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Abstract
Objectives: Chlamydia trachomatisis the most prevalent sexually transmitted infection in
the UK. Prevalenceis highest among those aged under 25 years. Traditional efforts to
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by
chlamydia young men and women.
Design: A mixed method study, using both quantitative and qualitative methods,with a
survey conductedin eachof three settingswith all participants to assessknowledge of and
attitudes towards screening for chlamydia in non-medical situations. All participants
approachedwere offered opportunistic screeningfor chlamydia by urine sample. In-depth
interviews were conductedwith 24 participants (10 men and 14 women) to explore young
people's views towards screening in non-medical settings. Participant observation
techniqueswere also employed to collect data on young people's responseto the offer of
screening,
Participants: Three hundredand sixty three young women and men agedbetween 16 and
24 yearsparticipated in the survey; 24 in the depth interview.
Setting: Three non-medical locations in Glasgow: 'Education' (a large further education
' (three local authority leisure centres);and, 'Workplace' (two
college); 'Health and Fitness.
contact centres).
Results: Eighty-four percent of age eligible users approached participated in education
health and fitness and workplace settings (n=126, n=133 and n--104, respectively). Of all
sexually active people 113 (32%) were willing to be tested for chlamydia in non-medical
settings. Uptake of testing was highest in the health and fitness setting (50% uptake for
both women and men compared with 20% in education and 30% in workplace settingsy. In
each setting young men were more willing than women to accept the offer of a chlamydia
test. Overall, 40% of men approached provided a sample compared with 27% of all
women. Disease prevalence was 4.4% (4.9% in men; 3.8% in women). Interview data
suggests young men's willingness to be tested for chlaraydia in non-medical settings is due
to convenience and raised awareness of the largely asymptomatic nature of chlamydia
infection. Whilst 94% of men screened had never been tested for chlamydia before, one in
three young women screened had previous screening experience. Women's lower uptake
of screening was due to concerns about the public nature of the settings leading to stigma.

Conclusions: Willingness to be screenedin non-medical settings and views in support of
non-medical screening were highest among men. Supports and barriers to willingness
differed by gender,with men less concernedwith the stigma of participating in screening
in public settings than women and instead favouring the convenienceof the offer. This
approach reached young men who had never been screened before. Thus, increasing
opportunities for the take-up of screening in non-medical settings could be an effective
approach to reaching young men and have a significant impact on the incidence and
prevalence of this easily treated STI, thereby reducing the future burden of unwanted
reproductivehealth sequelae.
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Preface

For clarification purposes,it is useful to define some terms used throughout this thesis.
First, the term 'chlamydia' refers to genital Chlamydia trachomatis. Second,in this thesis
all settings that are non-medical are referred to as being non-medical settings.
Community-basedapproachesor community screeningstudies are defined in this thesis as
thosewhich involve medical spaces,such as community family planning clinics and youth
clinics that are often attached to schools. The author acknowledges that many clinical
settings are referred to in the literature as 'community'; however the author wished to
make a distinction between community and non-medical in this thesis. Third, the terms
cyoungmen' and 'young women' are often used and refer to men and women aged 16-25
years. Where a distinction is to be made betweenpersonsunder 20 years and those aged
20-24, this will be clearly stated.
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Definitions

AIDS

Acquired Immunodeficiency Syndrome

CASI

Computer-assistedself-completion interviews

CDC

Centres,for DiseaseControl and Prevention

CI

Confidenceinterval. A range of values for a variable of interest constructed
so that this rangehas a specific probability of including the true value of the
variable

CM0

Chief Medical Officer

EIA

Enzyme ImmunosorbantAssays

FVU

First-void urine (i. e. the first part of the stream)

GUM

Genitourinary Medicine Clinics

HIV

Human ImmunodeficiencyVirus

1AQ

Interviewer administeredquestionnaire

LCR

Ligase Chain Reaction,a specific kind of NAAT

MSM

Men who have sex with men

NAAT

Nucleic Acid Amplification Test- laboratory basedtest for the diagnosis of
genital Chlaniydia trachoniatis

Natsal

National Survey of SexualAttitudes and Lifestyles

NGU

Non-gonococcalurethritis

OR

Odds ratio. It is defined as the ratio of the odds of an event occurring in one
in
it
to
the
occurring
anothergroup
group
odds of

PCR

PolymeraseChain Reaction,a specific kind of NAAT

PID

Pelvic Inflammatory Disease

P&P

Pen andPaper(refers to questionnairecompletion method)

RCT

RandomisedControl Trial

SAQ

Self-administered
questionnaire

SBHC

healthcentres
School-based

STD

Sexually Transmitted Disease. Refers only to infection causing symptoms
or problems

STI

Sexually Transmitted Infection. Refers to infection with any germs that
causean STD, even if the infected personhas no symptoms

Karen Lorimer, 2006
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Introduction
"We have been appalled by the crisis in sexual health Ive have heard about
atid witizessed during our Mquiiy. Me do itot use the word 'crisis' lightly but
Ais is a maYOr public health issue and the
in this case it is appropriate.
problems identified in this report must be addressed immediately.
(House of Connizons Health Committee 2003).

This was the conclusion of a House of Commons Health Committee report in 2003.
Sexually transmitted infections (STIs) are hidden epidemics of considerable health and
economic consequencein the UK. As such, they present a significant public health issue.
Currently the most common STI in the LJK is Chlamydia trachornatis(chlamydia). This
bacterial in fection is most common in young people under 25 years: there may be around
1 in 10 young people under 25 with this infection (Chief Medical Officer's Expert
Advisory Group 1998b).

To date, much screeningresearchand planning have largely centredon women (Hart et al.
2002). There is currently a lack of data on how best to involve men in screening,although
recently 'innovative approaches'to target men have been advocatedin the government's
White Paper ChoosingHealth (Departmentof Health 2001b) As such, the current climate
.
supports more 'innovative ways' with which to offer chlarnydia testing and screening to
those at risk populations who have no symptoms of infection and who seldom access
clinical services(specifically young men).
The aims of this PhD study were to assessthe feasibility of accessingnon-medical settings
within which to offer chlamydia screening,to ascertainthe knowledge of chlamydia and
young men's and women's views of towards non-medical screening,and to assessrelative
willingness to be screenedfor chlamydia by young men and women.
Chapter I outlines the nature of the problem: first the chapter provides background
epidemiology of chlamydia infection and describesthe various control measuresin place in
various countries, including England and Scotland. The chapter then presents the key
screening debates including how best to screen, where best to screen and to whom
screeningshould be offered. Chapter 2 draws out in more detail the key issuesthat may
impinge upon the effectivenessof screeningapproaches,with particular attention paid to
the methods that improve the effectivenessof screening. The review of screeningstudies
focuses on setting-specific issues becausenon-medical settings do not have the same
infrastructure in place as clinical settings. Barriers'andsupportsto screeningare explored.
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Karen Lorimer, 2006

The aims and objectives of this study are presented in Chapter 3, which also discusses the
and methods employed

methodology

design of this study included
sample population
this

particular

throughout

in this study.

Particular

the sensitive nature of the topic and the young age of the

(16-24 years) and these are discussed.

area of research

meant

the progress of data collection.

accessing non-medical

issues of concern in the

that

The largely exploratory

some of the planning

nature of

was re-evaluated

This chapter also describes the approach to

settings within which to establish screening.

In Chapters4,5 and 6, the results of the study are presented. Thesechaptersare presented
according the overarching aims of the study:

to assess feasibility, knowledge and,

willingness. Chapter 4 describesthe feasibility of gaining accessto non-medical settings
for the purpose of conducting a screening study.

A large part of the data used in this

chapter was drawn from fieldnote diaries, within which the author's experiences and
observationsduring the study were noted, as well as the views of respondentsthat were
conveyedwithin thesesettings. Interview data provides further information regardinghow
young men and women in the study settingsrespondedto the offer of screening. Chapter5
describesthe views of young men and women towards chlamydia screeningaswell astheir
knowledge of chlamydia. Both thosewho acceptedscreeningand thosewho declined gave
their views towards screening. Chapter 6 presentsthe results of the willingness of young
by
to
the
accept
of
providing a sample of urine. The
and
women
offer
screening,
men
proportion of those who acceptedthe offer is reported,by gender,age and setting. Factors
reportedby respondentsasbarriers or supportsto acceptingscreeningare discussed.
The final summary and interpretation of results chapter (Chapter 7) draws together.the
findings from the data chaptersto addressthe aims of the study and the researchquestions.
The chapter concludes by noting the limitations of the study, but also suggesting its
implications
literature,
to policy and further research.
the
the
to
and
existing
contribution
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Chapter I
--

The Nature of the Problem

Since the mid-1990s, the United Kingdom (LJK) has witnessed a rapid deterioration in
indeed,
health;
sexual
a recent Health Committee Report referred to a current 'crisis in
sexual health' in the LJK (House of Commons Health Committee 2003). Sexually
transmitted infections (STIs) are estimatedto cost the NUS around E874million per year in
treatment and consequences. Of these genital Chlamydia trachomatis (chlamydia), the
most common STI, costs around E100 million per year (Chief Medical Officer's Expert
Advisory Group 1998b). Currently, around I in 10 sexually active young people under 25
years in the UK are thought to be infected with chlamydia (Chief Medical Officer's Expert
Advisory Group 1998b). Associated complications with chlamydia infection include
pelvic inflammatory disease(PID), ectopic pregnancy and infertility.

The physical and

psychological impact on individual health, and the economic consequencesof chlamydia
signifies this infection as a major public health issue.
The high prevalence of chlarnydia infection is not just a public health issue in the UK.
According to the World Health Organisation (WHO) chIamydia infection is currently the
most common bacterial STI in the industrialised world, with an estimated92 million cases
of chlamydia occurring worldwide each year, of which 5 million occur in Western Europe
(WHO 2001). There have been notable rises in chlamydia in most western industrialised
countries, including Sweden,USA, Canada,aswell as in Australia and New Zealand since
themid-1990s. At- the sametime, reportedrates of infection in all nations of the UK have
mirrored this trend. The incidence of chlamydia infection has been increasingin England,
Wales and Northern Ireland: from 30,794 in 1995 to 97,027 in 2004, a 215% increase
(Health Protection Agency 2005). In Scotland, reported cases of this curable bacterial
infection have continued to rise eachyear since the mid-1990s, with 15,865 casesreported
to the Scottish Centre for Infection and Environmental Health (SCIEH) in 2004 from
laboratoriesin Scotland,comparedwith 2679 in 1995 (Wallace et al. 2005).
The responseby governmentto the rising rate of chlamydia infections in the UK has been
to examine the evidence for introducing a nationwide chlamydia screening programme.
There has been a growing impetus towards introducing a national screeningprogrammefor
chlamydia becauseactive case finding and early treatment are strategies to prevent the

Chapter 1,14
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development of sequelaeand to reduce transmission. A reduction in both of these will
individual
health.
both
NHS
to
the
and
costs
reduce
The possibility of introducing a national screening programme has been made more
feasible since the introduction of highly sensitive tests that can be performed on noninvasively collected urine specimens(Catry et al. 1995). These tests are more acceptable
to patients (Pimenta et al. 2003b) and thereforeany proposedwidespreadscreeningmay be
more successfulin reaching asymptornaticpopulations who do not present to health care
for
a genital examination. Currently, in England, chlamydia screening is being
settings
in
Health
The
Department
the
to
across
country.
rolled-out
aim establish screening all
of
areasof England by 2007.
As the devolved Governmentfor Scotland, the Scottish Executive is responsiblefor health
policy in Scotland. The screeningprogrammefor chlamydia that has beenproposedby the
Department of Health is specific to England.

No chlamydia screening programme is

planned in Scotland. As the thesis will describe, the English proposals to control
chlamydia infection in the population places emphasis on opportunistically screening
people predominantly when they accessclinical settings (Department of Health 2001a;
Department of Health 2001c); however, the largely asymptomatic nature of chlamydia
infection meansthat many asymptomaticinfections may not be identified thorough cliniccontrol efforts. It has been estimated that only around 10% of prevalent infections are
diagnosed at genitourinary medicine (GUM) clinics (Chief Medical Officer's Expert
Advisory Group 1998b).

There is therefore a significant 'reservoir of infection'

unidentified in the population (Fenton 2000). Taking screening and testing into nonmedical settings within communities could be one approach to reach asymptomatic
persons. The use of non-invasive tests offers new opportunities for screening outwith
clinical settings. Evidence on the utility of non-medical approachesis emerging, from
studies conducted in settings such as student bars (Hay et al. 2004), schools and
universities (Cohen et al. 1999; Debattista et al. 2002b) and in field settings such as street
comers and parks (Gunn et al. 1998; Rietmeijer et al. 1997). Despite this, further evidence
on the feasibility of offering screening in non-medical settings is required.

Such

information would bolster the current evidence-base,upon which screening policy is
based.

This thesis therefore aims to assessthe feasibility of an innovative approachto offering
chlamydia screeningto young men and women under 25 years: non-medical settings will

Karen Lorimer, 2006
be chosen in which
epidemiology

Chapter 1,15
to establish screening.

of chlamydia

and discusses the implications

tests, which can be performed on non-invasive
section of the chapter outlines
American

In this chapter, the first section outlines

chlamydia

the status of chlamydia

control activities

chapter offers an exploration

of sensitive

samples such as urine samples. The second

countries as well as some Australasian

contextualise

of the development

the

screening

countries (Australia

around Europe, North
and New Zealand) to

taking place in the broader context.

of the current debates (predominantly

how best to screen, where to offer screening, and to whom

Finally

the

in England) regarding

screening efforts should be

targeted.

Clinical features of chlamydia
Chlamydia trachomatis is an obligate intracellular human bacterial pathogen that infects
the epithelia] cells' of the eye and genital tract, such as the urethra, cervix and fallopian
tubes. Chlamydia has three important features: it is often asymptomatic; infection can
persist for more than a year; and, if left untreated, it has been associated with
complications, such as ectopic pregnancy,PID as well as infertility in women, and fertility
complications in men.
Chlarnydia is often symptomlessin both women and men: around 50% of men and 70% of
women may show no sign or symptoms of having infection (Chief Medical Officer's
Expert Advisory Group 1998b). Symptomsassociatedwith chlamydia infection are given
in table 1. Chlamydia infections can therefore run both a symptomatic and an
asymptomaticcourse.

Table 1: Clinical features of chlamydia infection, in women and men
Women
Urethral discharge
Dysuria (pain or discomfort on passing
urine)
Con unctivitis

Vaginal discharge
Intermenstrualbleeding (bleeding
betweenperiods)
Post-coitalbleeding (bleeding after
intercourse)
Dysuria
Lower abdominalpain
Painful intercourse
Conjunctivitis

2 Epithelial
cells cover the surfaceof the body and line its cavities.

Karen Lorimer, 2006
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Untreated, chlamydia can remain undetected. In such cases,it has been suggestedthat
there is an association between chlamydia infection and secondary complications in
infertility
PID
its
tubal
and ectopic pregnancy(Giertz
and major sequelae,
women, such as
infects
first
females,
Hillis
1997;
Scholes
In
1987;
1996).
the
et
al.
chlamydia
et
al.
et al.
cervix, spreadingto the endometrium. When left untreatedthe infection may ascendto the
(Cates
fallopian
PID
tract
to
the
tubes
manifest
et
reproductive
of
women
where
may
upper
al. 1994). In addition to infertility, chlamydia has also been associatedwith ectopic
infant
conjunctivitis - obtained during vaginal deliveries to a mother with
pregnancy and
chlamydia infection in the genital tract (Pellowe & Pratt 2006). In men, chlamydia mostly
affects the urethra (the urine tube) or epididymis (the tube which carries sperm from the
testicles) causing inflammation in the affected site of infection (Idahl et al. 2004). It has
also been suggestedthat chlamydia can damage men's sperm (Eley et al. 2005). The
associationbetweenchlamydia infection and future reproductive morbidity, for both sexes,
highlight chlamydia infection as a serioushealth concern for individuals.
Recently, however, it has beensuggestedthat chlarnydia infection, in somecases,can clear
up if left untreated (Morr6 et al. 2003). In addition, the link between chlamydia and
subsequentassociatedsequelac,such as ectopic pregnancy and PID has been questioned
(Honey & Templeton 2002). In a systematic review of screening articles Honey and
Templeton (2002) found only two randomisedcontrol trials (RCTs) which proposeda link
between chlarnydia infection and PBD(Giertz et al. 1987; Scholeset al. 1996). From the
analysis of the two RCT studies, the authors concluded that there was as yet no
unequivocal evidence for screeningreducing the incidence of PID and its major sequelae,
tubal infertility and ectopic pregnancy (Honey & Templeton 2002). The links between
chlamydia and subsequentassociatedsequelaewill be discussedin more detail in chapter
2. The important point to bear in mind here is that the sparse evidence from RCTs
(considered the most rigorous of methodology) of a link between chlamydia and PID,
ectopic pregnancyand infertility has implications for future screeningprogrammes,aswell
as cost-benefitsthat can be attributed to screening. Nevertheless,despite only two RCTs
published in the literature other evidence does suggestsit is biologically plausible that
chlamydia can causedamageto reproductive organs in women (Cohen et al. 1999; Egger
et al. 1998;Kamwendo et al. 2000).

Epidemiology of infection
Currently chlarnydia infection is the most common reported STI in Scotland,with 15,865
casesdiagnosedin 2004, having increasedfrom 2679 in 1995 (Wallace et al. 2005). This
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data.
in
is
based
GUM
increase
in
Scotland
the
clinic
on
collection
of
chlamydia
reported
Data from GUM clinics startedto be collected in Scotland in 1921/22and continued until
the early 1980s in an aggregatedforrn showing Scotland only totals (ISD, 2005'). Until
1990, chlamydia was reported in the category non-specific genital infections; since 1990
chlamydia has been reported separately and since 1995 the collection of data became
patient based (allowing the collection of information on gender and age). Since 1995,
chlamydia reports in Scotlandhave mirrored trends reported in other nations of the United
Kingdom: in England, Wales and Northern Ireland combined, there were 30,794 diagnoses
made in 1995, increasingto 97,027 in 2004 -a 215% increase(Health Protection Agency
2005).

Epidemiological data suggeststhere is geographical,gender and age specific incidence of
chlamydia infection. In Scotland in 2004, the majority, 21.9%, of reported cases of
chlamydia were from GreaterGlasgow Health Board, with 19% from Lothian, 11.3% from
Grampian and 8% from Tayside (Wallace et al. 2005). There are also notable gender
differences in incidence. The incidence of chlamydia is higher among women than men.
In 2004,65.5% of reported casesin Scotlandwere among females. The highest incidence
increasing
have
been
25,
those
the
rates are reported among
where rates
since
under
ageof
1995 (see figure 1). The highest ageprevalenceamong women and men in Scotlandis 2024 years(Wallace et al. 2005).
Figure 1: GUM reports of genital chlamydia, by age, Scotland 1995 - 2004
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The prevalence of chlamydia in the UK has not been comprehensively established
(Underhill et al. 2003); however, epidemiological data from prevalence studies report
between
depending
diagnostic
I%
29%,
test
the
and
on
studied
and
population
prevalence
used (Burstein et al. 1998a;Chief Medical Officer's Expert Advisory Group 1998b;Fenton
et al. 2001c; Grun et al. 1997; MacMillan et al. 2005; Skjeldestad et al. 1997; Stokes
1997). The highest age-prevalencereported in prevalence literature is in persons aged
younger than 25 years old and it is estimated that around I in 10 young people have
chlamydia in the UK (Chief Medical Officer's Expert Advisory Group 1998b).
Prevalencedata is basedlargely on studiesof clinic-based populations, in particular GUM
clinics and from primary care settings. In England, the Health Protection Agency compiles
statistics based on quarterly reports from GUM clinics.

In Scotland data is collected

routinely from GUM clinics and laboratories. The reports from GUM and laboratories
confirm only thosewho have beentestedand identified with infection. Since many persons
with chlamydia will show no sign(s) or symptom(s)of infection, reports of infection from
GUM clinics may underestimate true prevalence. Furthermore, high proportions of
chlamydia caseshave also been found in primary care settings in the UK, indicating the
distribution of chlamydia in the population as endemic and particularly associatedwith
high-risk groups (Lowndes & Fenton 2004). However, only 10% of prevalent infections
are diagnosed in GUM clinics (Chief Medical Officer's Expert Advisory Group 1998b).
Clearly, methods for reaching asymptomaticpersonswho do not self-refer for testing are
required. A screeningprogramme for chlarnydia would need to be acceptableto target
groups if it is to be successful in increasing testing activity and one recent important
developmentthat may aid the acceptability of screeninghas beenthe introduction of urinebasedtests.

Diagnosing chlarnydia:

advances in diagnostic tests

Enz"ymeimmunoassays(EIAs) and immunoflourescencetechniques have been used for
many years for the routine diagnosis of chlamydia infections (Stary 1999). Both of these
techniqueswere perfon-nedon culture methods,which require cell scrapingsfrom the site
of infection - an invasive processfor both women and men, and often painful for men. The
development of nucleic acid amplification (NAA) assays,such as ligase chain reaction
(LCR), polymerasechain reaction (PCR) and transcription-mediatedamplification (TMA)
is the most recent important advance in the field of diagnosis of sexually transmitted
infections for two reasons: they can be performed on non-invasive samples,such as urine

Karen Lorimer, 2006

Chapter 1,19

samples, and they are more sensitive which means they will detect more cases of
chlarnydia.
Screening for asymptornatic chlamydia infections was first proposed in the mid-1980s
(Handsfield et al. 1986). Amplification techniqueswere first developed and reported as
being effective on non-invasively collected urine samplesin 1988 (Caul et al. 1988). Caul
and colleagues found that these new tests could detect the genetic material (DNA) of
chlamydia bacteria. The diagnosis of chlamydia requires sensitive (identifying truly
diseasedpersons) and specific (identifying truly non-diseasedpersons) tests that can be
used on symptomatic and asymptomatic persons. NAA assayshave been proven highly
sensitive and specific: LCR and PCR have reported sensitivities of greater than 94% and
specificity above 99% (Hadgu 1999; Stary 1999). In addition, both can be performed on
non-invasive samples,such as first-void urine (FVU). In one of the first urine studies in
symptomatic and asymptomatic women, the sensitivity of the LCR assay with FVU
showed a detection rate for infected women almost 30% greater than that of endocervical
swab culture (Lee et al. 1995). This was a surprisefinding at the tiMC4.
Thesenewer diagnostic techniquesimprove the detection of chlamydia infection in various
ways. Firstly, the greater sensitivity of these methods means that more infections are
diagnosedin samplesthat are currently sent to laboratories. Secondly, urine tests, upon
which LCR and PCR techniquescan be performed, may increasetesting in clinical settings
during situations where there is no justification for genital examination and sampling.
Thirdly, the use of urine samplesto detect chlamydia pen-nitsthe expansionof screening
beyond traditional clinic environments, which may reach at-risk groups not currently
accessing healthcare settings in which opportunistic screening is being offered.
Essentially, urine tests are assistingwith widening the screening'net'.
The greater acceptability of these non-invasive tests has been reported in the literature
(Hay et al. 1991; Logan et al. 2005; Pimenta et al. 2003b; Serlin et al. 2002). In Glasgow,
when the LCR diagnostic test was introduced to the main testing laboratory in April 1997,
the chlamydia testing activity increased four and a half times between 1996-1997 and
1999-2000 and the detection rate rose from 4.8% to 7.8% (Scoular et al. 2001a). The
greatest rise in activity was observed in general practice. Clearly, the new urine-based
testswere more acceptableto both patients andprofessionals.

4 http://%vN"v.
chlamydiae.com/restricted/docs/Iabtests/diag_noninvasive.aspflhome
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The introduction of non-invasive samples has opened up opportunities for screening in
Since
the
sampling
common.
previously
was
not
possible
when
swab-based
settings
introduction of urine tests, studies have assessedthe feasibility of offering screeningin a
home
For
testing are two
non-medical
methods
and
range of
settings.
example, postal
methods that have been considered. Studies have also begun to assessthe feasibility of
&
in
(Cohen
1998;
Tang
David
screening
et
al.
some non-medical settings
urine-based
2003; Poulin et al. 2001; Rietmeijer et al. 1997). Self-sampling, using urine specimens,
hasbeen found to be as effective aspractitioner sampling (Ostergaardet al. 1996).
Studies involving the use of urine samples have shown that that scope for introducing
testing extends beyond clinical settings and also outwith medical professionals', since
respondentsthemselvesare responsiblefor collecting their own urine sample. The use of
urine samplesfor diagnosingchlamydia therefore has the potential to make the previously
in
impossible,
be
could
used
potentially
conceived
possible: a wide range of settings
-whichto establishchlamydia screening. Ten years ago, ProfessorAnne Johnson,principal
investigator on the 1990 National Survey of Sexual Attitudes and Lifestyles (Natsal),
in
for
diagnosis
that
chlamydia worthwhile
screening
may
make
commented
advances
(Johnson et al. 1996a). Alongside the increaseduse of urine tests there has been debate
about introducing a national chlamydia screeningprogramme (in England). Perhaps,as
ProfessorJohnsonsuggested,the introduction of thesenon-invasive tests may have been a
driving force behind the developmentof chlamydia screeningpolicy.

Status of chlarnydia screening in Europe and North
America
With the rapid rise in reported infections in all parts of the LJK, there has been a growing
discourse regarding controlling chlamydia infection by introducing a screening
programme. Various factors are associated with the proportion of chlamydia cases
detected: screeningpractices, the sensitivity and specificity of tests, contact tracing and
awareness among at-risk groups of the need for prompt testing. Clinicians do not
necessarily determine screeningpractice; rather policy often drives this control measure.
The response,therefore, of Health Departmentsin England and Scotland to this growing
is
in
important
health
has
worth
and
so
an
effect on screening practices
sexual
crisis
discussing.
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Before this, it is worth referencingthe context of chlamydia control activities taking place
level
American
North
the
European
this
to
evidence-baseupon
as
contributes
and
a
at
in
is
European
Screening
LJK
the
the
across
vary
widely
shaped.
practices
policy
which
STI
clinic attendeesand pregnant women are the population groups most
countries'.
frequently screened(Lowndes & Fenton 2004). There are also considerablevariations in
(Lowndes
&
for
STIs
in
Fenton
European
countries
notification
western
practices
partner
2004). Variations in screening and partner notification influence the degree to which
in
diagnosed,
treated
and
patients
and
sexual
are
recorded
contact
asymptornatic
surveillancestatistics acrossthe EU.
Chlamydia control activities in Swedenhave been cited as the most extensivein the world
(Taylor-Robinson 1994). Opportunistic chlamydia screeningof young women in a variety
in
introduced
in
Since
healthcare
Swedish
1980s.
the
early
settings
some
counties
of
was
May 1988, Swedish law has made it compulsory acrossthe country to provide free testing,
treatment and contact tracing to any patient with suspectedchlamydia, and to report
diagnosedinfections (Herrmann & Egger 1995). Screening is targeted at sexually active
women aged 15-29 years seekingcontraceptionor abortion. Men are screenedwhen found
through contact tracing or if symptomatic and self-refer to a healthcaresetting for testing.
Guidelines for chlamydia screeningwere introduced in both Canadaand USA in 1989 and
1993, respectively. Both the 1989 Canadian Guidelines for Screening for Chlamydia
Trachomatis Infection and the Centre for Disease Control (CDC) 1993 guidelines
Recommendations for the prevention and management of Chlanlydia trachonlatis
infections apply specifically to women. Men are screenedthrough partner notification
proceduresand when they presentto GUM (or STD) clinics.
Australia introduced screening guidelines for women in 1997 as part of the National
ManagementGuidelines for Sexually TransmissableDiseasesand Genital Infections. Men
involved
in
screeningthrough partner notification procedures. New Zealand has no
are
screening for chlamydia in any population group. The Netherlands, Denmark, Finland,
Switzerland and Austria all have no organisednational chlamydia screeningprogrammes
(Lowndes & Fenton 2004). In a recent national population basedstudy in the Netherlands
nationwide screeningfor chlamydia was not indicatedbasedon low prevalenceof infection

5 Data refers to 15 EU countriesand Norway. From I May 2004,10 accessioncountries (Cyprus, the Czech
Republic, Estonia, Hungary, Latvia, Lithuania, Malta, Poland, Slovakia and Slovenia)joined the union.
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found in rural populations

(van Bergen et al. 2005).

However,

in Austria,

registered

prostitutes are regularly screened and screening of pregnant women is also common.

Chlarnydia screening in England and Scotland
Until the mid-1990s there were no national policy or guidelines dealing with chlamydia
screening in the UK.

Testing was performed on symptomatic primary health care

attendees,primarily in GUM settings. As previously mentioned, health is a devolved
matter in the UK. Thus any discussion of health policy needs to take account of the
differences which may exist between England and Scotland in the responseto the rising
rate of chlamydia infections.
As regardsEngland, in 1992 sexual health was one of five priority public health issuesin
Health of the Nation, the public health strategy for England (Department-of Health 1992).
By 1999 Our Healthiei- Nation no longer prioritised sexual health; only four areaswere
now heralded as a priority for improving public health in England (Departmentof Health
1999). Despite this, the Chief Medical Officer's (CMO) Expert Advisory Group on
chlamydia was set up in 1996 to advise on issuespertaining to chlamydial infections and
screening programmes. At this time the impetus was 'concern over the steep rise of
chlamydia cases,particularly amongst the younger sexually active groups' (Kane et al.
2001). This report is important in the English context as it laid the foundations for
feasibility studiesto be carried out into chlamydia screeningaround England. The Expert
Advisory Group report highlighted the needto introduce measuresto reducethe prevalence
of infection and proposeda model for opportunistic screeningto be assessed.The report
concluded:
'Opportunistic screening should also be offered to wonzen aged over 25 Ivith a new
sexual partner or who have had two or more partners in the past 12 months although
they are a lower priority than the younger age group which has higher prevalence
rates'
(Chief Medical Officer's Expert Advisory Group 1998a).

In responseto the CMO report, and with advice from the National ScreeningCommittee,
the Department of Health established a pilot study to examine the feasibility and
acceptability of the CMO's screeningmodel. The pilot study was establishedin two health
authorities in England, Portsmouth and the Wirral, over one year (Pimenta et al. 2003a;
Pimenta et al. 2003b). In September1999, pilot work commencedin healthcaresites in
Portsmouth and the Wirral (Underhill et al. 2003). The pilot study focusedmainly on 16-
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24 year old women and offered women screeningby testing a urine sample using LCR.
Men (aged 16-24 years)were screenedby using the samemethodsat GUM and adolescent
sexual health clinics. Screeningsettings in the pilot were generalpractice, family planning
clinics, GUM clinics, young people clinics, antenatalclinics and others, including colleges
and universities (Underhill et al. 2003). The pilot study screened 14,756 persons for
chlarnydia. The overall prevalencewas 9.6%, but varied by health care setting: the highest
prevalencewas detectedin GUM clinics in Wirral and the lowest in gynaccology clinic
attendees in Wirral.

Urine screening was found to be highly acceptable to patients

(Pimenta et al. 2003b). More detail on this study will be given in Chapter2. Here the key
is
point that the CMO's model for screening,taking screeningbeyond GUM clinics, was
assessedand found to be feasible and acceptableto patients. As such, the pilot study
concurred with the CMO report findings by recommendingopportunistic screeningfor all
women aged 16-24 years attending any health care site and men attending sexual health
care settings.
The recommendationsfrom the pilot study were endorsedin the first National Sti-ategyfor
Sexual Health and HIV, published in 2001, in which screeningfor chlarnydia for specific
groups (women under 25 years included) was recommended (Department of Health
2001c). Chlarnydia screeningin England has since gatheredmomentum, especially since
the publication of the Health Select Committeereport which describedEngland as having a
6crisis' in sexual health (House of Commons Health Committee 2003). However, at the
time of writing, the money allocated for the implementation of the strategywas not ringfenced; therefore, at this point in time it remains unclear how far the strategy will be
implemented in each Primary Care Trust (PCT) in England, especially given the large
amount of debt many PCTs have.
No national chlamydia screening is planned in Scotland. Whilst there has been target
basedpublic health policy in Scotland since 1992 it was not until 1998 that sexual health
was given specific referencein a Green Paper Working Togetherfor a Healthier Scotland
(Departmentof Health 1998). The White Paper Tbivards a Healthier Scolland announced
Government funding of fl5m

for four national health demonstration projects to be

established(Scottish Executive, 1999). One of the four projects is Healthy Respect, a
three-year (phase one) project addressing sexual health and prevention of teenage
pregnancies.
Healthy Respect was establishedin 2000 and was located in the Lothian area (Central
East) of Scotland. Phase I of Healthy Respect involved 19 projects, including postal
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testing kits for chlamydia

in a wide range of non-medical

screening in Further Education
with

a view

to applying

(FE) colleges.

settings as well as chlamydia

Healthy Respect was evaluated externally,

lessons learnt to fonn the basis of a model

Scotland (Tucker et al. 2005).

Results from Phase I suggested that chlamydia

FE colleges was acceptable to young people and feasible (Kernaghan
external evaluation,

however,

for the whole

suggested the chlamydia

screening in

et al. 2005).

testing component

of

The

of the project

had limited impact on uptake of testing in general practice in Lothian (Tucker et al. 2005).
The evaluation report noted:

'Overall, Healthy Respect in Lothian appeared to have little impact oil clinicians'
practice although the few significant differences that were detected tended to
suggest betterpractice in Lothian.
(Tucker et al. 2005).

The results of the Healthy Respectproject will infonn subsequentwork across Scotland
regarding improving sexualhealth. In the meantime,chlarnydia screeningin all healthcare
settings in Scotland are informed by the Scottish Intercollegiate Guidelines Network
(SIGN 2000). Theseguidelineswere published in 2000 and recommendedthat testing for
chlarnydia is performed on both women and men with symptomsor signs of chlarnydia. In
addition, the guidelines recommendedopportunistic screening of sexually active women
under 25 years and women aged 25 years or older with two or more sexual partnersin the
last year or a changeof sexual partner in the last year. As with other Europeanand North
American countries referred to above, opportunistic screeningof men was not included in
theserecommendationsas there were few data on men outwith GUM clinics.
In 2002, a National Sexual Health Strategy was commissioned and a draft sexual health
strategy for Scotland entitled Enhancing Sexual Wellbeing in Scotlan& A Sexual Health
and Relationships Strategy was published September2003. In the proposal, poor sexual
health in Scotlandwas attributed to there having been 'neither leadershipon sexual health
issuesnor recognition of sexual health as a priority at national level.' (Scottish Executive
2003a). The final strategy was published in February 2005. The strategy recommends
population-basedchlamydia screening for women under 25, with targeted screening for
men who presentto GUM clinics.
Each country in Europe has experienced increase in incidence of reported chlamydia
infections since the mid-1990s. From around this time, there are no systematic,registerbased screening programmes for genital chlamydia in Europe, although this is the only
intervention that has beenshown to be effective in rapdomisedcontrolled trials (Ostergaard
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et al. 2000; Scholes et al. 1996).
the Scottish Executive
the literature

Whilst

has recommended

the English model for screening is opportunistic,
a population-based

as to the best method to screen for chlamydia.

approach.

There is debate in

This and other debates will

now be considered.

Screening debates
Screening debateshave largely centred upon three considerations: how best to screen;
where to screen; and who to target screening efforts towards. Firstly, both populationbased and opportunistic approachesto screening for chlamydia have been proposed.
Secondly, clinic-control efforts have been the focus of most screening approachesbut
community-basedapproacheshave been made possible by the introduction of urine-based
in
infection
high
Thirdly,
the
men and the
on
asymptomatic
emerging evidence
samples.
lifestyles,
has
based
from
attitudes
and
survey
of
sexual
a
recent
population
results,
in
include
in
failure
the
to
men
screening approaches England. Debates
questioned
from
have
begun
best
to
to
over
men's
exclusion
questions
whom
screen
raise
regarding
issues
beyond
level
These
three
the
will now be dealt
screening
of partner notification.
with in turn.
Firstly, there is debate concerning how best to screen, which centres upon whether an
is
the most effective method of
approach
opportunistic approach or population-based
in
Opportunistic
infection
screening offers a test to
a
population.
chlamydia
controlling
those who accesshealth services even if attendancesare unrelated to the diseasebeing
screenedfor. Population-basedscreening, or active screening, seeks out at-risk persons
and offers screening. Postal screening methods are one example of population-based
approaches.
Considering opportunistic approachesfirst, the model for screeningproposedin the CMO
for
25
under
years
chlamydia and men when
of
women
report was opportunistic screening
they presentto GUM clinics and as part of partner notification procedures(Chief Medical
Officer's Expert Advisory Group 1998a). The two pilot studies established by the
Department of Health followed this recommendation and the pilots were designed as
opportunistic (Pimenta et al. 2000). In Scotland,SIGN Guideline 42 also recommendsthe
healthcare
for
25
to
who
settings
years
present
opportunistic screening of women under
any reason (Scottish Intercollegiate Guidelines Network 2000b). There is therefore a
developing consensusin the LTK that opportunistic screening is the best method of
screening for chlamydia. Perhaps the best example of an opportunistic approach has
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in
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1995
in
between
1985
and
chlarnydia
was a reported reduction
Egger 1995).

Opportunistic approacheshave been favoured on the grounds of cost-effectiveness(Gene
have
been
however,
Questions,
1997).
Gene
&
1996;
Paavonen
1993;
Mardh
raised
et al.
in the literature regarding the effectiveness of opportunistic approachesto chlamydia
screening. Low and Egger (2002), for example, suggest that much of the evidence, on
which the decision to introduce opportunistic screening in England was based, stemmed
from population-basedevidence. The authors argue that it is as yet unclear how far such
2002).
(Low
&
Egger
be
to
strategies
evidencecan extrapolated opportunistic
Further concernshave been raised regarding the extent to which opportunistic approaches
have been implemented in primary healthcare settings, as recommended in policy and
guidelines. As mentionedabove,the allocatedmoney for the strategywas not ring-fenced;
therefore it remains unclear how much money will be directed to front line sexual health
in
debt
PCTs.
In
how
be
to
addition to
will
allocated
reduction
and
much
services
financial restrictions, researchhas revealedother barriers to implementation for healthcare
healthcare
in
focus
In
teams
general
of
primary
group study with members
professionals. a
discuss
happy
Southwest
England,
to
the
were
of
practices
none
practices around
chlamydia in a consultation unrelated to sexual health (McNulty et al. 2004a). This study
be
low,
healthcare
found
knowledge
to
especially regarding the
professionals
also
among
benefits of testing as well as when and how to take specimens(McNulty et al. 2004a).
Other studies have found a low referral rate from primary healthcare settings to GUM
(Mason et al. 1996; Ross et al. 1996). Some of this has been explained by low knowledge
in
(McNulty
healthcare
by
areas
et al.
some
professionals
services
primary
of specialist
2004a). Macleod and Smith (1999) have also suggestedpragmatic issues, such as the
limited time available to practitioners in generalpractice consultations,are likely to reduce
the number of persons offered opportunistic screening for chlamydia in general practice
(Macleod & Smith 1999). However, more recent researchshows that generalpractice (in
England) may be managing chlamydia infections more effectively.

The authors of one

study suggest:
'a substantial and increasing number of sexually transmitted infections are
diagnosed and treated in generalpractice and may reflect increasing engagement of
generalpractitioners ivith sexual health'
(Cassell et al. 2006).
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More detail on the advantages and disadvantages of opportunistic
out in the next chapter (the review of empirical
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Population-basedstudieshave becomemore feasible since the introduction of urine-based
tests. Population-basedapproachesmay have been slower to have been explored as the
technology required to support PCR or LCR testing on urine samples was slow to be
introduced throughout the country. As such, population approachesare still undergoing
evaluation in the literature. Nevertheless, variations in cost-effectiveness,uptake and
coverage of the target population have been found (see for example, Honey et al 2002).
Specific detail on the different methods of taking screening to at-risk persons will be
discussedin Chapter2.

Here, particular problems associatedwith this approachhave begun to emerge,such as the
coverage and uptake of screening in the target populations. The Chlamydia Screening
Study (ClaSS) was designedas an active screeningapproachusing generalpractice list and
postal screening (Low et al. 2004). In all, 19,773 men and women aged between 19-39
years were offered screening but the authors believed there had only been a 'modest'
uptake (34%) achieved(Macleod et al. 2005b). The authors of this study reported that it
was labour intensive to ensurerepeatmailings were sent to those who failed to respondto
the first mail (Macleod et al. 2005b). Despite this, the prevalenceof infection found among
men and women under 25 years was 5.1% and 6.2%, respectively (Macleod et al. 2005b).
During evidenceto the Health SelectCommittee,a population basedstrategywas proposed
by the principal investigator of the Natsal 1990 study, on the basis that chlamydia is so
widespread in society (House of Commons Health Committee 2003). Population
approachesmay, in this view, reachmore peoplethan clinic-control efforts.
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A second issue consideredin screening debatesconcerns where to screen. Traditional
efforts to reduce infection rates have dependedon testing for infection in clinic settings
(such as GUM, general practice, family planning, and termination of pregnancy clinics),
either when a person presentswith symptoms or opportunistically during routine health
care. This approach has its limitations:

firstly, most people with infection do not

experiencesymptoms and therefore have no physical cue to seek health care. Secondly,
few young people, the most at-risk group for chlarnydia infection, use specialist sexual
health services (Johnsonet al. 1996b). Thirdly, poor knowledge of sexual health matters,
especially among teenagersfrom lower socio-economic backgrounds, may affect ones
ability to 'choose' health care (Devonshireet al. 1999; Scottish Executive 2003c).
Barriers to young people accessing clinic-based settings for healthcare include poor
accessibility due to geographicallocation, low referral to specialist sexual health services,
low awarenessand knowledge about chlamydia and low perception of risk. These issues
will be expanded upon in the next chapter, but issues such as these underscore the
argument for considering widening screening opportunities to settings outwith the
traditional clinic boundary.
Offering chlamydia screeningin non-medical settings could be effective in reducing some
of thesebarriers to accessingtesting. This approachoffers the opportunity to take testing
to where young people can be found, which could reduce issuesof access,especially in
locations where specialist sexual health services are not conveniently located. Offering
screening in non-medical settings also has the potential to raise awarenessof chlamydia
and the need for prompt testing to reduce the possibility of onward transmission and
developing complications. If this approachbecame more widespread, then there is the
possibility that screeningcould become 'normalised' by virtue of the increasedvisibility
and accessibility. Young people accepting testing for chlamydia in non-medical settings
may also avoid the associatedstigma that is attachedto accessingGUM clinics, although
there is not yet enoughevidenceto suggestthis would occur.
Ultimately, the effectiveness in any control measure depends upon identifying
asymptomatic infections promptly and reducing the onwards transmission and associated
complications. As such, approachesto screeningfor chlamydia in non-medical settings,
could have the effect of reducing costs to both the NHS (in treatment costs if the
infection
declines)
individuals
(in terms of their physical and mental
to
of
and
prevalence
health). Screening in the wider community, especi.
ally in non-medical settings, needs
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evaluating if a significant impact on the problem is to be made since chlamydial infection
is widely distributed among young, sexually active people who may have little contact with

hcalth scrviccs (Stcphenson1998).
A third issue in the literature concernsto whom is screeningbest offered? In Scotland,
testing is recommended in women and men presenting to healthcare settings with
symptomsand in particular asymptomaticgroups (see Table 2). It has also been proposed
that women presenting to healthcaresettings for reasonssexual health related or not, men
who are partners of chlarnydia-positivepersonsshould be offered screeningfor chlarnydia
(SIGN 2000). Prevalenceof infection varies considerably in the literature from 2.6%
among women aged 18-35 years attending general practice for a smear test (Grun et al.
1997), to 31.2% females attending GUM clinics (Burstein et al. 2001).

However,

prevalence is consistently highest among persons under 25 years (Adams et al. 2004a).
Given the evidence regarding the prevalence, screening has been recommended for
asymptornaticwomen who attendhealthcaresettingsfor any reason(SIGN 2000). Women
younger than 25 yearsand sexually active, and those aged25 years or older with two more
partners in the last year or a change of sexual partner in the last year are recommended
target populations for screening (SIGN 2000).

No opportunistic screening was

recommendedfor men due to a lack of data on men outwith GUM clinics (SIGN 2000).

Table 2:
Recommendations
chlamydia (SIGN).

Women

Men

for

testing

symptomatic

Symptontatic
Vaginal discharge
Post-coital/intermenstrual
Inflamed/fri able cervix (which
bleed on contact)

may

Urethritis
Pelvic inflammatory disease
Lower abdominal pain in the sexually
active
Reactive arthritis in the sexually active
Urethral discharge
Dysuria
Urethritis
Epididymo-orchitis in the sexually
active
Reactive arthritis in the sexually
active.

and asymptornatic

groups

for

Asymptoinatic
Women undergoing TOP
Attenders at GUM clinics
Persons with STIs presenting in
other clinics
Women prior to IUD insertion
Egg donors
Sexual partners of those with
chlamvdial infection
Semen donors
Attenders at GUM clinics
Persons with STIs presenting in
other clinics
Sexual partners of those with
chlamydial infection
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female populations,

screening

clinics,

is offered

family planning

of screening was justified

since women used the healthcare

settings in which

more often than men, for example,
clinics and general practice.

termination

The opportunistic

of

model

in the CMO report as being evidence based and cost effective

(Pimenta et al. 2000). However, there has been a growing
the involvement

target screening

of men in chlamydia

discourse recently that advocates

screening (Fenton 2000; Hart et al. 2002; Rogstad

1996). This has stemmed from an increasing evidence-base, which suggests the prevalence
of infection

in men may be similar

mostly asymptornatic

to that in women,

and also that chlamydia

may be

in men.

Prevalencedata from population-basedstudiesin the UK, such as the Natsal 2000 and the
ClaSS study, have shown significant reservoirsof asYrnptomaticuntreatedinfection, which
may be similar in men and women (Fenton et al. 2001a; The ClaSS Study Group 2001;
Van Valkengoed et al. 1999). Recently, a systematic review of prevalence studies
suggestedthe prevalencein men may be as high as that in females (Adams et al. 2004a).
Furthermore, the second annual report from the National Chlamydia Screening
Programme, for England, reports a higher prevalenceof infection in men under 25 years
than in women (11.9% comparedwith 10.9%, respectively) (NCSSG 2005). Until this
data emerged,it had been assumedthat the prevalenceof infection was lower in men than
in women, basedon the view that men were symptomatic of infection more than women
(Quinn et al. 1996). Similar prevalence of infection between men and women raises
questions over the focus of opportunistic screening approachesbeing primarily upon
women. Low (2004), for example, has drawn attention to a recent increasein chlamydia
infections in Sweden, a country that has a reputation for having the most extensive
chlamydia control activities in the world. Despite this, Sweden has witnessed a recent
increase in reported chlamydia infections after a substantial downturn since the early1990s (Gotz et al. 2002). These activities are largely opportunistic which, for Low, have
failed as effective control measuresto reducing the prevalenceof chlamydia infection in
the population as many men were not reachedvia this approach(Low & Egger 2002). In
light of recently emerging findings, which suggestmen are equally at risk of infection as
women, there has been a growing acknowledgement that to effectively interrupt
transmission, and tackle the growing rates of infection, men also need to be involved in
screening,not just women.
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Including men in screening is part of a primary prevention strategy for women - or
reducing the risks of actually acquiring the infection; in other words, screening men
benefits women (Hart et al. 2002). Reducing the risks of women acquiring the infection by
reducing the prevalence of infection among men is a strong argument for screening men,
especially in light of prevalence data that suggests there is a large reservoir of
asymptornatic infection among young men in the population. The most important measure
to prevent the spread of STIs in societies is primary prevention:

these are measures to

prevent an uninfected person becoming infected or attempts to eliminate or reduce the
exposure of the infectious agent.

Primary prevention strategies can be medically or

behaviourally focused. As regards chlamydia, medical prevention strategies are limited, as
no vaccine currently exists. The only effective prevention measures currently available are
measures affecting personal behaviour.

Secondary prevention measures attempt to prevent the infected asymptomatic person
spreading the infection further and prevent complications.
part of

secondary prevention

measures.

Including

Partner tracing is an important
in
chlamydia
men

screening

programmes would identify asymptornatic infection and reduce complications in men, but
it would also reduce the prevalence of infection in the population, from which women
could acquire the infection.

Including men in chlarnydiascreeningis important in diseasecontrol and prevention terms.
In the absenceof good epidemiological data on men, screeningwomen will be ineffective
in terms of eradication or control (Hart et al. 2002). As the Swedish experiencesuggests,
the pool of prevalent male infections will not be effectively reduced via an opportunistic
screening of women approach. Including men in screening constitutes a good control
it
is
important
in
but
measure
also
preventing any negative 'psychosocialconsequencesfor
women' (Duncan et al. 2001a).
The promotion of women's health and the associatedattention placed upon the importance
of genderwithin debateson health has facilitated the emerging argumentfor men's health.
Women have led the way in promoting gender equality in health care debates;feminist
debatesoften incorporatedhealth into its exploration of women's disadvantagein society.
However, recently the argumentthat genderdifferencesbe recognisedin the field of sexual
and reproductivehealth hasbeenusedto highlight the specific needsof men, which are not
being addressed.In other words, men are now drawing links betweengenderand health in
relation to the inequalities men face. Services for men who have sex with men (MSM)
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have beenprovided for many decades;however, until recently there was little known about
young heterosexualmen's beliefs and behaviour in relation to screening,although evidence
is beginning to emerge(Blake et al. 2003b; Fenton et al. 2001a). Young men areas likely
as young women to acquire a sexually transmitted infection; therefore a key challenge of
sexualhealth servicesis to involve young men in screening.
Community and non-medical setting are being consideredin feasibility and acceptability
studies and could be one approachto including men in screeningas well as women who
may not use primary health care or specialist sexual health settings. Non-medical settings
that have been considered include: student bars (Hay et al. 2004); mailed test kits and
results received on the Internet (Novak et al. 2003); population basedmailed postal testing
kits (Andersen et al. 1998; Macleod et al. 2005c); field settings (Gunn et al. 1998); mobile
clinics (Kahn et al. 2003); and schoolsand universities (Cohen et al. 1999; Debattista et al.
2002b). These studiesfound testing in all of thesesettings was feasible, largely due to the
detection method with urine samples. More detail on theseapproacheswill be given in the
next chapter. The emerging findings from thesefirst non-medical approacheswhich show
feasibility and willingness at present underscorethe importance of experimenting with
alternative,innovative screeningstrategiesdirected at young men.

Summary
This chapter has focused on describing the epidemiology, policy developments and
incidence
is
debates
It
that
the
screening
concerning genital chlamydia.
apparent
rising
of
reported cases of chlamydia is not limited to Scotland, or the UK, but is occurring
throughout Europe and North America. Whilst some countries have published guidelines
and strategies for tackling the high incidence of chlamydia infection, no country has a
systematic register-based screening programme for chlamydia.

Increasing rates of

infection in Sweden suggeststhis particular strategy of opportunistic screening has not
controlled transmission- although men still only account for a quarter of those tested in
Sweden(Low 2004).

Theoretical models describing the main determinants of the incidence of sexually
transmitted infections suggestthat reducing the mean duration of infectiousnessis likely to
lead to substantially lower levels of disease(Yorke et al. 1978). Therefore, the theoretical
underpinning of a screeningprogramme is that it detectsinfections earlier. Screeningfor
asymptornatic infection is key to reducing onward transmission and the risks of
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Opportunistic

screening of women, with

processes, is the recommended

and complications

associated with

men included

approach to reducing

chlamydia

infection

(Chief

through

population

Medical

partner

prevalence

Officer's

Expert

Advisory

Group

regarding

the effectiveness

regarding

how best to screen, where to screen and to whom screening should be offered.

Within

1998b; SIGN 2000).

However,

of this approach.

this chapter has illuminated

The screening debates encompass questions

these debates, issues such as the effectiveness

included through partner notification,

of screening women,

with

men

has been questioned from a control point-of-view

but

also because of the potential for there to be negative implications
2001a; Low & Egger 2002).
widen

the screening

questions

Non-medical

net and potentially

currently being missed with clinic-control

to women (Duncan et al.

approaches to screening offer opportunities
reach at-risk

asymptornatic

persons who

to
are

efforts.

How best to screen,where to screenand to whom screeningshould be offered consist key
debatesin the screeningliterature. The following chapter offers a more detailed review of
recent approachesto controlling transmission of chlamydia and outlines the barriers and
supportsto screeningin various settings. The utility of screeningin non-medical settings
will also be further explored.
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Chapter 2
Existing Empirical Work: the evidence-base
This chapter outlines the main findings from published researchon chlamydia screening
and testing of women and men. First, the chapterprovides an overview of the chlamydia
screening literature from the 1960s to the present day.

Second, a more focused

examination of recent research that has been carried out in clinical settings will be
discussed. The third part of the chapter examinesthe literature concerning screeningthat
has occurredin non-medicalsettings.
In Chapter 1, the debateregarding how best to screenwas outlined. The advantagesand
limitations of both opportunistic and population-basedapproacheswere outlined. Key
emphasiswas placed upon how effective both approachesare in reaching persons with
asymptomatic infection. In this chapter, the review of screening studies will draw out in
more detail the key issues that may impinge upon the effectiveness of screening
approaches,with particular attention paid to participation rates in the approachescited in
the literature as well as the number of infected individuals who are notified of their result,
treatment and partner notification strategies. These are key concerns for any control
measure,as the effectivenessof screening is limited unless persons identified as having
infection
chlamydia
are treated and their partners notified. Lessons learned from the
various approachescited in the literature will infonn. the design of the researchwhich
underpinsthis thesis.

Overview of the chlamyclia literature from the 1960s to

present
Early chlamydia research
Early chlamydia researchstemmedlargely from researchin the field of ophthalmology, as
chlamydia is a causeof ocular trachoma. In 1903, interestedin the experimentalinfection
by Treponemapallidum (the pathogenresponsiblefor syphilis) Neisser (whom Neisseria
gonorrhoea is named after) undertook a journey to the island of Java together with t-wo
other scientists - Ludwig Halberstaedterand Stanislausvon Prowazek. Against the will of
Neisser, von Prowazek inoculated the eyes of orang-utans with trachoma material
(obtained from eye scrapings from patients with trachoma) and found that the primates
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inclusions.

conjunctival

Similar

inclusions

were found in the conjunctiva

of

infants, the cervix of their mothers and the urethral scrapings from male patients with nongonococcal
were

the

connection
British

urethritis.
first

to

But it was not until
the

prove

(Paavonen 2000).

Journal

initially

it

can

replicate.

(tetracyclines

and his colleagues
urethritis

Diseases (now known

as Sexually

Transmitted

of the trachoma agent from the genital tract.

microbiology

However,

and macrolides).

unlike

lab

(NGU)

a series of papers were published in the 1964

considered to be a virus as it cannot be cultured

media used in the clinical

Thygeson

baby-mother-non-gonococcal

Subsequently,

of Venereal

which detailed the isolation

causal

1930 that Philip

Infections),

Chlamydia

on routine artificial

was

(nonliving)

living cells so that
this
technique
as
requires
-

viruses,

That chlamydia

chlamydia

is

sensitive

to

antibiotics

is not a virus only became evident in 1965

with the advent of tissue culture techniques and of electron microscopy.

Interest in chlamydia infections around the late 1960searly-1970sbegan to move from the
periphery of medicine to the mainstream. Rose and Schacter presented tentative
conclusions in 1964 regarding the potential public health significance of these infections:
they believed that some infections were sexually acquired as they had observed cases
where no conjunctivitis was present(Paavonen2000). A seriesof articles published in the
British Journal of VenerealDiseasesin 1972reinforced the initial conclusionspresentedin
1964.

The scopeof researchon chlamydia subsequentlybroadenedand extendedto fields such as
epidemiology, medical sociology, politics and anthropology. The aetiology of chlamydia,
the sensitivity and specificity of tests,the prevalenceof infection and who best to screenin
clinic settingshas dominatedthe literature since the publication of the first papersin 1964
and 1972. Ensuing questions,such as where the diseasewas found, who was affected and
how to control it, meant that subsequent research was rooted firmly within the
epidemiological paradigm.
The emergenceof HIV/AIDS in the early-1980sgave a renewed impetus to sexual health
research, in general. Since this time, there has been a 'mushrooming' of research on
chlamydia published. To illuminate this point, a search of Medline, for example, from
1966to 2005, using the searchterm 'Chlamydia trachomatis' found 9,127 results: between
1966 and 1976 there were 81 results; between 1976 and 1986 there were 1,892; between
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1986 and 1996 there were 4,232; and, between.1996and 2006 (the first quarter) there were
6.

3,675

Despite the increased volume of published research, an early analysis of the literature
highlighted debatesconcerning how best to screen,where best to screenand who best to
screen(as discussedin Chapter 1). Gapstherefore remain in the evidence-base.The next
section of the chapter offers a detailed discussion of the recent clinic-based screening
literature.

Screening

studies

Search strategy
A search of the available literature was carried out using MEDLINE, EMBASE, Scopus
literature
from
1980
Cochrane
databases.
The
Library
performed
on
and
search was
onwards'. Search terms included: chlamydia trachomatis; chlamydia trachomatis and
screening;chlamydia and tests;chlamydia and men; chlamydia and re-infection; chlamydia
and postal; chlamydia and mail; chlamydia and community; chlamydia and men; sexually
transmitted infections and sexual health. In addition, studies located by these searches
key
journals
hand
for
then
and
were
were
searched
additional references
selected
rigorously searched (BMJ, Sexually Transmitted Infections, Sexually Transmitted
Diseases, JAMA, Journal of Epidemiology and Community Health and International
Journal of STD and AIDS). Given an aim of this thesis was to assessthe feasibility of
screening in non-medical settings, the literature was reviewed from the perspective-of
infrastructure
issues
have
in
do
because
the
same
settings
not
setting-specific
non-medical
place as clinical settings,such as generalpractice, GUM and family planning.

Clinical settings
The key clinical sites where chlamydia screeninghave been offered include GUM, general
in
family
termination
teenagehealth
as
planning and
of pregnancyclinics, as well
practice,
clinics (predominantly in America, although the Netherlands and the UK have such
services). Such studies constitute the overwhelming body of the screening literature.

6 This figure will increaseby 31 December2006.
7 The literature has been searchedin 2006 for any relevant afticles but this was not part of the original
review.
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Personswho may have chlamydia infection may presentin many different medical settings
(GUM, general practice, family planning, obstetrics & gynaecology and other hospital
departments). The prevalenceof infection found in clinical settings has a wide variation,
from 2.6% among women aged 18-35 years attending general practice for a smear test
(Grun et al. 1997), to 31.2% females attending GUM clinics (Burstein et al. 2001). In
addition, the number of individuals tested in each setting varies, from 20 (Barlow et al.
2001) to 42,944 (Scoular et al. 2001a). Prevalenceestimatesare also largely drawn from
female populations,with few data available on the prevalenceof infection in men. Women
have thus constituted the primary testing or screeningpopulations. Although, since the
introduction of non-invasive tests men have been increasingly included in screening
studies.
Genitourinary

medicine clinic seftings

GUM clinics in the UK (or STD or what used to be known as venereal diseaseclinics)
were establishedfollowing the Royal Commission Report of 1916. These clinics were
intended to provide open-accessto facilities for confidential diagnosis and treatment of
STIs. Today, GUM clinics throughout the LJK are primarily responsible for collecting
national statistics on STIs: all GUM clinics in England and Wales have a statutory
obligation to complete a statistical return (known as form KC60) of all attendancesin the
previous quarter, and send it to the Communicable Disease Surveillance Centre (CDSC;
prior to 1996returns were sent directly to the Departmentof Health). In Scotland, data on
all completed 'patient-episodes' of treatment at these clinics are sent each quarter to
Information Services Division (ISD) Scotland, where they are collated and analysed.
National data collection from GUM clinics in Scotland began in 1921/22. In addition,
throughout the UK, laboratory reports of STIs provide information on the diagnosis of
STIs outwith GUM clinics. In Scotland, Health Protection Scotland (HPS), formerly
known as the Scottish Centre for Infection and Envirom-nentalHealth (SCIEH) until 2004,
collates and publishesreports sent from GUM clinics, primary care, family planning clinics
and hospital clinics. This provides an overall view of the prevalence of chlamydia
infections reportedin the population.
The network of GUM clinics in the UK forrns the key clinical structure within the health
service dedicated to diagnosis and treatment of sexually transmitted infections. Most
patients seen at GUM clinics are recorded as 'self-referred' but the proportions who are
reported as being referred from different sourcesvary between the sexesand by diagnosis
(Noone et al. 1998). Studies conducted in GUM clinics provide infon-nation about the
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infection,

the number of co-infections

in women

and men, the risk factors associated with

and the referral rate from other health care services,

such as general practice, family planning clinics and termination

of pregnancy clinics.

The number of positive diagnosesmade in GUM clinics in the UK has been increasing
since the 1990s,as reported in national data returns from GUM clinics. Explanations for
this increaseinclude the introduction of non-invasive tests methods. The introduction of
ligase chain reaction (LCR) to the main chlamydia laboratory in Glasgow, for example,
resulted in a four and a half times increase in testing activity between April 1996 and
March 2000 (Scoular et al. 2001a). More tests were therefore performed in Glasgow,
which led to an increasein the detection rate, from 4.8% in 1996-97to 7.8% in 1999-2000
(Scoular et al. 2001a). The greateracceptability of urine tests to patients and professionals
has been reported in the literature (Fenton et al. 2001a; Gunn et al. 1998; Pimenta et al.
2003b). That urine tests are more acceptableto patients may have increasedthe numbers
willing to be tested. Regardlessof the test method, prevalencereports from GUM clinics
have traditionally reported the highest prevalenceof infection of all clinic-based settings.
A high prevalence of infection is diagnosed in these settings, perhaps due to those
exhibiting symptoms accessingthis service more than those who are asymptomatic. The
prevalenceof infection found in GUM clinic settings ranges from 9.4% to 19.1% in men
(Dixon et al. 2002; Evans et al. 1998; Higgins et al. 1998; Templeton et al. 2001); and
3.0% to 31.2% in women (Burstein et al. 2001; Sudlow et al. 2001).
It has been argued that GUM clinics attendersexhibit higher risk sexual behaviour than
thosein generalpopulation (Catchpoleet al. 1997). Younger age,increasednumber of sex
partners and low condom use have all been found to be associatedwith increasedrisk of
chlamydia infection (Brown et al. 2004; Burstein et al. 2001; Hughes et al. 2000;
LaMontagne et al. 2003; Radcliffe et al. 2001; Rosengardet al. 2004; Winter et al. 2000).
Using data from the Portsmouthpilot Harindra et al found a large number of co-infections
in GUM attendees(Harindra et al. 2002). Patientsattending GUM in the Portsmouthpilot
site and diagnosed with chlamydia were followed-up for 12 months: of 1075 patients
diagnosed with chlarnydia, 285 attended the GUM clinic on at least one subsequent
occasion,of whom 56 (19.6%) were diagnosedwith chlarnydia (Lee et al. 2004).
In addition to screening and testing patients who self-refer, GUM also assumes
responsibility for many infected persons referred from other clinical services, such as
general practice, family planning clinics, colposcopy and termination of pregnancy clinics.
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Screening women in colposcopy

yields a high prevalence

infection:
of

in one study an

8.3% prevalence was found with only 25% receiving treatment prior to the introduction
(Blackwell

a treatment protocol
women

for chlamydia

who tested positive
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(Norman
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et al. 2004).
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clinics have also found low rates of treatment (Groom
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preventing

the

rate

infection

development

is
of

as well as the increased costs to the NHS in treating these

complications.

An increase in screening practices in non-GUM clinical settings would increase the
workload for GUM clinics; however, some observers have commented that 'currently
GUM services in the UK arejailing to cope with the increasing workload associatedwith
nianaging STIs and diagnosed HIV infections' (Djuretic et al. 2001). This pressureon
GUM services (in England) was further highlighted in a House of Commons Health
Committee Report on sexualhealth:
'England is currently witnessing a rapid decline in its sexual health... Sexual health
services appear ill-equipped to deal with the crisis that confronts theill. Median
waiting thnes to services are currently around 10-12 days and soine services are
turning hundreds ofpeople away each week'
(House of Commons Health Committee 2003).

This is despite the proposal in the National Strategy for Sexual Health and HIV, for
England, for a 'broader role' for primary care in sexual health management(Departmentof
Health 2001c).

The apparent 'failure'

of GUM clinics 'to cope' suggests that any measure to control

population prevalenceby increasingattendanceat GUM may be limited unless there is an
improvement in clinic capacity.

In addition to GUM clinic capacity issues, tackling

infections within GUM might also be limited by the low level of knowledge young 'at risk'
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levels
have
is
Data
the
of awareness
poor
emerging
regarding
people
about chlamydia.
GUM
knowledge
In
with
one
study
clinic
young
chlamydia.
among
people
about
and
had
heard
60%
51%
of chlamydia, with the majority
of
women
attendees
of men and
(82%) unaware of the potential consequencesof infection (Devonshire et al. 1999).
Similar findings were found in another study of GUM clinic attendees(Kellock et al.
1999). Devonshire and colleaguesconcludedby suggestingthat 'acquisition of knolvledge
is important, both to reduce sexual risk taking behaviour and its consequences,and to
allow for informed consentfor chlainydia screening prograinines'. These studies were
with GUM clinic attendeesbut there is sparsedata on the knowledge of chlamydia among
knowledge
it
is
how
far
in
the
therefore,
poor
wider community;
unclear
young persons
acts as a barrier to accessing specialist sexual health settings. Nevertheless, raising
awarenessabout chlamydia has been recognisedas an important aspect of any proposed
screeningprogramme(Devonshireet al. 1999).
In addition to the problem of encouragingyoung people to attend GUM services,there is
the additional barrier of physical accessto such services, especially for persons in rural
is
important
in
GUM
As
being
testing
clinics
available outwith
such, screeningand
areas.
Scotlandas in somerural areasGUM clinics may be inaccessible- for example,there is no
GUM service in West Lothian, a largely rural area of Central Scotland, therefore
community-basedfamily planning servicesare key sites for the introduction of chlarnydia
screening in that area (Sudlow et al. 2001). In addition, the recommendationsof the
CMO's Expert Advisory Group, included 'Family planning clinics and generalpractice are
key locations where testing for chlamydia could be undertaken with referral to GUM
(Chief
further
for
necessary'
and
as
recommended
notification
management
clinics
partner
Medical Officer's Expert Advisory Group 1998a). This review now considers screening
and testing in other clinical settings.

Family planning and general practice settings
Prevalencestudieswith family planning clinic populations have all found peak prevalence
infection
in
high
25
this agegroup
of
rate
amongwomen under yearsof age and a similarly
(Burstein
Han
1998a;
Burstein
1998b;
from
24.1%
2.2%
to
et
al.
al.
et
et al.
- ranging
1997). A 2.2% prevalencewas found in a family planning clinic in which all women
for
(Han
1997).
The
al.
chlamydia
et
opportunistic
screening
attending were offered
highest prevalence was found in younger women (age 13-19,2.7%). Four clinics were
involved in this study and prevalence varied by the clinic setting, which shows that
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prevalence varied not just by age but also by location. In another study, consecutive
adolescentfemales aged 12-19 years attending a family clinic were offered screening for
chlarnydia infection; 24.1% of femalesreceived a positive diagnosisat their first visit, with
the highest ageprevalencefound in 14 year olds (Burstein et al. 1998a).
Many studies have included all women attending family planning, rather than those aged
under 25 years; however, all have found the highest age prevalence in the younger age
groups (Han et al. 1997; Howell et al. 1998; James et al. 1997; Marrazzo et al. 1997b;
Miller et al. 2000; Sudlow et al. 2001). Other studies,targeting those agedunder 25 have
found similar high prevalenceof infection. For example, in a study of women attending a
large Scottish family planning clinic for emergencycontraception,an overall prevalenceof
5.5% was found, with the highest age prevalencein women aged 24 or younger (7.6%) prevalencewas 5.3% in women aged25 to 29 and 1.2% in women aged30 or more (Kettle
infection
in
(8.1%)
A
found
2002).
UK-based
et al,
similar
study
a similar prevalenceof
women under 25 years (Macmillan et al. 2002). Similarly, Noone et al (2004) in a study of
women attending family planning clinics in Glasgow, Edinburgh and Aberdeen found a
prevalence of 8.2% in those under 25 years (Noone et al. 2004).

The Department of

Health pilot chlamydia screeningproject in Portsmouth and Wirral found prevalence of
9.8% and 10.1%,respectively,in family planning clinics (Departmentof Health 2001a).
If the Scottish Intercollegiate Guidelines Network (SIGN) guidelines were followed then
all women under 25 attending family planning clinics would automatically be offered
screening. Opportunistic screeningof men was not recommendedin the SIGN guidelines
as there was limited evidence upon which to base recommendations (Scottish
Intercollegiate Guidelines Network 2000a). Unsurprisingly, few screening efforts'in
family planning have reported offering screeningto young men under 25 years. As such,
unlike in GUM settings,few young men will be offered the opportunity to be screenedfor
chlamydia in family planning settings. As with GUM settings, family planning relies
largely on self-referral. Few men use family planning clinics: in Glasgow, for example,
only 107 men used family planning services at the Sandyford Initiative clinic (a sexual
health service) in 2002/03 (The Sandyford Initiative 2004).
Despite the low reported attendanceat family planning clinics by men, a small number of
studies that have offered men screening have shown it is feasible to include men in
screening in these settings. In one study 905 women under 20 years and 53 men were
in
in
by
family
Merseyside,
screened
urine sample
a young people's
planning clinics
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England, with 5.7% prevalencefound in men and 8.5% in women (Harvey et al. 2000).
The authors acknowledgethat whilst it was feasible to include the young men, there were
poor rates of attendancefor treatment; in addition, 12.5% of men failed to be informed of
their positive result becauseof subjects' 'priorities changing over a short time' (Harvey et
in
introduced
2000).
A
health
USA
the
a male
al.
recent study at a young women's
clinic
clinic within the same organisation and assessedthe volume of attendanceat the clinic
(Raine et al. 2004). After one year I 10 new male patients had accessedthe clinic. In
addition, the authors reported that three quarters of young men learned of the clinic by
word of mouth. Young women attending this clinic were askedto report in self-completed
questionnairestheir views on men being included in the clinic: 92% believed their care
was similar after the male clinic opened. The authorsconclude that more 'in reach' efforts
(such as increasing clinic attendance)may be required in addition to outreach (extending
servicesin the community) at family planning clinics to reachyoung men.
However, those who do not accessfamily planning services will not receive the offer of
screening: many young women, especially adolescent women who do not attend for
cervical screening or contraception, will not receive the offer of screening unless they
attend a primary care setting. In addition, many men will not be reachedvia control efforts
initiated in family planning. As such, other clinical settings, especially general practice,
which is usedby -80% of personsunder 25 yearsold at least once per year (Boreham.et al.
2003), may be important placesin which to offer screening.
The first chlarnydia screeningstudy in generalpractice was in 1983 with women attending
for a vaginal examination (Southgateet al. 1983). Since then few men have been targeted
for screeningin generalpractice settings. Where men have been included, the prevalence
of infection found is lower than in women. In general the prevalence of chlamydia
infection varies between 0.9% and 14.3% in UK generalpractices (Oakeshottet al. 2002a;
Pierpoint et al. 2000). Prevalencefound dependson the population tested; nevertheless,
the highest age prevalencefound in generalpractice has been among those agedunder 25
years. Among women, the prevalencefound rangesfrom 2.0% among women aged 17-35
years attending general practice for a smear test (Thomson & Wallace 1994), to 14.3%
among early-pregnant teenagers attending general practice for a routine appointment
(Oakeshottet al. 2002b). The Departmentof Health pilot studiesin Portsmouthand Wirral
found 8.5% and 8.7% prevalenceamong women attending general practice, respectively
(Pimenta et al. 2003a). Among men, the prevalenceof infection found rangesfrom 0.9%
among men aged 18-35 years attending their general practice afler being invited for
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screening (Pierpoint

et al. 2000), to 6.2% among men aged 25-29 years whom were offered

opportunistic
2001).

screening

when they attended their general practice

(Kretzschmar

et al.

As with other healthcare settings already discussed, the prevalence of infection

in

general practice varies by age and gender.

The literature suggests problems exist regarding establishing screening within general
practice.

Essentially, these setting-related issues result in many people not receiving

screening or else many GP attendees over 25 years old (the group less at risk of having
chlarnydia infection) receiving the most screening. Some women in general practice are
offered screening during their 'smear' tests; however this targets older women and
excludes young teenagers, therefore, many younger women may not be offered screening
in this location. Young men may also be overlooked within general practice. In one study
it was found that 54.5% of practice nurses in primary care had never tested men (Robertson
& Williams 2005). Of 115 persons under 25 years tested via an opportunistic approach in
another general practice-based study, only 6 were men (Harris 2005). At the end of the
first year of the roll out of chlamydia screening in England, only 10% of tests conducted
came from general practice (LaMontagne et al. 2004). In 2004, the Sandyford Initiative in
Glasgow received 1,123 referrals (8% of all referrals)' from general practice, which
suggests the low screening rate in general practice in England is not context-specific.
Whilst many young people making use of general practice might not be offered screening,
many who do not use such settings are also not reached through this opportunistic
approach. Thus, many young men and women are not reached via general practice-based
screening.

As such, and as with GUM and family planning settings, opportunistic

screening and testing in many clinic-based settings are limited in their reach. Essentially, it
would appear that the 'screening net' is being cast short.

In relation to someof theseproblems raisedabove,qualitative work has beencarried out to
explore the reasonsfor the variation in testing betweenpracticesand what barriers exist for
healthcare staff that impinges on the testing rates within practices. Such work has
suggestedlow knowledge among many general practice staff, as well as concernsabout
testing men have been found to be barriers to effective screeningin generalpractice (Gott
et al. 2004; Kinn et al. 2000; McNulty et al. 2004a). Focus group researchwith members
of a primary care team in SouthwestEngland identified barriers to a ftiller implementation
of screeningguidelines,which included lack of knowledge of the benefits of testing, when
and how to take specimens,lack of time, worries about discussingsexual health, and lack
' http://NvNvNv.
isdscotland.org/isd/files/sexli-gum-table6.xls
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Other clinical settings
Youth, or teen, clinics are often cited in the literature as being community settings. For
example, in a recent literature review, testing initiatives carried out at school-basedhealth
centres(SBHCs) were describedas community settings (Ford et al. 2004b). However, as
stated in the preface to the thesis, youth clinics as well as clinics attachedto schools and
universities are, in this thesis, considered clinical settings. Most of the literature on
screeningin school-basedor youth clinic settings stems from the USA. In the UK, some
studieshave been conductedin youth clinics (Armitage et al. 2004; Clements 1999; James
et al. 1999). All of thesestudies have focusedon assessingthe feasibility of screeningin
thesesettingsas well as ascertainingthe prevalenceof infection amongthis population. As
with many family planning and general practice-basedstudies, young women consist the
majority of youth clinic study populations and remain the focus of screeningprogranunes
in thesesettings.
Studiesconductedin adolescentclinics in America have found ratesof chlamydia infection
ranging from 0.5% to 26.0% (Beck-Sagueet al. 1998; Debattista et al. 2002b; Marrazzo et
al. 1997a); participants' ages range from 13 to 20 years. Prevalenceis highest in those
accessing youth services who have symptoms: in one study the prevalence among
symptomatic young men and women (screenedin school clinics and adolescentclinics)
was 26.0% and 10.7%,respectively; in asymptomaticyouths the prevalencewas 5.3% and
7.6%, respectively (Marrazzo et al. 1997a). In another study, screening was offered to
young women who attendedadolescentclinics; a 20.7% prevalenceof infection was found
among those aged 13-20 years (Beck-Sagueet al. 1998). This high prevalenceis perhaps
not entirely unexpected among a population who self-refer to a clinical setting for
healthcare. Among young women attending youth clinics for the purpose of a smeartest,
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or general health care who are asymptomatic,one study found an 11% prevalenceamong
women aged 13-19 years (James et al. 1999). Thus, unlike in studies conducted within
general practice settings, there appearsto be a consistently high prevalence of infection
being diagnosedin youth clinic attendees. This is occurring despite the recommendations
the Centresfor DiseaseControl and Prevention(CDC) made in 1993 to screenall sexually
active female adolescents(those under 20 years) for chlamydia whenever they undergo a
pelvic examination as well as yearly screeningfor those adolescentfemales consideredat
risk.
Screeningwas offered to teenagegirls aged 13-20yearswho attendeda Birmingham-based
(UK) teenagehealth clinic for contraception,a cervical smear or who were being referred
for tennination of pregnancy. The overall prevalenceof infection was 11% (94/857), with
the highest percentageof positive casesamongthose attending for a cervical smear(34%)
followed by thosereferred for termination of pregnancy(23%). This prevalencemay be an
underestimateof infection due to the use of EIA tests that are not as sensitive as the newer
DNA basedtests. No other studies in youth clinics in the UK have been reported in the
literature. An outreachhealth adviser was presentin one community teenagehealth clinic
to facilitate treatmentof chlamydia infected young women and conductpartner notification
(Jones et al. 2002). All 62 women who tested positive (12.9% of those who were
screened)received their result and were treated. The authors believed this approach to
managing infections 'helps to address the need for alternative managementstrategies'
(Joneset al. 2002).
Studies conducted in youth clinics that have included young men find the prevalenceof
infection increasedwith age. The target populations at school-basedand youth clinics are
mostly under 20 years. The prevalence of infection in young men has been found to
increasewith age,so that the highest prevalencein men is found in those aged20-24 years
(Low et al. 1997). As such, screening and testing in these youth settings may identify
infections
more
among young women than men. A finding from one study, that attempted
to include young men under 20 years in screeningin a family planning clinic for young
people, was that it was 'difficult to hold their attention Iong enough to complete the
process of treamient atid contact tracitig' (Harvey et al. 2000). Barriers to screeningin
youth clinics therefore appearto be more than access,as engagingyoung men in screening
and maintaining their contact throughout the processof treatment and partner notification
would appearto also be problematic.
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Screening in schools may yield more infections among women and some commentators
have suggestedthat many of these young women may be engagingin sexual activity with
men in sexual networks outwith the school (in other words, older men). In comparison,
in
young men
school-basedsettings are more likely to be part of school-basedsexual
networks (Cohen et al. 1999). It would seemthen that screeningis more cost-effective in
these youth settings if screeningis targeted at young women. However, this would raise
issues regarding responsibility for sexual health and perhaps place the burden of
responsibility on young women.

Sequelae argument: why only screen women?
Cost-effective analyseshave been conductedto assessthe best approachto screening for
chlamydia (Adams et al. 2004b; Honey et al. 2002). A review of cost effectivenessstudies
by Honey et al (2002) found that, dependingon the model assumptions,screeningfemales
for chlamydia infection could be cost effective under various baseline prevalence
estimates,especiallywhen ageis usedto selectwomen and DNA testing methodsare used.
Cost effectivenessanalysestend to favour screeningwomen with partner notification (the
processof contacting partnersof infected persons)attachedprimarily to curb re-infection,
thus preventing possible sequelae in women.

Cost savings are made by avoiding

complications, such as PID, ectopic pregnancyand infertility. However, the casefor there
being a definitive link between chlarnydial infection of the lower genital tract and
subsequentascensionresulting in endemetritis,salpingitis, tubo-ovarian abscessor general
inflammation of the pelvic organshas yet to be convincingly made.
A systematic review of the literature by Honey and Templeton (2002) attempted to assess
the link between chlamydia infection and sequelae such as PID.

Before discussing this

important paper, a brief outline of PED and other associated sequelae is useful. PID is
caused by the ascension of chlamydia infection from the lower genital tract. As infection
ascends, the inflammation in the cervix causes cervicitis, which is thought to infect the
endometrium, causing endometritis.

Following from cervicitis and endometritis, PED is

thought to occur. The correlation between PID and chlamydia antibodies links the two in
the literature (Washington et al. 1991; Westrom et al. 1991). It is difficult to diagnose PID
and it often requires a laparoscopy.

Moreover, many women can suffer from a mild

asymptornatic form of PID but go on to develop serious consequences. With the impetus
towards introducing screening for chlamydia, Honey and Templeton (2002) assessedthe
for
infection
in
PID.
the
evidence
role of chlamydia
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Two randomised control trials (RCT) were identified in the review of papers from 1980 to
2000 (Honey & Templeton 2002).

The first, by Scholes et al (1996), targeted women

enrolled on a health maintenance organisation (HMO) in western Washington, USA. The
aim of the intervention was to screen women according to risk factors (age, number of
recent sexual partners) whilst leaving the other group to receive usual care. Of the women
in the screened group who were tested for chlamydia (645/1009), 7% (44) tested positive.
No figures were available for the usual care group for comparison. The respondents were
followed-up 12 months later with a questionnaire within which they were asked to report
an episode of PID. After comparing the questionnaires with medical records there were 9
cases of PID among women from the screened group whereas 33 were reported from those
who received usual care. The screened group, therefore, had a 56% lower incidence of
PED than those in the usual care group.

Scholes et al concluded that screening at risk

women for chlamydia reduces the incidence of PID.

In the secondRCT, women accessinga health care facility for termination of pregnancy
were invited to participate in screening (Giertz et al. 1987). Women were randomly
selected to be screenedfor chlamydia or be tested if they developed symptoms postoperatively. Of the screenedgroup 14.2% (41/288) tested positive for chlamydia. The
case was made for a link between lower genital tract infection and subsequentrisk from
upper genital tract inflammation.
However, both studies failed to fully detail the randomisation proceduresuse to allocate
women to their respectivegroups. Furthermore,Scholeset al did not have consistencyin
the follow-up procedures for both groups: whilst non-respondersin the control group
received calls and letters encouragingthem to participate, those in the usual care group did
not. This study also relied upon the women self reporting incidence of PID. This is
problematic as it relies upon not just a similar standard of knowledge between all
participants but also a particular level of knowledge about a disease that is usually
confirmed with laparoscopy.
Since 2000, no further trials on the topic have been conducted. Thus, there currently exists
no significant evidenceto suggestthat after being infected with chlamydia a woman is at
risk from upper genital tract inflammation. Despite this, there is an assumptionin current
literature that screening for chlamydia is cost-saving as it prevents PID. Evidence from
non-RCT studies has also suggested an association between chlamydia infection and
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subsequent upper genital tract infection.
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PID compared with
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of the lower genital tract upon enrolment
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women infected with chlamydia

either

reported lower genital tract symptoms.
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infections

with

and, as such, it may not prove

women in the general. population.

In anotherstudy, Whittington et al suggesta link betweensecondor subsequentchlamydial
infections and sequelae(Whittington et al. 2001). Their prospectivecohort study aimed to
identify factors associatedwith repeat infections of chlamydia. Young women were
enrolled from adolescentmedicine clinics in various urban sites of the USA; they were
screenedfor chlamydia and followed-up at I month and 4 months after completion of
treatment. Of 1,194 young women enrolled, 792 completedthe first follow-up. LCR tests
on first void urine (i. e. the first part of the stream) were performed at the first follow-up
which showed 50 of 792 (6.3%) had chlamydial infection. A total of 505 women (68.1%)
returned for a secondvisit. Rates of chlamydia among this group using LCR urine tests
was 36 (7.1%) of the 505 women. Overall, 13.4% of women had repeat infections of
uncomplicatedchlamydia - or I in 7 women remainedinfected or becamere-infected. The
low numbersof eligible women returning for eachvisit is problematic with this study and
questions the validity of the rates of persistent/re-infection. Definitive determinantsof
recurrent infection were not conclusively identified with this study. This allows for
questionsto be raised over the suggestedlink betweenchlamydia and sequelaesuch asPID
as the implication of the pathogen remain unclear. Indeed, one recent commentator
suggeststhat despitemassivereductionsin PID and ectopic pregnancycasescorresponding
with decreasesin the prevalence of chlamydia infection concomitant with a national
chlamydia screening programme in Sweden, it is too early to definitively conclude that
screeningactivities were the cause(Mardh 2002). More researchis required to assessthe
possibility of a link betweenrecurrent infections and sequelaesuch as PID. This therefore,
has implications for cost-analysesof the benefits of screening,especially the targeting of
women.
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The preceding sections have outlined the prevalence of chlamydia infection found in
various clinical settings. The prevalencevaries by setting and also by the age and gender
of those screened. The data consistently suggeststhat young people aged under 25 years
are at greatestrisk of having chlamydia. However, data suggeststhat not all clinic settings
are effectively reaching young asymptornaticat-risk persons. For example, in general
practice there are barriers such as screeningpracticesand the knowledge and confidenceof
healthcareprofessionalsto screenyoung personsfor chlamydia when they accessgeneral
practice for non-sexual healthcarerelated matters. It has also been suggestedthat only
around 10% of prevalent infections are diagnosed in GUM settings in the UK (Chief
Medical Officer's Expert Advisory Group 1998b; Simms et al. 1997). In a supporting
paper accompanying the publication of the draft Scottish sexual health strategy, other
barriers to the effectivenessof opportunistic screening in clinical settings are discussed
(Scottish Executive 2003b).

The Scott Porter review in 2002 identified accessibility as an important issue for sexual
and reproductive health services(Butler & Solomon 2002).

Other researchalso suggests

that location is an important factor associatedwith service uptake (Allaby 1995; Clements
et al. 1999). Although there may be a wide range of services (and in different settings)
available, they may not always be accessibleto those who need the service. For example,
opening times, geographical locations and premises could impact negatively on service
uptake (Scottish Executive 2003b). Research has also suggestedthat staff attitudes,
knowledge of young persons' rights and user perception of how confidentiality is dealt
with are important factors associatedwith young people accessingservices(Burack 2000).
This supports the findings of the review of sexual health services in Scotland (Butler &
Solomon 2002). Young people being offered a choice of gender of staff may be factors
encouragingincreasing attendances(Armitage et al. 2004). Stigma associatedwith GUM
clinic attendance has also been reported in the literature as an important barrier to
accessing screening (Cunningham et al. 2002; Fortenberry et al. 2002; Scoular et al.
2001b). A further barrier to accessingsexual and reproductive services among young
people may also be related to levels of knowledge about STIs. The chapter previously
discussed the poor levels of knowledge of chlamydia among GUM and also family
planning clinic attendees(Devonshire et al. 1999; Kellock et al. 1999; Piercy et al. 2000).
Survey work with school children, aged 13-16years,has also revealeda poor awarenessof
chlamydia and, among thosewho had heard of it, a 'superficial knowledge' (Garside et al.
2001). Garside et al (2001) found that few respondentswere aware of the existence of
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Screening in 'innovative' non-medical settings could be an additional strategy for the
control of chlamydial infection among difficult-to-reach populations. However, offering
screeningin non-medical settings is a recent approachto STI control since it has primarily
been since the introduction of urine-based tests that this approach has become more
feasible. There may be specific setting-relatedissuesin non-medical settings that require
further exploration before they can be recommendedas a useful approach to controlling
chlarnydia prevalence. The next section of the chapternow considerskey issuespertaining
to screening in non-medical settings (including postal approaches)that might affect the
designand, ultimately, the feasibility of this approach.

Non-medical settings
The introduction of tests that can be performed on urine samples has been a pivotal
development in the field of chlarnydia researchas it allows for the possibility of taking
testing beyond traditional clinic-based settings, providing an important opportunity to
develop screeningstrategiestargeting those at risk who seldom, or never, accessprimary
care or GUM settings.The introduction of thesenewer DNA-based tests in the mid-1990s
means that testing in non-medical settings has become possible in the last decade. A
variety of non-clinical settingsare cited in the literature, in which chlamydia screeninghas
been offered. Some of these settings have included: military barracks, detention centres,
bars; and field settingssuch asparks and streetcomers.
Setting-specific issues as well as participation rates, the success of notifying infected
personstheir results and them receiving treatmenthave been reported as key issuesin the
literature concerning screeningin non-medical settings. These issuesare less commonly
cited in studies within clinic-based settings, as there is a different infrastructure in place,
such as contact information for patients. This part of the chapter considerstheseissuesin
relation to work undertaken in non-medical settings. Some research suggests that,
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certainly with effort, infected personscan be successfully treated and partner notification
undertakenin non-medical settings.
Since many non-medical screening studies have used convenience sampling, with little
baselineinformation collected on the potential screeningpopulation, it is often difficult for
participation ratesto be reported. Despite this, participation ratesin non-medical screening
studieshave beenreported in two ways: firstly, somehave reportedthe proportion of those
approachedwho were tested; and secondly, other studies report the time taken to recruit
participants. When researchershave estimatedthe proportion of those approachedwho
provided a sample for testing, participation ranges from 14% (Gunn et al. 1998) (peer
outreach workers approachingadolescentsin non-facility settings, such as parks, athletic
fields and street comers) to 100%, (McKay et al. 2003) (new recruits to a military
barracks). Similar studies report participation to be high: 87% acceptedthe offer of
screening at a further education college (Low et al. 2003) and 60% of men provided
sampleswhen approachedat a university sportsarena(Powell et al. 2005).
In other studies, the time taken to recruit sampleswas given. In one study by Joneset al
(2000) 31 events were held at various non-medical settings in Missouri, USA, such as
homelessshelters,soup kitchens and bars, during which presentationswere made or tables
were set-up and passers-bywere recruited (resulting in an average3.2 hours per screening
session). In all, 277 men and women participated (40.8% were male) by providing a urine
sample. Outreachworkers in a study conductedin QuebecCity, Canadawere able to test
626 men and women in 6 months (Poulin et al. 2001); in another 31 samples were
collected over a 6-week period as the result of a massmedia campaignto encouragecareseekingbehaviour (Oh et al. 2002). A study similar to that of Poulin and colleaguestook
20 months to test 486 young men from facility and field settings in Denver, Colorado
(Rietmeijer et al. 1997). The highest participation rates appear to occur when there are
staff present to encouragetesting uptake and provide further information. In addition,
military settingsachievea high participation. This, in part, may be due to the testing being
offered as part of the entrancemedical examination, during which a sample of urine is
provided (Gaydoset al. 1998; Lechner et al. 2002; McKay et al. 2003; Shaferet al. 1993).
Some studies using non-medical settings have also gathered background data on
respondentsin the field settings. In one study, peer educatorswere trained to approach
young men and women in informal field sites where youths "hang out", such as parks,
street comers and car parks, but also in facilities (such as community/recreationcentres),
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Surveys were conducted at the same time and 77% of questionnaireswere completed
during 496 'screening encounters". Data such as demographicvariables, risk factors and
condom use were collected from 376 young men. The authors found that the young men
who agreedto provide a urine sample for testing in the field settings,comparedwith those
who gave a samplein facility settings in the study, reported significantly more risk factors
for infection, which included: had vaginal sex in the past 30 days, currently dating and
field
infection
from
in
6
The
the
of
prevalence
of
number sexual partners
past months.
participants was significantly higher than that of facility recruited participants (11.9%
comparedwith 4.4%, respectively).
In a similar study, also conductedin the USA, a brief questionnairewas completed by all
in
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bars
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facilities,
and
such
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residence
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et al. 2000). The brief survey elicited demographicdata, symptom status, sexual history
and written consent. A total of 277 personswere screenedat 31 events at 20 different
in
last
The
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sexual
sites.
mean number of reported
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months was 2, and 69.5% of respondentsreported they did not use a condom at last
intercourse. Younger age was associatedwith infection status,with 13.6% of people age
24 or younger infected compared to a 6.1% prevalence overall. However, gender, race,
symptom status, and condom use at last intercourse or number of sexual partners in the
infection.
did
likelihood
three
months
past
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Few other studieshave gatheredsuch information on risk factors; therefore,it is difficult to
detennine to what extent the 'worried well' are participating in non-medical screening.
That a high prevalence of infection is found in asymptomatic hard-to-reach groups of
youths suggeststhat it is not the 'worried well' that are participating.
The prevalenceof chlamydia infection found in non-medical settings, among those tested,
(Jones
by
from
3.6%
Among
28.3%
to
the
et al.
gender.
varies
women
prevalenceranges
2000; Klausner et al. 2001; Oh et al. 1998; Poulin et al. 2001; Stock et al. 2001); among
men 1% to 9.8% (Gunn et al. 1998; Joneset al. 2000; Low et al. 2003; McKay et al. 2003;
Oh et al. 1998; Poulin et al. 2001; Powell et al. 2005; Rietmeijer et al. 1997; Stock et al.
2001). In addition, multi-site testing studies have shown that the prevalenceof infection
varies by setting (Joneset al. 2000; Marrazzo et al. 1997a;Rietmeijer et al. 1997; Shafer et
al. 1993). In addition to genderand setting, age is also a factor affecting the prevalenceof
9A phraseusedby the authorsto refer to the time spentapproachingyouths in field settings.
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infection detected in testing. Studies testing asymptornatic people in non-medical settings
consistently find higher prevalence in the younger age groups, specifically those aged
under 20 years.

Notifying personsdiagnosedas positive for chiamydia infection posesparticular concerns
for a non-medical control approach.If young people are approachedin settingswhere there
is no accessto their contact information then participants would either need to call a
number to obtain their result or such inforination would need to be obtained from the
individuals within the setting so that participants could be contacted with their result.
Thus, many studieshave relied on either requestingparticipants call for their test results or
obtaining contact information at the time the sampleis obtained. Of thesetwo approaches,
is
infori-nation
be
to
contact
provided at the time
notification appears
most successfulwhen
of screening. In one study, with men who have sex with men (MSM), only 19% of
participants who provided a sample,and 22% of those testing positive, contactedthe clinic
within 6 weeks of the initial contact at the entertainmentvenues(Debattista et al. 2002a).
Other studies,which have collected contact information at the time of testing, report much
higher notification of results: in one study those who tested positive were contactedby
information
the
staff
contact
given at the time of screeningand 100% of people
clinic
via
testing positive were contacted(Joneset al. 2002). In similar field basedstudies 95% of
street workers were notified (Poulin et al. 2001) and 97% of young men testing positive
by
(Rictmeijer
1997)
contacted
et
al.
study staff. In anothermore recent study, young
were
men were contactedwith their results via mobile telephone or by e-mail and all received
their results, with 70% choosingto be contactedvia mobile telephone(Powell et al. 2005).
Thus, obtaining contact inforination at the time the sample is provided is an important part
of any non-medical screeningstrategy. However, the utility of any chlamydia screening
it
is
lies
in
identifying
infected
notifying
results,
crucial
not
solely
persons
and
prograrnme
to the control of infection that infected personsare also treated.
Most non-medical screening approacheshave reported high treatment rates: 97% of
persons were treated in an average of 8 days with directly observed therapy in Denver
(Rietmeijer et al. 1997),91.7% were successfullytreated in another(Joneset al. 2000), and
100% of infected personswere successfully treated in another study (Gunn et al. 1998).
These studies involved opportunistically approachingyouths in parks, street comers and
other outdoor settings and offered treatment in the field. In one such study, respondents
who tested positive for a STI at a mobile clinic were requested to attend a clinic for
treatment and 90% were treated (Kahn et al. 2003)..Although such studies report a high
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percentageof respondentsreceiving treatmentafter participating in a community approach
to screening, there is variation in the time taken between notification of results and
treatment noted in the literature. Three studies in the literature report the testing-totreatment interval (Rictmeijer et al. 1997). Of these, the shortest times were associated
with treatmentbeing provided in the field (Rietmeijer et al. 1997), when test results were
faxed to respondents' doctors (Jones et al. 2000), and the length of stay at a juvenile
detention centre (Oh et al. 1998). Clearly, these emerging data suggest that ensuring
respondentsreceive treatment is an important consideration in the design of a screening
approach. Treatment of potentially infected partners is also a key consideration in the
literature and raises methodological questions for non-medical approachesto chlamydia
screening.
Partner notification is the processof contacting partners of infected personsand advising
them they may have been exposedto an infection and to urgently seek medical attention.
Partner notification was recognised as important in STI prevention in 1942 in the LJK,
under DefenceRegulation 33B (Cowan et al. 1996). This health regulation was repealedin
1947. In 1968 the first official document to outline the partner contact process, the
National Health Service [Venereal Disease] Regulations, was published, which was
supersededin 1974. Theseregulationsare still in place today. In the UK, Health Advisers
who are attached to GUM clinics undertake the majority of partner notification. The
theory behind partner contactis that pre-and-asymptomaticinfections can be identified and
treated,thereby preventing the unknowing onwardstransmissionof infection, and therefore
interrupting the chain of transmission. When patients at GUM settings are diagnosedwith
an infection, they are counselled on the availability of partner notification during their
treatment.

Few non-medical screening studies report the number of contacts traced or describe the
strategy in place to contact partners of infected individuals. However, in those where
information has beenreported,a high number of infected personsare counselledon partner
notification, with many partnerssuccessfullycontactedand treated. In one study, despite
young men being recruited from parks, alleys and street comers, 75% of the partners of
infected mate youths were contactedand treated(Gunn et al. 1998). 'In a population study
with postal testing, the partnersof women with positive chlamydia tests diagnosedin GP
clinic settings were contacted by two methods to assessthe most effective method
(Andersenet al. 1998). Women in the intervention group were supplied with a home urine
test kit to give to their partners(to be analysedsubsequentlywith the PCR method); in the
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control group women were asked to provide their partners with an envelope, in which a
requestto seek treatmentat a clinic was made. In the intervention group, 68% of partners
were contacted,comparedwith 28% in the control group. Furthermore,there was a trend
for the partners of women in the intervention group to be tested earlier than those in the
control group (meandelay time 12.7 days comparedwith 17.7 days,respectively).
Simms et al suggestthat diagnosisis not a valid outcomemeasureto evaluatesexualhealth
intervention: if patients identified with infection are not treated then they are lost to
follow-up, which in turn results in poor ratesof partner notification, increasedlikelihood of
further transmission,reduction in the impact of testing on incidence, and increasedrisk of
complications, especially in women (Simrns et al. 2001). Treatmentand contact tracing is
a fundamental part of a screening strategy if it is to be effective in controlling, and
ultimately reducing, incidence,and possibly the associatedsequelae.

Home testing
Whilst opportunistic approachesto screening primarily target subpopulations, such as
clinic attendeesand those found using non-medical facilities, population-basedapproaches
have been evaluated as an alternative strategy of controlling transmission of infection.
However, few population based systematic screeningprogrammeshave been carried out
and attempts to validate selective screening criteria have shown poor performance
(Macleod et al. 2005b).
Postal testing is the most commonly cited population level approach in the literature.
Postal testing has been used as one approach to target populations who do not access
specific sites, even non-medical settings. Postal approacheshave been made possible due
to the introduction of urine-basedtesting. A number of large-scalestudieshave utilised a
postal approach to screening,such as the large feasibility surveys in the Netherlands, as
well as other crosssectionalsurveys,such as the UK ClaSS study in Bristol (Macleod et al.
2005c; van Bergen et al. 2005). Postal testing has been used to assessprevalence,the
willingness to acceptthe offer of screeningvia this method, the effectivenessin screening
partners of chlamydia infected persons as well as a method of re-screening(Kjaer et al.
2000). The prevalenceof infection found in thesestudies among young men rangesfrom
1.2% in male undergraduates(Rogstad et al. 2001), to 7.8% from screening that was
initiated through advertisementsin the media (Andersen et al. 2001); in females, the
prevalence of infection found using mailed specimens ranges from 2.5% in a cross
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Whilst the uptake of urine-based chlarnydia screening was high as part of the second
Natsal, in anotherstudy the uptakewas low. Between2002-2004the Men's Health Forum
initiated a study to assessthe feasibility of offering men screening for chlamydia by
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collecting a 'kit' from colleges and workplaces (The Men's Health Forum 2005). Men at
the participating settings in England could collect a kit from a toilet or other 'male-only'
area, take it home and supply a sample of urine for postageto a laboratory. Postersand
leaflets were distributed in the settingsone week prior to the availability of the testing kits,
to draw attention to the study. The participation rates were estimated based on those
eligible for testing, and number of kits taken from the venue. In the college setting 100
kits were removed and 41 samples(41%) were returned to the laboratory; in the workplace
settings 2,359 kits were taken and 285 (12.1%) returned to the laboratory. The prevalence
of infection was only reported for the workplace settings (1%), with a 3.4% prevalence
found in men under 30 years. In contrast to the Healthy Respect project (described in
Chapter VO),77% of kits were usedby men. As such, and in contrastto Natsal 2000, that
no person was present to motivate young men to seek testing may have been a factor
affecting the low uptake of screeningin this study. Recent researchsuggeststhat single
recruiter approachingindividuals is less effective at recruiting young people into screening
(Ivaz et al. 2006).
As with all research,bias can influence the results of postal surveys. If core 'at risk'
groups are under or over-representedthen this will impact on results. Postal testing is
often initiated from GP lists, so thosewho are not on lists or who do not accessa phan-nacy
are not included (Bates & Rogstad2000). This potentially addsbias to such studiesas they
may be under or over-representingat risk 'core' groups, which will affect results and make
it difficult to extrapolateto the generalpopulation.

Other non-medical settings
With regards to other non-medical settings, screeninghas been offered to new male and
female military recruits, with a high prevalenceof infection found - ranging from 2.7% to
15% (Brodine et al. 1998; Fioravante et al. 2005; Gaydos et al. 1998; Lechner et al. 2002;
McKay et al. 2003; Shafer et al. 1993; Stary et al. 1996). Screeningof female recruits has
revealeda high prevalenceof infection, ranging from 2.7% to 15.0% (Brodine et al. 1998;
Lechner et al. 2002); in men 3.4% to 11.0% (Brodine et al. 1998; Lechner et al. 2002). A
high percentageof theserecruits were asymptomatic,for example,in one recent study with
798 male military recruits who were screenedas part of their routine medical examination,
9.8% were infected with chlamydia and 88% were asymptomatic(McKay et al. 2003). Re10 Healthy Respectis a Scottish Executive ftinded Demonstrationproject,
within which chlamydia screening
has been piloted at further education colleges in Lothian, Scotland. Postal testing kits have also been
made available in High Street stores, such as Boot and Fopp, which persons can take home, provide a
urine sampleand post themselvesto a laboratory for testing.
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Screeninghas also been offered to juveniles in young offenders institutions in the UK and
USA (David & Tang 2003; Mrus et al. 2001; Oh et al. 1998; Pack et al. 2000). A high rate
of infection has been found in thesesettings of between 8.8% and 28.3% (Oh et al. 1998).
Chlarnydia prevalenceamong male detainedyouth under 20 years of age has ranged from
8.8% to 12.4%,which is as high as the prevalencefound in GUM settings (David & Tang
2003; Oh et al. 1998). The high ratesof infection found in both female and male detained
youth suggest an urgent need to detect and successfully treat these infections before the
youths are released and possibly spread the infection. The high risk sexual behaviour
reported by many respondentssuggeststhat further transmissionis a significant possibility
(David & Tang 2003). Indeed,David and Tang (2003) suggestdetainedyouth populations
bear similarities with young male GUM populations, with regards to prevalence of
infection detected,high risk reportedsexualbehaviour and previous history of STIs.
There are, however, setting specific issues with screening for chlamydia in young
offenders institutions: transfers and court casesoften becomeproblematic for successful
treatment, partner notification and follow-up. In addition, confidentiality is not always
possible during partner notification sessionsdue to the presenceof a guard (David & Tang
2003). Nevertheless, a high rate of asymptomatic infection has been found among
incarceratedyouth: Pack et al (2000) found 84% of personstesting positive for chlamydia
were asymptomatic. A self administeredsurvey was conductedwith 87 male youths in one
study to assessthe level of knowledge of chlamydia and the factors associatedwith a
reportedwillingness to be screenedfor chlamydia (Blake et al. 2003a) . Forty-one per cent
thought it was possible to die from chlamydia but 90% were willing to be tested for
chlamydia using a urine test. The authors concluded that dispelling the myths and
providing young people with more information about chlamydia may be necessaryto
motivate male youth to seek testing.(Blake et al. 2003a) In a similar study, the authors
also suggestedthat educationand community servicesare necessaryto break the cycle of
infection for this high-risk population (Kelly et al.).
Chlamydia screening has also been offered to student populations; the prevalence found
among young males tested in college or university se.ttings varies from 2.2% to 8.4% (Lee
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et al. 2005; Stock et al. 2001); in women the prevalencerangesfrom 2.2% to 10.6% (ka et
al. 2005; Lee et al. 2005). The method of approaching students and inviting them to
participate in screeningdiffers. Some studieshave contactedstudentsby mail and offered
them screeningby attending a lab or clinic facility to provide a sampleof urine for testing
(Stock et al. 2001). Others have offered health promotion sessionsin further education
colleges followed by screening(Low et al. 2003). In the study by Low et al (2003) only
those who attendedthe sessionswere offered screening; therefore those who lacked the
motivation or understanding to attend the health promotion event were not reached;
however, the 9.2% prevalencefound by Low and colleaguesmay suggestthat those who
considered themselvesto be at risk of infection did in fact attend the events. With no
information collected on non-attenders,this remains conjecture. Postal initiated testing
with male undergraduatesyielded a 29.1% uptake in another study (Rogstad et al. 2001).
In contrast, a large community programme, which involved 158 sites, including further
education colleges and universities (n=16), in which young men and women were
approachedin each setting and offered opportunistic screening,reported a high uptake of
screeningin the educationalsettings (Bauer et al. 2004). Bauer et al also reported a high
treatment rate of 93.8%, with an atypically higher prevalenceof infection found in young
men (4.8% comparedwith 3.6% for women).

Summary
'Innovative' approaches to offering screening have been suggested (Department of Health
2001b).

The review of chlamydia screening discussed the potential for clinic-control

efforts to be ineffective in reducing and/or eradicating chlamydia. Various barriers to the
effectiveness of opportunistic approaches and population-based approaches were discussed
including accessibility, knowledge and the extent to which various approaches effectively
reach at-risk persons. Offering screening to key at-risk groups, such as those under 25
years in clinical settings, will obtain a large coverage. GUM and family planning clinics as
well as general practice have detected a high prevalence of infection among persons under
25 years. Despite this, there will inevitably be those who are 'missed', whether this is due
to their lack of care-seeking behaviour, poor access to services by virtue of geography or
not receiving the offer of screening when attending health care settings. Given the weight
of focus of screening upon women, many of these persons could be young men.

The CMO's Expert Advisory Group acknowledged that the lack of evidence on the
effectivenessof screeningin heterosexualmen, male attitudes about reproductive health,
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influenced
difficulty
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their recommendationson screening
accessing
and
in
young men
(Fenton 2000). Young men especially are widely believed to be an intractably difficult
group to reach and engage. However, the results of researchusing non-medical settings
it
is
feasible to
have
that
and outreach strategies
shown
young men are contactable and
offer them screening via alternative routes. Some of this work has required flexible
approachesto engaging with young men and women, who may never have heard of
chlamydia, or at least have a poor knowledge about the need for prompt testing and
treatment to reduce the possibility of developing complications and spreading
asymptomatic infection. Nevertheless,emerging findings are promising and suggestthat
there is willingness among these 'hard-to-reach' groups and that more 'innovative'
methodsare feasible.
There is still, however, a lack of data on young men and women's views towards screening
being offered in non-medical settings, especially young men's. Qualitative work has
largely been conductedwith female GUM clinic attenders. These study populations may
have different views and needsthan their female peers who may not accessGUM clinics.
Neither might the views of women be extrapolated to those of young men. Whilst
is
best
in
to
to
the
setting
offer
screening
continuing assess
method, approachand
which
important to strengthenthe evidence-base,there is also a strong caseto obtain young men
and women's views regarding the actual experience of being offered screening in nonmedical settings.
This study aims to establish screening in various non-medical settings. The views of
young men and women were also obtained to contextualise the uptake of screening and
assessthe barriers and supports to screeningin the study settings. Understandingyoung
in
behaviour,
to
people's care-seeking
willingness participate chlamydia screening,as well
as their views towards screeningcould be crucial to the design and ultimately successof
screeningapproaches.The next chapteroutlines the methodology and methodschosenfor
this study as well as a description of establishing screening in the pilot setting and the
approachmade to the non-medical settings for the purpose of establishing the main study
settings.
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Chapter 3
The Research Methods
This study was designedas a mixed-methodsstudy, using both quantitative and qualitative
methods. The chapter gives an account of the choice of methods within a discussion of
their appropriatenessfor use in sensitive research.The chapter then goes on to outline the
reasons for choosing the fieldwork settings and method of data collection. The ethical
considerations this study raised are discussed, including the importance of informed
consent. In addition, throughout this chapter a consideration of the implications of the
sensitive nature of this research is discussed in relation to all aspects of design,
implementationand analysis.

Aims and research questions
Although screeningfor chlamydia is currently offered in a variety of healthcaresettings,a
large number of young at-risk personsmay not receive testing or screening. The previous
chapters outlined barriers to clinic-based approaches,including problems with access.
How best to establish screening in non-medical settings remains unclear as the data
available in the literature is limited.
I

However, the current climate supports more

innovative approachesto offering screening to those persons at risk but currently not
receiving the offer of screening. The purpose of this study was to assesshow feasible it
would be to establish chlamydia screening in non-medical settings and, if successftil,to
assesshow willing young men and women would be to accept the offer of screening in
thesesettingsby providing a urine sample.
The main aims of the study were to determine the feasibility of offering testing for
chlamydia in non-medical contexts; to assessthe relative willingness to be tested for
chlamydia in non-medical settings; and, ascertain the knowledge and understanding of
chlamydia on the part of young men and women.
The study examinedthe following researchquestions:

*

Is offering chlamydia testing in specific non-medical settings feasible, in
relation to accessto settings and casewith which participants can provide a
in
sample non-clinical locations?
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offer of a chlarnydia test (by urine sample)?
"

What is the extent of young men and women's

"

What are young people's
in non-medical

knowledge

views towards chlarnydia

of chlarnydia?

screening being offered

settings?

Methodology
The design of this study was driven by the researchquestions.As such, the methodology
and methods employed in this study were arrived at via a pragmatic decision-making
course. The pragmatic approachconsidersthe researchquestion to be more important than
either the method or the worldview that is supposedto underlie the method; in other words,
such an approachuses"what works" (Howe 1988).As Howe (1988) explains:
'... why should paradignis deternzinethe kind of work one inay do with inquby any
niore than the anzountof ilhanination should deterinine Wiere one inay conduct a
search? ...Escheiving this kind of "tyranny of inethod" (Bernstein, 1983) - of the
episteinological over the practical, of the conceptual over the einpirical - is the
hallinark ofpragnzaticphilosophy. '(p. 13)
Part of employing this process in this study included considering the use of both
quantitative and qualitative methodologiesas being appropriatefor use in this study. Prior
to the emergenceof a pragmatically oriented methodology, two dominant social science
paradigms or models vied for superior position. The quantitative-qualitative debate,or
'paradigm wars', in social science research,which came to prominence in the 1960s is
often described as centring on the different theoretical, ontological, epistemological and
logical underpinnings of each paradigm (Bryinan, 1988). Each researchmethod is based
(ontology),
a
of
assumptions
concerning
reality
on particular paradigm, a patterned set
knowledge of that reality (epistemology), and the particular ways of knowing that reality
(methodology). Rich and Ginsburg (1999), however, argue that the presentation of
quantitative and qualitative researchbeing diametrically opposedis artificial. This position
underlies a general debate in the methodology literature about combining approaches
(Tashakkori & Teddlie 1998). Essentially, despite the apparentpolarised epistemological
positions of quantitative and qualitative approaches,there is now support for combining
quantitative and qualitative methodsin research(Bryman, 1988). Combining methodscan
capitalise on the strengthsof each approachwhilst at the same time compensatefor the
weaknessesof each: as Punch (1998:243) suggests,combining approachescan often
increasethe 'scope,depth andpower of research'.
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This study used a combined methodology. The aims were to assessthe feasibility of
important
it
felt
in
to
settings
was
offering chlamydia screening various non-medical
and
attempt both breadth and depth, as Punch (1998) has argued. In the first instance,it was
important to gain a broad profile of the individuals in each of the three settings, the
percentagewilling to provide a sample and their general views of the appropriatenessor
otherwise of the settings. Additionally, it was recognisedthat in public areasindividuals
may not feel comfortable to discussin any depth their views towards chlamydia screening
being offered in various non-medical settings, the relevant aspectsof their sexual history
and reasonsfor being willing or otherwise to provide a urine sample for chlamydia testing.
Studies of sexual behaviour have often used a mixed method approachbecauseassessing
sexual behaviour can be challenging due to its sensitive and private nature, as well as the
complex interplay of factors that produce individual behaviour (Fenton et al. 2001b; Rich
& Ginsburg 1999). Thus, following examplessuch as Natsal (Johlison et al. 1994), which
employed a multi-method approach,it was felt that the,different researchquestionscould
be answeredusing the appropriatequantitative and qualitative methodology.
A quantitative approachwas considereduseful in this study as the type of data required in
this study permits the use of predetennined categories of measurementusing closed
questioning. Questions could therefore be collected in a standardisedway that would
permit comparisonsboth between and within the settings. Some commentarymade about
the relative strengths and weaknessesof the.different settings could be made. Although
this study was exploratory in essence,due to a lack of existing data on the topic, and was
therefore bereft of hypotheses,a quantitative approachwould nonethelessprove useful in
this study in a variety of ways. Firstly, obtaining numerical data, or quantifying the data,
would pen-nitsetting comparisonsacrosssettings as well as quantifying factors which are
associatedwith willingness to be screenedfor chlamydia, such as sexual lifestyles. In
essence,using a quantitative approachfor the purposeof describingparticipants could then
say something about the type of individual such an approach to screening could reach.
Secondly, data collected using quantitative methods are mostly analysedusing statistical
analysis. The resultant data is used to make deductive generalisationsabout a phenomena
(Sarantakos1998).

Whilst it was an objective of this study to compareviews acrossand within the settings,
there was also a concernto gain a deeperunderstandingof the effect the settingsmay have
upon individuals and how beliefs about behaviour, knowledge and screeningcould affect
individuals' participation in the offer of screeningin thesenon-medical settings. The study
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was specifically concerned to gain a deeper understanding of young people's sexual
lifestyles, attitudes and views towards screening and a qualitative approachwould allow
for such data to be collected. Obtaining this data from respondentsis an important route to
consideringthe meaningsthat the young people placed on the requestfor screeningin nonmedical settings. What information that does exist has involved from GUM attendees,
women, and men who have sex with men (Duncan et al. 2001b; Lambert et al. 2005;
Scoular et al. 2001b). By exploring with men and women factors associatedwith their
participation (or not), the study would result in important findings that could bolster the
evidence-base. A key feature of qualitative researchis that it seeksto 'study...the social
ivoi-ld...fi-oin the point-of-view of those being studied' (Bryman, 1988: 46). Using a
qualitative approachin this study would thereforecomplementthe quantitative data.
Recent studies that have utilised a combined approach include those that are primarily
concerned with assessingthe most appropriate method to understand sexual behaviour
(Plummer et al. 2004); those exploring the best method to gain reliable and valid data on
sexualbehaviour (seefor example,(Coxon 1999;Plummer et al. 2004); (Copaset al. 2002;
Johnson et al. 2001a); and, prevalence and attitudinal studies with various populations
(Bachmannet al. 2003; Burstein et al. 2001; Johnsonet al. 2001b).
The most common approachto mixing methods is the triangulation design, which is 'to
obtain different but coniplenientmy data on the same topic' (Morse, 1991, p. 122) to best
understandthe researchproblem. Triangulation design brings together the strengths and
weaknessesof quantitative and qualitative methods. Combining methodscan either enable
a comparison of findings, such as statistical results with qualitative findings, or expand
quantitative results with qualitative data.
According to Creswell (1998), triangulation design has four variants: the convergence
model, the data transformation model, the validating quantitative data model, and the
multilevel model (as describedby Tashakkori and Teddlie, 1998) (Creswell 1998). The
differences between each of these variants rest upon firstly, how the data is collected,
secondly, the reasonfor the particular processof data collection, and thirdly, how the data
is then treated. In this study, the convergencemethod was used. This more traditional
model of combining methods involves collecting and analysing data on the same
phenomenonseparatelythen converging the results during the interpretation. The analysis
of study data collected from both approacheswould be conducted separately and then
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phase. More detail regarding the analysis of data

will be given later in this chapter.
Regarding the timing, or sequence,of the data collection in this study, a concurrentrather
than a sequential approachwould be the most pragmatic choice since the study involved
recruitment from various field settingsin which both types of datawould be collected. The
weighting of each method in a mixed method design can vary: either quantitative or
qualitative data can be accordedrelative priority or importance or both can be accorded
equal status. Both quantitative and qualitative data would be used in this study to draw
conclusionsabout the researchquestions,and both were given equal statusin this study. In
other words, where as in some studies a qualitative approach is used to infonn the
developmentof a quantitative approach,or vice versa, this study accordedeach approach
equal statusfor the purposeof exploring a phenomenon(Tashakkori & Teddlie 1998).

Gathering the data
The methods literature acknowledgesthe difficulties with studies of sexual behaviour and
this was borne in mind when the study methods were designed. Both the quantitative
survey and qualitative interview were chosenfor use in this study. The decision to employ
participant observationtechniquesduring data collection in each of the study settings was
as a consequenceof conducting the pilot. This finding as well as the developmentof these
instrumentswill now be outlined in this sectionof the chapter.

Choosing and developing the survey
For reasons of practicality as well as methodology, the SAQ was considered the most
appropriate method to use in this study. Self administered questionnaires(SAQ) are a
commonly used method of eliciting information on sexual behaviours. SAQ have been
used in large-scaleprobability sample surveys,such Natsal 1990 and 2000 and the USAbased National Health and Social Life Survey (Couper & Stinson 1999) and state-wide
cross-sectional survey (Torkko et al. 2000), as well as in smaller surveys using
conveniencesampling (Shafer et al. 1993; Slonim et al. 2005). The SAQ was used in this
study as it would allow for the collection of standardisedinformation in a way that would
enhance privacy for respondents, and also encourage participation in this potentially
sensitivestudy.
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Further reasonsfor using SAQ in this study include the higher responserate than mailed
questionnaires (Oppenheim 1992; Robson 1993), in part due to the positive influence
by
in
have
the
to
survey,
researchers can
upon respondents' motivation
participate
conveying the importance of the study, the 'legitimacy', as well as encouraginghesitant
respondents(Arber 1993). Given the emergingevidence from the literature regarding the
poor knowledge of chlamydia among young people, the presence of a researcher to
motivate respondentsto participate could be important to successful uptake; therefore
SAQs were chosen.
It was decided that the pen and paper (P&P) method of SAQs would be the most
appropriatefor use in this study. Although other, more newer methods, such as internetadministeredand CASI, also enhanceprivacy, there were issuesspecific to this study such
as time limitations, costs and lack of availability of computer software which precluded
their use in this study. The study was not designedas a postal study. Instead,respondents
would be approachedin each setting and askedto participate in the study by completing a
questionnaireand provide a samplefor testing (they could choosenot to provide a sample
in
in
later
be
detailed
the
the chapter).
shall
and remain
study - more of which
The questionnairewas developedto assessa rangeof aspectsincluding knowledge,beliefs,
it
bome
Appendix
(see
When
developing
3).
the
and
experiences
questionnaire,
was
views
in mind that it would be administeredat thesame time as the offer of screeningwas made
to respondents. The survey would also collect data from all study participants and so key
issuespertaining to the feasibility of non-medical chlamydia screeningcould be collected
from all people in the study. This was bome in mind when developing the questionnaire.
In addition, there was also a qualitative component to the study planned. As such,
important concernsduring the design of the questionnairecentred upon the practicality of
conducting a survey in the non-medical settings,the willingness of respondentsto engage
both
a survey and screening as well as collecting reliable and valid data on the
with
phenomenon.
Reliability concernsin quantitative researchrefer to the degreeto which a measurement,
given repeatedly,remains the same; or the stability of a measurementover time (Kirk &
Miller 1986). Reliability then is a measureof consistency. If a test is reliable the results of
its repeatedadministration will differentiate membersof a group in a consistent manner.
Usually, reliability in quantitative research is evaluated by calculating the correlation
coefficient between the two administrations of the test in the same groups of people
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In this study, however, such measures were not planned as

approach was being employed as a means to describing the participants

in

screening.

The reliability of data collected in this study could potentially be low due to the many
potential environmental factors that could prohibit the replicability of the study findings,
such as the interviewer effect and bias in the sample. Nevertheless,the author planned to
administer the survey in a consistentmannerwith all respondentsin eachsetting. In other
words, the study was plannedso that the author would approachyoung people in eachnonmedical setting to invite them to participate in the study by providing the sameinforination
in the sameway to all young people approached. Further the author planned to approach
all personswhom appearedage-eligible and not simply 'fiiendly-looking' personsor those
who were locatedthe most conveniently in the study space.
Validity in quantitative researchrefers to the degreeto which the researchtruly measures
that which it was intended to measure and actually reflects the concept to which it is
supposed to be referring; in other words, how truthful the research results are. It is
imperative in sexualbehaviourresearch,as indeed it is with many other topics, that the use
of language,the topics of questionsand the topic of the study are understoodby subjects
on a level that the researcherintended. What people understandby sexual intercoursemay
differ and if this occurs then the validity of the instrument could be compromised. In this
study due attention was paid to existing work that has piloted sexual behaviour questions,
such as the Natsal and ClaSS studies, so that questions put to respondentsin this study
could be used with confidence regarding their validity (Fenton et al. 2001a; The ClaSS
Study Group 2001).

Reliability and validity issueswere consideredalongside the importance of the sensitivity
of the topic of this study, and how that could affect the design of the study. In this study,
young people would be askedto provide information about their sexualbehaviour but they
would be asked for this infon-nation in public settings. How far the setting itself would
affect the sensitivity of this study remains largely unknown as there is little information in
the data to suggestthe impact. That which doesexist certainly suggeststhat with effort and
information provision young people do participate in screening in less than private
circumstances,as the literature review chapter outlined (Gunn et al. 1998; Poulin et al.
2001; Rietmeijer et al. 1997). Fenton et al (2001), for example, found that participants in
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the secondNATSSAL were less likely to provide a urine sample for chlamydia testing if
there was a personpresentin the room, other than the researcher.

Choosing and developing the interview
A variety of qualitative approacheshave been used in sexual behaviour and STI research:
focus
interviews
techniques,
groups, to name
and
participant observation
semi-structured
just a few, have been used in researchon STIs and have highlighted the importance of
lifestyle, contextual and social behavioural factors as being crucial determining factors on
in
behaviour
(Power
is
1998).
Qualitative
appropriate
examining
risk
research particularly
sensitive issues as it is considerednon-intrusive and subtle (Power 1998). In addition,
complex issuessuch as perception of risk, meaning of sexual health to young people, as
depth
factors
in
be
using qualitative
as
uptake
can
well
aff6cting
of screening
explored
methods. Interviewing remains the most common method used in qualitative research.
The semi-structuredinterview, in particular, is one of the most frequently used qualitative
it
as
methods
allows comparability acrossinterviews but also scopeto probe responsesand
thus elicit deeperand richer information. An advantage of the semi-structuredinterview
for sensitive researchis that it guaranteesthe confidentiality of respondents' responses.
Focus group inter-views were considered inappropriate in this study, as they cannot
guaranteeconfidentiality for the individuals in the group, an issue that could be crucial in
the respondent'sdecision to participate in a situation where their sexual experiencesare
being discussed. Focus and group interviews are useful methods with which to explore
'people'S experiences,opinions, ivishesand concerns'(Kitzinger & Barbour 1999), but in
this study it was important that respondents be offered an environment to discuss
potentially sensitive topics that was more private than the study setting. In this way,
in
(or
assessingwhy young peopleparticipate not) screeningcould be ascertained.
Semi-structuredinterviews are a useful techniqueto explore lifestyle and contextual issues.
Whilst semi-structuredinterviews follow a thematic guide and are flexible enoughto allow
interviews,
beyond
less
face-to-face
than
the
they
structured
survey
answers,
are
probing
which ask eachpersonthe samequestion in the sameway. Semi-structuredinterviews are
said to allow interviewees to answer on their own terms provide a structure for
comparability that unstructured interviews do not offer (May 1997). Semi-structured
interviews were also used as they offer confidentiality for interviewees, which may
facilitate rapport and encourage the interviewee's willingness to report sensitive
behaviours. Interviews have been used to explore people's experiencesof taking part in a
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(Fenton
Natsal)
feasibility
(for
et a]. 2001a) as well
updated
survey
an
chlamydia screening
as to explore people's attitudes and views towards screening and follow-up in clinical
data
been
has
(Pimenta
Each
2003b).
to
these
on
used
collect
approaches
et a].
of
settings
it
is
beliefs
This
the
qualitative
research:
strength
of
and meanings.
experiences,views,
enablesan exploration of the 'subjective experiencesofsocial actors'(Power 2002).
The interview guide developed for use in this study was designed to addressthe main
research questions, concerning the extent of young men and women's knowledge of
in
towards
chlamydia, young people's views
chlamydia screening non-medical settingsand
factors associatedwith their willingness to provide a sample in these community settings
(see Appendix 3). In addition, the interviews also addressedthe wider factors that may
have affected respondents'views towards their sexual health, to contextualisetheir views
and beliefs.

The decision to incorporate participant

observation

During the pilot phase,the author gainedinvaluable information from both participants and
non-participants in the settings from the numerous verbal interactions. Views towards
by
this
the
were
offered
utility of
a variety of young
screeningand opinions on
approach
invaluable
in
by
data
be
felt
It
the
the
that
this
could
an
author
people
pilot phase. was
source of additional setting-relatedinformation, which could be used in an assessmentof
feasibility. As such, although participant observationwas not originally incorporatedinto
the design of the study, a decision was taken after the pilot phaseto use fieldnote diaries as
an additional data source.
Despite the advantagesof both questionnairesand qualitative interviews, they both rely on
self-reported data. Observational methods, such as participant observation, whereby
behavioursor eventsare observedin their natural setting and recorded,negatethe need for
a reliance on the participant's viewpoints and/or perceptions. Rooted in social
in
by
Chicago
School
the 1920sand 1930s,
the
of
social
research
anthropology, and stoked
participant observation is said to lead to 'an empathic understandingof a social scene'
(May, 1997: 136). The variety of interactionsthe author would have when conducting the
field research, as well as the circumstancesexperienced, could contribute to a deeper
in
the
context
of
offering
screening
social
non-medical
understandingof actions within
settings.
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One of the main advantages of participant

is its flexibility:

observation

questions can be asked by a researcher of a research setting.
(1989) 'the inethodology

a myriad

of

to Jorgensen

According

observation seeks to uncover, make accessible, and

ofparticipant

reveal the meanings (realities) people use to make sense out of their daily lives' (Jorgensen
1989).

Conversations

with both age eligible users and those out with the target age range

invaluable

could proyide

insight

into attitudes towards

health issues. As such, these naturally
of rich and illuminating

occurring conversations

comments

screening

the response by young

made to the researcher

and sexual

could be a potential source

data on people's view§, beliefs and knowledge.

fieldnotes were taken, focusing primarily
the settings,

chlamydia

In each setting

on the experience of establishing the screening in

men and women
during

her time

to being

approached

in the settings.

and other

The researcher

subsequently made a conscious effort to ascertain the views and beliefs of all settings users
and make use of the time spent in the settings by also observing behaviours.
also taken of each person with whom the author approached.
in study participation
author)

then a tally

participation

A count was

If this approach did not result

(even if the person approached did not even stop to listen to the
mark was put in the diaries to represent

a non-participant.

The

in this study, as the next chapter details, was based on the fieldnote

tallies

kept throughout

the study.

If any reason was offered at this point for the non-participation,

such as 'I don't have time right now' or 'I have to go to a class' then the reason was also
recorded in the fieldnotes.

Despite the quantification

of data in this way, the fieldnotes
screening in three

were used primarily

to record the author's. experience of establishing

non-medical

As the 'here and now of everyday life' unfolded within

venues.

the settings,

the author began to witness pattems of behaviour associated with the response to the offer
of screening.

These patterns were recorded in the fieldnotes.

Data analysis
It is important to note that this is not a prevalence study, but rather one exploring the
feasibility of offering young people screeningin settingswhere they can be found in large
numbers. From the outset, the purpose was to make an assessmentof feasibility whilst
exploring young people's willingness to be tested. Prevalenceof chlamydia infection in
this study will be noted; however, given the non-representativenessof the sample
population, there is no attempt to generalise to the wider population of young people.
Subsequentchapterswill, however, offer a comparisonto existing studiesof prevalencein
similar clinical and non-clinical samplepopulationsin order to contextualisethe findings.
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Quantitative analysis
Statistical analyseson the questionnairedata were carried out using the SPSS statistical
package. Chi-squaretestsof independencewere used with categoricaldata, and constitute
the bulk of the analysesperformed on the quantitative data in this study. Significance was
set at p<0.05 and where associationsare highly significant the p-value will be reported as
p<0.001. Tables that present data from chi-square analyseswill provide the p-value to
note the level of significance. Interactions between setting, gender and age were also
assessedusing binary logistic regression. Oddsratio analyseswere performed to assessthe
odds of being willing to acceptscreening,by setting, genderand age.
Survey respondentswere asked to report their knowledge of the clinical features of
chlamydia, as well as subsequentassociatedsequelae and testing methods. The selfadministered questionnaire included five questions about knowledge of chlamydia,
including: how infection occurs, symptomsassociatedwith chlamydia infection in women
and men, associatedsequelae and testing method (see Appendix 3).

In addition, all

respondentswere then asked to answer 'True' or 'False' to a series of eleven statements,
with a 'Don't know' option provided. The true or false statementsreferred to the same
topics as the five questionsdescribedabove,only in more detail. Responsesto the true or
false questionswere allocateda score(one point for a correct answer,and one point for not
choosing a wrong answer,0 for an incorrect answer). The maximum score achievablewas
11.

Respondents' views towards chlamydia screening were assessedin the survey using Likcrt
scales, with available responses ranging from 'Very acceptable' to 'Not acceptable'.
Logistic regression was used to compare groups who were willing or unwilling to provide
a sample, and odds ratios (ORs) were calculated controlling for age, gender and setting.
Factors associated with
independence.

willingness

were also explored using Chi-square tests of

Analyses of willingness to provide a sample for testing (Chapter 6)

excluded respondents who reported they were not sexually active. Analyses of knowledge
and other factors included all respondents.

Qualitative analysis
Interviews were audio taped and transcribed verbatim. Interviews lasted between 25
minutes and lhour 40 minutes. The men and women who took part in interviews
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constituted a heterogeneousgroup, with regardsto their sexual experiences: they reported
a variety of sexual experiencesin their questionnaireresponses,from number of lifetime
in
far
have
their
to
the
type
to
thus
they
tended
sexual partners
experience,
of relationships
lives. Interviewees also constituted those who had either provided a sample for testing or
declined the offer. Thus, although every individual has their own narrative, and therefore
individual experiences,the accounts of these young people, with their differing sexual
experiences, views and behaviours, were nevertheless congruous in the ways that
knowledge and experiencesare drawn from socially constructedrealities.
Transcripts were read repeatedlybefore being coded in Atlas. Ti. Analysis was carried out
both 'horizontally' to suggest themes or concepts, as well as 'vertically', to indicate
individual differences in values, rhetoric or explanations. Individual transcripts were
initially read repeatedly and codes to identify emerging themes. Subsequently, the
recurring themes were identified across the transcripts. The study supervisors read a
subsampleof transcripts and emerging and recurring themeswere discussed. The analysis
of the interviews was therefore thematic (Aronson 1994).

For example, transcriptswere

read to identify reasonsfor participating or otherwise in the offer of screeningin the nonmedical settings in which they were a user. The emerging patterns were then grouped
under a heading of willingness to participate. At the same time, other themes that were
emerging from the data could then be linked with willingness to be screened,such as
knowledge and understandingof chlamydi.a. This gathering of themes and sub-themes
continued to obtain a comprehensiveview of the infonnation. At this point the author
referred back to the literature to provide valid argumentsfor the chosenthemes.Once the
themes were collected and the literature was been studied, the author formulated theme
statementsto develop a story line.
The participant observation data was part of a continual process of data collection and
analysis. Jorgensen(1989) refers to the 'analytic cycle' to refer to the lack of a distinct
stage of data analysis when using participant observation technique. During the early
stagesof this inquiry, the collection of information focused on gaining entr6e, observing
and gathering information. The analysis at this early stage was tentative and consisted
largely of uncovering problems associated with the practicalities of establishing the
issues
As
the
screeningopportunities as part of a researchstudy.
pertaining to this became
data
focus
defined,
the
to
was
on
collection as a primary activity. With
more
author
able
this amassingof materials, the need for additional material becameless important than the
needto concentrateon the analysisof thesematerials. Analysis was then performed on the
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fieldnotes in the first study setting prior to moving to the secondstudy setting. Common
themes that were emerging from the data, such as a genderedresponseto the offer of
screening, were further explored before leaving the first setting and continued into the
second setting. Where possible, the author asked questions of respondents(and where
necessaryfrom setting staff) to clarify emerging issuesor steer a line of enquiry that had
emerged. So the analysisand data collection were cyclical.

Ethical considerations
Given the sensitive nature of the study and the fact that young men and women would be
offered a test for a STI, which could return as positive for chlamydia infection, there were
various ethical considerations prior to the commencement of pilot work.

The 2000

'Declaration of Helsinki' provides a set of principles for all medical research,within which
informed consent constitutes a basic principle of the Declaration. Rule 22 states that
subject should understandthe research,anticipatedrisks and benefits. The principles in the
Declaration require that the benefits, risks and justifications for any research are both
scrutinised by external review and evaluatedby autonomous,inforined participants who
have had the opportunity to reflect upon the implications of the researchand to request
clarification of any issue(s) where necessary(Singleton & McLaren 1995).

Ethical

approval for this study was soughtand obtainedfrom the University of Glasgow Faculty of
Medicine ethics committee (seeAppendix 1).

Informed consent
Informed consent as been defined as a 'voluntary uncoerced decision made by a
sufficiently conipetent or autononiousperson, on the basis of adequate inforination and
deliberation, to accept or to reject soine proposed course of action which ivill affect
hinilber' (Singleton & McLaren 1995). Subject recruitment was carried out in accordance
with this definition and the elements of informed consent as outlined by Singleton &
McLaren (1995). Guidelines for medical professionalsregarding informed consentwere
also useful in this study and so they were referred to during the processof designing this
study. Although the author is not a medical studentor health professional,care was taken
to act in accordancewith current guidelines regarding obtaining consent, especially with
regards to screening. The GMC recommendsthat medical professionals '1vork oil the
presuniption that every adult has the capacity to decide whether to consentto, or refuse,
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proposed medical intervention, unlessit is shown that they cannot understandinformation
".
'
in
This was the approachusedin this study.
presented a clear way
Regarding capacity to provide consent, the Age of Legal Capacity (Scotland) Act 1991
statesthat young people have full (or 'active') legal capacity at 16 years. Young people
aged 16 years or older were invited to participate in this study. Chlamydia infection has
been increasing extensively in those aged under 25 years. This study therefore targeted
men and women aged 16 - 24, inclusively. All age-eligible subjects were given clear
information
before
the
they were asked to give
vritten
regarding
chlamydia
and
study
,
consentto participate in the study.
The sensitivenature of this researchsuggestedthat there was the potential for interviewees
to either reveal of request information for which the author was not sufficiently trained to
deal with or provide. For example, an interviewee could reveal they have been sexually
assaultedand becomedistressedrecounting this experience. As such, a decision was taken
that in the event that such an occasion should arise the author would have information
leaflets to hand on appropriateservicesto passon to the interviewce. On a different level,
it was also anticipated that there could be interest from respondentsabout GUM clinic
locations, information about other STIs as well as how to obtain condoms ". Information
sheetswere therefore collected from the Sandyford Initiative in Glasgow (a large sexual
health service in Glasgow city centre) to be made available to respondentswho may
requestsuch information from the author.

Study protocol
This section of the chapter details the approachthe author made to young people to recruit
them into the study, as well as the various materials designedand used in the recruitment
of subjects into the study. The protocol for contacting men and women with their test
results is also outlined. The planned approachand possible involvement of respondentsin
the study are illuminated in Figure 2.

" http://wwNv.gmc-uk.org/guidance/library/consent.
asp
12 At the time this study was being conductedGreater Glasgow Health Board were promoting the C-Card
scheme, from which young people can obtain condoms from more than 50 venues across the NHS
Greater Glasgow area, including health centres,clinics, phan-naciesand many more venues throughout
the community.
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Approach and recruitment
All young men and women aged between 16 and 24 years whom were using the study
settings at the time the researcherwas presentconsistedthe target study population. The
in
for
to
the
people
participate
young
study as an opportunity
researcher planned
in
be
In
desk
a main areaso as
study
positioned
each
setting
a
would
chlamydia screening.
to attract attention to the presenceof the screening. The researcherwould approach all
first
in
by
invite
them
the
to
to
completing a
study
age-eligible men and women
participate
survey and secondly to choosewhether or not to provide a urine sampleto be screenedfor
chlainydia.
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Figure 2: Levels of possible involvement

in the study for participants
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Various literature were designedto assist the researcherin providing young people with
infon-nationabout the study, chlamydia and of the screeningopportunity. These literature
were to be displayed on the study table and given to potential participants as part of
gaining consentto participate.
The author planned the approachas a consistentone in that it would be similar acrossall
interactions,regardlessof gender,age or setting. For example,all young people who were
approachedby the author were asked to complete the survey at that moment, rather than
take away with them to return at a later stage. The author was also aware to maintain a
consistent manner when approaching people so that, as far as is possible with human
interaction, the approachwould be similar for all those approached. In this way, any one
not wishing to take part would be doing so for a reasonbeyond the author's demeanouror
dress. As the next chapterwill describeand discuss,the experienceof approachingyoung
people revealed a particular genderedresponsethat in turn affected the way in which the
author approachedmen and women in the study settings. Nevertheless,and despite this,
the intention was to maintain a consistencyof approachthroughout the data collection.

Gaining consent
The initial study literature consistedof two leaflets: one gave infon-nationabout the study
and the other information about chlamydia (see Appendix 2). These leaflets invited men
and women to considercarefully the implications of participating in the study, including, if
they were to agree to testing, how they would feel if they were to receive a positive,test
result. Respondentswere informed in the leaflets, and verbally by the author, that they
could withdraw their participation at any point in the study. Once agreeingto take part in
the study men and women were then askedto sign two consentforms (one for the author to
keep and one for the respondentto keep) to indicate they understoodthe nature of their
participation and the implications of taking part (see Appendix 2). Respondentswere
informed that the study was a chlamydia screeningstudy and that they could be screened
for chlamydia as part of the study, by providing a urine sample. Respondentscould take
the time taken to completethe questionnaireto considertheir responseto the offer.
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Offer of screening
During the initial approach with respondents, the issue of screening was raised.
Respondentswere informed that this study included the offer of screening; also that they
could decline the offer of screening and remain in the study. The information leaflets
given to all personsat this point clearly conveyedthe following information: the purpose
of the screening; the uncertainties and risks attached to the screening process; any
significant medical, social or financial implications of screening for the particular
condition or predisposition; follow up plans, including treatment if the test result was
positive.

The emphasisat this stagewas placed upon completing the survey and 'think

about it'. When possible, respondentswere shown the 'test kit' at this stageto presentthe
'idea of screening' to them visually. This method allowed respondentstime to consider
their responseto the offer of screening. Pilot experiencehad also highlighted the value in
this approach as often respondentswho expressedimmediate reluctance to providing a
samplereconsideredonce they had completedthe questionnaireand had the opportunity to
reconsiderthe offer. In addition, this often offered respondentwho were accompaniedby a
ftiend to discussthe issue: many respondentsin the pilot setting were overheardasking
their ftiend: "Are you going to do it [screening]?"
When returning the questionnaireall respondentswere offered chlamydia screening and
could accept by providing a urine sample.. The author could often immediately see the
responseto this offer as the last question on the back page of the questionnaireasked if
they were willing to be screened. The author confirmed willingness with respondentswho
ticked 'Yes' and engagedin a dialogue with thosewho ticked 'No' (for example, asking if
they had recently been tested) and also with those who responded'Not sure'. Those who
were not sure were again shown the 'kit', which was on a study desk and informed about
the processof providing a sample and receiving the result. The emphasiswas placed on
how quick and easy the processwas, that results could be sent however they chose, and
that a test was often the only way people know they have chlamydia as it is often
symptomless- the phrase'you can't tell by looking' was frequently used.
Respondentswere at this point offered the opportunity to ask questionsprior to giving their
consent to screening. The opportunity to clarify the offer of screening,or to answer any
questions respondentsmay have at this point in their participation in the study was
important as it is important that all personsagreeingto undertakescreeningfor a STI are
able to make a properly informed decision. Screeninghealthy or asymptornaticpeople to
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carries with it uncertainties

including

the risk of false positive

or false negative results. Some results may have social consequences, not only for the
individuals

but also for their partners. In some cases the fact of having been screened may

itself have serious implications.

Respondentswho were willing to be screenedwere given a test kit, consisting a standard
20ml container to collect their first void urine (the first part of the stream), a clear plastic
bag in which to place their sample, and a white 'jiffy' bag in which to place both these
items (see Appendix 4). The jiffy bag was to protect the sample during storage and
transport and also concealedthe sample from public view (an important finding from the
pilot study).
Collected specimens were labelled (study identifier, individual number, date, age and
gender) and stored in a cool box container. Sampleswere couriered within 24 hours to a
testing laboratory for LCR testing. Respondents were given a leaflet containing
information about local GUM servicesand a tailored information sheetthat informed them
what would happen in the even of a positive result (see Appendix 5). In addition, each
respondentwas given a card with the author's contact details should they wish to obtain
any further information or ask a question in the interim period of awaiting their result.
Respondentswere informed that they should expect to receive their result (by the method
they chose on their consent form) within one week. All respondentswere informed that
they would be contacted with their result even if it were negative; therefore they were
advised to telephonethe author if they did not receive their result within one week. The
laboratory sent results to the author. An example of the messagerespondentsreceived by
text messageis shown in Figure 3, below.

Contacting people with their test results
Respondents who accepted screening agreed, as part of the consent procedures, to be
literature
found
2,
In
Chapter
test
the
that obtaining
their
review
contacted with
result.
contact information at the time samples are obtained results in higher numbers receiving
test results and subsequently treatment for infection.

As such, in this study respondents

forms
be
forrn
two
to
their
contact,
of
which
provide
could
postal
were asked on
consent
address, e-mail address, and mobile or landline telephone number (see Appendix 2). This
information was checked and verified by the author with respondents who agreed to
provide a urine sample.
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Prior to the pilot study the protocol for contacting people with their results was that the
author would contact people who testedeither positive or negative. As the next section of
the chapter on the pilot results illuminates, there were difficulties for the author with this
protocol, as well as ethical concernsregarding participants' welfare. As such, the main
study protocol became that in the event of a positive test result, participants would be
contacted by a Health Adviser (HA) from a local GUM clinic (with whom the protocol had
been agreed) and informed via the HA.

In this way, the men and women would receive

6normal' care, in that they would be part of the same system of care as those who are tested
for chlamydia in GUM clinics.

The consent procedures were changed accordingly, to

ensure that participants were fully aware that their contact details may be passed to a HA in
the event of a positive test result.

With the study designed and ethical approval sought,

the practical realities of establishing this study was tested in pilot work.

Figure 3: Example of text message used to inform respondents

of a negative test result
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Invitation to participate in a follow-up interview
After returning their urine sample, or when returning their survey if they declined
screening,respondentswere asked if they would be willing to take part in an interview.
Thus, some respondentswere askedwhen they returned their questionnaires,others when
they returned their samples. The interview was briefly explained to respondentsas a
second part, but continuation, of the study. Respondentswere verbally infon-nedof the
interview topic areas and assured it would take place in a private location and their
responseswould be completely confidential. Where possible, interviews were arranged
immediately with respondentswho gave initial impressionsof agreeingto participate in an
interview. In relation to those respondentswho agreedbut were unable to arrangea time
to take part in an interview, their telephoneand/or e-mail details were confirmed by the
author and respondentsagreedto be contactedwith a view to arranging their participation
in an interview.

Pilot study
Following receipt of ethical approval (seeAppendix 1), a letter was sent to a youth internet
caf6 organisation in Glasgow, which provided a short explanation of the study and
requestingaccessto the setting in order to conduct a pilot study. This setting was chosen
at the suggestion of a 'gatekeeper', who at the time worked as a Men's Sexual Health
Worker, who was known to the author. The setting Manager was then contactedby the
author via telephone to further discuss the proposed study and request access. The
Manager was enthusiastic about the study and access was granted. The pilot study
commencedI OthNovember 2003 for two weeks.
The pilot, as a small-scale version of the main study, was conducted largely to assess
whether the research protocol worked, to test the appropriatenessof data collection
methods and to test whether the sampling frame and techniqueswere effective. A total of
10 days screeningwere offered, resulting in around 20 hours' screening. Twenty-six men
in
16-24
and women aged
years participated the pilot study. A number of barriers to
participation in the study as well as screeningin particular emerged. In addition, problems
regarding how to approachyoung people and how best to present the 'test kit' and how
best to inform respondentsof their test result emerged. The lessonslearrit will now be
discussed.
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A key lesson learned from the pilot study was how best to inform respondents of their test
results.

During the pilot phase of the study, the author obtained contact information

respondents on the consent form.

from

The author contacted all respondents who provided

a

sample for testing by the method chosen on their consent form, to convey their results.
Arrangements

were made with a GUM clinic located nearest to the pilot setting to treat any

persons who received a positive

result.

The protocol

in place was that in the event of a

positive result the author would contact the respondent to inforrn them of their result,
provide information regardingtheir nearestGUM clinic and recommendprompt treatment.
However, the pilot revealed difficulties with this approach. Firstly, this approachproved
problematic to the respondents in that they were being asked to arrange their own
appointmentat a clinic. Secondly,not only were there problems with this approachfor the
author as this protocol createdmore work, more importantly, communicatingpositive test
results was difficult when no training had been given to undertakesuch a task. The pilot
experiencetherefore raised the issue of both practical and ethical considerationswith this
approach. To illuminate this: on one occasiona female pilot respondentwas contactedby
telephone by the author and informed of her positive test result. Her male partner had
participated in screening with her, but had requestedhe be contacted by letter. After
speaking to the female respondent,the author was immediately telephoned by the male
partner for his result, which was negative. The male respondent questioned why his
girlftiend had chlamydia but he did not. This was a difficult situation for the author.
Thus, after the pilot phase, and prior to commencing the main study, the protocol for
communicating test results was altered. The new protocol was arrangedand agreedwith
Health Advisers at a GUM clinic in Glasgow. In the main study, the author contactedonly
respondentswho testednegative for chlamydia; the contact details of those testing positive
were passedto a Health Adviser at the GUM clinic. Respondentswere advised during the
consentproceduresthat in the event of receiving a positive result they were consentingto
their contact details being passedto the GUM clinic. The Health Adviser then contacted
these respondentsand informed them of their positive result and treatment. Respondents
would then be offered regular care from the GUM clinic, as regarding treatment and
partner contact processes. The author later obtained information (via telephone)from the
Health Adviser as to whether the respondentswere successftillytreated.
Further lessonslearned from the pilot study concernedthe packaging of the 'test kit' (a
samplecontainer inside a clear plastic bag to prevent.leakage). On a number of occasions,
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from
hiding
their
samples
young women were observed
public view, with some placing
them inside their jackets or popping their head out from behind the toilet door to check
it
in
behaviour
The
this
the
upon
and
reflection was
who was around
setting.
author noted
felt that more discreetpackagingmight reducesome of the observedanxiety, especially for
the young women. When askedhow they felt about the packaging, these young women
felt
'pure
by
the
they
the
stating
confirmed
packaging
researchers'suspicionsregarding
(bubble)
A
'jiffy'
[sainple]
hands'.
in
that
envelope
white
condn'out
ivith
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nzortified
was subsequentlygiven to respondents,within which was the sample container and clear
plastic bag, and this was seen to be more acceptable.The pilot also revealed stylistic
problems with the appearanceof the questionnaire. Initially the font Times New Roman
was used; however after the documentwas describedon a few occasionsby setting users
less
like'
front
A
'exam
looking
'like
Comic
Sans
MS.
this
to
as
an exam'
was changed
cover was added.
As the example of the sample packaging and style of questionnairebegins to illuminate,
there were data from the experienceof conducting the pilot, which suggestedthere was a
wealth of rich data to be had from the verbal interactions between the researcherand
setting users. The decision to incorporate the participant observation technique was a
direct consequenceof the pilot work. As was noted earlier in the chapter, this technique
does not rely on self reports, compared with the SAQ's and interviews.

As such,

observationaldata could be a potentially rich sourceof information about setting and social
group effects to this approach to chlamydia screening, which could add to those data
collected via the SAQ and interview.

Main study settings
Choosing non-medical settings in which to explore the feasibility and acceptability of
screening for chlamydia has been discussedin detail elsewherein this thesis. The idea
behind this study was to take screeningto where young people 'already are', as a meansof
exploring the willingness of young people to acceptthe offer of screeningin thesesettings
and to assesshow feasible it is to establish screening. Three non-medical locations in
Glasgow were chosen:'Education' (a large further education college), 'Health and Fitness'
(three local authority leisure centres),and 'Workplace' (two contactcentres).
These three non-medical settingswere chosen,as they are places where large numbers of
both men and women can be found. College populations attract a younger and more local
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immediately
students
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since many

health and fitness settings

require the payment of membership
people under 20 years.
this can vary by industry
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as private
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the lowest average age of contact centre operators (Department

recording
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fees, which inhibits

were considered,

upon leaving

of Trade and

Thus, all three settings could offer access to young populations,

settings where they would be in large numbers.

Furthermore,

but in

the settings are less open

than shopping malls, supermarkets and parks (as were used in one study by Rietmeijer
(1997)),

and would

be more secure environments

et al

for the author, given that this study

would be a one-person approach.

A large further educationcollege in the centre of Glasgow was chosenand contactedwith
a view to gaining access. This was the first setting to be contacted. After the study was
conductedfrom the educationsetting four health and fitness settings around Glasgow were
contacted. One college setting was involved in this study as there were large numbers of
age-eligible men and women who frequentedthe college eachday; in contrast,background
investigation of the health and fitness settings (sitting in a caf6 in the main foyer of one
setting in Glasgow for a few hours on two occasionsobserving the age of setting users)
suggestedthat recruiting the required number of young people into the study would be
enhancedif more than one setting were used con-currently. One setting was planned for
the workplace but once the study was establishedit became apparentthat another setting
would be required to increasethe number of participants for the workplace setting overall.
The next section describesthe processof accessingthe settings chosen and the response
from 'gatekeepers'to the requestthat a screeningstudy be establishedin the settings.

Accessing the setting
Education
Access to the education setting was arranged with the assistanceof a Welfare Adviser
(WA) at the setting. The initial contact with the WA occurred at a sexual health event;
therefore, the origins of the approachmade to requestaccessto the further education(FE)
setting for the purpose of carrying out a study was not a consideredapproach; rather it
occurred naturally. The author was requestedto forward a detailed outline of the proposed

13http://iv-,vw.manpower.co.uk/about_manpower/main_equality_diversity.
asp
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research to a Management Group at the further education setting, for consideration.
Access to the FE setting was subsequentlygrantedand arrangementson the precisenature
of how the study was to be conductedwere discussedwith the WA.
One notable feature of the approachwas the easewith which the author was grantedaccess
for the purpose of conducting a study to offer screening for a STI. The author was not
asked by the FE settings' managementto attend any meetings to present or discuss my
proposedstudy; rather, my proposal was acceptedpromptly and feedbackof accessbeing
granted to me was made via the WA.

Subsequentdiscussionswith some setting staff

revealeda high level of support amongcollege managementfor sexualhealth mattersto be
discussedand promoted within the FE setting - indeed, this was why the WA was in
attendanceat the sexual health event on behalf of the FE setting. Throughout the duration
of the study in this setting, the WA offered continued support by informing me of
conversationsshe had with studentsabout the study as well as infon-ning me of the views
of staff, as she encounteredthem. A memo was also sent round the setting to all staff
informing them asto the study. This information was recordedin the fieldnote diaries.
Health & Fitness
Unlike my inforinal access to the college setting, the author was required to seek
permission from a senior member of Glasgow City Council (GCC) prior to approaching
individual local authority funded leisure settings, with a view to gaining accessto the
from
GCC with few
Despite
to
the
this,
conduct
granted
setting
study.
permission was
difficulties (one letter, see Appendix 1, and two telephone calls were required). No
inforination
ftirther
was requested regarding how 'the
concerns were raised and no
screeningwould be conducted.GCC advised that pennission from each facility should be
sought from the facility manager.
The facility manager at each health and fitness setting was contacted first by letter (see
Appendix 1) and permission to use the facility was establishedduring follow-up telephone
calls. Although there were many 'gatekeepers'with whom to liase, gaining accessto each
health and fitness setting was straightforward. One facility managerexpressedhis surprise
that the study had been grantedpermission to be conductedfrom GCC and suggestedthat
the funding source (Scottish Executive Health Department) may have influenced this
decision to grant permission becauseit 'legitimised' this type of researchbeing conducted
in local authority settings. As he commented:
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"They [GCC] can hardly decline access if the Scottish Executive havefunded this
type of research"
(Fieldnotes,Manager,Health & Fitnesssetting)
Once accessto eachfacility was granted,all staff, from managersto cleaners,were helpfill,
curious, friendly and supportive towards the study and author. At each setting, the
manager informed the staff about the study via internal memos, prior to the study
commencing. Thus, when the study commencedat each setting, the staff was preparedfor
the presenceof the study:
Ybe staff areftiendly as I come in each day - they say hello the younger guys tend
...
to smile at me as they go past or make a comment like 'how are things going? ' or
'Had many people? ' Female staff who ivalk around tend to keep themselvesto
themselves.
(Fieldnotes,Health and Fitness,20thMay 2004)
In two of the three settings, during the first days of the study, male staff membersjoked
loudly with male colleaguesabout testing, which drew negative attention to the study. For
example, in the first health and fitness setting one male employee said in a loud voice:
"Roll zip, i-oll tip get yow- chlainydia testing here today!" as a young woman was sitting
nearby completing a study questionnaire.

This female respondentlater discussedthis

incident during an interview:
'7 thought that was out of order, I inean I was sittingfilling in a questionnaire and
they were all standing about treating it as a bigjoke, making conunents...if I wasn't
such a confident person I might havejust walked away, I can see how that sort of
behaviour could be really offputtingfor otherpeople but that's guysfor you!
...
(Interviewee it 159,Female,Age 22, Health and Fitness)
In anotherhealth and fitness setting, the assistantmanagercommented,during an informal
conversationwith the author, that shehadjoked to male staff membersthat she 'had' to be
informed if they testedpositive for chlamydia - indeed, she was later heard by the author
joking with staff that she knew one employee had tested positive for chlamydia (even
though at this point there were no positive results for this setting). Two male employees
later informed the author that they were initially cautious about participating for fear this
was true and it was not until both were reassuredby the author of confidentiality (and
requestedthe assistantmanagerinform her staff she had beenjoking with them) that they
In the third health and fitness setting the staff were helpful and
polite but maintainedtheir distancefrom the author, with the exception of two female staff
agreed to participate.

memberswho regularly stoppedto talk about the progressof my study.
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Workplace
Compared to the education setting and three leisure facilities,
more difficult

the workplace

setting proved

to access. A search on the Internet, using the search terms 'contact centre

Glasgow' found a website (the Call Centre Association) " for contact centres,basedin the
Glasgow area. Contact with contact centre organisationslisted on this website was made
initially via the main information e-mail addressfor eachorganisationgiven on the website
(-vv-,
v-w.cca.org.uk). Only one of four contactedreplied. However, once contact was made,
accesswas straightfor%vard.A second contact centre was approachedafter a colleague
working in Public Health & Health Policy supplied information. An e-mail was then sent
directly to the managerof this organisation.
Once initial contact was made to both organisationsvia e-mail, the author was invited to
discussthe study with senior managementprior to commencingthe study. Managementat
both workplace settings did not query why contact centreswere being approachedas part
of this study but did expressthe view that no employee would wish to accept testing in
their workplace. Despite this, these 'gatekeepers'were supportive and remained curious
throughout the study about the willingness of staff to accept screening. A memo was sent
to all staff in both contact centresinforming them of the study and making clear the point
that it was independentresearch. The managementat both contact centres also enquired
about the disseminationof study results and requestedthe organisationremain anonymous.
At both sites, accessto conduct the study was granted for two weeks (compared to four
weeks at the education and each health and fitness setting). Reasons provided by
managementwere that a longer period of time might be disruptive to the work in'the
organisation and a perception that this was not a study but a managementled initiative.
Aside from this, managementraisedno other concernsabout the study-taking place in their
contact centres.

Presentation of results
Large volumes of data were generatedduring this study and the author recognisesthat
these data may be presentedin a number of different ways. For example, one way might
have been to present the findings by setting, given the importance of the setting to this
14littp: //Nvývw.
cca.org.uk
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study. A fourth chapter would have been necessary to pull all of the findings together and
compare across the settings. Four result chapters, with each discussing similar result areas
would have rendered the presentation of results exceptionally repetitive and therefore
ineffectual at illuminating the important trends and themes identified from the quantitative
and qualitative analyses.

After various initial attemptsto write-up the results of this study, the approachwhich read
well and facilitated effectively illuminating important findings was the results presented
according to the three main areasof investigation in this study: feasibility, knowledge and
willingness. Attention to settings differences is, however, maintained throughout the
presentation of results. The study results are presented in three chapters: Chapter 4
presentsthe results of the feasibility of establishing screening in the three study settings.
Fieldnote diary data constitutesthe primary source of data used to explore feasibility and
thus much of Chapter 4 involves a descriptive account of gaining accessto each study
setting and the initial responseto screeningbeing offered in the settings. Extracts from
fieldnote diaries kept constitutesthe main data source in this chapter. Both questionnaire
and interview data were used in analysesof knowledge of chlamydia and views towards
screening and these are presentedin Chapter 5. Similarly, in Chapter 6 data from both
questionnairesand interviews are given in an account of the willingness of young men and
women to provide a samplefor testing. Throughout the data result chapters,extracts from
fieldnote diaries will be noted as 'Fieldnotes'; interview data will be referencesafter the
quotations as 'Interviewee' followed by the interviewee's identifier number, for example,
'Interviewee #128..'.
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Chapter 4
Feasibility of Offering Chlarnydia Screening in
Non-Medical Settings
It was an aim of this study to assessthe feasibility of offering screeningfor chlamydia in
non-medical settings. This chapterdescribesthe processof establishingscreeningin each
of the three study settings - Education,Health & Fitness and Workplace - and the response
to the offer of screening. This chapter,therefore,presentsdata by setting to discussthese
issues in relation to each of the three settings.Both men and women were approachedin
eachof thesesettings,thus emphasisis also placed upon genderdifferencesin the response
to the approach.

Conducting the study in each setting
Three non-medical settings were chosen for this study: education, health & fitness and
workplace. The education setting was a large further education college; the health and
fitness settings were three local authority facilities; and the workplace setting was two
contact centre organisations. All settingswere in Glasgow.

Education
The approach
The study was conducted at this site over a period of 2-3 hours, Mondays-Fridays for 4
nd
(22
March - 23 April 2004"). For the first 3 weeks, young people were
weeks
approachedby the author and invited to participate in the study. In week four, private
screeningwas offered from a room next to the Student Advisory Office for duration of 2
hours per day Monday-Friday. In total, screeningwas offered over an averageof 55 hours
at this setting. A total of 145 men and women agedunder 25 were approachedduring the
first 3 weeks. Of them, 76 were male and 69 female. In addition, nine respondentsselfreferred for private testing in week 4.
The study was conducted from the large canteen(situated on level 2) and also the snack
bar area (situated on level 5) of the further education setting. A desk was set up, upon
15 The study was not conducted for
th
during
(12
2004)
due
April
this
time
to the one week
one week
-16th
Easterbreak.
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which the study material

was placed, at the entrance in the canteen and snack bar areas.

The canteen was the main area from which

the study was conducted

number of students used this setting throughout

because a large

the day, although primarily

during their

lunch hour, which meant that many young people could be approached in the one area at a

time when they were seatedfor a duration of time that would permit me to strike up a
discussionwith them. Studentsin the canteenareawere either sitting at tables eating their
lunch or playing pool or video games (both facilities provided in the canteen). Students
who frequentedthe snack bar areaof the college were also approached,as in this area, in
contrast to the canteen,smoking was not prohibited; as such, the snack bar might have
attractedstudentswho did not use the canteenfacilities.
Students who used the canteen and the snack bar entered and sat in groups (either
comprising same sex or mixed sex) or in pairs; few who used these areas were alone.
Since studentsmostly frequentedthe canteenfor the duration of their lunch hour, there was
a 'window' of opportunity in which to approachyoung people in this setting. In the snack
bar area, this 'window' was limited to 20 minutes - the duration breaks (which occurred
mid-morning and mid-aftemoon).
There were two important influences on the approach to education setting users: the
in
in
they
gender of studentsand whether
were sitting groups or pairs; these factors were
often interlinked.

Chapter5 describesrespondents'knowledge about chlamYdiaand their

views about screening. These factors could have had a bearing on respondents'response
to the approachand therefore could be an important aspect of the feasibility of offering
screeningin non-medical settings. These factors have been reported separatelyfrom the
feasibility discussion, as an aim of the study was to assessyoung people's knowledge of
chlamydia.

The influence of gender
Men and women responded in different ways when approached in the education setting.
Women conveyed a higher level of awareness about chlamydia, they appeared more
comfortable discussing this topic and interacted more with me, asking questions and
volunteering infonnation, than the young men. This information was noted in fieldnotes:
Men approaching young women in the canteen today I was sti-lick by how at ease
they absoi-bed the topic and did not seem embarrassed when I said the word
'Sextiallytraiisi? iittediizfectioiz'...
'ch1amydia'orthephrase
(Field notes, Education setting, 22 March 2004).
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asked why the study was being conducted

in the college setting, whereas

others were curious as to the author's status ("Are you a nurse? "); and others volunteered
information

about their prior experience of being tested for chlamydia

at my sinear a couple of nionths ago") or awareness of chlamydia
("I read about that the other day in the paper";
offered opinions about non-medical
(who subsequently participated

("Oh Igot

that done

as a public health issue

it's really coninion noiv isnt

it").

A few

screening during the approach, for example one female

in an interview)

commented:

"That's really good that you can test for it on a urine sample. It'S a good idea to
to get testedfor this [chlanzydia] because it's quite common
make it easierforpeople
isn't it? "
(Interviewee #88, Female, Age 22, Education).

In contrast, young men approachedoften appearedembarrassedwhen they heard the topic
of the study, and few maintained eye contact with the author throughout the entire
approachperiod, with the exception of the initial few secondwhen they appearedcurious
as to why they were being approached. On some occasionstheir embarrassmentbecame
immediately apparent when the author mentioned the words 'sexually transmitted
infection'. This was noted in field note diaries:
Ahnost all of the young men whom I approached today seemeduncomfortable with
my presence ahnost immediately after I mentioned the words 'sexually transmitted
infection' Somesmiled nervouslY, others looked away; those who had eye contact
with me when Ifirst approachedthem averted their gaze and bhtshed;somefidgeted
in their seats. One male walked awayfi-om the group of malefriends he had been
standing with saying "F* *k sake man, no way! "
(Field notes,Education setting,23rdMarch 2004)
Some young men appeared initially bewildered with being approached and asked to
engagedin a discussionabout a STI:
Today afewyoung menstanding together in a group turned to look at each other and
smiled and laughed nervously when I introduced the topic of the study. One asked
me "ff'hy are you doing that in here?" another asked "Are you serious?". I
responded, "You seema little beivildered about this, why?". One replied, "I dunno,
it seemsa bit strange doing that here." In subsequentdiscussionswith theseYoung
men when they were handing back their questionnaires,they seenzedless taken aback
with the topic and one said '7 didnt Imow it was that common". The ensuing
discussionwas very different to the initial conversationI had with them as they now
seemedopen to discussingthe topic.
(Field notes,Education setting, 31" March 2004)

16A front-page editorial about chlarnydia had appearedin a Glasgow-basednewspaperthe week prior to
conunencingthe study in the educationsetting.
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of

immediate

embarrassment, discomfort

with

the topic

and

bewilderment at being approached in the college about this topic among men, affected the
manner with which the author approached young men.

Subsequently, men (especially

when they appeared embarrassed) responded positively to gentle humour ("bet you didnt
think a woman would approach you in college today and askyou about sex! "). The use of
humour at particularly

tense moments, especially during the initial

approach, often

appeared to relax the young men and many consequently engaged in ffiendly 'banter' with
the author, as well as with each other ("he cannae dae it, he's never had a bird! "). A more
'chatty' approach, whereby a more casual conversation, between young men seated in the
canteen and the author, was undertaken to ask them what they knew about sexually
transmitted infections. This often appeared to make them more relaxed in the company of
the author and also with the topic of the study. Unlike the women, who could immediately
be engaged with the topic of the study, the young men often needed a brief period to 'get
their heads around' the topic matter, before then being invited to take part in a screening
study. Some men initially

appeared uncertain if they had heard about chlamydia, for

example:

KL:
Haveyou heard of chlamydia?
R:
Eli I dunno
...
KL:
It's a sexually transmitted infection
R:
Oh aye,I've heard of it but that's about it
(Field notes,Education setting, 23rdMarch 2004)
The use of humour was used in one study with MSM in entertainmentvenues and, based
on the feedbackwith screeningstaff, the authorsconcluded that this style of approachhad
encouraged a positive response from the men targeted for the screening promotion
(Debattistaet al. 2002e).
In contrast, young women could often be approachedin the samemanner, with the same
information provided in the sameway each time. Women almost consistently responded
more positively to a factual-orientedapproach,and did not respondparticularly well to the
use of humour. Indeed, when humour was used during the approachwith women, this
often causedembarrassmentrather than alleviated it. During interviews, respondentswere
askedhow they felt when I first approachedthem; one male interviewee offered a typical
view:
'So embarrassed, because I hate talking about sex... I don't like kind of
confrontational things like that, especially when it comesto talking about stuff like
sex.
(Interviewee #77, Male, Age 20, Education)
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In contrast,this female interviewee offered a typical female view:
"I didnt inind you coming zip to its it's not like you wanted to start asking its to talk
...
about our sex lives there "
(Interviewee #138, Female, Age 18, Education)

So, whilst young men often reacted with bewilderment and embarrassment when
approached,young women generally appearedmore aware of the subject matter, which
seemedto place them at casewith the topic of the studY.
The opposite was evident when men and women were offered screening. After survey
respondentscompleted their questionnaires,the topic of screeningwas raised with them
again- dependingon their responseto the final questionnaireitem. Men and women were
asked at this stage to confirm their responsesgiven on the final questionnaire item.
Whereasthe females displayed easewith the topic and a willingness to engagein a verbal
exchangewith the author when they were initially approached,they behavedcontrary to
this when their willingness to be screenedwas raised for discussion. During an interview
with one young woman, who did not accept screening,she describedhow she felt being
askedto provide a samplein the college:
"I didnt niind doing the questionnairebut I didn't ivant people to hear ine say "Aye,
I ivant testedfor an STT'. "
(Interviewee #138, Female,Age 18, Education)

A male interviewee, recruited from the college, offered a different view:
"It wasn't really that embarrassing,because...'cos there was a group of its, and they
ivere taking it [test], so you ivere like, you felt comfortable being aniong ftiends,
talking about it. "
(Interviewee #38, Male, Age 22, Education).

There was therefore a genderdifference in the social desirability of being heard or seento
consent to chlamydia screening in the education setting. Moreover, during interviews,
female respondentsfrom all settings often referred to issuesof privacy and the stigma of
being seenby others in this public location to want a test for a STI. Females,more than
males, consideredissues of privacy in relation to screening being offered in other nonmedical settings;however, this will be discussedin more detail in chapter 5 in the section
on respondents'views towards screening.
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Approaching

groups

The influence

of gender upon the response to being approached was often magnified

when

respondents were seated in groups. The type of groups approached in this setting included
mixed sex groups of varying
same-sex groups.
questionnaire

ages, mixed sex groups of people aged under 25 years and

The response of these groups towards

and participate

the invitation

to complete

a

in screening was similar, but which was also in contrast to the

response of individuals.

When mixed sex groups of all ageswere approached,their reaction, upon hearing about the
nature of the study, tended to be jovial, with older (mostly male) members of the group
interceding to encouragetheir age-eligible companions to participate in the study ("aye,
he'll dae it, he pulled a bb-dat the iveekeiid!'). Men and women older than 25 yearsoften
joked that they were within the target age range ("I'M 24. I'vejust had a hard life! "). The
relaxed reaction to my approachamongmixed age groups was in contrast to groups of age
eligible mixed sex groups, who often constituted those who refused to participate in the
study. One young male, who had declined to participate in screeningalong with his three
other companions(one male and two female), was asked by the author why they had all
declined. This conversationwas noted in field notes:
A gity who declined to complete a questionnaire the other afternoon (along with
three others) came in to the snack bar this afternoon and sat alone. I spoke to him
and asked why he and his filends declined to participate the other afternoon. He
told me that whilst he couldnt speakfor the others, hefelt uncomfortable answering
questions about his sex life in front of people he had only recently got to know they werent closeftiends, only collegeftiends and as such he didnt want to reveal
personal information about hhnseý( to them. I asked if he would be willing to
complete a questionnaire now and he agreed.
(Field notes, Education, 5th April 2004).

Same sex groups reacted in a different manner to mixed-sex groups. When groups of
invited
to be screenedthey tended to operateunder a 'consensusapproach':
were
women
all women would ascertain their willingness to complete the survey through non-verbal
communication with each other (such as eye-contactwith each other and nod their heads)
before communicatingtheir willingness verbally to the author. There often appearednot to
be any one individual decision-makerin the group, from whom the rest took their lead. In
contrast, groups of young men tended to take their lead from one male, to whom they
would look to and base their decision to participate on: if the 'alpha male' agreed to
participate, so too would the others,and vice versa. It was often prudent during the initial
approachto quickly identify the 'alpha male' and focus the approachtowards him. There
were a number of occasionswhen the 'alpha male' refused to participate in screeningand

Karen Lorimer, 2006

Chapter 4,95

neither did the other men in the group ("If he's no dahz'it Im no"). Young women, on the
other hand, despite the initial consensusapproach, did on a small number of occasions
provide a sample of urine even if their age-eligible group companions declined. The
presence of others in same-sexgroups therefore appearedto affect the reaction to my
approachand their subsequentresponseto the offer of screening.
It is important to note the effect researcherscan have upon interactions that, as noted
above, require significant communication skills and ability to respond appropriately and
promptly to situations. In the education setting it was easierto approach females,in part
becauseof the author's gender, but also due to the consistency of the interactions and
dialogue with females. It was, in contrast, often a challenge to approachgroups of young
men, as there was a great deal of uncertainty as to how they would react; much of this
interaction required on-the-spotreactions,especially in situation where the use of huniour
was received well by young men. Chapter 6 will discuss respondents' willingness to
provide a sample based on the perception that the offer of screeningwas in itself 'nonmedical' becausethe author was not dressedin a manner that signified she was a medical
professional. How far an attribute of the author had a negative effect on thosewho refused
to participate in the study is uncertain.
Regarding refusal to participate in the survey part of the study, most men and women in
the education setting did not decline participation in the survey when first approachedbut
left their uncompleted questionnaires on the table and left the canteen. No gender
differences were detected, with females as likely as males to leave uncompleted
questionnaires. However, it appearedto be younger aged respondents(around 16 or 17
years) who declined to participate. An extract from the field notes records the curiosity by
the author as to why this was:
I wonder whether these respondents are set(Iselecting theirparticipation d1le to their
non-sexually active status ... there is very little dialogue or eye contact from these
students. I wonder whether they are simply too embarrassed to take part because of
the subject as well as theiryoung age?
(Field notes, Education, 3OthMarch 2004).

Interviews were conductedwith only two educationsetting respondentswho were under 20
years (both male), during which both discussedfeeling very embarrassedto have been
approachedand engagedin a discussion about a STI and then offered screening. Both
respondentswere approachedin samesex groups and completed a questionnaire. One did
agree to give a sample at this time, whilst the other declined until a later date when he
askedfor a 'kit' at the end of his interview.
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The pilot study highlighted different responsesfrom males and females and this was
experiencedin the educationsetting. An additional finding in the educationsetting was the
effect mixed sex and single sex groups had upon young people's willingness to engagein
an interaction about this topic and subsequentlywith providing a sample for testing.
Developing rapport, especially with young men, was an important factor that affected the
participation in the survey part of this study, and possibly with the offer of screeningalso;
therefore, understanding the appropriate manner with which to approach young people
proved important to the successof this study. The inter-viewereffect was therefore of
crucial importanceto the successof engagingwith young people in this setting.
Conducting the study: setting-specific

issues

There were a number of practical difficulties in conducting this study in the education
setting. In the canteenareait was common for studentsto not consider it appropriateto be
approachwhilst they were eating their lunch. As such, this reduced the 'window' within
which an approachcould be made. Given that the author was operating alone, and the
approach consisted of an informal brief discussion about the study so that infori-ned
consent was ensured,this limited the number of studentswho could be approachedover
one lunchtime.
Despite this time limitation, students (as well as canteen support staff) became familiar
with the presence of the study and the author and this had a positive effect on recruitment:
as rapport was developed with many students some informed their friends about the study
and encouraged them to come along to the canteen, or snack bar area, to participate.
Female students constituted the majority
participate.

of those who encouraged their friends to

The rapport developed between the author and support staff also facilitated

recruitment: the canteen support staff knew some student well and were observed chatting
to students as they cleared their tables. Two women staff in particular often helped 'break
the ice' for the author by asking students, when they were approached by the author, 'have
you taken part in this lassie'S study yet? '.

The emerging findings from fieldnote data suggestedsome young people did not acceptthe
offer of screeningbecauseof the public nature of the setting; therefore, in week 3 of the
four weeks in the educationsetting, posterswere placed around the setting advertising the
availability of 'private testing' in a private location within the college where young people
could come and be tested for chlamydia. Prior to this, there were a few occasionswhere
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young women asked the author why they had to return their sample to the author in the
canteen, and stated a preference to pass their sample to the author in private.
gave this view also. So whilst these young people intimated

Some men

their desire to be tested, they

did not to want to hand over their sample in the public area of the canteen. Neither did
they wish to meet the author in a private areathat day, when this was suggested. As such,
the author explored the possibility that young people were put off providing a sample
becauseof the public natureof the screeningapproach.
'Private testing' was offered in the final week of the study for five days (Monday to
Friday) in a private interview room next to the Student Advisory, where students could
come to self-refer for testing. Nine studentsattendedthis areain five days seekingtesting
(5 males and 4 females). Three young men, who attendedtogether, commentedthat they
were aware of the study in the college but that they were too embarrassedto take part in
the public areas. The two other young men reported that they were too embarrassedto
seek testing in front of their friends. One female was a young staff member who reported
symptomsand was self-consciousabout being seenseekingtesting by students. The other
three femalesreportednot wishing to be seenseekingtesting as the reasonthey camealong
to the 'private testing' session. All nine students,when asked,confinned they would not
have given a sample except in this private area. This approachhad reachednine young
people but it is a low number and it is possible that more could have been tested if
screeninghad beenoffered in the canteenin week 4.

Health and fitness
The health and fitness setting was the second of the three study settings the study was
conductedfrom. Accessing the setting, approachingyoung men and women and offering
screening for chlamydia by urine sample was experienceddifferently in this setting than
the education setting due to setting-relatedissues. Three health and fitness settings were
involved in this study.
The approach
Screeningsessionswere conductedat each site over 2/3 hours each time for a total of 4
Ph
fitness
(I
for
health
7h
May
June
2004;
16th
two
the
three
weeks
of
sites
and
and
-1
August - 10'hSeptember2004). In the other site, screeningwas offered for 2 weeks (21"
June-2 ndJuly 2004); this was primarily due to the sparsenumbersof young people under
25 accessing this setting. In total, screening was offered over an average of 120 hours

from all three health and fitness settings. A total of 158 men and women aged under 25
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years were approachedand askedto participate in the study by completing a questionnaire
and offered screening(65 males and 93 females).
Unlike in the educationsetting, it was rare to approachgroups of setting usersin the health
and fitness setting. Individuals, or people using the setting along with a friend, consisted
the majority of those who were approachedby the author. This was primarily becausethe
study desk in thesesettingswas set up in the reception areasof each setting (seeAppendix
4 for an image of the study desk in situ). Young people were thereforeapproachedas they
enteredthe reception area,after paying at the main desk, and they predominantly enteredin
pairs or alone. As in the education setting, there were gender-specific behaviours in
responseto the approachand offer of screening.
The influence of gender
As in the education setting, the length and manner of my approachdiffered according to
whether women or men were approached. Preliminary descriptive analysis of the
questionnaire data from the education setting revealed men had a poor knowledge of
chlamydia compared with women. In addition, questionnaire data and fieldnotes from
education setting also suggested women had more prior experience of being offered
screening than men. This was also apparent in the health and fitness settings. When
approachingmen and women, more information about chlamydia was oflen required to be
provided to young men than women. Two separategroups of young men commentedthat
they believed chlamydia to be a 'woman's disease. The responseof men and women to
being approachedin the health and fitness setting was similar to that described in the
previous sectionregardingthe educationsetting.
As such, and as in the educationsetting, young men often respondedwell to gentle humour
to overcometheir embarrassmentto be approachedand askedto participate in a chlamydia
study. In contrast,young women were often relaxed when first approached- perhapsdue
to their familiarity with the topic - the rapport being quickly established, but became
embarrassedwhen offered screening.
After respondentstook part in the study they often spoketo the author when they were next
in the setting; the author, when in the educationsetting, did not experiencethis. There was
a general curiosity among in the health and fitness users as to how willing people were to
take part in the study ("Have you had many takers?"). Employeesin the health and fitness
settings were encouragedto participate in the study -by the author and most did, at some
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point in the four week duration. On one quiet evening a group of young male employees
(who had not yet participated) approachedthe author and initiated a conversation about
sexual health issues. Sensing that some wanted information but were afraid to appear
ignorant in front of their male peers, 'a quiz to see ifyou can catch ine out'was suggested
by the author. This prompted enthusiastic questions, ranging from 'what is the inost
conzynonSTP' to 'what is the worst one to get?'. Such conversations were often
experiencedwith young male employeesin the health and fitness settings, (and also in the
workplace setting as will be discussed below).

These young men were often more

enthusiasticto receive information about sexualhealth than female employees.In addition,
other male setting users were also more willing to engage in such conversations than
women. T he reasonsbehind thesebehaviourswere explored during subsequentinterviews
with men and women, and this data is presentedin Chapter5.
Many interesting conversations occurred with setting users who were older than 25 years,

for example parents waiting in the foyer to collect their children from gymnastics class.
Many offered positive commentsin support of the study. An example from field notes is:
Femaleparent: I think this is a good idea becauseit's not like in nzyday whenyou
just didnt havesex, not like now anyway. Teenagerstodayfilst don't always
Imow what they're doing or what's out there.
KL: what do you think about youngpeople being offered information about sexually
transmitted infections?
Parent: If it helps them not catch anything then that's good. I think sex education
could be a lot better, I mean that's where they should be getting infonnation
know
isn't
it.
but if they're not then it's better to
(Field notes,Health & Fitnesssetting,24 June2004) "
Others, like this mother, spoke of concern for their teenagedaughters and framed this
concern as something they believed most parents experiencetoday, given the pressureon
young people to becomesexually active. Although it was mostly women who engagedin
conversationswith the author, fathers and grandfatherswho were waiting to collect their
children/grandchildrenalso volunteeredviews. Typically, they expressedsimilar positive
comments, with fathers, especially, discussing concern for their teenage sons' sexual
health. One in particular, askedto take some condoms for his son - he did not ask for an
information leaflet. In contrast,mothersrequestedleaflets for their children and tendedto
expressa desire for their children to gain as much knowledge as they could about STIs to
'protect themselves', as one mother commented; despite this, no mother took away
condoms.

So, whereas mothers tended to view raised awarenessas protecting their

17Conversationwas recordedfrom memory immediately afterwards.
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children from STIs, fathers generally consideredcondoms as a method of protection for
their children. All, however, offered positive comments about the study and supported
non-medical testing for sexually transmitted infections in general. Gathering the views of
setting-usersolder than 25 years was specific to the health and fitness settings as in the
educationand workplace settings;the overwhelming majority of userswere agedunder 25
years.
Conducting the study:

setting-specific

issues

Unlike in the education setting, there was rarely a large volume of age-eligible young
people using the health and fitness settings at any given time. Even immediately prior to
an exerciseclass, martial arts class or other timetabled activity there were still only a few
whom could be approached.In one health and fitness setting, a weekly ladies only evening
attracted more age-eligible users through the setting at the one time. In addition, young
men often enteredin groups prior to using a football court. However, with both groups,
there was often not the opportunity to approachall of theseyoung people at the sametime
and as such there were often missed opportunities to approachthe others. In addition, as
was discussedin the previous section, it was predominantly individuals or young people
who were accompaniedwith a ftiend who were approached. As such, it took longer to
into
the study in the health and fitness settings. This, in part, explains
recruit young people
why three health and fitness setting were involved in the study rather than one.
Unlike the other two study settings,the health and fitness settingswere used by people of
all ages. As such, the author was often askedquestionsby young children ('101at is that
[chlanlydia]?"), as well as elderly persons. No parent appearedunhappywith my presence
and many smiled at me when I replied to their child "It'S sonzethingthat call affect your
health. " On many occasions,parentsholding toddlers approachedthe table in the foyer to
ascertainthe topic of the study. Not note negative responsewas noted in the fieldnotes
when they realisedthe study concerneda sexually transmitted infection. On two occasions
in health and fitness settingsthe author was approachedby GPs who commentedthat this
was the first time they had seenscreeningbeing offered outwith clinic-based settings and
added that they consideredthis a good thing that might reduce the prevalence in young
infection.
if
One
GP
the
there were any plans to
well
as
as
raise
awareness
of
asked
people
'roll-out' this approach throughout Scotland and appearedvery keen that this occurred.
Each facility manager infori-nedme at the end of the study whether any feedback cards,
which the settings asked users to complete, contained any negative comments regarding
the study. No cards offered negative commented on the study; two offered positive
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comments,with one reading 'The STD screening is a really good idea. Will it be here
regularlyT and the other stated,"I think a lot of different health checksshould be offered
more often here. The chlainydia testing here niade it really convenientfor nie to have got
tested."

Although the process of gaining access to the health and fitness settings was longer than
the education setting, it was straightforward to establish screening in the settings. The
layout of each health and fitness setting meant that toilet facilities were in close proximity
to the study area, which might have encouraged many young people to accept the offer of
screening. The reaction of staff within each setting in the initial few days of the study was
interesting, with men, in general, often displaying boisterous behaviour, which impacted
negatively on young people's willingness to participate in the survey.

Workplace
The workplace was the third of the three settings used in the study. Approaching young
men and women and offering screening for chlamydia by urine sample was experienced
differently in this setting than the education and health and fitness settings due to settingrelated issues. Two workplace settingswere involved in this study.
The approach
Two contact centres were recruited to this study. Screening was conducted at both sites
'h
hours
2/3
for
(11
October (five
days
2
over
each session
per week)
weeks at each site
22ndOctober 2004; and I lth April - 22ndApril 2005). In total, screening was offered over
an average of 55 hours at these settings. A total of 128 men and women aged under 25
were approached during this time (48 males and 80 females). Screening was offered from
a 'chill-out'

zone in one contact centre (an area of the contact centre where kitchen

facilities were provided within an eating area), and from a kitchen/eating facility at the
second contact centre. All staff were given three 20 minute breaks during an eight-hour
shift at both organisations. This affected the approach and recruitment to the study, which
will be discussed below.

Of the three study settings (education, health & fitness and workplace), the least
differences between men and women regarding their initial responseto being approached
as well as towards the offer of screening, were detected in workplace.

The author's

approach made to women and men was thereford similar, compared with the factual
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approachversus the use of humour with female and male respondents,used in the other
two settings.The responseof men and women to this approachin the workplace was also
similar: both men and women appearedto be aware of chlamydia to similar degreesand
lacked surpriseto be approachedand invited to take part in a chlamydia study. Later, chisquareanalysesof the questionnairedata from workplace respondentsshowedthey had the
highest knowledge of chlamydia of the three settings, and there was no significant
difference between male and female workplace respondents(although the numbers are
small and statistical significance must be viewed with caution). This may explain why
there was no difference by genderin the reaction to my approachin the workplace settings.
In contrast, the next chapterwill describehow knowledge of chlamydia among the other
two setting respondentsdiffered by gender.
Unlike in the other study settings,the study was establishedin smaller, more intimate areas
of the contact centres ('chill-out zones'). Staff would frequent the study area and leave
after 20-minutes (the duration of their break). The room would remain empty of people
until the next set of breaks. However, becauseof the intimate size of these areasit was
possible to inform men and women about the study at the sametime (in other words, even
if one small group of men and women were approached,another group in the areawould
overhearthe discussion). This reducedthe time taken to approachyoung people when they
were presentin theseareas.
In addition to the smaller study areapositively affecting the nature of the approachmade to
young men and women, the pre-existing relationshipsbetweentheseyoung employeesalso
facilitated the process of recruitment. Men and women in the workplace settings were
relaxed around eachother, appearedto be friendly towards eachother and knew eachother
well. Some, during subsequentinterviews, commentedon this. For example, one young
man said:
"No, I didn't mindyou coming zip to talk to me at all I mean I know everyone there,
...
it's like youre with yourfriends and anyway we all know each other so it's not really
embarrassing or anything and they were all doing it too so no I was fille with it
[being approached]. "
(Interviewee #308, Male, Age 22, Workplace)

The similarities in age between the author and the respondentsperhaps facilitated the
developmentof rapport. Since the dynamicsof the workplace settingsresulted in frequent
close contact with respondents,one male respondentquipped to the author: "You should
get a couple of shifts and inake yoursey'sonze nzoneywhile you'M here!". It was also
possible to conversewith men and women on a less formal level becauseof the relaxed
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atmosphereand the continuing familiarity. Indeed, on the final day of the study in one
workplace setting a group of respondentsgave the author chocolates;one commented"It'll
bestrange coiningin here on Mondayandyoui-e not here!"

The familiarity developed

with these setting users,the relaxed conversationsand the frequencywith which they saw
the author might have been a positive factor associatedwith being able to recruit 104
participants in twenty days. It was possibleto approachmost age-eligible usersin the twoweek period at each organisationand therefore any additional time allowed to conduct the
study would not have beennecessary.
There was also a 'group effect' present in this setting, similar to the experience of
approaching mixed gender groups in the education setting. It was often the case that when
one or two men or women agreed to complete a survey then others would also agree.
Some of these respondents often commented: "Well if he's doing it I might as well do it
too". Chapter 6 describes this in more detail.

After men and women participated in the survey and/or screening,there were often lively
conversationsabout sexualhealth. At times, theseconversationsdid not involve the author
but occurred between setting users themselves. The ease with which many discussed
sexual matters may in part be explained by the familiarity and trust they had already
establishedfrom working closely together. The smaller, more relaxed areafrom which the
study was conducted facilitated a greater number of conversationsin this setting. It was
possible for the author to 'blend in' more so than in the other two study settings.
Interviewees also mentioned the 'relaxed' nature of the screeningbeing offered: "..youre
inore generally relaxed, basically, aye, inore relaxed in your own kinda safe
environnient.." Other workplace intervieweescommentedpositively on the screeningnot
being 'private' and were motivated to participate becausethey saw others doing so. This
in
was contrast to the other two study settings,within which some respondentsmentioned
the public nature of the screening as impacting negatively on their willingness to
participate in the study.
Of the 16% of workplace respondents who, when approached, did not complete a
questionnaire,all gave the reasonof time constraintsand most were smokerswho did not
frequent the 'chill-out zone' but instead went outside the building to smoke a cigarette.
Chapter6 illuminates this in more detail.
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Since accesswas granted for two weeks in the contact centrescomparedwith four weeks
for each of the other study settings,the window of opportunity in which to approachageeligible setting users was reduced in the workplace setting. Furthermore, employees
received three 20-minute breaks per shift, which limited the time available to approach
people, engagein a conversation,ensureinformed consentand await questionnairesto be
completed and samplesto be given.

However, most employeestended not to leave the

building during this time (except the few who left to smoke a cigarette) and frequentedthe
study area to make coffee, use the microwave oven or sit and read or chat with other
employees. Theseyoung men and women frequentedthis areaon eachof their breaks and
so there were opportunities to approachpersons'missed' earlier. This was an advantagein
this setting as employees were not allowed or able to complete questionnairesat their
desks. Often young men and women completeda questionnaireon their first break and on
their secondwould return a sample of urine. The staggerednature of the interaction with
thesesettingsusersdid have its limitations to offering screeningbut there were advantages,
which included offering respondentstime to consider whether they wanted to be screened
for chlamydia. Indeed, on a few occasions, respondents who had completed a
questionnairehad initially declined the offer of screeningonly to return on their next break
requesting a 'kit', having reconsidered. Field notes recorded the reason given by one
young man for this changeof mind:
he said he'd thought about who he'd had sex with without a condontand that sonle
..
of the other guys ivere discussing who was going to get tested. It seenzedthat these
guys [the other tivo niales came back for a 'kit' too] approached the offer of
screeningas 'Ilzusketeers':allfor one and onefor all.
(Field notes,Workplace, 131hOctober2004)
Employeeswho smoked did so outside at the rear of the building. They mostly consisted
young men, and they were often in groups. As a smoker myself (at the time) I was able to
approach employeeswho smoked at the rear of the building in an informal manner and
inform them about the study. Indeed,often when frequenting this area,men would initiate
conversations("so what is it Youre doing this [study]for then?"). Some of these young
men agreedto be given a questionnairewhen they returned to the office and return it at a
later date, since they often did not have time to completethe questionnaireduring their 20minute break as well as smoke a cigarette. Not all, however, returned the questionnaireor
were available for screening. The approach to young men and women in workplace
settings was therefore tailored to accommodatetheir break activities, and the changing
nature of their willingness to acceptthe offer of screeningin order to maximise the number
of young people it was possibleto encourageto participate in screening.
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Feasibility of conveying results and arranging treatment
by referral to GUM
Offering screening in non-medical settings is worthless, from an infection control point-ofview, unless those who receive a positive result are contacted with their result, treated and
partner notification procedures are performed.

In this study all survey respondents were

asked for two methods of contact. These details were verified if they went on to provide a
urine sample. In the event of a positive result, respondents' contact details were passed to
a health adviser at a local GUM clinic in Glasgow who would then infonn the respondent
of their result and follow the usual clinic protocols for treatment and partner notification.

Views of contact method
Obtaining contact information at the time sampleswere provided was implementedin this
study based on evidence from previous studies, which indicated that this is the most
effective way to ensureall personsare notified of their result (Debattistaet al. 2002a;Jones
et al. 2002; Poulin et al. 2001; Powell et al. 2005; Rictmeijer et al. 1997). Ninety-five
percent of all respondents,when offered the choice between a letter, e-mail, landline
telephoneor mobile telephoneas the method of contact, chosemobile telephone. Three (I
male and 2 females) requestedthey be contactedby letter and others by e-mail. Although
respondentswere asked to provide two forrns of contact, all who provided a mobile
telephonenumber requestedthis be the first choice for contact, with the majority of those
asking to receive their results via text message.
During interviews, respondentswho provided a sample of urine for testing were askedfor
their views on being askedto choosetheir method of contact. All cormnentedpositively
on being offered a choice and also preferred to be contacted,rather than askedto telephone
for their results. One young man said:
"I thought the mobile thing was really good, I mean no ones going to read it, it's
private and it's quick, yknow, no waiting aroundfor a letter which might go missing
in the post and then you're sittin' like left wondering about your result, so aye that
[text message]was good. "
(Interviewee #364, Male, Age 23, Workplace)
No respondentoffered a negative comment on being offered a choice of contact methods,
or for waiting for their results, rather than telephoning for them themselves. This method
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was acceptableto all respondentsin this study. Further, all 113 screeningparticipants,
whether testing negativeor positive, were successfullycontactedwith their result.
Views on awaiting results
In a recent study, women who were diagnosed with chlamydia described feeling anxiety
over disclosure of the condition to others (Duncan et al. 2001b). The authors of the study
comment on the paucity of information on the psychosocial implications of a diagnosis of
chlamydia.

Some evidence is emerging regarding men's feelings about being diagnosed

with chlarnydia (Darroch et al. 2003). However, very little known about men's feelings
when awaiting results; in other words, among men who participate in screening but who
test negative for infection.

These feelings of anxiety of partner notification

may be

anticipated by young men and affect willingness to participate in screening. As such, it
could be important to assess these views so that a screening approach can be developed
with these factors understood. In this study, male interviewees were asked to discuss their
feelings when awaiting results.

No female interviewee in this study, who provided a sample to be tested, commentedon
feeling anxious during the period they were awaiting their test result. In contrast, many
in
interviews
in
in
young men,
and also
conversations the settings, described feeling
anxious.

Although not statistically significant, young men who reported in their

questionnaire they considered themselvesto be at risk of having chlamydia tended to
report feelings of anxiety when awaiting their results. One young man commented:
"I was thinking about the lassies Id been way and if I could have caught anything
from them and I wisjust thinking about all that you know I was pure stressed sitting
...
in nzy house thinking about it actually, I wis really stressed until I got the result.

(Interviewee #190, Male, Age 21, Health & Fitness)
A few young men describedfeeling anxious about potentially having to inform partnersof
a positive result:
"Aye, I was thinking what ifI have it and I need to tell people. Thativasallightmare.
I'm glad it was negative 'cos that would really have been a nightmare.
(Interviewee #194, Male, Age 21, Health & Fitness)

The anxiety among the young men when awaiting their results often stemmed from
worrying they would test positive and the subsequent implications they perceived
regarding informing partners of their result. One male commented:

"If the results were to come back, like positive kinda thing, you 101owlike coming
back and having to discuss,I don't think I could do that.
(Interviewee #258, Male, Age 22, Health & Fitness)
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No male discussedattributing blame to a female sexual partner or lacked self-blame, as
was found in one recent study with heterosexualmen who were diagnosedwith chlamydia
(Darroch et al. 2003). Another, who testednegative,said: "I was happy not to be having a
"(Interviewce
#308, Male, Age 22, Workplace). Another
conversation ivith anyone!
expressed similar concerns: "A lot of people won't ivant to conle back and have a
discussionwith anyonehere that'S the thing" (Interviewee # 258, Male, Age 22, Health &
Fitness). This young man replied to his text messageresult (which was negative) with the
message'Thanx 4 that. Good 2 no hn safe. All the best 4 rest of study [sic]' (Interviewee
#258, Male, Age 22, Health & Fitness).

Thesecommentsraise the issueof how successful'in the field' treatmentwould have been
in this study, had that been the protocol. However, similar studies, as chapter 2 reviewed,
were able to successfully treat the large majority of infected persons in community
infected
in
91.7%
(Jones
2000),
100%
treated
and
of
settings:
were successfully
one
et al.
personswere successfully treated in another study (Gunn et al. 1998). The views of the
young men in this study suggestthat men experiencefeelings of anxiety when awaiting
focused
be
Their
to
tended
screening.
on the possibility of
as
part
of
concerns
results
haying to engagewith a treatmentprocessand informing partnersof their positive result.
Treatment of positives
Screeningparticipants in this study who testedpositive for chlamydia infection had their
contact details passedon to a Health Adviser at the local Gum clinic that had agreedto
being
from
test
may
any
who
positive
screenedas part of this study.
manage
persons
Verbal feedbackfrom the Health Adviser was provided to the author, followed by written
confirmation, regarding whether contact with respondents who tested positive was
for
Of
treatment.
the
the
attended
clinic
and
also
whether
respondents
successfully made
five respondentswho tested positive, four attendedthe GUM clinic for treatment. The
Health Adviser commented that obtaining a mobile telephone number for these
respondentshad made contactwith theserespondentseasier(personalcommunication,23d
April 2005). One male, who did not attend for treatment, was successfully contactedon
three separateoccasions, following the clinic's standard protocol. Despite the Health
Adviser engagingin a conversationwith this respondenton eachof the three occasionsthat
contact was made, the respondent(to date) has not received treatment for chlamydia at this
clinic. The Health Adviser stressedto the author that it is possible the respondentsought
treatmentfrom his GP, as he had mentionedthis during a telephonecall.
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During interviews, one respondent,who tested positive, was asked for her experienceof
being referred for treatment after testing positive for chlamydia in this study. Her
comments focused largely on her experience within the clinic.

She offered little

commentary, even when probed, on how she felt being referred to a clinic after having
beentestedin a non-clinical setting. Her accountof her experiencewas thus:
R: [niy boyfriend] was taken away first and I'm sitting there a bit sort of scared,
but
I wasn't really nzinding cos I was getting out of 1vork the
there
sitting
inyseý(,
...
staff, most of thein ivere quite pleasant but Ifound the guy that worked on reception
was a bit sort of sizidey, I didnt like him-he was bitching about soineone and I
hear
it and I didnt like that, he was talking about soineow as though they
could
ivere a f* *king ivain
KL A bit condescending?
R: Min inni and then I noticed that I could hear evetything people were saying
when they got tip to the reception bit and I mean it's no exactly confidential, I inean
fair enough ive're all infor the same thing and I got told different things from nzy
...
boyfriend, like he was told not to take the tablets on an empty stomach whereas I
was told to take the tablets now, so the way ive ivere treated, I though it was a bit off
y'lazoiv being told different things.
(Interviewee #128, Female, Age 23, Education).

Interview recruitment
Although it had been intended to interview 20 individuals per setting, in practice this
The author was only in each setting for a relatively short time, which
meant there was a limited opportunity in which to discuss all aspectsof the study with

proved difficult.

young people. Given the one-personapproach,there was a lot of information to convey to
respondentsand sometimesdiscussingtheir willingness to participate in an interview was
overshadowedby discussionsof infonned consent and methods of contacting them with
their results. Being consciousto ensurethat all personswho provided a samplefor testing
received their diagnosisand understoodthe importanceof seekingtreatmentin the event of
a positive result therefore often took precedenceover a discussion of participating in an
interview.

Among those whom it was possible to discuss interview participation with, more
respondentsagreedto the interview than eventually turned up and with the move to another
setting, following up non-attendeesproved difficult. Respondentswho agreedto interview
were offered the choice of the setting or university as the location for the interview. Most
respondentswho agreed to take part in an interview wished to do so in the university,
rather than in the setting. However, it proved difficult to arrange interviews with these
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people, and few eventually participated
who agreed to participate
the workplace
some interviews

in an interview.

in an interview

Conversely,

the majority

in the study setting eventually

setting, respondents received three twenty-minute
in this setting were conducted

setting some respondents suggested it was difficult

in t-wo parts.

of those

participated.

In

breaks per shift and so
In the health and fitness

to arrange to take part in an interview

because they received transport home from a ffiend and did not want their friend to wait
for them.

No incentive

to take part in an interview

was provided

and this may have

affected the uptake of the interviews.

Table 3 provides information on the 24 respondentsfrom all settingswho participated in an
interview (10 males and 14 females). Of them, 20 had provided a sample for testing, 4 did
not take part in the offer of screening. Two of five respondentswho tested positive for
chlamydia participated in an interview.
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Table 3: Interview participants

Provide a
Result

Study ID

Gender

Age

Setting

38

M

22

Education

Y

neg

75

M

17

Education

Y

neg

77

M

20

Education

Y§

Pos

128

F

23

Education

Y

Pos

138

F

18

Education

N

159

F

22

H&F

Y

181

F

23

H&F

N

190

M

21

H&F

Y

neg

194

M

21

H&F

Y

neg

230

F

24

H&F

Y

neg

237

M

24

H&F

Y

neg

255

F

22

H&F

N

258

M

22

H&F

Y

neg

294

F

24

H&F

Y

neg

308

M

22

Work

Y

neg

309

F

20

Work

N

310

F

20

Work

Y

neg

311

M

20

Work

Y

neg

322

F

21

Work

Y

neg

352

F

21

Work

Y

neg

354

F

23

Work

Y

neg

355

F

23

Work

Y

neg

364

M

23

Work

Y§

neg

370

F

24

Work

Y

neg

sample?

neg

'H &P is Health and Fitnesssetting; 'Work' is workplace setting.
§ Theserespondentsdid not provide a samplewhen first approachedin the setting, but gave one
at their subsequentinterview.
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Baseline characteristics

of the sample

Prior to discussing what respondentsknowledge of chlamydia was (Chapter 4) and their
willingness to acceptthe offer of screeningby providing a sampleof urine (Chapter5), this
chapter concludes by providing an overview of the study respondents: the numbers
approached,those who completed questionnairesand those who subsequentlyprovided a
samplefor testing are detailed by setting and gender.
A total of 431 young people aged 16-24 years were approached about the study. When
approached, young people were informed about the nature of the study and asked if they
wished to participate

by completing

a self-administered

questionnaire.

Of those

approached, 84% (n=363) agreed to participate by completing a questionnaire (see Table
4). The choice of being screened for chlamydia was raised at this point in the approach,
but respondents could choose to use the time taken to complete the questionnaire to
consider their response to the offer of screening. After completing the questionnaires,
young people returned them to the author. At this point in their participation respondents
by
for
they
accept
screening
and
could
providing a urine sample.
were offered
chlamydia
Of the 363 who completed a questionnaire, 113 (32.6%) provided a sample for testing (see
Table 5). No respondent provided a sample without completing a questionnaire.

The study sample consisted 158 males and 205 females (mean age, 20 years; interquartile
age range 18-22). Approximately half of education respondents were teenagers, compared
with one quarter of both health and fitness and workplace respondents (see Table 6). The
mean age of respondents by setting is presented in Table 6.
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Table 4: Sample size and response rate, by setting and gender

Study setting

Gender

Numbers

Numbers
completing

approached

Responserate

survey (Yo)

%

Education

All
Male
Female

145
76
69

126
62 (49)
64 (51)

86
82
93

Health &

All
Male
Female

158
65
93

133
56 (42)
77 (58)

84
86
83

Workplace

All
Male
Female

128
48
80

104
40 (38)
64 (62)

84
83
80

431

363

84

TOTAL

Table 5: Numbers of respondents

accepting screening, by setting and gender.

Number
Setting

Getider

of

I
respondents

Number
screening

accepting

X2 test

(Yo)

ALL
Male
Female

115
59
56

22 (19.1)
15 (25.4)
7 (12.5)

0.07

Health & Fitness ALL
Male
Female

127
53
74

62 (48.8)
33 (62.3)
29 (39.2)

0.01

Workplace

104
40
64
346t
152
194

29 (27.8)
13 (32.5)
16 (25.0)
113(32.6)
61 (40.1)
52 (26.8)

0.40

Education

TOTAIL

ALL
Male
Female
ALL
Male
Female

0.009

t 17 of 363 respondentsstatedthey were not yet sexually active and were excluded from analysis; Significant
relationshipsbetweengenderand providing a urine sampleare indicated by bold p-values.
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Table 6: Age of respondents,

by sefting.
Age of respondent
16-19

(%)

(years)
20-24

(%)

Mean age

Education

66

(53.7)

57 (46.3)

19.6

Health

39

(29.3)

94 (70.7)

21.1

24

(23.1)

80 (76.9)

21.1

& Fitness

Workplace

Summary
During the study 431 young men and women under 25 years were approachedin three
community settings and askedto participate in the study by completing a questionnaire. A
total of 363 (84%) of those personsagreed. Of them 113 (32.6%") provided a sample of
urine to be tested for chlamydia. A time of - 230 hours was taken to recruit theseyoung
men and women into the study. This results in an averagescreening rate of one sample
every 2 hours. This number seems small; however, in each setting there were periods
when there were no age eligible personswith whom to approach. On the other hand, there
were also many occasionswhen more than one sample was collected by the author during
the one screeningsession. For example, on the second day of screening in the education
setting, 31 persons completed a questionnaire, of whom 8 provided a urine sample for
testing; on day 20 in the first health and fitness setting, 6 persons completed a
questionnaire,of whom 5 provided a sample for testing. Despite attention given to the
times and days most appropriate to the age-eligible clientele at each setting, there was,
nevertheless,variability both in the numbers of age-eligible young people accessingthe
setting, and in the numbers of respondentswho were willing to provide a sample for
testing.

The opportunistic nature of this screeningapproachrendersit difficult to accuratelyassess
the total potential screening population.

However, this study was concerned with

screening in non-medical settings as an approachto exploring the feasibility of doing so
but also to collect data on the responseby young people to the offer. The one-person
approachaffected the size of the samplerecruited. For both of thesereasonsthis study has
placed little emphasison the coverageof screeningusing this approach. Both the numbers

1817 personsreported they were not yet sexually active therefore 113 of 346 personsacceptedthe offer of
screening.
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when approached and the time taken to recruit samples was recorded in

In contrast, most screening approaches in non-medical

one of these two methods of reporting participation
to recruitment,
fieldnote
chlamydia

which were often setting-specific.

diaries, provides

rates.

screening to young populations

There were a number of barriers

This information,

useful data upon which

settings describe using

which was recorded in

to assess the feasibility

accessing these three non-medical

of offering
settings.

Setting-specific barriers included, being restricted to particular areas of the setting from
which to establishthe screeningsessions,which limited the number of personsthe author
was able to approach. For example,in the education setting, the author was not pennitted
to enter classroomsand so the study was set up in the canteenarea. When possible, the
author moved to another venue within the same setting to recruit more individuals (for
example, moving from the canteento the snack bar within the education setting) and also
changedthe time of day the study was conducted. In the health and fitness setting, age
eligible users frequentedthe settings at various times. Those who did frequent the study
area tended to remain for a short period and, given the one-personapproach,it was often
difficult to approachall userswithin this limited time. In the workplace setting, the author
was only given permissionto approachindividuals on their own time (during breakswhich
were 20 minutes each); however, approaching groups of employeesmeant it was often
possible to recruit people at the sametime.
For thesereasons,approachingindividuals was often constrainedby the number of eligible
men and women coming through the setting over the time period and time limitations. The
lower uptake at the education setting, despite a larger potential sample, in particular
reflects this difficulty. Despite this, the study had a flexible approach inbuilt, which
enabledthe approachto changeto suit the way in which the setting users frequentedthe
settings.
Gaining accessto the study settings was relatively easy and unproblematic. Access was
granted with little or no questions or concernsraised by the 'gatekeepers'. Many of the
staff at the settings,in particular the health and fitness settings,provided support and useful
information (such as busy times when age-eligible users accessedthe setting) and also
expressedinterest in the study during the course of the screeningsessionsin the settings.
Whilst a lack of support from staff may not have prevented the study taking place,
nevertheless,the absenceof disruption facilitated the screeningsessions.
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The National

Strategy for Sexual Health

little
HIV
attention
pays
and

how gender may affect the approach and how screening is offered.
as how samples are stored as well

as treatment

to the question of

Practical issues, such

and partner notification

are commonly

discussedin the screeningliterature. Indeed, the proposedscreeningstrategy for England
focuses on issues of practical implementation. Further, risk factors associated with
in
Few
both
studies.
are
analysed
and
non-medical
screening
positive results
often
clinic
studies assessand/or report the influencing factors upon uptake of screening in nonin
discussed
in
factors
have
been
When
settings.
affecting
screening
medical
participation
the literature, interesting findings are emerging, such as the effect of the interviewer,
confidentiality, the perception of risk and who is around at the time people are asked to
found
This
has
(Debattista
2002d;
Fenton
2001a).
that
a
sample
al.
study
provide
ct
et al.
there are important differences in the way men and women responded to the offer of
screening. The use of humour as well as culturally appropriate language and dress did
much to break down the reluctanceof many young men to becomeinvolved in this study.
This has been reported elsewherein the literature in relation to screening studies with
MSM who are approachedand invited to be screenedin entertainmentvenues (Debattista
et al. 2002a).
Regarding the practical issues of establishing screening in these settings, this study
demonstratesthat it was feasible to offer screening. Testing was carried out in these
settings with little problems and respondentswere all successftilly contacted with their
by
All
tested
the clinic and
were
contacted
respondents
who
positive
successfully
results.
all except one respondentattendedthe GUM clinic for treatment and were subsequently
managedaccording to the clinic's usual procedures.The uptake of screeningamong young
men in non-medical settings varies by screening setting in existing studies (Ford et al.
2004b); however, all have been shown to be feasible. Other studies have identified
accessibility as well as access to information about chlamydia as two key facilitators
among young men of willingness to acceptthe offer of chlarnydia screeningin community
is
in
in
first
have
USA;
These
the
the
this
studies
study
settings.
predominantly occurred
the UK to consider the feasibility of screeningand willingness of young men to acceptthe
offer of screeningin a health and fitness setting.
The stability offered by non-medical settings within the community may facilitate
by
healthcare
follow-up
evaluation
providing
workers with venuesand
patient
successful
accesspoints to reach persons who may otherwise be inaccessible for notification and
treatment. Additional benefits may include an incTeasedsense of partnership between
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researchersand GUM healthcareworkers. Respondents'views on these,and other, issues
will be discussedin greaterdetail in chapters5 and 6.
This chapter describedthe processof gaining accessto the study settings and establishing
screening in them. The next chapter presents data on what the young people who
participated in the study know about chlamydia as well as their views towards screening
being offered in thesesettings.

Karen Lorimer, 2006

Chapter 5,117

Chapter 5
Young People's Knowledge of Chlarnyclia and
Views Towards Screening for Chlarnydia
This chapteris in two parts: the first part of this chapter details what young people taking
part in this study know about chlamydia; the secondpart describestheir attitudes towards
screening for chlamydia in both medical and non-medical settings in general. Their
attitudes towards being asked to participate in chlainydia screening study will also be
explored.
For this study, both the questionnaireand the semi-structuredinter-viewscollected data on
knowledge of attitudes and attitudes towards screening for chlarnydia. 'Don't know'
responses were included in analysis of questionnaire data to ascertain the level of
uncertainty among respondentsregarding their knowledge of chlarnydia. Non-sexually
active participants were included in analysis of knowledge but excluded in analysis of
willingness to acceptthe offer of screening(seeChapter6).

Respondents'

awareness of chlamydia

Respondentswere asked if, prior to taking part in this study, they had ever heard of
chlamydia and also to identify what chlamydia is. The majority (93%) of respondentshad
heard of chlamydia before taking part in this study, with no significant genderdifferences.
Setting was significantly associated with participants having previously heard of
chlamydia, with educationand workplace setting participants more likely to have heard of
chlamydia than health and fitness participants. All respondents,except one, correctly
identified chlamydia as being a sexually transmittedinfection (99.2%).
The survey data revealed a large majority of respondentshad heard of chlamydia prior to
taking part in this study. Data from interviews with respondentsand also from fieldnotes
revealed a geater certainty of awarenessof chlamydia among women than men. Many
young men spoke with uncertainty about their awarenessof chlamydia than the young
knowledge:
less
"Id heard of chlainydia but I
their
to
and
were
women
able elaborate
didn't know what it was, really... " (Interviewee #75, Male, Age 17, Education). Another
said: "I've heard aw it but ave no, I don't biow aboot it... " (Interviewee #190, Male, Age
21, Health & Fitness). In contrast, young women, when approached,often responded
confidently and with certainty when asked if they had heard of chlamydia before, for
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example, "Oh, yes, A huh, I've heard of it" and "Chlanlydia yes I've heard of it.. "
(Fieldnotes, Education, 24th March 2004). It is possible to have heard about an infection
and yet know nothing more about it; therefore, survey respondentsand intervieweeswere
also askedfor their knowledge of chlarnydia.

Knowledge about the clinical features of chlarnydia,
associated sequelae and testing method
The survey asked men and women to respond to a series of knowledge questions,
including: how infection occurs; the symptomsof chlamydia in men and women; the longterm health consequencesfor men and women who had chlamydia; and, the asymptornatic
nature of chlamydia infection. The majority (99.4%) of all study respondentscorrectly
identified unprotected sex (no condom) as how chlamydia infection occurs. Chi-square
analysesfound no significant relationshipsbetween gender, age or setting and knowledge
of this item (p>0.05).
Regardingknowledge of symptomsof chlamydia, respondentswere to choosethe 'correct'
symptoms from a list (see Table 7, and also Appendix 3). First, there were a number of
misconceptionsin relation to female symptoms. The greatestnumber of misconceptions
amongboth male and female respondentswere observedfor the item assessingknowledge
that women might develop pain in the lower stomach, with 80% of all respondents
providing an incorrect answer. Of all respondents,61% believe unusual discharge,51%
believe pain or stinging when urinating and 57% believe pain during sex not to be
associatedsymptomsof chlamydia in women - all of which are symptomsof chlamydia in
women. Chi-square analyses found significantly more males than females answered
incorrectly to the items unusual discharge (female Symptom) (X2=72.030, p<0.001) and
in
pain lower stomach (female symptom) (X2=20.991, P<0.001). In addition, Chi-square
analysis found significantly more women (60.0%) than men (24.7%) knew chlamydia
could be mostly asymptomaticin women (X2=45.540, p<0.001).
Second, in relation to symptoms of chlamydia in men, the greatest number of
item
for
the
assessingknowledge that chlamydia might
were
misconceptions
observed
causepain and/or swelling in the testicles of men, with 75% of all respondentsproviding
an incorrect answer. Of all survey respondents,51% believed unusual dischargeand 46%
believed pain/burning when urinating not to be associatedwith chlamydia infection in men
both
in
of
which
are
symptoms
of
chlamydia
men.
-

Chi-square analysis found
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discharge'
(40%)
item
'unusual
(20%)
females
the
than
significantly more males
answered
(males) -a common symptom among men who develop symptoms of chlarnydia.(X2
incorrectly
=6.326, p=0.042).
Chi-square analyses were perfortned to assess whether there were any significant
differencesin knowledge of symptomswere reportedbetweenthe three study settings (see
Table 7). Workplace respondentsansweredincorrectly less so than either education or
health and fitness respondents. The highest misconceptions,by setting, were observedfor
the symptom 'Pain in lower stomach' (female symptom) with 70% of workplace, 80% of

health and fitness and 85% of education respondentsfailing to identify this as a correct
symptom. Thus, although the workplace respondentsanswered least incorrectly, there
were nevertheless a large percentage of all respondents who could not identify this
symptom in women. However, many respondent from each setting chose to respond
'Don't know' to this item (see Table 7) therefore the significant association between
setting and knowledge of female symptomsshould be treatedwith caution due to the small
numbersinvolved.
Table 7: Percentage of respondents answering
women and men incorrectly, by setting.

questions

Health

Symptomsin women§

of symptoms

of chlarnydia

&

Workplace

Education
fitness

in

A,2 test
p

Unusual discharge

37.3

49.2

28.8

<0.001

Pain or stinging when urinating
Dizziness
Headache
Pain during sex
Pain in lower stomach
Itch and/or rash

50.0
0
0.8
54.2
84.7
19.5

55.3
0
0.8
59.1
80.3
10.6

39.4
5.8
2.9
51.0
70.2
30.8

<0.001
<0.001
0.002
0.004
<0.001
<0.001

Don't know

22.0

27.3

21.2

0.003

Symptomsin men
Unusual discharge from tip of penis
Pain and/or burning when urinating
Dizziness
Headache
Pain/swelling in testicles
Itchinessaround groin area
Rash

50.8
47.5
0
0.8
71.3
13.9
13.1

58.3
50.9
0
0
76.5
12.9
8.3

42.3
36.5
1.0
1.0
76.0
15.4
17.3

0.088
0.127
0.294
0.514
0.457
0.594
0.143

Don't know

29.5

33.3

30.8

0.577

Correct symptoms are indicated by bold typeface. Significant relationships between setting and knowledge
of symptoms are indicated by bold p-values. §9 missing values,
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Regarding male symptoms, Chi-square analyses found no statistically significant
associations(p>0.05) between setting and knowledge, with a similarly high percentageof
survey respondentsin eachsetting answeringincorrectly (seeTable 7). Again, -one third
of respondentsstated 'Don't know' to this knowledge item which reduces the overall
number in eachsetting providing a 'True' or 'False' answer.
In addition to these setting-rclated differences in knowledge of symptoms, Chi-square
analysis of the survey responsesrevealed significant differences in knowledge by age of
respondent. Respondents aged 20-24 years provided significantly fewer incorrect
responsesthan respondentsaged 16-19 years (see Table 8). On three of the four true
symptoms of chlarnydia in women, survey respondentsaged 16-19 years answeredmore
incorrectly than those aged 20-24 years. On one of the three correct male symptoms,
survey respondentsaged 16-19 years answeredmore incorrectly than those aged 20-24
years. However, whilst survey respondentsaged20-24 answeredleast incorrectly on both
female and male symptoms, there is nonethelessa large number who appear unable to
identify the most common symptoms of chlamydia in women and men, with between
36.6% and 71.0% of those aged20-24 years answeringsymptom questionsincorrectly.

Table 8: Percentage of respondents answering questions of symptoms
women and men incorrectiv. bv ace crour).
Age ofsurvey respondents
Symptoms!n women
16-19years 20-24years
V test
Unusual discharge
44.5
36.6
0.078
Pain or stinging when urinating
57.0
44.6
0.023
Dizziness
0
2.7
0.062
Headache
3.9
0
0.002
68.0
Pain during sex
48.2
<0.001
92.2
Pain in lower stomach
71.0
<0.001
Itch and/or rash
17.2
21.0
0.107
Don't know
29.7
20.5
0.034
Symptomsin men
Unusual discharge from tip of penis
Pain and/or burning when urinating
Dizziness
Headache
Pain/swelling in testicles
Itchinessaround groin area
Rash

58.6
53.1
0
1.6
82.8
15.6
7.8

47.1
41.9
0.4
0
69.6
13.2
15.0

0.095
0.099
0.452
0.127
0.021
0.626
0.106

Don't know
Significant relationshipsbetweenage and knowledge of symptomsare indicatedby bold
p-values.

of chlamydia

in

Karen Lorimer, 2006

Chapter 5,121

Interactions between setting, gender and age were also assessedusing logistic regression.
The effect of gender, setting and age had upon knowledge of symptoms was found to be
the same; thus, there are no significant interactions in this study population between
setting, genderand age. Overall, there appearsto be a high percentageof respondentswho
have a low knowledge about the clinical features of chlamydia, especially males, health
and fitness and educationrespondentsand younger respondents.
All survey respondentswere asked to consider whether chlamydia could affect men and
(66.1%)
Two
fertility;
thirds
conjunctivitis.
also whether chlamydia could cause
women's
fertility,
believed
although more
could
men's
affect
of all survey respondents
chlamydia
The
60%
item
(71.5%
'True'
this
to
than
of
women).
and
of men
men
women responded
fertility
knew
affect
women's
also
chlamydia
could
majority of survey respondents
(82.6%); and in contrast to the previous item response, significantly more women
Few
76.6%
(84.9%
be
this
to
than
true
of
respondents
menJ.
men
of women,
considered
knew that chlamydia might cause conjunctivitis (15.2%). In contrast, the majority of
(with
be
knew
(97.2%)
tested
on
a
of
urine
sample
chlamydia could
survey respondents
blood and saliva as the other available options in the questionnaire);Chi-square analysis
found no significant associationsbetween gender, setting or age with knowledge of this
item (p>0.05).

Regarding the asymptomatic nature of chlamydia, survey respondents were asked to
'I'd
if
including
I
had
'I'd
know
to
and
only think about
chlamydia'
respond statements
from
if
had
Respondents
to
their
I
a
response
choose
were
asked
chlarnydia
symptoms'.
Likert scale ranging from Strongly Agree to Strongly Disagree. Responses were
first
Regarding
disagreement
the
into
the
statements.
with
agreement and
aggregated
15.3%
(14.7%
in
6
(15.1%)
I
of women) agreed
men
and
of
respondents
statement,around
that they would know if they had chlamydia. Around half of men and women (48.0%)
disagreedand believed they might not know if they had chlarnydia (42.9% of men and
52.0% of women). Thus, around half of the sample either did not know or responded
incorrectly to this item; therefore half of all survey respondentswere not aware that
infection.
feature
key
is
this
of
symptomless
chlamydia often
-a
Regarding the second statement,one in three (36.6%) of all survey respondentsbelieved
they would only be concernedabout chlamydia if they developed symptoms. Again, a
high number of survey respondents were therefore unaware chlamydia can run a
in
found.
disparity
Chi-square
this. view:
a
gender
analysis
symptomless course.
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significantly

(p<0.01)

more men than women agreed with this statement (45.6% of men

compared with 29.8% of women).
believed chlamydia

is a 'women's

Furthermore,
problem',

and female responses to this item (p>0.05).
survey respondents that chlamydia

infection

around I in 10 of all respondents (8.8%)

with no significant

differences

There was therefore a perception

between male
among many

itself
with obvious symptoms
would present

and that it is largely a female concern.

Study respondentswho agreed to participate in an in-depth interview were again asked
about their knowledge of chlamydia during interviews.

A list of common sexually

transmitted infections was shown to interviewees, with chlamydia at the top of the list.
Intervieweeswere askedwhat they knew about eachinfection. Regardingchlamydia, there
was a low perception of knowledge among most interviewees, which concurs with the
survey findings. A common responsefrom intervieweesis illustrated below:
KL:
Tell nzewhat you know about chlanzydia.
R:
I don 't know a lot about it to be honest[pause]
KL:
Do you Now any syniptonisof chlainydia?
See,I've heard about it, I dont really luiow, obviously, all the ins and outs
R:
but
lazow
kinda,
know
kind
I
but
I
I
I
it,
it
is,
thing,
think
of
eln...I
what
as inuch as
of
don't know a lot about it.
(Interviewee #309, Female,Age 20, Workplace).

This female respondentreported a poor knowledge about chlamydia and used a language
in
interviewees
however,
this manner to this
of uncertainty;
more male
respondent
question. The following young man's comment was a common response forrn male
interviewees:
"I think IW heard of chlainydia before [participating in the study] fronz sonlelvIlere
but I'M not sure like Ih-now nizichabout it, IthiizkIW heard of itfroln sonlewhere"
(Interviewee #38, Male, Age 22, Education).

Other interviewees who were able to comment on the asymptomaticnature of chlamydia
and the associatedsequelaeamong men and women with long-term infection tended to
literature:
had
information
from
the
they
that
this
study
acquired
report
Id heard of chlainydia before I spoke to you but I didn't know that you might
like
know
have
know,
Id
it.
that
this
thought
things
with
you'd
not
you
always
like youd get a discharge or something wouldjust be like fiamy down there
flaughs/ but em,yeah I know that that's not always the casenow and also that
it can cause like problems, women not getting pregnant and stuff, I didnt
really know that
KL: Yousayyou biow thosethingsfi-om takingpart in this study?
R:
Yeah,like you don't always kwowor as you said ýou cant fell by looking'. I
remeniberyou saying that to me.
KL: Really. So me talking to you..any other parts of the studyyou..
R:
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had
did
[laughs]
I
it
leaflets
them
those
and
actually
read
yeah
you
me
gave
...
..
like the symptomsand what could happen if you didnt get it sorted kinda
thing. But like I had read the whole no symptomthing on a poster you had zip
in the toilet you keptpassing it and reading another line each time.
...
(Interviewee #364, Male, Age 23, Workplace).

R:

Two women had a depth of knowledge about chlamydia: one had previously worked in a
laboratory which tested samples for STIs and the other had experienceof working on a
sexualhealth advice line.
Most interviewees offered comments on their perceptions of young people's knowledge
about chlamydia. A typical view among the majority of all interviewees was that most
it.
knowledge
but
have
about
young people are aware of chlamydia
poor

By

contextualising their own poor knowledge of chlamydia with knowledge among young
people in wider society, respondents were attempting to normalise their own poor
knowledge.

One young woman offered the following comment immediately after

discussingher own perceivedlow knowledge of chlamydia:
"... but I don't think inany, like most people I know, I dont think they k-now all about
this stuff so, I mean they're about my age I dunno Ijust think it's, there's just
...
...
hardly any information about this and I think there should be.
(Interviewee #309, Female, Age 20, Workplace).

Most intervieweesspoke about their own sex educationand offered views on the quality of
sex education more generally. A typical view from both male and female interviewees
was that their low knowledge about chlamydia was the 'fault' of their perceived poor sex
in
few
A
their
couched
statements
normative terms:
education.
KL: iviiatdoyozireiýieiizbei-beiizgtaziglitabozitsexitalitifectioiisitisex
education?
R: No much. I rememberit was like AIDS and stuff but that's really all, HIV, that's
have
kind
been taught about this
I
I
think
ive really should
of remember.
all
stuff, like see thefirst time really that I've ever ivent into anything ill ally detail
has beenwith yoursetf
(Interviewee #308, Male, Age 22, Workplace).

The most common STI intervieweesrememberbeing discussedduring their sex education
was HIV/AIDS. Almost all interviewees commented that they do not remember being
taught about chlamydia at school.
The belief that poor knowledge was linked with high-risk sexual behaviour was expressed
by some interviewees, although more so from females than males. According to these
young people, providing more information about STIs, especially within the school
context, would reduce high-risk behaviours and therefore rates of STIs. During these

Karen Lorimer, 2006
specific

discussions,

own sexual behaviour
chlamydia

Chapter 5,124
some of these interviewees
as being high-risk;

went on retrospectively

they believed

to describe their

that their lack of awareness of

led to them taking risks with their sexual health.

VVhilst overall knowledge among this sample population was low, some knew that
chlamydia might affect a women's fertility:
"I didn 't know any side effectsor anything, apartfroin infertility it was the only one
...
I Imeiv,atid I didnt Now ivhat syniptonisthere was or anything like that.
(Interviewee #255, Female,Age 22, Health & Fitness).

Some respondentsknew of the clinical features of chlamydia; however, many discussed
leaming about thesefacts from reading the study literature, especially from the postersand
conversations with the author. As discussed earlier, one in ten respondents (10.6%)
reported 'This study' as their first source of information about chlamydia and some
interviewees discussedtheir knowledge of chlamydia stemming from reading literature
given them as part of the study. When askedwhat they now know about chlamydia from
taking part in the study, intervieweesmost commonly referred to the largely asymptomatic
nature of chlamydia infection. Some female interviewees commentedthat they had heard
of chlarnydia and knew it could affect women's fertility becausethey had read about it in
women's magazines;however, most, as with males, were largely unaware prior to taking
part in this study that chlamydia could be asymptomatic. Many young men commentedon
being surprised to learn that the majority of people would have no sign of symptoms of
infection.
Some men commentedthat they believed they would know if they
chlamydia
had caught a STI:
'7 was quite shockedby that, cos I always thought, wellfor most things like that,
that you'd know, y`lbiow I always thought I would Now, I'd have some sort of
syniptom,so yeah, I was really surprised when I read that iýiostpeople don't always
blow. "
(Interviewee #237, Male, Age 24, Health & Fitness)
Perhapson the basis of their surprise, some respondents,especially men, discussedthat
they had subsequentlyinfon-nedtheir fiiends about how common chlamydia is and of the
largely asymptornaticnature of the infection. One man commented:
"Surprisingly a couple of thefriends I've got havent actually had experience with a
woman yet as it ivere so they're not really worried about it. They didnt really 10low
about it like they didnt Imow it could affect yourfertility
and it call really affect a
woman'sfertility and stuffso I was telling them and they ivere like 'Oh right I though
it was just-you started leaking stuff (laughs)... I says sometimes you dont know,
obviouslyfroln reading the poster andfrom the information you had given its, eh, it
was sayingyou don't always know and ifyouve had unprotected sex it's a good idea
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to get checkedout, especially ifyou dont Imow the person, even ifyou do k7lo1vtheill
but dont lazowtheii- histoty.
(Interviewee #311, Male, Age 20, Workplace).
Two female respondentsdescribed conversationsthey had with their respective younger
brothers, mentioning specifically the lack of symptoms,the commonnessof chlamydia and
how simple the test and treatment is, with one requesting a test 'kit' to take home to her
brother, asthe following field note extract illuminates:
A female respondent who provided a sample the other evening approached me
tonight to requesta test 'kit' to take home to her brother. She said she had told him
that she had been testedfor chlamydia and he responded, "Miat's that? " Yheir
ensuing discussion consisted of her informing her brother about chlanlydia, she
mentioned the asymptonzaticnature of chlanzydia to hinz and how common it was
him
decided
be
25
She
he
tested
that
andassured
amongpeople under years.
should
that she would askfor a test 'kit'the next time she saw me.
(Field note, Health & Fitness,2ndJune2004)

The opportunity for health promotion was an unintentional but apparently inherent aspect
of this study. The surprise among many interviewees from learning of the asymptomatic
like
infection
friends:
"I
to
their
of
nature
chlamydia
was subsequently communicated
was
that "did you know that nzost people don 't Now theY even have it! " kinda thing, cos I
couldnae believe that nian! I thought you would know ifyou had soinething. " (Interviewee
#77, Male, Age 20, Education).

Both women and men reported that they had passed on

information they had gained about chlamydia from their participation in this study to
family and/or friends.

The health promotion aspect to this approach, albeit unintentional,

has been discussed in the literature concerning non-medical approaches as a possible
secondary benefit to this type of approach (Arcari et al. 2004; Debattista et al. 2002a).

Source of respondents'

information

Survey respondentswere asked to choose the source from which they first heard about
by
followed
'Friend'
The
'Teacher/School',
chlamydia.
commonest source chosen was
then 'Magazine' (see Table 9). Whilst 'Teacher/School' was the most common survey
did
three
not report an educational
quarters
survey
of all
respondents
response,around
source as being where they first heard about chlamydia. This is a young sample with all
respondentsunder 25 years. One might expect the numbers reporting school and or
teacherto have beenwhere they heard about chlamydia to havebeenmuch higher.
Chi-square analyses of survey responses to source of knowledge found significantly more

females (13.4%) than males (4.5%) first heard about chlamydia from a medical source
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(p<0.01) - see Table 9. In addition to a medical source, significantly more female
respondents(21.8%) first heard of chlarnydia from a media source comparedwith males
(0.6%). Whilst similar numbers of male and female respondentsreported an educational
source as their first sourceof information, femalesreported sourcesthat males tend not to
use- doctors and magazines.
Although 93% of survey respondents stated they had heard of chlamydia before
participating in this study, one in ten (10.6%) respondentslater reported 'This study' as
their first sourceof infon-nation about chlamydia. This apparentdiscrepancyis explained
by confusion among some respondentsregarding the survey question. Some interviewees
commented that they became aware of chlarnydia from having read study posters and
leaflets, which circulated in the settings one week in advanceof the study commencingin
each setting. This may explain the apparentdiscrepancy: that they had first heard about
chlamydia from reading a study poster and consequentlyresponded'Yes' to the question
'Had you heard of chlamydia before taking part in this study?'. In addition, the higher
percentageof young men than women reporting health information leaflets (14.8% of men
compared with 5.0% of women) may also be explained as confusion as to the survey
question.

Table 9: Respondents'

first source of information

about chlamydia

Male

Female

%

%

%

Teacher/School

23.9

22.8

23.2

Friend

25.8

16.3

20.4

Magazine

0.6

21.8

12.6

Doctor/Nurse

4.5

13.4

9.5

This study

12.9

8.9

10.6

Health information leaflet

14.8

5.0

9.2

Television

13.5

5.4

9

Other

1.3

3.5

2.5

Family member

1.9

2.0

2.0

Internet

0.6

0.5

0.6

Source of information

All

During interviews both women and men were generally unable to state with confidenceor
talk definitively about the source of their knowledge about chlamydia. Their responses,
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when probed for a source,were vague and assuming;respondentsoften suggesteda source
they assumedthey 'must' have heard about chlamydia from, as one female suggested:
"EM it's nzaybebeen, like, in the doctors, or like, reading, like you know how you
...
get those kind of paniphlet things when you're waiting. I'll read thein when Iin
waiting, or ...maybe even school I would iniagine, I don't really know, or inaybe
magazines..."
(Interviewee#159, Female,Age 22, Health & Fitness).

However, two young men were able to state with certainty where they had learned about
chlamydia:
"I'd heard of chlamydia before becauseI remembermy girýrriend that always usedto
watch Sexin the City, and in one episode,eh... the ginger one gets it
(Interviewee #77, Male, Age 20, Education).

"Yeah em, I didnt lazowanything about it [chlainydia], like I don't evenlazowif Id
heard about it until I got a callfrom my ex-girl(riend saying she had it and I should
get checkedout. I was like that "what? ..... ..
(Interviewee #237, Male Age 24, Health & Fitness).

Certain sourcesare conspicuousby their absence,for example, doctor/nurse and family
member: 9.5% stated doctor/nurse as their first source of information about chlamydia
(although significantly more females reported doctor/nurse); only 2% of all survey
respondentsstatedfamily member.
During interviews men and women were askedabout any conversationsthey recall having
with family members about sexual infections, and also contraception in general. Both
women and men who described experiencing discussions with family members, during
which they learned about contraception and/or sexually transmitted infections, tended to
also report consistentcondom use and exhibit the broadestknowledge about sexual health
matters. A male interviewee stated:
R:

Aye iny ina druinnied 'use a condoin, use a condoin' intae ine jae a young
age ...I think she was terrified Id conze honze saying I'd got soine lassie
pregnant
KL: A nd have you alivays used one?
Oh God aye yknow it isnaefianzy hearing your Yna's voice in yer heid whell
R:
...
y'know flaughs/ but hey..
flaughs]
KL:
(Interviewee #194, Male, Age 21, Health & Fitness)

All of the interviewees who discussed having conversations with family members reported

this person to have been their mother; some female interviewees commentedthat sexual
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health was not a subject they consideredto be an appropriatetopic to discuss with their
fathers. As one commented:
"I wouldn't talk to Iny dad about it [sex] but I would talk to my inzan and my
sister... 'cos,I dunizo,it's different with them,they kinda know what's what.
(Interviewee it 159,Female,Age 22, Health & Fitness)
All except two of these interviewees described their experience of discussing sexual
matters with their mother as embarrassing. Two females, however, explained their ease
with such conversationsbecausethey were introduced to theseconceptsfrom a young age
and believed this has enabledthem to feel comfortable today discussing sex and related
matters. After describing the nature of the discussionsher mother had with her since a
young age, I asked one interviewee how she felt having these conversations with her
mother:
"Absohitely normal. Totally like anything else, like she would have told nze"bnIsh
your teeth beforeyou go to bed."I laiew it was really a serious inatter but I thought
it wasjust... the kind of serious matters that parents talk about, like how you need to
use contraception, ein, be careful whenyou drive... things like that. So I thought it
wasjust ...not a special thing,just normal. "
(Interviewee#370, Female,Age 24, Workplace).

Whilst the numbers are small, and generalisationsare therefore unable to be made to the
wider population, this ease with discussing sexual matters linked with discussion with
family members about sex at a young age was an interesting thematic pattern to emerge
acrosstheseinterviews with young people.

Summary of knowledge of chlamyclia
Whilst awareness of chlamydia was high in this sample survey population, level of
knowledge declined as questions became increasingly focussed, so that less than half of all
survey respondents knew that chlamydia might cause an unusual discharge in women and
men, a common symptom of chlamydia in both sexes. There were significant gender,
setting and age differences in knowledge about the clinical features of chlamydia infection
with males, health and fitness and education respondents as well as younger respondents
responding incorrectly more than females, workplace respondents and those aged 20-24
years.

Around half of the survey sampleeither did not know or respondedincorrectly to the item
regarding the asymptornaticnature of chlarnydia, which shows they were not aware that
chlarnydia is often symptomless. Half of men believed they would only be concerned
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if
developed
During
interviews,
they
many men and women
chlamydia
about
symptoms.
confirmed their poor knowledge on the symptomless nature of chlamydia; however, as -a
consequence of the unintentional health promotion aspect to the study, this was a common
fact about chlarnydia that interviewees believed they had learned from their participation in
the study. During interviews, there was uncertainty from many men and women as to what
they knew about chlamydia, which confirmed the poor knowledge reported in survey
responses. It was a common perception among men and women in the interview, however,
that most young people have a poor knowledge about chlamydia. Interviewees therefore
believed they were not unique in any way by having a poor knowledge.

One in four survey respondentsreported 'Teacher/School' as being where they heard about
chlamydia. Few interviewees referred to their sex education as being the source of their
knowledge about chlamydia. Indeed, many when probed rememberedbeing taught about
HIV/AIDS but they often had no recollection of any other STI being taught. Certainly,
recall difficulties may have affected interviewees responses but consistently all
interviewees spoke with great uncertainty as to whether they had ever been taught about
chlamydia at school. For women, there were a greater number of opportunities to receive
information, as more women spokeof magazinesand doctors as a sourceof information on
chlamydia.

Views towards screening for chlamydia
This section of the chapter considerssurvey respondents'attitudes towards being askedto
participate in chlarnydia screeningstudy, as well as their views on screeningbeing offered
in various settings, with a specific focus on non-medical settings. Fifteen settings were
given in the questionnaireand men and women were asked to state how acceptablethey
in
(see
it
if
Appendix
3). The
the
was
settings
consider
chlamydia
screening
offered
would
three study settings were included in the fifteen suggestedsettings. Chi-square analyses
differences
in
to
there
or
carried
out
assess
were
any
gender,
setting
age
were
whether
attitude towards screening in the various settings suggested in the questionnaire.
Respondents'views towards the acceptability of chlamydia screening in various settings
were also explored during interviews. The survey findings on acceptability will be
reported first.
Among all survey respondents, there was a high level of acceptability towards screening

being offered in medical settings, with 99% of all men and women considering general
practice an acceptable setting. In contrast, 90% of all men and women considered a
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bookstore an inappropriate setting. The three most acceptablemedical and non-medical
family
for
survey respondents were general practice,
planning clinics and
settings
colleges/universities; conversely, the three least acceptable settings were bookstores,
Internet cafes and pubs. Just over half (51%) of all survey respondents supported
screeningfor chlarnydiain pharmacies.
Chi-square analyses found gender to be significantly associated with attitudes of
acceptability of screening being offered in non-medical settings, with males considering
pubs (X2=4.942,p=0.026) and clubs (XI=4.942, p=0.026), more acceptablethan females;
however, significantly more females considered local pharmacies acceptablesettings in
which to offer chlamydia screening(57% of females comparedwith 46% of males; X2=
4.337, p=0.037).
Chi-squareanalyseswere preforined to examinewhether there were significant differences
in acceptability found by setting. Survey respondentsin each study setting considered
colleges and universities acceptablesettingsin which to offer chlamydia testing (XI=2.484,
p=0.289). In contrast, there were significant differences in views of acceptability.in
relation to the other two settings (health and fitness, and workplace).

Significantly

(XI=33.396, p<0.001) more health and fitness respondents(75.4%) considereda health &
fitness setting to be an acceptablesetting in which to offer chlamydia testing compared
with either education respondents(39.3%) or workplace respondents(56%). In addition,
significantly (X2=37.256; p<0.001) more workplace respondents (65.7%) considered a
workplace setting an acceptablesetting in which to offer chlamydia testing comparedwith
education(25.4%) and health & fitness (41.2%) - seeFigure 4. So, where all three setting
respondentsconsiderededucationto be an acceptablesetting in which to offer chlamydia
testing, the health and fitness and workplace respondentstendedto favour their own setting
more so than the other settingsdid. Therefore, the setting in which men and women took
part appears to have affected their views on how acceptablethey consider testing for
chlamydia in that setting, with the exceptionof education.
During interviews, respondentswere asked for their views on chlamydia screeningbeing
offered in various settings,focusing specifically on non-medicalvenues.Intervieweeswere
in
for
being
to
their
towards
and
participate
chlamydia
also asked
views
approached
asked
screening. Interviewees offered a range of views. Firstly intervieweesbelieved screening
in non-medical settingswas acceptableif there was a perceivedbenefit, such as increasing
awareness and knowledge or improving accessibility to screening. No interviewee
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discussed the benefit being reducing the prevalence
screening was considered
if screening

for some, non-medical

Secondly, non-medical

appropriate depending on how the screening would be offered:

targeted those who 'should'

offered in health-related

of infection.

non-clinical

be screened, those who

'would'

or else was

settings then it was considered acceptable.

screening was not acceptable in all 'feasible'

Thirdly,

settings because of the

perception of stigma stemming from the public nature of non-medical settings. These
views towards the acceptability of non-medical screening,including how intervieweesfelt
about being approachedin non-medicalsettingswill now be discussedin turn.

Figure 4: Comparison of study setting respondents' attitudes towards testing for chlarnydia
in education, health & fitness and workplace settings
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Non-medical screening would raise awareness of chlamydia
The chapter earlier described survey respondents' and interviewees knowledge of
chlamydia. During interviews it was common for men and women to discuss the effect
their participation in this study had upon their awarenessor knowledge about chlamydia:
"I know a bit inore about it now"; "... it hadn 't occurred to ine before you canzealong... ".
When asked for their views towards the non-medical approachto screeningused in this
study, many interviewees spoke of the effect such an approachmay have had on people's
knowledge: "... it nzighthave nzadepeople inore aivare about it... '). Atypical view from
men and women interviewed was also that many people in the general population have a
poor knowledge of chlamYdia. Interviewees often linked this perception of wider
knowledge with the view that "there is a need to inake people inore aware about if'.
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Screeningfor chlamydia in non-medical settings would, for many of the men and women
inter-viewed,have the effect of raising people's awarenessof chlarnydia.
Whilst many interviewees perceived their knowledge of chlamydia to be poor they also
discussed a desire to learn more about it.

improving their knowledge was therefore

he
harboured
however,
One
no
stated
male,
and
welcomed.
young
somethingmen
women
desire to learn any more about chlamydia than he had already learned from taking part in
the study: "... I don't ivant to kvoiv like too inuch about it, Ijust ivant to know like the
know"
how
it,
to
that's
what inost people ivant
you can get rid of
inain syniptonts and
(Interviewee #75, Male, Age 17, Education). Despite this, there was little apathy among
the men and women interviewed, with almost all acknowledging their own level of
knowledge "could be better" and expressinga desireto know more.
Attached to the view that personal knowledge improvement was required, many
interviewees believed that gaining knowledge was a pre-requisite to behaviour change.
Many men and women believed that increasing young people's knowledge about
chlamydia would affect behaviour changeamong young people, in terms of reducing risk
behavioursand increasingcare-seekingbehaviours. More than half of the men and women
interviewed believed there was an inverse relationship between increasedknowledge and
decreasedrisk-behaviour. As one respondentcommented: "it should be taught in schools
'cos like ifpeople have the inforniation they ein, ivell inaybe there wouldnt be so Inally
#309,
(Interviewee
Female,
"
like
being
there
getting
problein
y'know.
a
people
stuff and
Age 20, Workplace).

Whilst the view that increasingknowledge would lead to a reduction in risk-behaviour was
interviewees
believed
female
by
both
that
men and women, mostly
commonly expressed
increasing young people's knowledge of chlamydia would affect an increase in carefor
in
if
behaviour.
A
from
that
typical
screening
chlamydia
women was
view
seeking
be
then
young
people
might
non-medical settings was made more widely available
belief
interviewees,
GUM
that to raise
For
there
to
those
was
a
seek
services.
encouraged
in
STIs
STI
of
awareness
general:
raised
would encouragea general
awarenessof one
"Coming itito places like here, y1voiv it makes people think about it aizd then they
like
it you could get this
how
things,
they
think
get
other
could
might
about
[chlainydia] then you can get other things too...
(Interviewee #138, Female, Age 18, Education)
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One woman commentedthat, on the back of her participation in this study, she had been
encouragedto seek a full sexual health screen at a local GUM clinic, which she had
leamed about from the study leaflet:
"I was eh thinking about was going to that place [referring to local sexual health
clinic]... I didnt know anything until you came in and I thought 'Oh aye,'I'll def: I'll
go tip there. Even, or evendown at the doctors... ".
(Interviewee #181, Female,Age 23, Health & Fitness).

How far one's desire to seek further screening is replaced with the actual occurrenceof
doing so remains unknown. Another interviewee offered a similar comment regarding
seeking further screening:
"I've kinda thought about it before but I think it's just laziness y7azoiv, you never
...
get round to it but then you condn'in here it kinda enz,nojust makes you think but, I
dunno, I would like to be testedfor everything and I think I definitely will cos it's no
as scary now that I've seen it and talked to you about it and you've kinda told ine
things I've askedyou about getting'it done... "
(Interviewee #159, Female, Age 22, Health & Fitness).

Theseviews from female intervieweeswere in contrast to those of men. A few men were
reticent to seek further screening for STIs after accepting chlamydia screening as part of
this study: "... I don 't ivant to bzoiv any inore... ", one commented. Another, whilst stating
that he would like to be testedfor other STIs - having becomemore aware about them with
his participation in the study - would probably not do so in the near future: "J think that'll
do inefor now... I biow what it's like just to ivaitfor one result,jeez nian I dont lazowifI
could do that again.. " (Interviewee #190, Male, Age 21, Health & Fitness). Despite this,
he expressed a wish that he had been able to be tested for 'evetything, no just
chlainydia...get it aw done at the saine thne ylaioiv.. ". A few other men and women also
commented that it might be a 'good idea' to offer full sexual health screening in nonmedical settings,on the basis that one could 'catch' Peopleat the sametime; however, few
who offered such comments consideredthe practicalities involved in offering full sexual
health screeningin non-medical settings.

Non-medical screening would increase access to screening
Barriers to uptake of screeningthat have been discussedin the literature include issuesof
accessibility. Taking screening to non-medical settings, which are frequently used by
young people, could potentially reduce such a barrier. Although interviewees were not
directly askedif they thought non-medical screeningwould have an effect on accessibility
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of screening,

many spontaneously

spoke about such an approach

improving

access to

screening.

For some,the increasedaccessto screeningwith non-medical approacheswere considered
to have the effect of increasingthe uptake of screeningamongyoung people:
"77zenzoreplaces this [chlainydia screeningl is offered then the easier it isforpeople
to seektesting whenand where they ivant it..
(Interviewee #364, Male, 23, Workplace)

Others referred to people having 'limited opportunities to be tested' for chlamydia, or
Scotland,
being
interviewee,
in
'out
One
Highlands
the
services
of
of
way'.
raised the
commented on a dearth of services, in which to seek testing, located in her area. Her
positive attitude towards wider availability was basedon her belief that it would result in
more young people being able to seektesting:
"... in the niral areas you dont have like a /sexual health] clinic or anything like
that... the nearest ones about forty, forty-five minittes drive alvay...maybe if there
ivere moreplaces to do it, I dunno... (Interviewee #255, Female,Age 22, Health & Fitness).

Many interviewees offered views on GUM servicesbeing inaccessible,either by virtue of
location or difficulties in making an appointment.

To further evidence this, few

respondentswere able to statewhere the nearestsexual health clinic was, or indeed where
any sexualhealth clinic was; others had a vague idea ('... that place up town somewhere').
One male who had not been offered screening until he participated in this study
commented:
"How easy is it to get to one of thoseplaces [GUM clinic]? You hear about long
waiting tinzesand like where evenis thatplace you nientioned[Sandyford Inlitativel?
I inean, it's not like it easy then again it's not that easyto seeyour doctor either so
...
thereyou go. (Interviewee #258, Male, Age 22, Health & Fitness)
One male described being contacted by an ex-girlfriend who informed him she had
chlamydia. The interviewee telephoned a GUM clinic to make an appointment but was
unable to obtain one suitable. He statedhe was also unable to attend the 'drop-in' service
be
he
he
by
told
the
the
could
as
recommended
was
not
given
at
clinic,
receptionist when
an appointmentfor two weeks. This respondentwas approachedby the author in a health
and fitness venue a few days after he had contactedthe clinic and he participated in the
study by providing a sample for testing. During his subsequentinterview, this young
man's views towards non-medical screening appearedto be influenced by his previous
experiencewith the GUM clinic:
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".. 3vith this [non-medical screeningl you cut out all that no appointment or wait
aroundfor hours, when you cant even get there 'cos you have to work, nonsense...I
got tested somewhere I didn't need to go out of nzy way to get to ...I nzeanit was hick I
suppose that you turned tip when you did but what about those people who think
about it but dont do it, how do you lazow that doing it /screeningl in this way won't
be of benefit to people whofind it hard or whatever to get to clinics?
(Interviewee #237, Male, Age 24, Health & Fitness)

The perception among many interviewees (whether they had experience of attending a
clinic or not) was that GUM services were not accessible; therefore, screening for
chlamydia being made available in various non-medical settings was considered in a
positive light, as it would enable people to actually seek testing, or at least be presented
with an opportunity to be tested. The following field note extract is an example of
commentsmadeby someeducationrespondents:
"During a discussion with two female students, one commentedthat she was in
support of a testing service being available in the college after this study. She
thought it would be good if there were a service like this in college eveiy day, or even
once a week that students could go and use. Wien I asked why she thought this
be
introduced here she replied that it would make it easierfor people to get
should
tested,especiallythosewho wouldn't want to go to a clinic.

(Fieldnote,Educationsetting,24thMarch2004).

Another barrier to accessingGUM clinic settings that a few respondentsraised related to
the stigma of being seenattendingthe clinic. Four women and two men commentedon the
negative associationswith GUM attendance:
"Mio'd ivant to go soinewherelike that [GUM clinic] y'bzolv like especially ifyou
didn't have to I don't seepeople going there unlessthey have to, I nwan who'd sit
...
in the waiting room with people pure staring at you thinking 7 Imow what she's her
for'or whatever.."
(Interviewee #230, Female,Age 24, Health & Fitness)

When askedif shethought the sameissueof stigma applied to non-medical approachesshe
believed:
"no because like that's not why you're here, ylazow Im here to go to the gym no to
come in for a test ... aye I did it but, it's kinda different as people dont just
automatically think 'I Ibiow what she's herefor'y'Now.
(Interviewee #230, Female, Age 24, Health & Fitness)

Stigma acts as a barrier to uptake of screening in non-medical

settings
The stigma of being seenattending a clinical service for a STI test was discussedby some
male interviewees. In contrast,more women discussedthe stigma of being seento want a
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STI test in non-medical, public settings than men. Stigma acted as a barrier to uptake of
screeningin this study, but this will be discussedin more detail in the next chapter,which
describes the various barriers and supports to willingness to be screenedin this study.
Here, the views of intervieweesto non-medical screeningin generalare detailed.
Stigma as a barrier to accessing clinical settings for a STI test was a common view among
women when they spoke of their views towards non-medical screening in general. More
be
in
than
the
that
general
not
might
view
women
men expressed
many young people
tested for chlamydia in public settings because they would not want to be seen having a
test for a STI.

Women, in particular, believed that being seen to accept screening for a

STI was off putting, as they did not want people to know they were seeking screening.
The public nature of screening being offered in non-medical settings was not conducive to
their acceptance in many cases, such as for pubs, clubs and bookstores.

In addition

women also considered the implication of accepting screening in local pharmacies and
large high street pharmacies (such as Boots or Superdrugs), in relation to the public nature
of the setting. As one commented when considering whether she would accept screening
for chlamydia in these settings:
"... But a chemist or Superdrug, I wouldnt, probably not. It just depends what way
you are doing it. ..Boots is like, it's just so public... Local pharmacies agaill, sanze
idea, maybe not as bad because it's quieter, em, and so they're probably not going to
have a big quette of people like there would be in the middle of Glasgow kind of
thing, you hiow what I mean? So I mean if that way you arejust going in wid you're
speaking to a consultant orjustpicking zip a thing, not as bad...
(Interviewee #128, Female, Age 23, Education).

One women who refused screening as part of this study consideredwhether she would
acceptchlarnydiascreeningin local phannacies:
"I don't think I would do that, ein because it's busy, like, in a phannacy it's not as if
there's any, they maybe were-like when you were doing it up there it was kinda open
but you were asking everybody kinda individually if they wanted to do it whereas I
think it-Im thinking what inyphannacy is like in [place naine], and it's sinall, em, it's
just a counter so if Pin going tip to the counter and they say 'oh do you 1vant a
chlainydia test? ' and eveiybody's looking at you thinking "oh yeah ..... ..
(Interviewee #309, Female, Age 20, Workplace).

Of the female intervieweeswho gave a samplefor testing in this study there was a general
belief that they were not like other women, in the sensethat most women would not be
in
One
be
tested
to
settings.
commented:
public
non-medical
willing
R: Ijust don't think many [women] would do it in those sorts of places [nonmedicall.
KL: Wzy is that do you think?
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Well, it says something about you, I inean for a woman, I think its differentfor
guyy ,lazow it's OK to get tested 'cos that means you're a guy and had sex and
all that but I dont think women would really want to let the world blow 'Hey
think I might have an STI'.
KL: [Phy wouldn't they want people to k7iow if it's OKfor guys?
R:
'Cos women cant do that, it's different. I'M getting a bit feminist now
flaughs] but it's tnte. It's wrong, but it's true... wonzen have to think about
what people might say about thein but guys don't have the sayne things to
worry about like that.
(Interviewee #322, Female, Age 21, Workplace)
R:

Men, in comparison,did not hold the sameviews about non-medical settingssuch as local
pharmaciesor the large high streetstores(Boots or Superdrug);neither were their negative
views towards screening being offered in pubs, clubs and bookstores based on this
considerationof others; rather males simply did not wish to consider sexualhealth matters
in these settings becausethey were setting in which they would socialise with ftiends.
Men therefore did not want to be interrupted when socialising. Thus, men consideredthe
responseof their peer group rather than personsin the setting who are unknown to them.
In addition, young men often mentionedthe effect being seento have a STI test in a pub or
club on their chanceswith the oppositesex:
R:
Youd neverpull a bird man ifshe sawyou get a chlamydia test!
KL: Whynot, might she not think ivow he's a healthy guy, looking after his health?
R:
No way man! flaughs] Shed think 'he's pure diseased! Dont come near
me.
(Interviewee #190, Male, 21, Health & Fitness).
One male when considering being interrupted when on his leisure time offered the
following view:
"IfFin in a pub, eventhosef --- ers who come in and try and sell you the roses,I hate
them, I hate being asked questions about stuff like that in a pub where Im out to
socialise. IfFm out socialising I dont ivant to talk about bills and evetything else,I
just ivant to talk aboutfinz stuff. I wouldnt talk about sexual health to sonlebodyin a
"
club.
(Interviewee 9311, Male, Age 20, Workplace).

Another when askedhow he would feel being askedto take part in chlamydia screeningin
don
No,
't
have
"No,
Fin
finie.
to
commented:
a pub or club
out
a good
want to start
like
(Interviewee
h!
194,
Male,
Age
2
1,
Health
&
Fitness).
things
that".
worrying about

The views of men and women were contrasting in relation to perception of stigma.
Women considerednon-medical settingsto createbarriers for women; in contrast,few men
expressed this view.
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settings

why survey responses showed more men

may explain

in which

appropriate

to offer

screening

than young

some men did speak of the stigma of having a test for a STI in a public

place, often this was because they considered

the effects upon their chances with

the

opposite sex. Women, on the other hand, believed that having a test for a STI in a public
place in view of 'others'

showed their active sexuality,

not show because of the perceived moral connotations.
settings:

which they believed they should
The exception

is with pharmacy

survey responses revealed women considered this setting acceptable in which to

offer chlamydia
males); however,

screening

more so than men (57% of females compared

inter-view data suggests men were less reticent

with 46% of

about screening being

offered in pharmacy settings than women.

Conflicting views expressedin the survey and interview data may be explained by the
inherent differences in the two methods used to collect data on views towards the
acceptability of chlamydia screening. Whilst the survey asked respondentsfor quick
superficial answers- to tick boxes or write numbers- the interview offered the opportunity
for men andwomen to considerphenomenaor situations in more depth. Neither results are
necessarily 'wrong', but the contradictory finding does highlight the strength of the
qualitative method in collecting more in-depth responsesto views on acceptability. In
many of the interviews women began by stating they consideredpharmaciesacceptable
settings in which to offer chlamydia screening; however, some went on to discuss their
reservations. Intervieweeswere allowed time in inter-viewsto considertheir views towards
acceptability and often women returned to the topic later in the interview; in other words,
their views on a topic they might not have previously considered were being refined
throughout the process of the interview.

The following excerpt from an interview

highlights the fluidity of views:
KL:

Is there any setting you think, um, that it's just not appropriate to offer
chlanlydia testing?
Mill... I cant think of anywhere that would be inappropriate. Ehm...
R:
flaughs] (pause) I dont really have a problem with any place, enz, I call't really
think of aizjnvlzereId, like that'S inappropriate. Probably in a wee while I'll think of
something.

[later in the conversation]
R:

I dont lazow, a big place like Boots and things, I could imagine a lot of kids
like
like
kmoiv,
Boots
Superdrug
have
things now, where they, where
you
places
and
they provide it, free pregnancy kits to under-tiventies and things like that, so places
like that would probably be quite good because they're big and they're kinda
already... but I suppose at a local pharmacy, a lot of kids even dont want t0 go in
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and buy condoms and things fi-oin local pharmacies becausethey're embarrassed,
and they know people that work there and things. Actually, IM not sure Id do it
there 'cos it's a bit em, like infidl view ofpeople, ylazoiv what ifyou were to go ilito
your local pharmacy and your neighbour ivalks in and sees you asking for a
chlainydia test, oh my god flaughs/. No, perhaps not pharmacies...oh and earlier I'm
pure like'yeah yeah anywhere'flaughs/.
(Interviewee#354, Female,Age 23, Workplace).

Non-medical screening is appropriate if it is targeted to key

groups:
The views from men and women, who participatedin an interview and askedhow they felt
about non-medical screeningdescribedabove,were often in contrast; however, there were
strong views expressedby both men and women regarding who best to target non-medical
screeningtowards. Thesecommon views will now be described.
Those who 'should'
During interviews, the majority of men and women referred to the 'type' of person they
perceived to be 'at risk'

of having and/or contracting chlamydia.

A number of

interviewees spoke about these 'type' of persons in relation to the appropriatenessof
screeningin non-medical settings. For example:
"... studentsdo a lot of sleeping around and stuff like that so, if anything 's going to
happen,it's going to be students,and a college is a great place to do it...
(Interviewee #77, Male, Age 20, Education)

Targeting screening to perceived 'at risk' populations, by using non-medical settings in
which such groups could be found, was a common view associatedwith a setting being
seenas an appropriateone in which to offer chlamydia screening. In other words, a setting
was considered appropriate if it brought screening to populations who 'should' be
screened.
High schools were also consideredappropriate settings becausesuch settings were also
where intervieweesconsidered'at risk' populationsof young people could be found:
'7 think in schools it ftestingl would be good to make people more aware about
it-there's a lot of young people getting pregnant these days-evell the fact that
they're gettingpregnant meansthey dont know what they can be catching.
(Interviewee #309, Female,Age 20, Workplace).
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However,

whereas

perceived

promiscuous

colleges

perceived promiscuous

and universities

behaviour,
behaviour

schools

were
were

mentioned
mentioned

in relation
in

relation

to students
to both

the

of many young teenagers but also because interviewees

believed many school pupils lacked knowledge about the consequences of their
promiscuous behaviour - in other words contracting sexually transmitted infections. For
example:
"I lazow a girl who fell pregnant at fourteen so I think a lot more things should be
made aware ... she obviously didnt know veiy much about this sorta thing andpeople
should because othenvise how do they k7mv what they're doing, like what danger
they could be doing to themselves."
(Interviewee #237, Male, Age 24, Health & Fitness).

So whilst offering screening in colleges and universities was considered appropriate
becauseit could offer these at risk populations the convenienceof screening,in schools it
was seenas having the dual benefit of offering convenient screeningand raising awareness
of the risk of contracting sexually transmitted infections. (More will be given on these
views towards raising awarenessand conveniencein Chapter6.)
Those who 'would'
A second view from men and women centred upon whether the setting itself would offer
targeted screening at populations who are health conscious. So whereas schools, colleges
and universities were perceived as settings where young people 'should' be screened for
chlamydia, offering chlamydia screening in settings such as gyms and phannacies could
target young people who 'would' accept screening:

"It's like giving you kinda like a wee health check, sort of thing, so I think people
would be nzorekind of ..willing to do it at the gyni, yeah, I think they would.
(Interviewee #309, Female,Age 20, Workplace).

Another commented: "Yeah, I thinkpeople would do it there [gyms] 'cos they're into their
health I suppose othenvise why are they going there? " (Interviewee #237, Male, Age 24,

Health& Fitness). Another commented:
"Healthiness is notiust about going on the step inachine ol- having a six pack, it's
about taking care ofyour sexual health as well "
(Interviewee #355, Female.Age 23, Workplace).

Men and women interviewed consideredyoung people using gyms or sports facilities to be
health conscious,therefore,they would be more willing to acceptchlamydia screeningas a
way of 'trying to keep healthy'. No interviewee who offered this reason for health and
fitness settings being an appropriate setting in which to offer chlamydia screening
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'would'
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behaviour of this

group of young people.

Screening should 'fit'with

the setting

A third view commonly expressedby men and women concernedwhether a setting was
perceived to be one in which discussing health-related topics would not appear 'out of
be
Thus,
that
would
as
settings
gyms and chemistswere most commonly referred
place'.
discussing
in
because
these
considered
respondents
settings
were
ones
which
appropriate
health (as most respondentsreferred to rather than sexualhealth) as already taking place.
"Places like Boots and Superdnigs I think yeah go for it becausethey're [people]
therefor a health related reason anyway,so while they're there...
(Interviewee #311, Male, Age 20, Workplace).

Conversely, settings were not considered appropriate if health issues could not reasonably

be considered to already be discussed,such as in bookstores, pubs and clubs. As one
noted, 'It should maybebe tied iii with health sort of thbig'.
Whilst medical settings such as doctors and family planning were considered 'obvious,
'traditional' and 'where you would expect something like that [chlamydia screening] to
be', local pharmaciesand high street chemists were consideredalmost logical extensions
of thesemedical settings. As one respondentput it '[it's] a public sort of inedical place'.
Another noted:
"... a chendst is where you get your prescriptions and stuff-well wouldnt you get
your tabletsfor chlainydia there anyway so it's all the saine, it's like the doctors ill a
way, you get your Pill andpregnancy tests and stuff .. and there's a phannacist there
to speak to so yeah it's kinda the saine ... ivell not like totally but in a way...
(Intervie-wee # 159, Female, Age 22, Health & Fitness).

Another offered a similar view:

"I think maybe evenBoots 'cos like there's a lot of like weight testing stuff ill there,
diabetes
testing and stuff... cholesterol and all that...
call
and you
(Interviewee #237, Male, Age 24, Health & Fitness).

During interviews respondentswere shown a test kit developed and used as part of the
chlamydia screening component of the Healthy Respect demonstration project. This
consisted a small purple drawstring bag within which there was a sample container and

Karen Lorimer, 2006
forms

laboratory

Chapter 5,142
as well

strike up a conversation

about their views on community

their opinion on community

modified

for the person to sent their

sample to the
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as

One male

commented:

Well if this [test kit] is all it is then I dont see how it couldnt be made
available in lots ofp1aces,evenschools cos it's quite discrete and I don't think
people would have a problem with things like this being in the setting.
KL: Do you thinkpeople would usethem to get testedthough?
R: Yeah, uh huh, 'cos as I say it's discrete and especially if people are
embarrassedby stuff like this it's not going to draw much attention to them is
it so maybe they'd be more likely to do it if something like this is made
available.
(Interviewee #237, Male, Age 24, Health & Fitness)
R:

Some interviewees,especially men, appearedintrigued with this particular chlamydia test
kit. Many young men consideredis use a 'good idea' and suggestedthat men might be
encouragedto be testedif more of thesekits were available in various community settings.
Young women, however, often identified concerns about people seeing them picking up
one of thesekits:
"I don't think Id pick tip one of thesein Boots and then stand ill a quelle to payfor
nzyinake-upholding this (laughs)...like, hello, yes I think I might have an STD! "[Sic]
(Interviewee #138, Female,Age 18, Education).

Another female, whilst having reservationsabout how she might react to these test kits
becoming more widely available neverthelessbelieved they were a good idea:
"Youngerpeoplejust dont really ivant to talk about something like that [chlanzydia]
so if they could pick zip a test and take it home then maybe a lot more people would
do it... I think like having to go to a clinic isnt soinething younger people, like
teenagerswould ivant to do unlessthey had to kinda thing.
(Interviewee #128, Female,Age 23, Education)

Only two interviewees (both female) who spoke about schools being appropriate because
young people there 'should' be screened considered whether it would be feasible to offer
chlamydia screening in schools:
R:
KL:
R:

I think it's a good idea to kind of do it in a school... but I know you need to
have perinissionfi-oin thein really

pennissionfroin..
like the school and probably parents as ivell, yk-nowyou inight, like there inight
be a lot of parents who wouldnt ivant that sort of thing in their kids school,
which is, I think it's like, ein, it's, that's not being realistic...
(Interviewee #309, Female, Age 20, Workplace).
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The other woman who consideredthe feasibility of offering chlamydia screeningin nonmedical settings, did not consider any setting inappropriate per se but focused upon how
willing sheconsideredpeople would be to acceptscreeningin such settings:
"But ifpeople ivere ivilling to go in, then I don't see IvIly it would be inappropriate
to... I kind offeel like that ivith everything.- ifpeople are willing to, I don't see holv
any of thein are necessarily inappi-opriate; it's just Wiether people would be as
willing to takepart... "
(Interviewee #354, Female,Age 23, Workplace).
A few interviewees spoke of the normalising effect community screening could have if it
were mademore widely available:
"... makingpeoplefanziliar with nzedical issues has to get out of medical settings, has
to speak to people's everyday life because that is the only way that people are going
to become aware of the responsibilities they have to take if it takes place in your
...
life,
they'reprobably going to think of it a lot more and it's going to become
everyday
an evetyday conceni. "
(Interviewee #370, Female, Age 24, Workplace).

'7 think it's an idea that it shouldn't be a taboo,you Imow,you should tiy and bring
it more into the kinda public eye,and ive shouldnt be hugely embarrassedabout it,
or not willing to discussit. "
(Interviewee #237, Male, Age 24, Health & Fitness).

Discussion
Awareness of chlamydia was high (93% of survey respondentshad heard of it and 09%
successfully identified it to be a sexually transmitted infection); however, this level of
knowledge may have been influenced by the approachand consentprocedures: all study
participants were provided with information leaflets about chlamydia during the initial
approachand were introduced to the fact that chlamydia is a sexually transmitted disease
as part of this initial approach (as detailed in chapters 4 and 5). Although this was a
necessaryand unavoidable aspectof gaining informed consentinto the study it may have
had the unintended effect of influencing the responsesto two questionnaireitems: 'have
you heardof chlamydia?' and 'what is chlamydia?'
Level of knowledge declined,however, as survey questionsbecameincreasingly focussed:
many respondentswere unaware of how common chlamydia is among people under 25
years and of the largely asymptomaticnature of chlamydia infection. The awarenessof
chlamydia in this study is disproportionateto the prevalence,as comparedwith HW/AIDS
and hasbeennoted in a study with hiýher-risk populations (Kellock et al. 1999).
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As all study participants were aged under 25 years, I in 4 survey respondentsreporting
low
is
information
their
perhaps
a
surprisingly
school as
source of
about chlamydia
proportion. There was certainly a high degree of uncertainty among interviewees
it
is
information
the
therefore,
their
possible that
regarding
source of
about chlamydia;
more were actually taught about chlamydia at school. The ability for people to recall
events decreasingwith time is discussedin the literature (Fenton et al. 2001b); as such,
interviewees may have experienced difficulty recalling with accuracy their source of
information about chlarnydia.
Young men, especially, commented during interviews that their knowledge about
chlamydia was limited to having heard about it. They often knew very little else, even
when prompted. In contrast, young women engagedin detailed discussionsabout their
knowledge, including the source of their more detailed knowledge, which were often
obtained from sourcesyoung men did not report having heard about chlamydia from, such
as magazinesand doctors. Young women spoke of reading about STIs in magazines,for
example in 'real life stories' or on the problem pages; they were able to recall particular
stories and some described their feelings towards learning about the implications to
women's fertility once catching a STI. No male interviewee discussed reading about
chlamydia and none offered an accountof how they felt about the threat STIs pose to male
fertility.

Women's exposure to and engagementwith specific forms of sexual health discourse
standsin stark contrast to the lived realities of the young men's lives. At each stageof a
female's life there is an instruction guide in sexuality: from pre-teen and teen magazines,
through women's glossies to women's general interest publications.

The 'true story',

popular editorials among many of the young women interviewed, often promotes a moral
discourse, which discourages 'deviant' sexual behaviour (that which end in unplanned
pregnancy and STIs). Young men do not experience,or have accessto, a linear range of
magazinepublications as young women do; neither have they been subjectedto the same
scrutiny of their sexual behaviour, given the disproportionateweight that public, medial
and moral discourseconcerningteenagepregnancyand sexually transmitted diseasesplace
Young mep, therefore, perhaps do not experiencethe same
medical and moral intrusions in their lives as young women do. As such, gender, in this

upon women's sexuality.

study, often actedto constrainaswell as enablescreeningin community settings.
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Most interviewees, who knew about the clinical features of chlamydia, spoke of gaining
this knowledge from reading the study literature.

The health promotion aspect of this

study was unintentional but present nonetheless as a consequence of the study literature
(including posters and leaflets) as well as conversations the author was often able to have
with young people, during which the author was able to answer questions.

Chapter 4

described young men in the health and fitness setting enthusiastically embracing the
opportunity to have their questions regarding sexually transmitted infections answered.
Studies have shown knowledge of sexually transmitted infections among young people
increasing after behavioural interventions (Arcaari et al. 2004).

How far increased

awareness and knowledge about chlamydia effects behavioural change varies in the
literature, as one recent review concluded (Robin et al. 2004).

A low level of knowledge about chlamydia could have potentially negative consequences
for chlamydia screening programmes: without knowledge, young people might not
understandthe implications of screening,as hasbeen suggestedin the literature (Kellock et
al. 1999). In addition, without a baseline understanding of the nature of chlamydia
infection young people have little foundation on which to base their 'choice' of accepting
screening when it is offered. How far knowledge impacted on willingness to accept
screening will be discussedin more detail in the next chapter. However, it has been
argued that improving knowledge may positively affect individuals' participation in
screeningprogrammes,and improve the effectivenessof such programmes(Devonshire et
al. 1999). Indeed, it was a common view among both young men and women who
participated in an interview in this study, that information about the effects of chlamydia
and the highly asymptomatic nature of infection should be made widely available to
motivate more young men to seek screeningor acceptscreening.Indeed, some young men
and women suggestedscreeningfor all STIs be made available in the study settings on a
regular basis.
Despite young men showing lower knowledge about chlamydia than women they,
nonetheless,expressedmore relaxed attitudes towards screening being offered in nonmedical settings than women, they exhibited a greater willingness to learn more about
chlamydia and pass on this newly acquired information to family/friends and, as the next
chapter will show, were more willing to accept screening when offered to them in this
study.
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Pharmacy-basedchlamydia screeninghas alreadybeenconsideredin Scotland(the Healthy
Respect demonstration project made available screening kits in high street branches of
'Boots' in Edinburgh and this is being further explored in England through the same
national phan-nacychain). Early evaluation has suggestedthis approachto screeningwas
being
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Somewomen, however, retainedsomereservationabout the extent of this for women.
The next chapter considers how willing young people were to accept the offer of screening

by providing a urine sample. Factors associatedwith their willingness will be discussed,
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Chapter 6
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Chlarnydia in Non-Medical Seffings
This chapterdiscusseshow willing young men and women in this study were to acceptthe
offer of screeningfor chlamydia. The chapterbegins with an overview of the numbersof
respondentswho agreed to provide a sample for testing, by gender, setting and age.
Various factors associatedwith respondents'willingness to acceptscreeningwhen offered
are then explored, including:

for
lifestyles,
being
tested
experience
of
sexual
prior

chlamydia and perceptionof risk. Men and owmen's willingness to provide a urine sample
for chlamydia screeningwas recordedalongsidetheir survey responses,so that Chi-square
analyses could assessthe factors associatedwith williness, such as knowledge, sexual
behaviour and views. Analysis of interview data suggestedthere were various barriers and
supports to willingness to accept screening in non-medical settings. As with chapters4
and 5, differences,where identified, are highlighted by setting, genderand age.

Numbers accepting screening by setting, gender and age
Screening was offered in six settings over an 18 week period, which resulted in - 230
hours of screeningin total. In this time, 431 young people were approachedand invited to
take part in this study by completing a questionnaireand providing a sample for testing.
Of the sexually active respondentswho were willing to participate in the study (n=346),
113 (32.6%) acceptedthe offer of screeningfor chlamydia.in the three study settings and
provided urine samples to be tested for chlamydia.

Table 10 shows the number of

respondentsaccepting screeningby setting. Of the 113 samplestested, five were positive
for chlamydia (4.4% prevalence). Disease prevalence was 4.9% in men and 3.8% in
women.
The highest uptake of screeningwas observedin the health and fitness setting, with 48.8%
of survey respondentsagreeing to provide a sample compared with 19.1% of education
health
Thus,
27.8%
the
and fitness respondents
respondentsand
of workplace respondents.
were more willing to accept screeningby providing a urine sample for testing then either
educationor workplace respondents.
Of the 113 men and women who gave a urine sample for testing, the majority were male
(53.9% were male and 46.1% were female). Of all men offered screening 40.1% were
I
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-

willing to provide a sample compared with 26.8% of women. Thus, of all men approached
in the settings more were willing

to provide a sample for testing then the women

approached. By setting, men recruited in the health and fitness settings were more willing
than either men in education or workplace, or women in each setting to provide a sample,
with around two thirds (62.3%) participating in screening. However, women in the health
and fitness setting were more willing to provide a sample than women in either of the other
fitness
in
health
(see
Table
10).
both
Thus,
this
and
also
and
settings
study
study
men
respondents were the most willing to participate in non-medical screening.

Table 10: Numbers of respondents

Setting

Gender

accepting screening, by setting and gender.

Number of

Number accepting

respondents

screening (Yo)

X2 test

p
Education

ALL
Male
Female

115
59
56

22 (19.1)
15 (25.4)
7 (12.5)

0.078

Health &
Fitness

ALL
Male
Female

127
53
74

62 (48.8)
33 (62.3)
29 (39.2)

0.010

Workplace

ALL
Male
Female
ALL
Male
Female

104
40
64
346 §
152
194

29 (27.8)
13 (32.5)
16 (25.0)
113(32.6)
61 (40.1)
52 (26.8)

0.407

TOTAL

0.009

§ 17 of 363 respondentsstatedthey were not yet sexually active and were excluded from analysis.
Significant relationshipsbetweenage and providing a urine sampleare indicatedby bold p-values.

Considering which age of respondent was most willing to participate in the offer of
All
into
20-24
16-19
two
years.
study
age
groups:
and
screening,respondentswere split
respondentswere aged between 16 and 24 years, inclusively. Respondentsaged 20-24
for
16-19
testing: of the 113
those
to
than
provide a sample
years were more willing
aged
This
(see
11).
Table
table also shows
80%
20-24
sample,
provided
a
were
aged
years
who
there is a consistentdifference in willingness to acceptscreeningbetweenthe age groupsin
each setting; however, the only statistically significant difference exists within the health
fitness
in
health
fitness
Thus,
the
setting as well as men
older respondents
and
and
setting.
in this study were the most willing to participate in the offer of screening in non-medical
settings.
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Table 11: Willingness

to accept screening, by age and setting.

Number of

Number

respondents

screening (Yo)

accepting

Education§
16-19

66

10

(15.1)

20-24

57

12

(21.0)

Health & Fitness

P
0.449

0.004

16-19

39

9

(23.0)

20-24

94

53

(56.3)
0.055

Workplace
16-19

24

3

(12.5)

20-24

80

26

(32.5)

Total§

16-19
20-24

X2 test

<0.001

129
231

22 (17.0)
91 (39.3)

Significant relationshipsbetweenage and providing a sampleare indicated by bold p-values.
§3 missing values.

The age of respondentsin eachof the three study setting groupsdiffered so that almost half
of education respondentswere aged 16-19 years, whereas around one quarter of both
health and fitness and workplace respondentswere teenagers;three quarterswere therefore
aged 20-24 years. The greater willingness to accept screening among respondents aged 20-

24 years may be a true age effect but it may be a setting effect. This was explored with
binary logistic regressionanalysis to test for the effect of each of setting, gender and age
afler adjusting for each other. Odds ratios and 95% confidence intervals (Cls) were
calculated (see Table 12): there were significant differences in willingness to accept
screening by setting, gender and age: the odds of providing a sample for testing were
greaterfor men, health and fitness respondentsand those aged20-24 years.
Interactions between setting, gender and age were also assessedusing binary logistic
regression. The effect being male or female has upon willingness was not significantly
different in all three study settings; the effect of age upon willingness to accept screening

'gender
different
in
the
setting;
and
each study
effect of
was also not significantly
on
willingness was not significantly different in both age groups. Thus, there are no
significant interactions in this study population between setting, gender and age that may

affect analysesof willingness to provide a sample.
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Table 12: Odds of being willing to accept screening, by setting, gender and age

Odds ratio

Accepting screening by:

P

(95% CI)
Setting

Health & fitness

0.7 (1.46 - 3.97)
2.6 (1.51 - 4.77)

Workplace

1.0

Education

0.399
0.001

Gender
Male
Female

2.4 (1.46 - 3.96)
1.0

0.001

0.3 (0.20 - 0.64)
1.0

<0.001

Age
16-19 years
20-24 years

Significant relationshipsbetweensetting, genderand age,and providing a sampleare
indicated by bold p-values.

Respondents'

behaviour
sexual
reported

STI screening studies are often concerned to assesshow effective various screening
in
approaches are
screening at-risk populations.

The definition of 'at-risk' varies

dependingon the population, for example,MSM, drug-injectors or heterosexualsunder 25
years. In this study, various sexualbehaviour variables were included in the questionnaire,
based on the ClaSS study questionnaire. Information on total number of lifetime sexual
partners, number of sexual partners in the past six months, as well as the nature of their
most recent relationship and age and condom use at first sex, was collected. This part of
the chapter presents data on survey respondents'reported sexual behaviour. Chi-square
analyseswere performed on the data (except where indicated otherwise) to assesswhether
there were any differences in sexualbehaviour of respondentswho acceptedopportunistic
(n=113)
(n=233),
deten-nine
'at-risk'
did
those
to
whether
who
screening
and
not
respondentsprovided a sampleor not.

Sexual lifestyles
Sexually active respondents
Among all survey respondents,95.3% (346/363) reported that they had experiencedsexual
intercourse; 6/158 males (3.8%) and 11/205 females (5.4%) stated they had never
intercourse;
(4.7%)
17/363
therefore
sexual
respondents
were excluded from
experienced
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analysis of sexual lifestyles"
sample.

as well as from analyses of willingness

Of these 17 non-sexually

(3 male, 8 female),

active respondents,

to provide

a urine

II were from the education setting

and 6 from health & fitness study setting (3 male, 3 female).

All

workplace respondents reported they had experienced sexual intercourse.

Age and use of barrier contraception

at first sexual intercourse

Table 13 shows the age and use of barrier contraceptionof sexually active respondents,by
gender. The median age for first intercourse for all respondentswas 16 years. Just over
one third (36.0%) of respondentsreportedtheir first intercourseto have occurredbelow the
legal age of consent (16 years in the UK)".

The age by which 50% of respondents

experiencedfirst sexual intercoursewas between 15 and 16 years. Significantly more male
respondentsreported experiencing first intercourse before they were 16 than females
(43.7% of males v 30.4% of females). The proportion of male and female respondents
from both age groups (except females20-24 years) having intercoursebefore age 16 years
was higher than those reportedby the equivalent age-groupsin Natsal 2000 (seeTable 15).
The rising prevalenceof first intercoursebefore age 16 years has been reported elsewhere
in the literature (Johnsonet al. 1994;Wellings et al. 2001a).
Of those who reported first sexual intercoursebefore age 16 years, the highest percentage
was among female respondentsaged 16-19 years. Chi-squareanalysis found significantly
(p<0.001) more females aged 16-19 reported they were not sexually active than females
aged 20-24 years. Contrastingly, 20-24 year old females had the lowest percentage
first
intercourse
before age 16. Thus, among female respondentsthere is
sexual
reporting
an increase in the percentagereporting first sex before age 16 with decreasingage (see
Table 13). This is also a trend highlighted in comparisonsmadebetween Natsal 1990 and
the recent Natsal 2000 survey (Wellings et al. 2001b). In contrast to this trend among
females, similar percentagesof male respondentsfrom both age groups reported having
intercourse
having
before age
before
16
The
they
of
men
sex
years old.
proportion
were
16 years has also remained fairly constant across all age groups (16-44) in Natsal 2000.
Thus, the age at first sexual intercourse,by gender, of study respondentsshows broadly
similar trendswith a national probability sample(Natsal 2000).
Chi-squareanalysis found study setting was not associatedwith age at first sex (p=0.343),
with around I in 3 respondentsin each study setting reported first sexual intercourse
19With the exceptionof Table 13, where non-sexuallyactive respondentswere included.
20Except in Northern Ireland where 17 is the legal age of consent.
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occurring

before the age of 16 years: 31.4% of education respondents, 35.7% of health &

fitness respondents, and 41.2% of workplace

respondents reported first sex under the age

of 16 years.

Table 13:
intercourse,

Age, use of barrier
by gender.

No. of respondents
in age group
Sexually active
11
Age at first intercourse
Median age
loth, goth percentile
Aged <16 years*
(Natsal)j

contraception

of sexually

active

respondents

at first

Males
Current age On years)

Females
Current aw On vea

16-19
61

20-24
95

16-19
68

20-24
136

All
363

95.1%
58

96.8%
92

85.3%
58

99.3%
135

95.3%
346§

16
(14-17)
42.9%
(29.9%)

16
(13-18)
44.2%
(25.81/o)

15
(14-17)
56.1%
(25.6%)

17
(15-19)
19.5%
(28.4%)

16
(14-19)
36.0%

Use of condom Y
77.4%
68.4%
Used a condom
60.4%
77.2%
22.6%
31.6%
No condomused
37.4%
22.8%
§ Numbers do not total 346 as 3 respondentsdid not give their age.
Percentageof agegroup reporting first sexual intercoursebefore the age of 16 years.
Percentageof respondentsreporting first intercoursebefore age 16 yearsin Natsal 2000.
Y1 (0.3%) respondentdid not answerthis question.

71.4%
28%

Table 13 also shows the use of barrier contraceptionat first sexual intercourse,by gender.
Whilst the majority of respondentsreported using a condom at first sexual intercourse
(71.41/o),just over a quarter reported unprotectedfirst intercourse. More of the older male
first
intercourse
than the younger male
group
not
using
a
condom
at
sexual
age
reported
age group (37.4% v 22.8%). In contrast, the opposite was true for the female age groups
16-19
31.6%
22.6%
females
20-24
of
with
aged
condom
compared
of
use
reported
where
first
decreasing
increasing
females.
Thus
trend
towards
at
sex
with
condom
use
a
year old
age of respondentswas only seenin males. In addition, significantly (p=0.010) more men
aged20-24 reportedno condom usedat first sex than femalesaged20-24.

Number of lifetime sexual partners & in past 6 months
Table 14 shows there was heterogeneity in reports of numbers of lifetime heterosexual
lifetime
78.2%
than
87.6%
one
partner
and
of
women
more
men
reported
of
partners;
lifetime
least
16.2%
34.3%
ten
partners. The
of women reported at
of men and
whereas
is
by
lifetime
distribution
the
partners
sexual
emphasised
of
number
of
nature
skewed
of
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the high value of the 90'h percentile (25 for men, 12 for women) compared with the median
(5 for men, 3 for women).
having

10 or more lifetime

As might be expected, age is significantly

associated with

sexual partners, with around one third (31.9%) of 20-24 year

olds compared with around I in 10 (11.9%) respondents aged 16 - 19 years reporting
more lifetime

sexual partners.

who reported

10 or more lifetime

However,

a significant

(59.5%)

majority

sexual partners were male.

10 or

of respondents

There was no significant

association between setting and respondents reporting ten or more lifetime

sexual partners.

However, of those respondentswho reported ten or more lifetime partners, 33.3% were
workplace respondents,compared with 22.7% from health & fitness and 19.2% from
education. As detailed above, a larger proportion of workplace respondentswere aged
between 20-24 years comparedwith education respondents. This further emphasisesthe
link betweenage and a higher number of lifetime sexualpartners.

Table 14: Distribution of number of heterosexualpartners over lifetime and in the past 6
months, by gender

No. of respondents
in age group
Item response*
Number of partnerst
Lifetime
0
1
2
3-4
5-9
10+
Mean (SD)*
Median (90'h
percentile)*
Past 6 months$
0
1
2
3-4
5-9
10+
Mean (SD)*
Median (90'h
percentile)*

Men

Female

All

158

205

363

131

186

317

6 (4.4)
11(8.0)
13(9.5)
30(21.9)
30(21.9)
47(34.3)
9.9(10.3)
5 (25)

11 (5.6)
32(16.2)
34(17.3)
48(24.4)
40(20.3)
32(16.2)
5.8(8.0)
3 (12)

17 (5.1)
43(12.9)
47(14.1)
78(23.4)
70(21.0)
79(23.7)
7.5(9.2)
4 (18)

18 (9.6)
139(74.3)
17 (9.1)
8 (4.3)
3 (1.6)
2 (1.1)
1.1(0.3)
1 (2)

N
29 (8.8)
215(65.5)
40 (12.1)
29 (8.8)
11 (3.4)
4 (1.2)
1.2(0.4)
1 (2)

N
11 (7.8)
76 (53.0)
23 (16.3)
21 (14.9)
8 (5.6)
2 (1.4)
1.4(0.4)
1 (2)

f Excluding 17 respondentswho were not sexually active and 6 did not answerwhether they had ever had sex
(n--340). T12 respondentsdid not statethe number of sexualpartnersin the past 6 months (n--328).

Survey respondentswere askedto statethe number of sexualpartnersthey had in the past 6
in
(see
Table
14).
The
the past 6 months for all
mean
new
number
of
partnerships
months

Karen Lorimer, 2006
respondents

Chapter 6,154

was 1.2 (1.4 for males,

1.1 for females).

The majority

(74.3%)

of all

respondents reported fewer than two sexual partners in the past 6 months; thus, around Iý in
4 (25.7%)

reported

significantly

two or more in the same time period.

(p<0.001)

Chi-square

analyses found

more female than male respondents reported less than two sexual

partners in the past 6 months (83.9% of females compared with 60.8% of males).

Thus,

around I in 3 male respondentscomparedwith around I in 6 female reportedtwo or more
sexual partnersin the past 6 months. In addition to age group and gender,setting was also
significantly (p=0.015) associatedwith respondentsreporting two or more sexual partners
in the past 6 months.
Gender, age and setting were included in logistic regression analysis, with two or more
sexual partnersin the past 6 months as the dependentvariable. Only genderand age were
found to be independently associatedwith having had two or more sexual partners in the
past 6 months. Males are almost three times more likely than females to report two or
more sexual partners in the past 6 months (OR 2.6 95% CI 1.52 - 4.56); 16-19 year old
respondentsare more likely to report two or more sexualpartnersin the past 6 months than
20-24 year olds (OR 1.2 95% Cl 0.71 - 2.25). Those who reported their most recent
partner not to be their regular partner were around three times more likely to report two or
more sexualpartnersin the past 6 months (OR 3.195% CI 1.77 - 5.69).

Is sexual behaviour associated with willingness

to accept

screening?
Chi-squareanalysis found no significant difference betweenthose who acceptedscreening
and those who declined and their reported age at first sexual intercourse (see Table'15).
Around one third of both groups of respondentsreported age at first sex below the age of
16 years.
Significant differences were found between those who provided a sample for testing and
those who did not and reporting either 1-2 or 3-4 sexual partners(see Table 15 and Figure
5). More respondentswho acceptedscreeningreported two or more sexual partnersin the
past six months. In addition, respondentswho provided a samplealso reportednever using
a condom with their most recent partner significantly more so than those who did not
provide a sample. Three significantly different risk behaviourswere found betweenboth
groups of respondents,with those who provided a sample reporting more lifetime sexual
partners,more recent partnersas well as non-useof barrier contraceptionwith their recent
partner.
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those who declined
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of sexual behaviours

between those who accepted screening

Willingness to acceptscreening
Accepted
screening
%

Declined
screening
%

Age at first sex §
< 16 years

32.5

67.5

ýt16 years

32.9

67.1

Condom used at first sex Y
Yes

29.8

70.2

No

40.2

59.8

0.064

Number of sexual partners:
Lifetime

<0.001

1-2

21.1

78.9

34

24.4

75.6

5-9

44.3

55.7

10+

44.3

55.7

9.89 (11.67)

6.36(7.48)

7(23)

4(16)

Mean (SD)
Median (90"' Percentile)
Past 6 months

0.002

-<1

63.9

36.1

>9

79.5

20.5

1.96(l. 89)

1.24(1.31)

1(4)

1(2)

Mean (SD)
Median (90'hPercentile)
Relationship
with
recent/current partner

X' test
P
0.946

most

0.492

Cohabiting

33.0

67.0

Non-cohabiting

29.4

70.6

Always using a condom with
recent/current partner

0.009

Always

24.7

75.3

Inconsistent

31.1

68.9

Never

45.6

54.4

Statisticallv siQnificantdifferencesbetweennep-ativeand t)ositive test results are indicated
by their p-value in bold font; § 13 missing responses;Y7 missing responses.

and
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Figure 5: Number of lifetime sexual partners, by willingness

to provide a sample

80

70

60
50

Co 40
30

Give a urine sample
20
-0

10

FlYes

F.is E
12

3-4

EENo
5-9

10+

Number lifetime sexual partners

Comparison of sexual behaviours between those who tested
negative and those who tested positive for C. trachomatis
Although numberswere small, with 5/113 testsreturning a positive result, I was interested
to assesswhether there were any differences between the sexual behaviours of the two
groups of respondentswho provided a sampleand test result. The variables consideredin
Chi-squareanalysesincluded, age at fifst sex, condom use at first sex, number of lifetime
sexual partners, number of partners in the past six months, relationship with most
recent/currentpartner (living together or non-cohabiting) and 'Always' use a condom with
recent partner. Statistically significant differences (P=0.033) were found in only one of
these six sexual behaviour variables: respondents who tested positive for chlamydia
reported significantly less condom use at first sex (10.5% of those who tested positive
reportedno condom use at first sex, comparedwith 1.4% of thosewho testednegative).
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Prior experience of having been tested for chlarnydia
As a consequenceof screening guidelines in Scotland, which recommend that women
under 25 yearsbe opportunistically offered chlamydia screeningwhen they attendprimary
care, screening is currently offered in a number of NHS settings. This may affect the
uptake of screening, as part of this study, as some respondentsmay have already been
presentedwith screening opportunities, and if accepting, would then decline screening
when offered in non-medical settings. Thus, young people were askedin the survey if they
had ever beentestedfor chlamydia, and to statehow recently they were tested.
Chi-square analysis of questionnaireresponsesfound one in four (24.9%) of all sexually
active respondentshad previously been tested for chlamydia (see Table 16). Of these
significantly (p<0.001) more were female than male (34.0% of females compared with
13.2% of males). Having prior experience of testing was therefore explored as being
associatedwith declining the offer of screening. Eighty per cent (64/85) of respondents
who had been tested for chlamydia before declined the offer of screening. In contrast, a
minority (35.4%) of respondentswho reported they had never been tested for chlarnydia
before then provided a sampleaspart of this study.
The significant associationbetweenhaving been testedbefore and not providing a sample
suggeststhat experienceof testing was a significant factor associatedwith not providing a
sample when approachedin non-medical settings. However, not all respondentswho
reported having never been tested before then gave a sample. Furthermore, there were
significant gender differences in willingness to give a sample and the experienceof prior
testing.

Regarding genderdifferences,one in three females(33.3%) of femalescomparedwith less
than one in ten males (6.6%) who provided a samplehad ever been tested for chlamydia.
In addition, of those respondentswho declined screening when it was offered to them,
for
in
females
been
3
had
I
they
screened
chlamydia compared
around
previously
reported
with fewer than I in 5 males. Therefore, in both groups of respondents,those who
acceptedand those who declined screening,femaleswere more likely than males to have
been previously screenedfor chlamydia. Thus, the large majority (93.4%) of men who
were screenedfor chlamydia in this study had never been tested before. Women, on the
other hand, although reporting prior experienceof being testedfor chlamydia before, were
willing to provide a samplewhen approachedin thesenon-medical settings. This perhaps
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in
be
for
to
non-medical
screened
chlamydia
a
among
some women
suggests willingness
settingseven though they may not considerthemselvesto be at risk of having chlamydia.,

Table 16: Respondents'
gender

reported experience

of previously

Ever been testedfor chlamijdia
before?
Yes(016)
No (?1q)
All study respondents
(n=342)§

being tested for chlarnydia, by

A2test
P
<0.001

All
Male
Female
Respondents accepting
screening (n--I 12) Y

85 (24.9)

257 (75.1)

20(13.2)
65 (34.0)

131 (86.8)
126 (66.0)
<0.001

All
21 (19.9)
91 (91.2)
Male
4 (6.6)
57 (93.4)
Fernale
34 (66.7)
17 (33.3)
Respondents declining
0
006
.
screening (n--230) a
All
64 (27.5)
166 (72.5)
Male
16 (17.8)
74 (82.2)
92 (65.7)
Feniale
48 (34.3)
Statistically significant differencesbetweengendersare indicatedby their p-value in
bold font. §4 missing values; YI missing value; a3 missing values.

Female interviewees who reported having previously been screenedfor chlamydia stated
that this was during routine care (mostly during their first smear tests). In comparison,
young men reported that they were all tested when they self-referred to a GUM clinic.
Only one male interviewee reported seeking routine screening at a GUM clinic despite
being symptom free.

Thus, female respondents who reported prior experience of
chlamydia screening were offered screening through opportunistic approachesin clinic-

basedsettings; in comparisonall men who reportedbeing testedbefore had self-referredto
GUM clinics. Young men screenedin these non-medical settings were being offered
opportunistic screening for chlamydia for the first time more than females. Having never

beenoffered screeningbefore was confirmed from responsesby young men in the settings,
with many commenting "I've never beenaskedthat before!", or replying 'No' when asked
if they had ever been offered screening.
Whilst almost all men who provided a samplehad never been tested for chlamydia before,
declined
Similarly,
(82.2%)
had
the
the
who
of
screening.
neither
majority
of men
offer

the majority of women who declined the offer of screening reported never having been
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testedbefore. Thus, questionnaireresponsesand interview data was analysedto find other
possiblebarriers to the uptake of screeningin thesenon-medical settings.

Willingness

to accept screening and perception of risk of

having chlarnydia
Men and women's perception of being at risk of having chlamydia was included as a
survey item. Of all sexually active survey respondents,45.7% perceived themselvesto be
at risk of having chlamydia or were uncertain as to whether they were at risk. Chi-square
analyseswere performed to assessthe associatedfactors with perception of being at risk;
theseinclude: include not using a condom at first sexual intercourse(P=0.003),agedunder
16 years at first sex (p=0.002), reporting ten or more lifetime sexual partners (p<0.001),
reporting two or more sexual partnersin the past six months (p<0.001), having never been
tested for chlamydia (p<0.001) and poor knowledge of female symptoms of chlamydia
(p=0.005).

The survey responsesof all sexually active respondentswere comparedwith willingness to
provide a sample. Of the 113 men and women who accepted the offer of chlamydia
screeningand provided a sampleto be testedin this study, 62.8% statedin the survey that
they perceivedthemselvesto be at risk of, or were uncertain about, having chlamydia (see
Table 17). In contrast the majority (62.7%) of those who declined screening did not
believe they were at risk of having chlamydia (seeTable 17).

Table 17: Respondents'

perception of risk, by willingness

to accept screening.

Respondents' perceptions of
being at risk (n=113)
YES

NO

or uncertain
Respondents who accepted
screening
Respondents who declined
screening

71(62.8)

XI test
p

42(37.3)
<0.001

87(37.3)

146(62.7)
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The large number of people who acceptedthe offer of screening and who considered
themselvesto be at risk of having chlamydia questions the degree to which it was the
'worried well' participating in screening. Furthermore,as the last section highlighted, the
majority (81.2%) of respondentswho provided a sample had never been tested for
chlamydia before. The positive test results in this study also questionshow far those who
maintain good sexualhealth participated.
It is plausible that men and women who were previously tested for chlamydia may not
have perceived themselvesto be at risk of having chlarnydia. Among those who did not
believe themselvesto be at risk of having chlamydia, 34.6% had previously been testedfor
chlamydia. Thus, two thirds of those who did not believe they were at risk of having
chlamydia had never been tested. The differences betweenperception of risk and having
been tested before were highly significant (p<0.001) in Chi-square analysis. When
respondentswho had been testedbefore and thosewho did not believe they were at risk of
having chlamydia were removed from analysis, there were 158 eligible respondents,of
whom 71 (44.9%) provided a sample. Thus, among those who had no experience of
testing and who considered themselves at risk the majority (55.1%) did not provide a
sample.
Table 17 shows that two thirds of respondentswho declined screeningreported they did
not consider themselves to be at risk of having chlarnydia; however, just over I in 3
believed they either were at risk or were uncertain about their risk of having chlamydia.
Thus, respondentswho had never been screened before or provided a sample when
approachedas part of this study neverthelessdid not believe they were at risk of having
chlamydia. Factors affecting respondents'perception of being at risk of having chlarnydia
were explored during interviews.
Despite not being a direct question,most intervieweesspontaneouslyoffered views on who
they consideredto be at risk of having chlamydia (as detailed in Chapter 5): whilst there
were similar beliefs expressedby men and women, there were also differencesin how men
and women perceived risk. Most of the beliefs expressedby intervieweeswere in relation
to risk in 'others'. When discussingrisk behaviours and personsthey perceived to be at
risk, both male and female interviewees spoke of school pupils and college or university
studentsasbeing an 'at-risk' group basedon their perceivedpromiscuoussexual lifestyles:
"I think students are probably the higher risk than anybody else... some of the
students have slept with threepeople in one night and all different people".
(Interviewee #311, Male, Age 20, Workplace).
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Thus, risk of 'others' acquiring chlamydia, or other STIs, was understoodby many of these
interview respondentsto be due to unprotectedsex having occurred.
Some interviewees also discussed their own perception of being at risk of having
chlamydia. Both men and women did not consider their risk solely in relation to whether
they had unprotectedsex. The use of contraceptionwas for women basedon the degreeto
which they 'trusted' their partners. One female interviewee, for example, who had never
been tested for chlamydia before, declined screening in this study becauseof her low
perceptionof risk. She spoke about 'trust' and 'I knew who he was' asreasonsfor her low
perceivedrisk of having chlamydia. In relation to not using condomsshe commented:
I wasn't bothei-edabout thefact that he wasnt using them [condoins] because
I was on thepill and I knew who he'd beenwith
...

He wasn't a strangei-to you?
R:
Uh-huh.Uh-huh.It wasn'tan issue,i-eally.
L
(Interviewee#309,Female,Age 20, Workplace).

When then askedwhether she did not provide a sample for testing in this study becauseof
her low perceived risk she commented: "yeah ivell it's [chlainydia] just not sonzethingI
think I'm at risk of'.

Other females offered similar beliefs based on the status of their

relationships: those who reported monogamousrelationship histories spoke of trusting
their partner as a reason for not using condomsand for their low perceived risk of having
chlarnydia.
Men also consideredthe 'status' of their female partnersin their considerationsof personal
risk and the use of contraception. One young man referred to his use of condoms to
'protect myself', against acquiring STIs; he also spoke of his use of barrier protection,
especially when he did not know his sexual partners' experiences. When discussing
having a 'one-night-stand' I askedif he used any contraception:
",4ye. Definitely, yes, 'cos I didnt biow her, I didnt lazowanything about her and I
did definitely use contraceptionthat night ".
(Interviewee #311, Male, Age 20, Workplace).
Other young men discussedusing barrier protection to prevent acquiring a STI, especially
when they were having sex with a "lassie who has sex way you on the first night - you
don't know how many others she's been way; how many others she's slept iva.)ý' (#190,
Male, Age 21, Health & Fitness). So, men often spoke about why they used condoms,
whereaswomen discussedwhy they did not, but both men and women contextualisedtheir
behaviour in relation to the degreeof trust in the 'other' person- their sexualpartner.
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Researchhas explored young women's negotiation of sexual reputations (Kitzinger 1995).
Kitzinger (1995) found that sexualreputation for women still matterstoday, with the use of
the word 'slag' continuing becauseof its relevanceto women's lives and its meaning as a
'descriptor of reality' (Kitzinger 1995). Although both men and women referred to 'trust'
issues,women also tendedto offer a considerationof their own sexualbehaviour and make
an assessmentof their risk. In contrast men often consideredthe status of their female
partner. Thus both women and men were considering female sexuality in their assessment
of risk: females who did not perceive themselvesas being 'sluts' also did not consider
themselvesto be at risk; males who did not consider their female partners as 'sluts' also
did not considerthemselvesat risk.
One female interviewee discussedher sexual lifestyle as one she viewed with regret, based
on her perceived 'promiscuous' behaviour; shedescribed'many' sexualpartners- someof
whom she had a vague recollection of having sex with as she recalled being severely
inebriated- before adding:
"Ifelt like a freak, Ifelt like a shit, yknow my ftiends weren't doing that I ivent
...
through a rebellious streak and got drunk a lot ...but I'M in a stable relationship now,
which is a goodplacefor ine to be (laughs),Pin protected. " [author's emphasis]
(Interviewee #352, Female,Age 21, Workplace).

This interviewee continued to describe seeking a full sexual health check prior to having
sex with her current partner:
"I decided to get tested before having sex with iny boyfriend 'cos othenvise Inl
gonnaput him at risk"
(Interviewee #352, Female,Age 21, Workplace).

This interviewee describedassessingher risk statusbasedon her 'promiscuous' behaviour
did
having
had
her
than
not mention
upon
sex
partners
she
rather
unprotected
with
sexual
contraception in her recollection of sexual partners. This was common among many
interviewees: risk-behaviour was not premised upon unprotectedsex but upon the 'type'
of sex, which was perceivedto be risky.
When approachingyoung people in this study and discussingchlamydia with them, some
young women who declined screening responded that they were in a monogamous
be
'could'
having
they
therefore
not
at
risk
of
chlamydia. Some young men
relationship
commentedthat they did not have sex with 'dirty girls' thereforethey too 'could' not be at
declined
having
screening. The attributes of ones sexualpartners
so
risk of
chlamydia, and
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were therefore being discussedby respondentsas morally acceptableor not. It was on this
basis that their perceptionof risk was often founded.
In the previous chapter, interviewees' views on whom should be offered screening was
discussed. University studentswere often cited as a population who 'should' be offered
screeningbecauseof their perceivedpromiscuousbehaviour being viewed as placing them
at high risk of acquiring STIs. Theseviews clearly highlight an understandingamongmen
and women that 'risky' sexual behaviour places one at risk of acquiring a STI. Despite
this, when men and women were asked about chlamYdia (in interviews as well as during
the approach in the settings) there was sometimes confusion about how chlamydia is
transmitted. On two occasions in health and fitness settings, groups of young men
questioned why I was offering them screening for chlamydia: "Isnt Mat a Ivoniall's
disease?"

Among those who understoodthe transmissionprocessof STIs, their risk-decision-making
processwas different dependingon whether they consideredrisk in others or themselves.
There were strong genderdifferences found, with male and female intervieweesproviding
different narrative accounts of their risk negotiations and decisions, although both
emphasised'deviant' female sexuality as their sourceof concern.
That many study respondentswho consideredthemselvesto be at risk of having chlamydia
were then willing to provide a sampleof urine when approachedin non-medical settings is
a positive finding. This suggestsconvergencebetweenmedical advice and lay responses;
in other words, the advice for young people is to be tested for chlamydia if there are risk
factors or a perception of risk, and many young people who consideredthemselvesat risk
adheredto this general view. However, many who consideredthemselvesat risk did not
accept testing in these non-medical settings. During interviews men and women offered
narratives of negotiating their risk of having a STI, which for many was predicatedon the
statusof their sexualpartners. Although survey respondentsknew chlamydia was sexually
transmitted, and the views of intervieweesconfirmed this knowledge, the responseto the
offer of screeningin the non-medical settings in this study suggeststhere may be ftirther
barriers to screeningthat are either in addition to or insteadof perceptionof risk.

Barriers to screening:

the public nature of the settings

How interviewees felt when they were approachedand offered screening in non-medical
settingswas explored during interviews. The effect the public nature of the screeninghad
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upon willingness

to provide

especially from women.

a sample was a key factor

Interviewees

to emerge

from

interviews,

in
feeling
to
provide a sample
embarrassed
spoke of

these settings because of the non-private

nature of the context.

want a test for a STI, and the perception

The stigma of being seen to

behaviour
how
this
among respondents about

would be viewed, was discussed more by women than men.

Embarrassment

and stigma

As discussed in chapter 5, many survey respondents did not consider screening for
because
in
bookstores,
pubs
and
clubs,
acceptable
such
as
chlamydia non-medical settings,
of the public nature of the setting. However, men were more accepting of these settings
than women. During interviews both men and women discussedthe public nature of the
both
described
influencing
decision
their
to
the
screening:
of
setting as
accept
offer
feelings of embarrassmenttowards being offered screeningin public. However, there were
gender differences in how these beliefs impacted on their subsequentbehaviour: many
women stated a preference to be offered screening in medical settings; in contrast, men
often downplayed their feelings of embarrassmentby emphasisingtheir preferencetowards
is,
screening
as
screening
non-medical
conu-nunityscreeningcomparedwith clinic-based
one commented,"the lesserof two evils".
For these young men, they preferred to be embarrassedin the company of their friends or
colleaguesthan in 'a clinic full of strangers.' As one commented:
"For mepersonally I thinksomemedicalplaces can be quite offputting, they'requite
daunting whereas in Your workplace, youre in your own safe environment, you
...
know everyonein here, you kinda tnist everybodya bit I supposecosyoure working
with then all day. "
(Interviewee #311, Male, Age 20, Workplace)

When considering non-medical settings, young men were typically less concernedabout
fears
Their
knowing
the
they
than
of
young
women.
were
seeking
screening,
people
in
being
their
than
screening
nonoffered
embarrassmentat
attending clinics were greater
issues
discussing
These
to
many
women's',
with
attitudes were contrary
medical settings.
of privacy and concernsthat the testing be 'discrete'. Others spoke of preferring the toilet
in which to provide their sample,to be in close proximity and for few people to be around
them at the time they were askedto participate in screening:
R:
KL:
R:

I would have preferred to phone tip a number and make an appointment to
have
being
[mainjoyer]
I
in
there
come up
wouldnt
out
come ...
TP7iy
is that?
I dont want to stand in front of anybody, and yknow, give my name or be
Idon'tknowthemandI
fi-ont
in
people.
of
other
or
anything
askedquestions
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don't ivant thein to hear thosesorta things about nze.77iatsorta thing is better
done in private.
(Interviewee #294, Female,Age 24, Health & Fitness).
This woman waited until the screeningwas offered in a private location in one health and
fitness setting (as advertised on study posters) before being tested for chlamydia in this
study, as she did not want to approachthe author in the public reception areaof the setting.
In the questionnaire, all respondentswere asked to state how far the following would
influence their decision to provide a urine samplefor chlamydia testing: the location of the
toilet in which to provide the sample;how many people are around them at the time when
they are askedto provide a sample;and, how much time they have when askedto provide a
sample. Chi-squareanalyseswere perfortried on survey responsesto assessthe difference
betweentheseitems and gender.
Significantly (p=0.016) more female respondentsstated they would be influences by 'the
location of the toilet' than male respondents(51.3% of females compared with 35.6% of
mates). One female interviewee commented:
".. 3vith this location with the toilets being really close as well I think it's okay.
You're not having to go through... public or anything to actually get to a toilet, so I
think that's okay"

(Interviewee #294, Female,Age 24, Health and Fitness)
Another female suggestedan alternativeway in which to offer testing for chlamydia:
"I supposethe bestplace here would be actually in the toilets. That way you could
do it there and then. Even ifyoujustpick one zip on your way out.
(Interviewee #128, Female,Age 23, Education)

Other female interviewees spoke of their willingness to accept the offer of screeningif it
were offered 'discretely' or if 'no one knew'. Questionnairedata found that I in 3 males
(39.6%) andjust under half of females(47.6%) believed they would be influenced by how
many people were around them at the time they are askedto provide a sample. There was
no statistically significant difference between male and female responsesto this item
(p>0.05); nevertheless,there is a high percentageof the total study sample who believed
their decision to provide a samplewould be influenced by people around them at the time
they were offered screening. More women than men reportedthey would be influenced.
In each study setting young females were observed by the author as producing their
samplesfrom within their jacket pockets,or even from their bags, in an attempt to conceal
their samplesfrom public view. On one evening in a health and fitness centre, a group of
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field
following
The
females
(aged
17-19
to
the
years) agreed
offer of screening.
young

note extract illuminates their embarrassmentat handing over their samplesto me:
A group of yowig women came back to give Ynetheir samples. Yhey all appeared
One
her
them
quiet.
glaizced
over
mid were vety
acutely aware of others arowid
frieiids
her
Wit'fi-om
her
bag
time
the
the
as
at
same
shoulder and produced
produced theirs from widerneath a cardigan, a jacket pocket andfrom tucked under
their arm. Iplaced their 'kits' hi the storage co7itabier mul semed immediately that
they all relaxed; they appeared happy to chat with me once the samples were out of
view.
(Field note, Health and fitness setting, 12thJune 2004).

In contrast, no male respondentswho provided a sample for testing attemptedto conceal
their sample from public view. Even though respondentswere given a small white jiffy
bag (in addition to the clear plastic bag) in which to place their sample, some young men
high
in
in
bag
their
their
the
sample
view to
raised
samples
clear
plastic
and
returned
only
peer at the colour and comment on it (to either a male companion or to the author). In
did
their
to
their
samples
males
who
companions
about
not always
addition,
spoke
or me
use quiet tones; some spoke quite loudly and behaved in a confident manner. One male
interviewee commented:"it's inore male bravado to talk about their sexual history than it
isfenzales..." (Interviewee #258, Male, Age 22, Health & Fitness).

Chapter 5 discussed women and men's views in interviews towards screening being
offered in various settings, medical and non-medical. Young women discusseda greater
preference for medical settings. The stigma and embarrassmentof attending specialist
in
in
health
is
literature,
the
mostly
sexual
services reported
relation to women (DixonWoods et al. 2001c; Fortenberry et al. 2002; Scoular et al. 2001b). Many interviewees,
especially women, referred to the stigma of sexually transmitted infections.

Most

commentedon the stigma of being seento want a STI test:
"... see ifyou couldjust pick something tip and take it away without having to speak
to anyone, or so that no one biows what you're doing 'cause you don't really ivant it
to be known that you ivant to be testedfor a sexual infection yluiow.
(Interviewee #309, Female, Age 20, Workplace)

Some also commentedon the implications on ones 'reputation' by being seen.to want a
STI test:
"It's the associations that come ivith STI's. I think thei-e's a sort of stignia around
thenz,like ifyou might have an STI, it ineans that youve slept with a lot ofpeople.
(Interviewee #352, Female, Age 21, Workplace).
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One young man referred to stigma in relation to STIs being perceived as a sensitive and
embarrassingsubject:
"Well you know, sort of, as soon as you mention the word sex, you lazow, not
know,
it's
the
the
actually
words,
you
semially
ivot-d sex,
much moi-e
necessarily
transmitted disease... say sex and then they go, you bzoiv transmit they go 'oh, okay,
no, no, no, nah it's filthy business.'... It's just not something that people are
comfortable with I think generally. "
(Interviewee #308, Male, Age 22, Workplace).

Stigma has been raised as an important factor associatedwith women's willingness to
accessservices,as well as their willingness to acceptscreeningfor STIs (Dixon-Woods et
discussed
interviews
2001a;
Fortenberry
2002).
Although
during
the
young
men
al.
et al.
public nature of the setting, their embarrassmentand being observedto acceptscreeningby
others. These concernswere not as great as their fears of attending a GUM clinic for the
purposeof screeningor testing.
Confidentiality
Men and women's perceptions of the confidentiality of the test result were explored in
interviews and noted in fieldnote diaries. No respondentwho acceptedscreeningraised
confidentiality as a concern at the point of accepting screening and providing a sample.
During interviews, one male spoke of confidentiality in a positive light:

"I 171eallit's

[providing
for
harin
doing
in
it
testing]".
the
a
anyway
so
what's
sample
confidential
Women, however, expressedmore concern than men over confidentiality. Women tended
to favour medical settingsbecausethey perceivedthem as offering confidentiality more so
than non-medical settings. Other studies have shown that women tend to be concerned
about issues of confidentiality (Dixon-Woods et al. 2001b).

Certainly, all study

respondentswere assuredof confidentiality of their questionnaireresponsesand test results
during the initial approach; therefore, perhaps many accepted these assurancesof
did
further
and
not
require
any
clarification or reassurance.
confidentiality
All study respondentswere asked for two methods of contact on their consent fonns
(collected prior to them completing the survey) so that they could be contactedwith their
interview.
(if
they
to
arranging
a
view
an
provided
a
sample)
contacted
with
result
and/or
The great majority readily agreed,with only a small minority of respondents,mostly those
forms
blank.
declined
As such, the
leaving
the
this
screening,
section of
consent
who
majority fearedno loss of confidentiality or anonymity.
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Both the public nature of the setting and how confidential

the test result would be were key

concerns for many female survey respondents and interviewees
acted as a barrier
settings.

to their willingness

in this study. These factors

to accept the offer of screening

in non-medical

In contrast, many young men did not express the same concerns over the public

nature of the settings.

Rather, men often spoke in interviews

screened in these non-medical
to setting-related

settings than attend a clinic-based

about their preference to be
setting.

Thus, in addition

barriers to uptake in this study, there were supports to willingness,

which

are now discussed.

Supports to non-medical screening
Raised awareness and knowledge
Fieldnote data suggeststhat views towards acceptability of being approachedwere often
based on welcoming the opportunity to gain knowledge about chlamydia. In one health
in
by)
(and
fitness
'quiz'
the
a group of male
setting,
author engaged a
with
prompted
and
STIs
Their
knowledge
to
and relatedmatters
enthusiasm
gain
chlamydia,
other
staff.
about
was evident in this exchange. Thus, Chi-square analyses were carried out on survey
responsesto assesswhether there was an associationbetween respondents'perception of
their knowledge about chlarnydia, as well as their actual knowledge, and their willingness
to accept screening. Chapter 5 describedthe allocation of scores to survey respondents'
knowledge about chlamyclia.
No significant association was found between survey respondents' perception of
knowledge and willingness to provide a sample for testing (p>0.05). In addition, no
significant differences were found between survey respondentswho either accepted or
declined screeningand their actual knowledge of chlamydia (P>0.05). Despite there being
no significant associationsbetween either perception or actual knowledge of chlamydia
interview
data
health
for
there
testing,
to
suggests
was
a
and willingness provide a sample
have
inherent
in
to
the
positively affected uptake of
which
appears
aspect
study,
promotion
screening,especially amongthe male respondents.
During interviews, I was interestedin assessingwhether men and women had gained any
knowledge about chlamydia becauseof their exposureto information about chlamydia by
taking part in the study. Intervieweeswere asked to comment on what they knew about
knowledge
that
was the samebefore they
and
were subsequentlyaskedwhether
chlamydia
took part in this study. Most commentedon having merely heard about chlamydia before
this study, but knew more about it having taken part. One male commented:
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"I've heard of chlainydia, but I didnt know what it was really but I Imow now
...
becauseofyou-I guessknowing how commonit is,jeez! that's really why I thought
...
about getting tested...
(Interviewee #77, Male, Age 20, Education).
Another referred specifically to the study literature being where he gained knowledge
about chlarnydia and influencing his decision to be tested:
'7think it was quite goody' bzow the wayyou had all theposters upfirst because
...
obviously I had a wee read at them before speakbig to you ...if I didnae read the
posters atid you says tae me "want to get tested?"... l wouldnae have doize
So I thitik way that, that helped me
it everywhereyou ivew there was a poster
...
...
takepart.. "
(Interviewee #194, Male, Age 21, Health & Fitness).

Whilst many men in interviews admitted to having poor knowledge about chlamydia and
spoke of having learnedsomethingabout chlamydia as a consequenceof taking part in this
study, few femalesoffered similar comments. Most female intervieweesoffered measured
answersto questionson their knowledge about chlamydia; whereasyoung men were often
uncertain about their knowledge,with many immediately stating "I don't know".
Chapter5 describedhow someyoung men gainedknowledge about chlamYdiaby virtue of
their participation in this study. Whilst some learned about the largely asymptornatic
nature of chlamydia, others spoke of leaming that chlarnydia.could be tested for on a
sampleof urine: "I didnt k-nowit could be donethrough a urine sample"; "I thought it was
blood saniples". When intervieweeswere askedwhether learning that a urine samplewas
the testing method had any bearing on their decision to acceptthe offer of testing, most, to
somedegree,believed it had:
"I thought it was the cotton bud thing ip yer [whistles]! It's great that it'S only a
urine sample. Much better aye! "
(Interviewee # 237, Male, Age 24, Health and Fitness)
"Ijust thought where's the harm, and Ijust though I couldfind out more information
for myseýfso where can I go wrong really. If anything happens youre gonna get the
right advice to get it sorted so there's no, there's no risk involvedfor me.
(Interviewee #311, Male, Age 20, Workplace).
Thus, becoming more aware about chlamydia appears to have positively impacted on some
male respondents' willingness to provide a sample for testing.

Both male and female interviewees commented more generally about the effect raising
young peoples' knowledge about chlarnydia would have on their uptake of screening.
Various reasons were offered as to why some settings are considered 'appropriate' in
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inter-view
A
these
thread
throughout
to
common
which
offer chlamydia screening.
discussionswas the belief that screeningbeing offered in these settings would raise their
awarenessabout chlamydia: "I think it's a good idea to bring it to thenz...to make thein
Male,
Age
22,
(Interviewee
#308,
[testing]"
do
it
it-inaybe
more aware about
nzorewould
Both male and female interviewees believed that providing information
"...
increase
knowledge
chlamydia:
about
Cosif
about chlamydia would
young people's

Workplace).

be
have
information
the
there
people
many
getting
stuff
so
people
maybe
wouldn't
...
[STIs]".

To summarise,although not all intervieweesspokeabout their knowledge about chlamydia
being increasedby taking part in this study, the majority did. Young men, especially,
learnedabout how common chlamydia infection was among young people under 25 years,
the largely asymptomatic nature of chlamydia infection as well as the testing method.
Increasing their knowledge about these three aspectsof chlamydia infection appearsto
have impacted positively on these young men's willingness to accept screening when
offered to them.

Convenience
A second common reason given by men in interviews for accepting screening when
offered in non-medical settingsin this study was becauseit was convenient. The following
field note extract illuminates this:
A nian approachedme as I was setting tip the study desk this eveningand said, "Are
you the lassie doing the testing?". He said he W seen my poster in the fitness
he
being
but
he
W
had
W
jew
tested
times
so
considered
unprotected
sex
a
suite...said
then when he saw this study advertised on the posters he waitedfor the study to start
as it was more convenientfor him "savessittin'in a clinicfor ages" he said. He took
a questionnaireand 'kit' there and then and returned it later before he left the gym.
(Field note, Health & Fitnesssetting,23d June2004)
In one interview with a young man, he appeared to be skirting round the issue of
convenience. I asked:
So, was conveniencea reasonyou did the test then?
KL:

R:
Definitely! Because I wouldnt have gone and got myset(tested but while it's
...
here, it's convenientfor me so I might as ivell.
...
(Interviewee #311, Male, Age 20, Workplace).

In contrast,one man statedhe had tried to get testedbut the offer at the health and fitness
him:
for
convenient
setting was more
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"I had tried to go and get tested, and Ifound that I couldn't do that vely easily, so
when this opportunity came up, I said, 'Oh, I think I'll go for that' cos it 1vasjust
there, and it was no pressure either.

(Interviewee #237, Male, Age 24, Health & Fitness).
Many interviewees, especially men, used the term convenient; others said the test was
ceasy',or 'while it's here' and 'it's no effort to do it'. The easeof being tested in these
settings appealedto many of the male respondents: it was straightforward and required
little effort on their part. In the workplace setting one lunchtime, a group of men and
(with
commented
man
a mouth
women were completing questionnaireswhen one young
full of chips):
Male 1: "This is great! Eat your hinch, have something to do and while Im at it
get testedfor an STV Bish, bash, bosh! " [Sic]
Male 2: 1 Ibiow it's dead easyisiz't it!
(Male 1: Interviewee #311, Male, Age 20, Workplace; Male 2: Interviewee #308,
Male, Age 22, Workplace)
Other young men commentedon the conveniencein relation to the urine sample:
"Aye nae bothei-,I'll be needin'to go in a minute anyway[to the toilet] "
(Field note with regardsto Interviewee #257, Male, Age 22, Workplace).
In contrast, few female intervieweesspoke of convenienceas being a factor affecting their
willingness to be screened. Studieswith women who were opportunistically screenedfor
chlamydia in GUM or family planning clinics, have noted that women's experiencesof
testing and treatment formed an important element of their judgements of the service
(Dixon-Woods et al. 2001a). In this study, young men spoke positively about the caseof
providing a samplefor testing, and of this encouragingthem to acceptscreening.

Male interviewees who spoke of convenienceoften did so in relation to two associated
factors: first, screeningwas offered in a setting they usedregularly, which madeit easyfor
them to be screened;and second,respondentsoften commentedon their disinclination to
being
GUM
(such
therefore,
clinics),
screening
at
medical
settings
as
seek screening
available in a setting they frequentedoffered them an opportunity to be screenedwithout
attending a clinic.
In relation to the first factor, somemen offered views in support of chlamydia screeningin
the non-medical setting in which they participated as it was convenient for them to have a
test in a setting they used anyway. A health and fitness interviewee who gave a sample
commented:
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"I like the fact that I come here [gym] quite a lot, ylazow a couple of times a week
and ifyou hadnt been here Iprobably wouldn't have done it 'cos where else do you
Im
I
do
Id
that,
a
clinic?
not
go,
sure
ivell not unless thought there was something
wrong and although I did a test thinking I was OK, I guess I was just checking 'cos
you said you might not always Now. I wouldn't go to a clillic to do that, y'k7lo1v to
here
kinda
but
because
it easyjllst to
in
thing
to
check
ivell that 111ade
you came zip me
go actually yeah, y'know. "

(Interviewee #259, Male, Age 22, Health & Fitness)

Another interviewee from a workplace setting commented:
"... ivell obviouslypersonally I think it's a good thing becauseI haven't, itfilst hadnt
occurred to nie to have the test done before, and eh, whenyou ivere in hereyou b1oly,
sort of, obviously somewhereI come evetyday and things, it was like 'Oh cool, well,
why not,'"

(Interviewee#308,Male,Age 22, Workplace).

Being approachedin a location and at a time suitable to them appealedto many of the
young men who referred to the convenienceaspect of non-medical screening. Another
said:
R: Personally I don't think I would have done it ifyou hadnt beenhere. If Idjust
seena poster in the toilet like saying contact the clinic Id have went 'Na, I wouldnt
have done it.
KL: And why woultlyou say that was?
R: Pretty much I thinkfitst the convenienceand a bit of ignorance as well, I mean
you're coming in here so youre a bit less ignorant to thefact, just, people coming
[himsew
it
to
to
than
wanting speak you about rather
you
wanting to go speak to
someoneabout it, ifyou know what I nzean.
(Interviewee #311, Male, Age 20, Workplace).

For this man, the presenceof someoneoffering a chlamydia test in a setting convenientfor
him, actedas a motivator for him to provide a sample. Such views were offered mostly by
male interviewees, both in relation to their own views and also in relation to their
perceptions of other males' attitudes towards non-medical screening. As one noted, 'I
think guys are inore likely to get it [tested] becauseit's conveident,and girls... are litore
likely to do it in private places, you k7ioiv...'. So where male intervieweesoften spoke of
non-medical screening being convenient for them personally, females who referred to
cconvenience'in interviews often did so in relation to 'others': "I think if it. was inade
niore available in places like this and schools and stuff then it's inade easierfor people
y'know, it's easierfor thein to get tested' (Interviewee #309, Female,Age 20, Workplace).
For other interviewees who spoke of either their or others' reluctance to accessmedical
servicesfor screeningor testing, non-medical screeningwas consideredpositive precisely
becauseit enabledthem to avoid accessingmedical services. Thus, the conveniencewas
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linked

with

screening,

which

would

otherwise

be performed

in medical

settings, being

made available in settingsregularly usedby theserespondents.

Perception of screening as non-medical
Many male interviewees describedfeelings of apprehensiontowards seeking screeningin
medical settings - especially in GUM clinics. This in turn resulted in them holding
it
because
towards
meant they would not
positive attitudes
non-medical screeningprecisely
have to use a GUM clinic. As one man commented:
[Phat do you think about offering testing out with medical services?
I think it's, I think it's probably a good idea. Cause I think, I think sonze,
some people wouldjust, as I say, some people wouldjust make, nzake,I think a lot of
location
know,
initial
into
that,
the,
the
would be
medical
step
peoplejust making
you
the big issuefor thenz. You know, a lot, a lot ofpeople don't like going to the doctor
filll stop... I think it's more men who are afraid ofgoing to the doctor-I wouldnt go
to a clinic but I did it /screen ingl here
(Interviewee #308, Male, Age 22, Workplace).
KL:
R:

One man explainedwhy he would not attend a GUM clinic:
"Because eveiybody sits and looks at you. Eike that what are you here for? '
'Nothing, eh sore finger. ' Sorefinger, eh, in a sexual health clinic? Has it got
chlainydia?"
(Interviewee #311, Male, Age 20, Workplace).

Whilst male interviewees spoke of their reluctance to access dedicated sexual health
services,or general practice - for the purpose of seeking testing - female only referred to
this in relation to their perception of males. No female interviewee discussedbeing
in
interviews
GUM
Indeed,
to
access
service.
when
asked
reluctant
a
what they would do
should they be concernedthey had acquired a sexually transmitted infection, all men, with
the exception of one, statedthey would go to their GP. Whilst many females also stated
the same, a few believed they would self-refer to a GUM clinic, primarily becausethey
held negative views towards their current GPs. The reticence that male interviewees
for
in
the purpose of sexual health
to
medical
services
commentedon, relation accessing
screening,is noted in the literature in terms of the stigma associatedwith GUM clinics:
stigma is a recognisedbarrier to patient access(Scoular et al. 2001b).
During interviews any men perceivedthe screeningoffered in the study settingsto be nonmedical: "I quite appreciatedthe fact that it was not really medical. It was really relaxed".
Another commented:"It's not just a medical issue it's more of a cultural issueas well I
...
...
it's
just
having
it
in
facility,
but
the
not
a medical problem is it?"
can see point of
a medical
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Few female interviewees

expressed

this particular opinion; however, one female did comment that sexually transmitted
infections are not solely an issue for the medical profession, but they are socially and
culturally produced; in other words, STIs are social infections and as such they should be
dealt with by wider society.
No interviewee, male or female, spoke of the screening in terms of it being a medical
service that was being offered in a non-medical setting; in contrast,the screeningwas 'demedicalised' in many of the interviewees' perceptions. Whilst screening in particular
settings, such as schools, is labelled within the research community as 'non-medical',
ccommunity' or 'nonclinic-based', interviewees in this study perceived the study settings
as non-medical. Factors such as the appearanceof the researcher,as well as the fact that
the screeningwas offered in 'less formal settings' - foyers, canteensand 'chill-out zones' contributed to many male interviewees' perceptionsthat the screeningwas non-medical.
Whilst the feasibility study by Fenton et al (2001) for the Natsal 2000 found that some
respondentswould have preferredto be askedfor a urine sampleby a medical professional,
this was not as strongly emphasisedby men and women during interviews in this study,
especially not from men. For many of these young men the fact that the author was
perceived as 'an ordinary person' - in other words, I was not perceived as being a medical
authority figure - was a positive influence on their willingness to acceptscreening:
11 ICOSY011frej
.ust like its. Youre not trying to be like above its or anything, which
...
a lot of, I suppose doctors and whatever, what have you do... " [Respondents'
emphasis]
(Interviewee #311, Male, Age 20, Workplace).

Treatment of those testing positive for chlarnydia
Five respondentswho provided a sample received a positive result. The prevalence of
infection in this study was 4.4% (4.9% in men; 3.8% in women). Feedbackfrom the GUM
clinic, with whom the author had arranged for treatment of any positive respondent,
confin-nedthe successful treatment and partner notification for four of the five positive
respondents. One male respondenthad not attendedthe GUM clinic, although contact was
made with this individual on three separateoccasions during which a Health Adviser
engagedin conversation with the individual to arrange treatment. The Health Adviser
informed the author during subsequentcommunication that standardclinic protocols had
beenfollowed and thereforesuggestedthat the author neednot follow this individual up.
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Summary
This study screened 113 (32.3%) young men and women who were approached in nonmedical settings.

Forty per cent of men compared with 25% of women were willing

screened in these settings.

Furthermore,

in
each setting were more willing
men

it was apparent that women

to be

to provide

had been presented with

a sample than women.

However,

screening opportunities

more than men prior to this study, as around one third of women

compared with I in 10 men reported prior experience of being tested. The majority
who gave a sample

for testing

chlamydia. before participating

in this study had never been screened or tested for

in this study.

This non-medical

therefore successful in reaching young men, especially
whom 60% provided

a sample. Furthermore,

the group of young men the Chief

recommended

reaching via 'innovative'

approach to screening was

those in health-related

settings of

men reported more high risk behaviours than

women; therefore, many of the young men who were willing
exactly

of men

Medical

to participate

Officer's

Expert

in screening are
Advisory

Group

screening approaches.

Despite many women reporting prior experienceof chlamydia screeningbefore taking part
in this study, the majority of women had never been testedbefore but were less willing to
provide a samplethan men. It standsthat this non-medical approachto screeningwas less
successfid in reaching young women. Barriers for women included beliefs regarding
stigma which negatively affected their willingness to provide a sample in these public
settings, which is similar to findings from researchwith women who were screenedin
clinical settings (Blake et al. 2003b; Darroch et al. 2003; Duncan et al. 2001b). In
addition, and in keeping with other research,many women also had a low perception of
risk, which was entwined with emotions about relationship status and the view that their
sexual history did not put them at risk (Santer et al. 2003). Many women also considered
medical settings more appropriate in which to offer screening and therefore did not
considerscreeningin the non-medicalsettingsappropriatefor them.
For young men, providing a sample in nonclinic settings was easy and convenient for
them. The non-medical nature of the approachalso appealedto many who were reluctant
to attend clinics. Few raised concernsregarding the confidentiality of the test result and
fewer men were concernedabout the stigma of being tested for a STI than women. Many
were enthusiastic to learn more about chlamydia and often engagedthe author in lively
conversation to obtain information.

Young men's willingness to accept the offer of
screening in public settings combined with their views in support of non-medical
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groups, challenges

notions

that men are difficult

to engage in

sexual health screening or hold avoidant attitudes towards their sexual health (Darroch

et

al. 2003).

The views of men and women regarding the acceptability of non-medical screeningwere
similar in a variety of ways. Both men and women believed screening in non-medical
settings would be appropriate if targeted at particular groups: those who 'would', those
who 'should'. Furthermore,health related settingssuch as gyms and pharmacieswere also
consideredappropriatesettingsin which to offer screeningas they were consideredlogical
extensionsof medical settings. Both men and women recommendedthat young people be
provided w ith more information about the symptomlessnature of chlamydia as well as
suggestedincreasing the availability of screening. Although few men could suggestnonmedical settings they consideredinappropriatein which to offer screening,some believed
'there are limits'.
The next chapter draws together the findings from this study to address the research
questions. The discussion of the results is placed in the context of the current screening
debatesregarding how best to screen,where best to screenand to whom screeningshould
be offered.
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Chapter 7
Discussion
The preceding

chapters have described the feasibility

in non-medical

settings as well as men and women's

also outlined young men and women's

knowledge

of establishing

views towards screening.

study, whilst
implications

the fourth

They have
to

This chapter draws together these

findings by assessing the aims of the study and providing
The chapter is in four parts:

screening

about chlarnydia and their willingness

accept the offer of screening as part of this study.

the results.

chlamydia

a summary and interpretation

of

the first three address the three main aims of the

concludes by considering

the limitations

of the study, and also

for policy and future research.

The feasibility

of establishing

chlarnydia screening in

three non-medical settings
This study assessedhow feasible it was to establish chlamydia screening in various nonmedical settings: education,health and fitness and workplace. Gaining accessto settings
in which to establish chlamydia screening is a specific concern to screening approaches
that involve non-medical settings, since clinic control efforts have not neededto address
issuesof accessto sites and instead rely on personsself-referring or being referred from
if
is
interest
in
increasing
'beyond
However,
the
there
clinic'
we are to
primary care.
going
make inroads to combating current levels of chlamydia infection. It is therefore
in
this study was relatively
that
to
the
three
encouraging
access
non-medical settings
is
in
Access
there
to
settings
which
no tradition of a screening
straightforward.
was granted
service, in which 'gatekeepers'and managershad little knowledge of chlamydia, and also
to whom limited information about chlamydia was given. The subsequentencouragement
and continued support from staff at each setting is suggestive of their positive attitudes
towards screeningbeing offered in their settings. Though it is uncertain how generalisable
these findings are to other non-medical settings, nevertheless,the support offered from
seven non-medical settings approached for this study (including the pilot) raises the
initiatives
for
in
that
the
screening
chlamydia
support exists
possibility
wider community
to be introduced into their environments.
Whilst accessingnon-medical settings is an important aspect of the feasibility of this
in
Chapter 2 revealed the
to
the
studies
review of screening
approach
screening,
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of setting-specific

issues as well as participation

rates, the success of notifying

infected persons their results and them receiving treatment as being key issues affecting the
feasibility

and ultimately

issues are less commonly
infrastructure

the effectiveness

of non-medical

cited in studies within clinic-based

in place, such as contact information

test was administered,

results communicated,

screening approaches.

These

settings, as there is a different

for patients.

The ease with which the

and respondents who tested positive

were

treated, was assessed in this study.

The introduction of non-invasive tests for chlamydia has made possible innovative
strategies for chlamydia screening. The urine test was easy to administer and all
respondentswho gave a samplewere successfullycontactedwith their results. Obtaining
infori-nation
contact
at the sametime as the samplehas been recommendedin the literature
(Debattista et al. 2002c). All respondentsin this study who provided a sample for testing
were askedto provide two forms of contact and make clear which they preferred. When
offered this choice of contact method, men and women overwhelmingly chose to be
notified via text message: 95% choseto be informed by text message.The otherschoseemail or letter. Obtaining mobile telephone contact information allowed for easy, rapid
follow-up of infected individuals. No individual raised the issue of confidentiality about
receiving his or her result, perhaps due to the large number requesting contact via a
personalmobile telephone,which facilitates privacy.
The usefulnessof offering a choice of contact method, and more specifically, the utility of
text messagingresults to young people, has also been noted in the literature. When a
sexual health clinic in inner London introduced a text messagingservice for 6 months to
convey results of chlamydia tests, it was discoveredthat this reduced the median time to
treatmentas well as saving a total of 46 hours of staff time (Menon-Johanssonet al. 2006).
The clinic concluded that the text messaging service saved time and money for staff,
reducedthe risk of "missed" results and reducedwaiting times for diagnosisand treatment.
Some sites, as part of the Department of Health's phased rollout programme for
opportunistic chlamydia screeningin England, have also introduced text messageresults
for thosewith a negativeresult. In Glasgow,the Sandyford Initiative (a large sexualhealth
service) launched a pilot service in November 2004 sending "all clear" results to patients
via text messagesto their mobile phones, thus reducing pressureon frontline staff and
casingthe anxiety of patientswho are waiting to hear their outcomes. There is thereforea
move towards developing servicesthat 'fit' with young people's current lives, and tailor
the delivery of results in a way that is accessibleand convenientas well as confidential. In
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this study 100% of respondentswho provided a sample were successfully contacted and
it
As
their
test
the
method
and
notified of
choice of contact
obtaining at the
such,
result.
time the sampleis provided is a crucial part of the screeningprocessand will facilitate the
prompt treatmentof personstesting positive with chlamydia infection.
Whilst this study has shown that offering screening,communicating results and treatment
were feasible and undertakensuccessftilly, another important aspect to feasibility of this
screening approach lies with its successat reaching young men and women to whom
clinic-control efforts are not currently reaching. This study was successftil in bringing
young men into screening - 93% of whom reported in their survey responsesthat they had
not been testedbefore. In contrast, more young women who provided a sample reported
having previously screenedfor chlamydia (33%). Furthermore,men in this study reported
higher-risk sexual behaviour than women; therefore, at-risk young men who had never
been screened or tested before were reached via this approach. The CMO's Expert
Advisory Group acknowledged the potential difficulties accessing young men to offer
screening(Chief Medical Officer's Expert Advisory Group 1998b). It is a strength of this
approachto screeningthat many young men who may not have previously been screened
for chlamydia before were reached.
Aside from the clinical benefits of case identification, offering screening in non-medical
settings can serve as a vehicle for health promotion, education and the fostering of
collaboration between key community stakeholders,such as FE colleges, workplaces and
GUM clinics. In particular, this approachoffered young people the opportunity to become
awareabout chlamydia and the testing method in a familiar and convenientsetting.

What young people know about chlarnydia and their
views and attitudes towards screening in community
settings
This study was designedto elicit men and women's views towards non-medical chlamydia
screening. Views towards the offer of screeningmay act as motivators or barriers to the
effectivenessof any non-medical screening approach. In addition, given the paucity of
evidenceon young men's views about screening,the findings from this study are important
becausethe views of young men were explored in comparisonto those of young women.
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Survey responses showed a high level of awareness of chlarnydia in this study population,
with 93% reporting they had heard of chlamydia.

Nevertheless, whilst awareness was

high, knowledge decreased as survey questions became increasingly focussed, so that 75%
of men and 40% of women were not aware that there may be no symptoms associated with
the infection and less than half of all respondents knew that chlamydia might cause an
both
discharge
in
in
sexes. Further, male
unusual
women and men, a common symptom
interviewees in this study, more often than females, discussed their surprise at learning of
the asymptornatic nature of chlamydia infection. There was a common belief among many
of the young men interviewed that symptoms would manifest in those with a STI. This has
also been reported elsewhere in the literature (Garside et al. 2001; Mason 2005).

The

qualitative data validated the high awareness yet poor knowledge finding, with many
interviewees claiming to have heard about chlamydia prior to participating in this study,
although equally, many were unable to state with certainty much more about it.

It is possible that the high level of awarenessof chlamydia among respondentswas due to
the infon-nation contained within the study literature (leaflets and posters).

All

respondents,when initially approached,were informed about chlarnydia and given an
infon-nation leaflet to read prior to giving consent to participate in the study. The study
leaflet provided basic infon-nation about chlarnydia, including that it is a sexually
transmitted infection. Furthermore, prior to and throughout the study, there were
information posters around the study venues,which also provided basic information about
is
It
therefore possible that respondentsmay have affin-nedtheir awarenessof
chlarnydia.
chlarnydia prior to participation in the study based on the information they had obtained
from this literature. As such, both the consentproceduresand the advertising of the study
on venue posters may have biased the responseto this questionnaireitem in favour of a
high awarenessof chlarnydia.
The high awarenessof chlamydia in this study population is in contrast to the findings of
previous studies. In one study 51% of men and 60% of women had heard of chlamydia
(Devonshire et al. 1999); whilst in another 60% of women had heard of chlarnydia
(Kellock et al. 1999). The participants in these studies were GUM clinic attendees,
therefore, findings might not be generalisableto the general population.

This study

involved usersof public non-medicalsettings (except the workplace settings) and although
the samplewas a convenienceone, which may have resulted in a bias towards those with
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more awareness participating,

nevertheless, the results may be a more useful reflection

of

young men and women who do not attendhealthcaresettings.
Low levels of knowledge about the largely asymptomatic nature of chlarnydia have
implications for clinic-control efforts, which rely on people self-referring to be tested for
STIs. In the absenceof symptoms, combined with a poor knowledge of the fact that
chlamydia is often symptomless, young at-risk people might not seek health care in
in
in
Whilst
delay
specialist settings, or might
offering screening nonseeking care.
medical settings could be one way of reaching at-risk asymptomaticpopulations, it could
also raise awarenessof the lack of symptoms associatedwith chlainydia infection and
therefore encouragethe uptake of testing. This has been found in some recent research
with college studentsin the UK (Hay et al. 2004; Low et al. 2003; McClean et al. 2000).
McClean et al found that uptake of testing sharply declined when 'information-giving'
ceasedin the college.
The commonest survey response to the item regarding men and women's source of
knowledge about chlamydia was 'school/teacher'. Women tendedto reportedsourcesthat
men infrequently or do not use, such as doctor/nurse and magazines. This may be
explained by females accessing primary care more than males (for example, for
contraception and smear tests) and therefore being exposed to health topics and
information. Indeed, I in 10 survey respondents,most of whom were men, reported that
they first heard about chlamydia from their exposureto literature as part of this study, or
else during conversationswith the author. Thus, there would appearto be an information
gap for young men, which is not currently being filled. The poorer knowledge of
chlainydia among men suggeststhat ways in which to deliver information to young men
are required. It is therefore encouraging that many young men in this study welcomed
in
information
lively
to
willing
engage
chlamydia,
with
many
receiving
about
conversationswith the author to obtain sexual health information. This suggeststhat
sexual health information can be delivered to young men. However, perhapsthe results of
this study also reflect a desire among men to receive information in culturally appropriate
ways that 'fits' with the realities of their lives.
More research on how best to deliver information on STIs to young men could be of
benefit to control strategies. If knowledge of chlamydia is increased,this may result in an
increasein care-seekingbehaviour. However, it is important to recognisethat knowledge
is only one prerequisitefor effective diseaseprevention. Furthermore,how far information
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implications
Nevertheless,
behaviour
the
of poor
remains
affects
change
uncertain.
knowledge for diseasecontrol are significant unless there is an improvement in young
infection.
knowledge
Furthermore,
this
poor
works against
people's understanding of
important
for
health
is
in
Labour
New
the
modernising
agenda
choice,
of
which
so
notions
care: persons have choice when they also retain knowledge. Condorcet, an eighteenth
decisions
in
have
French
to
trusted
the
to
ability
make
correct
philosopher,
people
century
about their personal lives and society at large, if they are enabledto do so (Correa & Parker
2004). Knowledge, therefore,may be an important barrier to the utility of any screening
approach - medical or non-medical - as it could limit young people's ability to make
informed choicesabout their sexualhealth.
This study also found barriers to the uptake of screening in non-medical settings in the
views of young people towards the appropriatenessof this screening approach. Whilst
knowledge is one important prerequisite for effective diseaseprevention, views towards
chlamydia screeningamong the target population is also an important factor that warrants
investigation becauseof the implications to the uptake of screening,as well as the delivery
of services to take account of these attitudes. Whilst respondentsfrom all three settings
consideredthe education setting to be acceptable,both the health and fitness respondents
and workplace respondentsfavouredtheir own setting more than others. This suggeststhat
once screeningin established,it has a positive effect on young people's views towards the
acceptability of screening.

Furthermore, this finding also suggests that it may be

important to obtain the views of men and women who have experienced screening
opportunities in non-medical settings, rather than their views towards a hypothetical
situation, as sometelephonesurveyshave done (Ford et al. 2002; Ford et al. 2004a). Boag
importance
(1998)
knowledge
Kelly
have
that
chlamydia
of
assumes
greater
argued
and
once a screeningprogramme is initiated; perhapsthis may also be true for views towards
the acceptability of screeningin non-medical settings.
When asked about a broad range of screening opportunities, there was a high level of
in
both
being
towards
settings
medical
among
women and
screening
acceptability
offered
in
being
However,
towards
non-medical settings were
acceptable
screening
men.
views
highest among males, with them considering non-medical settings,such as gyms, pubs and
clubs, more acceptablethan females. During interviews, three themesemergedrelating to
the setting and acceptability of chlamydia screening: first, a setting was seen to be
appropriateif it was one where chlamydia screeningcould target those 'perceived' to be at
be
(i.
'should'
having
those
screened);second, and related, a
who
chlamydia e.
risk of
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health
if
target
those
are
conscious
would
who
chlamydia screening
setting was appropriate
(i. e. those who 'would'
appropriate

do it); and third, if the setting is one where discussing health is

to the setting (i. e. pharmacies and gyms).

settings in which chlamydia
considerations

of

screening could be offered therefore centered almost solely on

of the characteristics

notions of the practicalities

Views towards the acceptability

of the target screening

population,

rather than on

of establishing screening in such settings.

There is clearly a needto addressthe myths that persist around STIs, for example,that only
cpromiscuous'young people are at-risk of acquiring chlamydia. The majority of men and
women who refused the offer of screeningin this study believed they were not at-risk of
having chlamydia. A significant majority of those personsreportedbeing in a relationship
'serial
be
Many
did
these
to
the
they
themselves
of
risk.
not
consider
at
as
reason why
monogamists', who during interviews reported they ceasedcondom use after a short-time
with each sexual partner, failed to understandtheir risk of acquiring chlamydia as a result
of their non-useof barrier protection.
A number of barriers to accessingclinical settings for the purpose of STI screeninghas
been identified in the literature, such as how confidentiality is dealt with (Burack 2000),
being offered a choice of gender of staff (Armitage et al. 2004), stigma associatedwith
GUM clinic attendance(Cunningham et al. 2002; Fortenberry et al. 2002; Scoular et al.
2001b) and poor knowledge of GUM clinic locations (Garside et al. 2001). Such barriers
to accessing clinical settings could be significant enough to limit the effectiveness of
clinic-control efforts.

Barriers, and also supports, to access may be specific to the

screeningapproach;the findings of this study suggestthis may be the case.
More women identified the public nature of the non-medical screeningas a barrier to both
their views towards acceptability but also willingness to be screened. However, even for
thesewomen, as well as amongmany men, there was a view that the more widely available
increase
becomes
have
to
their
the
access services,
screening
more young people would
knowledge and change their behaviours. The view that screening should be made more
available mirrors a view which underpinned the recent White Paper 'Our Health, 0111Care, Our Say', which emphasises the expansion of community health services
(Departmentof Health 2006).
Although women spoke of the stigma of having a test for a STI in a public place,
nonetheless, many spoke of the potential for screening in non-medical settings to
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(normalise' screening, to make it increasingly visible so that it is not 'hidden' behind
clinical walls. Young men's views reflected these. That men's views were more accepting
of non-medical screeningthan women's suggeststhat there is the potential for men to be
included, and even targeted, for screening in these public environments which may
challengenotions that chlamydia is a 'woman's disease', as I in 10 respondentsbelieved.
If men are seento be targetedfor screening,and are willing to engagewith the offer, then
there is potential for the stigma that women spoke about to decline with time.

Non-

medical screeningcould therefore lead to a 'de-stigmatising' of screening,if it were made
more widely available.
These men and women's views were basedupon their experienceof being approachedin
non-medical settings and offered screening, which is typically conducted in medical
settings. Thus, new environmentswere createdin canteens,foyers and 'chill-out zones'.
How young men and women feel about being approachedin non-medical settings,for the
purpose of screening, has been little reported in the literature. As such, this study has
painted an important portrait of the views towards being offered screeningin these 'new
environments'.

Willingness

of young men and women to be screened for

chlarnydia in community settings
One third of all personsapproachedand whom participated in the study by completing a
survey were subsequentlywilling to provide a sample of urine in non-medical settings.
The successof non-clinical screening is achieved by identifying infections and reaching
populations that would not otherwise receive screeningopportunities. In this study three
quarters of men and women reported having never been previously screened for
chlamydia, which suggeststhat young people who use thesenon-medical settingsconsist a
population to target screeningtowards. More men than women had never been screened
before participating in this study. There was also a greater willingness among men than
women to be screenedin non-medical settings. This study was therefore successful in
reaching people who had no experience of testing or screening and who might not
otherwise have received the opportunity to be screened. Improving providers' practices
could significantly increasechlamydia screeningfor women in clinical settings,under the
SIGN recommendationsfor opportunistic screening. Meanwhile, screeningin non-medical
settings could fill the gap in providing these services in populations who do not access
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Men were consistentlymore willing than women to provide a samplein eachstudy setting,
in
health-related
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The
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of 60% is comparablewith researchconductedin a university sports arena,whereby 60%
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2005).
(Powell
aged
male,
al.
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et
of male respondentsparticipated
years and a user of health and fitness settings were factors (in the quantitative analysis)
in
decision
Older
the
to
male
respondents
significantly associatedwith
provide a sample.
this study reported more lifetime sexual partnersand more partners in the past six months
than their female peers. It was this group of men who were the most willing to provide a
is
behaviour
it
Given
therefore encouraging
the
these
sample.
among
men,
reported risk
that the majority who gave a sample also perceived themselvesto be at risk of having
chlamydia. These findings suggeststhat men did not necessarilyhold avoidant attitudes
towards their sexual health, as has previously been suggested(Darroch et al. 2003). Men
were willing to engagewith screening and perceived themselvesto be at risk. It may
however be that non-medical approachesto screeningwill be more successfulin reaching
male populations, since fewer women who had not been tested for chlamydia before then
gave a sample.
Various barriers and supports to women's willingness to be screenedfor chlamydia were
identified in this study. For many women, the public nature of the screening was
associatedwith stigma. Women's beliefs negatively affected their willingness to provide a
sample in non-medical settings. Women often reported a preference for screeningto be
offered in medical settings, predicated upon their belief that this setting offered a more
confidential and private environment. Clearly, women were uncomfortablebeing invited
into these 'new environments', which bridge health and social worlds.

For women,

in
more
medical settings are
acceptable which to offer chlamydia screeningas they offer
anonymity and also confidentiality of seeking testing. There is the potential to reduce
in
in
increasing
for
by
especially
public non-medical
screening
men,
women
stigma
settings. If more men are seento be offered and then engaging with screeningthen it is
become
'normalised'. The effects of this could be to challenge
for
to
screening
possible
notions that chlamydia is a 'women's disease',as one in ten respondentsbelieved.
It is clear that offering screening for chlarnydia in public, social settings does not
necessarily reduce stigma-associatedbarriers to uptake for many women. A greater

Karen Lorimer, 2006

Chapter 7,186

availability of screening in non-medical settings could normalise screening and thereby
reduce stigma for women. Non-medical settings are not traditionally associatedwith STI
screening and this study has shown that there are setting-specific barriers to women's
willingness to be screenedin them. Thus, it is important to continue to consider the
genderedimpact of thesenew screeningenvironmentsto assesswhether they will have an
effect on reducing stigma for women.
In contrastto women's views, few men discussedthe public nature of screeningand being
embarrassedto accept screening in the study settings. Men's concerns regarding nonmedical screening were less than those of attending GUM clinics for the purpose of
screening. Many men perceivedthe screeningin this study as being 'non-medical', in that
the author was viewed as an 'ordinary person'; in other words, not a medical authority
figure. This finding is in contrastto that of a chlamydia screeningfeasibility study for the
secondNatsal study, which found that many respondentspreferred to be asked for a urine
sampleby a medical professional(Fenton et al. 2001a).
Key differences included the degree of awarenessabout chlamydia, which enabled or
inhibited further discussion during the approach,and the interaction with peers suggests
the social envirom-nent,with its associatedgender norms, impacts on the feasibility of a
non-medical approach. Indeed, as part of the continuing investigation and evaluation of
non-medical approaches,an evaluation of the 'new environments' that will be created is
necessaryto be able to fully assessthe unique barriers and supports to screeningin such
settings as well as the effects these 'new cnvironments' have upon the target groups for
screening. Establishing screeningin social and public areascreatesa new environment as
it combinesboth health and social worlds. As Engebretsonet al (2005) suggest:
'These new spaces may contribute to a paradoxical experience for the
participants... Situated in this manner, the health screening participant in a public
setting has one foot in the world of the health care arena and another in the social
world of friends who accompanythat person.'
(Engebretsonet A 2005).
The context, impact of gender and accessto non-medical settings to establish screening
requires further investigation to strengthenour understandingof how effective nonclinicbased screening is as part of control strategies to reduce the prevalence of chlamydia
infection in the population.
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Limitations
Different limitations to this study must be consideredin the interpretation of the results.
The one-personapproachused in this study to offer screeningmeant that there were young
men and women who used the setting but were not offered screening. In the health and
fitness settings, for example, there was often a high volume of age-eligible young people
accessingthe setting at particular times (for exerciseclassesor to play football). The time
taken to engagewith young people and ensureinformed consentmeant that opportunities
to invite other young men and women were missed. The degree of effectivenessof this
approach to reach a variety of young people is therefore uncertain. Whilst the majority
(63%) of young people who provided samplesin this study consideredthemselvesto be at
risk of having chlarnydia, it is possible that those who were willing to be approachedand
to provide a sampledid so by virtue of the fact that they consideredthemselvesto be at risk
of having chlamydia. As such, it is possible that it is not only clinic-control efforts that
might miss people. Essentially,there may be somepeople who do not wish to be screened
regardlessof how or where the offer of screeningis made.
The one-person approach created 'missed opportunities' for engaging with men and
women. The conveniencesampling proceduremight have introduced bias into the study.
For example, it is possible that on some occasions,the author might have unintentionally
approached 'fhendly'

and approachable young people who could have different

characteristicsto an unapproachablepopulation. The author was aware not to introduce
such bias into the study: there were many occasions when the author was present in
settingswith either no setting usersor personswere over 25 years,therefore, attemptswere
made to approachall age-eligible setting userspossiblein the time available.
A further limitation stemsfrom the use of the conveniencesampling: the participantswere
not chosen randomly and it was impossible to verify their representativeness. Thus, a
selectionbias may have occurred. The reliability of answersto survey questionsis also an
important factor to consider. Recall and social desirability biasesmay have been involved
in responsesto questionnaireitems; however, the latter may have been reduced since the
questionnaire was self-administered and anonymous. Despite these methodological
limitations, this study was able to obtain the views and attitudesof young men and women
towards chlamydia screeningin community settings. More researchon men's views has
been advocatedby many commentators(Bellis et al. 2000; Fenton 2000; Hart et al. 2002).
The results of this study will contribute to the evidencebase,which is sparsein qualitative
data from young men.
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findings
of
on policy and recommendations

for future research
The current study was not commissionedresearchand therefore not intimately bound up
with a policy processmaking recommendationsfor service provision for young people. It
was, however, a responseto policy urgency: how best to offer 'innovative' approachesto
chlamydia screening that will reach at-risk young people (Department of Health 2001b).
The study was too small in scale to base national policy on the findings, yet there are
important questions to be asked about the way in which the project was establishedand
run, and its findings.

On the back of the findings of this study there are various

recommendationsfor non-medical chlamydia screening, which can be grouped into t-wo
major themes: staff training and service design.

The role of the researcher
Offering screeningin non-medical settings was the core of this study and as a result, the
researcherspent a considerableamount of time in each of the settings, setting up her stall
and being available for the young men and women to approachher, as well as approaching
young people who passedthrough the study area. A time of - 230 hours was taken to
recruit 363 young men and women into the study. The amount of time it took to attract the
sample is not replicable in routine health service delivery, and thus the strictly research
focus of the study needsto be acknowledged.
This study has highlighted the importance of the role of the individual implementing nonmedical screening. The approach of the researcherin this study, as described in the
previous chapters, affected both the uptake of screening and ultimately the feasibility of
this approach to screening. The ways in which uptake was affected were related to the
adaptability of the researcher,the way in which she personally encouragedpeople to take
part in screening,as well as her style of dress and the manner with which young people
were addressed. As the study progressed the researcher tried out different fortus of
approachand becamehighly successfulat encouragingthe young people to take part in the
is
Evidence
the high uptake of screeningby men in this study
the
success
author's
study.
of
(non-postal)
in
highest
The
limitation,
however,
is
the
that
approach.
any
non-medical
the responseto a particular approachmay not be easily replicated if it is rolled out.
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findings:
be
the
successful engaging young men and
replicating
above
others may
women in the processof non-medicalscreening. The implications are thereforethat uptake
be
be
high
in
One
interventions.
to place
this
to
may
way combat
may not
as
subsequent
be
found
factors
key
to
this
the
training
study
an emphasis within staff
on some of
for
be
high
to
screened
associatedwith achieving a
willingness among young people
chlamydia in non-medical settings.

Firstly, there has to be an awarenessof gendered

responses;the researcherfound that men and women reacted well to different forms of
encouragementto take part in the study. Young men respondedparticularly well to the use
of humour or a more light-heartedinitial approach. Many men appearedreluctant when a
more fact-basedapproachwas used,with the researcherdescribing the study in a matter of
fact way and with a neutral manner. In contrast, women responded better to being
approachedin a more serious manner. The use of humour as a general approach to
encouragingmale participation is not a new finding: the Men's Health Forum conducted
focus group research in Phase I of their research into the feasibility of introducing
chlamydia postal testing kits in workplaces for testing men (Wilkins 2005); the outcome of
their researchwas the use of the tag line 'Put yer tackle to the test' over a close up image
of a man's crotch area in jeans. As a result, their postal testing approachreachedmore
men than women (80% were men) as compared with Healthy Respect (where 17% of
testerswere men) (Wilkins 2005; Williamson et al. 2006). In addition, evidencefrom nonmedical screeningof the client group men who have sex with men also found the use of
humour encourageduptake in screening(Debattistaet al. 2002a).
Secondly,adaptability is key to the successof getting young people involved in screening;
the need to try out different approachesand seewhat worked. The researcherdevelopeda
sensitivity as to how young men and women respondedin the different settings and what
they would find appropriate. Some things did not appear to work (for example, asking
initial
if
time
the
they
the
people
approachwas not well
young
were sexually active at
of
received, especially by young women) and were abandonedearly on. Thus, with training
and careful selection of those involved in offering screening (paying attention to age,
manner and ability to be adaptable),the successfuluptake of this approachperhapscould
be replicated.

Service design
The positive views that young people in this study held towards non-medical screening
included an appreciation of the convenienceof the offer, the non-medical nature *of the
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to receive condoms.

language and manner of the

on chlamydia

These factors encouraged participation

and opportunities

in screening and are worth

bearing in mind in the design of any future non-medical screeningapproach. At the same
time more women than men reported disliking the public nature of the setting and the
perceived stigma of being seen in public settings to want an STI test was too great for
some women to agreeto participate in screeningand resulted in fewer women providing a
sample for testing than men. Women already have other venuesin which they attend and
are more likely to be offered screening(for example,generalpractice and family planning
settings), and indeed a greater proportion of the women in the sample had already been
screenedfor chlamydia than the men. Thus although the involvement of women in this
study suggeststhat some will find non-medical settings acceptable,it may be that men,
who have fewer other options in the community in which to be screened,may benefit more
from a non-medical approachto screening. The successof the approachused in this study
is in keeping with the findings from Healthy Respect, which had greater success in
reaching young men through the innovative postal testing kits than women (Williamson et
al. 2006). Thus, there may be elementsof this approachwhich can be generalisableto any
future innovative screeninginitiatives or interventions.
It is important to bear in mind that improving service provision for young people is not just
about improving individual services for individual users, important as that is, but should
involve whole communities, as poor sexual health is not just a property of an individual but
needs to be understood in a systematic manner. For instance, in addition to individual
factors, social factors such as ethnicity, gender and social deprivation are known to play a
major role in the risk of acquiring a sexually transmitted infection (Bonell et al. 2003;
Cohen et al. 2000; Leishman 2004; MacDowall et al. 2002; McCulloch 2001; McLeod
2001; Scottish Executive 2003c).

Whilst

this study did not seek to obtain such

information, there is an increasing evidence-based upon which findings from current work
should acknowledge. The findings of this study, that men may be better reached through
'innovative'

approaches to screening, that there is a gendered response and that the

researcher can play a pivotal role in engaging young people in screening, suggests social
factors are important in the delivery of STI screening services. Young people, especially
men, are not necessarily as 'hard to reach' as some policy documents suggest (Chief
Medical Officer's Expert Advisory Group 1998b; SIGN 2000), as 'innovative' approaches
are reaching many men and women and including them in screening opportunities.
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Opportunities that reflect the social and cultural backdrop may therefore prove effective in
the longer-ten-n.

Further research is required on how best to establish screening in non-med settings.
Should such an approach involve a health adviser from GUM offer screening, should
treatment be offered in the settings and how frequently should screeningbe offered from
within non-medical settingsare some of the questionsthat require further evidencebefore
non-medical approachescan be championedas effective for diseasecontrol. Such research
could also include further investigation of the feasibility of offering screeningin other nonmedical settings, such as schools.

School settings have been used in American-based

studies and have proved feasible as well as advantageousas they have detected high
positivity rates(Cohen et al. 1999). Detecting infections early so that fertility problems are
tackled early could be an important approach to controlling both infections and their
associated complications, which are costly to the NES.

Feasibility work on the

acceptability and uptake of screeningin schoolsis thereforenecessary.
The majority of the studies reported in the literature have used only one approach to
offering chlamydia screening.There is also a needto considermore integration of services
and approaches:screeningbeing offered in non-medical settings alongside the availability
of internet postal approaches,postal testing kits on site and health adviser sessionsto offer
a ftill sexual health check, counselingand treatment. If young people want their service to
be as convenient as possible then perhaps offering a choice of screening in one setting
would be a possible direction of future screening approaches. Offering young people a
choice of receiving results via text messagewould also be part of offering a convenientand
culturally appropriate service. As noted earlier, text messagingresults has resulted in a
reduction in staff hours, the interval between notification and treatment and 'missed'
results.

Conclusion
Clinic-control

strategies currently miss many infected, at-risk persons.

Strategies for

reaching these groups could include establishing screening in non-medical settings. Such
an approach could be one way in which to involve young men in screening and women
who might not otherwise be offered screening opportunistically in healthcare settings.

This study showed that it is feasible to offer screening from a variety of non-medical
settings. This approachidentified infections and was acceptableto many men and women.
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The willingness of young people in this study, especially young men, to produce urine
samplesin less than completely private circumstances,is a good example of the potential
for the developmentof mutual trust betweenscreeningpersonneland the target community
population. The variability in uptake in screeningacrossthe study settings suggeststhere
exists a complexity of motivators to willingness to accept screening in non-medical
settings. Self-care orientations, as well as accessibility and social influences were
important motivators associatedwith willingness to be screened for chlamydia in this
study. Thus, improving accessto sexualhealth servicesmay not be the only consideration
of improving the uptake of screeningamong young people; an acknowledgementof, and
further assessmentof, the variety of individual and wider social factors associatedwith
care-seekingbehaviour is warranted.
Thus, it is important to continue to assessthe best method of establishing chlamydia
screening in non-medical settings. This is one way to involve young men in chlamydia
screening,who representa significant reservoir of infection for women. Young men were
more willing to be screenedin non-medical settings than women in this study. Thus,
despite the complexities of motivation for care seeking, willingness exists among young
men. Novel settings may be particularly important when targeting young men, for whom
traditional health care settings themselvesare barriers to accessingtesting and treatment
services. Reducing the prevalenceof infection in men is a primary prevention strategy for
women; as such, increasing screening for men may help reduce the current inequalities
which exist in chlamydia screeningas both sexeswill be targeted, thereby reducing the
burden of responsibility for sexualhealth on women.
In Scotland no.chlamydia screeningprogramme is planned. This could be an opportunity
for the Scottish Health Departmentto continue to gather evidencebefore deciding on the
approachto screening for chlamydia in Scotland. Lessonsto be learnt from the English
model, aswell as the evidencefrom the Swedishexperience,could be taken on board when
planning the strategy for Scotland: men need to be included in screeningand screening
should not be restricted to clinic-based settings. In this way, any proposed Scottish
strategyfor controlling chlamydia will be truly evidence-basedand effective. As such, the
feasibility of screening in non-medical settings requires further investigation and
evaluation. There is an opportunity in Scotland to develop the most rigorous, evidencebased strategy for chlamydia screening in Western Europe. Scotland is in a unique
position to lead the way in chlamydia control and prevention.
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[Facility Manager]

26 March 2004
Dear [Name]
I am a doctoral researcherbasedin the Departmentof Public Health at the University of Glasgow.
My researchconcernsscreeningyoung people for Chlanzydiatrachonzatis,a sexually transmitted
infection which is most common amongyoung people and which is often symptomless. Chlamydia is
causally linked to infertility, which combinedwith increasingrates of infection, makesscreeningfor
chlamydia an important public health issue. However, given that only around 10% of infections are
diagnosed,a significant pool of infections remains in the population. As such, the Scottish Executive
has recognisedthe need for innovative chlamydia screeningstrategies,specifically targeting young
men outside the traditional clinic setting. My researchis concernedto find out appropriatesettingsin
which to best offer such screening. I am writing to you, as the Manager of a non-medical community
setting, to seeif you would be willing for me to conduct my study from within your setting.
As I envisageit, the study would involve:
"
"

"
"
"
"

Chatting to usersaged 16 to 24 years,informing them about the researchand what chlamydia
is before asking them if they wish to participate in the study;
Leaflets have beenpreparedfor participants which detail what chlamydia is as well as the
nature of their involvement within the study. Participantswould sign two copiesof a consent
form (one of which they keep);
Participantswould be askedto complete a short (anonymous)questionnaireon knowledgeof
chlamydia, attitudes towards screeningin non-medical locations and sexual lifestyles;
Participantswould have the opportunity of being testedfor chlamydia by providing a urine
sample(they may chooseNOT to provide a sampleand remain in the study);
Sampleswill be sent to the West of Scotland SpecialistVirology Centre, GartnavelHospital,
for testing and participants will be informed confidentially of their result;
Those testing positive for chlarnydial infection will be referred to a Health Adviser for
treatment,partner notification and further tests(if required).

Ethical approval for this study has beengranted from the University Faculty of Medicine Ethics
Committee. The proposedresearchhas thereforebeenmethodically consideredin relation to key
issues,including participant confidentiality and managementof those testing positive for chlamydia.
The study has beenrigorously piloted in a youth-oriented centre as well as successfullyundertakenin
a large Further Education college; it is feasible with little disruption to normal activities of the setting.
Should you require any further information or clarification I am contactableby email and telephone,
as detailedbelow. I shall telephoneyou shortly to discussthe possibility.
Yours sincerely,

Karen Lorimer (Ms)
E-Mail: k.lorimerPclinmed. gla.ac.uk
Telephone: 0141330 3295 (Direct Line)

[Facility address]
18 May 2004
Dear Mr. [name],
I am a doctoral researcherbasedin the Departmentof Public Health at the University of Glasgow. My
researchconcernsscreeningyoung people for Chlainydia trachoniatis, a sexually transmitted infection
which is most common among young people and which is mostly symptomless. Chlamydia is causally
linked to infertility, which combined with increasingrates of infection, makes screeningfor chlamydia an
important public health issue. However, given that only around 10% of infections are diagnosed,a
significant pool of infections remains in the population. As such,the Scottish Executive hasrecognisedthe
need for innovative chlamydia screeningstrategies,specifically targeting young men outside the traditional
clinic setting. Fundedby the Chief ScientistOffice, my researchis concernedto find out appropriate
settingsin which to best offer such screening. I am writing to you, as the Manager of a non-medical
from
be
for
if
to
to
study
within your setting.
willing
me
conduct
my
community setting, see you would
[Name], OperationalDevelopmentManagerwithin Culture & Leisure Servicesat Glasgow City Council,
has approvedthe study in principle (I am awaiting written confirmation of this).
As I envisageit, the study would involve:
Chatting to usersaged 16 to 24 years,informing them about the researchand what chlamydia is
before asking them if they wish to participate in the study;
Leaflets have beenpreparedfor participantswhich detail what chlamydia is as well as the nature of
their involvement within the study. Participantswould sign two copies of a consentform (one of
which they keep);
Participantswould be askedto complete a short (anonymous)questionnaireon knowledge of
chlamydia, attitudes towards screeningin non-medical locations and sexual lifestyles;
Participantswould have the opportunity of being testedfor chlamydia by providing a urine sample
(they may chooseNOT to provide a sampleand remain in the study);
Sampleswill be sent to the West of ScotlandSpecialistVirology Centre, GartnavelHospital, for
testing and participants will be informed confidentially of their result;
Those testing positive for chlamydial infection will be referred to a Health Adviser for treatment,
partner notification and further tests(if required).
Ethical approval for this study has beengrantedfrom the University Faculty of Medicine Ethics Committee.
The proposedresearchhas thereforebeenmethodically consideredin relation to key issues,including
for
testing
those
positive
chlamydia.
and
of
management
participant confidentiality
The study hasbeenrigorously piloted in a youth-oriented centreand is feasible with little disruption to
normal activities of the setting. Should you require any further information or clarification I am contactable
by email and telephone,as detailed below. I shall telephoneyou shortly to discussthe possibility.
Yours sincerely,

Karen Lorimer (Ms)
E-Mail: 0009673L(@student.
gla.ac.uk
Telephone: 0141330 3295 (Direct Line)

[Facility manager]
25 May 2004
Dear [Name],
I am a doctoral researcherbasedin the Departmentof Public Health at the University of Glasgow. My
researchconcernsscreeningyoung people for Chlaniydia trachonzatis,a sexually transmitted infection
which is most common among young peopleand which is mostly symptomless. Chlamydia is causally
linked to infertility, which combined with increasingrates of infection, makesscreeningfor chlamydia an
important public health issue. However, given that only around 10% of infections are diagnosed,a
significant pool of infections remains in the population. As such,the Scottish Executive hasrecognisedthe
need for innovative chlamydia screeningstrategies,specifically targeting young men outside the traditional
clinic setting. Fundedby the Chief ScientistOffice, my researchis concernedto find out appropriate
settings in which to best offer such screening. I am writing to you, as the Manager of a non-medical
community setting, to seeif you would be willing for me to conductmy study from within your setting.
[Name], OperationalDevelopmentManagerwithin Culture & Leisure Servicesat Glasgow City Council,
has approvedthe study in principle (I am awaiting written confirmation of this).
As I envisageit, the study would involve:
"
"

"
0
"

Chatting to usersaged 16 to 24 years,informing them about the researchand what chlamydia is
before asking them if they wish to participate in the study;
Leaflets have beenpreparedfor participantswhich detail what cblamydia is as well as the nature of
their involvement within the study. Participantswould sign two copies of a consentform (one of
which they keep);
Participantswould be askedto completea short (anonymous)questionnaireon knowledge of
chlamydia, attitudes towards screeningin non-medical locations and sexuallifestyles;
Participantswould have the opportunity of being testedfor chlamydia by providing a urine sample
(they may chooseNOT to provide a sampleand remain in the study);
Sampleswill be sent to the West of ScotlandSpecialistVirology Centre, GartnavelHospital, for
testing and participantswill be informed confidentially of their result;
Those testing positive for cblamydial infection will be referred to a Health Adviser for treatment,
partner notification and further tests(if required).

Ethical approval for this study has beengrantedfrom the University Faculty of Medicine Ethics Committee.
The proposedresearchhas thereforebeenmethodically consideredin relation to key issues,including
participant confidentiality and managementof thosetesting positive for chlarnydia.
The study hasbeenrigorously piloted in a youth-orientedcentreand is feasible with little disruption to
normal activities of the setting. Should you require any further information or clarification I am contactable
by email and telephone,as detailed below. I shall telephoneyou shortly to discussthe possibility.
Yours sincerely,

Karen Lorimer (Ms)

E-Mail: 0009673L(cDstudent.
gla.ac.uk
Telephone: 0141330 3295 (Direct Line)

[Organisation Address]

14 June2004
Dear,
I am a doctoral researcherbasedin the Departmentof Public Health at the University of Glasgow.
My researchconcernsscreeningyoung people for Chlaniydia trachonzatis,a sexually transmitted
infection which is most common amongyoung people and wbich is often symptomless. Chlamydia is
causally linked to infertility, which combinedwith increasingrates of infection, makesscreeningfor
chlamydia an important public health issue. However, given that only around 10% of infections are
diagnosed,a significant pool of infections remains in the population. As such,the Scottish Executive
has recognisedthe need for innovative chlamydia screeningstrategies,specifically targeting young
men outside the traditional clinic setting - indeed,the Chief Scientist Office (CSO) are funding this
research. Essentially, I am concernedto find out appropriatesettings in which to best offer
chlamydia screening. I am thereforewriting to you, as Managerof a non-medical setting, to seeif
you would be willing for me to conductmy study from within your setting.
As I envisageit, the study would involve:
"
"

"

"
"

Chatting to studentsaged 16 to 24 years,informing them about the researchand what
chlamydia is before asking them if they wish to participate in the study;
Leaflets have beenpreparedfor participants which detail what chlamydia is as well as the
nature of their involvement within the study. Participantswould sign two copies of a consent
form (one of which they keep);
Participantswould be askedto complete a short (anonymous)questionnaireon knowledge of
chlamydia, attitudes towards screeningin non-medical locations and sexual lifestyles;
Participantswould then have the opportunity of being testedfor chlamydia by providing a
urine sample(they may chooseNOT to provide a sampleand remain in the study);
Sampleswill be sent to the West of ScotlandSpecialistVirology Centre, GartnavelHospital,
for testing and participantswill be inforined confidentially of their result;
Those testing positive for chlamydial infection will be referred to a Health Adviser at the
Sandyford Initiative for treatment,partner notification and further tests(if required).

Ethical approval for this study has been grantedfrom the University Faculty of Medicine Ethics
Committee. The proposedresearchhas thereforebeenmethodically consideredin relation to key
issues,including participant confidentiality and managementof those testing positive for chlamydia.
The study has beenrigorously piloted in a youth-orientedcentre as well as successfullyundertakenin
a large Further Education college; it is feasible with little disruption to normal activities of the setting.
Should you require any further information or clarification I am contactableby email and telephone,
as detailedbelow. I shall telephoneyou shortly to discussthe possibility.
Yours sincerely,

Karen Lorimer (Ms)

E-Mail: k. lorimer(@,clinmed. gla. ac.uk
Telephone: 0141330 3295 (Direct Line)
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Chlamydia:
The most common,

curable

UNIVERSITY

Sexually Transmitted Infection.

Of

GLASGOW

Could I be at risk?

Yes, if you had unprotected sexual intercourse. There may be
infection.
25
1
in
10
this
with
under
approx.
young people

Would I know if I had this infection?
Not always. Approx. 50% of young men and 80% of young
women who have this infection do not have any symptoms.

If I don't have symptoms,
getting tested?

I
bother
why should

If left untreated, chlamydia can cause long-term problems for
men and women: men can experience painful swelling of the
testicles, and women can develop Pelvic inflammatory Disease
(PID), which can result in fertility problems.

How can I get tested?

Chlamydia can be tested on a sample of urine. A study is
being conducted in this gym, as part of PhD research at
Glasgow University. The aim is to ask you how you feel about
If you would
being tested and to offer you confidential testin
.
like to have a test orjust fill in a questionnaire come along
)000(
Study
starts
and speak to Karen.

What happens if I have chlarnydia?

You will be referred to a Health Adviser who will arrange for
you to be treated. A short course of antibiotics will get rid of
this infection.
Your test and all information in this study are confidential.
Only you will be told your result, no one at this health &
fitness location will know your result.

Appendix 3

Chlamydia:
The most common, curable
Sexually Transmitted Infection
Could I be at risk?
Yes, if you've had unprotected sex.
Approx. I in 10 young people under 25
have this infection.
Would I know if I had this infection?
Not always. Approx 50% of young men
have
80%
no
of young women will
and
looki
by
"t
You
tell
symptoms.
can
How can I get tested?
Chlamydia can be tested on a sample of
in
is
being
A
this
conducted
study
urine.
how
to
to
willing people are
see
college
be tested for chlamydia at this college.
If you would like to have a test, ask
Karen.
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CONSENT FORM

UNIVERSITY
Of
GIASGOW

PLEASERETURN THIS FORM

Chlamydia study.
Pleaseread eachstatement carefully and tick either 'yes' or 'no'.

1.1 conf irm that I have read and understood the information
leaf let on chlamydia.

2.1 understandthat my participation is voluntary and that I
am free to withdraw from the study at any time without
givinga reason.
3.1 agree to take part in the research.
You may be contacted at some point during the study.
preferred method of contact:

1.
2.

Pleasetick
NO
YES
1: 1
1: 1

1-1

F-I

F-I 171
Please CHOOsEyour

Telephone(landlineor mobile):
Address:
Postcode
E-Mail:

Name of participant

(PLEASEPRINT) Date

Si!gnature

KAREN LORIMER

Name of researcher
University of Glasgow
Public Health & Health policy
Division of Community BasedSciences
I Lilybank Gardens
GLASGOW, G128RZ. 01413303295

(PRINT)

bate

Signature

a

13
UNIVERSITY
Of
GIASGOW

CONSENT FORM
COPYFOR YOU TO KEEP

Chlamydia study.
Pleaseread eachstatement caref ully andtick either 'yes' or 'no'.
Pleasetick
YES
NO
1.1 confirm that I haveread and understoodthe information
leaflet on chlamyclia.

El 1:1

2.1 understandthat my participation is voluntaryandthat I
amf ree to withdraw f rom the study at any time without
givinga reason.

F] I

3.1 agreeto take part in the research.

PRINT)
Name of participant (PLEASE

bate

Signature

KARENLORIMER
Name of researcher

bate

Signature

University of Glasgow
Public Health & Health policy
Division of Community BasedSciences
I Lilybank Gardens
GLASGOW, G128RZ. 01413303295

(PRINT)

Appendix 3

Questionnaire and interview guide

UNIVIERSrrY
Of
GLASGOW

ChlamydiaScreening
Study
What do young people aged
16 to 24 think about
testing for chlamydia in
non-medical settings.

For Office Use Only:
Study No.
Location:
III
Date:

"-

II

Part A:

About chlamydia...

1-16
IMPOR TANT.- If you haven't had
questions
please attempt
Thanksl
21.
on
questi,
ýjnd

Had you heard of chlamydia before this study?

I

Yes
No

What is chlamydia?

Ick'anO.
A blood disorder

3

Where did you first hear about

This study
Friend
Family member
t)octor/nur!; e
Teacher(school)

1: 1

A pregnancycomplication

IJ

A vitamin

Ij

A sexual infection

Ij

A form of contraception

Ij

'(Tick onO
-Internet
Magazine
Television
Health information leaflet

Other (pleasestate)

4 ý How do you rate your knowledgeabout the following:
Excellent

Fair

Poor

Ij

1: 1

Ij

Symptomsof chlamydicin women

Ij

Ij

Ij

Symptomsof chlamydiain men

Ij

u

U

Medicalproblemsthat having
chlamyclialong-termcancause

Ij

Ij
U

ý-Mk
Ij

Howyouget chlamydia

Howto test someonefor chlamydic

Ij

Good

1:1

5a I How can you get chlamydia?

iiý -,oniq
Sharingcups
Kissing
Toilet seats
birty needles

Unsafesex (no condom)

Ij

Other (Pleasestate)

5b

For those WOMEN who develop symptoms, what
might they be?

ý(Youcan tick more than One)",

Unusualdischarge

Pain during sex

Painor stingingwhenpeeing

Pain in lower stornach

Dizziness

Itch and/or rash

Headache

Don't know

1: 1

5c

I For
those MEN who developsymptoms,what
might they be?
Ij
discharge
from
Unusual
tip of penis
Pain and/or burning when peeing Ij

5d

Vdu cQn'tick'more than one)

Pain/swelling in testicles
Itchiness around groin

Dizziness Ij
Headache U

U
Don't know

Chlamydiamay cause problemsin womenwho have it for a long time.

bon't know

I Chlamydia may cause problems in men who have it for a long time.

Do you know what problems? Pleasestate:

li
Don't know

5f

Ij

Ij
Posh

Do you know what problems? Pleasestate'.

5e

Ij

Howwouldyou be tested for chlamyclia?

TA'

Salivasample IJ
Bloodsample

Ij

Urine sample

Ij

6

True or False?
True
You
from
toilet seats
can
catch
chlamyclia
-

False Not sure

u

................

Men
have
symptoms
with
might
chlamydia
not
*

ýj u
ýj Ij u

develop
Most
symptoms of chlamydia
women
will
not
"

IJ

Only
womenget chlamydia.................................................................. Ij
"
fect
fertility
Chlamydia
men's
can
of
"
.............................................

Ij

Chlomydiacan affect women'sfertility
........................................

Ij

Chlamydiacan cause eye infections (conjunctivitis)
...............

Ij

Once you get chlamydia you can't get rid of it
..........................

Ij

You can get chlamydia more than once
..........................................
Women'ssmear tests would detect chlamydia
...........................
'The Pill' prevents sexual infections
...............................................

J

Part B-- Testing
7a

When you were approachedand asked to take part in a chlamycliastudy,
did you feel embarrassed?
Not at all embarrassed
A little embarrassed
Yes,very embarrassed

7b

If you were embarrassed, WHY?
I get embarrassed quite easy
I was with people I don't know well

ý-mk
ý:k

Peoplewere looking at me
I didn't know anything about Chlamyclia
Other (Pleasestate)

8

9

When you were approachedand asked to take part in a chlamydiastudy,
how willing were you to take part?
Very willing

Ij

Fairly willing

U

Not very willing

Ij

You were asked to take part in this research by a woman.
Would you have preferredto be asked by a man?

Yes

IJ

No

li

No preference

u

Not sure
li

loa

Are other people taking part in this research with you?
Yes

U

No, I'm by myself just now

10b

Go to ques4ion 11

If YES to the lost question:
Do,you think you would only consider being tested for chlamydia if they would
too?
Yes

No

Maybe

Not sure

ý-Mk
1:3 [::1 1:1
11

Thinking about being asked to provide a urine sample in work

:

How far would the following influence you to give a sample
Strongly
Influence

Influence
a little

Not
Sure

Not really
influence

Strongly
hot influence

Locationof the toilet (in whichto
give a sample)
Howmanypeopleare aroundyou at
the time you are asked
Whether you could be bothered to
give a sampleat the time
Howmuchyou feel you knowabout
Ij
chlamyclia
Howmuchtime you havewhenyou U
are askedto give a sample
Is there anythingelsenot
mentionedthat wouldinf luenceyou?

U

1=

U 1:1 [::k Ij

BF

YOU WERE TESTED FOR CHLAMYDIA, would you be worried that
(eg,
for
be
than
things
tested
other
chlomyclia
your sample would
drugs )?
...
Yes
No
Not sure
Would you be embarrassed to give a urine sample in work?
Yes, a lot
Yes, a little
Not at all
Don't know

12

1

bo you consider yourself at risk of having chlamyclia?

1:
1
Yes
No
Maybe
Not sure

13 1 Have you ever been tested for chlamydia infection?
MTH

Yes
No
Not sure

If yes, when

YEAR

NB. Chlamydia is tested by providing a sample of urine. This can be done
facility.
is
toilet
there
a
anywhere
14

How acceptable to you personally would it be to test for
following
infection
in
the
settings?
chlamydia,
Very
Acceptable Acceptable

Not very
Acceptable

Not
Acceptable

[j

Doctors
Familyplanningclinic
Terminationof pregnancyclinic
(abortion)
Boots(chemist)or 5uperdrugs
Localpharmacies
Health & Fitness(e.g. gyms)
Internet cafes

High school
CollegelUniversity
Pubs
Clubs
Workplace
Prison
Army barracks
Bookstores (e.g. Borders )
...

Ij

U

U

U

15

How far do you agree/&ýeeýwith

the following statements?

('Pleas
,e tick one answerfor eachstatement)
,

PERSONAL:

I
Not
Strongly
Strongly
Agree Agree Sure Disagree Disagree

I'd know if I had chlamydia
.................................
I would worry about pregnancy more than
sexual infections ........................

1:1 U [::I

I'd only think about chlamycliaif I had
Ij
symptoms.....................................................................
I'd feel embarrassedgoingto a clinic to be
tested for asexual infection
............................
If I caughta sexualinfection it wouldn't
bother me
..................................................................
GENERAL:
0

Ij
Men should be tested for chlamyclia
.............

Ij

Sexualhealth is more of a woman'sconcern
than a man's
...............................................................
Only doctors (medicallytrained persons)
shouldtest peoplefor sexualinfections......

Ij

Ij

Part C: Sexual Lifestyle
The following questions ask about your sexual experience. They are important to
young people's risk of chlamyclia (e. g. condomuse and sexual partners)A# your
Thanksl
answers are IMPORTANT Please try to be as honest as you
16
Yes

Have you ever had sexual intercourse?

No

(n.b. Only include penetra five vaqinalsex).

17a

Altogether, in:ýour life so fa how many people have you had sex with
,
(n.b. Penefra tive vaqinalseA-don't include anal or oral)
Write the number in your life (so for)

17b

I've estimated it

[: 3
li

How many peoplehave you had sex with in the last 6 month-8
Write the number

l8b

F-I

Are you certain of that number?

Certain

l8a

6o'to, question,21

-.7 t-;

1

P-..:
none writ! P,,

Thinking about your three most recent sexual partners, please state your condomuse with
each;
3. One before
1. Most recent
2. One before
that
that
sexual partner
u
[:: I
Yes, always

Most of the timc
Someof the time
Parel)

Never

1: 1

u

How old were you when you first had sex?

19a

Wrife age in years

Did you use a condomthis first time?

19b

Ij
Yes
No Ij

19C

The personyou had sex with MOST RECENTLY,are you nowor were you ever
Married to eachother
Or, living together as a couple
Or, regular partners but never lived together
Or, not regular partners (so far)

20a

Next to each infection, tick the box if a doctor (or other medicallytrained) person
has ever told you that you had that infection:
Genital warts
Genital herpes
Gonorrhoea
Chlamydia
Hepatitis
HIV
Yes, can't remember which
NO, NONE
OTHER (please state)

I
If
20b

YES to any:

Where were you tested f or f he inf ecf ion?

'21
question

How old cire you?

21

Write age in years

NB. Recent statistics:
Chlamydia infection has increase by 300% in the last 5 years in Scotland;
Approx. I in 10 sexually active people under 25 have chlamydia;
Around 80% of women and 50% of men who have chlamyclia do not know they have it;
It's easy treated with a short course of antibiotics.

As part of this study, you can be tested
for chlamydia here today.
j

Goto

22

All you need to do is:
Providea urine sample
)
details
(e.
Give
mobile
phone
no.
g.
contact
"
be
Within
you
will
contacted with your
a week
"
result (e.g. by text message).
ONLY YOU will be told your result.
ALL results are CONFIbENTIAL

Are you willing to give a sample today to be tested for chlamyclia?

If NO, it would be really useful to knowwhy not?

END OF QUES'TIONNAIRE
THANK YOUP

<: 1-i

Karen Lorimer

Interview Schedule

General introduction
Ask
to say a bit about self
"
Work
how
long,
how
in
job
to
this
came
work
"
" Socialising/hobbies - go out with work colleagues/friends
Going to ask more personal things now but remember you don't have to answer anything
you don't want to. (Remind them of confidentiality. )

Relationship(s)
" Start with current relationship (or most recent) (or most recent sexual experience?)
" Background- how met - how long - how it is going?
" Sex?
o
o

When first had sex? - story
Contraceptive use in the relationship (or with this sexual experience if casual
partner)
" What method currently used?
" Always this method? Previously used different methods?
" Use of condoms if not used, why?
if NOT used, why not? Discussed with partner?

First sexual intercourse
0
0
0
0
0

Story of first sexual intercourse
Contraception used?
Discussion of contraception with partner
Discussed with anyone else - family, friends, school, FP adviser
Condoms - used first time?

Fill in gap - other sexual relationshipsin between first and most recent
o Casual - long-term..
o Condom use?

mear - Have you ever had a smear test?
" Can you tell me how you felt about the experience (physically AND emotionally)
" Where did you have it done? How did you feel about having your smear done there?
" When most recent smear?
Plan on going for next smear when it's due? Why?

Karen Lorimer

Knowledge
Regarding contraception:
(Show list of persons) Can you ever remember talking to any of these people about
contraception
0 Could you tell me all about that conversation (how you came to talk to that
person - did you initiate the conversation -, what you spoke about, how long did
it last, did you enjoy the conversation, were you embarrassed, have you spoken
to them again since about that topic, would you, did you learn anything during
that conversation that you didn't know before talking to them, did they learn
something from you.. )
Still looking at the list
Sexual infections
Can you ever remember talking to any of these people about sexual infections?
o Could you tell me all about that conversation (same as above)
Sum up their answer to the above. Check it is correct.
" Ask about sex education if not mentioned already - what they remember.
" In general, have they ever learned anything about contraception or sexual infections from
speaking to people about it?
(Show list of media)
Can you look at this list of various media and think whether you remember hearing or reading
about chlarnydia from any?
a Tell me what you remember
Ok, I'd like to ask you a bit more about chiamydia:
"
"
"
"
"

When 1st aware about study
Thoughts about it?
Discuss study/chlarnydia with anyone? [either before filling in questionnaire or after]
Can you remember hearing anyone else talk about the study.
What
did
they
say?
o
How did you feel being asked to take part in a study about chlamydia?

Some people think asking questions about health should only be done in medical locations.
What's your view about that?
" Is there anything you think you wouldnYwant to talk about in this setting?
" How did you feel about being offered a test for chlamydia here in your work?
o Can you rememberwhat other people said about it at the time?
" How would you feel about chlamydiatests being offered in other places which aren't medical
settings, so if chlamydia testing was offered in other non-medical places?
(Show list of locations)
x If you look at this list which was in the questionnaire,what places, in your opinion, are
suitable palces in which to offer chlamydia testing?
o Why so?
"

Karen Lorimer

Sexual infections
)
has
them?
that
(is
it
infections?
Ever
concerned
something
sexual
about
worried
"
" Why?
infection?
have
known
to
Ever
sexual
caught
a
anyone
"
it
the
time?
What
did
think
at
you
about
o
" Ever been tested for anything?
for
STI
be
tested
to
IF
YES:
how
a
came
story
of
o
How felt when negative
"
interaction
PN
treatment,
felt
how
and
with medical
positive,
when
"
staff (good/bad?)...
IF NO: why never been tested for any infections? [not asked, asked but said no..]

Appendix 5

Information

leaflet given to respondents who gave a
sample

Health

Advisers

& Chlamyclia

You have just had a test for a treatable sexually
transmitted infection called Chlamydia. If the result of
this test returns as positive, a copy of the result will be
forwarded to the Health Adviser team for Primary Care at
the Sandyford Initiative, 2-6 Sandyford Place, Glasgow,
G3 7NB.
When the health adviser team receive this result they will
contact you by the method of contact you chosewhen you
accepted to have a test taken within the study. They
will ensure you get the appropriate care and treatment for
this inf ection.
A health adviser will discusswith you what this infection is?
How might you have got it? Your treatment and how you can
avoid it in the future.
The health adviser can also help you explore ways of telling
your partner(s) you have an infection. They will help you
get your facts right beforehand and discuss any worries
you have about doing this.
If you would like to speak to a health adviser at any time
pleasetelephone 0141 211 8634.

NHS5
Greater
Glasgow

This leaflet should be given to all patients having a Chlamydia test.

Appendix 4

Study images: test 'kit' and main study desk
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