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ABSTRACT OF THE SCHOLARLY PROJECT 

 

Improving Chlamydia Treatment in Adolescent Partners 

by 

Ashley Renee Plummer 

Doctor of Nursing Practice 

University of California, Irvine, 2021 

 

Untreated or recurrent sexually transmitted infections (STIs) cause considerable long-

term morbidity, including chronic pelvic pain, ectopic pregnancy and infertility. Successful 

partner notification and proper treatment for STIs is essential to prevent reinfection and curtail 

further transmission. The practice of expedited partner therapy (EPT), which allows a clinician to 

treat an infected partner without a medical exam or history, can improve treatment rate among 

the partners of adolescents with STIs. The purpose of this quality improvement project at a Title 

X-supported family planning clinic was to implement a new program utilizing EPT. Without a 

health assessment or physical examination, the partners of adolescents with a diagnosis of 

chlamydia were treated with a single dose of Azithromycin, 1gram, if the patients expressed the 

need for treatment of their partner. The patient’s preferred method of receiving the treatment was 

utilized with one of the two new implementations: the ability to mail treatment to both the patient 

and their partner, or allowing the patient to pick up treatment for their partner when they picked 

up theirs at the study site. All these options were free of cost to the patients due to a grant 

received by the study site in March 2020. The patients then received a follow up phone call two 

weeks after treatment was provided to confirm compliance for both them and their partner, and 
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to discuss after care if necessary. The phone call was a uniform questionnaire that was used by 

all investigators participating in this project. The feasibility of this program was evaluated in 

April, 2020, using data from June 1, 2019 to December 31, 2019 to ensure a similar time span for 

comparison. The primary unexpected variable that played a role in this project was the onset of 

the COVID 19 pandemic in March of 2020. Numerous attempts were made to address this in 

order to keep the project in a controlled setting, and are noted throughout this manuscript.  
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Introduction 

Background and Significance 

 Adolescents make up over 50 percent of the 20 million new sexually transmitted 

infections (STIs) diagnosed per year due to behavioral and biologic vulnerability (Center for 

Disease Control, 2018). Sexually transmitted infections, specifically chlamydia, in US 

adolescents are on the rise (Oswalt & Eastman-Mueller, 2017). These infections, if untreated or 

recurrent, can cause considerable long-term morbidity, including chronic pelvic pain and 

infertility.  Due to recent significant increases in STIs in young people, the Center for Disease 

Control (CDC) has made an urgent call to action, and is developing a federal action plan that 

includes guidelines regarding effective screening practices, timely diagnosis, and treatment of 

sexual partners (CDC, 2018). In 2018, the state of Colorado continued to break yearly records for 

reported cases of chlamydia, which, per the state health department, have been increasing since 

2013 (Denver’s Rates of STDs Continue to Climb, 2019). That year, chlamydia remained the 

most commonly reported STI with 29,124 reported cases (Ramirez-Salinas, 2019). 

 Successful partner notification and treatment for sexually transmitted infections is 

essential to prevent reinfection and curtail further transmission. Studies in adults have shown that 

relying on partner notification by patients does not result in increased treatment percentages 

(Jamison et al., 2019), and data in adolescents is conflicting (Golden et al., 2015).  This is 

important because adolescents may have more difficulty with partner notification due to 

associated stigma, multiple short-term relationships and low relationship communication (Cyr et 

al, 2015). The CDC recommends expedited partner therapy (EPT), which is the clinical practice 

of treating the sex partners of patients diagnosed with chlamydia or gonorrhea by providing 
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prescriptions or medications to the partner without the health care provider examining the 

partner.     

 As of March 2021, EPT is legal in 46 states (CDC, 2018).  Several large meta-analyses 

have shown that EPT decreases the risk of reinfection by up to 50 percent when compared to 

standard patient referral (Trelle, 2007).  Data on effectiveness of EPT in adolescents shows that 

it can be acceptable to them (Trelle, 2007) in cases where they feel comfortable communicating 

with their partners, both past and present.   

 Before the onset of the COVID 19 pandemic, many clinics, including the study site 

clinic, recognized the need to increase STI partner therapy due to the fact that many patients 

were getting reinfected because their partners were never treated. A literature review conducted 

in March of 2020 exposed many barriers to successful partner treatment in adolescents; including 

cost, concerns regarding communication with current or former partner, and clinician preferences 

regarding the safety of the practice (McCool-Myers et al., 2019). The study site clinic, Birth 

Control For You (BC4U), an adolescent-focused Title X Family Planning Clinic, had previously 

removed the barrier of cost to patients – all care and treatment is free. The onset of COVID 19 

created an additional obstacle – the ability to travel to a clinic for treatment, first based on local 

and state-wide stay at home mandates, and then due to personal preferences of limiting exposure 

by attending healthcare appointments.  

Clinical Issue 

 The clinical issue is two-fold. First, due to the increase in STIs in adolescents in the 

Denver Metro area, the project aimed to increase partner treatment in an effort to lower the risk 

of reinfection in our patients, and then, overall infections in our patients and their partners. The 

second clinical issue looked at how to increase treatment in the midst of a global pandemic – 
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specifically, during a time when medical clinics were trying to limit the number of patients seen 

in person, and patients were also attempting to limit their exposure.  

 In January of 2020, the project team looked at the number of positive chlamydia tests our 

clinic resulted over the course of 6 months, from June 2019 – December 2019 to secure baseline 

data (the clinic used EPIC for its EMR system). We found there were 304 positive chlamydia 

tests at the clinic during this time. Prior to this project’s interventions (and COVID 19), when 

nurses called patients to give them positive chlamydia results, they offered them the option of us 

calling the pharmacy of their choice and prescribing treatment for them as well as their partner 

(although BC4U would not cover the cost of the medication), or they could come to our clinic in 

person, with or without their partner, for a nurse visit and receive treatment. The latter option 

(coming to the clinic in person) was the only way we could guarantee that both the patient and 

their partner were treated, free of cost. Another option not offered by the nurses, but often 

offered by the patient, was that their partner would get treatment from his or her own provider. 

The nurse would then write in their note the patient’s response for both their treatment as well as 

their partner’s treatment. However, it must be mentioned that prior to this project, there was not a 

standardized note/EPIC smart set for all nurses to use when making these calls.  

 Based on the chart review, two different outcomes were generated. With the first, we 

assumed that all the partners we prescribed medications and all the partners for whom the patient 

said saw his or her own provider for treatment, and of course, including all patients seen in 

person, 122 partners were treated. This included 41 in clinic, 45 for whom we sent out a 

prescription for, and 36 who saw different providers for treatment. There was no mention of 

partner treatment in the 182 other notes, for a total of 40.1% assumed partners treated. The 

second outcome specifically looked only at those patients whose partners we were able to 
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confirm were treated (in person), which again, was 41, for a total of 13.5% of partners treated. It 

is important to note the difference in these two findings due to the final outcomes of the project.   

 In addition to the data review, in the early stages of this quality improvement project, 

investigators created a patient survey (Appendix A) of communication preferences around STI 

testing and treatment. Initially, the plan had been to give this survey to all of our patients seen in 

person, however, due to COVID 19, an online version of the survey was created to enhance 

participation. Originally, investigators planned to assess the survey data to determine if 

communication was a barrier when patients needed to alert their partner(s) of a positive 

chlamydia exposure. The in-person and online survey was conducted between May 31, 2020 and 

July 31, 2020, and it was completed by 147 patients. Results concluded this study group did not 

feel uncomfortable notifying their current and past partners of positive STI results, and that 

participants preferred a phone call from their partner rather than notification by text. Possibly the 

most interesting find of this survey was that one of the biggest concerns for our study population 

was transportation to obtain treatment.  

 Given what was found in the chart review as well as our patient survey, it was concluded 

that the ideal interventions for the project would include those that allowed the project team to 

verify certainty that partners were able to receive and take the treatment medication free of 

charge and concerns of transportation. In addition, a smart set was created and implemented in 

EPIC that would be (and still is) used by all nurses making phone calls to patients reporting 

positive chlamydia tests.  

Critique and Synthesis of the Literature 

 The literature review employed the use of CINAHL, PubMed, EBSCO, and NCBI 

databases to research information on “expedited partner therapy.” An additional search was also 
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completed using the same databases with the addition of “adolescents” added to the search 

criteria. The search was limited to literature published within the last ten years, with an exception 

of the clinical findings that long-term chlamydia infections can lead to pelvic inflammatory 

disease and infertility. Articles specific to expedited partner therapy in all age groups were 

included, in addition to articles discussing adolescent communication. Recommendations from 

respected authorities, such as the Center for Disease Control and The American College of 

Obstetricians and Gynecologists were used to provide the foundational base for evidence-based 

practice that is already in place, such as treating Chlamydia with Azithromycin 1gram as a single 

dose. A total of 14 sources from peer-reviewed journals were used, and newspapers, and 

websites were used for additional demographic information. A critical appraisal was used in 

identifying articles with information pertinent to both adolescents and their feelings regarding 

discussing STI treatment with their partners.  

 McCool-Myers, Kottke, & Smith (2019) noted that although EPT is legal in nearly 50 

states at this point, barriers continue to exist. Eleven EPT experts were interviewed, identifying 

liability and adverse events, funding, electronic media records, and awareness as the most 

frequently mentioned barriers to using EPT in the clinical setting. Although liability was the 

most often cited barrier by McCool-Myers et al., 2019, many of the other articles cited cost as 

the most prohibitive barrier. Jesse et al., 2017, also mention cost and liability, but since their 

study looks specifically at males sleeping with males (MSM), their liability is actually focused 

on the fact that if a clinician does practice EPT and they do not see the partner in person, they are 

potentially missing the opportunity to test these potential patients for both HIV and syphilis. Of 

note, one of the articles specifically focusing on adolescent health, involve randomized trials 

where cost as the prohibitive factor was actually removed due to funding from the CHOICE 
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study (Golden et al., 2015).  However, Golden et al., 2015, note that they were still not able to 

reach over 60 percent of partner treatments (confirmed), and one study noted that over the course 

of two years, the percentage of partners treated through EPT actually decreased from 2015 – 

2017 despite free treatment options (Oswalt & Eastman-Mueller, 2017). A limitation of these 

articles is that they do not mention followed up management, which is why our study will 

specifically note two week follow up phone calls with specific questions that will be asked of 

every patient.  

 Interventions to increase EPT have been limited to cutting costs (McCool-Myers et al., 

2019), but as noted by Secura et al. (2012), partner notification, or PN, still remains the main 

method of reaching out to the partners of patients who present with a positive STI at a clinic. 

There are many gaps in the literature regarding partner notification amongst adolescents, and a 

dearth of research to quantify this as an issue specific to this population. Oswalt & Eastman 

Mueller (2017) suggests this could be because adolescents communicate differently than their 

adult counterparts when it comes to sexual and romantic relationships, which could potentially 

lead to avoiding important discussions, as researched by Cyr et al. (2015). Cyr et al. (2015) notes 

that they did discover that preference for using technology amongst adolescents (N = 268, ages 

14-21) for interpersonal communication, including romantic relationships, was associated with 

greater peer aggression, relationship anxiety, and existential anxiety. However, regarding partner 

communications, they conclude that those adolescents with a preoccupied attachment style “high 

in relationship anxiety, but low in relationship communication avoidance” reported using texting 

technology for almost all communications. This study gives hope to the idea that the use of 

technology in partner notification may be a future intervention design, but it was not one that 

was found to be of concern in our patient survey. Mosley & Lancaster (2019) noted that 
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adolescents who use technology to communicate in their romantic relationships may have more 

emotional connections, but used a hierarchical multiple regression study that demonstrated time 

using phone and computer technology for communication with partners predicts both positive 

and negative relationship communications.  

 In de Coul et al (2013), Dutch researchers evaluated partner notification in both 

homosexual and heterosexual couples, ages 16-45, over two years in a public health clinic. The 

main limitation of this article was that they did not use EPT, however they did mention the ways 

their subjects notified their partners, and this study showed that overall, texting was the most 

popular method of notification. For the purpose of this study, the findings were useful because 

they found that women are best at notifying their partners, who make up 87 percent of the 

population at the study cite, followed by MSM, who make up seven percent of the male 

population at the study cite. Heterosexual men are, across the board of all STIs, the least likely to 

notify their partners (de Coul et al., 2013). Jamison et al (2019) confirms the findings that 

women are “better” than men at notifying their partners, but goes further by mentioning that 

women are more likely to encourage their partners to receive and complete treatment when 

expedited partner therapy is provided. In addition, they note that stakes can be higher for women, 

as they are much more likely to be symptomatic than men and experience future complications, 

including future antibiotic resistance with future reinfections (Jamison et al., 2019).  

 Finally, Kerani et al (2013) examined adolescent males acceptability and intention to 

seek medical therapy after they were offered EPT, but the study was limited to the MSM 

population. While this does not look at our entire population, they had a large sample size 

(N=243), and discovered that this population that is very willing to practice EPT if given the 

correct tools and barriers, such as removing the cost of treatment.  
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 The above findings related to the PICOT question for this quality improvement project. 

The project also outlines the additional necessary patient education, including education on the 

long-term effects of chlamydia for male and female patients and their partners, and on barriers 

that are specific to adolescents, including preferred methods of communications. It is important 

to note the onset of a global pandemic played a large role in helping guide the interventions for 

this project.  

Organizational Assessment 

Improving Adolescent STI Partner Notification and Treatment is designed around a 

quality improvement model. The setting is BC4U, a Title X clinic in Aurora, Colorado, focused 

on adolescent and young adult care, ages 12 to 25. The clinic provides contraception counseling 

and management, sexually transmitted infection screening and diagnoses, and basic gynecologic 

care, including cervical cancer screening and vaginal infection treatment. BC4U, unlike other 

Title X clinics that operate on a sliding payment scale, provides all services free of charge to the 

patient. Services not covered by the government funding received by the clinic are covered by 

grants and donations acquired by the clinic’s chief executive officer or other employees. The 

clinic’s location in Aurora, Colorado, is also strategically placed. Aurora is the largest and most 

diverse suburb of Denver, one in five of its residents are foreign born (Aurora — Where One in 

Five Residents is Foreign-born — Declares It is Not a “sanctuary City”, 2017), and one in four 

of its residents live below the poverty level (Minor, 2017). 

Purpose of the Project 

 In this project, the dependent variable is the number of partners treated, and the 

independent variable is how they receive treatment. The investigators recognized that the 

numbers from year to year will be different, but with the addition of new interventions, this 
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project aimed to increase the number of partners treated from 40 percent to 60 percent during 

similar time periods. The thought was that this could be accomplished by making changes within 

the study site. These changes included creating a uniform smart set in EPIC for clinic nurses to 

follow when calling patients who tested positive for chlamydia that included asking about 

partner treatment; and making it easier for patients to receive treatment for their partners by 

creating a quality improvement project that increased options for partner treatments. We also 

called patients as close as possible to two weeks after their positive test to confirm that their 

partner had been treated, which was done to combat the uncertainty of treatment we discovered 

while reviewing our baseline data.  Overall, the purpose was to ensure the population felt their 

needs were met, while reducing the number of chlamydia infections in our adolescent 

population.  

1. We aimed to increase the treatment of chlamydia for our patients’ partners from 40 

percent to 60 percent.  

2. We aimed to reduce barriers to patients and partners receiving treatment for 

chlamydia.  

3. We aimed to decrease the number of patients with consecutively positive chlamydia 

tests after their first round of treatment.  

Conceptual and Theoretical Framework  

When planning this project, nursing theories were reviewed and considered for guidance. 

Given that the hopeful outcome was to lower reinfection rates in patients, it was decided that this 

project would use the Health Promotion Model and Theory, founded by Nola J. Pender, Ph.D. in 

1982. This model works by assuming that each person has unique personal characteristics and 

experiences that affect subsequent actions (Health Promotion Model, n.d.). The set of variables 
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for behavioral specific knowledge have important motivational significance, and these variables 

can be modified through nursing actions (Health Promotion Model, n.d.). Since the desired 

outcome and endpoint of this theory is patients creating better behaviors that promote a healthy 

lifestyle, enhance functional ability, and better quality of life at all stages of development (Health 

Promotion Model, n.d.), its guidance works well when promoting healthy and safe sex in an 

adolescent population. In addition, the theory also notes that the final behavioral demand can be 

influenced by immediate competing demands and preferences, which can derail an intended 

health promoting action (Health Promotion Model, n.d.). This describes the need to remove all 

possible barriers to treatment for the intended population, as well as the need for the follow up 

phone call to assure that both the patient and their partner were treated for chlamydia, potentially 

using the interventions offered by the study site. 

Project Design 

Define: The established problem was our lack of consistency regarding the treatment of 

partners of our patients who tested positive for chlamydia. We wanted assurance that we were 

doing everything we could to ensure treatment, including using expedited partner therapy and 

eliminating other barriers. 

Measure: A chart review of BC4U’s patients who tested positive for chlamydia from 

June 1, 2019 to December 31, 2019 was conducted, and for every positive test, it was noted if the 

documentation included anything about partner treatment or notification. A count was kept of the 

charts that included specific documentation of EPT, or other ways that partners received 

treatment. This provided us with our baseline data.   

Analyze: Using the data from the chart review, the patient survey, and the literature 

review, as well as the onset of COVID 19, investigators created appropriate interventions.  
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Improve: Interventions were created based on our clinical findings and literature review. 

The first intervention was creating a smart set in the EPIC EMR for all clinic nurses to follow 

when calling patients who tested positive for chlamydia, which included asking about their 

preference for partner treatment. The next intervention included expanding how patients’ 

partners could receive treatment. As previously mentioned, the only way the study site could 

guarantee free medication to both the patient and the partner was if they physically presented to 

the clinic for a treatment visit. To increase EPT in the clinic, including during the COVID 19 

pandemic, new policies were implemented that allowed the site to mail pharmaceutical treatment 

to the patient and their partner, or patients could come directly to the clinic pharmacy and pick 

up pharmaceutical treatment for both themselves and their partner, free of charge, no 

appointment necessary, and no questions asked. To verify that the treatment had been taken by 

both the patient and the partner, investigators followed up with patients two weeks after they 

tested positive with a phone call. The patients were asked questions from a uniform survey 

(Appendix B), and that data was entered into RedCap. Patients who did not pick up their phones 

or were unreachable were not included in the final results.  

Control: Investigators evaluated the impact of these additional calls on our clinic flow to 

assess sustainability. Investigators also called all patients four times before removing them from 

the study due to inability to reach them post treatment.  

Methodology 

This was a descriptive quality improvement project that used interventions aimed at 

creating easier methods for the completion of expedited partner therapy at the study site. For 

comparison, all patients who tested positive for chlamydia between June 1, 2019 and December 

31, 2019 for whom there was either confirmed or assumed partner treatment were counted. 
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During this time period, the study site was only offering partner treatment free of charge if the 

both the patient and their partner came to the clinic in person. Patients and their partners were 

also offered the option of placing the medication at the pharmacy of their choice, but we could 

not guarantee the price, nor could we confirm if the patient or the partner even picked up their 

prescriptions. Based on researched evidence, these options created barriers that were significant 

to an adolescent population – transportation to the clinic, and costs associated with picking up 

the medication at a pharmacy close to home (Lindberg et al., 2020). The data collection proved 

that the clinic was only using EPT for about 40 percent of patients who tested positive for 

chlamydia, and could only 100 percent confirm about 13 percent of these cases, the ones that we 

treated in clinic. There was no guarantee that the patient’s partner had picked up, and then taken, 

medications that were sent to their pharmacy of choice.  

The COVID 19 pandemic also played a role shaping the interventions for this project. 

The study site received a quality improvement grant for $10,000 through the University of 

Colorado in March of 2020. When it became apparent that patients should not be seen in person 

for treatment, it was solidified that the best interventions were those that kept patients in clinic 

for the shortest amount of time, or no time at all. Again, based on research (Jamison et al., 2019) 

and the pandemic (Lindberg et al., 2020), the grant money was used for two things: 1) to send 

medications to both the patient and their partner through the mail and 2) the study site in-clinic 

pharmacy. With the help of the site’s pharmacists, a protocol was established for patients to 

come to the clinic, call the pharmacy, and an employee would bring treatment for both them and 

their partner(s) to their car.  

Beginning on June 1, 2020, the study site began offering these options for EPT to its 

patients. In addition, investigators also began calling every patient who accepted EPT treatment 
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two weeks after they tested positive for chlamydia to ensure that both they and their partner had 

completed the treatment. Each patient was called four times before investigators stop trying to 

get in touch, unless it was discovered that their phone number had changed or been disconnected. 

If a patient was reached, a 5-minute follow-up survey was conducted.  

Phone calls were ceased on December 31, 2020, but the interventions are still currently 

offered as funding allows. RedCap Data Management was used to process the data. While 

additional questions were asked on the follow up survey, only the data used to address this 

project’s purpose was analyzed in this manuscript. Patients who participated in the follow up 

survey did so only after it was explained to them the clinical site was working on a quality 

improvement project, and their personal data would not be shared with any outside entities.  

Project Setting and Sampling Method 

The sample consisted of patients at a Title X fully funded family planning clinic that 

serves adolescents ages 12-25. While the majority of the patients seen at the clinic are female, 

the population varies across the gender and LGBTQ spectrum. The “sample” was not a 

predetermined number, but instead included all patients who tested positive for chlamydia 

between June 1, 2020 and December 31, 2020, which resulted in 330 patients total. For 

comparison (baseline), patients who tested positive for chlamydia between June 1, 2019 and 

December 31, 2019 were used, which was 305 patients.  

Data Collection 

 A database was created in RedCap to input and store data on an electronic device 

designated for this project with security log in for the investigators and trained research staff. 

Data collected by the investigators from self-reporting patients were deidentified. Information 

collected from the pre-intervention EPIC chart review included all positive chlamydia tests, 
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mode of treatment of patient (clinic, pharmacy), preferred method of partner notification, and if 

EPT accepted or not. Two week follow up data post intervention included confirmation of 

partner notification (patient report or clinic), confirmation of mode of partner treatment (EPT, 

study site clinic, other clinic), assessment of patient confidence that partner was treated (saw 

partner take treatment, partner said they were treated, no knowledge that partner was treated, 

partner refused treatment). Descriptive statistics was used for demographic data, and 

investigators consulted with a statistician for additional outcome measures.  

Analysis 

 Descriptive statistics were computed for demographic data, and investigators consulted 

with a statistician for additional outcome measures. The website “OpenEpi” 

(http://openepi.com/), which is an open source website for epidemiologic public health statistics, 

was used to analyze this data. As noted in the results sections, due to the fact that assumptions 

were made for our baseline data collection, and post intervention, investigators were only able to 

confirm via two week follow up phone call treatment confirmation for 102 partners, the data was 

looked at two different ways. For both outcomes, a chi-square data measurement was used and 

provided the necessary p-value ranges.  

Results 

Demographic Data Results 

 Pre-intervention, our baseline data showed that there were 304 positive chlamydia tests 

over course of six months (June 2019 – December 2019), and based on assumptions, 122 

partners were treated using EPT, making for a total of 40.1%.  However, as noted, this was a 

number based on assumptions. The only way pre-intervention we could know for sure a partner 

was treated was if they came to our clinic with the original patient and we treated them both. The 

http://openepi.com/
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above number (122) uses those treatments, but also assumes that the partners for whom we 

placed a prescription at the pharmacy of their choice picked it up their medication and took it, 

and also assumes that those who told the patients that they were treated by another provider were 

also treated. Of the 122 notes that mentioned partner treatment, the methods break down is noted 

in Table 1.  

 When we look at the numbers in Table 1 and only count those situations where we knew 

for sure the partner was treated (they came to the clinic, we watched them take it), the number of 

partners treated drops to 13.5%, which is significantly lower than the initial assumption of 

40.1%. This is important to note because it allows two different ways to look at the outcomes 

post-intervention. This difference is statistically significant and was the primary reason the two-

week follow up call was included in the project interventions.  

 After our interventions were applied, there were 330 positive chlamydia tests over the 

course of six months (June 2020 – December 2020) and of those, we were able to confirm via 

post-testing phone call to the patient that 102 partners were treated, leaving 228 unknown. In this 

case, “unknown” can mean we were not able to reach the patient via phone for follow up, or the 

patient did not know if partner received treatment because they don’t talk, they have no way of 

contacting them, etc. Using this data, we know (and were able to confirm) that 31% of patients’ 

partners were treated.  Of those 102 partners treated, 71 of them used one of our interventions 

(either had pills mailed to them or partner picked them up), resulting in 70% of the treated 

partners using one of our new interventions.  

Outcome 1 

 The first analysis uses the baseline data without the assumed treatments. In this analysis, 

investigators used only those partners with confirmed treatments (41/304) and compared them 



 

16 

 

with the confirmed treatments from the post intervention data (102/330), shown in Table 2. 

Based on this analysis, our intervention displayed an improvement that was statistically 

significant, with a positive correlation. Table 3 demonstrates the outcome using simple 

proportions. 

Outcome 2 

 Table 4 demonstrates analysis using all the assumed treatments from the baseline data 

(122/304), and the same post intervention data, those whom investigators confirmed took 

treatment via two week follow up phone call (102/330). This analysis is also statistically 

significant, but displays a negative correlation. Our intervention did not create a positive 

outcome for our clinic population. Table 5 demonstrates this using simple proportions, however 

the third column is no longer titled “confirmed” partner treatment  

Discussion 

Key Findings 

  Many limitations of this project were discovered while performing the data analysis. 

Depending how the results are analyzed and the assumptions made using the pre-intervention 

data from 2019, the study site did increase the number of confirmed partners treated using EPT 

from 13.5% to 31%. It is important to note, that of those confirmed cases, 70 percent used one of 

the new interventions. There are many outlining variables in this study, and one of the 

interventions, the two-week follow up phone call, may have played a role in the final outcome. 

Understanding that 330 patients had the opportunity to pick up prescriptive medication for both 

them and their partner, but also using a follow up call as confirmation may have been what 

created the negative correlation. The study site also treated more patients over the six-month 

study period in 2020 than in 2019 despite a global pandemic. The investigators observed this is 
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most likely due to the fact that BC4U was one of the few places that did not cease providing 

healthcare services during the global pandemic, and was also operating at nearly 100 percent 

telehealth visits for counseling appointments. Patients were required to provide laboratory 

samples for urine chlamydia screening if they were concerned about chlamydia. Investigators 

noted that this unintentionally removed an additional barrier of needing to find a mutually agreed 

upon time for patients and partners to schedule an appointment. Another important key finding in 

this study was how important it can be to work with a pharmacy located within the clinic when 

implementing new policies involving medication management. The pharmacy housed within the 

same clinic as BC4U played a crucial role in ensuring the interventions were appropriately 

carried out, from allowing patients to pick up prescriptions for both themselves and their partners 

(and even carrying them out to their cars) to ensuring that both patients’ and partners’ addresses 

were correct when mailing prescriptions.  

P – The population was adolescents, and the problem was (and still is) the increasing amount of 

positive chlamydia infections.  

I – The intervention was, as noted, patients’ ability to take extra medication with them for their 

partner, or to have the medication mailed to them. In addition, follow up phone calls were also 

conducted for confirmation.  

C – The comparison was the same time period during the previous year, 2019.  

O – The desired outcome was not met, however, the intervention did prove to be useful.  

T – The timeframe used was six months, the unpredicted factor, of course, was COVID 19.  

Strengths 

 The strengths of this project lie within the controlled time periods of six months, as well 

as the fact that we saw a similar number of patients over the same time span in 2020 that we did 
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in 2019. In addition, the fact that there was a team working on this project that allowed for the 

necessary follow up calls to be made for confirmation, which was lacking in the baseline period. 

When this project was initially planned, the phone calls themselves were not considered an 

intervention, but it became clear in the analysis phase of this project that making these phone 

calls played a crucial role in the outcomes. As mentioned previously, another strength we 

recognized during the analysis phase of this project was that flexibility plays an important role in 

chlamydia testing and treatment for adolescents. Due to COVID 19, the study site removed the 

barrier of in-person testing and treatment, which involved the need for an appointment. 

Investigators believe that allowing patients to come get tested and treatment at their own 

convenience played a role in the increase of patients with positive tests over the six-month time 

span. However, this could have also created a limitation that would best be studied in an 

additional project – when patients with concerns about STIs are not seen in person by a nurse or 

provider, we lose the opportunity to discuss both safe sex and contraceptive options, if necessary.  

Limitations 

 The largest limitation of this project lies within the uncertainty of our baseline data from 

2019. Since we were not doing follow up calls to confirm treatment, we cannot say with perfect 

confidence that partners were treated beyond those that presented at the study site for treatment. 

The follow up phone call itself is also an additional limitation, as these calls were being made by 

providers and nurses during their administrative time, and a researcher who was paid through the 

grant won for this project. If this intervention were to continue, time would need to be built into 

the providers’ and nurses’ schedules dedicated to follow up calls, or additional funding would 

need to be secured to secure manpower for this task. In addition, our survey did not record the 

gender of our patients when we made follow up calls. While it would have been possible to get 
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this information during the call using the patient’s medical record, once the data was de-

identified in RedCAP, this information was lost. This could have been good information for 

potential future projects aimed at education for different genders on the importance of partner 

therapy.  

Evaluation and Sustainability Plan 

 The main costs in this project were associated with provider, nursing and health educator 

time, and the ability to continue providing free medication for chlamydia treatment to patients. 

Although these costs are significant, the benefits are also significant. Seventy percent of the 

partners who used EPT in this study used one of the interventions created by this project. As 

mentioned in the limitations section, it was difficult for nurses and providers to make time for the 

follow up phone calls. A suggestion moving forward would be to continue allowing patients to 

pick up prescriptions for both themselves and their partners free of charge and without 

scheduling an appointment, but discontinuing the two-week follow up call. Given the outcome 

that a majority of those for who we were able to verify that EPT worked picked up their 

medications, it may be safe to continue assuming those who use this intervention will adhere to 

treatment. Since this can be viewed as sustainable within the project site clinic, all clinics 

hospital wide at Children’s Hospital Colorado should feel comfortable referring patients who test 

positive for chlamydia to BC4U, where they can access free and confidential treatment with ease.  

Overtime, the man hours dedicated to this project will be mostly self-sustaining and incorporated 

into the clinical nursing role by education provided with each new hire. The funding for the 

medication will rely on the long-term ability to continue to receive grants, or potentially, more 

public dollars to pay for treatment. It should be noted at this point, that I am no longer working 



 

20 

 

within this clinical setting, and while these may be my considerations for evaluation and 

sustainability, they may not be the same as the study site.  

Conclusion 

 The implications of this project are important for clinical practice, but they also delve 

into the policy arena. As noted, the CDC already recommends EPT for all ages, and this is 

backed by its legality in 46 states. However, the interventions used in this project would call for 

a large increase in funding to public health clinics that focus on STI testing, which would almost 

certainly include the need for policy change in every state. It should also be assumed that this 

project would need to be replicated on a larger population that spans across age groups to prove 

that removing the barriers of cost and transportation to EPT could be considered evidence-based 

practice.  

Dissemination Plan 

 The information obtained and learned in this project will be disseminated by those still 

working at the study site. I will remain an author on whatever is written or published, but where 

and when the information is published is not in my control. I will consider creating a poster 

presentation for future conferences post-Covid 19.  
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Appendix A Expedited Partner treatment in-clinic survey 

 

Welcome to BC4U – we are a 100 percent free and 100 percent confidential clinic that focuses 

on helping adolescents obtain access to sexually transmitted infection (STI) testing and birth 

control. One of our goals is to help reduce the amount of STIs spread in the greater Denver area 

by increasing partner treatment options for our patients. We are hoping that with your help in 

filling out this survey, we can use your input to develop new and better ways of communicating 

with both our patients and their partners about the importance of treating STIs. Please note your 

participation is optional and completely confidential. None of the information you provide us 

will with be used by your provider or play a role on your future care at our clinic.  

 

Start of survey: 

 

A few questions about you: 

 

1. How old are you? 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

 

2. Sex you were assigned at birth: 

a. Assigned male at birth 

b. Assigned female at birth  

 

3. Race/Ethnicity: 

a. Caucasion 

b. Latin X 

c. African American 

d. Asian 

e. Other 

  

4. What sex are your sexual partners?  

a. Assigned male at birth 

b. Assigned female at birth  

c. Both male and female  

 

A few questions about your visit today. Answers are private and will not be shared with 

your healthcare provider. 
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5.  What is the primary reason for your visit today? 

a. Contraception 

b. STI testing Testing/Genital symptoms  

c. Concern for Pregnancy 

d. Other 

 

6. Are you interested in being tested today for gonorrhea and chlamydia?  

Yes/No  

 

7. How many sexual partners have you had in the last 6 months?  

a. 0 

b. 1 

c. 2 

d. 3 

e. 4 

f. 5 

g. 6+ 

 

8. Do you have a way to contact your sexual partners over the last 6 months if you needed 

to (ie through phone call, text, email, social media)? 

a. Yes, I could contact all partners if I wanted to 

b. I could contact some partners but not all if I wanted to  

c. I could not contact any partners if I wanted to  

 

 

The rest of this survey is based on an imaginary scenario, and does not relate to the care 

you will receive at our clinic today.  

 

Imagine that at today’s visit you were tested for STIs and your chlamydia test came back 

positive, indicating that you had the infection.  It is recommended that, along with treating you 

for the infection, all recent (past 6 months) sexual partners are also treated.  

 

9. Would you feel comfortable telling your recent sexual partners about the infection and 

the need for them to get treated?  

a. Yes, I would tell all my recent partners 

b. I would tell at least one partner, but not all recent partners.  

c. No, I would not feel comfortable telling any of my sexual partners.  

 

10. Why might you not feel comfortable telling your partner(s) about the infection? 

a. I don’t talk to my partner(s) anymore 

b. I would worry about my reputation or what people would think about me 

c. I would be worried my partner would blame me for giving them the infection 

d. I would be worried about my safety after telling my partner(s) 

e. I would not want my partner to know. 
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11.  If you would be comfortable talking to your sexual partner(s) in this scenario, how 

would plan to tell them about the infection?  

a. In person  

b. Phone call 

c. Text message 

d. Email 

e. Through a friend  

f. Through an App (Facebook message, Instagram (DM), Twitter, SnapChat, Lin, 

Whatsapp)   

g. Other (please explain)  

 

 

12. In this scenario there are different options to provide treatment for your partner.  What do 

you think would be the best option for your partner(s) after they were notified of the 

infection? 

a. Going to a clinic (such as bc4u) for in person treatment 

b. Having me bring treatment (pills) to them 

c. Picking up treatment from their pharmacy 

d. Having treatment mailed to them 

 

13. Are there reasons you think your partner would have problems getting treated? Please 

circle all that apply.  

a. My partner would not believe they have an infection and would refuse to get 

treated 

b. My partner(s) doesn’t like to go to doctors/clinics 

c. Lack of have insurance (cost) 

d. I don’t think there would be problems 

e. Other: 

 

 

14. If you were not able to contact your previous sexual partner(s) or were uncomfortable 

doing so, would you find it acceptable for the clinic to inform them anonymously? 

a. likely 

b. not likely 

 

15. How would you want them to find out? (check all that apply)  

a. Confidential call from clinic 

b. Confidential text from clinic 

c. Confidential Email from clinic  

d. Letter in mail  

e. Social media/App message  

 

Scenario #2: Imagine that your sexual partner received care at this clinic and tested 

positive for chlamydia a few days ago.  

 

16. in this scenario, how would you want to be notified? 
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a. My partner would tell me in person 

b. My partner would text me 

c. My partner would call me 

d. A message in an app 

i. Please list your preferred app _________ 

e. Other 

 

17. If your partner decided they wanted our clinic to contact you anonymously about your 

need for treatment, how would you want to be told? 

a. Confidential call from clinic 

b. Confidential text from clinic 

c. Confidential Email from clinic  

d. Letter in mail  

e. Social media/App message from clinic 

 

18. If you discovered your partner tested positive for an STI, regardless of how you find out,  

what would be your best option for treatment? 

a. Go to a clinic (like bc4U) for treatment in person 

b. Have partner bring treatment to me  

c. Pick up treatment from my pharmacy 

d. Have the medicine mailed to me. 

e. Other  

 

 

Thank you for taking our survey today! We appreciate your time and commitment to helping our 

clinic curb the spread of STIs.  
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Appendix B 

 

Chart Review From Feasibility study, June 1, 2019 – December 31, 2019 

1) STI: options: gonorrhea, chlamydia, trichomonas (can check more than one) 

2) Date diagnosed: 

3) Date contacted:   

4) How contacted: 

a. Phone 

b. letter 

5) Who contacted patient:  

a. RN 

b.  provider 

c.  Other ____________ 

6) Date treatment ordered:   

a. Date 

b. Not ordered 

7) Mode of treatment?   

a. In clinic,  

b. HP pharmacy,  

c. outside pharmacy,  

d. mail 

e. never treated 

8) Number of partners in past 3 months:  

9) Preferred partner notification (from note):   

a. patient notified partner  

b. clinic notified partner. If so- HOW:  

i. text 

ii. call 

iii. email 

iv. anonymous web 

c. Never contacted 

 

Follow up call – Survey used for two-week post-positive test 

1) Was patient treated? Yes/no.  If no- why not:  

a. never got it contact with patient  

b. didn’t get pills in mail, 

c. never went to pharmacy 

d. pharmacy didn’t have medicine, other 

2) If no: Barriers to treatment?  Free text 

3) If yes_ Date of treatment: __________ 

4) Satisfaction with mode of treatment (5 point Likert scale: very satisfied to very 

dissatisfied) 

5) How was partner(s) notified?  

a. Patient told partner in person   

b. Patient told partner by text   

c. Patient told partner by phone   
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d. Patient told partner by another means (ie social media).  IF so- how? _____  

e. Partner notified by clinic- How- text, phone, web, letter 

f. Partner was not notified.  Why not 

i. No contact information 

ii. Couldn’t reach them 

iii. Didn’t feel comfortable 

iv. Worried about my safety 

v. Other____.   

vi. If not contacted- would it be okay if the clinic contacted partner? 

Yes/no/no contact information 

6) Was partner treated:  yes/no/I don’t know for sure 

7) How was partner treated?  

a. Patient gave them pills 

b. Partner saw their own provider 

c. Partner came to BC4U 

d. Partner got if from their pharmacy 

e. I don’t know  

8) Confidence of partner treatment:   

a. Saw partner take treatment 

b. Partner said they were treated 

c. No knowledge that partner was treated 

d. Partner refused treatment. 

9) Assess risk for reinfection by past partner  

a. No risk (confirmation of partner treatment AND waited 7 days) OR no sex with 

past partner) 

b. Possible risk (unsure of partner treatment and still having sex with partner) 

c.  High risk (partner refused to get treated and had unprotected sex with partner) 
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List of Tables 

Table 1. Results for Method of Treatment from Baseline Data 

Method of Treatment Chosen   Number of Patients  

Treated at Study Site     41 

Medication Sent to Pharmacy of Choice  45 

Claimed Treatment from Another Provider  36 

 

 

Table 2. Statistical Analysis for Outcome 1 

 

Table 3. Proportions Using Confirmed Treatments 

Dates   Total (+) Chlamydia  Confirmed Partner Tx Percentage  

Jun – Dec 2019  304    41   13.1  

Jun – Dec 2020  330    102   31 
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Table 4. Statistical Analysis for Outcome 2 

 

Table 5. Proportions Using Assumed Treatments in Baseline Data 

Dates   Total (+) Chlamydia  Confirmed Partner Tx Percentage  

Jun – Dec 2019  304    122   40  

Jun – Dec 2020  330    102   31 

 




