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ABSTRACT
Background The objective of this study was to
compare the costs and outcomes of two sexually
transmitted infection (STI) screening interventions
targeted at men in football club settings in England,
including screening promoted by team captains.
Methods A comparison of costs and outcomes was
undertaken alongside a pilot cluster randomised control
trial involving three trial arms: (1) captain-led and poster
STI screening promotion; (2) sexual health advisor-led
and poster STI screening promotion and (3) poster-only
STI screening promotion (control/comparator). For all
study arms, resource use and cost data were collected
prospectively.
Results There was considerable variation in uptake
rates between clubs, but results were broadly
comparable across study arms with 50% of men
accepting the screening offer in the captain-led arm,
67% in the sexual health advisor-led arm and 61% in
the poster-only control arm. The overall costs associated
with the intervention arms were similar. The average
cost per player tested was comparable, with the average
cost per player tested for the captain-led promotion
estimated to be £88.99 compared with £88.33 for the
sexual health advisor-led promotion and £81.87 for the
poster-only (control) arm.
Conclusions Costs and outcomes were similar across
intervention arms. The target sample size was not
achieved, and we found a greater than anticipated
variability between clubs in the acceptability of
screening, which limited our ability to estimate
acceptability for intervention arms. Further evidence is
needed about the public health benefits associated with
screening interventions in non-clinical settings so that
their cost-effectiveness can be fully evaluated.

INTRODUCTION
Young people have the highest risk for sexually
transmitted infections (STIs) in the UK, and
attempts to engage young men in effective screen-
ing have proven to be particularly challenging.
Public Health England estimated that 16% of
young men aged 15–24 years were screened for
chlamydia during 2012 compared with 35% of

young women (assuming one test per person).1

A range of strategies have been proposed to
increase screening participation among men,
including outreach in non-clinical settings such as
sports venues.2 Recent research has suggested that
people without a healthcare background can suc-
cessfully promote certain health behaviours among
their peers.3 Among young men in England, foot-
ball has the highest levels of participation for a
team sport.4 The SPORTSMART pilot trial was
designed to develop and evaluate the feasibility and
acceptability of two replicable models for promot-
ing STI screening in football clubs (specifically,
Chlamydia trachomatis and Neisseria gonorrhoeae
screening), including screening promoted by team
captains.
The success of any new intervention in increasing

screening uptake needs to be balanced against the
resources required to achieve the desired outcome,
and additional costs must be evaluated in terms of
any additional benefits that can be attributed to
them. The objectives of this economic analysis
were to obtain cost and outcome data for the alter-
native screening interventions developed by the
SPORTSMART pilot trial and to use these data in
a preliminary economic evaluation.

METHODS
Pilot trial
The methods and results of the pilot trial are
reported in detail elsewhere.5 In brief, a cluster ran-
domised control trial (RCT) design was used
involving the allocation of clubs, each with two
teams, to one of three trial arms: (1) captain-led
and poster STI screening promotion arm; (2)
sexual health advisor-led and poster STI screening
promotion arm and (3) poster-only STI screening
promotion control/comparator arm. The partici-
pants were men aged 18 years and over within six
amateur football clubs in London. Eligible football
clubs were grouped by similar characteristics into
three pairs, and then each of the pairs was rando-
mised to a study arm.
The interventions were delivered during the pre-

match team briefing. For the captain-led promotion,
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the captain delivered a one-time standardised promotion talk of
<5 min duration, handed each player a specially designed
football-themed sample collection kit and answered any ques-
tions from players. In the sexual health advisor-led arm, the stan-
dardised promotion talk was delivered by a sexual health advisor
from the study clinic. In the poster-only arm, specially designed
posters were displayed and kits were made readily available, but
no verbal information was given. If men chose to participate,
they completed a sample collection kit and placed the completed
kit in a secure collection box at the club within an hour after the
match ended or they had the option of participating at a later
date and posting their sample back to clinic in a discrete postage-
paid envelope. Provision of test results and appropriate clinical
follow-up was undertaken by the clinical team in the study clinic
(off-site), according to routine clinical practice. This included
notification of provision of test results via a text message (SMS)
by clinic staff.

The primary outcome was the proportion of eligible men
accepting the screening offer. The target was to achieve a
sample size of 200 men as this would allow the overall accept-
ance rate to be estimated within 7% if the rate was 50% (ie, a
95% CI 43% to 57%) and within 5% if the rate was higher or
lower, assuming minimal variability between clubs.

Economic analysis: overview
For all arms of the trial, resource use data were collected pro-
spectively and unit costs were applied. There were several ele-
ments that were common to all of the intervention arms; these
related to the recruitment and briefing of the clubs, the materi-
als used within the interventions, and the collection and pro-
cessing of completed samples. The time taken to recruit, brief
and prepare the clubs for the screening intervention was
recorded and staffing costs estimated using the Unit Costs of
Health and Social Care 2013.6 Costs associated with travel to
the clubs to prepare for the intervention were also included.

Specially designed posters, football-themed sample kit packs
and themed collection containers were used at all locations to
promote screening and provide the equipment necessary for
participation. We assumed that all these elements were an essen-
tial part of the intervention and included their costs in our esti-
mates. We assumed that designs and logos could be reused over
a period of 3 years until they became outdated, and thus annui-
tised all design and editing costs for 3 years at an interest rate of
3%.7 We assumed an even number of test kits across interven-
tion arms as data recorded in the trial demonstrated that similar
quantities of testing materials were used across arms, as unused
items were reused in other clubs. Transport costs associated with
returning the completed player samples to the study clinic
(off-site) were also included. Although players were given the
option to return their samples by post, only one sample was
returned by this method, and for the base case, we assumed that
the secure collection box would be the only method of speci-
men return provided.

Additional facilities were required for storage of the samples
before they were sent to the laboratory for processing. We
assumed that such additional storage would be needed if the
intervention were rolled out and that these facilities could be
reused over a period of 3 years; we included annuitised costs
accordingly. Costs associated with processing samples were esti-
mated using the cross charge between the processing laboratory
and the study clinic. Staff time associated with patient adminis-
tration at the clinic was recorded and costs estimated. We also
included costs associated with notifying players about their
results and any further costs associated with patient consultation

and treatment. For all trial arms, data were collected on direct
health service costs and some of the private costs incurred by
the players and captains. The main analysis was conducted from
the perspective of the health service (National Health Service).

Resource use and cost definition
Captain- and poster-promoted screening
The estimated cost of the captain-led screening intervention
included costs for a member of staff (a healthcare assistant)
from the clinic undertaking the sample processing and notifica-
tion to be on site before and after the intervention to deliver
and prepare all the materials and to facilitate the safe return of
the completed samples to the clinic, based on recorded practice
within the pilot trial and clinical governance requirements. For
the base case, it was assumed that the time taken by the team
captain to prepare for and deliver the intervention was forgone
leisure time and would not impact on health service costs.
However, the effect of including these costs or some kind of
financial incentive for the captain was analysed as part of the
sensitivity analysis.

Sexual health advisor- and poster-promoted screening
The estimated costs for the health advisor-promoted interven-
tion included costs for a sexual health advisor to lead the
screening promotion. We assumed that the health advisor would
also take the materials to the club, prepare the promotion and
ensure the safe return of completed specimen samples to the
clinic, in accordance with trial processes and clinical governance
requirements and hence included time and travel costs in our
estimates.

Poster-promoted screening only (control)
As for the captain-led arm, we assumed that a member of staff
(a healthcare assistant) from the clinic undertaking the testing
and notification would need to be on site before and after the
promotion and included costs accordingly.

Analysis
We conducted a cost-consequences analysis that involves com-
paring the costs and outcomes associated with all three interven-
tions separately.8 This kind of analysis is more appropriate than
a full economic evaluation because the current study is a pilot
only and a full RCT has not been carried out.

We assessed costs and outcomes in a disaggregated manner
for each intervention arm to establish whether any showed clear
dominance. Dominance is judged to have occurred when one
intervention costs less but is more effective, in terms of the
outcome achieved, compared with a different intervention.
Conversely, an intervention is dominated if it costs more but is
less effective than the comparator. We examined costs and con-
sequences for all three arms. The main analysis is based on the
outcome of whether the player accepted the offer of screening.
All cost data reported are presented in British pounds in 2012/
2013 prices.

A series of one-way deterministic sensitivity analyses were
carried out. Uncertainties around all key cost and outcome para-
meters were analysed, and plausible ranges were specified using
information from the trial and from the literature. These ana-
lyses included (a) reducing club recruitment time substantially to
4 h per club by developing a higher-level agreement with the
Football Association; (b) including an incentive of £1000 for
each club to help maximise participation (to reflect practice
within the study); (c) including broader societal costs associated
with captain participation in screening, with the assumption
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that the time taken to participate in the intervention was
forgone leisure time, valued at 40% of the median hourly
wage;9 10 (d) reducing intervention costs for the poster-only
control arm to analyse the impacts of different staffing arrange-
ments; (e) adjusting the cost of the test kit boxes to account for
the logo and design costs associated with unused boxes; (f )
increasing sample processing costs and (g) varying uptake levels
by study arm. Further sensitivity analyses were carried out but
are not reported.

RESULTS
Across all three of the trial arms, 153 men received the interven-
tion and 90 of them accepted the screening offer (59%, 95% CI
35% to 79%, using a robust SE to acknowledge the clustering of
participants by club). There was considerable variation in the
uptake rates between individual clubs, but results were broadly
comparable across study arms (table 1). For the captain-led arm,
56 men received the promotion and 28 accepted (50%). For the
health advisor-led arm, 46 men attended the promotion and 31
accepted (67%). For the poster-only control arm, 51 men received
the promotion and 31 accepted (61%). There were no positive test
results for chlamydia or gonorrhoea in any of the study arms.

Full costs for each of the intervention arms are shown in
table 2, and further details are included in online supplementary
appendix 1. The results of the pilot trial suggested that total costs
were similar across all of the intervention arms, with the total
costs of the captain-promoted screening intervention estimated
to be £2491.61 compared with £2738.09 for the health
advisor-led arm and £2538.09 for the poster-only arm. Overall
costs were similar because the highest proportion of costs related
to fixed costs, such as staff time for recruiting and briefing the
clubs and the equipment required for delivering the promotion.

For all three intervention arms, costs were compared with the
main outcome of screening uptake (table 3). The average cost
per player tested was comparable across the trial arms using the
base case results, with the average cost per player tested for the
captain-led promotion estimated to be £88.99 compared with
£88.33 for the sexual health advisor-led screening promotion
and £81.87 for the poster-only (control) arm.

Sensitivity analysis
As demonstrated in table 4, the results were as follows: (a)
decreasing the time needed for club recruitment reduced overall

costs, with the cost per player screened ranging from £60.14 to
£66.59; (b) including an incentive in our analysis increased
overall costs for all trial arms; (c) including costs for team cap-
tains to deliver the promotion made the captain-led arm slightly
more expensive, however, as process evaluation revealed that
team captains had also informally promoted the screening inter-
vention in other trial arms including these costs for the
captain-led arm alone may not be justified; (d) reducing inter-
vention costs for the poster control arm led to a reduction in
overall costs for this arm; (e) increasing the costs associated with
the test kit boxes (to adjust for costs associated with unused
boxes) increased total costs for all intervention arms with esti-
mates per player screened ranging from £84.26 to £91.63; (f )
increasing sample processing costs increased costs for all trial
arms and (g) varying uptake levels had an effect on the result,
emphasising the importance of an accurate estimate of
effectiveness.

DISCUSSION
This was an exploratory economic evaluation comparing the
costs and outcomes of alternative models for promoting screen-
ing among young men. The results as a whole suggest that all
these methods of screening promotion are acceptable to players
within amateur football clubs, with 153 men receiving the inter-
vention and 90 accepting the offer of screening (59%, 95% CI
35% to 79%). The overall costs associated with the intervention
arms were similar. The outcome of average cost per player
screened was comparable across all arms, with the average cost
per player tested for the captain-led promotion estimated to be
£88.99 compared with £88.33 for the sexual health advisor-led
screening promotion and £81.87 for the poster-only (control)
arm. This outcome is affected by the estimate of the number of
players accepting screening, and as our ability to estimate uptake
for any single intervention arm is limited, drawing conclusions
about the relative costs and consequences of the interventions is
not justified. No intervention model can be judged to be domin-
ant, and the average cost per player tested can be seen as com-
parable across all of the study arms.

It might have been expected that the costs associated with the
poster-only control and captain-led arms would be lower than
for the health advisor-led arm. However, costs were found to be
similar due to the need for a member of clinic staff to be on site
and ensure the return of samples to clinic, to meet clinical
guidelines. In the event of a rollout of the trial, a satisfactory
alternative to this arrangement might be found.

This study has several limitations. It was difficult to draw firm
conclusions about the relative cost-effectiveness of the interven-
tions in the trial as screening uptake could not be estimated
with precision for any single intervention arm. Two clubs were
randomised to each intervention arm; however, we found a
greater than anticipated variability between clubs in the accept-
ability of screening, which limited our ability to estimate accept-
ability for intervention arms. In addition, the overall target
sample size was not achieved due to difficulties in recruitment
linked to poor weather and rescheduled matches. We did not
capture additional downstream testing that may have occurred
as a result of the intervention, and so uptake of STI testing
might have been underestimated. As the trial did not identify
any positive cases of chlamydia or gonorrhoea, it was not pos-
sible to estimate a cost per case diagnosed.

Within the economic analysis, some assumptions were made
about how the interventions would operate if they were rolled
out, and although these were examined within a sensitivity ana-
lysis, they would need to be tested at a larger scale. A one-way

Table 1 Screening uptake for clubs within the study arms

Study arm Club

Players in
changing
room

Completed
kits
returned

Percentage
of return

Captain-led A 26 10 38.5
Captain-led B 30 18 60.0

56 28 50.0

Health advisor-led A 24 10 41.7
Health advisor-led B 22 21 95.5

46 31 67.4

Poster-only
(control)

A 24 20 83.3

Poster-only
(control)

B 27 11 40.7

51 31 60.8

Total All 153 90 58.8
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deterministic sensitivity analysis was carried out since this is a
preliminary economic analysis alongside a pilot trial and a full
probabilistic sensitivity analysis would not be appropriate
because of the small sample size and the heterogeneity of
uptake rates at club level. Further uncertainties around cost and
outcomes parameters would need to be analysed if a full RCT
was conducted. Finally, it was intended that players in the
control arm would be uninfluenced by team captains, but their
enthusiasm for the intervention meant that this was not pos-
sible, and captains encouraged players to participate in screening
via regular team information emails.

The strength of this study is that detailed data on costs and
resource use were collected which can inform similar interven-
tions in this area and enable comparisons with other research
findings. In addition, data were collected on the number of
players who attended the screening promotion events, and thus
it is possible to estimate the level of uptake of screening. Often
with such health promotion interventions, the number of
people exposed to a particular intervention is unknown.

Very little information exists about the cost-effectiveness of
screening programmes in non-clinical settings. A recent system-
atic review of studies concerned with chlamydia and gonorrhoea
screening outreach programmes only identified three with infor-
mation on costs.11 Buhrer-Skinner et al12 calculated a cost per
test carried out for outreach clinics in Australia but did not

include staff time, transport and setup costs. Morris et al calcu-
lated the costs associated with two Californian youth pro-
grammes but did not include additional time associated with
volunteer input.13 Detailed costings were also provided by a
study evaluating the cost-effectiveness of a multifaceted commu-
nity intervention to increase screening in Stockholm.14

However, due to the nature of the intervention, which involved
a large-scale publicity campaign and expanded access to testing
facilities, it is difficult to compare these results with the
SPORTSMART study. The findings of a costing study of chla-
mydia screening within primary care suggest that the costs per
case screened for the SPORTSMART study are higher than
would usually be expected in a UK primary care setting.15

However, the additional public health benefits associated with
outreach activities would also need to be taken into account and
achieving adequate coverage of screening in primary care, espe-
cially in men, is challenging.

Conclusions
This preliminary economic evaluation has shown that similar costs
and outcomes were demonstrated across all three study arms. The
fact that the control arm was unintentionally ‘enhanced’ by team
captains suggests that they can have an important influence on
screening uptake, irrespective of whether they take on a formal
role in promoting the intervention and the potential costs

Table 2 Health service costs for intervention arms (two clubs per arm)

Resources used Cost item Unit cost £* N Total cost £*

Intervention costs
Recruitment of club Per club 516.88 2 1033.75
Poster pack† Per pack 53.92 2 107.85
Test kit† Per player 5.66 46 260.36
Promotion Per club Captain-led: 125.00 2 Captain-led: 250.00

Health advisor-led: 225.00 Health advisor-led: 450.00
Poster-only: 125.00 Poster-only: 250.00

Specimen collection box† Per club 55.62 2 111.25
Transport of specimen collection box Per club 135.64 2 271.28

Processing costs
Additional storage facilities‡ Per club 11.63 2 23.26
Sample processing Per player tested 10.79 Captain-led: 28 302.12

Health advisor-led: 31 334.49
Poster-only: 31 334.49

Patient admin and notification of results Per player tested 4.71 Captain-led: 28 131.74
Health advisor-led: 31 145.86
Poster-only: 31 145.86

Total cost Captain-led: 2491.61
Health advisor-led: 2738.09
Poster-only: 2538.09

*Costs are UK£ (2012/2013).
†Includes costs for the first year of the design elements of the posters, test kit box, pens and specimen collection boxes, annuitised at 3% for 3 years.
‡Includes costs for the first year of the storage facilities, annuitised at 3% for 3 years.

Table 3 Comparison of costs and outcomes for the intervention arms

Intervention arm* Total cost £†
Number of
players tested

Per cent accepting
screening offer

Average cost per
player screened £†

Captain-led 2491.61 28 50 88.99
Health advisor-led 2738.09 31 67 88.33
Poster-only (control) 2538.09 31 61 81.87

*Includes costs and outcomes for both clubs in each trial arm.†Costs are UK£ (2012/2013).
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associated with their informal and formal input need to be care-
fully considered. Further research is needed to explore the public
health benefits associated with screening interventions in non-
clinical settings so that their cost-effectiveness can be fully evalu-
ated. This would allow the potentially higher costs associated with
such ‘outreach’ activities to be weighed against their wider health
benefits so that policymakers can be fully informed about which
approaches offer the best value for money.

Key messages

▸ Although acceptance rates were highly variable between clubs,
levels of uptake were broadly comparable across all study arms.

▸ The overall costs associated with the intervention arms were
similar.

▸ No intervention model was judged to be dominant, and the
average cost per player tested was comparable across all of
the study arms.

▸ Further research is needed to investigate the public health
benefits associated with screening interventions in
non-clinical settings so that their cost-effectiveness can be
fully evaluated.

Author affiliations
1Health Economics Unit, School of Population and Health Sciences, College of
Medical and Dental Sciences, University of Birmingham, Birmingham, UK
2Centre for Immunology & Infectious Disease: Sexual Health & HIV, Blizard Institute,
Queen Mary, University of London, Barts and the London School of Medicine and
Dentistry, London, UK
3Centre for Sexual Health and HIV Research, Faculty of Population Health Sciences,
University College London, London, UK
4Division of Primary Care & Public Health, Brighton and Sussex Medical School,
University of Brighton, Falmer, Brighton, UK

Handling editor David A Lewis

Acknowledgements The authors would like to thank the following people for
their assistance with this study: Mr Simon Morgan, Head of Community
Development, Barclay’s Premier League; Mr David Higgins; Ms Stephanie Hanson;
Mr Timothy Hill; and all the participating clubs and players. We would also like to
thank the anonymous referees for their helpful comments on our draft manuscript.

Contributors CSE, LJS, AJC, CHM, JAC and TER are co-applicants on the NIHR
BALLSEYE study. CSE was the principal investigator and led the research for the trial.
SSF was study researcher and led the conduct of the trial. TER designed the
economic evaluation and supervised the analysis. The analysis was carried out by LJJ
who wrote the first draft as the lead author. All authors contributed to the design of
the study and provided input to this manuscript.

Funding The SPORTSMART study is part of the NIHR-funded BALLSEYE Programme
and is led by Dr Claudia Estcourt. This paper is independent research funded by the
National Institute for Health Research (BALLSEYE Programme, ‘Targeting Men for
Better Sexual Health’, RP-PG-0707-10208). The views expressed in this publication
are those of the authors and not necessarily those of the NHS, the National Institute
for Health Research or the Department of Health.

Ethics approval Ethical approval was obtained for the clinical trial from the
National Research Ethics Service (reference 13/SC/0029). Ethical approval was not
required for the economic evaluation.

Competing interests None.

Provenance and peer review Not commissioned; externally peer reviewed.

Open Access This is an Open Access article distributed in accordance with the
terms of the Creative Commons Attribution (CC BY 4.0) license, which permits
others to distribute, remix, adapt and build upon this work, for commercial use,
provided the original work is properly cited. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES
1 Public Health England. Health Protection Report (Weekly Report), June 2013, 7(23).

http://www.hpa.org.uk/hpr/archives/2013/hpr2313.pdf (accessed 1 Nov 2013).

Ta
bl
e
4

Se
ns
iti
vi
ty
an
al
ys
is:

se
le
ct
ed

re
su
lts

O
rig

in
al

va
lu
e

Re
vi
se
d
va
lu
e

Ca
pt
ai
n-
le
d
ar
m
:t
ot
al

co
st
*

(a
ve
ra
ge

co
st

pe
r
pl
ay
er

sc
re
en

ed
)

H
ea
lth

ad
vi
so
r-
le
d
ar
m
:t
ot
al

co
st
*

(a
ve
ra
ge

co
st

pe
r
pl
ay
er

sc
re
en

ed
)

Po
st
er
-o
nl
y
ar
m
:t
ot
al

co
st
*

(a
ve
ra
ge

co
st

pe
r
pl
ay
er

sc
re
en

ed
)

Ba
se

ca
se

£2
49
1.
61

(£
88
.9
9)

£2
73
8.
09

(£
88
.3
3)

£2
53
8.
09

(£
81
.8
7)

(a
)R

ed
uc
in
g
cl
ub

re
cr
ui
tm

en
t
tim

e
to

4
h
pe
rc
lu
b

£5
16
.8
8†

£1
80
†

£1
81
7.
86

(£
64
.9
2)

£2
06
4.
34

(£
66
.5
9)

£1
86
4.
34

(£
60
.1
4)

(b
)I
nc
lu
di
ng

£1
00
0
in
ce
nt
iv
es

fo
re

ac
h
cl
ub

£1
00
0†

£4
49
1.
61

(£
16
0.
41
)

£4
73
8.
09

(£
15
2.
84
)

£4
53
8.
09

(£
14
6.
39
)

(c
)I
nc
lu
di
ng

co
st
s
fo
r
te
am

ca
pt
ai
ns

to
de
liv
er

pr
om

ot
io
n

£2
.6
8†

£2
49
6.
87

(£
89
.1
7)

(d
)R

ed
uc
in
g
pr
om

ot
io
n
co
st
s
fo
r
th
e
po
st
er
-o
nl
y
co
nt
ro
la
rm

£1
25
.0
0†

£5
0.
00
†

£2
38
8.
09

(£
77
.0
4)

(e
)I
nc
re
as
in
g
co
st
s
fo
r
te
st
in
g
bo
xe
s

£5
.6
6‡

£7
.2
7‡

£2
56
5.
67

(£
91
.6
3)

£2
81
2.
15

(£
90
.7
1)

£2
61
2.
15

(£
84
.2
6)

(f
)I
nc
re
as
in
g
sa
m
pl
e
pr
oc
es
sin

g
co
st
s

£1
0.
79
‡

£1
6.
19
‡

£2
64
2.
67

(£
94
.3
8)

£2
90
5.
34

(£
93
.7
2)

£2
70
5.
34

(£
87
.2
7)

(g
)V

ar
yi
ng

up
ta
ke

le
ve
ls
by

st
ud
y
ar
m

Ca
pt
ai
n-
le
d:

50
.0
%

He
al
th

ad
vi
so
r-
le
d:

67
.4
%

Po
st
er
-o
nl
y:
60
.8
%

38
.5
–
95
.4
%

£2
24
6.
10
–
£2
81
8.
77

(£
12
4.
78
–
£6
4.
06
)

£2
44
6.
10
–
£3
01
8.
77

(£
13
5.
89
–
£6
8.
61
)

£2
27
7.
09
–
£2
89
6.
24

(£
11
3.
85
–
£5
9.
11
)

Co
st
s
ar
e
UK

£
(2
01
2/
20
13
).

*I
nc
lu
de
s
co
st
s
an
d
ou
tc
om

es
fo
r
bo
th

cl
ub
s
in

ea
ch

tri
al
ar
m
.

†
Pe
rc
lu
b.
‡
Pe
r
ite
m
.

104 Jackson LJ, et al. Sex Transm Infect 2015;91:100–105. doi:10.1136/sextrans-2014-051715

Health services research

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://www.hpa.org.uk/hpr/archives/2013/hpr2313.pdf
http://www.hpa.org.uk/hpr/archives/2013/hpr2313.pdf


2 Baraitser P, Blake S on behalf of NHS National Chlamydia Screening Programme.
Involving young men in chlamydia screening: a practical guide. London: Health
Protection Agency, 2009. http://www.chlamydiascreening.nhs.uk/ps/resources/
guidelines/NCSP_Involving_young_men.pdf (accessed 1 Nov 2013).

3 Williamson LM, Hart GJ, Flowers P, et al. The Gay Men’s Task Force: the impact of
peer education on the sexual health behaviour of homosexual men in Glasgow. Sex
Transm Infect 2001;77:427–32.

4 Saunders JM, Mercer CH, Sutcliffe LJ, et al. Where do young men want to access
STI screening? A stratified random probability sample survey of young men in Great
Britain. Sex Transm Infect 2012;88:427–32.

5 Fuller SS, Mercer CH, Copas AJ, et al. The SPORTSMART study: a pilot randomised
controlled trial of sexually transmitted infection (STI) screening interventions
targetting men in football club settings. Sex Transm Infect 2015;91:106–10.

6 Curtis L. Unit costs of health and social care 2012. Kent: Personal Social Services
Research Unit, 2012.

7 Roberts TE, Tsourapas A, Sutcliffe L, et al. Is Accelerated Partner Therapy (APT) a
cost-effective alternative to routine patient referral partner notification in the UK?
Preliminary cost–consequence analysis of an exploratory trial. Sex Transm Infect
2012;88:16–20.

8 Drummond MF, O’Brien B, Stoddart GL, et al. Methods for the economic evaluation
of health care programmes. Oxford: Oxford University Press, 2005.

9 Office of National Statistics. Annual Survey of Hours and Earnings, 2013 Provisional
Results. 2013. http://www.ons.gov.uk/ons/rel/ashe/annual-survey-of-hours-and-
earnings/2013-provisional-results/stb-ashe-statistical-bulletin-2013.html (accessed 11
Dec 2013).

10 Robinson S, Roberts T, Barton P, et al. Healthcare and patient costs of a proactive
chlamydia screening programme: the Chlamydia Screening Studies project. Sex
Transm Infect 2007;83:276–81.

11 Hengel B, Jamil MS, Mein JK, et al. Outreach for chlamydia and gonorrhoea screening:
a systematic review of strategies and outcomes. BMC Public Health 2013;13:1040.

12 Buhrer-Skinner M, Muller R, Menon A, et al. Novel approach to an effective
community-based chlamydia screening program within the routine operation of a
primary healthcare service. Sex Health 2009;6:51–6.

13 Morris S, Bauer H, Chartier M, et al. Relative efficiency of chlamydia screening
in non-clinical settings in two California counties. Int J STD AIDS 2010;21:52–6.

14 Deogan CL, Bocangel MKH, Wamala SP, et al. A cost-effectiveness analysis of the
Chlamydia Monday-A community-based intervention to decrease the prevalence of
chlamydia in Sweden. Scand J Public Health 2010;38:141–50.

15 Cassell JA, Estcourt C; Llewellyn C, et al. The relative clinical and cost-effectiveness
of three contrasting approaches to partner notification for curable sexually
transmitted infections (STIs): a cluster randomised trial in primary care. Health
Technol Assess 2014; In press.

Jackson LJ, et al. Sex Transm Infect 2015;91:100–105. doi:10.1136/sextrans-2014-051715 105

Health services research

http://www.chlamydiascreening.nhs.uk/ps/resources/guidelines/NCSP_Involving_young_men.pdf
http://www.chlamydiascreening.nhs.uk/ps/resources/guidelines/NCSP_Involving_young_men.pdf
http://www.chlamydiascreening.nhs.uk/ps/resources/guidelines/NCSP_Involving_young_men.pdf
http://www.ons.gov.uk/ons/rel/ashe/annual-survey-of-hours-and-earnings/2013-provisional-results/stb-ashe-statistical-bulletin-2013.html
http://www.ons.gov.uk/ons/rel/ashe/annual-survey-of-hours-and-earnings/2013-provisional-results/stb-ashe-statistical-bulletin-2013.html
http://www.ons.gov.uk/ons/rel/ashe/annual-survey-of-hours-and-earnings/2013-provisional-results/stb-ashe-statistical-bulletin-2013.html
http://www.ons.gov.uk/ons/rel/ashe/annual-survey-of-hours-and-earnings/2013-provisional-results/stb-ashe-statistical-bulletin-2013.html

	Exploring the costs and outcomes of sexually transmitted infection (STI) screening interventions targeting men in football club settings: preliminary cost-consequence analysis of the SPORTSMART pilot randomised controlled trial
	Abstract
	Introduction
	Methods
	Pilot trial
	Economic analysis: overview
	Resource use and cost definition
	Captain- and poster-promoted screening
	Sexual health advisor- and poster-promoted screening
	Poster-promoted screening only (control)

	Analysis

	Results
	Sensitivity analysis

	Discussion
	Conclusions

	References


