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Sexual and reproductive health in the United
Kingdom urgently needs improving,1 and the govern-
ment is developing the first integrated national strategy
on sexual health.2 3 Theoretical models describing the
main determinants of the incidence of sexually
transmitted infections suggest that reducing the mean
duration of infectiousness is likely to lead to
substantially lower levels of disease.4 One way of
achieving such reductions is by the earlier ascertain-
ment of cases through screening for infection. The
chief medical officer’s expert advisory group on
Chlamydia trachomatis has recently evaluated the
evidence for chlamydia screening in the United
Kingdom.5 In this report we summarise the main
evidence addressed by the group and outline how its
conclusions have been implemented through a screen-
ing pilot in two health authorities in England.

The problem
C trachomatis infection is the most common curable,
bacterial, sexually transmitted infection in England.6

Since 1988, the number of cases seen in genitourinary
medicine clinics in England has risen by 46% from
30 349 to 44 196 in 1998. The greatest rise over the
past 10 years has been in the younger sexually active
population (16-19 year old women and 20-24 year old
men), and rates of infection are currently highest in
these groups.7 Chlamydial infection is largely asympto-
matic and, if untreated, the long term consequences of
pelvic inflammatory disease, ectopic pregnancy, and
tubal factor infertility are especially detrimental.8

Although professional awareness of the infection is ris-
ing, genitourinary medicine clinics remain the only
clinical setting that undertakes nationwide systematic
screening. Less than 10% of prevalent infections are
thought to be diagnosed in genitourinary medicine
clinics.9 Substantial numbers of people are therefore
untreated and remain at risk of developing severe
complications.

The questions
There are several questions that relate to this problem.
Firstly, is screening for chlamydia an effective interven-
tion strategy? Secondly, if so, who should be targeted
and in which clinical settings should they be screened?
And, thirdly, what is the preferred method of screening
and will it be feasible and cost effective in Britain?

The evidence
Evidence for effectiveness of screening for
chlamydia
Several case studies10 11 and one randomised controlled
trial12 have shown that screening significantly reduces
the prevalence of genital tract infections and pelvic
inflammatory disease in women. Since 1985 in
Sweden, a countrywide testing initiative for chlamydia
has been implemented in various health settings
including primary care and specialist clinics. Rates of
testing increased each year from 1985 to 1991, and a
corresponding decrease occurred in the number of
cases diagnosed; in one county, the number of cases
had fallen to 40% of initial levels by 1991.10 In 1986, a
state-wide screening initiative began in family planning
clinics in Wisconsin, United States, using risk factors to
determine who was screened.11 By 1990, a 53%
decrease in prevalence was seen. In a large randomised
trial of 2607 women, 1009 were assigned to screening
and the rest to usual care.12 At the end of 12 months’
follow up, there were 33 cases of pelvic inflammatory
disease in the control group and nine in the screened
women, a 56% reduction in incidence of disease.

Who should be screened and where?
Prevalence of infection varies considerably in differ-
ent populations (range 1%-29%).5 Prevalence is
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consistently higher in certain groups (such as women
attending genitourinary clinics (median prevalence
16%) and clinics for termination of pregnancy (8%))
than in others (such as people tested in general
practice and family planning clinics (5%)). The number
of infections is still rising, and it seems unlikely that the
current restricted systematic screening will have a great
effect on prevalence and incidence because the general
population makes limited use of genitourinary
medicine clinics.13 Future screening will have to be
based in more widely used health settings.

Several studies have identified various demo-
graphic or behavioural risk factors that are associated
with infection, including younger age (particularly
under 25 years), multiple partners, recent change in
partner, single marital status, ethnic group, low school
leaving age, genital symptoms, or the presence of
another sexually transmitted infection.5 Young age and
recent change in sexual partner are the most
commonly reported risk factors for infection. On this
basis, the expert advisory group concluded that in
addition to testing of all symptomatic patients and
those at higher risk (people attending genitourinary
medicine clinics and women seeking termination of
pregnancy), the evidence supported opportunistic
screening of the general population. The group
concluded that screening should be offered to sexually
active women under 25 and also to those over 25 with
a new sexual partner or who have had two or more
partners in the past year. It advocated the use of
general practice and family planning clinics for screen-
ing and also stressed the importance of notifying part-
ners, which should be undertaken in collaboration with
genitourinary medicine clinics.

Methods of screening and feasibility issues
The advisory group recommended opportunistic
screening rather than a call-recall system based on age
or sex. An age based call-recall system could be very
inefficient because resources are wasted in inappropri-
ately contacting people who are not sexually active. In
addition, a recent study in Amsterdam showed that
opportunistic screening for chlamydia can achieve

higher participation rates than postal invitations and
identify greater numbers of infections.14 Economic
analyses have shown that the proposed model of
screening will be cost effective, and modelling
suggested that screening women only (when men are
identified and treated through notification of partners)
is the most cost efficient approach.15

Implementation
The proposed screening programme would demand
changes in clinical practice and closer alliances
between health services. In the light of the evidence
reviewed and with advice from the National Screening
Committee, the Department of Health commissioned
a pilot study to determine the logistic implications of
opportunistic screening. The pilot will take place for
one year and is currently under way in two sites,
Portsmouth and the Wirral.

Objectives of pilot scheme
The main objectives of the pilot are to assess the feasi-
bility and acceptability of opportunistic screening in a
range of healthcare settings, including primary and
secondary care. Although the screening pilot will aim
to estimate the true costs of opportunistic screening, it
has not been designed to assess the effect of screening
on long term morbidity. This will require either a ran-
domised control trial or the development of new tech-
niques that will permit the monitoring of trends in
pelvic inflammatory disease.

Inclusion criteria
A targeted approach to screening has been adopted,
focusing on sexually active young people (16-24 year
olds) attending testing sites. Women will be offered
screening in primary care settings (general practice
and family planning) and certain defined specialist
services—for example, women’s services in hospitals,
termination of pregnancy, and genitourinary medicine
clinics—whereas men will be offered screening only at
genitourinary medicine and young people’s sexual
health clinics. The advisory group proposed that
screening be focused predominantly on women partly
because women use health services more often and so
form a more accessible population. However, the pilot
is including young men attending clinics as they form
an easy to reach subgroup who are also at higher risk
of infection. The inclusion of men in these settings will
foster greater recognition of male responsibility in
sexual health issues and will encourage sharing of
responsibility for sexual health, a burden currently
placed mainly on women.16 This approach will also
help to assess the feasibility and cost efficiency of
extending full screening to both sexes.

Screening process
All screening for chlamydia in the pilot programme
will be by a ligase chain reaction test on a first catch
urine sample. Use of urine samples, rather than the
more invasive endocervical or endourethral swabs that
were required for older screening tests such as enzyme
linked immunosorbent assay (ELISA), should greatly
increase acceptability and uptake of screening. A
recent survey in the pilot areas found that 95% of
16-24 years olds were willing to have a urine test
for chlamydia during a routine visit to their general

Transmission electron micrograph of C trachomatis: a screening programme is being piloted
in England
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practitioner.17 After screening, patients will be
informed of their results from a local coordinating
office and will be able to discuss the implications of the
results with specially trained research nurses. People
who have positive results will be referred to local
genitourinary medicine clinics for treatment, notifica-
tion of partners, and further testing for other
infections. Patients who do not wish to be referred to
clinics will have the option to be treated where they
were tested. In these cases, research nurses working
within the coordinating offices will liaise with clients to
ensure that partners are notified.

General issues
Several of the detailed issues that need to be addressed
within the pilot, including resource allocation and
implications of screening for health insurance have
been previously highlighted.18 All resources (including
cost of treatment) required for screening have been
provided from a central pilot budget, and participating
centres are also paid for each test completed to reflect
increased demands on staff time. The actual costs of
screening will be estimated as part of the overall evalu-
ation of the pilot.

Before the start of the pilot, general practitioners
expressed concerns about the effect of screening for a
sexually transmitted infection on future insurance pre-
miums. The Department of Health discussed this issue
with the Association of British Insurers, and the trend
in future policies is towards omitting specific questions
regarding sexually transmitted infections. However,
practice varies between companies; some insurers say
that they find it relevant to know when an applicant has
a series of sexually transmitted infections. During the
pilot, general practitioners were advised to consider
adding a caveat that the test was carried out through a
screening programme and not because of perceived
risk or history of the individual.

Screening programmes should allow individuals to
make their own decisions and assess their personal
health costs and benefits before accepting an offer of
screening.19 It may be unacceptable to offer screening
during a consultation that is not for a sexual health
reason, as such an offer could affect communication
about the original purpose of the consultation.
Although uptake rates will be a key measure of the suc-
cess of the pilot, measures of the public perception of
the acceptability and benefits of screening will also be
important. All people offered screening will be
provided with a comprehensive information booklet
and have the opportunity to discuss the implications of
testing with trained staff before making their decision.
The pilot includes an independent component (using
both qualitative and quantitative techniques) to
determine and monitor the emotional impact and
acceptability of screening in both sexes. It will also
evaluate the effect of the education materials provided
to the public and professionals.

Conclusions
Opportunistic testing is a well recognised mode of
screening.19 However, concerns have been raised
regarding its use in screening for genital chlamydial
infection.20 Opportunistic screening is likely to offer
greater opportunity for young and behaviourally

vulnerable individuals to ask questions about the
disease, its mode of acquisition, and the implications of
a positive test result than would postal based screening.
It should also have lower administrative costs. The
methods used in the pilot require changes to current
clinical practice and closer collaboration between
primary care and specialist services. This provides an
opportunity for new partnerships to be formed and
facilitates a more integrated approach to health care.
In many ways, it heralds the approach that is required
to manage the wide variety of sexual health issues that
confront us today.
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