
cause of the timing of the screen and
may require treatment in any case.
Those with GBS infection in a previous
pregnancy should be treated in any
case. Maternal fever in labour would be
treated in the interests of both mother
and baby. Therefore, strategies A and B
would result in all pregnant women be-
ing screened at significant cost.

On the basis of the information pre-
sented by the task force, strategy C ap-
pears to be the most clinically efficient
and cost-effective way of preventing
GBS infection in neonates.

R.J. Morrow
Obstetrician and Gynecologist
Oakville, Ont.
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[The Canadian Task Force on
Preventive Health Care responds:]

R.J. Morrow does not specify the
way in which there is an apparent

mismatch between our recommenda-
tions and the information we presented
in our report on preventing group B
streptococcal (GBS) infection in new-
borns,1 but in the interests of complete
clarity we would like to direct readers
to the full technical document, which is
available at www.ctfphc.org/Full_Text/
CTF_GBS_TR_final.pdf. 

In reply to Morrow’s comment re-
garding inconsistency among national
guidelines, we can only reply that we
followed an evidence-based process to
determine the effectiveness of the 3
strategies and found insufficient evi-
dence to recommend for or against
strategy C. Other factors that might be
used in decision-making include cost,
feasibility and patient preferences, and
do not factor directly into our recom-
mendations, although we attempt to ad-
dress them in other parts of our article.

We disagree with Morrow’s state-
ment that strategies A and C could be

used to treat the same group of women.
If strategy C were adopted, all women
with at least one risk factor would re-
ceive intrapartum prophylaxis. Many of
these women would be negative for
group B streptococcus and therefore a
larger number of women would be ex-
posed to antibiotics than in strategy A.
Finally, our recommendation statement
only addresses women at or close to
term gestation.

Many organisms other than group B
streptococcus cause early-onset sepsis.
Chorioamnionitis carries a high risk for
neonatal infection, and women with
this condition should receive appropri-
ate intrapartum treatment regardless of
their GBS colonization status. 

Finally, it should be made clear to
health care providers and parents that
none of these strategies can prevent all
cases of early-onset GBS infection.  

Vibhuti Shah 
Arne Ohlsson
Canadian Task Force on Preventive 
Health Care

London, Ont.
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Telehealth: Is it safe?

We thank Patrick Potter for taking
the time to comment on tele-

health in his recent letter.1 He may not
realize that the goal of triage is not to
make a diagnosis. As his anecdote illus-
trates, it is foolhardy to attempt to
“make the diagnosis over the phone.”
Rather, the goal of telephone nursing as-
sessment is symptom triage. Clearly, it is
not diagnostic certainty that allows for
sorting to be accomplished, and this can-
not be done by rote or scripted automa-
tons. Trained and experienced nurses,
who listen reflectively, aided by tools
that prevent gaps in information gather-
ing and documentation, have been pro-
viding this function for at least 15 years.2

No suit against a triage provider has suc-
cessfully shown an inability to sort out

the emergently ill. This safety record
stands in the highly litigious atmosphere
of our US neighbours, where millions of
triage calls are conducted annually (Raul
Seballos, Cleveland Clinic, Cleveland:
personal communication, 2002). The
originators of this type of triage were pe-
diatricians, seeking relief from the oner-
ous after-hours phone calls that plague
most acute care physicians.

Peter O’Hanley
Medical Director
Clinidata
Moncton, NB
Susan MacLean
Medical Director
Telehealth Ontario
Toronto, Ont. 
Maurice St-Martin
Medical Director
Telehealth Ontario
Sudbury, Ont.
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Hyponatremia and SIADH

In their article on hyponatremia,1

Haralampos Milionis and colleagues
do not mention an interesting diag-
nostic tool: the detection of high-
molecular-weight forms of vasopressin.
The presence of this in plasma, some-
times in large amounts, is highly sug-
gestive of the syndrome of inappropri-
ate secretion of antidiuretic hormone
(SIADH) associated with a carcinoma
of the lung.2-4

Simon Smitz
Department of Internal Medicine
University of Liège
Liège, Belgium
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