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doubt if there can be a worthwhile role of PVP to help 
in volume resuscitation of burn patients.

The use of central venous access is also important 
in the hemodynamically unstable patient because it 
helps to give vasopressor medications, which cannot 
be given by the peripheral route. These patients may 
also need mechanical ventilation, which mandates the 
use of sedative and analgesic medication. Thus in such 
patients requiring multiple infusions central venous 
access would be necessary as peripheral access would 
not be satisfactory in such cases.

The Bland–Altman analysis has shown in the study a 
difference of −1.2 with an standard deviation of +1.96, 
which means that PVP and CVP can differ by a range 
of 5.12 mm Hg more to 2.72 mm Hg less.[4] This is not a 
clinically acceptable margin of error for the use of PVP 
as a surrogate for CVP. The interpretation of data is thus 
always a clinical judgment. These findings are similar to 
the Tugrul et al.[5] study that showed a good correlation 
but poor clinical agreement. We feel the range is too wide 
for effective utilization at the bedside. The  [Figure  2] 
is written to be depicting the hourly mean difference 
between CVP and PVP but in the graph there is no hour 
axis. We think it’s the scatter diagram of the data which 
has been wrongly labeled.
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Complications during 
the management of 
pediatric refractory 
status epilepticus with 
benzodiazepine and 
pentobarbital infusions

Sir,
Patten et  al. in their interesting study compared 

complications in the management of refractory status 
epilepticus  (RSE) treated with benzodiazepine and 
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pentobarbital infusions. The authors addressed that 
children with RSE, who required pentobarbital therapy 
had a longer hospital stay and were more likely develop 
hypotension, require inotropic support, need intubation, 
mechanical ventilation, peripheral nutrition, and 
blood products. Furthermore, they were more likely to 
develop hypertension and movement disorder after or 
during weaning.[1] I presume that these results ought 
to be cautiously taken owing to the presence of the 
following three limitations.  (1) The data were taken 
from a single center. (2) The study period was relatively 
short  (3 years).  (3) The size of the studied cohort was 
small (n = 28). Conducting a large scale multicenter study 
over an extended period could better evaluate that the 
issue. Despite the aforementioned three limitations, the 
observation in Patten et al’s. study[1] on more complications 
associated with pentobarbital infusion compared to 
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benzodiazepine infusion renders pentobarbital less 
recommended first‑line in treating patients with RSE. 
This observation supports the recently published Indian 
consensus guidelines on the management of childhood 
convulsive status epilepticus[2] and recommendations of 
the Italian League Against Epilepsy,[3] which stress that the 
initial management of RSE should consist of a parenteral 
benzodiazepine (lorazepam, diazepam, or midazolam) by 
any route feasible and when first‑line anti‑epileptic drugs 
fail, sodium phenytoin, and phenobarbital should be used.
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Scrub typhus and acute 
respiratory distress 
syndrome

Sir,
We read with interest the article on scrub typhus 

by Venkategowda et  al. [1] They have very well 
highlighted the fact that scrub typhus is an important 
differential diagnosis in patients getting admitted with 
fever and thrombocytopenia. A high index of suspicion 
and early antibiotics for the management of rickettsial 
diseases decrease the morbidity and mortality.

Acute respiratory distress syndrome  (ARDS) is 
one of the complications of scrub typhus.[2] It’s a 
manifestation of the severity of respiratory system 
involvement. Pathological data from lung biopsy 
from patients developing ARDS in scrub typhus 
patients have shown that there is evidence of diffuse 
alveolar damage with hyaline membrane formation 
suggesting the damage is because of inflammatory 
mediators.[3] This is similar in patients who develop 
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ARDS due to systemic inflammation like in sepsis. 
In this study, the most of the patient who had 
ARDS also had acute kidney injury  (75%), acute 
liver failure  (58.3%), and shock (70%). This shows 
that ARDS is a part of the multi‑organ dysfunction, 
which affects patients with scrub typhus. We thus 
feel that classifying patients into with and without 
ARDS does not help in clinical management of these 
patients.

Table 2 of the article could have been better presented 
in two separate tables as patients on mechanical 
ventilation and 28 days mortality are in percentages 
and probably printed as mean ± standard deviation 
due to typographical error. The data would have been 
better presented as median with interquartile range 
as the population is small and using mean has some 
limitations. It would have been better if the statistical 
tools used in the analysis had been described in the 
text.
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