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resolution of the acidosis. His anti‑glutamic acid decarboxylase 
was negative (14 IU/ml [n/l value <30]) and he had a normal 
C‑peptide (1.1 ng/mL [n/l range 0.9‑4.3]). He was discharged 
on basal‑bolus insulin regimen.

The two interesting points in this narration are that in spite of 
being a clinician himself, he did not realise him slipping in to 
severe keto‑acidosis, and the occurrence of euDKA inspite of 
receiving basal insulin.

Conclusion

SGLT2 inhibitors have been associated with an increased risk of 
diabetic ketoacidosis, which led to a warning from the Food and 
Drug Administration (FDA) in May 2015.[1,2] SGLT2 inhibitors are 
associated with approximately twice the risk of diabetic ketoacidosis 
as compared to DPP4 inhibitors.[3] The increased risk of diabetic 
ketoacidosis with SGLT2 inhibitors are among the factors to be 
considered at the time of prescribing and throughout therapy if 
patients present with symptoms suggestive of diabetic ketoacidosis.[3]
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Clinical Patterns and Linear Growth in Children with Congenital 
Adrenal Hyperplasia, a 11 Year Experience

Dear sir,
I read with interest the distinguished study by Al Shaikh 
et  al.[1] published in May‑June 2019 issue of Indian 
Journal of Endocrinology and Metabolism. The authors 
studied the clinical pictures and evaluated linear growth 
and possible factors affecting it in Saudi children with 
congenital adrenal hyperplasia  (CAH). On employing 
the World Health Organization  (WHO) growth standard, 
they found that males had significantly decreased height 
standard deviations  (HtSDS) versus females and females 
had significantly higher body mass index  (BMI). The 
HtSDS of children who had had higher 17‑hydroxy 
progesterone (17OHP) or salt‑losing crisis during treatment 

was significantly lower than those who had normal 17OHP, 
and those who did not have salt‑losing crisis, respectively.[1] 
The authors addressed two limitations that might pose some 
suspicions on the results of this study. These included the 
retrospective nature of the data and relatively small number 
of the studied CAH patients (n = 56). I assume that following 
methodological limitation might be additionally relevant. It 
is obvious that there are many growth standards employed 
to measure various anthropometric parameters, notably 
WHO standard, Center for Disease Control standard and 
country‑specific standard. Evaluation of these standards 
revealed that the latter might describe more accurately 
the growth of children.[2] To my knowledge, L, M, and S 
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parameters as well as Z scores were calculated for various 
anthropometric indices for Saudi children. These scores have 
been released for the precise assessment of nutrition and 
growth in the clinical settings and researches.[3] I wonder 
why Shaikh et  al.[1] referred to WHO standard instead of 
the national Saudi standard to evaluate linear growth of 
the studied cohort. I  assume that if they referred to the 
national standard in the study methodology, different results 
might be yielded. In the light of prevailing culturally‑based 
consanguineous marriage in the Kingdom of Saudi Arabia[4] 
with the expectant surge in the prevalence of CAH in the 
foreseeable time, elaboration of Saudi‑specific growth 
standard for CAH patients similar to that achieved in certain 
populations[5] is advocated.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Mahmood D. Al‑Mendalawi

Department of Paediatrics, Al‑Kindy College of Medicine, 
University of Baghdad, Baghdad, Iraq

Address for correspondence: 
Dr. Mahmood D. Al‑Mendalawi, 

P. O. Box 55302, Baghdad Post Office, Baghdad, Iraq. 
E‑mail: mdalmendalawi@yahoo.com

References
1.	 Al Shaikh A, AlGhanmi Y, Awidah S, Bahha A, Ahmed ME, Soliman AT. 

Clinical patterns and linear growth in children with congenital 
adrenal hyperplasia, an 11‑year experience. Indian J Endocr Metab 
2019;23:298‑306.

2.	 Ziegler  EE, Nelson  SE. The WHO growth standards: Strengths and 
limitations. Curr Opin Clin Nutr Metab Care 2012;15:298‑302.

3.	 El Mouzan  MI, Al Salloum  AA, Alqurashi  MM, Al Herbish  AS, 
Al Omar A. The LMS and Z scale growth reference for Saudi school‑age 
children and adolescents. Saudi J Gastroenterol 2016;22:331‑6.

4.	 Warsy  AS, Al‑Jaser  MH, Albdass  A, Al‑Daihan  S, Alanazi  M. Is 
consanguinity prevalence decreasing in Saudis? A study in two 
generations. Afr Health Sci 2014;14:314‑21.

5.	 Bretones P, Riche B, Pichot E, David M, Roy P, Tardy V, et al. Growth 
curves for congenital adrenal hyperplasia from a national retrospective 
cohort. J Pediatr Endocrinol Metab 2016;29:1379‑88.

Access this article online

Quick Response Code:
Website:  
www.ijem.in

DOI:  
10.4103/ijem.IJEM_303_19

This is an open access journal, and articles are distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to 
remix, tweak, and build upon the work non‑commercially, as long as appropriate credit 
is given and the new creations are licensed under the identical terms.

How to cite this article: Al‑Mendalawi MD. Clinical patterns and linear 
growth in children with congenital adrenal hyperplasia, a 11 year experience. 
Indian J Endocr Metab 2019;23:501-2.
© 2019 Indian Journal of Endocrinology and Metabolism | Published by Wolters Kluwer - Medknow


