
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   
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VERSION 1 - REVIEW 

REVIEWER Allison Friedman 
CDC, USA 

REVIEW RETURNED 04-Feb-2015 

 

GENERAL COMMENTS This paper reports on three pilot chlamydia (CT) retesting programs 
in England, comparing retest and positivity rates by site and the 
number of reminders/contacts made at one site. Its findings can be 
used to suggest efficiencies in CT retesting programs in England 
(which recently implemented a new recommendation for chlamydia 
retesting at 3 months). This manuscript is clearly and succinctly 
written but could benefit from clarification in some areas. It could 
also benefit from additional analyses, if the authors’ intent is indeed 
to address the problem, as stated (p2): “The most effective way to 
deliver a CT retesting program is not known and local areas need to 
determine how best to implement the new guidelines within their 
local system.” Specific comments are noted below.  
 
Abstract, Introduction and Methods sections are succinct, but 
readers could benefit from additional context and details, including:  
- Clearly specifying the country in which these pilot programs were 
conducted (upfront) in both the abstract and Introduction.  
- Background information about England’s national chlamydia 
screening programme (i.e., NCSP’s recommendation for routine 
testing and retesting, pre- and post-2014) and national testing and 
positivity rates, if available.  
- Further elaboration on the statement that “international experience 
suggests that uptake [of chlamydia retesting] varies depending on 
the approach used to encourage resting” (p2 line 53-55). What 
approaches have been most effective in promoting uptake in other 
settings? This could also be addressed in the Discussion section, 
with consideration given to how international findings compare to 
those in this study.  
- Further description of the three areas in which the pilot 
programmes were implemented: Were these urban or rural areas? 
Do we know anything about the accessibility of testing sites within 
these areas? Access could support or hinder retesting and influence 
patient preferences for postal kits.  
- What are some of the differences in the patient populations and 
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clinical approaches of GUM clinics and chlamydia screening offices 
(referenced p.3 line 30-35)?  
- More details about the reminder system processes are needed:  
- Were the phone and text reminders scripted and consistent across 
sites? If the information differed, this should be specified, as 
messaging content could influence patient’s motivation to retest.  
- What was the procedure for those who opted to get retested by 
mail? This (as well as how kits were promoted) may influence 
consumers’ willingness to opt in and return tests by mail.  
- Page 3, line 47 (re. retesting reminders in Cornwall): “2 calls every 
week for 4 weeks with a voicemail and SMS”-- Should this say 
“…voicemail OR SMS”? If patients were contacted through both 
channels, this process should be further described. If it was 
either/or, is it possible to compare the two channels? Given that 
SMS may be quicker and easier for programs to use (i.e., less costly 
than using staff time for phone calls), this seems worth exploring (in 
this or another paper).  
- It is not clear how authors defined whether/when “contact was 
made” via SMS/voicemail in Cornwall (p3 line 46). Do authors mean 
“if patients responded to the text, answered the phone or called 
back”? This clarification would also help readers make sense of the 
“number of attempts” in Table 1.  
- It is unfortunate that patient postcode data was removed from the 
dataset prior to analysis, as distance from the testing site could be 
an important predictor of retesting, as well as preference for postal 
testing kits. This should be acknowledged and noted as a limitation.  
 
RESULTS & DISCUSSION  
- Is any data available on the patient population that refused consent 
(>50%)? Did they differ in any way from those who provided 
consent?  
- Table 1: Does “0 attempts” (Cornwall) represent those who 
consented to be contacted but could not be contacted (presumably 
because they gave a wrong number or it was disconnected)? Please 
clarify.  
- Data about patient age was collected but is not represented in 
Table 1.  
- Similarly, gender and age are not considered in the rate of 
retesting or preferences for type of retest, although they may be 
important predictors. Whereas results indicate that postal-kit use 
varied significantly between sites (p8 line 44), it is unclear whether 
there were any differences in how these kits were described, 
promoted or delivered, which could have influenced uptake or return 
rates by site. Is it possible that testing kits are ideal for a certain 
patient profile/demographic, or that they could be better packaged to 
appeal to broader patient populations?  
- Results indicate that multiple attempts (3+) did not result in higher 
retesting rates (p8 line 39), leading authors to conclude that “multiple 
contacts are…unlikely to be a cost-effective use of resources” (p9 
line 58). However, authors do not report on possible differences 
between 0, 1, 2 and 3 attempts, though Table 1 seems to indicate 
that 2 attempts may be optimal. Were these differences (between 0-
2 attempts) significant? This could have implications for practice.  
- Retesting outcomes are not presented by reminder or test type, 
which fails to address the stated problem/research question (p2, line 
48): “The most effective way to deliver a CT retesting program is not 
known and local areas need to determine how best to implement the 
new guidelines within their local system.” This seems like a missed 
opportunity to learn about what channel and package of outreach 
efforts may produce the best results. Instead, authors conclude that 
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“the optimum approach to a retesting programme is yet to be 
established.” This paper could be strengthened if authors included 
those analyses and offered specific guidance.  
- Finally, Table 1 could be improved by including the # and % of kits 
returned (not just sent out). 

 

REVIEWER Sarah Woodhall 
Public Health England, UK. 

REVIEW RETURNED 09-Feb-2015 

 

GENERAL COMMENTS The analysis presents data obtained from a real-world 
implementation so that the intervention was not standardised and 
there was no contemporaneous control group. However the authors 
recognise and acknowledge this limitation and couch their 
conclusions within the bounds of what the study can show – namely 
that retesting rates of around 40% are achievable in several different 
settings.  
 
I have only minor comments:  
1. Abstract: Please state the time period over which retest rate was 
calculated.  
 
2. Methods, para 1: I suggest moving the reference to Figure 1 to 
the end of the first sentence, as this provides a useful way of 
understanding the different approaches.  
3. Methods: The authors state that retesting in Dorset was run by the 
GUM clinic, whereas in Bristol and Cornwall it was run by the 
chlamydia screening office. It is unclear where the original tests took 
place in each case. Please describe and clarify.  
4. Methods, line 33: The acronym ‘GUM’ is not spelled out in full 
before this point. Please spell out.  
5. Methods: Did the analysis exclude tests performed within a short 
period of the index positive? Is it possible that tests were carried out 
as tests of cure? If so, this should be highlighted and discussed.  
 
6. Table 1: Please state that the retesting rate was calculated as a 
percentage retesting within 6 weeks.  
7. Table 1: The authors may consider including the proportion 
retested by number of attenpts to contact as a cumulative 
proportion, as this indicates the retesting rate that could be achieved 
with each approach.  
 
8. Results: Can the authors report resting rates by gender? 
Additionally, it would be useful to know if retesting rates in women 
and men remained similar across areas.  
 
9. Discussion: Can the authors comment on why the proportion 
preferring postal kits might have varied so much between Bristol 
(75%) and Dorset (0%). This suggests there may have been some 
important differences in the way that the offer of a kit was made or 
differences in the population diagnosed in each case.  
10. Discussion: Please include a discussion point to highlight that 
the follow up times varied in terms of time between recall and retest. 
As the recall was at 5 months in Cornwall, compared to 12 weeks in 
the other areas, this may have had an impact on the retesting 
patterns. It would be useful to know, for example, if the retesting in 
Cornwall all happened after the recall phonecall or whether retests 
also occurred before this point. This point is not entirely clear in the 
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methods or raised in the discussion.  
 
11. Appendix: The authors refer to an excel spreadsheet provided as 
an appendix. I did not see where/how to access this supplementary 
material so have not been able to comment on it.  
  

 

REVIEWER Kirsty Smith 
Kirby Institute, UNSW Australia  
UNSW, Sydney NSW 
Australia 

REVIEW RETURNED 10-Feb-2015 

 

GENERAL COMMENTS Summary  
Chlamydia retesting is important for detecting reinfections and 
preventing sequelae and programmatic evaluations such as this 
provide a valuable opportunity to assess which retesting strategies 
worked well or not so well. However, given that there are a number 
of factors which potentially affect retesting such as age, gender, 
ethnicity, sexual risk behaviour, sociodemographics, type of clinic, 
proportion of symptomatic vs asymptomatic patients, etc, I do not 
think it is appropriate to use statistical methods to compare the 
crude outcomes across the 3 programmes. Instead it would have 
been better to capture these important potential confounders and 
adjust for them in the analysis using logistic regression. Without this 
analysis the paper may be better suited to a short report, describing 
the interventions in each programme and the outcomes, and 
focusing on what worked well or did not work well.  
 
Additional points  
 
Methods:  
• Could the authors please clearly state the research aim?  
• P4 line 36- the time period for measuring retesting should be 
stated in the methods. Given that remnant, non-viable chlamydial 
infection can be detected for up to 8 weeks after treatment, there is 
a risk of false positive results if retesting is done too early. It is 
therefore suggested that a period of 1-6 months be used rather than 
0-6 months.  
• Could the authors please provide more detail about the postal kits- 
ie what specimens were collected, were instructions included, how 
were patients asked to return their specimens to the lab, what was 
the process of requesting kits online?  
• p4 lines 14-16- there is mention of retesting via an alternative 
route- what was the source of these data?  
• I am unsure what a chlamydia screening office is and how it 
operates in comparison to a GUM clinic. For example I noticed there 
were significantly higher proportions of women attending the 
chlamydia screening offices. Could the authors please provide more 
details about these and the setting, for example what other 
chlamydia testing options are available to people in these areas?  
 
Results- table 1  
See comments in the summary about the analysis. In addition:  
• From the variables presented, the analysis could have been 
restricted to the same age group, including stratification by gender, 
and including a direct comparison between the before and 
intervention period made (with p-values)  
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• 53/149 individuals in Cornwall retested after 0 contacts- 
presumably these retested early- could this be clarified?  
• For those in Cornwall with 1, 2, 3+ contacts- these would be better 
presented as cumulative proportions  
 
Discussion  
• In relation to this comment (p 10 lines 3-10): “Notably, a quarter of 
those who did not consent to be reminded were retested in Cornwall, 
indicating that verbal recommendation to retest, and patients’ self-
assessment of their risk of reinfection, are the primary drivers of 
retesting.” Although it is likely that symptoms or risk may lead to 
people returning without other interventions, the study does not 
support this conclusion as data on symptoms and risk was not 
presented. Instead the conclusion should be reworded along these 
lines: ‘Notably, a quarter of those who did not consent to be 
reminded were retested in Cornwall, most likely due to symptoms or 
patients’ self-assessment of their risk. However of those who 
received the intervention (reminders and postal kits) the retesting 
rates increased to xx%, suggesting that for many people additional 
strategies are needed.  
• It is hard to believe in Dorset that there was no uptake of postal 
kits- was this because they were not offered, or to do with the way 
they were offered?  
• Could the authors please clarify what is meant by this comment on 
p10 line 47-53: “The absolute number of retests in the pilot areas 
was small (<3%) compared with the overall number of tests 
performed in the same period: over 10,000 tests identified 779 
positives eligible for retesting (assuming 7.5% positivity), of whom 
304 were retested and 31 were positive.”? Also this information 
could be included earlier in the discussion rather than in the 
conclusion of the paper. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer Name Allison Friedman  Institution and Country CDC, USA Please state any competing 

interests or state ‘None declared’: None declared.     

 

Please leave your comments for the authors below  This paper reports on three pilot chlamydia (CT) 

retesting programs in England, comparing retest and positivity rates by site and the number of 

reminders/contacts made at one site. Its findings can be used to suggest efficiencies in CT retesting 

programs in England (which recently implemented a new recommendation for chlamydia retesting at 

3 months). This manuscript is clearly and succinctly written but could benefit from clarification in some 

areas. It could also benefit from additional analyses, if the authors’ intent is indeed to address the 

problem, as stated (p2): “The most effective way to deliver a CT retesting program is not known and 

local areas need to determine how best to implement the new guidelines within their local system.” 

Specific comments are noted below.     

 

Abstract, Introduction and Methods sections are succinct, but readers could benefit from additional 

context and details, including:    

 

- Clearly specifying the country in which these pilot programs were conducted (upfront) in both the 

abstract and Introduction.    

 

R1: “England” added to Abstract (line 7) and English (Line 21 & Intro - line 48),  
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- Background information about England’s national chlamydia screening programme (i.e., NCSP’s 

recommendation for routine testing and retesting, pre- and post-2014) and national testing and 

positivity rates, if available.    

 

R2: The following background has been added to the beginning of the introduction (line 41-48)  

“Chlamydia is the most commonly diagnosed bacterial sexually transmitted infection in the UK. In 

England the National Chlamydia Screening Programme (NCSP) was piloted in 2003 and implemented 

nationally in 2008. The NCSP recommends that sexually active young men and women aged <25 are 

tested for chlamydia annually and on change of sexual partner. In 2013 in England, over 1.7 million 

chlamydia tests were performed, equating to 25% coverage in 15-24 year olds. Nationally 140,00 

diagnoses of chlamydia were made, positivity 8.1%. Women are tested more than men, with 69% of 

tests occurring in women. (CTAD data table 2013 

http://www.chlamydiascreening.nhs.uk/ps/data.asp).”  

 

and this at line 51 “prior to this there was no specific recommendation regarding retesting, although 

individuals would be offered tests opportunistically at any attendance and are free to seek testing at 

any time.”  

 

- Further elaboration on the statement that “international experience suggests that uptake [of 

chlamydia retesting] varies depending on the approach used to encourage resting” (p2 line 53-55). 

What approaches have been most effective in promoting uptake in other settings?  

 

R3 A systematic review has been published since submission of this paper – we have therefore 

added a reference and updated this sentence. Line 60:  

 

“.A recent systematic review of active recall for STI and HIV testing found that active recall increased 

reattandance or retesting in 13 of 14 studies. Home sampling and SMS reminders appeared to 

increase retesting but the range was wide and the evidence limited by study heterogeneity[1].”  

(Desai, M., et al. (2015). "Active recall to increase HIV and STI testing: a systematic review." Sex 

Transm Infect..  

 

This could also be addressed in the Discussion section, with consideration given to how international 

findings compare to those in this study.  

 

R4 The findings from the systematic review are added to the discussion too.  

 

 - Further description of the three areas in which the pilot programmes were implemented: Were 

these urban or rural areas? Do we know anything about the accessibility of testing sites within these 

areas? Access could support or hinder retesting and influence patient preferences for postal kits.    

 

R5 we added the following descriptions of the local areas: “Settings: All 3 sites are located in South 

West England. The Bristol site included Bristol city and the surrounding area (Avon). Bristol city is a 

large, urban centre, with large Black ethnic minority population and significant areas of high 

deprivation and has the highest test volume and population. The surrounding area is rural / suburban. 

Dorset is a rural, affluent county including the county town of Dorchester. Cornwall is a large, rural 

county on the South Western peninsula of England. Chlamydia tests in all areas are offered by a 

variety of service providers with different models of access: genitourinary medicine clinics (GUM), 

sexual and reproductive health (SRH) clinics, family planning services, general practice (GP), 

pharmacies and young peoples’ services such as Brook clinics all offer chlamydia testing. We chose 

these areas to broadly reflect the range of practice nationally. “  

 

- What are some of the differences in the patient populations and clinical approaches of GUM clinics 
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and chlamydia screening offices (referenced p.3 line 30-35)?    

 

R6 We have removed this sentence as the sites were just the organisers of chlamdyia management 

and not necessarily the sites of original tests and added the following:  

“The delivery of NCSP is locally devolved and so organisation of chlamydia screening nationally is 

very heterogeneous and reflects local demography, geography and population needs as well as 

historical organisation of services.”  

 

- More details about the reminder system processes are needed:  - Were the phone and text 

reminders scripted and consistent across sites? If the information differed, this should be specified, as 

messaging content could influence patient’s motivation to retest.    

 

R7: There wasn’t consistency of scripting of phone calls or SMS content. We also found that areas 

modified their approach in response to patient feedback and their experience of delivering retesting. 

Whilst scientifically this is not ideal, we felt that it reflected how the new guidance would be 

implemented locally and it was important for us to report the experience and findings of the local 

areas in implementing retesting in practice and that the rates of retesting observed are probably a 

better reflection of normal clinical practice than a proper randomized control trial of retesting. (The 

benefits of retesting and rationale seemed sound and as this represents an add-on to existing 

management of positives rather than a major change in the screening programme policy it was felt 

that an RCT was unnecessary and would not add sufficiently to the decision being made).  

 

We have tried to make this clearer with the following sentence (line 97)  

“Each area determined locally how to conduct the pilot to fit with their current organisation of 

screening and patient management, therefore did not require consistency of scripting in phone calls or 

text message content. Furthermore some areas modified their approach in response to user feedback 

or their experiences. Whilst this reduces the comparability and reproducibility of these pilots, we 

nonetheless feel it is important to report the experience and outcomes that were achieved in a “real-

life” implementation setting.” And in  

Line 112 : “clinic, and there may be differences in behaviour of patients and clinic approaches 

employed in different settings although in all cases the individuals had already tested and been 

diagnosed with chlamydia so are similar in that respect.”  

 

- What was the procedure for those who opted to get retested by mail? This (as well as how kits were 

promoted) may influence consumers’ willingness to opt in and return tests by mail.    

R8 – unfortunately we don’t have this information in detail. As we understand it, patients would 

provide an address and the kits sent out with instructions for returning. Kits would be sent in 

uninformative packaging but I don’t know if the postal kits used were the same in each area or not.  

 

- Page 3, line 47 (re. retesting reminders in Cornwall): “2 calls every week for 4 weeks with a 

voicemail and SMS”-- Should this say “…voicemail OR SMS”? If patients were contacted through both 

channels, this process should be further described. If it was either/or, is it possible to compare the two 

channels? Given that SMS may be quicker and easier for programs to use (i.e., less costly than using 

staff time for phone calls), this seems worth exploring (in this or another paper).    

 

R9 clarified as follows: “ and up to 8 attempts to contact were made (2 calls every week for 4 weeks 

with a voicemail or SMS, depending on patient preference).” (However the preference wasn’t 

recorded in the notes we received for analysis?)  

 

- It is not clear how authors defined whether/when “contact was made” via SMS/voicemail in Cornwall 

(p3 line 46). Do authors mean “if patients responded to the text, answered the phone or called back”? 

This clarification would also help readers make sense of the “number of attempts” in Table 1.  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R10 : Clarified : If contact was made (patient answered or called back) they were offered a choice of 

postal testing kit or advised to attend GUM clinic or GP.  

 

- It is unfortunate that patient postcode data was removed from the dataset prior to analysis, as 

distance from the testing site could be an important predictor of retesting, as well as preference for 

postal testing kits. This should be acknowledged and noted as a limitation.     

 

R11 : We agree with this point – and in fact other factors also play a role such as age, employment 

status and living arrangements – e.g. living with parents. We did not really have the power to address 

this with the dataset as collected – anecdotally travel to clinics is a particular issue for the rural areas 

(as expected).  

 

We added the following in the discussion (line 212)  

“The use of postal kits was highly variable. We removed post code information to preserve anonymity 

but this data may be useful in assessing whether distance from clinic predicts preference for postal 

testing. “  

 

RESULTS & DISCUSSION    

 

- Is any data available on the patient population that refused consent (>50%)? Did they differ in any 

way from those who provided consent?    

R11 This detail has now been provided through logistic regression of those consenting and retesting 

in Cornwall. The consent in Bristol was opt out rather than opt –in and therefore we don’t think it’s 

comparable so have just looked at Cornwall in more detail. Main findings are given in the text (results) 

and a table is provided as supplementary information.  

 

 

- Table 1: Does “0 attempts” (Cornwall) represent those who consented to be contacted but could not 

be contacted (presumably because they gave a wrong number or it was disconnected)? Please 

clarify.  

 

R12 The analysis of number of retests in Cornwall has been clarified and the section on Cornwall 

reorganized. (See previous responses)  

 - Data about patient age was collected but is not represented in Table 1.  - Similarly, gender and 

age are not considered in the rate of retesting or preferences for type of retest, although they may be 

important predictors.  

 

R13:  

Table 1 has been updated to provide additional information on gender and age. :  

Note: 1 individual aged 14 had been included who we have now excluded. The total records analysed 

is therefore 778 not 779.  

 

All numbers in text and tables have been updated.  

 

I have also performed a logistic regression as requested (reviewer 3) and these results are also 

presented unadjusted and adjusted (for age, area and gender) in Table 2 – methods section & 

abstract also updated to reflect new analysis.  

 

Line 190 “We used logistic regression to analyse the primary outcomes of retesting and positivity at 

retest. This was done in STATA 13.1 © StatCorp. “  
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We have provided the individual level data as supplementary information (We tried to provide this as 

an excel file direct to the journal, but was not available to reviewers – apologies for this) – this has 

now been edited and a pdf generated providing the individual level data for detailed inspection by 

interested readers.  

 

Supplementary document - pdf  

 

Whereas results indicate that postal-kit use varied significantly between sites (p8 line 44), it is unclear 

whether there were any differences in how these kits were described, promoted or delivered, which 

could have influenced uptake or return rates by site. Is it possible that testing kits are ideal for a 

certain patient profile/demographic, or that they could be better packaged to appeal to broader patient 

populations?    

R14 -this is very possible however we do not have details of the packaging etc of kits. We have added 

a sentence to indicate that the main difference was in how postal testing was offered (either as 

default, an option, or not offered) (see reviewer 2 comments)  

 

- Results indicate that multiple attempts (3+) did not result in higher retesting rates (p8 line 39), 

leading authors to conclude that “multiple contacts are…unlikely to be a cost-effective use of 

resources” (p9 line 58). However, authors do not report on possible differences between 0, 1, 2 and 3 

attempts, though Table 1 seems to indicate that 2 attempts may be optimal. Were these differences 

(between 0-2 attempts) significant? This could have implications for practice.  

R15: The section on number of contacts (and in fact all of the additional analyses for Cornwall which 

were not possible for the other areas) have been combined in a single section. The results by number 

of contacts have been clarified and shown in more detail in a new Table 4, according to whether 

people consented to be contacted, were actually contacted and what the result of retesting was.  

The numbers are small though and I think any differences between 1, 2 and 3 tests are fairly marginal 

– I have added cumulative percentage as requested by other reviewers.  

 - Retesting outcomes are not presented by reminder or test type, which fails to address the stated 

problem/research question (p2, line 48): “The most effective way to deliver a CT retesting program is 

not known and local areas need to determine how best to implement the new guidelines within their 

local system.” This seems like a missed opportunity to learn about what channel and package of 

outreach efforts may produce the best results. Instead, authors conclude that “the optimum approach 

to a retesting programme is yet to be established.” This paper could be strengthened if authors 

included those analyses and offered specific guidance.  

R16 – we agree that this would strengthen the paper. However the way the data was provided means 

that we don’t know for each individual what method was used exactly and often a combination of 

approaches e.g. phone calls and SMS. Broadly the areas all implemented retesting with somewhat 

different models and the point is that even with these different models there was little difference in the 

absolute return rate. Further areas did change slightly their protocols as they implemented retesting. 

Bristol offered mainly postal kits with option for text reminder if they didn’t want a kit sent. Dorset 

offered clinic appointments (and made these and sent reminders) and Cornwall contacted people 

through SMS or phone call to arrange for retesting by whatever method was preferred ie phone call, 

SMS or postal kits. We have tried to clarify this in the discussion – I think there are still useful “take 

home” messages from these pilot studies despite lack of clarity on the exact methods which can be 

used.  

 

Added a section implications for practice at the end of the discussion  

Implications for local practice  

Based on the findings and experience from our colleagues providing chlamydia retesting within the 

NCSP, we recommend that clinics ensure that robust data systems should be in place to enable 

auditing of retest. Clinics should offer patient choice for retesting method, use automated SMS 

messaging where possible, consider generating clinic appointments (with SMS reminders a few days 
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in advance). No more than 3 attempts to contact an individual should be made.  

 

 

 - Finally, Table 1 could be improved by including the # and % of kits returned (not just sent out).      

R17: This detail has been added in the text line 171 and removed from Table 1.  

 

Reviewer Name Sarah Woodhall  Institution and Country Public Health England, UK.  Please state 

any competing interests or state ‘None declared’: None declared.   Please leave your comments for 

the authors below  Thank you for asking me to review this paper, which presents an evaluation of 

recommendations for retesting following a positive chlamydia diagnosis in three areas of England.   

The analysis presents data obtained from a real-world implementation so that the intervention was not 

standardised and there was no contemporaneous control group. However the authors recognise and 

acknowledge this limitation and couch their conclusions within the bounds of what the study can show 

– namely that retesting rates of around 40% are achievable in several different settings.    

 

 I have only minor comments:    

 

1. Abstract: Please state the time period over which retest rate was calculated.    

R2.1 Added (reviewer 1 comments)  

2. Methods, para 1: I suggest moving the reference to Figure 1 to the end of the first sentence, as this 

provides a useful way of understanding the different approaches.    

R2.2 Done  

3. Methods: The authors state that retesting in Dorset was run by the GUM clinic, whereas in Bristol 

and Cornwall it was run by the chlamydia screening office. It is unclear where the original tests took 

place in each case. Please describe and clarify.    

R2.3 – We don’t actually know where the tests were taken in the first instance. It reflects organization 

of patient management in the different areas where chlamydia positive results/PN/treatment are 

managed. We have removed the comment about differences between populations as we think this is 

misleading. (See also reviewer 1 comment)  

 

4. Methods, line 33: The acronym ‘GUM’ is not spelled out in full before this point. Please spell out.    

 

R2.4 – done  

5. Methods: Did the analysis exclude tests performed within a short period of the index positive? Is it 

possible that tests were carried out as tests of cure? If so, this should be highlighted and discussed.  

   

R2.5 This has been clarified – we included retests peformed 2 weeks to 6 months after the index test 

(although agree that tests done <4 weeks probably shouldn’t be classed as retests). (see also 

response to Reviewer 1)  

 

6. Table 1: Please state that the retesting rate was calculated as a percentage retesting within 6 

weeks.    

R2.6 This has been clarified (It’s the percentage retested within 2 weeks to 6 months)  

 

7. Table 1: The authors may consider including the proportion retested by number of attenpts to 

contact as a cumulative proportion, as this indicates the retesting rate that could be achieved with 

each approach.     

R2. 7 thank you this has been added in Table 4 which shows a more detailed breakdown for Cornwall  

 

8. Results: Can the authors report resting rates by gender? Additionally, it would be useful to know if 
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retesting rates in women and men remained similar across areas.     

R2. 8 Yes this has now been added in Table 1 (see response to reviewer 1)  

9. Discussion: Can the authors comment on why the proportion preferring postal kits might have 

varied so much between Bristol (75%) and Dorset (0%). This suggests there may have been some 

important differences in the way that the offer of a kit was made or differences in the population 

diagnosed in each case.    

 

R2.9 We have added some clarification – the difference is mostly in the way in which postal testing 

was offered – in Bristol it was the default method, in Cornwall offered at contact and not offered in 

Dorset. Only Cornwall therefore really reflects patient choice – which is likely to vary by area 

(Cornwall is very rural and postal testing might be more popular than in urban areas for example) – 

see also response to reviewer 1. (Line 166)  

 

10. Discussion: Please include a discussion point to highlight that the follow up times varied in terms 

of time between recall and retest. As the recall was at 5 months in Cornwall, compared to 12 weeks in 

the other areas, this may have had an impact on the retesting patterns. It would be useful to know, for 

example, if the retesting in Cornwall all happened after the recall phonecall or whether retests also 

occurred before this point. This point is not entirely clear in the methods or raised in the discussion.     

R2.10 – This has been clarified in Table 4 which now shows retesting according to number of 

attempts and whether contact was made. Some retesting occurred outside of direct attempts to recall 

patients  

We have also added the different follow-up approaches to the discussion  

11. Appendix: The authors refer to an excel spreadsheet provided as an appendix. I did not see 

where/how to access this supplementary material so have not been able to comment on it.      

R2.11 Apologies we tried to make this available to reviewers, but couldn’t upload the excel file and the 

pdf is rather unwieldy. We will work with the journal to make the data set available (likely as a .txt file)  

 

Reviewer Name Kirsty Smith  Institution and Country Kirby Institute, UNSW Australia  UNSW, 

Sydney NSW 2052  Australia  Please state any competing interests or state ‘None declared’: I 

coordinated a chlamydia retest trial known as REACT.   Please leave your comments for the authors 

below  Thank you for the opportunity to review this interesting paper.     

 

Summary  Chlamydia retesting is important for detecting reinfections and preventing sequelae and 

programmatic evaluations such as this provide a valuable opportunity to assess which retesting 

strategies worked well or not so well. However, given that there are a number of factors which 

potentially affect retesting such as age, gender, ethnicity, sexual risk behaviour, sociodemographics, 

type of clinic, proportion of symptomatic vs asymptomatic patients, etc, I do not think it is appropriate 

to use statistical methods to compare the crude outcomes across the 3 programmes. Instead it would 

have been better to capture these important potential confounders and adjust for them in the analysis 

using logistic regression. Without this analysis the paper may be better suited to a short report, 

describing the interventions in each programme and the outcomes, and focusing on what worked well 

or did not work well.     

 

R3.1 Logistic regression now performed – thank you for this comment – I think it’s really improved the 

paper. We have added two tables Table 2 and 3 to show the unadjusted and adjusted odds ratios 

from logistic regression on retesting and positivity at retest, adjusted by area, gender and age.  

 

Additional points     

Methods:  • Could the authors please clearly state the research aim?  

R3. 2 Methods section has been clarified (and also in introduction – last sentence)  

Methods – population and outcomes clearly defined .  
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• P4 line 36- the time period for measuring retesting should be stated in the methods. Given that 

remnant, non-viable chlamydial infection can be detected for up to 8 weeks after treatment, there is a 

risk of false positive results if retesting is done too early. It is therefore suggested that a period of 1-6 

months be used rather than 0-6 months.    

R3.3 We used 2 weeks to 6 months – this has been clarified (see response to reviewer 1 and 2)  

• Could the authors please provide more detail about the postal kits- ie what specimens were 

collected, were instructions included, how were patients asked to return their specimens to the lab, 

what was the process of requesting kits online?    

R3.4 Specimens would be urine (men/women) or self collected vaginal swabs (women) and included 

an envelope for freepost return. (clarified in text – these ktis are in fairly broad use in UK but may be 

made by different companies or made up by local clinics and contain different instructions etc) I don’t 

think kits could be requested online – they were sent out direct from the clinics/CSO office.  

(see lin 100)  

• p4 lines 14-16- there is mention of retesting via an alternative route- what was the source of these 

data?    

R3.5 There are online options for requesting chlamydia test kits and pharmacies also stock tests – 

these couldn’t necessarily be traced to the individual concerned though, but individuals could have 

obtained tests by other means.  

 

• I am unsure what a chlamydia screening office is and how it operates in comparison to a GUM clinic. 

For example I noticed there were significantly higher proportions of women attending the chlamydia 

screening offices. Could the authors please provide more details about these and the setting, for 

example what other chlamydia testing options are available to people in these areas?     

R3.6 This just reflects the organization of how chlamydia positive patients are managed for treatment 

and partner notification (and retesting) in different areas. I don’t have the details of where individuals 

were originally tested. We have tried to address this issue (see also response to reviewer 1). We have 

removed this comment as it is confusing.  

 

Results- table 1  See comments in the summary about the analysis. In addition:  • From the variables 

presented, the analysis could have been restricted to the same age group, including stratification by 

gender, and including a direct comparison between the before and intervention period made (with p-

values)  • 53/149 individuals in Cornwall retested after 0 contacts- presumably these retested early- 

could this be clarified?    

R3.7 Thank you we have substantially reworked table 1 and added 3 further tables, 2 and 3 contain 

the logistic regression analysis requested (see R3.1) and table 4 contains more detail about cornwall 

and the number of contacts etc.  

• For those in Cornwall with 1, 2, 3+ contacts- these would be better presented as cumulative 

proportions     

R3.8 – We have added this see Table 4  

Discussion    

 

• In relation to this comment (p 10 lines 3-10): “Notably, a quarter of those who did not consent to be 

reminded were retested in Cornwall, indicating that verbal recommendation to retest, and patients’ 

self-assessment of their risk of reinfection, are the primary drivers of retesting.” Although it is likely 

that symptoms or risk may lead to people returning without other interventions, the study does not 

support this conclusion as data on symptoms and risk was not presented. Instead the conclusion 

should be reworded along these lines: ‘Notably, a quarter of those who did not consent to be 

reminded were retested in Cornwall, most likely due to symptoms or patients’ self-assessment of their 

risk. However of those who received the intervention (reminders and postal kits) the retesting rates 

increased to 48%, suggesting that for many people additional strategies are needed.  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R3.9 –We have reworded this conclusion as suggested (line 223)  

 

• It is hard to believe in Dorset that there was no uptake of postal kits- was this because they were not 

offered, or to do with the way they were offered?    

R3. 10 Yes they were not offered – this has been clarified in the text (see reviewer 2) line 170-171  

• Could the authors please clarify what is meant by this comment on p10 line 47-53: “The absolute 

number of retests in the pilot areas was small (<3%) compared with the overall number of tests 

performed in the same period: over 10,000 tests identified 779 positives eligible for retesting 

(assuming 7.5% positivity), of whom 304 were retested and 31 were positive.”? Also this information 

could be included earlier in the discussion rather than in the conclusion of the paper.  

R3.11 This comment draws on national data and is an attempt to extrapolate to estimate the impact of 

retesting on local screening efforts. It doesn’t present new data from the study as such thefore I think 

its OK to say this in the discussion.  

I have moved this extrapolation of our data to the results section:  

. In the pilot areas 779 positives were eligible for retesting, of whom 303 were retested and 31 were 

positive. In the context of the South of England where positivity is 7.5%, this equates to over 10,000 

tests to generate 303 retests. 

VERSION 2 – REVIEW 

REVIEWER Sarah Woodhall 
Public Health England, works with the National Chlamydia 
Screening Programme.  
UK 

REVIEW RETURNED 22-May-2015 

 

GENERAL COMMENTS I have no further comments, with exception of having noticed two 
potential typos, and one suggested discretionary change:  
1) In the abstract the authors refer to the change of re-testing 
guidelines in 2014. This should read 2013, as is stated later in the 
main text.  
2) In the results section, paragraph 3 in the sentence reading "In the 
pilot areas 779 positives were eligible for retesting..." I think this 
shoudl be 778. Also, this sentence appears to duplicate some 
content in the first sentence of that paragraph, so would suggest a 
minor revision.  
3) The 3rd sentence of the same paragraph reads a little oddly 
without the intermediate step of numbers of positives. Suggest to 
revise to "this equates to over 10,000 tests performed to generate 
779 chlamydia diagnoses and 303 subsequent re-tests." If this is 
intended to make the point that retests make up a v small amount of 
overall testing then I would suggest moving this point to the 
discussion and adding a discussion point to indicate as much.   

 

REVIEWER Kirsty Smith 
Kirby Institute,  
UNSW Australia 

REVIEW RETURNED 01-May-2015 

 

GENERAL COMMENTS The reviewer also provided a marked copy with detailed comments. 
Please contact the publisher for full information about it. 

 

VERSION 2 – AUTHOR RESPONSE 
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Thank you for the further comments. We are happy to make all the suggested changes. 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2014-007455 on 28 O

ctober 2015. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Correction

Angel G, Horner PJ, O’Brien N, et al. An observational study to evaluate three pilot
programmes of retesting chlamydia-positive individuals within 6 months in the South
West of England. BMJ Open 2015;5:e007455.
The competing interests statement was inadvertently omitted from this paper. The
full competing interests section is:
Competing interests KMET and PJH were members of the NCSP working group on
retesting (meeting December 2012). KT reports non-financial support from Hologic,
personal fees from Aquarius Population Health outside the submitted work;
Dr. Horner reports personal fees from Aquarius Population Health, grants, personal
fees and non-financial support from Cepheid, personal fees from Crown Prosecution
Service, personal fees from British Association for Sexual Health and HIV, grants
from Mast Group Ltd, grants and personal fees from Hologic, outside the submitted
work; In addition, Dr. Horner has a patent A sialidase spot test to diagnose bacterial
vaginosis issued to University of Bristol. All other authors report no conflict of
interest.

BMJ Open 2015;5:e007455corr1. doi:10.1136/bmjopen-2014-007455corr1

BMJ Open 2015;5:e007455corr1. doi:10.1136/bmjopen-2014-007455corr1 1

Miscellaneous

http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2014-007455corr1&domain=pdf&date_stamp=2015-11-19
http://bmjopen.bmj.com

	/content/bmjopen/vol5/issue11/pdf/e007455corr1.pdf
	Correction


