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Surveillance data document high rates of
sexually transmitted infections (STIs) in the
United States, with estimates ranging from 15
to 20 million cases per year.'™ Sexually
transmitted infections are an important public
health concern given their contribution to re-
productive and other health problems.*® The
estimated health care costs of STIs total $17
billion annually.® The burden of STIs among
Americans of African descent is particularly
high 711

Prevention and control of STIs such as gon-
orrhea and chlamydia rely to a large degree
on timely identification, diagnosis, and treat-
ment of infected individuals.”* Given that a
large proportion of persons with gonorrhea
or chlamydial infection are asymptomatic,>'>
notification of sexual partners helps increase
evaluation of those who may not otherwise be
aware of the need to seek medical care. From
a broader perspective, sexual partner notifica-
tion serves to reduce the morbidity of infec-
tion within a population and to reduce the du-
ration of infectiousness on an individual level,
thereby reducing risks for reinfection.'

Sexual partner notification efforts are gen-
erally categorized into 3 approaches. In pa-
tient referral, STI patients are asked to notify
their sexual partners. In provider referral, a
trained health care worker typically employed
by a health department elicits identifying in-
formation about sexual partners from pa-
tients and notifies partners. In conditional or
contract referral, a patient is provided with a
period of time to notify sexual partners, after
which time a health care worker intercedes
if the partner is not known to have sought
appropriate evaluation and treatment.'

Although reviews suggest that provider re-
ferral is the more effective of these approaches
in terms of sexual partners presenting for care
and infections identified in sexual partners
of index patients,"*™° clinical resources are
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Objectives. We sought to assess the effectiveness of approaches targeting im-
proved sexually transmitted infection (STI) sexual partner notification through
patient referral.

Methods. From January 2002 through December 2004, 600 patients with Neis-
seria gonorrhoeae or Chlamydia trachomatis were recruited from STl clinics and
randomly assigned to either a standard-of-care group or a group that was coun-
seled at the time of diagnosis and given additional follow-up contact. Partici-
pants completed an interview at baseline, 1 month, and 6 months and were
checked at 6 months for gonorrhea or chlamydial infection via nucleic acid am-
plification testing of urine.

Results. Program participants were more likely to report sexual partner notifi-
cation at 1 month (86% control, 92% intervention; adjusted odds ratio [AOR]=1.8;
95% confidence interval [ClI]=1.02, 3.0) and were more likely to report no unpro-

2007.112128)

infrequently available for this service and are
typically reserved for HIV and syphilis trac-
ing. For gonorrhea and chlamydial infections,
patient referral is used in the vast majority of
cases.'”'® Despite the reliance on patient re-
ferral, there has been inadequate investigation
into the effectiveness of this, and other, sexual
partner notification methods. The Centers for
Disease Control and Prevention’s (CDC’s) Sex-
ually Transmitted Disease Treatment Guide-
lines note that there is uncertainty regarding
the extent to which sexual partner notification
effectively decreases the prevalence and inci-
dence of infections.*

It has been estimated that patient referral
for gonorrhea and chlamydial infection re-
sults in treatment of 29% to 59% of

19-24 and some research has demon-

partners,
strated that enhancements to the patient re-
ferral process can increase the likelihood of

patient referral and improve the likelihood of

tected sexual intercourse at 6 months (38% control, 48% intervention; AOR=1.5;
95% Cl=1.1, 2.1). Gonorrhea or chlamydial infection was detected in 6% of in-
tervention and 11% of control participants at follow-up (AOR=2.2; 95% Cl=1.1,
4.1), with greatest benefits seen among men (for gender interaction, P=.03).
Conclusions. This patient-based sexual partner notification program can help
reduce risks for subsequent STls among urban, minority patients presenting for
care at STl clinics. (Am J Public Health. 2009;99:5S104-S110. doi:10.2105/AJPH.

identifying and treating sexual partners.*>2°

In keeping with the need for more-effective
patient referral methods, we developed a
clinic-based program designed to promote
patient referral among patients with chla-
mydial infection or gonorrhea and evaluated
the program in clinics serving urban, minority
patients in geographic areas with high mor-
bidity of infection. We hypothesized that
more-effective patient referral would occur
when patients were adequately motivated

and prepared with the skills to contact sexual
partners about their risk for STI and able to ef-
fectively influence the health-seeking behaviors
of their sexual partners.

METHODS

Respondents
Participant recruitment took place at 2 STI
clinics in Brooklyn in New York City that both
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rely on patient referral for sexual partner no-
tification of Chlamydia trachomatis and Neisse-
ria gonorrhoeae. The first of these was 1 of
only 2 non—Department of Health clinics for
the evaluation and care of STIs in New York
City; the other was a Department of Health
STI clinic. More than 24 000 visits occur an-
nually for STI treatment and HIV counseling
services at these clinics. Participants were ap-
proached sequentially on days of recruitment
and were eligible for participation if they had
a microbiologically confirmed diagnosis of C
trachomatis or N gonorrhoeae and if they met
the following criteria: were 18 years or older,
able to complete an interview in English or
Spanish, reported a diagnosis with either chla-
mydia or gonorrhea within the previous 2
weeks, sexually active in the 2 months prior
to enrollment (to include those patients who
would benefit from sexual partner notification
activities), and were residing in the New York
City area for the evaluation period.

Project interviewers completed a brief
screening form with potential participants to
assess eligibility. If eligible, the study proce-
dures were described, including randomiza-
tion procedures, the nature of the control and
intervention group participation, methods for
maintaining confidentiality of information,
and requirements for data collection, includ-
ing self-report interviews, medical chart ab-
straction to confirm study eligibility, and anal-
ysis of urine samples for gonorrhea or
chlamydial infection. Project interviewers
read aloud the consent form, and if partici-
pants agreed to participate, they were asked
to provide written study consent and were
given a copy of the consent form. Partici-
pants were paid for each of 3 self-report eval-
uation instruments completed; total compen-
sation across visits for study completion was
$70. Participants were not paid to complete
health education activities. All program activi-
ties, evaluation methods, and methods for
maintaining confidentiality were approved by
the institutional review boards at participating
sites and at the CDC.

Sexually Transmitted Infection Diagnoses
To verify baseline diagnoses, we used infor-
mation from medical charts to document the
confirmation techniques employed for each
patient. Enrollees must have had biological
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evidence of disease as determined by meth-
ods used at the sites, which consisted prima-
rily of nucleic acid amplification testing. Nu-
cleic acid amplification testing can be used to
analyze for the presence of C trachomatis— or
N gonorrhoeae—specific DNA that is ampli-
fied. Patients referred on the basis of a pre-
sumptive diagnosis but whose tests were sub-
sequently either inconclusive or negative
were disenrolled after the baseline visit as
per procedures outlined in the informed con-
sent process. Clinic procedures at each site
were to provide medications directly to pa-
tients at the time of diagnosis for all pre-
sumptive diagnoses.

Intervention Activities
Intervention activities were guided by lead-
ing behavioral theories, including social cogni-

tive theory®”2®

and the theory of reasoned ac-
tion.”® Constructs addressed in the program
included improved skills for sexual partner no-
tification and for reduced sexual risk behavior,
improved attitudes for both sexual partner no-
tification and condom use consistency, estab-
lishment of sexual partner notification as a so-
cially appropriate and expected response to an
STI diagnosis, and increased expectations that
engaging in sexual partner notification would
benefit the patient, his or her sexual partners,
and the public health of the community in gen-
eral. Partner notification was recommended for
all sexual partners within 60 days prior to di-
agnosis or onset of symptoms, whichever oc-
curred first, as per CDC sexual partner man-
agement guidelines.”” To help identify ways to
target these constructs, we conducted several
phases of pilot work, including a qualitative
free-elicitation methodology aimed at identify-
ing beliefs likely to impact patient referral for
STI testing and treatment and reduction of
sexual risk behavior.>

With this information, we developed a pro-
gram and supporting materials that were cul-
turally and linguistically appropriate for our
sample population. This program consisted of
2 sessions. The first of these sessions was de-
signed to occur in the clinic at the time of STI
diagnosis. Activities to support behavior
change included one-on-one counseling that
involved discussion of any client behaviors
that may have put him or her at risk for STI,
identification of eligible sexual partners for

notification, development of a sexual partner
notification plan, role-playing exercises, and
completion of a signed behavioral contract to
notify sexual partners according to the notifi-
cation plan. Identification of eligible sexual
partners followed a method that has been
successful in eliciting higher number of part-
ners in other studies.*® Support materials in-
cluded a written pamphlet summarizing steps
to successful sexual partner notification as dis-
cussed with the health educator and provision
of referral slips to give to sexual partners with
information on where to access free, confi-
dential STI testing and treatment. No person-
ally identifying information was collected on
any of the sexual partners discussed during
the session.

The second session was designed to take
place by phone or in person at a target of 4
weeks from the initial session; the absolute
window for completion of this session was 2
to 10 weeks after the first session. Activities
for the second session included a review of
progress and discussion of any remaining bar-
riers to completion of the notification process.

The resulting program and supporting ma-
terials were reviewed by members of the pro-
gram’s Community Advisory Group, and were
also tested and revised based on a pilot sam-
ple of STI clinic patients. Modifications to
graphics, wording, and content were con-
ducted based on these reviews. All health ed-
ucators were trained regarding appropriate
techniques of interviewing and sexual partner
elicitation and on STI epidemiology. Training
was conducted by a disease intervention spe-
cialist at the New York City Department of
Health and by project investigators.

Control Group Activities

Standard-of-care services regarding STI
sexual partner notification occurred at each
site. In addition, patients met with our pro-
gram health educator. The health educator
asked the client if he or she had any ques-
tions related to the clinic visit, diagnosis, treat-
ment, or prevention. A brief discussion period
followed if any questions arose. Patients were
also provided with referral slips to give to
sexual partners, as was provided in the inter-
vention group. We chose to have the patient
sit with the health educator for this interac-
tion (as opposed to using the clinical standard
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of care alone) to allow for similar rapport-
building opportunities between each of the 2
groups, and to help standardize messages pro-
vided to control group participants.

Randomization Procedures

Participants were randomized to interven-
tion and control groups through a stratified
block randomization algorithm, with stratifica-
tions by site of recruitment and gender within
site. The randomization key was created by a
computerized random number generator. The
principal investigator preassigned study iden-
tification numbers to groups by using the ran-
dom number generator, and participants were
assigned study identification numbers sequen-
tially as they enrolled in the study. The health
educator conducted program activities as indi-
cated by the identification number. Health ed-
ucators were trained to provide both inter-
vention and control activities and conducted
appropriate activities based on the assigned
participant’s group. We also varied the clinic
and clinic sessions for health educators to
help minimize the impact of specific charac-
teristics of the health educator.

Evaluation Procedures

Evaluation activities for the study included
testing for N gonorrhoeae and C trachomatis at
6-month follow-up and completion of a stan-
dardized, interviewer-administered measure
provided at baseline and at 1 and 6 months
after baseline. The baseline interview took
place before any intervention activities, and
the 1-month interview took place after all
health education activities had taken place.
Study interviewers were not employees of
study clinics, nor did they engage in any
health education activities with participants
with whom they completed study instru-
ments. Study interviewers were not informed
of participant group assignment.

Our primary outcome was self-reported sex-
ual partner notification. We assessed sexual
partner notification activities at an interview
1 month after baseline. The timing of this in-
terview was chosen to help maximize recall of
sexual partner notification behaviors and to
help assess the impact of early notification
behaviors on subsequent risk for STI. Each
participant was asked to report whether they
had engaged in sexual partner notification
activities, and whether any deleterious effects
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resulted from engaging in partner notification,
including arguments or instances of physical
violence.

Secondary outcomes included safer sexual
behavior and STI infection at 6 months. At
the 6-month evaluation, sexual behavior was
assessed over the previous 90 days. Respon-
dents were asked to report on the total num-
ber of sexual partners, gender of partners,
whether they had engaged in vaginal or anal
intercourse, and the consistency of condom
use during vaginal and anal intercourse.
Questions about number of sexual partners,
sexual behaviors, and condom use consis-
tency were asked separately for main, casual,
and “I-time” or anonymous sexual partners.
The question stems, response categories, and
the timeframe for recall have been found to
have adequate reliability and validity across
a number of studies.*~>> We derived from
these variables an estimate reflecting whether
the respondent reported any episode of un-
protected anal or vaginal intercourse during
the recall period, as in other evaluations of
sexual risk reduction programs.®®

To assess STI infection at 6 months, we used
the Becton Dickinson BD ProbeTec system
(BD Biosciences, Sparks, MD) for simultaneous
diagnoses of C trachomatis and N gonorrhoeae
in urine specimens. The BD ProbeTec system
uses strand displacement amplification for
detection and has been found to be highly
sensitive and specific.”~° First-void urine
specimens were collected and processed
within 48 hours, with specimens labeled only
by study identification. If patients were posi-
tive for infection, they were contacted by
study staff and referred to a clinic provider
for appropriate treatment. For quality assur-
ance, training and standardization of methods
for laboratory and specimen collection were
continuous.

On the basis of previous research in the
area of sexual partner notification, we posited
that the strength of the relationship between
intervention activities and partner notification,
sexual behavior, and STI infection would be
influenced by participant gender.*® We also
assessed whether racial/ethnic identification
impacted the relationship between interven-
tion activities and study outcomes. These fac-
tors were assessed at the baseline interview,
along with questions about sexual behaviors

identical to the 6-month measures. Other so-
ciodemographic and behavioral variables were
assessed at baseline to help characterize the
study population and to compare individuals
assigned to intervention and control groups.

Statistical Methods

We used analyses of variance (repeated-
measures analysis of variance) for continuous
predictor variables and y? for dichotomous
predictor variables to conduct comparisons of
those who accepted versus declined study
participation, of those who maintained study
participation to the end of the program versus
those lost to follow-up, and of those random-
ized to intervention and control groups. We
used an intention-to-treat approach to con-
duct outcome analyses.

We used separate multiple logistic re-
gression models to predict the likelihood of
(1) having engaged in sexual partner notifica-
tion at 1 month, (2) reporting any episode of
unprotected anal or vaginal intercourse in the
past 90 days at 6-month follow-up, and (3) a
positive nucleic acid amplification test for C
trachomatis or N gonorrhoeae at 6 months.
For each multiple logistic regression, we uti-
lized generalized estimating equations to ac-
count for the study design whereby gender
was nested within site. Intervention group
membership was entered as the primary inde-
pendent variable, with adjustment for age,
baseline number of partners, and baseline di-
agnosis. We assessed the interaction effect of
gender with group membership on each of
our 3 outcomes and also examined whether
there were interactions with participant’s
identification as African American or African
Caribbean. Statistical significance for all cal-
culations was defined as a P value at less
than .05 based on a 2-tailed test of signifi-
cance. All statistical procedures were con-
ducted with SPSS version 15.0 (SPSS Inc,
Chicago, IL).

RESULTS

Participant Characteristics

Between January 2002 and December
2004, we screened 2089 patients. Of these,
60 (3%) refused screening and 916 (44%)
were not eligible on the basis of screening
questions. Many of those who were ineligible
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Refused screening: 60

(7 excluded because of
inconclusive STI test results)

_/

(10 excluded because

inconclusive STI test results)

4 N
Screened for eligibility Not eligible:916 _ ) )
2089 (352 reported no STl diagnosis, 138 not sexually active, 95 were
under age 18 years, 354 not living or planning to stay in region)
- J
Of 1113 eligible, 330 declined participation
Y Of 783 enrolled, 183 lacked confirmation of baseline
e N STl and were disenrolled
Randomized
600
:/\
4 7\ 4 N\
Assigned to control group . Assigr?ed to
206 intervention group
304
N l J l J
4 N ™\
Completed 1-month Completed 1-month
assessment assessment
285 287
N l J\_ l J
N N
Completed 6-month Completed 6-month
assessment assessment
270 263
(2 withdrew, 24 lost contact) (3 withdrew, 38 lost contact)
- l J l J
N N\
Included in primary analysis Included in primary analysis
263 253

of

J

Note. CT=Chlamydia trachomatis; GC=Neisseria gonorrhoeae; NAAT=nucleic acid amplification testing.

reported that they had not been told, by the
time of study screening, that they had gon-
orrhea or chlamydial infection (n=352; Fig-
ure 1), and others reported plans to relocate
prior to the end of study activities (n=354).
Of 1113 eligible persons, 783 (70%) agreed
to participate. Of these 783, 183 (23%) were
subsequently disenrolled, because their con-
firmatory tests were either negative for both
infections or inconclusive. Of the 600 par-
ticipants enrolled (304 in the intervention
group and 296 in the control group), 520
had baseline diagnoses confirmed through
nucleic acid amplification testing. Of the
other 80 participants, all of whom were en-
rolled for gonorrhea, 57 had diagnoses con-
firmed via Gram stain and 23 via culture.
At baseline, participants identified as Afri-
can American (40%) and African Caribbean
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FIGURE 1—Study participant flowchart of patients presenting for care at 2 sexually
transmitted infection (STI) clinics: New York, NY, 2002-2004.

(52%), with 55% born in the United States.
All participants were sexually active, and
most reported exclusively opposite-sex sexual
partners (96%). Control participants were
more likely to have been diagnosed with
chlamydia, and intervention participants
were more likely to have been diagnosed
with gonorrhea; groups did not differ in
terms of other sociodemographics, sexual be-
haviors, self-reported STT history, or whether
patient referral of sexual partners was recom-
mended by a clinician prior to intervention
activities (Table 1).

One-month follow-up evaluations began
February 2002, and 6-month evaluations
began June 2002. In total, 572 participants
completed the 1-month interview (96% con-
trol, 94% intervention; P=.28) and 533
participants (89%) completed the 6-month

rnal of Public Health

interview (91% control, 87% intervention;
P=.07). Those who completed all evaluation
activities (n=533) were not different from
those who did not (n=67) in terms of base-
line characteristics including age, gender,
racial or ethnic identification, being born in
the United States, being married or living
with a sexual partner, lifetime STT history,
being STI symptomatic, STI diagnosis, or
reporting multiple partners (all P>.05).
Completion of the 6-month evaluation visit
was higher at 1 of our 2 study sites (92% vs
84% completion; P=.001).

Program Implementation

Median time to completion was 30 minutes
(mean=29 minutes; SD=28) for the first ses-
sion and 10 minutes for the second session
(mean=11 minutes; SD=4). All patients as-
signed to the intervention group received the
first session, and 59% completed the second
session within the allotted window. Comple-
tion of both educational sessions was not
associated with baseline characteristics includ-
ing study site, age, racial or ethnic identifica-
tion, being born in the United States, being
married or living with a sexual partner, life-
time history of STI, being STI symptomatic,
STI diagnosis, or reporting multiple partners
(all P>.05). Women were more likely than
were men to complete both program sessions
(53% male, 68% female completion; P=.02).

Partner Notification, Risk Behavior, and
STI Rates

Compared with control group participants,
those assigned to the intervention group were
more likely to have notified at least 1 sexual
partner of possible STI exposure at the 1-
month interview and were less likely to have
reported 1 or more acts of unprotected vaginal
or anal intercourse at the 6-month interview
(Table 2). Among those who reported having
engaged in sexual partner notification, 33%
(n=167) reported having an argument or
fight, and 4% (n=21) reported physical vio-
lence after engaging in notification. There
were no differences in rates of reported argu-
ments (P=.92) or violence (P=.96) between
groups.

Of 533 participants who completed the 6-
month follow-up, 516 (97%) had conclusive
results from the urine analysis; the remaining
17 samples were collected and analyzed but
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TABLE 1—Baseline Characteristics of Patients (N=600) With Neisseria gonorrhoeae or
Chlamydia trachomatis Presenting for Care at 2 Sexually Transmitted Infection (STI)

Age, y
Female
Study site 1
Born in United States
Race/ethnicity

African American

Afro-Caribbean

Other
Hispanic
Married or living with a sexual partner
Completed high school or equivalent
Have full-time employment

Presented to clinic with STI symptoms
Baseline diagnosis
Chlamydia
Gonorrhea
Both
Received provider advice to notify sexual partners prior to
study activities

Two or more sexual partners, past 3 months
Sexual behaviors with main sexual partners, past 3 months

Vaginal intercourse

Consistent condom use during vaginal intercourse

Anal intercourse

Consistent condom or barrier use during anal intercourse
Sexual behaviors with casual sexual partners, past 3 months

Vaginal intercourse

Consistent condom use during vaginal intercourse

Anal intercourse

Consistent condom or barrier use during anal intercourse
Sexual behaviors with 1-time sexual partners

Vaginal intercourse

Consistent condom use during vaginal intercourse

Anal intercourse

Consistent condom or barrier use during anal intercourse
Any unprotected vaginal or anal intercourse, past 3 months

were inconclusive. Persons with conclusive
results were not different from those with
inconclusive results in terms of sociodemo-
graphic characteristics, STT history, or base-
line sexual risk behaviors (all P>.05). C tra-
chomatis or N gonorrhoeae was detected in
urine samples of 11% of control and 6% of
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Intervention
Control Group Group
(n=296) (n=304) Participants,

Mean (SD) or % Mean (SD) or %  No. P

Demographic characteristics

24.9 (6.5) 25.1 (6.9) 600 .69
42 40 600 .60
43 4 600 .54
54 55 600 .89
600

42 38 .99
50 55 .87

8 7 A1
12 9 600 .19
21 28 600 .80
60 64 599 .26
42 42 599 .99

Clinic experiences
58 63 600 .24
600
52 42 .99
35 43 .01
13 15 21
91 94 600 .14
Sexual behaviors

55 54 600 .72
84 83 600 .60
10 8 502 .62
11 12 600 .79
26 16 71 .29
39 35 600 .27
32 30 224 .68

6 4 600 .30
47 50 29 .88
24 26 600 .64
56 55 149 .88
4 2 600 .15
61 57 20 .84
89 91 593 .65

intervention participants; control group
participants were more than 2 times more
likely to have a positive test result than were
those in the intervention group (adjusted
odds ratio=2.15; 95% confidence
interval=1.12, 4.14). Among those in the in-
tervention group who finished only the first

intervention session, rates of gonorrhea or
chlamydial infection at 6 months were 9%
among those who completed both sessions,
rates of gonorrhea or chlamydial infection at
6 months were 4% (P=.13).

Among those who reported having en-
gaged in sexual partner notification, rates of
gonorrhea or chlamydial infection were 6%
in the intervention and 12% in the control
group (P=.04). Among those who did not re-
port sexual partner notification, rates of gon-
orrhea or chlamydial infection were 4% in
the intervention and 10% in the control group
(P=.41). The test for an interaction between
these variables was not statistically significant
(for interaction, adjusted P=.98). Reporting
an episode of unprotected sexual intercourse
was not related to gonorrhea or chlamydial
infection (P=.67), nor did these relationships
differ as a function of group membership (for
interaction, adjusted P=0.95).

Interactions With Outcome Effects

The interaction of gender and group
membership on follow-up STI testing was
statistically significant (P=.03; Table 2).
Among men, rates of gonorrhea or chla-
mydial infection were 12% for the control
and 3% for the intervention group (P=.01).
Among women, rates of gonorrhea or chla-
mydial infection were 11% for the control
and 10% for the intervention group
(P=.82). We did not detect statistically sig-
nificant interactions between group mem-
bership and other primary and secondary
outcomes as a function of racial/ethnic
identification.

DISCUSSION

Our evaluation of a clinic-based program to
promote effective STI partner notification re-
vealed improvements in self-reported sexual
partner notification, decreases in sexual risk
behavior, and a reduction in recurrent or per-
sistent infection among index patients. Al-
though we had hoped that our intervention
would reduce risks for arguments and violence
as a result of the sexual partner notification
process, there were no differences in these var-
iables as a function of group membership.

The reduction in infection was seen primar-
ily among men. Women in both groups had
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TABLE 2—Sexual Partner Notification Outcomes Among Patients With Neisseria gonorrhoeae
or Chlamydia trachomatis Presenting for Care at 2 Sexually Transmitted Infection Clinics, by
Control Versus Intervention Group and Gender: New York, NY, 2002-2004

Notified 1 or More
Partners, 1 Month

Unprotected Anal or Vaginal
Intercourse, 6 Months

Gonorrhea or Chlamydial
Infection, 6 Months

Control  Intervention P Control Intervention P Control  Intervention P
Total, no. 285 287 268 261 263 253
Overall, % 86 92 .04 62 52 .02 11 6 .02
Gender, % AT7° 55 03°
Men 85 93 61 53 12 3
Women 871 90 63 51 11 10

partners.
“Gender by group interactions.

infection rates similar to those reported
among men in the control group. These dif-
ferences were not accounted for by differ-
ences in baseline number of sexual partners.
Previous research has shown that men were
less likely than were women to have their
sexual partners treated,*° and this result was
therefore not surprising. We did not, however,
detect interactions with intervention group
and gender on sexual partner notification
behaviors or on sexual risk behaviors. There
may have been partner-specific factors not
accounted for in our design that impeded
male sexual contacts from presenting for care.
Or, it may have been that women were not
notifying the sexual partners most likely to
have infection. Additional research should
address these issues, and build considerations
for gender differences into sexual partner
management approaches. This is particularly
important given some estimates that having
male sexual partners of female index patients
treated is more cost-effective than having fe-
male sexual partners of male index patients
treated, in terms of prevention of pelvic in-
flammatory disease.!

Our findings should be considered in light
of several factors. First, although our interven-
tion was relatively brief, a 30-minute counsel-
ing session with a follow-up phone contact
would still be impractical to implement in many
STI treatment venues, such as primary care
settings, emergency departments, or in busy
public STT clinics. Given that most people
seek STI-related care in alternate settings,**
further work would need to demonstrate
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Note. Analyses were adjusted for baseline sexually transmitted infection diagnosis, age, and baseline number of sexual

whether effects could be translated effectively
to different clinical environments and
whether the program could be adapted to fit
the needs of diverse populations.

Second, we found that fewer than 60% of
participants completed the second session
within the allotted window and that comple-
tion of the second session was unrelated to
STI outcomes within our specific population
and setting. It is likely that the clinic-based,
in-depth initial session was the important
factor in sexual partner notification behaviors.
Future research should be conducted to fur-
ther evaluate the essential elements of the
program. Third, many patients (17%) were
screened out for reporting that they may not
reside in the geographic area for the full
study period. Although our sample reflected
the racial/ethnic composition of the patient
census at our sites of recruitment, there is still
a potential of sampling bias. It is possible that
foreign-born patients, who might be more
likely to report plans to leave the area during
the study period, had a higher likelihood of
being screened out of the study. Finally, for
this analysis, sexual partner notification was
defined as a report of having successfully no-
tified at least 1 sexual partner at the 1-month
follow-up. This variable, although it is inform-
ative as an overall index of initiation of sexual
partner notification efforts, is only partially
descriptive. For instance, this measure cannot
be used to ascertain whether notification was
done with the sexual partner who was the
original source of infection, nor is it known
whether our program resulted in a greater

number of sexual partners successfully identi-
fied and treated.

Findings from this study are timely in light
of recent attention to the issue of providing
“expedited therapy” to sexual partners of
index patients. Expedited therapy is an ap-
proach to sexual partner treatment in which
an index patient is provided medication to
give to sexual partners. In a recent evaluation
of this approach, follow-up rates of infection
among those who had received expedited
therapy compared with patient referral were
significantly lower for gonorrhea and chla-
mydial infections.*> Although that finding
presents an important model for the manage-
ment of sexual partners of index patients, it
has been noted that this approach carries
with it the risk that notified sexual partners
who may have otherwise presented for care
would not have the opportunity to benefit
from clinic-based prevention services.** Im-
proved patient referral strategies such as the
one presented here add another tool to exist-
ing models of sexual partner management. |
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