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OPPORTUNISTIC SCREENING FOR CHLAMYDIA TRACHOMATIS INFECTION PRIOR TO INSERTION OF INTRAUTERINE CONTRACEPTIVE DEVICE

LITERATURE REVIEW
INTRODUCTION

The idea for my project arose at my first GP practice placement following discussions with my colleagues shortly after my attendance at the Family Planning Course.  Current recommendations in UK Family Planning Clinics is to perform a set of screening swabs for sexually transmitted diseases (STDs) before or at the time of insertion of intrauterine contraceptive device (IUCD), which usually includes high vaginal and chlamydial swabs. That practice seemed to correspond to the practice in Obstetric and Gynaecology departments in which I worked for the previous 3 years.

 During my first GP registrar placement I took particular interest and learned how much contraceptive and “Well Woman” care takes place in primary care practice. At one of the tutorials I had a chance to discuss issues of women’s health, contraception and screening for STDs. From that discussion I understood that testing for STDs and especially for Chlamydia trachomatis infection only takes place when a patient is symptomatic or there are clinical suspicions of the condition, but not as a routine prior to IUCD.

That discussion prompted me to undertake a short data search in the GP practice I worked in at that time. That confirmed that in a 1 year period of all women who had coils inserted in our GP practice only these with clinical symptoms and signs were tested for Chlamydia trachomatis infection.

I decided to search the literature to see if there is evidence that testing for chlamydial infection should be performed prior to IUCD insertion.

I find this topic important because the majority of contraceptive care and sexual health promotion issues are dealt with in a primary care setting, therefore it is important that it is up to date and in accordance with most recent evidence based research and guidelines. 

AIMS

Firstly, I wanted to find out if there is evidence that screening for Chlamydia trachomatis prior to IUCD insertion decreases the risk of developing Pelvic Inflammatory Disease (PID) and its complications.

Secondly, if such evidence is not clear or does not exist I wanted to know what are the important issues around this topic that would suggest that such screening is appropriate or inappropriate.

Thirdly, I wished to explore issues related to risks of infection at the time and after insertion of IUCD.

Finally, I thought it is important to learn more about Chlamydia trachomatis infection and Pelvic Inflammatory Disease itself, its risk factors, prevalence, infection spread and complications, to better understand the natural history and dynamic of these conditions.

METHOD

I reviewed current literature to find if there is evidence that screening for genital infections prior to IUCD insertion decreases the incidence of Chlamydia trachomatis infection and PID. This was performed by accessing the Medline and Cochrane databases using the keywords “Chlamydia Trachomatis”, “Pelvi Inflammatory Disease”, “Intra Uterine Contraceptive Devices”, ”Sexually Transmitted Diseases screening”.

I widened my search by visiting relevant websites including National Institute of Clinical Excelence (NICE), Scottish Intercollegiate Guidelines Network (SIGN), PRODIGY, Royal College of Obstetricians and Gynaecologists (RCOG), and Drugs and Therapeutics Bulletin (DTB). I also reviewed all guidelines related to STDs, Chlamydia trachomatis, and IUCD insertion in National Electronic Health Library (NEHL). If the abstract of the article or guideline was relevant to the researched topic I retrieved the full text.

I also searched for articles and studies related to the topic to gain more insight and understanding of Chlamydia trachomatis infection to be able to draw evidence based conclusion regarding screening for this infection prior to IUCD insertion.

RESULTS OF FINDINGS

Pelvic Inflammatory Disease is the clinical syndrome implying infection of the upper genital tract caused by ascent of sexually transmitted bacteria  (mainly Chlamydia trachomatis and Neisseria gonorrhea) from the vagina and endocervix to the endometrium and Fallopian tubes (4, 6). Infective organisms can be introduced by sexual intercourse, insertion of IUCD, during hysteroscopy, endometrial biopsy, termination of pregnancy and infertility investigations and treatment (5, 6).

Risk factors for Chlamydia trachomatis infections include multiple partners, age less than 25, low leaving school age, being single, recent change of partner, ethnic group, previous sexually transmitted diseases (2, 3, 9). Chlamydia trachomatis is one of the most common treatable, bacterial sexually transmitted diseases. Its prevalence has increased by 50% since 1988, mainly amongst women under 25 years of age (3). In most women Pelvic Inflammatory Disease is asymptomatic, and up to 70% have no clinical symptoms or signs (4, 6). In others symptoms include fever, malaise, abdominal and pelvic pain, and vaginal discharge. Regardless of the presentation 20% of women with PID develop chronic pelvic pain, 20% become infertile, and 10% of these who conceive develop ectopic pregnancy (4, 6). The problem is regarded as largely underestimated and overlooked by health professionals (11).

One study was conducted in a surgery in the Wakefield area, Yorkshire. The aim of this study was to assess the prevalence of Chlamydia trachomatis infection using opportunistic screening (urine sample) in women between 13 and 24 years old. 60% of those targeted chose not to submit the sample. In those who submitted a sample the prevalence was nearly 11% (2).

A cohort study, which was conducted in the UK between 1968- 74 and involved 17,032 married, parous women between 25- 39 years of age, found that the rate of PID was higher in users of IUCDs than in non- users. The drawback of this study is that women in the control group used other methods of contraception such as oral contraceptives  (including progesteron-only pill) and diaphragms which are known to reduce the transmission and infection rates for STDs (6,12).

A Brazilian study was carried out using a group of 407 women who wished to use a coil as a method of contraception. 29 of them had symptoms or signs of PID so IUCD was not offered. IUCDs were not inserted in women suspected of having infection.  Of these who had IUCD inserted, 19 were subsequently found to have Chlamydia trachomatis infections, 2 women returned with symptoms and 17 were asymptomatic. From this study it is impossible to conclude whether they had infection prior to the coil insertion, or if the infection was introduced at the time of instrumentation, or if it was acquired afterwards. These results reinforce the need for careful selection of patients for IUCDs insertion, thorough counselling for symptoms and need for action should the infection occur (1).

A national screening program for genital chlamydial infection was rolled out from 2002 (10). Initially, the screening program will be started in 10 sites, building on successful pilots in Portsmouth and Wirral. This will be an opportunistic screening program, which will mainly target women who access services such as Family Planning Clinics. The design of the program will be guided by the study currently looking at the rates of infection with chlamydia (1). The decision to consider a national screening program followed recommendations made by the Chief Medical Officer’s Expert Advisory Group on Chlamydia trachomatis (9). The group concluded opportunistic screening for genital chlamydial infection should be offered to all Genitourinary Clinic attendees, as there is evidence of consistently high prevalence rates of this infection.

All women seeking termination of pregnancy would be screened as there is compelling evidence that the procedure increases the risk of infection ascending during the procedure (both medical and surgical) to cause pelvic infection. All women under 25 years of age and women over 25 years of age with a new partner or who had two or more partners in last 12 months would be screened, because of a study based in UK which found that if this strategy was used only 49% of women would be tested , but 87% of chlamydial infection would be detected (3, 9).

The Expert Advisory Group also recommended that women undergoing instrumentation of the uterus (which includes insertion of IUCDs) should be considered for screening (3, 9, 10). They emphasise that there is limited evidence suggesting that screening before IUCD insertion reduces risk of PID (10), and the prevalence of Chlamydia infection in women receiving IUCDs is likely to be low, as most of them are multiparous and over 25 years of age (9). Nevertheless the Royal College Obstetricians and Gynaecologists recommends that all women under 35 should be screened prior to IUCD insertion (10). The Family Planning Clinic association states that it is good practice to screen for infection in all women before IUCD insertion (8).

The recent Drugs and Therapeutics Bulletin article suggests the possible plan of action before IUCD insertion (6). They postulate that careful and detailed history is taken assessing sexual history, relevant history of partners, practices and sexually transmitted diseases. Chlamydia testing should be offered to all at risk, including under 25s, thoe with more than one partner and those with a history of sexually transmitted diseases. Appropriate risk assessment should identify individuals unlikely to require such testing. To minimise the likelihood of complications it suggests to avoiding inserting the IUCD in any women with proven or suspected infection (1, 7). It may however be inserted in a woman in whom infection has been successfully treated provided that her (and her partner’s) sexual practices no longer put her at risk. Prophylactic antibiotics are said to be unlikely to improve outcomes in women with low risk of sexually transmitted diseases, and should not be used (7). The risk of infection, through insertion of the coil, could be reduced by using long lasting devices (5 years), and thus reducing the number of re-insertions (6).

All women receiving IUCDs should be counselled about increased risk of Chlamydial infection and development of PID within 3 weeks after insertion as well as the possibility of ectopic pregnancy and infertility should the PID develop (4, 5, 6). Women should also be told of the symptoms of infection so they could seek medical advice and treatment early (6, 8).

DISCUSSION
Though there is no direct research or study which examines if opportunistic screening for Chlamydial infection prior to IUCD insertion reduces the risk of this infection and PID (10), there is a lot of research related to various aspects of Chlamydial infection, which in turn allows us to draw new conclusions leading to improvement of existing practice. 

There are studies that prove increased prevalence of Chlamydial infection (2), recognise that most cases are asymptomatic, and carry very high rates of complications (4). There is evidence-based research which establishes risk factors for the condition (3). There is also proven evidence that any intrauterine instrumentation including IUCD insertion increase the risk of Chlamydial infection (5).

On the basis of this research the Chief Medical Officer’s Expert Advisory Group on Chlamydia infection formulated a national screening program which includes recommendation for screening prior to IUCD insertion (9).

These recommendations are echoed in widely available national guidelines which are published across the country such as the Scottish Intercollegiate Guidelines Network (11), PRODIGY (10), National Electronic Library of Health, and Drugs and Therapeutic Bulletin (6). In summary they all recommend that opportunistic screening should be performed and it should be proceeded by appropriate risk factor assessment and supported by adequate counselling.

CONCLUSIONS  

I believe that the topic of screening for Chlamydial infection before insertion of the coils is important and relevant to general practice. For this reason, as soon as I prepared the findings of my search I presented them at the clinical multidisciplinary meeting in my practice. I understand that my search helped both doctors and nurses in the practice to consolidate existing knowledge about Chlamydial infection. The presentation lead to discussion and exchange of experience between doctors. The practical issues such as which test is best for screening, how to counsel patients, how to organise appointments to be most time efficient were discussed. I believe that my presentation and findings will lead to an improvement in existing practice.  It will make it more uniform and consistent, as all team members (both doctors and practice nurses) are now more aware of the risk group for chlamydial infection and will use opportunistic screening not only at the time of the coil insertion but also in such situations as cervical smear taking, if it is appropriate.

This literature search was also very useful to me. It helped me realise that genital Chlamydial infection, though asymptomatic in most cases, has a very high complication rate. It helped me to learn about risk factors for contracting this condition and gave me guidance for my own practice.

In summary, it became evident that all women coming for insertion of  IUCD should be first of all checked if they belong to a risk group for Chlamydial infection (under 25 years old, with more than 2 partners in the last year, previous STDs, new partner). They should also be asked about symptoms such as pelvic pain, and vaginal discharge. If the patient falls into criterion of high risk for Chlamydial infection the screening test should be offered, and the IUCD inserted after the test results come back negative. If the Chlamydial test comes back positive, the woman should be treated and advised regarding contact tracing. When repeated tests come back negative, the IUCD could be inserted. All women in the low risk group (over 25 years of age with one partner, in long term relationship, no previous STDs) can have the coil inserted without screening for Chlamydia trachomatis infection. All women should be told about a small risk of infection following the procedure and warned that if symptoms of malaise, pelvic pain and vaginal discharge develop they should seek medical attention.

General Practitioners are required to deliver quality care to their patients and to practice evidence based medicine. Currently a large part of contraceptive care and service takes place in primary care setting. Generally, IUCDs are a convenient, inexpensive, reliable form of contraception. The insertion of the coil requires, though training is not difficult and carries only a small rate of complications. Incorporating the opportunistic screening before coil insertion into current practice will allow General Practitioners not only to decrease their patient morbidity and avoid complications, but it will also contribute to their patient satisfaction.
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