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1 INTRODUCTION 

Chlamydia trachomatis is the most frequently notified bacterial Sexually Transmitted Infection (STI) in Australia.
1
 

The notification rates for chlamydia have risen almost six-fold, from 9096 cases in 1997 to 58,507 cases in 2008.
1
  

Up to 75% of infected women and about 50% of infected men do not exhibit any symptoms, so are unaware of their 
infection and do not seek appropriate health care.

2
 If left untreated, chlamydial infections can lead to serious 

reproductive health problems with both short-term and long-term consequences. Some studies suggest that about 
10-40% of untreated chlamydial infections may progress to pelvic inflammatory disease (PID).

3, 4
 This can cause 

permanent damage to the fallopian tubes, uterus, and surrounding tissues and can increase the chances of an 
ectopic pregnancy and even infertility. Therefore, like the chlamydia infection itself, the long-term complications are 
often "silent."  

Traditionally testing for chlamydia required a physician to collect a pathology sample from the cervix in women or 
the urethra in men. However with recent advances in Nucleic Acid Amplification Techniques (NAAT) easy and non-
invasive methods such as first-void urine (FVU) or a self-collected low-vaginal swab (LVS) have made diagnosis 
easy, accurate and cost-effective.

5, 6
 Once diagnosed it is easily treated with a single dose of antibiotic 

(azithromycin).  

Internationally, chlamydia screening programs have reduced the number of people infected and the cases of 
complications arising from infection.

7, 8
 In the United States (US), a 56% rate in reduction in PID was seen in a 

group of women screened for chlamydia when compared to a control group.
7
 In Sweden, two observational studies 

showed a decline in the incidence of PID and ectopic pregnancy after the introduction of population based testing 
for chlamydia. 

8
 

Based on the evidence of these studies, and the increasing rate of long-term PID due to undetected chlamydia in 
age-bearing women, the Department of Health in England initiated a National Chlamydia Screening Program 
(NCSP) in 2003.

9
 The aim of the NCSP was to provided free chlamydia screening to all sexually active men and 

women under the age of 25 years from a range of healthcare and non-healthcare venues such as general practice, 
sexual health clinics, youth clubs, schools, prisons and community pharmacies. Annual evaluations by the NCSP 
suggested that community pharmacies compared favourably to other venues in providing access to the service for 
consumers, and suggested that the consumers found the service to be highly convenient, confidential and 
anonymous.

9
 

In 2005, the Department of Health in England funded a National Pharmacy Chlamydia Screening Pilot from 200 
“Boots” pharmacies in London.

10
 Consumers were provided with a chlamydia urine specimen kit, which they 

returned to the pharmacy. The pharmacy then sent the test for pathology and the consumer got their result 7 days 
later. The study concluded that pharmacy-based chlamydia screening provided an opportunistic, anonymous, and 
easily accessible service to a range of people.

10
  

Several other interventions in the UK have demonstrated practical and innovative models of community pharmacy-
based chlamydia screening services which involved pharmacists provides screening kits to both males and females 
consumers.

11
  

Encouraged by the findings of the NCSP and the “Boots” study, the National Health Service (NHS) in the UK 
commissioned the sale of chlamydia testing kits from all community pharmacies in August 2008.

12
 The price for the 

kit ranges from £20-45 (AUD$48-$108). Furthermore, in 2009, the antibiotic treatment for chlamydia (azithromycin), 
became available for sale to chlamydia positive patients and their sexual partners without the need of a prescription 
from a community pharmacy.

12
  

In Australia, chlamydia screening has not yet been made widely available, and currently consumers have to visit 
their GP or a family planning services to be tested. In 2005, the Commonwealth Government of Australia released 
the first National Sexually Transmissible Infections Strategy, which stated that chlamydia screening programs 
should be specifically designed to target those who would not otherwise have been tested and that the screening 
sites should be easy to access, confidential, affordable, youth-friendly and have late evening and weekend opening 
hours.

13
 They subsequently committed $3.5 million to conduct a chlamydia screening pilot in general practice, on 

the basis that nearly 90% of women and 70% of men aged between 15 and 24 see a GP at least once a year.
14

 A 
retrospective evaluation of Medicare data for the period of October 2007 to March 2008 however, indicated that 
only 6.3% of women and 1.6% of men in that age group were recorded by the Health Insurance Commission as 
having been tested for chlamydia.

15
  

In general terms, community pharmacies fulfil the criteria for screening sites outlined in the National Sexually 
Transmissible Infections Strategy. We therefore believe pharmacies to be in an ideal position to offer a screening 
program and propose this study to develop, pilot and evaluate a program that can be implemented in the Australian 
health care setting. While international studies offer valuable guidance on how to set up a screening program, they 
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cannot be directly transferred to the Australian setting. In Australia, as in any other country, new services must be 
in line with national and state priorities and conform to the national health system that it relies on for support and 
funding.  

Initial studies have already been carried out in Australia to pave the path for pharmacy-based chlamydia screening. 
In 2007, Taylor and colleagues surveyed 25 pharmacists and 50 women to determine the acceptability of a 
chlamydia screening program in community pharmacies.

16
 Data indicated that 84% (21) of the pharmacists would 

support a pharmacy-based chlamydia screening program and indicated that they would be comfortable with 
providing the kit (92%), counselling results (88%) and providing antibiotics (80%). The responses from the women 
respondents indicated that a large portion (76%) would accept the kit and return the sample.  

Apart from determining the site and general scope of a chlamydia screening program, the National Sexually 
Transmissible Infections Strategy of Australia also identified groups of individuals displaying certain risk factors that 
must be screened for chlamydia. These are: 

• Sexually active young men and women aged 15 to 29 years; 

• Those with new or multiple sex partners; 

• When no/inconsistent barrier contraception methods are used; and 

• Those with a prior history of diagnosed STIs. 

In another recent study by Gudka et al. women asking the pharmacist for emergency contraception (EC), were 
identified as carrying at least two of the above risk factors: being sexually active women aged of 15-29 years and 
having had unprotected sexual intercourse (either did not use condoms or had inconsistent use of condoms).

17
 

Prior to the deregulation of EC from “Schedule 4” (prescription only medicine) to “Schedule 3” (pharmacist only 
medicine) in 2004, this group of women would have visited a GP, family planning service or sexual health service 
to obtain EC, and an intervention for STI screening would have been offered to them. While the sale of EC from a 
community pharmacy has allowed timely and convenient access for many consumers, it has prevented them from 
having the opportunity of getting a chlamydia test (Figure 1). 

 

 

 

 

 

 

 

 

Figure 1: Current EC and STI screening services 

 

 

The aim this study was to develop pharmacy-based chlamydia screening for EC consumers. The 
objectives of the study were to: 

1. Develop a pharmacy-based chlamydia screening model. 

2. Conduct a feasibility study of this model in 20 pharmacies in Perth over 6 months. 

3. Construct an evaluation framework to monitor the uptake of the study. 

4. Evaluate the acceptability of this model via qualitative and quantitative research. 

5. Utilise the experience gained during the study to develop recommendations for a national 
pharmacy-based chlamydia program. 
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2 DEVELOPING A PHARMACY-BASED CHLAMYDIA 
SCREENING MODEL 

The first objective of the study was to develop a pharmacy-based chlamydia screening model for the Australian 
setting. Five key groups of stakeholders were engaged in the process of developing the study protocol: 

• 2 x Women aged 18-30 years (to represent the average pharmacy EC consumer) 

• 1 x Community Pharmacist  

• 1 x Pathology Representative 

• 1 x Sexual Health Physician 

• 1 x Sexual Health/Medical Educator 

• 1 x Pharmacist with experience in sexual health and health promotion 

• 1 x Pharmacist with expertise in research 

2.1 Stakeholder meetings 

Date: 7
th

 February 2008, 17
th

 March 2008 and 13
th

 May 2008.  

Based on the five core requirements identified by Gudka et al, the following questions were discussed.
18

  

• How should consumers be recruited? 

• What is the best test and specimen for pharmacy-based chlamydia screening? 

• Should the consumer return the specimen to the pharmacy or a pathology drop-off site? 

• Who should disseminate positive and negative results to the consumer? 

• How should sexual partner of positive consumers be notified? 

The discussions at the stakeholder meetings continued until there was consensus on all answers to these 
questions amongst all participants. Minutes of the three meetings are summarised in Appendix 1. 

2.1.1 Summary from the stakeholder meetings 

A pharmacy-based chlamydia screening protocol was developed over the three meetings.  

Key decisions from the three meetings are summarised below. 

• The screening protocol was labelled the Emergency Contraception Mediated Pharmacy Access of 
Chlamydia Testing (ECOMPACT). 

• To integrate the ECOMPACT study protocol with the existing workload of the pharmacist, the pharmacists 
should discuss the risk of STIs as per the Pharmaceutical Society of Australia (PSA) supply protocol for EC. 
(Appendix 2).  

• Both FVU and LVS have been shown to be highly accurate, therefore a decision to use LVS was made on 
the basis that Australia Post does not permit the postage of urine samples.  

• It was decided to mimic the requirements of the current healthcare system - whereby a clinician orders a 
pathology test, and it is the responsibility of the consumer to deliver their sample directly to a pathology 
drop-off site.  

• The consumer would have to call a designated phone number to obtain their results. A trained sexual health 
nurse at Fremantle Hospital would attend to this phone-line.  

• All positive patients would immediately be examined by a physician and treated accordingly. The physician 
would also initiate the partner notification process. 

Figure 2 illustrates the complete ECOMPACT model that was developed and agreed by all the stakeholders. 
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Recruitment Strategy 
• Pharmacist Initiated 
• As part of the EC consultation 
• Opportunistic screening for STIs of all EC consumers 

Patient Eligibility Criteria 
• Consumers that request EC from a pharmacy 
• Over 18 years of age 

Screening and Assessment 

• Screening for STI symptoms 
• Ensure consumers with symptoms are immediately referred for 

appropriate investigations. 
• Offer ECOMPACT Testing Kit to all other eligible and asymptomatic 

consumers 

Type of Specimen 
• Consumer collects their pathology sample 
• Low Vaginal Swab 

Return of Specimen 
• Designated pathology drop-off sites 
• Selected ECOMPACT pharmacies - decision left on each pharmacy 

Dissemination of Results 
• Designated free phone number 
• Results handled by a sexual health nurse based at Sexual Health 

Services, Fremantle Hospital 

Partner Notification Method 
• Sexual health physician based at Sexual Health Services, Fremantle 

Hospital 

 

 

Definitions used 

 

 

Figure 2: The ECOMPACT model (stakeholder consensus) 

Screening: Members of a defined population, who may not know they are at risk of a disease or its 
complications, are asked questions, in order to identify individuals who may have the disease and who 
therefore require further, more specific investigations.  

Opportunistic screening: A health professional screens patients attending health care or other defined setting 
for any reason. Individuals who do not use relevant health services will not have an opportunity to be offered 
screening. 

Symptomatic: Women that exhibit symptoms suggestive of undiagnosed STIs. 

Asymptomatic: Women that do not have any obvious signs or symptoms of STIs and chlamydia. 

Partner notification (or ‘contact tracing’): The process of identifying relevant contacts of a person with an 
infectious disease and ensuring they are aware of their exposure. For STIs, relevant contacts include those 
with whom the index case (the original person identified with an infection) has had sex during the infectious 
period.  
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3 FEASIBILITY STUDY OF THE ECOMPACT MODEL 

3.1 Ethics Approval 

The Human Research Ethics Committee at the University of Western Australia (UWA) granted ethics approval for 
the study. All consumers and pharmacists were required to read a Participation Information Sheet and sign the 
Participation Consent Form prior to enrolment in the study. 

3.2 Sample size 

The lack of Australian research and literature field meant that we could not calculate the power to assess the 
success of the feasibility study. To test the feasibility and study protocol, we aimed to recruit 20 pharmacies, each 
supplying approximately 8 EC a month. This would result in a sample size of approximately 960 consultations in 
the 6-month study period. 

3.3 Recruitment of pilot pharmacies 

A brief overview of the ECOMPACT study and an Expression of Interest to Participate form (Appendix 3) was sent 
to all registered pharmacies in the Perth metropolitan region. 

The inclusion criteria were:  

• The pharmacy must be within the boundaries of the Perth metropolitan region as defined by the Department 
of Planning Western Australia Metropolitan Regional Scheme (Appendix 4); 

• The pharmacy should have a consultation room, screened or otherwise private area; 

• The pharmacy should have approximately eight or more EC consultations per month, to ensure an 
adequate consumer recruitment sample size; and 

• At least one pharmacist from every participating pharmacy must attend an ECOMPACT training course. 

The first 20 pharmacies that responded and met these criteria were selected, and sent further information about the 
study and the ECOMPACT training course (Appendix 5).  

3.4 Materials 

The research team developed the following materials, consciously keeping in mind the need to reduce the amount 
of paperwork and duplication for the pharmacists. 

• Form F1: The Consumer Eligibility and Consent Form (Appendix 6) was designed as a pad of single-page, 
no carbon required (NCR) duplicates. Each individual form was pre-assigned a unique 4-digit patient ID 
code, the first 2 digits (01-20) of which identifying the pharmacy, the last 2 the consumer. The back of each 
form contained patient information and consent forms.  

• Form F2: The Health Review Request Form (Appendix 7) was designed in consultation with the pathology 
centres and Fremantle Hospital. It served as a pathology request form, and recorded the patients’ full name, 
residential address, date of birth, contact phone number and the date when the ECOMPACT kit was given 
out. The pharmacist also had to fill in the unique patient ID code from the Consumer Eligibility and Consent 
Form to track the progress of the patient. 

• The ECOMPACT leaflet entitled  “What You Need to Know” (Appendix 8) was deigned to be a quick 
reference guide for the participating consumer to inform them about the study, and their involvement. 
Diagrammatic instructions on how to collect the swab where also included in the leaflet. 

• An ECOMPACT reminder card (Appendix 9), with details on how to obtain the test results and a space for 
patients to record the date on which they returned their test to the pathology centre. 

ECOMPACT testing kits were assembled and packaged in discrete white envelops. They contained: 

• The ECOMPACT “What You Need to Know” leaflet; 

• 1 x GEN-PROBE APTIMA unisex collection swab; 

• 1 x GEN-PROBE APTIMA swab transport medium tube; 

• 1 x biohazard bag; and 
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• The ECOMPACT reminder card. 

3.5 The ECOMPACT Study Protocol 

Using the data collected from the literature reviews and the stakeholder meetings, the research team developed a 
protocol for chlamydia screening. The ECOMPACT Study Protocol is shown in Figure 3, and accompanied by 
Explanatory Notes in Appendix 10.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: The ECOMPACT protocol 
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The ECOMPACT screening protocol is divided into two stages:  

Stage 1 - the Eligibility Assessment:  

• The first step was to identify all consumers with symptoms suggestive of any STI using the Eligibility 
Assessment Checklist (Appendix 6) and in accordance with the national screening guidelines refer them to 
a physician for a full sexual health check.

19
 These consumers were not be eligible for the chlamydia test. 

For ethical reasons we could not follow the outcome of their referral. 

• All consumers under the age of 18 years are also ineligible. This is because the Human Research Ethics 
Committee at University of Western Australia in accordance with the National Health and Medical Research 
Council Act 1992 and the National Statement on Ethical Conduct in Human Research identifies a 
“dependent adult” as a person being under the age of 18 years.

20
 Accordingly, parental consent would have 

been required for consumer under the age of 18 years to participate in ECOMPACT. Due to the practical 
and ethical complications associated with this, we excluded those consumers.  

• Any consumer that had a positive chlamydia tests in the previous four weeks are regarded as ineligible they 
must have already seen a physician. 

Stage 2 – Testing for Chlamydia 

• The second stage of the screening protocol was to offer all asymptomatic and eligible consumers a free 
ECOMPACT Testing Kit with instruction on how to test themselves for chlamydia using a self-collected 
sample, where to take the sample for pathology testing and how to get the results by the pharmacists. 

3.6 Training Course 

The research team identified learning objectives that were deemed necessary for the successful implementation of 
ECOMPACT.  

These objectives included knowledge of: 

• Key issues in sexual health and STIs; 

• Overview and prevalence of Chlamydia trachomatis in Australia; 

• Types of chlamydia screening tests; 

• Evidence for pharmacy-based chlamydia screening;  

• ECOMPACT Study Protocol; 

• Patient journey through ECOMPACT; 

• Pharmacist and the pharmacy staffs’ role and process for ECOMPACT; 

• Communication strategies for discussing sexual health issues with consumers; 

• Ethics, confidentiality and privacy issues, with particular reference to ECOMPACT; and 

• Recruitment processes. 

A two-hour specialised training course was designed to deliver these objectives (Appendix 11a). The course 
material is attached to Appendix 11b. A total of 5 identical sessions, each with up to 8 participants, were conducted 
over a two-week period. 

The course had two themed sessions. Session 1 introduced the participating pharmacists to the theory behind STIs 
and chlamydia screening. Session 2 focused on the implications of pharmacy based chlamydia screening and 
ECOMPACT and strategies to discuss STIs and chlamydia screening with the EC consumer. A variety of 
techniques, including lectures, discussions of scenarios and role-play (skill rehearsal), were used. 

3.7 Role of the research team 

The structure of the research team reflects the requirements of the study.  

The core members of the team and their immediate responsibilities were: 

• A principal investigator based at UWA provided supervision and expert knowledge at every step. 
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• A Project Co-ordinator, also based at UWA was responsible for leading the project team and coordinating 
all matters related to project such as implementing the feasibility study, ensuring the effective preparation 
and delivery of all project events, production of all necessary documentation and controlling the effective 
flow of information between pharmacists, the pathology centres and Fremantle Hospital. Other 
responsibilities included evaluation of the study and report writing. 

• A Medical Educator at Family Planning Western Australia, provided project supervision and clinical 
expertise. 

• A sexual health physician at Fremantle Hospital was responsible for downloading patient results from the 
pathology centre database on a daily basis, updating the ECOMPACT database, and treating any positive 
patients and their partners. 

• A sexual health nurse at Fremantle hospital was engaged to answer the free-phone number that the 
consumers called to obtain their results. She also updated the database with dates of when the consumer 
rang for their results and sent monthly updates to the researchers at UWA. 

In collaboration with the pathology centre, the research team from UWA and Fremantle Hospital created the Health 
Review Request Form and created a user profile in their computer system to enable Fremantle Hospital to access 
the pathology results for all ECOMPACT consumers. The pathology centre sent monthly invoices to the research 
team at UWA for the pathology tests and testing kits. 

After the training course the Project Co-ordinator from UWA visited each pharmacy in person and provided them 
with their ECOMPACT file and testing kits. The research team were not directly involved in consumer recruitment 
but provided ongoing support, training and resources to participating pharmacists in the form of: 

• Fortnightly emails;  

• Monthly telephone calls; and 

• Personal visits if further information or training was requested. 

During the pilot period of ECOMPACT the research’s team role became predominantly a coordination role between 
participating pharmacies, pathology centres and Fremantle Hospital. 

At the end of the 6-month pilot period, the Project Co-ordinator from UWA collected all the ECOMPACT files and 
remaining kits from every pharmacy in person. 

3.8 Pharmacy Incentives and Payments 

Each participating pharmacy received a $1000 readiness payment to enable for their involvement with 
ECOMPACT. A further incentive of $15 per chlamydia screening test returned was paid to each pharmacy. 

3.9 The 6-month pilot period 

The 6-month pilot was conducted from July 2008 to Dec 2008 from the 20 participating pharmacies in Perth. 
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4 EVALUATION FRAMEWORK 

The third objective of the study was to develop an evaluation framework to evaluate the feasibility of the 
ECOMPACT study protocol in the 6-month pilot period.  

Key barriers and facilitators for pharmacy-based chlamydia screening were identified from similar studies, and 
consultations with the stakeholders. Themes were assessed within the context of the ECOMPACT model and the 
evaluation framework consisting of quantitative and qualitative data was developed:  

1. To assess the uptake of ECOMPACT; 

2. To understand the consumer perspective; and 

3. To understand the pharmacist perspective. 

The evaluation framework timeline (Figure 4) comprised a continuous tracking element through the 6-month study 
period and four months of post study evaluations to understand the consumer and pharmacist’s perspectives.  

July Aug Sept Oct Nov Dec Jan Feb March April 

6 month feasibility study Post study evaluations 

Continuous tracking to assess uptake of ECOMPACT     

 
Telephone surveys   

 Focus groups 

 
Figure 4: Evaluation Framework Timeline 

 

Table 1 illustrates the evaluation framework and the research techniques used to obtain the relevant information. 

Table 1: Evaluation Framework Table  

 Summary 
form S1 

Summary 
form S2 

Telephone 
interview 

Focus 
group 

To assess the uptake of chlamydia screening 

Number of EC consultations ����    

Number of consumers offered ECOMPACT ����    

Proportion outside the eligibility criteria ����    

Number of kits being accepted ����    

Number of tests being returned  ����   

Consumer demographics   ���� ���� 

To understand the consumer perspective 

Overall perception of ECOMPACT   ���� ���� 

Ease of use of chlamydia kit   ���� ���� 

Ease of returning test   ���� ���� 

Ease of obtaining test results   ���� ���� 

Reasons for refusing    ����  

Reasons for non-return   ���� ���� 

Perception of confidentiality in pharmacy    ���� ���� 

Reaction to being offered ECOMPACT   ���� ���� 

Perceived benefits and drawbacks    ���� ���� 

Improvements to ECOMPACT   ���� ���� 

To understand the pharmacist perspective 

Ease of implementing ECOMPACT    ���� 

Interaction with consumer    ���� 

Perception of confidentiality in pharmacy     ���� 

Perceived benefits and drawbacks    ���� 

Improvements to ECOMPACT    ���� 
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4.1 Summary Form S1  

Summary Form S1 (Appendix 12a) was used by the pharmacists to record the number of EC consultations, 
consumers that were offered ECOMPACT, patients outside the eligibility criteria and ECOMPACT testing kits that 
were accepted. The pharmacists were asked to fax or email the form to the research team on a monthly basis. 

4.2 Summary Form S2 

Summary Form S2 (Appendix 12b) was designed to monitor the number of tests returned and when the consumer 
called for their results. It was filled in by the sexual health nurse at Fremantle Hospital.  

4.3 Telephone Interviews 

The primary aim was to understand and quantify the consumer’s experience with and perspectives on 
ECOMPACT. The final interview questionnaire was piloted on five female pharmacy graduate students and revised 
accordingly.  

The Computer Assisted Telephone Interview (CATI) style questionnaire, incorporated 34 questions that addressed 
demographics, contraceptive practices, and 5-point Likert scale questions to assess consumer’s satisfaction at 
various stages of their journey through ECOMPACT (Appendix 13). It also contained open-ended questions where 
the consumer could further explain any barriers and/or facilitators they experienced. The final section of the survey 
assessed the consumers willingness-to-pay for future pharmacy-based chlamydia screening services.  

For consistency and validity of the questioning style and data entry, a research assistant, experienced with the 
process of CATI surveys, was employed to conduct all the surveys. An interactive Microsoft Access Database was 
customized to aid the flow of the survey, and the sequence and number of questions asked depended on the 
answers provided to certain questions. 

4.3.1 Participants 

All consumers who had given consent for further contact, and supplied their phone number on the ECOMPACT 
Eligibility Checklist and Consent Form (Appendix 6), were asked to participate in the telephone survey.  

4.3.2 Survey process 

If the consumer was willing to become a respondent, but could not complete the survey when contacted, then an 
appropriate time/date was arranged for re-contact. In cases of no contact, a voice message was left briefly 
explaining the purpose of the call, and a number to contact the researcher. At least three attempts (on different 
days and time periods) were made to contact each consumer. 

4.4 Focus Groups 

4.4.1 Participants and setting 

All participating pharmacists and consumers that had given consent to be involved in focus groups were invited to 
the focus group sessions (Appendix 14,15). Pharmacists and consumer focus groups were held separately. 

A courtesy follow up telephone call was made to all confirmed participants the day before the focus group to 
confirm attendance and resolve any logistical issues such as parking and dietary requirements. The focus group 
sessions were held at UWA in the Pharmacy Building Seminar Room. Refreshments were provided and each 
participant in the consumer focus group received an $80 incentive for their participation.  

4.4.2 Focus group protocol and demographic survey 

The focus group themes were designed to be broad, open-ended questions exploring attitudes and experiences in 
being involved in ECOMPACT. Sub-sets of probes were created to enable the facilitator to promote discussion and 
obtain specific information (Appendix 16,17). All participants read an Information Sheet and signed a Consent Form 
(Appendix 18,19). A basic demographic survey was created for the consumer group, and was self-administered by 
the participants at the end of the session (Appendix 20).  

4.4.3 Group facilitator 

To create an environment where all participants could have an open discussion, an experienced external facilitator 
was appointed to conduct the focus groups. The facilitator was sensitive to the nature of sexual health research 
and the ECOMPACT process.  In addition, two independent moderators observed the groups discretely.  
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4.5 Statistical Analysis  

The data from Forms S1, S2 (Appendix 12a, b) and the CATI telephone surveys (Appendix 13) were collated and 
entered into an interactive Microsoft Access Database. 

4.5.1 Quantitative data 

Statistical analysis was carried out using SPSS Version 17.0. Data were reported as mean±sd for normally 
distributed data and median (IQR) for non-normally distributed data. Frequency tabulation was conducted to 
examine categorical variables. The Likert scale response are illustrated diagrammatically and reported as mean for 
normally distributed and median (IQR) for non-normal distributed data. The proportion of respondents who were 
willing to pay, and the overall mean of their monetary figure was calculated. 

4.5.2 Qualitative data 

Qualitative data from the telephone interviews were transcribed verbatim, coded, thematically analysed and 
interpreted. Digital audio recordings were made and transcribed verbatim of all focus group sessions. Manual 
coding was subsequently undertaken using a data index. Issues were categorised into themes and sub-themes by 
two independent analysts. The independent analysts and an investigator then discussed their thematic analysis 
and reached consensus on the main and recurrent themes. Discrepancies found between the two independent 
analysts led to further discussion till a mutual decision was reached to reduce information bias. 

4.6 Final Stakeholder Meeting 

The final objective of the study was to utilise the experience gained during the study to develop recommendations 
for a national pharmacy-based chlamydia program. To achieve this, the information from the quantitative and 
qualitative analysis will be presented to the stakeholders after the completion of the pilot period. 
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5 RESULTS 

This chapter is divided into three sections: 

1. Pharmacy recruitment and ECOMPACT uptake data;  

2. Consumer demographics and evaluation from the CATI telephone interview; and  

3. Analysis of the consumer and pharmacist focus group sessions. 

5.1 Pharmacy Recruitment and ECOMPACT Uptake Data 

5.1.1 Pharmacy Recruitment 

To participate in the study, pharmacists were required to have a private area for consultations. Ten (50%) 
pharmacies had a consultation room, 8 (40%) a screened area, and 2 (10%) said they had a designated quiet part 
of the counter where EC consultations take place.  

From the 20 participating pharmacies, 36 pharmacists, 9 pharmacy students and 2 pharmacy assistants attended 
one of the three training session (Appendix 21). 

Four weeks into the pilot period, one pharmacy withdrew from the study. An exit interview was conducted to elicit 
the reasons for their withdrawal. The pharmacists said “it is a good study, and we can see the benefits of it, but we 
feel uncomfortable and out of our depths discussing sexual health with young girls. We do not have any female 
pharmacists or students ….its just very difficult.” 

5.1.2 Uptake of ECOMPACT 

Figure 6 shows the numbers of consumers progressing through the study. The key results are: 

• In the 6-month period, a total of 769 EC consultations were recorded by the 20 pharmacies.  

• A total of 596 (78%) of the EC consumers were invited and 247 consumers agreed to participate in the 
study, giving a recruitment rate of 41%. 

• The main reasons for not wanting to participate was that the consumer was married or in a stable 
relationship (24%) or had been screened for STI in the last 4 weeks (14%). 

• 33 (13%) consumers were indentified as showing symptoms of undiagnosed STIs and referred for a full 
sexual health check (Figure 5). 

• 48 (19%) were ineligible because they were under 18 years of age.  

• 166 consumers were eligible for the ECOMPACT Testing Kit. 

• 46 consumers completed the full study protocol, giving a return rate of 28% for the study.  

• All 46 consumers tested negative for chlamydia trachomatis.  

• The effective screening rate (ESR) for the study is 6% (46 out of 769). 

• The mean age of the consumer at every step of the journey was 24±5 years. 

 

Figure 5: Symptoms of STIs in EC consumers (n=33) 
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Eligibility 

Assessment 

 
 

 

*5 consumers (1%) data is unclear 

*33 consumers were symptomatic and referred to a physician for a full sexual health check. 

 

Recruitment Rate = accepted to participate / invited to participate  

Refusal Rate = refused to participate / invited to participate 

Return Rate = completed ECOMPACT / eligible for ECOMPACT  

Effective Screening Rate = completed ECOMPACT / total number of EC consultations  

 

Figure 6: ECOMPACT uptake data 

5.2 CATI Telephone Interview 

Out of the 166 eligible consumers, 150 (90%) consented to be contacted for the telephone survey and 91 (61%) 
were conducted. 17 consumers (29%) had incorrectly entered their phone number, 9 (15%) refused the survey 
when contacted, and 33 (56%) consumers were called on 3 different occasions with no answer. The categorised 
uptake data for telephone interview is shown in Appendix 22a.  

Appendix 22b illustrates the demographics of the 91 consumers that were contacted. The consumers’ age, 
occupation status, qualifications and usual methods of contraception were very similar and no statistical difference 
was observed in demographics of those that completed ECOMPACT when compared to those that did not 
complete ECOMPACT. The data suggest that the typical consumer is a 24-year-old female, with minimum year 
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12/equivalent qualification, working fulltime and uses either condoms or the contraceptive pill as regular 
contraception. 

5.2.1 Generic questions for all consumers 

Figure 7 contains the results on questions regarding convenience and comfort. 

 

Figure 7: Question regarding convenience and comfort 
 

In yes/no polar questions, 84 (91%) answered that the pharmacist provided enough information, and 79 (87%) 
stated that they did not have any concerns about confidentiality in the pharmacy. 

5.2.2 Questions for consumers that did not complete ECOMPACT 

To ascertain if the overall process, or the written instructions for the screening test were barriers for completing 
ECOMPACT, the 71 consumers that did not complete the test were asked two further Likert scale questions 
(Figure 8).  

 

Figure 8: Questions regarding difficulty of overall process and understanding written instructions 

65 consumers replied to the open ended questions asking for their reasons for not completing the ECOMPACT 
procedure (Figure 9). 12 consumers said that they wanted to complete the screening process, but the chlamydia 
test expired before they had a chance to either collect their sample or deliver the sample to a pathology drop-off 
site. This response is not entirely clear, as the kit itself had no expiry date. However the instructions did advise that 
once a sample had been taken, it should be returned to a pathology drop-off site within 72 hours. When asked to 
explain further, 8 out of the 12 consumers said that they did take a sample, but could not get to a pathology drop-
off site within 72 hours and therefore threw it away. 

 

Figure 9: Reasons for not completing ECOMPACT 

7 other consumers also stated dropping tests at a pathology drop-off site as a barrier for them, because they either 
did not have a driver’s license or were from rural regions or other states and visiting Perth only for a weekend. 
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5.2.3 Questions for consumers that completed ECOMPACT 

The 20 consumers that completed ECOMPACT were asked to rate each step of the process (Figure 10).  

 

Figure 10: Questions rating difficulty of process 

17 (85%) completed the screening test at home, 2 (11%) used the toilet facilities in the pharmacy, and 1 (5%) at a 
pathology centre. Equal number of consumers 10 (50%) returned the test to a pathology centre and the pharmacy. 
6 (30%) of the consumers said that they would prefer to send the sample back by post. 

5.2.4 Willingness to pay 

The consumers were asked about their willingness to pay for a pharmacy-based chlamydia screening service.  Out 
of the 91 consumers, 34 (37%) answered the question; 28 (76%) willing to pay and 6 (24%) were not. Of the 28 
who were willing to pay, 25 gave an amount. The mean was A$ 26±9 and the overall median was A$20. 

5.2.5 Themes from the open-ended questions  

The results from the open-ended questions in the CATI survey were considered as indicators of how people feel 
about the service, rather than robust quantitative data. The key strengths and suggestions for improvements of 
ECOMPACT are shown in Table 2. 

Table 2: Key strengths and suggestions for improving ECOMPACT 

Key strengths of ECOMPACT Suggestion for improving ECOMPACT 

Highly convenient Ensure all pharmacies have and use private consultation areas 

Raising awareness of STIs Improve pharmacists knowledge, skills and communication style 

Providing anonymity Increase the number of sites where the test can be returned 

Not requiring appointments Create marketing activities to increase awareness 

 

5.3 Focus group results 

One consumer (n=5), and one pharmacist (n=6) focus group was conducted. The results of focus groups are not 
intended to be statistically generalisable, but are used to reveal the range of opinions and attitudes of the 
participating consumers and pharmacists. 
All participants in both the focus groups interacted easily and most of the discussion was participant-led and 
unprompted, providing rich data for analysis.  

5.3.1 Consumer focus group 

A total of five consumers attended the focus group (Appendix 23a). Six themes emerged around the consumers 
experience with the various steps of ECOMPACT. 

Theme C1: Approach by pharmacist 

As part of the study protocol, pharmacists introduced chlamydia screening after the EC consultation. As there was 
no prior advertisement of the study, all consumers were unaware of it; they all spoke about being “surprised” when 
the pharmacist introduced ECOMPACT. They all agreed that the initial “surprise” subsided fairly quickly because 
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the pharmacists handled the consultation professionally. They were given clear and concise information about the 
study in lay-terms, thereby making them feel comfortable.  

Theme C2: Confidentiality/environment of pharmacy 

The nature of the typical pharmacy model, where pharmacy assistants/staff are the first point-of-call, was raised as 
a discussion point. Consumers thought it “unusual” to initially approach a pharmacy assistant for the EC, it made 
them feel uneasy, and was described as “sort of problem, they know what’s going on.” 

All five consumers had different experiences about privacy and confidentiality during their consultation with the 
pharmacist. Two consumers had their consultation at the front counter in the pharmacy with very little or no privacy. 
One consumer said she was really uncomfortable about the whole process, and the other consumer said that the 
consultation could have been handled better.  

Theme C3: Written instructions and the chlamydia kit 

They found the written material and instructions in the ECOMPACT kit well set out, self-explanatory and easy to 
read and understand. The information was “thorough and clear.”  One consumer stated that while there was a lot of 
information to take in, particular in regards to EC, the written material in the ECOMPACT Testing Kit was self-
explanatory and encouraged her to do the test.  

There was general consensus that the self-collection of LVS was easy to use; and was not a barrier to them. It was 
noted that the instructions and diagrams provided were easy to read and follow. 

Theme C4: Returning the sample for pathology screening 

Some of the participating pharmacies, and participating pathology drop-off sites across Perth were listed as places 
where consumers could drop off their completed pathology sample for testing. One of consumers returned it to the 
pathology centre on her way home while the other returned it to the pharmacy. Their experiences were pleasant, 
and the process was simple, easy and non-judgmental. 

Two consumers said that returning the pathology sample to the designated places was their biggest deterrent for 
completing the test. Had this process been simpler, or more convenient, they both would have completed the 
process. 

Theme C5: Obtaining results from Fremantle Hospital 

The consumers that completed the screening process said that while calling Fremantle Hospital for their results 
was not a barrier to them, they suggested that since they could only obtain their results during working hours, 
alternate methods of obtaining their results should be made available. Postal mail and email were suggested. 

Theme C6: Future direction and strategies for improving for ECOMPACT  

They all said that women should have more access to sexual health services, and that a “community pharmacist is 
the appropriate professional” to start providing chlamydia screening services. They acknowledged that offering 
chlamydia screening with EC is an ideal opportunity to screen women “that it was not personal, but because they 
had unprotected sex, it was a responsible approach and entirely the right timing.” The overall experience in the 
study had been “it’s been really positive” and that they would “definitely, definitely I’d do it again.” 

Throughout the focus group session, consumers were encouraged to identify barriers and suggest strategies for 
improvement to ECOMPACT. Table 3 shows the identified barriers, strategies and relevant consumer quotes.  

5.3.2 Pharmacist focus group  

A total of 6 pharmacists participated in the focus group (Appendix 23b). Five themes emerged from the discussion 
around the consumers experience with the various steps of the study. 

Theme P1: Overall experience with ECOMPACT 

Pharmacists stated that their overall experience in participating in the ECOMPACT study was very positive. They 
all recognized the importance of the study and said it aided them in developing their professional role as a primary 
health care provider. It gave them an opportunity to participate in public health initiatives in sexual health.  

Theme P2: Pharmacists experience in engaging with the EC consumer 

All pharmacists agreed that they felt confident and comfortable talking about EC and chlamydia screening but their 
experiences in engaging with the consumer varied. They suggested that having the more time, more skills and 
private consultation areas in the pharmacy might be a useful strategy to enhance interactions with the consumers. 

A common barrier most pharmacists found when recruiting consumers to participate in ECOMPACT was that the 
women did not want to spend time in the pharmacy or were not interested in chlamydia screening. The most 
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common reasons stated were “don’t have time to find out about the study” followed by  “long-term relationship or 
married.”  

Theme P3: Infrastructure (time, paperwork, money and staff resources) 

Infrastructure issues were common discussion points in the focus group. They all agreed that the paperwork and 
documentation added took extra time. 

EC was usually requested on the weekends and evenings. This allowed some of the quieter pharmacies to spend 
time with the consumer, while those that ran on locum pharmacists on the weekend found ECOMPACT very time-
consuming and difficult to implement. 

On the topic of money and financial re-imbursement, most pharmacists indicated that the altruistic value of 
participating in new research to improve their health professional status outweighed financial incentives. However, 
one pharmacist stated that support staff and pharmacy assistants do not share that passion for the profession.  

Theme P4: Approach to participating in ECOMPACT 

Those present at the focus group felt that while they knew the study was an important step into the development of 
the pharmacists’ role in sexual health, other pharmacists in their staff/team might not necessarily share this notion. 

Theme P5: Future direction and strategies for improving for ECOMPACT  

The pharmacists believe that offering patient a chlamydia screening kit should become part of a long-term service 
that is provided across the country. They recommended that it should be available to everyone, not just EC 
consumers. They all agreed that to be able to provide chlamydia screening, pharmacists have to feel confident and 
comfortable. Training, education and communication skills need to be provided and assessed. 

During the focus group session pharmacists suggested various strategies to address barriers they had identified. 
They have been summarized in Table 3 along with some illustrative quotes. 

 

Table 3: Barriers and strategies to improve ECOMPACT as suggested by consumers and pharmacists 

Barrier Suggested strategies Consumer Quotations 
Privacy/ 
Confidentiality 

All pharmacies should 
have separate consultation 
rooms 

“In general pharmacies need that facility anyway, because there’s often 
times in there you want to approach a pharmacist or a pharmacy and you 
want to ask more questions but you end up, walking away with something 
to read about it, ‘cause you maybe weren’t talking to someone who could 
give you the right sort of advice or you know simply it wasn’t appropriate 
environment, pharmacy outlets or pharmacist.”  [Consumer] 

Improving 
screening 
acceptance rate 

1. Available at all times 
from all pharmacies 

2. Advertise the service 

3. Education on STI to 
pharmacist and consumers 

4. Package EC and 
chlamydia kit together 

“I think it should be in every pharmacy so, and then you can return to any 
pharmacy.  I’d just make it easier.”  [Consumer] 

“Advertised that we do STD testing here or something like that.” 
[Pharmacist] 

 

“All included as one package, you’ll pay money for it and I think just 
generally people would be more likely to do it.” [Consumer] 

Improving 
screening return 
rate 

1. Increase venues for 
returning sample and 
postal returns 

2. Give options for 
obtaining results – mail/ 
email/ phone 

“I think it should be in every pharmacy so, and then you can return to any 
pharmacy.  I’d just make it easier.” [Consumer] 
 

“Have the bin the pharmacy for them to drop it and then.” [Pharmacist] 

“ Yeah just that bit easier when it comes back in the mail.”  [Consumer] 

Pharmacist specific barriers and strategies 

Paperwork, Time 
and Money 

1. Simplify the paperwork 
or corporate into PSA 
EC checklist 

2. Utilize a web-based 
system for recording 

3. Provide adequate 
compensation for time 

“Everything’s got to be on one sheet. Maybe that should get incorporated 
with the sheet that we currently use (referring to the PSA EC checklist)” 
 

“A web based system to make the implementation more successful and 
much easier to gather data.” 

“You’ve got to remember that we’re in a retail environment and we’re 
paying a retail rent and we’re paying for a retail space so we understand 
that and we understand it’s a mix between professionalism and retail.” 
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6 DISCUSSION 

ECOMPACT was developed to offer chlamydia testing to EC consumers from pharmacies, because they are 
considered to be at risk of STIs. It gave pharmacists an opportunity to approach women from the general 
population and to offer them access back into the sexual health care system.  

ECOMPACT provided the following paths to an intervention in sexual health care and achieved positive outcomes 
for participating consumers: 

1. All women with symptoms suggestive of STIs (13% of participating consumers) were referred to a 
physician for a sexual health check. Their referral for a sexual health check by the pharmacist was 
potentially a timely intervention, which may have prevented future complications of PID and subsequent 
costs on the health system. This finding in itself clearly demonstrates that pharmacists should be actively 
screening EC consumers. 

2. All asymptomatic and eligible women (67%) were given information (health promotion) on chlamydia 
screening and an opportunity to test themselves (diagnostic and long-term prevention). 

3. 28% (n=46) of 166 consumers tested themselves for chlamydia, with negative results. To obtain their 
results, consumers contacted sexual health services at Fremantle Hospital. This enhanced the STI and 
sexual health messages they received in the pharmacy. 

 

Figure 11: Pharmacists providing EC consumers access to sexual health care  

 

The ECOMPACT protocol was highly successful due to the effective collaboration between participating health 
care professionals. The study demonstrated that the infrastructure developed by the research team at the 
beginning proved effective and easily implemented. Consumers and pharmacists both considered the service to be 
highly convenient, and the timing of offering a chlamydia test with an EC consultation as highly appropriate. 

Within the participating pharmacies themselves, the service was embraced and integrated with minimal changes to 
their existing practice, because it was an extension to EC consultations that were already part of the pharmacies’ 
service schedule. Delivering the ECOMPACT model allowed the pharmacist to utilise the concepts of primary 
health care and prevention, making referrals to other health professional and provide a professionally rewarding 
new sexual health service (Figure 11).  
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6.1 Uptake of ECOMPACT 

6.1.1 Recruitment of consumers 

The pharmacists invited almost 80% of EC consumers to participate in the study, indicating that the combination of 
discussing STIs and chlamydia with EC is highly realistic. 

6.1.2 Consumer acceptance rate and return rates 

Almost half the consumers accepted to participate in the study and from that 28% did the test and returned it to a 
pathology centre. This represents an ESR of 6%.  

To put the participation rate of ECOMPACT into perspective, we have benchmarked our findings against equivalent 
figures from large-scale population based screening programs to smaller scale chlamydia pilots. 

• BreastScreen Australia was established by the Commonwealth and the states and territories in 1991 and is 
one of the most recognised and comprehensive population-based screening programs in the world. 
Screening has increased significantly since commencement of BreastScreen Australia, with a total of 
1,622,481 women screened across Australia in 2005-2006. Even so, at present, the program has an ESR of 
just over 50% of women in the target age group.

21
  

• The Bowel Cancer Screening Pilot Program tested the feasibility, acceptability and cost effectiveness of 
bowel cancer screening in Australia between 2002 and 2004. While they do not quantify their total 
population and ESR, their overall participation rate was 45.5%.

22
 (ECOMPACT participation rate =28%). 

• In the UK, a study of postal chlamydia testing kits given out by pharmacists to those requesting EC found 
that only 25% of eligible clients were offered a postal kit but only 17% returned a sample.

23
 This gave the 

study an ESR of 9%. 

• The Australian Federal Government conducted a chlamydia screening pilot in general practice, on the basis 
that nearly 90% of women and 70% of men aged between 15 and 24 see a general practitioner (GP) at 
least once a year, making general practice an excellent opportunity to reach a vast majority of that 
population.

14
 A retrospective evaluation of Medicare data for the period of October 2007 to March 2008 

indicated that their ESR was 6.3% for women and 1.6% for men in that age group were recorded by the 
Health Insurance Commission as having been tested for chlamydia.

24
  

ECOMPACT was a feasibility study of a much smaller scale than any of the studies described above. However 
these comparisons indicate that while the findings of ECOMPACT fall short of high benchmarks set by well-funded 
and marketed programs like BreastScreen Australia and the Bowel Cancer Screening Pilot, they are comparable to 
other successful pharmacy-based and GP chlamydia screening studies. 

6.1.3 Stage 1: Eligibility Assessment Checklist 

Using the Eligibility Assessment Checklist on the 247 consumers that accepted to participate in the study, the 
pharmacists identified almost 15% of them to have symptoms suggesting an undiagnosed STI. This demonstrated 
that by just asking a few simple questions, pharmacists can play a significant role in the detecting and referring 
women that need further investigations. The importance of such a simple intervention to public health and health 
care costs has been shown in research.

7, 8
 

A study in Melbourne found that 70% of those tested positive for chlamydia had the same symptoms we identified 
in this study.

25
 This suggests that a large majority of our 33 symptomatic consumers may be positive for chlamydia. 

Other population based studies suggest that almost 40% of women with undiagnosed chlamydia could be 
susceptible to PID and hence infertility.

3, 4
 Based on these findings, it is probable that just using the Eligibility 

Assessment Checklist, pharmacists may have identified and prevented cases of PID. This study presents no 
evidence for this assumption, as although these consumers were referred for a full sexual health check, due to 
ethical reasons we could not follow the outcomes of the referral. 

6.1.4 Stage 2: Testing for chlamydia 

46 asymptomatic consumers completed ECOMPACT and tested negative for chlamydia. An Australian prevalence 
survey of 657 asymptomatic (n=657) found that women of similar age (women aged 18-29 years) and 
demographics as ECOMPACT had an overall chlamydia prevalence of 0.9%.

25
 Other Australian prediction models 

for the prevalence of chlamydia suggest that it ranges from 0.5% to 3.5% and is dependent on the demographics of 
those tested and their associated sexual risk factors.

19, 26
 Accordingly, the findings of this feasibility study were as 

expected.  
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6.1.5 CATI telephone interviews  

150 (90%) out of the 166 of the consumers recruited by the pharmacists agreed to leave their full name and mobile 
phone number for the in-depth telephone surveys. This is a successful outcome as anecdotal evidence from many 
similar studies state that women do not want to be identified and followed-up when it comes to sexual health. The 
finding suggests that consumers asking for EC in a pharmacy gained a level of trust and confidence in the 
pharmacists. 

Approximately 60% of consumers eventually participated in the telephone survey. We can conclude that while 
there are reasons for a high percentage of consumers not completing the study, age and demographics are not 
barriers to implementing ECOMPACT and in this respect the targeting strategies applied are valid. Demographic 
information of consumers that refused to participate in the study could not be collected and we are therefore unable 
to draw comparisons between these consumers and the participating groups. 

6.1.6 Reasons for consumer not participating in ECOMPACT 

The main reasons for almost 25% of the consumers for not wanting to participate was that they were married or in 
a stable relationship and therefore may not consider themselves to be at risk from chlamydia. This percentage of 
women is considered about normal for the EC population according to the two sexual health physician involved in 
this study. Another common reason was that they had been tested in the last 4 weeks because they had 
unprotected sexual intercourse. This displays a high-risk behaviour, i.e. they had unprotected intercourse again 
within this period.  

6.1.7 Reasons for consumer not completing ECOMPACT 

The most common barriers that prevented consumers from completing ECOMPACT were that they had to drop the 
test at a designated pathology drop-off site, and that the test expired before they had a chance to use it.  

The LVS requires certain precautions and timeframes that need to be observed. For optimal stability, once a LVS 
has been taken, it has to be stored between 2°C to 30°C, and if stored appropriately remains stable at room 
temperature for 20 days.

27
 To prevent the risk of consumers storing the pathology sample incorrectly and 

compromising the result, by for example keeping it in a car (temperatures in Perth can easily rise above 30°C in 
cars), consumers were advised to return the specimen to a pathology centre within 72-hours of collection. Some 
other consumers were deterred by the co-ordination required to return their sample to a pathology drop-off site in 
time, or simply found it inconvenient to visit a pathology site. In retrospect, educating consumers about the sample 
and its stability, and giving them specific instructions on how to store the specimen and the actual timeframes might 
have improved the return rate. A revised ECOMPACT model should explore alternative solutions.  

6.2 Pharmacy Setting 

6.2.1 Confidentiality and Privacy in the pharmacy 

In general, consumers were comfortable to discuss sexual health with the pharmacist. The study did however yield 
some conflicting results regarding privacy. When consumers were asked a polar (yes/no) question to indicate 
whether they were concerned about privacy, 87% answered that they were not concerned. By contrast, when the 
same consumers were asked open-ended questions, almost 50% said they experienced a lack of privacy. The 
divergence of findings was confirmed in the consumer focus group sessions where every participant had a different 
experience on where their consultation took place and how they felt about it. While participants expressed that the 
need for privacy during sexual health consultations varies for each individual, they were clear that a dedicated 
private consultation area was preferable and that they would not feel comfortable discussing sexual health ‘over the 
counter’. 

Sexual health has always been associated with social stigma.
28

 During the focus group discussions the point was 
raised that the approach by the pharmacist to talk about sexual health could be perceived as ‘singling out’ an 
individual. The concerns of being ‘caught’ having a discussion about STI with a health professional, are similar to 
those identified by Pavlin et al. in relation to general practice not being confidential or private enough for chlamydia 
testing.

28
 However community pharmacies can provide a neutral and anonymous setting if the consultation is 

handled discreetly and in private, thereby alleviating these concerns.  

6.2.2 Communication with EC consumers 

Talking to young women about STIs and chlamydia, regardless whether it is in a clinical setting or a community 
pharmacy is not easy. Many pharmacists are uncomfortable talking about sexual health, and as such may not be in 
an ideal position to consult a consumer about STIs let alone make them feel comfortable. Themes emerging from 
the open-ended questions in the CATI telephone interviews confirm this. It is plausible to assume that pharmacists 
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acquire confidence and develop their communication style in this new field of sexual health the more it becomes 
part of their regular practice. The ECOMPACT training course was developed to help pharmacists become 
confident and comfortable with talking about sexual health, but training alone cannot substitute this progressive 
learning. 

Most participating pharmacists thoroughly enjoyed participating in the study. Several found it satisfying that they 
could extend the EC consultation to completion as per the PSA protocol, by including sexual health advice. Their 
motivations for participating in ECOMPACT were highly altruistic. They recognised the importance of the study, and 
participating in ECOMPACT gave them a chance to exercise their professional reputation as a primary health care 
provider in the field of sexual health services.  

6.2.3 Effectiveness of the ECOMPACT Training Course 

Participation in sexual health services such as ECOMPACT requires pharmacists to exercise clinical decision-
making. The Eligibility Assessment Checklist was designed to form the basis of the pharmacists’ clinical decisions, 
but did not substitute clinical knowledge. 

The training course was designed to ensure participating pharmacists had the required knowledge to talk about 
STIs and chlamydia screening and to ensure that they understood the ECOMPACT protocol. It was not intended to 
set performance benchmarks and therefore an assessment of the effectiveness of the training course was not 
within the scope of the study. The success of the training session is exhibited incidentally by the fact that 19 out of 
20 pilot pharmacies successfully administered the ECOMPACT study protocol in their pharmacy. 

The pharmacists actively engaged with almost all of their EC consumers in consultations about STIs, chlamydia, 
and the ECOMPACT study. Furthermore, every pharmacy issued ECOMPACT Testing Kits to their consumers and 
had at least one chlamydia test returned to a pathology centre. We believe that the training course positively 
contributed to this outcome.  

6.2.4 Barriers identified by pharmacists when delivering ECOMPACT 

Infrastructure issues within the pharmacy, such as time spent on consultations, appropriate re-imbursement, and 
staffing issues were raised as the most common concerns during the study, however they had little impact on the 
participation of pharmacists. These infrastructure issues are synonymous with the findings of Armour et al. that 
investigated the attitudes of community pharmacists toward pharmacy practice research in Australia.

29
  

6.3 Infrastructure within the ECOMPACT protocol 

A unique feature of ECOMPACT model was that community pharmacists could order what is typically called a 
“medicare” pathology test without a Medicare Provider Number. This feasibility study showed that pharmacists 
successfully requested a pathology test for 166 consumers, 46 of which returned it to a pathology drop-off site. 
There were no queries from the pathology centres over any of the pathology requests made by the pharmacists. 
Disseminating results from pathology centres to the nominated sexual health physician at Fremantle Hospital was 
also seamless. This demonstrates that the infrastructure and channels developed by the research team were 
strong and that pharmacists are capable of requesting direct-to-consumer chlamydia tests from pathology centres.  

6.4 Limitations 

A pre and post training evaluation for the pharmacists that participated in the ECOMPACT study was not 
conducted. Therefore, it is not possible to quantify the effectiveness of the training session we developed and 
delivered. Future studies should consider this during the development stages of the study protocol. 

Ethical restrictions on the study did not permit us to follow the outcomes of the 33 symptomatic consumers that 
were referred to a physician. Therefore, we cannot access the full impact that ECOMPACT could have had on the 
health of these women. Future studies should aim to create a follow up pathway with this group of women. 

Another ethical restriction was that we could not recruit any consumer under the age of 18 years due to guidelines 
on “consent for a minor”. One way of overcoming this is barrier in the future may be integrating the Eligibility 
Assessment Checklist with the PSA EC protocol. This way they would at least be assessed for symptoms of STIs. 

Some pharmacies relied on locums on the weekend, and in some cases they were not asked to participate in the 
study. Therefore we may find that the total number of EC consultations may be under-recorded, leading to an 
inaccurate recruitment rate. To address this issue, the project co-ordinator sent fortnight emails to remind 
pharmacists to record all EC consultations and requested their monthly EC stock usage. 
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6.5 Conclusion 

This study has developed a model for pharmacy-based chlamydia screening and established clear evidence that it 
is feasible in the Australian healthcare setting. Its success is defined by two basic strategies: Firstly, targeted 
chlamydia screening is an extension of the PSA EC protocol already used in pharmacies. It utilises existing 
infrastructure within the pharmacy setting to implement a service with minimal disruption to current practice. Taking 
this a step further, the Eligibility Assessment Checklist could easily be added to the current EC protocol to become 
a nationwide screening tool for STIs. 

Secondly, targeting EC consumers insured that screening is offered to a general population that displays at-risk 
behaviour for chlamydia and other STIs and may otherwise not have been screened. The findings from this study 
confirm that these consumers are at risk of undiagnosed chlamydia infections.  

Currently, consumers need to make an initial appointment with a physician to get a chlamydia pathology request, 
and a follow-up appointment if found positive. Our research has shown that the average EC consumer was 24 
years old and works full time. They may find it difficult to take time off for a GP appointment, especially if they do 
not experience any or only mild symptoms. By allowing the pharmacist to request a direct-to-consumer pathology 
test for chlamydia, pharmacists provide a convenient, easier and more accessible option for this group of women. 

This, and the fact that in the process it does not rely on GP’s or other health professionals to provide clinical data to 
the pharmacist (one of the major limiting factors in most chronic disease management studies) ensure that the 
model is self-contained and sustainable. Pharmacists can play a significant role in sexual health and contribute to 
primary health care with minimal infrastructure costs to themselves and other healthcare providers. 

Future strategies should seek to refine the ECOMPACT model based on suggestions made by consumers, 
pharmacists and stakeholders. A larger study of this kind conducted across Australia could include measures to 
identify prevalence rates of chlamydia in the EC population. In addition a well-designed and socially marketed 
pharmacy-based chlamydia screening program could have the capacity to increase sexual health awareness, and 
normalise STI screening by attaching itself to pharmacy-based EC, which has already become ‘normal’. 

ECOMPACT was the first study of its kind in Australia and required a level of participation of pharmacists not seen 
before. It also tested the willingness of consumers to embrace and use a new service related to sexual health. 
Considering that almost half agreed to participate, ECOMPACT has shown that pharmacists can provide STI 
screening services and that their consumers are willing to accept these services. 

 

7 COST OF ECOMPACT 

This section discusses the approximate costs of conducting the ECOMPACT study and serves as guidance on the 
amounts of funds required to support pharmacy-based chlamydia screening to all EC consumers.  

The approximate cost of each ECOMPACT Testing Kit issued and returned to pathology was as follows: 

Table 4: Cost of ECOMPACT 

Cost of ECOMPACT Testing Kit Low Vaginal Swab (LVS) $1.00 
 Materials for the kit (leaflet and envelop) $2.00 
Cost of Pathology Test NAAT Testing of LVS $25.00 
 Total $28.00 
Pharmacists Time Time taken by pharmacist for eligibility assessment checklist 2 mins 
 Time taken by pharmacist for giving out ECOMPACT kit 3-5 mins 
 Total time for the study protocol 5-7 mins 
 Cost of the pharmacists time of 5-7 minutes@ $80/hr ≈$10 
Final Total  $38.00 
(Note: The $80 hourly rate for the pharmacist includes on cost charges) 

 

To ensure that ECOMPACT is effective when implemented as a nationwide screening program, the key roles 
required are: 

• A Programme Lead/ Co-ordinator (based nationally) to establish collaboration networks between family 
planning, the Royal College of Pathologist of Australia and sexual health physicians in each state; 

• A Pharmacy co-ordinator (state or national based) to provide training and support to pharmacists; and 
• A sexual health nurse (state based) to disseminate the test results, and refer positive patients for treatment 

and further investigations. 
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8 RECOMMENDATIONS 

The final stakeholder meeting was held on 26
th

 Oct 2009 at UWA. 

The aim of the meeting was to review the quantitative and qualitative analysis of the 6-month ECOMPACT 
feasibility study and: 

• Develop recommendations for the future of ECOMPACT model; 

• Explore funding options for the ECOMPACT model and 

• Develop guidelines for a national ECOMPACT model. 

8.1 Stakeholder driven recommendations 

Recommendation 1: Integrate the ECOMPACT Eligibility Assessment Checklist into the existing PSA EC 
checklist. 

The pharmacists identified 13% of consumers as having symptoms of STIs by using the Eligibility Assessment 
Checklist and were immediately referred to a physician. 

We strongly recommend that the 5 questions from the Eligibility Assessment Checklist should be integrated in the 
PSA’s national EC protocol for supply. This should be done without delay. 

Recommendation 2: Integrate ECOMPACT model with all EC consultations from all community 
pharmacies. 

769 women requested EC from 20 pharmacies over 6 months. Pharmacists assessed 247 consumers and 
requested a chlamydia pathology test for 166. These women would otherwise not have had an STI intervention at 
that point in time. ECOMPACT provides new avenues for screening for chlamydia based on convenience and 
increased accessibility. 

We urge all professional pharmacy bodies to recognise that pharmacies can extend their roles into preventative 
health care and contribute to chlamydia screening in accordance with the Australian Sexually Transmissible 
Infections Strategy and work towards integrating the ECOMPACT model with all pharmacy-based EC 
consultations. 

Recommendation 3: Improve the existing ECOMPACT model to increase the uptake and return rates of 
chlamydia tests. 

The barriers identified in the evaluation of ECOMPACT should be addressed and the strategies suggested to 
improve ECOMPACT should be considered. They are: 

• Increase the number of pathology drop-off sites. 

• Consider options for postal return for the chlamydia test. Part of this process should include identifying 
alternative brands of LVS that do not have a transport medium.  

• Give the consumer more specific verbal and written instructions. 

• Give the consumer options for their preferred method of obtaining their results. This may be done at the 
point of recruitment in the pharmacy or when the consumer returns their sample to pathology testing, 
depending on the method of return. 

• Provide options for where to obtain treatment for consumers that test positive. 

Recommendation 4: Secure funds for the wider availability of ECOMPACT 

Pharmacists successfully implemented ECOMPACT and provide chlamydia screening to EC consumers. They 
provide an easy and accessible alternative to chlamydia screening to women that may not otherwise been tested. 

We strongly recommend the Pharmacy Guild of Australia to secure “block funding” for the ECOMPACT model 
through one of these strategies. 

• The second National Sexually Transmissible Infections Strategy;  

• The Preventative Health Taskforce; or  
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• The Fifth Community Pharmacy Agreement. 

These agreements are currently in consultation with the Australian Government Department of Health and Ageing 
and we urge the Pharmacy Guild of Australia to lobby for “block funding” for a national pharmacy-based chlamydia 
screening service. 

The funding should cover: 

• The immediate cost of ECOMPACT as illustrated in Table 4 (Section 7), 

• Adequate re-imbursement for the pharmacists’ time and involvement in providing the ECOMPACT service. 
This can be done by determining the appropriate method and value of incentive, such as payments per 
consultation, returned kit or target incentives (e.g. a one-off payment for every 10 tests returned); and 

• The cost of personnel (as outlined in Section 7) required to implement and deliver ECOMPACT. 

Recommendation 5: Ensure all pharmacists possess necessary skills and a level of knowledge that will 
enable them to sexual health services. 

To achieve this: 

• A higher profile needs to be given to sexual health in the pharmacy curriculum at university level; 

• Develop a continued professional development course for pharmacists on sexual health, chlamydia 
screening, dealing with difficult situations and child protection. 

• Develop a training session for ‘front line’ pharmacy assistants and students which includes an initial face-to-
face training session and subsequent follow-up (refresher) training, potentially six monthly.  

• Use of internet technology, may provide delivery of interactive, problem-based, and accessible training 
whereby pharmacists and their staff can learn at their own speed.  

• Evaluate the effectiveness of the training course prospectively to assess changes in confidence and skills 
pre-training, post-training and at various times during the study period. 

Recommendation 6: Ensure every pharmacy has a private consultation area. 

The results of this study demonstrate that consumers want their EC consultation in more private and professional 
spaces in the pharmacy.  

We strongly recommend that all pharmacies should be able to provide an area suitable for discussions on EC and 
chlamydia screening. 

Recommendation 7: The chlamydia screening service and kits should be promoted to service users on the 
platform of ease of use, convenience and anonymity 

Consumers often first learn about the in-pharmacy service through national media and in store promotion.  

We recommend that targeted communication strategies and marketing initiatives should be undertaken at national 
level. 

Recommendation 8: Identify and acknowledge other target groups for chlamydia screening from 
pharmacies. 

The potential for pharmacists offering chlamydia screening to other “high-risk” groups should be investigated. 

We recommend that future studies should be funded to identify other target groups. 
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8.2 Framework for guidelines for national pharmacy-based chlamydia screening service 

The following framework provides an outline of the issues to consider when setting a pharmacy-based chlamydia 
screening service. While this framework can be used in consultations for funding, we strongly recommend that key 
stakeholders from every state are involved prior to the creation of national pharmacy-based chlamydia screening 
guidelines.  

What is ECOMPACT? 

• The Emergency Contraception Mediated Pharmacy Access of Chlamydia 
Testing (ECOMPACT) model is collaboration between pharmacists, 
pathology centres, general practitioners (GP), family planning and sexual 
health services.  

• It provides opportunistic chlamydia screening to all consumers that access 
Emergency Contraception (EC) from the pharmacy. 

• Pharmacists assess the consumer for eligibility for chlamydia testing using 
the Eligibility Assessment Checklist. 

• If eligible the pharmacist completes a pathology request form for the 
chlamydia test and gives the consumer an ECOMPACT Testing Kit that 
contains a test and instructions for the consumers on how to collect their 
own sample, where to return it and how to obtain the their results. 

Pharmacist – Consumer Interaction 

Recruitment Strategy 
• Pharmacist Initiated. 
• After EC consultation. 
• Opportunistic screening for STIs of all EC consumers. 

Screening and 
Assessment 

• Screening for STI symptoms. 
• Refer all consumers with symptoms to a physician.  
• Offer ECOMPACT Testing Kit to all eligible and asymptomatic consumers. 

Type of Specimen 

• All tests must use a NAAT platform.  
• Consumer collects their pathology sample. Options include 

• Low Vaginal Swab (LVS)  
• First Void Urine (FVU) 

Return of Specimen 

Examples include: 
• All pathology centre drop-off sites 
• All pharmacies 
• Postal mail 

Dissemination of Results 

Consumer should advise on: 
• How they want the results to be disseminated i.e. either calling a 

designated phone number or getting results in mail / email. 
• Where they want their results to be sent. Options include their own GP, a 

local family planning or sexual health service. 

National and State Based Management 

Infrastructure 

• Provide pharmacists with education on sexual health testing 
• Ensure all physicians are aware that pharmacists are requesting 

chlamydia tests for pharmacy-based EC consumers. 
• Ensure all pathology centres have the capacity to send the consumers 

results to the nominated physician. 

Key personnel 
• Programme lead/ co-ordinator (Based at National level) 
• Pharmacy co-ordinator (National or State Based) 
• A sexual health nurse (State Based) 

Funding 
• “block funding” for pharmacy-based chlamydia testing. 
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9 APPENDICES 

 

1. a. Minutes of Stakeholder Meetings 1 

b. Minutes of Stakeholder Meetings 2 

c. Minutes of Stakeholder Meetings 3 

2. Pharmaceutical Society of Australia Emergency Contraception Protocol 

3. Pharmacist Expression of Interest to Participate Letter 

4. Department of Planning Western Australia Metropolitan Regional Scheme  

5. Pharmacist Acceptance Letter 

6. ECOMPACT Eligibility Checklist and Consent Form 

7. Health Review Request Form 

8. ECOMPACT ‘What you need to know’ Leaflet 

9. ECOMPACT Reminder Card 

10. ECOMPACT Protocol Explanatory Notes 

11. a. ECOMPACT Pharmacist Training Course Program 

b. ECOMPACT Pharmacist Training Course Presentation Slides 

12. a. Summary Form S1 

b. Summary Form S2 

13. CATI Telephone Interview 

14. Consumer Invitation to Focus Group Letter 

15. Pharmacist Invitation to Focus Group Letter 

16. Consumer Focus Group Themes 

17. Pharmacist Focus Group Themes 

18. Consumer Focus Group Information Sheet and Consent Form 

19. Pharmacist Focus Group Information Sheet and Consent Form 

20. Patient Demographic Survey 

21. Demographics of Participating Pharmacies 

22. a. Number of Telephone Surveys 

b. Demographics of Consumers Interviewed 

23. a. Demographics of Consumers at the ECOMPACT Focus Group 

b. Demographics of Pharmacists at the ECOMPACT Focus Group 
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Appendix 1a: Minutes of Stakeholder Meeting 1 
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Appendix 1b: Minutes of Stakeholder Meeting 2 
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Appendix 1c: Minutes of Stakeholder Meeting 3 
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Appendix 2: Pharmaceutical Society of Australia Emergency Contraception Protocol 
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Appendix 3: Pharmacist Expression of Interest to Participate Letter 
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Appendix 4: Department of Planning Western Australia Metropolitan Regional Scheme  
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Appendix 5: Pharmacist Acceptance Letter 
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Appendix 6: ECOMPACT Eligibility Checklist and Consent Form 
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Appendix 7: Health Review Request Form 
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Appendix 8: ECOMPACT ‘What you need to know’ Leaflet 

 



 

  48

FINAL REPORT 

 



 

  49

FINAL REPORT 

Appendix 9: ECOMPACT Reminder Card 
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Appendix 10: ECOMPACT Protocol Explanatory Notes 
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Appendix 11a: ECOMPACT Pharmacist Training Course 
Program
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Appendix 11b: ECOMPACT Pharmacist Training Course Presentation Slides 
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Appendix 12a: Summary Form S1 - to continually obtain uptake data from the pharmacies 

 

 

Appendix 12b: Summary Form S2 - to monitor the number of tests returned 
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Appendix 13: CATI Telephone Interview 
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Appendix 14: Consumer Invitation to Focus Group Letter 
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Appendix 15: Pharmacist Invitation to Focus Group Letter 
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Appendix 16: Consumer Focus Group 
Themes
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Appendix 17: Pharmacist Focus Group Themes 
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Appendix 18: Consumer Focus Group Information Sheet and Consent 
Form
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Appendix 19: Pharmacist Focus Group Information Sheet and Consent Form 
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Appendix 20: Patient Demographic Survey 
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Appendix 21: Demographics of Participating Pharmacies 

 

Pharmacy ID 

Attended the ECOMPACT training session 
Type of 

consultation area Pharmacists 
Pharmacy 

Students 

Pharmacy 

Assistants 

01 1   Screened area 

02 2 1  Consultation room 

03 4   Consultation room 

04 5 1  Consultation room 

05 1   Consultation room 

06 1   Consultation room 

07 1 2  Screened area 

08 1 1 1 Consultation room 

09 1   Screened area 

10 1   Screened area 

11 2 1  Consultation room 

12 2   Consultation room 

13 2   Screened area 

14 1  1 Screened area 

15 2 1  Screened area 

16 2   Consultation room 

17 4   Consultation room 

18 1   Counter 

19 1   Counter 

20 1 2  Screened area 

TOTAL 36 9 2  
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Appendix 22a: Number of Telephone Surveys 

 

 

 

 

 

Appendix 22b: Demographics of Consumers Interviewed 

  Completed 
ECOMPACT 

n=20 (%) 

Did Not Complete 
ECOMPACT 

n=71(%) 

Total CATI survey 
results 

n=91 (%) 

Mean age ± SD 24±5. 
 

23±5 
 

24±5 
 

Occupation status    

 Student 5 (25%) 17 (24%) 22 (24%) 

 Working full-time 12 (60%) 41 (58%) 53 (58%) 

 Working part-time 2 (10%) 6 (9%) 8 (9%) 

 Parent / Carer 1 (5%) 4 (6%) 5 (6%) 

 Looking for work 0 (0%) 3 (4%) 3 (3%) 

Qualifications     

 No formal qualification 1 (5%) 2 (3%) 3 (3%) 

 Year 12 / Equivalent 3 (15%) 23 (32%) 26 (29%) 

 Certificate / Diploma 10 (50%) 22 (31%) 32 (35%) 

 University degree 5 (25%) 21 (30%) 26 (29%) 

 Post graduate 1 (5%) 3 (4%) 4 (4%) 

STI test in last 12 months    

 Yes 10 (50%) 34 (48%) 44 (48%) 

 No 10 (50%) 37 (52%) 47 (52%) 

Usual method of contraception    

 Condoms 11 (55%) 41 (58%) 52 (57%) 

 Contraceptive pill 10 (50%) 36 (50%) 46 (51%) 

 Implant 1 (5%) 2 (3%) 3 (3%) 

 Other 1 (5%) 3 (4%) 4 (4%) 

 None 1 (5%) 6 (9%) 7 (8%) 
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Appendix 23a: Demographics of Consumer at the ECOMPACT Focus Group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 23b: Demographics of Pharmacists at the ECOMPACT Focus Group 

Gender Age Occupation Years qualified Consultation area 

Female 37 Pharmacy Owner/Partner 14 Consultation Room 
Female 28 Pharmacy Manager 7 Screened Area 

Male 27 Employee Pharmacist 1 Consultation Room 
Male 29 Pharmacy Owner/Partner 3 Consultation Room 
Male 25 Pharmacy Manager 3 Consultation Room 
Male 35 Pharmacy Owner/Partner 16 Private Area 

Age Highest level of education Current Occupation Completed Test 

26 Bachelor Working full time Yes 

24 

19 

21 

Bachelor 

TAFE 

Year 12 

Working part time 

Working full time 

Student 

No 

Yes 

No 

27 Year 12 Working full time No 
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