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INTRODUCTION
Chlamydia trachomatis is a sexually transmitted
infection (STI), and the most common treatable
venereal disease among adolescents1. Infection with C.
trachomatis is the leading course of pelvic
inflammatory disease (PID) and infertility among
women1,2 and urethritis and epididymitis among men.

C. trachomatis infection remains asymptomatic in up
to 75% of all patients and intervention aimed at testing
asymptomatic individuals would not only serve to aid
diagnosis and treatment of unrecognised infections
before the onset of complications like PID, but would
break the chain of transmission.

In general practice in Denmark patients are tested in
four cases: patients with symptoms; as part of a
partner notification programme; prior to transcervical
procedure; and, furthermore, as part of opportunistic
screening3. The total annual number of tests taken in
Denmark exceeds 250 000 (total population
5 600 000). Nine out of ten tests are taken in general
practice.

Intensive testing for C. trachomatis is performed
without precise knowledge of its psychosocial
consequences. A single qualitative British study4 of
women diagnosed with C. trachomatis identified three
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C. trachomatis test result on planned future condom
use.

Design of study
Comparative cross-sectional study.
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Men and women tested for C. trachomatis in general
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being infected or not infected with C. trachomatis.
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the future. All these figures were significantly lower for
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test results.
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screening programmes targeting young women and
men.
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main areas of concern: perception of stigma
associated with STI; uncertainty about future
reproductive health; and anxiety about the partner’s
reaction to the diagnosis. The size of this problem
remains unknown even when the current level of
testing is high and is expected to rise upon the
introduction of future universal screening programmes.

To our knowledge, no data on the psychosocial
impact of testing have been collected on men and
chlamydia-negative women.

The aim of the study was therefore to quantify the

concerns related to a test for C. trachomatis in general
practice, and the reactions to a positive or a negative
test result.

METHOD
Setting
The study took place in Aarhus County, Denmark.
Aarhus County has 640 000 inhabitants and 274
general practices, with a total of 450 GPs.

Development of questionnaire
The questionnaire was developed on the basis of three
topics identified to be of concern to women tested
positive for C. trachomatis:4 stigmatisation, partner’s
reaction and future reproductive health. For these
questions the individuals were asked if they fully
agreed, somehow agreed, somehow disagreed, or fully
disagreed with the statement. In addition, data were
collected on demographics, sexual behaviour, reasons
for contacting the GP, symptoms at the time of testing
and knowledge of the chlamydia infection. A further 15
questions addressed issues related to partner status,
use of contraception, and earlier venereal diseases. For
these questions it was possible to answer yes or no.
Same questionnaire was used for participants with a
negative and a positive test result for C. trachomatis.

The questionnaire was piloted on the first 20 people
selected for the study. The pilot revealed no concerns
with the questionnaire, which was subsequently used
throughout the study.

Design
All samples for C. trachomatis testing in general
practice in Aarhus are analysed at the Department of
Clinical Microbiology, Aarhus University Hospital.
Potential participants were therefore identified from all
samples submitted to the Department of Clinical
Microbiology. Criteria for inclusion were aged above
18 years and the acceptance of the GP performing the
testing for C. trachomatis to recruit individuals for the
study.

Tested individuals were included from 18 March to
31 May 2002. All individuals tested positive for C.
trachomatis in the study period were considered for
inclusion in the study, and for each individual with a C.
trachomatis-positive test result, four individuals with a
negative test result for C. trachomatis were identified.
Matching was done for sex.

Two weeks before initiation of the study, all GPs in
Aarhus County received a letter with information on the
study. GPs were given the opportunity not to take part
in the study and 25 general practices refused.

When a tested individual was considered for
inclusion in the study, the GP was requested to ask the
tested man or women if they could send them further
information about the study. No reminder was sent to

How this fits in
Little is known about the psychosocial aspects of testing for chlamydia. One
qualitative study identified three topics to be of concern for women tested
positive for chlamydia. Women are more concerned with stigmatisation,
partner’s reaction and future reproductive health than men. Fewer men than
women consider changing their condom use, regardless of the diagnosis.
Screening young men and women for chlamydia must include non-stigmatising
information and an offer to discuss the result with a healthcare worker.

Patients selected 
n = 888

Lack of response
from GP
n = 388

Response from GPs 
n = 500

Patients who did not
want to participate

n = 159

Patients who were
sent a questionnaire

n = 341

Patients included
total

n = 277

No answer to
reminder

n = 64

Reminders sent
n = 117

Response to
reminder

n = 53

Figure 1. Flowchart for the
study showing the amount
of participants and
non-participants and
reasons for not being
included in the study.
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GPs who did not respond. If the patient accepted
enrolment, they gave permission that the GP could fax
their address to the study centre, and a questionnaire,
information about the study and a pre-stamped, pre-
addressed envelope was then sent to the participants.
The time from performing the test at the practice to the
time the patient received the questionnaire was 1 week
(maximum). The participants who did not return the
questionnaire after 2 weeks were sent a reminder.

Outcome measures
The main outcome measures were proportion of
chlamydia tested individuals reporting stigmatisation,
fear of partner’s reaction, anxiety of infertility, and
contraceptive strategy before and after the test.

Statistical methods
Data were manually extracted from the questionnaire,
and entered in to EpiData 2.0. The answers to each
question were categorised into two groups. Individuals
answering that they fully agreed or somehow agreed
were categorised as ‘agreeing’, whereas individuals
answering that they somehow disagreed or fully
disagreed were categorised as ‘disagreeing’.

The statistical analyses were performed with Fisher’s
exact test (two-tailed) and χ2 test with Yates correction.
The significance level was set to P<0.01 to account for
multiple testing of the questionnaire items.

Mantel–Haenszel analysis was made to adjust the P-
value for age-associated differences and in this
analysis the participants were divided into two age
groups: individuals aged 18–25 years (n = 183) and
individuals aged 26–43 years (n = 94).

Principal component factor analyses with Varimax
rotation procedures were performed in order to
summarise the relationship between psychosocial
items and produce an orthogonal solution.5 SPSS 10.0
and STATA SE 8.0 was used for analysing data.

RESULTS
Participants
A total of 277 individuals were included in the study.
Of these 54 (20%) were chlamydia-infected women,
122 (44%) non-infected women, 28 (10%) chlamydia-
infected men, and 73 (26%) non-infected men. The
response rate among those with chlamydia infection
was 61% (82/135) and 53% (195/365) among those
not infected, corresponding to a relative response
rate of 1.14.

Figure 1 shows the drop outs during the study. The
age range was 18–43 years (mean age = 25 years, and
median age = 24 years). Symptoms were reported by
40% (40/101) of men and 48% (84/176) of women
participating in the study. Among those infected 50%
(14/28) of men and 65% (35/54) of women reported
symptoms before diagnosis and treatment.

A regular partner was reported by 64% (113/176) of
the women and 70% (71/101) of the men. A total of
45% (126/277) of the participants were students,
33% (91/277) were workers, 8% (22/277) were
apprentices, 4% (12/277) were unemployed and 8%
(21/277) were in non-replaceable categories. Fifty-
eight per cent (160/277) had two or less sexual
partners during the previous year while 42%
(117/277) had three or more. Both men and women
had a high degree of general knowledge of chlamydia
infection (Table 1).

Having the test offered by the GP
In the questionnaire it was possible for the participants
to mark more than one reason for having a C.
trachomatis test. All 277 participants answered the
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Women (n = 53) Men (n = 18)

Agree n (%) Agree n (%) P-valuea OR 95% CI

I do not think that I am the 32 (60) 14 (77.8) 0.470 0.61 0.17 to 2.27
‘type of person’ who
has chlamydia

I felt satisfied with the test 42 (79) 16 (88.9) 0.360 0.42 0.07 to 2.56
offer

I felt astonished by having 28 (53) 13 (72.2) 0.475 0.64 0.18 to 2.18
the test offer

I felt stigmatised by having 7 (13.2) 1 (5.6) 0.308 3.450.32 to 36.80
the test offer

It had no emotional impact 7 (13.2) 1 (5.6) 0.298 3.450.32 to 36.80
on me

Among all participants, 22% (71/323) were not aware that they could be infected with C.
trachomatis and were only tested upon the GP’s suggestion. The table shows the reaction to
the test offer in this subgroup of participants and participants were allowed to report more than
one reaction. P-values and odds ratios reflect the difference between tested women and men.
Data are adjusted for age by a Mantel–Haenszel analysis. aAdjusted for age. OR = odds ratio.

Table 2. Reaction to being offered a test for Chlamydia
trachomatis by the GP.

Yes No Do not know
n (%) n (%) n (%)

Is chlamydia sexually transmitted? 270 (97.4) 0 (0.0) 4 (1.4)

Can you infect other people
without knowing it? 252 (91.0) 8 (2.9) 14 (5.1)

Can chlamydia be cured? 266 (96.0) 2 (0.7) 5 (1.8)

Can you have chlamydia
more than once? 258 (93.0) 1 (0.4) 14 (5.1)

Can chlamydia cause
female infertility? 256 (92.4) 3 (1.1) 15 (5.4)

Will you always have symptoms
when you are infected? 7 (2.6) 227 (81.9) 39 (14.1)

Are condoms protective against
chlamydia? 260 (93.9) 5 (1.8) 9(3.2)

Data are merged for men and women as no difference was observed between the two sexes.
(n = 277). Missing data in all rows as not all the questions were answered by the participants.

Table 1. Knowledge about chlamydia. General knowledge of
Chlamydia trachomatis infections among participating
individuals.
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question regarding reason for testing and they gave a
total of 323 reasons for the test.

Twenty-two per cent (71/323) of the participants
were not aware that they could be infected, but were
tested because the GP proposed a chlamydia test
(Table 2). Seventeen per cent (55/323) were tested
because they thought they had been exposed to
chlamydia, 9% (27/323) because their partner was
infected, 5% (17/323) because they had previously
had chlamydia and had a follow-up appointment, 16%
(51/323) because they had a new partner and wanted
to be tested, 20% (66/323) because they had
symptoms that they related to chlamydia, 6% (19/323)
because their partner had suggested a test and 5%
(17/323) because a friend had suggested a test.

A total of 55% (28/53) of the women and 72%
(13/18) of the men were astonished to receive the test
offer (P = 0.475), but most of them (four out of five)
were also satisfied with the offer. Only 13% (7/53) of
the women and 6% (1/18) of the men felt stigmatised
by being offered the test.

Psychosocial impact of test result
Table 3 shows the psychosocial impact of having a C.
trachomatis positive test result versus having a C.
trachomatis negative test result.

Stigmatisation
Half of the tested individuals, regardless of infectious
state, felt that the test was a private affair and they
would not tell anyone about it. More infected women
than infected men felt a need for someone with whom
they could discuss the test result (61 versus 25%, P =
0.003). Thus, although more women than men had a
need to talk to someone, the presence of a trusted
other was something that mattered to both
participants with a positive and a negative test result.
One-third of both infected women (17/54 = 32%) and
men (8/28 = 29%) agreed that they felt stigmatised
telling their friends about the test. This proportion was
almost equal to the proportion of women (18/54 =
33%) and men (13/28 = 46%) who felt embarrassed
telling about the test.

Women Men

Infected Non-infected Infected Non-infected
Agree (n = 54) Agree (n = 122) Agree (n = 28) Agree (n = 73)

n (%) n (%) P-valuea n (%) n (%) P-valuea

Stigmatisation
• It is a private affair so I will not tell anyone 29 (54) 57 (47) 0.448 14 (50) 41 (56) 0.549
• I feel stigmatised talking about it 17 (32) 17 (14) 0.012 8 (29) 13 (18) 0.326
• I think it is embarrassing to talk about 18 (33) 17 (14) 0.009 13 (46) 13 (18) 0.005

the test
• I have a need for someone to talk to 33 (61) 50 (41) 0.082 7 (25) 18 (25) 0.883

Reaction to test answer
• I felt upset 31 (57) 9 (7) <0.001 4 (14) 0 (0) 0.007
• I felt despair 32 (59) 6 (5) <0.001 6 (21) 3 (4) 0.022
• I felt embarrassed 23 (43) 4 (3) <0.001 8 (29) 2 (3) <0.001
• It had no emotional impact on me 10 (19) 39 (32) 0.047 9 (32) 25 (34) 0.708

Relation to partner
• I feel ‘dirty’ 16 (30) 8 (7) <0.001 7 (25) 0 (0) <0.001
• I do not feel sexually attractive 20 (37) 8 (7) <0.001 5 (18) 7 (10) 0.450
• I feel relieved 21 (40) 84 (70) <0.001 12 (43) 56 (77) <0.001
• My partner was upset 19 (35) 6 (5) <0.001 9 (32) 3 (4) <0.001
• My partner was disappointed 5 (9) 2 (2) 0.032 5 (18) 3 (4) 0.017
• My partner was understanding 42 (78) 74 (61) 0.598 21 (75) 55 (75) 0.891
• My partner and I split up 5 (9) 1 (1) 0.003 3 (11) 0 (0) 0.006

Anxiety of infertility
• I do not think it will be a problem for 29 (54) 74 (61) 0.220 16 (57) 53 (73) 0.199

me/my partner to become pregnant
• I do not consider my/my partner’s chances 29 (54) 88 (72) 0.005 19 (68) 59 (81) 0.146

of becoming pregnant different now
compared with before

• I am nervous that my/my partner’s chances of 32 (59) 24 (20) <0.001 15 (54) 14 (19) 0.002
becoming pregnant are reduced

• My wish to become pregnant is more intense 10 (19) 12 (10) 0.191 4 (14) 13 (18) 0.489
after the test than before

All participants (C. trachomatis positive and C. trachomatis negative) were asked about their feelings and reaction to the C. trachomatis test result. They were given
certain statements related to stigmatisation, reaction to test result, relation to partner and anxiety of infertility and were asked to mark if they fully agreed, somehow
agreed, somehow disagreed or fully disagreed to the statement. The table shows the proportion of individuals who agreed (fully or somehow) to the statements. P-
values reflect the difference between the infected and non-infected groups. aP-value is adjusted for age by a Mantel–Haenszel analysis.

Table 3. Psychosocial impact of having a positive test result for Chlamydia trachomatis.
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Reaction to test result
Lack of emotional impact was only reported by 19%
(10/54) of the infected women and 32% (9/28) of the
infected men. In contrast, there was no difference
between the emotional impact for infected and
uninfected men (32 versus 34%, P = 0.708). Having a
positive test result was related to a high degree of
being upset (57.4%), despair (59.3%), and
embarrassed (42.6%) among women, but among
infected men these reactions were less outspoken
(14.3, 21.4 and 28.6%, respectively).

Relation to partner
Five of the infected women (5/54 = 9%) and three of
the infected men (3/28 = 11%) left their partner, or
were left by their partner, as a consequence of the test
result.

Considering partner-related reactions associated
with a positive chlamydia test, 30% (16/54) of the
women and 25% (7/28) of the men felt ‘dirty’ by
knowing that they were infected. In total, 37% of the
infected women felt sexually unattractive compared
with 18% of the men (P = 0.08).

Partners of the infected individuals were upset in
34% of the cases (28/82), but at the same time 77%
(63/82) of infected participants reported their partner to
be supportive.

Anxiety of infertility
Fifty-nine per cent (32/54) of the infected women
were more anxious about infertility after the test result
than before. This was significantly more than the 20%
(24/122) of uninfected women who reported being
more anxious of infertility after being aware of the test
result (P<0.001). The corresponding figures for men
were 54 and 19%, respectively (P = 0.002). One in
seven (39/277) agreed that they had an intensified
wish for pregnancy after the C. trachomatis test
result, but it was neither related to being infected or
uninfected nor to being women or man.

Future contraceptive use
Table 4 shows that among individuals with no regular
partner, 56% (5/9) of the infected men compared
with 91% (19/21) of the infected women reported
that they would use condom more often now than
before the test result (P = 0.053). For uninfected
individuals the corresponding figures were 50%
(9/18) for men and 60% (24/40) for women,
respectively.

Principal component factor analysis
We performed an exploratory principal component
factor analysis summarising the 19 items regarding
psychosocial consequences of C. trachomatis testing
(shown in Table 3). The Kaiser Criterion (eigenvalue
>1.0) indicated a five-factor solution. One of the items
(‘My wish to become pregnant is more intense after
the test than before’) did not fit with any of the
categories and was removed. After repeated principal
component factor analysis the five factors had
eigenvalue >1.0 and accounted for 62.3% of the total
variance (28.7, 10.1, 8.9, 8.3 and 6.2, respectively).
The results of the factor analysis including main factor
loadings are shown in Table 5.

• Factor I includes variables related to thoughts
about the test. We named it ‘stigmatisation’.

• Factor II includes variables related to the test
answer. We named it ‘reaction to test answer’. Item
‘my partner was upset’ was thought to belong to
the factor ‘relation to partner’, but was correlated
with items from category ‘reaction to test answer’
and thus kept there.

• Factor III includes variables related to the partner
of the tested. We named it ‘relation to partner’.

• Factor IV includes variables related to thoughts
about infertility. We named it ‘anxiety of
infertility’.

• Factor V includes variables related to emotional
impact. We named it ‘emotional impact’.
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Women Men

Infected Non-infected Infected Non-infected
Agree (n = 21) Agree (n = 40) Agree (n = 9) Agree (n = 18)

n (%) n (%) P-valuea n (%) n (%) P-valuea

My partner or I will use a condom 19 (91) 24 (60) 0.053 5 (56) 9 (50) 0.802
more often

I will only use a condom with a 13 (62) 26 (65) 0.609 5 (56) 15 (83) 0.134
new partner

My use of contraceptive choice will 6 (29) 24 (60) 0.007 5 (56) 12 (67) 0.508
probably not change

Among all participants, 32% (88/277) had no regular partner and this subgroup of the population was asked how they would
consider their future use of condom. P-values reflect the difference between infected and non-infected. aP-value is adjusted for
age by a Mantel–Haenszel analysis.

Table 4. Considerations on future condom use among individuals with no regular
partner.



might lie in the high number of dropouts. However, the
dropouts were mainly due to GPs who refused or
forgot to inform their patients about the study, and
these dropouts will only have caused limited bias in
our study. A bias may, however, have been introduced
because of the tested individuals who did not want to
participate in the study, and it could have been
interesting to be able to compare relevant parameters
between participants and non-participants.
Unfortunately we are not able to do so in our present
study design.

Comparison with existing literature
Overall, the population tested had good knowledge
about C. trachomatis infections as also reported for
other populations.6,7 Earlier studies have shown that
knowledge of STIs and sexual behaviour is not
necessarily correlated,8–10 but since the large majority
of participants in our study were well informed about
STIs, we made no similar analysis of the correlation
between knowledge and sexual behaviour.

In two qualitative studies from Britain,4,1 it was found
that the C. trachomatis diagnosis was associated with
thoughts about sexual behaviour, partner’s reaction,
and contraceptive use. Our findings support this, but
we were also able to show that the vast majority of
tested women, whether positive or negative, had such
thoughts. In light of the many tests being performed
each year, chlamydia testing, therefore, has a
substantial psychosocial impact on the community.

Studies has also been conducted among people
who were diagnosed with an STI at sexual health
clinics.12 In these studies, anxiety, stigma and isolation
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DISCUSSION
Summary of main findings
In this study, we quantified the psychosocial impact
related to C. trachomatis testing in general practice. In
general the participants were satisfied with being
offered a chlamydia test. A positive test result had an
emotional impact on four out of five individuals, and
women in particular needed someone with whom they
could discuss the test result. One in ten patients
infected with C. trachomatis split with their partner due
to the test, and more than half of the infected
participants were anxious about infertility after the test
result. Only half of the uninfected individuals with no
regular partner would intensify their use of condoms
as a result of the test.

Strengths and limitations of the study
Problems defined in qualitative studies must be
quantified in order to define to which extent the issue
addressed has implications for clinical practice. To our
knowledge, this study is the first to quantify the
psychosocial impact on C. trachomatis testing and,
indeed, the first study on the psychosocial
consequences of testing men. Our study enjoys the
major advantage that we had the possibility to develop
a questionnaire based on an earlier published
qualitative study4 among individuals tested positive for
C. trachomatis.

However, since the British qualitative study only
included interviews among women tested positive for
C. trachomatis, men and women may think differently
about these issues, as may the British and the Danish
population in general. Another limitation in our study

Factor Label Item Loading

I Stigmatisation It is a private affair so I will not tell anyone 0.67
I feel stigmatised talking about it 0.74
I think it is embarrassing to talk about the test 0.79

II Reaction to test answer I felt upset 0.77
I felt despair 0.72
I felt embarrassed 0.68
I felt ‘dirty’ 0.49
I do not feel sexually attractive 0.61
I feel relieved -0.58
My partner was upset 0.62

III Relation to partner My partner was disappointed 0.70
My partner was understanding -0.68
My partner and I split up -0.72

IV Anxiety of infertility I do not think it will be a problem for me/my partner 0.80
to become pregnant

I do not consider my/my partner’s chances of becoming 0.88
pregnant different now compared with before

I am nervous that my /my partner’s chances -0.62
of becoming pregnant are reduced

V Emotional impact I have a need for someone to talk to 0.69
It had no emotional impact on me -0.68

Table 5. Principal component factor-based subscales with respective items and
item loadings.
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were the major topics and having an STI was
associated with feeling ‘dirty’. In our study, we found
that more than a quarter of the individuals who had a
diagnosis of C. trachomatis felt ‘dirty’ or felt sexually
unattractive and this was a lot different from what was
felt by individuals who were tested negative. Thus
stigmatisation is, indeed, a problem in relation to a C.
trachomatis diagnosis like in other STIs. It is important
to note that screening for STIs including C.
trachomatis makes the connection between infection
and sex, and therefore demands a careful approach to
the patients.13

Men reacted differently from women. In general,
they were less influenced by having a test offer and a
positive test result. In particular, the need for someone
to talk to was lower among men than among women.
Of particular interest is the high proportion of men who
reported that they would not use condom more often
after than before they were diagnosed with a
chlamydia infection. This could reflect that men’s
major reason for choice of contraception was guided
more by a wish to avoid pregnancy rather than by a
wish to be protected from an STI.14 The finding should
lead to a re-evaluation of the counselling procedure for
infected men. There seems to be a need for a stronger
focusing on education of men with regard to the
responsibility they have in connection with an STI that
mainly has complications for women.15,16

Despite the reactions to a positive, as well as a
negative, test result, a remarkable 90% of the
participants in this study were actually satisfied with
being offered a test. This reflects the results from
many other studies assessing participation rates in
universal screening programmes.17 Universal
screening programmes have shown to be instrumental
in lowering the complication rated for the individuals2

and the prevalence of disease in the community,18 and
it may therefore be speculated that universal
screening programmes may become part of future
public health measures to combat the problems of C.
trachomatis infections. If such universal screening
programmes are to be introduced, it is important to
consider the findings of this study. Individuals will feel
stigmatised by having a test offer, there will be a need
for someone to talk to regardless of the test result, and
there will still be a substantial need for counselling, in
particular of infected men.

Implications for clinical practice
The findings of our study should be taken into account
when counselling individuals tested for C. trachomatis
in general practice, and for each patient it seems
important to identify the individuals who need help to
deal with the situation. In areas where major screening
programmes are considered, the possible benefits of
the programme in preventing especially fertility

complications should be weighted against the
psychosocial consequences of more widespread
testing as they are defined in our study.
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