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We will try to publish authors’ responses in the
same edition with readers’ comments. Time con-
straints may prevent this in some cases. The problem
is compounded in the case of a bimonthly journal
where continuity of comment and redress is difficult
to achieve. When the redress appears 2 months after
the comment, 4 months will have passed since the
original article was published. Therefore, we would

st to our readers that their correspondence
about published papers be submitted as soon as pos-
sible after the article appears.

Management of Streptococcal Pharyngitls

To the Editor: The article “The Effects of the Rapid
Strep Test on Physician Management of Streptococ-
cal Pharyngitis”! has the admirable goal of studying
actual practice. As family physicians “in the trenches,”
our most valued information is that which helps us
care for our patients in real practice settings.

In that spirit, we should evaluate the rapid strep
tests in light of our goal of treating patients with
pharyngitis, rather than treating streptococcal
pharyngitis. A test cries to be used, and the universe
of tests available can easily define what diseases are
considered.

The current rapid strep tests all suffer from the
ability to detect only group A streptococcus. Other
groups of streptococcus are pathogenic causes of
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pharyngitis, including group G° and group C.
Mycoplasmal and atypical organisms continue to be
implicated as causes of sore throat.5 The study by
Corson, et al.’ documents group C streptococcus as
a more common cause of symptomatic pharyngitis
than group A streptococcus.

My opinion is that the rapid strep tests have no
place in day-to-day clinical practice. It is technically
fascinating that the rapid strep tests work, but why
use a test that identifies less than one-half of the
treatable organisms? Those who persist in using the
rapid strep tests should obtain a culture for patients
with a negative rapid strep. test.”

Floyd L. McIntyre, M.D.
So. Dennis, MA
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Cognition Dysfunction

To the Editor: While Rizzolo and colleagues have enu-
merated well the possible advantages of diagnosing
dementia early through cognitive function screening,
they have omitted some important potential disad-
vantages.! The mere labeling of a person as cogni-
tively impaired risks creating barriers to health care
beyond those that are strictly economic. Institutions
and health care providers are often reluctant to man-
age the complex issues surrounding a dementing ill-
ness. Feeling the stigma of such a label, those so iden-
tified may avoid beneficial diagnostic evaluation and
management. These are among concerns that place
the value of this screening maneuver in doubt. In
considering these issues, the Canadian Task Force on
the Periodic Health Examination recently concluded
that, “There is insufficient evidence to include rou-
tine screening for cognitive impairment in or exclude
it from the periodic health examination of people
over 65 years of age.”

Also, the authors have overstated the proven value
of comprehensive geriatric assessment following a
positive screening test for cognitive impairment.
While some difficult cases identified in this manner
may require a global assessment, these are not likely
to be found at the local health fair. The benefit of
geriatric evaluation has been reported in other lim-
ited contexts, not in the community-dwelling elderly
and certainly not in those targeted simply because of
cognitive impairment.

Finally, by implying that interpretation of and fol-
low-up after cognitive screening is primarily the
realm of geriatricians, the authors ignore the capa-
ble and imperative role of community-based physi-
cians in the diagnosis and management of dementing
illness. While selected problems require the
geriatrician’s expertise, the very demographic fac-
tors they have mentioned will make referral more
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