
RESEARCH PAPER
https://doi.org/10.1071/SH23178

Chlamydia retesting remains low among young women in
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ABSTRACT
For full list of author affiliations and
declarations see end of paper Background. Chlamydia remains the most notified bacterial sexually transmissible infection in

Australia with guidelines recommending testing for re-infection at 3 months post treatment. This
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paper aimed to determine chlamydia retesting and repeat positivity rates within 2–4 months among
young women in Australia, and to evaluate what factors increase or decrease the likelihood of
retesting.Methods. Chlamydia retesting rates among 16–29-year-old women were analysed from
Australian Collaboration for Coordinated Enhanced Sentinel Surveillance of sexually transmissible
infection and bloodborne virus (ACCESS) sentinel surveillance data (n = 62 sites). Among women

Handling Editor:
Ian Simms with at least one positive test between 1 January 2018 and 31 August 2022, retesting counts and

proportions within 2–4 months were calculated. Logistic regression was performed to assess
factors associated with retesting within 2–4 months. Results. Among 8758 women who were
positive before 31 August 2022 to allow time for follow up, 1423 (16.2%) were retested within
2–4 months, of whom 179 (12.6%) tested positive. The odds of retesting within 2–4 months were
25% lower if tested in a coronavirus disease 2019 (COVID-9) pandemic year (2020–2022)
(aOR = 0.75; 95% CI 0.59–0.95). Among 9140 women with a positive test before 30 November
2022, 397 (4.3%) were retested too early (within 7 days to 1 month) and 81 (20.4%) of those
were positive. Conclusions. Chlamydia retesting rates remain low with around a sixth of women
retested within 2–4 months in line with guidelines. Re-infection is common with around one in eight
retesting positive. An increase in retesting is required to reduce the risk of reproductive complica-
tions and onward transmission.Received: 10 November 2023
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Introduction

In Australia, chlamydia is the most frequently notified sexually transmissible infection (STI) 
with 86 916 notifications occurring in 2021.1 Around two-thirds of notifications 
(n = 60 563) occurred among people aged 15–29 years, and half (n = 44 547) among 
women.1 As over 85% of chlamydia infections are asymptomatic,2 many people are 
unaware of their infection, which may persist for over a year.3 Chlamydia infections in 
people with female reproductive organs (from here on, the term women will be used) can 
lead to complications in the form of pelvic inflammatory disease (PID), chronic pelvic pain, 
ectopic pregnancy and infertility.4 Repeat infections are common with data from Australian 
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primary care estimating a cumulative risk of re-infection of 
20.3% among women aged 15–25 years within 5 months 
following treatment.5 Furthermore, each repeat infection 
increases the risk of PID by 20%.6 Past analyses of Australian 
sentinel surveillance data have shown low retesting and high 
re-infection rates following chlamydia infection. In mainstream 
primary care clinics (general practice) during 2008–2009, 
24.6% of 16–29–year–olds were retested within 1.5–4 months  
(19% tested positive)7 and in specialist sexual health clinics 
during 2004–2008, 17.8% of heterosexual women were 
retested within 1–4 months (16.1% tested positive).8 Another 
study found 20.6% of women aged 15–29 years with 
chlamydia in 2016 were retested within 1.4–6 months.9 

Increasingly, there has been a shift towards an enhanced 
case management approach to chlamydia that focuses on 
retesting and partner management, in light of evidence that 
widespread opportunistic screening is unlikely to reduce 
chlamydia prevalence.10,11 An important component of this 
approach involves retesting women at 3 months following a 
positive test to detect re-infection, as recommended in 
Australian STI testing guidelines.12 Repeat testing at 
3 months allows for earlier treatment if a repeat infection is 
detected and an opportunity to reduce the likelihood of 
reproductive complications.13 

In this retrospective cohort study, we sought to provide 
updated patterns in chlamydia retesting and repeat positivity 
for young women in Australia, with a particular focus on 
timely retesting (defined as within 2–4 months) as recom-
mended by Australian STI guidelines.12 Findings are intended 
to evaluate current chlamydia retesting patterns in Australia 
and to strengthen the case for action to increase retesting rates 
within 2–4 months as part of a multi–pronged approach to 
reduce the burden of chlamydia in Australia. 

Materials and methods

Setting

Data were obtained from the Australian Collaboration for 
Coordinated Enhanced Sentinel Surveillance of STIs and 
bloodborne viruses (BBVs) (ACCESS, accessproject.org.au). 
ACCESS is a sentinel surveillance system comprised of 114 
sites including general practices, community and sexual 
health clinics, hospitals, laboratories and drug and alcohol 
services from each state and territory in Australia who see a 
high proportion of people at greater risk of STIs (chlamydia, 
gonorrhoea, syphilis) and BBVs (human immunodeficiency 
virus, hepatitis B virus and hepatitis C virus). ACCESS aims to 
monitor the testing, diagnosis and treatment of STIs and BBVs 
and to evaluate strategies aimed at reducing their transmission.14 

Data collection and management

Deidentified routine clinical and testing data were retrospec-
tively extracted from patient management systems at 

participating ACCESS sites using GRHANITE data extraction 
software. Data included in this study were obtained for the 
calendar years 2018–2022 from ACCESS site types including 
sexual health clinics, general practices who provide care to 
the general community, general practices who specialise in 
the care of gay and bisexual men (GBM) and community health 
clinics. Data items included age group, sexuality (including 
whether a women was ever flagged as bisexual, homosexual 
or heterosexual within the ACCESS dataset), sex and gender 
(including whether a women was ever flagged as transgender 
or other sex within the ACCESS dataset), ACCESS site type, 
having ever identified as a sex worker, patient location 
(metropolitan or non-metropolitan, where non-metropolitan 
included regional, rural and remote areas) based on their 
most recent postcode of residence using the Australian 
Statistical Geography Standard remoteness area classification, 
and patient country of birth, categorised as Australia or 
overseas. Data collected within ACCESS are what is routinely 
available within the electronic medical record system of 
participating clinics, thus completeness of some data items 
varied between types of clinical settings. 

Data were included for women aged between 16 and 
29 years who had at least one positive chlamydia test from 
any anatomical site (genitourinary, rectal or oral) during the 
period from 1 January 2018 to 30 November 2022, with a 
woman’s first positive test in the study period representing 
the starting point of follow up for that woman. A second test 
in the data set was defined as the next chlamydia test taken 
from any anatomical site that occurred immediately subse-
quent to a baseline positive test and before 31 December 
2022, with no other chlamydia tests performed in between. 
The primary outcome was to determine retesting that occurred 
on time in accordance with Australian testing guidelines, 
which recommend retesting at 3 months12 and to evaluate 
what factors increase or decrease the probability of 
retesting on time. In order to provide leeway for retesting to 
occur, a range of 2–4 months of a first positive chlamydia test 
was selected for our primary outcome and women with a first 
positive test up until 31 August 2022 were followed up. We 
also calculated repeat positivity for women retested on 
time. Sub-analyses investigated the following secondary 
outcomes: (1) retesting that occurred too early (from 7 days 
to 1 month of a positive chlamydia test) as tests performed 
this early are at increased risk of a false-positive result from 
persistent chlamydia DNA (even if performed as a test of cure 
in pregnant people and those with an anorectal infection 
treated with azithromycin12), for which women with a first 
positive test up until 30 November 2022 were followed up 
until 31 December 2022; and (2) to determine the distribution 
of retest occurrence in the 12 months following a positive 
chlamydia test, for which women with a first positive test 
until 31 December 2021 were followed up until 31 December 
2022. Within ACCESS, tests that occur within 7 days are 
collapsed into one test event, so a positive test represents a 

2

https://accessproject.org.au


www.publish.csiro.au/sh Sexual Health 21 (2024) SH23178

(a) 

(b) 

(c) 

(d) 

1 January 2018 

31 December 2021 

30 November 2022 

31 August 2022 

Total study period 
31 December 2022 

Fig. 1. Timeline of cut-off dates by which a woman’s first positive test needed to occur for sub-analyses. (a)Womenwho had a
second test performed within 1 month, (b) women who had a second test performed within 2–4 months, (c) women who had a
second test performed within 12 months, and (d) total study period.

7-day window. A schematic of timelines for the analyses is 
shown in Fig. 1. 

Analysis

The number of clinics and tests performed at each ACCESS site 
type was calculated for all women with at least one positive 
chlamydia test within the study period between 1 January 
2018 and 31 December 2022. Retesting patterns were analysed 
by year, coronavirus disease 2019 (COVID-19) year (defined as 
2020–2022), age group, sexuality, sex and gender, ACCESS site 
type, having ever identified as a sex worker, patient location 
and country of birth. All analyses were performed using R 
statistical software (ver. 4.2.1) and Microsoft Excel (ver. 16.77). 

Retesting within 1 month and 2–4 months
Counts and proportions were calculated for the number of 

women retested and re-infected within 1 month and within 
2–4 months of their first positive test. To explore factors 
associated with women receiving guidelines-based testing 
(retesting at 3 months to detect re-infection), regression 
modelling was used to evaluate the odds of retesting within 
2–4 months, adjusting for the above demographic factors. 
The demographic variables of sex worker status, patient 
location and patient country of birth were excluded from 
the multivariate logistic regression post hoc to reduce 
confounding given the large number of incomplete data. 

Distribution of second tests within 12 months
For women who had a retest within 12 months of their first 

positive test, the ACCESS site type where their first positive 
test occurred was compared to the site where their second 
positive test occurred, and the number of concordant pairs 
(tests that occurred at the same site type) and discordant 
pairs (tests that occurred at different site types) were 
counted. Descriptive statistics, including a histogram, were 
performed to visualise the distribution of retest occurrences 
over 12-months using the time in months between first and 
second positive test. 

Ethics approval

Ethics approval for ACCESS was provided by the Human 
Research Ethics Committees at Alfred Hospital (248/17), 
Central Australia (CA−19–3355), Northern Territory Department 
of Health and Menzies School of Health (08/47), University of 
Tasmania (H0016971), Aboriginal Health and Medical 
Research Council (1099/15), ACON (2015/14), Victorian 
AIDS Council/Thorne Harbour Health (VAC REP 15/003) 
and St. Vincent’s Hospital (08/051). 

Results

Overall, 9253 women aged 16–29 years had at least one 
positive chlamydia test within the study period from 1 
January 2018 to 31 December 2022. Among the 9253 women 
within the total study period, 162 (1.8%) and 16 (0.2%) were 
ever flagged as transgender or other sex, respectively. Among 
the same 9253 women, 899 (9.7%) were ever flagged as 
bisexual only; 65 (0.7%) as homosexual only; 6500 (70.2%) 
as heterosexual only; with the remainder a combination of 
the three sexuality variables and no missing data. The 
number of ACCESS clinics and chlamydia tests contributed 
by ACCESS site type for the entire study period is in Table 1. 

Table 1. Source of chlamydia testing data by ACCESS site type for all
women with ≥1 positive chlamydia test within the study period
between 1 January 2018 and 31 December 2022, n = 9253.

Number Number of women
of clinics who had ≥1 positive

chlamydia test
n n (%)

Sexual health clinics 23 7645 (82.6%)

General practices who provide 16 526 (5.7%)
care to the general community

General practices who specialise 16 254 (2.7%)
in the care of gay and bisexual men

Community health clinics 7 828 (8.9%)

Total 62 9253
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Table 2. Chlamydia repeat testing and repeat positivity within 2–4 months and 1 month for 16–29-year-old women by year, COVID-19 year, age group, ACCESS site type, sex worker
status and patient location, 2018–2022.

Second test within 2–4 months Second test within 1 month

≥1 positive Second Proportion with Second test Proportion positive ≥1 positive Second Proportion with Second test Proportion positive
test before test second test within 2– when second test test before test second test within when second test
31 August within 2– within 2– 4 months and within 2–4 months 30 within within 1 month 1 month and within 1 month

2022 4 months 4 months (95% positive (95% CI) November 1 month (95% CI) positive (95% CI)
CI) 2022

n n % n % n n % n %

Total 8758 1423 16.2 (15.5–17.0) 179 12.6 (10.9–14.3) 9140 397 4.3 (3.9–4.8) 81 20.4 (16.4–24.4)

Year

2018 2652 463 17.5 (16.0–18.9) 62 13.4 (10.3–16.5) 2652 129 4.9 (4.0–5.7) 30 23.3 (16.0–30.5)

2019 2584 433 16.8 (15.3–18.2) 52 12.0 (8.9–15.1) 2584 96 3.7 (3.0–4.4) 18 18.8 (10.9–26.6)

2020 1520 203 13.4 (11.6–15.1) 21 10.3 (6.2–14.5) 1520 77 5.1 (4.0–6.2) 14 18.2 (9.6–26.8)

2021 1170 187 16.0 (13.9–18.1) 25 13.4 (8.5–18.2) 1170 47 4.0 (2.9–5.1) 9 19.1 (7.9–30.4)

2022 832 137 16.5 (13.9–19.0) 19 13.9 (8.1–19.7) 1214 48 4.0 (2.9–5.1) 10 20.8 (9.3–32.3)

COVID-19 test year

No 5236 896 17.1 (16.1–18.1) 114 12.7 (10.5–14.9) 5236 225 4.3 (3.7–4.8) 48 21.3 (16.0–26.7)

Yes 3522 527 15.0 (13.8–16.1) 65 12.3 (9.5–15.1) 3904 172 4.4 (3.8–5.0) 33 19.2 (13.3–25.1)

Age group (years)

16–19 1204 201 16.7 (14.6–18.8) 30 14.9 (10.0–19.9) 1253 50 4.0 (2.9–5.1) 13 26.0 (13.8–38.2)

20–24 4453 735 16.5 (15.4−17.6) 104 14.0 (11.6–16.7) 4668 189 4.0 (3.5–4.6) 42 22.2 (16.3–28.1)

25–29 3101 487 15.7 (14.4−17.0) 45 9.2 (6.7–11.8) 3219 158 4.9 (4.2–5.7) 26 16.5 (10.7–22.2)

ACCESS site type

SHC 7226 1164 16.1 (15.3−17.0) 142 12.2 (10.3–14.1) 7545 277 3.7 (3.2–4.1) 57 20.6 (15.8–25.3)

CH 793 147 18.5 (15.8–21.2) 24 16.3 (10.4–22.3) 822 46 5.6 (4.0−7.2) 14 30.4 (17.1–43.7)

GP GBM 240 46 19.2 (14.2–24.1) 5 10.9 (1.9–19.9) 252 22 8.7 (5.2–12.2) 5 22.7 (5.2–40.2)

GP 499 66 13.2 (10.3–16.2) 8 12.1 (4.2–20.0) 521 52 10.0 (7.4–12.6) 5 9.6 (1.6–17.6)

Ever sex worker

Yes 849 199 23.4 (20.6–26.3) 19 9.5 (5.5–13.6) 869 59 6.8 (5.1–8.5) 14 23.7 (12.9–34.6)

No 3431 565 16.5 (15.2–17.7) 83 14.7 (11.8–17.6) 3589 126 3.5 (2.9–4.1) 30 23.8 (16.4–31.2)

Missing 4478 659 14.7 (13.7–15.8) 77 11.7 (9.2–14.1) 4682 212 4.5 (3.9–5.1) 37 17.5 (12.3–22.6)

Patient location

Metro 6050 977 16.1 (15.2−17.1) 118 12.1 (10.0–14.1) 6303 302 4.8 (4.3–5.3) 61 20.2 (15.7–24.7)

Non-metro 1480 280 18.9 (16.9–20.9) 37 13.2 (9.2–17.2) 1544 48 3.1 (2.2–4.0) 12 25.0 (12.8–37.2)

(Continued on next page)
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Among 8758 women who had their first positive test before 
31 August 2022 and contributed to the analysis of our 
primary outcome of retesting within 2–4 months, most were 
aged 20–24 years (n = 4453, 50.8%), resided in metropolitan 
areas (n = 6050, 69.1%) and attended a sexual health clinic 
for testing (n = 7226, 82.5%). A total of 849 participants 
(9.7%) identified as having ever worked as a sex worker. 
Table 2 provides a breakdown of the proportions retested and 
retesting positive within 2–4 months and within 1 month by 
year and demographic characteristics. For our secondary 
outcomes of retesting within 1 month and within 12 months 
of their first positive test, population demographics for these 
women were very similar to those who had a retest within 
2–4months  (Table 2). A schematic of timelines for the analyses 
is shown in Fig. 1 and a flowchart describing the number of 
women retested by study outcome in shown in Fig. S1. 

Retesting within 2–4 months

Of the 8758 women who had their first positive test before 31 
August 2022, 16.2% (n = 1423, 95% CI 15.5–17.0%) received 
a retest within 2–4 months of whom 12.6% (n = 179, 95% CI 
10.9–14.3%) had a positive retest (Table 2). 

Results for the frequency of retesting within 2–4 months 
and the univariable and multivariable analysis are provided 
in Tables 2 and 3. The proportion retested within 2–4 months 
was higher in the years prior to the COVID-19 pandemic 
(2018 and 2019) at 17.1% (95% CI 16.1–18.1%) compared 
to during the COVID-19 pandemic (2020, 2021 and 2022) 
at 15.0% (95% CI 13.8–16.1%). The proportion retested 
was similar between age-groups (16–19 years 16.7% (95% 
CI 14.6–18.8%), 20–24 years 16.5% (95% CI 15.4–17.6%), 
25–29 years 15.7% (95% CI 14.4–17.0)) and was higher for 
women who had ever identified as a sex-worker (23.4%, 
95% CI 20.6–26.3) than for women who had never identified 
as a sex worker (16.5%, 95% CI 15.2–17.7%). The retesting 
proportion was also higher for women living in non-
metropolitan (18.9%, 95% CI 16.9–20.9%) than in metropoli-
tan areas (16.1%, 95% CI 15.2–17.1%) and for Australian 
born women (16.8%, 95% CI 15.5–18.0%) than for overseas 
born women (15.6%, 95% CI 14.4–16.8%). Multivariable 
logistic regression estimated that women had a 25% 
reduction in odds of being retested within 2–4 months if 
tested in a COVID-19 pandemic year (adjusted odds ratio 
(aOR) = 0.75; 95% CI 0.59–0.95). The multivariable analysis 
was adjusted for year, COVID-19 test year, age group and 
ACCESS site type (Table 3). 

Retests within 1 month

Among the 9140 women who had their first positive 
chlamydia test before 30 November 2022, 4.3% (95% CI 
3.9–4.8%) received a second test within 7 days and within 
1 month. Among those retested within 1 month, 20.4% 
(95% CI 16.4–24.4%) had a positive retest (Table 2). 

www.publish.csiro.au/sh Sexual Health 21 (2024) SH23178
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Table 3. Participant and ACCESS site characteristics associated with a second chlamydia test performedwithin 2–4months for womenwith a first
positive chlamydia test before 31 August 2022, 2018–2022, n = 8758.

Variable ≥1 positive test before Second test within Proportion with second Univariable MultivariableA

31 August 2022 2–4 months test within 2–4 months
n n % OR 95% CI aOR 95% CI

Year 8758 1423 16.2 0.96 0.92–1.01 1.06 0.97–1.16

COVID-19 test year

No 5236 896 17.1 Ref Ref

Yes 3522 527 15.0 0.85 0.76–0.96 0.75 0.59–0.95

Age group (years)

16–19 1204 201 16.7 Ref Ref

20–24 4453 735 16.5 0.99 0.83–1.17 1.00 0.84–1.19

25–29 3101 487 15.7 0.93 0.78–1.11 0.95 0.79–1.14

ACCESS site type

SHC 7226 1164 16.1 Ref – Ref –

CH 793 147 18.5 1.19 0.98–1.43 1.18 0.97–1.43

GBM GP 240 46 19.2 1.23 0.89–1.71 1.25 0.90–1.74

GP 499 66 13.2 0.79 0.61–1.04 0.81 0.62–1.06

Ever sex worker

No 849 199 23.4 Ref – Ref

Yes 3431 565 16.5 1.55 1.29–1.86 – –

Unknown 4478 659 14.7 0.88 0.77–0.99 – –

Patient location

Metro 6050 977 16.1 Ref – Ref –

Non-metro 1480 280 18.9 1.21 1.05–1.40 – –

Missing 1228 166 13.5 0.81 0.68–0.97 – –

Patient country of birth

Australia 3479 584 16.8 Ref – Ref –

Overseas 3581 559 15.6 0.92 0.81–1.04 – –

Missing 1698 280 16.5 0.98 0.84–1.14 – –

OR, odds ratio; aOR, adjusted odds ratio; CI, confidence interval; SHC, sexual health clinic; CH, community health; GP GBM, general practice specialising in the care of
gay and bisexual men; GP, general practice.
AMultivariable analysis adjusted for year, COVID-19 test year, age group and ACCESS site type only due to incomplete data.

Distribution of second tests within 12 months

Overall, among those who had their first positive chlamydia 
test between 1 January 2018 and 31 December 2021, the 
median time to retest was 86.0 days (IQR 46.0–140.8 days) 
with 69% of retests occurring within 4 months (Fig. 2). 

Among the 4228 women who had their first positive test 
before 31 December 2021 and their second test within the 
remaining study period, only 96 (2.3%) had their second 
test at a discordant ACCESS site type e.g. first test at a 
sexual health clinic and second test at a general practice. 

Discussion

Among women attending STI and BBV sentinel surveillance 
sites in Australia with at least one positive chlamydia test 

between January 2018 to August 2022, we observed that only 
16.2% had a repeat test within 2–4 months, as recommended 
in Australian STI testing guidelines. Among women retested 
within 2–4 months, 12.6% tested positive. Retesting on time 
was lower during COVID-19 pandemic years (2020–2022) 
compared to non-COVID-19 years. Few women were retested 
too early but 20.4% of those retested within a month tested 
positive. In the 12 months after a positive chlamydia test, 
most repeat tests occurred within the first 4 months. These 
findings reinforce current testing guidelines that recommend 
that patients with a positive chlamydia test be retested 
at 3 months to identify a persistent or new infection 
(re-infection), to initiate repeat treatment and reduce the 
likelihood of reproductive complications. 

Our finding of 16.2% of women retested and 12.6% with a 
repeat positive test within 2–4 months is slightly lower than 
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Fig. 2. Histogram showing the distribution of retest occurrence within 12 months of a woman’s
first positive chlamydia test that occurred between 1 January 2018 and 31 December 2021. Dotted
vertical lines indicate 2 months and 4 months.

previously reported in Australia,7–9 even prior to the onset of 
the COVID-19 pandemic. The lower retesting rates observed 
in this study may be due to the ACCESS system now having 
a larger number and different composition of clinical sites 
compared to when it commenced. For example, the early 
ACCESS system included family planning clinics, that may be 
more likely to retest patients. Additionally, concerted efforts 
to increase chlamydia testing as part of an overall chlamydia 
response, including a multifaceted chlamydia testing interven-
tion were underway in Australia between 2010 and 2015.11 It 
is also possible that some patients who tested positive during a 
COVID-19 pandemic year, were advised to delay their retest 
due to community lockdowns and may contribute to lower 
retesting during this period. In our univariable analysis, we 
also found that retesting within 2–4 months was more likely 
for women who identified as a sex worker or resided in non-
metropolitan areas. Higher retesting rates among women who 
had ever identified as a sex worker is likely influenced by 
mandatory STI testing regulations in various state and 
territories.15 Of note, there is no evidence that sex workers 
in Australia have higher STI rates compared to the general 
population, with the Australian sex industry adopting safer 
sex practices through advocacy, peer-based education and 
support and outreach services.16 Although guidelines recom-
mend regular STI and BBV testing, sex workers may request 

more frequent testing to comply with workplace and other 
local legal frameworks.16 The repeal of mandatory require-
ments to undergo regular 3-monthly STI testing in Victoria 
as of May 2022 is likely to alter this outcome in future 
years.17 The higher odds of retesting for women residing in 
non-metropolitan areas may reflect a combination of higher 
GP chlamydia testing rates in non-metropolitan areas18 and 
people residing in regional or rural areas being more likely 
to attend the same clinic or a clinic in the same area.19 

Importantly, a higher proportion of positive retests occurred 
within 1 month of an initial positive test compared to those 
retested within 2–4 months. This may represent false-positive 
tests due to persistent chlamydia DNA and are likely being 
performed too early. Additionally, given that most chlamydia 
tests in this analysis were performed at sexual health clinics, it 
is possible that women are being referred back to their 
primary care physician for retesting, and thus contributing 
to low overall retesting rates. This may be acting as an 
additional barrier and represent a missed opportunity for 
retesting to occur. Further exploration into the feasibility of 
sexual health clinics playing a greater role in chlamydia 
retesting is required. 

In addition to providing an update to chlamydia retesting 
figures in Australia, the strengths of this study include the 
assessment of multiple site types from around Australia 
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including sexual health clinics, general practices and 
community health clinics, along with offering insights into 
individual-level factors associated with retesting in accor-
dance with Australian guidelines; a comparison of retesting 
both before and during the COVID-19 pandemic; and a 
particular focus on women, who are disproportionately 
burdened by the reproductive complications associated 
with chlamydia infections. However, there are important 
considerations to note when interpreting our findings. First, 
being a sentinel surveillance system, sites represented in 
this analysis see a larger proportion of people at greater 
risk of STIs, reflected by sexual health clinics contributing 
more than 80% of our testing data. Second, women may have 
been retested at another site not participating in ACCESS or, 
for travellers, returned to their home country before retesting 
could occur, and therefore not had their retest observed in our 
data. This would result in an underestimation of the true rate 
of retesting. Third, as test events that occur within 7 days are 
collapsed into one event within ACCESS, if a woman had a 
second test within 7 days of their first positive test and did 
not have another chlamydia test for the remaining study 
period, their second test would not have been captured. This 
would result in an overestimation of the number of women 
who did not receive a second test in the study period, when 
in fact they did receive a second test it just occurred too 
early. Fourth, caution should be exercised when attributing 
a person’s second positive test as a true re-infection. Given 
that guidelines do not recommend a test of cure, except for 
pregnant people and anorectal infection treated with 
azithromycin,12 it is difficult to differentiate re-infection from 
a persistent primary infection. Fifth, as there was a large 
number of incomplete data for some demographic variables 
such as sex worker status, patient location and country of 
birth, these factors were not included in multivariable logistic 
regression analyses. Finally, generalisability of the findings 
should be limited to countries and regions with similar 
access to primary care and testing services as Australia. 

As part of a suite of interventions to reduce the morbidity 
from chlamydia, increasing retesting within 2–4 months 
following a positive test can have significant individual and 
population level benefits by reducing the risk of reproductive 
complications and onward transmission. An Australian 
modelling study has estimated a reduction in the prevalence 
of chlamydia from 4.6% to 2.6% over 4 years when, in 
addition to increasing testing coverage, the proportion 
retested within 4 months of treatment is doubled from 
the rate achieved in a large cluster–randomised controlled 
trial among heterosexual 16–29-year-olds in Australia.20 

Additional modelling estimated that 22% of all-cause PID 
could be prevented by annual chlamydia testing intervals.21 

Combined with the knowledge that each repeat chlamydia 
infection increases the risk of PID by 20%,6 the importance 
of prompt retesting in a population already at a higher risk 
of re-infection cannot be understated. Interventions aiming 
to increase chlamydia retesting, including patient text 

message reminders and postal home collection kits, have 
been shown to increase retesting rates within 1–4 months of 
a chlamydia diagnosis.22,23 Studies such as the Management of 
Chlamydia Cases in Australia trial24 are underway to ascertain 
how best to implement such strategies within the complex and 
competing priorities of the primary care environment, where 
many STIs are diagnosed and managed.19 In addition to 
increasing retesting, a greater understanding of what women 
perceive as the risks and consequences of re-infection is 
required, as part of a multipronged approach to reducing 
the health impacts from chlamydia acquisition. 

Our findings have demonstrated that chlamydia retesting 
within 2–4 months among young women, as recommended 
in Australian STI testing guidelines, continues to be low, 
with repeat infections common. These findings reinforce 
the importance of adhering to current testing guidelines to 
promptly detect re-infection and commence treatment. In the 
context of an increasing paradigm shift towards an enhanced 
case management approach to reduce reproductive complica-
tions from chlamydia,25,26 improved retesting is one way in 
which we can work towards reducing the burden of chlamydia 
in Australia. 

Supplementary material

Supplementary material is available online. 
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