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SCREENING FOR FAMILY 
DYSFUNCTION

To the Editor:
The paper of Dr. Mengel1 con­

cerning the use of the Family 
APGAR2 in screening for family dys­
function in a family practice center 
provides some very important and 
useful information concerning this 
instrument. Dr. Mengel suggested 
that this instrument should be as­
sessed in the light of his data and the 
criteria for screening given by Dr. 
Paul Frame.3 This letter presents an 
analysis of the applicability of the 
Family APGAR as a screening tool 
for family dysfunction according to 
Dr. Frame’s six criteria.

Criterion 1: The condition must 
have a significant effect on the quality 
and quantity of life. There is little 
question that dysfunctional families 
have a decreased quality of life. The 
relationship between family dysfunc­
tion as measured by Family APGAR 
and “psychosomatic illness” has been 
well documented. Thus criterion 1 
is met.

Criterion 2: Acceptable methods of 
treatment must be available. It is ap­
parent from Mengel’s paper that the 
physicians being studied did not be­
lieve that acceptable treatment was 
available to their patients. Since ac­
ceptable treatment is a requirement 
for a valid screening test, the unavail­
ability of treatment invalidates the 
Family APGAR as a screening tool. 
The use of this screening tool must 
be limited to situations where treat­
ment may be offered when indicated. 
Thus criterion 2 is met in some sit­
uations but not in others.

Criterion 3: The condition must 
have an asymptomatic period during 
which detection and treatment sig­
nificantly reduce morbidity or mor­

tality. The concept of asymptomatic 
family dysfunction was not defined in 
the paper. Family dysfunction was 
noted by the physicians in 56 percent 
of families with APGAR s of less than 
6 (Mengel’s Figure 3), indicating that 
family dysfunction is frequently 
symptomatic when detected. Assum­
ing that asymptomatic family dys­
function exists, no available studies 
demonstrate that treatment in the 
asymptomatic phase decreases the 
morbidity or mortality of either fam­
ily dysfunction or of psychosomatic 
complaints. Thus the Family APGAR 
fails criterion 3.

Criterion 4: Treatment in the 
asymptomatic phase must yield a 
therapeutic result superior to that ob­
tained by delaying treatment until 
symptoms appear. Therapeutic re­
sults to treatment in an asymptomatic 
phase have not been demonstrated; 
therefore, the Family APGAR fails 
criterion 4.

Criterion 5: Tests that are accept­
able to patients must be available at 
reasonable cost to detect the condi­
tion in the asymptomatic period. The 
test is inexpensive and generally ac­
ceptable to patients. Dr. Mengel, 
however, reports a significant number 
of false-negative results but did not 
give the rate. Knowledge of that rate 
would be very helpful. Assuming a 
reasonable number of false-negative 
and false-positive findings, the Family 
APGAR fulfills criterion 5.

Criterion 6: The incidence of the 
condition must be sufficient to justify 
the cost of screening. The cost of 
screening is minimal. The incidence 
of family dysfunction is estimated to 
be 15 to 25 percent.1 Criterion 6 is 
easily met.

Screening for family dysfunction 
fulfills criteria 1 and 6. It fulfills cri­
teria 2 and 5 on a conditional basis,

continued on page 556

554 THE JOURNAL OF FAMILY PRACTICE, VOL. 25, NO. 6, 1987



LETTERS TO THE EDITOR

P ED IC ULICIDAL/O VICiDA L ACTIVITIES: In vitro data indicate 
that permethrin has pediculicidal and ovicidal activity against Pedic- 
ulus humanus var. capitis. The high cure rate (97-99%) of Nix in 
patients w ith  head lice demonstrated at 14 days follow ing a single 
application is attributable to a combination of its pediculicidal and 
ovicidal activities and its residual persistence on the hair which may 
also prevent reinfestation.
IND ICATIO NS A ND USAGE: Nix is indicated for the single-appli­
cation treatment of i nfestation w ith  Pediculus hum anus  var. capitis 
(the head louse) and its nits (eggs). Retreatment for recurrences is 
required in less than 1 % of patients since the ovicidal activity may be 
supplemented by residual persistence in the hair. If live lice are 
observed after at least seven days follow ing the in itial application, a 
second application can be given.
CONTRAINDICATIO NS: Nix is contraindicated in patients w ith 
known hypersensitivity to any of its components, to any synthetic 
pyrethroid or pyrethrin, or to chrysanthemums.
W ARNING : If hypersensitivity to Nix occurs, discontinue use. 
PRECAUTIONS:

General: Head lice infestation is often accompanied by pruritus, 
erythema, and edema. Treatment w ith  Nix may temporarily exacer­
bate these conditions.

Information for Patients: Patients w ith  head lice should be 
advised that itching, redness, or swelling of the scalp may occur 
after application of Nix. If irritation persists, they should consult their 
physician. Nix is not irritating to the eyes; however, patients should 
be advised to avoid contact w ith  eyes during application and to  flush 
w ith  water immediately if Nix gets in the eyes. In order to prevent 
accidental ingestion by children, the remaining contents of Nix 
should be discarded after use.

Combing of nits follow ing treatment w ith  Nix is not necessary for 
effective treatment. However, patients may do so for cosmetic or 
other reasons The nits are easily combed from  the hair treated w ith 
Nix after drying.

Carcinogenesis, Mutagenesis, Impairment of Fertility: Six car­
cinogenicity bioassays were evaluated w ith  permethrin, three each 
in rats and mice. No tum origenicity was seen in the rat studies. 
However, species-specific increases in pulmonary adenomas, a 
common benign tum or of mice of high spontaneous background 
incidence, were seen in the three mouse studies. In one of these 
studies there was an increased incidence of pulmonary alveolar-cell 
carcinomas and benign liver adenomas only in female mice when 
permethrin was given in the ir food at a concentration of 5000 ppm. 
Mutagenicity assays, which give useful correlative data for inter­
preting results from carcinogenicity bioassays in rodents, were 
negative. Permethrin showed no evidence of mutagenic potential in 
a battery of in vitro and in  vivo genetic toxicity studies.

Permethrin did not have any adverse effect on reproductive func­
tion at a dose of 180 m g /kg /day orally in a three-generation rat 
study.

Pregnancy: Teratogenic Effects: Pregnancy Category B: Repro­
duction studies have been performed in mice, rats, and rabbits 
(200-400 m g /kg /day orally) and have revealed no evidence of 
impaired fertility or harm to the fetus due to permethrin. There are, 
however, no adequate and well-controlled studies in pregnant 
women. Because animal reproduction studies are not always pre­
dictive of human response, this drug should be used during preg­
nancy only if clearly needed.

Nursing Mothers: It is not known whether this drug is excreted in 
human milk. Because many drugs are excreted in human milk and 
because of the evidence for tumorigenic potential of permethrin in 
animal studies, consideration should be given to  discontinuing nurs- 
ing temporarily or w ithholding the drug while the mother is nursing.

Pediatric Use: Nix is safe and effective in children two years of 
age and older. Safety and effectiveness in children less than two 
years of age have not been established.
ADVERSE REACTIONS: The most frequent adverse reaction to 
Nix is pruritus. This is usually a consequence of head lice infestation 
itself, but may be temporarily aggravated follow ing treatment w ith  
Nix. 5.9% of patients in clinical studies experienced mild temporary 
itching; 3.4% experienced mild transient burning/stinging, tingling, 
numbness, or scalp discomfort; and 2.1% experienced mild tran­
sient erythema, edema, or rash of the scalp.
DOSAGE A ND ADM INISTRATION:

Adults and Children: Nix is intended for use after the hair has 
been washed w ith  shampoo, rinsed w ith  water and towel dried. 
Apply a sufficient volume of Nix to saturate the hair and scalp. Nix 
should remain on the hair for 10 minutes before being rinsed off 
w ith  water. A  single treatment is sufficient to e lim inate head lice 
infestation. Combing of nits is not required for therapeutic efficacy, 
but may be done for cosmetic or other reasons.
SHAKE WELL BEFORE USING.
HOW  SUPPLIED: Nix (Permethrin) 1% (w t./w t.) Creme Rinse is 
supplied in plastic squeeze bottles that contain 2 fl. oz. weighing 56 
g. (NDC-0081-0780-81)
Store at 15°-25°C (59°-77°F),________________________________

1 DiNapoli J, Austin R, Englender S, et al: Eradication of lice w ith  a 
single treatment (unpublished data, 1987). 2  Taplin D, Meinking 
T, Castillero P, et al: Permethrin 1 % creme rinse for the treatment of 
pediculus humanus var capitis infestation. Pediatr Dermatol 1986; 
3,4:344-348. 3  Davies J, Dedhia H, Morgade C, et al: Lindane 
poisonings. Arch Dermatol 1983; 119:142-144.

Copr. © 1987 Burroughs Wellcome Co. A ll rights reserved.
B u rro u g h s  W e llc o m e  C o .
3030 Cornwallis Road
Research Triangle Park, NC 27709 N I-092

f t
Wellcome

continued from page 554

while criteria 3 and 4 are not fulfilled. 
A valid screening test must fulfill all 
six criteria, and thus screening for 
asymptomatic family dysfunction 
using the Family APGAR or any 
other screening test is not justified.

According to this analysis, the 
physicians in Dr. Mengel’s study 
acted appropriately. Eighty-seven 
percent of patients with psychoso­
matic symptoms and low Family AP­
GAR scores were assessed for family 
dysfunction (Mengel’s Figure 5). The 
presence of low Family APGAR in 
the absence of symptoms, however, 
did not change the physicians’ be­
havior.

This is not to say that symptomatic 
family dysfunction should not be in­
vestigated and treated when found. 
The diagnosis and treatment of 
symptomatic illness in a patient or a 
family is not a screening procedure 
and thus need not meet the criteria 
for screening. The Family APGAR 
may be used to assess the severity of 
family dysfunction in a symptomatic 
family and to follow the family’s re­
sponse to treatment.

Martin Urberg, MD, PhD 
Department o f Family Medicine, 

Wayne State University 
School o f Medicine, 

Detroit, Michigan
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The preceding letter was referred to 
Dr. Mengel, who responds as follows: 

Dr. Urberg’s letter provides an ex­
cellent critique of the use of the Fam­
ily APGAR in screening for family 
dysfunction using Dr. Paul Frame’s 
screening criteria. I agree with Dr. 
Urberg’s main conclusion that the 
Family APGAR does not fulfill all six

of Frame’s criteria and thus cannot 
be advocated as a screening tool for 
family dysfunction. There are several 
points of disagreement and one point 
of clarification, however, that I would 
like to discuss.

First, Dr. Urberg mentioned that it 
would not be justified to screen for 
family dysfunction using an instru­
ment other than the Family APGAR. 
The basis for this statement seems to 
be Dr. Urberg’s belief that no screen­
ing instrument will ever meet criteria 
3 and 4 because there is not a true 
asymptomatic period for family dys­
function. I disagree, primarily because 
criteria 3 and 4 apply to asymptom­
atic periods of diseases, not behavior 
or social dysfunctions such as family 
dysfunction. Just as depression is de­
fined by its symptoms and does not 
have an asymptomatic phase, so, too, 
family dysfunction is defined by be­
haviors within the family that impede 
the growth of its members. Thus, cri­
teria 3 and 4 need to be modified to 
speak of early family dysfunction 
when patterns of behavior have not 
become rigidified, or family dysfunc­
tion in which members have not de­
veloped medical symptoms or exac­
erbations of existing medical condi­
tions. With criteria 3 and 4 so altered, 
it is conceivable in the future that a 
screening instrument may detect 
family dysfunction in its early stages, 
significantly reduce morbidity and 
mortality, and yield a therapeutic ef­
fect superior to that obtained by de­
laying treatment until dynamics are 
more established and resistant to 
therapy.

Second, I believe that acceptable 
treatment is available for family dys­
function in more instances than Dr. 
Urberg’s statement, “criteria 2 is met 
in some situations but not in others,” 
leads readers to believe. Campbell’s 
recent review entitled the “Family’s 
Impact on Flealth: A Critical
Review” 1 supports the belief that 
treating family dysfunction leads to 
an improvement in a large number 
of acute, chronic, and mental illnesses 
that present commonly in the family 
practice setting. In addition, treat­
ment of family dysfunction in the ab­
sence of an ill member is also sup-
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ported by a large number of outcome 
studies reviewed in Gurman and 
Kniskern’s Handbook o f Family 
Therapy2 Thus, I feel that criteria 2 
is met in the great majority of situa­
tions and is largely fulfilled.

Third, Dr. Urberg correctly iden­
tified that I failed to report a false­
negative rate for Family APGAR 
screening. The reason is that I did not 
evaluate all patients with a “gold 
standard” test for family dysfunction, 
such as an evaluation by a family 
therapist. The criteria for estimating 
the false-negative rate in my study was 
agreement between nurses and phy­
sicians in our clinics that family dys­
function existed in patients even 
though the APGAR score was above
6. We regard this estimate as low be­
cause there were a large number of 
cases in which either the nurses or the 
physician felt that family dysfunction 
was present in a particular patient’s 
family, but both together could not 
agree. Thus, our estimate of the false­
negative rate is conservative. As re­
ported in our study, there were 44 pa­
tient visits in which patients scored 
above 6 on the Family APGAR, but 
both nurses and physicians felt family 
dysfunction was present. There were 
no instances when both nurses and 
physicians felt family dysfunction was 
absent and the APGAR score was 6 
or less. Thus, an estimate of the false­
negative rate would be 44 divided by 
238 (194 + 44) or 18.5 percent. I feel 
that this rate is unacceptably high, 
and thus I agree with Dr. Urberg that 
the Family APGAR does not fulfill 
criteria 5.

Fourth, Dr. Urberg concludes that 
although we should not screen for 
asymptomatic family dysfunction, 
perhaps it would be appropriate to 
screen patients or their families with 
symptomatic illness, as that process 
would not need to meet the stringent 
screening criteria. Although I defi­
nitely feel an adequate evaluation of 
family function should take place on 
all patients who have symptoms 
suggestive of family dysfunction, I do 
not feel that our lack of criteria for

this process justifies the Family AP- 
GAR’s use in this situation. First, cri­
teria similar to screening criteria can 
be established for this tertiary pre­
vention activity. Second, the Family 
APGAR should be evaluated for its 
ability to detect family dysfunction at 
a reasonable cost, encourage physi­
cians to institute treatment, reduce 
morbidity and mortality, and im­
prove patient quality of life when 
screening symptomatic patients or 
their families. I feel it would be unwise 
to advocate use of the Family AP­
GAR as a screening tool for assessing 
the presence of family dysfunction in 
symptomatic patients and their fam­
ilies in the absence of studies that 
prove it of benefit in this setting.

Finally, it is a gross understatement 
to say that this area is ripe for re­
search. While no instrument cur­
rently meets the criteria established 
for screening, it is conceivable that 
such an instrument could be devel­
oped and would prove beneficial. 
Given recent empirical work and 
theoretical advances in the field of 
family functioning, it seems an ap­
propriate time to move past the sim­
plicity of the Family APGAR and de­
velop new tools that have a better po­
tential to meet Frame’s screening 
criteria. Development and testing of 
more theoretically based instruments 
has the potential of not only moving 
the field of family systems medicine 
forward but also the possibility of im­
proving our patients’ health.

Mark B. Mengel, MD, MPH 
Department o f Family Medicine 

University o f Oklahoma 
Oklahoma City
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