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DR ROHIT JASWAL
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rohit.jaswal@maxhealthcare.com
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MEDANTA, THE MEDICITY

DR SURINDER.M. SHARMA
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drsms1@gmail.com

47

NORTHERN RAILWAY
CENTRAL HOSPITAL

DR ANIL KUMAR SHARMA

9717630508

dr_aksharma@rediffmail.com

48

PGIMSR-ESI BASAIDARAPUR

DR. MADHU GUPTA

9873581030

madhugupta2602@gmail.com

49

RAJIV GANDHI CANCER
INSTITUTE, ROHINI

DR RAJIV CHAWLA

9718599404

drrajivchawla@gmail.com

50

SANJAY GANDHI MEMORIAL
HOSPITAL

DR NYMPHIA KAUL

8447734430

drkaul99@gmail.com

51

SANT PARMANAND
HOSPITAL

DR B N SETH

9810392574

sethbn@gmail.com

52

SARDAR VALLABH BHAI
PATEL HOSPITAL

DR NIDHI MATHUR

9873143460

drnidhimathur67@gmail.com

53

SAROJ HOSPITAL

DR. VIVEK GUPTA

9810020953

vivekg117@gmail.com

54

SHANTI MUKAND HOSPITAL

DR RAJESH DHALL

9810110405

rajeshdhall12@gmail.com

55

SIR GANGA RAM HOSPITAL

PROF JAYASHREE SOOD

9811294608

drjayashreesood@gmail.com

56

SWAMI DAYANAND
HOSPITAL

DR RAKESH SINGHAL

9811111388

rakeshkalpna03@gmail.com

57

UCMS AND GTBH

PROF AK SAXENA

9810431367

profashoksaxena2@gmail.com

58

VENKATESHWAR HOSPITAL

DR KALPANA GOYAL

9891682605

drkalpanagk@gmail.com

59

VMMC AND SJH

DR. G. USHA

8447795934

doctorgusha@hotmail.com
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9582142904

Governing Council Member ISA National’s Message

Dear Esteemed Members

I wish you all have a very happy and prosperous New Year.
Stay Healthy! Stay Safe!

Long Live ISA!
Jai Hind

Dr Rajiv Gupta
Governing Council Member
ISA National

President’s Message

Dear Friends,
Greetings to all. As we bid goodbye to the year 2020, heres’ wishing everyone a very happy,
healthy and safe New Year 2021! May our sincere and collective prayers to the almighty for
ending this pandemic be answered soon and may we see the return of normalcy to our lives.

The month of December heralds worldwide celebrations of the birth of Lord Jesus Christ and
Christmas brings with it tidings of joy, love and peace. May this Christmas bring everyone joy,
good health and happy times!!

ISA Delhi branch saw a host of academic activities this month. We started the month with the
monthly clinical meeting conducted by UCMS& GTB Hospital under the able guidance of Dr
Ashok Saxena. It was an academic treat of a very high standard and was conducted very
well. The clinical presentations were followed by a tough quiz which had everyone racking
their brains.

This was followed by a webinar on NIV, sponsored by M/S ResMed over two days. Topmost
experts in the field enlightened us on all aspects of NIV. All topics were very relevant and the
webinar was well attended with active participation of the audience.

Hindu Rao hospital conducted a CME on challenges posed by Covid. They shared their
experiences of setting up a covid hospital, in great detail, the challenges faced, and how they
overcame them. I congratulate Dr Anu Kapoor, Dr Alka Chandra and team for taking up this
daunting task and doing so well.

Apollo hospital conducted their clinical meeting on the last Monday of the month where they
presented some very challenging cases and clinical studies. These were followed by an
interesting quiz.

I wish to congratulate all Institutions, their HODS, speakers and organisers for keeping the
ISA Delhi flag flying high by conducting meetings of a very high standard, despite being neck
deep in the covid pandemic. My sincere thanks and gratitude to each and everyone.

Several webinars/clinical meetings are awaiting us in the New Year. I request you all to
attend these e webinars in large numbers and encourage your residents to do the same.

Comments, suggestions, articles, art work, poetry etc are most welcome.
Wishing you all a very happy, blessed and safe New year!

Long live ISA National & ISA Delhi!
Jai Hind!
Best Wishes
Nikki Sabharwal
President ISA Delhi Branch

Vice President’s Message

Dear Members
Christmas Greetings and a very happy New Year ahead!
This month clinical meetings were very well conducted by the University College of Medical
Sciences & GTB Hospital and by Apollo hospital. The other academic activities included a
wonderful webinar on the Essentials of NIV-Online Course, conducted M/s ResMed India in
association with the Indian Society of Anaesthesiologists Delhi branch. The Hindu Rao
hospital & NDMC Medical College also conducted an excellent CME on Challenges faced in
Covid 19 pandemic by healthcare personnel- Experience in a resource limited country, under
the aegis of ISA Delhi branch.

I feel so proud of our state branch, ISA Delhi, that despite so many difficulties posed due to
the current pandemic, we have been conducting such good academic activities, that have
kept our spirits high.

Keep up the good work!
Long Live ISA!
Dr G Usha
Vice President, ISA Delhi Branch

Message from Secretary

Dear friends,
We are on the verge of welcoming the year 2021.... and I thank all of you from the bottom of my
heart, for standing with us through thick and thin.
We all have lived through a turbulent, dynamic and contradictory time only to emerge stronger
and better. We have combatted the pandemic and socioeconomic upheavals associated with it.
Many of our colleagues laid down their lives and many more suffered. Many lost their near and
dear ones. To all of them I Express my gratitude.
Keeping an eye on the coming future, we all have changed our practices and healthcare as such
has undergone a makeover. It will no longer be the same old way. We all have contributed to
major reforms associated with changing healthcare, as a specialty as well as individual frontline
workers. By coming together as a community, as co-workers, as the ISA, we have made
healthcare better.
All of us have experienced these changes, and today it's the time to look to the future more
confidently than ever and with a great sense of hope.
Wishing you all a wonderful and hopeful 2021. Take care and be happy.
Long live ISA! Long live ISA Delhi!!
Thank you
Dr. Umesh K. Deshmukh
Hony Secretary
ISA Delhi

From the Editor’s Desk

Dear Members,
Wish you all Merry Christmas and a Happy New Year!

These days the intensivists all around the world are under great pressure facing tremendous
challenges in dealing with the ongoing global pandemic of Covid 19 disease. In the article
“Intensivists and Covid-19 Patients”, Dr Santvana Kohli and Dr Harish C. Sachdeva have
succinctly covered the intensive care management protocol in Covid patients. I am sure our
readers will find it useful.
Dr Arun K Mehra, has contributed an article, “The Doctor-Patient Relationship” to the series
“Ethics in Covid Times”. This will surely be beneficial to our readers. In our experiences
section, Dr Yazhini Anbumani, has written an interesting article “The Musings of an Intensive
Care Resident!”. This month, we have introduced a new Word Game. I hope our readers find
it interesting. Besides, the art gallery, photography and poetry section, in our newsletter is
sure to bring you joy.
We would surely appreciate contributions in the form of interesting write up, poetry, prayers,
paintings, photography etc. for the newsletter from various institutes. You may send your
piece of work through email at drparulmullick@gmail.com.
I also urge all the anaesthesiologists who are not yet ISA members to become life members;
For membership form, please log in to website
https://www.isaweb.in/webpages/MembersRegistration.aspx
Bidding Good Bye to the year 2020 & Looking forward to 2021!
Enjoy Reading!
LONG LIVE ISA!
Dr Parul Mullick
Editor, ISA Delhi Branch

Calendar of ISA Activities from September 2020
September 2020
1. 11th Sept Friday 4-6 pm Clinical mtg, LHMC
2. 18th Sept. Friday 4.30 - 6.30 pm, CME, LHMC, Hypertensive disorders in pregnancy'
October 2020
1. 2nd to 4th Oct. ISACON 2020, SGRH
2. 16th Oct. Friday 5 - 7.30 pm World Anaesthesia Day celebrations by all ISA Delhi members
3. 29th Oct. Friday, 5-7 pm clinical mtg by ESIC group of Hospitals
November 2020
1. 7th Nov. Saturday, 5-7 pm clinical mtg by Max Smart Hospital, Saket
2. 20th Nov. Friday 5-7 pm, clinical mtg by MAMC
3. 27th Nov. Friday, 5-7 pm, clinical mtg, Dr RMLH
December 2020
1.4th Dec. Friday 5-7 pm, clinical mtg by UCMS
2. 12th and 13th Dec, 5-7 pm, webinar on NIV by m/s Resmed
3. 18th Dec.Friday,5-7 pm, CME, Hindu Rao hospital
4. 28th Dec Monday, 5-7 pm clinical mtg Apollo hospital
January 2021
1. 8th Jan Friday, 5-7 pm, clinical mtg, Army hospital
2. 15th Jan. Friday, 5-7 pm, CME Bariatric, MAX Saket
3. 22nd Jan. Friday, 5-7 pm clinical mtg DDU
February 2021
1. 5th Feb Friday 5-7pm, clinical mtg, Hindu Rao hospital
2. 19th Feb. Friday clinical mtg by Dwarka group ie Akash, Venkateshwar and Balaji Action
hospitals
March 2021
1. 5th March, Friday, 5-7 pm, clinical mtg AIIMS
2. 12th March Friday 5 -7 pm clinical mtg by Ambedkar and Sanjay Gandhi hospital.

Clinical Meeting (4/12/2020)
The clinical meeting of ISA Delhi branch was hosted by the Department of Anaesthesiology,
University College of Medical Sciences & GTB Hospital on the 4th December 2020. The meeting
began with ISA flag hoisting and welcome address by Dr Ashok Saxena. Dr Nikki Sabharwal was
invited to give the presidential address. Dr Rajiv Gupta, GC member, ISA National spoke a few
words. This was followed by the scientific session that included four very interesting and novel
presentations followed by an exciting Quiz program. In the end, Dr Sujata proposed the vote of
thanks.
I would like to congratulate Dr Ashok Saxena and team for conducting an excellent clinical meeting.

The Abstracts of presentations are as follows:
1. ED90 of Prophylactic Oxytocin Infusion During Cesarean Delivery in Non-laboring
Preeclamptics receiving Magnesium Sulfate Therapy and Normotensives: An Up-Down
Sequential Allocation Dose-Response Study
Presenters: Dr Aparna Mohan (Postgraduate trainee), Dr Devansh Garg (Senior Resident);
Moderator: Dr Asha Tyagi (Director Professor).
Background: Oxytocin administration during cesarean delivery is the first-line therapy for prevention
of uterine atony. Preeclamptic patients may be receiving magnesium sulfate for seizure prophylaxis,
a drug with known tocolytic effect. However, there is no study evaluating the minimum effective dose
of oxytocin during cesarean delivery in preeclamptic patients.
Methods: We planned to compare the ED90 in preeclamptic patients receiving magnesium sulfate
treatment (n = 27) against a control group of normotensives without magnesium sulfate treatment (n
= 40). This prospective single-blinded dual-arm dose finding study was based on 9:1 biased
sequential allocation design. The oxytocin infusion was initiated upon clamping of umbilical cord at
13 IU/h for the first patient in both groups. Doses of oxytocin infusion for subsequent patients were
decided by response in previous patient of the group with a dosing interval of 1 mg. The uterine tone
was graded as satisfactory or unsatisfactory by the obstetrician, 4 minutes after initiation of the
oxytocin infusion.
Results: The ED90 of oxytocin was significantly greater for preeclamptic as compared to
normotensive group [24.9 IU/hr (95% CI: 22.4 – 27.5) and 13.9 IU/hr (95% CI: 12.4 – 15.5)
respectively]; difference in dose requirement was 10.9 IU/hr (95% CI: 7.9 to 14.0) (P <0.001).
Hypotension defined as a fall in systolic blood pressure >20% from baseline or <90 mmHg was
significantly greater for the preeclamptic group (92.6% versus 62.5%, P = 0.005). There was no
significant difference in the need of additional uterotonic or uterine massage, estimated blood loss,
percentage of patients with blood loss > 500 ml or >1000 ml, postoperative fall in hemoglobin, and
need of reexploration for uncontrolled bleeding (P >0.05).
Conclusion: Patients of preeclampsia receiving preoperative magnesium therapy need a greater
intraoperative dose of oxytocin to achieve a satisfactorily contracted uterus after fetal delivery.
2. DRESS Syndrome in a patient recovering from COVID-19: A Case Report
Authors: Rashmi Salhotra1, AK Saxena2, Rachana Singh3, Neha Bhardwaj3
Designation: 1Professor, 2Professor and Head, 3Post graduate student
Presenters: Dr Rachana Singh, Dr Neha Bhardwaj
Moderators: Dr Rashmi Salhotra, Dr AK Saxena

Figure 1: Rash over the lower limbs Figure 2: Facial rash with exfoliation and oedema
Coronavirus infection has been associated with sequelae like lung fibrosis, mental disorders etc. We
report an interesting case of skin manifestations in a 59-year-old male who was recovering from
Covid illness. The patient presented to our casualty department with fever, sore throat for 1 week
and shortness of breath for 2 days. His respiratory rate was 28-30/min and saturation (SpO2) on
room air 88%. Chest X-ray showed ground glass opacities. He tested positive for SARS-CoV2 by
RT-PCR.
Oxygen therapy was initiated via a non-rebreathing face mask and SpO2 improved to 98-99%.
Fever subsided three days after initiation of treatment and oxygen support was gradually tapered
over the next 12 days. Covid report turned out negative on day 16. He was to be discharged the
following morning when he again developed fever (1000F to 1040F) with an erythematous
maculopapular rash covering >50% body surface area (Figure 1) with facial edema and exfoliation
(Figure 2). Lymph nodes in axilla and groin were enlarged. Absolute eosinophil count (814/µL) and
liver enzymes were markedly raised (aspartate aminotransferase: 231 units/L; alanine
aminotransferase: 125 units/L; alkaline phosphatase: 130 units/L).
The rash in our patient did not seem to fit in any of the infective causes (measles, chicken pox or
rickettsia), dengue or mixed connective tissue disorders. The most probable cause of rash was
presumed to be DRESS syndrome. The rash responded to withholding of all antibiotic therapy,
antihistaminics and local application of lactocalamine lotion.
DRESS syndrome is a type IV hypersensitivity reaction mediated by antiviral T-cells, usually
presenting 2-8 weeks after starting offending medication. [1] Our patient received
hydroxychloroquine and piperacillin-tazobactum which have been associated with DRESS
syndrome. [1, 2] As per the RegiSCAR criteria [3] his score was five which qualifies to be
categorized as a probable case of DRESS syndrome.
A single case of DRESS syndrome in Covid-19 illness has recently been reported. [4] However, our
case is unique as this type of rash has never been reported with Covid so far. This case highlights
the importance of recognizing skin manifestations of Covid disease which may occur even after
recovery from the initial illness.

References:
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3. Hydroxychloroquine in a COVID-19 patient on chronic Pregabalin therapy- Is it safe?
Dr. Prerna Vasudev; Moderator-Dr. Geetanjali Chilkoti.
We present a 58-year-old male patient, weighing 90 kg who presented with chief complaints of
fever, shortness of breath and cough for one week. The COVID status was positive as checked by
RT-PCR. Patient was a known case of hypertension for the past 15 years and controlled on tab
amlodipine 5mg OD and was on tab pregabalin 75 mg HS and tab clonazepam 0.5 mg OD for
cervical spondylosis since last 4 years. No other significant clinical history. The patient had a pulse
rate of 106/min, blood pressure of 118/74 mm Hg, respiratory rate of 24 breaths/ min. His condition
deteriorated in next 24 hours of admission and was shifted to ICU where the oxygen saturation was
83% on room air and improved to 98% on high FiO2 partial rebreathing face mask. On auscultation,
crepitations were present in bilateral lower lung fields. All routine investigations were within normal
limit except for high WBC count (15000/µL) and electrocardiogram (ECG) demonstrating a heart
rate of 150/min and a QTc interval of 480 ms (Bazett's formula). Chest X-ray revealed bilateral lower
zone infiltrates. He received tazobactam-piperacllin, teicoplanin, ivermectin, enoxaparin,
dexamethasone, salmeterol MDI, vitamin C and zinc. Considering the ECG changes,
hydroxychloroquine (HCQS) was not administered. On enquiring it was revealed that patient was
taking both pregabalin and clonazepam till a day before and was asked to stop both. The ECG
changes resolved on the very next day i.e. within 36 hrs. After ensuring normal ECG with HR of
@80-90/min, HCQS was administered in a dose of 400 mg OD for five days; ECG done on all five
days was reported normal. Patient improved clinically and was discharged on the day 6 of ICU.

Pregabalin, a gamma amino butyric acid analogue is efficacious in alleviation of pain symptoms
related to cervical spondylosis as a first-line single agent. Cardiac events with pregabalin are rarely
reported in literature and is related to the binding of pregabalin to a2δ2 subunits of voltage gated
calcium channel causing potassium-evoked accentuation of calcium influx in the heart. Also, in an
animal model, increase in HR and QTc prolongation was observed in rabbits who were given
pregabalin.
In the present case, we attribute the QTc prolongation to the chronic pregabalin and/or clonazepam
therapy which led to postponement of HCQS therapy. The oral bioavailability of pregabalin is
estimated to be 90% and is not bound to plasma proteins with elimination half-life of 6.3 hrs. The
steady state plasma concentration is achieved within 24-48 hrs. This explains the normalization of
ECG on the very next day i.e. approximately within 36 hours of the last pregabalin dose in the
present case. Similarly, literature search reveals only a single case report implicating clonazepam, a
long-acting benzodiazepine to be a potential cause of QTc prolongation in a paediatric patient.
To conclude, we emphasise upon the judicious and cautious use of proarrhythmic drugs like
hydroxychloroquine and/or azithromycin combination in patients with COVID-19 disease on chronic
pregabalin and/or clonazepam therapy as it may potentiate the risk of arrhythmia in these patients.

4. Modulation of mRNA expression of MMP-9 genes following an integrated approach
encompassing Mirror therapy in the management of CRPS type-1 in stroke survivors: a RCT.
Dr Anish Malik, Dr Megha Bajaj; Moderator- Dr. Ashok Kumar Saxena.
Objective: To determine the Modulation of mRNA expression of Matrix Metalloproteinase-9 (MMP9) gene and efficacy of Mirror therapy in the management of CRPS type 1 in stroke survivors
Design: Prospective Randomized Controlled Study.
Setting: Twenty-two stroke survivors with CRPS-type-1 diagnosed on the basis of Budapest Clinical
Criteria, IASP 2003.
Methods: Patients were randomised into two groups, control group CT (Conventional Therapy) and
study group MT (Conventional Therapy and Mirror Therapy). Control Group CT was given only
Conventional therapy which included rehabilitation and physiotherapy whereas, study Group MT
was given Mirror therapy along with Conventional rehabilitation program for 12 weeks. Patient was
instructed in the initial few sessions and got seated on a chair, with the mirror board positioned
between the two limbs and perpendicular to the subject’s midline; with the unaffected limb facing the
reflective surface and the CRPS affected limb behind the mirror. Mirror therapy was done in 4
sessions each day, each session of 10 minutes duration, for 5 days a week up to 12 weeks. Two
blood samples were withdrawn at baseline and at the end of 6th week for estimation of mRNA
expression of MMP-9 gene.

Results: There was a significant pain relief (p<0.05), significant improvement in sleep(p<0.05),
significantly better quality of life(p<0.05), significantly lesser requirement of rescue
analgesia(p<0.05) with significant enhancement in motor function(p<0.05) in patients of study group
MT compared to control group CT. There was a significant (p<0.05) mRNA downregulation of MMP9 gene at the end of 6th week of therapy, which was more in group MT than group CT.
Conclusion: The current study makes a contribution by providing superior pain relief, following the
use of integrated approach including conventional rehabilitation program and mirror therapy to
manage the complexity of the debilitating pain in stroke survivors with CRPS type 1 and to improve
their motor power and thus enhancing their quality of life. Furthermore, following 6 weeks of
integrated therapy, there is significant mRNA downregulation of MMP-9 gene in both groups, more
in study Group MT (1.47 folds) compared to control Group CT (1.31 folds). Hence, a gene targeted
therapy can possibly be designed and provided to CRPS type 1 patients and can be used as a
potential prognostic biomarker for early detection, early diagnosis, and early management of these
patients.

Webinar (12/12/2020 & 13/12/2020)
The Essentials of NIV-Online Course was conducted by M/s ResMed India in association with the
Indian Society of Anaesthesiologists Delhi branch, on the 12th and 13th December 2020.
On day 1, the program began with welcome address given by the president ISA Deli branch, Dr
Nikki Sabharwal. This was followed by the scientific presentations. The first presentation was on
Basics of Non-invasive Ventilation, taken by Dr Ranajit Chatterjee. The second presentation was on
Non-invasive Ventilation in acute hypercapnic respiratory failure, taken by Dr Vijay Hadda and the
third presentation was on Non-invasive Ventilation in hypoxemic respiratory failure, taken by Dr
Deepak Govil. After the three presentations, Dr Umesh Deshmukh, secretary ISA Deli branch, gave
the closing address. The entire scientific session on day 1 was moderated by Dr Pulkit Swarup and
Ashwini Mandana.
The scientific session on day 2, began with a Re-cap of day 1 taken by Dr Ranajit Chatterjee. This
was followed by presentation on Non-invasive Ventilation in chronic care at home, taken by Dr BV
Murali Mohan. Non-invasive Ventilation: How do we troubleshoot, monitor? was taken by Dr
Supradip Ghosh. This was followed by a demonstration, NIV hands on by the ResMed Academy
and then by the Question-and-Answer session. The entire scientific session on day 2 was
moderated by Dr Sibasish Dey. In the end, vote of thanks was proposed by Dr Parul Mullick, editor
ISA Delhi branch.
We congratulate M/s ResMed for organizing such a wonderful webinar on NIV. Each and every
presentation was excellent and very informative. The program was well attended and appreciated by
the audience.

CME (18/12/2020)
The department of Anaesthesia and Critical Care of Hindu Rao Hospital & NDMC Medical College
conducted CME on "Challenges Faced in Covid-19 Pandemic by Healthcare Personnel –
Experience in a resource limited country" under the aegis of ISA Delhi branch on 18th December
2020.

The program began with ISA flag hoisting. Dr Sunjoy Das welcomed the gathering and invited Dr
Umesh Deshmukh and Dr Nikki Sabharwal to say some words of encouragement.
The scientific session comprised of three presentations.
❖ Psychological Impact of COVID -19 Pandemic in Health Care Personnel presented by Dr
Alka Chandra
❖ Challenges in Delivery of COVID-19 Facilities at Hindu Rao Hospital presented by Dr Aashish
Dang & Dr Sunil Juneja
❖ Recommendations for Safe Anaesthesia Practice in COVID-19 era presented by Dr Dheeraj
P Gupta
After the scientific session Dr Rajiv Gupta, GC member ISA National was invited to speak a few
words. Homage was paid to health care workers who lost their life fighting Covid 19.
In the end Dr Alka Chandra proposed a vote of thanks and a short video presentation on Hindu Rao
Hospital was played. Congratulations to Dr Alka Chandra and team for conducting such a wonderful
CME with very relevant topics of presentation pertaining to the current pandemic.

The abstracts of presentations are as follows:

1. Psychological impact of COVID-19 pandemic in health care personnel
Presented by Dr Alka Chandra, HOD and consultant
In December 2019, an outbreak of the novel coronavirus occurred in Wuhan, China. It involved
mainly the respiratory system, the symptoms being similar to SARS epidemic in 2003. From China
it spread to the whole globe and was declared a pandemic. It has raised a number of significant
challenges for healthcare workers. They are at the front line of the COVID-19 outbreak response
and as such are exposed to hazards that put them at risk of infection. Long and irregular hours,
continuous performance evaluation and heavy workloads can all contribute to increased levels of
stress and ultimately precipitate burnout. The combination of witnessing physical suffering and death
along with the immediate threat to one’s own safety can induce anxiety, hyper-arousal, hypervigilance, sleep disturbance, intrusive recollections and thoughts, depression, and grief among
healthcare worker. It is important that proactive efforts are made to address the impact of the
pandemic. Psychological support, optimism and communication is essential when preparing for a
pandemic and any other public health disaster.
Developing countries have limited financial and technical resources to strengthen pandemic
preparedness. They also face some unique and difficult issues, which make preparing for a
pandemic more challenging. This presentation highlights the challenges faced by health-care
workers (HCW) during pandemic like Covid-19 in developing countries including the measures
needed to protect occupational safety and psychological well-being.
2. Challenges in delivery of COVID -19 facilities at Hindu Rao Hospital
Presented by Dr Aashish Dang, consultant & Dr Sunil Juneja, consultant
Corona pandemic has posed daunting challenge to healthcare system in India. So, in corona like
pandemic healthcare system must be ready with their contingency plan for managing many patients
with contagious infections disease, the health system should have surge capacity for such critical
care unit and preferably each tertiary government hospital should have at least one such facility.
During the inter- epidemic or pandemic period to be trained health professionals for managing cases
of multi- drug resistant and difficult to treat pathogens. We faced challenges in delivery of
infrastructure, infection prevention & control measures, logistics, training of Health care personnel,
safety of HCPs, Accommodation for HCPs & Biomedical waste management during this pandemic
time. Our hospital has successfully addressed the challenge and implemented known and novel
methods to establish and sustain services to COVID-19 patients.

3. Recommendations for safe Anaesthesia practice in COVID-19 era
Presented by Dr Dheeraj P Gupta, Consultant
Corona virus is very infectious disease and main goal of recommendation have are mainly to contain
the infection. The anesthetist are specially at greater risk due to their involvement in the aerosol
generating procedures increase the risk of transmission of covid- 19 to health care personnel. A lot
has changed in our practice of anaesthesia in this covid era. While safety of the patient has been
the top most priority in our mind, now our safety along with the safety our staff is also very important.
Only necessary equipment should be in the operating room (OR) to prevent unnecessary
contamination and need for disinfection. Anaesthesia machine should be protected from virus
contamination. Neuraxial anesthesia is preferred for cesarean delivery, however, always need to be
prepared for conversion to a general anesthetic. The biggest challenge in providing CPR, followed
modified guidelines of the Indian Resuscitation Council (IRC) with the guidelines for Comprehensive
Cardiopulmonary Life Support (CCLS) for suspected or confirmed cases.

Clinical Meeting (28/12/2020)

The clinical meeting of ISA Delhi branch was hosted by the Department of Anaesthesiology,
Indraprastha Apollo Hospital on the 28th December 2020. Dr V Muralidhar welcomed the gathering.
The meeting began with ISA flag hoisting followed by introduction of the ISA office bearers. Dr Nikki
Sabharwal, President ISA Delhi branch, was invited to give her message. This was followed by the
scientific session that comprised of three interesting presentations. A very exciting quiz program was
conducted by Dr Vikram Mahajan. The meeting ended with a vote of thanks proposed by Dr Ashish
Malik.

We would like to congratulate Dr Sanjeev Aneja and team for conducting such a wonderful meeting.

The abstracts of presentations are as follows:

1. Peri-operative challenges in robotic thymectomy for myasthenia gravis- a case series
Presenter- Dr Atish Pal
Authors- Dr Atish Pal, Dr Vikas Gogia, Dr Chetan Mehra

Anaesthetic protocols require continuous modification with evolution of surgical techniques. With the
advent of minimally invasive and robotic surgeries, anaesthetists face fresh challenges. Surgery for
thymectomy in patients with myasthenia gravis which was traditionally done with sternotomy has
now been revolutionised with the use of robotic surgery. We present a case series of 20 such
patients and the changes in anaesthetic technique required for this approach.
2. Comparison of dural puncture epidural with combined spinal epidural for labour analgesia.
A prospective randomised study
Speaker - Dr Ashish Malik
Authors- P. Sai Krishna, Dr Ashish Malik, Dr Purnima Dhar, Dr K Lalita

The epidural and combined spinal epidural techniques are the two most common types of
techniques used for labour pain relief. Dural Puncture Epidural (DPE) technique involves the spinal
needle being inserted through the epidural needle to puncture the dura. However, no drug is given
in subarachnoid space. The spinal needle is withdrawn and the epidural catheter is placed inside the
epidural space. Compared to the conventional epidural the benefits of DPE occur from quicker drug
diffusion from the epidural to subarachnoid space and improved sacral blockade as well as shorter
onset of time. As no drug is given in subarachnoid space, it is said that maternal haemodynamics,
nausea and vomiting, pruritus, and fetal heart rate relatively less affected in DPE.
Hence, we conducted this prospective study in 60 parturients to find whether dural puncture epidural
is advantageous over the combined spinal epidural for labour analgesia.

3. Comparison of chloroprocaine and bupivacaine for spinal anaesthesia for ambulatory
surgeries
Speaker - Dr Balaji Pallapotu
Authors- Dr Balaji Pallapotu, Dr Tulika Shrivastava, Dr Chitra Chatterji, Dr Jayalalitha

Ambulatory surgeries are becoming increasingly popular in recent times with the improvement in the
surgical techniques and introduction of minimally invasive surgeries. Advancements in the field of
anaesthesia in terms of improved technology, discovery of better anaesthetic agents, acute pain
management, advances in monitoring and the evolution of perioperative care have made
anaesthesia safe for ambulatory surgeries.
Regional anaesthesia is highly effective in ambulatory surgeries because it offers the opportunity to
keep the patient awake during the procedure with a better postoperative pain control and a less
patient exposure to systemic effects of anaesthetic agents.
Various local anaesthetics have been used for spinal anaesthesia for ambulatory surgeries in the
past. The main concerns with the use of these agents include transient neurological symptoms,
urinary retention, prolonged duration of block and delayed ambulation.
This study was designed with the intent of discovering the future utilisation of the recently introduced
preservative free formulation of 2- Chloroprocaine for spinal anaesthesia for ambulatory surgeries.
Also, low dose bupivacaine is used for short surgical procedures when general anaesthesia needs
to be avoided. Thus, the concept of comparison between the two agents was considered and this
study was planned.

REVIEW ARTICLE

Intensivists and Covid-19 Patients

Dr Santvana Kohli, Assistant Professor
Dr Harish C. Sachdeva, Professor and Consultant
Department of Anaesthesia and Critical Care,
VMMC & Safdarjung Hospital
“Not all heroes wear capes…. A whole brave bunch of them may be found in scrubs”

Until recently, most people would never have heard of coronaviruses. But these viruses, and
the diseases they cause in humans and animals have been recognized for over 50 years. The
word “corona” has many different meanings, but it was the sun that the virologists had in mind
when they chose the name “Coronaviruses”. As they wrote in the journal Nature in 1968, they
compared “the characteristic ‘fringe’ of projections” on the outside of the virus with the solar
corona (not as some have suggested, the points on a crown).
December of 2019 witnessed a cluster of patients with pneumonia of unknown cause linked to
a seafood wholesale market in Wuhan, China. A previously unknown beta coronavirus, now
labelled as novel Coronavirus 2019 (or 2019-nCoV or SARS CoV-2) was discovered through
the use of unbiased sequencing in samples from these patients. 1

The mean incubation period of the virus is 5.2 days (95% confidence interval [CI], 4.1–7.0),
with the 95th percentile of the distribution at 12.5 days.2 The illness caused by them ranges
from asymptomatic infection or mild upper respiratory infection to non-specific influenza-like
illness (ILI) leading to florid acute respiratory distress syndrome (ARDS) in some cases. The
overall mortality rate of affected patients is difficult to assess at this time, because of the lack
of a reliable denominator. Severe forms represent 14% of the reported cases, and the overall
mortality is around 2% of the confirmed cases.3

Brief Pathophysiology 4
Coronaviruses are single-stranded RNA viruses, about 120nm in diameter. They are
susceptible to mutation and recombination and are therefore highly diverse. They mainly
infect human and non-human mammals and birds. They reside in bats and wild birds, and can
spread to other animals and hence to humans.
The corona-like appearance of coronaviruses is caused by so-called spike glycoproteins (S1
and S2), or peplomers, which are necessary for the viruses to enter host cells. The cell
membrane receptor for both SARS-CoV-1 and SARS-CoV-2 is a form of angiotensin
converting enzyme, ACE-2, different from the enzyme that is inhibited by conventional ACE-1
inhibitors, such as enalapril and ramipril.
After the S1 subunit of the spike binds to the ACE-2 enzyme on the cell membrane surface, a
host transmembrane serine protease (TMPRSS2) then activates the spike and cleaves ACE2. TMPRSS2 also acts on the S2 subunit, facilitating fusion of the virus to the cell membrane.
The virus then enters the cell. Inside the cell the virus is released from endosomes by
acidification or the action of an intracellular cysteine protease, cathepsin.
Due to the widespread nature of ACE 2 receptors in the body, COVID-19 infection often
becomes a multisystem disease.
Upon entry via the upper respiratory tract, the virus attacks the lungs and causes widespread
inflammation and breakdown of alveolar walls. This results in a diminished oxygen uptake.
But the virus, or the body’s response to it, can injure many other organs. Scientists are just
beginning to probe the scope and nature of that harm. In the cardiovascular system, COVID
infection can cause myocarditis, thromboembolism and can precipitate acute cardiac events
or acute arrhythmias. The neurological system may also be involved, in form of stroke,
seizures, confusion or precipitation of Guillain-Barre Syndrome.

Similarly, inflammatory changes in the eyes, loss of smell and taste sensation, gastrointestinal disturbances and dermatological changes have also been reported. One of the more
important extra-pulmonary manifestation are those involving the kidneys. Acute kidney injury
is precipitated either directly due to inflammatory changes or may be a result of widespread
thromboembolic phenomena in the body. Development of AKI usually requires continuous
renal replacement therapy (CRRT) and is a sign of poor outcome. Another interesting theory
of COVID-19 pathophysiology is the “Bradykinin Hypothesis”.5 This theory revolves around a
bradykinin storm in the body after the virus enters the cells through the ACE2 receptors. It
may explain many features of this infection, including the bizarre ones.

Definitions 6
Influenza-like illness (ILI) – Acute respiratory illness
- with fever ≥ 38o C (100.4o F) and
- cough
- with onset within last 10 days
Severe acute respiratory illness (SARI) – Acute respiratory illness
- with fever ≥ 38o C (100.4o F) and
- cough
- with onset within last 10 days
- requiring hospitalization
Respiratory failure
- represents the failure of the lung to maintain adequate gas exchange
- characterized by ABG abnormalities: PaO2 < 60 mmHg with or without hypercarbia
(PaCO2 > 46 mmHg, with drop in pH < 7.30)
Patients can be categorized into 3 groups:
Group A - Asymptomatic patients with mild symptoms, RR < 24/min and SpO 2 > 94% on room
air
Group B - Symptomatic patient with mild to moderate pneumonia with no signs of severe
disease, RR of 24-30/min or SpO2 of 90-94% on room air
Group C - Symptomatic patient with severe pneumonia, RR > 30/min or SpO2 < 90% or
<94% with oxygen, ARDS, Septic shock

Clinical Categories 7
Clinical
category
Asymptomatic

Description

Parameters

No symptoms

Mild

Uncomplicated
upper respiratory
tract infection

Moderate

Pneumonia with
no
signs
of
severe disease
Severe
Pneumonia
Acute
Respiratory
Distress
Syndrome
(ARDS)

SpO2 ≥ 94% on room air
RR ≤ 24/min
No evidence of hypoxemia or
breathlessness
SpO2 ≥ 94% on room air
RR ≤ 24/min
No evidence of hypoxemia or
breathlessness
SpO2 90-94% on room air
RR 24-30/min

Severe
Critical

Critical

Septic Shock

SpO2 < 90% on room air
RR > 30/min
Onset: new or worsening respiratory
symptoms within one week of known
clinical insult.
Respiratory failure not fully explained by
cardiac failure or fluid overload. Need
objective assessment to exclude
hydrostatic cause if no risk factors
present.
Mild ARDS: 200 mmHg < PaO2/FiO2
≤ 300 mmHg
Moderate: 100 mmHg < PaO2/FiO2
≤ 200 mmHg
Severe: PaO2/FiO2 ≤ 100 mmHg (with
PEEP
≥ 5 cmH2O
When PaO2 is not available, SpO2/FiO2 ≤
315 suggests ARDS (including in nonventilated patients)
Persisting hypotension despite volume
resuscitation, requiring vasopressors to
maintain MAP ≥ 65 mmHg and serum
lactate
> 2 mmol/L

Infection Control and Safety Measures 7
Infection prevention control (IPC) is a critical and integral part of clinical management of
patients and should be initiated at the point of entry of the patient to hospital (typically the
Emergency Department). Standard precautions should always be routinely applied in all
areas of health care facilities. Standard precautions include hand hygiene; use of PPE to
avoid direct contact with patients’ blood, body fluids, secretions (including respiratory
secretions) and non-intact skin. Standard precautions also include prevention of needlestick
or sharps injury; safe waste management; cleaning and disinfection of equipment; and
cleaning of the environment.
Preferably, ICU should be converted to a negative pressure room with adequate air
exchanges (minimum 12/hour). There must be an anteroom for donning and doffing of PPE.

HDU/ICU Admission Criteria
Decision of ICU admission and discharge should be discussed daily in closed collaboration
with managing physicians. The criteria for HDU/ICU admission may be more liberal in patients
with COVID infection due to the rapid clinical deterioration seen over a span of a few hours.
To avoid delays, any patient requiring oxygen therapy may be considered for escalation of
care to an HDU establishment.
Usually, the main indications of ICU admission in a COVID positive patient are:
•

Severe pneumonia (room air saturation < 92%, respiratory rate > 25/minute, and/or
laboured breathing)

•

Full blown ARDS

•

Low GCS/altered sensorium

•

Septic shock

•

Multi-organ failure

Risk factors for severe disease:
The following are the risk factors which indicate a severe disease and patients with these
factors require stringent monitoring.

Epidemiological - Age > 55 years
- Pre-existing pulmonary disease
- Chronic kidney disease
- Diabetes with Hb A1C > 7.6%
- History of hypertension/cardiovascular disease
- Obese patients
- History of transplant/other immunosuppression (malignancy)
- Patients with HIV (regardless of CD4 counts)
Laboratory

- D-Dimer > 1000 ng/ml
- CPK > twice the upper limit of normal
- CRP > 100
- LDH > 245 U/L
- Elevated troponin
- Absolute lymphocyte count on admission < 0.8
- Ferritin > 300 mcg/L

Patients in COVID wards/isolation rooms must be monitored regularly by trained physicians.
Modified Early Warning Score (MEWS) may be used for inpatient monitoring.
Monitoring In ICU
Routine monitoring:
1. Clinical – consciousness (Glasgow Coma Scale), respiratory rate, pattern, pulse volume,
capillary refill, chest auscultation
2. Pulse oximetry
3. Non-invasive blood pressure
4. Continuous ECG monitoring
5. Temperature charting
6. Input-Output charting
7. Blood sugar charting (more frequently in diabetics or patients on insulin infusion)
8. Arterial blood gas analysis
9. SOFA scoring on admission and daily based on clinical and lab parameters

Special invasive monitoring:
1. Arterial line – for patients with haemodynamic instability, on vasopressors/inotropes, in
CHF, those needing frequent ABG sampling.
2. Central venous catheter – haemodynamically unstable, on vasopressors/inotropes, in
CHF, no available peripheral access.
Investigations
Routine ICU investigations to be done are:
1. Complete blood count including platelet count
2. Kidney function test – blood urea, serum creatinine, electrolytes – Na, K, Mg, Ca.
Calculate creatinine clearance
3. Liver function tests
4. Coagulation profile – PT, APTT, INR
5. Chest X ray, ECG
6. Urine routine & microscopy (ketones & albumin in diabetic patients)
7. Relevant cultures, for septic patients
Investigations specific to COVID patients:
1.
2.
3.
4.
5.
6.

Extended coagulation – D-Dimer, Fibrinogen and FDP levels
Serum CRP/Procalcitonin
Other inflammatory biomarkers like – S. Ferritin, IL-6, IL-10, TNF-α, LDH, CRP
Troponin-I, ProBNP
CT Chest (ground glass opacities, CORADS scoring, pulmonary fibrosis)
Echocardiography, if cardiac involvement suspected

Routine ICU Treatment
1. Oxygen therapy/ventilator management as required (monitored clinically and with
ABG)
2. Nursing in head up position
3. Ulcer prophylaxis
4. Peripheral access and IV fluids as per input-output and oral intake
5. Mechanical DVT prophylaxis
6. Symptomatic treatment – acetaminophen/hydrotherapy for fever
7. Avoid nephrotoxic drugs like NSAIDs

8. Nutrition - preferable enteral
a. orally in conscious patients
b. RT feeds if not able to take orally
c. parenteral nutrition if enteral not possible
9. Blood sugar management
10. Daily sedation holds and early weaning from ventilator
11. Prevention of bed sores by frequent position changes
12. Active chest physiotherapy; breathing exercises and incentive spirometry in conscious
patients
13. Physiotherapy and early mobilization
14. Conservative fluid management if chest condition poor
15. Management of septic shock
16. Continuous Renal Replacement therapy (CRRT) for AKI
Oxygen Therapy

S.no.

Oxygen Device

Fio2 delivered

1.

Nasal cannula/prongs (NC/NP)
(flow rate 1-6L/min)
Simple face mask
(flow rate 6-10L/min)
Non-rebreathing mask (NRBM)
(flow rate 10-15L/min)
Venturi mask
(flow rate 4-8L/min)
High flow nasal cannula (HFNC)
(flow rate up to 60L/min)

0.25 – 0.44

2.
3.
4.
5.

0.40-0.60
0.8-1.0
0.24-0.60 (precise)
0.30-1.0
Some PEEP with high flow
rates

Prone Positioning
There is much promising data to support the use of awake prone position in COVID afflicted
patients to improve lung dynamics and hence to improve oxygenation. Most patients also
report an improvement in symptoms, but some experience mild side-effects, such as
musculoskeletal discomfort and nausea/vomiting. For patients unable to tolerate prone
position, lateral decubitus position is advocated, 30 minutes each side in view of bilateral
disease. The timing of proning is also planned at least 1 hour after meal times to avoid gastrointestinal discomfort. Being a low-risk and logistically easy-to-execute intervention in
cooperative patients, this therapy has high potential for reducing ICU workload burden. In
addition, it is especially useful when other COVID-19 specific therapies are either unavailable
or precluded by patient condition.
The recommendation for self-positioning in awake patients are:
1. 30 minutes – 2hours: lying fully prone on belly (bed flat)
2. 30 minutes – 2 hours: lying on the right side (bed flat)
3. 30 minutes – 2 hours: sitting up (30-60 degrees head up)
4. 30 minutes – 2 hours: lying on the left side (bed flat)
5. Then back to position 1 and continue to repeat the cycle
Apart from proning an intubated, sedated patient in ARDS, early prone position in awake
patients has been shown to be beneficial in improving lung condition and reducing V/Q
mismatch.

Mechanical Ventilation in Covid Patients
There have been concerns raised about generation of aerosols while using HFNO and NIV.
However, recent publications suggest that newer HFNO and NIV systems with good interface
fitting do not create widespread dispersion of exhaled air and therefore should be associated
with low risk of airborne transmission. If conditions do not improve or even get worse within a
short time (1 – 2 hours), tracheal intubation and invasive mechanical ventilation should be
used in a timely manner.

Setting up of ventilator
Mode - Assist control mode of ventilation (Volume)
Tidal Volume - 4-8 ml/kg of Predicted Body Weight (set 6 ml/kg to begin with)
PBW - Males = 50 + 2.3 [height in inches - 60]
Females = 45.5 + 2.3 [height in inches - 60]
RR (Respiratory rate) - Adjust to match MV (minute ventilation) of the patient
PEEP set to 5 & FiO2 set to 0.4 and titrated as per ARDS NET table, SpO2 and ABG.

Monitoring
SpO2: Target SpO2 88-95%
PaO2: Target 55-80 mmHg
PaCO2: Permissive hypercapnia allowed
pH > 7.2, If pH < 7.2 increase RR (Max 35 bpm)
Plateau pressure (P Plat) target < 30 cmH2O
Driving pressure (P Plat-PEEP) < 15 cmH2O
Ventilator adjustments
If Plateau pressure (P Plat) > 30 cmH2O and Driving pressure (P Plat-PEEP) > 15 cmH2O

Decrease Tidal volume by 1 ml/kg increments till Plateau pressure (P Plat) < 30 cmH 2O and
Driving pressure (P Plat-PEEP) < 15 cmH2O
(Minimal tidal volume – 4 ml/kg PBW)
PEEP to be increased if after 2 hours on set PEEP,
patient has required increase to higher FiO2 to maintain SpO2

PEEP can be decreased if FiO2 < 0.6 for 24 hrs, reduce PEEP by 1 cm every 12 hours
If by reducing PEEP, FiO2 requirement increases by 0.1, revert the change in PEEP
•

Use of closed suction system

•

Patients requiring high PEEP need deep sedation

•

Indications of paralysis - Ventilator dyssynchrony despite sedation, refractory hypoxia/
hypercapnia, prone positioning

Extracorporeal Membrane Oxygenation 8
ECMO is a form of cardio-pulmonary bypass which can be used in the setting of respiratory
failure and cardiogenic shock. Veno-venous ECMO (VV-ECMO) can provide respiratory
support and can replace the gas exchange function of the lungs and minimize ventilatorinduced lung injury, barotrauma and oxygen toxicity.
ECMO is resource‐intensive and requires clinical knowledge, understanding, and experience
to obtain the best results. It is best reserved for critically ill patients with refractory ARDS and
failure of pulmonary vasodilators. Timing of initiation of therapy and availability of resources
plays an important part.

Pharmacotherapy 9,10
Much debate has been going on about pharmacological treatment of COVID-19 infection. As
such, the general consensus is that there is no curative pharmacotherapy and no single best
pharmacological agent that may be used.
Drugs like chloroquine, hydroxychloroquine and antivirals like - oseltamivir, ribavirin, lopinavir
and ritonavir have been used based on anecdotal reports and scattered studies. Their use
however has been questioned and not endorsed widely anymore.
The commonly used drugs as of now are:

Corticosteroids 11,12
Corticosteroids have primarily been thought about in COVID-19 as a means to stave off the
“cytokine storm” and its consequences like ARDS, disseminated intravascular coagulation,
hypotension, shock and death. The anti-inflammatory properties of corticosteroids reduce
systemic inflammation, exudative fluid in the lung tissue and also prevents the further diffuse
alveolar damage, thereby improving the hypoxia and minimizes the risk of respiratory failure.
The doses used usually are IV Methylprednisolone 1-2 mg/kg or Dexamethasone 0.2-0.4
mg/kg for 5-7 days. Inhaled steroid therapy is under investigation which may help remove the
risk of super-infection as with systemic steroids.

As per recent WHO update, dated 2nd September, 2020, steroids are now recommended for
severe and critical COVID-19 infection. It is however, not recommended for non-severe
cases.13 Complications noted significantly with this therapy are hypernatremia and
hyperglycemia.

Antithrombosis/Anticoagulation 14
The novel SARS-CoV-2 appears to generate a profoundly prothrombotic milieu as evidenced
by a surge in global reports of arterial, venous and catheter-related thrombosis. One of the
first substantial datasets on risk of venous thromboembolism (VTE) in critically ill patients with
COVID-19, reported a VTE incidence of 25%. Laboratory tests have also been consistent with
a prothrombotic state such as increased D-dimer, fibrinogen, factor VIII (FVIII), von
Willebrand factor (vWF), decreased antithrombin, and TEG results. While critical illness is
known to cause a hypercoagulable state due to immobilization, mechanical ventilation, central
venous access devices, and nutritional deficiencies, COVID-19 appears to cause a
hypercoagulable state through mechanisms unique to SARS-CoV-2 and centres on the crosstalk between thrombosis and inflammation.
It has been recommended to start therapeutic anticoagulation in patients with COVID-19 who
have experienced an incident thromboembolic event or have a high suspicion of
thromboembolic disease (high D-dimer levels or other pro-thrombotic risk factors).

Antivirals (RNA-Dependent RNA Polymerase Inhibitors)
Remdesivir - The first clinical use of remdesivir was for the treatment of Ebola; however,
successful case reports describing the use of remdesivir for COVID-19 have been
reported. Clinical trials are ongoing to evaluate the safety and antiviral activity of remdesivir in
patients with mild to moderate or severe COVID-19. As the results from RCTs are anticipated,
inclusion of this agent for treatment of COVID-19 may be considered.
Favipiravir (Fabiflu) - Most of favipiravir’s preclinical data are derived from its influenza and
Ebola activity; however, the agent also demonstrated broad activity against other RNA
viruses. Doses at the higher end of the dosing range should be considered for the treatment
of COVID-19. The agent has a mild adverse effect profile and is overall well-tolerated,
although the adverse event profile for higher-dose regimens is limited.

Anticytokine and Immunomodulatory Agents
Many anti-inflammatory/immunosuppressive agents such as IL-1 inhibitors (anakinra), IL-6
inhibitors (siltuximab), IL-6 receptor antagonist monoclonal antibodies (tocilizumab, sarilumab,
itolizumab), TNF-α inhibitors (adalimumab), and the Janus kinase (JAK) inhibitors (fedratinib,
baricitinib) are being assessed by ongoing clinical trials. The rationale for their use is that the
underlying pathophysiology of significant organ damage in the lungs and other organs is
caused by an amplified immune response and cytokine release, or “cytokine storm”.

Tocilizumab (Actemra)
A monoclonal antibody, IL-6 receptor antagonist, has been used in small series of severe
COVID-19 cases with early reports of success. A report of 21 patients with COVID-19 showed
receipt of tocilizumab, 400 mg, was associated with clinical improvement in 91% of patients
as measured by improved respiratory function, rapid defervescence, and successful
discharge, with most patients only receiving 1 dose.
It is to be however noted that Roche announced on 29th July 2020 that the drug Tocilizumab
failed to meet the desired clinical endpoints of improved clinical status or reduction in mortality
in the phase III COVACTA trial.

Itolizumab (Alzumab)
The humanized anti-CD6 IgG1 monoclonal antibody Itolizumab, developed by Biocon for
plaque psoriasis, was recently approved by Drug Controller General of India (DCGI) for
emergency use in COVID patients.

Convalescent Plasma
Convalescent plasma has also been used as a last resort to improve the survival rate of
patients with various viral infections, such as SARS, H5N1 avian influenza, pandemic 2009
influenza A H1N1 (H1N1 pdm09), and severe Ebola virus infection. One possible explanation
for the efficacy of convalescent plasma therapy is that the immunoglobulin antibodies in the
plasma of patients recovering from viral infection might suppress viremia. The jury regarding
efficacy of convalescent plasma therapy is still out, but it continues to be used in many
centres despite studies both in favour and against it.

Antimicrobials
Ivermectin – Ivermectin is an FDA approved drug for parasitic infections. It is also widely
available due to its inclusion in the WHO model list of essential medicines. In recent years,

Ivermectin has been studies as an antiviral agent against a broad range of RNA viruses
including HIV, dengue, West Nile Virus and Venezuelan Equine Encephalitis Virus. Such
similar antiviral activity has been demonstrated against the SARS-CoV-2 virus in many in vitro
studies. However, till date a satisfying RCT demonstrating acceptable clinical benefit in
COVID-19 infection is yet to be published.
Azithromycin - Azithromycin is a macrolide antibiotic which has shown in vitro activity against
Zika and Ebola viruses and in vivo activity in the prevention of severe respiratory tract
involvement in viral infections, probably owing to its immunomodulatory action. Azithromycin
inhibits protein synthesis and experimentally reduces inflammation and viral replication,
possibly because cytokines and viruses are both made of proteins and utilize cellular
ribosomes for protein translation. In addition, inhibiting virus production may reduce viral
transmission to others, an important additional benefit. Azithromycin remains the antibiotic of
choice at presentation, despite lack of documented evidence. Therapy may be escalated if
secondary infection ensues.
Doxycycline – a semi-synthetic derivative of tetracyclines, has well-defined anti-bacterial
effects. In vitro studies have indicated doxycycline to possess anti-inflammatory effects at low
(20-40 mg/day) and high (100-200 mg/day) doses, along with inhibitory action on
metalloproteases and modulating effects on pro-inflammatory cytokines IL-6, IL-8 and TNF-α.
Such in vitro studies have shown doxycycline to have antiviral effects against SARS-CoV-2.
This drug is considered an empirical choice of oral antibiotic in moderate to severe
community-acquired pneumonia in adults.

Adjunctive Therapy
Supportive therapy including vitamin C, vitamin D and zinc supplements may be continued
(although limited evidence of beneficial role) and general nutrition improved.

Resuscitation for In-Hospital Cardiac Arrest 15
•

Identify as early as possible any patients with a COVID-19 like illness, who are at risk of
acute deterioration or cardiac arrest. Take appropriate steps to prevent cardiac arrest and
avoid CPR without appropriate PPE.

•

For those for whom resuscitation would be inappropriate, decisions must be made and
communicated. Patients with severe COVID-19 respiratory failure who would not be
deemed suitable for tracheal intubation and mechanical ventilation or multiple organ
support are extremely unlikely to survive attempted resuscitation after cardiac arrest.

•

Check for signs of life/pulse. DO NOT listen for breaths or place your cheek near to the
patient's face.

•

Chest compressions have the potential to generate aerosols and airway interventions are
aerosol-generating procedures (AGPs). Healthcare staff should therefore don (put on)
airborne-precaution PPE before starting chest compressions and /or airway interventions.

•

If using an AED, follow the prompts and deliver a shock if indicated; do not start chest
compressions until you are wearing airborne-precaution PPE for AGPs.

•

Restrict the number of staff in the room or at the bedside. Allocate a gatekeeper to do this.
All personnel not immediately needed should keep their distance from the patient and
remain protected.

•

Manual ventilation with a bag-mask should be minimised and be performed only by
experienced staff using a 2-person technique because an ill-fitting mask/poor seal will
generate an aerosol.

•

Ensure there is a viral filter (HME filter or HEPA filter) between the self-inflating bag and
airway (mask, supraglottic airway, tracheal tube) to filter exhaled breaths.

•

Experienced airway staff should insert a supraglottic airway or intubate the trachea early
so that the period of bag-mask ventilation is minimised. Consider videolaryngoscopy for
tracheal intubation by providers familiar with its use – this will enable the intubator to
remain further from the patient’s mouth.

•

If a supraglottic airway has been inserted, use a 30:2 chest compression ventilation ratio,
pausing the chest compressions to enable ventilation. This will minimise the risk of
aerosol generation caused by gas leaking from the seal between the supraglottic airway
and larynx.

•

If there is a need for prolonged CPR, consider the use of a mechanical chest compression
device in those settings that are familiar with its use.

•

Ensure the safe removal ('doffing') of PPE to prevent self-contamination.

Dealing with Dead Bodies

-

As per MoHFW guidelines 16

Covid Infection in Paediatric Population 17
In the past 3 months, there have been increasing reports describing children and adolescents
with COVID-19-associated multisystem inflammatory conditions, which seem to develop after
the infection rather than during the acute stage of COVID-19. The clinical features of these
paediatric cases are both similar and distinct from other well described inflammatory
syndromes in children, including Kawasaki disease, Kawasaki disease shock syndrome, and
toxic shock syndrome. This COVID-19-associated multisystem inflammatory syndrome in
children and adolescents is referred to interchangeably as paediatric inflammatory
multisystem syndrome temporally associated with SARS-CoV-2 (PIMS-TS) or multisystem
inflammatory syndrome in children (MIS-C) associated with COVID-19, and herein is referred
to as MIS-C. MIS-C can lead to shock and multiple organ failure requiring intensive care.

Chronic Covid 18
Lung function testing at 6–8 weeks after hospital discharge following SARS showed mild or
moderate restrictive pattern consistent with muscle weakness in 6%–20% of subjects.
Pulmonary rehabilitation has been advocated for several decades as a way to provide
comprehensive care and improve the functional status of patients with respiratory diseases. It
can be defined as ‘a multidisciplinary intervention based on personalised evaluation and
treatment which includes, but is not limited to, exercise training, education, and behavioural
modification designed to improve the physical and psychological condition of people with
respiratory disease’.
Following COVID-19, especially in those requiring ICU care, peripheral muscle dysfunction
(due to deconditioning and decreased lean body mass, ICU neuropathy, fatigue and the
effects of hypoxaemia), respiratory muscle dysfunction (dysfunctional breathing pattern, DBP,
and exercise-induced laryngeal obstruction), cardiac impairment and deconditioning, and
psychosocial factors (anxiety, depression, guilt, sleep disturbance and dependency) are likely
to stay for a long time post-discharge.

Covid Re-Infection
Much discussion has been going on recently about re-infection with COVID. Isolated cases
have been reported in Hong Kong, Italy and very recently, in Mumbai. Immunity to SARSCoV-2 involves both cell-mediated and humoral responses, but its protective role from reinfection along with definitive viral clearance is uncertain. Recurrence might have occurred
due to a suboptimal control of the SARS-CoV-2 infection, allowing a second episode of viral
replication.

COVID-19 recurrences should be differentiated from secondary complications such as
pulmonary embolism or super infection or persistence of traces of viral RNA that can be
detected in respiratory samples up to 6 weeks after onset of symptoms in clinically-cured
patients. Immunosuppressive factors such as drugs or pathological conditions could
contribute to impaired viral clearance and favour SARS-CoV-2 reactivation.

Covid Vaccines
A lot has been discussed regarding COVID vaccines in the news and social media platforms.
Vaccines by many pharma companies are in phase II/phase III trials, such as AstraZeneca
internationally, and BBIL (Bharat Biotech International Limited) partnered with ICMR and
National Institute of Virology, Pune (inactivated whole virus vaccine-Covaxin) and Cadilla
(DNA component vaccine). Many other companies have tied up with international pharma
companies to set up manufacture plants in India.
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ETHICS IN COVID TIMES

(PART-5)

THE DOCTOR-PATIENT RELATIONSHIP
Dr Arun K Mehra

The doctor-patient relationship was traditionally of a “paternalistic” nature. It was assumed
that “the doctor knows best”, and that he or she does the best possible that he or she can for
the patient, on the principles of beneficence (the doctor has to act in the best interest of the
patient) and of non-maleficence (cause no harm to the patient).
This relationship has changed in the last few decades, both for the better and for the worse.
The change for the better is the involvement of the patient in decision making, with its
concepts of the doctor imparting relevant, unbiased knowledge and explaining options to the
patient, for taking an informed consent from him or her about treatment, thus finally leading to
a sharing of responsibility, all of which are aspects of patient autonomy. In a departure from
the past, the patient’s right to know about his or her health status is now a recognized fact,
and doctors cannot simply “dictate” what must be done. Besides, medical science has
become too vast and too specialized for a single doctor to handle all of his patient’s health
needs. Additionally, societal values have changed, too, and individual rights to take decisions
about one’s own life and body, with freedom of choice, are now well accepted practices, and
get emphasized too. (This freedom of choice, of course, covers all spheres of life, and goes
beyond just healthcare.) While all this places a responsibility on doctors to be more open,
something they have not been accustomed to for centuries, it also frees them from the burden
of the past, of taking sole responsibility. With the patient being an active participant now, to
the extent of his or her abilities to understand, he or she is (ideally) an equal participant.
But there are negative fallouts of this (otherwise positive) development, too, with damaging
consequences for the doctor-patient relationship. While the society now expects greater
autonomy, one major problem that has arisen for doctors from this new trend is that the
public, which now expects and demands a role as equal participant, still holds doctors solely
responsible if the outcome is not to their satisfaction.
Coming to other negative impacts, another problem is that increased advancement in
knowledge and technology has also led to commercialization and “commoditization” of
healthcare, most of which is beyond the control of the doctor, with big influence by entities like
the pharma industry, the medical insurance industry, and large healthcare corporate chains.
All this, in turn, forces greater regulation of healthcare, along with more legislation, which are
all welcome steps, but these also change the doctor-patient relationship drastically.

(These transformations should not be seen as a “greedy, negative” kind of thing, as costs of
development, as well as of setting up infrastructure have to be recovered. And to say that it
should be funded by governments does not eliminate the costs: it simply passes them on to
the tax payer). Moreover, doctors are not prepared for these changes, and will need time to
adjust to these evolving realities. Unrealistic expectations from the public add yet another
dimension to this already complex situation. In the end, doctors end up getting the blame for
things they do not control. This alienates them further from their patients, spoiling the
relationship still more. It thus becomes a vicious cycle.
Th Covid pandemic has highlighted these, and other such, dilemmas more acutely, again with
both positive and negative fallouts. While it has occasionally resulted in more hostility towards
doctors (something, sadly, all too familiar to Indian doctors), who are actually risking their own
lives and those of their family members, it has also forced the society to recognise the value
of the work they perform – and also that of other healthcare workers, including nurses and
para-medical staff. (In fact, the role of other services, like those involved in providing security
and those responsible for keeping cities clean, is also coming into focus). As for
anesthesiologists, perhaps the public is witnessing their role, first hand, for the very first time.
In the doctor-patient relationship, the following are some important areas worth pondering
over.:
Hostility and violence against doctors have not abated, despite their extraordinary levels of
commitment. The fact that a full understanding of Covid is still elusive, and will require more
time, is not realized by the public, which often blames doctors for unfortunate results.
Stigmatization of doctors, and of other healthcare workers, who work with Covid patients, and
their ostracization by society as “potential sources of transmission” is particularly painful for
those who risk their own lives to treat patients. It damages the doctor-patient relationship still
further.
Tele-medicine is now becoming a norm for safety reasons, but every doctor knows that a
proper evaluation is possible only on personally examining a patient, something not possible
in tele-medicine, which makes the relationship less interactive, which, in its turn, further
loosens the (already weakened) doctor-patient bond. Besides, though it a proper assessment
of the patient less thorough, the full level of responsibility of the doctor still remains. Should
doctors be allowed to refuse seeing patients out of safety concerns? What about patients who
have been consulting them for a long time? And if they consult via phone or video, what
should be the level of responsibility? All these are dilemmas which need serious consideration
and an establishment of definite guidelines, if the relationship between doctor and patient is to
be prevented form deteriorating even further.

Lastly, the mental health of doctors and other healthcare workers is another issue that needs
to be addressed, considering the strain they are going through. The eroding trust makes this
problem worse, and the doctor-patient relationship suffers still more.
All these issues, which existed before that pandemic, have been brought to the fore by it.
They will need a lot of deliberation in the years ahead.
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VMMC & Safdarjung Hospital

" The Musings of An Intensive Care Resident!"

Disclaimer: Not strictly academic! just some life lessons or 'enlightenment' attained
under this 'Covid Pandemic' tree: # Oxygen has been the most favourite drug of choice to anaesthesiologists, dating back to
centuries. But, this covid pandemic has brought together the entire medical fraternity and
even every 'aam aadmi' to believe in the magic of the elixir - oxygen. Every covid warrior in
redzone and covid ICUs would have seen for themself how the mere presence and absence
of supranormal concentration of oxygen alone determined the very existence of people, even
as nature bestowed us all with 21% oxygen. So next time when a love-struck teenager says
"Love is in the air" - tell him/her, "No dear, oxygen is in the air! And do feel fortunate that, that
21% is enough for you to survive."
Optimism: Learn to appreciate things you already have around you, whatever situation
you are in!

# Covid pandemic has brought about immense, unbelievable awareness among the general
public regarding the mandatory use of masks and cough etiquette and now experts say
continuing this as routine might help us meet our target of eliminating tuberculosis, 'our
national disease', as it can be fondly(!) called, by 2025, which nobody from the pre-pandemic
era would have dared to believe.
Optimism: A rather unusual point to learn - Exploit the evil! There is something to
extract from evil too, so why not from everything else, instead of complaining.
# One point to ponder though - a medical issue not adequately addressed to, among the
chaos. Lead time and screening time were important to us from exam point of view, but now it
seems that they might emerge awfully significant in real life too, though we don't know when.
Until COVID settles down, until all the departments resume normalcy, we cannot even
comment on how many preventable diseases are going to turn terminal, tragical to the
sufferers. As well, there is no guess on how much impact that will create on our diagnostic
and therapeutic efficacy due to the burden of the still inconspicuously mushrooming
'submerged part of iceberg'.

# 'You never know how much space you occupied in other people's lives' - F. Scott
Fitzgerald.

Every profession is socially important, no profession serves the doer alone but a part of the
society too. But medicine is one among those countable professions where magnificent
physical and mental toil is put into, to bring about a smile in the patient's or attendant's face.
Yes, even a simple but genuine smile from a human whilst they themself or their loved one
are unwell, is priceless, and all our hardships are worth it!
In that way, all healthcare workers have brought a significant change in the lives of a much
more significant range of population today, and as intensivists we have been constantly
involved in a full-fledged state in fighting the pathogen since the start.
Optimism: So, all professional and personal grumblings regarding the lockdown period
apart, feel proud that entering this field has been our numero uno 'never gonna go wrong'
decision and enjoy the perks of being a covid warrior!
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POETRY
Prologue: This poem is about a man who is under anaesthesia…...and the
anaesthesiologist is talking to the subconscious mind of him.


INTO THE DEPTHS
You walk in silence…...the silence of your mesmerism….
You can see the angelic colours…...the beatific creatures…. saintly thoughts cloud your
brain….
You wonder if it is indeed going to rain??
Blossoming flowers, seraphic chirping birds engulf your soul, and then you see a majestic
upright lushy bole...
An enigma is it?? Or is it the reality? Who shall answer you, with unarguable actuality??
As you gain around, you hear some lubbing and dubbing, and some cavernous puffs,
probably I am zinged excessively you huff...
Oh my…...a light at last....and faint mumbling you hear.... someone has come to rescue you
from phantasm and with full energy you gear...
Oh, dear good man of mine…...that someone is me……and shall forever and ever work for
thee...


Written by: Dr Samiksha Khanuja, Assistant Professor, Hamdard Institute of Medical
Sciences

WORD GAME
There are 15 famous personalities hidden in there………………
Let’s see if u can find them all!
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ACHIEVEMENTS

Dr Joseph George Tharion
PG Student 3rd year, VMMC & Safdarjung Hospital

Heartiest Congratulations to Dr Joseph George Tharion who has won the 3rd prize in the
Residents Research Contest, in the 74th New York Post Graduate Assembly conducted by the
New York State Society of Anesthesiologists. He had presented his research titled ‘Patient
Satisfaction through Virtual Reality During Spinal Anesthesia’.

Dr Joseph’s Experience…
Greetings from Anaesthesia at Safdarjung! I’m a final year Anaesthesiology resident, and I
recently presented my research titled ‘Patient Satisfaction through Virtual Reality During
Spinal Anesthesia’, at the Residents Research Contest, as part of the 74th New York Post
Graduate Assembly (conducted virtually in 2020). This is an international annual event
conducted by the New York State Society of Anesthesiologists, with more than 4,500
attendees from around the world, and is a global platform for presenting the latest advances
in the world of anesthesia. As I was already in the process of writing my research into a
paper, my guide Dr Suniti Kale, under whose tutelage this project bloomed, encouraged me to
submit my entry for this prestigious conference. As a senior and experienced
anaesthesiologist, she was well aware of the leading research events of the world, and her
insight benefited me greatly. In November, I was emailed that I had qualified as a finalist. Six
anaesthesiology papers from around the world: three from Germany, two from the United
States, and my own from India, had been selected from a large list of global submissions, to
perform a 7-minute live presentation.
The idea behind this study came when I purchased a Virtual Reality headset four years ago,
for leisure. The immersive, distractive and soothing effects were unique, and could be
effective in anxious patients in hospitals, undergoing intimidating procedures. Hence, we
investigated patient satisfaction, and the anxiolytic effect brought about by virtual reality,
compared to sedating patients with midazolam as they underwent spinal anaesthesia for knee
surgery. Our patients listened to soothing instrumental music, and experienced a pleasant
walk-through nature, whilst the orthopaedicians mended their knees.
The competition was conducted over the Zoom platform. The judges were esteemed faculty in
the U.S, from Columbia University, Weill Cornell, Mt. Sinai, and New York Upstate, to name a
few. The level of research conducted by the other participants was cutting-edge and truly
inspiring. Topics ranged from the role of potassium channels in dexmedetomidine postconditioning, to Machine Learning and Artificial Intelligence. The panel asked us all pertinent
questions about our research, and the participants were free to ask each other too. The entire
event was eye-opening, interesting, and motivating. All the participants had a deep
understanding of their topics of research. Their talks were elegant and captivating, and they
replied succinctly to every question asked. With regard to my own presentation, what may
have set it apart was the simplicity and applicability, as my virtual reality device worked
through a mobile phone.
When the results were announced, I had placed third. I am ever grateful to God, my parents,
and my teachers for all that I have achieved. The lessons to be learnt, as young Indian
Anaesthesiologists, are that although we may not always have access to cutting-edge
technology, any innovative idea which aims to improve patient outcome, when worked upon
with honesty and sincerity, can produce world class research.
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UPCOMING EVENTS

1. 8th Jan Friday, 5-7 pm, Clinical Meeting, Army hospital
2. 15th Jan. Friday, 5-7 pm, CME Bariatric, MAX Saket
3. 22nd Jan. Friday, 5-7 pm, Clinical Meeting, DDU

