EDITORIALS

Screening for genital chlamydial infection: the
agenda for general practice

GENITAL chlamydial infection is in the news. The Chief  The first recommendation is to test on clinical suspicion of
Medical Officer in England has recently published an experChlamydia The problem here is that the symptoms of chlamy-
advisory group report o€hlamydia trachomatjswhich recom-  dial infection in women are often non-specific, and GPs need
mends action to reduce the prevalence and morbidity of thiadvice as to which combination of symptoms or signs is likely to
infection! The report is the first pronouncement on the subjechave the best diagnostic ‘yield’. Unfortunately, the advisory
by the Department of Health, and its recommendations are afroup does not address this issue and makes all inclusive recom-
considerable relevance to general practitioners (GPs) and pramendations to the effect that, for example, all women with lower
tice nurses. abdominal pain or intermenstrual bleeding should be tested for
What do we know abouthlamydi& Three facts have been Chlamydia What is required is the development of recommenda-
known since the early 1980s. First, it is the most commortions that are usable and evidence-based. This could be achieved
curable sexually transmitted infection (STI) in the industrializedby the development of valid guidelines for the management of
world. The best current estimate of the prevalence of genitathlamydial infection in primary care. These guidelines should be
Chlamydiain women attending general practice in the Unitedbased on a systematic literature review, use an independent mul-
Kingdom is 3% to 4968.Secondly, chlamydial infection is diffi- tidisciplinary guideline development group, make explicit the
cult to diagnose clinically. It is asymptomatic in up to 70% oflinks between the recommendations and the quality of the sup-
women and 50% of men, and symptoms of infection, when theporting evidence, and be the subject of independent critical
occur, are often mild and non-specifi¢ Thirdly, untreated appraisal* Such guidelines have recently been developed in
infection in women may lead to complications that are costly td_eicestershir®'®and are currently being developed by the
treat and a cause of significant morbidity. The three importan§cottish Intercollegiate Guidelines Network (SIGN). The
complications that result are pelvic inflammatory disease (PID)l.eicestershire guidelinefocus on raising clinical suspicion of

tubal infertility, and ectopic pregnanéy. infection and optimizing the management of cases diagnosed in
Screening is the identification of preclinical disease in ageneral practicé®
defined population by a relatively simple tedtis only recently Chlamydiatesting is advised for all women seeking TOP. For

that the case for screening women@amydiahas been firmly  such a strategy to be effective it will be necessary for gynaecolo-
established. An American randomized controlled trial shows thagists, genitourinary medicine clinics, and referring GPs to work
screening asymptomatic women deemed to be at ‘high risk’ fotogether at district level to ensure that all cases of infection are
Chlamydiacan lead to a clinically significant (56%) reduction in treated and contact tracing perforntédt may also be more
the incidence of PID in the intervention grduphese findings appropriate for such testing to be performed by the gynaecologist
are supported by observational data fil@damydiacontrol pro-  at the assessment clinic rather than by the referring® Give
grammes in Sweden and the United Stages.further advance report does not make a firm recommendation regarding screening
is that the development @hlamydiatests, based on nucleic acid before intrauterine device insertion. This is consistent with the
amplification technology (polymerase chain reaction: PCR;available research evidence, as there is limited information on
ligase chain reaction: LCR), now means that laboratories hawe prevalence of infection in this group of wonden.
access to an acceptable screening tesCfdamydia®° LCR The most controversial of the recommendations is that GPs
can be performed on a urine sample and is highly sensitive (ovehould opportunistically screen sexually active women aged
90%), although it has yet to be widely used in general pracander 25 years and women over 25 with a recent change in
tice 12 n contrast, enzyme immunoassay (EIA), currently thesexual partner. The rationale behind this is thatGhamydia
most commonly used diagnostic téshas a lower sensitivity ~screening strategy best supported by research evidence is that of
(60% to 70%) and requires an endocervical sffdbiven the  selective screening using known ‘risk factors’ for infectiém
evidence of effectiveness of screening and the availability of aecent London study found that a screening strategy based on
relatively simple urine test faChlamydia the research question testing all women aged 25 years and all women with two or more
has moved on from ‘does screening @hlamydiawork?’ to ~ sexual partners in the past year would have detected 87% of
‘what is the most appropriate screening programme forchlamydial infection, but only required screening of 49% of their
Chlamydi&’ The expert advisory group have tackled this quesstudy population of general practice attendépportunistic
tion by outlining a £3.2 million research programme. This wouldscreening forChlamydiain routine clinical practice would
address the cost-effectiveness of screenin@fdamydiain non- involve both GPs and practice nurses in offering testing to
genitourinary medicine settings (general practice and familyvomen attending for other services. One such opportunity might
planning clinics), the best test and specimen to use, and the mdmt when taking a cervical smear, but this would risk missing
effective method of accessing partners of infected patients. teenagers who have been shown to have above average preva-
The expert advisory group’s main recommendations, as thelgnce rates of infectiotf. Another opportunity might be to con-
relate to general practice, are to ofenlamydiatesting to all  sider testing those presenting for contraception.
men and women with symptoms of infection, to screen all The uptake of opportunistic screening f@hlamydiain
women seeking termination of pregnancy (TOP), and to opporoutine clinical practice is, however, likely to be low, as factors
tunistically screen sexually active women aged under 25 yearglating to the health care professional, practice organization, and
and women over 25 with a recent change in sexual parfifer.  the patient work against such testing. GPs and practice nurses are
report, however, is short on detail, and it is important that theskkely to require ‘prompts’ in the consultation, longer consulta-
recommendations are discussed critically from a primary caréon times, and training in relation ©hlamydiaand sexual
perspective. health issues if they are to offer such screening to patfetits.
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Guidelines are also required regarding the frequency of screening.
and the management of patients with positive results and their
partners. It is suggested that GPs would refer these patients to
genitourinary medicine clinics, but this raises potential problems
with patients who refuse to attend, as well as communication
issues between the two services. As far as patients are concernedl,
there is a need to increase public awarenesshtdmydiain

order to encourage ‘safe sex’ and to facilitate informed decision-g
making regarding having a screening test. Not only do the psy-
chological and social consequences of any screening programrie.
need to be carefully considef@thut also testing for an STI
raises additional concerns regarding stigma and the effects ot
sexual relationships. Ways of minimizing these negative out-
comes need to be identified.

Screening for genitaChlamydiais now firmly on the National 12.
Health Service agenda. Before introducing such a screening pro-
gramme in general practice, opportunistic or otherwise, we need
to be sure of two things. First, that there is good research evis.
dence that it can be beneficial, and secondly that adequate finan-
cial, educational, and laboratory resources are available for these
benefits to be achieved in routine clinical practice. 4.
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Community development in the new NHS

ALL general practitioners (GPs) are aware of the extent tanent, service evaluation, public involvement, and working on
which the fundamental influences on their patients’ healthhealth improvement programmes. How well equipped are GPs
lie beyond the surgery door. In reaffirming the importance ofand PCGs to respond to these developments? The evidence from
neighbourhoods, schools, and workplaces, the Green Rayer, fundholding does not inspire optimism. Fundholders were not
Healthier Nation,places individual behaviour change in the noted for their interest in needs assessment and their priorities
context of wider socioeconomic influences on people’s héalth.were predominantly medical, often neglecting services such as
It represents a key departure in aspiring to address inequalitieshealth promotion.

Furthering the public health agenda will also involve primary Public involvement has long been a marginal activity in
care groups (PCGs) in new tasks. These include needs assgzsmary care. Work with different community interests can be
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ch.alle.nging and demands managerial skills of a high order. Thﬁart of a strategy for public participation in the NHBealth
principles of change management are poorly understood ijction Zones will break down long established financial and
primary care. Health professionals may need to relinquish es"aB‘rganizational barriers to the pooling of resources between,
lished attitudes and behaviours in order to encourage the Contﬁmong others, health and local authorities. In one sense, they con-
butions of local people. Working with community developmentgt e significant examples of community development.
organizations can support GPs, practices, and PCGs in breakingyyo can PCGs integrate this approach into their day-to-day
through these barriers. . ork? Engaging with the community will be every PCG board
‘Community development uses methods that mobilize angyempers business: however, lay members could become mar-
engage communities to enable more effective health neeqgjizeq if their role is ill-defined or their work is unsupported.
assessment, increased uptake of more accessible and approgiy 5y oid this. PCGs may choose to support independent commu-
ate s_ervices_, the creation of dynamic relation_ships between tnﬁty develop,ment agencies that would not only continue the
publlc,_prowder_s and users, and healthy alliances to Olevelol‘?aditional initiatives described above, but also coordinate lay
and stimulate inter-agency work.Through the 1950s and afctivity on the ground. This could involve feeding ideas and rec-
1960s, community development became a common feature ¥mmendations from users into PCGs, voluntary bodies, and other

Th'rd World agrlculturql ‘?e‘{e'opme”‘ programmes and Work1ocal authority community initiatives. They could also respond to
with the urban poor. Britain is a signatory to the 1981 declarapCGS, requests, for example in addressing questions such as:

ggrr:tr%f (’3"{22 VA\\/toérléhﬁLgllt?]Cgsr (;cr)]rir;iant?onriz p;[é'“g::;]oerlvitrkt?gr ‘What do our local users of mental health services want from
9 policy local practices?’ or ‘How can we best configure emergency con-

primary care. In addition, the Royal College of C':'ener"’lltraceptive services in order to meet young people’s needs?’ Such

Practitioners has long fostered participatory approaches to the, - oney " inder the auspices of a reformed Community Health
development of communities’ heaftiCommunity development Council or an existing community development initiative, could

projects across the country have, for some years, been carryingt up public forums. It could be represented on the board as a

out lay-centred needs assessments, developing new approacliFesp towards a wider system of accountability of the PCG to the

to health promotion, and involving local people in health carg o community. In this way, PCGs can begin to work more

planning. - . . . closely with their local population, drawing together existing
A range of activities are involved in community development. ’

At one end are the relatively academic approaches to neeagands of work to improve health.
assessment such as rapid appraisal, where community informants

build up a picture of key issues for the locafityhis is an BRIAN FISHER
important mechanism; however, it will not lead to change unless General practitioner, Lewisham
there is additional commitment to joint action. At the other end

of the spectrum is a fuller engagement in which local community STEPHENGILLAM

groups set priorities and may work with health professionals who Director, Primary Care Programme, King’s Fund, London
remain available for support. Activities, usually supported by

trained community development workers, include self-help workReferences
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