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NOTICE TO READER

The following Summary condenses many complex
issues concerning sexually transmitted diseases.
In addition, it contains an abbreviated version of
the committee’s detailed recommendations. Read-
ers should consult the full volume of The Hidden
Epidemic for a complete discussion of the issues
and the full text of the recommendations.
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Summary

INTRODUCTION

Of the top ten most frequently reported diseases in 1995 in the United States,
five are sexually transmitted diseases (STDs) (CDC, 1996¢). With approximately
12 million new cases of STDs occurring annually (CDC, DSTD/HIVP, 1993),
rates of curable STDs in the United States are the highest in the developed
world.! In 1995, STDs accounted for 87 percent of all cases reported among the
top ten most frequently reported diseases in the United States (CDC, 1996¢).
Despite the tremendous health and economic burden of STDs, the scope and
impact of the STD epidemic are underappreciated and the STD epidemic is
largely hidden from public discourse. Public awareness and knowledge regarding
STDs are dangerously low, but there has not been a comprehensive national
public education campaign to address this deficiency. The disproportionate im-
pact of STDs on women has not been widely recognized. Adolescents and young
adults are at greatest risk of acquiring an STD, but STD prevention efforts for
adolescents remain unfocused and controversial in the United States. There are
many biological and social factors that hinder effective prevention efforts, but
few have been elucidated and addressed on a national basis. In addition, the roles

IFor the purposes of this report, developed countries are western and northern European countries,
Canada, Japan, and Australia. For example, the reported incidence of gonorrhea in 1995 was 150
cases per 100,000 persons in the United States versus 3 cases per 100,000 in Sweden (CDC, DSTDP,
1996; Swedish Institute for Infectious Disease Control, unpublished data, 1996).

1
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and responsibilities of public versus private health care professionals in STD
prevention have not been clarified in light of recent changes in health care deliv-
ery and financing.

Given the above observations regarding STDs in the United States, the Insti-
tute of Medicine (IOM) convened the 15-member Committee on Prevention and
Control of Sexually Transmitted Diseases in 1994 to “(a) examine the epidemio-
logical dimensions of STDs in the United States and factors that contribute to the
epidemic; (b) assess the effectiveness of current public health strategies and
programs to prevent and control STDs;? and (c) provide direction for future
public health programs, policy, and research in STD prevention and control.3”
The committee was charged to focus its study on STDs other than HIV infection.

BROAD SCOPE AND IMPACT OF STDS

The term “STD” is not specific for any one disease but denotes the more than
25 infectious organisms that are transmitted through sexual activity and the doz-
ens of clinical syndromes that they cause.* STDs are almost always transmitted
from person to person by sexual intercourse.” These infections are most effi-
ciently transmitted by anal or vaginal intercourse, and generally less efficiently
by oral intercourse. Some STDs, such as hepatitis B virus infection and HIV
infection, are also transmitted by parenteral routes—particularly among intrave-
nous drug users through contaminated injecting drug equipment. In addition,
pregnant women with sexually transmitted infections may pass their infection to
infants in the uterus, during birth, or through breast-feeding.

STDs are transmitted among all sexually active people, including hetero-
sexual persons, men who have sex with men, and women who have sex with
women (AMA, Council on Scientific Affairs, 1996). Men who have sex with men

2Although the committee examined the effectiveness of major strategies and programs in STD
prevention, it did not conduct a systematic, in-depth evaluation of every STD-related program in the
public and private sector. In this report, the committee focuses its discussions on effective strategies
and highlights major effective programs.

3The terms “STD prevention” and “STD control” traditionally have been used by public health
workers without clear distinction. These terms have been commonly used to refer to behavioral
interventions (e.g., counseling for behavior change), treatment of symptomatic disease, and other
interventions that prevent the spread of infection (e.g., partner notification). The committee believes
that most interventions for STDs both “prevent” and “control” STDs and all prevent acquisition or
transmission of STDs in a population. Essentially, effective prevention of STDs brings STDs under
control. Therefore, in this Summary and the full report, the committee uses the term “STD preven-
tion” rather than “STD prevention and control” to encompass all interventions, whether behavioral,
curative, environmental, or otherwise, that are needed to reduce the spread of infection in a popula-
tion.

4See Appendix A of the full report.

5The term “sexual intercourse” is used throughout this summary and the full report to refer to all
forms of intercourse, including vaginal, anal, and oral intercourse.
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are at greater risk for many life-threatening STDs, including HIV infection, hepa-
titis B virus infection, and anal cancer compared to heterosexual men (AMA,
Council on Scientific Affairs, 1996). Less is known about the risk of STD trans-
mission among women who have sex with women (Kennedy et al., 1995; AMA,
Council on Scientific Affairs, 1996), but women who have sex only with women
(and whose partners do likewise) are generally at substantially lower risk for
acquisition of STDs compared with men who have sex with men and hetero-
sexual persons.

Impact of STDs on Women’s and Adolescents’ Health

Complications of STDs are more severe and occur more frequently among
women than men for a number of reasons (Wasserheit and Holmes, 1992). Many
STDs are transmitted more easily from a man to a woman than from a woman to
a man (Harlap et al., 1991). Sexually transmitted infections also are more likely
to remain undetected in women, resulting in delayed diagnosis and treatment.

Every year, approximately 3 million American teenagers acquire an STD
(CDC, DSTD/HIVP, 1993). Adolescents and young adults are the age groups at
greatest risk of acquiring an STD for a number of reasons: they are more likely to
have multiple sex partners; they may be more likely to engage in unprotected
intercourse; and their partners may be at higher risk of being infected (CDC,
DSTDP, 1995; AGI, 1994; Quinn and Cates, 1992; Cates, 1990). Compared with
older adult women, female adolescents and young women are more susceptible to
cervical infections, such as gonorrhea and chlamydial infection, because the cer-
vix of female adolescents and young women is especially sensitive to infection
by certain sexually transmitted organisms (Cates, 1990). In addition, adolescents
and young people are at greater risk than older persons for substance use and
other behaviors that may increase risk for STDs.

STDs as Emerging Infections

STDs are not a stationary group of infections and syndromes; eight new
sexually transmitted pathogens have been identified since 1980, including HIV.
In contrast to newly recognized viral STDs, some bacterial STDs, such as syphi-
lis and gonorrhea, have been documented for centuries and have recently re-
emerged in the United States along with a spectrum of barriers to prevention
(Wasserheit, 1994). As demonstrated by the recent finding that bacterial vaginosis
in pregnant women increases the risk for premature delivery of a low-birthweight
infant (Hillier et al., 1995; Hauth et al., 1995), the full clinical spectrum of many
STDs is still being described.

STDs are severe social, health, and economic burdens worldwide. The World
Bank estimates that STDs, excluding AIDS, are the second leading cause of
healthy life lost among women between the ages of 15 and 44 in the developing
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world (World Bank, 1993; Over and Piot, 1993). The World Health Organization
(WHO) recently estimated that there were 333 million new cases of the four
curable STDs (gonorrhea, chlamydial infection, syphilis, and trichomoniasis)
worldwide in 1995 among adults 15-49 years of age (WHO, Global Programme
on AIDS, 1996). New sexually transmitted infections appear on a regular basis in
the United States and are likely to continue to do so as long as the rates of risky
sexual behaviors remain high and global economic and demographic factors
continue to promote the emergence of STDs.

HEALTH CONSEQUENCES OF STDS

The general population is largely unaware of the health consequences of
STDs, and STDs are “hidden” from public attention for three reasons. First, many
STDs are often asymptomatic and thus go undetected (Judson, 1990; Fish et al.,
1989; Stamm and Holmes, 1990). Second, major health consequences, such as
infertility, certain cancers, and other chronic diseases, occur years after the initial
infection, so that there is a lack of awareness of any link to the original STD.
Third, the stigma associated with having an STD has inhibited public discussion
and education concerning the consequences of STDs and frequently prevents
clinicians from educating their patients regarding STDs. These factors are dis-
cussed later in this summary.

Cancers Caused by STDs

Several sexually transmitted pathogens cause cancer. Certain types of sexu-
ally acquired human papillomavirus are now considered to cause nearly all can-
cers of the cervix, vagina, vulva, anus, and penis. Cervical infections with onco-
genic types of human papillomavirus are associated with at least 80 percent of
invasive cervical cancer cases (NIH, 1996a); and women with human
papillomavirus infection of the cervix are 10 times more likely to develop inva-
sive cervical cancer than are women without such infection (Schiffman, 1992).
Approximately 4,900 American women will die from cervical cancer in 1996,
and approximately 16,000 new cases of cervical cancer are diagnosed each year,
making cervical cancer the third most common reproductive tract cancer in
women and the seventh most common type of cancer overall in women (ACS,
1996). Much of the cervical cancer burden related to human papillomavirus
infection may be averted by preventing high-risk sexual behaviors (Brinton,
1992). Screening with the Pap smear is currently the best available method for
reducing both incidence of and mortality associated with invasive cervical can-
cer, but this technique is not widely utilized among certain population groups
(NIH, 1996a). Hepatitis B virus is a sexually transmitted virus that causes hepa-
tocellular carcinoma (liver cancer), one of the most common forms of cancer.
Other sexually transmitted pathogens that are associated with cancers include
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human T-cell lymphotrophic virus type I (HTLV-I), linked to adult T-cell leuke-
mia and lymphoma; human herpes virus type 8 (HHVS8), linked to Kaposi’s
sarcoma; and Epstein-Barr virus (EBV), linked to lymphoma and nasopharyngeal
(nasal cavity and pharynx) carcinoma.

Reproductive Health Problems

One of the most serious threats to the reproductive capability of women is
pelvic inflammatory disease, a preventable complication of certain STDs, most
commonly chlamydial infection and gonorrhea (Washington et al., 1991; Jossens
etal., 1994). Each year more than one million U.S. women experience an episode
of pelvic inflammatory disease (Rolfs et al., 1992; Washington and Katz, 1991).
At least one-quarter of women with acute pelvic inflammatory disease experi-
ence serious long-term sequelae, the most common and important of which are
ectopic pregnancy (the development of a fetus outside the uterus) and tubal-factor
infertility (infertility resulting from blockage or damage to the fallopian tubes).

Ectopic pregnancy usually results from partial tubal blockage associated
with pelvic inflammatory disease. In 1992, the estimated number of ectopic preg-
nancies was 108,800, or one in 50 pregnancies (CDC, 1995a). In the same year,
approximately 9 percent of all pregnancy-related deaths were a result of ectopic
pregnancy (NCHS, 1994), making ectopic pregnancy one of the leading and most
preventable causes of maternal death during pregnancy (Marchbanks et al., 1988).
At least 15 percent of all infertile American women are infertile because of tubal
damage caused by pelvic inflammatory disease. Of all women infertile because
of tubal damage, no more than one-half have previously been diagnosed and
treated for acute pelvic inflammatory disease.

Health Consequences for Pregnant Women and Infants

STDs are associated with multiple acute complications for pregnant women
and their infants (Brunham et al., 1990). Various sexually transmitted pathogens
may be transmitted to the fetus, newborn, or infant through the placenta (congeni-
tal infection), during passage through the birth canal (perinatal infection), or after
birth through breast-feeding or close direct contact. Active sexually transmitted
infection during pregnancy may result in spontaneous abortion, stillbirth, prema-
ture rupture of membranes, and preterm delivery. Preterm delivery accounts for
approximately 75 percent of neonatal deaths not caused by congenital malforma-
tions (Main and Main, 1991). Women with bacterial vaginosis are 40 percent
more likely to deliver a premature infant compared with women without this
condition (Hillier et al., 1995). In addition, up to 80 percent of pregnancies
associated with untreated early syphilis result in stillbirth or clinical evidence of
congenital syphilis in the newborn (Schulz et al., 1990). Sexually transmitted
pathogens that have serious consequences among adults tend to cause even more
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severe, potentially life-threatening health conditions in the fetus or newborn,
whose immune system is immature. Damage to the central nervous system, eyes,
and auditory system is of particular concern.

Deaths Associated with STDs

Of 513,486 persons with AIDS reported in the United States through Decem-
ber 1995, more than 62 percent (319,849) have died (CDC, 1995b). The largest
number of deaths related to STDs other than AIDS is caused by cervical and other
human papillomavirus-related cancers; liver disease (e.g., chronic liver disease
and liver cancer) caused by hepatitis B virus; pelvic inflammatory disease; ec-
topic pregnancy; and various pregnancy, fetal, and neonatal complications. A
recent study found that more than 150,000 deaths were directly attributed to
STDs, including AIDS, from 1973 through 1992 among American women 15
years of age and older (Ebrahim et al., 1995). The three leading causes of STD-
related deaths in 1992 among these women were all related to viral STDs: cervi-
cal cancer, AIDS, and hepatitis B virus infection. The high rate of viral STD-
related deaths and morbidity and the high costs of managing viral STDs and their
complications in the United States underscore the importance of effective pre-
vention programs for viral STDs.

IMPACT OF STDS ON HIV TRANSMISSION

Both “ulcerative” STDs, such as chancroid, syphilis, and genital herpes, and
“inflammatory” STDs, such as gonorrhea, chlamydial infection, and trichomo-
niasis, increase the risk of HIV infection. Prospective cohort studies in Africa
have demonstrated increased risk of HIV infection following genital ulcer dis-
ease as well as with inflammatory STDs (Cameron et al., 1989; Plummer et al.,
1991; Laga et al., 1993; Nyange et al., 1994). Genital ulcer disease may increase
the risk of transmission per exposure by a factor of 10 to 50 for male-to-female
transmission and by a factor of 50 to 300 for female-to-male transmission (Hayes
et al., 1995). Numerous studies support the concept that STDs increase both
infectivity of and susceptibility to HIV (Kreiss et al., 1994; Plummer et al., 1991;
Clemetson et al., 1993; Mostad et al., 1996; John et al., 1996; Gys et al., 1996;
Moss et al., 1995; Hoffman et al., 1996; de Vincenzi, 1994; Deschamps et al.,
1996).

Early detection and treatment of STDs can have a major impact on sexual
transmission of HIV (Moss et al., 1995; Hoffman et al., 1996; Laga et al., 1994).
For example, a large, prospective, randomized controlled trial in Tanzania found
that the incidence of HIV infection was 42 percent lower in communities with
improved management of STDs after two years compared with control communi-
ties (Grosskurth et al., 1995a, b).

In the absence of prospective studies or formal trials of strengthened STD
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interventions to reduce sexual transmission of HIV in the United States (which
may not be feasible), mathematical modeling may be essential to assess the
potential impact of reducing STDs on HIV transmission. Robinson and col-
leagues (1995) predicted that a 50 percent reduction in the duration of STDs in
Uganda could decrease HIV transmission by 43 percent—a prediction remark-
ably close to that observed in the intervention trial in nearby Tanzania. Boily has
developed a model that shows that HIV infection could not be established in the
general U.S. heterosexual population in the absence of chlamydial infection (or
other STDs with comparable effects on HIV transmission).% In addition, it is
estimated that successfully treating or preventing 100 cases of syphilis among
high-risk groups for STDs would prevent 1,200 HIV infections that are ordinarily
linked to those 100 syphilis infections during a 10-year period (Over and Piot,
1993).

ECONOMIC CONSEQUENCES OF STDS

The costs of a few STDs have been estimated (IOM, 1985; Washington et al.,
1987; Washington and Katz, 1991), but no comprehensive, current analysis of the
direct and indirect costs of STDs is available. Partly based on updated estimates
of the economic burden of STDs by Siegel,” the committee estimates that the
total costs for a selected group of major STDs and related syndromes, excluding
HIV infection, were approximately $10 billion in 1994. This rough, conservative
estimate does not capture the economic consequences of several other common
and costly STDs and associated syndromes such as vaginal bacteriosis and tri-
chomoniasis. The estimated annual cost of sexually transmitted HIV infection in
1994 was approximately $6.7 billion.? Including these costs raises the overall
cost of STDs in the United States to nearly $17 billion in 1994. These cost
estimates underscore the enormous burden of STDs on the U.S. economy. Much
of the direct costs of STDs result from failure to detect and effectively manage
STDs in their initial, acute stages. For example, nearly three-fourths of the $1.5
billion cost of chlamydial infections is due to preventable complications resulting
from untreated, initially uncomplicated infections (Washington et al., 1987).

FACTORS THAT CONTRIBUTE TO THE HIDDEN EPIDEMIC

Biological Factors

Behavioral, biological, and social factors contribute to the transmission of
STDs (Wasserheit, 1994). In addition to preexisting or concurrent STDs, biologi-

6See Appendix C of the full report.
TSee Appendix D of the full report.
8See Chapter 2 of the full report.
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cal factors that contribute to the hidden nature and spread of STDs include the
lack of conspicuous signs and symptoms in infected persons (asymptomatic in-
fections), the long lag time from initial infection to signs of severe complications,
and the propensity for STDs to more easily infect young women and female
adolescents than men. Many STDs, such as chlamydial infection, do not produce
acute symptoms or clinical signs of disease, or they do not produce symptoms
sufficiently severe for an infected individual to seek medical attention (Stamm et
al., 1982; Keim et al., 1992). The long period of time (sometimes years or de-
cades) from initial infection until the appearance of clinical problems, such as in
the cases of human papillomavirus infection and genital cancer, and hepatitis B
virus infection and liver cancer, often results in failure to attribute cases of STD-
related cancers and other long-term complications to sexually transmitted infec-
tions. This failure, in turn, reduces the perceived seriousness of STDs and the
motivation to undertake preventive action. Other biological factors that may
increase risk for acquiring, transmitting, or developing complications of certain
STDs include presence of male penile foreskin, vaginal douching, risky sexual
practices, use of hormonal contraceptives or intrauterine contraceptive devices,
cervical ectopy, immunity resulting from prior sexually transmitted or related
infections, and nonspecific immunity conferred by normal vaginal flora.

Social Factors

Some fundamental societal problems such as poverty, inadequate access to
health care, inadequate education, and social inequity indirectly increase the
prevalence of STDs in certain populations. In addition, lack of openness and
mixed messages regarding sexuality create obstacles to STD prevention for the
entire population and contribute to the hidden nature of STDs.

Poverty and Inadequate Access to Health Care

Health insurance coverage enables individuals to obtain professional assis-
tance in order to prevent potential STD exposures and to seek care for suspected
STDs. Persons who are uninsured delay seeking care for health problems longer
than those who have private insurance or Medicaid coverage (Donelan et al.,
1996; Freeman et al., 1987). The age and ethnic groups with the highest rates of
STDs are also the groups with the poorest access to health services. One-third of
persons in age groups at high risk for STDs are uninsured or covered by Medicaid
(UCLA Center for Health Policy Research, unpublished data, 1996).

Inadequate access to STD-related services may also be a problem for those
with private health insurance. For example, those with private health insurance
who are living at or near the poverty level have limited access to health care
because of copayments and deductibles that are typically part of private insurance
coverage (Freeman and Corey, 1993). In addition, many health plans either do
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not cover certain important preventive reproductive health services related to
STDs or they require copayments and deductibles for these services (WREI,
1994). Poverty and other socioeconomic factors also contribute to STD risk in
other ways. Even if a person in poverty perceives himself or herself to be at risk
for an STD, he or she may not practice preventive behaviors if there are other
risks that appear more imminent or more threatening or both (Ramos et al., 1995;
Mays and Cochran, 1988).

Substance Use

Substance use, especially drug and alcohol use, is associated with STDs. At
the population level, rates of STDs are high in geographic areas where rates of
substance use are also high, and the rates of substance use and STDs have also
been shown to co-vary temporally (Greenberg et al., 1991). At the individual
level, persons who use substances are more likely to acquire STDs than those
who do not (Marx et al., 1991; Anderson and Dahlberg, 1992; Shafer et al.,
1993). Use of drugs and other substances may undermine an individual’s cogni-
tive and social skills, making it more difficult to take protective actions against
STDs (Marx et al., 1991).

Numerous studies show that drug use is associated with increased risk of
STDs, including HIV infection (Marx et al., 1991; Edlin et al., 1994). Crack use,
in particular, strongly contributes to STD transmission by discouraging health-
care-seeking behavior (Webber et al., 1993) and modifying social norms with
respect to behavior such as engaging in unprotected sex (Finelli et al., 1993) or
having multiple sex partners (Greenberg et al., 1991); these factors may lengthen
the duration of infectiousness. A number of studies have reported strong associa-
tions between alcohol use and high-risk sexual behaviors among the general
population (Anderson and Dahlberg, 1992; Caetano and Hines, 1995), adoles-
cents (Shafer et al., 1993; Hingson et al., 1990; Lowry et al., 1994), men who
have sex with men (Siegel et al., 1989; Stall et al., 1986), runaway youth
(Koopman et al., 1994), and mentally ill adults (Kalichman et al., 1994).

Sexual Abuse and Violence

Sexual violence against women and sexual abuse of children contribute to
the transmission of STDs. Women who have been sexually abused during child-
hood are twice as likely to have gynecological problems, including STDs, than
women who do not have such a history (Plichta and Abraham, 1996). In addition,
women with a history of involuntary sexual intercourse are more likely to have
voluntary intercourse at an earlier age (a risk factor for STDs) and to have
subsequent psychological problems (Miller et al., 1995). Many women who ex-
perience sexual violence may not be able to implement practices to protect against
STDs or pregnancy (Plichta and Abraham, 1996; O’Leary and Jemmott, 1995).
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STDs among children presenting for care after the neonatal period almost
always indicate sexual abuse (CDC, 1993a; Gutman et al., 1991; AAP, Commit-
tee on Child Abuse and Neglect, 1991). Sexually abused children may have
severe and long-lasting psychological consequences, may become sexual abusers
themselves, and may abuse other children (Guidry, 1995). In addition, they may
participate in a pattern of high-risk behavior that often puts them at risk for
further abuse and subsequent STDs.

STDs Among Disenfranchised Populations

STDs disproportionately affect disenfranchised groups, including sex work-
ers? (Plummer and Ngugi, 1990; Rosenblum et al., 1992), runaways (Sherman,
1992), homeless persons (Johnstone et al., 1993; Breakey et al., 1989), adoles-
cents in detention (AMA, Council on Scientific Affairs, 1989; Shafer et al., 1993;
Shafer, 1994), adults in detention (CDC, 1996a; Hammett et al., 1995), and
migrant workers (CDC, 1992a; Jones et al., 1991). These groups are important
from an STD prevention perspective because they represent “core” transmitters
of STDs and are potential reservoirs of infection for the general population (Tho-
mas and Tucker, 1996).

Rates of STDs, including HIV infection, are many times higher among incar-
cerated adolescents and adults than among the general population (CDC, 1996a;
CDC, 1992b). Within prisons, unprotected sex, intravenous drug use, and tattoo-
ing are potential modes of transmission of STDs, including HIV infection (Dolan
et al., 1995; Hammett et al., 1995; Doll, 1988). A wide range of unprotected
consensual and nonconsensual sexual activity occurs among prisoners and be-
tween prisoners and staff (Mahon, 1996). In detention facilities, more emphasis is
placed on HIV education than on education about other STDs, and very few
correctional facilities provide access to condoms because of security concerns
(Hammett et al., 1995; CDC, 1996a). The high annual rate of turnover among
prisoners, 800 and 50 percent in jails and prisons, respectively, is a major barrier
to screening programs and follow-up treatment for STDs (Glaser and Greifinger,
1993).

SECRECY AS A CONTRIBUTING FACTOR

Although sex and sexuality pervade many aspects of American culture and
sexuality is a normal aspect of human functioning, sexual behavior is a private—
and secret—matter in the United States. The committee uses the term “secrecy”
in this report to describe certain aspects of sexuality in the United States. By the

9The term “sex worker” is commonly used by public health workers to refer to persons who
exchange sex for drugs, money, or other goods. This term is preferable to the term “prostitute.”
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term “secrecy,” the committee includes both the passive by-product of the inher-
ent difficulties of discussing intimate aspects of life, and the ongoing efforts by
some groups to prevent open dissemination of information regarding sexuality
and its health consequences. The secrecy surrounding sexuality in the United
States may have origins in the late Victorian social system (Brandt, 1988, 1985;
Sokolow, 1983).

The depiction of sexuality has been paradoxical within modern American
culture. On the one hand, there is a saturation and sensationalism of sexual
images and messages in the mass media, and the public is fascinated with sexual
subjects. On the other hand, sexuality remains an extremely private and uniquely
complex sphere of human behavior with sociocultural taboos and rules of behav-
ior that make talking openly and comfortably about sexuality difficult. The se-
crecy surrounding sexuality and STDs adversely impacts on STD prevention in
the United States by impeding sexuality and STD education programs for adoles-
cents, hindering communication between parents and their children and between
sex partners, promoting unbalanced sexual messages in mass media, compromis-
ing education and counseling activities of health care professionals, hindering
community activism regarding STDs, and impeding research on sexual behav-
iors.

Barriers to open discussion regarding sexuality include gender roles; mod-
esty; and cultural, family, or religious taboos against discussions of sex. Ironi-
cally, it may require greater intimacy to discuss sex than to engage in it. The kind
of communication that is necessary to explore a partner’s sexual history, establish
STD risk status, and plan for protection against STDs is made difficult by the
taboos surrounding sex and sexuality (Lear, 1995). The discomfort that many
Americans feel discussing sexual behavior is reflected in a recent nationwide
survey showing that, including married couples, approximately one of four
women and one of five men surveyed had no knowledge of their partner’s sexual
history (EDK Associates, 1995).

Only 11 percent of teenagers get most of their information regarding STDs
from parents and other family members (ASHA, 1996). Because many parents do
not talk to their children about sex, children are more likely to learn about sex
through clandestine and secretive exchanges with peers that result in a massive
amount of misinformation (Smith and Lanthrop, 1993). Americans, especially
adolescents, receive unbalanced mass media messages about sexuality, sexual
behavior, and sexual responsibility. Premarital sex, cohabitation, and nonmarital
relationships are depicted as the norm for adults (Lichter et al., 1994), but the
mass media provide little frank and informed advice about STDs, sexuality,
contraception, or the harsh realities of early pregnancy and parenting. Television
is currently the most significant mass media influence for adolescents
(Strasburger, 1990), and children spend more time watching television than they
do in school (Dietz and Strasburger, 1991). A recent study found an average of 10
incidents of sexual behavior per hour on network television during prime time
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(Lowry and Shidler, 1993). Although sex is frequently portrayed on television,
protective behavior is rarely shown and references to adverse consequences are
rare; there are approximately 25 instances of sexual behavior portrayed on prime-
time television for every instance of protective behavior shown or comment
regarding STDs or unintended pregnancy (Lowry and Shidler, 1993). Advertisers
and program sponsors have implicitly supported sexual content in programming
and commonly use sexual appeals to sell products, but they generally have re-
fused to support the incorporation of explicit information regarding protective
behaviors for STDs for fear of offending viewers (Brown and Steele, 1995;
Lebow, 1994; Strasburger, 1989). Opinion polls, however, show that most Ameri-
cans support incorporating information regarding STDs and contraceptives, in-
cluding condom advertisements, into mass media (Harris and Associates, 1987;
EDK Associates, 1994).

The secrecy surrounding sexuality compromises effective clinical preventive
services. STD-related risk assessment and counseling are not routinely performed
by most primary care clinicians (ARHP and ANPRH, 1995). Embarrassment and
discomfort discussing sexual health issues (Risen, 1995; Merrill et al., 1990) and
inadequate time and training (Poorman and Albrecht, 1987; Lewis and Freeman,
1987) are major hurdles for clinicians to overcome in order to effectively com-
municate with their patients regarding sexuality and STDs. The stigma associated
with STDs hinders public discourse and, as a result, community activism for
STDs. Because having an STD is still socially unacceptable, there are few if any
patient-based constituent groups that advocate publicly or lobby for STD-related
programs. In contrast, persons with cancer and other common diseases have
successfully advocated for additional funding for their causes.

An examination of the social policies and experiences of other developed
countries regarding sexuality underscores the adverse impact of the secrecy sur-
rounding sexuality on STD prevention in the United States. For example, the
Scandinavian countries have comparable levels of sexual activity, but their rates
of curable STDs and unintended pregnancy are much lower than in the United
States (Piot and Islam, 1994; IOM, 1995). These differences may be attributable
to the pragmatic, rather than moralistic, approach to sexuality issues and univer-
sal access to health services in these European countries (David et al., 1990).

Research and Training Issues in Sexuality

Despite the recent surge of research activity regarding sexual behaviors in
response to the HIV epidemic, comprehensive data on contemporary sexual be-
haviors, attitudes, and practices are limited, and it is not understood how these
factors are shaped by different societal, cultural, and familial contexts. Many
epidemiological studies of human sexuality are outdated (di Mauro, 1995;
Laumann, Gagnon, et al., 1994). While some government funding has been pro-
vided, there has been little major or consistent support from either the govern-
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ment or the private sector for behavioral and social science research on human
sexuality since the work of Kinsey and his colleagues (di Mauro, 1995). Further-
more, societal ambivalence regarding sexuality poses substantial obstacles to
sexual behavior research. For example, in 1991, there was unprecedented politi-
cal interference with scientific research when federal administration officials,
under pressure by congressional critics, blocked funding for studies of adolescent
and adult sexual behavior after these studies had been approved for funding by a
scientific peer review process at the National Institutes of Health (Suplee, 1991;
Laumann, Michael, et al., 1994).

Trends in Sexual Activity

Rates of sexual intercourse among American adolescents have increased
dramatically in the last few decades (CDC, 1992d; Kost and Forrest, 1992;
Hofferth et al., 1987). From 1971 to 1988, the proportion of sexually active
adolescents and young women aged 15 to 19 years with more than one lifetime
sex partner increased nearly 60 percent (Kost and Forrest, 1992). In the United
States, nearly 70 percent of students in the twelfth grade have had sexual inter-
course (Figure S-1), and 27 percent of twelfth grade students have had four or
more sex partners (CDC, 1995d). Sexual intercourse among adolescents is some-
times initiated before the teenage years. A 1992 survey of 2,248 students in
grades 6, 8, and 10 from an urban public school district found that 28 percent of
sixth-graders and one-half of eighth-graders reported ever having had sexual
intercourse (Barone et al., 1996).

Knowledge and awareness of STDs among Americans is poor (ASHA, 1995).
In a 1993 national survey of 1,000 women from 18 through 60 years of age,
almost two-thirds knew nothing or very little about STDs other than HIV/AIDS,
and only 11 percent were aware that STDs can be more harmful to women than to
men (EDK Associates, 1994). The lack of knowledge among women in high-risk
groups was dramatic: 65 percent of young women reported “almost none” or
“very little” knowledge regarding STDs.

REDUCING EXPOSURE AND TRANSMISSION

The rate of spread of STDs in a population is determined by three factors: (1)
the rate of exposure of susceptible persons to infected individuals; (2) the prob-
ability that an exposed, susceptible person will acquire the infection; and (3) the
length of time that newly infected persons remain infectious and are able to
spread the infection to others.

Individual factors that influence exposure to and transmission of STDs in-
clude sexual behavior, perception of risk, and personal skills. Sexual and other
behaviors that place individuals at greater risk of STDs include early onset of
intercourse, greater number of partners, intercourse with high-risk partners, more
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By the 12th grade, nearly 70 percent
of high school students have
had sexual intercourse

70 — 68

Percentage Who Have Had Sexual Intercourse

9th 10th 11th 12th
Grade

FIGURE S-1 Percentage of U.S. high school students who reported ever having sexual
intercourse by grade level, 1993. SOURCE: CDC (Centers for Disease Control and Pre-
vention). Youth risk behavior surveillance—United States, 1993. CDC Surveillance Sum-
maries, MMWR 1995;44(No. SS-1).

frequent intercourse and certain sexual practices, lack of male circumcision, vagi-
nal douching, and lack of barrier contraceptive use (Aral, 1994). As a result of
poor knowledge and awareness of STDs, Americans commonly underestimate
their risk of infection. For example, in the 1993 national survey mentioned previ-
ously, 84 percent of women surveyed were not concerned about acquiring an
STD, including 72 percent of young women (age 18 to 24) and 78 percent of
women who reported having had “many” sex partners (EDK Associates, 1994).
Knowledge, however, is necessary but not sufficient to motivate action. Individu-
als also need motivation, personal skills, and interpersonal resources to imple-
ment complicated behavior changes, including interpersonal communication and
negotiation skills and a sense of self-efficacy regarding accomplishment of the
relevant behaviors (Bandura, 1990; Wulfert and Wan, 1993).
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Behavioral Methods

Behavioral interventions represent promising approaches to preventing
STDs. While there are many reports of behavioral interventions to prevent STDs
including HIV infection, most studies have not been conducted in a methodologi-
cally sound manner to determine their effectiveness in improving health out-
comes (Oakley, Fullerton, Holland, 1995; Oakley, et al., 1995). Many studies,
however, show that behavioral interventions can have a positive effect on self-
reported sexual health behaviors (Kalichman et al., 1996). In addition, two recent
studies have demonstrated that certain feasible behavioral interventions are effec-
tive in reducing the risk of STDs (Kamb et al., 1996; Shain et al., 1996) and
support a strong role for such interventions as part of a comprehensive approach
to STD prevention.

A variety of strategies can lead to sustained behavior change to reduce risk of
STDs. These intervention strategies include individually focused strategies;
group- or community-based interventions (Kelly, 1994); and structural or “macro”
level legislative solutions. The intent of behavioral interventions is to reduce the
incidence of new STDs by assisting individuals in changing behaviors in ways
that decrease risk of contracting STDs, such as increasing condom use, delaying
initiation of sexual intercourse, or reducing number of partners. A review of
federally funded HIV prevention studies that evaluated the impact of individual-
and community-based behavioral interventions found that most interventions had
positive effects on knowledge of AIDS and sexual behavior (IOM, 1994). An
evaluation of the effectiveness of HIV prevention programs revealed that some
behaviorally based prevention programs are actually cost-saving, and others are
likely to be cost-effective relative to other health programs (Holtgrave et al.,
1995).

Individual-Focused, Community-Based, and Mass Media Interventions

Intensive small-group risk reduction interventions, largely guided by cogni-
tive-behavioral theory, have been shown to be very effective in promoting self-
protective behavior change (Kelly, 1994; Cleary et al., 1995). Preliminary results
of a major randomized, controlled trial evaluating the impact of enhanced pre-
vention counseling for HIV and STD risk reduction strongly support individual-
focused counseling (Kamb et al., 1996). In its latest report, the U.S. Preventive
Services Task Force recommended that primary care clinicians counsel their
adolescent and adult patients regarding measures to prevent STDs and that such
counseling be tailored to the risk factors, needs, and abilities of each patient (U.S.
Preventive Services Task Force, 1996). It is important to note that clinician
counseling does not work in isolation, but it is a necessary component of appro-
priate clinical management of STDs. Couple-based interventions to prevent high-
risk behaviors are also promising approaches (Allen et al., 1992).
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Community-based interventions to promote behavior change include both
interventions that target specific high-risk groups and interventions that attempt
to change community norms, most commonly through mass media messages. A
number of intervention trials involving high-risk groups have been successful in
improving knowledge and promoting behavior change (Kelly et al., 1991, 1992;
IOM, 1994; O’Reilly and Higgins, 1991). Some interventions have successfully
changed norms in a community by utilizing peer opinion leaders and educators to
endorse condoms and educate regarding their use (Kelly et al., 1991, 1992). Such
interventions have resulted in a dramatic decline in the frequency of unprotected
intercourse within several months (Kelly et al., 1992).

Public health workers recognize that, in order for behavior change to occur,
the community environment should not be a barrier but be supportive of such
changes. In response to this issue, “enabling approaches” to prevention have
recently gained attention (Tawil et al., 1995; O’Reilly and Piot, 1996). These
interventions are intended to either remove barriers to adoption of protective
behaviors or to erect barriers to risky behaviors. Recent data indicate that envi-
ronmental interventions that adequately address structural or other barriers to
behavior change are necessary for the adoption of healthy sexual behaviors
(Nelson et al., 1996).

There is compelling evidence that properly designed mass media campaigns
can have beneficial effects on health behaviors (Flay, 1987). A recent review of
HIV prevention mass media campaigns concluded that, with the exception of
campaigns in Australia and Britain, most of the campaigns that were intended to
increase knowledge were successful (Flora et al., 1995).19 One prominent ex-
ample is a Swiss multimedia campaign to promote condom use among adoles-
cents and young adults that has significantly increased condom use among these
groups (Wasserfallen et al., 1993).

School-Based Interventions

School is the primary source of STD information for most teenagers (ASHA,
1996). Although many states require schools to provide instruction in HIV or
STD prevention (CDC, 1996b; Collins et al., 1995), these legal mandates are
often underfunded and restrictive in the content of the instruction (NARAL Foun-
dation, 1995). For example, 19 states prohibit or restrict availability of, or in
some cases information regarding, contraceptives to students through school
health and education programs. Other limitations of current school-based educa-
tion are the lack of consistent STD-related education at lower grade levels and
inconsistent preparation of teachers who provide instruction on these topics
(Collins et al., 1995; CDC, 1996b). The quality of studies that have evaluated the

10gee Appendix E of the full report.
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effectiveness of school-based programs to reduce risky sexual behaviors varies
greatly. A comprehensive review of 23 studies of school-based sex and AIDS and
STD education programs found that programs that included instruction on con-
traception either delayed the onset of sexual intercourse or had no effect on onset
(Kirby et al., 1994). An evaluation of 23 local programs, including school-based
programs, related to unintended pregnancy came to a similar conclusion (IOM,
1995).

Only 2.2 percent of all public high schools and 0.3 percent of all high school
districts in the United States make condoms available to their students (Kirby and
Brown, 1996). There are only limited data on the effectiveness of school-based
condom availability programs in increasing health-protective sexual behaviors
and decreasing STD rates, since these programs are relatively few and newly
established (Kirby, 1993; Stryker et al., 1994). Studies, however, show that the
benefits of such programs clearly outweigh the risks (Kirby et al., 1991; Wolk
and Rosenbaum, 1995). There seems to be wide support for school condom
availability programs among the public (The Roper Organization, 1991), students
(Fanburg et al., 1995), parents (Guttmacher et al., 1995), and health care profes-
sionals (AAP, Committee on Adolescence, 1995). There is no evidence that
students in schools with condom availability programs initiate sexual intercourse
earlier or have intercourse more frequently compared with students in schools
without such programs (Kirby et al., 1991; Kirby, 1994).

Other Methods

Prophylaxis

Currently, the only effective vaccine available for prevention of an STD is
hepatitis B vaccine, but vaccines for other STDs are in various stages of develop-
ment (NIH, 1996b). The Advisory Committee on Immunization Practice (ACIP)
has recommended that hepatitis B vaccine be given to all infants (CDC, 1991b),
all 11-12-year-old children who have not been previously vaccinated as part of a
routine adolescent immunization visit (CDC, 1995e), and certain adults at high
risk. Current data on hepatitis B vaccination coverage of persons in high-risk
groups, including sexually active adolescents and men who have sex with men,
are limited, but vaccination coverage is considered to be low (CDC, 1996d).
Reasons for inadequate vaccination of these groups include lack of awareness
among clinicians of groups at high risk for hepatitis B virus infection and lack of
clinical opportunities to provide immunization, especially for adolescents (CDC,
1991b). Hepatitis B vaccination of adolescents has been successfully implemented
in school-based clinics, primary care clinics, and other clinical settings (CDC,
1994; Kollar et al., 1994). Outside of limited federal demonstration projects,
there are no major programs or public funds to increase vaccination of adults at
high risk for sexually transmitted hepatitis B virus infection.
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Condoms and Other Contraceptives

When used correctly and consistently (during every act of intercourse),
condoms are highly effective against bacterial and viral STDs including HIV
infection (Roper et al., 1993; Weller, 1993; Cates and Stone, 1992). Data show
that condom use has increased in the United States in the last few decades,
especially among younger persons (Peterson, 1995; Pleck et al., 1993; DeBuono
et al., 1990). Factors that influence condom use include demographic factors,
such as age, education level, race, and gender (Pleck et al., 1993; Tanfer et al.,
1993); ability to negotiate condom use (Catania et al., 1992); individual percep-
tions of condoms (Anderson et al., 1996; Norris and Ford, 1994); and concerns
that compete with protective behaviors among disenfranchised persons (Mays
and Cochran, 1988; Donovan, 1996). Factors that are particularly important de-
terminants of condom use among adolescents include access, availability, confi-
dentiality, and cost of condoms (AAP, Committee on Adolescence, 1995; Kirby,
1994).

Women who rely on sterilization, oral contraceptives, or another method for
protecting against pregnancy are less likely to use condoms for disease preven-
tion compared with other women (CDC, 1992c, 1992e; Anderson et al., 1996;
Santelli et al., 1996). Sterilization and oral contraceptives are highly effective
against pregnancy, but not effective against HIV infection or other STDs. Be-
cause no single method of preventing STDs or pregnancy confers the maximum
level of protection against both conditions (Cates and Stone, 1992), use of dual
protection—that is, a condom and another effective contraceptive for pregnancy—
is especially important. It is not clear, however, how well the public understands
the need for dual protection against STDs and pregnancy. Although the female
condom has recently been approved for use in the United States (CDC, 1993bj;
IOM, 1996a), additional female-controlled contraceptive methods that are effec-
tive against all STDs are needed (Stein, 1992; Cates et al., 1992; Rosenberg and
Gollub, 1992), including chemical or physical barriers to conception and to trans-
mission of STDs (IOM, 1996a).

Partner Notification and Treatment

Partner notification has been a component of STD programs in the United
States for many years (Rothenberg and Potterat, 1990). Recent studies, however,
show that current methods for partner notification are not highly effective (Gunn
et al., 1995) for a number of reasons. These include concerns about the safety of
the interviewers working in high-crime communities; the cultural sensitivity of
the STD interviewers; and the large number of anonymous partners involved in
sex-for-drug activities (Andrus et al., 1990; Oxman and Doyle, 1996). Imple-
menting alternative case finding methods (CDC, 1991a; Engelgau et al., 1995)
and refocusing partner outreach toward communities and social networks (Gunn
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et al., 1995; Rothenburg and Narramore, 1996; Klovdahl et al., 1994; Trotter et
al., 1995), rather than utilizing traditional methods of partner identification, have
been suggested as more effective strategies for reaching high-risk individuals
(Rothenberg and Potterat, in press).

Screening

Screening programs for many STDs are cost-effective, and sometimes cost-
saving (Trachtenberg et al., 1988; Handsfield et al., 1986; Hillis et al., 1995;
Britton et al., 1992; Randolph and Washington, 1990; Arevalo and Washington,
1988; Scholes et al., 1996). For example, using a decision model, Trachtenberg
and colleagues (1988) estimated a net savings of more than $60 million (1986
dollars) over the first five years of a California statewide chlamydia screening
program for asymptomatic women in family planning clinics. The Centers for
Disease Control and Prevention (CDC) estimates that approximately $12 in costs
associated with the complications of chlamydia and gonococcal infection could
be saved for every $1 spent on early detection and treatment (CDC, DSTD/HIVP,
1995a). The U.S. Preventive Services Task Force (1996) recently recommended
a group of screening activities for primary care clinicians based on the age and
STD risk categories of patients.!!

Not all screening programs are effective prevention measures. For example,
as of 1996, 15 states still require premarital syphilis testing as a requirement for
marriage licenses (CDC, Division of STD Prevention, unpublished data, 1996).
The number of previously undetected cases of syphilis identified through pre-
marital testing is extremely low (Haskell, 1984; Felman 1981). In addition, stud-
ies show that premarital tests for syphilis or HIV are not cost-effective and have
little public health impact (Haskell, 1984; Cleary et al., 1987; Peterson and White,
1990).

REDUCING DURATION OF INFECTION

Reducing the duration of STDs can be accomplished primarily by ensuring
early diagnosis and treatment of infected persons and by reducing barriers to
diagnostic and treatment services. Reducing the duration of STDs among in-
fected individuals will reduce the period of time that an individual is infectious,
and consequently reduce the numbers of partners exposed to infection. Early,
specific diagnosis and treatment of symptomatic and asymptomatic individuals
will prevent further transmission of STDs to their partners.

Appropriate diagnosis of an STD often requires multiple specific diagnostic
tests because of the variety of STDs. Further complicating the diagnosis of STDs
is the availability of several different diagnostic tests for each STD. Unfortu-

Hgee Appendix F of the full report.
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nately, many clinicians fail to appreciate that no single laboratory test is optimal
for use in all settings. In addition, some laboratory tests are unavailable at certain
clinical sites, test results are often unavailable during the initial patient visit, and
the expense of these tests may limit their availability and utility.

The diagnosis of an STD should lead to either curative or preventive therapy
for the infected individual. While ideal therapy does not exist for many infec-
tions, highly effective antimicrobial therapy is available for all bacterial STDs as
well as those caused by protozoa and ectoparasites (CDC, 1993a). In contrast,
drugs for viral STDs have largely been limited to alleviating symptoms because
they cannot eradicate the organism. A significant barrier to appropriate treatment
is failure to comply with a full course of medication. To address this problem,
effective single-dose therapy for several STDs (e.g., chancroid, gonorrhea, syphi-
lis, trichomoniasis) has been available for some time and single-dose therapy for
chlamydial infection has recently become available. These single-dose regimens,
while more expensive, have been shown to be as effective as multiple-dose
regimens (CDC, 1993a; Thorpe et al., 1996; Zenilman, 1996). Other major barri-
ers to early diagnosis and treatment of infected persons include inadequate access
to health care, lack of health-seeking behavior, inadequate training of health care
professionals,, inadequate financial and physical access to laboratory tests, and
geographic factors.

CURRENT STD-RELATED SERVICES

Clinical services for STDs are provided in dedicated public STD clinics'?
operated by local health departments, community-based health clinics operated
by community-based health professionals or public agencies, and private health
care settings. Most clinicians providing STD-related care in public or private
settings emphasize diagnosis and treatment and, to a lesser extent, management
of sex partners, rather than other approaches to STD prevention (Bowman et al.,
1992). Most do not provide adequate STD risk assessment, prevention counsel-
ing, or other STD-related education (Bowman et al., 1992; ARHP and ANPRH,
1995; Boekeloo et al., 1991).

Services in Dedicated Public STD Clinics

The concept of a dedicated public STD clinic is based on evidence that many

12The committee uses the term “dedicated public STD clinics” to refer to publicly funded clinics
whose main purpose is to provide STD-related services. Other clinics that provide STD-related
services in the context of other services, such as community health centers, family planning clinics,
migrant health centers, and school-based clinics, are not considered to be dedicated public STD
clinics. The term “categorical STD clinic” is not used because it invites confusion with “categorical
funding.”
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persons with STDs prefer anonymous and confidential services, cannot afford to
obtain care elsewhere, and are unable to obtain care from private sector health
care professionals who are unable or unwilling to provide STD-related care. The
CDC is the only federal agency that supports dedicated public STD clinics. State
and local health departments also provide financial support for these clinics and
programs and are often given responsibility for operating the clinics under federal
policies and guidelines.

Persons attending dedicated public STD clinics are generally young, dispro-
portionately of certain racial or ethnic groups, and at high risk for multiple STDs
(Celum et al., 1995). A substantial number of patients in dedicated public STD
clinics have private health insurance coverage, and many privately insured pa-
tients use public STD clinics without acknowledging their health insurance sta-
tus.

Based on published data, the committee’s interactions with other health pro-
fessionals, site visits, results of site assessments conducted by the CDC, and
personal experience working with dedicated public STD clinics, it was concluded
that the quality of care, scope of services provided, and other characteristics of
these clinics are quite variable. In addition, the scope and level of services pro-
vided by many such clinics are limited by available resources, and these clinics
often emphasize diagnosis and treatment and partner notification activities for a
limited number of STDs. Further, counseling and health education activities of-
ten are not emphasized, and providers receive little training in techniques and
skills for conducting education or counseling (Lewis et al., 1987; Roter et al.,
1990; Stein, 1996). The performance of these clinics is usually evaluated on the
basis of quantitative measures, such as numbers of patients seen and number of
cases of specific diseases diagnosed, rather than on quality of care or other
performance measures. Access to services after hours and on weekends is un-
common. For example, a large survey of local health agencies showed that only
23 percent of agencies offered services after 6 p.m. and only 5 percent had
weekend hours (Landry and Forrest, 1996).

Services in Community-Based and School-Based Clinics

Many types of community-based clinics, such as family planning clinics,
prenatal clinics, youth and teen clinics, homeless programs, community-based
health centers, and school-based clinics, provide STD-related services. STDs are
not the primary focus for these clinics, but rather are dealt with in a context of
providing general or specific (e.g., family planning) health care services. Al-
though the populations served by community-based clinics overlap substantially
with STD clinic patients, there is surprisingly little communication between these
facilities. School-based health clinics in elementary and high schools and student
health services on university and college campuses often provide STD-related
services for their students. In 1994, diagnostic and treatment services for STDs
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were available in 16 percent of all middle and junior high schools and in 20
percent of all senior high schools in the United States (Leavy Small et al., 1995).

Services in Private Sector Settings

Most cases of STDs are diagnosed by private sector health care professionals
(Berg, 1990), but very little is known about the volume, extent, disease preva-
lence, or spectrum of STDs encountered in private sector settings compared with
either dedicated public STD clinics or community-based clinics. Available data
suggest that the patterns of diseases seen in these settings may be quite different
from those seen in public clinics (CDC, DSTDP, 1995). Studies of the scope and
appropriateness of STD-related services in private sector settings indicate that
such services need to be improved. For example, in a recent survey, 55 percent of
California primary care physicians reported treating at least one case of pelvic
inflammatory disease during the previous 12-month period and, of these physi-
cians, 52 percent were either unsure of or did not follow the CDC’s treatment
guidelines for this STD (Hessol et al., 1996). Partner notification is not well
supported in private sector settings probably because most private sector clini-
cians do not accept responsibility for partner notification, there is no reimburse-
ment for care of sex partners, and providers may be either reluctant or not trained
to interview patients regarding sexual practices.

Services in Managed Care Organizations and Other Health Plans

The rapid growth of managed care organizations!3 in the United States
(GHAA, 1995) and the rapid pace of conversion of state Medicaid programs to
prepaid managed care plans (The Kaiser Commission on the Future of Medicaid,
1995) have generated concerns regarding the design and implementation of these
new programs and the accountability of the new managed care plans for quality
(Fisher, 1994).

There are both opportunities and concerns associated with the increased
involvement of managed care organizations in the delivery of preventive and
public health services (CDC, 1995c¢). Compared with traditional indemnity health
insurance plans and private practice providers, managed care organizations may

I3The committee uses the term “managed care organization” to refer to health plans that are
prepaid for health care services and that are covered by the defined benefits of the plan—that is,
health plans that provide, or arrange and pay for, all covered health services needed by the enrollee,
in return for a specified premium plus any allowed copayments. This definition best describes health
maintenance organizations (HMOs). The committee applies the term “managed care organization”
only to health plans that use methods similar to those of health maintenance organizations. The
committee uses the general term “health plan” to refer to all types of health insurance plans, includ-
ing managed care organizations and fee-for-service indemnity plans.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5702.html

exually Transmitted Diseases, Summary

SUMMARY 23

be better able to improve STD-related services because they have an incentive to
provide preventive services; can more readily implement planwide programs; are
more likely to have a population-based perspective; can support the services of
highly trained health professionals; usually have highly developed information
systems to monitor STD-related trends; and can be held accountable to purchas-
ers for specific performance standards. A recent study showed that identifying,
testing, and treating women at increased risk for asymptomatic chlamydial infec-
tion in a managed care organization reduced the rate of pelvic inflammatory
disease by more than 50 percent compared with women who received routine
care (Scholes et al., 1996).

The potential concerns regarding the increased role of managed care organi-
zations in STD prevention include the following: STDs are not a high priority for
most managed care organizations; there is a wide range of technical ability among
such organizations in delivering services; managed care organizations may be
reluctant to provide STD-related services that have not been shown to be cost-
saving; persons with STDs may prefer to receive care outside of the plan for
confidentiality or other reasons; and managed care organizations may not provide
services to sex partners of plan members if the partner is not a plan member.

A committee survey!* of managed care organizations selected primarily on
the basis of their likelihood of serving high-risk populations (i.e., Medicaid, inner
city), and therefore their increased likelihood of providing STD-related services,
found that more than half (57 percent) of these organizations attempted to define
high-risk groups for STDs and approximately half reported providing STD-re-
lated services that specifically targeted adolescents. Only 26 percent of managed
care organizations reported that they provided STD-related services to persons
outside their plan.

NATIONAL SURVEILLANCE AND INFORMATION SYSTEMS

National surveillance for STDs is part of the national public health notifiable
disease reporting system coordinated by the CDC. This system is fundamentally
a “passive” system, and active case finding for STDs is not routinely conducted.
The passive reporting system for STDs has several major limitations, including
underestimation of true STD incidence and reporting bias toward public sector
providers (Anderson et al., 1994). Surveillance data are especially difficult to
interpret when new diseases are added to the list of notifiable diseases or when
new diagnostic technologies become available and are increasingly utilized.

A crucial but underdeveloped tool for directing and targeting STD preven-
tion programs is the behavioral health survey. Examples of periodic surveys that
are important in monitoring national trends in STD-related health behaviors in-

l4gee Appendix H of the full report.
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clude the Behavioral Risk Factors Surveillance Survey, the Youth Risk Behavior
Surveillance System, the National Survey of Family Growth, the National Health
and Nutrition Examination Survey (NHANES), and the National Survey of Ado-
lescent Males. Other health behavior surveys and studies that are not periodically
administered, such as the National Health and Social Life Survey (Laumann,
Gagnon, et al., 1994), have also produced important data regarding sexual behav-
ior. Serologic testing of sera collected as part of nationally representative data
sets, such as the National Health and Nutrition Examination Survey, are poten-
tially valuable adjuncts to routine disease or behavioral surveillance data, but
such linked testing has been very limited.

The committee is not aware of nongovernmental organizations or associa-
tions that routinely collect data regarding STDs. However, the National Commit-
tee for Quality Assurance, through its Committee on Performance Measurement,
is currently evaluating an STD-related performance measure (i.e., the percentage
of women between the ages of 15 and 25 who were screened for chlamydial
infection in the past year) for inclusion in subsequent versions of the Health Plan
Employer Data Information System (HEDIS)!S (NCQA, Committee on Perfor-
mance Measurement, 1996).

TRAINING AND EDUCATION OF HEALTH PROFESSIONALS

Training and education of clinicians is important because inadequate STD
training and education results in inappropriate or inadequate clinical care for
STDs (Hessol et al., 1996). Studies show that training in STD-related clinical
skills in U.S. medical schools is generally inadequate (MacKay et al., 1995;
Stamm et al., 1982). Another IOM committee that examined the future of primary
care concluded that the current system of clinical training for health care profes-
sionals is inadequate in preparing effective primary care professionals (IOM,
1996b). That committee recommended that clinical training be based on a com-
mon core set of clinical competencies, regardless of their disciplinary back-
ground, to be defined by a coalition of educational and professional organizations
and accrediting bodies. New advances in information technology, such as the
Internet and telemedicine, may prove to be important facilitators of training and
education. Information technology, for example, has enabled many primary care
clinicians to learn new skills or improve current practice through distance learn-
ing activities such as televised courses.

15This performance measurement tool is utilized primarily by employers and other purchasers of
health care to compare and evaluate large managed care organizations and has great potential for
monitoring STD-related services among such health plans.
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FUNDING OF SERVICES

Funding for state and local health department activities in STD prevention
comes from the CDC through cooperative agreements, and from state and local
governments. Reimbursement for STD-related services in the private sector comes
from third-party reimbursement, such as private health insurance and Medicaid.
Community-based health facilities such as family planning clinics and commu-
nity health centers receive federal and other support to provide STD-related care.
Local health departments only receive reimbursement for services provided by
public STD clinics to persons with private insurance to the extent allowed by law
or under written contract.

Using some broad assumptions regarding public funding for prevention and
research activities and state and local contributions to STD-related services, the
committee estimates that the total national public investment in STD prevention
in federal fiscal year 1995 was approximately $230.8 million and that an addi-
tional $105.4 million was invested in biomedical and clinical STD research.'6
Comparing these estimates to the estimated total costs of selected STDs (approxi-
mately $10 billion), the total costs associated with STDs in the United States in
1994 were approximately 43 times the total national public investment in STD
prevention and 94 times the total national investment in STD-related research
(Figure S-2). State and local governments vary widely in their financial support
for STD-related programs.

Current legislative proposals seek to consolidate some federal categorical
programs, including STD programs, into block grants to the states. Proponents of
block grants argue that categorical funding has forced programmatic rigidity and
excess administrative costs upon local programs, thereby restraining innovation
and local flexibility. Opponents of consolidating STD funding into a block grant
along with other public health programs believe that STDs will suffer in compe-
tition with less controversial public health problems or other state priorities,
because STD programs have traditionally weak political constituencies and can-
not compete with programs that have powerful constituencies. In addition, allow-
ing states to set funding allocations would increase the already wide variability in
STD programs among the states because some states may seriously neglect STD
programs.

CONCLUSIONS AND RECOMMENDATIONS

The committee concludes that an effective national system for STD preven-
tion currently does not exist and, as a result, STDs are a severe health burden in

16Further details regarding the methods for estimating the costs of STDs and national investments
in STD prevention are presented in Chapters 2 and 5 of the full report.
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The estimated total costs associated with STDs were more than 43
and 94 times greater than the national public investment in
STD prevention and control, and research, respectively, in 1994
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FIGURE S-2 Comparison of estimated annual direct and indirect costs for selected
STDs and their complications in 1994 versus national investment in STD prevention and
research in federal fiscal year 1995. NOTE: The estimate for investment in STD preven-
tion provided here represents public funding for all interventions, behavioral, curative, or
otherwise, that are needed to reduce the spread of infection in a population. SOURCES:
Total cost of illness estimate was calculated by the IOM Committee on Prevention and
Control of STDs; estimate of federal, state, and local investment in STD prevention was
based on unpublished data from the CDC, Division of STD Prevention, 1996; and esti-
mate of national investment in research was based on unpublished data from the National
Institutes of Health, 1996.

the United States. Many components of an effective system need to be redesigned
and improved through innovative approaches and closer collaborations. In addi-
tion, programs that address important gaps in the current fragmented system of
services have not yet been designed and implemented. The committee’s recom-
mendations are outlined below and presented in complete detail in Chapter 6 of
the full report.
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In formulating a strategy to prevent STDs, the committee developed the
following vision statement to guide its deliberations.

Vision
An effective system of services and information that sup-
ports individuals, families, and communities in preventing
STDs, including HIV infection, and ensures comprehensive,
high-quality STD-related health services for all persons

This vision and the committee’s proposed model for improving STD preven-
tion are founded on a multifaceted approach to STD prevention, shared responsi-
bility and active participation by individuals and the community, coordination of
related programs, and adequate resources and support for implementation (Figure
S-3).

To realize this vision, the committee recommends that:

¢ An effective national system for STD prevention be established in the
United States.

The committee envisions a system based on national policy, coordinated at
all levels, and composed of local, state, and national prevention programs. A
national system is essential because STDs are a threat to the nation’s health,
because many interventions are most effectively or efficiently developed and
implemented at the national level, and because STDs do not recognize geo-
graphic borders.

To establish a national system for STD prevention, the committee rec-
ommends four major strategies for public and private sector policymakers
at the local, state, and national levels:

1. Overcome barriers to adoption of healthy sexual behaviors.

2. Develop strong leadership, strengthen investment, and improve in-
formation systems for STD prevention.

3. Design and implement essential STD-related services in innovative
ways for adolescents and underserved populations.

4. Ensure access to and quality of essential clinical services for STDs.

Before describing the recommended tactics for these four strategies, the
committee makes the following recommendations regarding two important con-
cepts that need to be incorporated into a national strategy to prevent STDs: the
impact of STDs on HIV transmission and the impact of STDs on cancer.
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FIGURE S-3 A model for
community and individual
roles and responsibilities in
STD prevention.

Roles and Responsibilities of:

Community

Individuals

Promote healthy behaviors

» promote delay in onset of sexual intercourse for adolescents

» promote safer sex behaviors

» promote use of and increase access to barrier methods (e.g.,
condoms)

Increase public awareness and knowledge of STDs and their
symptoms and consequences

 reduce unbalanced mass media messages

« provide health information and access to resources
 promote health-care-seeking behavior for symptoms of STDs

Reduce prevalence of contributing social factors and other bharriers
to STD prevention

 reduce substance use, sexual abuse, and other contributing factors
 address fundamental social problems

Reduce prevalence of sexually transmitted infections in population
« reduce prevalence in "core" transmission groups

« screen and treat high-risk groups

« conduct partner notification and follow-up treatment

 improve vaccination coverage for STDs (i.e., hepatitis B vaccine)

Improve access to health care
 provide universal access

« develop capacity to deliver care

* minimize barriers to care

» promote early health-seeking behavior

Improve diagnosis and treatment of STDs

« improve diagnostic test characteristics

« provide laboratory services

« develop new treatments and improve existing treatments
« improve training of health professionals

Improve effectiveness and access to essential biomedical
interventions for STDs

 improve effectiveness of barrier methods
« develop and implement vaccines and other biomedical interventions

Improve the knowledge base

» improve surveillance and information systems
* improve behavioral and biomedical research

Avoid high-risk behavior

« seek health information

« delay onset of sexual intercourse

« reduce number of partners

« avoid high-risk sexual practices

« avoid high-risk partners

« avoid drug and other substance use

 use condoms consistently and other barrier
methods and microbicides as appropriate

Seek medical care promptly for
symptoms of STDs

Reduce likelihood of infecting partners

« assist in partner notification and follow-up
« avoid sexual intercourse until cured
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¢ Improved prevention of STDs should be an essential component of a
national strategy for preventing sexually transmitted HIV infection.

* Government agencies and private organizations concerned with can-
cer prevention should support STD prevention activities as an important
strategy for prevention of STD-related cancers.

Strategy 1: Overcome barriers to adoption of healthy
sexual behaviors.

Barriers to effective STD prevention efforts include biological, social, and
structural factors. One of the primary obstacles is this country’s reluctance to
openly confront issues regarding sexuality and STDs. Failure to acknowledge
and discuss sexuality impedes STD education programs, open communication
between parents and their children and between sex partners, balanced messages
from mass media, education and counseling activities of clinicians, community
activism for STDs, and behavioral research.

Catalyzing Change Through Open Discussion and Promoting Awareness and
Balanced Mass Media Messages

A new social norm of healthy sexual behavior should be the basis for long-
term prevention of STDs. This is because in one way or another all interventions
to prevent STDs are partly dependent on, and must be integrated with, healthy
behaviors. In order for societal norms regarding sexual behavior to change, open
discussion of and access to information regarding sexual behaviors, their health
consequences, and methods for protecting against STDs must occur. Therefore,
the committee believes that a significant national campaign to foster social change
toward a new norm of healthy sexual behavior in the United States is necessary.
An independent entity is needed to promote a social norm of healthy sexual
behavior because, based on experience with past initiatives, limitations on gov-
ernment agencies regarding public education programs related to sexuality are
particularly problematic.

Lack of awareness regarding STDs and misperception of individual risk and
consequences are major barriers to healthy sexual behavior, especially among
adolescents and young adults. Lack of open communication and information
regarding sexuality and STDs fosters misperceptions and may actually encourage
high-risk sexual behaviors. Increased awareness regarding STDs should result in
increased individual motivation to prevent STDs and should improve the detec-
tion and management of STDs by clinicians. A national campaign to increase
public and health care provider awareness of STDs requires active participation
of both private and public agencies and organizations to succeed.

Despite their current lack of involvement in promoting healthy sexual behav-
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iors, the mass media can be extremely powerful allies in efforts to prevent STDs
by increasing knowledge and changing behavior. Mass media messages that
promote healthy sexual behaviors will facilitate needed changes in social norms
regarding sexual behaviors because mass media help define these norms. Chil-
dren and adolescents are particularly exposed and susceptible to explicit and
implicit messages in such media. Many adolescents are not receiving appropriate
information regarding STDs and sexual behavior from their parents or other
sources. Therefore, mass media companies should disseminate information re-
garding STDs and healthy sexual behaviors, including delaying sexual inter-
course and using condoms, with a special focus on reaching adolescents and
young adults. Comprehensive public health messages regarding STDs, including
HIV infection; sexual abuse; and unintended pregnancy are essential.

With respect to the above issues, the committee makes the following recom-
mendations:

* An independent, long-term, national campaign should be established
to (a) serve as a catalyst for social change toward a new norm of healthy
sexual behavior in the United States; (b) support and implement a long-term
national initiative to increase knowledge and awareness of STDs and pro-
mote ways to prevent them; and (c) develop a standing committee to func-
tion as an expert resource and to develop guidelines and resources for incor-
porating messages regarding STDs and healthy sexual behaviors into all
forms of mass media.!”

e Television, radio, print, music, and other mass media companies
should accept advertisements and sponsor public service messages that pro-
mote condom use and other means of protecting against STDs and unin-
tended pregnancy, including delaying sexual intercourse.

Improving Professional Skills in Sexual Health Issues

It is important that clinicians, educators, and other professionals develop
knowledge and awareness of sexual health issues and become comfortable dis-
cussing them. This will enable clinicians to utilize clinical opportunities to effec-
tively counsel patients regarding healthy sexual behaviors, and therefore improve
clinical care for STDs. Communicating effectively with patients regarding sexual
health is a particularly critical skill for clinicians and other professionals, but
most are not adequately trained in communication and counseling skills.

With respect to the above issues, the committee makes the following recom-
mendation:

17This recommendation condenses three recommendations presented in Chapter 6 of the full re-
port.
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¢ The Health Resources and Services Administration, health profes-
sional schools and associations, and schools and associations for training
educators should support comprehensive sexuality training for health care
professionals, educators, and researchers in order to increase their comfort
working with sexual health issues and to increase their effectiveness in sexual
behavior counseling.

Supporting Sexual Health Behavior Research

Population-based surveys and studies of STD-related health behaviors are
critical for monitoring population trends in health behaviors, developing effec-
tive interventions, and evaluating program effectiveness. Such research, how-
ever, have been severely criticized by some policymakers and interest groups.
This committee, while recognizing the sincere concerns expressed, strongly be-
lieves that research regarding STD-related health behaviors, especially among
adolescents, is critical to STD prevention. Federal funding and support for sexual
health behavior research is essential. The committee found no evidence that
asking questions regarding sexual activity increases sexual activity among survey
respondents. Restrictions on collecting behavioral information from adolescents
would seriously jeopardize behavioral research and the ability to prevent high-
risk behaviors among adolescents. The committee also believes that the objectiv-
ity and integrity of the peer-review process for scientific research should be
protected.

With respect to the above issues, the committee makes the following recom-
mendation:

¢ The National Institutes of Health and other federal agencies should
continue to support research on health behaviors, including sexual behav-
iors, and their relationship to STDs.

Strategy 2. Develop strong leadership, strengthen in-
vestment, and improve information systems for STD
prevention.

Developing Leadership and Catalyzing Partnerships

To build an effective national system, highly visible and strong leadership
and support are needed from both the public and private sectors, and especially
from elected officials. Among public agencies, the Department of Health and
Human Services, especially the CDC, and state and local health departments have
critical leadership roles. The public sector must continue to play a major role in
preventing STDs, but does not have the resources or the organizational reach to
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fully implement a national system of STD-related services. The private sector
must therefore take more responsibility.

The barriers to an effective national system for STD prevention are found in
government, private sector organizations, and political factors and social norms.
Overcoming these barriers is a challenge that requires the active participation of
all levels of government, the private health care sector, businesses, labor leaders,
the mass media, schools, and many community-based organizations. In develop-
ing and implementing a national system for STD prevention, it is important that
stakeholders be involved in all steps of the process; however, a formal mecha-
nism for collaboration among agencies and organizations does not exist. There-
fore, a neutral forum is needed to maximize the range of participants and to
catalyze the collaborative process.

With respect to the above issues, the committee makes the following recom-
mendations:

e Private sector organizations and clinicians should assume more lead-
ership and responsibility for STD prevention.

¢ Federal, state, and local governments, through the leadership of their
respective health agencies, should ensure that all persons have access to
comprehensive, high-quality STD-related services.!®

* Anindependent, long-term national roundtable should be established
as a neutral forum for public and private sector agencies and organizations
to collaboratively develop and implement a comprehensive system of STD-
related services in the United States.

Strengthening Investment

To establish an effective system of STD prevention, a substantially greater
investment from both the public and private sectors is needed. The current na-
tional public investment in STD prevention is not commensurate with the health
and economic costs of STDs. As mentioned previously, the committee estimates
that only $1 is invested in STD prevention for every $43 spent on the STD-
associated costs every year. Similarly, only $1 is invested in biomedical and
clinical research for every $94 in STD-related costs. Investing in preventive
services and research will avert substantial human suffering and save billions of
dollars in treatment costs and lost productivity. Additional funding for STD
prevention should come from local, state, and federal governments and from the
private sector. Private health plans, in particular, need to increase support for

18This recommendation condenses three recommendations presented in Chapter 6 of the full re-
port.
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STD-related services that benefit their enrolled population and ultimately benefit
the health plan’s financial status. In addition, because STDs are emerging infec-
tions and a global public health problem, the United States has a national interest
in preventing STDs worldwide. Despite the problems in the current system of
categorical funding for STDs, moving to a system of block grants would have a
devastating impact on STD prevention because STDs will fare poorly in compet-
ing with other more visible and “acceptable” health conditions for funding.

With respect to the above issues, the committee makes the following recom-
mendations:

¢ Federal, state, and local elected officials should provide additional
funding for STD prevention.

¢ The CDC should retain and immediately redesign categorical fund-
ing for STD programs.

¢ The federal government, through the Department of Health and Hu-
man Services and the U.S. Agency for International Development, and inter-
national organizations, such as the World Health Organization and the
World Bank, should provide resources and technical assistance to global
efforts to prevent STDs.

Improving Surveillance and Other Information Systems

National surveillance and other information systems for STDs are important
in monitoring and evaluating a national system for prevention. Data from these
information systems are critical to long-term program planning as well as to day-
to-day management of programs. The current surveillance system needs enhance-
ment because it does not give accurate estimates of disease incidence. This is
because not all persons with STDs seek medical care and because many clinical
encounters with health care professionals, especially in private sector settings,
are not reported. It is critical that a systematic, comprehensive evaluation of the
national surveillance system be conducted to describe the attributes of the system
and to provide guidance for future improvements. STD surveillance systems
should include and link information from public sector, community-based, and
private health care professionals. Special emphasis should be placed on educating
clinicians about reporting and on collaborating with and collecting data from
private sector providers, including health plans.

With respect to the above issues, the committee makes the following recom-
mendations:

e The CDC should lead a coordinated national effort to improve the

surveillance of STDs and their associated complications and improve the
monitoring of STD prevention program effectiveness.
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¢ Federal, state, and local STD programs should encourage and pro-
vide technical assistance to employers and other purchasers of health care
(including Medicaid programs), managed care organizations and other
health plans, and other health care professionals to develop and utilize infor-
mation systems that effectively integrate preventive services performance
data with community health status indicators and STD program data.

¢ STD-related performance measures should be included in the Health
Plan Employer Data Information Set (HEDIS) and other health services
performance measures to improve quality-assurance monitoring of STDs.

Strategy 3: Design and implement essential STD-related
services in innovative ways for adolescents and under-
served populations.

Adolescents and underserved populations require special emphasis in an
effective national system for STD prevention because they are at high risk for
STDs and they do not have adequate access to STD-related services. Innovative
methods for delivering STD-related services to such populations should immedi-
ately be designed and implemented because these groups are difficult to reach
through traditional clinical settings and approaches.

Focusing on Prevention

A national strategy for STDs should emphasize prevention because averting
illness is desirable, many STDs are incurable, and STD-related complications
may be irreversible. Effective prevention programs are usually the result of ex-
tensive research and evaluation and continuous quality improvement. They should
be regularly modified based on the epidemiology of STDs and continuous evalu-
ation of programs. Prevention-related research allows program managers and
policymakers to maximize the effectiveness of interventions and available re-
sources. Areas of prevention-related research that should be emphasized include
determinants of sexual behavior and sustained behavior change; determinants of
initiation of sexual intercourse among adolescents; influence of social and other
community-related factors on risk of STDs; interventions to improve condom use
and reduce high-risk behaviors; effectiveness of sexual risk behavior assessment
and counseling; biomedical interventions such as vaccines that do not rely prima-
rily on individual behavior; female-controlled prevention methods; cost effec-
tiveness of interventions; methods for preventing STDs among disenfranchised
populations; interventions for preventing STDs among persons of all sexual ori-
entations; and methods to assess prevention program effectiveness.

With respect to the above issues, the committee makes the following recom-
mendations:
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e The National Institutes of Health and the CDC should continue to
support and expand both basic and applied research in STD prevention.

e The National Institutes of Health, the Food and Drug Administra-
tion, and pharmaceutical, biotechnology, and medical device companies
should collaboratively develop effective female-controlled methods for pre-
venting STDs.

Focusing on Adolescents

Although many of the severe health consequences of STDs manifest them-
selves among adults, these complications usually result from infections acquired
or health behaviors initiated during adolescence. By the twelfth grade, nearly 70
percent of adolescents have had sexual intercourse, and approximately one-quar-
ter of all students have had sex with four or more partners. Therefore, a national
strategy to prevent STDs needs to focus on adolescents. The committee believes
that adolescents should be strongly encouraged to delay sexual intercourse until
they are emotionally mature enough to take responsibility for this activity. How-
ever, most individuals will initiate sexual intercourse during adolescence, and
they should have access to information and instruction regarding STDs (includ-
ing HIV infection) and unintended pregnancy and methods for preventing them.

Many school-based programs and mass media campaigns are effective in
improving knowledge regarding STDs and in promoting healthy sexual behav-
iors, and these two interventions should be major components of an STD preven-
tion strategy. The committee believes that there is strong scientific evidence in
support of school-based programs for STD prevention, that adolescence is the
critical period for adopting healthy behaviors, and that schools are one of the few
venues available to reach adolescents. Given the high rates of sexual intercourse
among adolescents and the significant barriers that hinder the ability of adoles-
cents to purchase and use condoms, condoms should be available in schools as
part of a comprehensive STD prevention program. There is no evidence that
condom availability or school-based programs for sexuality or STD education
promote sexual activity.

STD-related clinical services for adolescents, including hepatitis B immuni-
zation, should be expanded through school and student health clinics, because
adolescents are less likely than adults to have health insurance and they infre-
quently use regular health care facilities. Adolescents who are not enrolled in
school also need access to clinical services. Because confidentiality is a major
concern for adolescents, they should be able to consent to STD-related services
without parental knowledge.

With respect to the above issues, the committee makes the following recom-
mendations:

* A major part of a national strategy to prevent STDs should focus on
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adolescents’ and interventions should begin before sexual activity is initi-
ated, which may be before adolescence is reached. Interventions should fo-
cus on preventing the establishment of high-risk sexual behaviors.

e All health plans and health care providers should implement policies
in compliance with state laws to ensure confidentiality of STD- and family
planning-related services provided to adolescents and other individuals.

e All school districts in the United States should ensure that schools
provide essential, age-appropriate STD-related services, including health
education, access to condoms, and readily accessible and available clinical
services, such as school-based clinical services, to prevent STDs.

e All health plans, clinicians, and publicly sponsored health clinics
should provide or arrange for hepatitis B immunizations for their infant,
adolescent, and adult patients according to the Advisory Committee on Im-
munization Practices (ACIP) guidelines. Given the difficulty in reaching
adolescents in health care settings, public health officials should ensure that
adolescents who are not immunized in health care settings are immunized
through school-based or other community programs.

Establishing New Venues for Interventions

Although services for disenfranchised groups, including substance users, sex
workers, the homeless, prisoners, and migrant workers, do not have popular
support, these populations represent reservoirs of infection for the entire commu-
nity. Innovative methods and alternate venues for intervention are needed be-
cause these groups are difficult to reach through traditional health care settings.
Nontraditional venues for delivering STD-related services, such as prisons, drug
treatment clinics, the streets, and other sites where high-risk persons gather, are
appropriate sites for preventive services. Health departments should establish
linkages with programs that serve populations at high risk for STDs, and govern-
ment agencies should coordinate their various STD-related programs because the
lack of coordination and unevenness of services have resulted in critical gaps in
service coverage. To contain persisting epidemics of STDs among disenfran-
chised persons, new biomedical, epidemiological, and behavioral tools should be
developed collaboratively by the public and private sector.

With respect to the above issues, the committee makes the following recom-
mendations:

¢ Federal, state, and local agencies should focus on reducing STDs
among disenfranchised populations (e.g., substance users, persons in deten-
tion facilities, sex workers, the homeless, migrant workers).

¢ Prisons and other detention facilities should provide comprehensive
STD-related services, including STD prevention counseling and education,
screening, diagnosis and treatment, partner notification and treatment, and
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methods for reducing unprotected sexual intercourse and drug use among
prisoners.

e The National Institutes of Health, the Food and Drug Administra-
tion, and the CDC should work with pharmaceutical and biotechnology
companies to develop improved STD diagnostic tools (e.g., rapid saliva and
urine tests) that are suitable for use in nontraditional health care settings
(e.g., prisons, mobile clinics, the streets).

Strategy 4: Ensure access to and quality of essential
clinical services for STDs.

Both public and private sector clinical services for STDs are currently frag-
mented, inadequate, and sometimes of poor quality. This situation leads to cover-
age gaps, inadequate access to services, and ineffective clinical care.

Ensuring Access to Services in the Community

Access to services is facilitated by expanding the availability of STD-related
services through primary care and by coordinating services at the local level.
Universal and timely access to curative and preventive services are supported by
eliminating financial barriers to obtaining health services, minimizing other bar-
riers, ensuring that patients are not stigmatized, and ensuring that services are
culturally appropriate. Given the broad spectrum of risk groups, access to STD-
related services in multiple settings—including private sector clinics, family plan-
ning clinics, prenatal clinics, adolescent and school-based clinics, HIV clinics,
community health centers, and other settings not traditionally targeted by STD
programs—is important. STD-related services need to be incorporated into pri-
mary care because primary care fosters ongoing relationships between the clini-
cian and the individual, increasing the likelihood of effective preventive interven-
tions and early detection of STDs. In addition, incorporating STD-related services
into primary care may increase access to and improve quality of STD-related
care.

Each community has responsibility for ensuring universal access to com-
prehensive STD-related services. However, because communities differ widely
in their health needs and capacity to support a system of STD-related services, the
organization of community STD-related services should be tailored to local needs
and conditions. Depending on local situations, health departments should incor-
porate STD-related services into public and private primary health care services.
Depending on epidemiologic patterns, health insurance coverage, population den-
sity, and other community characteristics, they may continue to support dedi-
cated public STD clinics, or may shift such services to community-based clinics
or the private sector.
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With respect to the above issues, the committee makes the following recom-
mendations:

e Comprehensive STD-related services should be incorporated into
primary care, including reproductive health services.

¢ Local health departments, with the assistance of the state health de-
partment and in consultation with the community, should determine how to
provide high-quality, comprehensive STD-related clinical services that meet
federal and state quality standards most effectively in their communities.

Improving Dedicated Public STD Clinics

There is wide variation in the quality, scope, accessibility, and availability of
services provided by dedicated public STD clinics, and these clinics need signifi-
cant improvement. Many local health departments operate dedicated public STD
clinics that are isolated from other public health and clinical services and for
which quality monitoring and assessment have not been priorities. The commit-
tee supports incorporating STD-related services in primary care settings, but it
also believes that dedicated public STD clinics should continue to be an impor-
tant component of STD prevention. In some situations these clinics are the pri-
mary providers of STD-related services for the uninsured and provide an impor-
tant focus for STD prevention in the community. In all cases, health departments
operating dedicated public STD clinics should ensure that these clinics collabo-
rate with community-based health clinics (including family planning clinics and
school-based programs), university and hospital medical centers, and private
sector health care professionals to improve access and quality of care. Standards
to maintain access to confidential services and to monitor quality should be
developed for STD-related services provided by public STD clinics, health plans,
and by public-private sector arrangements.

With respect to the above issues, the committee makes the following recom-
mendations:

e Based upon local conditions and health department determination,
dedicated public STD clinics should continue to function as a ‘“‘safety net”
provider of STD-related services for uninsured and disenfranchised persons
and for those who prefer to obtain care from such clinics.

¢ The CDC, in collaboration with state and local health departments,
should ensure that services provided by dedicated public STD clinics are of
high quality.

¢ Health professional schools, including schools of medicine, nursing,
and physician assistants, should partner with a local health department for
purposes of STD clinic staffing, management, and professional training.
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Involving Health Plans and Purchasers of Health Care

The committee believes that if certain concerns are adequately addressed,
there is substantial potential for managed care to improve the quality of and
access to STD-related services. Compared with other health plans, the structure
and resources of most managed care organizations allow for improved coordina-
tion and integration of care, accountability of services, incentives to provide
preventive services, and monitoring of service quality. However, the current
performance of managed care in STD prevention has not yet lived up to its
potential. With very few exceptions, STDs are not high priorities among health
plans, and few are involved in activities to prevent STDs in the larger community
beyond plan members. Managed care organizations and other health plans should
take on more responsibility for providing STD prevention services, both among
plan members and in the community in which they operate. By supporting such
activities among plan members and the community, significant health care costs
associated with serious complications of STDs will be averted; health plan mem-
bers will be less likely to be exposed to infected partners or to acquire reinfections;
and long-term complications of STDs will be prevented among current and future
plan members in the community. Employers, government agencies, and other
purchasers of health care services are vital to ensuring that health plans provide
comprehensive, high-quality STD-related services. Health plans should develop
collaborative agreements with local public health agencies that include payment
for public sector STD-related services utilized by their enrollees. Most local
health departments have not developed billing arrangements with health plans;
since most public sector providers are not in managed care networks, their ser-
vices are considered to be “out of plan” and not reimbursable.

With respect to the above issues, the committee makes the following recom-
mendations:

¢ Health plans should provide for or cover comprehensive STD-related
services, including screening, diagnosis and treatment, and counseling re-
garding high-risk behavior for plan members and their sex partners, regard-
less of the partners’ insurance status.

¢ Federal, state, and local health agencies should educate employers,
Medicaid programs, and other purchasers of health care regarding the broad
scope and impact of STDs and the effectiveness of preventive services for
STDs.

¢ Health plans, including managed care organizations, should develop
collaborative agreements with local public health agencies to coordinate
STD-related services, including payment for STD-related services provided
to plan enrollees by public sector providers, including public STD clinics.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/5702.html

exually Transmitted Diseases, Summary

40 THE HIDDEN EPIDEMIC

Improving Training and Education of Health Care Professionals

Well-trained primary care clinicians are essential for effective STD diagno-
sis and treatment. The current system of clinical training for health care profes-
sionals, however, is inadequate in preparing clinicians to effectively manage
patients with STDs. Inadequate professional training contributes to the wide-
spread tendency of clinicians to oversimplify and underestimate the importance
of STDs. Familiarity with population-based health promotion and disease pre-
vention techniques, skills in evidence-based clinical decision making, and patient
communication skills are all essential for every clinician. STD training programs
should be expanded at the primary care level to improve clinician skills in both
public and private settings to effectively prevent, diagnose, and treat patients with
STDs. Other factors that influence a clinician’s ability to provide comprehensive
services, including practice format constraints, also need to be addressed.

With respect to the above issues, the committee makes the following recom-
mendation:

¢ The training of primary care providers should be improved by focus-
ing on core clinical competencies, expanding training opportunities, gaining
additional federal support, and monitoring and improving STD-related edu-
cation.!”

Improving Clinical Management of STDs

Major components of effective clinical management of STDs include screen-
ing, diagnosis and treatment, risk reduction counseling and education, identifica-
tion and treatment of partners, and access to quality laboratory services for STDs.
Screening allows for the detection of infected persons who would otherwise
remain undetected, develop complications of STDs, and transmit the infection to
their sex partners. Screening for STDs is cost-effective and sometimes cost-
saving. Some screening programs, however, such as mandatory premarital testing
for syphilis, are not cost-effective and contribute little to STD prevention. There-
fore, screening should be appropriately focused and should be based on surveil-
lance data and knowledge of the populations or prevalence of STDs. Screening
programs for STDs such as chlamydial infection need to be expanded, because
such programs can dramatically reduce rates of STD-related complications. Fam-
ily planning clinics, prenatal clinics, and other settings where obstetric or gyneco-
logical care is available should screen and treat women and their partners for
STDs.

19This recommendation condenses a detailed recommendation presented in Chapter 6 of the full
report.
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With respect to the above issues, the committee makes the following recom-
mendations:

e All primary care providers, including managed care organizations
and other health plans, should implement the recommendations of the U.S.
Preventive Services Task Force and the CDC regarding clinical screening
and management of STDs.

o States that still have laws requiring premarital syphilis testing as a
condition for marriage licenses should repeal these laws.

National treatment guidelines for STDs help promote appropriate therapy for
STDs. However, because there is limited awareness of and compliance with these
guidelines, especially among private sector health care professionals, such guide-
lines should be more widely disseminated. Single-dose therapy for bacterial STDs
is important in preventing STDs because it averts the problems of ineffective
treatment associated with the failure of infected individuals to return for subse-
quent treatment or to take multiple doses of drugs.

With respect to the above issues, the committee makes the following recom-
mendations:

e All clinicians should follow STD treatment guidelines recommended
by the CDC and national medical professional organizations.

¢ Single-dose therapy for bacterial and other curable STDs should be
available and reimbursable in all clinical settings where STD-related clinical
care is routinely provided to populations in which treatment compliance or
follow-up are problems.

Risk reduction counseling and education of patients during routine clinical
encounters and during evaluations for potential STDs is an important component
of clinical management. Focused counseling in both specialized and general
clinical settings has substantial potential for changing STD-related behaviors,
particularly for adolescents and other high-risk groups. Major barriers that hinder
clinicians from providing counseling that need to be addressed include inad-
equate training in counseling, lack of time allocated for counseling, and lack of
reimbursement for such services.

With respect to the above issues, the committee makes the following recom-
mendation:

e All health care professionals should counsel their patients during
routine and other appropriate clinical encounters regarding the risk of STDs
and methods for preventing high-risk behaviors. Counseling for STDs, in-
cluding HIV infection, should be reimbursed without copayments or other
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financial disincentives by Medicaid programs, managed care organizations,
and other health plans.

Current methods of partner notification are inefficient and extremely re-
source-intensive and should be redesigned. The optimal combination of activities
that are most effective in reaching partners at risk for STDs will vary depending
on the local epidemiology of STDs, available staff and other resources, and the
spectrum of local health care professionals providing STD-related care. STD
programs need to develop new strategies and techniques for community outreach
in partnership with other professionals rather than relying solely on public sector
staff.

With respect to the above issues, the committee makes the following recom-
mendation:

e State and local health departments, with the assistance of the CDC,
should redesign current partner notification activities for curable STDs in
public health clinics to improve outreach, mobilize public health staff in new
ways, and enlist support from community groups or other programs that
provide services to high-risk populations.

Partner diagnosis and treatment should be provided as part of standard STD-
related care, regardless of the clinical setting. The committee believes that health
plans and clinicians have an ethical and public health obligation to ensure that sex
partners of infected patients are appropriately identified, screened, and treated,
regardless of health insurance status. This belief is based on the concept that
health plans have a responsibility to improve the health of the communities from
which they draw their revenue and that treating partners is in both the short- and
long-term interest of the health plan. By treating partners, health plan members
will not return with reinfections and the reservoir of infection in the community
will be reduced.

With respect to the above issues, the committee makes the following recom-
mendations:

e All health plans and clinicians should take responsibility for partner
treatment and provide STD diagnosis and treatment to sex partners of plan
members or others under their care as part of standard clinical practice.
Diagnosis and treatment of partners should be reimbursable by third-party
payers, including Medicaid, or by the partner’s health plan if he or she is
insured.

e Public sector laboratories should be reimbursed for STD-related labo-
ratory tests performed on persons who have private health insurance cover-
age.
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CONCLUDING STATEMENT

STDs are hidden epidemics of enormous health and economic consequence
in the United States. They are hidden because many Americans are reluctant to
address sexual health issues in an open way and because of the biologic and
social characteristics of these diseases. All Americans have an interest in STD
prevention because all communities are impacted by STDs and all individuals
directly or indirectly pay for the costs of these diseases. STDs are public health
problems that lack easy solutions because they are rooted in human behavior and
fundamental societal problems. Indeed, there are many obstacles to effective
prevention efforts. The first hurdle will be to confront the reluctance of American
society to openly address issues surrounding sexuality and STDs. Despite the
barriers, there are existing individual- and community-based interventions that
are effective and can be implemented immediately. That is why a multifaceted
approach is necessary at both the individual and community levels.

To successfully prevent STDs, many stakeholders need to redefine their
mission, refocus their efforts, modify how they deliver services, and accept new
responsibilities. In this process, strong leadership, innovative thinking, partner-
ships, and adequate resources will be required. The additional investment re-
quired to effectively prevent STDs may be considerable, but it is negligible when
compared with the likely return on the investment. The process of preventing
STDs must be a collaborative one. No one agency, organization, or sector can
effectively do it alone; all members of the community must do their part. A
successful national initiative to confront and prevent STDs requires widespread
public awareness and participation and bold national leadership from the highest
levels.
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