Screening men for Chlamydia trachomatis
infection: have we fully explored the possibilities?
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Summary: Genital chlamydial infection is the commonest curable sexually Key words:
transmitted disease in England and Wales. It is a major cause of pelvic inflammatory
disease, ectopic pregnancy, and infertility. For this reason, research, health
promotion, and disease prevention initiatives have focused on women. Screening
women for chlamydial infection is concerned mainly with identifying and reducing
complications among those already infected (secondary prevention), rather than
with preventing new infections (primary prevention). Screening men for genital
chlamydial infection, a strategy for preventing new infections in women, has been
considered problematic because of the cost, the invasiveness of sampling procedures,
and the need to screen in clinical settings. The availability of nucleic acid
amplification diagnostic tests challenges these limitations and offers new
opportunities for actively including men in disease prevention. This article reviews
the arguments for and against screening men for genital chlamydial infection and

chlamydia

diagnostic services
preventive health services
reproductive medicine
sexual partners

sexually transmitted
diseases, bacterial

discusses possible stategies for its implementation.
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Introduction
Chlamydia trachomatis is the commonest bacterial
sexually transmitted infection (STI) in England and
Wales: over 45000 new infections are diagnosed in
genitourinary medicine (GUM) clinics each year!. The
complications of genital chlamydia infection in women
(pelvic inflammatory disease (PID), ectopic pregnancy,
infertility, chronic abdominal pain) account for most
of the morbidity and cost associated with chlamydia?.
Reports of C. trachomatis in England have increased
by nearly 50% in the past 10 years, reflecting in part
increased testing and screening®. Efforts to control
genital chlamydial infection have increased
substantially during this period, with a clear emphasis
being placed on research, health promotion, and more
recently screening, mainly among women. In 1998,
the chief medical officer’s (CMQ'’s) expert advisory
group recommended opportunistic screening of
women (all those under 25 years, and all women older
than this with greater than two partners in the
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preceding 12 months)®. The recommendation was
based on evidence suggesting that this strategy, in
conjunction with effective clinical management
(including treatment and partner notification and
advice on risk reduction), would reduce the prevalence
of chlamydia infection®. By September 1999, the
Department of Health had commissioned pilots of
chlamydia screening to assess the feasibility of
opportunistic screening of sexually active women
aged 16 to 24 years attending a variety of primary care
sites and GUM clinics. Sexually active men aged 16 to
24 years attending GUM and some young people’s
sexual health clinics will also be screened in this
initiative.

Health care providers continue to perceive
chlamydial infection, like other STIs, primarily as an
issue in women’s health care because of its damaging
effects on the reproductive tracts of women. As a
result men are relatively ignorant about its
transmission, prevention, and control. The expert
advisory group acknowledged that the lack of
evidence on the effectiveness of screening in
heterosexual men, male attitudes about reproductive
health, and the difficulty in accessing young men
influenced their recommendations on screening?.

Should we be screening men?

One of the main reasons for treating chlamydial
infection in men is to reduce the risk of transmission
to and morbidity among their female partners. This
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Relative underutilisation of primary care services
by men reduces the effectiveness of opportunistic
screening in this setting, and there is some evidence
that men at higher risk of acquiring STIs may be even
less inclined to attend these settings®. Thus the men
most likely to contribute to the disease burden in
women may be less likely to be targeted or included
in chlamydia control programmes based in primary
care. Some have argued that screening should be
undertaken in areas where men at increased risk are
likely to be found. For such a strategy to be cost-
effective, it will be important to determine which
population groups of men contribute most to the
burden of chlamydia among the women seen in
primary care.

What strategies are available for screening men?

Creative strategies, grounded in an understanding of
men’s sexual health needs, are needed to develop
appropriate STI control programmes (including
screening) for men. Sexual health interventions are
replete with examples of ‘difficult-to-reach’ groups (for
example, ethnic minorities, injecting drug users),
which have been successfully identified and targeted
for interventions as a result of socio-anthropologic and
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epidemiological approaches. Such creativity should
be used to explore the feasibility and acceptability of
chlamydia screening (using NAAT) among men in
both routine clinical as well as non-traditional settings.

Targeting ‘captive populations’ of men (schools?,
universities, and correctional facilities®) has been
suggested as a possible strategy. Acceptance of
screening varies according to the age groups screened
and the location — 59% of eligible high school students
after parental and student consent?® and 98.5% of men
in detention centres®. The potential benefits include
gaining a greater understanding of sexual behaviour
and disease epidemiology (prevalence, incidence, and
reinfection rates) among men in such settings, where
subject attrition or loss to follow up is limited, and it
is often easier to ensure resolution of the treatment
episode, facilitate partner notification, and deliver
targeted health education. Data on sexual and social
networks from these interventions should be assessed
critically to determine the potential for this approach
to reduce overall disease prevalence in the community,
particularly among women at high risk. Informed
choice should be provided and informed consent
obtained from all participants in such a screening
programme.

It may also be useful to target men using other
health services, including HIV counselling and testing
sites?”. As specialist clinics targeting men - such as
‘men only’ and young people’s clinics — become more
popular, opportunities to promote sexual health,
educate, and test for infection should be taken. Topics
relevant to men include STls, prostate cancer, safer sex,
sexual dysfunction, and healthy sexual relationships.
The positive aspects of sexual health should be covered
as well as infections and dysfunction?’. Even those whose
tests are negative stand to gain from sexual health
promotion. Sites where women are screened should also
distribute health promotion materials that tell women
where their male partners can be tested and ensure that
they encourage them to be tested.

Recent studies have evaluated screening in
community settings?®?® and incorporated urinary
screening in nationally representative population
samples. Preliminary results from a feasibility study
for the second national survey of sexual attitudes and
lifestyles in Britain (NATSSAL 2) found no gender
differences in uptake of urinary screening for
C. trachomatis using LCR%*. A pilot study of chlamydia
prevalence in a sub-sample of the National Health and
Nutrition Survey (NHANESIII) found that 3.4% of
men in Baltimore were infected®. Prevalences of up
to 15.4% have been documented among African
American men aged 18 to 19 years in the National
Survey of Adolescent Males®. Studies evaluating the
feasibility of recruiting men from general medical
practice (using on-site urine tests or mail-in urine
samples) have also shown promising results®*3, In
Britain, several studies are now in progress to assess
the prevalence of chlamydia among men (NATSSAL
2), the acceptability of different screening approaches

to women and men in the community, and to compare
the relative performance of newer diagnostic techniques.

Innovative methods of incorporating new
diagnostic technologies within the everyday realities
of men’s lives will have to be considered. This may
require abandoning conventional health care settings
and venturing into the community to meet men where
they are likely to be found. Collaboration with
partners in occupational health may facilitate sexual
health screening in the workplace. Collaboration with
general practitioners, managed care, and private
healthcare providers may enable STI screening to
become a part of their routine screening activities.
Current concerns about the impact of STI screening
on insurance risk assessment will need to be
addressed: further work with insurers is needed®.
Finally, appropriate and effective clinical case
management of all men diagnosed with chlamydial
infections should underpin any proposed screening
programme for men.

Conclusions

Although the benefits of screening asymptomatic women
for C. trachomatis appear, on the surface, to outweigh
those for asymptomatic men, this should not lead us to
focus solely on women. At best, chlamydia screening
for women is concerned with secondary prevention.
Primary prevention can be achieved only by reducing
the prevalence of chlamydial infection in men. Our poor
understanding of the sexual health needs of men
(particularly heterosexual men), of their contribution to
disease epidemiology, and of how best to target them is
unacceptable. Considered investment in further
research is now needed to create a robust evidence
base on which to develop appropriate health policy.

References

1. Lamagni T, Hughes G, Rogers P, Paine T, Catchpole M. New
cases seen at genitourinary medicine clinics: England 1998.
Commun Dis Rep CDR Suppl 1999; 9 (suppl 7): S1-S12.

2. CDC. Pelvic Inflammatory disease: guidelines for
prevention and management. MMWR Morb Mortal Wkly Rep
1991; 40 (RR-5): 1-25.

3. Chief Medical Officer’s Expert Advisory Group. Main report
of the CMO’s expert advisory group on Chlamydia trachomatis.
London: Department of Health, 1998.

4. Michelson KN, Thomas JC, Boyd C, Janssens AH. Chlamydia
trachomatis infection in a rural population: the importance
of screening men. IntJ STD AIDS 1999; 10: 32-7.

5. Scholes D, Stergachis A, Heidrich F, Andrilla H, Holmes KK,
Stamm WE. Prevention of pelvic inflammatory disease by
screening for cervical chlamydial infection. N Engl J Med
1996; 334:1362-6.

6. Quinn T, Gaydos C, Shepard M, Bobo L, Hook EW 3rd,
Viscidi R, et al. Epidemiologic and microbiologic correlates
of Chlamydia trachomatis infection in sexual partnerships.
JAMA 1996; 276: 1737-42.

7. Alexander ER. Is it cost-beneficial to screen adolescent males
for chlamydia? Am J Public Health 1990; 80: 531-2.

8. Mardh P-A. Is Europe ready for STD screening? Genitourin
Med 1997: 73; 96-8.

9. Herrmann BF, Johansson AB, Mardh P-A. A retrospective
study of efforts to diagnose infections by Chlamydia
trachomatis in a Swedish county. Sex Transm Dis 1991; 18: 233-7.

VOL 3 NO 2 JUNE 2000

COMMUNICABLE DISEASE AND PUBLIC HEALTH



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Chlamydia Prevalence Monitoring Project. Surveillance 1997
supplement. Atlanta: CDC, 1998.

Blythe MJ, Katz BP, Batteiger BE, Ganser JA, Jones RB.
Recurrent genitourinary chlamydial infections in sexually
active female adolescents. J Pediatr 1992; 121: 487-93.
Zimmerman-Rogers H, Potterat JJ, Muth SQ, Bonney MS,
Green DL, et al. Establishing efficient partner notification
periods for patients with chlamydia. Sex Transm Dis 1999;
26: 49-53.

Mosure DJ, Berman S, Kleinbaum D, Halloran ME.
Predictors of Chlamydia trachomatis infection among
female adolescents: a longitudinal analysis. Am J Epidemiol
1996; 144: 997-1003.

Munday PE, Thomas BJ, Gilroy CB, Gilchrist C, Taylor-
Robinson D. Infrequent detection of Chlamydia trachomatis
in a longitudinal study of women with treated cervical
infection. Genitourin Med 1995; 71: 24-6.

Fortenberry JD, Brizendine EJ, Katz BP, Wolls KK, Blythe
MJ, Orr DP. Subsequent sexually transmitted infections
among adolescent women with genital infection sue to
Chlamydia trachomatis, Neisseria gonorrhoeae, or
Trichomonas vaginalis. Sex Transm Dis 1999; 26: 26-31.
Duncan B, Hart G. Sexuality and health: the hidden costs of
screening for Chlamydia trachomatis. BMJ. 1999; 318: 931-3.
Elam G. Fenton KA, Johnson AM, Nazroo J, Ritchie J.
Exploring ethnicity and sexual health. London: SCPR
Publications, 1999. ISBN090460734 8

Devonshire P, Hillman R, Capewell S, Clark BJ. Knowledge
of Chlamydia trachomatis genital infection and its
consequences in people attending a genitourinary medicine
clinic. Sex Transm Infect 1999; 75: 409-11.

Quinn T, Welsh L, Lentz A, Crotchfeld K, Zenilman J,
Newhall J, et al. Diagnosis by Amplicor PCR of Chlamydia
trachomatis infection in urine samples from women and
men attending sexually transmitted disease clinics. J Clin
Microbiol 1996; 34: 1401-6.

Chernsky MA, Chong S, Jang D, Luinstra K, Sellors J,
Mahony JB, et al. Ability of commercial ligase chain reaction
and PCR assays to diagnose Chlamydia trachomatis
infections in men by testing first void urine. J Clin Microbiol
1994; 35: 982-4.

Bauwens J, Clark A, Loeffelholz M, Herman S, Stamm W.
Diagnosis of Chlamydia trachomatis urethritis in men by
polymerase chain reaction assay of first catch urine. J Clin
Microbiol 1993; 31: 3013-6.

Johnson R, et al. Direct comparison of nucleic acid
amplification tests and culture for the detection of
Chlamydia trachomatis in urine from asymptomatic men.
1998 National STD Prevention Conference. Dallas,
TX:1998:111.

Gunn RA, Podschun G, Fitsgerald S, Hovell MF, Farshy CE,
Black CM, et al. Screening high-risk adolescent males for
Chlamydia trachomatis infection. Obtaining urine
specimens in the field. Sex Transm Dis 1998; 25: 49-52.
Dickson N, Paul C, Herbison P. Where young people with
multiple sexual partners seek medical care: implications for
screening for chlamydial infection. Sex Transm Infect 1998;

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

74: 445-7.

Cohen DA, Nsaumi M, Etame RB, Tropez-Sims S, Abdalian
S, Farley TA, et al. A school-based chlamydia control
program using DNA amplification technology. Pediatrics
1998; 101: E1.

Oh MK, Smith KR, O’Cain M, Kilmer D, Johnson J, Hook
EW Jr. Urine based screening of adolescents in detention to
guide treatment for gonococcal and chlamydial infection.
Translating research into intervention. Arch Pediatr Adolesc
Med 1998; 152: 52-6.

Hamel M, et al. Chlamydia trachomatis screening in
anonymous and confidential HIV counselling and testing
sites: acceptance and prevalence rates. 13th meeting of the
International Society for Sexually Transmitted Diseases Research.
Denver. CO, USA; 199: Abstract #401, page 223.
Rietmeijer C, Yamaguchi KJ, Ortiz CG, Montstream SA,
LeRoux T, Euret JM, et al. Feasibility and yield of screening
urine for Chlamydia trachomatis by polymerase chain
reaction among high-risk male youth in field-based ad other
non-clinical settings. A new strategy for STD control. Sex
Transm Dis 1997; 24: 429-35.

Morrazzo JM, White CL, Krekeler B, Celum CL, Lafferty WE,
Stamm WE, et al. Community-based urine screening for
Chlamydia trachomatis with a ligase chain reaction assay.
Ann Intern Med 1997; 127: 796-803.

Fenton K, Copas A, Mitchell K, Elam G, Carder C, Ridgway
G, et al. The acceptability of urinary LCR testing for
Chlamydia trachomatis among participants in a probability
sample survey of sexual attitudes and lifestyles. Submitted
to Am J Public Health 1999

Turner C, et al. Prevalence of untreated gonorrhoea and
chlamydia in a representative sample of Baltimore adults.
Thirteenth Meeting of the International Society for Sexually
Transmitted Diseases Research. Denver Co, USA; 1999:
Abstract #022, page 34.

St. Louis M, et al. Prevalence of Chlamydia trachomatis
infection in young men in the United States: a
representative survey. 13th Meeting of the International Society
for Sexually Transmitted Diseases Research. Denver, Co, USA;
1999: Abstract #021, page34.

Van den Hoek J, Mulder-Folkerts D, Coutinho R, Dukers
NH, Buimer M, Jan Doornum GJ. Opportunistic screening
for genital infections with Chlamydia trachomatis among
the sexually active population of Amsterdam. Ned Tijdschr
Geneeskd 1999; 143: 668-72.

Van Valkengoed I, Boeke A, van den Brule A, Morre SA,
Dekker JH, Meijer CJ, et al. Systematic home screening for
Chlamydia trachomatis infections of asymptomatic men and
women in family practice by means of mail-in urine samples.
Ned Tijdschr Geneeskd 1999; 143: 672-6.

Stephenson J, Carder C, Copas A, Robinson A, Ridgeway
G, et al. Home screening for chlamydial infection: is it
acceptable to young men and women? Sex Transm Infect
2000; 76: 25-27.

Boag F, Kelly F. Screening for Chlamydia trachomatis. The
case for screening is made, but much detail remains to be
worked out. BMJ 1998; 316: 1474.

COMMUNICABLE DISEASE AND PUBLIC HEALTH

VOL 3 NO 2 JUNE 2000

3
o
>
)
1 S




