 x 103/µL with neutrophils 12.1 
x 103/µL on the automated analyzer. These findings 
were confirmed by peripheral blood smear examination 
[Figure 1b]. The routine biochemical investigations 
were within normal limits apart from mildly elevated 
serum creatinine and blood urea nitrogen. The patient 
was started on intravenous fluids and antibiotics. His 
recovery was unremarkable and he was discharged 
after 2 days.

Cell aggregation can be classified as neutrophil 
aggregation, lymphocyte aggregation, leukocyte 
aggregation and leukocyte–platelet aggregation. This 
is usually related to malignancies, infections, hepatic 
disorders or autoimmune diseases.[1] Pseudoneutropenia 
secondary to neutrophil agglutination is a relatively 

Figure 1a: Blood sample drawn in ethylenediaminetetraacetate showing 
leukoagglutination (Leishman stain, × 400)
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