
markedly to a peak of about 45% and
then stabilized at about 15% in June. 

In Canada the first case of SARS was
reported on Feb. 23 and the first 10
deaths were reported on Apr. 7. The
case-fatality rate on that date was 38.5%;
it fell to about 20% by the end of April
and stabilized at about 17% in late June. 

Finally, in Hong Kong case-fatality
rates were very high (about 71%) early in
the outbreak but later fell to about 17%. 

According to recent data from Hong
Kong,8 hospital death rates among pa-
tients at least 60 years of age peaked
sharply at about 12 days after admission,
whereas younger patients showed maxi-
mal (and lower) peak death rates at
about 18 days. Thus, to understand the
differences in case-fatality rates over
time and between countries it is impor-
tant to take age into account. Another
factor that might explain initially high
rates is physicians’ lack of clinical expe-
rience with the disease early in the out-
break. Published reports9,10 suggest wide
variation in therapy, which might also
affect outcome. In addition, there has
been considerable speculation that there
may be different genetic forms of the
virus (i.e., different degrees of virulence

for the same virus) or that the virus has
become less virulent over time. 

Wing K. Fung
Philip L.H. Yu
Department of Statistics and Actuarial 
Science

The University of Hong Kong
Hong Kong, China
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Pediatric diabetic
ketoacidosis

We read with interest the recent re-
view of diagnosis and treatment

of diabetic ketoacidosis by Jean-Louis
Chiasson and associates.1 However, it
was unclear whether the therapeutic ap-
proach was being recommended for all
patients, regardless of age.

We feel that diabetic ketoacidosis
should be approached and treated dif-
ferently in children. In particular, the
risk of cerebral edema is significantly
higher in children and adolescents: the
reported incidence ranges from 0.7%
to 3%, and this complication is associ-
ated with substantial morbidity (21% to
35%) and mortality (20% to 25%). Al-
though the mechanism and risk factors
remain controversial, it appears that the
risk is higher among those presenting
with new-onset diabetes,2,3 with lower
initial partial pressure of carbon dioxide
and higher initial blood urea suggesting
more severe acidosis and dehydration.3

Possible aspects of treatment include
rapid administration of hypotonic
fluids4,5 and use of bicarbonate.2

As a result of these factors, pediatric
treatment protocols recommend more
conservative fluid replacement.6,7

Whereas Chiasson and associates1 rec-
ommend starting with 15 to 20 mL/kg
of isotonic saline, for children the rec-
ommendation is 5 to 10 mL/kg in the
first hour, with higher rates used only
in patients with significant hemody-
namic compromise. Fluid replacement
should be calculated over a 48-hour pe-
riod. In addition, the use of bicarbonate
is not routine for all pediatric patients
with pH less than 7.0, and bicarbonate
may in fact increase the risk of cerebral
edema in children.2 We agree with the
recommendation not to give an intra-

Correspondance

278 JAMC • 19 AOÛT 2003; 169 (4)

Fig. 1: Case-fatality rate for SARS in Taiwan, Canada and Hong Kong.2-6
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venous bolus of insulin at the initiation
of insulin therapy. 

Many children present to emergency
departments staffed by physicians who
have a wealth of experience in the man-
agement of adult patients with diabetic
ketoacidosis but who may not be famil-
iar with the different management con-
siderations required for children and
adolescents with this condition. We feel
it is important to increase awareness of
the more conservative fluid manage-
ment recommended for pediatric pa-
tients, in the hope that this may de-
crease the incidence of cerebral edema
and improve outcomes.

Sarah Lawrence
Danièle Pacaud
Heather Dean
Margaret Lawson
Denis Daneman
Pediatric Section
Clinical Practice Guideline Expert 
Committee 

Canadian Diabetes Association
Toronto, Ont.
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[One of the authors responds:]

Sarah Lawrence and colleagues are
correct: our paper addresses hyper-

glycemic decompensation in adults

only. This was clearly stated in the in-
troduction in an early version of the
manuscript, but the information was in-
advertently omitted from the final,
shortened version. However, the target
age group is mentioned in the caption
for Fig. 2 of our article. 

Jean-Louis Chiasson
Head, Research Group on Diabetes 
and Metabolic Regulation

Université de Montréal
Montréal, Que.
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Opt out, not opt in

According to a document recently
published by the US Centers for

Disease Control and Prevention,1 the
province of Ontario, which uses an opt-
in approach to prenatal screening for
HIV infection, had an abysmal testing
rate of only 54%. Such a low rate is
clearly unacceptable. Critics of the opt-
out strategy argue that it eliminates a
woman’s autonomy and that it is uneth-
ical to perform such an important test
without true informed consent. How-
ever, given that antiretroviral therapy in
HIV-positive pregnant women can po-
tentially reduce vertical transmission
rates from about 25% to less than 2%,
as reported by Sharon Walmsley in her
recent commentary,2 is there really any
argument for continuing to offer test-
ing on an opt-in basis? 

Mark H. Yudin
Obstetrics, Gynecology, & Reproductive 
Infectious Diseases

St. Michael’s Hospital
Toronto, Ont.
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The drivers of self-discharge

Richard Saitz suggests that intra-
venous drug use, dates of distribu-

tion of welfare cheques and other fac-
tors may be reasons for patients
wanting to be discharged from hospital
against doctors’ orders.1

But has Saitz ever been a patient on an
acute care surgical ward? I was admitted
to hospital for removal of my gallbladder,
which led to an 8-day stay because full
open surgery and insertion of a Jackson-
Pratt drain were required. Besides the
abominable food and resultant hunger
and acid reflux, the constant noise (beep-
ing IV pumps and ringing telephones)
prevented sleep, day or night. The nurses
were fantastic but should have been is-
sued roller skates. Around 4 am there was
generally a lull and I was able to doze off,
only to be awakened by someone pushing
the door open to see if I was OK. Getting
back to sleep was almost impossible. Add
to all this the patient down the hall who
was smoking in his room (I am allergic to
smoke), and you can understand why I
announced on day 8 that if the doctor did
not sign my discharge, I intended to dis-
charge myself.

Anne Sutton Brown
Montréal, Que.
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[The author responds:]

Anne Sutton Brown’s experience
does not invalidate the systematic

observations made in methodologically
rigorous studies such as that by Anis
and associates1 or in other work that I
cited in drawing my conclusions.2

Nonetheless, these studies are clearly
not representative of all experiences.
For example, the experiences of HIV-
positive patients in Vancouver may not
apply to patients undergoing gallblad-
der surgery in Montréal, and vice versa. 

As I stated in my editorial,2 “the most
important void in the literature on dis-
charges against medical advice is the
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