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Editorial: Family Planning, Sexually Transmitted Diseases, and
the Prevention ofAIDS-Divided We Fail?

Sexual activity is a basic, if not
obligate, antecedent of sexual transmis-
sion of both sperm and microorganisms.
These two conjoined consequences have
spawned three disjoined services, namely,
family planning clinics, clinics for sexually
transmitted diseases (in practice, limited
to those who are immediately treatable),
and a host of ad hoc services purportedly
aimed at preventing the sexual transmis-
sion of the human immunodeficiency
virus (HIV). These typically function
independently of one another. Might not
a naive observer ask if two or even one of
these agencies could comfortably com-
bine these three functions, and, in doing
so, gain in efficiency and effectiveness?

Contraception has always been the
province of family planning clinics. These,
growing under the wing of ardent advo-
cates like Margaret Sanger since the
1920s, developed into agencies outside
the mainstream of health and curative
services. That independence may well, at
different times and places, have secured
their survival despite swings in political
opposition and the hostility of some
religious groups toward pregnancy preven-
tion and spacing. Family planning is a
movement as well as a service, focusing
almost entirely on its own mission. Admit-
tedly, some movement members have

advocated an expanded focus on reproduc-
tive health or, even beyond that, on the
health of women. The assumption of
responsibility for reproductive health, how-
ever, would properly require provision for
the inclusion of services for men. Among
both staff and clientele, men are largely
absent in these clinics. Nor are most
clinics equipped to serve all the health
needs ofwomen.

Diagnosis and treatment of diseases
known to be sexually transmitted and
treatable are the domain of special clinics,
the second class of service. These too are
often located in space separated from
generic health services, and are generally
administered directly by public health
departments. Such assignments of place
and responsibility, one might think, de-
notes an emphasis on the primary preven-
tion of these transmissible diseases.

In practice, the focus tends to be on
the more immediate matters of effective
diagnosis and treatment. Health educa-
tion and a reaching out into communities
are lesser commitments. These activities
extend to giving out male condoms and,
with varying degrees of emphasis and
success, advising patients to urge their
contacts to come for treatment. But
contact tracing and follow up are gener-
ally limited to certain categories of patient

and are seldom thorough. Despite their
public health status, many clinics thus
provide a service that emphasizes the
medical model and, at best, secondary
prevention. The patient comes with a
problem and is treated, then sent on his
way. Also, one cannot but observe that, in
ironic contrast to the family planning
clinics, sexually transmitted disease clinics
predominantly serve men. These diseases
affect at least as many women as men and
cause more serious morbidity in women
than in men.

Services that seek the prevention of
HIV are the third arm of the trio. On the
one hand, like services for family plan-
ning, they are a product of a social
movement. On the other hand, like the
sexually transmitted disease clinics, they
often are the creation of public health
departments and are seen to be their
responsibility. A wide range of agencies-
voluntary, nongovernment and govern-
ment, ad hoc social and religious groups-
are involved in the prevention of HIV
transmission. What is remarkable, and the
occasion for this commentary, is the very
small contribution to these efforts made
by family planning clinics and the sexually
transmitted disease clinics.

The reasons for the disjunction and
separateness of these services probably
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can be found in the varied history of their
origins. Hence we may ask: Is the separa-
tion for the benefit of service users? For
the convenience of professional care
givers and agency staff? Because of
budgetary constraints? These are each
researchable questions; but ultimately, we
are concerned with more general ques-
tions. Does separation reduce the effec-
tiveness of each class of service? Does it
distort their overall mission? And, if the
agencies are working well, why interfere?

These questions put the onus on the
critic. What is the evidence for overlaps
and gaps, for instance? Three pointers are
proposed. The first, already mentioned
above, is the patent neglect of both
prevention and treatment of sexually
transmitted diseases (including HIV) in
women. Such neglect is a matter of
concern, forwe know that delay in seeking
treatment is associated with longlasting
morbidity, sterility, and even mortality,
and of course with transmission to part-
ner. Not to encourage women to seek
timely treatment nor to document their
diseases in an integrated way surely is a
failure of mission for all three classes of
agency.

If existing sexually transmitted dis-
ease clinics are unattractive to women, an
explanation often advanced for their
failure to attend there, is this not an
implicit criticism of management? (And a
failure, too-women vote with their feet,
so to speak.) If personnel do not have

sensitivity to the needs of women, should
they not be better trained? If, apart from
treatment, women are supplied only with
condoms and given, at the most, superfi-
cial education in self-protection, and no
information on physical or chemical barri-
ers other than the male condom, is this
not again a failure of mission?

Now let us turn to family planning
clinics. Insofar as they confine their advice
to the use of those contraceptives that
provide no barriers to sexually transmit-
ted disease, i.e. hormonal methods and
intrauterine devices, they, too, are side-
stepping or ignoring a wider responsibil-
ity. Neither the training nor the philoso-
phy ofmost clinic personnel seems to have
convinced them to take on this added
role. In truth, there often is active
resistance, even hostility, to so doing.

For agencies focusing on the preven-
tion of HIV, the neglect of preventive
activity at sexually transmitted disease
clinics and family planning clinics in turn
deprives them of two natural bases of
operation. The clientele of each can be
described, in varying degrees, as at risk for
HIV. Moreover, the very services that
have for decades tried to provide sensitive
and intimate care to women fail, both by
not joining more fully in prevention of
sexually transmitted diseases and HIV,
and by failing to pass on their special skills
to others.

For each of these services, there are
admirable exceptions to these general

assertions. One example in Jamaica began
with a preliminary needs assessment at
family planning clinics, which in almost
every detail confirmed the general short-
comings sketched above. There followed
a systematic retraining of staff, the addi-
tion of missing skills and services, and
most important, also a satisfying reorienta-
tion of both facility and clients to a
broader set of goals.'

Without resort, then, to elaborate
trials of new systems, some exceptional
and exemplary agencies might be studied
and evaluated against the common run, to
test the validity of some of our basic
assumptions. Does integration achieve
higher client satisfaction and greater
economies? Improve prevention? And,
most of all, does it better achieve the
public health mission of protecting the
population from the unwanted conse-
quences of unguarded sexual activity?
The betting is that integration will contrib-
ute to all these desirable outcomes. It is
time, surely, to try, test, and so find
out. C

Zena Stein
Associate Editor
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Comment: The Dominant Role of Driver Behavior in Traffic Safety

The article by Hingson et al.1 in this
issue of the Journal reports reductions in
harm from traffic crashes associated with
a Saving Lives Program. This program
involves a set of initiatives all aimed at
influencing the behavior of drivers by such
means as speeding and drunk driving
awareness days, media campaigns, and
business information programs. The study
finds that the program generated a 25%
reduction in fatal crashes and a 42%
reduction in fatal crashes involving alco-
hol. The proportion of vehicles observed
speeding was cut in half.

The only other traffic-harm reduc-
tions of comparable magnitude are also
associated with changes in driver behav-
ior. Reducing the speed limit from 70 to
55 miles per hour reduced fatality rates on
US rural interstate roads by 34%,2 manda-
tory safety-belt wearing in the United
Kingdom reduced front-seat occupant

fatalities by 20%,3 and random breath
testing for alcohol in the Australian state
of New South Wales reduced driver
fatalities by 19%.2,4

In the 1970s, major studies in the
United States5 and the United Kingdom6
identified factors associated with large
samples of crashes. The research groups,
which were unaware of each other's
activities, obtained remarkably similar
findings. The US study found the road
user to be the sole factor in 57% of
crashes, the roadway in 3%, and the
vehicle in 2%; the corresponding values
from the UK study were 65%, 2%, and
2%, respectively. In nearly all cases, the
vehicular factor was in fact a vehicle
maintenance problem, such as bald tires
or worn brake linings. The road user was
identified as a sole or contributing factor
in 94% of crashes in the US study and in
95% of crashes in the UK study.

All the information above supports
the core traffic safety research finding that
changes in driver behavior offer, by far,
the largest opportunities for harm reduc-
tion. A clear hierarchy of factors can be
specified.2 Human factors are far more
important than engineering factors.
Among human factors, driver behavior
(what the driver chooses to do) has much
greater influence on safety than driver
performance (what the driver can do).
Among engineering factors, roadway engi-
neering has much greater influence than
automotive engineering. The fatality rates
on some road categories are 8 times that

Editores Note. This comment, submitted from
the author's home, reflects his personal views.
He is employed by General Motors Corpora-
tion.

See related article by Hingson et al. (p
791) in this issue.
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