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Abstract

Background: Infectious diseases prevention has been highlymeated and applied. In the current article we
analyse the intervention on chlamydia screeninghfeopolicy perspective. The National Chlamydia 8Snieg
Programme (NCSP) that was launched in the Uniteddom in 2003 serves as an example.

Objectives: This on-desk research aims to critically analyge@Ghlamydia Screening Policy in the UK to point
out strength and weaknesses, and to draw recomitn@mgléor improvements.

Methodology: To analyse the screening policy a selective andacteired on-desk research was conducted.
Systematic reviews, evaluation papers and offid@uments of main executive agencies as the PHigladth
England from the years 2000 to 2019 were includedta were analysed by the Health Policy Triangle
framework.

Results: The NCSP is an opportunistic screening programmaea@ms to prevent transmission, to control and to
early detect the chlamydia infections in the agsugrof 15 to 24-year-old sexually active peoplectéis that
lead to the implementation were mainly politicallsiven, rather than based on a sophisticated aradysub-
populations in need and a cost-effectiveness aisalgtrengths are the local embedment in primasjthecare
which provides a low threshold approach for thoseneed and clear guidance for health professionals.
Evaluation however is executed mainly internal em@hitors more than it critically evaluates the peogme on

a multidimensional level.

Conclusion: Analysing the NCSP reveals lack of evidence in appustic screening of Chlamydia overall and
the need of deeper research in terms of cost-effawss. A relaunch of the programme with a spdails on
sub-population, the expansion of digital serviced a multidimensional approach of prevention isuneg to
legitimate the programme (e.g. Antibiotic Resis@rinited resources).

Keywords: Chlamydiae/Policy/Sexually active young adults/Gidtain/STI strategy

I ntroduction treatable with antibiotics. An infection raises the
isk for diseases in the lower genital tract of men
nd women (e.g. infertility, urethral

anlammations, pelvic inflammatory disease), the
gye area (e.g. conjunctivitis) and risks for the

infection is caused by the bacteri®hlamydia E_en/]-bor_n hge% pneur?olnlaz,oignjunctlvms, low
trachomatis which is transmitted by anal, irth weight) (Guerra et al., )-

vaginal and oral intercourse and from mother-tcAccording to ECDC in 2019, 56% (n=230.482)
child during birth or pregnancy. Due to itsof chlamydia cases (N=409.646) in the EFA were
asymptomatical outburst it is hard to detect butcorded in the UK. On EFA average 146 per

Chlamydia is the most frequent reported sexuall
transmitted infection/disease (STI/STD) in th
European Economic Area (EFA) (Van de
Broek, Sfetcu & Van der Sande, 2016). Th

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences January — April 2020 Volume 13due 1| Page 208

100.000 person are infected with Chlamydia. Thas the total number of carried out chlamydia tests
highest proportion is in Iceland (650 per 10Mave decreased by 22% since 2014. The detection
000), followed by Denmark (573), Norway (478)rate is still lower than in 2014 (1,975 per 100,000

and the United Kingdom (350). A good healthn 2018 compared to 2,052 in 2014) and there is
data reporting system in these countries Hill no clear evidence on the cost-effectivendss o

influencing higher reported cases, compared tbe NCSP (PHE, 2019). At the same time the

countries with lacking surveillance reportingNCSP is a high achievement and needs to be
systems. Due to this circumstance numbers @dmalysed to adjust and learn from it.

not map the whole burden of ChlamydlaMethodology

infections in EFA.
A case study approach is applied to examine the

Different strategies exist to prevent Chlamydi?\lCSP in the UK retrospectively. The policy is

infections. On behavioural level educatlveanalysed based on the analytical framework of
approaches take places. Sexual health educati%% Health Policy Triangle of Walt & Gilson's

promotion of safer Sex taored 1o, viinerabiquoed after Buse, Mays & Walt, 2005)
P eriving from the policy triangle the following

groups (sex workers, adolescents, people Wr?gsearch questions are on focus of the research:
inject drugs and men who have sex with men) are

still the most common approaches in preventing What are the key objectives and
STIs (WHO, 2019). regulated procedures of the policy? [Content]
The United Kingdom (UK) with its National ° What factors may have influenced the

Chlamydia Screening Programme (NCSP) is tH%O“Cy? [Conte_xt] .
only country in the European Economic Area that How did the NCSP policy get on to the
is explicitly conducting organised screening foA9enda and how was it formulated? [Process]

chlamydia. Currently a lower number of membet How was the policy implemented?
states compared to 2012 (11/25; 44%) intend tErocess] .

implement an organised programme in 2017 Was the policy evaluated? [Process]
(4/25; 16%). Evidence on the effectiveness are Which actors influenced the policy

contradictive, that might be one reason for therocess/content? [Actors]

decline (ECDC, 2019). The Netherlands fol gelective and structured on-desk research
instance examined the implementation of Betyeen September to November 2019 was
registered screening programme as a pilot projeghministered. First a selective research was
but closed it down in 2012 due to ineffectivenesgonqycted by screening official policy documents

based on cost-benefit analysis (Van den Broek gt the content and epidemiology from the
al., 2016). ECDC (European Centre for Disease Prevention

The NCSP however is rarely evaluated. The URNnd Control), the National Health Service (NHS)
reported an increase in new cases from the yeditd Public Health England (PHE). The search
2017 to 2018. Overall 447.694 diagnoses of STierms ~ “National ~ Chlamydia ~ Screening
are officially counted in the UK with a Programme” or “chlamydia AND policies OR
percentage of 49% Chlamydia infectionglata OR epidemiology” were used in the
(N=218.095). Furthermore, an increase of 6 pé&pentioned institutions. Reference lists in these
cent was observed in 2018 in comparison tdocuments were scanned to find systematic
2017 (PHE, 2018). 131.269 of the Chlamydi&€views, meta-analysis and evaluation of the
infections are observed in the age group of 15-Z1r0gramme.

years old, which represent 60% of all registeregl ihe second step a structured literature research
Chlamydia infections. The higher incidencgyas conducted on the database PubMed for a
needs to be interpreted critically and can bgitical analysis of the NCSP. Only systematic
linked to better screening methods and a highgkyiews and studies on the evaluation of the
percentage of people who go to screening aspgsp were included and searched with the
prevention in this age group. following search terms: “National Chlamydia
Based on data of the Public Health Englangcreening Programme AND UK OR Great

(2018) the programme is facing new challengddritain; Chlamydia Policy”. Studies from 2000 to
2019 that are written in German or English were
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relevant and the authors of the involved 97% of infected persons are offered a
publications had to be transparent. For thpartner notification discussion (PHE, 2018b).
general evaluation of screening programmes on!,éy

systematic reviews and meta-analysis wer ontextual factors

included. Data were extracted based on TBhe strongest argument for the implementation of
thematic analysis and needed to answer tllee NCSP was the increasing incidence and
research questions. For critical appraisal thgrevalence of chlamydia measured in 1995 in the
systematic reviews were analysed by the CASPK. Additionally, evidence showed its “largely
checklist Systematic Reviews (CASP, 2018). Thasymptomatic manner, relatively cheap testing
research took place from September to Decembapportunities and effective and convenient

20109. therapy” (Fenton & Ward, 2004).
Results The pathogenetic mechanism and clinical
Content symptoms are showing that the chlamydia

infections ascend over time, starting to affect the
The NCSP was launched in 2003 as agpithelium. Therefore, early detection and
opportunistic screening programme with the fivegreatment prevents chlamydia-related diseases.
aims: “(1) prevent and control chlamydia througiThis scientifical factor meets the principle of
early detection and treatment of infection, (2Wilson, Jungner and WHO (1986) that deals with
reduce onward transmission to sexual partnefsierequisite factors for screening policies.
(3) prevent the consequences of untreatddoreover, the immunological paradigm
infection, (4) ensure all sexually active under 2fegitimated the screening policy as reinfections
year olds are informed about chlamydia, andamage the tissue due to T-cell reactions (Guerra
have access to sexual health services that canal.,, 2015; ECDC, 2019). At the same time
reduce risk of infection or transmission” (PHEjmproved testing technique by nucleic acid
2003). The policy addresses men and womamplification tests (NAATS) (high sensitivity and
with all sexual orientations under 25, that are ®&pecificity) became available and an economy of
have been sexually active (PHE, 2019). scale was developed which decreased the price

The policy regulates standard procedures as tﬁg testing kits (National Audit Office, 2009).

(1) chlamydia screening delivery, (2) testinAnother contextual factor was the high
practice, (3) chlamydia screening venues, (4ercentage of infection in the age group of 15 to
providing results, (5) NCSP screening criteria@5-year-old people and the availability of this
(6) management of positives, (7) offering the testlata. Studies concerning their sexual behaviour
(8) treatment, (9) test consent and (10) partn¢s.g. change partner more frequent, use less
management (PHE, 2018). Contents to theontraceptives during sex) got available to and
different fields of the screening pathway differsegitimate classification of this group as
from the core venues where screening Mulnerable (PHE, 2018). This data addressed the
conducted and are communicated by specifiequirement of the Sexual Health and HIV
papers, e.g. guidance for general practitioner airategy in 2001 of Labour Party government to
pharmacies (PHE, 2014). target specific groups at need (National Audit

Additionally, the policy defines additional keyOfﬁce' 2.009)' A$ a_situatipnal factor the quite
performance  indicators to  monitor theProgressive policies in Public of the Labour Party

programme: since 1997 might have paved the way for the

NCSP, too.
. 95% of tested persons at one venue ne

to get the results within ten working days (PHE, r
2018b) Agenda setting and policy formulation

’ 95% of infected persons are treateq-he rocess started with the report of rising
within 6 working da_ys (PHE, 2.018b) _ infectiF:)n rate of Chlamydia in 1995 (National
: The detection rate is set by 2.3 imyqit Office, 2019). A postulation of the Chief
100.000 and the coverage rate of 17% in ONQadical Officer's Expert Advisory Group

Clinical Commissioning Groups (CCGs) area ofg|iowed in 1998. The group concludes after
target group population (PHE, 2014). examination on the Chlamydia infections, that it

ocess
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would meet the criteria of requirements (e.g. air@hlamydia Screening Steering Group (CSSG)
of early detection, acceptance of the treatmemtith executive function of the implementation.
etc.) based on Wilson & Jungner (1968) tdMembers of the Steering group are
legitimate a screening program for a vulnerableepresentatives from different types of service

groups as the young sexually active population gints (general practices, pharmacies,
(Fenton & Ward, 2004; LaMontagne et al.Jaboratories) included in the screening
2004). programme (LaMontagne et al., 2004; Cassell et

As a reaction the Department of Health (DOH?I" 2015).

initiated a pilot opportunistic screeningDepending on the local organisation a chlamydia
programme in Portsmouth and Wirral to examinscreening office and coordinator is installed as
the feasibility and acceptability of the suggestedell as partnerships are built with local
screening programme on chlamydia (Ldaboratories and healthcare providers, which were
Montagne et al., 2004). In 2000 National Surveyegulated by contracts between NHS and
of Sexual Attitudes and Lifestyles (Natsal 2000)lifferent service points. Additionally, local
verified the high prevalence of infection in thesteering groups were appointed and held
younger subpopulation group due to risky sexuagsponsible for reporting the screening data to the
behaviour. Another study funded by theéDoH as outlined in the core requirements.
Department of Health were the “ChlamydiaScientific support for the monitoring of data has
Screening Studies (ClaSS) in Bristol” within thebeen conducted by the Health Protection Agency
approach of partner notification and postaCommunicable Surveillance Centre (CDSC)
specimens were examined (Fenton & WardlLaMontagne et al., 2004).

2004). The second phase took place in 2004, in which
Another crucial part to bring the policy onother 16 areas were integrated in the network
agenda was the Sexual Health and HIV strategytes of the programme. At this point 25% of all
(2001), which supported the implementation oprimary care trusts (PCT), which are operated
screening of STIs in specific target groups. since the Health and Social Care Act 2012 as
SrT‘_J,inicaI commissioning group, offered Chlamydia

Finally, the strategy supported the planned NC greening service (Fenton & Ward, 2004).

and in 2003 the general aims, visions, standard
were set by the Department of Public Health. An the third phase, starting in 2005, the Health
the same step the first GUIDANCE NCSPProtection Agency took over the support of
PROGRAMME OVERVIEW was published NCSP and regional networks were set up. The
(PHE, 2003). third phase closed in 2008, in which the crucial
monitoring indicator (Vital Sign Indicator) of a
17% coverage rate was launched to reach a
The implementation of the policy took place irhigher screening rate (National Audit Office,
three main phases from 2003 to 2008 with th2009).

main objective of embedding Chlamydi
screening in the setting of primary and sexu
health care services to enforce it as a regular amte screening is offered by General Practitioners,
low threshold service to the target group (Morseaharmacies, eSHS (self-sampling kits ordered
2009). In the first subchapter the implementatiothrough the internet), genitourinary specialists
on management level is illustrated and in thand community sexual and reproductive health
second subchapter the introduction on theare service points (PHE, 2003; PHE, 2014). To
provider level is outlined. reach subpopulation within the target group
outreach strategies are conducted occasionally at
military bases, university campuses or health
After the read-out of the Sexual Health and HI\fairs or mobile vans (La Montagne et al., 2004).
strategy an implementation plan followed, whic
included the immediate implementation of th
screening in 10 areas in UK with 300 screenin
points, scheduled as the first phase of the NCS
The DoH mandated at the same time a nationaf

Policy implementation

Irovider level

Management level

very time a person of the target group is
ntering or contacting one of the service points,
%e person, independent of the attendance reason,

eds to be offered a screening and handed out an
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information leaflet on the procedure of thesaid that they had not received advice on issues
screening and the management of outcomssch as contraception and safer sex when tested
(LaMontagne et al., 2004). In case of a screenin@\ational Audit Office, 2009). Prerequisite for
clients can decide on the method they want to lwest-effectiveness is to treat every person who is
informed of the result (letter, telephone call otested positive and the partner notification. The
text). People who are tested positive and nétational Audit Office however analysed that still
replying are contacted up to three times. In thig2% of programme areas didn’t meet the level of
process stage the patient is asked for the nameti@ating partners of infected subjects (National
their partner for natification. Prophylactic Audit Office, 2009). Another indicator that needs
treatment of the partner is also provided free @b be evaluated is the percentage of treated
charge aa part of the NCSPs partnepeople after a positive test. In 2008/2009 there
management programme (La Montagne, 2004). were 6.480 untreated infected individuals

Adaptation in terms of the specification of the(Nat'onal Audit Office, 2009).

service delivery were ensured by developing cafeost-effectiveness was examined only once by
pathways for specific core settings. In 2014 foAdams, Turner & Edmunds (2007) with no
instance the PHE published a document on tipeecise evidence and many limitations. The DoH
effectiveness of screening behavior, treatmehis not set any limit for the cost per QALY on
and partner notification in pharmacies and GP&verage to evaluate the cost-effectiveness. The
(PHE, 2014). In addition to and apart from theesults show that only if there is a progression in
standard implementation steps, experts of Publpelvic inflammatory disease of 10% in infected
Health England offer chlamydia care pathwapeople cost-effectiveness of the opportunistic
(CCP) workshops for core venues staff (PHEscreening would be factual (Adam, Turner &
2019). Edmunds, 2007). Measuring the effectiveness by
QUALY it is obvious, that it is more cost-
effective to invest in detection and treatment of
A comprehensive external evaluation of thgounger age groups than in older ones, because
programme was executed only once in 2009 kyf their remaining life years. Adams et al. (2007)
the National Audit Office. Internal evaluation isestimated the amount of one additional QALY by
done by Public Health England, that measuremder 25-year women to £27,269 on average
and monitors the partner notification rate, th@opulation level. This would be “in the
retesting rate as well as the test result aratceptable range of £20,000-£30,000 per QALY
treatment time-parameters (PHE, 2018b). As @sed by the National Institute for Health and Care
key indicator for instance the detection rate iExcellence (NICE) and was thus considered cost-
measured. The benchmark for detection rate is ssfective” (PHE, 2019).

out by 2.3 diagnoses per 100.000. However, t
number varies from region to region. In the Sou
East a stated detection rate of 1.6is below ti@ver the years, experts, researchers as well as
official recommendation compared to 2.6 irdifferent health professionals, organised in
London which is much higher (PHE, 2019). advisory or steering groups contributed to the

The NCSP Quality Assurance (QA) framework isexecutlon and quahty Improvement of ‘h‘?
rogramme. Framing the political and economic

another element of an on-going evaluation with = "
the aim of analysing “event or circumstance th ?gltlmatlon the Department of Health

could have resulted, or did result, in unnecessagmmlssIoneOI its executive agency Public Health

Evaluation

ctorsinfluencing policy

: ngland and the Health Protection Agency
damage, loss or harm such as physical or men
injury to a patient, staff, visitors or members o PA) as a sub-agency of PHE (PHE, 2014).
the public” (PHE, 2014). Within the HPA a special NCSP project board,

Considering key numbers, the National Audi eam and regloqa}l facilitators were appomted.
he regional facilitators communicate with the

Office revealed several weaknesses of theommissionin clinical arouns to bring the
programme. The need of evaluation of th& g group 9

counselling quality was not met since 2009. Iﬁigl?éﬂg:jn;smtgsac?ﬁg Ogmg)rﬁa:ji;eveslérlégﬁﬁ:
the National Audit report 40 per cent of youngS y 9

people (N=467) who were tested for chlamydia
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coordinator ensures the embedment of thehlamydia infections is the highest in groups
programme in existing structures locally. with an ethnicity background of Black African,
: . . lack Caribbean or Black other (PHE, 2018a).
Inn;g(r)?]sa'ltl %;%Z?Sw?trﬁ Itﬂguelil]:tri]gn atlh ecﬁlﬂlr?}//d% ultural factors which influence the harms and
: Qenefits of the screening should be discussed to
local Chlamydia Steering group. Individual.add.ress these groups and adjust the policy. This
experts from different players in the chain o ZOlige with ECDO? frecom_rnendatl()tr_s_.kECDC
delivering and providing the screening contribut ) recommends Ocussing on at-risk groups
with their expert knowledge, experiences ani terms'of STI prevention. Responsible persons
economical interest. For the practica f Pupllc Health England and the Hea_lth
implementation and due to the bottom u rotection Agency should h_ave a look which
ﬁnargmallsed groups shows high prevalence rates

approach of the local execution, healt . :
professionals as nurses, pharmacists agdlseases caused by Chlamydia or other STIs.

practitioners are key actors to reach the targ Pb-populatlon groups as for example migrants,

group. Patients Information Advisory Group oma or groups at r_ngher risk due to their
ccupational characteristics (e.g. seafarer, truck

(PIAG) was included in the process Odrivers, fishermen, mobile workers) should be
developing information and communication dd ’ din th " £ th ) q
structures (LaMontagne et al., 2004). addressed in e aims of the programme n order
to develop tailored screening to their needs. For
Provider of the testing kits and venues ensure iestance, seafarers and fishermen show a higher
meet the demand and deliver high and relativehate from infectious diseases (Kissling et al.,
fast testing (Cassell et al., 2016; National Audi2005). As a part or consequence of reframing the
Office, 2009). In this context the funding ofprogramme to sub-populations new partners (e.g.
National Health Service in the NAATS (Nucleiccommunity leaders or representatives of a group)
Acid Amplification Test) technology of testing for the screening coordination and promotion
contributes to efficiency in screening. It isneed to be integrated in the programme to reach a
assumed at this point, that also the kits produchigher coverage rate overall. Digital testing
and the pharmacy industry that provides thformation and management as part of an
treatment have interest to continue theutreach strategy addresses youths in general and

programme. groups as seafarer that have limited access to on-

Publications done especially in the journal ofPot health services.

Sexually Transmitted Infections, owned an®n the one hand an opportunistic screening
managed by the British Association of Sexugbrogramme has limitative character as either
Health and HIV, contributed to share the nationgdeople who are ill anyway or who care about
screening policy on a scientifical level. As thergheir health more than the average population are
are members in the National Advisory Group aparticipating (syn. “healthy screen”- effect). This
independent report of the programme is ndtact causes a selection bias of the screened and
ensured. Other media were not explicithdiagnosed people. Additionally, it biases the
identified in the research or mentioned as a puseported number of infected people as they do not
factor for the policy. represent the average prevalence of Chlamydia in
the group of 15 to 24 years old citizens in UK.
Moreover, due to the existence of the NCSP a
The current article examined the nationahigher percentage rate in this age group goes to
chlamydia screening programme in the UK as agtreening and contributes to the diagnosed cases
example of policy analysis. The infrastructure ofnore than people out of this target group. This
the programme is a huge resource. Its reform apgight be one reason of the 61% diagnosed cases

Discussion and Conclusion

reorganisation adjusted to changingf all Chlamydia infections in the UK.
circumstances, accompanied by e&: ideri that th . | N
multidimensional evaluation could add to theONs!d€rng a ere 1S only oné cost-

effectiveness study (Adam, Turner & Edmunds,
2007) on NCSP with many limitations and only
Some contextual factors are not considered coudliculating the cost of one additional QALY with
greatly benefit. For example, the percentage of ahe women-specific pelvic inflammatory disease,

programme efficiency.
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no clear statement of the value of invested monext offer necessarily independent information.

of NCSP can be made. Systematic review of Lo®ystematic Reviews were used to criticise the
et al. (2008) is even stating a low costene-sided reporting of the PHE, that try to

effectiveness of opportunistic screening. In thkegitimate the NCSP. To learn more of the

Netherlands for example after a pilot-testing of programme and use the structure more efficiently
registered-based screening, results showed a lawnew comprehensive audit and evaluation should
rate of participation and cost-ineffectiveness arlge conducted or commissioned, as it was done in
the programme was closed (Van den Broel009 by the National Audit Office.

Sfetcu & Van der Sande, 2016). In future, t
evaluate the effectiveness in terms of risk o Denmark, Niels Bohrs Vej 9-10,
reduction and costs, different RCTs an 700 Esbjerg, Denmark

especially cohort studies need to be conducted, '
because many Chlamydia related diseases breRéferences

out later than the infection itself (e.g. infetli  Ayams E. 3 Tumer. K. M. E.. & Edmunds. W. J.
complications during pregnancy) (2007) The cost effectiveness of opportunistic

Summing up the evaluation of the programme do Ch|amyo_"ad S‘;ree_”ing in England.  Sexually
not meet the principles of Wilson, Jungner &BusTeranlfm'f\tAea 'S” el\(l:tlogcs,V?l?;l'[ZGé_z(?ZSO-OS) Makin
WHO (1968), which ask for cost-effectiveness ;. _.." ys, I o : g

. . . Health Policy, UK by Bell & Bain Ltd., Glasgow,
evaluation. Harms are not discussed in any of the | .qjand. y y g

studies of the evaluation of chlamydia screeninggasp. (n.d.). CASP appraisal checklists. Retrieved
Low et al. (2009) and ECDC (2019) argues that from https://casp-uk.net/casp-tools-checklists/.
there is a lack of evidence for the vulnerabl€assell, J.A., Dodds, J., Estcourt, L., Llewelly,
group aged 14-25 for opportunistic screening in Lanza, S. & Richens, J. (2015) The relative clihica

terms of effectiveness and prevention. effectiveness and cost-effectiveness of three
. . . contrasting approaches to partner notification for
Due to the critical evaluation of the National cyraple sexually transmitted infections: a cluster

Audit Office and no broad evaluation in terms of randomised trial in primary care, NIHR Journals
cost-effectiveness, harms and service quality Library, Southampton, UK.

ethical considerations of the programme arBuropean Centre for Disease Prevention and Control.
limited. After the report in 2009, in which “no  (2014) Chlamydia control in Europe: Literature

value for money” was attested (National Audit review. ECDC, Stockholm, Sweden.
Office 2009) the reaction was theEuropean Centre for Disease Prevention and Control.

(2019) Chlamydia infection Annual

'r:(?lir:;egtarg?g of0f17; 'rYltﬁle t?rggt Irrl(()ilcat(())fra Epidemiological Report for 2017 [Surveillance
(coverag ol get group Report]. ECDC, Stockholm, Sweden.

SpeCiﬁ_C CCQG). In fut_ure the CommiSSioneq:enton, K., & Ward, H. (2004) National chlamydia
agencies and persons in charge need to addreSscreening programme in  England: Making

lack of quality and nuisances based on progress. Promising results from the first year of
differentiated data analysis. screening. Sexually Transmitted Infections, 80:

331-338.
To address the most vulnerable groups loc@l oo | o Boga, J. A., Feméandez Suarez, J

implementation and the integration of primary rerandez Benitez, C., & Vazquez, F. (2015)
health care services is crucial. The network of the pathogenesis of Chlamydia trachomatis in

NCSP can be used to address challenges as theHqumans. Retrieved from
antibiotic resistance. According to WHO (2019) https://www.researchgate.net/publication/3157632
the issue of antibiotic resistance is highly reldva  34_Pathogenesis_of_Chlamydia_trachomatis_in_
for the treatment of STIs. Due to this fact NCSP Humans.

needs to facilitate more primary preventive anlfissling, E., Allison, E.H., Seeley, J.A.,, Russe,
health promotive counselling at the service Bachmann, M. Musgrave, S.D. & Heck, S.,

venues (e.g. education and information on STI (2005) Fisherfolk are among groups most at risk of
~ " HIV: cross-country analysis of prevalence and

safer sex). numbers infected. AIDS, 19: 1939-1946.
Limitation LaMontagne, S. D., Fenton, K. A., Randall, S,
) ) ) ) ) Anderson, S., & Carter, P. (2004). Establishing the
This health policy analysis mainly includes National Chlamydia Screening Programme in
documents of Public Health England which do England: Results from the first full year of

lace work was carried out: University of
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