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Over last 2 decades, there has been a significant progress made in the field of pediatric critical care in India. There has been complementary and parallel growth in the pediatric critical care services in India and the number of pediatric critical care providers who are either formally trained in India or who have returned to India after their formal training abroad. The pediatric critical care community in India has recognized obvious differences in profiles of critical illnesses and patients between Indian subcontinent and the West. Therefore there is a growing interest in generating scientific evidence through local research which would be applicable to critically ill children in Indian subcontinent. This article focuses on advances in pediatric critical care research in India and its future directions.

Keywords: research, pediatric critical care, India, scientific evidence, advances

INTRODUCTION

Pediatric Critical Care Medicine (PCCM) is a relatively new but a rapidly growing pediatric specialty in resource-limited countries. Pediatric Intensive Care Units (PICUs) were introduced into the lower- and middle-income countries (LMICs) somewhere in late 1980's or early 1990's. Few countries in Africa and south-east Asia still do not have a dedicated PICU. Though pediatric intensive care practices were introduced into India in the 1980's, early units were simply located in a special “treatment room” and lacked the constant monitoring of vital sign, respiratory or hemodynamic support characteristic of a PICU. One author (KC) recalls his first exposure to a PICU at Kalawati Saran Children's Hospital, Lady Hardinge Medical College in 1983 in New Delhi, although the first organized PICU was reportedly established in 1991 at Kanchi Kamakoti Childs Trust Hospital in Chennai, India with seven beds, a separate team of doctors and nurses, and with a pediatric anaesthesiologist as the director of the unit (1). Currently, there are more than 100 dedicated PICUs in the private and public sectors in India. With growth in pediatric critical care services in India, there has been a parallel growth in academic medicine in pediatric criticalc care in India. This article describes advances in critical care research in the west and in India, particularly in PCCM and future of pediatric critical care research in India.

Advances in Pediatric Critical Care Research in the West

For any specialty in medicine, research is key to understanding the epidemiology and pathophysiology of disease processes, exploring potential new therapies and measuring response to therapies. With rapidly growing specialty of pediatric critical care, there have been parallel advances in research in pediatric critical care in the West. The first collaborative pediatric critical care study group (PCCSG) was founded by Gregory Stidham and associates in the early 1990s. Approximately 60 pediatric ICUs, mostly from the United States worked together to generate a number of studies related to PICU outcomes (2–7). The Pediatric Acute Lung Injury and Sepsis Investigators (PALISI) Network, was founded by Adrienne Randolph at Children's Hospital of Boston in the late 1990s. Around 48 pediatric ICUs throughout North America participated to study therapies for acute lung injury, sepsis and multi-organ failure (8–11). Randall Wetzel at Children's Hospital Los Angeles founded the first electronic database, the Virtual PICU (vPICU) in 2000, to create a shared patient database for outcomes analysis and improve critical care practices (12). In 2004, National Institutes of Health, founded the Collaborative Pediatric Critical Care Research Network (CPCCRN) to study the pathophysiological bases of critical illness and safety and efficacy of treatment of critically ill children (12). The pediatric interest group of Canadian Critical Care Trial Group (CCCTG) has conducted large, multicenter trials such as TRIPICU and HypHIT (13). Similarly, European Society of Pediatric and Neonatal Intensive Care (ESPNIC) has been active in multi-center evaluation of respiratory distress syndrome (14) and in collaboration with European Extracorporeal Life Support (EuroELSO), it has created a working group to evaluate actual and future trends about neonatal and pediatric ECMO in Europe (15). The ANZICS (Australian and New Zealand Intensive Care Society) Pediatric Group has fostered and promoted meaningful research within the Australian and New Zealand pediatric intensive care communities (16).

There are now innumerable, ongoing single-site and multi-site clinical trials and large database studies in America and Europe which are substantially contributing to our understanding of science of PCCM. Some examples of recent key studies are—therapeutic hypothermia after pediatric cardiac arrest (THAPCA), heart and lung failure—pediatric insulin titration (HALF-PINT) and randomized evaluation of sedation titration for respiratory failure (RESTORE) trials (17–19).

Advances in Adult Critical Care Medicine Research in India

Before the turn of the century, critical care medicine in India was practiced in a few hospitals, either by those interested in the field and learning on the job, or by physicians returning to India after training overseas. Establishment of the Indian Society of Critical Care Medicine (ISCCM) in 1993 was a turning point in the history of critical care medicine in India. ISCCM has grown to become one of the largest professionl organizations and serves as the premier organization supporting the training and research in critical care medicine in India (20). In 2012, the Medical Council of India (MCI) recognized critical care medicine as an independent speciality, enabling 3-year training programmes, which have facilitated the development of academic departments of intensive care medicine with greater emphasis on research (21). Adult critical care community in India has made significant contributions to large multicenter randomized controlled trials such as the PROWESS-SHOCK (22) and OSCILLATE studies (23) and to a number of international, multicenter observational studies (24–28). Over last decade, several multicenter, adult critical care studies conducted in ICUs in India have contributed to a body of literature relevant to the Indian population (21). Though, Divatia and co-authors reported a 35% increase in the number of abstracts submitted to the annual conference of the ISCCM in 2013 as compared to the 2012 conference, their publication rate in international journals has been low (21, 29). Time constraints and lack of motivation to publish could be important contributing factors to the low publication rate. Overall, the advances in adult critical care medicine research in India have encouraged the pediatric critical care community to make forward steps toward pediatric critical research relevant to the unique diseases and child populations in India.

Advances in Pediatric Critical Care Research in India

The initiative to upgrade neonatal and pediatric critical care facilities has come primarily from major teaching institutions (30). India has shown tremendous growth in the practice of pediatric critical care. From a single PICU in 1991 to a young dynamic speciality in 2017, it has come a long way. India, foremost amongst the resource-limited countries has been a leader in that. The intensive care chapter of the Indian Academy of Pediatrics (IAP) started a formal fellowship training program in 2002 and they now have 22 accredited centers that are running this program successfully. More than 250 students have been trained through this program (31).

Similarly, research in neonatal and pediatric critical care has also picked up in India. The early published reports on outcomes of intensive care units in India were related to neonatal intensive care unit (NICU) graduates (32). Subsequently, Singhi and co-authors published the first report on electrolyte abnormalities in pediatric pneumonia in 1992 (33). As listed in PubMed, pediatric critical care research has grown from only 31 published clinical trials, 19 randomized controlled trials (RCTs) and 2 multicenter studies in 1990 to an impressive 198 RCTs and 92 multicenter studies in 2016. This progress shows that the growth of research in Pediatric Critical Care in India has come a long way. As the interest in research grew, the Government of India also tried to streamline it by setting up the Clinical Trial Registry of India (CTRI) in 2007. Registration of trial in CTRI is now mandatory and is also an important factor for publication in various journals. As on 30th June 2017, 8950 trials are registered with the CTRI (34).

Retrospective and prospective pediatric critical care studies conducted in India and their subsequent publication in regional and international journals have grown steadily in the past two decades (35–41). A handful of studies conducted by pediatric critical care researchers in India have impacted PICU care not only in the region but also outside the region—for example, original studies published from India on monitoring of intracranial and cerebral perfusion pressures in patients with acute meningoencephalitis have reinvigorated the field of neurocritical care (42–44). Recently, newer developments in collaborative, multicenter research initiatives in pediatric critical care have occurred in India. The Postgraduate Institute of Medical Education and Research (PGIMER) in Chandigarh, India has initiated the first, national, multi-institutional database for pediatric cardiac arrest and cardiopulmonary resuscitation. Currently, large, government-run, teaching institutions are putting collaborative efforts to launch similar multicenter collaborative studies.

Under the auspices of ISCCM, several pediatric critical care leaders in India have started a multicenter PICU data registry called INSPIRED (personal communication). Also, several institutions in India are now contributing to multicenter, international, pediatric critical care studies such as point prevalence studies, or quality improvement studies led by western institutions (45, 46). The Intensive Care Chapter of IAP started the quarterly periodical called “The Intensivist” (Figure 1), which grew in popularity over time and culminated into launching the Journal of Pediatric Critical Care in 2014, which is the official journal of the chapter (Figure 2) (47).
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FIGURE 1. The picture of the periodical “The Intensivist” which was started by Indian Academy of Pediatrics Intensive Care Chapter, which ultimately culminated into launching of the official journal of pediatric critical care of the intensive care chapter of the Indian Academy of Pediatrics.
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FIGURE 2. The picture of journal of pediatric critical care—the official journal of the intensive care chapter of the Indian Academy of Pediatrics.



Factors Influencing Advancement of Pediatric Critical Care Research in India

India is a large country and continues to be second most populated country in the world. The healthcare in India has been constantly challenged with issues of manpower, resources, infrastructure and financial support. Though the number of pediatric intensivists trained either within or outside India has grown significantly in India over last 15 years, current manpower is not sufficient to cope with the number of critically ill children in India. Due to heavy clinical commitments and burn-out issues, pediatric critical care professionals in India lack sufficient protected time for research. Also, unlike western countries, India has very limited government funds allocated to research. This further restricts the support needed for research data gathering, statistical analyses, research coordination and dissemination of research findings. Several research institutes, research task forces, and grants-in-aid developed by Indian Council of Medical Research (ICMR) have led to improved research support in India (48). The pediatric critical care faculty at large, government-run, teaching institutes have tapped into these resources for investigator-initiated clinical trials in PCCM. Also, some of the industry funds have also become available for PCCM research in India (49).

The initiation of PCCM fellowship training programs by the Intensive Care Chapter of IAP have not only promoted clinical training in pediatric critical care but also fueled research enthusiasm among young and budding pediatric intensivists in India (31). A formal 3-year post-doctoral training program in PCCM, started by the PGIMER in Chandigarh, India and subsequently adopted by two other premier institutes in India has paved the pathway for protected research time and formal research training of PICU fellows.

The national conference of pediatric critical care (NCPCC) organized annually by IAP intensive care chapter has provided tremendous opportunities to PCCM community in India to showcase and discuss their research findings and collaborate on research (50). Similarly, the annual conferences organized by World Federation of Pediatric Intensive and Critical Care Societies and Society of Critical Care Medicine have allowed networking of pediatric intensivists from India with those from other countries and improved research collaborations (51). Several global health institutions of leading universities and hospitals in the West have collaborated with institutes in India and conducted research related to neonatal and pediatric critical care (52).

Future of Pediatric Critical Care Medicine Research in India

India is a country with the world's second largest population, a relatively low median age, and a demographic trend that is very different from developed countries. Also India is a fast growing emerging market, especially in the field of information technology. This signifies a great potential for research especially in pediatrics given the young population and disease burden. It is likely that with a transition from a developing nation to a developed nation, India will witness a wide spectrum of healthcare issues of children common to both developing and developed nations. It is likely that there will be a growing population of longer-term survivors of prematurity, congenital heart disease and genetic syndromes, which used to be otherwise deemed fatal in the past. These future trends will affect PICU research in India.

As the PCCM specialty continues to grow, more research is likely to occur at both government-run, teaching institutions as well as corporate hospitals. Due to several obvious differences in disease profiles, host characteristics (e.g., malnutrition), access to medical care, or resource availability and allocation, the pediatric critical care community understands that scientific evidence generated through studies done in the West cannot always be extrapolated to patients in the Indian context. Among the pediatric intensivists, there is a growing awareness of the need of generating scientific evidence locally through studies within India. This is likely to culminate into an increase in investigator-initiated, single-center studies and also improved collaboration among a larger number of PCCM programs to create data registries and multicenter clinical trials in India.

The strengths of critical care medicine community in India include a huge knowledge-base for tropical and infectious diseases (53, 54), large patient burden, cost-effective strategies and the development of low-cost technology solutions through frugal innovation (55). As the investigator-initiated single-center and multicenters studies in PCCM grow in India, parallel efforts need to be made by government and corporate healthcare systems to improve the research infrastructure. Also, It will be equally important for institutions and professional organizations such as the ISCCM and IAP to establish structured research training for PCCM in India. A quality improvement research project and/or research thesis done during fellowship and an opportunity to present research work at a national and international conferences might encourage the pediatric critical care fellows to pursue academic careers. Finally, the contributions of national organizations such as ISCCM in supporting research through research reources, funding and research collaborations will define the future of the pediatric critical care research in India.

AUTHOR CONTRIBUTIONS

All authors listed have made a substantial, direct and intellectual contribution to the work, and approved it for publication.

ACKNOWLEDGMENTS

The authors wish to acknowledge vital contributions of Dr. Kanwaljeet S Anand for his guidance with writing and editing this manuscript.

REFERENCES

 1. Ramesh S. Paediatri intensive care – update. Indian J Anaesth. (2003) 47:338–44.

 2. Tilford JM, Simpson PM, Green JW, Lensing S, Fiser DH. Volume-outcome relationships in pediatric intensive care units. Pediatrics (2000) 106:289–94. doi: 10.1542/peds.106.2.289

 3. Fiser DH, Tilford JM, Roberson PK. Relationship of illness severity and length of stay to functional outcomes in the pediatric intensive care unit: a multi institutional study. Crit Care Med. (2000) 28:1173–9. doi: 10.1097/00003246-200004000-00043

 4. Tilford JM, Roberson PK, Lensing S, Fiser DH. Differences in pediatric ICU mortality risk over time. Crit Care Med. (1998) 26:1737–43. doi: 10.1097/00003246-199810000-00032

 5. Moler FW, Steinhart CM, Ohmit SE, Stidham GL. Effectiveness of ribavirin in otherwise well infants with respiratory syncytial virus-associated respiratory failure. Pediatric Critical Study Group. J Pediatr. (1996) 128:422–8. doi: 10.1016/S0022-3476(96)70294-9

 6. Green TP, Timmons OD, Fackler JC, Moler FW, Thompson AE, Sweeney MF. The impact of extracorporeal membrane oxygenation on survival in pediatric patients with acute respiratory failure. Pediatric Critical Care Study Group. Crit Care Med (1996) 24:323–9. doi: 10.1097/00003246-199602000-00023

 7. Timmons OD, Havens PL, Fackler JC. Predicting death in pediatric patients with acute respiratory failure. Pediatric critical care study group. extracorporeal life support organization. Chest (1995) 108:789–97. doi: 10.1378/chest.108.3.789

 8. Randolph AG, Wypij D, Venkataraman ST, Hanson JH, Gedeit RG, Meert KL, et al. Pediatric Acute Lung Injury and Sepsis Investigators (PALISI) Network. Effect of mechanical ventilator weaning protocols on respiratory outcomes in infants and children: a randomized controlled trial. JAMA (2002) 288:2561–8. doi: 10.1001/jama.288.20.2561

 9. Lacroix J, Cotting J for the Pediatric Acute Lung Injury and Sepsis Investigators (PALISI) Network. Severity of illness and organ dysfunction scoring in children. Pediatr Crit Care Med. (2005) 6:S126–34. doi: 10.1097/01.PCC.0000161287.61028.D4

 10. Curley MA, Thompson JE, Arnold JH. The effects of early and repeated prone positioning in pediatric patients with acute lung injury. Chest (2000) 118:156–63. doi: 10.1378/chest.118.1.156

 11. Willson DF, Thomas NJ, Markovitz BP, Bauman LA, DiCarlo JV, Pon S, et al. Pediatric acute lung injury and sepsis investigators. effect of exogenous surfactant (calfactant) in pediatric acute lung injury: a randomized controlled trial. JAMA (2005) 293:470–6. doi: 10.1001/jama.293.4.470

 12. Epstein D, Brill J. A history of pediatric critical care medicine. Pediatr Res. (2005) 58: 987–96. doi: 10.1203/01.PDR.0000182822.16263.3D

 13. Available online at: https://www.ccctg.ca/Groups-Committees/Pediatric-Interest-Group.aspx (Accessed December 19, 2017).

 14. De Luca D, Piastra M, Chidini G, Tissieres P, Calderini E, Essouri S, et al. The use of the Berlin definition for acute respiratory distress syndrome during infancy and early childhood: multicenter evaluation and expert consensus. Intensive Care Med. (2013) 39:2083–91. doi: 10.1007/s00134-013-3110-x

 15. Available online at: http://espnic-online.org/SCIENTIFIC-AFFAIRS/Working-Groups (Accessed December 19, 2017).

 16. Available online at: http://anzics.com.au/www.anzics.com.au/Pages/Paediatrics.html (Accessed May 15, 2018).

 17. Moler FW, Silverstein FS, Holubkov R, Slomine BS, Christensen JR, Nadkarni VM, et al. THAPCA trial investigators. therapeutic hypothermia after in-hospital cardiac arrest in children. N Engl J Med. (2017) 376:318–29. doi: 10.1056/NEJMoa1610493

 18. Moler FW, Silverstein FS, Holubkov R, Slomine BS, Christensen JR, Nadkarni VM, et al. (2015). THAPCA trial investigators. therapeutic hypothermia after out-of-hospital cardiac arrest in children. N Engl J Med. 372:1898–908. doi: 10.1056/NEJMoa1411480

 19. Agus MS, Wypij D, Hirshberg EL, Srinivasan V, Faustino EV, Luckett PM, et al. HALF-PINT study investigators and the PALISI network. tight glycemic control in critically Ill children. N Engl J Med. (2017) 376:729–41. doi: 10.1056/NEJMoa1612348

 20. Available online at: http://www.isccm.org (Accessed December 19, 2017).

 21. Divatia JV, Jog S. Intensive care research and publication in India: quo vadis? Intensive Care Med. (2014) 40:445–7. doi: 10.1007/s00134-013-3199-y

 22. Ranieri VM, Thompson BT, Barie PS, Dhainaut JF, Douglas IS, Finfer S, et al. Drotrecogin alfa (activated) in adults with septic shock. N Engl J Med. (2012) 366:2055–64. doi: 10.1056/NEJMoa1202290

 23. Vincent JL, Rello J, Marshall J, Silva E, Anzueto A, Martin CD, et al. International study of the prevalence and outcomes of infection in intensive care units. JAMA (2009) 302:2323–9. doi: 10.1001/jama.2009.1754

 24. Mehta Y, Jaggi N, Rosenthal VD, Rodrigues C, Todi SK, Saini N, et al. Effectiveness of a multidimensional approach for prevention of ventilator-associated pneumonia in 21 adult intensive-care units from 10 cities in India: findings of the International Nosocomial Infection Control Consortium (INICC). Epidemiol Infect. (2013) 141:2483–91. doi: 10.1017/S0950268813000381

 25. Phua J, Koh Y, Du B, Tang YQ, Divatia JV, Tan CC, et al. Management of severe sepsis in patients admitted to Asian intensive care units: prospective cohort study. BMJ (2011) 342:d324. doi: 10.1136/bmj.d3245

 26. Esteban A, Frutos-Vivar F, Muriel A, Ferguson ND, Peñuelas O, Abraira V, et al. Evolution of mortality over time in patients receiving mechanical ventilation. Am J Respir Crit Care Med. (2013) 188:220–30. doi: 10.1164/rccm.201212-2169OC

 27. Vincent JL, Sakr Y. The intensive care over nations (ICON) audit: epidemiology of sepsis. Intensive Care Med. (2013) 39:S229.

 28. Ferguson ND, Cook DJ, Guyatt GH, Mehta S, Hand L, Austin P, et al. High-frequency oscillation in early acute respiratory distress syndrome. N Engl J Med. (2013) 368:795–805. doi: 10.1056/NEJMoa1215554

 29. Tyagi A, Chugh V, Kumar S, Sethi AK. Presentation of research in anesthesia: culmination into publication? J Anaesthesiol Clin Pharmacol. (2013). 29:216–20. doi: 10.4103/0970-9185.111727

 30. Vidyasagar D, Singh M, Bhakoo ON, Paul VK, Narang A, Bhutani V, et al. Evolution of neonatal and pediatric critical care in India. Crit Care Clin. (1997) 13:331–46. doi: 10.1016/S0749-0704(05)70313-4

 31. Bhalala U, Khilnani P. Pediatric critical care medicine training in India: past, present, and future. Front. Pediatr. (2018) 6:34. doi: 10.3389/fped.2018.00034

 32. Paul VK, Radhika S, Deorari AK, Singh M. Neurodevelopmental outcome of ’at risk’ nursery graduates. Indian J Pediatr. (1998) 65:857–62.

 33. Singhi S, Dhawan A. Frequency and significance of electrolyte abnormalities in pneumonia. Indian Pediatr. (1992) 29:735–40.

 34. Available online at: http://ctri.nic.in/Clinicaltrials/login.php (Accessed November 30, 2017).

 35. Kamath SR, Ranjit S. Clinical features, complications and atypical manifestations of children with severe forms of dengue hemorrhagic fever in South India. Indian J Pediatr. (2006) 73:889–95. doi: 10.1007/BF02859281

 36. Ranjit S, Kissoon N, Gandhi D, Dayal A, Rajeshwari N, Kamath SR. Early differentiation between dengue and septic shock by comparison of admission hemodynamic, clinical, and laboratory variables: a pilot study. Pediatr Emerg Care. (2007) 23:368–75. doi: 10.1097/01.pec.0000278403.22450.a2

 37. Singhi S, Murthy A, Singhi P, Jayashree M. Continuous midazolam versus diazepam infusion for refractory convulsive status epilepticus. J Child Neurol. (2002) 17:106–10. doi: 10.1177/088307380201700203

 38. Mondal RK, Singhi SC, Chakrabarti A, M J. Randomized comparison between fluconazole and itraconazole for the treatment of candidemia in a pediatric intensive care unit: a preliminary study. Pediatr Crit Care Med. (2004) 5:561–5. doi: 10.1097/01.PCC.0000144712.29127.81

 39. Singhi SC, Bansal A. Serum cortisol levels in children with acute bacterial and aseptic meningitis. Pediatr Crit Care Med. (2006) 7:74–8. doi: 10.1097/01.PCC.0000192317.90862.44

 40. Bansal A, Singhi SC, Jayashree M. Penicillin and gentamicin therapy vs. amoxicillin/clavulanate in severe hypoxemic pneumonia. Indian J Pediatr. (2006) 73:305–9. doi: 10.1007/BF02825824

 41. Nallasamy K, Jayashree M, Singhi S, Bansal A. Low-dose vs. standard-dose insulin in pediatric diabetic ketoacidosis: a randomized clinical trial. JAMA Pediatr. (2014) 168:999–1005. doi: 10.1001/jamapediatrics.2014.1211

 42. Singhi S, Kumar R, Singhi P, Jayashree M, Bansal A. Bedside burr hole for intracranial pressure monitoring performed by pediatric intensivists in children with CNS infections in a resource-limited setting: 10-year experience at a single center. Pediatr Crit Care Med. (2015) 16:453–60. doi: 10.1097/PCC.0000000000000353

 43. Kumar R, Singhi S, Singhi P, Jayashree M, Bansal A, Bhatti A. Randomized controlled trial comparing cerebral perfusion pressure-targeted therapy versus intracranial pressure-targeted therapy for raised intracranial pressure due to acute CNS infections in children. Crit Care Med. (2014) 42:1775–87. doi: 10.1097/CCM.0000000000000298

 44. Tasker RC. Raised intracranial pressure during central nervous system infection: what should we do about it? Crit Care Med. (2014) 42:1936–8. doi: 10.1097/CCM.0000000000000419

 45. Kojima T, Laverriere EK, Owen EB, Harwayne-Gidansky I, Shenoi AN, Napolitano N, et al. Clinical impact of external laryngeal manipulation during laryngoscopy on tracheal intubation success in critically Ill children. Pediatr Crit Care Med. (2017) 19:106–14. doi: 10.1097/PCC.0000000000001373

 46. Weiss SL, Fitzgerald JC, Pappachan J, Wheeler D, Jaramillo-Bustamante JC, Salloo A, et al. Global epidemiology of pediatric severe sepsis: the sepsis prevalence, outcomes, and therapies study. Am J Respir Crit Care Med. (2015) 191:1147–57. doi: 10.1164/rccm.201412-2323OC

 47. Available online at: http://www.journalofpediatriccriticalcare.com (Accessed December 19, 2017).

 48. Available online at: http://www.icmr.nic.in/About_Us/About_Us.html (Accessed November 30, 2017).

 49. Kumar S, Singhi S, Chakrabarti A, Bansal A, Jayashree M. Probiotic use and prevalence of candidemia and candiduria in a PICU. Pediatr Crit Care Med. (2013) 14, e409-15. doi: 10.1097/PCC.0b013e31829f5d88

 50. Available online at: http://www.tribuneindia.com/news/chandigarh/national-meet-on-paediatric-intensive-care-from-nov-2/490659.html (Accessed May 15, 2018).

 51. Available online at: http://www.wfpiccs.org (Accessed December 19, 2017).

 52. Available online at: https://globalhealth.stanford.edu (Accessed December 19, 2017).

 53. Jog S, Patel D, Dravid T, Rajhans P, Akole P, Pawar B, et al. Early application of high frequency oscillatory ventilation in ‘H1N1 influenza’ related ARDS is associated with better outcome: a retrospective study. Intensive Care Med. (2013) 39:1146–47. doi: 10.1007/s00134-013-2878-z

 54. Khilnani P, Sarma D, Zimmerman J. Epidemiology and peculiarities of pediatric multiple organ dysfunction syndrome in New Delhi, India. Intensive Care Med. (2006) 32:1856–62. doi: 10.1007/s00134-006-0373-5

 55. Chacko J, Nikahat J, Gagan B, Umesh K, Ramanathan M. Real-time ultrasound-guided percutaneous dilatational tracheostomy. Intensive Care Med. (2012) 38:920–21. doi: 10.1007/s00134-012-2514-3

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Bhalala, Bansal and Chugh. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fped-06-00150-g001.gif
[ THE INTENSIVIST |
e

cano
o0 e Dear Collcagues,
113 @ pleasure ntcracting with you through

Pedtate taeontve another ssuc o Intensiist | begin with a hearty
Core Chupter Wlcometo Ui iy cected e bearers and awarm
S adic 0 he outgng, We hapeth good work nated
s Ly them il contine and v chapter wilbe taken
B K {olfe hight. The momcntous e year ushering
G5 i the dawn of the new milennium promises o be
o— Sbuzz i academic actty. These foraare sure o

provide avenues for furtherng our knowledge and
an— ‘o ques o provide beter car i our area.
-
fieronr— Wishing you alla Happy N Year 2001,
DA gt
[ressor-N— Hoppy resding
e Yours Sincerly
e O saparee






OPS/images/fped-06-00150-g002.gif
CONTENTS

o b Ot et

Pediatric Cardic Intensive C:

posrentr gy





OPS/images/cover.jpg
’ frontiers
in Pediatrics

Advances in Pediatric Critical Care
Research in India









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Pediatrics





