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C trachom atis S C R E E N IN G

To the Editor:
I commend Cullen et al on their 

article, which contributes valuable epi
demiologic data about Chlamydia tra
chomatis prevalence in a specific popu
lation group.1 The investigation 
demonstrates several important points. 
First, family physicians play an essen
tial role in the diagnosis and manage
ment of sexually transmitted diseases. 
The result o f this involvement is a re
duction or prevention o f  the compli
cations of C  trachomatis infection.

The determination o f  disease 
prevalence enables practitioners to  
develop screening guidelines as to  
whom and when to screen. Further
more, appropriate selection o f  screen
ing test methodology is dependent on 
disease prevalence. Prevalence data 
also assist administrators to “triage” 
limited health care budget funds to 
maximize a yield o f  overall health in 
the community. The strain o f  acquired 
immunodeficiency syndrome on funds 
allocated for research on sexually trans
mitted diseases makes similar studies 
beneficial and necessary.

The authors implied that there 
is a current absence o f  C  trachomatis 
screening criteria. Handsfield et al2 
identified selective screening criteria 
for C trachomatis in a primarily non- 
gravidpopulation (13%  gravid). The 
five independent risk factors were 
age 24 years or younger, a new sex
ual partner within the previous 2  
months, cervical friability, endocervi- 
cal mucopus, and no contraception  
or nonbarrier contraception. Further 
screening criteria specifically for 
pregnant patients would be helpful.

Ideally, pregnant women should 
be screened for C  trachomatis during 
the first trimester to reduce the 
chance of preterm labor and prema
ture rupture o f  membranes. A  screen 
during the third trimester would re
duce the incidence o f  C  trachomatis 
conjunctivitis and pneumonia. To  
avoid mandating compliance, the

Centers for Disease Control has sug
gested that pregnant women should 
be screened for C  trachomatis, syphi
lis, and Neisseria gonorrhoeae “if pos
sible, at their first prenatal visit, and, 
for women at high risk, during the 
third trimester”.3 The Native Am er
ican women in this investigation de
serve both screens for C  trachomatis 
during pregnancy.

The findings presented by the 
authors are an example o f  clinical re
search that educates physicians, and 
more importantly, makes us aware o f  
C  trachomatis. The awareness will re
sult in a greater diagnosis o f  infec
tion and an improvement o f  health 
care for our patients.

Daron G. Ferris, M D  
M edical College o f Georgia 

Augusta, Georgia
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A D M IS S IO N  B Y  F A M IL Y  
P H Y S IC IA N S  vs 
IN T E R N IS T S

T o the Editor:
I enjoyed the paper by McGann 

and Bowman that compared the 
morbidity and mortality rates for 
family physicians’ and internists’ ad
missions.1 Although the majority o f  
primary health care in our country is 
provided by family physicians and 
general internists, there is no clear 
consensus on which group provides 
the most cost-effective services.

The literature regarding cost- 
effectiveness comparisons between 
family physicians and internists is 
scarce and does not include data that 
allow one to make clear judgments. 
Studies generally show that family 
physicians use fewer resources in de
livering health care to their patients 
than internists use.2-6 Furtherm ore, 
patient satisfaction does not appear 
to differ between the two types o f  
providers.7-8 But there has been little 
research comparing health outcomes 
between these different resource us
ers. Although McGann’s recent study 
has some limitations, it does provide 
additional support to the idea that 
family physicians provide care that 
yields comparable outcomes to care 
provided by internists.

The increasing concern about 
controlling the costs o f  health care 
will likely force payers to search out 
the most cost-effective providers. Ad
ditional outcome studies are required 
to prove that the more costly practice 
styles o f  some physicians do not nec
essarily yield commensurate benefits to 
justify them. At that point it will be 
evident that care provided by family 
physicians is equally effective and is the 
best value for our society.

Timothy J . M oore, M D , M S  
Sioux Falls Family Practice Residency, 

Sioux Falls, South Dakota
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The preceding letter was referred to D rs 
M cG ann and Bowman, who respond as 
follows:

W e have received and reviewed the 
letter by Tim othy J. M oore, M D, 
M S, concerning our article, and we 
thank him for his remarks. As noted 
by D r M oore, there is little in the 
literature that adequately addresses 
differences in the quality and cost o f  
care provided by family physicians 
and internists. In fact, this lack was 
the impetus for our research. Since 
quality and cost are so important, 
and the training o f  these two special
ties is different, we feel that continued 
study in this area is important. If fur
ther studies confirm that the quality of  
care is the same but more cosdy when 
delivered by internists, changes in the 
training offered by internal medicine 
residences would be indicated.

K . Patricia M cG ann, A ID , M SP H  
M arjorie A . Bowman, ADD, A IP H  

The D epartm ent o f Family and 
Community M edicine 

The Bowman Gray School o f M edicine 
W inston-Salem, North Carolina

S T R E P T O C O C C A L  T O X IC  
S H O C K

T o the Editor:
The clinical course reported in 

the case report on group A ^-hemo
lytic streptoccocal toxic shock1 is not 
typical o f  streptococcal toxic shock as 
reported in the literature. The first

report o f  streptoccocal toxic shock by 
Cone et al2 described two critically ill 
patients, both o f  whom required in
tubation and one o f  whom required 
pressor support. Batter et al3 then 
described three cases, in which two 
patients required intubation, tw o ex
hibited a desquamating rash, and all 
developed renal failure. Stevens et al 
then presented a series o f  2 0  patients 
o f whom 80%  had renal impairment, 
55%  had adult respiratory distress 
syndrome, and 20%  had a desqua
mating rash. M ost required pressor 
support, and 30%  died. The most 
prevalent strains were M -3-T -3 and 
M -l-T -1 .

The case o f  GABHS sepsis pre
sented in The Journal o f Family Prac
tice does not exhibit the severity o f  
illness and the multiple organ failure 
that are characteristic o f  streptococ
cal toxic shock syndrome.

N eal F . Devitt, ATD 
Santa Fe, New M exico
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The preceding letter was referred to D r  
Herold, who responds as follows:

In reply to D r Devitt’s letter con
cerning my recent brief report 
(H erold A H . Group A  (5-hemolytic 
streptococcal toxic shock from  a mild 
pharyngitis. J  Fam  Pract 1 9 9 0 ; 3 1 : 
5 4 9 -5 1 ), the patient was severely ill. 
The patient spent the first 4  days o f  a 
2-week hospitalization at a tertiary 
care hospital in the intensive care 
unit. Vigorous fluid resuscitation and 
antibiotics restored her blood pressure

to normal. Fortunately, vasopressor 
agents were not needed. Also, she did 
have multiple organ system involve
ment. As mentioned in the paper, 
she had a pleural eflusion, hepatopa- 
thy, azotemia, and proteinuria. Dur
ing hospitalization, she developed 
creatinemia, further suggesting renal 
impairment, and glucose intolerance. 
All abnormalities reverted to normal 
within 1 month.

The patient’s symptoms, which 
included hypotension and ortho
stasis, the involvement o f multiple 
organ systems, and the recovery of 
group A  /3-hemolytic streptococcus 
(G A BH S) from the blood and oral 
pharynx, meet the criteria for strep
tococcal toxic shock syndrome. Des
quamation o f  the skin is an infre
quent finding. Patients presenting 
with this syndrome will have a spec
trum  o f severity from mild shock to 
irreversible vascular collapse and 
death. W hat is remarkable about this 
case is that it occurred in a young, 
healthy female who survived and has 
remained in good health. Also re
markable was that virulent strains of 
G A BH S were present in Florida at 
the time they were being reported in 
other parts o f  the nation. Identifica
tion o f  the particular strain of 
GABH S would have increased the 
interest o f  this case report.

A rth u r H . Herold, MD 
D epartm ent o f Family Medicine 

College o f M edicine/Tampa, Florida

O F F IC E  R A D IO G R A P H S

T o the Editor:
The article by Halvorsen and 

Swanson (Halvorsen JG , Swanson D. 
Indications fo r office radiographs. ]  F a  
Pratt 1 9 9 0 ; 3 1 :5 2 1 -9 ) left out any 
mention o f  the legal profession’s im
pact on the decision to order x-ray 
examinations. The information given 
in this article was excellent informa
tion for when I was in training in the 
early 1960s, but today it is worthless. 
It contains beautiful didactic material 
but tells one nothing about how to 
handle the decision to order an x-ray
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examination in relation to lawyers and 
juries. Inevitably, the physician is con
fronted with either “Doctor, you mean 
you didn’t x-ray this child’s head?” or 
“Doctor, why did you subject this 
poor child to dangerous x-rays?” 

Perhaps retaining a lawyer to 
consult with the physician and the 
radiologist concerning each case is 
the answer to this dilemma. But, 
then we get into the issue o f  rising 
health care costs.

Ronald M . Davis, M D  
LaPorte, Texas

O U T -O F -H O S P IT A L
BIR T H S

To the Editor:
Once again I applaud the Jour

nal for their continuing efforts to 
publish articles demonstrating the 
safety and effectiveness o f  offering 
alternatives in childbirth (Acheson L S , 
Harris SE, Zyzanski SJ. Patient selec
tion and outcomes fo r out-of-hospital 
births in one fam ily practice. J  Pam  
Proa 1990; 31:128-136).

I hesitate to be too critical o f  an 
important article such as this one, but 
I question the statement that 46%  o f  
primiparas and 16%  o f multiparas 
were assessed as having small or “bor
derline” findings on clinical pelvime
try. (I assume the 16%  o f  multiparas 
thus labeled included all those with 
prior cesarean sections, as I cannot 
imagine applying that label to such a 
high percentage o f  women who had 
had one previous vaginal delivery.)

In large reported series o f  pa
tients, we have seen that the true 
incidence o f cephalopelvic dispro
portion can be as low as 0 .1%  to
0.33%t-2 when labor is managed ei
ther by aggressively augmenting 
uterine activity to make it more effi
cient, or by aggressively eliminating 
all factors that would tend to inhibit 
the efficiency o f  uterine contractions, 
removing arbitrary time limits, and 
patiently observing labor as long as 
no fetal distress is present.

With true cephalopelvic dispro
portion being virtually nonexistent

in some series, I suspect that we are 
vigorously overdiagnosing it in oth 
ers. I also suspect, but cannot prove, 
that a woman who is told in the first 
trimester that her pelvis is borderline 
or “too small” may spend the next 
several months convincing herself, or 
being convinced by friends and rela
tives, that she will need a cesarean 
section eventually, thus decreasing 
her motivation to have a vaginal de
livery, raising her anxiety levels over 
the prospect o f a long and difficult 
labor, increasing her catacholamine 
levels, and ultimately decreasing the 
efficiency o f  her contractions and re
sulting in the fulfillment o f  a self- 
fulfilling prophesy.

Knowing what we are capable 
o f achieving, I suggest we stop tell
ing women their pelvises are too  
small unless there is an obvious de
formity noted on examination. W e 
should have more faith in the capac
ity o f  the female pelvis for expansion 
at term and direct our efforts to im
proving the efficiency o f uterine con
tractions and relaxing the pelvic mus
cle tension that impedes good labor.

A nna L . M eenan, M D  
University o f Illinois College o f 

M edicine at Rockford
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The preceding letter was referred to D r  
Acheson, who responds as follows:

W e wholeheartedly agree with Dr 
Meenan about the importance o f  
positive expectations to the outcome 
o f labor. The women in our practice 
were not told that their pelvises were 
“too small,” but perhaps that some 
dimension o f  the birth canal was less 
than average or that an unusually 
large baby might have trouble fitting 
through. Almost all o f  these women 
attended Lamaze classes especially 
focused on out-of-hospital birth.

They and the doctors and nurses at
tending them expected a natural de
livery in a relaxing setting.

Our experience is not comparable to 
that o f  O ’Driscoll et al1 because early 
augmentation o f  labor was not an op
tion outside the hospital, and because, 
in general, our obstetric consultants o f  
that era did not tolerate prolonged sec
ond stage or lack o f  progress in labor 
without operative intervention.

The high prevalence o f  “border
line” findings on clinical pelvimetry 
that we reported is partly an artifact 
o f the data coding rule. “Pelvimetry” 
was coded as “borderline” if any sin
gle element (diagonal conjugate, sac
ral curve, sacrosciatic notch, ischial 
spines, pubic arch, bituberous diam
eter, or coccyx angle and mobility) 
had been noted to be less than aver
age or not optimal. The 16%  o f  mul
tiparas with such findings all had 
vaginal deliveries; those with prior 
cesarean sections were not candidates 
for out-of-hospital births. Pelvimetry 
“measurements” are fairly subjective. 
The bias in our situation may have 
been toward classifying more pel- 
vises as abnormal in an attempt to 
avoid problematic labors in home or 
clinic. Since this was a retrospective 
study, we have no data on test-retest 
or interrater reliability o f  clinical pel
vimetry as we practiced it. Although 
suboptimal clinical pelvimetry find
ings were associated with transfer for 
abnormal labor progress, this proce
dure was not sensitive or specific 
enough to be o f  great clinical utility. 
In the future, if shown to be reliable, 
clinical pelvimetry might be used to  
select a group o f  at-risk women for 
interventions, such as “active man
agement o f  labor,” or provision o f  a 
supportive companion, designed to re
duce the rate o f  operative deliveries.

Louise Acheson, M D , M S  
Case W estern Reserve University 

Cleveland, Ohio
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