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There has been evidence linking neuroendocrine tumors 
to the AKT/mTOR/S6 kinase pathway that is regulated 
by the hamartin/tuberin  (TSC1/TSC2) complex. Thus, 
it is beginning to appear that the occurrence of  these 
neuroendocrine tumors (NET) in TSC is more than random 
coincidence.
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Endocrine emergencies 
in critically‑ill patients: 
Challenges in diagnosis 
and management: 
Comment
Sir,
I read with interest the excellent review article on 
“Endocrine emergencies in critically‑ill patients: Challenges 
in diagnosis and management” by Bajwa and Jindal in 
the September‑October 2012 issue of  your journal.[1] 
The article addressed mainly endocrine emergencies in 
the adult population. In the pediatric population, one 
needs to consider both congenital and acquired endocrine 
disorders, which may present as an emergency. As in adults, 
diabetic keto‑acidosis is the most common endocrine 
emergency. Persistent hyperinsulinemic hypoglycemia 
of  infancy  (PHHI) may be seen in neonates and 
infants.[2] Besides thyroid storm, one may encounter 
thyrotoxic periodic paralysis with the patient requiring 
ventilation at admission.[3] As in adults, adrenal crises are 
seen with conditions like meningococcemia. Neonates 
with congenital adrenal hyperplasia (CAH) could present 
with dehydration and shock.[4] The diagnosis is not difficult 
in females with CAH who will have ambiguous genitalia 
but should be also be thought of  in males who present 
with dehydration and salt‑wasting. Children with ACTH 
insensitivity may present at any age with hypotension 
and hypoglycemic seizures.[5] A careful clinical history 
maintaining a high index of  suspicion for an endocrine 
problem and aggressive management are required to 
prevent mortality from endocrine emergencies.

Preeti Shanbag
Department of Pediatrics, ESI‑PGIMSR and MGM Hospital, 

Parel, Mumbai, India

Azhar
Rectangle

Azhar
Rectangle



Letters to the Editor

Indian Journal of Endocrinology and Metabolism / Jan-Feb 2013 / Vol 17 | Issue 1 185

Corresponding Author: Dr. Preeti Shanbag, 
Department of Pediatrics, ESI‑PGIMSR and MGM Hospital, 

Parel, Mumbai, India. 
E‑mail: pshanbag@gmail.com

References

1.	 Bajwa  SJ, Jindal  R. Achalasia–alacrima–ACTH insensitivity 
syndrome  (Triple A syndrome). Indian J Endocrinol Metab 
2012;16:722‑7.

2.	 Shanbag P, Pathak A, Vaidya M, Shahid SK. Persistent hyperinsulinemic 
hypoglycemia of infancy: Successful therapy with nifedipine. Indian 
J Pediatr 2002;69:271‑2.

3.	 Satam N, More V, Shanbag P, Kalgutkar A. Fatal thyrotoxic periodic 
paralysis with normokalemia. Indian J Pediatr 2007;74:1041‑3.

4.	 Witchel SF, Azziz R. Congenital adrenal hyperplasia. J Pediatr Adolesc 
Gynecol 2011;24:116‑26.

5.	 Vaidya M, Kelkar A, Shanbag P, Juvekar M. Achalasia–alacrima—
ACTH insensitivity syndrome (Triple A syndrome). Indian J Pediatr 
2003;70:343‑5.

Access this article online

Quick Response Code:
Website:
www.ijem.in

DOI:
10.4103/2230-8210.107884 

India’s twin epidemic: 
Prevalence data from 
a single mixed tertiary 
intensive care unit
Sir,
Epidemiological transition is becoming increasingly evident in 
India. One of  its indicators is rapidly increasing prevalence of  
life style related diseases such as diabetes mellitus (DM) and 
hypertension (HTN). Co‑existence of  these two conditions 
is also estimated to be high in India.[1] There is paucity of  
data from Indian health set ups for estimation of  clinical 
and financial impact of  this twin epidemic.[2] In this light, we 
would like to share with you the data from a single intensive 
care unit  (ICU) which highlights the morbidity associated 
with these two conditions in terms of  chronic organ failure.

These data were collected from the 28 bedded multidisciplinary 
ICU of  a private 550 bedded tertiary hospital from 
Maharashtra, India. Patient records of  2006 consecutive 
admissions to this ICU in the year 2011 were retrospectively 
studied. After excluding readmissions (n = 111), records of  
1895 patients were analyzed. Known history of  (K/H/O) 

DM and/or HTN as obtained from the patient/relative 
or on‑going medication and presence of  chronic organ 
failure/s as defined for Acute Physiology and chronic health 
evaluation score were noted for each patient.[3]

It is to be noted that this hospital has separate Cardiac Care 
Unit which houses the major proportion of  patients with 
cardiovascular diseases. Table 1 brings out the prevalence 
of  DM and HTN singly and concurrently in this ICU 
with respect to chronic organ/system failure and age in 
the year 2011. More than half  of  all patients admitted 
to ICU had either or both of  these conditions. Out of  
695 (36.68%) patients who were admitted with at least one 
chronic organ/system failure, 387 patients suffered from 
chronic renal failure and 181 patients suffered from chronic 
cardiovascular failure. Prevalence of  DM and/or HTN in 
patients with chronic cardiovascular and renal failure were 
81.77% (95% Confidence interval (CI) 75.64‑86.89) and 
78.55% (95% CI74.25‑82.43), respectively.

Table 2 details the prevalence of  DM and HTN in major 
subgroups (minimum 100 admissions) based on reason for 
admission as per International classification of  diseases, 
10th edition (ICD‑10).

A glance at the tables gives one an idea about social and 
economic impact of  the twin epidemic. Considering 
the possible presence of  unrecognized cases, the actual 
prevalence is likely to be higher. Prevalence of  28.44% in the 
age group of  26‑45 years is worrisome. Though this tertiary 
hospital caters mostly to urban population in a city with 
more than three million people, about 10% of  the patients 
admitted to the ICU were from peripheral rural areas. The 
burden of  chronic diseases is estimated to be high also in 
rural India.[4] Prevalence study of  general population in 
surrounding areas (urban and rural) is warranted to estimate 
their clinical impact. Widespread awareness regarding 
modifiable risk factors, governmental policies encouraging 
health promoting life style, early detection and optimum 
management may mitigate the impact of  this epidemic.
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