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benzodiazepine infusion renders pentobarbital less
recommended first‑line in treating patients with RSE.
This observation supports the recently published Indian
consensus guidelines on the management of childhood
convulsive status epilepticus[2] and recommendations of
the Italian League Against Epilepsy,[3] which stress that the
initial management of RSE should consist of a parenteral
benzodiazepine (lorazepam, diazepam, or midazolam) by
any route feasible and when first‑line anti‑epileptic drugs
fail, sodium phenytoin, and phenobarbital should be used.
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Scrub typhus and acute
respiratory distress
syndrome
Sir,
We read with interest the article on scrub typhus
by Venkategowda et al. [1] They have very well
highlighted the fact that scrub typhus is an important
differential diagnosis in patients getting admitted with
fever and thrombocytopenia. A high index of suspicion
and early antibiotics for the management of rickettsial
diseases decrease the morbidity and mortality.
Acute respiratory distress syndrome (ARDS) is
one of the complications of scrub typhus. [2] It’s a
manifestation of the severity of respiratory system
involvement. Pathological data from lung biopsy
from patients developing ARDS in scrub typhus
patients have shown that there is evidence of diffuse
alveolar damage with hyaline membrane formation
suggesting the damage is because of inflammatory
mediators. [3] This is similar in patients who develop
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ARDS due to systemic inflammation like in sepsis.
In this study, the most of the patient who had
ARDS also had acute kidney injury (75%), acute
liver failure (58.3%), and shock (70%). This shows
that ARDS is a part of the multi‑organ dysfunction,
which affects patients with scrub typhus. We thus
feel that classifying patients into with and without
ARDS does not help in clinical management of these
patients.
Table 2 of the article could have been better presented
in two separate tables as patients on mechanical
ventilation and 28 days mortality are in percentages
and probably printed as mean ± standard deviation
due to typographical error. The data would have been
better presented as median with interquartile range
as the population is small and using mean has some
limitations. It would have been better if the statistical
tools used in the analysis had been described in the
text.

Financial support and sponsorship
Nil.
Conflicts of interest
There are no conflicts of interest.

Page no. 66

Indian Journal of Critical Care Medicine July 2015 Vol 19 Issue 7

433

Shakti Bedanta Mishra, Afzal Azim

Department of Critical Care Medicine, Sanjay Gandhi Post Graduate Institute
of Medical Sciences, Lucknow, Uttar Pradesh, India

Access this article online
Quick Response Code:

Correspondence:
Dr. Shakti Bedanta Mishra,
Department of Critical Care Medicine, Sanjay Gandhi Post Graduate Institute
of Medical Sciences, Raebareli Road, Lucknow ‑ 226 014, Uttar Pradesh, India.
E‑mail: shaktimishra84@gmail.com

www.ijccm.org

DOI: 10.4103/0972-5229.160300

References
1.

2.
3.

Website:

Venkategowda PM, Rao SM, Mutkule DP, Rao MV, Taggu AN. Scrub
typhus: Clinical spectrum and outcome. Indian J Crit Care Med
2015;19:208‑13.
Wang CC, Liu SF, Liu JW, Chung YH, Su MC, Lin MC. Acute respiratory
distress syndrome in scrub typhus. Am J Trop Med Hyg 2007;76:1148‑52.
Hsu YH, Chen HI. Pulmonary pathology in patients associated with
scrub typhus. Pathology 2008;40:268‑71.

Conducting a national
survey
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which only 291 members responded, a response rate
of around 58%.

Sir,
Went through with interest article entitled “Stress
levels of critical care doctors in India: A national
survey” published in Indian J Crit Care Med (2015;
19:257‑64).[1] The authors deserve credit for their effort.
However, I have a query, which I want to address to
the authors of this study. The query primarily concerns
the title of this study. The authors have defined this
study as a national survey, which does not appear to
be correct. The authors in their material and methods
state that a questionnaire‑based cross‑sectional study
was designed to depict the prevalence of stress levels
and associated risk factors among doctors working
in the critical care settings in India and administered
in two modes.[1] The authors state that in the manual
mode, a voluntary paper‑based survey was conducted
during one of the annual congresses of Indian Society of
Critical Care Medicine (ISCCM) while in the electronic
mode; the same questionnaires were E‑mailed to
professionals working in critical care units across the
country based on the database available with ISCCM.
The methodology used appears very comprehensive.
However, the point of concern is the response
rate to the questionnaire. A total of 200 randomly
selected cross‑sectional delegates were requested to
fill the questionnaire and 110 delegates voluntarily
participated in the survey giving a response rate of 55%
only. Similarly, a total of 500 randomly selected ISCCM
members were sent the questionnaire by E‑mail, of

The ethical principles for medical research involving
human subjects state that to achieve high data quality
one of the most critical points is the response rate of the
survey.[2] It recommends that the response rate should
be at least 70% for all population sub‑groups of interest,
which is not the case in this study. Hence, it raises
a query on the qualification of study as the national
survey. Further, the recommendation is that the target
population (critical care specialists, in this case) in a
geographically defined population (entire country)
should have an equally probability of inclusion in this
study.
In view of making this study into a national survey,
several contacts to nonparticipants should have been
made to achieve a high participation rate. Contacts
could have been made both by mail and telephone.
Some special methods to attract participants into the
survey could also have been considered. It is important
to note that increasing the sample size has no effect on
nonresponse bias, and, therefore, cannot be used as a
method to compensate for nonresponse. Instead, every
reasonable effort should be made to achieve a high
response rate.
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