
Letters to the Editor

Indian Journal of Endocrinology and Metabolism / Sep-Oct 2013 / Vol 17 | Issue 5946

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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Besides hypertensive crisis, management of  hypotensive 
crisis during phaeochromocytoma resection is almost 
equally challenging. Sudden cessation of  influx of  
catecholamines from the tumor as a result of  vascular 
ligation can lead to sudden hypotension.[6] A larger size 
of  the functional tumor, higher amount of  pre-operative 
catecholamine secretion, and presence of  co-morbidities 
are the predominant factors that cause a greater fall of  
blood pressure during intra-operative and post-operative 
period, which is sometimes refractory even to aggressive 
management.[6]

Arginine vasopressin (AVP), a naturally occurring 
nonapeptide hormone, secreted from posterior 
pituitary in response to increase in plasma osmolality, 
volume depletion, and hypotension can be a possible 
answer to these clinical scenarios.[7] It mainly exerts 
its clinico-pharmacological action by re-absorption of  
water at the collecting ducts of  the kidneys and exhibits 
a vasoconstrictor mechanism. It causes selective systemic 
vasoconstriction and minimal coronary, cerebral, and 
pulmonary vasoconstriction, which can improve the 
surgical outcome in cardiac patients by improving right 
heart failure.[7]

Besides exerting its clinically benefi cial effect in managing 
refractory hypotension, it can also be used to manage severe 
hypotension in other clinical conditions such as anaphylactic 
shock, circulatory shock, blockade of  angiotensin, cardiac 
operative procedures, and hepatic transplantation.[7] The 
mechanism of  action of  vasopressin is independent of  
adrenergic receptors and hence can be used in patients with 
depletion of  catecholamines, as the latter is associated with 
refractory hypotension.

In future, it is hoped that more drugs will be available to 
manage phaeochromocytoma, which will help in the long 
run to improve the surgical outcome.
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Raised CA19.9 
and hepatic space 
occupying lesion after 
teriparatide therapy in 
a case of polyostotic 
fi brous dysplasia
Sir,
We have previously submitted case report in our journal 
titled “Spinal polyostotic fi brous dysplasia in two adults: 
Does only biopsy unravel the mystery?”[1] Case-2 was 
treated with bisphosphonates and narcotic analgesics 
without any relief  and became bed bound. PFD is a disease 
of  admixture of  mutated cells with abnormal cAMP levels 
and normal cells. Over the time bony lesions in PFD 
get normalized.[2] It is hypothesized that mutated cells 
undergo apoptosis following period of  rapid turnover like 
puberty and proliferation of  remaining normal cells leads 
to normalization. Parathyroid hormone (PTH) is stimulant 
for osteoblastic cells, and may lead to early apoptosis of  
mutated cells. Our patient had low bone mineral density 
at lumbar spine with compression fractures. Hence after 
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