
Letters to Editor

564 Saudi Journal of Anesthesia / Volume 14 / Issue 4 / October‑December  2020

during general anesthesia are changes in pulmonary 
compliance, increased airway pressures, arterial hypotension 
and hypoxia as were evident in this patient.[2]

Point of care ultrasonography has emerged as a rapid 
diagnostic tool in an intraoperative and critical care setting. 
The point on the chest wall where lung sliding intermittently 
reappears is “lung point.” This is 100% specific for confirming 
small pneumothoraces but is futile to search for in case of 
tension pneumothorax because most of the lung has wholly 
collapsed.[3] We were able to timely diagnose this condition 
using lung ultrasound at crucial time points and appropriately 
and safely manage this patient.
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Aftermath of COVID‑19: Need for developing novel bedside 
communication skills?

Sir,
Effective communication skill is key to effective critical care 
management. Ever since the concept of informed consent 
appeared, the concept of communication among the health 
care professionals and with the patient’s family has taken a 
new meaning. Effective communication should be precise, 
clear, comprehensive, and two‑way. Apart from technical and 
emotional aspects, communication in an intensive care unit 
entails ethical issues also.

The COVID‑19 pandemic has mandated several changes in 
clinical practice. One of them is the use of personal protection 
equipment or the isolation suits in the operation rooms and 
intensive care units. The protection provided by these suits 
to health care professionals have not come without a price, 
though. Not only it denies access to amenities like food, 
drinks, and attending to nature’s calls, but also it has limited 
the use of basic equipment like a stethoscope. Another 
major issue encountered due to these suits in critical care 
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settings is the problem associated with effective bedside 
communication among the health care professionals.

Use of pen and paper or electronic note books may be 
useful in these settings, but only in a limited way. A recent 
article has suggested use of intercom and dedicated smart 
phones.[1] Others have described use of a printed “Call airway 
Team” card for difficult intubation, use of walkie‑talkies, and 
communication white boards.[2] However, these measures 
have their own limitations. Fogging of goggles or face shield 
are known to hamper the vision of care givers in the intensive 
care units. Difficulty in writing or using communication 
devices while wearing double gloves may also be an issue.

We suggest developing a sign language to overcome 
these problems. As it is also difficult to appreciate facial 
expressions while donning an isolation suit, only hand 
signs can be used to convey any message. Hand gestures 
are frequently used and is an expressive gesture used by us. 
As most of these communications involve technical terms, 
dosages etc., the novel communication method must address 
these issues also, apart from being easy to learn for health 
care professionals.

One of the available templates for developing this 
communication method is the sign language used by 
people with speech and language impairment. Hand gesture 
recognition is known to provide an intelligent and natural 
way of human computer interaction, which is a branch of 
artificial intelligence. By converting hand gestures into 
mathematical algorithms, it may be possible for us to 
communicate not only with each other but also with the 
machines and computers that we use in our health care 
setups.

The pandemic is here to stay. Some more might appear in 
future. With the increasing role of critical care physicians 
in managing these illnesses in a constrained environment, 
developing a novel communication technique is the need 
of the hour. Frequent communication among the healthcare 
workers in the highly stressful setup will also help in providing 
emotional support, encouragement, and appreciation to 
them.
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