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Summary
OBJECTIVES: The primary objective was to measure the
impact of passive exposure to an educational video about
Chlamydia trachomatis infection shown in a gynaecology
department waiting room on young women’s knowledge
on the subject. The secondary objective was to explore
the participants’ interest in improving their knowledge of
Chlamydia trachomatis and their opinions on receiving this
information during a consultation in the emergency room.

METHODS: A prospective, interventional, controlled, non-
randomised study. Participants were recruited between
January and June 2022. 120 women aged 15–35 years
were included. The intervention consisted of passive ex-
posure to a 2-minute cartoon presenting basic foundation-
al points of Chlamydia trachomatis displayed in the waiting
room. The control group was not exposed to the video. Af-
ter the intervention, an in-person knowledge interview was
performed with each participant.

MAIN OUTCOME MEASURES: The main outcome mea-
sures were the knowledge scores obtained in the inter-
views with the exposed and control groups.

RESULTS: Both groups were similar regarding sociode-
mographic variables. The average knowledge scores from
the interview were similar in the two groups. Video expo-
sure was not associated with diminution of lower scores.
Participants’ baseline knowledge was higher than expect-
ed on the basis of a literature review.

CONCLUSION: The passive learning intervention de-
scribed in this study did not improve the participants’
knowledge about Chlamydia trachomatis. During the one-
to-one interview, participants were keen to receive infor-
mation about Chlamydia trachomatis but the quantitative
results show that the short video in the waiting room had
no impact on their knowledge. Future studies should focus
on pre-assessed, randomised, one-to-one or small-group
active interventions.

Introduction

Chlamydia trachomatis is the most common bacterial sex-
ually transmitted infection (STI) in the world, affecting
about 3.2% of people aged 15–49 years in 2020 [1]. In
French-speaking Switzerland, the disease affected 4.6% of
women aged 18 years in 2013 [2]. Young women are over-
represented among those diagnosed worldwide [1, 3–8,
14]. This over-representation can be attributed to several
factors: their anatomy, which makes them more vulnerable
to infections, as well as risky sexual behaviour, such as in-
consistent use of condoms. In addition, limited access to
sexual health education and preventive care can also con-
tribute to this situation, highlighting the need for increased
awareness and targeted health programmes for this popula-
tion [30].

Chlamydia trachomatis is commonly involved in lower
genital tract infections. Although the majority of infected
women do not experience any symptoms, 5–30% will de-
velop symptomatic disease ranging from urethritis to
pelvic inflammatory disease (PID) [9, 10, 31]. Pelvic in-
flammatory disease increases the risk of tubal infertility,
ectopic pregnancy and chronic abdominopelvic pain, even
after asymptomatic infection [10–15].

Nucleic acid amplification tests identifying Chlamydia tra-
chomatis in urine or genital swabs is the gold standard di-
agnostic test [3, 9]. Routine annual screening for Chlamy-
dia trachomatis in young women is recommended in the
USA [3] and several European countries [16, 17]. Current-
ly no official national screening recommendation exists in
Switzerland, where knowledge surrounding sexually trans-
mitted infections is transmitted through school sex educa-
tion and healthcare professionals.

The literature reveals that adolescents and young adults
have a low level of knowledge on sexually transmitted in-
fections [18–23]. Authors have tried various interventions
to improve this situation. Jaworski et al. [24] and Golds-
berry et al. [25] showed that in-person educational inter-
ventions aimed at preventing sexually transmitted infec-
tions have the potential to sustainably improve young peo-
ples’ knowledge of sexually transmitted infections, though
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pre- and post-intervention infection rates were not mea-
sured. Warner et al. [32] are, to our knowledge, the only
group to have used a broadcasted video in a waiting room
as an educational intervention. They showed a 10% reduc-
tion in new infection after exposure to the video among
male patients only; patients’ foundational knowledge was
not evaluated.

Video intervention is staff-sparing and easy to implement.
If this intervention is proven effective, it would be easy
to keep it permanently in our service, which would not be
the case with a staff-demanding, more-invasive procedure.
Screens benefit from great attractiveness within the public
space and videos are omnipresent in the media. Thus, the
video format appears to be a high-potential tool for preven-
tion of sexually transmitted infections and was chosen to
be this study’s centre of interest.

The primary goal of this study was to evaluate participants’
foundational knowledge regarding Chlamydia trachomatis
and to assess the impact of an educational video displayed
in the waiting room of a gynaecology emergency depart-
ment on participants’ knowledge. The secondary goal was
to explore participants’ perception of existing primary pre-
vention tools for reducing the spread of Chlamydia tra-
chomatis.

Method

Design

The study was performed in the gynaecology emergency
department of Lausanne University Hospital in Switzer-
land. It was a prospective, interventional, controlled, non-
randomised study. Participants were recruited between
January and June 2022. Neither patients nor the public
were involved in the design, conduct, reporting or dissem-
ination plans of the research.

Population

Eligible participants were women aged 15 to 35 years vis-
iting the gynaecology emergency department. Participants
with severe pain or serious psychological distress were ex-
cluded. Participants who were not able to consent or did
not speak French were excluded as the video subtitles are
in French. Participants who were completely unaware of
the existence of Chlamydia trachomatis were excluded.

Ethical approval

The Cantonal Commission for Ethics in Human Research
approved the protocol (CER-VD Req-2021-00126).

Intervention

The intervention consisted of passive exposure to a
2-minute cartoon subtitled in French presenting basic foun-
dational points of Chlamydia trachomatis. It was displayed
on a widescreen TV visible to every patient in the waiting
room. In between Chlamydia trachomatis videos, 5 min-
utes of various medical information was displayed. Two
A3 posters with the same key messages and QR codes re-
ferring to the original video with sound were also hung in
the waiting room. The video was shown on alternate days
to allow recruitment of the control and intervention groups

in the same period. The video was created by a Belgian
foundation and used with their permission [29].

Exposed and control groups

The exposed group was recruited on days on which the
video was displayed and the control group on days on
which it was not displayed. To ensure adequate video ex-
posure, participants of the exposed group had to have been
sitting in the waiting room for at least 30 minutes for the
intervention to be considered valid. Participants were not
explicitly informed of the video’s presence.

Recruitment

All patients meeting the inclusion criteria were directly ap-
proached by SP in the waiting room, their number being
limited only by logistical constraints (availability of the
consulting room, working hours of SP). The total number
of patients approached was 122. They were asked if they
were interested in participating in a study in the form of a
short questionnaire during their waiting time. In case of a
positive answer, extended information about the study was
then given to potential participants in a separate consult-
ing room and oral consent was requested. The anonymous
and voluntary nature of participation was made clear to the
participants, as well as the possibility of withdrawing from
the study during the interview without needing to provide
justification. Participants were informed that withdrawal of
consent after entry into the database would not be possi-
ble (because data were not identifiable) and that the data
collected would still be analysed so as not to prejudice the
project.

Interview

After the intervention or after a short time in the waiting
room for the control group, a three-section in-person in-
terview was performed. The first section focused on the
participant’s sociodemographic information and identified
participants unaware of the existence of Chlamydia tra-
chomatis. The second section consisted of 40 closed the-
oretical questions about Chlamydia trachomatis (table 2):
18 questions had been answered in the video, 22 had not.
During the third section (qualitative arm), participants
were asked to share their personal involvement with
Chlamydia trachomatis prevention. All answers were tran-
scribed. The interview was concluded by correcting the
participant’s errors and answering their questions related
to sexually transmitted infections. Questions were partly
inspired by a Swiss study on young people’s knowledge
about Chlamydia trachomatis [22].

Outcomes

The primary outcome consisted of two scores from the in-
terview. The first score referred to as the “A score” reflect-
ed the answers to the 18 questions whose answers were
given in the video and thus potentially influenced by the
intervention. A correct answer was scored 1 point and an
incorrect answer 0. The total score was rated out of 18.

The secondary score referred as the “B score” reflected the
answers to the 22 questions whose answers were not given
in the video and thus not influenced by the intervention. A
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correct answer was scored 1 point and an incorrect answer
0. The total score was rated out of 22.

A low “A score” was defined as a score below the 25th per-
centile of all answers. A low “B score” was defined simi-
larly.

The secondary outcome matches the qualitative analysis of
answers to the third section of the interview.

Covariates

Participant age was divided into categories: 15–18 years,
19–22 years, 23–26 years, 27–30 years and 31–35 years.
Waiting time in the waiting room (in minutes) was collect-
ed. Educational level was classified as compulsory school,
high school, vocational training or tertiary education.
Training or education specifically in the health field and
participation in school-based sex education was collected.
Information regarding any previous consultations with a
gynaecologist or at a sexual health clinic was also col-
lected. Presence or absence of previous sexual intercourse
was noted as well as sexual orientation and history of past
Chlamydia trachomatis infection concerning the partici-
pant or a close relative of hers.

Qualitative analysis

Regarding the third goal, a qualitative thematic analysis
was carried out according to Kiger and Varpio [27], i.e.:
creation of codes and search for themes through an induc-
tive approach; analysis by re-reading the data […]; […]
brief description of each theme; writing up the results. This
method of analysis is recommended for understanding ex-
periences and thoughts reported in a database [28].

Statistical analysis

Baseline characteristics of patients are presented in counts
(n) and proportions (%) with their 95% confidence inter-
vals (95% CI). The participants’ mean age was also report-
ed with the associated standard deviation (SD). The mean
difference between the average A score of the exposed and
the control group was assessed by student’s t-test. The as-

sociation between the intervention and having a low A and
B score was assessed using a univariate logistic regression
and reporting an odds ratio. A multivariate regression was
then performed using a model adjusted with all covariates
that were unbalanced between groups, defined as a stan-
dardised difference (Std Diff) greater than 10%. Risk fac-
tors of having a low A and B score, defined as a score be-
low the 25th percentile, were explored using a multivariate
logistic regression following the selection of variables de-
scribed by Hosmer and Lemshow [29].

Statistical analyses were performed with the software
STATA version 17.0 (StataCorp, USA). A 95% CI and a p-
value <0.05 were considered statistically significant. The
sample size calculation indicated a minimum number of
120 participants to reveal a significant difference of 30%
between the two groups with a power of 0.8 and a double-
tailed statistical significance set at p <0.05.

Results

Among 122 patients invited to participate, only two de-
clined (figure 1). A total of 120 participants (60 in the ex-
posed group and 60 in the control group) were recruited
during their daytime visit to the gynaecology emergency
department. Among them, 10% (12/120) were not aware of
the existence of Chlamydia trachomatis and thus did not
complete the second part of the interview.

The mean waiting time in the waiting room for the exposed
group was 53 minutes (±27).

Demographic data are shown in table 1. The mean age was
similar in both groups: 22.4 years (±4.5) in the exposed
group and 22.9 years (±4.2) in the control group. School-
based sex education had been received by 95% (53) and
92% (48) of participants in the exposed and control group,
respectively. Among participants in the exposed group,
30% (17/56) reported that they personally and/or a close
relative of theirs had already had Chlamydia trachoma-
tis; as compared to27% (14/52) in the control group. Both
groups were similar regarding other sociodemographic
variables (table 2). In the exposed group, 22% (25/56) par-

Figure 1: Flowchart. CT: Chlamydia trachomatis.
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ticipants viewed the video in its entirety at least once, 35%
(16/56) viewed it only partially and 37% (15/56) did not
notice it. No participants used the QR code referring to the
original video with sound. Half of the participants had been
made aware of Chlamydia trachomatis by health profes-
sionals (n = 54, 49%), one third by their family, friends and
social networks (n = 39, 36%) and one fifth by school (n =
22, 20%).

Answers to the interview questions are provided in table 2.
Most questions (70%) had a correct answer rate of 50% or
higher in both groups. Four questions had a 100% correct
answer rate; all of these were addressed in the video.

Questions with the lowest correct answer rate were about
symptoms of Chlamydia trachomatis, potential complica-
tions and screening methods. The question “Is blood in
stool a symptom of Chlamydia infection?” was the only
one to show a significant difference in correct answer rate
between the two groups: 16% (95% CI: 7.6–28.2) in the
exposed group vs 42% (95% CI: 28.5–56.5) in the control
group. This symptom, which is not related to Chlamydia
trachomatis, was not discussed in the video.

Primary outcome (A score and B score)

The average A score was 14.2 points (SD: ±2.6) and 14.0
points (SD: ±2.3) out of 18, in the exposed and control
group, respectively, and no significant difference was re-
ported when comparing the two groups (p = 0.77) (figure
2).

Video exposure was not associated with diminution of low-
er scores (crude OR: 1.2, 95% CI: 0.5–2.9). In the mul-
tivariate model, results were similar with an adjusted OR
of 1.02 (95% CI: 0.4–2.61), after adjustment with the un-
balanced cofactors, defined as a standardised difference of
more than 10% between groups (participants’ age, sexual

orientation, consultation habits and level or field of educa-
tion).

No risk factors of having a low score in the interview –
defined as a score below the 25th percentile – were report-
ed among the selected covariates (participants’ age, sexual
orientation, consultation habits and level or field of educa-
tion).

The average B score was 12.6 (SD: ±3.3) and 13.4 (SD:
±3.4) points out of 22 in the exposed and control group, re-
spectively, and no significant difference was reported when
comparing the two groups (p = 0.25) (figure 3).

No difference was reported between groups regarding the
proportion of low scores (crude OR: 1.22, CI 95%:
0.51–2.93). In the multivariate model, results were similar
with an adjusted OR of 0.98 (95% CI: 0.38–2.53), after
adjustment with the unbalanced cofactors, defined as a
standardised difference of more than 10% between groups
(participants’ age, sexual orientation, consultation habits
and level or field of education).

Termination of education after compulsory school was the
only risk factor associated with obtaining a lower score,

Figure 2: Average A score.

Table 1:
Demographic data.

Total (n =
108)

Exposed group (n
= 56)

95% confidence in-
terval

Control group (n
= 52)

95% confidence in-
terval

Age in years Mean and SD 22.6 4.3 22.4 4.5 22.9 4.2

15–18 years 25 23% 16 29% 13–20 9 17% 9–11

19–22 years 30 28% 14 25% 11–17 16 31% 12–20

23–26 years 33 31% 15 27% 12–18 18 35% 14–22

27–30 years 16 15% 8 14% 6–10 8 15% 6–10

Age category, n and %

31–35 years 4 4% 3 5% 2–4 1 2% 1–2

Compulsory
school

18 17% 11 20% 8–14 7 13% 5–9

High school 36 33% 21 38% 16–25 15 29% 11–19

Vocational train-
ing

20 19% 10 18% 8–13 10 19% 7–12

Educational level

Tertiary educa-
tion

34 31% 14 25% 11–17 20 38% 15–24

Training in the health field Yes 12 11% 4 7% 3–5 8 15% 6–10

Sexual education at school Yes 101 94% 53 95% 48–55 48 92% 43–51

Never 17 16% 10 18% 8–13 7 13% 5–9Gynaecologist consultation habits

At least once 91 84% 46 82% 39–50 45 29% 11–19

Never 77 71% 40 71% 33–45 37 71% 31–42Previous consultation at sexual health
clinic At least once 31 29% 16 29% 13–20 15 29% 11–19

Heterosexual 92 85% 44 79% 38–50 48 92% 43–51Has ever been sexually active

Homo/bisexual 6 6% 4 7% 3–5 2 4% 2–3

Positive history of past Chlamydia infection (herself or a
close relative)

31 29% 17 30% 13–21 14 27% 11–18

SD: standard deviation.
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Figure 3: Average B score.

defined as a score below the 25th percentile (OR: 4, 95%
CI: 1.4–11.5; p = 0.01).

Secondary outcome (qualitative analysis)

Most participants expressed satisfaction and interest in the
intervention. The major themes from the thematic analysis
are detailed below.

The media treatment and community dialogue on Chlamy-
dia trachomatis is not commensurate with the importance
that participants attach to this matter

Participants considered that awareness of Chlamydia tra-
chomatis is critical to reduce risky sexual behaviour. Ac-

Table 2:
Participants’ answers to the semi-structured interview: knowledge questions, correct answers and correct answer rate. * indicates questions whose answer was contained in the
video.

Question (correct answer) Exposed group: cor-
rect answer rate, %
(n)

95% CI Control group: cor-
rect answer rate, %
(n)

95% CI

1. Does the infection only affect women? * (No) 85% (44) 74–93 88% (46) 77–95

2. Do you think that women over 25 are more affected by the infection than those under 25? * (No) 68% (38) 56–78 73% (38) 61–83

3.1. By kissing an infected person? (No) 57% (32) 46–67 71% (37) 60–81

3.2. By unprotected vaginal intercourse? * (Yes) 100% (56) 94–100 100% (52) 93–100

3.3. By unprotected oral sex? * (Yes) 68% (38) 57–78 56% (29) 45–66

3.4. Through unprotected anal sex? * (Yes) 66% (37) 55–76 63% (33) 52–73

3.5. By contact with contaminated blood? (Yes) 41% (23) 33–50 54% (28) 44–684

3. How do you think you get Chlamydia?

3.6. By transmission from mother to child during delivery
if the mother is infected? * (Yes)

50% (28) 40–60 37% (19) 29–45

4.1. Blood in stool (No) 16% (9) 12–20 42% (22) 33–51

4.2. Burning and pain when urinating (Yes) 91% (51) 81–97 83% (43) 71–91

4.3. Abnormal or new vaginal discharge (Yes) 98% (55) 90–100 90% (47) 79–96

4.4. Bleeding outside the period (Yes) 34% (19) 27–42 50% (26) 40–60

4.5. Pimples or redness on the vulva/genital area (No) 11% (6) 8–14 8% (4) 6–10

4.6. No symptoms * (Yes) 88% (49) 77–95 92% (48) 81–98

4. What do you think are the possible symptoms
of Chlamydia infection in women?

4.7. Abdominal pain (Yes) 70% (39) 58–80 65% (34) 53–75

5. In your opinion, do most women who have a Chlamydia infection have symptoms that can alert them? *
(No)

41% (23) 33–50 40% (21) 32–49

6. Do all men infected with Chlamydia have symptoms? * (No) 77% (43) 66–86 87% (45) 76–94

7.1. Long-term abdominal pain (Yes) 23% (13) 18–29 31% (16) 24–38

7.2. Ectopic pregnancy * (Yes) 59% (33) 48–69 42% (22) 33–51

7.3. Sterility/infertility * (Yes) 88% (49) 77–95 85% (44) 74–93

7.4. Cervical cancer (No) 16% (9) 12–20 19% (10) 15–24

7. What are the possible consequences of a
Chlamydia infection if it is not treated quickly?

7.5. Partner infected * (Yes) 100% (56) 94–100 100% (52) 93–100

8. Can the infection make men infertile? (No) 20% (11) 15–25 31% (16) 24–38

9. Can you get Chlamydia again after you have already been treated for it? * (Yes) 86% (48) 75–93 83% (43) 71–91

10.1. Taking the contraceptive pill (No) 88% (49) 77–95 96% (50) 87–100

10.2. Use condoms * (Yes) 100% (56) 94–100 100% (52) 93–100

10.3. Avoid having blood and/or semen in the mouth
(Yes)

39% (22) 31–47 37% (19) 29–45

10.4. Wash before sex (No) 82% (46) 71–90 79% (41) 67–88

10. What are the safe ways to avoid getting
Chlamydia?

10.5. Wash after sex (No) 70% (39) 58–80 65% (34) 53–75

11.1. Any woman under 25 who has ever had sex (Yes) 63% (35) 52–73 73% (38) 61–83

11.2. Any woman under 25 with a new sexual partner
(Yes)

91% (51) 80–97 94% (49) 84–98

11.3. After unprotected sex with a person who does not
know if they are infected with Chlamydia or not (Yes)

100% (56) 94–100 100% (52) 93–100

11. In your opinion, when/where should a per-
son get tested?

11.4. If his/her sexual partner has a positive result for an-
other sexually transmitted infection (Yes)

95% (53) 85–99 98% (51) 90–100

12.1. By blood test (No) 14% (8) 11–18 17% (9) 13–22

12.2. By urinalysis * (Yes) 68% (38) 57–78 69% (36) 57–79

12. How is a Chlamydia test done?

12.3. By vaginal smear * (Yes) 98% (55) 90–100 96% (50) 87–100

13.1. With a cream (No) 61% (34) 50–71 52% (27) 42–62

13.2. With antibiotics * (Yes) 84% (47) 73–92 90% (47) 79–96

13. How is a Chlamydia infection treated?

13.3. With vitamins (No) 86% (48) 75–93 81% (42) 69–90

14. Should the sexual partner(s) of a person who has a Chlamydia infection also be treated? * (Yes) 100% (56) 94–100 100% (52) 93–100
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cording to them, Chlamydia trachomatis is regretfully not
treated as a societal subject worthy of interest. Indeed,
many had never heard about it outside the context of a
medical consultation or a private conversation. Some felt
that the dialogue is getting easier, particularly through so-
cial networks, allowing opportunities to slowly lift a taboo
that perpetuates the impression that the disease is rare.
Overall, the participants pleaded for less guilt-laden com-
munication and more prevention.

School sex education is seen as essential but is also the
subject of much criticism

Participants agreed on the importance of high-quality
school-based sex education to raise awareness of sexually
transmitted infections. However, few had clear memories
of the content of these courses, which were generally de-
scribed as insufficient. The most frequent suggestion for
improvement was to continue school sex education beyond
compulsory schooling, in the belief that at the age of first
sexual intercourse (16 years in the canton of Vaud [2]),
young people would feel more concerned and would retain
more information. The participants felt that an increase in
the number of hours provided in addition to deepening of
the topics covered were necessary for school sex education
to fulfil its cardinal preventive role.

Discussion

Primary outcome (quantitative part)

No difference in Chlamydia trachomatis infection knowl-
edge was found between the video-exposed group and the
control group when analysing questions whose answers
were contained in the video. Similarly, no difference was
found for questions whose answers were not contained in
the intervention video. This suggests that most of the in-
formation in the video had already been acquired by the
participants, who therefore did not benefit from viewing it.
This remains a hypothesis due to the absence of a compara-
tor pre-exposure test.

Excellent knowledge was observed for questions about
the transmission of Chlamydia trachomatis through un-
protected vaginal sex, the use of condoms as an effective
means of protection and the need for testing after unpro-
tected sex with a person of unknown or positive Chlamy-
dia trachomatis infection status. These specific points are
valid for other sexually transmitted infections and are like-
ly strongly addressed during sex education as well as in na-
tional prevention campaigns targeting HIV. Thus, this find-
ing could be linked to our selection criteria. Indeed, the
inclusion criterion “Understands French” excludes non-na-
tive speakers, some of whom come from countries with
various sexual health politics. Most participants have ben-
efited from a systematic school sex education programme
which has been led in the Vaud canton, a pioneer in the
French-speaking region, for over 50 years. The rate of par-
ticipants who has benefited from school sex education is
rarely mentioned in other studies concerning young peo-
ple’s Chlamydia trachomatis awareness. Their results
mostly reveal poor knowledge and probably led us to un-
derestimate our high-rate school sex education popula-
tion’s knowledge. It should also be noted that a third of
the participants reported having already been personally

infected by Chlamydia trachomatis or having been made
aware of it by the infection of a close relative. There is no
comparison in the general population for this figure, which
suggests a strong level of prior awareness among the par-
ticipants. Thus, the population is selected and not repre-
sentative of all women seeking emergency gynaecological
care at Lausanne University Hospital.

These results can be generalised to French-speaking young
women with previous school sex education visiting an ur-
ban gynaecology emergency clinic. The knowledge gaps
between this population and the populations visiting a pri-
vate practice or living in non-urban areas remain unknown.

The lack of awareness regarding the asymptomatic nature
of Chlamydia trachomatis and the disease’s possible com-
plications is concerning. Prevention efforts are still needed
in these key areas. Patients with less than compulsory
schooling should be given special attention in discussions
about Chlamydia trachomatis. However, age was surpris-
ingly not found to be associated with a higher risk of poor
knowledge. By recency bias, it is possible that the tempo-
ral proximity of school sex education among the younger
participants compensates for their fewer years of study and
medical consultation compared to their elders.

Jaworski et al. and Goldsberry et al. showed significant
improvement in knowledge of sexually transmitted infec-
tions among college students after a one-session interven-
tion on the topic of sexually transmitted infections and
safe sex. In contrast to our study, their intervention con-
sisted of a face-to-face educational session in which stu-
dents were informed of the research aspect of the process.
This intervention seems to have had a greater effect on par-
ticipants’ knowledge than ours, while requiring the pres-
ence and dedication of a health professional and targeting a
small chosen group of people. This type of intervention is
similar to the school sex education conducted in our coun-
try. For these reasons, our results seem difficult to match.

Second outcome (qualitative part)

The excellent participation rate and the thematic analysis
show that the participants are open to discussions about
sexually transmitted infections. However, echoing their
own analysis of the taboo aspect of the subject, they be-
lieve that the intimacy of the topic coupled with the stress
of a medical consultation could make the video unattrac-
tive. Nevertheless, they maintain that the discussion should
take place in a variety of contexts and reach as many peo-
ple as possible.

Interpretation

The passive learning intervention described in this study
did not improve the participants’ knowledge about
Chlamydia trachomatis. During the one-to-one interview,
participants were keen to receive information about
Chlamydia trachomatis but the quantitative results show
that the short video in the waiting room had no impact
on their knowledge. Future studies should focus on pre-as-
sessed, randomised, one-to-one or small-group active in-
terventions.
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Limitations

The study lacked a pre-intervention knowledge assess-
ment, which would have allowed a more precise analysis
of post-intervention knowledge. The control and interven-
tion groups were not randomised, introducing potential
bias in participant characteristics. Regarding potential con-
founders, this study only included previous school sex
education and training in the medical field but no other
potential previous exposure to educational material. The
questionnaire used in the interview was not validated thus
its ability to determine accurate Chlamydia trachomatis
knowledge should be considered uncertain. Information
about income, occupation and region of residence were not
collected. Given the inclusion criteria and participants’ so-
ciodemographic characteristics, the conclusion should be
considered valid only for French-speaking young women
with previous school sex education visiting an urban gy-
naecology emergency clinic.

Data sharing statement

The data that support the findings of this study (population
characteristics, interview responses) is available in
anonymised form from the first author, SP, upon reason-
able request.
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