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“Syndromic approach” to 
diagnosis and treatment 
of critical tropical 
infections

Sir,
The recent publication on “Management guidelines 

for tropical fever” is very interesting.[1] According to this 
publication, a syndromic approach covering “fi ve major 
clinical syndromes: Undifferentiated fever, fever with 
rash/thrombocytopenia, fever with acute respiratory 
distress syndrome, fever with encephalopathy, and 
fever with multi-organ dysfunction syndrome” was 
mentioned.[1] The syndromic approach seems to be a 
useful approach; however, there are some concerns about 
it. The approach might cover many infections; however, it 
can underestimate several other conditions. The problems 
can be seen in cases with atypical clinical presentations, 
which can lead to missed or delayed diagnosis. In 
addition, this approach can actually miss the subclinical 
or asymptomatic cases, which means ineffective 
management of the possible carriers or reservoir cases.
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Reusable ultrasound 
probe covers

Sir,
The use of ultrasound has increased enormously for 

anesthetic practices in the perioperative period and 
intensive care units (ICU). All interventions, irrespective 
of where they are performed, carry the risk of infective 
complications. Therefore, infection control practices 
and disinfection of the equipments is the need of the 
hour to minimize the risk of hospital acquired infection. 
Targeted disinfection of environmental surfaces (those 
frequently touched) is an established component of 
infection control activities to prevent the spread of 
nosocomial (multi-resistant) pathogens.[1]

Most of the operation theaters or ICU in the developing 
countries is usually equipped with a single ultrasound 
machine that needs to be transferred wherever the 
procedure is to be performed. The machine may thus 
alternate between sterile and a nonsterile environment 
and is therefore liable to come in contact with the patient 
at the time of performing the interventions. Hence, strict 
compliance to sterility needs to be maintained, and the 
ultrasound probes and the cords must be shielded to 
form a barrier for prevention of infection.

Majority of commercially available sterile probe covers 
are made up of rubber or plastic [Figure 1].[2] In their 
absence, sterile gloves and boot covers has been used 
as an alternative.[3,4]

We have been using cloth cover tailor made for the 
cord of the machine instead of the camera drape or 
other commercial shield [Figure 2]. The cover is made 
from the material available in the hospital and can be 
easily washed, autoclaved and stored for use. These are 
reusable and cost-effective as compared with dedicated 
sheath barriers. The footprint of the probe is covered with 
commercially available adhesive dressing, tegaderm or 
glove with jelly to maintain asepsis with both the probe 
covers and this is a standard protocol at our institution.

It is a novel, effective and inexpensive method in 
providing a barrier to infection and maintaining asepsis 
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Figure 1: Commercially available probe cover

Figure 2: Reusable probe cover

without additional fi nancial burden on the patient. We 
recommend the use of the same in the other institutions 
for the cost containment while undertaking procedural 
interventions.
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Bedside test for 
anisocoria: Not a small 
matter

Sir,
The article by Chaudhry et al. is indeed interesting.[1] An 

abnormal dilated pupil in a critically ill patient could be 
alarming to the treating physician, even though anisocoria 
is not a dangerous adverse effect of ipratropium 
bromide, the condition may be misinterpreted as a 
severe neurologic emergency, since the patient is 
often sedated, paralyzed or has an altered mental 
status.[2] Though neuroimaging remains the most 
effective method to rule out the structural causes of 
acute anisocoria, we would like to suggest a simple 
bedside test to differentiate it from local cause. At the 
bedside, instillation of pilocarpine eye drops can be 
used to differentiate the anticholinergic drug effects 
from other causes of an abnormally dilated pupil as 
it is a directly acting parasympathomimetic agent, 
which duplicates the actions of acetylcholine and cause 
constriction of the pupil by stimulating the sphincter 
pupillae and altering accommodation by contracting 
the ciliary muscles.[3] With a lower concentration 
of 0.125% pilocarpine, a tonic pupil will constrict 
signifi cantly more than the unaffected pupil because of 
the denervation supersensitivity. In case of ipratropium 
bromide induced mydriasis, the affected eye will be 
unresponsive to the ocular instillation of 1% pilocarpine, 
while the unaffected eye will constrict. On the contrary, 
pupillary dilation due to third nerve compression 
the pupil will still constrict with pilocarpine, since 
the sphincter muscle is still intact and responsive to 
cholinergic stimulation.[4] However, pilocarpine may 
also cause miosis, ciliary spasm, blurred vision, and 
photophobia. Unilateral mydriasis in an unconscious 
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