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Abstract
Thesearetheabstractsofa2.5daysofcontinuousmedical
educationmeeting that was held inAbuDhabi, UAE to
mark theWorld Diabetes Day 2010. It brought together
doctorstakingcareofchildrenandadultswithdiabetesand
other metabolic and endocrine disorders. The organizers
thoughtitwouldbeparticularlyrelevanttobringpediatric
andadultendocrinologiststogethertoexchangeexperiences
because theagegapbetweenpediatricandadult is fairly
small.The lectures covered awide rangeof issues, such
as growth, pituitary tumours, neonatal diabetes, old and
newantidiabeticdrugs,type2diabetesintheadolescence,
and calcium disorders. Special emphasis was given to
thalasaemiaasanimportantmedicalproblemwithmedical
and endocrine ramifications in this region, management
ofhypoituitarisminadults,andinterdisciplinaryissuesin
endocrinology.

Abstracts of Presentations

Session 1. Current Perspectives in Paediatric 
Endocrinology

A. Regional Experience with Insulin Pump Therapy

1.1 A Rare Form of Neonatal Diabetes: Diagnostic 
and Management Challenges
Majedah Abdul-Rasoul, Department of Pediatric
Endocrinology,FacultyofMedicine,UniversityofKuwait,
Kuwait.

Neonatal diabetes is a very rare form of diabetes. Its
diagnosis presents a major challenge both to the family
andtothetreatingphysician.Thepresentingcasewasborn
near term with severe low birth weight. Hyperglycemia
wasnotedforthefirsttimeattheageof17daysassociated
withketonemiabutnoacidosis.Shewasalsofailingtogain
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weight and extreme irritable. The diagnosis of diabetes
wasmade,andafter initialmanagementwith intravenous
insulin, she was shifted to subcutaneous insulin using a
combinationofintermediateandshortactinginsulin.Blood
sugar failed to be controlled, and at the age of 45 days,
insulin pump (Minimed 712) was used as her mode for
insulindelivery,usinginsulinAPIDRAdilutedwithnormal
saline because of small doses required both for boluses
andbasal.Herinsulinrequirementsdroppedsignificantly
from2.1u/kg/Dto0.9u/kg/Donthepump.Glucosevalues
continuetofluctuate,butthevariabilityweresignificantly
lower in amplitude. Currently at the age of 14 months,
shehasnormalmotorandcognitivedevelopment forher
age, and her weight and height remains appropriate for
her age.All antibodies, including thyroid,pancreatic and
celiacwere negative. Genetic testing failed to show any
abnormalitiesinchromosome6oranymutationinKir6.2
andSUR1genes.

1.2 Clinical Aspects of Using Pumps and Advanced 
Technology in Diabetic Children  
AsmaDeeb,DepartmentofPaediatrics,MafraqHospital,
Mafraq,AbuDhabi,UnitedArabEmirates.

Therehasbeenawideutilizationofadvancedtechnology
in various branches of Medicine in the recent decades.
Recenttherapeuticandtechnologicaladvanceshavemade
dramatic changes in management of diabetic patients.
Continuous glucose monitoring system (CGMS) has
proven to be an advantageous diagnostic and therapeutic
toolindiabetesmanagement.Variousstudiesconfirmedthe
role ofCGMS in detecting significant diabetes problems
likenocturnalhypoglycemia,postprandialhyperglycemia,
DawnandSomogyiphenomenaandhasgivenaninsightto
management of these challenging conditions.There have
been advances in the use ofCGMSeither as a real time
sensing(Minimedguardian,Dexcomsystem,Navigators)
orasablindtoolforretrospectivediagnoses(MinimedGold
andIPro).Useofcontinuoussubcutaneousinsulininfusion
(CSII)viainsulinpumpshasmaderevolutionarychanges
inmanagementofdiabetes.CSIIisthemostphysiological
wayofdeliveryofinsulincurrentlyavailable.Itoffersthe
possibilityofmoreflexibilityandpreciseinsulindelivery.
The feasibility of basal rate alteration offers the option
of modifying the basal rates according to the individual
requirements. Up to 48 different basal rates are offered
by some insulin pumps.Various types of bolus delivery
methodsareavailableinmostinsulinpumptechnologiesto
matchtheglycemicindexcontainedinfood.Andvarious

patterns of pump settings can be programmed to match
various requirements; exercise, weekends, fasting…etc.
CSII use in children and adolescents may be associated
with improvedglycemiccontrol and improvedqualityof
life and poses no greater risks than other modalities of
administeringinsulin.Asummaryoftheuseoftechnology
inmanagementofchildhooddiabeteswillbepresentedand
selection of case scenarios in relation to technology use
willbediscussed.

Reference
PhilipM,BattelinoT,RodriguezH,DanneT,Kaufman.
F. Use of Insulin Pump Therapy in the Pediatric Age-
Group. Consensus statement from the European Society
for Paediatric Endocrinology, the Lawson Wilkins
PediatricEndocrineSociety,andtheInternationalSociety
for Pediatric and Adolescent Diabetes, endorsed by
the American Diabetes Association and the European
Association for the Study of Diabetes. Diabetes Care
2007:30(6):1653-62.

1.3 Experience with Insulin Pump in Adults
WaleedAldahi(Kuwait)

NoAbstract.

B. Growth Update

1.4 Growth Charts for Saudi Children: Development 
and Clinical Uses.
IbrahimA.Al-Alwan.CollegeofMedicine,KingSaudbin
AbdulazizUniversity forHealthSciences,Riyadh,Saudi
Arabia

Introduction: Children’s normal growth is monitored
by charts, which are specific for sex and age.  These
measurements,whichreflectnormalgrowth,areindicative
of overall health and nutritional status of the children.
The growth charts are specific for different nations and
shouldbetakenintoconsiderationwithimmediatefamily
parameters and the child’s ethnic background.  Healthy
childrengrowinapredictablefashionandnormalgrowth
is pulsatile with rapid periods of growth.  The episodes
of fastest growth occur during infancy and puberty. As
recommended byWHO, SaudiArabia and Gulf Region,
useCDCgrowthchartsformonitoringhealthychildrenand
patients. However, these charts are not raceor ethnicity
specific.
Aim:Theaimof this study is toevaluatecurrentgrowth
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chartsinSaudiArabia.Weevaluatedanydifferencesnoted
betweenSaudiandinternationalgrowthcharts.
Methods: Systematic review of all published literature
aboutSaudigrowthcharts,includingheight,weight,BMI
from0–19years;PubMedwasthemainsearchengine.
Results:Several largeSaudistudieswereconductedover
the last 20 years. They differ on several points.  These
studieswereeithermaleonly, inmajorcitiesonly,cross-
sectionalandschoolbasedorclinicalbased. The largest
recentstudywasanationalstudy,cross-sectional,door-to-
doorandincludedchildrenfrombirthto19years.Atotal
of 42,000 healthy Saudi children were included.  These
growthcharts,forheight,weightandBMIwerecompared
toCDC2000charts.Asignificantdifferencewasnotedon
thefinalheightforbothboysandgirls,withSaudisbeing
shorter compared to theirAmerican counterparts.On the
otherhand,weightandBMIwerehigherinSaudichildren,
bothboysandgirls,comparedtoAmericanchildren.
Conclusions: Based on our comparison, we found that
healthySaudichildrenshowedadifferenceinfinalheight,
weightandBMI. Anationalgrowthchart-basedstudy is
more appropriate than using an international reference.
A national growth chart will eliminate the need for
unnecessary testing, since it will more accurately reflect
nationalnorms.

References
1. Al  HerbishAS, ElMouzanM,Al SalloumAA,Al

Qureshi MM, Al Omar AA, Foster PJ, Kecojevic
T.  Bodymass index in SaudiArabian children and
adolescents:Anationalreferenceandcomparisonwith
international standards. Annals of Saudi Medicine
2009;29:342-7.

2.  Al-Hazzaa H,Al-NakeebY, OlayanA.  Normative
valuesofphysicalfitnessinSaudiyouth15-25years.
Riyadh Educational Research Center, King Saud
University;1988.

3.Al-SekaitM,AlNasserA,BamgboyeE.Thegrowth
patternsofschoolchildreninSaudiArabia.SaudiMed
J1992;13:141-8.

4.  Al NuaimAR, Bamgboye EA,Al HerbishA.  The
patternofgrowth andobesity inSaudiArabianmale
schoolchildren.IntJObesity1996;20:1000-5.

5.MagboolGM.BodymassindexofSaudichildrenages
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1.5 Treatment of Growth Failure with rhIGF-I in the 
Context of the Continuum of GH-IGF-I Axis Defects.

MartinO.Savage.DepartmentofEndocrinology,William
HarveyResearchInstitute,BartsandtheLondonSchoolof
Medicine&Dentistry,London,UK
Defects in the GH-IGF-I axis extend from severe GH
deficiency(GHD)toextremeGHinsensitivity(GHI)and
form a continuum,which can be plotted against a scale
ofGHsensitivity(1).GHdeficientpatientsrespondwell
tohGHtherapy,howeverasthedegreeofGHsensitivity
decreases,growthresponsivenesstohGHisalsoreduced.
Idiopathicshortstature(ISS)canbesituatedbetweenGHD
andGHI.GHinsensitivitywasthoughttobeconfinedto
theseverephenotypeofhomozygousGHreceptordefects
(Laron syndrome). In thepast 15years, the spectrumof
GHIhasbroadenedandnowextendsfromextremegrowth
failure tomild short stature.Newgeneticdisordershave
been identified such as mutations in STAT5B, IGFALS
and dominant negative and pseudo-exon GHR defects.
All these disorders are resistant to therapy with hGH.
FortunatelyrhIGF-I,firstusedforclinicaluse in the late
1980s,isnowavailableandlicensedbytheFDAandEMA
foruseinGHIpatients.rhIGF-Iadministeredscindosesof
80-120μg/kg twicedaily increasedheightvelocity(HV)
from3.8to8.2cm/yearinchildrenwithextremeGHIand
longtermbenefitonheightSDSwasseenafter>4years
oftherapy.Hypoglycaemiawasreportedinsomesubjects
and a low incidence of benign intracranial hypertension
occurred during the first 6 months. Recently rhIGF-I
(Increlex)hasbeenusedinmoremildlyaffectedpatients
and induced an increase inHV to 7.9 cm/yr vs 5.2 cm/
yr(p<0.0001)inuntreatedpatients.Newpreliminarydata
usingacombinationofhGH(0.043mg/kg)+rhIGF-I(150
μg/kg)oncedailygaveexcellentgrowthresponsesinISS
patients (Height <-2SD, IGF-I<-1SD) increasingHV to
12.1cm/year.Thisnewformoftherapyhasgreatpotential
forthefuture.

References
1. Savage MO, Burren CP, Rosenfeld RG. The

continuumofgrowthhormone-IGF-Iaxisdefects
causing short stature: diagnostic and therapeutic
challenges.ClinicalEndocrinology2010;72:721-
8.

Session 2.  Current Issues in Diabetes Care I

2.1 Epidemiology of Diabetes in UAE and Gulf 
Khaled Al-Jaberi, Department of Medicine, Mafraq
Hospital,Mafraq,AbuDhabi,UnitedArabEmirates.
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2.2 Update on Diagnosis and Screening for Diabetes 
2010
AhmedA.K.Hassoun,ConsultantEndocrinologist,Dubai
DiabetesCenter,Dubai,UAE.

Diabetesisadiseasecharacterizedbyabnormalmetabolism,
mostnotablyhyperglycemia,andanassociatedheightened
risk for relatively specific long-term complications
affecting eyes, kidney, and nervous system. Diabetes
also substantially increases the risk for the non-specific
cardiovascularcomplications.
Historically, the measurement of glucose has been the
means of diagnosing diabetes. Unlike the characteristic
clinicalonsetoftype1diabetes,type2diabeteshasamore
gradualonset,withslowlyrisingglucoselevelsovertime,
and itsdiagnosishasrequiredspecifiedglucosevalues to
distinguishpathologicglucoseconcentrationsfromthosein
thenon-diabeticpopulation.Fordecades,eithertheFPGor
theOGTThasbeenusedinthediagnosisofdiabetes.
In 1997, the Expert Committee on the Diagnosis and
ClassificationofDiabetesMellitusreexaminedthebasisfor
diagnosisofdiabetesfocusingontherelationshipbetween
glucoselevelsandthepresenceofdiabeticcomplications.
Thediagnosticcriteriawereupdatedaccordingly.
Several observations later suggested that a measure of
chronicglycemiclevelsbyHbA1Cisrelatedmoreintimately
to the risk of complications, and may be considered a
diagnostictool.In2008,anInternationalExpertCommittee
(IEC)withmembersappointedbytheADA,theEASD,and
the IDFwasconvened toconsider thecurrent and future
meansofdiagnosingdiabetesinnon-pregnantindividuals.
Afteranextensivereviewofbothestablishedandemerging
epidemiologicalevidence,thecommitteerecommendedthe
useoftheA1Ctesttodiagnosediabetes,withathreshold
of≥6.5%.TheADAaffirmedthisdecisionandupdatedits
diagnosticcriteriain2010toincludeA1cwhichshouldbe
performedusingamethodthatiscertifiedbytheNational
Glycohemoglobin Standardization Program (NGSP) and
standardizedortraceabletotheDCCTreferenceassay.
In2009,aconsultationworkinggroupwhichwasappointed
bytheWHOreviewedtheplaceofHbA1Cindiagnosisand
screening for diabetes. The recommendations have been
submittedtotheWHOawaitingitsapproval.Thegroup’s
recommendations took in consideration the needs and
capabilitiesofallhealthsystemsworld-wide.

2.3 Lifestyle Modification for Diabetes: The Principles 

and Practicalities. 
Jumaa M. Al–Kaabi, Department of Medicine, Faculty
ofMedicine andHealth Sciences, UnitedArab Emirates
University,Al-Ain,UAE.

Diabetesmellitusinadultsisaglobalhealthproblemand
theprevalencerateofdiabetesintheUAEisratedasthe
secondhighestintheworldaccordingtotheInternational
DiabetesFederation(2010).
It is well established that physical activity and good
dietary practices can improves metabolic control of
diabeticsandthismayreducediseasecomplications.Local
studies demonstrated low level of physical activities and
inappropriate dietary practices among patientswithType
2 diabetes mellitus. The importance of dietitian and the
diabeticeducator in themanagementofdiabetesmellitus
shouldbe revisitedandpatients shouldbeencouraged to
seekaproperdietaryandhealtheducationconsultationsto
optimizethediabetesmanagement.
It is well known that lifestylemodifications are difficult
toachieveandneedcontinuouseducation,dedicationand
facing daily challenges by providing alternative practical
solutions.Thenumberofpracticingdietitiansanddiabetic
educators need to be increased in the UAE to meet the
demandofeducatingandsustaininglifestylechangesina
growingnumberofpatientswithdiabetes.

Session 3. Current Issues in Diabetes Care II

3.1 The Role of DDP-IV Inhibition In the Management 
of  Diabetes: An Overview of the Short and Long Term 
Effects.
Salem Beshyah, Endocrinology Division, Institute of
Medicine,SheikhKhalifaMedicalCity,AbuDhabi,UAE.

Incretins are hormones from the gut that are released in
responsetoingestionoffood.Theyhaveeffectsofcentral
biologicalimportanceinregulationofglucosehomeostasis.
They stimulate release of insulin, inhibit release of
Glucagon,maintainbeta-cellmass,delaygastricemptying
and inhibit feeding. Incretin receptors are alsopresent in
other parts of the body including the brain, where their
effectsmayinducesatietyandsuppressappetite.
Incretinmetabolism is abnormal inT2DM,evidencedby
adecreasedincretineffect,reductioninnutrient-mediated
secretion ofGIP andGLP-1 inT2DM, and resistance to
GIP. The use of incretins as therapeutic agents offers a
newapproachtothetreatmentoftype2diabetes(T2DM).
Intravenously administered GLP-1 in T2DM increases
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insulin secretion and improves glucose homeostasis.
However, GLP-1 has a very short half-life, due to rapid
degradationbytheenzymedipeptidylpeptidaseIV(DPP-
IV).Twostrategieswereexploredtonormalizetheincretin
effect.DPP-IVenhancetheactivityofincretinsbyIncretin
mimeticsareanaloguesofGIPandGLP-1thatareresistant
to theactionofDPPIVhavebeendevelopedandclinical
trialshaveshowntheireffectiveness.
AcoupleofDPP-IV inhibitors thathasbeen licensedfor
thetreatmentofT2DintheUSA,andseveralotheragents
are undergoing clinical trials. Strategies to augment the
biologicalactionsofGIPand/orGLP-1inT2Dareexpected
to minimise weight gain, reduce hypoglycemic episodes
and prevent progressive beta-cell failure by increasing
beta-cellmass.TheadvantageofDPP4inhibitorsistheir
availability inoralform. Theirefficacy iscommendable.
Sitagliptin monotherapy led to HbA1c reduction of 0.6–
0.7%after54wk.VildagliptinmonotherapyloweredHbA1c
by0.9–1.4%after24wk.Long-termdataonsitagliptinand
vildagliptinareneededtoevaluatetheirglucose-lowering
effects.  DPP 4 inhibitors are weight neutral, and their
effectsonotherDPP-IVsubstratesneed further research.
BestHbA1creductionisobservedbycombinationtherapy.
Theymay be used as part of triple oral therapy regimen
andtheymayalsobeusedininsulintreatedtype2patients.
Thelattermayreflecttheiractiononglucagons.Incretins
have gained a role in management of T2DM in all the
professional guidelines. Some experts argue for these to
beusedfairlyearlyasmonotherapyorwithmetformin(1)
althoughsomestillexpressaveryreservedviews(2)
AfewunresolvedIssuesregardingDPP-IVinhibitorshave
beenraisedbysomeexperts.Thesequestionsinclude:1.
DoDPP-IVinhibitorshavefavorableeffectsonβ-cellmass
inhumans?2.IsthemodestincreaseinaGLP-1levelsthe
solemodulatorofglyaemiausingDPP-IV inhibitors? 3.
HowmightDPP-IV4inhibitionleadtoadeclineinplasma
glucose levels without an increase in insulin secretion?
4.Was thedevelopmentofDPP-IV inhibitors,whichare
notspecific forGLP-1andactually resulted indecreased
tGLP-1secretion,reallyneededtoincreaseplasmaaGLP-1
levels?.Howmuchcautiousshouldthemedicalprofession
bemorecarefulinembracingnewerhasbeenarguednicely
inarecentcounterpointinDiabetescare(3).
Future work should help understanding of the effects of
thisgroupofdrugsonβ-cellmassinhumans,elucidating
theirlong-termvascularoutcomedataandenhancedsafety
profile.

References

1.DruckerDJ,ShermanSI,GorelickFS,BergenstalRM,
SherwinRS,BuseJB.Incretin-basedtherapiesforthe
treatmentoftype2diabetes:evaluationoftherisksand
benefits.DiabetesCare2010;33:428–33.
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3.2 Multifactorial Intervention in the Course of Type 2 
Diabetes
Jens SandahlChristiansen,Department ofEndocrinology
and Diabetes, M, Aarhus University Hospital, Aarhus
Denmark.

Multifactorialinterventionintype2diabetesincludesmean
simultaneously targeting control of glycemic, lipid and
hypertensioninadditiontoantiplatelettherapy.
Glycemiccontrol:TheUKPDStrialprovedthatintervention
intermsofmoreintensivemetaboliccontrolisofimportance
in the prevention or postponement of micro- as well as
macro vascular complications in type 2 diabetes. More
recentfollow-upstudiesonaswellUKPDSasSteno2have
shown that intervention should be implemented as early
aspossible.DuringtheyearsguidelinesforHbA1clevels
tobeaimedforhavebecomemoreandmorestrict–and
levelsbelow6.5%(even6.3%)havebeenrecommended.
However, more recent studies suggest call for caution I
elderlypatientswithlongstandingdisease.Inadditionthe
potential importanceofmanagingpostprandialglycaemia
hasbeendiscussedintensely.Type2diabetesisadisease
characterisednotonlyby insulin resistancebut alsobya
steadydeclineinbetacellfunction.Thus,morethan50%
of thepatientswill need insulin treatmentwithin6years
ofdurationofdisease.Insulintherapyshouldpreferablybe
combinedwithmetformintreatment.
Antihypertensive treatment: Effective antihypertensive
therapy ismandatory in the care of patients with type 2
diabetes.Allpatientswithraisedurinaryalbumenexcretion
rateshouldbeofferedblockageoftheRenin-Angiotensin-
Aldosterone systemwithACE inhibitors orAII receptor
antagonists.InadditionallpatientswithBPlevelsexceeding
140/90 should be offered antihypertensive therapy –
aiming atBP levels below130/80.Multipharmacological
intervention with 3 – 4 different antihypertensive agents
will most often be needed. Diuretics should always be
introducedasfirstorsecondchoice.
Lipid lowering treatment: Recent prospective studies
suggest,thatstatintreatmentshouldbeofferedtoallpatients
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withtype2diabetesirrespectiveofcholesterollevels–and
certainlytoallpatientswithLDLcholesterolinexcessof
3.5mmol/L.
Anti-platelettherapy:Thereisgoodevidence,thatalltype
2diabeticswithmanifestcardiovasculardiseaseshouldbe
treated with aspirin (secondary prevention). In addition,
manyrecommend,thatthisshouldbeofferedtoallpatients
sufferingoftype2diabetes(primaryprevention).

Session 4.  State of the Art Lecture

4.1 Growth Hormone Therapy for Non Growth 
Hormone Deficiency Disorders.
MartinO.Savage,DepartmentofEndocrinology,William
HarveyResearchInstitute,BartsandtheLondonSchoolof
Medicine&Dentistry,London,UK

Since the availability of recombinant hGH in 1985,
therapeutictrialshavebeenperformedtotesttheefficacy
ofhGHtherapyinchildrenwithnonGHdeficient(GHD)
shortstature.Efficacyandsafetyhavebeendemonstrated
leading toFDAandEMAapproval of hGH treatment in
the followingdisorders;Turnersyndrome(TS),small for
gestationalage(SGA),Chronicrenalinsufficiency(CRI),
idiopathic short stature (ISS) [FDA only] and Noonan
syndrome [FDA only]. InTS, the recommended dose of
hGH is 50μg/kg/day, which in a Canadian controlled
trialledtomeanadultheightgainof7.2cmcomparedto
untreated patients (p=0.001). Higher doses were used in
Dutchstudiesandstartingtreatmentatage6yearsachieved
meanheightgainof11.9cm.hGHtherapywaslicensedfor
SGApatients in 2003with the recommendeddoseof 33
μg/kg/day.Somegroupsadvocateahigherdoseof67μg/
kg/day,althoughfinalheightwasnot influencedbydose.
hGHislicensedforISSintheUSAbutnotinEurope.A
recommended starting dose is 50μg/kg/day¹, however
results are highly variable and also dose-dependent,
with ISSpatientswithgenetic short stature showing less
response.Atleast50%ofISSpatientsdidnotshowcatch-
up growth (Δ Height SDS <0.5 in 12 months and HV
<-1.0SD)².InsuchcaseshGHtherapyshouldbestopped.
Noonan syndromepatients show responses similar toTS
when treatedwithhGH50μg/kg/day.Limited therapeutic
trialsofhGHingrowthfailureduetochronicinflammatory
diseases such as Crohn’s disease and juvenile arthritis
have shown efficacy compared with untreated controls.
In conclusion, responses to hGH therapy in non GHD
shortstaturearedependentondiagnosis,doseofhGHand
durationof therapy.Notallpatientswill respondand the

clinicianmusthavethecouragetodiscontinuetherapyin
casesofnon-response.
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Session 5.  Pediatric Endocrinology 2010

5.1 Hereditary Vitamin D resistant Rickets
JamalAl Jubeh, Division of Endocrinology, Institute of
Pediatrics,SheikKhalifaMedicalCity.AbuDhabi.

VitaminDisaprohorormone.VitaminD2isobtainedfrom
yeastandplantsandVitaminD3issynthesizedintheskin
ofhumansandanimalsuponadequateexposure toUV-B
lightrays.VitaminDishydroxylatedintheliverto25OH
VitaminDwhichcanbestoredformanyweeks.Thisisthe
substrateforthemostpotentformofVitaminDwhichis1,
25(OH)2VitaminDwhichismadeinthekidneys.Vitamin
DisimportantforCalciumandphosphateabsorption.

VitaminDdeficiencyisthemostcommoncaseofRickets.
MutationsinthevitaminDreceptorleadtosevereformof
rickets that is resistant toVitD therapy. Wepresentour
experience with 2 children with R274Hmutation in the
ligand-bindingdomainoftheVitDreceptor.Bothpatients
presentedwithseveredemineralization,multiplefractures
in theextremities, recurrentchest infectionanddifficulty
breathing.Theywerefailingtothrivewithdelayedgross
motordevelopmentbutnoalopecia.Theydidnotrespond
tohighdoseCalcitriolupto15mcgdaily.Theybothhad
excellent response to high dose continuous  IV calcium
infusioninadoseof150–200mg/kg/day.Thistherapy
resulted in normalization of Calcium, PTH and alkaline
phosphatase and remarkable improvement in bones with
resolutionofricketsandhealingoffractures.Hypercalciuria
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occurred in both children but no hypercalcemia and no
nephrocalcinosis.

5.2 Adrenal Disorders in Childhood and Adolescence:  A 
Clinical Review
Ian G. Jefferson, Division of Endocrinology, Institute of
Pediatrics,SheikKhalifaMedicalCity.AbuDhabi.

An overview of Adrenal Disorders in childhood is
presentedwithemphasisonthosepresentingasCongenital
Adrenal Hyperplasia. The current SKMC experience is
presented with emphasis on the pitfalls of ensuring an
accuratediagnosis; the importanceof accuratediagnosis;
the difficulties presented in attaining safe replacement
treatmentwithadequateadrenalandrogencontrolandthe
social implications of the diagnosis.The practicalities of
thevarioustreatmentoptionswillbediscussed.

5.3 Genital Surgery in Congenital Adrenal Hyperplasia: 
An Overview of Approaches and Outcomes.
Sleiman Gebran MD, Consultant Pediatric Surgeon,
DepartmentofSurgery,MafraqHospital,AbuDhabi,UAE.

Thepast severaldecadeshave seenmultiple advances in
the surgical reconstruction for girls born with Disorders
ofSexualDifferentiation.Thissurgerycanbetechnically
very demanding, and must be individualized for each
patient,asthedegreeofvirilizationandlevelofconfluence
ofthevaginaandurogenitalsinuswilldictatethesurgical
approach.
In this lecture we present our approach and experience
in the surgical options for girls born with Congenital
Adrenal Hyperplasia, with special attention regarding
clitoroplasty, labioplasty,andvaginoplasty. Fewareas in
pediatric surgery aremore challenging and controversial
thangenitalreconstructionforgirlswithvirilization.This
situationismostcommonlyseenasaresultofcongenital
adrenalhyperplasia(CAH).Debateexistsmainlyregarding
theoptimaltimingandextentofgenitalreconstructionfor
these children. Additionally, the surgical reconstruction
itself can be difficult, requiring meticulous attention to
detail and tissuehandling.Thedegreeof virilization and
level of the confluence of the vaginawith the urogenital
sinusisvariableanduniquetoeachgirl.Thereareseveral
options for surgical repair of these anomalies, which
mustbematchedtotheanatomyofthechildtoachievea
functional and cosmetic outcome.Knowledge of each of
thesetechniquesandtheirapplicabilityiscritical.Themain
focus of this article is to address the surgical aspects of

feminizinggenitoplastyforCAH,focusingonthedifferent
types of repairs in use today and when each should be
employed,andoutcomesofclitoroplastyandvaginoplasty.
Amulti-disciplinaryapproachtothesechildrenisimperative,
employinginputfromanendocrinologist,psychologistor
psychiatrist, pediatric surgeon and most importantly, the
family.Weadvocateamulti-disciplinaryconferencewith
each specialist and the family present, to discuss these
issues together. Parents should be encouraged to read
and discuss the views held by national and international
advocacygroupssuchasCongenitalAdrenalHyperplasia
ResearchandEducationSupport(CARES)andtheIntersex
SocietyofNorthAmerica(ISNA).

Session 6.  Hot Topics in Clinical Endocrinology

6.1 Polycystic Ovary Syndrome: Reproductive and 
Metabolic Aspects
Huda Ezzeddin Mustafa, Division of Endocrinology,
Institute ofMedicine, SheikhKhalifaMedical City,Abu
Dhabi,UAE.

Polycysticovariansyndrome(PCOS)isthemostcommon
endocrineabnormalityinwomenintheirreproductiveage.
Baseduponthediagnosticcriteriaused,andthepopulation
studied,itsprevalencerangesfrom4%upto28%.PCOS
is a heterogeneous condition that encompasses a wide
spectrum of hyperandrogenism and ovarian dysfunction.
Bothinsulinresistanceandhyperandrogenemiacontribute
toitscomplexpathophysiology.Eachaccountsfor50-80%
ofPCOScases.Biochemical,clinical,andultrasonographic
featuresofthesyndromearevariableamongstpatients.The
commonest clinical sign is menstrual irregularities (70-
80%), followed by hirsutism (60%). Obesity is reported
to be evident in about 50% of cases. Recent evidence
suggests thatwomenwithPCOSareat an increased risk
of dyslipidemia, abnormal glucose metabolism, and
cardiovascular disease.Treatment of PCOS is tailored to
the clinical presentation. For the largemajority, lifestyle
measures, aiming for a modest weight loss of 5-10%,
are optimal for both the reproductive and the metabolic
effects.Theroleoforalcontraceptivepills,Metformin,and
antiandrogens for the management of hyperandrogenism
andfertilityconcernsareelucidated.
With the increasing prevalence of type 2 Diabetes and
obesity in the population, targeting women with PCOS
withmultidisciplinaryapproachesisacommendablepublic
healthstrategy.Themainobjectiveof thispresentationis
to increase the awareness of physicians investigating or
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treatingwomenwithPCOStoitsdiagnosticandprognostic
challenges.

6.2 Evidence Based Management of Osteoporosis
Pierre Najm, Imperial College London Diabetes Center,
AbuDhabi,UAE.

Noabstract

6.3 Acromegaly Update 2010: A Clinical Review.

AliBKhalil,EndocrinologyDivision,InstituteofMedicine,
SheilkKhalifaMedicalCity,KaramaStreet, P.O. 51900,
AbuDhabi,UAE.

Acromegaly is a condition due to the production of too
muchgrowthhormonebythepituitaryglandaftertheend
ofadolescenceorinsulinlikegrowthfactor.Althoughthe
pituitary tumors associated with acromegaly are nearly
alwaysbenign, the elevatedGHand IGF-I levels lead to
a wide range of cardiovascular, respiratory, endocrine,
andmetabolicmorbiditiesaswellasa32%increasedrisk
for all-cause mortality. The diagnosis of acromegaly is
usuallybasedonclinical,biochemical(concordantGrowth
hormone(GH) and insulin growth factor, (IGF) elevated
levels ) and radiological changes (mass effect). In cases
whereGHandIGF-Iresultsaredivergent,itisimportantto
considerthedegreeofthebiochemicalabnormalityandthe
clinicalcontextbeforeinitiatingfurthertherapy.Therapies
foracromegalyhavetheaimofreducingorcontrollingtumor
growth, inhibiting GH hypersecretion, and normalizing
IGF-Ilevels.Thethreeapproachestotherapyaresurgery,
medical management, and radiotherapy. Each treatment
modalityhasspecificadvantagesanddisadvantages,butthe
optimaluseofthesetreatmentsshouldresultinareduction
inmortalityintheacromegalypatientpopulationcompared
tothatofthegeneralpopulation.Transsphenoidalsurgery
is the treatment of choice for intrasellarmicroadenomas,
noninvasivemacroadenomas(i.e. thosewithoutcavernous
sinus or bone invasion), and when the tumor is causing
compression symptoms (with normalization of IGF-I in
75–95% of patients). Complications of transsphenoidal
surgery in acromegaly are rare and  include transient
oculomotorpalsies, deteriorationofvision, carotid artery
injury,andepistaxis.(occurringinlessthan1%ofpatients).
Approximately40–60%ofmacroadenomasareunlikelyto
becontrolledwithsurgeryalone.Theirhormonalcontrol
might require the inclusion of either primary medical
therapyorprimarysurgicaldebulkingfollowedbymedical

therapyforhormonalcontroland/or radiation therapyfor
treatmentofresidualtumor.
Somatostatin receptor ligands (SRLs) are effective in
controllingGH/IGF-Ihypersecretionandinreducingtumor
size.(≈ 70% of patients receiving SRLs have GH levels
below 2.5 ng/ml and normalized IGF-I), and maximal
benefitmaybeachievedafter10yroftherapy.Pegvisomant
(GHreceptorantagonist)hasanindicationforitsuseeither
asasinglemonotherapyor inassociationwith aSRLin
patientsthathavepersistentlyelevatedIGF-Ilevelsdespite
maximaltherapywithothertreatmentmodalities.
Radiation therapy shouldgenerallybe reserved for third-
line treatment, occasionally as second-line treatment, but
rarelyasfirst-linetreatmentforpatientswhodonothave
tumorgrowthcontrolornormalizationofhormonelevels
receiving GHRA and are at risk of tumor expansion, to
allow for potential termination of such therapy, which
wouldotherwisebelifelong.
As with most medical management decisions, treatment
needstobeindividualizedandanexperiencedteamshould
evaluaterisksandbenefitsforeachpatient
Session7.SymposiumII.

7.1 The Efficacy and Safety of Incretin Mimetics in 
Trials and Clinical Practice.  
TarekM.Fiad.ConsultantDiabetologist.ShaikhKhalifa
MedicalCity,POBox51900,AbuDhabi,UAE.

Type 2 diabetes (T2DM) pauses a major health and
economicburden toaffluentanddeprivedsocietiesalike.
Traditional therapies used by the medical community
included metformin, sulphonylureas and insulin.  The
last 2 decades witnessed the emergence of newer
therapies including alpha-glucosidase inhibitors, insulin
secretagogues, thiazolidinediones and insulin analogues.
Use of such therapies was met with a limited success
owingtominorimpactonglycaemiccontrol,weightgain
and neutral or deleterious cardiovascular sequelae.  For
longtimescientistsrecognizedthatincretinactivityplays
an integralpart in themetabolicderangementunderlying
T2DMandtheworkofmanyyearsreachedfruitionwith
the introduction of twoGlucagon- like peptide–1 (GLP-
1) receptor agonists to the clinical field, Exenatide and
Liraglutide. Both agents lead to improvedβ-cell insulin
secretionanddecreasedglucagonlevelswithameaningful
fall in HBA1c of 1.0 – 1.5 %.  The glucose lowering
properties ofGLP-1R agonists is expressed in a glucose
dependentmannerandtherefore,theuseofthesetherapies
is not associatedwith hypoglycaemia. Among currently
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available glucose lowering therapies, GLP-1R agonists
are the only agents associated with weight reduction of
approximately 2 -4 kg.  Clinical studies demonstrated a
favourableimpactonbloodpressureandlipidparameters
andsmallclinicalstudiessuggestedapossiblecardio-and
neuroprotective effects.  Nausea is the commonest side
effectofGLP-1Ragonistsbuttendtodissipateovertimein
mostpatientsandthesafetydatarelatedtothepossiblelink
withpancreatitisandthyroidneoplasmisveryreassuring.
Inconclusion,GLP-1Ragonistsrepresentanovelapproach
tocontrolhyperglycaemiainT2DMthroughsubcutaneous
injections.TheroleofGLP-1Ragonistsincardiovascular
protection and β-cell preservation requires further
elucidation.

Session 8. Current Perspectives in Endocrinology

8.1 Subclinical Thyroid disease: Treating the Patients or 
the Blood Results?
MMBenbarka,SheikhKhalifaMedicalCity,AbuDhabi,
UAE

NoAbstract

8.2 Contemporary Management of Hyperprolactinaemia 
and Prolactinomas
IyadKsseiry,TheCityHospital,Dubai,UAE.

Hyperprolactinemia can be due tomultiple physiological
andpathologicaletiologies.Medicationscommonlycause
hyperprolactinemiaandtheirusemustbedifferentiatedfrom
pathologic causes. Prolactinomas are the most common
cause of persistent hyperprolactinemia and account for
50%ofthefunctioningpituitarytumors.Themajorityof
prolactinomasaremicroprolactinomas.Theprimarygoalof
treatmentinpatientswithmicroprolactinomaistherecovery
ofgonadalandsexual functionsbynormalizingprolactin
levels,while tumour size reduction is alsoof importance
inpatientswithmacroadenoma.Pharmacologicaltreatment
withdopamineagonistsiscurrentlythetreatmentofchoice
for prolactinoma.These drugs normalize prolactin levels
and significantly reduce tumour volume in the majority
of patients. Drug resistance, and Drug intolerance were
reported in some of patients receiving bromocriptine or
cabergoline.SurgicaltreatmentandRadiationtreatmentare
used in certain situations for those prolactinoma patients
whoareresistanttopharmacologicaltherapyandintolerant
ofdopamineagonists.
Prolactinomasarecommoninfemalesduringreproductive

age.Treatment of prolactinomas usually restores fertility
and results inpregnancies. Inmicroadenomas,due to the
low risk of tumor growth, follow-up without treatment
according to clinical symptoms can be considered. In
macroadenomas, pregnancy should be planned after the
control of tumor growth. Close follow-up or dopamine
agonisttreatmentthroughoutpregnancymaybepreferred
dependingonthepatient.Prolactinmeasurementisoflittle
helpduringpregnancy.Breastfeedingmaybeallowedsince
thedataarenotenoughtobeagainstit.).

8.3 Cushing’s Disease in Young People
MartinO.Savage,DepartmentofEndocrinology,William
HarveyResearchInstitute,BartsandtheLondonSchoolof
Medicine&Dentistry,London,UK

Cushing’s disease (CD) is caused by anACTH-secreting
adenoma of corticotroph cells of the anterior pituitary.
CD is very rare in children and accounts for 75%-80%
pediatric-onset endogenous Cushing’s syndrome. Early
diagnosisandtreatmentisessentialforoptimaltherapeutic
outcome.Wereportdataon41casesaged5.7-17.8yrs(26
male,15 female)managed inourcentreover thepast25
years. Some features differentiated paediatric from adult
CD;malepreponderance,subtleclinicalpresentationwith
weightgain, change in facial appearance,growth failure,
minimalCushingoidsignsandpseudo-precociouspuberty.
Biochemicalchangesweresimilartoadultswithdetectable
ACTH,elevatedurinaryfreecortisolandmidnightserum
cortisol(100%),lackofsuppressioninlowdoseDextest
(89%)andincreasedcortisolresponsetoIVCRH.Pituitary
MRI scan was a poor indicator of the microadenoma,
showing concordance with findings at transsphenoidal
surgery(TSS)inonly34%.Inferiorpetrosalsinussampling
for ACTH (BIPSS), introduced in 1986, identified the
locationofthemicroadenomawithmoreaccuracyshowing
a concordance with surgical findings of 82%. Selective
microadenomectomybyTSSisacceptedfirst-linetherapy
for CD. This is a highly specialized techniquewith few
neurosurgeonshavingexperienceinchildren.Ouroverall
curerate(post-opcortisol<50nmol/l)byTSSalonewas
24/35 cases (69%). In subjects treated since introduction
of BIPSS, the cure rate was 74%. In subjects not cured
by TSS (n=11), second-line therapy was direct external
pituitaryradiotherapy(RT)inadoseof45cGy,whichwas
successful in88%.Post-RT,GHdeficiencywascommon
but anterior pituitary function was otherwise preserved.
Catch-upgrowthwas inducedwithhGH±GnRHanalog
therapyinthemajorityofpatients.Successfulmanagement
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ofpaediatricCDrequiresamultidisciplinaryapproachwith
adultendocrinologistsplayingakeyadvisoryrole.
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Session 9. Occasional Lecture

9.1 Hypopituitarism Replacement Therapy: We 
Can Do Better!
Ibrahim H. Sherif,  The Libyan Board of Medical
Specializations,PObox81308,Tripoli,Libya

Hypopituitarism replacement therapy saves life and has
tremendous impact on its quality resulting in so many
grateful patients.However, there has been little progress
inoptimizationoftherapyandinmakingthereplacement
physiologicalratherthanpharmacological.Thetreatmentis
stillreplacingthetargetorganhormonewithcrudeattempts
tomimicthephysiologicalpatternofthetrophichormone
action, pulsatile nature and diurnal variation in secretion
andthevariableeffectat thereceptor leveldependingon
hormoneconcentrationandtimeofdayitisgiven.
Hypopituitarismisassociatedwithreducedlifeexpectancy
(1) and poor quality of life childless broken marriages.
However, newer replacement protocols will improve a
situation that remained unchanged for many years (2).
Althoughourcurrentprotocolsofreplacementtherapyare
adequate (3),we should endeavor to achieve: 1.Thyroid
hormone replacement without compromising cardiac
or bone health and find a marker for optimal thyroxine
replacement  2. Cortisol replacement mimicking the

normal physiological pattern and avoiding intermittent
supraphysiological doses 3. Androgen replacement for
both sexes to achieve a satisfactory libido and maintain
thesanctityofmarriage4.Oestrogentherapyforwomen
below the age of 50 to maintain as near normal female
function as possible 5. Gonadotrophin replacement to
achievespermatogenesis inthemaleandovulationinthe
female 6. Growth hormone replacement therapy for the
under50satleast7.Preventionofosteoporosisand8.A
meaningfulincreaseinlifeexpectancy
Ahypopituitarypatientshouldfeelandlooklikethepeers
in their gender with near normal life expectancy, a job,
a normal sexual function and a happy married life with
childreniftheychoose.
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Session 10.  Symposium III.

Recent Advances in Insulin Therapy: Improving 
Efficacy and Enhancing Safety ! 
WaleedAldahi,DepartmentofDiabetesandEndocrinology,
MubarakAlKabeerHospital,Kuwait.

NoAbstract

Session 11.  State of the Science Lecture
 
11.1 How to Approach Monogenic Diabetes of 
Unknown Etiology?
SianEllard,InstituteofBiomedicalandClinicalScience,
PeninsulaMedicalSchool,Exeter,UK.

In recent years there has been significant progress in
definingthegeneticaetiologyofneonataldiabetes(NDM).
Itislikelythatallcasesresultfromsinglegenedisorders
sincemarkersofautoimmunityassociatedwithpolygenic
type 1 diabetes are rare in patients diagnosed before 6
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months.

Activating mutations in the KCNJ11 andABCC8 genes
encoding the Kir6.2 and SUR1 subunits of the beta-cell
ATP sensitive potassium (KATP) channel are the most
commoncauseofneonataldiabetes,accountingforaround
40%ofcase.Themajority(~90%)ofpatientscanachieve
improvedglycaemiccontrolonhighdosesulphonylureas.
INS (insulin) genemutations are the nextmost common
causeofNDM;eitherrecessivelossoffunctionmutations
or dominantly acting mutations that affect folding of
the proinsulin molecule with consequent endoplasmic
reticulumstress.
Animal models can inform the search for new genetic
aetiologies and the development of next generation
sequencingtechnologiesprovidesexcitingpossibilitiesfor
largescalesequencingstudies.
Theidentificationofspecificgeneticsubtypesofneonatal
diabetesnotonlyprovidesaccurateinformationregarding
inheritance and prognosis, but can inform treatment
decisionsandimproveclinicaloutcome.

Session 12.  Perspectives in Pediatric and Adolescent 
Endocrinology

12.1 Regional Lecture:  Growth and Endocrine 
Complications of Beta Thalassemia Major
AbdelHadiMHabeb,PaediatricEndocrineUnit,Maternity
&ChildrenHospital,Al-Madinah,KSA

Beta thalassemia major (β thal) is a severe autosomal
recessive anaemia that is common in the Middle East.
Although intensive transfusion regimen increased the
lifeexpectancyofaffectedindividuals,itcanleadtoiron
deposition in various body tissues of which endocrine
systemisnoexception.
Theprevalenceofendocrinedysfunctioninβthalvarious
between different centres with hypogonadism and short
stature are the commonest. Patients are also at risk of
hypothyroidism,hypoparathyroidism,diabetes,osteopenia
and osteoporosis. Most endocrinopathies in β thal are
related to the toxic effects of iron on endocrine glands,
howevershortstatureismultifactorialandrarelycausedby
growthhormonedeficiency.
InAl-Madinah region,we found that around50%ofour
transfusion dependent β thal patients have at least one
endocrine dysfunction. The commonest of which was
hypogonadism(23%)followedbyshortstature(20%).The
main risk factors for developing endocrinopathies were

olderageandlongerdurationoftransfusion.Interestingly,
serumferritinwasnotsignificantlyrelatedtothepresence
ofendocrinedysfunctioninourcohort.
While prevention of endocrine complications of β thal
remainsachallenge,regularscreeningforearlydetection
isessential.
The lecture will provide an overview of endocrine
complicationsofβthalandhighlightourexperienceofthe
management of endocrinopathies in children and young
adultswithβthalviajointendocrine-haematologyclinic.

12.2 Pitfalls in Diagnosis and Management of Diabetic 
Ketoacidosis in Young People.
WalidKaplan,Houston,USA.

Diabeticketoacidosis(DKA)isaseveremetabolicdisorder
thatisseenmainlyinpatientswithtype1diabetes,butit
canalsodevelop,albeittoalessextent,intype2diabetes
patients. It is usually encountered in newly diagnosed
diabetic patients. However, it can happen anytime
throughoutthecourseofthediseaseduetopoorcompliance
oracuteillnesses.
Duetothehigherriskofcomplicationsinpediatricpatients,
it is crucial that diagnosis and treatment are concise and
well planned. While there are limited evidence-based
data pertaining to the best treatment modalities of DKA
in children, the International Society for Pediatric and
AdolescentDiabetes(ISPAD),alongwithotherinternational
pediatric endocrinology groups have developed clinical
practiceconsensusguidelinescompendiumin2009based
ontheavailablebodyofevidenceandtheexpertconsensus
orclinicalexperience.
The following points regarding DKA in children are
worth special attention, definition, pathophysiology and
prevalence,clinicalandbiochemicalfindings,recommended
approachandmonitoring,commontreatmentmistakesand
finally,riskfactorandpresentationcerebraledema.

12.3 Type 2 Diabetes in Young People.
AsmaDeeb,DepartmentofPaediatrics,MafraqHospital,
Mafraq,AbuDhabi,UnitedArabEmirates.

Type 2 DiabetesMellitus (Type 2 DM) in children is a
growingepidemiologicalproblem.Whiletype2DMwas
unheardof toPaediatricEndocrinologists in thepast, the
incidence of the disease has now increased considerably
andchildrenwithtype2arenowadayscommonlyseenin
Paediatricclinics.Incontrarytotheoldteachingconcepts,
there is a major overlap of features of type 2 DM in
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childrenanddifferentiationof theactual typeofdiabetes
in a given child can be challenging. There are evidence
thatautoimmunityperseisnolongerasoledifferentiating
factorbetweentype1andtype2inchildren.Thepositive
evidenceofautoimmunityinchildrenwithtype2clinical
phenotype results in misdiagnosing genuinely insulin-
resistant children as type 1. On the other hand, the
increased incidence in obesity can lead to misdiagnosis
ofobesechildrenwithtype1DMastype2.Althoughthe
underlying pathophysiology for type 2 DM in children
might be similar to that in adults, there are key features
peculiar to the paediatric age group. These include the
clinicalpresentation,responsetotreatment,co-morbidities
and the disease natural history. There is a wealth of
informationintheliteratureaboutObesityandtype2DM
prevalenceglobally.However,therearenodataonclinical
trialsorclearguidelinesaboutmanagementoftype2DM
inchildren.Inparticular,thereisnointernationalconsensus
in relation to theuseofvaryingantidiabetesmedication
in children and adolescents.An overview of the disease
prevalence,clinicalpresentationsandspecialfeatureswill
bediscussed.
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Session 13. Inter-disciplinary Endocrinology

13.1 Management of Diabetes and Endocrine Disorders 
During Pregnancy:  An Obstetric  Physician’s 
Perspective
BashirTahaSalih,ObstetricMedicineServices,Corniche
Hospital,SalamStreet,AbuDhabi,UnitedArabEmirates.

CornicheHospital is themajorMaternityHospital in the
UAEwithmorethan8000deliveriesperannum.Diabetes
inpregnancyisamajorcauseofmorbidityandmortality
formother and the newborn.  16% of patients delivered
in Corniche Hospital are diabetic (pre-gestational or
gestational) and 35% of them areUAE nationals.   Pre-
conceptional counseling by Health Care Providers and
screening before or early in pregnancy and tight control
throughout pregnancy is mandatory for successful
outcome.Managementofthisgroupofpatientshouldbe
inamultidisciplinaryteamwherethepatientandherfamily

areactivelyinvolved.
MultipleInsulininjections(rapidandlongacting)maybe
requiredtoachievegoodcontrol,butrecentstudieshave
shown thatoral hypoglycaemic agents canbeused– i.e.
Metformin(MigTrial).
Otherendocrinopathiesareofgreatinfluenceonconception
and pregnancy outcome. Thyroid gland dysfunctions are
associatedwithrecurrentmiscarriage,prematuredelivery
andothermorbiditiesformotherandhernewborn.Tumors
oftheadrenalglandandthepituitaryarerelativelyrarein
pregnancyandneedclosemonitoringandamultidisciplinary
approach. Pituitary macroadenoma can be treated with
Dopamine receptor agonists throughout pregnancy with
regularvisualfieldstesting.Pheochromocytoma,isarare
neuroendocrine tumor, caused by the overproduction of
catecholamines in the adrenalmedulla. The incidence in
pregnancyisreported1in50,000butifnotdiagnosedthe
maternalandfetalmortalityrateisextremelyhigh.

13.2 Diabetes in Adolescents: When to Transition Care?
EimanAwadAbdelrahman, Department ofMedicine,Al
AinMilitaryMedicalCenter,AlAin,UnitedArabEmirates.

Thenumberofnewlydiagnoseddiabeticsisconstantlyon
theriseincludingtype1diabetesinchildrenandadolescents.
On the other hand, there are many new cases of type 2
diabetesbeingreportedintheyoung,hencecametheneed
totailorcarebasedonthespecificneedsandchallengesof
this special agegroup. Transitionof care fromPediatric
providerstoadultcaregivershavetobepreparedforand
organizedtomaintaintheintegrityofcare.
Adolescentsaredefinedasthoseyoungpeoplebetweenthe
agesof14and18years.Eachhealthcare facilityhas its
owncutoffageintermsofwhensuchyoungpeopleneed
tobetransitionedtoadultcare.Howeverthedecisionasfor
theexact time for transitiondependson thephysicaland
theemotionalmaturityoftheindividual.Adolescentswith
chronicillnessrequirespecialattentionduetothepeculiarity
oftheirsituationconsideringtheroleofpubertyhormones,
whichmakethemvulnerabletoemotionalturmoil.Thisis
aggravatedinthepresenceofchronicillness.
Diabetes is considered among the most devastating and
emotionally disturbing illnesses due to limitations and
restrictionsrequiredfordiabetescare,whichaffectsdaily
life activities.The aim of diabetes care in adolescents is
to offer support and guidance and promote physical and
psychological well-being. Achieve optimal glycemic
control,provideadequate.Screeningforearlydetectionof
complications.Ensureproperintegrationinschool,social
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andworkinglifeoftheirpeers.Allofdiabetessubgroups
are seen in adolescents including type1, type2, MODY,
secondary diabetes andgestational diabetes.The latter is
notascommonasseeninwesterncommunities.
Special emphasis should be considered regarding acute
complications such asDKA and hypoglycemia. Looking
forearlysignsofchroniccomplicationssuchasretinopathy,
nephropathy is mandatory. Screening for depression
especially for type 1 patients should be done on annual
bases. Screening for associated autoimmune diseases
such as thyroid diseases and celiac disease should be on
diagnosis.
Specialchallengesincludethepubertalhormonalchanges,
whichcreatesmoreinsulinresistanceandincreasedinsulin
requirements.Adolescents’ rebellion and experimentation
leadtodecreasedadherencetotreatmentregimens.Special
counselingshouldbegivenforpatientswitheatingdisorders
anddistortedbodyimage.Attheend,transitionofdiabetic
patientsshouldbeplannedforandnegotiatedbetweenthe
patient,parents,pediatricianandadultcareteamtoensure
asmoothandsuccessfultransition.
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13.3 The Adult Turner: Reproductive, 
Cardiovascular and Metabolic Perspectives
Abdulrazzaq Ali Al Madani, Department of Medicine,
DubaiHospital,Dubai,UAE.

Turner syndrome is a genetic disorder in which an X
chromosome is missing or structurally abnormal. Girls
with Turner syndrome, are usually diagnosed at early
age, especially if theypresentwith characteristic clinical
features,fewofthemarediagnosedlateinadolescentage
whentheypresentwithshortstatureorprimaryamenorrhea.
Short stature is the most common feature of Turner
syndrome, this is usually treated with growth hormone
bythepediatricendocrinologist,buttherearemanyother
recognizablecharacteristicswhichmayalsoexistinadults
withTurner syndromeandneedcare and attention.Girls
andwomenwithTurnersyndromeareatincreasedriskfor
cardiovascular problems, these include congenital heart

anomalies, premature ischaemic heart disease and aortic
dissection. Autoimmune hypothyroidism (Hashimoto
thyroiditis) occurs in up to 35% of patients, they have
twice the risk of the general population for developing
type2diabetesandtheriskofdevelopingosteoporosisin
womenwithTurnersyndromeis10-foldgreaterthanthat
ofthegeneralpopulation,estrogendeficiencyinadulthood
is an important factor that contributes to osteopenia and
osteoporosis. Ovarian failure and infertility is another
concern for women with Turner syndrome. Ovarian
dysgenesisaffectsabout95%ofgirlswithTurnersyndrome,
theseresultsindelayedorabsentsexualdevelopment;they
failtoenterpubertyand,therefore,areinfertile.
CardiovascularanomaliesareacommonfeatureofTurner
syndrome; they are a major cause of morbidity and the
highestcauseofdeathinthesepatients.Themostfrequent
defects include co-arctation of the aorta, bicuspid aortic
valve,andaorticatresia.Theprevalenceofaorticdissection
inTurnersyndromeisincreasedaswell.


