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Comment on: Prevalence of 
diabetes mellitus in a Saudi 
community Ann Saudi Med 
2011;31(1):19-23 

To the Editor: The original ar-
ticle published by Alqurashi et al in 
the January-February 2011 of the 
Annals.1 provided valuable informa-
tion regarding the most common 
non-communicable disease affect-
ing the population in their produc-
tive life. However, some limitations 
that we would like to point out in-
clude:
1)  In the section on methodology, 

the characteristics of the popula-
tion served by the department of 
primary care are not mentioned 
in the article. Moreover, it is not 
clear whether this department is 
the only center receiving patients 
from the defined geographical 
area since the availability, accessi-
bility and acceptability factors re-
lated to the services provided will 
affect the obtained prevalence as 
well as the profile (age, gender) of 
the diabetic patients.

2)  Statistical tests mentioned in the 
methodology include univariate 
analysis, t test, Pearson correla-
tion and linear regression but re-
sults do not show the application 
of any of these tests. 

3)  In the results section authors 
have reported a total of 6024 pa-
tients, but the total in the text as 
well as the Table 1 does not add 
up to this. In other words, au-
thors have not mentioned about 
missing values. In Figure 1, the 
values given in x axis with regard 
to categorization of BMI are not 
correct (18.5-54.9). The refer-
ence for the categorization of 
BMI is not found in the article.
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Reply

We appreciate with interests raised 
by Dr. Jayadevan Sreedharan.

The department of primary care 
shares medical care with the diabetic 
centre at the endocrinology depart-
ment. We felt it would be wise to 
involve cohorts of patients through 
the primary care department to 
avoid bias of including patients 
with diabetes that are followed by 
the diabetic centre. Moreover, the 
characteristic of the population 
were mentioned in Table 1. There 
were 56 patients excluded out of 
6024 patients screened as there was 
no documented history and labora-
tory neither diabetic medications to 
document their history of diabetes.

Statistical tests mentioned in 
the methodology include univari-
ate analysis, t test, Pearson correla-
tion and linear regression that were 
used as indicated statistically and 
are shown in the results and the 
discussion sections. In Figure 1, the 
values given in x axis with regard to 
categorization of BMI are not cor-
rectly typed (18.5-54.9). The cor-

rect value is (18.5-24.9). We thank 
you for giving us the opportunity to 
respond and clarify such issues.
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Comment on: Early cho-
lestasis in neonatal lupus 
erythematosus. Ann Saudi 
Med 2011; 31: 80-2

To the Editor:  I have two com-
ments on the interesting case report 
by Shahian et al1 on the early cho-
lestasis in neonatal lupus erythe-
matosus (NLE). First, Shahian et 
al1 has added substantially to the 
scarcely reported cases of cholesta-
sis in NLE in the first week of life.2 
Actually, liver involvement has been 
noted incidentally in NLE, but it 
has generally been attributed to 
the hemodynamic compromise as 
a result of congenital heart block or 
systemic toxic reactions.3 Despite 
the overtly clinical jaundice and bio-
chemically deranged hepatic profile 
in the studied case report,1 liver bi-
opsy, a critical diagnostic tool, was 
not contemplated. Various patho-
logic changes could be revealed 
by liver biopsy including giant cell 
transformation, ductal obstruction, 
and extramedullary hematopoiesis. 
It is speculated that neonatal hepa-
titis proceeding to hepatic fibrosis 
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may occur in NLE, analogous to 
the occurrence of “idiopathic” con-
genital heart block. The neonatal 
hepatitis associated with NLE is a 
form distinguishable from the “idio-
pathic” group.3 

Second, I presume that the main 
pillar supporting the diagnosis 
of the NLE in the Shahian et al’s 
case report1 was the serologic tests, 
namely positive antinuclear anti-
bodies, anti-Ro (SSA), and anti-La 
(SSB) antibodies. However, anti-ds 
DNA antibodies, anti-SM antibod-
ies, and anti-U RNP antibodies 
were not detected. It is noteworthy 
that NLE could present with nega-
tive anti-Ro (SSA), anti-La (SSB) 
antibodies but with positive anti-
RNP antibodies. In such instances, 
NLE has atypical presentation. 
Moreover, though these infants are 
negative for anti-Ro and anti-La an-
tibodies with immunodiffusion and 
ELISA techniques, these antibodies 
might be detectable by immunob-
lotting.4,5
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The corresponding author of   
Shahian et al declined to reply.

Comment on: Outcome of 
a newborn hearing screen-
ing program in a tertiary 
hospital in Malaysia: The 
first five years Ann Saudi 
Med 2011; 31: 24-8

To the Editor:  Despite the fact 
that the low prevalence of hearing 
impairment (HI) (0.09%) reported 
by Ahmad et al1 is apparently pleas-
ing, I presume that the actual preva-
lence is underestimated. Apart from 
the high default rate in the Ahmad 
et al’s study1 (33.9% and 40.7% in 
the second and third screening, 
respectively), the following consid-
erations must not be overlooked. 
The techniques used within the 
newborn hearing screening (NHS) 
in the Ahmad et al’s study,1 notably 
transient evoked otoacoustic emis-
sions (TEOAE) and automated au-
ditory brainstem response (AABR) 
have limitations in HI detection. 
The protocols used in the NHS 
might have various specificities and 
false positive rates and, hence, alter 
the prevalence of HI. In a recent 
Brazilian study,2 the specificity and 
the false positive rate were assessed 
in three protocols of NHS: protocol 
1, NHS was carried out in 2 steps 
using TEOAE; protocol 2, NHS 

was carried out in 2 steps using 
AABR; and protocol 3, NHS was 
carried out in 1 step, using the 2 pro-
cedures, testing with TEOAE fol-
lowed by a retest with AABR for all 
the newborns who did not pass the 
TEOAE testing. The study showed 
that the false positive rate and con-
sequently specificity were better for 
the protocol using AABR, followed 
respectively by the protocol using 
TEOAE and using both TEOAE 
and AABR. Additionally, a semi-
automated multiple auditory steady 
state responses (MSSR) screening 
system has recently shown prom-
ising advantages. The diagnostic 
sensibility and the positive predic-
tive values of the MSSR semi-
automatic screening system were 
found to be 100% and 96%, respec-
tively, with a specificity of 96% and 
negative predictive values of 100%.3 
Therefore, it could be suggested as 
a better alternative than TEOAE 
and AABR for NHS. Additionally, 
HI might be hereditary and several 
hundred genes are implicated in its 
causation. A Malaysian study has 
shown that 25% of deaf children 
had a mutation in their GJB2 gene 
and 62% of these children demon-
strated V37I missense mutation.4 It 
is currently believed that combined 
audiological and molecular genetic 
screening might be helpful for the 
early detection of deafness, includ-
ing those with only slightly manifest 
hearing loss at birth.5 Considering 
the aforementioned remarks it is 
critical to better highlight the actual 
prevalence of HI and, consequently, 
allow institution of suitable early 
rehabilitation treatment or surgical 
intervention. 
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