How have PID rates changed during the era of chlamydia screening in England?
Data from primary care and genitourinary medicine clinics, 2000-2012
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INTRODUCTION

« Pelvic inflammatory disease (PID) is an important cause of reproductive tract morbidity and Chlamydia trachomatis (CT) is an important cause of it [1].

« Rates of CT testing and diagnosis have increased in England since the 1990s, especially following full implementation of the National Chlamydia Screening Programme (NCSP) in 2008 [2].

« We investigated trends in PID diagnosed in both genitourinary medicine (GUM) clinics and general practice (GP) settings, in the context of increased chlamydia screening.

METHODS

Rates of clinical PID among 15 to 44 year old women diagnosed in GUM clinics between 2000 and 2012 were calculated using the GUM clinic activity dataset (GUMCAD): aggregate data were available for the
years 2000-2008 and disaggregate data for the years 2009-2012.

Rates of clinical PID among 15 to 44 year old women diagnosed in GP between 2000 and 2011 were calculated using the Clinical Practice Research Datalink (CPRD): CPRD houses data from a sample of
~10% of patients registered with GPs across England.

GP diagnoses were classified as ‘definite’, ‘probable’ or ‘possible’ PID according to the assigned medical codes. These three classifications were not available for GUM data.

GUM PID diagnoses were identified as chlamydial PID if there was a chlamydia diagnosis recorded at the time of the PID diagnosis, and as gonococcal PID if there was gonorrhoea diagnosis recorded at the
same time of the PID diagnosis. If neither a chlamydia nor a gonorrhoea code was present that PID episode was identified as non-specific PID. All-cause PID refers to chlamydial + gonoccocal + non-specific PID
diagnosed in GUM.

Rates of GP-diagnosed ‘definite’ and ‘probable’ PID were combined with rates of GUM diagnosed all-cause PID to obtain overall PID rates. ‘Possible’ PID diagnoses from GP were excluded from these analyses.

The number of GUM attendances can only be reliably estimated from 2009 onwards, therefore, any analysis that included GUM PID rates preceding 2009 were calculated using ONS population estimates.

Statistical significance of trends over time were tested using negative binomial regression.
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