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Thank you for the interest in the ar-
ticle1 and valuable remarks given.2 
Our comments are as follows:

TEOAE is used in the protocol 
for universal hearing screening in 
our set up because of its cost-effec-
tiveness for a large-scale newborn 
population. It is undoubtedly true 
that automated auditory brainstem 
response (AABR) is superior in 
term of specificity as compared to 
the TEOAE alone, as described in 
the Brazilian study.3 However, as far 
as other limitations are concerned, 
for example, the cost, manpower of 
trained personnel and duration of 
the procedure, our centre opted to 
use TEOAE. In the future, if the 
hurdles are reduced, the direction 
is towards the AABR as a standard 
screening tool.

Multiple auditory steady state 
response (MSSR) is still not widely 
used as a screening tool because it 
is still under study.  Although the 
diagnostic sensibility and specific-
ity of the MSSR semi-automatic 
screening system was 100% and 
96%, respectively, as the author cor-
rectly concluded its use in the con-
text of universal newborn hearing 
screening program may necessitate 
further technological improve-
ments.4 

Though it has been documented 
that mutations in the GJB2 gene 
are responsible for half of the 
cases of autosomal recessive, non-
syndromic hearing loss with the 
35 delG mutation to be the com-
monest, but it may not be true in 
the other populations including 
ours.5 Therefore, different kits may 
be needed for different races if mo-
lecular genetic screening is to be ap-
plied in the mass screening as in the 
context of universal hearing screen-
ing program.

Recurrent abdominal pain 
and bloody ascites

To the Editor: Encapsulating 
peritoneal sclerosis (EPS) is a rare 
and serious complication of perito-
neal dialysis, characterized by thick-
ened peritoneal membranes, leading 
to ultra-filtration failure and intesti-
nal obstruction. The incidence and 
mortality rates of EPS in patients on 
continuous ambulatory peritoneal 
dialysis (CAPD) are approximately 
0.5%-2.8% and 24%-84%, respec-
tively, and the incidence appears 
to be increasing.1 The early clinical 
manifestations, like abdominal pain 

and bloody ascites, are nonspecific 
and often not recognized. Diagnosis 
is often delayed, being clinched at a 
late stage of EPS, presenting with 
partial or complete small bowel ob-
struction combined with malnutri-
tion. Our case highlights the fact 
that non-sterile bloody ascites can be 
an early sign of EPS, and computed 
tomography (CT) is a noninvasive 
and useful tool to aid in the diagno-
sis of EPS.

A 53-year-old man presented 
three times to the emergency de-
partment with recurrent abdominal 
pain associated with nausea, vom-
iting and weight loss of 7 kg in 2 
months. He had uremia on CAPD 
for 8 years with 5 episodes of peri-
tonitis and 2 episodes of bloody 
dialysates, and he then switched to 
hemodialysis 6 months previously. 
Physical examination revealed mal-
nutrition with muscle mass wasting, 
pale conjunctiva, soft abdomen with 
diffuse tenderness, shifting dull-
ness and diminished bowel sounds. 
Pertinent laboratory data revealed 
hemoglobin of 7.8 g/dL; albumin, 
2.8 g/dL; C-reactive protein, 6.9 
mg/dL. Abdominal tapping revealed 
bloody ascites without infection or 
malignancy.  Abdominal CT showed 
ascites, peritoneal membrane thick-
ening and bowel wall calcification 
(Figure 1); and bowel loop tether-
ing posterior to lobulated fluid col-
lection on retraction of the root of 

Figure 1. Abdominal computed 
tomography (CT) showing ascites, 
peritoneal membrane thickening (red 
arrow) and bowel wall calcification (red 
arrowhead)
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