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Funding sources for 
continuing medical 
education: A different 
perspective

Sir,
Venkataraman et  al. have presented the results of 

a simple yet elegant study into funding sources for 
continuing medical education in an institution in 
India.[1] Their findings were somewhat reassuring–most 
healthcare professionals attending continuing medical 
education events either paid for themselves or received 
funding from their institution. There was significant 
industry sponsorship from the pharmaceutical sector, 
but perhaps not as much as might have been expected.

The subject of who pays for continuing medical 
education will always be thorny. Continuing medical 
education events are currently associated with significant 
costs, and someone will have to pay. However, the 
debate about who should pay could perhaps be 
reframed so that it is viewed from the perspective of 
value.[2] Value is ultimately a balance between cost 
and benefits. Does continuing medical education, as 
it is currently provided, need to be so costly? Much of 
the cost of continuing medical education is associated 
not with the education itself but with trappings that 
often accompany it; however, not all these trappings 
are truly necessary. For example continuing medical 
education events often involve the expenses of travel, 
accommodation and subsistence, and yet these might 
not be necessary. Physicians could attend events closer 
to home or in their actual workplace. Alternatively they 
could utilise more e‑learning resources or attend virtual 
meetings. The events themselves (nonwithstanding the 
accommodation, travel and subsistence) could also be 
lower cost–physicians may learn more from a small group 
informal meeting with their peers than from the state of 
the art lecture from a distant tertiary care academic.

However, costs are only one side of the story–on the 
other side are benefits or outcomes.[3] If the physician is 
paying then, they will expect that their personal learning 
needs will be satisfied. If the physician’s employing 
institution is paying then that institution will expect 
that the physician will learn content that is relevant 
to the institution’s patients and that the physician will 
be able to put the learning into practice for the benefit 
of patients. However, if a pharmaceutical company is 

paying for a physician to attend, then they will likely 
expect a commercial return.

Physicians would do well to balance these various 
factors that may influence their decisions to attend and 
to pay for continuing medical education events. The best 
outcome is probably that their institution should pay. If 
not, physicians would probably do best to pay a modest 
amount out of their own budget.

Kieran Walsh
BMJ Learning, BMA House, Tavistock Square, London WC1H 9JR, UK

Correspondence: 
Dr. Kieran Walsh, 

BMJ Learning, BMA House, Tavistock Square,  
London WC1H 9JR, UK. 

E-mail: kmwalsh@bmj.com

References
1.	 Venkataraman  R, Ranganathan  L, Ponnish  AS, Abraham  BK, 

Ramakrishnan N. Funding sources for continuing medical education: 
An observational study. Indian J Crit Care Med 2014;18:513‑7.

2.	 Walsh K, Jaye P. Cost and value in medical education. Educ Prim Care 
2013;24:391‑3.

3.	 Walsh  K, Levin  H, Jaye  P, Gazzard  J. Cost analyses approaches 
in medical education: There are no simple solutions. Med Educ 
2013;47:962‑8.

Access this article online
Quick Response Code:

Website:

www.ijccm.org

DOI: 10.4103/0972-5229.144027 

A letter in response to 
“noninvasive ventilation: 
Are we overdoing it?” 

Sir,
I read with interest the article by Purwar et al.[1] where 

the authors have meticulously described their experience 
with noninvasive ventilation (NIV) and would like to 
make the following observations:
I	 In this study, no strict criteria was set for initiation 

of NIV as has been stated by the authors and the 
patients had been initiated on NIV as per the 
treating physician’s discretion. The definition 
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of acute respiratory failure used by the authors 
includes subjective terms such as “moderate to 
severe dyspnea” and “moderate to severe acidosis” 
and it has not been clarified whether rigid criteria 
(e.g. Arterial blood gas) as used by other studies[2,3] 
has been adhered to. Due to this it may be difficult 
to generalize the results of this study as the practice 
might vary from one physician/institute to the 
other

II	 Some indications of NIV use as mentioned by the 
authors need further explanation. Around 13 cases 
of nonpulmonary sepsis received NIV (they were not 
in the acute lung injury/acute respiratory distress 
syndrome [ARDS] group), but the pathophysiology 
addressed by NIV was not clear. Similarly, two 
patients with gastro‑intestinal bleed received NIV 
(who probably did not have severe gastro‑intestinal 
symptoms or aspiration as it was a contraindication 
in the present study), but still had “acute respiratory 
failure” necessitating NIV administration. A patient 
with pleural effusion also received NIV, but the 
reason for the same has not been elucidated. It might 
seem that in the absence of strict guidelines to initiate 
NIV there may have left scope for the “overdoing” – a 
question which the authors themselves ask in the title

III	 The authors hypothesize that the reason for higher 
rate of NIV failure in group 2 could be due to longer 
period of observation in these cases, as per the data 
provided by Purwar et al., the differences between 
the number of patients who were intubated within 
2 h or after 2 h were not significant in this study. It 
can be difficult to pinpoint the reason for more deaths 
in group 2, but it seems that use of NIV is addresses 
the pathophysiology more effectively for group  1 
than for group 2 indications that is, say it works 
better for acute exacerbation of chronic obstructive 
pulmonary disease than in cases of ARDS. While 
reverses the hypoventilation in the former while it is 
not as effective as invasive ventilation for recruiting 
the lung units in the latter. Anyway as per evidence 
it seems more logical to have a lower threshold for 
conversion to invasive ventilation in cases of nonlevel 
1 indications as in these cases the evidence is less 
robust and the chance of failure are higher.
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Intensive care unit 
management of 
a posttraumatic 
pneumonectomy case

Sir,
Tracheobronchial rupture following blunt chest 

trauma is rare and life‑threatening. Surgical repair is 
done in most cases and pneumonectomy is avoided 
whenever possible as emergency pneumonectomy 
carries high mortality rate of 50-70%.[1] This is due 
to contributory effects of hypotension, hypoxia and 
abrupt rise in pulmonary vascular resistance leading to 
right ventricular failure[2] and so postoperative care in 
intensive care unit (ICU) is very important. We describe 
ICU management of such a case. An 18‑year‑old male 
of chest trauma presented to the emergency referred 
from another hospital. Vitals were pulse 113/min, blood 
pressure 152/82 mmHg, respiratory rate (RR) 35/min, 
saturation 84% with massive subcutaneous emphysema 
and intercostal chest drain (ICD) in  situ. Patient was 
immediately intubated, and another ICD inserted on the 
right side. Chest X‑ray (CXR) post ICD revealed massive 
pneumothorax on right side [Figure  1]. Computed 
tomography chest revealed complete transection of 
right main bronchus. Patient was shifted to emergency 
operation theatre and intubated with double lumen tube 
(DLT). Intraoperatively as bronchial anastomosis was 
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