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ABSTRACT

Background. In the context of an expanding syphilis epidemic, we assessed the integration of
sexually transmissible infection (STI) testing within annual health assessments for Aboriginal and
Torres Strait Islander young people aged 16-29 years in Aboriginal Community Controlled
Health Services between 2018 and 2020. Methods. Using routinely collected electronic medical
record data from a national sentinel surveillance system (ATLAS), we performed a cross-sectional
analysis to calculate the proportion of assessments that integrated any or all of the tests for
chlamydia, gonorrhoea, syphilis, and HIV. We used logistic regression to identify correlates of
integration of any ST] test. Results. Of thel 3 892 assessments, 23.8% (95% Cl 23.1, 24.6) integrated
atestforany STland I 1.5% (95% CI 10.9, 12.0) included all four STls. Of assessments that included a
chlamydia/gonorrhoea test, 66.9% concurrently included a syphilis test. Integration of any STI test
was associated with patients aged 20—24 years (OR 1.2, 95% CI |.1-1.4) and 25-29 years (OR 1.1,
95% Cl 1.0-1.2) compared to 16—19 years and patients residing in very remote (OR 4.2, 95% Cl 3.74.8),
remote (OR 2.4, 95% Cl 2.1-2.8), and regional areas (OR 2.5, 95% ClI 2.2-2.8) compared to
metropolitan areas. There was no association with patient sex. Conclusions. Integration of ST] testing
into annual health assessments for Aboriginal and Torres Strait Islander young people was higher in
remote areas where disease burden is greatest. Integration is similar in men and women, which
contrasts with most studies that have found higher testing in women.

Keywords: epidemiology, health promotion, health services, HIV prevention, interventions,
Medicare Benefits Schedule Item 715, prevention, sexually transmissible infections, social
determinants, statistics.

Sexually transmissible infections (STIs) predominantly affect adolescents and young adults
aged 16-29 years,! and if untreated, they can result in complications including pelvic
inflammatory disease, ectopic pregnancy, and infertility.>® Untreated syphilis during
pregnancy can have severe outcomes for the foetus.* STIs are also associated with shame,
stigma, reputation damage, relationship breakdowns, and negative health outcomes.®

Adolescents and young Aboriginal and/or Torres Strait Islander people are identified as a
priority population in Australian STI and HIV strategies,®® particularly those residing in
remote and very remote regions, where prevalence of chlamydia and gonorrhoea is much
higher and there is a sustained syphilis outbreak.’ Infectious syphilis has also more recently
spread into metropolitan areas, demonstrating the need to increase syphilis testing among
all young Aboriginal and/or Torres Strait Islander people.'®

In Australia and other countries primary care services for adolescents and young adults
play a significant role in STI prevention and management, as up to 90% of young people
attend primary care at least once annually.!! To facilitate inclusion of sexual health in
primary care, clinical guidelines in Australia and other countries recommend regularly
screening for STIs in routine primary care consultations,'? recognising that adolescents and
young adults may not proactively request STI tests and may not disclose risk behaviours to
health care providers unless prompted.'® Qualitative research conducted in mainstream
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primary care with clinicians'* and young women'® strongly
supports normalisation of age-based STI screening to reduce
the stigma associated with clinician risk assessment. In
Australia, Aboriginal and Torres Strait Islander people can
access primary care via either mainstream general practice or
Aboriginal Community Controlled Health Services (ACCHS),
which are Indigenous-specific primary health care providers
managed by and for Aboriginal and Torres Strait Islander
communities.'® The provision of culturally safe sexual health-
care through Indigenous-specific primary health care services
such as ACCHS has been recognised in Australia and other
Western countries with a history of colonisation as a solution
for health disparities that is underpinned by self-determination.'”
Aboriginal and Torres Strait Islander young people are more
likely to access STI testing at ACCHS than other primary
health care settings.'®

An opportunity to normalise age-based STI screening
occurs by offering it as part of a broader health check.
Routine health assessments for Aboriginal and Torres Strait
Islander people in primary care settings are reimbursed and
incentivised by Australia’s universal health insurance scheme,
Medicare. This is the only routine health assessment with an
associated Medicare rebate for delivery in Australian primary
care to include young people within its target age range of 15—
54 years. STI testing is a recommended inclusion within the
health assessment, and guidelines specifically emphasise STI
testing for those aged under 35 years, providing an opportunity
to support access to STI testing for a priority population.'®
Routine adolescent health assessments have been implemented
in other countries?*22 and recommended as appropriate for
low- and middle-income countries®® but, to our knowledge,
without an equivalent rebate as in Australia. As such, there is
only one previous study in ACCHS in Australia that explored
the association between participating in an incentivised health
assessment and receiving an STI test and found a strong
association at the health service level,>* but this study did
not explore completeness of STI testing or correlated patient
socio-demographics.

A national sentinel surveillance network involving 34
ACCHS was established in 2016, providing a unique opportu-
nity to determine the integration of STI testing for adolescents
and young adults within health assessments in the ACCHS
setting. The establishment and operation of the network has
been described elsewhere.?® In this analysis, we aimed to
assess what proportion of health assessments conducted in
ACCHS with Aboriginal and Torres Strait Islander young
people aged 16-29 integrated STI testing and identified factors
associated with integration.

Methods

Strengths-based approach

This study explicitly adopts a strengths-based approach to its
subject matter and analysis. Commonly used deficit-focused

epidemiological framing in Indigenous health research
results in stigma that itself contributes to poor health.?°
Strengths-based approaches can reveal alternative strategies
to address health issues?” as well as identify statistical
methodologies that better reflect Indigenous knowledge
and values.?®

Study design and data source

We performed a cross-sectional analysis of routinely collected
electronic medical record (EMR) data for all patients aged 16—
29 years who had a health assessment between 2018 and
2020 at 1 of 31 ACCHS in the ATLAS network that were able
to provide retrospective data for the entire study period.
ATLAS includes ACCHS clustered in five clinical hubs
across four Australian states and territories.

The Medicare Benefits Schedule Item 715 (MBS
715) annual health assessment

The focus of the analysis is integration of STI testing into
health assessments. These health assessments have been a
central component in the Australian Government’s Closing the
Gap strategy to reduce health disparities affecting Aboriginal
and Torres Strait Islander populations.?® National guidelines'®
recommend that a health assessment include assessment of
lifestyle factors; strengths-based assessment of social and
emotional wellbeing; review and update of vaccination status;
assessment of eye health, cardiovascular risk, diabetes, and
kidney disease; and screening for STIs for young people aged
under 35 years. Although a health assessment can be conducted
in any primary care setting, Aboriginal and Torres Strait
Islander young people report accessing health assessments at
ACCHS more frequently than in mainstream general practices.>°

Data collection

Using the ATLAS data, we obtained de-identified line-listed
data on all health assessments completed for all individuals
aged 16-29 years. The process for identifying health assessments
in the datasets is outlined in Fig. 1. Other information collected
included Aboriginal and Torres Strait Islander status, age, sex,
postcode, and date of test/consultation.

Participants’ ages were categorised in the following age
groups: 16-19, 20-24, and 25-29 years. Area of residence was
assigned by postcode using the Modified Monash Model,*!
and we collapsed inner and outer regional areas into a
singular regional category. Socio-Economic Indexes for Areas
(SEIFA) and Index of Relative Socio-Economic Advantage and
Disadvantage (IRSAD)3? were also created using the postcodes
and categorised using quintiles. The first quintile represented
the most relatively disadvantaged areas, whereas the fifth
quintile represented the most relatively advantaged areas. To
avoid sparseness of the data, we further collapsed quintiles 1
and 2 into one group and quintiles 3 and 4 into another.
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Source:

PROGRESS_NOTE_REASON FIELD FROM MMEX DB_MMEX_V1_VISIT TABLE

MORB_TYPE_SHORT_DESC FROM CCARE

DB_COMMUNICARE_V15_0_1_177_PAT_MORB_VIEW TABLE

REASON FROM BEST PRACTICE DB_BESTPRACTICE_1171_VISITREASON TABLE

Tokenised
stemmed

Search
terms

"HEALTH ASSESS", "ATSI HEALTH CHECK", "715 NOTE",
"DNA FOR 715", "HEALTH CHECK COMPLET", "HEALTH
CHECK", "715", "NURS HEALTH CHECK", "715 HEALTH

CHECK", "GP HEALTH CHECK", "RN HEALTH CHECK", "GP
HEALTH CHECK COMPLET", "HEALTH CHECK 715", "715 O
B", "GP CONSULT HEALTH CHECK COMPLET", "HEALTH
CHECK GP CONSULT", "RN SCREEN HEALTH CHECK", "715
HA", "RN HEALTH CHECK 715", "RN 715", "715 HEALTH
ASSESS", "SCREEN 715", "GP:HEALTH CHECK COMPLET",
"ADULT HEALTH CHECK", "715 CHECK UP", "HEALTH
ASSESS", "HEALTH CHECK INDIGEN 15 55 YR", "HEALTH
CHECK ADULT", "ADULT HEALTH CHECK", "HEALTH
CHECK", "CHECK UP ABORIGIN TSI UNDER 35YEAR",
"CHECK UP ABORIGIN TSI ADULT", "CHECK UP ABORIGIN
TSI HC", "CHECK UP ABORIGIN TI ADULT"

Fig. I.

Chlamydia, gonorrhoea, syphilis, and/or HIV tests were
included in this analysis. Chlamydia and gonorrhoea
(CT/NG) were assessed as a single variable, as these STIs are
routinely combined in a duplex test using nucleic acid amplifi-
cation technology, and even if only one test is requested, the
other is conducted automatically. Testing for Trichomonas
vaginalis was excluded from our analysis, as guidelines only
recommend testing for this infection in high prevalence
areas. Syphilis and HIV were assessed as single and separate
variables, as both are conducted using the same blood sample
but need to be individually requested by the clinician and
involve different tests. At the time of data collection,
guidelines recommended a CT/NG test annually for all
Aboriginal and Torres Strait Islander young people and a
syphilis and/or HIV test for those at increased risk or
following a positive CT/NG result.!°

Primary outcome

The primary outcome was the proportion of Aboriginal
and/or Torres Strait Islander young people who had a health
assessment who received a test for any STI within 1 day of
their health assessment, which was calculated by taking the
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False
positives

"PHONE CALL TO BOOK 715", "HEALTH CHECK INDIGEN
OVER 55 YR", "CHECK UP ABORIGIN TSI OVER 55",
"CHECK UP ABORIGIN AND TSI OVER 55", "CHECK UP
ABORIGIN TSI CHILD", "CHECK UP ABORIGIN AND TSI
ADULT OLD", "GP MENTAL HEALTH PLAN 2715", "REJECT
MEDICAR 715", "3MTH HEALTH CHECK", "HEALTH CHECK
07 YEAR", "HEALTH CHECK FOR CHILD", "HEALTH
CHECK AT SCHOOL", "HEALTH ASSESS 75YR", "HEALTH
CHECK 8 14 YEAR", "REJECT MEDICAR", "OVERDU",
"MEDICAR REJECT"

Process for identification of MBS 715 Adult Health Assessment in ATLAS data extracted from an ACCHS EMR.

difference between the health assessment consultation and
STI test request date. We allowed for 1 day as some investi-
gations attached to a health assessment may be conducted
on subsequent days to the initial consultation.

Statistical analysis

We conducted a descriptive analysis and presented frequen-
cies of the categorical variables by the primary outcome
measure (i.e. the proportion of health assessments that
included an STI test within 1 day).

We conducted a univariate logistic regression analysis to
identify the correlates of being tested for STIs within 1 day
of the health assessment. A backward-selection technique was
used to finalise the multivariable model. Participants’ age,
sex, area of residence, SEIFA and year of consultation were
all considered as potential correlates of the primary outcome.
Unadjusted and adjusted odds ratios (OR) and 95%
confidence intervals (95% CI) were presented. Factors with
P < 0.05 were considered statistically significant. All analyses
were conducted using STATA 14.0 software (College Station,
TX, USA).
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Ethical approval

Ethics approval for the ATLAS network has been granted by
the Aboriginal Health Research Ethics Committee (EC00185,
approval 04-17-732); the Aboriginal Health and Medical
Research Ethics Committee (EC00342, approval 1300/17);
the Western Australian Aboriginal Health Ethics Committee
(EC00292, approval 805); the Far North Queensland Human
Research Ethics Committee (EC00157, approval HREC/17/
QCH/102-1173); and the University of Queensland Human
Research Ethics Committees (EC00456 and EC00457, Clearance
Number: 2020000740,/04-17-732).

Results

During the study period, there were 13 892 individuals who
had at least one episode of a health assessment annually
recorded as a clinical encounter in EMR; this was lower in
2020 (n = 1597) compared to 2019 (n = 6443) and 2018
(n = 5852). These health assessments were conducted
among 10 641 unique Aboriginal and Torres Strait Islander
patients, of whom 41% were men and 59% women with a
median age of 22 years (interquartile range: 19-26). Of the
10 641 patients, 13% resided in very remote areas, 14% in
remote areas, 44% in outer/inner regional areas, and 29%
in a major city. Just under half (43%) of the patients lived in
postcodes with SEIFA scores of 1 or 2 (most disadvantaged),

18% resided in postcodes with SEIFA scores of 3 or 4, and 39%
resided in postcodes with SEIFA scores of 5 or higher.

Integration of CT/NG testing within the health
assessment

Overall, 20% (2804/13 892) of the unique health assessments
included a CT/NG test; this was slightly higher in the 20-24-
year age group (21.9%) compared to 16-19 years (19.1%) or
25-29 years (19.5%) and slightly higher in males (21.1%)
than females (19.6%). The highest proportion of health assess-
ments that included CT/NG testing was among patients
residing in very remote regions (33.8%) and in regions with
SEIFA scores of 3-4 (27.2%), whereas the lowest proportion
was in metropolitan regions (10.8%) and lower SEIFA 1-2
(16.0%) regions. The proportion of health assessments
completed that included CT/NG was higher in 2018 (21.6%)
and 2019 (20.6%) and lower in 2020 (13.3%).

Integration of any STI test within the health
assessment

The proportion of health assessments that included any STI
test (any one or more of CT, NG, syphilis, or HIV) was 23.8%
overall (3312/13 892), and the proportion that included
complete STI testing (CT, NG, syphilis and HIV) was 11.5%
overall. Socio-demographic and year differences for both
outcomes were similar compared with CT/NG tests only
(Table 1). The proportion of health assessments that included

Table I. Proportion of MBS 715 Adult Health Assessments inclusive of a CT/NG test in Aboriginal and Torres Strait Islander ACCHS patients

aged 16-29 between 2018 and 2020.

Category Breakdown Proportion of MBS 715s Proportion of MBS 715, Proportion of MBS 715, that
with a CT/NG test within with any STI test (CT, NG, included CT/NG and syphilis
| day syphilis or HIV) within | day and HIV within | day
Overall 2804/13 892 (20.18%) 3312/13 892 (23.84%) 1596/13 892 (11.47%)
Year of MBS 715 request 2018 1266/5852 (21.63%) 1438/5852 (24.57%) 707/5852 (12.08%)
2019 1326/6443 (20.58%) 1586/6443 (24.62%) 767/6443 (11.90%)
2020 212/1597 (13.27%) 288/1597 (18.03%) 120/1597 (7.51%)
Age group (years) 16-19 79714170 (19.11%) 904/4170 (21.68%) 407/4170 (9.76%)
20-24 1051/4810 (21.85%) 1237/4810 (25.72%) 612/4810 (12.72%)
25-29 956/4912 (19.46%) 1171/4912 (23.84%) 575/4912 (11.71%)
Sex Male 1191/5651 (21.08%) 1392/5651 (24.63%) 1022/5651 (18.09%)
Female 1613/8241 (19.57%) 1920/8241 (23.30%) 1301/8241 (15.79%)

Patient area of residence

Very remote
Remote

Inner/outer regional

602/1782 (33.78%)
443/1973 (22.45%)
1331/6159 (21.61%)

Metropolitan 428/3978 (10.76%)

Patient SEIFA — IRSAD 1-2 728/4557 (15.98%)
34 1052/3862 (27.24%)

5+ 1024/5473 (18.71%)

668/1782 (37.49%)
513/1973 (26.00%)
1631/6159 (26.48%)
500/3978 (12.57%)
858/4557 (18.83%)
1219/3862 (31.56%)
1235/5473 (22.57%)

357/1782 (20.03%)
216/1973 (10.95%)
77816159 (12.63%)
243/3978 (6.11%)

382/4557 (8.38%)

598/3862 (15.48%)
614/5473 (11.22%)
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all four STIs was also higher in 2018 (12.1%) and 2019
(11.9%) and lower in 2020 (7.5%).

Concurrent syphilis and HIV testing when a CT/
NG test was done within the health assessment

Of the unique health assessments that included a CT/NG test,
the proportion that also included a concurrent syphilis test
(Table 2) was 66.9% overall (1877/2804); this was highest
in the 25-29 years age group (71.6%) compared to the
16-19 years (60.5%) and 20-24 years age group (67.6%);
males (70.8%) compared to females (64.1%); patients residing
in very remote areas (80.9%) compared to remote, (56.2%),
regional (66.6%), and metropolitan areas (59.4%); and in SEIFA
3-4 (70%) regions. It was lowest in SEIFA 1-2 (63.1%) regions.

By year, the proportions were similar overall (2018: 65.4%,
2019: 68.5%, 2020: 66.5%) with variations by area of
residence increasing in very remote areas between 2018 and
2019 with no significant change in proportions in remote,
regional, or metropolitan areas in the same period (Table 3).

Of health assessments that included a CT/NG test, the
proportion that also included a HIV test was 59.6% overall
(1670/2804) with a similar age group and sex breakdown
as syphilis testing (Table 2). Integration of a HIV test
was highest in patients residing in regional areas (62.9%)
compared to very remote (60.1%), remote (49.4%), and
metropolitan areas (58.9%); highest in SEIFA 5+ (63.2%)
regions; and lowest in SEIFA 1-2 (56%) regions. By year,
the proportion was similar (2018: 58.9%, 2019: 60.1%,
2020: 59.9%).

Table 2. Completeness of STl testing when conducted within | day of an MBS 715 Adult Health Assessment in Aboriginal and Torres Strait

Islander ACCHS patients aged 16—29 years between 2018 and 2020.

Category Breakdown Proportion of MBS 715 Proportion of MBS 715 Proportion of MBS 715
inclusive of CT/NG that inclusive of CT/NG that inclusive of CT/NG, that also
also included syphilis also included HIV included syphilis and HIV
Overall 1877/2804 (66.94%) 1670/2804 (59.56%) 1596/2804 (56.92%)
Year of MBS 715 request 2018 828/1266 (65.40%) 746/1266 (58.93%) 707/1266 (55.85%)
2019 908/1326 (68.48%) 79711326 (60.11%) 76911326 (57.99%)
2020 141/212 (66.51%) 127/212 (59.91%) 129/212 (56.60%)
Age group (years) 16-19 482/797 (60.48%) 429/797 (53.83%) 408/797 (51.19%)
20-24 710/1051 (67.55%) 639/1051 (60.8%) 612/1051 (58.23%)
25-29 685/956 (71.65%) 602/956 (62.97%) 576/956 (60.25%)
Sex Male 843/1191 (70.78%) 749/1191 (62.89%) 72611191 (60.96%)
Female 1034/1613 (64.10%) 92171613 (57.1%) 870/1613 (53.94%)

Patient area of residence

Very remote
Remote

Inner/outer regional

487/602 (80.90%)
249/443 (56.21%)
887/1331 (66.64%)

Metropolitan 254/428 (59.35%)
Patient SEIFA — IRSAD -2 450/728 (63.05%)
34 736/1052 (69.96%)
5+ 682/1024 (66.60%)

362/602 (60.13%)
219/443 (49.44%)
837/1331 (62.89%)
252/428 (58.88%)
408/728 (56.04%)
614/1052 (58.37%)
648/1024 (63.28%)

357/602 (59.30%)
216/443 (48.76%)
780/1331 (56.78%)
243/428 (56.78%)
384/728 (52.75%)
592/1052 (56.84%)
614/1024 (59.96%)

Table 3. Proportion of MBS 715 Adult Health Assessments inclusive of CT/NG that also included syphilis by year and patient area of residence.

Category

Breakdown

Proportion of MBS 715 inclusive of CT/NG that also included syphilis

2018 (n = 1266)

2019 (n = 1326)

2020 (n = 212)

Patient area of residence

Very remote

Remote

Inner/outer regional

Metropolitan

242/315 (76.83%)
(95% Cl: 72%, 81%)

143/238 (60.08%)
(95% Cl: 54%, 66%)
336/536 (62.69%)
(95% CI:58%, 67%)

107/177 (60.45%)
(95% Cl: 53%, 67%)

213/248 (85.89%)
(95% Cl: 81%, 90%)

103/197 (52.28%)
(95% Cl: 45%, 59%)
470/673 (69.84%)
(95% Cl: 66%, 73%)

122/208 (58.65%)
(95% Cl: 52%, 65%)

32/39 (82.05%)
(95% ClI: 67%, 91%)

3/8 (37.50%)
(95% Cl: 14%, 69%)
81/122 (66.39%)
(95% Cl: 58%, 74%)

25/43 (58.14%)
(95% Cl: 43%, 72%)
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Correlates of the integration of any STI testing
in the MBS 715 health assessment

In the univariate analysis, integration of any STI test in a
health assessment was more likely in those aged
20-24 years (OR 1.2 (95% CI: 1.1-1.4)) and 25-29 years
(OR 1.1 (95% CI: 1.0-1.2)), compared to those aged
16-29 years; those residing in very remote areas (OR 4.2
(95% CI: 3.7-4.8)), remote (OR 2.4 (95% CI: 2.1-2.8)), and
regional areas (OR 2.5 (95% CI: 2.2-2.8)) compared to
metropolitan area; those living in areas with a SEIFA index
of 3-4 (OR 1.99 (95% CI: 1.8-2.2)) and 5 or more (OR 1.3
95% CI: 1.1-1.4) compared to 1-2; and less likely in 2020
(OR 0.7 (95% CI: 0.6-0.8) compared to 2018. In the
multivariate analysis, all variables remained statistically
significant and had similar strengths in the associations
(Table 4).

Discussion

Among a large national sample of 16-29-year-old Aboriginal
and/or Torres Strait Islander people attending ACCHS
between 2018 and 2020, we found 23.9% of health assess-
ments integrated a test for any STI and 11.5% included
tests for all four STIs. When chlamydia/gonorrhoea testing
was integrated, 67% also included a syphilis test, which
was highest in very remote areas (80.9%). Although fewer
than a quarter of total health assessments included an STI test,
this was in part attributable to low uptake in metropolitan
areas, as a considerably higher proportion (37.6%) included

an STI test in very remote regions where the highest STI
notification rates have historically been recorded.® Correlates
of integration of any STI test included patients aged 20-24
and 25-29 years compared to 16-19 years and patients
residing in very remote, remote, and regional areas.

The very high rate of integration of syphilis testing into
CT/NG tests done as part of the health assessment is encour-
aging, as the infectious syphilis notification rate for Aboriginal
and Torres Strait Islander people is highest in remote and
very remote regions and has increased most rapidly among
20-29-year-olds.>® Higher uptake of testing in very remote
regions could reflect the impact of recent health promotion
programs®* and clinical initiatives®® conducted in response
to the ongoing syphilis outbreak in remote regions across
northern Australia,' %3¢ indicating that interventions to increase
syphilis testing have been accurately targeted to those most at
risk. However, lower levels of integration for syphilis in urban
and regional areas and for HIV in urban areas is of concern,
as syphilis notifications are increasing in these regions and
HIV prevalence in Australia is greatest in metropolitan areas.>>

We found no statistical association with receiving an STI
test as part of a health assessment and gender, indicating
that using the health assessment may have achieved gender
parity, which is in contrast with past studies that have
consistently shown that young Aboriginal and Torres Strait
Islander men have lower uptake of STI testing in this
setting.>18:2437-40 Another surprising finding was when the
multivariate analysis found that receiving any STI test as
part of a health assessment was most strongly correlated with
residing in SEIFA — IRSAD 3-4 areas, not 1-2 areas (representing
the areas of lowest socio-economic disadvantage) as anticipated.

Table4. Correlates of havingany ST test conducted within | day of an MBS 715 Adult Health Assessments in Aboriginal and Torres Strait Islander

ACCHS patients aged 16-29 years between 2018 and 2020.

Category Breakdown Univariate analysis Multivariate analysis
Odds ratio (95% CI) P-value Odds ratio (95% CI) P-value
Year of MBS 715 2018 | |
2019 1.00 (0.92, 1.09) 0.956 1.02 (0.94, I.11) 0.621
2020 0.68 (0.59, 0.78) <0.001 0.72 (0.62, 0.83) <0.001
Age group (years) 16-19 | |
20-24 1.25 (1.13, 1.38) <0.001 1.29 (1.17, 1.43) <0.001
25-29 1.13 (1.02, 1.25) 0.015 1.15 (1.04, 1.28) 0.007
Sex Male 1.08 (1.0, 1.16) 0.070 -
Female | -
Patient area of residence Very remote 4.17 (3.65, 4.77) <0.001 4.37 (3.81, 5.03) <0.001
Remote 2.44 (2.13, 2.80) <0.001 2.12 (1.84, 2.44) <0.001
Inner/outer regional 2.51 (2.15, 2.80) <0.001 2.67 (2.39, 2.98) <0.001
Metropolitan | |
SEIFA — IRSAD 1-2 | |
34 1.99 (1.80, 2.20) <0.001 2.10 (1.88, 2.32) <0.001
5+ 1.26 (1.14, 1.39) <0.001 1.50 (1.35, 1.66) <0.001
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This may reflect unmeasured factors, such as greater health
seeking practices or enhanced STI programs in the clinics in
the SEIFA — IRSAD 3-4 areas, or the SEIFA of the community
may be different to the SEIFA of those attending the health
services due to the impacts of industry in these post codes.*!?
We also identified that both the total number of health
assessments and the proportion of health assessments that
included an STI test decreased in 2020 compared to both
2018 and 2019, which may reflect the impact of coronavirus
disease 2019 (COVID-19) on ACCHS service delivery.

Although uptake of STI testing among Aboriginal and/or
Torres Strait Islander young people is substantially higher
in settings where STI testing is a central focus, such as
publicly funded sexual health clinics, previous research has
found much lower testing uptake in both ACCHS and
mainstream general practice settings, reflecting that the
majority of consultations in the primary care setting are
sought for purposes other than an STI test. Previous research
that examined STI testing in general ACCHS consultations
outside of the health assessment have found annual testing
rates under 15%.3%43 Limited data is available on the uptake
of STI testing among Aboriginal and/or Torres Strait Islander
young people attending mainstream general practices, but
one study has found an annual STI testing rate of 8.9%
among a national sample of 16-29-year-olds (inclusive of
Indigenous and non-Indigenous young people).** In line
with our findings, this study found higher testing rates in
non-metropolitan regions compared to urban areas. Within
the context of the primary care setting, the MBS 715 health
assessment presents an opportunity for an annual STI
screen to be offered to all sexually active Aboriginal and/or
Torres Strait Islander young people in line with clinical
guidelines, and we recommend investment into further research
to identify strategies to both increase the proportion of health
assessments that integrate a comprehensive STI test and
increase the proportion of Aboriginal and/or Torres Strait
Islander young people who receive a health assessment
annually.

However, although a comprehensive STI is a recom-
mended inclusion of a health assessment for young people,
clinician discretion to exclude an STI test from a young
person’s health assessment may sometimes be warranted.
This may include when the young person is not sexually
active, or has recently received an STI test outside the
health assessment, or when a clinician of a specific gender is
preferred for sexual and reproductive health consultations for
cultural reasons.*> Previous research has also identified that
many Aboriginal and/or Torres Strait Islander young people
may choose to access sexual healthcare at non-Indigenous-
specific health services, separate to their general healthcare,
due to concerns about confidentiality in small communities.*¢—*
We are unable to estimate the proportion of our sample who
have accessed a different service for their sexual healthcare vs
their routine annual health assessment, but this should be
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considered when assessing the completeness of STI testing
within the health assessment.

The strength of our analyses lies in the use of data collected
from patient medical records, rather than from self-reporting.
The Medicare rebate attached to the MBS 715 health assess-
ment provides a unique opportunity to measure uptake, as it
must be recorded in the patient management system of a
primary care practice as a specific consultation type. There
are also some limitations to consider when interpreting these
findings. First, as routinely collected data were used, we
cannot be certain if some MBS items or STI tests were not
recorded in clinic systems; however, findings are broadly
consistent with other studies that have reported an uptake of
STI testing in young people.*® Further, we applied SEIFA —
IRSAD at a postcode level, which may mask an individual's
socio-economic status. Finally, our findings include data
collected from a national surveillance network of ACCHS
across four jurisdictions with broad geographical coverage of
metropolitan, regional, remote, and very remote regions
nationally, although with slight under-representation from
regional communities compared to actual geographic distribu-
tion of ACCHS.®

In conclusion, this study has assessed the integration of
testing for STIs into routine annual health assessments in
Aboriginal and Torres Strait Islander young people aged
16-29 years attending ACCHS across Australia. The MBS
715 health assessment provides a unique opportunity for
routine STI screening of this population in both young men
and women and has the potential to lead to timely treatment,
in turn reducing the morbidities associated with STIs and HIV.
Further research is recommended to identify effective
strategies to increase STI testing within the health assessment
and culturally appropriate strategies to ensure all Indigenous
young people receive comprehensive HIV/STI screening.
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