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Background. 'We examined sociodemographic markers and 3-month behavioral correlates of sexually trans-
mitted infections (STIs) in a nonclinical cross-section of adolescent and young adult women.

Methods. All women (N = 2288) enrolled in recruit training for the US Marine Corps during a 1-year period
were asked to voluntarily participate in either a cognitive-behavioral, skills-building intervention to prevent STIs
and unintended pregnancies or a nutrition and fitness program. Participants (94.2%) completed a self-administered
questionnaire and were screened for Chlamydia trachomatis, Neisseria gonorrhoeae, and Trichomonas vaginalis
infection. The present study presents only the baseline data from the larger study.

Results. One or more STIs was diagnosed in 14.1% of participants. Results of a logistic-regression model
indicated that the presence of an STT at screening was significantly (P < .05) associated with the participants’ type
of residence (rural), age (17-18 and 21-23 years), years of sexual experience (=2 years), frequency of hormonal
contraceptive use (never and sometimes), perception that their sex partners had other concurrent sex partners,

and the race or ethnicity of their last sex partner (African American and Native American).

Conclusions.

The high prevalence of STIs in this nonclinical sample of young women suggests the need for

ongoing screening and prevention interventions that target young, healthy, sexually active women.

Of the estimated 15 million new cases of sexually trans-
mitted infections (STIs) reported annually, adolescent
and young adult women (ages 15-24 years) have the
highest rates of Chlamydia trachomatis and Neisseria
gonorrhoeae infection of any age group [1]. These STIs
pose serious long-term consequences for young women
because they are precursors of adverse reproductive-
health outcomes associated with pelvic inflammatory
disease (PID), including tubal infertility, ectopic preg-
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nancy, chronic pain, and increased risk of exposure to
HIV [1-3].

Adolescent and young adult women’s exposure to STIs
is the result of complex interrelationships among socio-
demographic and behavioral risk factors. Sociodemo-
graphic risk factors associated with the acquisition of
STIs among adolescents and young adults include youn-
ger age [1, 2, 4-7], female sex [1, 2, 4, 5, 8, 9], African
American race [1, 2, 4, 8, 10-13], and urban residence
[1, 2, 14-17]. Behavioral risk factors associated with STTs
are prevalent among adolescents and young adults. These
include sexual initiation at age <15 years [6, 18-20];
multiple, sequential, or concurrent sexual relationships
[4, 8, 9, 20-25]; inconsistent use of condoms [21, 23];
characteristics of sex partners, such as older age and
minority race or ethnicity [8, 11]; and frequent use of
alcohol and illicit substances, which is often associated
with sexual risk behaviors [11, 21, 26-30].

Much of what is known about the sociodemographic
and behavioral factors associated with the risk and di-
agnosis of STIs has been reported from sexually trans-
mitted disease clinics, family planning clinics, and ad-
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olescent medicine clinics in cities where STIs have a high in-
cidence [25, 30-37] or has been based on population-based
surveys [23, 38, 39]. Data derived from clinic-based studies
may overestimate the prevalence of STIs in young women,
because many patients are seeking treatment for STIs and other
reproductive-health concerns. Conversely, data from popula-
tion-based studies tend to elicit self-reported histories of STTs,
which are prone to respondent biases and error that may inhibit
the disclosure of STIs, resulting in an underestimation of STIs
in women. Women entering recruit training for military service
represent a potentially more ideal nonclinical cross-section of
young women. Although recruits self-select for military service,
they reflect a large, non—college-attending cohort of young,
healthy women who are not seeking treatment for STIs or
reproductive health care at the time of screening. Previous re-
search has described correlates of C. trachomatis infection in
female US Army recruits [4, 5]. Therefore, in an effort to con-
tribute to this body of literature, we examined sociodemo-
graphic and behavioral correlates of STIs in young women
enrolled in recruit training for the US Marine Corps. Unlike
previous researchers, we screened for multiple STIs (C. tra-
chomatis, N. gonorrhoeae, and Trichomonas vaginalis) and per-
formed multiple-site testing (endocervical and urine samples
and vaginal swabs). We expect that these strategies will together
provide a better indication of the true prevalence of STIs in
healthy adolescent and young adult women.

SUBJECTS AND METHODS

All women (N = 2288)
enrolled in recruit training for the US Marine Corps during a

Study participants and procedures.

1-year period were approached by a female civilian research as-
sistant regarding participation in the study. Study enrollment
occurred within 2 weeks of recruit training entry. Military per-
sonnel were not present during study enrollment. A total of 2157
(94.3%) women voluntarily agreed to participate in either a cog-
nitive-behavioral, skills-building intervention for the prevention
of STIs and unintended pregnancies or a nutrition and fitness
intervention. Consent was obtained in accordance with the guide-
lines of our university’s and the military’s institutional review
boards, which did not require parental consent for minors.

At baseline, before the intervention, participants completed
a self-administered questionnaire and were screened for STIs.
The questionnaire was administered immediately after enroll-
ment in the study, and biological specimens were collected
during a well-women’s reproductive-health clinic visit within
10 days of study enrollment. The present study presents only
the baseline data from the larger intervention study [40].

Measures. The self-administered questionnaire included
measures of sociodemographic and behavioral correlates of
STIs during the participants’ lifetime and during the preceding
3 months [41]. Both the measures and time frames that we

used have been widely reported in the literature and deemed
to be appropriate and meaningful for the assessment of the
behavioral risk factors associated with STIs [23, 42]. However,
only analyses of the temporally more immediate 3-month mea-
sures are presented. The sociodemographic risk markers were
the study participants’ age, race or ethnicity, marital status, level
of education, geographic location of residence (by region of
the country and urban vs. rural community), age and race or
ethnicity of the participant’s last sex partner, and the difference
in ages between the participant and her last sex partner.

Behavioral correlates were the participants’ age at first sexual
intercourse, years of sexual experience, history of pregnancy
and STIs, number of sex partners, number of casual sex part-
ners, frequency of condom and hormonal contraception use,
the form of birth control used for the last sexual intercourse,
frequency of sexual intercourse under the influence of alcohol
and other substances, and whether the participant’s sex part-
ner(s) had an STI or had sexual intercourse with others. In
addition, measures of alcohol and substance use during the
month preceding the baseline assessment were also included,
as has been suggested by other data [42, 43].

Specimens to test for C. trachomatis, N. gonorrhoeae, and T.
vaginalis infection were obtained during a reproductive-health
examination required of all female US Marine Corps recruits.
The examination included a pelvic examination during which
endocervical samples, first-void urine samples, and self-admin-
istered vaginal swabs were obtained for STI screening. All spec-
imens were transported and processed in accordance with the
manufacturer’s guidelines (Abbott Laboratories) [44], which
have been reported elsewhere [40, 45].

Data analyses.  All statistical analyses were performed using
data from participants who reported having had sexual inter-
course during the preceding 3 months. Conventional descrip-
tive statistics were used to assess the characteristics of partic-
ipants. Bivariate comparisons between participants who tested
positive and negative for STIs were made using x* tests of
differences in proportions. A logistic-regression model to assess
significant correlates of STIs diagnosed at screening was de-
termined by first entering the behavioral correlates as a block,
using a backward stepwise procedure. Sociodemographic mark-
ers were entered as a second block, again using a backward
stepwise procedure. The criterion for retention in the model
was a likelihood-ratio test result of P < .10. The model’s good-
ness-of-fit was determined using the Hosmer-Lemeshow sta-
tistic [46]. All data analyses were performed using the SPSS
procedures CROSSTAB and LOGISTIC (version 6.14; SPSS).

RESULTS

Sociodemographic and behavioral characteristics of study
participants.
tion, 1550 (71.9%) self-reported having had sexual intercourse

Of the 2157 women enrolled in the interven-
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during the 3 months preceding the baseline assessment. On
average, the participants were young (mean age, 19.1 years;
range, 17-33 years), single, and of diverse racial and ethnic
backgrounds. Although each state and US territory was rep-
resented, 40.6% of participants were from southern states, and
76.5% were from urban areas. Almost three-quarters (74.0%)
had completed only high school or had a General Educational
Development certificate, and the remainder had some addi-
tional vocational/technical or college education (table 1).

Study participants self-reported a number of sexual risk fac-
tors that placed them at increased risk for acquiring and trans-
mitting STIs. Although only a small number of participants
had initiated sexual intercourse at age <15 years (19.0%), most
had been sexually experienced for =2 years (75.4%). Multiple
and casual sex partnerships were reported by 29.4% and 28.0%
of study participants, respectively. Condom use at the last sexual
intercourse was reported by 47.0% of participants, 47.6% re-
ported usually or always having used a condom during inter-
course during the preceding 3 months, and 61.6% reported
usually or always having used hormonal contraception. Al-
though 13.0% of participants reported heavy alcohol use (=5
drinks at least once per week) and 5.8% reported using illicit
drugs during the month preceding to the study, 57.2% reported
having had sexual intercourse after the use of alcohol or illicit
drugs during the 3 months preceding the study. In addition,
18.2% reported that a sex partner had or may have had an
STI, and 48.4% stated that a sex partner was having or may
have had sexual intercourse with other partners (table 1).

STIs at screening. Results of the STI screening showed that
14.3% of the participants who reported having been sexually
active during the 3 months preceding baseline assessment had
=1 STIL: 12.2% had C. trachomatis infection, 2.1% had N. gon-
orrhoeae infection, and 1.7% had T. vaginalis infection. Of these
individuals, 73.5% self-reported having no symptoms at the
time of screening. The total positive rate for each STI was based
on a positive result of =1 specimen.

Bivariate correlates of STIs. Participants’ age (the 17-18
and 21-23 age groups), race or ethnicity (African American and
Native American), geographical location of residence (south-
ern and rural), and the race or ethnicity of the last sex partner
were significantly associated (P<.05) with having an STI. Age
at first sexual intercourse (<15 years), years of sexual experience
(=2 years), number of sex partners (=4), infrequent hormonal
contraceptive use, a self-reported history of STIs, and the per-
ception that sex partners had an STI or engaged in sexual
intercourse with other partners were also associated with having
an STI (table 1). There was no significant association between
the frequency of condom use and testing positive for an STI.

Logistic-regression model assessing correlates of STIs.
Results of the logistic-regression analysis showed that propor-
tionally more rural residents than urban residents had an STL

Participants <19 years old and those 21-23 years old were more
likely to have an STT than were those 19-20 years old. Partic-
ipants who were =2 years beyond their sexual debut had a
greater probability of having an STI than did participants with
=<1 year of sexual experience. Those who had used hormonal
contraceptives only some of the time during the preceding 3
months had a greater probability of having an STI than did
those who usually or always used hormonal contraceptives dur-
ing this time frame. Participants who thought that their sex
partner(s) during the past 3 months had other concurrent sex
partners had a greater probability of being diagnosed with an
STI than did participants who did not think that their sex
partners had other partners. Participants whose last sex partners
were African American and Native American were more likely
to have an STI. Overall, the model shows goodness of fit (P
= .87; table 2).

Entry of the race or ethnicity of the last sex partner into the
regression model caused 2 behavioral correlates (history of STIs
and alcohol use during the preceding month) to no longer
achieve significance (P>.10). Bivariate analysis revealed that
respondents with last sex partners of African American or Na-
tive American race or ethnicity were more likely to also report
a history of STIs (24.7% and 13.2%, respectively) than were
respondents whose last sex partners were of other ethnic groups
(Latino, 9.2%; white, 8.5%; Asian/Pacific Islander, 5.9%). Hav-
ing a last sex partner of Native American race or ethnicity was
also associated with a greater likelihood of reporting heavy
drinking during the preceding month (27.8% vs. 0%—-16.3%
for all other groups). In contrast, having a last sex partner of
African American race or ethnicity was associated with absten-
tion from drinking alcohol (46.7% vs. 16.7%-35.3% for all
other groups). It should also be noted that the perception of
sex partners having sex with others was somewhat redundant
with reporting multiple sex partners in the preceding 3 months.
Among respondents with =2 sex partners, 83.3% reported that
their sex partners were or may have been having sex with others.
However, only 33.9% of respondents with a single sex partner
thought that their partners were having sex with someone else.
The stepwise algorithm chose the perception that partners had
sex with others over multiple partnerships. We agree with this
choice, because it is a more concise evaluation of risk for STIs.

DISCUSSION

STI screening. The results of the present study of a nonclinical
cross-section of sexually active adolescent and young adult
women self-selecting military service indicate that they are at
considerable risk for acquiring and transmitting STIs. As ex-
pected, the rates of C. trachomatis and N. gonorrhoeae infection
at the time of screening (12.2% and 2.1%, respectively) were
slightly higher than the chlamydial screening rates previously
reported for female US Army recruits (8.5%-9.9%) [4, 5] and
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Table 1. Sociodemographic and behavioral risk factor correlates of sexually
transmitted infections (STls) among female US Marine Corps recruits who were
sexually active during the preceding 3 months (N = 1550).

Participants, Positive
Characteristic no. (%) for STls, % X
Age 8.77¢
17-18 years 792 (53.1) 15.3
19-20 years 464 (31.1) 11.0
21-23 years 156 (10.5) 19.2
=24 years 79 (56.3) 11.4
Race/ethnicity 62.61°
African American 253 (17.0) 29.6
Asian/Pacific Islander 40 (2.7) 12.5
White 862 (568.1) 10.2
Latina/Hispanic 290 (19.5) 12.4
Native American 39 (2.6) 20.5
Marital status 2.88°
Married 129 (8.7) €.3
Single® 1360 (91.3) 14.8
Education 0.01
High school diploma/GED 1103 (74.0) 14.2
College/vocational/technical 388 (26.0) 14.4
Region of residence 10.21°
Northeast 262 (17.6) 13.4
Midwest 306 (20.6) 11.8
South 604 (40.6) 17.7
West 316 (21.2) 11.1
Type of residence 4.43°
Urban 1139 (76.5) 13.3
Rural 349 (23.5) 17.8
Age of last sex partner 2.73°
<24 years 1114 (75.7) 13.6
=24 years 357 (24.3) 17.1
Age difference between participant and last 1.25
sex partner
Participant younger 993 (67.5) 15.0
Same age 298 (20.3) 12.4
Participant older 180 (12.2) 14.4
Race/ethnicity of last sex partner 85.88°
African American 282 (19.4) 31.2
Asian/Pacific Islander 16 (1.1) 12.5
White 843 (58.1) 0.3
Latino/Hispanic 275 (18.9) 12.0
Native American 36 (2.5) 22.2
Age at first intercourse 5.36°
<15 years 281 (19.0) 18.5
=15 years 1201 (81.0) 13.2
Years of sexual experience 5.63*
<1 year 365 (24.6) 10.4
=2 years 1117 (75.4) 15.4
Sex partners, no. 4.09*
1 1042 (70.6) 13.1
=2 433 (29.4) 171
(continued)
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Table 1. (Continued.)

Participants, Positive
Characteristic no. (%) for STIs, % X’
Casual sex partners, no. 0.72
0 1057 (72.0) 13.8
=1 412 (28.0) 15.5
Methods of contraception used during last 0.62
sexual intercourse
None 493 (33.4) 14.6
Condoms only 573 (38.9) 14.8
Hormonal only 288 (19.5) 13.5
Hormonal and condoms 120 (8.1) 12.5
Frequency of hormonal contraception use 9.35¢
Never/almost never 437 (29.5) 16.2
Sometimes 131 (8.9) 21.4
Usually/always 911 (61.6) 12.4
Frequency of condom use 1.84
Never 375 (25.3) 12.3
Almost never 270 (18.2) 14.8
Sometimes 131 (8.8) 16.0
Usually 302 (20.4) 14.9
Always 403 (27.2) 14.9
History of pregnancy 3.05°
Yes 253 (17.0) 17.8
No 1238 (83.0) 13.6
History of STls 5.29°
Yes 175 (11.7) 20.0
No 1316 (88.3) 13.5
Sexual intercourse after alcohol/illicit drug use 2.01
Never 628 (42.8) 15.4
Almost never 308 (21.0) 12.0
Sometimes/usually/always 533 (36.3) 14.1
Alcohol use (preceding month) 2.49
Heavy' 192 (13.0) 12.0
Not heavy 875 (59.2) 13.7
None 410 (27.8) 16.3
[llicit drug use (preceding month) 0.52
Yes 86 (5.8) 11.6
No 1386 (94.2) 14.4
Partner(s) had sex with others 9.15°
Yes/not sure 712 (48.4) 171
No 758 (51.6) 11.6
Partner(s) had STls 6.18°
Yes/not sure 267 (18.2) 19.1
No 1203 (81.8) 13.2

NOTE. Nos. vary for each characteristic because of missing data. GED, General Educational

Development certificate.
? P<.05.
® p<.001.
¢ P<.10.
d Single, divorced, or separated.
¢ P<.01.
f Defined as =5 drinks at least once per week.
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Table 2. Logistic-regression model: association hetween se-
lected 3-month risk correlates and sexually transmitted infections.

Variable OR (95% Cl)

Type of residence

Urban® 1

Rural 1.64 (1.15-2.35)°
Age

17-18 years 1.66 (1.14-2.43)°

19-20 years® 1

21-23 years 1.94 (1.14-3.31)°

=24 years 1.25 (0.57-2.77)
Years of sexual experience

<1° 1

=2 1.78 (1.18-2.69)°

Frequency of hormonal contraceptive use

1.35 (0.96-1.91)

1.86 (1.13-3.05)°
Usually/always® 1

Partner(s) had sex with others

Never/almost never
Sometimes

Yes/not sure 1.57 (1.15-2.14)°
No® 1
Race/ethnicity of last sex par‘merf
African American 4.84 (3.38-6.94)°
Asian/Pacific Islander 1.85 (0.40-8.54)
White® 1
1.50 (0.95-2.36)°
2.58 (1.06-6.24)°

Latino/Hispanic
Native American

NOTE. Data were determined by HosmerLemeshow goodness-of-fit test
(N = 1423; P = .87, for overall model). Cl, confidence interval; OR, odds ratio.

@ Reference category.
b p<.o1.
¢ P<.05.
4 p<.10.
¢ P<.001.
f Comparison of African Americans with Latinas/Hispanics achieved P<
.001 (OR, 3.23 [95% ClI, 2.04-5.11]).

were much higher than national surveillance rates of chlamydi-
al (5.6%) and gonorrheal (0.9%) infections identified among
women 15-24 years old [1]. Also as expected, the overall STI
rate in our sample (14.3%) was much higher than rates report-
ed in a number of population-based studies of adolescent and
young adult women 15-44 years old, which ranged from 8.0%
reported in a study based on data from the National Survey
of Family Growth database [23] to 4.7% in a study based on
data from the National Longitudinal Survey of Adolescent
Health [38]. Given the variation in the characteristics of study
samples (military recruits vs. the general population), the sen-
sitivity of techniques used in screening for STIs (multiple site
vs. single site), and the mode of STI reporting (biological testing
vs. self-reported histories), it is difficult to assess the compar-
ability of the data. However, we performed multiple-site testing,
which included vaginal swabs. Recent research has suggested
that the use of vaginal swabs allows the detection of more STIs

than does sampling of other sites [47]. Moreover, our use of
an “infected patient standard” (multiple-site specimen testing),
as opposed to a “specimen standard” (single-site specimen stan-
dard), provides a better indication of the true prevalence. Sin-
gle-site evaluations will miss infections at other sites [48]. These
factors may help to explain the high rate of STIs in the present
study, compared with that found in other studies. Regardless
of the variation in results, our findings underscore the fact that
bacterial STIs, especially C. trachomatis infection, are very com-
mon among sexually active young women, many of whom do
not seek reproductive health care, despite their level of risk. The
high prevalence of STIs identified in our sample is of concern,
given that 75.5% of participants with an STI also reported no
STI-related symptoms at the time of screening. Although the
US Marine Corps provides reproductive health care—including
STI screening, treatment, and risk-reduction counseling—wom-
en in other branches of the military and those in the population
at large who do not seek reproductive health care remain at
risk for the development of PID and its sequelae [1, 3, 49].
Undetected, asymptomatically infected persons are the ones
who continue to unknowingly transmit infections to their sex
partners.

Sociodemographic risk factors.
with those of national STI surveillance studies and previous

Our findings are consistent

research, which reported the highest risk of exposure to chla-
mydial and gonorrheal infection among African American ad-
olescents [1, 4, 5, 10, 11], as well as more recent research that
showed high rates of STIs among Native American adolescents
[10, 38]. In contrast, although previous research has consis-
tently identified the highest rates of STIs among younger ad-
olescents (ages 15-19 years), our participants aged 21-23 years
had the highest proportion of STIs, followed by the youngest
participants (ages 17—18 years). We explored the possibility that
this result is an artifact of marital status or accession to legal
drinking age. However, the spike in rate for 21-23-year-olds
remained when the analysis was restricted to unmarried par-
ticipants or drinkers. These results suggest that traditional age
groupings may be obscuring possibly important variations in
the prevalence and incidence of STIs among adolescent and
young adult women.

Geographic variation in STIs has long been a public health
concern. Our findings are consistent with those of national sur-
veillance reports, population-based studies, and studies of fe-
male Army recruits, which showed higher rates of STIs among
women in the south [1, 4, 5, 23]. However, our data also revealed
that study participants who reported ZIP codes that matched
nonmetropolitan (rural) communities had higher rates of STIs
than did participants who reported metropolitan (urban) ZIP
codes. These findings are in contrast to those of national sur-
veillance reports and those of clinic- and population-based stud-
ies, which have overwhelmingly identified higher rates of STIs
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in urban populations, where clinical services and STT screening
are more readily accessible [1, 14]. Other research has suggested
that individuals living in rural communities may face specific
challenges that discourage the seeking of treatment, including
poverty, a lack of access to reproductive health care, and a lack
of anonymity that may discourage the disclosure of risk-related
sexual practices in clinical settings [50]. These factors may help
to explain the significantly higher rates of STIs that we identified
in participants residing in rural communities, as well as why this
may manifest in a sample of women not seeking treatment for
STIs.

Behavioral risk factors. Numerous studies have identified
multiple sex partners as a risk factor for the acquisition of STIs
[23, 24] and as a correlate of a self-reported history [8, 12, 13,
20, 22, 24] and the diagnosis [4, 5, 11, 25, 51] of STIs among
adolescent and young adult women. In our sample, the sig-
nificant bivariate relationship between having multiple partners
and a diagnosis of STI was superseded by the perception of
sex partners’ risk behavior, which suggests that the character-
istics of partners (vis-a-vis STIs) are more important than the
quantity of partners. Similarly, and consistent with previous
research, we found a significant bivariate association between
a self-reported history of STIs and current diagnosis of STI [4,
5, 8, 21, 38], which was superseded by the race or ethnicity of
the participants’ last sex partner (another index of partners’
risk). It should be noted that these relationships held even when
we statistically adjusted for the significant relationship between
the length of sexual experience and a diagnosis of STI. The
precedence of partner-related factors may suggest that the risk
for STIs may not be fully recognized by young women if they
focus solely on their own “risk in the moment” and not the
risk incumbent in their sex partnerships. The issues of partner
selection, partner history, and negotiation of safer sex with
partners may well be in need of renewed emphasis in risk-
reduction counseling and prevention interventions.

Our finding of the relationship between hormonal contra-
ception use and a diagnosis of STI is difficult to interpret, because
the relationship is nonlinear. Research on hormonal contracep-
tion use and the risk for STIs and PID have been inconclusive.
Some studies have suggested that the use of oral contraceptives
increases the risk for C. trachomatis cervical infection [52, 53],
others suggested that they decrease the risk for C. trachomatis
cervical infection [54, 55], and yet others found no effect [56].
Other research has suggested that oral contraceptives do not
appear to increase the risk for N. gonorrhoeae cervical infection
[57-59]. The importance of oral contraceptives and cervical STI
lies in the question of the link to PID [60]. Although contra-
ception use was originally thought to be protective against PID,
current evidence suggests that no form of barrier or hormonal
contraceptive protects against the development of PID. Clearly,

there is a need for further research on the relationship between
hormonal contraceptives and the acquisition of STIs.

Finally, the lack of association between condom use and STIs
was unexpected, given its obvious role as a barrier to STI trans-
mission and given the numerous other studies that have iden-
tified condom use in STI prevention and risk reduction [5, 21,
23, 61]. For the present study, we focused on use of the male
condom, but we did not take into consideration the role of
communication with sex partners and condom negotiation,
which may help to explain our nonsignificant finding.

Implications and recommendations. Our findings suggest
that aggressive STI screening programs for sexually active ad-
olescent and young adult women should be implemented in
rural settings and for all young women of reproductive age.
Considerable attention should be given to young women who
do not actively seek reproductive health care. As previously
noted, for rural communities, barriers to health care must be
addressed for STI screening efforts to be successful. As is sug-
gested by national guidelines, health-care providers should
actively screen women of reproductive age, regardless of their
reason for accessing the health system. Furthermore, commu-
nity-wide strategies—including health media advocacy cam-
paigns that use local radio programs and health outreach ef-
forts that target women in nonclinic settings, such as job-train-
ing programs, dance clubs, church functions, and other social
settings—may be excellent venues in which to educate adoles-
cent and young adult women about the prevalence and poten-
tial health and social consequences of asymptomatic STIs. Sim-
ilarly, our data also may directly assist clinicians in determining
which questions to ask during risk assessments. For example,
questions about current sex partners can reveal patterns of
behavior that may be indicative of a risk for STI.

Study limitations. Several limitations to the study should
be noted. Because the study design was cross-sectional, causal
associations between the sociodemographic and behavioral fac-
tors and STIs should not be inferred. Also, because the ques-
tionnaire was self-reported, the veracity of the study partici-
pants’ responses may be questioned, because they involved
sensitive sexual behaviors and use of alcohol or illicit drugs that
were discussed during military training, where policies inhibit
the disclosure of such behaviors. Some of these questions are
also subject to recall bias, because they involved temporally dis-
tant behaviors. To minimize these potential limitations, precau-
tionary measures were taken to increase participants’ willingness
to answer each question as honestly as possible. These included
emphasizing that the questions pertained to behaviors preceding
entry into military service, hiring a civilian research staff that
had no official connection to the military, and assuring partic-
ipants that their data would be held in the strictest of confidence.
Only their STI results would be shared with military medical
staff, to ensure that any STI identified in the context of the study

STI Screening in Adolescent/Young Adult Women ¢+ JID 2006:194 (1 August) * 313



would be treated and to make certain that each STI-positive
participant received risk-reduction counseling, which is the stan-
dard of care for all female US Marine Corps recruits. However,
despite the limitations of the research, with few exceptions, our
findings are consistent with those of previous research. To our
knowledge, our study is unique in that it focuses on female US
Marine Corps recruits; to date, no study has focused on correlates
of diagnosed STIs in this group. Moreover, to our knowledge,
no other study of sexually active adolescent and young adult
women has used multiple STT screening sites (endocervical and
urine samples and self-administered vaginal swabs) in the same
study, which increased the sensitivity of the STI tests.

Conclusions. The present study contributes to the growing
body of literature describing factors associated with STIs in ad-
olescent and young adult women. The results support the need
for ongoing prevention interventions, including STI screen-
ing and behavioral risk-reduction programs that target young,
healthy, sexually active women who may not otherwise seek
reproductive health care. With the development of risk assess-
ments that include factors such as those examined in the present
study and with advances in noninvasive screening for common
bacterial STTs, it is possible to apply STI screening in nonclinical
settings where young women congregate for social, educational,
and job-training purposes. It is with such approaches that
asymptomatic STIs can be detected and treated and STT risk-
reduction strategies can be implemented.
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