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Abstract

Background: Reportable sexually transmitted infections (STIs) have increased in California, 

with dramatic rises in prenatal and congenital syphilis. In response, in 2018 Planned Parenthood 

Northern California implemented two opt-out screening protocols: 1) HIV, chlamydia, gonorrhea, 

and syphilis co-screening for pregnant patients at pregnancy diagnosis and 2) linking HIV and 

syphilis screening for all patients.

Methods: Using qualitative analyses, we explored implementation barriers and facilitators that 

can be addressed by clinical leadership and staff to expand uptake of enhanced screening 

protocols. Sixteen staff were interviewed across three Planned Parenthood Northern California 

clinics. Primary thematic analysis followed by secondary sub-analysis identified themes. Analyses 

of questions were only included for each interviewee if answered and applicable.

Results: Five themes of commentary emerged, featuring both facilitators and barriers 

for protocol implementation: patient education/communication; staff education/communication; 

workflow; patient willingness; and (for protocol 1 only) visit complexity at the time of pregnancy 

diagnosis. Additional findings included: 93% (13/14) stated protocols increased syphilis screening 

and identification; 100% (12/12) reported positive impacts on patient care; 42% (5/12) noted 

increases in staff workload, 25% (3/12) reported workload improvements over time and 33% 

(4/12) reported no workload-related impacts; 86% (13/15) reported decreased screening during the 

COVID-19 pandemic.

Conclusion: Addressing patient and staff education during the beginning stages of 

implementation may have positive impacts on willingness to adopt new protocols. Consideration 

of workflow and visit complexity at pregnancy diagnosis may also aid in successful 

implementation of expanded STI screening protocols in family planning clinics.

Short Summary:
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This qualitative study explored implementation barriers and facilitators that can be addressed by 

clinical leadership and staff to expand uptake of enhanced sexually transmitted infection screening 

protocols.

Introduction:

In the United States, Sexually Transmitted Diseases (STIs) affected approximately 1 in 

5 Americans at any given point in 20181. While some individuals experience STI-related 

symptoms, STIs such as syphilis, gonorrhea, chlamydia, and HIV are often asymptomatic2. 

Thus, without routine screening, asymptomatic STIs often remain undetected and result 

in delayed treatment, continued transmission, downstream sequelae, and ongoing costs to 

the healthcare system3,4. Additionally, syphilis and HIV can be transmitted vertically from 

a pregnant person to their fetus, resulting in congenital syphilis (CS) and perinatal HIV 

respectively. CS neonatal outcomes include severe birth defects, preterm birth, stillbirth, and 

neonatal death5. Perinatal HIV is similarly associated with preterm birth, stillbirth, and low 

birthweight6.

Diagnosis of one STI also increases one’s acquisition risk for other STIs, highlighting 

the need for an integrated approach to infection prevention7,8,9. Yet knowledge about STI 

services, awareness of these conditions, and accessibility of services remain barriers to 

seeking sexual health care10,11. Family planning clinics are essential in the provision of 

comprehensive sexual health services and are an ideal setting for STI screening, particularly 

among those who could become pregnant12. Such clinics often offer STI screening per 

national STI guidelines which rely on STI risk assessment via detailed sexual history taking 

and patient awareness and disclosure of STI risk factors. Barriers to thorough sexual history 

taking such as time limitations, lack of provider education and lack of patient disclosure 

due to stigma may result in missed opportunities for diagnosis and treatment10. Routinized 

opt-out STI screening results in higher STI screening rates, and CDC recommends this 

strategy for all adult and adolescent HIV screening in healthcare settings13,14,15. Yet, many 

clinical settings have not adopted this approach due to barriers like lack of familiarity with 

clinical recommendations, inaccurate perception of incidence, and time constraints16,17.

In response to an increase in syphilis diagnoses among cis-gender women and pregnant 

patients between 2016–2018, Planned Parenthood Northern California implemented two 

expanded opt-out STI screening protocols:

1. HIV, chlamydia, gonorrhea, and syphilis co-screening for pregnant patients at 

time of pregnancy diagnosis (e.g., same-day testing upon receipt of a positive 

urine pregnancy test, rather than waiting until subsequent prenatal visit). After 

pregnancy diagnosis and STI screening, patients were referred to their first 

prenatal appointment where additional prenatal testing was conducted.

2. Linking HIV and syphilis screening (e.g., any patient screened for HIV is also 

screened for syphilis and vice versa).

These protocols were implemented at all 17 health centers across Northern California, which 

accommodated approximately 160,000 visits annually.
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This study sought to identify barriers and facilitators that could be addressed by 

clinical leadership and staff to expand the uptake of enhanced STI screening protocol 

implementation.

Materials and Methods:

As part of a program evaluation to identify facilitators and barriers to enhanced 

screening protocols, three Planned Parenthood Northern California family planning clinics 

were identified in counties with notable increases in syphilis morbidity to represent 

Planned Parenthood Northern California urban, suburban, and rural service regions. 

Current or former Planned Parenthood Northern California staff employed during protocol 

implementation were eligible for interview. To ensure diversity of staff roles, clinic directors 

identified staff for interviews across the following categories: flow coordinator, front desk, 

billing, and those providing direct patient care. Purposive sampling was used to identify 

staff for leadership interviews to include senior leadership who led system-level oversight of 

protocol implementation. A recruitment email was sent to 45 eligible clinic staff. Based on 

recruitment response and availability, sixteen participants – 12 clinical and four leadership – 

were enrolled.

The California Department of Public Health evaluation team developed two semi-structured 

interview tools with input from Planned Parenthood Northern California staff who were 

familiar with clinic implementation, one designed for clinic-level staff and a second for 

leadership-level staff. Clinic-level interviews consisted of 14 open ended key questions, 

7 which had optional secondary follow-up questions that were asked if applicable and 

interview time allowed. Leadership-level interviews consisted of 16 open ended key 

questions, 11 which had optional secondary follow-up questions. Key questions explored 

the following domains: awareness of protocols, facilitators and barriers to implementation, 

consistency of protocol adherence, impacts of COVID-19, effectiveness, quality of care, 

workload, and resources. Electronic consent was obtained from participants, and the study 

was approved by the California Department of Public Health and University of California 

San Francisco Institutional Review Boards.

Between March and August 2021, 16 semi-structured 30-minute interviews were conducted 

by two trained project staff via audio teleconference. Unanswered questions where the 

interviewee was not queried due to time constraints or because the question was not 

applicable (e.g., interviewee was not employed during protocol initiation) were excluded 

from the analysis of that question. Participants received a $30 gift card for their 

participation.

After interviews were concluded, thematic qualitative data analysis was conducted to 

identify primary themes. Interview responses were reviewed, coded, and two project team 

members collaboratively grouped responses into five main themes. A secondary sub-analysis 

of each primary theme was conducted to identify subthemes. A project team member 

conducted the initial identification of themes and subthemes, and a second team member 

reviewed responses and themes to verify categorization. Team members met to iteratively 

develop, discuss, and refine themes until consensus was reached.
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Results:

Five themes pertaining to protocol implementation facilitators and barriers emerged: patient 

education and communication, workflow, staff education and communication, patient 

willingness to receive STI testing, and, for pregnant patients, visit complexity at the time of 

pregnancy diagnosis (see Table 1 & 2).

Patient Education and Communication (n=16)

Patient education and communication was the most reported facilitator. Education, 

particularly about current syphilis rates, CS outcomes, and benefits of screening, were noted 

to address patients’ knowledge gaps and increase willingness to receive STI screening by 

69% of interviewees. Additionally, for pregnant patients, reviewing the benefits of early 

prenatal syphilis testing encouraged immediate screening at pregnancy diagnosis.

Regarding communication, 50% of interviewees reported that language was important for 

implementation, with opt-out language specifically highlighted by 44% of interviewees. In 

addition, 19% noted that providing information about the new protocols and their rationale 

to patients helped to garner trust and normalize screening, and 19% noted that underscoring 

the convenience of specimen collection was helpful both in terms of ease of collection and 

the convenience of conducting multiple specimen collections in a single visit.

Workflow (n=16)

Workflow changes, particularly around incorporating phlebotomy into patient visits where 

blood draws otherwise would not have been performed, posed a barrier to protocol 

implementation per 50% of interviewees; however, a near-equal number of interviewees 

(56%) commented on facilitators to address this such as stocking supplies in exam rooms 

and assessing patients’ deterrents to phlebotomy (e.g., fear of needles) at the beginning 

of the visit to proactively address deterrents during patient education. Documentation 

inefficiencies within the medical record were noted by two interviewees; however, a new 

electronic medical record system later helped streamline these processes. In addition, one 

interviewee noted that provider follow-up with patients who initially declined screening 

reinforced protocol implementation.

Staff Education and Communication (n=16)

Staff education about syphilis, other STIs, and the purpose of the new protocols fostered 

staff participation in offering testing to their patients, per 44% of interviewees. While 

25% of interviewees noted challenges adapting to the new protocols and opt-out language, 

scripts guided consistent opt-out language in patient discussions. Phlebotomy training also 

improved staff comfort and confidence, even amongst staff that had previously received 

training, as they were given an opportunity to practice skills and ask questions.

31% of interviewees noted that clinic-level communication such as reminders about 

protocols from clinician-champions to frontline staff was reportedly helpful while 25% 

noted that leadership-level communication such as progress reports with clear goals and 

benchmarks also helped set expectations and ensure accountability.
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Patient Willingness and Visit Complexity at the Time of Pregnancy Diagnosis (n=16)

Patients’ willingness to be tested was the most reported barrier to protocol implementation. 

Willingness declined with patient hesitancy to receive blood draws, per 63% of interviewees, 

and when STI screening was not the patients’ presenting concern (e.g., pregnancy, vaccine, 

or contraception visits), per 19% of interviewees. Regarding pregnant patients, 25% of 

interviewees mentioned adding STI testing to an already complex visit at the time of 

pregnancy diagnosis could be difficult.

Impacts of COVID-19 (n=15)

While 86% of interviewees reported a decrease in syphilis screening during the COVID-19 

pandemic, 67% reported improved syphilis screening over time as restrictions lessened. 

Per interviewees, healthcare system impacts of COVID-19 including decreased visit time, 

reduced access to STI screening at other clinics, decreased patient volume, and increases in 

telehealth (which precluded specimen collection), resulted in fewer screening opportunities.

Additional Considerations: Consistency, Effectiveness, Quality of Care, Workload, and 
Resources

In addition to the five themes above, the following observations were frequently noted 

by interviewees. 1) Consistency (n=12): Interviewees reported consistency in staff 

implementation of HIV, chlamydia, gonorrhea, and syphilis co-screening for pregnant 

patients (50%) and HIV and syphilis co-screening for all patients (67%). Two interviewees 

reported that, while the overall volume of screening decreased due to COVID-19 

restrictions, implementation of protocols among in-person patients became more consistent. 

2) Effectiveness (n=14): Most interviewees (93%) stated that the protocols were effective at 

increasing syphilis screening and identification. 3) Quality of Care (n=12): All interviewees 

reported positive impacts to the quality of patient care. 4) Workload (n=12): 42% of both 

clinic and leadership interviewees acknowledged impacts to workload, particularly related to 

the initial implementation of phlebotomy workflows; the remaining majority (58%) reported 

either no impact or improvement over time. 5) Resources (n=13): 77% of interviewees 

found formal training and clinical tools helpful, and 62% of interviewees reported informal 

training (e.g., clinician support and staff discussions) was helpful.

Discussion:

This qualitative study explored barriers and facilitators pertaining to the uptake of enhanced 

STI screening protocol implementation reported across three California Planned Parenthood 

Northern California family planning clinics. Reported barriers and facilitators ranged from 

clinical staff and patient knowledge to operational workflow considerations. Studies of 

protocol implementation across a variety of healthcare settings attest to factors that hinder 

or catalyze the successful uptake of such operational changes18,19. Therefore, understanding 

and identifying these factors may have positive impacts on the uptake of enhanced STI 

screening protocol in similar settings.

Among the findings, knowledge gaps warranted patient and staff education on disease 

epidemiology and pathophysiology to support patient uptake and staff capacity. Several 
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prior studies demonstrate the value of staff education in new protocol adherence20,21,22. 

Interestingly, staff education may play a dual role in providing staff with an appreciation for 

the necessity of the new protocol, while having the added benefit of building staff capacity 

to educate patients, thus reinforcing patient uptake.

Patient education – be it via self-study (e.g., health education literature) or provider 

delivered education – may also facilitate STI testing uptake, particularly in sexual 

health and family planning settings11,23. Not surprisingly, staff reported that patients 

were more amenable to STI testing when the purpose and basic underlying disease 

mechanisms were explained. Our findings suggest that routine screening, patient education, 

and communicating the rationale for new protocols may foster a sense of agency and 

empower patients to make health care decisions about stigmatized condition such as STIs. 

Interviewees also noted that education on syphilis sequelae during pregnancy was especially 

relevant to prenatal patients and likely had positive impacts on timely syphilis diagnosis, 

treatment, and CS prevention.

Opt-out screening has been shown to result in higher STI screening rates13,14,15. In our 

sample, many interviewees cited that opt-out language was helpful in normalizing STI 

screening. Training on opt-out language (e.g., providing scripts) at the outset of protocol 

implementation may, therefore, increase staff comfort and support consistency of this 

practice.

Interestingly, this study found that leadership and staff perspectives focused on 

different facilitators and barriers. Leadership-interviewees frequently highlighted staff 

communication and education as factors that impacted protocol uptake. Meanwhile, staff-

interviewees focused on patient communication and education. These findings suggest that 

interviewee perspectives often reflect their daily patient or staff facing roles and experiences, 

and responses were, therefore, focused on what they consider to be within their purview. 

This study also included participants from an array of staff roles ranging from administrative 

positions to those providing direct clinical care. This strategy afforded a more holistic 

assessment of protocol implementation and an opportunity to examine how it impacts 

different aspects of clinic operations. Seeking diverse perspectives when preparing for 

protocol implementation may preclude avoidable barriers at multiple levels. Furthermore, 

soliciting ongoing feedback from staff with diverse perspectives throughout implementation 

may identify barriers early resulting in timely remedies.

Anticipating workflow changes, training needs, and supply needs are important 

considerations at the outset of protocol implementation. Quality improvement methodology 

has been shown to eliminate downstream barriers and inefficiencies24,25. Utilizing quality 

improvement methodology prior to protocol implementation to plan for a ‘future state’ and 

including staff perspectives in the planning stages of protocol implementation may help to 

identify necessary workflow changes before unexpected barriers arise.

Interviewees also reported that clinician champions and progress reports with clear goals 

and metrics aided protocol implementation. These findings align with previous research and 
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attest to the value of having a trusted individual advocate for new efforts which, along with 

ongoing accountability, may be an important component to ensure staff uptake26,27.

The majority of interviewees reported reduced syphilis screening overall during the 

COVID-19 pandemic, owed in part to decreases in patient volume generally. This mirrors 

other study findings which reported reduced access to STI services during COVID-1928,29. 

Yet, despite an overall decrease in screening volume, some interviewees reported that 

protocol implementation became more consistent over time. This finding may suggest 

that lower patient volumes due to COVID-19 restrictions allowed more time per visit for 

adjustment to new protocols, potentially leading to better long-term adherence. Moreover, 

protocols may become routinized with time, despite other clinical changes like adjustments 

to COVID-19 restrictions.

In addition to adherence, our study found that increases to staff workload improved over 

time. While a higher degree of staff time could be required early in protocol implementation, 

routinization with training and standard workflows may progressively decrease workload 

requirements. In addition, interviewees reported that the protocols resulted in positive 

impacts on patient care which seemed to outweigh these operational considerations.

This analysis was limited to a small sample within three Planned Parenthood Northern 

California family planning clinics. Additionally, patient perspectives on new protocols were 

not included, which could have provided additional insights. Analyses of questions were 

only included for each interviewee if answered and applicable, and the COVID-19 pandemic 

and systemwide change to a new electronic medical record system at the time of interviews 

may have also impacted recall. Additional quantitative studies on expanded STI protocols 

are necessary to better understand impacts to STI outcomes and health disparities.

HIV, chlamydia, gonorrhea, and syphilis co-screening for pregnant patients at the time of 

pregnancy diagnosis and linking HIV and syphilis screening for all patients may be effective 

strategies to increase screening and STI case identification, resulting in positive impacts on 

patient care, as was attested to by interviewees.

Addressing commonly identified themes such as patient and staff education during the 

beginning stages of implementation may have positive impacts on willingness to adopt new 

protocols. Consideration of workflow and visit complexity at pregnancy diagnosis may also 

aid in successful implementation of expanded STI screening protocols in family planning 

clinics.
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