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Serum lipids and 
diabetic retinopathy
Sir,
I read the article entitled “Serum lipids and diabetic 
retinopathy: A cross-sectional study” by Idiculla et al.,[1] 
published in IJEM. The authors demonstrate in a 
hospital-based study from Bangalore that elevated serum 
lipids are associated with retinal hard exudates formation 
in type 2 diabetic patients. I was surprised that the authors 
have not done a literature search to see whether similar 
studies have been done in India. Almost 30 years ago, 
i.e., in 1984, our group reported for the fi rst time from 
India (and indeed it was also one of  the fi rst reports in 
the world) that increased LDL cholesterol was associated 
with maculopathy in type 2 diabetic patients.[2] Later, in a 
large population-based study, we reported  that there is a 
signifi cant association of  serum triglycerides with diabetic 
retinopathy and LDL cholesterol with diabetic macular 
edema.[3] We also used the same criteria used by the authors 
to diagnose retinopathy, namely the Early Treatment 
Diabetic Retinopathy Study (ETDRS) grading system. It 
is therefore disappointing to note that in this day and age 
when all published references on a subject can be easily 
obtained through “Pubmed,” “Google,” and other sources, 
papers are published from major teaching institutions in 
India, without quoting Indian references on the subject. 
As a senior researcher working in the fi led of  diabetes for 
nearly for 40 years, I would appeal to all juniors who take up 
research studies that the fi rst rule would be to see what has 
been already done in the fi eld by other workers by doing a 
proper literature survey. Only after this, the research should 
be undertaken. In any case, when the articles get published, 
due credit should be given to earlier published work in the 
fi eld from our country by quoting the earlier references and 
comparing them with their own fi ndings. This is a standard 
practice followed in all developed nations. In India also we 
should try to improve the standards of  research and hence 
publications in India should also follow these basic ground 
rules when articles are published.
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Diabetes education: 
“Personal” family 
member or “impersonal” 
diabetes educator?
Sir,
The role of  patient and peer involvement in the management 
of  metabolic and chronic disease burden like diabetes, 
as suggested by Indian Journal of  Endocrinology and 
Metabolism, offers a novel and practical idea.[1]

Diabetes self-management education has long been 
considered to be an important part of  the clinical 
management of  diabetes in the West.[2] There is a growing 
need to develop an effective educational program to enable 
patients of  chronic, especially people with diabetes (PwD) 
deal adequately with the complexities of  living with their 
chronic condition.[3]

Generally, physicians/diabetologists have limited time; thus, 
training of  medical, paramedical, and nonmedical personnel, 
especially empowered PwD and their close family members 
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as diabetes educators would be of  immense help. They use 
interpersonal and communication skills to develop a tailor 
made patient-centered diabetes management plan.[4]

On the lines of  Certifi cation of  Diabetes Educator in the 
West, a National Diabetes Educator Program (NDEP), 
under the auspices of  the Indian Association of  Diabetes 
Educators and Dr Mohan’s Diabetes Education Academy, 
was completed from June 2011 to March 2012 to create a 
cadre of  certifi ed diabetes educators in India. The 10 enrolled 
participants, in a center at Karnal, Haryana were followed-up 
after a year of  NDEP training for six cardinal management 
targets (fasting and prandial blood glucose levels, HBA1c, 
blood pressure, high-density lipoprotein cholesterol, 
low-density lipoprotein cholesterol and triglycerides)[5] 
for diabetes. Simultaneously, the PwD relatives were also 
educated about the same targets on fi rst visit and followed-up 
similarly. Interestingly, the PwD relatives had a better recall 
of  these cardinal targets and their respective family members 
had a much better disease control (HbA1C).

This difference could be because of  direct contact of  
the family members with the patient and the doctor. 
Moreover, the relatives are more responsible, responsive, 
and empathetic to the problems of  the patients, thus can 
manage them better.[6] Thus, an ideal diabetes educator 
should have a triad of  NDEP training, sociosensitive skills, 
and act as a family member to the patient.

Last, the editor has appropriately expressed the need 
for Diabetes Peer Support Program involving the PwD 
and their families. Further, this peer support system can 
be strengthened by development of  recall improving 
audiovisual mechanisms and even smartphone applications 
in coming years.
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Newer therapies in the 
operative management 
of phaeochromocytoma
Sir,
The catecholamine-secreting phaeochromocytoma 
has always been a big challenge for the peri-operative 
physicians and anesthesiologists.[1] The surgical morbidity 
and mortality is directly infl uenced by size of  the tumor 
and pre-operative management. Numerous drugs and 
techniques have been developed from time to time for 
optimizing the pathophysiological status.

Among calcium channel blockers (CCB), diltiazem and 
nifedipine have been commonly used. Clevidipine butyrate 
is a new intravenous (IV) third-generation dihydropyridine 
CCB that has been approved by the FDA in 2008 for 
the management of  acute hypertension.[2] As this drug 
is available in oil base, it should not be administered to 
patients with allergy to soy products and eggs.[3] On IV 
administration, clevidipine has onset and offset of  action 
in 2-4 and 5-15 min, respectively, metabolized by esterases 
with a plasma half-life of  1 min because of  rapid clearance 
by the kidneys.[4] The initial dose for control of  hypertension 
should be set at 1-2 mg/h, which can be increased in an 
incremental manner as per the requirement to a maximum 
dose of  32 mg/h.[3] Clevidipine is considered superior to 
nitroprusside, nitroglycerine, and nicardipine; it acts by 
selectively inhibiting the calcium infl ux, causing arterial 
vasodilatation, and decreasing peripheral vascular resistance, 
causing increase in cardiac output by decreasing the 
afterload and left-ventricular fi lling pressures. Clevidipine 
exerts a “tight” hemodynamic control during peri-op period 
by maintaining the blood pressure stable within a narrow 
range known to improve the surgical outcome.[5]
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