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Abstract  

The implementation of universal screenings in the outpatient setting has shown to 

improve screening rates for gonorrhea and chlamydia. Sexually transmitted infection (STI) rates 

have steadily increased over the last 10 years and strategies from the Centers for Disease Control 

(CDC) and the STI National Strategic Plan have worked toward improving STI screening rates 

(U.S. Department of Health & Human Services, 2022). Prior to the implementation of universal 

screenings, screening rates for gonorrhea and chlamydia were low in the family medicine clinic 

in central California with 1.7 % of patients screened in the 2 months prior to project 

implementation. At the start of the quality improvement project, staff were trained on universal 

screenings and each patient seen between the ages of 14-24 was to be given a urine cup in the 

office to complete the test prior to appointment discharge, despite their sexual history. During the 

5-week implementation using universal screening methods, descriptive statistics showed that 

34% of patients seen had gonorrhea and chlamydia screenings completed, reaching the goal to 

improve screenings by 25%. The study showed that universal screenings for gonorrhea and 

chlamydia can increase screening rates in a family medicine clinic. Increasing screening rates in 

turn will improve clinic metrics, county and state STI screening rates, and provide prompter 

treatment for asymptomatic infections found.  

Keywords: universal screenings, gonorrhea and chlamydia, STI screenings  

 

 

 

 

 



Increasing Gonorrhea and Chlamydia Testing in Family Practice: A Quality Improvement 

Project 

Over the last 10 years, sexually transmitted infection (STI) rates have steadily increased 

leading to a public health crisis according to the U.S. Department of Health and Human Services 

(2022). Lack of sex education, government budget cuts, fewer staff in health department roles, 

and lack of clinic access related to the COVID-19 pandemic are some of the reasons behind the 

surge in STI rates (Pinto et al., 2021; Sukhija-Cohen et al., 2019). With the steady increase in 

STI rates, national focus is on prevention, screening, and treatment of STI related infections.  

According to the Centers for Disease Control and Prevention (CDC), chlamydia was the 

highest reported STI in 2021 with approximately 1.6 million cases in the United States (2022). In 

the same year, gonorrhea cases were reported as just over 700,000 and was the second highest 

reported STI in the United States (CDC, 2022). The CDC (2022) also states that almost two-

thirds of these reported cases were males and females ages 15-24 years old, making this age 

group the highest risk group for chlamydia and gonorrhea infections.  

To address this national crisis, the U. S. Department of Health and Human Services 

(2022) published a STI National Strategic Plan with objectives to help prevent and control STIs 

in the United States. One goal of the strategic plan is to increase chlamydia screening rates in 

females 16-24 years old by 13 % by 2025 and 30% by 2030 as well as reduction of overall 

gonorrhea rates (U.S. Department of Health and Human Services, 2022). The strategic plan 

states that although the CDC and the U. S. Preventative Services Task Force (USPSTF) 

recommend annual screenings for gonorrhea and chlamydia in the high-risk age group of 15–24-

year-olds, screening remains suboptimal at the national level (U.S. Department of Health and 

Human Services, 2022).  



At the current project site, annual screening recommendations for gonorrhea and 

chlamydia are being missed due lack of standardized methods among providers to complete 

these annual screenings in this high-risk population. Some providers order the screening at 

annual visits, some order it at sick visits if they see it is due, and some providers miss the order 

all together due to lack of time or standardized process for the screening. The current screening 

rate at the project site for men and women ages 14-24 is 60%. Although the 60% screening rate 

is above the metric goal of 49%, annual screenings in this high-risk group are not being met with 

40% screenings missed at the project site.  

Significance 

For decades, Kern County has had some of the highest STI rates in California with an 

average of 19 cases of chlamydia per day and 6 gonorrhea cases per day (Kern County Public 

Health Services Department, 2018). In the same data from the Kern County Public Health 

Services Department (2018), Kern County ranked 3rd in the state for chlamydia cases and 4th in 

the state for gonorrhea cases.  

Both chlamydia and gonorrhea are often asymptomatic, leading to missed or late 

diagnoses making screening essential to ensure prompt treatment (CDC, 2023). Missed or late 

treatment of gonorrhea and chlamydia are associated with complications such as pelvic 

inflammatory disease (PID), infertility, increased risk for ectopic pregnancies, neonatal death, 

and acquirement of HIV (CDC, 2022).  

According to the CDC (2022), patients aged 15-24 are more high risk for STIs as their 

bodies are more prone to STIs, they do not participate in screenings, they are resistant to talk 

honestly with their medical provider regarding their sexual history, they do not have access to 

healthcare or transportation, and often have multiple sexual partners. With complications of 



untreated gonorrhea and chlamydia such as PID and infertility, protection of this age group in 

early childbearing years is essential.  

Background 

Within the project site located in Kern County, annual screenings are recommended for 

gonorrhea and chlamydia in compliance with CDC and USPSTF guidelines (CDC, 2022; 

USPSTF, 2021). These screenings are additionally part of the Medi-Cal metrics and monitored 

monthly within the organization to reach the Medi-Cal goal. The project site has worked to 

increase screening rates and has met the metric goal of chlamydia and gonorrhea screenings 

greater than 49%. However, to ensure full compliance with the CDC and USPSTF annual 

screening recommendations, all patients within the high-risk age group of 15-24 years old should 

be screened in the family medicine clinic. The goal of 100% compliance will reduce STI rates in 

the county and reduce complications within the high-risk population.  

With high STI rates in the county and missed screenings in the family medicine clinic, 

implementing the universal screening method will increase screening rates and reduce STIs in 

the county.  

Project Question 

For providers in family practice, providing care to patients aged 14-24, does the 

implementation of universal screening for chlamydia and gonorrhea, compared to annual 

screening, improve detection and treatment of chlamydia and gonorrhea, in a 5-week timeframe?   

Search Methods 

The search terms ‘gonorrhea and chlamydia’ produced 2,181 articles when searching peer 

reviewed articles within the last 5 years. The search was then narrowed to 44 articles when 

adding the search term ‘universal screening’ and searching within databases including PubMed, 



CINAHL, EBSCO, and Elsevier Science Direct. Research studies done within the United States 

were also selected as criteria within the databases.  

Inclusion criteria included all males and females ages 14-24 years old despite 

acknowledgment of sexual activity as these are considered the high-risk groups for STIs. 

Inclusion criteria also included literature that acknowledged the use of CDC and USPSTF 

screening guidelines and all collection samples including urine, cervical, pharyngeal, and rectal 

swabs.  

Exclusion criteria comprised of males and females older than 24 years old and those 

younger than 14. The CDC and USPSTF do recommend gonorrhea and chlamydia screenings of 

some high-risk groups older than 24 years old but were excluded in this literature review to focus 

on ages 14-24. Exclusion criteria also involved other STIs including human immunodeficiency 

virus (HIV), human papillomavirus (HPV), hepatitis, syphilis, herpes simplex virus (HSV) and 

trichomoniasis.  

Following the search methods discussed including the inclusion and exclusion criteria, 10 

articles were selected for discussion in the literature review.  

Review of Study Methods 

In the review of literature, quantitative, retrospective, quantitative quasi-experimental 

design, qualitative studies, and practice guidelines were reviewed and found applicable to this 

project. All methods were valid and reliable as they documented similar results pertaining to the 

STI epidemic, lack of sufficient gonorrhea and chlamydia screenings, and improvement in 

screening rates after implementation of universal screenings within the primary care clinic.    

Review Synthesis 

Research regarding STI prevalence, low gonorrhea and chlamydia screening rates in 



high-risk groups, gonorrhea and chlamydia screening methods in primary care, and 

recommended guidelines for practice was sought to compile best practice methods for gonorrhea 

and chlamydia screenings. Within this literature review, recurrent themes included the STI 

epidemic, high-risk groups intended for screening, and the use of universal screening in primary 

care clinics to improve gonorrhea and chlamydia screening rates.  

STI epidemic  

In 2000, the CDC reported that STIs were declining and targeted national goals were 

close to being met with success attributed to STI education, increased STI testing and treatment 

(Sukhija-Cohen et al., 2019). By 2018, funding for STI programs had decreased by one third and 

STI cases had subsequently doubled in correlation with this budget cut (Sukhija-Cohen et al., 

2019). Shortly after, the COVID-19 pandemic hit and clinics were closed, routine screenings 

were missed, and STI rates increased even more (Pinto et al., 2021). The CDC, USPSTF, and the 

U.S. Department of Health and Human Services all recognized this surge and have worked 

strategically to address this epidemic.  

With the burden of the STI epidemic also comes increased costs in healthcare. In a study 

by Chesson et al. (2021) that estimated the lifetime medical costs of STIs in the United States in 

2018, the total cost of gonorrhea and chlamydia in patients aged 15-24 was $0.6 billion dollars. 

The study did not include the cost of STI screenings in the United States which would 

significantly increase the economic burden (Chesson et al., 2021).  

Within the national guidelines and government organizational literature, the recurrent 

theme of universal screenings is found to aid in increasing gonorrhea and chlamydia screenings 

and is part of the strategic plan to address the STI epidemic (CDC, 2022; USPSTF, 2021; U. S. 

Department of Health and Human Services, 2022). 



High Risk Population 

 The high-risk population for contracting gonorrhea and chlamydia identified by the CDC 

and USPSTF is patients ages 15-24 (CDC, 2022; USPSTF, 2021). Kreisel et al. (2021) 

completed a study documenting the prevalence of gonorrhea and chlamydia from 2015-2018 and 

found patients within the ages of 15-24 accounted for 67.3% of all chlamydial infections and 

54.1% of all gonococcal infections in 2018. Targeting this high-risk group is the focus of 

literature and guidelines and screenings are aimed at capturing this particular group.  

The study completed by Allison et al. (2022) showed that more than half of the positive 

gonorrhea and chlamydia cases identified with universal screening were patients that reported no 

sexual activity. In an additional study, Francisco-Natanauan et al. (2020) found that two thirds of 

adolescents offered voluntary STI testing in a juvenile detention facility opted out and of those 

that agreed to have STI testing, only half accepted treatment in positive cases. The literature 

shows not only are ages 15-24 associated with the most prevalent gonorrhea and chlamydia 

infections, but also would benefit the most from universal screening methods as they often deny 

sexual activity or reject voluntary screenings.  

Universal Screenings 

 To comply with national guidelines for annual gonorrhea and chlamydia screenings in 

patients 15-24 years old, literature reveals that universal screening is best practice in family 

medicine settings. The U. S. Department of Health and Human Services (2022) reported in the 

STI National Strategic Plan that rates of chlamydia screenings of women ages 16-24 in 2017 

were 48.9% in commercial health maintenance organizations (HMOs) and 57.6% in Medicaid 

organizations signifying the large gap in screenings among this age group. Targeting the high-

risk group ages 15-24, Tomcho et al. (2022) implemented a quality improvement project 



involving universal screening methods in several Denver clinics and health centers focused on 

improving screening rates for gonorrhea and chlamydia. The implementation of universal 

screenings within the clinic showed 14% increase in screening rates as well increased infection 

rates identified (Tomcho et al., 2022). Additionally, a retrospective study by Elattma et al. (2020) 

showed the implementation of universal screenings for gonorrhea and chlamydia in primary and 

urgent care settings increased screening rates from 29-71%. 

 The goal of increased screening rates is to increase detection of gonorrhea and chlamydia 

and to implement prompt treatment to high-risk groups. Allison et al. (2021) completed a quality 

improvement plan in a family medicine clinic aimed at increasing gonorrhea and chlamydia 

screenings among adolescents 13 and older. The quality project did increase screening rates from 

29-65% but had similar positive cases during the baseline and implementation phase of the 

project (Allison et al., 2021). Although the positive cases did not increase, the universal method 

did increase screening rates among the high-risk age group. 

The asymptomatic factor of gonorrhea and chlamydia and lack of provider and 

community awareness regarding annual guidelines calls for increased screening rates nationally 

(U. S. Department of Health and Human Services, 2022). With acknowledgement of the STI 

epidemic and high-risk groups involved, and to reach compliance with national guidelines for 

annual screenings, best practice for primary care clinics is the implementation of universal 

gonorrhea and chlamydia screenings to fill the gap of missed screenings within the high-risk 

population.  

Project Aims 

The aim of this quality improvement project is to improve gonorrhea and chlamydia 

screenings in the family medicine clinic.  



Project Objectives 

In the timeframe of this DNP Project, the host site will: 

1. Implement universal screening methods for gonorrhea and chlamydia. 

2. Improve knowledge of universal screening methods by hosting a lunch meeting with the 

family medicine clinic staff involved in direct patient care and metrics tracking. 

3. Design a standardized method for implementing universal screening among the providers 

in the family medicine clinic.  

4. Improve screening rates for gonorrhea and chlamydia by 25% within a 5-week 

implementation frame.  

Implementation Framework 

The Plan-Do-Study-Act (PDSA) Model will be selected as the framework for this quality 

improvement DNP project. Developed by Edward Deming in the 1950s and further developed by 

Walter Shewart in early 1990s, the PDSA model is a four-stage cyclic method that aims to test 

interventions while adapting to change following feedback (Taylor et al., 2014). As part of the 

cyclic method, the PDSA model involves flexibility and movement through the process multiple 

times adjusting interventions if needed to gain adequate outcomes (Taylor et al., 2014; see 

Appendix A).  

Application to DNP Project 

 Applying the PDSA model to the quality improvement project involves identifying a plan 

and prediction, implementing the plan and collecting the data while observing clinic flow, 

studying the data and comparing to the prediction, and deciding the action after reflection of the 

project.   

Plan 



 In the first phase of the PDSA model, the plan and objectives are identified. After the 

objectives are identified, the change is then proposed and predicted. During the 5-week 

implementation phase, universal gonorrhea and chlamydia screenings will be implemented in the 

family practice clinic with the goal to increase screenings by 25%. The universal screenings will 

be done in the high-risk group identified as males and females, ages 14-24 years old.  

 Prior to implementation, the family medicine staff involved in patient care will be 

educated on the literature regarding universal screenings and goals of the quality improvement 

project. Staff involved in patient care includes medical assistants, family medicine physicians 

and nurse practitioners, and staff involved in metrics data and quality improvement. Front office 

staff will be excluded from the education as they do not have involvement in direct patient care.  

 After educating the staff, the plan will be for the medical assistants to initiate screening 

during the intake process and collect urine samples of identified high-risk patients prior to the 

provider entering the room. Once the patient is ready to be seen, the medical assistant can initiate 

the order and send to the provider, which alerts the provider that urine sample has been collected. 

During the visit with the provider, the order will be signed after discussion with the patient and 

urine will be sent to the lab for processing. More screenings will be done by universally 

obtaining the urine samples in the high-risk groups through this standardized process. 

Do 

 In the second phase of the PDSA model, change is implemented with data collection and 

observation of implementation. During implementation, flow of the clinic will be observed as 

well as compliance of the medical assistants assigned to each provider in collecting the urine 

samples and initiating the order. Each provider will also be tracked for screenings done during 

his/her shifts and assess modifications if needed.  



Study 

 In the third phase of the PDSA model, the collected data is analyzed and compared to the 

predicted numbers. After implementation, screenings done during the 5-week implementation 

period can be tracked via monthly metrics data. Once the data is received, the data can be 

compared to the month prior to the implementation to assess for 25% improvement goal. 

Act 

 The final phase of the PDSA model involves shared learning and assessment of the 

quality improvement project. Once the project is complete, reflection can be done of what 

worked and what didn’t work for clinic flow and assess whether improvement is needed to better 

capture the screenings in the high-risk group.  If the project is successful, the goal is to 

implement universal screening for gonorrhea and chlamydia in all clinics within the site.  

Population of Interest 

 The direct population involved in the project includes three physicians, four nurse 

practitioners, ten medical assistants, one registered nurse clinical director, and one population 

health director. The indirect population includes male and female patients ages 14-24 seen within 

the family medicine setting during the five-week implementation phase. Inclusion criteria 

characteristics includes the family medicine clinic and staff involved in direct patient care such 

as medical assistants and providers. Exclusion criteria characteristics includes other STI 

screenings including syphilis, hepatitis C, and HIV. Exclusion criteria also includes other 

specialties within the clinic and staff not directly involved in patient care such as schedulers and 

billing personnel.  

Setting 

 The project site is a family medicine clinic located in Central California that is associated 



with a large, public hospital in the community. The family medicine clinic sees approximately 

1,160 patients per month with 100 to 150 of those patients within the ages of 14-24 years old. 

The facility sees primarily underserved patients who are uninsured or insured with Medi-Cal. 

The practice site utilizes the electronic health record (EHR) Cerner. The 3 physicians work 

Monday through Friday, 40 hours per week. One nurse practitioner works per diem one 8-hour 

day per week and the remaining nurse practitioners work 40 hours per week including a few 

weekends per month. The ten medical assistants follow the provider’s schedule and each work 

full time 40 hours per week. Appointments are required to be seen by the providers as part of the 

clinic protocol.  

Stakeholders 

The key stakeholders involved in the project include the nurse clinical director of family 

medicine, the medical director of family medicine who is a physician in the clinic, and the 

director of population health. Each stakeholder has a different role and contribution to the 

project. First, the nurse clinical director offers support of the project and will be critical for 

organizing the educational meeting with staff, and will ensure supplies are adequate for 

gonorrhea and chlamydia testing. She will also be helpful with clinical flow changes during 

implementation as she manages the medical assistants.  

The medical director of family medicine is also a key stakeholder for the project. He 

offers support in the project as he upholds evidence-based care and expects compliance among 

providers in the use of national guidelines. He is also a physician and leader in the clinic who is 

focused on improving patient care and metric numbers as well.  

The last key stakeholder is the director of population health. Although he is not a 

physician or registered nurse, his role in the project is essential as he obtains data for screenings 



done and patients seen in the clinic. He is also responsible for tracking Medi-Cal metrics in the 

family medicine clinic.  

Permission has been granted for the project. An affiliation agreement is in place between 

the university and site (see Appendix B).  

Interventions 

 The first intervention of this quality improvement project includes an educational 

meeting to the family medicine staff. The first goal of the meeting is to provide education on the 

purpose and plan of the quality improvement project. During the first week of implementation, 

family medicine staff will attend an educational meeting with a PowerPoint presentation on the 

STI epidemic, review of literature on universal screenings, national guidelines and evidence-

based practice, and discussion of clinic flow with the implementation of universal screenings 

(see Appendix C).  

The second goal of the educational meeting is to assign project roles for family medicine 

staff involved in the quality improvement project. The providers, medical assistants, clinical 

director, and director of population health will all be in attendance and have knowledge of their 

role in the project following the educational meeting. The provider role involves ordering the 

screening and discussing the screenings with the patients during the visit. The medical assistants 

will assist with clinic flow, obtain the urine sample, and send the urine sample to the lab after the 

provider visit. The nurse clinical director with assist with clinic flow issues and supply issues if 

encountered. Lastly, the director of population health will ensure data collection is ongoing and 

be a resource for data collection.  No additional resources are needed as the staff are already 

present during clinic operation and supplies are already in place.  

Following the educational meeting, questions will be answered regarding clinic flow, role 



concerns, and the proposed interventions. For the remaining of week one, the project lead will 

work closely with the lead medical assistants and providers to ensure clinical flow for universal 

screening implementation. At the end of week one, chart review will be done to assess how many 

patients were seen in family medicine between the ages of 14-24 and how many gonorrhea and 

chlamydia screenings were done within the same age category. These numbers will be logged 

into a table for analysis after completion of project (Appendix D).  

 The second week includes continued implementation of universal screenings, followed 

by chart review to obtain number of patients seen and patients screened. Also, during the second 

week, a reminder email will be sent to providers and medical assistants to remind them of the 

project implementation plan (Appendix E). The third week involves checking in with the clinical 

director and providers to assess clinic flow, continued implementation of universal screenings, 

the reminder email, and logging of numbers at the end of the week. The fourth week involves 

continued implementation of universal screenings, the reminder email, and logging of number at 

the end of the week. The last week will include continued implementation of universal 

screenings followed by data collection and project evaluation.   

Tools 

 The first tool that will be utilized to achieve the objectives and carry out the interventions 

is the PowerPoint presentation used at the educational meeting (see Appendix C). The tool was 

developed by the project lead and was validated by the project team which includes the project 

mentor and project instructor. No permission is needed to use the tool as it is educational 

material with appropriate references.   

 The second tool to be utilized is the weekly chart tracking the number of patients seen 

and the screenings done in the family medicine clinic (see Appendix D). Following chart review 



at the end of the week, this tool will be complete as part of data collection tracking. This tool was 

validated by the project mentor and project instructor and does not require permission as it 

involves tracking of screenings done for data collection.  

 The third tool to be utilized is the reminder email (see Appendix E). The goal of the 

reminder email is to help providers and medical assistants remember the clinic flow change 

related to the implementation of universal screenings. The PowerPoint and contact information 

of the project lead will be attached as well should the staff have any concerns or questions 

throughout implementation. This email is validated by the project mentor and project instructor 

and does not require permission to use.  

 Plan for Data Collection 

 The data is generated by the organization already as part of the metric goals. The 

population health director can view weekly how many patients ages 14-24 were seen in the 

family medicine clinic and how many of those patients’ received gonorrhea and chlamydia 

screenings. Data can also be verified by the project tool (see Appendix D).  

Process Evaluation  

 The project lead will be at the practicum site 2 days a week during the project 

implementation for process observation. On a scheduled work day, the project lead will be there 

for 8 hours and will come one other day during the week for 2 hours throughout the project 

implementation.  

Outcome Evaluation 

 Although the number of gonorrhea and chlamydia screenings done can be tracked by the 

population health director, weekly chart reviews will also be done by the project lead. The 

project lead will look at each provider’s schedule at the end of the week and access the EHR of 



patients ages 14-24 to see if the screening was done. If the screening was not done, the project 

lead will write down the reason the screening was not complete if documented.  

Participant Privacy 

 No identifying data of patients will be documented. The EHR will only be accessed 

through the secured EHR platform that is HIPPA compliant. The only data obtained from the 

EHR is age and screening done (yes/no).  

Plan for Analysis  

Descriptive statistics will be used with bar graphs for data analysis. The weekly graphs 

will show the number of patients seen ages 14-24 and the number of screenings done. This data 

will be compared to the number of patients seen and screenings done in the 2 months prior to 

implementation.  

Ethics/Human Subjects Protection 

Touro University Nevada does not require IRB for quality improvement projects. 

Paperwork has been completed for the university and approved by the Department of Research 

with the research registration number HC-CHHS-24-103. The project site also does not require 

IRB or quality improvement oversight. There are no risks to the patients. Benefits include 

screenings and treatment for gonorrhea and chlamydia if applicable.  

There is no compensation for the patients or staff participants. The staff are encouraged 

by the project lead and the family medicine director to attend the educational training via email 

and in discussion during department meetings.  

Analysis of Results 

Following the project implementation, descriptive statistics were used for data analysis 

(see Appendix F). Using the weekly data graph from the weekly EHR review, percentages were 



obtained using screenings done and number of patients seen that week ages 14-24. Data prior to 

implementation showed only 5 screenings were completed, which was 1.7% of the patients seen 

in January and February. The first week of implementation 11% of screenings were done with 

steady increase each week in number of screenings done (see Table 1). In week 2, 19% of 

screenings done followed by 37% of screenings done in week 3. Lastly in week 4, 40% of 

screenings were done followed by 68% in week 5. In the 5-week implementation, 34% of the 

screenings were obtained in all patients 14-24 seen in the family medicine clinic. This exceeded 

the goal of the project to increase gonorrhea and chlamydia screenings by 25% in the family 

medicine clinic. No modifications were made to timeline of project (see Appendix G).  

Table 1  

Screening numbers prior to implementation and throughout 5-week implementation  

 

Note. Total number of patients seen are shown followed by number of screenings done during 

the identified timeframe with percentage of screenings performed.   

295
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Table 2  

Weekly Data Collection  

 

Note. Weekly data collection of patients seen ages 14-24 and number of patients screened. 

Summary and Interpretation of Results 

The first two weeks of implementation the screening percentages were low with only 11 

and 19% of screenings done in the first 2 weeks. The weekly reminder email, presence in the 

clinic, and reminders to the medical assistants helped increase the screening numbers in the 

following weeks as screening percentages increased to 68% in week 5. The strengths of the study 

included showing the benefits of universal screenings and the ability to increase screening 

numbers by implementation of universal screenings. A few positive chlamydia results were also 

found in the screenings resulting in prompt treatment and STI education. The weaknesses of the 

study were seen in reviewing the provider data individually as some providers/medical assistants 

did a lot more screenings each week compared to other providers/medical assistants in the clinic. 

Results show the benefit of universal screenings and collecting the urine sample day of 

  
 

Patients seen ages 14-24 

 
 

Patients screened for gonorrhea 
and chlamydia ages 14-24 

Week 1 28 3 

Week 2 16 3  

Week 3 19 7 

Week 4  15 6  

Week 5  22 15 



visit. More screenings were obtained when universally screening all patients 14-24 vs screening 

based on request, sexual history, or complaint. The biggest benefit of universal screening and 

same day urine collection is seen when compared to January and February data prior to project 

implementation. The significant increase from 1.7-34% shows that universal screenings improve 

screening rates in the family medicine clinic and meets the anticipated outcome. More patients 

screened is more opportunity for STI education and prevention, meeting the organizational 

metrics, treating STIs found on screenings, and ultimately reducing STI rates in the community.  

There were no unexpected findings or costs in this study. Possible opportunity costs 

include lost time spent obtaining the urine sample and discussing the screening which could been 

spent addressing other patient issues. 

Limitations 

Limitations in this project are related to potential bias as some providers and medical 

assistants consistently had more screenings done than other provider teams. Efforts to minimize 

limitations included providing the same education for universal screenings to all providers and 

medical assistants. The same weekly reminders sent via email were also sent to all family 

medicine staff to reduce bias.  

Conclusion 

The implementation of universal screenings in the family medicine clinic showed 

improved screening rates for the high-risk group ages 14-24. With high STI rates in the county 

and with screenings a requirement of Medi-Cal metrics, screening is essential to early treatment 

of gonorrhea and chlamydia. By obtaining urine samples on all patients ages 14-24 universally, 

more screenings are done and the risk of missing a potential STI due to inadequate time or 

invalid sexual history is avoided. Medical assistants agreed it did not interrupt flow of the clinic 



and became a routine part of the clinic visit. By improving screening rates in the clinic, screening 

rates will improve in the county and nationally. With the potential to start treatment sooner on 

asymptomatic patients universally screened for gonorrhea and chlamydia, the STI rates overall in 

the county will reduce and improve the national rate as well. Suggested next steps will be 

implementation of policy regarding universal screenings for gonorrhea and chlamydia in the 

family medicine clinic. In addition, next steps will include implementation of universal 

screenings within other organizational specialties such as internal medicine, pediatrics, and 

obstetrics/gynecology.  
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•Analyze data
• Compare data to 

predictions 
•Note learning 

•Share learning 
•Decide to adopt, 

adapt, or stop the 
implementation 

•Implement change
•Collect data
•Reflection on plan 

•Proposal of change 
•Prediction 

Plan Do

StudyAct
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GONORRHEA AND CHLAMYDIA 
SCREENINGS 

Helen Capehart, FNP-C 
DNP Project
Touro University Nevada 

THE PROBLEM 

§ Increase in STI rates in the last 10 years 
§ Chlamydia highest reported STI in U.S. in 2021 
§ Gonorrhea second highest reported STI in U.S. in 2021 

CDC, 2023



 
 

 

KERN COUNTY 

§ Kern County chlamydia rates 19 cases/day which ranks 3rd in the state 

§ Kern County gonorrhea rates 6 cases/day which ranks 4th in the state 

Kern County Department of Public Health, 2018 

WHAT ARE HIGHEST RISK GROUPS? 

Pregnant women 

Men who have sex with men 

Persons with HIV 

Transgender

Ages 15-24 



 

 

ADDRESSING THE PROBLEM 

§ Development of STI National Strategic Plan

§ One goal is to increase chlamydia screening rates by 13% by 2025 

§ Increase chlamydia screening rates by 30% by 2030

§ Goal also to reduce gonorrhea rates 

§ CDC and USPSTF recommend annual screening for high risk groups 

§ Strategic plan acknowledges that CDC and USPSTF guidelines for annual screening is suboptimal at 
the national level 

U.S. Department of Health and Human Services, 2022

How is family 
medicine doing? 

§ CURRENT SCREENING 
RATE 60% FOR AGES 14-
24 



 

 
 

UNIVERSAL SCREENINGS 

§ Literature review shows why universal screenings are beneficial 

§ Allison et al. (2022) more than half of positive GC/chlamydia cases identified were 
patients that reported no sexual activity 

§ Francisco-Natanauan et al. (2020) conducted STI screenings in a juvenile detention facility 
and 2/3 adolescents opted out, only half of positive cases agreed to treatment 

§ Tomcho et al. (2022) implemented universal screenings to improve GC/chlamydia screening 
rates, had 14% increase in screening rates and higher infection rates identified 

§ Elattma et al. (2020) implemented universal screenings in primary and urgent care settings 
over an 18 month period and screening rates improve from 29-71%

AIM OF PROJECT 
Increase gonorrhea and 
chlamydia screenings in 

family medicine 



 
 

 

FOR PROVIDERS IN FAMILY PRACTICE, 
PROVIDING CARE TO PATIENTS 14-24, DOES THE 

IMPLEMENTATION OF UNIVERSAL SCREENING 
FOR CHLAMYDIA AND GONORRHEA, COMPARED 
TO ANNUAL SCREENING, IMPROVE DETECTION 

AND TREATMENT OF CHLAMYDIA AND 
GONORRHEA, IN A 5-WEEK TIMEFRAME? 

Project Question 

PLAN 

§ Urine sample obtained during intake process (excluding patients getting pap or 
pelvic exam) in patients 14-24 

§ Order proposal sent to provider 

§ Provider will inform patient of urine sample to be sent and sign order while in room 
with patient 

§ MA will take to lab 

§ During 5-week implementation clinic flow will be monitored and adjusted if needed, 
screenings tracked 

§ Goal to improve screenings by 25% and implement into organization 



 
 

 
 

QUESTIONS? Contact
helen.capehart@kernmedical.com
661-623-1317
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Patients seen ages 14-24 

 
 

Patients screened for gonorrhea 
and chlamydia ages 14-24 

Week 1   

Week 2   

Week 3   

Week 4    

Week 5    
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Family Medicine Staff:  

 This email is a reminder of the quality improvement project currently underway in the 

family medicine clinic. With the goal to improve gonorrhea and chlamydia screenings by 25% 

following the 5-week implementation, I recognize the importance of all of you in the success of 

this project. Please remember that all patients ages 14-24 will be universally screened for 

gonorrhea and chlamydia in the family medicine clinic. I have attached the PowerPoint 

presentation for your reference if needed. Please reach out with any questions. Thank you!  

 

Helen Capehart, FNP-C 
hcapehart@kernmedical.com  
hcapehar@student.touro.edu 
661-623-1317  
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Patients seen ages 14-24 

 
 

Patients screened for gonorrhea 
and chlamydia ages 14-24 

Week 1 28 3 

Week 2 16 3  

Week 3 19 7 

Week 4  15 6  

Week 5  22 15 
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Week 1 
Dates: (February 

29-March 6.) 

 
• Educational meeting with family medicine staff with 

PowerPoint presentation on project, clinical flow reviewed 
with family medicine staff 

• Email sent out day after educational meeting with PowerPoint 
and reminder of clinic flow  

• Start project implementation and work with staff throughout 
the week to implement clinic flow  

• Chart review at the end of the week, logged in table   
 

Week 2 
(March 7-March 13) 

• Continued implementation of universal screenings, check in 
with clinical flow  

• Weekly email reminder 
• Chart review at the end of week, logged in table  

 
Week 3 

(March 14-20) 
 
• Continued implementation of universal screenings, check in 

with clinical flow  
• Weekly email reminder 
• Chart review at the end of week, logged in table  
•  

 
Week 4 

(March 21-27) 

 
• Continued implementation of universal screenings, check in 

with clinical flow  
• Weekly email reminder 
• Chart review at the end of week, logged in table  

 
Week 5 

(March 28-April 3) 
 
• Continued implementation of universal screenings, check in 

with clinical flow  
• Data collection 
• Project evaluation  

  
  

Weekly Summary 
Clearly and succinctly summarizes project status and discussion includes any updates to the 

project timeline. 
 

DO NOT COMPLETE THIS NOW- SAVE THIS FOR DNP PROJECT III 
 

Week 1 
(February 29-

March 6) 

 
I held my educational meeting on February 29th at the family medicine 
clinic. The majority of the staff were in attendance and a PowerPoint 
presentation was given regarding the project and implementation details. 



For those that could not attend, a follow up email was sent the next day 
including the PowerPoint and clinical flow reminder. When I am in the 
clinic later in week, I will assess clinic flow and answer further questions 
from the staff if needed. At the end of the week, I will perform the first 
week chart review and log in the table for data collection.   
 
 

 
Week 2 

(March 7-March 13) 

 
The reminder email was sent out 3/8/24. The data table was completed 
after the completion of week one. On 3/12/24 I will be in the clinic to 
assess clinical flow and meet with the medical assistants again to ensure 
they are screening patients 14-24. The table is suggesting that screenings 
are being missed, so I will follow up with the medical assistants and 
providers to assess any barriers/needs and ensure they are following 
universal screening methods.  
 
 
 

 
Week 3 

(March 14-20) 

 
The reminder email was sent 3/16/24. The data table was completed after 
the completion of week two. Most screenings are still being missed, this 
was addressed in email and I will reminder clinic staff again when I am 
in clinic this week 3/19/24. 
 
 

 
Week 4 

(March 21-27) 

 
Family medicine staff meeting was held 3/21/24 and the project was 
brought up, emphasized to family medicine staff. The reminder email 
was sent 3/23/24. The data table was completed after the completion of 
week three. Screening numbers improved in week three, but still a lot 
missed.  
 
 

 
Week 5 

(March 28-April 3) 

 
The reminder email was sent 3/30/24, this is the final email. The data 
table was completed after the completion of week four and will be done 
after week 5 as well. Screening numbers improved in week four. 
Beginning to work on data collection and project evaluation.  
 
 

 
 
 


