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From the
President’s Desk

Dr. J. K. Samaria

Dear Esteemed Members of the Indian Chest Society,

It is with immense pride and heartfelt emotion that I address you through the pages of 

Respire. This message holds special significance for me, as it is my last communication to 

all of you as the President of the Indian Chest Society (ICS).

As we all know, the Society has been passing through unprecedented challenges over the 

last three years. Despite our collective efforts and resilience. Nevertheless, the unity, 

patience, and commitment demonstrated by our members during these trying times have 

been truly commendable.

I feel sorry that we could not conduct the ERS HERMES Diploma Examination this year, 

an event that has always been a matter of pride for our fraternity. I am confident, however, 

that with continued determination and support, the Society will soon overcome these 

obstacles and restore all its academic and professional activities to their full strength.

Over the past years, the Indian Chest Society has continued to uphold its ideals of 

promoting respiratory health, education, and research despite adversity. I have been 

deeply inspired by the dedication, collective spirit, and perseverance of our members 

who remain the backbone of this organization.

The past year has been particularly momentous. NAPCON 2024 in Pune was a resounding 

success, witnessing the participation of more than 3500 delegates from across the nation. 

The scientific deliberations, interactive sessions, and exchange of ideas reflected the 

immense depth of talent and passion within our fraternity.

Equally noteworthy was the ERS India Summit 2025, a landmark collaboration between 

the Indian Chest Society and the European Respiratory Society (ERS). Under the able 

leadership of Dr. Raja Dhar, Secretary, ICS, and Dr. Sundeep Salvi, Past President, ICS, the 

summit was held across three major citiesMumbai, Delhi, and Kochi. We were honoured 

by the gracious presence of Prof. Silke Ryan, President, ERS, along with other members of 

the ERS leadership. With a remarkable attendance of nearly 12001300 delegates, the 

summit served as a powerful platform for international academic exchange and 

collaboration in respiratory medicine.
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Our ICS Webinars on key topics such as ILD, Asthma, COPD, and Lung Cancer have 

continued to foster knowledge sharing and discussion among experts and practitioners 

nationwide. These initiatives have strengthened our educational outreach and reinforced 

our commitment to continuous professional development.

We have also taken pride in supporting young talent through the ICS International Travel 

Grants, enabling our members to present their work and participate in renowned global 

conferences including ERS, ATS, ACCP, and the Lung Health Workshop. These 

opportunities have helped young researchers gain invaluable exposure and contribute 

meaningfully to global respiratory science.

Our official journal, Lung India, with an impressive Impact Factor of 1.3, continues to be 

the cornerstone of academic dissemination within the Society. As a bi-monthly, peer-

reviewed publication, it plays a pivotal role in highlighting cutting-edge research and 

clinical advancements in respiratory medicine. I urge all members to actively contribute 

and support its continued growth.

Looking ahead, we eagerly anticipate NAPCON 2025, to be held in the historic city of Jaipur 

under the dynamic leadership of Dr. N. K. Jain, Dr. Nitin Jain, Dr. S. K. Luhadia, and Dr. 

Virendra Singh, and their dedicated team. I am pleased to share that the Scientific 

Programme for NAPCON 2025 has already been meticulously prepared under the 

chairmanship of Dr. S. K. Luhadia, Chairman, Scientific Committee, NAPCON 2025, 

Jaipur. The team has put in exemplary effort to ensure that the academic content will be 

rich, diverse, and globally relevant. I am confident that this event will once again set new 

benchmarks in scientific excellence and camaraderie.

As I complete my tenure, I extend my deepest gratitude to every member for your 

unwavering support, trust, and cooperation during these challenging times. The Indian 

Chest Society has always been a symbol of strength, unity, and academic excellence. I am 

confident that, with collective determination, ICS will soon overcome its current hurdles 

and reach even greater heights.

With warm regards and best wishes,

Dr. J. K. Samaria

President

Indian Chest Society



From the
Secretary’s Desk

Dr. Raja Dhar

Dear Friends,

As another year draws to a close and we move towards NAPCON 2025, I find myself 

reflecting on the journey that has transpired. The past year has been filled with 

achievements that have strengthened our Society, brought immense satisfaction to the 

Governing Body, and inspired positivity within our fraternity. Of course, there have been a 

few challenges along the way, but each has taught us valuable lessons and guided our path 

forward.

Let me take this opportunity to revisit some of the key highlights from 2024-2025, which 

have added great momentum and pride to the Indian Chest Society.

Our year began on a difficult note, as Kolkata faced an unfortunate tragedy with the 

demise of a young colleague and huge protests which caused havoc in the city. 

Consequently, NAPCON had to be relocated from Kolkata to Pune. What could have been 

a setback turned into a story of remarkable teamwork. Despite the challenges and short 

notice, the Pune team rose to the occasion with exemplary efficiency and teamwork, 

delivering a memorable conference that upheld the academic standards of ICS. The 

academic quality, participation, and overall execution made it one of the most memorable 

NAPCONs in recent years. The success of NAPCON Pune, both in terms of scientific quality 

and participation from across India, stands as a testament to our collective resilience and 

unity.

Soon after, we experienced another moment of pride - the ERS-ICS Joint Summit, a 

collaborative meeting between the Indian Chest Society and the European Respiratory 

Society. Held across three cities, this academic exchange brought together esteemed 

faculties from India and Europe. The initiative received widespread appreciation and has 

laid the foundation for stronger future collaborations, with plans already underway for a 

similar event in 2026. 

Moreover, the ICS-sponsored ERS membership for our members further strengthens our 

global engagement - a partnership both societies deeply value and intend to build upon. 

ICS took the initiative to sponsor ERS memberships for the members of the Indian Chest 

Society, ensuring that our members stay globally connected. This gesture has 

strengthened the relationship between the two societies and created avenues for 

meaningful academic exchange.
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The Training and Education Initiative, led by Dr. Amita Nene, continued to make 

remarkable progress with a structured series of modular webinars that offered high-

quality, certificate-based learning. These sessions have been well-received by members 

nationwide, showcasing the continued success of our digital education efforts even in the 

post-pandemic era.

Our growing reputation has also been reflected in the number of requests for ICS 

endorsement received from various International Conferences, Institutions, and 

pharmaceutical companies. The Society has been proud to extend its support to 

prestigious events such as the World Bronchiectasis Congress, International Lung Health 

Workshop, and several others. Each endorsement was granted only after careful review of 

the academic content to ensure they were scientific, non-promotional, and credible. 

These collaborations underscore the increasing global recognition of Indian Respiratory 

Medicine through the platform of ICS.

We also continue to support young researchers through International Travel Grants. This 

year, ICS proudly facilitated participation in major meetings such as CHEST, World 

Bronchiectasis Congress, International Lung Health Workshop, and most importantly the 

European Respiratory Society Meeting. The growing number of applicants each year is a 

reflection of our thriving research community.

Among our academic collaborations, the MECOR Programme, spearheaded by Dr. D. J. 

Christopher in association with the American Thoracic Society (ATS), deserves special 

mention. This intensive, week-long research training initiative has been gaining 

momentum, inspiring young investigators across India to enhance their research 

capabilities under expert mentorship.

Our official journal, Lung India, continues to grow in stature and international recognition, 

with an ever-increasing number of global submissions, citations, and readership. It has 

truly evolved into one of Asia's most respected journals in Respiratory Medicine, and we 

aspire to see it reach even greater heights in the coming years.

This year also marked the successful launch of the ICS National Talent Search, held across 

four zones of India, culminating in the grand finale at NAPCON Jaipur 2025. Under the 

coordination of Dr. Vishnu Sharma, this initiative has been instrumental in identifying and 

encouraging young talents in Respiratory Medicine - a step toward the future of our 

discipline.

As we look ahead, I sincerely hope that our research initiatives expand further, promoting 

multi-centre collaborations across government, private, and smaller institutions. The 

goal is to make research inclusive, data-driven, and globally impactful - showcasing the 

true academic strength of Indian Respiratory Medicine.

While we celebrate these successes, we must also acknowledge areas where we need 

progress. A sense of division within the Society still lingers, despite continuous efforts 
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from our side to bring all members together under ONE ICS and hold a single NAPCON, 

complete harmony remains a work in progress. Unity has always been our greatest 

strength, and I remain hopeful that with time, fresh perspectives and renewed 

enthusiasm will restore the spirit of togetherness that defines our fraternity.

As I move on after completing more than a decade’s service to this esteemed Society, I look 

back with immense pride and gratitude. I have seen ICS evolve, adapt, and grow into a 

respected national and international academic organisation. I am confident that under 

the capable leadership of the future Governing Body, ICS will continue to thrive and 

elevate the standards of Respiratory Medicine in India. Our shared dream of mentorship, 

inclusivity, and excellence will continue to drive us forward.

I extend my warm wishes to all our members for a productive and fulfilling year ahead. 

May the coming year bring us more opportunities for collaboration, learning, and 

camaraderie  as we continue to strengthen Respiratory Medicine in India and beyond.

Dr. Raja Dhar

FCCP (USA), CCT (UK), M.Sc. (UK),FRCP (London)

MD (Respiratory Medicine), MBBS (Cal.)

National Secretary, Indian Chest Society

06
Secretariat Address : Dr. Raja Dhar, Secretary, Indian Chest Society, ICS Secretariat Office, IMA Annexe

IMA House, North Ambazari Road, Nagpur-440 010, E-mail : icsofficeexecutive@gmail.com



07

Cover Story



08



09



1 2
Dr. Rajesh Swarnakar , Dr. Raja Dhar
1
Department of Pulmonology, Getwell Hospital and Research Institute, Nagpur, Maharashtra, India

2
Department of Pulmonary, Sleep and Critical Care Medicine, Calcutta Medical Research Institute

  and Hospital, Kolkata, West Bengal, India

10

Recent Updates

Call to action : Addressing asthma diagnosis and
treatment gaps in India

ABSTRACT

KEY WORDS :

INTRODUCTION

Prevalence

In comparison to the worldwide burden of asthma, although India contributes to 13% of the total asthma 

prevalence, it has a threefold higher mortality rate and more than twofold higher DALYs, indicating a 

substantial gap in asthma diagnosis and treatment. Asthma causes significant suffering, affecting people’s 

quality of life and draining the country’s resources; therefore, we must devise ways and means to fill these 

gaps. The most successful and cost-efficient strategy to battle asthma is to form strong partnerships 

between patients, the general public, the government, the pharmaceutical industry and non-governmental 

organisations. This necessitates a comprehensive approach that involves raising awareness, developing 

universally applicable recommendations, increasing access to high-quality asthma care, and other 

measures. The purpose of this article was to review the existing scenario of asthma management in India 

and the factors that contribute to it and devise unique and all-encompassing strategies to fill these gaps.

 Asthma, corticosteroids, inhalation therapy, salbutamol

The global rise in asthma rates can be attributed to the pervasive effects of urbanisation and 
[1]industrialisation, marking a significant health concern on a worldwide scale.  Asthma therapy is generally 

[2]suboptimal, especially in impoverished nations, despite effective drugs.  Poor asthma management causes 
[3,4]morbidity, death and socioeconomic concerns.  Despite 65% of India’s population residing in rural areas, 

only 33% of doctors and nurses serve in these regions, revealing a notable urban-rural healthcare disparity, 

according to the World Bank’s 2021 report. Additionally, most of the health workforce is employed in the 

private sector, with about 60% of inpatient care and 70% of outpatient care in India provided by private 
[5]facilities.

The rural economy holds a substantial share, constituting 46% of the national income, and despite the 

ongoing trend of urbanisation, projections suggest that over half of India’s population will remain rural by 
[6]2050.  In the context of healthcare, the Union Budget 2022-23 reveals that India’s healthcare spending is a 

[7]
mere 3.2% of the GDP.  This financial allocation has significant repercussions on health outcomes, 

particularly in rural areas where healthcare services and resources are already limited. The need for 

increased investment in rural healthcare is evident, given the persistent rural population and the existing 

challenges in delivering adequate healthcare services to these regions. Given this background, we sought to 

identify asthma management gaps and related factors in India and provide solutions.

As per the 2019 Global Burden of Disease report, India's total asthma burden is 34.3 million, which accounts 
[8]

for 13.09% of the global burden.  However, India reports three times higher mortality and more than two 
[8,9]

times higher disability-adjusted life years (DALYs) than the global proportion of asthma burden.  This is 

alarming and could be attributed to late reporting, underdiagnoses, delayed treatment, undertreatment or 
[8]

no treatment.
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Asthma exhibits a higher prevalence in rural areas, emerging as a significant cause of morbidity and 
[10]

mortality in rural India.  This underscores the crucial necessity for targeted healthcare interventions in 
[11]

rural settings. Interestingly, the study by Rashmi et al.  presented a contrasting perspective, revealing 

higher rates of asthma prevalence in urban areas as opposed to rural areas. This observation aligns with 

existing evidence, emphasising the role of urbanisation and increased exposure to biomass fuel smoke as 

environmental risk factors for asthma. These findings highlight the complex interplay of environmental 

factors in shaping asthma prevalence across different geographical settings. 

The pathological process of asthma starts after exposure to a triggering factor, leading to bronchial 
[12,13]

hypersensitivity, inflammation of the airways and excessive mucus production.  Allergens, pollution and 

occupational irritants are common triggers, but they vary by country. 

In India, the AP-AIM study found that dust and air pollution caused asthma in nearly half of the asthmatic 

patients, while seasonal weather changes, gases, odours, chemicals, cigarette smoke, and iced drinks caused 

asthma in 25%. Asthmatics reported few breathing problems from animals (9%) and pollen grains (5%). This 
[14]

differed from what has been published about asthma triggers in Western countries.  Asthma triggers are 

known to vary by region, with allergens, emotional factors (in Australia), and a combination of allergens, 

rhinitis, weather/climate, occupational irritants, air pollutants, tobacco smoke, and respiratory symptoms 
[15]

(in Europe, UK, North America, and South America) being identified as common triggers.

Burning incense in Indian homes and temples can lead to airway dysfunction and worsen respiratory 
[16]

symptoms,  while exposure to tobacco and biomass smoke air pollutants increases the risk of asthma, 
[17,18]particularly in adult Indian women.

Diagnosis of asthma is frequently challenging and prone to misdiagnosis. It primarily relies on the presence 

of typical features, followed by the assessment of lung function.

Laboratory and imaging tests play a minimal role in the diagnosis of asthma.

The terminology used by physicians and patients to describe asthma is intriguing. In a recent study, only 71% 

of clinicians referred to the condition as ‘asthma,’ while 29% used alternative terms. From the patients' 

perspective, only 23% referred to their condition as asthma, with the remainder using terms like ‘shwas’, 
[8]‘dama’, or cold and cough.

Lack of disease terminology knowledge and lost prescriptions during follow-up visits waste consultation 
[19]time and lead to unnecessary investigations which in turn leads to delays in disease diagnosis.

Asthma’s impact extends beyond respiratory limitations, affecting individuals’ self-perception and social 

interactions. The stigma associated with asthma can lead to lower self-esteem, prompting individuals to 
[8]

conceal symptoms and delay reporting.  The stigma not only concerns those diagnosed but also causes 
[20]

worry for patients and parents, complicating disclosure.  Underdiagnosis of asthma can lead to ineffective 

treatment and adverse outcomes, as patients may appear healthy and are less likely to be referred to 
[21]

specialists for confirmation of the diagnosis compared to less common disorders.

Significant portions (20% to 30%) of people living with asthma in India, particularly from low-income 

households, rely on government hospitals for affordable care. Unfortunately, these clinics lack essential 
[22]

asthma diagnosis and treatment equipment.  Many healthcare providers, both in private and government 

sectors, lack the necessary knowledge and skills to diagnose and treat asthma, often resorting to prescribing 

only oral drugs. In a recent study, about 82% of patients with early symptoms and 70% with severe asthma 

Triggers for asthma 

Diagnosis of asthma and the gaps

Diverse nomenclature

Under-reporting and underdiagnosis
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were clinically underdiagnosed in India, which may be attributed to the similarity of symptoms to other 
[8]

conditions, leading to frequent misdiagnosis.

Despite being the gold-standard diagnostic method for asthma, spirometry is under-used throughout our 
[23,24]

country, especially in primary care.  The expense of the spirometer, the patient’s inability to afford the 
[24]

test, and the doctor’s busy schedule are the leading causes of the underuse of spirometry in India.  Salvi et 
[25]

al.  found that spirometry is underutilised in India due to limited access (41.6%) and patient affordability 

issues (36.2%). The misconception that spirometry is a challenging test to conduct and understand is 

another reason clinics do not have a spirometer. 

[24] [26] [27]The studies by Kotwani et al.,  Shahid et al.  and Bhattacharyya et al.  revealed a low utilisation rate 

(ranging from 9.0% to 18%) of spirometers or peak flow meters for asthma diagnosis and management.

[28]Countries address asthma differently based on cultural and educational factors.  In India, frequent asthma 

exacerbations result in functional and emotional challenges, indicating inadequate care and awareness of 
[29]

uncontrolled asthma.  This lack of awareness is sometimes owing to their treating doctors’ belief that 

asthma symptoms are lifelong (’dama dam ke saath hi jaata hai’ - asthma lasts until your last breath). Most 

asthmatics overestimate their control.

[30]
Many Indian asthma patients, concerned about steroids, prefer oral bronchodilators. Sodhi et al.  found 

that tablets, capsules and syrups constituted the favoured mode of drug administration for 59.28% of 

patients, with the inhalational route being the second choice for 36.42% of patients. A study on oral 

medication users revealed that 50% had emergency doctor visits, and 32% faced hospitalisation, indicating 

poor control and a substantial healthcare burden. Despite available inhalers, only 36% of Indian patients use 

them, highlighting deficiencies in asthma management, underdiagnosis and reliance on oral medication, 
[31]

leading to high illness and mortality rates in India.  Furthermore, the use of corticosteroids is associated 

with adverse effects such as weight gain, osteoporosis, immune system suppression and adrenal gland 
[32]

dysfunction.  

Proper asthma education reduces reliance on oral medications, improving long-term control. Individualised 

therapy, with regular check-ups, enhances patient well-being. 

The objective of asthma therapy is to manage the condition effectively, enabling individuals to resume their 

daily activities without hindrance. It is crucial to prevent exacerbations and minimise the side effects 

associated with therapeutic pills. However, the multitude of available asthma combination inhalers and 

treatment options in India may pose a challenge for non-specialists in determining the most appropriate 

prescription. As per the 2023 Global Initiative for Asthma (GINA) guidelines, Track 1 asthma management 

recommends a single inhaler for maintenance and relief treatment (MART), typically containing low-dose 

formoterol and inhaled corticosteroids like budesonide. The MART approach, in contrast to short-acting 

beta-agonist (SABA) relievers, minimises severe exacerbation risks, offering a unified prescription for 

symptom relief and maintenance therapy to help control the inflammation. This simplifies treatment and 

allows flexibility for necessary therapy adjustments without changing medication or inhaler devices; MART 

with inhaled corticosteroids (ICS)-formoterol is indicated for stages 3-5 and in children aged 6-11 in steps 3-
[33,34]

4.

The GINA Track 1 strategy tailors phases based on asthma severity. In stages 1-2, low-dose ICS-formoterol is 

recommended as anti-inflammatory reliever for symptom relief without ongoing maintenance. This 

approach, in contrast to SABA alone or daily ICS with as-needed SABA, markedly reduces severe 
[33]

exacerbations and emergency visits/hospitalisations.

Under usage of spirometers and peak flow meters

Management of asthma and its gaps



13

Overuse of SABAs in India is due to their over the counter (OTC) availability, as b2-agonists are the most 
[35,36]

commonly prescribed asthmatic drug (100%),  with high usage rates in urban and rural settings, including 
[37,38] [22]

paediatric patients. Overuse increases aggravation and death.  Salvi et al.,  showed that India sells less 

than 10% of the ICS needed for its estimated 34.2 million asthma patients, creating a treatment gap that may 

contribute to high asthma death rates. WHO considers ICS necessary. Unfortunately, many Indian tertiary 

care teaching institutions do not include these in their formularies, underscoring the urgent need to address 
[39,40]

this issue.  

When Track 1 is not feasible, or a patient has been stable, adherent and without exacerbations, GINA Track 2 

suggests using a SABA and low-dose ICS together in Step 1. A SABA or ICS-SABA reliever is recommended in 

steps 2-5. Before opting for a SABA reliever, assess the patient’s adherence to ICS-containing medications, as 
[33]

poor adherence increases the risk of exacerbations.

Combining ICS / formoterol in a single inhaler for on-demand usage has been shown to effectively reduce 
[41]SABA overuse.  Clinicians are advised to instruct patients on the importance of avoiding self-medication 

and transitioning to an as-needed approach to minimise potential hazards. Furthermore, initiating newly 
[42]diagnosed patients on Track 1 is recommended.

To treat severe asthma (that is refractory to the standard therapeutic toolset), it is necessary to explore 

advanced approaches such as biologics. Omalizumab, benralizumab and mepolizumab are the biologics 

available within India’s public healthcare system through initiatives like the Central Government Health 

Scheme, Railways and Army Medical Services. While these medications are also available in limited private 

healthcare markets, it is essential to note that they may be associated with high costs and may not be 
[43]affordable to most patients.  

Increasing insurance coverage for biologic medicines can make it easier for more people to get them without 

paying full price, negotiating lower drug prices with pharmaceutical companies, encouraging biosimilar 

development and funding research into more affordable options. 

Managing asthma in India also presents a significant challenge due to notably lower lung function values 

among Indians. Indians have the lowest “normal” lung function globally, with levels approximately 30% 
[44]lower than Caucasians.  This is likely attributed to poor air quality, inadequate childhood nutrition, 

unhealthy lifestyles, urbanisation, industrialisation and lower socioeconomic status. A study indicates 

higher daily smoking rates in asthmatic teenagers compared to non-asthmatic peers, highlighting a link 
[45,46]between adolescent smoking and an increased risk of new-onset asthma.  These findings emphasise the 

interconnected nature of respiratory health, lifestyle choices and environmental factors and the importance 

of addressing these issues within the Indian population.

Successful asthma treatment relies on inhalation therapy, which aims to deliver a greater drug concentration 
[47]to the airways more efficiently and minimise systemic side effects.  Despite proven efficacy, 

misconceptions persist in India, associating “steroids” and “inhalers” with negative outcomes, leading to 
[48]concerns about addiction and limited use for severe cases.  Cultural barriers, especially for women, hinder 

[49]
inhaler acceptance, contributing to varied asthma control levels among men and women.  Dispelling 

stigma and myths associated with inhalers is crucial, which is achievable through comprehensive education 

initiatives debunking myths around ‘steroids’ and ‘inhaler’. Addressing gender biases and societal norms is 

essential to reduce discrepancies in asthma control. To overcome these barriers and ensure optimal care for 

individuals with asthma, it is essential to promote accurate information, encourage open communication 

and create a supportive and understanding environment. Through these measures, we can foster a shift in 

societal attitudes, ultimately improving the overall management of asthma in the community.

Stigma, taboos, myths and underuse of inhalers
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Errors in using the inhalational device

Non-adherence

Lack of knowledge and healthcare delivery issues

The practice of alternative and native therapies for asthma

ASTHMA MEDICATIONS IN INDIA : AVAILABILITY, AFFORDABILITY AND THE PARADOX 

[50]
Incorrect inhaler use by asthmatics has been linked to poor outcomes. Dalal et al.  found that 64.6% of 

asthma patients had faulty inhaler techniques, and 40.7% of those with poor clinical control had partly or 

uncontrolled asthma.

[51]Mullerpattan et al.  assessed inhaler techniques in Indian patients, doctors and nurses, revealing mean 

scores of 4.65 for patients, 6.35 for doctors, and 4.70 for nurses. Although doctors scored higher, patients 
[52]and nurses may benefit from additional training. Kshatriya et al.  found that interns had difficulties 

identifying and using various inhalers. Improving healthcare provider education would help enhance inhaler 

technique, compliance and asthma management, leading to better symptom control and cost savings.

Non-adherence to asthma medication, including poor inhaler usage and technique, is a significant problem 
[53]affecting asthma management.

[54]
In India, adherence to inhalers is an issue, with studies reporting non-adherence as high as 75.3%.  This 

may be attributed to various factors, including the use of controller medications, viz. ICS only during 

symptoms rescue medication stemming from inappropriate prescribing practices, complex and time-

consuming regimens, insufficient training in inhalation techniques, and the stigma or taboo associated with 
[54]

using inhalers.

In India, with an estimated 34 million asthma patients, it is crucial to ensure that general practitioners have 

sufficient training to diagnose and treat this respiratory condition. Unlike high-income countries where 

primary care settings manage a significant proportion of asthma cases, the substantial burden in India 

emphasises the need for well-equipped primary care physicians. A physician’s understanding of disease 

management and clinical practices significantly influences their ability to provide high-quality treatment, 
[55,56]

leading to effective asthma control and improved patient quality of life.

Most medical students in India need more instruction in diagnosing and treating asthma. This may be due to 
[22]

little emphasis on teaching this skill in the undergraduate curriculum.

“Fish medicine” and natural remedies have been commonly used for asthma management in India for over 
[57]

159 years.  Alternative medicine practitioners often warn against steroids and inhalers, quoting addiction 
[22]and adverse effects.  However, collaboration, modern therapy and education can enhance asthma control 

and raise awareness among Indian patients and healthcare providers. 

[58]
Clinical guidelines advocate treating asthma with inhaled respiratory medicines.  India has more medicine 

combinations than many other countries, allowing doctors to tailor asthma treatment to different age 

groups and severity levels. While the country offers biologics for severe asthma, there is a shortage of newer 

options. Importantly, these disparities may not significantly impact the treatment outcomes for the majority 

of asthma patients. 

The World Health Organization created the list of essential medications to assist nations in selecting drugs 
[40]

that enhance health and are less expensive.  Despite the endorsement of a limited range of respiratory 

medications in national essential medicines lists, their actual availability in low-and middle-income 

countries is often significantly limited, with only 30.1% and 43.1% accessibility in commercial and public 
[59]

sector medications for asthma management, respectively.
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In five Indian states, Dr. Kotwani found that important asthma inhalation drugs were unavailable or 
[60]

expensive in the public sector, which serves low-income people.  Another study found that Delhi 
[61]

government hospitals lacked asthma inhalers.

While some patients in India may struggle to buy asthma medicine, it is important to note that asthma 

treatments are affordable. Pressurised metered dose inhaler (PMDIs), unit-dose dry powder inhalers (DPIs), 

multi-dose DPIs and breath-actuated inhalers are available in the country. Despite their availability, few 

patients are prescribed these inhalers.

Beclometasone-formoterol, a typical asthma drug, costs 692 rupees (8.3_$) for 120 tablets at the normal 

dosage of two puffs twice a day, which is comparable to a cup of tea. Essential asthma medications are on the 

National List of Essential Medicines, and the government limits their prices.

The major asthma paradox in India is that asthma drugs are economical and widely available yet not 

commonly prescribed. Understanding the causes of this phenomenon is essential for improving asthma 

management and patient access to suitable medicines nationwide. This inequality and asthma care in India 

requires more research and interventions. 

ASTHMA COMORBIDITIES 

Comorbidities typically accompany asthma and have been linked to poor disease control, increased 

healthcare usage, poor treatment adherence, poor quality of life and higher mortality rates, especially in 
[62-64]

geriatrics.  A meta-analysis of 11 studies of asthmatic patients from different countries found that 

cardiovascular/cerebrovascular diseases, obesity, hypertension, diabetes, psychiatric and neurological 
[62]comorbidities, gut and urinary conditions, cancer and respiratory problems are commonly associated.

In an Indian study of 90 asthmatics, sinusitis was the most common comorbidity, followed by obesity, GERD, 

psychiatric problems, vocal cord dysfunction, OSA, bronchiectasis and atopic and recurring respiratory 
[66]infections.  In a study of 95 children, allergic rhinitis was most common, followed by psychological 

[66]disturbance, snoring, GERD, atopic dermatitis and sinusitis.

Identifying comorbidities and important knowledge gaps can affect asthma control, symptom persistence, 

and the natural history of the illness.

The Union Ministry of Health released the first Medical Officers Manual for Prevention and Management of 

Chronic Obstructive Pulmonary Disease and Asthma under the National Programme for Prevention and 
[67]Control of Cancer, Diabetes, Cardiovascular Diseases and Stroke (NPCDCS) on World COPD Day 2021.

The Union Ministry’s flagship programme is the National Programme for Prevention and Control of Non-

Communicable Diseases, established on May 3, 2023. Previous names were NPCDCS, the National 

Programme for Prevention and Control of Cancer, Diabetes, Cardiovascular Diseases and Stroke. Due to the 

addition of new ailments, disease groups or initiatives, such as one for COPD and asthma, the programme 

name has been modified to NP - Non communicable diseases (NCD) and is a flagship programme of the 
[68]Indian government across Ministries.

States have been instructed to ensure all districts deliver COPD and asthma care by December 2025 and 

enable the same on May 17. The National Programme for Prevention and Control of Non-Communicable 

Diseases (2023-30) updated operating instructions. COPD and asthma are included for the first time in this 

operational guideline. This would teach 40000 Primary Health Care Medical Officers on Standard Treatment 

Workflow for NCDs including asthma to bring healthcare closer to the community through the Shashakt 
[69]Portal.  The government is committed to addressing NCDs through resource allocation, capacity building, 

mobilisation and multi-sectoral collaboration.

Renewed government focus on asthma and other chronic respiratory diseases 
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Table 1 : Asthma in India : Challenges and Solutions

Category Challenges Solutions

Physician Level Inadequate knowledge of the terms, phenotypes, Programmes to increase awareness of and educate about
[8,62]aetiology and comorbidities related to asthma.  asthma, including those that highlight the advantages of

[70]peak flow meters, spirometry and lung function testing.

Excessive use of reliever inhalers and the need for Approaches for promoting proper prescribing based on
[35,36]more efficient prescription practices. standard guidelines patterns and preventing excessive use

[71]of reliever inhalers.

Lack of training on obstructive airway diseases in Including obstructive airway disease education in updates
[51,52]primary healthcare centres. to primary healthcare facilities and providing clinicians with

information on early diagnosis, prevention and
[72]management.

Outdated methods of managing asthma using oral/ Adopting innovative ways of managing asthma, including

inhaled bronchodilators.[35,36] MART single-inhaler therapies and adding them to the
[73]government formulary.

Limited accessibility to diagnostic equipment and Enhancing the accessibility of diagnostic tools and offering
[25] [74]lack of training. thorough skill training.

Patient Level Inadequate health education regarding management Enhancing the health education programmes for promotion

of asthma, using inhalers and adhering to treatment of effective inhaler use, medication adherence and efficient
[24] [75]regimens for disadvantaged individuals.  asthma management knowledge.

Population Disparities in socioeconomic status between those Broad-based service improvement to alleviate
[11]Level who use health services associated with asthma.  socioeconomic disparities in access to healthcare services

[76]For people with asthma.

Inadequate access to and affordability of diagnostic Local production of cost-effective, top-notch generic drugs,
[24]testing and treatments for asthma.  enhanced supply chains and equitable subsidies for

[77]healthcare budgets.

Access to diagnostic resources and a need for Increasing access to diagnostic technologies and funding for

more emphasis on chronic respiratory disorders in doctor training in respiratory medicine to help in the early
[8,24,25] [78]medical education. diagnosis and treatment of respiratory disorders.

Policy Makers The requirement for healthcare policies with an The development of healthcare policies by individual
[79] Level emphasis on treating asthma. governments to give modern asthma medications more

[80]Attention and to prioritise treating asthma.
[60,61]Insufficient access to inhalers at public hospitals.  Increasing the supply of inhalers in all public hospitals

nationwide ensures that asthma patients receive prompt
[81]and effective care.

Lack of access to affordable diagnostic equipment Enhancing the accessibility of inexpensive diagnostic tools
[60,61] [82]and lack of training. and offering thorough skill training.

Limited funding and resources to carry out asthma Seeking grants, partnerships, and donations to support the
[70] [83]education and awareness programmes. organisation's initiatives and activities.

Coordination and collaboration challenges with Establishing strong partnerships with healthcare providers,
[84]other stakeholders in the healthcare system. government agencies and other NGOs to streamline efforts

[85]and share resources.

Reaching remote or marginalised communities with Developing innovative outreach programmes and mobile
[84]limited access to healthcare services. clinics to bring asthma education and treatment closer to

[86]underserved areas.

NGOs and Measuring the impact and effectiveness of asthma Implementing data collection and evaluation systems to
[87]Professional management programmes. assess the outcomes of their interventions and identify

[88]Associations areas for improvement.

Level
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Table 1 Summary - Asthma management challenges and solutions in India for medical practitioners and 

policymakers. 

To improve asthma management in India, it is necessary to increase awareness, enhance access to lung 

function evaluation, address socioeconomic disparities, promote appropriate prescription practices, 

provide adequate health education, improve the availability and affordability of medications and diagnostic 

tests, learn from successful programmes, develop targeted healthcare policies, invest in respiratory 

medicine training and prioritise asthma in primary healthcare education and public hospitals. 
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Reinstatement of Respiratory Medicine
Department in MBBS 

“A specialty that saves lives cannot be erased by silence.”

Dr. Rajesh Swarnakar
Treasurer
Indian Chest Society

The recent marginalisation of Respiratory Medicine from the undergraduate framework is not a 

curricular adjustment - it is a direct blow to the visibility, dignity and essentiality of one of India's 

most clinically crucial medical specialties. Respiratory Medicine carries the burden of the country's 

most widespread diseases - TB, COPD, pneumonia, asthma, occupational lung disease, post-COVID 

sequelae, sleep disordered breathing - yet it is the very specialty pushed into the background in the 

name of “integration.” What has happened is not integration - it is erasure disguised as reform.

Respiratory Medicine is not a theoretical domain; it is frontline medicine. It is the specialty that 

holds the patient when oxygen saturation is dropping, when ARDS is worsening, when a wheezing 

child is gasping, when a post-TB lung is failing, when ventilatory support becomes the line between 

survival and collapse. Without structured exposure to Respiratory Medicine, no MBBS graduate can 

claim clinical readiness in a country where lung disease is the most common cause of admissions 

after fever.

PMR and Emergency Medicine, too, have been sidelined in the same sweep - but Respiratory 

Medicine carries an even heavier public health responsibility. When a specialty that anchors the 

nation's TB elimination programme and critical respiratory care is pushed into invisibility, it is not a 

curriculum change - it is an undermining of national health priorities. If Respiratory Medicine is 

weakened at the foundational level of MBBS training, the system weakens from its roots.

The manner of exclusion is as concerning as the exclusion itself.

No consultation with subject experts.

No dialogue with teaching faculty.

No justification based on disease burden.

No educational rationale linked to competencies.

No public health reasoning.

It was done quietly, without transparency, and without the participation of the very specialists who 

shoulder the responsibility of respiratory care in India.

When a specialty is removed without consultation, recognition is not the only thing lost - 

accountability, mentorship, structured skill-building, and academic identity are also lost. Without 

explicit departmental presence, competencies are assumed rather than nurtured. Assessment 

becomes superficial. Expertise becomes invisible. The next generation enters practice with 

dilution, not depth.
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This is not an academic inconvenience - this is an institutional displacement of a specialty that is 

central to clinical outcomes. It weakens the pipeline of future specialists and reduces respiratory 

care to a footnote instead of a foundation.

And yet - this issue is not only about injustice. It is about what must follow next.

This is the moment where silence becomes complicity. If we remain passive, the erasure becomes 

precedent. If we stand up collectively, restoration becomes inevitable.

The strength of Respiratory Medicine has never been in paperwork - it has always been in patient 

bedsides, oxygen bays, bronchoscopy suites, HDUs, NIV units, community TB clinics, and critical 

procedures that change prognosis in minutes. The heartbeat of this specialty is clinical reality, not 

administrative classification.

But clinical necessity must now translate into collective voice.

We must stand together - not as isolated colleges, or as individual faculty members  but as a united 

fraternity. The message must be clear: Respiratory Medicine is indispensable to medical training 

and cannot be relegated to anonymity by administrative drafting.

The Fight Ahead :

The Indian Chest Society, led by Dr. Sundeep Salvi and Dr. Raja Dhar, filed a case in the High Court, 

which I represented as Dr. Rajesh Swarnakar, and we recently provided our final response. We are 

very hopeful that the concerned jury will hear us well and find a solution to this predicament. I am 

grateful to Prof. Radha Munje, Prof. Dr. Gyan Mishra, Assistant Prof. Dr. P. Rajaraman, Dr. Neel 

Thakkar, Dr. Amita Nene, and many others for their contributions to the cause.

Our unity must express itself on multiple fronts :

= Academic solidarity between departments across states and institutions

= Collective professional positioning that Respiratory Medicine must be visible at the MBBS level

= National-level presence through conferences, scientific fora, and academic bodies

= Faculty-driven consensus building

= Unified messaging that this is not opposition - this is reclamation

We are not fighting for privilege.

We are not demanding favour.

We are defending rightful academic identity.

When three frontline specialties - Respiratory Medicine, PMR and Emergency Medicine - are 

simultaneously marginalised from undergraduate training, it signals a worrying pattern : that what 

is most clinically relevant can be made institutionally invisible.

That is why this moment demands unity more than grievance. The response must be strategic, 

organised, and unshakeable. We are not asking to be heard - we are ensuring that we cannot be 

sidelined again.
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The reinstatement of Respiratory Medicine is not a request for inclusion.

It is a restoration of rightful presence.

It is a correction of course.

It is a reaffirmation that training must follow disease burden, not paperwork convenience.

India needs doctors who can ventilate, oxygenate, intubate, decompress, stabilise, and rescue 

lungs from the brink. Such competence cannot come from silence.

We stand together - as a fraternity with purpose, dignity and resolve.

We are not here to protest.

We are here to reclaim.

This is not the end of a specialty.

This is the beginning of its collective awakening.



37

ICS Endorsements
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Sr. Webinar Topic Date YouTube Links

No.

1 Novel Strategies to improve 6th December 2023

ARDS Survival

2 Targetting the unknown Enemy, 13th December 2023 https://youtu.be/R4bZzj_7RxA

Newer Antibiotics & Multiplex

PCRR

3 Hypersensitivity Pneumonitis 27th December 2023 https://youtu.be/IrLMW50FfCI

4 Mechanical Ventilation 10th January 2024 https://youtu.be/7fydYzxW9Mw

- Tips and Tricks

5 ABPA - State of the Art 17th January 2024 https://youtu.be/N3Ma5llYTpE

6 MTS-ICS Asthma 20th January 2024

7 Mechanical Ventilation 24th January 2024 https://youtu.be/maFM9ZJJzkQ

- Ventilatory Graphs and

Troubleshooting

8 Sarcoidosis - The Great Mimic 31st January 2024 https://youtu.be/_tlxzbok-9M

9 Pulmonary Embolism 7th February 2024 https://youtu.be/_pF6dfeEJiw

- The Silent Killer

10 Masterclass on Lung 14th February 2024 https://youtu.be/1jYissi3VxI

Oscillometry

11 Idiopathic Pulmonary Fibrosis 21st February 2024 https://youtu.be/ql-StO5_RFM

12 Ventilator Weaning 28th February 2024 https://youtu.be/7UNjOyKLX90

13 TOPD - the Unknown Enemy 13th March 2024 https://youtu.be/UxckTDB5g1k

14 Expanding Diagnostic horizons 20th March 2024 https://youtu.be/g76aDFqPmwQ

in TB and viral infections

15 TB Diagnostics - State of the Art 22nd March 2024 https://youtu.be/78naE6p00_4

16 Tracheostomy - Improving the 27th March 2024 https://youtu.be/EWUWtA6oIOk

Outcomes

17 Imaging in Airways - All that 29th March 2024 https://youtu.be/fnnfeSVwy8E

you need to know

18 NSIP & OP - The Best Approach 03rd April 2024 https://youtu.be/M0MNrtPhNlg

19 Non-invasive Ventilation 10th April 2024 https://youtu.be/i-Fz0vngS9k

- Tips & Tricks

20 Bronchiectasis - No Longer 17th April 2024 https://youtu.be/1cArdtCdn4g

an Orphan Disease

21 MGIT-DST TB Guardianship 24th April 2024 https://youtu.be/Fylb-xhLsQM

Certification Program

ICS Webinars
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22 CTD-ILD All that you need to 8th May 2024 https://youtu.be/L1GkvSyrNms

know

23 Difficult to treat Asthma 15th May 2024 https://youtu.be/rQ6qND164yo

- The Best Approach

24 TB Guardianship Certification 5th June 2024 https://youtu.be/oK9AfQGhEmY

Program - Navigating

Complexity : Special Cases in

TB Diagnosis and Management

25 Occupational ILD & Drug 12th June 2024 https://youtu.be/_xyPg5Ej-cM

Induced ILD - The Best Approach

26 True Severe Asthma - Diagnosis 19th June 2024 https://youtu.be/79o71fLRtpk

and Treatment Options

27 Thoracic Ultrasound 26th June 2024 https://youtu.be/HfuFNxEYolQ

Masterclass

28 Tech it Easy - Digital innovations 03rd July 2024 https://youtu.be/gOCBMHFl8Fc

in Lung Health Management

29 Oxygen Therapy - From A to Z 10th July 2024 https://youtu.be/zlxfP3ztj2c

30 COPD Management in 2024 17th July 2024 https://youtu.be/X9K_x39bxIA

- State of the Art

31 Progressive Pulmonary Fibrosis 24th July 2024 https://youtu.be/1NoFPfUkxag

- The Best Approach

32 Ventilator Associated 31st July 2024 https://youtu.be/521P3t7f5Eg

Pneumonia - Improving the

Outcomes

33 Asthma COPD Overlap 14th August 2024 https://youtu.be/EB--w2ORPFs

- All That You Need To Know

34 Shingles Prevention in 21st August 2024 https://youtu.be/aujT4NKmUNI

COPD & Asthma

35 AIP, LIP, DIP, RD-ILD & PPFE 28th August 2024 https://youtu.be/uhIxPSSPpK0

from A to Z

36 Newer Concepts in COPD 03rd September 2024 https://youtu.be/7oBUKw04v-U

Management

37 Phenotyping Bronchiectasis

- Revolutionizing Management 18th September 2024 https://youtu.be/XFTLdOQ1Id4

38 Cystic ILDs: The Best Approach 25th September 2024 https://youtu.be/KjbS8ZGRgYs

39 Viral Pneumonias and 09th October 2024 https://youtu.be/ZDTSSFzXGQc

Complications

40 COPD and the Heart 16th October 2024 https://youtu.be/wlvHTxihccY

- the Notorious Nexus
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41 Lung Transplant - All That You 27th November 2024 https://youtu.be/ZDMzfb7qXqc

Need To Know

42 COPD GOLD 2025 - What You 4th December 2024 https://youtu.be/kSLhv5zPPfM

Need To Know

43 Fungal Infections in ICU 11th December 2024 https://youtu.be/yGUdDGPd7Ko

44 Single Inhaler Triple Therapy 18th December 2024 https://youtu.be/lkN8EWmC_PM

: The Best Way Forward

45 Approach to a patient with ILD 26th February 2025 https://youtu.be/lHNkOKpDhnc

46 ARDS in 2025 - What is New 12th March 2025 https://youtu.be/am3udyln8B0

47 RA ILD - From A-Z 19th March 2025 https://youtu.be/34-rwYhpwVs

48 Progressive Pulmonary Fibrosis 26th March 2025 https://youtu.be/rldqVYxw9ys

- The Best Approach

49 Management of DRTB 28th March 2025 https://youtu.be/feRRKJM2LXk

50 ABPA - From A-Z 14th May 2025 https://youtu.be/Ttc80NKk8So

51 ICS Sleep Certification Course : 21st May 2025 https://youtu.be/_LRMqVV2xOg

Module 1-Sleep Physiology and

Approach to Sleep Disordered

Breathing

52 ICS Sleep Certification Course : 28th May 2025 https://youtu.be/nlVVLJPo15s

Module 2-Clinical Features and

Systemic Manifestations of OSA

53 Smoking, Vaping and the Lungs 4th June 2025 https://youtu.be/v4m1CqZdD94

54 ICS Sleep Certification Course : 11th June 2025 https://youtu.be/BrY_nOgmMAA

Module 3-OSA Diagnosis -

Questionnaires, Sleep Studies

and Beyond

55 Pulmonology Forum - 1 15th June 2025

56 ICS Sleep Certification Course : 18th June 2025 https://youtu.be/Hta0LF0x5-Y

Module 4-Management of OSA

with PAP and non-PAP Therapy

57 ICS Sleep Certification Course : 2nd July 2025 https://youtu.be/gethoB70t4Y

 Module 5-UARS, CSA, OHS -

From A to Z

58 ICS Sleep Certification Course : 9th July 2025 https://youtu.be/Amg8pxjRg3M

Module 6-Hypersomnia and

EDS-Approach and Management

59 Pulmonology Forum 16th July 2025

60 ICS Sleep Certification Course : 23rd July 2025 https://youtu.be/t9DjwyWdB7E

Module 7-Parasomnia The

Fascinating world of Sleep
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61 ICS Sleep Certification Course : 30th July 2025 https://youtu.be/d0wohcox2Ew

Module 8-RLS and PLMS -

From A to Z

62 ICS Sleep Certification Course : 13th August 2025 https://youtu.be/ElDsnA7sCvg

Module 9-Impact of Sleep

Disorder on Respiratory &

Pediatric Diseases

63 ICS Sleep Certification Course : 20th August 2025 https://youtu.be/h-UxvgVcp4I

Module 10-PAP Devices, OSA

Patient Follow-up, Sleep Lab

Setup

64 Progressive Pulmonary Fibrosis - 3rd September 2025 https://youtu.be/XRDISq7RO08

The Best Approach

65 Pulmonology Forum 24th September 2025

66 Pulmonology Forum 11th October 2025

67 Biologics in Asthma - The Real 15th October 2025 https://youtu.be/MRXdIrwCPKk

Game Changer
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ICS Travel Grants Calender

Sr. Type of No. of Amounts Last date for Results on Documents Required
No. Conference Grants Sanctioned  Receiving or Before

Applications
(Every Year) (Every Year)

1 ATS USA TWO Rs. 1,00,000/- 15th FEB 28th FEB Before -
1. Acceptance Certificate from ATS
2. Resume
3. Covering letter signed by the HOD
4. Age Proof

After -
1. Certificate of Attendance
2. Poster/Paper Presentation Letter

from ATS
3. Receipt of travel tickets

2 ERS SEVEN Rs. 75,000/- 15th JUNE 30th JUNE Before -
EUROPE 1. ERS Application

2. Application forwarded by HOD
3. Resume
4. Selection Letter from ERS
5. Age Proof

After -
1. Certificate of Attendance
2. Poster/Paper Presentation Letter

from ERS EUROPE
3. Receipt of travel tickets

3 CHEST TWO Rs. 1,00,000/- 30th JUNE 15th JULY Before -
ACCP USA 1. CHEST ACCP Application

2. Application forwarded by HOD
3. Resume
4. Selection Letter from ACCP
5. Age Proof

After -
1. Certificate of Attendance
2. Poster/Paper Presentation Letter

from CHEST ACCP USA
3. Receipt of travel tickets

4 Internation TWO Rs. 75,000/- 15th 15th Before -
-al November December 1. IWLH Application
Workshop 2. Application forwarded by HOD
on Lung 3. Resume
Health 4. Selection Letter from IWLH

5. Age Proof

After -
1. Certificate of Attendance
2. Poster/Paper Presentation Letter

from IWLH
3. Receipt of travel tickets

*Please note that dates of submitting applications may vary due to unprecedented times.
*Keep in touch with us at icsofficeexecutive@gmail.com.
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ICS Social Media

Posts : 420

Followers : 1080

Following : 21

Posts : 374

Followers : 3.3K

Likes : 2.8K

Posts : 374

Followers : 657

Following : 105
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1. Dual Membership of Indian Chest Society (ICS) and European Respiratory 

Society (ERS).

2. Access to online content on ERS website like Journals, Monographs, Breath 

Magazine, etc.

3. Receive lifelong printed copies of Lung India (An Indexed Publication) - six times 

a year.

4. Receive lifelong printed copies of Respire, the ICS Newsletter, three times a year.

5. A chance to get various ICS Travel Grants (ACCP, ERS, ATS), Short Term 

Fellowships and training, research Fellowships.

6. Discounted ICS Membership rates for CME / Conferences.

7. Discounted ICS Membership rates for ERS Conference.

8. Opportunity to participate in ICS research activities / Indian Registries for 

respiratory diseases and contribute to building robust data for the nation.

9. Participate in the ICS Kothari Young Researcher (PG) Award Session at NAPCON 

every year.

10. Can apply for the FIC - Fellowship of Indian Chest Society Awarded at Annual 

Conference.

11. Take part in the ICS Leadership Election conducted via e-voting.

12. Apply for various Awards, Fellowships, Orations given by the ICS at NAPCON.

13. Avail reduced registration fee for members at Annual ICS Conference.

14. Participate in the Annual General body and be a part of the decision making 

process of ICS.

15. Become a part of the electoral process of ICS e-voting rights to all life members.

16. Opportunity to become an office bearer of this prestigious society.

17. Enhancing knowledge by attending workshops and events under the ICS Banner

Indian Chest Society Membership Benefits

Like and follow us on
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18. Association / Networking with Top Notch Doctors and Academicians in the field 

of Respiratory Industry.

19. Avail exclusive deals for ICS Members for International Conferences & other 

Medical Events.

20. ICS has exclusive tie up with Lung Health Organisation for travel grants, Rising 

Star programme and discount for their Lung Health Workshops.

21. Avail ICS-ERS Clinical and Research Fellowship ranging from 1-6 months.

22. Benefit of Short Term Fellowship in various Centre of Excellence within India in 

Interventional Pulmonology, Critical Care, Sleep Medicine, etc.

23. Ever increasing tie up with international societies with ACCP BTS on the anvil.

You can become our member online by going to 

filling in your details and making an online payment. It’s hassle free and gets completed

in less than 5 mins. Go green and become an ICS member online today !!!

www.myicsorg.net

1. Promoting research and academic activities.

2. Organising periodic academic meetings and conferences at international, 

national, zonal and local level and to bring together periodically, the medical 

fraternity interested in Respiratory Medicine, at a common meeting point.

3. Organising periodic patient awareness and educational programmes to 

promote understanding about the important respiratory diseases.

4. To assist in creating technical manpower required to handle various diagnostic 

and therapeutic equipments related to Respiratory Medicine.

5. To assist in creating trained medical manpower required to handle various 

patient related activities.

ICS Goals and Objectives

Like and follow us on
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ICS National Leadership (2024-25)

Dr. Sudarsan Pothal
Chairperson, East Zone
pothal2002@yahoo.co.in

Dr. Radha Munje
Chairperson, West Zone
radhamunje@yahoo.com

Dr. G. C. Khilnani
Chairperson, North Zone

gckhil@gmail.com

Dr. Amita Nene
Governing Body Member

and TEI Chair
amitadoshi@hotmail.com

Dr. Anant Mohan
Member

anantmohan@yahoo.com

Dr. Nitin Abhyankar
Member

nitimadh@gmail.com

Dr. Shivani Swami
Member

drshivaniswami@gmail.com

Dr. Nitin Jain
Member

jainndr@yahoo.in

Dr. Paramez A. R.
Member

drparamez@yahoo.co.in

Dr. Parvaiz Koul
Editor

Lung India
parvaizk@gmail.com

Dr. D. J. Christopher
Chairperson

Research Committee
djchris@cmcvellore.ac.in

Dr. A. G. Ghoshal
Chairperson

Awards Committee
agghosal@yahoo.com

Dr. J. K. Samaria
President

samariajk@gmail.com

Dr. Rajesh Swarnakar
Treasurer

drrajeshswarnakar@gmail.com

Dr. Raja Dhar
Secretary

docaardee@yahoo.com

Official Quarterly Communication from the Indian Chest Society
Please visit our website www.myicsorg.net

Dr. Rakesh K. Chawla
President Elect

rakeshchawla8888@gmail.com

Dr. Ravindran C.
Vice President

crcalicut@gmail.com

Dr. Sundeep Salvi
Immediate Past President

sundeepsalvi@gmail.com
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RESPIRE QUIZ
(September - December 2025)

Read this CT picture and answer the following -

Q1. Name this CT sign

Q2. Spot the diagnosis.

Q3. What is the principal therapeutic approach for this condition?

Q4. Name the most effective combination of drugs for this condition.

Please send correct answers to Dr. Neeraj Gupta

at E-mail : drneerajajmer@yahoo.com and cc to icsofficeexecutive@gmail.com
First three correct winners stand a chance to feature in the next issue of Respire Quiz Section
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A New Chapter Begins : Handing Over the Baton
A heartfelt Note from the Outgoing Secretary & Treasurer

After more than a decade, of being part of the 

Governing Body of the Indian Chest Society - as 

Secretary and Treasurer - it’s time for us to step aside 

and pass the baton. As we do, our hearts are full: of pride 

in what we’ve built together, of deep gratitude for the 

friendships and memories made, and yes, of a touch of 

sadness that this incredible chapter is coming to a close.

When we first joined the Governing Body, the ICS was 

already a respected society - but we could see the 

untapped potential waiting to unfold. Those early days 

were filled with excitement and energy. Together, we 

reimagined what the ICS could be: a society with a 

modern, vibrant face and a confident global voice. We 

designed a new logo, launched a dynamic website, and 

stepped into the digital world with social media - making 

Indian pulmonology visible and heard far and wide.

We also dreamt bigger - beyond our borders. We introduced international grants to help our 

young colleagues travel, learn, and bring back new perspectives to India. We made it possible 

for Indian pulmonologists to take the 

prestigious European HERMES exam right 

here at home. These weren’t just projects; 

they were statements of intent - proof that 

the ICS was stepping onto the world stage 

with confidence and credibility.

Of course, every journey has its challenges. 

We still remember the time when very few 

were willing to take up leadership roles, and 

how we took it upon ourselves to strengthen 

the society - both academically and 

financially. Those were demanding years, but 

also incredibly rewarding ones.

The recent times, though, have tested us all. 

The events surrounding the 2022 election 

were painful to witness and, in many ways, 

heartbreaking. It’s deeply distressing to see 

our society - built on knowledge, friendship, 
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and shared purpose - caught in conflict and courtrooms. But we remain hopeful. We believe 

that integrity, fairness, and the collective wisdom of our members will guide the ICS back to 

calm waters.

As we hand over our roles, this isn’t agoodbye. The ICS is, and always will be, part of who we are. 

We stand beside the new Governing Body in spirit - ready to help, cheer, and support in any way 

we can. We see in them a team full of talent, commitment, and fresh energy. We’re confident 

they will heal, rebuild, and lead the society to even greater heights.

The ICS has always been more than any one person - it’s a shared dream, a collective mission to 

advance lung health in India. That mission continues.

With full hearts and hopeful smiles,

We step aside - but never away.

Dr. Raja Dhar

Dr. Rajesh Swarnakar

Outgoing Secretary and Treasurer ICS
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