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DR. KAREN OGLE (Associate Director, Family 
Practice Residency): Our discussion today will 

focus on two topics, both of relatively recent 
prominence, which came together in the diagnosis and 
management of a sick infant from our practice.

Chlamydia trachomatis was first described as a 
cause of pneumonitis in infancy in 1977.1 Since that 
time it has become recognized as a major cause of 
lower respiratory tract disease in infants, identified in 
up to three quarters of infants aged less than 6 months 
with afebrile pneumonia.2 The major determinant of 
infection in the newborn is chlamydial infection of the 
cervix of the mother. There is general consensus that 
the national average incidence of chlamydial infection of 
the cervix in the United States is 4 to 5 percent of sexu­
ally active women. Rates as high as 25 to 30 percent have 
been detected in prospective screening of certain 
populations.3 In most studies, about 40 to 50 percent of 
the exposed infants developed conjunctivitis and 20 
percent developed pneumonia. About 70 percent of 
exposed infants show seroconversion.4-6

Since 1975 there has been a mass exodus of more 
than one million people from Southeast Asia. Approx­
imately one-half million Indochinese refugees have re­
settled in the United States. These refugees have a 
number of health problems not commonly encountered 
in the United States, and these problems must be con­
sidered in the differential diagnostic approach to their 
presenting complaints. In addition, many refugees are 
unfamiliar with traditional Western medicine as prac­
ticed in the United States. Indochinese refugees repre-
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sent a wide range of cultural and socioeconomic back­
grounds, ranging from Western-trained professionals 
to peasants illiterate in their native language with no 
exposure to Western scientific concepts. This wide 
range in background, as well as major differences in 
the culture of their countries of origin (Vietnam, Cam­
bodia, and Laos), makes it difficult to generalize rec­
ommendations for health care.7’8 We will discuss both 
of these topics in the context of an infant who pre­
sented to the Family Health Center.

DR. QUAN NGUYEN (First-year Family Practice 
Resident): Steven T. is a Vietnamese male infant seen 
for the first time in the Family Health Center at age 7 
weeks with a 10-day history of runny nose, sneezing, 
and cough. There was no history of fever, con­
junctivitis, or feeding difficulties. The physical exam­
ination was normal with the exception of crusted 
nares. Weight gain had been good since birth. A diag­
nosis of upper respiratory tract infection and viral 
bronchitis was made, and Robitussin recommended as 
treatment. Both of Steven’s parents accompanied him 
on this visit. Neither one spoke any English, but they 
had not brought one of their older children to act as a 
translator, as they customarily did, because they knew 
their appointment was with a physician who was also 
from Vietnam.

Five days later, Steven’s mother, father, and six of 
their older children brought him to the emergency 
room at midnight on a Friday night. His upper respira­
tory symptoms had persisted and his cough worsened. 
Although he still took his bottle well, they had noted 
increasing respiratory distress. That evening they 
noted an episode of facial cyanosis following a cough­
ing paroxysm. No fever or symptoms outside the res­
piratory tract had been noted. Steven had been treated 
with Chinese folk medicine with minimal improve­
ment.

Steven T. was the product of a normal, spontaneous 
vaginal delivery of a 40-year-old gravida 13, para 13 
Vietnamese woman with a history of /3-thalassemia. 
His birth weight was 6 lb 13 oz with a one-minute 
Apgar of 8, five-minute Apgar of 9.
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He was the 13th child in a family from a small village 
on the coast of central Vietnam. Steven’s parents as 
well as their extended family were fishermen who had 
their own boats. Because of this, when they made the 
decision to leave Vietnam in 1976, almost all of their 
very large extended family was also able to leave. Ste­
ven’s family spent some time in a refugee camp in 
Southeast Asia and was then resettled in the United 
States in a coastal area of Texas, where they pursued 
the fishing profession. After two years there, they 
moved to Michigan, where the majority of the extended 
family had been resettled. The oldest of the 13 children 
in the family is aged 18 years and the oldest three 
children speak English very well, generally serving as 
interpreters for the parents in most of their contacts 
outside the refugee community. Neither of Steven’s 
parents is formally employed, and with no market­
able skills or English, it would be nearly impossible for 
them to obtain employment that would reach the level 
of support that the Aid to Dependent Children program 
provides them now.

On admission to the hospital, physical examination 
revealed a well-hydrated alert male infant in moderate 
respiratory distress. His temperature was 101 °F 
(38.3 °C) rectally, pulse 162 beats per minute, and respi­
rations 46/min. Weight was 9 lb. The examination was 
remarkable for nasal flaring and subcostal and supra­
clavicular retractions. Coarse breath sounds were heard 
in all lung fields with no wheezing, rales, or rhonchi. 
Liver edge was palpable 2.5 cm below the right costal 
margin. He sucked well despite his respiratory dis­
tress.

The results of initial laboratory studies included a 
white blood cell count of 15xl03//u,L with 63 percent 
lymphocytes and 8 percent eosinophils. Hemoglobin 
was 10.3 g/dL and hematocrit 32.2 percent. Urinalysis 
was normal. Capillary blood gases on room air showed 
a pH of 7.35, carbon dioxide partial pressure (PC02) of 
45.8 mmHg, and oxygen partial pressure (P02) of 48.4 
mmHg. Chest x-ray results revealed an extensive 
alveolar-type infiltrate in the hilar and perihilar regions 
of both lungs along with hyperexpansion.

In conjunction with a pediatric consultant, a 
presumptive diagnosis of chlamydial pneumonia was 
made. Treatment with erythromycin 40 mg/kg/d and 
respiratory support were begun. Approximately eight 
hours after admission, the decision was made to trans­
fer Steven to a nearby hospital with a pediatric inten­
sive care unit because he continued to need intensive 
monitoring of blood gases and respiratory treatment to 
maintain an acceptable P 0 2. His respiratory status 
stabilized within 24 hours after transfer and improved 
steadily. He was discharged after five days to continue 
erythromycin therapy as an outpatient.

DR. OGLE: The decision to transfer Steven was a 
difficult one, in part because of the linguistic and cul­

tural barriers to communicating about the decision 
with his family. Fortuitously, Dr. Nguyen was rotating 
on the service to which the patient was transferred.

DR. NGUYEN: The linguistic barriers are signifi­
cant in the care of non-English-speaking patients. In­
terpretation requires a great deal of skill and is compli­
cated by multiple issues that really deserve a confer­
ence of their own. Two of these issues that were 
clearly present for this family, who were using a 16- 
year-old daughter as an interpreter prior to seeing me, 
were the interpreter’s lack of knowledge of health care 
terminology and the complexities of relationships be­
tween the interpreter and patient. A recent article dis­
cusses the multiple issues of cross-cultural communi­
cation thoroughly.9

DR. HENRY BARRY (Co-Chief Resident, Family 
Practice): There are several issues of concern to a 
family about hospitalization of a sick infant that we 
usually consider and, in many cases, provide anticipa­
tory guidance about: external commitments of one or 
both parents, such as employment and care of other 
children; fear and apprehension about both the health 
of their child and threatening medical procedures; sep­
aration concerns; and the strain of having the care­
giving role assumed by others. The infant is also 
stressed by sudden separation, fear of the unfamiliar, 
and painful or frightening procedures. It seems to me 
there would be some special concerns added for this 
family displaced from their home country.

DR. NGUYEN: That is true, especially for this 
family. As you know, refugees from Southeast Asia 
come from a wide variety of socioeconomic and cul­
tural backgrounds. Steven’s family had little or no 
formal education, most members could not read or 
write in Vietnamese, and they would have had virtu­
ally no exposure to Western medicine prior to their 
departure. So the English-Vietnamese language barrier 
is only the beginning of the communication problems 
in this case. Their perceptions of and expectations 
from medical care are, in many areas, widely divergent 
from the traditional Western model.

There have been several articles published in the 
American medical literature that outline cultural and 
religious experiences and beliefs that many Southeast 
Asians bring to a visit with a physician.7,8,'° The fol­
lowing five are the most significant:

1. The Southeast Asian refugee patient may deal 
with uncertainty and authority in a passively obedient 
way that fits well with his culture but poorly with the 
standard practice of Western medicine. The physician 
is seen as highly skilled and educated and, therefore, is 
highly respected. Frequently, even if the patient 
strongly disagrees with the treatment recommended, 
he will protect the health professional’s status by con­
cealing these feelings and his noncompliance.
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2. The expectation that the physician is expert in 
diagnosis and treatment may cause the patient not to 
contribute valuable information about history or ef­
fects of therapy.

3. The patient may be embarrassed by his own 
ignorance of Western medicine and conceal his lack of 
understanding to protect his self-esteem (saving face).

4. The family unit is very important to most South­
east Asian refugees. Most of the cultures are strongly 
patriarchal (except the Khmer) and place high empha­
sis on the extended family. Recognizing this impor­
tance can put the patient and family at ease by involv­
ing them in diagnosis and treatment. In addition, sen­
sitivity to the loneliness and depression that may be 
suffered because of separation from family may aid in 
management.

5. The self-care model is much stronger in South­
east Asians than in Americans, often because of the 
lack of availability of any other care in their home 
country and because of strong belief in folk remedies.

SOCIAL WORKER: What about the use of tradi­
tional folk treatments in Steven’s case? Did he show 
any signs of coin rubbing?

DR. NGUYEN: We saw no sign of coin rubbing 
(cqo gio) treatment with Steven. It is used by South­
east Asian refugees in this area, as is skin scarification. 
Cupping, a common folk treatment in Vietnam, is not 
used in our area, primarily, I think, because of a lack 
of the proper equipment. Probably in very large met­
ropolitan areas with large Chinese and Asian subcul­
tures, such equipment is more easily available. It is 
important to be aware of these practices because there 
have been numerous instances in which they have 
been mistaken for child abuse.11'12

FAMILY PHYSICIAN IN THE AUDIENCE: 
Many Southeast Asians that I care for seem dis­
proportionately concerned about venipuncture. Why is 
that?

DR. NGUYEN: Loss of blood is seen as particularly 
threatening to health. Where possible, try to avoid 
blood tests for these patients, particularly early in your 
relationship. Once trust has been established, it will be 
easier to explain the reasons for blood tests and have 
the action accepted. Although most parents find the 
experience of having their infant poked with needles 
disturbing, Steven’s mother was especially worried 
because of her perception of its risk as well as its pain.

DR. BARRY: I have read about the importance of 
the Chinese concept of yin and yang in the Chinese 
folk medicine practiced in many areas of Vietnam. 
From what I understand, the balance of hot and cold, 
dry and wet, is seen as very important in the treatment 
of disease. As lung disease is considered basically a 
cold and wet disease in this system, did his parents 
have concerns about his receiving oxygen inside a

cool mist tent?
DR. NGUYEN: I did not see that as an issue in this 

case, though it could be of real concern with other 
refugees. Mr. and Mrs. T. basically have a lot of faith 
in the Western medical system and accept most of 
what we say as right.

DR. OGLE: Yet, Steven has never been seen for 
any of his recommended well-baby visits, and although 
Mrs. T. did come for some prenatal care in our office 
during her last three pregnancies, she did not attend 
with the frequency we recommended.

DR. NGUYEN: I think it is important to realize that 
many Southeast Asian refugees have expectations 
from a medical care system different from those we 
can anticipate. Patients such as this family fail to 
understand our reasoning in recommending preventive 
medical visits. The whole notion of going to a doctor 
for any sort of preventive care is completely alien. 
This situation is true not only here, but also was 
common in my general practice in Vietnam. I cannot 
explain why, but it can possibly be explained by the 
strong tradition of self-care for illness (often because 
of lack of availability of any other care) as well as 
extensive social and political disregard for public 
health activities.

After being seen, Southeast Asian refugee patients 
are also much less likely to be seen for follow-up. If 
they have improved, they will likely be satisfied and 
see no reason to return. If they have not improved or 
have worsened, they may come back, or they may 
seek another source of care. I found this common in 
my practice in Vietnam also. In addition, in many in­
stances even if a prescription or treatment is accepted, 
it will likely be given according to the patient’s own 
judgment. For example, in Steven’s case, although 
erythromycin was prescribed four times a day, I sus­
pect that he was more likely to receive a dose of his 
medicine when he was coughing more.

DR. OGLE: Let’s get back to Steven’s diagnosis 
and treatment once again. In the vast majority of in­
fants, chlamydial pneumonia is recognized between 
four weeks and three months, sometimes but not al­
ways preceded by conjunctivitis. The infants are usu­
ally afebrile or have only minimal fever. Upper res­
piratory tract symptoms include congestion and 
obstruction without significant discharge; the finding 
of abnormal-appearing eardrums is quite common, 
occurring in more than one half of the cases in one 
study. Lower respiratory tract symptoms consist of a 
prominent, often paroxysmal, cough. Inspiratory rales 
are often heard, expiratory wheezes uncommonly. 
Radiographic findings in the majority of cases include 
hyperexpansion and bilateral interstitial infiltrates. 
Laboratory findings usually include a fairly normal 
white blood cell count with an increase in the number 
of eosinophils. Immunoglobulin G levels greater than
Continued on page 212

the JOURNAL OF FA M ILY PRACTICE, VOL. 23, NO. 3, 1986 209



GLUCOTROL" (glipizide) Tablets
Brief Summary of Prescribing Information
INDICATIONS AND USAGE: GLUCOTROL is ind ica ted  as an ad junct to  d ie t fo r the co n tro l of 
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tive clinical trial designed to evaluate the effectiveness of glucose-lowering drugs in preventing 
or delaying vascular complications in patients with non-insulin-dependent diabetes. The study 
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supp. 2:747-830, 1970).
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(1.5 grams per day) had a rate of cardiovascular mortality approximately 2-1/2 times that of 
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se lec tion , dosage and in s tru c tio n s  are im p o rta n t to  avoid hypoglycem ia. Renal o r hepatic in su f­
fic iency  may increase the risk  o f hypog lycem ic reactions. Elderly, d e b ilita ted , or m alnourished 
p a tien ts  and those  w ith  adrenal or p itu ita ry  in su ffic ie n cy  are pa rticu la rly  susceptib le  to  the 
hypog lycem ic ac tion  o f g lucose-low ering  drugs. H ypog lycem ia  may be d if f ic u lt  to  recognize in 
the elderly or people tak ing  beta-adrenerg ic b lock ing  drugs. H ypoglycem ia is more like ly  to 
o ccu r when ca lo ric  in take  is d e fic ie n t, a fte r severe or pro longed exercise, when a lcoho l is in ­
gested, or when more than one g lucose-low ering  drug is used.
Loss of Control of Blood Glucose: A loss o f con tro l may occur in d iabe tic  pa tien ts  exposed to  
s tress  such as fever, traum a, in fe c tio n  o r surgery. It may then be necessary to  d iscon tinue  
GLUCOTROL and a d m in is te r insu lin .
Laboratory Tests: Blood and urine g lucose  shou ld  be m on ito red  period ica lly. M easurem ent of 
g lycosy la ted  hem oglob in may be usefu l.
Information for Patients: P atients shou ld  be in form ed o f the po ten tia l risks and advantages of 
GLUCOTROL, o f a lte rna tive  modes o f therapy, as well as the im portance  o f adhering to  d ie ta ry  
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Drug Interactions: The hypog lycem ic ac tion  o f su lfony lu reas  may be po ten tia ted  by certa in  
drugs inc lud ing  non-ste ro ida l an ti- in fla m m a to ry  agents  and o ther drugs tha t are h igh ly  protein 
bound, sa licy la tes , su lfonam ides, ch lo ram phen ico l, probenecid, coum arins, m onoam ine o x i­
dase in h ib ito rs , and beta adrenerg ic b lock ing  agents. In v itro  s tud ies  ind ica te  tha t GLUCOTROL 
b inds d iffe re n tly  than to lbu tam ide  and does not in te rac t w ith  sa licy la te  or d icum aro l. However, 
cau tion  m ust be exercised in e x trapo la ting  these fin d in g s  to  a c lin ic a l s itu a tio n . C erta in  drugs 
tend to  produce hyperg lycem ia  and may lead to  loss o f con tro l, inc lud ing  the th iaz ides and other 
d iu re tics , c o rtico s te ro id s , phenoth iaz ines, thy ro id  products , estrogens, oral con traceptives, 
phenyto in , n ic o tin ic  acid , sym pathom im etics , ca lc ium  channel b lock ing  drugs, and isoniazid. 
Carcinogenesis, Mutagenesis, Impairment of Fertility: A 20-month s tudy in ra ts  and an 18- 
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drug-re la ted carc inogen ic ity . B acteria l and in vivo  m utagen ic ity  te s ts  were u n ifo rm ly  negative. 
S tud ies  in ra ts  o f both sexes a t doses up to  75 tim es the hum an dose showed no e ffects  
on fe rtility .
Pregnancy: Pregnancy C ategory C: GLUCOTROL (g lip iz ide) was found to  be m ild ly  fe to to x ic  in 
ra t reproductive  s tud ies  at a ll dose  levels (5-50 mg/kg). This fe to to x ic ity  has been s im ila rly  noted 
w ith  o ther su lfony lu reas , such as to lbu tam ide  and to lazam ide. The effect is perina ta l and be­
lieved to  be d ire c tly  re la ted to  the pha rm aco log ic  (hypoglycem ic) ac tion  o f GLUCOTROL. In 
s tud ies in rats and rabb its  no te ra togen ic  e ffe c ts  were found. There are no adequate and well- 
co n tro lle d  s tud ies  in p regnant wom en. GLUCOTROL should be used during  pregnancy on ly  if 
the  po ten tia l b ene fit ju s t if ie s  the p o ten tia l risk  to  the fe tus.
Because recent in fo rm a tio n  suggests  tha t abnorm al b lood g lucose  levels during  pregnancy 
are assoc ia ted  w ith  a h igher inc idence  o f congen ita l a bno rm a lities , many experts  recommend 
th a t insu lin  be used during pregnancy to  m a in ta in  blood g lucose  levels as c lose to  norm al 
as possib le .
Nonteratogenic Effects: Prolonged severe hypog lycem ia  has been reported in neonates born to 
m others who were rece iv ing a su lfony lu rea  drug at the tim e o f delivery. This has been reported 
more frequently  w ith  the use o f agents w ith  pro longed ha lf-lives. GLUCOTROL should be d is ­
con tinued  at least one m onth before the expected de livery date.
Nursing Mothers: Since some su lfony lu rea  drugs are known to  be excreted in human m ilk, insu ­
lin  therapy shou ld  be cons idered  i f  nursing is to  be continued.
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ADVERSE REACTIONS: In co n tro lle d  s tud ies, the frequency o f serious adverse reactions 
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Hypoglycemia: See PRECAUTIONS and OVERDOSAGE sections.
Gastrointestinal: G astro in tes tina l d is tu rbances, the m ost com m on, were reported w ith  the fo l­
low ing  approx im ate  inc idence: nausea and d iarrhea, one in 70; co n s tip a tio n  and gastra lg ia , one 
in 100. They appear to  be dose-re la ted and may d isappear on d iv is ion  or reduction  o f dosage. 
C ho les ta tic  jaund ice  may occu r rarely w ith  su lfony lu reas: GLUCOTROL shou ld  be d iscon tinued 
if th is  occurs.
D erm ato log ic: A lle rg ic  sk in  reactions inc lud ing  erythem a, m o rb illifo rm  or m acu lopapu la r erup 
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been reported w ith  su lfony lu reas.
Hematologic: Leukopenia, agranu locytos is , th rom bocytopen ia , hem oly tic  anem ia, ap las tic  
anem ia, and pancytopen ia  have been reported w ith  su lfony lu reas.
Metabolic: H epatic porphyria  and d isu lfira m  like a lcoho l reactions have been reported w ith  su l­
fonylureas. C lin ica l experience to  date has show n tha t GLUCOTROL has an extrem ely low in c i­
dence o f d isu lfira m -like  reactions.
Miscellaneous: Dizziness, drow siness, and headache have each been reported in about one in 
f if ty  p a tien ts  trea ted  w ith  GLUCOTROL. They are usua lly  trans ien t and se ldom  require d isco n ­
tinuance o f therapy.
OVERDOSAGE: O verdosage o f su lfony lu reas inc lud ing  GLUCOTROL can produce hypoglyce­
m ia. If hypog lycem ic com a is diagnosed or suspected, the p a tien t shou ld  be given a rapid in tra ­
venous in jec tion  o f concentra ted  (50% ) g lucose  so lu tion . This shou ld  be fo llow ed by a co n tin u ­
ous in fu s io n  o f a more d ilu te  (10% ) g lucose  so lu tio n  at a rate th a t w ill m a in ta in  the blood 
g lucose  at a level above 100 mg/dL. Pa tien ts  shou ld  be c lose ly  m on ito red  fo r a m in im um  o f 24 to 
48 hours s ince  hypog lycem ia  may recur a fte r apparent c lin ic a l recovery. C learance o f GLUCO­
TROL from  plasm a w ou ld  be pro longed in persons w ith  liver disease. Because o f the extensive 
p ro te in  b ind ing  o f GLUCOTROL (g lip iz id e ), d ia lys is  is un like ly  to  be o f benefit.
DOSAGE AND ADMINISTRATION: There is no fixed  dosage regim en fo r the m anagem ent of 
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before a meal to  ach ieve the grea test reduction  in postp rand ia l hyperg lycem ia.
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Maximum Dose: The m axim um  recom m ended to ta l da ily  dose is 40 mg.
Maintenance: Some p a tie n ts  may be e ffec tive ly  co n tro lle d  on a once-a-day regimen, w h ile  o th ­
ers show be tte r response w ith  div ided dosing. Total da ily  doses above 15 mg shou ld  o rd ina rily  be 
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CHLAMYDIAL PNEUMONITIS

Continued from page 209

500 mg/dL and immunoglobulin M levels greater than 
HO mg/dL are also common. A definitive diagnosis, 
which depends on recovery of the organism or sero­
logic diagnosis,1313'4 often occurs well after a clinical 
diagnosis has been made and the patient has been 
treated and improved, so recognition of the clinical 
picture is very important. Specific immunoglobulin M 
microimmunofluorescence, when available, is the test 
of choice for serologic diagnosis.14

Although the infant with a classic presentation in the 
first four months of life (such as Steven T.) is very 
likely to have chlamydial disease, many infants do not 
present classically, and other etiologic agents may 
cause a similar illness. The most common pneumonia 
in early infancy is viral, mainly respiratory syncytial 
virus, which is more likely to be associated with ex­
piratory wheezing and not to demonstrate eosinophi- 
lia. Many other viruses are common. Bacterial 
pneumonia may also be confused with a chlamydial 
infection, though patients are generally more toxic and 
febrile and show consolidation rather than interstitial 
infiltrates on x-ray examination. Pertussis and 
Pneumocystis carinii should also be considered.3

FAMILY PRACTICE RESIDENT: What additional 
differential diagnoses were considered in Steven's 
case because of the refugee status of his family?

FAMILY PRACTICE RESIDENT: I was the senior 
resident the night Steven was admitted, and this ques­
tion was of considerable concern to me. Certainly 
tuberculosis was an important consideration for a child 
from a refugee family presenting with respiratory 
symptoms. In addition, however, Steven’s marked 
eosiniphilia made me wonder about any unusual para­
sitic diseases that I might not have heard of since my 
bacteriology final examination during my second year 
of medical school! However, our pediatric infectious 
diseases consultant did not consider any other major 
differential diagnoses.

FAMILY HEALTH CENTER NURSE: Is there 
good evidence that treatment actually changes the 
course of this disease?

DR. OGLE: There is evidence that erythromycin 
shortens the clinical course and also decreases naso­
pharyngeal shedding.3,15 The effect certainly is not so 
dramatic as that of penicillin on pneumococcal 
pneumonia, for example. In one controlled trial, sul- 
fisoxazole was equally effective. Supportive care is 
also very important in treatment, including attention to 
nutrition, fluid, and electrolyte balance, and assessing 
the need for oxygen or other ventilatory support. It is 
worth noting that presence of chlamydial infection in 
the infant generally signifies maternal infection, so the 
mother and her sexual partner should be treated as 
well. There are reports of second cases of chlamydial 
infection when the mothers were not treated. What 
follow-up do you have in this case. Dr. Nguyen?
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DR. NGUYEN: Despite our earlier discussion, Ste­
ven was seen for his posthospitalization follow-up 
visit, at which time he had completed his course of 
erythromycin. He was essentially asymptomatic and 
had continued to gain weight. However, he still has not 
been seen for any well-baby visits and has had only 
one further visit since his illness as a brief sick call for 
a skin rash. Because of the propensity of this family to 
be seen only for acute care, it has been difficult to have 
one physician providing continuous care. Partly as a 
result of this, Steven’s mother and father have not yet 
been treated for chlamydial infection.

FAMILY PRACTICE RESIDENT: That raises the 
issue of preventing chlamydial disease in newborns. 
How do we approach this?

DR. OGLE: The first direct step in prevention is 
screening pregnant women for the presence of Chla­
mydia in the endocervix. Now that the direct-smear 
fluorescent antibody test and enzyme immunoassays 
are widely and inexpensively available, our ability to 
screen the population of pregnant women, particularly 
those at high risk, is greatly enhanced.

As is true with all diagnostic tests, even very sensi­
tive and specific ones, the predictive value of a posi­
tive test is much lower in a low-prevalence population 
than in a high-risk group. For this reason, although the 
screening tests for Chlamydia in the endocervix 
(especially the direct-smear fluorescent antibody test) 
are highly specific and sensitive, the value of screening 
in a low-risk population remains to be defined. The 
Centers for Disease Control policy guidelines specif­
ically recommend screening at the first prenatal visit 
for the pregnant women in the following groups: those 
less than 20 years of age, unmarried women, and 
women with multiple sex partners or a history of other 
sexually transmitted diseases. Recommended treat­
ment of pregnant women with positive smears is eryth­
romycin base 500 mg or erythromycin ethyl succinate 
800 mg four times a day for seven days.14 The efficacy 
of treatment has been recently studied and found to 
have a high success rate and a relatively low intolerance 
rate. Infant morbidity was substantially reduced.16

The second step in preventing pneumonia in new­
borns is systemic treatment of chlamydial con­
junctivitis. Although evidence suggests that con­
junctivitis is successfully treated topically or orally, 
topical treatment does not eradicate nasopharyngeal 
carriage and therefore leaves a continued risk for 
pneumonia as well as recurrent conjunctivitis.

Although the use of an erythromycin ophthalmic

ointment is effective in preventing chlamydial as well 
as gonococcal conjunctivitis, it does not prevent 
nasopharyngeal chlamydial infection or pneumonia.

Screening for all neonates for infection is not rec­
ommended by most authorities. When conjunctivitis is 
present in the neonate, appropriate tests for gonoc- 
cocus and Chlamydia should be done.

Of course, public health measures to control this 
sexually transmitted disease are important in addition 
to direct treatment of pregnant women and infants.
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