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Abstract: Background: Early sexually transmitted infections (STIs) diagnosis facilitates prompt
treatment initiation and contributes to reduced transmission. This study examined the extent to
which contextual characteristics such as proximity to screening site, rurality, and neighborhood
disadvantage along with demographic variables, may influence treatment seeking behavior among
individuals with STIs (i.e., chlamydia, gonorrhea, and syphilis). Methods: Data on 16,075 diagnosed
cases of STIs between 2007 and 2018 in Yakima County were obtained from the Washington State
Department of Health Database Surveillance System. Multilevel models were applied to explore the
associations between contextual and demographic characteristics and two outcomes: (a) not receiving
treatment and (b) the number of days to receiving treatment. Results: Contextual risk factors for not
receiving treatment or having increased number of days to treatment were living ≥10 miles from
the screening site and living in micropolitan, small towns, or rural areas. Older age was a protective
factor and being female was a risk for both outcomes. Conclusions: Healthcare providers and facilities
should be made aware of demographic and contextual characteristics that can impact treatment
seeking behavior among individuals with STIs, especially among youth, females, and rural residents.
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1. Introduction

Over two million people annually in the United States are diagnosed with sexually transmitted
infections (STIs) including chlamydia, gonorrhea, and syphilis [1]. In 2018, the United States rates of
chlamydia, gonorrhea, and syphilis were 539.9, 179.1, and 10.8 per 100,000 population, respectively [1].
In the same year, Yakima County rates of chlamydia were 702.2, while Washington State had a rate of
467.9 per 100,000 population [2]. Rates of gonorrhea in Yakima County were 218.5 compared to 151.0
per 100,000 population in Washington State and syphilis rates were 19.6 in Yakima County compared
to the Washington State rate of 10.9 per 100,00 population [2]. STI rates in Yakima County have been
consistently higher than the state and national rates in the last decade [2].
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The asymptomatic nature of STIs makes these infections a prevalent but hard to manage public
health issue [3,4]. According to Centers for Disease Control and Prevention estimates, every new
20 million STIs impose approximately $16 billion in direct medical costs on the American healthcare
system [5]. If left untreated, severe health consequences of STIs may include cancer, ectopic pregnancy,
and infertility in women [4]. Men can suffer from urethritis, discharge from the urethra, and pain in
the testicles [6].

Lack of healthcare infrastructure has contributed to the rise of STIs, particularly the closing of
sites where underserved persons typically seek treatment [7,8]. Studies have explored the impact of
proximity to healthcare services on health access and utilization [9]. In Wake County, North Carolina,
gaps in the availability of services were a barrier to obtaining STI screening [10]. In rural Kenya,
adolescent girls cited proximity to screening sites to be desirable, but preferred some distance between
school and the screening facilities [11]. In France, increased distance to providers was negatively
correlated with hepatitis C detection [12]. In Los Angeles County, low socio-economic individuals
were less likely to use publicly funded medical clinics to get tested for human immunodeficiency virus
(HIV) if they were located at farther distances [13].

Gaps in access to care are pronounced in rural areas [14]. Residents of rural communities tend
to travel two to three times farther to seek medical care compared to their urban counterparts [14]
and have been shown to have lower rates of STI screening [10,15,16]. A study of women enrolled in
Medicaid in Pennsylvania showed that STI screening was lower among rural residents [15]. Analysis
of the 2015 Behavioral Risk Factor Surveillance System data showed that rural residents were less likely
to have ever or in the last year received a test for human immunodeficiency virus compared to urban
residents [16]. Individuals living in rural areas face additional barriers such as stigma and perception
of judgement by providers or their peers when it comes to being screened or tested for STIs [11,17].

Socioeconomic disparities contribute to the prevalence of STIs. Increased individual- and
neighborhood-level poverty and income inequality are associated with higher rates of STIs [18,19].
Analysis of the National Longitudinal Study of Adolescent Health data showed a positive association
between neighborhood poverty and the likelihood of being diagnosed with chlamydia [20].
In Pennsylvania, adolescents and young adults residing in areas with the highest poverty rates
had higher rates of STIs compared to those living in other neighborhoods [19].

To our knowledge, the role of proximity to screening site, rurality, and neighborhood disadvantage
on treatment seeking behavior among individuals with STIs is yet to be evaluated. The purpose of
this study was to examine (a) whether the likelihood of not receiving treatment varied by proximity
to screening sites, socio-economic context of the area of residence, and rurality; and (b) whether the
number of days to treatment varied by proximity to screening sites, socio-economic context of the area
of residence, and rurality among those who were treated for STIs.

2. Material and Methods

2.1. Study Area

Yakima County is located in south central Washington State with a population of 251,446 people
and a total area of 4295 square miles [21]. Approximately 50% of the population of Yakima County are
Hispanic or Latinos (compared to 13% in Washington State) and 7% are American Indian or Alaska
Native (compared to 2% in Washington State). About one-fifth of land area of Yakima County is
devoted to agricultural production and this figure does not include the vast farmland within the
Yakama Indian Nation’s tribal trust lands. Median household income in this county is $47,470, which is
lower than the median household income of $66,174 in Washington State. Approximately 18% of
the population of Yakima County live in poverty, while that number stands near 10% in Washington
State [21].
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2.2. Study Design and Participants

Data for this study were obtained from the Washington State Department of Health Database
Surveillance System. This dataset included diagnosed cases of chlamydia, gonorrhea, and syphilis with
positive laboratory test results from January of 2007 through December of 2018. The dataset included
information on the patient’s age, gender, race, ethnicity, home address, screening site name, test date,
and treatment date if the individual received treatment. Of the total 19,800 cases from 2007 to 2018,
we identified 16,075 (77%) cases with a valid geocodable home and screening site address. Our use of
the data with indirect identifiers was considered exempt by the Washington State Institutional Board.

2.3. Measures

2.3.1. Outcome Variables

We created two variables, (a) treatment status and (b) the number of days to treatment, to quantify
treatment seeking behavior among individuals with STIs. Our outcomes of interest are described below.

Treatment status (binary). Our primary outcome was treatment status, which we defined as having
received treatment for any of the STIs. The surveillance data included date of treatment if individuals
received treatment for STIs. We used this data to create a binary variable and distinguish between
individuals who received treatment and those who did not. Here, not receiving treatment was the
outcome of interest.

Number of days to treatment (count). Our secondary outcome was the number of days to treatment
measured by the timing between screening/diagnosis and treatment dates. The surveillance data
included date of screening, diagnosis, and treatment. These data were used to calculate the number of
days to treatment by subtracting the treatment date from the screening/diagnosis date for patients who
received treatment only.

2.3.2. Explanatory Variables

The explanatory variables included demographic and contextual characteristics. Demographic
characteristics were described by age (continuous), gender (two categories: female, male), race (three
categories: white, non-white, unknown), and ethnicity (three categories: Hispanic, non-Hispanic,
unknown). Contextual characteristics were described by distance to the corresponding screening site,
area deprivation index, and rural–urban commuting area codes.

Distance to screening site (categorical). The primary explanatory variable was distance to the
corresponding screening site measured by the number of miles traveled from the nearest street
intersection point from a patient’s self-reported residence to the screening site. Address points
were geocoded to the nearest street intersection point to protect patient privacy. The addresses of
screening sites were looked up using Google. The Environmental Systems Research Institute (ESRI)
ArcGIS Business Analyst USA Local Composite geocoder and R software were used for geocoding the
addresses. ESRI ArcGIS Network Analyst was utilized to calculate the number of miles between the
latitude and longitude coordinates of the street intersection points and the latitude and longitude of the
screening sites. Distance was calculated using the road network dataset of North America available in
ArcGIS Business Analyst. Proximity was categorized as: (a) 5 miles or less, (b) between 5 and 10 miles,
and (c) 10 miles or more.

The Rural–Urban Commuting Area (binary). The Rural–Urban Commuting Area (RUCA) codes
will be used for delineating between urban and rural commuting areas [22,23]. RUCA codes utilize
work commuting information, population data, and measures of urbanization to classify urban and
rural areas. RUCA primary codes of 1–3 were classified as metropolitan areas, and RUCA primary
codes of 4–10 included micropolitan, small town, and rural areas. RUCA codes were assigned to each
individual based on their place of residence.

Area deprivation index (continuous). The area deprivation index (ADI) is a validated area-level
disadvantage in the United States [24,25]. The ADI was developed by the University of Wisconsin
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School of Medicine and Public Health utilizing American Community Survey 5-year estimates at the
block group level. This index included 17 census measures in the four domains of poverty, housing,
employment, and education. The ADI is provided in the state percentile rankings from 1 to 10 with
higher scores indicating greater deprivation.

2.4. Statistical Analysis

Univariate analyses included descriptive statistics with measures of central tendency and
variability for continuous variables and frequency distributions and percentages for categorical
variables. Unadjusted and adjusted multilevel binary logistic regression models were applied to explore
the associations between not receiving treatment and contextual and demographic characteristics.
Among those individuals who received treatment, multilevel negative binomial with log link models
were applied to explore associations between the number of days to treatment and contextual and
demographic characteristics. Individuals with STIs at level-1 were nested within census block groups
at level-2. Application of multilevel modeling enabled the exploration of the effect of both individual-
and area-level variables on the individual’s treatment seeking behavior while accommodating the
clustering of individuals within block groups. Inclusion of random intercept in the multilevel models
accommodated the likelihood of treatment seeking behavior to vary across block groups. Associations
were presented as incidence odds ratios (ORs) with 95% confidence intervals (CIs). The data were
analyzed using R. The significance level was set at 0.05 (two-tailed).

3. Results

The study sample included 16,075 patients who were diagnosed with STIs between 2007 and 2018.
The sample’s mean age was 25 ± 8 years, 11,635 (72%) were female, 7435 (46%) were white, 8575 (53%)
were Hispanics, and 12,700 (79%) lived in metropolitan areas. The average distance to testing sites
was 10 ± 24.4 miles with an interquartile range of 1.6 to 8.2 miles. Approximately 95% percent of
individuals who were screened and confirmed to have STIs received treatment. Figure 1 shows the
study area and percentage of individuals with STIs who did not receive treatment. Individuals who
did not receive treatment commuted 18 ± 33.2 miles on average to screening sites while those who
received treatment traveled 9.8 ± 23.8 miles. The median number of days until treatment was two days
with an interquartile range of 1–5 days. Patient characteristics are shown in Table 1.

Treatment status. Table 2 shows crude and adjusted ORs for the likelihood of not receiving
treatment. Contextual risk factors for not receiving treatment were living ≥10 miles from the screening
site (OR = 1.27, 95% CI = 1.05–1.53, p = 0.01) and living in micropolitan, small towns, or rural areas
(OR = 1.40, 95% CI = 1.13–1.72, p = 0.002). Among the demographic characteristics, being female
(OR = 1.27, 95% CI = 1.07–1.51, p = 0.01) was associated with increased risk of not receiving treatment.
Older age was a protective factor against not receiving treatment (OR = 0.99, 95% CI = 0.98–0.99,
p = 0.03).

In the adjusted model, risk factors for not receiving treatment were living ≥10 miles from the
screening site (OR = 1.27, 95% CI = 1.05–1.53, p = 0.02), living in micropolitan, small towns, or rural
areas (OR = 1.49, 95% CI = 1.20–1.86, p < 0.001), and living in successively more deprived areas
(OR = 1.08, 95% CI = 1.01–1.16, p = 0.02). Among the demographic characteristics, being female
(OR = 1.25, 95% CI = 1.05–1.50, p = 0.01) was associated with increased risk of not receiving treatment.
Protective factor against not receiving treatment were older age (OR = 0.99, 95% CI = 0.98–0.99, p = 0.04)
and being Hispanic (OR = 0.77, 95% CI = 0.63–0.93, p = 0.01).
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Male 4435 (27.59) 4260 (27.82) 175 (22.97) 3.43 (13.17) 
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Figure 1. Study area location in the United States and Washington State (a) and STI rates in block
groups in Yakima County and Yakima City (b).

Table 1. Characteristics of patients diagnosed with sexually transmitted infections in Yakima County,
Washington between 2007 and 2018, overall and stratified by treatment status (n = 16,075).

Characteristics Total (No. (%))
Treatment Received Days Until

Treatment *Yes (15,313, 95%) No (762, 5%)

Proximity
≤5 Miles 9676 (60.19) 9244 (60.37) 432 (56.59) 4.19 (7.53)

5 < x < 10 Miles 3123 (19.43) 2981 (19.47) 142 (18.64) 4.48 (14.88)
≥10 Miles 3276 (20.38) 3088 (20.17) 188 (24.67) 4.90 (10.26)

RUCA
Metropolitan 12,700 (79.00) 12,138 (79.27) 562 (73.75) 4.10 (7.37)

Micropolitan, Small town, or Rural 3375 (21.00) 3175 (20.73) 200 (26.25) 5.51 (16.32)
Area deprivation index * 9.11 (1.44) 9.11 (1.45) 9.20 (1.27) 9.11 (1.44)

Age * 24.87 (8.10) 24.90 (8.11) 24.24 (7.84) 24.87 (8.10)
Gender

Male 4435 (27.59) 4260 (27.82) 175 (22.97) 3.43 (13.17)
Female 11,635 (72.38) 11,049 (72.15) 586 (76.90) 4.76 (8.33)

Unknown 5 (0.03) 4 (0.03) 1 (0.13) 3.50 (3.79)
Race

White 7435 (46.25) 7080 (46.24) 355 (46.59) 4.31 (11.52)
Non-white 4702 (29.25) 4497 (29.37) 205 (26.90) 4.94 (9.99)
Unknown 3938 (24.50) 3736 (24.40) 202 (26.51) 3.89 (5.65)
Ethnicity

Non-Hispanic 4575 (28.46) 4357 (28.45) 218 (28.61) 4.04 (7.17)
Hispanic 8575 (53.34) 8219 (53.67) 356 (46.72) 4.77 (11.84)
Unknown 2925 (18.20) 2737 (17.87) 188 (24.67) 3.8 (6.93)

Note: * Mean (Standard deviation).
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Table 2. Unadjusted and adjusted multilevel binary logistic regression analyses of characteristics
associated with not receiving treatment in Yakima County, Washington between 2007 and 2018.

Characteristics
Unadjusted Adjusted

OR (95% CI) p OR (95% CI) p

Proximity
≤5 Miles Reference Reference

5 < x < 10 Miles 1.01 (0.82–1.25) 0.91 1.00 (0.80–1.24) 0.99
≥10 Miles 1.27 (1.05–1.53) 0.01 1.27 (1.05–1.53) 0.02

RUCA
Metropolitan Reference Reference

Micropolitan, Small town, or Rural 1.40 (1.13–1.72) 0.002 1.49 (1.20–1.86) <0.001
Area deprivation index 1.06 (0.99–1.13) 0.07 1.08 (1.01–1.16) 0.02

Age 0.99 (0.98–0.99) 0.03 0.99 (0.98–0.99) 0.04
Gender

Male Reference Reference
Female 1.27 (1.07–1.51) 0.01 1.25 (1.05–1.50) 0.01

Race
White Reference Reference

Non-white 0.88 (0.74–1.06) 0.18 0.85 (0.70–1.02) 0.08
Unknown 1.09 (0.91–1.30) 0.37 0.94 (0.77–1.15) 0.54
Ethnicity

Non-Hispanic Reference Reference
Hispanic 0.84 (0.70–1.00) 0.06 0.77 (0.63–0.93) 0.01
Unknown 1.38 (1.13–1.69) 0.002 1.41 (1.12–1.78) 0.003

Number of days to treatment. Table 3 shows the crude and adjusted ORs for increased number of
days to treatment. Risk factors for delaying the treatment were living ≥10 miles from the screening site
(OR = 1.10, 95% CI = 1.05–1.16, p < 0.001), living in micropolitan, small towns, or rural areas (OR = 1.33,
95% CI = 1.23–1.43, p < 0.001), and living in successively more deprived areas (OR = 1.03, 95% CI =

1.01–1.06, p = 0.002). Among the demographic characteristics, females (OR = 1.42, 95% CI = 1.36–1.47,
p < 0.001) and Hispanics (OR = 1.12, 95% CI = 1.08–1.17, p < 0.001) were more likely to have increased
number of days to treatment. Older age was a protective factor against increased number of days to
treatment (OR = 0.99, 95% CI = 0.99–0.99, p < 0.001).

In the adjusted model, risk factors for delaying the treatment were living ≥10 miles from the
screening site (OR = 1.13, 95% CI = 1.07–1.18, p < 0.001) and living in micropolitan, small towns,
or rural areas (OR = 1.23, 95% CI = 1.14–1.33, p < 0.001). Among the demographic characteristics,
females (OR = 1.38, 95% CI = 1.32–1.43, p < 0.001), non-whites (OR = 1.10, 95% CI = 1.06–1.15, p < 0.001),
and Hispanics (OR = 1.12, 95% CI = 1.06–1.11, p < 0.001) were more likely to have increased number of
days to treatment. Older age was a protective factor against increased number of days to treatment
(OR = 0.99, 95% CI = 0.99–0.99, p < 0.001).
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Table 3. Unadjusted and adjusted multilevel negative binomial with log link analyses of characteristics
associated with the number of days to treatment in Yakima County, Washington between 2007 and 2018.

Characteristics
Unadjusted Adjusted

OR (95% CI) p OR (95% CI) p

Proximity
≤5 Miles Reference Reference

5 < x < 10 Miles 0.99 (0.93–1.04) 0.68 1.00 (0.95–1.06) 0.89
≥10 Miles 1.10 (1.05–1.16) <0.001 1.13 (1.07–1.18) <0.001

RUCA
Metropolitan Reference Reference

Micropolitan, Small town, or Rural 1.33 (1.23–1.43) <0.001 1.23 (1.14–1.33) <0.001
Area deprivation index 1.03 (1.01–1.06) 0.002 1.01 (1.00–1.03) 0.14

Age 0.99 (0.99–0.99) <0.001 0.99 (0.99–0.99) <0.001
Gender

Male Reference Reference
Female 1.42 (1.36–1.47) <0.001 1.38 (1.32–1.43) <0.001

Race
White Reference Reference

Non-white 1.13 (1.08–1.18) <0.001 1.10 (1.06–1.15) <0.001
Unknown 0.91 (0.87–0.95) <0.001 0.93 (0.88–0.97) 0.002
Ethnicity

Non-Hispanic Reference Reference
Hispanic 1.12 (1.08–1.17) <0.001 1.11 (1.06–1.16) <0.001
Unknown 0.93 (0.89–0.98) 0.01 0.99 (0.94–1.05) 0.85

4. Discussion

The United States has experienced a steep and sustained increase in rates of STIs since 2014.
STIs affect all populations, regardless of race, ethnicity, socioeconomic status, and religion [26–28].
Populations such as women, young people, and certain racial and ethnic categories (i.e., American
Indian/Alaska Natives, African Americans, and Hispanics) are disproportionately affected [26–28].
Poverty, limited access to health care, substance use, and stigma associated with STIs also contribute to
the prevalence of STIs [26–28].

In our study sample, 95% percent of individuals who were screened and confirmed to have
STIs received treatment. The odds of not receiving treatment or having increased number of days to
treatment was higher among patients who traveled ≥10 miles from their residence to the screening
site compared to those who traveled ≤5 miles. Patients who lived ≤5 miles or between 5 and 10 miles
from the screening site did not differ in terms of our outcomes of interest. While these findings are
unique to this study, prior research found that access to care is essential for behavior-change counseling
and screening, diagnosis, and treatment of STIs [28]. Living in micropolitan, small towns, or rural
areas increased the odds of not receiving treatment or having increased number of days to treatment
compared to those living in metropolitan areas. This finding is in line with previous studies highlighting
lower rates of STI screening among rural residents [15,16] and the fact that rural residents may have
to travel two to three times farther to seek medical care compared to their urban counterparts [14].
These findings suggest the need to improve spatial availability and accessibility of screening sites to
improve treatment outcomes among individuals with STIs. Incorporating rapid testing for STIs so that
test results are available on the same day for individuals who may have difficulties commuting back
and those who may more likely be tested positive are warranted.

Higher area-level deprivation was associated with increased risk of not receiving treatment.
This is similar to previous research showing higher diagnosed cases of STIs with increased
neighborhood-level poverty [18,19]. Educational material, workshops, and resources should be
made freely available in neighborhoods of lower socioeconomic status to provide information on safe
sexual behavior, the importance of screening for STIs, and adverse outcomes associated with untreated
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STIs. Such resources can lead to reductions in the transmission of STIs, the duration of infection,
the development of complications, and the health and economic burden of STIs [29,30]. Healthcare
providers should be not only reeducated or refreshed on re-testing and screening practices, but also
made aware of contextual characteristics that can influence people’s treatment seeking behavior.

Older age was a protective factor against not receiving treatment or having increased number of
days to treatment. It is likely that older individuals are more aware of the importance of reproductive
health screening and treatment. Youth and young adults, especially under the age of 25 years,
are considered a high risk population for STIs [31]. Health education and screening efforts should be
focused on this population who are sexually active including facilitation of human papillomavirus
vaccine uptake [32]. Females were more likely to leave untreated or delay the treatment initiation
compared to males. Research has shown that females tend to underutilize reproductive health screening
and are disproportionately affected by STIs [26–28,33]. It may be the case that females bear the stigma
associated with STIs, while males seek treatment for such infections. Approximately 10–15% of
untreated cases among females may lead to severe health outcomes such as pelvic inflammatory
disease [31]. Thus, understanding factors that can motivate or facilitate females to seek STI screening and
treatment is critical. Providers should be aware of such disparities so that they can provide appropriate
care according to the needs and characteristics of individuals, specifically youth, young adults,
and females.

Hispanic or Latinos constitute approximately 50% of the population of Yakima County. Hispanics
are disproportionately affected by STIs [26–28]. This ethnic population were less likely to leave
untreated, but had increased number of days to treatment. Hispanics are more likely to be screened
for STIs than non-Hispanics [15], and travel shorter distances to primary care (here screening sites)
compared to non-Hispanics [34]. Understanding factors associated with increased number of days
to treatment among Hispanics and encouraging non-Hispanics to follow up on their test results and
receive treatment are warranted. Race was not a predictor for not receiving treatment, while non-whites
were more likely to have an increased number of days to treatment. Approximately 25% of individuals
with STIs did not report a race and 18% did not report an ethnicity. Understanding to what extent
not declaring a race or ethnicity can be related to treatment seeking behavior among this population
are open avenues for future research. Culturally sensitive tools targeted at different ethnic and racial
populations should be developed. It is not enough to simply have materials translated to languages
other than English. Materials should accurately represent the cultural values of different population
and be developed in a collaborative effort with these racial and ethnic groups. Timely treatment of
partners of individuals with STIs is also critical to reduce the duration of infection and the development
of complications [35].

This study’s strengths include geocoding the home and testing site locations for more than
16,000 individuals who were diagnosed with STIs during a 12-year period between 2007 and 2018.
The surveillance data enabled the study team to examine the effect of contextual characteristics on
the likelihood of not receiving treatment and increased number of days to treatment. There are also
some limitations to be taken into consideration. We quantified proximity as the number of miles
traveled between the patient’s residence and the corresponding screening site. Distance may not be
a perfect representation for time taken to reach to those destinations. Future research could take into
consideration the mode of transport to better capture how travel time may influence treatment seeking
behavior of individuals with STIs.

Individuals who were screened did not necessarily choose the nearest screening site. We did not
know what factors might have been associated with these decisions. Access to screening sites for
some groups such as homeless population, individuals with substance use disorders, or incarcerated
individuals may raise concerns around availability and accessibility of treatment for this population.
The surveillance data included date of treatment reported by primary care providers if individuals
received treatment for STIs. Reporting date of treatment does not necessarily mean that the planned
treatment was completed. We did not have information on the incidence of treatment failure among
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those who received treatment. Due to the concern surrounding treatment options and antibiotic-resistant
gonorrhea, a formal system should be implemented for healthcare providers to report treatment failures.
Different practice environments may have different approaches for when and how test results are
conveyed to patients. These differences can influence the timing of treatment initiation and the delays
we observed in treatment initiation.

This study included diagnosed cases with positive laboratory test results, not individuals.
Some people might have been diagnosed with a chlamydia, gonorrhea, and syphilis at different time
points. We were not able to identify such cases because we did not have information on unique
identifiers such as the individual’s social security number. This might impact the results of this study.
However, the statistics generated by other agencies suffer from the same limitation. The sample studied
here may not be representative of the individuals with STIs across the United States.

5. Conclusions

In conclusion, contextual risk factors for not receiving treatment or having increased number of
days to treatment were living ≥10 miles from the screening site and living in micropolitan, small towns,
or rural areas. Older age was protective and being female was a risk factor for not receiving treatment
or having increased number of days to treatment. Findings suggest the need to improve availability
and accessibility of STI services. Healthcare providers and facilities should also be made aware
of demographic and contextual characteristics that can impact treatment seeking behavior among
individuals with STIs so that they can provide appropriate care according to the needs and characteristics
of individuals.

Author Contributions: Conceptualization: S.A. Data curation: SA, C.D.P. Formal analysis: S.A. Methodology:
S.A., K.C.A. Data: L.B., M.S., and A.F. Writing—original draft: SA, C.D.P. Writing—review & editing: S.A., C.D.P.,
O.A., K.C.A., O.O., L.B., M.S., M.G.M., J.M.R. and A.F. All authors have read and agreed to the published version
of the manuscript.

Funding: This research was funded by Interagency Agreement between Washington State University and Yakima
Health District.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Centers for Disease Control and Prevention. Sexually Transmitted Disease Surveillance 2017; U.S. Department
of Health and Human Services: Atlanta, GA, USA, 2018.

2. Washington State Department of Health. Sexually Transmitted Infection Cases and Rates by County
Washington State Reported Cases Diagnosed in 2018. Available online: https://www.doh.wa.gov/

YouandYourFamily/IllnessandDisease/SexuallyTransmittedDisease (accessed on 3 April 2020).
3. Gesink, D.C.; Sullivan, A.B.; Norwood, T.A.; Serre, M.L.; Miller, W.C. Does core area theory apply to sexually

transmitted diseases in rural environments? Sex. Transm. Dis. 2013, 40, 32–40. [CrossRef] [PubMed]
4. Yarbrough, M.L.; Burnham, C.-A.D. The ABCs of STIs: An update on sexually transmitted infections. Clin.

Chem. 2016, 62, 811. [CrossRef] [PubMed]
5. Centers for Disease Control and Prevention. Incidence, Prevalence, and Cost of Sexually Transmitted Infections in

the United States; Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis,
STD, and TB Prevention. Available online: https://npin.cdc.gov/publication/incidence-prevalence-and-cost-
sexually-transmitted-infections-united-states (accessed on 3 April 2020).

6. Centers for Disease Control and Prevention. Chlamydia—CDC Fact Sheet (Detailed). Available online:
https://www.cdc.gov/std/chlamydia/stdfact-chlamydia-detailed.htm (accessed on 3 September 2019).

7. Golden, R.M.; Kerndt, R.P. Improving clinical operations: Can we and should we save our std clinics? Sex.
Transm. Dis. 2010, 37, 264–265. [CrossRef] [PubMed]

8. Kuehn, B.M. A proactive approach needed to combat rising stisa proactive approach needed to combat rising
STIsA proactive approach needed to combat rising STIs. JAMA 2019, 321, 330–332. [CrossRef] [PubMed]

https://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/SexuallyTransmittedDisease
https://www.doh.wa.gov/YouandYourFamily/IllnessandDisease/SexuallyTransmittedDisease
http://dx.doi.org/10.1097/OLQ.0b013e3182762524
http://www.ncbi.nlm.nih.gov/pubmed/23254115
http://dx.doi.org/10.1373/clinchem.2015.240234
http://www.ncbi.nlm.nih.gov/pubmed/27076632
https://npin.cdc.gov/publication/incidence-prevalence-and-cost-sexually-transmitted-infections-united-states
https://npin.cdc.gov/publication/incidence-prevalence-and-cost-sexually-transmitted-infections-united-states
https://www.cdc.gov/std/chlamydia/stdfact-chlamydia-detailed.htm
http://dx.doi.org/10.1097/OLQ.0b013e3181d5e01e
http://www.ncbi.nlm.nih.gov/pubmed/20182405
http://dx.doi.org/10.1001/jama.2018.20400
http://www.ncbi.nlm.nih.gov/pubmed/30624545


Int. J. Environ. Res. Public Health 2020, 17, 2679 10 of 11

9. Arcury, T.A.; Gesler, W.M.; Preisser, J.S.; Sherman, J.; Spencer, J.; Perin, J. The effects of geography and spatial
behavior on health care utilization among the residents of a rural region. Health Serv. Res. 2005, 40, 135–155.
[CrossRef] [PubMed]

10. Tilson, E.C.; Sanchez, V.; Ford, C.L.; Smurzynski, M.; Leone, P.A.; Fox, K.K.; Irwin, K.; Miller, W.C. Barriers to
asymptomatic screening and other STD services for adolescents and young adults: Focus group discussions.
BMC Public Health 2004, 4, 21. [CrossRef]

11. Avuvika, E.; Masese, L.; Wanje, G.; Wanyonyi, J.; Nyaribo, B.; Omoni, G.; Baghazal, A.; McClelland, R.S.
Barriers and facilitators of screening for sexually transmitted infections in adolescent girls and young women
in mombasa, Kenya: A qualitative study. PLoS ONE 2017, 12, e0169388. [CrossRef] [PubMed]

12. Monnet, E.; Ramée, C.; Minello, A.; Jooste, V.; Carel, D.; Di Martino, V. Socioeconomic context, distance
to primary care and detection of hepatitis C: A French population-based study. Soc. Sci. Med. 2008, 66,
1046–1056. [CrossRef]

13. Leibowitz, A.A.; Taylor, S.L. Distance to public test sites and HIV testing. Med. Care Rese. Rev. 2007, 64,
568–584. [CrossRef]

14. Chan, L.; Hart, L.G.; Goodman, D.C. Geographic access to health care for rural medicare beneficiaries. J.
Rural Health 2006, 22, 140–146. [CrossRef]

15. Parekh, N.; Donohue, J.M.; Corbelli, J.; Men, A.; Kelley, D.; Jarlenski, M. Screening for sexually transmitted
infections after cervical cancer screening guideline and medicaid policy changes: A population-based
analysis. Med. Care. 2018, 56, 561–568. [CrossRef] [PubMed]

16. Henderson, E.R.; Subramaniam, D.S.; Chen, J. Rural-urban differences in human immunodeficiency virus
testing among US adults: Findings from the behavioral risk factor surveillance system. Sex. Transm. Dis.
2018, 45, 808–812. [CrossRef]

17. Warr, D.; Hillier, L. That’s the problem with living in a small town: Privacy and sexual health issues for
young rural people. Aust. J. Rural Health 1997, 5, 132–139. [CrossRef] [PubMed]

18. Holtgrave, D.R.; Crosby, R.A. Social capital, poverty, and income inequality as predictors of gonorrhoea,
syphilis, chlamydia and AIDS case rates in the United States. Sex. Transm. Infect. 2003, 79, 62. [CrossRef]

19. Pinto, C.N.; Dorn, L.D.; Chinchilli, V.M.; Du, P. Chlamydia and gonorrhea acquisition among adolescents and
young adults in pennsylvania: A rural and urban comparison. Sex. Transm. Dis. 2018, 45, 99–102. [CrossRef]
[PubMed]

20. Ford, J.L.; Browning, C.R. Neighborhoods and infectious disease risk: Acquisition of chlamydia during the
transition to young adulthood. J. Urban Health Bull. N. Y. Acad. Med. 2014, 91, 136–150. [CrossRef]

21. United States Census Census Bureau. 2017 American Community Survey 5-Year Estimates. Available online:
https://data.census.gov/cedsci/ (accessed on 10 September 2019).

22. WWAMI Rural Health Research Center. Rural-Urban Commuting Area Codes (RUCAs). Available online:
http://depts.washington.edu/uwruca/ (accessed on 10 September 2019).

23. USDA. Rural-Urban Commuting Area codes. Available online: https://www.ers.usda.gov/data-products/
rural-urban-commuting-area-codes/ (accessed on 10 September 2019).

24. Singh, G.K. Area deprivation and widening inequalities in US mortality, 1969–1998. Am. J. Public Health
2003, 93, 1137–1143. [CrossRef]

25. Kind, A.J.; Jencks, S.; Brock, J.; Yu, M.; Bartels, C.; Ehlenbach, W.; Greenberg, C.; Smith, M. Neighborhood
socioeconomic disadvantage and 30-day rehospitalization: A retrospective cohort study. Ann. Intern. Med.
2014, 161, 765–774. [CrossRef]

26. Krieger, N.; Waterman, P.D.; Chen, J.T.; Soobader, M.J.; Subramanian, S.V. Monitoring socioeconomic
inequalities in sexually transmitted infections, tuberculosis, and violence: Geocoding and choice of area-based
socioeconomic measures—The public health disparities geocoding project (US). Public Health Rep. 2003, 118,
240–260. [CrossRef]

27. Mabey, D. Epidemiology of STIs: Worldwide. Medicine 2010, 38, 216–219. [CrossRef]
28. Geisler, W.M.; Chyu, L.; Kusunoki, Y.; Upchurch, D.M.; Hook, E.W. Health insurance coverage, health

care-seeking behaviors, and genital chlamydial infection prevalence in sexually active young adults. Sex.
Transm. Dis. 2006, 33, 389–396. [CrossRef]

29. Ford, J.V.; Barnes, R.; Rompalo, A.; Hook, E.W., III. Sexual health training and education in the U.S. Public
Health Rep. 2013, 128 (Suppl. 1), 96–101. [CrossRef] [PubMed]

http://dx.doi.org/10.1111/j.1475-6773.2005.00346.x
http://www.ncbi.nlm.nih.gov/pubmed/15663706
http://dx.doi.org/10.1186/1471-2458-4-21
http://dx.doi.org/10.1371/journal.pone.0169388
http://www.ncbi.nlm.nih.gov/pubmed/28046104
http://dx.doi.org/10.1016/j.socscimed.2007.11.044
http://dx.doi.org/10.1177/1077558707304634
http://dx.doi.org/10.1111/j.1748-0361.2006.00022.x
http://dx.doi.org/10.1097/MLR.0000000000000925
http://www.ncbi.nlm.nih.gov/pubmed/29781922
http://dx.doi.org/10.1097/OLQ.0000000000000888
http://dx.doi.org/10.1111/j.1440-1584.1997.tb00254.x
http://www.ncbi.nlm.nih.gov/pubmed/9437940
http://dx.doi.org/10.1136/sti.79.1.62
http://dx.doi.org/10.1097/OLQ.0000000000000697
http://www.ncbi.nlm.nih.gov/pubmed/29329178
http://dx.doi.org/10.1007/s11524-013-9792-0
https://data.census.gov/cedsci/
http://depts.washington.edu/uwruca/
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes/
https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes/
http://dx.doi.org/10.2105/AJPH.93.7.1137
http://dx.doi.org/10.7326/M13-2946
http://dx.doi.org/10.1093/phr/118.3.240
http://dx.doi.org/10.1016/j.mpmed.2010.01.009
http://dx.doi.org/10.1097/01.olq.0000194584.80513.4a
http://dx.doi.org/10.1177/00333549131282S111
http://www.ncbi.nlm.nih.gov/pubmed/23450890


Int. J. Environ. Res. Public Health 2020, 17, 2679 11 of 11

30. Clayton, H.B.; Brener, N.D.; Barrios, L.C.; Jayne, P.E.; Everett Jones, S. Professional development on sexual
health education is associated with coverage of sexual health topics. Pedag. Health Promot. 2017, 4, 115–124.
[CrossRef]

31. Sieving, R.E.; Gewirtz O’Brien, J.R.; Saftner, M.A.; Argo, T.A. Sexually transmitted diseases among us
adolescents and young adults: Patterns, clinical considerations, and prevention. Nurs. Clin. 2019, 54,
207–225. [CrossRef]

32. Cartmell, K.B.; Young-Pierce, J.; McGue, S.; Alberg, A.J.; Luque, J.S.; Zubizarreta, M.; Brandt, H.M. Barriers,
facilitators, and potential strategies for increasing HPV vaccination: A statewide assessment to inform action.
Papillomavirus Res. (Amst. Neth.) 2018, 5, 21–31. [CrossRef]

33. Charlton, B.M.; Corliss, H.L.; Missmer, S.A.; Frazier, A.L.; Rosario, M.; Kahn, J.A.; Austin, S.B. Reproductive
health screening disparities and sexual orientation in a cohort study of U.S. adolescent and young adult
females. J. Adolesc. Health 2011, 49, 505–510. [CrossRef] [PubMed]

34. Yen, W. How Long and How Far Do Adults Travel and Will Adults Travel for Primary Care? Washington State
Office Of Financial Management. Available online: https://ofm.wa.gov/pubs-reports/how-long-and-how-
far-do-adults-travel-and-will-adults-travel-primary-care (accessed on 3 September 2019).

35. Bell, G.; Potterat, J. Partner notification for sexually transmitted infections in the modern world: A practitioner
perspective on challenges and opportunities. Sex. Transm. Infect. 2011, 87 (Suppl. 2), ii34–ii36. [CrossRef]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1177/2373379917718562
http://dx.doi.org/10.1016/j.cnur.2019.02.002
http://dx.doi.org/10.1016/j.pvr.2017.11.003
http://dx.doi.org/10.1016/j.jadohealth.2011.03.013
http://www.ncbi.nlm.nih.gov/pubmed/22018565
https://ofm.wa.gov/pubs-reports/how-long-and-how-far-do-adults-travel-and-will-adults-travel-primary-care
https://ofm.wa.gov/pubs-reports/how-long-and-how-far-do-adults-travel-and-will-adults-travel-primary-care
http://dx.doi.org/10.1136/sextrans-2011-050229
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Material and Methods 
	Study Area 
	Study Design and Participants 
	Measures 
	Outcome Variables 
	Explanatory Variables 

	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

