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Although gonorrhea rates overall have de-
creased since the mid-1970s, these declines
have not been observed in all demographic
groups. Gonorrhea rates for adolescents in-
creased or remained unchanged from 1981
through 1991, whereas the rates for older age-
groups decreased. From 24% to 30% of the re-
ported morbidity from gonorrhea during that
period occurred among adolescents. Gonorrhea
rates for adolescent females were consistently
higher than rates for adolescent males during
this 11-year period. Since 1984, rates of gonor-
rhea for females have been the highest for those
aged 15-19 years (Figure 3). Although still fairly
low relative to rates for other age-groups, rates
of gonorrhea for females aged 10-14 years ac-
tually increased 51.2% between 1981 and
1991 (14). Among adolescent females, different
patterns of reported disease morbidity were ob-
served for whites, blacks, and Hispanics.
Among females aged 10-14 years, gonorrhea
rates increased for both black and Hispanic fe-
males from 1987 through 1991, whereas the
rates decreased for white females during that
same period. In addition, even though the over-
all rates of gonorrhea for females aged 15-19
years decreased during the decade, race-specific
analyses indicated that the decrease occurred
only among white and Hispanic females (see
Figures 3 and 4 in Webster et al. [14]). Gonor-
rhea rates for black females aged 15-19 years
remained relatively unchanged during the 11-
year period. In 1991, approximately 5.2% of
black females aged 15-19 years had gonorrhea.
The reported gonorrhea rates for black adoles-
cents were high in all regions of the country,
ranging from approximately 3.5% in the West
to 7.3% in the Northeast (regional analyses ex-
clude adolescents from New York, Kentucky,
and Maryland). These comparisons of gonor-
rhea rates among racial/ethnic groups reveal
epidemic levels of gonorrhea for black adoles-
cents that may reflect social, economic, behav-
ioral, or other factors, rather than race/ethnicity
directly. Despite the potential limitations of the
categories of race and ethnicity, such informa-
tion can be helpful in targeting prevention ef-
forts to groups at greatest risk.

Surveillance of chlamydial infections is incom-
plete in many areas of the country. A combina-
tion of factors limit our ability to document the
incidence and prevalence of genital chlamydial
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infections: 1) a large percentage of asymptom-
atic infections that can only be detected through
active screening programs; 2) a lack of inexpen-
sive, widely available diagnostic tests for chlamy-
dia; 3) limited resources to support screening
activities; 4) a lack of public health laws in many
states requiring that health-care providers and
laboratories report cases; and 5) a lack of local
resources to manage and report information on
the large number of chlamydial infections.
Therefore, the number of chlamydia cases re-
ported to CDC by most state health depart-
ments reflects the degree of local interest in
chlamydia as a public health problem and initial
attempts to resolve reporting limitations rather
than true disease burdens or trends. The ab-
sence of a comprehensive nationwide surveil-
lance system for chlamydia has necessitated the
use of nongonococcal urethritis as a surrogate in
monitoring trends in chlamydial infections and
the use of gonorrhea case counts to estimate
the number of chlamydial infections each

year (15).

A few states have established wide-ranging
chlamydia prevention programs that include the
surveillance of cases, screening and treatment of
asymptomatic women, and treatment of in-
fected partners. In 1991, 28 (78%) of the 36
states that had chlamydia reporting legislation
reported chlamydial infection rates that were
above the year 2000 objective of 170 cases per
100,000 population (16). Rates of chlamydia
were highest in the Midwest and West, where
legislators have committed substantial resources
for organized screening programs. In areas
where screening programs are in place, re-
ported rates of chlamydia for women far exceed
those for men, reflecting increased detection of
asymptomatic infection in women through
screening. These low rates for men suggest that
many sex partners of women with chlamydia
have undiagnosed, untreated, or unreported
cases of chlamydial infection.

The prevalence of genital chlamydial infection
among women ranges from 8% to 40% (17).
From 8% to 12% of pregnant females may
have chlamydial infections (1). Those at high-
est risk are unwed teenagers living in urban
areas, where the prevalence is often 20% to
30%. However, in large screening projects,
analyses of the prevalence of chlamydial infec-
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FIGURE 3. Age-specific rates of gonorrhea for females 1544 years of age—

United States, 1981-1991
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tion among women demonstrate much less
variation by age, race, and geographic location
than analyses of the prevalence of gonorrhea
and syphilis, indicating the need for a large and
comprehensive chlamydia-control program (1).

INTERPRETATION ISSUES

When interpreting data collected through these
systems, we must consider several limitations of
STD surveillance systems:

= Areas differ in their ability to resolve
differences in total cases derived from
monthly, quarterly, and annual reports.
Therefore, depending on the database
used, discrepancies may exist in total cases
reported for a given period. In most
instances, these discrepancies represent
<5% of total reported cases and have a
minimal effect on national totals for cases
and rates. However, for a specific area,
the discrepancies may be larger.

» The percentage of STD cases for which
race, ethnicity, and age were unknown or

unspecified differs considerably, depending
on the year and area. In 1983 and 1984,
up to 25% of total U.S. cases were in this
category (12).

Although most areas use the same stan-
dardized case definitions for STDs, some
areas have significantly different case
definitions, data collection policies, and
systems for collecting surveillance data.
Therefore, we should use caution when
interpreting comparisons of case numbers
and rates between areas. Because case
definitions and surveillance activities within
a given area remain relatively stable,
however, trends should be minimally
affected.

In many areas, reporting from publicly
supported institutions (e.g., STD clinics)
was more complete than from other
sources (e.g., private practitioners).
Therefore, data may not be representative
of the entire population under consider-
ation (national, state, or local).
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s Because of the new, more sensitive case
definition for congenital syphilis and the
introduction of greatly enhanced active
case finding for congenital syphilis in many
areas, the number of reported cases of
congenital syphilis increased dramatically
during 1989-1991. As is true of any
change, a period of transition during which
trends cannot be clearly interpreted has
resulted. Because all reporting areas had
started using the new case definition for
reporting cases of congenital syphilis by
January 1, 1992, the reliability of trends
should be stable for data reported after
this date.

= Many areas do not have laws or policies
for the uniform reporting of chlamydia
cases, and the numbers of reported cases
are much lower than expected or are zero.
In addition, trends in some areas may be
more representative of increases in
reporting rather than actual trends in
disease. As areas develop chlamydia
prevention and control programs, includ-
ing improved surveillance to monitor
trends, the data should improve and
become more representative of true
trends in disease.

EXAMPLES OF USING DATA

STD surveillance systems are an integral part of
program management at all levels of STD pre-
vention in the United States. The role of these
surveillance systems is to provide program man-
agers with the morbidity information necessary
for problem definition, priority setting, re-
source allocation, and program evaluation.

In 1991, the New York City Health Department
began operating a new active surveillance sys-
tem for congenital syphilis. All mothers are
tested for syphilis at delivery, and the infants of
women who come to delivery with untreated or
inadequately treated syphilis are classified as
confirmed, compatible, or stillbirth cases of
congenital syphilis, according to the new con-
genital syphilis surveillance case definition

46

introduced in 1989. Full-time disease interven-
tion specialists have been assigned to each of
the hospitals where the largest numbers of con-
genital syphilis cases are diagnosed. These indi-
viduals are responsible for monitoring the labo-
ratory reports of all women admitted to the hos-
pital for delivery each day and, for those women
with reactive syphilis serologies, reviewing pub-
lic health departments’ syphilis reactor files to
determine whether these mothers have recently
been treated for syphilis. This information is
used to help determine the status of the infant
for surveillance purposes and to aid the clinician
in selecting a treatment plan. In addition to pro-
viding greater assurance that all infants who
may have been congenitally infected with syphi-
lis are receiving appropriate treatment, New
York’s surveillance program has helped public
health officials to determine the extent of the
congenital syphilis problem and to identify high-
risk populations and geographic areas. This in-
formation is useful in guiding resource allocation
and developing appropriate intervention pro-
grams for persons at risk.

In Wisconsin, family planning providers
throughout the state played a leading role in de-
veloping and implementing a statewide C.
trachomatis-control program that was estab-
lished in 1985 (18). This program selectively
screens women visiting family planning clinics
throughout the state, provides treatment and
counseling for infected male partners of family
planning clinic clients, and provides universal
screening of patients at the state’s largest STD
clinic. The program also offers low-cost, high-
volume testing in centralized laboratories, man-
dates the reporting of C. trachomatis infec-
tions, and maintains a computerized chlamydia
case registry.

Data from the Wisconsin case registry and from
targeted studies have been used to guide the de-
velopment of the chlamydia-control program
and to evaluate its effectiveness. Epidemiologic
studies were conducted to assess risk factors for
chlamydial infection among women visiting
urban and rural family planning clinics in
Wisconsin. The results of these studies were
used to develop selective screening criteria that



REPRODUCTIVE HEALTH OF WOMEN

has enabled clinic personnel to identify a high
proportion of the chlamydial infections among
their clients, using a limited amount of re-
sources. An analysis of data from the chlamydia
case registry revealed that the number of re-
ported chlamydia cases has declined since 1988
among women visiting family planning clinics
but not among persons in other groups. Be-
cause the decline occurred in the presence of
continued selective screening and a relatively
constant volume of testing, it probably was not
the result of decreased detection or reporting of
infections. Program evaluators have assessed
the effect of this program by using the results of
these analyses combined with the results of epi-
demiologic follow-up studies showing that the
prevalence of chlamydial infection decreased by
50% between 1985 and 1990 among women
visiting a subset of Wisconsin family planning
clinics.

An additional analysis of Wisconsin’s chlamydia
case registry data assessed the risk factors for
recurrent chlamydial infections in women; these
recurrent infections are believed to be primarily
responsible for the associated tubal scarring that
causes serious reproductive sequelae (CDC, un-
published data, 1993). The results of this
analysis—which revealed that the risk for recur-
rent C. trachomatis infection is markedly el-
evated in adolescent females—can be used by
program planners to help them develop tar-
geted intervention strategies and to advocate
the appropriation of resources to address STDs
among adolescents.

FUTURE ISSUES

The highest priority for STD surveillance is to
expand organized approaches to detecting
chlamydial infections and treating women with
these infections. More accurate measures of the
number of chlamydial infections and trends in
chlamydial infection rates are needed to justify,
develop, and evaluate chlamydia-control pro-
grams. As of early 1993, 43 states had enacted
laws or regulations requiring the reporting of
chlamydia. To encourage the consistent report-
ing of chlamydial infections by all laboratories
and health-care providers, every state should
have mandatory reporting laws. Because up to

25% of men and 70% of women with chlamydial
infections may be asymptomatic, however, peri-
odic expanded screening efforts must also be ini-
tiated to better estimate the prevalence of
chlamydial infections in local communities.

Such screening efforts should be carried out in a
variety of settings such as prenatal clinics, family
planning clinics, STD clinics, adolescent health
clinics, correctional facilities, detention centers,
hospital emergency rooms, university health cen-
ters, health maintenance organizations, and drug
treatment centers. The prevalence of chlamydial
infections in local communities can then be esti-
mated from the number of persons tested and
the number of persons with positive test results.
In addition, these expanded screening efforts
could serve as a way of identifying
asymptomatically infected persons who continue
to contribute to the transmission of chlamydial
infections in a community.

Ongoing, universal screening for chlamydia
should be conducted within a small number of
clinic populations (sentinel surveillance sites) in
local communities. In addition to laboratory test
result data, information on the demographic
characteristics and selected risk factors of all
screened patients should be collected at these
sites. These data will allow STD program person-
nel to estimate disease frequency, determine
secular trends, and focus prevention programs by
identifying persons at high risk for the disease.
Furthermore, monitoring secular trends in these
sentinel sites should help programs to evaluate
their chlamydia prevention efforts. For example,
decreases in reported episodes of chlamydial in-
fections in these sites could indicate that the ma-
jority of preexisting cases had resulted in diagno-
sis and treatment and that the system was now
detecting mainly new infections (i.e., a movement
from prevalent to incident disease detection). Al-
ternatively, these decreases could indicate a true
decline in the rate of disease transmission result-
ing from routine screening, appropriate treat-
ment, or partner notification.

Another high-priority issue for the future is the
development of better methods of measuring
the prevalence and incidence of PID and other
long-term outcomes of sexually transmitted
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infections. A more accurate assessment of the
extent and distribution of these conditions is
needed to justify, develop, and evaluate pre-
vention programs. Developing and implement-
ing methods of measuring the prevalence and
incidence of viral STDs (including herpes and
genital warts) and vaginitis is an additional goal
for the future. Currently, data on the prevalence
and incidence of these infections are limited to
estimates of trends in physicians’ office prac-
tices (12).

Finally, public health officials must work to im-
prove the local infrastructure for collecting and
analyzing STD surveillance data. These data
must be used proactively to define specific high-
risk groups and thus better focus program re-
sources. In addition, STD surveillance data
should be combined with meaningful measures
of program activity to help determine the most
effective strategies for preventing and control-
ling STDs in different high-risk populations.
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