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Chlamydia: One step forward
or two backwards?
Doxycycine is now being promoted among general
practitioners for the treatment of chlamydial
infections. During 1987 the Royal College of
Physicians' committee on genitourinary medicine
surveyed the availability of chlamydia diagnostic
services in the United Kingdom and Ireland and
showed that eight consultants in genitourinary
medicine had no access to facilities for diagnosing
chlamydia. Of those with a service, some had
unlimited availability, others were limited to
screening women, and others were limited to
screening patients at high risk. Thus, as a group,
genitourinary physicians in the United Kingdom
cannot accurately diagnose chlamydia in the bulk
of patients attending their clinics.

Chlamydia is now the commonest sexually trans-
mitted pathogen, causing 35-40% of cases of non-
specific infection, one of the commonest con-
ditions seen in departments of genitourinary
medicine. In addition several reports have
indicated pick up rates for chlamydia of 15-17% in
asymptomatic patients attending clinics.
Chlamydia is important to women. Infection is

usually silent or produces only minimal symptoms.
Long term sequelae include pelvic inflammatory
disease, which may result in infertility, ectopic
pregnancy, and chronic pelvic pain. Genitourinary
physicians, with the help of health advisers, are
trained not only to treat the patients who present
but also to encourage tracing of sexual contacts
who are at risk. This is not easy, and despite all
efforts there are failures in contact tracing. Specific
counselling of patients on the risks of infections
and active follow up of contacts are far more
effective than relying solely on patients to do their
own contact tracing.

So, how will general practitioners be able to use
this "new treatment" for chlamydia? Will they
have facilities for identifying it? Even with the
newer immunological or ELISA techniques they
will still need laboratories to interpret samples, so
they will have the same problems as those running
genitourinary medicine departments. When they
treat someone for chlamydia-if they can diagnose
it-will they take responsibility for tracing sexual
contacts, even ifthese individuals are not registered
with them? Experience from working in a rural
area, where there are logistic problems for patients,
has shown that in many cases where patients have
been treated for gonorrhoea no attempts have been
made to trace contacts. Is it satisfactory to treat
patients first then refer them to a department of
genitourinary medicine? It is better than nothing,
but we already see problems from this.

Blind treatment, without referral for full
screening, may result in inaccurate diagnoses and
the missing of multiple infections (like humans,

sexually transmitted diseases like to cohabit). In
addition, if symptoms have resolved as a result of
the blind treatment patients will be less inclined to
attend the genitourinary clinic for follow up. The
end result is the failure to trace potential carriers
within the community. These carriers may spread
the infection to others or themselves be at risk from
the long term sequelae of infection.
One must question the ethics of drug companies

in promoting a treatment where diagnostic facilities
are not readily available. This policy is in the
interests of neither individuals nor the public
health. Only when, and if, diagnostic facilities
become available to those in specialised depart-
ments and primary health care teams and mechan-
isms for undertaking contact tracing are established
at community level should promotions of this form
ofcommunity medical management be entertained.

IAN ALEXANDER
Genitourinary Clinic,
Dundee Royal Infirmary,
Dundee DD1 9ND

Intravenous i agonist in severe
acute asthma
Dr B Cheong and colleagues (13 August, p 448)
concluded that intravenous salbutamol is more
effective than nebulised salbutamol in acute severe
asthma but may have unacceptable cardiovascular
side effects. Their data allow them to make this
claim. Nebulised f2 agonist is, however, the treat-
ment of first choice in the United Kingdom' and
should remain so. In their comparative study Dr
Cheong and colleagues selected patients whose
peak expiratory flow rate had not improved by
more than 50% of the predicted value 30 minutes
after 5 mg of nebulised salbutamol. Seventy one
patients completed the study, 37 being treated
with intravenous salbutamol (12-5 [ig/minute) by
continuous infusion for fourhours, and 34 receiving
nebulised salbutamol 5 mg, which was repeated
after two hours. Why the effects of intravenous
salbutamol administered over four hours were
compared with two doses of the nebulised drug
given at two hourly intervals is not explained, but I
suggest that this is probably the reason why
intravenous salbutamol was more effective. The
"unacceptable" and unwanted cardiovascular
effects in patients receiving the intravenous treat-
ment suggest that an enormous disparity in the
dose existed between the two groups. As well as
criticising its design I would also question the
ethics of performing such a study. The selection of
patients who had not responded to an initial dose
of nebulised salbutamol for a comparative study of
the same drug administered by different routes
must be considered to be ethically questionable as

it is contrary to established treatment of severe
acute asthma. There is now uncontroversial
evidence that the combination of a 12 agonist and
ipratropium bromide is valuable in treating severe
acute asthma,2 and most informed clinicians now
use this combination in all patients who have not
responded to the initial dose of a nebulised 12
agonist. If the treatment does not result in
dramatic improvement intravenous aminophylline
is given, the loading dose being omitted in patients
receiving sustained release oral theophylline treat-
ment. I note that all of the patients who were
withdrawn from the study were treated with
intravenous aminophylline.

It is not stated how the intravenous infusion of
salbutamol was monitored, but I assume that this
must have been with an accurate volumetric
infusion pump. Such devices are expensive and
certainly not as readily available as nebulisers.
Constant infusion of salbutamol for routine treat-
ment of patients with severe asthma cannot be
recommended because of the unacceptable side
effects which will occur in some patients, and also
because it would virtually preclude treatment by
infusion of aminophylline, which would also re-
quire careful volumetric monitoring. Nebulised
salbutamol must remain the treatment of first
choice, and if the response to the first dose is not
rapid it should be repeated in combination with
ipratropium bromide. Aminophylline may be
required for patients whose condition continues to
cause concern. If it is not possible to use ipratro-
pium bromide or aminophylline, or both, treat-
ment with nebulised 12 agonist should be repeated
every 30 minutes until an adequate response has
been obtained. The bronchodilator effects ofnebu-
lised salbutamol are achieved within 15 minutes
after it has been given,3 and hence it is irrational to
wait for two hours before repeating treatment as
Dr Cheong and colleagues did.

GRAHAM CROMPTON
Respiratory Unit,
Northern General Hospital,
Edinburgh EH5 2DQ
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AUTHOR'S REPLY,-We agree that a nebulised a
agonist is the drug of first choice in treating severe
asthma, and in our paper we stated that we were
"anxious not to dismiss nebulised treatment."
On the other hand, for the first time a study has
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