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strategy is universal testing of all patients in high-prevalence clinic
populations (e.g., STD clinics, juvenile detention facilities, and family
planning clinics).
The effectiveness of selective screening in reducing the prevalence
of chlamydial infection among women has been demonstrated in several studies. In the Pacific Northwest, where extensive screening began
in family planning clinics in 1998 and in STD clinics in 1993, the prevalence declined from 10% in the 1980s to <5% in 2000. Similar trends
have occurred in association with screening programs elsewhere. In
addition, screening can effect a reduction in upper genital tract disease.
In Seattle, women at a large health maintenance organization who
were screened for chlamydial infection on a routine basis had a lower
incidence of symptomatic PID than did women who received standard
care and underwent more selective screening.
In settings with low to moderate prevalence, the prevalence at
which selective screening becomes more cost-effective than universal
screening must be defined. Most studies have concluded that universal screening is preferable in settings with a chlamydial prevalence of
>3–7%. Depending on the criteria used, selective screening is likely
to be more cost-effective when prevalence falls below 3%. Nearly all
regions of the United States have now initiated screening programs,
particularly in family planning and STD clinics. Along with singledose therapy, the availability of highly sensitive and specific diagnostic
NAATs using urine specimens and self-obtained vaginal swabs makes
it feasible to mount an effective nationwide Chlamydia control program, with screening of high-risk individuals in traditional health-care
settings and in novel outreach and community-based settings. The
U.S. Preventive Services Task Force has given C. trachomatis screening
a Grade A recommendation, which means that private insurance and
Medicare will cover its cost under the Affordable Care Act.

Infectious Diseases

TRACHOMA
Epidemiology Trachoma—a sequela of ocular disease in
developing countries—continues to be a leading cause of
preventable infectious blindness worldwide. The WHO estimates that ~6 million people have been blinded by trachoma and that
~1.3 million people in developing countries still suffer from preventable blindness due to trachoma; certainly hundreds of millions live in
trachoma-endemic areas. Foci of trachoma persist in Australia, the
South Pacific, and Latin America. Serovars A, B, Ba, and C are isolated
from patients with clinical trachoma in areas of endemicity in developing countries in Africa, the Middle East, Asia, and South America.
The trachoma-hyperendemic areas of the world are in northern
and sub-Saharan Africa, the Middle East, drier regions of the Indian
subcontinent, and Southeast Asia. In hyperendemic areas, the prevalence of trachoma is essentially 100% by the second or third year of
life. Active disease is most common among young children, who are
the reservoir for trachoma. By adulthood, active infection is infrequent
but sequelae result in blindness. In such areas, trachoma constitutes
the major cause of blindness.
Trachoma is transmitted through contact with discharges from
the eyes of infected patients. Transmission is most common under
poor hygienic conditions and most often takes place between family members or between families with shared facilities. Flies can also
transfer the mucopurulent ocular discharges, carrying the organisms
on their legs from one person to another. The International Trachoma
Initiative founded by the WHO in 1998 aims to eliminate blinding
trachoma globally by 2020.
Clinical Manifestations Both endemic trachoma and adult inclusion
conjunctivitis present initially as conjunctivitis characterized by small
lymphoid follicles in the conjunctiva. In regions with hyperendemic
classic blinding trachoma, the disease usually starts insidiously before
the age of 2 years. Reinfection is common and probably contributes to
the pathogenesis of trachoma. Studies using polymerase chain reaction
(PCR) or other NAATs indicate that chlamydial DNA is often present
in the ocular secretions of patients with trachoma, even in the absence
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of positive cultures. Thus persistent infection may be more common
than was previously thought.
The cornea becomes involved, with inflammatory leukocytic infiltrations and superficial vascularization (pannus formation). As the
inflammation continues, conjunctival scarring eventually distorts
the eyelids, causing them to turn inward so that the lashes constantly
abrade the eyeball (trichiasis and entropion); eventually the corneal
epithelium is abraded and may ulcerate, with subsequent corneal
scarring and blindness. Destruction of the conjunctival goblet cells,
lacrimal ducts, and lacrimal gland may produce a “dry-eye” syndrome,
with resultant corneal opacity due to drying (xerosis) or secondary
bacterial corneal ulcers.
Communities with blinding trachoma often experience seasonal
epidemics of conjunctivitis due to H. influenzae that contribute to the
intensity of the inflammatory process. In such areas, the active infectious process usually resolves spontaneously in affected persons at
10–15 years of age, but conjunctival scars continue to shrink, producing trichiasis and entropion with subsequent corneal scarring in adults.
In areas with milder and less prevalent disease, the process may be
much slower, with active disease continuing into adulthood; blindness
is rare in these cases.
Eye infection with oculogenital C. trachomatis strains in sexually
active young adults presents as an acute onset of unilateral follicular
conjunctivitis and preauricular lymphadenopathy similar to that seen
in acute conjunctivitis caused by adenovirus or HSV. If untreated, the
disease may persist for 6 weeks to 2 years. It is frequently associated
with corneal inflammation in the form of discrete opacities (“infiltrates”), punctate epithelial erosions, and minor degrees of superficial
corneal vascularization. Very rarely, conjunctival scarring and eyelid
distortion occur, particularly in patients treated for many months with
topical glucocorticoids. Recurrent eye infections develop most often
in patients whose sexual partners are not treated with antimicrobial
agents.
Diagnosis
The clinical diagnosis of classic trachoma can be made if two of the
following signs are present: (1) lymphoid follicles on the upper tarsal
conjunctiva; (2) typical conjunctival scarring; (3) vascular pannus;
or (4) limbal follicles or their sequelae, Herbert’s pits. The clinical
diagnosis of endemic trachoma should be confirmed by laboratory tests in children with relatively marked degrees of inflammation. Intracytoplasmic chlamydial inclusions are found in 10–60% of
Giemsa-stained conjunctival smears in such populations, but chlamydial NAATs are more sensitive and are often positive when smears or
cultures are negative. Follicular conjunctivitis in European or American
adults living in trachomatous regions is rarely due to trachoma.

TREATMENT

Trachoma

Adult inclusion conjunctivitis responds well to treatment with the
same regimens used in uncomplicated genital infections—namely,
azithromycin (a 1-g single oral dose) or doxycycline (100 mg twice
daily for 7 days). Simultaneous treatment of all sexual partners is
necessary to prevent ocular reinfection and chlamydial genital disease. Topical antibiotic treatment is not required for patients who
receive systemic antibiotics.

PSITTACOSIS
Psittacine birds and many other avian species act as natural reservoirs for C. psittaci–type organisms, which are common pathogens
in domestic mammals and birds. The species C. psittaci, which now
includes only avian strains, affects humans only as a zoonosis. (The
other strains previously included in this species have been placed into
different species that generally reflect the animals they infect: C. abortus, C. muridarum, C. suis, C. felis, and C. caviae.) Although all birds
are susceptible, pet birds (parrots, parakeets, macaws, and cockatiels)
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