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Author’s reply

We thank Drs Szawarski and Pun(1) for their keen interest in our case report.(2) We agree with the authors that causality cannot 

be established with certainty in this case. Our main aim for reporting this case was to highlight that headache and vomiting 

in an individual are common on induction to high altitude, and they are commonly attributed to acute mountain sickness  

and high altitude cerebral oedema, if associated with signs of neurological dysfunction. However, delayed occurrence of such  

symptoms in an individual who has gradual ascent to high altitude with acclimatisation should be viewed with suspicion. Such cases 

should be investigated for underlying serious neurological disorders, which if missed, can lead to serious adverse consequences. 

As pointed out in our report, haemorrhage in previously undetected small pituitary adenoma cannot be ruled out. We also agree 

with the authors that rapid descent to lower altitude remains the mainstay of treatment. However, where this is not feasible, hyperbaric  

chamber(1) or even pressurised body suits(3) can been used.

Yours sincerely,

Brar KS

Department of Endocrinology and Metabolism, Army Hospital (Research & Referral), New Delhi 110010, India. ksbrar32@hotmail.com

references

1. Szawarski P, Pun M. Pituitary apoplexy and high altitude. Singapore Med J 2012; 53:559.
2. Brar KS, Garg MK. High altitude-induced pituitary apoplexy. Singapore Med J 2012; 53:e117-9.
3. Rao KS, Narayanan K, Garg MK. High altitude pulmonary edema. API Medical Update 1992; 2:245-52.
4. Balldin UI. Explosive decompression of subjects up to a 20,000-m altitude using a two-pressure flying suit. Aviat Space Environ Med 1978; 49:599-602.


