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Chlamydia Pneumoniae 

To the Editor: 

As part "f a study of serologic cross-reactivity betwecn 
Chlumydiapnet~rnoniae and Chlamydia irochornatis, Kern et all 
recently reported a C pnet~rnonine seroprevalence rate of 86 
percent ( i 3  percent pie-existing and 13  percent acute antibody) 
in 147 active malt firefighters and police officers in Providence, 
R.I. The authors state that this scroprcvalence rate of 86 percent 
is the hiehest uet reDorted and that the reason for the high sero- " ' .  
prcvalerlce rate in Rhode Island is unknown, although thcy spec- 
ulate that Hhodc Island might have experienced a C pneumonzac 
epidemic in the years just prior to their study. Making the 
assumption that scroprevaler~ce rates found for firerighters and 
policemen are generali~able to other populations, they question 
causal associittions reported in nlany previous studies betwecn 
serologic criteria for C pneurnoniae infection and community- 
acquired pneumonia. I wish to com~nent on the validity of theii 
extrapolation of results to other apparently well populations. 

Transmission of C pneumoniae infections has been reportcd 
within families and close-knit c~mmuni t ies ."~  Consistently higher 
antibody prcvs ienc~ in men as cornparcd with women has 
suggested that transmission occurs predominantly at thc work. 
place.%ppnevrnonioe IgG titers of 1:32 ur greater were fuund in 
83 pcrcelit of 72 asymptomatic healthcare sr~orkers, 17 percent of 
whom had serologic evidence for "acute" infection.' In 1992, 1 
obtained C pneurnoniae serologic studies on 11 asympturrralic 
adult healthcare workers at a single primary carc office; ail werc 
seropositive (pulyvalcnt antitmdy MIF l i ter>l: l6) comparcd 
with a seropositivity rate of 62 perccnt in 435 outpatients with 
acute icspiratory illriesses recruited from within the same com- 
munity (difference issignificant at p<0.01 by Fisher's Exact Test). 
Thrsefindingssuggest that ( I)  the high antibody prevalencenoted 
by Kern ct all for male firefighters and palicc officers may he rc- 
iated tu enhanccd asymptu~natic trarlsmissiu~r 01 C pnenmonian 
within close-knit workplace environments, and (2) the high sero- 
pn-r,alencc rate noted lor thc highly s~lec ted  group of subjects 
studied by Kern r t  al' is urilikely to reflect the C pneurnuniae 
seroprevalencc rate of the community of Providence ur the state 
of Ilhode island. 

Random popillation sampling, or surne other population-based 
method, will be necessary to detcrrnine accurately Cpneurnuniue 
seroprcvslence rates\vithin geographicareas. Such studies may be 
particularly important in studying associations of C pneumonioe 
infection and geographic variations in ischrrnic heart disease."' 
Pup~ilation rslimatcs oi C pnei'rnoniue seroprevalence entrapo- 
lated fruni unrepresentative groups, ss well as arguments and 
conclusions hascd on such extrapolations, are likely to be biased. 

Daad L.  Hahn, M.D., 
Madison, Wisconsin 

Reprint requests: Dr. Hahn, Arland Park Clinic, 3434 E .  Wash- 
ington Aoe., Madison, WI  53704 
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To the Editor: 

We appreciate Dr. Hahn's interest in our a 
104:208-13) and agree that our ohrervatiori uf 
pneumonine seroprevalence rate in a municip 
~ o r k c r s  does not guarantee an cq~vally high ra 
population. We had hvvothesired ~reviouslv that . . < ". , -.v,<w 
son transmission of infectious agents might be cn1r;riictd in &%:&a .,**r/d 
fighters as a result of their military barracks-likc king con&@,,+& 
tionr (1) and anticipated that iircfighters woold liaic ;i h i g h & 4 & $  
ioprcvslencc to C pnetirnoniae than othcr public s:iicty warkef@$$& 
such as police. Unexpectedly, we found that puiici. cifficers~~&zW+' ,+jq&P 
do not wurk together in such close proximity, had a (: pneuWv@zTa 
niaa scroprevalcr~ce ratc virtually identical to that ol iireFi&~@~+ 
(84 percent vs 85 perccnt, police vs firefighters, icsiwctively, f@d3& 
lgC>1:16). While this data did not sunriort oi:r ilrieirral shd&?&k . . ..;P9.qm 

hypothesis, it did suggest that Rhodc Island coolr! lr:ive a hk@$m 
backgmund seroprrvalencc to C oneurnuniae. O,iiirnunity w i & e & %  

' .:. , G a g  
epidemics of C pnerrmonine infktion have been iii,>ciibeda&?- 
as wc noted in the Iliscussion scction could be a lilti,i~it,lc exp&g# a,..:& 

nation for the high scruprevalcnc~ in our stody. Wr :.<>iild ncith+is#$ 
prove nor disprove this hypothesis bccsuse no prior \t,iosurve@~g@ 
for C pt~eiirnoniac Irad heen done in our arca, and wra c o l l e ~ t @ ~ ~ a  
iron, other groups at the same timc as arir stud" h ; i i  iiot availabf@@& 
for determination of C pneunioniae antibody icvili. 

l'he actual sernprevalencr rate in Rhotlr Island is im 

that C pneunronioe accounts ior 6 to 
acquired pnrumonia.' WP remain conccrnrd that i!,t 

ificity of the MIF test \\,ill contir~ue to spa\r,n diieci,: 
tlrat may rrpresent r~otliine murp than . . 
Hamnlerschlag lras raised similar concerns." 

Chaiactcrization of the aritibody rcsponse to C r z < ' r t n ~  

been made difficult by apparcrrt cmis-rcac 
Chlamydia species, patient age ss a dcterminarlt 
sponse and the chronologic relationship of the i 
1pvcl to clinicill illness. A lack of scroconversioo 
tivc individuals has even been noteti. These fact0 
problematic to gain ari accurate perspective on 
pner~n~onine in variuusdiseasc processes usingcu 
serologic assays. The further development of o 
of the pathubiulagy of C pneumoniae will nec 
a combination of mulecolar dctcction techniquci ;:ii'i 

logic assays in the conduct of future clinicoepide~ii 
of C p~wtmoninc ,  



David G.  Kern, lMD., and 
,Marguerite A. Nelll, )MU., 

Brown University School u/ Medicine, 
Pawtucket, Rhode Island 
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ontinuous Infusion Oral Lorazepam 
r Patients in the ICU 

To the Edztor 

An important aspect of caring for the critically ill patient is the 
iovision of adequate sedation, limiting myocardial oxygen 
anand, work of breathing, and anxiety1 Seiacral drugs have 
een used in the ICU to provide sedation. Factors such as unset 
faction, ainnestic properties, duration of action, lipid solubility, 
ictabolic pathways, and hemodynamic cffects oi the drug 
ctermine its usefulness in the ICU. 
Single-dose studies and studies in non-1CU patirntssuggcst that 
iazeparn has several advanrages over other ~~gents."" The pri- 
iary advantage is lack of active metabolites and, thcreforc, a 
:latively predictable duration of action. Contirluous infusion 

ailministration methods decrease demands on nursing time, pro- 
'de sustained anxiety relief, and decrease hemudynamic effects. 

ditionally, it is imperative to provide constant anxiety control 
patient is being treated with neurornuscular blocking agents. 

Unfortunately, provision of continuous sedatiun with intrave- 
nous (IV) lorazepam is a costly venture. Costs fur continuuus in- 

sion lorazepam are several thousand dollars per month in our 
bed general medical ICU. In addition, a a result of the insta- 
y of the sgcnt, continuous inlusiun lorazrpam usually mo- 

opolires an IV access site. 
As a result of these problems, we designed a method of 
ministering oral lorazepam solution thruugh s nasogastric 

i ~e.~.%~arazcpam Irltensol is a 90 percent bioavailable, 2 mg/ml 
:e-, alcahal-. and sugar-free solution.' A 60-ml ayringe (Bccton- 
ickinson, Rutherford, New Jersey) was filled with 10 to 40 ml 
a1 Larazepam Intensol solution (Raxane Laburaiuries, Colum- 
is ,  Ohio) and was attached to Bard Tamper Hcsistent Patient 

trolled Analgesia (PCA) tubing (CR Bard, North Reading, 
The syringe was placed into a Bard PCA pump (CR Bard, 
Reading) and the patient's lorarepam basal infusion rate 
e PCA tubing was attached la one part of an enicral Y-ex- 

ion set (Carpak, Wheeling, 111). This, in torn, was attached to 
lem Sump Tube (Sherwood Medical, St. I.ouis, Mu). The other 

i o  sites were used for nasogastric feedings and intermittent 
rdical administration. Attached to the syringe and tubing were 
lor coded labels with the warning, "For oral administration, 

ni "Food  coloring was a d d d  lo the oral lorazepam solution to 
ourage inadvertent IV administration, 

Currently, oral lorazeparn has been administered to four stable 
atients in our ICU. We have only tried oral lorazepam solution 

hcmodynamically stilble patients tolerating enteral fredings 
medications. A one-to-one conversion from 1V to oral 

zepam solution was made, resulting in adequate sedation. This 
rihod af delivery should reduce the number of IV sites needed, 

potcrltial for IV related infection, and cost (oral loraz~panl $0.46 
per mg, IV $3.20 per mg). 

Sharon Watling, Phorm.D., 
John Yanm, M.D., 

Elizriheth Lonberger, R.N., and 
St~snn Lee, B. Pharm., 

University of Missouri, 
Departments o/ Medicine, Nursing, and Pharmacy, 

Colz~mbia, Missouri 
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Critical Illness in Pregnancy 

To the Editor. 

I read with interest the articlc entitled "Critical Illness in 
Preenancv" bu Nancy A. Collop arid Steven A. Sahn, which was - . .  
puhlishedin the May. 1993, issueof Chest.' I agree with them that 
the pregriant patient with medical complications represents a 
uniqur vhallcngr to the intensive care specialist. In their revicw 
of patients who were pregnant and admitted to the medical ICU . . 
(MICU). in almost 3 years oi time, there were only 20 ahstetric 
patients. Our facility is smaller, but our per capita admission rate 
to the MICU for obstetric patients is about equal. At a previous 
facility, Truman Medical Center, East, 1 was the intensivist. Our 
rrumbrrs were strikingly similar when adjusted for deliveries. My 
impressiori on reading the article aras thc strikingly high rate of 
pulmonary artery and arterial catheters placed when compared 
with their gerlpral MlCU patients. I was struck by this fact, and 
then I wondered whether this was possibly a resuli of the [act that 
in most cases. a pulrnanary artery (Swan-Ganz) catheter is not 
olacedbv an obstetrician or a maternal/fetaln~edicineexpert but, 
more than likely, by an intensivist, pulmonologist, ur cardiologist. 
It could he a confluence of two oncomfortable situations far the 
practicing physicians. One would be a critically ill obstetric pa- 
tient, which, by and large, does not occur with frequency in the 
obstetric population, therefore, rrot frequently presenting to the 
obstetrician, The .second would be a critically ill patient who 
happened to be pregnant, presenting to the intensivist who 
infrequcrltly sees pregnant patients. Could it be that the higher 
rate of Swail-Canz catheterization in Collop and Sahn's' popula- 
tion was a result of this coi~floencr af uricomfortable s i t ~ ~ ~ t i u n s  of 
these practicing physici;ms? 

It is of interest that a reccrll article in The Iournal of the 
American Medical Assodation by Naylor ei a12 called for an in- 
tegrated strategy for guideline development and rcsearch pro- 
motion on the pulmonary artery catheterizatioir. No mention is 




