
parent groups, school boards, and local officials to develop leg-
islation requiring chlamydia screening for entry into each year
of high school.
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In Reply: Choice of treatment regimen, either doxycycline, 100
mg twice daily for 7 days, or a 1-g dose of azithromycin, was based
on local clinic policy, which reflects standard treatment in most
clinic settings serving adolescents at risk. We agree that analyz-
ing our data on repeat chlamydia infections by treatment modal-
ity or compliance or both may have provided interesting infor-
mation on efficacy. Although data on treatment regimen were not
collected in our study, 2 recent reports compared the efficacy of
doxycycline vs azithromycin and found them to be comparable,
with treatment failures of less than 5% at 2 to 4 weeks after
therapy.1,2 Therefore, we do not believe differentiation of results
by treatment regimen or reported patient compliance would have
altered our findings.

Although our study population was homogeneous and Balti-
more is known to have high sexually transmitted disease rates,
we believe sufficient evidence exists supporting our recommen-
dation of chlamydia screening every 6 months for sexually ac-
tive adolescent females. Chlamydia screening in most adoles-
cent female populations yields prevalences of more than 10%,
except in areas with long-standing chlamydia control programs
such as the Pacific Northwest.3-6 Dr Klausner presents recom-
mendations based on prevalence rates calculated with small num-
bers of patients and does not provide information on frequency
of infection or reinfection. Our recommendation is based on in-
cidence rates calculated from prospective data collected over 33
months on 3202 adolescent females.

Klausner advocates for screening practices to be dictated by
local disease prevalences. We agree in concept. However, the chla-
mydia burden in other parts of the country has not been well de-
scribed, and most health care infrastructures currently do not have
the resources, technology, or impetus to generate these data. In

addition, many chlamydia prevalence rates are determined with
less-sensitive tests than were used in our study and may under-
estimate the disease burden.3

Wherever we look for chlamydia we find it, especially among
adolescents.3-6 Since chlamydia is mostly an asymptomatic in fec-
tion with serious consequences, as Klausner points out, and since
the risk of pelvic inflammatory disease and its sequelae increases
with the duration of untreated infection, we feel it is cavalier to
assume without supporting evidence that chlamydia is not a prob-
lem in any given adolescent population. Therefore, we recom-
mend screening all sexually active adolescent females for chla-
mydia infection, regardless of history or symptoms, until evidence
to the contrary is generated.
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CORRECTION

Errors in Figures: In the Review entitled “Saw Palmetto Extracts for Treatment of
Benign Prostatic Hyperplasia: A Systematic Review,” published in the November
11, 1998, issue of THE JOURNAL (1998;280:1604-1609), there were several errors
in the figures. In the column headings for Figures 1, 3, and 4, the word “ex-
pected” should have read “experiment.” In Figure 2, the number of patients for
Braeckman et al should have been 238, bringing the overall total to 659 patients.
In Figure 4, the overall confidence interval for peak urinary flow should have read
0.724, not −0.724.
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