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SCREENING FOR FAMILY 
DYSFUNCTION

To the Editor:
The paper of Dr. Mengel1 con

cerning the use of the Family 
APGAR2 in screening for family dys
function in a family practice center 
provides some very important and 
useful information concerning this 
instrument. Dr. Mengel suggested 
that this instrument should be as
sessed in the light of his data and the 
criteria for screening given by Dr. 
Paul Frame.3 This letter presents an 
analysis of the applicability of the 
Family APGAR as a screening tool 
for family dysfunction according to 
Dr. Frame’s six criteria.

Criterion 1: The condition must 
have a significant effect on the quality 
and quantity of life. There is little 
question that dysfunctional families 
have a decreased quality of life. The 
relationship between family dysfunc
tion as measured by Family APGAR 
and “psychosomatic illness” has been 
well documented. Thus criterion 1 
is met.

Criterion 2: Acceptable methods of 
treatment must be available. It is ap
parent from Mengel’s paper that the 
physicians being studied did not be
lieve that acceptable treatment was 
available to their patients. Since ac
ceptable treatment is a requirement 
for a valid screening test, the unavail
ability of treatment invalidates the 
Family APGAR as a screening tool. 
The use of this screening tool must 
be limited to situations where treat
ment may be offered when indicated. 
Thus criterion 2 is met in some sit
uations but not in others.

Criterion 3: The condition must 
have an asymptomatic period during 
which detection and treatment sig
nificantly reduce morbidity or mor

tality. The concept of asymptomatic 
family dysfunction was not defined in 
the paper. Family dysfunction was 
noted by the physicians in 56 percent 
of families with APGAR s of less than 
6 (Mengel’s Figure 3), indicating that 
family dysfunction is frequently 
symptomatic when detected. Assum
ing that asymptomatic family dys
function exists, no available studies 
demonstrate that treatment in the 
asymptomatic phase decreases the 
morbidity or mortality of either fam
ily dysfunction or of psychosomatic 
complaints. Thus the Family APGAR 
fails criterion 3.

Criterion 4: Treatment in the 
asymptomatic phase must yield a 
therapeutic result superior to that ob
tained by delaying treatment until 
symptoms appear. Therapeutic re
sults to treatment in an asymptomatic 
phase have not been demonstrated; 
therefore, the Family APGAR fails 
criterion 4.

Criterion 5: Tests that are accept
able to patients must be available at 
reasonable cost to detect the condi
tion in the asymptomatic period. The 
test is inexpensive and generally ac
ceptable to patients. Dr. Mengel, 
however, reports a significant number 
of false-negative results but did not 
give the rate. Knowledge of that rate 
would be very helpful. Assuming a 
reasonable number of false-negative 
and false-positive findings, the Family 
APGAR fulfills criterion 5.

Criterion 6: The incidence of the 
condition must be sufficient to justify 
the cost of screening. The cost of 
screening is minimal. The incidence 
of family dysfunction is estimated to 
be 15 to 25 percent.1 Criterion 6 is 
easily met.

Screening for family dysfunction 
fulfills criteria 1 and 6. It fulfills cri
teria 2 and 5 on a conditional basis,
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while criteria 3 and 4 are not fulfilled. 
A valid screening test must fulfill all 
six criteria, and thus screening for 
asymptomatic family dysfunction 
using the Family APGAR or any 
other screening test is not justified.

According to this analysis, the 
physicians in Dr. Mengel’s study 
acted appropriately. Eighty-seven 
percent of patients with psychoso
matic symptoms and low Family AP
GAR scores were assessed for family 
dysfunction (Mengel’s Figure 5). The 
presence of low Family APGAR in 
the absence of symptoms, however, 
did not change the physicians’ be
havior.

This is not to say that symptomatic 
family dysfunction should not be in
vestigated and treated when found. 
The diagnosis and treatment of 
symptomatic illness in a patient or a 
family is not a screening procedure 
and thus need not meet the criteria 
for screening. The Family APGAR 
may be used to assess the severity of 
family dysfunction in a symptomatic 
family and to follow the family’s re
sponse to treatment.

Martin Urberg, MD, PhD 
Department o f Family Medicine, 

Wayne State University 
School o f Medicine, 

Detroit, Michigan
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The preceding letter was referred to 
Dr. Mengel, who responds as follows: 

Dr. Urberg’s letter provides an ex
cellent critique of the use of the Fam
ily APGAR in screening for family 
dysfunction using Dr. Paul Frame’s 
screening criteria. I agree with Dr. 
Urberg’s main conclusion that the 
Family APGAR does not fulfill all six

of Frame’s criteria and thus cannot 
be advocated as a screening tool for 
family dysfunction. There are several 
points of disagreement and one point 
of clarification, however, that I would 
like to discuss.

First, Dr. Urberg mentioned that it 
would not be justified to screen for 
family dysfunction using an instru
ment other than the Family APGAR. 
The basis for this statement seems to 
be Dr. Urberg’s belief that no screen
ing instrument will ever meet criteria 
3 and 4 because there is not a true 
asymptomatic period for family dys
function. I disagree, primarily because 
criteria 3 and 4 apply to asymptom
atic periods of diseases, not behavior 
or social dysfunctions such as family 
dysfunction. Just as depression is de
fined by its symptoms and does not 
have an asymptomatic phase, so, too, 
family dysfunction is defined by be
haviors within the family that impede 
the growth of its members. Thus, cri
teria 3 and 4 need to be modified to 
speak of early family dysfunction 
when patterns of behavior have not 
become rigidified, or family dysfunc
tion in which members have not de
veloped medical symptoms or exac
erbations of existing medical condi
tions. With criteria 3 and 4 so altered, 
it is conceivable in the future that a 
screening instrument may detect 
family dysfunction in its early stages, 
significantly reduce morbidity and 
mortality, and yield a therapeutic ef
fect superior to that obtained by de
laying treatment until dynamics are 
more established and resistant to 
therapy.

Second, I believe that acceptable 
treatment is available for family dys
function in more instances than Dr. 
Urberg’s statement, “criteria 2 is met 
in some situations but not in others,” 
leads readers to believe. Campbell’s 
recent review entitled the “Family’s 
Impact on Flealth: A Critical
Review” 1 supports the belief that 
treating family dysfunction leads to 
an improvement in a large number 
of acute, chronic, and mental illnesses 
that present commonly in the family 
practice setting. In addition, treat
ment of family dysfunction in the ab
sence of an ill member is also sup-

continued on page 558

THE JOURNAL OF FAMILY PRACTICE, VOL. 25, NO. 6, 1987



Entex la
PHENYLPROPANOLAMINE HCI................................75 mg
GUAIFENESIN 400 mg
IN A SPECIAL BASE TO PROVIDE A PROLONGED 
THERAPEUTIC EFFECT

OREntex
LIQUID
Each 5 ml (one teaspoonful) contains:
PHENYLEPHRINE HYDROCHLORIDE.......................5 mg
PHENYLPROPANOLAMINE HYDROCHLORIDE.......20 mg
GUAIFENESIN............................................................. 100 mg
ALCOHOL...........................................................................5%

Before prescribing or administering,
see package circular for full product information.
The following is a brief summary.

INDICATIONS AND USAGE: Entex is indicated for the symptomatic relief 
of sinusitis, bronchitis, pharyngitis, and coryza when these conditions are 
associated with nasal congestion and viscous mucus in the lower respiratory 
tract.
CONTRAINDICATIONS: Entex is contraindicated in indiv idua ls with 
known hypersensitivity to sympathomimetics, severe hypertension, or in 
patients receiving monoamine oxidase inhibitors.
WARNINGS: Sympathomimetic amines should be used with caution in 
patients with hypertension, diabetes mellitus, heart disease, peripheral vas
cular disease, increased intraocular pressure, hyperthyroidism, or prostatic 
hypertrophy.
PRECAUTIONS: Information for Patients: Do not crush or chew 
Entex LA tablets prior to swallowing.
Drug Interactions: Entex should not be used in patients taking monoamine 
oxidase inhibitors or other sympathomimetics.
Drug/Laboratory Test Interactions: Guaifenesin has been reported to 
interfere with clin ical laboratory determinations of urinary 5-hydroxyindole- 
acetic acid (5-HIAA) and urinary vanilmandelic acid (VMA).
Pregnancy: Pregnancy Category C. Animal reproduction studies have not 
been conducted with Entex. It is also not known whether Entex can cause fetal 
harm when administered to a pregnant woman or can affect reproduction 
capacity. Entex should be given to a pregnant woman only if clearly needed. 
Nursing Mothers: It is not known whether the drugs in Entex are excreted in 
human milk. Because many drugs are excreted in human m ilk and because of 
the potential for serious adverse reactions in nursing infants, a decision 
should be made whether to discontinue nursing or to discontinue the 
product, taking into account the importance of the drug to the mother. 
Pediatric Use: Entex LA: Safety and effectiveness of Entex LA tablets in 
children below the age of 6 have not been established.
Entex L iq u id : Safety and effectiveness of Entex Liquid in children below 
the age of 2 have not been established.
ADVERSE REACTIONS: Possible adverse reactions include nervousness, 
insomnia, restlessness, headache, nausea, or gastric irritation. These reac
tions seldom, if ever, require discontinuation of therapy. Urinary retention 
may occur in patients with prostatic hypertrophy.
OVERDOSAGE: The treatment of overdosage should provide symptomatic 
and supportive care. If the amount ingested is considered dangerous or 
excessive, induce vomiting w ith ipecac syrup unless the patient is convuls
ing, comatose, or has lost the gag reflex, in which case perform gastric lavage 
using a large-bore tube. If indicated, follow with activated charcoal and a 
saline cathartic. Since the effects of Entex may last up to 12 hours, treatment 
should be continued for at least that length of time.
DOSAGE AND ADMINISTRATION: Entex LA: Adults and children 12 
years of age and older -  one tablet twice daily (every 12 hours): children 6 to 
under 12 years -  one-half (VS) tablet twice daily (every 12 hours). Entex LA 
is not recommended for children under 6 years of age. Tablets may be broken 
in half for ease of administration without affecting release of medication but 
should not be crushed or chewed prior to swallowing.
Entex Liquid: All dosage should be administered four times daily (every 
6 hours).
Children:
2 to under 4 years.......................................................... VS teaspoonful (2.5 ml)
4 to under 6 years..........................................................1 teaspoonful (5.0 ml)
6 to under 12 years.................................................... 1VS teaspoonfuls (7.5 ml)
Adults and children 12 years of age and older:
2 teaspoonfuls (10.0 ml)
HOW SUPPLIED: Entex LA is available as a blue, scored tablet imprinted 
with "ENTEX LA" on the smooth side. Entex Liquid is available as an 
orange-colored, pleasant-tasting liquid.
Entex LA
NDC 0149-0436-01 bottle of 100 
NDC 0149-0436-05 bottle of 500 
Entex Liquid
NDC 0149-0414-16 16 FL. OZ. (1 Pint) bottle
CAUTION: Federal law prohibits dispensing without prescription.
LQ-BS5/LA-BS8
REVISED JULY 1985 (Entex LA)
REVISED SEPTEMBER 1985 (Entex Liquid)

Norwich Eaton
Norwich Eaton Pharmaceuticals, Inc.
A Procter &  Gamble Company
Norwich, New York 13815-0231 ©  1 98 7  N E P I

LETTERS TO THE EDITOR

continued from page 556

ported by a large number of outcome 
studies reviewed in Gurman and 
Kniskern’s Handbook o f Family 
Therapy2 Thus, I feel that criteria 2 
is met in the great majority of situa
tions and is largely fulfilled.

Third, Dr. Urberg correctly iden
tified that I failed to report a false
negative rate for Family APGAR 
screening. The reason is that I did not 
evaluate all patients with a “gold 
standard” test for family dysfunction, 
such as an evaluation by a family 
therapist. The criteria for estimating 
the false-negative rate in my study was 
agreement between nurses and phy
sicians in our clinics that family dys
function existed in patients even 
though the APGAR score was above
6. We regard this estimate as low be
cause there were a large number of 
cases in which either the nurses or the 
physician felt that family dysfunction 
was present in a particular patient’s 
family, but both together could not 
agree. Thus, our estimate of the false
negative rate is conservative. As re
ported in our study, there were 44 pa
tient visits in which patients scored 
above 6 on the Family APGAR, but 
both nurses and physicians felt family 
dysfunction was present. There were 
no instances when both nurses and 
physicians felt family dysfunction was 
absent and the APGAR score was 6 
or less. Thus, an estimate of the false
negative rate would be 44 divided by 
238 (194 + 44) or 18.5 percent. I feel 
that this rate is unacceptably high, 
and thus I agree with Dr. Urberg that 
the Family APGAR does not fulfill 
criteria 5.

Fourth, Dr. Urberg concludes that 
although we should not screen for 
asymptomatic family dysfunction, 
perhaps it would be appropriate to 
screen patients or their families with 
symptomatic illness, as that process 
would not need to meet the stringent 
screening criteria. Although I defi
nitely feel an adequate evaluation of 
family function should take place on 
all patients who have symptoms 
suggestive of family dysfunction, I do 
not feel that our lack of criteria for

this process justifies the Family AP- 
GAR’s use in this situation. First, cri
teria similar to screening criteria can 
be established for this tertiary pre
vention activity. Second, the Family 
APGAR should be evaluated for its 
ability to detect family dysfunction at 
a reasonable cost, encourage physi
cians to institute treatment, reduce 
morbidity and mortality, and im
prove patient quality of life when 
screening symptomatic patients or 
their families. I feel it would be unwise 
to advocate use of the Family AP
GAR as a screening tool for assessing 
the presence of family dysfunction in 
symptomatic patients and their fam
ilies in the absence of studies that 
prove it of benefit in this setting.

Finally, it is a gross understatement 
to say that this area is ripe for re
search. While no instrument cur
rently meets the criteria established 
for screening, it is conceivable that 
such an instrument could be devel
oped and would prove beneficial. 
Given recent empirical work and 
theoretical advances in the field of 
family functioning, it seems an ap
propriate time to move past the sim
plicity of the Family APGAR and de
velop new tools that have a better po
tential to meet Frame’s screening 
criteria. Development and testing of 
more theoretically based instruments 
has the potential of not only moving 
the field of family systems medicine 
forward but also the possibility of im
proving our patients’ health.

Mark B. Mengel, MD, MPH 
Department o f Family Medicine 

University o f Oklahoma 
Oklahoma City
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