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treated in line of DKA with parenteral fluid, electrolytes, 
and insulin infusion that resulted in an improvement 
in hyperglycemia, but the persistence of HAGMA and 
lack of improvement of neurologic status. Urinary 
organic acid analysis revealed increased methylmalonic 
acid levels. He also had hyperhomocysteinemia and 
homocystinuria in the presence of normal Vitamin B12 
levels. There was some improvement in the neurologic 
status and metabolic parameters after treatment with 
low‑protein diet, vitamin B12, folic acid, and L‑carnitine, 
but he succumbed to polymicrobial nosocomial sepsis.

Six of these nine (2/3rd) reported cases of MMA presented 
as DKA died, without any information on long term 
outcome of those who survived. So, DKA is an exceptional 
manifestation of MMA and could be a marker of poor 
prognosis.[9‑11] The unusual presentation of MMA as DKA 
reminds us of the wide clinical spectrum of inborn errors of 
metabolism. In very young patients, who present with DKA 
and on being treatment with fluid and insulin show rapid 
improvement in hyperglycemia and/or poor response in 
metabolic acidosis or neurological status should be worked 
up for organic acidemia in particular MMA.
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Mortality patterns among 
critically ill children in a 
pediatric intensive care 
unit of a developing 
country
Sir,

Siddiqui et  al. addressed in their interesting study 
that limitation of life support treatment  (do not 
resuscitate [DNR] + withdrawal of life support treatment) 
was found to be the most common cause of death 
among critically ill children in the pediatric intensive 
care unit  (PICU) and parents were always involved 
in the end‑of‑life  (EOL) care decision‑making.[1] It is 
obvious that different religions have considered that the 
preservation of life is sacrosanct. The ethical principle of 
preservation of life is to treat a patient’s illness with the 
aim of prolonging life. However, this concept has been 
recently re‑evaluated in the light of evolution of many 
factors affecting survival and quality of life of critically ill 
patients such as an often incurable or at least doubtfully 
curable underlying illness, treatment cost, therapy‑related 
complications, severe pain, and immunosuppression. 
Important intercontinental differences do exist toward 
EOL issues in PICUs. Although the legal and ethical 
situation is rapidly evolving, a certain degree of 
paternalism seems to persist among European and 
South‑American caregivers. Moreover, ethical principles 
depend on the cultural roots of countries or continents, 
emphasizing the need to foster dialogue on EOL issues 
around the world to learn from each other and improve 
EOL care in PICUs.[2] The Islamic religion viewpoint on 
EOL issues necessitates meticulous attention in Muslim 
countries, including Pakistan. At several Islamic juridical 
council meetings held in Mecca, Jeddah, and Amman over 
the past few decades, Muslim jurists of different schools 
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ruled that once invasive treatment has been intensified 
to save the life of a critical patient, lifesaving equipment 
cannot be turned off unless the physicians are certain 
about the inevitability of death. The Islamic religion 
concepts concerning DNR decision have been clarified by 
the Presidency of the Administration of Islamic Research 
and Ifta, Riyadh, Kingdom of Saudi Arabia, in their 
fatwa No. 12086 issued on 30.6.1409 (Hijra) (1988 [AD]). 
The fatwa states that: “If three knowledgeable and 
trustworthy physicians agreed that the patient condition 
is hopeless; the life supporting machines can be withheld 
or withdrawn. The family members’ opinion is not 
included in decision making as they are unqualified to 
make such decisions.”[3] Actually, no obstacles do exist 
in the implementation of that prerequisite in intensive 
care units in Muslim countries. Islamic law governs EOL 
legal issues in Muslim countries as there is a specific 
legal terminology, derived from the Qura’an  (holy 
book of Muslims) and Sunnah  (verses of Prophet 
Muhammad [peace be upon him]), which is used to settle 
conflicts in EOL care. This contrasts with the nonMuslim 
countries, particularly in America and Europe, which has 
a secular system of law that informs EOL issues. Hence, it 
would be difficult for Muslims who constitute minorities 
in these countries to follow Qura’an and Sunnah laws in 
making EOF decisions for terminally‑ill patients.
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Comments on “Candida 
glabrata candidemia; 
an emerging threat in 
critically ill patients”

Sir,
The article “Candida glabrata candidemia; An emerging 

threat in critically ill patients” very well highlights the 
importance of this emerging species.[1] Due to delay in 
time to positivity for blood culture, empirical antifungal 
therapy is an important strategy in the management of 
invasive candidiasis, more so for C. glabrata infection. 
Appropriate empirical therapy requires identification 
of high risk group. In the present study, authors 
have reported broad spectrum antibiotic, mechanical 
ventilation, central venous catheter, diabetes mellitus 
and age  >65  years as risk factors for C. glabrata 
candidemia. We agree with Chakrabarti’s view that 
due to lack of control group in the study, it is difficult 
to draw any inference regarding the risk factors.[2]

At least two authors have attempted to develop risk 
model to predict C. glabrata candidemia.

Tapia et  al. studied 246  cases of candidemia, out of 
which 68  cases were due to C. glabrata.[3] Four factors 
independently associated with C. glabrata candidemia 
were absence of renal failure, <7 days in the hospital, 
abdominal surgery and fluconazole use. The model had 
moderately good discriminating ability between C.glabarata 
candidemia and non C. glabrata candidemia  (c‑statistic 
value 0.727 [95% confidence interval: 0.635–0.775]).

Another risk prediction model was developed by 
Cohen et al. in a study including 48 C. glabrata candidemia 
patients and 106 had nonglabrata fungemia.[4] The 
model identified six factors independently associated 
with C. glabrata candidemia. These were age >60 years, 
recent abdominal surgery, interval from intensive care 
unit admission to first positive blood culture <7 days, 
recent use of cephalosporins, solid tumor, and 
absence of diabetes mellitus. The model had good 
discriminating ability  (c‑statistics value 0.89).These 
models require external validation before they can be 
generalized in different cohorts.

Both above described models have identified gastro 
surgery as an independent risk factor for C. glabrata 
candidemia.[3,4] C. glabrata is a frequent gut colonizer 
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