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Introduction

A.
Background

The Department of Health’s (DH) Adult Sexual Health Marketing Strategy for 2008/9 is to reflect a shift of emphasis from previous years and to focus specifically on reducing the prevalence of chlamydia. This strategy will be based primarily in the efforts of the National Chlamydia Screening Programme (NCSP); with a target to screen 17% of 16-24 year olds by March 2009.  

Growing evidence suggests that targeting at-risk populations and driving towards screening will significantly reduce the occurrence of chlamydia over time. There is also a strong economic case for this approach. For screening to be an effective strategy however, it is imperative that the volume of those identified as “at-risk” increases significantly and that a culture of testing is established. NCSP activity will thus need to be supported by a compelling campaign that drives the target audience towards the programme, and in particular towards settings which are easily accessible and non-stigmatising – bearing in mind that screening is opportunistic.

The overall aim is to get to a point in future years where 40%-50% of the demographic are screening every year and with every new partner
 in order to reduce the prevalence. 

There are a range of potential messages to communicate within the campaign:

· Chlamydia can be transmitted through semen and vaginal fluid so can be contracted through oral, vaginal and anal sex or by  using sex toys

· Chlamydia infection is generally asymptomatic (or has mild, short-lived symptoms); however, medical evidence suggests that, if left untreated it can lead to Pelvic Inflammatory Disease (PID) that can lead to tubal factor infertility and ectopic pregnancy in women, and male infertility

· PID also increases the chances of infertility and ectopic pregnancy,  as well as the likelihood of infection by other STIs

· Tests are ‘pee in a pot’ and anonymous; results can be provided in 7 – 10 days (females may also take a vaginal swab themselves)

· Chlamydia screening is distinct from the GU experience, with postal testing available in some PCTs 

· Treatment is based on a single dose of antibiotics or on a course of antibiotics

· That further information is available 

· Locations of NCSP centres and other settings are outside of GUM

· for both the above, DH anticipates using the Sexual Health Helpline and screening websites to direct individuals to local services or further information

· (If motivating) the prevalence of chlamydia is around 10% in under 25 year olds 

· (If motivating) chlamydia infection increases your risk of contracting other STIs

Normalisation of condoms remains important, both to assist with reducing transmission of other STIs and to support the reduction of Chlamydia long-term.

Therefore, for 2008/2009, the DH adult sexual health campaigns will be split into two key strands:

1. Chlamydia Screening: for sexually active under 25s as part of the NCSP

2. Condom Behaviour: continued promotion of condoms as the best form of protection against STIs

To assist in developing this strategy successfully, research was required to inform the development and execution of the campaign supporting the NCSP in terms of overall direction of marketing and most compelling messages for the target audience (to encourage screening):
· overarching proposition 

· valuable levers – for target audience and service providers

· marketing mix (including extent to which marketing is setting based and/or national voice e.g. media type, media influencers, magazines etc read)

· ideal setting portfolio
 

Target Audiences

Prevalence of genital chlamydia infection was considered likely to be highest in heterosexual relationships where unprotected sex has taken place; and most likely in the following relationship types:

· One night stands

· Fledging relationships

· Multiple/concurrent partner relationships

There were also specific demographic definitions that indicate higher risk. 

Ethnicity also has a part to play with British and Caribbean black audiences having greatest exposure to higher numbers of sexual partners and a lower propensity to use condoms. At this stage, however, it was decided that a ‘broad brush’ approach should be taken with regard to sampling the ‘at-risk’ audiences. Specifically, while there was good representation of this key ethnic minority group within this research,  the sample was not constructed to allow for specific analysis of ethnic minority sub-groups.
 .

The core target audiences for the research were therefore defined as 15-24 year old sexually active men and women.

Locations

Levels of chlamydia screening vary considerably by region across the UK, and for a variety of reasons. In light of this, three test regions that vary significantly from each other
 were suggested as appropriate for the research as follows:
· East of England  - an area with generally  low screening levels overall

· North West – an area with good levels of screening in all settings (healthcare and non-healthcare);  this region has a strong champion for screening at SHA level, and includes Manchester, with its high student population

· South West (Cornwall and Devon) – a region with generally poor screening levels overall, although this varies by setting and location; for example, GP screening levels are good in Cornwall, but poor in Devon

Research was therefore undertaken in these three regions, in order to develop a starting point for establishing a national picture.


This report details the findings of the research.
B.
Research Objectives


The overall objective of the research was defined as follows:


To inform development of an appropriate and compelling marketing campaign that supports the National Chlamydia Screening Programme and drives the target audience towards its use.

To achieve this, the research focused on the following specific areas:

a)
General issues which concern the target audience (in order to set any concerns about chlamydia within the wider context of their lives), understanding:
· General issues which concern the target audience, and which they think are relevant to them personally 

· More specifically, the issues which they see as relating to their own personal health and safety including, for example, pregnancy and contraception, STI’s, knife crime, and unemployment

· Exploring:

· Why these things concern them, how they became aware of them, how prevalent do they think they are amongst young people, and why they think they themselves might or might not be at risk

· Whether they see these issues as being inter-linked in any way 

· How relevant/top-of-mind, or even on their radar chlamydia is as a specific issue in all of this?

b)
General awareness and expectations of Chlamydia, exploring:
· What do the audience know about, and what are their attitudes and feelings towards, chlamydia and the testing process, including:

· Basic awareness, transmission, symptom profile, consequences/ issues, likely sufferers, myths,  etc

· Expectations for testing and treatment (expected steps/customer journey within this process), including levels of awareness of available testing, and how to find testing locations and treatment

· Awareness of and attitudes towards health risks (particularly the risk of PID, ectopic pregnancy and infertility)

· What does the term “screening” mean to the target audience? Is it a term they recognise? Is there another term that means more to them?

c) 
Expectations and perceptions of testing/screening, understanding:
· Responses to the central proposition of the screening strategy: ‘Sexually active 16-24s should screen for chlamydia every year, or with every new partner’
· Experiences and expectations of the test itself, and preferences – what screening method is preferred (e.g. visit GP, order test online etc)

· Responses to testing locations (healthcare and non-healthcare) in terms of preferences and any further recommendations

· Experiences and expectations of patient management, i.e. does the target audience expect to have to go and find the screening themselves, or do they expect the programme to come to them? Which do they prefer?

· Issues surrounding confidentiality  and any suggestions for what is required to overcome these

· Responses to ‘partner notification’, including experiences and expectations of

· Preferences regarding the different methods of receiving test results and why
· What would encourage/motivate the target audience to consider getting tested and actually take the steps to do this

· including factual information, other messages (e.g. emotional motivations), tone, routes for screening (ideal steps/customer journey) and settings (healthcare and non-healthcare)
· isolating any attitudinal differences between those with higher and lower knowledge of chlamydia currently

· of those that have been screened, what was the motivation for getting a test

· What are the barriers that prevent the consideration of screening, or interfere with the decision to get screened/take a test

· What specifically is required to help overcome these barriers and how could this be delivered within the campaign/service, e.g. 
· relevant messages or information to overcome specific perceptions – such as the misperception that ‘chlamydia  is not a serious threat to my health’)

· aspects of service execution
· audience strategies/skills development (i.e. dealing with results, disclosure to others, etc) 

d) 
Responses to current communications, exploring:
· Feedback on the screening website and the sexual health helpline as potential further information sources, particularly in relation to directing young people towards screening locations

· Responses to potential messages/facts about chlamydia 

· which have the highest impact with the target audience in terms of encouraging them to seek out/accept a screen and why

· Exploring differences in the sexual health proposition of taking a test (for example, which is closer to ‘medical’, a health issue, away from sex, etc) versus wearing a condom (for example, which is license for sexual activity, etc) and which is more compelling and why

As well as addressing these specific research objectives, the research examined the knowledge of, and beliefs concerning, the NCSP, and the attitudes towards, and feelings about, the programme amongst the target audiences. 

The Discussion Guide is appended to this report.

C.
Method and Sample


Overview


In summary, 40 paired depth interviews (1.5 hours with two respondents each) were conducted with males and females as follows: 


a) 20 x female paired depths (= 40 females)


b) 20 x male paired depths (= 40 males)


For both male and female paired depths, respondents:

· Were aged 15-24

· Represented a mix of who have had one night stands, those in a fledgling relationship, and those who have / have had multiple or concurrent partners

· Represented a mix of those who have never screened, those who have screened repeatedly and those who have screened once only 
· Represented a thorough spread of SEG but with good representation of deprived groups (DE, but also including ex-offenders, teenage mums)

· Represented a three way regional split: North West, East and South West of England

Amongst those who had screened, some admitted to positive results.

Method and Sample Approach 

Friendship pairs were interviewed in discrete sessions with a single moderator in a secure, private and low threat environment (either in a recruiter’s home environment, or alternatively in a venue such as a community hall). The venues and settings were specifically chosen to ensure confidential respondent data was not compromised. 

The overall sample of 40 pairs with the target audience was evenly split between males and females to generate a total sample of 80 individuals.  

In detail, the sample structure was as follows:
i) Females

20 friendship pair interview sessions with females were conducted (2 respondents, 1½ hours each) as follows:

	Criteria
	
	Total No. of Individuals (n = 40)

	Age
	15-17
	12

	
	18-19
	14

	
	20-24
	14

	Relationship type
	One night stand
	11

	
	Fledgling
	15

	
	Multiple/concurrent partners
	14

	Region
	North 
	12

	
	East of England
	16

	
	South West
	12

	Total Sessions
	
	20 x 2 respondents


All respondents were sexually active.  

The sample additionally included:

· 5 x Afro Caribbean females in North West and East of England 
· 18 x females from deprived groups (DE SEG)

ii) Males

The female sample was mirrored by a male sample of 20 friendship pair sessions (2 respondents, 1½ hours each) as follows:

	Criteria
	
	Total No. of Individuals (n = 40)

	
	15-17
	12

	Age
	18-19
	14

	
	20-24
	14

	Relationship type
	One night stand
	13

	
	Fledgling
	14

	
	Multiple/concurrent partners
	13

	Region
	North 
	14

	
	East of England 
	14

	
	South West
	12

	Total Sessions
	
	20 x 2 respondents


All respondents were sexually active. 

The sample additionally included:

· 7 x Afro Caribbean males in North West and East of England

· 21 x males from deprived groups (DE SEG)

Specific ethnic minority quotas were not used within sample at a level to enable analysis by specific groups.  However, locations were chosen to ensure good representation of these audience groups within the sample.

Locations were chosen to ensure different location types (more urban versus more rural areas) and specifically included: Manchester (Prestwich), Cambridgeshire, Hertfordshire (Harlow, Luton, and Cheshunt), Cornwall (Helston), and Devon (Barnstaple).

To avoid any inadvertent bias, the sample also included maximum quotas on those who had attended/used sexual health services and a minimum on those who had not.


Whilst we allowed the method to be sufficiently flexible to enable those with experience of specifically being screened or tested for chlamydia to be interviewed individually if they preferred, no respondents chose this option (therefore, all who tested or screened for chlamydia were interviewed in pairs).  


The Recruitment Screener used for identifying respondents for the study is appended to this report.


Project Timing and Team 

The research took place between 22nd September and 9th October 2008. The research team included: Joceline Jones, Claire Byrne, Lizzie Horton, Jules Kelly and Lucy Bush.
II
Conclusions and Recommendations
Direction for Communications Development
1. Within this sample, neither awareness of chlamydia as a ‘problem’ STI per se, nor awareness of the availability of testing, were an issue.  The research demonstrated very good and consistent awareness of Chlamydia amongst the target audience: indeed, in most cases it was perceived as the STI that was most likely to pose a personal threat to respondents. However, while chlamydia is definitely ‘on the radar’ of the target audience, it is currently low consciousness and low personal interest for many, with day to day concerns such as money and, in terms of sexual health, considerations of accidental pregnancy being much higher on their agenda.  

2. Inertia and complacency within the target audience comes partly from lack of specific knowledge about chlamydia as an infection. While they are aware that it exists and is a problem, there is little detail about how it spreads, how it manifests itself (invisibility) and also the potential for damage. 

3. However, knowing currently knowing ‘a little’ about chlamydia also seems to be directly contributing to inertia: awareness per se serving to lead many to feel in control of their personal risk.

4. The critical task for DH and NCSP is therefore to change the detail of what the target currently know about Chlamydia (as well as keep awareness high). Fortunately, a range of evidence and detail about chlamydia was considered compelling, credible and relevant to the target audience. Indeed, this research indicates that there is great potential for changing the detail of what the audience do know, and helping shift the audience from their current inertia and complacency regarding their own levels of risk towards action.

5. In order to cut through existing defences, however, some shock value is required. Most testers
 within the research sample had only been shocked into action themselves either by receiving ‘news’ (either from partners or via NCSP), if they had experienced symptoms themselves. 
6. Nature of shock, however, is really important for credibility and impact. The ‘problem’ of chlamydia needs to feel insidious, and that it is not possible for them to control the risk without taking steps – either in the form of screening or using condoms.  This perceived threat needs to be supported by evidence of the real damage that chlamydia can do.  

7. When concern about chlamydia is raised in response to this information, the audience then shifts to a position of wanting or needing a strategy for managing the risk of Chlamydia: controlling the risk is seen as an essential and compelling thing to do. 
8. Focusing strongly on the ‘medical condition’ (the nature of chlamydia, and the way is spreads, etc) versus ‘target behaviour’ also contributes to increasing acceptance of personal risk and reducing perceptions of stigma – as the target become less ‘to blame’ than the infection itself.  
9. Assuming the desired service considerations are in place, testing offers a very valuable solution for the audience. It raises fewer emotional barriers to use than condoms; and is therefore embraced as a preferable alternative to condoms by the target audience. Clearly, to prevent screening becoming ‘emergency chlamydial protection’ rather than a preventative measure, messaging/communications around the specific role of condoms will be important.
10. Respondents tended to assume the need for condoms is negated by testing and being proved clear; however, with explanation, the target audience could understand that they will be still be at risk through certain circumstances and sexual behaviours. This is not sufficiently interesting in itself to warrant action, but if it is understood that repeat infection with Chlamydia is increasingly problematic, then the argument for using condoms becomes more compelling (although the existing range of barriers attached to condom use are likely to persist to a degree).
11. Given the explanation for where condoms fit is relatively complicated, however, this strand of communication appears to be particularly important for face to face communication at the point of service delivery from NCSP.  Messaging through other channels will also help, but care should obviously be taken to avoid information overload and dominance of a condom message – since the implicit negativity attached to condoms is likely to be distracting and dilute take out.
12. Establishing a norm of testing will be helpful in overcoming or setting aside strong barriers that arise from stigma. As such, there is also a role for a primary communications strand around ‘norm’ which supports the notion that all young people ‘should’ be testing for chlamydia.  
13. Needs for positioning ‘norm’ appear specific, as subtle differences in what ‘norm’ is attached to can have a critical impact individual’s personal perceptions of need:
· If it is perceived that everyone else is testing currently, this can prompt the notion that ‘I feel safe and protected’ and reduces the need for testing oneself.  
· If it is perceived that everyone needs to test, then not only do ‘I need to’ take the test to protect myself, but ‘I also run a risk of being stigmatised as an irresponsible minority’ by not conforming.  
14. There is some evidence that perceptions of ‘norm’ and personal need can be bound up in the same communications approach, as the ‘degrees of separation’ stimulus  was successful in bringing the two together.  
Service Provision

15. Findings indicate that there are two aspects of service provision which are critical to deliver, as well as communicate at the first contact with the target audience:

· Confidentiality (across all service aspects)
· Simplicity / ease of the test (ideally option of PIP in all areas)  
16. The need for confidentiality runs through from the initial contact with the target audience, through to results, medical records and partner notification. The latter is a particularly important benefit for new screeners who are held back by concerns around how to manage outcomes. In order not to inadvertently encourage stigma, however, it appears important that these aspects are communicated as aspects of support/options if required, rather than overarching benefits.
17. Simplicity / ease of the test are also important to communicate due to spontaneous perceptions which are currently to the contrary and acting as a major barrier.  
18. The target appears to have very idiosyncratic preferences with regard to the location and accessibility of testing, although this seems to correlate to an extent with gender: females in this sample tended to prefer face to face contact and an ongoing relationship, whereas males preferred distance and transactional contact only.  
19. The ideal testing service within any given area would therefore offer options to suit the individual of face to face alongside distance options with anonymous post backs.

20. The concepts of opportunistic and ‘mandatory’ approaches to testing where respondents were not required to self-select (and therefore make a personal statement about need and/or sexual behaviour) were well received and appear likely to assist directly to perceptions of a growing norm around the need for all young people to test and keep testing.
21. The benefits attached to face to face services (for those who use them already and some who anticipate that they would prefer this option) indicate a more developed role could be played by service providers in delivering information and skills to this segment of the target audience to assist with sexual health management.  

22. In terms of results turnaround, two weeks appears to be pushing the boundaries of audience tolerance and may be inhibitive.  Therefore any potential or shorten the process would be well received. Certainly, given length of waiting does act as a barrier, it will be important to avoid in communications as this negatively mitigates the notion of ease.

23.  Again, options for receiving results would be ideal to allow for individual preferences (which varied), but text and email appeared the most commonly preferred routes.

Early Indications on Branding Requirements

24. Common (national) branding of some sort is likely to help build the sense of importance and need for a national shift in behaviour with respect to chlamydia and chlamydia testing.  
25. Additionally national branding can potentially assist with expectations around the test being ‘easy’ (easy to access and experience) as well as being ‘free’.  
26. Indications are that communications about chlamydia testing do not sit comfortably under the Condom Essential Wear brand, largely through the implicit focus on condom usage.  Condoms as ‘essential wear’ do fit within the overall story (once it is fully understood by the target audience), but the learning curve is too long and steep to provide a good fit, connection and understanding in the first instance.  
*  *  *  *  *

III
Detailed Findings

1.
Overview of Key Findings

Overall awareness of chlamydia as a problem was high. All respondents were aware of Chlamydia and many perceived it to be the most widespread STI. Despite this level of awareness, however, the audience appeared relatively inert in terms of both taking precautions or testing for Chlamydia - including those who had already tested for Chlamydia (and within this group, especially amongst those who tested negative).  
Personal inertia towards the problem of chlamydia appears largely driven by an overall sense of low relevance to themselves. This low relevance is underpinned by the following key issues:

· While awareness is high, detail about impact and level of risk which can raise personal levels of concern is currently missing. This specific knowledge state appears to drive a level of complacency: firm awareness of chlamydia appears to facilitate some sense of control within the target audience (by simply being ‘in the know’, they feel they are less at risk than those who are not, and without detail there is no motivation to consider further or more deeply). 
· There are also misconceptions amongst the audience about what risky behaviour entails; in most cases leading to a perception that their own behaviour is not within the ‘at risk’ category.

· Furthermore, there are issues of stigma: the audience (unconsciously or consciously) make great efforts to dissociate themselves and relevant others (such as partners they choose) from risk of STIs and the need for STI testing. While stigma is a deterrent in itself, it also serves to amplify other barriers around required effort
 to take a test.
Perceptions of low relevance are further encouraged by knowledge or assumptions about the testing experience being embarrassing and/or unpleasant (even painful). Through wishing to avoid this ‘negative’ experience, the target audience works hard (albeit unconsciously) to position screening and testing as low relevance to themselves.

In overview, for the audience to make a personal connection with the problem of chlamydia and take action, two primary communications needs are clearly indicated:

· Task 1: Making chlamydia ‘relevant to me’
· Task 2: Making chlamydia testing/screening ‘accessible and palatable to me’
Both strands are required to instigate action. The second strand of an accessible and palatable screening programme appears essential to overcome a variety of barriers that exist around testing. However, the audience is unlikely to move to a position of considering testing as relevant to them, without help in personally attaching to the problem first.

Fortunately, reactions to the information presented to respondents in this study, indicate that a range of evidence and reasons to believe exist which either serve to increase the sense of personal relevance or help overcome barriers around testing.
Table 1 below summarises the two primary communications needs, the barriers they are specifically addressing and the evidence and reasons that the audience connect to in order to overcome the barriers. 
Table 1: Summary of communications task

	Task
	Specific Barrier(s) to address
	Evidence that overcomes
	How and where

	Task 1 – Increase personal relevance of Chlamydia
	Chlamydia is ‘not me’
	· Invisibility, serious, spreading/
Spreadability
· Everybody at risk and a normal thing to do
	· Communications across platforms

	Task 2 – Increase accessibility and palatability of testing
	Hassle
	· Widespread availability and choices

· Quick and easy test
	· Communications across platforms

But also key components of:

· Service delivery

· Programme branding

	
	Fear
	· Quick and easy test

· Confidentiality

· Individual (does not require partner involvement)

· Approachability (positive experience, ability to disguise activity)

· Ease of treatment

· Normal thing to do
	


These requirements for communications development are discussed in detail later in this report.

First, however, Section 2 below outlines the some audience context in terms of general awareness and perceptions of Chlamydia and screening/testing amongst this qualitative sample.

2.
Audience Context

2.1
Attitudes and Behaviours regarding Sexual Health  

Respondents were recruited to be undertaking risky sexual behaviour, through categorising into one of the following relationship or behaviour type
s:
· multiple and concurrent partners (MCP)

· one night stands (ONS)

· fledgling relationships (FLDG)


As illustrated in Diagram 2 below, the range of attitudes displayed by respondents in relation to sexual activity and sexual health, reflected the attitudinal clusters outlined in the COI/DH segmentation
 that might be expected: ranging from Thoughtless (both Single Focus Sober and Single Focus Drunk) through Disinterested (Disconnected) and Vulnerable (encompassing Denials, Disempowered and Unguided).  
Diagram 1: Summary of attitudes
 seen within behaviour categories
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In terms of likely response to information about chlamydia and claimed propensity to take action, some within the Thoughtless attitudinal category (more likely Single Focus Sober males) stood apart from other respondents by showing a desire to actively switch themselves off from the issue of chlamydia. The primary reason for this appeared to be recognition that connecting with the issue would require compromising their current sexual activity (by needing to use condoms or have sex less often/with fewer partners).  However, some also claimed low interest in, and resistance to, the negative health impacts that do motivate others.
For the remainder of the audience, however, information & messages which created personal connection and interest in action were broadly consistent. 
Therefore, while a wide range within the target audience may be reached by a general campaign, additional work is likely to be required with the more hard core male audience. Interestingly, however, some respondents within this section of the sample had screened (and been treated) when the process had been made extremely easy for them through opportunistic testing (examples were given relating to prison, army and FE college).
Indeed, differences in needs between attitudinal clusters became more apparent in relation to service delivery. This partly relates to needs for accessibility, but differences also arose in terms of the potential role of screening providers as a valued source of other sexual health benefits, such as information, skills/empowerment and contraception.
These differences reflected general variations in levels of concern and consciousness about sexual health, as well as relative need for assistance, guidance and privacy. 
However, in many ways, these variations in needs also correlate with gender, therefore gender has been taken as the main discriminator when detailing service requirements later in this report
.  

In summary, while the overarching communications needs appear largely consistent across the target audience, service delivery would ideally encompass a variety of different needs. 
2.2 
Life Concerns and Priorities
At the start of the interviews, general discussion took place around current concerns in life. This was partly to warm up into discussion but also to understand the extent to which sexual health (and Chlamydia specifically) might feature in day to day consciousness.
For both males and females, while sex and relationships more generally both had a bearing on considerations day to day, neither sexual health nor chlamydia arose spontaneously in this context. [Target audience priorities in terms of sexual health concerns specifically are detailed in section 2.3 below.]

It was also clear that respondents tended not to be focused on a package of issues and any causal relationships between them (i.e. a general life path). Rather, with the exception of money, issues and concerns tended to arise as relevant within a situation and then drop away from top of mind.

2.2.1
Spontaneous concerns for females

Females tended to lack any real aerial view or sense of connection between their issues. However, in addition to day to day concerns, there was a strong focus on the future. Rather than holding a mind a firm idea of the future, however, females respondents tended to be relatively tuned in to the impact that choices they might make now (in terms of education particularly, but also sometimes partner choice) could have on their future prospects and factored this in to day to day considerations and decisions.  
Spontaneous concerns that were articulated by female respondents (starting with the most important / highest priority) included:

· Money: This was an ever present concern in terms of its immediate impact on day-to-day subsistence, independence, ability to go out/socialise. However, it was also important in terms of funding niceties, e.g. clothes and shopping, which were aspirational for this target group.

· Opportunities: Employment was an issue for those at a working stage, and was clearly viewed as an important step in terms of enabling progression to adulthood and independence. Part time work was desirable to provide money for day to day expenses (as above). The focus was rarely on working to pay for essentials such as bills and rent, as many lived with parents, but rather working for the ‘nice to haves’. For those in education, attaining qualifications to ensure job/career opportunities in the future was claimed to be a priority.

· Partner relationships:  As mentioned above, relationships were often a key concern and focus, particularly for those in fledgling relationships.  Females would focus on different aspects of the relationship day to day (concerns about fidelity, quality of the relationship, potential for short term or longer term, etc). As a relationship often seemed to confer a higher status and respect from peers (particularly for younger respondents), relationship were seen as desirable and interesting and often dominated thinking.  
· Societal degeneration: Some expressed concerns around negative changes in society – but based on concerns about the age of young people engaging in sexual relations (i.e. the norm becoming younger and younger). Some (generally older respondents) spoke about the pressure to have sex younger, and also the impacts of teenage pregnancy as highlighted above. This is somewhat surprising – in terms of specific issues around sex being framed in such a ‘large’ and serious way – but was raised commonly enough to report. We would expect this reflect one of several things (and different depending on the individual):
· Either a real concern about pressure to be sexually active within the peer group (likely for some given the reported early sexual behaviour of some respondents)
· Or, given that respondents were aware that the research was related to sexual behaviour in some way, this may have been an attempt early in the interview to position themselves as ‘right thinking’ and responsible (likely for some given concerns over disapproval for teenage pregnancy outlined in Section 2.2.3 below)
· Parents’ health: This was also a concern for some who had experienced such issues, understandably as it brings acceleration of the need for independence, maturity and responsibility when the health issue is serious.
2.2.2
Spontaneous concerns for males

Overall, the male respondents had a less overt focus on holding the future in mind, although it was still a concern to them at some level.  Their concerns were still clearly related to future prospects, but in articulating them their mindset appeared more strongly ‘here and now’.

Between them, males in this sample articulated a range of concerns which split between priorities they were seeking out (money, opportunities, sex) and outcomes or directions that they were trying to avoid (drugs, prison, fights and accidental pregnancy):
· Money: Again, money seemed to be the most important concern at a day to day level, as it was required by some to fund day-to-day subsistence, and by all to facilitate going out and socialising. These activities were important in themselves; but also reportedly in terms of specifically facilitating sexual activity (through drinking and ‘pulling’).  Money was also needed for niceties such as clothes and shopping as per the females.  
Money - not having enough 

[Males, 19, MCP, Essex]
· Opportunities: Again, concerns about current employment were raised by those for whom it was relevant. However, this appeared to be a particular concern in rural areas, where opportunities were perceived to be very limited, and jobs that did exist were not particularly motivating to them. For those reasons, attaining qualifications to ensure career opportunities were also important to many – although this specific planning was less pronounced than for women.

· Sex: The importance of having and maintaining an active sex life was of high importance to males, in terms of their self-esteem and self-confidence, and was the key driver for many other actions/behaviours.
· Drugs: This was a concern for some who felt under pressure from peers to use drugs. The extent to which this was an issue did vary from one individual to another, and from one area to another. Drugs seemed to be a particular problem for Cornwall and Devon respondents; however this pressure / concern did not seem to impact females in the area in the same way as it impacted males.
· Fights: Staying away from trouble and threats to their personal safety was also a concern for some; many males felt there were specific sources of threats to avoid in their area, e.g. specific gangs or trouble spots.
· Prison: Avoiding ending up in prison was a concern for some young males. This was specifically for those in the sample who had spent time in prison, but also some others whose current prospects appeared limited and were involved with peers who had run into problems of this type.  
· Accidental pregnancy: For some males, the personal consequences of accidental pregnancy were a concern – they wished to avoid becoming bound by either female or child at this point in their lives (for the rest of their lives). Some of these claimed to take some personal action in controlling this (for example, by checking pill use with female partners, or using a condom). Others, however, felt responsibility for contraception lay with females and, as such, they were still vulnerable to mistakes
.  Other males, however, considered accidental pregnancy a purely female issue and problem, and they took no role or interest in it.

The dominance of the negative issues outlined above contributed to diluting any concerns that male respondents may have had around the (perceived) more minor consequences of STIs (including Chlamydia).

2.3
Sexual Health Concerns

2.3.1 
Accidental pregnancy

Across the sample, when prompted about sexual health concerns specifically, avoiding accidental pregnancy was consistently the key issue raised by both males and females. 
For females, this sat together with a variety of other sexually-related concerns that tended to dominate on a day to day basis. These included worries about male fidelity, as well as general relationship issues (particularly pronounced for fledgling relationships). While not recognised as a spontaneous issue in itself, condom use was reported as influenced by the pressures and dynamics of relationship management. 
For both genders in this sample, accidental pregnancy was perceived to have a massive, and mainly negative, personal impact: in terms of both reducing choices and opportunities, and increasing life constraints and responsibilities. 
If a condom splits, that’s the rest of your life gone 

[Males, 16/17, MCP, Devon]
These consequences appeared to act as a significant deterrent across the sample, and were offered as the reason why some females in the sample were taking hormonal contraception (contraceptive pill or injection) regardless of whether they were in a relationship or not.  

For some, there was an additional concern that pregnancy at a young age would categorise them into a segment of society that they did not want to be personally associated with. Negativity towards teenage parents was triggered by their own experience and observation of ‘screaming mums in supermarkets’ and disapproval of others. Negativity varied between concern (about prospects of both the parents and children) and disparagement: but was always a deterrent. While this was more likely to be a concern amongst respondents from higher socio-economic groups, this was not exclusively their view. 

I want to get my 20’s out of the way, I don’t want to be … there’s so many teen mums at the moment 

[Females, 20-24, FL/MCP, Cornwall]
2.3.2
STIs Generally
STIs were not raised as concern spontaneously. When prompted, there was some recognition that STIs do indeed exist and are a problem to be avoided (with a stronger degree of recognition amongst those respondents who had previously screened at least once for Chlamydia). Comparative to concern around pregnancy and relationships more generally described above, however, STIs were distinctly low level.
I don’t really think about STIs...I’m more scared about getting a miniature version of myself 

[Females, 20-24, MCP, Screened Manchester]

The overall low consciousness of STIs was also reflected in levels of awareness and detail about specific STIs.
All respondents were aware of HIV/AIDS, which was reported as the only ‘real’ concern: standing out from other STIs as a permanent condition that leads to death. However perceptions about the number of people affected by HIV/AIDS were somewhat vague, and generally it was assumed to be a problem affecting a minority and ‘not me’. Respondents were also sometimes unsure whether HIV and AIDS were the same STI, or different conditions: there was a sense that they are connected in some way, but detail was lacking.  

The main thing that you’re scared of is HIV…a disease you can’t get rid of 

[Female, 20-24, MCP, Screened, Manchester]

Chlamydia was also mentioned by all respondents spontaneously. Moreover, it was often specifically reported as ‘very common’ or ‘the most common’ STI, and it was often described as being a specific problem amongst young people.  
Although sources of information were unclear, there was a perception that chlamydia is widely communicated to and amongst young people.  Although seldom discussed openly (since STIs are ‘a taboo’ subject), there were nevertheless occasions when it had come up or been mentioned.  Respondent reported hearing about friends or peers, and discussed in sympathy or denigration depending on the status of the person involved.  
A couple of our friends have had chlamydia, I’ve never heard of anyone getting herpes 
[Female, 18-19, Fledgling, Not Screened, Manchester]
When pushed to name other STIs, gonorrhoea, genital warts or herpes tended to come up.  Respondents claimed to have vaguely heard of these STIs in a medical or education context (rather than in a personal context, e.g. from a friend).  However, they had very limited information about these infections, beyond the name and the knowledge that they were spread sexually.  

Overall, when prompted, awareness of chlamydia as a known issue stood out very strongly across the target audience.  However, it is clearly currently low consciousness and general awareness is not translated into a ‘risk to me’ without assistance.

Respondents knowledge, assumptions and expectations about both chlamydia itself and chlamydia screening/testing are detailed in the next section 2.4. 

2.4. 
Awareness and Perceptions of Chlamydia and Screening/Testing

2.4.1 Spontaneous Knowledge of Chlamydia as an Infection
While there was consistent awareness of chlamydia across the target audience as mentioned above; knowledge, beliefs/perceptions and expectations about chlamydia varied within the sample.  

Across the board, however, it was clear that current perceptions across different aspects are directly contributing to the sense of low personal risk.
Given detail around Chlamydia was only marginally higher amongst those respondents who had previously tested, however, this indicates that important communications opportunities may be missed via screening providers.

For tested respondents, however, engagement with the process per se (irrespective of whether they have tested positive or negative) does serve to make chlamydia feel more personally relevant (although this is sometimes unqualified) and is likely to prompt future consideration of risk and possible requirement for testing.

a) Prevalence

Prevalence generally was widely understood. As mentioned, chlamydia was often mentioned as the most common or at least one of the most common STIs in the UK. This perception was common across the sample, irrespective of whether the respondent had been tested for chlamydia or not.

It’s so common, especially if you’re a student 

[Female, 18-19, Fledgling, Not Screened, Manchester]

That’s the common one 

[Males, 19, MCP, Screened, Cornwall]
I think chlamydia is probably the main one, the most common one 

[Female, 18-19, Fledgling, Not Screened, Manchester]

Understanding of what high prevalence of chlamydia meant ranged wildly from ‘about half the population’, to ‘1 in 5’ or ‘1 in 10 people’ - thus spontaneously often above the rate cited within the stimulus material later in discussion (1 in 10).  
Chlamydia? That’s 1 in 3 in Harlow of teenage girls 

[Female, 18-19, ONS, Screened, Harlow]

These high numbers were offered despite perceptions that they were not particularly at risk themselves; with no sense of contradiction recognised.  
There was also a wide range of views on the type of people amongst the general population considered most likely to be affected. 
Some claimed that it was only “dirty people”, “prostitutes” and others at the margins of society that were seriously at risk (and there was a degree of safety gained in thinking that they would be able to easily identify these people easily and avoid them).  
However, others recognised that because chlamydia is so widespread anyone could potentially be at risk.  
Regardless of who they felt was at risk chlamydia, respondents often admitted to avoiding thinking about the risk of chlamydia to themselves until it affected them personally. This lack of connection appears to link to the range of issues outlined below:

· Lack of perceived physical consequences

· Misperceptions around transmission routes and ‘risky behaviours’

· Misperceptions about testing

· High emotional and social consequences through stigma

Don’t think about it, it is not going to happen to me 
[Males, 18-19, MCP, Not Screened, Prestwich]
b) Nature of condition/infection and health impact
Awareness of specific symptoms and health consequences were generally very mixed, most respondents tending to have one or two ‘facts’ or perceptions about Chlamydia. Across the board, this tended to be more ‘information’ than they had about other STIs. 
Of the detail spontaneously mentioned, the fact that chlamydia can cause infertility was raised by approximately a quarter of respondents. This equates to roughly half of those who had previously tested - indicating a missed opportunity to educate the audience specifically on this point and encourage retesting or protection behaviours?

I know that if it goes untreated it can stop you having babies 

[Females, 18-19, ONS, Screened, Harlow]

Some also mentioned that they had heard, or expected, that there might be a burning sensation when urinating. While a few respondents mentioned that they thought there might be no symptoms at all.  
With chlamydia you can’t go on face value because there can be no symptoms 
[Males, 20-24, MCP, Screened Prestwich]

Amongst those unaware of any specific symptoms for chlamydia, there was nevertheless an expectation that chlamydia might produce ‘generic’ STI symptoms afflicting the genital region; for example a rash, pain, itching or discharge indicating the presence of a problem.

c) Transmission

There was a universal belief that chlamydia could be passed on through sex, and ‘sex’ in this context was generally perceived to be penetrative sex without a condom. 
It’s really contagious 

[Males, aged 20-24, ONS, Screened, Prestwich]

Unsaid assumptions, which became clear when presented with stimulus material which suggested otherwise, were that chlamydia is not passed on by oral sex, same gender sex or sex toys. Indeed, until this information was presented to them, these considerations were not on their radar.  

It was clear that some respondents had specifically categorised certain sexual acts as low risk from STIs (including chlamydia) in their minds; a tendency that would certainly contribute to a perception of low personal risk.

One or two respondents also talked about how chlamydia could somehow ‘appear’ spontaneously as a result of having had sex with large numbers of people. While difficult for them to explain in any detail, the assumption appeared to be that chlamydia was an individual condition that resulted from having ‘too much’ sex.

Many other respondents, however, linked transmission (of chlamydia alongside most other STIs) to having many sexual partners or a high level of sexual activity in a different way: they understood that this equated to a higher level of opportunities for exposure.

Those who had limited sexual partners or activity used this fact to justify (unconsciously or consciously) their own low risk. Simply seeing themselves as having fewer opportunities for exposure than others meant they felt lower risk overall.

Others who were more sexually active (more frequent or more partners) reduced their own perception of risk through making an evaluation of knowing who – or what type of person – they were having sex with. As mentioned earlier, and as detailed in 2.4.3 below, there was a belief that STIs are – in a sense – discriminating, and only certain types of people are at risk: those who are “dirty” through being unhygienic or promiscuous. Through dissociation with that ‘type’ of person (“prostitutes” and “slags”) respondents dissociated themselves from the risk of infection.

In light of this, one night stands with a new acquaintance (where sexual history could not be known or necessarily trusted) constituted significantly more risky behaviour than sexual relations with an ex-partner or someone they knew socially. A partner was deemed to be safe and not to present a risk if they were known within the peer group (even at a distance) but were considered ‘all right’ generally as a person (a judgement that could come from self or someone else on their behalf).   
Depends really on the girl you’re with, if you’ve known her for ages and you know she’s not dirty

[Males, 15-17, MCP, Screened Prestwich]

Fidelity within a relationship was usually assumed.  
These ‘rules’ around risk were common throughout untested respondents - but also among many who had tested. 

2.4.2 Spontaneous Knowledge of Chlamydia Screening/Testing 

d) Testing/Screening
There was high awareness across the sample that it is possible to get a test for chlamydia, although there were widespread misconceptions as to what the test would involve. 
There was also no awareness amongst respondents that chlamydia screening was provided specifically by the NCSP (see later for more detail on NCSP
).
For those that had previously tested, a variety of experiences were reported, ranging from proactive visits to sexual health or family planning clinics, to an opportunistic tests at colleges, supermarkets, and so on. 
For non-testers, the assumption was that the test would be accessed at their GP or at a GUM clinic. Amongst this group there was little awareness of what a chlamydia test would involve, although it was generally assumed to be a medical procedure including an inspection of the genital area by medical professionals. 
Females tended to imagine the test would be like a smear test (in the sense of a vaginal investigation of some sort) and males tended to assume a painful invasive procedure involving the ‘umbrella’ device or swab.  As detailed later
, for males this image of the test was a very strong disincentive and barrier to testing which needs addressing.

You get the cotton bud down your Jap’s eye. I think it’s chlamydia but I can’t remember what they test for 

[Males, 18 & 19, Fledgling & ONS, Screened, Devon]

e) Treatment

There was awareness amongst some respondents that chlamydia could be treated by ‘taking pills’ and for a few the pills were known specifically to be antibiotics. This more detailed awareness was driven either by their own experience or that of close friends.

For most those who had not been treated themselves, it was expected that treatment would be likely to involve contact with a medical professional via one’s GP or Sexual Health clinic. As detailed later
, this presented a concern and deterrent for some males especially.
2.4.3

Sources of information

Sources of information and awareness of chlamydia and chlamydia testing were relatively varied and tended to be multiple. 
In the first instance, sex education classes at school were cited as a key source of information - especially for the younger respondents, for whom they were more recent.  
Experiences of sex education reported were very mixed, and varied from an ongoing programme of sex education covering different topics, to a one off session that was soon forgotten. Some claimed that they had not been taught how to put on a condom, the implication being that it was basic and did not cover STIs at all. Others, however, seemed to recall much more about STIs from sex education, and for them it seemed to be their main source of information about chlamydia.  
Additional sources of information mentioned were GP surgeries or sexual health clinics (depending on where respondents had had or been offered a test), and through word of mouth from friends. Word of mouth communication about chlamydia appeared particularly high impact in driving a need for more information, and also testing, since the promixity of one’s friends inferred (albeit sometimes unconsciously) closer proximity of the issue itself.  
Loads of my friends have had chlamydia.  That’s why I went to go and get tested  
[Female, 20-24, MCP, Screened, Manchester]
2.4.3 The Role of Stigma 

Amongst respondents STIs per se were not generally discussed day to day, and they seemed to remain a ‘taboo’ subject even between friends. The immediate risk was being judged negatively.

As mentioned earlier in this section in relation to prevalence and transmission, those at risk from STIs (including Chlamydia) are categorised as those who are “dirty” in some way or at the margins of society. By associating with STIs at all, respondents felt they were associating with this type of person – which is something that most wished to avoid.

I’d feel dirty. I’d feel disgusted in myself, and people would probably see you as dirty as well if people found out, and that’s like the worst thing

[Females, 19, MCP/F, screened, Cornwall]
Similarly, respondents had concerns about the impact of being seen to judge a new partner by raising the topic of STIs as a concern, or suggesting condom use on this basis. Either was deemed as tantamount to putting either the partner or themselves in the ‘risky’ and ‘undesirable’ category. Requests to use a condom in the context of protecting against STIs was also easily argued against: many males reportedly professed to ‘be clean’ and, for girls, to then insist was to effectively make a clear statement of distrust.


Encouragingly, when chlamydia was considered in isolation from other STIs, the stigma usually associated with STIs was often reduced. This appeared to be directly related to the knowledge that chlamydia is highly prevalent, and from the fact that many within the target audience have known friends or family who had tested positive. The two ideas of ‘so many people’ and ‘familiar people’ effectively countered the spontaneous and latent notion of chlamydia being relevant to ‘only the dirty’ and brought the issue closer to home for the audience.  This was influential in making the association that it could happen to ‘people like me’.

If a friend told me they had chlamydia I wouldn’t judge them at all, if a slapper told me I’d tell them ‘it’s your own fault’

[Females, 18-19, Fledgling, Not Screened Manchester]


Despite the lessening of stigma in respect of chlamydia, it was clear that there were still latent barriers remaining. The idea that chlamydia testing or infection is not normal or that it is for others who are dirty (sexually, physically) was only just below the surface and easily activated.

If a friend of mine got it I’d make a joke? ‘Ooh you dirty girl!’ I’d just make it into a joke 

[Females, 20-24, MCP, Screened, Manchester]


It is clear from this that normalisation of the risk of chlamydia and the need for testing is a key need.  

However, there appear to be very specific requirements about what normalisation is attached to and how it is presented to the target audience.  For instance the message ‘it’s normal to test for chlamydia’ would have a very different impact versus ‘it’s normal to be at risk of chlamydia’.  

The issue of normalisation is discussed in greater detail later in this report
.  
3.
Task 1: Creating Connection

3.1
Overview

As mentioned in the Overview
, for the audience to overcome their perception that Chlamydia is not relevant to them, and make a personal connection with the problem instead, there are two primary communications needs that need to be met:

· Task 1: Making chlamydia ‘relevant to me’

· Task 2: Making chlamydia testing/screening ‘accessible and palatable to me’

Both strands are required to instigate action. The second strand of an accessible and palatable screening programme is essential to overcome a variety of barriers that exist around testing, but the audience is unlikely to move to a position of considering testing as relevant to them, without help in personally attaching to the problem first.

This section details the ideas and evidence that are necessary for Task 1, and mitigate the notion that chlamydia is ‘not relevant to me’. The ideas and evidence that do this are those which present compelling facts and information about the nature of the medical condition, i.e:

· those which make the condition sufficiently serious to warrant avoidance

· those which make it personally uncontrollable without some kind of personal intervention (condoms or testing)
Specifically, the ideas and evidence are those which make it clear that chlamydia is invisible, serious and spreading (or easily spread).

When these facts are understood, they position chlamydia as something the target need (and want) to avoid. Focusing on the medical aspects of the condition, however, also explicitly helps in dealing with stigma – making the problem a medical one allows for some removal of individual blame and judgement (and makes personal connection easier). Indeed, evidence of chlamydia as ‘invisible, serious and spreading’ turns the problem into a societal problem for all young people generally, versus a behavioural problem for some young people. A medical/societal problem is understood (and apparently accepted) by the target audience as requiring a shift in ‘normal’ behaviour (i.e. creation of some new boundaries and habits around sex and sexual health).

There are indications, however that there is also potentially value in addressing normalisation directly as part of the communications package through making it clear that everyone needs to be concerned and take appropriate action.


It is important to note that individually, the characteristics of invisible, serious and spreading (or easily spread), are insufficient to create personal relevance or concern. As a package, however, they draw from each other to present a picture of something that is worthy of note and beyond personal control without specific action.

Details as to how each characteristic contributes to landing the issue of Chlamydia with the target audience, as well as specific facts
 that were thought to deliver the point in a compelling way, are detailed below.

3.2
A serious infection

When the longer term consequences (and sometimes the symptoms) of chlamydia were understood, it was perceived to be a very real and worrying threat. This was thus highly motivating to take preventative action and avoid these negative outcomes. As mentioned above, however, the risk of chlamydia as a route to these consequences only became real for the target audience when combined with other factors of invisibility and prevalence.
In order of most to least powerful, responses to specific consequences were as follows:
· Can cause infertility


While there were a few exceptions, potential infertility was highly motivating for the vast majority of respondents, both males and females alike.  

For most of the sample, the repercussions of infertility were recognised as life-changing in a very negative way.  Many had previously mentioned that having a family was a longer term aspiration, and they expressed great fear that infertility would make this dream impossible.  Whilst few were actively thinking about starting a family now, it was nevertheless at the back of their minds, and almost an assumption that they would in the future. 
Thinking about infertility, I want to have kids so I do think about the future

[Males, 18-19, MCP, Screened, Prestwich]

No I think the worst is the infertility because that would be really upsetting, because that’s so final, you can’t change that

[Females, 18-19, Fledgling, Not Screened, Manchester]

Fears did not relate to just lack of ability to have children. Many recognised that they would suffer feelings of guilt and self-hatred if they realised that it was their own ‘promiscuity’ and/or carelessness that was to blame.
This was linked to a fear of having to tell a future partner about infertility. They felt this presented a very high risk of disappointment for the partner and potential rejection of themselves (hugely concerning in the context of having potentially met their ‘ideal’, long term partner).

If you couldn’t give them like a baby, then it would be, like people might even break up because of it, like not being able to have a baby or whatever. It might be a bit difficult or whatever relationship wise if you were infertile

[Females, 19, MCP/F, Screened, Cornwall]

Overall therefore, for most, infertility easily conjured up a somewhat tragic image of future loneliness and isolation. 
In addition for males, the link between virility and fertility was strong. Commonly referenced as ‘firing blanks’, infertility was felt to be an erosion of masculinity and to be avoided if at all possible.

As mentioned above, while infertility was motivating for most, it was not universally so. A small minority of males (and one or two females) claimed that they were unconcerned about infertility as having children was not a current or perceived future desire.  A couple of males also considered fertility as of interest to females only; since only females were really interested in having children. 

Within this small group of those not motivated by infertility, to the contrary, a couple of males claimed to consider infertility a benefit - as it was a means of avoiding unwanted pregnancies without using condoms. These respondents were amongst those from the most deprived socio-economic groups and areas in the sample.  


The key motivation here was therefore avoiding causing one’s own infertility, potentially leading to a tragic and lonely life, through carelessly ignoring risk.  
· Can be passed to the baby at birth


This fact had a higher impact amongst females than males; the former generally being closer at this point in time to considering becoming a parent. 

Respondents tended to imagine the impact of Chlamydia on an unborn or newborn baby as extremely negative, with most assuming serious physical or mental disability (from physical deformities to blindness) and even death.

Linked to this was an expectation that the infection, although treatable in adults, could do an awful lot more damage to a newborn, and therefore vulnerable baby. Comparisons were drawn with HIV, as this was known as being passed on from mother to child, which served to raise expectations of seriousness of chlamydia for the baby.
I didn’t know it could be passed on to the baby – that could be really troublesome for a baby

[Females, 20-24, MCP, Not Screened, Manchester]

It’s a baby that’s done nothing, that’s just so horrible isn’t it? It’s not fair on them at all. And people that leave it so their baby can catch it, to be quite honest, I don’t even think they should be living, that’s horrible

[Females, 19, MCP/F, Screened, Cornwall]

There was also an assumption was that a newborn baby would not be able to have any treatment for Chlamydia; with some thinking specifically that the treatment of antibiotics would not be safe for them. 
If you stopped like your best friend from having a baby when she was older because she slept with someone that you slept with and you did not tell them that you had chlamydia, it would be well harsh

[Females, 19, MCP/F, Screened, Cornwall]

All of these concerns prompted an expectation of extreme feelings of guilt if responsible for passing on the disease to your baby. 

Given these extreme assumptions of the target audience, it is clearly important to consider how this information may play out regarding possible pregnancy.

· May help HIV and other STIs infect you


There was no spontaneous awareness of the increased susceptibility to STIs. 

This was initially a shocking and very surprising fact which raised fear levels and appeared to motivate consideration of strategies for self-preservation.  
Making a link to HIV specifically, which was known to be a ‘killer’, increased the impact of this statement significantly. Even though there were generally few concerns about the prevalence of HIV, and it was not thought to be a real threat within respondents’ social circle, associations with HIV nevertheless caused alarm. 
I’m quite shocked at that one, about helping HIV to infect you

[Females, 18-19, ONS, Not Screened, Manchester]

I would worry that it makes you less immune to HIV, that’s scary

[Males, 18-19, ONS, Screened, Prestwich]


While (given the stimulus material) responses were inevitably driven to an extent with the association with HIV, there were some indications that becoming more susceptible to other STIs, while lower impact, was also worth avoiding. 

The statement did raise questions as to exactly how chlamydia could increase susceptibility. However, respondents did reach their own conclusion, assuming that chlamydia causes some kind of fundamental damage. In this light, chlamydia felt insidious and highly threatening. Overall, therefore, while the statement drove a desire for further information, the seriousness of the possible outcome prompted immediate reconsideration of own current behaviour.  

Although the link with HIV is powerful, however, it is possible that it may also cause dissociation. For many, HIV was considered to be a risk for certain groups only
, which may compound the perception that this is the case for chlamydia too.

· Unpleasant physical symptoms

Unpleasant symptoms were certainly considered worth avoiding for some (males in particularly).  
Pus coming out from the end of the penis, urgh! It makes me feel sick

[Males, 15-17, MCP, Screened, Cornwall]

Pain in the testicles, that doesn’t sound too nice

[Males, 15-17, ONS, Not Screened, Prestwich]

However, the awareness of symptoms for chlamydia did act to increase the sense of control amongst respondents. Awareness of physical symptoms endorsed the sense that they would know if they became infected.  Indeed, even in the context of invisibility in many cases, respondents were often keen to think of themselves as likely to be one of the ‘lucky’ ones to get symptoms (and so retain control by knowing they had the infection): the more attention was focused on symptoms in discussion, the more this appeared to be the case.
Not too worried about the symptoms. If you have them you’d just go and get it sorted

[Males, 20-24, MCP, Screened, Prestwich]

An emphasis on symptoms, however, also seemed to endorse the stigma surrounding chlamydia and STIs generally. Inadvertently, unpleasant physical symptoms added to the image of STIs being dirty and disgusting and therefore something to personally dissociate from or stigmatise others for.  This was an easy reversion or backwards step for the target audience, to their preconceived notions of what an STI is and who it affects.  
However the presence of symptoms was in itself reassuring in a sense (as it reverses invisibility) and some knowledge of symptoms could confuse the message around invisibility.  Therefore on balance, the focus on symptoms would be best put aside in favour of focus on the invisibility of chlamydia. Or, the message could be reframed as ‘a minority will get (horrible) symptoms’.
3.3
An Invisible Infection
For those who were motivated by avoiding unpleasant physical symptoms, a lack of perceived ‘disgusting’ symptoms could be seen as a benefit at a low level. However, once respondents had grasped that serious consequences and potential for damage were a possibility, the invisibility factor was highly concerning.

More scary if it’s invisible, if you have symptoms it’s easy…just get them treated

[Males, 18-19, MCP, Screened, Prestwich]

That’s mad, I didn’t know that it was symptomless

[Males, 15-17, Fledgling, Not Screened, Prestwich]

Invisibility made chlamydia more relevant and threatening to the respondent for a number of reasons:

· Many respondents also grasped that because chlamydia is invisible and is unlikely to be identified (without testing) it is highly likely that many people would carry the infection without knowing. 

· As such, it became impossible for them to assert with 100% certainty that they either did not have it at that time, or that they had never had it. The same was obviously true for their partner(s) too. Within discussion, growing discomfort was visible amongst some respondents, as it they realised that they or their partner might currently carry the infection.  

· Respondents also realised that an infected person could very easily spread chlamydia unknowingly to a number of people within a short period of time. In the context of not knowing they were infected, people would not know to: 

· tell one another  

· use suitable protection
· seek treatment
In these ways, invisibility directly explained the notions of high prevalence and fast-spreading nature of chlamydia and made the infection appear potentially much closer to them than they had thought.  Indeed, invisibility strongly supported the statement ‘1 person every 5 minutes finds out they have chlamydia’, which was very impactful in itself (and is explained later).
Generally the invisibility of chlamydia increased concern significantly and both raised the sense of risk and the explained the need for testing. Many understood that without being screened they could not know for certain whether or not they were infected.

I always thought that you always got symptoms. It’s quite scary if you don’t regularly get a test

[Females, 18-19, ONS, Not Screened, Manchester]

There’s nothing there to tell you to make you think you’ve got it? It makes you think you should get tested regularly

[Females, 18-19, ONS, Not Screened, Manchester]

It was clear, however, that for some within the audience, the implications of invisibility were not immediately apparent without further explanation: they needed to be explicitly told that this meant that people may have the infection and not know.

The statement giving percentage information regarding invisibility (‘75% of women and 50% of men experience no symptoms’) was confusing for many. This partly related to the use of percentages, and partly to presentation of a double negative – which meant it took a little time to sink in. The core sentiment, however, of most men and women who get chlamydia don’t know they have it as they don’t have symptoms was a useful fact that supported invisibility.
That means 3 out of 4 women don’t show symptoms

[Males, 20-24, MCP, Screened, Prestwich]

75% makes me want to go and get checked out

[Males, 18-19, ONS, Not Screened, Prestwich]

3.4
Spreadability (easily spread and spreading fast)

The concept of spreadability has power in two ways:

· Reframing what risky behaviour is and is not

· Giving a sense of momentum to chlamydia within the population (one aspect of prevalence)

Indeed, understanding that chlamydia spreads easily and is therefore spreading fast really helped prompt respondents to consider their own behaviour and risk. It also became increasingly clear to respondents once the ‘spreadability’ of Chlamydia was understood, that testing was the only way for them to regain person control.

A number of facts and messages
 were presented to respondents to introduce the notion of spreadability, relating variously to:

· Risk:

· ‘you don’t have to have lots of sexual partners to be at risk, once is all it takes’

· ‘when you have unprotected sex with someone you indirectly sleep with all their partners too’ (degrees of separation)

· Specific behaviours:

· ‘chlamydia is spread through any unprotected sex – vaginal, anal or oral and through using sex toys’

· Prevalence:
· ‘chlamydia is the most common bacterial STI in the UK’

· ‘the most widespread sexual infection amongst 15-24 year olds, about 1 in 10 have it’
· ‘one person finds out they have Chlamydia every 5 minutes’

Those relating to risk were most powerful, offering new news to respondents. The degrees of separation stimulus material – which offered explanatory message and illustration was particularly high impact in demonstrating and explaining the problem (in terms of spreading) and the personal risk.

These were strongly supported by the information on specific behaviours which also offered new information to most.
The statements around prevalence largely fitted with existing beliefs, and so while generally supporting (some more than others) these were lower impact.  

In more detail:

3.4.1 Risk information

· Degrees of separation


[image: image2]
As mentioned, the Degrees of Separation stimulus provoked a very powerful response. 
The visual in particular had significant power in making chlamydia personally relevant. Some needed the copy to make full sense of the idea, but for others the communication in the visual idea was implicit and comprehensive. 
The diagram (with its people labels) succeeded in delivering a range of powerful messages to respondents:

· It explains that chlamydia is spread through networks of people who know each other
· It reframes respondents understanding of why their own risk is higher than they think, i.e. that they are exposed to a wider range of people than they think and some they may not know (not just their partner, or their previous partners, but even beyond that)
· It reframes facilitated understanding that respondents’ own current behaviour is risky simply by virtue of what they don’t know about others

· Through reframing risk, it meant respondents could not continue to vouch for their own low risk

· It communicates momentum by supporting the idea that the problem is growing: respondents inferred from the number of people shown and the implicit (and organic) idea of a network that it could be growing in an uncontrolled and worrying fashion
· It effectively countered the perception of control by showing the lack of control any one person has over history and the unknown
· The combination of risk and lack of control resolved the need for  taking personal responsibility to gain control in future
· Importantly, the image helped reduce stigma by absolving personal responsibility to date (thus lowering a barrier towards seeking testing) 

· And ultimately, it normalised both risk and the need to take a test by demonstrating that through normal sexual connections large numbers of friends and peers were similarly exposed to the problem (i.e. it is not a minority problem, but a risk for all those who are sexually active)
Overall then, this stimulus prompted the audience to think about themselves and their partners in a different light and reconsider risk. 

The amount of people there are, we’ve probably slept with everyone down here!

[Females, 19, MCP/F, Screened, Cornwall]

Ugh. That’s disgusting! That sounds rank, doesn’t it? I’ve slept with like every single one of my boyfriend’s ex-partners. It sounds horrible, doesn’t it?

[Females, 19, MCP/F, Screened, Cornwall]

That’s a weird way of looking at it. I slept with all their previous sexual partners. It makes me even more worried again because she could have caught it off somebody else who could have caught it off somebody else. I think I’m going to get checked at the hospital

[Males, 18/19, Fledgling & ONS, Screened, Devon]

While this worked well across the sample, respondents from small towns / rural areas were especially concerned about how closely everyone’s sex lives were connected.  Previously, respondents felt uncomfortable with this occurrence from an emotional and social perspective. However the ‘degrees of separation’ information gave them a reason to regard this as a very real and worrying risk.  The potential passing of chlamydia from one friend to another was considered by respondents in both directions, prompting concern for some females that they might ultimately cause a friend to suffer infertility or another consequence. 

· ‘You don’t have to have lots of sexual partners to be at risk, once is all it takes’

This statement added support and power to the communication of Degrees of Separation as well as providing new information.

It offers a simple message about how easily (and potentially quickly) chlamydia can be spread. Usefully challenging the preconceived notion that STIs are necessarily linked to promiscuity, this prompted respondents to re-evaluate their own experiences, with those who were less sexually active (but who had had one or two ‘lapses’) realising they could also be at risk. 

However, this statement often found its power alongside the Degrees of Separation communication. Without it, the statement lacked impact, since it tended to require too much thought to establish personal relevance and specific meaning.  

3.4.2
Behaviours information

· ‘Chlamydia is spread through any unprotected sex – vaginal, anal or oral and through using sex toys’


The fact that chlamydia can be spread by oral sex was ‘new news’ for many females in the sample: many had not considered that chlamydia (or indeed any STI) could be passed by oral sex.  As a fact, however, it was quickly picked up and raised alarm bells for female respondents in particular. Clearly, some girls who thought that they had been or were very careful in their sexual habits (by avoiding penetrative sex) were unsettled by understanding that sex of this type was risky too.  
This fact therefore forced sharp reappraisal amongst the target audience and generated understanding that they were currently wrong or misguided about their own behaviour and their personal risk from STIs. 
Consideration of oral sex also prompted questions as to whether the infection or the symptoms could occur in the mouth. 
Somewhat in contrast, the idea that chlamydia can be spread via anal sex and sex toys tended to raise unhelpful questions more than useful considerations.

For the one female respondent who claimed to be bisexual, the information about sex toys was new and perceived as valuable – since she had understood this as a totally safe form of sex.

For others, however, bundling information about different types of sex caused issues for respondents. Males and females were generally keen to distance themselves for information they felt was targeted at non-heterosexuals - and the reference to anal sex was simplistically interpreted as meaning the message was likely to be relevant to homosexual men in only. 

While this tended to lead to dissociation from the information, this also raises the potential issue of Chlamydia being understood as not relevant to heterosexuals.
Discussion raised questions amongst the target as to which bodily fluids were responsible for passing chlamydia and suggestions were therefore via semen and blood.
3.4.3
Prevalence Information

· ‘Chlamydia is the most common bacterial STI in the UK’

As discussed earlier, the high prevalence of chlamydia was generally well known and not ‘new news’ for the target audience. 
Therefore this fact did not affect their own sense of risk or drive chlamydia more top of the mind than it is currently; however, it did provide useful reaffirmation of their perception that chlamydia could be an infection to worry about.

· ‘The most widespread sexual infection amongst 15-24 year olds, about 1 in 10 have it’


Similarly, this statement did not particularly shock respondents as it did not suggest anything they did not already know or assume. However, for some it was useful reaffirmation of the issue.

Specific reference to 15-24s had both benefits and drawbacks. The pointed reference to their own age group helped with relevance of the issue: a notion supported by the general acceptance that young people are sexually active with a higher number of partners, and more frequently changing partners than other ages. 
However, it also prompted debate about the fact that teenagers are having sex younger and younger today which for some distracted them from the core issue of chlamydia.


For some, the notion of ‘1 in 10 people’ supported the idea that chlamydia is a growing problem.  Respondents used this to evaluate their own friendship set (and wider social circle) – or certain social circumstances – specifically looking to calculate how many were likely to have chlamydia.

Like if I was with twenty people or whatever, and I look at them in the room, I wouldn’t think that two people had it in that room

[Females, 19, MCP/F, Screened, Cornwall]

Taking into account their new understanding of ‘spreadability’ based on ‘degrees of separation’, a friend having chlamydia became a greater worry as it was thought quite possible that you could catch chlamydia as a result of them having it.  It was easy for respondents to imagine a scenario where two friends had both slept with the same partner, and a few admitted that this was already the case.  

However, respondents in some areas (especially Devon / Cornwall), had a perception that chlamydia is much more prevalent than 1 in 10 people: spontaneous estimates were between a third and a half of the population being considered affected.  For some then, the fact served to reduce their sense of risk.
But one in ten is not amazingly bad – it is pretty bad really. 

[Females, 19, MCP/F, Screened, Cornwall]


Overall, this statement fitted with the growing picture of chlamydia; but it did not particularly stand out or change current perceptions.  The fact below was considered more powerful increasing the perceived impact of prevalence issue through implied momentum.

· ‘One person finds out they have Chlamydia every 5 minutes’


‘Every 5 minutes’ was a very powerful and impactful fact that brought chlamydia top of mind and made respondents look to reassess their own risk. It worked at several different levels, communicating on both prevalence but also momentum, which together make the problem feel more serious to the target audience.
Specifically, use of ongoing time (‘every 5 minutes’) made Chlamydia feel like a real, present and actively growing infection/problem to respondents. 
The frequency of ‘1 every 5 minutes’ was also suggestive of a very high incidence/prevalence within the population (prompting suggestions much higher than 1 in 10) and sparked the perception that chlamydia was more widespread/common than respondents had previously thought. It was not easy for respondents to extrapolate from the statement and estimate the percentage or number of people affected, however it prompted speculation that approximately a third or up to a half of the population might be infected with chlamydia.  
Makes me think I want to go and get tested. This is quite worrying. It’s the 1 person in 5 gets it every 5 minutes 

[Males, 18/19, Fledgling & ONS, Screened, Devon]

The ‘hard hitting-ness’ of the statement was partly drawn from comparison with known charity advertising lines (such as ‘one child dies from poverty every 3 seconds’) which were considered hard-hitting. However, the statement prompted many respondents to say ‘that’s X people while we’ve been sitting here’, illustrating a growing concern about personal risk. 

That’s crazy. Just think by the time we’ve been here, like eight people have found out they’ve got chlamydia!

[Females, 19, MCP/F, Screened, Cornwall]

3.5
A New Normality for 15-24s

As mentioned earlier in Section 4.1 Overview, there is likely to be value in addressing ‘normalisation’ of risk and screening/testing directly with the target audience. As detailed below, this has specific value in both reducing stigma and making chlamydia more personally relevant.
It appears, however, that at this point in time messaging around normalisation works best alongside the communication requirements described above (addressing seriousness, invisibility and spreadability of the medical condition).
As the target audience move up the learning curve of what the infection is about, there is either an explicit call for ‘normalisation’ to help them with dialogue and accessing services, or statements around the need for normalisation and understood and justifiable.

However, out of the context of new information about the condition, (i.e. if just focusing on normalisation/the need for normalisation alone), messages lack credibility since they are at odds with experience.
Within the discussion and stimulus material, respondents were presented with a couple of concepts or statements which directly addressed the issue of normalisation:

· ‘Young people should screen at least once a year or with every new partner’
· ‘Getting tested for Chlamydia is a normal thing to do. Thousands of people are tested every year’
Specific reactions to these are detailed below. 
· Young people should screen at least once a year or with every new partner 

Most of the target audience was in agreement with the central proposition of regular screening, having progressed through the learning curve about why it is important to keep chlamydia under control within the research process. 
This specific statement was helpful to the target audience in offering a directive: respondents were clear what they should do as a result and did not feel the request was overwhelming.

As mentioned above, however, the request does not stand alone and reasons to believe (i.e that chlamydia is ‘invisible, serious, and spreading’) are required in addition in order to instigate personal connection and a response.

The language of ‘young people should’ specifically helped with normalisation, through suggesting a blanket recommendation for all, rather than asking the target audience to make a personal judgement based upon their own individual sexual activity.  
The recommendation for annual screening received general acceptance within this sample. For many respondents, this recommendation usefully distanced screening away from sex itself and away from individual sexual behaviour. For the less confident in particular, this increased permissibility and acceptance of looking after/managing their sexual health.
 Indeed, some respondents suggested a mandatory screening call (like a smear test) since this similarly helped bypass confidence issues by removing the need to explain (to partner, friends, family and medical professionals) as to why you need to be screened, and overcome the need for courage to have to put yourself forward.
Even amongst those who agreed with the recommendation, there were some comments that it would not be feasible to test with each new partner because they were changing too quickly. While sometimes this comment was made in reference either to their own behaviour, but more often it was made in reference to other people. Some respondents spontaneously suggested that they should test every six months themselves to make screening more worthwhile, but in many cases this is insufficient to cover exposure.  
Clearly, for some within the target audience, constantly changing partners could undermine screening as a useful solution to the problem of chlamydia, and the role for condoms is important to communicate too. As discussed in detail in Section 7
, condoms both distract and complicate – and while an important part of the overall communications strategy, need to be explained carefully.
· Getting tested for Chlamydia is a normal thing to do. Thousands of people are tested every year
As discussed above, in light of the evidence there was a call from the audience themselves for testing to be the norm. Repeat testers also desired validation of their practice as they felt that they were in the minority and at risk of stigmatisation.
As a fact, however, this statement lacked credibility as there was some disbelief that annual screening is the case currently. Lack of endorsement through word of mouth also exacerbated doubts.

Discussion around this statement also highlighted that care needs to be taken with normalising behaviour. While this is important to help establish relevance to all and overcome barriers to accessing services
, it needs to be set in the context of a normalised ‘need’. Indeed, a focus on behaviour alone led a number of respondents to the happy assumption that ‘if everyone else is doing it, I’m safe’ or ‘I don’t need to do it if others are’.
For example, a higher impact sentiment could attach norm to both the need for the test and also to the positive attributes of others, for example:

Thousands of people who know the dangers of chlamydia are now making sure they get tested regularly so that they stay safe.
4.
Task 2: Engagement with Service

4.1
Overview

As mentioned earlier
, for the audience to make a personal connection with the problem of Chlamydia and take action, there are two primary communications needs that need to be met - both are essential to instigate action:

· Task 1: Making chlamydia ‘relevant to me’

· Task 2: Making chlamydia testing/screening ‘accessible and palatable to me’

Requirements for meeting Task 1 are detailed in the previous section. This section now focuses on the requirements for Task 2.

As summarised in Table 1
, this task of increasing accessibility and palatability of testing involves overcoming two key barriers:
i) Hassle

ii) Fear

In both cases, evidence exists which helps mitigate concerns and needs to form an important strand with the communications campaign. However, in addition to communications, these barriers also highlight specific considerations that are essential to bear in mind within service delivery itself – as aspects of the test and service through which it is delivered can also help mitigate issues for the audience.
Detailed below are the issues and perceptions that comprise each of these two key barriers. Following description of each barrier, the factors which overcome or mitigate the problem are discussed.

4.2
Barrier to Testing: Hassle Factor

The first barrier has been termed ‘hassle factor’ since most respondents were under the impression that testing involved a high degree of effort.

This effort is linked to several issues – both rational and emotional:

· The need to take time off work or to find time within the social schedule was often considered problematic. While this was true for many, the issue was exacerbated for those in more rural communities. There was a perception amongst a range of respondents that the ‘time out’ of the day required to travel to a screening location and take a test was in the order of half a day (while in some cases this may have been correct, in other cases it was likely that there may in fact have been locations close to hand that they were unaware of). 
· Almost all respondents felt they would also need to provide an explanation to someone else as to what they were doing during the time required for the test. In light of the current issues around stigma, for most this was felt like to involve some form of lying, hiding or disguising what they were doing (from employers, parents and partners). There was also a concern (especially amongst younger and more rural respondents, but affecting others too) that accessing a test would require some form of transport, which was not always easy to obtain or explain.  
· Drumming up courage to overcome fear and shame for taking the test per se (detailed in 5.4 below) was a barrier.
There are a number of factors which do help overcome this barrier of hassle. These are not just required to build the ‘ideal’ service, however, as for many respondents they affect their basic requirements too. 

4.3
Factor Which Overcomes Hassle

Perhaps unsurprisingly, low effort testing options appear to be potentially highly facilitating to both the least motivated and those with the highest concerns around ‘hassle’. Respondents were seeking both widespread accessibility and different options that fitted with individual needs. Indeed, four aspects of service provision were discussed by respondents as helping deliver a service that is low effort, as follows:
4.3.1
Choice of location
Respondents assumed that if a range of options/locations was available in their area then there was a reasonable likelihood that one or other location would be accessible to them – helping overcome issues around time (and explanation) constraints. If possible, the idea of options and range of locations is thus useful to communicate (as well as to deliver) in order to encourage greater consideration of screening.

Choice, however, was not just around area location. In order to deal with issues around courage, preferences varied in terms of whether the individual preferred anonymity or a venue where they had a pre-existing relationship. For example, being able to choose an anonymous route overcame courage (and explanation) issues for those who were concerned about having to speak to someone. Likewise for those who preferred a pre-existing relationship, being able to speak to someone they knew provided them with reassurance that they desired.  

As discussed in detail in section 6, preferences for screening/testing service delivery vary markedly and therefore for inclusivity – but also broadest reach – options are likely to be required.
4.3.2
Distance options


Again as detailed in Section 6, preferences tended to vary by gender, with males being particularly keen to do the test at home, whereas females often preferred the reassurance of a doctor or nurse, as well as the opportunity to discuss any concerns with a professional. However, the option of being able to choose a distance option was particularly important for those in need of overcoming time and courage issues.
4.3.3
Opportunistic testing


Opportunistic testing was recognised as advantageous in that it clearly involved low personal effort from the target audience.  Being approached in the right environment and in the right way was thought to automatically increase likelihood of uptake by the target audience, through bypassing all different hassle elements (time, need for explanation, courage).  

Successful experiences reported included colleges, prisons and sexual health clinics (contraception versus other non-sexual health related medical settings).
4.3.4
Mandatory testing


Mandatory testing was mentioned spontaneously by respondents as a possible adaptation of opportunistic testing.  They felt that there were a couple of benefits to this approach:
· Firstly, mandatory testing would remove the need for the ‘self-selection’ (i.e. requesting a test) by the target audience, which was considered awkward and embarrassing (since requesting a test was seen as putting yourself into an ‘at risk’ category). 
· Secondly, mandatory testing was also seen as a good way of ensuring that many (the majority of) other young people would be tested; thus providing reassurance across the target audience that instances of chlamydia are being picked up on and treated.
4.4
Barrier to Testing: Fear 


In the case where the rational and emotional experience of testing was unknown (i.e. for those who have not tested) it was expected to be negative.  The range of concerns included the following:  
4.4.1
Fear of pain


For male respondents, the assumption was that the test will involve an umbrella device or painful swab. Fear of these types of invasive procedure not only acted as a barrier to getting the test, but more fundamentally to consideration per se/finding out more about it.  
There was also some evidence of fear of pain amongst females; however this was at a much lower level, and focused on ‘discomfort’ rather than acute physical pain. Respondents anticipated the test would be similar to a cervical smear and mentioned their aversion to instruments used for these. 
4.4.2
Fear of physical exposure



Both males and females were intimidated by the prospect of ‘being inspected’ by doctors.  
Concern was particularly strong amongst females, who anticipated that the exposure would be humiliating – particularly if the doctor was male.  For some, this concern was mitigated to an extent by an expectation that there would be an option to request a female medical professional. 
Gender matching appears to be particularly important in some cases to reduce embarrassment levels. Some of those who had been tested already claimed to have missed an appointment with male staff, in favour or rescheduling with a female.  

Anxiety around visiting the GP appears to go beyond gender issues, however, and was often very deep-rooted: many male and female respondents appeared to have a latent fear of visiting a GP by themselves for any medical problem. In general, few had experience of going to the GP on their own previously (with the exception of females going to GUM clinics). Therefore understandably, issues of confidence were therefore compounded when linked to STIs, undressing and exposure of genitals.  

4.4.3
Fear of stress


Fear was also focused on the stress of waiting for results. Respondents felt they would be highly anxious during this period and experience nervousness and dread every time the phone rang or post arrived: fear of a negative result being ever present in their minds. This fear was particularly strong amongst those who had already tested and experienced this anxiety, although it was also highlighted as a concern by those who had not yet tested.  

Because it builds up eventually, and like when you don’t get a phone call, each day you’re like no I’ll be OK I haven’t got it, and the next day you think about it more, and you’re like maybe I might have 

[Females, 19, MCP/F, Screened, Cornwall]

Critically, however, there were also very concerned as to how they would need to handle sex and relationships in the meantime. If the waiting period extended beyond the frequency of intercourse with a regular partner there were specific worries about either the guilt of not addressing the issue and continuing with sex anyway, or inability to manage abstinence without creating other issues that were hard to deal with (for example, insisting on condoms where they had not been used to date, or refusing sex).

In light of these concerns around the waiting period, decreasing the waiting time from 2 weeks to 1 week is likely to help with managing this barrier.
4.4.4
Fear of outcome


Across the sample, respondents were also afraid of finding out they have tested positively for chlamydia. Although the audience spontaneously lacked detail about the condition or its consequences, it was still felt that a positive result would present the individual with a range of unpleasant problems, both emotional and practical, such as:

· The need to inform past partners and current partners – the latter being a particular concern through fear as to how this would impact on the relationship

· The need to deal with emotional turmoil through personal shame and disappointment (more of an issue for females)
I would not get tested in case it came up with something. I’d rather not know 

[Males, 19, MCP, Screened, Cornwall]

4.4.5
Fear of shame


Overall, the fear of the outcome of a positive test result thus was strongly bound up in the stigma of having an STI, and concern around how it might affect their social life and personal identity if the result was positive.

For some respondents, shame was linked to sex per se: a positive result would therefore mean admission about being sexually active.
For others, shame related to the extent of sexual activity that they personally associated with chlamydia. As detailed earlier
, there was a perception that STIs arose from sexual activity with many partners, casual partners, “dirty” types of people or even from poor personal hygiene.

Respondents reported that having a Chlamydia test was tantamount to they admitting to inappropriate sexual behaviour, and they anticipated that healthcare professionals would think badly of them (and possibly treat them badly) as a result. There was also significant fear about being judged by friends and partners.
4.5
Factors Which Overcome Fear 


There are a range of factors within service delivery which can help to overcome the fears associated with testing amongst the target audience outlined above.  
Improving awareness of these factors, as well as ensuring their delivery is therefore likely to go some way in helping over the barrier of fear.
4.5.1
Pee in a Pot (PIP)


The simplicity and ease of PIP was a real benefit to both male and female respondents alike.
Both genders anticipated the lack of pain and discomfort with this method of testing. For males who expected an ‘umbrella’ method and females imagining a smear or swab test, PIP provided a very welcome alternative which could make a real difference to their consideration of the test.

Both genders also recognised there would be lower embarrassment with the PIP, because it did not need to be administered by a medical professional and would not require physical exposure. 
4.5.2
Home option

The option to take a test at home was welcomed by many respondents for a number of reasons. In the first instance, it was felt to require less commitment upfront, i.e. just picking up a test with no pressure to follow through if at any point they were put off the process. 

The fact that it requires little to no human interaction was also considered a benefit by some respondents, as this meant there was either little or no chance of being judged by others. For some, there were still some remaining concerns connected to anonymity and confidentiality, with these respondents concerned about being seen picking up or dropping off a test.  
Whilst reactions towards the home option were generally positive, it was not an ideal solution for all. There were a few who felt it might be difficult to find the privacy at home to complete the test, and there were also some concerns about their ability to carry out the test alone unaided and without prior face to face instruction.  
Overall, the option of a home test appeared particularly valuable for male respondents generally and females from some specific attitudinal groups (namely Denials [Vulnerable], some single Focus Drunks [Thoughtless])
.
4.5.3
Confidential results

It was a huge relief across the target to learn that there was no need anyone else (even partner) to know about test results without consent. While respondents understood that there could be a moral requirement to tell partners, confidentiality within the service allowed them to feel at least in control of that process.

The promise of confidentiality also assuaged fears that others within their peer group might find out some how with negative social consequences. 

In addition for many, avoiding having to inform the family doctor or GP was also greatly appreciated. There was a concern here that the GP might think about them or treat them differently in the future – or that information might leak from them to family members, albeit unintentionally during a subsequent, unrelated visit to the GP surgery (for example, through seeing information on screen, or the doctor confusing different family members).

There concept of partner notification via NCSP was also very well received. Going well beyond expectations this was felt to be very high value: a professionally-run service dedicated to informing past sexual partners taking a ‘weight off their shoulders’ should the result be positive. Whilst some claimed that it might be better in some circumstances to do the notifying themselves, many felt that this may not happen in practice.  For those respondents who had previously used this service, including those who had been on the receiving end of a call, all feedback was positive.
Responses to home testing and confidential results illustrate that anonymity was critical to the target audience – albeit to different degrees depending on the individual.  While these are thus very important aspects of the service to highlight, it is essential to position them as options, i.e.   “if you want to”, so as not to compound concerns about shame and stigma.   
4.5.4
Opportunity to disguise visit


It transpired that current testers often combined their STI tests with other family planning tasks such as renewing prescriptions for the contraceptive pill or picking up condoms. Whilst this practice was acknowledged primarily as a matter of convenience, it did nevertheless allow for an element of disguise in the nature of the testing visit. 
For some this element of disguise was also a motivation to acquire the test from other outlets (such as buying a test from a pharmacy or supermarket
), as this activity would in reality most likely be combined with another task/shopping for other items.  Even if activities were not combined in this way, there was a feeling that going to a pharmacy or supermarket would not naturally lead to suspicions from observers.   
4.5.5
Positive staff experience

There were some examples from those who had been tested of fear and shame being assuaged by staff.  Where the experience had been positive, respondents reported they had been made to feel normal, responsible, and secure for having screened, and this obviously increased their likelihood of making a repeat visit in the future.  Specifically, staff had made them feel welcome and unjudged, and their discomfort was lessened considerably by being distracted from the actual test that was taking place. 

In other cases, however, experiences had been much less positive and had borne out negative expectations instead.  Some respondents reported that they were made to feel irresponsible or badly behaved and/or ‘another number’ with staff acting in mildly rude and dismissive manner towards them. This experience had acted as a real deterrent to repeat testing as the negativity was weighed up against perceived risk.

Whether the experience had been positive or negative, however, little ‘education’ or other benefits beyond contraception tended to be gleaned from the experience. While testers could cite the prevalence of chlamydia and sometimes details of symptoms, as mentioned earlier, awareness of serious consequences sometimes remained low.  
Given they are a captive audience at this time and focused on sexual health, this does suggest that an opportunity for informing further about chlamydia certainly - and potentially other sexual health matters too – is being missed.  

Taking this into account, alongside the desire of the audience to disguise their visits or merge them with other health requirements, there were several indicators that service providers can (or need to) evolve to provide a higher value sexual health service for many females and some males.

4.5.6
Normalisation

As mentioned earlier
, there are benefits in addressing ‘normalisation’ of risk and screening/testing directly with the target audience, as this has specific value in reducing stigma.

If stigma can be shifted (while retaining medical concern), barriers within both hassle (such as explanation and finding courage) and fear (over shame) are likely to reduce.

5.
Ideal Service Execution

5.1
Specific Location/Accessibility Preferences


As mentioned in Section 5 above, a range of choices would be highly beneficial in communicating accessibility as well as genuinely providing options, since individuals demonstrated varying needs and preferences. 
Whilst these preferences were largely individualistic, there were some general differences between males and females which are discussed below.
Following this, reactions to specific locations and service options are discussed in detail.
5.1.1
Females

Females in the sample (across SEG and sexual behaviour segments) were more likely to prefer face to face contact and stated a preference for a medical venue. 
The key need here was to access a ‘professional’ in order to establish the credibility of the test and provide further advice and reassurance if required. 
Many female respondents also had an existing relationship with a medical professional based on their contraceptive needs. This tended to mean that they were relatively more comfortable interacting with this known professional; and would prefer to extend this positive relationship into this new territory, rather than having to establish a new relationship. The extent to which this was the case obviously depended upon the quality of the existing relationship.  
There were other females, however, who reported that they would prefer to use channels involving less contact: for them, the fear of embarrassment was perceived to be higher than the reassurance or comfort they feel they would get from seeing someone face to face. Those preferring more distant service tended to be those women with lower confidence levels (often younger) and those with higher concerns around shame. 

5.1.2
Males

Most male respondents expressed a preference for a low involvement and a low interaction, transactional approach. Again, this preference tended to cut across SEGs and attitudinal segments (although there were some exceptions).
As such, male respondents reacted most warmly to accessing tests through pharmacies and online sources. They claimed to feel no need to speak to anyone: indeed, many claimed the need to interact would be actively dissuasive.


Detailed responses to each of the individual service options presented to respondents within the research are discussed in turn below.  
5.1.3
Face-to-Face Locations 


Various face to face possibilities were discussed with respondents: all of which either offer (or were assumed to offer) contact with some sort of medical professional/healthcare provider.

· Sexual health clinic


Sexual Health Clinics (Family Planning or combined clinics rather than GUM) were often preferred by females, as they anticipated that they would need to be able to ask questions and get answers from an expert at the time of the test. The highest levels of confidence in this service provider were amongst those who had an existing and good relationship with a clinic, most likely through accessing contraception services.

Sexual health clinics also generated high expectations regarding the accuracy of testing, especially in comparison to the home option (about which some had concerns). 
As mentioned earlier, part of the draw to a clinic which offered contraception or mixed services was that idea that it could be a disguised visit, as well as a source of additional sexual health support and information.

Males in the sample were significantly less interested in such clinics (as well as GUM), as their fear of being judged was very high. Without an established relationship with a clinic in respect of contraception (or other service), the additional element of disguise was also lost. 
· GP practice


Again, a higher degree of confidence was expressed in this route if there was a good existing relationship with the GP (either for contraception or other purposes as their doctor). 
Given that GPs surgeries were very local, it was also expected that the process of going to a surgery would be much quicker than visiting a clinic.

GPs were also trusted for a high level of accuracy in the testing itself. 
I would be more comfortable going to my GP because I know it’s all completely legitimate, and they’re in-depth and everything, they know exactly what they are talking about 

[Female, 19, Fl/ONS Cornwall]

There was also some sense, however, that this was the ‘default’ option suggested by some respondents in the absence of knowing of any other real alternatives.  


Furthermore, for many respondents, a critical barrier remained regarding GP surgeries in relation to confidence in confidentiality. For younger respondents in particular (but not exclusively), there were concerns that parents might find out about the test by seeing evidence of it on the computer screen at a subsequent visit, or through other means.  One or two respondents had experienced breaches of trust in the past, but on the subject of contraception rather than STI testing.  For others there was a more general sense of vulnerability that information about their test might inadvertently be exposed and released into their peer group or parental circle.

· School nurse


This option appealed to some females only and depended entirely on the individual’s existing perceptions/relationship with the nurse. 
There was a consensus that confidentiality was particularly essential at this location and that real problems could ensue if there was any minor breach in confidentiality (in terms of negative social consequences – teasing to bullying and ostracisation). Alongisde an approachable nurse, reassurance on confidentiality is therefore absolutely essential for this service provision to be considered.
· Screening at college


Both males and females were positive about the idea of screening at college, and thought it a good idea within certain parameters. It was perceived to be very easy and convenient access, and capturing young people at the right age.  Although not fully overcome, the more ‘adult’ atmosphere of college (versus school) was felt slightly more comfortable for considering issues of sex and sexual health.

While details were not highly specific, there was some expectation that distribution of kits/testing would be managed or administered by some kind of healthcare professional.


Again, concerns around confidentiality of the test results arose, but there was expectation that these issues could be handled appropriately and discretely if approached in the right way. However, reassurance on this point would still be important.  

However, similarly to school, there were concerns about how behaviour around testing might affect personal image. There were concerns about both requesting a test (as may be seen as an admission of risky behaviour) and refusing a test (aversive, too ashamed, risky, or not sexually active?).  Overall, the main aim of the target throughout the process was to avoid attracting attention to themselves at all costs.  
In light of this, a blanket opportunistic approach was felt most accessible/easy to handle.


Discussion around the benefits of blanket offer/distribution sometimes generated spontaneous suggestions for a mandatory call up approach (like cervical smear).
5.1.4
Distance Options


There were few major barriers to take up of distance options. In fact these appeared an essential facilitator for some who were strongly resistant to interaction (for example, through shame or embarrassment).  However, as above it was not the preferred option for some, especially females.  
· Pharmacy


Pharmacies appear an important access point especially for rural communities where transportation was often a real barrier for younger teenagers. 

Picking it up from the chemist would be easiest

[Male, 20-24, MCP, Screened, Prestwich]

Considering a retail outlet (and a pharmacy in particular) did generate some spontaneous concerns around:

· needing to pay per se

· potential high expense  (given pharmacies tend to price higher than alternatives)

· relative effort (in the sense that you would have to seek out the test on the shelves/potentially ask)
· and various potential difficulties in keeping the purchase hidden from other customers (who may be known to you, especially in a rural community) 
This said, there was still a perception that the pharmacy as a sexual health service provider was relatively low involvement and some assumed (and hoped) that no discussion would necessarily be required – especially if the tests available were home tests (pick up and post) rather than having to return to the pharmacy with the test.  
Overall, this option tended to be preferred by males (although not exclusively).  
· Home


As described above, testing at home offered an appealing channel for those who prefer low-involvement and little or no contact (usually males).  
Indeed, for males with a requirement for anonymity, and with expectations around ease of the PIP method, home testing felt like the ideal solution. 

Female respondents often had more concerns relating to the process of actually taking the test which impacted on their desire to undertake a home test. There was a general lack of confidence about getting the process right, which they felt might impact on the subsequent accuracy of results. However, there was also a perception that a home test might become the preferred option was regular testing was established and familiarisation with the test process, and reassurance to an extent, had been gained via the GP or clinic. 
5.2
Test Platform: PIP vs. Other

5.2.1
Vaginal swab (females)


Amongst females, a vaginal swab was generally the expected method, and was both intimidating and off-putting for some. This was the case especially the younger teenagers, who were less likely to have had the experience of a smear test. 

There were concerns about administering the swab test themselves, either at the surgery or at home and generally they felt that they lacked the confidence (and the knowledge) to do this unless they had received some sort of training.  Even if they were able to carry out the test correctly, there was a feeling that it would be difficult to be sure that they had done so, and this would potentially undermine their confidence in the process. 

However, those that lacked the confidence to see the doctor on their own were mortified at the prospect of having to discuss a swab in front of a parent (or worse being treated by the doctor) - which caused outright rejection of this method. 
5.2.2
PIP


As described, the knowledge that the test can be taken with a PIP method was very motivating. It appeared that most respondents would prefer this if given the choice.  
Males were often visibly relieved to learn the test consists of PIP, rather than the ‘umbrella’.

Female respondents were more considered in weighing up the options, as neither option appeared as immediately easy for them as the PIP seemed for males. On consideration, however, the PIP was often preferred - the key benefit being that it was far less invasive and humiliating than a vaginal swab. 
There remained mixed views amongst females in terms of whether it would be easier to carry out the PIP versus the swab on their own. Specifically, there was a concern that the PIP test might not be as accurate as the vaginal swab. If reassured, however, then females appear far more likely to choose the PIP test.  
5.3
Getting Results: Timing



For all, the waiting period in between test and results was described as the most uncomfortable and anxious period (or at least it was anticipated to be) which led to a new dilemma in terms of what to do in the intervening time. Most notably there was confusion and anxiety about whether sexual behaviour was permissible during this phase and how the subject could be broached with partners.


The target audience accepted that they would not get the results the same day as the test, as most realised that the test had to be sent off to a laboratory for analysis. However there was a latent demand for the waiting time to be as short as possible to alleviate the state of heightened anxiety and turmoil. 

A two week wait for results was considered to be long, with expectations closer to one week, and there was clearly a desire to speed up the process if at all possible. On consideration, respondents understood that the two week time frame was because the sample would need to be sent away, tested, and then the results forwarded to them.  The turnaround time was therefore accepted at a rational level as being reasonable. However, whilst none claimed that the two week wait would put them off having the test, there were indications that this may put off some who are particularly anxious about the stress of the wait (most likely repeat testers) or compromises to their sexual lifestyle.  
2 weeks, how many could you infect in that time? A day and half is better

[Males. 19, MCP, Screened, Cornwall]

Offering the shortest time possible would obviously deliver the most positive experience for the target audience, and potentially encourage more regular repeat testing (as the negative impact is diminished).

The ideal would be a same-day result, and could potentially act as a real trigger to action and encourage uptake, as a quick turnaround positive test offers immediate relief and reassurance. 
5.4
Getting Results: Method of Contact


The need for confidentiality remained the highest priority (with speed also important). No one contact method provided a confidential solution for everyone, as household arrangements varied across the sample. It was therefore considered important to offer a range of contact methods for results to provide choice and reassurance, in order that respondents could select the method which best ensured confidentiality for their circumstances. Overall, text and email methods were mostly preferred (but not universally).
5.4.1
Post

The perceived benefit of postal notification was felt to be that it could be read in private, and some felt confident that their post was sufficiently private. There was concern from others, however, that prying parents might intercept the letter and either open it or ask awkward questions.  If offering postal notification, it was felt to be essential that the envelope should be discreet and offer no indication of the contents.

5.4.2
Phone


The key benefit of notification by telephone was perceived to be the fact that the NCSP can be sure that the results have got through to the right individual. This was felt to be particularly important in case of a positive result, where a phone call could also be more personal, and offer help and support at the same time if required.  

Two key concerns were raised about contact by telephone. Firstly, respondents were unsure what would happen if the call was missed; would they still get their results/would the NCSP try again/would messages be left? Different scenarios could raise different issues so the ideal was being able to specify. Secondly, there was concern about receiving a positive notification about chlamydia at a very awkward time: a situation the target felt they would find difficult to manage, especially their own reaction.  
If using telephone as a contact method, mobile phones were generally preferred over landlines because the target is more likely to have their own phone and provide a greater opportunity for privacy and confidentiality.

5.4.3
Text Message

Receiving results by text message was felt to offer a few important benefits:

· Providing a personal, targeted service

· Very quick, almost instantaneous notification of results (and speed of results was very important across the target) – thus potentially reducing the waiting time
· Greater likelihood of privacy and confidentiality

Some respondents were concerned that the message might be intercepted by friends or by a partner, with potentially devastating consequences in both cases. For this reason it was considered important that the message should be very discreet or encoded in some way, such that the message would not be understood even if it did fall into the wrong hands.  
On a more practical level, some respondents were worried that they might lose their phone whilst waiting for the results in the intervening period. They therefore wanted reassurance that there would be some way of getting in touch to find out their results in this eventuality.   
Generally, however, the benefits of text results outweighed the concerns, and there was a feeling that text message has the potential to communicate results quickly, personally and discreetly.  
5.4.4
Email


Like text, email notification was perceived to have the potential to offer a quick way of delivering test results, and to be a fairly secure mechanism.  Overall, however, email did not have as much appeal across the target audience, and seems to have greater relevance amongst slightly higher SEG respondents.

Whilst considered fairly secure, there were greater concerns (versus text messages) about emails being intercepted or spotted accidentally.  For those not using email very regularly, or with access at home, there was potential to slow the delivery process down further.

Relevance then seemed to vary greatly depending upon access to email, and whether the respondents had personal Internet access at home.  
5.5
Getting Results: Confidentiality from GP/medical records


In line with the general concern over confidentiality that pervades requirements for the process, the fact that test results would not be on personal medical records was a great relief to many respondents. There were one or two who were relatively ambivalent about this; however most were strongly in favour of this aspect of the service.  
As mentioned earlier, concern of judgement by the GP or personal shame was often strong. Respondents were also often anxious that parents might find out at a subsequent visit, either because the GP might mention it, or because it could be viewed on a computer screen by accident.  
5.6
Getting Results: Notifying Partners


The imperative of informing sexual partners of a positive test result was generally understood, and it was frequently felt that it would be better to tell their partners themselves. 
Respondents held this view because they thought it would allow the individual to minimise shock for their partner as well as offering a chance to explain and perhaps control their reaction to the news. In this case, the ability to ‘manage’ the situation more closely was felt to reduce the chance that an aggrieved partner would reject them, or punish them with spreading the news.


However, on discussion, it emerged that many would not do this in practice, as there were many barriers to doing so. This was either due to a lack of courage in dealing with the situation, or a judgement made about the value of the relationship (for example, easy to dismiss it if a one night stand). 
I wouldn’t want to ring up someone I had sex with 3 months ago and tell them I had chlamydia, especially if it’s a one night stand  

[Males, 18/19, Fledgling & ONS, Screen regularly, Devon]

Thus, it was generally felt to be more important to personally inform a long term partner rather than a one night stand. That said, there were also barriers and concerns about telling a long term partner, as the impact for damage to the relationship was thought to be much greater.  

Given partner notification of a positive result was seen as a potential minefield, when offered the choice, most respondents felt that they would select the ‘easy way out’ of the NCSP informing partners on their behalf.  
However, it was essential for buy-in to this service that the notification would be completely anonymous. The stakes of being revealed almost grow if confidentiality is breached through this method, as the tested person becomes both infector and person who lacks courage or care to do the informing themselves.
As mentioned earlier, in order not to promote stigma, it is also important that the NCSP service is positioned sensitively – i.e. as a ‘supportive option if required’, rather than an overt benefit. 
6.
The Role of Condoms

Findings indicate that there is a specific and important strand of communication around condoms that needs to accompany communication around chlamydia and screening. As their role needs to be explained in some specific detail, however, indications are that this will be a particularly important part of face to face communication at the point of testing or within testing packs.

6.1
Some danger of screening ‘legitimately’ displacing condoms

With the development of normalisation of screening and a service that meets needs, screening was seen to provide a preferable alternative to condom use.

The key advantage of screening over condom use was perceived to be allowing the individual to deal with the sexual health issue in isolation and away from their partner (or with a friend instead if they chose).  As such, the need for negotiation and associated ‘accusations’ around sexual activity and ‘cleanliness’ of partner that is intrinsic to condom use, is largely bypassed in normalised testing.
 

Some also saw frequent testing (and treating if required) as a means of keeping the issue under control and making condoms unnecessary: a key benefit for those concerned around sexual performance and/or experience being affected by condoms.

In light of this, there is some likelihood that screening could become equivalent to, and used in the same way as the emergency contraceptive pill
.  
6.2
Explaining the role of condoms


While condoms offered the respondents a rather unwelcome alternative for controlling the risk of chlamydia; they were able to make a connection with their role in chlamydia prevention. Specifically, respondents understood that condoms could provide a method of protection from contracting chlamydia in between screens.

Without information as to why this is important, however, the compulsion to use condoms remains low. There are many barriers to use, and with a test and treat option, no real incentive to do so. 
Certain information did raise the value of condoms significantly and justify their use. Specifically, the idea that condoms could be used to prevent the onset of damage that might occur in between screening or to control/prevent the increased damage that occurs from repeat infection were notions that motivated the target audience to consider condoms further.
Condoms are clearly a complicated information area to deliver on because of the wide range of barriers to usage and relatively complex story around their contribution to protecting against chlamydia. However, as mentioned, the face to face interaction between individuals at risk and healthcare professionals at screening sites could potentially present a key opportunity.  There was evidence that other useful discussions around contraceptive measures sometimes happened at this point.  
7.
Branding Considerations

7.1
Reactions to NCSP

7.1.1
Awareness



As mentioned earlier, there was no spontaneous or prompted awareness of the NCSP as an organisation – although there were mentions of screening activities that suggested the NCSP. 
Despite this low engagement to date, the national aspect of the programme was felt to communicate some important values.  A closer association with the NHS, however, would appear to be beneficial in terms of communicating reassurance, familiarity, and a free service to all.
7.1.2
Reactions to NCSP name / logo


When prompted, responses to the name and logo ranged from indifference to negativity. 

Most positively, the NCSP name was felt to be very explanatory, in that it clearly indicated that it was about the chlamydia testing procedure. This is obviously important and useful, given the lack of familiarity with the logo and name at present – and the general awareness of chlamydia as a widespread STI. The name also gives the impression that it is a dedicated service, which provides some reassurance for the target, given the fears and concerns outlined above. However, this can also indicate that it is an organisation for medical providers rather than of direct relevance to the target audience.

People who just treat chlamydia  

[Females, 19, MCP/F, Screened. Cornwall]

It sounds like there’s board meetings and chairs and governors, all sounds a bit scary, especially if it’s for under-25s  

[Females, 18/19, ONS, Not Screened. Harlow]

For these respondents, the name and logo did not seem to be particularly aimed at the 16-24s age bracket, unlike some of the local logos discussed below which were felt to give off clear youth cues – and were thus more engaging (through being assumed to be relevant). 
NCSP logo, that’s just boring

[Females, 18/19, ONS, Not Screened. Manchester]

In addition, the abbreviation drew some distracting associations with the ‘NSPCC’ and ‘NCP’ car parking. 

7.1.3
Reactions to NCSP concept



The ‘NCSP’ scheme overall was warmly received, and perceived as an essential and positive step, given the target’s the new understanding about chlamydia. The fact that the programme is nationwide was felt to give the scheme greater weight and importance, indicating the seriousness of the situation and the necessity of being tested. 
The fact that the service is free was also highlighted as a key benefit, and is worth communicating upfront if possible to reduce the opportunity for cost to act as a barrier. 
I wouldn’t have money to pay for it, it has to be free

[Females, 18/19, ONS, Screened, Harlow]

Free makes me think take full advantage, why not get it done?  

[Males, 18/19, MCP, Screened, Prestwich]

Some confusion emerged around the exact meaning of ‘screening’ but this was not critical and was not off-putting in terms of the service overall (see detail on vocabulary in Section 8.3 below below). 
Finding out about the NCSP programme prompted some respondents to mention the idea of mandatory testing.  These respondents endorsed this notion as a potentially extremely effective method of rolling out screening and encouraging uptake. 

7.2
Reactions to Other Logos 

7.2.1
NHS


Unsurprisingly, the NHS logo was well-known to all respondents.  Familiarity with the NHS per se tended to vary according to the individual’s experience, but across the board the NHS logo acted to provide positive reassurance about the programme - raising expectations that the service would be both professional and reputable. It also usefully prompted assumptions that the service would be free. 
There were no spontaneous concerns around record sharing or other confidentiality issues through the NHS – reflecting relatively low levels of knowledge about how the NHS works rather than specific expectations around the programme. 
Overall, responses suggest that the NCSP stands to gain by making the association with NHS explicit.  
NHS shows backing and how important it is

[Males, 18/19, Fledgling/ONS, Screened, Prestwich]

7.2.2
Condom Essential Wear (CEW)


There was fairly wide recognition of the CEW logo, prompting recall of sexual health advertising. The CEW logo also generated some other appropriate and engaging qualities: being considered very modern in overall tone with a particular youth appeal. However, some presumed that the CEW brand originated from a commercial condom manufacturer such as Durex, which caused specific confusion in relation to testing as they were seen to be entirely unrelated.

As testing for STIs was thought to be exclusively in the realm of clinical medicine, associations with a commercial-looking brand did not sit comfortably. Even where recognised as part of a sexual health campaign, however, instead a condom manufacturer, the words ‘condom’ and ‘wear’ are also very specific making it difficult (mostly impossible) for respondents could not attach any immediate relevance to screening. 

Therefore, although (as discussed earlier) understanding the role of condoms alongside testing can be grown/improved, the screening programme does not currently sit comfortably under the CEW brand. The spontaneous perception gap appears to be too wide for the association to be useful – indeed, it may even directly undermine by confusing the audience.  
7.2.3
Reactions to local logos

Specific elements appear to make some logos more effective than others. Clear youth cues, taking a positive position with regard to chlamydia and a directive tone all worked well to make certain logos more engaging and relevant. 
The most successful examples included: ‘RU Clear’ (both versions), ‘Know Yourself, Know You’re Safe’, and ‘Get Tested’.  

In more detail:

· Clear youth cues worked to engage the audience by signalling through colour or language that the logo is offering something relevant to the audience. For example: the text language RU Clear? , the letter style of ‘Know Yourself’ (slightly graffiti-esque and non-establishment) and the colours of c-sure.  
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· Implicit positive positions helped engage the target audience by implying that through associating with the logo, there would be a benefit to the individual, such as regaining control by knowing they are clear or safe.  
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Know yourself, know you’re safe. It’s quite catchy, I think people would pay more attention. It’s bringing safe into it and letting you know more what could happen

[Males, 18/19, Fledgling/ONS, Screen Regularly, Devon]

Know yourself – that works and it’s got the 1/10 people image

[Males, 18/19, Fledgling/ONS, Screened, Prestwich]

· Directive approaches were also appreciated as addressing the target audience directly via a question or statement. As well as inferring something about tone of the organisation (being non nonsense and straight and to the point) an invitation or statement required specific dissociation and rationalising on the part of the audience, and so in effect had managed to start a conversation. The implied position of authority also inspired confidence.    
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Less compelling elements of the logos for respondents included the following:

· Where the logo was considered obscure or too close too another aesthetic category, such as a flyer for a club (e.g. c-sure) it was felt either likely to be missed or less bonadfide/trustworthy in some way. Respondents understood the current conundrum around not wanting to be associated with STIs/clinics and therefore the potential benefit of more obscure branding, but once the gravity of the issue was understood, alongside a desire for normalisation, this felt like the wrong approach.

[image: image10.emf]
· A related issue was lack of explicit attachment to Chlamydia. While the ‘Know Yourself’ logo was obviously understood within the context of chlamydia testing, there were often preferences for a more direct approach. 
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One example also stood out as having little or no link to the process of chlamydia testing or the target audience, which meant no relevance was recognised.    
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7.3
Vocabulary

Various phrases (or alternative phrases) were explored to understand if there are any issues around vocabulary.

PIP/Pee in a pot


Whilst the acronym PIP was unfamiliar to respondents the phrase ‘pee in pot’ was well known to previous testers as well as proving self-explanatory to non-testers, both male and female.  Importantly, it clearly communicated ease – a useful trigger to non/new testers and reminder to existing testers.
Positive/negative


There was some confusion over this terminology. While all assumed the terms referred to whether or not someone had chlamydia, about a third of respondents guessed incorrectly – attaching positive or negative to the wrong outcome. This does suggest there is a need to spell this out more clearly (especially in the context of communicating results).  
Testing/get tested/take the test


These were all common phrases for the audience, and were felt to be easily understood and very direct. They fitted in with the understanding that that the test would be a medical procedure looking for infection.  
Screening


By contrast, there was a mixed understanding of the word ‘screening’. Some related the term to screening for cancer, whereas other made appropriate associations to a medical procedure or scan-type events involving a physical ‘screen’ of some sort. Either way, this tended to lead respondents to an appropriate take out of ‘testing’. 
That said, while screening was relatively well understood in the context of the research (where the subject of testing for Chlamydia had become clear), the word screening may well be meaningless in different circumstances.  

Screening just throws you completely off, I didn’t know what that was 

[Female, 18-19, ONS, Not Screened, Manchester]

Indeed, some were confused even within the content of the research, interpreting the term as inferring ‘an unqualified programme of activity’ with some connection to chlamydia, run by professionals. Critically those who had not screened, and had no context for it, doubted whether screening was something that would apply to them. 

With explanation within the research, most respondents were also still unable to really differentiate screening from testing.
Clean/Clear

‘Clean’ was clearly understood as a positive word in opposition to ‘dirty’. In this sense it implicitly contributes to the stigmatisation of those who do get a positive result, and is thus not helpful in encouraging normalisation of testing.

Clean you would see yourself as not dirty.  Clear would be you haven’t got anything.

[Females, 19, MCP / F, Screened, Cornwall]

Clean / clear / let’s be clear all stand out to me 

[Male 15-17, MCP, Not Screened, Prestwich]


In contrast, ‘clear’ was understood to mean ‘free from infection’ and as such had very positive connotations. Unlike positive / negative, there was no room for uncertainty. Furthermore, unlike the word ‘clean’, ‘clear’ did not have associated value judgements, and is therefore more useful in encouraging testing.

*  *  *  *  *

APPENDICES
To be included:

· Screener

· Discussion Guide

· Stimulus Material











































� Partner notification plays a fundamental role in helping to deliver an effective screening programme that reduces prevalence


�At the time of the research it is intended that the Condom Essential Wear campaign will form the mainstay of this drive


� From the customer point of view


� It is intended that ethnic minority specific research will take place at a later date to give full consideration to complexities amongst this audience


� At the time of the research


� Those who had tested either proactively (opportunistic or recall) or in response to NCSP partner notification


� The nature of the trade off or exchange becomes more significant


� See Section 3, Task 1: Creating Connection, page 38


� See Appendix for Recruitment Screener


�  and 10 See market research report on insight and segmentation review for sexual health social marketing strategy - Define for Department of Health July 2008  (Ref: Define 1626 / COI 906837)





� See Section 5, Ideal Service Execution, page 67


� Condom use was not put forward as a solution for looking after their own needs 


� Section 7, Branding Considerations, page 81


� Section 4.4 Barrier to Testing: Fear, page 60 


� Section 5, Ideal Service Execution, page 67


� Section 3.5, A New Normality for 15-24s, page 53


� Page 22


� A range of stimulus was included within the research to present potential information and communications angles to respondents - see Appendix for reference.


� Such as homosexuals or intravenous drug users


� See Appendix for stimulus material


� A wide range of respondents in the sample struggled with discussing and managing sexual issues and sexual health, for example through lack of confidence or concern about judgement


� Section 6, The Role of Condoms, Page 78


� As detailed in Section 4 below


� Page 22


� Summary of Communications Task, p.22


� Section 2.4.3, The Role of Stigma, page 36 





� See market research report on insight and segmentation review for sexual health social marketing strategy - Define for Department of Health July 2008  (Ref: Define 1626 / COI 906837)


� Purchase at Tesco was mentioned within the sample


� This finding is further endorsed by other research Define has conducted in this area


� In Section 4.5, A New Normality for 15-24s, page 54


� Vulnerable segments ‘Denials’, ‘Disempowered’ and ‘Unguided’ – see market research report on insight and segmentation review for sexual health social marketing strategy - Define for Department of Health July 2008  (Ref: Define 1626 / COI 906837)


� For confidence and reassurance about the test itself as well as a ‘legitimate’ medical problem in the early stages of learning


� Obviously issues still arise in light of a positive result


� In the sense that it is used after a breach of sexual health security, rather than being proactively considered prior to sexual contact (before embarking on a new sexual relationship)
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