
Editorials

Prevention of Sexually Transmitted Diseases:
The Need for Social and Behavioral Science
Expertise in Public Health Departments

The United States has the highest rates
of sexually transmitted diseases (STDs) in
the developed world, higher than for some
developing countries. 1,2 Half of the most
commonly reported infections in the United
States are STDs3; ofthe 10 leading reportable
diseases in 1995, 85% were STDs.4 A recent
study estimated that 15.3 million new cases
of bacterial and viral STDs occurred in 1996
at an annual cost of $8.4 billion.5

The term STD is used to describe
dozens of clinical syndromes and more than
30 bacterial and viral organisms.6 The
absence of regular STD screening for many
populations at high risk, coupled with the
asymptomatic nature ofmany STDs, results
in significant morbidity, particularly among
women.7 STDs may lead to cancer, infertil-
ity, ectopic pregnancy, spontaneous abor-
tion, stillbirth, and low birthweight for
infants.8

Individuals are at risk for STDs as a
result of their sexual behaviors, which are
shaped by social and environmental factors
in their communities. Individuals with
STDs are also at greater risk for acquiring
HIV9"10 Adolescents are at greatest risk for
infection because they are more likely to
have unprotected sex and multiple
partners." In addition, adolescent women
are even more biologically vulnerable to
infection than adult women.'2 Because
Americans are reluctant to discuss sexual
health, the scope and consequences of
STDs are largely unrecognized in the
United States.2

Working Togetherfor Prevention

Diseases, concludes that the epidemic of
STDs is fueled by lack of awareness among
the general public, lack of skills and taining
among health professionals, and the absence
of an effective national system for STD pre-

2vention. Underlying these problems are the
sociocultural taboos against frank and open
discussion of sexuality in our society. Despite
these formidable barriers, the report counsels
that STDs can be prevented through a combi-
nation of behavioral, biomedical, and struc-
tural interventions at the individual and com-
munity level. To be successful, such efforts
will require collaborative, multifaceted, inter-
disciplinary approaches that involve commu-
nity stakeholders, particularly to reach ado-
lescents and underserved populations. There
are currently few mechanisms in place to
support this type of collaboration.

Development of a truly comprehensive
national system will also require partnership
with the private sector, where most individu-
als receive treatment. A recent study of a
nationally representative sample found that
among individuals who reported having been
treated for an STD, only 5% sought care in a
publicly funded STD clinic.'3 Managed care
organizations offer the greatest potential in
the private sector for a comprehensive
approach to STD control but have demon-
strated little interest in the issue to date.
Leadership to develop these initiatives must
come from federal, state, and local public
health professionals. Public health agencies
are in the best position to work with commu-
nities toward creative prevention strategies
that focus on populations rather than individ-
uals, but these agencies frequently lack the
funding and technical skills to do so.

The Institute of Medicine's (IOM's)
landmark 1997 report, The Hidden Epi-
demic: Confronting Sexually Transmitted
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Lessons Learned From HIV
Prevention

Prevention of STDs can be enhanced
through the evaluation of research in HIV
prevention. Over the last decade and a half,
behavioral interventions for the prevention of
HIV at the individual and community level
have demonstrated increases in knowledge
and changes in self-reported sexual behaviors
that reduce the risk of HIV infection.'4"15
Individual-level interventions using small
group formats that focus on increasing skills
for condom use and skills in sexual commu-
nication have reduced HIV risk-taking
behaviors among a variety of high-risk adult
populations'6"17 and among adolescents.'820
Community-level interventions have also
shown promise for increasing community
support for reducing HIV risk behavior.21'22

This emphasis on behavioral approaches
has been driven largely by the absence ofbio-
medical solutions for the prevention and cure
of HIV Based on behavioral and social sci-
ence theory, these interventions have helped
to provide a scientific basis to guide the
development of HIV prevention approaches
at the federal level.23'24

The success of these interventions has
highlighted the relevance of behavioral and
social science to public health.27-27 It is impor-
tant to note, however, that the field of public
health is dominated by biomedical and epi-
demiological parad&gms7'22 Many public health
professionals at state and local health depart-
ments are unfamiliar with behavioral and social
science theory and with the application ofthese
sciences to health promotion and disease pre-
vention activities. H1V behaviorl interventions
have been carried out almost exclusively in
research settings. There is a need to replicate
these studies in public health agencies located in
communities where STDs flourish.

Behavioral and social sciences have also
contributed to an understanding of the impor-
tance of involving communities in the preven-
tion ofHIV Community participation is critical
for developing, implementing, and sustaining
interventions to promote health.29 To support
collaboration between community planning
groups and state health departments, behav-
ioral scientists from the Centers for Disease
Control and Prevention (CDC) and other
researchers developed technical assistance
materials that help groups to set priorities for
HIV prevention at the local level.30'3

Behavioral and Social Science in
STD Prevention

The principal tools for STD control and
prevention used in public health settings

today are diagnosis, treatment, and partner
notification services along with surveillance
of disease patterns.2 While these efforts are
critical components of a comprehensive sys-
tem for the control of STDs, they constitute
secondary prevention at the level of the
infected individual.2 Primary prevention
intervention that prevents illness from occur-
ring in the first place-is preferable because
many STDs are not curable, not all compli-
cations are reversible, and high rates of
asymptomatic disease will continue to fuel
the epidemic.2

Recently, behavioral interventions to
reduce STDs have been shown to be effective
in increasing condom use, decreasing rates of
unprotected sex,15'32'33 and decreasing rates of
STDs.32,33 These interventions contain those
elements identified as characteristic of suc-
cessful HIV behavioral interventions. Com-
munity interventions are rare in the field of
STD control and prevention, so little work
has been done toward the development of
community collaboration with local health
departments such as has occurred in HIV
prevention. A new initiative funded by the
CDC that combines interventions at the indi-
vidual, provider, and community levels, thus
addressing the complex interaction of factors
at different levels, is currently under way.34

Although these initiatives are encourag-
ing, much more research is needed. Given the
tremendous economic burden of STDs, the
current level of resources allocated for behav-
ioral research in STD prevention is extremely
low. There is a critical need to replicate and
evaluate interventions that have been con-
ducted under precise research conditions in
"real world" clinical settings. Research in
STDs is funded prmarily through the National
Institute ofAllergy and Infectious Diseases and
the CDC's Division of STD Prevention. A
study of STD expenditures in 1994 found that
$1 was spent on research for every $94 spent
on STD-related health care costs.2 In 1998,
8.8% ofthe Division ofSTD Prevention's bud-
get was allocated for research and 2.5% was
allocated for behavioral research.35 The
National Institutes of Health (NIH) spent
$105.4 million for research in biomedical and
clinical research in STDs (excluding HRV) in
1995.2

Capacity ofState and Local
Health Departments

Over the last decade, state and local
health departments have sustained significant
cutbacks in funding from all levels of govern-
ment. Today, they have fewer resources to
manage new and emerging epidemics, particu-
larly in the area of STDs.36 Funding for STD

prevention and the quality of services vary
widely at the state and local level. The CDC's
Division of STD Prevention, the leading fed-
eral agency for STD prevention, contributed
approximately 58% of the funds expended by
state and local health departments for STD
control in 1994.2 Direct assistance for STD
control from the CDC to state and local health
departments in the form of federal staff
assigned to local health departments has
eroded over the last decade. In addition, grant
funding has not increased for the last 5 years.

A recent report by the US Public Health
Service documented a significant shortage of
properly trained public health professions
working in public health agencies across the
country.37 Studies indicate the need for the
taining of public health professionals in epi-
demiology, biostatistics, environmental and
occupational health, public health nutrition,
and nursing. Public health professionals with
taining in behavioral and social sciences are
almost nonexistent at the state and local level.

Recommendations

HIV prevention research using ap-
proaches grounded in behavioral and social
science theory has been shown to be effec-
tive in reducing risk behaviors among a
number of high-risk populations. Potential
prevention of STDs through these kinds of
approaches will require a coordinated effort
among the key federal agencies responsible
for researching, preventing, and controlling
STDs. By working together, the CDC, the
NIH, and the Health Resources and Ser-
vices Administration (HRSA) can con-
tribute significantly to reducing disease and
lowering the enormous health costs associ-
ated with STDs in this country. Increased
effort and funding must be directed in 2
principal areas: first, increased capacity in
state and local health departments in the
area of behavioral and social science; and,
second, increased behavioral and social
science research that addresses interven-
tion, the replication of successful interven-
tions in community settings (technology
transfer), and the building of community
collaboration.

Increasing Capacityfor Prevention

The HRSA has a mandate to improve
the health of the nation by promoting health
care workforce capacity and practice, partic-
ularly in primary care and public health. The
HRSA has begun to make graduate-level
public health education programs more
accessible by supporting academic linkages
between public health departments and

816 American Journal of Public Health June 1999, Vol. 89, No. 6



Editorials

schools of public health and encouraging
schools of public health to develop distance
education programs for employees of public
health departments.38 Efforts should be
expanded to ensure the availability of pro-
grams in underserved areas of the country
and to include a special emphasis on behav-
ioral and social sciences. Increasing the
expertise of public health professionals in
these areas can expand the narrow biomed-
ical and epidemiological paradigms of health
departments.

The CDC's Division of STD Prevention
is the leading federal agency with a mandate
to support service and research for STD pre-
vention and control. Direct support by the
CDC to state and local health departments
has remained unchanged in recent years,
leaving little potential for increasing the
behavioral and social science capability of
these agencies. The CDC is also mandated to
help public health agencies build capacity
through training and educational opportuni-

25ties. They have begun to address public
health capacity by creating certificate pro-
grams for public health professionals through
4 schools ofpublic health. These efforts need
to be expanded, with an emphasis on educa-
tion in the social and behavioral sciences.
State and loca.l health departments are
unlikely to be able to increase funding to
bring new behavioral and social science
resources into their agencies without the sup-
port ofthe CDC.

Research

The CDC and the NIH should develop a
coordinated approach to addressing the sig-
nificant need for increased behavioral and
social science research for the prevention of
STDs. The existing emphasis on biomedical
research should be balanced with the need for
behavioral and social science research in
these agencies. Specifically, research ought to
focus on developing effective behavioral
interventions at the individual and community
level that are tailored to specific populations
and should address cultural and environmen-
tal factors as well as gender/power relations.

Provider interventions aimed at increas-
ing primary prevention activities among their
clients must be developed. The interaction
between individuals, communities, providers,
and systems that have an impact on prevent-
ing STDs should be explored. Successful
interventions must be replicated and carefully
evaluated with both outcome and process
objectives. The process of replicating and
sustaining successful interventions in com-
munity settings requires substantial research.

Behavioral and social scientists in state
and local health departments can play a key

role in technology transfer and in enhancing
the potential for successful interventions to
be sustained in the community. Research on
models for developing collaboration with
communities and health care providers,
including managed care organizations, will
be critical to the goal of the primary preven-
tion of STDs. D

Nancy Van Devanter
Joseph L Mailman School ofPublic Health

Columbia University
New York, NY
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Meeting Primary Oral Health Care Needs of HIV-Infected Women

The HIV/AIDS epidemic poses enor-
mous social challenges for the United States.
Increasing numbers of mostly impoverished
people of color, including women and chil-
dren, are becoming infected with HIV AIDS
alone does not cause the devastating social
problems of urban and rural areas-includ-
ing homelessness, domestic and street vio-
lence, multiple-drug-resistant tuberculosis,
and disconnected families-but it magnifies
them. AIDS especially affects young people
and has a devastating impact on their imme-
diate and extended families, creating
increasing numbers of orphaned children.

Biomedical science is making rapid
progress, and new information is seem-
ingly discovered every day, but a cure is
not in sight despite the impressive results
of highly active antiretroviral treatments.
The AIDS pandemic shows few signs of
abating, and within the United States, vul-
nerable population groups are still at risk.'
Thus, the dilemma arises: How do we
organize a system of primary oral health
care that meets the needs of the entire pop-
ulation, including HIV-infected women
and their families? How do we train,
recruit, and retain qualified oral health
professionals willing to serve vulnerable
populations and to accept the small but
real threat of HIV infection in the line of
duty?

In the United States, highly active anti-
retroviral treatment has substantially reduced
HIV-related morbidity and mortality rates. As
a result, the numbers of people living with
HIV/AIDS are larger and the need for pri-
mary oral health care services is actually
increasing. It is essential for these individuals
to retain or regain functional oral health sta-
tus in order to receive proper nutrition, pre-
vent oral infections, and improve their quality
of life.

Barriers to Dental CareAmong
Women With HIVInfections

Shiboski et al. remind us in this issue of
the Journal of the very real challenges of
attempting to reach the predominantly poor
women of color with HIV/AIDS.2 Their
study provides information from the mid-
1990s in northern California, before highly
active antiretroviral treatment became widely
available. Most of the study's participants
were asymptomatic HIV-positive women, of
whom two thirds reported that HIV was not
their main problem in life, one third reported
being afraid to see a dentist, and most
reported being very poor.2

When asked about dental problems dur-
ing the previous year, two thirds reported oral
pain and three fourths recalled specific
symptoms.2 Over40% ofthese women stated
that they had needed dental care but did not
receive it, and 43% had not had a dental visit
during the previous year.2 Those with no
health insurance or with private health cover-
age were more likely to receive oral health
care than those on Medicaid.2 Asked to iden-
tify barriers to care, almost 27% ofthe women
cited fear, 21% said they did not manage to
make an appointment or did not know
where to go, 16% said they did not have the
necessary resources, and 9% felt discrimi-
nated against because they were infected with
HIV2 Nonuse of dental services was associ-
ated with being unemployed, being Black,
having self-reported poor oral health, and
having 2 or more children.2

Among Shiboski and colleagues' central
findings were the importance of fear of den-
tists, severe poverty, and issues more pressing
than HIV infection in the lives of the women
as barriers to gaining access to dental care.2
The authors concluded that action has to be
taken to improve dental care access for HIV-

infected women and suggested strategies,
including stronger efforts to inform patients
about services, better training of providers to
treat patients who are afraid to visit a dentist,
and higher compensation of fees through
Medicaid.2

A closer look at and evaluation of rates
of dental care use among Medicaid recipients
in the United States reveal that only 20% to
30% see a dentist annually.3 Finding oral
health providers who are available and acces-
sible to Medicaid recipients is a real struggle.
In the present era ofwelfare and immigration
"reform," along with the aforementioned suc-
cess of highly active antiretroviral treatment,
the challenges are only increasing. There is
an immediate need to expand oral health ser-
vices in the fiamework ofcomprehensive pri-
mary health care, colocated with medical
care whenever possible. Expanded hours are
essential, as are family-centered services
where women and their families can be
treated together.

The Challengefor the Future

Can society afford the extra steps
required to care for the expanding
HIV/AIDS population, especially women?
The answer is simple: without renewed
efforts, it will be impossible to find the
growing number of knowledgeable, dedi-
cated dental professionals and workers
needed to care for the ever-increasing popu-
lations already infected with HIV, ill from
AIDS, or at high risk of contracting
HIV/AIDS.

Editor's Note. Please see related article by Shiboski
et al. (p 834) in this issue.
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