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Background: Prompt treatment of exposed partners is critical for
preventing further transmission of chlamydia, reinfection, and sequelae
among females. Patient-delivered partner therapy (PDPT) has been
allowable in California since 2001; however, few data are available
regarding PDPT use and treatment outcomes.

Methods: Eight family planning clinics participated in a partner
services evaluation from 2005 to 2006. Females aged 16 to 35 years
with chlamydia were interviewed to determine the partner service
received and partner treatment outcomes; a subset of partners was also
interviewed. Determinants of reported partner treatment were assessed
using multivariate logistic regression. Selected medical records were
reviewed to assess reinfection rates.

Results: Overall, 743 female patients disclosed 952 partners; 58% of
whom were identified as steady partners. Reported partner services
included concurrent patient-partner treatment visits (15% of partners),
PDPT (19%), patient referral (55%), health department referral (0.1%),
and no partner management (11%). On the basis of patient report, 82%
of partners were notified and 54% received treatment. Of the 166 (17%)
partners interviewed, 139 (84%) reported that they had received treat-
ment, which correlated well with patient report. Reported partner
treatment was higher for concurrent treatment visits and PDPT (79%
and 80%, respectively) compared to patient referral (44%, P < 0.0001).
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Adjusted for clinic and relationship status, partners managed with
concurrent treatment visits or PDPT were more likely to receive treat-
ment compared with partners managed with patient referral (adjusted
odds ratios, 3.5; 95% confidence interval, 2.1-5.8 and adjusted odds
ratios, 4.3; 95% confidence interval, 2.6—7.2, respectively). Among the
patients retested within 6 months after treatment, 18% were reinfected;
reinfection rates did not differ by type of partner service.
Conclusions: Although overall rates of reported partner treatment
were low, concurrent patient-partner treatment visits and PDPT were
associated with significantly higher rates of partner treatment. How-
ever, these methods may be underutilized in California family planning
settings.

hlamydia is the most common reportable communicable

disease in the United States. In California, over 145,000
cases (381 per 100,000 population) were reported in 2009,
including over 100,000 cases among females.! Rates have
continued to rise, in part because of increased screening and use
of the more sensitive nucleic acid amplification tests (NAATS).
Repeat chlamydial infection among females is common (20%—
30%)? and increases the risk for reproductive sequelae, includ-
ing pelvic inflammatory disease, which can lead to ectopic
pregnancy and infertility.3# Risk factors for repeat chlamydial
infections include having untreated partners, new partners, and
partners with concurrent partnerships.>¢ Partner treatment is
critical to prevent reinfection and subsequent complications in
the patient and to reduce the burden of infection at the com-
munity level by preventing further transmission.”

Treating male partners can be challenging because chla-
mydial infections in men are often asymptomatic, and overall
health care utilization is lower because of the lack of health
insurance and limited access to primary care services, espe-
cially among younger males.® Commonly, the burden of partner
notification is on the patient (i.e., patient referral); however,
partner notification also can be accomplished by the provider or
by health department disease investigation specialists.® Al-
though providers in California are required to make a good
faith effort to ensure treatment of sexually transmitted disease
(STD) contacts, ' the majority of clinicians are too busy, have
concerns regarding confidentiality of their clients, or are not
adequately trained in partner notification.!' Thus, providers
usually rely on patients to notify their partners, after which the
partner is responsible for getting treated. Given the limited
public health resources and the substantial number of chla-
mydia cases, most health jurisdictions provide assistance for
only a limited proportion of reported chlamydia cases.!?

Patient-delivered partner therapy (PDPT) is a strategy in
which patients deliver either medications or prescriptions di-
rectly to partners. Although partners are still able to seek
clinical services, a clinical evaluation is not necessary to re-
ceive treatment for chlamydia. Randomized trials have demon-
strated that PDPT for chlamydia-infected patients is either
better than or comparable to patient referral in improving
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partner notification and treatment and reducing reinfection
among females.!3-1¢ The Centers for Disease Control and Pre-
vention (CDC) considers PDPT a useful option to facilitate
partner management among heterosexual men and women with
chlamydia or gonorrhea.” Before 2001, prescribing medication
for sex partners exposed to chlamydia without a medical ex-
amination was a violation of California’s Medical Practice Act,
and the practice was subject to sanctions by the Medical
Board.!” As of January 2001, PDPT is allowed by California
law!® and recommended by the Department of Public Health
and the California STD Controllers Association for partners
who are unable or unlikely to seek timely medical care.!8

In California, a considerable proportion of reported chla-
mydia cases in females are diagnosed in family planning clinics.
The purpose of this evaluation was to describe the partner services
used in family planning clinics to treat male partners of female
patients diagnosed with chlamydia, evaluate partner notification
and treatment outcomes, and assess determinants of partner treat-
ment. Additionally, we interviewed partners to assess the degree to
which patient and partner treatment reports correlated and we
reviewed medical records to determine the proportions of patients
retested and reinfected within 6 months after treatment.

MATERIALS AND METHODS

Eight geographically diverse family planning clinics in
California were selected based on high morbidity (at least 100
chlamydia cases per year), reported use of PDPT as a partner
service option for chlamydia-infected female patients, experi-
ence conducting program evaluation, and interest in participa-
tion. Combined, these clinics served over 64,000 female clients
annually, with an average chlamydia positivity rate of 6%
(range, 4%—8%) among female patients.

Female patients aged 16 to 35 years with laboratory-
confirmed genital chlamydia were eligible to participate. With
the goal of enrolling 100 patients per clinic, the study began in
January 2005 and ended in December 2006. All chlamydia
testing was performed using NAATSs on urine or cervical spec-
imens according to manufacturer’s specifications. Patients
coinfected with trichomoniasis, gonorrhea, or syphilis, or those
seeking testing as a result of a known exposure to an infected
partner, were not eligible. When patients were notified of their
test result, they were invited to participate in the partner ser-
vices evaluation. Telephone interviews were conducted in Eng-
lish or Spanish by a trained bilingual interviewer who also
obtained verbal informed consent. Patients were informed that
all information they shared would be confidential and that their
name and information would not be shared with partners. No
compensation was provided for patient participation; however,
clinics were reimbursed for staff time to enroll patients. The
project was funded and determined to be nonresearch by CDC
through the Office of Women’s Health and the National Center
for HIV, STD, and TB Prevention.

This evaluation consisted of 3 components: (1) 2 telephone
interviews (an initial and a follow-up interview) of the chlamydia-
infected female patients to determine the partner service used and
partner treatment outcomes; (2) a telephone interview of partners
identified by the patients to evaluate the degree to which patient-
reported partner treatment was consistent with the partner’s report
of treatment; and (3) a review of a sample of patients’ medical
records to determine reinfection rates after treatment.

Patient Interview

Clinics collected and reported the name and contact
information for all eligible patients who agreed to be inter-

viewed. An initial telephone interview was conducted 1 to 2
weeks after patient treatment. The standardized interview in-
strument included questions about demographics (age, educa-
tion level, race, and ethnicity), STD history, and number of
male partners with whom she had had vaginal sex in the 2
months before chlamydia diagnosis. For each disclosed partner
(up to 3 partners), the patient was asked whether someone at the
clinic had discussed getting that partner treated for chlamydia,
and if so, which partner treatment strategy was selected (but not
necessarily used by the patient). In the analysis, partner ser-
vices were categorized into 5 management methods: (1) pa-
tient-partner concurrent treatment visit, characterized post hoc
as the “bring in your own partner or BYOP” strategy, if the
patient was instructed to bring her partner when she returned
for treatment; (2) PDPT, if the patient was given a prescrip-
tion or medication for chlamydia to deliver to her partner;
(3) patient referral, if the patient was asked to notify her
partner of the need to be treated; (4) provider or health
department staff referral, if the patient was told that clinic or
health department staff would contact her partner; and (5) no
partner services, if the patient did not report having been
offered partner management.

For each disclosed partner, patients were asked whether
they had informed that partner of his exposure to chlamydia,
whether that partner was treated for chlamydia, and whether the
relationship was steady or nonsteady. “Steady” was not defined
for patients, but was intended to measure her willingness,
comfort, and investment in getting a particular partner treated.
A follow-up interview was conducted 4 to 6 weeks after treat-
ment. If the patient had not notified her partner by the initial
interview, she was asked questions concerning the same partner
again to ascertain subsequent partner notification and treatment
outcomes. For those who reported no sex partners in the pre-
vious 2 months, information was collected regarding the most
recent sex partner.

Partner Interview

Partner interviews were conducted to evaluate the degree
to which patient-reported partner treatment was consistent with
the partner’s report of treatment. If the patient provided contact
information for her partner(s), the interviewer telephoned the
partner 4 to 6 weeks after the patient was treated and asked
questions to determine whether he had been treated for chla-
mydia. The correlation between the partner’s report of treat-
ment with the patient’s account of partner treatment was
calculated using Kendall 7-b correlation coefficients.

Medical Record Review

Retesting and reinfection rates were ascertained through
medical record review. Because limited resources precluded a
record review at all clinics, 4 of the 8 clinics were randomly
selected. All visits in the 6 months after treatment were ab-
stracted. Reinfection was defined as a positive chlamydia
NAAT between 1 and 6 months after treatment. Because pa-
tients with multiple partners may have used different partner
service options, it was necessary to create patient-centered
categories to examine whether reinfection varied by the type of
partner service used. For this analysis, we created 5 mutually
exclusive groups: (1) BYOP for all disclosed partners, (2)
PDPT for all disclosed partners, (3) patient referral for all
disclosed partners, (4) mixed strategies for different partners,
and (5) no management for any partner.
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Data analysis was conducted by using SAS 9.2 (SAS
Institute, Inc., Cary, NC). For patient-level analysis, we used
the Mantel-Haenszel x> test and multivariate logistic regres-
sion. The generalized estimating equations were used in mul-
tivariate analyses to adjust for correlation between multiple
partners per patient.!® We used the Mantel-Haenszel y* test in
bivariate analysis for partner-level data. We adjusted for cova-
riates that affected the magnitude of association between part-
ner service and partner treatment by at least 10%.

RESULTS

The length of participation at each of the 8 clinic sites
varied from 6 to 24 months, depending on the volume of
chlamydia cases and enrollment rates. A total of 1709 eligible
patients were asked by clinic staff to participate in the evalu-
ation and 544 declined (Fig. 1). Of those patients who granted
permission and had valid contact information (n = 1165), 743
(64%) were contacted and interviewed within 2 weeks after
treatment. Of those, 591 (80%) were also contacted for a
follow-up telephone interview.

Overall, 83% of the female patients were aged 16 to 24
years, 72% had at least a high school education, and 55% were
Hispanic (Table 1). The majority of patients (72%) reported 1
male sex partner in the previous 2 months, and 79% reported no
history of chlamydia.

Partner Services and Partner Treatment
Outcomes

Of the 952 male sex partners disclosed by patients, 15%
were reportedly managed with BYOP, 19% with PDPT, and
55% with patient referral (Table 2). Only 1 partner (0.1%) was
managed through health department referral and no partners
were managed through provider referral. No partner manage-
ment was reported for 11% of partners. The type of partner
service varied across clinics: BYOP ranged from 4% to 29%;
PDPT, 1% to 45%; patient referral, 38% to 78%; and no partner
management, 7% to 16%. The majority of reported PDPT
involved medication (84%) rather than a prescription.

Overall, 550 (58%) partners were identified by patients
as steady and 402 (42%) were identified as nonsteady. The type
of partner service used varied significantly by relationship
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steady partners to have been managed with BYOP (21% vs.
7%; P < 0.0001) or PDPT (25% vs. 11%; P < 0.0001),
whereas nonsteady partners were more likely to have received
patient referral (61% vs. 50%; P < 0.001) or no management
21% vs. 4%; P < 0.0001). Of the 103 partners with no
reported partner management, the majority (89%) were identi-
fied as nonsteady by patients with more than 1 partner in the
previous 2 months. Patient demographics (age, race/ethnicity,
and educational level) were not significantly associated with
reported partner service.

TABLE 1. Characteristics of Female Chlamydia Patients
Participating in the Partner Services Evaluation of Family
Planning Clinics in California, 2005-2006 (n = 743)

Patient Characteristics N* %"
Age group, yr
16-19 311 41.9
20-24 308 415
25-35 124 16.7
Education
Less than high school 200 26.9
High school 220 29.6
More than high school 315 42.4
Race/ethnicity
White, non-Hispanic 154 20.7
Black, non-Hispanic 105 14.1
Hispanic 411 55.3
Other 73 9.8
No. male sex partners in previous 2 months
0 32 43
1 533 71.7
2-3 170 229
>3 7 0.9
Self-reported history of chlamydia
None 585 78.7
Within past 6 months 27 3.6
More than 6 months ago 128 17.2

*Numbers do not always sum to total because of missing values.
fPercentage does not always sum to 100% because of rounding or
missing values.
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TABLE 2.

Patient-Reported Partner Service by Relationship Status (N = 952 Disclosed Partners)

Total Steady Partner Nonsteady Partner
N = 952 N = 550 N = 402

Partner Service N (%) N (%) N (%) P*
Bring your own partner (BYOP)" 142 (14.9) 115 (20.9) 27 (6.7) <0.0001
Patient-delivered partner therapy (PDPT) 184 (19.3) 139 (25.3) 45 (11.2) <0.0001
Patient referral 522 (54.8) 275 (50.0) 247 (61.4) 0.0005
Health department referral 1(0.1) 1(0.2) 0(0.0) —F
Provider referral 0(0.0) 0(0.0) 0(0.0) —
No partner management reported by patient 103 (10.8) 20 (3.6) 83 (20.7) <0.0001

*Mantel-Haenszel x test.

"This method, also known as concurrent patient-partner treatment visit, involves instructing the patient to
bring her partner when she returns to the clinic for treatment.
P value cannot be calculated because of limited cell counts.

Of the 952 disclosed partners, 777 (82%) were report-
edly notified of their exposure to chlamydia. Of those notified,
95% had been notified by the time of the initial patient inter-
view. Rates of partner notification varied by the type of partner
service received: 97% for BYOP, 97% for PDPT, 74% for
patient referral, and 47% for no management. Just over half
(54%) of the disclosed partners had reportedly received treat-
ment (Table 3). Of those treated, 89% had received treatment
by the time of the initial patient interview. Steady partners were
more likely to have received treatment than nonsteady partners
(75% vs. 25%, P < 0.0001). After adjusting for the clinic and
type of partner service, steady partners were 7 times more
likely to receive treatment: adjusted odds ratios [AOR], 7.1;
95% confidence interval [CI], 5.1 to 9.8. BYOP and PDPT
were associated with higher rates of partner treatment (79% and
80%, respectively) compared with patient referral (44%; P <
0.0001). This association remained significant after adjusting
for clinic and relationship status: AOR, 3.5; 95% CI, 2.1 to 5.8
and AOR, 4.3; 95% ClI, 2.6 to 7.2, respectively.

Concordance of Patient-Partner Treatment
Reports

Of the 952 male partners disclosed by the patients,
contact information was obtained for approximately one-third,
and 166 (17%) were interviewed (Fig. 1). The majority (n =
139, 84%) of interviewed partners were identified as steady

partners by the patients. Of those interviewed, 139 (84%)
reported that they had received chlamydia treatment. In com-
parison, by patient report, 134 (96%) of these partners had
received treatment, 4 (3%) had not, and 1 (1%) had unknown
treatment status. Of the 27 partners who reported they had not
received treatment, 20 (74%) were consistent with patient re-
port, 6 (22%) had unknown treatment status, and 1 (4%) had
received treatment according to the patient. The overall con-
cordance of the partner’s self-reported treatment with patient-
reported partner treatment was 154/166 (134 + 20/139 + 27)
and the Kendall’s 7-b correlation was 0.88 (P < 0.0001).
Partners’ reasons for lack of treatment included testing negative
(n = 2), lack of or resolution of symptoms (n = 7), too busy or
unable to get to clinic (n = 10), or unknown (n = 8).

Reinfection With Chlamydia

Medical records of 304 female patients were reviewed.
Of these, 134 (44%) returned to the clinic at least once within
6 months after treatment, and 92 (30%) were retested for
chlamydia at one of their return visits. Of the 92 patients who
were retested, the most common partner service reported at
time of the initial diagnosis was patient referral (n = 49, 53%),
followed by BYOP (18, 20%) and PDPT (16, 17%). Seven
patients reported mixed strategies for different partners and 2
patients reported no partner management. Of those tested, 17
(18%) were positive. Reinfection rates did not differ signifi-

TABLE 3. Determinants of Patient-Reported Partner Treatment (N = 952 Disclosed Partners)
Percentage of Unadjusted Adjusted
Total Partners Treated OR (95% CI) OR* (95%CI)
Overall 952 53.6% — —
Relationship status
Steady 550 74.5% 9.0 (6.7-12.1) 7.1 (5.1-9.8)
Nonsteady 402 24.9% 1.0 1.0
Partner service
Bring your own partner (BYOP)" 142 78.9% 4.8 (3.0-7.8) 3.5(2.1-5.8)
Patient-delivered partner therapy (PDPT) 184 79.9% 5.1(3.4-7.7) 4.3(2.6-7.2)
Patient referral 522 43.7% 1.0 1.0
None reported 103 21.4% 0.4 (0.2-0.6) 0.6 (0.4-1.0)

OR indicates odds ratio; CI, confidence interval; AOR, adjusted odds ratio.
*Adjusted for clinic site and the type of partner service or relationship status using generalized estimation

equations.

"This method, also known as concurrent patient-partner treatment visit, involves instructing the patient to
bring her partner when she returns to the clinic for treatment.
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cantly by type of partner service: 16% for patient referral, 11%
for BYOP, 19% for PDPT, 29% for mixed strategies, and 100%
for no partner management.

DISCUSSION

Despite the inherent limitations due to the observational
nature of this study, the findings provided important insights
into partner service practices in family planning clinics and
associated partner notification and treatment outcomes. Al-
though 82% of partners were reportedly notified of their expo-
sure to chlamydia, only 54% were reported to be treated. This
gap may indicate an important focus of intervention in terms of
getting those notified into care. Even among steady partners,
only 75% were reportedly treated. Among nonsteady partners,
who comprised 42% of all partners, rates were exceedingly low
(25%). These low rates may be an underestimate if patients
were not knowledgeable about the treatment status of their
partners; however, based on our findings, at least 18% of
partners were never notified and, unless they developed symp-
toms and sought care, were unlikely to have been treated. These
findings may partially explain why chlamydia control efforts
have been largely unsuccessful at reducing the population
prevalence of infection. Clearly, greater emphasis should be
placed on improving partner treatment.

As part of this evaluation, we identified a novel partner
management strategy in which the patient was instructed to
bring her partner to clinic when she returned for treatment:
patient-partner concurrent treatment visit, or the BYOP strat-
egy. In California, public family planning services extend to
eligible male patients. This policy creates the opportunity to treat
the couple at the clinic without significant financial burden on
either the clinic or the partner. However, the window of opportu-
nity to use BYOP is limited. Ideally, it should be discussed when
the patient is notified of her positive test result before she returns
to the clinic for treatment. For patients with more than 1 partner
(about a quarter of our participants), the likelihood of treating all
partners through this strategy is diminished.

For partners who are unlikely to access care, PDPT
programs provide additional opportunities to ensure partner
treatment and prevent reinfection,?® yet this strategy was un-
derutilized in family planning clinics in this evaluation. Finan-
cial barriers might explain the underutilization of PDPT. In
particular, PDPT medication is not a benefit covered by Cali-
fornia’s public family planning program because of federal
restrictions. Clinics evaluated in our study participated in a
PDPT medication distribution program funded by the Infertility
Prevention Project; however, the prepackaged medication with
information sheets (“partner packs’) was not available throughout
the entire study period. Although we did not assess barriers to
PDPT as part of this study, other barriers to the practice of PDPT
may have included providers’ concern that PDPT results in in-
complete care for the partner, may be dangerous without knowing
the partner’s medical or allergy history, may create medicolegal
issues, and may not be delivered by the patient.!!-?!

The most commonly reported partner management method
was patient referral (55%), which was associated with a relatively
low rate of reported partner treatment (44%). Although this treat-
ment rate may be an underestimate, at least a quarter of these
partners were never notified and thus unlikely to have received
treatment. It is unknown whether BYOP and/or PDPT was offered
(and refused), thus patient’s self-selection for patient referral may
have reduced the effectiveness of this method. Five randomized
trials designed to measure reinfection rates for PDPT compared
with patient referral control arms also examined partner notifica-

tion and partner treatment as outcomes.'3-1622 Partner notification
in the PDPT arms varied from no difference'3-422 to increases of
13% to 48%.1>-1¢ Most trials demonstrated that reported partner
treatment rates increased (23%—65%).'4-'¢ Regardless, providers
need to recognize that patient referral is woefully inadequate for
ensuring partner treatment and should not be the first-line strategy.

Reported partner treatment was sevenfold higher for
steady partners compared to nonsteady partners, even after
controlling for the type of partner service. Our findings are
consistent with Mohammed et al. who found greater disclosure
among patients with only 1 sex partner and among those in
steady relationships.?®> Although this observed difference may
have been biased by patients’ greater level of knowledge of the
treatment status of steady partners, the finding likely has some
validity. Patients may be more likely to ensure treatment of
steady partners, particularly if an ongoing relationship is
planned. Because different strategies may be more or less
effective depending on the nature of the relationship, patients
should be presented with a number of partner treatment
options and counseled to help identify which might be most
successful. In addition to provider training to improve coun-
seling skills regarding partner treatment,?* patient education
focused on the dangers of reinfection and how to talk with
their partners may improve the overall success of partner
treatment for chlamydia.?®

Among the patients with more than 1 partner in the
previous 2 months, nonsteady partners may not have been
elicited by or disclosed to providers, which may have contrib-
uted to the finding that 11% of partners received no partner
management. The majority (89%) of these partners were iden-
tified as nonsteady by females with multiple partners. Under
these circumstances, steady partners may have received partner
services, whereas nonsteady partners were overlooked. Al-
though 21% were reportedly treated, obtaining a more complete
sexual history may have improved the rate of partner treatment.

Although the interviews with partners confirmed patient
reports of treatment outcomes, only a minority of participants
provided partner contact information and the partners interviewed
were more likely to be steady partners (84% vs. 58% overall). This
bias likely contributed to the high correlation of the patient-partner
treatment reports, thus findings are unlikely to be generalizable.
Moreover, the second patient interview conducted about 4 weeks
after the first, yielded only 5% additional partners notified and
12% additional partners treated. Clearly, although only 54% of
partners were treated, most received treatment within a relatively
short time after the patient received treatment.

Through medical record review, we found that less than
half of the patients returned within 6 months after treatment,
and even fewer were retested for chlamydia. Clinic policies and
interventions to increase retesting are needed to improve com-
pliance with CDC recommendations to retest patients treated
for chlamydia 3 months after treatment,” and to better evaluate
reinfection rates by partner management methods. Similar to
the study by Stephens et al.,>° we found no differences in
reinfection rates by reported partner service; however, our
study was limited by the small sample size of those retested,
and both studies were limited by selection bias and unmeasured
confounding. Reinfection also may have resulted from persis-
tent infection or exposures to new sex partners; however, the
low retesting rate and high reinfection rate were consistent with
other published data.?7-28

This study was subject to additional limitations in gen-
eralizability and potential for bias. First, this evaluation was
completed in selected family planning clinics in California,
thus results may not be applicable to other clinic venues,
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regions, or populations. Further, observed variations in the
strategies used by clinics may have resulted from differences in
clinical protocols, patient populations, provider preferences,
and availability of PDPT medication. Second, patients included
in the evaluation might not be representative of chlamydia-
infected females in other settings. Patients who agreed to par-
ticipate may have been more prone to notify partners and
ensure partner treatment, which may have biased results toward
higher rates of partner treatment. Third, partner services were
ascertained through patient report thus subject to recall bias and
misclassification. Whether other strategies were discussed was
not assessed. Patients may have reported the method that re-
sulted in their partner(s) getting treated, therefore biasing the
association between partner service and treatment away from
the null. Fourth, because the outcome of interest (reported
partner treatment) was dependent on the patients” knowledge of
their partners’ treatment status, treatment rates may be biased in
favor of strategies with direct partner contact. In particular,
patients using BYOP or PDPT may be more knowledgeable
about their partners’ treatment status, whereas patients using
patient referral may not have followed up after notification to
determine treatment status. In addition, social desirability bias
may have inflated rates of reported partner notification and
treatment outcomes.

Given the lack of recommendations for routine chlamydia
screening among males, effective partner treatment is a critical
component of chlamydia control. Our findings support increasing
the use of BYOP and PDPT in family planning settings. Because
health department and provider referral were only rarely reported,
their effectiveness was impossible to assess; however, these meth-
ods may be appropriate for selected high risk patients (e.g., preg-
nant women). When none of these options are feasible, patient
referral is an alternative; however, providers should recognize that
partners receiving patient referral are less likely to be notified (and
treated), which puts their patients at high risk for repeat infection.
To ensure high quality management of chlamydia-infected pa-
tients, clinics and providers should implement effective strategies
for improving partner treatment and patient retesting for reinfec-
tion 3 months after treatment.
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