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TECHNOLOGY REVOLUTION IN
HEALTHCARE

*Bakul Jayant Parekh

Abstract: Healthcare technology has a profound impact
on the delivery of healthcare and its outcomes. The rapid
rate of progress in healthcare technologies will accelerate
the process in near future. All four areas of technology
i.e. diagnostics, monitoring, diagnostic support and public
health governance which impact healthcare will show
significant development. Artificial intelligence has a major
role to play and we shall see the rapid unfolding of an era
of doctor-machine collaboration to deliver better outcomes.
While healthcare professionals will necessarily need
artificial intelligence support to deliver better care, the
need for the human intelligence will not go away and the
pediatrician will remain centrally relevant for patients.
However, to stay relevant, the pediatrician must stay
abreast of new technology, adopt it wholeheartedly and
reinvent himself periodically.

Keywords: Artificial intelligence, Pediatrician.

Points to Remember

• Healthcare industry is seeing a paradigm shift due
to technology revolution.

• Artificial intelligence is coming up in a big way in
diagnostics and patient management.

• Embracement of technology is a must for every
healthcare person not only for patient management
but also for upgrading knowledge.
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SEPTIC SHOCK- FLUID BOLUS
DECISIONS AND ASSESSMENT OF
FLUID RESPONSIVENESS

*Suchitra Ranjit
**Rajeswari Natraj

Abstract: Circulatory shock is defined as acute
cardiovascular dysfunction resulting in inadequate delivery
of oxygen and substrates necessary to meet tissue metabolic
demand.  The history includes pertinent issues related to
etiology, such as fever, trauma and gastro-intestinal losses.
Clinical examination consists of respiratory mechanics and
cardiovascular status including oxygenation, respiratory
rate, work of breathing, level of consciousness, heart rate,
blood pressure, peripheral perfusion and  adequacy of urine
output. Laboratory evaluation should include markers of
global oxygenation, particularly arterial blood gas, lactate
and central venous oxygen saturation. While clinical
assessment of perfusion may be sufficient to recognize
shock and guide initial management, patients in whom
shock is unresolved need further cardiovascular monitoring
depending on availability and expertise. Fluid bolus
decisions may be guided by dynamic tests of fluid
responsiveness which rely on cardio-respiratory
interactions, while simultaneously assessing for fluid
tolerance.

Shock management is targeted towards treating underlying
etiology and implementation of physiologically based
therapies.

Keywords: Shock, Fluid bolus, Physiology,
Responsiveness, Tolerance.

Points to Remember

• In a child with shock, the history must include
pertinent issues related to etiology such as fever,
trauma, gastro-intestinal losses.

• Clinical evaluation includes assessment of
respiratory mechanics and cardiovascular status,
including oxygenation, respiratory rate, work of
breathing, level of consciousness, heart rate, blood
pressure, peripheral perfusion and urine output.

• After initial stabilization and initial 10-20 ml/kg fluid
bolus, further fluid boluses should ideally be based
on tests of fluid-responsiveness.
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FUNDUS EXAMINATION

*Vasumathy Vedantham
**Sailatha Ganesh

***Praveen Krishna R

Abstract: Childhood blindness is a major cause of concern
and its late diagnosis and treatment can lead to visually
challenged adults causing an economic and social burden
to the society. Not only parents and caregivers but also
pediatricians and ophthalmologists have a collective role
in giving better visual potential to the children.
The appropriate antenatal and postnatal history along with
a good clinical examination is the key for further
management. Fundus examination plays an important role
in diagnosis and prognostication of many systemic
pathologies. Hence, it is recommended for all children to
undergo visual assessment, external oculofacial
examination, distant direct ophthalmoscopy and a dilated
fundus examination. The Rashtriya Bal Swasthya
Karyakram of the Government of India stresses on
universal eye examination of all newborns to detect
preventable causes of blindness.

Keywords: Fundus examination, Systemic association,
Ophthalmoscope, RetCam, Retinopathy of prematurity,
Children.

Points to Remember

• Visual assessment and fundus examination in
children can be a guide to systemic diseases.

• Direct and indirect ophthalmoscopy are diagnostic
equipment for retinal examination.

• RetCam is a very important telemedicine tool for
retinal examination of preterm babies to detect
retinopathy of prematurity.

• Role of pediatricians in eye care is very important as
they are the primary treating physicians who are in
contact with the children.

• Early referral to an ophthalmologist can reduce the
incidence of childhood blindness.
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AUTOIMMUNE ENCEPHALITIS
- A REVIEW

*Gautam Kamila
**Sheffali Gulati

Abstract: Autoimmune encephalitis is a group of immune
mediated diseases, with inflammation of the central
nervous system that demonstrates a widely variable
spectrum of clinical presentations. It is caused by binding
of antibodies to the intracellular/cell-surface antigens,
producing typical syndromes. Anti-N-methyl-D-aspartate
receptor encephalitis is the most common form in children
and the clinical presentation differs from that of adults.
Children present with alteration in consciousness, seizures,
movement disorders, behavioral and sleep disturbances.
Investigations, especially antibody detection, along with
suggestive history aids in the diagnosis. Treatment is based
on immunotherapy and early initiation of therapy is
associated with better outcome.

Keywords: Anti-NMDAR encephalitis, Children,
Movement disorders, Immunomodulation.

Points to Remember

• AIE in children as a group is more common than
individual viral etiologies of encephalitis in children.

• Anti-NMDAR encephalitis is the most common
autoimmune encephalitis in children.

• AIE in children is commonly post-infectious in
etiology and is less commonly associated with
malignancy, unlike in adults.

• Characteristic clinical features include seizures,
movement disorders (peri-oral dyskinesias,
choreoathetoid movements), behavioral issues and
sleep disturbances.

• The antibodies are detected with almost equal
sensitivity in both serum and CSF, except in anti-
NMDA encephalitis, where the sensitivity in CSF is
marginally better.

• Treatment options include steroids, IVIG,
plasmapheresis and in refractory cases, rituximab
and cyclophosphamide.

• Early initiation of immunotherapy leads to a better
outcome.
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COUNSELING IN DIFFICULT SITUATIONS

*Krishan Chugh
**Rohit Vohra

Abstract: Pediatric intensive care unit practice has
remarkably changed in recent years. These units  have
experienced transformation in care and humanization of
assistance, providing access round the clock. In the current
era, the pediatric intensivist plays the role of a healthcare
provider and a counsellor who apprises the family members
of the  prognosis of the disease  to allay anxiety  about the
child’s condition.Thus, pediatric intensive care unit doctor
must be an expert in parental counseling. Communication
skills, empathy and honesty are attributes that the physician
should employ during difficult situations.

Keywords: Critically ill child, Intensive care, Counseling,
Anxiety, Stress.

Points to Remember

• In this era, ordering right tests and prescribing right
medications alone is not sufficient. counselling about
disease condition is just as important.

• Patient counselling is not like one-size-fits-all, every
individual has a different way of reacting to
unsettling news. Thus, a physician should evolve his
counselling skills and use them according to the
needs of his patient’s family members.

• Good communication improves a parent’s
adjustment to illness, lessens anxiety and fear,
increases adherence to treatment, and results in
higher rate of satisfaction. Poor communication
skills are associated with increased use of ineffectual
treatments by the parents, higher rates of conflict
between parents and doctor and less adherence to
doctors’ advice.

• A variety of communication tools and road maps can
help clinicians find their way through difficult
conversations.

• Ultimately honesty is the best policy.
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GENETIC TESTING IN CLINICAL
PRACTICE - DIAGNOSTIC STEWARDSHIP

*Sankar VH

Abstract: Advances in the field of molecular medicine and
genetic engineering have found applications in clinical
practice in the form of diagnosis, treatment and prevention
of genetic disorders. Cytogenetics refers to the description
of chromosome structure and the identification of genomic
aberrations that cause diseases. ‘Fluorescence in situ
hybridization’ is a process whereby chromosomes or
portions of chromosomes are vividly painted with
fluorescent molecules that anneal to specific regions.
Detecting the changes in DNA (mutation) responsible for
the genetic disease is the diagnostic test for single gene
disorders. ‘Chromosomal microarray’ is a high resolution,
whole-genome screening technique that can identify most
of the chromosomal imbalances detected by conventional
cytogenetic analysis, as well as smaller sub-microscopic
deletions and duplications that are referred to as copy-
number variants that may be missed in the conventional
karyotyping. ‘Next generation sequencing’ is a powerful
platform that has enabled the sequencing of thousands to
millions of DNA molecules simultaneously. This article
review the rational use of various investigations used for
the diagnosis of genetic disorders in clinical practice.

Keywords: Cytogenetics, Chromosomal microarray
analysis, Next generation sequencing.

Points to Remember

• The indications of genetic testing include diagnosis
of genetic disorders, prenatal diagnosis, carrier
testing and pre symptomatic diagnosis.

• Genetic testing in clinical situation should be
accompanied by pre-test and post-test genetic
counselling.

• Cytogenetic methods include conventional
cytogenetics, FISH and microarray which can detect
chromosomal aberrations and copy number variants.

• Rational selection of molecular methods depends on
the type of mutation to be tested in the specific genetic
disorder.

• Always consider the three principles – analytical
validity, clinical validity and clinical utility when
considering a specific genetic test in a given clinical
scenario.
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LIMPING CHILD

*Sankar R

Abstract: Painful or painless limp or gait disturbances
are one of the most common problems encountered in
general pediatric practice. The cause for this condition
can be benign to life threatening. Thorough history taking
with examination along with appropriate investigations
help pediatricians to manage children with limp.
This article aims to help practicing paediatricians
differentiate various causes and approach to investigation
and care of the same.

Keywords: Limp, Osteomyelitis, Septic arthritis, SCFE.
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Points to Remember

• Causes of limp varies with age.

• Fever with painful limp needs urgent evaluation.

• Adolescent with acute onset of limp needs
investigation to rule out slipped capital femoral
epiphysis.

References

1. Fischer SU, Beattie TF. The limping child: epidemiology,
assessment and outcome. J Bone Joint Surg Br 1999;
81(6):1029-1034.

2. Sawyer JR, Kapoor M. The Limping Child: Systematic
Approach to Diagnosis. Am Fam Physician 2009; 79(3):
215-224.

3. Flynn JM, Widmann RF. The limping child: evaluation and
diagnosis. J Am Acad Orthop Surg 2001; 9(2):89-98.



Indian Journal of Practical Pediatrics 2021; 23(4):338

IAP - IJPP CME 2021

DEVELOPMENTAL ASSESSMENT OF A
10 MONTHS OLD INFANT

*Somasundaram A

Abstract: Development of a child is assessed in office
practice by simple observation. The way a child plays,
learns, speaks, acts and moves offers important clues about
the child’s development. Developmental milestones are the
skills acquired by a growing child at appropriate ages.
Even a normal child without any risk factors, who is
expected to follow a normal path, should undergo periodic
developmental screening. In the absence of established risk
factors or parental or provider concerns, a general
developmental screen is recommended at 9-18 and
30-month visits. A ten-month old will usually enjoy his
new found freedom through an exploration drive and
hand-eye coordination which will help him to grasp the
objects quickly. The child displays social abilities and
emotional temperament and also understands the
importance of the social gesture of waving bye-bye. It can
imitate basic actions and also displays separation anxiety.

Keywords: Developmental assessment, Milestones, Pincer
grasp, Object permanence.

Points to Remember

• Developmental problems are the “new morbidity in
childhood”.

• Developmental screening should be part of a routine
pediatric practice.

• Attainment of mobility from 9 months onwards  helps
the child to explore

• Object permanence, pincer grasp and vocalising
bi syllables are the few milestones which develop at
10 months.

• Early identification of red flags and timely referral
helps in early intervention.
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JUNCS

*Remesh Kumar R
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Abstract: Globally there is a rising trend in consumption
of undesirable foods among children in the last few
decades. There are multiple reasons  for this, including
changing demographic patterns, increasing urbanization,
affordability and easy availability of these foods.
The acronym “JUNCS” has been coined to include a
variety of  unhealthy foods.  Considering the various ill
effects, there is an urgent need to curb the consumption of
“JUNCS”, especially among children.

Keywords: JUNCS, Caffeinated drinks, Fruit drinks,
Negative effects.

Points to Remember

• “JUNCS” should be avoided to the extent possible
in all children and adolescents.

• Packaged fruit juices /fruit drinks/sugar sweetened
beverages are not to be given to children less than
2 years age, and to be avoided as far as possible in
older children.

• No caffeinated drinks are to be given to children and
adolescents.

• There must be strict regulations to control
advertisements promoting consumption of “JUNCS”
in TV, print and social media.
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COMPUTERIZED TOMOGRAPHY HEAD
IN PEDIATRIC EMERGENCIES
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Abstract: Computerized tomography of the brain has often
been used as an initial imaging modality in the assessment
of children with neurological emergencies. It is readily
available in most centers and it is less expensive.
The disadvantages of computerized tomography are
radiation exposure and a limited diagnostic value in the
evaluation of certain conditions such as early stroke,
demyelinating disorders, neurometabolic disorders,
infection and tumors. However, skull fractures,
calcification and intracranial bleed may be readily
diagnosed on computerized tomography head.
Computerized tomography plays a vital role in the initial
evaluation of accidental and non-accidental brain injury,
hydrocephalus, and intracranial space occupying lesion.
Brain magnetic resonance imaging is the preferred
diagnostic modality in the evaluation of neurological
disorders. However, it is  expensive, time consuming and
poses logistic difficulties in an emergent scenario.

Keywords: Computerized tomography, Pediatric
emergency, Neuroimaging.

Points to Remember

• CT is often readily available, less time consuming
and less expensive.

• An emergent CT head is useful in the diagnosis of
skull fractures, intracranial bleed, space occupying
lesions, brain herniation and calcification.

• The disadvantages of CT are radiation exposure and
a limited diagnostic value in the evaluation of certain
conditions such as early stroke, demyelinating
disorders, neurometabolic disorders, infection and
tumors.

• MRI brain is preferred in patients with diffuse axonal
injury, acute disseminated encephalomyelitis,
posterior reversible encephalopathy syndrome and
hypoxic ischemic encephalopathy.

• Hypo attenuated lesions appear dark (hypodense)
and lesions with high attenuation appear bright
(hyperdense) on CT brain.

• Children face an increased risk from CT radiation
due to larger doses and increased lifetime radiation
exposure. The risk of a leukemia three fold and
triples the risk of brain cancer.

• Though the benefits of CT outweigh the risks,it is
imperative to reduce the dosage of radiation as much
as possible.

• Precautions to minimize radiation-related hazards
are use of appropriate radio protective shields,
applying ALARA principle (as low as reasonably
achievable) to reduce radiation dose anduse of non-
ionic contrast agents.
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PERIPHERAL SMEAR IN ANEMIA

*Shanthi S

Abstract: Peripheral smear is an important tool to
diagnose hematological abnormalities. A good smear
preparation and proper staining is vital for its correct
interpretation. Many common causes of anemia like iron
deficiency anemia, megaloblastic anemia and thalassemia
can be diagnosed by a blood smear examination.
This article discusses the basics of a good smear,
methodical examination and interpretation of the smear
in anemia.

Keywords: Anemia, Peripheral smear, Poikilocytosis,
Iron deficiency, Thalassemia.

Points to Remember

• A good smear technique and proper staining is
essential for correct interpretation.

• Methodical examination of all three cell lines is
crucial.

• Poiklocytosis refers to abnormal shape in RBC and
anisocytosis to difference in size.

• Many inherited anemias like thalassemia, sickle cell
anemia and hereditary spherocytosis can be
diagnosed by careful examination of a peripheral
smear.

• A smear should always be interpreted in
collaboration with history, clinical findings and CBC
report.
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ATTENTION DEFICIT HYPERACTIVITY
DISORDER IN CHILDREN AND
ADOLESCENTS - AN UPDATE
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Abstract: Attention deficit hyperactivity disorder is one
of the most common neurobehavioral disorders of
childhood. This is an update on the latest 2019 guidelines
American Academy of Pediatrics and will focus on the
changes from the previous 2011 guidelines.

Keywords: AAP guidelines 2019, ADHD, Diagnosis,
Treatment.

Points to Remember

• Diagnosis of ADHD as per AAP guidelines-2019
should be based on DSM-5 criteria with documented
impairment in more than one major setting and
alternative causes ruled out.

• In adolescents, the manifestations of ADHD should
have been present before 12 years of age instead of
7 years as stated in previous guidelines.

• A special focus is laid on screening for co morbid
conditions and mimics of ADHD such as substance
abuse especially in adolescents which can alter the
treatment.

• For preschool children (4-6 years) with ADHD,
behavioral therapy is the first line of treatment.
Methylphenidate is to be considered as second line.

• In children (6-12 years) with ADHD, FDA approved
medications along with behavioral therapy or
behavioral classroom interventions should be
prescribed.

• There is insufficient evidence to recommend
diagnosis or treatment for children younger than
4 years, but they should be referred for behavioral
modification in presence of behavioral concerns.
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USE OF INOTROPES IN PICU
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Abstract: Inotropes increase myocardial contractility and
have variable effects on peripheral vascular resistance.
The first-line inotropic agents used in pediatrics are
dopamine and epinephrine.  Further, depending on cardiac
output and systemic vascular resistance, other vasoactive
agents indicated in the treatment of shock in children
include vasoconstrictors (e.g. norepinephrine,
phenylephrine) or vasodilators (e.g. dobutamine,
milrinone). The  effective inotrope indicated for the given
etiology of shock depends on the end-diastolic volume and
cardiac contractility. This article attempts to throw light
on appropriate use of these agents.

Keywords: Inotrope, Epinephrine, Dopamine,
Norepinephrine , Isoprenaline, Vaspressor, Bipyridines

Points to Remember

• Inotropes are one of the most commonly used drugs
in intensive care setting, which  increases myocardial
contractility and have variable effects on peripheral
vascular resistance.

• The various classes of drugs include catecholamines,
bipyridines, vasopressors, glycosides, Ca sensitizer,
afterload reducing agents and sympathomimetics.

• Selection of appropriate drug is based on the
hemodynamic state, blood pressure and systemic
vascular resistance.

• They have multiple effects and should be used
carefully.

• One must know the adverse effects and be prepared
to deal with side effects.

References

1. Allen HD, Adams FH, Moss AJ. Moss and Adams’ heart
disease in infants, children and adolescents: including the
fetus and young adult. Philadelphia, PA: Lippincott
Williams and Wilkins, 2021.

2. Basics of cardiac pharmacology. Learn Pediatrics. https:/
/learn.pediatrics.ubc.ca › body-systems › cardiology.
Accessed on 21st Nov 2021.

3. Bangash MN, Kong M, Pearse RM. Use of inotropes and
vasopressor agents in critically ill patients. Bri J Pharmacol
2012; 165(7):2015-2033.

4. Overgaard CB, Dzaviìk V. Inotropes and Vasopressors
Review of Physiology and Clinical Use in Cardiovascular
Disease. Circulation 2008;118(10):1047-1056. https://
doi.org/10.1161/CIRCULATIONAHA.107.728840.

5. Cotecchia S, Stanasila L, Diviani D. Protein-protein
interactions at the adrenergic receptors. Curr Drug Targets
2012; 13(1):15-27.

6. Hendriks-Balk MC, Peters SL, Michel MC, Alewijnse AE.
Regulation of G protein-coupled receptor signalling: focus
on the cardiovascular system and regulator of G protein
signalling proteins. Eur J Pharmacol 2008; 585(2-3): 278-
291.

7. Pitcher JA, Freedman NJ, Lefkowitz RJ. G protein-coupled
receptor kinases. Ann Rev Biochem 1998; 67:653-692.

* Senior Consultant,
Department of Child and Adolescent Health,
Aster Medcity,
Kochi.
email: jeeson1955@gmail.com

** Consultant Pediatric Intensivist,
Aster Medcity,
Kochi.



Indian Journal of Practical Pediatrics 2021; 23(4):346

8. Robertson GL, Shelton RL, Athar S. The osmoregulation
of vasopressin. Kidney Int 1976; 10(1):25-37.

9. Demiselle J, Fage N, Radermacher P, Asfar P. Vasopressin
and its analogues in shock states: a review. Ann Intensive
Care 2020; 10: 9. doi: 10.1186/s13613-020-0628-2.

10. Omori K,  Kotera J. Overview of PDEs and Their
Regulation. Circul Res 2007; 100:309-327.

11. Zimmerman JJ, Rotta AT. Pharmacology of the
Cardiovascular system. Fuhrman and Zimmerman’s
Pediatric Critical Care, 6th Edition. Philadelphia: Elsevier;
2021.

12. Turner MA, Baines P. Which inotrope and when in
neonatal and pediatric intensive care? Arch Dis Child Educ
Pract Ed 2011; 96(6):216-222. doi:10.1136/adc.2008.
143925.

13. Sasada M, Smith S (2003). Drugs in Anaesthesia and
Intensive Care. Oxford University Press: Oxford.

14. Van den Berghe G, de Zegher F. Anterior pituitary function
during critical illness and dopamine treatment. Crit Care
Med 1996; 24:1580-1590.

15. Aviado DM Jr, Schmidt CF. Effects of sympathomimetic
drugs on pulmonary circulation: with special reference to
a new pulmonary vasodilator. J Pharmacol Exp Ther 1957;
120:512-527.

16. Bearn AG, Billing B, Sherlock S. The effect of adrenaline
and noradrenaline on hepatic blood flow and splanchnic
carbohydrate metabolism in man. J Physiol 1951; 115:
430-441.

17. Clutter WE, Bier DM, Shah SD, Cryer PE. Epinephrine
plasma metabolic clearance rates and physiologic
thresholds for metabolic and hemodynamic actions in man.
J Clin Invest 1980; 66:94-101.

18. Galster AD, Clutter WE, Cryer PE, Collins JA, Bier DM.
Epinephrine plasma thresholds for lipolytic effects in man:
measurements of fatty acid transport with [l-13C]palmitic
acid. J Clin Invest 1981; 67:1729-1738.

19. Alexander SPH, Mathie A, Peters JA. Guide to Receptors
and Channels (GRAC), 5th Edn. Br J Pharmacol 2011;
164 (Suppl.1): S1-S324.

20. Levick J. An Introduction to Cardiovascular Physiology.
Hodder Arnold: London, 2003.

21. Barrett LK, Singer M, Clapp LH. Vasopressin: mechanisms
of action on the vasculature in health and in septic shock.
Crit Care Med 2007; 35:33-40.

22. Rehberg S, Ertmer C, Vincent JL, Morelli A, Schneider M,
Lange M, Aken HV, Traber DL, Westphal M. Role of
selective V1a receptor agonism in ovine septic shock.
Crit Care Med 2011; 39:119-125.

23. Ruffolo RR Jr. The pharmacology of dobutamine. Am J
Med Sci 1987; 294:244-248.

24. Mousdale S, Clyburn PA, Mackie AM, Groves ND,
Rosen M. Comparison of the effects of dopamine,
dobutamine, and dopexamine upon renal blood flow:
a study in normal healthy volunteers. Br J Clin Pharmacol
1988; 25:555-560.

25. Olsen NV, Lund J, Jensen PF, Espersen K, Kanstrup IL,
Plum I, Leyssac PP. Dopamine, dobutamine and
dopexamine. A comparison of renal effects in
unanesthetized human volunteers. Anesthesiology  1993;
79(4):685-694.

26. Prielipp RC, MacGregor DA, Butterworth JF,
Meredith JW, Levy JH, Wood KE, Coursin DB.
Pharmacodynamics and pharmacokinetics of milrinone
administration to increase oxygen delivery in critically ill
patients. Chest 109:1291-1301.

27. Petersen JW, Felker GM. Inotropes in the management of
acute heart failure. Crit Care Med 2008; 36:S106-S111.

28. Greeley W, Steven J, Nicolson S, Kern F. Anesthesia for
pediatric cardiac surgery. In: Miller R (ed.).
Anesthesia. Churchill Livingstone: New York, 2000;
pp1805-1847.

29. Colucci WS. Cardiovascular effects of milrinone.
Am Heart J 1991; 121:1945-1947.

30. Toller WG, Stranz C. Levosimendan, a new inotropic and
vasodilator agent. Anesthesiology 2006; 104:556-569.

31. Tavares M, Rezlan E, Vostroknoutova I, Khouadja H,
Mebazaa A. New pharmacologic therapies for acute heart
failure. Crit Care Med 2008; 36:S112-S120.

32. Isoproterenol C11H17NO3 - PubChem. https://pubchem.
ncbi.nlm.nih.gov › compound › Isoproterenol.
Accessed on 7/12/21.

33. Ehle M, Patel C, Giugliano RP. Digoxin: Clinical
Highlights: a review of digoxin and its use in contemporary
medicine, Criti Pathw Cardiol 2011; 10:93-98.

34. Weiss SL, Pomerantz WJ.Septic shock in children:
Rapid recognition and initial resuscitation (first hour).
https://www.uptodate.com/contents/septic-shock-in-
children-rapid-recognition-and-initial-resuscitation-first-
hour. Accessed on 8/12/21.

35. Ventura AM, Shieh HH, Bousso A, Góes PF,
Fernandes ICFO, Souza DC, Paulo RLP, Chagas F,
Gilio AE. Double-Blind Prospective Randomized
Controlled Trial of Dopamine Versus Epinephrine as
First-Line Vasoactive Drugs in Pediatric Septic Shock.
Crit Care Med 2015; 43: 2292-2302.

36. Ramaswamy KN, Singhi S, Jayashree M, Bansal A,
Nallasamy K. Double-Blind Randomized Clinical Trial
Comparing Dopamine and Epinephrine in Pediatric Fluid-
Refractory Hypotensive Septic Shock. Pediatr Crit Care
Med 2016; 17:e502-e512. doi: 10.1097/PCC.
0000000000000954.



Indian Journal of Practical Pediatrics 2021; 23(4):347

37. Martin K, Weiss SL. Initial resuscitation and management
of pediatric septic shock. Minerva Pediatr 2015; 67(2):
141-158.

38. Donnino MW,  Andersen LW, Berg KM, Chase M,
Sherwin R, Smithline H, et al. Corticosteroid therapy in
refractory shock following cardiac arrest: a randomized,
double-blinded, placebo-controlled, trial. Crit Care 2016;
20:82.

39. Venkatesh B, Finfer S, Cohen J, Rajbhandari D, Arabi Y,
Bellomo R, et al. Adjunctive glucocorticoid therapy in
patients with septic shock. N Eng J Med 2018: 378:797-
808.

40. Brissaud O, Botte A, Cambonie G, Dauger S, de Saint
Blanquat L, Durand P, Gournay V, Guillet E, Laux D,
Leclerc F, Mauriat P, Boulain T, Kuteifan K. Experts’
recommendations for the management of cardiogenic shock
in children. Ann Intensive Care 2016; 6:14. doi: 10.1186/
s13613-016-0111-2

41. Ferré F, Martin C, Bosch L, Kurrek M, Lairez O,
Minville V. Control of Spinal Anesthesia-Induced
Hypotension in Adults. Local Reg Anesth 2020; 13:
39-46.



Indian Journal of Practical Pediatrics 2021; 23(4):348

ADOLESCENCE

ADOLESCENT SLEEP PROBLEMS

*Jayashree K
**Preeti M. Galagali

Abstract: Sleep is a universal process in all species.
In adolescents due to heightened activity and fulfilling
academic needs, the quantity and quality of sleep is getting
affected. Chronic lack of sleep is causing deleterious effect
on holistic health of adolescents. Pediatricians should
advice all adolescents on sleep hygiene during routine
health visits and screen for sleep related problems so that
appropriate management can be initiated before it
manifests into a sleep disorder. Sleep disorders require
detailed evaluation and treatment.

Keywords: Adolescent sleep hygiene, Sleep quality,
Adolescent sleep disorders.

Points to Remember

• Good quality and quantity of sleep forms the core
for optimal functioning of an adolescent.

• Pediatricians should advice about sleep hygiene.

• BEARS sleep screening tool can be used in office
practice.

• Adolescents with serious sleeping disorder need
tailored therapy.

• Parents should be educated about instilling sleep
hygiene from early childhood which needs to
continue into adolescent life and thereafter.
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AN UNUSUAL CAUSE OF LIMP
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Abstract: Syringomyelia, though unusual, should be
considered in the differential diagnosis of a limping child.
This condition is a close mimicker of several other
neurological and muscular disorders. Due to its slow
progression and symptomatic resemblance to various other
more common conditions, diagnosis is often delayed.
A negative family history, certain precipitating events, signs
and symptoms; and appropriate neuro-imaging clinches
the diagnosis. It is important to diagnose syringomyelia
early in the course of the disease so as to follow it up
regularly and intervene timely to prevent permanent
neurological sequelae. A five years old child with
syringomyelia as an unusual cause of limping is presented
here.

Keywords: Syringomyelia, Syrinx, Idiopathic, Secondary.
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ACCIDENTAL INGESTION OF MINOXIDIL
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Abstract: Minoxidil, a potassium channel opener acts as
a potent vasodilator. Nowadays it is widely used as a topical
applicant in androgenic alopecia. A very few cases of
poisoning due to topical minoxidil ingestion are reported
in literature. We encountered a child who  developed
inotrope responsive shock following accidental ingestion
of the topical minoxidil solution.

Keywords: Minoxidil, Ionotrope responsive shock,
Noradrenaline, Dopamine.
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TYPHOID FEVER WITH UNUSUAL
COMPLICATIONS
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Abstract: Typhoid fever is known to medical professionals
from time immemorial. Our forefathers in medicine faced
complications in patients with typhoid fever during
pre-chloramphenicol era. MDR S. Typhi was a challenge
till the treatment protocol was revisited with third
generation cephalosporins, macrolides and quinolones.
Despite these advances it appears that typhoid fever cannot
be taken for granted. We are reporting a challenging case
of typhoid fever with intestinal complications due to
bacterial invasion and extra intestinal complications due
to immune mediation involving two organ systems,
warranting simultaneous treatment with antibiotics and
intravenous immunoglobulins.

Keywords: Typhoid fever, Complications, Children.
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