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Infertility Prevention Social Marketing Campaign
Summary of a Review of the Literature on Programs To
Promote Chlamydia Screening

I. Introduction
Chlamydia is among the leading cause of pelvic inflammatory disease (PID), which can lead to
infertility, ectopic pregnancy, and chronic pelvic pain. Chlamydia develops into PID in up to 40
percent of untreated women (Rees, 1980; Stamm et al., 1984), and 12 percent of women are
infertile after their first experience with PID (Gerberding, 2004). According to CDC’s STD
Surveillance Report (2007), 1,030,911 chlamydial infections were reported in 2006. Females
aged 15 to 19 years had the highest chlamydia rate, (2,862.7 per 100,000), followed by females
aged 20 to 24, (2,797.0 per 100,000).
Healthy People 2010 clearly sets forth objectives to reduce the prevalence of chlamydia in the
United States (DHHS, 2000). Objective 25-1 calls for the reduction of chlamydia, specifically
among young women and men ages 15 to 24, and objective 25-2 targets the reduction of
gonorrhea broadly across the population. To this end, CDC, as well as the United States
Preventive Services Task Force (USPSTF) and numerous other professional organizations,
currently recommend that all sexually active women ages 25 years and younger be screened for
chlamydia. There is currently no screening guideline for men.
According to a report of the American Social Health Association (ASHA), the average age of a
female being screened for chlamydia is 28.9 years (ASHA, 2006). Among the target group of
sexually active teens and young adults, evidence suggests that screening rates fall far short of the
recommendations; for example, the 2005 Health Plan Employer Data and Information Set
(HEDIS) found that only between 34 and 52 percent of sexually active individuals ages 16 to 24
years are being screened for chlamydia (National Committee for Quality Assurance, 2006).
To better understand the many and varied factors that contribute to chlamydia screening, the
Academy for Educational Development (AED) conducted a review of the literature published in
this area. Findings from this review will support the development of the Centers for Disease
Control and Prevention’s (CDC’s) Infertility Prevention Social Marketing Campaign.
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II. Research Questions
It is currently assumed that the primary goal of CDC’s Infertility Prevention Social Marketing
Campaign will be to increase the number of sexually active adolescents and young women, ages
15-25 years, who seek annual chlamydia testing. Because we understand that medical providers
do not always follow recommended screening guidelines for chlamydia, particularly if the
patient presents for an unrelated health problem, a secondary goal of the intervention will be to
improve patient-provider communication to ensure that the recommended screening will take
place.
With these assumptions in mind, we developed the following research questions to help guide
the literature search and to focus the review:
1. What factors influence sexually active teens and young adults to go to a health care provider
for a checkup or for the specific purpose of getting tested for Chlamydia trachomatis (CT)?
2. What parent, peer, and partner factors influence adolescents and young adults to seek
preventive health care as well as testing and/or treatment for STIs?
3. Once sexually active teens and young adults are in the presence of a health care provider,
what factors influence them to raise and/or discuss matters related to their sexual health?
What factors influence adolescents and young adults to request STI screening?
4. What psychosocial, demographic, and systemic factors increase the likelihood that health
care providers will take a sexual health history and order STD testing according to
recommended guidelines?
5. What interventions show promise for increasing adolescents’ and young adults’ general
health-seeking behavior as well as health care seeking for STI testing and treatment?
6. What interventions show promise for promoting the health care provider practices of taking a
sexual health history and ordering tests for STIs according to recommended guidelines?
7. What gaps in the research should we seek to address with focus groups or other research?
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III. Methodology
For the purposes of this review, we searched both academic literature and gray literature. The
search strategies are summarized and outlined below.
Academic literature. The search of academic literature employed standard research procedures
and included two databases: PsychInfo and PubMed. These databases were searched using
several related terms thought to cast a wide net in identifying research pertinent to the research
questions. A sample of these terms follows:
o Chlamydia & (screening, testing)
o Gonorrhea & (screening, testing)
o Adolescent health-seeking
behaviors
o Adolescent health
communication
o Adolescent peer communication
& STD

o Adolescent sex partner
communication & STD
o Parent communication &
adolescent & STD
o Adolescent provider
communication
o Provider screening chlamydia
o Provider screening gonorrhea

Searching with these (and similar) terms yielded more than 10,000 articles. However, we further
refined the search, eliminating several thousand hits. This refinement was performed using the
following inclusion criteria, either automatically by placing limits on subsequent searches or
manually through abstract review:
o Research with North American populations
o Primarily concerned with chlamydia and/or gonorrhea
o Published in English
o Published within the past 5 years (i.e., since January 1, 2002)
Gray literature. In addition to a search of academic literature, we performed a truncated review
of the gray literature. The primary aim of the gray literature search was to identify applicable
quantitative or qualitative research findings that were not reflected in the published academic
literature. This review process was fluid, beginning with a scan of organizations pre-identified by
team members with extensive experience in sexual health and related fields, and expanding to
other sources of gray literature, which they were identified or referenced in the research. The
organizations originally identified (listed below) were validated over the course of the review, as
their work was referenced by other sources:
o Advocates for Youth
o Alan Guttmacher Institute
o American Academy of Family
Physicians
o American College of
Obstetricians and Gynecologists
o American Social Health
Association

o Annie E. Casey Foundation
o California Chlamydia Action
Coalition
o Ford Foundation
o Kaiser Family Foundation
o Robert Wood Johnson
Foundation

Although the search was designed to limit items to material published since 2002, we made
exceptions for research cited multiple times or for gray literature that was thought to be
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particularly valuable. A total of 94 items from the academic and gray literature were reviewed, of
which 78 are included in this report. A summary of all materials identified is appended to this
document as Appendix A.

IV. Findings
Findings from this review of the literature are organized according to the research questions
stated in Section II above.
1. What factors influence sexually active teens and young adults to go to a
health care provider for a checkup or for the specific purpose of getting tested
for CT and GC?
Key Findings:
➢ Many teens consider themselves knowledgeable about STDs, but research shows a lack
of knowledge about asymptomatic disease, testing options, and the connection between
STDs and fertility problems.
➢ Many young people misperceive their vulnerability to infection, which can affect
decisions around sexual behavior.
➢ Adolescents often misunderstand the symptoms of infection, either attempting to use
over-the-counter remedies or thinking symptoms will clear with time.
➢ Embarrassment about the need for testing is a significant barrier for many young
people.
➢ Concerns about the confidentiality of testing can influence decisions about whether or
where to seek screening, although research suggests its main influence is on the latter.
➢ Fear of the implications of a positive test result keeps many young people from being

The literature explored a variety of intrapersonal factors that influence the screening behavior of
teens and young adults, such as knowledge, beliefs, attitudes, and feelings of self-efficacy.
Presented below are findings related to each of these areas.
1a. Knowledge
The literature on adolescent and young adult screening makes inroads toward a greater
understanding of young people’s knowledge related to the topic. This literature includes
knowledge about the STDs themselves and screening for these diseases.
Research has explored the role that knowledge plays in facilitating or hindering screening for
STDs (Tilson et al., 2004; Blake et al., 2003). Tilson and colleagues (2004) conducted a series of
focus groups with young people (ages 14 to 24 years) in North Carolina to explore barriers to
STD testing. Groups were conducted with white, African American, and Hispanic youths, and
participants were grouped organized according to gender and race/ethnicity. Over the course of
the focus groups, it became apparent that knowledge of STDs and, in particular, asymptomatic
disease was generally low (with the exception being among African American females, who
were quite knowledgeable about the topic). In addition, few focus group participants knew where
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to go to receive STD testing in their area. Similarly, Blake and colleagues (2003) found through
focus group research with high-risk teens and young adults (ages 15 to 25 years) in
Massachusetts that participants generally lacked knowledge about chlamydia, its effects, or
screening methods.
These findings are supported by a national survey by the Kaiser Family Foundation, which
revealed that 37 percent of surveyed teens (ages 12 to 17 years) either “didn’t know” or “didn’t
think” that infertility can be a consequence of STD infection. Moreover, nearly two-fifths of
respondents “didn’t think” that an asymptomatic person could spread STD, and 75 percent of
them identified a lack of knowledge about where to get tested as a barrier to seeking screening.
Despite these significant knowledge deficits, nearly three-quarters of teens had reported that they
knew “a lot” or “some” about STDs (Kaiser Family Foundation, 2001).
The Kaiser Family Foundation finding that many teens are unaware of the connection between
STDs and fertility is supported by other research. In particular, Trent and colleagues (2006)
found that adolescent females do not seem to be aware of the role that they, themselves, could
play in preventing future fertility problems. Nearly three-quarters of the 15- to 19-year-old
females thought there was a chance they could develop fertility problems in the future, and many
girls recognized chlamydia and pelvic inflammatory disease as potential causes of future fertility
problems. However, fully 58 percent of girls thought they had little or no control over
developing fertility problems.
Promising research suggests that teens are open to learning more about STD testing and, in
particular, about their testing options. The Kaiser Family Foundation (2001) asked teens to
identify sexual health topics about which they would like more information. More than half (51
percent) wanted to know more about where to be tested for STDs, and 54 percent wanted to
know specifically what happens during STD testing.
Participants in both focus group studies described above suggested that increasing general
knowledge around STDs and screening for STDs would be a good first step to reaching young
people, ultimately with the hope of increasing screening (Blake et al., 2003; Tilson et al., 2004).
Although the researchers acknowledge that increasing knowledge alone might not be sufficient
to increase screening rates, they find these results promising, especially in light of the topics the
participants said would catch their attention; for example, many of the teens and young adults
said that increasing knowledge of asymptomatic disease, along with ease of testing (especially
urine-based testing) and ease of treatment might spur some young people to get tested.
1b. Beliefs
Health-related beliefs are known to influence health behaviors and therefore are included in
several models of health behavior (e.g., Health Belief Model, Theory of Planned Behavior,
Theory of Reasoned Action). Because these health beliefs might in part explain people’s
behaviors (or at least intentions to adopt a behavior), many researchers have attempted to
elucidate young people’s health beliefs concerning STDs and sexuality in general. Exploration in
this area is fashioned around a variety of constructs, including perceived seriousness,
vulnerability, severity, and self-efficacy—each of which is summarized below.
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Perceived seriousness. Research conducted by Marcell and Halpern-Felsher (2005) established
that health beliefs play a role in the general health-seeking behavior of adolescents. Study
participants, who were all 13- to 19-year-old high school students, read a series of health
scenarios and were asked several questions about each scenario, including how likely they were
to seek care in each case. Researchers found that the teens were far more likely to seek care in
situations that they believed to be more “serious.” In itself, this finding is not surprising;
however, results revealed that, of the four scenarios presented to students (flu, smoking,
depression, and sex initiation), sex was deemed the least “serious” issue. The authors also found
that teen females, in general, were more likely to perceive the sexuality scenario as “serious”
than teen males.
Likewise, Barth and colleagues (2002) reported that college students participating in indepth
interviews frequently discussed the perceived seriousness of STDs, however not in a manner
conducive to testing. Participants said they did not perceive STDs—other than HIV/AIDS—to be
a very serious concern. Similarly, results from Crosby and colleagues (2002) suggest that teens
perceive AIDS to pose a greater threat to their health than STDs in general. These findings are
troubling, given that Chacko and colleagues (2006) found that young women who thought
contracting an STD was “very serious” were twice as likely to seek screening after having sex
with a new partner, as compared with young women who thought contracting an STD was only
“somewhat serious” or “not serious.”
Perceived vulnerability. Evidence suggests that most teens and young adults do not think they
are at risk for STD infection, which might affect their testing decisions. For example, in a Kaiser
Family Foundation survey (2001), 84 percent of 15- to 17-year-olds explained that their peers do
not get tested for STDs because they do not perceive themselves to be at risk. Sexually active
teens were even more likely to give this explanation—93 percent of these respondents said that
low perceived vulnerability explained why their peers forego testing.
Similarly, Ford and colleagues (2004) found that the vast majority of young people think their
risk of chlamydia or gonorrhea infection is very low, even if they engage in high-risk behaviors.
The authors analyzed data from the National Longitudinal Study of Adolescent Health, which
included a nationally representative sample of sexually experienced 18- to 26-year-olds. Only 14
percent of the sample perceived they were at risk for contracting chlamydia or gonorrhea, with
the odds of perceiving risk being significantly elevated among Blacks, Hispanics, unmarried
respondents, inconsistent condom users or nonusers, respondents reporting multiple partners,
those with a previous diagnosis, and those reporting symptoms (odds ratio 1.5–3.3).
Nevertheless, only 33 percent of those teens and young adults who ultimately tested positive for
chlamydia and/or gonorrhea had perceived they were at risk for the diseases.
Perceived vulnerability to chlamydial infection is also an issue as young people initiate new
sexual relationships. Many teens and young adults think they will “just know” if a potential sex
partner is infected with an STD; they may in turn make decisions concerning sexual relationships
based on these false perceptions of vulnerability (Andrinopoulos et al., 2006; Barth et al., 2002;
Kaiser Family Foundation, 2001). For example, the Kaiser Family Foundation found that a third
of teens surveyed said they would “know” if someone they were dating had an STD, and nearly
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one in five does not think that teens need to worry about STDs unless they have sex with “a lot”
of partners.
Finally, perceived vulnerability also might be linked to the type of risk factor under
consideration. For example, Banikarim and colleagues (2003) surveyed 240 mostly African
American young women (ages 16 to 22 years) about decisions to be screened for chlamydia and
gonorrhea. The authors found that respondents were more amenable to screening if they had
recently changed sex partners, as compared with after having unprotected sex with their main
partner. This was despite the fact that a vast majority of the young women were aware that it was
possible to be asymptomatic for these conditions and, therefore, unprotected sex with any partner
could put a person at risk.
Perceived severity. Research suggests that the main reason young people forego testing for
chlamydia and gonorrhea is because they are asymptomatic (Farley et al., 2003; Tebb et al.,
2004a). A survey of 98 adolescent females (ages 13 to 20 years) in a managed care setting found
that only 22 percent would participate in any form of chlamydia or gonorrhea testing in the
absence of symptoms (Tebb et al., 2004a). However, even among teens and young adults who
are symptomatic, not all will seek treatment; perceived severity might help explain this
discrepancy. For example, indepth interviews have been conducted with female teens and young
adults who have foregone treatment in the presences of symptoms. Many of these teens and
young women explained they did not think the symptoms were severe enough to warrant medical
attention; they thought that the symptoms could be treated with over-the-counter medications or
that the symptoms would resolve themselves over time (Cunningham et al., 2005; Farley, 2003).
This finding also has been observed in focus groups with urban adolescent males (Lindberg et
al., 2006).
Interestingly, Cunningham and colleagues (2005) found that increased perceptions of symptom
severity might at some point cross a threshold and actually serve as a deterrent to seeking care
among some young people. Their qualitative study with urban adolescent females (ages 14 to 19
years) suggests that a certain amount of symptom-related fear or anxiety appears to be a
motivator to seeking care, whereas too much or too little perception of severity can have the
opposite effect. Specifically, participants told the researchers that mild symptoms might delay
care because they might be viewed as self-treatable; likewise, symptoms perceived as extremely
severe also can delay care. Female teens might be afraid to seek medical attention because they
fear hearing bad news and, in particular, fear hearing they have an untreatable condition.
Nevertheless, most evidence suggests that the presence of symptoms, or even an increased
perceived seriousness of contracting an STD, might override other barriers and increase a young
person’s likelihood of seeking testing or treatment (Farley et al., 2003; Cunningham et al., 2005;
Chacko et al., 2006).
1c. Attitudes
According to some health behavior models, such as the Theory of Reasoned Action, attitudes
about a particular behavior can serve as an intermediating factor between an individual’s beliefs
about the behavior and his or her intentions to take action. In the case of screening for
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chlamydia, attitudes about the testing process are important to a full understanding of the factors
that contribute to a young person’s decisions about seeking testing.
Embarrassment and shame. Feelings of shame and embarrassment about testing for STDs are
commonly reported in the literature as being barriers to care (Barth et al., 2002; Blake et al.,
2003; Elliott & Larson, 2004; Lindberg et al., 2006; Tilson et al., 2004). Embarrassment was
reported by teens and young adults as resulting from either or both of two stimuli. Some reported
feeling embarrassed to talk to the provider about the need for a screening (Blake et al., 2003;
Elliott & Larson, 2004; Lindberg et al., 2006; Tilson et al., 2004), whereas for others the
embarrassment stemmed from potential peer reactions should their need for a test be discovered
(Barth et al., 2002; Lindberg et al., 2006).
One of the few studies focusing primarily on adolescent males found that most of the perceived
barriers to testing centered on potential feelings of shame and embarrassment (Lindberg et al.,
2006). During focus groups, urban male teens told researchers they feared being “discovered”
going to a clinic because it could spawn rumors among their peers. The teens were particularly
concerned about female peers finding out they had sought testing because some might assume
they “have something,” resulting in less social desirability. In addition, participants reported
feeling embarrassed to discuss the issue with health providers, in particular, in cases that
warranted interactions with multiple personnel.
Confidentiality. Confidentiality has commonly been identified by young people as a concern
when thinking about testing (Barth et al., 2002; Blake et al., 2003; Elliott & Larson, 2004; Ford,
2001; Kaiser Family Foundation, 2001; Reid et al., 2005). As pointed out in some studies (Barth
et al., 2002; Reid et al., 2005), these concerns might have a larger impact on where, as opposed
to whether, to seek testing. For example, college students said they would feel more comfortable
seeking STD testing from a community clinic rather than from their college health center or their
family doctor in their home town because they perceived more anonymity at a community clinic
and there was less risk of the community clinic notifying a parent about the visit (Barth et al.,
2002). Likewise, in an examination of the records of 9,723 female teens and young adults, Reid
and colleagues (2005) found the likelihood of STD testing was reduced when care was
concentrated with a usual provider; many young people who were tested received the screening
from someone other than their regular provider.
Similarly, in a survey of 302 African American adolescents ages 12 to 17 years, Lane and
colleagues (1999) found that concerns about confidentiality were not the chief factor in deciding
to seek medical attention for a suspected STD, although these concerns might influence where a
teen seeks care. Moreover, the authors found that whereas 60 percent of the respondents thought
it was important for providers to keep information confidential from parents, 88 percent thought
it should be kept confidential from peers. This concern about confidentiality might be reflected
in the fact that more than half of the teens (57 percent) said they would prefer to go to a clinic
outside their neighborhood for STD services, whereas only 22 percent said they would seek STD
services at a school-based clinic.
Nevertheless, fear of parental notification has been noted as a factor by several researchers.
Among 12- to 17-year-olds interviewed by the Kaiser Family Foundation (2001), the most
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commonly cited barrier to STD testing was that “their parents will find out they are having sex”;
more than three-quarters of respondents thought this concern was a major barrier to testing
among their peers, while an additional 14 percent thought it was a minor barrier. Likewise, Ford
(2001) found that 92 percent of the 342 surveyed adolescents would agree to be tested for STDs
if they knew their parents would not find out, with boys in this study being less likely to be
deterred by parental notification than girls. Teens and young adults interviewed by Blake and
colleagues (2003) said they would feel more comfortable receiving testing in an anonymous
form, such as through a home-based test, primarily because family physicians might not keep the
visit confidential from parents. Elliott and Larson (2004), although not specifically discussing
STD testing, found that teens from smaller communities think twice about seeking medical care
because the office staff might include neighbors or friends of the family.
Testing procedures. Several qualitative studies have noted that an aversion to the testing
procedures themselves can be a barrier to seeking screening among teens and young adults
(Armstrong, 2003; Blake et al., 2003; Tilson et al., 2004; Elliott & Larson, 2004). This finding
appears to be especially prevalent among males, who hold negative views of urethral swab
collection (Armstrong, 2003; Blake et al., 2003; Tilson et al., 2004). Although some female
adolescents have expressed an aversion to STD screening through pelvic examinations (Blake et
al., 2003; Serlin et al., 2002), it was not reported as a major barrier in most research. Elliott and
Larson (2004) did not ask about specific testing methods but found that teens might be anxious
when they are not sure what the exact procedure will be.
Other fears. Other fears described in the literature as posing a barrier to timely screening
include the following:
• Fear of positive test results. Fear of STD testing was reported in a variety of ways. Some
adolescents reported a general fear of hearing that they are infected with an STD (Armstrong,
2003; Blake et al., 2003). Other young people reported a specific fear that testing might
reveal they have HIV/AIDS (Blake et al., 2003; Cunningham et al., 2005). Finally, some
adolescents reported that fear of testing can manifest itself as denial—that they would rather
not know their STD status than risk hearing they are infected (Barth et al., 2002; Kaiser
Family Foundation, 2001).
• Fear of damage to relationships. Teens and young adults interviewed by Blake and
colleagues (2003) said fear of test results was due in part to fear of possible negative effects
on relationships. Adolescent males said that testing could lead to questions about infidelity, a
fear that was echoed among adolescent females interviewed by Cunningham and colleagues
(2005).
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2. What parent, peer, and partner factors influence adolescents and young adults
to seek preventive health care as well as testing and/or treatment for STIs?
Key Findings:
➢ Mothers remain the primary source of general health information for many adolescents,
especially younger adolescents. Peers become an important source of health information
as teens grow older.
➢ Research shows that mothers are often aware of, and supportive of, visits for
reproductive health services.
➢ Many young people communicate with their partners about seeking sexual health
services, although communication about STDs also is reported as a source of anxiety for
many teens.
➢ Teens are open to learning more about communicating with their partners about
2a. Communication with parents
Young people often turn to their parents for general health information. Specifically, mothers
have been shown to be the primary sources of general health information among adolescents,
particularly among younger adolescents (Ackard & Neumark-Sztainer, 2001). A survey
involving a nationally representative sample of 3,153 students in grades 5 to 12 found that,
overall, 42 percent of males and 58 percent of females identified their mother as the person they
would turn to first for general health information. However, this finding might not hold true as
children get older; in this study, older students were less likely to cite their mothers as primary
sources of health information and more likely to cite their friends instead.
When it comes to conversations about topics related to sex, teens might not readily consult their
parents. Half of all teens and 54 percent of sexually active teens surveyed by the Kaiser Family
Foundation report never having spoken with a parent about STDs (Kaiser Family Foundation,
2002a). Teens gave several reasons for not communicating with parents about STDs, including
that they worry about their parents’ reaction (83 percent); worry their parents will think they are
having sex (80 percent); are embarrassed (78 percent); or they do not know how to bring up the
subject (77 percent). These findings seem to be echoed in survey results showing that 45 percent
of teens want to know more about how to talk with their parents about STDs (Kaiser Family
Foundation, 2001).
Evidence suggests that parents have similar fears regarding communicating with their teen
children about STDs. In a qualitative study, Eastman and colleagues (2005) found that many
parents of adolescents expressed fears about what and how much to say about sex. Parents also
expressed concerns about how to start a conversation about sex with their children. Many parents
commented that their own parents had not discussed sex with them, so they lacked examples of
what to say, and doubted their abilities to speak effectively about the topic. Many parents also
believed that their adolescents did not want to communicate with them about sexual health
topics.
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Despite these findings, studies suggest that many mothers are aware of their teen daughters’
clinic visits for reproductive health services. In one study of 399 female teens (13 to 19 years
old) attending a reproductive health clinic, 45 percent reported that their mothers knew they were
at the clinic and, of these respondents, 96 percent said their mothers were supportive of the visit
(Harper et al., 2004). The authors did, however, note patterns according to race/ethnicity: while
56 percent of black teens reported their mothers were aware of the visit, the same was true for 48
percent of Hispanics, 44 percent of whites, and only 12 percent of Asians.
In a larger study of adolescents visiting family planning clinics, 60 percent of the females under
18 years old said their mothers were aware of their clinic visit (Jones et al., 2005). The authors
noted a pattern similar to Harper and colleagues (2004) with respect to race/ethnicity, however
the differences were not statistically significant. Data analysis revealed that teens who reported
higher levels of communication with parents about sexuality issues were more likely to indicate
that a parent knew about the visit. A third of the teens said they had discussed STDs with their
parents “a great deal,” while 36 percent had discussed the issue with parents “somewhat” or “a
little,” and 30 percent had never discussed STDs with their parents. Eighty-five percent of female
teens with high levels of parent communication about STDs reported parental knowledge of the
visit, compared with 34 percent of those reporting low levels of communication (Jones et al.,
2005).
In a related field of exploration, several studies have examined the influence of perceived
“parental monitoring” on teens’ risk behaviors and, ultimately, STD diagnosis. Perceived
parental monitoring has been assessed by asking adolescents the extent to which their parents
know where they are and whom they are with when they are away from home or school. Survey
research with 5,930 high school students in Los Angeles revealed that parental monitoring was
the strongest correlate of decreased sexual risk—it was associated with lower rates of sexual
initiation and fewer sexual partners among students who were already sexually active (Ethier et
al., 2006).
In one study with 1,130 African American females (ages 14 to 18 years) from low-income areas,
lower perceptions of parental monitoring was associated not only with a variety of sexual risk
behaviors, but also with laboratory-confirmed STD diagnosis (DiClemente et al., 2001).
Specifically, the authors found teens who reported less perceived parental monitoring were more
likely to also report they did not use a condom during last intercourse, or that they did not use
any form of contraception during their last 5 occasions of intercourse. In addition, these teens
were more likely to report having multiple sex partners, or having sex partners who were
believed to be non-monogamous. Importantly, adolescent females reporting less perceived
parental monitoring were 1.7 times more likely to have a laboratory-confirmed sexually
transmitted disease. Similarly, in a study with 476 male and female adolescents (ages 14–18
years) in detention facilities, researchers also found laboratory-confirmed STD diagnosis to be
inversely associated with perceptions of parental monitoring (Crosby et al., 2006).
2b. Communication with partners and friends
The Kaiser Family Foundation reports that many teens are not communicating with their
boyfriends or girlfriends about sexual health issues, including STDs. A telephone survey of more
than 500 15- to 17-year-olds (Kaiser Family Foundation, 2002a) revealed that 41 percent of
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sexually active teens (and 58 percent of all teens) have never talked to their partners about STDs.
The teens gave a number of reasons for this communication deficiency, including the following:
• They are worried about what their partner might think (82 percent).
• They do not know how to bring it up with their partner (73 percent).
• They are embarrassed (71 percent).
• They do not know enough about the topic (62 percent).
The level of commitment in a relationship can make it easier for teens to bring up sexual health
topics (Kaiser Family Foundation, 2002b). Nearly three-quarters of the surveyed teens agreed
that talking about STDs and birth control is harder when the sexual relationship is casual;
likewise, 84 percent agreed that the longer a relationship lasts, the more likely someone is to talk
about STD testing. These findings are suggestive of other studies that have shown that young
people in more intimate—or at least committed—relationships are less likely to use condoms,
presumably because of higher levels of trust. Trust levels might in turn stem from
communication about STDs and/or knowledge of a partner’s STD status, although the
relationship is complicated and not clearly established (Aalsma et al, 2006; Fortenberry et al.,
2002). In light of these findings regarding STD-related communication, it is promising that
nearly half of teens (47 percent) reported wanting to know more specifically about how to talk to
their partners about STDs (Kaiser Family Foundation, 2001).
Also promising is that many teens who present for sexual health services report significant levels
of communication with partners before their visit. In a survey of 400 female teens attending a
reproductive health clinic, more than three-quarters (77 percent) reported that a male partner was
aware of their visit, with 92 percent of those saying their male partner was supportive of the visit
(Harper et al., 2004). Raine and colleagues (2003) found that 37 percent of males ages 14 to 24
making their first visit to a sexual health clinic had been referred by their sexual partners.
Likewise, the Young Men’s Clinic in New York City found that, after clinic personnel told
young women to encourage their male partners to come in for screening, the percentage of males
who reported being referred by a partner doubled—from 25 percent to more than 50 percent
(Armstrong, 2003).
Surveys of young people seeking sexual health services also show significant levels of
communication with friends before the visit. In one study (Harper et al., 2004), most teen girls
(72 percent) said that a friend was aware of their visit to a reproductive health clinic, second to
male partner awareness (77 percent) and well above maternal awareness (45 percent). Similarly,
in a survey of 110 males ages 14 to 24 making their first visit to a sexual health clinic, 29 percent
said they had been referred by a friend (Raine et al., 2003).
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3. Once sexually active teens and young adults are in the presence of a health
care provider, what factors influence them to raise and/or discuss matters
related to their sexual health? What factors influence adolescents and young
adults to request STI screening?
Key Findings:
➢ Many adolescents want to discuss sexual health issues with their providers but are too
embarrassed or afraid to start the conversation.
➢ Young women, older adolescents, and those with more risk factors appear more likely
to discuss sexual health issues with their providers.
➢ A significant number of teens have never spoken with their health care providers about
sexual health issues.
➢ Some teens might not request a screening because they falsely believe it is a routine part
The previous sections have examined client factors associated with young people presenting for
health care or, more specifically, seeking STD screening. However, as HEDIS data and other
reports clearly show, presentation to a clinic is not sufficient to ensure that screening will occur
among the target population (National Committee for Quality Assurance, 2006). This fact
suggests that some type of prompting—by either the patient or the provider—is necessary to
ensure that appropriate screening takes place. However, studies have shown that most
adolescents do not talk to their providers about STDs. According to the Kaiser Family
Foundation (2002a), 59 percent of 15- to 17-year-olds had never spoken with their providers
about STDs, and an even greater proportion (66 percent) had never spoken with their providers
about condoms or other birth control methods. This situation is alarming in light of a recent
finding that many adolescents—40 percent, as estimated by the Kaiser Family Foundation—
believe that birth control pills or contraceptive injections will protect against STDs, including
HIV (Kaiser Family Foundation, 2004).
That many adolescents are not speaking to their providers about STDs or other sexual health
topics does not mean that they do not want to discuss these issues. Based on analysis of data
from a nationally representative survey of 3,153 males and 3,575 females in grades 5 to 12,
Ackard and Neumark-Sztainer (2001) found that adolescents expect their providers to discuss
STDs. More than half (58 percent) of males and nearly two-thirds (65 percent) of females said
their providers should discuss STDs with them, ranking the topic second in preference only to
drugs. However, only 24 percent of males and 28 percent of females reported that they had
actually discussed STDs with their providers. As an example of the danger this discrepancy
poses, another analysis of this same dataset (Klein & Wilson, 2002) found that, although 18
percent of adolescents said they were not opposed to having sex without a condom, only 31
percent of those with this attitude had discussed it with their providers.
What makes this area of inquiry particularly significant is that research suggests that, although
young people want to talk about these issues with their providers, many are unlikely to initiate
the conversation because they are too embarrassed or uncomfortable (Ackard et al., 2001).
Research from Mulvihill and colleagues (2005) supports findings of low levels of
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communication about STDs with providers. Their study, which involved mailed survey
responses from 1,689 adolescents enrolled in the State Children’s Health Insurance Program
(SCHIP), found that only 34 percent of the teens reported discussing STDs with their providers.
By contrast, a survey of 313 African American youths found that 61 percent reported discussing
STDs at their most recent health care visit. Despite this promising finding, deficiencies in care
still were apparent—only 29 percent of those who were sexually active said they were tested for
STDs at their most recent health care visit (Merzel et al., 2004).
Indeed, much research has been conducted to explore adolescent visits for health care, including
both general visits and visits for sexual health services. In addition, some research has examined
the adolescent patient-provider interaction in order to better understand the myriad factors
associated with communication about STDs and, ultimately, receipt of STD testing.
3a. Patient psychosocial factors
It is well-established that young people find communication with providers about STDs to be
stressful, uncomfortable, and often embarrassing (Ackard et al., 2001; Blake et al., 2003;
Lindberg et al., 2006; Tilson et al., 2004). For example, Ackard and colleagues (2001) found that
between 45 and 50 percent of adolescents would be too “embarrassed, afraid, or uncomfortable”
to discuss sexuality in general with their providers, and between 20 and 31 percent would be too
embarrassed to discuss STDs specifically. However, perhaps more startling is the notion that
many teens might not communicate with their providers at all about STDs, falsely believing that
screening for STDs is a routine part of the health care visit (ASHA, 2005).
Psychosocial determinants of discussing sexual health issues with providers are being explored
in the literature but to date are not fully understood. For example, Merzel and colleagues (2004)
conducted an analysis of the health care visits of 313 mostly African American youths ages 11 to
21 years. The authors found that discussion of sexuality, and specifically STDs, during the visit
was independently associated with positive attitudes toward discussing sexual health issues with
a provider. In other words, adolescents who felt more favorably toward talking about sexual
health with their providers were more likely to have actually done so.
In another study, adolescents’ discussions of health risks with a provider (although not
necessarily specific to STDs) were associated with viewing health information online and/or on
television (Klein & Wilson, 2002). The authors note that, although this finding is interesting
given the rise of Internet use among young people, it does not establish directionality and
therefore is preliminary in nature. For example, it might be that messages on television or on the
Internet encourage young people to discuss health risks with their providers; alternatively, young
people who have discussed health risks during provider visits might pay more attention to health
information in the media.
3b. Patient demographic factors
Reports of associations between provider communication about STDs and specific demographic
characteristics are plentiful in the literature. Many studies examining communication about STDs
have sought to associate communication with factors related to both the patient and the provider.
Examples of characteristics include gender, age, and race/ethnicity, as explained below:
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•
•

•

•

Gender. Females are reported to be more likely to receive counseling about sexual health
issues than males (Bethell et al., 2001; Merzel et al., 2004; Mulvihill et al., 2005; Shenkman
et al., 2003).
Age. Older adolescents might be more likely to discuss sexual health with providers
(Mulvihill et al., 2004; Rand et al., 2005). Strikingly, Rand and colleagues (2005)
demonstrated through medical record analysis of 23,378 adolescent ambulatory visits that,
between the ages of 11 and 21 years, for each year increase in age, young people were 36
percent more likely to have discussed STDs or other sexual health issues with their providers.
Race/ethnicity. The contribution of a young person’s race or ethnicity to communication
about STDs is not yet established in the literature. One large study of 1,689 12- to 19-yearold SCHIP enrollees found that white adolescents were more likely to report good
communication with their providers than nonwhite adolescents, but this finding was only
marginally significant and was not specific to STDs (Mulvihill et al., 2005). Another large
retrospective analysis of medical records found that race was not associated with discussion
of STDs or other sexual health risk factors (Shenkman et al, 2003). Nevertheless, evidence
from studies of adults, (not specific to STDs), suggests that race/ethnicity, and specifically,
race/ethnicity concordance, has a profound impact on visits with providers (Cooper and
Powe, 2004). Patients with race concordant providers are more likely to report positive
reviews of their visits, and independent analysis shows race concordant visits tend to be
longer and more patient-centered.
Presence of risk factors. Adolescents engaging in more risky behaviors might be more
likely to talk about health risks with their providers (Bethell et al., 2001; Klein & Wilson,
2002; Shenkman et al., 2003). Interestingly, one study demonstrated that adolescents
reporting more risk factors overall were more likely not only to discuss those specific risk
factors but also to have discussed sexual health issues with providers regardless of whether
they reported sexual health risk factors (Shenkman et al., 2003).
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4. What psychosocial, demographic, and systemic factors increase the likelihood
that health care providers will take a sexual health history and order STD testing
according to recommended guidelines?
Key Findings:
➢ Providers who are more knowledgeable about STDs and testing, have more positive
beliefs and attitudes about screening, and feel more comfortable with the topic are more
likely to discuss STDs with their adolescent patients and to order testing.
➢ Female providers, younger physicians, and obstetrician-gynecologists appear more
likely to order chlamydia and gonorrhea testing.
➢ Privacy during a health visit is a key determinant of whether sexual health topics are
Research regarding provider behavior during encounters with adolescents has yielded much
insight into the myriad factors associated with screening for chlamydia. Some of the research has
focused mainly on the conversations providers have with their adolescent patients; presumably,
if sexual health is not discussed (outside of a reproductive health visit), screening is not likely to
take place. Other research has explicitly focused on the ordering of tests for sexually transmitted
diseases.
4a. Provider psychosocial factors
Although many providers do not discuss STDs with their adolescent patients, research does point
to certain factors that make a provider more likely to do so. In addition, a significant amount of
investigation has been undertaken to determine which providers are the best at screening their
patients for STDs. Psychosocial factors identified include the following:
•

•

Knowledge. Research suggests that providers who are more knowledgeable about chlamydia
and its effects are more likely to screen their adolescent patients (Cook et al., 2001; McClure
et al., 2006; Wiesenfeld et al., 2005). For example, in a study of 1,600 physicians across
Pennsylvania, doctors were asked to complete a variety of knowledge-based questions about
chlamydia and screening guidelines. Those physicians who reported routinely screening
sexually active women for chlamydia were 3.9 times more likely to demonstrate good STD
knowledge than physicians who reported screening less than half the time (Wiesenfeld et al.,
2005). McClure and colleagues (2006) found that physicians who perceived themselves to be
knowledgeable about chlamydia were more than twice as likely to screen annually for
chlamydia, regardless of actual knowledge levels. Recent research also suggests that provider
knowledge of new testing technologies is related to screening behavior; a lack of knowledge
about non-invasive urine-based testing has been identified as a barrier to screening by
providers (Bolan, 2006; Ratelle, 2006; Upstill, 2006).
Beliefs/attitudes. Cook and colleagues (2001) found providers to be far more likely to
routinely screen asymptomatic girls if they believed that most 18-year-olds in their practice
were sexually active and if they felt responsible for providing information about STDs to
their patients. Providers in the study were less likely to provide asymptomatic screening if

Infertility Prevention Campaign Literature Review

18

•

they believed that the prevalence of chlamydia was low. Likewise, Haley and colleagues
(1999) found that obstetricians and gynecologists might not routinely screen adolescent
patients because they assume that some patients are not at risk. In another study, providers’
belief in the cost-effectiveness of routinely screening all sexually active adolescents was the
strongest predictor of their willingness to do so (Boekeloo et al., 2002). Provider attitudes
about time constraints may also influence decisions about screening. Marazzo and colleagues
(2007) surveyed 59 providers across a variety of settings, and found that 24 percent of those
who do not routinely screen asymptomatic young men for chlamydia cited a lack of time as a
barrier.
Self-efficacy. Some psychosocial factors identified in the literature pertain to physicians’
feelings of self-efficacy regarding screening patients. For example, McClure and colleagues
(2006) found that annual chlamydia screening was associated with greater confidence in
conducting screenings and greater comfort recommending screening to patients. Similarly,
some physicians in a study by Haley and colleagues (1999) reported that they do not
routinely screen adolescent patients because they do not know how to appropriately ask
about sexual history or they fear offending patients. Ozer and colleagues (2004) found
greater provider self efficacy related to screening behaviors were associated with higher rates
of screening of adolescents across a range of health risk behaviors.

4b. Provider demographic factors
In addition to the psychosocial factors identified as associated with screening young people for
STDs, a few demographic factors also have been explored in the literature:
•

•

•

Gender. Nearly every study examining provider behavior has associated female gender with
a greater likelihood to screen for chlamydia and other STDs (Cook et al., 2001; Guerry et al.,
2005; McClure et al., 2006; Wiesenfeld et al., 2005). The driver of this relationship is
unknown, but some researchers have suggested that it might be due to female physicians
feeling more comfortable discussing STDs with their female patients; alternatively, it could
be due to greater chlamydia-related knowledge among female physicians, which has in turn
been associated with higher screening rates (Wiesenfeld et al., 2005).
Seniority. Research suggests that younger providers are more likely to screen patients than
more senior providers. Wiesenfeld and colleagues (2005) directly measured physicians’ ages
and found that providers younger than 40 years had better STD knowledge than their older
counterparts; in turn, knowledge was related to better rates of screening. Other studies, which
used years in practice as a proxy for age, also found that less experienced physicians were
more likely to screen patients for STDs (Fiscus et al., 2004; McClure et al., 2006).
Specialty. Female patients might be more likely to receive screening if they are seen by an
obstetrician or gynecologist, as compared with other physician types. Studies have shown
that obstetricians and gynecologists are more likely to screen for chlamydia and gonorrhea
than physicians from other specialties (Hogben et al., 2002; Burstein et al., 2001.
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4c. Provider systems factors
Systems factors associated with screening for STDs are not as widely examined in the literature
as psychosocial and demographic factors; nevertheless, some evidence does exist about specific
systems factors, with the main explored factor being the confidentiality of adolescent visits.
Adolescent patients who have private visits with their providers (i.e., do not have a parent
present during visits) appear more likely to receive counseling about sexual health and to receive
STD testing (Bethell et al., 2001; Fairbrother et al., 2005; Merzel et al., 2004). For example,
Fairbrother and colleagues (2005) found that adolescents (ages 12 to 18 years) who had a private
visit with their providers were more likely to discuss risk behaviors, including sexual health;
however, only 28 percent of the youths actually reported having private time with their
providers. Likewise, Merzel and colleagues (2004) analyzed the visits of 313 mostly African
American adolescents and found that the absence of a parent during the visit was independently
associated not only with discussing sexual health but also with having received an STD test,
although the effect was only significant for female teens. Specifically, findings showed that if a
parent accompanied a teen to the health care visit, the teen was 72 percent less likely to have a
discussion about sex with her provider, and the likelihood of being screened for an STD
decreased by almost 50 percent.
By contrast, McKee and colleagues (2006) present findings from a survey of 819 female teens in
urban public high schools. The survey showed that while 60 percent of the teens had confidential
visits with their health care providers at the last visit, only 27 percent of those who were sexually
active had disclosed this to their provider. Nevertheless, confidential care was a strong predictor
of disclosure of sexual activity to the provider.
5. What interventions show promise for increasing adolescents’ and young
adults’ general health-seeking behavior as well as health care seeking for STI
testing and treatment?
Key Findings:
➢ Evaluations of mass media interventions have shown mixed results for prompting young
people to seek STD testing.
➢ Interventions that include nontraditional testing sites appear promising for increasing
screening. Examples include school-based screenings, street outreach, and home testing.
➢ Large-scale community-based programs show mixed results at increasing screening
rates but appear promising at effecting changes in precursors such as knowledge,
Intervention research on screening for chlamydia and gonorrhea is well-published in the
literature; however, the disparate research designs and intervention foci make it difficult to draw
broad-based conclusions with respect to effectiveness. Nevertheless, many interventions do show
promise.
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5a. Mass media campaigns
Evaluation results from one mass media campaign are reported in the literature, and suggest that
the use of a media campaign alone, in the absence of support programs, might be effective at
driving calls to a hotline but may not result in increased screenings (Oh et al., 2002). The
reported intervention was designed to (1) increase awareness of personal risk for chlamydial
infection, (2) facilitate dissemination of information via a hotline, and (3) promote care-seeking
behavior. The intervention activities included mail outreach, a television and radio campaign,
information hotlines, and free testing for chlamydia. The hotline was called 642 times during the
monitoring period, with the majority of the calls (92 percent) occurring during the 6 weeks of
television ads. However, at the conclusion of the monitoring period, only 31 individuals had
reported for screening.
Other national media campaigns have been evaluated, although the results are not published in
the academic literature. For example, the Kaiser Family Foundation has an ongoing partnership
with MTV to disseminate a sexual health public education campaign targeting young people ages
12 to 24 years. The campaign aims to raise awareness about personal STD risk, encourage
discussions about safe sex, promote condom use, and encourage testing among viewers who are
sexually active. In 2003, the Foundation released results of an evaluation of the campaign
covering the period from 1997 to 2002 (Rideout, 2003). The evaluation included a nationallyrepresentative sample of 16 to 24 year-olds obtained through random-digit dialing. Over half of
youths ages 16 to 24 had seen the public service announcements, and 63 percent of those said
they learned something new from the campaign. Additionally, among sexually active youth, 65
percent said the campaign made them more likely to seek testing for HIV or other STDs, and 24
percent reported having already done so as a result of the campaign. Similarly, evaluation of a
sexual health booklet that accompanies the television spots revealed that 30 percent of
respondents said they had seen a doctor because of something they read in the booklet, and a
third had been tested for HIV or another STD as a result of reading the booklet.
5b. Nontraditional testing sites
A variety of interventions have been published that include testing outside the usual clinic
setting, such as at school and other community sites. For example, Marazzo and colleagues
(2007) found that offering testing in nonclinic settings might be a particularly useful strategy for
screening asymptomatic male teens and young adults who might otherwise be hard to reach.
Sixty-four percent of asymptomatic males (ages 13 to 29 years) across a variety of nonclinic
settings, including detention facilities, jails, and schools, were willing to be tested for chlamydia
using a free urine-based test, and the likelihood of testing was increased among younger males,
those who had not seen a provider in more than a year, and those who had no history of STD.
Results from other studies of nontraditional testing sites, not exclusive to males, are included
below.
School-based screening. Asbel and colleagues (2006) report the results of a massive pilot
program conducted in the Philadelphia public school system. The program consisted of a 25minute education session about STDs, followed by the opportunity for all of the students to be
screened using a urine-based test. In total, the program screened more than 19,000 high school
students for chlamydia and gonorrhea, or about 65 percent of its student population. Of the
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students submitting samples for analysis, more than 1,000 were positive for chlamydia, 99
percent of whom were subsequently treated.
In another pilot program, a school district in Louisiana offered free chlamydia and gonorrhea
screening to all of its male and female student athletes during sports preparticipation physical
exams (Nsuami et al., 2003). The authors suggest that sports preparticipation visits are an ideal
and valuable venue for screening because students might routinely submit urine samples at these
visits and because, for many students, the sports physical is the only regular contact with a health
care provider. The intervention yielded 636 samples for testing, of which 6.5% of girls were
positive for chlamydia and 2% of girls were positive for gonorrhea. More than 90 percent of the
positive samples were from students who reported being asymptomatic.
Street outreach. An outreach program conducted to screen homeless youth proved particularly
effective at encouraging young people to be tested for chlamydia and gonorrhea (Auerswald et
al., 2006). Nearly all (99 percent) of the young people approached agreed to be screened, and of
a total of 218 homeless teens and young adults screened, about 7 percent tested positive for
chlamydia and 1 percent for gonorrhea. All of the youths who tested positive were treated, and
55 percent reported for retesting after 6 months. None of those retested was positive for
chlamydia or gonorrhea.
In collaboration with local faith-based organizations, the San Francisco Department of Public
Health developed a “street medicine” program to screen African American adolescents for
chlamydia and gonorrhea (Moss et al., 2004; Sieverding et al., 2005). Peer educators talked to
young people about STDs and promoted screening at a variety of nonclinic settings such as afterschool programs, YMCA locations, and other “hangout spots.” A total of 470 youth were tested,
and all who were positive (N= 19) received field-delivered therapy. The authors note the
intervention was particularly successful at reaching adolescent males, a group often thought to be
difficult to engage. They suggest that program slogans such as, “handle your business,” (which
communicated the need for all sexually-active youths to be screened) and, “it is as easy as peeing
in a cup,” (which spoke to the ease of testing) resonated particularly well with the target
audience.
Home testing. Research suggests that home testing is an attractive option for young people—
particularly among those who are asymptomatic and those for whom confidentiality is a chief
concern.
In one study, advertisements around the community and in local publications invited female
teens and young adults (ages 14 and older) to order a free chlamydia home testing kit by visiting
a Web site (Gaydos et al., 2006). The kits, which consisted of a urine test and a vaginal swab,
also could be anonymously obtained from several locations in the community. After returning
the test in the mail, participants were asked to complete questionnaires about their experiences.
Results indicated that 90 percent preferred home-based self-collection of samples, 94 percent
rated collection easy or very easy, and 86 percent would use the Internet program again.
Ordering through the Web was more popular than community pickup; 97 percent of the kits were
requested online, of which 88 percent were returned. The authors also note that home testing kits
might be especially effective for reaching high-risk groups because high-risk behavior was found
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among many users of the kit. For example, a third of users reported previous infection, and 86
percent reported inconsistent condom use. In addition, only 29 percent of the kit users had
received a pelvic exam in the previous year.
Other research also supports the potential for home STD testing. A clinic sample of ethnically
diverse, sexually active adolescent females (ages 13 to 20 years) were asked to name their first
choice for the site of a urine-based STD test (Tebb et al., 2004a). In response, 52 percent ranked
home testing as their first choice, while 30 percent preferred clinic-based testing. Further
analysis showed that adolescent girls preferred home testing, particularly if they were concerned
they had an STD. However, a major caveat to this study is that only 22 percent of the
respondents said they were likely to self-test if they were asymptomatic.
5c. Community-based interventions
Several community-based interventions are reported in the literature, including the studies
summarized in the “street outreach” section above. The primary distinction between these two
categories is that studies in this section did not include nonclinic testing sites.
The Gonorrhea Community Action Project (GCAP), which was designed to increase preventive
health care seeking among adolescents, took place in New York City and suburban Maryland
(VanDevanter et al., 2005). The intervention was composed of a three-session skills-building
workshop, which was gender-specific and facilitated by gender-matched health educators and
peer leaders. Results show that the intervention significantly increased preventive health care
seeking among female adolescents; however, there was no effect in males. Female participants
were more likely to have scheduled a health care appointment, undergone a checkup, and
discussed with family or friends the importance of routine health care visits. Furthermore, the
authors note that the intervention group changed along a specific theoretical path; that is,
participants receiving the intervention shifted their health care beliefs about routine health care
and sexual histories―they perceived more value in seeking routine health care. These changes in
beliefs were correlated with a positive increase in attitude toward health care seeking, as well as
increased intentions to make an appointment to seek care.
Preliminary findings from a second iteration of the GCAP reflect its implementation in Los
Angeles (Larro et al., unpublished). Activities included the distribution of peer-constructed small
media materials, peer outreach, and the establishment of a resource center that provided
screening to teens and young adults (ages 15 to 29). Recognition of campaign materials
increased from 8 to 77 percent in the intervention area, whereas recognition in the comparison
area never rose above 7 percent. Awareness of STD testing and treatment facilities also increased
from 9 to 66 percent among respondents in the intervention area, compared with 2 to 12 percent
among comparison area respondents. Although the authors note that the intervention did not
appear to have much impact on behavioral and cognitive measures, the effects regarding
knowledge and self-efficacy were more pronounced among those who recognized the materials.
The findings suggest that a stronger, or perhaps longer-duration, intervention is necessary to
achieve a measurable behavior change and that changes in behavior cannot be expected with
campaign awareness alone.
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5d. Systems interventions
A variety of systems interventions have been reported in the literature. For example, one study
examined various methods to encourage re-testing of patients who initially test positive for
chlamydia or gonorrhea (Malotte et al., 2004). Male and female STD clinic patients (ages 14 to
30 years) who recently received treatment for chlamydia or gonorrhea were randomly assigned
to groups applying various followup techniques. Telephone/mail reminders were the most
effective method—more effective than incentives or motivational counseling. Nonetheless,
return rates were low among all of the tested methods (between 7 and 29 percent).
Brindis and colleagues (2005) present findings from another clinic-based study, which examined
the effectiveness of the Peer Providers of Reproductive Health Services to Teens model. The
program provided adolescent females with outreach, education, and low- or no-cost services in
an adolescent-centered and confidential environment. During the program, peer counselors were
available at the facility and for telephone counseling and followup. Evaluation results suggest
that the peer provider model is a promising addition to the mix of clinic-based services,
particularly for certain subgroups of clients. Female participants were more likely than controls
to return for an annual exam and to make three or more visits during the study period. The full
intervention was particularly effective for females who were Hispanic, had been born to
adolescent mothers, or had had more than one sexual partner in the 6 months before their first
clinic visit.
6. What interventions show promise for promoting the health care provider
practices of taking a sexual health history and ordering tests for STIs according
to recommended guidelines?
Key Finding:
➢ Provider behavior can be changed through information sessions about STDs, coupled
with systems-level changes that support increased screening.
Implementation of the American Medical Association’s Guidelines for Adolescent Preventive
Services (1997)—a systematic and comprehensive approach to providing preventive care to
adolescents and young adults—has been difficult to achieve. For example, one study by the
UCLA Center for Health Policy Research found that 62 percent of managed care organizations
servicing Medicaid beneficiaries in metropolitan areas with high rates of STDs had neither STD
guidelines nor associated training for primary care physicians (Brown et al., 2000). Some
interventions to affect provider counseling and screening behavior are now being undertaken, the
results of which were recently published. Some researchers are even advocating that preventive
health services become a standard part of every clinical encounter because, according to an
editorial in the Journal of Adolescent Health (Irwin, 2005), few adolescents have preventive
health visits, but 73 percent of adolescents have a clinical encounter each year.
Most of the provider interventions are aimed at systems-level targets. For example, interventions
have been successful in increasing chlamydia screening for both male and female adolescents in
a large managed care setting (Shafer et al., 2002). In one study, each participating clinic
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established a quality improvement team (adolescent medicine specialist, clinic manager, medical
assistant, and receptionist) that established protocols for gathering sexual histories and collecting
urine samples (Shafer et al., 2002). Monthly reviews of screening rates and discussion about
barriers and their reduction resulted in incremental improvements in screening rates. Screening
rates among adolescent girls increased significantly from 5 to 47 percent over 18 months; control
sites increased from 14 to 21 percent over this period.
Another systems-level intervention for adolescent health care providers involved both
educational and administrative components (Ozer et al., 2005). Providers in the intervention sites
attended an all-day skills-building educational workshop related to screening and counseling of
adolescents for health risk behaviors. The workshop focused on adolescent health,
confidentiality, screening, and how to provide anticipatory guidance and counseling related to 6
risk behaviors; it consisted of didactic presentations as well as interactive components, such as
discussions and role playing. A second part of the intervention was the use of a screening
questionnaire for adolescents, and the establishment of a charting system for providers to
document their screening and counseling during visits. Intervention sites were grouped into two
cohorts—some received only the educational component, while others received both
components. The authors found that screening for health risk behaviors at intervention sites
increased from 58 percent at baseline to 83 percent after the intervention; similarly, counseling
rates increased from 52 percent to 78 percent. Notably, researchers found that the educational
workshop had the largest impact on screening and counseling rates, with the addition of the
administrative component not making additional significant improvements.
7. What gaps in the research should we seek to address with focus groups or
other research?
Taking into consideration the findings of this review, it becomes apparent which areas have been
explored in depth by researchers and which warrant further exploration. These “gaps” in the
research include both client and provider psychosocial factors.
On the client side, gaps in the literature include the following:
• Benefits of testing. The majority of literature exploring adolescents’ perspectives on testing
focuses on barriers. However, from the adolescent perspective, some benefits must exist to
seeking testing and knowing one’s STD status. What are these benefits, and how do they
interplay with perceived barriers to affect screening decisions? Knowing the answers to these
questions will help focus efforts to increase screening.
• Doer/nondoer analysis. Many studies involve the responses of young people who have
already presented for screening or other health care services; other studies include national
datasets. Yet few, if any, studies have sought to directly examine the differences between
those who seek testing and those who do not. This analysis would afford a better
understanding of the drivers of each behavior and the best approach to reach the intended
audience.
• Parent and partner communication. Although many teens report talking to their parents or
partners before their reproductive health care visits, the content of these discussions is not
well understood. Nor is it understood how much relative weight these conversations have in
decisions regarding testing.
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•

•

•

Peer communication. Evidence suggests that older adolescents often turn to friends for
information about health issues. Yet at the same time, STDs comprise a sensitive topic which
may be difficult to discuss with peers, especially if an STD is suspected. The complexity of
peer communication around STDs, and the influence of such communication on testing
decisions, is not well understood.
Provider communication. It is well documented that young people find talking with their
providers about sexual health issues to be an uncomfortable prospect. Yet those who do
discuss these issues with their providers might be more likely to receive anticipatory
guidance and to be screened for STDs. Therefore, it would be valuable to have a better
understanding of the factors that facilitate these conversations, as well as the factors
contributing to patients’ specific requests for STD testing.
Cultural differences. Few studies have examined how psychosocial factors might vary by
culture. Although audiences addressed in the research vary in terms of composition, the
disparate designs of the numerous published studies make it difficult to draw conclusions
about potential cultural differences.

Provider research in the literature also leaves room for more investigation. Gaps in providerfocused research include the following areas:
• Attitudes and beliefs. Research has shown that providers with more favorable attitudes and
beliefs about screening are more likely to test their patients for STDs. What is not understood
are the drivers of these attitudes and beliefs.
• Systems factors. Providers who have good knowledge about STDs and positive attitudes
toward screening still might not adhere to screening guidelines if they operate in a system
that does not support the guidelines. How then do systems factors interplay with psychosocial
factors to influence screening practices of providers?
Intervention research also poses several gaps that can be addressed with future campaigns and
further publication of evaluation results:
• Mass media campaigns. Only one recent mass media campaign was identified in the
academic literature, and it did not show powerful results with respect to its impact on
screening. Non-published evaluations of other public education campaigns are available, and
show promise for impacting knowledge, attitudes, and behaviors around STDs. Further
research on the use of media campaigns regarding screening are needed in order to better
understand their utility and limitations.
• Cost analysis. None of the published intervention research described here included an
analysis of the program cost per case of CT detected or of the cost per additional person
seeking health care. Although a cost analysis of interventions is not in the purview of the
current contract, filling this notable gap in the literature would facilitate a direct comparison
of interventions in terms of cost-effectiveness. For example, although community-based peer
education programs show promise, it is not clear how they compare with other programs,
such as home testing kits, in terms of cost per person screened.
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V. Conclusions
Although significant gaps exist in the research on adolescent screening for chlamydia, several
conclusions can be drawn on the basis of the findings in this literature review. The variety of
studies published in the literature speak to the plethora of factors that contribute to the issue and
to the opportunities for intervention.
It is clear that significant barriers exist to optimal screening of adolescent girls and women for
chlamydia. Because both patients and their providers find the issue uncomfortable to talk about,
many times the conversation does not take place at all. Yet current guidelines recommend
universal chlamydia screening of all sexually active young women ages 15 to 25, an objective
that is difficult to meet if providers do not assess the sexual history of their patients. This deficit
is evidenced by the low screening rates across the country.
However, it is promising that teens say they do want to talk to providers about topics related to
sexual health. In addition, teens appear open to communicating with their partners when they
know what to say and how to best approach the topic. These factors are important because young
people’s decisions to pursue testing do not occur in a void; communication is likely a key
contributor to their screening behaviors. This area is ripe for further exploration and might prove
to be a key target of intervention research.
Interestingly, many of the interventions published in the literature focus not on communication
issues but rather on systems-level changes, most of which involve offering testing to young
people in locations other than providers’ offices. The abundance of this type of research speaks
to the fact that many investigators are choosing not to wait for patients to present for traditional
health care visits; rather, they are interested in taking the screening to the clients. Many of these
interventions show encouraging results in terms of their effectiveness at getting young people
screened for STDs.
Likewise, provider interventions to change screening behaviors show promise. Much is known
about providers who are likely to screen their patients, and we are now beginning to understand
what is required to bring other providers in line with current screening guidelines.
In this social marketing campaign it will be vital for CDC to develop a larger strategy than
simply educating clients about the disease and the test. Only a multi-pronged and coordinated
social marketing approach targeting at a minimum patients and providers is likely to result in any
behavior change. Concurrent with this campaign, consideration should also be given to
addressing barriers presented by inconvenient access to services, provider encounters which do
not allow private discussion of health issues, service payment issues, and concerns about the
nature of the test itself. Consideration should also be given to addressing the widespread stigma
surrounding the STDs and the tests. Interventions to overcome this stigma among peers, sex
partners and parents must be considered.
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