1999 HOUSE INDUSTRY, BUSINESS AND LABOR

HB 1378



1999 HOUSE STANDING COMMITTEE MINUTES
BILL/RESOLUTION NO. HB 1378
House Industry, Business and Labor Committee

QO Conference Committee

Hearing Date 1-26-99

Tape Number Side A Side B Meter #

Committee Clerk Signature

=N

L

Minutes:

HB 1378 Relating to insurance coverage for chlamydia screening.

Chairman Berg opened the hearing on the bill.

Representative Sally Sandvig, District 21, Fargo, ND, testified in support of the bill.

(see attached written testimony)

Representative Kempenich asked how many people have the disease at the present time. The

exact figures are not known but people usually find the disease when they go to a medical doctor
for a medical check up. Screening is offered through health system providers.

Ms. Mary Jack Johnson, Director of Student Health Services, Minot State University, testified in

support to the bill. It is important to be tested because about 87% of the people tested positive



Page 2

House Industry, Business and Labor Committee
Bill/Resolution Number Hb 1378

Hearing Date 1-26-99

did not know that they had the disease. If people have it without treating it, the disease will be
more costly later on and also can cause other health problems. Because the disease is
inflammatory, HIV can be more of a problem also.

Mr. Rod Larson, Blue Cross & Blue Shield, testified in opposition to the bill. His group is not in

opposition to testing but testing may result in testing that is not necessary. The requirement for
testing is not necessary. Legislative action for this is not necessary. Berg asked about the policy
of coverage. Larson said coverage is available for testing because its important.

Mr. Tom Smith, Health Insurance of America, testified in opposition to the bill. They believe

that mandatory testing takes out the competitive aspect of medical services. Representative
Keiser asked if this would affect the self-insured market. Response from Smith was that this bill
has no affect on self insurance which is about 35 - 40% of the market.

Ms. Pam Vukelic, Director of Disease Control, ND Health Dept. testified neutral on the bill.

She spoke about how testing was done and said the bill broadens the testing.

Chairman Berg closed the hearing on the bill.

Moved by Representative Koppang for do not pass, Second by Representative Severson,

By roll vote, 13 pass, 0 no, 3 absent, motion passed.

Representative Johnson will carry the bill.
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. Bill/Resolution No.: HB 1378 Amendment to:

Requested by Legislative Council Date of Request: _ 1-20-99

1. Please estimate the fiscal impact (in dollar amounts) of the above measure for state general or special
funds, counties, cities, and school districts.

Narrative:

Assumes 800 procedures per year at an average cost of $31 per procedure. Also
assumes this provision will not become effect for PERS until July 1, 2001l.

2. State fiscal effect in dollar amounts:

1997-99 Biennium 1999-2001 Biennium 2001-03 Biennium
General Special General Special General Special
Fund Funds Fund Funds Fund Funds

Revenues:

' Expenditures: 18,000 31,600

3. What, if any, is the effect of this measure on the appropriation for your agency or department:

a. For rest of 1997-99 biennium: None
b. For the 1999-2001 biennium: Noie
c. For the 2001-03 biennium: None

4. County, City, and School District fiscal effect in dollar amounts:

1997-99 Biennium 41999-2001 Biennium 2001-03 Biennium
School School School
Counties Cities Districts Counties Cities Districts Counties Cities Districts
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REPORT OF STANDING COMMITTEE
HB 1378: Industry, Business and Labor Committee (Rep. Berg, Chairman) recommends
DO NOT PASS (13 YEAS, 0 NAYS, 2 ABSENT AND NOT VOTING). HB 1378 was
placed on the Eleventh order on the calendar.

(1) LC, (2) DESK, (3) BILL CLERK, (4-5-6) COMM Page No. 1 HR-17-1245



1999 TESTIMONY

HB 1378



TESTIMONY
HB 1378
REPRESENTATIVE SALLY M. SANDVIG
IBL COMMITTEE
1-26-99 10:00 AM

CHAIRMAN BERG AND MEMBERS OF THE IBL COMMITTEE:
FOR THE RECORD I'M REPRESENTATIVE SALLY M. SANDVIG FROM DISTRICT
21 IN FARGO. I'M HERE TO TESTIFY FOR HB 1378 RELATING TO INSURANCE

COVERAGE FOR CHLAMYDIA SCREENING.

THE REASON I'M SPONSORING THIS BILL IS BECAUSE AT A WOMEN'S
LEGISLATIVE LOBBY OR WILL NATIONAL CONFERENCE HELD IN
WASHINGTON, DC. IN 1997 WHICH I ATTENDED, I RECEIVED VALUABLE
INFORMATION FROM ONE OF THE SPEAKERS THERE ON THE NECESSITY FOR
CHLAMYDIA SCREENINGS IN THIS COUNTRY. THERE IS AN EPIDEMIC OF
THIS DISEASE OUT THERE. OVER 4 MILLION CASES ARE FOUND IN THE U.S.
EACH YEAR. THE SPEAKER HAD WORKED FOR THE CENTER FOR DISEASE
CONTROL IN ATLANTA AND ALSO IN ALASKA WHERE THERE IS A HIGH
INCIDENCE OF THIS DISEASE. 1 THEN TALKED TO OUR STATE HEALTH
DEPARTMENT AND THEY WERE QUITE INTERESTED IN THE BILL THAT I AM

SPONSORING, AND PROVIDED ME WITH SOME INFORMATION.



CHLAMYDIA IS A SEXUALLY TRANSMITTED DISEASE WHICH IS OFTEN
ASYMPTOMATIC, YET HAS SERIOUS SEQUELAE. ADOLESCENTS ARE AT
HIGHEST RISK FOR THE INFECTION WHICH IS AN IMPORTANT CAUSE OF
PELVIC INFLAMMATORY DISEASE, CHRONIC PELVIC PAIN, & SUBSEQUENT
TUBAL FACTOR INFERTILITY IN U.S. WOMEN. CHLAMYDIA CAN CHANGE A
WOMAN'S LIFE LEAVING HER FALLOPIAN TUBES A TANGLE OF SCARS AND
DESTROYING HER FERTILITY. IT CAN BE BLAMED FOR 45% OF THE CASES
OF TUBAL INFERTILITY AND AN EQUALLY LARGE PORTION OF ECTOPIC
PREGNANCIES. A PREGNANT WOMAN MAY PASS THE INFECTION ON TO HER
NEWBORN DURING DELIVERY WITH SUBSEQUENT NEONATAL EYE
INFECTIONS OR PNEUMONIA. IN MEN THE INFECTION CAUSES URETHRETIS

AND EPIDIDYMITIS.

TESTS SHOW THAT 14 YEAR OLD FEMALES HAD THE HIGHEST RATES OF
INCIDENCE, 63 OF 229 CASES IN BALTIMORE. I OUR STATE AN ESTIMATED 417
CASES OF MALE CHLAMYDIA, 380 CASES OF FEMALE CHLAMYDIA, AND 217
CASES OF CHLAMYDIA PELVIC INFLAMMATORY DISEASE WERE PREVENTED
THROUGH DISEASE INTERVENTION EFFORTS CONDUCTED BY THE STD
PROGRAM. THE ECONOMIC SAVINGS WERE $911,949.00 . CHLAMYDIA IS
INCREASING IN BLACKS AND IN THE 25-29 YEAR OLD GROUP. IN NATIVE
AMERICANS 82.4% OF POSITIVE TESTS WERE IN THE 15-24 YEAR OLD GROUP.
IN THE REGION 8 NON-FAMILY PLANNING CLINICS, CHLAMYDIA PROJECT

87.8% OF THE PATIENTS WHO TESTED POSITIVE HAD NO SYMPTOMS. THE



HIGHEST PERCENTAGE OF POSITIVE FEMALES WERE IN THE 15-19 YEAR OLD

AGE GROUP, AND MALES IN THE 20-24 YEAR OLD AGE GROUP.

SCREENING HIGH RISK WOMEN CAN CUT THE NUMBERS OF PELVIC
INFLAMMATORY DISEASE BY ALMOST 60% . HIGH RISK WOMEN WHO ARE
SCREENED AND FOUND CAN BE CURED WITH A SHORT COURSE OF
ANTIBIOTICS. SCREENING AND TIMELY TREATMENT CAN DECREASE THE
INCIDENCE OF SEQUELAE AND THE ASSOCIATED MEDICAL COSTS. THE
SEQUELAE OF CHLAMYDIA COST MORE THAN 2.7 BILLION EACH YEAR. THE
CENTER FOR DISEASE CONTROL HAS CALCULATED THE COST
EFFECTIVENESS OF CHLAMYDIAL SCREENING BY COMPARING THE TOTAL
COSTS, INCLUDING SCREENING PROGRAM COSTS, AND ESTIMATING FUTURE
MEDICAL COSTS OF ALL SEQUELAE. DOLLARS SPENT ON EARLY DETECTION
WILL SAVE MONEY IN THE LONG RUN BY PREVENTING SERIOUS

REPRODUCTIVE COMPLICATIONS.

WOMEN WHO ARE AT HIGHEST RISK AND SHOULD BE SCREENED ARE THOSE
WHO HAVE AN INFLAMED CERVIX, THOSE WHO DO NOT USE BARRIER
CONTRACEPTION, THOSE WHO HAVE HAD MORE THAN ONE SEX PARTNER

WITHIN 90 DAYS, OR THOSE WITH A NEW SEX PARTNER.

GEORGIA NOW HAS A LAW REQUIRING COVERAGE FOR SCREENINGS IN

PLACE. I URGE YOU TO FOLLOW GEORGIA'S EXAMPLE AND GIVE THIS BILL



A DO PASS RECOMMENDATION. LET'S STOP THIS EPIDEMIC BEFORE THE

CONSEQUENCES COST US ANY MORE §.

THANK YOU.
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Cervical Cancer

Number two cause of cancer deaths in women
worldwide

Approximately 15,700 new cases & 5,000
deaths in American women annually

Several types of HPV constitute single most
important risk factor for dysplasia and invasive
cancer
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The estimated total costs associated with STDs was more than 43
and 94 times greater than the national public investment in STD
prevention and research, respectively, in 1994
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Role of STDs in HIV Transmission

STDs increase the risk to acquire
or transmit HIV infection
(up to 5 times higher risk)

STD diagnosis and treatment can
reduce the number of nhew HIV

infections by more than 40%




Screening for Chlamydia can save
money - by preventing
complications

Screening for Chlamydia can
reduce PID by nearly 60%
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Chlamydia screening for young

women
-  Recommended by U.S. Preventive Task Force

Institute of Medicine (1996)

=  All health plans should provide for or cover

comprehensive STD-related services,
including provision of chlamydia screening
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Selected STDs in the United States

Estimated Annual Costs
Syndrome Cost Source

Genital & Neonatal $68 million IOM, 1985
Herpes

Gonococcal Infection $936 million I0OM, 1985
& Sequelae

Chlamydial Infection $2.2 billion CDC, 1987
& Sepuelae

PID & Sequelae $4.2 billion  Washington,
e et al, 1990
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Estimated Costs of Selected STDs and Sequelae
‘ United States, 1994 (1994 $, millions)

Direct Cost Total Cost

Chlamydia - 1514 2014
Gonorrhea 791 1052
PID 3119 4148
Syphilis 79 106
Chancroid 0.7 0.9
Herpes 178 237
HPV 2878 3828
HBV 117 156
Cervical cancer 554 737
Subtotal STDs (excl. HIV/AIDS) 7484 9954
Sexually transmitted HIV/AIDS 5025 6683
Total (including HIV/AIDS) 12509 16638

Source: Institute of Medicine, 1996 ' Epidemiology and

Prevention Branch

KT997.prs




STDs are a serious health problem
for women

STDs are common in all

communities

The South has the highest rates of
STDs among all states
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STDs: Women are at Increased Risk

Women are more likely than men to get STDs
Power dynamics
Prevention technologies (i.e. condoms)
Anatomy

Women are less likely than men to seek care
Most women have no STD symptoms
Social stigma

Women are more difficult to diagnose

Women suffer more severe biological & social

consequences |
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Complications of Sexually
Transmitted Diseases in Women

' Fetal Death

Low Birthweight*
PID « Congenital lnfection*;\

Premature Birth* Systemic
- Infection

Infertility
Ectopic Pregnancy*

Chronic Pelvic Pain STD | |
' Cervical

my, / Cancer

Infection

Congenital Infection* _
Revised 2/04/97
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Chlamydial infection and
gonorrhea in teenage women

By Alvin F. Goldfarb, MD

In the age of AIDS, attention has tended to focus on that lethal and feared
sexually transmitted disease. But for those caring for adolescents, infection by
these two bacterial pathogens is still a daily and serious concern. Once they
establish a foothold, the way to serious sequelae, including HIV infection, is open.

ith the highest ratc of
sexually transmitted
discases (STDs) in _the
develo w

throes of a_“hidden cpidemic

according to a rccent report from

the Institutc of Medicine.! In addi-

tion to the high human cost to the

victims of these discases and their

families, the authors of the report

estinuite that the financial burden of

this epidemic to US taxpayers is ar
Tcast §10 billion per ypar—nol

nmcluding the costs of HIV {nfection. TABLE 1 . . .

In 1995, of the 10 most frequenty  S€Xual behavior of US high-school girls (1995)

rcported nolifiable discases, five

WETS R D A sk doioi s e Ever had sexual  First intercourse ::: ;::m:::
87% of cascs among the top 10 : ! artier
e Grade  intercourse (%) before 13 during lifetime (%)
‘The epidemic comprises a variely h 32.1 G

of diseases and is the result of many . v 77 .
factors: (1) changing sexual mores 10th "_6'0 5.6 113
and patterns; (2) cmergence and 11th 60.2 3.6 17.2
spread of viral diseases such as her- 12th 66.0 3.2 20.8
pcs, human papillomavirus (IIPV),

Total 52.1 4.9 14.4
e e e )
Dr. Goldfarh is professar of obstetrics and Source: Youth Fisk Bekavier Surveillance System, Cenlers for Diseasa Control and Preveatioe: MR
gynecology, Thomas Jef{erson School of 1996:45(554):64

Medicine, and executive direclor, Narth
American Socisty for Pediatric and Adalescent
Gynecology, Philadelphia, PA.

4 Conlemperary Molescent Gymecolagy
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d TV infection; (3) poor access
to clinical health-care services
among high-risk populations; (4)
inadequate screening and public
educational elforts; and (5) lack of a
national program focusing on the
STD probicm. Bur onc factor is com-
mon to all STDs and their complica-
tions: they are preventable. Yet,
regrettably, public expenditures on
prevention of STDs amount to only
$1 for every $43 spent on (reaument
and other costs.!

The disparity between preventive
cfforts and costs incurred by pre-
ventahlc disease is nowhere more
evident than in adolescent medicine.
Of the 12 million STD cases occur-

ring in the US every year, 3 million

are cstimated to occur in teeuagers,L
“perhaps the most underserved of all
population groups in the health-
care system. Among Lhose 3 million

TABLE 2

High-school students (%) using condoms
at last intercourse

Sex/race 1991 1993 1985
Female 38.0 46.0 48.6
Male 54.6 59.2 60.5
White 46.6 52.3 52.5
African-American  48.0 56.5 66.1
Hispanic 37.6 46.1 44.4
Total 46.2 52.8 54.4

Sowrcas: Youth Rick Behavior Survefiance System, Genters for Disease Contrel amd Prevestioxc

WIWR 1995;14:124; MNWR 1996;45(SS-4):67

mary providers of hcalth scrvices to
adolescents, we are still in the best
position to help prevenr as well as

e et
cases, significandy more than half _manage these infections and their

Tare in girls and young women, who
“re more likely to acquire STDs [rom
male partners than to transmit them.
They are also more likely than
boys and men Lo suffer long-term
and scvere consceguences—pelvic
milammatory disease,_cervical can-_

cunscqucnces.

In this article, the first in a scrics
on STDs in adolescents, | will
address the two most common bac-
terial STDs in the US: chlamydial
infection and gonorrhea. These two
infections are similar not only in

many of their signs and symploms

“Cer, eclopic pregnancy, and infer-_
dlity. In addition, unlike their male
partners, they are able to transmit

infection or its complications 10
offspring if, as is all Lvo_common,

burt also in their frequent lack of
them. They share other characteris-
ucs as well: both are not only pre-

ventable bur readily curable—when

‘théy compound STD infection with
pregnancy.

To those of us engaged in adoles-
cent gynecology—pediatricians,
obstetrician-gynecologists, family
physicians, adolcscent medicine spe-
cialists, and others who provide care
for adolescent girls and women—
“hidden” is perhaps a misnomer for
an epidemic we have been [acing as
front-line shock troops for some
time. We welcome the Institute of
Medicine's call for additional
resources to confront this problem
hecause it's abvious we can't win
this battle alonc. Howcever, as pri-

found early; both can lead (o seri-
h————-_—‘———’,——'—\
ous consequences for young

women if not diagnosed and Lreat-

ed~ppropnalely; and, increasingly,
Both are morc prevalent among

teenagers than among any other

itsell’ as a risk fuctor [or STDs may
be traced to the changes in teen
sexual behavior that began with the
so-called sexual revolution of the
1960s and continue today. The lat-
est report from the CDC's Youth
Risk Behavior Surveillance System
(YRDSS) reveals that in 1995,
nationwide, more than half (52.1%)
of all high school girls were sexual-
ly ecxperienced (Table 1).5 More
specifically, the YRBSS data show
that 66% of 12th-grade girls had had
intercourse at least once and that
20.8% had had more than four sex
partners. The same report indicates
that 32.1% of 9cth-gradc girls had
already had sexual intercoursc and
that 7.7% had their first expcrience
before age 13.

Obviously, more and earlier sex-

ual encountlers create moarc oppor-

age group.

Why are teens at high risk?

Comparcd with women of other age
groups. adolescents exhibit the
highest risk not only for chlamydial
infection and gonorrhca bur also for
syphilis and IIPV infection.! While
the teen years were never risk free,
thc emergence of adolescent age

tuniry for exposure to STDs. But, as

several authors have pointed out,
the fact of sexual expericnce in
teens does not necessarily put
them at higher risk for consc-
quences such as $TDs or unwanted
pregnancy. In fact. European ado-
lescents have similar levels of sex-
ual activity and debut but much
lower rates of both pregnancy and

VOL2N0.4 B
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FIGURE 1

Distribution of US teens by primary source
of information about STDs

Books,
Magazines, TV
Hga Itl_\dCare 5%
roviders
5%  Others Family
1% Members
1%

Sewrce: Ameriean Social Hoalth Assaciation: STD News 1986;31

STDs.%7 'That is true for the general
populations of thesc countrics as
well. In Sweden, the reported rate
of gonorrhea is about 2% of the US
rate; in Canada it is about 12% of
the US rate.

What makes US Leens—and
young adults—different is their high
frcquency of unprotected inter-
course. For scxually active adolcs-
cents, effective condom use is the
best if not the solc hope for avoid-
ing exposurc to STDs. Even though
there is cvidence that teen condom
usc has increascd somewhat aver
the past decade (Table 2)*#*—most
likely as a result of fear of HIV infcc-
lion—it is still sporadic and often
poorly or incorrectly managed.
According to the YRBSS report, only
48.6% of high-school girls could
report condom use during their
most recent sexual encounter.’
Another author notes that most
teens arc sexually active for up o a
year befare starting to use any kind
of protection.”

6 Contamparary Adelescent Gynecolegy

Why would a young girl or
woman risk her health, furure fertili-
1y, and even her life by failing to
apply a method thar is easy to use,
readily available, and highly effec-
tive? Here arc some of the reasons:

(1) Ignorance of cansequences.
Unlike parents in countries where
STD ratcs are much lower, Ameri-
can parcnts tend not to discuss the
specifics of sexual behavior with
their children. A 1995 survey
showed that only about 11% of US
teens get most of their information
aboul STDs from parecnts and other
family members (Figure 1).19 As a
result, teens often get their sexual
directions—and misdirections—
from fricnds. Television is another
prime source, and not a good one: a
recent study found that of cvery 25
instances of sexual cncounters por-
trayed on prime-time television,
only one showed protective behav-
ior.!! Of course, much more rcliable
information is available from sex
cducation programs in the public

U4

schools. Howcver, despite ]
tcnce of scx education in many
schools and availability of condoms
in some, such programs are lacking
or poorly presented in many parts
of the country, particularly the
inner citics.

(2) Poor access to bealth care.
Health carc providers should be a
main source of good scxual informa-
tion. including condom use, for
tccns. But adolescents typically
make their first visit for gynecologic
care when they alrcady have a sex-
related problem: disease ot preg:
nancy. About 20% of those 15- 10 19-
year olds who might have consulted
a docror earlier arc uninsurccl. Even
those who have insurance are likely
to be covered only by Medicaid or
plans that do not provide payment
for preventive care.'

(3) No cbaice. Adolescent girls,
particularly younger oncs, may bc
victims of rapc or sexual abuse.

) Power imbalance. A waman,
particulacly a young and incxperi-
enced one, cannot force her male
partner to usc a condom. Negotiat-
ing skills are often needed, and
these need Lo be leamed.

(5) Circumstances. At the precise
moment when she needs one, a girl
or her partner may not have a con-
dom. the money to buy one, or a
place to buy one.

(6) Low sclf-esteem. Many studies
have truced the origins of high-risk
behavior such as unprotected inter-
course in teens tu @ poor sense of
sclf-worth or cven a desire o punish
themselves or (heir families, At the
other cnd of the scale are teens who
feel their youth and vigor or “street
smarts” make (hem invulnerable to
harm or that the wurnings of adults
aren’t to be taken serviously.

(7) Impaired judgment. Use of
alcohol, marijuana, and crack
cocaine—highly associated with
risky behaviors such as having sex
with multiple partners or with high-
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TABLE 3

Estimated annual exposure to selected STDs

in the US

Disease Incidence Prevalence
Chlamydial infection 4,000,000 NA
Gonorrheca 1,000,000 NA
Syphilis 101,000 NA
Congenital syphilis 3,400 NA
Chancroid 3,500 NA

RPV infecuion 500,000-1,000,000 24,000,000
Genital herpes 200,000-500,000 31,000,000
Iepaltitis B infection 53,000 NA
(scxually transmitted)

AIDS 80,000 185,000
HIV infection NA 630,000-900,000
Trichomoniasis 3,000,000 NA

PID >1,000,000 NA

NA—ast avallable.

Soarce: Estinates for 1994, Frow Commitive ou Prevention and Coatrol of Sexually Transmitted Disazsee,
Institute of Medicine: The Nidden Epidemic: Confronting Sexsaly Trawsmitted Diseases. Natienal Acadesny

Prese, Waskigton, OC, 1996.

risk partners—mukes 2 rational deci-
sion about condom use much less
likely. Thc YRBSS report shows that
in 1995 49.9% of high-school girls
were currently using alcohol and
that 28.6% admitted to pcriodic
heavy drinking. Aboul 22% were
currently using marijuana and 5%
had used cocaine.’

Chlamydia: silent and spreading
Cblamydia tracbomatis, an obligate
intracellular bacterium, is the most
common §
rial pathogen in the US, yet chlamy-
“di infcction was not added to the
list of 52 natifiable discascs rcported
to the CDC until 1995. In that initial
year, it Icd all other rcportable dis-

cascs in numhecr of cases with
477,638—versus 392,848 [ar ganor-

1o HIC MO
ally trunsmitted bacte-

rhea, 120,624 for varicella, 71,547
for ATDS, and 68,953 for syphilis,
the next four in frequency.'2 Of
these Chlamydia cases, 383,956
were reported in women--versus
188,650 femalc cases of gonorrhea
and 13,540 of AIDS. Even at these
high Icvels, the CDC considers
chlamydial infection vastly underre-

ported, estimating actual infections,

at upwards of 4 million per year

demographic factor most highly
associdled with risk. In its 1993 rec
ommendations on prevention and
management of chlumydial infection,
the €DC also recognized prevalence
as highest—above 10%—among scx-
ually active adolescent girls and
women, while estimating prevalence
in the gencral population as abave
5%, “recgardless of region of the
country, urban/rural location of
provider, or race/cthnicity.”!® In a
recent study of 5,128 women of all
ages in New Jcrsey, prevalence of
chlamydial infection varied from
8% to 15%, with urban women under
20 at the top end of the scale. !’
Scrcening. Tecnage girls are at
higher risk for chlamydial infcc-
tion for physiological rcasons as
wcll as behavioral ones. Cervical
columnar cpithelial cclls are a
prime Larget for both C trachoma-
tis and Neisseria gonorrboeae,
and in puberty and the developing
years these cells extend outward
beyond the protection of the cervi-
cal mucus. Only with full maturity
do these cclls recede into the
inner cervix.

Becausc teens arc more pronc (0
chlamydial infection by both behav-

ior and biology, the CDC recom-

mcnds as its primary prevention

stratepy that all sexually active ado-

lescents and young adults be

screencd at least annually whether

or not they exhibit symptoms.'>_

(Tahle 3).'3 The reasons so many of
these infecrions go unrecagnized arc

Eswblishing good and open commu-
nication is not always casy but is
essential o eliciting an accurate scx-

,ual history (sec “Tips on taking a

scxual history,” page 8). T'esting is
considcred mundatory for thasc

twolold: (1)_as many as 70% are  with mucopurulent cervicitis, those

asymptomatic'4; (2) public aware-
ness of the diseasc continucs 1o be
cxtremely low.,

While the COC's 1995 summary
does not provide data for chlamydial
infection by age groups, it docs des-
ignate adolescent age as the socio-

who have had a new or morc than
onc sex partner in the preceding
3 months, and of course those who
admit to inconsistent usc of barcicr
contraception.

Signs and symptoms.'® As noted
earlicr, chlamydial infection is more

L2 N0.4 7
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Tips on taking a sexual history

The prime impcdiment to obLiining clinical informa-
tion about sexual behavior is cmbharrassment. That is
true for older patients as well as youngcr ones—and
even for some clinicians. The key to genting around
it is usually simply “breaking the ice” and assuring
the patient that what she says will remain confiden-
tial and is very impuortant o your being able to give
her the best health care.

Since patients are likely to be uncomfortable talk-
ing about sexual matters, it's especially important
for you to appear comfortable when bringing them
up. Not appearing relaxed and open is almost cer-
tain to send the wrong message.

In the case of a teenage patient, sexual history
taking may have to be done in stages. Raising the
issue of sexuality during onc office visit may not
elicit much information but may make it casier for
the girl to be more forthcoming during the next
visit—or even by phone when she gets home. Ideal-
ly, this kind of exchange should begin in the pre-
teen years and before sexual activity has begun.

When starting the interview—always in a private
setting and with the patient dressed—it’s usually
best to be straightforward about the kinds of ques-
tions you're going to ask. Beginning with “What do
you like to do for fun?” and “No you have a
boyfricnd (or girlfriend)?” is a way to break the ice.
It may help to say, *I ask all my patients these ques-
tions.” It may also help to frame some questions
gencrally rather than personally. "Many girls arc
concerned about...” or “some people do... Is that
something your friends have done or that you've
thought about doing?”

@ uo

While it's not necessary W resorl Lo “street” lan-
guage you don't feel comfortable with, neither is it a
good idea to be too clinical in your choice of words,
Using your listening skills well and being careful to
obscrve pnonverhal responses will help you refine
your language to bc surc you're being understood
and not coming across as too distant, mechanical, or
inquisitorial.

It's important to remember that tcens will usually
answer you honestly if they feel you're being open
with them, that you're really listening to them, and
that what they say is just between you and them.
They'll listen to and even sometimes take advice if
it's clear that you're interested only in their health
and pot their morals. You might cven say, “T think
you're too young to have sex, but if you decide 1o
do it (or since you've decided to do it), let’s talk
about how we can keep you safe.”

What they need to take away with them. whether
they've told you all you need to know or not, is that
you are someone they can call when they have a
problem—or even better, to avoid having one. They
must understand you are not judgmental in your
artitude.

SUGGESTED READING

Alexander B: ‘Taking the sexual history. Am Fam Physiclan 1981;23:147
Risen BD: A guide (o taking a sexual histury, Clin Sexulity 1995:1R:39
Takims 3 sexual Nistory [0 help patients prevent STDs. Contracepton Rep
1996:7(2):12

ADDITIONAL MATERIALS

Personal llealth llisiory Porms and a guide on Gking scxual history are
avvilable from the American Social Haalth Association (ASHA), P.O. Box
138Z7. Research Tringle Park, NC 277%; 919-3618400. ASIIA i 3 non-
profit organization that operates the CDC's STD Hodine (1-800-227-6922.
Mon,=Fri,, Ra.m.-11 p.an. ST

likely than not to be asymptomatic.
When it does present clinically, it
usually docs so in the form of cervi-
cal inflammation and/or discharge of
yellow “mucupus.” A friable cervical
os that bleeds when wiped with a
cotton swab is another important
sign. Visualization of 15 or more
white blood cells per high-power
field on a salinc wet preparation or a
Pap smeur showing inflammatory
changes with white cells may also
suggest presence of Chlamydia.

8 Contemporary Mslescest Gynecolegy

The urethra is the sccond prime
target [or this organism. Urethritis or
acute urethral syndrome with
dysuria, frequency, and pyuria may
signal either chlamydial infection or
gonorrhea. Rectal inflammation may
also be seen, and cystitis is a less
common bur possiblc cffect.
Diagnosis. Culture of endocervical
cells is still considered the gold stan-
dard for identification of C tra-
chomatis, but culture is relatively
expensive and requires careful han-

dling and transport of specimens. In
the ncar future, nucleic acid amplifi-
cation methods. such as polymerase
chain reaction (PCR) and ligasc
chain rcaction (LCR) tests, or tran-
scription-mediated amplification
(TMA) ests may replace culturc as
the new gold standard. Thesc tests
will be casier for patients bccausc
they can be performed on fisst-catch
urine samples rather than cervical
specimens. They also promisc
results ¢qual or superior to culturc
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. ﬁ sensitivity and specificity, 1720

In thc meanume, a variety of oth.
er noaculture tests are now com-
mercially available and are ac-
ccpred by the CDC as alternatives
to culture provided their limitations
are understood. Thcy are less spe-
cific than culture tcsts and, particu-
larly in lower-prevalence arcas,
may produce false-positive results.
Neverthelcss, because they are
cheaper, casier to use, and reason-
ably accurate, thesc tests have an
important role in aggressive preven-
tive strategices.

Commecrcial nonculture tests
include the following:

(1) Direct fluorescent antibody
(DFA) tests. These tests work by
adding fuorcscent monacional anti-
bodies to a slide containing endocer-
vical matcrial. Antibody binds to
chlamydial elementary bodies that
can then be idcntified by fluores-
cence microscopy. Towal processing
tme is 30 to 40 minutcs, but pro-
cessing must be donc by an experi-
caced professional laboratory.

(2) Enzyme (tmmunoassay (EIA)
Zests. In this type of test, monoclonal
or polyclonal antibody labeled with
1 colorsignaling cnzyme attachcs to
chlamydial antigen; the result is ana-
lyzed with a spectrophotometer. Lab
processing is required for thesc tests
as well.

(3) Nucleic acid bybridization
lests (DNA probe). This technique
cmploys a chemiluminescent-labeled
probe complcmentary to a particular
sequence of chlamydial ribosomal
RNA (rRNA). The probe hybridizes
with rRNA prescnrt in the specimen,
and the rcsult is detected with a
luminometer. Lab processing is
required.

(4) Rapid (stat) tests. These test
kits, packaged as single units, oper-
ate much like EIA tests in using anti-
bodics to detect antigens of chlamy-
dial species. They may be somcwhat
less scnsitive and specific than tests

HIV shares with

C trachomatis

a predilection
for cervical ectopy.
One recent analysis
suggests chlamydial

infection may

increase HIV

susceptibility

as much as
fivefold.

performed by professional laborato-
ries, but they require less equipment
and can be done in the office.

Scnsitivities of nonculturc tests,
measured against culture., must
exceed 70% to be adequate for
screening, according to the CDC,
and most appear L0 mcer this stan-
dard.}? isolation of C rracbomatis
by culturc is diagnastic. A positive
result from a nonculture test in an
adolcscent, particularly if she is
from a high-prevalence population,
is not considered diagnostc hut is
usually reason cnough for presump-
rive treatment, since side effects
from the antibiotics used are
uncommon and mild. The CDC rec-
ommends using cullurc or a sec-
ond, diflferent nonculture test for
verification of chlamydial infection
when a false-positive result may
have adverse sacial or psychalogi-
cal consequences or when the
paticat is from a low-prevalence
population.

Even in patients trcated presump-
tively, the CNC recommends testing
and verification lo ensure appropri-
ate medical care should symptoms
persist. Verification also facilitates
counscling, provides a basis for

partner notification, and enhances
compliance.

Trcatment.}3:2! Prompl treatment
of identified or presumed chlamydi-
al infection in adolescent girls and
women is imperative not oaly to
relieve any cervical and urethral
Symptoms they may have but also to
prevent transmission to partners and
conscquent reinfection. Even more
important is cradicaling the orgun-
ism before it has a chance to ascend
into the upper reproductive tract,
whcre it has the poiential to cause
pclvic inflammatory discase and
other serious problems.

The CDC's recommendations for
uncomplicated endocervical, urc-
theal, or rectal chlamydial infections
in nonpregnant girls and women
were updated in 1993 and no longer
include tetracycline. The preferred
regimens now arc:

Noxycycline, 100 mig orally, wwice
a day for 7 days

or

Azithromycin. 1 g orally in a sin-
gle dosc.

Of these wwo aptious, the CDC
leans towacd azichromycin for use in
adolescents, since the singlc-dose
treatment can be provided during
the paticnt’s visil, eliminating prob-
lems of compliance. Results of 2
recent study from Sweden support
this logic, thougl azithromycin docs
carry a higher price wy (approxi-
mately $30/dose vs, $2 for doxycy-
cline).?? As alteraatives for adoles-
cents. the CDC lists these additional
options:

Erythromycin basc, 500 mg orally
four times a day for 7 days

or

Erythromycin cthylsuccinate, 800
mg arally four times a day for 7 days.

The CNC guidelines also mention
sulfisoxazole, 500 my orally, four
times daily for 10 days, as a possible
though less cffcctive regimen.
Ofloxacin, 300 mg orally twice daily
for 7 days, is an option for adults

VOL2, N4 9
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but not for pregnant women or ado-
lescents under age 17 bccause evi-
dence from animal studics suggests
it may impair development of
cartilage. For pregnant adolescents,
doxycycline and azithromycin are
also contraindicated, but either of
the crythromycin regimcns can
be given. Amoxicillin. 500 mg orally
three times daily for 7 to 10 days,
is sugpested for pregnant girls
and women who can't talerare
erythromyecin.

Sequclae. Pelvic inflammatory dis-

ease (PID) is the mast common seri-

ous acute illncss stemming from

“Chlamydial infection. It can occur in
girls and young women who have

never cxhibited cervical or urethmal
“symptoms, as can lowcr abdominal

pain and mecnstrual irregularitics.
PID can be caused by other organ-
isms or bc multifactonial, but C rru-
cbomatis ias been foond in 5% (0
50% of those wilh a complait ol
PID; Annually, PID accounts for
some 2.5 million office visits,
275,000 hospitalizations, and
100,000 surgical procedurcs,
according to thc CDC.!* Even when
treated. PID can lead to infertility,
~Thronic pelvic pain, or cctopic preg-
nancy, but the dangers of these con-

sequences arc compounded by non-

treatment—a result of the often-

_silent nature of chlamydial infection. ,

Onc rcview estimates one fourth of
young women will have long-stand-
ing sequclac from PID.?
Endomctritis, salpingitis, bartho-
linitis, and pelvic peritonilis arc
other manifcstations. Chlamydial
salpingitis can progress to perihep-
atitis (Fitz-Hugh-Curtis syndromc),
with pain caused by adhcsions
strung bctween the liver and the
peritoneum. Reiter's syndrome,
with arthritis-likc symptoms, is
more likely o be seen in infected
men but can occur in young
women. Chronic conjunctivitis
should also be part of the differen-

10 Contamperary Adelesceat Gynacolagy

Even though
gonorrhea is a
disease in overall
decline in the US,
we cannot assume
that this trend will
continue. The
disease is still highly
prevalent, especially
in adolescent girls
and women.

tial dizgnosis of chlamydial infec-
tion in young women. Chlamydial
canjunctivitis and pneumonia are
concerns for offspring of infected
mothecrs,

Ulcerative STDs like syphilis, her-
pes, and chancroid have morc often
becen linked as cofacrors to HIV
infection, but IV shares with C lra-
cbomatis a predilection for cervical
cctopy. One recent analysis suggests
chlamydial infecction may increase
IIIV susceptibility as much as five-
fold.?¥ Other studics have shown
that HIV infectivity decreases with
trcatment of concurrent S1's.2%
This possibility makes Lthe casc for
early diagnasis and treatment of
chlamydial infection cven more
compelling.

Follow-up.!3 ‘I'reatment failures are
uncommon with the CDC's recom-
mcnded regimens and even with
earlier regimens based on tetracy-
cline. For that reason, the CDC docs
not recommend immediate, routine
test-of<cure visits but suggests rctest-
ing previously infected women
some wecks to months after thera-
py. That should be particularly true
with adolcscent patients. For this
group, previous infection can be

EYARVES)

considered a risk factor for fu\
reinfection, A British study of adoles
cents found a 39% rate of reinfection
2 years after treatment. &

Clcarly, the surest way 1o avoid
rcinfection and spread of infection is
to identify all sexual contacts and
scc that they are trcated. Adoles-
cents' reluctance to name partners,
and e limited resources available
for contact tracing even when ey
do, make this a daunting task. Onc
study of contact tracing in an urban
non-STD clinic showed that only
about 20% ended up beiog treated.??
Another identified age under 15 as
the strongest independent predictor
of reinflection by C tracbomatis.?®
As compared with women over 30,
the risk of this group was eightfold,
and the risk for 15- to 19-ycar-olds
was [fivefold. Difficult as it may be,
it's vital to make the cffort to scc
that partners of such young wowien
are identificd and treated.

Gonorrhea: down but not out
Neisseria gnuorrboceac, like Chla-
mydia lracbamatis, is an intracellu-
lar bacterium that invades the
femalc body by way of the vaginal
canal but is much more damaging
when it ascends to the upper repro-
ductive tract and pelvic cavity. Until
chlamydial infection began o be
tracked nationally, gonorrhea was
the most frequently reported STD in
the US, reaching recorded levels of
more than a million cases per year in
the Late 1970s, with acrual cases est-
mated to be at lecast three to four
times that number.'? Gonorrhea
numbers began to decline in the
mid-1980s and continued Lo decline
by about 8% per ycar until 1993,
when they leveled off somewhat,
Even so, bused on the nearly
400,000 cases reported in 1995, the
CDC cstimates actual cases still to be
occurring at a rate of 1 million per
year in the US (l'ablc 3). Though
one would expcct about half of

- ey ———
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®Scxually Transmitted Diseases
in the Adolescent

Part I: Chlamydia and Gonorrhea

Ellen S. Rome, MD, MPH*

Nearly 3 million adolescents acquire an STD each year. Although gonorrhea rates have
decreased in the United States, chlamydia rates have continued to climb. What are a teen’s risk
factors for these two infections? How do adults ensure that adolescents get diagnosed and

properly treated? If chlamydia and/or gonorrhea are not treated, what are the consequences?

exually transmitted diseases
STDs) continue to affect the
ealth and future well-being

of many adolescents —thrce mil-
lion teenagers acquirc an

RISK PACTORS IN
ADOLESCENTS

Adolescent risky behaviors tend to
be interrelated and clustered.’
Teens who begin having sexual

~Such year WHich translates into_ 1ntercourse at an earlier age are
one of every cipht adolescents fmore Tikely to have multi ple part-
aged 13 to I Chlamydia are ess likely 1o use

frachomatis and Neisseria gonor-
rhoeae are found at dispropor-
tionately high rates in adoles-
cents and young adults.”® Despile
a 58% dccrease in U.S. gonor-
rhea rates between 1985 and
1995, C. trachomaris j i
rates continued to rise during
~these years, in part duc to
Increased tesung by chinicians.’#
v infected with these
w
Tisk for long-term scquclae as the
infection progresses, This article
will delineate risk factors com-
mon to adaolescents and address
the diagnosis and management of
o of the more common STDs,
mydia trachomaris and Neis-
a gonorrhoeae.

condoms.’ There are a combina-

Tion of biological and psychosocial

risk factors for STDs in this age
group.

Biological factors include a
prominent exocervix with the uran-
sition zone serving as a magnet for
certain STDs. Low levels of pro-
tective antibodies, due to less
cumulative exposurc, can also be a
risk [actor. Sperm can serve as vee-
tors of infection, carrying an STD
to the upper genital tract of the
woman. Retrograde menstruation,
occurring in 25% of healthy
women, can also push infection out
to the fallopian tubes and contigu-
ous structures.

- Psychosocial risks in adolescents

stem from the adolescent mind-set

CONTINUING MEDICAL
EDUCATION

GOAL:

To discuss samuclly kansmilted diseases in adoles-
cenks, focusing on Chlomydio trachomafis ond Neis-
seria gonorrhoece.

OBJECTIVES:

1. To describe the efiology of both infections includ
ing manifeslations and risk faclors.

2. To review the ranga of dioghostic fesis ond their
specificily and sensitivily.

3. To idenlify ULS. Caners for Disoase Conlrol ond
Prevention (CDC) recommended ireaimenl regimens.

ACCREDITATION:

This oclivity has been planned and implemented in
accordance with the Essanfiols and Slandards of the
Accredilafion Council for Conlinving Medical Edv-
calion [ACCME) through the joint sponsorship of
Albert Einstein College of Medicine and Quadran!
HealthCam Inc. The Alberi Einslein College of Medi-
cine is accrediled by the ACCME Ko provide conlin-
ving medical education for physicians.

This aclivity is direcled by Brian Cohen, MD,
Asscciole Prafessor of OB/GYN al Alberl Einsiein
College of Medicine, Montefiore Medical Canter. B
is designed for Primary Core physicians.

To eam credil, see insruclions on page 29 and
mail your answars according lo te insiructions on
page 30.
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STDs

of “It can't happen to me."” This
sense of personal invulnerability
occurs in carly to mid adolescence,
when teens display concrete
thought processes but with only a
limited ability to foresee conse-
quences. Furthermore, lack of infor-
mation can impedc cffective use of
protection from discase (i.e., con-
doms). A teen may discount the
silent nature of many STDs, mis-
takenly belicving that if both part-
ners have been tested for STDs and
“they are clean,” then there is no
risk. Limited access to contracep-
tive services can also serve as a bar-
rier to effective adolescent contra-
ception, as can the perccption that
care will not be confidential.

CHLAMYDIA TRACHOMATIS

Epidemiology
Tn the United States, 4 million new

“cases Of C. frachomalis QCcuUr annu-

ally, ar a cost of $2 billion per year

Tor treatment of primary infection
and scguelae.” In 1995, 377,638

cases of chlamydia were reported (0
the U S. Centers for Disease Control
and Prevention (CDC), The highest
rates of infection were in the West-
em and Midwestern stalgs.* Mani-

[estations of serotypes D through K
can be scen in Table 1. The preva-
lence ranges from 5% o 15% in

seen in STD clinics, 40% to 50% o
Symptomatic patients, and 15% to
50% of patients with concomitant
N. gonorrhoeae infcction.?

Diagnosis

On examinaltion, the presencc of
mucopurulent discharge and/or u [ri-
able cervix should raise the suspi-
cion of the hecalth care provider.
Other risk factors include a history
_of more than one ncw sexual partner
in (he past 6 months (OR 1.6), age

“under 20 years (OR 1.6),use of oral

contraceptives (OR 2.0), and in-
flammation on the Pap smear (OR”

iamn”mﬂia_‘hf_ﬂﬁm
escents and young adults, 20% 1o

in adolescents/young adults

2.1)¥In a study of 100 women in an
STD clinic, Brunham et al found
that 89% of women with C. fra-
chomatis had 10 or more polymor-
phonuclear leukacytes per oil
immersion ficld, compared with
17% of women who did not have
the infection.'®

Scxually active adolescents shoyld

be screencd for ydia once or
twice a year. after a change in_scxu-
al partners, and with any suggesiive_

symptoms.”" Given the high risk of

asymptomatic infcction leading 1o

~Silcnt Upper tract micction or sub-
aculc pelvic Inllar Ory disease
(PTD), clinicians need to perform__
frequent screemings i the adolcs-
Tent popalation.,obtaining a conl-

~gential istory to identify those at
risk.

Diagnosis can bc made using 2
number of available tcchniques.
Culture on McCoy cells with subse-
quent identification using fluores-
cent antibody stain 2 to 3 days later
remains the gold standard. Culwres
should be taken in all cases of sus-
pected sexual abuse. duc to the pos-
sibility of (alse-positive results on
indirect tests. Culture is labor inten-
sive. will not delcct nonviable or-
gunisms of the lower genital tract.
and may miss upper genital tract

Comtinued on page 19
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infection if only an endocervical
swab is taken. A dacron swab must
be used for the culture, because
endocervical cells are necessary to
identify this intracellular organism.
The sensitivity and specificity of
culture and other methods are seen
in Table 2.

Direct immunofluorescent anti-
body tests (DFA) involve Jooking
for the presence of yellow-green
elementary bodies after applying a
fluorcscein-conjugated monoclonal
antibody (SWA MicroTrak system).
This test has ranged in sensitivity
from 61% in an adolescent clinic to
93% in an STD clinic, with a posi-
tive predictive value of 80% in pop-
ulations with a 10% prevalence,
and 95% in populations with a
prevalence of 30%.!%13
Enzyme immunoassays include
mydiazyme (Abbott) and
IA (Dako). The former is an
me-linked immunoabsorbent
assay (ELISA) that requires a spec-
trophotometer. Posilive predictive
values range from 32% to 87%,
depending on the population stud-
ied.? IDEIA is an enzyme-amplified

The presence of mucopurulent
discharge and/or a friable
cervix should raise the suspicion
of the health care provider.

monoclonal immunoassay, found to
have a 97% sensitivity in a popula-

with a 16% prevalence of infec-
‘(‘Eoots CellTech IDEIA ).
DNA probes (PACE 2. Gen-

Probe) allow detection
of both C. rrachomatis
and N. gonorrhoeae
with a single swab.
Using the Gen-Probe
PACE 2, Biro et al
found a sensitivity of

Men

72%, specificity of E{::-{ldy;m;
96%, positive predictive njuncivitis
value of 67%, and nega- Reiter syndrome

tive predictive value of

96% in asymplomatic Women

girls (prevalence 11% Mucopurulent cervicilis

for chlamydia). In Salpingitis (pelvic inflammatory disease)
symptomatic girls (pre- Urathrilis

valence 20.7%), they Postabortal endomaritis

found a sensitivity of Postpartum andometritis

65%, specificity of

96%, positive predictive :::‘;:::'I:br:fmre of membranes

value of 81%, and neg. | |/ iy weight child

ative ;lmgedjctwe value of Tubal factor infertility

91%."° Office-based Conjunelivilis, pneumenia in newborns of
tests, such as the Kodak infected mothers

Surecell, have been

Nongonococcal urethritis

Rectal infections/proctitis

Perihepatitis [Fitz-Hugh Curtis syndrome)

Table 1. Manifestations of
Chlamydia trachomatis (Serotypes

D-K) in Men and Women

found to have a sensi-
tivity of 67% to 84%'¢
Newer technologies include ligase
chain reaction (JLCR], Abbott),
polymerase chain reaction ([PCR],
Amplicor, Roche), and Transcrip-
tion Mediated Amplifi-
cation ([TMA], Gen-
Probe Amplified). LCR
and PCR involve mark-
ed amplification of spe-
cific DNA sequences,
while TMA is an ampli-
fied RNA assay. Several
of these tests have also
been approved for the
screening of urine in
adolescents. Routine
screening for large num-
bers of symptomatic
adolescents within the
juvenile justice system using tradi-
tional genital examination with cer-
vical sampling has been found 10 be
time-consuming, costly, and diffi-
cult due to competing priorities. In

contrast, noninvasive urine scre-
ening is easily performed, providing
an opportunity for screening large
numbers of at-risk adolescents
whose disease might otherwise go
undetected. Oh et al recommend
that to identify complications, such
as epididymitis and PID, further
genital/ pelvic cxamination be done
when there is a positive result on
urine testing?

Treatmeni

If a patient has cervical motion ten-
derness without abdominal pain,
most clinicians should treat pre-
sumptively for both chlamydia and
gonorrhea. The 1998 STD Treat-
ment Guidelines from the CDC
state that asymptomatic chlamydial
infections, chlamydial cervicitis,
and urethritis should be treated with
azithromycin (1 g orally) or with
doxycycline (100 mg orally twice a
day for 7 days).” Cerin et al have

THe FEMALE PATIENT® VOL. 23 SEPTEMBER 1998 19
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Table 2. Sensitivity and Specificity of Varlous Tests for

Chlamydiq frachomatis

Methed
Call culture
Enzyme immunoassay (ELA)

Direct Auorescent
anlibody lest (DFA)

En -amplified monoclonal
immmsscfy (IDEIA)

Nuclsic acid idizolion
(DNA pmbe)hybn

Polymerase chain reaction (PCR)
Ligase chain reaction (LCR)

Transcription mediated amplification

with permisalon.

From: Sexvally Iransmified diseases: Gonorrhea, Chlamydia trachomalis, pelvic
infammatory disaase, and syphilis. In: Emans SJ, Laufer MR, Goldstein DP, ods. Pedigirie
ond Adolescant Gynecology, 4% ed, Philodelphia: Lippincot:Ravon, 1998:469, Reprinted

Sensitivity (%) Specificity (%)

80-90 100
74-89 93-98
61-93 82-97
61-93 82-97
71-95 97-100
93-97 99-100
87-94 99-100
98-100 98-100

noted that cell culture, a direct
immunofluorescence test (Micro-
Trak), and an ¢ Immunoassay
(IDEIA, CellTech) all gave negative
results by day 6 of treatment with
doxycycline." It is possible for
azithromycin to be used in pregnant
patients. although more studics need
to be done to further ascertain its
safety and efficacy.

Alternative regimens include
erythromycin 500 mg orally four
times a day for 7 days, erythro-
mycin ethylsuccinate 800 mg four
times a day for 7 days, or ofloxacin
300 mg orally twice a day for
7 days. Ofloxacin has no advantage
and increased expense when com-
pared with doxycycline; and quino-
lones cannot be used in those

atients who are pregnant, lactating,

P
.ranc under 18 years of age.

Because of its one-time dosing,
azithromycin has the added advan-
tage of improved compliance; how-
ever, azithromycin has not been
approved for the treatment of PID st
this time. Tests of cure for chlamy-
dia are not recommended: however,
where there is a high risk of reinfec-
tion, a repeat test 4 to 8 wecks after
treatment can help identify those
teens whose partners have been
inadequately treated or those who
have been infectcd by a new partner,

NEISSERIA GONORRHOEAE

Over the past 20 years, the number
of cases of gonorrhca reported to
the CDC has decreased from
1 million annually to an estimated
600,000. Cost of treatment is esti-
mated at $288 million per year, 1719
Adolescents and young adults con-

tinuc to have the greatest rates o.
infection, with the risk of transmis-
sion estimated to be 20% to S0%
per contact."® Coinfection with both
gonorrhea and chlamydia may be as
high as 15% to 20%.

Diagnosis
Infections in men can produce ure-
thritis, or Mucopurulent discharge
associated with dysuria and without
urgency or frequency, occurring 2
0 5 days after contact with an
infected partner. Symptoms in
untreated individuals wil] usually
resolve Spontaneously over several
wecks, leading 1o asymptomatic
infcction and ongoing transmission,
Girls and women are more likely to
have subclinical or asymptomatic
infection, potentially delaying care
and allowing the infection to sprcad
to the upper genital tract, Symipto-
matic women may have dysuria
with urethritis, urinary frequency,
dyspareunia, lower abdominal pain,
vaginal discharge and/or bleeding,
usually occuring within 10 days of
contact with an infected partner. I8
Inflamed Bartholin’s glands in
patients with gonococcal infection
can present with pain and swelling
of the labja minora, and inflamed
Skene’s glands can present with
periurethral pain and swelling !
Local perianal infection may be
asymptomatic or may present with
proctitis with tenesmus, pruritis, or
rectal blecding. Pharyngea] infec-
tion may resemble a vira] pharyngi-
tis with patchy erythema and cervi-
cal lymphadenopathy.” Some
Patients will develop a red, edema-
tous uvula and vesiculopustular
lesions on the soft palate and ton-
sils, similar to streptococcal pharyn-
8ilis. The infection usually clears
spontaneously within 10 to 12
weeks. although there is an in-
creascd risk for disseminated

Continued on page 23
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1sease during this time period."”
jonococcal conjunctivitis is rare
)eyond the neonaial period.

Systemic infection occurs in 05%
0 3% of those with untreatcd
nucosal gonorrhea and is especial-
y common in women, during
wegnancy, and within one week of
nenses.'*? Adolescents may pre-
ent with fever, chills, migratory
wolyarthralgias, tenosynovitis with
i without tendemness, and purpuric
kin lesions. Skin lesions tend to be
seripheral and infrequent (less than
10 per patient), with positive Gram
tain results in only 10% of lesions.
Jowever, direct fluorescent anti-
rody staining of biopsies will be
)ositive for N. gonorrhoeae in over
0% of cases. Blood culture will be
sositive in as many as half of these
ratients within the first 2 days of
e n.

& mains the gold standard
or cation of N. gonorrhoeae.
3ndocervical swabs should be
slated directly onto chocolate agar
ind modified Thayer-Martin. Incu-
sation should occur in a carbon
lioxide-containing atmosphcre at
35°C to 37°C. In all individuals with
suspected sexual abuse, cultures
must be abtained for both gonorrhea
and chlamydia.

DNA probes for screcning genital
sites include the Gen-Probe PACE
system (direct chemiluminescent
DNA probe test), which has a sensi-
ivity of 90% to 97%.2#' The Gen-
Probe PACE-2 provides a reliable
est of cure as early as 6 days after
reatment.>2 The main drawback of
DNA probes lies in their inability (o
:est the organisms for antibiotic
resistance. A distinct advantage is
the ability to test simultaneously
using the same swab for C. tra-

~hogagtis and N. gonorrhoeae?
Po chain reaction tcsts are
P y useful, with a sensitivity

Table 3. Treatment Regimens for N. gonorrhoeae*

Oral treatments

Cefixime -

Ciproflaxacin

Offoxacin

Azithromyein

Doxycycline

Intramuscular treatment
Ceftrioxone

* Per the 1998 CDC STD Treaimant Guidelinea.

Dosing Regimen

400 mg in a single dose

500 mg in a single dose

400 mg in a single dose

2 g in a single dose

100 mg twice a day for 7 days

125 mg in a single dose

of 79% and a specificity of 96% for
N. gonorrhoeae in synovial fluid.?
Ligase chain reaction tests have
been used on endocervical samples
(sensitivity 97.3%, specificity
99.6%) and on first-void urine spec-
imens (sensitivity 94.68%, speci-
ficity 100%) in women at an STD
clinic #%

Treatment
Standand treatment regimens for N.
gonorrhoeae, as recommended in
the CDC’s 1998 STD Treatment
Guidelines, are outlined in Table 3.
Although single-dose cefixime has
been shown to cure 97.1% of un-
complicated urogenital and anorec-
tal gonococcal infcctions, ceftriax-
onc provides higher, sustained
bactericidal levels in the blood,
with 99.1% efflicacy in un-
complicated gonococcal infection.’
Ciprofloxacin has shown a cure
rate of 99.8% in uncomplicated
urogenital and anorectal infections,
and is relatively inexpensive.

Some resistance to ofloxacin has
been shown in certain communities,
although clinical trials have found a

cure rate of 98.4%. Azithromycin
1 g has only 93% efficacy in un-
complicated infection; although a
dose of 2 g is more effective, it
is expensive and associated with
gastrointestinal distress too fre-
quently to encourage regular use for
gonorrhea.

Spectinomycin (2 g) administered
intramuscularly remains an expen-
sive but effective treatment, espe-
cially in patients who cannot toler-
ate cephalosporins or quinolones.
Ceftizoxime 500 mg, cefotaxime
500 mg, and cefotetan 1 g can all
be given intramuscularly in a sin-
gle dose to cure uncomplicated
gonococcal infection. Cefoxitin2 g
administered intramuscularly with
probenecid 1 g administered orally
is also effective. However, none of
these injectable regimens has any
advantage over ceftriaxone.

Uncomplicated gonococcal in-
fection of the pharynx should be
treated with either single-dose cef-
triaxone 125 mg, ciprofloxacin
500 mg orally, or ofloxacin 400 mg
orally. Simultaneous treatment for
chlamydia should include either
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azithromycin 1 g as a single dose or
doxycycline 100 mg orally twice a
day for 7 days.

Disseminated gonococcal infec-
tion should be treated with ceftriax-
one 1 g intramuscularly or intra-
venously every 24 hours, with the
patient hospitalized for initial ther-
apy. Other regimens include cefo-
taxime or ceftizoxime 1 g every
8 hours. Once improvement begins,
the initial regimen should be con-
tinued for an additional 24 10 48
hours, at which time therapy can bé
changed to either cefixime 400 mg
orally twice a day, ciprofloxacin
500 mg orally twice a day, or
ofloxacin 400 mg orally twice a
day to complete a full week of
antimicrobial therapy. Gonococcal

may or may not be present. Liver
function tests tend to be higher in
those with gonococcal perihepalitis
than in those with chlamydial peri-
hepatitis. Elevated sedimentation
rate and positive endocervical test
for C. trachomalis or N. gonor-
rhoeae are usually seen. Ultra-
sonography can be useful to
exclude the diagnosis of biliary
tract discase. Fitz-Hugh Curtis
syndrome should be treated in the
same way as PID. Adolescents
require in-patient therapy and/or
very close monitoring.

CONCLUSIONS

Gonorrhea and chlamydia represent

relatively common sexually ac-

quired infections in the adolescent
age group. (The second
article in the series dis-
cusses syphilis, herpes
simplex virus, und can-
croid—their presenta-
tion, diagnosis, and

Cost of freatment for treatment options.) Pub-
gonorrhea is estimated lic health efforts need to
$288 1l focus on primary and
at million per year. secondary prevention of

meningitis should be treated with
ceftriaxone 1 to 2 g every 12 hours
for 10 to 14 days; endocarditis
should be treated with ceftriaxone
1 to 2 g every 12 hours for at least
4 weeks.

FITZ-HUGH CURTIS SYNDROME
Fitz-Hugh Curtis syndrome in-
volves a perihepatits, with both
N. gonorrhoeae and C. trachoma-
tis implicated as etiologic agents.
¢ patient prescnts with right
q-;per quadrant pain that may be
leuritic. Lower abdominal pain

discasc in the adolescent
population in order to
decrease the risk of
sequelae, including up-
per genital tract infection
with subsequent infertility, chronic
pelvic pain, or other problems.
Patient access to confidential, ado-
lescent-friendly services and contra-
ceptive supplies remains imperative
for ensuring prevention and treat-
ment of disease in the adolescent

population. TFP
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LLRM Medical College, Meerut.

Sera from 81 infertile women with tubal pathology and 40 controls were tested for the presence of
antibodies against Chlamydia trachomatis & Neisserria gonorrhoeae. Indirect immunoperoxidase test
(Ipazyme kit) & Enzyme linked immuno sorbent assay (ELISA kit) were used for detection of chlamydial
& gonococcal antibodies respectively. Antibodies to Ch. trachomatis were found in 74.07% of the infertile
women and 5% in control group. Only a very low prevalence (4.93%) of antibodies to N. gonorrhoeae was
found is infertile women as compared to nil in control group. Antibodies detection is a sensitive, specific
and noninvasive test for diagnosing infertility.

Department of Gynaecological Endocrinology and Reproductive Medicine, Women's University Hospital,
Heidelberg, Germany.

The clinical significance of antichlamydial antibodies (Chlam Ab) was determined in a total of 1303
subfertile couples consulting for infertility investigation and treatment. Median age of the women was 30
(range 22-44) years and of the men 33 (range 21-53) years. The median duration of infertility was 4
(range 1-21) years. All patients were asymptomatic for genital tract infection. A comprehensive infertility
investigation included examination of the endocrine, cervical, and tubal factor, and semen analysis,
antisperm antibody (ASA) testing, sperm-mucus interaction testing in vitro using a standardized protocol,
and post-coital testing (PCT). Screening for Chlam IgG Ab was performed in serum of both partners,
obtained at the same time. Simultaneous microbial cultures in genital secretions of both partners included
a broad spectrum of potentially pathogenic bacteria. Elevated titres of Chlam IgG Ab as seromarker for
previous infection were found in 20.8% of all women, and in 12.6% of men. Chlam Ab were significantly
more frequent in partners of seropositive patients (in 51.8% of women with a Chlam Ab positive partner,
compared to 15.8% of the other women). Microbial screening outcome was not significantly related to
results of chlamydial serology in both partners. In women, elevated titres of Chlam Ab were significantly
associated with a tubal factor, but were not related to reduced quality of the endocervical mucus (CM),
including the in-vitro penetrability of the CM (using partners' or donors' spermatozoa).

Salpingitis caused by Chlamydia trachomatis and its significance for infertility.
Acta Obstet Gynecol Scand 1994 Oct;73(9):711-5 (ISSN: 0001-6349)

Czerwenka K; Heuss F; Hosmann J; Manavi M; Jelincic D; Kubista E [Find other articles with these
Authors]

1st Department of Gynecology and Obstetrics, University of Vienna, Austria.

Between July and November 1991, 32 women (mean age 24.8 years) were examined laparoscopically in
our department for suspected tubal sterility. All women had smears taken from cervix, vagina, and
urethra, and all were negative regarding an infection with Chlamydia trachomatis. All women had open
fallopian tubes, however, with inflammatory changes that varied in degree. Fifteen women reported pains
and were classified as PID (pelvis inflammatory disease)-positive, as compared to the PID-negative group
of 17 women without pain. In the group of the 15 PID-positive women, we could detect Chlamydia
trachomatis in the form of salpingitis in 11 cases in the direct demonstration of the infectious agent. IgA
antibodies were detected in the serum of all of these women, in 12 of them IgA + IgG antibodies. In the
group of the 17 PID-negative women, three were positive in the direct detection of the infectious agent,
and IgA and/or IgG antibodies were detected in five cases. 38% of the women in the PID-positive group
and 68% in the PID-negative group conceived within a period of one year after having completed a
treatment with antibiotics.

Presence of the major outer-membrane protein of Chlamydia trachomatis in patients with chronic
salpingitis and salpingitis isthmica nodosa with tubal occlusion.
Fertil Steril 1998 Oct;70(4):774-6 (ISSN: 0015-0282)



Dieterle S; Rummel C; Bader LW, Petersen H; Fenner T [Find other articles with these Authors]

Department of Obstetrics and Gynecology, University of Bochum, Herne, Germany. s.dicterle@t-
online.de.

OBJECTIVE: To determine the presence of the major outer-membrane protein of Chlamydia trachomatis
in fallopian tube tissue specimens of infertile women with chronic salpingitis and/or salpingitis isthmica
nodosa with tubal occlusion. DESIGN: Prospective controlled study. SETTING: Department of Obstetrics
and Gynecology, University of Bochum, Herne, Germany. PATIENT(S): Fifty-six consecutive infertile
women with histologically documented chronic salpingitis and/or salpingitis isthmica nodosa and bilateral
tubal occlusions were evaluated. They were compared with 28 fertile women. INTERVENTION(S):
Fallopian tube tissue specimens were taken during reconstructive infertility surgery, including cesarean
section and tubal ligation. MAIN OUTCOME MEASURE(S): Detection of the major outer-membrane
protein of C. trachomatis in fallopian tube tissue specimens by a direct fluorescent antibody test.
RESULT(S): The major outer-membrane protein of C. trachomatis was found in fallopian tube tissue
specimens in 11 of 56 infertile patients (20%) with chronic salpingitis and/or salpingitis isthmica nodosa.
The median titer of IgG serum antibodies to Chlamydia was significantly higher in women with the major
outer-membrane protein of C. trachomatis than in patients without this antigen. In comparison, the major
outer-membrane protein of C. trachomatis was not found in any of the fallopian tube tissue specimens of
the control group. CONCLUSION(S): The presence of the major outer-membrane protein of C.
trachomatis is associated with chronic salpingitis and/or salpingitis isthmica nodosa with tubal occlusion.

Chlamydia trachomatis is a primary cause of acute or silent salpingitis leading to infertility and ectopic
pregnancy. The C. trachomatis epidemic, undiscovered in most cases, spreads, mostly in adolescents,
during the years following the onset of sexual activity. As opposed to gonococcal infection which has
greatly decreased, C. trachomatis cervical and urethral infection is common in young occidentals. More
then 30 different studies covering 200-12000 subjects screened in family planning centers, college women
and men, students and military recruits in different parts of the USA, in Scandinavian countries and
France, indicate a prevalence of 5-20% (mean 10%) in apparently healthy young females < 25 years and
5-10% in males. Female prevalence is strongly related to age, being highest (5-20%) in women < 20 years
old. Several cost-benefit analysis show that the total cost of the general screening in young populations,
which can easily be carried out for women in family planning centers, could save twice the cost of
treatment for pelvic inflammatory disease caused by C. trachomatis and six times the total cost of C.
trachomatis epidemics if late sequelae are taken into account (tubal infertility treatment, ectopic

pregnancy).

The cost of screening is minuscule compared to the cost of treating people with pelvic
pain and scarring related to advanced infection. Most women have no idea they are

infected until tubal scarring causes pelvic pain.
Terry Burrell MSCNM

Sally;

I hope this is helpful to you. If you need anything else let me know.

Terry
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Age-Based Screening is Cost-Effective Method to Control Chlamydial
Infection

Screening all women younger than 30 years of age may be the most cost-effective
method of stopping or limiting chlamydial infections and their consequences
according to an article in the February 15 issue of Annals of Internal Medicine.

Investigators from the National Institute of Allergy and Infectious Diseases (NIAID)
and Johns Hopkins University compared three strategies to screen 7,699 women
without symptoms who attended two family planning clinics in Baltimore, Md. In
addition to the age-based screening found to be most effective, investigators
evaluated universal screening and screening with the criteria recommended by the
Centers for Disease Control and Prevention (CDC). All women were tested with
polymerase chain reaction (PCR). They calculated the cost-effectiveness of
chlamydial screening by comparing total costs, including screening program costs,
and estimating future medical costs of all sequelae.

"Certainly one of the great values of this study," says Anthony S. Fauci, M.D.,
director of NIAID, "is the confirmation that screening enables clinicians to identify
and treat women with chlamydial infections and no symptoms, thus preventing
many occurrences of serious sequelae, such as infertility."

Chlamydial infection is one of the leading sexually transmitted diseases in the
United States today. The CDC estimates that more than 4 million new cases occur
each year. Pelvic inflammatory disease, a serious complication of chlamydial
infection, has emerged as a major cause of infertility among women of childbearing
age. Genital chlamydial infection is caused by the bacterium, Chlamydia
trachomatis, and is transmitted during vaginal or anal sexual contact with an
infected partner. A pregnant woman may pass the infection to her newborn during
delivery, with subsequent neonatal eye infection or pneumonia. The annual cost of
chlamydial infections and their sequelae in the United States exceeds $2.7 billion.

"The majority of women infected with Chlamydia do not have symptoms, and
damage to their fallopian tubes resulting in infertility can occur silently over time if
the infection remains undiagnosed and not treated," said author Thomas C. Quinn,
M.D., of NIAID and Johns Hopkins University, Baltimore, Md. "In our study, 6.6
percent of women attending the Baltimore family planning clinics were found to be
infected. Because of the initial lack of symptoms and signs, most of these women
would not have been diagnosed or treated if they had not undergone routine
screening for Chlamydia using either urine or cervical specimens. New and simple
tests make screening easier."

http://www.niaid.nih.gov/newsroom/chlamydia2.htm 1/21/99
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Currently, the CDC recommends testing all women with evidence of an inflamed
cervix and all women younger than 20 years of age. They also suggest: (1) testing
women 20 to 23 years of age who have not consistently used barrier contraception
or have had a new sex partner or more than one sex partner during the past 90
days; and (2) testing women 24 years of age or older who have not consistently
used barrier contraception and have had a new sex partner or more than one sex
partner during the past 90 days.

The investigators compared each screening strategy’s ability to identify women at
risk and thus trigger testing and treatment, which in turn would result in fewer or no
sequelae and reduced overall medical costs. They defined medical outcomes as
prevented cases of pelvic inflammatory disease, chronic pelvic pain, ectopic
pregnancy, infertility, male urethritis and epididymitis in adults, and conjunctivitis
and pneumonia in infants.

The results were dramatic. Without screening, there would have been 152 cases of
pelvic inflammatory disease and other sequelae in women, men and infants with an
associated cost of $676,000. Screening according to CDC criteria would have
prevented 64 cases of pelvic inflammatory disease and saved $231,000. Screening
all women younger than 30 years of age would have prevented 85 cases of pelvic
inflammatory disease and saved $305,000. Universal screening would have
prevented an additional six cases, but would have cost considerably more than
age-based screening -- approximately $3,000 more per case of pelvic inflammatory
disease prevented.

The authors caution that although the study results suggest that age-based
screening provides the greatest cost savings, universal screening is desirable is
some situations. In general, screening with any criteria and a highly sensitive
diagnostic test should be part of any chlamydial prevention and control program.
NIAID has a major commitment to develop new sexually transmitted disease (STD)
diagnostic tests that are rapid, inexpensive, easy-to-use and do not require an
invasive sample. If such tests were available and acceptable to the patient,
screening for "silent" STDs would be even more cost-effective.

Authors, in addition to Dr. Quinn, are M. Rene Howell, M.A., and Charlotte A.
Gaydos, Dr.P.H., both of the Division of Infectious Diseases at Johns Hopkins
University in Baltimore, Md.

NIAID is a component of the National Institutes of Health (NIH). NIAID conducts and supports
research to prevent, diagnose and treat illnesses such as HIV disease and other sexually transmitted
diseases, tuberculosis, malaria, asthma and allergies. NIH is an agency of the U.S. Department of
Health and Human Services.

Press releases, fact sheets and other NIAID-related materials are available on the Internet via
the NIAID home page at http://www.niaid.nih.gov.

Search | Home | News Releases
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& FIGURES In 1996, the Centers for Disease Control and Prevention (CDC) provided $12.9
million for the Infertility Prevention Program (1). This ongoing project offers
@ REFERENCES financial and legislative support for expanded service delivery within the U.S.
N Public Health Regions to prevent infertility and other sequelae of chlamydial
- r}———'——'th infection, such as pelvic inflammatory disease and ectopic pregnancy. To ensure
ARTICLE the continued success of the Infertility Prevention Program on a national basis,
we must be able to cost-effectively identify women at high risk for chlamydial
infection for the testing and targeting of prevention and control activities. The
CDC recommends testing all women with evidence of mucopurulent cervicitis
and all women younger than 20 years of age {2). They also suggest 1) testing
women 20 to 23 years of age who have not consistently used barrier
contraception or have had a new sex partner or more than one sex partner during
the past 90 days and 2) testing women 24 years of age or older who have not
consistently used barrier contraception and have had a new sex partner or more
than one sex partner during the past 90 days {2). Alternatively, it has been
suggested that all women younger than 30 years of age who are seen in family
planning clinics should be screened (3).

& WebDoc

& Survey

il

@ Search

The sequelae of chlamydial infection cost more than $2.7 billion each year {4).
Screening and timely treatment can decrease the incidence of sequelae (1. 5) and
the associated medical costs (6). Universal screening offers the potential to
identify and treat as many chlamydial infections as possible, thus decreasing the
incidence of future illness and the economic consequences of sequelae (7).
Alternatively, a selective screening program based on the CDC criteria or age
could target the portion of the population at highest risk and identify most
chlamydial infections without testing all women (8).

To address the question of who should be screened, we applied three screening
strategies in a medical cost and outcome decision model to the predominantly
asymptomatic population seen at family planning clinics in Baltimore, Maryland.
The three strategies were 1) screening women according to the CDC criteria, 2)
screening women younger than 30 years of age, and 3) screening all women. We
compared each strategy's ability to identify women at risk for chlamydial
infection and thus allow the initiation of testing and treatment, decrease the
incidence of sequelae, and decrease overall medical costs.

http://www.urme.rochester.edu/Miner/WebDoc/ScreenCt/intro.html



Reported Symptoms Among

Males Diagnosed with Chlamydia
North Dakota, 1997
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Reported Symptoms Among

Females Diagnosed with Chlamydia
North Dakota, 1997
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Reported Cases of Chlamydia
by Race, North Dakota, 1996

L1000

Race Cases Percent Rate per

reported of total 100,000
White 697 68.2% 1154
American Indian 246  24.1% 949.2
Alrican American 35 ~ 3.4% 9932
Hispanic 32 3.1%  686.0
Other/ unknown 12 1.2%

Total 1022 100%  160.0



Reported Cases of Chlamydia
by Gender, North Dakota, 1996

IO
Gender Cases Percent  Rate per
reported of total 100,000
Female 797 78% 248.5

Male 225 22% 70.7

Total 1022 100% 160.0



Reported Cases of Chlamydia

by Age Group, North Dakota, 1996
| LU0

Age Cases Percent Rate per
group reported of total 100,000
0-9 2 0.2% 2.0
10-14 8 0.8% 16.4
15-19 304 298% @ 6514
20-24 490 48.0%  1023.5
25-29 121 11.8% 2413
>29 97 9.5% 29.14
Total 1022 100% 160.0



Reported Cases of Chlamydia
North Dakota, 1985 through 1995

Race 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 Total
White 178 266 490 792 947 1270 1156 930 B (G 7 834 oy 2453 8340
Native American 24 58 66 137 137 178 152 142 120 178 238 1430
Black 3 15 42 45 65 62 47 46 47 39 .58 469
Hispanic 0 1 5 6 7 10 19 11 17 22 © 22 120
Other 0 1 5 5 7 0 0 0 0 5 7 30
Unknown 8 2 4 7 23 21 54 55 46 23 9 252
Total 213 343 612 992 1186 1541 1428 1184 962 1101 1079 10641
Gender

Male 51 81 186 222 5 322 389 340 297 238 269 251 2646
Female 162 262 426 769 .. 863 1152 10,8’8‘ 887 724 832 828 7993
unknown 0 0 0 1 1 0 0 0 0 0 0 2
Total 213 343 612 992 1186 1541 1428 1184 962 1101 1079 10641

NDDOH.‘ase Control



Reported Cases of Chlamydia
North Dakota, 1985 through 1995

;‘f‘;’up 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 Total
0-4 3 0 9 3 0 10 18 7 3 3 1 57
5-9 0 0 0 0 0 1 0 0 0 0 3 4
10-14 1 0 2 5 5 7 4 6 4 5 5 44
/ 1519 33 82 T-UR T MR BEE g DO e 25 339 'géé\ 3016
(/\ 20-24 | 88 163285 461 518 759 726 615" 490 528 525 5158
\ 25-29 ) 4 61 92 143 190 240 168 164 137 143 139 1518
3034 30 15 28 34 58 81 67 63 47 45 a2 510
35-39 5 13 8 1 19 32 16 19 19 18 29 189
40-44 4 4 4 8 15 7 6 4 7 10 9 78
45-54 3 3 2 6 0 3 3 8 1 10 6 45
55-64 2. 0 0 2 3 2 1 0 0 0 0 10
65+ o 1 0 2 0 1 2 0 0 0 0 6
unkown 3 1 1 0 1 0 0 0 0 0 0 6
Total 213 343 612 992 1186 1541 1428 1184 962 1101 1079 10641

NDDOH,Qase Control



s 4 ' K " :
- > - R 3 - ‘e —~ B

Last Week in JAMA eessssssssssssssssessssssmmm"s

Incident Chlamydia trachomatis Infections
Among Inner-city Adolescent Females

.Gale R. Burstein, MD, MPH; Charlotte A. Gaydos, DrPH; Marie Diener-West, PhD; '
M. Rene Howell, MA; Jonathan M. Zenilman, MD; Thomas C. Quinn, MD

Context.—Adolescents are at highest risk for infection with Chlamydia trachomatis, an important

‘preventable cause-of pelvie-inflammatory disease and subsequent tubal factor infertility in US wom-

“en. Current guidelines for delivery.of adolescent primary care services recommend yearly chlamydia
sereening for those adolescent females-considered.to be at-risk.

Objectives.—To describe the epidemiology of prevalent and incident chlamydia infection among
adolescent females to assess the appropriate interval for chlamydia screening and to define risk fac-
tors that would identify adolescent females to target for screening.

Design.—Prospective longitudinal study.

Patients.—A consecutive sample of 3202 sexually active females 12 through 19 years old mak-
ing 5360 patient visits over a 33-month period, January 1994 through September 1996.

Setting.—Baltimore, Md, family planning, sexually transmitted disease, and school-based clinics.

Intervention.—Testing for C trachomatis by polymerase chain reaction.

Main Outcome Measures.—Prevalence and incidence of C trachomatis infections; predictors of
positive test result for C trachomatis.

Results.—Chlamydiainfection was found in-771first visits (24.1%) and 299 repeat visits (13.9%);
933 adolescent females® (29:1%) had at least 1 positive-test result- Females who ware 14 years old
“had the hng: est age-specific chlamydia-prevalence rate.(63.[27.5%]-of 229 cases; P=.01). The

’ c}ﬂamydla incidence rate was 28.0 cases per 1000 person-months(95% confidence interval, 24.9-

31.5 cases). The median time was 7.2 months to a first positive chlamydia test result and 6.3 months
to a repeat positive test result among those with repeat visits. Independent predictors of chlamydia
infection—reason-for clinic visit, clinic type, prior sexually transmitted diseases, multiple or new part-
ners, or inconsistent condom use—failed to |dent|fy a subset of adolescent females with the majority
of infections.

Conclusions.—A high prevalence and incidence of C trachomatis infection were found among
“adolescentfemales. We, therefore; recommend screening aft'sexually active adolescent females for
“chitamydia-infection every 6 months, regardiess of symptoms, prior infections, condom use, or mul-

tiple partner risks.
JAMA. 1998,280:521-526

- From the Department of Molecular Microbiology and Immunology (Dr Burstein), the Division of Infectious Diseases (Drs Gaydos,
Zenilman, and Quinn and Ms Howell), and the Department of Biostatistics (Dr Diener-West), Johns Hopkins University, Baltimore,
Md; and the National Institute of Allergy and Infectious Diseases, National Institutes of Health, Bethesda, Md.(Dr Quinn).

This article appears on pages 521-526 of the August 12, 1998, issue.

EDITOR’S NOTE —Chlamydw trachomatis genital infections are often asymptomatic yet have
serious sequelae, Most guidelines recommend annual screening of sexually active adolescent females
for Ctrachomatis. This study used polymerase chain reaction testing to challenge those recommen-
dations. Polymerase chain reaction testing is sensitive and specific for C trachomatis. It can be per-
formed on cervical specimens as well as on urine or vaginal samples if a pelvic examination is not per-
formed. The polymerase chain reaction tests were used at each of 5360 clinic visits Trade by 8202
sexually active adolescent females during 33 months. Twenty percent of test results were positive for
C trachomatis. The median time after a negative test result to a positive test result was 7.2 months,
and the median time from a positive test result to a repeat positive test result was 6.3 months. No

“clinical or behavioral predictors identified a high-risk subset with most infections. These results sug-
gest that all sexually active adolescent females should be screened for C trachomatis every 6 months.

Carin M. Olson, MD, Contributing Editor
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Testimony - HB 1378
Prepared by Senator Judy L. DeMers, District 18

Tuesday, January 26, 1999

Chairman Berg and members of the House Industry, Business, and Labor
Committee. For the record, I am Judy L. DeMers, a State Senator representing
District 18, consisting of part of Grand Forks and part of the Grand Forks Air
Force Base. I am sorry I cannot present this testimony in person, but I have
another bill up for hearing at the same time as HB 1378. I ask you to include this
testimony as part of the hearing record on HB 1378.

HB 1378 requires health insurance coverage for chlamydia screening. This bill
applies to both private health insurance policies and to PERS. Although most
policies now cover chlamydia screening when indicated, it is important that this
coverage become universal.

Chlamydia is the most common sexually transmitted disease or STD in the state
and in the country. Untreated, chlamydia can lead to pelvic inflammatory disease
(PID), scarring, and infertility in women. It is known as the “silent epidemic”
because most women with the disease have absolutely no symptoms. That is why
screening for chlamydia, when indicated is so important. It is a treatable disease if
and when it is diagnosed. The best way of identifying this disease is through the
screening process.

Mr. Chairman and committee members, I ask for your favorable consideration for
HB 1378.

Thank You!





